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Emergency care

Turbulent times
J Wardrope, P Driscoll

The pace of reform may exceed capacity

e thank David Lammy,' George

Alberti,” and Matthew Cooke’

for their thought provoking
editorials. We also appreciate the contri-
butions for the “For debate” section.
Some may find the views of Leaman®
extreme but we sense that he articulates
the thoughts of many A&E clinicians
concerning progress in reforming the
emergency care system. “See and treat”
is not a new idea. Professor Tony
Redmond when he was in charge of
North Staffordshire developed this
model of a senior clinician at the front
door.” It makes a lot of sense to bring
forward some of the decision making
and starting investigations as soon as
possible.*®

Leaman® and Windle’” both make the
important point that this is yet another
initiative that catches the imagination of
managers and politicians. As a result it is
being pressed into service across the
country without a detailed assessment of
the efficiency, cost efficiency, or sustain-
ability. NHS Direct, Walk in Centres, face
to face computer triage are examples of
other centrally driven initiatives that
were implemented without adequate
evidence. They certainly have been “suc-
cessful” in that lots of people use these
facilities. Unfortunately this has been
due to the creation of new demand for
NHS resource, rather than helping with
the existing workload in A&E or primary
care.®” Instead this new demand has
sucked up resource and staff that might
have been more effectively employed in
primary care or in A&E. We will never
know the answer to these questions, for
trials with adequate design have not
been carried out.

As Leaman® quite correctly points out
the main problem facing the NHS is lack
of capacity to meet the demands of mod-
ern health and social care. The old NHS
was based on the philosophy of the”
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greatest good for the greatest number”.
The aspiration of the new NHS is the best
possible care for all, a laudable aim but
hopelessly idealistic with current re-
sources and staffing.” Add to this the
huge new demands of the medico-social
needs of older patients and the cracks
appear in the emergency care system.

Lammy' assures us that new resources
are being put into the NHS to try and
provide better care. Alberti,” Cooke,” and
Castille and Cooke" point out that new
ways of working may help this problem.
Things are improving, mainly for pa-
tients with minor problems but the
intractable problems of lack of capacity
to handle admission workload remain.

Long waits in A&E are the symptom of
the malaise that is taking hold of our
current systems. Dealing with symptoms
rather than the root cause of the disease
is like giving an aspirin for headache to a
patient with a subarachnoid haemor-
rhage. This might improve the most
pressing problem but leaves us with the
potential disaster of system melt down
as our departments struggle under the
weight of acute medical admissions.
Work by Cooke (Cooke MW, ef al, annual
scientific meeting Faculty of Accident
and Emergency Medicine 2002) and
Miro" show that the main determinants
of A&E overcrowding are hospital bed
occupancy and availability of medical
beds.

If “See and treat” brings new addi-
tional experienced staff, more resources
and more space to our departments, then
it should be welcomed. We all want more
staff. We all want to reduce waiting
times. We all want to provide a good
service. However, we cannot divert exist-
ing staff to deal with minor injuries
without convincing evidence that it does
not compromise care of the more serious
cases or simply transfer the bottle neck
of patient flow to another part of the
system.

EDITORIALS

Operational research in A&E is often
difficult and hard to fit into the “ran-
domised trial” pattern but well con-
ducted studies are possible but they need
to be thought of as part of the implanta-
tion of a new initiative, not as an
afterthought. In doing such studies we
need to aim to improve all the aspects of
quality of patient care—not just speed
through the department. Consequently
the in house clinicians, trust managers,
and the A&E specialists all must be will-
ing to change.

This edition of the EMJ brings to-
gether a huge amount of material on the
organisation and delivery of emergency
services. We hope it will provoke discus-
sion and debate. The care we deliver to
our patients is probably as dependent on
sound managerial structures and proc-
esses as on individual clinical excellence.
We await your responses to emjonline.
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