
recommended to prevent complications asso-
ciated with treatment of venous thrombo-
embolism. This letter illustrates the need for
clinicians who treat IDU to be aware of
unexplained haemorrhagic complaints, which
may be due to the use of street acquired
warfarin.
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Prevalence of psychological
distress assessed in emergency
departments
Mental health in general, and undiagnosed
psychiatric illness in particular, has been
recognised as important concerns in emer-
gency departments (EDs). They have been a
focal point for acute healthcare services in
Australia.1 2 This research examined the pre-
valence of non-specific psychological distress
among people admitted through ED, who
had chronic and complex conditions, and
were aged 50 years and over.3 Patients over 50
years were selected because of the increased
likelihood of the onset of chronic conditions.
A chronic patient was defined as an ED
admission with two or more presenting
comorbidities for at least 6 months prior to
admission. This group was matched with
people from the New South Wales (NSW)
Health Survey who reported any of the
following conditions: high blood pressure,
diabetes, cancer, or heart problems.
Psychological distress measured by Kessler
10 (K10)3 was used because this instrument
has been validated in large population based
surveys and allows valid comparisons with
the 1997 NSW Health Survey data.4

The interviews took place in ED or shortly
after in the general ward; therefore, it was
not possible for the researchers to know
whether a psychiatric consultation was con-
ducted after admission to hospital or not.

Altogether, 524 ED patients were inter-
viewed on admission in a principal referral
hospital in Sydney, Australia. These were a
representative sample of all ED attendees to
this hospital. A total of 12.4% (95% CI: 9–15%)
had a severe (very high) level, 21.4% (95% CI:
17–25%) had a high level, 31.3% (95% CI 27–
35%) had a moderate level, and 34.9% (95%
CI: 30%–39%) had a low level of psychological
distress or no distress. Eight percent (95%CI:
5%–10%) of patients who completed the K10
had at least one mental health related condi-
tion (ICD-9 codes: 290–319). More females
than males reported non-specific psychologi-
cal distress but age differences were not large
for the severe (very high) group.

Table 1 shows the demographic character-
istics of admitted patients who completed K10
versus the total population of patients during
the study period and data from age-matched
people in the NSW State Health survey. The
differences in age, gender, or marital status
were not statistically significant.

In the comparison with the state wide
survey,4 the rates of psychological distress
from our study were higher than the popula-
tion wide health survey estimates.

We acknowledge that the sample was
drawn from a single geographical region and
any generalisation to the broader NSW com-
munity cannot be made. Further, the findings
of the study are based on self reported
information provided by patients and some
potential for reporting bias may have occurred
because of respondents’ interpretation of the
questions or desire to report their emotions in
a certain way or simply because of inaccura-
cies of responses because of recall bias.

In conclusion, these findings suggest that
high levels of psychosocial distress in ED
attendees pose additional challenges for
‘‘whole patient’’ health services delivery,
given that ED services are frequently used
as the gateway to the health system.

This suggests that when patients are
admitted to hospitals through ED for clinical
reasons not linked to obvious psychiatric
problems, psychological distress in ED may
be under reported (by patients) and not
treated (in ED). The major finding is that
psychological distress in ED is more common
than population based estimates; therefore, it
may require population health strategies to
address mental health problems in ED,
especially when it is associated with chronic
illness.
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Consent in emergency research
The legal basis for consent for research in the
incapacitated patient changed on 1st May 2004,
when the Medicine for Human Use (Clinical

doi: 10.1136/emj.2005.030346

Table 1 K10 scores and demographic characteristics of admitted patients
through ED

Kessler 10
Categories Study sample 1997 NSW Health Survey*

% (n = 524) % With co-
morbidities

Chronic group (%)
(n = 1121)

Non-chronic
group (%)
(n = 789)

Very high (30–50) 12.4 7.7 6.1 4.1
High (22–29) 21.4 13.4 13.0 9.0
Moderate (16–21) 31.3 7.9 23.2 22.9
Low (10–15) 34.9 4.9 57.7 64.0
Mean score (95%
CI)

19.6 (18.9–20.3) 16.55 (16.1–16.9) 15.48 (15.0–
15.9)

Demographic characteristics
Characteristic K10 sample in ED

(%, n = 437)
Reference
population�, all
attendees to this
ED (%) (6385)

Chronic diseased
group (1144)1 %

Non-chronic
diseased group
(797) %

Age
50–59 y 16.9 24.5 27.3 46.9
60–69 y 28.4 25.9 33.0 25.7
70–79 y 35.7 28.2 28.8 18.6
80 y + 19.0 21.5 10.8 8.8
Sex
Males 54.5 52.1 44.9 45.3
Females 45.5 47.9 55.1 54.7
Marital status
Separated/
divorced

59.0 58.6 14.1 16.1

Single 25.5 23.1 5.2 5.4
Widowed 3.4 5.4 26.8 22.2
Married 6.4 6.2 53.9 56.2
Unknown 5.7 6.7 – –

*People 50 years and older who reported to have attended emergency department at least once in the
last 12 months.
�All emergency department attendees at this hospital between January 2002 and January 2003.
1Chronic disease group (those who reported high blood pressure, or diabetes, or cancer or heart problems).
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Trials) Regulations 2004 came into force. The
new law provides for a legal representative to
give consent on behalf of a patient who cannot
consent for themselves.1 A professional legal
representative can consent on behalf of an
incapacitated patient if no relative or friend is
available. For research in emergency care and
resuscitation this is obviously a necessity.

One year after the new regulations were
incorporated into UK law, we surveyed NHS
Trusts to see if they had systems in place for
professional legal advisor consent. Telephone
calls were made to the research and devel-
opment departments of 53 randomly selected
acute NHS Trusts, representing approxi-
mately 25% of acute hospitals.

Responses were obtained from 45 acute NHS
Trusts (85%). Three of these trusts (7%) had a
procedure in place for professional legal repre-
sentatives to give consent to patient participa-
tion in medical research. A further three (7%)
were in the process of setting up a system. None
of the hospitals had a training system for their
professional legal representatives. Three trusts
stated that as a matter of principle they would
never allow research on incapacitated patients.

Our survey shows that, 1 year after the
introduction of new regulations, most NHS
R&D departments do not have a consent
system in place to allow research aimed at
improving the emergency treatment of inca-
pacitated patients. Emergency medicine
researchers report that this has inhibited
new trials on the emergency care of incapaci-
tated patients in England and Wales. Even an
experienced trial management group running
the CRASH2 trial (http://www.crash2.lshtm.
ac.uk) is experiencing great difficult setting up
a research project in the UK. There is an urgent
need for national guidance for R&D depart-
ments with specific advice in this area.
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Best Bets: A call for scrutiny
Best BETS are based on specific clinical
scenarios and aim to provide a clinical bottom
line which should indicate, in the light of the
evidence, what the clinician would do if faced
with the same scenario again.1 The article by
Sen and Nechani2 serves to remind us that
unless Best BETS are rigorously conducted
their conclusions may be inappropriate.

Sen and Nechani wonder if prehospital
intubation was of benefit to the major
trauma patient they describe. They conclude
that prehospital intubation is associated with
increased mortality and imply that this
intervention should not be undertaken.

There are two main problems with this.
Firstly, evidence based medicine is the con-
scientious, explicit, and judicious use of current
best evidence in making decisions about the
care of individual patients.3 Accumulating bad
evidence does not make it good. Good evidence
answers a highly specific question and the
results are similarly specific to the circum-
stances. Sen and Nechani ask a poorly focused
question and do not define the circumstances
surrounding pre-hospital intubation in the
studies they review – especially whether anaes-
thetic drugs were used. Even a cursory glance at
these studies reveals major differences in
quality, study design, patient populations, the
experience and training of the operator, the use
of anaesthetic drugs and the operational
environment. The brief conclusion is therefore
completely inappropriate.

Secondly, gooddoctors use individual clinical
expertise together with the best available
evidence: neither alone is enough.3 Sen and
Nechani question whether prehospital emer-
gency anaesthesia is indicated in their patient.
Such a question suggests that they do not
appreciate the reality of prehospital critical care
practice. The decision to anaesthetise and
intubate an unconscious trauma patient is not
controversial.4 The controversy relates to
whether this critical care intervention can be
undertaken competently and safely. Are they
really suggesting that their potentially comba-
tive and physiologically compromised patient
should preferentially undergo bag-valve-mask
ventilation with an unsecured airway for a
prolonged period (often greater than half an
hour) with no reliable measure of end tidal
CO2? Would this be acceptable in the hospital
critical care environment?

The EMJ has a responsibility to ensure that
Best BETS are properly conducted and
reviewed. This is not the first time that
clinical bottom lines with major implications
have been questionable – perhaps it is time to
review the process again?
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Association does not prove causality
I would like to briefly comment on the article
entitled ‘‘Prehospital endotracheal intubation
in adult major trauma patients with head
injury’’ by Ayan Sen and Raj Nichani.1 In this
excellent review, the authors point out that
there are no prospective trials that have
investigated the prehospital use of endotra-
cheal intubation in adults. I believe it should
be stressed that it is very difficult to account
for all confounders using a retrospective
design. It is extremely likely that the ‘‘sicker’’
patients were the ones who were intubated in

the prehospital setting and therefore had
worse outcomes. Until a prospective study is
performed, I believe it is quite dangerous to
jump to the conclusion that this association
proves causality.

Correspondence to: B C Doyle, Seattle, Washington
USA; bdoyle123@hotmail.com

Reference

1 Sen A, Nechani R. Prehospital endotracheal
intubation in adult major trauma patients with
head injury. Emerg Med J 2005;22:887–9.

Prehospital Intubation – Delving
deeper into the evidence
May I thank Ayan Sen and Raj Nichani for
their recent ‘‘Best Bet’’ on prehospital intuba-
tion in head injury.1 It was a pity however, that
they neglected to look deeper into the reasons
why their conclusion, at least at this point in
time, was that there is insufficient evidence to
support its use. The very topic of prehospital
rapid sequence induction (RSI), was the
subject of a panel discussion and presentation
at the National Association of Emergency
Medical Service Physicians annual meeting
in Arizona in 2004.2 They, fortunately, delved
deeper into the issues surrounding RSI in head
injured patients. One of the most important
findings from this discussion was that most of
the ambulance services involved in studies
surrounding RSI/sedation assisted intubation,
did so without the benefit of End-Tidal Carbon
Dioxide (ETCo2) or even oxygen saturation
monitoring. This, coupled with the widespread
use of hyperventilation and inadequate pre-
oxygenation went some way to explain the
adverse findings found.

In one of the largest studies, the San Diego
Paramedic RSI study, when one ambulance
service introduced the use of ETCo2 monitor-
ing, further analysis found hyperventilation
(,30 mmhg) occurred in 79% and severe
hyperventilation (,25 mmhg) occurred in
59% of intubated patients. Post introduction of
ETCo2 monitoring, the incidence of inadvertent
hyperventilation was significantly reduced. The
only RSI subgroup without increased mortality
were in those patients who underwent para-
medic RSI but were then transported by air
medical crews who had substantial experience
using ETCo2 to guide ventilation.

The San Diego trial uncovered many adverse
findings, but in a positive light, many impor-
tant lessons were learned. First, advanced
monitoring including pulse oximetry and
ETCo2 should be mandatory when performing
ETI with or without RSI. Second, adequate
preoxygenation prior to RSI and close oxygen
saturation monitoring during laryngoscopy
should be routine. Third, hyperventilation
should be avoided. In stark contrast to the
San Diego study, the Whatcom Medic One
program in Washington has experienced none
of the desaturation/bradycardia issues and has
an intubation success rate of 96.6%. All failed
intubations were successfully managed. This
successful RSI program is as a result of
rigorous training, clinical governance, medical
oversight, continuous quality assurance and of
course the investment in adequate monitoring
including ETCo2.

The most startling contrast between the
USA and the UK, is that only physicians here
undertake RSI. The monitoring described
above is now mandatory in the emergency
department (ED) and the anaesthetic room
after a position statement by both the Royal
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