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those seen. A ‘high-tide’ mark 63 ft. up on the walls is allowed to remain, the
maintenance difficulties being blamed for the ceilings and upper walls not being
washed down. No one seems to have made any serious efforts to cope with the
problem.

There is no attempt at organizing the traffic flow and far too much movement
is involved for essential services. The original intention to have a separate
entrance at the opposite end of the ward was abandoned almost immediately
because of the danger to patients from passing cars and ambulances; thus the
waiting space is at the farthest possible point from the reception and registration
office. The old Board of Guardians furniture—pew-like benches—stands on
bare, unpolished boards. One side of the waiting space is reserved for new
patients, the other for reattendances, mainly for dressings. The present gas
sterilizer is a good 20 yards from the ‘supply station’ in the centre of the ward,
where the trolleys are laid up, the ‘new’ electric sterilizer having been away for
repair for some months. The department has its own emergency lighting system,
in that the old gas-lights—perfect dust traps—remain hanging from the ceiling
beside the electric fittings. Surprisingly, the equipment in the department is of
quite a high standard.

Patients are asked to take their own cards from the dressing station, or
examination cubicles, when they leave, and to place them in a kind of post-box
which hangs on the side of the registration office, for collection and filing by the
clerks.

There is a notice, displayed in the waiting space and on the wall of the
registration office, which reads:

‘The function of this department is to treat accident cases and acute
emergencies. All other patients will be expected to produce a note or a
letter from a General Practitioner. Failure to do so will normally result in
such patients being advised to consult their General Practitioner.’

Such ‘advice’, however, is given only after the casualty officer has examined the
patient and, in practice, has taken the case so far that to send the patient away to
be treated by his own doctor would clearly be a waste of further time. In fact this
‘barrier notice’ against casual attendance is a fagade.

Although the nursing staff were seen to be wearing masks, the trolleys, which
are said to be changed after every dressing, are not laid up for non-touch tech-
nique, which could hardly be expected to exist in this department. Patients
were seen wandering through the room with uncovered wounds; there was cop-
ious use of mag. sulph. dressings.

There is no recovery room. They are intending—at some future date—to
refurnish the present office/spare consulting room, also used as the theatre’s
store, as a resuscitation unit.

The theatre was adapted in 1950 from the old ward kitchen and is tiled to the
ceiling, with terrazzo floor laid on wood (now beginning to crack again after one
replacement). The theatre is used for every kind of procedure and by any of the
medical staff, also for blood donors.

Admissions are registered but not examined in the department by the
casualty officer. These patients are asked to arrive by 10 a.m. The house
physicians, on loan from a teaching hospital, and possibly a little anxious to
establish their reputation for care, are called down to make a thorough in-
vestigation, and this is the main cause for delay—at one time as much as six
hours, when the H.P.s were busy in the wards, and which has resulted in the new
regulation by the management committee that such cases are not to be retained
for longer than one hour in casualty.
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The casualty department is another example of a department with the double
function of a first-aid post and admitting room. Probably more interesting cases
are passing through it than the other two regional hospitals, if only due to the fact
that the hospital has a closer connection with a teaching hospital than the others,
but these cases are not for the attention of the casualty officer. This department
is also used to a greater extent than the others by the better level of general
practitioners for a second, short opinion, although evidence that there is any real
contact between them and the hospital is slight. Yet, of the non-teaching
hospitals, this comes the nearest to being a Cinderella. No pride is taken in its
appearance and little interest in the casualty officer’s work.

There are plans in the air for fairly extensive internal alterations within. the
hospital generally, but they mainly involve grouping the surgical wards and
their ancillaries nearer to the new theatre suite. There is also to be a new
centralized kitchen and dining halls, but in order to achieve this the first new
building will be the records office, to be sited between the casualty and out-
patient wards. This will have no effect on the casualty department except
possibly to block even further the light which comes into its dreary rooms.

* L * *

The department is well sited within the hospital and notices to patients are clear.
It was built as a casualty department and admission unit in 1934 and, for this
period, is well designed and its aspect is spick and span, astonishingly clean for
this area. The departmental sister is a fanatic about cleanliness and, without
waiting to do battle over maintenance allocations, gets her staff, nurses and
orderlies alike, to wash down the walls at least once a year. The colour scheme is
pleasant and there is a variety of indoor plants in the waiting rooms and corridor.

The department is divided into male and female sections, each having three
cubicles, their own waiting space and a bathroom. This is a unique feature in the
casualty departments seen and a survival of the old Board of Guardians’ rule that
all patients coming into the hospital, whether admissions or casualties, must be
deloused and disinfected. Another feature is the ‘left luggage safe’ to hold the
personal property of patients who are brought in unconscious. The minor
operating theatre at the end of the department is used for every kind of procedure,
including routine injections, as space is limited in the dressing station. There are
no observation beds allocated for casualty and no recovery room, but admission
at this over-bedded hospital is easy, even encouraged. At the entrance of the
department an office, which used to be the sub-almoner’s room, is now occupied
by a full-time casualty clerk because they have found it impossible to fill this
extra almoner’s appointment.

The standard of instruments and equipment generally is as good as seen
anywhere else on the survey. As the team visited the hospital during a slack
period in the afternoon, there was no opportunity to see if non-touch technique
was being used; certainly the cleanliness of this department did not give the
impression that there would be an acute sepsis problem. .

Except for children, who are examined by the casualty officer as a precaution
against infectious diseases, all surgical admissions are merely registered in the
department before going straight to the wards. The house physicians are called
in to examine medical cases and as these are often delayed in casualty, the staff
complain that their waiting space is inadequate.

This clean and friendly department is a well-integrated part of the hospital.
It is the newest building, well supplied with instruments and equipment and
adequately staffed on the nursing side, of which the hospital is proud. The
cheerful impression it gives, especially when compared with the other hospital
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in the group, goes far to obscure the fact that functionally it is just another
admitting room/first-aid station.

* * #* *

The department has its own separate entrance, which in spite of the many
notice boards bearing the sign ‘Casualty’, is very difficult to find. The accom-
modation is on the ground floor and its main feature is the ‘Mason-Dixon’ line
which divides the department strictly into male and female receiving wards,.each
with its own entrance and thereafter complete duplication of services. The
female side is larger with six examination cubicles, the male side having only
three (ironically the male ward has been cut down to afford extra space for the
ante-natal clinic on the other side of the wall!). This rigid segregation dates back
to the Board of Guardian times when, in such a rough neighbourhood it was felt
necessary to protect the women from the drunks and tough characters. Judging
from the amount of injuries caused by fights and alcohol seen in the sample of
case notes, it appears that the seamier side of life in the area still exists.

The accommodation itself is bright and airy and, for this particular area,
comparatively clean. There is no minor operating theatre in the department, but
the main theatre suite is close by where minor lists are done in the afternoons in
the smaller of the two theatres. The responsibility of the casualty officers is in
any event so limited as to make this arrangement quite workable. Dressings and
sutures are done in the cubicles.

The equipment is of a very poor standard, mainly discards from the main
theatre and also very scarce. For instance ¢ in. forceps are in routine use and
they are kept in a bowl of spirit, being boiled up between use in a kind of fish
kettle over a gas stove, Nothing could be said to be properly sterile. At least,
however, the high ceilings and reasonable ventilation may dilute the polluted air
in the department.

The hospital is entirely unconscious of any sepsis problem so non-touch
technique would be quite out of context in this setting—if, in fact there is any-
thing one could describe here as a ‘technique’.

There are no casualty observation beds in the hospital.

Generally, the accommodation for the casualty department is light, airy and
cheerful. The entrance for walking patients, registration and records office, and
waiting room is shared with the outpatient department. The waiting room is
comparatively large, the outpatient clinics, almoner's office and dispensary
open out of it, as well as the stretcher bay leading to the casualty department.

A special feature in the centre of the waiting room is the receptionist’s desk.
The receptionist holds a special appointment to outpatients and casualty
made four years ago; her function is to keep a motherly eye on the waiting
queues, see the patients are booked in properly and observe the regulations,
for instance preventing patients going to the canteen before minor operations.
Being conscious of the possible abuses of the ambulance service, she ensures that
patients are not held up too long when they have buses to catch, and generally in
her own words, acts as ‘spokesman for the welfare of the patients’. After some
initial difficulties with the staff her appointment has now come to be generally
welcomed and, depending as it does on the full co-operation of the staff,
completely accepted, even by the consultants.

The separate ambulance entrance to casualty is unpopular with the staff, for
its swing doors cause a constant draught and make the whole_department
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uncomfortably cold in winter, to say nothing of the dust which blows in from
the ramp outside. Patients waiting for X-rays and dressings also use this bay.

Compared with other accommodation seen, this department is very adequate
for the size of the hospital. There is a spacious theatre, with its own sterilizing
room, containing both the autoclave and sluice. This theatre used to be the main
theatre for the hospital until the 1939 extension. Officially there are three weekly
morning anzsthetic sessions, but so little minor surgery is in fact done that it has
become more of a thoroughfare, and the anzsthetic room is used mainly for
urine-testing for the outpatient diabetic clinic.

The equipment in the department is only average. The traffic flow seems
reasonable. Non-touch technique is unknown; the staff declare they have no
sepsis problem. There is no attempt to separate clean and dirty cases. There is no
separate fracture clinic, the work being run in conjunction with the three
weekly orthopzdic clinics.

» L] - L

The entrance to the department is shared with outpatients and ambulance
admissions. All entrances to the hospital give on to the prevailing winds. The
department itself is centrally placed in the hospital and, in view of the space
available and the small numbers served, the arrangement for the circulation of
patients and staff is quite adequate. Since the department is staffed jointly with
outpatients, on arrival the patients ring a bell outside the casualty rooms to call
the staff over from the other department. The two small casualty rooms leading
one off the other, each with a bed, are used for examinations and minor dressings
as required, although the second room is also the office for the department. In
the first room the ancient gas sterilizer could be a source of danger, otherwise the
equipment and instruments are of an average standard. The rooms themselves
are bright and airy, easy to keep clean since they contain only the bare necessities
for their function.

The common registration/records office is across the corridor between the
casualty and outpatient departments and although small is adequate for this size
of hospital, The waiting accommodation, however, is poor; a tiny, badly lit,
interior room, the only attempt at brightening it up is a fish tank which merely
seems to reflect its general gloom.

Minor operations and simple reductions of fractures are carried out in the
outpatients treatment room, where the facilities are somewhat primitive—for
instance, the anzsthetic equipment is foot-operated. This dual-purpose room,
when emergency treatment of casualty patients coincides with the morning
outpatient clinic, can cause a bottle-neck, but otherwise there is little or no
waiting time involved for any patient.

A happy custom has grown up in the hospital through encouraging the junior
staff to invent at least one gadget for the casualty department during their year’s
tenure of office. Former S.H.O.’s have produced in this way an ingenious little
collapsible table which can be attached to a chair or bed-rail for minor hand
operations, and a simple leg-stand for dressings.

Every patient is seen by the S.H.O., the consultant general surgeon or a
G.P. on call. There is a minor operating session at 11 a.m., after the ward rounds.
Once a week a consultant orthopadic surgeon comes over from the main area
hospital to hold the fracture clinic.

Because of its central position and the small size of the hospital, there is no
pressing need for a recovery room or observation beds; one of the cubicles in the
outpatient department is used for the one and a surgical bed in one of the
main wards can be made available for the other.



116 APPENDIX II

There is a carefree and happy atmosphere throughout the department, so
‘refinements’ such as non-touch technique are not used. The group pathologist
pays a weekly visit, but the staff are not sepsis conscious, which is perhaps
understandable, though not excusable, in this hospital which generally has a
cheerful, clean appearance and where there is no obvious pressure turnover.

Among the different gates and wings of the hospital (opened at the beginning of
this century) which now has nearly 500 beds, the casualty department is difficult
to find. The new building, which cost £30,000 out of free moneys, stands on the
site of the previous casualty department which consisted of ‘a shack and a shed’.
The plan is of a 1930 vintage, drawn up without proper consultation with those
who were to run the unit or who had experience of working in such departments.
Modern functional planning plays little part in its design and it would have been
better built as its mirror image, especially with regard to the through traffic to
the X-ray department. It was apparently only through pressure from the
consultant who was to take charge of the service that the new building was
connected at all to the main hospital, and there is a glassed-in corridor which
leads round one of the hospital’s many small courtyards towards the adminis-
trative block and the kitchen and dining wing.

The gravest mistake of all has been to allow the building insufficient founda-
tions to carry any further storeys—this on the only vacant plot of land in the
hospital grounds.

Yet within such limitations, the department is spacious, light and painted in
pleasant colours, and generally easy to keep clean. Unfortunately in some of the
rooms—not only in the theatre and others where steam sterilizers are in use but
in the casualty officer’s room and the bureau office—the paint is flaking off the
ceilings, probably due to leaks in the flat roof.

There is ample waiting space for walking patients, both in the general waiting-
room and the lobby to the X-ray department. The small entrance hall contains a
public telephone for the use of patients. The canteen at the back of the waiting-
hall may be good for patients’ morale, but in the team’s view provides too great a
temptation. The separate ambulance entrance is a good feature with efficient
arrangements for unloading and well-equipped stretcher rooms; this allows for
the complete segregation of serious accident cases from the rest of the patients
and children. A fault in design, probably due to lack of consultation, provides no
physical means of separating the clean and dirty cases, but the staff are trying to
overcome this through organization.

The casualty, or minor operations, theatre is of a late 1930 design, incorporating
sluice, scrub up and sterilizing in the same room. The flooring is terrazzo, but of
modern pattern, the squares being small enough to prevent the usual cracking.
The anazsthetic room is also used forseptic surgery. The sluice room, opposite the
plaster room, is used only for the recovery wards. There is no resuscitation unit,
the theatre being used when required.

There are three well furnished recovery rooms, with a bed in each, one with
an extra cot. These are used for postoperative recoveries; fractures arriving too
late at night to be transferred to the orthopadic hospital, one mile away; and
24-hour observation (except in the case of head injuries, all of which must be
admitted immediately to the general wards). In addition these small rooms are
very useful for patients who have come from the periphery of the catchment area
and, though not seriously ill, are not fit to travel the long distance home when
their treatment is completed. The patients in these wards are looked after by the
nurses on duty in casualty; extra nurses can be brought in from the wards but
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this is rarely necessary. Sister felt that this prospect of having some bedside
nursing to do was one of the chief attractions of this department. Although the
casualty officers said there was never any difficulty about bringing meals over
from the main kitchens, Sister would very much like a small kitchen in the
department, not only for these wards and the staff, but also because the canteen
closed down at 7.0 p.m. and there was no other means of obtaining hot drinks for
patients during the late evening and night.

For a new department the engineering services are disappointingly similar to
those of the older departments seen. It is difficult to unravel the principle of the
ventilating system. There seem to be plenty of extractor fans in the theatre and
the treatment clinic, but the staff complained that they had had to work in
intolerable conditions this summer. However, the plaster room, which is very
spacious {and also used for stomach wash-outs) is well ventilated. There are
no plaster orderlies on the staff, all this work being done by the casualty officers
and nursing staff.

Since the casualty department is also the admission channel for the hospital,
the ‘bureau room’ opposite the ambulance entrance has been included in the
department, not that they have need of the space it takes up, but it causes a
certain amount of cross traffic during the busy period in the mornings, while the
‘cold-list’ patients are being registered and examined by the house oflicers in this
room.

The equipment is of a comparatively high standard and there is no difficulty
about replacements. Discards from other departments do not find their way to
casualty. The steam sterilizers are in good condition and obviously well main-
tained. There is a central syringe service in the hospital, and plans for central
sterile supply. .

Although non-touch technique was not seen to be used, the staff here are
sepsis conscious and make practical efforts to segregate patients with dirty
wounds. Patients for clean dressings are asked to arrive before 10.0 a.m. in the
mornings. Their appointment card system is coded ‘A’ for clean and ‘B’ for
septic dressings; the number of the casualty officer whom they are to see is the
next figure, the last being the number of days before reattendance. The block
appointment system of six patients per } hour appears to work very well. All
septic wounds are treated in the anzsthetic room, only the clean cases going to
the theatre itself.

At the far end of the casualty department is its own casualty X-ray unit, which
shares one room with the main X-ray department of the hospital, otherwise its
services are exclusively for patients from casualty with full 24-hour radiographer
cover. It has its own pleasant waiting lobby with comfortable tub chairs and gay
curtains. All the machines and equipment were new when the department opened.

L ] » L »

The present casualty department was built in 1957 on the same site as the
previous department, which consisted of a ward, a corridor and a few ancillary
rooms. The new plans are based, so far as the shape of the available site would
allow, on the proper traffic flow of patients and work of the staff. The entrance to
the department is at the front of the hospital, about 20 yards from the main
entrance. The drive-in for ambulances is not convenient for unloading, difficult
for ambulances to turn in and awkward for staff and stretchers.

The ambulance room is at the entrance to the department and is used
for the reception of stretcher cases only. It is estimated that only 15% of
the cases coming to casualty are taken into this room and after examination,
assessment and emergency treatment, they are admitted, or transferred to
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another hospital, and do not join the main stream for casualty organization.
There are two curtained cubicles. Resuscitation can be carried out in here.
Special equipment is stored in cupboards with glass fronts, or doors painted in
different colours according to the use of their contents. This room is also used for
the reception of emergency admissions, examined here by the house physicians,
or as a holding post for patients being re-routed to the orthopzdic accident
hospital less than two miles away.

The rest of the lay-out inside the department is as far as possible based on an
‘assembly line’ principle for the 859%, walking patients who are passed through,
from the waiting room, with its own records office, the casualty officer’s con-
sulting room, at the angle of the department, and each according to the needs of
their treatment, to the bandage room for clean dressings, with its ancillary stitch
room or the septic dressings room and the theatre suite. The corridor runs the
length of the department and all the units open on to it, so none have to be used
as passage ways, and cases can be kept separate.

Against the consultant’s wishes a canteen was placed in the waiting room.
Patients are called into the casualty officer’s room, after a certain amount of
preparatory work in the waiting room; for example, old dressings are snipped
ready by a ‘major domo’ porter, so that no time is lost once the patient is at the
casualty officer’s table. After consultation or examination a dry dressing is
applied and, theoretically, patients are then filtered to the bandage room, if they
are ‘clean’, or back to the waiting room to be called in to the septic dressing
room, when the ‘g o’clock rush hour’ is over in the bandage room.

The waiting room also accommodates the overflow from the EN.T. out-
patient clinics, occasional patients waiting for X-rays and, for short periods, ‘cold
list’ admissions waiting to be registered, but not examined in the department.

During the team’s visit at a peak period, the central dressing station in the
bandage room was very overcrowded. 'Three nurses, supervised at intervals by
the second sister, were applying clean dressings at a formica topped small table,
too low for anyone’s comfort, in the worst lit part of the room. The table was
wiped clean after about six patients had passed. Treatment was carried out
according to instructions given through a system of coloured and lettered discs,
which the patients brought with them. The casualty officer was connected to
this room by a single loudspeaker, which was used when the white ‘W’ (‘Query
Doctor’) disc was produced, and the nurses used this for special instructions.
The other discs represented in all about 15 combinations for different procedures,
for example:

Green—dry dressing Black—dry dressing with pressure bandage
Brown—Splint and sling Blue—=Strap and bandage
Yellow—Penicillin Red—Strap and crepe

The corner of this room is rather a grim sight, with two sinks for washing up,
a roller towel used by both nurses and patients, and two waste bins. The steam
sterilizers have ruined the paintwork overhead and the walls, in contrast to the
rest of the department, are dirty.

The equipment here, and in fact throughout the department, is well above
average and specially suitable for casualty work. All the trolleys are tilting with
locking wheels and fitted for oxygen cylinders. Unfortunately there is little
evidence of any ingenuity or inventiveness in the department, merely routine
stock-in-trade equipment, without gadgetry.

The stitch room, next to the bandage room, is sometimes used as an over-
flow for the morning dressing session. Local ansthetics are said to be rarely
used.
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After each session the treatment rooms are cleaned down and this is made
easier as all cupboards, etc., are mounted on wheels so they can be shifted
without difficulty.

In the septic dressings room, to which the nursing team move after the
session on clean dressings at about 10.30 each morning, the tempo is slower.
Non-touch technique which may have tended to become slipshod in the
bandage room is considerably stricter and there is more opportunity for super-
vision. There is greater space in this unit, with three cubicles and couches, a
separate sterilizing station and instruments are laid up individually for each
case. All the staff in here are gloved and masked. Towards the end of each
morning and in the afternoons the dressing teams take on as many as possible of
the ward burns’ dressings and also such cases as leg ulcers and varicose veins
from the outpatient department. This is a unique function for a casualty depart-
ment.

Although the rule is that septic cases should not go into the bandage room,
there are certain exceptions, probably on humanitarian grounds, for example a
crippled neuropathic diabetic with a carbuncle was allowed to sit and wait in the
bandage room rather than be wheeled back through the waiting room and from
there to the septic clinic. Although large dressings, for example breast abscesses,
are supposed to go to the septic clinic, where the cubicles have deliberately been
kept small to avoid suppurating wounds spreading infection, they are in fact
normally treated in the cubicles of the bandage room, because it is more con-
venient for the nurses to dress them in here before the team changes over to the
septic clinic at 10.30 a.m.

The consultant considers the infection problems of casualty are quite
different from those on the wards, and on a lower plane. Although a real attempt
has been made to keep the ‘clean’ and ‘dirty’ cases separate, both by times of
appointments and separate rooms, the system becomes rather diffuse on the
clinical side, and falls away when the junior nurses are working under pressure.
Moreover, he believes that some septic wounds, for example slough excision
cases, particularly pulp whitlow, when left for four days after operation can then
be redressed in the ‘clean’ treatment room. The routine is for antibiotics to be
given in sub-therapeutic doses—3/100,000 penicillin is the standard. Penicillin
and atropin is given as pre-operative cover,

It is possible that the bacteriology and epidemiology of cross infection are not
fully appreciated in this department—there are many loopholes and aseptic
conditions are far from being achieved. Yet the sepsis problem is recognized and
some practical measures have been taken, and on the whole are seen to be work-
ing, which is not the case in most of the other hospitals visited on the survey.
The drawbacks are recognized and the staff are aware that the standards set in
this respect too often become swamped by overcrowding and pressure of work.

The recovery room in the theatre suite is well fitted and equipped with four -
beds, all with their heads to the centre of the room, easily accessible to the an-
esthetist. There are plugs for mobile suckers for each bed. Between this room
and the theatre the patients have their own changing room with two cubicles.

The sliding doors inside the suite are a good feature, on upper suspension,
It is unfortunate that the staff have been told that because of the sloping cor-
ridor floor they cannot have sliding doors to the entrance of the suite, across
which are hung drab pink curtains of heavy linen.

The theatre is lit by fluorescent strip lighting of low intensity. The walls are
dulled by steam grease from the sterilizers which seem to be dotted everywhere
in this department. The sinks for scrubbing up are in the theatre itself. There are
two poorly lit and badly painted ancillary rooms, one for the sterilizer and in-



I20 APPENDIX II

strument cleaning, the other as a stuice and store. The principle of the ventilation
system is difficult to unravel. The extractor fans when not actually in use give
off a back pressure; the vent to one of them is covered with a blanket and the air
(and conversation) comes up from the domestics’ changing room below, through
the basement to an outlet on the exterior wall of the hospital. The thermostat
control does not work properly.

There are daily minor operating sessions, starting at 11.30 a.m, The casualty
department has organized its own independent anzsthetic cover, with three
G.P.s giving anzsthetics on two mornings each a week, as clinical assistants; the
consultant is very satisfied with their service. Fluothane is given as a routine,
although none of the G.P.s have the D.A. or have been given any special in-
struction in its use.

Swabs are taken once a year—100 every July, but only from the theatre
dressings, not from the treatment rooms. Nasal swabs are not taken.

There are no observation beds allocated to the casualty department; when
required the consultant in charge makes beds available in his own surgical wards.

The medical staff who were to be responsible for running the new accident
centre were allowed to play very little part in its general design and detailed
lay-out. It was said that their opinions were invited at meetings arranged in-
conveniently at short notice; plans and amendments were circulated with
scarcely time for detailed study and contractions in dimensions, alterations of
the position of units, etc., too often slipped by unnoticed by the consultant
staff, who were not organized or skilful enough to cope with this professional
situation.

The main entrance and foyer to the centre, though no part of the casualty
service, deserves special mention to show the contrast between the architect’s
conception and the actual working conditions of the casualty department with
which the medical and nursing staff have to cope.

The foyer extends the whole three-storied height of the building and must
amount to about 32,000 cubic feet. It is palatial and exotic with hardwood
panelling, expensive contemporary wallpaper and bronze-balustraded staircase.
Empty troughs for potted plants line the carpeted lobby. The light-fittings,
furnishings and patients’ telephone booth would equal those in a 5-star modern
hotel. The visitors’ waiting room is equally lavishly furnished. Yet, because
there is no spare porter/janitor available to man the reception desk, the front
door remains permanently locked and visitors and staff all come in by the door
to the side forecourt behind the main ward wing, the public being attracted
inside to use the lavatories. Furthermore, the main access to the casualty
department from the front entrance runs right through the X-ray department.
For this reason the main entrance is likely to remain closed.

The architectural note describes the whole plan of the centre as ‘resembling
that of an aeroplane with a rather short fuselage ... the single-storied out-
patient department forms the tailplane.’ This is ironically true of the position of
the casualty department.

The entrance for stretcher casualties is under a covered terrace flanking the
interior corridor of the X-ray department. The canopy has been built too short
to cover the space over the yard where ambulances back in and unload. The
reception/registration office has two windows to cope with both stretcher and
ambulant patients who enter round the back of the casualty department. For
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stretcher cases and trolleys the corridor inside is too narrow to give straight
access except into the casualty officer’s office; to get into the resuscitation,
examination rooms and theatres in this section of the department, a certain
amount of shunting is needed before the trolleys can be wheeled through the
doors—in fact micro-manipulation is required everywhere because of the narrow
ratio of the width of the doors to corridors.

The department is divided into three functional suites; resuscitation and
theatres, consulting and reception and treatment and dressing.

Resuscitation and Theatres

The shock room is fitted with first-class equipment for every conceivable
emergency and includes a wall-mounted blood pressure gauge, piped oxygen
and suction, X-ray machine sufficiently large for any casualty, including spinal
injuries, a tilting trolley fitted for a transfusion stand, a hand wash-basin and a
poison cupboard at eye level. But once the patient and nurse are inside this room
there is no room left for the casualty officer, such was the pruning of the
dimensions in the plan, which went undetected by the medical staff until it was
too late, and the room ended up by being only a third of the necessary size. In
fact it has only once been used since the centre was opened; resuscitation is now
carried out in the cubicles of the examination room next door.

The plaster room is adequate and fitted with a triple rail for drying off
mackintoshes—one of the very few good features seen in the department. The
original waste-pipe contraption in here failed to work and has been replaced by a
locally made simple plaster trap. The laundry chute was not used for the first
few months because of shortage of staff; now that there are sufficient porters to
receive dirty linen in the basement, the mechanism of the chute has broken down.

The septic theatre is minute, with tiny ancillary rooms to match its size.
The main theatre is more spacious, with a full size Hanalux lighting system. The
air conditioning system does not work properly and the door has had to have a
stop made to prevent it staying open under positive pressure too low for that of
the extractor fans. As in the theatres of the rest of the centre there is a dual
heating system. There are two doors (one kept locked to provide extra space) to
the sluice rooms.

There is no recovery room in the department, the examination cubicles being
used for post-operative patients.

In this suite originally all the doors were glass-panelled but hardboard covers
with sliding eye-holes have now been fixed to afford privacy. The hospital
carpenter has also provided a fixed X-ray stand in the casualty officer’s room as
the stream-lined arrangements for the delivery of films too often spirited them
away before they were read.

Reception and Consulting

The main waiting room is furnished and papered in contemporary style and
very comfortable. In spite of protests from the medical staff, a canteen was
provided. Smoking is allowed. The medical staff are beginning to realize this
room is too attractive, especially as a resting post for tramps at night. The
corridor outside has become a marshalling yard for stretchers and invalid chairs,
expensively covered in calf-leather, so wide that they take up a third of the
width of the corridor and have to be moved to allow access to the patients’ and
staff lavatories.

Each consulting suite on either side of the corridor has its own waiting room,

C.S. E
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apparently one of the easiest places in the rabbit-warren in which to lose patients.
The consulting rooms are fairly small box-like compartments more suited to an
outpatient consultation than a swift casualty examination, and the casualty
officers complain that they are shut off here from the stream of work and have no
chance to supervise treatment and dressings. Patients carry their own records
from unit to unit.

Treatment and Dressing

This suite is not air-conditioned. There are two sets of four cubicles and one
dressing unit for stretcher cases, also with four cubicles, with couches and,
again, its own waiting bay. There are nine separate Slater sterilizers in the
department, with steam controlled gear, but during the visit those in the
dressing units had either broken down or were boiling merrily away and so
creating intolerable conditions. The effect of the constant clouds of steam on
paint and woodwork (not to mention tempers) was already having its effect after
six months. There are no storage arrangements for drums which are stored on
the floor at the end of the dressing units. The nurses were gloved and masked
here; sets of instruments were laid up for 4—5 dressings under sterile towels.
‘Partial-touch’ technique was seen to be used, but supervision of junior staff is
made very difficult by the many partitions and the steamy atmosphere.

As would be expected here, the equipment and instruments, apart from the
faulty sterilizers, are brand new and of good quality.

The routine work is organized to separate clean and dirty cases on a time-
table as follows:

Clean dressings . . . 9.0-10.00 a.m.
Soft Tissue injuries . . 10.00-10.30
Septic Dressings . . 10.30-11.30
Theatre . . . . 11.30

The senior casualty officer begins his review clinic at 10.30 every morning.

Seventy-five per cent. of the surgery is done under local anasthetic, 25%
under general. Daily anzsthetic sessions are shared between three general
practitioner clinical assistants. Fluothane is given as a routine and the G.P.s
have been specially instructed by the senior anzsthetist in its use.

The afternoon traffic flow has had to be switched because of the fracture
clinics, held in one of the ambulant dressing units. The team did not have the
chance to see how the arrangements worked as they paid a morning visit, but it
would seem that the corridor and waiting rooms remain very congested through-
out the day as a result.

There is an ‘over-48 hour bar’ against casualty attendance, and if the patient
presents himself with an injury sustained two days before, as a rule he is referred
to his own doctor, although this regulation is flexible in cases of infected wounds.
Medical emergencies are seen and referred back to the G.P. or admitted to the
general wards of the hospital. On the whole the medical staff thought the name
‘accident centre’ was acting as a proper deterrent to trivial cases and no instance
of such a case was found in the records.

There are no beds allocated to the casualty department for observation pur-
poses. Originally six beds were designated in the ground floor wards, but these
were filled with orthopzdic cases as soon as the building was opened and there
seems little chance of them being recovered for casualty. On the other hand this
is perhaps not as great a drawback as in other hospitals because the policy at the
accident centre is “Treat and discharge, or admit’.

Although the entrance to casualty is at the back of the accident centre, this
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department is considered by the medical staff to be the first, reception, stage of
the accident service. Physically it is a wasp-waisted unit and of all the depart-
ments in the new building it has suffered the most from the architectural squeeze
and lack of consultation with those most experienced in the organization and
work of casualty. It has been built as a consultative outpatient department with
the result that it is difficult to supervise the work yet easy to lose patients
between the series of consulting boxes, waiting spaces and dressings cubicles.

It is, however, exceptionally well covered by first-class medical staff who are
providing an enlightened accident service in spite of the drawbacks of planning
mistakes and faulty engineering services.

L J » » »

The accommodation was adapted during the war at a time when there was an
acute shortage of building materials and labour. No alterations or redecorations
have been carried out since nad the whole building needs a thorough refurbishing
everywhere, especially as the ochre war-time paint is unrelieved and depressing.
Indeed, it must be a shock to overseas visitors to be met by the unkempt
dilapidation (including an absent window pane) of the entrance hall and stair-
ways, which do not appear to have been spring-cleaned in the past decade.

Yet this department is practically the only one of any size seen by the team
which has been deliberately planned on a functional basis. Within the limitations
of the building and the war-time adaptations, the organization for the efficient
flow of patients and economy of movement of staff, avoiding wherever possible
cross-traffic, has dictated the layout of the accommodation and fixed equipment.

The new patients’ entrance used to have a glass canopy over it until it proved
to have been built too low to withstand the impact of an R.A.F. ambulance.
Railings on either side of the entrance, protect walking patients from where the
ambulances drive in and out over a ramp. There is a separate entrance for
patients reattending for clinics.

The polished surface of the benches in the waiting hall show how generations
of patients have, under the ‘total shift’ system, slid up, row by row, to the top of
the queue. There is inadequate space for a wheelchair and accompanying relative
in the dingy registration office, where patients collect their serially numbered
folders which hold their various forms and case notes.

The shock room is very well equipped and in a good position, although the
hospital staff would like, as one of the priorities, to have a larger shock room with
an observation ward alongside. Outside this room there is an excellent apparatus
in the form of a cradle for treating severe chest injuries with paradoxical respira-
tion.

There are six cubicles in- reception, four with couches, special lights and
apparatus for examination purposes, one used as a waiting space for X-rays, and
one as a waiting space for the dressing unit. The X-ray department for casualty
is adjacent to reception, but there is also a mobile X-ray machine and viewing
set in this unit. There are several useful gadgets:—

(a) Tubo gauze dispenser with perspex cover mounted on the wall;

(&) Leg dressing stool of stainless steel;

(¢) Dressing trolleys with disposal cans attached (the idea behind these is
good, although there may be risk of contamination if the lids are not
air-tight);

(d) Standing writing desk, with high stool if required;

(e) Rinser for syringes soaked in spirit.
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- All the chairs in reception are slatted iron, easy to keep clean and not as un-
comfortable as they look. All patients requiring dressings are.booted and gowned,
although this is as much to protect the equipment as the patients themselves.

There is a copious supply of sterile tools and equipment, all labelled ‘non-
touch’. The technique is that of an assembly line; simple minor injuries are
each attended by at least three different people in three different cubicles: (1)
examination by a doctor; (2) dressing by a nurse; and (3) penicillin injection by
a nurse. :

‘There is an efficient X-ray room with two machines next to the reception
room. The junior staff write in all the X-ray diagnoses, the team leader vetting
these sometime during the tour of duty. The radiologist now does regular
sessions in this unit, not to review films but for the standardization of techniques
for comparable viewing, and even more sessions are needed for this purpose.

At the end of the reception unit is the photographic room, which is quite.
unique and most valuable for accident research.

“"There are two theatres, one for general and one for local an®sthetics, with a
sterilizing room in between. There is a ‘localized central sterile supply’ system
here which ensures that a complete set of sterile instruments, covered by a towel,
is always ready, however many operations have to be done. There are humidity
gauges in the theatres, but no proper humidity control. Access to the surgeon’s
changing room is only through the theatre.

The comparatively spacious plaster room is beyond the local anmsthetic
theatre. Printed labels containing instructions to patients are stuck on to the
plasters themselves. There is a good winch on ball bearings for overhead traction.
The plaster disposal bins are all on trolleys in covered hatches with openings
inside and outside.

Provided it is bacteriologically sound, the design of the reattendance clinic,
with its chest-high painted brick partitions, is a good example of planning for
economy of movement, resulting in a speedy and efficient put-through, for
example in the case of second dressings, the house surgeon sees 140 patients
between g9 a.m. and 11 a.m.; in the case of ambulant fractures, the registrar sees
6o patients between 11.30 2.m. and 12.45 p.m. Four nurses work in this clinic,
one cleaning, one preparing and laying-up the instruments, and two doing the
dressings. There is a ‘double-feed’ for sterile instruments, each with its own sink
and equipment, but there may be a defect in the arrangement of the sterile trays
passing over the disposal bins, if the outside door to the hdtches is not tightly
closed. With a secretary facing him, the casualty officer interviews patients in the
centre of the room, seated on a swivel chair from which he can reach the basin;
this is not altogether satisfactory, however; the idea is good, but needs more
finesse perhaps to encourage the lazier doctors. There is a viewing screen on the
desk.

There are three more dressing rooms, one of which is used for dressings to the
leg and body, one is used for giving antibiotics, and the third one is used as an
overflow and for special Burns Unit dressings three afternoons a week. In
addition, there are two consulting rooms for referred cases from daily clinics,
and for special follow-ups with certain types of injuries.

The equipment throughout the department is of a high standard, except for
the sterilizing drums which are suspect. The hospital is now going over from an
inefficient system of syringe servicing (using cellotape caps) to a contract syringe
service which uses metal sealed caps.

The Plenum air conditioning plant appears to give a reversed air-flow in the
reception room and theatres, but the staff are well aware of this and indeed are
continuing a series of studies in cross-infection.
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The staff themselves feel that in the original plans for adapting this part of the
building they overlooked the provision of:

1. 'Showers for the remedial gymnasts;
2. Waiting space outside the clinics;
3. Sufficient space for storing linen;

4. Staff rest rooms and lavatories.

Ward G, close to the department, has 26 (16 male and 10 female) 48-hour
observation beds, and their estimated turnover is 2-3,000 per annum.
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EXTRACTS FROM REPORTS BY THE SURVEYING TEAM ON
REHABILITATION AND RESETTLEMENT SERVICES
IN THE HOSPITALS VISITED

f

The senior casualty officer and his junior staff have direct access to the physio-
therapy department. The initials “T.P." (Try Physiotherapy) and ‘A.D.T.’
constantly recur on the casualty cards as evidence of this department’s misuse
as a dumping ground by junior staff.

The chief physiotherapist is enterprising and does good work, in spite of the
lack of imagination on the part of those referring cases to her. She is especially
keen on her weekly class for juvenile schizophrenics. Two classes per week are
held for geriatric cases. There is an adequate gymnasium and good exercise
programmes have been worked out. The occupational therapy department is
mainly diversional but there is a certain amount of domestic resettlement work
done, and enterprise and ingenuity have produced some good gadgets and
cleverly adapted tools.

The initiative shown by the technical staff of the department is in contrast with
the attitude of the medical side towards rehabilitation and resettlement. The
department’s staff regretted that there was no medical interviewing committee,
but there is fairly close contact with the local D.R.O., whom they know by name,
The hospital superintendent, however, did not know what the initials ‘D.R.O.’
stood for.

The physiotherapy department is small, consisting of two rooms with eight
cubicles in one, six in the other. There is only a very distant prospect of a new
department being built, although plans for a gymnasium and pool have been
prepared for it.

Local transport difficulties make class exercises very difficult to arrange and in
any event the department is always short staffed, the tendency being for the
physiotherapists, once qualified, to get jobs with the local industrial medical
departments. There is no occupational therapy department, although handi-
crafts are taught on the wards by a part-time visiting occupational therapist.

If anyone could be said to be responsible for this department, it is the
hospital secretary, who arranges all the appointments. Junior medical staff
can—and do all the time—refer patients direct. Although the senior casualty
officer could also do so, most casualty patients come via the outpatient ortho-
p=dic clinics.

There is no medical interviewing committee or resettlement clinic; nor is
there any contact with the local D.R.O., whose name is unknown to the staff.
The three major firms take the initiative entirely in the rehabilitation of their
own employees, fitting them into selected or modified work. The interest of
their welfare officers in this seems to be very commendable and a fine example
of the good relations between management and labour in the steel industry.

* » L J *
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There is a school of physiotherapy at the teaching hospital, with g1 places for
students. There are, however, no facilities for a full-scale rehabilitation service
in the city. The teaching hospital runs a special course for D.R.Q.s, and
claims to have an active rehabilitation sub-committee, but in fact there is no
real organization or attempt being made to ensure the patients return to work

when they are fit.
. * . ™

The department is small and provides only for physiotherapy as there is no
gymnasium. The G.P.s and the casualty officer can refer cases direct and the
regional consultant in physical medicine pays visits when required. Visits from
an occupational therapist to the wards are arranged from the main hospital which
holds a medical interviewing committee, described by the Ministry of Labour

as ‘reasonably active’, '
- » » .

The physiotherapy department is small and inadequate, if the claim is true that
100-150 patients pass through each day. A space taken from two cubicles is
used as a gymnasium, with ribstalls, etc. T'wo class exercises are held each week
for quadriceps, three a week for asthmatics. Very few cases are referred direct
from the casualty department, although the senior casualty officer can do so
if he wishes. No junior staff are allowed to refer cases.

The superintendent’s post is now vacant; the assistant superintendent of the
department attends the orthopadic clinics twice a week in the outpatient
department, and the consultant orthopadic surgeon holds a clinic every
Saturday morning in the physiotherapy department. These clinics are said to
put through an average of 110—-120 patients each.

The consultant in charge of casualty supposed that any resettlement work was
the almoner’s responsibility and this is in fact the case; her contact with the
welfare officers of the local firms is always made through the D.R.O.

All the consultants in orthopadics and general surgery see their patients at
regular sessions in the physiotherapy department. This is a very good unit with
an adequate gymnasium, which is also used as a waiting room for patients
attending the orthopadic clinics three mornings a week, when the full-time
gymnast acts as clerk/receptionist. The work of the occupational therapy unit is
mainly concerned with handicrafts.

The consultant orthopzdic surgeon told the team the medical interviewing
committee met regularly and, although he did not know him by name, the local
D.R.O. was keen. The department makes occasional use of Egham.

The orthopaedic staff have now askegd for an extra almoner to work with their

department and casualty.
* * . .

The hospital staff are aware of the need to get patients back to work as soon as
possible; they acknowledge that there are gaps in the rehabilitation service,
more particularly a lack of scrutiny and supervision for minor injuries in the
casualty department, and at the rehabilitation centre itself.

The services, run by the orthopzdic department, include the physiotherapy
clinic, occupational therapy department and the rehabilitation centre, both for
resident and non-resident patients, eight miles away at a hospital which has 70
beds, a third of which are accident-convalescent. A daily bus from the hospital
takes ambulant patients over to the centre which is visited by the senior
casualty officer on an average once a week.
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The team understood that the question is now being considered of the ap-
pointment of a physical medicine consultant, to develop further aspects of
rehabilitation, especially those concerning rheumatology and ‘daily living’,
which have so far hardly been touched upon here. Such an appointment would
also free the orthopzdic surgeons from a good deal of their duties in this
department and allow them more time to do clinical research. .

The staff are reasonably satisfied with the work of the local D.R.O. They told
the team there was no interviewing committee or resettlement clinic, but accord-
ing to the Ministry of Labour, an M.I.C. has been held at ‘reasonably regular

intervals.’
* . » »

Rehabilitation services are at present non-existent, but a new physiotherapy
department is being planned to include occupational therapy and a gymnasium.
The medical staff were not familiar with the terms resettlement clinic, M.I1.C.
or D.R.O,, and excused the lack of activity by the hospital service on the
grounds that the majority of workers were unskilled! This trend would increase
as the Works continued to turn over to more and more automation, and in any
event it was said that the two major local firms provided adequate services for
the rehabilitation of their own employees.

The physiotherapy department is relatively small, the responsibility of a
physiatrist whose primary interest is in rheumatology, to which the pace of this
service is geared. This is understandable perhaps since no fractures are referred
to the department to stimulate interest in rehabilitation and resettlement of
the injured. There is a strong link with dermatology, but the impact from
casualty is very slight. There is a small gymnasium, no pool and no outpatient
occupational therapy. Only consultants may refer cases for physiotherapy.

There is no resettlement clinic or medical interviewing committee. The
nearest rehabilitation centre, seven miles away, is run by the largest local
cmployer, but there is no link between the hospital and this service, nor with
any other of the local industries with regard to resettlement of injured em-
ployees.

»* * * *

The phystotherapy department for the group is at another hospital in the city,
and the senior casualty officer can refer cases direct, but if treatment is not
completed within fourteen days, the patients must be reviewed by a consultant.

The nearest rehabilitation centre, run by the R.A.F., is seven miles away.
There is no resettlement clinic or medical interviewing committee. One of the
general practitioners whom the team met is a member of the Ministry of Labour
Rehabilitation Advisory Committee for the city and, while he was proud of
their record in resettlement and of the work of the Remploy factory, he admitted
there was no link with the hospitals so far as their rehabilitation services
were concerned.

* » * *

Another converted ward houses the physiotherapy department, the responsi-
bility of a physical medicine consultant, which is quite good considering the
size of the hospital and the space available. The usual difficulty exists with a
remedial gymnast working in isolation from the rest of the department. The
occupational therapy department is small and mainly concerned with work on
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the wards. The casualty officer has open access to the services. There is no
resettlement clinic or medical interviewing committee.

L] L] * »

This department also comes under the physical medicine consultant. The
physiotherapy department is old and cramped, activity almost entirely being
confined to passive work. Again, a remedial gymnast runs the small gymnasium
in isolation to the rest of the service. The casualty officer has direct access, but
rarely refers patients. Occupational therapy is mainly concerned with basket
work and other uninspiring diversions. :

The terms ‘resettlement clinic’ and ‘M.I.C.’ are not known here; the almoner
contacts the D.R.O. at her own discretion.

The physiotherapy department is housed in the basement and, though the
aspect is gloomy, it is fairly well equipped with a small gymnasium. There is no
occupational therapy for outpatients, only a little done on the wards. There is
no medical interviewing committee and resettlement is entirely the almoner’s

responsibility. The staff did not know the name of the local D.R.O.

Not in size, but in terms of treatment, this physiotherapy department is said to
be the biggest in England. An average of 550 patients pass through the depart-
ment each day. However there is no occupational therapy unit and no gym-
nasium,

The ‘temporary’ hutted accommodation was built 25 years ago, to last ten
years. Plans for a new department were drawn up, but abandoned when it was
found that the lease of the land had only a short time to run. There are adequate
dressing rooms, a wax-room, ultra violet ray room, registration/chief clerk’s
office and twin physiotherapy rooms with 20 cubicles in each. A ‘pulley room’
15 ft. by 12 ft., and an exercise room of the same size together constitute a
‘gymnasium’. In 1951, with the changeover from D.C. to A.C. all the equipment
was replaced and is up to the standard required for a training school.

More than 80% of the work of the department comes from casualty. There
used to be a special short wave diathermy clinic held in casualty in conjunction
with the hand clinic, but this was suspended at the time of the team’s visit, for
an experimental period of six months. Penicillin blanket injections are widely
used. Because the chief physiotherapist felt that patients were not being
examined thoroughly in casualty, but being sent straight through for physio-
therapy by the junior medical staff, she has managed to establish the rule that
only registrars’ and consultants’ referrals are accepted. The consultants only see
their patients in the casualty clinics and not in the physiotherapy department.
There is no consultant in physical medicine or rheumatology in the city and
it is said that all suggestions for such appointments have been opposed by the
medical committee.

The local industrial rehabilitation unit, run by the Ministry of Labour
under a part-time general practitioner, has no liaison with the hospital. Apart
from the sanatoria medical interviewing committee, which is said to be very
active, there is no other interviewing committee or resettlement clinic in the city.
The chief physiotherapist herself takes on the job of contacting the local
factories when she thinks it necessary, through the personnel officers or works
managers, with a routine letter, followed up as often as possible by a direct
telephone call. In fact she herself supplies the service which should be provided
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by the D.R.O., copes with the medical aspect which should be carried out by
the consultant in charge, and at the same time, through her routine work in the
department, tries to make up for the lack of an occupational therapy service
and a proper gymnasium,

#* » * *

The physiotherapy department is on the ground floor of the adjacent block to
the casualty department. There are eight cubicles, including one for short wave
diathermy. There is no occupational therapy department and no special group
exercises, although the gymnasium is adequate. The medical superintendent
said that physiotherapy treatment is ‘limited entirely to essentials’.

According to the Ministry of Labour there has been no medical interviewing
committee held at the hospital since 1954.

* * * *

There are no rehabilitation services except for the employees of the major firm
in the town, who have twelve places in their apprentice engineering shop.
Originally, after the war, the company had put up a special building for re-
habilitation, but immediately on completion it was taken over for some other
purposes and the service has had to be confined to the twelve places mentioned.
There are no plans for any better accommodation and generally interest appears
to have waned.

Rather more than half the places are for hernia cases, but they cannot start
before six weeks to three months because the work is too heavy. The majority
of the workers have outside interests of their own, such as gardening and light
odd-jobbing, which they can turn to while on sick leave. When they do start
work again there is said to be a great deal of co-operation from their work-
mates, to help them over the first few weeks.

The consultant orthopzedic surgeon had for some years been the medical
officer of the local Remploy factory and had made weekly visits there, but he
has handed over this appointment to a local general practitioner.

The first D.R.O. had been a patient at the hospital, and had done good
work in resettlement. Since his retirement however there have been several
changes and his successors had not taken the same interest. These appointments
have all been part-time. There is no medical interviewing committee.
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EXTRACTS FROM REPORTS BY THE SURVEYING TEAM ON
THE SEVERAL HOSPITALS’ APPARENT CONCEPTIONS OF THE FUNCTION
OF THEIR CASUALTY DEPARTMENTS

The hospital is aware of the need for consultant cover for casualties and the
ratio of senior staff here is higher than anywhere else visited on the survey.

There are no barriers whatsoever to patients coming into the department for
examination and treatment if necessary. No patient is turned away until they
have seen a doctor, however trivial their complaint. This ‘open door’ policy is
apparently a long-established tradition at the hospital, and although the con-
sultant in charge would like to place some limitation on the types of cases coming
in, the hospital management committee has always opposed any suggestion of
a barrier. The record cards show that, with the high rate of ‘casual’ attenders and
their return treatments, the casualty department is in fact offering an alternative
general practitioner service. The large number of patients with referral letters
seen waiting at 11 a.m., the ‘peak post-surgery time’, suggest the G.P.s them-
selves are using the department in this way. In the opinion of the staff of the
department, however, any immunization programme against tetanus by toxoid
should be the responsibility of the general practitioners.

Although this may well be the more economical way of dealing with
them, the department has been made to accept a heavy load for minor operations
and, for example, the reception for the dental service and routine cold admissions
has been pushed on to the department on the excuse of shortage of space else-
where in the hospital.

Planning for the future of the casualty service is low down on the list for
priorities.

. » » .

It is difficult to assess the hospital’s conception of what the casualty depart-
ment’s function should be. The staff seem to be aware of the deficiencies and the
importance of proper medical cover. The consultant in charge said that the
whole medical staff were worried about the subject of casualty, there was no
complacency and the problem had been discussed ad nauseam at medical
committee meetings for the last ten years, but with little obvious effective
action—a fact which was confirmed by the local general practitioners.

* * * LJ

The hospital is aware of the need for consultant supervision for the casualty
department as well as having an S.H.M.O. senior casualty officer. A successful
attempt has been made to limit the work of the department to true casualties,
by polite discouragement rather than an outright barrier against ‘casual’ at-
tenders.

Unfortunately, although the standard of cleanliness is high, no attempt has
been made to control cross-infection, indeed there does not appear to be any
consciousness of the need for it.

* * * »
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The tradition of an ex-municipal hospital’s casualty department as an admission
channel for all patients has been perpetuated. To quote from a paper by the
senior casualty officer on the work of the department:

‘The advantage of the system is in saving of house officers in that the
duty house officer or house physician may be engaged in the operating
theatre or outpatient department and not be available for urgent treatment.
If this (examination of emergency admissions to the acute side of the
hospital) were not done by the casualty officers, additional house surgeons
and house physicians would undoubtedly be required, especially in the
chronic wards.’

He does admit, however, that the system clutters up the department ‘with
patients not primarily its concern, with consequent delay to true casualties’.
But he told the team that any attempt to limit those coming to the department
would be blocked by local interests.

In spite of an adequate number of beds allocated for casualty there is appar-
ently no drive on the part of the staff to establish their proper claim on these beds.
In the same way, although a special X-ray unit has been provided for casualty it
does not seem to be properly used by the department and has been allowed to
become an overflow for inpatient work.

Although the hospital is conscious of the deficiencies of the casualty depart-
ment, very little has been done to upgrade it.and no imagination has gonec into
planning for its future. The department remains an isolated unit, at the bottom
of any list for priorities.

* L * *

This department is providing a casualty service under special circumstances
since all fractures are referred direct to the ‘accident’ hospital. There is perhaps
a tendency to over-treat minor injuries under abnormally low, antibiotic
cover, in fact hardly more than a ‘penicillin parasol’, and although the standard
of sepsis control aimed at falls short of their ideal, the staff are not complacent
about this aspect. . .

The same staffing problems for junior medical staff and off-duty cover are
met here as everywhere else, aggravated by the complete divorce from any
orthopadic work. Yet because the department is in the exceptional position by
way of being the hobby of a consultant general surgeon, its work is well
organized and geared to the service it should provide in this particular com-
munity, so long as the dichotomy with the orthopzdic/accident hospital’s
casualty department persists. :

* * L] *

This department, although functionally in nurse staffing and common offices
joined to the outpatient department and the rest of the hospital, is medically
isolated. The senior casualty officer has access to beds and his colleagues rely
on his judgement as a diagnostician. Otherwise the department is allowed
generally to run itself, without interference, or in fact much interest from other
quarters.

After a difficult period, in their relief at getting the S.H.M.O. senior casualty
officer post filled, even with mediocre material, the Hospital staff have taken
no steps to improve the quality and work of the department, allowing the
appointment to act as ‘a permanent analgesic against staffing headaches’.
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The amount of minor surgery done by the two general surgeons is well above
the average for many other hospitals. Neither thought an orthopzdic surgeon
should be in charge of casualty, because such cases as sepsis and burns would
not be adequately dealt with in the department. But though they agreed that
the first examination of a casualty was of primary importance to the management
of the case, they did not put forward any firm views as to who should conduct
this examination on admission. Referrals by G.P.s for minor surgical operations
are made by telephone direct with the house surgeon and the admission role
of the casualty department is confined almost exclusively to real casualties,
because of this practice and the strict regulation of attenders.

There was no evidence that one of the functions of a casualty department
as a sepsis filter had ever been thought of. Infections, such as poisoned fingers,
ingrowing toenails, etc., are referred direct from the casualty department to
the outpatient clinic; patients with head injuries, burns and sepsis tend to get
pushed through to the general surgeons. .

Not only in the physical sense is this casualty department in the centre of the
hospital, but it is as well a fully integrated part at all levels. On his appoint-
ment, the consultant general surgeon.in charge, in a pleasant personal letter
to all the G.P.s, defined what he considered the proper functions of the depart-
ment, and they have co-operated in this respect, not only as family doctors, but
when covering the department as members of the medical staff of the hospital.

* . * »

The casualty department is an ancillary department at this hospital. That it is
not more isolated is due probably to the influence and enterprise of the other
main hospital in the group containing all the special units, and the personality
of the sister, Without these permanent assests, with the yearly change of casualty
officer and the lack of consultant control, it could become a very poor example
of the ‘shop-window’ of the hospital service,

- . - -

The hospital’s attitude towards its casualty department is one of laissez faire so
long as the present senior casualty officer, who is running the department
reasonably satisfactorily, relieved them of the worry of constantly changing
medical staff. No real improvements for the service have been contemplated
except in so far as, fortuitously, the department will gain added space (for an
improved sister’s office and a few ancillary rooms) when the present outpatient
clinics are moved to the new extension.

L] * * *

This department is a friendly, family, dispensary; it might almost be described
as one of the social amenities of the borough. Although it is obvious that serious
casualties are being channelled—or channelling themselves—to a nearby
teaching hospital, the reaction of the hospital staff to any hint that their depart-
ment might be dispensed with, should an area accident service be established
was sharp. They considered that their service was serving a local need as part of
the tradition of medical care in the district. They were also opposed to any sug-
gestion of a barrier against casual attenders with trivial complaints, and saw no
reason why such uninteresting clinical material should not find a home in the
casualty department.
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This hospital’s attitude to the problem of casualty seems even more negative
than its proposal to relegate the new department to the status of a mere section
of the outpatient block. Even so there are no plans on paper yet, only the basic
square footage has been allocated and the architects have been asked to produce
a detailed scheme, so far as the team could gather, without any particular
schedule of requirements from the hospital—certainly the casualty sister had not
been asked for her views on the lay-out of a new department.

The department here can be described as ‘grubby and drab’. No thought has
been given at all to the part it should play in the hospital’s service. The dis-
proportionate staffing, lack of any senior cover and the idea that any future
department should be an appendix to the new outpatient block emphasize the
hospital’s attitude towards casualty.

The senior casualty officer thought the function of his department should
be to effect admissions to the hospital, to treat minor trauma, to arrange admis-
sions of major trauma, dovetailing in with the other departments of the hospital.
It is in fact claimed by a senior member of the consultant staff that, particularly
since the appointment of a senior casualty officer, the hospital’s record of
sepsis had been very low and that this was largely due to the appreciation of this
role of the casualty department. There were, however, no figures available on
the infection rate at the hospital.

In particular it was felt that in any future plans for an accident service pro-
vision should be made for 48-hour observation beds for casualties. The senior
casualty officer, after visiting the accident services at Birmingham, Leeds,
Sunderland and Guy’s hospitals, had come to the conclusion that his department
would need 12 beds in wards of up to three beds, to deal with the following types
of cases:

Sepsis Query poisons
Head injuries A.T.S. reactions

Younger collapses (the elderly cases being admitted straight
to the geriatric hospital through the senior casualty
officer’s position as referee to the bed bureau) and

Recovery from intravenous anwmsthetics (e.g. dislocations),
Clean trauma (e.g. special cases which now require admission),
Cold elective surgery (suitable for casualty).

On the part of the hospital staff as a whole there is a clear appreciation of the
present situation regarding the provision of sufficient and adequate accident
services for the country as a whole; they agree that the problem is not a static
one; in their view it is going to increase year by year with growing economic
implication to the country. There was an urgent need now to plan for the future,
to equip the hospitals and train personnel to deal with accident cases and
casualties properly and to ensure continued supervision over their complete

rehabilitation.
» » » *

The hospital considered its casualty service in two aspects; major accidents
and G.P. surgery work, with a ratio of 40 : 60 (an estimate not supported by the
observations of the team, or borne out by the records seen). From time to time
an effort is made to cut down the ‘surgery work’ by sending a strict memo. to a
black-list of G.P.s, after which it was claimed the figures of such referrals dropped
dramatically. Although there is in the department rather a feeble notice against
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‘casual’ attendance, in practice all patients are examined by the casualty officers
and by the time their case is identified as being too trivial for hospital treatment,
the work has already been done and, in order not to waste more time, the
patient is dealt with there and then. It was stated that the numbers of re-
attendances depended largely on the interest of the particular senior casualty
officer in office at the time.

The consultant staff were in favour of the system of the ‘medical sorting room’,
taken each morning by a medical and surgical registrar, dealing particularly with
the query cases, to separate the general practice cases from those which warrant
hospital investigation. Apart from the advantage of the department itself, the
staff felt the hospital should provide such a supporting service to the G.P.s,
although they agreed that this could only be properly organized when an area
accident/traumatic service was in existence, and it would have to be established
as a completely separate activity.

This department is the first reception stage for major accidents, but there is
no attempt to limit the case-load to essentially hospital cases; in fact the
responsibility to provide a service to G.P.s for a second, short opinion is
accepted. The need to ensure adequate medical cover for the department is
recognized, although there is no continuous consultant supervision.

» * * *

This busy department is the nearest approach the team has yet seen to an
accident service attached to a general hospital. There is no visible barrier against
‘casual’ attenders, but the department itself is difficult to find within the hospital
grounds; it is in a part of the city which is mainly a shopping centre and the
residential districts are on the outskirts of the town so for most of the patients it is
easier and cheaper to go to their doctors’ surgeries; the distance from the peri-
phery of the catchment area prevents trivial cases coming to the department and
finally there is also a certain amount of friendly persuasion and pre-selection by
the sister and the chief records clerk.

Quite a high proportion of major accident surgery is being done and the
department is organized and planned on this basis. Although physically it serves
as the admission unit to the rest of the hospital, none of the casualty staff is
involved in this work.

This is the first place visited where a practical attempt is being made to set up
a barrier against Staphylococcus phage 8o between the casualty department and
the hospital.

The casualty service works in isolation from the rest of the hospital, because
it has developed its own independence, unlike other departments which have
been set apart through lack of interest from the hospital.





