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FROM THE PRESIDENT’S OFFICE

Peter Simpson, President

Tuesday January 3rd, the first day back at work after the
New Year Bank Holiday and, more importantly, our first
full day working in Churchill House after moving from
Russell Square. In fact | have been banned from coming in,
as | will just get in the way, hanging around waiting for IT
facilities to be installed so that | can catch up on email. So
what better way to spend the day than to write my notes from
the President’s NEW office, soon of course to be the NEW
President’s office, after the elections in March this year.

2005 has been both a challenging and a stimulating year.
On the one hand, we have been dealing with all the changes
which the launch of PMETB and Modernising Medical
Careers continue to bring and, on the other, concerned with
the future development of our specialty in terms of
education, academic anaesthesia, clinical practice and safety.

The purchase, development and move to Churchill House
have been an integral part of this development, not only
because of the enthusiasm which such a project engenders in
everyone, but also because of the coming together of
intensive care, emergency and pain medicine and anaesthesia
under one roof. There will be many opportunities to
welcome everyone during the year, either for a look around or
as part of some event or other, but please, if you are in
London, do take the opportunity to visit your new College
and help us make it a new home, particularly for education,
training and professional development, in which we all
participate. The official opening by our Patron, Her Royal
Highness the Princess Royal, takes place on 16 January and it
will be a source of great pleasure and pride to be able to show
her what everyone concerned with the project has achieved.
It will be an opportunity for me to express my thanks publicly
to all those involved, but | would also like to do so here, in the
Bulletin. Naming individuals is always risky and so | must be
content with thanking you all, however great your individual
involvement and contribution have been. Equally, 1 would
like to thank everyone for their encouragement, enthusiasm
and forbearance, without which we certainly would not have
got to this point without serious casualties, whether of
finance, vision, ambition or individuals!

The pre-Christmas rush

For me, this has certainly been the busiest pre-Christmas
period of my Presidency. On the one hand, we have all been
trying to clear our desks before a well earned break, during
which all the Colleges close, as well as participating in some
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pre-Christmas fun. Inevitably, | seem to end up on the
receiving end of everyone else’s clearing activity, and the targets
which some have set themselves of finalising a piece of work in
time for pre-Christmas circulation are all too apparent. Do
people and organisations really believe that Christmas time is
an appropriate consultation period, assuming that we would
rather study and comment on documents than spend some
precious time with our families and friends?

On the other hand, we have been preparing for the move
and are being encouraged to discard much of the inevitable
accumulation of paper and other items. I'm as guilty as
anyone, but why do we put the 2005 version of a document
in the filing cabinet, next to the versions from at least three
previous years, rather than simply keeping the most up-to-
date version and discarding the rest? The main stimulus for
a major triage of paperwork is either a house move or
because the filing cabinet drawer won’t shut and, even then,
there is the alternative solution of buying a second filing
cabinet. ‘Why not go paperless?” you may well ask, and in
many ways we are, at least partially, moving in that direction.
The excuse is that most of us like to read hard copy, but
increasingly those sitting on committees seem to hide behind
their laptops, ostensibly viewing the documents under
discussion but, more often | suspect, reading and answering
their email or even playing solitaire. 1'm all for preserving
trees, but | do think we all need to ensure ways in which the
use of electronic documents does not impede committee
members’ concentration on and involvement in the actual
discussion in progress. Some say it's a generation thing and
that our children do not read hard copy or textbooks and
simply use a laptop, but I'm not totally convinced.
Nevertheless, in the new Council room and adjacent areas,
there are wireless networking and individual power supplies
to keep everyone happy. We are even contemplating an
alternative and optional style of College gown shaped more
like an anorak, though probably without a hood!

Farewell Russell Square

Leaving Russell Square for the last time before Christmas
was a very difficult experience emotionally. | have been
involved with our College both there and before, when we
were a Faculty in the Royal College of Surgeons, as an
Examiner and then a Member of Council. Leaving the
President’s office with views to die for, through full length
windows, looking out on the green grass and trees of both
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Russell Square in the front and Montague Gardens to the
rear, was a big wrench. Walking down the stairs past dusty
rectangles and picture hooks where portraits once hung was
like something out of Great Expectations without either Miss
Haversham or the cobwebs, before finally handing in my
pass key at the front desk.

We are all deeply grateful to our predecessors for the
enormous energy and enthusiasm which were necessary to
provide our first College building in Russell Square. What |
felt will be experienced by many others, some to a greater
extent than me. However, all is not lost and the memories
will move with us. We are very fortunate that David
Saunders our Honorary Archivist has been working with
two professional archivists, Heather Faulkner from our
College, and Trish Willis from the Association, to ensure
that all our historical documents and possessions are
properly catalogued and transferred intact. Some are
already on display in the cases in the Education Centre, but
equally important is the detailed work which is unseen.
Records have been carefully scrutinised to ensure that we
can identify the whereabouts and condition of everything,
producing amusing confusion from time to time. Great
efforts and considerable frustration were expended to find a
second ‘Presidential Chain’ with particular characteristics,
only to discover that ‘chain’ should actually have read ‘chair’,
when the mistake finally came to light and the chair was
immediately identified.

We are very conscious that many of the items of furniture
and decoration belonging to the College have been very
generously donated by our Fellows and Members and by
other organisations and friends. New homes have or will be
found for them all as we move and establish ourselves, so
that the traditions and legacy of our predecessors are firmly
maintained. While we were gradually clearing our offices,
desks and filing cabinets, the two places which became
increasingly filled were the innumerable blue plastic crates
and Heather’s small office desk. Endless piles of books,
papers and items were left for her with little post-it notes
questioning whether we should really discard a particular
item! And for me, the back parts of the drawers in the
President’s desk were an Aladdin’s cave of surprises and
history: menus and wine lists from years ago, installation
disks for Word for Windows version 2.0, dud batteries and a
diary which has now been returned to the owner and the
alleged reward is awaited! At one stage, I felt like curling up
in a blue crate myself and waking up in the New Year!

Postscript

The next day | walked into my new office in Churchill House
to find everything almost as | had left it, but in new
surroundings, which are bright and airy. Through the
window, I still have a view of grass and trees, this time in Red
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Lion Square. Much more important is that we all now have
offices next to one another. The Vice-Presidents, College
Secretary and our secretaries’ offices are all in one area,
which will streamline much of what we do for everyone’s
benefit. So maybe all that’s really changed has been the
phone number? The New Year means ringing in and out on
020 7092 1500, but our email addresses remains the same!

What's in a name?

In my last statement, | discussed some issues which | believe
will be crucial to the development and practice of medicine in
the future. Our job descriptions and, importantly, their titles
are another. | truly believe that ‘consultant’ is an outmoded
term which actually impedes progress in the development of
our workforce in a team-based structure and the only worse
one is ‘non-consultant’, which has arisen as a result. My father
was a consultant chest physician and when he began, at the
start of the NHS in 1946, and indeed during his career it was
an appropriate title. He was a diagnostician, with a team
under him, who having consulted him essentially did much of
the clinical work. Life is very different now. Our politicians
have encouraged and convinced patients that they should be
able to choose and all have the opportunity to be seen and
treated by appropriate specialists. We are moving towards a
consultant delivered service and in some areas, for example,
intensive care medicine, we are there already. Very junior and
inexperienced trainees spend only a short time in one area of
training, severely constrained by permissible working hours
and contribute little to service delivery, which inevitably
becomes the responsibility of the ‘consultant’ staff. So we are
not consulted any more — we are specialists delivering care.

Furthermore, the title ‘consultant’ is now just used as a
title and ‘rank’, and is not confined to medical staff. Most
medical consultants to whom | speak think it’'s outmoded,
but now, having been allocated to a large number of non-
medically qualified staff, it has gained new support. \We have
consultant nurses, physiotherapists and podiatrists to name
but a few, but the designation is there to imply their status.
Of prime importance, however, should be the need to inform
patients accurately about what we do and what our
responsibilities are. First and foremost, we are anaesthetists
and, as we progress in specialist training, we eventually
become accredited specialists. Equally, if | am a senior
specialist physiotherapist, my title should say so. Patients
still believe that consultants are doctors and the increasing
use of the title by others is confusing and misleading for
them. Furthermore, | believe it is a big impediment to
realising and delivering the modern career pathways which is
what Modernising Medical Careers is all about.

In the future, | am sure that not everyone will want to be
a consultant for a wide variety of perfectly acceptable
reasons. Some might choose to avoid the ‘extended’ role and



responsibilities of a consultant, given the opportunity of
equal recognition. However, they will still have trained,
often to specialist level, though possibly not in all areas of
anaesthesia, intensive care and pain management as today.
This needs to be acknowledged in their titles and not
denigrated by some ‘non-’ term stating what they are not.
So why can’t patients have the benefit of understanding a
series of linked titles along the lines of trainee anaesthetists,
staff specialist, specialist, senior specialist anaesthetist or
even anaesthesiologist? The same range of titles could be
applied to nurses, physiotherapists and others in a clear and
logical manner and then even the Europeans would
understand what we do, though we might have to introduce
a few clinical professorial titles to finish the job.

Valuing anaesthetists

If we are honest with ourselves, many anaesthetists feel
relatively used and unvalued at some stage of their career,
whether it be in clinical work, their status or indeed in their
representation in the clinical excellence award system either
at local or national level. While we are trying to address this
in a number of ways there is much that we can be proud of,
not least of which is that many junior doctors feel that time
spent in acute care, linked to anaesthesia and intensive care
medicine, is valuable for them. Indeed, the SHO
anaesthetists are usually the toast of the town in the hospital
mess, just because they can do all the invasive measures
needed to support and stabilise acutely ill patients and can
bale their colleagues out of problems. So why, if our skills
are so valued at junior level, are we feeling taken for granted
as we progress through our careers? We are already
innovative and modern thinkers, developing and improving
the quality of patient care in terms of analgesia and recovery
of our patients. Day case surgery would be virtually non-
existent were it not for modern techniques of anaesthesia
and analgesia. However, much of what others do in the
name of modernisation, we do as part of normal practice.

We go on about anaesthetists being team players, and yet
sometimes | don’t think we really concentrate on the right
team. Such a statement is often directed at the unified way
in which an anaesthetic department works and indeed
remarks about the value of non-medical roles in enlarging
the anaesthesia team support this concept. But what really
needs to be emphasised is just how crucial we are to the
team of doctors and nurses who together deliver cancer or
trauma care. In health speak, it’s being an integral part of
the patient journey!

Many who fill in clinical excellence forms simply omit
much of what they do on a daily basis, and concentrate on
what committees they sit on. With large numbers of lay
people acting as judges of what excellence means, we need to
emphasise our contributions, without which a medical or

surgical team simply could not function, Our insistence on
group practices and cross cover of everything does not help,
suggesting to others that any one suitably senior member of
the anaesthetic department can do what is necessary. In fact
many physicians and surgeons clearly support the expert
contribution of individual anaesthetic colleagues, then as
now. Continuity of care is a quality standard which some of
us acknowledge all too little, to our detriment. We know that
many anaesthetic techniques influence surgical outcomes
and within the limits of our own audit, we should be able to
demonstrate this to our advantage, in the submissions we
make and in the citations which others write on our behalf.

And finally — what should we be teaching other
specialty’s trainees?

One major attribute of many of us, whether involved in
anaesthesia, intensive care medicine or pain management, is
the ability and opportunity to teach. It is often quite
worrying in the current climate to see new competency-based
curricula from other specialties and how many of the skills
are related to anaesthesia in its broadest sense. Some of us
would take exception to rapid sequence induction being
taught to those from other specialities, if they deem it
necessary, but surely we should become involved with the
teaching to ensure that this is satisfactory and in accordance
with established anaesthetic guidelines. So on the one hand
we should be offering our ability as trainers, but this involves
thinking outside our comfort zone a bit and indeed outside
the box altogether. We must step back and ask if, with proper
training, it would be beneficial to patients to have more
doctors able to carry out rapid sequence induction in an
emergency, rather than say: ‘sorry, but despite your condition,
no-one here is qualified to intubate you.

This philosophy of training extends still further,
particularly with skills which already overlap specialties,
such as central venous cannulation. Such skills will become
essential in Foundation training, but if so, who will do the
training and assessment? As anaesthetists, we would want to
feel that the individual was competent and assessed as such,
but inevitably much of that load will fall on us. Good and
highly organised training will inevitably attract other
specialties to second their Foundation trainees to us, to
simply tick the competency boxes. If we are not careful,
anaesthesia in the eyes of others will just be the module in
which you gain your resuscitation, intubation and
cannulation skills. While this opportunity might be argued
as being good for potential recruitment, we have to be
careful not to give too many opportunities away at the
expense of those who really want to pursue an anaesthetic
career in the future, stretching our already scarce teaching
resources still further.
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Guest Editorial

d NEW €era

New College, new home...

he recent annual meeting of the Faculty of Accident &

Emergency Medicine was memorable and historic. It
was the last annual meeting of the Faculty of Accident &
Emergency Medicine as the decision has been made to
become the College of Emergency Medicine. There was also
general enthusiastic support for the move of the new
College of Emergency Medicine to Churchill House.

Now that emergency medicine is sharing a home with
anaesthesia, critical medicine and pain medicine, | thought
it might be timely to review the areas of overlap between our
specialties at present, and how with future co-operation,
these might grow and develop. There is already a significant
overlap in clinical work, training and education. This is
likely to become greater, and there are a great number of
opportunities for increased collaborative work in some
areas such as pre-hospital care.

Emergency medicine is undergoing a period of rapid
change and experiencing many challenges. Life at the sharp
end has never been easy and it is likely to become even
tougher over the next two to four years. Patients rightly
expect higher and higher standards of acute care. Increasing
numbers of sick patients are brought to the resuscitation
room and at times the resources are likely to be stretched.
The sickest patients usually require both emergency
medicine and anaesthetic input and occasionally this can
lead to ‘tribal’ tensions between the specialties. Possibly, in
your unit, there will never be any such tensions, but I think
that many of us, if we are being honest, would admit to
occasional slight differences of opinion. As we learn to
organise training and work more closely, | would hope that
any such tensions will be a thing of the past. Central to all
our efforts is the patient. It is essential that we use the
synergy between our specialties to help further the cause of
better patient care.

Training

Many doctors, from emergency medicine and
anaesthesia/critical care, will have had experience of both
specialties during their training. Training in anaesthesia/critical
care is a mandatory requirement for emergency medicine
training, whilst many anaesthetist/intensivists will have worked
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Emergency medicine, anaesthesia and critical care —

Mr J Wardrope, Faculty of Emergency Medicine, Co-opted Member of Council

in emergency medicine before joining anaesthetic rotations.
There are already a number of emergency medicine doctors
who have received certified training in intensive care
medicine.

The introduction of Modernising Medical Careers
(MMC) has stimulated the setting up of a formal critical
care rotation known as ‘common stem training’. During the
first two years of specialty training, doctors wishing to do
emergency medicine and some doctors wishing to specialise
in anaesthesia/critical care or acute medicine will undertake
a two-year ‘common stem rotation’. This will provide
experience and training in anaesthesia, ITU, emergency
medicine and acute medicine. It is obvious that such
rotations will have a great attraction to those wishing to
specialise in the ‘sharp end’ of critical care. Some of these
combined rotations already exist in centres such as
Edinburgh, Bristol and Liverpool, and are highly popular.
Our specialties need to work more closely to increase the
opportunities for such training, as it is increasingly clear
that doctors with critical skills will be in great demand.

Educational courses

There has always been collaboration between emergency
medicine and anaesthesia/critical care in the delivery of
specialised courses, and obvious examples of these are the
resuscitation courses such ATLS and ALS. Usually more
than half the faculty and candidates are drawn from our two
specialties.

A new and exciting development in this area is the UK
Emergency Airway Course. This course is aimed at the
initial assessment and management of the airway in
critically ill patients. Building on the American Airway
Course, anaesthetist/intensivists and emergency physicians
have developed a highly relevant and successful ‘educational
experience’. This type of co-operation towards agreeing
methods and standards will promote better joint working
practices as well as increase understanding between our
specialties.

Clinical practice

A number of emergency medicine consultants work in posts
where they have sessions in both the emergency department



and the intensive care unit. Others have sessions split
between emergency medicine and acute medicine. Such
joint appointments are highly effective in breaking down
any barriers that might lead to a ‘them and us’ attitude. In
the future, the effects of the European Working Time
Directive and the reduction in junior support, with less on-
site support from other specialties, will inevitably increase
pressures on the delivery of 24/7 acute care. Unless we work
together in critical care, patients may fall through service
gaps which could open up due to the major policy drivers.

Pre-hospital care is an area in which both specialties have
much to offer. ‘Sexy’ helicopter schemes, crowd support at
large events and community CPR training are all vital ‘links
in the chain’ of emergency care, and it is likely that you will
find emergency medicine doctors and anaesthetist/
intensivists involved in such work. The setting of more
exacting standards of pre-hospital care makes this a growth
area where the complementary skills of emergency medicine
and anaesthesia/critical care will be much in demand.

Audit and research

This area has huge potential, and some excellent examples
of collaborative audit and research work exist, such as the
Scottish Emergency Airway study and the Trauma Audit
Research Network. However, the increasing difficulty of
meeting the requirements of research bureaucracy calls for
highly professional approaches, if we are going to obtain
critical mass for critical care research. Co-location of our
specialties under one roof in Churchill House will give us a
greater potential to co-ordinate our approaches to the audit
of care of sick and injured patients. The large number of
sick patients under the sequential or combined care of
emergency medicine and anaesthesia/critical care gives an
unparalleled opportunity to strengthen this collaborative
approach to research.

Summary

Emergency medicine is a specialty which needs co-
operation across many specialty boundaries. Our joint
working with anaesthesia/critical care and critical and acute
care is vitally important, and it is clear that there will be
more than enough work for all those with skills in this field.
We need to ensure we work together to maximise the
benefits to patients.

British Journal of
Anaesthesia/Royal
College of Anaesthetists
Research grants 2005

The following project grant awards were made in 2005:

1 Dr Z Brookes, Prof C Reilly. Control of
microvascular responses during intravenous
anaesthesia using an in vivo model of
hypertension — £28,310.

2 Dr J Hardman. Development of a novel
computational model of human vascular bed for
in-silico investigation of the sepsis syndrome —
£47,376.

3 Dr R Evans. Role of very-low-density lipoprotein
in the abnormalities of myocardial function in the
insulin-resistant states of SIRS and metabolic
syndrome — £16,800.

4 Dr D Lambert. Urotensin Il receptor
desensitisation — £25,708.

5 Prof J Sear. The molecular basis of intravenous
general anaesthetic activity: a modelling
investigation — £50,000.

6 Dr J Pandit. Volatile anaesthetic effects on the
TASK-like K+ channel in carotid body glomus cells
— £27,954.

Application forms for the next round of awards will be
available soon at http://www.le.ac.uk/anaesthesia/
with a closing date of 28 July 2006. Advice and further
information can be obtained from the Grants Officer:

Dr D G Lambert,

University Department of Cardiovascular Sciences,
Division of Anaesthesia, Critical Care and Pain
Management,

Leicester Royal Infirmary,

Leicester LE1 5WW

email: DGL3@le.ac.uk
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SAS Committee

Keeping a loghook
I n the July 2005 Bulletin Andy Lim wrote about keeping
an up-to-date logbook. Many years ago as an SHO | was
encouraged to keep a paper record of my anaesthetic
activity by the Faculty of Anaesthetists, as it was then. This
was to act as an aide memoir for me and as a training record.
Now, keeping some sort of record of your activity is a
requirement of good medical practice, and could become an
essential component of the appraisal and revalidation process
that is being rolled out across the country. Furthermore, for
those of you that wish to apply for equivalence now or in the
future, a logbook of your activity will be the mainstay of your
application and will help you demonstrate your experience and
training. Whilst many rely on the hospital system I suggest that
having your own is preferable — you are in control, not reliant
on others and can make sure you get the data you want.

What to record?

Although there is a recognised template and a list of
essential data that is needed for trainees, there is no such
mandatory requirement for SAS doctors. You will have your
own interests and requirements, but as a minimum you
should be able to demonstrate figures for:

number of anaesthetics

age ranges

specialties

specific procedures e.g. regional blocks, central

neuroaxial blocks

urgency e.g. elective, emergency.

Rather than simply maintaining a log of cases, what is really
needed is a complete portfolio of activity to include
professional development, meetings, outpatient clinics,
advice to staff/patients etc. Although this is highly
recommended, it is a major commitment and in the first
instance a casebook will be easier to keep.

How to keep the data?

While there is no mandatory requirement for an electronic
format, it really does make sense to use one, as data can be easily
stored, retrieved and analysed when required. This does not mean
that it has to be in a database format. Choose any method that you
can use to add and manipulate your data, for example, a
spreadsheet. Ready made software is available, and is available to
download from the College website free of charge
(see www.rcoa.ac.uk).
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What about a PDA?

As an enthusiast of Personal Digital Assistants (PDAS), | feel
they are an efficient and easy way to maintain a logbook.
There is also the added bonus of providing a diary, address
book, medical e-books, and a variety of medical utilities.
Data is recorded ‘on the fly’ dispensing with the need to
carry bits of paper home. Again, details of software and
downloads are available on the College website, or
alternatively software is available directly from the free
download page of the HanDBase home site.

While it is possible to obtain simple although limited analysis
of the data on the PDA, it is better to transfer your data to a PC.
HanDBase comes with a companion program allowing you to
export your records into a useable format, which can then be
imported into a ready made PC based program such as that
supported by the RCoA mentioned earlier.

The Data Protection Act 1998

This Act affects the storage of all electronic data, and it is
essential that no information held could identify an individual
patient. Recording hospital numbers could only identify
patients if there was access to the ‘key’ held by the relevant
hospital, and so should be permissible for ‘personal data’. The
recording of names however would require you to be registered
with the Data Protection Act, at a cost of £35 per annum.

Backup, backup, backup...

There is nothing worse and more frustrating than to lose all
the data that you have painstakingly kept. Preferably keep
multiple backups on different discs, flash drives, or even
stored on a website, email yourself the data or use remote
storage such as is available on doctorsnet. Do it regularly!

Summary
While | appreciate that many now do keep a logbook | would

like to encourage everyone to do so. It is becoming increasingly
necessary for us to be able to demonstrate our activity.

References:

1 The Data Protection Act — A joint statement by the RCA and
AAGBI. RCoA Bulletin 16;November 2002:774.

2 Information Commissioner’s Office (see
www.dataprotection.gov.uk).

3 Kenny GNC. Guest E ditorial: The new College Electronic
Logbook. RCoA Bulletin 20;July 2003:974-975.
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TRAINEES’ TOPICS Editor Dr A P McGlennan, Royal Free Hospital

hat has space ever done for us? How
could space research help me? If you
have an interest in ICU you may be surprised.

Rocket man

Kevin Fong is an Anaesthetic SpR in
London, who has just passed his Final
FRCA. With a back page boasting an
astrophysics degree, work with NASA,
national  grant awards, television
appearances and some anaesthetics here and
there, I am sure there will be enough to talk
about at the consultant interview.

At the age of 22, Kevin completed a
degree in astrophysics from University
College of London (UCL). Wanting to do
something more practical, he undertook a
second degree in medicine from UCL
Medical School, effectively saying goodbye
to his boyhood interest. However, a
continued fascination with space and a
determined resolve to do something more
remarkable on his medical elective than
drink beer on Bondi Beach led him to Cape
Canaveral. NASA, ground down by his
persistence, selected Kevin to take part in
their medical clerkship at the Johnson Space
Center. This programme saw him link up
with two groups; the Medical Operations
Group focussed on how to undertake
medical procedures when orbiting the Earth
at 17,000 mph, and the Human Adaptation
and Countermeasures Group centred on
physiology. This led to him becoming part
of a team examining the links between space
flight and ageing. He was also part of a unit
exploring the possibility of purifying water
on board the space shuttle for use as an
intravenous fluid.

Nonetheless, this sort of stuff does not
pay the mortgage and, after graduation,
Kevin chose a career in hospital medicine.

Staring into space

His first posts in general medicine led to
MRCP in 2002. However, anaesthesia and
intensive care medicine beckoned, and he is
currently undergoing training in the North
Central Thames rotation.

Space oddity

Still, the story does not end there. Kevin
retained his interest in space medicine
throughout his training, and devoted time to
establishing an environment for it in the UK.
He organised a space conference in the UK
called ‘Futures in UK Space Biomedical
Research’, which attracted 152 attendees
including luminaries sent from NASA, the
European Space Agency (ESA) and British
National Space Centre. The aim of the
conference was to discuss if and how the UK
could further its involvement in human space
flight. It was an unqualified success and, on
the back of this, the UK Space Biomedical
Advisory Committee was formed. Recently,
the Royal Astronomical Society
commissioned a review of the arguments for
and against human space flight, to which
Kevin contributed. The report, published in
mid-October 2005, is the first in-depth
review of this question by a learned society.
Against expectation the panel found in favour
of human space exploration.

Attempting to give the emerging UK
discipline an academic basis, Kevin, along
with fellow intensivist, Dr Mike Grocott,
persuaded his alma mater to produce an
undergraduate course in space medicine.
‘Space Medicine and Extreme Environment
Physiology’ has been organised through the
Physiology Department at UCL for the past
five years. This is offered to third year
students in physiology and intercalating
medical students. It has been tremendously
popular and teaches up to 30 students a year.
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This academia has now been incorporated into CASE,
the Centre for Aviation, Space and Extreme Environment
Medicine at UCL. This is a group of clinicians and scientists
with specialist interests and training in the medicine and
physiology of extreme environments. CASE offers
education and advice in the areas of space, aviation, high
altitude, dive and hyperbaric medicine.

Kevin's hobby, with limited time and resources, had taken
on a life of its own, and had developed into a second job.
The limited resources led to Kevin applying for a NESTA
Fellowship. NESTA is the National Endowment for Science,
Technology and the Arts. It is a non-departmental public
body, set up with a National Lottery award that invests in
innovators and creative thinkers. Kevin’s application was
successful. He received a grant of £75,000 to investigate the
body’s reaction to space flight, and how its parallels can help
us learn of diseases back on earth, particularly in ITUs.

The man who fell to earth

Cynically, one could see this as research without reason.
What common good can come from this? Surely this is a
massive jaunt — a jolly to beat all jollies. Not a bit of it.
Space medicine can effectively be split three ways. Firstly,
space research adds an extra dimension to earth-bound work.
Consider traditional research carried out in the two-
dimensional world of the Petri dish. Now consider the fidelity
of a 3D model — one in which chemotherapeutic agents,
immunological tracers, crystallography and the like can be
studied in their natural dimension. Studies like these have
already occurred in the microgravitational arena of space.
Secondly, come the more tangible effects of space
research. Technology has grown up around the space
programme. NASA has kick started more technologies than
Teflon and pens that work upside down! NASA prides itself
on having a hand in developing many technologies that
extend deep into medicine. Programmable pacemakers and

Kevin Fong

'.‘ (centre, with
~ camera) on

| NASAs KC135
training plane,
aka ‘The
Vomit Comet’
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telemetry systems, automated urinalyses and gaseous
analysers, ultra-precise non-burning excimer lasers,
ultrasound and many miniaturisation techniques have
started off life for use in space.

Finally, and perhaps most pertinently, space medicine
provides a link between the science of the astronaut and the
pathophysiology of the intensive care unit.

According to Kevin: ‘Astrophysics was three solid years of
the hottest, oldest, coldest and fastest that the Universe had
to offer. | was fascinated by the way in which the
investigation of systems at boundary condition could reveal
such a wealth of paradigm — forming knowledge. What is
intensive care medicine if not boundary condition
physiology in practice?

‘Astrophysics, like intensivism, is big canvas best-guess
stuff. Underneath all of this there is very good science to be
had. There is fundamental bone and muscle physiology
with microgravity a unique tool in being able to unpick
questions about mechano-transduction in these tissues.
There is some intriguing neurovestibular work as well as a
wealth of cardiovascular physiology. None of this sounds
very connected with space except when you realise that the
best way to simulate the physiological deconditioning that
occurs in space flight is to put volunteers through prolonged
periods of bed rest. Essentially, microgravity is a similar
malignant state. You see all of the same problems:
osteoporosis, muscle atrophy, neurovestibular impairment
and autonomic dysfunction.

The root, the cause and the magnitude of all these need
to be further investigated before large-scale space tourism,
colonised space stations or missions to Mars can be realized.
But perhaps more importantly for us, can the solutions to
these problems be used in acute medicine, in the operating
theatre and in the ICU?

In Toulouse there is an ongoing study, run by ESA, where
dozens of healthy volunteers remain in bed rest facilities for
weeks, undergoing such profound physiological changes.
These people are healthy before they start, so you have to ask
what happens to our long stay patients stuck in an ICU bed,
and what implications this has for rehabilitation.

So what next? Kevin is due back at NASA for an OOPE
(Out of Programme Experience) in September 2006 and
will be working on an artificial gravity pilot study. This on-
board intravenous fluid project is an ongoing venture for
which Kevin has just won a small grant ($50,000) in order
to continue. Proof of concept is expected by Christmas
2005 and, if successful, a prototype to be tested in flight in
the next couple of years.

The future? Well, dare | say it — Mars or bust?



THE PLG DEBATES

Ms M Wang, Chairman

ultural changes in the NHS hurt. They are inconvenient

because they threaten established and cherished
principles and beliefs built up over many years. However,
changes in the delivery of healthcare are as challenging for
patients as they are for health professionals.

How is it that when a patient needed a hip replacement
25 years ago their rehabilitation necessitated several weeks
in hospital but now the same patient, much older, more frail
and vulnerable at home, will be discharged within a few
days with much reduced home support? It should come as
no surprise, therefore, that information, communication
and education are high on the list of patients’ priorities.t
Neither should it be surprising that today’s doctors are
required to develop and maintain good communication
skills and to keep abreast of changes in the management of
patients as well as in their treatment.

Anaesthetists’ responsibilities in these respects are also
changing. A brief paper was recently circulated to Patient Liaison
Group members in which the authors outline and recommend
the post-operative management of patients who complain of
awareness during anaesthesia.2 It would appear that these
patients’ claims should be taken seriously, because the evidence
supports the fact that the majority of claims are genuine and that
denial on the part of the anaesthetist is very likely to cause serious
psychological consequences for the patient concerned. Such
advice is in line with the duties of a doctor registered with the
GMC.s Additionally, as the authors imply, post-operative care of
this sort will reduce personal and corporate risk.

What would you do?

However, in listening to the patient’s story, how much
explanation would you give to your patient about what might
have happened, or what might have gone wrong? The authors do
not allude to the need for an apology. Is there a place for saying
sorry for the error or mistake made by the anaesthetist? Whilst
doctors often avoid such openness and honesty because they
believe that apologising to a patient may amount to an admission
of liability, reports from the NHS Ombudsmans highlight that
this is seldom the case. Infact, being open and honest in what you
communicate with your patients in addition to giving a prompt
apology are considered to reduce the chances of litigation.

Being open and honest

Saying ‘sorry’ is uncomfortable no matter what the
circumstances. Good parenting demands that children know
when to say sorry for their wrongdoings and mistakes. However,
when the boot is on the other foot, it is not so easy. The same

Improving communication with patients

parents may find it much more difficult to apologise to their
child, however wrong they have been. Being open,¢ a recent report
published by the National Patient Safety Agency (NPSA),
recommends that doctors apologise directly and promptly to
patients when mistakes and errors have resulted in them being
harmed. A new set of guidance materials is available for NHS
trusts and staff towards improving communication with patients
who have been harmed as a result of treatment. It emphasises the
need for prompt action, explanation and an apology on the part
of the doctor or a senior member of the team, no matter how
uncomfortable this might feel. This, the guidance suggests, is
more likely to help the patient and relatives come to terms with
the incident and, in turn, more inclined to forgive when an
adequate explanation is provided.

With the benefit of hindsight

Logically, anaesthesia pre-operative assessment, geared towards
a thorough consent process, will at least ensure that your
patients are well informed about risk, in the unfortunate
circumstances of harm occurring. They and their relatives may
then be able to draw on these information resources when they
are visited post-operatively.

However, such services do not exist in the majority of NHS
provider hospitals and clinics, and where they do exist, many
have no consultant anaesthetist input. If patients and doctors
alike are to benefit from ‘being open’ there must be appropriate
continuity of care, with the opportunity to meet with the
anaesthetist before and after anaesthesia.

In managing the introduction of the NPSASs guidance in the
forthcoming year, it may only be with the benefit of hindsight that
the value of anaesthesia-led pre- and post-operative visits is
properly acknowledged by all stakeholders.
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Patient Feedback project

Professor David Hatch, Professional Standards Advisor, RCoA
Mrs Anne Murray, Patient Representive and member of the RCoA Patient Liaison Group

H ow skilled are anaesthetists at communicating with

patients? As readers of this Bulletin know, the Joint
Committee on Good Practice of the College and
Association, together with the College’s Patient Liaison
Group, have been investigating the best way for anaesthetists
to obtain evidence about their communication skills.
Whilst such evidence is valuable in its own right, it is also
likely to be required for revalidation of the licence to
practise in the future.

The Consultation and Relational Empathy (CARE)
Measure

After examining a number of available patient feedback
questionnaires, a decision was made last year to explore the
use of the Consultation and Relational Empathy (CARE)
measure in anaesthesia (Table 1). This measure, developed
by Dr Stewart Mercer and colleagues in the Universities of
Glasgow and Edinburgh, has been accredited for GP
appraisal in Scotland and has been used in secondary care,
though not previously in anaesthesia.
questions relating to patients’ perception of the
anaesthetist’s understanding of and response to patients’
concerns and fears, together with an opportunity for ‘free
text’ comments. The questionnaire invites patients to
allocate a score of from 1 to 5 for each of the 10 questions,
giving a maximum possible score of 50 for each anaesthetist.

It consists of 10

It is a measure of the ‘human aspect’ of the clinical
encounter and does not seek to assess other matters such as
technical skill. In addition to testing the overall relevance of
the CARE Measure, the patients’ endorsement (or
otherwise) of each individual CARE Measure item was also
examined. Patients can respond to the ten CARE Measure
items by choosing a ‘not applicable’ option, if they feel it is
not relevant to their consultation. The frequency of ‘not
applicable’ responses thus gives a measure of patients’ views
on the relevance of each item to their current consultation.

Whilst a full report of the results of this project will be
submitted for publication in the wider medical press, this
abstract summarises the main conclusions drawn from it so far.
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Method

A request for volunteers was made in this Bulletin and at
Scientific meetings of the College and Association.
Anaesthetists practising mainly or exclusively in pain
management or critical care medicine were specifically
excluded, and no attempt was made to recruit from any
particular geographical area, gender or ethnic group.
Patients were asked to complete the questionnaire
immediately after the pre-operative visit from their
anaesthetist, and to return it to a designated local
co-ordinator, who in turn returned the questionnaires to
the College. Patients were assured that the anaesthetist
would not be able to identify the authors of any comments
made. This anonymity was maintained within the College
and throughout the data analysis, which was performed by
Dr Mercer. Data were analysed to assess significant
differences between mean scores obtained by individual
anaesthetists and overall mean data, differences between
scores given by different groups of patients, and factors
influencing patients’ views on the importance of the CARE
measure. The primary purpose of the exercise was to
evaluate the suitability of the CARE measure for use in
anaesthesia, not to assess the performance of the self-
selected group of volunteer anaesthetists.

Results

In all, 31 consultant anaesthetists obtained completed
questionnaires from 1,582 competent adult patients. Actual
mean scores varied significantly between doctors, and
ranged from 35.1-47.3 (62%-93% of the maximum
possible score). Patient characteristics, in terms of age,
gender and ethnicity, also varied significantly between
doctors. Patients from ‘non-white’ ethnic groups, though
few in number, gave significantly lower scores than white
patients. However, the CARE measure was able to
discriminate between doctors, with significant differences in
their average scores which could not be explained by
differences in the ‘case mix’ (Figure 1).

Overall, 73% of patients felt that the items contained in
the CARE measure were ‘of major importance’ to their
consultation with the anaesthetist, with a further 24% rating



Table 1 The CARE measure

1 Please rate the following statements about today’s consultation. Please tick one hox for each statement and answer every statement.

How good was the doctor at....

Poor

Fair

Good | Very Good | Excellent | Does Not Apply

1. Making you feel at ease...

(introducing him/herself, explaining his/her position, being
friendly and warm towards you, treating you with respect; not
cold or abrupt)

]

]

O O [ [

2. Letting you tell your ‘story’...
(giving you time to fully describe your illness in your own
words; not interrupting, rushing or diverting you)

3. Really listening...
(paying close attention to what you were saying; not looking at
the notes or computer as you were talking)

4. Being interested in you as a whole person...
(asking/knowing relevant details about your life, your situation;
not treating you as ‘just a number’)

5. Fully understanding your concerns...
(communicating that he/she had accurately understood your
concerns and anxieties; not overlooking or dismissing anything)

6. Showing care and compassion...
(seeming genuinely concerned, connecting with you on a
human level; not being indifferent or ‘detached’)

7. Being positive...
(having a positive approach and a positive attitude; being
honest but not negative about your problems)

8. Explaining things clearly...
(fully answering your questions; explaining clearly, giving you
adequate information; not being vague)

9. Helping you to take control...
(exploring with you what you can do to improve your health
yourself; encouraging rather than ‘lecturing’ you)

10. Making a plan of action with you...
(discussing the options, involving you in decisions as much as
you want to be involved; not ignoring your views)

2 Are the questions listed above important to you?

Not important l:l Of minor importance |:|

Comments. ..

Moderately important l:l

Very important l:l
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Figure 1 Mean CARE measure score per doctor
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the items as being of moderate importance. Only
2% felt that the CARE measure items were of minor
importance, and 1% rated them as being of no importance.
The number of ‘not applicable’ responses to the CARE
measure items was generally low, averaging 3.3% for items
1to 8. However, items 9 (‘Helping you take control’) and 10
(‘Making a plan of action with you’) had substantially
higher numbers of not applicable response (24.2% and
20.7% respectively).

Conclusions

Patients have generally endorsed the importance of
communication and empathy in their pre-operative
consultation with anaesthetists, as assessed by the CARE
measure. This measure can effectively discriminate between
doctors. Patients’ free text comments qualitatively endorsed
the face validity of the measure, which generally appears to
be high. Items 9 and 10 of the measure, relating to helping
the patient take control and shared decision making, may
not be appropriate in the context of this setting. However,
in other anaesthetic settings, such as pain management
clinics, these items may be highly relevant, and further work
is needed to clarify this.

These preliminary findings appear to support the utility
of the CARE measure in anaesthetics, but further work is
required, particularly in patients from ethnic minorities,
and some refinement of the measure may be needed to
make it more fully applicable for use in anaesthetics,
especially in the pre-operative consultation setting.
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Hospital Doctor
Awards 2006

The Hospital Doctor Awards — now in their
sixteenth year — continue to provide the biggest
opportunity of the year to celebrate innovation and
clinical excellence in the medical profession.

The event is one of those rare chances to step back
from the hectic pressures of working in the NHS —
the exhaustive ward rounds, endless emergency
cases and over running clinics — and recognise
achievement.

If your team is really making a difference, you
should be entering this year. Source and complete
the entry form (closing date will be in June), follow
the judging criteria and you could put your team in
the spotlight, share your best practice and win your
team a well deserved night out at a prestigious
ceremony in London.

The teams entering our Awards are assessed for
their innovation, teamwork, quality and effective
use of resources.

This year's Anaesthesia Team of the Year will focus on
Intensive Care Medicine, and is sponsored jointly by
the Royal College of Anaesthetists and the Association
of Anaesthetists of Great Britain and Ireland.

The three teams short listed in 2006 will follow in
the footsteps of Dr Burra Murthy and team from the
Royal Liverpool and Broadgreen University Hospitals
NHS Trust — last year’s inaugural winners.

For more details and an entry form please contact our
awards coordinator Kathy Lambart on email
kathy.lambart@rbi.co.uk or tel 0208 652 8442 or
write to Hospital Doctor Awards, 15th Floor, Quadrant
House, The Quadrant, Sutton, Surrey SM2 5AS.




Introduction

Professions do not live by service alone...
Without vision and research, the
professions die.1

Ithough some individual departments have been

successful, academic anaesthesia in general has been
struggling in the UK in the past few years. This is true of the
academic component of most clinical specialties, but not all
the issues underlying the crisis are generic. Therefore,
College Council agreed to a proposal, arising from a
discussion between Professors Peter Hutton and Tony
Wildsmith, that a review of academic anaesthesia should be
undertaken. Its remit was to review the current situation
and make proposals for future development.

A part-time ‘strategy officer’ post was created: one of the
authors (JJP) was appointed after competitive interview to
work with the Academic and Research Committee and its
chair (JAWW) on the project. The report of this review
(A National Strategy for Academic Anaesthesia)? was
completed at the end of 2005 and formally launched at the
opening of Churchill House on 16 January 2006. This
report is published in full (with an executive summary and
supporting appendices) on the College website
(www.rcoa.ac.uk). This paper summarises the report and
its main conclusions.

Process

During the planning stage of this project we identified the
need to seek the views of key groups and individuals outside
as well as within the specialty. Thus, an Advisory Panel of
non-anaesthetists was formed comprising Dr Mark Walport
(Director of the Wellcome Trust), Professor Chris Edwards
(Vice-Chancellor of Newcastle University), Dr Jon Cohen
(Dean of Brighton and Sussex Medical School), Dr Declan
Mulkeen (Board Programme Manager at the Medical
Research Council) and Professor Stephen Field (Lead Dean
for Anaesthesia). Other non-anaesthetists were also invited
to contribute to the process and comment on drafts of the
report, including Dr Anita Thomas (Postgraduate Medical
Education and Training Board), and Professor Sally Davies
(Director of NHS Research and Development).

A national strategy for academic
anaesthesia: an overview

aJ J Pandit, Academic Strategy Officer, RCoA
bJ A W Wildsmith, Chairman of the Academic and Research Committee, RCoA

A literature review was performed and used to inform the
development of questionnaires for sending to academic
departments of anaesthesia, the College’s network of Regional
Advisers and the specialist societies. Members of the Advisory
Panel were individually asked relevant questions by the
Strategy Officer, and their answers and advice were
subsequently discussed in detail by the Academic and
Research Committee. A draft report, based on the findings of
the literature review, the questionnaire responses and the
discussions of the Committee was then written. This was sent
to the Advisory Panel, to key individuals within anaesthesia
(but outside the College), and to the Committee’s members
for comments. These comments were used to refine the report
before it was sent to members of College Council for their
views before the final version was produced. One of the
authors (JJP) elaborates further on these processes elsewhere.2

The challenges and their solutions

(1) The Research Assessment Exercise (RAE): not the
only issue

The RAE has led to changes in policy at virtually every
university that have affected all clinical academic specialties
negatively. However, anaesthesia has been particularly badly
affected. Good external funding has buffeted some
specialties from these pressures, but much successful
anaesthetic research has not required major funding, giving
the impression that academic anaesthetic departments are
‘weak’. Academic anaesthesia does not ‘own’ either a disease
process or a body system — both of these can provide other
disciplines with significant earmarked funding opportunities
— so, for anaesthesia, funding problems are thereby
exacerbated. The conflicting demands upon academic
anaesthetists, especially clinical workloads and the need to
provide professional leadership, can also limit their ability to
compete with others without such added responsibilities.

The RAE process has come under increasing criticism in
recent years, but other factors (not related to the RAE and
its consequences) must also be identified. Some of these
factors are internal (i.e. lie within the specialty’s control)
rather than external to the specialty. Therefore the internal
factors must be identified and addressed first, rather than
simply blaming or trying to change the RAE.
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We therefore conclude that there is a need for an
authoritative body to implement change within the
specialty to support and to develop research in surgical
anaesthesia, pain management and critical care (and the
sciences underpinning them), and thereby to attract the
attention of major funding organisations.

(2) Specialty-specific issues
Many of the problems faced are generic and are being
addressed nationally by a number of organisations outside of
anaesthesia. However, there are specific problems within
anaesthesia that are best summarised as ‘fragmentation’. The
Association of Professors of Anaesthesia has no money, has
virtually collapsed through lack of attendance, and had
minimal influence even when it was functioning. The
Association of Anaesthetists, the British Journal of
Anaesthesia and the Specialist Societies (including the
Anaesthetic Research Society) have, in total, reasonably large
amounts of money to spend on supporting research, but
there is no co-ordination of purpose. The College has some
money, but has had little formal interest in academic
departments and their activities (an extreme example being
the discovery, at the start of the current RAE round, that the
College was not registered as an ‘interested party’). This
contrasts with the situation in postgraduate clinical training
where the College’s pre-eminence is often acknowledged.
We recommend that co-ordination of interest and
activity must be established at national level within the
specialty. The Royal College of Anaesthetists is the
organisation best-placed to take the lead in this process.

(3) Research priorities

The current national focus on certain high profile disease states
which appear little connected to ‘anaesthesia’ (e.g. diabetes,
obesity, cardiovascular disease, ageing) also contributes to the
problem. However, if these are the conditions which society
wants studied, then anaesthesia must relate to them.

We conclude that a strategy to integrate anaesthetic
research with national priorities is needed.

(4) Research ethics and governance requirements

Recent changes in both have made it increasingly difficult to
conduct clinical research, even for those individuals with
previous research experience, and certainly for those
departments where ‘critical mass’ is lacking. The intention
of the changes is to prevent what is seen as inappropriate
research in patients, but the new requirements require a
more co-ordinated approach to organising the research.

We conclude that a more co-ordinated, national
approach to these governance aspects is needed.
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(5) Undergraduate teaching undervalued

Many universities have focussed on the research to the
detriment of undergraduate teaching. The negative
consequences of this emphasis are now bheing recognised.
Sadly, many academic anaesthetists have also taken the view
that undergraduate teaching is not their priority, even
though the specialty can (and does in many medical
schools) offer much to medical students. However, proper
recognition (financial and organisational) will only come if
the teaching (often by NHS staff) is delivered from within
the framework of an academic department.

We conclude that the specialty needs to develop
administrative and  curricular  frameworks  for
undergraduate teaching.

(6) Changed career pathways

A whole raft of factors has made it very easy for trainees to
achieve NHS consultant status with minimal academic
activity, so removing a potential source of many academics.
The factors include the ‘Calman’ postgraduate training
reforms, the ‘New Deal’, the European Working Time
Directive and significant expansion in consultant numbers.
The UK Clinical Research Collaboration (UKCRC) and
MMC have made provision for better clinical academic
training programmes, but these new models require the
craft specialties to adapt their current academic training
models to gain maximum benefit.

We conclude that clinical academic career pathways
suitable for anaesthesia need to be developed, to maximise
benefit from the new training programmes.

(7) The current position

A few departments are successful at present, either as
independent groups or as well defined sections integrated
into enlarged departments, often collaborating with basic
science groups. However, many (perhaps the majority) are
struggling, with dwindling staff (often by transfer to the
NHS) and little external funding. Some universities are
breaking up traditional departments and individual
academics are spread around larger groups according to
their research activities. These changes do little to facilitate
the other roles which academics, especially at senior level,
fulfil in regard to postgraduate training and professional
leadership. The risks are loss of professional identity and a
local version of the ‘fragmentation’ referred to above.

We conclude that, locally, academic anaesthetists should
retain a notion of a ‘department’ and act collectively (to
organise and deliver the roles of research, teaching, training,
leadership), even where organisational change has occurred
and they find themselves dispersed.



The main proposal

It is clear that isolated efforts by individual departments are
unlikely to have significant impact on the challenges faced by
the specialty nationally. The logical conclusion is that
academic anaesthesia in the UK needs a focal point. Our main
proposal is that the Royal College should take the lead in this,
establishing an Academic Institute and inviting other groups
within the specialty to join it as equal partners. The Institute
will bring together efforts and resources for future
development and it will implement the individual proposals
made above (and see also Recommendations 1-20 below). The
Institute will address both generic and specialty specific issues,
starting with separate, detailed reviews of: clinical academic
career pathways, research strategy, ethics and governance
requirements. In addition, a strategy driven, co-ordinated
utilisation of the available finance is highly desirable to fund:
the supportive processes outlined above

pilot studies in the areas of major interest

project and career development grants jointly with the
major organisations.

The ultimate aims are:
to attract new blood into academic anaesthesia, and to
ensure that the recruits can be trained properly

to ensure that every medical school has an identified
academic department of anaesthesia of some type

to help preserve the high standing of the specialty in the
UK.

The recommendations of the Strategy Report

Recommendation 1. An Institute for Academic
Anaesthesia, based in the Royal College, is necessary to
oversee the recommendations of this Strategy Report.
Specific roles for the Institute are further outlined in
Recommendations 19 and 20, below.

Recommendation 2. We recommend that the specialty as
a whole (through all anaesthetic organisations) supports
research priorities in three broad themes.

a Generic research in the basic sciences relevant to
anaesthesia; research which is also widely applicable to
other disciplines. The key message is that anaesthetists
should be scientists with an intellectual interest which
extends beyond the walls of the operating room, the
intensive care unit or the pain clinic.

b Translational research which seeks to convert basic
science discoveries into practical applications which
benefit patients in anaesthesia, critical care or pain
management; or which tests basic science hypotheses in
anaesthetic, critical care or pain management settings.

¢ Clinical research in areas identified by the relevant sub-
specialty groups as being especially important, and
which is amenable to large, multi-centre or ‘network-
based’ studies, including health services research.

Recommendation 3. Many universities have moved away
from the concept of traditional, specialty-based academic
departments. Some anaesthetic departments have
disappeared or merged with others. We feel that a distinct
academic department is the best vehicle for achieving
academic objectives. However, we also conclude that it is
more important (regardless of whether a traditional
department exists or not) that individual academic
anaesthetists behave and function as a cohesive unit —as a
‘virtual department’ if necessary. To facilitate this
corporate identity, we recommend that the Academic
Institute formally identifies each academic centre and
recognises in each a head of department and academic
tutor. These individuals will be the primary lines of
communication between the Royal College/Academic
Institute on the one hand, and the academic unit on the
other. They will enable the College to support individual
centres and help clarify the relationship between an
‘academic department’ and the Royal College.

Recommendation 4. The current requirements for
academic training within the clinical CCT are very limited,
and do not necessitate the involvement of academics for
their delivery. The future pool of academic anaesthetists is
likely to be drawn mainly from specialist academic trainees
(see Recommendation 8) and not from conventional
clinical trainees. Considerations such as these lead us to
recommend that it is not generally advantageous for
academic departments to regard delivering the academic
component of the clinical CCT as a priority activity. This
remains, as at present, the primary responsibility of the
Schools of Anaesthesia (with local NHS department,
College Tutor, Deanery and Regional Adviser support).

Recommendation 5. To help deliver all aspects of training,
the NHS department is recommended to adopt a ‘team
approach’, using a ‘training faculty’ of NHS consultants.
One NHS consultant in this faculty should be identified as
the lead consultant for academic competencies.

Recommendation 6. We recommend that the Royal
College ensures that the specialty assessments supervised
by PMETB which have superseded College visits
specifically examine the delivery of academic components
of conventional clinical training. These must be viewed as
being of equal importance to all other aspects of training
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for the CCT in anaesthesia. If additional or special
resources are necessary locally for the academic
components, these should be identified and the Royal
College must exercise all influence to ensure that local
organisations (e.g. NHS trusts or deaneries) provide them.

Recommendation 7. Notwithstanding Recommendation
4, the relationship between an academic anaesthetic
department and a School of Anaesthesia needs
clarification, so that the two can work together to take
forward postgraduate education. If an academic
department takes on the role of delivering the
academic/research competencies of the clinical training
programmie, it is very much to its advantage that it works
with the School, postgraduate dean and NHS department
to cost the service it provides, and include in the resulting
budget an element for any necessary research time or
additional research expenses.

Recommendation 8. The Walport Report requires each
specialty to develop specific programmes for clinical
academic career training (as distinct from conventional
clinical training). Inherent in this is the need to identify (a)
the academic anaesthetic departments in a position to host
and deliver this training, and (b) the sources of funding for
the critical stages of the academic career pathways. The
Academic Institute will co-ordinate the development of
specific training programmes to be delivered by the UK
academic anaesthetic departments, and it will work towards
re-aligning the available funding within the specialty to
support critical stages of these programmes.

Recommendation 9. The amount of teaching provided by
a department often determines the core teaching staff
which a medical school needs to provide. The larger and
more indispensable the teaching, the larger should be the
provision of core staff. Broadening its teaching range can
help an academic anaesthetic department achieve a ‘critical
mass. Research can then be built later upon this core
staffing. We therefore recommend that academic
departments develop portfolios for teaching medical
students which are much broader than the current very
narrow remits of ‘anaesthesia;, ‘critical care’ or ‘pain
medicine’ (e.g. broadened to include the teaching of
physiology and pharmacology to undergraduate medical
students).

Recommendation 10. We recommend that academic
departments ensure that all the medical student teaching
which they undertake is properly resourced, and funded in
a manner which maximises academic staff numbers.
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Where NHS consultants deliver medical student teaching,
the broad aim should be to incorporate these ‘teaching-
active’ NHS consultants into the academic department.
The funds available to support teaching within medical
schools (e.g. SIFT) can be used to achieve these objectives,
if they are analysed or ‘unravelled’ at local level.

Recommendation 11. We recommend that anaesthetic
departments offer medical students opportunities for
intercalated BSc and PhD degrees, focussing on basic science
or translational research topics (rather than in ‘anaesthesia’
as a postgraduate clinical subject; see Recommendation 2,
above). The aim is that anaesthesia is regarded as a natural
clinical specialty of choice for any student who has
undertaken an intercalated BSc or PhD degree in a
biomedical science subject. The specialty should offer long-
term mentorship to such students and encourage them to
specialise in anaesthesia. The presence of such individuals
will help foster a natural ‘culture of research’ within the
specialty. The simple aim with these talented individuals is
to ‘catch them early and treat them well’

Recommendation 12. We recommend that academic
anaesthetic departments prepare suitable modules for the
academic component of the F2 year. Projects which offer
exposure to basic laboratory science (which builds upon
the trainee’s medical student experience), or involvement
in simple clinical studies, or which can be integrated with a
clinical F2 module in critical care or anaesthesia would be
especially suitable. The strategic benefit for the specialty is
that this will be an opportunity for F2 trainees to come
into contact with academic anaesthesia at an early stage,
and so consider it as a career option.

Recommendation 13. We recommend that the Academic
Institute formally identifies research- and teaching-active
NHS consultant anaesthetists, who should then be
regarded as an integral part of their local academic
department. This process of identification would be the
first step to supporting such consultants.

Recommendation 14. Research- and teaching-active NHS
consultants need, above all, protected time for these
activities. This can be achieved most readily through an
‘A+B’ contract (or similar) from the local university.
Where no A+B arrangements exist, the academic
department (with Academic Institute support) should
marshal arguments which seek to persuade host
institutions to provide them.



Recommendation 15. We recommend that research-active
NHS consultant anaesthetists be encouraged to seek external
grant funding as principal investigators and seek to include
in their applications an element for protected research time.
The Royal College/Academic Institute and the local
academic department must emphasise to grant-giving
bodies that even modest funding can buy significant
research time, because the ‘team approach’ adopted by the
specialty with regard to supporting professional activity
(SPAs) facilitates very efficient use of each consultant’s skills.

Recommendation 16. Many NHS trust guidelines
explicitly allow for additional programmed activities
(APAs) over and above SPAs to be allocated for research
support within NHS job plans. Academic anaesthetic
departments (with Academic Institute assistance) should
support formally identified research-active consultants (see
Recommendation 13) in any negotiations for such research
APAs. We recommend a target (which is reasonable) of
one ‘research APA' per ten NHS consultants in the
department.

Recommendation 17. In addition to points made in
Recommendations 14-16, there are a number of other
ways to provide protected academic time within the New
Consultant Contract. These can all keep costs to the
employing NHS trust to a minimum, whilst maximising
investment in research. We recommend that research-
active consultants work with the local academic
department (and with the Academic Institute) to explore
these additional avenues.

Recommendation 18. The holding of key posts in NHS
management, in local R&D committees and ethics
committees, and in the Deaneries is an important strategic
manoeuvre to ensure that academic anaesthesia is properly
represented in decision making at all levels in the wider
research governance structure.

Recommendation 19. We recommend that the Academic
Institute initially comprise a director and deputy director
with secretarial support. The Institute will report to the
Academic and Research Committee of the Royal College.

Recommendation 20. The main remit of the Academic
Institute will be to implement the 20 recommendations of
this Strategy Report. A major role will be to plan training
programmes for academic careers in anaesthesia, in line
with the expectations of UKCRC. This will need better co-
ordination of the activities of UK academic departments,
and greater co-operation between the specialist societies.
This greater integration will also make possible a funding
network and increase the potential for multi-centre studies
in anaesthesia, with the Institute having a major facilitating
role for such initiatives.

Conclusion

We believe that this Strategy Report, grounded in reality as
it is, will improve the state of academic anaesthesia for the
years to come. We commend it to the specialty.
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Reviewing standards

he setting and marking of the entire

FRCA Examination is under intense
scrutiny, and this includes the Short
Answer Question (SAQ) section of the Final FRCA.

In 2002, while the new Postgraduate Medical Education
and Training Board (PMETB) was being developed, the
Academy of Medical Royal Colleges organised a series of
Symposia on Examinations. Following these meetings, the
College set up a Quality Assurance Working Party to look at
all aspects of the Fellowship examination. The Working
Party used, amongst other documents, the contents of a
paper from Professor Dame Lesley Southgate, Chair of the
PMETB Subgroup on Assessment, entitled ‘Principles and
standards for an assessment system for postgraduate
medical training’t as a blueprint for their review.

In this paper, and the subsequent guidance in September
20042 there are nine principles against which examinations
will be assessed. Examinations must:

be fit for a range of purposes
be curriculum-based
use appropriate methodology

1
2
3
4 have open and transparent standards
5 provide feedback

6

be explicit with regard to examiner recruitment and
training

7 have lay input in their development

8 have standardised documentation

9 Dbe resourced

For the purposes of this article principle 4 is important and
the relevant sections are reproduced in the box shown here.

In order to satisfy PMETB that the SAQ examination was
fit for purpose the Quality Assurance Working Party agreed
that this would require a move away from a close-marking
system, (i.e. 1, 1+, 2 and 2+), to an open-marking system,
(i.e. a numerical scale). Because a close-marking system
effectively uses an arbitrary method of standard setting and
has an unknown reliability, an open-marking system of
scoring the examination is believed to be educationally and
practically superior.
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*Performance in the Short Answer

aDr Peter Nightingale, Council Member and Final FRCA Examiner
bProfessor Chris Dodds, Council Member and Primary FRCA Examiner

Principle 4

The methods used to set standards for classification of a
trainee’s performance/competence must be transparent and
in the public domain.

Documentation requested for quality assurance

Report on assessment standards

Questions to which internal quality control
systems should be able to provide evidence-
based answers:

Standard setting

What are the rationale and methodology for setting a
particular performance standard or passing score?

Is the standard relative to a predetermined performance
level (criterion-referenced), relative to the cohort being
assessed (norm-referenced) or a combination of the two?
Have the individuals involved in standard setting fulfilled the
recruitment and training criteria laid out in Principle 6.

Measurement error

What is the standard error around the agreed level of
proficiency?

What steps are taken to account for measurement error,
particularly in relation to borderline performance?

Standardisation

What steps are taken to ensure a consistent standard?
What data are collected to investigate this?

What analyses are carried out?

What outcomes may the analyses have?

Relationship between assessment components

What interaction is there between performance in different
parts of the assessment system?

If any part of the assessment programme is weighted, how
and why is this done?

How are assessments combined in order to make an overall
judgement about a trainee’s performance?




The SAQ Sub Group has been developing such an open-
marking system since June 2004, whilst running the close-
marking system in parallel to it. In this new system, the pass
mark, out of a possible 20, for each question is determined
by a calculation from a marking guide, based on Ebel’s
method. This method uses the examiners’ opinion of what
a borderline candidate would score for that question

In the two most recent examinations the overall pass
marks have been calculated at 59% and 58%, which is
remarkably consistent. From this summer only the
open-marking system will be used.

What does the SAQ examine?

The SAQ part of the Final Examination is designed to test
the candidate’s ability to display their knowledge of
anaesthesia, intensive care and pain management in an
effective written communication, without clues and
prompts from the examiner. The skills required are the
ability to think quickly, prioritise, draw conclusions, and to
produce written, well argued solutions to problems rather
than just lists of facts. Problems may be clinical (including
organisational), related to basic sciences and equipment, or
to recent developments and controversies. This part of the
exam is not simply a test of knowledge (which is much more
reliably assessed in the MCQ) but is designed to explore the
detailed application of understanding and knowledge to
problems within a short time frame. It also, by its nature,
tests the ability to express oneself clearly and concisely in
writing.

Performance concerns

Just prior to taking over as Chair of the Final Examination
in October 2004 PN visited the ‘Cross-marking’ day
following the June 2004 examination. At the end of that day
there were 12 examiners who were just about to retire.
Anxious not to miss the opportunity to obtain valuable
feedback the examiners were invited to air their views!

Their main cause for concern was the falling off over
recent years in the quality of written answers in the SAQ.
Although all accepted the need to make changes in the way
the SAQ is set and marked, they criticised the poor standard
of answers that they had to mark. There was a distinct
feeling that standards were falling.

They noted that candidates often failed to answer the
question asked! Answers commonly had little structure,
with a ‘scatter-gun’ approach to writing; there were often far
too many words, most of which were padding. Within the
text too many abbreviations and symbols made
comprehension difficult. Frequently, diagrams were poor
and unclear, or with inaccurate labelling. And, finally, much
of the handwriting was illegible.

Improving performance

So what advice do we have for future candidates? The
examiners consider that the most common causes for poor
marks are:

failure to read the question carefully

writing in the wrong book or losing pages

poor preparation (limited reading leading to a poor
understanding of the breadth and depth of knowledge
and experience required for a professional qualification)

not planning the answer
writing too fast

assuming that the more you write the more likely you
are to score marks

candidates unused to the discipline involved in effective
communication through writing (at school, university
or in their NHS work)

poor language skills resulting in difficulty expressing
concepts.

The solutions, therefore, follow directly on:
read the question carefully

an indication of the percentage of the marks allocated
to each part of the question is given on the paper — use
your time accordingly

sketch out a plan of your answer under standardised
main headings appropriate to the question e.g. pre-,
intra- and post-operative care

ensure that important points come first and lesser ones
later

use bullet points for clarity

write legibly, in plain English

use only common abbreviations after explaining them
first

diagrams need to be clear and accurately labelled

answer the salient points in about two sides plus any
diagrams

it is helpful to have done many practice SAQs
beforehand.

For helpful advice see Beecroft C. How to pass the FRCA.
BMJ Career Focus 2005;331:86-87 or at http://careerfocus.
bmjjournals.com/cgi/content/full/331/7514/86 and read
the College’s book ‘Guide to the FRCA examination: The
Final’

Question setters may, if felt appropriate to the question,
allocate marks not only for facts but also for the ability to
prioritise and organise within the answer. Because there is
no negative marking in the SAQ, examiners may then
withhold any discretionary marks if the candidate’s answer
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is unsatisfactory. For example, the following questions will
be going through the examiner’s mind.
Can | read this?

Has the candidate made serious errors?

Has the candidate prioritised their answer?

Has the candidate shown appropriate judgement?

Is the candidate’s answer clearly expressed?

Obviously, if the examiner cannot read the candidate’s
writing or decipher their diagrams, or the candidate’s
answer introduces dangerous ambiguity, then marks cannot
be scored.

Candidates should not view this as a major change to the
SAQ. Those that had pertinent, structured, and legible
answers previously achieved what was desired, and this will
not be altered by these changes in the assessment process.
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AS WE WERE ...

The introduction of nitrous oxide

... It is very noticeable that the majority of chloroform
deaths have occurred where it has been administered for
brief and minor operations. The evidence appears to be
accumulating in favour of the use, for such operations, of
the protoxide of nitrogen gas, of which we lately
described the remarkable advantages in respect of its
rapidity and transience of action, its agreeable odour,
and freedom from subsequent ill effects — nausea,
depression, and the like.

Mr. Colton, who is now in London, produces an autograph
scroll of twenty-seven thousand persons who have inhaled
the gas in America for extraction of teeth and for minor
surgical operations, with the most satisfactory results —
pain having been annihilated, and the unconsciousness
having passed away within one or two minutes, leaving
only agreeable recollections. Most of the entries on the
scroll are amusingly characteristic. Many of the patients
“have had a high old time”; some “would have teeth pulled
that way all day long”. Here and there comes a bit of
poetry, effusive and grateful, but not destined for
immortality. Curter entries of “delightful dreams” are
abundant. One gentleman, who came six thousand miles,
thinks the journey not too long for the result. The continued
experience of the dental surgeons of the Dental Hospital...
and Mr. Clover, who have been steadily using it and
watching its effects, are more and more favourable to it.
But we are not the less anxious to repeat the caution which
we at first gave, that the pallor and blueness of the skin
indicate that it is an agent having far too potent an
influence over life to be trifled with; that it does not seem,
as at present administered, to be suitable for prolonged
operations; and that the purity of the gas, the perfection of
the inhaling apparatus, and the skill of the administrator,
must be considered essential elements in the successful
use of the anaesthetic and the safety of the patient.

Reference: Old and New Anaesthetics. British Medical
Journal 1868;i:589.

David Zuck
History of Anaesthesia Society



























t is just ten years ago that an account

of paramedics, their role and their
abilities was published in the Royal
College of Anaesthetists Newsletter. In
that article the author praised the College for its
commendable prescience in setting up (in 1992) the
‘Training Paramedic Trainers Day’ which is still held on
College premises every year, and described anaesthetists
then as ‘blood brothers to paramedics’! The challenges of
often being the first to deal with acute events either in
hospital or in the wide world outside remain the same for
both specialties, but for paramedics the challenges they face
have both widened and multiplied.

Where we were

The original paramedic concept was relatively simple. It
was to equip those responding to a 999 call for an
ambulance with basic clinical skills and a limited number of
interventions that intuitively should improve patient
outcome in the critical minutes before they reached
hospital. The interventions included airway care up to
endotracheal intubation, intravenous cannulation for fluid
and drug administration, use of a defibrillator and, for the
more adventurous, needle thoracocentesis and even
cricothyroidotomy! It was to learn these skills that
paramedics came to our anaesthetic rooms and theatres,
and in those early years success was measured for both the
individual and their service mainly in terms of numbers of
interventions practised or delivered. The six weeks’ clinical
training in hospital included time in theatre, time in A&E
and time in the coronary care unit, and was preceded by a
pre-clinical period of classroom training of equal duration.
In the course of these 12 weeks it was hoped that the
students would acquire the experience and competence to
operate competently and safely in the out-of-hospital
environment.

Although this system of education did originally mark a
big step forward in emergency patient care we can now
justifiably question its adequacy for today’s needs, and
already seminal documents are being produced to address
this challenge. A recent consultation paper entitled ‘A
Curriculum Framework for Ambulance Education’

* Ambulance staff and paramedics —
¥  where are they now?

aDr Tom Clarke, Consultant Anaesthetist
bDr Fiona Jewkes, Medical Director, Wiltshire Ambulance Service NHS Trust
Joint Royal Colleges Ambulance Liaison Committee

published in 2005 by the British Paramedic Association
(College of Paramedics) sets out a very clear higher-
education based pathway from a basic paramedic |
emergency medical technician (EMT) to a paramedic V who
will be a consultant paramedic practitioner. This work
reflects the thinking that has resulted in a document
published by the Department of Health in July 2005 —
‘Taking Healthcare to the Patient — Transforming NHS
Ambulance Service’ — which emphasises the increasing role
that is going to be expected of ambulance staff in providing
unscheduled care. Indeed, the vision is that ambulance
services will provide increasing ranges of other services
integrating into primary care, diagnostics and health
promotion. These are far-reaching intentions many of
which may seem remote from the anaesthetic or even A&E
environments, but the original demands on EMT and
paramedic skills have not in the meantime gone away so it is
as well to review here again in 2006 the staff and take stock
of the current situation.

Where we are now

When an emergency ‘999’ call is received by an ambulance
control, it is triaged into one of three categories: Category A
which requires a statutory response in under eight minutes
(and where provision of treatment might be expected to
save life or significantly improve outcome), Category B
which will now require a response within 19 minutes, and
Category C which may not require ambulance attendance at
all. When a vehicle does respond (and in some services the
first vehicle to respond may be a car or even a bicycle!), the
staff providing the assistance may be trained to one of three
levels: emergency medical technicians (EMTs) paramedics,
and emergency care practitioners (ECPs). So what kind of
skills and experience do these different ambulance staff
currently have?

Emergency medical technicians

EMTs have basic life support skills but are not currently
professionally registered and do not attend hospital for
training. They are skilled in basic life support, can use
defibrillators, provide manual bag-ventilation and in some
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trusts use LMAs. Although they are unable to cannulate
they can deliver drugs such as adrenaline intramuscularly in
life-threatening situations (anaphylaxis). They provide a
very competent emergency response and indeed many
EMTs go on to become paramedics when they become
frustrated with the limitations that their role imposes.

Paramedics

Paramedics have extended clinical skills and drug use, are
professionally registered with the Health Professions
Council and receive the six-week in-hospital training as
described above. Once a paramedic, a wider range of
clinical skills becomes available to enhance the delivery of
urgent medical care on scene. In the early days this was
advanced life support with intubation, cannulation and
defibrillation but now includes the vital and life-saving
delivery of early coronary thrombolysis on-scene, with
substantial and significant proven benefit in patient
outcomes. With a range of drugs at their disposal they can
now also provide a better standard of care, particularly in
their ability to deliver adequate analgesia using morphine.

Emergency care practitioners

ECPs are an emerging breed, most of whom are paramedics
but nurses also take up the role. The concept was first
proposed by the Joint Royal Colleges Ambulance Liaison
Committee in 2001 and has been further developed in a
document by the NHS Modernisation Agency in 2003.
However, their role and responsibilities have yet to be
defined.

The prevailing changes in the field of primary care mean
that the pressure on ambulance services and their staff is
increasing steeply and exponentially. Many patients who
now call the service do not require transport to hospital at
all but only require advice or treatment that can be
administered at home. The ECP facet of the paramedic role
urgently needs to be developed to provide an adequate
response to these needs. ECPs will draw their skills from a
much wider spectrum of clinical backgrounds including
nurses, paramedics, physiotherapists and pharmacists.

Training issues

Paramedics still need to come to our anaesthetic rooms to
learn the vital skills of managing the unconscious patient,
and still need to spend time in A&E and the coronary care
unit. However, their proposed new extended roles will
require a lot more practical exposure to a wider variety of
patients. Although their extended training period together
with the time spent in hospital does equip them with a
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greater familiarity with critical situations, it nonetheless
necessarily remains limited. In a short time they must
acquire the much greater breadth of clinical experience that
is required to deliver the full spectrum of patient care, from
paediatrics to old age, from insignificant to serious injury.
In considering the feasibility of their obtaining such a broad
range of training and experience, let us conside,r as an
example, the care of the acutely ill child.

Paramedics, and indeed EMTs, may occasionally have to
deal with an acutely ill child, and yet may have had little
experience of treating any child, acutely ill or not. The
likelihood of this happening is less than once per year, but
opinions vary as to the frequency with which they may be
required actually to intubate a child. A reasonable estimate
would be once in their career. They admit to a fear of
cannulating children and therefore children in pain may not
receive the morphine they so badly require. Ambulance
staff cannot use (by law) unlicensed medicines, and so are
not allowed to use intranasal opiates which are not licensed.

Paramedics are not alone in facing this problem. In
response to the important consultation document The
Acutely or Critically Sick or Injured Child in the District
General Hospital: a Team Response, Dr Keith Myerson
recently wrote in Hospital Doctor that even anaesthetists,
though proud of their broad range of clinical skills, are
increasingly concerned about maintaining their skills in
certain areas, such as paediatrics! The situation for
paramedics and technicians is possibly even more difficult,
as they do not have the background knowledge that we, as
doctors, can always call on, and have had no practical
training in paediatrics at all.

How then can anaesthetists continue to support their
‘blood brothers™? This College has always taken a proactive
attitude and provides staunch support towards paramedic
and ambulance service development. Confronting and
dealing with the emerging challenges make this support
even more vital. We must also strive to ensure that
paramedics continue to be made welcome throughout our
hospitals, and not necessarily only in the ‘acute’ areas.
Maybe the training traditionally provided for paramedics by
anaesthetists and clinicians in emergency medicine and
cardiology should be extended to include other specialties
such as paediatrics. Only by continually reviewing their
service demands and responding proactively by
encouraging the appropriate exposure to the other
necessary hospital specialties can we ensure that they get the
skills and experience they will need to deliver the best
possible care to the patients who rely on them.



Introduction

I Iaving a good idea is the easy part.
We have all changed the world

while sitting in the pub. Doing something about it is what will
take the greatest effort. This article attempts to outline the
steps required and some of the pitfalls awaiting the unwary.

There are many reasons why one might seek to
commercialise an innovative idea, including a more
stimulating life, greater income, perhaps to fund the next
great idea, or making a contribution to society. Whatever
the motivation, and no matter how good the idea, success
will involve a great deal of hard work.

Reality

In the UK it is commonly believed that we are excellent at
generating ideas but very poor at exploiting them. This is
not currently borne out by the facts. In terms of patents
filed per million population in 2003-4, the leader is Japan,
followed by South Korea, the US, Sweden, Germany, France,
Luxembourg, Netherlands, Finland and Switzerland in that
order. Most patents are never commercialised.

So you think you have a great idea...?

Everyone thinks their idea is fantastic, so before diving in
headlong it is wise to take a step back and evaluate the
situation dispassionately. Consider the following.

Will anyone buy your product?

How big is the market?

Can it be made at the right price?

Will it still be desirable by the time it reaches the market?
Will is stay desirable long enough to make any money?
How will you actually sell it?

Is there already too much competition?

Have you generated an elegant solution for a problem
which doesn’t exist?

Intellectual property

A patent protects the function of a product; a registered
design protects the external appearance; a registered

From concept to commerce —
a beginner’s guide to
medical innovation

aDr John Dingley, Senior Clinical Lecturer in Anaesthetics, University of Wales, Swansea
bDr David Williams, Consultant Anaesthetist, Morriston Hospital, Swansea NHS Trust

trademark protects the name of the product for commercial
purposes; and a copyright protects creative output such as
music, literature and art. A patent gives the inventor the
right to exclude all others from making, using, importing
and selling the inventor’s intellectual property (IP) without
the inventor’s permission for up to 20 years.

A patent typically covers products or processes with new
functional or technical aspects. Most tend to be
improvements to existing technology. To be awarded a
patent the idea must be new, must involve an inventive step,
and must be capable of application. So perpetual motion
machines are excluded, as are discoveries (Christopher
Columbus could not have patented America), scientific
theories, artistic work (which can be copyrighted instead),
methods of doing business and computer programs.

A patent is useful, as it gives a 20-year monopoly,
enforceable by legal action, in any country where the patent
is in force. However, maintaining your patent can become
very expensive and, if you need to defend it, you must pay
your own legal bills.

Practical aspects of patents

Do not publicly disclose your idea to anyone until the
patent has been filed. In the UK and Europe, if you
disclose your idea either verbally (e.g. as a presentation
in a meeting), or in writing (e.g. a scientific paper), you
will have placed the idea in the public domain and you
will not be able to subsequently patent the idea.

Make sure your idea does not already exist in the public
domain. You cannot patent anything that already exists
in any form, such as a newspaper article, materialon the
internet, or as a lecture handout. This is called prior
art. You can search for previous similar patents and
prior art yourself,: or pay someone else to do it for you.
There is no point wasting your money trying to patent
something already described.

Do not file a patent too early. After filing you are
protected under an international treaty for one year.
After one year, the costs of the patent process in each
relevant country will start to escalate markedly. How
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long will it take for the idea to become a marketable
product? During this interval you will be spending
money but not earning any. You effectively have one
year to raise outside investment or interest a company
in your idea. This year passes rapidly and so it is best to
file the patent when you are in a position to seek further
funds, e.g. by having working demonstrable prototypes.

The patent process typically involves the following steps.

1 The patent application is filed. The document is given
an application number.

2 Asearch report of other granted patents is carried out
by the Patent Office to check the novelty of the
application.

3 The Patent Office publishes the patent application
together with the search report, usually about 18
months after the application was originally filed.

4 The Patent Office carries out a detailed substantive
examination of the claims for the invention made by the
applicant. This is to ascertain whether the invention
can genuinely be manufactured. The Patent Office can
raise objections and the application will then be
modified (if that is possible).

5 The Patent Office grants the patent.

In the UK a patent is filed at the UK Patent Office in
Newport, South Wales.2 You must fill in a ‘request for grant
of patent’ form which includes a specification comprising
the description and claims, and provide a summary abstract.

The description is text plainly describing the idea, and
drawings which should be clear and not overly complex.
The claims define the intellectual property, i.e. the specific
elements of the whole idea/device that are the novel parts.
Some claims may often be rejected later on by the patent
examiners, and the final patent will consist of those
remaining claims considered to be original.

The fee for initial filing is very modest. However,
although you can do all this yourself, it is advisable to pay a
patent agent to draft the application for you, and their fee
will account for most of the total filing cost. Initial filing
fees via an agent vary from £750 in the case of an
independent agent, to approximately £1,500 if handled by a
major company of patent agents. The good news is that you
then have nothing to pay for a year.

Consider whether you want to patent at all. A patent is
not worth much if you cannot afford to legally challenge the
first person who comes along and infringes it. Some are of
the view that the best defence against this is to save the
patent money and simply be the first out onto the market
with the idea. Your brand becomes the best known and if
anyone copies it they will always be regarded as having an
inferior ‘copycat’ product.
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It is important to note that many employers, including
universities and NHS trusts, may have claims on the IP of
employees as part of the standard contract of employment.
This can be a serious obstacle to developing your idea.
However, led by experience in America, universities and
NHS trusts are realising that entering into partnership by
forming a spinout company with the inventors is more
beneficial. Typically, the employer will keep a share of the
equity in exchange for ‘allowing the employee to
commercialise their idea’.

Options for bringing your idea to market

Sell the idea outright

If you sell your patent you transfer all ownership of the
patent to another person or company for an agreed lump
sum and forfeit any future income or royalties. This is only
advisable therefore if you are offered a substantial lump sum!

License the invention

In this situation you continue to own the invention but
agree to license the idea to another party so they can use or
sell your invention under agreed terms. Usually they will
want exclusive access to this, but any terms can be agreed.
Typically, in return for the right to use your idea, they might
reasonably pay you a signing fee, milestone payments and a
royalty on each item eventually sold. In addition, they will
pay the future (often substantial) patent costs.

The signing fee might reasonably cover your costs to
date, including legal costs of arranging the agreement, to the
date of signing.

Milestone payments provide ongoing encouragement.
For medical devices milestone payments may be lump sums
payable when agreed targets are reached. For example, the
first milestone may be successful completion of a pilot study
and the last might be full Food and Drug Administration
(FDA) approval of the device for sale in the United States.

Royalties are usually much smaller than the inventor
would think reasonable. Around 3% of the selling price
might be expected with a range of 1.5-5%. Greater than 5%
is rare. The company justifies this on the grounds that it is
they who are taking on board all development costs and
financial risk.

Minimum royalty is a concept introduced into such
agreements to prevent a company licensing your idea with the
deliberate intent of ensuring it never reaches the market, as it
might compete with one of their own existing or future
products. Until the company markets your product they pay
you an annual sum in minimum royalty which usually increases
with time. This acts as an incentive for them to bring the
product to market rapidly and not place it on the ‘back-burner’



The main point of licence agreements is that if the company
fails to develop the idea or becomes insolvent, the idea still
belongs to you and you still retain the option to maintain
the patents (at your own expense).

Become an entrepreneur

This means you will manufacture, market, advertise and
distribute the product yourself.

If you intend to do this then you will need to raise funds
and develop a business plan. This consists of a description
of the business, a marketing plan, a financial management
plan and a management plan. The plan will be long and
include costs, potential profits, how you or a sub-contractor
will manufacture it, potential size of the market, analysis of
competitors, methods of distribution, patent status and
ongoing costs, time to develop each stage, and how much
money will be required and when.

Sources of funding

Typically you will already have invested some of your own
money into the project if only to cover filing of patent,
prototype development and literature with which to attract
investors.

Outside investors may be persuaded to contribute funds
to your company in return for something. This ‘something’
is usually a stake in your company.

A business angel (an investor with relevant experience in
the same industrial field) may be persuaded to contribute
funds. Venture capital (VC) funding usually comes in at this
second stage or as a third stage after business angel funding.
Venture capitalists are ‘venturing their capital’, the attraction
being that they may make a substantial profit from their
investment while accepting the risk that the venture may
fail. Suppose a VC with £1,000,000 invests £100,000 in each
of ten start-up companies. If two companies become hugely
successful, two become moderately successful and the rest
fail this would be considered a good outcome, as the return
in time would probably exceed the £1,000,000 invested.

There are a number of Government funded schemes to
assist innovation. Many are regional and can be grant based
(rather like applying for a research grant), but most are based
on the concept of matched funding and loans. Matched
funding is an arrangement whereby if you raise, for example,
£20,000, the trustees of the scheme will ‘match it" with
another £20,000. Be aware that this often does not come as
a lump sum but in stages, and payment may only be made
retrospectively on submission of appropriate receipts. Other
schemes offer loans under favourable terms. Some of these
schemes are especially intended to assist in the transition
from research concept to a valid potential product.

Company formation

A limited (Ltd) company can be set up quite easily via an
accountant or, in the case of a university spinout company
for example, by an employee whose role is to assist in this.
There are companies already listed as ‘limited’, which can
be ‘bought off the shelf’ for under £25 and renamed with
your company name, with a new board of defined directors.
Shares are then issued. The different types of shares
issued and the rules for payment of dividends to
shareholders are defined by those setting up the company in
any way they wish, and are stated in the memorandum of
the company. The important shares are the voting shares,
held by the board of directors. Such shareholders are
entitled to vote at board meetings. If one person holds 51%
or more of the voting shares then they in effect can control
all decisions made regarding the running of the company.
Start-up companies have existed where the financial
backer, accountant, lawyer, secretary and inventor have all
been given by agreement a share in the company in lieu of
any salary in the early days. This is useful as, when there is
little money, there are no salary costs. Everyone remains
highly motivated, as the greater the company success, the
greater the future personal gain of each shareholder.

Pitfalls

There are many pitfalls. Seek as much advice as possible
from others who have trodden the same path ahead of you...

Licensing agreement negotiations

Take a working prototype to these meetings if at all possible.
Alternatively, make a model of how the device would look.

Computer aided design (CAD) is an invaluable skill. The
initial investment of time spent in learning the software will
save you a fortune on graphics, designers’ fees and
prototyping in the long run. Several suitable software
packages are freely available.34

Making 3D graphic images from a CAD package is a great
way to explain your product to the general public and
would-be investors. A picture of your design, even if it hasn't
been built yet, makes your design real, and goes a long way in
explaining the concept and possibilities to an audience who
might not understand the technical details. Animated CAD
images are trickier to do, but are even better at getting the
message across. Still images can be used for promotional
materials. The same CAD files can be emailed to companies
who can use them to directly manufacture components for
your prototype in a range of different materials.

When negotiating a licensing agreement, the company
you are negotiating with can keep setting up meeting after
meeting to wear you down and swing the terms more and
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more in their favour. This is especially true if you are
employing lawyers, as they know you will run out of money
if they can keep negotiations going for long enough.
Remember that your filed patent is going to cost you money
after the one year is up as well!

Beware of flattery. You may be told you are a genius and
how they admire your work, but that your patent is rubbish
and you should give it to them for nothing in return for a
small consultancy salary. If you fall for this you will have
just lost your IP in return for becoming one of their army of
poorly paid and unappreciated engineers.

If you have already attracted some funding at the
‘business angel’ level, then you will have a modest budget for
legal expenses that allows you some freedom in these
negotiations. If you have no such freedom, then they can
‘eat you for breakfast’, since they know you cannot afford to
walk away from talks with them.

Pressure to perform

Venture capitalists do not necessarily care anything about
your idea. They want to know if they will make more
money in the long run than they have invested. It is a purely
financial affair. Consequently, they will drive you to have
the product on the market as soon as possible. This can be
good in that it gives you an incentive rapidly to develop and
commercialise your idea. However, with medical products
that require trials before marketing, the reality is that
development and testing can take a long time.

Intellectual property issues

Your start-up company has the following assets until some
money is invested in it: the brains of the innovator, and
(typically) ownership of the patent (IP). If the company
folds for any reason, the IP then transfers to the Crown, and
not back to the innovator. One way to prevent this is for the
innovator to exclusively license the IP to their own start-up
company, which then negotiates an exclusive sub-licence
deal with a big manufacturer or develops/sells the product.
If the start-up company folds, the innovator still owns the
patent. This seems complicated, but is worth consideration.

You are a useful person

Remember that you are useful to a potential licensee as one
of the best people to promote and sell the device. As one of
the experts in the field (or soon to become one), you have
the credibility to do this. This is another asset of your
company which can be used in negotiations.

You may consider a personal consultancy agreement with
the licensee company where they pay you for your time in
assisting with (their) development of the device. A tip here
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is to file any particularly good idea or improvement you
contribute to this process in a dated, signed envelope in a
solicitor’s vault each time you do this. This allows you to
prove, at very small cost, exactly when you made each
contribution to the success of the joint venture, should there
be any future dispute.

Royalty calculations

Royalty agreements specify a percentage royalty paid by the
licensee to the innovator per item sold. Make sure you
completely understand how the percentage stated in the
agreement is being calculated. For example, a royalty of 5%
of the wholesale price may seem generous, but might actually
be only about 2% of the eventual sale price. This is because
the wholesale price of a product, to a distributor can be less
than half of the eventual sale price. One way around this is
for your agreement to define the royalty percentage as being
a percentage of the total revenue stream derived by the
licensee company from the product i.e. a percentage of total
income they make from sales of the device. This has the
added advantage that an accountant acting on your behalf
can check that your royalty payments are correct relatively
easily by examining the accounts of the licensee company.

As a word of caution, there is a tale of a manufacturer
that consistently paid the minimum royalty while selling
vast numbers of the product. Their accounts were so
complex that any (larger) royalty payments due could not
be checked by an outside accountant.’

There always has to be some give and take in such
negotiations. For example, a European company wishing to
trade in a distant part of the world would be quite justified
in selling the device to an intermediary who is active in the
region.

Fifty-one percent

Please do remember, if you form a company, to ensure that
you and any co-inventors collectively retain at least 51% of
the voting shares, even after you have exchanged some
equity in the company in return for funding from an outside
investor/VC. If you fall below this, you forfeit any
guaranteed control of the outcome of board meetings.
Having lost your majority share of ownership of the IP to
the company, you could even be voted off the board. Set up
your company in such a way that there is scope to allow in
an outside investor/VC while still retaining 51% yourself or
in conjunction with your (trustworthy) co-inventors. Make
sure you remain on good terms with your co-inventors, that
you have shared aims for the company, and do not start
voting against each other.



Protect your mind and family

We have all heard stories of obsessional lone inventors living
in poverty, their family having long deserted them, going
slowly mad as the world ignores the fruit of their labours.

Keep your normal job. Treat these projects as a good
hobby or perhaps as a good adventure at least until things
get serious. Consider the money you spend to be an
investment that, as the adverts say in the small print, ‘may go
down as well as up in value’. In other words make sure you
can afford to lose it, as the worst case scenario.

Keep a sense of proportion. There are those who say
‘never ever give up.” This may be fair but if you have several
ideas and one stands out as a real winner then it would be
sensible to work on the others in the background and run
with the one that gives the best chance of success.

Look after your health and family. Spend time with your
family when you can, as there will be times when you will
have to be very antisocial working day and night on
something for a deadline. This has been termed the concept
of the ‘emotional bank’, or ‘e-bank’. Make frequent deposits
into the e-bank, as there will be times when you will have to
make large withdrawals.

Once you have had your great idea, don't let it go to
waste. Persevere. You will need tenacity and drive to make
your idea succeed, but the experience and potential rewards
that you may gain will make it all worthwhile.

Drs John Dingley and David Williams were finalists in the
2005 Medical Futures Innovation Competition with their
design, the ‘ShakerScope’. They will be running a course on
Medical Innovation for Anaesthetists in 2006.

References

1 Espace-net search engine for patents and patents applied for:
www.espacenet.com

2 UK Patent Office website: www.patent.gov.uk
3 Caligari Truespace free CAD download website: www.caligari.com

4 On-line machine shop in the US. Has downloadable
engineering CAD package that is relatively easy to design
components with: www.emachineshop.com

5 Dyson biography: www.dyson.com

Links

US website for inventors with plenty of free guidance:
www.inventors.about.com

Baylis (clockwork radio) Brands website to help new
innovators: www.trevorbaylisbrands.com

Further reading

Stilberger S. The 10-Day MBA — a step-by-step guide to mastering
the skills taught in top business schools. Piatkus, London 1993.

Bulletin 36 The Royal College of Anaesthetists March 2006 €EZ



I Managing pain management

Setting up an effective pain service in Southampton

Dr Cathy Price, Clinical Lead, Southampton Pain Service

Dr Cathy Price and Dee Parker, from Southampton Pain Service, Southampton University Hospitals NHS Trust, recently received
the McKinsey Award for the Best Innovation in Healthcare Leadership at the Medical Futures Innovation Awards (MFIA). The
MFIA are a national showcase of clinical and commercial excellence, which this year attracted a record 1,200 entries. The other
ten winners, chosen by an illustrious panel of judges, which included Dame Carol Black, President, Royal College of Physicians,
Professor Aidan Halligan, Director of Clinical Governance, NHS, and Harry Cayton, Director, Patients and the Public,
Department of Health, were announced on 3 November 2005.

The Awards, which were set up in 2001 by a group of UK doctors, are designed to encourage and promote a culture of creativity,

innovation and leadership amongst healthcare professionals and facilitate the successful commercialisation of these ideas.
The following article describes the changes to the pain service in Southampton that led to receipt of the Award.

Background

Persistent pain stimulates a huge number of prescriptions,
investigations and referrals, causes frustration in its resistance
to treatment and leaves patients and doctors with low

expectations of successful outcome
— Smith BH. Chronic Pain: A primary care condition.
Rheumatic Disease (2002)

Pain services have traditionally been seen as a ‘Cinderella
service’ only to be tried when everything else has failed.
Long waiting times fuel the problem.

Epidemiological work done over the past few years has
found that large swathes of the population have long-term
pain, and for approximately 10% it poses major problems. It
has also become evident that for many a complete abolition
of pain, whatever treatment is tried, is unachievable.
Advances in the neuroscience of pain have allowed us to
understand the complexities of changes within the nervous
system caused by persistent pain but this very complexity
makes treatment difficult. Thus, persistent pain is usually
treatable but not curable. The biopsychosocial model of
pain (Loeser) is generally accepted as the correct model of
care for long-term pain. This model describes the intensity
of an individual’s overall pain experience as being influenced
by both an individual and societal attitudes and behaviours
as well as the original pain stimulus. Long waiting times
simply enmesh and consolidate these. Logically, therefore,
any improvement to pain management must encompass:

demand management — making sure the right person

gets seen in the right place at the right time

service design — structuring the service to permit a
biopsychosocial approach

appropriate management of patient expectations
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clear care pathways to take a person in and out of the
service.

It is evident that simply increasing the number of
consultants doesn’t solve the problem. Waiting lists come
down briefly then rise again as either more people are
referred or the system clogs with patient needs not being
fully met.

The Southampton Pain Services project ‘Managing Pain
Management’ dealt with poor patient access through
tackling the above issues.

Why was the project started?

For several years, patients with chronic non-malignant pain
in the Southampton area, in common with many other
districts, faced problems in accessing help. They were
referred to either the Secondary Care Pain Clinic, a service
with a medical approach, or to a Primary Care Pain
Management Programme which took a more psychological
approach. However, many inappropriate referrals were
received in both services. The secondary care service
experienced three service closures in 12 years. Primary Care
Trust leaders were clear that unless the pain service was
placed on a sustainable footing through radical service
redesign then no further investment was going to be
forthcoming to help this group of patients.

Management of the project

Before redesigning the service, a workshop was held,
inviting all key stakeholders from primary and secondary
care. These included GPs, consultants, therapists, managers
and patients. The workshop concluded that there currently
existed multiple care pathways with the potential for
patients to access the services at multiple points, with no



clear understanding of potential outcomes from referrers or
patients. A clear, consistent approach to referral was
needed, with end points to specialist care. It was agreed that
the end point to treatment should be when the person was
adapted to their pain.

The new service was modelled around the desired
outcomes from stakeholders at the workshop. A Pain
Steering Group led by a senior manager was established
with membership comprising representatives from all five
NHS trusts. A project manager and clinical lead were also
appointed. A multi-professional team from both primary
and secondary care developed referral pathways through
regular meetings and group emails. A multi-professional
Assessment Team consisting of a doctor, physiotherapist
and nurse piloted the new referral pathways over a
12-month period. They met regularly to identify potential
areas of difficulty. Other healthcare teams were involved as
required. Getting timely agreement from all purchasers was
a significant challenge, and thus one of the principal jobs of
the project manager was to liaise with trusts to ensure all
were informed of progress and to administer project
funding for the trial period. Outcomes were discussed at
monthly Steering Group meetings.

Changes to the service

A local services framework was agreed using a
biopsychosocial approach at all levels of care.

Figure 1 shows the service model taken. The emphasis is
on viewing chronic non-malignant pain as a long-term
health problem and thus the emphasis has been to ensure
that primary care practitioners have the appropriate skills

Figure 1 Management of
chronic pain population
(approximately 50,000 in
Southampton)

Level 3:

Specialist care
Complex pain relief
Individual psychalogical
therapy

Level 2: Community care
Pain management programime
Expert patient programme
Patient support groups

Expert screening
team (PAT) -
needs assessment

Level 1: Primary care
Primary care team, outpatient physiotherapy, community
ph 1 np i with tr guidelines, ed\
programme, pain management staff supervision

and resources to manage the vast majority of patients. Only
a few are taken into specialist care for treatment but that
treatment has clear end points. The principal changes to the
service have been establishing treatment and referral
guidelines for general practitioners, backed up by consultant
visits to each practice, establishing a triage team, increasing
the number and range of self-management programmes in
the community and setting up patient led support groups.
The secondary care service was redesigned to increase
emphasis on addressing complex psychosocial needs.

What were the outcomes?

We feel that the overall aims of the service redesign have
been met. An efficient, effective, sustainable service has now
been established, involving a care pathway stretching across
primary and secondary care. Improved patient access has
been achieved largely through effective triage of referrals.
GPs refer using an agreed and detailed proforma which is
shared between all primary care based musculoskeletal
services. Once access times came down, referrals increased
as predicted. However, this has been effectively managed
through our new system and waiting times have remained
fairly constant at six to eight weeks.

Audit of outcomes at present shows that 30% of patient
referrals can be either discharged after giving further advice
or redirected based upon information given in the referral
letter alone. Eleven percent of patients do not opt into the
service. As a result‘did not arrive’ (DNA) rates are very low.
In all, 36% of patients receive secondary care treatment.
Five percent opt to go directly to a self-management
programme with many of those seen in secondary care
being referred at a later stage (approximately 15%). The
number of those accepted onto the self-management
programme at assessment has increased from 30% to 60%.

For many patients, the knowledge that their pain is not a
sign of harm is sufficient. A thorough explanation of pain
mechanisms delivered by a credible source backed up by
written information is often necessary to achieve this. Much
distress due to pain is engendered by continually looking for
causes of pain and this can act as a significant barrier to
progress. Some patients have not gone through more basic
primary care pain management such as regular analgesia and
outpatient physiotherapy. The treatment of neuropathic pain
has been identified as a particular problem. Redirection to
the Expert Patient Programme and community rehabilitation
teams are important and appropriate pathways.

Case mix is comparable both to previous years and to
most other pain management services. Most patients have
musculoskeletal pain (70%) with 66% having moderate to
severe depression. Fifteen percent have neuropathic pain.
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Dr Cathy Price and Mrs Dee Parker receiving the McKinsey
Award for the Best Innovation in Healthcare Leadership at
the Medical Futures Innovation Awards (MFIA)

A patient satisfaction survey showed 75% were highly
satisfied with the outcome of assessment. For many it was
the first time they felt understood. Although there was a
small initial cost to fund the Triage Team and an investment
in self-management programmes for the more complex
patients, there have been cost savings elsewhere. Injection
therapy, medical follow ups and acupuncture have been
substantially reduced. Physiotherapy waits have come down.

Raising awareness

All primary care teams received copies of the guidelines
through email for comment. The primary care trusts issued
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a press release and sent out four mailshots. The Assessment
Team was interviewed for a local newspaper and features on
the service appeared in all local health journals. The team
visit all primary care teams on a regular basis. Further
pathways with other services, such as back pain services,
have been formally developed. The project has been
presented at national specialist society meetings,
conferences abroad and in the national newsletters of the
Pain Society and Frontline, the physiotherapy journal.

Conclusions

Through radical service redesign Southampton Pain Service
has changed its philosophy of care from a generally
biomedical approach to a multidisciplinary biopsychosocial
approach. The principles of generalist pain management in
primary care and specialist pain management have been
established with the whole health community being required
to take shared responsibility. The changes that occurred in
Southampton, although borne out of necessity, represent
the first formal attempt to manage pain services in the UK
through a chronic disease management approach. It has
proved very successful with improved patient access times
and high satisfaction rates. No National Service Framework
currently exists for pain despite there being an obvious need.
Providing the evidence that a local framework can have a
major impact on healthcare for people in pain may enable
such a framework to be constructed.



Background

U nder the umbrella of ‘Improving Working Lives’ the
NHS Plan (launched by the Department of Health in
2000) introduced a standard which entitles every member of
staff in the NHS to work in an organisation that can
demonstrate its commitment to:

giving staff greater flexibility and control over their own

time

improving access to childcare

encouraging diversity

tackling discrimination, harassment and bullying.

The Department of Health set up the Intercollegiate
Improving Working Lives (IWL) Committee to represent
the needs of doctors and dentists under this initiative, with
representation from each of the medical Royal Colleges and
faculties.

Getting career choices right

The overall theme of this conference was the need to get
career decisions right, and the necessity of dealing with
many choices within the work life balance during our
professional careers from medical student to retirement.

Dr Judy Curson, Director of the Workforce Review Team,
opened the meeting by discussing the trends in recruitment
—what is causing ‘round pegs in square holes’? She brought
out how medical students are all academically able but come
from different backgrounds, with different expectations,
personalities and learning styles. They manage their stress
and their time in a variety of different ways. Currently
5-8% of medical students do not graduate for a variety of
reasons and there is a loss of approximately 1% per annum
from the training grades.

A doctor’s choice of specialty on graduation will be
influenced by many factors including inspiration from role
models, where they want to live, and the lifestyle that choice

" Round pegs in square holes — getting

career choices right
A report from the Improving Working Lives for Doctors
and Dentists Annual Conference 2005

aDr Melanie Jones, Bernard Johnson Advisor, Flexible Training, RCoA
bDr Anne May, Council Member, RCoA

can lead to. There is growing evidence that a controllable
lifestyle will be a key deciding factor for career choice for
both men and women in the future.

Professor Angela Coulter, Chief Executive of the Pickers
Institute, Europe, looked at the needs of patients. Patients
want doctors they can trust, and with whom they can
engage in partnership decision making. Doctors can be
trained to share treatment decisions and to support patients
in self caring and managing their illnesses. This partnership
with patients can be taught and assessed formally as a
competency, and can improve the doctor’s life too.

Professor Chris McManus from the Department of
Psychology, University College London, gave an interesting
lecture on studies of the psychological aspects affecting
career choice. Apparently choices are made very early on,
based on an inherent self knowledge, personality and
imprinted characteristics — so-called ‘embedded’ factors.
However, we base any further decision making on the
strength of an improving self awareness. The use of
psychometrics to improve an understanding of ‘self’ is
increasingly being employed in both medical schools and
deaneries.

Oxford Professor Michael Goldacre presented some of
his work on the long-term follow up of cohorts of medical
graduates in the UK. Most are happy with their pre-
registration house officer (PRHO) year, particularly with
medical rather than surgical posts. Men and women differ
in subsequent career choices; far fewer women choose
surgery and very few men now choose obstetrics and
gynaecology. General practice has struggled to recruit in
recent years, although that is now changing. Experiences at
medical school will also have positive and negative
influences in career choice. Career and promotion
prospects were more important to men, whilst women were
more interested in hours and working conditions. A wish to
take their domestic circumstances into account is important
to both men and women.
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Changing specialty

Professor Shelly Heard stressed the difficulties of moving
from one specialty to another, which could become
increasingly difficult with ‘run through’ training as
proposed by Modernising Medical Careers (MMC). It is
hoped that the Foundation years will enable doctors to
experience more choice. ‘Taster’ weeks are also proposed,
where 40 hours of organised time are spent within a
specialty. The importance of ensuring that doctors are
guided into the correct specialty is supported by the
appointment of foundation career directors within each
deanery. The development of career planning skills is one of
the most challenging aspects of MMC and is supported by
comprehensive documentation. The career directors are
expected to align trainees’ aspirations and aptitudes with
future medical workforce needs. Over 50% of trainees
already report having discussions with their trainers about
careers, and find this useful. In future, trainers with specific
training and skills in careers advice will become more
common. Dr Simon Eccles spoke on the junior doctor
perspective of making career choices, and hoped that the
random pathways of the past would disappear as the
structured approach within MMC took over.

The responsibility of a large employer

Lord Warner spoke on the importance of the NHS as a large
employer and how the Government has introduced several
initiatives to improve the working lives of doctors. In all,
11,000 places have been established in 114 NHS nurseries.
Ninety-seven percent of trusts have a childcare co-
ordinator, and support for childcare is a standard against
which all trusts are measured. There is a commitment to
improve and re-organise the NHS Occupational Health
Services by 2008, in order to promote staff health and
manage sickness and stress at work.

In the session on ‘Achieving the Transition from Junior
Doctor to Consultant’, Dr Andrew Mooney considered that
the needs of new consultants remain poorly defined. Trusts
which establish groups to develop and support consultants
at the start of their career reap long-term benefits. Many of
the non-clinical skills that consultants require — such as time
management, stress management, leadership, teaching and
negotiation skills — could be developed during postgraduate
training, if given sufficient emphasis.

Planning for the final goals

In the final session ‘Senior Doctors in Management — the
Final Goals, Dr Sheila Peskett, from the Centre for Health
Planning and Management, discussed how our interests and
priorities will change during our careers. As we become
older, our perceptions of our strengths change, and disability
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and ill health may influence our choices. We will have to deal
with increasing changes in our workplace and organisations
which are outside our control. However, we may adapt by
becoming involved in management, research, education and
training, sub-specialisation, professional politics or specialist
societies.

Finally, throughout a consultant career an investment in
time to reflect and plan career developments will deliver
long-term benefits. To step back and undertake self
appraisal, to think about and understand your motivations
will allow you to organise your thoughts and proceed.
Towards the end of a working life there is a need to
disengage from the workplace and then retire. Dr Peskett
urged us to look forward to exchanging profit, performance,
pay and productivity for family, friends, festivals and fun.

The conference gave us all food for thought and a hope
that in the future there will be less ‘round pegs in square
holes’ as coaches and mentors will guide doctors in making
choices about their future career direction throughout their
working lives.

Further information

go to www.mmc.nhs.uk and follow the links to career advice
and career management

go to www.nhsemployers.org or www.dh.gov.uk and search
for IWL.



Report of meetings of Council

At a meeting of Council of the College
on Wednesday, 16 November 2005, the
following was re-admitted as a Deputy
Regional Adviser:

West of Scotland
Dr L Newman

The following were admitted/
re-admitted as College Tutors
(re-appointments are marked with an
asterisk):

Anglia

Dr S L Snape, Bedford Hospital

Dr D J O’Hare, Norfolk and Norwich University
Hospital (establishment of a second Tutorship)

Yorkshire

Dr A B Swanepoel, Bradford Royal Infirmary
(establishment of a second Tutorship)

Dr S Old, York District Hospital (establishment
of a second Tutorship)

*Dr | A McNeil, Diana Princess of Wales
Hospital, Grimsby

North Thames (Central)
*Dr V S Mitchell, University College London

Mersey

*Dr J D Hunter, Macclesfield District General
Hospital

Dr N C Brooks, Leighton Hospital, Crewe (in
succession to Dr A J Martin)

North Western
*Dr A K Gupta, Rochdale Infirmary
*Dr A Shaw, Trafford General Hospital

West of Scotland

Dr P W Bolton, Royal Hospital for Sick
Children, Glasgow

(covering for Dr L A McKee who is taking six
months maternity leave)

Wessex

Dr M A Rose, North Hampshire Hospital (in
succession to Dr A Haigh)

Dr C R Taylor, Jersey General Hospital (in
succession to Dr P Coleman)

South West Peninsula
Dr A M Pickford, Royal Cornwall Hospital (in
succession to Dr C J Ralph)

South Thames (East)
Dr J J Vroemen, William Harvey Hospital,
Ashford (in succession to Dr M C Gardner)

Sheffield and North Trent

*Dr A M Dixon, Bassetlaw District General
Hospital

Dr A R Dennis, Northern General Hospital,
Sheffield (in succession to Dr J Hunsley)

West Midlands South
*Dr N J Bywater, Hereford County Hospital

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 doctors marked
with an asterisk):

Anglia

Dr Lorraine De Gray

Dr Megan Eleri Jones

Dr James Alan Chandler

Dr Akesh Dhrampal

Dr John Edward Gibson

Dr Andrew James Johnston

Imperial School

Dr Engin Ali Ahmed

Dr Jeremy Mark Howard

Dr Thomas James Fitzgerald

Dr Orla Josephine Lacey

Dr Jonathan Mark Cousins

Dr Timothy James Wigmore

Dr Mary Bridget Elsie McLoone
Dr Mary Katherina Hegarty

Dr Zofia Alicya Kotyra

Dr Daniel Richard Maxsted Horner
Dr Umeer Waheed*

Dr Afra Maria Rosa Rattel

Dr Tuan Chen Aw

Dr Leena Ali

Royal Free/UCL

Dr James Seth Galton

Dr John Robert Francis Dick
Dr Rupali Prakash Naik
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Dr Jeremy Robert Prout

Dr Vanessa Janice Fludder

Dr Peter John Bishop

Dr Kulwant Kaur Dhadwal

Dr Sunita Agarwal

Dr Vijayaraghavan Ramesh

Dr James Hugh Medwyn Roberts
Dr Sarah Jane Harper

Dr Lisa Mei Ling Sim

Dr Damon Kamming

Dr James Emmanual Ekow Paintsil

Barts & Royal London

Dr Masood Ahmad

Dr Joseph Azzopardi

Dr Louis Christopher Michaels
Dr Lucy Ward

Dr Charlotte Jane Taylor

Dr Fidelma Mary Flynn

Dr Rajamani Sethuraman

Dr Vivek Mehta

St George's

Dr Lakshmi Kumar Venkat Raghavan
Dr Khalid Rauf

Dr Muna Muammar

Dr Kailasam Rajagopal

Dr Putul Sarkar

South East

Dr lain Ogilvie Lang

Dr Pradeep Kumar Kesava Prabhu
Dr Harsh Nidhi Saxena

Dr Nicholas John Reynolds

Dr Michael Howard Coupe

Dr Gerard Christopher Gould

Dr Andrew Jonathan Corner

Dr Richard Frederick Breeze*

Dr Cathryn Paula Mantovani

Dr Venugopalapura Ramaiah Shylaja

Leicester

Dr Andrew Richard Temple*

Dr Edward Julian Cowley

Dr John Parry Williams

Dr Piotr Wojciech Buczkowski
Dr Mary Jennine Helen Ratcliffe

Mersey

Dr Mark lan Stallwood

Dr Christine Elisabeth Krieger
Dr Jacqueline Naomi Tierney
Dr Ramakrishnan Shobha

Dr Susan Margaret Gilby



Dr Samanmalee Deepika Ranasinghe
Dr Abraham Cherian

Dr Conor Dominic McGrath

Dr David Anthony Pirotta

Dr Andrea Schluter

Dr Michelle McMenamin

Nottingham

Dr lain Keith Moppett

Dr Paul David Marval

Dr Marco Andrea Giovannelli
Dr Arshad Mahmood

Northern

Dr Geoffrey Clifford Bedford
Dr Andries Louren Terblanche
Dr Karen Jit Naru

Dr Jason Eashy

Dr Sandeep Dhir*

Dr Karen Louise Simpson

Dr Diane Monkhouse*

North West

Dr Geoffrey Malcolm Knox

Dr Carole Elaine Pilkington

Dr Preye Andrew Zuokumor

Dr Bhaskar Saha

Dr Justin Roberts*

Dr Rowena Cockerham

Dr Sally Louise Wilmshurst

Dr Radha Ravi

Dr Devaraja Acharya

Dr Mark Francis Bramer

Dr Mulki Karnad Krishnaprasad
Dr Visweswar Nataraj

Dr Jonathan Barrie Norman

Dr Dominic James O’Connor
Dr Jonathan Richard Plummer
Dr Peter David Gregory Alexander*
Dr Hoon Seong Teo

Oxford

Dr lan James Rechner

Dr Andrew James McLaughlin

Dr Aleksey Bogdanov

Dr David Andrew Charles Wilkinson
Dr Mridula Ramchandra Rai

Dr Archana Shivaji Prabhu

Dr Catherine Clare Gardner-Thorpe
Dr Michael Wee Kong Lim

Sheffield

Dr Martin James Feast

Dr Lorcan Patrick Sheppard*
Dr Stephanie Caroline Glover

South Western
Dr Tasneem Ali
Dr Stephen Michael Boumphrey

Dr Sally Marion Katharine Nash
Dr Philippa Mary Marshall

Dr Mathieu Guy Ickeringill

Dr Judith Clare Stedeford

Dr Michael John Richards

Dr Matthew John Halkes

Dr Gurunath Basappa Hosdurga
Dr Jonathan James Walton

Dr Yasser Mahfouz Shouman
Dr Johan Matthys Adam De Beer*
Dr Simon Michael Lewis

Dr Margaret Lorraine Alderson
Dr Gary William Minto

Dr Adam Victor Skinner

Wessex

Dr Simon Gerald Pigot Williams
Dr Caroline Anne Fortescue

Dr Peter David Ross Berridge
Dr Elsbeth Dyson

Dr Anja Daniela Sabine Kuttler
Dr Stewart Briggs

Dr Sharon Maria Holland

Dr Vladimir Gorelov

Dr James Robert Craig

Dr Mariam Wiena Rice

West Midlands

Dr Barnaby James Ward
Dr Klaus Mahler

Dr Jocelyn Cheuk Lam Lee
Dr Clare Woodcock

Dr Jonathan Roger Mole
Dr Pyda Venkatesh

Dr Rupin Suresh Somaiya
Dr Sundaram Vijaya Gopal
Dr Mohan Sivarajaratnam
Dr Davinia Gail Bennett

Yorkshire

Dr Timothy Martin Jones
Dr Andrew Hollowbread
Dr Lisa Jane Milligan

Dr Helen Buglass

Dr Joanne Goring-Morris
Dr Kay Robins

Dr Mark Alastair Jackson
Dr Sarah Louise Monte

Dr Kenneth Inweregbu

Dr Thomas Edward Hollins
Dr Duncan Johnson

Dr Emma Louise Graves
Dr Steven Phillip Gill

Dr Reginald Edward

Dr James David Dodman
Dr Shelagh Bernadette Turvill
Dr Niteen Shriram Joshi
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Wales

Dr Aled Evans

Dr Margaret Nora Coakley
Dr Ursula Barbara Bahlmann
Dr Sahir Sami Rassam

Dr Christopher Terblanche*
Dr Richard Alun Roberts

Dr Richard Gregory Davies

Scotland - South East

Dr Douglas Duncan

Dr Shona Catherine Smith
Dr Marcia McDougall*

Dr Alastair James Thomson
Dr Rory Conn Dougan Mayes

Scotland — North
Dr Rajalingam Yadhunanthanan

Scotland — West

Dr Geraldine Ann Gallagher
Dr Kenneth McKenzie Pollock
Dr Christina Jane McLennan
Dr Martin William Wilson

Scotland - East
Dr Mohammed Faik Al Haddad*
Dr Jonathan Brian Whiteside

Northern Ireland
Dr Craig George Terrell Morris*
Dr Jeffrey Ryan Brown

Tri-Services

Dr Philip Martin Dalrymple
Dr Richard Mark Heames
Dr Barrie James Dekker
Dr Kristina Birch



At a meeting of Council of the College
on Wednesday, 17 December 2005, the
following were admitted/re-admitted as
Deputy Regional Advisers
(re-appointments are marked with an
asterisk):

Wessex
*Dr J Nightingale

Wales
Dr E Wright (in succession to Dr C Callander)

West Midlands
Dr J James (in succession to Dr C J Wilkins)

The following were admitted/
re-admitted as College Tutors:

Northern
Dr A S Orwin, Sunderland Royal Hospital (in
succession to Dr G A Lear)

Yorkshire
Dr A J Pinder, The General Infirmary, Leeds
(establishment of a second Tutorship)

North Thames (West)

*Dr P H Peel, Central Middlesex Hospital
(acting tutor for Dr A Wijetunge who is still
currently on sick leave)

North Thames (East)
Dr U | Bopitiya, Southend Hospital (in
succession to Dr J A Kinnear)

Mersey
Dr S Mallaiah, Liverpool Women’s Hospital
(in succession to Dr E A Djabatey)

North Western
Dr A D Haughton, Chorley District Hospital
(in succession to Dr A Vaidya)

West of Scotland

*Dr M D Smith, Royal Alexandra Hospital,
Paisley

*Dr A G Morrison, Wishaw General Hospital

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, Churchill House, 35 Red Lion
Square, London WCIR 4SG. 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.

Linking training and
workforce issues in
anaesthesia

Sir, — Peter Simpson (Bulletin 34,
November 2005, pg 1691-1693) writes
that the College estimates that 8,500
consultants would be needed for a
wholly consultant-delivered service. |
wonder how this approximately 47%
increase has been calculated, as a
substantially greater increase would be
needed in the department in which |
work.

A detailed analysis of our needs
shows that 40 consultants would be
needed in place of the current 17, an
increase of 135%. Extrapolated
nationally, this would represent a need
for 13,630 consultants, 5,130 more
than the College’s estimate.
Admittedly many assumptions, none
of which is likely to be entirely true,
have had to be made for the
calculation, but I believe that the
difference of scale is sufficient to be a
cause for concern.

I accept that there may be a time
when trainee numbers will need to be
reduced to prevent over-supply, but
submit that if the College’s estimate is
too low, then that time will be later
than predicted and the needed
reduction will be less drastic. There
are many reasons to wish to avoid
over-supply, but | fear that there is a
real risk that there will be another

generation with too few. Therefore |
hope that before committing to a
reduction in 2009 the College will
share the basis of its calculations more
widely within the specialty so that
there can be greater confidence in any
decisions that are made.

Some, of course, will ask whether
we need or even want a wholly
consultant-delivered service, and
whether the NHS could ever afford it;
and we might like to think about how
different anaesthetists’ jobs will be if
we get it. These, though, are questions
for another time, but need answering
before we can calculate the workforce
requirements.

S Millar, Consultant, Burton upon Trent

Author’s response: The points which Dr
Millar makes are perfectly valid for his
hospital. | would make three points.
Firstly, that many of the on-call rotas have
supervisory elements to them, which
would disappear if they were undertaken
by career grade staff. Secondly, if we
had a consultant-delivered service with all
the competence and experience that this
would give, | don’t believe that we would
employ the same organisational structures
within our departments as we do now.
Thirdly, the College is continuously
assessing workforce requirements and
discussing them with the Department of
Health and would certainly not embark on
a reduction of trainee numbers or any
other major change without detailed
planning. | was merely trying to illustrate
how the way we work will inevitably
change in the future.
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EDA exam

Sir, — Having gone through the process
myself, | was quite delighted to read an
established consultant, Dr H Klein’s
view (Bulletin 34, November 2005, pg
1734) about taking the challenge of the
European Diploma in Anaesthesiology
(EDA) examination, for which he is to
be congratulated.

This has set me thinking about the
role of this exam.

To quote one of the key messages
from the EDA training guide
concerning the purpose and meaning
of the exam: ‘The existence of an
international diploma for Europe goes
a long way towards solving the
problem of the potential employer in
one country assessing the competence
of an applicant for a post from
another country which may have very
different training programmes, and
possession of the EDA provides
evidence of a high standard of
training.

Currently, I think this Diploma in
its current form does not live up to
this expectation, since the future of
mutual recognition of this
qualification between the UK and
other European Economic Area
countries remains unclear. | had the
opportunity to speak to Dr Simpson in
Lisbon in 2004 after his talk about the
European Diploma (amongst other
respected functions as we know he is
the President of the Royal College of
Anaesthetists and Chairman of
Examinations of the EDA). In his
response he stressed it was a difficult
area since the training systems of the
individual countries were so different.
Therefore he did not envisage the EDA
would have more recognition or any
role in the UK training system.

The UK is a net importer of trained
doctors from overseas, and those
doctors with European qualifications
and the EDA who apply for consultant
posts here will be disadvantaged by

having an inferior exam on their CV.
The EDA is considered by the RCoA to
be the equivalent of the Primary
FRCA.

Were the RCoA to maintain this
view, the EDA's low profile would not
change. Therefore, the mission
statement of the EDA should be more
realistic and careful about the
potential of the EDA's role in current
and future recognition of a ‘high
standard of a training’ between EU
countries including the UK.
Alternatively, if the current mission
statement is thought to be appropriate
and valid, then the onus is on the
RCoA to help raise the profile of the
EDA in the UK.

| Darok, Staff Grade, Slough

President’s response: Although what Dr
Darok writes is quite correct, there are a
number of points to make.

Firstly, it is up to the regulatory bodies
of a country to agree that the competence
demonstrated by passing an international
exam is equivalent to that of part of or
the whole of a national exam, based on
the recommendation of the specialist
body. In the UK, the FRCA examination is
embedded into RCoA's curriculum and,
unless the EDA tested all the
competencies in that curriculum, it could
not be a substitute for the FRCA.

Secondly, the EDA was envisaged as
an internationally recognised test of
knowledge, which individual countries
might use as they wish. To practise as a
consultant in the UK, it is necessary to be
entered onto the UK Specialist Register
by whatever route. For overseas
graduates, the equivalence process is one
such route, but it is up to the GMC and
PMETB to decide what standards are
appropriate for this. If the EDA is offered
as part of this equivalence process, it
might be acceptable for PMETB as a
knowledge test, but would not contribute
to training for the CCT in the UK.

Thirdly, although being on the
Specialist Register is a necessary
formality when applying for a consultant
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post, it is the content of one's CV that
gets you there in a competitive world.
Possession of the EDA will undoubtedly
help this, but it must be remembered that
to achieve the EDA, one has to pass the
exam and be on the Specialist Register of
a European Country, having therefore
passed all the national tests too. So the
EDA is not a stand alone exam either.

Peter Simpson, President

Anaesthetist or
Anaesthesiologist...

Sir, — Congratulations to David
Wilkinson for his contribution on
‘anaesthetist or anaesthesiologist

etc’ (Bulletin 35, January 2006, pg
1773-1775). 1 found his final
conclusion very sympathetic — it's not
the name but our actions that count. |
used to teach that ‘patients are people’
and that visiting them before and after
the anaesthesia, as well as talking to
them in the anaesthetic room. was
what is important for them to
recognise us as doctors.

Admittedly, this was not always easy
and was one reason why private
practice was sometimes more
rewarding (not only financially). | was
always surprised by how appreciative
patients were and rather humbled
when they said: ‘Thank you for
coming to see me.

DDC Howat, retired Consultant

Sir, — Both are just too hard for most
members of the public to spell or
pronounce; and this includes members
of the media.

For example, a few years ago, the
Hawley Tool Museum in Sheffield was
phoned up by someone from BBC'’s
Horizon. They wanted to know about
Harry Brearley who, as you know
‘invented’ stainless steel. ‘What was
he?” they asked; reply ‘a metallurgist’.
This wasn't satisfactory as it would be
too difficult to read off the autocue.



Just an example of media standards;
and you thought Horizon was an
intelligent programme... What about
all the other less dedicated, not to say
lazy, journalists with deadlines who
can’t spell anaesthetist let alone
anaesthesiologist? Easier to omit the
word or substitute surgeon.

Sorry if this sounds negative.
Perhaps if we'd stuck with
‘etherisation’ and called ourselves
‘etherists’ the words would have been
hallowed by time. Then the
mediarists(!) might have found those
words easier to spell and pronounce?
A Padfield, Emeritus Consultant

Sir, —‘To change the name, and not the
letter/ Is a change for the worse and
not for the better’

I completely agree with Dr
Wilkinson, that changing our name
may indirectly cause chaos (Bulletin 35,
January 2006, pg 1773-1775). The
media, as already said, ignore us.
Whether this is intentional or simply
ignorance, is very difficult to say.
Overseas there are problems too, and to
add to our agony, in Indian films and
television soaps, nurses in their white
uniforms.still deliver anaesthesia.
Whether we should simply laugh at it
or pity ourselves, is a million dollar
question.

Examples of name changes leading to
total confusion can be seen in the name
changes of the big cities in India:
Madras to Chennai, Bombay to
Mumbai and now, Bangalore waiting
for its turn. Each caused only confusion
and no betterment in any aspect.

Hence, my belief is that we should
let our work speak for itself in
improving our recognition and status,
and not depend on our name. Let us
find more ways to communicate with
patients and the general public, and
prove our importance. Spread the
right message, rather than depending
on a name change to help us to
become recognised.

Ultimately, ‘I still am an Anaesthetist
and | always want to remain one.

Dr P K Raju, Clinical Attachment, Salford.

First names

Sir, — | write in support of the
comments of Dr Aileen Adams
(Bulletin 35, January 2005, pg 1784)
with regard to the use of first names. |
would not, however, agree with her
that her dislike of the use of first
names is old fashioned. To meitisa
matter of common courtesy or, should
| say, discourtesy.

It has, however, badly infected the
nursing service. In a recent hospital
admission, | was greeted by a ward
nurse who announced: ‘My name is
“James” and | am your “named nurse”.
In fact, I never saw him again but that
is irrelevant. As has happened before,
he asked me what | wanted to be called.
This question always irritates me. | am
tempted to reply, ‘by my name’ but that
would be facetious and inappropriate to
someone who is probably simply
following nursing guidelines.

During my years as a hospital
doctor, I never addressed a patient by
their first name and see no reason why
I should be so addressed by people |
have never met before and may never
meet again. Furthermore, | find being
asked what | wish to be called
embarrassing. | realise that this is not
the intention but, were | to reply ‘Dr
Zorab, as | would wish, this would
appear pompous — perhaps | am!
However, | weakly compromise by
saying ‘I don’t mind, Dr Zorab or
John, if you wish.

The perception of the nurse is that
the use of the first name is more
‘friendly’. 1 do not find it so and
believe that all patients should be
addressed by their surname, preceded
by their normal title (Mr, Mrs, Dr or
whatever). In the event that the
surname is not immediately to hand,
Sir or Ma’am are perfectly acceptable.

If the patient so chooses, they can
always say ‘please call me John’ or
whatever, later in their admission.

J Zorab, retired Consultant, Bristol

Anaesthesia and
childbirth

Sir, — As expectant parents, my wife
and | were given ‘The Pregnancy Book’
published by the COl WHAT IS
THIS?for the Department of Health
(DoH) in 2005. As we were going
through it, we came across a section
called ‘Who’s who?’, in which all the
people taking care of the mother
during pregnancy and childbirth are
listed, along with a brief discussion of
their roles. The list included the
hospital midwife, community midwife,
GP, obstetrician, paediatrician,
dietician, physiotherapist and even
students who may accompany these
professionals. There is no mention of
the anaesthetist.

I am aware that all women will not
see an anaesthetist. However, my
personal experience as a Registrar in
Anaesthetics has been that | have often
been called for trials, epidurals, spinals
for Caesarean sections, explanations of
pain relief, and even the siting of
intravenous cannulae. To my
astonishment, the DoH published this
book after consulting all the ‘relevant’
Royal Colleges, but not the Royal
College of Anaesthetists. Is this due to
an oversight on the part of the
Department Of Health? Could this be
the reason the general public is not
fully aware of the role of the
anaesthetist?

Although the anaesthetist has been
mentioned in another section of the
book ‘Pain Relief In Labour’, the
information given is not adequate. |
think the anaesthetist ought to be
mentioned in the ‘Who’s who?’ section.

D Haldar,SpR, Manchester
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ADVERTISEMENT

The Mersey School
Anaesthesia & Perioperative Medicine

Final FRCA MCQ Course

Five Intense Days (8am — 8pm)
Close Analysis of MCQs With Emphasis On:

Medicine
Intensive Care
Neurosurgical Anaesthesia
Paediatric Anaesthesia
Chronic Pain
Statistics

Feedbacks of September 2005 Course:
‘All 1 had hoped from the course was delivered
‘Very well organised. Worth attending. Gives confidence.

‘Very good practice of Medicine questions which | always hated. | feel more confident now!
‘Very useful. | realised | was not the only one struggling to do the MCQs better’
‘Excellent. | now know that | don’t know enough medicine.

‘Thoroughly enjoyed the course and would recommend it
‘I benefited immensely.

‘I suggest increasing the duration of the course, start on the Saturday and finish on Friday or Saturday.
‘Maybe the course could be made six days — possibly start on the Sunday.

‘Wish | had come before the last exam!’

‘Excellent. Really well organised. Makes you really think about the questions.’
‘Excellent course — achieved far more than would ever manage on my own.

‘Good format. Initial sceptics rapidly won over.’

‘Excellent course. Very well organised. Thank you for the effort.

‘Anyone expecting spoonfeeding can forget it. This is a hard course but, the more you put in,
the more you'll get out of it. Well worth the effort.

‘Time well spent.

‘This course, like all Mersey courses, is excellent and lives up to its name. Adding Physics questions
was very appropriate.’

‘Good location!

‘Very good bank of MCQs. Great to get together with colleagues. Excellent organisation
and facilities. Would strongly recommend it.

‘It made me sit with colleagues for more than 8 hrs per day. (Never did that before this course)’

Venue - University Hospital Aintree, Liverpool

Monday 10th — Friday 14th April 2006

Open to All
Course Fee £300 (Breakfast & Lunch)
Applications: debra.linacre@aht.nwest.nhs.uk
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The Mersey School
Anaesthesia & Perioperative Medicine

Mersey weekend series

Final FRCA Examination

SAQ WEEKEND

(The Mersey Method)
2.00 pm, Friday 31st March —4.00 pm, Sunday 2nd April 2006
Master Classes

The Mersey Method of Approach to the SAQ Paper
Supervised Practice & Analysis

Primary FRCA Examination

VIVA WEEKEND

2.00 pm Friday 28th April — 4.00pm Sunday 30th April 2006
INntense Viva Practice

The aim of the Weekend is to suffuse the candidates with so much exposure to
Viva Practice that, on the day, they will be immune to the

Stress & Stupidity
that so often spells
Disaster

Primary FRCA Examination

OSCE WEEKEND

12.00 pm Friday 5th May — 16.00 pm Sunday 7th May 2006

Master Class in Communication Skills
Master Class in Oral Presentation Skills
Practice at OSCE Stations
Analysis of OSCE Stations

Venue - University Hospital Aintree, Liverpool

All weekend course fees — £250
(including breakfasts and lunches)

For details, comments and application forms please visit our website at: www.msoa.org.uk
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XXth EDINBURGH
ANAESTHESIA FESTIVAL

‘ By N '
] rjw N " N, \ f
XXthjEd'ihburgh Anagsthesia Festlval\‘ '
23rd to 25th August 2006

The Edinburgh Anaesthesia Festival is organised by the
University Department of Anaesthesia, Critical Care and Pain
Medicine at the Royal Infirmary of Edinburgh to coincide with the
2006 Edinburgh International Festival of the Arts. The three-day
programme will consist of lectures and discussion on current
topics in anaesthesia. The lecturers are from all parts of the
United Kingdom and represent leading opinions in their field.

For further information, contact:

Mrs C Middleton, University Dept of Anaesthesia, Critical Care &
Pain Medicine, Royal Infirmary, Little France, Edinburgh EH16
4SA. Tel: 0131 242 3292, fax: 0131 242 3138,

email: cindy.middleton@ed.ac.uk.

Cambridge Final FRCA Course
Addenbrooke’s Hospital, Cambridge
20th — 22nd March 2006

Interactive Tutorials
VIVA Practice
SAQs & MCQs

Course Director: Dr R Tandon

For further information, please contact:
Mr Ashley List,

Postgraduate Medical Centre
Box 111

Clinical School
Addenbrooke’s Hospital
Cambridge CB2 2SP

Tel: 01223 217059
al450@medschl.cam.ac.uk

“Excellent topic selection, very useful for the exam”

Registration fee: £300.00
Places on the course are limited, therefore early application is
advised.

Addenbrooke's Hospital INHS |

Cambridge University Hospitals NHS Foundation Trust

BOAS ™

British Ophthalmic Anaesthesia Society

8th ANNUAL SCIENTIFIC
MEETING
28-29 JUNE 2006
at The Burlington Hotel,
Birmingham

Programme to include
General anaesthesia in ophthalmic surgery
Back to basics  Guest lecture — Occulopressure
Subspecialty ophthalmic surgery  Topics in continuing
education  Free paper prize  Topical anaesthesia
debate  Case scenarios.

Organising Committee
Mr Ken Barber
Dr Monica Hardwick
Dr KL Kong

For further details please contact: boas06@aol.com or visit
our website at www.boas.org.
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Neuroanaesthesia Society
of Great Britain & Ireland

Annual Scientific Meeting

11th & 12th May, 2006
Thistle Hotel, Brighton, UK

Functional brain imaging — Neuroanaesthetic training
RESCUE Trial — ICP Monitoring — Hypertonic saline
Microdialysis

Keynote Address by Prof Urban Ungerstedt,
Karolinska Institute

CEPD Approved for 10 points

Registration from £295 (Members) £150 (Trainees)
Dinner at The Royal Pavilion
Full social programme

Application form and further details available from
www.nas2006.org or contact Dr WAL Rawlinson,
Princess Royal Hospital, Haywards Heath

01444 441881 (Extension 8237)




Cambridge Final FRCA VIVA DAY
Addenbrooke’s Hospital, Cambridge
17th June 2006

Consultant Led, Intensive VIVA Preparation Course
Exactly Like Exam

Course Director: Dr R Tandon

For further information, please contact:
Mr Ashley List,

Postgraduate Medical Centre
Box 111

Clinical School
Addenbrooke’s Hospital
Cambridge CB2 2SP

“Consultant led, intensive VIVA preparation course giving
trainees extensive VIVA practice for the exam. The course
also gives insight into the examination process by giving
candidates the experience of being an examiner

Tel: 01223 217059
al450@medschl.cam.ac.uk

The aim of the day is to provide candidates with enough VIVA
practice to give the required preparation and confidence to
pass the exams.”

Registration fee: £200.00
Places on the course are limited, therefore early application is

advised. Addenbrooke's Hospital [N fKY

Cambridge University Hospitals NHS Foundation Trust

MEDICAL
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)
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London Trauma Conference
Delivering answers to difficult and controversial
issues in trauma care

Chaired by Dr Gareth Davies To book your place call:

and Dr David Lockey of the

London Helicopter 0161 209 3425

Emergency Service or visit
www.londontraumaconference.com

Full conference programme and speaker
details available online

Exceptional speaker list
from the UK and overseas

Regent’s College, London 3—-4th May 2006

The Association of
Anaesthetists of Great
Britain and Ireland

16-17 March 2006

AAGBI Scottish Seminar

‘Intensive Care in the Operating Theatre’;
‘Perioperative Blood Management’
Scone Palace, Perth

21-23 June 2006
GAT Annual Scientific Meeting,
Newcastle upon Tyne

19-22 September 2006
Annual Congress, Aberdeen

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@aagbhi.org
website www.aagbi.org

Cannabis and cannabis
based medicines:
Potential benefits and
risks to health

This report from the Royal College of Physicians takes an
objective and careful look at the evidence on cannabis-
based medicines. Their ability to treat conditions such as
multiple sclerosis and chronic pain, to reduce the sickness
caused by chemotherapy, and to counteract the loss of
appetite in AIDS patients, is examined. Each is considered
in the light of the pharmacological effect of cannabinoids,
their efficacy in comparison with other medicines, and the
results of clinical trials.

Price: £12.00 (UK) £14.00 (overseas)
ISBN: 186016 254 1
Published:  December 2005

To order your copy call 020 7935 1174 ext 358 or visit
http://www.rcplondon.ac.uk/pubs/brochures/pub_pri
nt_cannabis.htm
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Associate Fellow

November 2005
Tomas Jovaisa

December 2005
Mohmad Yaqooh
Ivan David

Appointment of Members, Associate
Members and Associate Fellows

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

Associate Members

December 2005
Saumshi Koodligi Nagaraj
Sarojbala Sonaji Patil

Members

November 2005

Michael Joseph McDonagh
Patrick Joseph Breen
Ramesh Nath Lingutla

January 2006
December 2005 Noriyuki Amemiya
Dr Manoj Indraka
Mallikahewa

Dr Ali Jawad Abbas

Deaths

The College regretfully
records the deaths of the
following Fellows:

Dr Francis Kenneth
Boston, Rutland

Dr Donald Braid,
Dunbartonshire

Dr David Chadwick, USA

Dr Elizabeth Isla Hayward,
Camberley

Dr David Cullen Hodgson,
Oxford

Dr Deane K Morgan,
British Virgin Islands

Dr Nicholas Misplee
Green, USA

Dr James Armour Monro,
Hastings

Dr Alan Hewett Phillips,
Newport

Dr Goeffrey Fred
Markham Pierce, Windsor

Dr Joseph Smyth,
Liverpool

Dr James Douglas
Whitby, Kettering

Appointment of Fellows
to consultant and
similar posts

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

Dr Johanna K Bray, St Mary’s Hospital, London

Dr R Cockerham, Manchester Royal Infirmary

Dr Mohua Jain, Wellington Hospital, New Zealand

Dr Andrew Johnston, Addenbrooke’s Hospital, Cambridge
Dr Mulki Karnad Krishnaprasad, Royal Lancaster Infirmary
Dr Jamie MacDonald, Aberdeen Royal Infirmary

Dr M McDougall, Queen Margaret Hospital

Dr Pradeep Kumar Prabhu, Royal Surrey County Hospital,
Guildford

Dr Gareth Thomas, Hope Hospital, Salford

Dr Simon Whyte, British Columbia’s Children’s Hospital,
Vancouver, Canada
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