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‘Emergencies occur everywhere, and each
day they consume resources regardless
of whether there are systems capable of
achieving good outcomes.*

Low-income countries suffer the highest
rates of every category of injury - from road
traffic injuries to drowning; the highest rates
of maternal death from acute complications
of pregnancy; and the highest rates of
acute complications of communicable
diseases, including tuberculosis, malaria,
and HIV? The rapidly growing prevalence
of non-communicable diseases (such as
cardiovascular and diabetic disease) has
only increased the burden of acute illness,
as patients with chronic disease in low-
income countries also have the highest rates
of mortality from acute complications.’ The
World BanK’s Disease Control Priorities in
Developing Countries project estimates
that 45% of deaths and 36% of disability in
low- and middle-income countries could
be addressed by the implementation of
effective emergency care systems.?

While definitive specialty care will never
be available at all times in all places,
several studies suggest that emergency
care is a clinically and cost-effective means
of secondary prevention: prioritising an
integrated approach to early resuscitation
and stabilisation of acutely ill patients
greatly reduces the morbidity and mortality
associated with a range of medical, surgical,
paediatric,
In addition, many acute conditions can

and obstetric conditions.**
be mitigated by primary prevention,
and disease surveillance at acute and
emergency care facilities has been shown to
increase preparedness and disease control
capabilities.” In general, analysis of acute
disease patterns and the distribution of

mortality across the acute care continuum is
a crucial part of identifying the preventive
and training initiatives most likely to
impact on outcomes.® Facility-based and
pre-facility emergency care are essential
components of a continuum ranging from
prevention, through primary and chronic
care, to inpatient critical care and surgery.
With Resolution 60.22, the World Health
Assembly has called for all its member states
to develop ‘formal, integrated emergency
care systems.’

There remain four foundational challenges
to properly integrating effective emergency
care into the health system in South Africa:

« The burden of acute disease is severely
under-documented. Data exist on the
distribution of inpatient diagnoses, but
the actual range of acute and emergent
presentations to health facilities is almost
completely
supplied to the National Department
of Health lack standardisation,
are often combined with out-patient

unknown.  Headcounts

and

data; data on acuity and disease profile
are almost completely missing. In the
absence of accurate data, it is almost
impossible to plan for effective services.

lack
an integrated approach to triage,

o Healthcare facilities often

resuscitation, and stabilisation of
acutely ill patients. Even at large
centres of excellence, acutely ill patients
may be cared for by several different
departments, depending on age,
pregnancy status, and specific disease
states. In smaller hospitals, ‘casualty’
departments are staffed by rotating
personnel with no dedicated emergency

care training. Lack of a standardised
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approach affects

outcomes.

adversely patient

Essential components of emergency care
have not been determined, and there is
no consensus on how to define success. To
date, there has been no systematic analysis
of the emergency care delivery systems
most appropriate to our context. While
there are scattered examples of successful
interventions, little is known about what
makes these centres effective or how others
might replicate their success. Impact is
often quantified by the number of providers
trained, rather than by any measure that
incorporates patient outcome, quality or
performance assessment.

o There is no current advocacy plan for
placing emergency care on the national
health agenda. Despite the essential
role of effective early resuscitation and
stabilisation in averting morbidity

and mortality, emergency care is
conspicuously absent from planning
those around

discussions, such as

National Health Insurance.

Urgent and significant intervention is needed
to address the challenges facing emergency
care delivery. We should be very encouraged
by the appointment by the Minster of Health,
Dr Motsoaledi, of an EMS review committee
to try to address some of the shortcomings in
pre-hospital care. However, we cannot simply
turn to government to fix the problems:
we each have a responsibility to improve
emergency care delivery. We can start by
improving our knowledge and skills, and I
hope that this issue of CME, with a wide range
of content, will help you to take that first step.
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