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SUMMARY. Patients who attended the casualty
department of the Middlesex Hospital during
one week in 1973 were interviewed. A pre-
dominantly young and working population used
the department. Relatively few patients lived
close to the hospital but many worked nearby.
One third of all attendances were by patients
who had been asked to return by casualty
doctors. About half the new patients came of
their own accord; the next largest group had
been sent directly from work by an employer or

occupational health service. Half the patients
came with injuries, many of them superficial,
although there were also serious accident cases.

One fifth of the patients had no general
practitioner whom they could consult. Age and
geographical mobility were related to whether or

not patients were registered with a general
practitioner. The main reasons for not consulting
a general practitioner were that patients felt they
needed hospital treatment or that it was more
convenient to attend the casualty department. It
is suggested that the view that casual attenders
with relatively trivial complaints should be
encouraged to go to a general practitioner is not
always applicable since social as well as medical
circumstances determine whether or not patients
decide to visit casualty.
Introduction

AS PATIENTS are able to go to an accident and
** emergency department, commonly called casu¬

alty, without an appointment or referral by another
doctor, the illness and injuries that they present are
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inevitably varied both in nature and in degree of
urgency. This mixture of serious with minor conditions
and of urgent with non-urgent cases, combined with a

high workload much of which stems from complaints
that appear medically trivial, causes difficulties which
are well known (Lamont, 1961). The Platt Report
(Central Health Services Council, 1962) maintained that
the work of casualty departments should be confined to
serious cases and that other patients should be
encouraged to go to their general practitioners. This
view was reaffirmed in a report by the Expenditure
Committee on Accident and Emergency Services (1974).
Some studies have attempted to divide patients into

those whom it is proper to treat in casualty departments
and those for whom it is thought to be inappropriate.
Although estimates have varied, figures as high as 50
per cent or more have been suggested as an indication of
the frequency of inappropriate use (Lamont, 1961).
However, as the Casualty Surgeons' Association (1973)
has pointed out, problems created by social circum¬
stances underlie much 'casuaP attendance.
We report here the results of an investigation into the

characteristics of patients attending the casualty depart¬
ment of a teaching hospital in central London. Some of
the reasons why patients chose to attend this depart¬
ment rather than make use of primary medical care

services available through general practitioners were

explored.

Method

The study was carried out on all attendances registered
in casualty during one week in November 1973. A
questionnaire was designed and tested in pilot studies
before being used in the main survey. Patients were

interviewed while waiting to be seen by a doctor during
their first attendance of the week and the casualty
records for all attendances were examined (Table 1).
The interviewers included members of the Department
of Community Medicine, off-duty nurses, and clinical
medical students, each of whom had a verbal and
written brief on how to apply the questionnaire.
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Table 1. Main items of information.

From the Age, sex

record card Place of residence
Time and date of attendance
First or follow-up visit
Ambulance case or other
Source of referral (including

attendance of own
volition)

Diagnosis
Investigations and treatment
Disposal

From the Length of stay in London and
patient interview changes of address

Occupation, place of work,
and current work status

Particulars of registration
with a general practitioner

Reasons for not being
registered with a general
practitioner

Reasons for coming to
casualty

Duration of symptoms

Results

During the week of the survey 608 new patients came to
the department. Some were excluded from interview,
although information on them was collected from the
casualty records. These were emergency admissions
arranged with the resident medical officer (19 people),
and patients suffering from the effects of alcohol or

addictive drugs, who were put in a room set aside for
the purpose to recover (seven people). The latter were

not interviewed because it was thought that they might
resent questioning. Of the remaining 582 new patients
546 (94 per cent) were successfully interviewed.
There were 310 reattendances during the week: 151

were by patients who had made their first visit to the
department in a previous week and 141 (93 per cent) of
these were interviewed on the first occasion that they
came to casualty during the survey week; details of the
remaining 159 reattendances by patients who had
already been interviewed either as new patients or as

reattenders were taken from records. The proportion of
reattenders out of all attenders was 34 per cent, a figure
similar to that for the whole of 1973 (32 per cent).

In the results that follow, where information was

collected on both new and old patients, figures for the
latter are given only if they differ significantly from the
former.

Results have been reported as statistically significant
if they were likely to occur by chance less than one time
in twenty, and as highly significant if likely to occur by
chance less than one time in a hundred.

Characteristics of attenders
The majority of new patients were of working age and
the largest group consisted of those aged 20 to 24 years.
Only 1 . 5 per cent were under 15 years and only ten per
cent aged 65 years or over. By contrast, in the 1971
census, of the population living within the hospital
district 9*5 per cent were under the age of 16 years and
16*2 per cent were over 65 years. The difference in age
distribution of attenders at the casualty department and
local residents reflects the fact that attenders include
many commuters and visitors to London, a high
proportion of whom are young adults. Just over half of
all new patients were male, but below the age of 20 and
above the age of 65 years the majority were women. The
age and sex distribution of reattenders did not differ
significantly from that of new patients.
The majority of new patients had a job and only three

per cent of them had been absent from work because of
their illness up to the time of their attendance. Among
reattenders the proportion was 12 per cent, a highly
significant difference. Students comprised seven per
cent of the total. Only 11 new patients were on vacation,
but the survey was carried out in November when there
are few tourists in central London.

Distribution of attendances in time
The great majority of first attendances were made on

weekdays (Monday to Friday) with little variation from
day to day, and 71 per cent of these were made between
09.00 hours and 17.00 hours. However, a quarter (26
per cent) of the week's reattendances were made on

Monday compared with an average of 16 per cent for
the other weekdays, a highly significant difference.

Sources of referral
One third of all attendances were made by patients
whom the casualty doctors themselves asked to return.
Of the first attenders half came of their own accord
without referral (Figure 1). The next largest category of
first attenders (16 per cent) consisted of those sent either
by an employer or a nurse at the place of work. General
practitioners referred only 11 per cent and 12 per cent
came by ambulance.

Place of work and residence
The location of the patients' place of work was an

important factor in their decision to make use of the
Middlesex casualty department. When first attenders
(apart from those who had come by ambulance) were

asked where they had come from, 56 per cent said that
they had come directly from work, and others had come
on their way to or from work. Over one third (36 per
cent) came to this particular hospital because it was the
one nearest to their place of work, but only five per cent

gave as their reason that it was .nearest to their home.
Over half (59 per cent) of patients in employment
worked in the postal district in which the hospital is
situated (some in the hospital itself) but only 16 per cent
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Referred by
general practitioner
Ambulance
emergency.

Sent by employer
Referred by

(industrial nurse

Referred by other

/C0/V departments
\or hospitals

* Other

Own volition

Total = 584 (24 patients source of referral unknown).

Figure 1. Source of first attenders.

of patients lived there. Another 13 per cent worked in
the surrounding postal districts compared with eight per
cent who lived in these districts.

Three quarters (76 per cent) of first attenders gave a

London address (i.e. with a London postal district).
Another 14 per cent came from counties bordering on

London, and four per cent gave addresses from
elsewhere. The remainder were people with no fixed
abode and those whose addresses were unobtainable.
Those whose permanent address was outside London
were asked their reasons for coming to London. Half
were commuters and the others were visiting central
London on business (13. per cent), on holiday (11 per
cent), on day trips (15 per cent), or for miscellaneous
other reasons.

Disposal
One third of first attenders and half the reattenders were
asked to return, a highly significant difference (Figure
2). About 35 per cent of patients in both groups were

discharged. Only five per cent of first attenders were

referred to their general practitioner for further care.

The disposal of patients who had come to the hospital
by referral from a general practitioner, by ambulance,
or of their own accord was compared. As might be
expected, a significantly higher proportion (34 per cent)
of those brought by ambulance were admitted than of
those who came of their own accord (five per cent) or

through a general practitioner (14 per cent). Those sent
by a general practitidner were much more likely to be
returned to his care (18 per cent) than those patients
who had come by themselves (four per cent) or in an

ambulance (1-4 per cent). Although patients sent by a

general practitioner or who came by ambulance were

less often discharged than the self-referred, the differ¬
ence was not significant.

Diagnosis
The distribution of conditions (for which the Inter-
national Classification ofDisease was used) is shown in
Table 2. Half the attendances were for treatment of
injuries. Of these, superficial wounds and abrasions
formed the largest group among first attenders while
open wounds and concussion made up the largest group
among reattenders. In the non-traumatic group, dis-
eases of the skin and subcutaneous tissue formed the
largest category among reattenders.

Patients' diagnoses were examined in relation to their
source of referral (Table 3). Of those who came of their
own volition, the largest group (57 per cent) came as a
result of trauma and 24 per cent had superficial wounds
and contusions (half the first attenders in this diagnostic

Figure 2. Disposal of first and reattenders.

Referred back to casualty Referred back to casualty

Other

Referred to
general practitioner
Referred to outpatient
department

Told to return if necessary

Other
Referred to _
general practitioner

Discharged Referredt0
out patient department

Told to
return
if necessary

Admitted

Total = 585 (23 patients disposal unknown)

Discharged

Total = 297 (13 patients disposal unknown)
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Table 2. Percentage distribution of principal
diagnostic categories.*

Diagnosis

New
patients Reattenders
(N = 591) (N = 150)

Superficial wounds
Open wounds, concussion
Fractures, dislocations
Sprains
Foreign bodies, adverse

effects of chemicals
Burns
Musculoskeletal
Skin and subcutaneous
Genitourinary, pregnancy,

contraception
Digestive
All cardiovascularsystem

and respiratory
Central nervous system,

eye, ear
Infective and parasitic
Mental disorders
Allergic, endocrine,

metabolic, nutritional,
neoplasms

No abnormality detected
No diagnosis given
Information unobtainable

notclassifiable

8.1 2.7

5.1 3.3

100 100
*Patients who left before seeing a doctor are excluded.

group). Over a quarter of those brought by ambulance
also had superficial wounds and contusions, but some
of these were the result of road accidents for which an

ambulance was likely to have been called by members of
the public. Of those sent by an employer or an industrial
nurse 26 per cent had superficial wounds but 30 per cent
had a more serious injury.
Investigations and treatment

Dressings, injections, and similar nursing procedures
were required by 46 per cent of all first attenders and 66
per cent of reattenders. The next largest category of first
attenders (26 per cent) required no treatment other than
reassurance, but one third of these had a radiological
investigation. Only nine per cent of first attenders
required any form of surgery. A quarter of all
attendances during the study week required a radio¬
logical examination.
Attenders and their general practitioners
Attendance at the casualty department presents an

alternative to visiting a general practitioner. Thus, any
consideration of people's reasons for using casualty
must take account of their relationship with their
general practitioner. At least 16 per cent of first
attenders in this study were not registered with one, and
another five per cent, though registered with a general
practitioner, had moved too far away to continue seeing
him (e.g. students who were registered in their home
locality). Thus, one fifth of attenders had no general
practitioner whom they could consult. The main
reasons people gave for not registering or for not re-

registering with a general practitioner near enough to
visit were that they had not been, or would not be
remaining, at their present address for long enough to
make it worthwhile to register (36 per cent) or that
"they were never ill" (22 per cent). Other reasons were

that they were not interested or had "not got around to
ityet."
While only two people volunteered the information

that they had not been accepted by a doctor or had been
taken off his list, a direct question revealed that ten first
attenders had tried to register and failed and four of
these had been told that the doctor's list was full.

Geographical mobility and age were also related to
likelihood of being registered. Only 51 per cent of new
patients who had lived in London for less than a year
were registered with a general practitioner whereas, of
those who had lived in London for a year or more, 92
per cent were registered. The more often people had
moved in the last two years the less likely they were to be
registered (Table 4). Age analysis showed that those
least likely to be registered were in the 20 to 24 age
group, of which only 72 per cent had a general
practitioner compared with 90 per cent of those aged 35
and over. Age and mobility, however, were themselves
associated, the more mobile patients being on average
younger than those who were settled (Table 4).

First attenders registered with a general practitioner
near enough to visit and who had rieither come by
ambulance nor been sent in to see a doctor immediately
by the casualty receptionists for emergency treatment
were asked whether they had consulted their general
practitioner before coming to casualty. Only one fifth
(19 per cent) had done so. The reasons given by patients
for not attending their general practitioner are shown in
Table 5. One third considered their case to be urgent or

in need of hospital treatment. Over half of these people
had come immediately after the onset of their illness or

accident, and nearly another third less than 24 hours
afterwards. Some attenders thought that their general
practitioner would in any case have sent them to
hospital.
The next largest group gave reasons which showed

that it was easier for them to attend casualty:

"It got worse at work this morning."
"I couldn't get an appointment straight away."
"It was quicker to come here, and I wanted to stay
atwork."
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Table 4. New attenders registered with a general
practitioner related to age and geographical
mobility.
Numberof
changes of Proportion registered
address in Mean age with general practitioner
two years (Years) (Percentage)

94
84
70
65
57

"Pm not sure if he's even got a surgery today."
"There's no opportunity to see my GP.I leave
home at 6.30 a.m. and get back at 7 p.m."

Others said that their general practitioner was not
available when they wanted to see him or that they
would have to wait for an appointment, and a smaller
number expressed dissatisfaction with their general
practitioner.

"You can't be ill in England at the weekend."
"If you want a bedside manner, you get more of it
herein casualty."

It has been suggested that one reason why people choose
to come to casualty is that they think waiting times are
shorter than at their general practitioner's surgery. It
was possible that patients would not volunteer this
reason and so we asked them at separate points in the
questionnaire about these different waiting times. Only
218 people to whom both questions were applicable
gave a definite answer, but it was clear that few people
anticipated a shorter wait in casualty: 71 per cent
thought the casualty wait would be longer, 17 per cent
expected it to be the same, and only 12 per cent thought
it would be shorter than the time they usually waited to
see their general practitioner.

Various other factors related to general-practitioner
consultation were examined. New patients were asked
how long it took them to get from home to their
doctor's surgery by their usual means of transport.
Three fifths (62 per cent) were able to do the journey in
less than 15 minutes and about 90 per cent in less than
35 minutes. Those who lived very near.under ten
minutes away.were more likely to have consulted their
general practitioner first but any longer travelling time
made no difference. Hbwever, these differences were
not statistically significant. Commuters may often find
it more convenient to attend casualty since, although
they might live near their general practitioner, they
would be a long way from him during the working day.
One half of the respondents said that their prac¬

titioner had an appointment system, but this did not
appear to have affected their decision on whether or not
to consult him.

We had expected that patients who had remained
with the same practice for a long time might be more

likely to contact their practitioners. Most people had
been registered for appreciable periods: 24 per cent for
15 years or more, and only 15 per cent for less than one

year. Cartwright's (1967) national sample showed a
rather longer average duration: 36 per cent for 15 years
or more and only nine per cent for less than a year.
However, the patients we interviewed did not seem
more likely to have consulted their own doctor if they
had been registered with him a long time. These results
apply, of course, only to patients who made the decision
to come to casualty, whether or not they had first
consulted their own doctor.

Patients did not seem to be habitual casualty
department attenders. At the time of the first attend¬
ance for the current episode, almost two thirds were

making their first visit to the hospital and three quarters
their first visit to the casualty department. Four fifths
said that they had not attended any other casualty
departments over the past year.

Discussion

The Middlesex casualty department gives a 24-hour
service for seven days a week all the year round. All
attenders during one week in November were inter¬
viewed to obtain a profile of the pattern of demand on
this service. Clearly there may be seasonal variations in
the pattern, which this method would fail to detect. A
random sample of patients for interview over a longer
period would have been preferable but too disruptive to
a busy casualty department. However, an earlier study
in May 1970 gave similar findings. It is also possible
that patients' responses were influenced by being
questioned in casualty by interviewers whom they may
have associated with hospital staff.
The age distribution of the attenders was not the same

as that for residents of the hospital district: the
proportions of children and of elderly adults were

relatively low. A high proportion of attenders worked in
the area but did not live there, and the place of work
played a large part both in relation to the decision to
attend and the choice of hospital. Attendances as a
result of the advice of employers and industrial nurses
were the second largest source of new patients.
An important change took place between 1970 and

1973 in the ratio of reattenders to new patients, which
fell from 0 . 95:1 to 0 . 47:1. The national average in 1971
(the most recent year for which a figure is available) was
about 0-66:1. Although the total number of attend¬
ances over recent years has remained fairly steady, the
increasing proportion of new attenders has created a

higher workload for the department.
The proportion of cases with injuries was similar to

the average found in a study of all casualty departments
in Greater London (Fairley and Hewett, 1969), A recent
study in Newcastle, however, found that a much larger
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Table 3. Diagnosis by source of referral.* (Percentages in brackets.)
Non-traumatic

*Only those people for whom a diagnosis was obtained are included.

Table 5. Reasons given for attending casualty
ratherthan general practitioner.*
Reasons given Number Percentage
Needs hospital treatment
Considered urgent
Previous patient at hospital
Hospital more convenient
General practitioner too far
away

Did not vyant to lose work
time

General practititioner away
or not available

Did not wish to wait for
general-practitioner
appointment

Sent by someone (usually
employer)

Dissatisf ied with general
practitioner

Other reasons
Don't know

213 700

32

20

19

*Respondents were first attenders, not ambulance cases, and lived
within travelling distance of their general practitioner.

proportion of cases were traumatic (Morgan et al.,
1974).

Estimates of the proportion of patients classed as

"inappropriate attenders" vary, partly because of the
difficulties involved in definition. Crombie (1959)
estimated that the number of patients he saw who could
have been treated by a general practitioner was between
64 per cent and 80 per cent, depending on what
procedures the general practitioner was prepared to
undertake. Lamont (1961) thought that at least 58 per
cent of his patients did not need hospital care;
Blackwell's figure (1962) was 35 per cent. Nearly two
thirds of the patients Fry (1960) studied were not
referred by a general practitioner and were neither
accidents nor other emergencies.
When casualty departments have a high workload it is

tempting to advocate the discouragement of "unneces-
sary attendances". The view of the Platt Report
(Central Health Services Council, 1962), which has been
reaffirmed recently in the Fourth Report from the
Expenditure Cdmmittee (1974), was that patients with
minor complaints should be discouraged from attending
casualty and persuaded to go to a general practitioner.
However, patients may not recognize that they have
only a minor complaint. If they have, it would seem

sensible to treat them at once rather than send them else-
where. Patients who do not present themselves, say,
within 24 hours after onset of symptoms might be con¬

sidered inappropriate attenders. However, it may be
that many patients take the decision to seek medical
advice precisely because their symptoms have continued
for so long.

Social circumstances can give rise to complaints. One
fifth of our respondents had no general practitioner to
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Traumatic
Fractures, Foreign bodies,

dislocations, Superficial burns, No abnormality
open wounds wounds Sprains adverse effects detected Total

5 6 2 0 1 51
(10) (12) (4) (2) (100)

28 24 10 7 3 92
(30) (26) (11) (8) (3) (100)
9 17 2 5 2 60

(15) (28) (3) (8) (3) (100)
52 66 22 16 8 280
(19) (24) (8) (6) (3) (100)
12 11 1 6 2 62
(19) (18) (2) (10) (3) (100)
106 124 37 34 16 545*

37 26 6 5 2 144*
(26) (18) (4) (4) (1) (100)

whom they could go. Young transient people in partic-
ular may not settle down for long enough to find regis-
tration with a general practitioner worthwhile, even if it
occurs to them to do so. In Cartwright's (1967) national
survey only one per cent of people questioned had
neither an NHS nor a private doctor in the area where
they lived. The recent survey of casualty attenders in
Newcastle (Morgan et al., 1974) found only I- 3 per cent
without a general practitioner. Pease (1973), however,
who also studied a casualty department in inner
London, estimated that a quarter 'of his first-visit
patients had no general practitioner. To people in this
situation a casualty department will continue to seem
the natural place to seek treatment, as it may also for
commuters. Few people know they can see a general
practitioner as a temporary patient.

This casualty department provided an important
service for the patients who attended, although such a
service may not be required in a hospital distant from a
major industrial or commercial locality. The provision
of adequate alternative services through primary care
presents formidable problems (Dixon and Morris, 1971)
for casual attendances at an accident department and a
health centre in Bristol.
Given the nature of the demand and the underlying

reasons for it, it seems unlikely that any attempt to
educate the public by methods based on explanatory
leaflets and television fillers, as advocated in the Report
of the Expenditure Committee on Accident and
Emergency Services (1974), would be successful. Nor is
it likely that more efficient general-practitioner appoint-
ment systems would materially alter the situation.

The Report of the Expenditure Committee briefly
refers to the possibility that facilities should be made
available in some hospitals for an emergency general-
practice service staffed on a rota basis, particularly in
large cities with many young transient workers. The
casualty department described in this paper already
performs some of the functions of a general practice,
and if this were to be acknowledged and appropriately
organized it might well prove advantageous in terms of
patients' time and the use of NHS resources.
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