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How to use this Handbook 

 Use the Search facility to find all instances of any given expression in the handbook.  

 Use the Table of Contents to go directly to any of the topics listed therein.  Just hover your mouse over the Table, 
and then press CONTROL + CLICK to follow the link to the chosen section. 

Changes incorporated into Handbook 

The following principal changes have been included in this edition –  

 Subject Chapter 

(a) Primary Examination 
 An additional topic item has been included under Pathology (page 87). 
 

Primary Syllabus 

(b) Primary Examination 
 The list of current texts and models has been updated (page 80) 

Primary 
Examination 
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IIINNNTTTRRROOODDDUUUCCCTTTIIIOOONNN   

The study of emergency medicine is a discipline that covers virtually all facets of medicine, in contrast to most other 
specialties, which are considerably circumscribed.  The variety of clinical material presenting to the emergency 
department demands the attention of a medical practitioner with both breadth and depth of experience and 
knowledge, ensuring a detailed understanding of the patient’s requirements. 

In 1991, the International Federation for Emergency Medicine defined emergency medicine in the following way –   
Emergency medicine is a field of practice based on the knowledge and skills required for the prevention, 
diagnosis and management of acute and urgent aspects of illness and injury affecting patients of all age 
groups with a full spectrum of episodic undifferentiated physical and behavioural disorders; it further 
encompasses an understanding of the development of prehospital and inhospital emergency medical 
system and the skills necessary for this development. 

Medical graduates wishing to undertake training and examinations in emergency medicine must register with the 
College.  Regional Censors and Directors of Emergency Medicine Training, appointed by the College, will be able to 
provide further information about the curriculum and examinations.  However, approval of training is granted only by 
the Board of Education.  Consideration for approval of training requires the submission of the appropriate 
documentation. 

TTrraaiinniinngg  PPrrooggrraamm  

The training program refers to the course of study and the range of clinical experience prescribed by the Council of 
the Australasian College for Emergency Medicine as a prerequisite for trainees presenting for examinations.  The 
Council of the College may, on the recommendation of the Board of Education and with due notice, alter from time to 
time the prescribed training program and either delete from or add to its list of accredited training posts. 

The training program is described in the Training and Examination Regulations which appear in this handbook. 
Information amplifying the regulations and detailing the administrative processes in relation to each section of the 
program are also included. 

RReessppoonnssiibbiilliittiieess  ooff  ttrraaiinneeeess  

It is the personal responsibility of each trainee – 

1. to be fully informed and aware of all requirements of the College training program; 

2. to make all applications and to provide all information required by the College within the specified time limits or 
deadlines and to ensure that all time limits and deadlines are observed; 

3. to ensure that In-Training Assessments (and, where applicable, structured references) are completed at the 
appropriate times and are submitted to the College within the specified timeframe; 

4. to notify the College promptly of any change of address or contact details (both residential and work) and of 
any decision to discontinue training; and 

5. to notify the Director of Emergency Medicine Training (DEMT) at any hospital at which they commence a 
rotation (whether an ED or a non-ED term) of their trainee status. 
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OOORRRGGGAAANNNIIISSSAAATTTIIIOOONNNAAALLL   SSSTTTRRRUUUCCCTTTUUURRREEE   

A number of changes to the College organisational structure were initiated by Council at their November 2008 
meeting. 

BBooaarrdd  ooff  EEdduuccaattiioonn  

The Board of Education is the body which approves training posts and training undertaken in those posts.  It meets 
three times annually – usually in March, July and November.   

Much of the work of the Board of Education is undertaken by various committees, which will report to the Board of 
Education (BOE).  This allows a greater participation by Fellows in the processes of the College, as well as greater 
representation of trainees in those areas. 

The Board of Education consists of a Censor-in-Chief, the seven Regional Censors, a Council representative (usually 
the President),and other Fellows appointed by Council.  The Regional Censors continue to be the main contact point 
in their region for Fellows, trainees and committees.  They will also maintain oversight of standards in their region. 
 
 
 
 
Censor-in-Chief:  Dr Debra O’Brien 
 
Chair of Credentials:  Dr Michael Bastick 
 
Chair of Trainee Research Committee: Assoc Prof Bob Dunn 
 
 
   Hospital 
Regional Censors: NSW / ACT Dr Michael Bastick  Gosford 
 NZ Dr Louise Finnel  Middlemore 
 QLD Dr James Collier Princess Alexandra  
 SA / NT Assoc Prof Bob Dunn Royal Adelaide 
 TAS Dr Paul Pielage  Launceston 
 VIC Dr Ruth Hew  Sunshine  
 WA Dr Yuresh Naidoo Joondalup 
 
Deputy Censors: NSW / ACT Dr Shalini Arunanthy Westmead 
 NZ Dr Gina de Cleene Auckland 
 QLD Dr Philip Richardson Royal Brisbane & Women’s 
 SA / NT Dr Simon Chu Lyell McEwin 
 TAS Dr Terry Brown Royal Hobart 
 VIC Dr Barry Gunn Sunshine 
 WA Dr Michelle Johnston Royal Perth 

 

RReeggiioonnaall  CCeennssoorrss  

A Regional Censor is appointed for each State and Territory of Australia and for New Zealand.   The role of the 
regional Censor includes providing advice and guidance to trainees.   

DDiirreeccttoorr  ooff  EEmmeerrggeennccyy  MMeeddiicciinnee  TTrraaiinniinngg  ((DDEEMMTT))  

A DEMT is appointed for each approved emergency department and is responsible for the overall supervision and 
assessment of trainees in his or her department or on rotation to non-ED posts within the hospital.    
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Acquainting yourself with your DEMT 

It is essential that the DEMT at the hospital at which you are working knows of your presence in the hospital and that 
you are an ACEM trainee.  You should introduce yourself to him or her at the commencement of the term in question.   

(a) ED terms 

 When you commence working in an accredited ED in which you have not worked previously, introduce 
yourself to the DEMT and make sure he or she is aware that you are a trainee and that you will be asking 
him/her to complete an ITA for you in due course.  

(b) Non-ED terms #1 

 When you commence a non-ED post at a hospital which is accredited for ED training, make sure you 
introduce yourself to the DEMT at that hospital, even if you are not planning to work in that ED.  The reason 
for this is twofold – 

 the DEMT there will be required to validate your ITA in due course; and 

 should you experience any difficulties during the non-ED term, the DEMT will be able to be of assistance 
to you. 

 Likewise, if you are sent on rotation to a non-ED post at a hospital which is accredited for ED training (Hospital 
“A”) from another hospital which is also accredited for ED training (Hospital “B”), you must let the DEMT at 
Hospital “A” know that you are working in his/her hospital, even if you will not be working in the ED.  The 
reason for this is threefold – 

 the DEMT at Hospital “A” will be your DEMT while you are working in his/her hospital – NOT the one at 
Hospital “B”; and 

 the DEMT at Hospital “A” will be required to validate your ITA in due course and needs to be aware at the 
outset of your presence in his/her hospital. 

 should you experience any difficulties during the non-ED term, the DEMT at Hospital “A” will be able to be 
of assistance to you . 

(c) Non-ED terms #2 

 If you undertake a non-ED post at a hospital which is NOT accredited for ED training, there will be no DEMT at 
that hospital.  In such circumstances, the Deputy Regional Censor in your region will be the person who 
validates your ITA in due course. 

 You should therefore make sure you notify the Deputy Censor for your region (by email) of your circumstances 
and that you will be asking him/her to validate your ITA in due course.   
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RRREEGEGGIIISSSTTTEEERRRIIINNNGGG   AAASSS   AAA   TTTRRRAAAIIINNNEEEEEE   

Regulation 4.2 

Registration as a trainee is ESSENTIAL if time spent in training is to be considered for accreditation as part of the 
ACEM training program and if College examinations are to be attempted. 

WWhhoo  iiss  eelliiggiibbllee  ttoo  rreeggiisstteerr??  

Medical practitioners who reside in either Australia or New Zealand and hold current registration (including limited or 
temporary registration) to practise medicine in their State of residence in Australia or in New Zealand may apply for 
registration as an ACEM trainee. 

WWhheenn  ttoo  aappppllyy  ffoorr  rreeggiissttrraattiioonn  

Registration as a trainee may be effected at any time EXCEPT  during the Moratorium Period. 

 

 
Nevertheless, there are important factors which could significantly affect when you should submit your application for 
registration.   

(a) Are you planning to attempt the 2010.2 Primary Examination? 

 If YES, then your application for registration as a trainee MUST reach the College by 30 April 2010. 

(b) Are you planning to attempt the 2011.1 Primary Examination? 

 If YES, then your application for registration as a trainee MUST reach the College by 12 November 2010. 

(c) Are you currently in an approved ED term you want to have accredited? 

 If YES, then you should register as early in the term as possible.  You must do the following during the 
currency of the term – 

 submit  your application for registration as a trainee; and  

 wholly complete the New Trainee Interview Process. 

 If this is not accomplished, then the term will NOT be eligible for accreditation.  If it is accomplished, 
assessment of the term must be undertaken online via the OTA program in due course – a letter of support 
will NOT be accepted.  

 A “term” means an uninterrupted period of training in a single discipline at a single site which meets minimum 
term duration requirements for provisional or advanced training (as appropriate), and the overall duration of 
which does not exceed six months. 

SSttaaggeess  ooff  tthhee  RReeggiissttrraattiioonn  PPrroocceessss  

Registering as a trainee is a two-stage process.  The first stage is the submission of an acceptable application for 
registration as a trainee to the College, and the second is the completion of the new trainee interview process by the 
specified return date.   

01/08/2010 to 30/09/2010 – the Moratorium Period 
 

Applications for registration will NOT be accepted during this period 
from close of business on 31 July 2010. 
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This is illustrated in the following diagram. 
 

1. Is the application complete? NO … application will NOT be accepted and will be 
returned to the applicant. 

 
 YES … application will be conditionally accepted and the new trainee interview process commences. 

2. Has the new trainee interview process 
been completed by the specified return 
date? 

NO … 
conditional registration lapses and 
registration is NOT confirmed.  The 
application is returned to the applicant. 

 YES … registration is formally confirmed in accordance with regulation 4.2.25. 

NB:  The registration process is NOT complete unless both stages have been completed by the specified return date 
for the Memorandum of Understanding. 

Once confirmed, registration as a trainee is deemed to be effected on the date the application was received by the 
College.  This does not apply, however, where the prior approval of the Board of Education is required to register or 
re-register as a trainee. 

SSttaaggee  11  ––  SSuubbmmiissssiioonn  ooff  tthhee  AApppplliiccaattiioonn  ttoo  RReeggiisstteerr  

Stage one of the registration process commences with the receipt by the College of an acceptable application for 
registration.  The registration form (RT-01) and other forms required for the registration process are available on the 
College website.   

Please refer to Form RT-01 (which includes explanatory notes) for details of what is required to effect registration. 

When an Application will NOT be accepted 

An application for registration as a trainee will NOT be accepted, and will be immediately returned to you without 
processing, in any of the following circumstances: 

(a) if it is INCOMPLETE – that is:  

 if all parts of the application form have not been appropriately filled out; 

 if all the documentation specified in Section 2 (ie. the essential registration documentation) is not provided; 

 if any photocopy is not properly certified; 

 if the summary of prior & current experience is not typewritten or does not conform to the example 
provided; 

 if letters of support do not provide adequate information; 

 if payment of the correct amount of the entrance registration fee is not provided. 

 (b) if it has been SUBMITTED BY FAX. 

 

ALL photocopied documents must be certified by either a FACEM or a Justice of the 
Peace.  The following (or similar) attestation is to appear on the face of each copy – 

 
I certify that this is a true copy of the original document. 
 
Signed ………………….. (also print name & qualification)
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Essential Registration Documentation  

(a) Current application form 

All parts of the current Application for Registration as a Trainee form (Form RT-01) – including the Summary 
of Prior & Current Experience – are to be completed on-line, then printed out and signed by you. 

(b) Entrance registration fee 

Valid payment of the correct amount of the entrance registration fee must be made.  The fee structures are set 
out in the 2010 Registration Calendar, which is to be found on the College website, www.acem.org.au.  

This fee relates to the calendar year of registration – not to the 12 month period from the date of registration.  It 
consists of a base administration fee plus the annual registration fee for the year in question.   

Further information about the annual registration fee is provided below in this chapter. 

(c) All of the following documentation (original document or a certified photocopy)  

 basic medical degree 

 document evidencing any change of name (if applicable) 

 if either of the above is in a foreign language, a translation of the document to the English language by an 
accredited translator (if applicable); 

 current annual practising certificate issued by either the Medical Board of a State or Territory of Australia 
or the Medical Council of New Zealand, according to the applicant’s place of work and residence. 

 (d) Summary of Prior and Current Experience 

This document forms part of the application form itself, and is to be completed online in the format exemplified 
below.  Any other format is NOT acceptable.  
 

Year Dates of term Hospital (city/ country) Sub/Specialty h/pw Position  Consultant 

2007 17/1/07 to 17/4/07 St Vincent’s,  
Sydney  

General Medicine 40 RMO1 (name) 

The Summary of Prior and Current Experience must detail all training undertaken since graduation in 
medicine.  In particular, it must include details of – 

 all training (completed or pending) for the whole of the current training year; and  

 all training proposed for the next training year (insofar as it is known). 

NB:  “To date” or “current” is NOT a date.  Do not use those, or similar, expressions. 

(e) Letters of Support 

All letters of support for basic training and for any non-ED provisional training (where applicable) MUST 
accompany the application for registration.   

Retrospective recognition of any pre-registration training will NOT be given considered unless the appropriate 
documentation is provided to demonstrate satisfactory completion of that training.   

No letter of support = no retrospective accreditation. 

Additional Registration Documentation 

In addition to the essential registration documentation, certain other documentation may be required.  This 
documentation, too, must be provided together with the application for registration.   

This additional documentation includes the following – 

http://www.acem.org.au/
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(a) Special purpose applications   

These are applications for the grant of subject passes in the primary examination or for the retrospective 
recognition of advanced training previously undertaken as part of the specialist advanced training program of 
another recognised institution.  See below under “Special Purpose Applications”. 

(b) Other relevant documentation 

This could include documentation such as an AMC certificate or any other tertiary degrees or postgraduate 
medical qualifications (eg. B.Sc. FRACP etc).  As for the essential registration documentation, all photocopies 
must be certified. 

Special Purpose Applications 

If you are, or believe you may be, eligible to apply for either of the following, your application (including all supporting 
documentation) must be submitted together with the application for registration as a trainee. 

(a) Application for grant of PE subject passes 

Form RT-02 is to be used for this purpose.  Details of documentation which must accompany this application 
are given on the form itself.  Please refer also to the Primary Examination section in this handbook and to 
regulation 4.13 for further details. 

(b) Application for contingent ruling regarding advanced training 

Form RT-03 is used for this purpose.  This form details the type of documentation substantiating the 
application which must be provided as part of the application.  This documentation is essential – applications 
will not be considered if it is not provided. 

Regulation 4.2, Part B provides details of eligibility criteria.  Please note that this is an application for a 
contingent ruling – any such ruling will not come into effect until certain conditions are satisfied. 

Retrospective Accreditation of Training 

The following tabulation describes the maximum amount of retrospective accreditation which may be granted and the 
documentation required for that purpose.  
 

  Documentation Required 

Basic Training 24 months 

  

Letter of Support – Basic Training (Form RT-05) 
• to be completed by the authorised person in Medical Administration.  
• one form required from each hospital worked at (except where time 

was spent at other hospitals as part of a recognised rotation from the 
principal hospital. These other hospitals are to be signified on the 
form next to the relevant term.) 

 

Provisional Training 
6 months 
(non-ED) 

Letter of Support – Provisional Training (Form RT-06) 
• to be completed by the relevant supervising consultant for the non-

ED term in question.   
• one form required in respect of each term for which retrospective 

accreditation is sought. 

Basic Training 

The full 24 months of basic training may be retrospectively recognised, provided that the appropriate letters of 
support (form RT-05) accompany the application.  Alternative documentation may be submitted, but only if it meets all 
of the following requirements – 

 it must provide all the details specified on this form; 

 it must be on official hospital letterhead; 

 the author of the document must be clearly identified (including position); and 



 ACEM Training & Examination Handbook Revised  7/7/2010 

 
 
 

  
 

15 

 it must be signed by the author of the document. 

ED terms may be included in the basic training period, but rotation through a variety of clinical disciplines must be 
demonstrated. 

ED Provisional Training 

ED terms are NOT eligible for retrospective accreditation, but see under “When to apply for Registration” in this 
chapter regarding a current ED term. 

Non-ED Provisional Training 

Appropriate non-ED provisional training terms which were wholly completed prior to registration may be considered 
for retrospective accreditation, but only if the relevant letters of support (form RT-06) accompany the application.  
Alternative documentation may be submitted, but only if it meets all of the following requirements – 

 it must provide all the details specified on this form; 

 it must be on official hospital letterhead; 

 the author of the document must be clearly identified (including qualifications & position); and 

 it must be signed by the author of the document (ie. by the supervising consultant for the term in question). 

NB:  If at the time of registration the term is still current, a letter of support is inappropriate and assessment is to be 
carried out through the On-Line Training Assessment (OTA) program (see under “Supervision & Assessment of 
Training”).   

SSttaaggee  22  ––  tthhee  NNeeww  TTrraaiinneeee  IInntteerrvviieeww  PPrroocceessss  

The new trainee interview process is the second stage of the overall registration process.  It is comprised of all of the 
following elements – 

 an interview between you and your DEMT and a second FACEM, the purpose of which is to acquaint you with 
your rights and responsibilities as a trainee;  

 the signing of a Memorandum of Understanding by all parties to the interview; and 

 the return of the signed memorandum to, and its receipt at, the College office by the specified return date. 

The interview process will NOT be regarded as being wholly completed until ALL of the above have been satisfied.   

Memorandum of Understanding 

The Memorandum of Understanding is a personalized document which is mailed directly to you upon receipt of an 
acceptable application for registration with instructions regarding the interview process.  The document will bear on 
its face your name and the date by which it must be returned to the College office (ie. the “specified return date”).   

NB:  It is your responsibility (not that of the DEMT) to ensure that the signed memorandum is returned to the College 
by the return date specified thereon. 

Failure to complete Interview Requirements 

Should the new trainee interview process not be wholly completed by the specified return date, then the conditional 
acceptance of the application will thereby lapse and registration will not be confirmed.   

DDuurraattiioonn  ooff  RReeggiissttrraattiioonn  aass  aa  TTrraaiinneeee  

Once you are formally registered, your status as a trainee continues until you either – 

1. resign from the training program (notification in writing is required); 

2. are removed from the training program (whether for unsatisfactory progress, failure to progress or pursuant to 
regulation 4.12 or otherwise); or  
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3. are elected to fellowship. 

While you remain registered as a trainee, you must comply with all requirements of the training program.  Failure to 
do so could result in dismissal from the training program. 

AAnnnnuuaall  FFeeeess  

Annual Registration Fee 

An annual registration fee is payable in respect of each calendar year that you are registered as a trainee.  The fee is 
payable on 1 January of each year.  Accounts are sent around mid-October each year and payment is to be made by 
the following 31 January.    

Please refer to regulation 4.12 for full details of consequences of non-payment of the annual registration fee (which 
include late payment fees, removal from the register of trainees and reinstatement fees).   

The annual registration fee is not payable pro-rata, neither is it refundable. 

Concessions 

If you are granted approval to interrupt training for the whole of a training year, you may also apply for a 50% 
concession on the annual registration fee for that year.  A form for this purpose will be sent to you together with the 
notice of account, and payment of 50% of the fee must accompany your application for a concession. 

See also under “Interruption of Training”. 
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EEELLLEEEMMMEEENNNTTTSSS   OOOFFF   TTTRRRAAAIIINNNIIINNNGGG   

Regulation 4.5 

TTrraaiinniinngg  PPoossttss  

Appointments to positions in approved emergency departments are made by the appropriate selection authority in 
each hospital.  The College has no jurisdiction in the areas of appointment to hospital posts, advancement or 
salaries.  The granting of registration to practise as a medical practitioner in Australia and New Zealand is under the 
jurisdiction of the relevant Medical Board or Council.  

Eligibility for Accreditation  

See also under Provisional Training and Advanced Training re minimum term duration requirements. 

ED posts 

ED training may only be accredited if it is undertaken in an ED approved for advanced training purposes by ACEM.  
Any training undertaken in an unaccredited department will not be accredited.  An ED which is accredited for 
advanced training in emergency medicine is also accredited for provisional training purposes.  However, the time 
spent in an accredited ED during provisional training does not reduce the amount of time which may be spent in that 
same department during advanced training. 

A list of accredited EDs is published on the College website.  

Non-ED posts 

Only two broad categories of non-ED training may be considered for accreditation – 

(a) training undertaken in an approved non-ED discipline at a hospital or institution which is accredited for training 
by the College responsible for specialist training in that particular discipline (eg. an anaesthetics post would 
have to be accredited by ANZCA for specialist training); or 

(b)  posts approved by ACEM as either a Category “A” or Category “C” special skills post (see below under 
advanced training for details). 

A list of approved Category “A” special skills posts is published on the College website.  Category “C” posts require 
the prior approval of the Board of Education and relate to a specific trainee only. 

Leave Guidelines 

All leave (eg. annual leave, study leave, sick leave) is viewed identically when training time is credentialed.  

The maximum allowable leave (whether in advanced or provisional training) in any individual term before the time 
accredited for the term is affected is 40%. 

This is subject to the overriding rule that, in a 12 month hospital year (dates will vary between regions), the maximum 
amount of leave that is allowable before the time accredited for the year as a whole is affected is 10 weeks (19%). 

Trainees may apply to the Credential Committee for consideration of special circumstances which may affect total 
amount of time accredited. 
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 PT  

1 1  

2 2 AT 

3 3 1 

4 4 2 

5 5 3 

6  4 

7  5 

8  6 

9  7 

10  8 

11  9 

12  10 

OOuuttlliinnee  ooff  TTrraaiinniinngg  PPrrooggrraamm  

 

 Basic Training 2 years 
Usually, but not necessarily, the intern and 
second postgraduate years. 

   

 Provisional Training 12 months 
(minimum) 

  

The actual duration will depend on how 
long it takes you to complete ALL 
requirements of the provisional training 
period. 

Primary examination 
may be attempted at 
any time during either 
basic or provisional 
training. 

Trainee Selection Process Must be satisfactorily undergone before advanced training can be 
commenced. 

    

 
Advanced Training 4 years 

   

The trainee research requirement is an integral part of the training 
program.  It may be satisfied at any time during basic, provisional or 
advanced training subject to the proviso that it is a prerequisite for 
eligibility to sit the fellowship examination and for election to fellowship. 

The fellowship examination may be attempted in final year of advanced 
training, provided that all eligibility requirements are met. 

TTiimmeeffrraammee  ffoorr  CCoommpplleettiioonn  ooff  TTrraaiinniinngg  PPrrooggrraamm  

You must complete all requirements of the training program and be eligible for election to fellowship 
within 12 years of commencement of provisional training, provided that – 

(a) all requirements of the provisional training period as a whole are completed   
 within 5 years of the commencement of provisional training; and 

(b) all requirements of the advanced training program are completed within 10  years  
 of the commencement of advanced training. 

This means you will have less time in which to complete the advanced training program if you spend 
more than two years in provisional training.  This is illustrated in the diagram opposite.   

Provided that all requirements of the training program are met in accordance with College 
regulations, you may determine your rate of progress through the training program.  However, in so 
doing, keep in mind that this timeframe is INCLUSIVE – any periods of time during which training is 
interrupted for any reason whatsoever are included in this timeframe. 

When Time starts “Running” 

The 12 year period within which election to fellowship must be achieved starts “running” with the 
commencement of provisional training.  The date on which provisional training is deemed to 
commence may vary between individual trainees (as shown in the following examples) – 

 

 Registration effected  Provisional Training Commences 

(a) during basic training: = immediately upon conclusion of basic training 
requirements (commencement of provisional 
training cannot be postponed or delayed for any 
reason). 

(b) during provisional training – if you are in an 
accreditable post at the time of registration 

= from the commencement of that current term (see 
definition below). 

(c) during provisional training – if you are not in an 
accreditable post at the time of registration 

= from the date of registration. 
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 Registration effected  Provisional Training Commences 

(d) during provisional training – where retrospective 
recognition of up to 6 months non-ED term is 
involved 

= from a date up to 6 months prior to either the time 
specified in (b) or (c) above, as appropriate. 

 
Definition of “Term”  

A “term” means an uninterrupted period of training in a single discipline at a single site which meets minimum term 
duration requirements for provisional or advanced training (as appropriate), and the overall duration of which does 
not exceed six months. 

Failure to Progress 

Failure to meet any of the specified timeframes for completion of the training program will be deemed to be “failure to 
progress” (see regulation 4.5/26), and the trainee will be subject to proceedings for dismissal from the training 
program in accordance with regulation 4.43. 

GGeenneerraall  TTrraaiinniinngg  IIssssuueess  

Part-Time Work 

Part-time work may be considered for accreditation, but only if – 

(a) you work at least 50% of the full-time commitment in your region on a weekly basis (irregular working hours 
cannot be averaged over a period of time to come up with an acceptable minimum commitment); and 

(b) the term meets accreditation requirements in all other respects.  

Part-time training is accredited pro-rata.  Note how this impacts upon minimum term duration requirements – for 
example, a minimum of six months half-time training would be required to achieve three months FTE training (the 
minimum term duration for an advanced training term).  If it does not achieve this minimum requirement, part-time 
training will not be considered for accreditation. 

Overseas Training 

If you are planning to complete any training overseas (whether ED or non-ED, provisional or advanced), you must 
obtain the approval of the Board of Education prior to commencing the post.  Without such approval, the term may 
not be accredited.  There is a prescribed form for this purpose (Form GT-50), to which should be attached a 
statement from the supervising consultant at the hospital in question – 

1) attesting to whether or not the hospital is accredited by the relevant local College for specialist training in the 
discipline in question;  

2) specifying the name of that College or specialist training authority; 

3) specifying the period of employment – commencing & concluding dates essential;  

4) giving the name and qualifications of the person who will be your nominated supervisor; and 

5) for any “mixed” ED term in respect of which you wish to record entries in their paediatric logbook, all of the 
following information and documentation must be provided –  

 the total number of presentations to the ED annually – both adult and paediatric   
(ie. 15 years & over); 

 included in that total number, the number of paediatric presentations; 

 total number of paediatric presentations seen by ED staff (this excludes patients referred directly to the 
ward or inpatient team); 
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 the percentage of patients referred to in the preceding paragraph admitted to an inpatient ward; and 

 a copy of the departmental teaching or training program (if any) conducted in paediatrics. 

The nominated supervisor is the consultant who will be asked to complete your assessment documentation. 

Assessment of an approved overseas term cannot be undertaken via the OTA program.  Rather, a paper-version of 
the In-Training Assessment form (form GT-11) must be used.  This can be downloaded from the College website, 
www.acem.org.au.  Keep in mind, however, that the same timeframes apply for submission of the ITA to the College.  
See below under Assessment and Supervision of Training. 

Prior Approval of Board of Education 

Both provisional and advanced trainees are required to obtain the approval of the Board of Education prior to 
commencing training in any of the following disciplines or circumstances – 

 interruption of training – regulation 4.5/15 (see under Supervision & Assessment of Training)) 

 overseas training – regulation 4.11/05 (see above) 

 category “C” special skills training – regulation 4.5/81 (see under Advanced Training) 

 posts in general practice 

 posts in medical administration 

 approval of a non-College scientific meeting – regulation 4.10/88(b) 

 exemption from the primary examination – regulation 4.13/60. 

 

http://www.acem.org.au/
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BBBAAASSSIIICCC   TTTRRRAAAIIINNNIIINNNGGG   

Regulation 4.5 

The aims of the basic training program include – 

 the development of an understanding of the basic sciences in relation to the specialist practice of emergency 
medicine; 

 the development of a sense of responsibility to patients, staff and the community at large in the provision of 
emergency care; 

 the acquisition of the appropriate technical skills. 

There are no specific requirements for basic training, other than that basic trainees are expected to rotate annually 
through a variety of clinical posts.  Non-clinical posts are inappropriate for basic training purposes. 

Primary Examination 

If possible, it is recommended that you pass the primary examination (either wholly or in part) during basic training 
period.  This will help to ensure transition through provisional training to the advanced training program in optimum 
time. 

Assessment of Basic Training 

The assessment process for basic training differs from that for provisional (and advanced) training in the following 
ways – 

(a) It is undertaken through submission of an Annual Record of Training (form GT-10), which can be downloaded 
from the College website (as a basic trainee, you cannot access the OTA program); 

(b) The form is completed by the appropriate person in Medical Administration, not by individual term supervisors; 

(c) The form must reach the College within either of the following timeframes: 

  within eight weeks of the end of the relevant training year – where the whole of the training year is spent 
in basic training; or 

  within four weeks of the completion of basic training – where it is completed during the course of a 
training year (whenever that time may be). 

It remains your responsibility, as the trainee, to ensure that the form is duly completed and reaches the College by 
the specified due date. 

Progression into Provisional Training 

It is of particular importance that you demonstrate completion of basic training time as soon as possible. You need to 
submit both of the following forms, together, within four weeks of the date of completion of your basic training time 
(as mentioned above) – 

(a) your final Annual Record of Training; and  

(b) your Notification of 1st Provisional Training Term Details form.   

This timeframe is particularly important so, to expedite this process, you should approach Medical Administration up 
to two weeks before the end of basic training time to have this form completed.   

The purpose of the notification of term details form is to allow us to enter your first provisional training term details on 
the OTA program – this needs to be done within four weeks of the your provisional training term start-date.     
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Copies of Documentation 

You are required to retain a copy of each Annual Record of Training for your own records, as well as copies of 
assessment statements sent to you.  All this documentation is to be brought to meetings with your DEMT.   
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PPPRRROOOVVVIIISSSIIIOOONNNAAALLL   TTTRRRAAAIIINNNIIINNNGGG   

Regulation 4.5 

The provisional training period is deemed to commence immediately upon conclusion of basic training time 
requirements whether or not, at that time, you are in an accreditable training position.   

It does not conclude until all requirements of the provisional training period as a whole have been met and you have 
formally been accepted into the advanced training program. 

OOuuttlliinnee  ooff  PPrroovviissiioonnaall  TTrraaiinniinngg  PPeerriioodd  

You need to All of the following are components of the provisional training period as a whole – 

 minimum training time requirements; 

 submission of satisfactory structured references in accordance with regulation 4.3; 

 a pass in all four subjects of the primary examination; 

 extended training time requirements (where necessary). 
 

6 months training in  
a single approved ED 
Regulation 4.5/51(c) 

and 

This must be undertaken in Australia or New 
Zealand.  It does not have to be in one block, 
provided that –  
1) it is wholly completed within a 12 month period; 

and 
2) it meets minimum duration requirements. 

  

 
Minimum training time 
requirements:  

6 months other approved 
training  
Regulation 4.5/51(d) 

This may be ED or non-ED.   

 and 

Primary examination: This may be completed at any time during basic or provisional training time.  The 
minimum provisional training time requirements do NOT have to be completed before 
the examination can be attempted. 

 (and) 

3 months training in  
a single approved ED 
Regulation 4.5/54 

This is the minimum requirement and must be 
undertaken in one block within Australia or New 
Zealand during each year of extended provisional 
training. 

  

Extended training time 
requirements: 

6 months approved  
non-ED training 

This is a recommendation only, not a compulsory 
requirement. 

Training Time 

All provisional training terms must – 

(a) be eligible for accreditation (see under Elements of Training); 

(b) meet minimum term duration requirements; and 

(c) be formally assessed (see under Supervision & Assessment of Training).   

Minimum Term Duration Requirements 

To be eligible for accreditation as minimum provisional training time or to be recognised as extended provisional 
training time, a period of training must meet all of the following criteria – 

 it must be undertaken in a single approved discipline; 
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 it must be undertaken at a single approved site; and  

 it must be of at least two months full-time-equivalent (FTE) duration. 

Hence, if you are working half-time, you will have to work a minimum of four months in a single discipline at a single 
approved site in order to meet the minimum requirements. 

Please note – overall provisional training time requirements will NOT be completed unless both minimum training 
time and extended training time (where required) have been satisfied.   

Structured References 

The provision of structured references is not necessarily a “once-only” event – you may need to provide more than 
one set of structured references, depending on how long you remain in provisional training.   Your first set of 
structured references must be based on the ED training which satisfies regulation 4.5/51(c).  Thereafter (if necessary) 
they must be based on the ED training which satisfies regulation 4.5/54.   

For further details, see chapter entitled Trainee Selection Process. 

Primary Examination 

See chapter entitled Primary Examination.   

NB – the provision of structured references is in no way related to when you pass the primary examination.   
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TTTRRRAAAIIINNNEEEEEE   SSSEEELLLEEECCCTTTIIIOOONNN   PPPRRROOOCCCEEESSSSSS      

Review of eligibility for the advanced training program (the Trainee Selection Process) is carried out on an on-going 
basis throughout the course of the provisional training period as a whole.   

The trainee selection process must be successfully undergone before advanced training can be commenced.  The 
date of commencement of advanced training will be postponed you require consideration by the Trainee Selection 
Committee more than once. 

Aims of the Trainee Selection Process 

(a) To select those candidates who either possess or are developing the attributes and skills necessary in a 
specialist in emergency medicine; 

(b) To select those candidates who are capable of successfully completing advanced training in emergency 
medicine and maintaining a career as a specialist in emergency medicine; 

(c) To identify and counsel those candidates who do not possess or are not developing the above attributes and 
skills, allowing them to make an informed decision early in their career as to which path they should take; 

(d) To ensure a fair, transparent and legal process for the entry of candidates into advanced training in 
emergency medicine; 

(e) To avoid creating any artificial or unnecessary delays in the progress of candidates through their emergency 
medicine training; 

(f) Where deemed necessary, to tailor the intake of candidates into advanced training in emergency medicine to 
meet the projected demand for emergency physicians. 

The last aim will be used only if and when there is a need to restrict the numbers of trainees entering advanced 
training due to workforce requirements. 

Elements of the Trainee Selection Process  

The trainee selection process is comprised of the following elements – 

 Trainee Selection Process  

    

   

 Structured References  Primary Examination 

The provision by the trainee of 3 structured references which 
address the following criteria: 

A score based on the trainee’s best 
performance in each subject of the examination. 

 Knowledge & basic skills (history/examination etc) 

 Clinical judgement 

 Manual dexterity 

 Professional relationships & communication with patients & 
staff 

 Ability to perform under stress, priorities, & to adjust to 
different workloads 

 Sense of responsibility & work ethic 

 Organisational ski9lls 

 Motivation & commitment to self-directed learning 

 

Each of these 3 structured references accounts for 25% of 
the total score – overall, they account for 75% of the total 
score. 

The primary examination accounts  
for 25% of the total score. 

Where a quota is applied, trainees will be ranked based on the total score received from the above elements. No 
quota applies at present.  
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SSttrruuccttuurreedd  RReeffeerreenncceess  

As demonstrated in the above diagram, structured references form a significant part of the Trainee Selection Process 
and, accordingly, are reviewed on an ongoing basis during the course of the provisional training period.   

Structured references are submitted online via the OTA program.  They cannot be based on any term in respect of 
which an ITA was not submitted.   

Minimum Requirement 

As a minimum, every provisional trainee must provide three valid structured references which meet all of the following 
requirements – 

 they must be based on the six months of approved ED minimum provisional training time required by regulation 
4.5/51(c); 

 they must be submitted online within twelve weeks of the conclusion of that term; 

 they must be provided by FACEMs only (one of whom must be the DEMT). 

If these structured references are satisfactory, they will remain valid for a period of 12 months from the end date of 
the term they were based on.   If, at the conclusion of this time, the trainee has not passed the primary examination, a 
further three structured references must be provided (see under “Further Requirements”).   

NB:  It is essential that trainees base their first set of structured references on a six-month period of ED training which 
satisfies regulation 4.5/51(c).  Failure to do this may delay commencement of advanced training.   

Further Requirements 

If a trainee does not pass the primary examination during the period that their initial set of structured references 
remain valid, then further structured references which meet all the following requirements must be provided – 

 they must be based on the three months of approved ED extended provisional training time required by 
regulation 4.5/54; 

 they must be submitted online within twelve weeks of the conclusion of that term; 

 they must be provided by FACEMs only (one being from the DEMT). 

 If these structured references are satisfactory, they will remain valid for a further period of 12 months from the 
end date of the term they were based on.  This cycle will continue, if necessary, until the primary examination is 
passed. 

RReevviieeww  ooff  SSttrruuccttuurreedd  RReeffeerreenncceess    

The review of structured references is undertaken on an ongoing basis throughout each year.  The review will be 
conducted by either the Chair of the Trainee Selection Committee or by the full Trainee Selection Committee.      

The same procedure is followed in respect of all structured references, whether they are provided for the purpose of 
meeting the minimum requirement or further requirements.    

Review by Chair of TSC 

The Chair of the TSC will formally review valid structured references where, in respect of any one or more of the 
three structured references provided – 

 a score of “2” or less has NOT been given in respect of any individual parameter; 

 a total score of “8” or less has NOT been obtained in respect of any individual parameter; or  

 comments which cause concern or require further clarification have NOT been made by a referee. 

Such structured references will be deemed satisfactory by the Chair.  In such circumstances, the outcome will be 
either of the following – 
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(a) if the primary examination has already been passed – trainee will be notified of acceptance into advanced 
training; 

(b) if the primary examination not already been passed – the structured references will remain valid of a period of 
12 months from the end-date of the term they were based on.  If the primary examination is not passed within 
the period of validity, then further structured references will be required. 

Review by full TSC 

The full TSC will review valid structured references where, in respect of any one or more of the three structured 
references provided – 

 a score of “2” or less has been given in respect of any individual parameter; 

 a total score of “8” or less has been obtained in respect of any individual parameter; or  

 comments which cause concern or require further clarification have been made by a referee. 

In such instances, an investigation will be conducted by an independent member of the TSC (usually one from the 
relevant region) who has no connection with the trainee.  The investigator will interview each of the referees and will 
compile a formal report for consideration by the TSC. 

Following review by the Committee, one of the following outcomes is possible –  

(a) where the TSC determines that, even though some concerns have been raised, the structured references are 
satisfactory: 

 if the primary examination has already been passed – trainee will be notified of acceptance into advanced 
training;  

 if the primary examination has not already been passed – the trainee will be notified accordingly and 
advised of the date to which the references will remain valid.  If the primary examination is not passed 
within the period of validity, then further structured references will be required. 

 (b) where the TSC determines that the structured references are NOT satisfactory: 

 the trainee will be deemed not to be performing at a suitable level for admission to advanced training, and 
will be offered the opportunity of undertaking such additional requirements as may be required at the 
discretion of the Board of Education.  This applies whether or not the primary examination has been 
passed at the time of review.  
 
See section below entitled “Structured References Unsatisfactory”. 

 Structured References Unsatisfactory 

Where structured references are deemed to be unsatisfactory by the TSC, the trainee will be required to complete the 
following additional requirements –  

(a) satisfactory completion of an additional six-month block of FTE training in a single, approved emergency 
department; 

(b) submit an ITA in respect of that training in accordance with regulation 4.15; and  

(c) submit a further three structured references based on this additional training in accordance with the 
requirements of regulation 4.3. 

Unsatisfactory Progress 

A trainee who fails the trainee selection process on the second occasion that his or her suitability is reviewed may be 
dismissed from the training program on the grounds of unsatisfactory progress (see regulation 4.43). 
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AAADDVDVVAAANNNCCCEEEDDD   TTTRRRAAAIIINNNIIINNNGGG   

Regulation 4.5 

Trainees should be aware of their responsibilities for their own education.  ACEM favours an adult learning model 
with emphasis on self-directed training using the published curriculum as a guide. 

OOuuttlliinnee  ooff  AAddvvaanncceedd  TTrraaiinniinngg  PPrrooggrraamm  

Training time requirements are as follows – 

 

30 months training in 
approved  
ED posts 

This overall period must include at least – 
•  12 months in an approved adult ED; 
•  6 months in a major referral hospital; and 
•  6 months in either an urban district hospital or a regional/rural 

base hospital 
  

18 months training in 
approved  
non-ED posts 

May be undertaken in either adult or paediatric specialties but must 
include – 
•  at least 6 months in an approved ICU or anaesthetics post. 
The remainder may be undertaken in any of the specified 
disciplines. 

  

  
Training time 
requirements: 

Minimum paediatric  
requirement 

This element of training is collateral to the above requirements and 
must be undertaken, at least in part, in an approved ED post. The 
remainder may be undertaken in either approved ED or non-ED 
paediatric posts.  It is accredited via a logbook system. 

 and 

Trainee Research 
Requirement 

This may be satisfied at any stage of training (including provisional training), and is one of the 
prerequisites for eligibility to sit the Fellowship Examination. 

 and 

Fellowship 
Examination 

This may only be attempted in the final year of advanced training provided that the trainee 
research project has previously been satisfactorily completed. 

Training Time 

All advanced training terms must – 

(a) be eligible for accreditation (see under Elements of Training); 

(b) meet minimum term duration requirements; and 

(c) be formally assessed (see under Supervision & Assessment of Training).   

Minimum Term Duration Requirements 

To be eligible for accreditation towards advanced training time requirements, a period of training must all meet of the 
following criteria – 

 it must be undertaken in a single approved discipline; 

 it must be undertaken at a single approved site; and  

 it must be of at least three months full-time-equivalent (FTE) duration. 

Hence, if you are working half-time, you will have to work a minimum of four months in a single discipline at a single 
approved site in order to meet the minimum requirements. 
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Trainee Research Requirement 

See chapter entitled Trainee Research Requirement.   

NB:  Satisfactory completion of the trainee research requirement is a prerequisite for the fellowship examination. 

Fellowship Examination 

See chapter entitled Fellowship Examination.   

““CCoorree””  AAddvvaanncceedd  TTrraaiinniinngg  RReeqquuiirreemmeennttss  

You must satisfactorily complete each of the following requirements during the course of advanced training.  This 
applies to all trainees, regardless of when registration as a trainee was effected. 

1)  Core ED Experience 

The ED component of advanced training must include at least six months training in – 

 an approved ED designated as “major referral”; and 

 an approved ED designated as either “urban district” or “rural/regional”. 

This must be undertaken in approved EDs in Australia or New Zealand – it cannot be completed overseas.  The list of 
EDs approved for advanced training (available on the College website) also shows their role delineation. 

2)  Core non-ED “Critical Care” Experience 

Your advanced training time must include a minimum “critical care” component, consisting of at least six months 
training in – 

 a post in anaesthesia (approved by ANZCA for advanced training); or 

 a post in intensive care medicine (approved by the College of Intensive Care Medicine [CICM] for basic or 
advanced training). 

You are encouraged to undertake more than the minimum requirement. 

3)  Minimum Paediatric Requirement  

Refer to the following section for full discussion. 

MMiinniimmuumm  PPaaeeddiiaattrriicc  RReeqquuiirreemmeenntt  

The minimum paediatric requirement (MPR) may only be satisfied by completion of the paediatric logbook in 
accordance with College requirements.  It forms part of the advanced training program, and may not be completed, 
either wholly or in part, during provisional training. 

Definitions 

“encounter” includes attending a patient for all of the following purposes – taking a history; physical 
examination; and participation in management and disposition decisions.  

“paediatric patient” means a patient aged 15 years or less. 
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Paediatric Patient Encounters 

You must undertake and properly record at least 400 paediatric patient encounters, of which at least 200 must be 
seen in an approved emergency department.  Of this 200, at least 100 patients must fall into Australasian Triage 
Scale categories 1, 2 or 3.   

Subject to the preceding paragraph, encounters may be recorded in either an approved emergency department or in 
an approved paediatric ward or ICU. 

 

   

   

at least 
200 

of the total number of encounters must take place in ED/s 
approved for the MPR by ACEM. 

      

  
400 

  

at least 
100 

of the total number of encounters must take place in ED/s 
approved for the MPR by ACEM. 

     

   

Minimum number of 
paediatric patient 

encounters (PPEs) 
required by ACEM for the 
purposes of the minimum 

paediatric requirement. 

   
200 

(remainder of requirement) may be seen in either an 
approved ED or in an approved paediatric ward (RACP) or 
approved paediatric ICU (CICM). 

 
Prerequisites for Accreditation 

Paediatric patient encounters will not be considered for accreditation unless – 

(a) they are properly recorded and signed-off in the logbook;  

(b) an In-Training Assessment form (ITA) is submitted in respect of rotations during which paediatric patient 
encounters occurred (whether or not the rotation in question is to be considered for accreditation towards 
advanced training time); and 

(c) the assessment for all terms in respect of which paediatric patient encounters are recorded must not be 
scored “unsatisfactory” overall.    

Sign-Off Procedures 

Paediatric Training Record Sheet 

Every record sheet in the logbook on which a paediatric patient encounter is recorded is to be signed and dated by 
you and also by the DEMT (for an ED term) or supervising consultant (for a non-ED term) as a certification that the 
information contained on that record sheet is true and accurate.   

DEMT Review – Paediatric Patient Encounters 

The DEMT is to review your paediatric training experience and progress as recorded in the logbook at the end of 
each three-month period during which any paediatric patient encounters occur.   A review will therefore take place at 
the following times: 

 for a single 3 month rotation – at the end of that rotation;  

 for a rotation of a longer duration – at the end of each three month period (or part thereof) during that rotation; 

 where no paediatric patient encounters are recorded for a training year – at the conclusion of the training year; 

 immediately the minimum paediatric training requirement has been completed. 

NB:  A review by the DEMT must occur at least once annually. 
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Certificate of Completion of Logbook 

Once all elements of the minimum paediatric training requirement have been completed and the logbook has been 
duly completed and signed-off by all parties, the logbook is to be forwarded to the College office.   

Satisfaction of MPR Overseas 

If you wish to satisfy (part of) the minimum paediatric requirement in an overseas post, you may do so only with the 
prior approval of the Board of Education, and then only in relation to the following – 

(a) a term in an inpatient general paediatric ward approved by the appropriate training authority for specialist 
training in paediatric medicine; 

(b) a term in a paediatric intensive care unit approved by the appropriate training authority for specialist training in 
paediatric intensive care; or 

(c) a term in a paediatric emergency department approved by the appropriate training authority for specialist 
training in emergency medicine.   

Please refer to section on “Overseas Training” and “Prior Approvals” for further details. 

Recommended Procedures 

It is highly recommended that you achieve competence in performing all of the following procedures and, whilst not 
mandatory, each procedure should be completed at least once under specialist supervision during advanced training.  

 Lumbar puncture – child less than 6 months of age 

 Lumbar puncture – child more than 6 months of age 

 Intravenous access – child less than 2 months of age 

 Urinary catheterisation or suprapubic bladder tap 

 Intraosseous needle insertion 

 Intubation – child less than 5 years of age 

 Paediatric CPR 

A record sheet is included in the paediatric logbook for optional recording of these procedures.  

““SSppeecciiaall  SSkkiillllss””  PPoossttss  

A “special skills post” may encompass a term in any approved discipline which is not referred to specifically in 
regulation 4.5/80(d) (ie. anaesthesia, intensive care, medicine and surgery), provided that it falls within one of the 
following criteria – 

“Category A” posts 

These are posts which have been approved by Council following inspection by an ACEM accreditation team.  A list of 
approved “Category A” posts is available on the College website. 

A special skills logbook must be completed in respect of all Category “A” posts.  There are three types of logbook 
presently in use –  

(a) Standard Special Skills Logbook – Retrieval  
 This is to be completed in respect of all terms in retrieval medicine. 

(b) Standard Special Skills Logbook – General 

 This is to be completed in respect of terms in clinical disciplines such as hyperbaric medicine, toxicology etc. 

(c) Customised Learning Portfolio 
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 This is to be completed in respect of terms in non-clinical disciplines such as medical education, ED 
administration etc.  The content of this type of logbook will vary according to the specified learning objectives 
for the term. 

Logbooks must be submitted within eight weeks of the term end date (ie. by the ITA due date for that term).  A term 
will not be considered for accreditation unless the logbook is submitted within this timeframe. 

When you are commencing a term for which a standard special skills logbook is required, please request one from 
the College office.  

ACEM-ICU Terms 

The Category A post known as “ACEM-ICU” includes intensive care units which are not accredited by CICM but 
which have been inspected and approved for this purpose by ACEM.  

“Category B” posts 

These are posts which are approved for specialist training by the College responsible for specialist training in the 
discipline in question.  By way of example, this could include – 

 a term in O&G (if the hospital is accredited by RANZCOG); 

 a term in general practice (if the general practice is accredited by RACGP or RNZCGP); 

 a term in psychiatry (if the hospital is accredited by RANZCP). 

A special skills logbook is not required for a Category “B” post.   

Medical Administration Terms 

If you are planning to do a Category “B” term in medical administration, the post would have to be approved by 
RACMA for specialist training purposes.  To establish whether RACMA would recognise any given post for training 
purposes, you will need to submit to that College an application for approval. 

The appropriate form for this purpose is available on the College website.  

General Practice Terms 

There is a variety of types of accreditation applicable to general practices, and not all of these are appropriate for 
ACEM training purposes.  For general practice training to be eligible for accreditation, it must have been undertaken 
in a general practice which is accredited by the RACGP or the RNZCGP for GP registrar training purposes. 

You should seek and obtain the prior approval of the Board of Education before commencing a term in general 
practice.  The appropriate application form is on the College website. 

 “Category C” posts 

These may include a variety of posts, but the prior approval of the Board of Education must first be sought and 
obtained on an individual basis. 

Approval for any such terms is specific to the individual trainee in respect of whom the ruling is made.  Such approval 
does not attach to any other trainees who subsequently may also wish to undertake that same post.   

NB:  Depending on the nature of the term in question, a standard special skills logbook or customised learning 
portfolio may be required. 

Research Terms 

All research terms (other than those which may have “Category A” accreditation) will require the prior approval of the 
Board of Education.   
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Rural/Remote Terms 

To increase the opportunity for trainees to gain experience in rural areas, the Board of Education will consider terms 
in small EDs or health services for accreditation as special skills (non-ED) training – up to a maximum of six months 
only. 

The application must be in writing and must specify – 

(a) the dates and site of the proposed term 

(b) a full description of the post; and 

(c) a letter from the on-site supervisor stating – 

 clear learning objectives for the post 

 his/her position and qualifications 

 that he/she will assume responsibility for supervision of the trainee for the duration of the post 

(d) a statement from the DEMT at the nearest accredited site, verifying that he/she is prepared to act as remote 
supervisor for the term. 

Related documents and help notes are available on the ACEM website. 
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SSSUUUPPPEEERRRVVVIIISSSIIIOOONNN   &&&   AAASSSSSSEEESSSSSSMMMEEENNNTTT   OOOFFF   TTTRRRAAAIIINNNIIINNNGGG   

Regulation 4.15 

Regardless of the stage of training you are at, you are expected to undertake training in appropriately accredited 
training posts, and to be formally assessed on that training by submission of an In-Training Assessment (ITA), on an 
ongoing basis until election to fellowship is achieved (or until you otherwise cease to be a trainee).   

Meetings with DEMTs 

You are required to retain a hardcopy of all assessment documentation for your personal records and to produce 
copies of all the following to your DEMT for his or her perusal at any review of progress of training – 

 a copy of all In-Training Assessment forms; and 

 each annual assessment report issued by the College. 

Interruption of Training  

The whole of each training year must be accounted for as either a formal training period (for which an ITA is required) 
or as an “interruption of training”.  The basic rule is that, if you don’t enter ITA term details for a particular period, you 
must enter “interruption of training” details. 

NB:  Periods of interrupted training are included in the overall timeframe for completion of the training program. 

You do not need prior approval to interrupt training for less than six months.  Nevertheless, you must record details of 
such interruptions to training on the OTA Program.   

An “interruption of training” may mean more than just personal or extended recreational leave.  For the purposes of 
the OTA program, it could include the following – 

 where you are in an otherwise accreditable clinical post, but for a period of time which does not meet term 
minimum duration requirements (and hence cannot enter term details); 

 where you are in a clinical post which is not duly accredit for training purposes. 

The same rules which apply to entering of term details apply to the entering of an “interruption of training” – this must 
be done within 4 weeks of commencing the interruption of training. 

Interruption > 6 months 

If you intend to interrupt training for a continuous period of six months or more, the prior approval of the Board of 
Education is required.  The relevant application form is available on the College website.   

Maximum Interruption of Training 

Training may be interrupted for up to a maximum of two years during provisional training and advanced training 
collectively.  Should you feel that there are extenuating circumstances warranting an extension of interruption of 
training beyond two years, you need to apply in writing to the Board of Education detailing those circumstances. 

OOnn--LLiinnee  TTrraaiinniinngg  AAsssseessssmmeenntt  ((OOTTAA))  PPrrooggrraamm  

Assessment of training is undertaken via the OTA program, except in the limited circumstances described below.   
Other than in these exceptional circumstances, a paper-version In-Training Assessment form (ITA) will NOT be 
accepted and the training to which it relates will not be accredited. 

Exceptions 

(a) Basic Trainees 
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Basic trainees cannot access the OTA program and will not be able to do so until they commence provisional 
training.  Close liaison with the College within the final two months of basic training time to ensure smooth 
transition to provisional training is essential.   

Assessment of basic training is undertaken by means of the Annual Record of Training – Basic Training (Form 
GT-10).  This form is available for printing on the College website and instructions for its completion are 
printed on page two of that form.   

Appropriate form:  Annual Record of Training – Basic Training (Form GT-10) 

One of these forms must be completed in respect of each year of basic training undertaken, and must reach 
the College within four weeks of the end of the training year to which it relates.  However, if basic training time 
as a whole is completed during the course of the training year, then that final Annual Record of Training must 
reach the College within four weeks of the completion of basic training time. 

(b) “Old” Program Trainees 

Those trainees who are still under the “old” training program – that is, those who registered as a trainee prior 
to 1/1/1999 – are also excluded from the OTA program because it is not configured to accommodate “old” 
training program requirements.  These trainees will need to continue using the paper-version ITA. 

Appropriate form:  In-Training Assessment (Form GT-11) 

The rules for submission of a paper-version ITA are the same for submission of ITAs on the OTA program (for 
details see below).    

(c) Trainees working in an Approved Post Overseas 

The OTA program cannot be utilised in respect of any approved training term being undertaken overseas.  
Trainees undertaking such a post will need to submit a paper-version ITA. 

Appropriate form:  In-Training Assessment (Form GT-11) 

The rules for submission of a paper-version ITA are the same for submission of ITAs on the OTA program (for 
details see below).    

HHooww  tthhee  OOTTAA  PPrrooggrraamm  OOppeerraatteess  

Submission of ITAs on the OTA program mandates the strict application of rules and timelines. OTA Help Notes are 
available online to explain the program and to help trainees meet the requirements of the program.     

The following is a “snapshot” of the various timelines – 

 within 4 weeks of commencing each term – term details must be entered on OTA program 

 up to 2 weeks prior to the end of a term – trainee’s self-assessment may be commenced 

 within 8 weeks after completing a term – all stages of ITA process must be finalized 

 within 12 weeks after completing a relevant ED term – structured references must be provided 

The fourth point relates to provisional trainees only.  Otherwise, these timelines apply without exception to all trainees 
utilising the OTA program. 

Entering of Term Details 

Term details must be entered on the OTA program within four weeks of commencing a term.  After the expiration of 
this four-week period, the term details CANNOT be entered and, consequently, the term will not be considered for 
accreditation.    

Term details may actually be entered in advance so, where possible, trainees should enter term details for all 
proposed training terms for the year.  Should the proposed rotations be changed, the term details can easily be 
updated on the OTA program up until the time the trainee completes their self-assessment.  Thereafter, details 
cannot be changed. 
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The Assessment Phase 

The actual assessment phase consists of a number of stages.  It is initiated when you submit your self-assessment 
and is concluded when the completed ITA is sitting in the “ITA Awaiting ACEM Credentialling” area on the OTA 
program.  Until the ITA appears in that area, the process is incomplete. 

You can monitor the progress of your ITA through the various stages on the OTA program and follow-up with your 
DEMT or supervisor accordingly, if necessary. 

The assessment phase as a whole must be completed within eight weeks of the end-date of the term to which the 
ITA relates.  This date is shown in the “due by” column for the relevant ITA.  

NONE OF THE FOLLOWING STAGES MAY BE OMITTED. 

a) Self-assessment by trainee 

 You may submit your self-assessment up to two weeks prior to the term end-date (this actually extends the 
period within which the ITA process must be completed to 10 weeks).  

b) Assessment by DEMT or Supervisor 

 Your self-assessment is not visible to the DEMT or non-ED Supervisor at the time they complete their 
assessment.   

c) Joint Assessment 

 It is only once both of the above stages have been completed that the joint assessment may be undertaken.  
At this stage, the DEMT or non-ED Supervisor and you are to have a face-to-face meeting and together 
complete the joint assessment on-line.   

 For an ED term, the assessment process is completed once the joint assessment has been submitted.  The 
ITA will then be found in the “ITA Awaiting ACEM Credentialling” area of the OTA program. 

 For a non-ED term, the assessment process remains INCOMPLETE at this stage. 

d) Validation by DEMT (non-ED terms only) 

 When a joint assessment is submitted for a non-ED term, the ITA is sent to the relevant DEMT for validation.  
If the non-ED term is undertaken at a hospital that is not accredited for emergency medicine training and 
consequently does not have a DEMT, the ITA is transmitted to the Deputy Regional Censor for the region in 
question for validation. 

The assessment process for a non-ED term will only be complete when the ITA has been validated by the DEMT. 

Definition of “Term” 

A “term” means an uninterrupted period of training in a single discipline at a single site which meets minimum term 
duration requirements for provisional or advanced training (as appropriate), and the overall duration of which does 
not exceed six months. 

Depending on the terms planned for any training year, provisional trainees could be required to submit between two 
and five ITAs annually and advanced trainees, between two and four ITAs annually.   

Consequence of Failure to submit ITA 

(a) If an ITA is not completed by the due date, it will become EXPIRED and cannot be reactivated.  In such 
circumstances, the trainee’s performance will be deemed to be unsatisfactory and the term will not be 
accredited.  In relation to time-complete trainees, the term will not meet the requirements of regulation 
4.15/60.   

(b) Structured references cannot be based on a term in respect of which an ITA has not been submitted by the 
due date.  
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(c) Any paper-version ITA (where it is permissible to submit one) will likewise not be accepted if it is not received 
at the College within eight weeks of the term end-date and the term will not be accredited. 

You should therefore factor in the possibility of unforeseen delays and commence the assessment phase at the 
earliest possible opportunity to maximise your opportunities for completion of the assessment process by the due 
date. 

Failure to Progress 

Failure to submit assessment documentation in respect of any given training year during which training has not been 
formally interrupted may lead to proceedings for dismissal from the training program on the grounds of failure to 
progress in accordance with regulation 4.43. 
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PPPRRROOOGGGRRREEESSSSSS   ///   PPPEEERRRFFFOOORRRMMMAAANNNCCCEEE   IIINNN   TTTRRRAAAIIINNNIIINNNGGG   PPPRRROOOGGGRRRAAAMMM   

Trainees may be dismissed from the training program for either unsatisfactory progress or failure to progress.  In 
essence, the difference between these two concepts is that unsatisfactory progress involves failure to meet a 
standard whereas failure to progress involves failure to meet a designated timeline.  Please refer to regulation 4.43 
generally. 

It is important that you are aware of what may constitute either.  You should familiarize yourself with the requirements 
of the training program and avail yourself of the detailed information the College provides through the Training & 
Examination Handbook, on the College website and through other sources such as the trainee newsletter, Trainee e-
News.   

Be aware that it is YOUR personal responsibility to ensure that you comply in a timely manner with all College 
requirements.   

Unsatisfactory Progress 

Dismissal from the training program on the basis of unsatisfactory progress always involves formal proceedings by 
the Board of Education and Council.  Written notice and particulars of the matter will be given to the trainee, who is 
entitled to attend the Council meeting at which the matter will be heard and make submissions on their behalf.   

College regulations do not define what constitutes unsatisfactory progress, but the Board of Education may 
periodically issue guidelines regarding what may be deemed to be such.  Regulations may also specify when 
proceedings for dismissal from the training program may be brought. 

When a trainee may be dismissed for Unsatisfactory Progress 

Trainees may be subject to proceedings for dismissal from the training program on the basis of unsatisfactory 
progress in the following circumstances – 

Regulation 4.3/43 
If they fail the trainee selection process on the second occasion that they are reviewed by the Trainee 
Selection Committee.  
See chapter on Trainee Selection Process. 

Failure to Progress 

Dismissal from the training program on the basis of failure to progress involves informal proceedings by the Board of 
Education only.  Written notice of the impending dismissal will be given to trainee, who may make a written 
submission for consideration of extenuating circumstances (if any). The trainee does not meet with the Board of 
Education in this circumstance.  

When a trainee may be dismissed for Failure to Progress 

A trainee may be subject to proceedings for dismissal from the training program on the basis of failure to progress in 
the following circumstances – 

Regulation 4.5/26  
If they fail to meet any of the specified timeframes for completion of the training program  
See chapter entitled “Elements of Training under the heading “Timeframe for Completion of Training 
Program”. 

Regulation 4.15/80  
If they fail to submit assessment documentation in respect of any given training year during which training has 
not formally been interrupted.  
See chapter entitled Supervision & Assessment of Training under the heading “In-Training Assessments”. 

Reference is also made to the above regulations relating to unsatisfactory progress and failure to progress in the 
relevant section of the Handbook.  
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UUnnddeerrppeerrffoorrmmiinngg  TTrraaiinneeeess  

The Credentials Committee will review all ITAs in which a trainee has shown some degree of underperformance and 
will take action according to the level and recurrence of the problems evinced in the manner outlined below.   

ITAs are classified into the following three categories – 

Group 1: Those with an overall “Unsatisfactory” score. 

Group 2: Those with an overall “Below Expected Level” score. 

Group 3: Those with an overall “At Expected Level” score, but with below expected level or unsatisfactory scores 
in one or more domains. 

Guidelines 

The following guidelines apply to all trainees regardless of when their registration as a trainee was effected.  
However, they will be applied only in respect of terms commencing as of the 2010 training year and later. 

OOvveerraallll  UUnnssaattiissffaaccttoorryy  SSccoorree  

NB:  These guidelines apply regardless of the discipline or the hospital in which the overall “unsatisfactory” term was 
undertaken or any other matter. 

Whenever an overall unsatisfactory score is obtained for a term, the DEMT will initially discuss the assessment with 
the trainee – this will usually be during the ITA assessment process. 

The trainee will also be required to formally meet with the DEMT, the Regional Censor and/or a representative from 
the Credentials Committee.  A report of this meeting (prepared by the Censor or Committee member) will be 
forwarded to the Credentials Committee for review. 

NOTE:  An unsatisfactory term will NOT be accredited. 

In addition, the following will apply – 

(a) 1st unsatisfactory term  

 For a first overall unsatisfactory score, the trainee will also be formally reminded of the consequences of 
obtaining any further unsatisfactory assessments.   

(b) 2nd unsatisfactory term 

 If a second overall unsatisfactory score is obtained, proceedings for dismissal from the training program on the 
basis of unsatisfactory progress will be commenced by the Board of Education pursuant to regulation 4.43.  

 However, one further opportunity to remain on the training program may be granted if the trainee can establish 
extenuating circumstances (to the satisfaction of the Board of Education and Council).  Otherwise, the trainee 
will be dismissed from the training program. 

(c) 3rd unsatisfactory term 

 If a third overall unsatisfactory score is obtained, the trainee will be dismissed from the training program.    

OOvveerraallll  BBeellooww  EExxppeecctteedd  LLeevveell  ((BBEELL))  SSccoorree  

NB:  These guidelines apply regardless of the discipline or the hospital in which the overall “below expected level” 
term was undertaken or any other matter. 

Whenever a term is scored overall below the expected level, the DEMT will initially discuss the assessment with the 
trainee – this will usually be during the ITA assessment process. 
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The consequence of obtaining an overall BEL score will vary according to how many such scores have previously 
been given. 

(a) 1st BEL score 

 For a first overall BEL score, the trainee will also be formally reminded of the consequences of obtaining 
further BEL scores.  However, the term will be accredited. 

(b) 2nd BEL score 

 If a second overall BEL score is obtained, the trainee will again be formally reminded of the consequences of 
obtaining further BEL assessments. 

 The trainee will also be required to submit a written proposal to the Credentials Committee explaining how 
they will address the area/s of deficiency highlighted in the ITA.  Trainees are advised to seek guidance from 
their DEMT in formulating this proposal. As a general rule, if the trainee’s submission is acceptable to the 
Credentials Committee, the term will be accredited.  

(c) 3rd BEL score 

 If a third overall BEL score is obtained, the trainee will be required to formally meet with the DEMT, the 
Regional Censor and/or a representative from the Credentials Committee.  A report of this meeting (prepared 
by the Censor or Committee member) will be forwarded to the Credentials Committee for review. 

 The Credentials Committee will determine whether or not this term will be accredited.   

(d) 4th or subsequent BEL scores 

 If a fourth or subsequent overall BEL score is obtained, the trainee will again be required to formally meet with 
the DEMT, the Regional Censor and/or a representative from the Credentials Committee.  A report of this 
meeting (prepared by the Censor or Committee member) will be forwarded to the Credentials Committee for 
review. 

 Proceedings for dismissal from the training program on the basis of unsatisfactory progress will also be 
commenced by the Board of Education pursuant to regulation 4.43.  

 However, a single opportunity to remain on the training program may be granted if the trainee can establish 
extenuating circumstances (to the satisfaction of the Board of Education and Council).  Otherwise, the trainee 
will be dismissed from the training program. 

 NOTE 1:   A fourth or subsequent overall BEL term will NOT be accredited. 

 NOTE 2:  If two such terms are not accredited, the trainee will be dismissed from the training program. 

OOvveerraallll  AAtt  EExxppeecctteedd  LLeevveell  SSccoorree  ((AAEELL))  wwiitthh  BBEELL  oorr  UUnnssaattiissffaaccttoorryy  
DDoommaaiinnss  

The guidelines under this heading relate only to terms that have been scored AEL overall.  They will not apply in 
respect of any term that has been scored overall as either BEL or unsatisfactory (in respect of such terms, see under 
the relevant heading above). 

Below Expected Level Domains (BEL) – same domain 

Obtaining a BEL score in a particular domain (where the overall score is AEL) will not necessarily mean that the term 
cannot be accredited. 

(a) 1st BEL score 

 On the first occasion a BEL score is given in respect of a particular domain, no action will be taken and the 
term will be accredited.  
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(b) 2nd BEL score (same domain) 

 If a second BEL score is given in respect of the same domain, the DEMT will discuss the issue with the trainee 
(usually be during the ITA assessment process), but no further action will be taken and the term will be 
accredited. 

(c) 3rd BEL score (same domain) 

 If a third BEL score is given in respect of the same domain, the DEMT will discuss the issue with the trainee 
and remind them of the consequences of any further BEL scores. 

 The trainee will also be required to present a written proposal to the Credentials Committee explaining how 
they will address the perceived deficiencies.   

 The term will be accredited.  

4th BEL score (same domain) 

 The DEMT will again discuss the issue with the trainee and remind them of the consequences of any further 
BEL scores. 

 The Regional Censor and/or a representative from the Credentials Committee will meet with the DEMT and 
the trainee and prepare a report for review by the Credentials Committee. 

 The term will be accredited, but the Credentials Committee may require the trainee to undertake specified 
remedial action. 

5th or more BEL score (same domain) 

 The Regional Censor and/or a representative from the Credentials Committee will contact and meet with the 
DEMT and the trainee and prepare a report of the meeting for the Credentials Committee. 

 Proceedings for dismissal from the training program on the basis of unsatisfactory progress will be 
commenced by the Board of Education pursuant to regulation 4.43. 

Unsatisfactory Domains 

1st Unsatisfactory score 

1 domain only 

 The DEMT will discuss the issue with the trainee (this will usually be during the ITA assessment process).   

 The Regional Censor and/or a representative from the Credentials Committee will meet with the DEMT and 
the trainee and prepare a report for review by the Credentials Committee. 

 The term will be accredited. 

2 domains 

 The DEMT will discuss the issue with the trainee (this will usually be during the ITA assessment process).   

 The Regional Censor and/or a representative from the Credentials Committee will meet with the DEMT and 
the trainee and prepare a report for review by the Credentials Committee. 

 The term will be accredited. 

3 or more domains  

 The DEMT will discuss the issue with the trainee (this will usually be during the ITA assessment process).   

 The Regional Censor and/or a representative from the Credentials Committee will meet with the DEMT and 
the trainee and prepare a report for review by the Credentials Committee. 

 The trainee will be formally reminded of the ramifications of obtaining further such scores. 

 The trainee is to make a written submission to the Credentials Committee explaining how they will address the 
specified areas of deficiency highlighted in the ITA. 

 The term will be accredited. 
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2nd Unsatisfactory score   

1 or more domains – where different from previous unsatisfactory domain/s 

 The DEMT will discuss the assessment with the trainee (usually be during the ITA assessment process).   

 The Regional Censor and/or a representative from the Credentials Committee will contact or meet with the 
DEMT and prepare a report for review by the Credentials Committee. 

 The term will be accredited. 

1 or more domains – where the domains were previously unsatisfactory 

 The DEMT will discuss the assessment with the trainee (usually be during the ITA assessment process).   

 The Regional Censor and/or a representative from the Credentials Committee will contact or meet with the 
DEMT and prepare a report for review by the Credentials Committee. 

 The trainee will be formally reminded of the ramifications of obtaining further such scores. 

 The trainee is to make a written submission to the Credentials Committee explaining how they will address the 
specified areas of deficiency highlighted in the ITA. 

 The term will be accredited. 

3rd Unsatisfactory score (any domain) 

 The DEMT will discuss the assessment with the trainee (usually be during the ITA assessment process).   

 The Regional Censor and/or a representative from the Credentials Committee will contact or meet with the 
DEMT and prepare a report for review by the Credentials Committee. 

 Term NOT accredited 

 Trainee asked to show cause as why they should not be dismissed from training program 

4th (and subsequent) score (any domain) 

 Term NOT accredited 

 Regional Censor and Chair of Credentials notified 

 Regional Censor to contact DEMT and trainee 

 Mandatory agenda item for Credentials with trainee put up for dismissal from training program  

 Trainee asked to show cause as why they should not be dismissed from training program 
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EEELLLEEECCCTTTIIIOOONNN   TTTOOO   FFFEEELLLLLLOOOWWWSSSHHHIIIPPP   

You should commence the process for election to fellowship as soon as you have completed all training, examination 
and research requirements of the training program.  

SSttaaggeess  ooff  tthhee  EElleeccttiioonn  PPrroocceessss  

1. You need to initiate the election process by submitting a fully completed and duly witnessed Application for 
Election to Fellowship form (available on the College website) and payment of the appropriate fee.   

2. The Board of Education then needs to confirm that all eligibility requirements have been met.  Once 
confirmed, the Board will recommend to Council that you be elected to fellowship. 

3. Council will then endorse your election to fellowship.  You will be notified of this in writing as soon as it is 
finalised. 

How long does the process take? 

The College aims to complete the election process within two weeks of receiving your application.  Approvals for 
elections to fellowship are obtained via email correspondence – it is not necessary to wait until the next Council 
meeting. 

However, there could nevertheless be factors which might prolong the process, including the following – 

 where you have submitted an application pending completion of your final eligibility requirement. 

Completion of any requirement will not be anticipated.  In such circumstances, your application would be put on 
hold until your final ITA is received and processed or fellowship examination results known (as the case may be). 

 where a recommendation or endorsement of a Board of Education or Council member cannot be obtained 
because they are temporarily unavailable.  

SSppeecciiaalliisstt//VVooccaattiioonnaall  RReeccooggnniittiioonn  

Australia 

Once election to fellowship has been finalised, the College also notifies Medicare Australia of the election and, in 
most instances, specialist recognition will thereupon be granted if Medicare Australia is satisfied that their eligibility 
requirements are met.  Once recognition has been granted, Medicare Australia will notify the new fellow by mail of his 
or her recognition and the date that recognition became effective.   

New Zealand 

Those resident in New Zealand need to make a written application for vocational registration to the New Zealand 
Medical Council.  To assist in the vocational registration process, the College notifies the Medical Council of the 
names and addresses of newly elected fellows resident in New Zealand and verifies the award of the specialist 
qualification. 

PPrreesseennttaattiioonn  ooff  DDiipplloommaass  

Fellowship diplomas are presented annually to new Fellows at the College Ceremony, which is held at the time of the 
Annual General Meeting and Annual Scientific Meeting.   

Those elected to fellowship since the previous ceremony will be invited to attend the next ceremony (together with 
guests), although proximity of election to the ceremony may not allow this.  Those not able to attend will be sent their 
diploma by mail or may collect it personally from the College office.  Details of the ceremony are sent to those new 
fellows at the appropriate time.   



 ACEM Training & Examination Handbook Revised  7/7/2010 

 
 
 

  
 

44 

JJJOOOIIINNNTTT T   TTRRRAAAIIINNNIIINNNGGG   PPPRRROOOGGGRRRAAAMMMSSS   

Regulation 4.6 

This section provides details of arrangements for joint or dual training programs which have been agreed between 
ACEM and another specialist training College.   

Please take particular note that all ACEM regulations will continue to apply without mitigation to trainees formally 
participating in any approved joint training program between ACEM and another specialist training authority, except 
to the extent that regulation 4.6 allows such variation. 

PPaaeeddiiaattrriicc  EEmmeerrggeennccyy  MMeeddiicciinnee  

The administration and governance of the joint training program is collaborative and involves both ACEM and the 
Royal Australasian College of Physicians (RACP).  ACEM provides governance of those components which 
determine the FACEM qualification and the RACP those components that determine the FRACP qualification. 

A Joint Training Committee has been formed to co-ordinate the process between the two colleges and to provide 
advice to joint trainees or prospective trainees.  This committee is composed of 3 FACEM and 3 FRACP members 
and has a rotating Chair between the Colleges.  There will be trainee representation on this committee.  One of the 
FACEM members will always be a member of the Board of Education. 

Trainees are advised to contact the Joint Training Committee at the earliest possible point in their training, even if 
they are just considering this career option.  An up-to-date list of trainees and prospective trainees will then be known 
to the JTC and will assist communication.  Contact details for the current Chair of the Joint Training Committee can 
be obtained by contacting the Credentials Officer at ACEM. 

Registration Requirements 

Joint trainees will undertake their initial specialist training through either the RACP or ACEM.  Trainees must be 
registered and financial with the College appropriate to their stage of joint training.  It is not necessary to be 
registered with both Colleges at all stages of the joint training program – an RACP trainee would not need to register 
with ACEM until all components of the FRACP have been completed and vice versa for ACEM trainees. 

Once a trainee has decided to pursue paediatric emergency medicine training, they should also register with the Joint 
Training Committee.  This will be done through the College with which they are registered (ie ACEM or RACP).  The 
timing of this Joint Committee registration is at the discretion of the trainee, but early registration is encouraged to 
help ensure that appropriate training is pursued. 

Components of Joint Training Program 

Joint trainees must complete all the requirements of their respective training programs before election to fellowship of 
the relevant College will be granted.  The diagram on the following page illustrates the elements which should be 
undertaken in order to complete dual fellowship in optimum time.  

Minimum Requirements 

Training time must include a minimum of 24 months approved adult ED training, 18 months of approved paediatric 
emergency medicine, 12 months of approved paediatric medicine and 6 months of approved paediatric ICU (this may 
be split as 3 months neonatal ICU and 3 months paediatric ICU). 

With regard to the adult EM time, the follow applies – 

a) RACP trainees – 12 months of this may be retrospectively recognised by ACEM (when commencing stage 3 
of the joint program) provided that – 

 it was accredited as part of RACP training; 

 the department in which it was undertaken was accredited by ACEM; and  

 it was prospectively assessed at the time of training by means of RACP  in-training assessment forms.   
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The remaining 12 months must be prospectively assessed by ACEM and trainees must be current financial 
members of ACEM before this period commences. 

b) ACEM trainees – 12 months of this may be undertaken during provisional training provided that – 

 it was accredited as part of ACEM training; 

 it was undertaken in an emergency department approved for advanced training; and  

 it was assessed at the time of training by means of ACEM assessment documentation. 

All trainees, whether RACP or ACEM, are required to be in their last 12 months of training and have completed their 
regulation 4.10 requirement before being ruled eligible to sit the ACEM fellowship examination. 

Research requirements for this pathway are currently being refined.  Trainees are advised to design their projects 
with the advice of the JTC so that projects are likely to satisfy both ACEM and RACP requirements. 

Paediatric tertiary emergency departments and large mixed departments must be specifically accredited for JTC PEM 
training.  For up-to-date details and accreditation guidelines, please see the ACEM & FRACP websites. 

 
 ACEM Trainees  RACP Trainees 

Stage 1 Basic Training (24 months) 
+ 

Pass ACEM Primary Exam 
+ 

Provisional training (12 months) * 

 
Basic Training (36 months) 

+ 
Pass FRACP Part I 

Written & Clinical Exams 

    

  ACEM Joint Training Program RACP 

Stage 2 

Single 
fellowship 
with letter 
from JTC 

Paediatric Medicine (12 months) 
+  

Paediatric Emergency Medicine  
(18 months) 

+ 
Paediatric ICU (6 months) 

OR 
Paediatric ICU (3 months) & 

Neonatal ICU (3 months) 

 Adult Emergency Medicine (12 months) 
+ 

Paediatric Emergency Medicine 
(18 months) 

+ 
Paediatric ICU (6 months) 

OR 
Paediatric ICU (3 months) & 

Neonatal ICU (3 months) 

    

 
Adult Emergency Medicine  

(12-24 months) * 
+ 

Fulfil Trainee Research Requirement 
+ 

Pass Fellowship Exam 

 

Completion of CPPT requirements 
including 

Mandatory training (6 months), 
Fulfil Research Requirements 
(number currently under review) 

 FACEM + letter from JCT  FRACP + letter from JCT 

Stage 3 

Dual 
fellowship 
FACEM & 
FRACP 

Paediatric Medicine (12 months) 
+ 

Pass FRACP Part 1 Written & Clinical 
Exams 

+ 
Completion of CPPT Requirements 

including 
Mandatory Training (6 months) 

Research Projects 
(number currently under review) 

 

Adult Emergency Medicine 
(12 months) 

+ 
Pass ACEM Fellowship Exam 

+ 
Fulfil ACEM Trainee Research Project 

 FRACP  FACEM 
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*  A total of 24 months adult ED training is required, and 12 months of this may be undertaken during provisional 
training.  Therefore, the amount of adult ED training required during advanced training will vary between 12 and 24 
months depending on the amount undertaken during provisional training. 

Training End Point 

There are two potential end-points to training under JTC PEM – 

1. Single fellowship 

 Trainees have satisfied requirements of parent College (RACP or ACEM) and requirements of JTC PEM.  
They receive College fellowship and a letter from the JTC stating that they have completed all requirements 
for training in paediatric emergency medicine. 

 It is noted that many trainees will leave the training program at this point. 

2. Dual fellowship 

 After completion of a single fellowship (FACEM or FRACP) trainees will formally register as a trainee of the 
other College and complete full requirements, including the formal examination of that College, to achieve dual 
fellowship. 

AACCEEMM//CCIICCMM  TTrraaiinniinngg  

There is no formal joint training program between ACEM and the College of Intensive Care Medicine (CICM), but a 
pathway to streamline the achievement of dual ACEM/CICM fellowship has been agreed upon and is now in place. 

Registration Requirements 

Each College will mandate and assess the components of their individual training programs, and retrospective 
recognition of prior training will not be allowed. 

Formal concurrent registration as a trainee with both CICM and ACEM is therefore essential.  Such should be 
effected as early as possible to maximise the opportunities for training components being accredited by both 
Colleges. 

Components of dual ACEM/CICM training 

The combined totals for completion of dual training include:  

 30 months approved ED training;  

 24 months approved ICU training; 

 12 months approved anaesthetics training; and 

 6 months of approved medicine training. 

These totals include ACEM provisional training.  See the figure below: 
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PGY   Months FACEM FCICM  

  
1 12 General  

  

 
2 12 General  

BT 

 

6 ED  
3 

6 Anaesthetics 
PT 

 

6 ED  
4 

6 Med * 

BT 

* Instead of an ED term required for ACEM 

 
5 12 ICU 

 

6 ED ‡ ‡ Instead of a medical term required for CICM 
6 

6 Anaesthetics 

AT 

 

 
7 12 ED  

AT 

(extra) 
 

 
8 12 ICU  (extra) AT 

 

 

This represents a variation of the standard ACEM advanced training program in the following respects – 

a) 24 months approved ED training will be required (rather than 30 months); and 

b) 24 months approved non-ED training will be required (rather than 18 months). 

This substitution of 6 months ED training for 6 months non-ED training will not be credentialed towards the FACEM 
qualification until completion of all dual training requirements.   

Award of FACEM 

The FACEM qualification will not be awarded prior to completion of all dual training requirements unless all 
requirements of the standard ACEM training program are satisfied. 

Further information can be view on the CICM website. 
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TTTRRRAAAIIINNNEEEEEE   RRREEESSSEEEAAARRRCCCHHH   RRREEEQQQUUUIIIRRREEEMMMEEENNNTTT   

Regulation 4.10 

One of the requirements of the training program is that trainees meet the Learning Objectives of the Trainee 
Research Requirement by one of the following methods - 

(a) Publish a Trainee Research Project (TRP) in a recognised peer-reviewed journal; 

(b) Present a TRP, either orally or by way of poster, at an approved peer-reviewed scientific meeting to the 
satisfaction of the Trainee Research Committee; or 

(c) Successfully complete a minimum of two of the following postgraduate subjects at an Australasian University: 

 Clinical Epidemiology 

 Biostatistics 

 Research Methods 

 Evidence Based Medicine 

 Each subject must be a minimum of one semester and be prospectively accredited by the Board of Education. 

 Trainees who have already completed relevant postgraduate University subjects may apply for retrospective 
accreditation (within 10 years of completion of the units). 

Applicable Regulation 

Regulation 4.10 deals with the requirements of this component of training and is to be found in the Regulations 
section of this handbook.  Satisfactory completion of regulation 4.10 is one of the prerequisites for the fellowship 
examination (regulation 4.14). 

Time Frame for Completion 

This element of training may be satisfied at any time, although it is recommended that it be completed to as early as 
possible.   

SSttrruuccttuurree  ooff  RReegguullaattiioonn  44..1100  

The regulations which comprise regulation 4.10 broadly fall into two main categories –  

1. Authorship and content [regulations 4.10/70 to 4.10/78 inclusive]; and 

2. Procedural matters [regulation 4.10/81 (published papers) and regulations 4.10/85 to 4.10/92 inclusive 
(presented papers)].  

AAuutthhoorrsshhiipp  

Authorship requirements vary according to whether the trainee is the only author of the project who is an ACEM 
trainee  or whether two trainees are seeking consideration of a jointly authored project.   

In the first instance, the trainee must be a “major author”,.  In the second instance, the trainees must be “principal 
authors” – ie. first and second listed authors. 

Major Author 

A major author refers to an author who has provided a major contribution in the following areas – 

 study design; 
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 data collection; 

 collation and presentation of results; 

 statistical analysis; 

 writing and publication of the article; and 

 critical appraisal of the literature and/or literature review. 

Attestation of Authorship 

Any statement required under the multiple authorship regulations – either in respect of a single trainee author or two 
trainee co-authors of a project – must address each of the points specified above under “major author”.  

MMiinniimmuumm  CCrriitteerriiaa  ffoorr  SSuucccceessssffuull  ccoommpplleettiioonn  ooff  aa  TTrraaiinneeee  RReesseeaarrcchh  
PPrroojjeecctt  

These Minimum Criteria will apply from 1 January 2011 – all research projects adjudicated after this date must 
satisfy these minimum criteria.   

However, as research projects may take some time to complete, it would be advisable for trainees and their 
supervisors to refer to these criteria when planning and undertaking research projects in the period leading up to this 
date. 

Minimum Criteria 

1. The research question asked is clear. 

2. A structured literature search of the major healthcare databases has occurred. 

3. Study methods appropriate to the research question are used. 

4. A statement that local institutional ethics committee approval is provided or a statement why this is not 
required is made. 

5. Inclusion and exclusion criteria are clearly defined and appropriate. 

6. Methods to minimise bias (ie selection bias, measurement bias, confounding factors) have been used. 

7. A primary outcome measure is defined. 

8. There is a data analysis plan that contains: 

(a) An appropriate justification of the sample size chosen 

(b) Statistical methods appropriate for the type of data are used. 

(c) Results are reported as point estimates (eg mean, median, proportion) with measurement of 
uncertainty of point estimates (eg standard deviation, interquartile range, 95% confidence intervals) 

(d) Statistical significance is reported where relevant 

(e) The statistical software used is named 

9. Results 

(a) The study sample and the flow of participants through each stage is described. 

(b) A comparison of the baseline characteristics of the study groups is made when relevant 

(c) All outcomes measured are reported 

10. Discussion 

(a) There is a concise summary of the main findings 

(b) The relationship to existing knowledge is discussed 
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(c) The clinical relevance of results is discussed 

(d) Potential biases and the extent and direction of their impact on the study findings are discussed. 

11. Conclusions 

(a) Relate to the research question and are supported by the study results 

12. Additional Information 

(a) A declaration of competing interests (eg. funding sources) is made. 

13 Clarity of presentation 

(a) The communication used to report the study is clear and concise. 

14. Appendices 

(a) Search Strategy 

 A copy of the search strategy used in one of the major medical databases.  

 A table showing date of search, database searched, number of hits and number of relevant hits   

CCoonntteenntt  

The project submitted for consideration must be original and not previously presented or published by other authors.  
A supporting statement will be required from the trainee’s DEMT to this effect. 

Mandatory Learning Objectives 

The project must satisfy all the mandatory learning objectives set by the Board of Education.  The trainee’s 
knowledge and understanding of the following must be demonstrated – 

1) the following principles of research: 

 hypothesis design; 

 methodology 

 objective outcomes and implementation 

 participation in research 

2) the concepts of critical literature appraisal and evidence-based medicine; 

3) the appropriate statistical concepts; and 

4) the application of database searches in literature. 

Chart Reviews 

Strategies for data collection and other important methods to maximise the quality of chart reviews are included in the 
supplementary material at the end of this section.   

Literature Reviews 

See the guidelines for writing a literature review at the end of this section. 

Literature reviews containing evidence from fewer than five studies will not satisfy regulation 4.10. 

Particular Types of Publications 

(a) A doctoral thesis (eg. PhD) will automatically satisfy the regulation. 

(b) All other theses completed as part of a University qualification by research will be adjudicated. 
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(c) Assignments that form part of a University qualification by coursework are not considered as publications, 
hence will not be adjudicated. 

(d) TRPs must be published in the following sections of a journal (or equivalent) will be considered for 
adjudication –  

  ‘Original research’,  

 ‘Literature review’; or  

 ‘Short reports’.   

 A full study manuscript should also accompany TRPs published in the ‘Short reports’ (or equivalent) section of 
a journal. 

(e) Book chapters and TRPs published in the following sections of a journal (or equivalent) will not satisfy the 
regulation and will not be adjudicated – 

 ‘Letters to the editor’; 

 Case reports;  

 Correspondence’; ‘ 

 For Discussion or Debate’; and  

 Editorial’. 

PPrroocceedduurraall  MMaatttteerrss  ––  PPuubblliisshheedd  PPrroojjeeccttss  

A project awaiting publication may be submitted for consideration by the Trainee Research Committee, provided that 
– 

1) it has been unconditionally accepted for publication,  

2) it is in its final form with no further editing or revision of any kind to be completed, and 

3) the peer-reviewed journal in question is listed in Index Medicus.   

A project or thesis written in a language other than English will only be considered when accompanied by a complete 
translation certified by a qualified translator. 

Method of Application 

For a project to be considered for regulation 4.10, the trainee is to submit an application on Form GT-30 to the 
College together with the following – 

(a)  for published projects: 

 a copy of the published project; 

 a full study manuscript, when the project is published in the “Short reports” (or equivalent) section of a 
journal (maximum word limit is 4,000, not including abstract or references); 

 other necessary documentation. 

(b)  for projects accepted for publication: 

 a copy of the project in its final form; 

 a letter to the corresponding author advising unconditional acceptance of the project for publication; 

 if the trainee is not the corresponding author, verification from the corresponding author of the trainee’s 
participation in the production of the project; 

 other necessary documentation. 
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“Other documentation necessary” may include (but not limited to) verification of authorship and contribution.  The 
application form specifies the minimum required documentation.  Where the project for consideration is a thesis, a 
certified photocopy of the degree diploma is also required. 

PPrroocceedduurraall  MMaatttteerrss  ––  PPrreesseenntteedd  TTrraaiinneeee  RReesseeaarrcchh  PPrroojjeeccttss  

Each of the following requirements must be met by any meeting at which a trainee wishes to have a project 
adjudicated – 

1) the forum must have the prior approval of the Trainee Research Committee; 

2) suitable adjudicators must be available; and 

3) the trainee must have applied to the College for adjudication of the TRP prior to the specified cut-off date. 

If any one of the above is not satisfied, the TRP will not be adjudicated for the purposes of regulation 4.10. 

AApppprroovvaall  ooff  FFoorruumm  

College Meetings 
 
Meetings with perpetual 
approval: 

 the International Conference on Emergency Medicine; 
 the ACEM Annual Scientific Meeting; and 
 the ACEM Winter Symposium. 

  
Ad hoc approval required:  ACEM Regional Faculty meetings   

(approval to be obtained by meeting organiser) 

 
Trainees presenting project at the above meetings are not required to obtain prior approval of the meeting for 
adjudication.   

Non-College Meetings 

It is solely the trainee’s responsibility to obtain the prior approval of the Trainee Research Committee of any other 
meeting at which they plan to present a project for adjudication to satisfy regulation 4.10. 
The application for approval (Form GT-32) must be made in writing at least three (3) months prior to the date of the 
meeting, and must contain the following information – 

 full details of the meeting (including dates, times, location and conference literature);  

 the names of any FACEMs they know will be attending; and 

 any other relevant information. 

This is to allow time for the Trainee Research Committee to determine whether the meeting is appropriate and to 
determine if suitable adjudication will be available.  Please note that approval may be withdrawn if suitable 
adjudication cannot be arranged, even though the forum itself may be considered suitable.. 

SSuuiittaabbiilliittyy  ooff  AAddjjuuddiiccaattiioonn  

The College selects adjudicators (who are FACEMs) for all approved meetings.  One of the adjudicators must be a 
member of the Senior Panel of Adjudicators.  Adjudicators will judge a project only if they have no conflict of interest.    

A conflict of interest will exist where – 

1) the adjudicator is an author of the project; 

2) the project was undertaken at the institution where the adjudicator works; 

3) the trainee works in the same institution as the adjudicator;  
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4) the adjudicator has previously adjudicated the same project; 

5) the adjudicator plans to employ that trainee if or when the trainee is elected to fellowship. 

To facilitate the arrangement of suitable adjudication for their paper, trainees must provide all the information 
requested on the Application for Adjudication form.   

It should be noted that the College will not bear the cost of any Fellows attending a non-College meeting for the 
purpose of adjudicating a trainee paper. 

AApppplliiccaattiioonnss  ffoorr  AAddjjuuddiiccaattiioonn  

In all cases, a trainee must apply for adjudication in the manner specified below prior to the specified cut-off date.   A 
list of approved forums and their respective cut-off dates is published on the College website, in Trainee e-News 
(formerly Connections) and in notices sent periodically to all trainees who have not yet satisfied regulation 4.10. 

Please note that two separate and distinct applications are required.  

Applications are required to both:  
 

the Conference Manager and the College 

Purpose of application  Purpose of application 
 inclusion in the conference program; 

and 
 assignment to an appropriate 

session/ area for adjudication of the 
project. 

 
 arrangement of suitable adjudication 

for the project. 

Time for making Application  Time for making Application 
 by the time specified by the 

conference organisers.  
 at least one month prior to the first 

day of the meeting 
** Please refer to website for  

precise closing date ** 
 

The conference manager is notified that a project requires adjudication only for the purposes of scheduling the 
presentation in an appropriate session or, if a poster presentation, in an appropriate area.   

The conference manager does NOT arrange adjudication for the paper.   

This is done by the College.  It is ESSENTIAL that a formal application from the trainee for adjudication of the 
paper is received at the College by the specified cut-off date. 
 

 
Practical Advice 

1. Do not delay preparation of the application to the College for adjudication of the project until after the project 
has been accepted by the conference organisers.  Procrastination may result in insufficient time being 
available to submit a complete application for adjudication by the cut-off date.  

2. Any trainee who has been placed on any wait list pending availability of a place in the conference program 
should submit a complete application for adjudication of the project to the College by the specified cut-off date.  

Method of Application 

The application is to be made on Form GT-31 and must be accompanied by the following documentation – 

(a) a copy of the abstract (as sent to the presentation forum); 
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(b) a written paper describing the project (with a level of detail similar to that required for publication) of nomore 
than 4,000 words (not including abstract or references); 

 (c) other documentation necessary – which may include (but not limited to) the following – 

 verification of authorship 

 verification of original contribution and extent of contribution. 

This material provided is forwarded by the College to the adjudicators at least three weeks prior to the date of 
presentation of the project – hence the necessity for complete applications to be received by the specified deadline.   
No application may mean no adjudication.  The application material will be used by the adjudicators as part of the 
process of determining whether a project satisfies the requirements of regulation 4.10.    

Poster Presentations 

The decision to allow poster presentations at an approved scientific meeting and the decision of which projects will be 
poster presentations and which will be oral presentations will be made by the meeting organising committee.   

Trainees are required to stand by their poster at the allocated time and give a 10 minute explanation of their study to 
the adjudicators, then answer up to five minutes of questions.  The explanation and responses to questions will 
comprise part of the assessment. 

Some notes on poster making are contained in the supplementary material at the end of this section. 

OOuuttccoommee  ooff  AAddjjuuddiiccaattiioonn  

At the conclusion of the session at which the project is presented, the adjudicators will discuss the projects they have 
adjudicated and make a recommendation for each project to the Trainee Research Committee.  The recommendation 
will be one of the following – 

 that the project satisfies regulation 4.10 – this requires the agreement of at least two of the adjudicators, one of 
whom must be the principal adjudicator; or 

 that the project will be referred to the Trainee Research Committee for final adjudication. 

At the conclusion of the session, the principal adjudicator will notify each trainee of the outcome of the adjudication. 

The principal adjudicator will provide unsuccessful trainees whose projects have been referred to the Trainee 
Research Committee for final adjudication with verbal feedback indicating which learning objective/s were not 
achieved and why.  A copy of this feedback will also be sent to the trainee’s DEMT. The trainee will also be advised 
that:  

 written feedback will be provided from the College Office within 2 weeks of adjudication; 

When it is thought that a modification of the project may lead to the trainee satisfying the learning objectives, the 
trainee will be informed of the following: 

 the project manuscript will need to be revised and the revision must address all aspects of the feedback 
provided; 

 the revised manuscript must be resubmitted to the TRC; 

 a covering letter describing in detail how each of the points raised in the written feedback letter have been 
addressed must be supplied at the time of manuscript resubmission; 

 a letter from the trainee’s project supervisor attesting to the contribution of the trainee to the revision of the 
manuscript must be supplied. 

The Trainee Research Committee will consider revised manuscripts at their first meeting following manuscript 
resubmission. 

Trainees who present a project not thought to be able to meet the learning objectives by modification will be advised 
that it is highly unlikely that their project will meet the learning objectives, but will be referred to the Trainee Research 
Committee  to consider if a resubmission is advisable.  The trainee will receive written feedback with a copy to be 
sent to the DEMT/supervisor. 
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Trainees will not be shown their assessment forms, nor will the principal adjudicator discuss the validity of the 
adjudicator’s decision. 

Assistance with the review of the project should be sought by trainees from their DEMT or project supervisor, and 
further assistance sought from local or  interstate mentors if required. 

Any enquiries requesting further information will be referred to the Chair of the Trainee Research Committee.  

Final adjudication of unsuccessful TRPs 

Projects that are unsuccessful on first adjudication will be subject to a final adjudication by the Trainee Research 
Committee.  The original and revised manuscript and required supporting documentation will be reviewed by the 
Trainee Research Committee. 

If all the required material does not reach the College at least four weeks prior to the date of the next Trainee 
Research Committee meeting, the TRP will not be adjudicated at that meeting.  

PPrroojjeecctt  SSccoorriinngg    

The score sheet used to mark trainee research projects is identical for all types of project.   
 

Criteria  
Max. 
score 

Study rationale, objective / 
hypothesis 
 

Are these reasonable and achievable? 5 

Study Design and Method 
 

The study design should match the objective. 

The presentation should show that the method has been applied 
appropriately and carefully. 

Hierarchy of study methods is:  
  Prospective (comparative statistics) 
  Retrospective (comparative statistics) 
  Descriptive (some statistics) 
  Literature review 
 

20 

Results 
 

Do they reflect the study objective and method? 
 

10 

Discussion 
 

Relationship to previous knowledge 

Implications for practice 

Study limitations 

Do the conclusions match the results? 
 

15 

Quality of communication 
 

Clarity 

Content 

10 

Total score  60 

A score of 30 is usually considered a pass if the study design and discussion sections are both passed. 
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RRREEESSSEEEAAARRRCCCHHH   PPPRRROOOJJJEEECCCTTT   GGGUUUIIIDDDEEELLLIIINNNEEESSS   

HHooww  ttoo  mmaannaaggee  aa  TTrraaiinneeee  RReesseeaarrcchh  PPrroojjeecctt::  AA  gguuiiddee  ffoorr  ttrraaiinneeeess  

Introduction 

The Trainee Research Project (TRP) is intended to help you learn the correct way to do research so you can use the 
skills you have developed in future research or in the analysis of research.  Like many aspects of emergency 
medicine, more is gained by active participation and experience than by only reading and listening. 

Over the years the College has reviewed and refined the requirements for the 4.10 project.  The DEMT handbook 
now includes information about: 

 The mandatory learning objectives 

 The new minimum criteria for a TRP (effective from Jan 1st 2011) 

 Authorship 

 The marking system. 

It also includes the following practical information to help trainees complete a successful TRP: 

 Evidence based resources for TRPs (with hyperlinks to other information sources) 

 Acceptable methods for chart reviews 

 Poster presentation hints 

 Literature review tips. 

Despite this, some trainees find it difficult to successfully complete a TRP and can think it is an insurmountable task.  
The good news is that, even prior to this guide being available, more than 90% of TRPs pass at first adjudication and 
more than 95% pass eventually.  If you follow the advice in this guide you will avoid most of the problems previous 
trainees have experienced and should have an even greater chance of success. 

This guide aims to help you conduct a successful TRP.  Although the advice it contains is not derived from data from 
multiple randomised controlled trials, it comes from many years of experience gained by TRP supervisors and 
adjudicators.  For this particular topic, this is the highest level of evidence available!  More importantly, it has been 
endorsed by the Trainee Research Committee, the people who ultimately decide if a TRP passes or fails.  It 
concentrates on the areas that have previously caused trainees difficulty but please be aware that it does not cover 
all the tasks required to complete a TRP.   

Project planning – be SMART 

A successful TRP requires not only research related knowledge, but also effective project planning.   

A “SMART” project is Specific, Measurable, Achievable, Realistic, Timely  

Projects you should consider are: 

 Small, compact clinical trials that answer a simple question relevant to emergency medicine.  Very complex or 
long studies are hard to complete. 

 Well designed validation studies of a common or important clinical test/tool 

 Retrospective studies that use sound research methods and answer important/relevant questions 

 Structured literature reviews 

 Well-designed observational or cross-sectional studies, comparing patient groups. 

Projects best avoided 

 Purely qualitative research (ie without any numeric data or statistical analysis).  
Mixed qualitative and quantitative research (ie transformation of qualitative data into quantitative data) with a 
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hypothesis being tested and statistical analysis of data) would be able to meet the learning objectives, so would 
be acceptable. 

 Purely descriptive studies (ie “we looked at a lot of cases and this is what happened”) without any comparisons 
between groups  
These types of studies do not have a hypothesis, so won’t be able to meet the learning objectives. 

This does not mean that qualitative or descriptive research is not important (when done well and with a clear 
objectives), however the vast majority of medical research is quantitative and hypothesis testing in nature so it is 
essential that all Fellows have a good understanding of this type of research. 

It is expected that your TRP will: 

 be original 

 meet all of the mandatory learning objectives 

 answer an important and relevant research question 

 employ sound research and statistical methods 

 be complete – interim analyses or pilot studies are unlikely to be acceptable 

 have been authorised (or given exemption) by a research ethics committee 

Management Tips 

The most important factor for a successful TRP is adequate planning. 

Time management 

The project is likely to take 12-18 months from the first idea to the final judgement.  As an emergency doctor, this 
time frame may be considerably longer than you are used to dealing with.  Most successful projects require about 
200 hours of trainee input over the life of the project, so you need to allow for this when organising your own life. 

When planning, consider the availability of your supervisor(s).  Supervisors may take leave, attend meetings and/or 
have periods where they are unable to assist you due to other commitments.  This can be particularly disruptive at 
key periods of the project.  You can often avoid unexpected delays to your project by finding out your supervisor(s) 
likely availability during the intended study period.  Where possible, having more than one supervisor may help. 

Before you start 

Funding 

Search for sources of funding, if required.  Most TRPs don’t require funding - just time, enthusiasm and effort. 

Familiarise yourself with the requirements 

Read the relevant regulations in the Trainee and examination handbook.  Clarify any areas you are unsure about with 
your DEMT or the College.  If you have time, read about commonly used study methods and analyses. 

Get ready to use IT 

Get acquainted with the software likely to be used before the study starts.  You will need to be able to use the 
medical database search engine(s) used by your health service library – they usually have a guide that can be 
downloaded and studied, or you can seek help from your health service librarian.  Being able to use word processing 
features such as change tracking, comment insertion and paragraph styles is very helpful.  Familiarity with a 
spreadsheet or database program is also usually required and will be very important when it comes to data entry and 
retrieval.  Familiarity with referencing software (eg EndNote) will also help you. 

Choose your supervisor 

Making the right choice of supervisor is very important for your learning and the success of the project.  Non FACEMs 
are much less likely to understand the research requirement of the College than FACEMs, even when they are 
experienced and expert researchers.  However not all FACEMs and DEMTs are equally skilled or comfortable with 
supervising TRPs.  Choose a supervisor familiar with the College research requirements and who has experience in 
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supervision of TRPs, whenever possible.  Consider your personal compatibility with potential supervisors - you will 
have close contact with them during the project.  You should encourage your supervisor and/or DEMT to seek advice 
about the project from the local TRC member, Censor, or members of the panel of adjudicators if required. 

Be prepared to act on advice 

A significant proportion of TRPs fail because the trainee did not act on their supervisor’s advice.  If your project fails 
at initial adjudication, is absolutely critical you address all the issues in the feedback from adjudicators in your 
resubmission.  If you do this adequately, you have the best chance of success.  Remember, you have only one 
chance to save the project or you will need to do another.   

Study site selection 

When planning your TRP you should try to be in the department where the study is being conducted throughout the 
study.  Everyone who works in health is busy, and helping with your research project is just one of many demands on 
them.  Your strong presence in the department when the research is being conducted is a critical factor for success.  
If you are not working in the department at the time of the study, you will almost certainly need to return to the 
department to maintain the momentum of the project.  Your role as a motivator of others will be very important. 

Project Phases 

The times indicated should be considered only as a rough guide as they can vary considerably. 

Developing research idea and determining authorship 

Timeframe – 4 weeks 

Make sure the idea interests you – enthusiasm for someone else’s idea is unlikely to last for long. 

Study relevance 

Choose to study something that has some relevance or importance and is not already self evident.  For example, a 
study to see if the mortality rate of patients triaged to the resuscitation room is higher than those triaged to the fast 
track area is a waste of time.  It is like trying to find out if parachutes reduce mortality when jumping from a plane – it 
is obvious and already known.   

Whenever possible, be the primary researcher (ie lead author) - you can then have more control over the study and 
make it do what you want it to. 

Literature search / refinement of idea into a study outline 

Timeframe – 2 weeks 

An adequate literature search is vitally important to find out if the answer to your research question is already known.  
If it is, you need to choose another idea! If someone else has done a similar study to the one you have planned, your 
study might not be considered to be original.  If there is any doubt about this you must check with the TRC that they 
will consider your as original before you go any further.  If your research question has not been answered, use the 
information gained from other similar studies to develop the methods you will use.   

Develop specific study objectives 

Vague objectives lead to vague and inconclusive results, so it is important to be specific with your objective(s).  For 
example, a study that aims to ‘determine the incidence of post intubation hypotension in ED patients following 
poisoning and the factors associated with it’s occurrence’ is likely to be much better than a study that aims to 
‘determine if there is are any association between airway manoeuvres and possible adverse effects’.  Because the 
first study defines the population, intervention, outcome and potential comparators much better than the latter, it is 
more likely to be able to achieve its aim. 

Develop specific hypothesis – before data collection! 

If you don’t have a specific hypothesis, you are likely to end up data dredging.  This occurs in studies with vague 
objectives that collect large amounts of data then perform multiple comparisons between groups to find a statistically 
significant ‘result’.  The study is then written, pretending that the ‘result’ found was one of the study hypotheses.  This 
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usually produces false positive results and leads to erroneous conclusions.  For these reasons, data dredging is a 
very serious error and should be avoided at all costs. 

Check that you are heading in the right direction 

It is vitally important you check that your proposed study will be able to meet the learning objectives (or minimum 
criteria, when these become active in 2011) at this stage.  Experienced advisors can usually detect the likely problem 
areas and help you to modify them – but only if this occurs in the planning phase.  Receiving expert advice later in 
the process is of little use as the damage has been done.  It is like taking a dying patient to a Pathologist - they are 
unlikely to be able to resuscitate them, but they will be able to tell you what they died from! 

Development of study methodology, sample size calculation  

Timeframe – 4 weeks 

Sample size calculation usually requires access to specialised statistical software and is an essential part of study 
planning.  If your study is too small, you reduce the chance of finding out if your theory is right.  If it is too big, you 
have wasted people’s time and may have even potentially exposed patients to unnecessary harm. 

Information from previous similar studies can be used to help with the sample size calculation.   

Involvement of your statistical advisor at this time is very important.  You should discuss the study aims and methods 
with them so they can advise you of the best way to collect data that will be suitable for the type of analyses likely to 
be used.  The types of statistical tests to be used in the data analysis phase should be determined at this stage – not 
after data collection.  There are ample free statistical resources available on the internet for areas you find difficult.  
An excellent example on one of these is http://statpages.org/ 

You can also conduct a pilot study to test the feasibility of your study plan or to collect data for a sample size 
calculation.  The results of the pilot study will be helpful in deciding whether to continue with your idea or not.   

In clinical studies, many potential study subjects are not enrolled for a variety of reasons.  Even in very well 
conducted studies, less than 50% of the eligible population will be enrolled, You need to allow for this when 
calculating how long your proposed study might take. 

Deciding the methods you will use is the most important part of the study as it determines the quality of the 
information you collect.  Studies with good methods collect more accurate information, therefore their conclusions are 
more likely to be correct.  Make sure the methods you use are as good as they can be to minimize possible biases.  
Spend a lot of time getting this area right before considering anything else.  Large, poor quality studies are less likely 
to pass at adjudication than smaller, (but still appropriately sized) high quality studies.  Please be aware that very 
high levels of patient follow up are required when conducting safety studies and that this can be difficult and time 
consuming if the patient has left the ED. 

Research ethics committee approval and trial registration 

Timeframe – 6 weeks 

Developing the ethics committee submission is well worth the effort it requires, as the submission usually forms the 
basis of the introduction and methods section of the manuscript.  Once this is done, half of the manuscript is written! 
This process usually requires 2-3 revisions, with input from the supervisor.  Most ethics committees meet monthly so 
try to submit your proposal at the right time to prevent unnecessary delay. 

A variety of trial registers exist (e.g.  www.anzctr.org.au).  Trial registration does not take long and is required by 
many journals if a study is to be considered for publication.  As registration requires you to specify the outcomes you 
had planned to study before you started, it can prove that your study was not a data dredging exercise. 

Study duration 

Timeframe – 6 to 12 months 

This varies considerably according to the nature of the study.  It is rarely less than 3 months, and more commonly 6 - 
12 months.  Activity should be expected to be intense for the first month of the study so it is important that the start 
date is at a time when you and your supervisor are freely available.  Unexpected problems always arise when putting 
study planning into practice.  You should plan to conduct staff education sessions and generate material to promote 
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awareness of your study.  As no more than 2/3 of available staff are likely to be at any one session (due to shiftwork, 
leave etc), multiple education sessions are usually required.  Following the start up period, you should focus on staff 
motivation and data collection for the remainder of the study. 

If you are undertaking a retrospective study, be aware that retrieving case notes from medical records for review is 
often a very lengthy process.  As many records are not available at the same time, requests for record retrieval need 
to be performed repeatedly and usually in small batches. 

Data analysis  

Timeframe – 6 weeks 

This usually requires one primary analysis and one secondary analysis (to deal with unexpected issues) and should 
be performed by the same statistical advisor you involved earlier in the project.  If you have not involved anyone 
earlier, be prepared to modify the format of collected data so it can be used by the statistical software used for 
analysis.  This phase may be longer if external statistical advice is required.  Be aware that availability of assistance 
from many University statistical departments is variable during the year, so you should check this prior to 
commencing the study.  After the analysis you should meet again to discuss the results, statistical methods used and 
the reasons for their choice of methods.  Taking notes on the methods used and the reasons for their use can be very 
helpful if your understanding of statistics is limited. 

If you do not use a statistician, you must make sure you analyse the distribution of the data prior to performing any 
analyses.  This is important to make sure the most appropriate statistical methods are used.  For example, failing to 
recognise that data is not normally distributed can lead to the inappropriate description of it’s central tendency and 
spread (use of mean instead of median, standard deviation instead of interquartile range) and usually increases the 
chances of false positive results when subjected to statistical testing.   

Manuscript preparation  

Timeframe – 3 months 

This is an intense period where supervisor availability and input is important.  If planning to present your TRP, you 
should finish your manuscript first then use the relevant sections to create your presentation.  The methods section is 
the section most commonly underdeveloped in TRPs so requires special attention.  The aim should be to describe 
the methods in enough detail to enable someone else to repeat your study.    

Most manuscripts require 2-3 revisions before being accepted for publication, and journal reviewers will provide 
feedback on areas that need to be addressed on each occasion.  Written submissions that accompany a presented 
TRP need to be of a similar standard so should undergo a similar process of development.  Keep the language 
simple, write one idea in each sentence and have one theme for each paragraph.  No one will be impressed by big 
words and tortuous themes.  Check the manuscript for clarity, accuracy, coherence of ideas as well as the objectivity 
and logic of any arguments used.   

If you have been unable to get your TRP published, you may want to consider presenting it instead.   

Study reporting 

No study is perfect and good research is about being honest.  Make sure you consider the potential limitations of your 
study and are open about them in the discussion section of your report.  It is particularly important that you consider 
all possible sources of significant bias.  Trying to cover up major limitations of your study is much more likely to result 
in failure at adjudication than if you are open and honest about them. 

Conclude only what is supported by your study data 

Trying to make a ‘negative’ study appear like a ‘positive’ one is a lost cause in front of an experienced adjudicator.  
Whether the results support or reject your hypotheses has no effect at all on the adjudication result.  Research is all 
about finding out if your theories are correct - but they can’t always be! If you were already sure of the answer to your 
research question when you started then you shouldn’t have done the study. 

If you are planning to present your TRP, ask someone not directly involved in the project to help review it.  This often 
helps improve the clarity of the manuscript. 
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Preparation for presentation  

Timeframe – 4 weeks 

Successful presentations usually have the following: 

 A limited number of slides (10-15 slides for a 10 minute presentation) 

 A mixture of text and relevant images, diagrams and/or graphs  

 An average of 7 lines per slide and 7 words per line 

 No distracting transitional effects between slides or unnecessary animations 

 Light text on a dark background 

 A logical flow of topic: Intro / Aims, Methods, Results, Discussion, Conclusion.   

 A presenter who talks fluently about the important issues and does not just read what is written on the slides  

 Simple concise wording without spelling mistakes. 

 Simple tables and charts (avoid small fonts and “cluttered” tables) that ensure the results of the major outcome 
variable(s) are easily identified and emphasised. 

 Appropriate conclusions for the study findings (shows perspective) 

 Free from obvious flaws in methodology and statistical analysis 

Rehearsal 

It is advised that you present your study to, and get feedback from, an appropriate audience at least 2 weeks prior to 
presentation.  Presentation to a group of FACEMs / trainees is usually a good forum for this.  You should have at 
least one more ‘dry run’ in front of your supervisor.  Make note of the questions asked and try to anticipate what the 
audience may ask you on the day of presentation.  Practice presentations should be the same as allowed on the day 
– 10 minutes for presentation and 5 minutes for questions.   

Before leaving for the presentation venue, make sure you have appropriate backups in digital and paper format 
available in case of emergency. 

On the day of presentation, get to the venue early and make sure you are familiar with the AV equipment to be used.  
This can usually be done at one of the breaks before your scheduled session.  Before you present, identify yourself to 
the adjudicators.  Following the presentation session make sure you are available to receive the adjudication result 
and any relevant feedback.  Depending on the number of presentations, it may take up to an hour before the 
adjudicators can get to you. 

Adjudication phase 

If this doesn’t go well, it is likely to take a further 3 months to rectify the situation.  Pay special attention to the 
feedback received and make sure that you act on it. 

After your project 

If you presented your TRP, consider publishing it.  You should already have a manuscript of suitable quality so it 
should not take much more effort to do this.  You and others will have put a lot of effort into the project, so it is 
important that as many people as possible are aware of it’s results.  Try to avoid the post project celebrations and 
feeling of relief from stopping you from pursuing publication. 

Consider continuing with further research in the same area. 

Reflect on the improvements you have made in your knowledge of research and address any areas you are not yet 
comfortable with. 

Provide feedback to your supervisor(s) and other relevant people 

Pass on what you have learnt to trainees yet to complete their TRP, then help them with their projects when their time 
comes. 
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PPrroojjeecctt  MMaannuussccrriipptt  TTeemmppllaattee  

Study Title 

Investigators 
Principal investigator 
Co-investigators 
Affiliations:   
Key words: 
Author contribution: 

Abstract – 250 words max 
Introduction 
Methods 
Results 
Conclusion 

Introduction 

Background 
What is the problem? 
What is the extent of the problem? 

Research question 
Must be relevant and important 
Must be shown not to already have been answered (by structured literature search) 

Hypothesis 
What is your best guess to the answer to the research question? 

Aims 
What do you aim to do in this study in order to answer the research question? 

Purpose 
Why are you doing this study – how will it improve emergency medicine? 

Methods 

Study design 
Eg.  RCT, cohort study, cross-sectional study etc 

Study setting 
Where was the study undertaken? 

Study period 
When was the study undertaken? 

Ethics committee authorization 
Every study must be authorized by a Committee or given exemption from review 

Study subjects 
Inclusion and exclusion criteria 
Recruitment 
Consecutive, random, convenience sampling 
Advertisement details (if appropriate) 

Endpoints 
Primary and secondary 
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Data collection  
Bias and confounding 
Details of how these were minimized 

Statistics 
Sample size or power calculation 
Methods of statistical analysis (and software used) 
Statistical methods appropriate for the type of data are used. 

Results 
Response rate (if applicable) 

Description of the study sample 
Usually this will be done in Table 1 – mainly subject demographics etc.   
Description of the flow of participants through each stage of the study 
Comparison of baseline characteristics of the study groups (when relevant) 
All outcomes measured are reported 
Results reported as point estimates with measurement of uncertainty (confidence intervals) 
Statistical significance is reported where relevant 

Primary endpoints 
With statistical analysis 
Use tables/figures if possible.  However, summarize the data in the tables/figures in plain English in the text – 
without repeating the numbers etc 

Secondary endpoints 
With statistical analysis 
Use tables/figures if possible.  However, summarize the data in the tables/figures in plain English in the text – 
without repeating the numbers etc 

Discussion 
 
Summary of main findings 

Discussion of primary endpoints 
What do they mean? 
How do they compare with the findings of others? 
How might they influence practice? 

Discussion of secondary endpoints 
What do they mean? 
How do they compare with the findings of others? 
How might they influence practice? 

Limitations of the study 
Participation rate / sample size / drop outs 
Bias (selection and measurement), confounding – discuss the extent and direction of impact upon results 
Internal and external validity 

Recommendations and Implications for Emergency Medicine 
Clinical practice 
ED organization 
Future research 
 
Conclusion (one paragraph) 
Relates to only the data presented 
Is supported by the data presented 

References 
Relevant 
Recent 
From primary data sources (original articles) 
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Sequential 

Literature search strategy 
Copy of the search strategy used in one of the major medical databases.   
Table showing date of search, database searched, number of hits and number of relevant hits . 

Competing interests 
Declaration of competing interests (eg.  funding sources) 
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EEvviiddeennccee  BBaasseedd  MMeeddiicciinnee  RReessoouurrcceess  ffoorr  aann  AACCEEMM  TTrraaiinneeee  RReesseeaarrcchh  
PPrroojjeecctt  

Tips for Beginning Researchers 

The initial steps in the research process are 

1) Formulating a research question 

2) Literature search and review 

3) Critical appraisal 

4) Has my question been answered? 

You should only move on to designing a study if the answer to 4. is “No” (as you risk wasting your time and resources 
if your question has already been answered). 

A full description of the research process can be found at RD Direct, part of the NHS National Institute of Health 
Research – a comprehensive research site. 

Evidence Based Medicine (EBM) informs the first three critical steps of the research process.   There are many EBM 
websites worldwide that explain the steps in detail, here are links to a few of them. 

Useful evidence-based medicine/research resources 

 The Centre for Evidence Based Medicine (Oxford, UK) 

 Best Bets (Emergency Department Manchester Royal Infirmary, UK) 

 The National Institute of Clinical Studies (Australia) 

 The Centre for Evidence Based Medicine (Toronto, Canada) 

 The Public Health Resource Unit, NHS (UK) 

 Effective Practice, informatics and Quality Improvement group (Auckland, NZ) 

 The Centre for Reviews and Dissemination (York, UK) 

Research Question 

The first step in the research process is asking the right question.  If you have general question, turn it into a focused 
one.  This will – 

 clarify your objective; 

 inform your literature search (Has your question been answered already?) 

 guide your choice of research method (Can you answer the question?) 

 help get your ethics approval and funding. 

To ask a focused question and break down your general question into components.  One way of doing this is to 
consider the – 

 population; 

 intervention; 

 comparison; and 

 outcome (over what time period) of interest to you 

This is called a PICO(t) format and forms the basis of your literature review. The CEBM at Oxford University has a 
good explanation of this. 
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Literature Search & Review 

(a) Databases 

A one-line search in Pubmed (Medline) and looking at the first 20 hits is NOT a thorough literature review.  You will 
miss relevant studies and reviewers of your research will recognise this.  To find out whether your question has 
already been answered you need to have searched at least – 

 The Cochrane Library (high quality systematic reviews) 

 Medline (PubMed) 

 Embase (European version of Medline) 

This is the minimum search to inform a traditional ‘medical’ topic.  

If your question relates to allied health, education, management or psychology the traditional ‘medical’ databases will 
be unlikely to help you – you should search databases relevant to the topic, for example 

 CINAHL (nursing and all 

 AMED (Alternative / Complimentary Medicine, OVID) 

 ERIC (education) 

 PyscINFO (psychology) 

 DH Data (management) access via NHS 

 ABI/Inform (management) access via ProQuest 

 PEDro (Physiotherapy) 

 SportDiscus (Sports Medicine) 

 International Pharmaceutical Abstracts (Drug therapy) access via OVID 

 Health Technology (Cochrane Library) 

To inform the background for comparative, qualitative or descriptive research a search of the Cochrane Database of 
Systematic Reviews, Medline and at least one other topic relevant database is the minimum required.  

For systematic reviews you should also search – 

(a) Clinical trials registries  
Australian Clinical Trials Registry, US National Institutes of Health, WHO 

(b) Hand-search  
Relevant journals, reference lists, citation pearls  

(c) Conference proceedings  
Web of knowledge 

You should also consider contacting experts in the field, pharmaceutical or device companies and authors of trials 
you have found to retrieve any unpublished data that may be relevant. Other sources of relevant data may be found 
through websites: 

(a) Guidelines groups 
NZ Guidelines Group, NICS, NICE 

(b) Organisation homepages  
Colleges etc 

(c) Subject gateways 
Intute,  

(d) Search engines 
Google (Scholar), Yahoo, MSN etc 

http://www.cochrane.org/index.htm
http://www.ncbi.nlm.nih.gov/sites/entrez
http://www.embase.com/
http://www.anzctr.org.au/default.aspx
http://clinicaltrials.gov/
http://www.who.int/trialsearch/
http://isiwebofknowledge.com/
http://www.nzgg.org.nz/index.cfm?
http://www.nhmrc.gov.au/nics/asp/index.asp
http://www.nice.org.uk/
http://www.acem.org.au/home.aspx?docId=1
http://www.intute.ac.uk/healthandlifesciences/
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(b) How to search an electronic database 

Use your PICO(t) focused question to search each relevant database using both free-text and MeSH (or thesaurus) 
terms for your question. Using the thesaurus terms in a database is important as the studies will have already been 
sorted into relevant categories by the database managers for you.  

Combine synonyms for each term using OR, then combine the results of the searches for each component of PICO(t) 
with AND to narrow the search to relevant material. Here is a brief example…. 

 

Population AND Intervention AND Comparison AND 
Outcome 

(time) 

CVA TPA Aspirin 
Mortality 
(3 month) 

OR OR OR OR 

Stroke 
Tissue 

Plasminogen 
Activator 

Medical Therapy 
Death 

(3 month) 

OR OR OR OR 

Cerebral 
Ischaemia 

 

Thromboly* 

 

Standard 
Treatment 

 

Survival 
(3 month) 

 
You may find that using all the PICO(t) terms makes your search too specific and you miss articles(less hits).  In that 
case, experiment and drop terms to improve the sensitivity of your search (more hits).  In the above example, a 
logical step might be to only search the Population and Intervention terms.  Avoid using NOT, as you are telling the 
search engine to dump everything with that term in – you will systematically miss relevant articles!  Also beware 
spellings (US vs Australia / NZ), drug names (do you know all of the brand names used?).  Truncation and 
capitalisation are important in some databases – check this early in your search. 

Your institution’s librarian is a specialist in literature searching.  They may be able to help design and run your 
search. 

c) Reference management software 

This is essential to help you manage your search / literature review. It will save you a lot of time by allowing you to  

 Download references directly from databases  

 Document your searches – you can tag where the references came from and when 

 Save and organise your retrieved articles 

 Makes changing and editing references easy 

One commonly used package is EndNote®, there are others.  Your local university will have access to such a 
program, usually at a competitive (cheap) rate.  You should strongly consider using this from the start of your search 
process. 

Critical appraisal of the literature 

Just because it’s been published doesn’t mean it’s ‘good’ evidence – you need to be able to judge for yourself.  The 
key is to look carefully at the METHODS section (no point in getting excited about the results if the method was 
inadequate). 

There are several online tools for critical appraisal.  It is recommended that you use one of these tools to guide your 
critical appraisal – they are comprehensive and guide you through the process. 

http://www.endnote.com/


 ACEM Training & Examination Handbook Revised  7/7/2010 

 
 
 

  
 

68 

The GATE system (from the Effective Practice, informatics and Quality Improvement group at the University of 
Auckland Medical and Health Sciences division) takes you through the whole ‘EBM’ process, as does CAT-Maker 
from the CEBM at Oxford.   

The CASP tools from the Public Health Resource Unit (NHS) are simplified critical appraisal tools. 

Design your study (based on the question) 

If you feel your question remains unanswered after a thorough literature review and critical appraisal of the literature 
then you should go on to design your research project.  A general guide to the type of study required to best answer 
a particular research question is given below.  

 

Study type Best method to use Standard for reporting* 

Intervention Randomised controlled trial (RCT) CONSORT 

Frequency / Rate Cross sectional / consecutive cohort STROBE 

Aetiology Cohort / case control STROBE 

Prediction / Prognosis Cohort STROBE 

Diagnostic RCT / consecutive cohort STARD 

Quality Improvement 
Experimental / quasi-experimental /  

qualitative / mixed 
SQUIRE 

Phenomena (Experiences) Qualitative COREQ 

Meta-analysis RCT PRISMA (was QUORUM) 
Systematic Review 

Meta-analysis observational MOOSE 

 
*There are now recognised standards for reporting many study types. Following these standards will make it easier to 
write your paper and more likely that you will pass the 4:10.  

The EQUATOR Network project (Enhancing the QUAlity and Transparency Of health Research) is a single point of 
entry that has links to the appropriate standards for reporting studies (those listed above and for many other study 
types). 
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PPoosstteerr  MMaakkiinngg  HHiinnttss  

While some authors may wish to develop computer-generated flats which fit the entire poster on one very large, 
glossy piece of paper, these are very expensive and are not required.  For a less expensive method, authors may 
develop their posters on A4 sheets of paper (black type, not less than 36 font or 40 mm lettering).  These sheets can 
be mounted on 28 cm x 35 cm poster board using double-sided tape or adhesive spray (caution: adhesive spray can 
soak through standard paper).  A computer program can be used to print the title in large letters on up to three pieces 
of glossy A4 paper, which can be put together at the poster site using double-sided tape.  It is sometimes helpful to 
provide a summary to provide to the audience viewing your poster.  ACEM suggests that authors use the following 
outline when developing posters for presentation. 

 

1. Title 

2. Introduction 

 Give perspective emphasising no more than 4 
points: 
Importance of problem Previous Studies Central 
Issue 
(questions, concerns, next move) 

3. Objectives (study purpose)  

 Focused study question Hypothesis 

4. Methods 

 Laboratory: Overall experimental model, Basic 
modelling system 
Clinical: Study design, Participants, 
Inclusion/exclusion criteria 
Experimental conditions and interventions 
Specific Grouping 
Outcome measurements 

5. Statistical Methods  

 Sample size/power calculations 
Analysis (i.e., T-test, ANOVA) 
Significance (i.e., p <0.05) 

6. Results 

 Up to 4 placards, graphs and charts preferred 

7. Limitations 

 Model and design 
Data (numbers, variance) 
Interpretation (translation to humans or other 
settings) 

8. Conclusions (3 major points) 

9. Future Directions (optional) 

 Next step 
Clinical effects 
Implications 

10. Acknowledgments (optional) 

 Funding sources 
Technical help 

 

 
This information is adapted from the Colorado Emergency Medicine Research Centre 
Reference: Simmons D. How to produce a good poster. Medical Teacher 1984;6:10-13 
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CChhaarrtt  RReevviieewwss  ––  IImmpprroovviinngg  tthhee  QQuuaalliittyy  ooff  DDaattaa  

Medical records are an abundant source of clinical information, but the complexities involved in obtaining high-quality 
data are sometimes overlooked.  The information contained in medical records may be subject to ambiguity, 
variability in clinician interpretation, omission, illegibility and error.  In turn, abstracting data from medical records may 
be subject to selection bias, variability in interpretation and handling of uncertain or missing data, errors in 
transcription and chart availability. 

Some of these difficulties can be minimised by adopting methodological strategies to improve the quality and 
reproducibility of the data collected (see below).  It is recommended that trainees undertaking a chart review consider 
these strategies for data collection, and provide details of the process used in the description of methods. 

 
References Ann Emerg Med 1996 Mar;27(3):305-8 

Chart reviews in emergency medicine research: Where are the methods? 
Gilbert EH, Lowenstein SR, Koziol-McLain J, Barta DC, Steiner J. 
 
Jt Comm J Qual Improv 2000 Mar;26(3):115-36 
The art and science of chart review. 
Allison JJ, Wall TC, Spettell CM, Calhoun J, Fargason CA Jr, Kobylinski RW, Farmer R, Kiefe C 
. 
Am J Manag Care 2002 Sep;8(9):787-93 
Methodology to improve data quality from chart review in the managed care setting. 
Cassidy LD, Marsh GM, Holleran MK, Ruhl LS. 
 
Res Nurs Health 1994 Feb;17(1):67-73 
Use of health records in research: reliability and validity issues. 
Aaronson LS, Burman ME. 

  
Chart 
Acquisition 

Determine the procedure for selecting and obtaining records (e.g. the study group will be 
identified using HAS EDIS to list all ED presentations with ICD 10 codes S42 and S52 from 
1/1/09 to 31/12/09  
 

Preliminary 
Review 

Review a sample of the charts to determine if the desired data are available and to identify 
difficulties that might arise (e.g. data from follow up visits may be more difficult to collect if a 
substantial number of patients are found to have their follow-up in private vs hospital clinics). 
 

Preparation  
of a Chart 
Review Protocol 

1. Develop a data collection form.  Consultation with a statistician may help develop the most 
appropriate format. 

2. Define important variables precisely.  
The complete definition of a variable includes: 
 Thresholds (e.g. fever = temperature > 37.5C) 
 Precision of numeric variables (e.g. temperature in C to first decimal place) 
 Source designation – the location in chart where information is to be found (e.g. vital 

observations on arrival to be taken from nursing notes not medical notes) 
 Time frame (e.g. lowest blood pressure from time of triage to discharge from ED, not 

from ambulance record or referral letter) 
 List of acceptable synonyms (e.g. altered consciousness may  appear in chart as GCS 

<15, confusion, disorientation) 

3. Determine a uniform method for handling of data that is conflicting, ambiguous, missing, or 
unknown.  Differentiate between “not recorded” and “not present” (e.g. fever should not be 
entered on the data collection form as simply “Yes” or “No”, the abstractor must differentiate 
between “not recorded” when no temperature measurement in chart, and “not present” 
when temperature measurement not within defined range)  

4. List precise exclusion criteria. 

5. Consider pre loading demographic data from administrative database. 

Assigning 
charts to data 
collectors 

If multiple institutions are used, this should be taken into account when assigning data collectors 
so that confounding institution with data collector is avoided. If possible, random assignment 
should be used. 
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Data collector  
training 

Data collectors should receive training including orientation to the sources of information in the 
chart and the Chart Review Protocol. Opportunity for practice and feedback on data collector 
performance will increase consistency and accuracy. To avoid highly complex inter-rater 
reliability checks, a maximum of four abstractors is considered ideal.  Describe the qualifications 
of the abstractors. 
 

Pilot test the 
chart review 
protocol 

Conducting a pilot study, including all phases of the extracting process, assists by confirming 
data availability, appropriateness of the procedures and data collector performance. In 
particular, it provides feedback from the data collectors  which may: 
  Identify confusing and misleading questions. 
  Identify unforeseen ambiguities or conflicts. 
  Identify inefficiencies in data collection form layout. 
 

Updates At several intervals during data collection, the investigators and data collectors should meet for 
feedback, monitoring and retraining. 
 

Blinding Data collectors should be blinded to the study hypothesis or if groups of patients are to be 
compared, the data collector should be blinded to the patient’s group assignment. 
 

Interrater 
reliability 

Inter-rater reliability may be measured as a percentage of agreement when multiple people 
collect data from the same charts, and are blinded to the information obtained by the other data 
collectors. Report the -statistic, which is a measure of inter-rater agreement accounting for 
agreement expected by chance alone. When there is only one abstractor, the abstractor may 
abstract a number of charts twice as an alternate measure of reliability. 
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WWrriittiinngg  aa  LLiitteerraattuurree  RReevviieeww  

A literature review is a discussion and evaluation of the published literature on a chosen topic. The scope of the 
review should be defined by a clear focus and direction (i.e. a particular aspect of a topic or research question).  The 
‘literature’ sourced will be all the relevant material written on a topic and can be any published item or record.    

By performing a literature review, you gain and demonstrate skills in seeking information from a range of sources and 
critically appraising its quality. A well written literature review is not simply a list describing one piece of literature after 
another, it should demonstrate that you have extensively researched the topic, and have a good understanding of the 
relevant literature as it relates to the review’s focus.  

Finding the relevant literature 

The first step is a comprehensive literature search. Emphasis should be on the most recent publications. One starting 
point is the list of references from a seminal article or a chapter and bibliography in a key textbook on the subject. 
Relevant articles can be found by accessing a range of indexing databases such as the Australasian Medical Index, 
Embase, Medline, the PubMed service, TRIP (Turning Research into Practice) database, the Cochrane Database of 
Systematic Reviews or by looking through the full text commentary journals such as ACP Journal Club.  

Many of these databases allow limited or abstract only access via the Internet. Universities often have specialist 
librarians who can provide access to software such as Ovid which can be used to create a combined search of the 
relevant databases for your topic. They may also assist with showing you techniques for filtering your search results 
to find sound, evidence based articles and can often provide the full text of the articles you require. 

The described method used to perform the literature search should be sufficiently explicit so that another reviewer 
could follow the same process and end up with the same list of relevant articles. In describing the steps taken, the 
following level of detail should appear in the description of your study method and be summarized in any subsequent 
published articles: 

 Data sources searched  

 Date parameters of the searches  

 Keyword descriptors and combinations used in generating the search  

 Any limits to the type of studies included in the search  

 Language format limits for the search  

 The yield of the search (total number of abstracts or articles produced by your search) 

 The process of screening abstracts or articles discovered in the search  

 The explicit inclusion and/or exclusion criteria used to select the final articles 

  The total number of  articles used in the full review and the number excluded 

 (NB. Specific journals may limit the references allowed for literature reviews. If this has limited your references, this 
should be clarified in your submission to ACEM prior to any adjudication) 

Critically appraising the evidence 

Literature reviews containing evidence from fewer than 5 studies will not satisfy regulation 4.10. 

Critically appraising the evidence after completion of your search is essential and is the key strength of your literature 
review. Factors to consider are the validity of the study, the strength of the evidence, the size of the effect and the 
relevance to patient care in your setting. While reading always keep in mind the main focus of your review. (See 
references below for articles which you may find helpful). 

There are several online tools for critical appraisal. It is recommended that you use one of these tools to guide your 
critical appraisal – they are comprehensive and guide you through the process. 

The GATE system (from the Effective Practice, informatics and Quality Improvement group at the University of 
Auckland Medical and Health Sciences division) takes you through the whole ‘EBM’ process, as does CAT-Maker 
from the CEBM at Oxford.   

The CASP tools from the Public Health Resource Unit (NHS) are simplified critical appraisal tools. 
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Organising your references and notes. 

Write notes on each article as you read it, highlighting the key points. Identify similarities and then group the articles 
accordingly. It is extremely useful to have an organized system for keeping track of the articles and references and to 
write down the full bibliographical details of each item as you find it. It has become very common to use computerized 
referencing programs such as Endnote. You may opt to use an electronic spreadsheet or simply a paper based 
system, though this will give you much less flexibility in using your set of references for any future studies.  University 
libraries usually run regular short courses on the use of current computerized referencing programs. 

Writing the review 

The specific requirements of any targeted journal for publication should be determined prior to writing a manuscript. 
As with all academic writing, a literature review needs an introduction, body and conclusion. The introduction should 
state the scope of the review and the question, problem or concept it is addressing. It should also indicate why the 
research area is important, interesting, controversial or relevant in some way. The methods used in searching the 
literature should be described in detail (see ‘Finding the relevant literature’ above). Present the information gathered 
in a logical organized manner, with each section dealing with a specific aspect of the literature, including: 

 detailed account of the method used to search the literature and the sources searched 

 description of explicit criteria used to include/ exclude studies from analysis 

 a detailed description of the number of studies found in each of the sources and of studies excluded 

 a detailed summary of the populations studied 

 a detailed description of the levels of evidence of the studies reviewed 

 a synthesis of results into a summary of what is and is not known, and what is controversial 

 an overview of the prevailing theories and hypotheses 

 a discussion of the published literature’s strengths and weaknesses 

 discussion of the potential weaknesses of the literature review 

Other specific aspects may be required depending on the unique objectives and nature of your study.   

Bibliography 

It is important that the bibliography is accurate and presented in a consistent academic style (ie. Vancouver ). 
Conscientious record keeping and note taking throughout the process is vital. 
 
 
Further Reading  
 
Greenhalgh T. How to read a paper: getting your bearings (deciding what the paper is about) BMJ 1997;315:243-246. 
(http://bmj.com/cgi/content/full/315/7102/243) 
 
Greenhalgh T. How to read a paper: statistics for the non-statisticians. I & II.  
BMJ 1997;315:364-366  
(http://bmj.bmjjournals.com/cgi/content/full/315/7104/364)  
BMJ 1997;315:422-425 
(http://bmj.com/cgi/content/full/315/7105/422) 
 
Kelly KD, Travers A, Dorgan M, Slater L, Rowe BH. Evaluating the quality of systematic reviews in the emergency 
medicine literature.  
Ann Emer Med 2001 Nov;38(5):518-26, [comment] 566-9 
 
 
 

http://bmj.com/cgi/content/full/315/7102/243
http://bmj.bmjjournals.com/cgi/content/full/315/7104/364
http://bmj.com/cgi/content/full/315/7105/422
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PPPRRRIIIMMMAAARRRYYY   EEEXXXAAAMMMIIINNNAAATTTIIIOOONNN   

Regulation 4.13 

The objective of the primary examination is to ensure that trainees have the required level of knowledge and 
understanding of the four basic sciences of anatomy, pathology, physiology and pharmacology (insofar as they relate 
to emergency medicine) to underpin their further learning and development towards careers as emergency 
physicians.  The examination is criteria-referenced, which means that candidates are required to reach a pre-defined 
level of performance to pass the examination rather than a fixed percentage of candidates being successful.  In other 
words, provided all candidates meet the standard, a 100% pass rate is possible. 

CCaannddiiddaattuurree  ffoorr  tthhee  EExxaammiinnaattiioonn  

A pass in the primary examination is one of the requirements of the provisional training period (see chapter entitled 
Elements of Training) and is required of all trainees.   

Exemption from Examination 

Only specialists from some other Australasian Colleges and overseas trained specialists may be eligible to apply for 
an exemption from the examination as a whole.   

Granting of Subject Passes 

A pass in certain subjects of the examination may be granted to those trainees who have wholly passed the primary 
examination of one of the Colleges specified in regulation 4.13/31.  

NB:  Subject passes are NOT applicable if a College or qualification is not specifically mentioned in that regulation.  

An application for the granting of passes must be made at the time of registration as a trainee and must be 
accompanied by all the appropriate supporting documentation.  

Examination Applications 

Examination application forms (Form GT-40) are available from the College office and on the College website. For 
each attempt at the primary examination, a fresh application must be made and the relevant examination fee (which 
consists of a base fee plus a subject fee for each of the subjects being attempted) paid.  

Applications must be received at the College office by the closing date specified on the application form.  An 
application will NOT be accepted if it is not received at the College by the specified closing date or if it is incomplete.   

When the Examination may be attempted 

The examination may be attempted at any stage during basic or provisional training.  It is not necessary that 
provisional training time actually be completed before the examination is attempted – rather, it may be to your 
advantage to pass the examination prior to completion of provisional training time so that progress into the advanced 
training program is not impeded on that account. 

Eligibility Requirements 

To be eligible to attempt the primary examination, the candidate must – 

(a) be a registered and financial trainee of the College; and  

(b) hold current registration to practise medicine in a State or Territory of Australia or in New Zealand. 



 ACEM Training & Examination Handbook Revised  7/7/2010 

 
 
 

  
 

75 

Both these preconditions must be met at the time the application for the examination in question is submitted, and 
must continue to be met up until and including the dates on which the examination is actually held.  Otherwise, the 
application will not be accepted or candidature will terminate (as appropriate). 

Important Notes – for those NOT already registered as a trainee of the College:   

1. Refer generally to the chapter entitled “Registering as a Trainee”, and especially under the heading “When to 
apply for Registration”.   

2. Both stages of the registration process must have been completed and your registration as a trainee 
confirmed before you can submit an examination application.   

Subjects to be Attempted 

You may choose the number of subjects you wish to attempt at any sitting of the examination.  Once a subject has 
been passed, it does not have to be passed again if all four subjects are passed within the timeframe for completion 
of provisional training time requirements.   

Withdrawal from the Examination 

The closing date for the examination (which is two months prior to the date of the written examination) is also the last 
date for withdrawal from the examination, either wholly or in part, without penalty. You must notify the College in 
writing (Form GT-41) by close of business on the closing date of your withdrawal. 

Withdrawal prior to Closing Date 

(a) From all subjects being attempted – you may either request a refund of the examination fee or hold over to the 
next sitting; 

(b) Partial withdrawal from examination – you will be given a refund of the subject fee only.  Holdover is not an 
option. 

Withdrawal after Closing Date / Failure to Present 

If you fail to present for any part of the examination or withdraw from any part of the examination after the 
examination closing date, you will not be entitled to any refund, and neither may you hold the examination fee over to 
the next sitting of the examination.   

Past Examination Papers 

A set of past examination papers (viva topics and sample MCQs) may be obtained from the College website at any 
time.  A set is also sent to each candidate upon registration for the examination.   

Further exam resources are available on the ACEM website with an example of a mock Viva in Pharmacology and 
Anatomy. 
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SSttrruuccttuurree  ooff  EExxaammiinnaattiioonn  S
  
Sttrruuccttuurree  ooff  EExxaammiinnaattiioonn  

PRIMARY 
EXAMINATION 

 

 
Two sittings of the primary examination are held annually.  It is held at 
a single venue over two or three consecutive days, depending on the 
number of candidates. 

 

  
A written MCQ examination of 1½  hours duration is held in each of the four basic 
sciences. 

 

Day 1 
Written Examination 

 Morning Afternoon 

   
MCQ Paper 1 
Anatomy 
(60 questions) 

MCQ Paper 2 
Pathology 
(60 questions) 

MCQ Paper 3 
Physiology 
(60 questions) 

MCQ Paper 4 
Pharmacology 
(60 questions) 

 
 

  

 

Day 2-3 
Oral Examinations 

 

Each candidate undergoes a 10-minute examination by a pair of examiners 
in each of the four basic sciences.  

Written Examination 

The multiple choice questions are type A questions: choose the one most correct response from five options.  
Electronic devices (calculators, palm pilots etc), pre-formatted notes or other written material may not be brought into 
the examination room.  Material on which notes have been made may not be taken from the examination room. 

Oral Examination 

Props such as bones, normal X-rays and anatomical models are used in the anatomy viva, but not in the other 
subjects.  Of particular note, pathology specimens are not used. 

Marking 

The multiple choice paper is marked out of 20 according to a marking scale (see below) that converts the raw score 
out of 60 into a score out of 20.  The viva voce is marked out of 10. A combined score of 15 or more in each subject 
(by any combination) is required in order to pass the subject. 

MCQ Scaling system 

Each candidate’s raw score is converted to a percentage of answers correct. This percentage correct is determined 
after any individual MCQs are "deleted". In cases where it is found that more than one option was correct, but not 
sufficient to delete the question, then all candidates who responded with EITHER of the correct answers will be 
deemed correct.  

Because there are five options to choose from, on probability, a candidate should be able to get 20% correct without 
any knowledge. Therefore, a linear scale from 0 to 20 is applied to the percentage correct between 20% and 100%, 
to obtain a final score out of 20 (see below).  

Therefore, assuming that no questions are deleted, a score of 36/60 (60% raw) is required to score a scaled mark of 
10. 
 
 ≤ 20.83%  =  0 
 20.84 - 24.17 =  1 
 24.18 - 29.17 =  2 
 29.18 - 34.17 =  3 
 34.18 - 39.17 =  4 
 39.18 - 42.5   =  5 
 42.51 - 45.83 =  6 

 

 45.84 - 49.17  =  7  77.51 - 80.83  =  14 
 49.18 - 54.17  =  8  80.84 - 84.17  =  15 
 54.18 - 59.17 =  9  84.18 - 87.50  =  16 
 59.18 - 64.17 =  10  87.51 - 90.83 =  17 
 64.18 - 69.17 =  11  90.84 - 94.17  =  18 
 69.18 - 74.17 =  12  94.18 - 97.50  =  19 
 74.18 - 77.50  =  13  97.51 - 100  =  20  
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GGuuiiddee  ttoo  tthhee  PPrriimmaarryy  EExxaammiinnaattiioonn  

General 

The syllabus is a guide to the study of the basic sciences for the Primary Examination.  In 2009 a curriculum review 
was undertaken in order to clearly articulate to candidates, their tutors, examiners and PEC members the scope of 
the curriculum for each of the four Primary examination subjects.  A key objective was to ensure that the basic 
sciences knowledge acquired by trainees is congruent with the needs of a practising emergency specialist.  

The method undertaken by the Curriculum Review Sub-committee was an integrated approach whereby the Primary 
syllabus was mapped to the Fellowship syllabus enabling an assessment of the priorities for basic sciences learning 
for emergency physicians. 

Each topic in the primary syllabus has been assigned one of the following three levels of assessment: 

Level of assessment 1 (LOA 1): 

In general, these topics have a strong relation to, such that they underpin or are core to areas of the fellowship 
curriculum designated “expert” or “high level of practice”.  As such, they will be eligible to be assessed in depth both 
in the MCQ and Viva components of the primary examination.  These topics are considered essential knowledge.   

Questions may assess knowledge, comprehension, application and/or analysis.  Clinical integration of basic science 
concepts may be examined to the extent covered by the relevant prescribed primary examination texts.  Topics at 
this level will be examined more frequently than topics assigned LOA 2 and LOA3.  Candidates should demonstrate a 
detailed knowledge and understanding of the topic including the ability, where relevant, to use formulae, construct 
graphs and use diagrams to explain concepts. 

Level of assessment 2 (LOA 2): 

In general, these topics have a relation to areas of the fellowship curriculum designated “high level of practice” and, 
as such, these topics are of importance in emergency medicine. Candidates should demonstrate a good 
understanding of key concepts related to these topics. These topics will be eligible for being assessed in some detail, 
both in the MCQ and Viva components of the primary examination.   

Questions may assess knowledge, comprehension and/or application. Clinical integration of basic science concepts 
may be examined to the extent covered by the relevant prescribed primary examination texts.  Topics at this level will 
be examined more frequently than LOA 3 but less frequently than LOA 1. 

Level of assessment 3 (LOA 3): 

In general, these topics relate to areas of the fellowship curriculum designated as “general level of practice”.  
Questions will assess knowledge and comprehension only.  Topics at this level will be examined less frequently than 
LOA 1 and LOA2.  Candidates will demonstrate a basic understanding of the overarching concepts and a knowledge 
of the general principles involved in the topic without the need for fine detail.  

Definitions: 

Knowledge Able to recall facts or information about the subject.  Examples of the types of tasks required 
include: define, describe, identify, list, name, outline, match, label. 

Comprehension  Understand the meaning of concepts.  Examples of the types of tasks required include: explain, 
estimate, give examples, summarise, predict and interpret data. 

Application Apply knowledge and comprehension.  Examples of the types of tasks required include: compute, 
construct, demonstrate, relate, solve. 

Analysis Separate concepts into component parts so that its organizational structure may be understood.  
Examples of the types of tasks required include: analyse, compare, differentiate, distinguish 
between. 



 ACEM Training & Examination Handbook Revised  7/7/2010 

 
 
 

  
 

78 

Anatomy 

There will be an emphasis on applied anatomy in both MCQ and viva sections.  Candidates are expected to have a 
detailed knowledge of the upper and lower limbs, with a special emphasis on anatomy important to the practise of 
emergency medicine. 

Knowledge of the surface and general anatomy of other regions of the body relevant to the practise of emergency 
medicine is expected.  This includes areas on which procedures are performed or where anatomy is important in the 
understanding of injury patterns and complications, patterns of disease or which demonstrate important anatomical 
principles. 

Candidates must be familiar with anatomy essential for the interpretation of diagnostic imaging used by emergency 
physicians.  The candidate is expected to be familiar with common x-rays and with cross-sectional anatomy 
necessary for the interpretation of CT scans.  CT scans may be included in the exam and candidates will be expected 
to show knowledge of gross features and relationships.  These will be single slices only, with knowledge appropriate 
to the practise of emergency medicine.  Detailed radiology knowledge is not expected.  CT levels are most likely to 
demonstrate important anatomical levels, eg. level of transpyloric plane, aortic arch.  Detailed neuro-anatomy is not 
expected, but candidates should be able to describe lobes, ventricles and other gross structures. 

Histology and embryology will not be examined.  However, knowledge of clinically relevant paediatric anatomy is 
expected. 

It should be stressed that detailed knowledge of the techniques of clinical procedures is not expected, but that the 
knowledge of areas in which these procedures are performed are obviously of key importance to emergency 
physicians. 

LOA 1 

Candidates should demonstrate a detailed knowledge of the anatomical structures, relationships nerve and blood 
supply as they pertain to the topic.  Candidates should be able to explain the clinical significance of the anatomy as 
applied to the practice of emergency medicine. 

LOA 2 

Candidates should demonstrate a general knowledge of the anatomical structures, relationships, nerve and blood 
supply where relevant to the practice of emergency medicine. 

LOA 3 

Candidates should demonstrate a basic knowledge of the anatomical structures and relationships as they pertain to 
the topic without the need for fine detail. 

Imaging (CT and X-ray)  

Imaging of regions important to emergency medicine will be examinable as LOA 2 with the aim of demonstrating 
normal anatomical structures and relationships. 

Sectional imaging via CT will be examined in relation to brain, thorax and abdomen. 

Plain X-ray imaging will be examined in relation to head, neck, thorax, abdomen, pelvis, spine, lower limb and upper 
limb.  

 Pathology 

Candidates are expected to have a detailed understanding of the general principles of the pathology of common 
diseases. Diseases of relevance to the practice of Emergency Medicine are particularly important and will be 
concentrated upon in the examination.  

Candidates are advised to familiarise themselves with the syllabus and MCQ matrix, as these outline the areas of 
most importance and are a guide to the examination content. 

Microbiology will not be examined as a separate subject, but those aspects that bear directly on infectious disease 
will be considered part of the syllabus. 
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Genetic and molecular pathology are not emphasised in the pathology syllabus and exam. 

LOA 

The LOA is indicated for an entire chapter, but subsections may have increased or decreased emphasis as 
specifically indicated – eg. the entire chapter on cellular injury (2) will be assessed at LOA2, but the subsections on 
cellular adaptation (2.1) and mechanism of cell injury (2.2) will be assessed at LOA1. 

Physiology 

A thorough knowledge of cardiovascular, respiratory and renal physiology and of fluid and electrolyte balance is 
required. A working knowledge of the physiology of the nervous system, muscles, digestion and absorption and the 
gastrointestinal tract is also required. 

Biochemistry will not be examined separately, but candidates will be expected to be familiar with those aspects of 
metabolism and endocrine function that are relevant to emergency medicine. 

Pharmacology 

A detailed knowledge of pharmacology is an essential part of emergency medicine. The principles of 
pharmacokinetics, pharmacodynamics, therapeutics and toxicology must be understood as well as their application to 
emergency medicine. 

The pharmacology of agents acting on the central nervous system, drugs acting on the cardiovascular system and 
drugs used in the treatment of infectious diseases should be known in some detail. Candidates should also have an 
adequate knowledge of antacids, analgesic agents, anti-inflammatory agents and drugs acting on the pulmonary and 
gastrointestinal systems. The pharmacology of drugs acting on the endocrine system and haematologic agents will 
not be stressed. However, candidates will be required to know the general principles of agents in this group and to 
demonstrate a working knowledge of those relevant to emergency medicine. 

Candidates will be expected to be familiar with recent developments or reviews of drugs published in such journals as 
the Medical Journal of Australia, British Medical Journal, New England Journal of Medicine, Current Therapeutics and 
Emergency Medicine Australasia. 

In approaching their study, candidates should use the prototypical drug of a class (where relevant) to identify the key 
pharmacodynamic or pharmacokinetic principles which can then be applied to other drugs in the same group as their 
knowledge is expanded. 

LOA 1 

Candidates should demonstrate a detailed knowledge of the pharmacokinetics and pharmacodynamics as they 
pertain to the topic. 

LOA 2 

Candidates should demonstrate an understanding of key concepts including detailed knowledge of 
pharmacodynamics and general principles of pharmacokinetics. 

LOA 3 

Candidates should demonstrate knowledge of the general principles involved in the topic. Where relevant, candidates 
may base their learning on the prototypical drug of the class 

CCuurrrreenntt  EEddiittiioonnss  ooff  TTeexxttss  &&  MMooddeellss  

It is emphasised that the examination is aimed at evaluating candidates’ knowledge of subjects, not textbooks.  
Although careful consideration of the texts available has led to the recommendation of one or two texts as core 
references for the subject, it is acknowledged that no single textbook can contain the entire knowledge base required 
for the primary examination.  Where the subcommittee feels that additional resources would be of benefit, these have 
been listed in the relevant subject section below. 
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As an example, the core reference for Pharmacology from PE 2010.2 will be Bryant, Knight and Salerno.  However, 
candidates are encouraged to seek other sources for areas of the curriculum not covered by this text. 

Whilst the College recommends the editions of the texts listed below as being those which best approximate the 
material in the syllabus in each subject, it advises candidates to acquaint themselves with those aspects of each 
subject that relate to the common conditions encountered in emergency medicine. 

Please note: The most recent edition of these texts should be used. If the most recent edition has been available for 
less than 12 months, the previous edition may also be used.  

Texts 
 
1.  Anatomy 3.  Physiology 

 Clinically Oriented Anatomy 
 Moore, Dalley, Agur (Lippincott Williams & Wilkins)

6th, 2009 

 McMinn’s Clinical Atlas of Human Anatomy 
 Mosby  

6th, 2008 

 

 Ganong Review of Medical Physiology 
 Barrett, Brooks, Boitano, Barman (McGraw Hill) 
 23rd, 2009 
 
 Respiratory Physiology - The Essentials  
 J B West (Lippincott Williams and Wilkins) 
 8th, 2008 

 

2. Pathology 4.  Pharmacology 

 Robbins and Cotran Pathologic Basis of Disease 
 Kumar, Abbas, Fausto, Aster (Saunders Elsevier) 
 8th, 2009 
 
 Reference for pathophysiology as marked in the 

syllabus: 
 Ganong Review of Medical Physiology 
 Barrett, Brooks, Boitano, Barman (McGraw Hill) 
 23rd, 2009 

 

 Pharmacology for Health Professionals 
 (Bryant, Knight & Salerno)  
 2nd, 2006   
 
 The text considered most suitable as an additional 

reference in pharmacology is: 
 Goodman & Gilman’s The Pharmacological Basis 

of Therapeutics 
 Brunton Lazo Parker (McGraw Hill) 
 11th, 2006 
 
Suggested additional resources 

 Murray, Daly: Toxicology Handbook 
 Therapeutic Guidelines 
 Australian Prescriber Journal 
 Selected Proprietary Product Information 
 

Models 
 
Somso 
 
CS 2  Eyeball with Part of Orbit 

(new model – may be used in conjunction with 
F 13 (see below) 

 
GS 4  Larynx with Tongue 
FS 5  Nasal Cavity, Oral Cavity and Pharyngeal 
 Cavity including Larynx 

(old model – may be used in conjunction with 
GS 4) 

 
HS 1  Heart 
 

NS  9 Muscles of the Foot 
NS 10  Muscles of the Leg with Base of Pelvis 
NS 13  Muscles of the Hand with Base of Forearm 
NS 15 Muscles of the Arm with Shoulder Girdle 
NS 50 Functional Model of the Knee Joint 
NS 52 Functional Model of the Elbow Joint 
NS 53 Functional Model of the Shoulder Joint 
NS 54 Functional Model of the Ankle Joints 
 
QS 23 Skeleton of the Foot 
QS 54 Case with Collection ‘Vertebrae and  
 Spinal Cord’ 
 
3B Scientific Product 
F13  Eye 

(Older model – may be used in conjunction with 
CS 2 (see above) 

 
Half Skeleton, Disartic – both right and left 
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MMuullttiippllee  CChhooiiccee  SSuubbjjeecctt  MMaattrriicceess  

Multiple choice questions in each subject are chosen according to a “matrix” (see below) which ensures that the 
breadth of the subject is examined and that topics considered more important are represented by more questions in 
the examination. 

Anatomy Physiology 

 No per 
Subject Paper 

 No per
Subject Paper 

Tissues & Structures  4 Principles of Cellular Function  4 
Nervous System  4 Nerves & Muscles  4 
Upper Limb  15 Nervous System  4 
Lower Limb  15 Metabolism  3 
Central Nervous System  4 Endocrinology  4 
Head & Neck  6 Digestion & Absorption  3 
Thorax  5 Gastrointestinal System  3 
Abdomen & Pelvis  5 Blood  1 
Comparative Anatomy of the Child  2 Heart  3 
 The Circulation  10 
 Cardiovascular Homeostasis  2 
 Respiratory Physiology  10 
 Renal System  5 
 Acid/Base Balance  4 

 
Pathology Pharmacology 

Normal Cell  2 General Pharmacology  8 
Cellular Injury 3 Respiratory System  3 
Tissue Response To Injury  5 Cardiovascular System  12 
Fluid & Haemodynamics 6 Nervous System  12 
Immunity  4 Antimicrobial Agents  6 
Neoplasia  2 Immune System (prev. Autocoids) 2 
Infectious Diseases  5 Endocrine System  2 
Environmental Pathology  2 Gastrointestinal Tract  3 
Cardiovascular System  7 Analgesics & Anti-inflammatory Agents  5 
Haemopoietic System 3 Toxicology  2 
Respiratory System  5 Miscellaneous  2 
Gastrointestinal System  (1) Fluid and Electrolytes  3
Liver, Bilary Tract & Pancreas  4  
Renal System & Genitourinary 6  
Endocrine  2  
Musculoskeletal System  2  
CNS & the Eye 2  
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PPPRRRIIIMMMAAARRRYYY   SSSYYYLLLLLLAAABBBUUUSSS   

The following syllabus is a guide to the study of the basic sciences for the primary examination.  Candidates should 
note that the syllabus provided is intended only as a guide to major topics.  Any area of basic medical science 
relevant to the clinical practice of emergency medicine can be examined. 

 Topic Level Topic Level 

 

ANATOMY 

1. Approaches to studying Anatomy    

1.1 Regional anatomy  3 

1.2 Systemic anatomy  3 

1.3 Clinical anatomy  3 

2. Anatomicomedical Terminology    

2.1 Anatomical position  1 

2.2 Anatomical planes  1 

2.3 Terms of relationship and comparison 1 

2.4 Terms of laterality  1 

2.5 Terms of movement  1 

3. Anatomical Variations  3 

4. Integumentary System  3 

5. Fascial Compartments, Bursae & 
Potential Spaces  1 

6. Fascias   3 

7. Skeletal System    

7.1 Cartilage and bones  1 

7.2 Bone markings and formations  1 

7.3 Joints 1 

8. Muscle Tissue and the Muscular 
System    

8.1 Types of muscle (muscle tissue)  2 

8.2 Skeletal muscles  2 

8.3 Cardiac striated muscle  2 

8.4 Smooth muscle  2 

9. Cardiovascular System    

9.1 Vascular circuits  2 

9.2 Blood vessels  2 

10. Lymphoid System  2 

11. Nervous System    

11.1 Central nervous system  1 

11.2 Peripheral nervous system  1 

11.3 Somatic nervous system  1 

11.4 Autonomic nervous system  1 

12. Medical Imaging Techniques 2 

13. Overview of Thorax  3 

14. Thoracic Wall    

14.1 Skeleton of thoracic wall  1 

14.2 Thoracic apertures  3 

14.3 Joints of thoracic wall  3 

14.4 Movements of thoracic wall  3 

14.5 Muscles of thoracic wall  2 

14.6 Fascia of thoracic wall  3 

14.7 Nerves of thoracic wall  2 

14.8 Vasculature of thoracic wall  2 

14.9 Breasts  3 

14.10 Surface anatomy of thoracic wall  1 

15. Viscera of Thoracic Cavity    

15.1 Pleurae, lungs & tracheobronchial tree  1 

15.2 Overview of mediastinum  1 

15.3 Pericardium  2 

15.4 Heart  1 

15.5 Superior mediastinum and great 
vessels  1 

15.6 Posterior mediastinum  2 

15.7 Anterior mediastinum 3 

15.8 Surface anatomy of heart and 
mediastinal viscera 1 

 

16. Abdomen Overview: Walls, Cavities, 
Regions & Planes  2 

17. Anterolateral Abdominal Wall    

17.1 Fascia of the anterolateral abdominal 
wall  3 

17.2 Muscles of anterolateral abdominal 
wall  2 

17.3 Neurovasculature of anterolateral 
abdominal wall  2 

17.4 Internal surface of anterolateral 
abdominal wall  3 

17.5 Inguinal region  1 

17.6 Spermatic cord, scrotum, and testis  1 

17.7 Surface anatomy of anterolateral 
abdominal wall  1 
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18. Peritoneum & Peritoneal Cavity    

18.1 Subdivisions of peritoneal cavity  3 

19. Abdominal Viscera    

19.1 Overview of abdominal viscera and 
digestive tract  2 

19.2 Oesophagus  2 

19.3 Stomach  2 

19.4 Small intestine  2 

19.5 Large intestine  2 

19.6 Spleen  2 

19.7 Pancreas  2 

19.8 Liver  2 

19.9 Biliary ducts and gallbladder  2 

19.10 Kidneys, ureters, and suprarenal 
glands  2 

19.11 Summary of innervation of abdominal 
viscera  2 

20. Diaphragm   

20.1 Vessels and nerves of diaphragm  1 

20.2 Diaphragmatic apertures  3 

20.3 Actions of diaphragm  3 

21. Posterior Abdominal Wall   

21.1 Fascia of posterior abdominal wall  3 

21.2 Muscles of posterior abdominal wall  3 

21.3 Nerves of posterior abdominal wall  2 

21.4 Vessels of posterior abdominal wall  2 

22. Introduction to Pelvis & Perineum  2 

23. Pelvic Girdle    

23.1 Bones and features of pelvic girdle  1 

23.2 Orientation of pelvic girdle  2 

23.3 Joints and ligaments of pelvic girdle  2 

24. Pelvic Cavity    

24.1 Walls and floor of pelvic cavity  2 

24.2 Peritoneum and peritoneal cavity of 
pelvis 2 

24.3 Pelvic fascia  3 

25. Neurovascular Structures of Pelvis    

25.1 Pelvic arteries  2 

25.2 Pelvic veins  2 

25.3 Lymph nodes of pelvis  3 

25.4 Pelvic nerves  2 

26. Pelvic Viscera    

26.1 Urinary organs  2 

26.2 Rectum  2 

26.3 Male internal genital organs  3 

26.4 Female internal genital organs  2 

26.5 Lymphatic drainage of pelvic viscera  3 

27. Perineum    

27.1 Fasciae and pouches of urogenital 
triangle  3 

27.2 Features of anal triangle  3 

27.3 Male urogenital triangle  3 

27.4 Female urogenital triangle  3 

28. Overview of Back & Vertebral Column  1 

29. Vertebrae    

29.1 Structure and function of vertebrae  1 

29.2 Regional characteristics of vertebrae  1 

30. Vertebral Column    

30.1 Joints of vertebral column  2 

30.2 Movements of vertebral column  2 

30.3 Curvatures of vertebral column  2 

30.4 Vasculature of vertebral column  2 

30.5 Nerves of vertebral column  1 

31. Muscles of Back    

31.1 Extrinsic back muscles  3 

31.2 Intrinsic back muscles  3 

31.3 Surface anatomy of back muscles  3 

31.4 Suboccipital and deep neck muscles  3 

32. Contents of Vertebral Canal    

32.1 Spinal cord  1 

32.2 Spinal nerve roots  1 

32.3 Spinal meninges and cerebrospinal 
fluid (CSF)  1 

32.4 Vasculature of spinal cord and spinal 
nerve roots 2 

33. Overview of Lower Limb  1 

34. Development of Lower Limb  1 

35. Bones of Lower Limb    

35.1 Arrangement of lower limb bones  1 

35.2 Hip bone  1 

35.3 Femur  1 

35.4 Tibia and fibula  1 

35.5 Bones of foot  1 

35.6 Surface anatomy of bones of foot  1 

36. Fascia, Veins, Lymphatics, Efferent 
Vessels & Cutaneous Nerves of Lower 
Limb    

36.1 Subcutaneous tissue and fascia  1 

36.2 Venous drainage of lower limb  1 

36.3 Lymphatic drainage of lower limb  2 

36.4 Cutaneous innervation of lower limb  1 

36.5 Motor innervation of lower limb  1 
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37. Posture & Gait    

37.1 Standing at ease  2 

37.2 Walking: the gait cycle  2 

38. Anterior & Medial Regions of Thigh    

38.1 Organization of proximal lower limb  1 

38.2 Anterior thigh muscles  1 

38.3 Medial thigh muscles  1 

38.4 Neurovascular structures and 
relationships in anteromedial thigh  1 

38.5 Surface anatomy of anterior and 
medial regions of thigh  1 

39. Gluteal & Posterior Thigh Regions    

39.1 Gluteal region: buttocks and hip region 2 

39.2 Muscles of gluteal region  2 

39.3 Posterior thigh region  2 

39.4 Neurovascular structures of gluteal 
and posterior thigh regions  2 

39.5 Surface anatomy of gluteal and 
posterior thigh regions  1 

40. Popliteal Fossa & Leg    

40.1 Popliteal region  1 

40.2 Anterior compartment of leg  1 

40.3 Lateral compartment of leg  1 

40.4 Posterior compartment of leg  1 

40.5 Surface anatomy of leg  1 

41. Foot    

41.1 Skin and fascia of foot  1 

41.2 Muscles of foot  2 

41.3 Neurovascular structures and 
relationships in foot  1 

41.4 Surface anatomy of ankle region and 
foot  1 

42. Joints of Lower Limb    

42.1 Hip joint  1 

42.2 Knee joint  1 

42.3 Tibiofibular joints  1 

42.4 Ankle joint  1 

42.5 Foot joints  1 

42.6 Surface anatomy of joints of knee, 
ankle, and foot 1 

43. Overview of Upper Limb  1 

44. Bones of Upper Limb    

44.1 Clavicle  1 

44.2 Scapula  1 

44.3 Humerus  1 

44.4 Bones of forearm  1 

44.5 Bones of hand  1 

44.6 Surface anatomy of upper limb bones  1 

45. Fascia, Efferent Vessels, Cutaneous 
Innervation & Myotomes of Upper 
Limb  

45.1 Fascia of upper limb  1 

45.2 Venous drainage of upper limb  1 

45.3 Lymphatic drainage of upper limb  2 

45.4 Cutaneous innervation of upper limb  1 

45.5 Motor innervation (myotomes) of  
upper limb  1 

46. Pectoral & Scapular Regions    

46.1 Anterior axioappendicular muscles  1 

46.2 Posterior axioappendicular and 
scapulohumeral muscles  1 

46.3 Scapulohumeral (intrinsic shoulder) 
muscles  1 

46.4 Surface anatomy of pectoral, scapular, 
and deltoid regions  1 

47. Axilla    

47.1 Axillary artery  1 

47.2 Axillary vein  1 

47.3 Axillary lymph nodes  1 

47.4 Brachial plexus  1 

48. Arm    

48.1 Muscles of arm  1 

48.2 Brachial artery  1 

48.3 Veins of arm  1 

48.4 Nerves of arm  1 

48.5 Cubital fossa  1 

48.6 Surface anatomy of arm and cubital 
fossa  1 

49. Forearm    

49.1 Compartments of forearm  1 

49.2 Muscles of forearm  1 

49.3 Arteries of forearm  1 

49.4 Veins of forearm  1 

49.5 Nerves of forearm  1 

49.6 Surface anatomy of forearm  1 

50. Hand    

50.1 Fascia and compartments of palm  1 

50.3 Muscles of hand  1 

50.3 Long flexor tendons and tendon 
sheaths in hand  1 

50.4 Arteries of hand  1 

50.5 Veins of hand  1 

50.6 Nerves of hand  1 

50.7 Surface anatomy of hand  1 

51. Joints of Upper Limb    

51.1 Sternoclavicular joint  2 

51.2 Acromioclavicular joint  2 

51.3 Glenohumeral joint  1 
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51.4 Elbow joint  1 

51.5 Proximal radio-ulnar joint  1 

51.6 Distal radio-ulnar joint  1 

51.7 Wrist joint  1 

51.8 Intercarpal joints  2 

51.9 Carpometacarpal and intermetacarpal 
joints  1 

51.10 Metacarpophalangeal and 
interphalangeal joints 1 

52. Overview – Head  2 

53. Cranium    

53.1 Facial aspect of cranium  2 

53.2 Lateral aspect of cranium  2 

53.3 Occipital aspect of cranium  2 

53.4 Superior aspect of cranium  2 

53.5 External surface of cranial base  2 

53.6 Internal surface of cranial base  2 

53.7 Walls of cranial cavity  2 

53.8 Regions of head  2 

54. Face & Scalp    

54.1 Face  1 

54.2 Scalp  1 

54.3 Muscles of face and scalp  2 

54.4 Nerves of face and scalp  1 

54.5 Superficial vasculature of face and 
scalp  2 

54.6 Surface anatomy of face  1 

55. Cranial Meninges    

55.1 Dura mater  3 

55.2 Arachnoid mater and pia mater  3 

55.3 Meningeal spaces  2 

56. Brain    

56.1 Parts of brain  1 

56.2 Ventricular system of brain  1 

56.3 Arterial blood supply of brain  1 

56.4 Venous drainage of brain  2 

57. Eye, Orbit, Orbital Region & Eyeball    

57.1 Orbits  1 

57.2 Eyelids and lacrimal apparatus  2 

57.3 Eyeball  2 

57.4 Extraocular muscles of orbit  1 

57.5 Nerves of orbit  1 

57.6 Vasculature of orbit  2 

57.7 Surface anatomy of eye and lacrimal 
apparatus  1 

58. Paratoid & Temporal Regions, 
Infratemporal Fossa & 
Temporomandibular Joint    

58.1 Parotid region  2 

58.2 Temporal region  3 

58.3 Infratemporal fossa  3 

59. Oral Region    

59.1 Oral cavity  2 

59.2 Lips, cheeks, and gingivae  2 

59.3 Teeth  2 

59.4 Palate  3 

59.5 Tongue  2 

59.6 Salivary glands  2 

60. Pterygopalatine Fossa    

60.1 Pterygopalatine part of maxillary artery 3 

60.2 Maxillary nerve  2 

61. Nose    

61.1 External nose  2 

61.2 Nasal cavities  2 

61.3 Vasculature and innervation of nose  2 

61.4 Paranasal sinuses  3 

62. Ear    

62.1 External ear  2 

62.2 Middle ear  2 

62.3 Internal ear 3 

63. Overview – Neck   3  

64. Bones of Neck    

64.1 Cervical vertebrae  1 

64.2 Hyoid bone  3 

65. Fascia of Neck    

65.1 Cervical subcutaneous tissue and 
platysma  3 

65.2 Deep cervical fascia  2 

66. Superficial Structures of Neck: Cervical 
Regions    

66.1 Sternocleidomastoid region  1 

66.2 Posterior cervical region  1 

66.3 Lateral cervical region  1 

66.4 Anterior cervical region  1 

66.5 Surface anatomy of cervical regions 
and triangles of neck  1 

67. Deep Structures of Neck    

67.1 Prevertebral muscles  2 

67.2 Root of neck  2 

68. Viscera of Neck    

68.1 Endocrine layer of cervical viscera  2 

68.2 Respiratory layer of cervical viscera  1 

68.3 Alimentary layer of cervical viscera  2 

68.4 Surface anatomy of endocrine and 
respiratory layers of cervical viscera  2 
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69. Lymphatics of Neck 2 

70. Summary of Cranial Nerves    

71. Overview Summary of Cranial Nerves 1 

72. Olfactory Nerve (CN I)  3 

73. Optic Nerve (CN II)  1 

74. Oculomotor Nerve (CN III)  1 

75. Trochlear Nerve (CN IV)  1 

76. Trigeminal Nerve (CN V)  1 

76.1 Ophthalmic nerve (CN V1)  1 

76.2 Maxillary nerve (CN V2)  1 

76.3 Mandibular nerve (CN V3)  1 

77. Abducent Nerve (CN VI)  1 

78. Facial Nerve (CN VII)  1 

79. Vestibulocochlear Nerve (CN VIII)  3 

80. Glossopharyngeal Nerve (CN IX)  3 

81. Vagus Nerve (CN X)  2 

82. Spinal Accessory Nerve (CN XI)  2 

83. Hypoglossal Nerve (CN XII) 3 
 

 

PATHOLOGY 

*  = additional material in Ganong  
(see recommended texts) 

1. *The Normal Cell 3 

1.1 Functional morphology 2 

1.2 Structure and function of DNA & RNA 2 

1.3 Transport across cell membranes 2 

2. Cellular Injury & Adaptation 2 

2.1 Cellular adaptation 1 

2.2 Mechanism of cell injury 1 

3. Acute & Chronic Inflammation 1 

4. Tissue Renewal & Repair 2 

4.1 Control of normal tissues 2 

4.2 Repair by healing, scar formation, and 
fibrosis 2 

4.3 Cutaneous wound healing 1 

4.4 Fibrosis 2 

5. Fluid & Haemodynamic Derangements 1 

5.1 *Oedema 1 

5.2 Hyperaemia and congestion 1 

5.3 Haemorrhage 1 

5.4 *Thrombosis 1 

5.5 *Haemostasis 1 

5.6 Embolism 1 

5.7 Infarction 1 

5.8 * Shock 1 

6. Diseases of Immunity 2 

6.1 *General features of the immune 
system 2 

6.2 *Hypersensitivity reactions 1 

6.3 Immunologic tolerance and causative 
mechanisms of auto immune 
disease 3 

6.4 Acquired immunodeficiency syndrome 
(AIDS) 3 

7. Neoplasia 3 

7.1 Biology of tumour growth 2 

7.2 Epidemiology 3 

7.3 Molecular basis of cancer 3 

7.4 Carcinogenic agents 3 

7.5 Tumour immunity 3 

7.6 Clinical features of tumours 2 

8. Infectious Disease 2 

8.1 General principles of microbial activity 
including transmission 1 

8.2 Viral infections 2 

8.3.  Bacterial infections including  
chlamydia, rickettsia, mycoplasma 1 

8.4 General features of other infectious 
diseases - fungi, protozoa, helminths 3 

8.5 Principles of sterilisation and 
disinfection 2 

9. Environmental Pathology 3 

9.1 Personal exposure 3 

9.2 Therapeutic drugs 1 

9.3 Air pollution 3 

9.4 Industrial exposure 3 

9.5 Radiation 3 

9.6 Physical injuries 2 

9.7 Nutritional pathology 3 

10. Blood Vessels  

10.1 Vascular response to injury 3 

10.2 Arteriosclerosis 3 

10.3 Atherosclerosis 2 

10.4 Hypertensive vascular disease 2 

10.5 Aneurisms and dissections 2 

10.6 Vasculitides 3 
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10.7 Veins and lymphatics 3 

11. The Heart 2 

11.1 *Congestive heart failure 1 

11.2 *Ischaemic heart disease 1 

11.3 Valvular heart disease 2 

11.4 Cardiomyopathies 3 

11.5 Pericardial disease 3 

11.6 Transplantation 3 

11.7 Congenital heart disease 3 

12. Blood Cell Disorders 3 

12.1 Normal development 3 

12.2 *Anaemias 2 

12.3 Polycythaemia 3 

12.4 Bleeding disorders 2 

12.5 *Blood groups; transfusions 2 

12.6 Leukopenia 2 

12.7 Inflammatory white cell proliferation 2 

12.8 Neoplastic white cell proliferation 3 

12.9 Splenomegaly 3 

13. The Lung 2 

13.1 *Atelectasia 3 

13.2 *Pulmonary congestion and oedema 2 

13.3 *Obstructive airways disease 1 

13.4 Diffuse interstitial disease 3 

13.5 Disease of vascular origin 3 

13.6 Pulmonary infections 1 

13.7 Tumours 2 

13.8 Pleural pathology 3 

13.9 *Hyperbaric oxygen 2 

14. The Gastrointestinal Tract 2 

14.1 Miscellaneous intestinal inflammatory 
disorders 3 

14.2 Malabsorption syndromes 3 

15. Liver & Biliary Tract 3 

15.1 General features of hepatic disease 1 

15.2 Infectious disorders 2 

15.3 Alcoholic liver disease 2 

15.4 Cholelithiasis 2 

15.5 Cholecystitis 2 

16. Pancreas 3 

16.1 Acute pancreatitis 2 

16.2 Chronic pancreatitis 2 

17. Renal System 2 

17.1 *Glomerular disease 3 

17.2 Tubular and interstitial disease 2 

17.3 *Hypertensive renal disease  3 

17.4 Urinary tract obstruction 2 

17.5 Urolithiasis 1 

17.6 *Abnormalities in acid-base balance 2 

18. Genitourinary 3 

18.1 Testes 3 

18.2 Prostate 3 

18.3 The female genital tract 3 

18.4 Gestational disorders 3 

19. Endocrine 3 

19.1 Pituitary 3 

19.2 Thyroid 3 

19.3 Parathyroid 3 

19.4 Endocrine pancreas 2 

19.5 Adrenal cortex and medulla 3 

20. Musculoskeletal System  

20.1 Bone remodelling, growth and 
development 3 

20.2 Osteoporosis 3 

20.3 Paget’s disease 3 

20.4 Fractures 1 

20.5 Osteonecrosis 3 

20.6 Osteomyelitis 2 

20.7 Arthritis 2 

21. Nervous System 2 

21.1 Peripheral neuropathies 3 

21.2 Cerebral oedema and 
raisedintracranial pressure 1 

21.3 Trauma 1 

21.4 Cerebrovascular disease 1 

21.5 Infections 2 

21.6 Demyelinating diseases 3 

21.7 Degenerative diseases 3 

21.8 Toxic and acquired metabolic diseases 3 

22. The Eye 3 

23. Genetic Disorders 3 

24. Head & Neck  

24.1 Teeth & supporting structures 3 

25. Diseases of Childhood  

25.1 Cystic fibrosis 3 

25.2 Sudden infant death syndrome 2 

26. The Skin 3 
 

PHYSIOLOGY 

1. The General & Cellular Basis of Medical 
Physiology  

1.1 General principles 1 

1.2 Functional morphology of the cell path.  
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 (Covered and examined in Pathology,  
 not Physiology) 

1.3 Transport across cell membranes 1 

1.4 The capillary wall 1 

1.5 Intercellular communication 2 

2.  Excitable Tissue: Nerve  

2.1 Introduction  3  

2.2 Nerve cells 3 

2.3 Excitation & conduction 1 

2.4 Ionic basis of excitation & conduction 1 

2.5 Properties of mixed nerves 2 

2.6 Nerve fibre types & function 1 

2.7 Neuroglia 3 

3. Excitable Tissue: Muscle  

3.1 Skeletal muscle  
3.1.1 Morphology 2 
3.1.2 Electrical phenomena & ionic 

fluxes 2 
3.1.3 Contractile responses 1 
3.1.4 Energy sources & 

metabolism 1 
3.1.5 Properties of skeletal 

muscles in the intact 
organism 1 

3.2 Cardiac muscle  
3.2.1 Morphology 2 
3.2.2 Electrical properties 1 
3.2.3 Mechanical properties 1 
3.2.4 Metabolism 1 
3.2.5 Pacemaker tissue 1 

3.3 Smooth muscle  
3.3.1 Morphology 3 
3.3.2 Visceral smooth muscle 2 

4. Synaptic & Junctional Transmission  

4.1 Synaptic transmission 1 
4.1.1 Functional anatomy 1 
4.1.2 Electrical events in 

postsynaptic neurons 1 
4.1.3 Inhibition & facilitation at 

synapses 1 
4.1.4 Chemical transmission of 

synaptic activity  
4.1.5 Principal neurotransmitter 

systems 1 
4.1.6 Synaptic plasticity & learning 3 

4.2 Neuromuscular transmission  
4.2.1 Neuromuscular junction 1 
4.2.2 Nerve endings in smooth & 

cardiac muscle 1 
4.2.3 Denervation hypersensitivity 1 

5. Reflexes  

5.1 Monosynaptic reflexes: the stretch 
reflex 2 

5.2 Polysynaptic reflexes: the  
withdrawal reflex 2 

5.3 General properties of reflexes 2 

6. Cutaneous, Deep & Visceral Sensation  

6.1 Pathways 1 

6.2 Touch 1 

6.3 Proprioception 1 

6.4 Temperature 1 

6.5 Pain 1 

6.6 Other sensations 1 

7. Vision  

7.1 Anatomic considerations 1 

7.2 The image-forming mechanism 1 

7.3 Responses in the visual pathways & 
cortex 1 

7.4 Other aspects of visual function 1 

7.5 Eye movements 2 

8. Hearing & Equilibrium  

8.1 Anatomic considerations 2 

8.2 Hair cells 3 

8.3 Hearing 2 

8.4 Vestibular function 2 

9. Alert Behaviour, Sleep & the Electrical 
Activity of the Brain  

9.1 The thalamus & the cerebral cortex 3 

9.2 The reticular formation & the reticular 3 

9.3 Activating system 3 

9.4 Evoked cortical potentials 3 

9.5 The electroencephalogram 3 

9.6 Physiologic basis of the EEG, 
consciousness, & sleep 3 

10. Control of Posture & Movement  

10.1 General principles 1 

10.2 Corticospinal & corticobulbar system 1 
10.2.1 Anatomy & function 1 
10.2.2 Posture-regulating systems 1 
10.2.3 Spinal integration 1 
10.2.4 Medullary components 1 
10.2.5 Midbrain components 3 
10.2.6 Cortical components 1 
10.2.7 Basal ganglia 3 

10.3 Cerebellum 1 

11. The Autonomic Nervous System 
 (Covered and examined in Pharmacology,  

 not Physiology) 

11.1 Anatomic organization of autonomic 
outflow  

11.2 Chemical transmission at autonomic 
junctions  

11.3 Responses of effector organs to 
autonomic nerve impulses  

12. Central Regulation of Visceral Function  

12.1 Medulla oblongata 2 

12.2 Hypothalamus  
12.2.1 Anatomic considerations 3 
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12.2.2 Hypothalamic function 1 
12.2.3 Relation to autonomic 

function 3 

12.3 Relation to cyclic phenomena 3 

12.4 Thirst 2 

12.5 Control of posterior pituitary secretion 
vasopressin 1, oxytocin 3 

12.6 Control of anterior pituitary secretion 2 

12.7 Temperature regulation 1 

13. Higher Functions of the Nervous 
System: Conditioned Reflexes, 
Learning & Related Phenomena 

13.1 Functions of the neocortex 2 

14. Energy Balance, Metabolism & 
Nutrition  

14.1 Energy metabolism  2 

14.2 Intermediary metabolism 2 

14.3 Carbohydrate metabolism 2 

14.4 Protein metabolism 2 

14.5 Fat metabolism 2 

14.6 Nutrition 2 

15. The Thyroid Gland  

15.1 Formation & secretion of thyroid 
hormones 2 

15.2 Transport & metabolism of thyroid 
hormones 2 

15.3 Effects of thyroid hormones 2 

15.4 Regulation of thyroid secretion 2 

15.5 Clinical correlates 2 

16. Endocrine Functions of the Pancreas & 
Regulation of Carbohydrate 
Metabolism  

16.1 Islet cell structure 3 

16.2 Structure, biosynthesis, & secretion of 
insulin 1 

16.3 Insulin excess 1 

16.4 Regulation of insulin secretion 2 

16.5 Glucagon 2 

16.6 Other islet cell hormones 3 

16.7 Fate of secreted insulin 1 

16.8 Effects of insulin 1 

16.9 Mechanism of action 2 

16.10 Consequences of insulin deficiency 1 

16.11 Effects of other hormones & exercise 
on carbohydrate metabolism 2 

16.12 Hypoglycemia & diabetes mellitus in 
humans 1 

17. The Adrenal Medulla & Adrenal Cortex  

17.1 Adrenal morphology 2 

17.2 Adrenal medulla  
17.2.1 Structure & function of 

medullary hormones 1 

17.2.2 Regulation of adrenal 
medullary secretion 1 

17.3 Adrenal cortex  
17.3.1 Structure & biosynthesis of 

adrenocortical hormones 3 
17.3.2 Transport, metabolism, & 

excretion of adrenocortical 
hormones 3 

17.4 Effects of adrenal androgens & 
estrogens 3 

17.5 Physiologic effects of glucocorticoids 1 

17.6 Pharmacologic & pathologic effects of 
glucocorticoids 1 

17.7 Regulation of glucocorticoid secretion 2 
17.7.1 Effects of mineralocorticoids 2 
17.7.2 Regulation of aldosterone 

secretion 1 
17.7.3 Role of mineralocorticoids in 

the regulation of salt 
balance 1 

17.7.4 Summary of the effects of 
adrenocortical 
hypofunction in humans 1 

18. Hormonal Control of Calcium 
Metabolism & the Physiology of Bone  

18.1 Calcium & phosphorus metabolism 1 

18.2 Bone physiology 2 

18.3 Vitamin D & the 
hydroxycholecalciferols 3 

18.4 The parathyroid glands 2 

18.5 Calcitonin 3 

18.6 Effects of other hormones & humoral 
agents on calcium metabolism 2 

19. The Pituitary Gland  

19.1 Introduction 1 

19.2 Morphology 2 

19.3 Intermediate-lobe hormones 3 

19.4 Growth hormone 2 

19.5 Physiology of growth 3 

19.6 Pituitary insufficiency 1 

19.7 Pituitary hyperfunction in humans 2 

20. The Gonads: Development & Function 
of the Reproductive System  

20.1 Sex differentiation & development  3 
20.1.1 Chromosomal sex  
20.1.2 Embryology of the human 

reproductive system  
20.1.3 Aberrant sexual 

differentiation  
20.1.4 Puberty  
20.1.5 Precocious & delayed 

puberty  
20.1.6 Menopause  

20.2 Pituitary gonadotropins & prolactin 3 

20.3 The male reproductive system 2 

 Structure  
20.3.1 Gametogenesis & ejaculation  
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20.3.2 Endocrine function of the 
testes  

20.3.3 Control of testicular function  
20.3.4 Abnormalities of testicular 

function  

20.4 The female reproductive system 2 
20.4.1 The menstrual cycle  
20.4.2 Ovarian hormones  
20.4.3 Control of ovarian function  
20.4.4 Abnormalities of ovarian 

function  

20.5 Pregnancy 1 

20.6 Lactation  2 

21. Endocrine Functions of the Kidneys, 
Heart & Pineal Gland  

21.1 Introduction 1 

21.2 The renin-angiotensin system 1 

21.3 Erythropoietin 2 

21.4 Hormones of the heart & other 
natriuretic factors 2 

21.5 Pineal gland 3 

22. Digestion & Absorption  

22.1 Introduction 2 

22.2 Carbohydrates 3 

22.3 Proteins & nucleic acids 3 

22.4 Lipids 2 

22.5 Absorption of water & electrolytes 1 

22.6 Absorption of vitamins & minerals 2 

23. Regulation of Gastrointestinal Function  

23.1 Introduction 2 

23.2 General considerations 1 

23.3 Gastrointestinal hormones 2 

23.4 Mouth & oesophagus 2 

23.5 Stomach 1 

23.6 Exocrine portion of the pancreas 2 

23.7 Liver & biliary system 1 

23.8 Small intestine 2 

23.9 Colon 2 

24. Circulating Body Fluids  

24.1 Introduction  1 

24.2 Blood 1 
24.2.1 Bone marrow  
24.2.2 White blood cells  
24.2.3 Immunity  
24.2.4 Platelets  
24.2.5 Red blood cells  
24.2.6 Blood types  
24.2.7 Plasma  
24.2.8 Haemostasis  

24.3 Lymph 3 

25. Origin of the Heartbeat & the Electrical 
Activity of the Heart  

25.1 Origin & spread of cardiac excitation 1 

25.2 The electrocardiogram 1 

25.3 Cardiac arrhythmias 1 

25.4 Electrocardiographic findings in other 
cardiac & systemic diseases 1 

26. The Heart as a Pump  

26.1 Mechanical events of the cardiac cycle 1 

26.2 Cardiac output 1 

27.  Dynamics of Blood & Lymph Flow  

27.1 Functional morphology 1 

27.2 Biophysical considerations 1 

27.3 Arterial & arteriolar circulation 1 

27.4 Capillary circulation 1 

27.5 Lymphatic circulation & interstitial fluid 
volume 1 

27.6 Venous circulation 1 

28. Cardiovascular Regulatory 
Mechanisms  

28.1 Local regulation 1 

28.2 Substances secreted by the 
endothelium  1 

28.3 Systemic regulation by hormones 1 

28.4 Systemic regulation by the nervous 
system 1 

29. Circulation through Special Regions  

29.1 Introduction 2 

29.2 Cerebral circulation 1 
29.2.1 Anatomic considerations  
29.2.2 Cerebrospinal fluid  
29.2.3 The blood-brain barrier  
29.2.4 Cerebral blood flow & its 

regulation  
29.2.5 Brain metabolism & oxygen 

requirements  

29.3 Coronary circulation 1 

29.4 Splanchnic circulation  2 

29.5 Cutaneous circulation  2 

29.6 Placental & foetal circulation 2 

30. Cardiovascular Homeostasis in Health 
& Disease  

30.1 Introduction 2 

30.2 Compensations for gravitational effects 1 

30.3 Exercise 1 

30.4 Inflammation & wound healing 1 

30.5 Shock 1 

30.6 Hypertension  1 

30.7 Heart failure  1 
  

31.  Respiration: Structure & Function 1 

31.1 Blood-gas interface  

31.2 Airways and airflow  

31.3 Blood vessels and flow  
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31.4 Stability of alveoli  

31.5 Removal of inhaled particles  

32. Ventilation 1 

32.1 Lung volumes  

32.2 Ventilation  

32.3 Anatomic dead space  

32.4 Physiologic dead space  

32.5 Regional differences in ventilation  

33. Diffusion 1 

33.1 Laws of diffusion  

33.2 Diffusion and perfusion limitations  

33.3 Oxygen uptake along the pulmonary 
capillary  

33.4 Measurement of diffusing capacity  

33.5 Reaction rates with haemoglobin  

33.6 Interpretation of diffusing capacity  
for CO  

33.7 CO2 transfer across the pulmonary 
capillary  

34. Blood Flow & Metabolism 1 

34.1 Pressures within pulmonary blood 
vessels  

34.2 Pressures around pulmonary blood 
vessels  

34.3 Pulmonary vascular resistance  

34.4 Measurement of pulmonary blood flow  

34.5 Distribution of blood flow  

34.6 Active control of the circulation  

34.7 Water balance in the lung  

34.8 Other functions of the pulmonary 
circulation  

34.9 Metabolic functions of the lung  

35. Ventilation – Perfusion Relationships 1 

35.1 Oxygen transport from air to tissues  

35.2 Hypoventilation  

35.3 Diffusion  

35.4 Shunt  

35.5 The ventilation-perfusion ratio  

35.6 Effect of altering the ventilation-
perfusion ratio of a lung unit  

35.7 Regional gas exchange in the lung  

35.8 Effect of ventilation-perfusion 
Inequality on overall gas exchange  

35.9 Distributions of ventilation-perfusion 
ratios  

35.10 Ventilation-perfusion inequality as a 
cause of CO2 retention  

35.11 Measurement of ventilation-perfusion 
inequality  

36. Gas Transport by the Blood 1 

36.1 Oxygen  

36.1.1 Dissolved O2  
36.1.3 Haemoglobin  
36.1.3 O2 Dissociation curve  

36.2 Carbon dioxide  
36.2.1 CO2 Carriage  
36.2.2 CO2 Dissociation curve  

36.3 Acid-base status  
36.3.1 Respiratory acidosis  
36.3.2 Respiratory alkalosis  
36.3.3 Metabolic acidosis  
36.3.4 Metabolic alkalosis  

36.4 Blood-tissue gas exchange  

37. Mechanics of Breathing 1 

37.1 Muscles of respiration  
37.1.1 Inspiration  
37.1.2 Expiration  

37.2 Elastic properties of the lung  
37.2.1 Pressure-volume curve  
37.2.2 Compliance  
37.2.3 Surface tension  

37.3 Causes of regional differences in 
ventilation  

37.3.1 Airway closure  
37.3.2 Measurement of airway 

resistance  
37.3.3 Pressures during the 

breathing cycle  
37.3.4 Chief site of airway 

resistance  
37.3.5 Factors determining airway 

resistance  
37.3.6 Dynamic compression of 

airways  

37.4 Cause of uneven ventilation  

37.5 Tissue resistance  

37.6 Work of breathing  
37.6.1 Work done on the lung  
37.6.2 Total work of breathing  

38. Control of Ventilation 1 

38.1 Central controller  
38.1.1 Brainstem  
38.1.2 Cortex  
38.1.3 Other parts of the brain  

38.2 Effectors  

38.3 Sensors  
38.3.1 Central chemoreceptors  
38.3.2 Peripheral chemoreceptors  
38.3.3 Lung receptors  
38.3.4 Other receptors  

38.4 Integrated responses  
38.4.1 Response to carbon dioxide  
38.4.2 Response to oxygen  
38.4.3 Response to pH  
38.4.4 Response to exercise  

38.5 Abnormal patterns of breathing  

39. Respiratory Systems under Stress  

39.1 Exercise  

39.2 High altitude  
39.2.1 Hyperventilation  
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39.2.2 Polycythemia  
39.2.3 Other features of 

acclimatization  

39.3 O2 Toxicity  

39.4 Space flight  

39.5 Increased pressure  
39.5.1 Decompression sickness  
39.5.2 Inert gas narcosis  
39.5.3 O2 toxicity  
39.5.4 Hyperbaric O2 therapy  

39.6 Polluted atmosphere  

39.7 Liquid breathing  

39.8 Perinatal respiration  
39.8.1 Placental gas exchange  
39.8.2 The first breath  
39.8.3 Circulatory changes  

40. Tests of Pulmonary Function 3 

40.1 Ventilation  
40.1.1 Forced expiration  
40.1.2 Lung volumes  

40.2 Diffusion  

40.3 Blood flow  

40.4 Ventilation-perfusion relationships  
40.4.1 Topographical distribution of 

ventilation and perfusion  
40.4.2 Inequality of ventilation  
40.4.3 Inequality of ventilation-

perfusion ratios  

40.5 Blood gases and pH  

40.6 Mechanics of breathing  
40.6.1 Lung compliance  
40.6.2 Airway resistance  
40.6.3 Closing volume  

40.7 Control of ventilation  

40.8 Exercise  

41. Renal Function & Micturition  

41.1 Introduction 1 

41.2 Functional anatomy 1 

41.3 Renal circulation 1 

41.4 Glomerular filtration 1 

41.5 Regulation of Na+ & C1- excretion 1 

41.6 Regulation of K+ excretion 1 

41.7 Diuretics 1 

41.8 Tubular function 1 

41.9 Water excretion  1 

41.10 Acidification of the urine & bicarbonate 
excretion 1 

41.11 Effects of disordered renal function 1 

41.12 The bladder 2 

42. Regulation of Extracellular Fluid 
Composition & Volume  

42.1 Introduction 1 

42.2 Defense of tonicity 1 

42.3 Defense of volume 1 

42.4 Defense of specific ionic composition 1 

42.5 Defense of H+ concentration 1 
 

 

PHARMACOLOGY 

1. General Pharmacology  

1.1 Pharmacokinetics   
1.1.1  Absorption  1 
1.1.2  Distribution  1 
1.1.3  Biotransformation  1 
1.1.4 Elimination kinetics  1 

1.2 Pharmacodynamics   
1.2.1 Mechanisms of action  1 
1.2.2 Receptors and their 

regulation  1 
1.2.3 Second messengers / G 

protein 1 
1.2.4 Dose response  1 
1.2.5 Dosing issues  1 

1.3 Principles of prescribing  
1.3.1 Drugs and the elderly 2 
1.3.2 Drugs and children 2 
1.3.3 Drugs and Pregnancy 2 

2. Respiratory System   

2.1 Methylxanthines  2 

2.2 Sympathomimetic 1 

2.3 Disodium cromoglycolate & others 3 

2.4 Muscarinic antagonists  1 

2.5 Antitussives 3 

2.6 Steroids in respiratory disease  1 

3. Cardiovascular System   

3.1 Emergency drugs (cardiac)  1 
3.1.1 Drugs used in cardiac arrest 1 
3.1.2 Inotropes  1 

3.2 Antianginal drugs 1 
3.2.1 Nitrates  1 
3.2.2 Calcium channel blockers  1 
3.2.3 Beta blockers  1 

3.3 Antiarrhythmic agents   
3.3.1 Sodium channel blockers   

3.3.1.1 Class 1a  2 

3.3.1.2 Class 1b  1 

3.3.1.3 Class 1c 2 
3.3.2 Beta blockers – class 2 1 
3.3.3 Potassium channel blockers 

– class 3 1 
3.3.4 Calcium channel blockers – 

class 4 1 
3.3.5 Adenosine 1 
3.3.6 Magnesium 1 

3.4 Cardiac glycosides 1 

3.5 Antihypertensives  
3.5.1 Beta blockers  1 
3.5.2 ACE inhibitors  2 
3.5.3 Vasodilators  2 
3.5.4 Sympatholytics  2 

3.6 Diuretics  
3.6.1 Loop diuretics 1 
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3.6.2 Thiazide diuretics  2 
3.6.3 Potassium sparing diuretics 2 
3.6.4 Osmotic 2 

3.7 Drugs affecting haemostasis, 
thrombosis and the haemopoietic 
system   

3.7.1 Streptokinase 3 
3.7.2 Tissue plasminogen activator 1 
3.7.3 Glycoprotein IIb and IIIa 

receptor inhibitors  3 
3.7.4 Ticlopidine and clopidogrel 3 
3.7.5 Aspirin 1 
3.7.6 Warfarin 1 
3.7.7 Heparin 1 
3.7.8 Haemopoietic agents 3 

3.8 Drugs used in control of lipids 3 

4. Nervous System   

4.1 Neurotransmitters 2 

4.2 Drugs acting on autonomic nervous 
system   

4.2.1 Sympathetic 1 
4.2.2 Parasympathetic  1 

4.3 Local anaesthetics 1 

4.4 General anaesthesia  
4.4.1 Induction agents 1 
4.4.2 Muscle relaxants  1 
4.4.3 Volatile anaesthetics 3 
4.4.4 Nitrous oxide 1 

4.5 Antipsychotic agents 2 

4.6 Antidepressives  
4.6.1 Tricyclics 1 
4.6.2 Serotonin re-uptake inhibitors 2 
4.6.3 Newer agents  2 
4.6.4 Lithium 1 

4.7 Anticonvulsants   
4.7.1 Phenytoin  1 
4.7.2 Carbamazepine  1 
4.7.3 Sodium valproate 1 
4.7.4 Newer agents 3 

4.8 Hypnotics / sedatives   
4.8.1 Benzodiazepines 1 
4.8.2 Barbiturates 1 
4.8.3 Newer agents 3 

4.9 Ethanol 1 

4.10 Anti-parkinsonian agents 3 

4.11 Anti-migraine agents 2 

5. Antimicrobial Agents   

5.1 Principles of action 1 

5.2 Beta lactam agents 1 

5.3 Aminoglyocides  1 

5.4 Sulphonamides  2 

5.5 Quinolones  2 

5.6 Antimycobacterial agents 3 

5.7 Metronidazole  2 

5.8 Antifungal 3 

5.9 Antiviral, including HIV prophylaxis 2 

5.10 Disinfectants 2 

5.11 Mechanism of resistance 3 

5.12 Anti-protazoal, anti-parasitic, anti-
helminithic 3 

5.13 Macrolide agents  2 

5.14 Tetracyclines 2 

5.15 Vancomycin 2 

5.16 Lincosamides 2 

5.17 Other 3 

6. Immune System  

6.1 Histamine antagonists 2 

6.2 Eicosanoids 3 

6.3 Vaccines 3 

6.4 Immunoglobulins 3 

7. Endocrine System  

7.1 Drugs used in treatment of diabetics 1 

7.2 Steroids  1 

7.3 Sex hormones  3 

7.4 Drugs used in treatment of thyroid 
disease 3 

7.5 Hypothalamic/pituitary hormone agents 3 

7.6 Drugs affecting bone metabolism 3 

7.7 Octreotide 2 

8. Gastro-Intestinal Tract   

8.1 Antiemetics 1 

8.2 Antidiarrhoeal 3 

8.3 Laxatives 3 

8.4 Anti-ulcer medication 2 

8.5 Antispasmodics 2 

8.6 Topical rectal agents 3 

9. Analgesics & Anti-Inflammatory Agents  

9.1 Anti-inflammatory drugs   
9.1.1 aspirin 
9.1.2 non-steroidal anti-

inflammatory drugs  2 

9.2 Paracetamol  1 

9.3 Anti-gout agents 3 

9.4 Steroids 1 

9.5 Opiates 1 

10. Toxicology  

10.1 Activated charcoal 1 

10.2 Antidotes  
10.2.1 N-Acetyl cysteine 2 
10.2.2 Naloxone 2 
10.2.3 Flumazenil 2 
10.2.4 Sodium bicarbonate 2 
10.2.5 Antivenoms 2 
10.2.6 Chelating agents 3 
10.2.7 Digoxin antibody fragments 2 
10.2.8 Oximes 3 

10.3 Toxidromes 1 

10.4 Drugs of abuse 2 



 ACEM Training & Examination Handbook Revised  7/7/2010 

 Topic Level Topic Level 

 

  
 

94 

11. Fluids & Electrolytes  

11.1 Intravenous fluid solutions 1 

11.2 Potassium 1 

11.3 Calcium 1 

11.4 Sodium 1 

11.5 Magnesium 1 

12. Miscellaneous   

12.1 Vitamins  
12.1.1 Vitamin K 2 
12.1.2 Vitamin B1 2 
12.1.3 Vitamin B6 3 

12.2 Ophthalmic preparations 2 

12.3 Genito-urinary agents 3 
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FFFEEELLLLLLOOOWWWSSSHHHIIIPPP   EEEXXXAAAMMMIIINNNAAATTTIIIOOONNN   

Regulation 4.14 

Regulations 4.1/11 to 4.1/15 inclusive should also be kept in mind, as they may also apply to certain trainees. 

The fellowship examination is “criteria referenced” rather than “norm referenced”, which means that any candidate 
who achieves the set standard (ie has met the criteria for passing) is deemed to have passed the examination.  
Candidates are not compared and fitted to a norm curve and the number of candidates who can pass the 
examination is not set in advance.   

The criteria are set with the issues of safe specialist practice foremost in mind.  The requirements include a sound 
knowledge base of current practice in emergency medicine as well as administrative, educational and research skills.  
The pass standard is set on candidates having consistent performance and demonstrating those attitudes, skills and 
knowledge expected from emergency physicians practising safely and independently at the level of consultant. 

CCaannddiiddaattuurree  ffoorr  tthhee  EExxaammiinnaattiioonn  

Without exception, all candidates for the fellowship examination must meet all of the eligibility requirements. 

Eligibility to sit Examination 

To be eligible to sit the fellowship examination, a candidate must – 

(a) be a registered and financial trainee of the College;  

(b) hold current registration to practise medicine in a State or Territory of Australia or in New Zealand; 

(c) be in their final year of advanced training; and 

(d) have satisfied regulation 4.10. 

Requirement C 

The final year of advanced training must have commenced by the date of the first clinical examination of the 
examination in question. 

Requirement D 

Regulation 4.10 must be satisfied by no later than the date the Board of Education meets to determine candidates’ 
eligibility for the examination in question.  For examinations held in the first half of the year, a special meeting for this 
purpose is usually convened in late January.  For examinations held in the second half of the year, eligibility is usually 
determined at the July meeting of the Board. 

Applicants who were ruled eligible to sit the 2004.1 or a prior examination are exempt from this last eligibility 
requirement.  However, if they do not satisfy regulation 4.10 within three years of the date they pass the fellowship 
examination, their pass will become null and void and they will be required to pass the examination again. 

Applications for examination 

Examination application forms (Form GT-45) are available from the College office and on the College web site. 
Applications must be received at the College office by the specified closing date.  Applications received after the 
closing date will not be accepted.  Incomplete applications which are not finalised by the closing date will not be 
accepted.   

Section 3 of Application Form 

Applicants who have not been formally accredited with the requisite amount of advanced training – ie. 36 months 
(“new” program) or 48 months (“old” program) – must provide full details of training undertaken since the date to 
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which they were last accredited.  This is essential for the purposes of determining eligibility to sit the examination.  
Please note that this section must be countersigned by the DEMT. 

Past Examination Papers 

 Past examination papers including some examples of all sections are available on the college website. 
(www.acem.org.au) 

SSttrruuccttuurree  ooff  EExxaammiinnaattiioonn  
 
 

FELLOWSHIP  
EXAMINATION 

 

 
Two sittings of the fellowship examination are held annually, the dates 
for which are set by Council. 

 

 Written Component 

 

 Part A – MCQ (multiple choice questions) 

 Part B – SAQ (short answer questions) 

 Part C – VAQ (visual aid questions) 

The written component is 
held at a maximum of two 
centres in each region. 

Selective presentation  
A candidate who fails more than one of the three written sections and is 
thereby unable to pass the examination will not be invited to attend the 
clinical section. 

 

 Clinical Component 

  

 Long Case 

 Short Case 

 Structured Clinical Examination 

The clinical component is held some 
10-12 weeks after the written 
component.  It is generally held in 
one region only, although two or 
more venues may be involved. 

 

The exam is divided into six parts.  It is recognised that different sections of the exam test different skills and abilities.  
The following descriptions of each section aim to clarify the intentions of the exam committee in setting each section 
and should act as a guide to candidates, trainers and examiners when preparing for the exams.  In determining the 
final overall mark each section is of equal value. 

WWrriitttteenn  ccoommppoonneenntt  

Part A – MCQ (Multiple Choice Questions) 

The format is 60 questions over 90 minutes (approximately 1½ minutes per question).   The questions are type A 
questions – one best response from five distracters.  There is no negative marking.  This component of the 
examination is marked by computer.  The pass mark is set at 33 questions (55%). 

 

Grade 
Number of Correct 
Questions Required to 
Obtain Grade 

 Grade 
Number of Correct 
Questions Required to 
Obtain Grade 

1 >17  6 >37 

2 >21  7 >41 

3 >25  8 >45 

4 >29  9 >49 

5 >33  10 >53 

 
The multiple choice paper will test factual knowledge of the curriculum.  A third of the paper will cover medicine 
(section 4), a third Surgery and Obstetrics and Gynaecology (sections 5 and 6) and the final third, the remainder of 
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the curriculum.  Approximately 25% of all questions will refer to the practice of emergency medicine in paediatric 
patients.  A typical paper may ask the following mix of questions (this is intended as a guide only):  

Medicine (Section 4) 
 

Topic Number  Topic Number 

Cardiovascular 4-6  Rheumatology 0-1 

Respiratory 4-6  Dermatology 0-1 

Gastrointestinal 1-3  Infectious Diseases 1-3 

Neurology 2-4  Immunology 0-1 

Endocrine 1-2  Metabolic 0-2 

Haematology 0-1  Acid Base 0-2 

Oncology 0-1  Neonates and Infants 0-2 

Renal 0-2    

 
Surgery and Obstetrics and Gynaecology (Sections 5 and 6) 
 

Topic Number  Topic Number 

Trauma 2-4  Neurosurgical 0-2 

Burns 0-2  Urology 0-2 

Dental 0-1  ENT 1-2 

Thoracic 0-1  Eye 1-2 

Abdominal 1-3  Wounds 0-1 

Anorectal 0-1  Plastics 0-1 

Vascular 0-2  Breast 0-1 

Orthopaedic 3-5  Obstetrics & Gynaecology 1-2 

Other Specialties (Sections 1-3 and 7-18) 
 

Topic Number  Topic Number 

0-2  Clinical Risk Management 0-1 Principles of Emergency 
Medicine 

  Prehospital and Retrieval 0-1 

Resuscitation 1-3  Disaster 0-1 

Anaesthetics 1-3  Medical Education 0-1 

Psychiatry 1-3  0-2 

Toxicology 3-5  

Administration & Management 

 

Environmental 1-3  0-1 

Radiology 1-2  

Research & Literature Appraisal 

 

Legal 0-1  Procedures & Skills 0-2 

 

Sample MCQ 
One of the criteria for the diagnosis of Kawasaki’s disease is: 
a) palatal petechiae 
b) elevated liver enzymes 
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c) fever of 3 days duration 
d) bilateral conjunctivitis 
e) high parvovirus B19 antibody  titre 
 

Part B – SAQ (Short Answer Questions) 

The format for this paper is eight questions over 120 minutes (approximately 15 minutes per question).  The paper 
will focus on assessment, interpretation, prioritization, clinical and non-clinical management issues and written 
communication at a consultant level.  All questions are evenly weighted and are marked out of 10 (see Pass/Fail 
Criteria).  Candidates are required to pass a minimum of five questions and have a total score of 40 or greater to 
pass this component of the examination.  These questions are marked by two examiners who give a single agreed 
mark. 

 

Score Raw Score 
Number of 

Passed 
Questions 

 Score Raw Score 
Number of 

Passed 
Questions 

0 0 0  6 44 6 

1 26 1  7 48 7 

2 29 2  8 52 8 

3 32 3  9 56 8 

4 36 4  10 60 8 

5 40 5     

 
Candidates are required to have both the raw score and the number of questions passed in order to obtain a 
particular grade. 

The SAQ paper aims to test the candidate’s ability to – 

 Demonstrate factual knowledge 

 Analyse, synthesise and prioritise diagnostic and management options in Emergency Medicine 

 Discriminate between various assessment and management options based on evidence based principles 

 Apply safe decision making 

 Demonstrate skills in team/resource management and emergency medical administration 

 Apply principles of clinical governance 

 Communicate competently in written medium at professional level 

 Demonstrate time management skills in order to deal with a range of topics in limited time 
 
 
One question will be asked from each 
of the core topics: 

•  Administration  •  Paediatrics 
•  Medicine  •  Resuscitation/Anaesthetics 
•  Trauma  
 

 
In addition, two further questions will 
be sourced from this group of topics: 

•  Emergency Medical Systems  
•  ENT/Eyes  
•  Environmental 
•  Obstetrics and Gynaecology 
•  Psychiatry 
•  Toxicology  
•  Minor Trauma (including orthopaedics) 
•  Surgery 

Scenarios may be combined to ensure that all the required topics are covered.  A scenario which involves a fitting 
child with an overdose may cover the topic areas of paediatrics, toxicology and resuscitation. 
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Part C – VAQ (Visual Aid Questions) 

This section of the examination is designed to test candidates’ abilities of recognition, interpretation of data and 
decision making. Candidates are also assessed on consistency and the ability to interpret the broad range of 
investigations and clinical material as well as their ability to pass a single question.  In order to pass this section, a 
pass in a minimum of five questions with a total score of 40 or greater is required.  Candidates are required to have 
both the raw score and the number of questions passed in order to obtain a particular grade. Each question is 
marked by two examiners who give a single agreed mark. 

The examination comprises eight questions in 60 minutes; all questions are evenly weighted and given a score out of 
10. Each question consists of a statement of background information, the “stem”, and a visual information source, the 
“prop”. The combined information provided by these will be examined with one or two questions, with the percentage 
marks allocated to each part clearly indicated. There may also be two separate props with a question relating 
respectively to each. The eight questions will include five core topic questions encompassing ECGs, plain radiology, 
paediatrics, trauma and pathology results, and three questions based on any topic relating to emergency medicine, 
which may include the five core topics.  
 

Score Raw Score 
Number of 

Passed 
Questions 

 Score Raw Score 
Number of 

Passed 
Questions 

0 0 0  6 44 6 

1 26 1  7 48 7 

2 29 2  8 52 8 

3 32 3  9 56 8 

4 36 4  10 60 8 

5 40 5     

Example: 

A 74 year old man is brought to your ED after three days of persistent vomiting and little oral intake. The setting is a 
small rural hospital, and you are unable to transfer him to your referral hospital until the following morning. 
Arterial blood gas and serum biochemical results are shown. 
 
a) Describe and interpret his investigations. (50%) 

b) Outline your treatment (50%) 
 Reference Range 

 FIO2 0.5  
 pH 7.62  (7.35-7.45) 
 pCO2 28.5 mmHg (35-45) 
 pO2 234 mmHg (80-95) 
 Bicarbonate 30.0 mmol/L (22-28) 
 Base excess 8.3  (-3 - +3) 
 O2

 saturation 99.8 % (> 95) 
 Lactate 1.1 mmol/L (< 1.3) 
 Na+ 131 mmol/L (134-146) 
 K+ 2.0 mmol/L (3.4-5) 
 Cl- 90 mmol/L (98-106) 
 Glucose 12.7 mmol/L (3.5-5.5) 

 

Further examples of Visual Aid Questions appear on the ACEM website. 

The VAQ paper aims to test the candidate’s ability to – 

 recognise and describe visual data encountered in Emergency Medicine practice 

 synthesize relevant and negative features of this data 
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 interpret the data within a specific clinical context 

 display knowledge consistent with safe and contemporary Emergency Medicine practice in questions related to 
data 

 consistently and adequately interpret a range of data in a limited time period 

CClliinniiccaall  CCoommppoonneenntt  

Any candidate who passes two or more sections of the written examination is invited to attend the clinical section of 
the examination. Any candidate who fails more than one section of the written examination will not be able to pass 
the examination and therefore will not be invited to attend the clinical section (selective presentation).  

The long case and short cases are examined on the first day and candidates can expect to be examined for their long 
case and short cases at the same venue.  No candidate should have to travel between venues for their long and 
short cases.  The SCE component of the examination is assessed on the second day of the examination and 
candidates should anticipate that this component of the examination may be held at a different venue from their long 
and short cases. 

Paediatrics, as pertinent to emergency medicine, may be examined in any part of the examination. There is no 
specific age limit for cases to be used. Involving the parent(s) is important when presented with a paediatric case 
and, in the short case examination, it is expected there will be increased verbal communication between the 
candidate, the child and the child’s parents. 

Extra cases – a supplementary long or short case may only be allocated to a candidate in the event of an 
exceptional circumstance. In practice this occurs very rarely.  Extra cases are available only in these sections of the 
exam in recognition of the use of real patients, unlike other parts of the exam.  Extra cases are awarded at the 
discretion of the Censor-in-Chief or Chair of the Fellowship Examination Committee when issues are brought to their 
attention by the examiners on that case or cases.  The extra case usually occurs immediately, but may occur at the 
end of the examination section subject to examiner availability.  Candidates will be examined by the two most senior 
examiners available.   

Long Case 

In the long case, the candidate will have a 35 minute session with the patient, a five minute break, and a 20 minute 
session with the examiners.  Patients may be inpatients or outpatients and will typically have multi system illness.  
The patients are seen blind in the first instance by the examiners so that they will have an appreciation of the level of 
difficulty and so take this into account in candidate assessment.  

Candidates will be provided with blank paper and a clipboard to write on during their 35 minutes with the patient.  
They are not allowed to write anything until the 35 minutes begins.  Preformatted notes are not allowed.  Candidates 
may take into the examination a small bag containing their usual examination instruments.  

During the five minute break, candidates are able to complete their notes and are encouraged to develop a problem 
list and plan of management. 

No textbooks, electronic devices or other reference sources may be used in the long case either within or outside the 
examination room. Failure to comply with this directive may mean dismissal from the examination. 

During a candidate’s 20 minutes with the examiners, the focus will be on meeting the defined core competencies of 
the clinical long case.  These are the ability to – 

 present a clinical history in a systematic and logical fashion; 

 establish the correct facts from a clinical history; 

 provide evidence of having undertaken a focused and systematic physical examination; 

 establish correct findings on physical examination; 

 suggest appropriate investigations in a logical sequence in order to establish or rule out relevant diagnoses; 

 put forward a relevant diagnosis (diagnoses) including differential diagnoses and relevant weightings for any 
such diagnoses; 

 put forward an appropriate set of acute management strategies for the specific case being undertaken; 

 exhibit an ability to communicate with senior colleagues in a clear, well paced fashion. 
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During the presentation, candidates should provide a comprehensive history of the presenting complaint, past history, 
social history, medication history, systematic questioning, findings on physical examination and a summary of active 
and inactive problems.  They should then go on to describe how they would have assessed and managed this patient 
had they presented to the emergency department.  For outpatients, this may require the candidate to speculate on 
possible ways the patient could present to the emergency department in the future, as there may be no current acute 
problems to deal with.  Following this, the examiners will ask questions on issues of direct relevance to the patient 
being discussed.  This could include interpretation of results and discussion of the current or possible future 
treatment. 

Short Case 

The short case component begins with a 20 minute session in which the candidate sees two patients with two 
examiners.  After five minutes changeover time, the candidate has a further 20 minutes to see another two patients 
with another pair of examiners.  Candidates may expect that one of their short cases will be a child.  Although the 
split between the two patients with each examiner pair is typically ten minutes each, the split is at the discretion of the 
examiners and so may be varied to accommodate a harder or easier case.  

All candidates will not see the same patients.  The choice of cases is at the discretion of the site organisers and will 
necessarily reflect the cases available.  Typically, a candidate will see a cardiovascular case, a neurological case, 
and two of a gastrointestinal or respiratory case or one “other”.  However, there can be no set or totally predictable 
formula for the mix of cases.  The “other case” could be, for example, an examination of the hands, a leg ulcer, 
speech, pregnant patient, neck mass, higher mental function or a patient with Parkinson’s disease.  Site organisers 
will do their best to ensure that candidates do not see too many short cases from one organ system and will try to 
adhere to the mix of cases as above.  Many of the short cases are likely to be outpatients.   

Candidates will be graded by the examiners on the proficiency with which the candidates address the following 
agreed core competencies ie the ability to – 

 perform a structured physical examination of a system or region of the body within the allotted time as directed 
by the examiners 

 elicit the physical signs relevant to the examination undertaken 

 report his/her findings to the examiners in a thorough, systematic, professional fashion 

 synthesize the physical signs elicited into relevant diagnostic possibilities 

 deal with the patient subject to the Clinical Short Case in a professional and empathetic manner 

The examiners will introduce each patient with a carefully worded and standardised stem.  Typically, a candidate will 
then be allowed 7-8 minutes to examine the patient and then have 2-3 minutes to present their findings.  The 
presentation may include, as appropriate, the examination findings (relevant positive and negative findings) 
diagnosis, differential diagnosis, severity, aetiology and complications.  Candidates and examiners are instructed that 
it is the candidate’s choice whether they present findings during their physical examination or only at the end.  
Conversation with the patient should be limited to that required to ensure the patient’s comfort (eg “are you sore 
anywhere?”) but may need to be more extensive in a paediatric case in order to gain the confidence of the child and 
parent. 

Examiners allocate a raw mark out of 10 for each of the individual cases.  Those raw marks are then totalled and 
converted to a final consolidated mark out of 10 as follows – 
 

Raw Score / 
40 

Final Section 
Score 

 
Raw Score / 

40 
Final Section 

Score 

0 0  23-26 6 

<11 1  27-29 7 

11-12 2  30-31 8 

13-14 3  32-33 9 

15-18 4  >33 10 

19-22 5    

 
To achieve an overall pass in the short case component, a candidate must pass at least two of the four cases.  A 
candidate who passes three cases and achieves a total raw score of 15-18 inclusive will be awarded a pass (5).  
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Where the total raw score is 19 or more but only one case has been passed, then a final score of four will be 
awarded. 

Structured Clinical Examination 

The candidate completes six stations during one hour.   Each station consists of three minutes reading time followed 
by seven minutes examination time.  All stations are equally weighted in marking.  Marks are allocated out of 10 for 
each of the six stations.  Candidates are required to pass 4 stations and have a total score of 30 or greater to pass 
this section of the examination.  Candidates are required to have both the raw score and the number of SCEs 
passed in order to obtain a particular grade. 

The SCE may involve an interaction with a trained actor to facilitate the assessment of the patient encounter 
(communication skills) and crisis management (curriculum references 1.5 and 1.7). 

 

Score Raw Score 
Number of 

Passed 
Questions 

 Score Raw Score 
Number of 

Passed 
Questions 

0 0 0  6 33 5 

1 21 1  7 36 5 

2 23 1  8 39 6 

3 25 2  9 42 6 

4 27 3  10 45 6 

5 30 4     

During the three minute reading time, the candidate is provided with written information such as a brief case scenario. 
The examiners first question may be included as part of the written information for selected SCEs.  For the three 
minutes reading time, no writing is allowed.  The candidate then undergoes examination for a seven minute period, 
with two examiners present.  One examiner acts as lead examiner and the other as scribe.  The examiner pair 
provide an agreed mark for the candidate for that SCE.  

SCEs aim to test the candidate’s – 

 ability to assess a clinical scenario and prioritize diagnostic and management endeavours 

 ability to manage complex, acute situations including resuscitation of the critically unwell patient 

 verbal and non verbal communication skills 

 description of visual data 

 team function and leadership 

 clinical administration 

 manual dexterity 

The Fellowship Examination Committee determines the questions and material for the SCEs.  A final workshop for 
the SCEs occurs prior to the examination, by examiners who will be examining at each SCE station.  The SCE’s are 
intended to allow examiners to assess candidates across a range of subjects in keeping with the curriculum and at 
consultant level.  For the six SCEs, there will be one selected from each of the three core topics of paediatrics, 
medicine and surgery (including trauma) and three others selected from the same or other sub-speciality topics.  
Several subjects may be covered within each SCE (eg. a SCE based on the scenario of a fitting child might involve 
all of paediatrics, trauma, resuscitation and anaesthetics).  A range of skills may be examined including problem 
solving, clinical judgement, communication skills, interpretation of investigations (eg ECG, radiology, laboratory), 
assessment, management and administrative issues.  Candidates are again reminded that the SCE component of 
the examination may involve the presence of a simulated patient (actor) in the examination room in order to facilitate 
assessment of communication skills as well as knowledge and management. 

The examiners are expected to move the candidate through the SCE in a timely fashion.  The candidate may be 
prompted or re-directed by the examiners as appropriate.  The format of the SCE should remain consistent for all 
candidates. 
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Adverse Patient Events 

An adverse patient event is defined as one in which, for the well being of the patient, that component of the 
examination has to be terminated prematurely. This is determined by the pair of examiners. In the case of an adverse 
event, the component (eg a case) will be deleted and an extra component will be run as soon as practicable in its 
place. The candidate will be informed of this immediately. 

Glossary of Terms 

The following definitions are intended as a guide to the understanding of terms commonly used in papers.  It is 
always important to read a question carefully, and to understand these terms in the context of that question.  The 
Fellowship Examination Committee and the examiners are instructed to be rigorous in the use of these terms.  
Candidates are advised to do similarly. 

Term Definition 

Assessment  History taking, physical examination and investigations. 

Describe State the characteristics or appearance of the subject, including relevant negatives. 

Discuss Examine the pros and cons of each of the alternatives asked for on a subject. 

Disposition Where the patient is sent following care in the emergency department, including follow-up if 
discharged. 

Interpret State a conclusion or conclusions which includes a differential diagnosis, but excludes 
management. 

Investigations Specific tests undertaken to make a diagnosis or monitor the patient's condition. 

List A numerical ordering of related items. 

Management Those aspects of care of the patient encompassing treatment, supportive care and 
disposition.  

Outline A brief description of the subject. 

Protocol A set of instructions on how to deal with a particular situation. 

Treatment Measures undertaken to cure or stabilise the patient's condition. 

  
PPaassss//FFaaiill  CCrriitteerriiaa  

For each individual section of the examination, the actual marks obtained are aggregated and an overall mark for 
each section (the “section mark”) is awarded on a scale of 0-10, in which – 
 0 = No response 
 1 = Dangerous practice 
 2 = Serious errors and omissions in the reply 
 3 = Clear fail 
 4 = Borderline fail 
 5 = Pass with no or little additional information 
 6 = Pass with some additional information 
 7 = Good pass – deals competently with major issues 
 8 = Very good pass 
 9 = Excellent knowledge and synthesis of information of very high quality 
 10 = Outstanding – expert response 

 

Marks for some sections are also based on consistency of performance.  A mark of five is a pass.  For the six 
sections collectively, this gives a maximum total score of 60 marks. 
A mandatory pass will be awarded to candidates who score – 
 a total of 30 or 31 and pass at least five sections; or 
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 a total of 32 or more and pass at least two clinical and two written sections. 
 

Discussion at the examiners meeting of individual candidates performance will only occur in exceptional 
circumstances and only at the discretion of the Censor-in-Chief or the Chair of the Fellowship Exam Committee. 

Fatal Error 

A “fatal error” is made in the following circumstances — 

 The candidate makes a clear and unambiguous statement of an action that is both unacceptable within the 
current body of knowledge and which will lead to the endangerment of the life of the patient being discussed; 

 The candidate was not led or entrapped by the examiners into making this statement; 

 The candidate was given a clear opportunity to understand the implications of the statement and does not retract 
the statement. 

A candidate who makes a fatal error is deemed to have failed the written question or individual clinical section in 
which the error is made.  However, such an error does not mean failure of the whole examination. 

Post-Examination Feedback to Failed Candidates 

Candidates who have failed the written examination will receive their individual section scores and marking examiner 
comments within two weeks of results notification. 

Candidates who pass the written examination but are subsequently unsuccessful at the clinical examination will 
receive their section scores and marking examiner comments from both the written and clinical examinations within 
two weeks of the clinical examination. 

Additional face-to-face discussion and review of performance is available and recommended to all unsuccessful 
candidates.  It is performed by an experienced examiner, with the timing and venue coordinated by their Regional 
Censor.  In addition, all candidates receive a comprehensive Fellowship examination report that encompasses all 
non-candidate specific issues approximately two weeks after its completion. 
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RReeccoommmmeennddeedd  RReeffeerreenncceess  

This is a list of recommended reference books.  It is not meant to be exclusive, but rather a guide to the books that 
should assist trainees and supervisors to review the knowledge base.  The most recent edition of each book should 
be referred to. 
 
Cameron P et al (eds), Textbook of Adult Emergency Medicine 
Churchill Livingstone  

Dunn R et al (eds), The Emergency Medicine Manual  
Venom Publishing 

Tintinalli JE (ed), Emergency Medicine: a comprehensive study guide 
McGraw-Hill  

Rosen P (ed-in-chief), Emergency Medicine: concepts and clinical practice 
Mosby 

Cameron P et al (eds), Textbook of Paediatric Emergency Medicine 
Churchill Livingstone 

Braunwald E, et al. (eds), Harrison’s Principles of Internal Medicine 
McGraw-Hill 

Chan T et al (eds), ECG in Emergency Medicine and Acute Care 
Elsevier Mosby  

Roberts JR, Hedges JR (eds), Clinical Procedures in Emergency Medicine 
WB Saunders Company 

Murray L et al (eds), Toxicology Handbook 
Churchill Livingstone 

Sutherland SK, Tibballs J, Australian Animal Toxins 
Oxford University Press 

Meier J, White J (eds), Handbook of Clinical Toxicology of Animal Venoms and Poisons 
CRC Press 

Bersten AD, Soni N (eds), Oh’s Intensive Care Manual 
Butterworth-Heinemann 

Talley N, O’Connor S, Examination Medicine – a Guide to Physician Training 
MacLennan & Petty 

Peat JK, Health Science Research 
Allen & Unwin 

 

Journals 

In addition, the following journals regularly contain articles relevant to emergency medicine, and should be used as a 
resource for the most recent knowledge in the medical literature. 
 Emergency Medicine Australasia (Australia & New Zealand) 
 Annals of Emergency Medicine (USA) 
 Journal of Emergency Medicine (USA) 
 Academic Emergency Medicine (USA) 
 Emergency Medicine Journal (UK) 
 New England Journal of Medicine 
 Lancet 
 British Medical Journal 
 Medical Journal of Australia 
 JAMA 
 Circulation 
 Journal of Trauma 
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FFFEEELLLLLLOOOWWWSSSHHHIIIPPP   CCCUUURRRRRRIIICCCUUULLLUUUMMM   

CCoorree  CCoommppeetteenncciieess,,  LLeeaarrnniinngg  OObbjjeeccttiivveess  &&  LLeevveellss  ooff  PPrraaccttiiccee..  

Introduction 

Core competencies, learning objectives and levels of practice have been introduced to a revised more 
comprehensive curriculum.  

The core competencies described are a reminder to trainees, and those Fellows involved in the assessment of 
trainees, that these are the competencies to be assessed in all areas of the curriculum. They can also be utilised by 
the Board of Education and Fellowship Examination Committee as domains of assessment for blueprinting to various 
current and future assessment processes.  

These competencies are closely related to the CanMEDS 2005 which appear subsequently in this handbook 
Trainees are obliged to make themselves familiar with the concepts of this framework. 

The categories of learning objectives that have been allocated to each topic in the curriculum describe in broad terms 
what should be learnt, and therefore what should be assessed, for topics that have been assigned this category. To 
some extent, this also provides a framework for how trainees might organise their thoughts or notes when studying 
the topics in a given category. 

The Board of Education and Fellowship Examination Committee realise that this new curriculum is more 
comprehensive than previous curricula. Recognising this, levels of practice have been introduced for each topic 
allocated a learning objective. This should focus the trainee to the topics that have been allocated expert and high 
levels of practice. It is intended that these areas will be examined and assessed more frequently. A trainee will be 
expected to have a greater degree of knowledge and skill in the areas marked as expert. If these topics are assessed 
in an examination, they may be examined to a greater depth. The topics marked as general are still of importance 
and may be assessed.  However, they would not be examined as frequently and, if examined, the depth of 
knowledge required to pass will not be as great. It is also realised that the level of practice allocated to certain topics 
could be debated. Arriving at the final level has been a majority consensus process.  

The Fellowship Examination Committee and Court of Examiners will be cognisant of these level of practices when 
setting examinations and examining. Examinations have already been set for 2006 without using this formal 
framework and it would not be until 2007.1 that it is officially actioned. However, trainees coming up to their 
examinations would be well advised to read the curriculum as a guide to where they might focus.  
It is the intention that this curriculum will contribute to the assessment process being transparent and welcomes 
feedback from any trainee or fellow. 

A.   Core competencies & domains to be assessed across the curriculum 

For each topic listed in the curriculum, at the end of the specialist training program the trainee should be able to 
demonstrate competency in the entire core competency areas specified below: 

 Medical expert with regard to the knowledge, skills and attitudes required in the specialty for the appropriate 
assessment (history, examination, investigation), diagnosis and management (supportive care, specific care 
and disposition) decisions involved in patient care 

 Medical expert with regard to the procedural and technical skills required in the specialty 

 Communicator 

 Collaborator 

 Manager 

 Health advocate 

 Scholar 

 Professional  

 Medical expert integrating the above competencies in clinical practice 
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B.   Categories of learning objectives 

The topics covered in the curriculum can be broadly grouped into the following categories: 
 
Diseases / Injuries / Symptoms (DIS) Procedures (P) 
Physical examination (E) Equipment (Eq) 
Investigations (I) Theories (T) 
Medical interventions (M) Systems (S) 
Pharmacological & toxicological agemts (D) Non-clinical/clinical interface (NCI) 

Diseases / Injuries / Symptoms (DIS) 

On completion of the specialty program the trainee will be able to describe or demonstrate the following regarding the 
condition specified: 

 the theory 

 assessment 

 management 

 contemporary issues 

 relevant core competencies 

Physical examination (E) 

On completion of the specialty program the trainee will be able to: 

 perform a complete physical examination of all relevant body systems on patients of any age 

 demonstrate and describe any abnormal physical signs present 

 describe the significance of abnormalities detected on physical examination 

 synthesise examination findings to suggest an underlying cause for abnormalities found 

 synthesise examination findings to suggest the severity of the condition 

 synthesise examination findings to suggest possible complications of the underlying disease 

 synthesise examination findings to suggest possible associated conditions of the underlying disease 

 demonstrate relevant core competencies 

Investigations (I) 

On completion of the specialty program the trainee will be able to: 

 describe an appropriate investigation strategy for a specified clinical problem 

 describe and/or demonstrate how the specified investigation is performed 

 describe the normal values/appearance of the specified investigation 

 describe the diagnostic patterns of abnormalities for the specified investigation 

 describe the likely clinical significance of abnormalities found with a specified investigation 

 describe the strengths and weaknesses of relevant alternative investigations to the one specified 

 apply relevant formulae (where applicable) to produce derived variables 

 demonstrate relevant core competencies 

Medical interventions (M) 

On completion of the specialty program the trainee will be able to:  

 describe the theoretical basis for a specified intervention 

 describe and/or demonstrate the intervention used including the properties and doses of agents used 

 describe the indications and contraindications for the intervention 

 determine the priority of the intervention amongst other care options 
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 describe the complications of the intervention 

 describe the likely outcome of the intervention in a specified scenario 

 evaluate the effectiveness of the intervention 

 describe related contemporary issues 

 demonstrate relevant core competencies 

Pharmacological and toxicological agents (D) 

On completion of the specialty program the trainee should be able to describe the following features of the agent or 
groups of related agents: 

 pharmacodynamics 

 pharmacokinetics 

 indications and contraindications 

 adverse effects 

 drug interactions 

 assessment and management of toxicity 

 therapeutic and likely toxic doses 

 administration & relevant core competencies 

Procedures (P) 

On completion of the specialty program the trainee will be able to describe and demonstrate the following related to 
the procedure:  

 preparation 

 the technique used including 

 –  relevant anatomy 

 –  variations in practice required in special circumstances 

 –  more than one technique should be able to be demonstrated if multiple methods are commonly used 

 indications 

 contraindications 

 possible complications and their frequency 

 predictors of success 

 likely benefits 

 the likely outcome of the procedure in a specified scenario 

 the evaluation of the effectiveness of the procedure 

 related contemporary issues 

 relevant core competencies 

Equipment (Eq) 

On completion of the specialty program the trainee should be able to: 

 describe the mechanism of action of a piece of equipment 

 describe the features commonly available for the type of equipment specified 

 successfully demonstrate the operation of the specified equipment 

 describe the likely maintenance requirements and purchase procedures for the type of equipment specified 

 demonstrate relevant core competencies 
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Theories (T) 

On completion of the specialty program the trainee should be able to describe: 

 the epidemiology of the specified condition 

 the mechanism/pathophysiology of disease production for the specified condition, including alternative 
theories if exact cause unknown 

 the application of a rule or equation used in the theory specified 

 and demonstrate relevant core competencies in applying the theory 

Systems (S) 

Systems are collections of procedures, equipment and/or staff brought together to perform specified tasks or work 
towards a common goal.  On completion of the specialty program, the trainee should be able to: 

 describe the place of a system in and/or outside of the context of an emergency department 

 describe the components of a system 

 describe how the components of a system interact to produce an effect 

 describe the major roles that personnel may play in the practical application of a system 

 discuss alternative structures of systems  

 demonstrate relevant core competencies 

Non-clinical / clinical interface (NCI) 

On completion of the specialty program the trainee should be able to: 

 demonstrate the knowledge, skills, attitudes and practical application required in relation to the specified topic 

 describe and understand the basic principles and theories which relate to the specified topic 

 describe the relationship of the specified topic to clinical emergency medicine 

 describe the importance of the specified topic to the functioning of the emergency department 

 describe the relationship of the specified topic to jurisdictional and ACEM standards of accreditation 

 describe the relationship of the specified topic to the health system 

 integrate the required knowledge, skills and attitudes with clinical practice 

 describe and understand the related non-clinical roles/positions of an emergency physician i.e. Director of 
Emergency Medicine (DEM), Director of Emergency Medicine Training (DEMT), teacher, academic, 
researcher, quality assurer, and manager etc 

 demonstrate relevant core competencies 

 
C.   Levels of practice 

All topics in the curriculum and their allocated learning objectives apply to the practice of emergency medicine. Thus 
each topic in the fellowship curriculum, which in turn has been allocated a learning objective, will be allocated to one 
of the following three levels of practice. 

(EX) Expert 

For clinical topics 

 able to demonstrate the knowledge and skills required by the objective at a level necessary to provide all 
aspects of acute care without the need for consultation 

For non-clinical topics 

 able to demonstrate an understanding of the principles and practical application of the topic without need for 
assistance from others 
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(H) High 

For clinical topics 

 able to demonstrate the knowledge and skills required by the objective at a level that would provide 
appropriate immediate and stabilising care without consultation 

 may require input from other specialties to provide continuing and definitive care 

For non-clinical topics 

 able to demonstrate an understanding of the principles and practical application of the topic and may require 
assistance from others who have special knowledge to competently deal with the topic 

(G) General 

For clinical topics 

 able to demonstrate the knowledge and skills required by the objective at a level that would enable recognition 
and/or appropriate investigation and/or consultation with an appropriate health care provider 

 able to provide immediate supportive management 

For non-clinical topics 

 able to demonstrate an understanding of the principles and practical application of the topic and would be 
expected to require further assistance from others who have special knowledge to competently deal with the 
topic 

EEsssseennttiiaall  RRoolleess  aanndd  CCoorree  CCoommppeetteenncciieess  ooff  SSppeecciiaalliisstt  EEmmeerrggeennccyy  
PPhhyyssiicciiaannss  

In September 1996, the Royal College of Physicians and Surgeons of Canada created the CanMEDS roles and 
enabling competencies to guide medical education through the teaching and assessment of the knowledge, skills and 
attitudes for better patient care.  This framework has recently been revised – CanMEDS 2005 Physician Competency 
Framework.  The following is taken directly from this document, as it provides an appropriate basis for training in 
emergency medicine. 

 The Royal College of Physicians and Surgeons of Canada.  Reproduced with permission. 

There are seven main roles, each with their own key competencies: 

Medical Expert 

 function effectively as consultants, integrating all of the CanMEDS roles to provide optimal, ethical and patient-
centred medical care 

 establish and maintain clinical knowledge, skills and attitudes appropriate to their practice 

 perform a complete and appropriate assessment of a patient 

 use preventive and therapeutic interventions effectively 

 demonstrate proficient and appropriate use of procedural skills, both diagnostic and therapeutic 

 seek appropriate consultation from other health professionals, recognizing the limits of their expertise 

Communicator 

 develop rapport, trust and ethical therapeutic relationships with patients and families 

 accurately elicit and synthesize relevant information and perspectives of patients and families, colleagues and 
other professionals 

 accurately convey relevant information and explanations to patients and families, colleagues and other 
professionals 

 develop a common understanding on issues, problems and plans with patients and families, colleagues and 
other professionals to develop a shared plan of care 
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 convey effective oral and written information about a medical encounter 

Collaborator 

 participate effectively and appropriately in an interprofessional healthcare team 

 effectively work with other health professionals to prevent, negotiate, and resolve interprofessional conflict 

Manager 

 participate in activities that contribute to the effectiveness of their healthcare organizations and systems 

 manage their practice and career effectively 

 allocate finite healthcare resources appropriately 

 serve in administration and leadership roles, as appropriate 

Health Advocate 

 respond to individual patient health needs and issues as part of patient care 

 respond to the health needs of the communities that they serve 

 identify the determinants of health of the populations that they serve 

 promote the health of individual patients, communities and populations 

Scholar 

 maintain and enhance professional activities through ongoing learning 

 critically evaluate information and its sources, and apply this appropriately to practice decisions 

 facilitate the learning of patients, families, students, residents, other health professionals, the public, and 
others, as appropriate 

 contribute to the creation, dissemination, application, and translation of new medical knowledge and practices 

Professional 

 demonstrate a commitment to their patients, profession, and society through ethical practice 

 demonstrate a commitment to their patients, profession, and society through participation in profession-led 
regulation 

 demonstrate a commitment to physician health and sustainable practice 

The following pages outline each of these roles in detail, both in terms of key competencies as well as specific 
objectives. 

MMeeddiiccaall  EExxppeerrtt    

Definition:  As Medical Experts, physicians integrate all of the CanMEDS Roles, applying medical knowledge, clinical 
skills, and professional attitudes in their provision of patient-centred care.  Medical Expert is the central physician role 
in the CanMEDS framework. 

Description: Physicians possess a defined body of knowledge, clinical skills, procedural skills and professional 
attitudes, which are directed to effective patient-centred care. They apply these competencies to collect and interpret 
information, make appropriate clinical decisions, and carry out diagnostic and therapeutic interventions. They do so 
within the boundaries of their discipline, personal expertise, the healthcare setting and the patient’s preferences and 
context. Their care is characterized by up-to-date, ethical, and resource-efficient clinical practice as well as with 
effective communication in partnership with patients, other health care providers and the community. The Role of 
Medical Expert is central to the function of physicians and draws on the competencies included in the Roles of 
Communicator, Collaborator, Manager, Health Advocate, Scholar and Professional. 

Key Competencies:   Physicians are able to … 

1. Function effectively as consultants, integrating all of the CanMEDS Roles to provide optimal, ethical and 
patient-centred medical care; 

2. Establish and maintain clinical knowledge, skills and attitudes appropriate to their practice; 



 ACEM Training & Examination Handbook Revised  7/7/2010 

 
 
 

  
 

112 

3. Perform a complete and appropriate assessment of a patient; 

4. Use preventive and therapeutic interventions effectively; 

5. Demonstrate proficient and appropriate use of procedural skills, both diagnostic and therapeutic; 

6. Seek appropriate consultation from other health professionals, recognizing the limits of their expertise.  

Enabling Competencies:  Physicians are able to ...  

1. Function effectively as consultants, integrating all of the CanMEDS Roles to provide optimal, ethical 
and patient-centred medical care 

1.1 Effectively perform a consultation, including the presentation of well-documented assessments and 
recommendations in written and/or verbal form in response to a request from another health care 
professional 

1.2 Demonstrate effective use of all CanMEDS competencies relevant to their practice 

1.3 Identify and appropriately respond to relevant ethical issues arising in patient care 

1.4 Effectively and appropriately prioritize professional duties when faced with multiple patients and 
problems 

1.5 Demonstrate compassionate and patient-centred care 

1.6 Recognize and respond to the ethical dimensions in medical decision-making 

1.7 Demonstrate medical expertise in situations other than patient care, such as providing expert legal 
testimony or advising governments, as needed 

2. Establish and maintain clinical knowledge, skills and attitudes appropriate to their practice 

2.1 Apply knowledge of the clinical, socio-behavioural, and fundamental biomedical sciences relevant to 
the physician’s specialty 

2.2 Describe the RCPSC framework of competencies relevant to the physician’s specialty 

2.3 Apply lifelong learning skills of the Scholar Role to implement a personal program to keep up-to-date, 
and enhance areas of professional competence 

2.4 Contribute to the enhancement of quality care and patient safety in their practice, integrating the 
available best evidence and best practices 

3. Perform a complete and appropriate assessment of a patient 

3.1 Effectively identify and explore issues to be addressed in a patient encounter, including the patient’s 
context and preferences 

3.2 For the purposes of prevention and health promotion, diagnosis and or management, elicit a history 
that is relevant, concise and accurate to context and preferences 

3.3 For the purposes of prevention and health promotion, diagnosis and/or management, perform a 
focused physical examination that is relevant and accurate 

3.4 Select medically appropriate investigative methods in a resource-effective and ethical manner 

3.5 Demonstrate effective clinical problem solving and judgment to address patient problems, including 
interpreting available data and integrating information to generate differential diagnoses and 
management plans 

4. Use preventive and therapeutic interventions effectively 

4.1 Implement an effective management plan in collaboration with a patient and their family 
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4.2 Demonstrate effective, appropriate, and timely application of preventive and therapeutic interventions 
relevant to the physician’s practice 

4.3 Ensure appropriate informed consent is obtained for therapies 

4.4 Ensure patients receive appropriate end-of-life care 

5. Demonstrate proficient and appropriate use of procedural skills, both diagnostic and therapeutic 

5.1 Demonstrate effective, appropriate, and timely performance of diagnostic procedures relevant to their 
practice 

5.2 Demonstrate effective, appropriate, and timely performance of therapeutic procedures relevant to their 
practice 

5.3 Ensure appropriate informed consent is obtained for procedures 

5.4 Appropriately document and disseminate information related to procedures performed and their 
outcomes 

5.5 Ensure adequate follow-up is arranged for procedures performed 

6. Seek appropriate consultation from other health professionals, recognizing the limits of their 
expertise 

6.1 Demonstrate insight into their own limitations of expertise via self-assessment 

6.2 Demonstrate effective, appropriate, and timely consultation of another health professional as needed 
for optimal patient care 

6.3 Arrange appropriate follow-up care services for a patient and their family 

CCoommmmuunniiccaattoorr  

Definition:  As communicators, physicians effectively facilitate the doctor-patient relationship and the dynamic 
exchanges that occur before, during, and after the medical encounter. 

Description: Physicians enable patient-centred therapeutic communication through shared decision-making and 
effective dynamic interactions with patients, families, caregivers, other professionals, and important other individuals.  
The competencies of this role are essential for establishing rapport and trust, formulating a diagnosis, delivering 
information, striving for mutual understanding, and facilitating a shared plan of care.  Poor communication can lead to 
undesired outcomes, and effective communication is critical for optimal patient outcomes.  The application of these 
communication competencies and the nature of the doctor-patient relationship vary for different specialties and forms 
of medical practice. 

Key Competencies:   Physicians are able to… 

1. Develop rapport, trust and ethical therapeutic relationships with patients and families; 

2. Accurately elicit and synthesize relevant information and perspectives of patients and families, colleagues and 
other professionals; 

3. Accurately convey relevant information and explanations to patients and families, colleagues and other 
professionals; 

4. Develop a common understanding on issues, problems and plans with patients and families, colleagues and 
other professionals to develop a shared plan of care; 

5. Convey effective oral and written information about a medical encounter. 

Enabling Competencies:   Physicians are able to...  
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1. Develop rapport, trust, and ethical therapeutic relationships with patients and families 

1.1 Recognize that being a good communicator is a core clinical skill for physicians, and that effective 
physician-patient communication can foster patient satisfaction, physician satisfaction, adherence and 
improved clinical outcomes 

1.2 Establish positive therapeutic relationships with patients and their families that are characterized by 
understanding, trust, respect, honesty and empathy 

1.3 Respect patient confidentiality, privacy and autonomy  

1.4 Listen effectively 

1.5 Be aware and responsive to nonverbal cues 

1.6 Effectively facilitate a structured clinical encounter 

2. Accurately elicit and synthesize relevant information and perspectives of patients and families, 
colleagues, and other professionals 

2.1 Gather information about a disease, but also about a patient’s beliefs, concerns, expectations and 
illness experience 

2.2 Seek out and synthesize relevant information from other sources, such as a patient’s family, caregivers 
and other professionals 

3. Accurately convey relevant information and explanations to patients and families, colleagues and 
other professionals 

3.1 Deliver information to a patient and family, colleagues and other professionals in a humane manner 
and in such a way that it is understandable, encourages discussion and participation in decision-
making 

4. Develop a common understanding on issues, problems and plans with patients, families, and other 
professionals to develop a shared plan of care 

4.1 Effectively identify and explore problems to be addressed from a patient encounter, including the 
patient’s context, responses, concerns, and preferences 

4.2 Respect diversity and difference, including but not limited to the impact of gender, religion and cultural 
beliefs on decision-making 

4.3 Encourage discussion, questions, and interaction in the encounter 

4.4 Engage patients, families, and relevant health professionals in shared decision-making to develop a 
plan of care 

4.5 Effectively address challenging communication issues such as obtaining informed consent, delivering 
bad news, and addressing anger, confusion and misunderstanding 

5. Convey effective oral and written information about a medical encounter 

5.1 Maintain clear, accurate, and appropriate records (e.g., written or electronic) of clinical encounters and 
plans 

5.2 Effectively present verbal reports of clinical encounters and plans 

5.3 When appropriate, effectively present medical information to the public or media about a medical issue 

CCoollllaabboorraattoorr  

Definition: As Collaborators, physicians effectively work within a healthcare team to achieve optimal patient care. 
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Description:  Physicians work in partnership with others who are appropriately involved in the care of individuals or 
specific groups of patients.  This is increasingly important in a modern multiprofessional environment, where the goal 
of patient-centred care is widely shared.  Modern healthcare teams not only include a group of professionals working 
closely together at one site, such as a ward team, but also extended teams with a variety of perspectives and skills, 
in multiple locations. It is therefore essential for physicians to be able to collaborate effectively with patients, families, 
and an interprofessional team of expert health professionals for the provision of optimal care, education and 
scholarship.   

Key Competencies:   Physicians are able to… 

1. Participate effectively and appropriately in an interprofessional healthcare team; 

2. Effectively work with other health professionals to prevent, negotiate, and resolve interprofessional conflict. 

Enabling Competencies:   Physicians are able to...  

1. Participate effectively and appropriately in an interprofessional healthcare team 

1.1 Clearly describe their roles and responsibilities to other professionals 

1.2 Describe the roles and responsibilities of other professionals within the health care team  

1.3 Recognize and respect the diversity of roles, responsibilities and competences of other professionals in 
relation to their own 

1.4 Work with others to assess, plan, provide and integrate care for individual patients (or groups of 
patients) 

1.5 Where appropriate, work with others to assess, plan, provide and review other tasks, such as research 
problems, educational work, program review or administrative responsibilities 

1.6 Participate effectively in interprofessional team meetings 

1.7 Enter into interdependent relationships with other professions for the provision of quality care 

1.8 Describe the principles of team dynamics 

1.9 Respect team ethics, including confidentiality, resource allocation and professionalism 

1.10 Where appropriate, demonstrate leadership in a healthcare team 

2. Effectively work with other health professionals to prevent, negotiate, and resolve interprofessional 
conflict 

2.1 Demonstrate a respectful attitude towards other colleagues and members of an interprofessional team 

2.2 Work with other professionals to prevent conflicts 

2.3 Employ collaborative negotiation to resolve conflicts 

2.4 Respect differences, misunderstandings and limitations in other professionals 

2.5 Recognize one’s own differences, misunderstanding and limitations that may contribute to 
interprofessional tension  

2.6 Reflect on interprofessional team function 

MMaannaaggeerr  

Definition: As Managers, physicians are integral participants in healthcare organizations, organizing sustainable 
practices, making decisions about allocating resources, and contributing to the effectiveness of the healthcare 
system. 
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Description:  Physicians interact with their work environment as individuals, as members of teams or groups, and as 
participants in the health system locally, regionally or nationally. The balance in the emphasis among these three 
levels varies depending on the nature of the specialty, but all specialties have explicitly identified management 
responsibilities as a core requirement for the practice of medicine in their discipline.  Physicians function as 
managers in their everyday practice activities involving co-workers, resources and organizational tasks, such as care 
processes, and policies as well as balancing their personal lives.  Thus, physicians require the ability to prioritize, 
effectively execute tasks collaboratively with colleagues, and make systematic choices when allocating scarce 
healthcare resources.  The CanMEDS manager role describes the active engagement of all physicians as integral 
participants in decision-making in the operation of the healthcare system.   

Key Competencies:  Physicians are able to… 

1. Participate in activities that contribute to the effectiveness of their healthcare organizations and systems; 

2. Manage their practice and career effectively; 

3. Allocate finite healthcare resources appropriately; 

4. Serve in administration and leadership roles, as appropriate. 

Enabling Competencies:   Physicians are able to...  

1. Participate in activities that contribute to the effectiveness of their healthcare organizations and 
systems 

1.1 Work collaboratively with others in their organizations 

1.2 Participate in systemic quality process evaluation and improvement, such as patient safety initiatives 

1.3 Describe the structure and function of the healthcare system as it relates to their specialty, including 
the roles of physicians 

1.4 Describe principles of healthcare financing, including physician remuneration, budgeting and 
organizational funding 

2. Manage their practice and career effectively 

2.1 Set priorities and manage time to balance patient care, practice requirements, outside activities and 
personal life 

2.2 Manage a practice including finances and human resources 

2.3 Implement processes to ensure personal practice improvement  

2.4 Employ information technology appropriately for patient care 

3. Allocate finite healthcare resources appropriately 

3.1 Recognize the importance of just allocation of healthcare resources, balancing effectiveness, efficiency 
and access with optimal patient care 

3.2 Apply evidence and management processes for cost-appropriate care 

4. Serve in administration and leadership roles, as appropriate 

4.1 Chair or participate effectively in committees and meetings 

4.2 Lead or implement a change in health care 

4.3 Plan relevant elements of health care delivery (e.g., work schedules) 
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HHeeaalltthh  AAddvvooccaattee  

Definition:  As health advocates, physicians responsibly use their expertise and influence to advance the health and 
well-being of individual patients, communities, and populations. 

Description:  Physicians recognize their duty and ability to improve the overall health of their patients and the society 
they serve. Doctors identify advocacy activities as important for the individual patient, for populations of patients and 
for communities. Individual patients need physicians to assist them in navigating the healthcare system and 
accessing the appropriate health resources in a timely manner.  Communities and societies need physicians’ special 
expertise to identify and collaboratively address broad health issues and the determinants of health. At this level, 
health advocacy involves efforts to change specific practices or policies on behalf of those served.  Framed in this 
multi-level way, health advocacy is an essential and fundamental component of health promotion.  Health advocacy 
is appropriately expressed both by individual and collective actions of physicians in influencing public health and 
policy. 

Key Competencies:  Physicians are able to… 

1. Respond to individual patient health needs and issues as part of patient care; 

2. Respond to the health needs of the communities that they serve; 

3. Identify the determinants of health of the populations that they serve; 

4. Promote the health of individual patients, communities and populations. 

Enabling Competencies:   Physicians are able to...  

1. Respond to individual patient health needs and issues as part of patient care 

1.1 Identify the health needs of an individual patient 

1.2 Identify opportunities for advocacy, health promotion and disease prevention with individuals to whom 
they provide care  

2. Respond to the health needs of the communities that they serve 

2.1 Describe the practice communities that they serve 

2.2 Identify opportunities for advocacy, health promotion and disease prevention in the communities that 
they serve, and respond appropriately 

2.3 Appreciate the possibility of competing interests between the communities served and other 
populations 

3. Identify the determinants of health for the populations that they serve 

3.1 Identify the determinants of health of the populations, including barriers to access to care and 
resources 

3.2 Identify vulnerable or marginalized populations within those served and respond appropriately 

4. Promote the health of individual patients, communities, and populations 

4.1 Describe an approach to implementing a change in a determinant of health of the populations they 
serve 

4.2 Describe how public policy impacts on the health of the populations served 

4.3 Identify points of influence in the healthcare system and its structure 

4.4 Describe the ethical and professional issues inherent in health advocacy, including altruism, social 
justice, autonomy, integrity and idealism 
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4.5 Appreciate the possibility of conflict inherent in their role as a health advocate for a patient or 
community with that of manager or gatekeeper 

4.6 Describe the role of the medical profession in advocating collectively for health and patient safety 

SScchhoollaarr  

Definition: As scholars, physicians demonstrate a lifelong commitment to reflective learning, as well as the creation, 
dissemination, application and translation of medical knowledge.    

Description: Physicians engage in a lifelong pursuit of mastering their domain of expertise.  As learners, they 
recognize the need to be continually learning and model this for others.  Through their scholarly activities, they 
contribute to the creation, dissemination, application and translation of medical knowledge.  As teachers, they 
facilitate the education of their students, patients, colleagues, and others.   

Key Competencies:  Physicians are able to… 

1. Maintain and enhance professional activities through ongoing learning; 

2. Critically evaluate information and its sources, and apply this appropriately to practice decisions; 

3. Facilitate the learning of patients, families, students, residents, other health professionals, the public, and 
others, as appropriate; 

4. Contribute to the creation, dissemination, application, and translation of new medical knowledge and 
practices. 

Enabling Competencies:  Physicians are able to...  

1. Maintain and enhance professional activities through ongoing learning. 

1.1 Describe the principles of maintenance of competence  

1.2 Describe the principles and strategies for implementing a personal knowledge management system 

1.3 Recognize and reflect learning issues in practice 

1.4 Conduct a personal practice audit 

1.5 Pose an appropriate learning question 

1.6 Access and interpret the relevant evidence 

1.7 Integrate new learning into practice 

1.8 Evaluate the impact of any change in practice 

1.9 Document the learning process 

2. Critically evaluate medical information and its sources, and apply this appropriately to practice 
decisions 

2.1 Describe the principles of critical appraisal 

2.2 Critically appraise retrieved evidence in order to address a clinical question 

2.3 Integrate critical appraisal conclusions into clinical care 

3. Facilitate the learning of patients, families, students, residents, other health professionals, the 
public and others, as appropriate 

3.1 Describe principles of learning relevant to medical education 
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3.2 Collaboratively identify the learning needs and desired learning outcomes of others 

3.3 Select effective teaching strategies and content to facilitate others’ learning 

3.4 Demonstrate an effective lecture or presentation 

3.5 Assess and reflect on a teaching encounter 

3.6 Provide effective feedback 

3.7 Describe the principles of ethics with respect to teaching 

4. Contribute to the development, dissemination, and translation of new knowledge and practices 

4.1 Describe the principles of research and scholarly inquiry 

4.2 Describe the principles of research ethics 

4.3 Pose a scholarly question 

4.4 Conduct a systematic search for evidence 

4.5 Select and apply appropriate methods to address the question 

4.6 Appropriately disseminate the findings of a study 

PPrrooffeessssiioonnaall  

Definition:  As professionals, physicians are committed to the health and well-being of individuals and society 
through ethical practice, profession-led regulation, and high personal standards of behaviour. 

Description:  Physicians have a unique societal role as professionals who are dedicated to the health and caring of 
others.  Their work requires the mastery of a complex body of knowledge and skills, as well as the art of medicine.  
As such, the Professional Role is guided by codes of ethics and a commitment to clinical competence, the embracing 
of appropriate attitudes and behaviours, integrity, altruism, personal well-being, and to the promotion of the public 
good within their domain.  These commitments form the basis of a social contract between a physician and society. 
Society, in return, grants physicians the privilege of profession-led regulation with the understanding that they are 
accountable to those served. 

This description is adapted from Cruess S, Johnston S, Cruess R.  2004.  “Profession”:  a working definition for 
medical educators.  Teaching and Learning in Medicine.  16(1): 74-6 

Key Competencies:  Physicians are able to … 

1. Demonstrate a commitment to their patients, profession, and society through ethical practice; 

2. Demonstrate a commitment to their patients, profession, and society through participation in profession-led 
regulation; 

3. Demonstrate a commitment to physician health and sustainable practice. 

Enabling Competencies:   Physicians are able to ...  

1. Demonstrate a commitment to their patients, profession, and society through ethical practice  

1.1 Exhibit appropriate professional behaviors in practice, including honesty, integrity, commitment, 
compassion, respect and altruism 

1.2 Demonstrate a commitment to delivering the highest quality care and maintenance of competence 

1.3 Recognize and appropriately respond to ethical issues encountered in practice 

1.4 Appropriately manage conflicts of interest 
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1.5 Recognize the principles and limits of patient confidentiality as defined by professional practice 
standards and the law 

1.6 Maintain appropriate relations with patients. 

2. Demonstrate a commitment to their patients, profession and society through participation in 
profession-led regulation 

2.1 Appreciate the professional, legal and ethical codes of practice 

2.2 Fulfil the regulatory and legal obligations required of current practice 

2.3 Demonstrate accountability to professional regulatory bodies 

2.4 Recognize and respond to others’ unprofessional behaviours in practice 

2.5 Participate in peer review 

3. Demonstrate a commitment to physician health and sustainable practice 

3.1 Balance personal and professional priorities to ensure personal health and a sustainable practice 

3.2 Strive to heighten personal and professional awareness and insight 

3.3 Recognize other professionals in need and respond appropriately 
 
Source: Frank, JR., Jabbour, M., et al. Eds. Report of the CanMEDS Phase IV Working Groups. Ottawa: 
 The Royal College of Physicians and Surgeons of Canada. March, 2005.  
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LLLEEEAAARRRNNNIIINNNGGG   &&&   EEEXXXAAAMMMIIINNNAAATTTIIIOOONNN   PPPRRROOOCCCEEESSSSSSEEESSS   

Paediatric Topics 

It should be noted that there is no separate section on paediatric topics.  Instead, topics relevant to the paediatric age 
group are integrated throughout the topic list.  This in no way diminishes the importance of paediatric emergency 
medicine either in practice or in examinations. 
 
 Columns Columns 
 LO LP LO LP 

 
1. PRINCIPLES OF 

EMERGENCY MEDICINE 

1.1 Definitions and Background 

Demonstrate knowledge of the 
following definitions 
a) Emergency medicine S Ex 
b) Emergency department S Ex 
c) Emergency physician S Ex 

1.2 History of Emergency Medicine 

Demonstrate knowledge of history of 
emergency medicine in Australia and 
New Zealand S H 

Demonstrate knowledge of history of 
emergency medicine in other countries S G 

1.3  Triage 

Demonstrate knowledge of the 
principles of the following 
a) Definition S Ex 
b) Philosophy of triage S Ex 
c) Australasian Triage Scale S Ex 
d) Potential limitations of triage S Ex 

1.4 Epidemiology 

Demonstrate knowledge of common 
patterns of attendances in adults and 
children to an ED S H 

1.5  Patient encounters 

Demonstrate capacity to effectively 
identify and explore issues to be 
addressed in an emergency patient 
encounter, including the patient’s 
context and preferences S Ex 

Demonstrates capacity to effectively 
seek out and integrate relevant 
information from other sources, such as 
a patient’s family, caregivers and other 
professionals S Ex 

Demonstrate capacity to effectively 
deliver information to a patient and 

family, colleagues and other 
professionals in a humane manner and 
in such a way that it is understandable, 
and culturally appropriate S Ex 

Demonstrate effective clinical problem 
solving and judgment to address a 
patient's emergency problems, 
including interpreting available data and 
integrating information to generate 
differential diagnoses and management 
plans S Ex 

Demonstrate capacity to implement an 
effective emergency management plan 
in collaboration with a patient and their 
family S Ex 

1.6 Community Liaison 

Demonstrate knowledge of the 
principles of liaison between the ED 
and the following 
a) General practice S H 
b) Community agencies S H 
c) Disease prevention 

Demonstrate knowledge of the 
principles and practice of disease 
prevention as it relates to 
emergency medicine  S G 

1.7 Crisis Management 

Demonstrate knowledge of how to 
manage the effects of the following 
events on patients, their friends and 
relatives, and staff 
a) Deceased patients NCI Ex 
b) Violence NCI Ex 
c) Victim management NCI G 
d) Child and elder abuse 

i) Neglect, failure to thrive NCI H 
ii) Physical abuse NCI H 
iii) Sexual abuse NCI H 
iv) Psychological abuse NCI H 
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2. RESUSCITATION 

2.1  Airway 

a) Basic airway maintenance 
techniques P Ex 

b) Oxygen delivery systems Eq Ex 
c) Bag mask ventilation P Ex 
d) Intubation and rapid sequence 

induction P Ex 
e) Alternative/different airway 

techniques  P Ex 
i) laryngeal mask 
ii) other 

f) Needle/surgical cricothyroidotomy P Ex 
g) Tracheostomy P H 
h) Tracheal suctioning P Ex 

2.2  Airway Management 

a) Elective intubation P Ex 
b) Confirming endotracheal tube 

position P Ex 
c) Laryngeal mask airway P Ex 
d) Capnography I Ex 
e) Pulse oximetry I Ex 
f) Extubation P Ex 
g) Ventilators   

i) Used in EDs Eq Ex 
ii) Other Eq H 
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h) Non-invasive ventilation Eq Ex 

2.3  Life Support 

a) Cardiac arrest DIS Ex 
b) Basic life support P Ex 
c) ACLS drugs and algorithms M Ex 
d) Defibrillation P Ex 
e) Special arrest situations  

i) Paediatric M Ex 
ii) Trauma M Ex 
iii) Hypothermia M Ex 
iv) Out-of-hospital M Ex 

2.4  Vital sign measurement 

a) Clinical vital signs (BP, pulse, RR, 
temp) I Ex 

b) Non-invasive electronic monitoring I/P Ex 
c) Invasive monitoring P H 

2.5  Shock 

a) Intravenous fluid composition and 
therapy M Ex 
i) High volume intravenous 

infusion techniques P Ex 
ii) Autotransfusion P G 

b) Peripheral venous access P Ex 
i) Accessing indwelling vascular 

devices P Ex 
ii) Vascular access techniques 

in infants & children P Ex 
c) Central venous access 

i) Subclavian P Ex 
ii) Internal jugular P Ex 

iii) Femoral P Ex 
iv) Cubital P Ex 

d) Central venous pressure 
measurement I Ex 

e) Alternative venous access 
i) Intraosseus P Ex 
ii) Peripheral venous cutdown P H 

f) Inotropes D Ex 
g) Pressors D Ex 
h) Arterial puncture and cannulation P Ex 
i) Endotracheal drug delivery M Ex 
j) MAST suit P G 

2.6  Coma 

a) Care of the comatose patient M/I Ex 
b) Brain death DIS H 

2.7  Age-specific differences 

Be able to describe the anatomical and 
physiological differences that might 
affect resuscitation in the following 
groups 
a) Neonatal T Ex 
b) Infant T Ex 
c) Paediatric T Ex 
d) Elderly T Ex 

 

3. ANAESTHETICS 

3.1  General Anaesthetic 
Techniques 

a) Intravenous induction and 
maintenance agents D Ex 

b) Muscle relaxants D Ex 
i) Depolarising 
ii) Non-depolarising 

c) Inhalational anaesthetic agents 
(including nitrous oxide) D H 

d) Drugs for conscious sedation D Ex 

3.2  Local Anaesthetic Techniques 

a) Local anaesthetic pharmacology 
and toxicity D Ex 

b) Regional nerve blocks P H 
i) Digital 
ii) Wrist 
iii) Brachial plexus 
iv) Femoral 
v) Facial 
vi) Foot 

c) Intravenous regional anaesthesia P Ex 
d) Local anaesthetic adjuncts and 

alternatives D H 

3.3  Pain Management 

a) Acute pain management M/I Ex 
i) Drugs 
ii) Methods of delivery 
iii) Adjucts 
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b) Chronic pain management T G 
c) Pain scores T Ex 

3.4 Procedural Analgesia and 
Sedation P Ex 
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4. MEDICINE 

4.1  Cardiovascular  

a) Clinical examination of the 
cardiovascular system E H 

b) Interpretation of symptoms and 
clinical signs of the cardiovascular 
system E Ex 

c) Acute coronary syndromes (ACS)   
i) Approach to the patient with 

chest pain DIS Ex 
ii) Prehospital management S H 
iii) Low-risk chest pain I/S H 
iv) Stable angina DIS H 
v) Unstable angina DIS H 
vi) Myocardial infarction DIS Ex 
vii) Right ventricular myocardial 

infarction DIS H 
viii) Thrombolysis in myocardial 

infarction M Ex 
ix) Left ventricular failure and 

cardiogenic shock in the 
setting of myocardial 
infarction DIS H 

x) Interventional cardiology in 
acute coronary syndromes M/P G 

xi) Pharmacological agents used 
in acute coronary syndromes D H 

xii) Interpreting the ECG in the 
setting of acute coronary 
syndromes  I Ex 

xiii) ST elevation in the absence 
of myocardial infarction I Ex 

xiv) An understanding of the 
major trials in acute coronary 
syndromes  T H 

xv) Current research in ACS T H  
xvi) Chest pain pathways M/S H 
xvii) Chest pain units M/S H 

d) Syncope DIS H 
i) Differential diagnosis 
ii) Identification of at-risk groups 
iii) Management and disposition 

e) Congestive cardiac failure DIS H 
f) Valvular disorders 

i) Aortic DIS H 
ii) Mitral DIS H 
iii) Tricuspid DIS G 
iv) Pulmonary DIS G 
v) Conditions that are 

associated with valvular 
disorders DIS G 

g) Disorders of the myocardium 
i) Cardiomyopathy DIS G 

ii) Aneurysm DIS G 
iii) Atrial septal defect DIS G 
iv) Ventricular septal defect DIS G 
v) Dextrocardia DIS G 

h) Disorders of the pericardium 
i) Acute pericarditis DIS H 
ii) Constrictive pericarditis DIS G 
iii) Pericardial effusion DIS G 
iv) Pericardial tamponade DIS H 
v) Pericardiocentesis P H 

i) Cardiogenic shock DIS H 
j) Hypertension  

i) Urgencies DIS H 
ii) Emergencies DIS Ex 
iii) Pharmacological agents used 

to treat hypertension D H 
k) Disturbances of cardiac rhythm 

i) Mechanisms of arrhythmias T H 
ii) Bradycardias 

i. sinus bradycardia DIS Ex 
ii. heart block DIS Ex 
iii. other bradycardias DIS Ex 

iii) Tachycardias DIS Ex 
i. narrow complex regular DIS Ex 
ii. narrow complex 

irregular DIS Ex 
iii. wide complex regular DIS Ex 
iv. wide complex irregular DIS Ex 
v. torsade des pointes DIS Ex 
vi. ventricular fibrillation DIS Ex 

iv) Ectopy 
i. narrow complex DIS Ex 
ii. wide complex DIS Ex 

v) Accessory pathways 
i. Wolff-Parkinson-White 

syndrome DIS Ex 
ii. other DIS H 

vi) Electrophysiological testing I G 
vii) Drugs associated with cardiac 

arrhythmias D Ex 
viii) Pharmacological agents used 

to treat arrhythmias D Ex 
ix) International guidelines for 

the management of  
arrhythmias D Ex 

l) Implantable cardiac devices (ICDs) 
i) Implantable pacemakers Eq G 
ii) Implantable defibrillators Eq G 
iii) Complications of ICDs Eq/T G 

m) External and internal emergent 
cardiac pacing Eq/P H 

n) Disorders of the peripheral 
vasculature 
i) Deep venous thrombosis DIS H 
ii) Pulmonary embolism DIS H 
iii) Mesenteric ischaemia DIS H 

o) Cardiac transplantation DIS G 
p) Endocarditis DIS H 
q) Tumours DIS G 
r) Congential heart disease DIS G 

i) Cyanotic heart disease DIS H 
s) Rheumatic fever DIS H 
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4.2 Respiratory 

a) Clinical examination of the 
respiratory system E H 

b) Interpretation of symptoms and 
clinical signs of the signs of the 
respiratory system E Ex 

c) Respiratory failure DIS H 
d) Upper airway obstruction DIS Ex 
e) Infectious diseases 

i) Croup DIS H 
ii) Bronchitis DIS H 
iii) Pneumonia DIS H 
iv) Empyema DIS H 

f) Aspiration DIS H 
g) Acute lung injury/respiratory 

distress syndrome DIS H 
h) Asthma DIS Ex 
i) Pneumothorax DIS Ex 
j) Intercostal catheter insertion P Ex 
k) Pneumomediastinum DIS H 
l) Chronic obstructive pulmonary 

disease DIS H 
m) Pleural effusions DIS H 
n) Needle thoracocentesis P H 
o) Haemoptysis DIS H 
p) Cavitating lung lesions DIS G 
q) Isolated “coin” lesions on chest x-

ray DIS G 
r) Disorders of the chest wall DIS G 
s) Disorders of the mediastinum DIS G 
t) The respiratory effects of obesity DIS G 
u) Sleep apnoea DIS G 
v) Lung transplants DIS G 
w) Neoplastic disorders DIS G 
x) Congenital/neonatal 

i) Bronchopulmonary dysplasia DIS G 
ii) Cystic fibrosis DIS G 

4.3 Gastrointestinal 

a) Clinical examination of the 
gastrointestinal system E H 

b) Interpretation of the symptoms and 
clinical signs of the gastrointestinal 
system  E H 

c) Gastrointestinal bleeding DIS H 
i) Indications for urgent 

gastroscopy M Ex 
ii) Techniques used with 

gastroscopy to control 
haemorrhage P G 

iii) Pharmacological agents used 
in management toxicological 
agents  D H 

iv) Oesophageal varices DIS H 
v) Balloon tamponade of gastro-

oesophageal varices P G 
vi) Peptic ulceration DIS H 
vii) Angiodysplasia of the colon DIS G 

d) Oesophageal disorders 
i) Infectious disorders DIS G 
ii) Oesophagitis DIS G 
iii) Gastroesophageal reflux DIS G 
iv) Motor abnormalities DIS G 

v) Mallory-Weiss syndrome DIS H 
vi) Stricture and stenosis DIS G 
vii) Tracheo-oesophageal fistula DIS G 
viii) Neoplastic disorders DIS G 

e) Peptic ulcer disease and gastritis DIS H 
f) Feeding tube management DIS H 
g) Inflammatory bowel disease DIS G 
h) Irritable bowel syndrome DIS G 
i) Infectious disorders and 

gastroenteritis DIS G 
j) Hepatic disorders 

i) Jaundice DIS G 
ii) Interpretation of liver function 

tests I H 
iii) Hepatic failure DIS G 
iv) Hepatitis DIS G 
v) Other infectious disorders of 

the liver DIS G 
vi) Vascular disorders DIS G 
vii) Liver transplant patient DIS G 
viii) Alcoholic liver disease DIS G 
ix) Hepato-renal syndrome DIS G 
x) Portal hypertension DIS G 

k) Abdominal paracentesis P H 

4.4 Neurological 

a) Clinical examination of the 
neurological system E H 

b) Interpretation of symptoms and 
clinical signs of the neurological 
system E H 

c) Disorders of the cranial nerves 
i) Facial nerve paralysis DIS H 
ii) Other DIS G 

d) Headache and facial pain 
i) Pharmacological agents DIS H 
ii) Indications for imaging (CT, 

MRI) I H 
iii) Migraine DIS H 
iv) Cluster headache DIS H 
v) Tension headache DIS H 
vi) Raised intracranial pressure DIS H 
vii) Temporal arteritis DIS H 
viii) Neuralgia DIS G 
ix) TMJ syndrome DIS G 

e) Cerebrovascular accident (CVA) 
i) Transient ischaemic attacks DIS H 
ii) RINDS DIS H 
iii) Thrombotic CVA DIS H 
iv) Embolic CVA DIS H 
v) Haemorrhagic CVA DIS H 
vi) Cerebellar CVA DIS H 
vii) Thombolysis in CVA M H 
viii) CVA and hypertension DIS G 
ix) Syndromes of CVA DIS G 

i. Anterior cerebral artery DIS G 
ii. Middle cerebral artery DIS G 
iii. Posterior inferior 

cerebellar artery 
syndrome DIS G 

iv. Lacunar syndrome DIS G 
v. Midbrain, pontine and 

brainstem syndromes DIS G 
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x) Stroke units S G 
f) Altered mental state 

i) Coma DIS Ex 
ii) Acute brain syndrome DIS H 
iii) Dementia DIS G 
iv) Memory disorders DIS G 

g) Approach to ataxia and gait 
disturbances DIS G 

h) Seizures DIS H 
i) Status epilepticus DIS Ex 
j) Dystonic reactions DIS H 
k) Lumbar puncture P Ex 
l) Interpretation of CSF fluid 

biochemistry,  cell count and 
microbiology  I H 

m) Infectious disorders of the CNS and 
PNS 
i) Meningitis DIS H 
ii) Encephalitis DIS H 
iii) Abscess DIS H 
iv) Tuberculosis DIS G 
v) Toxoplasmosis DIS G 
vi) Cryptococcal infection DIS G 
vii) HIV DIS G 

n) Guillain-Barré syndrome DIS G 
o) Multiple sclerosis DIS H 
p) Myasthenia gravis & Eaton-

Lambert syndrome DIS G 
q) Botulism DIS G 
r) Diphtheria DIS G 
s) Tetanus DIS H 
t) Motor neurone disease DIS H 
u) Peripheral neuropathy DIS G 
v) Disorders of the peripheral nervous 

system 
i) Peripheral nerve lesions DIS H 
ii) Brachial plexus syndrome DIS G 

w) Myopathy DIS G 
x) Periodic paralysis DIS H 
y) Parkinson’s disease DIS G 
z) Hydrocephalus DIS H 
aa) Complications of the central 

nervous system  devices DIS G 
ab) Disorders of the spinal cord DIS G 
ac) Medical problems in the spinally-

injured patient DIS H 
ad) Paraneoplastic disorders of the 

CNS and PNS DIS G 

4.5 Endocrine 

a) Clinical examination of the 
endocrine system E H 

b) Interpretation of symptoms and 
clinical signs of the endocrine 
system E H 

c) Hypoglycaemia DIS Ex 
d) Diabetic ketoacidosis DIS Ex 
e) Diabetic with unstable blood 

glucose DIS H 
f) Alcoholic ketoacidosis DIS H 
g) Hyperosmolar hyperglycaemic 

nonketotic syndrome DIS Ex 
h) Adrenal disorders 

i) Acute adrenal insufficiency 
(adrenal crisis) DIS H 

ii) Congenital adrenal 
insufficiency DIS G 

iii) Cushing’s disease DIS G 
iv) Conn’s syndrome DIS G 
v) Phaeochromocytoma DIS G 

i) Thyroid disorders 
i) Urgencies associated with 

thyroid disorders DIS H 
ii) Thyroid storm DIS H 
iii) Hypothyroid crisis DIS H 

j) Pituitary disorders DIS G 
i) Panhypopituitarism DIS G 

k) Parathyroid disorders DIS G 

4.6 Haematological 

a) Clinical examination of the 
haematological system E H 

b) Interpretation of symptoms and 
clinical signs of the haematological 
system  E H 

c) Interpretation of haematological 
investigations I H 

d) Anaemia DIS H 
e) Abnormal haemoglobins DIS G 
f) Disorders of haemostasis and 

coagulation DIS H 
g) Anticoagulant agents D H 
h) Antiplatelet agents D H 
i) Neutropenia DIS H 
j) Thrombocytopenia DIS H 
k) Thrombocytosis DIS G 
l) Disorders of white cells DIS G 
m) Myelodysplastic disorders DIS G 
n) Paraproteinaemia DIS G 
o) Blood transfusion and component 

therapy D/S Ex 
p) Transfusion reactions DIS H 

4.7 Oncology 

a) Clinical examination in patients 
suspected of having a malignancy  E H 

b) Interpretation of symptoms and 
clinical signs associated with 
malignancy  E H 

c) Complications of chemotherapeutic 
agents D G 

d) Complications related to local 
tumour involvement 
i) Acute spinal cord 

compression DIS H 
ii) Upper airway obstruction DIS H 
iii) Malignant pericardial effusion DIS G 
iv) Superior vena cava syndrome DIS G 
v) Pancoast’s syndrome DIS G 

e) Hyperviscosity syndrome DIS G 
f) Complications related to 

myelosuppression DIS G 
i) Febrile neutropenia DIS G 
ii) Immunosuppression and 

opportunistic infections DIS G 
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iii) Thrombocytopaenia and 
haemorrhage DIS G 

g) Malignancies specific to organ 
systems DIS G 

h) Paraneoplastic syndromes DIS G 

4.8 Renal 

a) Clinical examination of the renal 
system E H 

b) Interpretation of symptoms and 
clinical signs of the renal system E G 

c) Pyuria I H 
d) Interpretation of urine dipstick 

results I H 
e) Interpretation of urine microscopy 

and culture I H 
f) Infectious disorders 

i) UTI DIS H 
ii) Prostatitis DIS H 
iii) Pyelonephritis DIS H 
iv) Infected obstructed kidney DIS H 

g) Acute renal failure DIS H 
h) Chronic renal failure DIS G 
i) Hyperkalaemia in renal failure DIS Ex 
j) Renal dialysis 

i) Peritoneal M G 
ii) Intermittent haemodialysis M G 
iii) Continual renal replacement 

therapies M G 
iv) Complications of renal 

dialysis M G 
k) Renal transplant DIS G 
l) Haemolytic uremic syndrome DIS G 
m) Rhabdomyolysis DIS H 
n) Polycystic kidney disease DIS G 

4.9 Rheumatology 

a) Clinical examination of the 
rheumatological system E H 

b) Interpretation of symptoms and 
signs of the rheumatological 
system  E G 

c) Arthrocentesis P Ex 
d) Rheumatoid arthritis DIS G 
e) Osteoarthritis DIS G 
f) Crystal arthopathies DIS H 
g) Urgencies and emergencies in 

systemic rheumatic disease  DIS H 
h) Thoracic and lumbar pain DIS H 
i) Neck pain DIS G 
j) Shoulder pain DIS G 
k) Tunnel syndromes  

i) Carpal tunnel DIS G 
ii) Ulnar tunnel DIS G 
iii) Tarsal tunnel DIS G 

l) Complications of drugs used on 
rheumatic disease D G 

4.10 Dermatology 

a) Clinical examination of the 
dermatology system E H 

b) Interpretation of symptoms and 
clinical signs of the dermatological 
system  E G 

c) Examination and description of a 
lump, lesion ulcer of the skin, or 
rash  E H 

d) Dermatitis and eczema DIS G 
e) Urticarial and allergic rashes DIS H 
f) Viral exanthems DIS G 
g) Macular rashes DIS G 
h) Maculopapular lesions 

i) Erythema multiforme DIS H 
ii) Erythema nodosum DIS G 
iii) Others DIS G 

i) Papular and nodular rashes DIS G 
j) Petechial and purpuric rashes DIS G 
k) Vesicular and bullous rashes 

i) Pemphigus DIS G 
ii) Pemphigoid DIS G 
iii) Staphylococcal scalded skin 

syndrome DIS H 
iv) Stevens-Johnson syndrome DIS H 
v) Toxic epidermal necrolysis DIS H 
vi) Herpetic infections DIS H 
vii) Others DIS G 

l) Ulceration DIS G 
m) Cellulitis DIS H 
n) Dermatological manifestations of 

underlying systemic disease  DIS G 
o) Dermatological manifestations of 

neoplastic disorders DIS G 

4.11 Infectious disorders 

a) Clinical examination in patients with  
infectious disease  E H 

b) Interpretation of symptoms and 
signs in patients with infectious 
disease  E H 

c) Blood cultures P Ex 
d) Universal and standard precautions S H 
e) Protection of staff from infectious 

disease S H 
f) Isolation of patients with infectious 

disease S H 
g) Infection control in the ED S Ex 
h) Body fluid exposure S Ex 
i) Vaccination in the ED M/D/S H 
j) Infectious disease surveillance S G 
k) Infectious disease outbreaks DIS H 
l) Reportable communicable 

diseases S H 
m) Contact management of patients 

with serious infectious disease  T/S H 
n) Antibiotic use in the ED D Ex 
o) Outpatient antibiotic therapy M/D/S H 
p) Febrile infant management 

i) Bacteraemia DIS H 
q) Systemic inflammatory response 

syndrome T H 
r) Sepsis, severe sepsis and septic 

shock T H 
s) Multiple organ dysfunction DIS H 
t) Toxic shock syndrome DIS H 
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u) Infections in the returned traveller 
i) Malaria DIS G 
ii) Dengue fever DIS G 
iii) Haemorrhagic fevers DIS G 
iv) Typhoid DIS G 
v) Others DIS G 

v) Bacterial 
i) Food poisoning DIS G 
ii) Meningococcaemia DIS H 
iii) Disseminated gonococcal 

infection DIS H 
iv) Tuberculosis and other 

mycobacterial infections DIS G 
v) Gas gangrene DIS H 
vi) Necrotising fasciitis DIS H 
vii) Fournier’s gangrene DIS H 
viii) Diphtheria DIS G 
ix) Haemophilus influenzae DIS G 

w) Sexually transmitted infections DIS H 
x) Viral 

i) HIV DIS H 
ii) Infectious mononucleosis DIS G 
iii) Influenza/parainfluenza DIS G 
iv) Herpes simplex DIS H 
v) Herpes zoster DIS H 

y) Mycoplasma infections DIS H 
z) Fungal infections DIS G 
aa) Protozoal infections DIS G 
ab) Tick-borne infections DIS G 
ac) Infection from a marine source DIS H 
ad) Infection in the burns patient DIS G 
ae) Biologic weapons D/S H 

4.12 Immunology 

a) Clinical examination of the patient 
with a suspected immunological 
disorder  E G 

b) Interpretation of symptoms and 
signs of the immunological systems E G 

c) Hypersensitivity 
i) Allergic reactions DIS H 
ii) Anaphylactoid reactions DIS H 
iii) Anaphylaxis DIS Ex 
iv) Angioedema DIS Ex 
v) Drug allergies DIS H 

d) Collagen vascular disease 
i) Raynaud’s syndrome DIS G 
ii) Reiter’s disease DIS G 
iii) Scleroderma DIS G 
iv) Systemic lupus 

erythematosus DIS G 
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e) Vasculitis 
i) Polyarteritis nodosa DIS G 
ii) Wegener’s granulomatosis DIS G 

f) Kawasaki's disease DIS G 
g) Sarcoidosis DIS G 
h) Complication of 

immunosuppressant agents D G 

4.13 Metabolic 

a) Volumes and composition of the 
i) Total body water T H 
ii) Intracellular fluid T H 

iii) Extracellular fluid T H 
iv) Plasma T H 
v) Blood T H 

b) Electrolytes 
i) Hypokalaemia DIS/I Ex 
ii) Hyperkalaemia DIS/I Ex 
iii) Hyponatraemia DIS/ I Ex 
iv) Hypernatraemia DIS/I Ex 
v) Hypocalcaemia DIS/I G 
vi) Hypercalcaemia DIS/I G 
vii) Hypermagnesaemia DIS/I G 
viii) Hypomagnesaemia DIS/I H 
ix) Hyperphosphataemia DIS/I G 
x) Hypochloraemia DIS/I H 
xi) Hyperchloraemia DIS/I H 
xii) Inappropriate ADH syndrome DIS/I H 
xiii) Interpretation of the 

electrocardiograph in 
electrolyte disturbance  I Ex 

4.14 Acid Base Disorders 

a) Interpretation of arterial blood 
gases I Ex 
i) Alveolar gas equation I H 
ii) A-a gradient I H 

b) Metabolic acidosis I H 
c) Metabolic alkalosis I H 
d) Respiratory acidosis I H 
e) Respiratory alkalosis I H 
f) Anion gap I Ex 
g) Osmolar gap I H 
h) Indications for the administration of 

sodium bicarbonate D H 

4.15 Neonates and Infants 

a) Apnoea of prematurity DIS G 
b) Hyperbilirubinaemia DIS G 
c) Feeding problems DIS G 
d) Congenital heart disease DIS G 
e) Diaphragmatic hernia DIS G 
f) Congenital syndromes DIS G 
g) Gastroesophaegeal reflux DIS G 
h) Metabolic disease DIS G 
i) Necrotising enterocolitis DIS G 
j) Respiratory distress DIS H 
k) Seizures DIS H 
l) Infections/sepsis 

i) Occult bacteraemia DIS H 
m) Sudden infant death syndrome DIS H 

 

5 SURGICAL 

5.1  Trauma 

a) Epidemiology of trauma T H 
b) Mechanisms of injury T H 
c) Principles of management of 

trauma T Ex 
d) Trauma team concepts T H 
e) Trauma scoring systems T H 
f) Glasgow Coma Score E Ex 
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g) Imaging modalities in trauma I H 
h) Assessment and management of 

multiple trauma DIS Ex 
i) Spinal immobilisation techniques P Ex 
j) Head trauma 

i) Assessment and 
management of head trauma DIS H 

ii) Scalp lacerations DIS H 
iii) Skull fractures DIS H 
iv) Extradural haematoma DIS H 
v) Subdural haematoma DIS H 
vi) Intracerebral haematoma DIS H 
vii) Diffuse axonal injury DIS H 
viii) Penetrating head injury DIS H 
ix) Minor head injury DIS Ex 
x) Post concussive syndrome DIS H 
xi) Emergency department 

drainage of traumatic 
intracranial haematomas  P G 

k) Chest trauma 
i) Assessment and 

management of chest trauma DIS H 
ii) Pneumothorax DIS Ex 
iii) Haemothorax DIS H 
iv) Pulmonary contusion DIS H 
v) Myocardial contusion DIS H 
vi) Fractured ribs DIS H 
vii) Fractured sternum DIS H 
viii) Flail chest DIS H 
ix) Pericardial tamponade DIS H 
x) Tracheobronchial rupture DIS H 
xi) Oesophageal perforation DIS H 
xii) Diaphragmatic rupture DIS H 
xiii) Great vessel injury DIS H 
xiv) Penetrating thoracic injury DIS H 
xv) Emergency department 

thoracotomy P H 
xvi) Traumatic asphyxia DIS H 

l) Abdominal trauma 
i) Assessment and 

management of abdominal 
trauma DIS H 

ii) Diagnostic peritoneal lavage P H 
iii) Splenic injury DIS H 
iv) Hepatic injury DIS H 
v) Renal injury DIS H 
vi) Pancreatic injury DIS H 
vii) Hollow viscus injury DIS H 
viii) Great vessel injury DIS H 
ix) Penetrating abdominal injury DIS H 
x) Abdominal compartment 

syndrome DIS G 
m) Genitourinary trauma 

i) Assessment and 
management of genitourinary 
trauma DIS H 

ii) Ureteric injury DIS H 
iii) Urethral injury DIS H 
iv) Bladder injury DIS H 
v) Penile rupture DIS G 
vi) Testicular trauma DIS G 
vii) Penetrating genitourinary 

injury DIS G 
n) Pelvic trauma 

i) Assessment and 
management of pelvic trauma DIS H 

ii) Major pelvic fracture DIS H 
iii) Exsanguinating pelvic injury DIS H 

o) Spinal cord injury 
i) Assessment and 

management of spinal cord 
injury  DIS H 

ii) Spinal cord syndromes DIS H 
iii) SCIWORA DIS H 

p) Neck trauma 
i) Assessment and 

management of neck trauma DIS H 
ii) Penetrating neck injury DIS H 
iii) Laryngotracheal injury DIS H 
iv) Vascular injury DIS H 
v) Nerve injury DIS H 

q) Maxillofacial trauma 
i) Assessment and 

management of maxillofacial 
trauma DIS H 

ii) Facial lacerations DIS H 
iii) Nasal fractures DIS H 
iv) Mandibular fractures DIS H 
v) Le Fort fractures DIS H 
vi) Zygomatic fractures DIS H 
vii) Orbital injury DIS H 
viii) Temporal bone fractures DIS H 
ix) Dental trauma DIS G 
x) Tooth avulsion DIS G 
xi) Intraoral lacerations DIS G 

r) Extremity trauma 
i) Assessment and 

management of extremity 
trauma DIS H 

ii) Traumatic amputation DIS H 
iii) Arterial injury DIS H 
iv) Compartment syndromes DIS H 
v) Crush syndrome DIS H 

s) Trauma in pregnancy 
i) Assessment and 

management of trauma in 
pregnancy DIS H 

ii) Obstetric complications of 
trauma DIS H 

iii) Uterine rupture DIS H 
iv) Perimortem caesarean 

section DIS G 
t) Trauma in children 

i) Assessment and 
management of trauma in 
children DIS H 

ii) Paediatric aspects of trauma 
management DIS H 

iii) Non-accidental injury DIS H 

5.2  Burns 

a) Evaluation of the patient with burns M Ex 
b) Early management of severe burns M Ex 
c) Burn wound care M H 
d) Management of minor burns M H 
e) Inhalation injury DIS H 
f) Chemical burns DIS H 
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g) Electrical burns DIS H 
h) Tar burns DIS H 
i) Sunburn DIS H 
j) Oral burns DIS H 
k) Escharotomy P H 

5.3  Dental 

a) Normal dental development T G 
b) Dental infections without upper 

airway obstruction DIS G 
c) Dental infections with possible 

upper airway obstruction DIS H 

5.4  Thoracic 

a) Spontaneous pneumothorax DIS Ex 
b) Pneumomendiastinum DIS H 
c) Mediastinitis DIS H 
d) Oesophageal perforation DIS H 
e) Mediastinal masses DIS G 
f) Oesophageal foreign body DIS H 
g) Tracheobronchial foreign body DIS H 
h) Congenital 

i) Diaphragmatic hernia DIS G 
ii) Oesophageal DIS G 
iii) Tracheobronchial DIS G 
iv) Vascular ring DIS G 

5.5  Abdominal 

a) Assessment and management of 
abdominal pain DIS Ex 

b) Pancreatitis DIS H 
c) Cholelithiasis DIS H 
d) Cholecystitis DIS H 
e) Cholangitis DIS H 
f) Non-traumatic splenic rupture DIS H 
g) Bowel obstruction 

i) Post-surgical adhesions DIS H 
ii) Malrotation DIS G 
iii) Volvulus DIS H 
iv) Congenital pyloric stenosis DIS H 
v) Intussusception DIS H 
vi) Insertion of a nasogastric 

tube P Ex 
h) Diverticular disease DIS H 
i) Meckel’s diverticulum DIS H 
j) Perforated viscus DIS H 
k) Acute appendicitis DIS H 
l) Peritoneal adhesions DIS H 
m) Ischaemic colitis DIS H 
n) Peritonitis DIS H 
o) Retroperitoneal haematoma DIS H 
p) Intra-abdominal/retroperitoneal 

abscesses DIS H 
q) Hernias DIS H 
r) Tumours DIS G 

5.7  Anorectal 

a) Haemorrhoids DIS H 
b) Perianal haematoma DIS H 
c) Anal fissure DIS H 
d) Anorectal abscesses DIS H 
e) Pilonidal disease DIS G 

f) Rectal bleeding DIS H 
g) Rectal prolapse DIS H 
h) Idiopathic anal pain DIS G 
i) Radiation proctitis DIS G 
j) Proctoscopy and sigmoidoscopy P H 
k) Rectal foreign bodies DIS Ex 

5.8  Vascular 

a) Peripheral ischaemia DIS H 
b) Arterial occlusion DIS H 
c) Venous occlusion DIS H 
d) Intestinal ischaemia DIS H 
e) Thoracic dissection DIS H 
f) Intra-abdominal aneurysms DIS H 
g) Aortic disorders DIS H 

i) Aortic aneurysms DIS H 
ii) Aortic dissection DIS H 

h) Mycotic aneurysms DIS G 
i) Intra-arterial drug injection DIS H 

5.9  Orthopaedic and Hand 

a) General principles of fracture 
management T Ex 

b) Paediatric considerations in 
orthopaedics T H 
i) Salter-Harris classification T H 
ii) Injuries about the elbow DIS H 
iii) The child with a limp DIS H 
iv) Bone dysplasia DIS G 
v) Connective tissue syndrome DIS G 
vi) Inflammatory arthritis DIS H 
vii) Injury rehabilitation T G 
viii) Metabolic bone abnormalities DIS G 
ix) Osgood/Schlatter disease DIS H 
x) Perthe’s disease DIS H 
xi) Slipped capital femoral 

epiphysis DIS H 
xii) Transient synovitis DIS H 
xiii) Developmental hip dislocation DIS G 

c) Casting techniques P Ex 
i) Short arm POP P Ex 
ii) Long arm POP P Ex 
iii) Short arm backslab P Ex 
iv) Scaphoid POP P Ex 
v) Bennett’s fracture POP P Ex 
vi) Volar splint P Ex 
vii) U Slab P Ex 
viii) Short leg POP P Ex 
ix) Long leg cylinder P Ex 

d) Splintage techniques including 
splintage procedures P Ex 
i) Application of a broad arm 

sling P Ex 
ii) Application of a collar and 

cuff P Ex 
iii) Application of a figure-of-8 

bandaging P Ex 
iv) Application of a knee 

immobiliser P Ex 
v) Application of a Donway/ 

Hare splint P Ex 
vi) Application of a Thomas 

splint P Ex 
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vii) Pelvic stabilisation techniques P Ex 
e) Fractures DIS H 

i) Clavicle DIS H 
ii) Scapula DIS H 
iii) Proximal humerus DIS H 
iv) Elbow DIS H 
v) Forearm bones DIS H 
vi) Wrist DIS H 
vii) Carpal bones DIS H 
viii) Spine DIS H 
ix) Pelvis and hip 

i. Pelvic fractures DIS H 
ii. Sacral fractures DIS H 
iii. Coccygeal fractures DIS H 
iv. Femoral neck fractures DIS H 

x) Hip and femur 
i. Femoral shaft fractures DIS H 
ii. Supracondylar fractures DIS H 
iii. Condylar fractures DIS H 
iv. Fractured patella DIS H 

xi) Tibia and fibula DIS H 
xii) Ankle DIS H 

i. Classification of ankle 
fractures T H 

xiii) Foot 
i. Talar fractures DIS H 
ii. Calcaneal fractures DIS H 
iii. Tarsal bone fractures DIS H 
iv. Metatarsal fractures DIS H 
v. Phalangeal fractures DIS H 

f) Dislocations 
i) Shoulder DIS Ex 
ii) Acromioclavicular joint DIS H 
iii) Elbow DIS H 
iv) Pulled elbow DIS Ex 
v) Carpal–metacarpal bones DIS H 
vi) Phalanges DIS H 
vii) Cervical spine 

i. Atlantoaxial DIS H 
ii. Facet joint DIS H 

viii) Hip DIS H 
ix) Knee DIS H 
x) Patella DIS Ex 
xi) Ankle DIS H 
xii) Foot DIS H 
xiii) Tarsal DIS H 
xiv) Metatarsal DIS H 
xv) Phalangeal DIS H 

g) Soft tissues 
i) Shoulder  

i. Rotator cuff tears DIS G 
ii. Bursitis DIS G 
iii. Tendinitis DIS G 

ii) Elbow 
i. Bursitis DIS H 
ii. Tendinitis DIS G 

iii) Knee 
i. Bursitis DIS H 
ii. Ligament injury DIS H 
iii. Cruciate injury DIS H 
iv. Menisceal injury DIS H 
v. Bakers cyst DIS H 

iv) Ankle 
i. Ligament injury DIS H 

v) Foot 
i. Foot injury DIS H 

h) Hand injuries 
 i) Metacarpal 

fractures/dislocations DIS H 
ii) Phalangeal 

fractures/dislocations DIS H 
iii) Lacerations DIS H 
iv) Nail injuries DIS H 
v) Extensor tendon injuries DIS H 
vi) Mallet finger DIS H 
vii) Boutonniere deformity DIS H 
viii) Other DIS H 
ix) Flexor tendon injuries DIS H 
x) Infections  

i. Paronychia DIS H 
ii. Infective tenosynovitis DIS H 
iii. Other DIS H 

xi) Foreign bodies DIS H 
xii) Amputations DIS H 
xiii) Nerve injuries DIS H 
xiv) High pressure injection 

injuries DIS H 
xv) Crush injury DIS H 

i) Overuse syndromes DIS H 
j) Osteomyelitis DIS H 
k) Septic arthritis DIS H 
l) Complex regional pain syndrome 

type 1 (Sudeck’s atrophy) DIS G 

5.10 Neurosurgical 

a) Intracranial aneurysms DIS G 
b) AV malformations DIS G 
c) Subarachnoid haemorrhage DIS H 
d) Cerebral tumours DIS G 
e) Shunt complications DIS H 
f) Management of elevated 

intracranial pressure DIS H 
g) Intracranial abscesses DIS H 
h) Cerebral venous thrombosis DIS G 
i) Spinal epidural abscess DIS H 
j) Intravertebral disc disease DIS G 
k) Spinal stenosis DIS G 

5.11 Urology 

a) Renal colic DIS E 
b) Urinary catheter insertion P Ex 
c) Suprapubic catheter insertion P Ex 
d) Urinary retention DIS H 
e) Obstructive uropathy DIS H 
f) Vesico-ureteric reflux DIS G 
g) Assessment and management of 

haematuria DIS G 
h) Urethritis DIS G 
i) Balantitis DIS G 
j) Prostatic hypertrophy DIS G 
k) Tumours DIS G 
l) Acute scrotum 

i) Epididymitis DIS H 
ii) Orchitis DIS H 
iii) Testicular torsion DIS H 
iv) Torsion of the testicular 

appendage DIS H 
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m) Priapism DIS H 
n) Phimosis/paraphimosis DIS H 

5.12 ENT 

a) Ear 
i) Auroscopes Eq H 
ii) Otalgia DIS H 
iii) Otitis media DIS H 
iv) Otitis externa DIS H 
v) Aural toilet/wick insertion P H 
vi) Cholesteatoma DIS G 
vii) Perforated tympanic 

membrane DIS H 
viii) Chondritis/perichondritis DIS G 
ix) Mastoditis DIS H 
x) Labyrinthitis DIS H 
xi) Meniere’s disease DIS G 

b) Nose 
i) Epistaxis  

i. Anterior packing DIS H 
ii. Cautery DIS H 
iii. Posterior packing DIS H 
iv. Balloon placement DIS H 

ii) Sinusitis DIS H 
c) Throat/oropharynx 

i) Ludwig’s angina DIS H 
ii) Stomatitis DIS H 
iii) Pharyngitis DIS H 
iv) Tonsilitis DIS H 
v) Peritonsillar abscess DIS H 
vi) Retropharyngeal abscess DIS H 
vii) Epiglottitis DIS H 
viii) Laryngitis DIS H 
ix) Tracheitis DIS H 
x) Post-tonsillectomy bleed DIS H 

d) Foreign bodies 
i) Nasal DIS H 
ii) Aural DIS H 
iii) Upper airway DIS Ex 
iv) Pharyngeal DIS Ex 

5.13 Eye 

a) Use of the slit lamp Eq H 
b) Opthalmoscopes Eq H 
c) Measurement of intraocular 

pressure P H 
d) Evaluation of the red eye E H 
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e) Evaluation of the painful eye E H 
f) Sudden visual loss E H 
g) External eye 

i) Blepharitis DIS G 
ii) Dacryocystitis DIS H 
iii) Conjunctivitis DIS H 
iv) Corneal abrasions DIS H 
v) Corneal ulcers DIS H 
vi) Keratitis DIS H 
vii) Foreign bodies 

i. Conjunctival DIS H 
ii. Corneal DIS H 

viii) Spontaneous subconjuctival 
haemorrhage DIS H 

ix) Amblyopia DIS G 
x) Ocular burns 

i. Caustic DIS H 
ii. Flash burns DIS H 
iii. Thermal DIS H 

H) Anterior pole 
i) Glaucoma DIS H 
ii) Uveitis DIS G 

I) Posterior pole 
i) Retinal detachment DIS G 
ii) Vitreous haemorrhage DIS G 
iii) Retinal haemorrhage DIS G 
iv) Retinal vascular occlusions DIS G 
v) Optic neuritis DIS G 

J) Orbit 
i) Cellulitis 

i. Orbital DIS H 
ii. Pre-orbital DIS H 
iii. Endophthalmitis DIS G 

ii) Ocular trauma 
i. Blunt DIS G 
ii. Penetrating DIS H 

5.14 Wound management 

a) Classification of wounds T H 
b) Surgical wound management P H 
c) Basic wound closure techniques P H 
d) Wound dressings P H 
e) Wound infections DIS H 
f) Chronic ulcers DIS G 
g) Special wounds 

i) Puncture wounds DIS H 
ii) Bites and stings DIS H 
iii) Blast injury DIS H 
iv) Degloving injury DIS H 
v) Amputations DIS H 

5.15 Plastics 

a) Plastic surgical techniques 
i) Grafts P G 
ii) Flaps P G 
iii) Advanced wound closure P G 

5.16 Breast 

a) Carcinoma of the breast DIS G 
b) Mastitis DIS H 
c) Breast abscess DIS H 

 

6 OBSTETRICS AND 
GYNAECOLOGY 

6.1  Pregnancy 

a) Normal pregnancy DIS G 
i) Antenatal screening DIS G 
ii) Physiological changes DIS G 
iii) Foetal development DIS G 

b) High risk pregnancy DIS G 
c) Complications of pregnancy 

i) Hyper-emesis gravidarum DIS H 
ii) Miscarriage DIS H 
iii) Anembryonic pregnancy DIS H 
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iv) Septic abortion DIS H 
v) Ectopic pregnancy DIS H 
vi) HELLP syndrome 

(haemolysis, elevated liver 
enzymes,  low platelets)  DIS H 

vii) First trimester bleeding DIS H 
viii) Haemorrhage, antepartum 

i. Abruptio placentae DIS H 
ii. Placenta praevia, vasa 

praevia DIS H 
iii. Other DIS H 

ix) Infections, including urinary 
tract infection DIS G 

x) Fevers DIS G 
xi) Isoimmunisation DIS H 
xii) Pregnancy-induced 

hypertension, pre-eclampsia DIS H 
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d) Normal labour and delivery P H 
e) Complications of labour 

i) Foetal distress DIS G 
ii) Premature labour DIS G 
iii) Premature rupture of 

membranes DIS G 
iv) Other DIS G 

f) Complications of delivery 
i) Mal-presentation DIS G 
ii) Mal-position DIS G 
iii) Nuchal cord DIS G 
iv) Prolapsed cord DIS H 
v) Rupture or inversion of uterus DIS H 
vi) Retained placenta DIS G 
vii) Other DIS G 

g) Post-partum complications 
i) Haemorrhage, postpartum 

i. Primary DIS H 
ii. Secondary DIS H 

ii) Endometriosis DIS G 
iii) Retained products of 

conception DIS G 
h) Drugs in pregnancy D H 

6.2 Gynaecology 

a) Vagina and vulva 
i) Bimanual and vaginal 

speculum examination P H 
ii) Vaginitis/vulvovaginitis DIS H 
iii) Foreign body DIS H 
iv) Bartholin’s cyst/abscess DIS H 
v) Other DIS H 

b) Uterus 
i) Dysmenorrhoea DIS G 
ii) Dysfunctional uterine 

bleeding DIS G 
iii) Cervicitis, endocervicitis DIS G 
iv) Endometriosis DIS G 
v) Tumours 

i. Leiomyoma DIS G 
ii. Gestational 

trophoblastic disease DIS G 
iii. Other DIS G 

vi) Prolapse DIS G 
c) Ovaries 

i) Cysts and cyst complications DIS H 

ii) Mittelschmerz DIS H 
iii) Tumours DIS G 
iv) Ovarian hyperstimulation 

syndrome DIS G 
d) Infections 

i) Pelvic inflammatory disease DIS H 
ii) Fitz-Hugh-Curtis syndrome DIS G 
iii) Tubo-ovarian abscess DIS G 
iv) Herpes simplex DIS G 
v) Human papilloma virus DIS G 

e) Contraception 
i) Complications D G 
ii) Post-coital D H 

f) Sexual assault DIS H 

 

7 PSYCHIATRY 

7.1  Evaluation 

a) History E H 
b) Physical examination E H 
c) Mental state examination E H 
d) Investigations I H 

7.2 Organic brain syndrome DIS H 

7.3 Violent/agitated behaviour 

a) Prevention S H 
b) Safety issues S H 
c) Restraint options and management M Ex 

7.4 Deliberate self-harm DIS H 

7.5 Depression DIS H 

7.6 Anxiety disorders 

a) Phobias DIS G 
b) Panic disorder DIS H 
c) Post-traumatic stress disorder DIS G 
d) Obsessive–compulsive disorder DIS G 
e) Hypochondriasis DIS G 
f) Other DIS G 

7.7 Psychoses 

a) Acute and chronic DIS H 
b) Bipolar effective disorder DIS H 
c) Schizophrenia DIS H 
d) Mania and hypomania DIS H 
e) Other DIS H 

7.8 The “challenging” ED patient 

a) Personality disorder DIS H 
b) Malingering DIS H 
c) Frequent presenter DIS H 
d) Conversion disorder DIS H 
e) Pain disorder DIS H 
f) Somatization disorder DIS H 
g) Munchausen’s by proxy DIS H 
h) Management strategies DIS H 
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i) Other DIS H 

7.9 The mental health patient in the 
ED 

a) Triage S Ex 
b) Appropriate psychiatric assessment 

area S H 
c) Community teams S H 
d) Psychiatry liaison nurse as part of 

the ED team S H 
e) In-patient psychiatry services S H 
f) Psychiatric facilities/units S H 
g) ED staff issues – appropriate 

training, debriefing S Ex 

7.10 Therapy 

a) Pharmacology of therapeutic 
agents 
i) Benzodiazepines D H 
ii) Anti-psychotics D H 
iii) Antidepressants D H 
iv) SSRIs D H 
v) Sedatives D H 
vi) Other D H 

b) Non-pharmacologic therapy  
i) ECT – complications M G 
ii) Other M G 

7.11 Involuntary detention M Ex 

a) Legal aspects of mental health care S Ex 
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8 TOXICOLOGY 

8.1  General principles 

a) Prehospital care M H 
b) Epidemiology and prevention of 

poisoning T H 
c) Management issues 

i) Emesis M Ex 
ii) Gastric lavage M Ex 
iii) Activated charcoal M Ex 
iv) Cathartics M Ex 
v) Whole bowel irrigation M Ex 

d) Poison centres M/S G 
Demonstrate knowledge of the role 
of poison centres  in the 
management and prevention of 
poisoning M/S G 

e) Risk assessment/prediction of 
toxicity DIS H 

f) Toxidromes E Ex 

8.2 Analytical toxicology 

a) Principles I H 
b) Drug testing and screening I H 

8.3 Chemical dependency and 
substance abuse 

a) Drug abuse T G 

b) Drug dependence DIS G 
c) Drug withdrawal DIS H 
d) Tolerance T G 

8.4 Antidotes 

a) Anticholinergics D H 
b) Chelation agents D G 
c) Benzodiazepine antagonists D H 
d) Calcium D H 
e) Cyanide treatment D H 
f) Desferioxamine D H 
g) Fuller’s earth D H 
h) Glucagon D H 
i) Methylene blue D H 
j) Opioid antagonists D Ex 
k) Physostigmine D H 
l) Pyridoxine D G 
m) Oximes D H 
n) Protamine D H 
o) Vitamin K D Ex 
p) Folinic acid D H 
q) Oxygen – normobaric D Ex 
r) Oxygen – hyperbaric D H 
s) N-acetylcysteine D EX 
t) Digibind D EX 
 

8.5 Anti-inflammatory agents and 
analgesic poisoning 

a) Paracetamol D Ex 
b) NSAIDs D H 
c) Salicylates D H 
d) Gout drugs D H 
e) Opioids D Ex 

8.6 Antimicrobial poisoning 

a) Antibiotics D G 
b) Antifungal D G 
c) Antiparasitic D G 
d) Antiseptics D H 
e) Antiviral D G 
f) Anti-tuberculous D H 

8.7 Autonomic agent poisoning 

a) Anticholinergics D Ex 
b) Antihistamines D H 
c) Serotonergic drugs D H 
d) Cholinergics D H 
e) Ergot alkaloids D G 
f) Methylxanthines D H 
g) Sympathomometics D Ex 

8.8 CNS drugs and muscle relaxant 
poisoning 

a) Alcohols D Ex 
b) Anticonvulsants D Ex 
c) GHB and related compounds D H 
d) Anti-Parkinsonian drugs D G 
e) Psychiatric drugs D H 

i) Antipsychotic agents D H 
ii) Antidepressants D H 
iii) Lithium D Ex 
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f) Hallucinogens D H 
g) Sedatives, hypnotics, anxiolytics D H 
h) Smooth muscle relaxants D G 

8.9 Cardiovascular 

a) Antiarrhythmics D H 
b) Anticoagulants D Ex 
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c) Anti-hypertensives D H 

8.10 Environmental toxicology 

a) Plant ingestions D H 

8.11 GI agents 

a) Antacids D G 
b) Antidiarrhoeals D G 
c) Laxatives D G 

8.12 Industrial toxicology 

a) Metals 
i) Arsenic D G 
ii) Lead D G 
iii) Mercury D G 
iv) Metal fumes D G 
v) Other D G 

b) Toxic gases 
i) CO D H 
ii) Chlorine D H 
iii) CO2 D G 
iv) Cyanide D H 
v) Hydrogen sulphide D H 
vi) Hydrocarbons D H 
vii) Phosgene D G 

c) Hydrogen fluoride/hydrofluoric acid D H 
d) Nitrites D G 

8.13 Pesticides, herbicides and 
rodenticide poisoning 

a) Organophosphates D H 
b) Carbamates D H 
c) Glyphosate D H 
d) Paraquat D H 
e) Naphthalene/camphor D H 
f) Strychnine D H 
g) Phosphine D G 
h) Super warfarins D H 

8.14 Pharmacology principles 

a) Techniques for drug removal M H 
b) Drug delivery vehicles/diluents D G 
c) Drug interactions D H 
d) Adverse drug reactions D H 
e) Pharmacokinetics D H 

Demonstrate knowledge of 
pharmacokinetic principles, 
including drug absorption, 
distribution, metabolism and 
clearance 

8.15 Vitamins, minerals, bone and 
endocrine agents 

a) Hypoglycaemic agents D H 

b) Electrolytes and minerals D H 
c) Iron D H 
d) Steroids D G 
e) Thyroid drugs D G 
f) Vitamins D G 
g) Hormones D G 

 

9 ENVIRONMENTAL 

9.1  Heat 

a) Heat stroke DIS Ex 
b) Heat stress/exhaustion DIS H 
c) Drug related hyperthermia DIS H 

9.2 Cold 

a) Hypothermia DIS H 
b) Frostbite DIS G 

9.3 Venomous bites and stings 

a) Snakes DIS Ex 
b) Spiders DIS Ex 
c) Hymenoptera – bees, wasps, ants DIS Ex 
d) Jellyfish DIS H 
e) Stinging fish DIS H 
f) Blue-ringed octopus DIS H 
g) Other DIS H 

9.4 Aquatic 

a) Near drowning DIS H 
b) Decompression illness DIS H 
c) Barotrauma DIS H 
d) Toxic marine ingestions DIS H 

9.5 Electricity 

a) Electric shock DIS H 
b) Lightning strike DIS H 

9.6 Aviation 

a) Acute mountain sickness DIS H 
b) High altitude cerebral oedema DIS G 
c) High altitude pulmonary oedema DIS H 

9.7 Exercise-associated illness DIS H 

 

10 RADIOLOGY IN 
EMERGENCY MEDICINE 

10.1  Physics T G 

10.2 Safety issues/requirements S H 

10.3 Limitations of modalities 

a) Plain x-ray I H 
b) Ultrasound I H 
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c) CT scan I H 
d) MRI I H 
e) Nuclear medicine I H 

10.4 Indications, techniques and 
interpretation of common 
studies in emergency medicine 

a) Plain radiology 
i) Trauma series (chest, pelvis, 

cervical spine) I Ex 
ii) Chest I H 
iii) Abdomen I H 
iv) Limbs I H 
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v) Spine I H 
i. Cervical I H 
ii. Thoracic I H 
iii. Lumbo-sacral I H 

vi) Skull and facial skeleton I H 
vii) Soft tissue I H 

b) Contrast radiology 
i) Angiography I H 

i. Cerebral I H 
ii. Cardiac I H 
iii. Limb I H 
iv. Abdominal I H 
v. Pulmonary I H 

ii) IVP I G 
iii) Cystography and 

urethrography I G 
iv) GIT I G 

c) Computed tomography (CT) 
i) Brain I H 
ii) C-spine I G 
iii) Thoracic and lumbar spine I G 
iv) Chest I G 

i. CT pulmonary 
angiography I G 

v) Abdomen I G 
i. CT urography I G 

vi) Limbs and joints I G 
vii) Facial bones I G 

d) Magnetic resonance imaging (MRI) I G 
i) Brain I G 
ii) Spine I G 
iii) Other I G 

e) Nuclear medicine I G 
i) Ventilation/perfusion scans I G 
ii) Bone scans I G 
iii) Cardiac scans I G 
iv) Infection and inflammation 

scans I G 
v) GIT scans I G 

f) Ultrasound 
i) Physics I H 
ii) Focussed abdominal 

sonography  
in trauma (FAST) I/P H 

iii) Abdominal aortic aneurysm 
(AAA) I H 

iv) Vascular access / procedural P H 
v) Vascular Doppler and duplex I G 
vi) Abdominal (Biliary, Renal) I G 
vii) Pelvic, including pregnancy I G 

viii) Limb I G 
ix) Echocoardiography I G 
x) Testicular I G 

10.5 Medical precautions in 
radiology 

a) Complications (including contrast 
agents) DIS H 

b) Pregnancy and shielding T H 
c) The unstable patient – transfer and 

monitoring in radiology S Ex 

 

11 LEGAL 

11.1  Duty of care 

a) Individual doctor 
Demonstrate knowledge of the 
term “duty of care” NCI H 

b) Hospital 
Demonstrate knowledge of the role 
of the practitioner within a health 
service in providing care on behalf 
of the health service NCI H 

11.2 Medical error 

Demonstrate knowledge of the concept 
of medical error NCI H 

Demonstrate knowledge of the key 
definitions of medical error  NCI H 

• negligence 
• systems versus individual failure 
• preventability 
• root cause analysis 

11.3 Consent 

Demonstrate knowledge of the 
following concepts in relation to 
consent - 
a) Legal definition of “emergency” NCI H 
b) Capacity to consent 

i) Children and adolescents NCI H 
ii) Intellectually disabled NCI H 
iii) Mentally ill NCI H 
iv) Impaired by drugs or alcohol NCI H 
v) Impaired by physical illness NCI H 

c) Guardianship Board NCI H 
d) Valid consent NCI H 
e) Implied consent NCI H 
f) Verbal consent NCI H 
g) Written consent NCI H 
h) Refusal to consent NCI H 
i) Documentation of the process of 

consent NCI H 

11.4 Coronial Investigations 

a) Reporting to coroner 
Demonstrate knowledge of the 
requirements of coronial notification NCI H 
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b) Expert opinion 
Demonstrate knowledge of the 
competencies required to provide 
expert witness, the reason for the 
provision of service, and the 
obligation required once a service 
is rendered to the court NCI H 

11.5 Involuntary detention under a 
Mental Health Act 

Demonstrate knowledge of the 
following concepts in relation to 
involuntary detention in the ED 
a) Definition of mentally ill NCI H 
b) Effects of drugs or alcohol NCI H 
c) Criteria for detention NCI H 
d) Physical restraint and sedation NCI H 
e) Emergency treatment NCI H 
f) Police powers NCI H 
g) Death in detention NCI H 

11.6 Privacy and confidentiality 

a) Principles of privacy NCI H 
Demonstrate working knowledge of 
relevant legislation  

b) Patient confidentiality NCI H 
Demonstrate principles of 
application into the clinician’s 
practice. 

11.7 Reporting 

Demonstrate a working knowledge of 
the following concepts in relation to 
reporting in the ED 
a) Child abuse/child at risk NCI H 
b) Domestic violence NCI H 
c) Infectious diseases NCI H 
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d) Violent injuries NCI H 
e) Occupational health and safety NCI H 
f) Mental health patients NCI H 
g) Medical conditions and driving NCI H 
h) Firearms registration NCI G 
i) Coroner’s Act NCI H 
j) Impaired practitioner NCI H 

11.8 Medico-legal reports 

Demonstrate knowledge of the 
components of a medico-legal 
document and the ethical and legal 
responsibility associated with 
generation of such documents NCI G 

11.9 Documentation and the Medical 
Record 

Demonstrate knowledge of the 
components of a medical record NCI H 

Demonstrate knowledge of the 
importance of the medical record in 
patient care NCI H 

Demonstrate knowledge of the legal 
aspects of medical record entries NCI H 

Demonstrate knowledge of how to write 
a medical record NCI H 

11.10 Legal aspects of death and 
dying 

Demonstrate knowledge of the legal 
aspects of death and dying 
a) Death certificate NCI H 
b) Living wills NCI G 
c) End-of-life decisions and advance 

directives NCI H 
d) Brain death NCI G 
e) Coroners Act NCI H 

11.11 Forensic issues 

Demonstrate knowledge of the 
principles of forensic evidence 
collection and sources of additional 
information 
a) Forensic evidence NCI G 
b) Chain of evidence NCI G 
c) Drug and alcohol testing NCI H 

11.12 Impaired health practitioner 

Demonstrate knowledge of the 
following concepts – 
a) Recognition NCI G 
b) Common causes NCI G 
c) Legal responsibilities of reporting NCI G 
d) Sources of assistance for the 

practitioner NCI G 

11.13 Medical registration authority 

Demonstrate knowledge of the role of 
medical registration authorities NCI G 

 

12. CLINICAL RISK 
MANAGEMENT 

12.1  High risk areas 
Demonstrate knowledge of types of 
clinical situation in the ED associated 
with a high incidence of adverse 
outcomes NCI H 

12.2 Telephone advice and triage 

Demonstrate knowledge of the medico-
legal aspects of telephone advice NCI H 

Demonstrate knowledge of the 
importance of documentation of a non-
face-to-face encounter (including follow 
up) NCI H 

12.3 Consultation 

Demonstrate knowledge of the 
concepts of vertical and horizontal 
consultation NCI H 
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12.4 Transfer of responsibility 

Demonstrate knowledge that patient 
care is a continuum and of techniques 
that ensure that the standard of patient 
care is maintained at time of referral 
and handover of care/treatment S/NCI H 

Demonstrate knowledge of the issues 
of interface care between one service/ 
individual practitioner and another S/NCI H 

12.5 Disposition 

Demonstrate knowledge of patient 
disposition from the ED in the following 
areas 
a) Discharge/transfer S Ex 
b) Follow up S Ex 
c) Referral S Ex 

12.6 Leaving against medical advice 

Demonstrate knowledge of the 
outcomes associated with LAMA NCI Ex 

Demonstrate knowledge of techniques/ 
systems that can lessen the number of 
LAMA patients NCI Ex 

Demonstrate knowledge of the medico-
legal implications of patients who LAMA NCI Ex 

12.7 Left without being seen 

Demonstrate knowledge of the 
outcomes associated with LWBS NCI Ex 

Demonstrate knowledge of techniques/ 
systems that can lessen the number of 
LWBS patients NCI Ex 

Demonstrate knowledge of the medico-
legal implications of patients who 
LWBS NCI Ex 

12.8 Patients who leave before 
treatment is completed 

Demonstrate knowledge of the 
responsibilities associated with patients 
who leave before treatment is 
completed NCI Ex 

Demonstrate knowledge of the 
principles of medico-legal obligations, 
mental status assessment, mental 
competency and guardianship NCI Ex 

 DIS - Diseases/Injuries/Symptoms  D - Pharmacological & toxicological agents  Ex - Expert 
 E - Physical Examination 
 I - Investigations 
 M - Medical Interventions 

 P - Procedures 
 Eq - Equipment 
 T - Theories 

 S - Systems 
 NCI -  Non-clinical/clinical interface 

 H - High 
 G - General 

 
137 

 

13 PREHOSPITAL AND 
RETRIEVAL 

13.1  Prehospital care 
a) The concept of emergency medical 

system (EMS)  

Demonstrate knowledge of the 
benefits of an EMS for emergency 
patient care S H 

Demonstrate knowledge of the 
need for coordination of the 
components of EMS and the need 
for effective interfaces between 
EMS and other health care 
systems S H 

b) Models of prehospital care 
Demonstrate knowledge of the 
different models of pre-hospital 
care, both within Australasia and in 
other areas of the world, and the 
relative advantages and 
disadvantages of each S G 

c) Communications 
Demonstrate knowledge of the 
need for effective communication 
between components of the EMS 
system in the delivery of 
prehospital care S H 

Demonstrate knowledge of the 
various means of communication 
available in the delivery of 
prehospital care S H 

d) Patient access in prehospital care 
Demonstrate knowledge of the 
differences and the difficulties in 
accessing the patient for the 
delivery of emergency care in the 
prehospital setting as compared to 
the hospital setting S H 

e) Roles and responsibilities of EMS 
Demonstrate knowledge of the 
roles and responsibilities of the 
personnel within the EMS who 
contribute to the overall delivery of 
prehospital care S H 
i) Ambulance 
ii) Fire 
iii) Police 

f) Modes of transport 
Demonstrate knowledge of the 
different modalities of patient 
transport available to prehospital 
care providers S H 

Demonstrate knowledge of the 
relative advantages and 
disadvantages of the use of each of 
the different modalities of patient 
transport available to prehospital 
care providers S H 
i) Road ambulance 
ii) Rotary wing aircraft 

g) Patient assessment in prehospital 
care 
Demonstrate knowledge of the 
differences in assessment of a 
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patient between the hospital and 
the prehospital environment S H 

h) Equipment considerations in 
prehospital care 
Demonstrate knowledge of the 
medical equipment utilised in 
prehospital care and the limitations 
that the prehospital environment 
places on the use and function of 
that equipment E H 

Demonstrate knowledge of the 
equipment utilised by other EMS 
personnel in facilitating the delivery 
of prehospital care E H 

i) Clinical procedures in prehospital 
care 
Demonstrate knowledge of the 
relevant considerations and 
adaptations that may be necessary 
to safely undertake a procedure in 
the prehospital environment P H 

Demonstrate knowledge of the 
relative advantages and 
disadvantages of undertaking a 
clinical procedure in the prehospital 
environment as compared to 
delaying the procedure until arrival 
at hospital P Ex 

Demonstrate knowledge of the 
following procedures in prehospital 
care 
i) Airway and pulmonary 

resuscitation P Ex 
ii) Cardiopulmonary 

resuscitation P Ex 
iii) Defibrillation P Ex 
iv) Haemorrhage control P Ex 
v) Spinal immobilisation P H 
vi) Splintage techniques  P H 

Demonstrate knowledge of the 
rationale for the development of 
intensive care paramedic protocols  S G 

j) Controversies in prehospital care 
Demonstrate knowledge of 
contemporary areas of controversy 
in prehospital care S H 

k) Working at an accident scene 
Demonstrate knowledge of their 
role and responsibility as part of the 
EMS team at an accident scene S H 

i) Safety issues 
Demonstrate knowledge of 
the hazards of working at an 
accident scene and the safety 
requirements to minimise the 
risks to both themselves and 
other EMS personnel  S H 

ii) Hazard control 
Demonstrate knowledge of 
hazardous materials that may 

be encountered at an 
accident scene and of the 
roles and responsibilities of 
the different EMS providers in 
managing these hazards S H 

l) Special circumstances 
i) The entrapped patient  S H 
ii) Crush syndrome DIS H 
iii) Field amputation  P G 
iv) Rescues 

Demonstrate knowledge of 
the role and responsibilities of 
rescue systems in the context 
of EMS S H 

Demonstrate knowledge of 
the role and responsibilities of 
the emergency physician 
during a rescue operation at 
an accident scene S H 

13.2  Retrieval 

a) Interhospital transfer 
Demonstrate knowledge of the 
reasons that interhospital transfers 
are a requirement of EMS systems 
throughout Australasia S Ex 

Demonstrate knowledge of how to 
provide safe and effective patient 
care during all phases of patient 
transfer  S Ex 

b) Intrahospital transfer 
Demonstrate knowledge of the 
requirements to effect safe transfer 
of patients between departments 
within a hospital  S Ex 

c) Roles and responsibilities in 
retrieval medicine 
Demonstrate knowledge of the 
roles and responsibilities of other 
personnel who contribute to the 
overall care and safety of patients 
requiring transfer S H 
i) Retrieval physician 
ii) Retrieval nurse 
iii) Transport provider 

d) Modes of transport 
Demonstrate knowledge of the 
different modalities of patient 
transport available for interhospital 
transfer  S H 

Demonstrate knowledge of the 
relative advantages and 
disadvantages of the use of each of 
the different modalities of patient 
transport available for interhospital 
transfer  S H 
i) Road ambulance 
ii) Rotary wing aircraft 
iii) Fixed wing aircraft 

e) Communications 
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Demonstrate knowledge of the 
need for effective communication 
between components of the EMS 
system involved in the transfer of 
patients from one hospital facility to 
another S H 

Demonstrate knowledge of the 
various means of communication 
available to facilitate the transfer of 
patients from one hospital facility to 
another   S H 

f) Equipment considerations 
Demonstrate knowledge of the 
medical equipment utilised in 
interhospital transfer and the 
limitations that the requirement for 
transfer places on the use and 
function of that equipment Eq H 

Demonstrate knowledge of the 
equipment utilised by other EMS 
personnel in facilitating the transfer 
of patients from one hospital facility 
to another Eq H 

g) Preparing the patient for transport 
Demonstrate knowledge of the 
assessments and procedures that 
must be undertaken, and the 
monitoring requirements necessary 
to ensure that a patient is optimally 
prepared for safe transfer from one 
hospital facility to another S Ex 

h) Physiological considerations 
Demonstrate knowledge of the 
physiological consequences of 
transport in the ill or injured patient T H 

i) Effects of altitude 
Demonstrate knowledge of the 
physiological consequences of 
transport by air in the ill or injured 
patient T H 

j) When not to transport 
Demonstrate knowledge of the 
limitations of the transport 
environment and of the clinical 
scenarios where alternatives to 
patient transfer are likely to 
contribute to better patient 
outcome. S Ex 
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14 DISASTER MEDICINE 

14.1  Disasters  
a) Definitions of a disaster and the 

importance of the relativity of an 
incident to available resources S H 

b) Classification of disasters S G 
c) Epidemiology of disasters T G 

d) National & regional responsibilities S G 

14.2  Disaster planning 

a) General principles 
i) Disaster management & 

mitigation 
i.  Principles of prevention 

and risk reduction S G 
ii.  Principles of 

preparedness relative to 
risk of occurrence and 
impact S H 

b) Hospitals as responders to an 
emergency  
Demonstrate knowledge of the 
standard emergency threat/incident 
procedures in the following 
situations 
 i) External emergency (Code 

Brown)  S H 
ii) Hospitals as “victims” in an 

emergency  
i. Fire (Code Red) 

procedures and 
considerations S H 

ii. Bomb threat (Code 
Purple) procedures S H 

iii. Evacuation (Code 
Orange) S H 

iv. Internal emergency 
(Code Yellow) S G 

c) Response 
Demonstrate the principles and 
procedures that are required for 
preparing the ED for a large influx 
of casualties S Ex 

d) Recovery 
Demonstrate knowledge of the 
principles and procedures that are 
required in the aftermath of an 
incident S H 

e) Incident command structure 
Demonstrate knowledge of the five 
different management activities 
which need to be addressed in the 
effective management of any 
incident  
i) Strategic:  The overall 

command of the incident and 
interface between different 
responding agencies and the 
community S G 

ii)  Planning:  The continual 
evaluation of the incident 
situation S G 

iii)  Financial:  Tracking costs and 
administering the 
procurement of any 
necessary resources S G 

iv) Operational:  The practical 
management of incident S G 
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v)  Logistics:  The provision of 
services and support for all 
needs of the incident S G 

f) Demonstrate knowledge of the 
importance of communications 
during an incident S G 

g) Demonstrate knowledge of the 
importance of media management 
during incidents and the use of 
media during an incident S G 

14.3  Roles and responsibilities at the 
disaster site 

a) Medical 
Demonstrate knowledge of the 
relative advantages and 
disadvantages in having specialist 
disaster response medical teams 
instead of disaster response 
medical teams taken from hospitals S G 

b) Ambulance S G 
c) Police S G 
d) Fire S G 

14.4  Disaster equipment and 
supplies 

a)  Incident site 
i) Selecting equipment for use 

at an incident site 
i. Medical bags Eq H 
ii. Medical disposables & 

pharmaceuticals Eq H 
iii. Medical monitoring 

equipment Eq H 

b)  Emergency department 
i) Disposables and 

pharmaceutical supplies  S H 
ii) Medical records and 

stationary S G 

14.5  Occupational health and safety 
issues  

a) Incident site 
i) Personal protective 

equipment (incident site) S H 
b)  Emergency department 

i) Principles of hazardous 
materials incidents S H 

ii) Recognising toxic gas 
exposures  S H 

iii) Chemical personal protective 
equipment (hospital) Eq/S H 

iv) Personal protective 
equipment for biological 
hazards Eq/S H 

14.6 Disaster site operations 

a)  Organization of medical operations 
at an incident site S H 

b) Adapting clinical management in a 
disaster 
i) Disaster triage 

Demonstrate knowledge of 
the principles of disaster 
triage and the national 
disaster triage standard S H 

ii)  Record keeping S G 

iii)  Paediatric casualties 
Demonstrate knowledge of 
important triage 
considerations with regard to 
paediatric casualties and the 
needs of children involved in 
an incident S H 

14.7 Mental health & behavioural 
issues 

a) Disaster victims  
i) The role of counselling S G 

b) Health professionals and 
responders 
i)  Critical incident stress 

debriefing S G 
ii)  Post traumatic stress disorder DIS G 

14.8  Medical response to terrorist 
incidents 

a)  Chemical weapons 
i)  Choking agents 

i. Cyanide D/S H 
ii. Phosgene D/S G 

ii) Blistering agents 
i. Mustard D/S G 

iii) Nerve agents D/S H 

b)  Biological weapons 
i) Small pox DIS/S G 
ii) Anthrax DIS/S G 
iii) Botulism DIS/S G 
iv) Viral haemorrhagic fevers DIS/S G 

c) Radiation emergencies 
i) Radiation exposure –  

Demonstrate knowledge of 
the different types of radiation 
exposure and their relative 
biological impact DIS/S G 

ii) Radiation injury DIS H 
iii) Radiation safety 

Demonstrate knowledge of 
the principles of radiation 
safety, radiation monitoring 
and responding to a casualty 
contaminated with a radio-
isotope safely S H 

d) Urban search and rescue 
i) Demonstrate knowledge of 

the problems & dangers 
associated with accessing 
and treating casualties within 
collapsed structures S G 
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14.9 Disaster exercises 

a) Demonstrate knowledge of the role 
of different types of disaster 
exercises S G 

b)  Designing an exercise 
i) Practical problems in 

conducting exercises S G 
ii) Occupational health and 

safety issues in exercises S G 
iii) The importance of debriefing 

exercise participants to 
update disaster plans S G 
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15 MEDICAL EDUCATION 

15.1  Basic principles of medical 
education 

Demonstrate knowledge of the 
principles of the following aspects of 
medical education to the emergency 
medicine setting 
a) One-on-one tutorials NCI H 
b) Small group tutorials  NCI H 
c) Large group tutorials  NCI H 
d) Didactic versus interactive sessions 

 NCI H 
e) Setting learning objectives  NCI H 
f) Study techniques  NCI G 
g) Creation of an environment 

conducive to learning  NCI G 
h) Evaluation of a teaching program  NCI G 
i) Development of courses  NCI G 
j) Educational resources including 

electronic aids in teaching and 
learning  NCI H 

15.2  Undergraduate 

Demonstrate knowledge of the 
following issues with regards to medical 
student education 
a) Ensuring a safe environment for 

the student   S H 
b) Ensuring a safe environment for 

the patient interacting with the 
student  S H 

c) Consent of a patient interacting 
with a student  NCI H 

d) Topics in emergency medicine 
relevant to differing stages in the 
medical student curriculum  NCI H 

e) Problem-based learning  NCI G 

15.3  Junior medical staff 

Demonstrate knowledge of the 
principles of the following issues with 
regard to junior medical staff in the ED 
a) Principles of on-the-floor teaching 

of junior medical staff  NCI H 

b) Principles of a topical program for 
junior medical staff  NCI H 

c) Principles of on-the-floor 
supervision of junior medical staff  NCI H 

15.4  Specialist training 

Demonstrate knowledge of the 
principles of the following issues with 
regard to specialist training in 
emergency medicine 
a) Appropriate structure of a training 

program in emergency medicine NCI/S H 
b) Primary examination teaching 

program and curriculum  NCI H 
c) Fellowship examination teaching 

program and curriculum  NCI H 
d) Continuing medical education 

program  NCI H 
e) Guidelines and requirements for 

the accreditation of EDs for ACEM 
training  NCI H 

f) ACEM research requirements for 
training  NCI H 

g) The roles of the Director of 
Emergency Medicine Training  NCI H 

h) The roles of the Board of Education 
 NCI G 

i) Assessment of ACEM trainees NCI H 
j) Providing feedback to trainees NCI H 
k) Approach to a problem being 

experienced by an emergency 
medicine trainee  NCI H 

l)  The approach to a poorly 
performing trainee NCI G 

m) The international differences with 
regard to training in emergency 
medicine  S G 

 

15.5  Principles of medical education 
related to competency as an 
emergency physician 

Demonstrate insight into their own 
limitations of expertise via self-
assessment NCI H 

Demonstrate knowledge of the 
principles of adult learning NCI H 

Demonstrate knowledge of the 
maintenance of competence as an 
emergency physician. NCI H 
 

15.6  Non-specialist, nursing and 
paramedical training 

Demonstrate knowledge of the 
differences between specialist and 
other forms of education in the ED  

a) Differences between specialist and 
other forms of education in the ED 
such as non-specialist, nursing and 
paramedical training  S H 



 ACEM Training & Examination Handbook Revised  7/7/2010 

 
 
 

 

COLUMN “LO” – CATEGORIES OF LEARNING OBJECTIVES 
COLUMN “LP” – 

LEVELS OF PRACTICE 
 DIS - Diseases/Injuries/Symptoms  D - Pharmacological & toxicological agents  Ex - Expert 
 E - Physical Examination 
 I - Investigations 
 M - Medical Interventions 

 P - Procedures 
 Eq - Equipment 
 T - Theories 

 S - Systems 
 NCI -  Non-clinical/clinical interface 

 H - High 
 G - General 

 
142 

 

16 ADMINISTRATION AND 
MANAGEMENT 

16.1  Management principles 
a) Responsibility 

Demonstrate knowledge of 
potential barriers to the assumption 
of responsibility for patient care NCI H 

Demonstrate knowledge of the 
importance of the assumption of 
overall responsibility for safe and 
effective patient care NCI H 

b) Leadership 
Demonstrate knowledge of the 
different roles that may be played 
by a leader NCI G 

Demonstrate knowledge of the 
different skills required by leaders 
at different levels within an 
organisation NCI G 

c) Delegation 
Demonstrate knowledge of the 
concept of delegation and the 
features required for successful 
delegation NCI G 

d) Management Structures 
Demonstrate knowledge of different 
types of organisational structures 
commonly found within hospitals 
and their relative strengths and 
weaknesses NCI G 

e) Planning 
Demonstrate knowledge of the 
steps required to generate a plan NCI G 

Demonstrate knowledge of 
effective priority setting NCI G 

f) Communication 
Demonstrate knowledge of the 
modes of communication 
commonly used in the ED between 
the ED and other interfaces in the 
hospital NCI H 

g) Supervision 
Demonstrate the ability to 
appropriately supervise other staff 
members, including how to give 
clear instructions NCI Ex 

16.2 Physical 

a) Design 
Demonstrate knowledge of the 
desirable features of an ED with 
reference to the following items  NCI H 
i) Site selection, access points, 

parking and visibility, and 

relationships to other 
departments 

ii) Internal layout, patient flow, 
security features and privacy 

iii) Area/size, number and type 
of treatment areas 
appropriate for casemix, 
staffing and ED length of stay  

iv) Fire and local government 
regulations and how they may 
influence design 

v) Short stay unit 
vi) Signage appropriate for 

casemix 
vii) Staff facilities, including rest 

areas and educational 
facilities 

b) Equipment 
Demonstrate knowledge of the 
steps involved in equipment 
selection and acquisition Eq H 

Demonstrate knowledge of the 
steps required to manage 
equipment failure  Eq G 

c) Computers and information 
management systems 
Demonstrate knowledge of the 
principles of operation of the 
systems commonly used to 
manage patients in the ED 
including patient tracking, 
investigation ordering and results, 
medical record generation, decision 
support, and referral systems NCI G 

Demonstrate knowledge of the 
benefits and risks of electronic vs 
paper based storage of health 
information  NCI G 

d) Ergonomics, occupational health 
and safety 
Demonstrate knowledge of the 
principles of occupational health 
and safety and how they may affect 
ED design  NCI G 

e) Communications systems 
Demonstrate knowledge of the 
communications features 
commonly utilised in the design of 
an ED  NCI H 

16.3  Staff 

a) Job descriptions 
Demonstrate knowledge of the 
roles of key members of ED staff NCI Ex 

Demonstrate knowledge of the key 
competencies required by staff to 
effectively perform their tasks  NCI Ex 

b) Staff assessment and appraisal 
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Demonstrate the ability to 
adequately evaluate staff 
performance and provide effective 
feedback to staff members 
regarding their performance  NCI H 

Demonstrate the ability to receive 
feedback and to modify their 
behaviour to improve their own 
performance  NCI H 

c) Conflict 
Demonstrate knowledge of the 
sources and consequences of 
conflict and the techniques 
commonly used to resolve conflict  NCI G 

d) Harassment and discrimination 
Demonstrate knowledge of the 
principles for protection of staff 
from various forms of harassment 
and discrimination  NCI G 

e) Stress 
Demonstrate knowledge of the 
common sources of personal and 
work-related stress  NCI H 

f) Motivation 
Demonstrate knowledge of the 
theories underlying personal 
motivation and reward systems  NCI G 

g) Teams 
Demonstrate knowledge of the 
advantages and disadvantages of 
teams and committees NCI H 

Demonstrate knowledge of the 
different roles that team members 
may perform  NCI H 

Demonstrate knowledge of the 
different phases of team 
development  NCI G 

Demonstrate knowledge of the 
roles and responsibilities of other 
professionals in the provision of 
emergency health care.  S H 

Demonstrate the capacity to 
effectively work with others to 
assess, plan, provide and integrate 
care for patients NCI  H 

Demonstrate the capacity to 
effectively work with others to 
assess, plan, provide and review 
research problems, educational 
work, program review or 
administrative responsibilities NCI H 

h) Rostering 
Demonstrate knowledge of the 
factors that should be considered in 
the construction of a staff roster for 
an ED NCI H 

Demonstrate knowledge of the 
factors that influence the staffing 
requirements of an ED  NCI H 

16.4 Financial 

a) Principles 

i) Budgets 
Demonstrate knowledge of 
the functions of budgets 
within an organisation  NCI G 

Demonstrate knowledge of 
the principles of budget 
management  NCI G 

ii) Cost-effectiveness 
Demonstrate knowledge of 
the principles of cost 
effectiveness analysis and 
the potential limitations of 
such analyses NCI G 

iii) Funding sources and models 
Demonstrate knowledge of 
the models commonly used in 
Australasia to provide funding 
to EDs and is able to identify 
potential sources of funding 
for ED operations  NCI G 

b) Capital 
Demonstrate knowledge of the 
difference between capital and 
recurrent funding, relative 
contributions of each to total 
budgetary position  NCI G 
i) Building NCI G 
ii) Equipment NCI G 

c) Recurrent  
Demonstrate knowledge of the 
difference between fixed and 
marginal costs  NCI G 

Demonstrate knowledge of the 
approximate relevant contribution 
of the following to the total cost of 
ED operations  
i) Salaries and wages NCI G 
ii) Consumables NCI G 
iii) Drugs NCI G 
 iv) Investigations NCI G 
v) Repair, maintenance and 

replacement NCI G 
vi) Education and training NCI G 

d) Special projects 
i) Research funding 

Demonstrate knowledge of 
the possible sources of funds 
for research projects  NCI G 

16.5  Hospital environments   

Demonstrate knowledge of the possible 
differences in staffing, physical 
facilities, support services and 
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16.6  Quality improvement  

Demonstrate knowledge of the 
following quality improvement concepts  
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ii) Development NCI H 
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g) Risk management NCI H 
h) Complaints management NCI H 
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k) Task design 
Demonstrate knowledge of the 
factors that influence the 
effectiveness of task design  NCI G 

16.7  Communications with external 
groups 

Demonstrate knowledge of the 
relationship between patient perception 
and satisfaction  NCI G 

Demonstrate the ability to manage 
patients with special needs in an 
appropriate manner NCI H 

Demonstrate the ability to conduct a 
media interview regarding a medical 
topic NCI G 

Demonstrate knowledge of the 
importance of good relationships, and 
how these may be achieved, with the 
following groups 
a) Interdepartmental relations NCI H 
b) Public relations NCI G 
c) Media relations NCI G 
d) Government relations NCI G 
e) Legal relations NCI G 

i) Law enforcement 
ii) Coroner 
iii) Courts 

16.8 ED specific management issues 

a) Patient flow, ED overcrowding and 
access block 

Demonstrate knowledge of the 
concepts of process mapping and 
concepts of patient flow  NCI H 

Demonstrate knowledge of the 
possible causes of ED 
overcrowding and the possible 
effects that ED overcrowding may 
have on patient care  NCI Ex 

Demonstrate knowledge of the 
factors that may contribute to 
access block  NCI Ex 

b) Observation medicine and short-
stay units 

Demonstrate knowledge of the 
different models of care and 
observation medicine  S H 

Demonstrate knowledge of the 
potential benefits and limitations of 
a short-stay unit associated with 
the ED  S Ex 

Demonstrate knowledge of the 
types of cases that may be suitable 
for admission to a short-stay unit  S Ex 

 

17 RESEARCH AND 
LITERATURE APPRAISAL 

17.1  Principles of research 
a) Demonstrate knowledge of the 

importance of accurate data 
collection on the validity of a 
scientific work  NCI G 

Demonstrate knowledge of the 
importance of how the presentation 
of data may influence the 
perception of study results  NCI G 

Demonstrate knowledge of the 
importance of honesty in research 
and how competing interests may 
influence research  NCI H 

Demonstrate knowledge of the 
importance of randomisation in 
differentiating between an 
association and a cause  NCI G 

b) Hypothesis formulation and testing 
Demonstrate knowledge of the 
generation of an appropriate 
hypothesis to answer a research 
question  NCI G 

Demonstrate knowledge of the 
types of error that may occur when 
testing research hypotheses  NCI G 

c) Research ethics 
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i) Consent for research 
Demonstrate knowledge of 
the process of consent for 
research NCI H 

ii) Ethics of research 
Demonstrate knowledge of 
the ethics of medical research NCI G 

17.2  Research methods 

Demonstrate knowledge of the 
following principles of medical research   
a) Sample size  NCI G 
b) Choice of research method  NCI G 
c) Enrolment  NCI G 
d) Randomisation NCI G 
e) Concealment of treatment 

allocation NCI G 
f) Bias  NCI G 
g) Validity NCI G 
h) "Gold standard" test NCI G 

Demonstrate knowledge of the roles, 
benefits and limitations of the following   
a) Trials NCI G 
b) Meta-analysis  NCI G 
c) Case series and reports  NCI G 
d) Literature reviews  NCI G 
e) Observational studies NCI G 
f) Letters NCI G  

17.3  Statistical methods 

a) Demonstrate knowledge of the 
following statistical principles 
i) Sensitivity  NCI H 
ii) Specificity  NCI H 
iii) Positive predictive value NCI H 
iv) Negative predictive value  NCI H 
v) Accuracy NCI H 
vi) Relative risk  NCI H 
vii) Odds ratio  NCI H 
viii) Confidence intervals  NCI H 
ix) Statistical significance  NCI H 

b) Usage of statistical methods 
Demonstrate knowledge of the 
difference between dichotomous, 
nominal, ranked (ordinal) and 
continuous variables  NCI G 
 
Demonstrate knowledge of the 
difference techniques used to 
graphically display or plot data from 
dichotomous, nominal, ranked 
(ordinal) and continuous variables  NCI G 
 

Demonstrate knowledge of the 
difference between parametric and 
non-parametric data  NCI G 

Demonstrate knowledge of the 
difference between paired and non-
paired data  NCI G 

Demonstrate knowledge of the 
difference between descriptive and 
comparative statistics  NCI G 

Demonstrate knowledge of 
distributions of continuous 
variables and the terms used to 
describe these distributions  NCI G 

Demonstrate knowledge of the 
principles and practical application 
of the following comparative 
statistical tests 

• Student's t test   NCI G 
• Mann Whitney U test  NCI G 
• Chi squared test  NCI G 
• Sign test  NCI G 
• ANOVA  NCI G 
• Correlation coefficients  NCI G 
• Tests of agreement  NCI G 
• Multiple regression  NCI G 

c) Measurement accuracy 
Demonstrate knowledge of 
confidence intervals in data 
reporting  NCI H 

Demonstrate knowledge of the 
standard error of the mean  NCI G 

d)  Significance 
Demonstrate knowledge of the 
difference between clinical and 
statistical significance  NCI H 

e) Bayes’ theorem 
Demonstrate knowledge of the 
principles and practical application 
of Bayes’ theorem, including the 
following terms NCI G 

• Prior probability 
• Post-test probability 
• Likelihood ratios (+ve and -ve) 

Demonstrate knowledge of the 
limitations of Bayes’ theorem in 
clinical practice  NCI G 

17.4  Literature evaluation 

a) Evidence-based medicine 
Demonstrate knowledge of the 
principles, practical application and 
limitations of evidence-based 
medicine  NCI H 

b) Clinical application of research 
Demonstrate knowledge of the 
potential barriers to the adoption of 
research findings into clinical 
practice  NCI H 

c) Critical appraisal of emergency 
medicine specific literature 
Demonstrate the knowledge and 
skills to accurately and critically 
appraise the emergency medicine 
specific literature. NCI Ex 
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d) Is able to effectively critically 
appraise retrieved evidence in 

order to address a clinical question NCI H 
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RRREEEGGGUUULLLAAATTTIIIOOONNNSSS   

These regulations represent the current basis on which decisions in relevant matters are made by Council.  
Regulations are derived from, and are an extension of, the Articles of Association of the College.   

DDiivviissiioonn  11  
IInntteerrpprreettaattiioonn  

Regulation 1.20 
Application of Regulations 

1.20/10 Unless otherwise specified herein, all regulations apply without reference to the date of registration with 
the College. 

1.20/12 Without affecting the generality of regulation 1.20/10, the following regulations do not apply to trainees 
who registered with the College before 1 January 1999: 

 Eligibility for Election to Fellowship – 4.1/10 

 Retrospective accreditation – 4.2/50; 4.2/51 

 Provisional Training – 4.5/50 to 4.5/60 inclusive 

 Advanced Training – 4.5.70 to 4.5/93 inclusive 

 Primary Examination – 4.13/01 

 Fellowship Examination – 4.14/02  

1.20/15 Without affecting the generality of regulation 1.20/10, the regulations set out in Schedule 1 apply only 
to trainees who registered with the College before 1 January 1999. 

DDiivviissiioonn  44  
EElleeccttiioonn  ooff  FFeelllloowwss  

Regulation 4.1 
Eligibility for Election to Fellowship 

4.1/10 Applicants for election to Fellowship of the College must have satisfied all the requirements of the 
regulations with respect to –  

(a) basic training 

(b) provisional training 

(c) advanced training 

(d) satisfaction of Regulation 4.10 

(e) primary examination 

(f) fellowship examination. 

Completion of Eligibility Requirements 

4.1/11 In regulation 4.1 – 

 “specified completion date” means either – 

(a) 30 June 2005 (for trainees who passed the fellowship examination prior to 1 July 2002); or 
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(b) a date three years from the date the fellowship examination was passed (for trainees ruled 
eligible by the Board of Education to sit an examination held after 1 July 2002 but prior to the 
2004.2 examination). 

4.1/12 Regardless of the date registration as a trainee was effected, a trainee must sit and pass the fellowship 
examination a second time if all requirements for election to fellowship are not completed by the 
specified completion date. 

4.1/13 A trainee may apply in writing to the Board of Education for an extension of a maximum of 12 months 
on the specified completion date if genuine attempts to satisfy regulation 4.10 have been made and 
ruled unsuccessful by the Board.  

4.1/14 Where a trainee is required by regulation 4.1/12 to resit the fellowship examination and where the 
Board of Education – 

(a) has not granted an extension on the specified completion date; or 

(b) has granted an extension of time and that extension has expired, 

 the examination must be passed and all outstanding requirements for election to fellowship completed 
within 12 months of the specified completion date or of the extended completion date, as the case may 
be.   

4.1/15 Where regulation 4.1/14 is not complied with, regulation 4.43/20 and 4.43/21 will apply. 

Regulation 4.2 
Registration as a Trainee 

Part A 
General Provisions 

4.2/10  Formal registration as an emergency medicine trainee is essential for a medical practitioner who 
wishes to undertake training and examinations towards fellowship of the College.  Only medical 
practitioners who hold current registration (whether general or otherwise) to practise medicine in a 
State or Territory of Australia or in New Zealand may apply for registration as a trainee. 

4.2/11  An application for registration as a trainee will only be acceptable if it is accompanied by all of the 
following documentation – 

(a) a fully completed current Application for Registration as a Trainee form, signed by the applicant; 

(b) valid payment of the appropriate entrance registration fee; 

(c) either the original or a photocopy, certified in the manner prescribed by the College as a true 
copy of the original, of each of the following – 

 basic medical degree; 

 document evidencing any change of name since conferral of the degree (if applicable); 

 if either of the above is in a foreign language, a translation of the document to the English 
language by an accredited translator (if applicable); 

 current annual practising certificate issued by either the Medical Board of a State or Territory 
of Australia or the Medical Council of New Zealand, according to the place of residence of 
the applicant. 

(d) a summary of prior experience, being a chronology of all posts undertaken since graduation in 
medicine in the form prescribed by the College; 

(e) all letters of support required to substantiate the retrospective accreditation of any eligible prior 
training pursuant to Part B of regulation 4.2. 

 An application which is not accompanied by all of the above will not be acceptable and will be returned, 
without further consideration, to the applicant. 
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4.2/12  Where a medical practitioner is eligible to apply, the following applications and all necessary supporting 
documentation must be submitted with the application for registration as a trainee – 

(a) any application for the grant of subject pass/es in the primary examination pursuant to 
regulation 4.13; 

(b) any application for the retrospective recognition of advanced training pursuant to Part C of 
regulation 4.2. 

Approval for Registration 

4.2/15  The prior approval of the Board of Education to register or re-register as a trainee is required where – 

(a) the applicant had previously been the subject of proceedings for suspension or dismissal from 
the training program pursuant to regulation 4.43, whether or not those proceedings were 
concluded; 

(b) the applicant has been removed from a register of medical practitioners by a medical 
registration authority recognised by the Council for this purpose on the grounds of malpractice, 
misconduct, unethical behaviour or similar grounds; 

(c) the applicant was previously registered as a trainee and withdrew from the training program. 

 The Board of Education may, if it sees fit and at its sole discretion, refuse to accept an application for 
registration or re-registration from an applicant to whom this regulation applies. 

New Trainee Interview Process 

4.2/20  The Board of Education may at its absolute discretion make such guidelines as it sees fit in relation to 
all aspects of the new trainee interview process including, but not limited to, the following – 

(a) the content of the process and the manner in which it is to be conducted; and 

(b) the timeframe within which the process must be completed. 

 Compliance with all such guidelines is mandatory. 

Date Registration Effected 

4.2/24  Acceptance of an application for registration as a trainee will be conditional, pending completion by the 
applicant of all aspects of the new trainee interview process within the timeframe specified. 

4.2/25  Provided that the requirements of the new trainee interview process are completed within the 
timeframe specified, the date of registration as a trainee will be deemed to be either – 

(a) the date an acceptable application for registration is received by mail or personal delivery at the 
College office; 

(b) where the prior approval of the Board of Education to register or re-register as a trainee is 
required, either (at the determination of the Board of Education)– 
 the date referred to in paragraph (a) of this regulation; or 
 the date the Board of Education approves the application for re-registration, 

 . 

4.2/26  If the requirements of the new trainee interview process are not completed within the specified 
timeframe, then conditional registration as a trainee will thereby lapse and registration will not be 
confirmed.  In such circumstances, the application for registration as a trainee will be returned to the 
applicant. 

4.2/27  Once confirmed, registration as a trainee continues until the trainee formally resigns from the register 
of trainees, is removed from the register of trainees in accordance with the regulations or is elected to 
fellowship of the College. 
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Reinstatement of Training 

4.2/30  If a former trainee who resigned or was removed from the register of trainees applies to the College for 
re-registration as a trainee, the applicant’s status of training will be assessed anew by the Board of 
Education in accordance with training requirements current at the time of re-registration. 

4.2/31  The Board of Education may, at its absolute discretion, either wholly disregard any previously approved 
status of training or may reinstate such part of that training which meets the criteria for retrospective 
recognition of training in effect as at the date of re-registration. 

Part B 
Retrospective Accreditation – Basic and Provisional Training 

4.2/50  The following limits apply to the amount of training, completed prior to registration as a trainee, which 
may be retrospectively accredited (where appropriate) – 

(a) basic training – up to 24 months; 

(b) non-ED provisional training – up to six months, provided that the training in question is no more 
than five years old at the time of registration. 

4.2/51  All letters of support must contain such information as the Board of Education may from time to time 
require, and must be provided – 

(a) for basic training purposes – by Medical Administration at the relevant hospital; 

(b) for provisional training purposes – by the supervising consultant in respect of each non-ED term 
to be considered. 

4.2/52  Emergency medicine training undertaken prior to the date of registration as a trainee is not eligible for 
retrospective accreditation unless it falls within the basic training period or, if subsequent to the basic 
training period, up to a maximum of six months training may be accredited in the following 
circumstances only – 

(a)  where registration is effected during a current, uninterrupted period of training in a single 
approved emergency department; and 

(b) an in-training assessment form is submitted in respect of that term within the timeframe 
specified by regulation 4.15. 

Part C 
Retrospective Accreditation – Advanced Training 

Application Process 

4.2/70 An eligible applicant may apply in writing to the Board of Education in accordance with the provisions of 
this Part to have certain eligible training retrospectively accredited as advanced training. 

4.2/71 The onus of demonstrating all the elements and grounds of the application to the satisfaction of the 
Board of Education is on the applicant. 

4.2/72 An application under this Part must – 

 be submitted together with the Application for Registration as a Trainee; 

 be made in writing; and  

 be accompanied by such documentation and application fee (in addition to the entrance registration 
fee) as may from time to time be required by the Board of Education.   

4.2/74 If any necessary supporting documentation cannot be provided at the time the application is submitted, 
then it must be received at the College office within three months of the date the application to register 
as a trainee is submitted.   

 If it is not received within this time frame, then the training to which the documentation relates will not 
be considered for retrospective accreditation as advanced training. 



 ACEM Training & Examination Handbook Revised  7/7/2010 

 
 
 

  
 

151 

4.2/75 Existing trainees of the College who are eligible to apply under this Part must do so within three 
months of the date this Part came into effect. 

General Definitions 

4.2/80 In this Part, the following definitions apply – 

 “Relevant College” means the College or authority (other than ACEM) responsible for specialist training 
in the discipline of that College in the country in which the training was undertaken and recognised for 
the purposes of this Part by ACEM; and “relevant discipline” has a corresponding meaning. 

 “Relevant Advanced Training Program” means advanced training program conducted under the 
auspices of the relevant College. 

 “Eligible Applicant” means a registered trainee of ACEM who, at the time in question, was formally 
registered as an advanced trainee with the relevant College and was formally participating in the 
relevant advanced training program.  

 “Contingent ruling” means a ruling made by the Board of Education under this Part which may come 
into effect at a future time upon the fulfilment of specified conditions. 

Eligible Training 

4.2/81 In this Part, “eligible training” means a period of advanced training in respect of which all of the 
following requirements may be satisfactorily demonstrated – 

(a) the training was undertaken in the relevant discipline;  

(b) the training met all criteria for accreditation as part of the relevant advanced training program;  

(c) the applicant was supervised for the duration of the period of training in question by a consultant 
supervisor appointed by the relevant College; 

(d) the applicant’s performance in the post was the subject of regular review and assessment, both 
oral and written, by the appointed training supervisor in accordance with the requirements of the 
relevant advanced training program;  

(e) the applicant’s performance in the post was wholly satisfactory;  

(f) training in question was formally accredited towards attainment of the specialist qualification 
awarded by the relevant College; and 

(g) the relevant College has provided a statement or certificate attesting to the satisfactory 
performance in, and successful completion and formal accreditation of the training in question. 

4.2/82 Notwithstanding regulation 4.2/81, a period of training will not be eligible for consideration under this 
Part if – 

(a) it was undertaken more than five (5) years prior to date on which the application was made; 

(b) it was subject to an adverse report, whether wholly or in part, by the appointed training 
supervisor; 

(c) its accreditation would mean that, with regard to the ACEM training program, any of the limits 
placed by Council on the following would be exceeded – 

 the amount of advanced training which may be accredited in the discipline in question; or 

 the amount of training (both provisional and advanced) which may be undertaken overseas. 

Outcome of Application 

4.2/85 The Board of Education may make a contingent ruling allowing retrospective accreditation of eligible 
training up to but not exceeding the following limits – 
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(a) where the eligible training was undertaken in an approved non-ED discipline as part of the 
relevant advanced training program –  

 up to but not exceeding the maximum amount of advanced training which may be accredited 
in that discipline under the ACEM training program; 

(b) where the eligible training was undertaken in an approved emergency medicine post as part of 
the relevant advanced training program in the United Kingdom –  

 a maximum of twelve months emergency medicine training; and  

 up to but not exceeding a maximum of twelve months training in a non-ED discipline which 
was formally accredited as part of the emergency medicine advanced training program. 

4.2/86 The Board of Education may also make such other determinations as it deems appropriate in any 
individual case, provided always that it is of the opinion that the integrity of the ACEM training program 
is thereby maintained and promoted.  In so doing, the Board may take into account any additional 
matters relating to the processes of the relevant training program as it sees fit. 

4.2/87 A contingent ruling made under this Part will not become effective until the trainee has been formally 
accepted into the advanced training program, provided that the training in question is, at the time of 
acceptance into the advanced training program, no more than ten (10) years old. 

 If any part of the training in question is more than ten (10) years old at the time of acceptance into the 
advanced training program, then the contingent ruling will not become effective vis-à-vis that training.   

Regulation 4.3 
Trainee Selection Process 

4.3/10  With the exception of trainees who have wholly completed the training program of a medical college 
nominated by the Board of Education, all trainees must successfully undergo the College trainee 
selection process to determine their eligibility for the advanced training program. 

4.3/11  The College may restrict the number of trainees selected for advanced training where this is mandated 
by Council. 

4.3/12  The trainee selection process shall include consideration of the structured references and any other 
material or matter which the Board of Education may from time to time require or deem appropriate. 

Structured References 

4.3/20  Three structured references are required for the trainee selection process. These must meet the 
following requirements – 

(a) they must be based on the six-month period of minimum ED provisional training required by 
regulation 4.5, Part C, and in respect of which an In-Training Assessment form was lodged in 
accordance with the requirements of regulation 4.15; 

(b) they must be provided by three FACEMs (one being the trainee’s DEMT), all of whom have 
directly supervised the trainee’s training during the period to which the reference relates; 

(c) they must be received at the College office within twelve weeks of the conclusion of the term on 
which they are based (whether or not, at that point of time, the primary examination has been 
passed). 

 Any structured reference which does not meet these requirements will be invalid and will not be taken 
into consideration. 

4.3/21  A valid structured reference will remain valid for a period of 12 months from the date of receipt of the 
reference. 

4.3/25  Structured references which become invalid through expiration of time must be replaced by further 
structured references which meet the requirements of regulation 4.3/20, with the exception that they 
are to be based on at least three months extended provisional training time undertaken in a single 
approved emergency department as required by regulation 4.5, Part C. 
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Assessment of Suitability for Advanced Training 

4.3/40  The trainee will be considered by the Trainee Selection Committee at the following times – 

(a) upon the submission of three structured references in accordance with the requirements of 
regulation 4.3; 

(b) upon completion of the primary examination. 

4.3/43  A trainee whose structured references are deemed unsatisfactory by the Trainee Selection Committee 
will be required to – 

(a) satisfactorily complete an additional six-month block of FTE provisional training in a single 
approved emergency department; 

(b) submit an In-Training Assessment form in respect of that six month period of training in 
accordance with regulation 4.15; and 

(c) submit a further three structured references based on that six month period of training, all of 
which meet the requirements of regulation 4.3/21, paragraphs (b) and (c). 

4.3/44  A trainee who fails the trainee selection process on the second occasion that his or her suitability is 
reviewed by the Trainee Selection Committee may be dismissed from the training program on the 
grounds of unsatisfactory progress. 

Commencement of Advanced Training 

4.3/50  A trainee will be deemed to commence advanced training as of one of the following times (as 
applicable) – 

(a) where the trainee is successful at the first review by the Trainee Selection Committee, either – 

 the date the primary examination was passed; or 

 the date all provisional training time requirements were satisfactorily completed, 
 whichever of those dates is the later; 

(b) where the trainee is successful at the second review by the Trainee Selection Committee, either 
– 

 the date of completion of the required additional period of training; or 

 such later time that the Board of Education may, in its absolute discretion, stipulate. 

Regulation 4.5 
Training Time Requirements 

Part A 
General Provisions 

4.5/01  The content of training will be in accordance with the provisions of the current edition of the Training 
and Examination Handbook. 

4.5/05  Provisional and advanced training in emergency medicine posts must take place in emergency 
departments approved by Council as being suitable for training in emergency medicine. 

4.5/06  Provisional and advanced training posts in other disciplines will be approved only in hospitals which 
have training programs approved by the relevant College. The trainee may be in a non-training post 
from the point of view of the relevant College, but must undertake similar duties to those of a trainee in 
an approved training post. 

4.5/07  All training (whether basic, provisional or advanced) requires the submission of In-Training Assessment 
forms in accordance with regulation 4.15. 
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Part-Time Training 

4.5/10 Part-time training may be considered for pro rata accreditation provided that, with respect to the 
duration of such training – 

(a) it is equivalent to a minimum of 50% of the time and conditions of a full-time position; and 

(b) the overall duration of the position is the equivalent pro rata of the minimum full-time duration 
requirement for training of its type (that is, for provisional or advanced training). 

 A “full-time position” is determined by reference to the hours and conditions applicable in the relevant 
local jurisdiction and is considered to be the local applicable full-time norm for that position in the 
particular discipline. 

Interruption of Training 

4.5/15  Trainees who will not be in a training post for a period of six months or more must make prior written 
application to the Board of Education for approval to interrupt training. The maximum period for which 
an interruption of training may be approved is two years. 

4.5/16  The annual registration fee remains payable in full during any period of interruption of training except in 
the circumstances permitted by regulation 4.12. 

Trainee Leave Entitlements 

4.5/20  The Board of Education may make such guidelines as it deems appropriate regarding the amount of 
leave which may be taken during any training term without a reduction in the amount of training which 
may be accredited for the term in question. 

Timeframe for Completion of Training Program 

4.5/25  Trainees must complete all requirements of the ACEM training program and be eligible for election to 
fellowship within 12 years of commencement of provisional training, provided that – 

(a) the trainee completes all requirements of the provisional training period as a whole (including 
the trainee selection process) and is accepted into the advanced training program within five 
years of the commencement of provisional training; and 

(b) the trainee completes all requirements of the advanced training program as a whole (including 
regulation 4.10 and the fellowship examination as and when eligible) within 10 years of the 
commencement of advanced training. 

4.5/26  A trainee who fails to meet any part of the requirements of regulation 4.5/25 will be subject to 
proceedings for dismissal from the training program in accordance with regulation 4.43 on the basis of 
failure to progress. 

Part B 
Basic Training 

4.5/40  Each trainee is required to complete two postgraduate years of basic training, which should include 
rotation through a variety of posts. 

4.5/41  Basic training time will not be deemed complete unless it has been formally accredited by the College 
through either provision of letters of support in accordance with regulation 4.2, Part B (if  undertaken 
prior to registration as a trainee) or in accordance with regulation 4.15 (if undertaken subsequent to 
registration as a trainee). 

Part C 
Provisional Training 

4.5/50 The duration of the provisional training period is a minimum of 12 months.  It commences upon 
completion of all basic training requirements and continues: 



 ACEM Training & Examination Handbook Revised  7/7/2010 

 
 
 

  
 

155 

(a) for trainees who completed all provisional training and examination requirements before 1 July 
2000 –  until the date all those requirements were completed; or 

(b) for trainees who did not complete all provisional training and examination requirements before 
1 July 2000 – until the date he or she is deemed pursuant to regulation 4.3 to have entered the 
advanced training program. 

 4.5/51 Subject to regulation 4.5/54, the provisional training period must include all of the following:  

(a) a pass in the primary examination; 

(b) satisfactory completion of all minimum provisional training time requirements. 

 “Minimum provisional training time requirements” means 12 months of approved provisional training 
which includes both of the following – 

(c) six months ED training in a single approved emergency department in either Australia or New 
Zealand.  This training does not have be undertaken in a single six-month block, but may be 
undertaken in blocks of shorter duration provided that - 

 it is wholly completed within a 12 month period; and 

 each of the blocks meets minimum duration requirements for provisional training terms. 

(d) a further six months approved training.  This training may be completed in an approved 
emergency department, but it is recommended that it be completed in any of the non-ED 
disciplines approved by the Board of Education for advanced training. 

4.5/52 Provisional training must be undertaken in blocks of at least two month’s duration (a “block” meaning a 
continuous, uninterrupted period), provided that each block is  completed in the same discipline in the 
same department.  Terms of less than two month’s duration will not be accredited. 

4.5/54 If the provisional training period extends beyond 12 months, a block of at least three months of 
approved ED training must be satisfactorily completed during each year of extended provisional 
training.   

 It is recommended that at least six months of approved non-ED training be completed annually during 
the extended provisional training period. 

Part D 
Advanced Training 

4.5/70 During advanced training, trainees must satisfactorily complete the following: 

(a) 30 months of ED training in accredited emergency departments;  

(b) 18 months training in a variety of non-ED disciplines approved by the Board of Education; and 

(c) the minimum paediatric training requirement 

4.5/72 All advanced training terms, whether ED or non-ED, must be undertaken in a block of at least three 
months duration (a “block” meaning a continuous, uninterrupted period), provided that each block is 
completed in the same discipline in the same department.  Terms of less than three months duration 
will not be accredited. 

4.5/75 ED advanced training:    
With respect to the advanced training time to be spent in approved emergency departments: 

(a) At least 12 months must be spent in an adult emergency department. 

(b) Trainees should be responsible for supervision of other medical staff and must participate in the 
education, research and quality improvement activities of the department. 

(c) Trainees must satisfactorily complete at least six months training in each of the following (as 
designated by Council) – 
 a major referral hospital; and 



 ACEM Training & Examination Handbook Revised  7/7/2010 

 
 
 

  
 

156 

 either an urban district hospital or a regional/rural base hospital. 

4.5/80 Non-ED advanced training:  
With respect to the advanced training time to be spent in approved non-ED disciplines: 

(a) It may be undertaken in either adult or paediatric specialties. 

(b) It must include a minimum of six months training in either anaesthetics or intensive care 
medicine or a combination of both, which training must be undertaken at a hospital accredited 
for specialist advanced training by ANZCA; basic or advanced training by CICM (as appropriate 
to the discipline). 

 It is highly recommended that, in addition to this minimum requirement, further experience in 
both anaesthetics and intensive care medicine be obtained during the course of advanced 
training. 

(c) It must include a further 12 months of training in a post which – 

 meets the requirements of 4.5/81;  

 does not exceed any of the limitations imposed by paragraph (d) on the amount of training 
which may be undertaken in the discipline in question; and 

 does not exceed the amount of training for which the hospital is accredited by the relevant 
College. 

(d) The following limits apply to the maximum amount of training which may be accredited in any 
given non-ED discipline: 

 12 months training 

 anaesthesia – including the training referred to in paragraph (b) 

 intensive care – including the training referred to in paragraph (b) 

 medicine – including a maximum of six months in any one sub-specialty 

 surgery – including a maximum of six months in any one sub-specialty 

 6 months training 

 any other approved discipline (see “special skills posts”). 

4.5/80A The requirements of paragraph (b) of regulation 4.5/80 shall apply to all trainees equally regardless of 
their date of registration.  An exemption from this requirement shall operate in respect of those trainees 
who complete all required non-ED advanced training time by 1 March 2008. 

 4.5/81 Special Skills Posts  
Special skills training is comprised of posts in a variety of other non-ED disciplines.  A special skills 
post must meet one of the following criteria with respect to accreditation status as determined by the 
Board of Education: 

A. Category A – the post has been approved by Council following inspection by an ACEM 
accreditation team; 

B. Category B – the institution at which the training is to be undertaken is accredited for specialist 
training in the discipline in question by the relevant College; 

C. Category C – the prior approval of the Board of Education for the training in question has been 
sought and obtained. 

Minimum Paediatric Training Requirement 

4.5/90 Trainees who entered the advanced training program prior to 1 January 2003 may satisfy the minimum 
paediatric training requirement by completion of one of the following options: 

(a) six months in a paediatric emergency department accredited for emergency medicine training; 

(b) three months in a paediatric emergency department accredited for emergency medicine training 
and three months in a general paediatric ward or ICU; or 
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(c) 12 months in a mixed emergency department accredited for paediatric emergency medicine 
training; 

(d) six months in a mixed emergency department accredited for paediatric emergency medicine 
training and three months in a general paediatric ward or ICU. 

 Paediatric experience gained in an emergency department will be accredited towards the ED 
component of advanced training, whilst experience gained in a general medical ward or ICU will be 
accredited as non-ED advanced training. 

4.5/91 For the purposes of the minimum paediatric training requirement – 

 “encounter” includes attending a patient for all of the following purposes - taking a history; physical 
examination; and participation in management and disposition decisions.  

 “paediatric patient” means a patient aged 15 years or less. 

4.5/92 To satisfy the minimum paediatric training requirement, trainees who enter the advanced training 
program on or after 1 January 2003 must satisfactorily complete a minimum of four hundred (400) 
encounters with paediatric patients and maintain in the prescribed manner a record of all such 
encounters (“paediatric log book”). 

4.5/93 With regard to encounters with paediatric patients, all of the following requirements must be satisfied - 

(a) At least 50% of the total number of encounters required must be undertaken in an approved 
emergency department. 

(b) At least 25% of all encounters in an approved emergency department must fall into categories 
1, 2 or 3 of the Australasian Triage Scale. 

 The total number of required encounters must include all those procedures required from time to time 
by Council to be successfully completed at least once under the appropriate specialist supervision 
(“designated procedures”). 

Regulation 4.6 
Joint Training Programs 

4.6/01 All College regulations will continue to apply without mitigation to trainees formally participating in any 
approved joint training program between ACEM and another specialist training authority, except to the 
extent – 

(a) that the requirements of those regulations are specifically varied by regulation 4.6; and/or 

(b) that the Board of Education, at its discretion, may otherwise allow.  

4.6/02 “Standard ACEM training requirements” means the requirements of the ACEM training program as they 
apply exclusive of the operation of regulation 4.6.  

Governance of Training Programs 

4.6/05 The final determination of requirements for election to fellowship of ACEM will be made by the ACEM 
Board of Education, and any appeals procedures and processes will be conducted in accordance with 
the ACEM regulations. 

4.6/06 The final determination of requirements for election to fellowship of another specialist training authority 
will be made by that other specialist training authority, and any appeals procedures and process will be 
conducted in accordance with the regulations and policies of that other specialist training authority. 



 ACEM Training & Examination Handbook Revised  7/7/2010 

 
 
 

  
 

158 

Part A 
Intensive Care Medicine 

4.6/20 To be eligible for or to apply for participation in the joint training program in emergency medicine and 
intensive care medicine, the medical practitioner must be concurrently registered as a trainee of both 
ACEM and CICM. 

4.6/21 If a trainee discontinues participation in the ACEM/CICM joint training program but continues training in 
emergency medicine only, then regulation 4.6 will cease to operate vis-à-vis that trainee, and the 
requirements of the standard ACEM training program must be fully satisfied for the trainee to become 
eligible for election to fellowship of ACEM. 

Joint Training Requirements 

4.6/24 With regard to the ACEM training component of the ACEM/CICM joint training program, the 
requirements of the standard ACEM advanced training program are varied to the following extent only 
– advanced training time must include satisfactory completion of all of the following: 

(a) 24 months of ED advanced training in accredited emergency departments; and 

(b) 24 months of non-ED training in posts approved by the Board of Education, to be comprised as 
follows: 
 12 months intensive care medicine 
 6 months anaesthetics 
 6 months general medicine. 

4.6/25 The non-ED training referred to in regulation 4.6/24 may be retrospectively recognised in the following 
circumstances only – 

(a) if CICM advanced training was completed prior to registration as an ACEM trainee;  

(b) if the terms for which retrospective recognition is sought were formally accredited as CICM 
advanced training; and 

(c) if accompanied by such documentation and application fee as may from time to time be 
required by the Board of Education.   

 Otherwise, such terms may be undertaken only after registration as an ACEM trainee has been 
effected and the trainee has been accepted into the ACEM advanced training program. 

4.6/26 A participant in the joint ACEM/CICM training program will not be eligible for election to fellowship of 
ACEM until – 

(a) all standard ACEM training requirements have been fully satisfied; or 

(b) all elements of both the ACEM and the CICM components of the joint training program have 
been satisfactorily completed and the participant is eligible for election, or has been elected, to 
fellowship of CICM. 

Part B 
Paediatric Emergency Medicine 

4.6/30 To be eligible to apply for participation in the joint training program in paediatric emergency medicine, 
the medical practitioner must at all relevant times be registered as a trainee with either ACEM and/or 
RACP according to which College their current component of training is being credentialed. 

Joint Paediatric Training Committee 

4.6/31 The Joint Paediatric Training Committee shall be represented by three members appointed by ACEM 
(one of whom is a Censor) and three members appointed by RACP.  The committee will liaise with 
ACEM, the RACP and the joint trainees, and will provide a channel of communication between those 
parties. 
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Joint Training Requirements – ACEM stream (trainees starting with ACEM & completing with 
RACP) 

4.6/34 With regard to the ACEM component of the ACEM/RACP joint training program, the requirements of 
the standard ACEM training program are varied to the following extent only – provisional and advanced 
training time must include satisfactory completion of all of the following: 

(a) 12 months provisional training in approved adult emergency departments;   

(b) 48 months advanced training which includes all of the following – 

(i) 30 months training in approved and accredited emergency departments, comprising– 
 •  18 months in paediatric emergency departments; and 
 •  12 months in adult emergency departments 

(ii) 18 months in approved non-ED disciplines, comprising – 
 •  12 months in paediatric medicine; and 
 •  either 6 months of paediatric intensive care medicine, or a combination of 3 months 

paediatric intensive care and 3 months neonatal intensive care. 

4.6/35 Fellowship of ACEM may be awarded upon completion of all the standard ACEM training requirements, 
except as may be varied by regulation 4.6/34.  

4.6/36 To achieve dual fellowship, trainees will be required to register with RACP and complete all of the 
following additional components: 

 12 months paediatric medicine; 

 pass the FRACP Part 1 written and clinical examinations; 

 6 months mandatory training (as specified by RACP CPPT); 

 any additional research required by RACP CPPT. 

Joint Training Requirements – RACP stream (trainees starting with RACP & completing with 
ACEM) 

4.6/38 To be eligible for election to fellowship of ACEM, RACP trainees must have satisfactorily completed all 
of the following – 

(a) all training requirements required of ACEM stream trainees; 

(b) have been accepted, or are eligible, for election to fellowship of RACP; 

(c) have a letter of support from the paediatric emergency medicine Joint Training Committee 
indicating that all paediatric and RACP requirements have been successfully completed and 
only adult emergency medicine components of dual training time are outstanding; and 

(d) 24 months adult ACEM-accredited emergency medicine training, of which – 
 12 months may have been completed and accredited towards the FRACP program; and  
 12 months must be prospectively accredited by ACEM subsequent to registration as a 

trainee of ACEM. 

 In addition, any fees associated with the ACEM training program and the election process must have 
been paid beforehand. 

Regulation 4.10 
Trainee Research Requirement 

4.10/70 Trainees must meet all the learning objectives of the Trainee Research Requirement by one of the 
following methods – 

(a) Publish a trainee research project (“TRP”) in a recognised peer-reviewed journal; 

 “Recognised peer-reviewed journal” means a journal of standing in the medical community 
(determined by listing in Index Medicus or, if not listed, at the discretion of the Trainee Research 
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Committee) with submitted papers reviewed for acceptance by recognised experts in the 
relevant field. 

 (b) Present a TRP as an oral or poster presentation at a scientific meeting approved by the Trainee 
Research Committee (all TRPs will be adjudicated by the College); or 

 Adjudicated TRPs determined by the Trainee Research Committee not to have met the 
College’s learning objectives will not be reassessed if resubmitted in a different format. 

 (c) Successfully complete a minimum of two of the following postgraduate subjects at an 
Australasian University: 
 Clinical Epidemiology 
 Biostatistics 
 Research Methods 
 Evidence-Based Medicine 

 Each subject must be a minimum of one semester and be prospectively accredited by the Board 
of Education. 

4.10/71 Whether published or presented, a TRP must – 

(a) be an original contribution to which the trainee can demonstrate their authorship according to 
the requirements of regulation 4.10 ; and 

(b) satisfy all the learning objectives set by the Board of Education. 

4.10/72 The Board of Education may specify the types of TRPs which – 

(a) will be regarded as satisfying this regulation; or 

(b) may be considered on their merits. 

4.10/73 TRPs which will not satisfy regulation 4.10 include –  

(a) literature reviews, where – 
 two trainees rely on a co-authored paper; or 
 they contain a detailed appraisal of fewer than five relevant different trials. 

(b) case reports. 

(c) TRPs published in the following (or equivalent) journal sections:  letters to the editor, 
correspondence, discussion papers, editorials, book chapters.   

Multiple Authorship 

4.10/75 If a trainee is not the principal author, they must –  

(a) be a major author of the TRP; and 

(b) provide a written statement from the principal author describing the trainee’s involvement in the 
TRP. 

4.10/76 If two trainees are involved in the authorship of a published TRP, both trainees must –  

(a) be principal authors; 

(b) make application to the Board of Education for assessment of the TRP at the same time; and 

(c) provide a written description of the contribution of each of the trainees to the TRP from their 
DEMT. 

4.10/77 More than two trainees cannot rely on the same co-authored published TRP to satisfy regulation 4.10.   
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4.10/78 If two trainees have co-authored a TRP to be presented, only one trainee may seek adjudication in 
respect of that TRP to satisfy regulation 4.10. 

Published TRPs 

4.10/81 A copy of the publication, together with a written request for assessment (on the prescribed form) and 
any other documentation necessary to demonstrate conformity with the requirements of regulation 
4.10, must be submitted to the Chair of the Trainee Research Committee for consideration. 

Presented TRPs 

4.10/85 TRPs may be presented as either an oral or poster presentation.  The information for a poster 
presentation should be of similar amount and quality as that of an oral presentation. 

4.10/86 The presentation time for oral and poster presentations is ten minutes, with an additional five minutes 
for questions.  Trainees making a poster presentation are required to be present during the whole of 
the session to which they have been allocated. 

Adjudication of TRPs 

4.10/88 Trainees intending to present a TRP at an approved scientific meeting must submit to the Chair of the 
Trainee Research Committee all of the following by the due date (which will be at least one month prior 
to the meeting) –  

(a) a written request for adjudication (on the prescribed form); 

(b) a copy of the abstract; 

(c) a written paper describing the TRP ; and 

(d) any other documentation required to satisfy regulation 4.10. 

 If all of the above documentation is not received at the College by the due date, the TRP may not be 
adjudicated. 

4.10/89 All TRPs will be marked according to the published assessment system by three adjudicators and the 
marking sheets forwarded to the Chair of the Trainee Research Committee.  For failed TRPs, 
adjudicators shall provide the Chair of the Committee with a detailed description of how the mandatory 
learning objectives have not been met by the TRP.  

Approval of Forum 

4.10/90 The meeting at which the TRP is presented should be an approved international, national or state 
meeting.  Hospital meetings are not sufficient. 

4.10/91 The Board of Education may from time to time designate certain scientific meetings as having 
perpetual approval for the purposes of regulation 4.10.   

 A written request for approval of other meetings must be made to the Chair of the Trainee Research 
Committee at least three months prior to the meeting by – 

(a) the organising committee (if the meeting is to be conducted by a regional Faculty of the 
College); or  

(b) the trainee seeking adjudication (in all other cases). 

4.10/92 The Chair of the Trainee Research Committee will approve a scientific meeting organised by a regional 
Faculty of the College only when satisfied that the organising committee has made appropriate 
arrangements to allow trainees to satisfy regulation 4.10.  This includes the provision of an adequate 
venue and adjudication. 
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Regulation 4.11 
Overseas Training 

4.11/01 The acceptability of qualifications obtained and training completed outside Australasia, whether by 
Australasian graduates or otherwise, will be considered on an individual basis by the Board of 
Education.   

4.11/02 With the exception of overseas trained specialists making an application pursuant to regulation 4.55, 
training and examination requirements apply equally to all graduates. 

4.11/05 Trainees are required to obtain prior approval from the Board of Education for any proposed training in 
countries other than Australia or New Zealand.  If such approval is not obtained before commencing 
the post, it will not be considered for accreditation. 

4.11/06 The maximum period of overseas training which may be approved is – 

(a) for provisional trainees – up to 6 months; and 

(b) for advanced trainees – between 18 and 24 months.  If any overseas training is accredited 
during provisional training, then the amount of overseas training which may be undertaken 
during advanced training is correspondingly reduced. 

4.11/10 Of the overall total of 24 months training which may be accredited overseas,  a maximum of only 12 
months training (whether provisional or advanced) may be completed in approved emergency 
departments. 

Regulation 4.12 
Fees payable by Trainees 

Annual Registration Fee 

4.12/01 An annual registration fee is payable by all trainees in respect of each calendar year (or part thereof) 
from registration as a trainee until election to Fellowship or resignation from the register.  The fee is not 
payable pro-rata. 

4/12/05 In October of each year, a notice of account for the following year’s annual registration fee will be sent 
to each trainee, together with advice regarding the operation of regulation 4.12. 

4.12/05 The annual registration fee must be paid by 31 January of each year.    

4.12/10 If the annual registration fee remains unpaid at 31 January, an account rendered will be sent to the 
trainee together with a reminder regarding the consequences of non-payment of the fee. 

4.12/11 If the annual registration fee remains unpaid at 15 March, a late lodgement fee equivalent to 10% of 
the annual registration fee will accrue (retrospective to 31 January) and a second account rendered 
and an urgent reminder regarding the consequences of non-payment will be sent to the trainee.   

4.12/12 If the annual registration fee and accrued late lodgement fees remain unpaid as at 30 April, the trainee 
will be removed from the College register of trainees without further notice.   

Reinstatement to Training Program 

4.12/14 A trainee removed from the College register pursuant to regulation 4.12/12 may apply in writing for 
reinstatement.   

 Reinstatement will not be considered unless payment of all outstanding fees plus a reinstatement fee 
(being 50% of the annual registration fee) accompanies the application. 

Special Consideration 

4/12/15 Trainees may seek special consideration if suffering financial hardship.  Applications for special 
consideration must be made in writing and must reach the College prior to 31 January.  A proposed 
schedule for payment of the annual registration fee must be included in the application.   



 ACEM Training & Examination Handbook Revised  7/7/2010 

 
 
 

  
 

163 

4.12/16 The operation of regulation 4.12/11 with regard to the late lodgement fee and regulation 4.12/12 will be 
suspended during the currency of a schedule for payment agreed to by the College.  If the trainee does 
not meet any scheduled payment, then that suspension will thereby terminate. 

Deemed Delivery 

4.12/18 Notices and other correspondence pertaining to regulation 4.12 which are mailed to the trainee at their 
address recorded on the College database at the time of mailing and which are not returned to the 
College as undeliverable will be deemed to have been delivered to the trainee.  

Concessional Rates 

4.12/20 A concession of 50% on the full amount of the annual registration fee may be granted to trainees who 
have been given approval to interrupt training for the whole of a training year.   

4.12.21 An application for a concession must be made to the Board of Education in writing and must reach the 
College prior to 31 January.  The application must be accompanied by payment of 50% of the annual 
registration fee. 

4.12/22 Circumstances in which a concession will not be granted include, but are not limited to, the following – 

(a) in respect of the year in which registration as a trainee was effected; 

(b) where a trainee seeks or intends to seek accreditation of any training, whether undertaken on a 
full-time or part-time basis, during the  whole or any part of the training year in question; 

(c) where a trainee has completed the minimum provisional training time required, but has not yet 
satisfied all other requirements of the provisional training period; 

(d) where a trainee has completed all required training time but has not yet satisfied all 
requirements for election to fellowship. 

Outstanding Fees 

4.12/40 Provisional or advanced training time will not be accredited while any due annual registration fees 
remain unpaid.  

4.12/41 The candidature of a trainee for any College examination will be terminated if all outstanding fees of 
whatsoever nature are not paid in full at least four weeks prior to the first sitting date of the examination 
in question.   

4.12/42 All outstanding fees and the Fellowship application fee must be paid before a trainee can be elected to 
Fellowship. 

Regulation 4.13 
Primary Examination 

4.13/01 The primary examination may be taken by registered trainees at any time during basic or provisional 
training. 

4.13/05 The primary examination will cover the subjects of anatomy, pathology, physiology and pharmacology. 

4.13/10 Applications to sit the primary examination must be made on the prescribed form and must be 
accompanied by: 

  payment of the prescribed examination fee;  

 a certified copy of the candidate’s annual practising certificate from a Medical Board of a State or 
Territory of Australia or the Medical Council of New Zealand, which is current until at least the 
closing date for examination applications; and 

 any other documentation which may be specified on the application form. 

 The College may, at its absolute discretion, disallow a candidate from sitting the primary examination if 
his or her registration to practise medicine in either a State or Territory of Australia or in New Zealand 
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either lapses, is varied so as to impose restrictions or limitations on the right to practise medicine, or is 
revoked. 

4.13/11 Applications received after the specified closing date for the examination will not be accepted. 

4.13/12 A candidate who arrives 30 minutes or more after the scheduled starting time of a written examination 
in any subject may be disqualified from that component of the examination.   

 A candidate who arrives after the appointed assembly time for the oral examination may be excluded 
from the oral examination as a whole. 

4.13/15 The presence of an observer who is not a Fellow of the College at the examination requires prior 
approval of the Board of Education. 

Withdrawal from Examination 

4.13/20  A candidate may withdraw from the whole or any part of the examination without penalty, provided that 
notice in writing is received at the College office by the date nominated on the application form. 

4.13/21  A candidate who withdraws from the examination without penalty may: 

(a) if the withdrawal is from all subjects specified in the examination application – 

 request a refund of the examination fee; or 

 hold over the application and examination fee to the next sitting of the examination. 

(b) if the withdrawal is from one or more, but not all, of the subjects specified in the examination 
application – be given a refund of that part of the examination fee which comprises the relevant 
subject fee(s) only. 

4.13/22  A candidate who fails to present for any part of the examination or who withdraws from any part of the 
examination after the date nominated on the application form will not be entitled to any refund. 

Granting of a Subject Pass 

4.13/30  The Board of Education may grant a pass in certain of the subjects of the ACEM primary examination 
to those trainees who, at the date of registration, have within the previous three years – 

(a) wholly passed the primary examination of a Medical College recognised for the purposes of this 
regulation by the College; or 

(b) been awarded a postgraduate qualification in such discipline and from such institution as the 
Board may from time to time recognise 

4.13/31  The Medical Colleges, institutions or qualifications recognised for the purposes of regulation 4.13/30, 
and the subjects in which a pass may be granted, are those specified below – 

 Those recognised under paragraph (a): 

 Royal Australasian College of Surgeons – anatomy, pathology, physiology 

 Australian & New Zealand College of Anaesthetists – physiology, pharmacology 

 Royal College of Pathologists (Australia) – pathology 

 Royal Australasian College of Radiologists – anatomy 

 The Royal College of Anaesthetists (UK) – physiology, pharmacology 

 Those recognised under paragraph (b): 

 MRCS Intercollegiate examination (UK) – anatomy 

4.13/35  An application for the grant of a subject pass must be made in writing and must be accompanied by 
such documentation and application fee as may from time to time be required by the Board of 
Education. 

4.13/36  An application for the grant of a subject pass must be made at the same time that the application to 
register as a trainee is submitted. An application made outside this timeframe will not be considered. 
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Examination Prize 

4.13/50 The primary examination prize, known as the Epstein Prize in honour of Joseph Epstein and in 
recognition of his efforts in establishing the primary examination has a monetary value as determined 
from time to time by Council. 

4.13/51 The Court of Examiners for each primary examination will award the prize to the candidate judged to 
have shown the best and sufficient overall proficiency in the examination.  The prize may be awarded 
jointly or severally if two or more candidates are judged equally proficient.   

Exemption from Primary Examination 

4.13/60 The Board of Education may grant an exemption from the ACEM primary examination to an applicant 
who – 

(a) has been elected to fellowship of a specialist Medical College in Australia or New Zealand 
recognised for the purposes of this regulation by the College; or 

(b) comes within the scope of regulation 4.55. 

 All applications must be made in writing and in the appropriate manner. 

Regulation 4.14 
Fellowship Examination 

4.14/01 Eligibility to sit the fellowship examination will be determined by the Censor-in-Chief on the advice of 
the Board of Education, in line with Regulation 3.15/10. 

4.14/02 To be eligible to sit the fellowship examination, trainees must have –  

(a) completed two postgraduate years of basic training; 

(b) completed 12 months of provisional training; 

(c) passed the primary examination of the Australasian College for Emergency Medicine or have 
been granted an exemption; 

(d) completed three years of advanced training; and 

(e) satisfied regulation 4.10. 

 Paragraph (e) commences operation with the 2004.2 examination, but does not apply to trainees ruled 
eligible by the Board of Education to sit an examination held after 1 July 2002 but prior to the 2004.2 
examination. 

4.14/03 Regulation 4.14/02 notwithstanding, the Board of Education may recommend to Council that an 
application for entry to the fellowship examination be considered. 

4.14/05 The fellowship examination will consist of written and clinical sections. 

4.14/10 Applications to sit the fellowship examination must be made on the prescribed form and must be 
accompanied by: 

  payment of the prescribed examination fee;  

 a certified copy of the candidate’s annual practising certificate from a Medical Board of a State or 
Territory of Australia or the Medical Council of New Zealand, which is current until at least the 
closing date for examination applications; and 

 any other documentation which may be specified on the application form. 

 Council may, at its absolute discretion, disallow a candidate from sitting the fellowship examination if 
his or her registration to practise medicine in either a State or Territory of Australia or in New Zealand 
either lapses, is varied so as to impose restrictions or limitations on the right to practise medicine, or is 
revoked. 
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4.14/11 Applications received after the specified closing date for the examination will not be accepted. 

4.14/12 Subject to consideration by the Board of Education, a candidate who arrives later than 30 minutes after 
the scheduled starting of any section of the examination may be disqualified from the whole 
examination. 

4.14/15 The presence of an observer who is not a Fellow of the College at the examination requires prior 
approval of the Board of Education. 

Withdrawal from Examination 

4.14/30 At the discretion of Chair of the Fellowship Examination Committee, a trainee withdrawing from the 
examination will receive a full refund of the examination fee providing that such withdrawal is received 
in writing 28 days prior to the commencement of the examination. 

4.14/31 Candidates withdrawing an application within the 28 day period prior to the commencement of the 
examination will incur an administration fee of— 

(a) 25% of the examination fee, if the withdrawal occurs between 15 and 28 days inclusive; 

(b) 50% of the examination fee, if the withdrawal occurs between 7 and 14 days inclusive; or 

(c) 100% of the examination fee, if the withdrawal occurs within 7 days of the examination. 

 Candidates who fail to present for any part of the examination will incur an administration fee of 100% 
of the examination fee. 

 A written application for exemption from up to 90% of the administrative fee will be considered if a 
medical certificate or other evidence of compassionate grounds is provided within seven days of 
withdrawal from, or failure to present for, the examination. 

4.14/35 Regulations 4.14/30 and 4.13/31 apply when transferring an application to a subsequent examination.  
The responsibility for transferring an application rests with the trainee and requires formal written 
notification. 

Presentation for Oral Examination 

4.14/40 Candidates who clearly fail the written examinations and so will not be able to pass the examination will 
not be invited to the oral/clinical section. 

Buchanan Prize 

4.14/50 The fellowship examination prize, known as the Buchanan Prize in honour of  the memory of Peter 
Bethune Buchanan (Honorary Treasurer 1983-88), has a monetary value as determined from time to 
time by Council. 

4.14/51 The Court of Examiners for each fellowship examination will award the Buchanan Prize to the 
candidate with the highest mark.   When the highest mark is shared by more than one candidate, the 
following discriminators will be introduced until a single candidate emerges: 

(a) pass all six sections of the examination; 

(b) not have required any extra test; 

(c) have had the fewest attempts at the examination. 

 Following this, if more than one candidate meets these criteria, the prize will be jointly awarded. 

Regulation 4.15 
Supervision and Accreditation of Training 

4.15/01 Each trainee requires a Director of Emergency Medicine Training (“DEMT”), who will be either– 
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(a) the DEMT appointed by the Board of Education for the hospital at which the trainee is working; 
or 

(b) where the hospital does not have an approved emergency department, a DEMT appointed by 
the Regional Censor to fill that role for a period of time (“nominal DEMT”). 

4.15/02 At the commencement of each post, trainees are obliged to notify the DEMT for the hospital or 
institution at which they are working or their nominal DEMT of their current employment details and of 
their status as a trainee of the College. 

Directors of Emergency Medicine Training 

4.15/10 A DEMT is to be a FACEM appointed by the Board of Education upon the endorsement of the Regional 
Censor.  Regard will be given to the document “Key Selection Criteria”.  

4.15/11 Applications for appointment of DEMT must be made on the prescribed form and be supported by at 
least three FACEMs (one of whom is the Director of Emergency Medicine) working in the same 
department.  If the total number of FACEMs in the department is less than four, then all FACEMs 
should support the application.   

4.15/12 DEMTs are to conduct themselves in a manner consistent with the concepts outlined in the document 
“Statement of Duties”. 

DEMT Courses 

4.15/30 The College will conduct periodic courses to provide guidance for DEMTs in the function and 
performance of their duties as DEMT and to sustain their ongoing knowledge of the requirements of the 
training program.  

4.15/31 Each DEMT must attend a DEMT course within 12 months of appointment.  

4.15/35 If a DEMT fails to meet the requirements of regulation 4.15/31, Council may take such action as it sees 
fit.   

Assessment Forms – Basic Training 

4.15/55  At the conclusion of each training year (or part thereof) of basic training, an Annual Record of Training 
form must be completed and signed by the trainee and the relevant person in Medical Administration. 
This document must reach the College office within eight weeks of the end of the training year to which 
it relates. 

Assessment Forms – Provisional & Advanced Training 

4.15/60  Regardless of their stage of training, all trainees are required to undertake formal training in positions 
accredited or approved by the College and are to be assessed through the submission of In-Training 
Assessment forms on that training. This must be done continually until election to fellowship, unless 
leave to interrupt training has formally been granted. 

 In relation to trainees who are time-complete but not yet eligible for election to fellowship, ongoing 
training must still be undertaken in approved training posts, and at least six months of approved ED 
training must be undertaken within each two year period. 

4.15/61  An In-Training Assessment form (“ITA”) – 

(a) must be completed by both the trainee and the DEMT (if an ED term) or the supervising 
consultant (if a non-ED term); and 

(b) must be received at the College office within eight weeks of the conclusion of the term to which 
it relates.  In this context, “term” means an uninterrupted period of training undertaken in a 
single approved department in a single discipline, the duration of which does not exceed six 
months. 

4.15/62  If an ITA is not received at the College office within eight weeks of the conclusion of the term to which it 
relates, the trainee’s performance will be deemed to be unsatisfactory and the term will not be 
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accredited or, in relation to time-complete trainees, will not meet the requirements of regulation 
4.15/60. 

4.15/64  All trainees are required to retain a copy of each ITA for their personal records. 

4.15/68  Trainees are required to produce copies of the following documentation to their DEMT for his or her 
perusal at each review of their training progress– 

(a) all ITAs or other evaluation forms; 

(b) each annual assessment report issued by the College. 

Unsatisfactory Assessments 

4.15/70  If a trainee receives an unsatisfactory ITA encompassing a six month period, the Board of Education 
will review that assessment and adopt appropriate measures as it sees fit. One such measure may be 
the non-approval of accreditation of the relevant term(s). 

4.15/71  If a trainee’s performance appears likely to be unsatisfactory, it is essential that a mid-term interview be 
conducted by the DEMT in accordance with the principles outlined in the document “Review of Trainee 
Progress: Unsatisfactory Evaluations”. 

Failure to Submit Training Assessment Documentation 

4.15/80  A trainee who fails to submit assessment documentation in respect of any given training year during 
which training has not been formally interrupted with the leave of the Board of Education may be 
subject to proceedings for dismissal from the training program in accordance with regulation 4.43 on 
the basis of failure to progress. 

Regulation 4.19 
Accreditation of Emergency Departments 

4.19/01 The accreditation of emergency departments is the responsibility of Council on the recommendation of 
the Board of Education, having taken advice from the Accreditation Committee. 

4.19/05 The Board of Education shall have the authority to interpret the requirements of regulation 4.19 as 
appropriate, having regard to all of the circumstances. 

Accreditation Inspection Process 

4.19/10 A request in writing and in the prescribed form must be received from the Chief Executive Officer of the 
hospital in question before the accreditation inspection process may be commenced in respect of an 
emergency department which – 

(a) has never previously been accredited for advanced training in emergency medicine;  

(b) is currently accredited and is seeking an increase in the level of accreditation; or 

(c) has previously been accredited, but has since wholly lost that accreditation. 

4.19/11 The reinspection process for currently approved emergency departments will be initiated by the 
College. 

 4.19/12 Whether in respect of an initial inspection or a reinspection, the following documentation must be 
provided by the hospital whose emergency department is to be inspected –  

 Hospital Information Questionnaire (“HIQ”), including a completed minimum criteria checklist; and  

 any other documentation which may from time to time be required by the College for consideration 
as part of the accreditation process. 

 All required documentation must reach the College office by such date as the College may specify.  If it 
is not received by that date, the accreditation inspection will not be carried out. 
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4.19/15 An accreditation inspection team will consist of an interstate Fellow (usually a Censor or senior 
accreditor) and two regional Fellows (one usually being the regional Censor or senior accreditor). 

4.19/20 Following an accreditation inspection, the inspection team will compile a report regarding the training 
program in question, which report will be reviewed by the Accreditation Committee and Board of 
Education prior to its submission to Council for consideration. 

4.19/21 The report shall contain recommendations regarding the following –  

(a) whether the emergency department should be accredited for advanced training in emergency 
medicine and the amount of training allowed for an individual advanced trainee – 6 months, 12 
months or 24 months; 

(b) whether the department should be accredited for the minimum paediatric requirement of 
advanced training; 

(c) a recommendation for the number of FTE trainee positions that the department can support at 
the one time; 

(d) the role delineation of the hospital for training purposes; 

(e) any concerns or qualifications to the accreditation; 

(f) any requirement for review. 

4.19/22 Unless otherwise determined by Council or earlier varied or revoked, the accreditation status of an 
emergency department will be valid for a period of five years. 

4.19/60 With respect to a ruling by Council in relation to the accreditation status of an emergency department 
referred to in regulation 4.19/10, such ruling will come into effect as from – 

(a) the date of the accreditation inspection to which the report under consideration relates; or  

(b) such other date as Council may, at its discretion, specify. 

Evaluation Criteria  

4.19/30 All emergency departments seeking accreditation for advanced training in emergency medicine must 
have all of the following – 

(a) appropriate and acceptable standards of patient care; 

(b) documented management, admission, discharge and referral policies; 

(c) a functional electronic patient information management system; 

(d) a formal system of quality management, in which trainees are expected to participate; 

(e) a formal orientation program for new staff; 

(f) educational programs for all grades of medical and nursing staff; 

(g) adequate emergency medicine textbooks, journals, management guidelines and protocols 
available on-site, together with electronic sources of medical information; and 

(h) access to advice or information which facilitates trainees seeking mentorship, if they wish to do 
so. 

4.19/31 The evaluation of an emergency department as suitable for advanced training will include consideration 
of all of the following: 

(a) the level and numbers of emergency physicians and senior staff capable of providing adequate 
and appropriate supervision for trainees of all levels of experience and at all times; 
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(b) an appropriate number and casemix of emergency patients to provide adequate clinical 
experience and with trainees having an adequate and appropriate level of involvement at an 
assessment, procedural and management level; 

(c) there will be an adequate specialist workforce.  In considering the adequacy of the specialist 
workforce, regard will be given to the appropriateness of rosters, safe hours, access to leave, 
overall department performance and benchmarks; 

(d) appropriate levels of staffing with respect to medical, nursing, secretarial and other personnel; 

(e) design and equipment of the department appropriate to the provision of emergency care and 
training; 

(f) an appropriate range and level of support services; 

(g) an appropriate education program, including lectures, case presentations, mortality and 
morbidity review, discussions, audit and review; 

(h) the opportunity for trainee research and the infrastructure to support this; 

(i) accreditation of an appropriate range of specialties within the hospital by the respective colleges 
and the opportunity for rotations which will provide relevant clinical experience for emergency 
medicine; 

(j) evaluation of emergency department function and level of access block so as to determine how 
this may impact on training and registrar wellbeing. 

Minimum Accreditation Criteria 

4.19/35 An emergency department will not be eligible for an accreditation inspection unless all of the following 
minimum criteria pertaining to the level of trainee supervision are met – 

(a) one (1) FTE FACEM as Director of Emergency Medicine; 

(b) half (0.5) FTE FACEM as Director of Emergency Medicine Training; 

(c) a minimum of a further one (1) FTE FACEM; 

(d) the presence of a FACEM exclusively rostered to clinical duties for at least 50 hours every 
week; 

(e) a minimum of 30% of trainee time under the direct clinical supervision of a FACEM. 

 The requirements of paragraphs (a), (b) and (c) above collectively constitute the “minimum threshold 
level”.  

 In determining the minimum accreditation criteria which may apply to a particular emergency 
department, Council may at its absolute discretion take into account any matter, and give greater or 
lesser weight to the various criteria, as it deems appropriate in the circumstances of the department in 
question and in the interests of the integrity of the advanced training program.    

4.19/37 With regard to the level of accreditation for which an emergency department may be eligible, 
compliance with the following minimum criteria relating to the level of trainee supervision should be 
demonstrated – 

(a) for 24 months advanced training accreditation: 
 one (1) FTE FACEM as Director of Emergency Medicine; 
 one (1) FTE FACEM as Director of Emergency Medicine Training; 
 at least a further six (6) FTE FACEMs; 
 the presence of a FACEM exclusively rostered to clinical duties for at least 98 hours every 

week; 
 a minimum of 60% of trainee time under the direct clinical supervision of a FACEM. 

(b) for 12 months advanced training accreditation: 
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 one (1) FTE FACEM as Director of Emergency Medicine; 
 one (1) FTE FACEM as Director of Emergency Medicine Training; 
 at least a further three (3) FTE FACEMs; 
 the presence of a FACEM exclusively rostered to clinical duties for at least 80 hours every 

week. 
 a minimum of 40% of trainee time under the direct clinical supervision of a FACEM. 

 In determining the level of accreditation which may apply to a particular emergency department, 
Council may at its absolute discretion take into account any matter, and give greater or lesser weight to 
the various evaluation criteria and accreditation criteria, as it deems appropriate in the circumstances 
of the department in question and in the interests of the integrity of the advanced training program.   
Regard will be given to the document “Guidelines for Adult and Mixed Emergency Departments 
Seeking Training Accreditation: Minimum Requirements." 

4.19/39 To be eligible for accreditation at the base level of 6 months advanced training, an emergency 
department must demonstrate compliance with all of the minimum criteria referred to in regulation 
4.19/35.  Any emergency department which does not meet all of those minimum criteria will not be 
accredited. 

 Unless otherwise determined by Council, an initial inspection will not be undertaken until such time as 
the “minimum threshold level” of FTE FACEMs referred to in 4.19/35 have been employed and are in 
posts and the other minimum accreditation criteria are met. 

Review of Accreditation Status 

4.19/50 An approved emergency department must be reinspected at least once every five years. 

4.19/51 An approved emergency department may be reinspected at such earlier time as may be required 
where – 

(a) an increase in an emergency department’s existing level of accreditation for the advanced 
training program or the minimum paediatric requirement has been requested;  

(b) there is cause for concern that an emergency department may no longer meet the minimum 
criteria for its level of accreditation; or 

(c) it is deemed appropriate upon the recommendation of a majority of the Regional Faculty or the 
Regional Censor. 

4.19/55 Changes to accreditation status apply regardless of any other criteria. 

Reduction in FACEM staffing 

4.19/65 The Director of Emergency Medicine of an approved emergency department is obliged – 

(a) to notify the Board of Education immediately if the department’s FACEM staffing falls below the 
minimum level prescribed by Council appropriate to its level of accreditation in relation to trainee 
supervision, or immediately it becomes apparent to him or her that it is likely to so fall; and 

(b) to maintain liaison with the Board of Education and keep the Board fully and 
contemporaneously apprised of any subsequent developments. 

Reduction in FACEM staffing – 6 months advanced training accreditation 

4.19/70 If FACEM staffing of an emergency department accredited for 6 months advanced training falls below 
the minimum threshold level referred to in 4.19/35, the accreditation of that department will be 
automatically revoked with immediate effect.  

4.19/72 Immediate revocation of accreditation status pursuant to regulation 4.19/70 carries the consequence 
that no training time may be accredited in that department after the date of revocation.  Only training 
undertaken after the department has regained its accreditation status may be considered for 
accreditation. 
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4.19/75 Where accreditation is revoked pursuant to regulation 4.19/70, the department’s accreditation status 
may be reinstated – 

(a) if the FACEM staffing deficiencies are rectified within six months of the date of revocation; and 

(b) a focused inspection is conducted within six months of the appointment of additional staff.  

 If the FACEM staffing deficiencies are not rectified within six months of the date of revocation, then the 
hospital must apply for and undergo a full reinspection before accreditation status may be regained. 

Reduction in FACEM staffing – 12 or 24 months advanced training accreditation 

4.19/80 Subject to regulations 4.19/85 and 4.19/95, when notification is received that the FACEM staffing level 
of an emergency department accredited for 12 or 24 months advanced training no longer meets the 
relevant minimum level prescribed by Council for its level of accreditation, the Regional or Deputy 
Censor shall immediately assess the departmental situation and report thereon to the next meeting of 
the Board of Education.   

4.19/81 After considering the report, the Board of Education may make such ruling as it deems appropriate.  
Such ruling may include the following – that the hospital in question:  

(a) be required to undergo an inspection as soon as one can be arranged;  

(b) be given formal notice of a possible reduction in, or loss of,  accreditation if the deficiencies 
identified at the inspection referred to in paragraph (a) are not rectified within a period of 12 
months of that inspection; 

(c) be required to undergo a further reinspection at the end of that 12 month period.  

4.19/82 Any reduction in or revocation of the accreditation status of an emergency department which may 
eventuate as a result of the failure to meet the relevant minimum requirements prescribed by Council 
will take effect as of the date of the Council meeting immediately following the reinspection referred to 
in paragraph (c) of regulation 4.19/81.   

4.19/85 If the FACEM staffing level of an emergency department referred to in regulation 4.19/80 falls below 
the minimum threshold level referred to in 4.19/35, the accreditation of that department will be 
automatically revoked with immediate effect.  

4.19/86 Immediate revocation of accreditation status pursuant to regulation 4.19/85 carries the consequence 
that no training time may be accredited in that department after the date of revocation.  Only training 
undertaken after the department has regained its accreditation status may be considered for 
accreditation. 

Regulation 4.43 
Dismissal from Training Program 

Complaints against Trainees 

4.43/05  A complaint received from any person against a trainee must be made in writing to the College and 
lodged with the Secretary. 

4.43/06  Any such complaint shall be referred to the Complaints Committee of the College and shall be dealt 
with in accordance with the provisions of Article 5A of the Articles of Association of the College, as if 
the complaint were a complaint against a Fellow. 

Suspension from Program 

4.43/10  The Council may, in its absolute discretion, suspend any trainee from a training program of the College 
or impose such conditions as it thinks fit on his or her continued traineeship for the duration of any 
period as the Council thinks fit. Any such resolution by Council shall be by a vote in favour of at least 
three-quarters of the members of the Council present (and being eligible to vote) at the relevant 
meeting of the Council. 
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Dismissal from Program – General 

4.43/20  Any trainee may be dismissed from the training program of the College by a vote in favour of at least 
three-quarters of the members of the Council present (and being eligible to vote) at the relevant 
meeting of Council on any of the following grounds: 

(a)  unsatisfactory progress; 

(b) if the trainee is removed from a register of medical practitioners by a medical registration 
authority recognised by the Council for this purpose on grounds of malpractice, misconduct, 
unethical behaviour or similar grounds; 

(c) if the trainee has engaged in conduct contrary or derogatory to or inconsistent with the 
principles, ethics, dignity, standards or purposes of the College; 

(d) upon the recommendation of the Complaints Committee of the College pursuant to regulation 
4.43/05. 

 A recommendation to dismiss a trainee on the grounds set out in paragraph (b) of this regulation must 
be received from the Censor-in-Chief, following consideration of, and a majority vote (of members 
present and being eligible to vote) by, the Board of Education. 

4.43/21  The Board of Education may from time to time issue guidelines regarding what may be deemed 
unsatisfactory progress.  

4.43/30  Before considering a resolution to dismiss a trainee from a training program, the Secretary shall give 
the trainee concerned written notice of the matter or ground and particulars thereof, and of the date 
(being not less than twenty-one days after the date when such notice is given) of the Council meeting 
when such ground shall be heard. The trainee shall be entitled to attend the meeting and to make 
submissions to the Council in his or her defence, or the trainee may take written submissions to the 
Council in his or her defence, which shall be available to Councillors at the meeting. 

4.43/31  At the meeting of the Council heard to consider such matters, the Council shall give to the trainee an 
opportunity to be heard and shall give due consideration to any written submission tendered by the 
trainee to the Council at or prior to the meeting. Any member of the Council who was a member of the 
Complaints Committee or Board of Education referring the matter to the Council shall not participate in 
any consideration of that matter at any meeting of the Council, with the exception of the Censor-in-
Chief. 

Dismissal from Program – Failure to Progress 

4.43/40  A trainee may be dismissed from the training program of the College by the Board of Education without 
referral to Council on the grounds of failure to progress. 

4.43/41  “Failure to progress” includes, but is not necessarily limited to, circumstances where a timeframe for 
completion or performance of any requirement or component of the training program is imposed by 
College regulations, and the trainee fails to complete or perform that requirement within the timeframe 
specified. 

4.43/30  Before considering dismissal of a trainee from the training program on the grounds of failure to 
progress, the Censor-in-Chief shall give the trainee concerned written notice of the impending 
dismissal and of the date (being not less than twenty-one days after the date when such notice is 
given) of the Board of Education meeting at which the dismissal will be considered. The trainee may 
make written submissions to the Board of Education for consideration of extenuating circumstances, 
but shall not be entitled to attend the meeting. 

Reinstatement to Register 

4.43/50  A trainee who has been suspended or dismissed under these regulations may be reinstated as a 
trainee at the discretion of the Council and upon such terms and conditions as the Council may, in its 
absolute discretion, determine. 
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Regulation 4.50 
Assessment of Australasian Graduates who apply for 

Fellowship without Examination  

4.50/01 A medical practitioner who holds a primary medical qualification registrable in Australia or New Zealand 
and who wishes to apply for Fellowship of the College without examination on the basis of another 
specialist qualification obtained in Australia or New Zealand shall be directed to make his or her initial 
inquiry to the Chief Executive Officer. 

4.50/02 The Chief Executive Officer shall require from the applicant: 

(a) CV, to include details of training, all qualifications, experience in emergency medicine, research 
profile, teaching and administration activities; 

(b) activity related to emergency medicine, to include activity with local Society, activity in related 
areas, hospital involvement with emergency medicine - FACEMs employed and produced, 
training program, research undertaken by colleagues; 

(c) names of three referees; 

(d) a letter detailing complete explanation of reasons for application, reason for exemption and 
plans for activity within the College. 

4.50/03 Once these documents have been received, the College will aim to complete its assessment within 
three months with formal response occurring at the Council meeting after this period. 

4.50/04 The documents will be sent to the Chair of the Credentials Committee, who will establish a panel to 
review documentation and to interview referees.  The panel may elect to interview the applicant. 

4.50/05 The panel shall comprise three of the following senior Fellows of the College (a "Senior Fellow" is 
defined as one of greater than five years standing)   

 Censor-in-Chief or immediate past Censor-in-Chief; 

 President or nominee from Executive; 

 Regional Censor; 

 Regional Councillor; 

 Chair, Fellowship Examination Committee. 

 None of the panel shall have a close professional relationship with the applicant.  The Chair of the 
Credentials Committee will arrange an appropriate substitute(s) if any of the above are co-workers. 

4.50/06 The Chair of the Credentials Committee will arrange for one of the panel to conduct interviews of all 
referees. 

4.50/07 The panel will convene by teleconference.  The panel may elect to interview the applicant – if it does 
so, a minimum of three interviewers must be present as the interview must be witnessed and minuted. 

4.50/08 The panel will make a recommendation to the Board of Education, which will forward to Council for 
consideration. 

4.50/09 There will be no right of appeal for the decision taken by Council.  A further application may be 
accepted in two years. 

4.50/10 There will be a fee for this application linked with that for overseas trained specialists who apply for 
assessment of their qualifications (regulation 4.55). 

Regulation 4.55 
Assessment of Overseas Trained Specialists 

in Emergency Medicine 

4.55/1 For the purposes of regulation 4.55 – 

 “OTS” means an overseas trained specialist holding a specialist qualification in emergency medicine. 
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 “the relevant authority” means either the Australian Medical Council or the Medical Council of New 
Zealand, according to the country in which recognition of the specialist qualification is sought. 

4.55/2 An OTS should be directed to make their initial enquiries to the relevant authority. 

4.55/3 An OTS application will proceed only when documentation is provided by the relevant authority. 

4.55/4 The fee for the processing of an application by an OTS shall be determined by Council. 

4.55/5 Once the documentation (and fee, if Australian Medical Council applicant) has been received, the 
College will aim to complete its assessment within three months.  

Initial Assessment 

4.55/10 The Chair of the Overseas Credentials Committee, in consultation with the Censor-in-Chief, will 
conduct an initial assessment of the applicant's specialist qualifications to determine whether the 
applicant is suitable for an interview. 

4.55/11 The initial assessors may make one of the following recommendations – 

(a) that the applicant be referred for a structured interview; or 

(b) if a recommendation pursuant to paragraph (a) is inappropriate, that the applicant be referred 
back to the relevant authority and, if appropriate, to the Credentials Committee for further 
assessment. 

Structured Interview 

4.55/15 The interview panel for a structured interview will be comprised of three senior Fellows of the College. 

4.55/16 The interview panel will make a recommendation to the Board of Education based on one of the 
following three groupings of assessment – 

(a) Substantially Comparable:  That the applicant be offered election to fellowship without any 
further requirement. 

(b) Partially Comparable:  Where partial comparability is established, that further assessment is 
required to establish substantial comparability to an Australasian specialist and, for this 
purpose, satisfactory completion of any one or more of the following may be required – 

 a period of prospective supervised practice in an accredited emergency department in 
Australia or New Zealand at the discretion of Council, with completion of satisfactory 
structured references from a minimum of three FACEMs in the department; 

 a period of training of up to 24 months; 

 satisfaction of regulation 4.10; 

 a pass in the fellowship examination or a specified training course or program; 

(c) Non-Comparable:  That the applicant be referred back to the relevant authority.   

4.55/18 The Board of Education may accept or modify the recommendation of the interview panel prior to 
forwarding their recommendation to Council.  Council also may accept or modify the recommendation.  
The decision of Council is final. 

4.55/19 The relevant authority and the applicant are to be advised of the ruling. 

Acceptance of Ruling 

4.55/20 Within three months from the date of correspondence advising of Council’s decision, an applicant 
should either – 

(a) notify the Council in writing of his or her intention to proceed with the stated requirements for 
election to fellowship; or 
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(b) appeal Council’s decision in accordance with the provisions of regulation 4.56. 

4.55/21 In the absence of extenuating circumstances acceptable to the Board of Education, failure to submit 
notification in compliance with regulation 4.55/20 will be deemed to be non-acceptance of Council’s 
ruling.  In such circumstances, the ruling of Council will thereupon become null and void. 

Conditions attaching to Ruling 

4.55/25 The following conditions will attach to any partially comparable applicant ruling made within the purview 
of regulation 4.5/16 (b) – 

(a) The ruling will be valid for a period of five (5) years from the date of acceptance. 

(b) Applicants who do not complete all requirements within the specified timeframe may have to 
undergo a further assessment, should they wish to proceed.  

(c) Applicants should be compliant with the ACEM CPDNS (Continuing Professional Development 
for Non-Specialists) program or another approved program during the period leading up to the 
fulfilment of all requirements for ACEM fellowship. 

Appeal against Decision 

4.55/30 Applicants have the right to appeal the decision as outlined in the Appeals Regulation 4.56. 

Regulation 4.56 
Appeals Mechanism, Overseas Trained Specialists 

4.56/01 An appeal can only be launched against the process undertaken in reaching the decision made, not 
against the technical decision in regard to the specialty of emergency medicine. 

4.56/02 The College shall set up an appeals panel comprising: 

 the immediate past Censor-in-Chief 

 a Censor 

 a Councillor 

 a Senior Fellow from another College 

 a lay person 

4.56/03 The appeals panel must not include any member of a previous interview panel for the applicant. 

4.56/04 The appeals panel shall review all documentation and interview the appellant. 

4.56/05 The interview will be attended by a minute taker who will ensure that all interviewers sign the notes of 
interview. 

4.56/06 The appellant may be accompanied by a friend who is not to act as an advocate. 

4.56/07 A fee shall be set for the conduct of the appeal – the same as the fee for the assessment interview. 

4.56/08 The decision of the appeals panel will be final. 

Regulation 5.40 
Areas of Appeal 

5.40/10 Any person adversely affected by a decision of - 

(a) the Council; 

(b) a Complaints Committee; 
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(c) any Board or Committee of the College with responsibility for training, accreditation, 
examination or related matters; 

(d) an officer or other committee (other than the Appeals Committee) of the College 

 may, within three calendar months of receipt of notice of such decision, apply to the Secretary to have 
the decision reviewed by an Appeals Committee.  Such application shall be in writing and accompanied 
by all relevant information or grounds upon which the person seeks to rely in respect of the review. 

5.40/20 An appeal may only be made on one or more of the following grounds: 

(a) an error in law or in process; 

(b) new material not available or considered when the original decision was made; or 

(c) relevant and significant information was not considered or not properly considered in the making 
of the original decision. 

5.40/30 The person applying to have the decision reviewed shall have the onus of establishing the grounds 
referred to in regulation 5.40/20 and support the review of the decision in general. 

Regulation 5.45 
Appeals Committee 

5.45/10 The Council shall, from time to time, appoint Appeals Committees comprising: 

 a Chair (who shall be a member of the Council or, if a Council member is unable to act, some other 
Fellow appointed by the Council); 

 two other Fellows (who shall not be members of the Council); and 

 an appropriately qualified person who is not a Fellow. 

5.45/20 A Chair and a member of the Appeals Committee who is not a Fellow shall be appointed by the Council 
annually, and other members of the Appeals Committee shall be appointed by Council to hear specific 
appeals as and when required from time to time. 

5.45/30 No member of any Appeals Committee may hear any appeal if involved in any procedure or process by 
which the decision (the subject of the appeal) was made. 

5.45/40 The Secretary and the College Solicitor shall be Secretary and legal adviser respectively to the 
Appeals Committee. 

5.45/50 The Appeals Committee shall be entitled to consider all relevant information which it thinks fit and may 
invite any person to appear before it for the purposes of providing information. 

5.45/60 The person applying for the review of a decision shall have the right to appear before the Appeals 
Committee and address the Appeals Committee in relation to his or her submissions.  The person shall 
not be entitled to be represented before the Appeals Committee unless the Appeals Committee has 
given its prior consent. 

5.45/70 An Appeals Committee, upon considering all submissions, may: 

(a) confirm the decision under review; 

(b) revoke the decision under review; 

(c) refer the decision to the relevant person, board or committee for reconsideration (upon such 
terms or conditions as the Appeals Committee may determine); and 

(d) revoke the decision and/or replace it with such other decision in respect of its subject matter as 
the Appeals Committee may determine and think appropriate in all of the circumstances 
(including any other decision that may have been available to the original person, board or 
committee). 
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5.45/80 An Appeals Committee may from time to time advise or make recommendations to the Council on 
relevant matters arising from its consideration and findings in relation to appeals, with a view to 
improving or changing aspects of the College's procedures. 

Regulation 5.47 
Appeals Procedure 

5.47/10 At least twenty-one days prior to the hearing of a matter by the Appeals Committee, the Secretary will 
advise the appellant of - 

(a) the date, time and place of the hearing; 

(b) the details of the procedure to be adopted for the hearing, including any preliminary 
conferences or teleconferences which the Chair may direct to be held; and 

(c) his or her right to appear before the Appeals Committee and to be advised or assisted by a 
legal representative (subject to the consent of the Appeals Committee). 

5.47/20 The Appeals Committee is responsible for determining the procedure to be adopted for the appeals 
process and hearing.  The Appeals Committee must act according to the rules of natural justice and 
decide each case on its merits.  Subject to any express provisions as they appear in the Articles of 
Association or the regulations, the Appeals Committee must conduct a hearing without regard to 
technicalities or other legal form.  The Appeals Committee is not bound by the rules of evidence and, 
subject to the rules of natural justice, may inform itself on any matter and in such a manner as it thinks 
fit. 

5.47/30 Except where otherwise required by law or the regulations, a transcript of the hearing and any other 
information provided to the Appeals Committee by the appellant shall be kept confidential unless the 
appellant otherwise consents in writing. 

5.47/40 The minutes of the hearing of the Appeals Committee shall be confined to a report of the resolutions of 
the Appeals Committee and its recommendations to Council. 

Regulation 10.20 
Trainee Committee 

10.20/01 In accordance with the provisions of article 10(2)(k) of the Articles of Association, Council may create a 
Trainee Committee.  This committee will not be subject to the operation of regulation 10.30.  

 Purpose of Trainee Committee 

10.20/05 The purpose of the Trainee Committee is to provide an identifiable forum for expression of the views of 
all trainees and to represent trainees in matters affecting their education in emergency medicine.  In 
furtherance of these purposes, the Trainee Committee shall – 

(a) bring before Council matters of concern to trainees which are relevant to the business of the 
College; 

(b) advise and make recommendations to Council on matters before Council which affect trainees; 

(c) advise and to make recommendations to the Board of Education and Council in relation to 
selection, training, assessment, supervision and educational experience; and 

(d) provide information and feedback to trainees on matters before the Board of Education and 
Council on relevant issues. 

10.20/06 Any information or feedback provided to trainees in accordance with regulation 10.20/5(d) is deemed to 
be informal preliminary advice only.  All decisions of Council or the Board of Education will be formally 
notified to trainees by the College via the trainee newsletter or the College website.   

Composition of Trainee Committee 

10.20/10 The Trainee Committee shall consist of – 
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(a) one trainee representative from each State and Territory of Australia which has elected 
representation on Council;  

(b) one trainee representative from New Zealand; and 

(c) the President, the Honorary Treasurer and the Censor-in-Chief (who shall be ex-officio 
members) or their respective delegates. 

Election of Members 

10.20/15 All registered and financial trainees of the College are eligible to stand for election to the Trainee 
Committee. 

10.20/16 Expressions of interest shall be sought, and elections held when the state trainee representative 
position becomes vacant, or at a time two years after the representative was elected, whichever is the 
earlier. Elections will be conducted centrally through the College Office in general accordance with the 
procedures described in regulation 8.10 insofar as they may be applicable to the election of the Trainee 
Committee.  

10.20/17 If no expressions of interest are received in respect of any region eligible for representation on the 
Trainee Committee, then the Regional Censor, in consultation with the Faculty Board, will appoint the 
regional representative. 

Office Bearers 

10.20/20 From among its trainee membership, the Trainee Committee shall elect a Chair and a Deputy Chair. 

10.20/21 The Chair shall attend Board of Education and Council meetings for the purpose of representing the 
Trainee Committee.  The Chair will have full voting rights at Board of Education meetings, but shall not 
be entitled to vote on any issue at Council Meetings.  If the Chair is unable to attend, then the Deputy 
Chair will act in his or her place. 

10.20/25 Election of office bearers shall be by a simple majority from a secret ballot by the trainee members of 
the Trainee Committee. 

10.20/26 Nominations for election of office bearers shall be called for at the meeting immediately prior to the 
ballot and shall be listed in the agenda for the meeting.  Late nominations may be made on the day of 
the meeting at the discretion of the Chair.  Members may nominate themselves for office. 

Term of Office 

10.20/30 Elected members of the Trainee Committee shall hold office for a term of two years and may be re-
elected to office at the conclusion of that period, provided that the maximum period of office on the 
Trainee Committee does not exceed four years in total. 

10.20/31 Members who are elected to fellowship during the term of their office may continue to serve out their 
two-year term. 

10.20/33 A member’s term of office on the Trainee Committee will terminate, and a casual vacancy thereby 
arise, if the member – 

(a) relocates to another region; or 

(b) resigns from the committee by submitting written notice of resignation to the College.  Such 
resignation shall be effective from the date specified by the member or, if no date is so 
specified, from the date the written notice of resignation is received at the College. 

10.20/35 In the event of a casual vacancy, the Regional Censor, in consultation with the Regional Faculty Board, 
shall appoint a new regional member who shall hold office until the next election, as outlined in 
Regulation 10.20/16.  Such appointee may be elected to office at the conclusion of the period of 
appointment, provided that the overall period of office does not exceed four years in total. 
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Conduct of Meetings 

10.20/40 The Trainee Committee shall meet three times a year.   One of these meetings must be conducted 
face-to-face. 

10.20/42 Five trainee members and the one ex-officio member shall form a quorum for meetings of the Trainee 
Committee. 

 The Chair of the Trainee Committee shall provide a report to Council for inclusion in the agenda for 
Council meetings. 
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SSCCHHEEDDUULLEE  11  

 

The regulations in this Schedule apply only to trainees who registered with the College before 1 January 1999. 
(regulation 1.20/15) 

Registrations before 1988 

4.10/12 Until 31 December 1987, candidates wishing to proceed to advanced training must have completed 
three postgraduate years of basic training. 

4.10/14 Candidates who registered for advanced training before 31 December 1987 will be required to 
complete a three (3) year program.  Such advanced trainees must undertake a minimum full-time 
commitment of two years to an approved emergency department in Australia or New Zealand.  The 
third year of advanced training may be either in an approved emergency department or in another 
branch of medicine in an approved post. 

Registrations after 1988 

Basic Training 

4.10/20 From 1 January 1988, candidates wishing to proceed to advanced training must have completed two 
postgraduate years of basic training. 

Advanced Training 

4.10/21 From 1 January 1988, advanced training will be of five (5) years duration.  Trainees must undertake a 
minimum full-time commitment of two years to an approved emergency department in Australia or New 
Zealand.  (See also regulation 4.10/25 and 4.10/26).  One further year may be in an approved 
emergency department or another branch of medicine in a post approved by the Board of Education.  

 It is highly recommended that the minimum of 2 years in an approved emergency department include a 
commitment of 6 months in a post which is designated by Council as a tertiary hospital ED post and a 
commitment of 6 months in a post which is designated by Council as a non-tertiary hospital ED post. 

 Subject to regulation 4.10/21A, the remaining two years of advanced training must be undertaken in 
approved non-ED posts, and should include posts in:   

 Anaesthesia (a maximum of 1 year during the five years of advanced training, including the training 
referred to in regulation 4.10/21A); 

 Intensive Care (a maximum of 1 year during the five years of advanced training, including the 
training referred to in regulation 4.10/21A); 

 Medicine (a maximum of 2 years during the five years of advanced training); 

 Surgery (a maximum of 2 years during the five years training); 

 Paediatrics (also see regulation 4.10/27) (a maximum of 2 years during the five years of advanced 
training, excluding up to 6 months in an emergency department approved for paediatric advanced 
training); 

 Psychiatry (a maximum of 6 months during the five years of advanced training). 

4.10/21A Non-ED advanced training time must include a minimum of six months training in either anaesthetics or 
intensive care medicine, which training must be undertaken at a hospital accredited for specialist 
training by either ANZCA or the CICM (as appropriate to the discipline).  This requirement applies to all 
trainees – 

(a) who registered with the College prior to 1 January 1999; and 

(b) who have not wholly completed all required advanced training time (whether ED or non-ED) by 
1 March 2008. 

 It is highly recommended that, in addition to this minimum requirement, further experience in both 
anaesthetics and intensive care medicine be obtained during the course of advanced training. 
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4.10/22 From 1 January 1992, candidates wishing to proceed with advanced training must have passed the 
primary examination before beginning the final two years of advanced training. 

4.10/23 From 1 January 1995, candidates who register for training on or after that date must pass the primary 
examination before beginning the final three years of advanced training. 

4.10/24 A period of up to a maximum of 6 months advanced training may be spent in each of the following 
disciplines in posts approved by the Board of Education: 

 Obstetrics and gynaecology 

 General practice 

 Pathology 

 Medical administration 

 Public health 

4.10/25 From 1 January 1992, the minimum of two years in an approved emergency department must 
comprise commitments (blocks) of 6 months or more. 

4.10/26 From 1 January 1992, posts in an emergency department of less than 6 months duration in any 
calendar year may be approved as part of the further year permitted in an approved emergency 
department. 

4.10/27 From 1 January 1994, to complete advanced training, candidates must have undertaken a minimum of 
6 months approved paediatric training.  This may be in an emergency department accredited by the 
ACEM Board of Education for paediatric training (which will then simultaneously be accreditable for up 
to 6 months accreditation for emergency medicine training) or it may be in an intensive care or general 
ward accredited by the RACP for paediatric training (which will then simultaneously be accreditable for 
up to 6 months “other” advanced training). 

4.10/32 From 1 April 1997, candidates who register for training after that date must pass the primary 
examination before beginning the second year of advanced training. 

4.20/20 The following experience may be approved for advanced training after submission of the proposed 
program to the Board of Education for consideration - a period of up to twelve months research; a 
period of up to six months medical writing. 

Retrospective Accreditation 

4.10/28 For trainees who register from 1 January 1995, retrospective accreditation of training done prior to 
registration will not be given without a letter of support from the supervising consultant. 

4.10/29 For trainees who register from 1 January 1996, retrospective accreditation will not apply to emergency 
department training completed prior to the date of registration.  

4.10/31 For trainees who register after 1 January 1998, there will be no retrospective accreditation for non-ED 
advanced training that is more than ten (10) years old at the time of registration. 

Primary Examination 

4.35/10 The primary examination may be taken after completion of the first postgraduate year. 

Fellowship Examination / Eligibility for Election to Fellowship 

4.10/60 Candidates may present for the fellowship examination if they – 

(a) are in the final year of advanced training; and 

(b) have satisfied regulation 4.10 (commencing operation with the 2004.2 fellowship examination, 
but not applying to trainees ruled eligible by the Board of Education to sit an examination held 
after 1 July 2002 but prior to the 2004.2 examination). 

4.10/61 To become eligible for election to fellowship, candidates must complete the following – 

(a) three years of advanced training (for candidates to whom regulation 4.10/14 applies); or 
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(b) five years of advanced training (for candidates to whom regulation 4.10/21 applies); and 

(c) all the requirements of regulation 4.1 (other than provisional training). 
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CCCOOOLLLLLLEEEGGGEEE   FFFOOORRRMMMSSS   

FFoorrmmss  ffoorr  RReeggiissttrraattiioonn  PPuurrppoosseess  

The following forms are for use during the registration process – 

RT-01  Registration as a Trainee 

RT-02 Application for Grant of Subject Pass 

RT-03 Application for a Contingent Ruling (Retrospective Accreditation of Advanced Training) 

RT-05 Letter of Support – Basic Training 

RT-06 Letter of Support – Provisional Training 

 
Samples of these forms follow.  Hard copies are available from the College office on request.  They may also be 
downloaded from the College website, www.acem.org.au under Education/Training/Registration Forms.   

FFoorrmmss  ffoorr  GGeenneerraall  TTrraaiinniinngg  PPuurrppoosseess  
GT-10 Annual Record of Training – Basic Training 

GT-11 In-Training Assessment form (provisional & advanced trainees) 

GT-20  Structured Reference 

GT-30  Published Paper – Application for Consideration 

GT-31  Presentation of Paper – Application for Adjudication 

GT-32  Regulation 4.10 – Application for Approval of Non-College Forum 

GT-37 Assessment – Publications 

GT-38 Assessment – Presented Papers 

GT-40  Application – Primary Examination 

GT-41 Withdrawal from Primary Examination 

GT-45  Application – Fellowship Examination 

GT-50  Application for Approval – Proposed Overseas Training 

GT-51  Application for Approval – Completion of Paediatric Logbook in an OS ED 

GT-52 Application for Approval – Category “C” Rural/Remote Medicine term 

GT-53 Application for Approval – General Practice term 

GT-60  Application for Approval to Interrupt Training 

GT-61  Notification of Change of Address / Termination of Training 

GT-69  Application – Election to Fellowship 

 
All of the above forms are for use by registered trainees and may be downloaded from the College website, 
www.acem.org.au under Members/Trainees Home/Forms.  User ID and password (which are issued to all registered 
trainees) are required to access the Members’ section of the website. 

 

http://www.acem.org.au/
http://www.acem.org.au/
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