
The results and conclusions from this study,
however, were derived from a fairly small number of
patients and outcome events in one patient population.
The estimates are imprecise owing to the potential for
sampling error and cannot necessarily be generalised to
other patient populations until they have been tested
and confirmed in other studies.
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Outcome of patients with chest
pain discharged from an accident
and emergency department
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Chest pain is common in patients seen in the accident
and emergency department. Though there is consider-
able information on the outcome of those patients who
are admitted, little is known about those who are
discharged.

Patients, methods, and results
We studied all patients with chest pain attending the

accident and emergency department of the Central
Middlesex Hospital over two months. Fourteen days
after attendance all those patients who had been
discharged home were sent a questionnaire on further
treatment and the persistence ofsymptoms. Reminders
were sent if no reply was received, and general
practitioners or hospital consultants contacted if
further consultation had been necessary. The casualty
officers were unaware that the study was being done,
and their diagnosis in the casualty notes was used as

the discharge diagnosis. Unless the patient had sought
further medical treatment no attempt was made to
confirm or refute this diagnosis. The notes were then
assessed for errors by one of us (MB) as an impartial
observer.

Overall, 179 of 314 patients with chest pain were
discharged during the study, as shown in the figure.
Adequate information was obtained at two weeks on
174 of these patients. Electrocardiography was per-
formed on 120 patients, 60% (68/113) of the patients
under 50 years of age having this compared with 85%
(52/6 1) of those over 50. Potential errors in diagnosis at
discharge were judged to have been made in four
patients. One patient presented again with a myocardial
infarction, one was deemed to have been under-
investigated, and two patients were sent home with
unstable angina which needed further treatment.
Twenty six patients continued to have chest pain at two
weeks but without any change in symptoms to suggest
more serious disease.

Comment
Thrombolytic treatment is effective in reducing

mortality from myocardial infarction if started early.'
Twenty four of the 43 patients referred by their general
practitioners were sent specifically or implicitly for
electrocardiography and if thrombolytic treatment is to
be started early this may result in unnecessary delay.
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Outcome of314 patients with
chest pain

Patients with chest pain
(n=314)

Referred by general practitioner Reterred directly
(n=59) (n=255)

Admitted \ / |Admitted
I(n=16) \ / (n=119)

Discharged Discharged
(n=43) (n=136)

Diagnosis at discharge
Ischaemic heart disease 4 9
Chest pain? unknown cause 10 31
Other 29 96

1 patient presented again with myocardial infarction at 2 weeks

Colquhon showed that only 28% ofgeneral practitioners
have access to electrocardiographs in surgery hours
and only 16% outside these hours.2 "Chest pain
?cause" is a well recognised entity,3 and casualty
officers should not be forced always to make a firm
diagnosis; no definite diagnosis was made in 41 of our
discharged patients.
The mean age of our patients in whom an error was

deemed to have been made was 56. We suggest that all
patients over 50 with chest pain should have electro-

cardiography. This study suggests that this would
mean an extra 50 tests a year in a department seeing
50000 patients annually. The low error rate in our
study was encouraging, particularly as an American
study found that 35% of discharged patients continued
to have pain at two weeks4; this compares with 15%
(26/179) of our patients. We attribute our good results
to intensive training.5

Accident and emergency departments would be the
most appropriate place to assess patients with chest
pain. Cardiology departments would be overrun if
they had an open access policy, and many general
practitioners do not have the facilities to confirm their
clinical diagnosis. Patients with chest pain should be
advised to attend their local accident and emergency
department without delay. Discharged patients who
continue to have chest pain at two weeks should see
their general practitioner or return to the accident and
emergency department.

1 International Study of Infarct Survival (ISIS) Steering Committee. Intravenous
streptokinase given within 0-4 hours of onset of myocardial infarction
reduced mortality in ISIS-2. Lancet 1985;ii:578-81.

2 Colquhon MC. General practitioners' use of electrocardiography: relevance to
early thrombolytic treatment. BMJ 1989;299:433.

3 Wilcox RG, Roland JM, Hampton JR. Prognosis of patients with "chest pain
?cause". BMJ 1981;282:431-3.

4 Slosberg B, Fink N, Gilesou G. Comparative analysis of emergency department
treatment of chest pain. journal ofAmerican College of Emergency Physicians
1977;6:445-8.

5 Tachakra SS, Beckett MW. An induction course for casualty officers. British
journal ofAccident and Emergency Medicine 1987;2:8.
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Changes in sexual behaviour in
a large cohort of homosexual
men in England and Wales,
1988-9

A J Hunt, P M Davies, P Weatherburn,
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The uptake of safer sexual practices by homosexually
active men in the light of AIDS' has led to downward
revisions of the predicted spread of HIV2 and a decline
in the prevalence of rectal gonorrhoea and other
sexually transmitted diseases.3 We report a reversal of
this trend in 1988-9 in terms of the proportion of men
engaging in anal intercourse and the numbers of
partners with whom it occurred.

Subjects, methods, and results
As part of a prospective study of the prevalence of

HIV infection and sexual behaviour of homosexually
active men,45 691 men (261 in London, 430 in nine
other cities) were recruited (a) through their responding
to a postal questionnaire in the gay press; (b) from gay
pubs, clubs, and social and political organisations; and
(c) from contacts ofmen recruited by the two methods.
None came from genitourinary medicine clinics. The
representativeness of the cohort is impossible to assess
without a denominator study. The cohort includes,
however, a substantial proportion of men who do not
attend genitourinary medicine clinics, who may be
presumed to be more sexually active and have sub-
stantially lower rates of HIV infection than clinic
attenders.4 Thus our results may be more representa-
tive of homosexually active men than clinic based
studies.

Respondents were interviewed in 1988 and again in
1989; the median time between interviews was 10

months. A sexual partner was defined as anyone with
whom there was sexual contact with the intention of
producing orgasm for one or both partners and a
penetrative sexual partner as someone with whom the
respondent had engaged in anal intercourse. Data were
assessed with McNemar's test for categorical data and
the Wilcoxon matched pairs signed ranks test for
continuous data.
The table shows the demographic characteristics of

the cohort, most of whom were white and identified
themselves as gay. Between 1988 and 1989 the pro-
portion of men engaging in insertive anal intercourse
increased from 28% (191) to 32% (222) (X2=21-9,
df=2, p<O O1) and for receptive anal intercourse from
28% (191) to 29% (199) (X2=48-6, df=2, p<00l). The
prevalence of anal intercourse (insertive or receptive)
in the two years was 56-6% (391/691), but the proportion
who reported engaging in anal intercourse in both
interviews was 27X4% (189).
The proportion of the cohort with a regular sexual

relationship increased from 57T2% (395) to 64-4%
(445), but this was not accompanied by an increase in
monogamy, the reported numbers of male sexual
partners in the previous year increasing concurrently
Demographic characteristics of homosexual men interviewed in 1988
and 1989. Values are numbers ofmen (n=691) unless stated otherwise

Characteristic

Age (years):
Median 30
Mean 33
Range 15-81

Marital state:
Single 602
Married 33
Separated, divorced, or widowed 56

Educational:
O levels or less 209
A levels and equivalent 211
Degree or more 271

STD clinic attendance:
Non-attender 477
Regular attender 214

STD=sexually transmitted disease.
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