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The Darzification of emergency
medicine: what might it mean for us?
The Darzi reports A framework for action1

and High quality care for all2 do not make
comfortable reading for the conventional
world of emergency medicine (EM).
Although the former document was writ-
ten for London, it gives a clear indication
of Lord Darzi’s thinking about the detail
of urgent care medicine. Both documents
talk of ‘‘specialised centres for major
trauma, heart attack and stroke care’’.
By and large Emergency Medicine is in
agreement with these ideas in principle
but wary of how they will be implemen-
ted in a safe manner while maintaining
the viability of more local services. I
believe the ‘‘consortium of care’’
model—a variation on ‘‘hub and
spoke’’—offers the best opportunity to
deliver this safely.

The more worrying aspects are in A
framework for action. It describes co-locat-
ing a polyclinic at the front door of every
emergency department (ED) (p93). It also
states that ‘‘twenty-four hour urgent care
centres will be part of all hospital A&E
departments’’ (p62). The most controver-
sial graph describes a 60% reduction in ED
activity (p108). There are many in EM
who feel that this diagram is naı̈ve and
that the provision of additional services

leads to increased demand rather than
reducing it. The problem arises if the
funding stream for EM follows the new
model and starves our specialty of
resources while demand remains high,
and growing by at least 2% per year.3

The arguments in favour of the cen-
tralised model of care are clearly described
in the two Darzi documents. As the
NCEPOD report Trauma: who cares?
makes clear, complacency is not an
option.4 Our provision of specialist ser-
vices will have to be concentrated in fewer
units if we are to offer the highest quality
care to our patients. The challenge is
around safe delivery. Most of us have
spent hours ringing round other hospitals
trying to find a bed for our patient with
very specific needs, be they in neurosur-
gery or paediatric intensive care. This is
centralisation of care at its worst. If a
patient requires specialised care then
access to such expertise should be as
immediate as safely possible. One of the
reasons for concentrating care in trauma,
myocardial infarction and stroke is that
the assessment of such patients is under-
taken better by those who see larger
volumes of cases and have immediate
access to appropriate diagnostic imaging

and treatment. Balanced against this will
be an even greater requirement for refer-
rals from the spoke EDs.

A WORKING CONSORTIUM IN LONDON
The East London Emergency Medicine
Consortium is made up of a teaching
hospital and trauma centre (The Royal
London) and two district general hospitals
(Homerton and Newham). Although this
is one of the more long-standing colla-
borative working arrangements in EM, it
is still in the process of reaching its full
potential. The consortium arrangement
aims to eliminate the referral phone calls
to specialties and is close to providing 24-
hour shop floor consultant cover based at
one site, giving advice to the other two
sites out of hours. If a patient requires
transfer to the specialist centre (eg, leak-
ing abdominal aortic aneurysm requiring
vascular surgery) then a discussion is held
between the senior ED teams and the
patient is transferred from ED to ED.
Thanks to digital images (PACS) and the
NHS broadband network (N3), diagnostic
images can be discussed in real time as
part of this process.

Within London there is already a very
successful scheme for ambulance staff
triage of cardiac patients which takes the
myocardial infarctions directly to the
catheter lab. We now need to consider a
similar level of decision making for other
conditions requiring specialised care.
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Agreed protocols across the region are
essential, as is involvement of the local
ambulance service. A successful network
or consortium needs its consultants to
understand each other’s issues. It is easy
for either the hub or spoke teams to
become resentful if they feel the system is
working to their disadvantage. The East
London consortium tackles this through
regular business meetings and joint edu-
cation afternoons. Peer-led CPD for up to
20 ED consultants is a powerful learning
environment; finish it with a drink and a
meal together and you have a more
cohesive group. Lastly it is helpful to be
familiar with the working environment of
the other departments. The consortium is
in the early stages of discussing planned
‘‘swapped-shifts’’ to work in each other’s
departments, to better understand site-
specific issues.

CONTRASTS AND CONUNDRUMS
PA consulting undertook a group study of
unscheduled care in six Primary Care
Trusts (PCTs) in London during the
spring of 2008.5 This report shows
patients giving ‘‘the nearest place to my
home/work’’ as the most common reason
for attending the ED, with 36% stating
this. Only 10% gave the same reason for

seeing their GP, with 46% stating ‘‘it’s my
GP/where I’m registered/where I always
come’’. People seem to prefer to see their
own GP but clearly value the convenience
of access to the ED.

Presentations by Healthcare for London
staff show that the only route to the ED
for non-ambulance cases will be through
the Urgent Care Centres. It is far from
clear how this will work or what propor-
tion of patients are expected to be allowed
through the doors to the main ED. One
much quoted figure in London PCT circles
is that 60% of the ED workload can be
managed by GPs. Closer analysis of the
origin of this figure shows it comes from
the previously mentioned PA consulting
group study and shows that when GPs
were asked to assess attendances to the
ED with minor illness/injuries, they felt
that 60% could be treated by fellow GPs.
This is far from surprising and accords
with figures obtained at Homerton
Hospital. A framework for action talks of
GPs being experts in minor injuries.

OUR FUTURE
Whatever the future, a collaborative
working environment is essential to
ensuring patients are safe. A framework
for action states the benefits of polyclinics

which include ‘‘the ability to prevent
wasteful multiple access points develop-
ing’’ (p94). Interestingly, an urgent care
centre is being proposed less than half a
mile from the ED at the Homerton, which
already incorporates a primary and urgent
care centre. Our commissioners cannot
describe the difference between the two!
If clinicians are confused, how are
patients to understand where to go? The
future remains full of challenges for us all.

Dr Simon Eccles
Consultant in Emergency Medicine, Homerton

University Hospital NHS Foundation Trust
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Obtaining specialist accreditation
through the Article 14 route:
experience of PMETB
INTRODUCTION BY DR MENG AW-YONG,
CHAIR FASSGEM
In the fanfare of PMETB many SAS doctors
have expressed their disappointment. The
success rates reported by the BMA News (6
September 2008) are 42.15% out of 1058
applications between August 2007 and July
2008.

Here we have a report from Dr Andrew
Newton, the first chair of FAASGEM, on his
experience of PMETB. FASSGEM is also
proud to acknowledge that its second chair
had to resign early due to his success with
PMETB.

FASSGEM will hold its annual conference
in November and I will report on its elections

A USER’S EXPERIENCE OF PMETB
I was one of the first applicants to
PMETB from our specialty and as such I
did not have the experience of others to
draw upon, which made the entire process
more of a journey of discovery than
perhaps it ought to have been. I believe
that it was also true to say that in its
formative months, PMETB was also feel-
ing its way as to exactly how the
application process should be adminis-
tered. Therefore as well as becoming the
victim of my own lack of understanding
at certain points in the process, I certainly
also became a victim of the system not
entirely understanding what it was look-
ing for.

My advice to anyone considering put-
ting an application in to PMETB for
Article 14 recognition would be as fol-
lows:

c Ensure that you review all of the
current advice and guidance for appli-
cants that is available on the PMETB
website. This advice is supplemented
by specialty-specific advice which is
available both through the PMETB
and through the College of Emergency
Medicine.

c You should bear in mind that your
application should be proving that
you have a breadth and depth of
experience and competence that is
equivalent to a Specialist Registrar

on completion of specialist training.
Your portfolio and submitted evidence
should reflect this in a transparent
way if you wish to be successful in
your application.

c Your application needs to include
formal evidence of your participation
in a number of areas, including teach-
ing and management activities. You
need to have proven and underwritten
competencies in these areas, just as
much as you do in the clinical areas of
emergency medicine practice. It is
vital that your portfolio includes
evidence of appropriate activities in
these domains. (Regular contribution
to Life Support Course teaching at an
appropriate level would be an example
of a suitable teaching activity, while
participatory contribution in either
Trust or Specialty committees would
be suitable as a way of demonstrating
management experience.)

c You will need to provide robust
evidence as to your workload.
PMETB ask for a log book (which of
course is something that not many of
us keep in our specialty). Workload

analysis in the form of a retrospective
audit of patients seen based on com-
puterised patient activity data may be
acceptable; however for those think-
ing about making an application at
some stage in the future my advice
would be to consider keeping a full
and detailed patient log of patients
seen and procedures undertaken,
starting as soon as you consider the
possibility of putting an application
into PMETB.

c Your application needs to contain full
documentary evidence of an appropri-
ate cycle of appraisals with evidence
that you have produced a Personal
Development Plan as part of your
appraisal cycle and that you have
addressed the areas identified as being
in need of personal development.
Normally your application should
include at least three years’ worth of
appraisal cycles. This documentation
should be supported by documenta-
tion of appropriate CPD activity
with certificates to back up your
diary of CPD (possibly in the form
of a printout of your electronic log
of CPD maintained on the College
website as part of your personal
portfolio).

c Your referees are vital to your applica-
tion. You need to choose individuals
who are appropriately senior and well
respected and who have worked clo-
sely with you in recent years. It is
entirely inappropriate to cite as a

Comments from an SAS PMETB assessor

The College of Emergency Medicine under the guidance of Jonathan Marrow set up an
initial panel to review applications to PMETB. This fairly rapidly became four groups, each
consisting of three Emergency Medicine consultants and one FASSGEM representative.
The process can be quite lengthy but the College has a checklist of requirements which
follow the various aspects of GMP as outlined in the specialty specific guidelines. This
ensures that the process in all the panels is as consistent as possible.
Essentially the College is looking for evidence that the applicants have appropriate
experience/training, are keeping their knowledge and skills up to date and are working at
the level which would be expected of a new consultant.
Anyone wishing to apply PMETB should ensure that they:
c refer to the specialty specific advice (www.pmetb.org.uk/index.

php?id = specialtyspecificguidance)
c register their CPD with the College and ideally have a reflective diary
c be able to provide as much relevant evidence as possible which will demonstrate the

level at which they are working
c start saving as the application fee is currently £1850 whether you are successful or not.

Dr John Burns, Associate Specialist in Emergency Medicine
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referee somebody who you worked
with 10 years or more ago in a
different specialty or in a different
healthcare system. You should endea-
vour to choose people who will write
a detailed and fair reflection of you
within their reference (somebody who
is just likely to write ‘‘he/she is a jolly
good chap and I fully recommend him
for appointment to a consultant posi-
tion’’ is not going to do you the same
amount of credit as someone who
writes a more detailed and critical

appraisal of your strengths and weak-
nesses in an appropriate way).

c Finally do not underestimate the
amount of time it is going to take to
put your portfolio together. Spend
some time presenting the material
well and organising it in such a way
that it is easy for the assessors to
access. Do not include inappropriate
and irrelevant materials as this will
detract from items of relevance. Be

prepared to provide additional mate-
rial while your application is in the
process of being checked by PMETB;
review any request for additional
material carefully so that you know
exactly what PMETB is asking for and
do your best to provide specific
evidence of an appropriate nature to
meet any request for supplemental
information.

Dr Andrew Newton
Consultant in Emergency Medicine

Consultant appointments January 2009

The information for the consultant appointments is provided by the College and any errors should be notified to them and not the journal

Name Hospital Previous post

Dr Sauvas Papasauvas Guy’s and St Thomas’ NHS Foundation Trust Consultant

Dr Shumontha Dev Guy’s and St Thomas’ NHS Foundation Trust Consultant

Dr Magnus Nelson Brighton & Sussex University Hospitals NHS Trust SpR

Dr Joanne Lisa Probert Gwent Healthcare NHS Trust (Llanfrecha Grange Hospital) SpR

Dr Matthew Baker Royal Bournemouth Hospital SpR

Dr Christopher Turner Stafford Hospital (Mid Staffordshire NHS Foundation Trust) Locum Consultant

Dr Teresa Bentley Stafford Hospital (Mid Staffordshire NHS Foundation Trust) Consultant
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