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FROM THE PRESIDENT’S OFFICE

What will the New Year bring?
Peter Simpson, President

Well, ‘the steel behind the smile’ is still surviving with

over half my Presidency already completed. A trite

statement, but it really does seem only yesterday that I took

over the role and yet an enormous amount has happened

over the past 18 months. I well remember, when I was first

elected to Council, Cedric Prys-Roberts telling me that this

would alter my professional life and now, several years later,

not only do I wholeheartedly agree with him, but would

apply it to my personal life as well. The role of College

President, coupled as it is at present with the Acting

Chairmanship of PMETB, is nothing short of a full-time job

and, in fact, I now spend my whole working week in London

or elsewhere, before returning home with a case full of dirty

laundry for some brief family time at the weekend. It took

Jane and me about a year to adjust to this unusual and very

different life from that when I was undertaking full-time

clinical work, but nevertheless I feel enormously privileged

to fill the role and am still enthused and excited by much of

what goes on.

Delegation is not something that comes easy to many

anaesthetists, me included, partly because our professional life

teaches us to be organised and resourceful and also because

the minimal degree to which most anaesthetic departments

and consultants are supported in the NHS requires us to be

exceedingly self-sufficient. At the start of my Presidency I

made a clear decision to try and work more electronically so

that the office would largely rely on the use of email and other

forms of rapid communication. Within no time at all we

became very dependent upon this and, indeed, evolved a style

of turning around communications often within 24 hours and

certainly within two days. While we managed to surprise quite

a number of people, including colleagues in the Department

of Health and other Colleges, sustaining this throughput

undoubtedly needed significant delegation.

The support that I have received not only from Charlie

McLaughlan, our Director of Professional Standards, but

most importantly from my Executive Assistant, Amanda

Regan, has been quite outstanding. One only realises this

when, as happened at the end of August, the email system

crashes or Amanda is away for a day. I know now how

physicians and surgeons have such an easy life, when every

time I need to travel somewhere the ticket and the seat are

booked and a detailed timed itinerary is provided, and all I

have to do is get onto the train or plane!  Wonderful though

this is, realistically such support is the only way of coping

with the increasing amount of travel that we have to do and

in particular the need to visit all parts of the devolved

United Kingdom on a regular basis. The upside of this

amount of travel is how exceptionally welcome one is made

to feel wherever one goes and this is a key factor in always

being pleased and ready to accept the next invitation or

assignment!

Although by the time you read this you will be enjoying

a wonderful post-Christmas and New Year break, at the time

of writing we are busy selecting Christmas cards to send

from the College. Although you may not rate this as an

important College activity, the skill of picking just the right

card, which will not offend anyone, is something which few

have mastered or indeed have needed to master!  Quite

understandably, because of the diverse nature of our society,

many of the cards are immediately unsuitable. If we choose

a card that folds horizontally rather than vertically we will

receive criticism for the way it falls off the mantelpiece!

However, there is a limit to the number of white doves and

snowflakes one can choose and so this year we are trying to

evolve a design around our two College buildings. ‘Ring out

the old, ring in the new’, seems somewhat corny but I am

sure that we can think of something slightly better than

‘Seasons Greetings’!  On a serious note, it is a wonderful

opportunity to send greetings to a large number of people

with whom we work very closely and on whose goodwill,

energy and enthusiasm we depend enormously.

Churchill House
The last few weeks have seen some exciting developments in

our refurbishment of Churchill House, our new College

building. I was very fortunate to be able to host a dinner in

the presence of Her Royal Highness The Princess Royal, our

College Patron and also the Patron of our appeal for the new

building, and the Mayor of Camden. An account of the

dinner itself is featured elsewhere in the Bulletin; the

occasion was a wonderful opportunity to entertain a

number of people who will be key to the successful

development of Churchill House, including our architect

Kathy Tilney of Tilney Shane and Ian Smith from AYH, who

will be masterminding the whole project. We were able to

invite a number of potential sponsors and also, equally

important, to involve our Regional Advisers and members
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of the College staff in what is undoubtedly and crucially a

corporate initiative. We believe that the way in which we are

most likely to achieve a successful appeal and reach our

target is to make everyone aware of what we are doing and

of our aspirations for the development of an Education and

Training Centre for Anaesthesia, Critical Care and Pain

Management. The very fact that this will be in the College

building, which we own and can use exclusively for the

benefit of our specialty will, we hope, broaden the

appropriateness of the appeal across many of our colleagues

and commercial partners.

We inevitably depend upon cascading the awareness of the

Churchill House development throughout anaesthesia and to

those potential sponsors whom we might otherwise not

reach. Our appeal team has highlighted a number of groups

which we would aim to reach, ranging from individuals,

commercial partners and medical charities through to our

own Members and Fellows. At the outset, quite correctly, we

said that we were not prepared to increase subscription rates

to support the development, but nevertheless, a number of

our Fellows have already asked how they can help in a

tangible way and we will certainly create an opportunity for

this in the future. I was recently told that it was my Golf

Club’s intention to ask all members for a specified donation

towards improving the Clubhouse and certainly if we applied

a similar philosophy to all 13,000 College Members and

Fellows, the appeal would be solved tomorrow!

Nevertheless, I do not believe that we should be

requesting help, financial or otherwise, without, in modern

day management terms, producing value for money.

Planning permission has now been granted by Camden

Council for the development, in what has been for us a

relatively uncomplicated way, thanks to the diligence of our

architects and quantity surveyors. We will be able to show

you all, on the College website, the detailed plans for

Churchill House which, I hope you will agree, are an

ambitious but appropriate way of delivering our key aims.

In essence, more than half the building will function as our

new Education Centre, with a lecture theatre on the lower

ground floor, buffet dining and reception on the ground

floor and then two floors of flexible accommodation for

examinations, exhibitions, demonstrations and breakout

rooms. Importantly too, this will be a facility which is

available for all those involved with our specialty since, by

owning the building and funding its development, we

remove the need constantly to raise money to pay the rent!

Where are we with anaesthesia practitioners?  
Since I last wrote about this, much has happened. The

anaesthesia and critical care practitioner concept has

become divided into anaesthesia practitioners (APs) and

critical care practitioners (CCPs) but, importantly, the

College, working with the Association, has retained very

close control and involvement with the project, which is

being led by the New Ways of Working in Anaesthesia team

under the Modernisation Agency. During the past year

Phase 1 of the pilot programme has been undertaken in a

small number of trusts involving two separate initiatives. In

the first, trained anaesthesia practitioners were recruited

from Europe and have been working as part of the

anaesthesia team to see if the project is feasible and, indeed,

if their presence enhances the quality and safety of patient

care. In the second, locally recruited practitioners have been

introduced to the programme and are being trained to work

within the anaesthetic environment.

Although very small, both these projects have been

successful and the considerable feedback from them has

informed the second wave of pilots which are now being

undertaken. In these, groups of interested hospitals are

clustered together, each providing a small number of

selected trainees who will commence the full anaesthesia

practitioner training programme. The curriculum for this

has been designed by David Greaves and a number of other

colleagues under the umbrella of the NHS University and

will be franchised to local universities to use in the

theoretical teaching and practical assessment of anaesthesia

practitioners. They will be undertaking a full two-year

programme with continuous assessment, at the end of

which they will obtain a Masters level qualification. There

will also be a national registration programme. The key to

our successful control of the whole project has been close

liaison with the Department of Health right from the start.

They are only too aware that the ultimate success of

anaesthesia practitioners depends upon a significant buy-in

by anaesthetists and that to allow individual trusts or

Strategic Health Authorities to go their own way would have

been disastrous.

Obviously the use of anaesthesia practitioners will vary

across the country, but nevertheless we believe that this will

provide a realistic alternative in some places where

recruitment of anaesthetic staff is exceedingly difficult. We

have no reason to believe that the quality and safety of

anaesthetic care will not be sustained and, indeed, many of

us who have worked in Holland and Sweden in the past

would actually say that it might even be improved.

However, this is for our colleagues to judge in the future and

is not intended in any way to detract from our accreditation

and training of medically qualified anaesthetists.

It is important to emphasise that the anaesthesia

practitioner role is not simply a range of extended roles

which existing staff can obtain, rather like Scout proficiency



badges, until they have accumulated sufficient to become an

anaesthesia practitioner. It is a discrete course, which has a

clearly defined basic science background and training in

addition to the practical aspects of the role. We anticipate

that it will appeal to a wide variety of entrants, not only our

existing staff but hopefully, significantly, to science

graduates, of whom there are a large number who find it

difficult to obtain jobs. Restricting entry into AP training to

existing healthcare staff could well stifle the whole

programme due to lack of available recruits. Some may

wonder about employing people who have no experience in

healthcare, but in many places our existing ODPs lacked

such initial experience and cope exceedingly well if provided

an introductory course to healthcare and the NHS.

Selecting anaesthetists

The enthusiasm for implementing Modernising Medical

Careers continues unabated and, while we are busy discussing

all the intricacies of how anaesthesia and critical care might

or might not be involved in Foundation Year training, the

organisation of the run-through grade has now taken centre

stage. It is intended to implement this directly to follow those

who have completed a full two-year Foundation course, that

is, in August 2007. One of the key problems for anaesthesia,

as our research shows, is that, on average, applicants for

anaesthetic SHO posts have already spent at least 16 months

doing other post-registration jobs. Even then, across the

country, only 50% of SHOs actually continue beyond their

first year. The reasons for this are unclear and, in many cases,

may be because they have used a year’s anaesthetic experience

towards another medical career.
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If there is a rigid entry into basic specialty training at the end

of the second Foundation Year and, more importantly, entry

to all programmes is restricted to August each year, there is a

considerable challenge to us and indeed to all specialties in

selecting the right people to pursue a particular specialty. At

present there is much discussion about developing a generic

introductory year – for example, in anaesthesia, acute

medicine, emergency medicine and intensive care medicine

– during which trainees would undertake a number of

common modules which could then be used in their

ultimate choice of career. However, it is essential that we

select the right people at this stage – if progression is

seamless (removing the competitive interview between SHO

and specialist registrar), we could be training the wrong

people once they are in an anaesthetic programme and we

cannot afford to do this.

Some will say that there are no clearly defined and

reliable methods of selecting good anaesthetists or, indeed,

specialists in many other areas, but nevertheless we have to

try and come up with a solution. Many of us, I believe,

know only too well what we regard as the essential qualities

of a good anaesthetist and what is needed more than

anything is to be able to define these clearly and find a

reliable assessment process which would satisfactorily resist

challenge. What we have to achieve at all costs is to ensure

that trainees enter anaesthesia and critical care because they

actually want to do so and have the necessary competence to

succeed – and not because the entry programmes to other

specialties are closed to them as a result of the clear

requirement under MMC to have only two bites of the

cherry in terms of career choice application at the end of the

second Foundation Year.
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Guest Editorial
The Hospital at Night
Dr J A Hulf, Consultant Anaesthetist, University College London Hospitals

Few recent healthcare initiatives have caused such

paranoia in the anaesthetic world as the Hospital at

Night project. This project was the brain-child of Dr

Elisabeth Paice, Dean Director for London, who was

concerned about the deleterious effects on patients and

junior medical staff of traditional ways of night-time

working. The reduction in junior staff hours, and

subsequent introduction of the European Working Time

Directive (EWTD) since that original idea, have only

endorsed these concerns. Anaesthetists, used to working at

night at all grades up to and including that of consultant,

immediately assumed that the burden of patient care out-of-

hours would fall even more heavily upon their shoulders. I

confess that I was among the sceptics when I joined the

project’s professional Steering Group on behalf of the

College in August 2003. What could possibly be new about

working at night, in a team to deliver patient care?  After all,

that was what I was doing three and a half decades ago when

I qualified and what I was still doing, albeit without the

luxury of somewhere to sleep, wash, change and eat on the

occasions when I got stuck between one day’s work and the

next. However, this project, properly applied and supported,

does not deserve such scepticism and we need to persuade

ourselves, and others, of the value of good lateral thinking.

Is there a need for change?  

It seems clear that there is a need for change: just because we

have always delivered patient care in one particular way does

not mean that in 2004 it is necessarily the best way. I and, I

believe, many other doctors of my age are resistant to

change. Certainly change for the sake of change is not

useful but the fact that ‘we all did it’ is not a helpful

argument either. The evidence from the recent survey

carried out by the Association of Anaesthetists1 is that 43%

of the responders are deeply suspicious of the Hospital at

Night project and think that it is a Government initiative to

get them ‘in more at night’ or in some way ‘get back at them’

via the new consultant contract. The other 57% are just

‘suspicious’. Such fears should be listened to with care,

because, unless senior doctors are supportive this project

won’t work. Throughout the discussions in the Steering

Group (run by the Joint Consultants’ Committee of the 

BMA, very ably and tactfully chaired by Professor Bill

Dunlop) it was clear that the biggest challenge for the

project was to persuade senior doctors from all specialties to

abandon their ‘suspicions’ and lead their individual clinical

and training groups into the project in the most appropriate

way for optimum patient care, optimum staff working

patterns and optimum training opportunities. With the

advent of the EWTD over the last year it has finally become

clear to all, not just visionaries of the quality of Dr Paice,

that staffing hospitals out-of-hours, giving people a

reasonable working life and training the doctors of the

future can only be done if we do change.

What is the Hospital at Night project?

As 35% of the respondents to the Association’s survey said

that they did not understand what the Hospital at Night

project was about and 45% did not understand what it

would mean to out-of-hours provision of anaesthesia in

their trust/hospital, it is perhaps worth outlining the bones

of the project. In December 2002 the JCC of the BMA

identified that a move to competency-based,

multidisciplinary working could help hospitals achieve

EWTD compliance. ‘At its most fundamental level, an MDT

(multidisciplinary team) should comprise individuals with

the core competencies identified as having to be available

immediately, and a robust system, of which all team

members are aware, and able to put into practice, which

allows the MDT to call on those individuals whose

competencies may be required at short notice.’2

The JCC acted as the professional Steering Group for the

project offering guidance as the work progressed. The

Hospital at Night project gathered a significant body of

evidence (22,000 clinical episodes across 11 trusts) about

what happens in the hospital out-of-hours. The evidence

signalled an opportunity:
● for non-medical staff to take on a proportion of the

work traditionally done by doctors at night

● to move a significant proportion of the work at night

into the extended day

● to reduce unnecessary duplication of work – especially

through a reduction in multiple clerking.
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The Hospital at Night approach was then piloted in four

very different trusts which reported before the findings and

recommendations were published, and are due to report

again in November as I write.3

The report makes interesting reading and is not long: I

would urge at least one senior member of each department

to read it before allowing their suspicions to reject

something they might find helpful. The Hospital at Night

project may not be the way forward for everyone but it does

force you to look at systems in a different way before you

decide that what you have already fulfils all requirements.

How does change lead to improvement?
The concept of a ‘team’ at night within a hospital seems a

particularly obvious one to someone of my generation. We

forget that it is many years since doctors in a hospital at

night had the luxury of retiring to the Mess occasionally, to

join their fellows from other specialties for a collective moan

or to seek advice, and then departing in a pack to casualty as

all the arrest bleeps went off at once. It was very comforting

to have a few people of varying degrees of seniority around

you. This simply doesn’t happen now and hasn’t for a very

long time. If the Hospital at Night project can in any way

restore some of the morale to our young workforce and

increase their satisfaction in their work while learning from

others then it will have been worth it.

The data collected by the Hospital at Night project prior

to the professional Steering Group werre compelling. The

number of calls in all specialties falls markedly after

midnight. We had evidence from the previous RCoA

National Census and from NCEPOD that operating theatre

work is generally only ‘life and limb’ saving after midnight.

A very small proportion of out-of-hours work of all types

relates to patients in a life-threatening situation. However,

anaesthetic workload associated with obstetrics and

intensive care does not diminish and cannot be put on hold.

The Hospital at Night project aims to reduce the duplication

of work associated with patients needing attention out-of-

hours and thus deliver more immediate and appropriate care

to in-patients and emergency admissions. A reduction in the

practice of multiple clerking, better administration and other

support to medical staff could reduce medical staff workload at

night substantially. The project team made the valid point that

‘at night most patients sleep’. If the minority of patients

needing attention are dealt with in a proactive manner, with

good lines of communication, a multidisciplinary team should

be able to look after them. Is this an idealistic view?  I think not.

It is basic common sense.

We are faced with a situation today where our trainee

anaesthetists are telling us that they are not getting enough

training. Although the views of many consultants are

equivocal on this subject, anything which reduces to the

fewest possible the number of night shifts worked is to be

applauded. However, this must not mean that the necessary

out-of-hours work is simply shifted onto the long-suffering

consultants who have not, until now, had the culture of

compensatory rest. The spirit of the Hospital at Night is not

to shift the work onto the consultants alone. It is, though,

to make all hospital specialties aware that they have a

contribution to make to patient care out-of-hours. It is also

to alter the ‘mind-set’ that only certain people can do some

tasks – for example, every arrest team must have an

anaesthetist. I think many of us have abandoned that

concept but it was news in some quarters.

As anaesthetists we do not find it difficult to identify the

areas in which we contribute to direct patient care. What we

have not always done in the past is to disseminate some of

our skills to others. The project will certainly identify the

skills essential to the Hospital at Night team. With the

imminent arrival of the Foundation Years next August, we

have an unrivalled opportunity to contribute to the teaching

of these skills to doctors in the first two years of

postgraduate training, so that eventually all doctors have,

for example, advanced life support skills.

I would venture to suggest that it is pointless to coerce

very senior consultants, of all disciplines, who have not

taken part in acute patient care for years to take an active

role in the Hospital at Night. Much better to use these

doctors in different ways to enable those who do wish to

participate to receive appropriate compensatory rest, a

concept we must adopt for all.

The practicalities 
Each individual trust or hospital unit has to identify the list of

competencies required from its multidisciplinary team. This is

no ‘one size fits all’ initiative. It is alarming to find from the

survey by the Association that only 48% of those who

responded had a committee to implement the Hospital at Night

and of those who had a committee only 24% had anaesthetic

representation on that committee. Surely such a project is

doomed to failure before the start if there is no consultation.

The Steering Group of the Hospital at Night project

identified the competencies required by the team broadly

under four headings:
● anaesthetic

● trauma

● broadly medical

● broadly orthopaedic, vascular and neurosurgical.

As anaesthetic competencies extend into two of the other

areas, anaesthetic representation on the implementation

committee is essential.



The RCoA was recently misquoted in Hospital Doctor4 as

saying that anaesthetists should not be members of the out-

of-hours multidisciplinary teams. This is untrue. The

RCoA questioned whether there would be sufficient people

in anaesthesia to take a major part in the team. The service

required of anaesthetists is often needed instantly and for a

substantial period of time. The competencies provided by

the anaesthetist would be lost to the team if he/she were tied

up elsewhere. Anaesthetists of all grades will continue to be

present in hospitals out-of-hours in theatres, ICU and

obstetric units and would expect and need to have the

closest liaison with the out-of-hours multidisciplinary team.

Communication, as in all things, is the essence of success

in this project. The pilot sites reported at an early stage that

a well led, comprehensive handover period involving the

team, anaesthesia, critical care, outreach teams and others

locally identified was of paramount importance if patient

care was to be improved. Facilities and time must be made

available for this. A hurried conversation in a corridor is not

satisfactory. All doctors know that it is a  ‘hanging’ offence

to interrupt nursing report on a minor pretext. MDT

handover should be no different with a clear reporting

system for day staff to identify the potentially sickest

patients. None of this is ‘rocket science’, but there are trusts

that feel that they need make no effort to provide facilities.

This is not a cost neutral project in the initial ‘start-up’

phase. The importance of non-medical staff in the MDT

should not be underestimated.

The RCoA felt that a consultant should lead the

multidisciplinary team, a view that was particularly

enforced by our trainee representatives. The College also

felt that this consultant should not be the consultant

anaesthetist on-call as he or she was likely to be required

elsewhere. The Hospital at Night project identified 80% of

the out-of-hours work as medical. The consultant lead

might be a physician, surgeon or anaesthetist, arguably

most appropriately a physician. This does not seem to be

the case in the majority of the projects now running. The

position of team leader is an impossibly difficult one to fill

for a junior SpR when it comes to communicating with off-

site consultants and requiring their presence in the hospital.

Many consultants still feel that a consultant-to-consultant

referral is appropriate and nurses increasingly fill the

referral role. Is this a change too far that might endanger the

project in some places?  Surely a better solution would be for

everyone involved in that night’s on-call, whether they are

part of the MDT or on-call from home, to attend the

handover. Most handovers take place before 9.00 pm. Since

the spirit of this project is one of ‘team building’ as well as

patient care, the majority of teams function together for

three to seven nights and so it is possible for those on-call outside

the hospital to form a relationship of trust with the MDT.

The Acute Physician is a rare animal today but as training

in this sub-speciality CST increases we can hope that some

MDTs will be fortunate enough to be led by one. Trainees

who are part of the MDT are using a component of their

training time. Consideration must be given to the

appropriate nature of their activities with the MDT to that

training, and is another reason for senior leadership.

Training and looking after the team
The projects that are working well have been very carefully

planned in terms of competencies required, membership

and leadership of the team, facilities needed and training.

Because the hospital has always functioned at night more or

less well it does not mean that it will continue to do so unless

careful consideration is given to this very important area.

Many of the trainees and consultants may have never worked

in multidisciplinary groups previously. As anaesthetists we

tend to forget this. We are used to working closely with

nurses, technicians, physiotherapists, radiographers and

other doctors in all sorts of nooks and crannies of the

hospital.

Some trusts have employed the resources used by the

airline industry to teach their teams the value of allowing

team members short periods of protected rest and the

ability to ‘power-nap’. Trendy though this may sound,

feedback, particularly from trainees who are used to

working at night, is that they have found this facility very

effective. Proper rest areas with reclining seats are the

minimum that the team should expect to be provided. One

hears dire tales of locked on-call rooms and no replacement

facilities. All staff should expect rest and washing facilities

and the provision of hot food; otherwise the team cannot be

expected to function properly.

The work done by the MDT will be substantial and as

such should be properly supervised and assessed.

Experience gained by trainees will contribute to their

logbooks and should be appropriate.

Where does anaesthesia fit in?
The role of anaesthesia is to support the multidisciplinary

Hospital at Night team. The MDT will necessarily draw on

anaesthetic competencies in the areas of critical care and

advanced airway management beyond immediate

resuscitation, and in many other ways. Anaesthetists must

be part of the handover procedure, as must the critical care

team. Every Hospital at Night project has to be a local

solution. The suspicions of colleagues may be allayed by

better information about the project. Each anaesthetic

department should have at least one senior member who is
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properly informed. All the information is available on the

websites of the Modernisation Agency, the AAGBI and the

RCoA. I believe that we, as anaesthetists, must be involved

in this project and its planning.

The intention is not to hand over all out-of-hours tasks

to anaesthetists.

Ever the optimist, I do believe the Hospital at Night

initiative could improve the lives of the workforce while

leading to better patient care. Anaesthesia should not be

paranoid and can contribute hugely. This project has to be

properly planned and resourced by trusts. It is an initiative

to provide better patient care via an expert,

multidisciplinary team with good administration and

leadership. It is not a quick, cheap fix for trusts to overcome

problems caused by recent changes in working patterns.

Even if your trust chooses to reject it I hope that you will use

this opportunity to review current practice and focus on

improving the lives of the workforce while delivering best

patient care.
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Interesting questions
received by the Professional

Standards Directorate

Many questions received by the College find their
way onto our Frequently Asked Questions (FAQ)
section of the website.  However, the many others
received tend to be held within Professional
Standards for reference.  It is intended to produce a
small column in the Bulletin from this issue forward
to include some of these questions.  In order to get
things started, and in view of the holiday season,
we have taken the lighter side of anaesthetic
enquiries.

The following questions are all genuine and have
been submitted by healthcare professionals and
members of the public.  Names and sources have
been removed to protect the blushes of some of
those who should know better.

1 I am about to receive a life saving operation but I
am reconsidering due to the potential side-
effects of the anaesthetic; should I have it?

2 It has come to our attention recently that there is
a growing campaign called ‘Up Your Bum’ (UYB)
that is essentially advising users who may be
experiencing problems with preferred routes,
such as injecting, to move to anal insertion of
drugs … I am aware that you may have
information on this from older anaesthesia
practices?

3 I recently had surgery and was given a general
anesthetic (sic).  The procedure was sperm
retrieval and I was out for an hour and one half.
My sense of taste with food has drastically
changed.  Most foods have little to no taste,
some foods like chocolate taste like burned
wood.  The surgery was five days ago.
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This item about the (reluctantly) renamed SAS (Staff

and Associate Specialist) Committee at your College is,

alas, going to be rather shorter than usual. Chris Rowlands,

as many of you will know by now, has resigned from

Council. This means that he is handing the committee chair

over to me.

I’d like to take this opportunity to thank Chris for the

huge amount of work that he has put in over the last few

years on your behalf. I have been rather quiet over that

period, not because I have nothing to say to you, but more

because Chris seemed to be able to say all that needed to be

said. There is going to be a vacant SAS/NCCG seat on

Council now and it is incredibly important that this be

filled. I hope that, despite the workload that many of us

have, some of you will have submitted your nomination

papers to the College to stand. The deadline for this article

is well before Christmas, so by the time you read this, I am

hopeful that there will be a cohort of you waiting for the

election papers!   The greater world of the SAS doctor is, as

you know, in a state of turmoil, with the BMA negotiating

committee doing a round of ‘musical chairs’ and the

chairperson being the one without a chair at the end of the

music. Good manners preclude me from saying what I

think, save to thank Kate Bullen for all the hard work that

she has put in on our behalf. We will continue to watch with

interest how the new chairman copes with Government

bureaucracy. Continuing this vein of thought, the other

Government agency which is, at the time of writing, still in

a state of flux is the PMETB. There are rumours of a new

chairman and, if these are true, we may be able to start

moving forward with many of the issues that have stalled

whilst waiting for this august body to get going.

I’ll end my first article as Chairman Designate of the SAS

Committee at the Royal College of Anaesthetists with a

quote that I think sums up being an SAS/NCCG Council

Member representing all of you.

The greatest right in the world is the right to be wrong.

– Harry Weinberger.

Non-consultant career grades/
SAS Committee
Dr A Lim, Chairman Designate, NCCG/SAS Committee

Health services in
Sudan

Urgent help is required by the health services in Sudan.
They require volunteers to work for short recurring
periods in the major hospitals in Khartoum and to
provide advice to the Health Ministry on developing a
systematic approach for delivering high standard
anaesthetic services that could be implemented across
the country.

The Federal Ministry of Health will provide air tickets,
accommodation, transportation and living expenses.
Any interested consultants would be expected to deliver
lectures to post and undergraduate medical students
during their visit.

The weather in Sudan is usually pleasant between
December and February.  Khartoum is a safe city but the
Embassy of the Republic of Sudan in London (see
www.sudan-embassy.co.uk) could provide information
and confirmation of this.  It is also strongly advised
that you consult the Foreign and Commonwealth
Office website prior to any planned visit 
(see www.fco.gov.uk)

Further information is available from:

Mr Faisal Mihaimeed
Consultant Surgeon and Surgical Oncologist
Clinical Director of Surgical Services
Newham University Hospital NHS Trust
London E13 8SL

tel 020 7363 8128
email faisal.mihaimeed@newhamhealth.nhs.uk
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TRAINEES’ TOPICS Editor Dr S C Glover, Northern General Hospital, Sheffield

A CCST post in 
Intensive Care Medicine
Dr L P Sheppard, Specialist Registrar, Sheffield Teaching Hospitals 

Introduction

The training programme in Intensive

Care Medicine (ICM) was approved by

the Specialist Training Authority in 2002

and the first dual CCSTs were awarded in

2004. A trainee who wishes to enter an ICM

training programme must already possess a

National or Visiting Training Number (NTN

or VTN) in a parent specialty namely,

anaesthesia, general internal medicine (± a

medical specialty), surgery or emergency

medicine. The trainee must be competitively

appointed to a post that is recognised by the

Intercollegiate Board for Training in

Intensive Care Medicine (IBTICM). Three

months of training in ICM at senior house

officer level are also required. Anaesthetic

trainees should have no problem satisfying

this final criterion, as it is no longer possible

to obtain an NTN without it. However,

trainees from other specialties may need to

undertake an additional three-month post

in ICM prior to being eligible to apply.

A minimum of 18 months’ specialist

training in ICM is required to obtain a

CCST. The IBTICM has split this into two

programmes: Step 1 (six months) and Step 2

(12 months). Previous ICM experience

within the training programme of the

primary specialty may count toward the

total 18-month requirement. You should

check this with the Regional Advisor in ICM

before you apply or as soon as possible after

appointment. Depending on competencies

and experience, it may be necessary to

undertake a further six months’ training in

anaesthesia and/or acute medicine. If so,

this must be completed before entry into the

Step 2 programme and will probably lead to 

a prolongation of specialist training. All

training must of course be completed to the

specifications set out in IBTICM guidance.

The job application and interview
After confirming your eligibility to apply,

my advice is to plan your objectives for the

18 months and make these clear on your

application form. It may be useful to discuss

the feasibility of these objectives with the

Programme Director prior to applying and

to get written confirmation from the

appropriate people. For example, if you

want to spend some time in a particular

hospital gaining specific sub-specialist

experience, you will need to ensure in the

first instance that they will have you!  In

addition, will it be approved by the IBTICM

and will funding be an issue?   It will impress

the interview panel if you can confirm that

your plans are feasible and approved.

The interview itself may be quite a

challenge. My advice is to make sure that

you are aware of recent ‘hot’ topics in clinical

ICU research and have at least a basic

understanding of the issues involved in

audit, funding and management in ICU. It

would be prudent to do some background

reading on the Intensive Care National

Audit & Research Centre (ICNARC) and the

Augmented Care Period Dataset. A recent

article provides a concise summary on the

funding of ICU patient care.1 Also read the

Comprehensive Critical Care document2 as

it contains the issues relevant to ICU

organisation and management, including

outreach services. Outreach is very topical

and it would impress the panel if you could

demonstrate an understanding of the

pertinent issues.

Dr Stephanie Glover

Please send articles for
submission, together
with any declaration of
interest, to the Editor of
Trainees’ Topics,
Dr Stephanie Glover, via
email (preferred option)
to: bulletin@rcoa.ac.uk
or by post (accompanied
by an electronic version
on disk) to:

Dr S Glover
c/o The Editorial Officer
The Royal College of
Anaesthetists
48–49 Russell Square
London WC1B 4JY

The Editor reserves the
right to edit articles for
reasons of space or
clarity.
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The job plan
The opportunities for development of both clinical and

non-clinical skills in this post are endless. A meeting with

your Programme Director shortly after appointment, to

draw up a timetable, will assist you in achieving your

objectives. This will help you set realistic goals and increase

the chances of actually achieving them. Of course, don’t

forget that you will need to allocate enough time to

complete the expanded case summaries (10,000 words in

total) during Step 1. Furthermore, if you choose to

undertake the Diploma in Intensive Care Medicine

(DipICM), a considerable amount of time will be required

to complete the dissertation and prepare for the exam itself.

Non-clinical aspects of practice that may be developed

include audit, teaching and management. The limited time

precludes designing and completing your own research

project. However, this does not mean that you cannot get

involved with a research group and/or an ongoing research

project in your department. Indeed, this may be your only

opportunity to gain some research experience during the

five-year specialist registrar training programme.

The advice from the IBTICM is that you should register

for the CCST in ICM at an early stage. This will allow them

to ensure that your intended training programme conforms

with their requirements. In addition, they will assess the

impact, if any, that your ICM training will have on your

main specialty programme.

Step 1 training 
I completed a three-month block in each of the two

Sheffield teaching hospitals. These centres provide different

specialist services and this was reflected in the casemix of

patients on each unit. I used this time to develop my clinical

skills and competencies in patient management and invasive

procedures, including percutaneous tracheostomy and

ultrasound-guided venous cannulation. I was

supernumerary to the usual number of anaesthetic trainees

on each ICU and, although service provision was a

significant part of the job, I did have time to get involved in

audit and teaching. The emphasis of training is to achieve

the objectives laid out in the Competency-Based Training

Document and to complete the relevant documentation in

the Educational Training Record (ETR). Much of the Step 1

competency document is very straightforward for those

with a background in anaesthesia. Indeed, it is a little

irritating to be forced to gain written evidence that one is

capable of intubation, cannulation and so on!   However, the

ETR is designed for those from a variety of backgrounds

and such generic categories are deemed necessary. The most

time-consuming aspect of Step 1 training is the completion

of ten expanded case summaries. Each summary is of

approximately 1000 words and is a description of the

management of a particular clinical case, as well as a brief

review of the literature on one aspect of each case. A few of

my peers have expressed the view that writing up ten such

cases is a major deterrent to pursuing ICM accreditation.

However, speaking as one who has managed to do it, I found

it a useful adjuvant to clinical experience in that it required

a literature review of clinical issues relevant to ICU and

highlighted the debate surrounding various treatment

options, such as non-invasive ventilation, plasma exchange

therapies and activated protein C. In addition, the case

summaries constitute a significant part of the DipICM and,

should you choose to take this exam, you will have already

completed a large proportion of the preparation work.

Step 2 training
I split the year into three four-month blocks and spent one

block in a busy district general hospital (Doncaster Royal

Infirmary), with a further four months in each of the two

Sheffield hospitals. Again, there was a competency

document to complete that contributes to the ETR. The

emphasis in Step 2 shifts towards management and decision

making in ICU. I achieved the appropriate experience by

leading ward rounds, organising and running teaching

sessions and providing an extra tier of cover (between SpR

and consultant) on the on-call rota. For example, I found

out what it is like to have ward rounds interrupted in order

to sort out a potential admission and a lack of beds. In

addition, there is the constant interaction with other

specialties, nursing staff, physiotherapists and so on, in the

planning and co-ordination of patient management. Of

course there was the added bonus of knowing that I could

defer to my own consultants when appropriate. In all it was

a useful insight into the role of an ICU consultant prior to

progressing into the job myself.

Further management experience was gained by attending

ICU Clinical Management Group meetings and, in

addition, I completed the management course for specialist

registrars at the University of Keele.

The Diploma in Intensive Care Medicine
The UK DipICM was introduced in 1998 and is not

mandatory for those who wish to attain dual accreditation.

Instead, it is an optional exam for trainees in ICM who wish

to reinforce their knowledge base and to gain recognition

for that knowledge. Prerequisites include a postgraduate

qualification in the primary specialty (FRCA, MRCP etc) as

TRAINEES’ TOPICS Editor Dr S C Glover, Northern General Hospital, Sheffield
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well as intermediate or Step 1 accreditation in ICM.

Applicants must submit a 4000–6000 word dissertation with

the exam application form. It is required that a dissertation

summary is submitted for approval by the IBTICM

approximately three months prior to this. At the time of

writing this article I am in the process of putting together a

dissertation summary and I can assure you that this part of

the DipICM is a much bigger undertaking than it might

seem. The closing dates for submission of the dissertation

summary and exam application form are published well in

advance on the IBTICM website. The examination itself

takes place annually, usually at the end of April, at a different

location on each occasion. It consists of a series of viva voce

examinations covering the submitted dissertation, the ETR

and expanded case summaries (see above), as well as

exploring the candidate’s core knowledge in ICM. The

IBTICM has published a syllabus for guidance to assist in

preparation for the exam.

Nine trainees sat the exam in 2004 and it is anticipated

that the number of candidates will increase with time. At

present there are significantly more consultant posts than

applicants and thus little added incentive to sit the exam.

Consequently, it would be inappropriate and unfair to

suggest at this time that the DipICM is an unpopular exam

that will eventually become obsolete. I have no doubt that

it will become a qualification that is held in high regard by

all in the specialty, particularly if it continues in its current

format and does not become an exam designed purely as a

test of factual knowledge. A recent commentary by the

Chairman of Examiners would suggest that the current

format would indeed be maintained.3 The structure of ICU

training within the new specialist training programme will

undoubtedly further define the future role of this exam.

Additional training opportunities 
A full-time post in ICM for 18 months offers the opportunity

to pursue additional training in a skill or technique of use in

ICU. Examples include bronchoscopy, renal support

therapies and ultrasound. In addition, it should be possible

to complete at least one audit project and to get involved in

ongoing research projects. Below is a summary of the

additional training and experience I achieved.

Echocardiography
I was fortunate to attend regular training sessions in

Transthoracic Echocardiography (TTE) in the

echocardiography department at the Northern General

Hospital, Sheffield. This has provided me with a good

understanding of the principles of TTE, its applications and

limitations in clinical practice, as well as its potential uses in

critical care patients. For those who are interested, it is

possible to obtain accreditation in TTE and/or

Transoesophageal Echocardiography (TOE). This is offered

by the British Society of Echocardiography (BSE), an affiliate

organisation of the British Cardiac Society. Accreditation in

TTE involves completing a logbook of 250 cases as well as an

exam that is organised by the BSE biannually.

Audit
I was encouraged to get involved in audit during this post. I

assisted with a project involving the outreach team at the

Northern General Hospital, Sheffield. We examined some

retrospective data from our critical care admissions from

the general wards over two three-month periods. In those

patients who triggered our early warning indicator, we were

able to show a significant reduction in ICU mortality in the

group who were referred to critical care within four hours.

I presented the abstract at the European Society of Intensive

Care Medicine (ESICM) annual meeting in Amsterdam.

Research
The Medical Economics Research Centre Sheffield

(MERCS) is a registered charity that undertakes research

activities related to critical care. Its aims are to: ‘Advance

research and education on the effective use of critical care

resources worldwide.’ During my time in this post I have

had the opportunity to gain some experience in techniques

used in cost measurement and cost analysis in critical care.

Current MERCS projects include the Cost Block

Programme (a comparison of resource utilisation in UK

critical care units), the International Programme for

ResOurce use in Critical Care (IPOC) (a tool for

international comparison of resource utilisation), and the

use of IPOC in the Elderly in Intensive Care Units Study

(EldICUs), a study of triage decision making for the elderly.

As far as clinical research was concerned, I was involved

with a multi-centre research group composed of clinicians

and scientists who have a particular interest in

cardiovascular dysfunction in critical illness. This has

created a large number of people who can liaise and co-

operate with research ideas and projects. As a result, I have

been able to get a project approved by the ethics committee

and to acquire the necessary funding. Recruitment is now

ongoing. This would not have been feasible on my own.

Courses and conferences
In addition to attending a number of courses I have had an

opportunity to travel to both national and international

TRAINEES’ TOPICS Editor Dr S C Glover, Northern General Hospital, Sheffield
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ICU conferences during the 18-month period. Obviously,

one significant restriction has been funding but if you are

going to present at a conference it is worth approaching the

special trustees of your hospital. I strongly recommend that

you attend the International Society of Intensive Care and

Emergency Medicine (ISICEM) Conference, which is held

annually in Brussels. This is the largest ICU meeting outside

the USA and attracts a large number of highly renowned

speakers and researchers from all over the world. In

addition, Belgium produces a large number of highly

renowned beers. Enough said!  

Summary

To gain the most from this post, like any, requires planning,

motivation and support from your supervisors. It is important

that you set out some realistic objectives and confirm the

feasibility and timetable with your Programme Director. The

most important aspect of the job, not surprisingly, is a

significant involvement in the day-to-day care of ICU patients.

In addition to this, you should be trying to appreciate the non-

clinical issues involved in the management of these patients.

This can be gleaned from reading the literature and going on

courses, but most of all this can be learned by discussion with

your consultants and other senior ICU staff. One of the most

significant things I have learned in the 18 months has related to

the management process involved in keeping an ICU running

smoothly. For example, the introduction of a new piece of

equipment requires a business plan, approval and staff

training. If an ICU employs 60 nurses, you can imagine the

potential technical difficulties in ensuring all staff are familiar

with this equipment. Then there is the high throughput of

junior medical staff, who all require familiarisation with

equipment, protocols and guidelines.

The job is not just about spending all of your working

week on the ICU. In order to get the most from your

training, you should aim for experience in audit (and

possibly research), the management process, and at least one

additional technical skill. In addition, you will undoubtedly

have ample opportunity to develop your teaching skills, not

least because those sitting their final exams in anaesthesia,

medicine and surgery will look upon you as the ideal person

to harangue for teaching on ICU-related topics!

In all, I feel that the 18 months of ICU training have

provided a solid basis from which to proceed to a consultant

post. I have enjoyed myself thoroughly but I do admit that

I am also looking forward to giving anaesthetics again.

Further information
The IBTICM (www.ibticm.org) and Intensive Care Society

(www.ics.ac.uk) websites contain an abundance of guidance

on all aspects of intensive care training. This includes

information on the CCST programme, how to complete an

ETR, examples of expanded case summaries and

dissertations, and tutorials on various ICU topics. The

Journal of the Intensive Care Society is published three times

per year and is distributed to all ICS members. In addition,

previous issues may be downloaded from the ICS website.

The journal is a useful source of information relating to the

development of education, audit and funding in ICU and I

can particularly recommend reading through the last few

issues before your interview.
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PLG lay members contribute to many of the College
committees, commenting and reporting on issues pertinent

to the work of the PLG in both directions. My introduction to
the Hospital Visits Committee this September confirmed for me
the onerous responsibilities of the College in relation to
education and training, delegated to it by PMETB (Specialist
Training Committee). Visits are part of an ongoing programme
of supervision but they also provide unique insights into trends
in anaesthesia service provision in the UK. The College states
that the visiting process plays a key role in the maintenance and
monitoring of professional standards.1 It is therefore well
placed to make valid, evidence-based comment when care of
patients may be compromised and where the training of
anaesthetists is adversely affected. As a patient representative,
visit reports have provided a stark reminder that the postcode
lottery of patient care in the NHS is alive and well. This was
plain to see and painful to experience.

The right to relief from pain
Some patients are deprived of what has recently been
described as a basic human right:2 the right to relief from
pain. Chronic pain is widely acknowledged to have a direct
impact on the quality of a person’s life. Left unchecked,
suffering from pain can also create an economic burden for
employer and society alike. Reading reports and listening to
anaesthetists specialising in pain management, it is evident
that whilst service provision is variable and some is
excellent, many patients are deprived of adequate pain
services in the NHS. Absence of commissioning leads to
absence of training provision, a combination which does
not bode well for patients or the specialty.

With as many as one in four of the UK population affected
to some degree by chronic pain, the need for effective pain
management services has never been greater. However, this
appears to influence neither the Department of Health nor the
commissioners of NHS services. ‘Specialised Pain
Management Services’,3 which was published at the end of
2002, appeared to build on and reinforce wide ranging
recommendations published previously by the Clinical
Standards Advisory Group,4 but they have had little impact on
the ground. In some areas of the UK there is scant evidence of
joined up planning or multidisciplinary service provision. Pain
management services require specialist clinical expertise within
a multidisciplinary service. This may be located in one or more
hospitals and, depending on local circumstances, may provide a
facility for neighbouring PCTs. Good practice should be
evidence based, high quality and adequately resourced.5

Such was the concern about the apparent complete

absence of any chronic pain service in one geographical area

that a hospital visit report recently stated: ‘The lack of any

funded chronic pain service is extraordinary and must lead

to the local population being significantly disadvantaged.’

Recent personal correspondence received by the PLG

Chair indicates that whilst efforts have been made from

within the department, management may be unwilling

and/or unable to put in the necessary resources.

Anecdotes from patient representatives and anaesthetists

alike confirm that this case is not an isolated one.

Anaesthetists have an uphill battle when managers fail to

listen and act. An emerging trend, brought about by the

Government initiative ‘Shifting the Balance of Power’,6

appears to have had a direct, negative impact on pain

management services for patients. The need to do things

differently and more cheaply has resulted in some local

health boards and PCTs choosing not to commission

specialist services. The lack of political will, combined with

management passiveness or ineffectiveness in acute trusts,

compounds the problems and results in more patient

suffering. For some of the services that are available,

patients are waiting in excess of 12 months for their first

pain clinic appointment where lack of appropriate

multidisciplinary provision results in sub-standard care.

Trusts and health boards that fail to provide appropriately

specialised comprehensive, timely and equitable services for

patients in pain will be adding an additional strain to NHS

service provision in the future. They should look with great

care at their services and the patients for whom they are

responsible; by omission or commission, failure may readily

be construed as a failure in their duty of care to patients. The

lawyers and lawsuits that were once targeted at and feared by

the medical profession might now turn their attention to the

corporate bodies that have the real accountability for the

services they do or don’t provide.
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The idea of taking an active role in anaesthesia in a

developing country has appealed to me for a long time

but, when the opportunity arose, it was rather unexpected.

I had just completed an accredited year as a 'Provisional

Fellow' in Melbourne but did not feel ready to return to the

UK. Taking permission from the appropriate authorities I

was able to extend my Out of Programme Experience

(OOPE) time in order to take a post on an air ambulance

service in Auckland. Serendipitously, when this fell through,

the prospect of working in East Timor was brought to my

attention. Towards the end of 2003 I was lucky enough to

be appointed as the anaesthetist on an Australian project at

the Guido Valadares National Hospital in Dili, East Timor.

The project
The Royal Australian College of Surgeons (RACS) has been

funded by the Australian government through their foreign

aid allocation, AusAID, to provide surgical services in a

number of locations across the Pacific. The project has been

running in East Timor for the past three and a half years

providing the National Hospital with a surgeon and an

anaesthetist. The aim is to provide  an ongoing elective and

emergency surgery  service and to institute a programme of

local capacity-building. There were several trained

anaesthetic nurses in the country but only three worked

clinically, as most of those who had been trained during

Indonesian occupation times quickly took on much better

paid roles as administrators in the Ministry of Health

(MOH), and the situation was very much the same before

the project started. Of those who were working clinically,

some were regular nurses who had only received ‘on the job’

training from one of the aid agency teams.

Under my auspices there were five trainees of widely

differing experience and ability. Soon after I left, a formal

course was set up in order to train enough anaesthetic

nurses to staff four new district hospitals.

The country
East Timor forms the eastern half of the island of Timor. The

population is around one million with at least one quarter in

the capital, Dili. The climate is consistently hot and humid

(25–35oC) and the seasons are either ‘dry’ or ‘wet’.

Historically the country was under Portuguese colonial

rule from the mid-16th century. Following the coup in

Portugal in 1974, the indigenous population made moves

towards self-rule but rivalry between their main political

parties gave neighbouring Indonesia an excuse to invade

and a period of brutal, oppressive occupation followed.

Nothing came of the United Nations (UN) Security Council

resolutions at that time and it was not until 1998, following

a change in the Indonesian Government, that a referendum

for autonomy  was held. Despite an overwhelming vote for

East Timorese independence, Indonesian-backed militia

rampaged across the country destroying the infrastructure,

killing more than 100,000 people and driving as many more

out of the country. At this point the UN finally entered the

country to support the East Timorese with  troops,

administrative staff and, subsequently, aid workers. East

Timor went on to become the newest democratic nation in

the world in 2002 under the presidency of the charismatic

freedom fighter, Xanana Gusmao.

Languages

The official languages of East Timor are Portuguese (spoken

by the older generation and politicians) and Tetum (spoken

in some regions). Obviously many of the young people

across the country are fluent in Indonesian Bahasa and

English is widely spoken in the capital. Thankfully, most of

the hospital staff spoke good English.

Who else was in Timor?

Several countries had military personnel in the country

under the UN flag but little was required of them and they

were being progressively withdrawn, having trained and 

The Guido Valadares National Hospital

East Timor – an experience of 
third world anaesthesia
Dr M Raval, Specialist Registrar, Royal National Throat, Nose and Ear Hospital, London
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prepared a local Defence Force. Many Non-Governmental

Organisations (NGOs) were represented but they had

different agendas and specific aims. The major public

health concerns include malaria, TB and HIV.

The hospital staff
All the specialist doctors were non-Timorese and either

employed by an NGO or the Timor MOH. Many countries

were represented: Cuba, China, Indonesia, the Philippines,

Azerbaijan, the Netherlands, Australia, Capo Verde and

Nepal. The junior doctors and nursing staff were

indigenous and most had undergone some formal training

during the period of Indonesian rule.

Day-to-day work
The majority of doctors lived in individual bungalows on

the hospital site. The working day started at 7.45 am when

the surgeons and the anaesthetists met outside their front

doors for a surgical ward round. This began with overnight

admissions from the  Accident and Emergency Department,

followed by the major cases from the previous day who were

still in the ‘ICU’. No specific organ support could be

undertaken there (the ventilators were archaic), but it was

much more likely that observations would be undertaken

and even acted upon!  As with the wards, most of the care

was given by the relatives and usually they were more aware

of what was happening than the nurses. This was well

demonstrated at night when both ICU nurses would go to

bed … at the same time!

We would then proceed to the operating theatres where

the lists for the two theatres would be finalised. While the

surgeons spent an hour on a more thorough round, there

would be time for some educational tutorials for the

anaesthetic nurses. Unfortunately this was often

interrupted by urgent gynaecology cases so teaching was

rather sporadic.

Surgical patients
The majority of cases were the result of traumatic injury,

usually involving vehicles or machetes. There was also some

elective surgery for various growths, which invariably

presented as grossly florid lesions. Intermittently we would

see patients who had originally consulted a traditional

healer and presented to the hospital with the unpleasant

sequelae. In keeping with the poor life expectancy of the

population, it was rare to see patients aged over 40 and, as a

result of local body morphus and poor nutrition, the

average adult patient weighed 35–45 kg.

We performed many operations on children, including

several neonates requiring laparotomies. It was on these

occasions that I most missed the help of well-trained assistants.

Amanu and the draw-over apparatus

Pre-operative preparation
Patients could be pre-assessed on arrival to theatres – if not

already seen on the ward – but the concept of taking a

history, even with an interpreter, was often  poorly

understood. The answers given were often what was

perceived to keep me satisfied. A signed consent form was

an absolute pre-requisite, even for emergencies, but

peculiarly this had to be done by a chosen family member

rather than the patients themselves. Families were also key

in ensuring the availability of blood for elective procedures

where transfusion may be required. They were required to

donate the anticipated number of units. Compatibility was

not an issue as appropriate blood would be cross-matched

from the blood bank but essentially the supply would be

maintained. Sadly we had to enforce a ‘no blood, no

operation’ rule, placing the onus squarely on the family.

Investigations were limited to haemoglobin, malaria

screen and a cross-match; biochemistry was almost never

available due to a lack of reagents. If relevant a chest X-ray

and even an ECG could be obtained.

Anaesthetic techniques
The primary anaesthetic of choice  was intravenous

ketamine given as intermittent boluses. Alternatively,

operations on the lower half of the body would be done

under spinal anaesthesia using intrathecal bupivacaine;

ketamine supplementation was occasionally used if the

block was inadequate. Only when these techniques were

deemed inappropriate (for example, the surgical site, need

for paralysis or long duration) would a general anaesthetic

be used. The anaesthetic nurses possessed the skills to

perform these techniques and consequently I would try

simply to observe or encourage the senior members to

instruct the less experienced unless the case demanded

hands-on involvement. Frustratingly, the nurses would

often choose to defer the decision making and simply lose

interest in the patient once the case was underway!
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Nevertheless, this was a good opportunity to discuss how

they understood the management of the case. I would

encourage them to identify any pre-op concerns e.g.

hypovolaemia, and how they would formulate a plan for

giving the anaesthetic. This  involved not only deciding on

a particular technique but also a regimen for fluids,

analgesia and post-operative care.

The drugs used were familiar: thiopentone and

suxamethonium for induction and intubation followed by

halothane in 100% oxygen for maintenance. Scarcity of

drugs meant that all multi-dose vials were shared, especially

the 500 mg of powdered suxamethonium. Analgesics,

especially, were in short supply but there was a remarkable

tolerance of pain and stoicism amongst the patients which

resulted in the need for only small doses. My personal

approach was to load the patient with oral analgesics (which

were readily available) immediately pre-operatively and

encourage the surgeon to infiltrate liberally with local

anaesthetic.

Equipment
Each theatre had a good quality Boyle’s machine with a

circle breathing system plus a ‘bellows in a bottle’ ventilator.

These relied on a supply of pressurised oxygen which came

from large cylinders. There was no nitrous oxide or air. The

pressurised oxygen was conserved wherever possible;

supplemental oxygen for patients not undergoing general

anaesthesia was provided via an oxygen concentrator. There

was a well-constructed draw-over system, incorporating an

Oxford Miniature Vaporiser but, disappointingly, this

proved very unpopular with the anaesthetic nurses,

presumably because they felt it was not modern enough.

Moreover, they were disinclined to use the hand bellows to

ventilate. Nonetheless, it was a great learning experience for

me.

The monitors functioned well although capnography was

available in only one theatre, intermittently. The other

limitation was the supply of ECG dots and consequently we

The anaesthetic team

managed most patients with pulse oximetry and non-

invasive blood pressure measurements. It was satisfying to

realise that I could manage with minimal monitoring!

Recovery trolleys without sides worried me considerably

but, as nothing dire had ever happened, it proved difficult to

get this concern recognised. More significantly, the nurses

in recovery tended to leave the care of the patient to their

relatives almost immediately. I would frequently find myself

as the sole member of staff in recovery, especially at

lunchtime and out-of-hours!

Specialist teams

Specialist teams  would come over from Australia for seven to ten

days every five weeks. These would be made up of a surgeon, an

anaesthetist, and a scrub nurse from a particular specialty, e.g.

urology, orthopaedics, ENT, paediatrics or ophthalmology.

Patients would be selected for their care and one theatre put aside

for their use. This proved a useful time to discuss experiences and

moreover request any supplies of essential items. Drugs and

consumables for the whole country were ordered through the

MOH according to a well defined formulary and random

donations were discouraged. Nevertheless, the supply lines were

occasionally over-stretched and it was essential to re-stock specific

items such as spinal needles.

Leisure

Despite working a 1 in 2 roster, I had plenty of time to

myself. Even when on-call, a hospital radio or my own

mobile phone allowed the night supervisor to call me back

to the hospital for the occasional emergency case. I became

familiar with the many restaurants of Dili, dining out with

colleagues and friends more often than not. I enjoyed the

freedom of using the project car, a 4x4 that allowed a

number of exploratory trips around the island, as well as my

mountain bike for more local excursions to the beach. Bali

was a popular weekend destination being a mere hour or so

away by plane but the best place was a stunning eco-resort

set up by AusAID but run by the Timorese on the island of

Atauro, a five-hour boat ride to the north.

I also made good use of the project equipment, namely

an LCD projector, by providing the patients with regular

outdoor DVD screenings on the wall of the theatre block!

Experience

My time in East Timor provided me with experience that

would be impossible to replicate in the UK. I was faced with

challenges that helped me develop confidence, self-reliance

and some ingenuity. I would like to thank Drs Brian Spain

and Alistair Walpole for their support and guidance in

helping me to take on this post.



Bulletin 29 The Royal College of Anaesthetists January 2005 1451

Spam and sandwiches

Taking a gentlemanly three course lunch in the RAMC

mess in Aldershot when I was an SHO was always an

‘activity’ I relished. My wife is convinced that I was

programmed to eat – anything, anywhere at any time – an

idea which I do not contest. So am I being paid to eat lunch

as a ‘programmed activity’?  Not a lot else has changed in my

little world since I signed up to ten PAs and the Third Way

of being paid, but the concept of being a paid gourmand

really appeals to me.

Lunch time today – about 15 minutes and almost as

many mouthfuls of a dehydrated cheese roll – is not in the

anaesthetic room squinting through the Judas cell-like

window at the monitors as the agency ODP sheep dogs the

patient, but at my desk in the corner of a shared office

(currently under threat of a hijacking from another cohort

of managers). It has been spent reading – and mainly

trashing – my Postmaster email.

These are email notes splashed, seemingly

indiscriminately, across the Trust’s local area network. Just

why I need to know that the service lift on a site 20 miles

across the Fens is to be hors de service next Thursday

afternoon escapes me. Most impressively these junk mail

equivalents are stuffed full of in-house – or is it just ‘in’? –

jargon: exactly who are ‘the health community’ and do they

enjoy ‘new ways of working’ as they read their ‘agenda for

change’ (aka a pay cut) whilst contemplating ‘integrated care

pathways’ leading them all to ‘high quality patient focused

care’?  I have always had a little difficulty with this tautology:

who is cared for in hospital if not patients?

Of more value to me – and probably to most working

clinicians – would be the publication on the hospital’s

intranet of the bed availability, the day’s operation schedule

and, of greater import still, the occupancy of the hospital’s

HDU beds before I agree to tackle yet another octogenarian

arteriopath for a total knee replacement. The time and

nervous energy saved in not scurrying around the wards

searching for patients, beds and notes would be substantial.

The nation’s banks can run millions of accounts via secure

encryption technology: why are the nation’s health trusts

unable to overcome the issue of confidentiality?

Coincidentally the current reports on the implementation

of the £squillions National Programme for Information

Technology are not encouraging.

However, I just wish that I was possessed of the requisite

qualifications to be permitted to attend a few of the

wonderful courses endlessly on offer via the Trust’s intranet.

These teaching sessions – or are they programmed

activities? – are frequently located in decent hotels adjacent

to a golf course. Lectures, some over two days, are many and

various. On offer this week are ‘How to maintain patient

dignity’ and ‘How to value people’. These two have rather

struck a chord with me.

Tea and a bun
Instead, given my lack of the relevant competencies for these

courses, I shall spend the afternoon with a 90-year-old

Battle of Britain Spitfire pilot and hope that his pacemaker

keeps firing as did, 60 years ago, his Rolls Royce Merlin

engine, for the hour or so it will take to nail his fractured

hip. Just how much is owed to him I shall never know: but

the few staff that we have will put on a good show and

triumph over his fractured neck of femur.

I do know, however, that when he awakens from my

ministrations he will not have the analgesic benefits of a

post-operative epidural – despite all of the efforts made

during the last 12 months by the Chronic Pain Team to offer

teaching sessions to the staff of the arthroplasty unit and

thereafter slowly to extend the service to the hospital in its

entirety. A Chinese wall of a myriad interlocking bricks

dooms this proven analgesic modality – many would say the

best currently on offer for this specific orthopaedic

procedure – to remain unattainable other than in an HDU

bed or in the maternity unit. And the former, as we all

know, is rarer than honesty in a politician.

Does this – a failure to provide what might be deemed

the Rolls Royce of post-operative pain control – mean that

we do not value this man as a person or value the

contribution he made to our national life, albeit 60 years

ago?  He is, of course, unlikely to vote again; has he,

consequently, fallen off the target radar?

Does it also mean that we do not value the quality of

post-operative care that is to be provided to this patient?

Does it mean that we are not providing him with high

quality patient focused care?  As a young man he was

Lunch time
Dr R Knight, Consultant, Pilgrim Hospital, Lincolnshire 
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prepared to give his all – his life even – for this nation; now,

at the end of his days, and having paid his taxes, are we

giving him an equivalent return?  Will he be able to

maintain his dignity as he weeps with the pain from his

surgical wound, something he never did when facing the

Luftwaffe over the fields of Kent in 1940?  What price self-

sacrifice and courage in this era of targeted choice?  Or is he

merely unfortunate to be ahead of the Baby Boomers on the

time scale of life?

This man has only Hobson’s choice: take the tablets or

the intramuscular/subcutaneous morphine or turn it

down. We are unable at present to offer more, rectal

NSAIDs notwithstanding. What price the politician’s

targets when a rural DGH can only offer a spoonful of a

tincture derived from the god Morpheus – or was it from

the Taliban’s poppy harvest? – whilst the managers pitch

and put the afternoon away.

It’s rather difficult at present to see just how Modernising

Medical Careers for junior doctors and training Anaesthetic

Practitioners (APs), plus the milliard other initiatives rolling

around  the NHS, could help this former fighter pilot. There

are pilots everywhere in the NHS in 2004 but none is as

easily capable of easing this man’s post-operative pain as

would a well placed epidural. There may be ‘blue sky

thinking’ underlying the motives for adding APs to the front

line troops but Prof MFM James1 feels that these pilots are

flying blind into areas of uncharted turbulence.

Coffee and desert

Twenty years ago, when I commenced working in an

American run hospital in the Middle East, I wrote to my

defence union and requested clarification as to my

responsibilities under English law when working with an

American  Certified Registered Nurse Anaesthetist (CRNA).

The answer from London was unequivocal: I might be on the

golf course five miles from the theatre but as a ‘line manager’

I was totally responsible for the CRNA’s every action.

Being in-house and immediately available is but one

aspect of oversight; on-call for emergencies is a different

species. I chose to do the on-call myself. Is such an opt-out

clause in place in the ‘new’ contract for those consultants

who do not wish for whatever reason to accept

responsibility for the clinical decisions, actions and

consequences of other non-medically qualified personnel?  I

think, pace Private Eye, that we should be told, as I rather

doubt if the  swinging golfers will be willing to shoulder this

particular tonnage.

Is the NHS wrong to be spending millions on recruiting

foreign nationals?  The director of my Clinical Medical

Team is one of a team from the Trust interviewing for

consultant and SAS staff in Czechoslovakia today in the

hope of shipping them to the UK. Currently my

department does not contain one native born English

citizen below consultant level: if the Czechs take the bait

they will be trained to attain and ultimately exceed Royal

College standards whilst, simultaneously, the department

remains incapable of running either an Acute Pain Team or

providing a ward-based epidural service in what is a bog-

standard DGH.

Without a never ending stream of South African

anaesthetists (South Africans now represent 6% of NHS

staff and 10% in the Canadian health system and there are

over 600 Springbok medical graduates in New Zealand)2

this department would sink without trace into that self same

bog. These numbers reflect the dismal failure of the overall

manpower planning within the NHS over so very many

years; this failure has recently been made obvious by

Professor Michael Goldacre3 from Oxford, who records that

in 2002 58% of doctors receiving full registration from the

GMC had completed their medical education overseas. One

is tempted to think that this is a subtle economic policy on

the part of the Department of Health.

Poacher and gamekeeper

This one source of highly competent anaesthetists, however,

looks likely to dry up, as the British Medical Journal3 reports

that South Africa and Britain have reached an agreement to

curb poaching of healthcare staff – and for that matter

school teachers also. I would imagine that this undertaking

will not apply to the staffing of the free-standing Portacabin

surgical centres which are coming on stream with mere

months to run before the next election.

A former expatriate colleague of mine, a very English

Englishman, who is currently chief of neuroanaesthesia in a

North American University, is being headhunted by a

Canadian private medical company to return to the UK to

take over the anaesthesia services in one such stand-alone

clinic, hammering hips and knees into the demographically

important grey voters of the English Midlands. The terms –

five years – and conditions on offer to him make me weep

with envy and can only be described as the Fourth or

Election Winning Way of being paid.

One wonders whether ‘the NHS process’ is being

managed appropriately?  Are we as a nation morally correct

to denude other poorer nations of their professionals and is

adequate pain relief for an old soldier not considered a

worthwhile target?  
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After all, people of this generation were able to grin and

bear it in battle when they were targets themselves, so why

change the habits of a lifetime as they grimace and battle not

to lose their dignity and thereby diminish their personal

value in front of a mere slip of a girl.

Does anyone have a spare – MRSA free – leather strap

which we can loan him to bite upon?
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Senior Fellows Club
BMA House, 21 October 2004
Professor J Norman, Chairman, Senior Fellows Club

The Senior Fellows met at BMA House for the

customary coffee, entertainment and lunch. Following

coffee, the President gave an account of the developments

for Churchill House – the new premises for the College. The

good news was that planning permission has been granted

by Camden Council. The development can now go ahead.

Princess Anne as Patron of the College is to support the new

Fund Raising Appeal for the refurbishment of the building

which will provide much-needed and better facilities for the

work of the College and many associated bodies.

Dr Hugh Seeley gave us a masterclass on ‘What happens

when we sing’. He introduced the relevant anatomy and

physiology of voice production and then described, and

illustrated by video and sound recordings, what is good –

and one or two examples of not so good technique.

We have had a suggestion that we might attach meetings

of the club to other meetings such as the winter meeting of

the Association. For those outside London, it might present

an attractive and potentially less expensive combination.

Please forward any comments to the Membership

Department email subs@rcoa.ac.uk.

The next meeting of the Senior Fellows Club 
will be held at BMA House, Tavistock Square,
London, on Thursday 12 May 2005.

Further details are available from the
Membership Department tel 020 7908 7324 or
email subs@rcoa.ac.uk.



One of the many pleasurable

duties that I have here at the

College is to liaise with the office of

our Patron to ensure that Her Royal

Highness is briefed about the

activities of the College. On the last

visit of the President, Senior Vice

President and I to Buckingham

Palace, we asked if she would attend a

dinner to launch our fundraising

appeal, to which she readily agreed

and a date was set for October. We

are very fortunate indeed in having a

patron who is keen to assist us

wherever possible, especially when

she has such an extremely demanding

schedule of events to attend.

Guests were invited from the

worlds of commerce, philanthropy

and medicine whilst the ‘home team’ comprised of

Members of Council, Regional Advisors, staff and project

advisors. Preparations began, and the schedule of events

(timed right down to every five minutes) and a list of

attendees were submitted to the Palace and duly authorised.

On the day the police sniffer dogs gave the College a clean

bill of health, ‘no explosives or hidden stashes of ganja here

then’ was the official pronouncement!

The evening itself went very smoothly, thanks in no small

amount to the diligence of the staff on the evening. Before

and after the excellent dinner, The Princess spoke to all 

The President, Dr Peter Simpson, escorts Her Royal Highness The
Princess Royal at the Churchill House fundraising appeal dinner.

Dinner in the presence of HRH 
The Princess Royal
Kevin Storey, College Secretary
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Clinical Ethics
Network

The UK Clinical Ethics network provides information
and support to both developing and existing clinical
ethics committees.  For details of their courses and
workshops visit the website at: 
www.ethics-network.org.uk

attendees whilst she viewed the architect’s displays of how

Churchill House will be developed to provide our much

needed education centre.

We are grateful to Her Royal Highness for attending the

dinner to promote the fundraising appeal. Although it would

be premature to attempt to forecast the effectiveness of the

evening – it did after all have a specific purpose – I can reveal

that initial discussions with potential sponsors are encouraging.
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Introduction

Awareness, an uncommon but potentially devastating

complication of anaesthesia, can be defined as the

inadvertent return of consciousness during general

anaesthesia. A study in 1960 reported that 1.2% of patients

undergoing general anaesthesia reported memories of their

surgery.1 Since then the reported incidence has decreased

gradually and a recent large prospective study reported an

incidence of 0.18%.2 Patients who suffer pain during

awareness commonly develop psychological sequelae such as

recurring nightmares, phobias, and post-traumatic stress

disorder.3 It has been estimated that cases of awareness

represent 12.2% of malpractice claims against anaesthetists.4

The time-honoured clinical signs tend to be surrogate

markers of anaesthetic depth. They lack sensitivity and

specificity, are influenced by factors other than anaesthetic

depth and are unreliable indicators of the depth of

anaesthesia.5 In non-paralysed patients, movement in

response to pain retains some usefulness, and forms the

basis for our measure of volatile anaesthetic agent potency.6

However, when hypnotic drugs prevent movement in

response to painful stimulation, they do so by an action at

the spinal cord7 and movement following painful

stimulation may occur despite EEG (electroencephalogram)

burst suppression, or in the absence of a forebrain.8,9

Much effort has thus been spent on a search for a reliable

and objective measure of anaesthetic depth. At present the

automated EEG-based measures show the greatest promise.

Overview of currently available monitors of
anaesthetic depth

Spontaneous EEG methods

The 16-channel EEG recording is unsuitable as a routine

monitoring tool as it requires expert interpretation. Fast

Fourier Transformation (FFT) can be used to

mathematically deconstruct the EEG waveform to produce

component sinusoidal waveforms of varying frequency,

amplitude and phase. The frequency spectrum can be

summarised by calculating the median frequency and the

spectral edge frequency. Whilst they decrease during

anaesthesia, these changes are neither consistent nor robust

enough to be used as a measure of anaesthetic depth.10,11

Simple frequency analysis ignores potentially useful

phase information in the EEG, whereas bispectral analysis

incorporates both power and phase information, and is

used in the A-2000 monitor (Aspect Medical Systems,

Newton, USA). It is approved by the US Food and Drug

Administration as a monitor of hypnosis, and as a tool for

reducing the incidence of awareness. The monitor

calculates the BIS (Bispectral Index), a dimensionless

number varying between 0 (isoelectric EEG) and 100

(awake). In addition to bispectral analysis, the BIS

incorporates time- and frequency-domain analyses.12 The

manufacturer recommends values of 40–60 for surgical

anaesthesia. BIS correlates with the hypnotic state and

anaesthetic drug concentrations,13 and titration of

anaesthetic agent doses according to the BIS value has been

associated with improved haemodynamic stability, reduced

anaesthetic dose and cost, improved quality of recovery and

reduced recovery times.14,15 Early studies suggested it was

able to predict movement in response to painful stimuli;16

more recent work has shown that it is unreliable in this

regard.17,18 The key questions concerning the influence of

BIS monitoring on the incidence of awareness have only

recently begun to be addressed.

Another promising development has been the

introduction of a monitor based on EEG entropy (M-

Entropy, Datex-Ohmeda, Helsinki, Finland). Entropy

quantifies the irregularity in a signal. As anaesthesia

deepens, EEG entropy decreases. The M-Entropy monitor

calculates two measures of spectral entropy (entropy in the

frequency domain).19 State Entropy assesses entropy in the

frequency range 0–30 Hz and is thought to reflect the

Does depth of anaesthesia monitoring
reduce the incidence of awareness?
aDr R Siegmeth, Specialist Registrar in Anaesthesia, 
bDr I Bergman, Consultant in Anaesthesia, and 
cDr A R Absalom, Consultant in Anaesthesia and Intensive Care, Addenbrooke’s
Hospital, Cambridge

AUDIT AND EVIDENCE BASE OF ANAESTHESIA Editor Professor G N C Kenny

a b

c
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cortical state of the patient. Response Entropy measures

entropy in the range 0–44 Hz, and thus also reflects the

facial EMG component.

Evoked EEG potentials

Auditory Evoked Potentials (AEPs) represent the

electrophysiological response of the CNS to auditory stimuli.

As they are extremely small amplitude signals, specialised

signal averaging techniques are required to extract the signal

from the background EEG. The middle latency response

reflects transmission of sensory information from the

brainstem to the primary and secondary auditory cortex. As

anaesthetic depth increases, the amplitudes of the waves

decrease while their latency increases. The system developed

by Mantzaridis and Kenny in Glasgow is being incorporated

into a commercially available monitor (aepEX, MDM Ltd,

Braintree, UK). It averages the responses to 256 clicks and

calculates the AEPex (an index of the curviness of the

waveform that incorporates both latency and amplitude

information).20 The AEPex has been shown to correlate well

with anaesthetic depth, to be good at detecting the transition

from unconsciousness to consciousness, and to predict the

likelihood of movement in response to painful stimuli.21

Danmeter (Odense, Denmark) produced the A-line

monitor that uses autoregression to generate the AEP

waveform, from which it calculates an index called the AAI.22

Studies have shown that there is large overlap between

conscious and unconscious values, and that the AAI is unable

to predict responses to noxious stimuli.17,23 The A-line has

been superseded by the AEP Monitor/2, for which few clinical

data are available, but which incorporates both AEP and

spontaneous EEG analysis in the calculation of the AAI.

Clinical question

Does automated monitoring of anaesthetic depth reduce

the incidence of inadvertent awareness under anaesthesia?

Table 1

Patient group All surgical patients undergoing
general anaesthesia

Intervention Automated monitoring of anaesthetic
depth

Comparison Clinical measures of anaesthetic depth 

Outcome Awareness under anaesthesia (explicit
recall of intra-operative events)

Methods 
1 The Ovid Medline and PubMed databases were searched

from 1961 to June 2004 for all publications pertaining

to monitors of anaesthetic depth. Specific search terms

used included ‘awareness’, ‘anaesthesia’, ‘depth of

anaesthesia’, ‘monitoring’, ‘recall’ and ‘incidence’ (see

Table 1 for parameters).

2 In the first instance we sought randomised, blinded,

controlled clinical trials.

3 In view of the paucity of randomised trials we also

searched for any other controlled clinical trials.

Results
Only two studies of the influence of monitoring of

anaesthetic depth on the incidence of awareness were found.

These were the B-Aware trial24 and the SAFE 2 study.25 Both

studies used the BIS monitor. No trials were found for any

other measures of anaesthetic depth.

The B-Aware randomised, controlled trial

This was a prospective randomised, double-blind,

controlled study of patients undergoing general anaesthesia

with muscle relaxation. To improve the power of the study

only patients deemed to be at high risk of awareness were

enrolled (Table 2). It was estimated that in these patients

the incidence of awareness was likely to be 1%.

Table 2 Patient eligibility criteria: B-Aware trial 

Patients were randomised into BIS guided (n=1225) and non-

BIS guided (n=1238) groups. BIS electrodes were applied to

1 Caesarean section

2 High risk cardiac surgery 

3 Acute trauma with hypovolaemia

4 Rigid bronchoscopy

5 Significant impairment of cardiovascular status and expected
intra-operative hypotension requiring treatment

6 Severe end stage lung disease

7 Past history of awareness

8 Anticipated difficult intubation (awake intubation not planned)

9 Known or suspected heavy alcohol intake

10 Chronic benzodiazepine or opioid use

11 Current protease inhibitor therapy

AUDIT AND EVIDENCE BASE OF ANAESTHESIA Editor Professor G N C Kenny
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the foreheads of all patients and connected to a BIS monitor

(patients were unable to see the monitor). Prior to induction

of anaesthesia in the BIS guided group, the BIS monitor was

turned on and the anaesthetist was instructed to keep the BIS

value between 40 and 60 from the time of intubation to the

end of wound closure. Otherwise the anaesthetic technique

was left to the discretion of the anaesthetist.

Patients were interviewed on three occasions: 2–6 hours,

24–36 hours and 30 days after surgery. All potential cases of

awareness were reviewed and a narrative report was forwarded

to an adjudication committee of three experienced anaesthetists

who classified the event into one of three categories (Table 3).

Table 3 Categories of awareness used in the B-Aware trial

There was an 82% reduction in incidence of confirmed

awareness in the BIS monitored group (two cases versus 11

cases in the non-BIS monitored group, P=0.02). One patient

in the BIS group was aware of having their trachea intubated

while the BIS was 79–82. It is probable that, had the guidelines

regarding the use of BIS been adhered to, the incidence of

awareness in the BIS group would have been even lower.

SAFE 2 (Swedish Awareness Follow Up Evaluation 2)

This was a prospective study of BIS monitoring and

awareness in two Swedish hospitals, using historical

controls.25 During the study all patients (n=4945) requiring

general anaesthesia with muscle relaxants and/or intubation

were monitored with BIS. Participating anaesthetists were

instructed to keep BIS values 40–60 and to avoid values >60

during intubation and maintenance of anaesthesia. Patients

were interviewed for awareness using a modified Brice

Interview26 on three different occasions during the post-

operative period (Table 4). Patients who had any memory of

intra-operative events were then interviewed in depth and

classified into one of three categories according to the

likelihood of true explicit recall (Table 5). The results of this

study were then compared with a matched group of 7826

patients from a previous study where no depth of

anaesthesia monitoring was used (SAFE 1).27

Category of awareness Fulfilling criteria

Awareness Unanimous coding of awareness or
two members coding awareness and
the third coding ‘possible’ awareness

Possible awareness One or more coding as ‘awareness’ or
‘possible’ awareness

No awareness Neither of the above

Table 4 The original Brice questionnaire

Table 5 Categories of awareness used in the SAFE 1 and 2 Trials 
(NB: dreaming not categorised as awareness)

In the BIS monitored group, fewer patients received a

benzodiazepine or opioid pre-medication and more received

total intravenous anaesthesia. Despite this the incidence of

awareness was lower. In the non-BIS monitored group of

patients, 14 cases of awareness were identified (five definite,

five probable and four possible) whilst in the BIS monitored

group only two cases of awareness (both definite) were

identified. This represented a 77% reduction in the

incidence of awareness (0.18% in the non- BIS monitored

group versus 0.04% in the BIS monitored group; P < 0.038).

Both patients in the BIS group were aware of their tracheal

intubation, and had BIS values greater than 60 for more than

four minutes during this procedure. It is probable that had

the BIS been less than 60 for these cases they may have had

no episodes of awareness.

Discussion

A major difficulty in studying awareness is the low

incidence, so that large sample sizes are required to achieve

adequate power. O’Connor estimated that in a population

in whom the incidence of awareness is 0.2% a study

involving > 20,000 patients would be required to prove or

disprove (with 80% power) a 50% reduction in the

incidence of awareness.28 Despite an extensive literature

Category of awareness Fulfilling criteria

Definite Recalled event confirmed by attending
personnel

Probable Investigators convinced memory real
but confirmation unable to be obtained

Possible Unable to recall event definitely
indicative of true awareness

1 What was the last thing you remember before you went to sleep
for your operation?

2 What was the first thing you remember after your operation?

3 Can you remember anything in between these two periods?

4 Did you dream during your operation?

5 What was the worst thing about your operation?

AUDIT AND EVIDENCE BASE OF ANAESTHESIA Editor Professor G N C Kenny
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search we have found only two controlled trials

investigating the influence on anaesthetic depth monitoring

on the incidence of awareness.

The strongest evidence comes from the B-Aware trial. By

choosing a high risk, paralysed population the investigators

were able to design a trial with adequate sample sizes that

were manageable. Unfortunately this causes the inherent

problem that the study results are not strictly applicable to

the general population. A second weakness was that BIS

values were not recorded in the control group. Had they

been recorded then we would have had an objective

comparator of the depth of anaesthesia in the two groups. If

the BIS was the similar in both groups this would have

detracted from the results, and cast doubt over the benefits

of BIS monitoring. Overall, though, this study provides

strong evidence that BIS monitoring reduces the incidence

of awareness in the group studied.

The SAFE 2 trial included a more general population

group and has shown a similar reduction in the incidence of

awareness in a general surgical population, but suffers the

shortcoming that it was not a prospective randomised study.

Anaesthetists involved in the study would have been aware

of the SAFE 1 findings. That knowledge, the lack of

randomisation in SAFE 2 and the knowledge that the

second study was being conducted (Hawthorn effect) may

have influenced the findings. The control group was a

cohort of patients from the SAFE 1 study conducted four

years earlier, and during this time changes in anaesthetic

practice could also have accounted for the reduced

incidence of awareness. Indeed, one change in practise was

reported by the authors – an increase in the incidence of

end-tidal anaesthetic agent monitoring from 80% in SAFE 1

to 99% in SAFE 2 (P= 0.0001). In general however, the two

groups were very well matched, and the sample sizes were

large. Thus despite these limitations, this study strongly

suggests that BIS monitoring in a general surgical

population does reduce the incidence of awareness.

Another problem in investigating awareness lies in the

difficulty in defining what it actually is (or is not). Awareness

can represent a range of experiences from explicit recall to

intraoperative dreaming, which may or may not represent a

subconscious form of awareness. Both studies based their

results on confirmed cases of postoperative recall. When all

reports of awareness were included, the B-Aware trial found

no difference in rates of awareness between the BIS and the

non-BIS guided groups. The study results are thus sensitive

to the choice of definition.

Should routine use of BIS monitoring be recommended on

the basis of these studies?  The answer to this question is

beyond the scope of this review, which sought only to assess

the evidence concerning one outcome. Multiple factors

determine whether or not any monitor should be used

routinely. These include evidence of benefit for all relevant

endpoints and outcomes, the cost-effectiveness of the

monitor (bearing in mind that no anaesthetic monitor has

ever passed a cost-effectiveness test29), the public

acceptance of adverse medical events and the costs to

society of adverse events.

In conclusion, one prospective blinded randomised

controlled trial (the B-Aware trial) has shown that BIS

monitoring results in a significant reduction in the

incidence of confirmed awareness in a high risk population.

Another prospective trial with historical controls has shown

a similar reduction in the incidence of awareness with BIS

monitoring in a general surgical population. No published

studies have examined the influence of other monitors on

the incidence of awareness. While other trials investigating

the efficacy of the BIS and other measures of anaesthetic

depth are highly desirable, the sample sizes required make it

unlikely that large randomised controlled trials will be

performed in the near future.
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Professor Sir Donald Campbell –
A tribute
Dr A K Adams, Past Dean, Faculty of Anaesthetists, Royal College of Surgeons of England

Formal obituaries of Donald Campbell have appeared

elsewhere but it seems fitting that as anaesthetists we

should pay a more personal tribute to a man who was not

only outstanding in our field but also a guide, philosopher

and friend to so many of us.

Donald had a distinguished academic career before his

election to the Board of the Faculty of Anaesthetists of the

Royal College of Surgeons of England (RCSEng) and served

as Dean between 1982 and 1985. This was the first of his

many high offices, for his abilities were such that often when

he sat on an important body, he ended up leading it. He

became Vice-President of the RCSEng, Dean of the Glasgow

Medical School, Chairman of the Scottish Council for

Postgraduate Medical Education and in 1992 he was the first

anaesthetist to be elected President of the Royal College of

Physicians and Surgeons of Glasgow. Finally, he was the first

Chairman of the West Glasgow University Hospitals Trust.

Along the way he was awarded many honorary fellowships.

He was appointed CBE in 1987 and knighted in 1994.

Donald was endowed with a multitude of talents; indeed

it might be said he had everything in excess, great abilities, a

capacity for clear thinking and meticulous hard work

combined with managerial, political and diplomatic skills.

He had the unusual mixture of wisdom, common sense and

charisma. During his time medicine was, as so often,

tending to progress faster than the institutions governing its

practice were adapting to these demands. Anaesthesia had

its own particular turmoil, for whilst we had been well

served by our Faculty within the RCS, there were many

anaesthetists who felt the time had come to establish an

independent college. Thus, as Dean, Donald had the

additional problem of trying to balance the advantages of

remaining within a long-established body against the

freedom and status given by independence, a problem not

helped by the fact that opinion among anaesthetists was at

the time deeply divided. He was an ideal leader at such a

time of change.

Whilst this may appear to depict Donald as a paragon of

all the virtues, it gives an incomplete picture; he was far too

human to be described as such. What was he like as friend

and professional colleague?  It was my privilege to have

served as Vice-Dean of the Faculty whilst he was Dean and 

Professor Sir Donald Campbell as Dean of the Faculty of

Anaesthetists

I look back on it as one of the happiest times of my life. His

leadership was inconspicuous, persuasive rather than

demanding. He rightly expected much of his colleagues but

no more than he gave of himself.

Donald’s human qualities, too, were in excess and he was

generous with them. He enjoyed the traditional drink of the

Scots as well as his cigarettes; he was great fun, he loved

being with people of all sorts; he could talk the hind leg off

a donkey without ever being boring, and had a great sense

of humour; many hours far into the night were spent

‘kicking the ball around’ as he put it, discussing any topic

that came into his mind, for weariness did not seem to enter

into his life-style and he imbued others with his

enthusiasms. We remember too his  skills as a public orator,

such as in his brilliant Hunterian Oration entitled ‘My

beloved brother’ in which he reminded us Sassenachs of the

Scottish dimension of the Hunterian tradition.

Donald was devoted to two families; he first married Nan

who predeceased him by 30 years and by whom he had a

son, a daughter and two grandchildren; he then married Kay

who with their two daughters survives him. He loved the



Bulletin 29 The Royal College of Anaesthetists January 2005 1469

Scottish highlands about whose history he was very

knowledgeable; typically Scottish were his leisure activities,

angling, curling and shooting, whilst latterly he gained great

pleasure from listening to classical music.

Perhaps the most endearing thing about Donald was that

he was totally lacking in any conceit or self-aggrandisement

and that he took so much delight in the joys and successes

of his friends and colleagues.

AS WE WERE ...
The following amusing remarks are extracted from the
‘Annales de Thérapeutique’. We fancy that our friends
on the other side of the English Channel are rather
annoyed that England should have the priority in the
introduction of this valuable surgical acquisition into
Europe.  We know that much worse experiments are
performed in France.

‘An English Journal (Medical Times, December
26,1846) reports that Mr Liston, surgeon at University
College Hospital, London, performed two operations
last week… without production of pain or knowledge
of the patient, by rendering them tipsy by vapour of
ether.  The vapour was respired for several minutes by
means of a proper apparatus, until the patients
became comatose.  When sensibility returned, they
found that the operation had been performed without
having felt it… If this account be correct, we cannot
attach too much blame to such conduct.  You poison
your patients to spare them pain.  Are you certain that
they will be restored?   As well might you allow them
to sleep under an upas tree, or make them dead-drunk
with a good dose of gin…’

We fancy that we shall very soon hear of similar trials
in the most theoretical and experimental country in the
world – France; but they will then have a different
appearance, and be attributed to the pure love of
science, &c.

Medical Times, January 1847, 291.

David Zuck
History of Anaesthesia Society
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Despite challenges to medical authority, doctors' skills and

advice are still held in very high regard by the public. But

doctors' lack of inclination or time, or both, means that

patients' desire for information, education, and empowerment

is inadequately provided for in modern medical practice.

Patients want to trust their doctors, but trust has to be earned

by treating people as grown ups, answering their questions

clearly and honestly, listening to their views, and involving

them in decisions. This cannot be an optional extra. Failure

to accommodate patients' needs for involvement will diminish

doctors' standing in the long run.

– Angela Coulter, Chief Executive, Picker Institute Europe1

This quote has moved from being a rather radical

statement in 2002 to its present position of being

received wisdom. Alas, still more frequently honoured in the

breach than the observance as time and targets press, doctors

too often have to resort to paper rather than conversation to

ensure that patients understand all that they need to know.

It is not just a question of time, but also the sheer volume

of possible questions and answers that patients might need

answering. We have a duty not only to answer questions,

but also to tell patients anything that they ought to know

when they make an informed choice.

It is also quite clear when speaking to members of the

public that if they had to have an operation, they would be

more afraid of the anaesthetic than of the surgery. An

irrational fear maybe, born out of some primitive fear of the

unknown, but nevertheless very real.

Put together, we believed that there was a need for a good

information standard which could be enjoyed by all patients

undergoing anaesthesia.

The team who had been working on Raising the Standard

at the Royal College (Anna Maria Rollin, Lucy White and

Gavin Thoms) felt therefore that it would be appropriate to

review all existing anaesthetic information and learn what

we could from it. We wrote to every anaesthetic department

asking for copies of their information leaflets; there were

187 relevant ones returned, which were scrutinised and

scored. There had clearly been some extremely hard work

by the authors, but it was also clear that some hospitals were

giving their patients no useful information whatever.

There is a good deal of guidance available on what

constitutes good patient information, but we felt that there

was a place for a ‘national standard’ leaflet about anaesthesia

and its subspecialties such as dental, regional, paediatric

anaesthesia. Since the medicolegal climate was getting more

chilly, we felt that it would be appropriate to pay particular

attention to risks and complications.

It was also clear that a major difference for the future

compared with the way things had been done in the past

was that patients would need to be intimately involved at all

stages of the process. That wasn’t going to make life easier,

but was clearly essential for any information project that

was to be credible.

We were fortunate in having an enormously supportive

and vigorous patient liaison group at the College under the

chairmanship of Dr Charlotte Williamson, who accepted

our invitation to join the editorial team. We recruited to

working parties both patients who had experience of the

process of being in hospital (whether good or bad

experiences), and public who hadn’t. It proved to be a long

and at times ‘stimulating’ process.

The principal lessons that I learned were that what I

thought patients would need and want to hear about wasn’t

necessarily top of their priorities, that so many words and

phrases that we use may have a different meaning to

patients, and above all one must take great care not to be

patronising or politically incorrect!

When there is such an enormous variation in patients’

knowledge and understanding of their bodies, of hospitals,

and of relative risk, it proved difficult to produce a ‘one

guide fits all’. So we had to write a reference booklet,

‘Anaesthesia Explained’, and a shortened version for

handing out, ‘You and your anaesthetic’. These were then

supplemented by a range of specialist leaflets, including one

on headache after a spinal or an epidural anaesthetic. All

the leaflets were made available on a dedicated website –

www.youranaesthetic.info.

Information for patients 
Dr J A Lack, retired consultant anaesthetist, past Member of Council
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The whole process was written up in detail in Raising the

Standard: Information for Patients,2 which is available on the

College web site. There have to date been over 690,000

copies of the shorter leaflet ‘You and Your Anaesthetic’

ordered, and nearly 100,000 copies of the fuller ‘Anaesthesia

Explained’.

This year in the BMA’s Medical Book Competition, I am

delighted to report that two of the leaflets, ‘Your child’s

general anaesthetic’ produced by the team chaired by Peter

Crean and hosted in Belfast, and ‘Anaesthetic choices for hip

or knee replacement’ produced by the team chaired by Lucy

White and hosted in Southampton, have received awards.

In the Anaesthesia section for books, Mike Harmer’s

‘Core Cases in Obstetric Anaesthesia’ and Simon Dolin’s

‘Pain Medicine Manual’ were runners up to Alex Evers’

‘Anaesthetic Pharmacology’, which won the first prize.

Congratulations to all concerned.

This year the BMA also had a section for websites – another

important way of giving information to patients. As a

straightforward presentation, the www.menopausematters

.co.uk website won the first prize, but for pizzazz and

something special, the www.riprap.org.uk, for when a parent

has cancer, is outstanding. Developing our website with

pizzazz is a project for the future.
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The Royal College of Anaesthetists is pleased to
announce the launch of a new associated website, 
On-Line Anaesthesia (www.onlineanaesthesia.co.uk).

‘On-Line Anaesthesia’ (affectionately known as OLA)
was developed as an independent site to support the
growing material in the Anaesthesia section of the
Cyber Medical College.

The Cyber Medical College was originally developed by
the Royal College of Physicians and Surgeons of
Glasgow for web-based education.  The Royal College
of Anaesthetists entered into a partnership with the
Glasgow College to develop educational material for
anaesthesia, including critical care and pain medicine,
and to assess the value of the system.  The anaesthetic
editors for our section of the Cyber Medical College
had worked to produce educational material and find
useful websites throughout the Internet.  However, it
was decided that further development under a pure
Anaesthesia banner would be more successful.  

To achieve this aim, a new site has been established
under the direction of both the Association of
Anaesthetists of Great Britain and Ireland and the
Royal College of Anaesthetists.  All the educational
material which had been developed previously for the
Cyber Medical College has been transferred to the new
combined site: ‘On-Line Anaesthesia’. The Cyber
Medical College will cease to exist as from the end of
April 2005.

We hope that our Fellows, Members and Trainees will
find this new development to be a major benefit for
their continuing educational needs.  Please visit
www.onlineanaesthesia.co.uk or click on 
‘On-Line Anaesthesia’ from the College website:
www.roca.ac.uk
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announcement

Have your say

The Healthcare Commission goes to consultation on 29
November on it’s proposals for annual reviews and ratings
of the NHS and independent healthcare sector in
2005–2006 and beyond. These will replace the star ratings.

The new assessment will take account of the Department
of health standards and progress on national and local
targets.  The November consultation will include the
criteria that the Commission will use to interpret these
standards.

If you would like to take part, please see our 
website www.healthcarecommission.org.uk, 
email feedback@healthcarecommission.org.uk or 
tel 0845 601 3012

The College of
Anaesthesiologists of Sri Lanka
– Joint Scientific Sessions of:

● The 6th South Asian Conference

of Anaesthesiologists

● the 2nd conference of the

south asian regional pain

society

● the 21st annual scientific

session of the college of

anaesthesiologists of sri lanka

24 February – 1 March 2005

Colombo and Kandy, Sri Lanka

For details of registration please email

jkconventions@walkerstours.com
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Guest DETAILS (Please use block capitals)

Full name: 

I would like: 

Full mailing address: 

My guest(s) at the dinner will be: 

Email: 

Dietary requirements for you and your guest(s) : 

I would like to sit with:  

tickets at £40.00 each

Payment information (Please use block capitals)
sterling cheques should be made payable to ‘The Royal College of anaesthetists’

Please charge my credit card (tick ✓ whichever is appropriate): 

Total remittance: 

Card number: – – –

Expiry date: Issue number (Switch only): Start date (Switch only): 

Cardholder’s name: 

Signature: Date: D D M M Y Y Y Y

M M Y YM M Y Y

£ . 0 0

57th Anniversary Dinner
Wednesday, 16 March 2005
The 57th Anniversary Dinner will be held on the evening of Wednesday, 16 March 2005 in the Riverside Dining Room at the
Institute of Electrical Engineers, Savoy Place, London WC2R.

The dinner will be at 7.00 pm for 7.30 pm and is expected to finish at approximately 11.00 pm.  Please note that dress will be black
tie/short cocktail dresses.  Tickets are £40.00 each, and Fellows, Members and trainees are warmly invited to bring guests to join
us in the celebrations.

Please complete this application form, including the name(s) of your guest(s), and send it to Miss Edwina Wilson at the College.
The closing date for applications is Friday, 4 March 2005.
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Report of a meeting of Council
At a meeting held on Wednesday, 20

October 2004, Dr Paul Magellan

Fenton (Guernsey) was presented with

the Jubilee Medal, Dr Kathryn Marie

Rowan (London) and Dr Christine

Thornton (Middlesex) were presented

with the Humphry Davy Medal, Dr

Martin Tweeddale (Portsmouth) was

admitted to the Fellowship by Election,

and Dr Peter Farling (Northern Ireland)

and Dr Upma Misra (Sunderland) were

admitted to the Fellowship ad eundum.

The following were admitted/re-

admitted as Deputy Regional Advisers:

(re-appointments are marked with an

asterisk):

North Thames (East)
Dr J J Durcan, Broomfield Hospital,
Chelmsford (in succession to Dr K J Wark)

West of Scotland
*Dr J A Patrick, Glasgow Royal Infirmary
*Dr N G O’Donnell, Western Infirmary,
Glasgow

The following were admitted/

re-admitted as College Tutors:

Northern
Dr S F Williamson, The James Cook University
Hospital, Middlesbrough (in succession to 
Dr M R Tremlett)
Dr C J Barraclough, Friarage Hospital,
Northallerton (in succession to 
Dr M R Tremlett)

Yorkshire
Dr G J Oldroyd, Bradford Hospitals NHS Trust
(in succession to Dr M J Fairbrass)

North Western
Dr S J Thornton, Royal Bolton General Hospital
(in succession to Dr N J Smith)
*Dr C J A Dunkley, Victoria Hospital, Blackpool
With effect from September 2004

South East Scotland
Dr D R Love, Borders General Hospital,
Melrose (in succession to Dr J M Braidwood)

West of Scotland
Dr J Edgar, Hairmyres Hospital, East Kilbride
(in succession to Dr M Crawford)

*Dr D S Ure, Stobhill Hospital, Glasgow 
With effect from September 2004

South Thames (East)
*Dr S M Robertson, Queen Elizabeth Hospital,
Woolwich (first term extended by six months)

South Thames (West)
*Dr T B Pepall, Frimley Park Hospital

Nottingham and East Midlands
Dr S H Kiani, Southern Derbyshire Acute
Hospitals NHS Trust (in succession to 
Dr B T Langham)

Sheffield and North Trent
*Dr A N Strachan, Doncaster Royal Infirmary

West Midlands (South)
Dr A J Moriarty, Birmingham Children’s
Hospital (in succession to Dr W H Lam) 
With effect from 1 November 2004

The following were recommended to

the Specialist Training Authority for the

award of a Certificate of Completion

of Specialist Training having

satisfactorily completed the full period

of higher specialist training in

anaesthesia (a dual CCST in Anaesthesia

and Intensive Care Medicine has been

recommended for the doctor marked with

an asterisk):

Anglia 
Dr Ruby Sharma 
Dr Anita Vishal Patil  
Dr Morne Riaan Wolmarans 

Imperial School 
Dr Paul Sidebottom 
Dr Christopher Richard Carey 
Dr Marina Mou Choudhury 

Royal Free/UCL 
Dr David Antonio Celaschi 
Dr Youcef Sennoun 
Dr Jonathan Harvey Smith 
Dr Farah Bashir Ahmed 
Dr Eike Pflueger 
Dr Stuart Alexander McCorkell 
Dr James Fraser Down 
Dr Rohini Mira Tewari 
Dr Hanif Meeran 
Dr Roger Adrian Cordery 
Dr Jan Cernovsky 
Dr Tony Whitehouse* 

Barts & Royal London 
Dr Rutesh Abhaykant Mehta 
Dr Alistair Ferris McNarry 
Dr Michael Ward 
Dr Catherine Jane Peters 
Dr Susan Winifred Hale 
Dr Dmitro Leschinskiy 
Dr Dinesh Sangtani 
Dr Anthony Yaw Wireko Addei 
Dr Sudhansu Kumar Pattnaik 

St George's 
Dr Joerg Kuehne 
Dr Muhammad Masood Khan 
Dr Nada Abbas Awadalla Bolad 
Dr Sanjay Gupta 
Dr Srikiran Ramarapu 
Dr William Edwin John Jewsbury
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The Jubilee Medal

Dr P M Fenton

Dr Paul Fenton is an old-style adventurer,

spreading light in dark places where most

of us would fear to tread.

He was born in Oxford in 1947 and

qualified in London in 1976. Following

house jobs, he passed the DTM & H, and

went to Vanuatu in the South Pacific,

where he served for four years as all-

purpose MO and anaesthetist.

Rather more mundanely, he returned to

anaesthetic SHO and registrar posts in South

London, passing the FFARCSI in 1985.

Off again immediately thereafter, this

time he went to Malawi, a country with

which he is associated in the minds of

most of us.

Between 1986 and 2001 he built up

and led the Department of Anaesthesia in

Blantyre, ending up as Associate Professor

of Anaesthesia in the College of Medicine

of Malawi.

The School of Anaesthesia, which

trained Anaesthetic Clinical Officers for

Malawi, Namibia, Zambia and Zaire, is

undoubtedly Paul’s most outstanding

achievement. With very limited facilities

and finance, he set up a scheme which

produces competent, confident and safe

practitioners, and prides itself on its high

standards.

He has written a handbook of District

Surgical Services, and designed equipment

for use in difficult conditions. His main

achievement, however, is to have brought

safe anaesthesia to large numbers of

people in a part of the world where it was

sorely lacking.

Dr Anna-Maria Rollin 

Dr Joseph Paul Adams 
Dr Philip Henry Dodd 

South East  
Dr Katherine Alice Gardner 
Dr Priti Gaurang Dalal 
Dr Kirk Joseph Christopher Langley 
Dr Priya Oranee Suaris 
Dr Ghalib Amir Mukadam 
Dr Bharathi Varadarajan 
Dr Daniel James Berge 

Leicester 
Dr Rakesh Vaja 
Dr Rana Khalid Latif 
Dr Rajani Annamaneni 
Dr Andrew James Roscoe 

Mersey 
Dr David Andrew Raw 
Dr Manohar Lal Sharma 
Dr Andrew David Axon 
Dr Prabhu Sampath Sanjay 
Dr Alison Clare Garrard 

Nottingham 
Dr Ute Schroeter 
Dr Madhu Ahuja 
Dr Samina Bharmal 

Northern 
Dr Peter Robert Evans 

North West 
Dr Andrew Joseph James MacKillop 
Dr Gordon McLellan Yuill 
Dr Huw James Maddock 
Dr Steven Robert Knight 
Dr Suresh Lakshmanan 

Oxford 
Dr James Douglas Austin 
Dr Mallikarjun Bharamgoudar 

South East Scotland 
Dr Rosamunde Burns 
Dr Andrew Christopher Woodward 

Sheffield 
Dr Paul George Bedford 
Dr Judith Margaret Morgan 

South Western 
Dr Sheena Mary Antoinette Hubble 
Dr Matthew John Oldman 
Dr Christopher John Sweeting 
Dr Rowan Peter Hardy 
Dr Khaled Ahmed Ismail Moaz 

Wessex 
Dr Paul Diprose 
Dr Stephen John Jukes 

West Midlands 
Dr Gavin Lindsay James Nicol 
Dr Elizabeth Sarah Wiseman 
Dr Andrew John Robinson 
Dr Andreas Ruhnke 
Dr Zahid Raza Kazmi 
Dr Krishnaswami Ramachandran 
Dr Carl Louis Hillermann 
Dr Gordon Kulemeka 
Dr Satyajeet Keshavrao Ghatge 
Dr Ramesh Giri 

Wales 
Dr John Gareth Parry 
Dr Magdi Thabet Shafik 
Dr Cathryn Jenkins 
Dr Potteth Sukumar Sudheer 
Dr Jyothi Srinivas 
Dr Michelle Ellen Absolam 

Yorkshire 
Dr Darren Mark Walkley 
Dr Shanmugam Dharmarajah 
Dr Priya Rohini Manraj 
Dr Aidan Thomas Norman 
Dr Andrea Marie Tate 
Dr Claire Thomas 

Northern Ireland 
Dr Krishnan Gandhimathi 
Dr Kottarathil Alexander Abraham 
Dr Dhananjaya Potti Ramaswamy 
Dr Cara Elizabeth Egan 
Dr Gareth Colin Foster 
Dr James Conn Russell 

Scotland – North 
Dr Louise Helen Macdonald 

Scotland – West 
Dr Caroline Helen Whymark 
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Fellowship by Election

Dr M Tweeddale

After graduating PhD in Pharmacology in

1965, Dr Martin Tweeddale graduated

from Westminster Medical School in 1967.

In 1969 he was invited to join the Clinical

Pharmacology Department at Magill

University in Canada, a country in which

he was to reside for the next 21 years.

Professorships in Medicine and

Pharmacology at the Memorial University

in Newfoundland followed, and then in

1980 Martin was appointed to the first

Chair in Intensive Care at St Johns,

Newfoundland. In 1986 he relocated to

Vancouver as the Director of Intensive

Care and Clinical Professor of Medicine at

the University of British Columbia.

In 1998 Martin was enticed to return

to the UK in Portsmouth, where he

became Clinical Director of Intensive Care

within one year. Subsequently, he chaired

the Portsmouth Trust Clinical Ethics

Committee and in 2002 was appointed the

Director of the Critical Care Training

Programme.

Martin has made major international

contributions to the development of

training in critical care and these are

recognised by this award.

Dr A J Mortimer

The Humphry Davy Award

Dr C Thornton

Christine Thornton has been an

outstanding contributor to anaesthesia

research for many years. She started with

a BSc in nutrition in 1969, followed by an

MSc in comparative physiology in 1974,

and ultimately a PhD in 1990. She

worked in a variety of MRC research

establishments before joining John Nunn

and Gareth Jones’s research unit in the

MRC Clinical Research Centre at

Northwick Park Hospital in 1980, as a

senior scientific officer; it was then that I

worked with her. In 1992, she

metamorphosed, on the merger with

Imperial College, into a principal research

fellow of that institution, and though now

less active, continues to work in

Northwick Park anaesthesia.

She has been the mainstay of a

prolonged period of research into the

effects of anaesthesia and other altered

states of consciousness on brain evoked

responses, particularly auditory. After a

thorough investigation of the basic science

in this area, she has more recently been

progressing towards practical application

of the technique in a monitor of depth of

anaesthesia. She has published scientific

papers numbering well into three figures,

and regularly presents at, chairs and helps

organise national and international

meetings. Her contribution to this field is

unmatched.

Dr C Heneghan

The Humphry Davy Award

Dr K M Rowan

Dr Kathy Rowan obtained her BSc from

the University of Surrey in 1983 and her

MSc from the Royal Postgraduate Medical

School in 1984. Following experience in

industry and with the Home Office, she

worked with the MRC in The Gambia and

the World Health Organisation in

Tanzania.

Following work undertaken within the

Intensive Care Society, Kathy was

appointed Research Officer, University of

Oxford, in 1987 with the task of validating

the APACHE II severity scoring system in

the UK.

This she achieved by 1993 with two

seminal papers in the same edition of the

British Medical Journal, followed by a new

UK specific APACHE II system in 1994.

Following this, Kathy was intimately

involved in forming the Intensive Care

National Audit & Research Centre

(ICNARC). ICNARC celebrated its tenth

birthday this summer and, as its Director

since inception, Kathy has developed a

world-class centre attracting researchers

from all over the globe.

In recognition of her work, she was

appointed Honorary Senior Lecturer at

the London School of Hygiene & Tropical

Medicine and has recently received a

prestigious Harkness Fellowship from the

Commonwealth Fund.

In view of her outstanding

contributions in the field of intensive care

medicine Dr Kathy Rowan undoubtedly

deserves the Humphry Davy Award.

Dr P Nightingale
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Dr Meena Sharma
Memorial Foundation
Madam, – Dr Meena Sharma, my wife

and companion of 29 years and an

RCoA Member since 1993, passed

away suddenly on 23 August 2004. An

obituary has been placed on your

website and I understand the

announcement was published in the

November College Bulletin.

The obituary gives the summary of

her life and an account of the

beginning of our Foundation can be

read in our newsletter Healing Hands,

October 2004, on the website

www.zyworld.com/gchc/newsletter.htm.

We came to the UK in 1991 and

Meena became a Member of the RCoA

in 1993. Before 1991 Meena was

working as an anaesthetist and lecturer

in KEM Hospital and Nanavati

Hospital, Bombay, and I was a

paediatric surgeon there. She did go

back to India in 1993–1994 but

returned to the UK, this time for good,

and continued to work here until her

sudden death in India. We founded

charities to help and provide for the

poor, disabled, destitute and

underprivileged in India and have

been working to achieve these aims

since 1994. Details can be found on

our websites www.gwalior.hospital.

care4free.net and www.helpchildren

ofindia.org.

We had decided that one-third of

our estate will go to the Foundation to

provide for the ongoing work and its

expansion and that gave birth to the

‘Dr Meena Sharma Memorial

Foundation’, herein called MSM

Foundation, being registered as a

charity. We welcome and invite

anaesthetists and intensive care

specialists to join our team of

volunteers and help us to train local

staff and students and provide services

to the community in India. Details are

available on our websites. We welcome

students and trainees, too, to gain

experience with us.

Now, in accordance with Meena’s

wishes, we  wish to institute two

travelling fellowships every year for

Members or Fellows of the Royal

College of Anaesthetists, inclusive of

air travel to Delhi in India with

accommodation, food and local travel

arrangements in Delhi and Gwalior.

This will give an opportunity for such

RCoA Members to see and experience

anaesthetics with a difference, as

available to common people in India, a

Third World country, as well to see a

different culture. It will also provide

an opportunity  for local specialists

and people to benefit from the

expertise and experiences  available in

the Western world.

All RCoA Members, trainees,

specialists and consultants,

anaesthetists and intensivists are

eligible to apply for these fellowships

by sending their CV with a letter of

interest outlining their reasons for

applying and the length of time they

will be able to travel and work in

India. Applications will be accepted at

any time but decisions will be made

during the Foundation’s Board

meetings to be held in January, April,

July and October each year. Travelling

fellowships will be available for any

length of stay in India with  a

minimum period of one month.

I can be contacted at the following

address or by phone/ fax or email for

any questions or further details if

required.

B K Sharma

Gwalior Children’s Hospital

(Registered Charity No. 1063694) and

Dr Meena Sharma Memorial

Foundation (proposed) 

14 Magdalene Road, Walsall,

West Midlands, WS1 3TA

tel +44(0)1922 629842

fax +44(0)1922 632942 

email gwalior.hospital@care4free.net

websites www.gwalior.hospital.

care4free.net and www.helpchildrenof

india.org.

We aim to help and provide for the

poor, underprivileged, disabled and

destitute, especially children and

women of the Gwalior and Chambal

region, one of the most deprived

regions in India. Any help and

donations, however small, are much

appreciated. You can donate on line

now by visiting our website and

clicking on ‘donate’.

B K Sharma

Caesarean section
requires a block to…?
Madam, – Although retired I could not

help being intrigued by the ‘clash of

the titans’ over Caesarean section

block (Bulletin 28, November 2004 pg

1425–1426) and wonder if I may be

allowed to respond to Professor

Wildsmith’s remark that ‘Something

Correspondence
Please make your views known to us via email (preferred option) to: bulletin@rcoa.ac.uk, or by post accompanied by an electronic
version on floppy PC disk, preferably written in Microsoft Word (any version), to: The Editor, c/o Mrs Mandie Kelly, Editorial Officer,
The Royal College of Anaesthetists, 48/49 Russell Square, London WC1B 4JY.  Please include your full name, grade and address.
All contributions will receive an acknowledgement.  The Editor reserves the right to edit letters for reasons of space or clarity.



1478 Bulletin 29 The Royal College of Anaesthetists January 2005

certainly has changed...’ From 1956

my practice of extradural analgesia

spanned 35 years and covered every

level from the cervical to the caudal.

Not one patient complained but I was

blamed by one husband for the failure

of a trial of labour and attacked in the

operating theatre by another – armed

with three cameras – when his wife

groaned a little, and so on. A

colleague had to rescue me once.

What has changed in recent years is

the near ubiquitous presence of a

critically observant partner who has

already heard from the obstetrician,

from all the midwives and from many

acquaintances that ‘epidurals’ can

make labour completely painless and

he is determined to make sure you and

I, the technicians, live up to that.

However contented the patient, she is

vulnerable to his persuasion that

complete perfection has not been quite

achieved your rapport with her has to

be robust to survive!  

A S Gardiner, retired Consultant, Kent

How comparable are the
Primary FRCA London
and Primary FCA Dublin?
Madam, – Professor Wallace has

compared the London with the Dublin

Primary examination (Bulletin 28,

November 2004, pg 1401–1402) by

comparing the distribution of grades

in the two centres, but there are a

number of problems with making any

conclusions from this exercise.

Firstly, you have to assume the

candidates at each centre are of the

same overall ability. If, for the sake of

argument, the London candidates were

less knowledgeable in general than

those taking the exam in Dublin and

the London exam was proportionally

easier, then we would see similar

frequency distributions of the grades,

despite the two exams being of

different standards.

Secondly, the different outcomes

from the MCQ exams in the two

centres make comparisons between the

OSCEs and the vivas invalid. A much

higher proportion of candidates is

eliminated by the MCQ in Dublin

than in London. There are three

possible reasons for this: the

candidates in Dublin know less; the

questions are harder; or the pass mark

is higher. We do not know which of

these explanations apply, but Professor

Wallace’s data suggest that the pass

mark may be higher. Whatever the

reason, the cohorts of candidates going

forward to the OSCE and vivas are

different between the two centres, so

nothing can be concluded by

comparing the distribution of grades

in these parts of the exam.

Thirdly, the content of the vivas

differs between London and Dublin –

the vivas in Dublin are all on the basic

sciences; there is no clinical

component. It is well known that

medical knowledge and skills are very

dependent on the context, i.e. good

performance in one domain (e.g.

knowledge of pharmacology) does not

mean the candidate will do well in

another dissimilar domain (e.g.

practical anaesthesia). It does not

make any sense to compare the

outcomes of examinations if they test

different skills and knowledge.

If we really wanted to ensure the

two exams were truly similar in

standard, then we should set the

standard of the exam on the same

question bank using a recognised

method of standard setting, like the

Anghof method or the borderline

candidates technique, and then analyse

the outcomes using generalisability

theory.

I Kestin, Consultant, Glasgow

Madam, – I read with interest the

comparison of the London Primary

FRCA and the Dublin Primary FCA

(Bulletin 28, November 2004, pg

1401–1402). Having  taken both these

exams I would like to express my

views.

Though there are no differences in

overall results, there are fundamental

differences in the depth of knowledge

required for the basic core subjects.

Overall, the structure of both the

exams is similar, but the contents are

not the same.

For example, the MCQs in the

London exam test more basic

knowledge of physics, measurement

and pharmacology. In Dublin more

than ten out of 90 MCQs are related to

clinical practice.

For OSCEs in Dublin there are 14

stations, in contrast to 16 in London. I

have found more unmanned stations

(I mean without examiners) in

Dublin. In London, the stations are

busier and five minutes will be just

adequate. Anaesthetic machine check,

anatomy and anaesthetic hazards

related stations are usually missing in

the Dublin exam.

Professor Wallace may not have

found differences in the physiology

viva, but in London, physics is asked in

great detail. A candidate can sail

through the Dublin exam without

‘pressure’ and ‘flow’. Such  daring

would sink a candidate in London, as

he or she is more likely to be trapped

by ‘valves’, ‘electrodes’, ‘sine waves’,

‘filters’ and so on!  

As a result of two extra OSCE

stations and five minutes more for

each viva, London candidates spend

15% more time in the examination

hall. The consequences are clear. The

candidate is paying enormously in

terms of catecholamine surges, though

the examination fee is less for the

London exam.
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I do not agree with the conclusion

of Professor Wallace, suggesting a

modest reduction in the numbers of

candidates proceeding from the MCQ

in the London exam. Experience has

shown that the majority of the

candidates with 1+ in the MCQ fail

the examination overall.1

Nevertheless, for an examinee it will be

a worthwhile experience rather than a

waste of time.

S Patel, SpR, Belfast

Reference

1 Cartwright P (Ed). Multiple Choice

Question examination. In: Guide to

the FRCA Examination: The Primary.

RCoA, London 2001.

Author’s response: It was interesting to
read about this candidate’s experience of
sitting the two examinations and to
picture the ‘catecholamine surges’
mentioned.

Some of the comments refer to the
accepted different patterns of the two
examinations – e.g.  clinical practice tested
more by MCQs in Dublin and more at viva
level in London, andrelatively small
differences in OSCE and viva times and
practices.

In general the comparisons mentioned
do not allow precise analysis and
response.   However, it would not be wise
to assume that a candidate ‘can sail
through’ the Dublin exam without
‘pressure’ and ‘flow’.  This is not
supported by the fairly frequent
discussion of these topics in the basic
form in the Physics component, and in the
applied form in the Physiology
cardiovascular component of the
structured vivas.  Every topic cannot be
covered with each candidate and it is
quite likely that while this particular
candidate may not have been asked about
‘flow, pressure, electrodes etc’ some
other candidate will have been asked
such a question.

I agree that allowing relatively weak
candidates to proceed to OSCE/vivas
could be a worthwhile experience for

them, but it might be more cost effective
in candidate and examiner time and effort
if such candidates obtained this
experience through more practice OSCEs
and vivas.

I also agree that it is important to
continue to monitor the two examinations
systematically and objectively.

Professor W Wallace, Belfast

And finally: what’s in 
a name?
Madam, – I am writing as I’m sure

many will in response to Peter

Simpson’s idea of changing our name

from anaesthetist to anaesthesiologist

(Bulletin 28, November 2004, pg 1385).

I personally think that this is a very

good idea. I believe that Dr Simpson

is quite right in his suggestion that

being known as an anaesthesiologist

would lead to an enhancement of our

status as far as the general public are

concerned and may help to resolve

some of the inevitable confusion if and

when non-physician anaesthetists are

introduced. I also think that as

doctors who have studied anaesthesia,

as opposed to technicians who just

administer anaesthesia, we should be

known as anaesthesiologists rather

than anaesthetists.

A W Johnson, Clinical Fellow, Bristol

Madam, – The name

‘anaesthesiologists’ sounds too

American for comfort (Bulletin 28,

November 2004, pg 1385).

Anaesthetic SHO, anaesthetic SpR,

anaesthetic staff grade or associate

specialist, anaesthetic consultant – yes,

that sounds a lot better, even if it

entails using two words instead of one.

That is the way it has been for a

long time in Britain, that is the way we

are used to and the public is familiar

with it. Keep it that way!

J Nunez, Consultant, Huddersfield
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The Mersey School
Anaesthesia & Perioperative Medicine

The Mersey Selective

A course of lectures and tutorials designed to address those more esoteric areas of the syllabus not
covered well in the textbooks and thus considered to require special attention and elucidation, the aim being
to explain and to simplify.

Extracts from assessments following she September Selective:

‘Very useful course – gave us an idea of what to expect in the exam’

‘Concentrated on the difficult… and the commonly asked topics which was good’

‘Excellent lectures’

‘Well run and organised’

‘This course was an eye-opener for me …shows where I stand’

‘It also tells us the depths of knowledge required for exam’

‘Found it very helpful, especially good for difficult concepts’

‘The course was excellent and all the sessions which were interactive were very good’

‘Well balanced’

‘Excellent course. Helped to revise many basic concepts .. reminding me what I should know’

‘I came for this course to see where I stand and it has been made painfully obvious that I have miles to go’

‘Well organised. Topics as promised were those not covered as well in the textbooks’

‘Excellent speakers’

‘Most of the difficult topics covered. VERY WELL EXPLAINED’

‘It is a very good course  it helps a lot in preparing for the exam and in anaesthetic practice as well – it has covered many
topics within the stipulated time’

‘The contents of the topic were great!!’

‘… has addressed some of my difficulties and has opened my eyes’

‘I feel that all of the lectures, without exception, were well delivered, well prepared...’

‘… covered most of the difficult topics which are difficult to understand’

‘… gave a good approach to the exam. I left feeling that I knew how to study for this exam...’

‘This course is good quite extensive covering a lot of topics in five days. Though it becomes quite tiring by end of five days,
all is worth it!’

‘Food at Everyman Bistro was excellent, especially the salads and deserts. Cheers!!!’

Sunday 6 February (3pm) – Friday 11 February (3pm) 2005
Liverpool Medical Institution

Registration fee: £400 includes refreshments and lunch

For further details and an application form please visit our website www.msoa.org.uk

ADVERTISEMENT
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The Mersey School
Anaesthesia & Perioperative Medicine

‘If you feed the children with a spoon, they will never learn to use the chopsticks’

For details and application forms, please see
our website at: www.msoa.org.uk

*Study leave funding not available to Mersey
Deanery trainees

The Mersey
Selective Course
6–11 February 2005
22–27 May 2005

Primary Prep
Course (MCQ) 
20–25 March 2005
28 August – 2 September 2005

Primary Prep Course
(OSCE/Orals)
14–21 January 2005
29 April – 6 May 2005
30 September – 7 October 2005

Final frca mcq
course
medicine & intensive care

28 March – 1 April 2005

Final FRCA
(Booker) Course
17–22 April 2005
25–30 September 2005

radiology for
anaesthetists
5 February 2005

Final FRCA SAQ
Weekend Course*
1–3 April 2005
9–11 September 2005

Final FRCA MCQ
Weekend Course*
physics, measurement & Equipment

8–10 April 2005

Final FRCA MCQ
Weekend Course*
physiology

18–20 March 2005

Final FRCA viva
Weekend Course*
10–12 June 2005
2–4 December 2005

pharmacology
mcq weekend
4–6 March 2005
Appropriate for both Primary and Final FRCA candidates

ADVERTISEMENT
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The Association of
Anaesthetists of Great
Britain and Ireland
12–14 January 2005

Winter Scientific Meeting (WSM) 2005,

Westminster, London.

22–24 June 2005

GAT 2005, Oxford.

20–23 September 2005

Annual Congress 2005

Manchester

More detailed information can be obtained from the

Association of Anaesthetists of Great Britain and Ireland,

21 Portland Place, London WC1B 1PY tel 020 7631 1650

fax 020 7631 4352 email meetings@aagbi.org

website www.aagbi.org

Cambridge Final FRCA
Course
Addenbrooke’s Hospital, Cambridge
9–11 March 2005

● Interactive Tutorials
● Vivas
● SAQs and MCQs

‘Excellent topic selection, very useful for the exam’

‘Excellent and very useful VIVA sessions’

‘Very good layout for the exam in terms of anaesthesia 
goals and pathophysiology.’

Course Director: Dr R Tandon
Registration fee: £300

Places on the course are limited therefore early application is
advised. 

For further information please contact Emma Shone,
Postgraduate Medical Centre, Box 111, Addenbrooke’s Hospital,
Hills Road, Cambridge CB2 2SP tel 01223 217105 
email es351@medschl.cam.ac.uk 

Bristol Medical
Simulation Centre
Forthcoming courses for 2005

2 March – Management of Obstetric Emergencies 1 day course

for O&G trainees and anaesthetists (£150) (to book tel 0117

9595176)

17–4 March – Management of Obstetric Emergencies for O&G

trainees and anaesthetists (£250) (to book tel 0117 9595176)

19–21 May – Society for Europe for Simulation in Applied

Medicine (SESAM) for simulation enthusiasts and users

Fees include coffee, tea, biscuits and lunch.  All 

courses approved for 5 CEPD points (one day) and 8–10

points (two days)

For 9 December and 13 December bookings please contact Jane

Southway, Secretary, on tel 0117 9277120, or Alan Jones, Centre

Manager, The Bristol Medical Simulation Centre, UBHT Education

Centre, Level 5, Upper Maudlin Street, Bristol BS2 8AE tel 0117

3420108 email alan@simulationuk.com; and/or visit the website

at www.simulationuk.com (this contains course details) 

The European Society of Regional Anaesthesia
and Pain Therapy
Great Britain and Ireland Section

First announcement and call for papers

22nd Annual Scientific Meeting
12–13 May 2005

Beardmore Conference Hotel, Clydebank, Glasgow

The meeting will occur principally on Friday 13th May, with
additional workshops on upper limb, lower limb blocks and
ultrasound on Thursday 12th .  The programme will include:

● Regional Analgesia for Lower Limb Arthroplasty
● Peripheral Infusion Techniques
● Accelerated Recovery Programmes in Practice
● Advances in Sedation
● Free paper presentations
● The Bruce Scott Guest Lecture

The faculty includes local and visiting speakers from Europe and
North America

Approved for CEPD purposes

For further information visit the ESRA website at: www.ragbi.org or
contact Ms Lorna Macdonald, Department of Perioperative Medicine,
Golden Jubilee Hospital, Beardmore Street, Clydebank, G81 4HX or
email lorna.macdonald@gjnh.scot.nhs.uk tel ++44 (0)141 951 5600
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Royal College of Physicians
of Edinburgh

Effectiveness and Safety
of Blood Transfusion: 
have we lost the plot?
Tuesday 1 March 2005
The Royal College of Physicians of Edinburgh

The main aims of the meeting will be to promote

discussion on the values attached to the safety of blood

transfusion in the context of other health priorities.  A

panel will cross examine the ‘experts’ and facilitate

plenary discussions on the many thorny issues

surrounding blood safety prior to the final summing up

at the end of the day by the Panel Chairman, The Right

Honorable Lord Mackay of Drumadoon.

Registration fee: £80 (includes cost of lunch and
documentation).

For further information contact the Conference
Secretariat: Margaret Farquhar tel 0131 247 3636 
fax 0131 220 4393 email m.farquhar@rcpe.ac.uk 
or visit the website at
http://www.rcpe.ac.uk/events/transfusion.html

■ How safe is transfusion in 2005?

● Transfusion – risks for patient and the 
public health

● Variant CJD – risk to transfusion recipients

■ How effective is transfusion in 2005?

● Who needs transfusion – and who gets it?

■ How much should we spend to achieve
what level of safety?

● Cost of blood safety

● Patient expectations

The Mersey School
Anaesthesia & Perioperative Medicine

Radiology for
Anaesthetists

Course Director – Dr John Curtis*

Saturday 5 February 2005 

Clinical Sciences Centre,

University Hospital Aintree, Liverpool

● Open to All Anaesthetists

● No Threat to Seniors

● No Challenge to Juniors

Registration fee: £115

Approved for 5 CEPD points

For further details and and application form
please visit our website www.msoa.ac.uk

*John Curtis, Consultant Radiologist, is a long-

standing friend of the Mersey School. He makes

important contributions  to both the Primary

and Final FRCA Courses and is currently

preparing a textbook on Radiology for

Anaesthetists.

Encouraged by the reception of the
inaugural course in October, it has been

decided to add this course to the Mersey
School menu of courses.

ADVERTISEMENT
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Appointment of Members, Associate
Members and Associate Fellows

The College would like to congratulate the following who have been admitted:

Associate Fellows
May 2004
Dr Felicia Nwanne Umerah
Dr Kathryn Cossart Scott
Dr Douglas Alfred Holden
Dr Jost Wolfgang Mullenheim

Dr Nicoletta Fossati

October 2004
Dr John James Magner
Dr Frank Schroeder
Dr Jean Paul Marc Favier

Member
October 2004
Dr Amir Landeck

Associate Member
October 2004
Dr Majid Matloob

Appointment of Fellows
to consultant and
similar posts

The College would like to congratulate the following Fellows
on their consultant appointments:

Dr Asokan Krishnan, North Tees General Hospital

Dr Clive Duke, West Suffolk Hospitals NHS Trust

Deaths
The College regretfully
records the deaths of the
following Fellows:

Dr M A J Boureau, Paris

Dr Y O Antwi-Yeboah,
Glasgow

Dr J M Imray, Aberdeen

Dr M J Parbrook

The following
obituaries are available
on the website at:
www.rcoa.ac.uk/index.
asp?PageID=79

Professor Sir D Campbell,
Glasgow

Dr J M Imray, Aberdeen

Dr M Sharma,
Birmingham
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