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The work of the American emergency physician

Jonathan P Wyatt, Jim E Weber, Carl Chudnofsky

Abstract
The organisation of the American emer-
gency health care system has changed
rapidly during recent years, but it remains
very different to the system in the United
Kingdom. American emergency depart-
ments are organised around an attending
physician based service, rather than a
consultant led service. As a result, the
work of the American emergency physi-
cian differs considerably from that of the
United Kingdom A&E consultant. The
problems associated with working in an
attending physician based service include
antisocial hours of work, sleep depriva-
tion, decreased job satisfaction, and
"burn out," all in the context of a
relatively hostile medicolegal climate. Al-
though there appear to be no easy answers
to some of these problems, the A&E
specialist should be aware of the potential
future difficulties for A&E medicine as it
develops within the United Kingdom.
(7 Accid Emerg Med 1998;15:170-174)
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During 35 years of development, emergency

medicine has evolved into a massive specialty
in the United States. In 1994, more than 96
million emergency department attendances
were treated by an estimated 17 000
practitioners.' In some respects, accident and
emergency (A&E) medicine in the United
Kingdom is at an earlier stage of development
compared with emergency medicine in the
USA but seems to be following a similar evolu-
tionary process. In this article we review the
current position and associated problems of
practising emergency medicine in the USA,
within the context of the American emergency
health care system. This may allow insight into
the way in which United Kingdom A&E medi-
cine might develop in the future and help to
identify those issues which might become
problems.

The organisation ofAmerican emergency
health care

In some respects, the very different health care

systems which previously existed in the USA
and the United Kingdom are moving closer
together. American health care was previously
driven by a free market indemnity system, ena-

bling patients to purchase health care services,
following the "fee for service" principle. How-
ever, the system is now rapidly changing
towards a "managed care"/capitation system.
Managed care organisations are penetrating
the American health care market at an

astonishing rate: in many states, up to two

thirds of the population receive health care
services through managed care.2 Despite the
tremendous variation between managed ar-
rangements, all seek to control costs through
the integration of financing and delivery:
enrolees receive services from designated
providers for a prepaid or capitated amount,
thereby limiting the out of pocket expenses. All
managed care organisations are businesses. As
businesses, they place themselves at financial
risk in order to win contracts, earn profits, and
take care of patients-hence their policies are
actuarially based and dollar driven.3 United
Kingdom A&E specialists will watch with
interest the way in which their American coun-
terparts are affected by and deal with recent
changes in the American health care system,
since from one standpoint, the United King-
dom may be seen to have a national managed
health care system.
The hospital system in the USA is divided

between the public and private sector. Public
hospitals comprise approximately 21% of the
nation's 6500 hospitals.4 Compared with pri-
vate hospitals, public hospitals handle a
disproportionate number of patients with soci-
ety's perennial ills: intravenous drug abuse,
alcoholism, domestic violence, trauma, and
AIDS.5 6 Most of the revenues generated are
from "Medicare" and "Medicaid" for direct
services to patients and from local
governments.7 The elderly are covered by the
individually state run Medicare system, which
accounts for approximately 16% of public hos-
pital funding.5 The "working poor" are insured
by the individually state funded Medicaid sys-
tem, which provides 38% of public hospital
funding.5 Thirty three per cent of patients who
present to public hospitals are uninsured, self
paying patients.5 A large proportion of these
patients' fees are not reimbursed: as a result,
costs to the insured "paying" patients are
increased for many services in order to offset
the financial losses. Therefore, supplementary
funds from the "disproportionate share fund,"
the "medical education allowance," and local
governments are available to help compensate
public hospitals for providing health care to the
uninsured.5 President Clinton attempted to
implement a plan to provide basic comprehen-
sive health care to all Americans in 1993.8
However, this plan failed, so that at the present
time there are more than 41 million uninsured
Americans.9
American emergency physicians are in a

similar position to physicians in other special-
ties in that they are no longer well protected
from the financial aspects of providing care.
The emergency physician is required by
American law to provide emergency care to
anyone who seeks it, regardless of ability to
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pay.'0 Managed care organisations are cur-
rently free to deny physician reimbursement on
any emergency case that is deemed "non-
urgent," without fear of legal reprisal. There-
fore the emergency physician is placed under
considerable pressure to document and justify
all investigations and treatment provided, so
that appropriate billing can be made.
The provision of prehospital emergency care

is shared between the fire department based
services, private ambulance companies, and
volunteers. All systems usually provide appro-
priately trained emergency medical service
personnel capable of providing basic and
advanced life support. Patients are transported
to the nearest available-or in the case of major
trauma, the most appropriate-emergency
department." Ambulances have radio links to
the emergency department, enabling emer-
gency physicians to direct patient care in the
field. 2
Emergency hospital health care is organised

around a network of hospitals with emergency
departments of varying sizes. ' The American
emergency department fulfils a similar role (in
terms of receiving, triaging, diagnosing, treat-
ing, and referring patients) to the A&E depart-
ment in the United Kingdom. Similarly, the
emergency physician is also responsible for
interhospital transfers and any associated short
stay unit. Restrictions on resources have
encouraged an overall decrease in hospital
inpatient care, shifting emphasis to minor
injury units (urgent care centres) and "home
care" settings.

Career structure
Training in emergency medicine differs sub-
stantially from that in the United Kingdom.
These differences cannot be accounted for
simply in terms of the different working
practices of the American emergency physi-
cian. Nevertheless, the age at which an Ameri-
can doctor typically becomes a fully accredited
independently practising ("attending") physi-
cian is similar to the age at which a United
Kingdom A&E consultant might expect to be
appointed.
During the past five years, there has been a

substantial increase in accredited emergency
medicine residency programmes (from 78 to
112 programmes).'" Despite the rapid growth
of training programmes in emergency medi-
cine, there remains an overall shortage of
accredited (board certified) emergency
physicians."'5 This means that while there is
fierce competition to work at the more prestig-
ious hospitals, employment prospects in emer-
gency medicine are generally very good.
Indeed, the combination of exciting work, rea-
sonable remuneration, fixed predictable hours,
and good job prospects has resulted in
emergency medicine becoming a very popular
career choice.

Work setting
In contrast to the United Kingdom, where
A&E is a consultant led specialty, the intention
of most community based American emer-
gency departments is to provide an attending

physician based service. The role of typical
(non-academic) American emergency physi-
cians is therefore different, in that rather than
devoting much time to supervising junior doc-
tors and performing administrative tasks, they
will spend most of their time doing shift work
treating patients. Even those attending physi-
cians in teaching hospitals who are involved in
supervising junior doctors spend much of their
time actually seeing and treating patients, since
it is mandatory that they write a note on every
patient seen by a junior doctor. Additional fac-
tors which result in more direct patient contact
are: the medicolegal climate (where care
rendered is held to the same standard of prac-
tice regardless of who provides it) and the fact
that in order to successfully bill for treatment,
the signature of the attending physician must
appear on the patient's notes.
Emergency physicians in community hospi-

tals not employed by teaching or University
programmes have virtually no teaching or
administrative duties: it is expected that each
will treat approximately 5000 patients a year.'6
As a result, a medium sized emergency depart-
ment needs to employ at least a dozen full time
attending physicians. Although there is varia-
tion between departments, attending physi-
cians are likely to be responsible to the
emergency department director and are em-
ployed on relatively short term contracts which
are renewable annually subject to satisfactory
performance. In these respects, the attending
physician may be considered to be less autono-
mous than his United Kingdom equivalent.
The disadvantages, in terms of real or

perceived status, of the majority of attending
physicians are offset by having few administra-
tive responsibilities (most do not have or need
an independent office or secretary) and more
particularly, by generous financial reward. The
mean salary for a community based, non-
academic attending physician in emergency
medicine is currently $175 599 (approximately
,£110 000) a year for a standard 36 to 40 hour
week with four weeks holiday.'7 The working
week is almost entirely comprised of shifts,
working continuously within the emergency
department. A significant proportion of these
shifts involve periods that United Kingdom
A&E consultants might consider "out of
hours" (that is, evenings, nights, and week-
ends).

Academic emergency physicians
Attending physicians trying to pursue an
academic career represent only a tiny minority
of emergency medicine specialists. This is
reflected by the relatively small number of
members in the Society for Academic Emer-
gency Medicine, compared with the much
larger membership of the American College of
Emergency Physicians.
Academic emergency physicians work in a

different way to their non-academic commu-
nity hospital based counterparts. Academics
working in a large university or teaching hospi-
tal may spend as much as 90% of their clinical
time supervising junior doctors in the patient
care setting. Those physicians who become
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Insertion of intravenous cannula
Venepuncture and arranging blood tests
Obtaining arterial blood gases
Giving drugs by intravenous and other routes
Applying plaster of Paris
Performing gastric lavage
Insertion of urinary catheters
Referring patients to other specialists

Supervised treatment of minor injuries
Suturing
Prescription of certain drugs

Independent treatment of minor injuries
Supervised treatment of major injuries
Large variety of practical procedures
Insertion of chest tubes
Prescription of certain drugs (under physician licence)
Arranging admission to hospital wards

Care of the airway
Administration of anaesthetic drugs
Endotracheal intubation

Management of the ventilated patient, including:
obtaining arterial blood gases
adjusting the ventilation accordingly

associate professors or professors may have
their academic achievements recognised by the
university by being awarded permanent posi-
tions ("tenure"). The number of clinical shifts
that each has to work a month is reduced
according to administrative, teaching, and
research commitments, although there is a cer-
tain minimum requirement set by the indi-
vidual institution or department chairman.
While there are intellectual and other

altruistic reasons for pursuing a strict academic
career, it tends to be less lucrative. The current
mean salary of the university employed emer-
gency physician is $152 898 (approximately
,£95 OO0).'7 Although an academic career may
appear at first sight to be less attractive, advan-
tages such as protected clinical time, office
space with secretarial support, research space,
and outstanding employer matched pension
funds more than compensate.

Administrative duties
The small proportion of emergency physicians
with significant administrative commitments
work fewer clinical shifts in the emergency
department. These administrative commit-
ments include organising the department
(emergency department director) and organis-
ing an associated residency programme (resi-
dency director). In addition, academic emer-
gency physicians pursuing research may be
able to obtain "protected time" for this, by
both assuming administrative roles and win-
ning research grants containing money to pay
for other physicians to cover some of their
shifts.

Continuing medical education
In the USA, there has been a requirement for
continuing medical education since 1973. The
American College of Emergency Physicians
demands that emergency physicians must
complete 150 hours of emergency medicine
postgraduate education every three years.'8
Most attending physicians are easily able to

meet this requirement by attending a combina-
tion of local and regional audit meetings,
lectures, and case presentations. Study leave to
attend courses and conferences is encouraged
in principle, but in practice may be limited by
time constraints. However, the job descriptions
of many emergency physicians includes signifi-
cant periods of time (for example, one or two
weeks a year) for continuing medical educa-
tion. This particularly applies to academic
emergency physicians: those actively involved
in research usually have little difficulty in
attending conferences to present their re-
search.

The process ofpatient care
The range of patients and their presenting
complaints in the USA show remarkable simi-
larities to those in the United Kingdom.'9 20
The most obvious and often quoted difference
relates to the type of major trauma encoun-
tered. The availability of hand guns means that
penetrating gunshot injuries are far more com-
mon in the USA.2' 22 Indeed, firearms are
involved in the deaths of 36 500 people every
year." Major trauma accounts for less than 1%
of emergency attendances in both countries,
but the coordinating and resuscitating role of
the emergency physician is similar. ' There is
variation between hospitals in both countries in
the extent to which specialists are involved at
an early stage of all forms of resuscitation. The
policy adopted usually reflects available local
expertise. An obvious example is whether
emergency general anaesthesia and endotra-
cheal intubation is performed by emergency
department or anaesthetic staff.2 26

It is widely believed that about half of all vis-
its to American emergency departments are for
minor, or non-acute illnesses.27 This problem is
also experienced by United Kingdom A&E
departments. However, in the USA the situa-
tion is compounded by the fact that 13.5
million adult Americans of the underprivileged
inner city population are homeless, uninsured,
and cannot afford a personal physician ("gen-
eral practitioner").28 Therefore, the emergency
department continues to act as the safety net
for the poor and uninsured.
The available resources in the USA are part

explanation for the fact that there is a generally
lower threshold for relatively expensive investi-
gations (for example, computerised tomogra-
phy for head injuries). Another reason is the
different medicolegal climate (see below). This
is also the driving force behind the high quality
documentation and production of dictated
typed emergency department case notes,
which are widespread in the USA.
The emergency physician in the USA

performs much the same role in assessing,
investigating, treating, and referring patients as
his United Kingdom equivalent. However, he
is greatly assisted in performing investigations,
undertaking treatments, and completing docu-
mentation by an array of assisting staff (table
1). The extended role of nurses and nurse
practitioners is beginning to be realised in the
United Kingdom, but the roles that many other
assisting staff undertake have not yet been fully

Assistant

Table 1 Assistants available to the emergency physician

Role

Nurse

Nurse practitioner

Physician assistant

Nurse anaesthetist

Respiratory therapist
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considered.29 30 Such staff undergo training to
enable them to perform specific tasks under
the supervision of the emergency physician.
This facilitates patient management by the
emergency physician, enabling him to treat
patients at a faster rate.
Among the wide range of assistants avail-

able, the concept of a physician assistant will be
most foreign to the United Kingdom doctor.
These individuals follow a background of
studying a medically related subject at college
with a further period of university study. When
the relationship between emergency physician
and personal assistant is harmonious and well
established, it can result in patients being
assessed and treated at a very fast and efficient
rate.

Observation and critical decision units
As in the United Kingdom, some American
emergency departments have associated short
stay wards where patient care remains the
responsibility of the emergency physician.
Growing interest in this aspect of emergency
medicine has resulted in "observation medi-
cine" forming a separate section in the Ameri-
can College of Emergency Physicians. Some
short stay units admit patients with a wide
variety of conditions, ranging from soft tissue
infections to chest pain. The economic benefits
of short term observation and care provided in
this way have produced pressure to increase the
number and role of short stay wards further.

Medicolegal considerations
The United Kingdom A&E consultant, who
has probably never received a written com-
plaint against him, let alone been sued for neg-
ligence, will find the medicolegal climate in the
USA bewildering. Emergency attending physi-
cians are successfully sued approximately once
every five years. Insurance against medicolegal
claims currently costs thousands of dollars for
each emergency physician each year.
A result of the enormous amount of

litigation is that each hospital employs several
full time lawyers. These lawyers have a dual
role: in addition to dealing with negligence
claims, they invest much of their time auditing
records and educating doctors on how to avoid
being sued. As the number of litigation claims
against A&E doctors increases in the United
Kingdom, the need for an equivalent system,
complete with improved documentation, will
undoubtedly become clear.

Malpractice claims consume an enormous
amount of financial resources within the medi-
cal system, generating billions of dollars in
defensive medical costs.3" 32 The lively, frequent
and well publicised litigation causes a certain
nervousness among emergency physicians,
which impinges on their attitude to work and
their clinical practice.33

Burn out
Various factors combine to place huge physical
and psychological stresses upon emergency
attending physicians. These factors include

continuous high intensity work, lack of time to
spend with family and friends, the threat of
impending litigation, unpredictable opportuni-
ties to take food and drink breaks, irregular
sleep patterns, and sleep deprivation.34 It is
well recognised that one result of these
pressures is to become physically and emotion-
ally drained and to develop a low sense of self
achievement-this is referred to as "burn
out."36 It has previously been associated with
decreased job performance as well as decreased
job satisfaction and premature attrition.37 It
appears that burn out was previously under-
estimated and that the true extent of the
problem is only now becoming apparent.
As A&E develops in the United Kingdom, it

is likely that the pressures on consultants will
increase. These pressures will originate from a
variety of sources, including those listed above.
Changes in work practice associated with the
introduction of shift work would have a signifi-
cant impact. The problem of burn out may
thus occur increasingly often. United Kingdom
A&E doctors need to anticipate this and
prepare to implement appropriate preventative
measures. In particular, it appears to be impor-
tant to ensure adequate time away from clinical
practice, in terms of both holidays and
non-clinical duties (for example, research,
administration) while at work.38

The future
The rapid expansion of emergency medicine in
the USA carries attendant difficulties. The aim
of trying to establish a service with a basic
minimum standard of care, provided entirely
by residency trained ("Board certified") at-
tending physicians is an enormous challenge. It
is logistically impossible in the short term to
provide 26 000 trained emergency physicians
required to staff all American emergency
departments, especially considering the prob-
lems of burn out and career change."4
The cost of health care is a major issue in the

USA. The implementation of proposals to
reduce costs through "managed care" will have
a significant impact upon the practice of emer-
gency medicine. Financial pressures may play a
major role in moulding the future development
of emergency medicine. This will be particu-
larly true if experiments with the current
system (such as greatly extending the use of
short stay wards) are shown to be effective and
less expensive. Parallels may be drawn with the
future ofA&E in the United Kingdom.
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