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Educational Advice to
the College of
Emergency Medicine
There have been many advances in
educational theory and practice in
recent years and it is important
these are reflected in training in
Emergency Medicine. Mike Davis is
a professional educationalist who
provides advice for the College. We
asked him to tell us about his back-
ground and the tasks ahead

After a career in secondary education
(1972-1990) and then in higher educa-
tion (University of Manchester,
University of North London, Edge Hill
College of Higher Education (1990 –
2005)) I became a freelance continuing
medical educator developing my work
with ATLS and ALSG instructor courses
as well as contributing to a wide variety
of course developments with colleges,
deaneries and government funded pro-
jects. For more information, see http://
www.mikedavis.org.uk

During the period 1990 to 1999 I
studied for an MEd in Education
Studies and a PhD in ‘‘Teaching and
Learning in Higher Education: experi-
ences in the group’’.

In late August, 2005 I was appointed
as advisor to the (then) Faculty of
Accident and Emergency Medicine to
continue to support the work of the
college as it tackled some of the domi-
nant issues associated with the short,
medium, and long term developments,
particularly in relation to curriculum,
assessment and research.

My appointment to the college comes
at a particularly challenging and interest-
ing time in the development of
Emergency Medicine as a field of clinical

practice, postgraduate training and CME.
In consultation with senior colleagues in
the college, I have sought to identify a
number of priorities and I am keen to
establish networks within the college to
achieve these over the next two years.

Priorities include:

1. Advising on quality assurance of the
curriculum and examinations using,
where possible, relevant HE bench-
marks and QA mechanisms

As colleagues will realise from recent
editions of EMJ, there are significant
pressures on the Colleges to look for ways
of guaranteeing an appropriate curricu-
lum and ways of assessing candidates’
achievement against the learning criteria
that have been identified. Medical
Education can learn a great deal from
the experiences of the Higher Education
sector in being self monitoring and able to
anticipate external demands for standard
setting. Accordingly, the college’s main
committees, led by Ruth Brown and Jane
Fothergill, and under the overall direction

of Dean Peter Driscoll, are exploring ways
in which all aspects of training and
examination can be guaranteed to have
the robustness that external scrutiny
would demand. Included in this work
are two studies already undertaken.
Simon Carley et al are to describe the
exploration of curriculum content for
basic sciences using a Delphi approach
to data collection and analysis; Darren
Kilroy is in the early stages of a PhD
programme exploring a wider focus and
within a more critical methodology. Both
of these studies, it is hoped, will form the
basis of ongoing research into the col-
lege’s curriculum design.

2. Development of work-based training
and assessment and its integration
with the annual assessment and the
Faculty’s Membership and Fellowship
examinations

Almost by definition, postgraduate
training and education is a work-based
phenomenon. There is a well respected
literature in this area and one that will
be a personal priority to explore and
report more fully later in 2006.

At this stage, there is a widespread
acceptance that full legitimacy has to be
given to work-based learning and
assessment. An obvious corollary to this
is that there has to be substantial
agreement as to the content of the
curriculum, agreed methods of delivery
(and these might include a wide variety
of modalities) and appropriately valid
and reliable assessment models. There is
also some strong evidence that this is
being achieved to some extent, but
perhaps not enough. Among the issues
to be explored in examining this objec-
tive will be data collection from trainees,
trainers and examiners and an analysis
of the issues that emerge from these
data. National trends may well alert the

www.emjonline.com



college to the need for clearer guidance
and direction: failure to achieve this
would result in external pressures being
brought to bear.

3. Advising on curriculum development
and evaluation

This is the sine qua non of the role and
I am actively engaged in a number of
projects associated with this. Projects
with a national focus will be reported on
as regularly as I can get them into EMJ
or other outputs. If colleagues would
like support with individual and/or local
projects, they are invited to contact me.

4. Developing the educational research
opportunities presented by the planned
changes in training and examination

The role of faculty advisor is essen-
tially a research role if it is to have any
value beyond any post holder’s period of
office. Research is ‘‘systematic enquiry
made public’’ (Stenhouse) and a key
part of my role is to ensure that the
gains and challenges we meet and
accept are reported for the benefit of

colleagues in all disciplines. In practice,
this will mean:

– Supporting colleagues writing up
their local practices for publication

– Creating a community which is
willing to share ideas under devel-
opment, drafts etc and to provide
quick and appropriate feedback

– Providing periodic summaries of
developments in the field through
literature reviews (online or in
publication) – this may lead to
the development of a version of
Best BETs in CME

– Assisting in the development of
bids for research funding

Finally,

5. Developing the next generation of
clinical leaders with an academic
interest in, and experience of, medical
education

I am currently in negotiation with a
number of universities in order to

develop a nationally distributed MPhil/
PhD programme for clinicians interested
in developing projects in supporting
aspects of all the above. This would
involve some centrally shared super-
vision in education and research tech-
nical themes; where necessary, local
clinical support through identified
senior clinical colleagues; and an online
network supported via the college’s web
site. It is expected that this could be on
stream by September 2006 and collea-
gues who have research interests may be
interested in exploring these through
formal study are invited to contact me.

The role of advisor to the college is
going to be dependent on the extent to
which I am asked for advice. The priorities
that have been briefly explored above are
the ones that the college see as having the
most significance at a time of transition.
Clearly, however, there will be other
issues that are amenable to short discus-
sion or an exchange of emails. Please be in
touch if you think I can help.

MIKE DAVIS
Educational Advisor to the College of

Emergency Medicine
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Life After Darkness –
Cathy Wield
Twenty percent of the population suffer
from depression and many doctors have
a depressive episode in their life. Is a
doctor’s experiences different from any-
one else’s?

In its fundamental elements probably
not, but a clinician’s perspective is likely
to be revelatory. This book is a personal
account of a doctor with depression.

Cathy Wield is exceptional in a number
of ways; a mother of four, she worked
part-time as a doctor when flexible
training was unheard of (in fact it had
not been invented). Having had a number
of episodes of depression Cathy had seven
years of profound and intractable depres-
sion and was a frequent attender at her
local Emergency Department. Years later
she was an SpR in the same Department,
greeted with a mixture of familiarity and
disbelief by Emergency Department staff
and patients from the Department of
Psychiatry, who recognised her.
Spanning her attendances at the
Emergency Department as patient and
then provider is a story of triumph and
disaster in psychiatric care, with sterotac-
tic neurosurgery added for good measure.

Cathy had every treatment commonly
provided including counselling, medica-
tion, and electroconvulsive therapy
(ECT). Her openly honest account of her
therapy makes extremely uncomfortable

reading. More than the treatment itself, it
is the environment in which it was
provided that is so distressing.

Emergency Medicine used to reason-
ably declare its position as the Cinderella
specialty, bereft of investment, status, and
power. Now that has transformed, for a
brief but glorious period we were the
chosen ones. It is clear from Cathy’s
account that Mental Health Services are
still in the doldrums and that they have
yet to be chosen. In Cathy’s description
the staffing levels are awful, time avail-
able to care minimal, and physical condi-
tions unspeakably run down. Because this
story is written by a doctor there is a
general pragmatism running through it;
many failings are accepted and under-
stood but just as many are questioned and
rightly so. Parts of this story are harrow-
ing and make distressing and uncomfor-
table reading. Descriptions of Cathy’s
overdoses, scalding, and cutting are
simultaneously upsetting and rivetting.
On a personal level reading about self
harm and how it is inflicted is awful and
has a slightly voyeuristic quality.
However, as a professional it is fascinating
to know what the act of cutting means to
the cutter. In addition Cathy’s descrip-
tions of ECT are also hugely revealing.
Many doctors in training have not had the
experience of looking after patients who
are undergoing ECT and their lives may be
better for that. Cathy’s description of the
anaesthetic failure to give her sedation

prior to the paralysing agents being given
is particularly horrifying.

The book combines excerpts from a
diary written during the lost years, plus
Cathy’s present day commentary on
what she remembers of those years
and what she thinks about the diary
entries. It promises a compulsive read,
full of lows, occasional highs, and
flashes of humour. This is clearly a
reflection of Cathy’s life during this
time. To the reader it feels like a journey
without a map, undertaken with a
feeling of hopelessness and a belief that
the final destination may never be
reached. Reading about Cathy’s hugely
significant wish to commit suicide can-
not fail to induce huge empathy for
those patients who have passed our way
in this situation.

As doctors we should take on Cathy’s
central tenet. By treating any patient
who attends the Emergency Department
following self harm without respect, we
do all patients a disservice.

Her honesty in painting a true picture
of what her life and those around her was
like is to be applauded. Having spoken to
many doctors and nurses who have read
her book I can offer Cathy one concrete
piece of praise; our practice will change
because of what you have written.

Life after darkness: a doctor’s journey
through depression. Published by
Radcliffe Medical Press, 2006. ISBN
1-85775-729-7.
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PMETB and Article 14:
What are they all
about?

BACKGROUND
To practice medicine in the UK your
name must be registered with the
General Medical Council (GMC). With
minimal formality, a registered medical
practitioner from one state within the
European Union (EU) can work as a
doctor in another such country. Free
movement of labour is one of the key
principles of the EU.

To allow movement of doctors who
have trained as specialists, a system of
registration of specialists was estab-
lished in 1996. In the UK the GMC set
up a Specialist Register. To get onto it
you had to satisfy the Specialist Training
Authority (STA) that you had completed
a course of specialist training according
to a programme, which the STA had
agreed with the relevant Royal Colleges
or Faculty. For many specialities, includ-
ing Emergency Medicine (EM), success
in an examination was required to
confirm completion of specialist training
and obtain a Certificate of Completion
of Specialist Training (CCST).

The system for accrediting training
posts and programmes was one of ‘self’-
regulation by Colleges and Faculties for
their own specialties. The STA was
involved only when withdrawal of
training approval was recommended.
Some were unhappy about its account-
ability, transparency and fairness.
Quality Assurance of training pro-
grammes depended on regular visits of
inspection which were thought by some
(particularly hospital chief executives)
to be too numerous and to pay too little
regard for the needs of service provision,
as opposed to training. Changes were
under way even as the STA found its
feet and in April 2003 new legislation
was passed to abolish it and set up the
Postgraduate Medical Education and
Training Board (PMETB) in its place.

ESTABLISHMENT OF PMETB
After some months running in ‘‘ghost’’
form, the PMETB assumed its statutory
responsibilities at the end of September
2005. The doctors who are on the Board
are there because of personal knowledge
and experience, rather than being repre-
sentative of any particular College.
PMETB has a majority of members
who are not doctors. Lay representation
is seen as key to ensuring transparency
and accountability. Teams visiting train-
ing posts and programmes on behalf of
PMETB will always have a lay member.

PMETB is tasked with confirmation of
completion of General Practice training as
well as training in the various specialist
disciplines. Trainees will be issued with a
Certificate of Completion of Training
(CCT), whether GP or specialist. This is
not because of lowering of standards but
because GPs are to be given the same
certification as specialists.

ARTICLE 14
Another important new function is the
recognition of experience as well as
formal training and that is where Article
14 comes in. It is Article 14 of the
legislative Order which set up PMETB.
There is detailed guidance about this
Article on the PMETB and FAEM web-
sites. The Article deals with eligibility for
Specialist Registration. As well as people
who have completed formal specialist
training, doctors who have undertaken
some specialist training and/or have a
specialist qualification, can apply to have
‘‘specialist medical experience or knowl-
edge, wherever obtained’’ considered as
well, potentially to bring them up to a
level equivalent to a CCT.

RECOGNITION OF EXPERIENCE
AS WELL AS SPECIALIST
TRAINING
Because the experience can be obtained
anywhere in the world, applicants can
have an overseas background or come
from non-training grade posts in the UK.
All must either have had some formal
training in EM (minimum duration of
formal training is 6 months) and/or have
some specialist qualification in EM.
Experience to be recognised additionally
must be broadly equivalent to the dura-
tion of current specialist training leading
to CCT. That is a total of eight years from
qualification as a doctor. There must have
been four years experience, at least, in EM
of which at least three years, and includ-
ing the last six months, must have been
above the level of SHO.

In addition to experience in EM doctors
must have a minimum of six months
experience each in a broadly surgical and
a broadly medical speciality.

GOOD MEDICAL PRACTICE
STANDARDS
Even if not in a training post, article 14
applicants must be able to demonstrate
participation in Continuing Professional
Development and Audit. This is part of
Good Medical Practice, as set out by the
GMC. The six headings of Good Medical
Practice form the framework of the core
standards to assess potential specialists,
as laid down by PMETB. The headings
are set out below. Evidence is required
against each heading.

1. Good clinical care

2. Relationship with patients

3. Maintaining good medical practice

4. Teaching and training, appraisal
and assessing

5. Working with colleagues

6. Probity and health

Again, there is lots of detail about the
way in which applicants need to demon-
strate that they live up to these stan-
dards in the PMETB and the FAEM
websites. You need to look at both.

TEST OF KNOWLEDGE IN
EMERGENCY MEDICINE
Good clinical care standards are specific
for EM and will be judged against the
Faculty’s EM core curriculum. We
believe that the best test of knowledge
to demonstrate this is the exit exam of
the Faculty (FFAEM). If an applicant
does not have an appropriate test of
knowledge, with either the FFAEM or
equivalent, then there needs to be very
strong supporting evidence to demon-
strate that their knowledge is up to the
standard required for CCT. Once again,
guidance about other proof of knowl-
edge which might be acceptable is given
on the FAEM website.

Up till now, the FFAEM examination
has only been open to doctors who have
occupied a specialist training post in EM
in the UK or Ireland. The rules have
been changed so that doctors who have
satisfied the experience requirements
for Article 14 can take the examination.

MECHANISM FOR ASSESSMENTS
Applications under Article 14 must be
made to PMETB initially. Only once
PMETB staff believe that an application
is complete will it be passed on to the
Faculty. Four panels have been set up to
share the work of assessments in
Emergency Medicine. The officers of
the Faculty’s Higher Training
Committee (Jane Fothergill and Wayne
Hamer) and the two Faculty Vice
Presidents (Jonathan Marrow and Ed
Glucksman) will each chair a panel.
They will be supported by two Faculty
examiners nominated by the Regional
Training Committee chair, together with
the Regional FASSGEM representative.
Applications will be shared out round
the panels by Faculty office staff.

The fee for assessment under Article
14, payable to PMETB, is currently £700
but an increase is proposed during 2006.
PMETB are required to respond to an
application within 90 days, but the clock
only starts once they are satisfied an
application is complete. Successful
applicants will be sent a letter recom-
mending that they be admitted to the
Specialist Register. They will not get a
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CCT. The Faculty panels are required to
specify what additional training or
assessment is needed for applicants
who are not successful. It will be for
the applicants to arrange for this addi-
tional training, in consultation with
their Postgraduate Dean.

SUMMARY
For many colleagues Article 14 of the
General and Specialist Medical Practice
(Education, Training and Qualifications)
Order 2003 presents an opportunity for
major progress in their career when they
have for a long while felt undervalued.
PMETB and the Faculty of Accident and
Emergency Medicine have set necessarily

high standards against which applicants
will be judged.

You cannot be appointed to a consul-
tant post in the NHS unless your name is
on the GMC Specialist Register. However,
Specialist Registration does not guarantee
you a consultant post. All consultant posts
must be appointed in open competition.

We realise how important the process
is for applicants, but we do urge doctors
thinking of applying to read all the
information on the websites very care-
fully. Take advice from experienced
colleagues in EM before sending your
application off. We are not allowed to
specify one particular examination as an
absolute requirement but if you can

possibly take the time to sit the exam
and secure the FFAEM qualification it
will enormously improve your chance of
success.

Useful websites:
www.emergencymed.org.uk
www.pmetb.org.uk
www.gmc-uk.org

JONATHAN MARROW
Vice President, Faculty of Accident and

Emergency Medicine

WAYNE HAMER
Honorary Secretary, Higher Training

Committee, Faculty of Accident and Emergency
Medicine
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Round Up of Forum
News from FASSGEM
I would like to begin by thanking all of
those that have volunteered to act as
Hospital contacts for our FASSGEM
electronic cascade. Our aim is to ensure
that each and every Emergency
Department in the UK has a nominated
individual to act as a FASSGEM point of
contact to disseminate information of
relevance to Staff and Associate
Specialist doctors in our specialty. To
date we have about 30 hospitals regis-
tered with us for this scheme and we are
desperate to ensure that those that have
not already done so become part of the
system as soon as possible. If your
hospital has not got a designated
FASSGEM electronic cascade contact
then please email myself Dr Andrew
Newton at fairviewshipham@btinternet.
com and our membership secretary Dr
Caroline Shaw caroline.shaw@nnuh.
nhs.uk giving the contacts name, details,
email address, and Trust details on your
email.

THE NEW CONTRACT
At the time of writing no formal
announcement has been made on the
new SAS contract, although it is my
expectation that by the time that it is
published we should all at least have
some provisional indications as to what
the future will hold for us.

Regular updates on the progress of
the contract negotiations are available
through the BMA website and I would
certainly advise that this becomes a
regular point of reference for anyone
wishing to stay up to date with how
things are progressing.

It is likely that there will be problems
with the implementation of the new
contract and the BMA may well be in a
position to assist some individuals in

negotiations arising out of contract
related difficulties. In all probability the
BMA will only represent those doctors
that have been BMA members prior to the
introduction of the new contract; there-
fore if you think that you are likely to
encounter contractual problems and you
are not a member of the BMA already
then you should become a member as
soon as possible to put yourself in a
position where you can receive appropri-
ate support, advice, and assistance.

PMETB
Following the launch of PMETB in the
autumn there have been a large number
of reported teething problems in relation
to ‘Article 14’ applicants. Inevitably an
initial bolus of applications has somewhat
clogged the system leading to delays of
significantly longer than the stated three
months for the processing of applications.
There has also been significant confusion
about what is actually required by way of
a ‘log book’ for doctors within our
specialty and this has resulted in many
applicants being requested to supply
additional information in support of their
initial portfolio. The Faculty has devel-
oped specialty specific advice for ‘Article
14’ applicants and this is now available
through the Faculty website.

An excellent review article on PMETB
is to be found in this issue of the EMJ
supplement, I would urge all Staff and
Associate Specialist doctors to read this
article and to note its content as it
certainly represents a very precise
review of the current situation.

WEBSITE
Grateful thanks are due to Dr Bethany
Threlfall who has taken over as our
website coordinator. Now that our
website it part of the combined
Emergency Medicine website I would
like to see the site used more and more

to promote information of relevance to
Staff and Associate Specialist doctors
within the specialty and to advertise
local and regional meetings. If you have
information for inclusion in the website
then please email it to Beth (bethany.-
threlfall@wlt.scot.nhs.uk).

SPRING MEETING
The spring conference this year is going
to be held at the newly opened Ramada
Plaza Hotel and Conference Centre,
Wrexham on Friday 12th May. A varied
and exciting programme has been
devised and tailored to the specific
challenges faced by experienced emer-
gency practitioners.

The venue is located close to Wrexham
town centre, which borders the beautiful
vale of Llangollen and breathtaking
Snowdonia. It is also only minutes from
the Historic City of Chester. So why not
make a weekend of it? Details of the
programme and a booking form can be
found on the FASSGEM website.

ANNUAL CONFERENCE
This year’s annual conference will take
place in Bath from Tuesday 21st

November to Friday 24th November.
The conference will cover all aspects of
Emergency Medicine; however, one of
the days will concentrate on musculos-
keletal and rheumatologic presenta-
tions. The provisional programme of
presentations and social functions can
be found on the website. Early applica-
tions are encouraged (as there are
limited rooms available in the venue—
first come first served); there is an
incentive scheme in terms of the costing
of the conference to encourage you to do
this (application forms can be down-
loaded from the website).

ANDREW NEWTON
Associate Specialist in Emergency Medicine

Chair of FASSGEM
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