








level of anesthesia required for
the scheduled procedure.

1.13 Anesthesia ready: Time at
which the patient has a
sufficient level of anesthesia
established to begin surgical
preparation of the patient, and
remaining anesthetic chores do
not preclude positioning and
prepping the patient.

1.24 Anesthesia finish: Time at which
the anesthesiologist turns over
care of the patient to a post-
anesthesia care team (either
PACU or ICU).

At first glance, it appears that the

US and UK ‘anaesthesia start’ and
‘anaesthesia finish” definitions
represent similar concepts and
meaning, allowing for the differences
in models of care and how anaesthesia
services are provided. However, these
definitions serve to underpin different
purposes — utilisation of time and
resource in the UK, but to support
financial reimbursement in the US.

It is therefore not surprising to find
further rules and clarification of what
is reimbursable for professional services
rendered between the anaesthesia
start time and finish time. In the US
model, much of this relates to the
reimbursement rules from the Centers
for Medicare and Medicaid Services.?
The Medicare claims processing
manuals recognise anaesthesia time
as a period of anaesthesia practitioner
presence with the patient, from the
start of preparation for anaesthesia to
the safe placement of the patient into
post-operative care. However, there
are a number of complex rules, termed
‘billing compliance’, as to what may
be included within this time span to
prevent ‘unbundling’ of services and
excessive claims for reimbursement.

time. A potential proxy measure of
‘time patient entered recovery’ is
defined.

Is it time to think again?

| became interested in this topic as a
result of work on the Systematized
Nomeclature of Medicine/Clinical
Terms (SNOMED CT) for anaesthesia,
which will be used in operating
theatre and anaesthesia information
management systems provided for
use in the NHS under NPfIT. The
International Organization for

This definition of start time of
anaesthesia poses some questions.

m What is the start of the
anaesthetic procedure? Is it
the concept of preparation for
anaesthesia, or does it refer to the
induction of anaesthesia?

There is certain to be increased scrutiny of
operating theatre activity and efficiency as ever

tighter deadlines and tarr treatment are
introduced inthe NHS.

Terminology in Anesthesia has held
discussions with the Association of
Anesthesia Clinical Directors about
modelling of the procedural glossary
‘base class’ terms into SNOMED CT,
along with any revisions necessary to
the classification. This is still work
in progress, but our attention was
drawn to new definitions arising
from the National Theatres Project4
and the National Clinical Dataset
Development Programme (NCDDP)
Operating Theatre Phase 1 data
standards5 in NHS Scotland.

The National Theatres Project
identified ‘Start time of anaesthesia’,
which is defined as ‘the time of

start of the anaesthetic procedure
where this takes place either in

the operating theatre or in the
anaesthetic room’. This definition
applies in NHS Scotland and there is
a possibility that the work of the NHS
Scotland Information Services Division
on clinical datasets may receive wider
approval and adoption in other NHS
organisations. There is no mention of
or definition of anaesthesia finish

m By specifying operating theatre or
anaesthetic room, this would imply
that it cannot take place in any
other location (e.g. recovery room,
CT or MRI scanner).

It is common practice in the USA and
increasing practice in the UK to insert
vascular monitoring lines and regional
anaesthetic blocks or catheters in

a variety of locations termed pre-
operative holding areas or block
areas. Where this practice is used,
there may be a period of discontinuity
in professional attendance by the
anaesthetist on an individual patient.
Indeed, the anaesthetist may be
involved in care of multiple patients at
the same time point.

In the US model, the reimbursement
rules generally exclude pre-operative
placement of vascular monitoring or
regional blocks from the anaesthesia
start and finish times used to
determine the number of anaesthesia
time units for reimbursement. (These
procedures are often separately
remunerated, making anaesthesia
billing a complex task.)
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Is it therefore appropriate to review the concepts

of anaesthesia start time and finish time defined by
professional attendance as to whether they meet the
continuing needs of the specialty? There is certainly a
need to ensure that anaesthesia activity and utilisation
is properly recorded and recognised in patient and
administrative record collections. The NPfIT Cerner
Millennium theatre system planned for the South

of England uses ‘time anaesthetic started’ and ‘time
anaesthetic finished’ but definitions of these times are
left to NHS Trusts. There are also optional fields for ‘time
anaesthetist(s) into theatre’ and ‘time anaesthetist(s) left
actual theatre’, though these are not further defined.

A ‘preparation time for anaesthesia’ defines a period
during which appropriate monitoring and nerve blocks
are established. In the AACD glossary, ‘anaesthesia
preparation time’ is defined as the time between
‘anaesthesia start’ and ‘anaesthesia ready’. ‘Anaesthesia
induction’ occurs at a point during this period.

Where surgery is conducted under regional or nerve
block, this requires consideration as to what equates
to ‘anaesthesia start’ or ‘anaesthesia induction’. Are
the added complexities of an ‘anaesthesia ready time’
necessary or desirable even if recording of anaesthesia
times becomes more reliable with NPfIT delivered theatre
systems (for example real time touch screen capture of
timing milestones)? Is the main objective that we try
to ensure the reliable capture of anaesthesia start and
anaesthesia finish as indicating the start and end of an
episode of care?

The Joint Informatics Committee of the Royal College of

Anaesthetists and the Association of Anaesthetists of Great

Britain and Ireland would welcome views from members

of the profession and other members of the peri-operative

team as to which timings are necessary and how they
should be defined to ensure recognition of anaesthetic
workload and utilisation in the future. Please contact
bulletin@rcoa.ac.uk.
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Book review

In Stitches’
by Nick Edwards

A doctor’s view:
Dr O Dearlove, Council Member
Oh stop blabbing you cry baby!

Time was when accident and emergency (A&E) was full
of juniors, with vomit seeping under the curtains. George,
the registrar, was in the habit of asking nurses ‘Can | feel
your front?’ and getting a full frontal slap as an answer.
Others in A&E also did not learn from their mistakes.
Twenty years on, Dr Nick Edwards’ book details the still
endless stream of trivial injuries and conditions, along
with the old, infirm and incurable who are always with us
— not the casualty consultants, | hasten to add.

Dr Edwards’ patients are presented as vignettes. They
come into the story and pass out in various ways at
which point we lose track of them, as they go to the
ward, go out onto the street or die. These pictures are
lambent images suffused with humour and pathos but
are necessarily temporary; within a few lines, we are on
to new patients with fresh problems.

We all remember ‘Dr Finlay’s Casebook’.! Moving
forward, 'M*A*S*H? started life as a book. The replays
on television mean nothing to juniors now. When | was
that rare beast, a consultant resident on-call — albeit for
one night only — | heard the 25-year-olds discussing when
MASH took place, and they decided that it was probably
during the Vietnam War. In fact, the Americans found
that the Viets overran the early MASH's and massacred
the medical staff, so the principle of casualty evacuation
was developed. MASH is set in Korea in the ‘50s, and
the book rattles along at a hell of a pace. One TV
episode is based on about one page of events.

Then we had the ‘House of God’,? and later still we had
‘Cardiac Arrest’ — now released on video, readers! — and |
sense that Nick Edwards was also working in Birmingham
later than Jed Mercurio. One of the events in ‘Cardiac
Arrest’ was featured as a case report in the BM]J, that of
the frozen drunk.* ‘In Stitches’ details a junior doctor’s



path to enlightenment, although the author seems to
prefer Raj’s lifestyle as that character in the series has far
more fun.

There are books for those who prefer life in the 19th
century. | liked ‘The surgery at Aberfrrwd’ — a Dr Finlay
of the Welsh valleys, set in 1908. This is a collection of
short stories rather than short paragraphs, and so fulfils
the demands of modern literature — the story must have a
beginning and an end.

The reader can now see that there is a literature in which
this new book sits — 100 years of telling it like it is. Or

if it isn’t like that, telling it like it ought to be. The
advantage of this book is that one can dip into it, but
this is also its disadvantage and it lacks a consistent and
coherent narrative thread. The girl in page five who says
‘Doctor..." doesn’t come back in at page 155 and plunge
a knife in a passing porter’s chest with the comment
‘Doctor... | said last month | was ill and no-one listened’.
The author may justify his approach in that it reflects the
reality of what happens in A&E nowadays — ‘you treat
and street ‘'em and meet them nevermore’ — but it does
make for a hard read. Jane Austen this isn't.
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A patient’s view:
Mr R Young, Patient Liaison Group

Nick Edwards writes about the highs and lows of

being an A&E doctor with many short anecdotes and
observations on his daily life. The book comes across

as a sort of "Alf Garnett meets ‘Doctor in the House’

— although Alf here is rather more pro Labour and
emphatically anti Thatcher. We have a series of rants (his
word) about the daft organisation, stifling bureaucracy
and the strange underclass of people who turn up at A&E
frequently with outrageous expectations of the NHS.

To counterbalance the rants, we are also presented with
a view of some ‘salt of the earth’ type patients (usually
older) who are absorbed into the NHS via A&E and then

engulfed by the establishment in somewhat Kafkaesque
fashion. | frequently felt that the interactions described
between various hospital staff should have the word
‘comrades’ liberally scattered around.

Essentially, Nick likes the NHS because of its solid socialist
principle of free medical care for all. However, he is less
than enthusiastic about the way in which the NHS is run
— save the district general hospital, too many managers
doing made up jobs, stupid targets addressing the wrong
objective, lack of staff recognition and the stultifying
waste of time, energy and money that often comes from
adopting a ‘one size fits all’ policy. Unfortunately, this

is a bit naive since the way it is run actually defines the
NHS as it is and not necessarily how the Beveridge Report
might have hoped it would develop. To give Nick his due,
though, he rightly illustrates the wasted opportunities
and how the law of unintended consequences manages
to inevitably turn promising patient care scenarios into
the medical equivalent of the Mad Hatter’s tea party.

Overall, the biggest impression that the book made on
me was not so much in the content but in the style.
Because Nick describes his A&E experiences in ‘bite size’
portions, | never felt that | got the whole picture about
any of the patients or situations described. It felt a bit

like the stereotypical Chinese meal — all the individual

bits tasted fine but it left you needing that little bit more.
Maybe this reflects what A&E is really like — lots of patient
episodes treated in relative isolation.

One final point is that Nick’s continual use of the slang
term for what he and his colleagues refer to as ‘faecal
matter’, doesn’t enhance the worthwhile points — it just
makes them seem a bit vulgar, as my mum used to say.

Association of Anaesthetists

of Great Britain and Ireland

GAT ASM
2-4 July 2008, Liverpool

ANNUAL CONGRESS
17—19 September 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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The e-Library

The e-Learning Anaesthesia project
(www.e-LA.org.uk) provides access for
all UK anaesthetists to approximately
1,000 on-line tutorials or ‘e-sessions’
that support the FRCA curriculum.

Its basic structure and function have
been described in a previous College
Bulletin article (January 2008).

It has always been envisaged that the
learning portal would complement
rather than replace existing learning
resources but the use of an electronic
web-based medium confers
enormous potential advantages.
Browser technology can call upon
powerful search facilities and ‘hot
text links’ that enable highly relevant
background material to be placed

at the fingertips of the user. The
e-LA curriculum has been organised
into seven educational blocks that
are designed to accompany clinical
units of training from the first three
months of supernumerary attachment
to the level of competence previously
associated with the certificate of

Figure 1 Common block structure for the
e-LA curriculum and e-Library

e-Learning Anaesthesia

Integrated Anaesthesia Learning Portal

completion of SHO training. The
content of these blocks represents
the core curriculum. To provide
more background information,

the academic block structure of
e-LA has been mirrored with an
e-library populated by both internal
and external links to peer-reviewed
scientific articles.

Agreement has been reached to
allow direct toll-free access for
e-Library to the full-text html and pdf
versions of articles published by:

= BJA

m Continuing Education in
Anaesthesia, Critical Care & Pain

m Anaesthesia

m Anaesthesia & Intensive Care
Medicine

m World Anaesthesia Society Tutorial of
the Week and Update in Anaesthesia

We are currently identifying those
articles relevant to a particular session
and have placed links to them
alongside the session. The entire
e-Library may also be
browsed for specific
subjects and the

E-LA E-LIBRARY | Catalogue searched
by keywords. The
BLOCK 1 BLOCK 1 S )
roject is ongoin
BLOC 0CK 2 ProJ g 9
TOPICS TOPICS and we anticipate
BLOC LOCK 3 .
Tooi . that other journal
loc|  Topict Topic T} ock 4 . .
Topic2| SESSIONS | ARTICLES |Topic2 publishers will agree to
Bloc|  1opic3 Topic3 ) ock s . , .
Topic4| " Topic 4 the inclusion of their
Topic 5 ession 1 Art!c es 1 Topic 5
BLoC Session 2 Articles 2 Jocke published material in
Session 3 Articles 3
Bl 7 Bl 7 the catalogue. If so,

e-Library has the potential to become
the most extensive collection of
indexed electronic publications ever to
be linked directly to the anaesthetic
curriculum.

Q: Is e-Library just for ST 1-2
anaesthetists?

A: The indexed library of journal
articles will support the core
curriculum. However, it also provides
a high quality searchable CPD
resource for more senior anaesthetists.

Q: Who can use the e-Library facility?
A: This educational resource is
accessible to all UK anaesthetists:
trainees; consultants; SAS grades; and
acute common stem trainees who
have registered with the e-LA project.

Q: Can | gain access to the entire
text of a paper?

A: Yes, the full text version will be
available to read in html format and
to print in pdf format.

Q: How does the e-Library differ
from other portals?

A: e-LA provides structured learning
material to support the FRCA
curriculum. Sessions have been carefully
cross-referenced to relevant high
quality reviews and journal articles.

The Learning Management System
(LMS) keeps track of an individual’s
progress through the curriculum, and
offers access to archives of support and
reference material rather than simply
acting as a search facility.

e-Learning Anaesthesia and the
e-Library went live in January 2008.
Please take the time to peruse the
material that is now available at
www.e-LA.org.uk.

Dr Andrew Mclndoe
Dr Ed Hammond
Joint Project Leads

2466 Bulletin 48 March 2008




Q
+—
qu)
)
Q.
D
V)
=
Q
Z

Physicians’ Assistants
(Anaesthesia)

New guidelines on the supervision of Physicians’
Assistants (Anaesthesia) have recently been
drawn up by the RCoA in conjunction with the
Association of Anaesthetists of Great Britain and
Ireland (AAGBI) and will be published on the
College website imminently.

Previously known as ‘Anaesthesia Practitioners’
(APs), members of this group have now

been given the title of ‘Physicians’ Assistant
(Anaesthesia)’, abbreviated to 'PA(A)". The re-
name was needed to ensure clarity — holders
of the title will have completed an appropriate
course — and is in line with that currently

being used for equivalent grades working with
physicians, GPs and surgeons as well as for APs
in Scotland. The College hopes that the new
standardisation of title will accelerate the route
to appropriate registration and regulation for this
group of specialty trainedhealthcare workers,
which is now long overdue.

The new guidance for supervision arrangements
details individual responsibilities. PA(A)s

must be supervised by either a consultant, a
suitably competent SAS anaesthetist (who is
also recognised as a trainer by the RCoA), or a
trainee medical anaesthetist in his or her final
year of training (SpR5 or ST7). The supervising
anaesthetist must not provide solo anaesthetic
cover for a different specific surgical list, must
be present at the induction and emergence of
anaesthesia and must remain present in the
theatre suite and available within two minutes.
There must also be a dedicated trained assistant
(ODP or equivalent) in every theatre where
anaesthesia care is being delivered.

Safer delivery of drugs

When nursing staff administer drugs, they
‘double check’ their actions with another, yet
anaesthetists regularly give injectable drugs

on a sole basis. Many anaesthetists doubt

the feasibility of cross checking drugs in an
environment where rapid action is often required
and when other team members may be pre-

occupied. This area of practice is now being
considered by the National Patient Safety Agency
(NPSA), together with the Royal College of
Anaesthetists.

The intention is to design a pilot study to look at
drug administration across the whole anaesthetic
process and across a range of different hospitals.
This should provide valuable information on

both the practicality and the effectiveness of
double checking. There is no intention to look at
individual accountability or to challenge drug and
dose selection.

A further project will trial the use of bar coding
technology at the anaesthetic workstation. One
existing system speaks the drug name aloud
when the anaesthetist scans a bar code on a
pre-filled syringe, and will also keep a record of
the date and time of administration. Hopefully,
this new study will provide evidence of the cost
effectiveness of this well established technology,
an innovation that could provide a valuable
safeguard for our patients.

History of anaesthesia award

Since 1996, the Wood Library-Museum of
Anesthesiology, an affiliate of the American Society
of Anesthesiologists, has awarded an international
honorary post, the Wood Library-Museum Laureate
of the History of Anaesthesia, on a four-yearly
basis. For 2008, this most prestigious award has
gone to Dr David J Wilkinson for his work as an
outstanding scholar and his seminal contributions
to the history of anaesthesia through numerous
publications in this field.

The start date of 1996 for the first of these awards
also commemorated the sesquicentennial (150 year
anniversary) of the introduction of diethyl ether
into clinical practice. The production of painless
surgery by inhalation of this agent must rank as
one of mankind’s most humane discoveries, and
the choice of this date to introduce the award is
unlikely to have been a coincidence.

The UK has featured previously in this award; in
2000, the Laureate was awarded jointly to

Dr Tom Boulton along with Dr Donald Caton

of the USA.
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Council report

At a meeting of Council on
Wednesday, 12 December 2007, the
following appointments/
re-appointments were approved
(re-appointments are marked with an
asterisk):

Regional Advisers
There were no appointments or
re-appointments this month.

Deputy Regional Adviser

Mersey

Dr E J Fazackerley, Warrington
District Hospital (in succession to
Dr A G Head-Rapson)

College Tutors

Mersey

Dr D Banks, Macclesfield District
General Hospital (in succession to
Dr J Hunter)

West Midlands (Birmingham)
Dr H Whibley, Worcester Royal
Hospital (in succession to

Dr J M Budd)

Northern
Dr A K Sharma, North Tees Hospital
(in succession to Dr S G Mohan)

North Thames (West)
*Dr S | Jaggar, Royal Brompton
Hospital

*Dr M B Hacking, Royal Marsden
Hospital

Dr J R Poncia, Charing Cross
Hospital (in succession to
Dr L A V Anagnostopoulou-Ladas)
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At a meeting of Council on
Wednesday, 16 January 2008, the
following appointments/
re-appointments were approved
(re-appointments are marked with an
asterisk):

Regional Advisers

Dr Oliver Dyar, Nuffield Department
of Anaesthetics, John Radcliffe
Hospital (in succession to

Dr M T Popat)

Deputy Regional Advisers
There were no appointments or
re-appointments this month.

College Tutors

Northern

Dr T Meek, The James Cook
University Hospital (in succession to
Dr S F Williamson)

North Thames Central

Dr M V Chapman, The Middlesex
Hospital (in succession to

Dr V S Mitchell)

Dr R Sharma, Royal National
Orthopaedic Hospital, Stanmore
(in succession to Dr J P Barcroft)

North Thames East
*Dr A H Presland, Moorfields Eye
Hospital

Dr L Davies, Homerton Hospital (in
succession to Dr D Halfpenny)

North West

Dr S M Richmond, Royal Lancaster
Infirmary (in succession to

Dr T A Oldham)

Dr N A Mahmoud, Royal Albert
Edward Infirmary, Wigan (in
succession to Dr B S Hundle)

Leicester and South Trent
*Dr C P Leng, Northampton General
Hospital

West Midlands North

Dr T J Parker, Stafford District
General Hospital (in succession to
Dr A A M Taylor)

The following recommendations
were made to PMETB for approval,
that Certificates of Completion of
Training be awarded to those set
out below, who have satisfactorily
completed the full period of higher
specialist training in anaesthesia.
The doctors whose names are
marked with an asterisk have been
recommended for a joint CCT in
Anaesthesia and Intensive Care
Medicine.

Anglia

Dr Louise Claire Jeynes

Dr Rhona Siegmeth

Dr Anoop Surendran

Dr Michael Bruce Sidery

Dr Thomas David Auger Standley

Imperial School
Dr Seosoon Seah

Royal Free/UCL School
Dr Caroline Anne Pritchard
Dr Prashanth Belavadi

Barts/Royal London School

Dr Daniel Stephen Jacobs

Dr Guruswamy Karthikeyan

Dr Sonia Jane Hudson*

Dr Andrew Fraser McNaught

Dr Dhuleep Sanjay Wijayatilake

Dr Chakravathy George Kaleekan
Dr Mohamed Samer Saad Zaghloul
Abdalla



North Central
Dr Rebecca Louise Simons

St George’s School

Dr Mark Edward George Edsell
Dr Christina Clare Wood

Dr Aled Iwan Hapgood

Dr Helen Victoria Hopwood

Leicester
Dr Philippa Claire Graff-Baker

Mersey

Dr Purva Kristina Khanduja
Dr Hemalatha Sridhar

Dr Janina Holt

North West

Dr Ehsan Hossenbaccus

Dr Veerabadran Velayutham
Dr Adriana loana Simionescu
Dr Rini Poddar

Dr Kevin John Walker

Dr Pavan Kumar Kochhar

Dr Christopher Howard Coldwell
Dr Huw William James Twamley*
Dr Terence Kelburn Allen

Dr Matthew Red Kay

Dr Sian Sujata Jones

Dr Vikas Sharma

Dr Ehshan Mahmad Ollite

Dr Amar Karmarkar

Dr Adel Abdel Raouf Badr

Dr Umakanth Panchagnula
Dr Ravish Jeeji

Dr Nilu Vasant Bhadra

Dr Swati Ghosh Karmarkar
Dr Saravanavel Sagadai

Dr Balavarthiraj Chandrasekar
Dr Luis Barbera-Martin

Dr Sridhar Surapaneni

Northern School

Dr Seema Bhargava

Dr Ahamed Thameem Malik Shahul
Hameed

Dr John Christian Thorpe

Oxford School

Dr Ahmed Chekairi

Dr Martin Paul Raymond
Dr Sarah Louise Muddle

Peninsular School
Dr Richard Duncan Walker*

Sheffield School
Dr Dean Andrew Hartog

Wessex School
Dr Rupert Charles Broomby
Dr Fraser Renfree Stephens

West Midlands

Dr Carol Kanti Ray

Dr Andrea Jane Gait

Dr Maheshwar Kisan Chaudhari

Dr Chhavi Srivastava

Dr Nusrath Qadir

Dr Garudanadurga Suresh Chandan

Yorkshire

Dr Nirmala Soundararajan

Dr Stephen Jack Wilson

Dr Brian John White

Dr Heinz Edmund Schulenburg
Dr Yasin Said Al-Makadma

Dr Juliet Alexandra Wolfe-Barry
Dr Oluremilekun Akerele

Tri-Services
Dr Shane Edward Thomas McCabe
Dr Curtis Lee Whittle

Wales

Dr Jonathan Daniel Mark Brearley
Dr Elizabeth Anne Mathieson

Dr Stephen Roy Froom

Dr Margaret Eleanor Lewis

Dr Jason Lewis Butcher

Dr Sheshagiri Bengeri

Dr David Mansell Watkins

Dr Claire Alison Farley

Dr Chitra Janakiraman

South East Scotland

Dr Colum Alasdair Slorach
Dr Imogen Andrea Hayward
Dr Alison Virginia Carlyle

East Scotland
Dr Christina Lesley Beecroft
Dr John Franco Luck

West of Scotland
Dr Radha Sundaram*
Dr Gizzy Mathew

Northern Ireland
Dr Nidhi Gupta

THE MAURICE P
HUDSON PRIZE

The late Dr Maurice Hudson's
daughter generously donated
money to the College in memory
of her father and asked that the
interest on the capital sum be
used for an annual prize for the
best paper on his favourite subject
— resuscitation.

Dr Hudson was a consultant
anaesthetist in London, took

the DA in 1936, was awarded
the FFARCS in 1948 and had

a particular interest in dental
anaesthesia. The Hudson Harness
was one of his innovations.

Council decided that this prize
would be awarded to the
anaesthetic trainee who is the
principal author of the best paper
relating to resuscitation published,
or accepted for publication, in a
peer reviewed Journal. If you are
such a trainee, would like to apply
for the prize, and have published
such an article since 1 August
2007, please forward a copy of
your paper to the Royal College
of Anaesthetists by 31 July 2008.
Applications should be sent to:

Ruth Farmer

Administrative Officer

National Institute for Academic
Anaesthesia

The Royal College of Anaesthetists
Churchill House

35 Red Lion Square

LONDON WCI1R 4SG
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to- fé Eﬁ”

Please make your views known

to us via email including your

full name, grade and address.

All contributions will receive an
acknowledgement and the Editor
reserves the right to edit letters for
reasons of space or clarity.

bulletin@rcoa.ac.uk

Logbook
keeping among
anaesthetists

Bulletin 46; November 2007:2334-2337

We noted with interest the
comments of Drs Kelkar and Chelliah
on logbook keeping by anaesthetists.
They highlight the Pan-Surgical
Electronic Logbook which is available
to surgical trainees. The Royal
College of Physicians (RCP) has

also developed an online diary for
specialist registrars and consultants
to record CPD activities.'

In order to keep up with the medics
and the surgeons, AY recently
developed an online anaesthesia
portfolio.? Data can be imported
from the RCoA electronic logbook
and the system also allows graphical
and tabular summaries to be
produced for use at annual review.
This service is available completely
free of charge.

To echo Professor Dodds’ comments
in his response (page 2337), it is not
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possible to guarantee that this service
is absolutely safe, secure and foolproof.
However, in our opinion it is as close
to these ideals as possible given the
currently available technology.

There are currently over 500
anaesthetic trainees, across the UK
and abroad, registered to use the
service. It can be used to record
details of sessions in theatre, ITU

and pain management as well as
courses and meetings. We invite any
interested anaesthetists to trial the
service at www.frca-primary.com.

Dr R Rajendram, ST2 Anaesthesia,
Chase Farm Hospital

Dr A Yogasakaran, FTSTA1
Anaesthesia, Ipswich Hospital,

References
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Competing interests: AY developed the
online anaesthesia portfolio and is the
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| read with interest Drs Kelkar and
Chelliah’s article ‘Logbook keeping
among anaesthetists’. However, the
authors’ assertion that ‘anyone who
maintains an electronic logbook is

a 'data controller’ and is required

by law to register with the Data
Protection Officer’ is not a very
accurate interpretation of the Data
Protection Act 1998.!

Section 1 of the Act defines a data
controller as ‘a person who (either
alone or jointly or in common with
other persons) determines the
purposes for which and the manner in

which any personal data are, or are to
be, processed’. Section 1 subsequently
defines personal data as ‘data which
relate to a living individual who can be
identified — (a) from those data, or (b)
from those data and other information
which is in the possession of, or is
likely to come into the possession of,
the data controller’.

Data which is not related to any living
individual and through which they can't
be identified, is regarded as anonymised
data.? Therefore, if electronic logbook
keeping involves the collection of
anonymised data; then currently there
is no statutory requirement to register
with the Information Commissioner’s
office for entry into the data protection
public register.

Moreover, the data protection public
register is available online. This means
that an anaesthetist’s registered
personal information, including his
home address, can be accessed
freely by anyone! As a test case, |
accessed personal information of one
of the authors who lives at 14 ****
court. My sincere apologies to the
author but it certainly raises alarms
about how safe it can be to put our
personal information on the web.

Dr | Ahmed, SpR, Pilgrim Hospital,
Boston

References:

1 Data Protection Act 1998: Halsbury’s
Statutes of England and Wales. 4th
edition, LexisNexis UK, 2004;7:542-674.

2 http://www.gmc- uk.org/guidance/current/
library/confidentiality.asp#Glossary



Undergraduate
and Foundation
training — a missed
opportunity

Bulletin 45;September 2007:2277-2279

Our specialty, as Dr Jones states,
needs to influence how medical
students and Foundation trainees are
trained.

Medical students value their
placement in our anaesthetic
department as they are very aware
of their lack of training about acutely
ill patients. Foundation training sets
out to rectify this, and indeed in our
F2 pilot, 74% of trainees felt they
knew how to manage acutely ill
patients.’

Since nearly half of our F2 trainees
have worked in critical care, clinicians
have noticed a marked improvement
in the management of sick patients
by them in subsequent posts. The
other major benefit was that F2s
could help in staffing our expanding
ITU, releasing anaesthetic trainees to
spend more time in theatre. Some
F2 trainees also ‘saw the light' and
came into our specialty.

Recent improvements maybe undone
by changes which may follow the
Tooke Report. We need to highlight
the importance of the management
of the acutely ill patient when some
want to change the focus to the
chronically ill. 'Whichever training
structure is used, critical care and
anaesthetic posts should be available
in the early years of training.

Risk managers, the National Patient
Safety Agency and the NHSLA all
highlight how sick patients need

to be managed better. Hospital

trusts want graduating doctors fit
for purpose on acute wards. The
College needs not only to engage
with these institutions regarding
guidelines and curriculum but also to
ensure training is properly resourced.

Dr A Strachan, Consultant
Anaesthetist, Doncaster

Reference

1 BeardJ et al. Developing an education
and assessment framework for the
Foundation Programme. Medical
Education 2005;39:841-851.

Simulation and
assessment

Bulletin 46;November 2007:2360-2363

| read with interest the article

by Dr Whymark and Ms Hannah
about the use of simulators for the
initial assessment of competency in
anaesthesia, and must commend
them on their work. The authors
illustrate that simulators can lend
themselves to the assessment

of technical skills. The trainee
shows how to perform a real

task, assessment is made by direct
observation and this is criterion
referenced. However, my question is
what are we actually assessing? s it
the execution of a technical skill or
performance? During the scenario
the trainee will use technical skills,
interpersonal attributes, and clinical
judgement as well as decision-
making skills. By assessing a number
of competencies the observer ends
up forming an opinion on their
overall performance. This leads to
the question: what is performance?
And how do we assess it? With no
clear cut guidelines or established
criteria on performance assessment,
you could question the reliability of

the test. The authors correctly allude
to this point in the text. Until we
define what constitutes performance,
the role of a simulator in summative
assessment will still be limited.

Dr A Krishnamurthy, Consultant
Anaesthetist, Harlow

Conscious sedation
for dentistry

Bulletin 47;January 2008:2405-2407

Tony Wildsmith and David Craig
give a timely update on the topic
of conscious sedation for dentistry.
However, the authors in their
‘background’ fail to record the
courageous decision taken within
the dental profession to restrict the
use of general anaesthesia in dental
practice. This restriction was aimed
to provide greater protection to

the public, particularly as there had
been an escalating number of tragic
deaths of patients receiving dental
treatment under GA.

New ethical guidance was adopted
unanimously at a meeting of the
General Dental Council (GDC) on

the 10th November 1998, and

was implemented immediately.

This meant that only specified
anaesthestists were permitted to
administer GAs, as well as ensuring
that the correct procedures were in
place for monitoring and resuscitating
patients. Throughout formulating
and activating this new guidance, the
close collaboration with the RCoA,
and in particular the support and
advice from its President Professor Leo
Strunin and Professor Tony Wildsmith,
should not be forgotten.

In 1998 the GDC Review group
on Resuscitation, Sedation and
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GA in Dentistry also made it clear
that urgent steps were needed to
safeguard the teaching and practices
of sedation and pain control within
the profession. The present authors
are to be congratulated on returning
to this theme. It would indeed be a
sad day for patients if sedation was
not permitted to be delivered within
the confines of a dental practice.

Dr Douglas Pike, GDC Review Group
Dame Margaret Seward,
President, GDC 1998

The PLG Debates

Bulletin 44;July 2007:2233-2235
Bulletin 46;November 2007:2338-2339

Healthcare systems are totalitarian
at heart. Ethical and behavioural
indoctrination produces professional
conformity and social conservatism;
it is, in the end, what makes us feel
like doctors. Whilst necessary and
inevitable, this leaves us vulnerable.

Continued meddling with how
doctors behave and think shows how
well politicians exploit our skill in
being indoctrinated. Now we ask for
help in being further indoctrinated.
Even doctors’ rights to self-govern
are partly a poisoned chalice, feeding
a professional totalitarianism which
slaps our individual professional
identities into line, and channelling
influence to those who most
enthusiastically embrace the
puritanical psychological moulding
expected of us.

The Patient Liaison Group (PLG)
represents patients’ views — at

our request. Their opinions are,
however, frankly sometimes naive
and downright impractical. | was
glad to read the objections in Bulletin
46 (page 2367-2369) to Mrs Wang's
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article on informed consent. Another
article by a different member of the
PLG appeared in the same issue. This
seemed to want to give us all cheer;
perhaps advice, but its author’s

right to comment seemed vaguely

of the politically correct variety. A
squeamish lay-person’s observations
of one anaesthetist during a single,
truncated list are no basis for
informing anyone of anything.

Patients’ views are important, but so
are those of doctors who struggle to
meet unreasonable demands. The
PLG should make far more serious
attempts to understand anaesthetists
and their working environments.
Taking two years to make a very
casual effort is disappointing.

Perhaps there are further burdens
we should be prepared to bear,

but surely we have the right to be
convinced by properly informed
argument, rather than through
continual attack on our constitutional
vulnerabilities.

Dr M Hooper, Consultant, Townsville,
Australia

Reply from the PLG

| completely agree with Dr Hooper's
comment that ‘Patients’ views

are important, but so are those

of doctors who struggle to meet
unreasonable demands’. The prime
purpose of the Patient Liaison Group
is to consider matters relating to
anaesthesia, critical care and pain
management from the patient’s
perspective and advise Council
accordingly. There is therefore a
limit to how much knowledge and
understanding we should have of
the professional point of view since
otherwise that would compromise
our lay status. However, that is not
to say that we do not make a serious
attempt to understand anaesthetists

and their working environments; all
new appointees have a period of
induction and, speaking personally, it
took me well over a year of listening
to and participating in informed
debate within the College to get

a proper insight into the different
facets of the specialty, the standards
that are expected of a consultant,
and the detail of what constitutes
good practice. Once one has a
grasp of what the benchmark is, it is
then useful to see how an individual
practitioner works.

If Dr Hooper has risked apoplexy

by reading my article in the January
issue of the Bulletin (submitted well
before he wrote to the Editor) he
will either be reassured that the
PLG is not a tool of the totalitarian
system intent on producing Stepford
Anaesthetists, or else be convinced
that we are a lightweight, naive
and uninformed group of meddlers.
Either way, he is entitled to his
opinion — the lay members of the
PLG expect their criticisms to be
carefully considered, and should be
prepared to do the same when the
tables are turned.

Anne Murray , Chairman, Patient
Liaison Group

The inquisition
Bulletin 47;January 2008:2385-2387

Dr Lappin’s experience of giving
evidence in the coroner’s court
accurately describes the ordeal. |
was involved as a professional
witness in a high profile murder case
and experienced similar emotions.
However, it is worth reinforcing that
giving evidence and coping with a
gruelling cross-examination is made
much easier when you have detailed



and accurate medical notes: it is said
‘if it is not written down, it did not
happen’. This is especially true when
the case has taken time to be heard
in court and one’'s memories are
fading.

In court, personal areas of weakness
evident in my own notes included
recording the time (Does a time
represent the time of the note entry
or the time of the described event?),
documenting other staff involved,

a poor prescription of resuscitation
drugs (writing '6x adrenaline, 1x
atropine’ is not good enough), and
not writing blood gas results into the
notes (the printouts fade and can get
lost). Thorough and complete notes
provide less of an opportunity for the
lawyers to sink their teeth into them.

Although writing such detailed notes
takes time, it is well worth it should
the worst ever happen.

Dr Adrian Jennings, StR, Selly Oak
Hospital, Birmingham

Advertising and
opinion

| submitted an advertisement for
inclusion in the January issue of

the Bulletin which was, in part,
essentially a message of best wishes
to all ‘alumni and friends’ of the
Mersey courses. Included was the
following:

‘Finally, on a personal note, a special
mention of appreciation of the many
trainees from overseas who have been
through our courses and who now find
themselves deprived of the future for
which they have spent so much time,
effort and money. 1 was embarrassed
to be in any way associated with such a
draconian remedy as that applied with

so little notice and hope that those who
instituted it and those affected by it will
eventually get what they respectively
deserve. DG.’

| was bemused on being advised
that the Editor considered this
inclusion ‘too political’ to be
featured in the advertisement,

and this was compounded on
learning subsequently that the same
advertisement had been accepted by
Anaesthesia News, inclusion included.

| am probably out of my depth and/or
an innocent abroad, but | cannot see
anything seriously ‘political” in my
remarks. Further, my initialling of the
inclusion makes it very plain that the
sentiments expressed were very much
mine and could not be construed as
reflecting either on the Bulletin or on
the College. On the contrary, at first
glance and perhaps still naive, | am
tending to reflect that the exclusion of
the inclusion was far more ‘political’
than the inclusion itself.

Dr David Gray, Director, Mersey
School of Anaesthesia

Reply from the Editor
Disregarding any personal sympathies
with the views expressed, the
Editorial Board was unanimous in
omitting this paragraph. In short, an
advertisement is simply the wrong
place to express personal views on
current affairs.

There is a line between what
constitutes an advertisement and
what constitutes an avenue for

the free expression of personal
opinion. As with all publications,
advertisement copy is subject to the
same editorial processes as any other
content. Just because space is paid
for, this does not relieve the Editor of
his duties, and indeed the College is
liable under law for all of its content.

The Bulletin strives to present a
spread of views, and does not

seek to make its own judgement
on individual topics. We present a
balance of views to enable readers
to make up their own minds. On the
issue of MMC and MTAS, | believe
we have already done this; perhaps
it is now time to move on and work
together in a constructive fashion
towards excellence in postgraduate
training rather than revisiting old
ground?

Dr Keith Myerson, Editor

No laughing
matter

College statement on nitrous oxide,
News Update, Bulletin 46;November
2007:2365

From: Sir Humphrey [sic] Davy
President

The Royal Society, London
10 November 1823

My Dear Esteemed Myerson

Rue the day that | dined with

my noble friends and learned of
your sordid deeds. While at the
Athenaeum, my perfectly honest
acquaintances, Samuel Coleridge and
Robert Southey, gave me notice of
your foul skulduggery.

It has been made evident to me
that you, Sir, are no longer satisfied
with our product. We regularly
partake of its fine vapours, believing
it to be bestowed of all the

benefits of alcohol but devoid of its
encumbrances.

May | question how a mere
apothecary should dare to question
men of science?
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We have travelled far and wide,
meeting the most noble minds of
Europe, and we dare not be put
off the path of true discovery by a
ruffian from a bathing resort.

Sir, you compound your malevolence
by quoting some nonsense from

the penal colony where the author
even shows base ignorance of the
correct usage of the & ligature. You
would be wise to consort with higher
orders.

Upon your conscience, Sir, stand
aside for we cognoscenti who would
administer this fine effluvium to
alleviate the ills of mankind.

Davy, President, Royal Society
Reply from the Editor:

My dear most honourable Davy,
Esteemed Sir

As a cat may look at a King, and
as a mere apothecary, it gives me
great honour to converse with the
President of our Royal Society.

Sir, 1 do hope that our affront to
your ingenuity will be appeased by
our printing your account in our
spring journal. Whilst this will bear
your good signature, may | use the
Editor's prerogative of removing
the adornment of an extra ‘e’ (sans
ligature) to your Christian name?

Your most humble servant

The Editor

Erratum

Letter from Dr Heneghan in response
to ‘The party planners’, Bulletin
47;January 2008:2420

In Dr Heneghan's letter, a misprint
altered his point that our ‘profession’
is medicine, with anaesthesia as our
‘specialty’ — a point that we should
not forget. We apologise for this error.

Appointment of Members,
Associate Members and
Associate Fellows

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

Associate Fellows Dr Mohammad Rajaa Abdul Rahim
November 2007 Dr Rathnayakage Geethamala
Dr Ranganathan lyer Priyanganie
Dr Rahul Shamsing Dimber
Members Dr Sruti Ulhas Kamath
November 2007 Dr Pratap Makam
Dr Rohan Vandabona Dr Goyumpa Tharangi Gayathri
Dr Mysore Sathyaji Rao Jayashree Wijewardena
Dr Rucha Pandurang Kulkarni Dr Reshma Ambulkar

Dr Satish Pratapbahadur Singh
Dr Mohamed Lamin Hadi Rwemi
Dr Shaileshkumar Patel

Dr Anand Natarajan

Dr Charlie Christopher Morel
Warren
Dr Praveen Dharmapalan Prasanna

December 2007 Associate Members
Dr Senthilkumar Gopalakrishnan November 2007
Dr David Tragen Dr Prachi Prabhakar Keluskar
Dr Suresh Kumar Jeyaraj Dr Rubina Ahmad
Dr Kamran Banan Dr Ahmad Adla
Dr Salmin Saleh Aseri December 2007
Dr Ravikiran Ramanujapuram Dr Olutola Akanke Laditi
Anandampillai
Dr Sneha Rao January 2008
Dr Wessam Nabeih Dr Lesley Branch

Dr Sofia Amiruddin
January 2008 Dr David Paul Hepburn
Dr Vijay Anand Nadella
Dr Amar Singh Bodh New Affiliates
Dr Miran Baban December 2007
Dr Muhammad Shakeel Riaz Ms Hayley Jane Lillie
Dr Nay Lin Tun

January 2008

Dr Lick Wei Tan

Dr Singaraselvan Nagarajan Mrs Anne Margaret McCabe
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Royal College of Anaesthetists
Advisory Board for Wales

Dr Hywel M Jones, Chairman

The Council of the Royal College of Anaesthetists (RCoA)
announces the creation of the Advisory Board for Wales

in response to devolved responsibility for healthcare to the
Welsh Assembly Government.

Devolved healthcare results in management differences
sufficient to generate the need to create a consultative
mechanism to deal with issues specific to Wales. The Advisory
Board will be the conduit between the Council of the RCoA
and the Welsh Assembly Government and its Officers on
matters relating to educating, training, and setting standards
in Anaesthesia, Critical Care and Pain Medicine.

The constitution requires the election of two consultant
and one staff and associate specialist (SAS) representatives
in current practice in Wales and in good standing with
the College, together with co-opted, trainee and lay
representation.

The lay representative shall be appointed by the Advisory
Board with assistance from the Chairman of the Patient
Liaison Group (PLG) of the RCoA. In order to be familiar
with Welsh health issues the lay representative must be
resident in Wales. The successful applicant will be a member
of the PLG of the RCoA. Applicants will be sought by the
usual RCoA processes. The Advisory Board will have its own
Web pages on the RCoA Web site www.rcoa.ac.uk, in order
to disseminate current news, minutes and membership.

Nominations are invited for two consultant members and one
SAS member. A first term of office is for three years with an
opportunity to stand for election for a further period of three
years. Details of the elections will be posted on the website.
Nominations for a Trainee representative will be sought from
the Welsh School of Anaesthesia and an appointment made
by the Board in Wales. The trainee member will be a member
of the RCoA Trainee Advisory Group.

Co-opted members will include Regional Advisors in
Anaesthesia, Pain and Intensive Care Medicine as well as a
nominee representing the AAGBI.

This long awaited development for Wales will enhance the
presence of the speciality within the principality at a time
when many changes in medical education have brought
uncertainty for Trainees, Trainers and the Health Service. The
main beneficiaries to these changes should as always be our
patients and the standards of healthcare delivered by our
speciality.

A é&n‘é;é

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. wPlease supply a contact name, email
and full address for the invoice.
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NOTICE FROM MERSEY

It has been brought to our attention that we have created confusion
throughout the constituency by changing the name of

THE MERSEY SELECTIVE COURSE

to

THE BASIC SCIENCES REVISION COURSE.

In view of the advice of many MSA alumni, the enquiries from potential candidates and
the reported comments of a number of College Tutors, we are reversing the change and
henceforth this highly respected course will be signalled once again as

The Mersey Selective Course

As has been the case since its inception some seven years ago, this course is designed to cover
those aspects of the FRCA Basic Sciences syllabus which are not well explained in the available
texts. As such and as always, the course is suitable for both Primary and Final FRCA candidates.

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo
.

The Next

Mersey Selective Course
14.00 Sunday 13th - 16.00 Friday 18th April

.
oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

PROVISIONAL PROGRAMME:

Physics Revisited Electricity Revisited Measurement Revisited
Pharmacodynamics Pharmacokinetics
Oxygen & Carbon Dioxide Fundamentals Acid Base Conundrums

Cardiovascular Physiology Respiratory Physiology
Muscle Physiology Metabolism Physiology Renal Physiology
Statistics for the FRCA Physiology of Altitude
Physiology of Depth Physiology of Exercise
Plus
MCQ Revision Exercises

THE MERSEY SELECTIVE

LIMITED TO 30 PLACES*

Aintree Hospitals, Liverpool
Registration fee: £400

Breakfast - Lunch — Refreshments
Details, Assessments & Application - www.msoa.org.uk - Classes & Courses

*Candidates will be sent a Revision & Preparatory Homework Booklet
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ADVERTISEMENT
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Final FRCA SAQ Weekend
(March)

Friday 14 — Sunday 16
No Limit

°
ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

Final FRCA Viva Weekend
(March)

Friday 28 — Sunday 30
Limited

©0000000000000000000000000000000000000000000000000000000000

Final FRCA (Booker) Crammer
(April)

Sunday 6 — Friday 11
Limited & Closed

°
ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

Final MCQ Week
(March)

Saturday 29 — Thursday 3 April
No Limit

L ]

Primary FRCA MCQ Week
(May)

Sunday 18 — Friday 23
No Limit

°
ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

0000000000000 000000000000000000000000000000000000000000 00

Final FRCA SAQ Weekend
(April)

Friday 11 — Sunday 13
No Limit

°
ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

Final FRCA Viva Weekend
(June)

Friday 6 — Sunday 8
Limited

0000000000000 000000000000000000000000000000000000000000 00

Final FRCA (Booker) Crammer
(September)

Sunday 28 — Friday 3 October
Limited

°
ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

Primary FRCA Viva Weekend
(April)

Friday 18 — Sunday 20
Limited

R Y

Primary FRCA OSCE/Orals Week
(May)

Friday 2 — Friday 9
Limited

°
ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

Primary & Final FRCA Selective Week

Basic Sciences Revision
Sunday 13 - Friday 18

Details, Assessments & Application

— WWW.msoa.org.uk —
Classes & Courses
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Deaths

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

Dr Claire Rebecca Ackroyd,
Devon

Dr Peter R W Baynham,
Merthyr Tydfil

Dr Christina M Brookes, Surrey

Dr Arthur | Parry Brown,
Cambridge

Dr Andrew Kinley Dewar,
Gloucester

Professor Thomas Cecil Gray,
Liverpool

Dr lan James MacBean, Kings
Lynn

Dr Christine Mary Ramsay,
St Martin de Villeréal, France

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.
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Appointment
of Fellows to
consultant and
similar posts

The College congratulates
the following Fellows on their
consultant appointments:

Dr Joanna Allam, Chelsea &
Westminster Hospital

Dr Egidio Joseph Da Silva,
Royal Orthopaedic Hospital,
Birmingham

Dr Michael Richard Duffy,
Derriford Hospital, Plymouth

Dr Zoe Sarah Eke, Royal
Victoria Infirmary, Newcastle

Dr Stephen R Froom, University
Hospital of Wales

Dr Simon Alistair Hellewell,
Royal Devon and Exeter
Hospital

Dr Imogen Hayward, Borders
General Hospital, Melrose

Dr Paul Michael Rolfe,
Addenbrooke’s Hospital,
Cambridge

Dr Hugh W Rorrison, Hawke’s
Bay Hospital, New Zealand

Dr Shaun Scott, Nuffield
Department of Anaesthetics,
John Radcliffe Hospital

Dr Nirmala Soundararajan, Hull
Royal Infirmary

Dr Alan Christopher Sweenie,
Newcastle General Infirmary

Dr Chris Terblanche, Morriston
Hospital, Swansea

College staff
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Mr James Goodwin: 020 7092 1651

Examinations Manager
Mr Graham Clissett: 020 7092 1521
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Miss Sarah Bishop: 020 7092 1584
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