
Setting up the
membership
examination
The inaugural diet of the
examination for the diploma of
Membership of the Faculty of A&E
Medicine (MFAEM) April 2003
The Faculty Board charged the Educa-

tion and Examination Committee with

the responsibility of developing a spe-

cialty specific “entry” level examination

for trainees in emergency medicine,

which could also be taken by others in

middle grade positions in our specialty.

Thus, a steering group subcommittee

was established in 2001 to develop an

assessment that would be contemporary,

valid and reliable—in short “fit for

purpose”. The central theme that guided

the steering group’s work was “what

knowledge, skills and attitudes are es-

sential for safe practice at the beginning

of higher training?” Central to the

assessment philosophy was the clinical

component, with the examination giving

candidates an opportunity to demon-

strate a wide range of clinical skills as

well as the ability to communicate—

crucial for successful practice.

With the support of our parent Col-

leges, particularly Edinburgh and with

the help of an expert educator, the steer-

ing group commenced its work and hav-

ing established consensus opinion on the

absolute essentials to assess, the shape of

the individual elements were further

developed and defined by smaller sub-

groups.

Part A
MCQ, a knowledge test with 50 ques-
tions each with four stems, not nega-
tively marked. This would assess es-
sential knowledge of basic sciences
(anatomy, physiology, pathology, etc)

as applied to the practice of accident
and emergency medicine.

Part B
This would be in two parts.

Data interpretation paper—This
paper would use common data ele-
ments (ECGs, x rays, blood results)
that are used in everyday A&E prac-
tice, the candidate being required to
interpret these results for a given
scenario and suggest a management
plan.

OSCE—This would provide an
opportunity to assess competence not
only in practical and clinical skills but
also in communication skills. The
OSCE would also use clinical scenarios
that would be designed to try to evalu-
ate attitudinal aspects of behaviour
wherever possible.

The newly developed examination
was piloted in May of 2002, with 10
volunteer “candidates” from the Lon-
don hospitals. These candidates were
pre or first year registrars many with
surgical or medical memberships. This
pilot allowed the steering group to
review the assessment process and
evaluate the standard that should be
set. The pilot demonstrated that the
assessment tools and the standards
appeared to be appropriately set for
this level of experience and crucially
that it was possible to run this sort of
examination at postgraduate level.

Applications to be an examiner for
the MFAEM were requested at the
Faculty meeting in November 2002,
and from the responses, a group of
examiners were appointed.

The steering group was determined
that if the assessment was “fit for pur-
pose” then in deference to potential
candidates then the examiners also
should be “fit for purpose”.

An examiners’ day was held there-
fore in January 2003 and this com-

bined some theoretical sessions to
ensure all examiners were familiar
with the principles of modern assess-
ment. Examiners were able to practise
OSCE examination techniques and to
discuss the best way to get the most
out of a candidate and how to be as
objective as possible.

In parallel with the work of the
steering group in developing the
MFAEM negotiations were proceeding
with the STA—much work by Ian
Anderson and Alastair McGowan—to
convince them that the examination
was suitable to allow trainees to enter
higher training. Dame Professor Lesley
Southgate (leading figure on assess-
ment on the Academy of Medical
Royal Colleges and the GMC) had
already very positively reviewed the
proposed examination and was very
supportive. The STA subsequently ap-
proved the MFAEM as a suitable
“entry” qualification.

The examination was initially
advertised in January 2003, and
within weeks there had been over
100 requests for examination regula-
tions and application forms. By the
closing date, there were 52 applica-
tions for part A with many of these
wishing to go on to take part B. There
were finally (after part A) 54 candi-
dates for part B.

The MCQ was held in Oxford. The
examiners set the pass mark at a level
we believe is compatible with the
minimum competence desirable at the
level of first year registrar. With no
negative marking, there were 22 suc-
cessful candidates.

Part B was held two weeks later at St
Mary’s Hospital in Paddington. This
took place over two days and with a
total of 79 examiner sessions. Alto-
gether 54 candidates entered this part
and 21 were successful and become
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Members (by examination) of the Fac-

ulty of Accident and Emergency Medi-

cine. Again, we set the pass mark at

minimum competence, regardless of

the performance of the group as a

whole (criterion referenced).

The Faculty will be running another

diet of this examination in the later

part of 2003, and further examiners

will be needed. The aim is to run the

examination twice a year, with a pool
of examiners and examination ques-
tions. Over the next two to three years
the examination will be closely moni-
tored and the marks analysed to
provide information to confirm reli-
ability and validity. The feedback thus
far from both examiners and candi-
dates is very positive, with overall
views being “if you pass the exam you
can do the job”.

This perhaps is a fitting accolade to

the steering group and examiners who

have made this examination a reality.

RUTH BROWN AND DAVID SKINNER
on behalf of the MFAEM Steering Group

Membership of Steering Group: Ruth Brown,
Peter Driscoll, Kevin Reynard, Tom Beattie,

Patrick Plunkett, Peter Freeland, Sunil Dasan,
Tim Hodgetts, David Steedman, Ian Bullock

Developing NHS
Direct—will it affect
A&E?

In April 2003 the Department of Health

launched Developing NHS Direct—a strategy
document for the next three years. Since its

launch in 1998 NHS Direct has grown

rapidly and is now dealing with 0.5

million telephone calls per month and 0.5

million transactions on NHS Direct On-

line per month. The overview of the first

five years highlights the high user satis-

faction ratings and the excellent track

record of clinical safety. However, critics

point out the satisfaction ratings did not

include those who never got through to

the service. The ability to offset demand to

other services has, however, not been sup-

ported in peer reviewed research articles.

It is envisaged that by 2007 call capac-

ity will increase threefold. The govern-

ment plans to increase investment not

only to meet this anticipated growth in

demand but also to expand the service in

key areas.

At present the service fails to reach

two key groups, the elderly and men. The

strategy expects the latter group to make

more use of the proposed new service via

digital TV. There is no clear strategy for

improving access by the elderly. It has

been suggested that the elderly do not

use the service as telephone medical

advice does not fit in with their tra-

ditional views of healthcare—their pref-

erence is to have a home visit and they do

not have confidence in advice given by

someone who has not seen them and

who they do not know.

As well as increasing investment,

increased efficiency will also improve

capacity. Use of a new call networking

system and national patient database

will be equivalent to an extra £20 million

investment. The increased staffing does,
however, bring threats to A&E; it has
already been recognised that a signifi-
cant number of NHS Direct nurses origi-
nate from senior posts in A&E, and a
similar situation exists with primary
care. The document describes plans to
improve recruitment by using staff rota-
tions with walk-in centres, primary care
facilities, and ambulance services but
not A&E.

The integration of NHS Direct with GP
out-of-hours is a key development prior-
ity and is predicted to have a “critical
impact . . ..on A&E and ambulance serv-
ices”. Initial work in Nottingham has
suggested a decrease in A&E workload
by such an integrated system but full
evaluation is awaited and the generalis-
ability of these findings is unknown. The
only published work in this area did not
find this effect.

The section of this report on support-
ing emergency care makes depressing
reading. There is no mention of A&E.
Throughout the document there is no
reference to the use of decision support
systems in A&E. Reforming Emergency
Care is only mentioned once as an exam-
ple of how NHS Direct can improve inte-
gration.

Diversion of low priority 999 calls to
nurse advisors has been demonstrated to
save ambulance journeys and A&E
waits. However, despite research evi-
dence of its safety the strategy describes
it as a high clinical risk and does not see
capacity available for this development
until the middle of 2005.

Throughout the strategy the focus is
on continued use of nurse advisors.
Although mention is made of using the
specialist skills of the advisor, no men-
tion is then made of whether these
specialist nurses will be given more
autonomy to use their specialist skills
and knowledge to deviate from the
national protocols. Equally no mention is
made of other professional groups. Para-

medics have been shown to be equally
effective in using decision support soft-
ware and are more readily available.
Would a doctor in each call centre reduce
inappropriate referrals to other health-
care providers? This may give the nurse
advisors the confidence to make more
use of their specialist skills in making
decisions, knowing that they have some-
one present to ask for advice.

It is apparent that NHS Direct will be
expanding. It has been shown to have
little effect on A&E attendances so far,
unfortunately there is little in this strat-
egy that suggests any change in this.
However, in future the funding will be
going to PCTs, and the strategy wants
NHS Direct to be locally responsive, and
to be much more closely linked into local
services and priorities. PCTs will also be
responsible for provision of GP out-of-
hours care from December 2004. This
gives scope for PCTs to implement
Reforming Emergency Care in combination
with out-of-hours care based around
local NHS Direct call centre functional-
ity.

With the massive increased use of
NHS Direct by primary care out-of-hours
providers there is potential for large
effects on A&E, which at present are
unquantified. The greatest effect may be
the loss of experienced nursing staff
from A&E.

MATTHEW COOKE
Senior Lecturer

COLINETTE MARGERISON
GP Registrar

Warwick Medical School,
University of Warwick

Further information
• Developing NHS Direct is available at

www.doh.gov.uk/developingnhsdirect.

• Cooke MW, Margerison C. NHS Direct—
rapid evidence review. ECL Toolkit 2003
(http://www.nelh-ec.warwick.ac.uk/
ECL_Toolkit/rapid_reviews.html).
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Note from the Tsar.
So—what next?
A phenomenal effort was made by the
emergency care constituency and their
supporting organisations to meet the
90% target at the end of March. This
was unfairly heralded by the media as
“faking” together with all sorts of
other accusations. Inevitable when a
short measurement period is chosen.

Not surprisingly, I take a different
view. At worst it showed that virtually
every department in the country could
hit 90%+ given appropriate resources.
Some trusts did cancel or postpone
elective work, but interestingly nation-
wide there were fewer cancelled opera-
tions than in the preceding week.
More important is that the massive
slump predicted for April did not
occur. There was indeed a dip, but this
was relatively small on average and
April performance was better than
March overall. Between you, you de-
feated the sceptics who said it could
not be done—and patients have ben-
efited greatly.

The real challenge comes now when
a quantum leap is required to hit
100%—by the end of participation in
the appropriate wave of the
Collaborative—with the level sus-
tained thereafter. We are doing our
best to ensure that common sense pre-
vails when 100% is defined. There will
of course be a small number of excep-
tions where it would be to the patients’
detriment to move them out of the
main department—and one cannot

staff a department to cope with the

very occasional train crash or major

epidemic. A document will be circu-

lated soon after discussion with the

Faculty and BAAEM.

The next year will be challenging!

We need more staff; they are on the

way, but not quickly enough. My own

feeling is that we need to focus on

three main areas. First is care in the

community. There is tremendous po-
tential for prevention of attendances at
hospital. We are working closely with
the ambulance services—for example,
for paramedics to do more first contact
treatment themselves and also to refer
or take patients to the most appropri-
ate place—for example, urgent care
centres outwith the hospital. We are
encouraging the development of
chronic disease teams to maintain
people, such as those with COPD,
asthma and heart failure, in the
community, and of falls teams for care
of the elderly. There will also be the
development of more urgent care cen-
tres (variously known as walk-in cen-
tres, minor injury units, or emergency
care centres). There are also develop-
ments of emergency care practitioners
in primary care centres.

All of this takes time of course—
training of appropriate people is
needed, social services need to be
strengthened, and rule changes will be
required to allow more nurse and
paramedic prescribing. The potential
is, however, enormous and my avowed
aim is to cut attendances at emergency
departments by 20% in the next two
years.

The second area requiring major
attention is the emergency
department/main hospital interface.
We are working with the Colleges to
produce guidance on smoother and
more rapid handovers. The Emergency
Care Collaborative is majoring on bed
management, and discharge policies
also require attention. Again there are
organisational and behavioural
changes which could and should be
made quickly to facilitate medical and
surgical admissions.

The third area is mental health,
which has been for too long the
Cinderella of emergency services.
Mentally disturbed patients are often
in departments for long periods wait-
ing for the appropriate team, and can
also be disruptive. We have just estab-
lished a multiprofessional, multidisci-
plinary team together with the mental
health branch in the department to
make recommendations for the care of
this very disadvantaged group.

Personally, I have continued to wan-
der the country, visiting emergency
departments, listening to and chatting
with a wide range of people—and then
fulfilling one of my roles, which is to
transmit your views back into the
department. We continue to need
input from all of you, and if you have
thoughts, ideas or indeed criticisms,
please let me know. In the meantime,
let us maintain the momentum and
see if we can rise to the challenge of
the next 18 months.

SIR GEORGE ALBERTI
National Director for Emergency Access

Round up of forum
news from
FASSGEM

Spring Study Day
A very successful Spring Study Day

was held in Chichester on the 9th May.

Organised by Vimal Desai and his

team the day included sessions on

acute pain management in accident

and emergency, sports injuries, effec-

tive shop floor teaching, orthopaedic

injuries to the foot, thrombolysis, and

dermatology.

Feedback on the day was highly

positive and in view of the success of

the event it has been decided that this

Spring Study Day will now become an

annual event.

It has been proposed that the FASS-
GEM Spring Study Day 2004 will be
hosted in Bristol and will take the
form of a self assessment day for staff
grades and associate specialists in
emergency medicine (more details will
be promulgated later in the year).

FASSGEM website
FASSGEM now has its own website,
which can be found at www.fassegem.
org.uk. The website includes news of
the organisation’s activities, recent
newsletters, relevant documents on
appraisal, and revalidation as well as
having an online message board.
Check it out!

FASSGEM Annual Conference 2003
The FASSGEM Annual Conference
will take place at the Cedar Court
Hotel in Wakefield from Tuesday 18th

November to Friday 21st November

2003. The venue is a nice modern

hotel, which is located just off the M1

motorway (exit 39). The academic

programme of the conference will

include a wide ranging programme

including cardiology, major incident

planning, child protection, and a host

of other topics relevant to the practice

of emergency medicine in the 21st

century. The programme also includes

presentations from FASSGEM mem-

bers, which as usual will be the subject

of a competition with an award being

made to the presenter of the best paper

(so start preparing your submissions

as soon as possible!).

The social programme for the con-

ference will include a night out at the

Agraah Restaurant in Wakefield on the

Wednesday night and then a formal
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conference dinner at the Royal Ar-
mouries in Leeds on the Thursday
night.

The hotel has accommodation for a
maximum of 120 delegates so early
booking is advised to avoid disappoint-
ment. Detailed booking information
can be obtained from Juan Ballesteros,
associate specialist in emergency
medicine and FASSGEM representa-
tive for the Yorkshire Region (email:
DT1@juanb.freeserve.co.uk).

Star rating survey
In the spring of 2003 FASSGEM
conducted a star rating survey of staff
grade posts in emergency medicine by
a postal questionnaire to all FASSGEM
members.

Responses were received from staff
grades representing a total of 71 acute
trusts (45 in England and Wales, 16 in
Ireland, and 10 in Scotland). The star
rating status was determined by the
compliance of trusts with the recom-
mendations contained within the
BAEM policy document for non-
consultant career grades in emergency
medicine.

Of the 71 responding trusts, 27
(38%) were rated as being one star
trusts, 18 (25%) were rated as being

two star trusts, 23 (32%) were rated as

being three star trusts, while only

three (5%) achieved the maximum

four stars.

Also of note was the fact that only

six trusts (8%) had staffing levels

within their emergency departments,

which met those recommended by the

BAEM document (The Way Ahead).

Marked national differences were

noted, with the percentage of trusts

being adjudicated as being at one star

level being 10% for Scotland, 40% for

England and Wales, and 50% in Ire-

land.

The criteria used to determine star

status were derived from basic recom-

mendations contained within the

BAEM Policy document on non-

consultant career grades and can be

summarised as follows:

1. Do staff grades have a job plan?

2. Are staff grades appraised on an

annual basis?

3. Do staff grades get a full study leave

allowance with funding for

courses?

4. Do staff grades have protected time

for audit and research within their

regular working programme (as
defined by their job plan).

5. Do staff grades have office accom-
modation available to them?

6. Do staff grades have work in antiso-
cial hours limited to less than 40%
of the total?

7. Is night/weekend work compen-
sated for by extra pay or time of in
lieu?

8. Is there teaching for middle grade
staff (separate from that provided
for junior medical staff)?

9. Do staff grades have access to com-
puting and library facilities within
the A&E department?

The intention is to follow up these
rather disappointing results by a more
formal survey later in the year and it is
hoped that this will reveal that there is
a progressive trend towards better
working conditions for non-consul-
tant career grade medical staff within
UK emergency departments.

ANDREW NEWTON
Chair of FASSGEM (Forum for Associate

Specialists and Staff grades in Emergency
Medicine);

apnewton@fairviewshipham.fsnet.co.uk

Consultant appointments April to May 2003. The information for the consultant appointments is provided by the Faculty
and any errors should be notified to them and not to the journal

Name Hospital Previous post

Sunil Dasan East Surrey Hospital SpR, Royal Surrey County Hospital

Charles Fee Noble’s (Isle of Man) Hospital Consultant, Craigavon Area Hospital

Victor Inyang James Paget Hospital Consultant, North Staffordshire Hospital

Ashok Kumar Leicester Royal Infirmary (Head of A&E Services) Consultant, Southend Hospital

Samuel McBride Tyrone County Hospital Consultant, Antrim Area Hospital

Dilip Menon Wrexham Maelor Hospital SpR, Wales

Savvas Papasavvas Royal Surrey County Hospital Consultant, Epsom District Hospital

Duncan Peacock James Paget Hospital SpR, London

Robert Ritchie Southend Hospital SpR, South London

Uthamalingam Shanker Eastbourne District General Hospital SpR, South Thames

Salim Shubber Eastbourne District General Hospital SpR, Northern Ireland

Anthony Taylor Pinderfields General Hospital Locum Consultant, Pinderfields General Hospital

Kerrie Whitwell Royal Free Hospital (Hampstead) SpR, North Thames
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