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The Third Labour
Government
The election of a third Labour govern-
ment in a row will produce changes in
ministerial personnel, but very limited
changes in government policy. The most
controversial of NHS reforms (abolition
of Community Health Council, creation
of Foundation Trusts, introduction of
Payment by Results, and Practice Based
Commissioning) will not require any
new legislation. The reduction of a
Labour majority from over 160 to 60
seats may produce difficulties in some
areas of government policy. However, it
is unlikely to produce similar problems
in health.

John Reid has moved on to his dream
job of Secretary of State for Defence. The
arrival of Patricia Hewitt from the
Department of Trade and Industry
ought to be welcomed. Previously she
worked for Age Concern and the civil
rights pressure group Liberty before
becoming Press Secretary and later
Policy Co-ordinator for the Labour
Leader Neil Kinnock. She then became
Deputy Director of a centre left think-
tank, The Institute of Public Policy
Research in 1989, followed by a stint
at Anderson’s Consulting, and Deputy
Chair of the Commission for Social
Justice. Mrs Hewitt entered parliament
in 1997 and was elevated to the Cabinet
in 2001 and poached the IPPR Health
Researcher Miss Kendle as a special
advisor. She is considered to have a
listening style of government, which
was apparent when she quickly rang a
number of health leaders the day after
her appointment as Secretary of State
for Health. She will be joined by three
new ministers; Jane Kennedy, Caroline

Flint, and Liam Burn and two familiar
faces, Rosie Winterton and Lord
Warner. Melanie Johnson lost her seat
at the last election and Stephen
Ladyman has moved to be Minister of
the Department of Transport and John
Hutton has been promoted to Cabinet
Member.

Emergency Care will be at the top of
the list of difficult health areas faced by
Patricia Hewitt and her civil servants.
Emergency admissions rose by a steady
14% between 1997 and 2003, with a
jump of 6% occurring between 2002 and
2003, this trend continued into 2004
with a 7% increase in the number of
emergency admissions. Only one
Strategic Health Authority (SHA) has
managed a 5% reduction in emergency
beds in the previous 12 months. This is a
target that all SHA’s need to achieve by
2008. It is widely assumed that the
meeting of the 98% target for 4 hour
admission or discharge has produced a
perverse incentive of inappropriate
short-stay emergency admissions. A
debate will need to take place, which
will allow the A&E Targets to be
clinically owned but also relevant to
care. Most A&E departments are victims
of their own success as patients are now
well aware that they can be seen within
a few hours in A&E and are voting with
their feet by attending A&E in increas-
ing numbers. The problem is com-
pounded by the apparent inability of
patients to see their GP in a timely
fashion. This was highlighted at the
question time appearance of the Prime
Minister where a majority of the audi-
ence felt unhappy with the present GP
booking system where some practices
only offer appointments up to 48 hours.
This system may have the added inflex-
ibility of struggling to offer patients

urgent appointments within a few hours
where needed. Since November 2004,
the majority of PCT’s now have respon-
sibility for out-of-hours care. I would
imagine that the government will focus
on the Emergency Care Networks ability
to ensure urgent primary care provision
is available with direct referral from
A&E departments to this stand-alone
service. This will happen both for in-
hours and out-of-hours, as this distinc-
tion only exists in the minds of GPs and
their managers but not in the minds of
patients.

A number of other initiatives will also
have an impact on emergency care. The
introduction of Practice Based
Commissioning and Payment by
Results may at last motivate general
practice to take ownership of urgent
primary care attendees. Practices may,
on their own or with groups of other
practices, take on the commissioning
budget for the majority of health care.
They may decide to take on the budget
for emergency care, covering Walk in
Centres and Accident/Emergency. At
present there are three proposed tariffs
for emergency care attendances. Practice
Based Commissioning may sensibly
concentrate on the lowest tariff and
develop services to which they will insist
that A&E refer patients, or they may not
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get paid. Practice Based Commissioning
clusters may provide themselves, or
contract out the provision of urgent
primary care centres – similar to the
Australian model. If the cost of the
attendances can be organised so they
are less than the Payment by Results
tariff then you may find a quick explo-
sion in these centres.

The Government is also very keen to
encourage the private sector into provi-
sion of primary care and elective sec-
ondary care. Private provision of
primary care may expand in areas where
there are a number of GP vacancies,
practices offer poor services, or the new
enhanced services like minor surgery
may not be offered. Independent treat-
ment centres will proliferate as the
Government sees them as providing a
good return compared to other new
NHS investment. The next big target
goal is the maximum 18 week wait from

GP referral to treatment for all patients
by 2008. At present one of the large
blocks in this pathway is access to
diagnostics. There will be significant
initiatives ensuring GPs have greater
access to these and also rapid expansion
in the provision of diagnostics. I would
hope that emergency care would have
equal access to these new diagnostic
packages. Patient choice will have a big
impact on GPs and elective care but is
unlikely to have much impact in emer-
gency care and I imagine this area may
even be excluded altogether.

It is likely that there are a number of
hospital closures in the pipeline, which
have been deliberately stalled because of
the recent election. The closures may
come about as a result of a mixture
of implementation of junior doctor
hours, cost saving exercises, and clinical
governance initiatives to ensure safe
patient care. Most of these closures will

have to take place in the next 2 years so
they are not occurring at the time of the
next election. I am sure many A&E staff
are aware which hospitals are likely to
fall under the sword.

The significant growth in funding of
about 9% per year is likely to stop in the
year 2008/09. This is likely to coincide
with the next election. The government
is hoping that by then most of its
reforms will be complete, the 18 week
target has been hit, hospitals which
need closing will have been closed,
urgent primary care access has been
sorted, and there has been a slow down
in A&E attendances. Let’s wait and
see.

TOM COFFEY
A trustee of the New Health Network, a left-

leaning body committed to sustainable health
services modernisation.

* * * * *

EMTEL newsletter
Ghufran has asked me to put together
some ideas about what is happening on
the Faculty Research Committee as I am
the trainees’ representative, and it’s
high time I did something to earn my
keep.

Conferences
The main purpose of the committee is to
foster academic research in Emergency
Medicine in the UK. In the short term
this means organising the Faculty
Scientific meeting each year, which is
going to be in Edinburgh this year.

With FAEM and BAEM drawing ever
closer, in time they will coalesce (and
we will only have to pay one subscrip-
tion!) and the BAEM and FAEM con-
ferences will become the spring and
autumn conferences of the combined
BAEM/FAEM. The spring will be more
practical, and the autumn more scien-
tific (much as they are now, in fact). It
is likely that the spring conference will
be in London each year, and the autumn
one elsewhere.

Critical appraisal, CTRs, and
RFALs
The research committee has also
recently taken over responsibility for
the teaching of Critical Appraisal.
Regional responsibility for this will fall
to the Regional Faculty Academic Lead
(RFAL) in each region. The title for this
particular group of people changes every
time we have a meeting but they are
what used to be the Regional Research
Advisor. They should be organising an

annual or biannual Research Day in
each region. If you don’t know who your
RFAL is, they are appointed by your
STEC, so you can find out from them.

In the future, Critical Appraisal is
probably going to be assessed early on in
your career as a Registrar, about year 3.
It will become one of the work based
competencies, as emergency trainees
will undergo competency-based assess-
ment, much as they do in Anaesthetics.

CTR will be appraised in year 4. If you
have a publication in a peer reviewed
journal, done during your time as a
Registrar, then you will not have to do a
CTR; the thinking is that by doing so,
you will have demonstrated the skills
necessary. I think we could argue that
any publication at any time demon-
strates the correct skills, and if you
didn’t want to do a publication, you
could still just do a CTR

‘‘Professional’’ and ‘‘amateur’’
research
For me, research falls into two cate-
gories. There are the ‘‘professionals’’
with academic posts, who have to
publish to maintain funding, and there
are the ‘‘amateurs’’ who are trying to do
a bit of research for interest (or trying to
fill that vast barren wasteland on the
CV).

The committee looks after both
groups. For the professionals there is
discussion of a specific F2 post that will
lead to academia, and also high level
political manoeuvring to do with
research funding, during which, I must
admit, my eyelids tend to droop a little.

For us mere mortals, the role of the
RFAL is being beefed up and supported
and it is hoped regionally they can help
people get started with projects, wade
through the nightmare of ethical
approval and, most importantly, get
through to publication. Every journalist
is supposed to have a half written novel
on their hard drive. How many of us
have some project which never made it?

To help, research funding is still being
given out, and not just to super-research
bods. Anyone who wants to do a bit of
research and needs a few hundred
pounds – for example, for stationery or
travel – would stand a good chance. The
key criteria are that the planned
research be relevant to Emergency
Medicine and of reasonable quality.
Look at the research part of the
Faculty website www.faem.org.uk/site/
research/research.htm.

You have to submit a research pro-
posal but this is just two sides of A4. We
do give out money on a regular
basis! There is still loads of research to
be done in Emergency Medicine (just
see how many BETs say ‘‘no evidence
either way’’) and so plenty of opportu-
nity to do something manageable but
still publishable.

Finally, I will only be on the commit-
tee for about another year. If anyone is
interested in research, four trips to
London a year, and mingling with the
‘‘great and the good’’ of the world of UK
Emergency Medicine I would strongly
recommend it.

ANDY ASHTON

2 EMJ Supplement

www.emjonline.com



Tips on…Being a
pregnant SpR in
Emergency Medicine
Juggling pregnancy with work as an ED
SpR brings its own set of challenges. We
gained a lot from reading official docu-
ments, from colleagues and later on
from patients and complete strangers
who seem very willing to stop you
whilst out shopping and pass on their
advice.

As every women and every pregnancy
is different we have welcomed all this
advice, and would like to pass on some
of our own advice tailored in Emergency
Medicine.

N First, tell your educational mentor as
soon as possible. There are Health
and Safety issues pertinent to all
stages of pregnancy such as avoiding
potentially infectious patients and
more general risk assessment issues
such as radiation exposure and the
avoidance of violence and stress. To
quote a lead nurse in Occupational
Health, ‘‘I hate it when someone in
A&E is pregnant, it’s such an unpre-
dictable environment!. If you have
any worries Occupational Health
should be the first point of call for
information, support, and the neces-
sary investigation and treatment.
Your departmental manager should
perform a risk assessment of your job
and working environment for risks
such as radiation, chemicals, spil-
lages, biological fluid exposure,
equipment use, exposure to volatile
gases, and violence.

N Telling colleagues early can be help-
ful and helps explain ashen-faced
departures from the shop floor
and the avoidance of febrile spotty
children.

N It is important to take breaks during
a long shift, keep yourself hydrated
and eat well (not just chocolate and
crisps from the hospital shop).

Maternity Guidance notes from the
BMA as well as your local Trust
Maternity Policy are invaluable and we
advise you to obtain them early on, read
them and don’t hesitate to pick up the
phone for further clarification. The most
important points to remember are:

N Irrespective of your length of service
and hours worked, you are entitled
to a maximum of 26 weeks mater-
nity leave (called Ordinary Mater-
nity Leave). If you have one year’s
continuous service at the 11th week
before the due date, you are entitled
to an additional 26 weeks maternity
leave.

N Decide when you want your mater-
nity leave to start (anytime from 29/
40).

N If you wish to work in the last 4
weeks before your due date you can
be asked to provide a fitness to work
certificate from your GP.

N Read and re-read the maternity pay
entitlements. Essentially if you have
12 months continuous NHS service at
week 29/40 and intend to return to
work for a minimum of 3 months,
maternity pay (inclusive of Occupa-
tional and Statutory) will be paid at:
Full pay for weeks 1–8, then half pay
plus the lower rate of SMP for weeks
9–26.

N Obtain a MAT-B1 Certificate from
your midwife and photocopy it
several times (your partner will need
a copy to claim paternity leave).

N Inform your Consultant and the
Postgraduate Deanery (they will need
to advertise and fill your post) in
writing of your pregnancy, date of
maternity leave and EDD.

N Inform your Medical Staffing Depart-
ment at 25/40 of your pregnancy,
date of maternity leave, EDDY, length
of continuous service and intent to

return to PHS practice following
leave (this is important to obtain
maximum maternity pay). Also give
them your MAT-B1.

N It is advisable to inform the Human
Resources a minimum of 28 days
prior to your intending to return to
work.

N If you are interested in flexible train-
ing you must contact your Regional
Flexible Training Advisor (if applic-
able) and apply for early approval.

It is also important, financially, to
inform the GMC, BMA, your College of
Faculty, and your defence organisation
as many offer reduced fees for doctors
on maternity lave. It may also be a good
time to file your own tax return, if you
don’t already. Also think about what
child-care arrangements will suit you
best as some nurseries can often have a
waiting list of over a year.

Antenatal care is important and it
can be difficult to make the transition
from doctor to first-time-Mum-to-be.
Appointments should not be missed just
because you can check your own BP,
perform your own urinalysis, and have a
quick listen with a Doppler at work.
Advice from Midwives can be invaluable
– don’t hesitate to ask what may seem
to be stupid questions; they will have
heard them all before. It can also help to
discuss your own experiences of preg-
nancy and childbirth gathered from
student attachments and previous jobs
to help you realise that for most women
everything is straightforward and not
skewed towards early pregnancy bleed-
ing, hyper-emesis, pre-eclampsia, and
neonatal resuscitation.

In the halcyon days of maternity leave
before your baby arrives it may be time
to resume long forgotten hobbies; may
be you could plan future research.

Finally, keep in touch with your
Department whilst you are away, they
will want to meet your new baby if
nothing else!

EMMA HEARN
CAROLINE SMITH
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The Faculty Textbook

Why should we bother with a
Faculty textbook?

The rationale for publishing a compre-
hensive textbook on emergency medi-
cine can be considered from two points
of view:

N The current and future demand, both
nationally and internationally

N The limitations of texts currently
available

It follows from what has been said
already about the exam that we need to
have a text that provides the knowledge
required by the specialty. Obviously this
information is already out there – but in
many varied forms. We need to have a
single source that describes our consid-
ered opinion. There are also increasing
numbers of people who are becoming
involved in various aspects of emer-
gency medical care. A number are very
keen to tell us what we should be doing
and how. Some of this advice may be
correct, but we are the people who are
most likely to know what our patients
need. We have a great body of know-
ledge and skills – this needs to be
focused into providing a text from
which we can all benefit.

There are many excellent small books
covering either specific aspects of
Emergency Medicine or giving a cursory
view of the entire subject. Neither type
has the depth or breadth to satisfy the
full requirements of our curriculum.

At the other extreme, the stand-alone
emergency texts, also fail to completely
cover our current requirements.
Crucially they do not address the issue
of the undifferentiated patient present-
ing to the emergency department – for
example, breathlessness – and linking
this with evidenced based guidelines to
the management of particular condi-
tions – for example, asthma, COPD, left
ventricular failure. The majority also do
not take into account the rapid change
in our specialty and the difficulties of
keeping up to date. Finally, any poten-
tial market is limited to EM personnel
because those working in other acute
specialties would be discouraged by
having to buy the whole text to get the
information they require.

So what are you recommending?

Like most things in life there are
options. We could do nothing. This has
the significant advantage that it means
less immediate work and will not upset
people. On the down side, it will permit
unfocused educational development and
runs the risk of us having to inherit a

textbook designed by personnel outside
the specialty.

Alternatively we could take the initia-
tive and write our own textbook. At one
level this could be an expansion of the
current syllabus in the curriculum. This
would be relatively easy to do but
assumes there is a common baseline of
knowledge and practice. Alternatively a
comprehensive text could be produced.
This would involve much more work,
upset some, and not be cheap to buy. It
will be thought a white elephant by
some, an irritation by more, and not
achieve all its intended goals. But
though it will initially be malformed,
ugly, and unloved it will be ours, and
one it will become Cinderella and go to
the ball!

How do you propose to take this
forward?

My plan is to try and keep this as simple
as possible while still achieving the
following aims:

N Cover the key parts of the curriculum

N Be comprehensible, memorable, and
relevant to A&E practitioners

N Be in paper and electronic form
initially

N Establish a structure that can be
updated electronically

To do this I have divided the curricu-
lum into seven sections, each led by
established Emergency Medicine per-
sonnel, see table below.

This editorial group is truly interna-
tional. With over 100 books between
them, they have considerable experience
in Emergency Medicine as well as
writing on the subject.

An active writing style will be used to
encourage reader interest and retention
of knowledge. The topics identified in
the ‘‘presenting complaint’’ section need
to be pithy, didactic and, ideally, finish
with clear EBM protocols or guidelines
on how these conditions should be dealt
with initially. There also needs to be
well developed links between this ‘‘no
nonsense’’ approach and the more
detailed discussion of the topic in the
‘‘specific condition’’ sections. For these
other chapters the text will be more
relaxed, friendly, and discursive. A
variety of methods should be used in
the chapters.

Within each section, topics will be
broken down into bite-sized pieces that
can be tackled by at least two writers
working as a team and complying with a
set format. In this way large topics – for
example, tachycardias – will be tackled
by many teams, each responsible for a
particular part – for example, AF – but
writing in a consistent fashion. The
separate teams will then have the
responsibility to maintain their particu-
lar topic to make sure it remains up to
date. This text will therefore give the
reader the framework of our specialty.

An editorial committee will review
the updates and feed these back to
subscribers regularly along with an

Section Editors Title

1 Prof K Mackway-Jones (UK) Presenting complaints
M Cooke (UK)
M Shelly (UK)
P Freitas (Port)
D Meeuwis (Hol)

2 M Clancy (UK) Emergency Internal Medicine 1
J Benger (UK)
A Gray (UK)
A Brown (Aus)
W Hazel (Aus)

3 Prof T Hodgetts (UK) Emergency Internal Medicine 2
J Wyatt (UK)
T Brown (Aus)
R Boyd (Aus)

4 J Wardrope (UK) Trauma and musculo-skeletal injuries
D Skinner (UK)
J Merino (Port)

5 I Maconochie (UK) Paediatric emergencies
F Davis (UK)
T Beattie (UK)
J Benito (Sp)

6 Prof I Greaves (UK) Prehospital and environmental emergency
care

G Johnson (UK)
Prof C MacFarlane (SA)

7 Prof W Bailey (US) Emergency Diagnostics
P Driscoll (UK)
J Harris (UK)
A Rudenski (UK)
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alert. In this way practitioners would
have the benefit of current information
on key topics described in a way
relevant to our specialty. Unlike other
updates, the panel will modify all
appropriate parts of the textbook so
the whole body of knowledge evolves
over time.

How big is this going to be?

Well there are going to be seven sections
initially. Ideally I would like to see these
as separate books because I feel the
range of subject matter justifies it.
Commercially it would also be better

because each section could then attract
non-EM readers. However, its final form
will ultimately depend on time scales
and how the contributions go. The
stopgap will be seven sections in the
first edition, with later versions expand-
ing and becoming stand alone texts.

Is there any interest for this
project?

Yes there is. Following David’s Skinners
appeal 148 people have pledged money
and 74 have offered to write. CUP have
also offered strong support to publish it.

What is needed now?

The editors will be contacting those who
have offered to help. They will be
provided with a chapter template and
told which particular part they should
concentrate on. Would-be writers who
wish to be involved, or offered help and
have not heard by the time of reading
this supplement, should contact the
editors directly to make sure their offer
of help has been received.

PETER DRISCOLL

* * * * *

Unsolved problems in
Emergency Medicine

Is the productivity of the SHO in
emergency medicine declining?

When the first draft of the ‘Way Ahead’
document was being drawn up almost
15 years ago it was assumed that the
average A&E SHO saw 2.5 patients an
hour. This seemed a low figure at the
time, but was explained by the fact that
in many departments there were long
periods in the night when there were
very few patients to be seen.

Now many consultants find their
SHOs are seeing one patient an hour or
less, and increasingly the middle grades
are doing the bulk of the work. If this is
true, what can be the cause of this
astonishing decline in productivity?

It might be thought that today’s SHOs
work in much more favorable condi-
tions than their predecessors. They work
shorter hours so should be less tired. In
most departments they have more
robust teaching programmes, better
middle grade supervision and more

consultants than 10 or 15 years ago.
There is no shortage of well qualified
applicants, so if we are not appointing
the best there is something wrong with
our selection procedures.

It is too simple to blame today’s youth
and claim that they don’t know how to
work: ever since the world began each
successive generation has thought that
the young were idle, dissolute, and
generally a disappointment.

Perhaps we are seeing more sick
patients needing more complex treat-
ment, while the minor cases are increas-
ingly seen by nurse practitioners or in
minor injury clinics? Maybe, but often
the SHOs complain that they cannot get
involved in the more difficult cases
because the middle grades take over.

Perhaps today’s doctors are just more
thorough and make fewer mistakes?
This doesn’t sound very likely.

Is it possible that the recent changes
in pre-registration training have pro-
duced doctors who find it difficult to
make decisions under pressure? We are
all familiar with the new SHO who
cannot suture in spite of having spent 6
months as a house surgeon. If so then
this suggests that the pre-registration

year, which should guide the transition
from student to competent doctor, is not
serving its purpose well.

Or perhaps the culprit is the wide-
spread introduction of computer sys-
tems? Are our doctors spending too long
entering data, outcomes, and diagnoses?
If this is the case, then the cost of
adopting IT systems that are not suffi-
ciently user-friendly has been very high
indeed. The loss of staff productivity
would far outweigh the capital and
maintenance costs of the system.

The effect of the decline of the SHOs
productivity has perhaps been masked
by the extra staff, which many hospitals
have taken on to meet the 4 hour
targets. It may be that in future they
will see even fewer patients as we take
on foundation year doctors for 4 months
with responsibility for an elaborate
educational programme. Some of these
changes may indeed prove to be irrever-
sible. Before we accept this, though we
should be looking at the way our
departments are run and asking our-
selves why our junior doctors today are
so much slower than their predecessors
looking down at us from the team
photos of a decade ago.
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Interview with Mike
Clancy, Chair of the
Faculty Curriculum
Working Group

Why is the curriculum so
important?
Well, one of the principal functions of
the Faculty is to prepare the trainee for
independent practice as a consultant in
Emergency Medicine. The curriculum
provides the road map for that
preparation.

Ok, so define for us what a
curriculum is.
The curriculum sets out the intended
aims, objectives, content, experiences,
outcomes, and processes of the educa-
tional programme intended to provide
Emergency Physicians with adequate
knowledge and sufficient clinical experi-
ence to be safe, expert, and independent
practitioners functioning at consultant
level.

Why the big interest in the
curriculum now?
Well, it has been acknowledged that
there is a need for a clear and detailed
definition of the specialty of Emergency
Medicine. Being clear what we are and
what we do is important especially in
the present climate of change in the
provision of healthcare. The curriculum
provides a way of defining ourselves and
our area of expertise. At the same time
there has been a need for all medical
training bodies to standardise their
curricula to meet the standards set by
the PMETB and this has provided added
impetus and guidance.

So, how did you go about
developing the new curriculum?
We built on the work done for the
existing Faculty curriculum and
reviewed other Emergency Medicine
curricula, specifically those from North
America and Australasia. At the same
time we reviewed how other UK colleges
(RCP, RCS, RCCH) were tackling the
problem by looking at their training
documents. Using the educational
expertise of the board of the Faculty,
enthusiastic consultants and trainees,
the curriculum was drafted and under-
went several iterations. Once this was
complete it was made available to
trainers and trainees at the November
2004 meeting held in Leeds and further
feedback has been helpful in revision.
The working group responsible for its
generation (Ruth Brown, Lisa Munro

Davies, Angela Clarke, and myself) were
keen that the document be forward
looking with the Emergency Depart-
ment at the centre of training.

Does the curriculum just cover
SpR training?
No. It is intended to describe all the
postgraduate educational experiences
that can be provided by the Emergency
Department and thus covers both cur-
rent SHOs and SpRs. This was done in
anticipation of the changes being
brought about by the MMC and mirrors
the generic curriculum of the MMC
foundation programme. The curriculum
therefore gives a clear idea of what is
offered and how that fits in with the
whole training process through to con-
sultant level. Those who have completed
their training should find the curricu-
lum helpful as the knowledge skills and
attitudes needed are the same for both
trainees and trainers and new and
emerging areas will be highlighted.

So, how is the curriculum laid
out?
Currently there are the following seven
sections:

1. The standards used for the curricu-
lum (as advised by the PMETB).

2. What is an Emergency Physician?
3. Responsibilities of trainers and

trainees.
4. Professional development of an

Emergency Physician and generic skills.
5. Specialty specific knowledge and

skills.
6. Appendices describing the Basic

Sciences curriculum for MFAEM part A.
7. Radiology and practical procedures

for the FFAEM and a recommended
reading list.

Throughout the document there is a
standard format – objectives, clinical
problems, knowledge, skills, and atti-
tudes. The types of learning experiences
are also specified. These are predomi-
nantly work based-learning from prac-
tice, learning from trainers either by
working alongside or in specified one to
one teaching, learning from formal
teaching situations such as group teach-
ing within the department and regional
teaching programmes. Self directed
learning is key, as well as attending life
support courses. Assessment methods
are also suggested.

Tell us more
Well the methods are indicated in each
section but include the following, which
are being used in the Foundation
programme. Observed care of unselected
cases during working time, Mini Cex,
DOPS, and case based review. These

could form part of RITA process making
it more robust.

Where do secondments fit into all
of this?
We need to recognise that secondments
have not always worked well, with
trainees feeling supernumerary, often
not seeing and doing what is needed,
supervised by in patient consultants
who may not be clear as to the learning
objectives. The curriculum recognises
that in the future the majority of the
training should be Emergency
Department based. An understanding
of the care received beyond the depart-
ment is important and is best obtained
by being part of the team responsible for
the care within the Emergency
Department and following the patient
through for the first 4-6 hours of their in
patient care. For example, gaining
experience in general surgery may be
better gained by seeing all surgical
emergencies coming through the
Emergency Department and attending
the immediately relevant ward round.
Time in theatre or out patients is
unlikely to be useful in this case.
Clearly some knowledge and skills are
best acquired away from the ED with
dedicated time in another setting, and
anaesthesia and intensive care would
be prime examples of this. Some out-
patients sessions can be very relevant –
for example, hand clinics – but others
may be full of cases of little educational
value to emergency medicine – for
example, lots of children with grommets
in ENT outpatients. So we should be
moving away from the fixed thinking of
secondments and asking how to best
achieve the objectives of the curriculum.
This may be with dedicated time away
from the department but may increas-
ingly involve follow through of patients
and limited use of outpatient clinics.
This is an evolving picture and local
solutions may differ but the underlying
principle – how do you make the best of
the learning opportunities that are
available – should guide thinking. In
the meantime however, the existing
regulations relating to secondments are
still applicable.

Where does protected time fit into
all of this?
I am conscious that there is some
variability between departments and
regions as to how this is defined and
in my own region we have only recently
drawn up a consensus. However, the
curriculum is quite clear that protected
time, like all other training time, should
be used to achieve the knowledge skills
and attitudes specified in the curricu-
lum. All protected time should have that
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focus and be department based with
clear educational goals set with the
trainer. Protected time spent away from
the department should have the prior
agreement of the trainer. Trainees must
use their study leave effectively and
recognise the importance of personal
study outside of their contracted hours.

OK, so is the curriculum ready to
run and where can I get it?
Well as you can see there are some
significant changes with important con-
sequences both for trainees and trainers.
The process is planned to be evolution-
ary and what we have now is the
beginning of a process that will be
refined as we identify better ways of
doing things. But we have to start
somewhere! The adult curriculum will
be available on the Faculty web site by
the time this article is published at
www.emergencymed.org.uk within the
Faculty section.

So, is Emergency Paediatrics
dealt with separately?
Yes, we took the decision early on that
paediatrics was so distinctive, that try-
ing to integrate it with the adult section
was not the best way forward. So a
separate paediatric curriculum is being
developed along the same principles and
similar lay out.

There seem to have been a lot of
changes to the examination
process lately. Will the
curriculum keep changing?
I agree. We need a period of stability to
allow the curriculum to become
embedded in practice. It will, however,
be under continuous review in the light
of new developments, feedback from
trainers and trainees and the examina-
tion committees. The curriculum will be
updated yearly by the curriculum com-
mittee. Any changes are expected to be

limited and will be highlighted. It is
hoped that such changes will be the
focus of some of the educational activity
of the two major conferences each year.

So, has it been worth the effort?
Yes. We have a vibrant healthy evolving
speciality and we shouldn’t be afraid of
that. By providing clear ideas of what
we need to know and do, a clearer
framework for training and ongoing
education is being specified. The way
trainers teach and assess is changing
across the whole of medicine and these
changes represent a significant chal-
lenge and I hope the curriculum helps
our specialty to meet that challenge. A
‘‘Heads of Training’’ meeting inviting all
STC chairs, Faculty regional advisors,
programme directors and SpR represen-
tatives will be held at the Faculty on 9
September 2005 and will be a crucial
step in widening the dialogue about
these important issues.

* * * * *

Overview of the results
of the FFAEM in
Glasgow, April 2005
The Fellowship of the Faculty of A&E
Medicine is held twice a year and is the
culmination of the training programme
– success leads to a CCST in Accident
and Emergency Medicine. The exam
consists of four individual sections, an
academic viva including critical apprai-
sal and an opportunity to discuss the
candidates written topic review, a man-
agement viva, and a clinical section in
two parts – a short answer question
paper and an OSCE exam. (OSCE exams
are clinical exams where the candidate
has to demonstrate a series of clinical
skills, in short time frames, and are
marked by strict criteria on a modified
checklist hence the objective structured
clinical exam title.)

In April 2005, 47 candidates sat the
FFAEM exam with an overall pass rate
of 77%. Eighteen candidates gained
three or more good or excellent passes
in the four examination sections. Ten of
the 11 candidates, who failed, did so

because they failed to satisfy the exam-
iners in one or both of the clinical
components. Only one candidate failed
the academic section and was not able
to compensate by a good performance in
the management viva.

In the clinical components, OSCE
stations assessing clinical skills (cardio-
vascular examination and airway man-
oeuvres) and those assessing conflict
resolution or sexual history taking were
found to be the most challenging. In the
short answer paper, the performance of
the cohort of candidates was poorest in
the management of a patient with
cardiac chest pain (NSTEMI), diagnos-
ing and suggesting treatment of a skin
rash, management of severe acute pelvic
inflammatory disease, and treating a
child with croup according to national
guidelines.

These results mirror the results of the
previous two sittings of the exam where
the clinical components have been
emphasised (50% of the exam content)
and candidates are required to pass the
clinical section independently of the
academic and management sections.

The Education and Examination
committee would recommend that

preparation for the exam is focused on
planned and structured observation of
clinical skills in the workplace, either by
consultants or by peer review, with clear
feedback to the candidate. The standard
expected in the examination is the
standard consistent with any post grad-
uate exam – for example, consistent
with an ‘‘MRCP type examination tech-
nique’’. In addition, the exam will
frequently involve the candidate in
demonstrating use of evidence based
guidelines or algorithms for the man-
agement of common conditions where
they are used in every day practice in
this country – for example, the APLS
algorithm for managing status epilepti-
cus.

Candidates and trainers should read
the up to date regulations at http://www.
faem.org.uk/site/downloads/documents/
Jan2005 / RB - FFAEMregs - Jan05. doc,
which set out the standards and
marking criteria for all sections as well
as giving examples of recent manage-
ment and other topics examined.

RUTH BROWN
PETER DRISCOLL
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A ROUND UP OF
FORUM NEWS FROM
FASSGEM
It is Doctors and Dentists Pay Review
Body report time again and surprise,
surprise, the Pay Review Body has
recommended that no substantial
changes be made to the process for
remuneration of Staff Grades in acute
specialties. The stated rational for this
further blow to SAS morale being that
‘‘A new contact is just around the corner
and, therefore, there is no point in
changing the current structure of remu-
neration’’. Yet again it seems that our
pleas for equity of pay have fallen on
deaf ears!

So what of the new contract?
Negotiations have commenced and
FASSGEM has been in contact with
many members of the BMA’s
Negotiating Committee. I am reassured
that the Negotiating Committee has
listened attentively to the representa-
tions that we have made to them about
our specific needs in our specialty of
Emergency Medicine. To reinforce this, I
have recently had a letter from the
Chairman of the Staff and Associate
Specialists Committee of the BMA (Mr
Mohib Khan) and in this communica-
tion he stated ‘‘We are doing everything
possible to take forward the concerns of
your membership and will be taking
account of the on-call, out of hours
work and work intensity of your forum

members. Many SAS Doctors share
similar concerns over working condi-
tions and remuneration and we will be
certain to keep all specialties informed.
We hope to achieve the recognition that
is due to SAS Doctors for the vital work
that they do for the NHS.’’

It is essential that all members keep
abreast of how these new contract
negotiations are going. All FASSGEM
members should register their details on
the BMA website (www.bma.org.uk/
sasregister); this will enable the BMA
to send out regular updates and also to
lobby members for their opinion on
different aspects of the negotiation
process. Please note you do not need to
be a BMA member to register for this.

After a protracted period of lobbying,
it is now appears that a Staff and
Associate Specialist Representative will
be elected onto the Post Graduate
Medical Education and Training Board
(PMETB). We have felt for a long time
that the only way that this Board can be
equitable in its approach towards Staff
and Associate Specialist Practitioners is
for our group to be represented at Board
Level; it finally looks as though this is
going to come to pass. In a recent
communication the Acting Chairman
of PMETB has acknowledged that there
are a number of key areas which we
need to discuss with the board, espe-
cially with regard to the training and
assessment aspects of PMETB’s work.
PMETB is due to go live in September of
this year and up to date information can

be found both on the PMETB website
(www.pmetb.org.uk) and also on the
FASSGEM website.

The new FASSGEM website is now
live. It forms part of the joint websites of
BAEM, FAEM, BAETA, and FASSGEM.
It can be visited at www.emergencymed.
org.uk.

Our email mailing list is developing
well with other 200 FASSGEM members
already listed on it. If you have not been
getting regular emails from FASSGEM it
means that we do not have your details.
If this is the case, please send them to
fairviewshipham@btinternet.com as
soon as possible to make sure that you
do not miss out on the latest news.

The FASSGEM Annual Conference
2005 will be held at the Beardmore
Conference Centre in Glasgow from 29
November to 2 December 2005.
Bookings can be made from now
onwards, although if you wish to take
advantage of the Early Bird booking
scheme, you should do so by 1 August
2005. Further conference details and a
booking form can be found on the
FASSGEM website.

Finally, I would like to thank all of
those who took the time and trouble to
respond to the FASSGEM survey. A
summary of the results of this survey
can be founded posted on the website.

DR ANDREW NEWTON
Associate Specialist in Emergency Medicine

Chairman of FASSGEM

Consultant appointments February to April 2005. The information for the consultant appointments is provided by the Faculty
and any errors should be notified to them and not the journal

Name Hospital Previous post

Anthony J Adams Hinchingbrook Hospital Locum consultant
Stephen D L Davies Salisbury District Hospital Unkown
Darren J Dewhurst General Infirmary at Leeds SpR, Yorkshire
Linda K Dykes Ysbyty Gwynedd, Bangor SpR, Merseyside
Robert Eager Royal Liverpool University Hospital Locum consultant, Mersey
Francesca Garnham Chelsea & Westminster Hospital SpR, London
M Magnus Harrison University Hospital of North Staffordshire

(Stoke on Trent)
SpR, University Hospital of North Staffordshire
(Stoke on Trent)

J James General Infirmary at Leeds SpR, Yorkshire
Yasmin K Kapadia Queen Elizabeth Hospital SpR, S E Thames
Christopher J Manlow Torbay Hospital Locum Consultant, Plymouth
Jacqueline Maplesden Milton Keynes General Hospital Locum Consultant, Milton Keynes General Hospital
David K Pedley The James Cook University Hospital SpR, Scotland
Cilla Reid Peterborough General Hospital Consultant, Lister hospital
J Rippey Royal Liverpool University Hospital Locum consultant, Mersey
Sean R R Williams Northwick Park Hospital SpR, N W London
Richard M Wright Leicester Royal Infirmary SpR, Leicester Royal Infirmary
Mohammad I Zia University College of London Locum consultant, Essex
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