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In addition to the age profile displayed in 

Figures 5 and 6, consultants were asked 

to indicate their intentions for retirement.  

For the period of November 2007 to 

December 2008, 223 (3.6%) stated an 

intention to retire.  A further 577 (9.3%) 

indicated they would retire between 

January 2009 and December 2012.  

Thus a total of 800 consultants will be 

retiring over a five-year period, equating 

to approximately 13% of the current 

consultant workforce. 

Gender proportions show that England, 

Scotland and Wales currently employ 

approximately 2.4 times as many male 

consultants as female and the figure in 

Northern Ireland is notably higher, at 

approximately 3.5 to 1.

This article presents a small, but 

important extract from the Census, 

applicable to the UK as a whole.  

Extracted information specific to country 

will be forwarded to each of the College’s 

Boards in Scotland, Wales and Northern 

Ireland.  For information and reference, 

a copy of the complete Census 2008 

questionnaire together with a larger 

version of this report can be viewed in 

the Professional Standards area of the 

College website – www.rcoa.ac.uk from 

1 July 2008.  

With 285 returns and up to 61 areas 

of input for each, there is clearly a 

considerable amount of information to 

inform anaesthesia workforce planning 

for the immediate future.  Analysis of 

the data will continue, taking due note 

of the European Working Time Directive, 

recruitment, training numbers, consultant 

expansion, changing work patterns and 

many other issues.  Contributors to this 

Census should be assured their efforts in 

sourcing and providing the feedback will 

bear fruit in the many discussions to come.

Figure 6 UK consultant anaesthetists by age

Figure 8 Consultant anaesthetists by gender and country

Figure 7 Gender of consultant anaesthetists

Consultants Male Female Gender 
unknown

England 3589 1455 72

Scotland 410 181 3

Wales 226 93 0

Northern Ireland 157 45 2

Total 4382 1774 77

Figure 5 Age range of consultant anaesthetists

Consultants Under 30 30–39 40–49 50–59 60–69 70 or 
over

Age 
unknown

England 1 1122 2360 1286 245 4 98

Scotland 0 120 307 141 24 0 2

Wales 0 69 155 75 19 0 1

N Ireland 0 39 85 69 10 0 1

Total 1 1350 2907 1571 298 4 102
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Commissioning paediatric 
services
Medicine is becoming increasingly specialised, and 
paediatrics is no exception to this.  The tendency is 
to develop fewer, bigger centres to cater for children 
with specialised conditions, though this will inevitably 
mean further to travel and much inconvenience for 
some families.  Even worse, making one service more 
efficient can actually compromise care for others.  For 
example, some intensive care units may become non-
viable when such children are cared for in specialised 
centres.  

These issues are being explored in a new Department of 
Health report, which is under development with input 
from a number of Royal Colleges, including the RCoA 
and the Royal College of Paediatrics and Child Health.  
The report will consider the relationships between 
services including anaesthesia – inter-dependencies that 
have to be taken into account when commissioning or 
making changes to existing services.

It is encouraging to see increasing recognition of the 
risks to local services from super-specialisation.  Might 
such thinking extend to the provision of obstetric care 
too?

Critical incident reporting
The National Critical Incident Reporting system, a 
specialty-specific reporting system which is being 
developed by collaboration between the College, 
the Association of Anaesthetists of Great Britain 
and Ireland, and the NPSA, continues to make good 
progress.  Pilots of the system commenced in May 
2008 at 12 NHS trusts, and are expected to run for 
four months.

To achieve the maximum benefit from the reporting 
system, one crucial consideration is how to 
manage the information in the best possible way.   
Mechanisms for dealing with potentially large amounts 
of data will need to be developed by the partners, to 
include the ability to make both rapid responses for 
urgent notification, and periodic responses to include 
trend and root cause analysis.  

For us all to learn from critical incidents, the 
information will need to inform national audit, 
research and the development of guidelines.  Professor 
Ravi Mahajan and Mr CJ McLaughlan are drawing 
up proposals for a Safe Anaesthesia Liaison Group 
to oversee this development, which it is hoped will 
ultimately make anaesthesia even safer. 

Management, leadership  
and doctors
There’s no doubt that both patients and the public 
need doctors as managers.  We need doctors who can 
work effectively in planning, improving and delivering 
safe, high quality healthcare – hence the management 
theme of this issue of the Bulletin. But if doctors are 
to become more involved in management, they will 
need better training. 

Now, a new initiative, jointly developed by the 
Academy of Royal Medical Colleges and the NHS 
Institute for Innovation and Improvement, promises 
to rectify this.  Under the leadership of Dr Patricia 
Hamilton, President of the Royal College of Paediatrics 
and Child Health, the ‘Enhancing Engagement in 
Medical Leadership’ project will develop a curriculum 
across undergraduate, postgraduate and post-
registration years that will encourage and enable 
doctors at all levels to become more actively involved.

Leadership skills are increasingly seen as being at 
the core of our professionalism, yet historically, little 
attention has been given to their importance in training.  
The new project should correct this imbalance.  

www.institute.nhs.uk/building_capability/
enhancing_engagement/enhancing_engagement_
in_medical_leadership.html

Distractions in anaesthetic 
practice
The operating theatre is a complex, time-pressured 
and potentially accident prone environment.  
Anaesthetists can be distracted at crucial times, and, 
according to Professor Andrew Smith, this can lead 
to error and potential harm to patients and staff.  A 
prospective risk analysis co-ordinated by the National 
Patient Safety Agency (NPSA) suggested that removing 
sources of distraction from anaesthetic practice would 
achieve the greatest single reduction in risk.

The wider aspects of safety in theatres are now being 
looked at by the Alliance for Patient Safety, a cross-
specialty group which involves the whole theatre 
team including nursing and operating department 
personnel.  This work takes into account current 
thinking on ‘human factors’, and includes input from 
the aviation industry. 

Professor Smith’s ideas will be taken forward in the 
continuing project work that the RCoA is undertaking 
in conjunction with the NPSA.
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At the Anniversary meeting on  

Wednesday, 12 March 2008, 
Professor Gary Strichartz was presented 
with the Humphry Davy Award. 

Born and raised, as the Americans 
say, in Washington DC, Gary read 
physics at Antioch College before 
taking a doctorate in biophysics at 
the University of Pennsylvania.  He 
then worked with the leaders in 
neuroscience: Bertil Hille in Seattle and 
Murdoch Ritchie at Yale, undertaking 
fundamental research on sodium 
channels and the bio-toxins and drugs 
which perturb their function.  A post 
at the State University of New York 
followed until he joined the late Ben 
Covino at the Brigham and Women’s 
Hospital, Boston, leading the laboratory 
arm of a powerhouse of local 
anaesthetic research.  As Professor 
of Anaesthesia (Pharmacology) in the 
Harvard Medical School, and Director 
of the Pain Research Center, he has 
developed a programme which ranges 
from molecular mechanisms to animal 
models of post-operative pain.  His 
research is of the highest order, as are 
his publications and presentational 
skills.  He is a frequent and willing 
contributor to education at all levels, 
and to all audiences, clinical and 
scientific.

For his work on the mechanisms of 
local anaesthetic action and, more 
recently, the pain pathway there can be 
no better recipient of the award named 
for a great scientist, the first to study 
any anaesthetic drug.

Professor J A W Wildsmith

At a meeting of Council on 

Wednesday, 16 April 2008, the 
following appointments/ 
re-appointments were made  

(re-appointments are marked with an 
asterisk):

Regional Advisers

Leicester & South Trent
Dr Christopher Leng (in succession to 
Dr David Fell)

South Thames East 
Dr Claire Shannon (in succession to 
Dr Peter Venn)

Deputy Regional Adviser

North Thames East
*Dr R Sashidharan

College Tutors

Anglia
Dr J J S Brown, The Ipswich Hospital  
(in succession to Dr M J Garfield)

Northern
Dr A M Tate, North Tyneside General 
Hospital (in succession to Dr A Taylor)

Dr S K Deshpande, South Tyneside 
District Hospital (in succession to 
Dr S Stein)

North Thames Central
Dr T Jovaisa, King George’s Hospital  
(in succession to Dr A I H Khalil)

Dr Y K Amin, National Hospital for 
Neurology & Neurosurgery  
(in succession to Dr J J Radcliffe)

Mersey
*Dr N M Robin, Countess of Chester 
Hospital

Severn
Dr M J Platt, Bristol Royal Infirmary  
(in succession to Dr R L Aspinall)

Dr M A Taylor, Bristol Royal Infirmary 
(in succession to Dr A P Whaley)

Council report
South Thames East
Dr H C F Scott, Guy’s Hospital  
(in succession to Dr F Moscuzza)

Dr M P Rao, St Thomas’ Hospital  
(in succession to Dr C H Wood, from 
1st August 2008)

*Dr J B Watkiss, Guy’s Hospital

South Thames West
*Dr F J Lamb, East Surrey Hospital 
(application for a 3rd Term)

Leicester & South Trent
*Dr M W Butt, Pilgrim Hospital, Boston

West Midlands North
Dr S A Jurail, Princess Royal Hospital, 
Telford (in succession to Dr R H Carley)

Awards presented at the 
Diplomates ceremony held on 
Wednesday, 7 May 2008

Gold Medal
Professor J Anthony Wildsmith 

College Medal
Dr Neville Goodman
Mrs Gaynor Wybrow 

Honorary Fellowship
Mr David Bowman 

Fellowship by Election
Professor Nick Franks
Professor David Lambert
Dr John McAdoo 
Mr Bernie Ribeiro

Humphry Davy Award
Mrs Madeleine Wang
Dr Helen Wise 
Dr John Colvin 

Nuffield Prize
Dr Jan Harrison
Dr Abigail Whiteman 

Magill Prize
Dr C T Sheehan 

Citations will appear in the next issue.
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At a meeting of Council on 

Wednesday, 21 May 2008 the 
following were admitted to the Board 
of Examiners: Dr Ratan Alexander 
(Worcestershire Royal Hospital), 
Dr Andrew Bailey (Addenbrookes 
Hospital, Cambrdige), Dr Fiona 
Cameron (Ninewells Hospital, Dundee), 
Dr Joseph Cosgrove (Freeman 
Hospital, Newcastle), Dr Nicolas Fauvel 
(Chelsea and Westminster Hospital, 
London), Dr Cleave Gass (St George’s 
Hospital, London) and Dr Alison 
Gasser (Harrogate District Hospital).  
The following wer admitted to the 
Fellowship ad eundem: Dr Shambhu 
Archarya (University Hospital, Aintree), 
Dr Asima Bokhari (Horton Hospital, 
Oxfordshire), Dr May Parris (Glasgow 
Royal Infirmary) and Dr Oliver Zuzan 
(Royal Liverpool University Hospital).

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

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

College Tutors
To consider making the following 
appointments/re-appointments 

(re-appointments marked with an asterisk):

Anglia
Dr A K Gregg, Peterborough and 
Stamford Hospitals NHS Foundation 
Trust (in succession to Dr M R Stoker)

Yorkshire
Dr M R Beadle, Calderdale Royal Hospital 
(in succession to Dr P T Hutchings)

Dr S Y U Husaini, Diana Princess of 
Wales Hospital (in succession to Dr I A 
McNeil)

Dr P S Smith, York District Hospital  
(in succession to Dr A J Vipond)

Northern Ireland
Dr C P McCarroll, Royal Victoria Hospital 
(in succession to Dr A S Phillips)

Dr J J O’Hanlon, Mater Infirmorum 
Hospital (in succession to Dr E M 
Thompson)

South Thames East
Dr F M J Iossifidis, University Hospital 
(in succession to Dr C J M Lanigan)

Sheffield and North Trent
*Dr I M Dods, Chesterfield and North 
Derbyshire Royal Hospital

West Midlands South
Dr J L Boden, Birmingham Heartlands 
Hospital (term extended for a further 
three years)

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.

Imperial School
Dr Olivia Helen Mingo
Dr Pushparaj Sitaram Shetty
Dr Elspeth Evelyn Pickering

Barts/Royal London School
Dr Mark Jonathan Saville
Dr Valasubramaniam Krishnamoorthy 
Mahadevan
Dr Prasanna Nirmala Tilakaratna
Dr Ramakrishna Venkataparthasarathy

North Central
Dr Venkata Saraswati McNeillis

Leicester
Dr Vindra Camille Ragoonanan

Mersey
Dr Shameem Abdul Jameel
Dr Richard James Pugh*
Dr Adeleke Olanrewaju Olusunmade
Dr Akshay Sule
Dr Ronita Majumdar

North West
Dr Sandra Abimbola Oyeniyi

Northern School
Dr Eliot Sykes*
Dr Indira Kannan
Dr Piyush Singh

Nottingham
Dr Natalie Ann Johnstone
Dr Anuraag Guleria
Dr Adam John Carney

Oxford School
Dr Elizabeth Jane Drake
Dr Naeem Ahmed
Dr Sabeena Sharma
Dr Catharina Dorothea De Beer*

Bristol School
Dr Andrew David Donovan
Dr Joanne Cornes
Dr Matthew James Carey Thomas*
Dr Ronelle Mouton

Peninsular School
Dr Andrew Michael Hutton

Sheffield School
Dr Sarah Joan Capper
Dr Shirley Savitha Lobo
Dr Fleur Elizabeth Roberts

Wessex School
Dr Subramanian Sathish Kumar
Dr Samar Othman Abed Al-Baki Al-
Rawi

West Midlands 
Dr Yogita Ashish Chikermane
Dr Frances Jayadoss Emerantia Jacintha
Dr Kumaresh Venkatesan*
Dr Govindarajulu Arun Prasad
Dr Cindy Persad
Dr Dandina Krishnamurthy Sujith
Dr Jeremy David Willson
Dr Olivia Hannah Whinn

Yorkshire
Dr Nisha Nikhil Bhuskute
Dr Dawn Louise Fabbroni

South East Scotland
Dr Juan Ruiz Escuder

Northern Ireland
Dr Janette Kennedy
Dr Stephen Thomas Webb*
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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

Educating doctors 
for the future 
workforce in ICM
Bulletin 47;January 2008:2381–2384

I find this article offensive to those 
who worked in the early ICUs 
established in the late 1960s and 
early 1970s.  The section entitled 
‘How we were...’ states that these 
units ‘were noisy, chaotic, frequently 
poorly managed and [even worse] 
had no truck with the concepts of 
patient dignity or privacy’.

I can’t imagine where the authors 
worked but such a statement is ill 
considered and is a slur on those who 
designed and staffed many of these 
units.  In particular, it is a denigration 
of the many dedicated nursing and 
ancillary staff as well as the doctors 
who gave their all in support of the 
team caring for the critically ill.

In the early days, junior medical 
staffing was a problem but in the 
early 1980s we at Northampton 
succeeded in establishing dedicated 
junior medical staff posts in intensive 
care not only for anaesthetic trainees 
but also for juniors from other 

specialties.  If asked, the majority 
of these young doctors will confirm 
that the post was well worthwhile 
for them and that the nursing staff 
found the ready availability of a 
committed junior a godsend.

As far as support from one’s 
colleagues goes, it was my experience 
that the consultant intensivist ‘in 
charge’ had to rely on them.  Some 
considered theirs a holding role 
whereas others were more proactive.  
Every little helped – essential as 
consultant staffing levels in those 
days were a fraction of the present 
number!

I accept I am now a grumpy old 
retiree and no wonder when one 
reads articles in this vein.  I suggest 
today’s pundits acknowledge what 
they owe to those who went before 
them.

Dr R D Marshall, one time Consultant 
Anaesthetist and Consultant-in-
Charge ITU, Northampton

A reply from the authors, 
Professor J Bion and Dr C E Gillbe
We appreciate the opportunity 
to respond to Dr Marshall’s letter 
in which he takes issue with the 
provocative statement of ours about 
ICUs in past times.  He is right to 
reprimand us for what in retrospect 
was an unfair generalisation.  There 
were – and possibly still are – ICUs 
which were chaotic, ill-managed 
and lacking in respect for patient 
dignity; but these were, and certainly 
are now, counterbalanced by the 

majority which provide high quality 
competent and compassionate 
care.  Indeed, one of us (JB) had 
the privilege of seeing Dr Marshall 
in action at the Northampton ICU, 
and it was this exemplar amongst 
others which stimulated him to 
make intensive care a career choice.  
However, we retain the view that 
ICUs are now better managed 
overall, and provide better care 
through the application of best 
practice and the relief of suffering.  
That we can do this is through the 
leadership and commitment shown 
by pioneers like Dr Marshall and 
many other medical and nursing 
colleagues.

Have you ever 
made a mistake?
Summary of responses 

Bulletin 48;March 2008:2442–2445

Martin Bromiley’s remarkable article 
on the events surrounding his wife 
Elaine’s death has attracted much 
interest and a number of responses 
from readers.  These fall broadly into 
two categories; those commenting 
on the technical management of 
airways obstruction and those 
concerned with human factors.

Dr P Hilton suggests other airway 
management options for this 
emergency, including the use of 
oxygen insufflation via a cannula 
inserted through the cricothyroid 
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membrane or trachea.  Both he and 
Dr M Leemans separately argue for 
the use of neuromuscular blocking 
agents, an issue covered by Calder 
and Yentis in a recent editorial in 
Anaesthesia (February 2008;63:113–
115).  

Human factors were the subject 
of detailed responses from both 
Professor H Owen and Dr S 
Hammond.  Because this issue is of 
such profound importance, articles 
on this topic from both authors will 
feature in a future edition of the 
Bulletin.

The Editor

Managing chronic 
pain
Bulletin 48;March 2008:2446–2448

I was most pleased to read about the 
Hospital Doctor Awards to Professor 
Raphael’s team, putting chronic 
services in the eyes of the public and 
the profession.  It was good to see a 
chronic pain team triumph over two 
very good acute pain nominations.  
Faced with apparent threat of a 
shutdown due to financial constraints 
the team certainly reversed their 
fortunes convincingly.

The combination of procedural 
and psychological interventions has 
certainly been thought of as risky, 
since procedures place patients in 
a ‘passive’ role.  For psychological 
treatments patients must be ‘active’ 
in behaviour and thought for 
success.  Acceptance of chronic pain 
is also thought to be a precursor 
to successful self-management and 
adjustment.1  Professor Raphael’s 
team found good results in 
integrating the two, with advanced 
interventions proving to be the most 

successful despite previous failures.  
This is worth noting as many 
physicians may have given up doing 
any further interventions should 
they not succeed initially.  Perhaps 
trying every avenue suitable gives 
patients hope and the motivation to 
continue?  Maybe patient selection 
is vital for success in combining both 
approaches?

The development of skills within the 
team is also very progressive with good 
cost effectiveness.  In encouraging 
multidisciplinary treatment, the team 
members who perform activities 
beyond their usual domains will be 
encouraged to think beyond their roles 
in the team.  Of course, the problem 
of ‘diffusion of responsibility’ may be 
enhanced, should a team member 
assume a particular activity will be 
performed by another, especially in 
grey areas.  Effective communication 
is important – this clearly exists in the 
winning team.

This award will be great 
encouragement to those pain clinics 
in the country faced with financial 
difficulties.  It should also provide 
some pointers for clinics to adapt to 
local circumstances.  It is indeed a 
great pleasure to see this article in 
the College Bulletin.

Dr Adam Woo, Clinical Research 
Fellow in Pain, UCL Hospitals 

Reference

McCracken LM, Eccleston C.  Coping or 
acceptance?  What to do about chronic 

pain.  Pain 2003;105:197–204.

The medical impact 
of climate change
Bulletin 49;May 2008:2485–2488

Have the critical faculties of the 
RCoA Bulletin been suspended?

1�

I was disappointed to see the article 
on ‘The medical impact of climate 
change’ with its header proclaiming 
‘there is no scientific dispute over the 
fact that humans are driving climate 
change’ (true, but not in the way 
that the author meant).  The bulletin 
is surely not a forum for quasi-
religious belief.  You might as well 
publicise the Church of the flying 
spaghetti monster (www.venganza.
org) and offer its explanation for 
global warming.  There is no doubt 
that pollution is a Bad Thing and 
we should be cleaning up after 
ourselves; however the current 
fashion seems to be for seeking ways 
to clean up financially.

Just because Mr Al Gore can pass 
off computer generated images 
from films as fact in his movie, 
and the irrepressibly self important 
George Monbiot, who has leapt 
onto the bandwagon with quite 
a few scientists, are saying global 
warming is on the way does not 
mean that there are not a large body 
of scientists opposed to this notion. 
It doesn’t matter, then, that warming 
has always preceded CO2 increase 
in the past, or that Mars is warming 
(any CO2 increase on that planet?), 
nor that correlation with sunspot 
activity exists, or that NASA has been 
fiddling its data to fit the present 
correctness, or that people can 
phone and harangue the BBC (and 
succeed) to alter its website to stop 
alternative ideas in this field.

Perhaps the Bulletin should stick 
to anaesthesia and publish proper 
scientific articles (unless it was meant 
to be satire, in which case I’m sorry 
not have got the joke).

Yours, still a Fellow but no longer a 
gasman (not CO2 anyway)

Dr Jan Aniskowicz, Cambridge
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previously driven temperature rises 

– and are doing so now.  Scientific 

consensus takes a long time to 

reach, and even when established, 

fringe elements will dissent (the 

Flat Earth Society does still exist, 

after all).  Thus, alterations in orbit/

tilt/precession are considered the 

main drivers of Martian surface 

warming and any modest influence 

of sunspots on Earth’s temperatures1 

should have driven global 

temperatures down in recent years. 

The existence of man-driven climate 

change is now accepted by every 

major National Academy of Science 

in the world (including that of China, 

India and Britain), the American 

Association for the Advancement of 

Science, the American Meteorological 

Association, and the 2000-strong 

Intergovernmental Panel on Climate 

Change.  The consensus includes 

eco-groups (such as Friends of 

the Earth and Greenpeace), NASA 

scientists, and the oil industry.  

Meanwhile, Dr Jackson is right: it 

took 10,000 generations for world 

population to reach 2 billion – and 

it will reach > 9 billion within a 

lifetime. Population growth should 

not be divorced from climate 

action.  In the meantime, those who 

live in countries with ‘developed 

economies’ are the ones who 

must act: the average UK citizen is 

responsible for some 12 tonnes of 

CO2 emissions each year, and those 

in Chad for 0.01 tonnes.  As Simon 

Law suggests, dramatic personal 

changes do ‘add up’.  They also 

create a permissive environment 

for governments to legislate, and 

businesses to change.

Reference

Nature 2006;443:161–166.1�

At the end of his lucid and terrifying 
article, Dr Montgomery suggests an 
action plan to reduce our emission 
of greenhouse gases.  His plan is 
fine, but it is only relevant to the 
two billion people who live in the 
‘developed world’ and I doubt 
whether many of them will adopt 
it until they have to.  Even so – no 
doubt for politically correct reasons 
– he omits the most important action 
we could take, which is to encourage 
every couple on Earth to have no 
more than two children.

The fertility rate for most sub-
Saharan African states is over five 
and their populations are increasing 
annually by at least 3%.  The gross 
domestic product (GDP) of these 
states is not growing at this rate, 
and therefore each of their citizens 
is becoming inexorably poorer.  The 
people of Ethiopia were starving 25 
years ago when the population was 
half what it is today, and they now 
depend on foreign aid of some $1bn 
a year.  As water and cheap energy 
become scarcer, agriculture will suffer 
throughout the rest of the world 
and aid will falter.  It follows, as the 
night the day, that there will then be 
hideous famine.

Unless we can grasp the nettle 
of over-population on this planet 
and help and empower all women 
– especially those in the developing 
world – to limit their family size, then 
the four horsemen of the apocalypse 
will do it for us.

Yours gloomily,  

Dr Mark Jackson, Gloucestershire

There is no better time to reduce 
global emissions.  Today’s challenge 
is on a different scale, but rather 
than demanding drastic emission 
cuts that have little chance of being 

realised, the potential lies in more 
‘passive’ techniques that incorporate 
sustainability into our daily lives.  
Here are five ways that anaesthetists 
can reduce their carbon footprint.

Commit to a car free journey. 
It is national car free day on 22 
September.  One year’s cohort 
of registrars travelling to work in 
our deanery generates two metric 
tonnes of carbon dioxide weekly. 

Use your study leave: Cycle to 
the library for a day.  The Office 
of National Statistics recently 
reported a decrease in miles cycled 
from 43 to 38 per person per year.

Consider diverting cremation 
fees and family planning cash 
to support projects that aim to 
increase energy efficiency or ‘bury’ 
carbon dioxide by tree planting

Avoid congestion charges and 
road tax by choosing the right 
vehicle.  LPG cars are exempt from 
congestion charges and cars with 
emissions of less than 100g/km 
are free from road tax.

Buy ‘fair trade’ coffee. This 
rewards sustainable farming.  And 
do we really need disposable 
cups?

Climate change is with us, is caused 
by human activities and is unfolding 
before our eyes.  We have the 
potential to reduce the impact by 
cutting back on carbon emissions in 
our daily working lives.

Dr Simon Law, SpR, Oxford

Reply from the author,  
Dr H Montgomery
In response to Dr Aniskowicz: 
Whilst warming can drive (and has 
previously driven) CO2 release, it is 
also an immutable fact of physics 
that ‘greenhouse gases’ live up to 
their name – and that CO2 rises have 

■

■

■

■

■
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From the operating 
table to the card 
table 
Bulletin 49;May 2008:2492–2495

I read with interest this article 
comparing the skills required for 
poker playing to those required for 
a career in anaesthesia.  As a serving 
member of Her Majesty’s armed 
forces, I have been lucky enough to 
spend time during my anaesthetic 
career taking part in military 
adventurous training.  My lifelong 
passion has been mountaineering; 
the military recognise time spent in 
this and similar activity as ‘enhancing 
an individual’s ability to withstand 
the rigours of operations and rapid 
deployments’. 

The parallels between climbing 
and anaesthesia are clear and 
striking.  These include the ability 
to think clearly when exposed 
on the lead end of a rope above 
the dubious protection of small 
items of metal wedged in cracks, 
maintaining situational awareness 
when the weather is closing in or 
daylight rapidly disappearing and 
accepting when the sensible option is  
sometimes to wait for another day.

Throughout my anaesthetic career 
I have had colleagues with similar 
passion for adrenaline fuelled sports, 
and Dr Shonfeld raises the interesting 
point that we may be drawn to 
these to hone our anaesthetic skills.  
I suspect the more likely answer is 
that we choose anaesthesia because 
of our natural ability to function in 
stressful situations.

Thanks to Dr Shonfeld for making 
this startling revelation so abundantly 
clear to me.  I will be updating my 
personal development plan for the 

next 12 months to include far more 
days in the hills!

Dr Adrian Mellor, Surg Cdr RN 
and Consultant Anaesthetist, 
Middlesbrough

Sub-prime patients
The stability of the British housing 
market and economy over the past ten 
years left many financiers and ordinary 
people feeling impervious to financial 
misfortune.  However, recent instability 
in world financial markets, heavily 
influenced by sub-prime mortgage 
lending in America, now threatens 
the world with recession.  The term 
sub-prime refers to mortgages offered 
at unfavourable terms to people with 
low income and poor credit history.  
These debts were then repackaged as 
bonds or collateralised debt obligations 
and sold to other banks with a 
seemingly reduced risk.  But as the 
financial world reels from the recent 
turmoil, perhaps anaesthetists can 
learn something from the economists’ 
mistakes?

Like the economy, anaesthesia and 
surgery have become safer.  Risk 

Association of Paediatric Anaesthetists 
of Great Britain and Ireland

3rd National Linkman Meeting
Monday, 3rd November 2008 
Churchill House, London

All APAGBI Linkmen are invited to attend.  In addition, we warmly welcome any 
anaesthetists (including trainees) who have an interest in Paediatric Anaesthesia.

Topics include:

Lectures, breakout sessions, lunch and refreshments are also included.

Approved for:  5 CPD points Registration fee: £150 (cheque), £160 (credit card) 
Please contact Ekaterina Boyd at the College on events@rcoa.ac.uk

stratification scoring systems have 
been developed to help doctors 
make difficult clinical decisions about 
the risk to patients undergoing 
surgery.  This in turn has allowed 
doctors to achieve better outcomes 
for patients and offer complex 
treatments to older patients with 
multiple co-morbidities.   However, 
in the same way that collateralised 
debt obligations turn a bad debt 
into a good one, risk scores turn 
an individual patient with unique 
problems into a statistic.  

Performing complex surgery on high-
risk patients is inherently risky and, in 
an age where clinicians are increasingly 
judged on their complications, medical 
professionals too could suffer a crash.

Therefore, just as the banks have had 
to look behind their statistics at the 
impoverished Americans to whom 
they have lent money, clinicians must 
look behind the numbers at the 
people they are treating and carefully 
assess the risks when managing sub-
prime patients.

Dr M Edsell, Specialist Registrar, 
London

Optimising paediatric anaesthesia 
services
Remote and rural paediatric 
anaesthesia

■

■

Delivering a first class surgical service 
for children
Implementing the NSF for children
Paediatric dental anaesthesia
Peer review

■

■

■

■
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Appointment of Members, 
Associate Members and 
Associate Fellows
The College congratulates the following who have 
now been admitted accordingly:

Members
March 2008 
Dr Rajesh Utterkar  
Dr Ameela Devi Maharaj  
Dr Vasudha Misra  
Dr Bobby Abraham  
Dr Thavaratnam Nixon Thirumaran 
Dr Alagiyawanna Mohotti Appuhamilage Priyanthi 
Alagiyawanna 
Dr Charlie Bridglal 
Dr Pallavbhai Virendrabhai Desai

April 2008 
Dr Mohammad Musa Lone  
Dr Alison Gar-Pui Koo 
Dr Shilpi Ashok Bhatnagar 
Dr Harbans Singh Bhogal 
Dr Asha Anil Naik 
Dr Ramu Dhulipala 
Dr Muna Mohamed Hassan El-Sawahli 
Dr Anagha Tambe 
Dr Claire Louise Kaloo 
Dr Sunil Bellam 
Dr Constance Maria Elizabeth Jewitt 
Dr Chidanand Hullur 
Dr Ulrike Buehner 
Dr Asif Ali Khan

Associate Member
April 2008 
Dr Mohamed Ibrahim Abdel Fattah Mahmoud Soliman

Associate Fellows
March 2008 
Dr Victor Ajitkumar Francis  
Dr Bharti Seth

Affiliates – Physicians’ Assistant (Anaesthesia)
March 2008 
Mr David O’Brien

April 2008 
Mr Mark Anthony John Eldridge

Primary and Final FRCA MCQ 
Examinations:  
Negative marking will be removed with 
effect from 1 September 2008
The only change that candidates will notice is that 
the optical mark reader answer sheet will have only 
two boxes against each question: ‘True’ and ‘False’.  
The ‘?’ box will be removed.  There will be no other 
changes to the content or structure of the papers 
or syllabus at either level and the standards of 
knowledge expected for a pass will be unchanged.

The removal of the penalty for wrongly answering a 
question, however, will have significant implications 
for the way that candidates prepare for MCQ 
examinations and the mark required to pass.  There 
will no longer be any advantage in not answering 
a question.  In their revision, candidates should 
plan to answer all the questions and to aim for a 
minimum score of 80%.

London Society of Regional Anaesthesia Website
www.lsora.co.uk

LSORA is a newly established society.  We are a regional 
subgroup of Regional Anaesthesia Great Britain and Ireland.

Our aim is to maximize data recording, reports and analysis 
to continue to improve our speciality, public education and 
promotion of London regional anaesthetists, in the UK and 
abroad.

The LSORA website is absolutely FREE, giving you:

FREE access to the online electronic logbook:
Security: data only seen by the current user; encrypted and 
backed up every 20 minutes
Utilise CUSUM learning curves to assist your training
Synchronize with the palm version that we have created for 
handbase
Compatible with the requirements of the Royal College of 
Anaesthetists
Only registered members will get access to the logbook 

FREE video podcasts, presentations and photo albums
Details of 3rd London workshops in Regional Anaesthesia

❚

❚

❚

❚

❚

Important announcement
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Advertising
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		S  ize			   Rate 
Quarter page	 88 mm by 118 mm	 £220.00 
Half page	 88 mm by 240 mm	 £432.50 
Full page	 181 mm by 240 mm	 £702.50

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.

Continuing Education 
in Anaesthesia, Critical 
Care and Pain
Editor-in-Chief
Applications are invited for the position of Editor-in-Chief 
of Continuing Education in Anaesthesia, Critical Care and 
Pain (CEACCP), to succeed Professor David Rowbotham, 
whose term of office ends in December 2009.

CEACCP is a joint venture of the British Journal of 
Anaesthesia and The Royal College of Anaesthetists 
in collaboration with the Intensive Care Society and 
the British Pain Society.  The purpose of CEACCP is 
the publication of material to support the continuous 
medical education and professional development of 
specialists in anaesthesia, critical care medicine and 
pain management. The Editor-in-Chief will chair the 
CEACCP Editorial Board and will be responsible for the 
content of CEACCP.

The successful applicant will take up duties at a 
date in 2009 to be mutually agreed with Professor 
Rowbotham and will work with Professor Rowbotham 
for the remainder of that year before assuming 
sole responsibility from January 2010. The term of 
appointment is five years in the first instance. 

Applications in the form of a CV should be submitted 
by email to Professor P M Hopkins, Administration 
Director, British Journal of Anaesthesia, Academic Unit 
of Anaesthesia, St James’s University Hospital, Leeds 
LS9 7TF (p.m.hopkins@leeds.ac.uk).

The closing date for applications is 25 July 2008.

British Journal of Anaesthesia is a company limited by guarantee and 
having no share capital incorporated in England and Wales with company 

number 06410445.

Registered as a charity with the Charity Commission number 1121817.

Registered Office: Department of Anaesthesia, University of Liverpool, 
Duncan Building, Daulby Street, Liverpool L69 3GA.

Directors: Professor J M Hunter, Professor I Power, Professor N R Webster, 
Professor P M Hopkins, Dr J Hulf.

A British Journal of Anaesthesia 
Publication
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ADVERTISEMENT

the Mersey weeks 2008
FRCA Primary Course (MCQ) 

Six Long Days of Intensive of MCQ Study & Analysis 
Designed for Primary FRCA Candidates 

Sunday 17 – Friday 22 August  

FRCA Primary Course (OSCE/Orals)
Seven Full Days 

The Definitive OSCE/Viva Experience 
Friday 26 September – Friday 3 October    

Mersey Selective Course
Lectures, Tutorials & MCQ Tests on the Basic Sciences  

Suitable for Primary & Final (Revision) Candidates 
Sunday 2 – Friday 7 November 

FRCA Final MCQ Course 
Six Long Days of Intensive of MCQ Study & Analysis 

Designed for Final FRCA Candidates 
Saturday 23 – Thursday 28 August*   

FRCA Final (Booker) Course
The Mersey ‘Flagship’ Revision Course for the Final FRCA 

SAQ Practice – MCQ Papers – Lectures – Tutorials
Sunday 21 – Friday 26 September 

FOR DETAILS, 
ASSESSMENTS,  

APPLICATION FORMS

www.msoa.org.uk
* This Course starts on the Saturday and ends on the Thursday 

for the convenience of those wishing to attend 

The FCARSI Final E&SAQ Weekend Course 
Friday 29 – Sunday 31 August
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ADVERTISEMENT

the Mersey weekENDs 2008
FCARCSI  Final E&SAQ Weekend

Learn & Practice the Mersey Method for Success with the FCARCSI Examination
Friday 29 – Sunday 31 August 

FCARCSI Final Viva Weekend
Presentation Tricks & Treats – Viva Practice & Revision

Friday 26 – Sunday 28 September 
LIMITED

FCARCSI Primary Viva Weekend
Presentation Tricks & Treats – Viva Practice & Revision

Friday 17 – Sunday 19 October 
LIMITED

FRCA Primary Viva Weekend
Presentation Tricks & Treats – Viva Practice & Revision

Friday 12 – Sunday 14 September 
LIMITED

FRCA Primary OSCE Weekend
Intense OSCE Intelligence and Exposure
Friday 19 – Sunday 21 September  

LIMITED

DETAILS – ASSESSMENTS – APPLICATION FORMS

www.msoa.org.uk   classes and courses

FRCA Final SAQ Weekend
Learn & Practice the Mersey Method for Success with the RCoA Examination

Friday 10 – Sunday 12 October

FRCA Final Viva Weekend
Presentation Tricks & Treats – Viva Practice & Revision

Friday 21 – Sunday 23 November  
LIMITED
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College contacts
Chief Executive 
Kevin Storey

Directors 
David Bowman, Training and Exams 
Charlie McLaughlan, Professional 
Standards

Managers 
Martin Bennetts, Facilities 
Graham Clissett, Examinations 
Richard Cooke, Information Technology 
Roger Smith, Financial Controller 
Bob Williams, Professional Standards 
Craig Williamson, Training

Advisory Appointment Committees 
Anita Mattis: 020 7092 1571

Courses and Meetings/Events 
Ekaterina Boyd: 020 7092 1670 
fax: 020 7092 1735 
events@rcoa.ac.uk

Finance 
Daniela Angiletta: 020 7092 1583 
Sarah Bishop: 020 7092 1584

Hospital Visits 
Afsana Choudhury: 020 7092 1652

Individual Trainees A–Le 
Claudia Moran: 020 7092 1554

Individual Trainees Li–Z 
Claire Higgins: 020 7092 1553

Membership 
Karen Slater: 020 7092 1701

Patient Liaison Group 
Jane Griggs: 020 7092 1572 

RA/DRA/CT Appointments 
Karen Morris: 020 7092 1573

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

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

Appointment 
of Fellows to 
consultant and 
similar posts
The College congratulates 
the following Fellows on their 
consultant appointments:

Dr Matthew Allen, Moorfield’s Eye 
Hospital 

Dr Chris Bouch, Leicester Royal 
Infirmary

Dr Jonathan Davies, Nottingham 
University Hospitals NHS Trust

Dr E Foda, Derby Hospitals NHS 
Foundation Trust

Dr Billing Karunakaran John, Nevill 
Hall Hospital, Abergavenny

Dr Rose McRobert, Ayr Hospital

Dr Ronelle Mouton, Southmead 
Hospital, Bristol

Dr Amish Patel, Royal Surrey 
County Hospital, Guildford

Dr Kevin Walker, The Ayr Hospital

Dr Christina Wood, St George’s 
Hospital, London

Dr Robert Zimmer, Golden Jubilee 
National Hospital

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

Dr Peter J F Baskett, Chippenham

Dr Raymond John Vale, North 
Devon

Dr Sheelagh M White, Ross-shire, 
Scotland

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.

www.rcoa.ac.uk/obituaries

ANNUAL CONGRESS 
17–19 September 2008, London 

AAGBI CORE TOPICS 
1 October 2008, Edinburgh 
10 December 2008, Birmingham

More detailed information can be 
obtained from:

Emma Hollington/Nicola Heard 
Educational Events Co-ordinators 
Association of Anaesthetists of Great 
Britain and Ireland 
21 Portland Place 
London W1B 1PY

020 7631 8808    020 7631 8805 

meetings@aagbi.org 
www.aagbi.org

Association of Anaesthetists 
of Great Britain and Ireland






