
154 THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 18, NO. 3, 2005

Speaking for Ourselves

Developing Emergency Medicine through Primary Care

EDWARD CHO,  VIJAY AKKAPEDDI,  ARJUN RAJAGOPALAN

INTRODUCTION
In recent years, the concept of Emergency Medicine has come to
the forefront of international medicine initiatives. The epidemio-
logical shift in developing countries has transformed the medical
landscape, which are witnessing an increased incidence of time-
sensitive illnesses such as cardiac disease, trauma and care for the
elderly.1,2 Consequently, there has been a drive to establish an
emergency system that suits the needs of developing countries.
The recommendation from the international emergency medicine
community has been to firmly establish a hospital-based emer-
gency medicine system prior to the development of an EMS
system.1 The goal was to improve the health of populations and to
meet the expectations of access to emergency care.2 Over the years,
developing countries have taken these recommendations and
concentrated their efforts on developing urban tertiary care cen-
tres.3–6 However, plans for an emergency system that is capable of
reaching rural and underserved regions of urban areas have been
delayed due to regional infrastructural problems.1 Furthermore,
the international medical initiatives to developing countries have
worked on ‘vertically oriented’ programmes towards medical
management.7,8 While this approach has produced important re-
sults with regard to specific diseases/medical problems that have
plagued rural areas, vertical programmes do not promote efficient
healthcare.2 Consequently, the development of an advanced emer-
gency care system serving the rural and underserved urban areas
remains a long term goal. Nevertheless, the economic forces
driving the developing countries of Brazil, Russia, India and
China (BRIC) are collectively projected to eclipse the current
G-6 countries within a decade.9

To maintain a healthy workforce residing primarily in the rural
and urban underserved areas, immediate initiatives are needed to
effectively improve access and quality to health services. Yet,
attracting and retaining specialists in rural and urban underserved
areas is not only a problem for developing countries, but also for
countries with an advanced healthcare system offering major
financial incentives (i.e. the United States). Therefore, shifting the
focus of Emergency Medicine development from city centres to
rural and urban underserved areas will advance healthcare to these
areas and relieve the problem of specialist recruitment and reten-
tion. Without access to advanced healthcare, improving the qual-
ity of healthcare of the underprivileged strata of society becomes
a tremendous challenge.

EMERGENCY MEDICINE-TRAINED GENERAL
PRACTITIONER
A cursory comparison of Emergency Medicine and Family Prac-
tice physicians indicate that those in these two fields have a
mindset and practice that is opposite. However, both these fields
are two integral parts of a successful healthcare model. The
preponderance of medical cases seen in the emergency department
and primary care clinics are similar in scope with clear differences
in a minority of cases (i.e. trauma/acute care and long term
medical management, respectively). Collectively, the two fields
provide medical care for patients ranging from paediatrics to
geriatrics, those with acute and chronic problems, and those with
specific as well as basic needs to be treated or referred to a
specialist. Emergency Medicine and Family Practice physicians
undeniably represent the healthcare continuum of primary care.

In Canada, combined residencies in Family Practice and Emer-
gency Medicine were created to meet the healthcare demands of
rural populations.10 The Canadian Medical Society saw the need
for an integrated 3-year programme or supplemental 1-year train-
ing programme to better train primary care physicians to serve
rural communities.10 The British Royal College of Physicians has
published a series of articles stating that Emergency Medicine
fellowships for internists better prepares physicians to handle
acute medical cases and yield better outcomes for patients.11,12

These articles show that Emergency Medicine training for a single
primary care physician can teach them to distinguish between
serious and minor illnesses, manage life-threatening conditions,
support and stabilize acutely ill patients with appropriate manage-
ment and/or referral without multiple specialists.

Since most emergencies start at home, any system to promote
the early recognition of emergency conditions should be based in
the community.2 Emergency Medicine training programmes aimed
at General Practitioners or Family Physicians serving urban and
rural areas can address many of the medical needs of the underserved
regions in India.

The core curriculum will be based on either an integrated
Emergency Medicine training programme within a Family Prac-
tice residency or an additional training programme of 1 year
focusing on the major emergency clinical problems facing India’s
urban underserved and rural populations. National certifying
bodies may also be approached and asked to consider the possibil-
ity of integrating this proposal into their existing Family Practice
specialty requirements. Alternatively, an additional year of train-
ing may be mandated, or, if their charter does not permit extension
of programme lengths beyond 3 years, to stipulate the inclusion of
12 months of training in Emergency Medicine during the 36
months of the programme. Furthermore, there may be a consider-
ation to redefine the specialty from ‘Family Practice’ to a com-
bined ‘Family Practice/Emergency Medicine’ programme.

The programme should be sponsored by tertiary care hospitals
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capable of teaching and exposing Family Practice residents to
multiple specialties. The experience and exposure of treating
emergency conditions will better prepare physicians when access
to subspecialties is not possible.

Emergency Medicine is a compilation of multiple specialties
embodied in a single physician capable of addressing the urgent
medical issues of each specialty. Therefore, the initial instructors
of Emergency Medicine will be the staff physicians from the
departments the residents are rotating through. Employing Indian
physicians instead of international instructors will allow physi-
cians to train residents who understand the intricacies of the
surrounding medical environment and are able to utilize existing
resources. The supervision, education and quality assurance of the
programme will be maintained by selected core faculty members
from different departments (e.g. critical care, obstetrics, surgery,
etc.) supported by a structured periodic review process. Inter-
departmental collaboration to train residents will be crucial to the
success of the programme. The incentives for interdepartmental
cooperation may vary within each institution, but the common
incentive may be staffing of Family Practice residents for assis-
tance in daily operations in exchange for instructions within that
specialty pertinent to emergency and primary care. As the number
of family physicians trained in Emergency Medicine grows, these
physicians will become future instructors. Supplementary educa-
tional instruction from international emergency physicians can be
added to address deficiencies within the programme.

The financing of the Family Practice/Emergency Medicine
programme may come from the existing house officer positions,
but the nuances will vary among institutions. Future funding and
expansion will be based on the success of the programme. At the
conclusion of training, a standardized examination will be admin-
istered to obtain certification. After certification is issued, the
newly appointed emergency medicine-trained general practitio-
ner may return to practice in rural areas, primary health centres
(PHCs) or nursing homes. In the period leading to the acceptance
of an emergency medicine specialty, the certification lays the
foundation for advanced emergency care.

India’s healthcare stratification is based on the British model.
The government structure contains tertiary care centres, secondary
care centres and PHCs. In the major cities there are tertiary care
centres that provide advanced medical care. Supporting these
centres are secondary care centres in the outlying city limits which
provide the same medical care except that they cannot carry out
intensive medical care and major surgeries. The combined per-
centage of patients treated at these centres is roughly 30%. The
remaining 70% of patients are treated in rural PHCs and nursing
homes/specialty hospitals.13 The government PHCs provide medi-
cal and obstetrical care without the facility for admissions, while
private nursing homes are 30–50-bedded hospitals that provide
specific specialty care.13 A survey was done by the World Bank in
1997 in the state of Karnataka involving 1709 centres.14 The study
showed that 1439 of these centres had <30 beds (<10 beds: 610;
11–30 beds: 829). The study also revealed that 1425 centres were
run by individuals, usually primary care physicians.14

PHCs and nursing homes are staffed by physicians with an
MB,BS degree with 1 year’s internship training. These physicians
have either not yet selected a subspecialty, have chosen to work in
rural primary care setting, and/or chosen to work in the privately
(often family) owned nursing homes. The retraining of physicians
who are currently practising medicine in PHCs or nursing homes
is logistically and financially complex. Therefore, physicians
currently working in PHCs or nursing homes will form a minority

of those motivated to seek additional training. The main target of
the combined Family Practice/Emergency Medicine programme
will be those who have recently completed their MB,BS and
internship, and are seeking posts as residents. The focus will be to
train future generations of physicians so that they take on a
supervisory role in nursing homes or multiple PHCs. There are
many advantages of redirecting the focus of Emergency Medicine
development to these physicians. General Practitioners/Family
Physicians who are empowered with the skills to provide ad-
vanced emergency/medical care can simultaneously retain their
primary care expertise to enhance the overall level of medical care.
Furthermore, this strategy gives an opportunity for primary care
physicians to provide better medical care with less resources,
obtain dual advanced board certification, and to be future leaders
in India’s burgeoning Emergency Medicine field.

By training primary care physicians in Emergency Medicine, a
developing nation can make huge strides in addressing the prob-
lems of quality and access to the majority of their population. As
developing countries invest in advanced infrastructure (medical
technology, telecommunications, specialist physician) for rural
and urban underserved areas, the requirement for full residency
certification in Emergency Medicine can be implemented. These
step-wise measures can make a major impact in areas that lack
advanced medical care.

CONCLUSION
There are many issues regarding the advancement of emergency
care in India. The need for an Emergency Medicine specialty has
been established worldwide, but the question for India is how and
where to best implement its development. The prevailing question
is where does Emergency Medicine rank among the overall health
needs of the country?15  Therefore, India has the unique opportunity
to apply the successes of developed countries and tailor them to the
existing healthcare structure.

As the international health environment changes, the specialty
of Emergency Medicine is beginning to collaborate with tradi-
tional leaders to broaden the capacity for front-line care.16 By
employing primary care physicians to provide emergency care, the
expansion of healthcare takes place in areas that most need it. As
the country grows, Emergency Medicine-trained General Practi-
tioners will allow for a simple step-wise expansion of healthcare.
With limited resources, restructuring healthcare by incorporating
the ideology of primary and emergency care will create a cohesive
system that strives to provide the best care for the most people.
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National Seminar on Biomedical Informatics

A National Seminar on ‘Biomedical Informatics’ sponsored by Department of Biotechnology, Ministry
of Science and Technology, New Delhi will be held on 23–24 September 2005 at the Bioinformatics
Centre, J. B. Tropical Disease Research Centre, Mahatma Gandhi Institute of Medical Sciences,
Sevagram for exposing Teachers, Scientists and PhD students to the advances in Clinical Informatics
and Hospital Information System and Bioinformatics related to Proteomics, Genomics, Industrial,
Agriculture, Horticulture and Environmental Biotechnology, etc. There will be interesting lectures on
the topics related to these areas by the Eminent Experts.

A Brain Storming Session on the need and contents of publication of Indian Journal of
Biomedical Informatics is also planned.
For further information, please contact

Satish Kumar
Professor of Biochemistry and Officer-in-Charge

Bioinformatics Centre
J. B. Tropical Diseases Research Centre

Mahatma Gandhi Institute of Medical Sciences
Sevagram (Wardha) 442102

Maharashtra
India

wda@sancharnet.in; www.jbtdrc.org

Department of Biotechnology
Ministry of Science and Technology

Government of India

Support for Establishment of Specialised Centres for Cell-Based Therapy

The Department of Biotechnology proposes to support establishment of centres for cell-
based therapy for stem cell research at selected centres. In this regard, an advertisement
has been placed on the Department of Biotechnology websites (www.dbtindia.nic.in;
www.dbtindia.org). Please visit these websites for further details.
Twenty-five hard copies of the proposal(s) along with a soft copy as per the format
mentioned on the websites should reach the Joint Secretary, Department of Biotechnology,
Ministry of Science and Technology, Block-2, CGO Complex, Lodi Road, New Delhi. Any
additional information may be obtained from Telephone: 24362982/24363699; e-mail:
unbehera@dbt.nic.in; alka@dbt.nic.in


