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toma. Other vascular complications include retroperitoneal bleeding, false aneurysms, arterial occlusion, arterial dissection, arterial
laceration, arteriovenous fistula, infection, and cholesterol emboli.4-6
There are several risk factors for the development of a postcatheterization hematoma. These include advanced patient age (greater
than 60), female sex, hypertension, low platelet count, large-bore
catheters, operator inexperience, poor groin compression after
catheter removal, high puncture site, abnormal vessel or graft,
clinical evidence of peripheral vascular disease, and anticoagulant–thrombolytic therapy.2,4,7 The likelihood of a vascular injury
is higher after coronary angioplasty or stent placement than after
angiography alone.2,5
The diagnosis is elusive and could mimic other diseases. Spontaneous RPHs usually do not present with a Cullen’s sign or
Grey-Turner’s sign. Retroperitoneal blood could also dissect into
the perineum or groin and cause scrotal hematomas, inguinal
masses, or scrotal/inguinal pain, as observed in this case.1 It has
also been reported that retroperitoneal blood could irritate the
psoas muscle and produce an iliopsoas sign such as is occasionally
seen in appendicitis. Neurologic signs could be present as a result
of compression of the femoral, obturator, and lateral femoral
cutaneous nerves.3 Nonspecific symptoms could be the only clue
to intraabdominal pathology and recently performed procedures
must be considered.
In cases in which the diagnosis of RPH is suspected, the definitive diagnosis can be made by CT scan. Ultrasound is a useful
adjunct because it could demonstrate free fluid in the peritoneal
cavity and provide a clue to the diagnosis.
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ZIPRASIDONE FOR SEDATION OF THE AGITATED ED
PATIENT
To the Editor:—Recently, the Food and Drug Administration
added a black box warning restricting the use of droperidol (Inapsine, Akorn Pharmaceuticals, Buffalo Grove, IL) citing “reports
of deaths associated with QT prolongation and torsade de pointes
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in patients treated with doses of Inapsine above, within, and even
below the approved range.” This warning has resulted in significant changes for EPs in treating several common conditions encountered in ED practice. Of primary concern is the management
of the acutely agitated patient.
Current recommendations from Akorn Pharmaceuticals reserve
droperidol “for use in the treatment of patients who fail to show an
acceptable response to other adequate treatments, . . .[and] all
patients should undergo a 12-lead ECG prior to the administration
of Inapsine to determine if a prolonged QT interval . . . is present.”
Further recommendations include “ECG monitoring should be
performed prior to treatment and continued for 2-3 hours after
completing treatment to monitor for arrhythmias.”
Many EPs have had droperidol removed from their hospital’s
formulary; or, in cases in which agitation precludes the determination of the QT interval, EPs are forced to use alternative, less
desirable treatments. These could include longer-acting antipsychotics, prolonging ED stays, or medications such as benzodiazepines, which carry a higher risk of respiratory depression.
A new class of antipsychotic has recently been approved for use
in the acutely agitated, psychotic patient. Ziprasidone (Geodon;
Pfizer Inc., New York, NY) has been shown effective in the
management of acute psychotic agitation.1-3 We have successfully
used ziprasidone in the ED for the management of agitation in
approximately 10 cases. Control of agitation is generally within 15
minutes of a single 20-mg intramuscular dose. This could be
repeated for a total of 40 mg (total recommended daily dose) if
indicated. Sedation is generally less prominent than with other
antipsychotics, but treatment was effective in controlling agitation.
The primary limitation we have seen with the use of ziprasidone
in the ED has been preparation for injection. Ziprasidone for
injection is in the lyophilized form and must be reconstituted with
sterile water. In practice, this takes approximately 3 minutes, and
without preservative or bacteriostatic additives, must be prepared
before each use or refrigerated for less than 1 week.
Our limited experience suggests that ziprasidone could be useful
in the management of the acutely agitated ED patient. Future
research could substantiate these findings and provide a new
method for EPs to manage the acutely agitated ED patient.
MARC L. MARTEL, MD
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CAN SEVERE ACUTE PAIN ESCAPE VISUAL ANALOG
SCALE SCREENING IN THE ED?
To the Editor:—Pain relief is certainly one of the most important components of medical care for all patients of all times
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