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National Clinical
Director for Patients
Experiencing
Emergency Care
We met Mr Ashbridge in a very impressive
office overlooking the London Eye. His role
involves coordination in the development of
strategy to ensure the reformation of emergency
care is not forgotten just because the waiting
time targets are achieved. The recent Health
Commission report highlighted the variations
in the quality of care of older people and
children in UK emergency departments. We
were impressed by his enthusiasm to improve
the quality of service to emergency patients.

IT’S A VERY IMPRESSIVE JOB TITLE
– TELL US WHAT IT MEANS
We wanted to look beyond the 4 hour
target and pay attention to look at what
it means for patients to be managed in
different ways. In many instances most
of us would equate good clinical care
with a good patient experience, and I
would support that view, but often we
don’t follow up on some of the softer
areas of practice, such as giving good
information to patients and making
sure we are communicating effectively.
I’m sure we’d all agree that’s a good
clinical governance issue as well.

Different groups of patients have
different needs and particularly we are
focusing on older people. One of the
things I come across time and time again
is the lack of dignity they experience,
particularly if things are moving quickly
in the emergency department. Very few
people complain about their clinical care,

but many believe the environment in
which the care takes place is not private
enough. They feel exposed quite often, to
cramped, crowded conditions. If you look
at the national patient survey the older
you are the worse it is. We are starting a
new project called Dignity in the
Department, its about what older people
need to improve their experience, and to
make available the technology and other
support services to maximise clinical
gains. I think my role is to support best
practice in terms of clinical care but also
look at other issues that concern patients
as well.

IS YOUR REMIT WIDER THAN JUST
WHAT HAPPENS IN THE
EMERGENCY DEPARTMENT?
Absolutely. There are still issues about
patients not being pulled through the

system, and in some departments you
find patients waiting inappropriately in
areas, which may be badged as not
being in the emergency department but
actually are. It’s no good patients wait-
ing very short periods in the emergency
department only to be warehoused on
an overcrowded hectic medical assess-
ment unit, for example.

ARE YOU WORRIED THAT NOW
THE 4 HOUR TARGET HAS BEEN
QUITE WELL MET THAT
ATTENTION WILL MOVE TO SOME
DIFFERENT AREA LIKE CANCER
CARE?
I think it’s the job of people like George
Alberti and myself to keep it on the
front burner. George is doing a huge
amount behind the scenes to keep it on
the agenda particularly in 10 Downing
Street.

HOW DO YOU THINK WE SHOULD
DEFINE THE NEXT TARGETS,
MOVING ON FROM WHAT WE
HAVE DONE ALREADY?
In terms of emergency care I think there
should be something to do with the
primary care response, particularly out
of hours. The point I want to make
about the out of hours concern is that
the changes in the GP contract have
actually simply exposed a problem that
has been there for a long time. What we
need to do is get on and address the
solution, which I know is happening in
some places. In terms of my own work,
the big issue is Dignity in the
Department in terms of older people,
which should cascade down to everyone
else.Jonathan Ashbridge
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HOW WILL WE KNOW IF
PATIENTS EXPERIENCES ARE
IMPROVING?
The acid test is the national patient’s
survey. It’s done every 2 years. There has
definitely been an improvement, but not
as much as I would have liked. The
reason we are doing this work about
older people and dignity is that some of
those scores have not shifted at all. That’s
why we need to continue our work and
research into the things that are going to
give us the biggest gains in terms of
patient experience. There are some rea-
sonably good models of care. Exeter has
done some super studies, for example.

WHAT’S THE BEST BIT ABOUT THE
JOB?
The best bit is meeting people in
emergency departments and seeing

how much better things have got.
Especially when I start seeing teams
working better together. The most frus-
trating bit is where I come across
hospitals, where for a whole range of
reasons people wont talk to each other.
One thing always impresses me—I
don’t think the public appreciate just
how much individual doctors and
nurses do to go the extra mile. I think
there’s still a very strong work ethic
within the NHS and commitment to
patients. I get slightly tired of hearing
that it doesn’t exist any more. I see it
every day.

TELL US ABOUT YOUR
BACKGROUND
Well I only do this job part-time and will
continue until August next year. My
other job is as president of the UKCC for

nurses and midwives. It fits in very well
with this role as both deal with patients
safety and standards. Originally I
trained as a nurse, qualifying from St
Thomas’ in 1980. My background is in
critical care and intensive care. I did a
general managers job at Cambridge and
was Chief Executive at Barts and the
London. It was a very political job. I
like managing—I like the challenge of
turning things around.

WHAT WOULD YOUR IDEAL JOB
BE AFTER AUGUST?
If I didn’t have four children to bring up
I would like a nurse practitioner job
2 days a week and a non executive kind
of appointment, so to do a mixture. In
reality I guess I will be looking for a
chief exec job somewhere.

Emergency Medicine
Conferences – The
Future
BAEM and FAEM have been discussing
the future of Emergency Medicine con-
ferences in the UK. It is proposed that
there should be a merger to give one
overall conference program. The current
system of two Emergency Medicine
conferences each year seems to work
well, as this allows everyone to get to
either one or the other. The idea of one
‘superconference’ was discussed, but
not pursued as it would mean that
those staying to look after the ‘shop
floor’ would miss out. At present the
BAEM and FAEM Conferences each
have a different ‘flavour’, which is a
strength that should be retained.

It is proposed that the names of
future conferences should be the
‘‘Emergency Medicine Spring
Conference’’ and the ‘‘Emergency
Medicine Autumn Conference’’. The
Spring Conference will have an empha-
sis on the more practical aspects of our
speciality, with the scientific papers
being biased towards secondary
research. The Autumn Conference will
have an emphasis on the science behind

our speciality, with the scientific papers
biased towards primary research. Both
conferences will retain a strong CME
element, in the form of workshops and
interactive sessions, and a strong social
program will, of course, continue.

Emergency Medicine involves team-
work, so we have invited groups that we
work closely with to participate in our
conference program. In particular emer-
gency nursing, paediatric emergency
care, and prehospital care will form
important tracks in future conferences.
Extending the spectrum of delegates in
this way will be an exciting develop-
ment that will make the conferences
more vibrant.

Organising a conference involves a
great deal of work. Strong local organis-
ing committees are required, and these
will be fostered by greater communica-
tion and handover of experience from
year to year, so that the organisers will
be involved in the conference before and
the conference after their own. This will
enable organisers to first learn and then
pass on their experience - following the
time honoured approach of ‘‘see one, do
one, teach one’’. We will soon be asking
for bids to host future conferences, so
please consider whether you would be
interested in making this important
contribution to our speciality.

The locations of future conferences has
been vigorously debated. We will probably
hold between a quarter and a third of
conferences in London, with the rest
given a regional distribution—although
this will depend a little on the location of
people willing to take on the work.

I think that I am describing a system
of evolution rather than revolution, as
we have a structure that already works
well. A move to an integrated confer-
ence program will reflect the changes
that are occurring within our speciality.

TIM COATS

Consent in Emergency
Research

The law on consent in Emergency
Research changed in the Medicines
Regulations of May 2004. Emergency
Physicians may now find themselves
being asked to act as a Professional
Legal Adviser to give consent on behalf
of a patient who is unable to consent
for themselves. This is a complex area,
so the Research Committee has pro-
duced some Guidance which can be
found in the Research section of the
FAEM Website.
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THE WEST MIDDLESEX UNIVERSITY FFAEM COURSE

‘‘This course was instrumental in me passing the exam’’, ‘‘This course brought my SpR
training years together for the exam’’, ‘‘Friendly, exam oriented young faculty who had all
passed the exam’’, ‘‘excellent taught me what I needed to know’’.

There are more interactive OSCE’s, video scenarios, focussed individual feedback with a
high faculty/candidate ratio. This course, previously held at Chelsea in its 7th year, is at the
West Middlesex University Hospital, Twickenham Road, Isleworth, London TW7 6AF. The
course date is 26th and 27th January 2006.

Course details and application form can be obtained from: FFAEM Course Secretary, Miss
Denise Phillips, Postgraduate Centre; email: Denise@wmuhpgmc.demon.co.uk; tel: 0208 565
5406.
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Paediatric Emergency
Medicine in sub –
Saharan Africa
10 million children die of potentially
preventable or treatable disease and
injury a year. Nearly half of these occur
in sub-Saharan Africa.

Ever wondered what lies behind the
facts and figures? Maybe you have a
sense of unfulfilled altruism? Or have
completed your HST and are not yet
ready to settle into a substantive NHS
post, need a little more experience in
Paediatrics Emergency Medicine, or
perhaps you are an established
Emergency Medicine Consultant won-
dering if there is life outside the NHS? If
any (or all) of these apply to you, then
the following description of a British
Consultant in Emergency Medicine
managing one of the busiest dedicated
children’s emergency department’s (ED)
in sub Saharan Africa will be of interest.

Malawi is considered the warm heart
of Africa and ranks in the top ten WHO
list of world’s poorest countries. The
average life span is 38 years, and the
under 5 year mortality rate is 188 per
1000 (UK is , 6 per 1000). The National
Health Service consists of four tertiary
hospitals, 40 district hospitals, and
approximately 500 primary health care
facilities for a population of approxi-
mately 12 million. Malawi has one
medical school and five colleges of
health sciences producing, still too few
graduates, clinical officers, and nursing
staff to manage. The needs are great, the
resources are poor and skilled man
power is scarce.

Early in 2001, a newly built, modern
day children’s ED opened its doors at
the Queen Elizabeth Central Hospital
(QECH), Blantyre, the tertiary hospital
in the largest city in Malawi. A vacancy
arose in March 2003, I started in April
2003.

WHAT ARE THE LEARNING
OPPORTUNITIES?
The department sees up to 75,000
children a year from newborn to ado-
lescent, of which approximately 20,000
are admitted. Up to 3% of the daily
attendance is triage category P1 (requir-
ing at least level 1 or 2 care), 37% P2
(urgent) and 60% P3 (non urgent). Such
is the volume of high risk illness and
injury, that it has been said that 3
months of paediatric critical care experi-
ence in Malawi equates to 2 years in a
resource rich setting. Many of the
sickest children present in respiratory
failure, shock, coma, or with convul-
sions. Presenting conditions include:

acute respiratory illness, acute diar-
rhoeal illness, severe malaria, life threa-
tening anaemia, acute severe protein
energy malnutrition, septicaemia syn-
drome, acute bacterial meningitis, major
multi system trauma, burns, abscesses,
acute abdomen, extremity fractures, soft
tissue injuries, measles, tetanus, rabies,
cholera, cardiac failure, nephrotic syn-
drome, poisoning, cancers, and child
sexual abuse. Much of the illness is
multi system on a background of
chronic ill health due to HIV/AIDS,
tuberculosis, or malnutrition.

Senior led dynamic triage, resuscita-
tion, stabilisation, urgent diagnostics,
initial patient clerking, and treatment
including minor surgery, fracture reduc-
tion, and immobilisation all take place
in the children’s ED. Patients requiring
short term admission for treatment and
observation are admitted to a dedicated
ED short stay ward, which can safely
avoid up to 1000 admissions during the
height of the ‘malaria’ season.

The ED takes a lead in diagnostic
ultrasound in the early clinical care of
the critically sick or injured child. The
advantages of EU being performed by
the emergency physician are diagnosis,
interpretation, and clinically appropriate
action can be initiated in real time. The
initial learning curve is steep, but given
the volume of pathology, diversity, and
severity at presentation comprehensive
experience can be gained in a short
period of time.

Malawi is a magnet for academics in
both clinical and science based research.
Both the Johns Hopkins and Wellcome
Trust have well established research
facilities at the QECH in Blantyre. The
potential for research is significant and
the Emergency Medicine consultant can
take a prominent role in initiating
original projects or facilitating others.
The ED recently completed a RCT
evaluating intranasal lorazepam in the
care of paediatric status epilepticus. This
project was supported by an academic
grant from the Research Committee of
the FAEM & BAEM.

Day to day issues are dominated by
the management of people and clinical
risk. As lead consultant for the ED
responsibilities extend to resource man-
agement, managing process, medical
education, and developing the interfaces
between frontline and definitive inpati-
ent clinical care. Given that the average
income of a health care worker is 150
USD per month and HIV/AIDS is deci-
mating the working population, recruit-
ment and retention within the health
service continues to be a major ongoing
issue. If you want your staff to work for
you then flexibility, patience, and
humour go a long way.

WHAT CAN THE EMERGENCY
PHYSICIAN OFFER?
The process of senior led dynamic triage,
resuscitation, stabilisation, urgent diag-
nostics, early decision making, and
setting a management plan in the ED
for inpatient care on ‘critical care path-
ways’, a form of generic integrated care
pathway, has largely been responsible
for reducing the total inpatient mortal-
ity from 12% in 2000 pre ED, to
presently 6% (personal communication
with Professor Elizabeth Molyneux,
Head of Paediatric Department,
QECH). Developing the interfaces so
care is seamless, becomes a challenge
when skilled manpower to carry out
‘definitive’ care is limited. This inevita-
bly means the ED ‘holds’ on to its
patients until fully stabilised or investi-
gated. Clearly the advantages of con-
centrating expertise and resources in the
ED translate well in improving patient
care. Furthermore, the traditional
boundaries between the ED and inpa-
tient paediatric service become blurred
and eventually cease to exist and multi
disciplinary team care becomes a reality
and not fantasy. Developing the hub
before investing in the spokes of the
paediatric service has been a key strat-
egy to improving care of the acutely sick
and injured child right from the start.
Given the themes underlying Reforming
Emergency Care the British trained emer-
gency physician is in a unique position
to train, facilitate, and supervise this
process in Malawi.

HOW WILL THE EXPERIENCE HELP
YOU AND YOUR DEPARTMENT?
The children’s ED at QECH offers a
concentrated and accelerated learning
experience in paediatric emergency
medicine, management, and ED based
clinical research in a sub-Saharan set-
ting. Leadership, resilience and patience
are desirable qualities as a consultant in
Emergency Medicine and are not easily
taught or learned during HST or in the
form of an exit exam. In a resource
constrained environment these skills are
critical to the wellbeing of the depart-
ment and should translate well on
returning to NHS ‘resource rich’ prac-
tice.

SHAFIQUE AHMAD
Consultant in Paediatric Emergency Medicine

QECH
& Senior Lecturer Department of Paediatrics

(April 2003 – July 2005)
College of Medicine, University of Malawi,

Blantyre
Malawi, Central southern Africa:

doctorshaf@hotmail.com
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Leadership is for YOU!
A personal perspective
of The Health
Foundation Leadership
Fellows scheme.
I had little idea of what I was letting
myself in for when I applied for The
Health Foundation Leadership Fellows
scheme in October 2003. I was a recently
appointed Emergency Medicine
Consultant in a small, but successful
DGH with hopes and aspirations, and a
modicum of day-to-day management
experience. The stated aim of the pro-
gramme (‘‘to support a cadre of individuals
who aspire to become the leaders of tomorrow
and who will collectively and individually
make a disproportionate impact on the
quality of healthcare’’) and the rigorous
selection process (application form,
2 day selection centre, and two inter-
views) should have given me some
indication of the challenges that lay
ahead. Regardless of my lack of insight,
this proved to be the start of a 2 year
journey of learning and personal devel-
opment that would not have been
accessible through NHS management/
leadership programmes.

On starting the scheme I can recall
feeling rather intimidated and a bit of a
fraud—surely the 15 other clinicians
and managers from organisational
backgrounds such as PCTs and
Strategic Health Authorities, that I
knew so little about, would be more
familiar with leadership than an A&E
consultant? However, this diversity
proved to be one of the strengths of
the scheme and I soon realised that
everyone else had the same worries
about me! I began to reap the benefits
of working closely with other young
leaders, benefits that have impacted on
my work performance, my department,
and my trust.

ABOUT THE SCHEME
The Health Foundation is an indepen-
dent charity that aims to improve health
and the quality of healthcare. It does
this by supporting healthcare organisa-
tions in a number of ways including
investing in leadership. The Leadership
Fellows scheme encourages leadership
development by way of individual and
group experiential learning. The scheme
I experienced combined the following
elements:

Coaching – the core of the scheme: a
program of 22 intensive one-to-one
sessions focusing on improvement of

work performance to achieve self-deter-
mination and autonomy.

Learning sets – facilitated groups of
eight members providing a supportive
environment, in which to explore and
learn from problems and issues that rise
on a day to day basis.

Leadership Masterclasses – four
events over 20 month life of the
program where all 16 members have
an opportunity to engage and debate
with a wider audience, including lead-
ing figures in healthcare and other
organisations.

Mentorship – this provides an
opportunity to develop a more in depth
understanding of health service policies
and culture as well as providing gui-
dance and support.

Organisational support – this
proved essential in allowing me ‘‘time
away’’ and also to enable learning to
influence the organisation.

HOW IS THIS DIFFERENT FROM
OTHER LEADERSHIP SCHEMES?

N The substantial level of financial
investment in the individual (esti-
mated by The Health Foundation to
be in the order of £30,000 over the 20
month program).

N The coaching. This is increasingly the
preferred developmental opportunity
offered to leaders of organisations. It
is not usually available to potential
leaders, only to those who are already
in leadership roles such as chief
executives or directors.

N The idea of combining clinicians and
managers from different organisa-
tional backgrounds, how else would
you get together representatives from
primary, secondary, and tertiary care,
on an interagency basis (social care
and education), from research and
training, and from a clinical and
managerial background?

N The learning approach – ‘‘experiential
learning’’ (the cycle of experience,
think, act, review, experience,
etc).The coaching sessions and learn-
ing sets provide time and space to
reflect on experiences, arrive at new
and innovative solutions, and encour-
agement to ‘‘try things out’’.

N The learning on numerous levels – for
the individual, the group, the repre-
sented organisations and the wider
NHS. At the end of the program all
the 16 Fellows have taken on new
responsibilities and some have taken
on national leadership roles.

IMPACT OF THE SCHEME:
PERSONAL, PROFESSIONAL, AND
ORGANISATIONAL
The scheme has enabled me to grow in
confidence in my own leadership abil-
ities and expanded my sphere of experi-
ence. It has helped me and my
colleagues influence key people in the
trust, raising the profile of the emer-
gency department and encouraging
increased resources for the staffing
infrastructure (whilst still maintaining
excellent ‘‘4 hour’’ performance of
course!).

On a personal level I have become
more aware of my own preferred leader-
ship style and have enjoyed ‘‘experi-
menting’’ with other styles and
behaviours that do not come quite so
naturally. Understanding the impor-
tance of team (department) morale,
techniques to deal with conflict, and
learning how to think and work in a
more strategic manner (including how
to approach things from a manger’s
perspective as well as that of a clinician)
have been other key learning points. I
have learnt about the wider NHS and
am starting to experience how clinicians
can have an influence on the central
policy makers. Through all this, becom-
ing more aware of the pressure points in
my work and home life in order to
maintain that all important balance, has
been paramount.

THE FUTURE
The scheme has officially come to an
end but as the first set of Health
Foundation Leadership Fellows we have
many ambitious plans both as a group
and as individuals. With a session
planned with Sir Nigel Crisp later this
year the group is exploring ways in
which it can impact on the national
picture as well as continuing to lead as
individuals within our own ‘‘home
corners’’.

The second round of The Health
Foundation Leadership Fellowships is
now open for applications and the
Foundation continues to support leader-
ship in healthcare through a number of
other awards. If the specialty of
Emergency Care is to continue to flour-
ish then we need a greater number of
effective leaders. That leader could be
YOU…..so get out there and go for it!

For more information on The Health
Foundation and its award programmes
go to www.health.org.uk.

HELEN LAW
Consultant, Emergency Medicine

Harrogate and District NHS Foundation Trust
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Churchill House – an
alternative view
Ever since the distant days of the
Casualty Surgeons Association our speci-
alty has been housed in the Royal College
of Surgeons in Lincolns Inn Fields. An
impressive building, and efficiently run,
but we are only a minor tenant. However,
this link with the surgeons does reflect
the historical origins of Emergency
Medicine in the UK, and several other
mature specialties have grown out of
roots in one of the long established
Colleges. We must not be ungrateful for
the support the RCS has given us in the
past. However, we in Emergency
Medicine were united in our aspiration
that one day, when the specialty had
grown up and had enough members to
give it financial muscle, we would have
our own London building, our own front
door bearing our own brass plate.

Symbolism is very important in these
matters, and we recognised the need to
impress not only other doctors, but also
the influential players in the British
medical system, including civil servants,
politicians, journalists, medical charities,
and others. We looked forward to the day
when we could let these people know
that Emergency Medicine had arrived
and had to be listened to. Alternative
suggestions such as a virtual web-based
college, or a provincial headquarters have

been discussed and dismissed. Like it or
not, only a substantial building with a
good London address gives the right
message in the real world – as all the
other colleges recognise.

Emergency Medicine is expanding
rapidly and with a lot of new registrar
posts and PMETB due to devise alter-
native pathways to consultant status the
Faculty will before long have many
more fully paid up members. Surely
the long awaited prestigious College
building should soon be within our
reach?

So where does the proposed Churchill
House scheme fit into this? The grown
up offspring is leaving the parental
home, not as might be expected to set
up on his own, but to move in with
another family. That’s just the sort of
thing that gets the neighbours talking
and drawing the wrong conclusions.
And another family it is: the principal
owner will be the much larger College of
Anaesthetists, and the other minor
tenants will be the Intensive Care
society and the Pain Society—both
clearly offshoots of the anaesthetists.
Ours will only be one of several brass
plates on the door. We can imagine the
suave civil servant telling the minister
as they arrive in a large black car—
‘emergency medicine is in with the
anaesthetists these days. They even
share the same training system’.

No-one doubts that good relation-
ships with the anaesthetic specialty are
essential, but equally important are our
relationships with physicians, paediatri-
cians, and others. More important than
all of these perhaps is our claim to be
treated as an independent equal with all
specialties when dealing with acute
presentations of injury or illness. This
after all is the core of what defines
Emergency Medicine, and justifies our
right to be heard as an advocate for the
emergency patient.

Of course, Churchill House is an
attractive proposal and will resolve
many of the problems that arise with
the restricted College of Surgeons facil-
ities. It will be a disadvantage that even
though Emergency Medicine will be just
a minor tenant it seems the building
will still not have enough space to hold
the annual conferences. However, it
must be of concern that this could be
seen as a step in the wrong direction.
Are we serious in our aspiration to be
seen as a truly independent specialty? Is
it still our desire to one day have our
own London headquarters? If so, then
taking on Churchill House may divert
attention from this and might close down
the issue for the next 10 years or so. Could
it be that this is just a short term fix that
perhaps may actually delay our specialty
attaining what has always been accepted
as an important long term goal?

An update- A new
home for Emergency
Medicine
For the past year the specialty has been
considering solutions to our problems
with accommodation. Many options
have been considered, but a detailed
option appraisal has confirmed that a
move to Churchill House is the best
option to meet the objectives of the
specialty over the next 10 years.

Churchill House, Red Lion Square, is
in Holborn. The building has been
bought by the Royal College of
Anaesthetists and is undergoing a com-
plete refurbishment to provide an
Educational Institute with two floors
of examination space and a lecture

theatre with supporting facilities. It will
also provide office space.

It is access to purpose built examina-
tion space that was a major factor in the
decision to pursue this as an option. The
exams are increasingly complex, with
large amounts of equipment being
required. Our office staff, examinations
staff, and key officers have been tireless
in taking the exams around the country.
However, the increasing frequency and
complexity of exams makes it clear that
this is not a viable long term solution.
The Educational Institute would be an
ideal area for staging skills based
courses such as the Emergency Airway
Course. The facilities would probably
not be large enough to accommodate
the annual meetings.

Faculty did consider other options,
including a move out of London.

However, none of these options would
give access to the type of exam and
meeting facilities that will be available
(free of charge) at Churchill House. The
amount of investment that we think the
specialty can make at present might buy
a small terraced house in London.
Perhaps a pleasant environment for
staff and officer’s meetings but not
helping in the pursuit of some of
Faculty’s main aims in training and
education.

The AGM, in November 2004, gave
the Board a mandate to pursue the
option of a move to Churchill House. We
hope that the vast majority of the
Fellowship and Membership still sup-
port this move, if not then let us know
now, before we sign on the dotted line.

JIM WARDROPE
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‘‘Out Of
Sight………Not Out Of
Mind’’
Volatile Substance Abuse (VSA) con-
tinues to be a major cause of mortality
and morbidity amongst the adolescent
and teenage population of the UK today.
Of the 1,887 known deaths recorded
between 1983 and 2003 over 50%
involved people less than 18 years of
age and deaths in children as young as 7
have been reported.1

Prevalence studies have repeatedly
shown volatile substances to be the
drug of choice in the 11 to 13 age group
in England and Wales with up to 8%
using substances to get high in the
preceding year and second only to
marijuana amongst 14 to 15 year olds
(6% v 11%).2 3 VSA is still responsible for
more deaths in young people aged 10-
16 years in England and Wales than all
illegal drugs combined. In 2002 in this
age group there were 18 deaths due to
VSA compared to 6 drug related deaths.4

VSA, defined as the deliberate inhala-
tion of a volatile substance to achieve a
change in mental state was once synon-
ymous with glue sniffing but the term
now most closely applies to the inhala-
tion of aerosols and especially gas fuels
such as butane.

Most inhalants are readily available,
inexpensive or free, and usually legal to
purchase and possess. The high is
achieved within seconds and the effect
usually dissipates within half an hour.
Because products are easy to conceal and
are useful everyday items (for example,
aerosols, correction fluid) that are found
in homes, offices, and schools, it is
difficult to prevent access to them and
because these products are so common,
many young and older people do not
perceive them as harmful and do not
understand the consequences of using
them.

For reasons unknown VSA tends to
fall outside of the scope of most discus-
sions and writing on drug abuse in the
UK, both from the medical and non-
medical press. As the ‘‘moral panic’’ has
shifted away from VSA towards drugs
such as ecstasy, the lack of media
reportage has diminished the populist
concern over the subject.5

Amongst the majority of clinicians it is
viewed as either a problem of the past,
which has long since receded along with
‘‘skinhead’’ culture, or is seen as a drug
issue that poses a lesser risk than the
more publicised and understood forms of
abuse. Unfortunately these thoughts are
incorrect and the trends in prevalence and
death show that VSA continues to be one
of the most serious drug related issues
amongst young people in the UK today.

Having recognised these problems,
the Department of Health (DH) has
developed, in partnership with the
Home Office (HO) and the Department
for Education and Skills (DfES) and
with support from the Department of
Trade and Industry (DTI), a framework
to strategically address the problems
and issues surrounding VSA. The report
‘‘‘Out of sight...not out of mind’. Children,
Young People and Volatile Substance Abuse.
A Framework for VSA 2005’’ was pub-
lished by the Department of Health in
July of this year (http://www.dh.gov.uk/
assetRoot/04/11/56/05/04115605.pdf)

The framework’s creation came about
after consultations with a wide range of
external stakeholders who ‘‘highlighted
the need for a more coordinated and
coherent approach to VSA nationally,
linking policy with practice as well as
research.’’ These stakeholders included
representatives from the NHS, Re-Solv
(the Society for the Prevention of
Solvent and Volatile Substance Abuse);
the Division of Community Health
Sciences from St George’s Hospital,
University of London; Solve-It (a charity
that works towards the prevention and
treatment of VSA); and the British
Aerosol Manufacturers Association.

This first framework focuses on chil-
dren and young people, the population
group most closely associated with VSA,
and butane gas lighter refills, the product
responsible for over 60% of VSA deaths in
the UK. The framework will then be
reviewed every 3 years ‘‘to ensure that
we remain focused, reflect and build on
learning and plan for the future’’

The stated aims of the VSA
Framework are to:

N Provide effective education on VSA to
all young people

N Provide effective targeted interven-
tions for young people abusing or at
risk of abusing volatile substances

N Reduce availability and accessibility
of volatile substances, with a focus on
butane gas lighter refills.

N Help parents, carers, and practitioners
identify and work effectively with
young people who are abusing or at
risk of abusing volatile substances.

N Increase the evidence base with
regard to what works in reducing
deaths and harm from VSA.

Through these aims we hope to
reduce the number of deaths, serious
illnesses, and traumas that come about
each year due to VSA, not only by
increasing the identification of young
people abusing or at risk of abusing
volatile substances so that help can be
introduced before problems arise, but
also by increasing public awareness of

VSA and reducing the illegal sales of
volatile substances to young people.

To these ends a series of 12 action
points have been proposed, each one
having a named Governmental Depart-
ment Lead. These include:

N Primary Care Trusts and Drug Action
Teams to include VSA issues in their
young people’s health services (DH
lead)

N Ensuring VSA is included within the
compulsory drug education element
of the Healthy Schools Programme
(DH & DfES).

N Investigate the setting up of a dis-
crete awareness campaign on VSA
(DH & HO)

N Examine ways of making butane gas
lighter refills impracticable for abuse
(DH)

Alongside the framework we aim to
establish research programmes to
further examine the acute clinical
effects of VSA so that we may develop
better treatments for those people who
present to emergency departments suf-
fering from the potentially life-threaten-
ing acute toxic effects of VSA.

The population at greatest risk from
VSA are ‘‘the young, disadvantaged, and
disenfranchised’’.6 The circumstances that
have made this marginalised population
uniquely vulnerable to inhalant abuse
and its severe consequences have also
made the need for research efforts and
successful interventions all the more
urgent. We hope that this framework will
go some way to improving the service
provision for, and evidence base on VSA
so that we may reduce what is an often
hidden, but ever present problem.

DAN HARRIS
Specialist Registrar in Emergency Medicine &

Member of the Government Advisory Group on
the VSA Framework: drdanharris@msn.com

1 Field-Smith ME, Butland BK, et al. Trends in Death
Associated With Abuse of Volatile Substances
1971-2003. Department of Community Health
Sciences. St George’s Hospital, University of
London. Report Number 18. June, 2005.

2 ‘‘Smoking, Drinking And Drug Use Among Young
People In England In 2004’’ National Centre for
Social Research & the National Foundation for
Educational Research on behalf of the Department
of Health. April, 2005.

3 ‘‘Drug use, smoking and drinking among young
people in England in 2003’’, National Centre for
Social Research & the National Foundation for
Educational Research on behalf of the Department
of Health. December, 2004.

4 Office for National Statistics and National
Programme for Substance Abuse Deaths 2001.

5 Worley C. ‘‘Buzzing, Sniffing, Tooting. Volatile
Substance Abuse and looked after young
people:Towards a review of existing literature’’ A
report by Staffordshire University Institute of
Social Work and Applied Social Studies.’’
September, 2001.

6 Kozel N, et al. Epidemiology of Inhalant Abuse:
An International Perspective. National Institute on
drug Abuse Research Monograph Series Number
148, 1995. US Department Of Health And
Human Services.
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A is for
Anatomy….Back to
Basic Sciences in the
emergency department

A PROBLEM WITH EDUCATIONAL
PROGRESS
Made a referral to the Plastic Surgeons
recently?

Did you find that the person on the
end of the phone seemed to know less
about the tendons involved than you
did?

Given any amiodarone recently?
Could you give the medical student

next to you a concise account of the
pharmacokinetics of this significant
intervention?

The reforms of undergraduate medi-
cal education have now filtered through
to postgraduate clinical practice.
Problem-based learning (PBL), self-
directed learning, reflective practice,
together with their younger assessment
friends the mini-CEX, PAT, and case-
based discussions—not to mention 12
point rating scales—can easily over-
whelm trainees and trainers with meth-
odology and innovative ideas.

But concerns have been brewing for
some time now that ‘‘old fashioned’’
factual knowledge has been lost in the
sea of educational progress. Some
authors have made impassioned pleas
for a return to more ‘‘traditional’’
teaching methods1 and their opinions
have been echoed across the globe. This
is not a problem confined to the UK.
And yet its solution is quite difficult to
determine.

Within Emergency Medicine, there is
no doubt that quality care relies heavily
on an empathic, patient centred
approach, which recognises and
embraces the vital role of teamwork. In
these respects, few would argue that
today’s trainees are better equipped
than those of 10 years ago. Equally
important, though, is the need to match
this enhanced patient awareness with a

competent grasp of key knowledge of
the basic sciences, which underpin
clinical practice.

It is clear that Emergency Medicine
needs to adopt a proactive approach to
the development of a well-designed
basic science curriculum. Developing
this document will help trainees focus
on the important facts. There is less time
than ever for personal study, yet the
basic sciences are potentially limitless in
their scope. The first step in constructing
the document is deciding what to leave
in…and what to leave out.

DECIDING ‘‘WHAT TO KNOW’’
Finding a way of determining the
content and scope of a curriculum has
vexed many brains for many years.
Naturally, a few selected ‘‘experts in
the field’’ can decide between them
what trainees should learn or leave
aside. But these experts tend to be quite
removed from the front-line clinical
environment where the knowledge is
put into use. Equally, one can ask
trainees what they think it is important
to know. But this is a weak methodol-
ogy for such an important issue.

A more robust way of approaching the
problem is to assemble panels of experi-
enced people who have daily awareness
of the issues, and invite them to express
their opinions on the crucial facts,
which they themselves find essential in
their work. By providing their discus-
sions with clear guidance, as well as
ensuring that individuals do not dom-
inate the development of ideas, very
useful information can be sought.

In very simplistic terms, this describes
the Delphi technique, a way of determin-
ing knowledge, which was first devel-
oped in the 1950’s in the United States
for the purpose of military planning. It
has been used, in various forms, for
curriculum development within both
undergraduate and, more recently, post-
graduate medical practice2 3 but has not
been employed in as large a project as

the development of a basic sciences
curriculum.

Table 1 outlines the main steps
involved in the Delphi methodology.
The original documents describing its
use are obscure4 5 and there is nothing
oracular in the actual process itself!

USING THIS APPROACH FOR
BASIC SCIENCES IN EMERGENCY
MEDICINE
Employing a Delphi methodology to
determine what trainees need to know
to perform safely on the shop floor is
potentially very powerful. It will also
inform the content of the Membership
and Fellowship examinations of the
Faculty.

Making it work, however, demands
enthusiasm and perseverance from the
expert panels. To allow meaningful
results, the 5th and 6th steps of the
process (table 1) normally extend to
three rounds of questioning. Only by
repeated questioning in this way can
opinions be refined and consensus
hoped for.

THE EMERGENCY MEDICINE
EXPERT PANELS
By making this project a national one,
all members of the Emergency Medicine
community will have the potential to
shape the structure of the basic sciences
curriculum.

It is fair to assume that ‘‘experts’’ in
the specialty are Consultants engaged in
clinical practice, since they hopefully
possess a balanced knowledge, based
upon experience, of the commonly used
basic science facts, which they need day
to day. They can also comment upon
facts which, although not within their
working knowledge base, may never-
theless be relevant to trainees.

HOW YOU CAN HELP
Over the course of the next 4 years,
the Basic Sciences curriculum for
Emergency Medicine (BSEM) will be

Several authors, and many clinicians,
have expressed their concerns about
basic science knowledge amongst trai-
nees in the surgical and allied special-
ities. Emergency Medicine is no
exception, since it demands a broad
yet relevant grasp of key facts in
anatomy, microbiology, physiology,
and pharmacology. This article dis-
cusses the issues, and outlines what is
being done to tackle them.

Table 1 Delphi process: Key steps

1 Assemble virtual panel of ‘‘experts’’ to undertake task

2 Inform experts of the nature of task

3 Invite each panel member to contribute to a list of essential knowledge within the basic
sciences context

4 Share the aggregate list amongst the panel and allow each member to anonymously rate
items based upon their opinion

5 Feed back to the list to the panel based upon these ratings

6 Allow panel members to anonymously amend their opinions based upon the opinions of
their peers

7 Establish a consensus amongst the panel regarding the key pacts which will be carried
over into the final document
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developed using randomly-selected
panel members from the pool of UK
Consultants (table 2). Within each of
the broad basic science ‘‘groups’’ (for
example, anatomy), subsections will be
created to allow for digestible portions
of the wider curriculum to be tackled by
each panel.

A panel consists of 40 Consultants,
who will not participate in more than
one panel each over the 4 year cycle.

You may find yourself receiving a
letter inviting you to participate, closely
followed by the initial questionnaire
unless you object!

The process will be self-explanatory
for those who receive an invite. The
exercise is anonymous, and you will not
know who your fellow panel members
are.

An initial pilot process was completed
during Spring 2005, for which all
participants are thanked.

FEEDBACK
We hope to provide a completed anat-
omy consensus document by the time of
the November Faculty Annual Scientific
Meeting, which will be available for
delegates to take away. The documents
will appear on the new combined
website for easy access. Subsequent
section documents will be released as
they are completed, with the final
document scheduled for publication in
late 2008.

INTERNATIONAL INVOLVEMENT
Discussions are underway to widen this
project into North America, Australia,
and South Africa, with all three parent
Colleges of Emergency Medicine keen to
get involved. We therefore have the
potential to establish an international
consensus curriculum of basic science
for Emergency Medicine trainees.

YOUR COMMENTS ARE VALUABLE
We need to know your thoughts on the
issues at play. Have you got experience
of basic science problems within your
experience? Have you got ideas about
other projects we could undertake?
Please get in touch, by letter or email.
The success of this important project
depends on the enthusiasm of all
Emergency Medicine clinicians to con-
tribute to the debate.

DARREN KILROY FFAEM M.ED
BSEM Project Lead

Darren.kilroy@stockport-tr.nwest.nhs.uk

PETE DRISCOLL FFAEM MD
Dean of the Faculty

1 Older J. Anatomy: a must for teaching the next
generation. J R Coll Surg Ed 2004;2:79–90.

2 Heck J, Pust R. A national consensus on
the essential international health curriculum
for medical schools. Acad Med
1993;68:596–598.

3 Thompson B, MacAuley D, McNally O.
Defining the sports medicine specialist in the UK:
A Delphi study. Br J Sports Med
2004;38:214–217.

4 Girshick M, Kaplan A, Skogstad A. The prediction
of social and technological events. Public Opinion
Quarterly, 1950;93-110.

5 Dalkley N, Helmer O. An experimental
application of the Delphi method to the use of
experts. Management Science
1963;9(3):458–467.

Table 2 BSEM: Timetable

2005 Anatomy Phases I, II, and III experts 3 panels of 40

2006 Pharmacology I, II, and Physioligy I, II experts 4 panels of 40

2007 Microbioligy and Statistics experts 2 panels of 40

2008 Critical Incident Analysis Sessions Details to be confirmed

Final consenus document

ROUND-UP OF
FORUM NEWS FROM
FASSGEM
By the time this article is published, the
Post-Graduate Medical Education and
Training Board (PMETB) will have gone
live. It is anticipated that a significant
number of FASSGEM members will be
making applications to PMETB under
Article 14 of that body’s legislation.
Obviously there is still a lot of uncertainty
about exactly how the procedures will
work in practice and what exactly the
assessment committees will be looking
for; therefore, a great deal of interest is
going to be focused on those applicants
who have submitted themselves for eva-
luation over the next couple of months.

I would be very interested to hear
from any members of FASSGEM who
have applied for assessment by PMETB
under Article 14 with regard to their
stories (both successful and unsuccess-
ful); only by information sharing can we
all hope to learn as quickly as possible
exactly what PMETB are looking for
with regards to ‘patient case mix’ data,
demonstration of core competences, etc.

Full details of PMETB can be found
on the organisation’s website (www.
pmetb.org.uk).

Our Annual Conference is just around
the corner; this year it is being held in
Glasgow (29 November to 2 December
2005). The programme is packed with
top quality presentations and in addi-
tion there is a lively and exciting social
element for those delegates who are
resident. There are still spaces available,
for details contact Dr John Burns (55
Stewarton Drive, Cambuslang, Glasgow
G72 8DQ or email burns.five@
ntlworld.com) or download the confer-
ence application form from the
FASSGEM Meetings section of our
website (www.emergencymed.org.uk).

The website also has a password
controlled discussion forum for BAEM
Members. I believe that this should
become a vibrant discussion base for
our members over the next few months
as members discover where it is and
how to use it.

Finally I would like to announce that
Dr Juan Ballesteros has been elected as
the Chair Elect of FASSGEM, he will
succeed me as Chair at the 2006
FASSGEM AGM. A brief biography of
Juan is appended below.

FASSGEM CHAIR ELECT
Juan Ballesteros was born in 1963
Madrid, Spain. He graduated from the

Complutense University Faculty of
Medicine in 1988.

After moving to the UK in 1989 he
settled in Yorkshire.

Juan has worked as a Staff Grade in
Emergency Medicine at Pinderfields
General Hospital in Wakefield from
1995 (where he has subsequently been
appointed as an Associate Specialist).

Juan has been the FASSGEM
Yorkshire Regional Representative for
the past 6 years and since November
2004 he has been a member of
the FASSGEM Executive Committee
(serving as the Northern England
Representative).

Juan organised the highly successful
FASSGEM Annual Conference in
November 2003 (held at Wakefield).

Juan is also the Asssociate Specialist
Representatice for the Mid-Yorkshire
Hospital NHS Trust Local Negotiating
Committee and he is a member of the
Yorkshire Staff and Associate Specialist
Doctors BMA Executive Committee, as
well as being on the Yorkshire BMA
Regional Council.

He is married with two children.

ANDREW NEWTON
Chair of FASSGEM
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