CAEP %

News &Views

Fromthe Editor, p.Lane 67
President’s Notebook, Rocco Gerace 68
Resident’'s Comer, bonald J. Livingstone 70

Scientific Section
“Joumal Club”, ianw. Cordon 73

Interpretation of EKGs,
Kent D. L. McKinnon and Leon A, Baskenville 77

The Potential of Prophylactic Lidocaine,
LesVeresi 83

Tropical Diseases in the Emergency Department,
David Rose, Mark Wise, Jay Keystone 86

Information
Informattion for Authors 72
CAEP Leadership 90
Emergency Medical Training Programmes 92
Meetingstonote 93

Noticeboard 93

The Official Publication of the
Canadian Association of Emergency Physicians
La publicafion cfficielle de I'Association
Canadienne des Médecins d'Urgence

il
3 "M NO
ANMIAVY INITHY
AYN3IH

290 wi0gs




FiorinAal

2 Fiorinal stat
stops headaches fast

Analgesic/Sedative
Prescribing information

Indications - Fiorinal® (Regular): In all
conditions where simultaneous sedative and
analgesic action is required, such as muscle
contraction (tension) headache and mixed
migraine headaches, menstrualand
postgartum tension and pain. May be given in
combination with Caferﬁot and Cafergot-PB
when there is a tension headache in association
with or following a vascular headache.
¢Fiorinal®-C: In all types of pain situations

including: non-vascular headaches, )

ostoperative pain, postpartum pain, pain

ollowing trauma, arthralgia, bursitis,
dysmenorrhea, pain asscciated with neoplasia,
strains, sprains, dislocations and fractures,
sinusitis, influenza, low back pain, pain
associated with dental procedures.
Contraindications: Porphyria, hypersensitivity to
any of the components. (Fiorinal®-C only -
gastrointestinal ulceration}. Overdose of, or
intoxication due to, alcohol, hypnotics,
analgesics and psychotropic drugs.

Precautions: Due to the presence of butalbital
in Fiorinal® and butalbital and codeine in
Fiorinal®-C, these drugs may be habit forming.
Excessive or prolonged use should be avoided.
As with most drugs, activities necessitatin
mental alertness such as operating hazardous
equiprent or driving a vehicle, should not be
undertaken until the patient’s response and
sensitivity to the medication are established.
Fiorinal® (Regular) should be used with caution
in the presence of peptic ulcer. Durin,
F_regnanc and lactation Fiorinal® an .
jorinal®-C should be taken only upon medical
advice. Keep out of the reach of children.
Adverse Reaclions: In rare instances,
drowsiness, dizziness, nausea, vomiting,
constipatign, skin rash and miosis are possible
adverse effects.
Composition: Fiorinal® (Regular) - Sandoptal®
(butalbital) 50 mg, Caffeine U.5.P. 40 mg,
Acetylsalicylic Acid U.5.P. 330 mg.
Fiurinalo-cﬂ_— Sandoptal® (butalbital) 50 mg,
Acet'glsalicyllc Acid U.5.P. 330 mg, Caffeine
U.S.P. 40 mg, Codeine Phosphate U.S.P. 15 mg.
Fiorinal®-C% - Sandoptal®{butalbital} 50 mg,
Acet[glsalicylic Acid U.S.P 330 mg, Caffeine
U.S.P. 40 mg, Codeine Phosphate U.S.P. 30 mg.
Supply - Fiorinail® (Regular): Available in
capsules or tablets for the patient's
convenience. Bottles of 100 and 500 capsules
and tablets.
Fiorinal®-C: Bottles of 100 and 500 capsules.
Dosage:
Fiorinal® (Regular)
Adults: 2 capsules or tablets at once, followed
if necessary by 1 capsule or tablet every 3 to
4 hours; up to a maximum of 6 capsules or
tablets daily, or as directed by the physician.
Childran: One to 3 capsules or tablets a day,
according to age.
Fiorinai®-C % & C %: a
Adults: One or 2 capsules at once, followed if
necessary by 1 capsule every 3 to 4 hours; up
to a maximum of 6 capsules daily, or as
directed by the physician.
References: 1. Kibbe MH. Dis Nerv Syst 1955;
16:3.* 2. Weisman SJ. Am Pract Digest Treat
1955; 6(7): 1019-21.* 3, Glassman JM, Soyka
JP. Curr Ther Res 1980; 28(6): 904-15. 4. Data
on file. Sandoz {Canada) Ltd.

#The composition of Fiorinal used in the
reference studies was: Sandoptal {butalbitah
50 mg; caffeine - 40 mg; ASA - 200 mg; and
phenacetin - 130 mg.

Full prescribing information available to
physicians and pharmacists upon request.

SANDOZ®

VVV

CAEPE3
REVIEW

Vol. 4, No. 3, July 1983
ISSN 0228-8559

Editor: _
PeterlL. Lane, M.D.

Scientific Edltors:
L. E. Dagneone, M.D.
D. M. C, Walker, M.D.

Contributing Editors:
Charles Ramesar, M.D.
Michel Tétreault, M.D.

Editorial Board:
Donald Doell, M.D.
Robert Fortier, M.D.
Nigel Merchant, M.D.
Angela Pitchford, M.D.
Albert Scholtz, M.D.
Tery Sosnowskl, M.D.

Advertising Manager:
Tom Hanson,

431 Alden Road.,

Unit #15,

Markham, Ont. L3R 3L4.
(416) 477-2030

Art Director:

Nom Melchior
Production Supervisor:
Dave Bell

Coordinator

Cec Giles

Southam Murmray Printing

.The CAEF Review Is published quarterly

by the Canadian Association of
Emergency Physicians. Opinions
expressed are those of the authors and
do not necessarily reflect those of the
Assoclation.

Subscription is free to CAEP members,
$20.00 per yr. to llbraries and
non-members, All correspondence
including unsolicited manuscripts
should be forwarded to:

THE ERITOR

CAEP REVIEW

c/0 Dept. Emergency Services,
Sunnybrook Medical Centre,
2075 Bayview Ave.,

Toronto, Ontario.

M4N 3M5

All reproductions rights are reserved.

Second Class Mail Registration
Number 5640

From the Editor

This issue of the Review sees the advent

of what wil hopefully become a reguiar

feature, the “Joumal Club”. Dr. lan

Cordon, aresidency trained Emergency

Physician frorm Calgary and, undil
recently, Australia, will contribute
summaries of articles of relevance to
Emergency Physlcians published In
other journals, As can be seen from this

group of artlcles, they are selected from

a wide variety of séurces, and should
prove a valuable addifion fo the
Review.

It's a pleasure for me to report that we

have noficed a significant improvement

in both the quality and number of

artlcles submitted for publication lately.

As research and writing form the core of

the body of knowledge of a medical
discipline, this bodes well for the heaith

of Emergency Medicine in Canada. We

hope it continues.

This will likely be the last issue for which |

serve as the editor of the Review. | hope

to take arest from the responsibilities
over the next year. It has been a

challenging. albeit time consuming job, _
to develop the Journal. With the advent

of hew editorial staff, a number of
changes in format and content are
contemplated. Reader's input and
suggestions have been valuable in the

past and would be greatly appreciated

now. Please take some time to think .
about the Joumal and what you would
find useful in the fufure.

PeterL. Lane, M.D.
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President’s Notebook

As the fiscal year of the Association
draws to a close, so too does my term of
office. In this, my last President’s Report, |
would like to outline the activity of the
Association over the past year and give
sorne of my impressions of the future.
During this year, specialty recognition
has been achieved. In November of
1982, the College of Family Physicians of
Canada conducted the first exom
toward the Cerlificate of Special
Competence in Emergency Medicine.
This represented the first formal
recognition examination in Emergency
Medicine in Canada. Although fhere
were some minor concems ragarding
the content of the examination, It can
be consldered to have been asuccess. |
would like to take this opportunity to
congratulate those Individuals who
have successfully completed this
recoghition process.

In September, the Royal College of
Physicians and Surgeons of Canada will
conduct the first written exam which will
eventually lead to a fellowship of the
Royal College. The successful
candidates wlll then be eligible to sit
the oral examlaterin the year. This does
Indeed represent a significant milestone
for Emergency Medicine in Canada, A
debt of gratifude is owed to Dr. John
Duff, Chailrmnan of the Specialty
Committee. He has consistently been
mest supportive of Emergency Medicine
as a primary specialty and | am quite
sure that this commitment has been
reflected in the activily in progress we
have seen thus far. | am most pleased
that Dr. Buff has accepted an honeorary
membership In the Canadian-
Association of Emergency Physicians
and extend to him the appreciation of

the entfire membership. We are pleased
that during the past year, the Executive
has had the opportunity to provide
sorne Input into the specialty
recognition process on behalf of

- Emergency Physiclans across the

country.

During this year, the Association’s
application for incorporation has been
accepted by Consumer Incorporate
Affairs Canada. The Executive believes
that this wilf contribute to a more
smoothly run organization. Canying this
process further, the Association has
applied to Revenue Canadafor
chartable status. One can not over
emphasize the importance of
meaningful research to a developing
specialty. it is hoped that with the
approval of charitabie status, the
Association will be able to generate
donations to aresearch fund fo allow
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and encourage oflglnal research in
Emergency Medicine. Following the
completion of this process, | am sure
those charged with the management of
this fund will be approaching all of us for
charitable donafions. | sincerely hope
that these requests do not fall on deaf
ears.
FollowIng discussions with the American
College of Emergency Physicians, CAEP
is about to initiafe distribution of its first
public service announcement. The
American College was kind encugh to
glve us complete use of a poisoning
preventlon spot for distribution in
Canada. Work is under way to adopt
this fiilm for the Canadian scene and In
fact time has been scheduled in ot least
one television station for Its broadcast.
Hopefully, this spot will be distributed
across the country and will be the first of
many in the attempt of the Assoclation
to make some impact in public
education,
As your President, | was most pleased to
accept an invitation to the founding
meeting of the Quebec Association of
Emergency Physicians. The organization
of this association represents a
milestone for Emergency Physicians
within Quebec. It was reminiscent of the
founding meeting of CAEP. On behalf of
the Asscciation | would like to thank
them for the opportunity of addressing
their founding meeting and wish thema
great deal of success. Further, | look
forward to a meaningful relationship
between CAEP and the Quebec
Association much like the relationship
CAEP has with other provincial
Ernergency Physiclan groups.
Alittle over a year ago, along range
planning meeting was held by the
Exscutive to deliberate the future
course of the Assoclation. A number of
recommendations were generated by
that meeting and a survey is cunrently
being conducted by the Standards
Committee to obtain input fromthe
membership. | am quite sure that the
‘information gleaned from this survey will
be used exftensively in planning the
course of CAEP and thank adll of you who
replied, for your time and effort,

The Education Committee of the
Association is investigating the role of

. Emergency Medicine in undergraduate

and postgraduate medical curicula., it
is hoped that eventually a position
poper will be forthcoming from the |
Assoclation recommending standards
forinclusion of Emergency Medicine at
the medical schools across the country,
This represents a significant portion of
the actlvity of the Association Executive
over the past year. It has been fruitful

and to me, as your President, rewarding.

However, where Is the Assoclation
headed in the years to come?

As has been alluded to before, it is
hoped that sections will be created in
the organization to promote various
components of Emergency practice. In
particular, It is hoped that a section on
Paediatric Emergency Care will be
initiated with Paediatiic Emergency
Physicians in centres across the country.
Creation of such a section can only
enhance the quality in standards of
emergency care delivered to the
pasdiatric patient.

Given that a high standard of
emergency care across the countryisa
rmandate of the Association, | feel
obliged to comment on d recent
edition of Canadian Family Physlcian.’
The posltlon of The College of Family
Physicians of Canada was that
“cerfliication of special competence in
Emergency Medicine would not be
required, expected or even
encouraged for the family physician
who works a regular shift in an
Ernergency Department.” It goes on to
say that family physicians own
quadlifications would be adequate
certification of competence, The article
goss on to Indicate that physicians who
work full-time or major part-time In an
Emergency Department would be
approprate candidates for the
Certificata of Special Competence. This
is clearly contrary to former positions.

It seerns inconsistent that an individual
who has equivalent responsibillty in
providing a high standard of
emergency care requlires less fraining,
simply because he provides this care
less frequently. In fact, one might even
feel that the converse would be the
case. However, we must put these
inflammatory turf issues behind us and
work with all primary care and speclalty
disciplinesin an attempt to achieve the
standards of care which we promote.

In closing, | would like to express my
appreciation for having been given the
opportunity to serve as your President
over the past vear, | would like to thank
the members of the Executive and
Committee Chairmen for the time and
sffort they have expended In the past
vear. The chores and responsibilities
undertaken by these individuals
represant the major bulk of the activity
of the Association, Finally, | wish to thank
each and every mermber for their
onhgoing support, [t is only with a broad
based loyal membership that the
Associdgtion can promote the high
standard of emergency care in
Canada.

ROCCO GERACE, M.D.

1. Pafey. P.E. (lefter): Emergency Medicine.
Canadian Family Physician, 29:416. 1983.
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Residents Corner

Yes, But Will There Be Jobs?

Although most decisions fo enfer a postgraduats fralning
program are based on the appeal of the specialty,
applicants are usually cognizant of the associated lifestyle.
income potentlal, and employment opportunities.

‘Certainly those considering specialty training in Emergency
Medicine are aftracted by thelr previous experiencesin the
Ermergency Department at both the undergraduate and the
postgraduate level, and by their perception of the
Ernergency Physlcian’s lifestyle. In addition, since it is a young
specialty, itis usually assumed that “good” jobs will be
avallable. ‘

Most Residents cumently enroled in Emergency Medicine
Training Programs aspire, upon completion of their tralning, to
positions reflecting their experlence gained at University
based medical systems. They are locking for jobs that offer a
large patient volume, Including a high incidence of critically
ill individuals and of trauma, in association with good facilities

DIRECTOR
DEPARTMENT OF
EMERGENCY MEDICINE

The Calgary General Hospital seeks a
qualified individual to assume the Direc-
torship of the Department of Emergency
Medicine. The incumbent will be responsi-
ble for the management of the Depart-
ment, ensuring the highest standards in
patient care and developing programs of
education and research.

Preference will be given to candidates
with extensive clinical experience and
demonstrated competence in teaching,
research and administration. The suc-
cessful candidate must be eligible for
licensure as a physician in the Province of
Alberta.

Remuneration commensurate with
qualifications and experience.

Please apply in confidence to:

Dr. G. R. West
Vice President Medical
Calgary General Hospital
841 Centre Avenue East
Calgary, Alberta
2E OA1

and supportive services. In short, they are looking for positlons
at large, preferably University affiliated, urban hospitals.

This year, those positions were available; a very conservative
estimate Is that at least twelve jolos fulfiling these criteria were
open In Canada. The situation In five years is probably less
optimistic, and certainly less clear.

Emergency Physicians have historically been arather -
transient group, often only working In that capaclty for several
years. However, with the development of specialists in
Emergency Medicine, increasing stability within the profession
has developed, and that tumover has diminished. Unlike
other, longer established groups of speclalists, there is no
eflux, through retirement, out of the system; those Emergency
Physicians currently in *prime” posltions are, on average,
young and will be around for many years.

Nevertheless, the systemis not yet static; even at well
astablished centras, dropout stilt occurs, albeit ata
diminishing rate. and many Departments are, at prasent,
increasing the number of physicians on staff. In addition, there
are hospitals within large urban areas that are only now
beginning fo utilize specialists in Ermergency Medicline In their
Emergency Departments; the extent to which this
phenomenon will occur Is, af present, unclear.

It is apparent, therefore, that the opportunity for employment,
In the capacity that most applicants to, ond Residents in,
Emergency Medicine Training Prograrms aspire is af present
unpredictable. A manpower study by CAEP, which is currently
getting underway, may socn offer some information in this
regard. However, it is clear that those individuals entering
Emergency Medicine Trainling Prograrms may find themselves
working In smaller centres, with smaller patient volumes. and
at less glamorous jobos,

Donald J. Livingstone, M.D.
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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 toplcs relevant to the
practice of Emergency Medicine and the
organlzation of Emergency Medical Services.
Manuscripts and other communlcations
should be addressed to the Editor, CAEP
Review, care of Department of Emergency
Senvices, Sunnybrook Medical Centre, 2075
Bayview Avenue, Toronto, Ontario; MAN 3MS5.
A coverlng letter should accompany
submissions indicating the principal author
with whom the negotiations can be
undertaken regarding any revisions that ars
seen fo be necessary prior to publication. The
letter should also speclfy whether or not the
material has bbeen sulbmitted to any other
periodicals for conslderation for publication.

Guldelines for the presentation of
manuscripts

The CAEP Revliew adheres to the
reciulrements for manuscripts submitfed to
blomedical journals as contained in the
Declaration of Vancouver of January 25th,
1978.*

Manuscripts should be typed, double spaced
including the title page, abstract, text,
acknowledgements, references, tables and
legends and illustrations. Each component of
the manuscrpt should begin on a new page.
Authors should kesp copies of everything
submitted.

Title Page The title page should include the
title of the article which cught to be conclse
and informative. The title should be
amehable to indexing. The tile page should
also contain the full name, academic
degrees, and dfflliations of sach author, The
title page should include the name of any
organlzation sponsorng an assembly or
meeting in which the article may have been
oniginally presented. If the research has been
supported by grants, such financial support
should be acknowledged on the title page.
Finally, the title page should also contaln the
address for reprint requests.

Abstracts All original contributions and
review articlas should be preceded by an’
abstract, typed, double-spaced on asecond
page following the fitle page. The albstract
should be no more than 150 words, stating
the purpeose of the study, basic procedures
involved, princlpal findings including
statistical significance, and principal
conclusion drawn. Abbreviations or symbols

*These requiremenits known ais the Declaration
of Vancouver were agreed Lpon atthat city on
Janucry 25th, 1978, Members of the
Infernational Steering Committes included

JF. Murray, M.D. {Chairmnan); E.G. Huth, M.D.; S,
Lock, MANM.B, W.R. Barclay, M.D.; S. Crowford,
Ph.D.; RW. Maryo; H R Meiss; |. Munroe, M.D:;
FH. Porcher, MA; AS. Relman, M.D.:

D.AE. Shephard, M.B.; T. Southgate, M.D,
Enguiies regarding fhe Declaration should be
sentto Dr. E.J. Huth, Annals of Intermal
Medlicine, 4200 Pine Street, Philodelphia, PA
10904 US A

should be avoided wherever possible.
Below the abstract up to 10 key words or
short phrases should be provided which will
assist indexers In cross-indexing articles.

Text The text of original articles of a basic
science or ¢linical nature should conform to
acceptable standards for scientific articles. it
should be divided Into introduction, methods
and materlals, results, and discussion section.

Introduction The introduction section should
cleariy state the purposs of the arficle and
should give only references pertinent to the
rationale for undertaking the article. The
review of the literature should not be
included in the introdluctory section.

Methods and Materials The methods and
materials sections should cleary and
thoroughly cutline the methodology and
materials employed in the undertaking of the
stucly, In particular, the selection of clinical or
expermental subjects should be weil
defined, apparatus used should be specified,
and referencas relating to the selection of
materlals and methods should be given. such
that other investigators can reproduce the
methods and evaluate the results. Any new
or substantially modified methods should be
described fully, giving reasons for thelr use
and evaluating their limitations.

Results The results of experiment should be
presented in a logical sequence in the text
with tables, illustrations, graphs. etfc. to clarfy
important results or observations.

Discussion The discussion of the findings
should relate the cbservations to other
relevant studies. i should emphasize new
and important aspects of the study and
conclusions. The discussion section should
not comprise an exhaustive literature review.

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

References References should be listed In the
form as adopted by Index Medicus and the
National Library of Medicine in United States.
All authors should be listed in studies with
three orfewer names. Otherwlse, the first
three names only should be listed. Joumal
name should be abbreviated agaln
according to the styfe in the Index Medicus.
The fitle of the article should be Included.

Tables Each table should be typed
separately on a piece of paper
double-spaced. Tables should have a short
heading. Explanations should appear|n the
footnote not in the heading. If data is from
other sources, this should be indicated and
permission should be obtalned and
acknowledged. Tables should not be
submitted as photographs.

lilustrations lllustrations should e submitted
as sharp, glossy, black and white
photographs 5x 7 or8x10(12.7 % 17.3cm. or
20.3 x 25.4 cm.) Figures should be
professionally drawn, lettered and
photographed-free-hand or typewritten
letters are unacceptable. Lettering should
be consistent throughout and sufficient slze
that when photo reduced will still be leglble.
lllustration should be accoempanied by a brief

.guests editorials from time fo time. These

legend on a separate plece of paper
Indicating the purposs of the content of the
Hustrations. Albreviations should be avoided
or explained. Photographs of patients who
are recognizable should be accompanled
by a consent form.

Preparation of other material

The Review will consider material other than
orginal experimental work. in particular, the
Review will from time-to-time publish review
articles from experts in the field who have
conducted a thorough literature search,
Papars submitted of this nature should
comptise of extenslve literature reviewsona
narow clinical topic, wellHeferenced, and of
significant relevance to the clinlcal practice
of Emergency Medicine,

Ermnergency case reports will alsc be
accepted for publication, Such papers
should comprise a brief factual presentation
of an emergency case. Reports accepted for
publication will be of cases of unusual
problems or innovative therapies. Following
the case presentation should be a brief
dlscusslon of the diagnosis and treatment
and subsequently. a brief review of related
litercaturs.

The Review will also conslder for publication,

should represent an quthoritative opinion or
comment on current problems faced by
Canadian Emergency Physicians. They may
relate to the educational, cliniccl research,
administrative, political aspects of
Ermergency Medicine.

Letters to the Editor will be published
regularly in the Revliew. Such letters should
be addressed to the Editor and should
comprise brief comments on topics recently
discussed in the Review or elsewhers, In
addition, brief communications of cases or
other items of interest will be’ considered for
puklication in this section from time to time,
In each case, the letter must be clearly
signed by the author with a retum address,
and permission to publish indicated.

Approval to publish

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

Deadlines

The CAEP Review is a quartery publlcation
with press dates the first day of each quarer.
Copy deadlines are the 8th of the preceding
rmonth, Material to be considered for °
publication and review by the Editorial Board
should be submitted at least sixty days prior
to publication to date.

Address all correspondence to:
The Editor, CAEP Review

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

Toronto, Ontaro, M4N 3M5
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Scientific Section

“JournCII CIUb” by lan Cordon, mMp.

The Journal of Trauma. 1982. Vol. 22, No. 4, pp 291-294.
JWeigelt ef al. Management of asymptomatic patients
following stab wounds to the chest.

Most authorities recommend admisslon and observation for
2448 hours for asymptomatic penetrating chest injuries. This
study concems 110 consecutive patients over a one-year
period with stab wounds to the chest and no symptoms of
intrathoracic injury, plus a nemal inspiration and expiration
chest radiograph. They were detained in the Emergency
Department for six hours and the Xrays repeated. If this
remained negative they were discharged and requested to
retum in 24 hours for another chest Xray (or sooner if
symptornatic). Ten patients had developed haemo,
hcemo-pneumo, or pneumotherax by the six hour
examination, none being massive or tension. Of those
discharged and requested to retum, 51% failed to comply. Of
the 49% who showed up, all had nomnal repeat Xrays. The
authors were unawars of any late complications in the group
managed without hospitallzation.

The American Joumal of Surgery. 1982. Vol 144, No. 6,
PP 642-645.

W. Ryan ef al. Penetrating injuries of iliac vessels. Early
recognition and management.

The authors present 114 patients with penetrating injuries to
the lliac vessels with an overall mortality of 25% and if both
artery and vein involved, of 47%. Twenty-one of the 28 deaths
were directly atiributable to hcemorhagic shock or
coagulopathy and occumed within 48 hours. One of the
explanations for the high mortality is the lack of convenient
structures to tamponade bleeding from these vessels and
another is defay in getting to the operating room. This may be
due to a tendency not to take a lower abdominal, buttock, or
perineal wound as seriously as one might a chest wound, for
exampie. In fact the authors appecdred highly embamassed
and received vigorous critlclsm from the panel for the delay
between presentation and reaching the operating room. The
average time was 36 minutes for those with no measurable
blood pressure and 60 minutes for those who did not respond
to resuscitation. The consensus was that in patients with
penetrafing abdominal wounds below the umbilicus and
marked hypotension, Hliac vessel infury Is presumed and every
effort should be towards Immediate surgery.

The American Joumal of Surgery. 1982. Vol. 144, No. 6,
pp 153-157.

R. Ward et al. The effects of ethanol ingestion on the
severity and outcome of trauma.

Emergency Physicians are only too familiar with the myriad
ways alcohol can effect patients and their llinesses.
Alcohollcs give the impression of leading “charmed lives™
with respect to an apparent tendency to escape the

expected medical consequences of their actions. This article
suggests there may be more than just ighteous indignation to
such an impression.

Almost 1,200 pc:’riénts admifted to a trauma senvice were
assessed for injury severlty, mortality, and level of alcohol on
amival. Thirty-two percent had alcohol in their bloed (mean
149mg%). The Injury Severity Scale averaged 19.9 for the
aleohol group, 17.4 for the ne-alcohol group [ne statistical
significance). The total mortality was significantly lower in the
alcohol group (10.9% vs 16.5%) and this was constant at all
levels of blood alcohol (except for the ten patients over
300mg%, ail of whom lived). The two groups had a similar age
distribution.

Varous explanations are proposed for this apparent
protective effect of alcohol after injury, e.g. increased
substrate for postnjury hypermetabollsm, increased
catecholamines (a direct effect of alcohol), and reduced
platelet aggregation, reducing the risk of infravascular
coagulation. Possibly future studies may show this observation
to be artefactual but it is certainly ironic.

N. E. J. M. 1982. Vol 307, No. 26, pp 1618-1627.
E. Braunwald, Mechanism of action of calcium channel
blocking agents.

More and more patlents arive in the Emergency Department
wlith cardiovascular complaints already receiving the new
super-drugs nifedipine, etc. However there can be few
Emergency Physiclans who have a clear idea of how calcium
channal blockers work, and what they may or should be used
for.

If you have any desire to understand the rationale behind the
development and actions of this class of drug, then |
recommend shutting out all distractions for half an hour and
ploughing through this article. It Is In two parts. The first will
provide deja vu phenomena from those dim days of
btiochemistry and physiolegy. The second will demenstrate
such subjects are relevant to clinical medicine. Specifically.
the action of calclum channel blockers in the following areas
is discussed: vasospastic angina, effor-induced anging,
myocardial ischcamia, myocardial infarction, myocardial
preservation, arhythmias, systemic hypertension, puimonary
hypertension, congestive heart fallure and hypertrophic
cardiomyopathy. These drugs are not going to go away so
this is a good place to start.

N. E. J M. 1982, Val. 307, No. 18, pp 1101-1105.
W. Weaver ef al. Ventricular defibrillation — a
comparative trial using 175J and 320J shocks.

This is a prospective trial from Seattle of high and low energy
defibrillation by paramedics in out of hospital cardiac amest
where the inifial rhythm was ventricular fibrillation. Two
hundred and forty-nine patients were randomly allocated to
a 320J or 175J defibrillation level while an otherwise standard
ACLS protocol was followed, Overall survival was
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Independent of energy level. The Initial hythm after electric
shock was related to outcome. Suivival rate was 42% In
patients with an initlal supraventricular thythm, against 14%
with asystolic. Atrioventricular block occurred much more
frequently (39% vs 12%) in the 320J group but this was usually
transient and did not effect uitimate outcome.

Surgery. 1982. Vol. 92, No. 4, pp 646-653.
S Sachs et al. Acute mesenteric ischcemia.

The miserable state of treatment for acute mesenteric
lschesmia fs discussed following an analysis of a serles of 49
patients over 15 years. The overall mortality was 65% but this
varied considerably according to the underlying pathology.
Arterial thrombosis had a 100% mortality whichis in keeping
with most serles. Venous thrombosis had a better prognosis
{(36% mortality) and arterial embolization a 64% mortality.
Unfortunately surgical resection remains the mainstay of
treatment but more hopeful techniques include angiography
and Infuston of bapoverine and revascularization by bypass
grafting (endarterectomy failed in this seres but has met with
success in others). Emergency Physicians should be aware
that early diagnosis does effect prognosis and it is generally
agreed that prognosls is worse if peritoneal signs are present
by the time the diagnosis is made. Therefore a high index of
suspicion is important especially with elderly patients with
abdominal pain associated with generalized arteriosclerosis,
atrial fibrillation, or recent M. Ultimately mortality in
mesenteric arterial disease can only be lowered dramatically
if patients at risk are identified and undergo revascularization
procedLures prior to developing ischcemia and infarction.

J. Neurosurgery. 1982, Vol. 57, pp 114-127.
D. Pang et al. Spinal cord injury without radiographic
abnormalities In children.

Pang ef.al. describe a rare but serious syndrome which
Ernergency Physiclans must be alert to, Of the 36 children
seen at a referral centre over a 20 year period with spinal cord
injury, 24 had no evidence of fracture or dislocation on Xray
exarmination, including tormography. It is with this subgroup
termed SCIWORA (Spinal Cord Injury Without Radlographic
Abnomnality) that this paperis concemed.

The level of injury was cervical in 20 patients and T1-6 in the
reamainder. Many were from road accidents but 42% were
from various types of falls. In 52% of cases neurological
impairment was delayed, the average delay being 30 hours.
Many of thase children remember retrospectively having
fransient symptoms of parathesice, numbness or weakness ot
the time of injury and consequently all children presenting
with such ublquitous injuries as chin and forehead lacerations
should be questioned for neurological symptorms. The
rmechanism of this syndrome is unknown but the authors
suggest the increased flexibility of the pcediatric spine may
lead to momentary deformations and even subluxations
sufficient to damage the cord but which then spring back

into normal alignment. Fortunately poediatiic spinal cord

injuries are rare (approxinnately 1-10% of all cord injuries):
however the prognosis is grimwlth most severe lesions
showlng little or no recovery. Probably the diagnosis of
SCIWORA cannot be made in the Emergency Department as
a child with neurologic impairment and a nomal cenvical
spine Xray must first have an occult (or missed) unstable
fracture excluded by tomography.

J A M. A 1982, Vol. 248, No. 15, pp 1872-1874.
D. Tandberg. Glass in the hand and foot. Will an Xray
filr show it?

Sixty-six pieces of glass of every conceivable origin (e.g.
windscreens, beer bottles, Christrmas free lights) and varying
slzes were driven Into dead chicken legs. When Xrayed all
types of glass were easily seen except when the glass was
overlying bone, when only pieces greater than 2mmwere
visible. This demonstrates what most Emergency Physicians
are aware of even though textibooks (including Schwartz)
Invariably state only the cldfashioned leaded glass is visible.

Lancet. 1983. No. 8320, pp 326-32G.
K. Starke et al. Hepatic and cerebral pathology findings
in children with fatal salicylate intoxication.

Reye’s syndrome is of unknown cetlology. Blzame causes such
as toothpaste have been proposed. Most recently there has
been shown to be an association between Reye’s syndrome
and aspirn. Epidemiclogic studies have shown from 97-100%
usage of salicylates among children with Reye’s syndrome.
The authors have examined the liver and brains of 12 children
with fatal salicylate intoxication and found the patholgy to
be indistinguishable from that of Reye’s syndrome. As the type
of degeneration found is relatlvely rare [other than in Reye's
syndrome) they hypothesize that the prodromal iliness may
Increase sensitivity to therapeutic levels of salicylate and the
structural changes seen in Reye’'s syndrome are in part due to
salicylate.

J A M A 1982, Vol. 248, No. 13, pp 1632-1635.
R. Sheep ef al. Fatal cardiac tamponade. Occurrence
after left infemal vein catheterization.

The authors describe a fatal case of cardiac tampeonade
following a teflon central venous cannula passing through
the superia vena cava into the pericardial sac foliowing a left
intfemal jugular approach. They describe two nonfatal cases
of hydrornediastrinum and hydrothorax also after left intfemail
jugular catheters — all occuning within three months. In
reviewing the literature they point out that cardiac
famponade is a recognlzed though rare complication and is
usudlly caused by perforation of the right atrium or right
ventricle. They suggest that because of the tortuous route
from the left internal jugular to the SVC the right be used
whenever possibie, but if the left is used then a flexible
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catheter be inserted. They also suggest since the pressure in
any of the great veins of the ¢chest is within 1mm of right afrial
pressure that the catheter should not be placed distal fo the
aortic knob on Xray as this will ensure placement is proximail to
the pericardium.

J. Neurosurgery. 1982. Vol. 57, p 153.
M. Javid ef al.

This is an interesting letter to the editor concerning the
phenomenon of rebound increase in infracranial pressure
after a mitral lowering by hyperosmolar agents such as
mannitol. The authors cite their studies and state
categorically that “rebound”™ does not exist, and was an
artefactual observation prior to the advent of ICP monitoring.
The traditional cautions given an Emergency Physician
contemplating using mannitol in a merbund patient with
raised [CP are that mannitol may increase intracranial
bleeding. may upset fluid and electrolyte balance, may
cause the physician to incur the wrath of the neurosurgeon,
and may be followed by a fatal “rebound” rise in ICP. Maybe
at least the last fear is unfounded.

N. E. J. M. 1983. Vol. 308, No. 4, pp 191-194.
D. F. Thompson et al.

The authors posed as the parents of a child with a possibly
toxic aspirin Ingestion and phoned 15 regienal polson control
centres and 15 nonregional centres asking for advice, The
overdll managerment was judged Incorrect In 60% of the calls
to nonregional centres against 94% correct by regional
centres. Also 33% of nonregional centres advised the parents
to give their child salt water, mustard water, raw eggs or
place their fingers down his throat to make him vomit, There
are many unanswered questions such as who was answering
the phone, whether they were exceeding thelr authority,
whether any protocol or reference like poisindex was
available? it Is foo tempting o make sweeping
generalizations on the basis of a simpilistic study like this.

Srith, J., Norman, J.: The fluid of choice for resuscitation
of severe shock. Br. J. Surgery, 691982, 702-705.

Using a canine model animals were bled to produce severs
shock and then various fluids were reinfused to maintain a
nornmnal (canine) CVP. Five fluids were randomily allocated,
these being three colleidal solutions, Ringer's lactate, and a
crystailold/colloid mixture of the ratio 2:1. Several parameters
were examined during and after resuscitation including
cardiac cutput, total peripheral resistance, oxygen
avadilability and oxygen debt.

During resuscltation there was no significant difference
between any of the groups except that it took over twice as
much velume of Ringer's lactate to maintain the CVP
campared with the other groups. After resuscltation however
comparison of Ringer's lactate and Dextron 70 showed worse

figures for Ringer's lactate in almost every category Including
statistically significant lower cardiac output and higher
peripheral resistance. In the Ringer's lactate group the
heematocrt was signlficantly higher suggesting less retention
of crystalloid fluid within the vascular space. Of Interest, the
crystalloid/colloid mixture out performed all the groups and
the authors conclude that the debate between collold and
crystalloid for resuscltation of shock is rather artificial as a
combingtion seems better and they imply this is commonly
used.

Naturally, since this is an animal study, it will be of limited
interest to those whao favour crystalloid only, their argument
being that crystalioid and blioed may be a still superior
mixture. This is a British study and reminds us (in North America)
that, in Europe, colloid sotutions are the norm for
hypoveolcemic shock. In Copenhagen for example there Is an
on-call physician 24 hours a day whose job it is to rush to the
scene of serious accidents armed with dextran and morphine;
this system has been claimed to have saved many lives.

Editorial: Brit. Med, J.. 296:1983, Jan,, 246-247.

This editorial provides some up-to-date information on the
progress of research inte perflurochemicals otherwise known
as artificial blood. These chemicals are able to cany large
quantities of dissolved oxygen, and, if perfected the list of
potential uses is virtually endless — and very relevant to
emergency medicine. Obvious examples are haermorrhagic
shock, surgetry, coronary ischcemia and of course Jehovah's
Withesses. In ancother decade they may profoundly alter the
practice of emergency medicine.

Ahmed, S., Morris, L.: Renal parenchymal injuries
secondary to blunt abdominal trauma in childhood: 10
yedar review.

8r. J. Urology, 54.1982, 470-477.

The authors present 66 consecutive cases of pasdlatric blunt
renal injury. They describe the ciinical and radiological
findings of contusion, laceration and transection and the
rather high incidence of complications especially in those
cases of transections of the upper pole of the kidney
managed conservatively. There is some discussion of the
confroversy surounding surgical infervention, l.e.
conservative management of Group Il (laceration and
transection) patients and the authors give the imprassion that
on the basis of their experience represented here they will

‘become more surgically aggressive. There is no discussion of

renal pedicle Injuries (Group [Il) as it is taken for granted that
these will be operated upon acutely. The fairly high incidence
of blood clot obstruction of the pelvicaiiceal system (4/43, 3
asympfomartic) lends support to the policy-of obtaining an IVP
in all patients presenting with even microscopic hcematuria
after blunt frauma.
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This edltorial by W. Gans on the very topical subject of
coronary thrombolysis has appropriate references fora
complete review, He describes the technique of early
intracoronary artery infusion of streptokinase, preferably
directly at the site of coronary artery occlusion, with
subsequent reversal or diminution of the evolving myocardial
Infarction. This is the state of the art of reduction of infarct size
and may have profound implications for emergency
physicians who will be called upon more and mare to identify
as early as possible candidates for this procedure. The
economic implications may also be profound though perhaps
double-edged. as while the cost may be fremendous it may
be offset if the result is to increase the number of patients able
to retum to productivity in the workforce.

McCarthy, P. ef al.: Observations scales to identify
serious lliness in febrile children. Paediatrics, 101982,
802-809.

About 56 years age McCarthy ef al. produced a series of
articles in which they attempted to identify those children
with serious infections, pariculany bactercemia and
meningitis. They tried statistical juggling with combinations of
such parameters as level of fever, fotal WBC, % polymorphs, %
band forms, absolute polymorphs and ESR and were unable
o provide a recipe that worked in a reproducible manner.
This study Is that sequel and conslsts of an attempt at
quantifying those features that lead one to judge achild to
be toxic. Many paediatriclans or experienced FPs place a
great deal of emphasis upon theirimpression as to achild’s
“sickness”’, McCarthy ef al. have fried to break down the
components that lead o this Impression.

Many historical and observational clues were tried and
rejected but a final scoring systern analogous fo an Apgar
seems to provids some valuable information..Children under
two were observed and scored for each of six items, i.e. skin
colour. quality of cry, reaction to parents, level of
consciousness. hydration, and sociabillity. Numerical scores of
one, three or five were allocated in each category and
totalled so that a pink, well hydrated, alert, smiling child with
an occasional strong cry that ceases when picked up by
Mum would score the minimurm of six and a virtually moribund
chlid would score thirty. Among 165 patients examined in the
study, of the two-thirds who scored less than 10 only 2.7% had
serious iliness, while 12 of 13 scoring above 16 had a sericus
iliness (92.3%). Perhaps the biggest challengs is to identify
these children in the Intermediate group of whom 25% wete
serously il This article provides by way of a “'predictive
model’” a useful scale for clarifying the thought process we
have to go through when starting to evaluate the young
feborile child.

Collett, B.: Traumatic hyphaema. Ann.
Ophthalmology: 14, 1982, 52-56.

This Is a truly superb review of the pathology. freatment,
complications and controversies in traurmatic hyphcaema. |
wholeheaartedly recommend it to be read, photocopled and
kept by anyone interested In more than just the diagnosis of
hyphcema. In the same Issue of this Journal there is a brief but
interesting paper by V. Clever on the results (successful) of
home treatment of hypaema.

Sohn. N. et al: The levator syndrome and its treatment
with high-voltage electrogalvanic stimulation. Am. J.
Surg.. 1441982, 580-582,

The authors describe an innovative and apparently highly
successful treatment for the levator syndrome. As
Improvement was determined by the subjective decrease in
the unpleasant symptom and there was no attempt at a
control group, one could take issue with the results. The
importance from an emergency physiclan’s point of view Is fo
serve as a reminder that this is a difficult diagnosis to make but
is more likely to be made if aware of its existence. Having
aroused your interest perhaps, the article by Grant (Disc. col.
rect. 18:1975, 161-163) includes a more thorough description of
the syndrome.

Dale, W.: thoracic outlet compression syndrome. Arch.
Surg.. 1171982, 1437-1445,

This article exarnined the different surgical altematives to
treatment of thoracic outlet compression syndrome and
advises extreme caution both in indications for operation and
In surgical technigue. There is a brief review of the syndrome
but the references include some more extensive reviews. The
interest lies in the ldentification of brachial plexus injuries as a
more common complication than was realized, andin the
fascinating if sormewhat egocentric discusslon that follows the

paper.
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Scientific Section

Interpretation of EKGs by Emergency
PhVSICIGns by Kent D.L. McKinnon, Mb.* and Leon A Baskenlle, mo.»

Abstract

abnommality observed.

emergency departrment.

This paper describes an audit which examined
the ability of emergency physicians to
accurately intenpret electrocardiograms
performed in the emergency department at
the time of primary patient confact, EKG

- changes were divided info major and minor
categories according to the seriousness of the

Interprefive accuracy for EKGs showing
myocardial infarction, major arythmias, and
acute ischemia was 100%, 98% and 88%
respectively. Conclusions drawn from this
study confirm that the experienced
emergency physician can recognize the
great majority of pathological EKG changes
seen during initial patient assessment in the

Résumé

observée.

malade.

Cet article décrit une vérification qui a éfudié
la capacité des médecins d'urgence
d’inferpréfer avec exactitude les
électrocardiogrammes effectués dans le
déparfement d’urgence lors du premier
confact avec le malade. Les alférations de
'ECG sont divisées en catégories majeures et
mineures selon la gravité de I'anomalle

La justesse de l'interprétfation des ECG
Indiquant un infarctus du myocarde, des
arythmies majeures ef une ischemie aigué fuft
de 100%, 98%, et 88% respectiverment, Les
conclusions tirées de cette vérification
confirment que le médecin d'urgence .
expérimenteé peut identifier Ia grande
mayjorité des altérations pathologiques de
I'ECG renconftrées dans le déparfement
d‘urgence lors de la premiére évaluation du

One of the compulsory skills of an .
emergency physician involves the
interpretation of electrocardicgrams. in
fact, It is difficult to imagine any
physician staffing an emergency
department without a compreheansive
working knowledge of
electrocardiography. It is
commonplace in the emergency
department for situations to arise in
which treatment decislons based on
EKG findings must be made promptly. In
these Instances delay is inadvisable and
rapid access o an infemist's Interpretive
opinion Is offen not available.

A physician need only work in an
emergency department for a short fime
to appreciate the potential for
misadventure If pathological EKG

Key Words

¢ EKG interpretation

¢ electrocardlography

e audit

e emergency department

*Ermnergency Physicians, Kitchener-waterlco
Hospital and St Mary's General Hospital,
Kiichener, Ontario. and merbers of courtesy
sterff, Cambridge Memorial Hospital,
Cambricge, Onfario

changes are not recognized orare -
rmisinterpreted. Hence it is vital that
emergency physiclans exhiblt EKG
assessment capabilities that are of a
high callber.

In an attempt to evaluate the process
of emergency deparment EKG
interpretation in KitthenerWateroo, an
audit was undertaken in which the
emergency physiclans’ interpretive skills
were assessed at the tirme of first patient
contact. KitchenerWateroo's two
active freatment hospitals
accommodate 90,000 emergency
department patients peryear. The
thiteen emergency physicians are
requlired to maintain competence in
EKG interpretation. As well, ongolng
review Is provided by 'quiz EKGs’ posted
rmonthly at both hospitals. Most EKGs are
read within twenty-four hours by the
intemists and, In most cases, copies of
the final EKG report are forwarded to
the appropriate emergency physician a
few days later. These reports act as
valuable teaching aids. A copy of the
EKG Is also attached to the emergency
department chart and becomes a
permanent part of the patient’s record

whaether or not he is admitted to

hospital.

The cbjectives of this audit were;

1) to determine concordance figures for
the initial emergency department
interpretations and the final EKG
reports of the intemists,

2) to assess the Incidence of nomnat
versus abnormal EKGs done In the
emergency department,

3] to determine the availabillty and
ufilization of previous EKGs in the
assessment of present EKG changes,
and

4] to act as an educational tool for the
emergency physicians such that
areas of weakness in EKG
interpretation could be Identified.

The EKG inferpretations represented by

this audit were made only by the

emergency physicians. Qurs is a

non-teaching centre that functions

without house staff. Seventy-three
percent of our patient volume cccurs af
times when there is no specialty support
staff avallable In the hospltal. As a result
the emergency physicians have
developed a degree of indepsendence
and confldence in their evaluation of

EKGs. It is our experience that an
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Intemist is seldom consulted regarding
primary EKG interpretation.

Methods

During the three month study EKG
interpretations for 1,060 patients were
documented by means of
questionnalres which were completed
by the emergency physicians af the
time of treatment. Once a
questionnaire had been completed it
was sent fo the EKG lab along with the
tracing, thereby preventing any
subsequent alteration of the
interpretation.

About fifty EKGs performed during the
study period had no questionnaire filled
out. It was therefore appropriate to
determine whether or not thiswas a
legitimate consequence of the
constraints of time in a busy emergency
department or a deliberafe avoidance
of the guestlonnaire in the more
complicated tracings. A subsequent
comparison of EKGs with and without
completed gquesfionnaires showed no
selection/exclusion bias in terms of the
difficulty of the EKG inferpretation.

As with a previous audit undertaken at
our centrel, interpretive accuracy was
assessed on the basis of concordance
figures, i.e. the agreement in
interpretation between the emergency
physician and the specialist (intemist).
The EKG reports of the intemists were
held to be the standard by which the -
emergency physicians’ reports were
judged. In those few cases where there
was some question as to the
appropriateness of the Intemist’s
interpretation, a cardiclogist was called
upon fo adjudicate.

Resulis

Of the 1,060 EKGs involved 60% were
normal (Table 1). The 40% abnormals
break down into 30% which showed
new abnormalities and 10% which were
unchanged from previous EKGs. In 18%
of cases previous EKGs were uftilized
(Table ). When they were used the
emergency physician’s interpretation

TABLE | — General Data
) Normal EKGs

(e.g. digitalls effect, paced, etc.)

was recorded only when there were
new EKG changes present (i.e. credit
was gliven only when interpretive skills
were used). .

EKG changes were classifled into major
and minor criteria. The former included

junctional) acute ischemia, and major

) independent interpretation 600  (56%)
{no previous EKGs) 642 (60%)
ii) previous EKGs available 42 (4%)
I} EKGs with new abnomalities
) independent interpretation 277 (26%)
(no previous EKGs) 315 (30%)|
i) changed cormpared fo
previous EKG 38 4%)
i) EKG unchanged —remains abnormal
__ 105 ym(OE]
1,060 100%
TABLE Il — Use of Previous EKGs
| ) EKGchanged 38 (4%)
I} EKG unchanged — remains abnormal 103 (10%)
) EKG unchanged — remains normal 42 {4%)
183 18%
TABLE Ill — Concordance — Major Criteria (225 cases)
) acute infarctions 26/26 (100%])
II) arrythmias® 61/62 {98%)
I} acute ischemia 74/84 88%)
V) major blocks i) BB 39/43 (@1%)
ii) other=* 4/10 (40%)
* o artrial fibrllation 47147
e PSVT. 9/9
¢ junctional 4/5
o atrial fiutter _ﬂ
61/62
** & third degree block 1/1
 bifascicular block _ﬂ
4/10
TABLE IV — Concordance — Minor Criteria (249 cases)
) oldinfarction 41/45 (91%)
i) minor ST-T changes 40/92 (44%)
1) 1st degree block 11/19 (58%)
IV) axis deviation 25/81 (41%)
V) hypertrophy 13718 (72%)
V) other changes 20/24 (83%)

acute infarctions, major anythmias
{afrial fibrillation and flutter, P.SV.T.,

blocks (BBE. bifascicular block, second
and third degree block). The latter
represented old infarctions, minor ST-T
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changes, first degree block. axis,
hypertrophy, and other changes (e.g.
pacing, digitalis effect, etc.). There were
225 major criteria changes and 249
minor critefla changes noted on the
final EKG reports (Table Il). The
curmulative total for abnomal findings
was therefore 474. Fifty-six (56) EKGs had
more than one abnormal finding so that
there were actually 418 abnomnal
cardiograms (40%} out of the total of
1,060 (Table I).

Concordance for acute myccardicl
infarction was 100% (Takle ). The
concordance for amythmias was 98%
(61/62). Only cne malor arrythmia
misinterpretation was made — thiswas a
case of junctional rhythm.

The concordance for acute coronary
ischemia was 88%; howevert, oftentimes
“ischemic changes” (in lieu of
“nonspecific ST-T changes’) were subtle
and seemed more subjective than
objective. It should be remembered
that coronary insufficiency, as It relates
to the 5T segment and the Twave, has
reasonably distinctlve characteristics.
5T segment alterations which are
ischermla induced usually are in the form
of a sharp-angled ST-T Junction resulting
in horizontality of the 5T segment, or
depression of the $T segment with
‘plane deprassion’ or ‘sagging
depression’, Coronary insufficiency s .
also manifested by low orinverted T
waves, or T waves that display
symmetrical lmbs and an amowhead
shaped vertex (or nadir]. These criteria
notwlithstanding, there Is no doulbt that
interpretation of certaln ST-T changes
can sometimes be difficult. H is the wise
physician who heeds Sharmroth’s
caveat: It cannot be stressed too
strongly that clinleal judgrment is
paramount and that oo much weight
must not be placed on an squivocal
electrocardiographic change as the
sole criterion of coronary insufficiency™ .2
The category of ‘bundle branch block’
{which included RBBB, LBBB, hemiblock,
and intraventricular conduction delay)
showed a concordance of $1% (Table

1 ). Cnly three of nine bifascicular blocks
(RBBB, left anterior hemiblock) were

diagnosed correctly. Of the others the
RBBB was recognized but the'left
anterior hemiblock component was
overlooked. The only case of complete
heart block was interpreted comectly.
Concordance for minor criteria EKG
changes are shown in Table IV. In many
cases the infemists reported minor
criteria changes that the emergency
physician did not and vice versa. The
magnitude of the conceordance figures
for this group seemed to depend in
large part on the objectivity of the
change being measured. For Instance,
‘minor ST-Tchanges’, a somewhat
subjective diagnosis, showed a
concordance of only 44%,

Discussion

Cases of EKGs with major criterla
changes totalled 225, Of these, 10 (4%)
were nonconcordant for ‘acute
ischemia’, 10 (4%0) were
nonconcordant for ‘major blocks’, and
one (0.4%]) was nohconcordant for
‘arythmias’. Despite the failure of inifial
EKG interpretation in these patlents, all
but four (3 BBB's, 1 bifascicular block)
were admitted to hospital anyway as a
result of other clinical indications (e.g.
suspicious chest pain).

No patient was sent home with an
acute infarction, a major anythmia. or
gross ischemia. As determined by a
chart review, those who were
discharged were diagnosed as having
problems unrelated to the
cardiovascular system (e.g. bronchitis).
Ectopics (PVCs, PACs) were not assigned
incidence figures because, In many
cases, blatantly obvious ectopics were
not recorded by elther the emergency
physicians or the intemists in their
reports, yet these premature beats had
been treated where indicated. It
became clear that the problem was
one of documentation rather than
Identification and thus reallstic figures
for ectopic recognition could not be
quantitated.

Not unexpectedly there was frequent
disagreement between the emergency
physicians and the intemnists involving
EKG changes basad on less objective
ctiteria (e.g. nonspecific ST-T changes,
borderline first-degree block, borderine
left ventricular hypertrophy). Thus the
ovardll results showed that
concerdance for miner criteria changes
was significantly less than for major
criferia changes.

Conclusions

There are many symplom cormplexes
which call for an EKG as part of the
clinical workup {e.9. chest pain,
wedkness, syncopse, palpltations,
accelerated hypertension, CVA). Of all
EKGs done for these Indications in this
study, 60% were normal and 30%
showed new abnomnalities. The vast
majority of EKGs with major criteria
changes were corectly interpreted by

- the emergency physicians. No patient

was discharged with a sericus hythm
disturbance orischemic abnormality.
Minor criterla changes wers often
susceptible to dissenting interpretations
between the emergency physiclans
and intemists due to the subjective
nature of these changes. This audit has
been instructional to the emergency
physiclans in our centre in that they are
now more coghizant of minor EKG
changes and look more carefully fora
ieft anterior hemiblock when an EKG
reveals RBBB.

It is clear from the results of this study
that a high standard of EKG survelllance

‘can be maintained when emergency

deparfment electrocardiograms are
inferpreted by experenced emergeny
physlcians,
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The Potential of Prophylactic Lidocaine in the
Reduction of Prehospital Mortalily in Acute
Myocardial Infarction oy tes veresi, vo

Abstract

A retrospective analysis of cardiac arrests from
ischemic heart disease that occurred affer the
arrival and during the aftendance of the
paramedic ambulance was undertaken in the
Greater Vancouver areq, in order to
determine how many cases might have
benefited from prophylactic lidocaine. Of 61
such cases encountered over a 2 year period,
the majority (64%) arrested in bradyventricular
rhythms in which lidocaine would have had -
no benefit. Most of the others survived their
arrest and were discharged from hospifal.
Only 2 deaths during the 2 year period might
possibly have been preventfed by ‘
prophylactic lidocaine. The cost benefit
potential for the use of prophylactic lidocaine
on paramedic ambulances is discussed.

Résumé

Une analyse rétrospective des arréls
cardiaques causés par une ischémie
coronarienne s'étant produits aprés 'arrivée
des techniciens médicaux d’'urgence a été
entreprise dans la région du Vancouver
métropolitain afin de déterminer le nombre
de personnes qui auraient pu bénéficier de
I‘administration de xylocaine prophylactique.
Parmi 61 cas rencontrés sur une période de
deux ans, la majorité (64%) présentait une
bradydysrythmie pour laquelle Ia xylocaine
n‘aurait eu aucun effet bénéfique. La plupart
des aufres malades survécurent & I'arét ef
furent congédiés de 'hdpital. Seules deux
morts au cours de la période de deux ans
auraient peut-étre pu éfre prévenues grace a
de la xylocaine prophylactique. On présente
I'étude colt bienfait de I'utilisation de Ia
xylocaine prophylactique par les techniciens
médicaux d’urgence.

Infroduction

Cardiac amrest is the most serious
compllcation of acute myocardicl
infarction (AMI) and prehospital cardiac
arrest accounts for 50 - 60% of all deaths
due to arteriosclerotic heart disease.
The advent of coronary care unifs
{CCU’s) has improved survival rates of
patients with heart disease in the
hospitat, while ambulance paramedic
progrcamsQ""1 have attempted to extend
the concept of CCU freatment info the
prehospltal phase of AMI. The usefulness
of paramedics in the resuscitation of
cardiac arest has been extensively
studled® but the preventative aspects
of theirwork have not.

The treatment of “warning armhythmias”
in AMI by lidocaine to prevent
vantricular fibrillation is a widely
accepted practice in general uss in
most CCU's in North America. Premature
ventricular confractions (PVYC's) that
meet any of the following criteria have,
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Vancouver, B.C.
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in the past been shown to be more likely
to progress to ventricular tachycardia or
fibrillation: 1) 6 or more PVC's per
minute, 2) PVC’s occuring in runs of 2 or
more, 3) PYC's beginning on the
preceding Twave, and 4) PVC's of
multifocal origin.®

There is a growing school of opinion that
the administration of lidocaine should
not be restricted to those patlents who
exhibit these “‘classical” criteria of
ventricular imitability, but that
“prophylactic” lidocaine should be
adrministered to all patients suspected
of AMI because the commonest
mechanism of death is sudden
ventricular fibrillation without any
warming arrythmias. %12

The proponents of this “prophylactic”
use of lidocdaine argue that the relative
safety of this drug is such that this form of
use is justified because the classical
criterla of ventrcular imtabillity do not
reliably predict who will arrest. Although
there is now considerable support for
the use of “prophylactic lidocaine” in
this way, the practice is by ho means
universal. 13

The Vancouver arec has had a

paramedic ambulance setvice in
operation since 1975.'4 The service is
owned and operated by the
Emergency Health Services Commission,
an agency of the Provincial Ministry of
Health. Paramedics in British Columbla
have received over 1800 hours of
training and are licensed to employ
medical techniques such as |V therapy.
endotracheal intubation, cardlac
renitoring, defibrillation, and the use of
selected cardiac drugs. Anythmias are
managed by intravenous drug therapy
including atropine for bradycardia
associated wlth hypotension, and
lidocaine for ventricular arrythmias. The
paramedics have been taught to
recognize the “classical criteria’ of
ventricular imitability noted above and
to treat these cases with lidocaine. The
rmanagement of patients with
suspected acute Ml not in actual
cardiac amest comprises about 60% of
the paramedic workload in Vancouver.

Physicians who support the new use of
prophylactic lidocaine without classical
indications are dominant in some
hospitals in the Vancouver areq, but not
in others. Those who use prophylactic
lidocaine in their own CCU’s naturally
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wish to extend its use Into the
prehospital setting as well; but, since
the ambulance is centrally operated, it
is desirable to maintain a uniform
standard of practice in all regions. The
issue of whether to change paramedic
protocols to include the use of
prophylactic lidocaine posed a real
dilemma; It was impossible to please all
the hospitals with any cne policy.
However, before instituting any policy
changes, regarding the use of
lidocaine, it was decided to examine
the available evidencs.

Method

Since the immediate objectlve of
prophylatic lidocaine in the ambulance
is the prevention of cardiac arrest
during the pre-hospital period. those
patients who actually had suffered an
arrest during this inferval would
constitute the class of potential
“treatment failures” who might have
benefifed from the regimen.
Accordingly, the paramedic records of
all patients who had suffered a cardiac
arest in the Vancouver area while a
paramedic teamwas In attendance,
during the two year period July 1979 -
June 1981, were collected and
exarmined retrospectively. Attention was
confined to those cases where no cause
for the arrest other than arteriosclerotic
heart disease was evident. Information
tabulafed included the following
parameters: initial vital signs (blood
pressure, resplratory rate, and heart
rate)}, initial cardlac hythm, frequency
of ventricular ectopic beats, whether or
not “‘classical” indications for lidocaine
therapy were present, whether or not
lidocaine was administered prior to the
amrrest, initial arrest rhythm, and ultimate
fate of the patient (died or discharged
alive). Resuscitation by the paramedics
once the arrest was established
followed the Advanced Cardiac Life
Support Guidelines (A.C.L.S.) of the
Armerican Heart Association, 19
Following the resuscitation, all patients
were taken to the nearest hospital with
emergency facllities and admitted to
an intensive care or coronary care unit.

Information relafing to survival in
hospital was obtained from the
respective medical records
departments of the hospitals involved.
No attermnpt was made to assess “quality
of life” nor to follow patients beyond the

| point of hospital discharge.

Both the presence of pulmonary
congestion and the presence of
hypoperfusion have long been known
to correlate with hospital mortality in the
CCU environment. 1617 Patients were
therefore classified into 2 groups
according to hemodynamic status
based on their initial vital signs:

1) “stable” patients were those that had
an Initial blood pressure of 100 mm.
systolic or greater and no signs of
resplratory difficulty. 2) “unstable”
patients were those with signs of
pulmonary edema (as evidenced by
elevated respiratory rate and subjective
shortness of breath) or with cardiogenic
shock (as evidenced by Initial systolic
blood pressure less than 100 mm. systolic
that could not be explained on the
basis of an arthythmia).

Initial cardiac thythms at the time of the
arrest were also classified as either 1)
“VFT* o Include ventricular fibrllation or
ventricular tachyeardia (arrhythmias in
which lidocaine Is indicated) or 2) “BvV”
to include bradyventicular arhythmias
such as Idioventricular rhythm,
electromechanical dissoclation, heart
block with bradycardla and asystole,
(amythmias In which lidocaine Is known
1o be of no benefit).

Lidocaine, when given, was
administered intravenously according
to a standard protocol of 1-2 mg/kg
bolus, followed by a contfinuous infusion
and a second bolus of 1 mg/kg after
about 5 minutes to cover the “lag
period”.'® Indications for lidocalne
therapy were considered to be those
“classical’” indlcations described
above. The term “prophylactic
lidocalne” has been raserved forthe
use of lidocaine in the absence of any
of these indicators.

Statistical probabilltles were calculated
using the continuity correction for

chi-square values. In tables with small
expected frequencies the p values for
Fisher's exact test are given instead.

Results

Atotal of 61 cases of cardiac arrest
during attendance were recorded
during this time period. representing
about 3% of the 2256 patients
transported by paramedics s
“suspected acute MI”. Of the &1 cases,
the majority (64%) presented initfially
with unstable hemodynamic status
(Takle 1). There was a clear tendency for
this group o arrest in a BV thythm rather
than VFT {p=0.00).

Although the majority of the unstable
cases (75%) were associated with
hypotension, (Table 11) the tendency to
arrest in a BV rhythm rather than VFT was
also prevalent In those with pulmonary
edema.

In the group of cases presenting initially
with stable vital signs, the predominant
rmechanism of arrest was VFT (Table lII});
the large majority (13 of 16) of these
cases however survived their cardlac
amest and were utlimately discharged
alive. ([p=0.0013). On the other hand,
only 5 of 39 cases (12%) In the unstable
group managed to survive their cardiac
arrest,

The majority of stable cases presenting
in VFT (10 of 16 or 67%) did so without
classical waming arrhythmias (Table V).
One patient presenting with waming
arrhythmias arrested before any
lldocaine could be administered. Two
patients presenting without waming
anythmias were the only ocnesin the
study that received prophylactic
lidocaine; both survived their episode of
ventricular firillation and were
ultimately discharged frorn hospltal.
Only two patients presenting without
classical indications for Xylocdine died
as a result of their arrest.

Discussion

The study is hampered somewhat by the
fortunate fact that cardiac amest while
attended by the paramedics is not a
frequent occurrence. In the majority of
cases, the cardiac anmest could have
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TABLE |
Mechanlsms of Cardiac Arrest In relation
~ to hemodynamic siatus
Hemodynomic Arrest in Arrest in
Status VET BV Total
Stable 16 6 22
Unstabie 6 33 39
TOTALS 22 39 61
p=0.00
TABLE Il
Mechanisms of amest in hemodynamically
unstable patlents
Type of Anestin Amestin
Instability VFT BV Total
Pulmenary
Edema Alone 0 9 9
Cardiogenic ‘
Shock 24 30
TOTALS 33 39
Fishersp = 0.30
TABLE Il
Relationship of Initial Arrest Rhythm to Survival
Hemodynamic Arrest
Status Rhythm Died Survived Total
a) Stable VFT 3 13 T 16
BV 6 0 6
Fishers p = 0.0013
b) Unstable VFT 5 1 o)
BV 29 4 33
TOTALS 43 18 &1
TABLE V
For Stable Patients Arresting in VFT:
_ Classical Indicatlons for Lidocalne by Survival
Classical Indications
for Lidocaine Dled Survived Totals
Present - 1 5 6
Absent . 2 8 10
13 ’ 16

TOTALS 3

been temed “secondary” to the
underlying hermodynamic problem; in
these cases, It is unlikely that the arrest
could have been prevented by
lidocalne or any other drug unless the
underlying hemodynamilc problerm was
comrected first. The use of prophylactic
lidocaine In the prasence of
hemodynamic instability Is supported by

some authors,2 but not by others.?
Some suggest using It in reduced
dosage due to impaired liver
excretion.! However the tendency in
this study for these patients to arrestin
bradyventricular rhythms in which
lidocalne is of no valus would seem to
remove whaiever support existed for Its
use in this group.

In those patients presenting with stable
vital signs. there is a better case foruse
of prophylactic lidocaine. Ventricular
fibrliation without any prior waming
arthythmla does seem fo be a not
Infrequent occurrence In this group.
Although the numbers involved in this
study are admittedly small, it is clear
that prophylactic lidocaine does not
unlversaliy protect against ventricular
fibrillation, even In the
hemodynamically stable patient (as
evidenced by our 2 cases). In any event,
the large majority (81%) of patients in
this category survived their arest and
were discharged alive. which after all
should be accepted as the ultimate
objective of the exercise.

in this study, the universal use of
prophylactic lidocaine might have
prevented the deaths (in theory at leasf)
of only 2 people, overthe course of 2
years. Against this potential benefit, one
should weigh the cost, both flnancial
and In side-effects, of administering
lidocaine to all 2,256 patients
transported as suspected acute M
during the pertod examined in this
study. One should also include as
potential side effacts that group of
patients (not examined in this study)
who |nitially present with stable vital
signs, but later develop hemodynamic
complications and bradyventricular
arrhythmias in which lidocalne might be
contraindicated.

One should be cautious in projecting
any validity from this study into the
in-hospital setting: after dll, the
prevailent mechanisms of death in the
two are not necessarily the same. It is
commonly assumed that (primary)
ventricular fibriliation accounts for the
majority of all prehospital deaths.! This
assertion Is not supported by the
evidence in this study; however. we
have been lImiting ourselves here to
those patlents who arest after amival of
the paramedic unit. The majority
(approx. 90%) of prehospital deaths
occur before the ambulance anives.

The possibiiity that different pattems of
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death may prevall for pre-arrival,
in-tfransport, and in-hospltal time periods
is an infriguing idea and one that would
be an interesting topic for further
investigation. However, on the basis of
this study at least, the case supporting
the use of prophylactic lidocaine durling
the prehospital phase of AMIis a
tenuous one Indsed.
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Tropical Diseases in the Emergency
Deparlmeni David Rose, vo., Mark Wise, M., bTMeH (Lond)
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Abstract

The ease, frequency and speed with which
pecple travel back and forth across the globe
for business and pleasure these days means
that emergency room physicians are very likely
to see intemational travellers and immigrants
who have fallen victims fo lliness acquired
during travel. In particular, febrile and diarmheal
finesses are the most common dfflictions of the
traveller. While an enteric illness may cause an
elevated temperature, and a fever may initiate
diarhea (especially in children), these fwo
clinical presentations will be discussed

Résumé

De nos jours, la facilité, la frequence etla
rapidité avec lesquelles les gens parcourent le
monde par affaires ou par plaisir signifient que
les médecins d’urgence sont susceptibles de
rencontrer des voyageurs intemationaux et
des immigrants victimes de maladies
contractées en voyage. Les maladies fébriles
et diarrhéiques en particulier, sont celles qui
affiigent le plus souvent le voyageur. Bien
qu’une affection intestinales puisse causer
une hyperthermie et que la fiévre puisse
entrainer une diamhée (surtout chez I'enfant),

when confronted with the patientsin
the emergency room, regardiess of the
presenting complaint, the simpie
question, “Where have you been?”
should always be asked. While some
Infectious agents are specific for certain
areas of the world. one can assume that
the common causes of diarhea and
fever in travellers are endemic
throughout most of the Third World.
Travellers themselves may know whether
epidenics were in progress or malarla
was endemic along their route.

“What did you do while you were
there?” should also be asked. Those
tourists staying in urban areas and on
the tourist routes are at less tisk, but
pecple staying in one, two or no-star
hotels or in private homes, especially in
rural areas, are af significant risk for the
acquisition of disease.

Finally, an Important question s, “What
precautions did you fake?”. Did the
patient drink the locai water or

*From the Departments of Medicine and
mMeadlical Microkiology. University of Toronto

Reprint requests to:

Dr. J.5. Keysione,

Tropical Disecse Unit,
Toronto General Hospital,
Toronto, Onfario,
Canrada MSG 1L7.

separately. ces deux symptémes cliniques seront
présentés séparément.
Introduction unpasteurized milk; eat raw, fresh tropical and subtropical areas (with the

vegetables or uncooked meat; have
contact with ill persons; swimin bilharzia
{schistosomiasis) infested fresh water
iakes or streams, obtain pre-trave!
immunization and receive
chemoprophylaxls for malaria?

Fever

In descending order of frequency, the
cormmonest causes of Imported fever
are malaria, typhold faver, arbbovirus
infections, the prodrome to hepatitis
and fevers associated with
predeminantly diarrtheal linesses, such
as shigellosis, salmonellosis,
campylobacterosis and toxigenic E: coli
enteritis. Finaily. the “exofic™ viral
illnesses {Lassa, Ebola and Marburg).
although extremely rare in travellers, are
mentioned only because their marked
contagiousness and high case-fatality
rate means that they must be
considerad In the differential diagnosis.

Malatia

Any traveller who has spent fime in the
troplcs. however brief, may develop
malara within one to two years
following his/ her retumn, Feverina
recently retuming traveller should
always be considered to be “malaria
untll proven otherwise™. Almost all

exception of some Caribbean islands).
are sndemic for malaria. Specific
regional information is available from
most departments of public health. In
the hisfory, the use of antimalarial
chemoprophylactic drugs should be
determined. In many endemic areas, a
single agent such as chleroquine,
pyrimethamine or proguanil Is sufficient.
However, potentially fatal Plasmodium
falclparummalaria now is resistant to
these drugs in many parts of the world
(at present, Southeast Asia. Indonesia.,
East Africa, and South America) and
requires a different prophylactic agent.
The curmrently recommended drug is
Fansidar, a combination of
pyrimethamine and sulfadoxine.
Unfortunately, Fansidar alone does not
provide complete protection against P.
vivax and for this reason, it is offen given
with chloroguine.

If prophylactic medications are taken
throughout the pericd of exposure and
for 6-8 weeks following departure from
endernic areas, suppressive cure of
sensitive strains of falciparum and
malariae malaria can usually be
assured. However, malaria”
chemoprophylaxis does not always
work, Even strict adherence to the
appropriate dosage schedule will not
prevent sensitive P. vivaxor P. ovale
Infections from relapsing after therapy is
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stopped, but prophylcaxis will suppress
the symptoms or modify the clinical
course sufficiently to mask some of the
characteristic features.

The minimumincubation period for
malaria is 8-10 days. The onset of lliness is
vary nonspecific: myalgia, headaches,
backache, malaise and fever. Aftera
few days, the malaria parasites’
erythrocytic cycle In the blood stream
synchronizes and the typical fever
pattem of recurrent fever and chills
every 48 to 72 hours emerges.
FPlasmodium falciparum malaria often
has no fever periodicity and therefore
the diagnosis should not be ruled out
merely because the fever pattem is not
periodic.

Whenever the diagnosis of malaria is
considered, Giemsa or Field's stained
thick films or Wright's or Giemsa stained
thin klood films should be examined.
Thick films concentrate the parasites
and did in the diagnosis of malaria, but
are difficult o read accurately; thin
blood films are used to determine the

species of malaria and the density of
parasitemia. If expertise in the
interpretation of these films is not
available, the slides should be referred
to the nearest centre with such
experience.

Laboratory abnormalities common in
malaria include anemiq, leucopenia
and thrombocytopenia. Marked
anemia, hemoglobinura and Jaundice
are ominous signs in falciparum malaria,
indicating “"Blackwater fever”’, an acute
hemolytic syndrome. or imminent
cerabral maiaria, which presents with
selzures orimpaired level of
consciousness.

Treatment of malaria depends on the
“nationality” of the Infection. i.e. its
country of origln, the species of malaria
and the severity of illness. Ail sensitive
malarias can be treated with oral
chloroquine phosphate, orwith
intravenous chloroquine or quinine If
oral medications cannot be given.
Falcipanirm malaria from areas of known
drug resistance should be treated with
two drugs: quinine plus a second

TABLE| medication which can be tetracycline,
Microorganism Incidence in 1 n?e’rhopri msulfomefhgxozole or
Travellers’ pyrimethamine-sulfadoxine (Fansidar).
Diarthea Since P. vivaxmalaria has dormant

Toxigenic £, colf 65% forms in the liver, in addition to
Shigella, Salmonella, 25% chlcrogulne, patients must be treated
Campylobacter, Yersinia, with primaguine phosphate to bring
V. parahernolyficus
Reovirus (rofavirus) 7%
Giardia lamblia or E. histolvioa 3%
TABLE It
Characteristics of Small and Large Bowel Diarthea

Small Bowel Large Bowe|
Pathogens Texigenic £, colf E. coli(invasive)

V. cholera Shigellc

rotavirus E. histolvtica

Giardic lamblia V. parahermolyticus

Salmonella -
L‘ Campylobacter —T
Yarsinic
Location of pain mid abdomen lower abdomen, rectum
Volume of stool offen large, watery ustually small, may be mucoid
' ) ar blocay

Stool microscopy WBC, RBC's rare WBC., RBC’s common
Prootoscopy norrnal mucosal ukcers, hemaorrhage

fricibility

about a so-called “radical cure™.
Because P. falciparummalariais a
potentially life-threatening illness, all
patients with this infection should be
admitted to hospital and monitored
clossly. Thls is not necessary for Infection
with cther malaria species.

Typhoid Fever

This systemic infectious disease has a
wordrwide distribution, is fransmitted by
contaminated food and water and has
an Incubation pericd which averages
12 days but may range from 3 to 60
days. The typical eary symptoms
include continuous fever, headache,
cough. ancrexia, constipation,
abdominal pain, splenomegaly, relative
bradycardia and a rose coloured rash
on the trunk. However, these classical
symptorms may not be present since
typhold can present with a varlety of
clinical syndromes including hepatitis,
pneumonia and neuro{osychiatric
ilinass. Dlagnosis s made in the eanly
stages of the illness by growing the
organism from blood or bone marrow
and later from stool and urine.
Leucopsenia with lymphocytosis is
commoen. The freatment of choice at
prasant Is elther timethoprim-
sulfamethoxazole or chloramphenicol.

-Viral Hepatitis

Hepatitis A is by far the most common
viral hepatitis in fravellers. Prior to the
development of jaundice, patients may
complain of anorexia, nauseq,
vomiting. malaise arthralgias, myalgias,
headache, sore throat and cough. Liver
pain and fendermess may not be
prominent at this stage. A low grade

| feveris more often seen in the prodrome

of hepatifis A than hepatitis B though
the Infrequent “serum sickness’-like
prodrome to hepatitis B may include
even high fevers.
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Arbovirus Diseases

The arboviruses are alarge
heterogenous collection of organisms,
which have as a common feature their
transrmisslon by various blood-sucking
arthropods (usually mosquitoes or
sandflies). The clinical ilinesses which are
caused by them, however, can be
grouped into those which cause central
nervous system disease, usually with
encephalitis; benign fevers of short
duration; hemorrhagic fevers; and
polyarthritis and rash. The most
important fropical diseases among
these are dengue fever, usually a
benign liness consisting of fever,
headache and limb pain, and yellow
tever, whose classic tlad is jaundice,
hemorhage and alburminuria.
Aithough these viruses cannot be
transmitted from person to person by
body excretions or secretlons,
parenteral fransmission is possible. As
with hepatitls patients, “blood
precautions” should be used.

Exotic Viruses

This group of vinuses includes Lassa
Fever, Ebola and Marburg viruses. They
are acute febiie ilinesses, frequently
lethal and except for sypportive
therapy and prayer, lacking for specific
trecitrment, Their incubation pericd may
be aslong as three weeks, or as short as
afew days and each is a disease of rural
Afrfca. Therefore, they should be
considered in the differential dlagnosis
of anyfebrile patient with travel in rural
Africa within the previous three weaks.
Lassa fever, confined fo West Africa.
begins gradudlly with fever, chills,
malaise, headache and myalgia, and
offen goes on to Include pharyngitis
with pseudomermbrane formafion.
Abdominal pain. vomiting, facial
swelling and hypctension may occur.
The iliness is fatal in 15-25% of cases.
Ebola virus disease, described only in
northem Zaire and southem Sudan, is
characterized by an abrupt onset of

headache, malaise, fever, diarhea and.

abdominal pain. Pleurltic pain. cough
and pharyngitis are frequentand a
maculopapular rash may appear.
Hermomhagic events are common and
may result in shock and death. The
mortality rates have been as high as
80% in some areds.

Marburg virus disease is named forthe
Germnan town in which it was first seen
amongst laboratory workers exposed to
imported African green monkeys. After
a shortincubation period, an abmupt
onset of headache, malaise, backache
and fever occurs, Conjunctivitls is
frequent, and watery diarhea. lethargy.
rmental dullness and an exanthem are
cormmon. A maculo-papular rash
appears on the fifih to seventh day and
spreads cenfrifugally o the extremities,
then desguarmates. Hemorhagic events
occur about the same time. Mortality
rates approach 25% of infected
individuals.

it one of these illnesses s suspected. the
local medical officer should be
contacted immediately in order to
arange transportation of the patient to
a high-security isolation unit. No blood
or other body fluids should be obtained
and any biological samples taken
should be retrieved and treated as
biohazard. Stict isolation procedures
including gown, gloves, mask and boots
should be implemented.

Tuberculosis

Despite the relatively high prevalence
of active tuberculosis amongst Third
World populations, active TB as a cause
of lliness in re‘rurnlng"rroveuers, orevenin
new Immigrants, is very rare. Studies
have docurmented thaf domant
tuberculosis in immigrants screenedin
their homelands for active dissase prior
fo immigration, does not usually
develop for at least one yedr after
arrival.

.investigations are caried out and early

North Ametrican Fevers

Finally, it should also be remembered
that retumed travellers may also
develop “native” fevers. Respirctory
and utinary tract infectlons afflict
individuals both In the tropics and at
home, so these more mundane
stiologies should not be overlocked.

Diarthea

It Is estimated that up to 50% of
fravellers to the troplcs will develop
diarhea. Most will experience a
self-limited illness which Is but a
nuisance. A few, however, will develop
more serious or even life-threatening
diarhea and present themsealves to the
Emergsncy Department. The
emergency physician must be aware of
the common causes of fraveller's
diarrthea to ensure that the necessary

appropriate therapy initiated.

Etiology

Many micro-organisms are capable of
causing diarthea in travellers. Table | lists
the important eticlogic agents and their
relative incidence In traveller's diarrhea.
By far, the commonest cause of
traveller's diarhea Is toxigenic E. coli.
The slaborated toxin, aimost identical
to cholera toxin, activates adenyl
cyclase and cyclic-AMP resulting Ina
net secretion of fluld and slectrolytes
from the small intestine. Typically. the
travelier who acquits toxigenic E. collls
well for the first 2-3 days with the onset of
iliness occuming In the first two weeks
after amival. The disease begins abruptly
with abdeminal cramps followed by
watery diarhea consisting of 3-8 but
rarely more than 15 bowsl movements
perday. The liness is selfimited,
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averaging 1-5 days in most cases,
although in some instances diarrhea
may persist forweeks.
Falcipaum malaria may present with
profuse diarrhea and vomiting. This
diagnosis must always be consldered
and ruled outin any febrile patient
arrlving from the troplcs.
Non-infectious causes of diarrhea to be
considered Include lactose Intolerance,
postinfectious Iritable bowel syndrome,
antibioticinduced colitis and tropical
sprue.
Clinical Approach
The mest convenient way of
approaching the problem of diarrhea in
travellers s to classify the causes by their
site of action, namely large bowel or
small bowel (Table Ii). .
Diarheg originating in the small bowel is
usually watery and may be voluminous.
sometimes causing significant
dehydration. Blood and mucous are
typically absent from the stools as the
organisms fend to be “non-invasive™.
Pain may be experienced in the
peri-umbllical region. On proctoscopy,
“the rectum appears normal. If stool is
stalned with methylene blue and
examined by microscopy. red and white
blood celis are usually absent. On the
other hand, large bowel diamhea ls
_usually caused by organisms which
have the ability to.invade the bowel
mucosa. The stool may contain bleod or
mucous and microscopy may show
RBC's, WBC’s or both. The discomfort is
often lower down in the abdomen and
tenesmus due to rectal involvernent
may oceur. Proctoscopy may reveal
ulceration, hemorrhage and friability.

History

Several points in the history might lead
one to the comect diagnosls. First, one
must ascertain whether the patient has
been in the tropics, as this piece of
Inforrmation will not always be offered.
The nature of fravel is important. The
wellseasoned businessman staying In

first-class hotels and sipplng only Perler
wateris likely to acquire
enterotoxigenic E. cofi, while the
acdventurous backpacker, trekkling
through the booniss and eating and
drinking whatever is avallable, will be
exposed to many more potential
pathogens.

One should inquire If the patient has
been on antiblotics either
prophylactically or therapeutically and
whether antimalarials have been taken.

The onset of diamhea and its relationship
o the traveller's amrival in or departure
from the tropics is often a helpful clue to
ruling in or out parasitic infectlons. Both
armebiasis and giardlasls, the common
parasite pathogens have relatively long
incubation peticds ranging from one to
three weeks. Thus, the travellerwho
develops symptoms within the first week
after arrival in the tropics is more likely to
have a bacterial or viral rather than a
parasitic cause for his diarhea. whereas
parasites may be responsible if diarhea
begins 1-2 weeks after retum from the
troplcs. As opposed to bacteral and
virdl infections which usually have an
abrupt onset, parasitic Infections tend
to begin insidiously. When fever and
chills accompany diarrheq, ‘invasive’
pathogens rather than parasites or
toxin-producers are usually the
causative agenfs. Diarhea made worse
by ingestion of milk products suggests
lactoss Intolerance which frequently
accompanies glardiasis, but may be
seen in asseciation with any insult to the
upper small bowel.

| Next, the stool should be exarnined for

Physical Examination

The most imporant part of the physical
exam is to assess the patlent's state of
dehydration. The location of abdominal
tendemess may help to differentiate:
large from small bowel involverent.
Toxic megacolon may be suggested by
abdorminal distention and absent
bowel sounds. Splenomegaly is a
feature of both malaria and typhoid
fever. Observation of the gloved finger
after the rectal examination may
disclose the presence of frank blood or
pus.

Laboratory Investigations

The first step in diagnosls is the
examination of stool for WBC's and
RBC’s, using a methylene blue stain.
Numerous WBC’s and RBC's suggest an
invasive pathogen such as Shigella,
Salmonella or Campylobacter. A stool
culture for bacterial pathogens should
be sent. If “shaets’” of WBC's are seen, a
presumptive diagnosls of shigellosis may
be made.

ova and parasites. In an emergency
room setting. a fresh saline and iodine
stained preparation is sufficient.
Permanent stained preparations and
concentrates should be examined at
leisure by a well-trained parasitology
technologist. The finding of
hermatophagous trophozoites (i.e.
trophozoites containing Ingested red
cells), of E. histolytica, is diagnostic of
invasive amebiasis.

Phase contrast microscopy of fresh stool
may be helpful in identifying the typical
rmorchology of non-cholera vibrios and
hence a presumptive diagnosis of
Campylobacter entertis can be
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entertained before the culture resu lts
are available.

Sigmoidoscopy May be useful if the
initial examination of the stool suggests
an invasive pathogen. if amebic colifisls
suspected, arectal scraping fromthe
surface of an ulcer or friable mucosa
should be mixed with a drop of sallne on
a glass slide and examined immediately
under the microscope for
hematophagous trophozoltas. Blood for
amebic serology should also be drawn.

Thick and thin smears for maiaria should
be done in febrile patients. The pH of
the stool may be tested and if acidic,
this may suggest lactose intolerance.

if required, further investigafions such as
multiple stool exarns for parasites,
radiological examinations. and tests for
malabsorption, should be done either
as out-patient procedurss or aofter
admission to hospital,

Treatment

Further management of the patlent i
determined by the clinical plcture and
the Initlal laboratory findings. Most
patients with diarthea will recover
rapldly with a clear fluid diet. Milk
products should be avoided. If the
patient is significantly dehydrated,
intravenous fluids may be required. If
the patient is not serously ill, one can
wait for the results of stool culture or
other parasitological exams before
beginning spacific treatment. In the
case of an ill patient who has numerous
WBC's on stool examination, freatment
for shigellosls should be Initiated.
preferably with ampicillin or
trimethoprim/sulphamethoxazole. For
the specific treatment of the other
causes of diamhea, the reader is referred
o the appropriate refersnces listedin
the bibliography.

The use of antiperistaltic agents
loperagnide, (imodiurm) and
diphencxylate (Lometll) should be
discouraged. They may. In fact,
enhance symptoms and prolong

excretion of the offending crganisms.
Toxic megacolon has been reported as
a complication of antl-peristaltic drug
usage in the freatment of amebic and
bacillary dysentery.

Conclusion

Diarrhea and fever in the retuming
traveller are unusal problems in the
emergency room but need not be
pefplexing ones. Armed with the
knowledge of the common eticlogies to
be considered, the emergency room
physlcian can proceed with alogical
approach to investigation which will
lead to an accurate diagnosis and
early, appropriate treatment.
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Emergency Medical Training Programmes

RCPS

Kingston, Ontario

Hospitals Kingston General Hospital,
Hotel Dieu Hospital

University Queen’s

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

Length of Programme 4 yr post-M.D. or 3
yr post intemship

Size maximum of four.[4) residents per
year.

Accreditailon RCPS (pending)

Torento, Ontaric

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

University of Toronto

Length of Programme four (4) yr after
graduation, three (3) yr after rotating
internship.

Slze 3 residents per year.
Accreditation RCPS(C) (pending)
Programme Director Dr. Bruce Rowat,
Director of Emergency Depariment,
Toronto General Hospital, 101 College
St., Toronto, Ont. MG 117

Deadline for applications; Oct. 1 of
each preceding year.

London, Oniaiio

Length of Programme 3 years
Prerequisites at least 1 year mixed or
rotating infernship

Nurnber of Residents Accepted per
year. 4 residents

Deadline for applications October 30,
1983

Accreditations: RCPS(C) (pending)

Calgary, Alberia

Unlversity of Calgary

Hospltal Affiliatlon Foothills Hospital.
Alberta Children’s Hospital

Programme Director R. Abemethy. Div.
Emergency Mediclne, Focthilis Hospital,
1403-29th Street N.W., Calgary, Alberta
T2N 219

Number of residents acceptied peryear:
one

Length of Program: 3 yr post infemship
Deadline for appiication: Oct. 30
Accreditation: RCPS(C) (pending)

| Length of Programme 3yearpost M.D.
i integrated programme with both Family

Hospitals: St. Josephs Hospital, University
Hospital, Victoria Hospital

University: University of Westem Ontario
Length of Program: Three years — post
intemship

Size: One resident peryear
Accreditation: R.C.P.S. (pending)
Progtam Director: Dr. R. G. Anthony,
Department of Emergency Medicine.
Victoria Hospital, 375 South Street,
London, Ontario N6A 4G5

Phone: (519) 432-2352

Deadline for Application: Sepiember
15th

Montreal, Quebec

University McGill University

Hospltal Royal Victoria Hospltal
Emergency Department

Program Director Dr. Wayne Smith, 687
Pine Avenue Wast, Montreal, Quebec
H3A 1A1

CFPC

Toronto, Ontarle

Hospitals Toronto Westemn, Sunnybrook
Medical Centre, Hospital for Slck
Chitdren

University of Toronto, Depariment of
Emergency Medicine & Family/
Community Medicine

Program Dlreclor Dr. Calvin Gutkin,
Toronto Western Hospital, ¢/o 751
Dundas Street West, Torento, Ont.

MéJ 1T

Length of Program A three (3) year post
M.D. program, the 1sttwo (2) years of
which meet the requirements of the
Department of Family & Community
Medicine ond a 3rd year structured in
Emergency Medicine

Number of positions — three — third year
positions available

Accreditation The Special Certificate of
Competence in Emergency Medicine
will be awarded to those residents
successfully completing the Emergency
Cernlfication Examination of the College
of Family Physicians of Canada.

Deadline for application Oct. 15 1983 for
1984-85 yeat)

Hamilton, Ontaric

University McMaster Unlversity -

Hospital Chedoke/McMaster Hospltals,
St. Joseph's Hospital, Harnilton Civic
Hospitals, affiliated to the Department
of Family Medicine.

Programme Director Dr, David Maxwell,
McMaster Hospital Emergency
Department, 1200 Main Strest West,
Homilton, Ontarlo L8N 3725

Medicine and Emergency Medicine, or
free-standing 3rd. year post CCFP.
Candicates may enter at 1st., 2nd., or
3rd. postgraduate year levels.

Accreditation: CFPC (pending)

Deadline for applications; Nov. 30, 1983
for 1984 physicions.

Oftawa, Ontario

University Ottawa

Hospitals Ottawa Civic Hospital, Cttawa’
General Hospital. Children’s Hospital of
Eastemn Ontario

Programme Director Dr. A. F. Henry,
Chief, Emergency Dept., Ottawa Civic
Hospital, 1063 Carling Avenuse, Cttawa,
Ontaro K1Y 4E9

Length of Programme 3 years post M.D..
first two years as o frainee in the Family
Medicine Program, leading to CCFP
and third year in Emergency Medicine.
The third year s also open fo practising
physicians.

Size 4 residents peryear

Accreditation provided by CFPC.
Trainees eligible to write Certificate of
Ermnergency Medicine exam of CFPC.,

Deadline for Applications: September
30.

Calgary, Alberta

University of Calgary

Hospital Affiliation Foothills Hospital.
Alberta Children’s Hospital

Programme Director R. Abemethy, Div.
Ermergency Medicine, Focthills, Hospital,
1403-29th N.W. Calgary, Alcerta T2N 2T9

Length of Program:; one year post CCFP
Number of residents per year: two
Deadline for applications: Oct. 30

92

CAEP Review July 1983



Meetings to note

'Noticeboard

Clinical Toxicology National Symposium:

September 12 and 13, 1983. Winnipeg, Manitcba. This
Intensive symposium Is designed to provide physicians. nurses
and clinical pharmacists with a basic understanding of the
assessment and management of the acutely poisoned
pafient. Topics include: assessment and management of
common poiscnings; pharmacokinetics; frequent overdoses;
polsoning and the eldetly: and polson pravention. Guest
speakers: Lewis Goldfrank, M.D., Robert Peterson, M.D., Ph.D..
and Michael McGuigan, M.D. '

For information, contact

Atlanta Slcane-Seale, Continuing Education Division,
University of Manitoba, Winnipeg,

Canada R3T 2N2, (204) 474 9921,

MAUI 1983
The Institute for Emergency Medical Education
in coopseration with The Washington Chapter of the Amerncan
College of Emergency Physicians presents
MAUI 1983 **CURRENT CONCEPTS IN EMERGENCY CARE"”
The Fourth Annual Meeting Maui Surf Resort, Maul, Hawail
December 4th to 9th, 1983
For information contact: Group Travel Dept. Kailani World
Travel, 4192 Meridan Avenue, Bellingham, Washington
982279951,
Phone: USA 800-426-2561 — Washington State

800-562-2597 or

206-671-1800
This program has been reviewed and is accredited for 25
hours of Category | Credit AMA and ACEP, and has been
reviewed and accradited for 25 hours of Prescribed Credit for
the AAFP.
Appropriate nursing credits will be appilied for.

Clinical Toxicology:

A National Symposlum: Winnipeg. September 12, 13, 1983.
Deslgned for physicians, nurses and clinical phamacists.
Topics include: assessment and management of common
poisonings; pharmacokinetics; frequent overdoses;
poisoning and the elderly; and poison prevention.

Guest speakers: Lewls Goldfrank MD; Robert Peterson MD,
PhD: and Michael McGuigan MD.

For more Information contact: Atlanta Sloane-Seale,
Continuing Education Division, University of Manitoba,
Winnipeg. Manitoba, R3T 2N2, 204 474 9921,

Director of Emergency Services

The Oshawa General Hospital invites applications for the
position of Director of Emergency Services

Applicants must be licensed (or eligible) to practice in the
Province of Ontario. A Specialty Centificate in Emergency
Medicine is prefered but candidates without this
qualification, who have appropriate experence and other
training, will be welcomed.

This 600 Bed Regicnal General Hospital with an Emergency
Department workload of 55,000 vislts per annum, and-
providing most clinical services, Is located 48 kms. east of
Toronto and serves a population of approximately 150,000,
A Pre-Hospital Cardiac Care Program is in operation.

The successful candidate will recelve a base administrative
salary in addition to feeforservice payments for patient
services.

Please apply with a resume of your qualifications and
experence to:

Mr. D. A. Home, President,

Oshawa General Hospltal,

24 Alma Street,

OSHAWA, Ontaro. L1G 2B9
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CAN
YOU HELP?

The CAEP Residents Commitiee is currently
developing a pool of electives in such areas as
trauma, toxicology, pre-hospital care, pediatric
Emergency Medicine, disaster planning,
Emergency Department administration, and
research, fo which all Resident Members wouid
have access.

Itis hoped that this will facilitate both

opportunities to do training in those areas that one’s
own training program is weak, and the organization

of high quality electives in these and other areas.

If you feel that you could sponsor such an
elective, or alternatively that you have enjoyed
particularly good training in some area of
Ernergency Medicine during your training, please
complete the form below.

The Canadian Association of Emergency
Physicians Residency Training Electives

CAEP Position Paper
on Pre-hospital Care

Elective title:

Sponsor: Name:

Address:

Director of elective:

Duration:

Elective description:

What characteristics particularly recommend this
elective?

Is accommodation available?

Additional comments:

. (v) Emergency physicians should play a rajor role in the: teaching of

Return to:

Residency Training Electives,

The Canadian Association of Emergency Physicians,
c/0 Department of Emergency Medicine,

Victoria Hospital Corporation,

391 South Street, London, Ontaro,

NGA 4G5.

Preambile:

Pre-hospltal care refers to medical care provided by health workers
outside of the setting of the hospital prior to that patient’s arrival in the
hospital. As such, pre-hospltal core is buf one component of the total
emergency medical services (EMS) system. The planning, design and
operation of the fotal EMS system falls within the domain of the
discipline of emergency medicine. Advances in one area of EMS must
be baianced and co-ordinated with advances in other areas.

Introduction:

Recent recognition of emergency medicine asa specialty in both
Canada and the United States has been paralieled by an Increasing
awareness of the importance of prehospital care. With that awareness,
however, has come the realization that the tremendous clinical and
technological advances in hospital based medicine have not been
accompanied by significant advancesin the delivery of health care
prior to the amval of patientsat a medical facility. It still holds that in
most Canadian communities the most sophisticated medical care in
the world is made available only after the patient anives ot the hospital
of his or her own accord.

The recent recognition of the specialty of emergency medicine has
been based primarily upon developments and improvements in the
pattems jn quality of care in hospital emergency departments.
However, emergency physicians are increasingly becoming involved in”
the whiole range of EM3 activities including disaster planning. citizen
education, pre-hospital care, efc. These areas are essential
compenents of the discipline of emergency medicine and
communities are increasingly looking to emergency physiclans as
experts in the field.

Emergency physicians have to date been active inimproving the
interface between pre-hospital and hospital based emergency care. In
many areas they have had significant influence with govemment and
other authorities to improve facilities and service available. They have
been involved In planning. educational programs and in teaching
pre-hospital care workers. There Is evidence. both in Canada and in the
United States, that this effort has resulted in significant improvements in
patient morbidity and mortality. There is no longer any controversy
about the Importance of pre-hospltal care or about the benefits of the
involvement of the emergency physicians,

Resolulion:

Whereas one of CAEP's organizational objectives is the improverment of
emergency care in Canada and whereas CAEP represents the Inferest
of all emergency physicians in Canada and whereas there is an urgent
need fo plan and improve the level of pre-hospital care available
acress the country.

Therefore, be it resolved that:

{i) CAEP recognizes that pre-hospital care is but one component of the
overall Emergency Medical Services system and that EMS as awhole
talls within the domain of the discipline of emergency medicine.

(Ii} Pre-hospital care should be delivered by specialized health workers
specially frained and dedlcated to this mode of health care delivery.
(ill) CAEP recognizes the need for these natlonal standards for the
training and accreditation of these specialized workets.

(iv) Emergency physicians should play a major role in the planning and
accredltation of educational programs for these health care workers.

medical skills to pre-hospital care workers,

(vl) CAEP should undertake with other agencles a public awareness of.
the Importance of pre-hospital care and promote improvementsin the
field.

Approved, Oct. 1981
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