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Wait – it’s too much! 



Publish or perish 



Publish AND STILL perish 



Did we really need to study that? 



More? 

» Does the world need 
another publication? 

 

» Don’t we have enough 
research already? 

 

» Potential for impact? 

  



We don’t even know what we don’t know… 

“there are known knowns; things 
that we know that we know 
 
there are known unknowns; things 
we know we don't know 
 
then there are unknown 
unknowns, things we don't know 
we don't know” 
 

D.R. 



Wardley 2015 



Why review the evidence? 

» Because it is only 2017! 

 

» It is unlikely that we have reached peak 
knowledge in emergency medicine. 



Skeptic’s Solutions 
 

» Let’s take a skeptical approach 
role to EM publications from 
the past year 

 

» Is there anything new that 
might be worth thinking 
about? 

 

 

 





5 
eFAST 🇨🇭 



eFAST 



eFAST 



eFAST 

» Retrospective study of 109 patients who received both CT and 
eFAST. Reliability for detecting pneumathoraces? 

» Overall sensitivity for pneumothorax on eFAST was 0.59 and 
0.81 for pneumothoraces requiring treatment.  

» Missed pneumothoraces: 

– less likely to be ventral (30 (47.6%) vs 4 (9.3%) and  

– more likely to be apical and basal (7 (11.1%) vs 15 (34.9%), 
11 (17.5%) vs 18 (41.9%).  

– smaller than the detected pneumothoraces  

– 30% required tube thoracostomy compared with 88.9% of 
those detected with eFAST.  

» Bottom line – eFAST can miss smaller pneumothoraces 



4 
Antibiotics and Abscesses 🇺🇸 



Antibiotics and Abscesses 



Antibiotics and Abscesses 

» I&D is the key step in the management of skin abscess  

» What about antibiotics? 

» Randomized trial with 786 patients with skin abscess ≤5 cm 
(most were larger than 2 cm) who underwent incision and 
drainage,  

» Higher 10 day cure rates were observed among those who 
received antibiotic therapy (TMP-SMX or clindamycin) than 
placebo (82 - 83 % versus 69 %);  

– MRSA was isolated in 49 percent of cases 

– Adverse events -  antibiotic group 11-22% vs placebo 12% 

» Bottom line – Consider antibiotics after I&D for skin abscesses 
over 2 cm. 

 



3 
CT and Subarachnoid Hemorrhage 🇺🇸 



CT and Subarachnoid Hemorrhage 



CT and Subarachnoid Hemorrhage 
» Does the improved sensitivity of modern CT technology obviate the need 

for LP, especially in the initial hours of the disease? 

» High-quality meta-analysis focusing on the diagnostic accuracy of history, 
physical examination, LP, CT, and clinical decision rules for SAH.  

» 22 studies included, average prevalence of SAH 7.5%.  

– No single history or physical exam feature was able to rule out SAH 

– No clinical decision rule has yet been successfully externally validated.  

» Unenhanced CT within 6 hours of headache onset (3 studies) 

– Pooled sensitivity 100% (95% CI 98%-100%)  

– effectively ruled in (pooled LR+ 235; 95% confidence interval, 6–8744) 
and ruled out SAH (pooled LR− 0.01; 95% CI, 0.00−0.04).  

– Beyond 6 hours, the LR− was slightly higher but still low (LR- 0.07). 

» Bottom line - If a patient presents within 6 hours of headache onset and has a 
negative unenhanced CT scan, stop — you have ruled out SAH.  

 



2 
Trauma teams 🇨🇭 



Trauma teams 



Trauma teams 

» Do trauma team models with a formalized, specialty-based 
trauma team, with specific activation criteria and staff 
composition, perform differently than emergency physician 
delivered models? 

» An observational registry-based study (NS vs NB) with 377 
adult trauma patients with ISS > 12 

» Primary outcome: survival to discharge or 30 days. 

– No difference (88% vs. 89%; p = 0.8608)  

»  Secondary outcomes  

– Mean ISS same (TT 20.4 vs. EP 19.6; p=0.29) 

– TT had more transfusions, shorter time to CT for head injury and shorter time 
to OR 

» Bottom line – process, but no survival difference found 

 



Trauma systems 

» 2.1 

N=328 
 
ISS >12 
 
Survival to  
hospital 
 
AEMS 92% 
BEMS 95% 



1 
Whole body CT 🇳🇭 



Whole body CT 



REACT-2 

» In patients with severe trauma does immediate total 
body CT scanning (intervention) compared with 
standard workup with selective CT scanning (control), 
reduce hospital mortality? 

– RCT - 1403 adult trauma patients with potentially 
severe injuries (320 excluded post randomization)  

» Primary outcome:  

– In-hospital mortality   

• No significant difference  

• intervention group 15.9%  vs. control group 
15.7% (p=0.923)  

 

 

 

 



REACT-2 
» Selected Secondary outcomes: 

– Radiation exposure was increased (a bit) in the intervention group 

• ED Radiation exposure (median): 20.9mSv (IQR 20.6-20.9) vs. 20.6mSv 
(IQR 9.9-22.1, p<0.0001 

• Hospital Radiation exposure during: 21mSv (IQR 20.9-25.2) vs. 20.6mSv 
(11.8-27.6), p<0.0001 

– Time to imaging completed – less in intervention group 30min vs. 37min   

– Time to diagnosis –reduced in the intervention group 50min vs. 58min 

– Direct medical costs – no difference 

– Number of missed injuries – no difference 8.8% vs. 10.1% 

» Pre-determined sub-group analysis 

– No significant difference in hospital mortality for: 

• Patients with ISS ≥16: 22.4% vs 24.8% 

• Traumatic brain injury: 38.2% vs. 43.7% 

» Bottom line – whole body CT should be used in poly-trauma patients 
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REACT-2 showed the difficulty of trying 

to establish beforehand which patients 

are severely injured, as opposed to 

selecting patients with polytrauma 

retrospectively, when results of 

radiography are known and an Injury 

Severity Score is already attributed to 

the patient.  



Bonus 

Impact Brain Apnea 🇬🇧 



Impact Brain Apnea 

IBA is a potential cause of early death in some head injured patients.  
It is likely that early, simple interventions to prevent apnea could improve 
clinical outcomes. 



Bonus 2 

Live long and prosper 🇰🇷 



Live long and prosper 

Working 61 to 70 hours a week increased the risk of coronary heart disease by 42 percent, 
and working 71 to 80 hours increased it by 63 percent 
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Thank you 
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