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HOSPITAL services for the treatment of the seriously injured
have been the subject of several investigations (Accident Services
of Great Britain and Ireland, 1961; Casualty Services, 1960; Parry,
1962); a report outlining plans for the future accident and emergency services has recently been published (Accident and Emergency
Services, 1962). The College of General Practitioners (Symposium,
1961; Levitt, 1962) and the Royal College of Surgeons (Convention
on Accident Prevention, 1963) are stimulating the interest of their
members by conferences on accident management and emergency
resuscitation. There have been several papers on artificial respiration
(Brook et al., 1962; Carson, 1961) and much interest in external
cardiac massage (Brit. med. J., 1963; Simpson, 1962).
It appears that so far two assumptions are being made: one, that
either some skilled person will always be at hand in order to perform these dramatic and life-saving procedures, or two, that all
patients will conveniently wait for some minutes or hours until they
reach the accident unit before requiring such treatment. At the
moment these assumptions are patently false. This paper is an
attempt to show how the general practitioner can be brought to
play a part at the scene of an accident and thus help to make the
assumptions valid.
The accident services as a whole need re-appraisal. Accidents are
now a major epidemic in this country (Simpson, 1962; Gissane and
Bull, 1962). In 1960, about 320,000 people required a period of inpatient treatment as a result of injury (Accident and Emergency
Services, 1962); probably ten times as many suffering less severe
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injury attended hospital casualty departments; an untold number
consulted their general pi-actitioner or treated themselves. Nearly
18,000 people died, about 40 per cent of them as a result of a road
accident. These figures have increased steadily since the end of the
last war; the number of deaths from all kinds of accidents in 1962
was 23,120.
It is difficult to estimate just how many of these lives could have
been saved by earlier treatment. Gissane and Bull (1962) said that
one-third of road traffic accident fatalities die before reaching
hospital, and two-fifths of the rest die within 12 hours of admission. Similar proportions may well apply to other fatal accidents;
we have no information about death rates among casualties in transit (Howard, 1963).
The subcommittee found that there are 789 casualty departments
in this country to which a seriously injured person may be taken.
Their report suggests that the number of accident and emergency
units, to which all such patients should be taken, should be very
many fewer. They should be sited at the large general hospitals
seiving a population of at least 150,000, and be fully staffed for 24
hour service, with complete equipment for every emergency treatment (Accident and Emergency Services, 1962).
Such a unit should deal with all major cases of trauma, burns,
and poisonings; medical emergencies and non-traumatic surgical
emergencies; and the undiagnosed, collapsed or unconscious patient.
Thus, if the subcommittee's report is implemented for an everincreasing number of seriously injured patients, we will have a much
reduced number of units designed to receive them, to resuscitate
them, and to begin definitive treatment. Each patient will have to
travel on average much farther and for a longer time before he
reaches these units (Reichenfeld, 1963). Add to this the hazards of
fog, ice, bad road conditions, heavy road traffic, and increasing
road congestion with the years, and it seems inevitable that unless
first aid is brought to the patient at the site of the accident, more and
more people will die of the effects of the accident before they attain
the resuscitation units, and many more will die because first-aid
measures have been delayed too long. Morbidity as the result ot
injury will also be increased.
The need for early treatment
Gissane and Bull (1962) were in no doubt that early treatment is
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essential.
The evidence of the 1939-45 war, the Korean war and subsequent civilian
experience with similar severities of injuries, shows quite clearly that the saving
of life and function after major injuries depends upon the application without
delay of knowledge already available. It is much easier to prevent respiratory
obstruction and embarrassment, haemorrhagic shock and wound infection,
than to treat these conditions once they have become established.

At the Birmingham Accident Hospital these principles have led to
the development of a prototype and model for the accident and
emergency units of the future. The hospital has teams skilled in
resuscitation with expert staff, including theatre, haematological,
x-ray and nursing staff, on immediate call 24 hours a day.
But such teams can only work with live-or but very recently
'dead'-patients. In order that they are presented with patients in the
best possible condition for care and rehabilitation, the principles
which they practise must be extended in the fullest possible manner
into field work. Respiratory obstruction may be fatal within a few
minutes; oligaemic shock may be established within half an hour of
even moderate bleeding. The unconscious patient, often vomiting,
or bleeding into the mouth from facial injuries, trapped seniiupright in a car, cannot wait for help. To bring the greatest possible
chance of life to these patients, and the shortest recovery time with
the least after-effects it is essential to take the " knowledge alieady
available " to them (Proctor and London, 1962; Reichenfeld, 1963).
At the moment, as Howard (1963) says, "definite treatment before
arrival in hospital appears to be anathema to hospital-orientated
doctors in England ".
Any doctor who has rendered first aid at the site of an accident
will readily appreciate the difficulties of diagnosing and assessing
injury. Only continuous careful observation will reveal the onset of
respiratory embarrassment or of internal bleeding. Undoubtedly,
first-aid training can be invaluable in showing the by-stander, the
police, or particularly ambulance staff the results of injury, how they
can be lecognized, prevented, dealt with, and reported, but there
must be a limit to the amount of responsibility we can allow to be
put upon the shoulders of these willing people. In an emergency
they must do the best they can, and the best we can teach them,
but the responsibility of reaching every accident at the earliest
opportunity with all the necessary equipment to assume direction
of the recovery operation remains ours as doctors.
However well trained in first aid ambulanoe men and policemen
may be-and in addition to the mouth-to-mouth respiration and
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external cardiac massage now widely taught, it has been suggested
that intravenous injections and transfusions might be given by
such people in an emergency-we can surely hardly expect them to
have the experience of medicine required to give the diagnostic
acumen, judgment, knowledge of treatment and its hazards, and
even occasionally the ruthlessness necessary to give the maximum
possible benefit to the greatest number of people. Nor, indeed, is it
likely that they would have the necessary equipment at hand at the
moment of emergency.
One very experienced first-aider informed me that he had had
available a tourniquet for 25 years, before a workmate suffered a
traumatic amputation of the forearm. The patient reached a casualty
department by works ambulance within 12 minutes with the tourniquet in place, suffered no haemorrhagic shock and did not require
transfusion. An excellent result of years of experience and training;
but would he or anyone else in more distant circumstances have had
a transfusion set and plasma so readily available? And should we
expect him to set up a transfusion with very little experience if it
were available?
Most authorities seem to feel that transfusions are best left until
admission, except in accidents far separated by distance or time from
hospital (Proctor and London, 1962; Proctor, 1962; Waldel, 1961).
Much is made of the difficulties of setting up the infusion. However,
with the new plastic giving sets, a transfusion can be put up with a
completely non-touch technique in a minute or two. Veins are far
less liable to be collapsed or in spasm minutes after rather than
hours after the accident. Oligaemic shock can better be prevented
than treated. Any incidental infection that may be introduced at the
injection site is better combated by a healthy non-anaemic and nonshocked patient; the more virulent organisms are found in hospitals,
and infection from them in a collapsed patient may well be fulminating and disastrous.
As far as expertise goes, there must since the wai have been
thousands of housemen now in general practice whose skill in setting
up drips came from wide and oft-repeated experience; some now
habitually carry around a bottle of plasma or dextran and a giving
set, to use before the ambulance arrives. With care and reasonably
gentle driving, there is little risk of the drip coming out; changing
bottles can easily be taught.
At the moment, however, the general practitioner often only
hears about an accident long after the ambulance staff have been
summoned and have dealt with the casualty. If one of the general
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practitioner's patients is involved he may be called, but often the
first and only thought is for an ambulance. Serious injuries and
emergencies go unrecognized and no attempt is made to call the
local doctor. Indeed, his telephone number may be unknown, and
is certainly not advertised in the call-box.
Rowbotham and Lassman (1962) show an acute perception of the
difficulties facing the general practitioner. " What happens", they
quote an imaginary practitionei, " when a man like me, in a singlehanded practice, is busy with a midwifery case? " and " However
willing I might be to give such a service, it would be quite impossible."
The main difficulties can be summarized:
(1) Communications: how can the doctor be told of accidents?
(2) Availability: how can medical care always be at hand when wanted?
(3) Training, for more expert use of current knowledge;
(4) Equipment: who provides what?
(5) Payment for sevices and time and equipment.

There will always be the worry, stress, sense of urgency associated
with major accidents; the time ill-spared from ever-increasing pressure
of medical practice, the delays, the frustrations, the thought of police
reports, court appearances, inquests, and so on. Many of these will
be much diminished by a more complete knowledge and preparedness
mentally and in equipment, and should not be sufficient to deter us.
The plan outlined here attempts to overcome the main difficulties
listed above with a positive scheme for dealing with major accidents
by the nearest general practitioner. In many cases, for instance in
large towns or near to ambulance centres, it may not be felt necessary
to implement it because of the rapidity with which accident cases
can be transferred to hospital. However, even here there are special
circumstances-bad weather, multiple casualties, trapped injuled
people, and so on-where well-equipped medical aid would be
invaluable.
How this can be attained
Communications. It has already been pointed out that the general
practitioner may not hear of an accident until some time after the
event. He may never be called. He may be out on his rounds, or
off duty in the partnership. He may be assisting at the local cottage
hospital or visiting socially, or not immediately available for one of
a dozen reasons. Almost invariably in cases of injury to persons the
ambulance service will be called first, through the ' 999 ' emelgency
telephone service. With very little extra staff or equipment the
ambulance centre as already in operation could act as a communica-
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tions centre. Having located the incident on a map, it would be
simple to identify the nearest doctor whose premises or home are
entered on the map and to call him if such details as are known of
the accident suggest that his help is going to be needed. If the first
doctor is out or not reachable by 'phone, the next nearest might be
called, and so on. In major incidents a number could be contacted
at once. A message giving time, nature, and location of the accident,
with estimated time of arrival of the ambulance, could be left at each
doctor's house or suigery. Thus the doctor could estimate, when
the message reached him, the likelihood of his being able still to
be of assistance.
Already many general practitioners leave a visiting list at their
home or surgery, so that with the aid of the telephone directory a
message can be 'phoned through to their next 'port of call'. In
country districts, there may be definite out-surgeries to be contacted
or various signal systems may be employed to indicate to the passing
doctor that a message awaits him. It might well be worth while
developing a practice telephone directory. In group practices an
arrangement is sometimes made for one partner in rotation to deal
with all such accident calls and consultations; this could be fitted
into the system quite easily either at the practices' reception desk or
at the ambulance centre. Since each partner would have his own
accident bag, the nearest doctor could still be called and attend, if
necessary, to a distant accident. There would inevitably be occasions
when two doctors may arrive at one accident, but knowing the time
and location of the accident when a message is received late would
keep these to a minimum, and a cancellation system could be
operated if necessary.
It is not suggested that ambulance services should wait for medical
aid to arrive except in special circumstances-where they obviously
cannot do anything without further help as for instance with the
trapped patient. The normal ambulance-removal procedure would
be carried out, to be interrupted if necessary by the general practitioner on his arrival to ensure that no immediate danger to life
exists, and to advise on disposal and treatment en route.
The radiotelephone system which almost every ambulance carries
can be used to call up further medical aid, to warn hospitals of the
nature of the emergencies coming to them, to request the lifting
gear or oxyacetylene cutters of the Fire Brigade and so on; and to
cancel any outstanding calls for local doctors. If the nature of the
emergency requires that the doctor travel with the patient to hospital,
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then deputies could easily be alerted through the call scheme outlined.
Availability. It is recognized that not all general practitioners
would be willing to join in such an organized scheme. Accidents in
their locality may be much more easily and just as expeditiously
removed to the local accident unit. Only those who expressed their
willingness to be on such an ' emergency map ' and who had trained
and equipped themselves accordingly would be called under the
system. Rota systems, holidays, absence through illness or half
days and so on could be notified to the ambulance centre where
necessary. Ambulance staff would soon get to know which doctors
were willing to come out to accidents in their locality, and others
would not therefore get unnecessary calls; indeed, their calls from
members of the public might be reduced or referred by them to the
ambulance centre and the nearest doctor on the call-list. No doctor
taking part in the scheme need fear being called away from a midwifery case, another accident, or any other emergency; indeed, the
scheme could be used to contact other medical help for them or
for another accident.
Training. It may be felt that the general practitioner is completely
inexperienced in the handling of major accidents; nor can he ever
hope to gain the expertise of the staff of the accident unit. But this
is not required of him. All that is required is a competency, gained
by training by experts and eventually by experience, in treating and
preventing the development of the major threats to life. He must be
practised in handling new resuscitative equipment and drugs, be
aware of what is available on the ambulance and at the hospital,
and be prepared to maintain his own equipment at a high level of
readiness for any emergency.
This can only be gained by a programme of training, preferably
directed by the local accident unit and bringing each general practi.
tioner into the unit and training him as the first or peripheral medical
member of a resuscitative team. In addition to formal lectures on
first aid, which would be excellent material for passing on to members
of first-aid groups, there could be demonstrations of equipment,
particularly that carried by the local ambulances, and that which
might best be carried by general practitioners. It might well stimulate
research into the causes and prevention of early traumatic deathwhy, for instance, the young person knocked off a cycle and sustaining a fractured thigh and no other injury apparent at postmortem should die instantaneously-and the place of early cardiac
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massage and artificial respiration in treating them. It would be very
helpful to have actual case reports of incidents, their iesults and the
methods of bandling them, with comments by experts, circulated to
interested doctors.
More national efforts, such as this College's conferences would
also have a large part to play in stimulating interest aMd helping
the spread of knowledge.
Equipment. There is a large conglomeration of equipment, often
developed to do specific but very lare jobs, not designed to fit into
any particular scheme of usage, for example in the wrong-sized boxes
for the space, or half duplicating instruments held for other purposes;
or in old fittings requiring adaptors for use with present-day machines,
and so on. It is extremely difficult for the general practitioner to
sort out what is necessary, what is useful, or even what is available,
and where to get it. It would be most helpful to have some sort of
central register, possibly developed by the College of General
Practitioners, analysing and commenting on, and even advising on
the development of equipment in this way.
Major equipment, such as for instance a large oxygen cylinder
and various masks and airways, a mechanical or motor-driven sucker,
an automatic iespirator, large splints, or a foam-rubber stretchersplint designed by Gissane, as well as transfusion giving sets and
plasma or dextran, could well be carried by the ambulance (Proctor,
1962).
A small oxygen respirator with aspirator, such as the ' Minuteman', a Brook airway, sterile packed tracheotomy tubes, giving
sets and intravenous fluids in plastic packs or bottles, as well as
dressings and bandages in pre-packed sterile containers, and so on,
could well be carried by the general practitioner. It would be advantageous if some measure of standardization in these pieces of equipment could be obtained, and issue of them from the accident unit
or medical officer of health's office could well achieve this, thus
overcoming the inevitable difficulties in getting such things bought
and paid for. There is a limit to the amount of equipment the general
practitioner can be expected to provide out of his own pocket.
Payment. Equipment and materials could be paid for as outlined
above. There remains the extra charge for time and medical skill
that these doctors are going to sustain, possibly leaving much less
time for the discharge of their other medical duties. Though I hope
to show that this may not be as large in dealing with accidents as
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may at first be thought; none the less, time will be expended at
incidents and at training courses.
It would be invidious for those doctors who express an interest
in this first aid work to carry the load for the whole population without any reward beyond the work itself. Already many have this
interest and do the work without extra payment, but in the knowledge that others have the same call from the members of their
practice, and that their own work is related to the numbers in their
practice-i.e. that some payment is made indirectly for it.
In the Interim Report of the Review Committee on the Accident
Services of Great Britain (1961), Gissane estimated the cost of the
accidents occurring in one year in this country as being about
£43 million in 1959. Of this, hospital costs were about £30m., the
industrial medical services about £5m., the ambulance service about
£2m., and the general practitioner about £6.6m. This last figure
was calculated as being about ten per cent of the cost of the general
practitioner service, i.e. about the proportion of the general practitioner's work due to injury. This includes all the cases of minor
trauma, such as foreign bodies and sepsis, and very little will refer
to deali ig with major accidents and the seriously injured.
These figures concern only the direct cost of medical services.
The cost to the community resulting from accidents, including insurance benefits, damage to property, loss of work and of production, and so on, Gissane estimates as about ten times as muchabout £500 million all told in 1959. Any increase in the cost of the
general practitioner services would probably be met by the saving
in costs to the hospital effected by shorter stays folloNving injury,
less rehabilitation costs and so on.
As to the principle of extra payment for these services, such a
principle is already admitted in the maternity medical service payments, in fees for the notification of infectious diseases, and in
treating the accidents and emergencies of visitors and temporary
residents. It should not be difficult to devise a similar method of
reward, despite the inevitable item-of-service label, possibly as a fee
for notification of the accident, or a direct payment through the
local authority for the ' ambulance' call.
Extra work for the general practitioner
It is relevant to try to calculate the extra load of work that the
general practitioner might expect as a result of this plan. Tables I,
and II are modified from the data given by a week's survey of
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TABLE I
NuMBER OF NEW PATIENTS: ANALYSIS BY DIAGNOSTIC CLASS AND SOURCE. (FROM
TABLE I, P. 47, ' ACCIDENT AND EmERGENCY SERVICES ', REPORT OF THE SUBCOMMTEE H.M.S.O. 1962.)
ATrEDING IN ONE WEEK

Source

Accident

All diagnostic
..
classes

Multipleinjuries

Bruise..
Sprain
Fracture
Dislocation
Wound
Burn ..

..
..
..
..
..
..

All
sources

G.P.

104,660
1,788
10,600
11,726
10,961

25,861
128
2,584
3,963
3,783

900
24,878
2,605

247
1,709
209

Other
Ambulance transport

10,004
1,107

8,668
209
976
911
1,276
93
3,623
320

1,160
587
1,996
132
2,471
214

Own
volition
etc.

60,127
344

5,880
6,265
3,906
428
17,075
1,862

TABLE II
NUMBER OF NEW PATNT: ANALYS1s BY GROUP OF DIAGNOSTIC CLASsEs, DISPOSAL
AND SOURCE. (FROM TABLE IV, P. 50, 'ACCIDENT AND EMERGENCY SERVICES')
ATrENDING IN ONE WEEK

Source

Multiple injuries,
bruise, sprain,
fracture, dislocation, All
sources
wound or burn

Accident

G.P.

Other
Anibulance transport

Own
volition
etc.

All forms of disposal
*

63,458

12,623

7,667

No further treat..
ment

9,607

1,377

759

C.D.
O.P.D.
I.P.D.

33,424

5,646
2,384
481

2,821

4,107

7,625
3,461

877

2,139

931
331

20,850
3,433
510

Another hospital

1,183

155

292

216

520

..

7,263

2,485

673

770

3,335

Other and not
stated

895

95

106

148

546

7,408

35,760

905

6,566

Own hospital:

G.P.
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the work done in all existing hospital ' casualty ' departments in
England and Wales in Octobei 1960. This survey is published as
an appendix to the Report of the Sub-Committee of the Standing
Medical Advisory Committee on the Accident and Emergency
Services. A further appendix (table III) gives estimated numbers of
discharges and death of inpatients in hospital during 1960. An
inspection of these tables reveals some interesting facts.
During the one week under review, some 63,458 patients attended
a casualty department for the first time with multiple injuries, a
bruise, sprain, fracture, dislocation, wound, or burn (tables I and
II). Of these, 12,623, about 20 per cent were sent along by their
general practitioner, while 7,667 were brought straight to casualty
by the ambulance.
Of the patients sent in by the general practitioner about 636 were
sufficiently badly injured to warrant tratnsfer to an inpatiert ward
or to another hospital; over 2,400 of those brought by ambulance
were admitted or transferred. Obviously, the general practitioner
presented with a serious injury will usuallv admit the patient direct
to the ward rather than send him through casualtvy unless diagnostic
or resuscitative procedures are going to be required.
A total of 4,644 were admitted through ' casualty' while table III
shows that about 290,520 people per annum were admitted with
these sorts of injuries; or about 5,587 per week. Many of the 943
extra patients will have been sent in by the general practitioners
direct, although some mnay be due to second or third admissions for
treatment. Assuming even that all have been sent in by the general
practitioner, this gives a total of 1,579 (636 +943) each week or
about 82,108 per annum, i.e., an average of about four cases of
injury of these types serious enough to require admission seen by
each of the 21,000 or so general practitioners, each year.
If all general practitioners were to attend all ambulance calls
involving multiple injuries, sprains, bruises, fractures, dislocations,
wounds and burns, i.e., 7,667 per week or about 400,000 per annum,
they would still attend on average only 20 calls each year. On a
population basis, this means 20 calls each year for every 2,400 people
approximately.
The only other major group of patients who arrive at a casualty
department by ambulance are defined as 'other surgical' and
'other medical '-including, it is presumed, the acute poisonings, the
undiagnosed unconscious patients with such conditions as strokes,
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coronaries, perforations, fits, or diabetic coma, and so on. There
were 1,625 of these, which works out at four extra calls per doctor
per year. He already sends along to casualty about 8,264 'other
medical' and 'other surgical' patients each week-five times as
many.
TABLE Ill
HOSPrrAL INPATIENTS, DISCHARGES AND DEATHS, 1960 (ESTIMATED) (FROM TABLE I,

APPENDIX 3, P. 63, 'ACCIDENT AND EMERGENCY SERVICES')
..
..
All injury classes ..
..
..
..
Head injuries
Other fractures and dislocations ..
..
..
..
..
Burns
..
..
Effects of poisons ..
Other injuries (including 6,300 eye injuries andforeign bodies inorifices)

320,130
89,840
115,850
14,020
23,310
77,110

Approximate total number of multiple injuries, sprains, bruises, fractures, dislocations, wounds and burns 290,000.

In fact, if the general practitioners were called and attended
every case brought by ambulance, there would only be 10,000 such
patients each week-less than one every two weeks for each general
practitioner on average. This number would be much ieduced because
many would not be urgent enough to require his presence; each
accident involving more than one person would thereby diminish
the number of calls by the ambulance centre.
The number of calls may grow slowly as knowledge of the availability of medical help through the '999' system spread, but would
certainly not be mote than one extra call every three or four weeks.
One or two each year could be for the fatal kind of case and maybe
save life.
In 1960, about 18,000 people died as a result of accidents. Some
6,600 were due to road accidents, and about a third of these, 2,200,
died instantaneously or before reaching hospital. Of the remainder,
probably 1,800 died within 12 hours of admission (Gissane and
Bull, 1962). These figures apply to road accidents only. If similar
proportions apply in other cases, another 6,800 died within 12 hours
of the incident. At least some of these 10,800 early deaths, and
probably some more of the late deaths, could be prevented by
skilled first-aid treatment at the earliest opportunity, preferably at
the site of the accident, as part of a planned resuscitative programme.
The saving of life, and even more, the reduction in morbidity

ACCIDENT AND EMERoENCY SERVICES

19

and length of hospital treatment, the saving to the community in
working hours, sick benefits, hospital costs, and the reduction of
load upon the hospitals, would far outweigh the extra cost.
Other benefits of the plan
(1) First and foremost, a greater awareness of the problems of
treatment and rehabilitation will lead to increasing efforts aimed at
prevention (Convention on Accident Prevention, 1963). The family
doctor, having entry into every home and personal contact with
each of his patients and their relatives and dependants, and often
with their employers, has a pre-eminent part to play in being aware
of the dangers and unnecessary risks which abound around us, and
a unique authority to guide his patients towards accident awareness.
Often the first recognition that help and instruction is needed must
come from someone very close to the patient; once this need is recognized it may well fall to the health visitor to instruct and advise,
but recognition is the first stage, and who is better placed than the
general practitioner to apply it?
(2) General practitioners will, in the future, be called upon to
provide a peripheral casualty service for minor accidents, simply
because of the difficulties of reaching new hospitals being built, as
policy, outside the centre of towns (Accident and Emergency Services,
1962; Reichenfeld, 1963). For instance, the casualty unit in one city
has been closed and removed several miles out of town. A patient
suffering a wound needing a stitch and dressing only, took half a
day to reach the new unit, be attended to, and retuin to town. A
general practitioner could have dealt with the injury in less than
half an hour. Unless we are careful to provide this alternative service,
therefore, any economic benefit that we hope to obtain by reorganization of accident units will be lost in the vastly incleased amount of
time lost in travelling to these new centres. Crombie (1959) has
already shown that about two-thirds of the patients attending a
casualty department in Birmingham could have been dealt with by
their general practitioner.
With an increased interest in accident work, better undergraduate
and postgraduate training, better equipment and facilities in the
surgery, more time (with smaller lists and better remuneration) and
possibly trained nursing staff paid by the executive or local health
authority to deal with minor injuries on a full-time basis, the load
on the major accident units would be reduced, and they would be
able to concentrate all their efforts on the task of looking after the
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seriously injuied, thus improving their status, morale, staff, equipment, and so on. Their interest would spread peripherally.
(3) The suggested 'emergency map' scheme would fit in well
with plans for dealing with major disasters such as train or 'plane
crashes, explosions, fires, floods and with Civil Defence plans
(Report of a symposium on accident management, 1961; Levitt,
1962).
(4) Neonatal asphyxia and postpartum haemorrhage could be
more rapidly and effectively dealt with if the general practitioner
were in the habit of always carrying a supply of oyxgen and a
transfusion set with plasma or dextran to use while the 'flying
squad' are on their way.
(5) Increasing effectiveness would be given to the educational
efforts of medical officers of health and their staff; greater liaison
between local authority doctors and general practitioners can only
benefit the general public. Indirectly it would help the profession.
(6) The administrative team of the medical officer of health and
his staff could be used and enlarged to supply, as already suggested,
both part-time or full-time nursing staff in the surgery as well as
health visitors and district nurses in the field, and also to supply
ready-prepared sterilized dressing packs, packages of sterilized
instruments, and so on, in an extension of the central syiinge,
maternity packs and vaccination packs supply schemes, as well as
oxygen sets and transfusion materials.
(7) A review of the disposal of accident cases in each area could
be more easily made, and local doctors could be sooner informed
of any changes in reception facilities at each hospital. Despite
claims that ambulance staff are instructed where to take injured
patients and that it is easier to leave everything to them, in the week
under teview almost twice as many patients brought in by ambulance
(292) had to be sent on to another hospital as compared with those
sent in by the general practitioner (155).
The ambulance staffs would welcome even more intensive firstaid training. Few are more than removal men.
(8) With better facilities, enthusiastic staff, and fewer trivial cases
to swamp them, it seems likely that the accident units would give a
better service to the people attending. Out of 104,000 patients
attending a casualtv department during the week under survey, only
about 19,000 were seen by a registrar or more senior doctor, and
only 2,000 out of 10,000 arrived by ambulance. Of these, only 928
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were seen by a senior house medical officer or consultant. The great
majority of casualties were seen by house officers or senior house
officers.
(9) Without more knowledge we cannot keep advancing. The
general practitioner could act as an experienced assessor of the
causes of accidents, continually improving his awareness of their
problems, and each assessment could be the basis of a notification
system widely called for at the Convention on Accident Prevention
(1963) to expand our knowledge of the causes and thus help more and
more in prevention.
(10) Finally, with additional facilities for research into the physiology of accidents, still better methods of treatment may be evolved.
Summary

Accidents are now a major epidemic in this country, causing over
23,000 deaths each year. The number of accident and emergency
units are to be reduced; the fatality and morbidity rates are likely
to rise, since more injured people will be travelling greater distances
to fewer units.
First aid and resuscitative measures to combat immediate threats
to survival will have to be taken to the sites of the accidents.
The general practitioner is the medical man-on-the-spot. A plan
is outlined whereby he can be summoned immediately, and the work
load this plan would involve is calculated. A maximum call rate of
one call every two weeks per general practitioner, or about one call
every two weeks per 2,400 patients, is estimated.
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TEENAGERS-WHY THEY SMOKE
In a survey carried out in Nottingham, 288 boys and 140 girls were
interviewed. The average age of the boys interviewed was 17 years and
4 months and of the girls 16 years and 3 months. Most had been smoking
for at least two years. Thirty-six boys smoked more than 20 cigarettes
a day and no girls smoked as many as this. Of those who smoked between
10 and 20 cigarettes a day 80 were boys and 52 were girls.
" While the general opinion remains that smoking is a ' status symbol'
among teenagers, there are other underlying reasons for the habit.... "
The enjoyment and relaxation gained from smoking was the main reason
given but a number said they smoked because of worry.
Indeed the problem of nervous strain among teenagers whom I interviewed
was overwhelming. They worried about examinations and love affairs, the
greater emphasis on the latter. Boys smoke while waiting for their girl friends
to turn up. When she eventually arrives they smoke to get over the strain of the
meeting! Boredom also accounts for a small number of smokers but these are
chiefly boys in monotonous occupations, and girls without boy friends.
Some other reasons given by boys for smoking were: a liking for the taste of
tobacco; something to do; worry about losing a girl friend; ' it keeps you
going'; social and business reasons; curiosity; concentration, and because
everybody else does. Reasons given by the girls were: nerves; ' did it for a
dare'; to gain confidence; 'boys encourage it'; social status; because parents
object; slimming, and like the boys, because everybody else does. This last
would seem to be the most common.
In the family histories there was a general background of smoking by father

and mother. None of the teenagers smoked because a parent did so, but some
of the younger ones admitted following the example of an older brother or
sister, either by encouragement or desire. Many were nervous, however, of
their parents finding out that they smoked, so it seems that even in this period
of teenage sophistication there are still some who 'smoked up the chimney'.
The Chest and Heart Bulletin.
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