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Letters to the Editor

Plaster checks

I write in response to the review of plaster checks by
G. Riding, M. Edgell and M. James.' Stated another
way, 76% of their plasters were not altered and
16% of patients described the return visit as
'inconvenient'.
A recent editorial noted successes with telephone

follow-up consultations subject to certain safe-
guards.2 Perhaps the authors could run their plaster
checks along these lines for a trial period.

Suitable patients treated with a plaster are given
written advice on care of the cast and occasions on
which they should return to the department. The
next planned follow-up in the department is for
removal of plaster. Unless the patient re-presents
personally with problems, the 'plaster check' takes
place over the telephone. The clinic doctor should
have appointed times for telephoning and have
access to radiographs and notes. A few simple
questions can confirm that the patient is comfortable
and safe in the cast. Advice can be reinforced and a
return to the department negotiated if there is
concern.
The process is unlikely to save much in resource

terms. It would however, eliminate travelling and
waiting for recently injured patients who are unable
to drive.
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Head injuries and the observation ward

Brown and co-authors point out the considerable
influence that the availability of a short-stay observ-
ation ward can have on the admission rates of
patients with head injuries.1 In describing this some-
what predictable discovery, however, the authors
have greatly understated the contribution that an

observation ward can make to the safe and reward-
ing management of the head injured patient in an
accident and emergency (A&E) department and
beyond.
The Royal Liverpool University Hospital (RLUH)

has a large and fairly typical city centre A&E de-
partment with approximately 85000 new patients
attending every year. The department is fortunate in
possessing an integral 18-bedded short-stay obser-
vation ward, which has become a vital part of
dynamic emergency care in the hospital. In the first
6 months of 1994 when there were 42087 new
attendances at the A&E department, 1833 patients
were admitted to this ward (representing 4.36% of
the total number of A&E department patients). Of
the patients admitted to the ward, 393 (21 %) had
sustained a head injury and, of these, 332 (84%)
were discharged home following uneventful obser-
vation over an average period of 12.15 h. A further
33 patients (8%) took their own discharge against
medical advice and were lost to follow-up. Twenty-
six patients (7%) required admission to other wards
within the RLUH or transfer to another hospital. The
majority of these referrals (23 patients) were for
orthopaedic or maxillofacial problems. Only three
patients (0.7% of all head injuries) required neuro-
surgical transfer for the management of complica-
tions of their original injuries.
These figures again underline the obvious: that

the overwhelming majority of head injured patients
admitted for observation are subsequently discharged
following uneventful recovery. The implication of
Brown et al.1 is that, strictly speaking, the admission
of head injured patients to an observation ward is an
unnecessary luxury. What they completely ignore,
in our opinion, is firstly that many patients who are
head injured are intoxicated or confused or both,
and an integral A&E department observation ward
can provide an invaluable option for procrastination
for hard pressed clinical staff confronted by such
patients. The oft described stress associated with
emergency medicine is greatly tempered when a
ward where clinical issues can crystallize or de-
materialize with time is readily available. Second, an
integral observation ward not only allows the identi-
fication of acute complications close to resuscitation
facilities and staff but it also offers the potential for
reducing the considerable neuropsychiatric morbidity
attending many head injuries. Economic and neuro-
scientific constraints have historically directed the160
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Letters to the Editor attention of the NHS towards the macroscopically
brain-injured patient and have resulted in little so far
in the way of organized neuro-rehabilitation services
even though the cognitive and behavioural disability
associated with many 'mild head injuries' over the
medium to long term have considerable personal,
social and economic implications (treatment for
minor head injuries alone in the USA costs $1 billion
per annum).2 Few A&E departments in the UK have
even begun to address the issue of prevention of
secondary neuropsychiatric morbidity in the head
injured3 yet, surprisingly, the most effective inter-
vention in prevention is probably early counselling,
focused on explanation of pathophysiology, typical
sequelae and the likely time course of recovery to
patients in the presence of family, friends or sign-
ificant others.4 Clearly, the observation ward offers
not just a safe and monitored area for a gentle
recovery from head injury over 12 h or so, but it also
offers a unique opportunity to make a fundamental
and significant early contribution to the prevention
of this enormous psychological morbidity.
We believe that the overall contribution of an

observation ward to the smooth operation of an
A&E department is greatly underappreciated in the
United Kingdom, probably because of the reluctance
of single-handed consultants to contemplate their
organization. The recent surge in emergency admis-
sion, however, and the sheer scale of the current
clinical burden (there were over 13 million new
patient attendances in the A&E departments of
England alone in 1993-94, personal communication)
coupled with the haemorrhage of acute beds mean
that the presence of an integral short-stay observa-
tion ward within all substantial A&E departments will
soon imperative.
The management of head injuries is just one

example of the advantages of an observation ward.
At the RLUH, the ward has proved indispensable in
the management of patients with seizures, self-
poisoning, substance misuse, asthma, headaches,
allergic phenomena and abdominal pain. Provided
that there is frequent review by senior clinicians (i.e.
at least twice daily), patients with head injuries and
other self-limiting conditions can and, we believe,
should be managed within the (if necessary, ex-
panded) A&E department. Such an arrangement
can ease the now drearily familiar overcrowding of
many departments while protocol-driven care, multi-
disciplinary follow-up and audit can prevent un-
necessarily lengthy or pointless hospitalisation.
Consultant numbers in A&E medicine are rising
dramatically. We believe that the understandable

consequences of single-handed practice should be
proportionately redundant. The time for inpatient
emergency medicine is now upon us and optimal
initial care of the head injured patient in an observa-
tion ward should be regarded as just an early paradigm.
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What should doctors wear in the accident
and emergency department? Patients' per-
ception

I read with interest the paper by Boon and Wardrope.'
I do not think that the authors conclusions that
'Patients and relatives who attended the A&E de-
partment did not mind what was worn (by doctors)'
can be drawn from the data presented. On the
contrary their data suggest a quite strong preference
for the wearing of white coats.

In Table 1 of the paper, 2% of 73 respondents
thought doctors in white coats looked unpro-
fessional, 7% of 131 had this opinion of those
wearing ordinary clothes and 4% of 119 had this
opinion of those wearing theatre greens. So there
were 5% more who thought that ordinary clothes
looked unprofessional compared with the percentage
that thought that white coats did. This gives a 95%
confidence interval for the difference between popu-
lation means of -0.4 to 10.40/o. In addition 2% more

thought that theatre greens looked unprofessional161
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