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In this article Drs Asif and Crowley make
a fundamental error. They state ‘the
BM]J's classified job section claims to
have 100% coverage of advertisements
for all consultant posts.” This is incorrect.
Foundation trusts are not obliged to
advertise in printed journals and may
confine their advertisements to their own
websites. Recently, a foundation trust
advertised a post on its website during

a holiday month. The closing date was
six days after appearing on the website
and the interview date was ten days after
closing. | do not know if this was an
isolated example or whether there are
other similar instances. If it is happening
elsewhere then it would reduce the
reliability of the figures and might explain
the apparent fall in advertised posts. It
could also explain the reduction in posts
with a sub-specialty interest as these
may well be the sort of posts that are
advertised in a limited manner.

If, with the increase in numbers of
foundation trusts, this manner of
advertising becomes commonplace,
potential applicants would need some
kind of search facility to scan these
websites as one cannot expect to consult
all hospital websites on a weekly basis.

Dr M Pegg, Consultant Anaesthetist,
London

Dr Asif and Dr Crowly have missed one
factor in their article, perhaps because
they wished to avoid the issue.

It is well known that most of the
consultant posts that had been vacant

for number of years due to the shortage
of CCT holders have been filled by the
doctors from new member countries of
EEC during the last few years. Had this
not happened, there would still have been
more vacancies than the yearly output

of British CCT holders, at least for a few
more years.

They also suggest that the supply of
specialists can be controlled by controlling
the training numbers. Reducing the
training numbers in NHS would only
reduce the number of eligible British
trained candidates for the number of jobs
available. It would not stop any eligible
EEC candidate applying . This factor is not
taken in to account in the demand and
supply equation in the job market.

Declaration of interest: | am a CCT holder
without a permanent position.

Reply from Dr Asif and Dr Crowley
Thank you for your letter in response to
our article. Our aim was not to analyse the
demand for these posts and no reference
has been made to applicants or the country
of origin of any applicant for any of these
2,760 posts. The issue of EEC trained
anaesthetists applying for consultant jobs
has not been avoided but was simply not
an objective in this study.

In our discussion we refer to the market
forces of supply and demand; our article
analysed supply rather than demand. In
the current competitive consultant job
market, NHS Trusts are looking for the
highest quality applicants and competition
is high. Some EEC trained CCT holders may
be eligible to apply for advertised posts.
Whether Trusts appoint them or UK trained
applicants holding a CCT remains an issue
for the individual trusts involved and not

the authors of this article. We wish
you luck in your quest for a substantive
consultant appointment.

Dr Mark Crowley, Consultant
Anaesthetist, Oxford Radcliffe NHS Trust
Dr P Asif, Specialist Registrar, Warwick
Hospital

Informing patients:
a’'must'not a

1 !
maybe
Bulletin 44;July 2007:2233-2235

| wonder how many of those who read
Madeleine Wang's article describing her ‘bit
of a scrap” with a surgeon who disagreed
with the need to inform patients of the risk
of inadvertent peri-operative hypothermia
were on the side of the surgeon? | know
from discussions in the coffee room that

| am not the only one, and | do not know
of anyone who actually does inform the
patient of this risk.

| was recently informed by email that our
new anaesthetic record will have a tick
box to record that we have ‘discussed

all material risks" with the patient. But
what can this mean? The verb used is
"discussed’, so it is clearly not sufficient
to have told the patient there are risks,
or to have asked them if they have any
questions, or even to have listed all
possible complications. We know there
are complications of which the patients
are unaware, but we cannot know which
of these may be of interest to the patient.
To “discuss all material risks” with the
patient can only mean we have to list

all possible complications and discuss
each one. It would seem not to matter
whether or not the patients are interested
— they must be discussed.

| realise some may view this as apostasy,
but | suggest this course of action is:
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1 Impossible

No anaesthetist can have a complete
knowledge of all side effects and
complications reported of any given
technique and of all drugs that may be used,
not even for a standard general anaesthetic.
Until a recent case report in Anaesthesia,'

| had never heard of the Takotsubo
syndrome, and nor had anyone else | know.
(I have not met anyone who claims to

know of it since this article, but that is a
different matter!) If patients want general
information, then it could be argued that
nowadays, with internet access, it is their
responsibility to find out, and | will answer
queries and supply information pertinent to
the local circumstances, e.g. my own success
rates at this particular procedure.

2 Impractical

If this policy is carried out, pre-operative
visits would last 30—45 minutes, and
theatre throughput would be severely
reduced. If there were to be a complete
discussion of the relative advantages

and disadvantages of a tracheal tube vs
a LMA, this alone could last easily more
than 15 minutes — Brimacombe’s book on
the LMA? is over 600 pages.

Do our managers really want us to do this
and to renegotiate our job plans because
we now have to spend 30—45 minutes per
patient on a pre-operative visit? Of course
not — they want us to carry on as normal
but pretend to do something different, so
they can pretend to believe us.

3 Not required

How many patients want to be presented with
a complete meta-analysis of every possible
complication by their anaesthetist whom
they have met a few hours before surgery?

Medicine could learn much from prospect
theory, a discipline from economics that
examines how individuals manage risk
and uncertainty.> Solutions Individuals
presented with identical problems alter
their decisions according to the context
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in which the problem is framed. Ask a
question like ‘...do you want to know
everything that could happen?’ of three
different groups — a group of healthy
people obtained at random, a group of
patients who have suffered a medical
mishap and are taking legal action, and
a group of patients a few hours before
surgery — and | suspect you will obtain

a different pattern of answers from each
of these dissimilar groups. Clearly, what
happens in law courts is of relevance, but
may not be a good guide to what is the
right thing to do in normal circumstances.
| always tell patients that there are many
other complications that have been
reported over the years and ask if they
want to discuss these. No-one in over 20
years has ever taken me up on this, but
clearly this is now substandard practice.

4 A flawed and ill-defined concept
When you ask advocates of the ‘tell

all’ philosophy what is meant by ‘all
material risks’, you obtain no clear
answer. Generally, they retreat from the
definition that it means ‘all risks’, but are
unable to give a clear definition of what is
‘material’, and we are left with a number
of dilemmas for which there is no answer.

What should you tell patients about
complications that are rare and of which
there is considerable uncertainty? The
Takotsubo syndrome, referred to earlier,
is an acute stress induced left ventricular
dysfunction that can occur during general
anaesthesia, and occurs mainly, but not
exclusively, in Japanese females. There is
some uncertainty about the exact nature
of the syndrome or even if it exists as a
distinct entity. Even if you knew of its
existence, should everyone be warned of
this syndrome, or only women, or only
Japanese women? Should the patients be
told it might not actually exist at all?

What should you tell them about
complications that have occurred only once?

What about complications that have not
yet occurred? Some complications will be
sufficiently rare not to have occurred yet.
Logically, we should warn the patients
there might be complications about which
we can tell them nothing because they
may be the first to experience them.

Should they be warned of the possibility
of hospital fires (if the theatre fills

with smoke, we may have to evacuate
theatres and leave them there!), pipeline
misconnections, power failure, and of
events that the insurance industry would
call ‘Acts of God'?

| think that ‘discussed all material risks' is
such a vague and slippery concept that it
almost devoid of any useful meaning.

Dr | Kestin, Consultant Anaesthetist,
Glasgow
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Mrs Wang has done an excellent job
describing the current perspectives on
paternalism and autonomy within the
clinical arena, and the information needs
of the patient which allow full autonomy.
However, | can't help but feel that

these two concepts describe extremes

of ethical behaviour, neither of which is
fully applicable to the normal day-to-day
patient interactions that occur.

The anaesthetist—patient relationship is
unique. In few other medical situations
does a doctor seek advice and input
from a patient, and then completely
remove their autonomy, only to return it



again once the job is done. As such, any
autonomy is dynamic throughout a short,
but intense relationship.

A patient needs to be rational and in
control, in combination with being fully
informed, to be autonomous. The provision
of information is perhaps the easiest of
these three elements and, in my opinion,
this is generally done comprehensively
and thoroughly. Rationality and control
constitute more of a problem. The majority
of anaesthetist—patient interactions

occur either the night before, or on

the morning of a planned anaesthetic.
Rationality is altered by anxiety and fear;
fear of anaesthesia, the unknown, loss

of control and of the doctor or hospital.
Control is disrupted by a strange location,
lack of privacy, and absence of a usual
support network, and is influenced by
predetermined ideas, previous experience
and baseline knowledge. How then can
we apply the theory of autonomy to the
majority of our patient group to whom all
of these factors apply in varying degrees?

Along with full autonomy must

go responsibility: for the extent of
understanding the information offered, for
seeking clarification, and for the ultimate
decision made on the basis of this. What
more can a pre-operative visit offer, if it

is not the opportunity for the patient to
ask questions and clarify any confusion

or concern they might have? If we are
truly applying autonomy, then our patients
need to accept this responsibility and not
seek to alter the situation retrospectively.

| agree with the principle of respecting
the patient’s autonomy as far as any of
our patients are truly autonomous. | feel
that an approach balancing autonomy
with paternalism, combining the best
available evidence with the views and
wishes of the patient and the beliefs
and experiences of the doctor, is more
likely to achieve a satisfactory outcome
for all involved than the burdening of

every patient with over-information and
unrequested responsibility. In my opinion,
all anaesthetists need to provide the
appropriate information for the patient in
front of them.

Dr J Stimpson, SpR Anaesthesia,
Peterborough

Mentoring for self
development

Bulletin 44;July 2007:2225-2228

The guest editorial on mentoring was
interesting.

Anaesthetists, though part of a team,
frequently work alone. Our conduct often
sets the tone of an operating list, and
most of us put on a good show.

Consultants can easily slip into a

clinical groove over a period of time.
Commitments and a busy workload could
result in a missed opportunity to develop
professionally in the broader sense,
despite individuals fulfilling continuing
medical education requirements
depending on their interest.

The development of consultants is not
a high priority for hospital management
or the human resource departments,
especially where it comes to service
specialties such as anaesthesia. Over a
period of time individual anaesthetists
may therefore feel a sense of under-
achievement.

Furthermore, if unfortunately there is a
breakdown in the working relationship
with a surgical colleague, this can
cause great difficulty at work. Private
practice can also interfere with open
communication with colleagues.

A good appraisal process can help
address some of the issues but appraisal
is done only once a year and is moving
from being formative to a summative

process.

Mentoring could clarify the individual’s
departmental role and prevent many
problems. Finding a mentor may not
always be easy, but it would help address
many of the above issues and may lead us
to a more fulfilling career.

Dr M Shah, Consultant Anaesthetist,
Leeds

The party planners

Bulletin 44;July 2007:2230-2231

| read with interest and dismay Dr

K McCombe's article on the public
perception of anaesthetists, further
reiterated by the survey results of Dr M
Wee and Dr S Mathieu in their letter
in the September Bulletin (Bulletin
45;September 2007:2314-2315).

It's a blow to the integrity of our
profession that, despite the increasing
role of anaesthetists in acute illness,
intensive care, peri-operative care, and
acute and chronic pain in the last decade,
nearly 60% of patients were unaware

if anaesthetists were qualified doctors
and the majority considered us to be
“technicians’. | agree that this perception
needs to be engineered in a positive
direction, perhaps towards anaesthetists
being placed on the same pedestal as
specialist physicians.

| believe that the following actions could
contribute towards improving matters.

1 Spending some quality time with
elective patients pre-operatively
(possibly on the day before operation)
or at pre-assessment clinics, introducing
ourselves as doctors (rather than
anaesthetists), discussing issues around
pre- and post-operative care and
advising on improving overall health.

2 Making regular post-operative visits
and showing compassion and care

Bulletin 46 November 2007 2369



regarding post-operative issues. This
will remind the patient of our wider
role relating to surgery and recovery
and will foster an appreciation of our
role as doctor/anaesthetist.

3 The College could play a great
role in increasing the exposure of
undergraduates to anaesthesia and
critical care in their curriculum training,
as it will help to raise our profile
with the younger generation and the
community around them.

| can assure you that these suggestions
work as | have known of anaesthetists
who follow them and who have overheard
or received messages from patients via
ward staff —‘Oh, that's a nice doctor, isn't
he?'

Dr R Harish, Consultant Anaesthetist,
Swansea

* kK

Thanks to Dr McCombe for her work
into how anaesthetists are viewed by
the public. | read with interest her views
on how we can raise our profile. These
included increasing our presence on
television, National Anaesthesia Day,
using patient leaflets and promoting our
profession at an undergraduate level.

| propose a further way that could be
used to raise our profile as a medical
profession. This can be done during
our routine pre-operative anaesthetic
consultation.

This time should not only be used for
clinical assessment and to plan the
anaesthetic management with the
patient, but could also be used for patient
education. This education should be

seen as part of the process of obtaining
informed consent prior to anaesthesia.

Patients should know that their
anaesthetic is to be given by a medically
qualified specialist. They should know
who we are, how we got there, what we
plan do to them and why. If they require
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further information and explanation,
these should be provided in a timely
manner with the details documented

in the patient record.! Patients should
know that we are to be their advocate
while they are anaesthetised — vigilant,
dealing with problems that may arise,
and never leaving their side until we have
safely returned them to consciousness.
Before | hear you cry that no time

is made available for this extensive
consultation, | remind you that it is our
duty to provide good communication

and sufficient information tailored to the
needs, circumstances and wishes of the
individual patient.2* Once this has been
done, patient understanding and informed
consent will follow.

Through this process, we will be able to
change the public’s perception of us, one
at a time and will gain their respect and
trust. This will ultimately lead to better
communication and the improved care
that we strive to deliver.

‘Change in all things is sweet’
Avristotle

Dr N Christelis, Consultant Anaesthetist,
Melbourne, Australia
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Appointment
of Members,
Associate
Members and
Associate
Fellows

The College congratulates the
following who have now been
admitted accordingly:

Associate Fellows

July 2007

Martin Omokhegbele Odion
Akioyame

Christiaan Johannes de Klerk
Laszlo Hollos

August 2007

Andrzej Krol

Johann Martin Harten
Venkatasubramanian Srinivasan
Arystarch Makowski

Meinolfus Wolfgang Maria
Straetling

Members

August 2007

Olaf Sander

Khalid Mohammed Hanish
Samir Manjunath Pai

Associate Members
August 2007

Malgorzata Hone

Regina Sabine Helga Thomsen
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PAYNE-STAFFORD-TAN

AN AWARD FOR CLINICAL EXCELLENCE

This award was established through the generosity of an
American friend of the College, Mr Norman Knight. The aim is
to mark excellence in clinical practice, teaching or research in
anaesthesia, critical care or pain management. The award is
open to any Fellow or Member of the College, and comprises
a grant (to a maximum of £1,000) to be used for educational
purposes such as attendance at a major conference or the
purchase of educational materials. The recipient will be
expected to provide a short report outlining how the funds
have been used.

Nominations are now invited for the 2008 award, and
must be made by a Fellow or Member of the College on
behalf of another. The nomination should be in the form

of a letter outlining the particular merits of the individual
nominated, and should be accompanied by a full curriculum
vitae. Nominations should be addressed to Professor D

J Rowbotham, Chairman of the Academic and Research
Committee at the College, before the closing date of
Friday, 11 January 2008.
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The Royal College of Anaesthetists’ Bulletin is published
bi-monthly and distributed to over 13,500 anaesthetists
worldwide, the vast majority being in the UK. Being so
widely distributed, it is obviously seen by many other
professionals who work alongside anaesthetists.

Advertisements for courses and meetings from
anaesthetic societies, or those organisations that are

of interest to anaesthetists, are accepted with prior
approval of the Editor or Editorial Board. Each advert is
generally placed to the rear of the Bulletin amongst the
other notices.

Text and any image, logo or crest should be submitted
to Mrs Mandie Kelly or Mrs Edwina Jones by email
(bulletin@rcoa.ac.uk). Please ensure that images are at
least 300dpi in resolution and are sent as a separate file
(rather than embedded within a Word document) which
will ensure higher quality. Preferable formats are TIFF,
JPEG, EPS or high-quality PDF.

The size of the advert is to some extent dictated by
content and the layout of all adverts will be in keeping
with the Bulletin style and design. Please note that we
do not use loose inserts in any issue and cannot supply
the names and addresses of our members for marketing
or commercial purposes.

Prices below are per issue and are subject to VAT at the
current rate:

Advert Size Rate

Quarter page 88 mm by 118 mm £210.00
Half page 88 mm by 240 mm £415.00
Full page 181 mm by 240 mm  £675.00

A 20% discount is available if advertisements are placed
in six consecutive issues and are paid for in advance.
Please supply a contact name, email and full address for
the invoice.
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ADVERTISEMENT

The Mersey Viva Weekend Series

The Aim of the Viva Weekend Courses is to
Suffuse the Candidates with so much Exposure to the Viva Challenge
that, on the day, they will be
Immune to the Stress & Stupidity
Which so often & unnecessarily
Leads to Disaster

Final Fellowship Examination
2.00 pm Friday 30th November - 4.00 pm Sunday 2nd December

FINAL FRCA VIVA WEEKEND

MENU
Long Cases Basic Sciences Intensive Care
Short Cases Anatomy & Nerve Blocks Statistics

Primary Fellowship Examination
2.00 pm Friday 28th - 4.00 pm Sunday 30th December

PRIMARY FRCA VIVA WEEKEND

MENU
Measurement Physics & Statistics Equipment
Physiology Anatomy & Nerve Blocks Pharmacology

“Quite ingeniously organised”
“Fantastic course”
“Definitely the best ever intense viva practice than one can have in the limited time”

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

£250
Breakfast, Lunch & On-Going Refreshments
Aintree Hospitals Liverpool

For Details, Application and further commendation:
www.msoa.org.uk

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

POSTSCRIPT
Best viva result to date - 86% Worst viva result to date - 79%

THE MERSEY VIVA WEEKEND SERJES
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ADVERTISEMENT

The Mersey Primary OSCE/Oral course

14.00 Friday 4th - 16.00 Friday 11th January 2008

OSCE/Orals Course 21st - 28th September

“Excellent course, very well organised”
“Thank you very much, well organised as always.”
"An excellent course. Good variation of activities during the day
and flexibility of study time."
"Helpful, friendly Faculty. Formal and informal
at appropriate times.”

“Viva roundabout useful as were the silent osce etc.
Master classes all very good.”

“Good course. Enjoyed and feel that | have learnt a lot”

“Felt that this course was quite intensive and just what was
needed to get candidates in the right mode for the exam.
Facilities were excellent and the food facilities were fantastic

“Personally, | think it's an amazing course. | can more than
confident of passing the OSCE now.”

“Good. Focused. Useful viva/OSCE practice”
"Put under pressure from the start.
“No shying away” approach — great!”

“Covered all worrying sections of exams. | feel prepared now and
am aware of my weaknesses.”

“Really appreciate input from guest examiners and actors- very
professional/ constructive criticism. Interactive, stressful, no
opportunity to shy away — exactly what | needed.”
“Learnt more and progressed more this week than thought
possible. Helpful faculty. A lot of my many concerns
covered in this course. Many thanks.”

“Worth the time and money.”

“Finished 10 times more fine tuning than | could have done
alone at home”

“Best as ever. Thank you.”

“Very happy with the course overall, especially with the formal
OSCE and viva.

“Everyone was very helpful. Will definitely
recommend the course to others.”

‘It was a very excellent course indeed.”

‘I have benefited a lot from this course. | have become
more confident and my stress level has gone down while
| face examiners!”

“Indeed | enjoyed this week long course very much..
“Well done to Alll Thank you.”

"Registrars and course organisers were extremely helpful.
They were very good. Thank you.”

“Mike (On-Going Refreshments) had arranged everything for us
very well. Thank you.

“The course is worth the time and money. | am now more
confident and more aware of how the OSCE and Viva work.”

‘I think that the final set of ‘Intelligence’ papers should be
presented to us slightly earlier and then we have a little more
time to go through it

“One examiner in viva (Friday) was very tough — had terrible
facial expression and was almost violent in her verbal responses
— she needs help!”

“Excellent preparation.”
“The course was brilliant!”

“| believe you have achieved your aim to create stress.
I feel rubbish but much happier about the exam.”

“Dr Gray needs to chill out”

MENU

The Simulator OSCE
Communication Skills

Base of Skull
Primary Radiology
History Taking Skills
Formal Mock OSCEs

Viva Roundabouts
Clinical Skills
Quick Fire Experience
The Stress Factor

Viva Presentation Skills
Machine Checking
Critical Incidents
OSCE Slide Show

Clinical Examination
Formal Mock Vivas

© © 0 0 0 0 0000000000000 00000000000 0000000000 000000000000 0000000000000 000

Aintree Hospital, Liverpool: 08.00 — 21.00 Daily
£600
Breakfast - Lunch - On-Going Refreshments
Very Hard Work But Greatly Enjoyed & Well Worth It

© © © 0 0 0 00000000000 0000000000000 00000000000 0000000000000 0000000000000

ee 00000000000
e e 0000000000

*Dr Gray is now too old to “chill out” whatever that might mean
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Deaths

It is with regret that the College
records the deaths of the Fellows
listed below.

Dr Yeshwant Bhojraj, Bombay
Dr Richard S W Bruce, Australia
Dr Louis Hamilton, Derbyshire
Dr Louis Khan, Middlesex

Dr Robert E Loder, Devon

Dr Peter Pyle, Shaftesbury

Dr Geoffrey Way, Surrey

The College is able to receive brief
obituaries (of no more than 500
words), with a photo if desired, of
Fellows, Members or Trainees.

The obituaries will be published on
the College website for a period of
three months, after which they will
be moved to a permanent archive.
Please email your text and any
photo to website@rcoa.ac.uk.

Association of
Anaesthetists of Great
Britain and Ireland

WINTER SCIENTIFIC MEETING
16—18 January 2008
London

More detailed information can be
obtained from Emma Hollington/
Nicola Heard, Educational Events
Co-ordinators, 21 Portland Place,
London W1B 1PY

tel 020 7631 8808/8805

email meetings@aagbi.org

fax 020 7631 4352

website www.aagbi.org.
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Appointment
of Fellows to
consultant
and similar
posts

The College congratulates
the following Fellows on their
consultant appointments:

Dr Fazil M Ashig, Basildon Hospital,
Essex

Dr John Barnes, Trafford General
Hospital, Manchester

Dr Joseph J Carter, Queen Elizabeth
Hospital, King's Lynn

Dr Tim Murphy, Freeman Hospital,
Newcastle-upon-Tyne

Dr John S Muthiah, Dumfries and
Galloway Royal Infirmary

Dr Aidan J O’'Donnell, St John's
Hospital, Livingston

Dr Nicholas J Pickstock, Lancashire
Teaching Hospitals NHS Trust

Dr John L Pike, Pinderfields
Hospital, Mid Yorkshire NHS Trust

Dr Khaled A Razouk, Wishaw
General Hospital

Dr Dhandapani Sethuraman, Royal
Liverpool University Hospital

Dr Claire E Waters, Whipps Cross
Hospital, London

Apology

We apologise to Dr Jayesh Menon,
recently appointed Consultant at
Stepping Hill Hospital, Stockport, for
listing his name incorrectly in the
September issue.

College staff

College Secretary
Mr Kevin Storey

Deputy College Secretary/Training and
Examinations Director
Mr David Bowman

Professional Standards Director
Mr Charlie McLaughlan

Director of Education
Mrs Tara Willmott

Advisory Appointment Committees
Ms Anita Mattis: 020 7092 1571

Courses and Meetings/Events
Mrs Ekaterina Boyd: 020 7092 1670
fax 020 7092 1735

email events@rcoa.ac.uk

Equivalence
Mr James Goodwin: 020 7092 1651

Examinations Manager
Mr Graham Clissett: 020 7092 1521

Facilities Manager
Mr Martin Bennetts: 020 7092 1511

Hospital Visits
Miss Afsana Choudhury: 020 7092 1652

Individual Trainees A-Le
Miss Claudia Moran: 020 7092 1554

Individual Trainees Li-Z
Miss Claire Higgins: 020 7092 1553

IT Manager
Mr Richard Cooke: 020 7092 1711

Membership
Miss Karen Slater: 020 7092 1700
Miss Sarah Bishop: 020 7092 1703

Professional Standards Manager
Mr Bob Williams: 020 7092 1698

Regional Adviser/College Tutor
appointments
Mrs Karen Morris: 020 7092 1573

Venue Hire
Miss Manja Krech: 020 7092 1510
email roombookings@rcoa.ac.uk

Website/Bulletin
Mrs Edwina Jones: 020 7092 1692
Mrs Mandie Kelly: 020 7092 1693





