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Use and effect of paediatric life support
skills for paediatric arrest

Eprror,—The article on use and effect of pae-
diatric life support skills for paediatric arrest
in the accident and emergency (A&E) depart-
ment has three conclusions': (1) the poor out-
come, well supported in the literature®? (2)
advanced life support training in the receiving
hospital has not improved the outcome; and
(3) the timing of initiation of life support is a
critical factor affecting outcome.

A large recent study of children presenting
with apnoea with or without a cardiac output
found that good prognostic indicators in-
cluded a short time between arrest and arrival
at hospital, a cardiac output at presentation,
and a short duration of resuscitation in the
A&E department (two or fewer doses of
adrenaline or resuscitated within 20
minutes).’

Training of pre-hospital personnel in life
support thus would seem indicated, but this
must highlight the importance of not unduly
delaying transportation by untimely out of
hospital interventions.

Owing to the poor outcome of paediatric
cardiopulmonary arrests, courses such as the
Advanced Paediatric Life Support (APLS)
and the Paediatric Advanced Life Support
(PALS) have been developed, focusing on
structured intervention in critically ill children
with emphasis on early recognition and
aggressive management to prevent cardiac
arrest. The teaching, however, is aimed at
hospital personnel so the Advanced Life Sup-
port Group (ALSG) have now also developed
the Pre-hospital Paediatric Life Support
(PHPLS) course, specifically designed to
allow the continuity of care from the pre-
hospital arena to the A&E department. It uses
most of the core material of APLS but incor-
porates specific pre-hospital problems with
emphasis on prompt transportation to hospi-
tal. The standard is comparable to APLS and
it is suitable for any doctors, paramedics, and
nurses working with critically ill children out-
side hospital. Further information can be
obtained from Sue Wieteska, National Coor-
dinator, ALSG, Second floor, The Dock
Office, Salford Quays, Manchester M5 2XB.
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Accidental digital injection of adrenaline
from an autoinjector device

EprTor,—We managed a 39 year old day care
assistant recently with accidental digital injec-
tion of adrenaline from an autoinjector device.
He had opened the device mistaking it for a
pen. He came to us with the device still
impaled in his right index finger!

From our experience with this case, we find
that it is better to use saline or a clear antisep-
tic solution to prepare the skin than use Beta-

dine. The latter stains the skin and interferes
with the observation of reversal of skin pallor
seen within a few minutes after phentolamine
injection.' 2

We gave a digital block with 1% lignocaine
to extract the needle of the device from the
distal phalanx of his right index finger. We
then infiltrated his finger pulp space (at the
site of impalement) with phentolamine 1.5 mg
(in increments of 0.5 mg) diluted in 1%
lignocaine.'” The anaesthetic effect of the dig-
ital block was persistent after the vascularity
was restored and interfered with the study of
return of sensation.? In retrospect we wonder
whether local infiltration of phentolamine
with lignocaine by itself could have provided
sufficient analgesia to remove the impaled
needle and treat the injury as well."

It is interesting to note that many victims of
this accidental injury have been paramedical
personnel, law enforcers, and carers who have
failed to recognise this device.’ This device is
marketed as EpiPen (standard and junior ver-
sions). The label on the device and the
accompanying literature describes how it has
to be used and it is usually dispensed with a
dummy trainer. However the device looks like
and can easily be mistaken for a marker pen.
Accidental digital injection is an avoidable
injury with grievous consequence, which
could possibly be prevented by appropriate
modification of the external appearance/name
of the autoinjector device so as to caution the
unwary.

KALYAN S MURALI

NADEEM NAYEEM

Accident and Emergency Department,
University Hospital, Lewisham,
London SE13 6LH

1 McGovern SJ. Treatment of accidental digital
injection of adrenaline from an auto-injector
device. ] Accid Emerg Med 1997;14:379-80.

2 Markovchick V, Burkhart KK. The reversal of
the ischaemic effects of epinephrine on the
finger with local injections of phentolamine. J
Emerg Med 1991;9:323-4.

3 Hardy SJ, Agostini DE. Accidental epinephrine
auto-injector induced digital ischemia reversed
by phentolamine digital block. ] Am Osteopath
Assoc 1995;95:377-8.

EpiTor,—We read with interest the suggested
treatment of the accidental injection of
adrenaline from an autoinjector device, with
local injection of phentolamine.' We agree this
is a growing problem in the UK as the device
is now widely prescribed. It was suggested the
reversal of the adrenaline by the application of
topical glyceryl trinitrate is ineffective. To the
contrary, we have treated successfully two
cases of such injury to the thumb with glyceryl
trinitrate. A 19 year old women was treated
with glyceryl trinitrate patches (Nitodur,
Schering-Plough Ltd, 10 mg patch) over 24
hours. The digit changed from white to pink
and became warm in one hour. The patch was
applied for 48 hours. A 27 year old women
was treated with glyceryl trinitrate spray
(Nitro Lingual Pump Spray, Lipha, 400 pg
glyceryl trinitrate in ethanol). After a gauze
soaked in glyceryl trinitrate was applied to the
digit, the capillary refill became normal in one
hour. Although phentolamine is stocked in the
majority of the hospital pharmacies, is not
readily available in the accident and emer-
gency department. The reversal of adrenaline
induced ischaemic injuries by glyceryl trini-
trate in our two cases suggests this simple
treatment should still be considered initially. If
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successful, this avoids the use of phentol-
amine, an unfamiliar drug, with potential
risks.
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The author replies

I very much welcome this letter by Lee and
Thomas and the finding that colleagues are
indeed experiencing an increasing number of
patients presenting with accidental digital
injection of adrenaline from autoinjector de-
vices. I read with interest that they have been
able to successfully reverse adrenaline in-
duced digital ischaemia with a glyceryl trini-
trate patch and swab soaked with spray. Glyc-
eryl trinitrate is believed to exert its vaso-
dilator effect through nitric oxide stimulating
an increase in cyclic guanosine monophos-
phate, which in turn induces smooth muscle
relaxation by lowering the free calcium
concentration in the cytosol. In its action on
vascular muscle venous dilation predominates
over dilation of the arterioles.” Given that
adrenaline causes vasoconstriction via o re-
ceptors on arterioles, a non-selective o blocker
would appear a more pharmacologically
sound treatment option. This does not
exclude glyceryl trinitrate causing vasodilation
via another pathway. It is recognised that the
therapeutic effect of glyceryl trinitrate topi-
cally occurs between 30-60 minutes and this
would fit with their finding of vasodilation
taking place within one hour.’ I feel however
that in the cases they describe it is probable
that the accidental injection took place away
from the digital bundle and therefore the
adrenaline had a weaker constrictive effect,
which was successfully reversed by the glyc-
eryl trinitrate.

This problem is likely to present more
frequently to accident and emergency depart-
ments and there is a need for a treatment pro-
tocol, which was one of the conclusions of my
paper.' Unfortunately as with many aspects of
emergency medicine it does not lend itself
easily to a randomised control trial being per-
formed. From what Lee and Thomas report it
may be worth trying glyceryl trinitrate if the
patient presents shortly after accidental injec-
tion (<3 hours), the injection is unlikely to be
intra-arterial or phentolamine is not immedi-
ately available, however if there was no thera-
peutic effect within 60 minutes of application
of glyceryl trinitrate phentolamine must be
used without delay.
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Nutmeg intoxication

EprTor,—In these days of increasingly sophis-
ticated designer drugs, policed with “zero tol-
erance”, we wish to report a case of recrea-
tional drug ingestion involving a substance
freely available in every supermarket—the
spice nutmeg.
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A 20 year old male attended the accident
and emergency department with a six hour
history of increasing agitation and hyperactiv-
ity, associated with feelings of impending
death and visual hallucinations. Fourteen
hours previously he had swallowed four whole
nutmegs and half a litre of vodka for a “buzz”.
Five hours after ingestion he experienced a
tingling feeling in his hands and feet, which
later spread to his whole body. He felt
“detached from the world” and stated that
everything appeared to move in slow motion.
He subsequently experienced dry mouth,
thirst, nausea, palpitations, and dizziness. This
progressed to the state of high agitation in
which he presented.

Physical examination revealed a flushed,
agitated young man, fully orientated, with a
tachycardia of 130/minute, blood pressure of
120/85 mm Hg, and a respiratory rate of
24/minute. He was apyrexial. Pupils were
dilated (size 4), reacting briskly to light and
accommodation. Neurological examination
revealed hyper-reflexic upper and lower limbs.
The remainder of the physical examination
was normal.

Electrocardiography revealed a sinus tachy-
cardia and laboratory investigations were nor-
mal. He was admitted for observation. His
altered mental state persisted for 18 hours
after admission (32 hours after ingestion) and
the sinus tachycardia resolved after 20 hours.
He was discharged 36 hours after admission,
with psychiatric follow up arranged.

The spice nutmeg has long been used for
purposes other than culinary. Not least among
these is its use as a recreational drug, based on
its purported euphoric and hallucinogenic
properties.

Nutmeg’s use in this context stems from the
Crusades, and it has also been a well
documented substance of abuse among prison
inmates.' Nutmeg ingestion gained currency
during the 60s and 70s, when it was touted as
a cheap alternative to alcohol and other mind
altering substances. Most of the published
case reports date from this time, and describe
toxic effects similar to our case.? The clinical
course is generally benign and management is
largely supportive, although cases complicated
by hypotension, cyanosis, acidosis, coma and,
in one instance, death have been reported.
Hypertension can be treated with phen-
tolamine, but sedatives should be used with
caution as they may cause alternating drowsi-
ness and delirium (information from the
National Poisons Information Centre, Beau-
mont Hospital, Dublin, Ireland). Nutmeg
comprises 5-15% volatile oils, of which
myristicin is the largest fraction. Myristicin is
metabolised to 3-methoxy-4,5 methylene-
dioxy-amphetamine (MMDA), a psychoactive
sympathomimetic. It is postulated that this
accounts for most of nutmeg’s toxic effects.

While historically nutmeg appears to have
enjoyed a reputation as a hallucinogen, in cir-
cumstances where the spice is taken in excess,
a typical and unpleasant clinical syndrome
ensues. This, presumably, is why nutmeg
abuse is virtually unheard of nowadays, with
teenagers more likely to encounter it at the
dinner table than on the street corner.
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CS spray

Eprtor,—Breakwell and Bodiwala’s article on
the consequences for an accident and emer-
gency (A&E) department of CS spray expo-
sure is timely.' In 1996 the police service in
England and Wales carried out a six month
trial of CS aerosol incapacitant in selected
forces.?

Police surgeons were involved in submitting
reports where consent was given on the medi-
cal condition of those sprayed. Due to the
involvement of the members the Association
of Police Surgeons produced an information
sheet Crowd Control Agents: Clinical Effects and
Management.’

In August 1996 the Home Secretary
announced his support for any chief officers of
police wishing to issue CS to officers on the
beat. Within the London area police officers
are now being trained and the incidents of
exposure are likely to increase.

A person arrested who has been sprayed
with CS incapacitant spray will be examined
by a forensic medical examiner (police sur-
geon) as soon as possible. However members
of the public who may be involved are likely to
present themselves to A&E departments for
advice. It is most important therefore that
A&E staff are prepared to deal with the clini-
cal effects of crowd control agents.
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“Shop hopping”

EprTor,—Napoleon called us a nation of shop
keepers. We are now, I believe, a nation of
shoppers. Some people shop unfunded. We
call then shoplifters. They rely on a combina-
tion of stealth, speed, and occasional force.
Here are two cases of a variant of shoplifting
that I call “shop hopping”. A shop hopper is
an individual with a habit of regularly faking
collapse in shops to avoid payment.

Case reports

CASE 1

Elizabeth presented to our accident and emer-
gency department at the Derbyshire Royal
Infirmary in 1979. She had no general
practitioner. She had a respiratory tract infec-
tion. She received antibiotics and soon recov-
ered. She then was brought to our hospital
practically every few days by the ambulance
service for the next four years. The story was
always the same. She “collapsed” with her
shopping at the checkout of a food store. An
ambulance was called. Well meaning shoppers
put her shopping in the ambulance too—all
unpaid for. Once in our department, she usu-
ally recovered quite quickly and walked home.
She lived nearby and rarely stayed long
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enough to be examined. No medical cause was
ever found for these timely attacks. She
became well known to all the emergency crews
on the ambulances and was also well known to
our staff. One of our sisters even shouted to
her to “get up and get out” in Sainsburys. It
worked that time but did not cure the habit.
(The sister was nearly lynched.) The last time
I saw Elizabeth she had collapsed with a
stroke; she died soon after.

CASE 2

Patricia presented to our department recently
with chronic back pain demanding analgesia.
She had just come from Scotland and already
had had a row with a general practitioner
locally. She then expressed suicidal intent and
was referred to a psychiatrist. Telephone calls
to other hospitals confirmed her to be a “hos-
pital hopper”. However, the ambulance serv-
ices of several counties knew her better as “the
lady who collapsed in food stores at the check
out”. She then obtained free food as they con-
veyed her in comfort to the local hospital; this
happened many times. She had come south on
a shop and hospital hopping spree!

These two cases illustrate the habits of a
“shop hopper”. Neither patients had a good
relationship with a general practitioner. These
patients are a type of “hospital hopper”, who
purposely abuse the ambulance and hospital
services for their gain. We, the taxpayers, foot
the bill. Circulating pictures of such patients
to shops would breach medical etiquette.
Challenging such patients in a store does not
cure them. The store cannot send a bill to the
patient as the goods have not been through the
till. The ambulance service cannot “boycott”
these people as they have a duty to convey col-
lapsed patients to a hospital. We doctors have
a duty to examine all such patients. Such a
collapse may be genuine. Once in a hospital,
recovery is rapid, and they take their own dis-
charge prior to the police arriving. Shops, hos-
pitals, and the police need to recognise these
people and become more vigilant. I cannot
think of a better way to shop!
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The Faculty of Accident and
Emergency Medicine

Panel of Examiners

Applications are invited from consultants
in accident and emergency medicine who
have been in post for at least five years and
who wish to be appointed to the Panel of
Examiners.

The examination for the Exit Diploma of
the FFAEM is currently held twice a year
at various venues in the UK.

The closing date for receipt of applica-
tions is 1 September 1998.

Further details and an application form
are available from: The Faculty of Acci-
dent and Emergency Medicine, 35-43
Lincoln’s Inn Fields, London WC2A
3PN (tel: 0171 405 7071).




