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PERSONAL VIEW

The future for district general hospitals and their
A&E departments

A M Leaman

It has become fashionable recently to predict
the forthcoming demise of district general hos-
pitals and their accident and emergency (A&E)
departments. Squeezed between specialist
units in "'super" hospitals and an expanding
role for general practice it is argued that there
will be little left for district hospitals to do. Jun-
ior doctor constraints and unrealistic demands
from purchasers have added to the pressures
on district general hospitals (DGHs).

Despite all this, DGHs continue to flourish
and this is due to the enthusiasm of their staff
and the support given by the communities they
serve. When people are ill or injured they pre-
fer to be treated in their local hospital where
they can be looked after by local people and
visited easily by relatives. There is also an
understandable feeling that in the event of sud-
den illness or serious injury it is better to have
a hospital nearby rather than far distant.
There are also economic reasons why a town

must have its own hospital. It is very difficult
for an area to attract new industry unless it has
its own hospital, preferably with an A&E
department.

All these reasons explain why DGHs have a
secure future and why politicians find it so dif-
ficult to force rationalisation or closure.

In A&E circles there has been much talk of
"super" A&E departments that would threaten
the future of many DGH A&E units. A recent
Audit Commission report' questioned the
viability ofA&E departments seeing fewer than
50 000 patients per year. The implication
behind these reports is that patients do less well
at DGH A&E departments, but there is very
little evidence to support this. Indeed a recent
study of the trauma centre in Stoke on Trent
showed that there were no more unexpected
trauma deaths in the DGHs surrounding Stoke
than there were in the trauma centre itself.2
One sad fact that has emerged from the Stoke
study is that 70% of patients with major
trauma (injury severity score > 15) have a pri-
mary brain injury.2 Apart from adequate resus-
citation, which can be administered at a DGH,
there is little more that can be done for these

unfortunate patients. This explains why
trauma centres or "super" A&E departments
are unlikely to reduce deaths from injury
significantly.

In terms of acute illness there are many situ-
ations in which rapid access to a local district
hospital reduces mortality. A good example is
thrombolysis in acute myocardial infarction.'

It is therefore reasonable for DGH A&E
departments to continue to take patients with
major trauma or critical illness, but these units
must show their competence through audit. In
respect of major trauma, all A&E departments
should participate in the national major trauma
audit (MTOS). Those that do not meet
national standards must either improve or opt
out of major trauma care. There should also be
a more formalised system of interhospital
transfer for those few patients who need to be
transferred from DGHs to tertiary centres.
This does not imply a fleet of emergency medi-
cal helicopters, whose failings and costs are
well known.4 Instead there should be specially
equipped land ambulances based at tertiary
centres and staffed by anaesthetists of registrar
grade or above.6

In conclusion there is every reason to believe
that DGHs and their A&E departments will sur-
vive. Providing they can demonstrate their
competence through audit there is no reason why
these departments cannot continue to take
patients with either serious illness or injury. The
sooner policy makers in A&E circles accept that
there is a future for such units the better. Efforts
can then be made to improve medical staffing
and introduce effective audit. At the same time
moves to establish 21 "super" A&E departments
(served by a fleet of emergency helicopters)
should be firmly resisted. There is no evidence to
suggest that such a development would improve
care for patients.
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Correspondence on this topic and further contributions to the series are welcomed.
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