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CEM News
October and the season of mists and mel
low fruitfulness! We are approaching the 
first anniversary of the launch of the ‘Col
lege 10 priorities campaign’ and we can 
celebrate a major achievement—namely, 
a substantial increase in the numbers of 
doctors recruited to both CT1 and CT3 
posts via the HEE funded expansion in 
ACCS emergency medicine posts and the 
GMC recognition of transferable compe
tencies through the newly established 
DREEM schemes. Much credit must go to 
Wendy Reid and Patrick Mitchell of 
Health Education England, as well as to 
Kevin Reynard, who as Dean has led the 
work of the College on these matters.

I wrote to all fellows and members in 
August to highlight this achievement. 
However, the College is equally mindful 
of the need to both sustain these recruit
ment rates while simultaneously address
ing the related issue of retention.

The policy activities of the College are 
currently focused on influencing politi
cians of all parties and highlighting the 
key reforms required to ensure acute and 
emergency care is both safe and sustaina
ble. Our approach has been one of both 
collating data and integrating this into 
clear and concise information to provide a 
quantitative argument. We are also aware 
that for many of the people we wish to 
persuade and inform, there is great value 
in a more narrative approach. To this end, 

the College has been fortunate enough to 
obtain prime space within the party con
ference editions of parliament’s own mag
azine The House. Our message will be on 
the page opposite the Secretary of State, 
Jeremy Hunt, the shadow Secretary of 
State, Andy Burnham, and the Health 
Minister, Norman Lamb.

The issues raised are common to all 
emergency departments, the length and 
breadth of the UK and Ireland. The pub
lication is read by MPs, constituency 
workers, journalists, commentators and 
policy advisors. Below is the transcript 
which I hope you will agree highlights 
many of the key points of our ‘CEM10’ 
strategy.

‘An 82-year-old man with severe dementia 
and advanced cancer is brought in from a nurs-
ing home on Saturday night and dies in the 
company of strangers in a noisy emergency 
department

The College believes that the inconve
nience and indignity of similar inappro
priate events is matched only by the 
frequency with which they occur. Not all 
urgent care can or should be provided in 
an emergency department.

Hospital penalised for treating the sick and 
injured
Extraordinary though this statement is, 
the current funding systems create a daily 
dilemma for all trust executives. To balance 

the books, ever greater numbers of elec
tive surgical patients must be accommo
dated so that the revenue from their care 
can cross subsidise those misfortunate 
enough to suffer an acute life threatening 
illness or injury.

Millions wasted on short term agency staff in 
A&E units

Last year over £150 million was spent 
on medical locums in A&E departments. 
This is almost threequarters of a million 
pounds per department! More alarmingly, 
it is more than the current total salary bill 
for all the emergency medicine consult
ants in the UK. This money should be 
spent more strategically to reverse the 
current crisis of A&E recruitment and 
retention.

My mother waited 8 hours on an ambulance 
stretcher

Lack of patient flow through an A&E 
department is the single most pernicious 
way to render the system both ineffi
cient and ineffective. Not only are para
medics unable to attend other 999 calls, 
but patient outcomes are worsened: 
more pain, less care, more deaths. These 
all arise when the exit from an A&E is 
effectively blocked because of a lack of 
available hospital beds for those patients 
requiring admission.

Patients deserve better care than this’
Over the past 2 years the College has 

campaigned to address this toxic mixture 
of underresourcing and overspending. 
Fortunately, other voices have joined us; 
politicians of all parties, medical education 
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providers, other medical colleges, NHS 
organisations and many others.

The College now strives to act as a cata
lyst for action to remedy the current quag
mire of unintended consequences and 
perverse incentives: we must build an 
urgent and emergency care system that 
provides patient focussed, safe, effective 
and efficient care.

The coming winter will see increased 
pressure on emergency department ser
vices and renewed interest in our depart
ments. The College will strive to reinforce 
the issues of safety and sustainability and 
avoid ‘sound bite criticism’ of others. We 
have achieved a good deal of consensus on 
issues, from ‘exit block’ and ‘crowding’ to 
trust finances and terms and conditions. 

We will hold others to account if and when 
such consensus is not translated into action.

I hope to see many of you at our 
National Emergency Medicine Leaders 
day next month at the British Library and, 
as ever, welcome any feedback from all 
and any member or fellow of the College.

Clifford Mann

Prehospital experience for 
emergency medicine doctors 
at the British Superbike Series

Want to know if prehospital care might be 
for you? Ever wondered what it might be 
like to work at British Superbikes as a doc
tor? Really like motorbikes and want to 
see some racing? Just like prancing about 
in red overalls?

The British Superbike Series visits cir
cuits from Knockhill in Scotland to 
Thruxton in Hampshire, and includes 

Brands Hatch, Silverstone and many oth
ers in between. The medical team con
sists of doctors, paramedics, nurses, 
radiographers and physiotherapists who 
work in the circuit medical centres, fast 
response cars and trackside. In the medi
cal centres, we bring our own diagnostic 
facilities, with a mobile Xray system 
which has reduced the number of 

patients transferred to local emergency 
departments from 200/year to 20/year, 
and an ultrasound machine, which is 
used primarily for EFAST scans and to 
facilitate nerve blocks. The team consists 
of anaesthetists, emergency physicians 
and other specialists. There are facilities 
to provide safe sedation, to facilitate the 
initial management of most fractures and 
dislocations. 

Emergency physicians work primarily 
in the medical centres but are also useful 
trackside and in the response cars to assess 
injured riders.

We see about 50 riders who fall 
and sustain injuries, both minor and 
major, at each round (thankfully most 
bounce reasonably well and do not have 
to cope with a bus coming in the other 
direction).

Most members of the team are motor
bike enthusiasts and come to enjoy the 
racing, although some of us just come 
for the hugs! We usually either camp or 
caravan at most events, and there is a 
significant social element to the meet
ings, with many members socialising to 
reduce the effect of having to sleep in 
a tent. . .

This is an opportunity to work as part 
of a well oiled (most evenings!) team 
with ample senior support. There is some 
financial recompense to cover expenses. 
We welcome trainees/middle grades 
above F2 level and even consultants! 

For more information and to contact us 
for an observer ticket to come and see 
what we get up to, have a look at http://
www.bsbmedical.co.uk/

Alison Walker, Jane Brenchley
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Jonathan Benger: making a 
difference
 Jonathan Benger has been National Clinical 
Director for Urgent Care since April 2013. The 
spotlight is never far away from urgent and 
emergency care. We asked him how he’s set-
tling into the job.

Q. Please could you start by giving us a 
potted CV? 
A. I qualified from Bristol in 1990 and did 
jobs in surgery, anaesthesia, critical care 
and paediatrics before settling in emer
gency medicine. During my registrar 
training, I became increasingly interested 
in research and prehospital care, and 
completed an MD in 2002. I have been a 
consultant at the Bristol Royal Infirmary 
for 12 years, combined with an academic 
appointment, and became Professor of 
Emergency Care at the University of the 
West of England in 2008. I held multiple 
roles within the College of Emergency 
Medicine between 2000 and 2013, start
ing with members’ representative to the 
Board of the Faculty of A&E Medicine, 
and finishing as chair of the Clinical 
Effectiveness Committee. I stood down, 
reluctantly, from all of my College work 
when I became National Clinical Direc
tor for Urgent Care at NHS England, in 
April 2013; however, I felt that the 
potential of this new post justified the 
change.

Q. Are you still a practising academic 
emergency medicine consultant?
A. Of course. All National Clinical Direc
tors are required to be active in clinical 
practice, to remain in touch with reality. 
Doing a typical late shift keeps me 
grounded. My academic work has never 
been busier, and I have recently received 
funding for several projects relating to out 
of hospital cardiac arrest.

Q. Describe your average week
A. I am fortunate to have very under
standing and supportive colleagues, which 
allows me to do most of my clinical work 
in a relatively fixed pattern, including a 
full share of oncall and weekends. The 
remainder of my working week is split 
somewhat unequally between NHS 

England and research. I am in London 
most weeks, Leeds sometimes, and in 
other parts of the country often!

Q. What does the job of clinical director 
entail?
A. So far it’s been about listening to what 
people have to say, achieving consensus 
and influencing change. When I started 
there were two big projects already run
ning: the ‘Keogh Review’ of urgent and 
emergency care and the national imple
mentation of 111, so I started with these 
and have just continued from there. The 
title sounds grand but the actual power is 
limited and the budget zero, which is a 
situation that many people will recog
nise. People tend to listen to what you 
have to say, but you’ve got to be credible 
and present a good argument if you want 
to convince them and actually make a 
difference.

Q. How and why did you take this on?
A. ‘How’ is easy: I applied, was inter
viewed and appointed. ‘Why’ is more 
complex. I have noticed that the more 
change you can potentially achieve the 
harder it becomes to actually do anything. 
However, I wanted to make a difference 
to emergency care in England, and also to 
keep challenging myself. It’s been a very 
steep curve, but I’ve learnt a great deal, 
and changed my perspective on many 
things.

Q. What are your 2 and 5 year objectives?
A. My 2 year objective is to deliver the 
urgent and emergency care review: to 
actually improve urgent care in England, if 
I can. My 5 year objective is to get out of 
this job not feeling too embittered, or that 
I made a big mistake.

Q. Matthew Cooke is a hard act to follow: 
what was his most impressive achievement?
A. Matthew is indeed a hard act to follow, 
although it’s worth pointing out that he 
had a somewhat different job and worked 
for the Department of Health. NHS 
 England is independent of government, 

which makes my role more flexible. One 
of Matthew’s most impressive achieve
ments was to get clinical quality estab
lished alongside time based targets. I’d 
like to contribute to that important leg
acy.

Q. We seem to have been on a journey 
where emergency medicine has 
been starved of resources over the past 
few years as the tariff guarantees financial 
loss for all over the 2009 level as part of a 
drive to redirect acute patient care into the 
community. What is the Department of 
Health view as to where we should 
be going?
A. It’s no secret that after a period of 
exceptional growth the NHS in general is 
having to work with less resources, and 
emergency medicine has shared in both 
phases of the cycle. The 30% marginal 
rate has reduced hospital income in pro
portion to workload, and to date commu
nity based alternatives have had limited 
impact. I can’t speak for the Department 
of Health, but my view is that reform of 
the payment system for urgent and emer
gency care, along with changes to com
missioning and revision of the indicators 
and standards by which that care is 
judged, are essential to wholesale reform 
of the system. We are working to achieve 
this through the urgent and emergency 
care review.

Q. Do you feel you have gone over to the 
dark side when you meet your emergency 
medicine colleagues?
A. Absolutely not, because there is no 
dark side. The NHS is a lot of people 
trying to do the best they can and, in 
general, the right thing. The temptation 
to establish an ‘us and them’ culture is 
very human, but ultimately it gets in the 
way of good patient care. It’s a culture 
that seeks to blame others for shared 
problems, and prevents collaborative 
working.

Q. How controlled by the Department of 
Health are you?
A. Not at all. A central principle of the 
Heath and Social Care Act is that the NHS 
should be free from day to day political 
interference, and whatever else one may 
think of Andrew Lansley’s reforms, he got 
that right. However, this arrangement 
may not sit so well with politicians, and I 
don’t know how long it will last. In the 
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meantime, I am doing my best to ensure 
that there is a clear clinical voice in urgent 
healthcare policy.

Q. Do politicians listen to doctors, or 
only to the ones who say what they 
want to hear?
A. Politicians do listen to doctors, but like 
patients, they don’t always follow the 
advice that they receive, particularly when 
it is difficult or conflicts with other priori
ties. However, politicians are highly sensi
tive to the prevailing view, so if everybody 
is saying the same thing, they have no 
choice but to listen. This is why consen
sus is so important: faced with half a 
dozen different views, people will pick 
the one they like best, but faced with the 
same view from everybody, they have no 
choice.

Q. Many emergency medicine doctors feel 
the alcohol industry has too much influence 
over policy. Is there anything you can do?
A. I was alcohol colead for the College for 
several years, learnt a lot from Robin Tou
quet, and like any emergency medicine con
sultant am well aware of the problems 
caused by alcohol. I agree that the industry 
has too much influence and there are some 
measures that are so well supported by evi
dence (such as minimum unit pricing) that 
they should be implemented immediately. 
However, the main pressure for reform 
should be, and is, coming from Public 
Health England. I am happy to support this.

Q. What is your desert island luxury, three 
pieces of music and book?
A. My desert island luxury is a good long 
walk in the Mendip hills (although that 

could be difficult to arrange). Music is 
almost impossible to decide, but a mix 
would be good. Something current, some
thing classical and definitely a bit of punk 
rock, the music of my youth! The book 
would be The origins of political order by 
Francis Fukuyama: being marooned on a 
desert island is likely to be the only chance 
I get to finish it.

Q. Do you still run a murder mystery 
business?
A. Yes, but I have so little spare time these 
days that we only run a couple of events a 
year. It’s very different to medicine and is 
a little bit creative, which is fun. It’s inter
esting to tell a story and see how people 
respond to that.

The glamorous life of an emergency 
medicine consultant
I went into emergency medicine for the 
glamour—didn’t we all? I’m in it to save 
lives, meet George Clooney lookalikes 
and shout ‘code red’ at every opportunity.

My shift last Sunday didn’t quite live up 
to my hopes but revealed other gains. Eve
rything was going reasonably well for a 
busy Sunday until about 4 pm. I then went 
to my small but perfectly untidy office to 
get my team motivational wine gums. 
These are a bit of a tradition. I was asked 
once at a CQC visit what motivated my 
team and I said E numbers and love—it 
seemed to go down OK. I believe wine 
gums to be one of the five basic food 
groups—surely they are a staff of life? 
Sometimes I feel you would never get 

tired if only you could have an unlimited 
supply of wine gums.

I don’t lock my office, which is stupid, 
but I was bought up to believe in an ‘open 
door’ policy. Anyway, when I went in I 
spotted at once that the wine gums were 
missing and the floor and my chair were 
wet. I found the sister in charge and told 
her about this odd state of affairs and she 
turned detective (as all good emergency 
department sisters are anyway). We went 
to the majors area and chatted to the tri
age nurse who said, how interesting—one 
of the patients had a bag of wine gums. . .

We went to see a man in the queue—he 
appeared very drunk and when asked 
whether he had gone into an office and 

stolen the wine gums, he just shouted 
“gums” and kept chewing. Senior Sister 
turned to me and said quite slowly that 
she didn’t think my office floor and chair 
were covered with water, and indeed we 
found on further inspection that the wine 
gum thief had mistakenly used my office 
as a public convenience. Surprisingly, he 
had not taken the team fruit pastilles, my 
phone or my purse. May be he thought 
the wine gums might stave off the with
drawal shakes?

So, on Monday I got myself a new chair, 
had my office deep cleaned and resolved 
to lock the office door. I am regularly 
asked if I have any wine gums but my col
leagues now view all my sweet based 
offerings with some suspicion.

So what have I learnt? Lock your door? 
Buy cheap and nasty wine gums? No—my 
take home message is do emergency medi
cine; your dineout stories will always be 
so much better than the dermatologists.
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