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thing is to gather more facts and to define the problems. As I have
tried to suggest, these facts and problems differ from area to area.
We ought to carry out surveys such as the Nuffield Trust studies,
and they were carried out very simply by having a co-operative
team of consultants, epidemiologists, and a practitioner who went
round these hospitals to see what was going on. This they did in
their spare time. They were not appointed full-time for this service.
They did it because they were interested in it. Surveys should be
carried out in each hospital area by such groups to look at the
problems, perhaps the problems which we came across in this
particular survey. Not until these surveys have been carried out,
and the problems defined, do I think we ought to go on to the next
step, and see what ought to be done in each particular area. We
have to do it step by step. We might find problems of staffing,
problems of centralization and sizing, problems of the role of the
casualty department. It is most important that one, two, or more
practitioners should be on this local survey team to put forward
the views of the practitioner on the spot. It may well be that it is
not a problem of money and finance and buildings, but a problem
of re-organization in which we all have to play our parts as a team
to look after the welfare of patients and public not just the problem
of accidents which over a certain grade have to be left to our consult-
ant colleagues in the hospitals. The problem which is really facing
the hospitals, the public and ourselves is the problem of the casualty
departments as distinct from the accident services, although the
accident services present a problem of their own.

THE INTEGRATION OF HOSPITAL
AND PRACTICE WORK

K. R. D. Porter, M.B.E., M.R.C.S., L.R.C.P., L.D.S., R.C.S., D.P.H.
(Deputy Senior Administrative Medical Officer, Oxford Regional

Hospital Board).

Dr Fry has given an indication of the problem of dealing with
casualties from the general practitioner's side. I would like to turn
the penny over and look at it from a regional hospital board point
of view. I take the Midland region because it has particular prob-
lems. It is a region which is the largest in the country, responsible
for the care of a population not far short of four and three quarter
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millions, providing a cross-section of population which is as rep-
resentative as any in the country. It covers five counties ranging
from intensely industrialized urban areas at one end of the scale to
rural communities at the other. Industrially it covers a wide field
of heavy industry-coalmining, glassworks, pottery, light industry,
car manufacture, agriculture, and, what is very interesting, the
only beryllium plant in the whole of the country. In addition, a
number of new motorways have been built cutting right through the
very heart of the rural and urban areas. Although it nmay be argued
that some groups of industrial injuries have shown a decrease over
the years, the load on casualty departments is rising steadily. In
this region as a whole there are annually upwards of 525,000 new
patients with a total attendance of over one million. If this rate
is a true guide for the country as a whole, and this is rather brought
out by the Nuffield survey, then there are not far short of ten to
eleven million attenders at casualty departments annually through-
out the country. This gives an indication of the mammoth task.
The ratio of total attenders to new patients is 1.96 and, relating new
patients to the population at risk, a ratio of 115 new attenders per
thousand population per annum can be expected.

This tremendous burden, big though it might be, cannot disguise
the anxiety that we all feel over the accident problem in the home.
This has already been touched on, but I would like to highlight one
particularly black spot. In a recent survey in Wiltshire of deaths
due to accidents in the home, over fifty per cent resulted from burns
and scalds, a great proportion of which were in young people.

Before the recent memorandum of the accident services published
by the British Orthopaedic Association a regional accident plan of a
comprehensive nature had already been worked out. This is designed
to cater for the whole of the region, using as far as possible the
existing facilities, because to provide new would take far too long.
First of all it is intended to deal with cottage hospitals catering for
rural communities, with ambulance rooms staffed by a rota of general
practitioners; the work undertaken there is likely to be largely of
a minor nature. Then, casualty departments in larger hospitals
are to be built up to provide full facilities for all but the most serious
injuries and casualties with multiple injuries. One of our problems
is to maintain a 24-hour service, the shortage of radiographers,
biochemists, and pathologists is so great that it is unlikely that we
will be able to provide a full 24-hour service in all but selected
accident centres which we now are thinking of in terms of four,
one in Coventry, one in Birmingham, one in Wolverhampton, and
one in Stoke-on-Trent. These will provide a comprehensive
24-hour service for all types of case. Finally, we hope to set up
at the centre of the region an Institute of Accident Surgery which
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will cater for cases requiring very special facilities in diagnosis,
treatment, and research. It will also provide special facilities for
burns and plastic surgery, and will play a most important part in
the training and teaching of traumatic surgery, without which no
comprehensive plan can succeed. An opportunity will be given for
surgeons in accident centres and casualty departments throughout
the region to have right of access to research and investigation.
Associated with the four main accident centres there will be the
super-specialists in such subjects as thoracic surgery, neuro-surgery,
and plastic surgery. Subsidiary to this plan but nevertheless im-
portant are the parts played by the centres of reconstructive surgery,
recovery and rehabilitation, and the contribution that could be
made by the not inconsiderable facilities and training provided by
the armed forces.
The importance of casualty departments cannot be over-emphas-

ized. They are in many ways the shop window of the hospital
service, for it is frequently through this department that a patient
is introduced to the hospital service. Unfortunately we know
only too well that existing casualty departments are so often gloomy,
inadequate in size, and poorly staffed. By degrees the departments
are being improved, but this is going to take time. It is the career
structure of those working in them that also merits most serious
attention. In this region a new accident centre has already been
provided at Coventry, and is already functioning. A centre at Stoke-
on-Trent should be started before Christmas, while four large
casualty departments based on large general hospitals should be
commenced within 12 to 18 months.

I would like to mention a new casualty department serving a
population of approximately 200,000. The new casualty department
is associated with the outpatient department, but there are a number
of points which should characterize the circulation of such a
department. They are as a rule extremely difficult departments
to plan efficiently, but the salient points are these: There should
be separate entrances for walking patients and those arriving by
ambulance. In many of our existing casualty departments patients
who come in by ambulance, perhaps involved in a road accident,
pass in front of women and children waiting to be seen. This really
should not happen at all. Secondly, there should be facilities for
the reception, consultation, and treatment of the walking case.
For those seriously injured, resuscitation facilities including piped
oxygen and suction. Thirdly, treatment facilities are provided in
cubicles, theatres, plaster rooms, and recovery rooms. Fourthly,
x-ray facilities, and, if possible, a dark room immediately adjacent
for the speedy development of wet films, are required. Fifthly,
a separate suite of rooms should be provided for those with frankly
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septic lesions, so that staff, instruments used in that department,
and patients are kept separate from the main flow of patients. It
is most unlikely that new departments such as these, providing all
the modern developments and aids that can be included, will of
themselves attract the right calibre of staff to work in them. The
present staffing structure is not wholly satisfactory and presents a
challenge that must be met, the junior staff in particular are fre-
quently persons recently qualified, whose experience, good though
their teaching might have been, is light. A large number of the
existing junior casualty staff are from abroad, and it is quite possible
that this source of manpower is likely to diminish. Senior casualty
officers on S.H.M.O. rates of pay have been appointed, but the
appointment does not wholly satisfy the holder or the employer;
the appointment is for a four-year period with a chance of a renewal.
In overall charge there is frequently an orthopaedic surgeon whose
duties may take him away from the hospital for a considerable
period of time. In this region we are trying to tackle the problem
from a different point of view. We are endeavouring to appoint
general surgeons with a good training in traumatic surgery to be in
charge of casualty departments. They will have surgical beds and
accident beds in the hospital, and one of their main concerns will
be the organization of the casualty departments to ensure a stream-
lined service. There is even a case, I suppose, for suggesting that a
physician might have sessions in the casualty department to try
and improve the link between the causalty department and the
treatment of acute medical emergencies.

We take the view that the general practitioner can play a very
important role, not only in the cottage hospitals but also in the
larger casualty departments of the general hospitals. Dr Fry has
already referred to the survey carried out by the Nuffield Trust
on the work done by casualty departments, but it is generally felt
that attending existing casualty departments are quite a large pro-
portion of acute medical cases, perhaps rather higher than was
originally thought. The staff, therefore, must have a wide experience
of clinical conditions, and it is here that the general practitioner
with his years of training and practical clinical experience can
provide a most useful and satisfactory service. These general
practitioners, who we hope will be attracted to giving certain sessions
per week on a regular basis in casualty departments, as well as those
in ambulance rooms and cottage hospitals, will have an opportunity
for organized postgraduate study provided by traumatic surgeons in
accident centres.

I would like to close with the question of the staffing structure
in casualty departments in the future. I would like to postulate
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three different groups; there would be a consultant in overall charge.
The intermediate grade would be staffed by a senior registrar, the
main purpose of this appointment being training. Not only would
training include traumatic surgery and orthopaedic surgery, but
especially the diagnosis and emergency treatment of acute medical
conditions, and the officer would require some experience in ear,
nose and throat work, and, especially, ophthalmology, for in in-
dustrial areas there are occasions when multiple ophthalmic injuries
occur and the casualty officer must have some experience in the
recognition and proper treatment of these. The third grade can be
divided into two parts. The first would be posts taken up by doctors
recently qualified, who wish to do a period in the casualty depart-
ment purely for the sake of experience. These are birds of passage.
What we need particularly is the second group, who deal with the
bread and butter work of the casualty department, and who would
probably be men quite content to remain in casualty departments
provided the salary scale was such that after some years, by the
time they had reached the top of the scale, they could maintain
themselves and their families in reasonable circumstances. A person
in this grade should be able to graduate up into the senior registrar
grade if ambitious to become a consultant in traumatic surgery.

Each region in the country has a major accident plan, that is,
something to cater for the major disaster, the train accident, or the
plane accident. This region in particular was one of the first to
produce a regional plan, and the one for Birmingham which has a
population of one million and a quarter is particularly interesting.
One of its features is that the general practitioners in the city have
been approached, and a number of them have agreed to allow their
names to go on a list which is given to the police, so that if a major
accident occurs in the area where they practice, one of the first
duties of the police is to contact them either by telephone or by a
loudspeaker van to go to the scene of the disaster. In addition it has
been suggested that a general practitioner not involved at the scene
of the accident may go to the nearest hospital that is taking casualties
to help in staffing the casualty department.

In a paper of this sort it is very easy to think in terms purely of
the treatment of the casualty after the accident has occurred. As
doctors we are primarily concerned with a person, a human being
at work or at home, and anything we can do to prevent accidents
will be of untold benefit. Perhaps in the earlier days of the National
Health Service there was too large a gap between the general practi-
tioner and the hospitals, and I know this regional board for one is
most anxious to close that gap, and to encourage general practitioners
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to play their part in the work of general hospitals. Finally, I suggest
that integration can take place firstly, by general practitioners
staffing ambulance rooms; secondly, by general practitioners
coming in to take sessions in accident centres and casualty depart-
ments; and, thirdly, by co-operation with as many people as possible
including the local health authorities in the prevention of accidents
in the home.

DISCUSSION

J. H. Hunt, D.M., M.R.C.P. (London):

I have been fortunate, recently, in having a chance to visit Russia.
I was five weeks there and travelled about 10,000 miles to the east,
across the country, ending up on the Chinese border north of the
Himalayas. My terms of reference were to study primary medical
care in that country, including the first-aid services, and I was lucky
enough to be able to bring back about 700 photographs. I was
interested to see what the Russians were aiming at, I was not there
just to find fault with them, and I hope that we might be able to
learn something in the Accident Services Review Committee from
their experiences. I was interested in the fact that three quarters
of the doctors in Russia were women, and that they work only six
and a half hours a day. There is an enormous amount of standard-
ization of thought and equipment throughout the whole country.
All the towns and villages are divided into sections of about 3,000 to
5,000 people, and these sections are looked after by about eight
doctors, a very high proportion of doctors to patients.

The Russians give hand-out literature very freely when you visit
them, but in most of the papers about Russian medicine written
in the last few years, very little has been said about their first-aid
services, of which they are very proud. I think they were one of
the most interesting and impressive things that I saw about Soviet
medicine. In their accident departments, or accident services, they


