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CEM News
And so to March, and with it the hope 
that Winter is behind us. Of course there 
is actually very little difference in patient 
numbers and pressures in the Winter 
compared with any other season. It is 
however often the case of a ‘straw break-
ing the camel’s back’ and indicates how 
fragile many systems are. Recent meet-
ings have revealed that many organisa-
tions start planning for Winter in 
September while the DH started back in 
January! I have been pressing the case 
that we need to build a system that has 
year round resilience so that we can 
avoid absurd letters asking us to have 
specific plans for ‘heat waves’, ‘heavy 
snow’, ‘prolonged cold’, ‘seasonal flu’, 
and any other dramatic two word tabloid 
headline.

Many of you will know that I, Kevin 
Reynard (our Dean) and several others 
have twitter accounts. My own is @CEM-
president, and I am delighted to hear the 
instant opinions of fellows and members. 
On the back of the success of our ‘10 pri-
orities document’, we have launched a 
hashtag to highlight progress (#CEM10).

Reviewing these 10, it is heartening to 
note that fellows working for the College 
have enabled run through training to com-
mence this year and transferable compe-
tences to be recognised so that trainees 
can move into emergency medicine train-
ing without going back to year 1.

HEE have funded both extra ACCS 
emergency medicine posts and agreed an 
enhanced 4 year MTI programme with 
the Home Office.

I recently met with Adrian Masters who 
is an executive director at Monitor. He 
stated that reducing emergency admissions 
was a key aim of the organisation and to 
that end he agreed that investing in more 
emergency medicine consultants was both 
evidence based and highly cost effective. 
He went on to suggest that CCGs had 
three funding sources from which to allo-
cate monies to fund these appointments. 
These are: (1) 70% of the acute admission 
tariff allocated to urgent care boards; (2) 
£250 million ‘Winter Pressures’ money; 
and (3) from 2015, the £2 billion moved 
into the ‘Better Care Fund’. He also agreed 
to undertake further analysis of acute care 
tariffs to better understand why all acute 
Trusts lose money providing acute care.

On 4 March, the College is hosting a 
national summit, reviewing the challenges 
this winter has posed, and in particular 
looking to publish examples of actions to 
be taken nationally, regionally and locally 
to increase resilience. These deliberations 
will inform our discussions with DH, 
NHS England and health departments in 
Scotland, Wales and Ireland.

The College has been successful in rais-
ing its profile through the media but has 
also worked to ensure that recent coverage 

is less about problems and more about solu-
tions and showcasing where and when 
emergency medicine is sustainable. This 
does not mean that I or my colleagues are 
unaware that many departments are under-
staffed, overwhelmed and morale is low. 
These circumstances have, and continue to 
be, widely reported. However, much pro-
gress has been made, and I am optimistic 
will continue to be made, and we must 
ensure we promote the specialty at this 
critical time to reverse the consequences of 
failed recruitment and retention.

Back now to Twitter and the opportunity 
to smile and question some people’s rea-
soning. Twitter allows people to ‘follow’ 
you. This means they receive immediate 
notification of any message you post or 
‘tweet’. Each follower has the option of 
posting a short biography. One has to ask 
why someone who has chosen to ‘follow’ 
me would describe themselves thus: ‘Musi-
cian, scientist, home educator, skeptic. I like 
sewers, mineshafts and absinthe, and hang-
ing around underwater Victorian follies in a 
mankini’. Yet more evidence that life is 
stranger than fiction. This may well be a 
rich source of anecdotes and no doubt will 
bring some light relief to the presentations I 
have been invited to give in Manchester, 
Newcastle and Cardiff in the next few 
months. I really do consider meeting col-
leagues in the countries or regions where 
they work to be both a pleasure and a key 
opportunity to ensure the College is ‘doing 
its job’. All feedback is welcome, and these 
occasions provide a relatively rare few 
hours for us all to meet and share opinions.
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This letter has highlighted some of the 
utility and quirks of social media. Many of 
you will be sceptical of its value. If noth-
ing else I would encourage you to create a 
twitter account and follow some of the 
leaders in emergency medicine education, 

including Simon Carley, Cliff Reid and 
Andy Neill. They regularly post links to 
great research studies and eLearning sites 
and content. As this can all be accessed in 
seconds from your phone, it makes for 
ideal coffee time/train journey CPD.

Let me finish by taking this opportunity 
to wish you all some time with your 
friends and families during the Easter 
 holiday.

Clifford Mann

Life as a medical adviser on Casualty
Like many of life’s opportunities it all 
started by accident. I was having a corri-
dor conversation with a past CEM Presi-
dent, John Heyworth, who was relating 
his previous day’s activities—”I had a 
meeting with the Academy of Royal Col-
leges, caught a bit of the Lords’ Test and 
then met a researcher from Casualty”. We 
chatted a bit about the medical politics 
and England’s batting order and as we fin-
ished up to head to the shopfloor, I tried to 
subtly ask about the BBC meeting (John 
Heyworth is one of the coolest people I’ve 
met and I didn’t really want to seem too 
star struck—after all it’s telly. And I really 
love telly). He gave me the email address 
of one of their researchers and there began 
my relationship with Saturday evening 
medical drama.

Casualty is the longest running medical 
drama on television and is broadcast every 
Saturday night with only the occasional 
break for special events and a summer 
break. It regularly has over 5 million view-
ers, or put another way, is watched by 1 in 
10 people in the UK.

My role on the show is as a ‘medical 
adviser’. This isn’t, as it turns out, in any-
way glamorous, and only rarely involves 
trips to the studio in Cardiff, but is a 
mainly telephone and email based job. 
I work with the writers to try to help 
them add medical stories into their story 
arcs. The show works to a strict tried and 
tested formula; usually two ‘guest’ sto-
rylines with some ongoing background 
serial for the regular characters. Stunts are 
a major feature, and so major trauma rep-
resents a disproportionate number of 
cases (it is hard to make ankle sprains dra-
matic, although we have tried). The pro-
cess begins with ‘commissioning’, where 
a writer presents their ideas and is engaged 
to work on a particular episode. My 
involvement usually begins after this with 
a series of telephone calls and emails try-
ing to sort out the medicine for each char-
acter. Many of the writers will have ideas 
about this, but occasionally there is a need 

to try to ‘retrofit’ a suitable diagnosis into 
the drama and may involve trying to find 
suitable responses to an entirely genuine 
email like this one.

“What I’m looking for dramatically is some-
thing like this:

His vital signs have crashed. There is mas-
sive internal trauma from the car crash. What 
do they do to try to save him? They try one 
thing. It doesn’t work. They try something 
else. It doesn’t work. They try something else. 
It appears to work—and then it doesn’t. They 
try shocking him. It doesn’t work. They try 
chest decompressions. They don’t work. The 
team is Zoe, Sam, Tess, Fletch, Linda and 
Charlie. What do they each do and say dur-
ing this resus attempt? I just want it to be 
exciting and dramatic with the patient dying 
in the end.”

Each episode has five ‘acts’ with part of 
the key feature being the ‘act 4 crisis’. This 
is probably the most tricky part—trying to 
find something medically that can happen 
about half way through an episode that 
puts the patient in danger, makes the team 
look heroic yet often requiring the charac-
ter to not only survive but have their 
moment of redemption before the credits 
role. There is a constant battle to find sce-
narios where the patient is not intubated, 
as this lessens even the best actor’s ability 
to communicate, and those with severe 
injuries cannot rush off to theatre as all the 
action needs to happen in the emergency 
department.

Each script goes through five drafts 
before a ‘shooting script’ can be issued. 
Medical advisers read all but one of these, 
and we make notes trying to keep the 
medicine on the right track, occasionally 
suggesting medical dialogue. All of this is 
done in close collaboration with Pete 
Salt, the show’s long term nursing adviser 
who has been involved since the very 
beginning and was the original inspira-
tion for the iconic character that is Char-
lie. The whole writing process takes 
approximately 3 months and there is 
then often a long gap before broadcast; 

hence discussions about Christmas sto-
rylines start in the heat of summer.

Once the final script has been issued, 
that is usually the end of my involvement 
with any particular episode and it is then 
in the hands of the director, editor and 
actors. Despite the script being polished 
and checked, what you see on the telly 
can sometimes, frustratingly, be different 
to the written word. There are advisers on 
set, often emergency department nurses 
who live locally, who try to ensure medi-
cal accuracy but, with so many episodes 
to make, in the rush to get it shot, mis-
takes do slip through, although many of 
these would not be spotted by the ‘lay’ 
viewer.

I enjoy my work with the show greatly. 
It has allowed me to glimpse into the 
strange and mysterious world of televi-
sion, and provides a balance to the some-
times unrelenting real life pressure of the 
emergency department. I know that many 
of my colleagues, both in the emergency 
department and outside, scoff at the pro-
gramme (often not having seen it for 
years), but I take my involvement incred-
ibly seriously. I am a vocal advocate for 
emergency medicine and everything it has 
to offer, both as a career and a service to 
our patients. I still struggle to fathom the 
numbers who watch it and do believe that 
if we do it right, it can have important 
messages about the specialty and what it 
is that we do. One of my proudest recent 
achievements is the team winning a 
“Mind in media” award for an episode 
that discussed anorexia and the compli-
cated issue of capacity and consent in 
mental illness. Yes, in the real world there 
are fewer thoracotomies, cars hanging off 
bridges, explosions and hostage situa-
tions, but I hope that in amongst the 
drama (and after all, at its heart, that is 
what the programme is all about) it gives 
an honest portrayal of what it is we all do.

 Iain Beardsell
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Sim on a shoestring
IntroductIon
Good quality simulation training in emer-
gency medicine benefits not only individ-
ual trainees but multidisciplinary teams 
and entire departments, hospitals and 
regional networks. There is a growing 
body of evidence showing that while 
actual clinical outcome improvements 
afforded by simulation training are hard 
to prove, this approach does lead to sig-
nificant improvements in non-technical 
skills, such as team working and commu-
nication, that have been shown to influ-
ence patient outcomes, particularly in 
high stress and acute settings.1

The use of purpose built simulation 
suites allows high volume, high fidelity 
immersive scenario training which can be 
planned and timetabled. Using high fidel-
ity mannequins and creating a realistic 
clinical environment helps to minimise 
direct interaction with the sim facilitator, 
avoiding the “what am I hearing?” ques-
tion, which disrupts the suspension of dis-
belief required for good quality simulation 
training. However, using these facilities 
may come at significant financial cost and 
is rarely suitable for ad hoc training oppor-
tunities. This article provides some tips on 
running low cost high educational value 
simulation training in your departments.

All simulation scenarios should endeav-
our to take the participants into ‘the zone’ 
where they are sufficiently immersed in the 
experience to act, think and behave as they 
would in the workplace.2 This can be 
achieved through ensuring the environ-
ment, equipment and personnel are as close 
to ‘real life’ as possible, with a realistic level 
of stress for psychological fidelity. Where 
better to run regular emergency department 
simulation training sessions, than on the 
shop floor in your emergency department?

EmErgEncy dEpartmEnt  
In sItu sIm
Emergency department in situ simulation 
is a low cost way of providing multidisci-
plinary training which can also provide a 
useful clinical governance tool. It is a high 
fidelity environment but can use low fidel-
ity simple mannequins which are rela-
tively cheap, robust and rapid to set up 
and clear away. By simulating recent 
actual emergency department cases, it is 
possible to use anonymised radiology 
images/ambulance sheets/ECGs, etc, to 
enhance realism. Multidisciplinary teams 

are able to train in their local environment 
and test local pathways and procedures. 
Emergency department cases, which in 
hindsight may have been managed subop-
timally, can be run again to encourage 
team based reflective practice.

In situ sim can also clarify previously 
unrecognised difficulties (with equipment, 
personnel, environment or local clinical 
pathways) both in the resus room and 
beyond in other critical care areas, such as 
CT, theatres, interventional radiology, etc. 
Potential solutions are often identified 
during the debrief, and can be tested 
safely through future emergency depart-
ment simulation training.

Apps available through smartphone and 
tablet technology can be used to support 
and enhance the delivery of low cost high 
fidelity simulation within the emergency 
department. At the Royal Cornwall Hos-
pital, we have found the following apps 
useful although there are many more 
being developed daily. We have used 
Apple products (iPad and iPhone/iTouch) 
but android apps are also available.

SimMon is a simulated monitor which 
replicates a standard screen from most 
emergency department resus rooms. It is 
displayed on an iPad, and parameters can 
be adjusted easily from another iPad or 
iPhone/iTouch, linked via wifi or blue-
tooth. Cost: £10.

AirBeam is a video transmission app, 
allowing live video feed to be sent to a 
remote audience. Video can be recorded 
for playback at debrief (although it does 
not have the facility to mark segments of 
interest during the scenario). This enables 
higher numbers of participants to benefit 
without crowding the resus room with an 
audience. Local wifi connectivity is 
required with a good bandwith (you may 
need to discuss this with your local IT 
department). Cost: free.

Genius PDF converts pictures from a 
camera phone to PDF format which can 
then be easily emailed. It is a great app 
which makes collating anonymised paper 
records (ECGs, ambulance sheets, blood 
results, etc) easy and able to save with sce-
narios which can be printed as a pack when 
needed. It is also possible to minimise sim 
facilitator interaction by using a wireless 
printer to produce ECGs, blood results, etc, 
from a smartphone/tablet. Cost: free.

Simple mannequins should have a realis-
tic size/weight, be robust and readily 
available for rapid start/stop simulation 

training. Consider your departmental 
need for features such as allowing tracheal 
intubation to take place. Some scenarios 
may work better with medical students 
(or other volunteers, willing or otherwise) 
acting the part of the patient to enhance 
realism, such as combative patient with 
suspected C spine injury.

How to makE It work
Although cheap to run, in situ sim require 
planning and communication to be effec-
tive. You will need to have a plan B for 
when your department is too busy to 
safely run a simulation—an alternative 
venue (eg, decontamination room or sem-
inar room nearby) can be invaluable for 
this. Providing nearby patients/relatives 
with a brief information sheet about what 
to expect in the bay next door saves caus-
ing unnecessary upset, and the responses 
received so far in our unit have been uni-
formly positive. Using simulation training 
to feed to and from local clinical govern-
ance programmes has encouraged buy in 
and enhances the benefit to the depart-
ment and wider trust.

Making regular multidisciplinary simula-
tion training part of the emergency depart-
ment culture takes time, patience, good 
humour and a lot of perseverance! Involv-
ing nursing and inpatient specialty sim 
champions goes a long way towards 
achieving this. Your multidisciplinary 
emergency department sim faculty should 
reflect the participants—this is essential for 
effective debrief and to ensure roles are 
realistic (avoid participants being the nurse 
or ITU consultant). Engage  inpatient 
teams—this has been especially  useful in 
trauma team simulations but requires strict 
adherence to start/finish times to maintain 
regular attendance from all  specialities.

We have found that identifying two 
sorts of sim are useful. We run a 1 hour 
critical illness and a 1 hour trauma simula-
tion each month. We also hold a 15 minute 
daily sim from 08:15 to 08:30 to capture 
the leaving night team following hando-
ver, and cover a single team skill (eg, ‘kit 
off procedure’ for trauma case reception). 
These are rapid set up/clear away scenar-
ios in the resus room, including a 3–5 
minute debrief. They do not always hap-
pen and require significant buy in from 
clinical staff, but have now become part of 
our departmental culture.
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Having a low cost emergency depart-
ment simulation programme does not 
negate the absolute requirement for high 
quality debriefing, so it is essential to 
invest in training for your multidiscipli-
nary emergency department sim faculty. 
The College of Emergency  Medicine’s 
simulation faculty course is highly 

recommended and is available at a  number 
of centres across the UK.

Toby J Slade1, Mark Burgess1 and  
Nicola Jakeman2 

1Royal Cornwall Hospital Emergency Department
2 Royal United Hospital Bath NHS Trust, Emergency 
Department
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Consultant appointments January 2014
The information for the consultant appointments is provided by the College and any errors should be  notified to them and not the journal

name Hospital date appointed previous post

Alastair Jones Peterborough and Stamford Hospitals NHS Foundation Trust February 2013 STR

Julian Garside Peterborough and Stamford Hospitals NHS Foundation Trust February 2013 Staff grade

Thomas Blyth The Shrewsbury and Telford Hospital NHS Trust March 2013 STR

Helen Keeton University Hospital Southampton NHS Foundation Trust February 2013 STR

Annette Rickard Plymouth Hospitals NHS Trust May 2013 Consultant

Tim Nutbeam Plymouth Hospitals NHS Trust May 2013 STR

Louisa Mitchell Plymouth Hospitals NHS Trust May 2013 Locum consultant

Matthew May Plymouth Hospitals NHS Trust May 2013 STR

Roderick Campbell Plymouth Hospitals NHS Trust May 2013 —

Robert Darren Reid Defence Medical Services June 2013 Consultant

Matthew David Boylan Defence Medical Services June 2013 STR

Jon Walker Defence Medical Services June 2013 STR

Mohit Arora Leeds Teaching Hospitals NHS Trust April 2013 STR

Alistair Rennie Central Manchester University  Hospitals NHS Foundation Trust May 2013 STR

Lisa MacKenzie Central Manchester University  Hospitals NHS Foundation Trust May 2013 STR

Emma Farrow North Cumbria University Hospitals NHS Trust May 2013 —

Geraint Evans Hywel Dda Health Board June 2013 Consultant

Witold Liskiewicz Hywel Dda Health Board June 2013 —

Sherif Hemaya Sheffield Teaching Hospitals NHS Foundation Trust July 2013 Consultant

Hasan Qayyum Sheffield Teaching Hospitals NHS Foundation Trust July 2013 Locum consultant

Thomas Mitchell Gloucestershire Hospitals NHS  Foundation Trust May 2013 SPR

John Joseph McInerney Jersey Health and Social Services  Department May 2013 Consultant

Sarah Horne Croydon Health Services NHS Trust April 2013 Consultant

Laura Balica The North West London Hospitals NHS Trust May 2013 Locum consultant

Tamer Sharaf The North West London Hospitals NHS Trust May 2013 STR

Shafi Khan Mid Yorkshire NHS Trust July 2013 STR

Andrew Pountney Mid Yorkshire NHS Trust July 2013 Consultant

Rosie Furse Royal United Hospital Bath NHS Trust June 2013 Consultant

Chris Peter Royal United Hospital Bath NHS Trust June 2013 STR

Teresa Bentley Royal United Hospital Bath NHS Trust June 2013 Consultant

Raluca Ciornei South Tyneside Foundation Hospital June 2013 Consultant

Mir Saaduddin Ahmad Barking, Havering and Redbridge University Hospitals NHS Trust June 2013 Consultant

Atif Latif Great Western Hospitals NHS Foundation Trust June 2013 STR

Dimitrios Kontogeorgis Royal Berkshire NHS Foundation Trust July 2013 STR

Cliona Magee Sandwell and West Birmingham Hospitals NHS Trust July 2013 Consultant

Dilip Dacruz Sandwell and West Birmingham Hospitals NHS Trust July 2013 Consultant

Thomas Massey Odbert Northampton General Hospital NHS Trust June 2013 STR

Sarah Vince Northampton General Hospital NHS Trust June 2013 Consultant

Mike Pearce Northampton General Hospital NHS Trust June 2013 STR

Leesa Parkinson Betsi Cadwaladr University Health Board July 2013 STR

Helen Salter Betsi Cadwaladr University Health Board July 2013 Consultant

Thomas O’Driscoll Betsi Cadwaladr University Health Board July 2013 STR

Mark Witcomb Western Sussex Hospitals NHS Trust June 2013 —

Sarah Hall Western Sussex Hospitals NHS Trust June 2013 Consultant

Colin McDewar Western Sussex Hospitals NHS Trust June 2013 Consultant
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