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Can CT alone rule out acute 
SAH? 

• A 35 y.o male has a sudden 
onset HA (or HA with syncope) 
and is neurologically intact.  
Can a 3rd generation CT scan 
performed within 6 hours of the 
onset of the HA rule out a 
SAH? 

 

Can CT alone rule out acute 
SAH? 

•  Prospective cohort study from 11 Canadian 
tertiary care ED’s from 2000-2009 

•  Alert patients >15 non traumatic HA , GCS 15 
–  Peak onset HA within 1 hr 
–  Normal exam and had CT as part of work up 

•  Excluded patients with HA >14d ago, 3 or more  
similar HA’s, focal neuro deficits or papilledema, 
transferred pts or hx sah or brain neoplasm 
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Can CT alone rule out acute 
SAH? 

•  Outcome measures:  SAH defined by 
–  SAH blood on CT read by qualified local radiologist 
–  3rd generation scanners, 4-320 slice 
–  Xanthochromia in CSF (visual inspection) 
–  RBC’s > 5x10 6th/L in final CSF tube   

•  Follow up 6 months 

Can CT alone rule out acute 
SAH? 

•  3132 patients, 240 SAH (7.7%) 
 
•  119/2179  SAH+ CT > 6 HR 
   
•  121/953  SAH + CT <= 6 HR   
 

Can CT alone rule out acute 
SAH? 

Can CT alone rule out acute 
SAH?  Concerns? 

•  SAH like HA’s were considered up to 1 hr onset 
–  Median time was 3.4 minutes 

•  Only 50% patients got LP’s after negative CT 
–  Tended to be older and longer onset HA  and not 

worst HA 
–  Less LP’s in the < 6hr group 

•  Who came up with their LP cut-off of 5 X 10X6th 
RBC/L in final tube? 

Can CT alone rule out acute 
SAH?  Concerns? 

•  Must be a qualified radiologist 
–  No resident interpretations 

•  2 % lost to follow up @ 6/12 
•  Is f/u at “proxy for the gold standard evaluation”? 

–  Does survival at 6/12 r/o pathology? 

•  Needs to be validated 

Can CT alone rule out acute 
SAH?  Conclusions 

•  Moving to the point where if done early the 
likelihood of false negative CT is equivalent to 
false positive LP’s 

•  CODE SAH 
–  Get your patient’s in the scanner early 

•  LP not entirely dead yet:  
–   alive for > 6hr group 
–  Rules out/in other pathology 
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Study Group: 136/217  healthy patients between the ages of 2-17 with   
Isolated extremity fractures for procedural sedation 
 
Blindly randomized to Ketamine + Propofol  vs Ketamine Alone 
 
Primary Outcome:  Total sedation time 
Secondary Outcome:  Time to recovery, Adverse events, efficacy and  
satisfaction scores 
 
Tertiary care pediatric hospital in London Ontario June 2007-Aug 2008 
 
 

Ann of Emerg Med Vol, 57 No. 5:  May 2011  425-433 

 
•  Ketamine is emetogenic and leads to post 

procedure agitation 
•  Propofolàhypotension & respiratory  depression 
•  Propofol lacks analgesic properties 
•  Combination willà reduced doses of each agent 
 

•  Two groups: 
–  Ketamine group: 1mg/kg ketamine + 0.25mg/kg prn 

boluses q2min 
–  Ketofol group:  0.5 mg/kg ketamine followed by 0.5 

mg/kg propofol + 0.5 mg/kg boluses propofol q2min  
–  Syringes are filled with intralipid or NS to blind MD’s  
–  Similar Table 1  

 
Mean sedation time faster in ketofol  with 13 vs 16 minutes 
 
Faster median recovery time in ketofol group 10 vs 12 minutes 
 
Much less adverse events in the ketofol group 49% VS 25% 
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 NNT 
= 10  

Patients and health care providers report higher 
satisfaction scores when using ketofol 

Discussion Points 

•  Recovery and total sedation times are 
significantly reduced in ketofol group 
–  What is the clinical relevance of 3 & 2 min differences 
–  Authors hoped for 10 min diff in recovery times 
–  Maybe lower doses of ketamine used than usual 

•  Ketofol superior sfx profile:  NNT of 10 for VX  
•  Trend in reduction in post procedure agitation 

–  Maybe this would be relevant larger group or adults 

•  Everyone loves it 
 

Conclusions 

•  Male orthopedic surgeons are statistically 
stronger than male anaesthesiologists (grip 
strength) 

•  Mean IQ of ortho105.19  vs 98.38 anaesthesia 
•  Author conclusion: stop making fun of us 
•  According to Wikipedia 

–  MDs, JDs, or PhDs 125+ (WAIS-R 1987) 

•  We can make fun of both of them! 
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Validation of the ABCD2 score 

•  Estimates that risk of CVA after TIA is 
–  0.2-10% after 7 days 
–  1.2-12% at 90 days 

•  ABCD2 score has been widely implemented to 
predict CVA risk after TIA patients 

•  Original research states high risk defined as 
score  > 5 yet AHA states score > 2 high risk 

•  Never been validated 

Validation of the ABCD2 score 

•  Prospective cohort study from 8 Canadian ED’s  
between 2007-2010  

•  Study group: 2056  pt’s >18 who dx with TIA 
•  Exclusion: deficit >24 hr (CVA),  GCS<15, 

alternate cause for deficit ie met/endo,sz or 
presentation to ER > 7 days after event 

•  Primary outcome: Accuracy of the ABCD2 score 
at predicting CVA at 7 and 90 days 

•  Secondary outcome:  CVA or TIA within 90 days 

Validation of the ABCD2 score 

•  Of the 2056 patients 
–  Mean age 68 
–  96% underwent CT and 93% ECG 
–  45% sensory symptoms 44% motor, 38% speech 
–   overall 10 % admit rate   

•  Stroke in the next 7 days in 1.8% 
•  Stroke in the next 90 days in 3.2% 
•  Recurrent TIA w/I 7 days in 2.7% & 7.1% at 90d  

Validation of the ABCD2 score 

Validation of the ABCD2 score 

•  ABCD2 score is inaccurate at either cut point for 
high risk 
–  AHA cut point  > 2 is very sensitive yet not specificà 

too many admissions 
–  Cut point > 5 not very sensitive at predicting CVA’s 

•  Be more accurate in recording scores and 
asking patients about resolved symptoms 

•  ABCD2 raised awareness and patients g0t 
treated aggressively 

Validation of the ABCD2 score 

•  The ABCD2 score alone is not sensitive enough 
alone to identify high risk patients 

•  You have to use good clinical judgement 
•  Value the “C” of the ABCD2 score 

–  Hard motor weaknesses should make you nervous 
–  Score does not address post circ or amaurosis 

•  Know the resources of your local hospital 
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Not Human data yet consider …….. 
Acute administration of 6 beers or 1 bottle of  wine in your code 
stroke patients who receive t-Pa reduces infarct volume 
Can be given up to 4 hrs post stroke 
 
Code stroke + Booze 
 

You are working at the ER at 
Whistler…….. 

•  25 y.o male presents with vomiting for several 
years intermittently.   Mildly dehydrated.  Work 
up negative to date.   IVF started by RN.  Next? 

•  A)  Gravol 
•  B)  Maxeran 
•  C)  Stemetil 
•  D)  Zofran 
•  E) Send him home to take a hot bath 

Southern Medical Journal Volume 104, Number 9, September 2011 

Cannabinoid Hyperemesis 
Syndrome 

•  Cyclic vomiting and compulsive bathing 
behaviours in chronic marijuana users 

•  First reported in 2004 in Australia 
–  31 cases in medical literature 

•  43% US high school seniors have tried pot 
•  5% use it daily 
•  CHS is likely to be extremely under recognized 
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Cannabinoid Hyperemesis 
Syndrome 

•  Of the 31 CHS cases reviewed in the article 
–  Average age 32 
–  Average age of regular use 15.9 
–  Duration of daily use before cyclical vx  10.2 years 
–  Compulsive bathing 29/31àpathognomonic  
–  Mean bathing duration 5hr per day 
–  Significant improvement within 24-48hrs in hospital 

•  All patients presented multiple times to 
healthcare facilities and underwent many tests 

  

Cannabinoid Hyperemesis 
Syndrome 

•  Anti-emetics are not effective 
•  Possibly a paradoxical emetic effect from chronic 

stimulation of CB1 receptors CNS & Gut 
•  Ask your cyclical vomitters about chronic 

marijuana use 
•  If they come from the shower, the dx is clinched 
•  Can anyone think of a case they have seen……. 

Study group:   291 kids aged 6-23 months with clinical and otoscopic dx of 
AOM  from 2006-2009 Children’s Hospital Pittsburgh and Private peds 
clinic  
 
Eligible:  2 doses pneumococcal vaccine and dx of AOM by 3 criteria 
A)  Acute onset of signs and symptoms  B) Middle ear effusion   C)  Signs 
of middle ear inflammation  
   
Intervention:  Randomized 10 days amox-clav (90mg/kg) or placebo 
 
Primary outcome:  Time to resolution of symptoms and symptom burden 
Secondary outcomes:   Clinical efficacy, adverse events 
 
 
 

Treating AOM < 2 

 20 % of patients did not take all their meds 

Outcomes	
  
	
  

Amoxicilllin-­‐
Clavulanate	
  

Placebo	
   NNT	
  

Ini$al	
  Resolu$on	
  by	
  day	
  2	
   35%	
   28%	
  

Ini$al	
  Resolu$on	
  by	
  day	
  4	
  
	
  

61%	
   54%	
  

Ini$al	
  Resolu$on	
  by	
  day	
  7	
   80%	
   74%	
  	
  	
  	
  	
  	
  	
  	
   P=	
  0.14	
  for	
  all	
  

Sustained	
  Resolu$on	
  day	
  2	
   20%	
   14%	
   16	
  

Sustained	
  resolu$on	
  day	
  4	
   41%	
   36%	
   20	
  

Sustained	
  	
  Resolu$on	
  day	
  7	
  
	
  

67%	
   53%	
   7	
  

Treating AOM < 2 
Outcome	
   Amoxicillin/clavulanate	
   placebo	
   NNT	
  

Clinical	
  Failure	
  at	
  
day	
  4/5	
  

4%	
   23%	
   5	
  

Clinical	
  Failure	
  at	
  
day	
  10/12	
  

16%	
   51%	
   3	
  

Mean	
  symptom	
  
score	
  at	
  7	
  days	
  in	
  	
  
non	
  severe	
  AOM	
  

2.21	
   2.58	
   NS	
  

Symptoms	
  score	
  at	
  
7	
  days	
  in	
  severe	
  
AOM	
  at	
  baseline	
  

3.59	
   4.50	
   P=0.02	
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Treating AOM < 2 Treating AOM <2 

Treating AOM < 2: Discussion 

•  Several authors had ties to GSK 
•  All docs were certified “otoscopists” 
•  Multiple primary outcomes 
•  How to define treatment failure?   Red ear? 

–  Or improvement of symptoms? 
•  20% did not complete the abx 

 

Treating AOM < 2: Clinical 
Implications 

•  Amoxicillin still is considered 1st line agent  
•  Certainty of diagnosis is key to management 

–  If there is definite  AOM and severeà  TREAT 
–  If there is definite AOM but not severeà ???? 

•  Severe complications are rare in the developing world 
•  Code Brown! 
•  What would you do with your immunized two 

year old? 

 

Question:   Do Musical Prompts improve compliance with the 2010 
ACLS guidelines for chest compressions in 74 Australian EMS 
providers (100-120 BPM and 5-6cm compression depth) 
 
RCT crossover trial on EMS workers performing Compressions on 
manikins 
 
Randomized to :  No Music, Achy Breaky Heart or Disco Science 
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Musical Prompts for CPR 

•  Rates of 100-120 significantly higher in            
DS (82%) vs ABH 64% and NM 65% (P=0.007) 

•  Only ~40% of participants delivered to an 
adequate depth regardless of the group 

•  Alternative audible feedback mechanism’s may 
be more effective 

•  Another one bites the dust? 


