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TO THE EDITOR: Australia is in the proc-
ess of making the most important change to
its health care system since the implementa-
tion of Medicare.1 We agree with Cameron
and Cooke that there are important lessons
for Australia from the implementation of the
4-hour rule in the United Kingdom.2 As in
Robert Zemeckis’s 1985 movie classic, Back
to the future, the old question of “If I had the
opportunity to do something again, what
would I have done differently?” applies.

We challenge the assumption that Aus-
tralia is embarking on something that the
UK has recently abandoned. The UK has not
actually abandoned the 4-hour rule but
expanded it into a suite of eight indicators
that include three time-based measures,
including total time in the emergency
department (ED).3

Our concerns are about how the lessons
learned by the UK can be applied in Aus-
tralia in 2011 and beyond. Cameron and
Cooke state that “Measurement systems
should be in place to ensure that patient
safety and quality of care are not compro-
mised at any stage of the emergency care
pathway”.2 The systems we have are neither
universal nor integrated across the country.
We need substantial data infrastructure,
including comparable data linkage services
across states. Of all the states, Western Aus-
tralia has the most advanced national data
linkage system. Yet even with the most
sophisticated data systems in the world,
proper impact assessment studies are
required. Australia’s evaluation of the
changes being made to rules and systems is
neither systematic nor well standardised —
to be safe and effective, innovation needs to
be evaluated in coordinated and systematic
ways.4

We a lso  n eed  sy s t ems-t hink in g
approaches and simulation technologies to
avoid repeating past mistakes. It is impor-
tant to link theory and data to learn about
the complex dynamics of ED patient flow
and safety, and understand the con-
sequences of our interventions.5

As suggested by Cameron and Cooke,2 we
should focus on real-time, clinically rele-

vant, consistent and comparable quantita-
tive and qualitative data about patients, staff,
processes, outcomes and facilities. We must
learn to improve daily performance rather
than sanction variable outliers.

In conclusion, the lessons learned from
the 4-hour target are relevant and appropri-
ate for Australia. Cameron and Cooke have
highlighted some of the dangers, including
those of inadequate measurement.2 We need
timely, integrated and linked data and an
explicit theory of performance. We should
aim to manage the risks by appropriately
funded research and implementation strat-
egies to improve this significant policy inter-
vention while maintaining patients’
outcomes, experience and safety, and the
timeliness of instigating their care.
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