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Accounts of desperate measures 
and finger pointing for blame 
will not get us far with this. First 

we need to understand by framing 
the problem in a way that lends itself 
to useful action we can all take. Here 
I suggest using ‘resilience’ with some 
basic ideas from complexity theory 
to promote a more constructive and 
holistic debate. 
 
 People end up in A&E departments when 
they are injured or ill in a way that, in their own 
or someone else’s opinion, can’t wait. A&E has 
become the safety release valve for the NHS and 
for society. Like any blowing safety valve, a busy 
or overwhelmed A&E service is a sign of trouble 
somewhere, usually not in the valve itself. So ‘A&E 
crisis’ is a misnomer. It is a whole system crisis.

 So what are the facts we know? According 
to Nigel Edwards’ Nuffield Trust blog there has 
not been an unusual surge in attendances, nor 
any sudden increase in the complexity of medical 
problems at major A&E departments – rather a 
steady year-on-year growth slightly more than the 
rise in population. Then there is the difficulty getting 
patients out of the A&E department. A recurring 
finding over at least 20 years has been the lack 
of care at home, making hospital admission more 
likely and prompt discharge more difficult – the so-
called ‘delayed discharge’. Added to this is a 6% 

reduction in hospital beds since 2010. If the 
hospital has no free beds, patients back up in A&E. 
So A&E departments are less able to cope with 
even small and predictable increases, staff become 
exhausted and leave the service. You could call this 
loss of organisational resilience.

Worst wait in 10 years Experts blame NHS 111

 A&E Crisis Explodes:
Off-duty nurses begged on twitter to work longer

12 hospitals in crisis

Third World A& 
Making sense 

of the NHS “A&E crisis”

 Many patients attending A&E do not have 
serious injuries or emergencies. There are complex 
easons for this, but these include lack of resilience 
in individuals – that is you and me! We all know that 
when we are functioning at our limit, or have many 
worries, a small extra load may be too much to 
cope with alone. So A&E units and individuals share 
a lack of resilience. 

    “the multitude of people involved in 
       it seldom speak to one another...”

 These self-similar patterns at different 
scales, between A&E departments and the 
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Every part of living nature can be framed in terms 
of a complex adaptive system. It is an integral part 
of evolution. Amongst humans in real life, these 
‘not always totally predictable’ actions tend to be 
governed by rules of thumb which emerge through 
learning and are therefore adaptable. This is where 
change can happen. And this is change we can 
make happen ourselves. It’s provided by nature’s 
own, bottom-up system. 
 But the problem with our urgent care system 
is that the multitude of people involved in it seldom 
speak to one another, hardly ever know each other 
and few understand the impact of their decisions on 
other ‘agents’ in the system.
 

   “Nature’s brilliant emergent ‘design’ 
     is stymied by disconnection and 
     community fragmentation.”

This extends from the drunken teenager, to the 
older person living alone, the emergency care 
consultant, GP’s receptionist, community nurse, 
home care agency, caring neighbour, ambulance 
paramedic etc etc. Nature’s brilliant emergent 
design’ is stymiedby disconnection, community 
fragmentation and clumsy top-down control. It ends 
up in a mess. But we can start a transformation by 
building connections between people. Any plan for 
change that does not connect people in meaningful 
ways will fail.

Researchers, Boyle and Pratt (2) described 
a system-mapping workshop in which forty 

representatives from most parts of a local urgent 
care system set about mapping it – see figure - 

‘though this map tells you more about the vibrancy 
of the process than the structure of the network! 
Workshop members built relationships, respect for 
one another and better understanding of the whole 
system. 

       “In the mean time, a few more 
         hospital beds and staff to go 
         with them would be helpful!” 

Most importantly, they realised the key part they 
played in the whole system. It will have made 
individuals feel more connected, more valued and 
more responsible for the distant effects of their 
decisions, and a little more resilient. This process 
also makes the system more adaptive, more like 
nature’s CAS, and crucially, more resilient. This is 
professional community-building in action. It would 
be intriguing to extend this experience to potential 
users of the system - all of us! Then we may begin 
to achieve the transformation we all hope for. In the 
mean time, a few more hospital beds and staff to 
go with them would be helpful! If we can make the 
NHS more nourishing for its staff they would surely 
be queuing at the door – and that is a queue we 
would welcome just now!
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Wall map created at acute care system workshop     

 . .” a collection of individual agents who have 
the freedom to act in ways that are not always 
totallypredictable, and whose actions are 
interconnected such that one agent’s actions 
change the context for other agents. Nerve 
cells, the immune system, the stock market……
communities and health care systems are 
complex adaptive systems. A complex adaptive 
system adapts (learns) in response to changing 
conditions and thus can be said to have a 
history” (1).
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rindividuals who attend them or work in them or 
might (or might not) look after a sick person at 
home, are called fractal patterns. Where fractal 
patterns emerge, there is likely to be a common set 
of processes and influences. This means the urgent 
care system must be viewed holistically, as a whole 
system, all at once. This is hard. But complexity 
theory can help. I have already mentioned fractals. 
The next and the most important bit of jargon is the 
Complex Adaptive System (CAS). This is….
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Two other gems  central to the work of the BHMA 
emerged from his lectures. Firstly, in the Q&A 

session after the first lecture on ‘Why do doctors 
fail?’, an American family physician in the audience 
complained (as do many in the UK) that the system 
within which he works “disincentivises” him from 
practising in the way he believes is right. Gawande 
said, “To me, this is a cost of invisibility…”. The 
challenge, he said, is to “let people get more of 
a feel for how complex that job is, then we would 
begin to reinvent that job… You know we’ve 
become data entry clerks.” In other words the 
people designing the system do not understand the 
job. This is the challenge of language upon which 
the BHMA is very much engaged.

     “The patients saved my sanity.” 
 The second gem, or rather trigger for 
thought, was at the very end of the fourth lecture, 
when discussing motivation for change, Gewande 
said: “….the overwhelming message to people 
who work on the frontlines of care…is that no one 
notices excellence and no one cares. This is the 
biggest source of burnout…”. Certainly this was 
painfully true for me. But it was the hierarchy, the 
system, that failed to notice or to care. The patients 
saved my sanity. I came to love them, however 
difficult they were at times. I know that many other

 Holistic Lessons .... 
 from the BBC Reith Lectures
The recent BBC Radio 4 Reith lectures were given by surgeon, teacher and researcher, Atul 
Gawande, described as one of the world’s foremost thinkers and writers on healthcare. His 
many achievements include research leading to dramatically reduced deaths in surgery 
and childbirth worldwide. But can he teach us about holistic practice?

reflections on his own sense of incompetence when 
cure or control of the illness was no longer possible. 

        “You know we’ve become 
          data entry clerks.”

Characteristically, he approached this reflection 
with an analysis of the problem: the ‘necessary 
fallibility’ that he shares with all of us. This led him to 
devise four questions (go to “transcript” p4) to elicit 
the dying patient’s priorities. The first, ‘What is your 
understanding of where you are with your condition 
or your illness at this time?’, signals the territory; the 
remaining questions elicit the patient’s priorities, to 
help them find meaning. This is a sort of checklist.

 In 2006 I wrote a short column, The Last 
Tango (find title on linked page) on exactly this 
subject, also musing on my own fallibility. I arrived 
at the need to help the patient find meaning in 
whatever time is left for them, but it would not have 
occurred to me to formalize this into a checklist. I 
think such a checklist would have been helpful to 
me, but these conversations require more than the 
correct questions. Why not watch Dr Gawande’s 
much viewed TED lecture and judge for yourself 
whether he possesses that extra elusive ‘more’. 
I feel he would be empathic, he would have the 
presence of spirit for that sort of conversation. 

Atul Gewande’s strength is in 
the observation and analysis 
of healthcare systems at the 
point of delivery. His most 

striking results have come from the use 
of checklists – hardly natural holistic 
territory! His four lectures were entitled 
rather grandly, ‘The Future of Medicine’, 
and I admit, before hearing them, I 
was skeptical. So I missed the first two, 
but heard the third by accident. I was 
transfixed. Entitled, ‘The Problem of 
Hubris’, it was about care at the end 
of life. He used as his case study the 
premature death from cancer of Peg, his 
daughter’s piano teacher. The masterly 
storytelling was interwoven with 
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doctors and nurses feel the same. But returning to 
Gawande, his comment on the uncaring system 
was this, “Creating the systems required [is] a tall 
order.” Well, I would suggest that for this, it is not 
yet another change of system that we need, but 
rather a change in what circulates around that

system. Currently it is money. Perhaps it should be 
love - the sort of love that ordinary folk can feel for 
one another; the love that is born of humility.
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From the frontline: it’s tough out there!
Dr Gillian Myers tells her story from contemporary GP land

Ever since I started training in 1999, there has been the sense that the NHS has 
been heading towards a cliff edge. I am incredibly sad to say that now it feels like, 
after teetering on the edge, we are at the start of free fall.

Busy! A word we hear so often, it becomes 
meaningless! More people to see and 
visit at home; more ‘ward rounds’ in 
care homes; a huge increase in medical 

complexity. A few QOF targets are exchanged 
for other financial incentives for the same money. 
For example, we have to complete “admission 
avoidance work” (surely what general practice has 
always been good at) and we read “in the event 
of deterioration, an assessment will need to be 
made about the appropriateness of admission.” 
Useful eh! Unfortunately, even a patient with severe 
dementia still needs hospital for reinsertion of their 
supra-public urinary catheter they pulled out; or 
their fractured hip repaired for palliation of pain, if 
nothing else. And as for being required to attend 
official multi-disciplinary meetings in the middle of 
the day….

    “It’s all so galling when the NHS has          
      long been the most efficient health   
    organisation in the developed world.”

 Working out-of-hours is where the real 
cracks show. A local knowledge of the state of 
practices is needed. For example, I saw an elderly 
man with back pain who needed investigations. 
However, he was registered with a practice that had 
been forced to close because they couldn’t recruit 
enough doctors to run it safely. There seemed to be 
no “safety net” in that situation.
 Over Christmas, the declaration of a ‘major 
incident’ (or whatever name the politicians tell us 
we can use for crises as an election approaches) 
by the ambulance service meant ‘999’ calls only. 
Do I wait for the sick patient to be in septic shock 
before I ring for transport, or do I spend time trying 
to persuade the hapless person on the other end 
of the phone, or do I embellish my description into 
a ‘999’ emergency? As things unravel, systems fail, 
games are played,  we spiral downwards. 

 It’s all so galling when the NHS has long 
been the most efficient healthcare system in the 
developed world. A large proportion ran on good 
will and the motivation of people believing they 
were helping their fellow man. 

     “Holistic care is now more    
               important than ever.”
The idea that market forces would improve the 
situation has always been highly questionable to 
most of those who work within it. So none of us was 
surprised when a King’s Fund report said the latest 
re-organisation of the NHS has been “dangerous 
and distracting.” Or, when the first NHS hospital to 
be run by a private firm, Hinchingbrooke in Cam-
bridgeshire, was handed back because Circle 
could not make a profit. Or as system fragmentation 
demands even better communication, the £9 billion 
failed secondary care computer system means I 
still struggle to send emails to hospitals.

Holistic care is the antidote to feeling like you 
are going at 100mph on a giant impossible 
to-do list where the priorities are constantly 

changing in a resource-tight environment. I don’t 
find that so satisfying nor do the patients and it 
undermines the therapeutic process. That is, when 
you have to be so speedy that there’s minimal eye 
contact, it strikes me as a totally pointless exercise. 
Holistic care is now more important than ever. Apart 
from being good medicine, it keeps me sane. There 
is nothing like that basic human-to-human interac-
tion, therapeutic in itself: hearing people’s stories, 
watching people improve over time, seeing the 
history of a community being made. The eye to eye 
contact lights up our faces. Without this there would 
be no therapeusis.                                     © BHMA
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