
Emergency care
trusts and emergency
care leads
Reforming Emergency Care, published in
November 2001, made it clear that
emergency care networks are to be
established. The networks should co-
ordinate services across all parts of the
emergency healthcare spectrum, in-
cluding primary care, ambulance serv-
ices, secondary care and, eventually,
social care. Every health and social care
organisation should be represented by
an emergency care lead (ECL).

Each trust and primary care team
ECL will be expected to coordinate and
develop the organisation’s internal
capacity and systems to respond to the
emergency care needs of the local
population in conjunction with all
other organisations comprising the
local emergency care network. The
specifics of the role will vary according
to the nature of the locality, the needs
of the particular organisation and,
crucially, the stage of development of
the local network.

All ECLs will be expected to:
• Coordinate every aspect of the organisa-

tion’s response to patients’ emergency care
needs.

• Facilitate and support the clinical and
operational implementation of an emer-
gency care strategy in and across the trust
or primary care team.

• Work closely with other ECLs in the local
emergency care network.

• Ensure that the organisation adopts a
patient centred and whole systems ap-
proach.

• Fully engage all constituent organisations,
primary care, and other providers (for
example, out of hours providers/NHS Di-
rect, dental services, community hospitals,
voluntary services).

• Ensure that developments reflect appropri-
ate national strategy and policy, including
the review of GP out of hours services
primary care access policy and in particular
Reforming Emergency Care.

The ECL should act as an internal
and external change agent in order to:

• Ensure development and increased respon-
siveness of services in line with the NHS
Plan and Reforming Emergency Care.

• Develop and promote the trust’s strategy
for emergency care, with particular atten-
tion to the key issues highlighted in
Reforming Emergency Care.

• Develop and improve access to appropriate
emergency healthcare.

• Implement common standards of clinical
assessment and patient pathway manage-
ment across the whole local system.

• Promote the development of the local care
pathways across all components of
emergency healthcare in line with national
emergency care standards and guidance.

• Include all health and social care partners
in the change process.

• Enable learning from new initiatives to be
applied within the trust (and across the
practice network within the primary care
team) and local network.

• Facilitate the flow of appropriate clinical
information to and from professionals to
enhance health maintenance and care for
patients, and inform clinical audit, govern-
ance, and service evaluation.

It is essential that all trust and
primary care team ECLs are estab-
lished as senior clinical members of
the organisation. Postholders should
therefore report directly to either the
chief executive or another board level
director.

All ECLs should have an appropriate
professional background with experi-
ence in emergency care and have a
particular interest in whole systems
change.

Further information is available on the
web site www.doh.gov.uk/capacityplanning/
reform.htm and advice can be obtained from
Matthew Cooke, A&E Advisor, Winter and
Emergency Services Team, Department of
Health; matthew.cooke@doh.gsi.gov.uk
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Consultant appointments, November 2001 to January 2002. The information for the
consultant appointments is provided by the Faculty and any errors should be notified
to them and not the journal

Name Hospital Previous post

Peter Doyle Selly Oak Hospital, Birmingham SpR, Alexandra Hospital
Helen Draper Kingston Hospital, Surrey Locum consultant, St George’s Hospital
Paul Farrugia Royal Hampshire County Hospital Consultant, Royal Berkshire Hospital
Helen Law Harrogate District Hospital SpR, General Infirmary at Leeds
David Lewis Ipswich Hospital SpR, Bedford Hospital
Kevin Reynard St James Hospital, Leeds Consultant, Wythenshawe Hospital



A quick guide to your Commission for Health Improvement (CHI)
visit

Presidential pearls
The BAEM sitrep survey was recently
completed. Many thanks to all those
who contributed. Some clear trends
are apparent.
• There are still many departments in

which patients are waiting far
longer than 75 minutes to be seen
and significantly more than four
hours before being admitted, trans-
ferred, or discharged.

• There is already evidence of creative
interpretation of the new definitions.
I highlighted this at a recent meeting
with the WEST group and was
advised that any such instances
should be brought to the attention of
WEST. They have been asked to
advise chief executives directly of the
need to adhere to the spirit and the
letter of the new definitions. I would
be grateful if such communication

could be sent to BAEM and I shall
forward it on to the WEST group.
Advice from the Department of

Health on emergency care leads and
streaming initiatives, both integral
components of Reforming Emergency
Care, is now available on the Depart-
ment of Health web site. I would
strongly recommend regular visits to
this site as the detail of Reforming
Emergency Care continues to appear and
obviously has major implications for
our specialty. Guidance from the De-
partment of Health tends to be generic,
allowing for local circumstances to be
accommodated. I have expressed my
concern that such an approach can
lead to misinterpretation by managers
and clinicians not familiar with the
principles of emergency care.

The appointment of emergency care
leads will be fundamental. Ideally, the
appointee should be a clinician from
our specialty. Where this is not possi-

ble, then it is essential that the post is
held by an individual with good
insight and knowledge of emergency
care and full recognition of the pivotal
role which our specialty plays within
the system of emergency care. Alterna-
tive suggestions should be resisted.

The guidance on streaming repre-
sents an approach to emergency care
to which the Department of Health is
now committed. Our specialty has a
fundamental role, particularly in the
streams involving resuscitation, major
illness/injury, and minor injuries/
moderate illness. It is essential that
this is highlighted locally and the nec-
essary investment acquired to allow us
to deliver the high quality consistent
care to which we aspire.

One of the headlines of Reforming
Emergency Care was the expansion in
consultant numbers in our specialty
indicating 183 additional consultants,
representing 40% expansion. Initially,
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it was believed that central funding
would be available for these posts pro-
viding an essential and long overdue
impetus. Such funding was of course
delivered without delay to improve
nursing numbers within our depart-
ment. However, the funding for con-
sultant posts did not appear.

As a result of discussions, I now
understand that there will be no
specifically identified additional fund-
ing for consultants in our specialty.
This is extremely disappointing and
represents a great opportunity to de-
liver improvements which has been
missed by the government. Funding
for additional consultant posts is in-
corporated in part of the “general
uplift” for the NHS and we therefore
have to compete for this funding along
with colleagues from other specialties.
However, I understand that “emer-
gency care” is identified as a priority
for such funding and our chances of
being successful would appear to be
greater than normal but by no means
guaranteed. I would strongly recom-
mend that bids for additional consult-
ant posts be finalised and submitted
without delay to take advantage of
whatever funding is made available.

Early registration is now available
for the 9th International Conference
on Emergency Medicine in Edinburgh
from 17–21 June 2002. Please do take
advantage of this financially beneficial
opportunity, secure the best accommo-
dation, and favourably influence the
ambient anxiety levels of the organis-
ing committee!

JOHN HEYWORTH

Assistance with
paediatric decision
making on the
internet
Knowledge management means rec-
ognising the importance of knowledge
and mobilising it in a form that
clinicians can apply. It is estimated
that, as physicians, we “process” 2
million pieces of clinical information
in our workflow and that biomedical
knowledge doubles every 20 years!
How good are we at applying this ever
expanding knowledge to clinical deci-
sions in our workflow? Currently, we
make little use of computers in our
cognitive decisions at the bedside.

Relatively inexperienced A&E doc-
tors or GPs (more experience but of a
less specialist nature) deliver a signifi-
cant proportion of acute paediatric
care. Their inexperience and the poor

availability of specialist advice is com-
pounded by a deficiency of knowledge
management systems. This may con-
tribute to a fair proportion of medical
error.

Following a missed diagnosis of
necrotising fasciitis in a 3 year old girl
with chickenpox, her parents, together
with paediatricians and other paediat-
ric healthcare professionals, have set
up a medical charity (Isabel Medical
Charity) that delivers a free-to-use
paediatric decision support system
(ISABEL) on the internet. Using ex-
pensive pattern recognition software
donated by Autonomy™, they have
produced a differential diagnosis tool
that serves as a starting point in the
clinical care pathway of a child pre-
senting with an acute illness. In
response to a user entering the clinical
features of a child s/he has just seen,
the tool produces a relevant list of dif-
ferentials to consider, by searching
standard paediatric sources like Nel-
son and Forfar’s textbooks (donated
for use by Harcourt Health Sciences).

To help the doctor narrow down the
list to diagnoses relevant to the indi-
vidual patient, a concise version of the
associated text is also provided for
each diagnosis. In addition, the diag-
noses are further integrated with
relevant images (clinical, radiological,
and haematological) and expert clini-
cal guidelines for management. The
images are contributed by experts in
their respective fields, who also anno-
tate them with text pertaining to the
diagnosis and further management of
the clinical condition. All guidelines
follow a simple algorithmic format
with easy-to-use decision nodes. All
drugs are linked to the relevant section
in the Web-BNF. An underlying layer
of hyperlinked descriptive text pro-
vides the doctor a rational basis for the
guideline, including the level of evi-
dence supporting it.

Experienced doctors have accumu-
lated clinical wisdom as part of a
process of learning from mistakes. In
medicine we do not have a culture of
disseminating lessons learnt from mis-
takes in a positive, non-blame appor-
tioning manner. Further, this clinical
“experience” is currently not accessible
to other doctors caring for the sick child
at the point of care. By integrating such
clinical wisdom (gathered from users as
well as experts) with the differential
diagnosis, ISABEL tries to address the
lack of such knowledge (not available in
textbooks) at the bedside. A popular
MRCPCH teaching resource (Ram’s
MRCPCH Teaching) is also being inte-
grated into ISABEL to serve an edu-

cational purpose for junior doctors pre-
paring for the MRCPCH examination.

Although fully functional with nearly
1000 registered users and 100 000 hits a
month, ISABEL is still a pilot site.
Although limited evaluation of this
resource has been conducted, plans for
further validating the clinical utility of
this resource are currently underway in
NHS hospitals across the UK. Enthusi-
asm for ISABEL has been very encour-
aging and many paediatricians across
the country have joined the advisory
and editorial boards. If you are inter-
ested in contributing to ISABEL, please
email j.britto@ic.ac.uk. Feedback is
also welcomed by registering at www.
isabel.org.uk and using the site.

JOSEPH BRITTO
Consultant and Senior Lecturer in Paediatric

Intensive Care, Imperial College, London

News from BAETA
Hopefully the thought of a summer
trip to Edinburgh for the 9th Inter-
national Conference on Emergency
Medicine is keeping the winter blues
away (for further details visit the web
site www.9icem.com). If not, here are
some other ideas to get you out of that
cold weather rut.

ATACC course
The anaesthetic trauma and critical
care course (ATACC) is targeted at
those with anaesthetic and airway
skills who may be involved in the
management of trauma patients. It is a
three day course designed to take the
principles of ATLS a few stages further
into the critical care phase of manage-
ment. The next course dates are 20–22
March and 24–26 July. For further
information, visit the web site at
www.anaesthetic-trauma.org or con-
tact the course director Dr Mark
Forrest on (01925) 635911 × 2232 or
atacc.doc@virgin.net.

FFAEM course
For those of you with exams on your
mind, there is a one day preparation
course for the FFAEM exam in Gla-
morgan on 20 March 2002. Contact Mr
A Kamal (A&E Consultant, Royal Gla-
morgan Hospital) on (01443) 443550
or email akamal1061@hotmail.com
for further information.

To contact the editors write to:
Mike Beckett and Diana Hulbert, Accident
and Emergency, West Middlesex University
Hospital, Twickenham Road, Isleworth,
Middlesex TW7 6AF (tel 020 8565 5486,
fax 020 8565 2516, email cclark@
bmjgroup.com).
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BAETA conference 2002
Following on from the success of last
year’s meeting in Portsmouth, plans
for the 2002 BAETA conference are
already progressing well. This year’s
conference will be held in Bristol from
Wednesday 18th to Friday 20th Sep-
tember. The selected venue is in the
heart of this lively and varied city, and
promises to combine both old and new
in a highly memorable event. Further
details and booking forms will be
circulated shortly.

EMTEL update
EMTEL, the emergency medicine
trainees’ email list, has now been run-
ning for a year and we have over 260
subscribers. It provides an information
service for trainees, supplying updates
of relevant news and events; to have
your name added to the distribution
list, email Jonathan Benger at
JB@sectae.org.uk. The EMTEL data-
base is confidential, contains no adver-
tising, and is used only by your elected
committee to disseminate information
of interest to all.

If anyone has items of interest to
trainees please contact me at the
address below. Happy Easter—
summer is coming!

JASON SMITH
President, BAETA; jason.smith20@virgin.net

Roundup of “Forum”
news from FASSGEM

Pay
The doctors pay review body sadly did
not address the inequality that has
crept into staff grade pay over the past
few years (despite a detailed survey by
Price Waterhouse Coopers being sub-
mitted as evidence of the problems
that exist). The BAEM executive have
pledged their full support to all efforts
to seek an expeditious resolution to
this situation. Representation has been
made to the BMA and to the DOH
about pay—watch the web site for
updates.

Subscriptions
Staff grades in emergency medicine
are reminded that they can now join
BAEM at the newly negotiated “spe-
cial deal” rate. Full details and applica-
tion forms are available from the
BAEM office.

Revalidation
With revalidation almost upon us, all
staff grade and associate specialist
practitioners should have had an ap-
praisal performed before 1 April 2002.

All CME/CPD should be being regis-
tered with an appropriate body (pref-
erably with the Faculty; details avail-
able from the Faculty Office).

Instructor status
A recent audit, presented at the Ply-
mouth Conference (Dr Andrew Kelly)
showed that NCCGs in emergency
medicine are significantly under-
represented among the ranks of ATLS/
APLS/MIMMS instructors. FASSGEM
members who are not instructors are
urged to consider the potential for
their own personal development up to
instructor status as a way of contribut-
ing to their CPD plan.

FASSGEM conference 2002
This year’s conference will take place in
Portsmouth, at the Queens Hotel, from
12–15 November. Topics on the pro-
gramme already include alcohol and
drug abuse, paediatrics, burns care and
a workshop on teaching methods. There
will be plenty of opportunity for papers
from delegates and also for posters of
research/audit work. Please let Carolyn
know if you have work you would like to
present (chargreaves@doctors.org.uk).

Book your study leave now!!

ANDREW NEWTON
Chair of FASSGEM (Forum for Associate

Specialists and Staff Grades in Emergency
Medicine);

apnewton@fairviewshipham.fsnet.co.uk

* * * * *

“Discovery consists of
seeing what everybody has

seen and thinking what
nobody has thought”

Albert von Szent-Györgyi (biochemist)

Albert von Szent-Györgyi was awarded
the Nobel Prize in Physiology in 1937.
One of his major achievements was
the isolation and definition of the
structure of ascorbic acid, vitamin C. He
confirmed that this was the active agent
in fresh fruit and vegetables that
prevented scurvy. A Hungarian by birth,
he is said to have noted that paprika
was a particularly rich source of the
vitamin.

Discovery of the preventive and cura-
tive virtue of fresh fruit in scurvy is usu-
ally credited to James Lind. His “Treatise
on Scurvy” was published in Edinburgh in
1753. Lime juice was adopted by the
Royal Navy in 1795 and scurvy ceased to
be a regular consequence of long sea
voyages. Lind demonstrated that lime
juice worked, though no-one would
know why for 184 years. He was an
enthusiast and communicated his re-
sults effectively. It still took 40 years
before they were put into practice.

James Lind was by no means the first
to notice the cure for scurvy. The Susan,
the Hector, the Ascension, and the Red
Dragon formed the first East India Com-
pany fleet to set sail from London for the
Spice Islands in 1601. By the time the

ships had crossed the Equator, men
began to fall sick from scurvy on all
except the Red Dragon. James Lancaster,
the master of the Red Dragon, “had
brought to sea with him certain bottles
of the juice of lemons” and three spoon-
fuls were given to each man daily as long
as it lasted. Lancaster had seen a man
recover from advanced scurvy after eat-
ing fresh fruit on an earlier voyage. He
was sure that lemon juice worked. His
results were recorded and published, but
those who read the diaries of his voyages
altogether failed to make the link with
everyday practice.

JONATHAN MARROW
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