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PRACTICE OBSERVED

Emergencies in the Home

Chest pain and cardiac arrest

DAVID RAWLINS

mﬁmpmbhmmnnmmmﬁechﬂtpmnmxof
diagnosis. The mnnd:ﬂmﬂd:amnubem«nmyoﬂrm
infarction, embolism, and
Usually the history has to be relied upon in the diagnosis at
homeumummmhelpﬁdfotdwumth:uﬂym
of these illnesses, and not often of great value.
yourdlﬂmﬁtcmnuthcmmmd:wsmdtwnny
the patient gives a history of severe, gripping retrosternal chest
pain radiating across the chest and often to one or both arms.
It may radiate to the neck or jaw; often causes sweating and
may cause vomiting; and may be preceded by short-lived
attacks over the previous day or

venously until the pain is relieved. Some doctors advise giving

thcpnnhavm‘tubnd:dumnllx ll‘wemamm"mnble

buprenorphine is and is said 1o be as
effective & nascotics, Relicving the pain of a dissecting aneurysm
‘may prove to be very difficult, or nearly impossible.

In puhnﬂury embolism the p.ln, whwh is usually central, is
ywnoa. mtm:unn

m ial i i ericarditis does not usually present such
an scute picture. bysterias may be impossible to
differentiate from m unless one has a good

it were an infarction. One must exclude the possibility of acute
abdominal conditions that may present with chest pain.

Initial management
mmmmmdkﬂqmemldﬂA
narcotic drug—heroin or morphine—should be given intra-

In sssessing patients the most important factors are pulse rate
2nd chythm, blood pressure and. shock, aad signs of bearc

Bradywdo—A pulse below 50/min in non-athletes responds
well to 0-3 mg of intravenous atropine. If necessary, more can be
given—up to 0-9 mg. This may also reduce shock and limit the
final size of the infarction. If the patient is not shocked and is
‘normotensive he may do well without being given atropine.

TM«—MliiObﬂBpﬂ'mmnm
the latter being
mwenerhm It will respond to intravenous lignocaine,
Z-Snﬂole%idmmmediwofndzyundu—
or of any

le/al.un Thuu\nnilylcnuleﬁ ventricular failure and
is best treated with intravenous diuretics, such as frusemide
(Lasix) or bumetanide (Burinex).

Vomiting—Cyclizine is available combined with morphine
for an i injection, or a similar ic may be given
separately.

ion and shock are often associated with one of the
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Beyond the Surgery

General practitioner at school

H G BARNES

Since 1969 I have been school medical officer to the Newcastle
Royal Grammar School. I succeeded Dr Andrew s:nuhmmh
the pattern of which he set. He had followed the first school
doctor, a paediatrician appointed by the board of governors on
the advice of Sir James Spence, the first Nuffield professor of
poedm.ne‘ The brief then was that of adviser and consultant—

of regular sessions
this bill with distinction. I was appointed when he left to devote
more of his time to university teaching. For me this appointment
was a pleasure and a challenge. I had spent seven happy years
at the school as a boy in the 1930s. 1 had been influenced greatly
by an outstanding headmaster and stimulating staff, as had my
close friends. 1 was glad that I now had an opportunity to be
part of an inscitution I respected. P«hnptlcwldtemywmeof
the debt I felt I owed for the education I had received and the
friendships I had made.

TheNeweulleRnyalGnmmnSdmoluldayu:hoolma
like many of the well-known grammar schools was founded in
bluff King Harry's reign. There are 1000 boys and 70 staff, with
40 visiting and clerical staff. The school functioned under
dn'eclmxyﬂem until 1976 when, like many similarly placed,
it clected to become independent. Predictably it thrives;
competition for entry is as keen as ever, and the school plays an
important part in the educational, cultural, and sporting life of
Newecastle.

1 started with a feeling of anxiety and strangeness in my new
role. My office was a small room that I shared with the physical
education master. I visited the school on two afternoons a week
(1 still do), and on those afternoons I managed to clear a space on
the desk amidst stopwatches, gym-vests, sport shoes, |ockunp|,
‘embrocation, rugby balls, and other impedimenta. The cl
mdswuwmofmnaﬁummmmmwm
nmfotmymen;oymemoﬂhuob.ltdnmnmedreqm:(or
‘more suitable and
wnhlnnmmlwnlmulledml:mmncwofﬁcemlhe(ym-
nasium—weights, horses, mmr«nﬂ foils making
‘way for couch, washbasin, desk, and filing cabinet.

Looking after 1000 boys

But what of the job itself? Why have a doctor for a school of
1000 apparently healthy boys 2 I am sure that a portion of what I
do is repetitive, boring, and probably unnccessary, yet the
contact I make with the boys when I cxamine them on entry is
valuable in establishing early rapport. A record is made of

and a protective hitching-up of under-
pants. I examine about 220 boys cach year, and this occupies me

fnllyl‘ouwoumn

tﬂmmhelpwnhmsocp-mmme Gemn;xfonm

signed by parents for this onslaught on their sons, and mustering

those to be inoculat isati il

‘medical

ted taxes my organisational ability. In 1980

demands with the athletic sports, so BCG
jabs were administered between the heats of the long-jump and
the 100 metres. Before my appointment I had never witnessed a
Heaf test nor performed a BCG inoculation. A visit to my local
chest physician ensured that I knew the technique of administer-
ing the dose and the few contraindications. With paramedical
help it is not difficult to administer 100 doses in an hour.

nndm&mnukmndm.l

room is certainly a successful tactic if measured by the noisc of a
fainting body sliding under the seat.
For school-leavers (this year 113 went to university, 15 with
awards—I quote these figures to underline my natural
anxiety on how to pitch a talk on health to intelligent young
adults) we hold a health symposium. I talk to them about
contraception, bravely holding up for their inspection samples
of the pill, the coil, the cap, the sheath, and guard the samples

above and should be trested ‘appropriately. There is no specific wdlnlhemunmiudmthemk:e‘lwm‘ membumdu.-'h
trestment of proven val peared. 1 am aware I am 100 late in my educative 30
Coleford, Bath “Anciarrhythmic m.-mu of these have been proved to e e e o as some are concerned: 12% of girls under 16 have already had
. ‘reduce mortality if tak ‘measure. M8, PG, general practitiones 1 would have more impact and effect if I had the
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'MYOCARDIAL INFARCTION cheapest (Pantridge) model costs, and no other agency has

Further treatment for myocardial infarction depends on your
wo{nﬂmnimmmmnmmm

wnhtoadnmwhmpmlthme
with bradycardia and other severe arrhythmias. Also one needs
to admit those patients who cannot be looked after at home,
mn(tolockofﬁmllyornumn(ntmedadmwmmdm
1 think that if a patient has been admitted toa

for his first infarction it is problbly best to an
'him for his second, as he will miss that high technology if treated

at home. When a patient is told he can stay at home he often
gives a sigh of relif—and may be saying, “Thank heavens, it’s
oaly a small one.”
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Investigations in the carly stages are not likely to be of much
use because six hours after the onset of pain Q waves have only
appeared in the clectrocardiographs (ECGs) of only half the
patients investigated. There are usually some other changes
before this, however, though they may not be specific. Cardiac
enzymes may take longer to become raised. One should arrange
for ECGs to be taken, however, and for blood samples to
estimate cardiac enzymes. If the paticnt is kept at home the
general practitioner must be willing and able to stay for a while,
preferably until at least two hours after the onset of symptoms.
Hesho\ddbewdhumnvunmenmealylfmrymdona
daily basis for the next few days. It is best to get the patient
moving after not more than two or three days in bed. Patients
with pulmonary embolism or dissecting aneurysm should
always be admitted to hospital.

Cardiac_arrest—The most hazardous time is the first few
minutes after the onset of symptoms. After this the chances of
cardiac arrest diminish rapidly. Three-quarters of those who
will die in the first 48 hours are dead in four hours; half of them
dlem!heﬁﬂ!hour lfyoumcd]edlndmmdmnaﬁer(he

If a defibrillator is not available, a sharp blow on the chest may
occasionally be successful and s ceruainly worth trying. If it is
not massage
and some form of il such as th: th—should
be:taﬂedlnthehopelhnthﬂpﬂ:enlm@lbedeﬁbnﬂued
later.

Cardiac massage—If the patient’s heart stops he will rapidly
loose consciousness and then stop breathing. The more rapidly
resuscitation is attempted, the more likely it is to be successful.
Cardiac massage is best given with the paticnt on a firm surface.
‘The heel of the hand should depress the patient’s lower sternum
142" n-meol‘abwtwpemmum.Ashon,nhupthnmn
most effective, and the recovery phase should be as long as
possible so that the heart can fill. You should continue for five
compressions before your assistant inflates the lungs. If you are

massage an & struggling patient for very long. If the patient

remains unconscious, and provided the pupils do not become
dilated and fixed, it may be possible to transport him to a
deﬁbnﬂ)&wbuttmmo(lfuﬂwwv«yd:mnhwnh
every minute.

Ideally, every general practitioner would carry a defibrillator
and be confident in its use, and every ambulance would be
cquipped with one. If possible, while one or two people attempt

another an intra-
venous line giving sodium bicarbonate 1 mol(mEq)/! per kg
body weight A Mlp correct the acidosis. Half this dose should
be given every 10 minutes. If resuscitation from ventricular
fibrillation is successful, the patient should be started on
lignocaine.

The “café coronary”
This cause of sudden death, although it does not usually
occur in the home, should be bneﬂy mentioned. A bolus of
food—commonly meat—gets stuck in the trachea. Usually
middle-aged men who have been talking while cating and
drinking are affected. The victim, who is speechless, w.u often
grab at his throat and be terrified. The quickest and best
treatment is to get behind the victim, encircle his chest or upper
abdomen with your arms, and give a sudden sharp squeeze,
expelling the bolus with a biast of the victim's expired air (the

Heimlich manoeuvre).

should like to thank Dr R D Thomas, consultant cardiologist at
the Royal United Hospital, Bath, for his advice.

is

If a cardiac monitor or ECG is not available blind defibrillation
should be attempted. Conducting jelly should be applied to the
defibrillator paddles, which should then be placed on the chest,
one over the mid-sternal region, the other over the apical region.
Any assistant should stand away from the patient as the first
shock of about 200 joules is given. If this is unsuccessful cardiac
massage should be applied while the machine is recharging, and
then a second shock at the same power—200 joules—should be
dm lfthnunwwcmﬁdathndtmmnmwuknhmﬂd

should be done before any other attempts at
rewsclmimmmlde If the third attempt is successful, they
will not be needed ; llnm,thzymunlik&ly(obemmﬁal.m
problem is that defibrillators are costly and uncommon. Ve
t«mdmummmmmswvnmm

Trove I have endeavoured to render this Treatife plain and ufeful,
yet I found it impoffible to avoid fome terms of art; but thofe are,
in general, cither cxplained, or are fuch as moft peopl underfland.
In (hort, I have endeavoured 1o conform my flyle to the capacities of
mankind in general; and, if my Readers do not atter cither themfclves
or me, with fome degree of fuccefs. On a medical fubjel, this is not fo
eafy a matter as fome may imagine. To make a (hew of learning is
cafier than to write plain fenfe, cfpecially in a (cience which has been
kept at fuch a diftance from common obfervation. It would, however,
be no difficult matter 10 prove, that every thing valuable in the praétical
part of Medicine is within the reach of common bilitis.

(Buchan's Domestic Medicine, 1786.)

to organise small group discussions. We also discuss
venemd disease, and 1 nvethzmtbe:ymp(om:, complications,
and treatment illnesses. I have the help of the local
tulhomythukhedunnmoﬁmmduhn(wnhmm
their abuse. I am now increasingly concerned about alcoholism,
and I will have the help of the director of the Newcastle alcobolic
clinic in presenting this subject at the next symposium.
‘The rest of the medical work consists in treating, fortunately,

mn),nm:uppmmthcoddmwboymthhnmmy
related abdominal colic, and trying to help with psychological
problems of boys referred to me by the staff. The staff impress

may be present—a pleasant way for me to feel part of the school
and to be available for discussion. In the common-room I meet
colleagues who tell me that Smith cannot read the board, Jones
has awful headaches, and Brown is covered with spots. I am

dwwwavedmmmﬂrmchmvmldo
not know and have never met, the irregularities of
their wives, and the excesses of their pnemt-m-hw.
hr«mlmhdpedwnhmychh(Ihaveldnu.hmhm
mme),mmwmpe-(lhhwuymyhndneoohu‘),
and, most important, am offered warm friendship by a group of
professional people whose company I enjoy and whose know-
ledge I respect.

General practitioners as doctors to other schools will no doubt
uhluemml.owmdymewhommwbﬂrd
ing schools and whose pupils are registered patients will have a
closer ip and have greater ility, but I suspect
that there are few who enjoy the job more than I. For I am
lucky that my relationship is founded on a broad base. I was
happy as a pupil myself, as was my son, and I was invited to be
school doctor when a few of those who taught me were still
teaching. 1 have made good friends with colleagues whose
interests lic outside medicine, and with other doctors doing the
same job who are members of the Medical Officers of School
Association. And I am stimulated and have pleasure in being
amidst a thriving community of boys whose talents in music,

, science, sports, and in many other activities never cease
to astonish me.

Medical Records

History of our records

IAN TAIT

1 think that medicine, for a learned profession, is sadly neglectful
of its own history. A historical perspective often helps us to see
why it is that things are as they are and indicates the direction in
which it is right for us to move. The history of our records in
general practice has much to teach us.

It sometimes seems that our present record system is assumed
0 be an inevitable fact of lifc and therefore The

male working population between the ages of 16 and 70 were
compulsorily insured. General practitioners were invited to

pprovide medical services for insured patients. The Government
realised the potential value of the statistical information about
the health of the working population that might be made avail-
lhleunrmdloflhemed:alanpvmunderlhelmoﬁhe

truth is, of course, that it is the consequence of decisions,
‘compromises, and chance events. It is not inevitable. It is bound
to change, and we have 10 try to see how we got where we are
and what we now have to do to achieve the kind of records we
need. This article summarises the main events and influences
that have created our present record. It also sceks to identify the
‘main reasons for our apparent inability to introduce changes in
our record-keeping system when these were seen to be required
and will try to indicate what lessons the history of our records
has to guide our cfforts in the future.

Begianings

‘We can trace the ori of our record system to Lloyd
George's National Insurance Act of 1911. Under that Act the

Aldeburgh, Suffolk
IAN TAIT, Ms, FrcGP, general practitioner

Act. For thi the Act included a clause that imposed upon

them under their conditions of service.”

TIN BOXES

In 1913 a form of record was introduced for this statistical
purpose. At the end of the year the doctor was required to return
this record for analysis. For our purposes, the only i mleumn‘
thing about this record is that tin boxes were provided in which
to keep them. Thmlmrdswmmmunnln”,whm!hcy
were given up 8s a temporary wartime measure. After the first
‘world war the question of what kind of record should be kept by
general practitioners had to be reconsidered. An advisory com-
mittee (the Rolleston Committee) was set up in 1920 with the
following terms of reference:

“To consider and advise the Minister of Health and the
Scottish Board of Health as to the form of medical record to be
prescribed under the conditions of service for medical practi-
tioners.”
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