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CHAPTER 1 

INTRODUCTION 

As aresult of a Government initiative to improve the Accident and 
Emergency services in the Dublin area, the six major hospitals 
which formerly participated in the Dublin Accident and Emergency 
rota scheme have been providing a 24 hour/7-day week A & E 
service from 4th September, 1989. 

The hospitals affected by the new system are Beaumont. the Mater, 
James Connolly Memorial. St. James's, the Meath and St. Vincent's 
hospitals. 

Prior to the change in the organisation of services, there was an 
underlying upward trend in attendances at and admissions through 
the Accident and Emergency departments. Other centres in 
various countries have similarly experienced a rapid rise in the use 
of Accident and Emergency services and have perceived it to be a 
problem. 

The Dublin Accident & Emergency Steering Group includes 
Accident and emergency consultants, the Chief Executive Officers 
of the hospitals under the Cpairmanship of the Eastern Health 
Board. which has co-ordinating responsibility for the service. This, 
group agreed to undertake a survey of the Accident & Emergency 
departments to include first-time attenders and all those admitted 
via Accident & Emergency. The aim of the survey was to explore 
the reasons for attendance at A & E and to suggest how the 
situation nlight be managed. 

SpeCifically the objectives of the study were as follows: 

0) To document the trends in A & E attendances and 
admissions via A .& E in the Dublin area in recent years 

(U) To document procedures for dealing with emergency 
admissions in the six hospitals involved 

(Hi) To describe in detail the characteristics of those admitted to 
hospital via the A & E department. including demographic. 
referral and diagnostic data 

(iv) To compare the characteristics of those admitted via A & E 
With a sample of patients admitted through A & E during a 
similar time period in 1988 . 
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(v) To establish the contribution of those admitted via A & E to 
the workload of the hospital 

(vi) To determine the proportion of patients attending A & E 
departments who could m0re appropriately be seen by a 
General Practitioner 

A review of the medical literature in relation to ACCident & 
'Emergency services was carried out as there was little published 
information on these services in Ireland. This section of the report 
describes the pattern of use of Accident & Emergency services in 
other countries, factors influencing utilization and the difficulties in 
defining inappropriate use. 

The study instrument, data collection and data analysis are 
described in the detail in the Methodology section. The findings 
are then presented and discussed. 

This is the first comprehensive profile of attenders at all ACCident 
and Emergency departments in Dublin. It is hoped that the 
findings will make a useful contribution in the planning and 
delivery of Accident and Emergency services. 



- 4 -

CHAPTER 2 

LITERATURE REVIEW 

2.1 INTRODUCTION 

Both Fry (1) and Blackwell (2) refer to the historic role of the 
casualty department in Britain in providing medical care for those 
patients who could not afford a doctor of their own. Patients then 
attended the hospital for all manner of illness. With the advent of 
the National Health Service (NHS) it might have been expected that 
casualty departments would be able, to discontinue their general 
service and concentrate on the better care of accident and urgent 
cases. This proved not to be the case. In one London teaching 
hospital, new attendances at Casualty doubled in a twelve year 
period, from under 16,000 in 1946 to over 30,000 in 1958 (1), 
Conway (3) writing in 1976 describes the changing pattern of 
emergency care in the previous 15 years, with an increasing 
tendency for patients, relatives and neighbours to use the '999' 
emergency call for ambulance, bypassing the General Practitioner 
(GP). 

Similar trends were observed in the United States. In 1963, the 
number of visits to hospital emergency departments in Rochester, 
New York equalled one fifth of the county population (4). 
Emergency department use in the United States in the 1970's and 
80's increased more than any other single measure of hospital use 
(5) . 

The increase in attendances at ACCident & Emergency (A & E) 
departments and the changing pattern of use caused interested 
physicians and hospital administrators to examine the situation, 
and a number of studies describing various aspects of the service 
are available. 
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2.2 PATTERN OF USE .~ 

Fry (1) records his experience of 5,000 attendances seen 
consecutively by him in 1958, 60% of whom were new attendances. 
There was a male preponderance of 3 to 1. Twenty one percent of 
patients were aged 10-19 years and 20% were referred by GP. Only 
half the new cases were classified as trauma, and 2% were medical 
or surgical emergencies in the author's. opinion. Of the self
referred patients, 43% were discharged from hospital treatment, 
15% were either admitted or referred to another department and 
35% were retained under the care of the casualty department. 

In a study described by Pease (6), the most frequently occurring 
age group was 21-30 years, which accounted for 23% of patients. 
General Practitioners referred 12% of first-visit patients. the 
majority with an accompanying letter. Trauma cases constituted 
60.3% of those seen for the first time, and most of those were 
musculo-skeletal injuries or lacerations which were in genuine 
need' of treatment. However over one third of problems were of a 
longstanding or trivial nature, which the author conSidered fell into 
the category of 'casuals' who might more appropriately have been 
dealt with by a general practitioner. In this series. 10% of first
visit patients were admitted.and 39% were judged to need further 
A & E follow-up. 

A large survey of casualty departments in Greater London was 
carried out for a one-week period in May 1968 (7) prior to a 
rationalisation of the night and week-end accident services. There 
was a heavy peak of demand on Monday. followed by a gradual 
decline during the rest of the working week together with a sharp 
fall over the week-end. Males conSistently accounted for over 600/0 

of the case-load. Eighteen percent of patients were referred by 
their general practitioners. Of all new casualty patients 15% 
arrived by ambulance. Head injuries and fractures formed only 10% 
of new casualty attendances. On average non-traumatic conditions 
formed 40% of the total casualty load. but accounted for more than 
half the admisions through the casualty department. The likelihood 
of admission increased steadily with age. until one patient in three 
over the age of 65 was admitted. One in four of all general 
practitioner referrals and rcad traffic cases were admitted, but only 
one in nine of other patients. Overall 300/0 of casualty patients were 
discharged on their first attendance, 46% were asked to return to 
the casualty department, 9% were referred to a consultant clinic 
and 15% were admitted. 
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In a study carried out in the Eadt End of London in 1978 the 
characteristics of 587 new patients attending an accident and 
emergency department were analysed (8). Twenty four percent 
were aged between 16 and 24 years and 27% between 25 'and 44. 
The preponderance of males (55%) was again noted. Twelve 
percent of patients were not registered with a GP. The majority of 
patients were self-referrals (85%), 13% were referred with a letter 
by a GP and 2% were referred by another hospital. All trauma 
cases, however minor, were classified as accidents. Thirty five 
percent of cases were classified as accidents, 26% as emergencies 
and 39% as not an accident or emergency. 

Similar reports are available from the United States. In a study in 
Rochester (4) a small increase in attendances was noted on 
Thursdays (the doctor's day off in that community) with a low on 
Sundays. Peak visiting times were 9 a.m. , 1 p.m. and 6 to 7 p.m. 
The qUietest hours were from 3 to 7 a.m. The greatest number of 
patients seen were in the first decade. There was a decreasing 
number of patients in each subsequent decade with the exception 
of the 20-29 year age group. Sixty-four percent of patients claimed 
that they had come to the emergency department seeking help on 
their own initiative, and 23% were referred by a private physician. 
Approximately one third of -patients (35%) were considered to be 
bona fide emergencies best seen and treated in the emergency 
department. Most of the patients seen were allowed to return 
home following their emergency department visit and 16% were 
deemed sick enough to reqUire admission to the hospital. Although 
most patients were seen by the surgical service (60%), 38% of 
house admissions were to the medical service. with surgical 
patients accounting for only 90;0 of admissions. 
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In January 1974, a study of new ~asualty attenders was carried out 
at Jervis Street Hospital, Dublin, and 949 completed records were 
analysed (9). Two thirds of the attenders were male. The majority 
of the attenders were young, 64% under the age of 29, 30% aged 
16-21. Very few of the attendances occurred at night - only 3.4% 
between 1 and 9 a.m. and 1.2% between 4 and 9 a.m. The majority 
of attendances occurred during working hours, 67% between 9 a.m. 
and 5 p.m. From 5 p.m. onwards there was a decline in 
attendances throughout the evening. There were peaks in 
attendances during working hours proper (Le. excluding the lunch 
hour), early evening and after pub closing time. The week-end 
differed from the week-day pattern. with a steady increase. in 
attendances throughout the morning and afternoon. and an 
increase in late evening attendances compared with the rest of the 
week. Eighty-nine percent of those attending were self-referred 
and 5% were referred by general practitioners. Seventy-two 
percent of the sample had a general practitioner in the sense that 
they identified with a particular doctor. Twenty-seven percent 
were eligible for services under the. General Medical Services as 
compared with 15% of the Dublin population at that time. Just 
under two-thirds (61%) were classified as accidents, and 37% were 
claSSified as illnesses. Over a third of all patients were immediately 
discharged and only 4.3% w,ere admitted. 

While the proportion of patients in various categories differ in the 
above studies. there are many pOints of agreement. The picture 
which emerges is that of large numbers of patients, particularly 
young males, referring themselves to accident and emergency 
departments for conditions which are neither accidents nor 
emergencies. relatively few of whom require hospital admission. 

2.3 FACTORS INFLUENCING UTILISATION 

The increasing use of A & E departments. and in particuiar the 
high proportion of visits for non-urgent health complaints were 
seen as problems by health care workers. It was conSidered that 
before anything constructive could be done about the volume of 
work. studies were necessary to document the reasons why 
patients attend casualty. 
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Blackwell (2) examined 200 cOl1$ecutive patients to determine why 
they attended the casualty department. Six percent were hospital 
staff members to whom the department was readily accessible, and 
gave a type of general practitioner service. Twenty-four percent 
were referred by general practitioners, works nurses, or other 
hospitals. These patients were usually referred for suture of 
lacerations, X-ray. for a second opinion, for admission. or 
occasionally because an urgent out-patient apPOintment was not 
available. Ten percent of patients were registered with a GP but 
were away from home either at work or on holiday. and 5% were 
not registered with a GP. The largest group (29%) expressed a 
preference for casualty. either for medical or social reasons. Many 
were vague about the exact reason for their preference. but loyalty 
to the particular hospital. a general preference for hospital 
treatment. increased convenience of the casualty department 
compared to the GP surgery. or the sheer triviality of the complaint 
were all cited as reasons for casualty attendance. 

Pease (6) asked those patients whose doctors were geographically 
readily accessible why they had not taken their complaint to their 
GP. The more common replies were as follows: 

(a) Casualty is always open and is more convenient. 
(b) The patient 'did not trust' the GP. or his treatment was 

considered unsatisfactory. and a second opinion was being 
sought. 

(c) The patient thought that the hospital would give better 
treatment. 

(d) The GP had an appOintment system and the patient could not 
wait. 

(e) The patient was just passing or visiting the hospital and 
thought he should see the casualty doctor. 

(f) The patient was not able to get in touch with the doctor or 
the doctor was on holiday. 

The relative frequency with which each of these reasons was 
encountered is not documented in the study. 
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Nelson et al (10) working in Iowa hypothesised that in a family 
practice residency setting, the Medical Assistance segment of their 
practice was inappropriately using the A & E department when 
compared to the non-Medical Assistance patients in the practice 
population. The practice office was open 8.30 a.m. to 5 p.m. 
Monday through Friday. At other times patients sought care in the 
A & E department, where they were seen by the family practice 
resident on duty. Overall 25.5% of visits to the A & E department 
were considered unnecessary, and participation in Medical 
Assistance was associated with a significantly higher proportion of 
unnecessary visits. Families who visited the A & E department 
more than once were 3.4 times as likely to have made an 
unnecessary visit as were the families that had only one visit. 

In a small study carried out in a university hospital located in an 
inner-city area, the catalyst for using the emergency department 
appeared to be perceived convenience (11). Forty-three percent of 
the sample cited the emergency department as their usual source 
of health care. The most most frequent reason for attending on 
that particular day was concern about symptoms (25%). and the 
next most frequent answer was the fast service available (20%). 
Even though patients often had a long wait before being seen, 
because their problems were non-urgent, the service provided was 
perceived as quicker than having to wait for an appOintment at a 
physician'S office. Financial consigerations were mentioned by only 
3.5% of patients. 

Both parental characteristics and situational factors were 
investigated in a study of use of the emergency department for non
emergency care of infants (12). The sample of 59 parents was 
largely made up of members of low-income families. many of whom 
were unmarried mothers with more than one child. Accessibility of 
the emergency department for health care, both in terms of 
proximity to their place of residence· and in hours of opening were 
ranked as important by the parents. 
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The most frequent reason for attending that was given by patients 
in a London hospital who were not accidents or emergencies and 
had not seen a GP was that they thought that their condition 
needed immediate attention (8). Some patients who were not 
accidents or emergencies came to the department because they 
were old patients of the hospital (8%), or because they did not want 
to see their GP with their particular condition (6.5%). Some 
patients had difficulty contacting their GP (6%). and some who 
attended their GP were told to attend A & E if they had further 
trouble (11%). Nearly half the cases who were not accidents or 
emergencies but had previously seen their GP wanted a second 
opinion. Patients who were not registered with a GP attended 
more frequently than registered patients with conditions that were 
not accidents or emergencies. This'was also a finding in an 
American study (13) where patients who did not have physicians 
presented to the A & E department with non-emergency 
conditions, as defined by the authors, more frequently than patients 
who had physicians (85.5% VS 78.4%). 

In a study of factors influencing use of the A & E department in the 
elderly, participants with more hospital admissions, more than one 
source of care, and a positive attitude toward health service use 
were more likely to use the.A & E department more frequently 
(14). Younger patients and those with more hospital admissions 
presented more appropriately. 

Singh identified 234 patients registered with a South London 
practice who referred themselves to aCCident and emergency 
departments over an 11 week period (15). Sixty-seven percent of 
patients attended the casualty department when the practice 
health centre was open, and 24% attended at times that coincided 
almost exactly with the doctor's surgery times. Thirty eight 
percent cited urgency as a factor in their decision to bypass the GP. 
Twenty-three percent thought they needed. an X-ray and gave this 
as the reason for self-referral. Seventeen percent thought their GP 
was not aVailable after surgery hours. Other reasons given included 
advice from friends and relatives, being out of the practice area and 
not wanting to bother their doctor. Only 15 (6%) had tried to 
contact their GP before going to the casualty department. 

,,:,:.!t 
.< 
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An increasing trend for patient$~ to refer themselves for another 
opinion after consulting their general practitioner prompted a 
study in another department (16). During the course of the study 
there were 20,449 new attendances. Of these 180 (1%) were self
referrals for another opinion. Forty-seven of these patients were 
admitted, of whom 2, both children, died. The time of the primary 
consultation was noted in 137 patients, and ranged from a few 
hours to, in one extreme case, a year prior to attendance at the 
A & E department. Patients who attended on the same day showed 
a higher rate of admission [16/30 (53%)1 than those who attended 
more than 24 hours afterwards [23/107 (22%)]. Thus a pattern 
emerged of admissions occurring after deliberate self referral for an 
opinion on a medical problem before 9 p.m., without reference to 
the GP, often in a child under 5 years, and within 24 hours after 
the first consultation. The authors concluded that while not every 
attendance or even admission necessarily reflected an error by the 
GPs, under-referral clearly existed. 

2.4 DEFINITION OF INAPPROPRIATE USE 

Many of the studies cited above used terms such as 'non-urgent', 
'non-emergency care', 'A & E department misuse" implying that 
certain categories of patients ideally should not be seen in the 
Accident & Emergency department. While there is agreement that 
many patients attend inappropriately. there is no commonly 
accepted definition of what constitutes appropriate use. 

In one study the term 'non-urgent' is used without further 
definition except to cite the example of a sore throat as being a 
non-urgent health problem (11). Such a term is open to many 
interpretations. and the findings of the study must be viewed with 
caution. Wabschall used an operational definition of non-emergency 
care 'health care rendered in the emergency department for 
concerns that were not life threatenting, the results-of trauma. or 
acute illnesses requiring admission to the hospital' (12). 
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Parboosingh and Larsen follow a~similar line of thought (14). They 
define appropriate utilisation of any facet of the health care system 
as the effective and effiCient use of health resources in achieving 
the best possible health outcome. In their study emergency 
conditions were those in which death was imminent without 
immediate treatment, and urgent conditions were those where life 
or bodily functions were threatened if medical care was delayed 
more than several hours. Patients in these two categories were 
considered to be severely ill, and appropriately using the 
emergency department. Non-urgent conditions were those where 
the patient's life or usual activities would not immediately be 
threatened by referral to an alternative source of care for treatment 
at a later time. These patients were defined as having non-severe 
illness and hence were inappropriate users. 

Blackwell conSidered that whether a patient could be treated by his 
GP depended on the nature of the injury or illness, the personality 
of the patient and his faith in the doctor. the capability of the 
doctor, his accessibility and the facilities available (2). To these 
objective criteria were added the subjective bias of the observer. In 
his series Blackwell did not define an emergency, though he refers 
to the 'catholicity' of the criteria he used. and admits that he 
consciously tried to assign an doubtful cases to the side of necessary 
attendance at the A & E department. Davison. Hildrey and Floyer 
categorised their patients as being aCCidents. emergencies. or not 
an accident or emergency (8). All trauma cases, however minor, 
were claSSified as accidents. Cases claSSified as emergencies 
included cases in which the symptoms suggested an acute medical 
or surgical emergency. The authors conSidered that those patients 
who were not aCCidents or emergencies should ideally not be seen 
at the A & E department. but accepted that it was probably 
unrealistic to expect patients always to know when they are 

. acutely ill. 

Nelson et al (10) determined- the viSit to be justified if the duration 
of symptoms made it necessary that the patient be seen in the 
A & E department rather than in the Family Practice centre during 
office hours. Thus the visit of an infant with a five hour history of 
irritability and a temperature seen at 3 a.m. would have been 
conSidered necessary. If the same child had the same symptoms 
for 48 hours with no indication that there was any change in his 
condition. he would more appropriately have been examined during 
regular office hours. No judgement was made as to whether or not 
a physician actually needed to be consulted about the problem. 
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Other studies attempted to define their terms more precisely. In 
the study by Kluge et al (4) the physician caring for the patient was 
asked to place the visit in one of three categOries (i) Emergency 
department visit not necessary - conditions which either did not 
require the adivce of a physician or ones which could easily have 
waited 24 hours or longer for attention e~g. a cold for 2 weeks, sore 
foot for 5 days, or a request for renewal of prescription (ii) Bona 
fide emergency, office visit indicated - conditions which by their 
nature should be seen before a 24-hour period had elapsed. but 
which did not need the immediate availability of hospital facilities 
e.g. sudden fever in a child. sprained ankle. or small cuts and 
bruises (Hi) Emergency department visit indicated - Patients with 
problems who even if not serious should be seen immediately by a 
physician and that the problems by their nature needed the 
facilities (x-ray. nurses, other doctors, operating rooms etc) which 
are present only in hospital. Car accidents. even if no injury was 
found. and possible myocardial infarctions were considered to fall 
into this category. Approximately one third of patients were in this 
group. While these categories may be differently defined by 
different observers. all of the charts were reviewed by one of the 
authors and verified by one of the physicians to ensure a uniform 
imterpretation of all categories. 

This issue of the clinical needs of patients attending A & E 
departments was addressed by the Nuffield Hospital Trust thirty 
years ago (17), The authors formulated an abridged diagnostic list 
for casualty cases, comprisIng 40 categories. and related these 
categories to the level of clinical skill. required to cope with the 
condition. On this basis all fractures, dislocations and sprains were 
conSidered to need hospital facilities. Conditions such as wounds 
requiring up to 2 sutures. bruises. skin conditions. rheumatism and 
acute lung conditions were conSidered to reqUire General 
Practitioner fqcilities. Wounds needing dressing only were 
conSidered to reqUire the clinical skill of a nurse SRN alone. Using 
this classification 29% of cases required hospital casualty care and 
could not have been treated by a GP or nurse. On average a half of 
all cases needed only GP care, 7% required only nursing care of 
SRN level. and 10% could have been dealt with by GP and/or SRN. 
depending on their teamwork and supervision. 
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Rigorous criteria were developed~ by Haddy, Schmaler and Epting to 
distinguish between emergency· and non-emergency A & E 
department use (13). A non-emergency diagnosis was defined as 
any diagnosis of a medical problem than could be treated adequately 
and safely in an office setting. Included under this definition were 
minor contusions, minor fractures, pharyngitis and upper 
respiratory tract infections. An emergency diagnosis was defined as 
a medical problem that could be treated adequately and safely only 
in a hospital emergency facility, and that any time delay might be 
harmful to the patient. Included under this definition were 
fractures of major bones, chest pain (cause unknown) and 
medication overdose. SpeCific criteria were defined by the authors 
for diagnoses for which the degree of urgency might be less clear. 
Thus head trauma with drowsiness,:unconsciousness, nausea and 
vomiting, and neurological signs were conSidered to be emergency 
whereas any head trauma without these signs and symptoms was 
conSidered non-emergency (Haddy. personal communication). As 
patients appeared to wait for varying lengths of time before coming 
to the A & E department for similar conditions only the specified 
criteria and not the time of presentation were used in determining 
whether the visit was an emergency or non-emergency. 

2.5 INCREASING APPROPRIATE UTILISATION 

The prime function of the Accident and Emergency department is 
to provide for the reception and initial management of every variety 
of medical emergency (18). This episodiC form of health care does 
not provide comprehensive care. Frequent misuse of the accident 
and emergency department might be conSidered the antithesis of 
the family physician who elnphasizes patient follow-up and 
comprehensive care (10,13). While the studies quoted in the 
pr~vious section exanlined the problems of delivering primary 
medical care in an A & E department, they were limited to a 
description of the characteristis of those seeking medical care and 
did not analyse the difficulties inherent in delivering quality A & E 
department care to patients with non-urgent conditions. 

Jones et al comment that the A & E department is organised to 
treat enlergency patients for a one-time visit, with no provision for 
follow-up or continuity of care (5). There is little emphasis on 
compliance with referrals or treatment recommended. 



- 15 -

In a study conducted in the Johns Hopkins A & E department. the 
quality of care received by 166 consecutive patients referred by the 
emergency room physicians for further gastrointestinal x-ray 
examinations was evaluated (19). All the patients had gastro 
-intestinal complaints, most of a suhacute or chronic nature. Both 
the diagnostic and therapeutic components of the medical care 
process and patient outcome were analysed. A judgement on 
quality of care was possible for 161 of the original 166 patients, of 
whom 41 (25%) were judged to have received minimally adequate 
care. 

The authors concluded that a relatively low quality of care was being 
provided at considerable expense. They argued that a system 
which de-emphasised diagnosis and simply treated patients' 
symptoms without performing many diagnostic tests might produce 
better patient outcome and also be less expensive. On the other 
hand additional expenditure on follow-up might substantially 
improve patient outcome, lowering the cost-benefit ratio. The 
authors also comment that the existing system was a disincentive to 
good patient management and did not facilitate the doctor in 
evaluating his own performance. 

Decreasing the number of non-urgent attendances at A & E 
departments would therefore seem benefiCial. not only to avoid 
burdening the staff with problems they consider inappropriate. but 
also to faCilitate continuity of care of patients who make such visits. 

A patient education programme was instituted in one department, 
the purpose of which was to reduce the proportion of non-urgent 
A & E viSits each month (20). A & E visits for problems present on 
weekdays for longer than 24 hours without worsening were defined 
as inappropriate. As the office was not open at weekends. A & E 
visits for problems beginning after the office closed on Friday until 
Monday morning were conSidered appropriate. 
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When an inappropriate visit occ.urred the patient was given 
immediate feedback by the resident on call. Advantages of using 
the A & E department appropriately such as having the physician 
available for important emergencies and avoiding the inconvenience 
of an unnecessary trip were also explained. Furthermore, the 
importance of calling before coming to the A & E department and 
the advantages of continuity of care with the patient's personal 
physician were emphasised. The words 'inappropriate visit' were 
recorded on the A & E department record, and later transferred to 
the patients' office chart problem list~ The patients' personal 
physician was later notified and could explain the appropriate use 
of the A & E department either by phone or during the next office 
encounter. A one-page memorandum explaining the correct use of 
the A & E department was available for either physician to give the 
patient. 

The mean percentage of inappropriate visits (18%) during the 
study period was significantly lower than the mean percentage of 
inappropriate visits during the control period prior to the 
intervention (29%). The authors concluded that prompt feedback 
and instruction could modify patient behaviour. It was also 
interesting to note that statistically significant reductions in the 
proportion of inappropriate. visits were observed in four 
reimbursement groups: Medical Assistance, self-paying, group 
insurance and Medicare. 
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The emergency service of one h'bspital in Baltimore, Maryland 
attempted to reduce non-urgent use by establishing several 
hospital-related primary care programmes to complement existing 
community resources. and by referring those patients without a 
regular source of primary care to one of the primary care providers 
in the community (21). The effort made to accomplish the referral 
ranged from only giving a brochure. to giving a discussion about the 
importance of primary care. to actually making an appointment for 
the patient. Seventy percent of all patients who had a primary care 
apppointment made at the time of the A & E department visit 
enrolled in the primary care source. compared to only 28% of 
patients without this appointment. However the patients for whom 
an appointment was made were not selected randomly by the 
providers: they had more chronic 'disease and poorer self
perceived health status. Follow-up of patients who made an initial 
visit to primary care services suggested that these patients became 
excellent users of primary care. An unexpected finding of the study 
was that A & E department utilisation was unchanged by successful 
referral to a primary care setting. The authors speculated that to 
decrease non-urgent A & E department use may require not only 
the availability of a primary care system. but also an increase in the 
barriers to the receipt of non-urgent care in the A & E department. 

The parents of 230 frequent users of a paediatric emergency 
service were sent a series of 23 complementary letters in an effort 
to influence use of the service (22). Each letter stressed the 
apparent importance of continuity in the health care of their 
children and the fact that children like theirs who were frequent 
users of emergency facilities were apt not to have care that was 
continuous enough for adequate preventive or timely therapeutic 
intervention. The letter also noted that advice about community 
and hospital sources of continuous care were available from the 
division -of paediatrics. The letters had little impact on the usage of 
the A & E department. 
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Establishment of neighbourhoo.G health centres does not 
necessarily decrease the use of the services of the emergency 
department. This was the case of a hospital in Sweden, where an 
extension of primary health care facilities in the area over a 10 year 
perIod did not stop the increased use of emergency services (23). 
A study was undertaken to determine to what extent a registered 
nurse could direct patients with non-urgent problems to alternate 
sources of care. Of the 1,690 patients attending during office 
hours, 454 (27%) were classified as non-urgent by assistant nurses 
at reception. Of these 347 were seen by a registered nurse. Only a 
small proportion, 7%. of those patients who were classified as non
urgent by the reception staff were misclassified compared with a 
registered nurse's opinion. Fifty-five percent of patients (192) seen 
by the registered nurse were refer:red to alternative sources of care 
- an appointment made at a health centre, advice to contact other 
care providers, advice to await/selfcare and advice to contact the 
health centre. The actual proportion of patients referred was 
smaller than al1:ticipated as the neighbourhood health centres' 
capacity to receive new patients at short notice was lower than 
expected. In this study. 8% of those with non-urgent complaints 
repeated their visit to the emergency department within one 
month. This proportion was the same in those seen in the 
department as in those who were referred elsewhere for care. 

2.6 HOSPITALISATION 

Wide geographic variations in rates or surgery and in rates of 
hospital admission within diagnostic categories have often been 
used to suggest that unnecessary or inappropriate medical services 
are being provided in the high-use areas. 

Physician judgement has been the traditional criterion for acute 
care hospital admission .. In Connecticut prospective payment for all 
in-hospital patient care was implemented in 1986. Admission 
criteria. based on objective severity of .illness criteria, were adopted 
to prevent hospitals and physicians from gaining profits by 
admitting "less ill patients" who did not need acute hospitalisation. 
In one hospital a study was carried out to determine whether the 
Diagnostic-Related Group (DRG) objective admission criteria 
performed as well as physician's clinical judgement in identifying 
which patients needed acute care hospitalisation (24). 



- 19 -

Three hundred and fifty patients.ln an observation unit attached to 
an emergency department presenting with one of nine critical 
diagnostic syndromes (abdominal pain, flank pain, headache, 
possible cerebrovascular accident, chest pain, dizziness or syncope, 
head injury, seizure. multiple trauma) were investigated. The 
decision to hospitalise for acute care after observation for an 
average of 11.1 hours was examined. The objective DRG criteria for 
admission were compared retrospectively with the physician's 
clinical judgement of need for hospitalisation. Clinical outcome was 
used to establish the correctness of the decision to hospitalise. 
Clinical judgement was 100% sensitive with a specificity of 86% in 
predicting the presence of serious pathology necessitating acute 
care hospitalisation compared to 76% sensitivity and 80% 
specificity for objective criteria. Thus physician clinical judgement 
outperformed the DRG objective criteria in this particular study. 

The authors sound a note of caution however. False-negatives for 
physician clinical judgement were identified by return visits of the 
patient to the hospital. Examples of erroneous physician 
judgement may have been missed if the patient sought care in 
another hospital. In addition the physician had on average 11 hours 
of observation before the decision was made to hospitalise the 
patient. In contrast. the decision regarding hospital admission is 
made for most emergency patients during the first one to two 
hours in the A & E department. The physician'S clinical judgement 
may perform less well when extended time to observe the patient 
is not available. 
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Kurylo argues that although health outcome and efficiency are the 
desired criteria for determining inappropriateness, current 
biological and medical knowledge is inadequate to support this 
approach (25). In the absence of outcome measures, physician 
judgement is the logical alternative. Where physician judgement is 
being used to determine appropriateness. reliability or replicability 
of judgements assume major importance. In an effort to overcome 
some of these methodological difficulties. Gertman and Restuccia 
(26) developed an instrument to identify" hospital admissions and 
hospital days that were inappropriate because no acute hospital 
services were required or rendered. The instrument consisted of 
18 criteria related to either conditions of the patient that require 
acute hospital care or specific services that require hospitalisation. 
An admisSion was considered appropriate if any of the 18 criteria 
were fulfilled. Decisions about the appropriateness of admission 
were based primarily on the services provided in the first 24 to 48 
hours. In a review of 1132 hospital records in six sites. the 
proportion of admissions judged to be inappropriate ranged from 

.10 to 35%. With an overall figure of 23% (27). Although about one 
third of patients admitted inappropriately received some 
appropriate services later in the course of the hospital stay. most of 
the admissions in this category were totally avoidable. 

One component of this study was the effect of different types of 
health insurance on the appropriateness of admission. Three 
different insurance plans were under scrutiny: plans in which all 
care was free. plans in which the cost of all services was in part 
borne by the patient, and plans in which the costs of out-patient 
services only were in part borne by the patient. Hospital admission 
rates varied With the insurance plans. Adults who received free 
medical care were hospitalised 31 % more often than those in plans 
where costs were shared by the patient. However cost sharing 
failed to decrease inappropriate admissions selectively. btit resulted 
in a decrease of both appropriate and inappropriate 
hospitalisations. There is therefore a need to develop strategies 
targetted at reducing inappropriate utilisation. 

--- - ._---------
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CHAPTERS 

METHODOLOGY 

It was decided that the best that the best way of achieving the study 
objectives was to prospectively survey patients as they attended at 
the Accident and Emergency (A & E) Departments. Data were to 
be documented in relation to all new attenders and all patients 
admitted via the A & E Departments. 

S.l DURATION OF THE STUDY 

There was considerable discussion as to the length of time for 
which the study should be carried out. Initially it was suggested 
that a one week period might not be adequate for two principal 
reasons:-

(a) there is variation in the numbers attending from week to 
week. and if the survey week happened to coincide with a 
drop in numbers. the results would not be representative of 
the normal V{orkload of the departments 

(b) one of the hospitals. hiild on average of 70 admissions 
per week. which would result in relatively small numbers in 
some s.ub-groups on analysis. 

However it was agreed finally that even during a week when 
attendances were relatively low. numbers would be adequate to 
provide useful information. It was also agreed that the feasibility of 
continuing such a large-scale detailed survey for longer than one 
week was questionable. 



- 22 -

3.2 TIMING 

The second major question to be decided was the timing of the . 
study. Preliminary discussions in relation to the study began in 
October, 1989 and a balance ha:& to be struck between allowing 
sufficient time for adequate planning of the study and avoiding the 
Chrisbnas holiday period. It was considered imperative that the 
work be carried out before the end of 1989. The earliest possible 
date on which the survey could start in all hospitals was the 11 th 
December. Some concern was expressed that this was approaching 
the Christmas holiday period, and that the level of admissions was 
likely to be lower than usual. As no other dates were viable 
alternatives, the 11 th became the agreed starting date. The survey 
would include all new patients attending the A & E department 
from 9 a.m. 11 th December to 9 a.m. 18th December. 1989. 

3.3 STUDY INSTRUMENT 

From preliminary discussions. it was apparent that the data 
required for the study were not routinely collected. and that a 
specially designed form would be needed. The first draft of the 
study instrument was presented to ,a meeting of the A & E Steering 
Group on the 10th November 1989, and comments were invited. 
As a result the location of the chart number and date of admission 
on the form was changed, and an additional option was included for 
those patients who were self-referred and had not seen their G.P. 

The final study instrument was in three main sections. 
(Appendix 1). 

The first section. questions 1 to 27. was to be completed on all 
patients included in the survey. This contained identifying 
information. time of attendance, baSic demographic data. 
presenting complaint and method of transport to the hospital, It 
also included items in relation to whether the patient had a general 
practitioner (G.P.) or not. contact wjth or attendance at G.P .. 
method of referral. and if self-referred. why the patient attended 
the A & E department. 

The second part of the form, questions 28 to 38. was also to be 
completed on all patients included in the survey. This documented 
the time at which patient was seen. and details of the investigations 
and treatment carried out were to be recorded. in addition to the 
outcome in terms of patient disposal and casualty diagnosis. 
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It is a common perception that a substantial proportion of patients 
attending A & E departments are inappropriate attenders, who 
could and should be managed at primary care level in the 
community. A list of conditions .appropriate to A & E attendance 
was compiled in consultation with the A & E consultants (Appendix 
2). Conditions such as fractures or suspected fractures, or potential 
life-threatening conditions were included. Conditions such as 
lacerations or burns were included only if they were of serious 
proportion or if minor, only if they involved specific parts of the 
body e.g. the hand. It was recognised tha1 any such list of 
conditions, if it were to be wholly comprehensive. would be so 
lengthy as to be cumbersome to use in practice. For this reason an 
override facility was included. such that even though the patient's 
condition did not fulfil the criteria contained on the list of 
appropriate conditions. the consultant in charge could deem the 
attendance appropriate (Question 37). On the other hand it was 
also acknowledged that even though a patient's condition appeared 
on the list. the patient might in sorhe instances be an inappropriate 
attender. This could arise for example where the presenting 
complaint related to an injury sustained some time previously or to 
a chroniC symptom. and could not have been conSidered an 
emergency by the patient. 

In this instance. the consultant could use question 38 to override 
the predetermined criteria. 

Ideally criteria should be as objective as possible. to facilitate 
unifornl application of the criteria in different centres and at 
different times. However. it was not possible to exclude all, . 
subjective terms from the list. This was particularly true in relation 
to medical terms such as chest pain and shortness of breath. 

The third section of the form, questions 39 to 54. related only to 
those patients who were admitted. It contained details of the time 
admitted. the grade of the admitting doctor. and information as to 
whether the patient was on a waiting list for admission or had been 

- an inpatient with the same complaint in the previous three months. 
Questions 47 and 48 contain a list of patient condition factors and 
services required by patients. such that if anyone of them is 
fulfilled in the first 24 hours following admisSion. that patient is 
conSidered an appropriate admisSion. As in the case of the criteria 
for attendance at A & E. departments, an override facility was 
included such that either a patient who fulfilled the criteria could 
be judged inappropriate. or a patient who did not fulfil the criteria 
could be judged appropriate. Data was also collected in relation to 
the final diagnosis and discharge date. 
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3.4 DATA COLLECTION 

The responsibility for collection of data within the A & E 
departments in relation to the pa~ients included in the study lay 
with each individual hospital, and arrangements varied accordingly. 
Both the Mater and James Connolly Memorial Hospitals employed 
medical students on a rota basis for the duration of the study to 
complete the first section (Q 1 to Q27) of the form. In the Meath 
and Beaumont Hospitals, this task was assigned to clerical staff. In 
St. James' and St. Vincent's hospitals this section was completed by 
the triage nurse. 

The second part of the form was in the main completed by the 
Casualty Officers. However the items in relation to appropriateness 
were completed by the A & E consultant. In James Connolly 
Memorial Hospital. which does not have an A & E consultant. the 
A & E Registrar completed Q36 - Q38. 

, \ 

It was considered that Q39 - Q46 could also be most easily 
completed by staff in the A & E department. The remainder of the 
items in relation to those admitted were to be completed on the 
ward by Registrars in Community Medicine. Patients were to be 
followed up for 24 hours, and the relevant information abstracted 
from the patients notes, nursing notes or medication chart as 
necessary. The final diagnosis and date of discharge were to be 
obtained at a later date frOln the patient services departments of 
the hospitals. 

Consent 

As the study involved accessing patient charts, it was necessary to 
obtain consultant permission to carry out this aspect of the study. 
This permission was obtained by the Chief Executive and/or the 
Accident & Emergency consultants in the hospitals. 
Nursing staff were also informed that a study was to be carried out, 
and that charts were to be accessed on the wards. 

Pilot Survey 

It was originally planned to pilot the survey form in a northside and 
southside hospital. Because of time constraints, it was ultimately 
possible to carry out only a limited pilot survey on 12 patients in 
one hospital. This pilot survey covered only questions 1 to 27 on 
the form, and was carried out by clerical staff in the hospital 
concerned. In general. the form worked well, but again it was 
necessary to alter the sequence of questions to facilitate completion 
of the form . 

. . - -. -------_ .. ~ .. 
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It was not possible to carry out a pilot survey of the inpatient part of 
the form. However one of the authors (MH) had previously carried 
out a Similar survey in one of the study hospitals. The authors were 
confident that the required data could readily be abstracted from 
the charts. .i 

3.5 . THE SURVEY 

The survey commenced as planned on the morning of the 11 th 
December. 1989. 

It was apparent at an early stage that the completion of the survey 
form posed a consider:able problem and was disruptive in the A & E 
departments. particularly during busy periods. It was also apparent 
that fears that the approaching holiday period would depress the 
level of attendance and admissions were unfounded. In contrast. all 
the departments were exceptionally. busy. 

Review of admissions began on the morning of the 12th of 
December. 1989. It had been envisaged that the Registrar in 
Community Medicine would proceed to the A & E department. 
collect the survey forms in relation to the previous day's 
admissions. cross-check the forms with the admissions list. and 
then proceed to the wards. The system worked· according to plan. 
with only minor deficiencies. in four of the hospitals. Major 
difficulties were encountered in the other two. In one. survey 
forms were not available for/many of the patients. In this case the 
Registrar in Community Medicine generated a new form for the. 
patient. but inevitably there were many deficiencies in the data so 
collected. In the other hospital. there were also great difficulties in 
locating survey forms for patients who had been admitted. so that 
by the third day of the study there was a backlog of patients for 
review. This problem was overcome by assigning a second 
Registrar in Community Medicine to that particular hospital to help 
with chart reviews. 

On the first day of the study. some problems were encountered 
where ward staff were unaware that there was a study in progress. 
This caused delays as the purpose of the study and the identity of 
the researcher had to be explained to various people on various 
wards. In general co-operation on. the wards was excellent. 
Occasionally a· chart could not be located. either when a patient had 
died soon after admission and the chart was in the pathology 
department. or where U1e patient had been discharged speedily 
and the chart had left the ward. but had not yet been filed in the 
medical records department. Once the chart had been located. the 
required data were usually readily abstracted. 
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3.6 1988 ADMISSIONS 

Five of the hospitals provided access to the records of patients 
admitted during the week ending 18th December. 1988. One of 
the authors (MH) abstracted the relevant information from the 
charts. 

Details of the patient's occupation and investigations and treatment 
in the A & E Department were not well doc~mented. Means of 
transport to the hospital appeared to be well recorded only for 
ambulance cases. Source of referral was available when there was a 
doctor's letter in the chart. It is likely that most patients without 
such a letter were self-referred. but this was not routinely 
recorded. 

Information in relation to the patients' inpatient stay was adequate 
in most cases to allow Question 47 (Patient Condition Factors) and 
Question 48 (Services Required) to be completed 

3.7 DATA CODING 

The data collection form was precoded as far as possible to 
facilitate data analysis. Checking of the forms began on the third 
day of the study. 13th December. 1989. Two additional clerical 
staff were recruited speCifically to code the items in relation to 
address. occupation and patient's G.P. Addresses were coded by 
District Electoral Division or Electoral Ward. These are the 
smallest geographic areas for which accurate population statistics 
are available. This coding was only available for patients residing in 
the Dublin area. 

Occupation was coded using the Irish Social Class Scale (Appendix 
3) which was developed by O'Hare(28). The General Practitioner 
code used was that which is involved in the Measles. Mumps. 
Rubella immunisation scheme. This code is based on the GMS 
number for those doctors who participate in that scheme. For GPs 
not in the GMS scheme. each has been assigned a unique number. 



- 27 -

It was decided to code the final casualty diagnosis on the basis of a 
short diagnostic list. using as few codes as possible consistent with 
giving a meaningful breakdown of the casualty workload. The 
following were the categories us~d:-

" 

1. Fractures and dislocations 
2. Soft tissue injuries, head injuries, bums 
3. General surgical problems 
4. General medical problems 
5. Deliberate self harm 
6. Other psychiatric conditions 
7. ENT problems. including pharyngitis. otitis media. foreign 

bodies. nasal fractures, epistaxis 
8. Eye problems 
9. Miscellaneous, including mainly gynaecological problems. 

The few patients who took wrong medication. and children 
who accidentally took tablets were also included in this 
category 

20 no abnormality detected. 

Where available the final diagnoses of those patients who were 
admitted were coded using 3-digit International Classification of 
Disease codes (9th edition). 

3.8 DATA ANALYSIS 

Data analysis was carried out by the Eastern Health Board Computer 
Department using the Statistical Analysis System data analysis 
package on a Digital Vax Computer. A t-test was used to examine 
the difference in mean age between admitted and non-admitted 
patients. The chi-squared test was used for the comparison of 
proportions in qualitative data. 
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CHAPTER 4 

RESULTS 

4.1 TRENDS IN A & E ADMISSIONS/ATTENDANCES 

Complete annual statistics in regard to Accident and Emergency 
admissions and attendances are not available for all the 
participating hospitals for the y~ars 1986 and 1987. However 
Table 1 takes the relevant week of December for the years 1986. 
1987. 1988 for comparison purposes. More detailed figures are 
shown from 1988 to date. 

Table 1 - Trend in A & E Admissions/Attendances 1986-1990 

Dec 86 Dec 87 Dec 88 1988 
(1 week) (1 week) (1 week) Average 

/week 

A & E Admissions 723 705 723 678 
New Attendances 3.442 3.457 3.389 3.366 
A & E as % of New 21 20 21 20 

Average/week Jan-Aug 89 Sep-26 Nov 89 1989 

A & E Admissions 722 819 770 
New Attendances 3.475 4.010 3,363 
A& E as % of New 21 20 21 

Average/week 27 Nov-l1 Dec 89 12 Feb-22 Apr 90 

A & E Admissions 916 825 
New Attendances 3.678 3.882 
A & E as % of New 25 21 
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Comparing the 1988 weekly average with that of the first 8 months 
of 1989 an increase of 6% in admissions and 3% in new 
attendances is evident. Following the introduction if the 24 hour 
accident and emergency service" in the beginning of September 
1989 there was a further increase of 13% in admissions and 15% 

. in new attendances up to 26/11/89. A further increase of 12% in 
-admissions is evident during the period 27/11/89 to 11/2/90. 
During the period of 12/2/90 to 22/4/90 a more "normal" 
workload is recorded at 825 admissions and 3,882 new 
attendances showing a real increase over and above the rota average 
of 1989 of 14% in admissions. 

It should be noted that A & E admissions as a percentage of new 
attendances traditionally ranges between 19% and 21%. This 
relationship is currently at 21 %. It is likely that the current 
workload has now become the nOrn;l. 

These trends are shown graphically in Appendix 4. 

4.2 STUDY POPULATION 

Accident and Emergency Attenders 

The study was carried out in the six major Accident and Emergency 
Hospitals in Dublin. namely'the Mater. James Connolly Memorial, 
Beaumont.. St. James. the Meath and St. Vincent's hospitals. During 
the week of the study the routinely collected statistics from the 
hospitals recorded 3,964 first-visits to A & E and 1,058 admissions 
via A & E in the hospitals involved. There were 3,447 survey forms 
available for analysis of which 922 indicated that the patient had 
been admitted, giving an overall response rate of 87% and a 
response rate of 93% for admissions. 

The totals which appear in the various tables are not constant as 
there were missing Variables in the data. 

Exclusions 

There were 129 patients who registered in an A & E department 
but did not wait to be seen. Twenty eight patients were brought in 
dead or died in the A & E department in the survey week. These 
patients were excluded from further analysis. 
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4.3 CHARACTERISTICS OF THE SURVEY POPULATION 

Demographic Data . 
:' 

Table 2 shows the age and sex breakdown of patients. 

Table 2 - Age Group by Sex 

Age Group Male % Female ok Total % 
(years) 

o - 14 55 3.1 48 3.2 103 3.2 
15 - 24 481 27.4 353 23.3 834 25.5 
25 - 44 539 30.7 380 25.1 919 28.1 
45 - 64 311 17.7 271 17.9 582 17.8 
65 - 74 158 9.0 .186 12.3 344 10.5 
75+ 144 8.2 226 14.9 370 11.3 
Unknown 65 3.7 48 3.2 113 3.5 
Total 1.753 100 1.512 100 3,265 100 

The largest numbers were in the age group 25 - 44 years. and the 
. majority of attenders were males. The mean age· of those admitted 
was 57.9 years and this is significantly higher than the me~n age of 
those not admitted which was 35.6 years (p < 0.0001). 

Information with regard to marital status was available on 3.124 
records. Of these 44.1% were single, 41.9% were married. 11.9% 
were widowed and 2.1 % were separated or divorced. The largest 
category of patient was the single male which accounted for 24.2% 
of those attending. followed by married men 23.1%, single females 
18.0% and married females 17.1%. While 8.2% of the sample were 
widows. widowers comprised 3.0% of the attenders. 

Information on social class was obtained in 1,917 cases. The social 
class breakdown of the sample is shown in Table 3. 

Table .3 - Social Class 

Social Class Number 0/0 

1 224 11.7 
2 319 16.6 
3 322 16.8 
4 545 28.4 
5 250 13.0 
6 257 13.4 
Total 1,917 100 
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Skilled nlanual workers are the most commonly occuring social 
class. There are however substantial numbers in social classes 1 
and 2, the professional and managerial classes. 

Details of health service eligibility and insurance cover were noted 
for 2,887 patients. Of these 1,266 (43.90/0) were eligible for 
services under the General medical Services (GMS) scheme, 554 
(19.2%) had or were entitled to Hospital Services Cards and 566 
(19.6%) were covered for hospital services by the Voluntary health 
Insurance Scheme. It is possible that some of this group were also 
eligible for services under the GMS scheme or were eligible for a 
Hospital Services Card. A further 501 patients (17.4%) were either 
covered by various other insurance schemes or, though ineligible 
for services under the GMS or Hospital Services Card Schemes, 
held no insurance cover. 

,.t 

Transport 

The single most frequent means of transport to the A & E 
department was private transport which accounted for 43.9% of 
those where this variable was recorded. A fifth of patients (20.1%) 
were brought by Dublin Fire Brigade ambulance, 12.2% by Eastern 
Health Board ambulance, 9.4% were recorded as having walked. 
7.7% as having come by public transport and the remainder by taxi 
or some other means. 

Catclunent Area 

While there are no officially deSignated catchment areas for the 
Dublin hospitals, catchment areas have been outlined to guide the 
ambulance services as to which hospital a patient should be 
brought. 
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Table 4 shows the hospital catchment area, based on these 
gUidelines, in which the patierit resides in relation to the hospital 
the patient actually attended. .:i 

Table 4 - Patient Residence in Relation to Hospital Attended 

Catchment Area Hospital Attended 
of Residence 

Be aumont Mater JCMH* Meath St. Vincent's 

Beaumont 424 89 6 11 20 
Mater 149 484 79 25 24 
JCMH* . 9 44 187 7 7 
Meath 9 22 5 179 171 
St. Vincent's 8 17 7 30 231 
St. Jame§' 9 42 4 128 36 
Total 608 698 288 380 489 

'" JCMH: James Connolly Memorial Hospital 

It can be seen that there is little overlap between the north side 
hospitals (Beaumont, Mater, James Connolly Memorial Hospital) 
and southside (Meath, St. Vincent's and St. James') hospitals. On 
the northside there is some degree of movement of patients 
between the Beaumont and I\,1ater hospital catchment areas on the 
one hand, and between the Mater hospital and James Connolly 
Memorial Hospital on the other. The situation is less clearcut on 
the southside with large riumbers of patients purportedly in the 
Meath hospital catchment area attending either St. Vincent's or St. 
James', and considerable numbers of patients from the St. James' 
area attending the Meath hospital A & E Department. 

Duration of Symptoms 

The duration of symptoms prior to presentation at the Accident 
and Emergency Department was documented in 2,693 cases. Of 
these, 1,623(60.3%) presented within 24 hours of the onset of 
symptoms and 258 (9.6%) within 24-48 hours. In the remaining 
812 cases (30.3%) over 48 hours had elapsed from the onset of 
symptoms until presentation at the A & E Department. 
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General Practitioner Services 

Information on whether the patient had a General Practitioner or 
not was available in 3,081 cases. Of these 2,762 (89.6%) indicated 
that they had a G.P. Table 5 shows the age breakdown of those 
patients who have a G.P. compared with those who have not. It can 
be seen that the largest numbers who have not a G.P. are in the 15-
44 age group. 

Table 5 - Age Group By Whether Patient Has a GaP. or Not 

Age Group Has a G.P. No G.P. Total 
(years) Number % Number % Number % 

o - 14 90 94.7 5 5.3 95 100 
15 - 24 654 83.3' 131 16.7 785 100 
25 - 44 777 88.9 98 11.1 875 100 
45 - 64 512 91.9 45 8.1 557 100 
65 - 74 314 95.2 16 4.8 330 100 
75+ 347 96.7 12 3.3 359 100 
Unknown 68 85.0 12 15.0 80 100 
Total 2,762 319 3,081 

Fewer than a third of patients (31. 7%) attempted to contact their 
General Practitioner. Of these, the majority (91.7%) were 
successful. The following summarises the contact of the group with 
General Practitioner services. 

Attempted Contact G.P. 1,044 

Of these:-

Successful contact G.P. 957 

Of the 957 who successfully contacted their G.P.:-

Attended G.P. 
Told to go to A & E 

827 
83 

Of the 827 patients who attended their G.P.:-

Referred with G.P. letter 650 
Subsequently referred themselves 101 
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The date and time of attendance at the Accident & Emergency 
Department was documented in 86 patients who were unsuccessful 
in contacting their G.P. Of thes~. 16 (18.6%) attended at the 
weekend. The most frequent times of attendance were at midday. 
to 3 p.m. (21 patients). 3 p.m. - 6 p.m. (19 patients) and 6 p.m. - 9 
p.m. (19 patients). Seven patients who were unsuccessful in 
contacting their G.P. attended between midnight and 9 a.m. 

Referral Source 

Of those where referral source was documented the single most 
important source is self-referrals. as indicated in Table 6 

Source 

Self 
G.P. without letter 
G.P. with letter 
Deputising Service 
Educational Service 
Occupational 
Other 
Total 

Table 6 - Referral Source 

,Number 

1,727 
173 
650 

51 
19 
89 

252 
2.961 

0/0 

58.3 
5.8 

21.9 
1.7 
0.6 
3.0 
8.5 

100.0 

Details of the reasons for self-referrral were available for 1,622 
p:;ltients who were self-referred and had not attended their G.P. 
prior to attendance at A & E. These reasons are indicated in 
Table 7. 

Table 7- Reason for Attendin~ A & E 
Self Referred had not seen G.P. 

Reason 

Thought G.P. would refer anyway 
Thought needed x-ray· 
Thought needed immediate attention 
Prefer hospital for this condition 
Hospital more convenient 
Hospital cheaper 
Considered hel she under hospital care 
G.P. not contactable 
Thought G.P. unavailable 
Other 
Total 
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Number 

169 
301 
518 
132 
193 
25 
55 
28 
40 

161 
1,622 

0/0 " 

10.4 
18.6 
31.9 

8.1 
11.9 

1.5 
3.4 
1.7 
2.5 
9.9 

100.0 



There were 101 patients who were self-referred, and had 
previously contacted and attended their G.P. with the same 
complaint. The reasons for theii:· attendance at A & E are 
documented in Table 8. 

Table 8 - Reason for Attending- A & E 
Self Referred has seen G.P. 

Reason Number 

Wanted second opini9n 18 
Thought needed immediate attention 27 
G.P. told patient to go to A & E if 
further trouble 34 

. Had OPD appointment. wanted earlier 
opinion' 7 
Tried but failed to contact G.P. again 5 
Other 10 

% 

17.8 
26.7 

33.7 

6.9 
4.9 
9.9 

Total 101 100.0 

The 18 patients who referred themselves to A & E for another 
opinion having already seen their G.P. were analysed further. Six 
patients attended with medical problems. three with soft tissue 
injuries and three with ENT problems, with the remainder in other 
diagnostic categories. Six patients were referred back to their G.P. 
for follow-up and six were advised to attend A & E for further care. 
One patient was admittep. The length of time which has elapsed 
since the patient had seen their G.P. ranged from 1.5 hours to 
164.1 hours 'Vith a mean of 61.5 hours (median 29.5 hours). 

The day and time of attendance of 48 patients referred by a 
deputising service was aVailable and was examined in more detail. 
Fifteen patients (31.3%) attended at the weekend. the remainder 
being evenly distributed throughout the week. 
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Table 9 illustrates the time of day of attendance at A & E by those 
referred by a deputising service. 

. ~ 
Table 9 - Time of Attendance of Those Referred 

by Deputising Service 

Time Interval Number 0/0 

Midnight - 02.59 9 18.8 
03.00 - 05.59 2 4.2 
06.00 - 08.59 3 6.3 
09.00 - 11.59 5 10.4 
12.00 - ,14.59 8 16.7 
15.00 - 17.59 5 10.4. 
18.00 - 20.59 5 10.4 
21.00 - 23.59 11 22.9 
Total 48 100 

It is apparent that two-fifths (41. 7%) of those referred by a 
deputising service attended between the hours of 9 p.m. and 3 a.m. 

Day and Time of Attendance 

When the distribution of attendances by day of attendance was 
examined no clear pattern emerged. The lowest number of 
attendances 416 (13.3%) were on Sunday and the highest number 
471 (15.0%) were on Tuesday. 

Table 10 shows the time of attendance in 3-hourly intervals at the 
A & E Department for weekdays and weekends separately. 

Table 10 - Time of Attendance 

Weekday Weekend Total 
Time Interval Number % Number % Number 0/0 

24.00 - 02.59 160 7.0 77 9.0 237 7.6 
03.00 - 05.59 88 3.9 29 3.4 117 3.7 
06.00 - 08.59 88 3.9 27 3.2 115 3.7 
09.00 - 11.59 441 19.4 188 21.9 629 20.1 
12.00 - 14.59 496 21.8 181 21.1 677 21.6 
15.00 - 17.59 440 19.3 139 16.2 579 18.5 
18.00 - 20.59 331 14.5 112 13.1 443 14.1 
21.00 - 23.50 2;31 10.2 104 12.1 3;35 10.7 
Total 2.275 100.0 857 100.0 3,132 100.0 
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It can be seen that the majority of attendances (60.2%) occur 
between 9 a.In. and 6 p.m. This pattern is apparent both at 
weekends and on weekdays, andi is shown graphically in 
Appendix 5. c 

Investigations 

Table 11 shows the numbers of patients having various 
investigations. 

Table 11- Accident & Emergency Investigations 

Investigation 

Radiology 
Electrocardiograph 
Haematology 
Bioc hemis try 
Bacteriology 
Urinalysis 
Toxicology 
Other 

. Number of Patients 

1,885 
.\ 723 

889 
809 

91 
195 
26 
55 

% 

57.3 
22.0 
27.0 
24.6 

2.0 
5.9 
0.8 
1.7 

It is possible that not all investigations carried out were recorded. 
However these results still highlight the large numbers of tests 
undertaken as a result of A & E attendance. 

As a large number of patients had X-Ray investigation, this was 
examined in more detail. The outcome from the A & E Department 
was known for 1.782 patients who had an X-ray. Of these 35% 
were admitted. 23.67% were asked to return for an A & E 
follow-up and 16.7% were discharged with no plans for follow-up. 
The diagnostic category was available for 1,838 patients who 
underwent radiological investigation. Of these 39.3% had a 
diagnosis of soft tissue injury/bum, 38% had medical diagnosis, 
11.7% had skeletal trauma and 8.7% had a surgical diagnosis. 
There were very few patients in the other diagnostic categories. It 
is also of interest to note that of the 301 self-referred patients who 
indicated that they thought they needed an X-ray. 249 (82.7%) are 
recorded as have had one, 5 (1.7%) as not having had an X-ray and 
this information was missing in the the remaining 47 patients. 
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Treatment 

Table 12 indicates the treatments carried out in the A & E 
Department. Interpretation mu~t be tentative as in the case of 
many patients there was no data aVailable. The most frequent 
treatment recorded is the issuing of a prescription. and in only 200 
of these patients was an investigation documented. 

Table 12 - Accident and Emergency Treatments 

Treatment 

Strapping 
Plaster cast 
Clean and dress only 
Sutures. up to 2 
Sutures. more than 2 
Formal toilet/repair/exploration 
Standard prophylaxiS 
Removal FE ..: Eye/ENT 
Inhalation therapy 
Prescription 
Observed in A & E 
Other 

Disposal of Patients 

.\ 

Number of 
Patients 

378 
85 

240 
42 

102 
41 

216 
24 
96 

652 
154 
366 

0/0 

11.5 
2.6 
7.3 
1.3 
3.1 
1.2 
6.6 
0.7 
2.9 

19.8 
4.7 

11.1 

Table 13 indicates the dfsposal of patients from the A & E 
Department. The category "transfer" refers to patients who were 
referred to other hospitals for admission bringing the total 
admitted to 30.5%. Among the "other" category are patients who 
were referred to another hospital e.g. the Royal Victoria Eye and 
Ear Hospital or a paediatric hospital for an opinion. It is possible 

. that a small number of these patients were also admitted. 

Table 13 - Outcome from the A & E Department 

Outcome 
.. 

Home. no follow-up 
A -& E follow-up 
OPD follow-up 
G.P. follow-up 
Other 
Admitted 
Transfer 
Unknown 
Total 

Number 

592 
698 
310 
349 

97 
992 

14 
240 

3.292 
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% 

18.0 
21.2 

9.4 
10.6 

2.9 
30.1 

0.4 
7.3 

, 100.0 



The proportion of patients admitted rises linearly with age from 
13.3% in the 0 - 14 years age-group to 75.4% in the 75+ age-group 
as sho\:vn in Table 14. In contrast while 29.7% of 15-24 year olds 
were discharged with no follow-up. this was true in 5.5% of the 
over-75 year olds. 

Table 14 - A & E Outcome by Aie-Group 

~e-Group 
(years) 

Outcome 0-14 15-24 25-44 45-64 65-74 
No. % No. 0/0 No. 0/0 No. 0/0 No. 

Home 24 4.2 228 40.3 193 34.1 69 12.2 32 
A&E - .\ 

follow-up 40 5.8 245 35.8 256 37.4 100 14.6 32 
OPD -
follow-up 2 0.7 73 24.3 108 35.9. 76 25.3 21 
GP -
follow-up 5 1.5 75 22.1 122 35.9 65 19.1 42 
Other 12 12.8 22 23.4 35 37.2 15 16.0 7 
Admitted 13 1.4 120 12.7 124 13.1 222 23.5 193 
Transfer 2 14.3 4 28.6 2 14.3 2 14.3 2 
Total 98 767 840 549 329 

4.4 APPROPRIATENESS OF ATTENDANCE AT ACCIDENT & 
EMERGENCY 

0/0 

5.7 

4.8 

7.0 

12.4 
7.5 

20.5 
14.3 

Appropriateness of attendance at A & E was determined by the 
A & E consultants. Overall 79.5% of attenders were considered to 
be appropriate. 

There was no significant difference in appropriateness of 
attendance between GMS and non GMS patients (X2 = 1.725: 1 d.f.; 
P > 0.1). 

- 40-

75+ 
No 0/0 

20 3.5 

12 1.8 

21 7.0 

31 9.1 
3 3.2 

27328.9 
2 14.3 

362 



Table 15 (Appendix 6) shows the appropriateness of attendance at 
A & E in the various age groups., The highest levels of 
inappropriate use occur in the uhder -44 year olds. 

Table 15 - Appropriateness of A & E Attendance by Age 

Age Group Appropriate Inappropriate Total 
(years) Number % Numbers % % 

o - 14 72 77.4 21 22.6 93 100 
15 - 24 596 76.0 188 24.0 784 100 
25 - 44 657 75.8 210 24.2 867 100 
45 - 64 423 82.5 90 17.5 513 100 
65 - 75 230 85.5 39 14.5 269 100 
75+ 248 91.5 23 8.5 271 100 
Total 2,226 79.6 ., 571 20.4 2,797 100 

Table 16 show the appropriateness of attendance at A & E in the 
various diagnostic groups. 

Table 16 - Appropriateness of A & E Attendance by Diagnosis 

Diagnostic Appropriate Inappropriate Total 
category Number 0/0 Number % Number % 

Skeletal 
Trauma 234 99.6 1 0.4 235 . 100 
Soft tissue 
InJ/burn 914 82.6· 193 17.4 1.107 100 
General 
Surgery 222 66.5 112 33.5 334 100 
Medical 713 77.6 206 22.4 919 100 
Self-harm 24 96.0 1 4.0 25 100 
Psychiatry 11· 52.4 10 47.6 21 100 
Ear, Nose & 
Throat 36 54.6 30 45.4 66 100 
Eye 51 85.0 - 9 15.0 60 100 
Other 22 46.8 25 5;2.2 47 100 
Total 2,227 79.1 587 20.9 2.814 100 

The level of appropriateness ranges from a high of 99.6% for 
skeletal trauma patients to a low of 46.8% for patients with 
miscellan'eous conditions, including gynaecological and dental 
problems. 
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The. appropriateness of attendance at various times during the day 
was also analysed. and is shown i~ Table 17 . 

. ~ 

Table 17 - Appropriateness of Attendance Time of Day 

Time Interval Appropriate Inappropriate Total· 
Number % Number % Number 0/0 

24.00 - 02.59 175 82.9 36 17.1 211 100 
03.00 - 05.59 81 73.6 29 26.4 110 100 
06.00 - 08.59 82 82.0 18 18.0 100 100 
09.00 - 11.59 459 78.6 125 21.4 584 100 
12.00 - 14.59 482 79.0 128 21.0 610 100 
15.00 - 17.59 402 80.4 98 19.6 500 100 
18.00 - 20.59 301 79.6 77 20.4 378 100 
21.00 - 23.59 227 79.6 ,58 20.4 285 100 
Total 2.209 79.5 569 20.5 2.778 100 

There is little variation in appropriateness of attendance from 9 
a.m. until midnight. There is a high level of appropriate attendance 
in the early hours of the morning (midnight to 3 a.m.). In contrast 
the highest level of inappFopriate attendance is in the period 
immediately following. 3 a.m. to 6 a.m. 

4.5 ADMISSIONS 

There were 992 patients admitted to hospital Via A & E during the 
study week. an admission rate of 30.1 % ... In addition 14 patients 
were transferred to other hospitals for admission. bringing the total 
admitted to 30.5%. 

Information ,was available on 717 patients as to whether they had 
been on a waiting list for admission or had been an inpatient with 
the same complaint within the previous three months. 25 patients 
(3.5%) were on a waiting list for admission. Of these. 16 had 
medical 'diagnoses. 8 surgical diagnoses and one a diagnosis of 
skeletal trauma. 

There were 104 patients (14.5%) who had been an inpatient with 
the admitting condition in the preceding three months. Almost 
three-quarters. 76 patients (73%) had medical diagnoses and 23 
(22%) had surgical diagnoses. Two patients were readmitted with 
deliberate self-harm and one readmission related to soft-tissue 
injury. 

- 42 -



Day of Admission 

No definite pattern emerged wh~n the distribution of admission by 
day of admission was examined. The lowest numbers 131 (13.5%) 
occured on Monday and Thursday. and the highest number 150 
(15.5%) on Saturday. 

4.6 APPROPRIATENESS OF ADMISSION 

Using the predetermined objective criteria. 889 (89.6%) 
admissions were considered to be appropriate. The level of 
appropriate admissions was calculated separately for each hospital 
and ranged fronl 85.5% to 93.0%. 

Table 18 shows the appropriateness of admission in the various age 
groups. As with appropriateness of attendance those in the 15-44 
age-group are more likely to be judged inappropriate. . 

Table 18 - Admission Appropriateness by ~e 

Age-Group Appropriate Inappropriate 
(years) Number % Number % 

0- 14 12 92.3 1 7.7 
15 - 24 101 84.2 19 15.8 
25 - 44 108 87.1 16 12.9 
45 - 64 204 91.9 18 8.1 
65 - 74 180 93.3 13 6.7 
75+ 246 90.1 27 9.9 
Unknown 38 80.9 9 19.9 
Total 889 89.6 103 lOA 

Table 19 shows the appropriateness of admission in the various 
eligibility/insurance categories. 

. Table 19 - Admission Appropriateness - Eliflibility/Insurance 

Eligibility Appropriate Inappropriate. Total 
Number 0/0 Number % Number % 

GMS 479 92.7 38 7.3 517 100 
Hospital 
Service 98 87.5 14 12.5 112 100 
VHI 124 87.3 18 12.7 142 100 
Other 60 82.2 13 17.8 73 100 
Unknown 128 86.5 20 13·12 148 100 
Total 889 103 99 
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General Medical Services (GMS) patients were significantly more 
likely to be appropriately admitted than non GMS patients (X2 = 
10.675; d.f. = 1; p < O.Ol). . :l 

The appropriateness of admission varied with the diagnostic 
category of the patient as shown in Table 20. 

Table 20 - Appropriateness of Admission - Diagnostic Category 

Diagnostic Appropriate Inappropriate Total 
Category Number % Number 0/0 Number 0/0 

Skeletal 
Trauma 76 98.7 1 1.3 77 100 
Soft tissue 
inj/burn 66 97.1 ' . ~ 2 2.9 68 100 
General 
Surgery 131 89.7 15 10.3 146 100 
Medical 582 88.7 74 11.3 656 100 
Self-harm 19 95.0 1 5.0 20 100 
Psychiatry 1 50.0 1 50.0 2 100 
Ear Nose & 
Throat 4 66.7 2 33.3 6 100 
Eye Problem 1 100.0 0 0.0 1 100 
Other 8 88.9 1 11.1 9 100 
No abnormality 0 0.0 1 100.0 1 100 
Total 888 ·90.1 98 9.9 986 .100 

There was a high level of appropriate admission in patients with 
diagnoses of trauma or soft tissue injury. The largest numbers of 
inappropria,te admissions were among medical patients. where 
11.3% were considered inappropriate. 
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Appendix 3 

IRISH SOC~ CLASS SCALE 

Social Class 1. Higher Professional and Higher Managerial; 
Proprietors and Farmers Owning 200 or 
more acres. 

Social Class 2. Lower Professionals and Lower Managerial; 
Proprietors and Farmers owning 100 - 199 
acres. 

Social Class 3. Other Non-Manual and Farmers Owning 
50 - 99 acres. 

Social Class 4. Skilled Manual and Farmers Owning 30 - 49 
acres. 

Social Class 5. Semi-Skilled Manual and Farmers owning 
less than 30 acres. 

Social Class 6. Unskilled Manual. 
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4.7 LENGTH OF STAY 

Length of stay data was availabl~ on 790 records. The distribution 
of the lengths of stay recorded is shov"n in Table 21. 

Length of Stay 

1 day 
2 days 
3-7 days 
8-14 days 
15-22 days 
22+ days 
Total 

Table 21 - Length of Stay 

Number 

84 
61 

332 
184 
64 
65 

790\ 

% 

10.6 
7.7 

42.0 
23.3 
RI 
8.2 
100 

The mean length of stay recorded was 8.6 days with a range of 1 to 
60 days. The mean length of stay in the six hospitals ranged fronl 
7.0 days to 10.0 days. As the distribution of lengths of stay is 
skewed it may be more appropriate to consider the median rather 
than the mean length of stay. The median length of stay was 6 days 
with a range of 5 to 7 days in the six hospitals. 

Table 22 indicates the distribution of length of stay by patient 
eligibility. 

Table 22 - Length of Stay by Eligibility Category 

Length of G.M.S. Hosp Serve V.H.I. Other 
Stay (days) No. % No. 0/0 No. 0/0 No. % 

1 32 7.7 14 15.6 17 15.3 10 14.9 
2 30 7.2 11 12.2 8 7.2 6 9.0 
3-7 162 38.9 35 38.9 55 49.5 29 43.3 
8 - 14 113 27.1 23 25.6 15 13.5 11 16.4 
15 - 21 .36 8.7 6 6.7 9 8.1 7 10.4 
22+ 43 10.3 1 1.1 7 6.3 4 5.8 
Total 416 100 90 100 III 100 67 100 

G.M.S. patients were less likely than non G.M.S. patients to have 
lengths of stay of 1 day and more likely to have a hospital stay of 
over three weeks (X2 = 23.36; 5 d.f.; P < O.Ol). 
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Table 23 indicates the distribution of length of stay in the various 
age groups. It is apparent that l~ngths of stay over two weeks are 
uncommon in the under-45 year.:1age-group and the 550/0 of lengths 
of stay over three weeks occur in those aged 75 years or over. 

Table 23 - Length of Stay by Age 

Length of Age-Groul2 
Stay 0-12 15-24 25-44 45-64 64-75 75+ 

No. 0/0 No. % No. 0/0 No. 0/0 No. 0/0 No. % 

1 day 2 20.0 20 23.8 22 21.6 22 11.2 6 4.0 10 4.5 
2 days 2 20.0 4 4.8 14 13.7 19 9.6 12 8.0 7 3.2 
3-7 4 40.0 44 52.4 52 51.0 83 42.1 64 42.7 76 34.2 
8 - 14 2 20.0 11 13.1 11 10.8 46 23.4 36 24.0 69 31.1 
15 - 21 2 2.4 3 2.9 13 6.6 20 13.3 25 11.3 
22+ 3 3.6 14 7.1 12 8.0 3515.8 
Total 10 100 84 100 102 100 197 100 150 100 222 100 

There was considerable variation in length of stay among the 
different diagnostic categories, as shown in Table 24. In this table 
patients with psychiatric, E.N.T., eye and gynaecologic diagnoses 
are grouped in the category "other" as the numbers in each are 
smalL ' 

Table 24 - Length of Stay by Diagnostic Category 

. Diagnostic Category 
Length Skeletal Soft Tiss General Medical Self- Other 
of Stay Trauma Inj/Bw.n Surgery Harm 
(days) 

No. % No. 0/0 No. 0/0 No. % No. 0/0 No. 0/0 

1 11 18.0 16 35.6 3 11.8 39 7.2 3 18.8 2 15.4 
2 5 8.2 8 17.8 9 8.2 36 6.6 ·3 1R8 
3-7 26 42.6 ,16 35.6 56 50.9 217 40.0 8 50.0 8 61.5 
8 - 14 10 16.4 3 6.7 18 16.4 148 27.2 2 12.5 2 15.4 
15 - 21 5 8.2 6 5.5 52 9.6 1 7.7 
22+ 4 6.6 2 4.4 8 7.3 51 9.4 
Total 61 100 45 100 110 100 543 100 16 100 13 100 
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Medical patients are less likely to have lengths of stay of 1 or 2 
days, whereas 78% of lengths of stay over three weeks occur in 
medical patients. .; 

, The highest proportion of patients admitted inappropriately 
occured in those with lengths of stay of less than two days as shown 
in Table 25. 

Table 25 - Appropriateness of Admission by Length of Stay 

Length of Stay Appropriate Inappropriate 
Number % Number % 

1 day 71 84.5 13 15.5 
2 days 52 85.2 9 14.8 
3 - 7 days 304 " 91.6 28 8.4 
8 - 14 days 167 90.8 17 9.2 
15 - 21 days 58 90.6 6 9.4 
22+ days' 61 ~3.9 4 6.1 
Total 713 90.3 77 9.7 

4.8 1988 ADMISSIONS 

For comparison purposes, an attempt was made to examine the 
records of patients admitted via Accident and Emergency in the six 
hospitals involved in the. study in the corresponding period of 
1988. In the case of one hospital. it was impossible for the medical 
records department to retrieve the relevant charts. The routine 
statistics for the period showed that 126 patients had been 
admitted to that hospital via A & E. Routinely collected data from 
the other hospitals showed that 596 patients had been admitted via 
A & E in the week ending 18th December, 1988. Of these 466 
records were available for inspection. In only 4 cases was it 
apparent from the chart that the patient was on a waiting list for 
admiSSion for the admitting complaint. In 54 (11.6%) cases the 
patient had been an inpatient with the same problem within the 
previous three months. Of these 34 had medical diagnoses and 12 
surgical diagnoses, With small numbers in other diagnostic 
categories. 
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Patient Characteristics 

Table 26 sho~s the age-sex bre~kdown of patients admitted in the 
corresponding week in 1988. The age-breakdown of those 
admitted in 1989 is shown for comparison. 

Table 26 - Age-Sex Breakdown 1988 Admissions 

Age-Group Male Female Total 1988 Total 1989 
(years) No. % No. % No. % No. % 

o - 14 6 2.6 2 0.9 8 1.7 13 1.3 
15 - 24 31 13.4 37 15.9 68 14.6 120 12.1 
25 - 44 58 25.0 38 16.3 96 20.6 124 12.5 
45 - 64 60 25.9 58 24.9 118 25.4 222 22.4 
65 - 74 47 20.2 42 18.0 89 19.1 193 19.4 
75+ 29 12.5 54 23.2 83 17.8 273 27.S 
Unknown 1 0.4 2 0.9 3 0.6 47 4.7 
Total 232 100 233 100 465 100 992 100 

The largest difference is in the over-75 year age group which 
accounts for 27.5% of the 1989 sample in contrast to 17.8% of the 
1988 sample. 

Information on health services eligibility or insurance was 
unavailable in 17.4% of records. 43.6% were medical card holders, 
22.5% were· Hospital Service Card holders. 13.3% held Voluntary 
Health Insurance cover and 3.2% were covered by other schemes. 
The proportion of Medical Card holders is virtually identical to that 
in the 1989 study. 

Over a fifth of patients (22.3%) were brought to the 1\ & E 
Department by Dublin Fire Brigade ambulance and 8.8°/0 by Eastern 
Health Board· ambulance. 

Most patients. 88.6%, were recorded as having a General 
Practitioner. 

Referral Source 

Even though information on referral source was not apparent in the 
chart in 58% of cases. it is likely that ascertainment for GP referral 
and referral by deputising service was reasonably complete. as it is 
normal practice to file the referring letter in the patient's record. 
Over a quarter of patients (26.5%) were referred with a GP letter 
and 4. 7% ~were referred by a deputising service. The 
corresponding figures for 1989 were 34.4°/~ referred with a GP 
letter and 3.7% referred by a deputising service. 
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Length of Stay - 1988 

The mean length of stay in the 1988 sample was 11.1 days with a 
range of 1 to 379 days. The median lengths of stay in the five 
hospitals sampled ranged from 4 to 7 days. The distribution of 
lengths of stay is shown in Table 27. As in 1989, the most 
frequently occuring length of stay was 3 to 7 days. 

Length of Stay 

1 day 
2 days 
3 - 7 days 
8 - 14 days 
15 - 21 days 
22+ days 
Total 

Table 27 - Length of Stay - 1988 

Number 

66 
38 

192 
79 
14 
39 

428 

% 

15.4 
8.9 

44.8 
18.5 
3.3 
9.1 
100 

The pattern of length of stay in the various eligibility categories was 
broadly similar to that in 1989. as shown in Table 28. G.M.S. 
patients were again more likley to have longer lengths of st~ than 
non G.M.S. patients and less likely to have a stay of 1 day (X = 
11.995: 5 d.f.: p <0.05). 

Table 28 - Length of Stay by Eligibility Category - 1988 

Length of Stay G.M.S. Hosp Serv. V.H.I. Other 
Stay (days) No. % No. % No. % No. % 

1 22 11.8 26 26.8 7 11.8 1 8.3 
2 16 8.6 9 9.3 6 10.2 2 16.7 
3-7 76 40.8 37 38.1 34 57.6 7 58.3 
8 - 14 . 42 22.6 12 12.4 8 13.5 2 16.7 
15 - 21 6 3.2 2 2.1 3 5.1 
22+ 24 12.9 11 11.3 1 1.7 
Total 186 100 97 100 59 100 12 100 
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As in 1989, lengths of stay over three weeks occur mainly in 
patients over 65 years of age, as $hown in Table 29. While patients 
in the over-75 year age-group comprise only 17.8% of the 1988 
sample they account for 35.9% of lengths of stay of 22 days and 
over. 

Table 29 - Len~th of Stay by Age - 1988 

Length of Age-Grou12 
Stay 0-14 15 - 24 25 - 44 45 - 64 65 -74 75+ 

1 day 1 12.5 24 38.7 19 22.4 10 9.2 8 9.3 3 4.0 
2 days 2 25.0 6 9.7 12 14.1 7 6.4 4 4.7 7 9.3 
3 - 7 days 4 50.0 30 48.4 42 49.4 58 53.2 2933.7 27 36.0 
8 - 14 days 1 1.6 9 10.6 5 22.9 2630.2 18 24.0 
15 - 21 days - 2·; 2.4 2 1.8 4 4.7 6 8.0 
22+ 1 12.5 1 1.6 1 1.2 7 6.4 15 17.4 14 18.7 
Total 8 100 62 100 85 100 109 100 86 100 75 100 

The lengths of stay in the various diagnostic categories are shown in 
Table 30. The categories of psychiatric, ENT, eye and gynaecologic 
diagnoses have again been group as 'other'. 

Table 30 - Len~th of Stay by Diagnostic Category - 1988 

Diagnostic category 
Length Skeletal Soft Tiss General Medical Self- Other 
of Stay Trauma Inj/Burn. Surgery Hann 
(days) 

1 8 21.6 26 54.2 9 10.7 17 7.4 3 27.3 3 17.6 
2 2 5.4 7 14.6 4 4.8 19 8.3 3 27.3 3 17.6 
3 - 7 17 45.9 11 22.9 46 54.8 105 45.7 4 36.4 8 47.1 
8 - 14 4 10.8 2 4.2 16 19.0 54 23.5 1 9.1 2 11.8 
15 - 21 3 8.1 2 2.4 9 2.9 
22+ 3 8.1 2 4.2 7 8.3 26 11.3 1 5.9 
Total 37 100 48 100 84 100 230 100 11 100 17 100 .. 
As in 1989, a large proportion of patients in the ~ 'soft tissue injury/burn' 
category have lengths of stay of 2 days or less. The majority of these (24 
of the 33 patients involved) were hospitalised primarily as a result of a 
head injury, and in a further 3 patients a head injury was a contributing 
factor in the decision to hospitalise. Medical patients accounted for two
thirds of patients With lengths of stay over three weeks. The most 
frequent diagnoses in these patients was chroniC obstuctive airways 
disease (7 patients) and cerebrovascular disease (5 patients). 
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Appropriateness of Admission - 1988 
.. 

Overall 94.3% of patients in the'1988 sample were considered to 
be admitted appropriately. This is significantll higher than the 
proportion admitted appropriately in 1989 (X = 9.072: 1 d.f: P< 
0.01). 

The lowest levels of appropriateness were found in the 0-14 year 
(75%) and 15-24 year (87%) age-groups. In contrast in 97.6% of 
those over 75 years of age hospitalistion was considered 
appropriate. 

With regard to eligibility status 95.6% of GMS patients. 91.40/; of 
hospital service card holders and 91.9% of VH! holders were 
considered to be appropriately adm.itted. All patients who held 
other forms of cover were considered appropriate. but the number 
involved is relatively small. There was no statistical difference in 
appropriateness between GMS and non-GMS patients (X2 = 1.815: 1 
d.f.: p>O.l). 

All 38 patients with lengths of stay over three weeks were 
considered to be appropriately admitted. In contrast 15.2% of 
those with lengths of stay of 1 day were considered inappropriate. 

Overall Hospital Admissions' 

Table 31 outlines the total admissions workload in the hospitals 
involved for the December 1989 study week. Accident and . 
Emergency admissions accounted for 61% of admissions, 21% of 
patients were admitted from waiting lists and 18% were classified 
by the hospitals as being other emergencies i.e. patients admitted ",,0 

urgently from the out-patient department or transferred from 
another hospital. 

Table 31- Total Hospital Admissions 11 -17/12/89 

Hospital A&E Waiting Other Total 
List Emerg. 

Beaumont 248 113 67 428 
Mater 245 41 95 381 
J.C.M. 116 18 12 146 
Meath 105 42 40 187 
St. James' 208 103 67 378 
St. Vincent's 14:;2 129 44 319 
Total 1,067 446 326 1,839 
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It had been intended to outline average length of stay an9 bed days 
used by each of these sources. ~owever. at the time not all 
hospitals could provide the necessary information. 

A graphical outline of table 31 is contained in appendix 7 . 

.. 
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CHAPTER 5 

DISCUSSION 

5.1 INTRODUCTION 

A study of the trends in attendances at and admissions through 
Accident & Emergency (A & E) shows that there has been an 
increase in both since the introduction of the 24 hour /7 day week 
service in all hospitals. Apart from a period in the winter of 1989 
when 25% of new attenders were admitted, the rate of admission 
has remained relatively constant at 20-21 %. 

At the tinle of the survey it was not possible to quantify the average 
length of stay and number of bed-days used by patients admitted to 
hospital from different sources. This information is necessary in 
order to fully measure the impact of each category of admission. It 
is not sufficient to look at numbers of admissions in isolation. This 
additional information is now being collected and will be the 
subject of a separate report. 

This study provides detailed information on both first-visit patients 
at Accident and Emergency A & E Departments and those admitted 
via A & E in a one-week period in December 1989. and documents 
both appropriateness of attendance and appropriateness of 
admission. 

It is of interest initially to look at some of the overall characteristics 
of the group. 

5.2 PATIENT CHARACTERISTICS 

In common with many published studies the excess of males (54% 
males vs 46% females) attending A & E Departments is again 
confirmed (7,8,9)~ This is in contrast to the population of the 
Eastern Health Board as a whole from which the study population is 
drawn in the main. where 48.6% of the population are males. 
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As in other studies, the highest "proportion of attenders is in the 
younger age group. However wHen this is related to the population 
as a whole, the high rate of demand for Accident & Emergency care 
by the elderly is apparent. While only 11.6% of the non-paediatric 
Eastern Health Board population is over the age of 65 years (1986 
population census, Central Statistic Office) 21.8% of A & E 
attenders were geriatric patients. 

The high level of demand for services by the elderly is even more 
striking in relation to those admitted via A & E. Patients over 65 
years accounted for 46.9% of admissions via A & E in the study 
week. It is possible that the level of morbidity in the elderly in 
December 1989 was increased by the presence of influenza virus in 
the community at that time .. However the 1988 figures confirm the 
high utilisation by the elderly of A & E services, with 32.7% of 
males and 41.20/0 of females admitted via A & E falling into the 
geriatric age group. 

This finding has important implications for the planning of health 
services. Ireland, in common with other developed countries, is 
about to experience a substantial increase in the numbers of people 
living to old age. It must be recognised .that this is a group which 
uses health services to a greater degree than other groups. and 
provision should be made to care for their health needs at the 
appropriate level of complexity . 

. At a time when 30% of the Eastern Health Board population were 
eligible for services under the General Medical Services scheme. 
44% of A & E attenders were so eligible. Thisoverrepresentation 
of GMS patients is less that that recorded in 1974 when the 
proportion of such patients attending A & E was almost twice that 
in general population (9). 

Catchment Areas 

The data on catchment areas highlights the difficulties of defining 
areas for each hospital. In many instances patients themselves have 
strong views on which hospital they wish to attend. and as private 
transport is the single most common means of transport to 
hospital, they are free to exercise that choice. In addition. if one 
hospital is in difficulty coping with the workload generated by the 
A & E department. ambulances may be directed to transport 
patients from that catchment area to another hospital. The address 
of the incident. where an aCCident occurs away from home. may 
determine which hospital a patient attends. It is therefore 
important to accurately record the incident ,address. 
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General Practitioner Services 

It is a common perception than many of those attending A & E 
departments do not have a General Practitioner (GP). This was not 
the case in this study where the vast majority of patients, 89.6%, 
indicated that they had a G.P. This is similar to the findings in 
London in 1978 when only 12% of patients were not registered 
with a G.P. (8). but higher than that documented in Dublin in 1974 
when 72% of patients indicated that they had a G.P. (9). 

While the overall proportion of patients having a G.P. was high. 
16.7% of patients in the 15-24 year age-group and 11.1% of 
patients in the 25-44 year age-group did not have a G.P. In addition 
some young people from various parts of the country. who now 
work and reside in Dublin, still idehtify their original family doctor 
as being their G.P. This pOints to the need for an education 
campaign targetted at young people to encourage them to register 
with a G.P., and in particular one who is accessible to them. 

A striking finding is that fewer than a third of patients attempted to 
contact their G.P. It is reassuring to note that 91.7% of those who 
tried to contact their G.P. were successful. and the majority of 
these subsequently attended their G.P. 

Referral Source 

In common with similar studies, a large proportion of attenders 
were self-referred. The 58.3% self-referral rate recorded is similar 
to the 64% reported in Rochester (4). but lower than the 85% 
noted in London (8) or the 89% recorded by Kaliszer and 
McCormick in Dublin previously (9). In contrast the 21.9% 
referred with a G.P. letter is substantially greater than the 13% 
noted in the study by Kaliszer and McCormick. This reflects the 
change in practice which has come about in the years since that 
study was carried out. At that time, a G.P. could arrange to have a 
patient admitted directly to a hospital bed following a telephone 
consultation with the admitting firm. This practice has now 
virtually ceased, and patients requiring urgent admission from the 
community are channelled through the A & E Department. 

The single most common reason for self-referral, given by 31.9% of 
self-referred patients. was that the patient thought they needed 
immediate attention. A substantial number (18.6%) thought that 
they needed an X-ray. The fact that the majority of these patients 
subsequently had an X-ray does not in itself juStify their attendance, 
as it is likely than in some cases the X-ray c9uld have been arranged 
through the patient's G.P. without compromising care. The finding 
that 11.9% of patients find hospital more convenient is of interest. 
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Perceived convenience was an important factor influencing 
utilisation in one American study (11). Further study is necessary 

. to identify precisely what features of the A & E Department lead to 
its being perceived as more convenient than attendance at G.P. 
Cost did not emerge as an important factor, only 1.5% of self
referrals identifying it as the reason for attendance at A & E. This 
is not so surprising when one conSiders that for a large number of 
attenders, the 43.9% who are eligible for services under the GMS 
scheme, cost is irrelevant, as both hospital and GP services are free. 

Of the self-referred patients who had already consulted their G.P., 
only 18 attended for a second opinion. In contrast to Jones and 
McGowan's findings (16) where 26% of such patients were 
admitted, admission was the outcome in only 1 (5.6%) of the 18 
patients in the current study. This'may in part reflect the different 
age-structures of the A & E attenders in this study, where very few 
patients were under 5 years of age, the group most likely to be 
admitted in Jones and McGowan's study. While there is no 
substantial evidence of underreferral in this study the fact that of 
the 18 patients. 6 were advised to return for A & E follow-up, 1 was 
referred for outpatient consultation and 1 was admitted suggests 
that the primary consultation may have been unsatisfactory. If G.P.'s 
were to be informed of such instances, it would allow them to 
review their clinical decision and criteria for referral. 

As might be antiCipated, patients referred by deputising service 
were more likely to be referred at the weekend (31.3%) and 
outside of normal working hours (41.7% between the hours of 9 
p.m. and 3 a.m.l. However, the overall referral rate by deputising 
service (1. 7%) is quite low. 

Day and Time of Attendance 

As in the study by Kaliszer and McCormick (9), the majority of 
attenders arrived during the normal working day. However the 
lunchtime dip in attendance noted by them was much less marked. 

A quarter of patients attended between 6 p.m and midnight. These 
large numbers confirm a demand for A & E services in the evening 
which could be met with difficulty by having only two hospitals on
call. as was the norm prior to September 1989. The proportion of 
attenders between 1 and 9 a.m. (12%) is considerable greater than 
the 3.4% recorded by Kaliszer and McCormick. The numbers 
involved are such that on average 67 patients are seen between 
midnight and 9 a.m. in the six A & E departments involved. It is 
open to debate whether this workload justifies having six 
departments fully staffed during these hours. 
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5.3 APPROPRIATENESS OF ATTENDANCE 
" 

An important finding of this study is that 20.5% of A & E attenders 
were considered to be inappropriate by the A & E consultants. As 
is apparent from the literature review the proportion of 
inappropriate use identified varies considerably depending on the 
way it is defined. The criteria used in this study were liberal 
compared with those used by Kluge et al (4) where a third of 
patients were judged to need casualty care, or Haddy et al (13) 
where 21 % of patients were considered to be genuine 
emergencies. Although the level of inappropriate use identified is 
less than that in many other studies, nevertheless the large number 
of people attending A & E Department who are neither accidents 
nor emergencies is highlighted. TJ;1e pattern of inappropriate use 
is not random. There is a high level of appropriate, use for 
traumatic conditions. However there is room for consIderable 
improvement for surgical. medical and ENT conditions. 

Ireland is an active member state in the World Health 
Organisation's (WHO) European region. The issue of appropriate 
care is raised in the 38 regional targets adopted by the Regional 
committee (29). In particular target 26 envisages making primary 
health care the hub of the health care system, with secondary and 
tertiary levels in a supporting role and only carrying out those 
diagnostic and therapeutic functions that are too specialised to be 
carried out at the primary health care level. ' 

The consultative statement on health policy entitled "Health the 
Wider dimensions" also addresses the issue of appropriate care 
[30). It states that as a general principle all health problems should 
be dealt with at the lowest possible level of complexity of health 
care. It regards primary health care as the central component of 
the health care system. with the general practitioner service 
playing a key role in the provision of promary health care. 

The large numbers of patients who were self-referred in this study 
combined with the substantial minority. particularly of young 
people, who do not have a G.P .. indicate that for many people the 
Accident and Emergency Department is the source of primary 
health care. The finding that in a fifth of patients the problem 
could have been dealt with at a lower level of care suggests that this 
pattern of utilisation is wasteful of resources. 
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One approach to this problem i~ to reaffirm the importance of the 
general practitioner as the provfder of primary health care. This 
would necessitate a concerted educational campaign to advise the 
public of the importance and the advantages of registering with a 
G.P., directed particularly at young people. Such a campaign should 
also emphasise the inappropriateness of attending A & E with 
longstanding or trivial complaints. In addition to general publicity 
speCific information should be given to those patients who attend 
A & E inappropriately, advising them of the inappropirateness of 
their attendance and directing them to the appropriate source of 
care. Such an approach has been shown to modify patient 
behaviour, reducing the proportion of inappropriate visits even in 
low-income patients (20). The level of success may be further 
increased by making a primary care appOintment for patient (21). 

The importance of evaluation, if such an approach were to be 
adopted, is highlighted by the unexpected finding in one study that 
successful referral to a primary care setting did not alter A & E 
utilisation (21). The authors speculate that barriers to non
emergency use are also necessary. One possible barrier would be an 
increase of the charge which is already imposed on non-GMS 
patients at the time of first visit. It could be argued however that 
while there is clear evidence that charges reduce the health care 
consumption of some consumers, unless such charges are 
introduced selectively those consumers who actually restrain their 
demands on the health services may be those who most need 
treatment (31). Such selectivity might involve the exemption from 
the charge of patients with GP referral letters or those admitted as 
a result of A & E attendance. 

There has been little discussion about the possibility of redirecting 
non urgent patients to alternative sources of care without prior 
investigation. That this could be done safely was demonstrated in a 
Swedish study where a registered nurse referred patients to an 
alternative source of care (23). In Ireland there is a strong 
tradition of treating all patients who present with a complaint and 
it is likely than any change in this practice would be met With 
widespread opposition. 
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The alternative to attempting to dissuade patients with non-urgent 
conditions from attending Accident & Emergency departments is 
to accept that there will always be a proportion of such patients. 
The discussion then focusses on how the needs of non-urgent cases 
can best be managed in the. setting of a department, the main 
function of which is to provide for the initial management of 
emergency patients. One possibility is the development of a special 
section within the A & E Department. staffed by doctors with 
training in general practice and with a schedule of fees of similar to 
that operating in general practice. Thus patients presenting to the 
Accident & Emergency department would first be screened by a 
triage nurse, and then directed to the most appropriate location 
within the hospital. There is the possibility that if the provision of 
a general practice type service within the hospital were formalised 
in this way, it could lead to an increase in the overall utilisation of 
the hospital service. Close monitoring of such a development would 
therefore be essential. 

5.4 ADMISSIONS 

The admission rate of 30.1 % in the study week is higher than the 
norm. This is in part due to the fact that the response rate for 
admiSSions (93%) was higher, than that for attenders (87%) even 
allowing for this, the admission rate remains high and is in contrast 
to the rate of 10 - 15% found in previous British studies (6.7), 16% 
in an American study (4) and the 4.3% admission rate documented 
in Jervis St. Hospital in 1974 (9). This suggests that the ACCident 
& emergency Department is functioning in part as an admissions 
assessment unit. This suggestion is supported by the fact that of 
the patients referred by general practitioners or a deputising 
service 55% were admitted. In Scotland it has been recommended 
that the practice of combining admissions units with ACCident & 
Emergency Departments be discontinued as it adds to the 
difficulties of the other acute specialities as well as of the Accident 
and Emergency Departments concerned (32). In view of the 
increased attendance at A & E departments experienced in Dublin, 
the establishement of an admiSSions unit on a pilot basiS in one of 
the hospitals would seem indicated. 
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There has been considerable m~ia publicity with regard to waiting 
lists for elective admission to hospital and concern expressed that 
patients were becoming acutely ill while waiting to have their 
condition treated electively. In this study only 3.5% of patients in 
1989 and an even smaller proportion (0.9%) in 1988 were 
recorded as having been on a waiting list for admission prior to 
attendance at the Accident and Emergency Department. The low 
numbers in 1988 may in part reflect the difficulty of abstracting 
such infornlation retrospectively from charts. However there is no 
evidence to indicate that substantial numbers of patients are being 
admitted as an emergency through A & E as a result of their -
condition deteriorating while on a waiting list. 

A large nU111ber of patients admitted in the survey week had been 
an inpatient within the previous three months. This appears to be 
an ongoing problem as the figure for 1988 (12.3%) was similar to 
that in 1989 (14.5%). It would be of interest to study this group of 
patients further to determine if there are any factors either in 
hospital or in the community which. if remedied. would lead to a 
reduction in the readmission rate. While this question was not 
addressed speCifically in the study. the subjective impression was 
that many of these patients were seriously ill with chroniC disease 
and that frequent hospitalisation was almost inevitable. 

Appropriateness of Admission 

There was a high level of appropriateness of admission recorded in 
both 1988 (94%) and 1989 (89.6%). These figures are higher than 
those reported from a similiar study in the United States where the 
percentage of inappropriate use varied from 10 to 35% (27). This 
may be explained in part by the different populations under review. 
Elderly patients. who had appropriateness levels of over 90% in the. 
current study were excluded form the American study. 

The difference in appropriateness level between 1988 and 1989 
admissions is not readily explained. Appropriateness of 1988 
admissions was determined by a retrospective review of charts. It 
may be that with the information available in these circumstances it 
is more difficult to categorically assign a patient to inappropriate 
status. Alternatively it may be that there has been a true increase in 
the proportion of patients admitted inappropriately. 

It was of interest to note that even thought GMS patients are 
overrepresented in the sample. they are not more likely than other 
categories of patient to be inappropirately apmitted. This is 
conSisted with findings in America. where cost sharing failed to 
decrease inappropriate hospitalisation selectively (27). 
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Length of Stay 

The nlost commonly occuring length of stay both in 1988 and 1989 
was 3-7 days. The mean length of stay calculated for 1988 (11.1 
days) is much longer than that for 1989, as a discharge date for 
those patients with long lengths of stay was not available for the 
1989 sample. The extreme value of length of stay for a small 
number of patients in 1988 distorts the average value. When these 
outliers are removed, the 1988 mean length of stay is identical to 
the 1989- figure of 8.6 days. 

The finding that lengths of stay of over three weeks are more 
common in GMS patients is of interest. A recent study suggests 
that patients of lower socioeconomic status have larger hospital 
stays and probably require more resources (33). The authors found 
that the patients of lower socioeconomic status tended to be more 
severely ill, but even when this was adjusted for, observed 
differences in length of stay among socioeconomic groups persisted 
in three of the five hospitals studied. In the current study age is a 

. confounding variable. Only 45% of patients under 65 years of age 
admitted were eligible for services under the GMS scheme. This 
rose to 680/0 of those aged 65-74 years and 82% of those aged 75 
and over. Severity of illness;' availability of home and community 
support or longstay geriatric beds, and the efficiency of the hospital 
in arranging services and care for these elderly patients after 
discharge are all likely to be factors in influencing the length of 
stay. 

Future Management 

The overall high level of appropriate admissions suggests that the 
ACCident and Emergency departments are performing an effective 
gate-keeper role in preventing unnecessary admissions. 

One area where improvement may be possible is in the 
management of patients with lengths of stay of 1..:2 days, many of 
whom suffer from conditions such as minor head injuries or 
nonspeCific abdominal pain. The Nuffield Provincial Hospitals Trust 
suggested that deSignated short-stay observation beds were 
essential for a good casualty service (17). In an evaluation of two 
such units operating in Whipps Cross Hospital, London and Chase 
Farm Hospital. Middlesex the authors conclude that it is essential 
for the safety of the patient and the stability of the emergency 
service that there should be a short-term observation ward attached 
to every Accident and Emergency department. staffed by senior 
medical and nursing staff, with a social worker apPOinted to the 
unit (34). 
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Such a unit was operating smoothly in only one of the study 
hospitals. In other hospitals, units originally intended as short-stay 
observation wards did not maintain an independent clinical 
function within the hospital and functioned as a safety valve for the 
other acute wards. 

The long lengths of stay documented in many low-income elderly 
patients with medical diagnoses suggests that while their initial 
hospitalisation was appropriate. the latter part of their stay may 
not require the level of care provided. in an acute hospital. If this is 
the case, then the transfer of such patients to some intermediate 
form of care prior to discharge home would free hospital beds for 
patients requiring more acute care. A study is currently underway 
to examine the appropriateness of care of patients with long 
lengths of stay and to identify the barriers to discharge of 
inappropriate patients. It must be recognised however that earlier 
discharge of such patients with a subsequent increase in the 
number of new acute admissions will increase overall hospital costs, 
as patients in general are lower consumers of resources towards 
the end of their hospital stay. 
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Appendix 2 

APPROPRIATE CONDITIONS FOR 

A & E DEPARTMENT ATTENDANCE 

1. INJURIES: 

Multiple & serious injuries 
Shock 
Definite or suspicion of fracture/ dislocation 
Severe and/or penetrating soft tissue injury 

Joints . 
Chest 
Neck 
Abdomen 

Extensive and/or dirty and/or complicated wounds 
Hand injuries 
Suspicion of retained foreign body 
Superifical burns more than 1%. or 2% 
Superficial burns of the face or perineum 
Deep burns". 
Head injury with periocl of unconsciousness/ amnesia 

2. SURGICAL EMERGENCIES: 

Abdominal pain With positive physical signs 
Haemorrhage from the GIT and GU 

Haematemesis 
Substantial blood PR 
Melaena 
Haematuria 
Threatened or inevitable abortions 

Sudden organ enlargement 
Large abscesses (ischio-rectal) , 
Abscesses in special areas (face. neck. perineum) 
Incarcerated haemorrhoids 
Strangulated or obstructing hernias 
Acute cold/pulseless limb 
Suspected torsion of testis 
Acute spinal problem with positive neurological signs 



3. ENT: 

Retained foreign bodies 
Throat 
Oesophagus 
Nose 
Ears 

Tonsillar abscess 
Uncontrollable nose bleeds 
Trauma to ears (blast) or throat (noxious inhilations) 

4. OPHTHALMOLOGICAL EMERGENCIES: 

Retained foreign body 
Acu te painful eye 
Sudden blindness or impa.ired vision 
Suspected penetrating wounds 
Acute chemical or other physical trauma 

5. MEDICAL EMERGENCIES: 

Cardiac arrest 
Anaphylaxis 
Sudden loss or impaired consciousness 
Severe chest pain 
Unexplained or uncontrollable hypertension 
Unexplained hypotension 
Unexplained anaemia 
Unexplained severe dyspnoea at rest 
Dyspnoea unresponsive to usual medication 
Significant haemoptysis 
G. P. Referred pyrexia of unknown origin 
Unexplained sudden organ enlargement 
Anuria and renal failure . 
Jaundice 
Unremitting headache/signs of meningism 
Acute and unexplained loss of body function 
Acute complications of diabetes 
Uncontrolled/ complicated diarrhoea/vomiting 
Acute pain/loss of function/sensation function of limb 
Acute limb swelling 
Acute major neurological disorder 
Pqisoning 
Unexpected or sustained fits/blackouts 
Hypothermia . 
Non-organic (functional) disorder causing severe systemtic 
Upset 
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7. OTHER EMERGENCIES: 

Injury associated with alleged rape 
Non accidental injury ;1 

Attempted suicide 
- Acute psychoses 


