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Glossary
Behavioural modification—Changing the way in
which parents respond to their babies crying from
colic
Hypoallergenic diet—In bottle fed infants, a
hypoallergenic diet uses a casein hydrolysate formula.
In breastfed infants, a hypoallergenic diet involves a
maternal diet, free of artificial colourings,
preservatives, and additives, and low in common
allergens (milk, egg, wheat, nuts, etc)
Jadad scale—This measures factors that impact on
quality of the trial. Poor description of the factors,
rated by low figures, are associated with greater
estimates of effect. The scale includes three items: was
the study described as randomised? (0-2); was the
study described as double blind? (0-2); was there a
description of withdrawals and drop-outs? (0-1)6

Reassurance—Informing the parent that infantile colic
is a self limiting condition resolving by 3-4 months of
age, and is not caused by disease or any fault in
parental care.

A memorable patient
“Let’s wait and see”

It happened on a Saturday morning. I was on call for
the intensive care unit when I received the referral of a
potential admission. The patient was an elderly man
with an acute exacerbation of his chronic obstructive
airways disease.

On my arrival on the medical ward, I immediately
saw that he was in extremis. Very little information was
available to provide the basis for an informed decision
as to his suitability for intensive care admission and
ventilatory support. The only option was to admit him
to the intensive care unit.

After he was anaesthetised, intubated, and
ventilated, a helpful colleague commented on some
lung function tests in the medical record of which I
was unaware. The results were dismal, and my hopes
of successfully weaning the patient from mechanical
ventilation were dashed. I was filled with the horror of
this man being ventilated week after week and the
implications of this for him, his family, and my
standing on the intensive care unit.

Later that day, his relatives visited. During my
discussions with them, I learnt that he was an active
man involved in heavy gardening. This was not, in my
opinion, in keeping with those infamous lung function
tests. I thus adopted an attitude of “let’s wait and see.”

As the week progressed, he improved, requiring less
ventilatory support until he was successfully weaned
from the ventilator. He even avoided the need for
tracheostomy, which had been predicted. When he was

ready to be discharged to the medical ward I went to
see him and his wife. He thanked me for taking him to
the intensive care unit when he needed it most. His
wife was delighted with his recovery.

This case shows the unpredictability of medicine. We
cannot always correctly predict how our patients will
respond to our interventions, and we must always
consider the individual rather than the collective. Test
results are important, but so is taking a full history.
With increasing demand on critical care services, this
case illustrates some of the difficulties in setting rigid
admission policies based on patient groups. I felt guilty
about my reluctance to take him to intensive care at
the outset, but I’m glad that I did.

Christopher Sharpe specialist registrar in anaesthetics,
West Suffolk Hospital, Bury St Edmunds

We welcome articles of up to 600 words on topics such
as A memorable patient, A paper that changed my practice,
My most unfortunate mistake, or any other piece
conveying instruction, pathos, or humour. If possible
the article should be supplied on a disk. Permission is
needed from the patient or a relative if an identifiable
patient is referred to. We also welcome contributions
for “Endpieces,” consisting of quotations of up to 80
words (but most are considerably shorter) from any
source, ancient or modern, which have appealed to the
reader.
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