
and warm. To make it small and confined is bad. It is not only the
claustrophobic who feels ill at ease in a small space. The anxious
and the nervous need room to fidget, sometimes even,when alone,
to pace about. A lady with a severe anxiety state, addicted to
sedatives came into the surgery today and said laughingly " we
have had so much talk in there-it all started with that man who has
just gone out and then another girl came and joined in. I hope I
did not disagree too much with what he said ". Part of this girl's
psychotherapy had been administered before ever she reached the
doctor. A lonelywait-for even those with an appointment have to
wait a little time-in cramped surroundings would have done harm,
whereas she had undoubtedly benefited.
With so many matters undecided, careful study and the collection

ofmany personal experiences and points ofview are needed. Surgery
accommodation cannot be drawn on a master blueprint. The
Ministry have been wise in stating only broadly what it considers
to be minimum requirements and in allowing the development of
the surgery to progress through individual endeavour. But " surgery"
it will remain for some time yet, whatever shape or size or colour
the rooms may be.

ACCIDENT AND EMERGENCY SERVICES*
In 1962 in England and Wales there were 23,120 deaths from acci-

dents of all kinds. About one third were from road accidents and
a similar number occurred in the home. The total was about four
per cent of deaths from all causes, and represented a loss of working
life of males under 65 equal to one eighth of the total loss. The loss
of work from incapacity due to non-fatal accidents is not known.

Five million new patients are seen annually in hospital casualty
departments, a figure which has increased by 24 per cent between
1953 and 1960, and 60 per cent of these were suffering from the
effects of injuries, though less than one in ten needed inpatient care.
Such is the measure of the problem which the subcommittee

tackled, and its findings and recommendations were published early
in September. Many sources of information were tapped, and the
College of General Practitioners among others gave evidence. There
are several ways in which the report has an impact on general practice
and it is worthy of detailed study.
The main recommendations included the following: That the
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name " Casualty Service " should be altered to " Accident and
Emergency Service ", this chiefly to make it clear to all who use the
service that it is intended for emergencies only, and is not to be
cluttered with applicants for treatment who should by rights present
themselves to the family doctor service.
That the units should be adequately staffed by experienced

doctors, and accordingly reduced in numbers and made to serve a
larger area, so that all cases of injury would receive the highest
possible application of skill in their care, even if this meant by-pass-
ing a hospital without these special facilities en route from the scene
of the accident.
Other proposals, with which no one would wish to differ, include

theneed for adequate consultant cover, the keeping ofproper records,
the provision of a sufficient number of inpatient beds, the deploy-
ment of ancillary staff, radiographers, laboratory technicians,
and so on, and the need for better training of ambulance crews.
A table on page 19 of the report shows that at present over half

the patients are seen by doctors not senior to housemen,
and seven per cent are dealt with by general practitioners. Only
two per cent are seen by consultants and "in many hospitals
there is at present no provision for the most seriously injured patients
arriving in the casualty department to be seen immediately on arrival
by senior doctors ".
That there is recognition of the need for local services for minor

casualties is specifically stated on page 27 (para 69), and the same two-
mindedness is displayed in the summary on pages 39 and 40:
" All injured patients requiring hospital treatment should be taken direct to

accident and emergency units staffed and equipped to deal inmmediately with
major injuries . . . " followed two paragraphs later by " Some hospitals not
designated as accident and emergency centres should provide for the treatment
of minor injuries . . . "

It is all very well to insist on large areas of cover, and advanced
centres of treatment, but the committee evidently realize the folly
of carrying out their plans literally. It is right for the major cases,
but services must be maintained suitable for the vast majority of
minor accidents which can be adequately managed locally. The
report states that " minor injuries should go only to selected small
hospitals with either a resident medical staff or an effective rota of
general practitioners able to attend at short notice ", but omits
to mention how ambulance men are to distinguish between minor
and other injuries-which is one of the practical stumbling blocks
in such an arrangement.
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