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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 departments; 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 standardization 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

29
combine treatment of accidents and medical emergencies, like
coronary thrombosis. They say that a person in severe shock
from a coronary thrombosis sometimes needs very much the same
treatment as a person in severe shock from a surgical emergency,
and I think that in this country we should consider keeping combined
our accident and emergency services. In Moscow 30 per cent of
calls were to accidents and 70 per cent to the patient's home. That
is, 30 per cent were to accidents and 70 per cent to medical emergencies of one kind and another. If the section doctor-the Russian
general practitioner-cannot go out to these calls, the relatives or
the patients can ring the emergency service, and an ambulance, a
doctor, and a nurse go out at once, as quickly to any emergency
in the home, as to a street accident. They treat the patient there,
perhaps put a stitch in a cut finger and let the patient stay at home
to be seen by a section doctor next day. Or they take the patient
straight away to a hospital.
One of the main problems we must solve in our country in relation
to general practitioners and the accident and emergency services
is how much of their work they should rightly give up for attending
accidents and emergencies. Should a general practitioner, for
instance, abandon a full surgery of thirty or fifty people who have
come there for his help, or dislocate a round of visiting ill people,
to attend an accident or emergency of some other doctor's patient
nearby? If there is no one else, he has obviously got to do it. But
should he not confine these duties, both in and out of hospital, to
times when he is on special accident duty, or perhaps on a rota for
this particular accident work?
People have said that the health centres should organize these
accident services, but there are as yet only twenty health centres
in this country. What we want is a first-class casualty and emergency
service, both for the general practitioner and domiciliary accidents
and for hospitals. In Moscow there is a First-aid Institute where
all the first-aid services of Russia are organized, and from which
they are run. It is very highly organized and centralized and is an
important part of Russian medical work at present.
In Moscow there are wide streets with two white-lines down the
middle, between which only ambulances and the fire brigade and
very important people are allowed to go. Anyone else who puts a
wheel over that line is liable'to be fined. Quite a good idea if you
have a wide enough street, and most of the streets in Moscow
have two white lines down the middle.
One in every fifty people in many ofthe Russian factories volunteer
for first-aid work. It is interesting that in Russia, as there are no
private industrial firms, there is very little advertising, and the
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hoardings which in this country are covered with advertisements
are covered in Russia with propaganda and with various bits of
information, medical and otherwise. There is a great deal of this,
and in their propaganda they love to show somebody doing something badly on one side, and on the other side a person doing it well.
One poster showed a child rather frightened of the first-aid work
he was doing, and on the other side another child doing it well.
Blood transfusions are highly organized. They test every person
that gives blood for a positive Wassermann reaction and for malaria.
There is no shortage of donors because the donors, anyway in some
places, get quite well paid. They get £3 for half a pint, two days'
holiday and a four-course meal coupon. In our country they
get a cup of tea-sometimes. They do it very willingly in our
country, and in Russia they do it for gain. In our country they are
very happy to do it voluntarily, which is good, but if there is ever
a shortage in this country, we may have to do something.
Russian ambulances carry an anaesthetic apparatus. The Russians do nearly everything under local anaesthesia, and they are
just beginning to use inhalation anaesthesia in some places. Shock
ambulances carry a light inhalation anaesthetic apparatus.
At every first-aid station I went to they kept on asking me about
what we did in this country about clinical death. They get a person
that comes in pulseless and they count him as dead, and they revive
him, and there have been numbers of papers written in Russia
about clinical death and its treatment, but I believe it is just when a
patient's pulse disappears, when he is very shocked.
All emergency calls come in from the homes to telephone operation
rooms, of which there are now 16 in Moscow. They get about
500 calls a day from patients' homes, and the telephonists get very
expert at finding out what sort of case it is, because five different
sorts of ambulances and doctors go out to surgical, medical, obstetric,
mental, or infectious cases. One station was in charge of fifty
ambulances and fifty doctors on call with their nurses. The room
had sound-absorbing walls, and a large map on the wall, so that
if any of these callers gave a street which they did not know, they
just pressed a button against the name of the street and the street
lit up on the map on the wall. Also these telephonists get very good
at calming anxious patients and relatives, and telling them what to
do until the ambulance arrives, which is usually within a few
minutes, and also in getting in touch with the police when necessary
for people who have, perhaps, jumped out of a window, and so on.
In a village of about two thousand which I visited, 70 per cent
had joined the Red Cross and paid a subscription, and millions of
people in Russia do belong to the Red Cross. The Red Cross does
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a great deal of work not only in the homes as lay medical helpers,
but also in any national emergency, such as an epidemic or flood,
or in dealing with refugees.
The Chairman: In the British Orthopaedic Association report it
was stated that the accident services of this country should be
organized on a quasi military basis. It is an idea foreign to us in
this country, but it undoubtedly is true that we must do something
along similar lines.
Dr R. Cove-Smith: The publicity that has been given to loss of
life and limb in road accidents has, I think, on some occasions
rather overshadowed the terrible fact that more fatalities occur
from accidents in the home, and the home is really a dangerous
place. You may remember the report on the Grimsby home
accidents where 311 cases were quoted; 137 of them were due to
falls, and 20 of these persons were injured by falling over obstacles,
21 by falling downstairs, nine by falling down steps, nine by falling
off ladders, and six off chairs; four children fell while climbing
and there was one fall from a window. This question of a fall from
a window was one of the points that interested me. There is a
story told of the fellow who was hit by a flower-pot which crashed
on to his head, cracked his skull, and sent him to hospital where
he died. It was not really his accident, although he was the receiver
thereof. It was the mother who put the flower-pot on the windowsill, and the small child who climbed out and pushed the flower-pot
off the window-sill in trying to get a better view. This is a good
example of dangerous acts leading to accidents.
In London, where the ambulance service is fairly well organized,
the general practitioner's function is mainly first-aid. He has to
deal with haemorrhage, with breathing difficulty, and perhaps with
shock when he is called to road accidents. It is not often that the
general practitioner is called, but the accident may occur in his
immediate vicinity or he may happen to be passing. Only the other
evening while coming home from some visits, I saw a fire-engine
making a U-turn in the road. I pulled up and a car that was coming
in the other direction hit the under-belly of the fire-engine, and then
we had to extricate two fellows from the car who were very badly
concussed-it was quite a tricky matter. There the general practitioner was able to show the ambulance men how to remove those
individuals from a car in which they were trapped, because that is a
problem that one has to deal with. Nowadays one of the difficulties
I always find is getting people satisfactorily out of the car in which
they are imprisoned, because so many of these cars crumple on
impact and doors get wedged and it is quite a problem. On one
occasion I had to stand on a taxicab that was on its side, and pull a
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fellow out through the window: it was not an easy job, but it was
done.
The important thing is the prevention of shock, the prevention
of infection, which is an essential part of the treatment, and the
extraction of individuals from debris and from crashed vehicles,
showing the people who are trying to help you that adequate support of injured parts, and speed and gentleness are extremely
important. I often have to tell people that it is manipulative dexterity, not strength, that matters, it is a question of handling and
holding.
I was interested to find when I started giving first-aid lectures in
my particular area at the outbreak of war that I had eight or nine
of my fellow practitioners coming along. I do think that occasionally
we should brush up our first-aid treatment.
Another question is that of accident-proneness. There is no
doubt that certain individuals are particularly accident-prone.
I have found that there are certain families who are always falling
into trouble. There is the accident-prone individual, rather unconventional in his opinions, sometimes rather overt in his behaviour,
self-orientated and inconsiderate of others, unaware sometimes of
even the rights of others, dissatisfied or frustrated by everyday life.
One can almost classify these people on their impulsive, poor,
emotional control and failure in relations with others as the ones
who are going to have bad accidents.
There is another point that I was going to make with regard to
the casualty organization. I had the privilege of being casualty
officer in one of the larger London hospitals some thirty years ago
or more, and there one was not allowed to be a casualty officer
until one had done a previous house job. I do think that it is
important that a senior man should run the casualty department.
It is not a place for a newly qualified individual, and we have to
make quite certain that our casualty departments are not casual
departments. They should be accident and emergency units and 1
think the fault lies very often with the general practitioner, and also
often with the casualty officer who does not return the case to the
general practitioner if he thinks it is a general-practitioner case.
Sometimes he goes on treating, whereas he should return it to the
general practitioner and say, " This is your pigeon "; if the casualty
department can provide worthwhile jobs, I am sure we shall get the
right type of people applying for them, and the right type ofindividual
doing them, and that is of great importance.
The Chairman: One thing I would like to direct the attention
of the company to is the problem of the cottage hospital. It has
been touched upon by Dr Porter. We have in this city a distinguished

33
person who emphasizes the importance of maintaining the casualty
functions of the cottage hospital, and believes that patients should
not be allowed to be carried from road accidents past the cottage
hospital to the centre where they can get proper treatment, and so
on and so forth. May we have that ventilated a little in the course
of the discussion.
Dr Morgan Williams: I am a split personality; I am a general
practitioner in south Warwickshire, and I also have sessions as a
clinical assistant in a local casualty department. The first point
I would like to make relates to experience I had in the previous
year, and concerns the cottage hospital. In this mid-Wales practice
we were thirty miles away from a major accident hospital, and our
responsibility to our own patients, though not to others in another
practice, was that of treating anything with which we could cope.
In other words, to the limit of experience of the senior partner. If
the accident was too serious for us, then his policy was to send the
patient immediately after resuscitation, as soon as he was fit to travel,
whether by ambulance or by helicopter, (which was used in my
experience on three occasions) to the appropriate special hospital,
whether it was Oswestry, or, on one or two occasions, the Birmingham Accident Hospital.
That brings me to the second point, that the crux of that matter
was the experience of the senior partner. Dr Porter says that it is
no good putting a man into a casualty department unless he has
got experience. How in the name of goodness does he get that
experience without working in a casualty department on his own
responsibility? On this I hold rather strong views. Time and time
again we are told that we cannot do such and such unless we have
experience of it; we must do it under supervision. I maintain,
Mr Chairman, that unless one does this work without supervision
to a large extent, one will learn precisely nothing, and that it is
time the various people at the top of the administrative tree realized
this, and allowed enough scope for junior men to learn properly.
Otherwise in thirty years time we are going to end up with a lot of
consultants who do not know one end of a bone from another.
The other point I would like to take up is the possibility of grading
the people in charge of casualty in three lots: the consultant, the
registrar who is learning, and the bread-and-butter man. Dr Porter
hoped that men would take up the bread-and-butter jobs in the hope
that they would get a gradually increasing salary, and eventually
a salary commensurate with their age-I do not think he will get an
awfully good man to do that job, unless he can learn something
from his casualty work and progress.
Finally, with regard to this rather expensive business of building
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new casualty departments, if one can screw the money out of the
Treasury I would maintain that it is a better bet to spend the money
on accident prevention instead of on the manufacture of big casualty
departments, and adapt the present ones to a smaller intake of
casualties.
Dr Porter: The question of the future staffing of casualty departments is something that is bothering a very great number of people.
I put those suggestions out purely as suggestions because so far
very few suggestions have been made. Quite clearly the whole
career structure of the casualty department must be recast. The
holders of the present senior casualty officer posts are, broadly
speaking, dissatisfied, they can only hold them for four years, and
certainly the report of the Nuffield Trust clearly underlines that
point as well. There is, a group of people or maybe a small number
who are prepared to make casualty work a career, but who will
not be able to achieve consultant status, and therefore some career
structure must be found for them in order that the best use can be
made of their abilities.
C. L. Potts, M.D. (Redditch): I would like to say something
more about the staffing of casualty departments from the point of
view of a general practitioner, and from my experience of a small
cottage hospital on whose staff I have been for over 25 years. It
is increasingly recognized that general practitioners might serve
a useful place in the casualty departments of hospitals, but I hear
increasingly that hospitals cannot get the general practitioner to
do it, because he says he has not the time, or can only do it at certain
hours of the day. In Redditch we have a small cottage hospital
where we deal with over 7,000 casualties a year. We staff it entirely
ourselves, and we have always been under-doctored in the sense that
nearly all of us have 3,000 patients or more, and we look after these
patients as far as we can ourselves. We have very adequate consultant help and give virtually a 24-hour service; we can get a radiographer out at night if we go and collect her, and we also have
pathology facilities. We have extremely good liaison with the staff
at the accident hospital, who very readily take our cases provided
we send them straight on to them and do not keep them until the
next day. Very rightly, they do not like that at all.
We do, in fact, deal with well over 90 per cent of our casualties
ourselves, and we send on under two per cent. But the point I
want to make is that I am quite certain that if general practitioners
organized their work a bit better they could be of very great value
in the casualty departments of hospitals throughout this country.
We have never in the time I have been connected with our hospital
had a major disaster in the sense of a patient dying on being sent
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away from hospital. We have never suffered litigation, but we do
suffer petty complaints from people whose injuries are really trivial.
I would entirely support the view that it is essential to have treatment with the least possible delay, but with development of the
casualty services the problem of educating the public to realize
that they cannot expect immediate attention for something trivial
will get greater. The general practitioner has a great part to play
in helping to educate his patients in that respect.
D. L. Crombie, M.D. (Birmingham): It has been mentioned that
casualty departments are a problem, and I think Dr John Fry and
Dr Lionel Fry have explained why they are a problem. It is an
administrative problem and basically it is only a problem because
the people seem to want this particular service. I think if I give
figures to relate this problem to various other problems it puts it
in true perspective. We have heard that something like ten per cent
of the population attend casualty departments each year, and half
of them suffer from trauma. The average general practitioner
also sees about ten per cent of his practice per year suffering from
trauma, that is just twice as many as actually get to a hospital, and
of those who get to hospital only a quarter have seen a general
practitioner. So these are not the same populations, they only
overlap a little. We can therefore say that the general practitioner,
although he sees many more minor cases, is seeing much more
trauma than is seen in hospital. On the other side of the coin there
are the casuals who are in fact general-practitioner patients. These
casuals, who create a tremendous amount of work administratively,
represent in fact two and a half per cent of the general practitioner's
case load, and I think that in some ways it is a credit to the generalpractitioner service that only two and a half per cent of his case load
goes somewhere else. It is not always appreciated administratively
that some of the hospital problems are really trivial when related to
the pool of total illness from which they come. This brings me to
the other, perhaps more constructive, point of the place of the
general practitioner. We have to accept that in the centre of big
cities we are going to have a " casual " problem, and that this
" casual " problem is an overflow from general practice and that
the general practitioner is the person who should deal with it. In
the staffing of this type of unit the general practitioner must be the
selecting agent, the man who makes the selection at the front door.
It has been shown here in Birmingham, certainly, that general
practitioners can participate usefully in this work, and find the time,
and that there is not really a problem on that point.
Dr J. Fry: I am very glad that Dr Potts and Dr Crombie raised
this question of time which is always used as an excuse for not doing
something. I know Dr Crombie has done some work on this, and
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has shown that, in fact, he does not work in general practice as
hard as we think he does. In other words, he has time if he wishes
to devote himself to other things; and if general practitioners want
to work in casutalty departments then I am sure they will do so,
and do it efficiently without any trouble at all. So if we are thinking
in terms of future career structure and staffing of these hospitals
I think that inevitably the source from abroad will eventually dry
up, and we must reconsider how we are going to staff casualty
departments, if they are going to go on as before. Moreover,
practitioners appreciate the problems of their colleagues, and see
that a case coming as a casual from a colleague either deserves to
be treated in hospital or to be sent back to his doctor.
Dr Cove-Smith: I do not think there is any difficulty about the
question of a general-practitioner rota if that is regarded as a reasonable thing. There are many general practitioners who would be
happy to put in an afternoon session, or an evening session, on
that type of work. It would be very beneficial for both sides, give
the hospitals an extra pair of hands, and the general practitioner a
chance of keeping his hand in on minor surgery. We all have to
cope with this sort of case. I was just thinking back a moment
ago to the sort of things I have dealt with this week. There was a
torn cartilage with a locking cartilage which I tried to reduce under
a local anaesthetic, and that fellow unfortunately is going into
hospital tomorrow to have his cartilage removed. He had a haematoma in a prepatellar bursa which was rather intriguing-it was the
first actual haematoma I have seen in a prepatellar bursa, although
I have seen a good many cases of bursitis. There was a cut forearm
in an elderly woman which required three stitches. There was a
cut in the palm of the hand in a still older woman (nearly in her
eighties), one of these elderly women who was having to do too
much work on her own. She came in two days after she had cut it,
and had to undergo a secondary suture. I had a haematoma auris
in a housewife (nothing to do with sport injuries) which was aspirated;
a sprained ankle with torn ligaments and no signs of fracture;
tenosynovitis in the left forearm of a children's nurse, strained in
lifting one of the children; a woman with a twisted knee who
developed a semimembranosus bursitis. Those are the sort of traumatic cases which have to be dealt with by the general practitioner
and he should be capable of dealing with these in addition to his
medical work. Every general practitioner should be capable of
doing that in the casualty unit and helping the personnel.
Dr S. Glick, M.B., CH.B. (Casualty Officer, Birmingham Accident
Hospital): I wonder if any of the surgeons agree with the ruling that
six months' casualty work has to be performed by persons who
are candidates for the final F.R.C.S. examination? In view of some
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of the criticisms in the Nuffield publication on casualty departments,
I wonder whether the people who take these posts are getting adequate experience in the subject? And what precautions does the
Royal College take to see that the work which they must do is
carried out under adequate control? In other colleges, for instance
the Royal College of Obstetricians and Gynaecologists, there is
an examination of the hospital before the post can be recognized
for any of their diplomas or membership examinations. It is the
Royal College in fact that inspects casualty departments in this
country.
Mr Coltart: The Royal College of Surgeons does carry out a very
close and comprehensive survey of any casualty department which
it is going to recognize, often to the great discomfort or bad temper
of the hospital concerned. Secondly, as a result of our deliberations
in the Accident Service Review Committee, everybody is quite clear,
as the leader in The Times said, that no longer can the problem of
accidents be coped with by the orthopaedic surgeons of this country.
That referred to a distant age when we were dealing with lowvelocity injuries, mostly of the limbs; we have now passed to the
era of high-velocity injuries, such as head injuries and chest injuries.
It is absolutely clear that every medical man, nurse, and so on has
got to participate in the treatment of accidents, including very much
the general practitioner. Because of that, we must have a completely
different slant on the education we give to the general practitioner,
to the undergraduate, and to the postgraduate at fellowship level.
No longer must a man just be capable of reducing a fracture of the
femur, he must also be capable of making a burr hole in the skull,
or recognizing when a serious head injury must be transferred elsewhere. I must totally disagree with one of the speakers who wishes,
I presume without any supervision at all, to do his first excision of
a grossly compound fracture of the femur.
Mr Gissane: We have been considering in some detail the roles
of the general practitioner and of the various specialists in the
field of accidents, but one of the big problems is the staffing of the
ancillary services that are quite essential for the running of any
casualty or accident department. The difficulties are particularly
great in running departments that have to provide a 24 hour a day
service. Can we as a group of medical people, who are interested
in this, do something to make the people at Whitehall reconsider
their attitude to equal remuneration, irrespective of hours of work
and the degree of difficulty of the problem? Radiographers who go
to " 9 to 5 " jobs will not go to jobs that go on round the clock,
and they are vitally necessary. We have difficulty in getting permission even to employ laboratory technicians essential in our
blood transfusion service over the night shift. Whitehall seems to
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be unaware of the accident problem, as it stands at the moment
outside medicine altogether.
Dr Porter: It is the question of the supply of these in the Birmingham region about which I was originally speaking. We have had
to limit the number of accident centres to four because we do not
believe it is physically possible to get these people to provide a
24 hours service. We are well aware of Mr Gissane's point of view
here. He is perfectly right, and one of our difficulties is that four
accident centres may in fact not be able wholly to cover the commitments. For example, people from the peripheral areas, Hereford,
Worcester, and places somewhat distant, even though now they have
to rely on Birmingham, have considerable distances to go. But
physically it is so difficult to get radiographers, laboratory technicians, biochemists, and all the other trained people that the
accident surgeon requires on a 24 hour basis.
The Chairman: Of course, it is true that the radiographers are
paid overtime, when they work at night. What about the nurses,
who are not?
Dr Porter: Quite a number of the radiographers we employ are
married people; the problem of marriage arises mostly in the young
attractive women who go off and get married and have babies,
and cannot manage to do extraordinary shifts in the same way.
The Chairman: It is going to be very difficult for me to summarize
in any effective way the very valuable papers we have had. I have
already summarized the ideas which we received before the tea
break, namely that in prevention our problems are mechanical,
constitutional in the individual, and certainly psychological amongst
all of us. I suggested a possibility of new thought in connection
with mechanical problems of transport, an intermediary perhaps
between the earth and the sky, and I feel that in the same way we
have got to think again in this country about the solution of the
mechanical problems of first-aid.
Is it not necessary to think in terms of mobile cottage hospitals?
Or shall we say mobile casualty departments? Something perhaps
like the one Mr Gissane took out from the Austin works, and
perhaps still does. We have got to have ambulances which will
travel where they are needed. Our cottage hospitals were placed
according to the market needs of a rural community, but our main
roads do not go anywhere near them nowadays. The M.1 must
present a considerable problem, in the case of major casualties
occurring on it, because there are so few hospitals within short
distance, and I believe it is very difficult for ambulance services to
get on to the road. Nevertheless, we want something like mobile
treatment units such, perhaps, as the Russians have, on an improved

39

scale, with drive-in units, drive-in cottage hospital casualty departments with people who may not be general practitioners but
technicians highly skilled in dealing with first-aid problems. These
drive-in units would be something like floating docks, and would
themselves be available for movement about the country according
to need. That is another idea, but certainly the problem of the
cottage hospitals is an extremely difficult one, because it is clear
that in a small medical group it is not possible to maintain a 24
hour service, although they have got an important part to play in
initial treatment of casualties, and if equipped properly with all
we can give them should be able to provide an intermediate service
to the main accident centres. They have, therefore, a limited function, perhaps in association with helicopter services.
It has been suggested that we should make much more use of the
helicopter service, and that the government should recognize the
important part which the helicopter service could play in the training
of air pilots, and provide these services for the regional hospital
boards at a much more economic rate than is at present the case.
The report that has been mentioned several times this afternoon
is the sort of thing which if it dealt with food services, restaurants, or
factory conditions would immediately involve us in the provision
of an inspectorate of services. An inspectorate of services is a
horrible thought, but it is true that if it were anything else but medicine
in a department now run by the government, there would be immediately an Inspectorate of Casualty Departments. And the
sooner we get something going of that sort, as has been suggested
in the matter of regional surveys, the better. I am a little bit frightened of this problem of training a new type of surgeon. The accident
problem is a problem of today, and it takes ten years to train a new
type of general surgical specialist in accident surgery. It may be
all right to start training them now for the problems of ten years
to come, but at the present time there are few people who fill the
bill, and it is therefore necessary that we emphasize over and over
again what has been emphasized in this symposium this afternoonthe importance of team work. We must recognize, as Mr Gissane
has said, that trauma is a progressive general illness.
We must recognize, also, that rehabilitation is dependent on
initial treatment, and that we must have team work by groups of
people prepared to work together with a captain, who may be
anybody from an anaesthetist to a general practitioner. The place
of the general practitioner in all this is going to cause us a good
deal of anxiety, because, as has been said, he has got an important
place. Some of us would do well to remember that until 1920, in
the hospitals of this country apart from Birmingham, London and a
few other similar places, almost all the specialist work was carried
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out by men in general practice. In the nineteenth century there
were career appointments in casualty work by men who were
apothecaries in our provincial hospitals. Perhaps we have got to
contemplate the establishment of a new kind of career post in casualty
work. The holder may be a part-time person on a strict sessional
basis, engaged in general practice elsewhere (if he has got a team
of partners to cover him when he is doing his casualty work), or he
may be a whole-time person properly remunerated and graded as
the years go on, but having his heart and soul in a career job of
casualty surgery in any of the lesser centres of the country.

