
extracted data from drug
prescribing and hospital
admission databases.
Admission rates for
mastoiditis and simple
mastoidectomy increased in

the observed period by 19%,
but the general practice
research database did not
show an increase in
mastoiditis or referral for
mastoidectomy.

Editor’s choice
The NHS’s sewers?
London’s system of sewers, designed by Joseph
Bazalgette, is one of the wonders of 19th century civil
engineering, admired for its simplicity of conception, its
scale, and the beauty of its brick lined, egg shaped sewers.

Richard Granger, engineer of the English NHS’s
ambitious programme for healthcare computing,
likens information technology in 2005 to the state of
civil engineering in the mid-19th century. The
technology was immature—yet Bazalgette succeeded.
Granger, like most IT experts, thinks that information
technology is immature, yet it is clear from his
interview with Geoff Watts on p 310 that he believes it
can deliver the NHS’s systems for booking
appointments, transmitting prescriptions, and storing
patients’ records. He also, more controversially, thinks
that many more doctors have come to believe so too.

Granger doesn’t deny that his job of leading the
NHS’s 10 year programme is stressful, but it doesn’t feel
so comfortable on the ground either. Just as the citizens
of 19th century London had to put up with the
upheavals and uncertainties of major construction—the
price of bricks rose by 50% and work continued
through the wettest summer and the coldest winter of
the 19th century—so the citizens of the 21st century
NHS have to put up with the uncertainties of installing
major computing systems. On p 331 Jane Hendy and
colleagues report their qualitative study among
clinicians and managers of four hospital trusts faced
with implementing the new IT programme. Some of
the challenges are familiar: lack of communication
from the top, and the need to spend on IT
infrastructure at a time when trusts are facing financial
difficulties. But some arise out of the inevitable tension
between a centralised, nationally rolled out programme
and local innovations. “All trusts . . . reported having
effective customised pockets of IT.” If these systems
can’t be integrated, then clinicians will lose systems that
work well for them. Relationships with suppliers who
know that their systems will be superseded may be
strained, and trusts at the end of the queue for
implementation suffer “planning blight,” with no new
IT developments until their new system is
implemented. The authors conclude that the managers
of the IT programme need to show as much
commitment to overcoming the sociocultural
challenges of implementation as they have to its the
technological and logistical challenges.

But at least one GP seems to be making good use
of this new technology. On p 352 Graham McKenzie
describes how his practice does its “daily evidence
based peer review.” Journal articles are emailed around,
the audit clerk measures the practice’s performance
against the standards set by relevant articles, and
clinical cases are shared by email. “It means I can do a
full eight sessions of contact with patients a week and
still be home for tea . . . while in many ways being better
informed and educated than ever.”

If Granger succeeds in implementing his IT
systems for the English NHS, it will be like the sewers:
we’ll wonder how we ever did without them.

Jane Smith deputy editor (jsmith@bmj.com)

POEM*
Negative CT scans can rule out
pulmonary embolism in low risk patients
Question Can clinicians rely on a negative computed
tomography (CT) scan to rule out suspected pulmonary
embolism?

Synopsis Previous studies question the value of using CT
scanning alone to rule out suspected pulmonary embolism.
These investigators thoroughly searched multiple
databases—including Medline, the Cochrane Registry of
Controlled Trials, and Science Citation Index—and relevant
journals for English language articles meeting selection
criteria. Included studies used contrast enhanced CT as the
initial triage test to rule out the diagnosis of acute pulmonary
embolism, had an appropriate clinical follow-up of at least
three months, and had a prospective design. The gold
standard to establish the validity of testing to rule out
pulmonary embolism was the rate of subsequent venous
thromboembolic events after anticoagulation therapy was
withheld. Two reviewers independently abstracted data and a
third party arbitrated discrepancies. From the initial search
that found 22 studies, 15 studies evaluating a total of 3500
patients met the minimal inclusion criteria, of which seven
met the criteria for level 1 diagnostic studies. Three different
CT modalities were evaluated (single slice CT, multidetector
row (helical) CT, and electron beam CT). Patient follow-up
ranged from three months to 12 months. The overall negative
likelihood ratio of a venous thromboembolic event after a
negative CT scan for pulmonary embolism was 0.07 (95% CI
0.05 to 0.11). There was no significant difference in the risk of
a subsequent event based on the type of CT modality used.
The risk of subsequent events in studies using additional
imaging tests prior to chest CT was not significantly reduced
compared with studies that used chest CT imaging only. The
reported negative likelihood ratio in this analysis compares
favourably with that reported for pulmonary angiography
(Henry JW, Relyea B, Stein PD. Chest 1995;107:1375-8). A
formal analysis found no significant publication bias, but there
was some minimal heterogeneity among the results of the
various trials.

Bottom line A negative computed tomography scan is as
accurate as pulmonary angiography in ruling out suspected
pulmonary embolism. Clinicians should strongly consider
using clinical decision rules to accurately assess the pretest
probability of pulmonary embolism in an individual patient,
and then interpret diagnostic tests in light of this probability.
For example, a negative scan in a low risk patient rules out
pulmonary embolism, while a negative scan in a high risk
patient may require further confirmation.

Level of evidence 2a (see www.infopoems.com/levels.html).
Systematic reviews of cohort studies displaying worrisome
heterogeneity.

Quiroz R, Kucher N, Zou KH, et al. Clinical validity of a
negative computed tomography scan in patients with
suspected pulmonary embolism. A systematic review. JAMA
2005;293:2012-7.
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* Patient-Oriented Evidence that Matters. See editorial (BMJ 2002;325:983) To receive Editor’s choice by email each week subscribe via our website:
bmj.com/cgi/customalert
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