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Trauma continues to be a major cause of mortality and
morbidity throughout the world. In Britain 40 people die
every day from accidents on the roads, in the home, at
work, or from what is called euphemistically "recreational
violence." Many are young. Accidental injury is the com-
monest cause of death in men under 35. Those with major
head and spinal injuries who survive are a burden to their
families and to the rehabilitation services. The far larger
number of victims who are temporarily disabled impose an
appreciable financial burden on society.
A reduction in this toll of "accidents" is being sought in

various ways. Prevention strategies are being evaluated and
improved, and the importance of alcohol is now recognised
across the whole range of accidents from domestic assaults to
pedestrian injuries.' Bioengineers are investigating ways of
modifying the environment, particularly in relation to road
transport, to mitigate the effects of those accidents that do
occur. In contrast, when someone is injured it is assumed by
both the public and doctors that the best treatment is
provided, based on a sound knowledge of the pathophysio-
logical responses to trauma. John Hunter's statement that
"the injury done has in all cases a tendency to produce
both the disposition and the means of cure" has not been
questioned for almost 200 years.

Last week's report of the Royal College of Surgeons
Working Party on the Management of Patients with Major
Injuries challenges this complacency.2 Studies are cited from
Britain and abroad that show that patients are dying unneces-
sarily. In a retrospective study of over 500 patients admitted
to hospital after injury four independent assessors considered
that between a fifth and a third of the deaths were avoidable.3
Most were related to problems arising outside the central
nervous system, particularly haemorrhage and hypoxia.
Equally alarming was the enormous discrepancy in the
proportion of accident victims who died before reaching
hospital. The range from a quarter to three quarters did not
correlate with the distance to hospital and must reflect in part
the quality of prehospital care. A prospective survey carried
out for the working party showed that only 11% of seriously
injured patients were assessed initially in the casualty depart-
ment by a senior registrar or consultant; only 8% were seen on
the day of admission by the consultant responsible for
inpatient care; and a consultant surgeon was present at only
6% of the emergency operations.
These are damning statistics, but they are not unexpected.

Over a decade ago it was shown that the basic hospital care of
injured patients was inadequate.4 5 Many initiatives have been
taken since the war to try to improve the services, but they
have had only a limited impact. This is perhaps because
they have offered piecemeal solutions to a multidisciplinary
problem. In contrast, the working party report makes 14
recommendations centred on the concept of an integrated
response to trauma. Expert care should be provided from the
roadside to the rehabilitation unit. Helicopters and trauma
centres are discussed- and have made the headlines- but the
system of trauma care is emphasised to be more important
than any of the constituent parts.
The report suggests that specialists in accident and emer-

gency medicine should participate more in providing pre-
hospital care and that radio communications be improved.
More contentious is the recommendation that for every two
million of the population there should be a trauma centre
where patients will be received throughout the 24 hours
by consultants in accident and emergency medicine and
general and orthopaedic surgery supported by consultant
anaesthetists with immediate access to operating theatres and
intensive care. These centres should have neurosurgical
and cardiothoracic facilities and comprehensive imaging
and monitoring equipment. Provincial casualty departments
would continue to receive seriously injured patients but work
within agreed protocols to resuscitate and stabilise them
before transfer either to the trauma centre or within the
district general hospital. In metropolitan areas patients may
be transported directly to the trauma centre.
These proposals should be implemented, but they will

succeed only if there is professional enthusiasm for managing
trauma. The report emphasises that this commitment is just
as important in the district general hospital where many
moderately injured patients will continue to be managed as in
the trauma centres. It advocates that general and orthopaedic
surgeons and anaesthetists should receive extended training
and take a major interest in (but not restrict themselves to)
managing trauma.
How will we know if they have succeeded? Government

ministers cannot fail to be heartened by the working party's
endorsement of the major trauma outcome study, an auditing
system well established in North America and introduced
recently into Britain.6 The importance of postgraduate teach-
ing is also emphasised. It was perhaps no coincidence that the
report was released the day after the successful completion at
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the college of the first advanced trauma life support course to
be held in Britain in collaboration with the American College
of Surgeons.

Political, professional, and public interest in trauma care
will be stimulated by this report. A comprehensive system
of management must be developed, and its effectiveness
measured. This is particularly important for expensive initia-
tives such as helicopters and trauma centres. When the
process has begun we must then go on to question John
Hunter's hypothesis. Recent laboratory work suggests that
the neuroendocrine responses to injury are not always
beneficial.7 Could they be improved by therapeutic interven-
tion? An expenditure of2% of the medical research budget on
trauma research seems insufficient when more years of
productive life are lost through injury than through either
cancer or cardiovascular disease. Commitment in the hospital

must be supported by a commitment in the research estab-
lishments to reduce the unnecessary morbidity and mortality
of this modern epidemic.
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A policy for laxatives

Districts need policies and need to make them work

The withdrawal of the widely used laxative Dorbanex
(danthron plus poloxamer 188) in January led many hospitals
to rethink their policies on laxatives. A report on page 1446
describes how the withdrawal led to a sharp increase in the use
of lactulose and senna syrup in one district in 1987. This
change was against the advice of both the local drug and
therapeutics committee and the drug information centre and
caused an appreciable increase in prescribing costs. This
raises the questions of how best to use laxatives and how to
make sure that prescribing advice and policies are best
promulgated and monitored.

Laxatives are often prescribed for patients in hospital, and
they are sometimes considered to be "homely medicines" that
may be given by nurses without consultation with doctors.
They may, however, be given unnecessarily-because many
patients mistakenly believe that they must defecate daily-
and without awareness of their pharmacology and adverse
effects.

There are four main indications for laxatives. Firstly, they
may be used to treat constipation or painful defecation
associated with illness, surgery, or pregnancy. Secondly, they
are useful in elderly patients with a poor diet whose abdominal
and perineal muscles have inadequate tone. Thirdly, they
may be prescribed when bowel motility has been unavoidably
impaired by drugs such as anticholinergic agents or opiates.
Fourthly, they may be used to prepare the bowel for an
operation or a diagnostic procedure.
The first approach to patients with constipation must be to

educate them and advise them on diet, but often these
measures will be unsuccessful and treatment with a laxative
will be necessary.
The clinical pharmacology of laxatives has been reviewed

elsewhere,4 but there are almost no comparative trials. The
action of these drugs is now known to be complex and
incompletely understood, but it is still helpful to use the
traditional classification.
Bulk forming agents (ispaghula, sterculia, and methyl-

cellulose) take several days to work but have no serious
adverse effects. There is, however, a widespread clinical
impression that these agents are less effective than stimulant
laxatives such as senna and bisacodyl, which act more rapidly
(within 6-12 hours). Stimulants may cause abdominal cramps

and have been associated with tolerance and an atonic colon
after prolonged use: they are thus best used short term or kept
for specific groups such as those taking opiates long term.
Osmotic laxatives include magnesium hydroxide mixture and
lactulose. Magnesium preparations may evacuate the bowel
rapidly when taken in high doses, but they may cause
hypermagnesaemia, particularly in patients with poor renal
function.5 Lactulose is less potent, producing a softened
stool within about one to three days, but many patients find it
unpalatable. In higher doses it may cause flatulence, cramps,
diarrhoea, and electrolyte imbalance,6 and tolerance may
develop with prolonged use.7 Lactulose is also expensive and
should be reserved for patients who do not respond to other
agents. Softening agents fall into two categories-surfactants
and mineral oils. Docusate sodium, a surfactant that may also
have some stimulant action, is comparatively ineffective.
Liquid paraffin should not be used long term as it may
impair absorption of vitamins soluble in fat and may cause
anal seepage and irritation and, rarely, lipoid pneumonia.
Liquid paraffin and magnesium hydroxide mixture is only a
quarter liquid paraffin and does not seem to cause these
problems.
We thus recommend using oral senna short term when

a prompt effect is required. Glycerol or bisacodyl supposi-
tories may be prescribed if a rectal preparation is
wanted. Magnesium hydroxide mixture and liquid paraffin
and magnesium hydroxide mixture are effective alternatives.
Ispaghula husk is best for long term use, with sterculia and
methylcellulose as alternatives. The precise choice is best
made by the local drug and therapeutics or formulary
committee in consultation with prescribers.

Successful implementation of any prescribing policy in
a district depends on publication and acceptance of a
formulary, but a recent survey reported that only 43% of
districts had a comprehensive formulary and many had
difficulties in gaining acceptance for their recommendations.8
Production and maintenance of effective hospital formularies
should have a higher priority,9-" and educational strategies
should aim to support and reinforce the recommendations
of the formulary. It is doubtful, however, whether any formu-
lary can be implemented effectively without the support
of both consultants and ward or clinical pharmacists.12-14
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