
© The Ulster Medical Society, 2014.

Letters 49

www.ums.ac.uk

McIvor MD, FRCP(C)

Department of Medicine, McMaster University, Ontario, Canada

Dr. Hambly is a Fellow in Respiratory Medicine, Dr. Sekhon is a 
fellow in Rheumatology, and Dr. McIvor is a Professor of Medicine 
at McMaster University, Hamilton, Ontario, Canada.

Authors have no conflict of interest.

T2127 Firestone Institute for Respiratory Health 
St. Joseph’s Healthcare, McMaster University 
50 Charlton Ave East 
Hamilton, Ontario, L8N 4A6. Canada 
Email: amcivor@stjosham.on.ca 
New to Twitter Follow me at @MacCOPD 
Like My Facebook Page  https://www.facebook.com/MacCopd 
Phone: 905 522 1155 Ext 34330 
Fax: 905 521 6183

references

1. Wilson WA, Gharavi AE, Koike T, Lockshin MD, Branch DW, Piette 
JC, et al. International consensus statement on preliminary classification 
criteria for definite antiphospholipid syndrome: report of an international 
workshop. Arthritis Rheum. 1999;42(7):1309-11.

2. Miyakis S, Lockshin MD, Atsumi T, Branch DW, Brey RL, Cervera R, 
et al. International consensus statement on an update of the classification 
criteria for definite antiphospholipid syndrome (APS). J Thromb 
Haemost. 2006;4(2):295-306.

3. Deane KD, West SG. Antiphospholipid antibodies as a cause of pulmonary 
capillaritis and diffuse alveolar hemorrhage: a case series and literature 
review. Semin Arthritis Rheum. 2005;35(3):154-65.

4. Koolaee RM, Moran AM, Shahane A. Diffuse alveolar hemorrhage and 
Libman-Sacks endocarditis as a manifestation of possible primary 
antiphospholipid syndrome. J Clin Rheumatol. 2013;19(2):79-83.

5. Cartin-Ceba R, Peikert T, Ashrani A, Keogh K, Wylam 
ME, Ytterberg S, et al. Primary antiphospholipid syndrome-
associated diffuse alveolar hemorrhage. Arthritis Care Res. 2013 Aug 
27. doi: 10.1002/acr.22109.

6. Erkan D, Lockshin MD. Non-criteria manifestations of antiphopholipid 
syndrome. Lupus. 2010;19(4):424-7.

WhAT becoMes of The broken nose? 

Editor,

Nasal fractures are the most common facial injury, frequently 
associated with aesthetic, functional and psychological 
complications1.  Closed reduction of fractured nasal bones is 
first line treatment commonly employed by Otolaryngologists 
and Plastic Surgeons, however some patients require open 
septorhinoplasty1.    

In our practice the incidence of fractured nasal bones appears 
to be rising from approximately 100 cases in 2008 to 170 
cases in 2012.  For 95 percent of cases closed reduction of 
fractured nasal bones led to satisfactory results.  However 
an increasing numbers of patients are being seen, following 
closed reduction of fractured nasal bones, who are unsatisfied 
with the result and are requesting further surgical intervention.  
Our review of 700 patients from 2008 to 2012 has shown a 
rise in those undergoing either rhinoplasty or septorhinoplasty 
from 1.9 percent to 8.4 percent.  

Seventy percent of patients with fractured nasal bones were 
male with an average age of 31 years, of which approximately 
50 percent sustained nasal injury secondary to alleged 
assault. SIMON (Single, Immature, Male, Overly expectant 
and Narcissistic) is an acronym commonly used to identify 
patients who are likely to be unsatisfied with the outcome of 
nasal surgery2.  We appear to be seeing an increasing number 
of patients fitting the SIMON criteria who are ‘unsatisfied’ 
with the outcomes of a procedure that in general provides 
satisfactory results.  Alternatively there maybe a legal 
motivation for those pursuing open surgery considering 
that almost half of our patients reported injury secondary to 
alleged assault3.  

Complex nasal injuries are frequently associated with high 
failure rates, following closed reduction of fractured nasal 
bones.  These include grade III fractures involving the nasal 
septum and patients with previous nasal fractures1,4,5.  Septal 
involvement is frequently underestimated by physicians when 
assessing and managing nasal fractures1,4,5.  Our study showed 
many discrepancies between findings documented at the time 
of clinic compared to at the time of theatre, particularly in 
relation to the nasal septum.  If closed reduction of fractured 
nasal bones is conducted without addressing a septal 
fracture, the septum will in time move the nasal bones back 
towards their deviated position1,4,5.  Moreover, our results 
showed that approximately 25 percent of patients who had 
an unsatisfactory outcome reported previous nasal fractures.      

Fractured nasal bones are successfully treated by closed 
reduction in the vast majority of cases, however a rising 
number of patients are now undergoing open surgery.  We 
believe the reason for this increasing trend is multifactorial.  
Our results suggest that there is an increasing number of 
SIMONs within our society who are frequently unsatisfied 
with the result of cosmetic surgery or surgery following 
assault or injury.  Furthermore factors such as status of 
the nasal septum and previous nasal injuries have to be 
considered if initial treatment is to be successful.  Finally it 
is the authors experience that increasing numbers of patients 
with nasal fractures are being booked for septorhinoplasty at 
the outset rather than nasal bone manipulation if this is felt 
acceptable at the time of consultation and we predict that this 
trend will continue.
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generAl pAediATric surgery: A survey 
of norThern irelAnd generAl surgery 
speciAlisT regisTrArs

Editor

inTroducTion: 

From 1994 to 2005, paediatric surgical activity in district 
general hospitals (DGH) in England declined by 30% across 
all surgical specialities1.  We surveyed current NI general 
surgery specialist registrars to establish their intentions 
as regards general paediatric surgery (GPS) for eventual 
consultant practice if appointed to a DGH.

MeThod: 

Thirty-five speciality specialist registrars were sent an on-line 
questionnaire. Enquires concerned previous experience of 
paediatric surgery, conditions and age profiles of children the 
respondent would be prepared to treat in eventual consultant 
practice if appointed to a DGH. 

resulTs: 

The response rate was 71% (n=25).  Thirty-six percent 
(n=9) of specialist registrars had previous experience of 
specialist paediatric surgery.  Operations trainees would 
offer if appointed to a DGH are reported in table 1. The age 
profiles of children with a minor head injury, appendicitis and 
an acute scrotum that trainees would be prepared to admit 
under their care or operate on are reported in figures 1, 2 and 
3.  Sixty percent (n=15) felt a period of paediatric training 

during registrar training would make them more attractive 
to an employing trust, yet only 52% (n=13) felt this should 
be mandatory.  

discussion: 

The provision of GPS in the DGH has reached a crossroads.  
The fundamental problem has been a failure to train 
and appoint sufficient numbers of general surgeons with 
appropriate paediatric skills and experience.  The major 
finding of this survey is that the majority of trainees are 
interested in emergency GPS and have indicated a desire 
to provide a service in the future.  This is at odds with the 
findings of Craigie et al who conducted a survey of adult 
general surgeons and their paediatric practice in Scotland in 
2005.  At that time, 70% of DGH and 100% of remote and 
rural consultant general surgeons reported that they operated 
on children regularly, yet only 29% of these surgeons thought 
their successor would follow on in a similar role2.  

“Delivering a First Class Service” published in 2007 by the 
Children’s Surgical Forum recognised that not all DGHs 
would continue to provide GPS but that larger DGHs should 
have sufficient workload, staffing and facilities to continue 
to provide children’s services.  The forum proposed that 
“children and their families must be able to access minor/
routine surgery and outpatient facilities for more specialised 
conditions locally” and that “children’s services should be 
seen as an essential service”3. 

Table 1.

Service trainees would intend to provide in  
Consultant practice.

Operation
% Registrars  

(n=25)

Appendictecomy 88

Scrotal exploration 80

Suturing of minor facial laceration 76

Incision and drainage of abscess 84

Admit a child with a head injury 68

Trauma laparotomy 28

Elective circumcision 44

Toenail surgery 60

Orchidopexy 16

Herniotomy 20

No paediatric service 12

Figure 2 – Minimum age profiles of patients trainees would admit with minor head inury 
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Figure 3 – Minimum age profiles of boys trainees would operate on with an acute scrotum. 
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Fig 1. Minimum age profiles of patients trainees would admit with 
minor head inury

 

 

 

 

 

 

 

 

 

 

 

Figure 4 – Minimum age profiles of patients trainees would operate on with appendicitis. 
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Fig 2. Minimum age profiles of boys trainees would operate on 
with an acute scrotum.


