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The College of Emergency Medicine welcomes the opportunity to comment on this important blueprint, A 
Framework for Action, and looks forward to further involvement in the validation and potential implementation 
of its recommendations. The principles and recommendations this report contain will not only have an impact 
for London, but the changes advocated are potentially transferable to other parts of the country. 
 
The College recognises that change is a necessary and desirable part of the evolution of health care, and 
wholeheartedly supports the wish not only to enhance timely access to quality care but also to ensure that this is 
more equitable for all Londoners and results in better health outcomes. 
 
The report draws upon international experience and there is evidence provided to underpin some of the 
recommendations, but equally there are non-evidence-based assumptions about savings to be realised in order 
to fund future patterns of healthcare provision. This concern was highlighted in the Wanless review, Our Future 
Health Secured?, referring to the series of papers issued on the clinical case for change (DH 2007 f, l, m, n, w) 
which contained very little evidence to justify the proposed change of direction. This was also raised in 
Parliament (Hansard 2007a). We would welcome the opportunity to provide information and evidence from our 
own departments to ensure that any changes implemented would result in enhanced patient care. 
 
We have focused our comments on those principles or recommendations which have a direct bearing on 
unscheduled urgent and emergency care. This is not to overlook many important areas of concern addressed in 
the report, but to concentrate on those areas which reflect the work and expertise of members of our College. 
 
Improving Londoners’ health and reducing inequities in health and healthcare 
 
The report alludes to health outcome measures, but does not set out how to assess the impact of the proposed 
changes. We would like to see a clearer description of the mechanisms to monitor the effects of any 
reconfiguration and the proposed measurement of benefit. In particular we would suggest a staged approach 
with carefully monitored pilots to ensure value for money and enhanced quality of care. We would advocate 
this particularly in relation to the establishment of “polyclinics” caring for urgent cases 24/7, as it needs to be 
established whether health care professionals (e.g. GPs, Emergency Care Practitioners) are willing and able to 
fill the roles envisaged. The provision of reliable 24/7 care is expensive and very intensive in the use of that 
scarcest of resources: staff willing to work at nights, weekends and bank holidays.  
 
The recent history of changes in the NHS reminds us that there can be considerable waste of public money 
funding projects that have not been ‘field-tested’. Pilots, properly conducted and evaluated, will pay dividends 
and facilitate clinical engagement and support. Our view of the importance of pilots and preparation echoes one 
of the key criticisms of the Wanless report, Our Future Health Secured?, that policy making has suffered from 
premature introduction of untested initiatives. 
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Managing demand and providing patient choice 
 
NHS Direct and NHS Walk-in centres were established as part of a strategy to give patients a clearer pathway 
to access unscheduled care. Neither service was properly piloted, and your report now lists these services as 
part of the problem they were meant to address. Furthermore, the evidence suggests that NHS Direct catered for 
previously unmet demand, and attendances to Emergency Departments (ED) have continued to increase, albeit 
possibly at a slower rate than before NHS Direct. Do you intend to pilot the proposal to have an alternative 
number to ‘999’ to access health care in London, as we have concerns that a similar pattern would be seen to 
that with NHS Direct, i.e. staff loss from EDs, risk-averse behaviour, and a costly service that does not manage 
demand effectively? 
 
We believe that Londoners will continue to seek help for what they perceive as emergency conditions at the 
most convenient or accessible place, and thus the most sensible way to manage the demand for urgent care is to 
give patients a choice once they arrive at their preferred place for care, usually the ED. Thus, the idea of 
moving current ED attendances into “polyclinics” in the community will not, in our view, fulfil either of these 
principles, i.e. convenience or accessibility. We have serious doubts that there is a viable business model that 
would allow a health community to set up a number of 24/7 services that would provide the same convenience 
and quality as an ED. 
 
The hospital is not always the answer 
 
We would agree that there is scope for transferring some care out of hospital, but equally there is scope for 
bringing together into the hospital care that is currently provided in a disparate way. The concept of Urgent 
Care Centres is put forward, but there is a strong case for building on existing Emergency Departments to have 
co-located services. Over the past 25 years or more ED workload has increased despite numerous measures put 
in place to “stem the tide”. It may be more prudent to focus developments in urgent care around a resource that 
communities already feel they can turn to with confidence 24/7: the Emergency Department. London EDs 
already deliver multi-professional care for these cases which is high quality, safe and delivered in a working 
environment which allows a flexible response to the peaks and troughs of activity and acuity. 
 
We would agree that there is scope for a shift of some care to the community. However, we have not yet seen 
an indication that community services can accommodate this extra work or that it will provide better care at 
lower cost. The case for one of the central recommendations, “polyclinics”, has yet to be fully demonstrated. 
Therefore, we welcome pilots of “polyclinics”, and advocate more pilots to test the implications of 
recommendations.  
 
We have major concerns about the projected shifts in the location of delivery of urgent care (page 109). It is 
suggested that 60% of current ED activity would be catered for by polyclinics and GP practices, and 
presumably the potential savings from this shift would help to finance the cost of such a development. 
However, we have not seen any evidence that this workload can be accommodated in primary care for the same 
cost and at the same quality let alone at a reduced tariff.  
 
These concerns are shared by the Academy of Medical Royal Colleges in their recent report, Acute Healthcare 
Services, September 2007. They found “no evidence to show that the new ways of delivering emergency and 
urgent care introduced in the UK (e.g. an experimental regional trauma centre, hospital at home, primary care 
nurse practitioners, minor injury units and NHS Direct) are more cost-effective than existing models. In some 
cases the costs of the new services were higher than those of the services they replaced.”  
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We are also concerned about the proposed diversion of diagnostics and other services involving professions 
allied to medicine (PAMS) into the community when many Acute Trusts are already short of these valuable 
staff. It would make more sense to continue to develop existing services rather than try to set up more services 
duplicating resources that rely on a dwindling pool of staff. 
 
We would welcome the opportunity to collaborate in a comparator project. 
 
Working collaboratively with primary care 
 
There is extensive experience in providing co-located services. For example, at King’s College Hospital, there 
is a GP-led primary care service responding appropriately to patients’ needs but based on where some patients 
choose to attend for their urgent care. This evidence-based model is built on the premise that the patients’ 
choice is legitimate, but that our response needs to cater more appropriately for their needs. Detailed analyses 
of this model (running for 18 years) have demonstrated continuing clinical and financial effectiveness and 
consistent patient satisfaction. 
 
One of the key issues for patients attending EDs rather than their GP relates to the perceived ease of access to 
the former over the latter. However, there are other factors, such as >50% of ED cases come from a public 
place, i.e. not from a person’s home, and although the report highlights this pattern of use of facilities as an out-
of-hours problem, it is a 24/7 issue, and not limited to out-of-hours (although there is evidence that the pattern 
is accentuated at weekends and bank holidays). 
 
There would also need to be good transport links to community-based urgent care centres, in the same way that 
minor injury units that have been established next to transport hubs are more successful than those without 
good transport links. 
 
The principle of close networking and planning across the health community is one we welcome. We believe 
this is the only way to proceed in the competitive marketplace and with current (and future) workforce 
constraints. However, we believe that for this reason it is better to build on current services rather than divert 
resources and workforce to new and untested services. 
 
We anticipate that for many of the primary care providers in the capital, the diversion of ED cases into 
‘polyclinics’ will present a challenge in terms of workload and competency. We would like to offer help in 
developing some of the skills required, and this can be accomplished in conjunction with our existing training 
programmes with co-located centres that can be truly flexible in meeting patients’ needs.  
 
Developing the out-of-hours primary care service is welcomed but will take time to develop properly. 
 
More specialised care 
 
We support the recommendation that for selected cases, direct access to specialist units can result in better 
outcomes. However, patients with STEMIs benefiting from PCI, acute stroke benefiting from thrombolysis, and 
major trauma benefiting from comprehensive services on the same site (especially neurosurgery), represent less 
than 5% of the workload of an ED. Therefore, any proposed changes to local services need to ensure that care 
for the vast majority of undifferentiated acutely ill/injured is not compromised either by inappropriate transfer 
or reduction in locally available expertise. 
 
Furthermore, many hospitals are already networked to provide interventional cardiology, thrombolyis for acute 
stroke and care for major trauma patients without the need for wholesale reorganisation of the NHS. 
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One of the conspicuous omissions in the report relates to major incidents. Emergency preparedness needs to be 
a factor in any potential service reconfiguration, especially for the nation’s capital.  
 
EDs to provide advanced airway and critical care skills 
 
The College’s curriculum recognises these as core skills for emergency physicians. However, a lead time of at 
least five years would be necessary to ensure that all EDs had cover 24/7 with staff with these competencies. 
Hence, any service reconfiguration that depends on such skilled staff must be timed appropriately. 
 
London productivity 
 
Evidence in the report suggests that doctors in a large acute hospital see 24% fewer patients than their 
counterparts in a small non-acute hospital. However, the report also highlights the lower mortality in the large 
acute hospitals (page 103). 
 
In addition, London productivity is likely to continue to be different from that in the rest of the country because 
of the unique characteristics of the most populous city in the nation: the number of languages spoken, 
homelessness, visitors, refugees, complex drug problems, to name a few. 
 
 
Demographics 
 
The challenges of providing ever more skilled and costly care for an ageing population are considerable. 
However, one of the consequences of reshaping the service portfolios of local hospitals is to sever the links 
between hospital and community services for older patients, the very links that need to be enhanced to facilitate 
appropriate care at or near home. Distance will impose hardship on access for patients and relatives and for 
local services. Services focused on informed choices are unlikely to be far away from where people live and 
work. 
 
Prevention 
 
The Emergency Department provides an excellent potential for preventative health measures based on the broad 
case mix. Reducing ED attendances related to alcohol misuse, primary and secondary prevention of falls, better 
integrated care plans for those with long-term conditions are only a few examples of the ways in which 
preventative measures can be initiated or facilitated by better links between hospital and community services. 
 
Teaching and Research 
 
The Emergency Department provides a unique teaching and research environment to acquire a wide variety of 
skills. The assessment of the patient with undifferentiated illness, team working, communication and managing 
multiple tasks simultaneously are all well addressed in the ED. The transferability of these skills to other 
specialties is one factor that accounts for the continuing popularity of ED training posts. Research in the ED 
setting is recognised to have particular challenges, but the quantity and quality of research is growing steadily 
and the potential remains huge.  
 
Ambulance services 
 
We welcome valid research into the further contributions to pre-hospital care provided by the London 
Ambulance Service (LAS). There is already evidence that bypass protocols for patients with certain conditions 
can be implemented safely (e.g. PCI for STEMI), and that the LAS could have a greater role in the disposition 
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of category ’C’ patients (based on Advanced Medical Priority Despatch Systems). We would wish to continue 
working with LAS colleagues to identify patients for whom urgent transfer to hospital is not the most effective 
way to manage their acute problem. However, the impact of secondary transfers by ambulance should not be 
underestimated. 
 
Conclusions 
 
We welcome the review and the principal objective of enhancing the health of patients in London. 
 
We believe that any changes must be driven by evidence and a desire to enhance the quality and safety of care, 
not to reduce costs. 
 
We question the evidence base for many of the proposals as well as the financial modelling presented, and 
would like to work with Lord Darzi on developing more evidence and in piloting some of the proposals in the 
review. 
 
We do not believe that primary care or emergency department staff have the skills at this stage to facilitate the 
safe implementation of some of the major changes proposed, and believe that these changes should be 
introduced only after a review of the skills and training required and careful workforce modelling. 
 
We believe that whilst enhanced primary care access out-of-hours is welcome, the diversion of experienced 
hospital-based staff to support polyclinics will lead to difficult in staffing both. 
 
We believe that existing EDs provide emergency and urgent care at a cost and standard that will not be possible 
to duplicate in the primary care setting, and that proposed developments should focus on continued investment 
in existing services rather than investing in new and often untested services. 
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