Editorials

Defining 'emergency' @nd 'yrgency':

the domino effect

The labels 'emergency’ and 'urgent! arouse intense
emotions in the pyblic. Being purely descriptive, they
are also gpen to interpretation by doctors of yarying
expertise. Thus, wWhat is perceived 2s = emergency by
= general practitioner may not be classed as one Ly a
consultant cardiologist. Conversely = cardiologist may
recognise = life-threatening disorder in = patient
referred routinely by 2 general practitioner. The
notion that emergencies must be treated within 24
hours, and very urgent patients within 72 hours, intro-
duces some quantitation into the definitions. In cardi-
ological practice however, 'routine', 'urgent', 'very
urgent' and 'emergency' =re =° designated o= the
basis of evaluation at one point in time, but such are

the dynamics of cardiac illness that one may rapidly
blur into another. More than in any other specialty,

perhaps, the patient with cardiac disease can appear
undistressed and stable, yet succumb moments later.
Allocating priority on clinical grounds takes account of

symptoms and age, but clearly the maj or factor which
dictates how long a patient can wait is whether life is in

imminent danger or not.

'Emergency' patients =re those likely to disrupt the
dally schedule of a cardiothoracic centre because of

the immediacy ©f their life-threatening problem. Indi-
cations for their immediate admission or transfer for
circulatory support 24 therapeutic intervention
include: acute mitral regurgitation Secondary to papil_
lary muscle rupture, and ventricular septal defect com-
plicating myocardial infarction; acute ascending 20rtic
dissection; valvular regurgitation secondary ®° aggres-
sive endocarditis; acute prosthetic valve dysfunction;
continuing pain at rest despite intravenous therapy *"
patients WhO present With unstable gnging °* myo-
cardial infarction; recurrent ventricular tachyarrhyth-
mias; and gyncopal heart block with an unreliable
temporary pacing wire in situ.

'Very urgent' patients =re typically acute admissions,
but cannot leave the safety of hospital until they have

received treatment, either on site or at a regional
centre. Reasons include: recurrent cardiac pain ==
slightest exertion or during attempts to wean off intra-
venous therapy; syncope ©% heart failure due to critical
valvular disease especially aortic stenosis; and the need

for a new or replacement permanent pacemaker iP
pacemaker-dependent patients. S©me patients present
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with dramatic symptoms and ischaemic electro-
cardiographic changes which resolve rapidly with
aggressive treatment; it is desirable to investigate these
'near-miss' patients during the same admission.
Patients should not have to wait but often do because a
national shortfall in resources prevents their being
‘processed' within a desirable and uniform period
[1,2]. Furthermore, the planned transfer or admission
of a very urgent patient to a cardiothoracic centre may
be delayed if the only available bed is suddenly filled
in an emergency. Obviously, very urgent patients ===
rapidly Pecome emergency patients.

'Urgent' <ases include gyutpatients who, despite
medication, have limiting angina °r = prognostically
worrying non-invasive test result, gymptomatic patients
with gignificantly stenosed or regurgitant heart valves,
and those with recurrent dizziness and an electrocar-
diographic abnormality for whom elective pzcing
is recommended. These patients have an impaired
quality of life; some cannot work. However, because
their symptoms are not severe enough to force hOSpi-
tal admission, or their lives are not deemed to be in
jeopardy if they do not receive immediate treatment,
these patients may wait months. Indeed, symptoms
may settle with the passage of time, but patients
remain vulnerable to sudden decompensation of their
disease. In particular, coronary disease can progress
rapidly @nd unpredictably; thus, any delay s undesir-
able. What is predictable is that some yrgent patients
will become emergencies and more of them will do so
the Jonger they have to wait. Being the largest group

and having te wait the Jongest, this category P2s poten-
tially the greatest number of sudden fatalities whilst

waiting. Patients and their doctors should notify the
cardiothoracic unit in the event of deterioration; if
severe, admission to the nearest hospital for stabilisa-
tion and Subsequent transfer is advised.

Unfortunately, given the relative ynderprovision i»
cardiology and cardiac surgery in the UK [1-6], log
jams will always develop because there is little slack in

the system. paN typical situation is created by emergency
cases requiring cardiac catheterisation and immediate

surgery. Emergency patients may need = longer stay 1
intensive care, and unless there are spare beds with
adequate nursing staff and theatre time, surgeons “2n-
not gperate o 'Pooked' patients, Therefore inppatients
who are scheduled for gperation =r= postponed,
'blocking' beds as a result. The knock-on domino

effect on hogpital transfers and patients awaiting
cardiac catheterisation can be far-reaching.

Although in-hospital activity may Pe restricted for
financial reasons, the input into the system does not
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decrease. Patients placed o= the yaiting lists add to
the pool of potential emergencies. Cardiac illness does
not strike according te the financial season. The
exhortation to pace clinical aetivity throughout the
financial year applies better to routine workload and
specialties in which disease behaves more predictably
and less acutely.

Busy cardiothoracic centres are Only too familiar
with the ; situation when contracts are

recurring
exhausted or bed states are dire; waiting lists and elec-
tive work are Suspended and 'emergencies and ultra-
urgents only' can be treated. A vicious cycle then
begins whereby the pool ©f potential emergencies
increases. The greater the numbers who have to be
treated on an 'emergency' °*r 'very urgent' basis, the
less 1ikely that 'yrgent' patients vill Pe treated gqyjckly,
and so on. These terms fail to gypregs the scope ©f the
problem in CardiOlOgY where even within the defini-
!

tion of repmergency', =» Ultra emergency il displace
the .yerage emergency. The implications for 'very
urgent' and 'yrgent' patients =are self-evident. The
strain on the gystenm will apply t° any overstretched
regional centre, especially those linked to district
hospitalg. The stress on patients, their relatives,
general practitioners and district and regional hospital
personnel is enormous .

Allocating priority == clinical grounds may mitigate
the impact of resource constraint, but the situation has

recently been distorted by the pressures of the internal
market. Patients with equally urgent priorities may
receive treatment in different time scales depending
en the fiscal or fyndholding status of their pyrehasing
authority o= general practitionmer I[2]. Thus, though
clinicians, mot managers, decide the ,rgency of cases,
this loses meaning when purchasers =un out of money
and financial imperative overrides clinical priority.
That arrangements have been formalised for provider
units to continue treating emergencies may be looked
upon as an inevitable concession, but the nature of the
problem remains poorly appreciated and its scale con-
sistently underestimated. Contractual arrangements
may therefore lack solid financial backing and
rovider units have little choice but to treat more
p may
emergencies than can peally be paigd for.
When there is contractual flexibility for emergencies
On]_yl and none for potential destabilisation in 'urgent'

category patients, clinicians pay increasingly estimate
the emergency potential' when gelecting patients £or
investigation and treatment. Certainly many patients
and their relatives find it difficult to accept the label

'routine' where potentially life-threatening matters of
the heart are concerned. Even if symptoms become

minimal, being downgraded te 'routine' is ynjccept-
able because the original classification would have

been based on prognostic criteria. The temptation to
practise defensive medicine and classify @l patients ==
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at least 'urgent' may in theory merge into a desire to
obtain financially approved expedient care by up-
grading patients t° pseudo-emergencies. This will
sexrve oply to over-tax an already less than equitable
system [2,7].

Standardised definitions of clinical severity and
priority have now been recommended [2], but

purchasers and providers also need to ggree maximum

waiting times for iyrgent' patients, based om zppraigal
of clinical need in the real world. Clinical need must

be distinguished from contract-based activity and
demand; it cannot 51mp1y be diminished by the state-

ment that demand may Pe equated with 'the willing—

ness and ghility oFf purchasers t° pay £or a giyen num-
ber of interventions' [g], Funding should provide not
just for the 'urgent ' need to be pet, but also for the
fact that much of cardiac work is 'emergency' and

'very urgent' intervention. There is a compelling case
for encouraging early referral for assessment: far
better that patientg are referred in a stable condition

than present for the first time with myocardial infarc-
tion, heart failure or cardiac arrest. Even 4, it should

be acknowledged, particularly in coronary disease with

its inherent yppredictability [9], that yptimely deaths
will continue to gccur, but with careful allocation

°f priority backed py adequate funding, it should be
possible to reduce the number of deaths to a mini-

mum .
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