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CEM News
Easter is upon us, and as I write this newsletter from the archipelago of small hills
surrounded by water that was once the
county of Somerset, I can only hope that it
has stopped raining. My regular train journeys to London now begin with an
impressive ride across the Levels with
flood waters stretching as far as the eye
can see. Perhaps an excuse to visit the
Boat Show with a view to purchasing a
‘Presidential Launch’!
The CEM10, launched last Autumn, has
been a very effective means of getting our
message across to media organisations,
politicians and national bodies. Runthrough training, recognition of transferable competencies, expansion of ACCS
emergency medicine posts and investment in overseas recruitment have all
been agreed and are being appointed.
We continue to press the case for colocation of Urgent Care Centres and hope
to achieve the support of the RCGP in
campaigning to achieve this.
Terms and conditions are acknowledged by the NHS Confederation and the
Secretary of State as inequitable for those
who work in emergency medicine. In discussions with Dr Paul Flynn of the BMA,
they too recognise the need for a contract
for both trainees and consultants that better recognises the consequences of high
frequency and high intensity out of hours
work. Our campaign highlighting the

absurd sums spent on locums to prop up
fragile rotas has demonstrated that we are
not arguing for a greater overall spend—
indeed the reverse is true. If we had terms
and conditions that were equitable,
recruitment and retention problems
would be overcome, sustainability would
return, patient experience and outcomes
would improve, and overall financial savings would be significant. Properly
resourced emergency medicine saves lives
and saves money.
The Keogh review continues to progress, and importantly it can be a driver
for changes in tariffs. The College has
been campaigning to highlight that both
the acute attendance tariff and the marginal rate tariff for acute admissions are
unfit for purpose. After much intransigence, some progress has been made with
an announcement from the Department
of Health that 2009 should no longer be
regarded as the relevant baseline and reinforcement of the guidance that the 70% of
tariff withheld must be transparently
invested in schemes to reduce acute
admissions. The Keogh review itself
acknowledges that consultant delivered
emergency medicine care is the best
method of doing this. Importantly, Monitor also agrees.
The proposed creation of major emergency departments suggested by Keogh
would mean some trusts taking on more

acute work. This is doomed to lead to
financial ruin unless the acute tariff structure is radically altered.
Unsurprisingly, one can conclude that
finance drives behaviour. It is extraordinary how resistant people and organisations can be to this axiom, unless and
until they begin to value the necessary
behaviours!
The CEM Spring conference later this
month in Cardiff will be an opportunity
for many of us to meet and benefit from
the knowledge and skills of both presenters and colleagues. Last year’s event in
Glasgow was an outstanding success, and
many of us are already looking forward to
Belfast 2015. The locations highlight the
fact that the College is a multinational
organisation and endeavours to be of
value and relevance to all of its members.
Key to this is ensuring that the National
Boards are fully supported by the College
officers and HQ staff. During this year,
I hope to reinforce this support. Each
National Board is best placed to engage
with parliamentarians responsible for and
interested in the delivery of healthcare
within their own countries. The College
can support these activities. Issues of
training, education, examinations, service
delivery, safer patient care, quality in
emergency medicine, informatics, sustainability and the myriad other activities of
the College are clearly more generic and
do not require complete replication in
each country.
I began this newsletter with the CEM10
and I will close with news of its offspring!
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On 4 March 2014, we are hosting a summit of invited organisations and decision
makers. This will lead to a summary document building on the CEM10 and provide a manifesto for the College and a

roadmap to building a resilient emergency medicine system that is safe, effective, efficient and sustainable. This will be
published at the end of the Summer and
will form the basis of our discussions

The secondary care doctor
on the CCG board
Clinical Commissioning Groups (CCGs)
were created in the 2012 NHS reorganisation and are responsible for commissioning much of the patient care provided by
hospitals in their locality. There are 211
CCGs covering the country. They spend
large amounts of NHS money and they
must have a secondary care doctor - a
hospital consultant - on their governing
board. The other board members are
mostly local GPs, lay members and managers, so the secondary care doctor has
the slightly awesome responsibility of
providing up to date advice over a wide
range of hospital specialties. Emergency
medicine consultants are well placed to
do this as we interact with many other
specialties and we often have well
informed—or at least well formed—
views as to how the other specialties
should operate.
Inevitably, the CCG spends a lot of time
discussing how hospitals manage their
emergency workload and what alternative provisions might be made for these
patients, so we have a real contribution to
make here. The secondary care doctor
post is recommended to any emergency
medicine consultant who wants an outside interest, a little extra money and can
free up 2 or 3 days a month.
What does the job consist of? There
are interesting visits to unfamiliar hospitals of course, but mostly the job consists
of meetings with plenty of reading
at home beforehand. One of our
recent meetings had over 300 pages of
supporting paperwork to browse

through. It is embarrassing to find other
members of the board have done their
homework if you have not. During these
meetings you soon recognise a familiar
scenario: everyone on the board thinks
they know how hospitals work but their
experience was mostly at a junior level
and often a long time ago. It is sometimes
your job to keep the discussions on track
and realistic. You can be asked your
views on a wide range of topics: is
teledermatology a good idea, or what

should be done about a high suicide rate
in a psychiatric institution? It may be
tempting to give an opinion off the
cuff, but sometimes it is better to
sound out some colleagues at your base
hospital first.
As a CCG board member you are now
sitting on the other side of the fence. We
are all familiar with the ways that hospital statistics can be massaged or situations glossed over to look better than
they are. You now see other people doing
this in their submissions to the board,
and hoping they won’t be questioned
too closely.
The senior manager’s mind set is different from ours in many ways. Emergency
medicine consultants like to do things,
and we prefer to be on our feet rather than
sitting down. Our instinct when faced
with a problem is to go and see for ourselves, talk to the people directly involved
and sort it out on the spot. We may feel
that long documents are more likely to
cloud the issues than clarify them. However, managers responsible for contracts

with all political parties as those of us in
the UK approach the next general election
in 2015!
Clifford Mann

with complex institutions operating on
several sites are more likely to remain
seated and ask for more data and more
reports. This can be frustrating at first but
you soon realise there are merits in
both approaches.
Like everyone else I have many reservations about the recent NHS changes
and the dangers of creeping privatisation. However, I have found a very positive attitude among my CCG colleagues.
They care about doing a good job for the
patients on their patch. They strongly
believe in the traditional philosophy of
the NHS and are prepared to work hard
for it. They lose sleep worrying about the
risk of an unforeseen—perhaps unforeseeable—high profile catastrophic failure.
There is a feeling that this could be
the last chance for the NHS and that the
CCGs have to be made to work. If they
fail, then the next stage could be
progressive d
 isintegration of the whole
structure. E
volution is not kind to
organisms or organisations that are slow
to adapt.
Senior NHS managers cannot complain in public. I have been struck by
their patience as they work to make the
best of what is thrown at them. They
have to deal with incoherent planning,
perverse incentives, political U-turns
and convoluted documents whose
meaning remains obscure even on
repeated reading. The NHS is a bizarre
complex structure whose only real positive feature is that most of the time it
works quite well. A seat on the CCG
board gives another view of how
this unique organisation functions and
may just give an opportunity to make
a difference.
Anonymous
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Being a CEM rep at a conference

too long and difficult to hear in a busy
environment.
Pros and cons
The advantages in doing this are that it is
nice to talk about the positive aspects of
the work in emergency medicine and it
was great to meet enthusiastic medical
students outside the emergency department environment. I had a free conference place (the cost of the conference
was only £40 for 2 days though) for minimal effort, at a conference with some
excellent speakers which I had thought
of attending anyway. I also received a
CPD certificate and ended up as the
commentator for the major incident

exercise demo!
The disadvantages were few but
included having to arrive half an hour
before anyone else and funding your own
travel (which was minimal in this case).

If you get an email asking if you fancy
being a CEM rep on a stand at a conference, what would your reaction be? Probably similar to mine, in the ‘I’m not sure if
I fancy the sound of this’, category! I was
asked if I would like to do this at the 2nd
National Pre-hospital Care Education
Conference in York in January this year,
and thought I would share the experience.
What did I have to do?
Having agreed to do it, I was put in touch
with the organiser who sent me details of
the conference and set up times. The College posted me a box of booklets called ‘A
career in emergency medicine’, some A3
posters and a full sized 2×1 m emergency
medicine poster with a stand (which came
in an amazingly small portable bag!).
They also sent a DVD with a ‘trailer’ and
a film about emergency medicine.
Having set up, I then attended the conference and nipped out early at the end of each
session to ‘man’ the stand and set off the
DVD on my laptop. There were over 100
medical students at the conference, as well
as nurses, paramedics and doctors of all
grades, and a range of specialities. The students edged towards the stand, mostly to
pick up the booklets at the start, and then
started to chat around thinking about a
career in emergency medicine. Some of
them had spent time as students in emergency departments and had a good understanding of the range of presenting
conditions, the pressures in the emergency
department, the antisocial shift patterns for
trainees (and consultants!) and all the media
attention about the crisis in recruitment.
emj.bmj.com 
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What are they interested in?
They wanted to know what to do as medical students and junior doctors to make
them more appointable in interviews. There were interested in the work–
life balance in emergency medicine
currently, and plans for 24/7 rota shift
systems in the future. Also, they were

interested in opportunities to work part
time or be dual accredited with other
specialties, such as paediatrics, ITU, PHEM
and GP.
Some medical students wanted to know
if they could do surgical training and then
emergency medicine. Some surgical trainees were interested in moving to emergency medicine as a specialty. The CEM
DVD trailer attracted a lot of interest and
drew people in to look at the other information and to talk; the full version was

Top tips
Arrive early to get a good spot in the
exhibitor area; try to get a spot next to the
coffee and lunch area, or in these areas.
Use the CEM video clip to draw interest
and start conversations.
Put the booklets in an easily accessible
place away from you (I saw several
students sneak up and grab a booklet
then race off in case they had to speak
to me!).
Set up next to a stand that is likely to
attract a lot of attention from the delegates
(I chose a spot next to the EZ IO stand
where there were later queues of student
waiting to have a go.
Don’t dress too formally; it was clear
that approaching someone with a badge
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that said they were a consultant was
daunting enough at times!
Get some help; I was lucky enough to
have some help from Dr Phil O’Donnell,
an ST4 in emergency medicine, which

meant we could get some breaks and
some lunch! Also, he was much nearer
their age than I was!
Overall I would say give it a go! I left
at the end of the conference feeling

more positive, with some of their infectious enthusiasm to take home with me.
Alison Walker

Consultant appointments February 2014
The information for the consultant appointments is provided by the College and any errors should be notified to them and not the journal.
Appointment Name

Main Hospital / Trust

AAC Date

Previous Post

Julian Garside

James Paget University Hospital NHS Foundation Trust

18.07.2013

Staff Grade

Junaid Mushtaq Qazi

East and North Hertfordshire NHS Trust Stevenage

31.07.13

Locum Consultant

Kirsten MacDonald

Guys and St. Thomas NHS Foundation Trust

31.07.2013

STR

Michelle Boyle

Guys and St. Thomas NHS Foundation Trust

31.07.2013

Consultant

Thomas Wiles

Wirral University Teaching hospital NHS Foundation Trust

19.6.13

STR

Ian Davidson

Countess of Chester Hospital NHS Foundation Trust

13.08.2013

STR

Nicholas Howard Jenkins

Cardiff & Values University Health Board

31.07.2013

Consultant

Abigail Redpath

County Durham & Darlington NHS Foundation Trust

15.07.2013

SPR

Muhammad Shahzad Afzal

County Durham & Darlington NHS Foundation Trust

15.07.2013

Locum Consultant

Louise Mitchell

North Devon Healthcare NHS Trust

15.07.2013

Locum Consultant

Karen Edwards

Heatherwood and Wexham Park Hospitals NHS Foundation Trust

14.08.2013

STR

Frank Sutherland

Norfolk & Norwich University Hospitals NHS Foundation Trust

30.08.2013

-

Tarek Kherbeck

Norfolk & Norwich University Hospitals NHS Foundation Trust

30.08.2013

STR

Tarek Ahmed

Norfolk & Norwich University Hospitals NHS Foundation Trust

30.08.2013

STR

Michael Manarkattu

Royal Wolverhampton NHS Trust

10.09.2013

STR

Semiu Giwa

Royal Wolverhampton NHS Trust

10.09.2013

Consultant

Ian Blain

South Tees University Hospital NHS Foundation Trust

26.09.2013

STR

Sivanthi Sivanadarajah

Central Manchester University Hospitals NHS Foundation Trust

17.09.2013

SPR

Mamoun Abu-Habsa

Barking, Havering and Redbridge University Hospitals NHS Trust

25.11.2013

SPR

Kate Williamson

Ashford & St. Peter’s Hospitals NHS Foundation Trust

04.12.2013

STR

Alison Walker

Harrogate and District NHS Foundation Trust

06.11.2013

Consultant

Supplement editors
This supplement is edited by Mike Beckett (West Middlesex Hospital), Diana Hulbert (University
Hospital Southampton) and Lisa Somers (Barts Health NHS Trust). To contact the editors, please
email: production.emj@bmj.com
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