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completely.' In a trial of Digitalis Antidote BM 32 out of 34
patients were successfully treated. In neither series could
deaths be attributed to failure to reverse digitalis toxicity.

In some cases the rate of reversal has been dramatic:
gastrointestinal features disappeared almost immediately,
and hyperkalaemia was corrected within 30-60 minutes of the
end of the infusion.8 Some arrhythmias have been corrected
equally quickly in some patients8 but more slowly (up to
13 hours; mean 3-2) in others.4 Even digitoxin induced
thrombocytopenia was considerably improved within hours.6
Equally important, infusion of Fab fragments has been well
tolerated: no immediate or delayed hypersensitivity reactions
have been reported, and the few reported adverse effects
were probably due to other factors.45

Doctors hesitate before awarding star status to any new
treatment, but digoxin antibodies appear to come into that
category, although they are expensive. For the foreseeable
future, however, their use must be restricted to treating
severe intoxication and continued careful monitoring for
adverse effects will be mandatory. The poisons information
services will advise.

A T PROUDFOOT

Director,
Scottish Poisons Information Bureau,
Royal Infirmary,
Edinburgh EH3 9YW
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Severe head injury: the first
hour
Only a few of the 1 1 million patients' who present annually
to casualty departments with head injuries arrive having been
unconscious since the moment of injury. Many of these
patients have other life threatening injuries2 and their
prognosis may be poor, but their management in the first
hour after injury is crucial. Unfortunately standards of care
vary widely: some patients are correctly fully assessed and
resuscitated, while others are put back in the ambulance after
little more than a cursory examination and hurriedly trans-
ferred to a neurosurgical unit. Patients transferred too
quickly may arrive in a worse condition than when they left
the receiving hospital.

Experience is the key to proper management, and
inexperienced casualty officers tend to move patients too
quickly. Where geography permits, patients with severe
head injuries should be taken to large accident units and met
at the door by senior anaesthetists and surgeons-as is the
case with the Lewisham trauma team.4

How should these patients be managed initially? Little can
be done about the impact damage to the brain,5 but
secondary damage caused by hypoxia, airway obstruction,
hypercapnia, and hypotension must be prevented.6 Only
once this has been done can attention be allowed to turn
towards reducing intracranial pressure raised by
haematomas or cerebral oedema.
The first question is whether the patient is breathing

properly? If not, the airway should be cleared and he may
need to be intubated and ventilated immediately. The need
to insert chest drains should also be considered.7 While this is
being done, blood pressure should be checked and if low
corrected immediately. Continuing blood loss should be
sought and stopped. The head injury is virtually never
responsible for low blood pressure except when there is
massive scalp bleeding.' This can be controlled by a few
sutures to all layers of the scalp and head bandaging. The
wounds can be tidied up later ifnecessary, when the patient is
stable. If intra-abdominal or intrathoracic blood loss are
suspected they should be dealt with before transfer. No
patient should start an ambulance journey with unstable
blood pressure.
Once the patient is breathing well (either spontaneously or

on a ventilator) and blood pressure is near normal and stable,
a thorough examination should be undertaken. Particular
attention should be paid to the spine and major body cavities.
Radiographs should be obtained of the skull, cervical spine,
chest, and other areas of clinical suspicion. Limb fractures
should be splinted, and antibiotics and tetanus toxoid given
when indicated. Only at this stage is the patient fit for
transfer, and he must be accompanied by an experienced
anaesthetist, a nurse, high quality notes, and radiographs.
Managing respiratory problems and hypotension in a moving
ambulance is exceedingly difficult, and all tubes and drips
should be well secured before the journey starts. Police
assistance may be obtained for a smooth journey, but a tyre
squealing ambulance trip with sirens blaring should not be
necessary and is best avoided.

Is there a need for craniotomy at the receiving hospital?9
Usually the answer is no. Most often these patients have
suffered severe primary brain damage, and neurological
deterioration is due either to rapid brain swelling5 or a rapidly
accumulating subdural haematoma. '° Acute subdural
haematomas are usually due to brain lacerations or torn
venous sinuses," and thus the exploring surgeon must be
able to perform a major craniotomy and stop bleeding. This
can be a difficult task even for an experienced neurosurgeon
in a neurosurgical theatre. A general surgical registrar may be
able to remove an extradural haematoma with a drill, some
bone nibblers, and a copy of Hamilton Bailey's Emergency
Surge?y,'2 but a patient unconscious from impact who
deteriorates neurologically within one hour will almost
invariably not have an extradural haematoma. He is unlikely
to benefit from emergency surgery by an inexperienced
surgeon in less than perfect conditions.
The essence of managing this type of emergency is not to

panic but rather to consider and correct all extracranial
abnormalities. The aim should be to present the neuro-
surgeon with a damaged but well oxygenated and well
perfused brain. This will give the patient the greatest chance
of recovery.

PETER RicHARDs
Neurosurgical Senior Registrar,
Charing Cross Hospital,
London W6 8RF

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.293.6548.643 on 13 S

eptem
ber 1986. D

ow
nloaded from

 

http://www.bmj.com/


644 BRITISH MEDICAL JOURNAL VOLUME 293 13 SEPTEMBER 1986

1 Jennet B, McMillan R. Epidemiology of head injury. BrMedJ 1981;282:1014.
2 London PS. A practical guide to the care of the injured. Baltimore: Williams and Wilkins,

1%7:3240.
3 Jennett B, Carlin J. Preventable mortality and morbidity after head injury. Injury 1979;10:31-9.
4 Spencer JD. Why do our hospitals not make more use of the concept of a trauma team? BrMedJ

1985;290:136-8.
5 Adams JH, Mitchell DE, Graham DI, Doyle D. Diffuse brain damage of immediate impact type.

Brain 1977;100:489-502.
6 Miller JD, Sweet RC, Narayan R, Becker DP. Early insults to the injured brain. JAMA

1978;240:439-42.
7 Frost EAM. Respiratory problems associated with head trauma. Nerosurgery 1977;1:300-5.
8 Illingworth G, Jennett B. The shocked head injury. Lancet 1965;ii:5114.
9 Bewes PC. Head injuries: whither specialisation. 7R Soc Med 1986;79:67-8.
10 Jennett B, Teasdale G. Management ofhead injuries. Philadelphia: F A Davies, 1981:153-91.
11 Jamieson KG, Yelland JDN. Surgically treated traumatic subdural haematomas. J Neurosurg

1972;37: 13747.
12 Hitchcock E. In: Dudley HAF, ed. Hamilton Baily's emergency surgery. 11th ed. Bristol: John

Wright and Sons, 1986:127-38.

Crisis in hospital pharmacy
Basic grade pharmacists are leaving the NHS in such large
numbers that many areas are suffering cutbacks in inpatient
pharmacy services and some outpatient dispensaries are
closing. The main reason for the exodus is that a newly
qualified pharmacist can earn nearly £5000 more in a high
street chemist. On Monday 15 September, the Pharma-
ceutical Whitley Council will meet to decide whether to make
large increases in the salaries of junior pharmacists.
At the end of July there were nearly 450 vacancies in

hospital pharmacies, most of them for grade 1 or grade 2
pharmacists (there are about 2500 such posts in England). In
the four Thames regions vacancies for basic grade (grade 1)
pharmacists rose from 18% in January 1984 to 28% in August
1985 and 37% in August 1986. In an attempt to compensate
for this shortage staff pharmacist (grade 2) posts have been
created, but these new posts have minimal managerial
content and in many cases even these have not been filled.
A basic grade pharmacist in the NHS starts on an annual

salary of £7014 and is not paid for out of hours work: the
Nuffield Committee of Inquiry into Pharmacy found that
"on registration, pharmacists in private retail can expect to
earn £11 000-£ 12 000."' Recent advertisers have been offer-
ing salaries as high as £14 000. The Guild of Hospital
Pharmacists has therefore lodged a claim with the Pharma-
ceutical Whitley Council for a minimum salary of£10 000 for
basic grade pharmacists with an additional £1200 to cover out
of hours work. The council had offered an increase of £700
giving a minimum salary of£7714. This offer was reported to
the guild's members, and 95% of the two thirds of the
members who voted rejected the offer.
A recent survey suggests that, although the main reason

for most junior pharmacists leaving hospitals is low pay, lack
of promotion prospects may also be important.2 District
pharmaceutical officers in 158 health authorities supplied
data concerning staff movements between August 1984 and

July 1985. It was found that of 139 preregistration students
(who have completed a three year degree course) who left the
NHS 45% had done so for financial reasons. Of 235 grade 1
pharmacists leaving the hospital service, 61% had left for
financial reasons. In addition, some pharmacists spend their
preregistration year with high street chemists, and the NHS
pays their employers about £2000 to encourage them to take
the preregistration students on. These individuals are even
less likely to seek employment with the NHS than those who
spend their preregistration year working in a hospital.
The lack of hospital pharmacists has already led to

widespread and serious reductions in inpatient services
offered by hospital pharmacies-for example, drug informa-
tion, ward pharmacy, total parenteral nutrition, and cyto-
toxic reconstitution. Outpatient services, however, are most
disrupted, and in some areas have ceased altogether. In
Rotherham, for example, all five of the full time pharmacists
employed in the hospital in October 1985 had left the health
service by April 1986 and the hospital outpatient's pharmacy
has had to close.3 When outpatient dispensing facilities are
not available, patients' prescriptions are written on FP1O(HP)
forms, which have to be taken to high street chemists for
dispensing. This costs the NHS money because the high
street chemists cannot negotiate reduced prices for drugs
because they do not buy them in bulk as the hospitals do. In
addition, they have to add their profit margin on to the price
of the drug and, unlike the hospitals, they cannot substitute a
(usually cheaper) generic preparation if the doctor has named
an expensive brand on the prescription. These additional
expenses are estimated to have cost Paddington and North
Kensington District Health Authority £100 000 this year.
The sickness rate among those remaining in the hospital

service has increased, and, furthermore, since out of hours
work is unpaid some pharmacists are owed many days in lieu.
One example is that of a woman in Rotherham who is owed
40 days in lieu as well as her own annual leave of 30 days; yet
she has had to cancel three holidays to keep the service
going.3 The only way to cover for missing staff is to employ
locums and they cost the NHS £8000 more than a full time
pharmacist.

Hospital pharmaceutical services in the Thames regions
and elsewhere are on the point of breaking down, and urgent
action is needed if patients are not to suffer. The Department
of Health and the Whitley Council must be aware that
tragedies are likely to occur, and they must act before rather
than after such an event.
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