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Accident and Emergency Services
The accident and emergency services have aroused concern
recently in both the medical pressl 2 and the newspapers,
where it was reported that 13 casualty departments in
London alone were closed on Whit Monday because of
staffing difficulties.3 They came in for further discussion by
the Representative Body at the Leicester Annual Meeting,
and the views of the British Orthopaedic Association are set
out in a letter at page 432.
The interest has largely concentrated on the staffing of

the departments,4 and rightly so, for it is here that the
solution to most of the problems is to be found. First-rate
staffing of the emergency service is needed if it is to be
effectively organized and adequately represented. And it is
the failure so far to recognize this need that is behind the
staffing problem. It is not sufficient just to change the name
of a department from "Casualty" to "Accident and
Emergency" and to provide new accommodation. Without
a proper career structure the service will not attain the
standing it deserves, because the accident department re-
quires a consultant to take full charge of it to give the
department equality with other specialties. Yet at the
moment virtually the only way that an experienced doctor
can stay in the accident department is in the medical
assistant grade, which is now closed, either temporarily or
permanently.
When it comes to upgrading the accident departments

their main purpose needs to be considered. They must
provide for the reception of all types of accidents and
emergencies other than those being admitted to the wards
directly. It is easy to oversimplify this by dividing the
patients into "orthopaedic" and "general practitioner" cases.
To do this is to overlook medical emergencies and those of
other specialties and to forget that many cases are referred
by general practitioners to these departments because they
have the ancillary services of radiology, chemical pathology,
and other departments so readily available. Care must also
be taken not to underestimate the importance of the minor
injuries that can be treated on an outpatient basis. Though
less dramatic, these cases often need careful treatment to
avoid unnecessary delay in recovery and interference with
employment. To sort these cases and quickly recognize
those that are not making adequate progress requires ex-
perience and continuity of treatment. If house surgeons
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from other specialties are used to run accident departments
at night, for instance, the patient can easily end up by
being passed from doctor to doctor so that definitive treat-
ment is lost in delay and indecision.

It can be no lasting solution to treat accident surgery as
merely a phase in the development of a consultant by re-
garding it as a temporary occupation for a younger sur-
geon.5 This would serve to perpetuate the secondary role
of accident work, as these surgeons would be compelled to
give a great deal of their attention to the division of sur-
gery that they would eventually hope to move into. The
more satisfactory solution would be to encourage the suit-
ably qualified to develop a career interest in the manage-
ment of trauma within the accident department and to
recognize this with consultant status.
The experience of a consultant casualty surgeon, Mr. M.

Ellis,6 has shown that such an appointment can consistently
maintain a department's standard of staffing, and his suc-
cessor, Mr. D. H. Wilson,7 has drawn attention to the fact
that 50% of new patients and 90% of all returning patients
attend during the normal working hours of a surgeon-in-
charge. Thus a consultant post can attract junior staff and
allow effective supervision over the patients attending.
Junior staff can then be trained to deal adequately with the
problems of resuscitation and other aspects of this work,
and the consequent improvement in standards of care
would apply even when the consultant was off duty or on
call. With good training, too, the junior doctor will benefit
from experience -in the broad aspects of medicine, learning
to deal with emergencies, sharpening his diagnostic acumen,
and appreciating the problems of outpatient and general-
practitioner work. Consultant participation will also allow
the teaching of this branch of medicine to nurses and to
ambulance staff, thus fulfilling the recommendations of the
Millar report8 on ambulance training.

Against the cost of such appointments must be balanced
the hidden savings to be gained from a reduction in mor-
bidity, reduction in medicolegal claims, and a reduction in
the number of unnecessary x-rays-which at the moment
would appear to be partly filling the role of a consultant
casualty surgeon.9 Such appointments too would help to
close the gaps in the medical care offered by the accident
services discussed recently by a special panel of the
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B.M.A.'s Board of Science and Education,10 notably in the
availability of doctors at the site of accidents and the
equipping of ambulances with special apparatus.

But, when all is said and done about the expert treatment
of accident cases by trained specialists, two questions must
be asked. The first is, what is the role of general practitioners
in the service? Secondly, is sufficient undergraduate teaching
of this increasingly prominent part of medical practice being
given? Accidents and emergencies do not necessarily happen
within reach of an expert in the management of them. In fact
chance alone dictates that the first doctor to reach the scene
is unlikely to have special knowledge or experience of the
subject. Are medical students being trained in the skills of
first-aid treatment and beyond which will enable them in
whatever branch of medicine they become established to
cope adequately, for example, with a severe motor crash,
or a boating accident, or a case of choking in a restaurant?
At the Representative Meeting Colonel J. C. Watts'" said it
was not beyond the competence of an adequately trained
man to cope with any emergency. Is today's tining ade-
quate by that criterion?
1 British Medical Journal, 1970, 4, 68.
' Lancet, 1970, 2, 861.
3 Daily Telegraph, 1 June 1971, and 2 June 1971.
4 Annual Report of Council, Appendix 8, British Medical Journal, 1971,

2, 100.
5Duthie, R. B., Injury: British Journal of Accident Surgery, 1971, 2, 279.
Ellis, M., British Medical Journal, 1970, 4, 800.

7 Wilson, D. H., British Medical Journal, 1971, 2, 48.
a Ministry of Health, Report by the Working Party on Ambulance Training

and Equipment. Part 1 Training. London, H.M.S.O., 1966.
' Fowler, A. M., British Medical Journal, 1970, 1, 362.
10 British Medical Journal Supplement, 1971, 2, 88.
11 British Medical Yournal Supplement, 1971, 3, 67.

Reiter's Disease
Arthritis after dysentery has been recognized for many
centuries, but the syndrome of urethritis together with
arthritis and conjunctivitis in association with dysentery
was probably first recorded by Stoll in 1776.1 The same
combination of symptoms without preceding dysentery and
believed to be of venereal origin was described by Sir
Benjamin Brodie in 1818.2 In 1916 H. Reiter rediscovered
the syndrome, and his name is now generally attached to
it in the English literature.3

Interest in this condition has greatly increased in the
past 15 years and a number of less constant symptoms
have been added, so that a clearer picture emerges of
its course and prognosis. Reiter's disease may now be
diagnosed when any two symptoms of the triad occur or
even one symptom if several of the other characteristic
features are also present.4 In Great Britain Reiter's disease
is seen predominantly in young men. It occurs as non-
gonococcal urethritis with polyarthritis, especially in the
legs, and occasionally conjunctivitis, iritis, carcinate
balanitis, stomatitis, and keratoderma of the feet. The in-
cidence of the disease is estimated to be about 1% of
patients with non-gonococcal urethritis. Thus the total
number of cases is not negligible.5 In a recent paper from
Papua it was found that Reiter's disease accounted for
the bnajority of cases of arthritis in young males, and
epidemiological studies suggested a venereal transmission.6
The majority of attacks last about three months, but

recurrences are common, and the annual risk of a second
attack is estimated to be 15%.7 Sometimes the disease
becomes chronic, with recurrent iritis, painful deformities

of the feet, and atypical spondylitis. In a few of these
patients visceral lesions develop. The largest reported post-
dysenteric series of Reiter's disease occurred in Finland in
1944, when 344 cases were investigated.8 A follow-up study
on 100 of these cases made about 20 years later showed
that only 20 individuals had been free from symptoms
since the original attack; in 32 symptoms and radiological
findings of sacroiliitis or spondylitis were present; 18 had
chronic active peripheral arthritis; and in 30 chronic arth-
ritis had become inactive. Recurrent iritis was seen in six,
one of whom developed glaucoma, and there was one
case of encephalitis which resulted in Parkinsonism. Serious
heart disease was found in two patients (cardiac failure
and total heart block). The working capacity of 39 patients
was much reduced, and three were completely incapacitated.
Thus 42 of the 100 patients had a more or less severe
disability.9 Even if one assumes that the 100 who presented
themselves for re-examination were more likely to suffer
from symptoms than those who did not, the proportion
with residual damage was considerable. It was of interest
that symptoms caused by spinal changes were mild and
did not disturb the patients, in contrast to classical anky-
losing spondylitis.

In follow-up studies of non-dysenteric and presumably
venereally transmitted Reiter's disease a very similar picture
emerged.4 10 G. W. Csonka and colleagues reported four
cases of carditis and aortic incompetence in patients with
severe Reiter's disease," and in a recent paper J. M.
Cliff described three further cases of long-standing Reiter's
disease with cardiac conduction defects and aortic incom-
petence.12 In all his cases there was an unusual bony
bridging between the vertebral bodies of the dorsal spine
and sparing of the anterior spinal ligament. One patient
died in left ventricular failure, and at postmortem exami-
nation the incompetent valves were found to show dense
connective-tissue replacement and inflammatory foci com-
posed mainly of lymphocytes-similar to the finding in
ankylosing spondylitis with aortic lesions.'3 The prognosis
in cases with aortic incompetence is variable, and several
patients are known to have remained well compensated
for many years. Other visceral lesions reported have in-
cluded pulmonary disease, such as pleurisy8 and pneu-
monitis.'4 More important are lesions of the nervous system.
No characteristic or uniform picture has emerged, but
several cases of meningoencephalitis,'5 16 one of which was
fatal,'7 and recurrent facial nerve paralysis have been ob-
served.'8 Secondary amyloidosis, with persistent diarrhoea
and severe amyloid deposition in the colon requiring total
colectomy, occurred in one patient after two years of
active Reiter's disease and appears to be a very rare
complication.'9

Apart from the visceral symptoms, which are not common,
one of the most unpleasant features of Reiter's disease
is undoubtably its tendency to recurrences. Even though
later attacks tend to be milder and show fewer symptoms
than the first attack, this is not always so, and in any
case recurrences increase the chances of permanent dis-
abilities, such as painful deformed feet or impaired vision
after recurrent iritis. Curiously, patients who suffer from
recurrent iritis commonly show a significant decrease in
the activity of peripheral arthritis. Between attacks of Rei-
ter's disease symptom-free intervals of a few months to
36 years have been noted.4
From these studies it is clear that Reiter's disease can

no longer be regarded as a condition which heals spon-
taneously without giving rise to residual changes.20 While

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.3.5771.385 on 14 A
ugust 1971. D

ow
nloaded from

 

http://www.bmj.com/

