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1. Emergency Medicine Is Different
Emergency medicine (EM) occupies a uniquely chal-

lenging position within hospital care. It is the point of
first contact for undifferentiated illness, where decisions are
made rapidly, often under conditions of incomplete infor-
mation and diagnostic uncertainty. Patients do not arrive
with established diagnoses; they arrive with symptoms, of-
ten early in their disease trajectory, and frequently at the
most unstable point in their illness course.

Despite this, and until recently, much of the evidence
that informs emergency care practice is generated outside
the emergency department (ED). This creates a tension be-
tween evidence development and evidence application. In
many cases, as emergency clinicians, we are asked to apply
guidelines derived from highly selected populations, often
in inpatient or specialty settings, to patients who are fun-
damentally different at the point of presentation. This mis-
match affects safety, effectiveness, and efficiency in emer-
gency care.

2. The Emergency Department Is a Distinct
Research Environment

The emergency department (ED) is not simply a loca-
tion within the hospital; it is a distinct environment. It is
high volume, high risk, and highly time sensitive. It is also
characterised by frequent interruptions, shift-based work-
ing, and system pressures such as crowding and corridor
care [1,2]. More importantly, it is a setting defined by un-
certainty. Clinical presentations are undifferentiated, histo-
ries may be incomplete, examination findings evolve, and
competing diagnoses are common. The emergency clini-
cian is required to make early decisions in the diagnostic
pathway, often before the disease process is clear.

This is fundamentally different from most specialty
environments, where patients are filtered through prior as-
sessment, diagnosis is more secure, and guidelines typically
begin from a position of diagnostic clarity; this difference
matters. Evidence generated in stable, diagnostically secure
populations does not always translate to the ED front door,
where uncertainty is not an exception but the norm.

3. Why External Evidence Often Fails in EM
A recurring problem in emergency care is the assump-

tion that evidence is portable across clinical settings. In
practice, this is frequently not the case. Many specialty-
led guidelines begin from the point where a diagnosis is al-
ready established or strongly suspected. For example, path-
ways for conditions such as cauda equina syndrome often
assume prior clinical suspicion and a filtered patient pop-
ulation [3]. However, in emergency care, patients present
with non-specific symptoms such as back pain or urinary
disturbance, where the challenge is to determine whether
such a diagnosis should be considered at all.

Similarly, ‘treat-at-home’ or ambulatory management
pathways for conditions such as chronic obstructive pul-
monary disease (COPD) exacerbations [4] are often devel-
oped in inpatient respiratory populations. These assume di-
agnostic certainty and exclusion of alternative diagnoses.
In the ED, the reality is different; shortness of breath may
reflect pulmonary embolism, heart failure, infection, or a
combination of yet disentangled processes. When such
pathways are applied uncritically at the ED front door, they
risk inefficiency at best and inappropriateness at worst. The
problem is not that the evidence is poor. The problem is that
it is derived from a different clinical reality.

4. The Consequence: Others Define EM
Practice

If EM does not generate its own evidence base with
EM-led and EM-collaborative research, other specialties
will inevitably define its practice. While this is often
well intentioned, it carries a clear risk, and guidance de-
rived from downstream care will become embedded in our
decision-making. This is not merely a question of profes-
sional ownership; it is a question of validity and applicabil-
ity. Without our guidelines being based on research done in
the ED, we risk our decision-making being founded on re-
search from settings where the diagnosis is clear and estab-
lished, where patients have been physiologically stabilised
and where alternative diagnoses have been excluded. Re-
liance on guidelines that do not hold in our environment
leads to inefficiencies in care delivery, inappropriate inves-
tigations, and interventions that fail.
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5. Why EM Is Uniquely Suited to Lead
Research

Paradoxically, the very features that make EM chal-
lenging also make it an exceptionally powerful environ-
ment for clinical research. Firstly, EM is high volume;
large numbers of patients pass through EDs every day, [5]
creating substantial opportunities for recruitment, observa-
tional studies, and pragmatic trials. Second, it is high risk;
outcomes matter, and the clinical stakes are often imme-
diate and significant. Third, it is rich in diagnostic uncer-
tainty and therefore inherently where most clinical error oc-
curs, but also where improvements in diagnostic strategy
can yield substantial benefit. Finally, EM provides access
to early disease presentation; this is vital as interventions
applied earlier in a patient’s disease trajectory often have a
greater potential impact than those delivered later in their
disease pathway. Taken together, these features make EM
not only a feasible setting for research but potentially one of
the most informative environments for studying diagnostic
and therapeutic interventions.

6. Research Is Already Changing Emergency
Care

There is now clear evidence that EM-led and EM-
collaborative research has the potential to impact clinical
practice [6,7,8,9,10]. The National Institute for Health and
Care Research (NIHR) Trauma and Emergencies Research
Delivery Network [11] has demonstrated that high-quality
research is both deliverable and generalisable within emer-
gency care settings. Importantly, this work is not confined
to academic centres but, in many EDs, is embedded within
routine frontline clinical care. The impact of such research
extends far; patients participating in clinical studies fre-
quently report improved engagement with their care, better
understanding of their condition, and a greater sense of in-
volvement in decision-making. In some cases, participation
in research provides reassurance during what are often dis-
tressing and disorientating clinical encounters [12]. There
is little evidence to suggest harm fromwell-designed partic-
ipation in emergency care research. On the contrary, there
is growing evidence of patient benefit, both in terms of ex-
perience and outcomes [13].

7. Research Is Not an Optional Extra
Research is a core component of all mature special-

ties and a key part of good clinical care. The view that it
is an isolated pursuit for those with a specific academic in-
terest is no longer acceptable. Research is a fundamental
pillar of healthcare quality and is the mechanism by which
EM defines what ‘good care’ looks like in its own environ-
ment. Without it, we are reliant on extrapolation from other
specialties. With it, we generate evidence that reflects the
realities of emergency care delivery. At a systems level, re-
search is also a mechanism for improvement. It enables re-
finement of pathways, reduction of unnecessary variation,

and identification of interventions that genuinely improve
outcomes. Evidence consistently demonstrates that patient
outcomes are superior in hospitals that are research-active
[13].

Research activity is also closely linked to better staff
satisfaction and retention. Clinicians working in research-
active environments report feeling more engaged with their
specialty and more empowered to improve patient path-
ways. TheCareQuality Commission (CQC) has recognised
that research is a primary metric of institutional health, now
reviewing clinical research activity during hospital inspec-
tions. Research-active institutions also benefit from a cul-
ture of inquiry, where clinical decisions are scrutinised and
updated according to the latest data. In this sense, research
is not separate from service delivery; it is one of the primary
ways in which service quality is improved at scale.

8. The Challenge Ahead
The central question is no longer whether EM should

be research-active; this position is already justified on sci-
entific, clinical, and ethical grounds. The more relevant
question is how research can be embedded as a daily core
function of ED care rather than as an ‘add-on’. To achieve a
culture in which research is genuinely everybody’s business
and to avoid EM becoming a consumer of evidence rather
than a producer of it, several commitments are required;

Sustainable research networks must continue to be
strengthened across EDs and hospitals. There must be
investment in ED research capacity; EDs should have
a named EM research lead, in keeping with established
practice in many international EM systems, enabling
widespread clinician engagement in study design and de-
livery. These EM research leads should have allocated
programmed activity (PA) time and appropriate infrastruc-
ture support, embedded within research networks support-
ing sustained recruitment to NIHR Portfolio studies. Such
activity should be recognised and assessed by the CQC,
with stronger emphasis placed on research engagement and
the diversity of recruited patient populations, recognising
research activity as a core component of clinical excellence.

Research must be integrated into routine clinical
workflows. National Health Service (NHS) Trusts must
consistently support research delivery within consultant job
plans and incentivise involvement through local recognition
and awards. Given that lack of time remains a major barrier
to academic engagement in EM, Training Programme Di-
rectors (TPDs) in EM should have a better understanding of
the barriers faced by academic trainees, including the prac-
tical difficulties in securing and protecting research time,
and trainees with an academic interest should be supported
with protected research time within their weekly rota.

9. Conclusion
EM occupies a unique position within healthcare, pro-

viding care for patients who present with undifferentiated
symptoms under conditions of uncertainty, urgency, and
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complexity. While these characteristics present challenges
for both clinical care and research, they also create opportu-
nities to answer questions that cannot readily be addressed
elsewhere. Despite significant growth in academic EMover
recent decades, much of the evidence guiding emergency
care continues to originate from other specialties. Gener-
ating high-quality research within emergency care settings
is therefore critical to ensuring that clinical practice reflects
the realities of the ED and the needs of our patients.

Key Points
• Emergencymedicine (EM) requires its own evidence

base because the emergency department (ED) is fundamen-
tally different from most specialty settings, with patients
presenting with undifferentiated symptoms, diagnostic un-
certainty, and time-critical illness, meaning evidence gen-
erated in downstream specialty populations may not always
be applicable at the point of first presentation.

• Failure to generate EM-led research risks inappro-
priate practice because, without evidence developed for its
own clinical environment, emergency care may increas-
ingly be shaped by guidelines and evidence from other spe-
cialties that may have limited validity or effectiveness in the
ED.

• The ED is uniquely suited to high-impact clinical re-
search because high patient volumes, early disease presen-
tation, clinically important outcomes, and diagnostic uncer-
tainty create opportunities for pragmatic trials, diagnostic
studies, and evaluations of therapeutic interventions.

• EM-led and EM-collaborative research benefits pa-
tients, clinicians, and healthcare systems by changing clin-
ical practice, improving patient outcomes, increasing staff
engagement, and strengthening cultures of quality improve-
ment within research-active organisations.

• Research should be embedded in routine emergency
care because it is a core function of modern emergency
medicine that requires investment in research infrastruc-
ture, protected clinician time, dedicated EM research lead-
ership, and integration of research into everyday clinical
workflows.
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