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an impact
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%
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Anaesthetic Updates

%

30 September to 1 October 2020
The Studio, Leeds

15–16 October 2020
Salford

16 October 2020
RCoA, London

%

%
%
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PODCASTS
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workplace
24–25 November 2020
RCoA, London

To view our digital
offering please visit:
bit.ly/RCoAEdProfDev

19–21 October, 2020
Birmingham

Discounts may be available for RCoA-registered Senior Fellows and Members, Anaesthetists in Training,
Foundation Year Doctors and Medical Students. See our website for details.

Book your place at rcoa.ac.uk/events
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Liverpool

%
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RCoA, London

%

%
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RCoA, London
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%
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Management (TEAM)
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RCoA, London

Developing world anaesthesia

Anaesthetic Updates

National Neuroanaesthesia and
Critical Care Society (NACCS)
Neuroanaesthesia CPD conference

%

%

UK Training in Emergency
Airway Management (TEAM)

8 October 2020
RCoA, London

%

SEPTEMBER

Please keep up-to-date by visiting our webpage:

12–13 November 2020
Glasgow

A career in anaesthesia

%

OCTOBER

EVENTS AND COVID-19

Discounts may be available for RCoA-registered Senior Fellows and Members, Anaesthetists in Training,
Foundation Year Doctors and Medical Students. See our website for details.

Book your place at rcoa.ac.uk/events
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Welcome to the summer edition of the Bulletin, and it is my sincere hope that by the time you read this I’ll
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Psychological consequences of
20
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going for non-COVID related cases. I am proud of my profession, and how we stepped up without fuss,
increased the capacity for intensive care nationwide by an order of magnitude, and delivered excellent
care to some extremely unwell patients in very difficult circumstances.
In this edition, Dr Chris Carey writes about the effect on consultants going back to full shift work: the
frustrations, increased uncertainty in our work, but also the improved supervision, teamwork, a flatter
hierarchy, and the faster development of new pathways. From my own experience I would echo his
comments, and add how antiquated a technology the bleep system most hospitals still use is.
I urge you all to read Daniel Barling’s account of how a 27-year-old healthy man suddenly develops
symptoms of a stroke, and how as a doctor he instantly knew exactly what was going on, but still had to
struggle to get the care he knew he needed.

At a time when many of us have experienced some truly horrific things, it is incredibly important to focus
on the wellbeing of our colleagues and ourselves – whether that be with chocolate (but not doughnuts, I’m
sure), walking up stairs, or improving our sleep hygiene, we have several articles for your perusal.
We realise that in many hospitals the SAS grade doctors provide much of the day to day (and night to night)
care, and I want to highlight the excellent work that our SAS representatives on council Kirstin May and Lucy
Williams have done over the last few years, and hopefully for some time to come. Dr May’s article on the job
application process and getting shortlisted contains some excellent advice for doctors of all grades.
Finally, the reason we do the job we do is for our patients and it is vital we see what we do from a different
perspective sometimes. Our lay representative Lynne Smith provides this perspective and although I’ve
always found the profuse expressions of gratitude uncomfortable, thinking of what we have been through
in the last couple of months they are very welcome. As we take off our plague masks and try to get back
to something vaguely approaching normal we accept the expressions of thanks, but they must never be
platitudes, and never divert attention from our goal of a fair, equitable, and excellent National Health Service.

Page 38

Page 24
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Professor Ravi Mahajan
President
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Before you read about your College’s work and
achievements in delivering an online Lifelong Learning
Platform, I’d again like to thank you all for your continuing
commitment, dedication and caring to your patients and
your colleagues during these challenging times.
As I’m writing this in May, there are signs of an easing to the global lockdown and work is
underway across the NHS to begin the resumption of ‘normal’ clinical services. Normal is a
description of our work some of us may think we’ll never see again. While the way we treat
and interact with patients will undoubtedly change, let us use this time also as an opportunity
to change elements of our professional lives we have control of for the better too. Change the
way we work across specialties, across hospital departments and the way we care for ourselves
and our colleagues.
Caring for our careers and our progression is important to ourselves, but caring for ourselves is
important to our families, our loved ones and our colleagues. An NHS Bereavement & Trauma
Line has been established to provide support seven days a week, between 8am and 8pm. All
calls are strictly confidential and no referral is needed. The number is 0300 303 4434.
Thank you again for your help in managing this global health crisis and please ask for help and
support if you need it.

The President’s View

CELEBRATING THE SECOND
ANNIVERSARY OF LIFELONG LEARNING
4 |

This edition of the Bulletin marks the important
milestone of two years since the initial launch
of the College’s Lifelong Learning Platform
(LLP). This is the online hub which is designed
to support members throughout all stages
of their careers. It features an e-portfolio for
anaesthetists in training and a CPD online diary
for non-trainees, plus a clinical logbook which
is available to both types of users.

development was one of the core deliverables
under the heading of ‘Harnessing the power of
technology to support our membership, staff
and wider anaesthesia’ in our ambitious Strategic
Plan. The LLP was launched with e-portfolio
and logbook features in August 2018 followed
by CPD functionality in November 2019, and
we continue to make enhancements to better
support professional anaesthetic practice.

As a College, we wanted to create a platform
that we own and could change as needed so
that we can continue to meet the needs of
our members. The LLP is now celebrating its
second anniversary and its delivery as part of the
College’s Technology Strategy Programme. Its

The LLP had its origins in the College’s
previous e-Portfolio system which had been
in use since 2010. Over the years, a number
of suggestions were made as to how it could
be improved (particularly around the Annual
Review of Competence Progression process)
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which we incorporated into the design
of the new platform, and the LLP now
contains 61 forms specifically designed for
professional development in our specialty
which can be fully edited and improved
internally by the Lifelong Learning team.

In November 2019, the LLP was live with all three
functionalities operational and, after a brief transitional phase
during which a new external supplier was sourced, the
project has now moved into the ‘business as usual’ phase.

Figure 1 Logbook entries by month

Date created month

The new platform offers users more
permissions, thereby allowing them
more control over their own records.
We have also enabled SAS doctors, MTI
doctors and ACCS supervisors to use the
platform, thereby catering for a broader
range of our membership.
Similarly, the previous CPD Online
Diary, which launched in late 2011,
received member feedback suggesting
improvements, including the ability to
map activities against the Good Medical
Practice domains and resolution of the
inflexibility of the activity report used
to evidence participation in CPD for
appraisal purposes.
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This was a truly innovative project, and

it as an integral part of the overall system.

no other medical royal college had
previously developed such a system.

In addition, the fact that the College

This presented some initial development

did not own the intellectual property

challenges, although, on the other hand,

for these systems and was effectively

starting with a blank canvas and with the

‘leasing’ them was a further consideration

ability to build into the LLP what had

to be addressed. The move away from

previously worked well while removing

a charge per user (as had been the case

what didn’t and incorporating many of

with the former e-Portfolio and CPD

the enhancements suggested by users,

Online Diary) meant that the LLP would

was a great opportunity.

be more cost-effective in the long term.
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The success of a system designed to support members
throughout all stages of their careers can be measured
from the data on its usage, and we now have the ability to
extract meaningful data from the LLP. To date more than
100,000 people have participated via our MSF process,
3,000 Milestones have been completed on the platform
(automatically generating digital certificates for anaesthetists
in training), 25,000 ESSRs have been created, and two
million logbook cases (Figure 1) have been recorded.
Focusing on the CPD features, more than 1,500 personal
activities are being added and reflected upon each month
(Figure 2), while the number of CPD-accredited events in
the LLP is already in excess of 900. We currently have more
than 17,000 users. These include anaesthetists in training,
consultants, SAS doctors, MTI doctors and doctors on outof-programme professional activities.
Earlier this year we submitted entries for two digital awards
in recognition of the development of the LLP, and to
celebrate the work that is making a real impact for our
organisation and members. We were shortlisted, however,
the full awards events were cancelled as a result of the
coronavirus pandemic.
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Both the e-Portfolio system and the CPD
Online Diary had served their purpose
for a number of years, but there were
clearly opportunities for improving
them, and this project of the Technology
Strategy Programme also presented
an ideal opportunity to bring logbook

400
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The College’s Lifelong Learning team continuously
monitors usage of the platform to ensure that the best user
experience possible is available, working with the suppliers
and users to remedy any bugs that might arise. While
the system has been future-proofed as far as possible,
there is a documented process in place to formally
evaluate and approve any members’ suggestions for
further improvement. We have established a LLP Clinical
Reference Group to support us in making key decisions
on functionality and updates as well as to assist with our
stakeholder engagement and communications with users.
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A huge amount has been achieved over these last
two years, and, while the College remains focused on
continuing to make future upgrades, members can be
confident that a comprehensive and responsive system has
been developed to support them throughout all stages of
their careers for many years to come.
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Yorkshire
Midlands & the
Humber

If you have any comments or questions about any of the
issues discussed in this President’s View, or would like to
express your views on any other subject, I would like to hear
from you. Please contact me via presidentnews@rcoa.ac.uk.
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NEWS IN BRIEF
News and information from around the College

RCoA patient
information
resources
awarded quality
kitemark
The College’s patient information
resources have been awarded the
Patient Information Forum Trusted
Information Creator Kitemark (PIF
TICK). The RCoA is the first Medical
Royal College to achieve this kitemark.
In order to achieve and maintain
the PIF TICK, organisations need
to demonstrate a consistent and
robust approach to the production
of patient information, based on
requirements such as user involvement,
language, evidence, user testing,
design and much more. The kitemark
demonstrates our commitment to
providing patients, our members and
the anaesthetic community with the
highest quality patient information.

New and updated patient
information resources
Following feedback in the survey to preoperative
assessment leads, we are pleased to announce two
new resources to join our main series of leaflets:
Anaesthesia and your weight (rcoa.ac.uk/media/13781)
and Your airway and breathing during anaesthesia (rcoa.ac.uk/media/13776). We are
also working on a new resource called Your anaesthetic for vascular surgery, which we
hope to publish shortly.

Translations of
patient information
leaflets

Lawrence Mudford, lay representative with the Centre for Perioperative Care,
(CPOC) shares his experience of being a cancer patient in a new three-part blog
series called ‘We may all become patients sooner than we think’ and identifies
many similarities between preparing for cancer treatment and preparing our
bodies and minds in the event of contracting COVID-19.
The three blogs will explore in turn three aspects of preparation – physical
wellbeing, lifestyle choices and mental health strengthening.

During 2019, we made significant advances in
many areas of work across the College, both with
and on behalf of our membership. Introducing our
first Sustainability Strategy, establishing the Centre
of Perioperative Care and reaching a combined
membership of 23,000 are only a few of the
College's 2019 highlights.
Read the full annual report including an introduction from your President and
Chief Executive Officer at: rcoa.ac.uk/annual-review-2019.

In February the full series of joint College/Association of Anaesthetists leaflets on
anaesthesia were updated and can be found on our website at bit.ly/PILeaflets.

CPOC blog series – We may all
become patients sooner than we think

2019 Annual Review

The College is working in partnership
with the international translation
charity ‘Translators without Borders’
to provide translations of our most
popular patient information leaflets
in the 20 most common languages
used in the UK, including Welsh.
Patients whose main language is not
English can often find communication
with healthcare professionals to be a
challenge, which can increase anxiety.
We hope that these translated
leaflets will help our members to
communicate better with these
patients about procedures and risks
and as a result have better informed
discussions around consent.

COVID-19 Weekly
Updates
For the time being, the College has put the

monthly President’s member newsletters
on hold. During this challenging period,
we thought it would be best to provide
you with succinct weekly updates on
COVID related news items as well as wider
College news. New and revised clinical
guidance, information and support will be
top of this list.
All COVID Weekly Updates are saved
on the College website for everyone to
access at: bit.ly/RCoAWeeklyUpdate.

All three blogs can be found on the CPOC blog page: cpoc.org.uk/blog

New guidance for clinical leads on
preparing a job description
The College manages the approval of job descriptions and person
specifications for consultant and SAS grade posts in anaesthesia, intensive
care medicine and pain medicine. New guidance has been published on
our website at: bit.ly/AACGuidance2020 to provide advice to clinical
directors/leads on how to prepare a job description for advertisement.

8 |

RCoA blogs
The College blog page recently had
great input from various sources on
topical issues and discussion points.
This includes a brand-new series
called ‘Experiencing the COVID-19
Frontline’ – contributions to this series
address difficult decisions, roles and
personal anxieties to support frontline
anaesthetists.
You can catch up on all College blogs
at: rcoa.ac.uk/blog.
If you would like to send us ideas and
contributions, please email
ddollinger@rcoa.ac.uk.

CPOC FAQs for patients having an
operation during COVID-19
CPOC has launched a new series of FAQs (bit.ly/2ZExsT1) following the
NHS’ announcement to restart normal surgical services as the COVID-19
pandemic has moved past its peak.
The FAQs aim to address concerns patients may have going to hospital
for their delayed operations and to offer advice on how you can best
prepare for your surgery.
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WORKFORCE
UPDATE
Dr Hamish McLure
Chair of Clinical Director Executive
and Member of the RCoA
Workforce and Strategy Committee;
Leeds Teaching Hospitals NHS Trust

Dr Phil Antill
Advanced Trainee in Anaesthesia
& Intensive Care Medicine,
York Teaching Hospital NHS Foundation Trust

workforce@rcoa.ac.uk

Afsana Choudhury
RCoA Workforce Planning &
Recruitment Coordinator

At the time of writing, the UK has passed 35,000 fatalities in the COVID-19
pandemic. Some hospitals are reporting that half of their medical staff are
at home, sick, or isolating due to illness in the family. Many recently retired
doctors have returned to work, and a substantial number of skilled workers are
being sourced to staff new hospitals rapidly constructed in exhibition centres.
The shortage of doctors is palpable.
That a crisis has shed light on workforce
deficiencies shouldn’t surprise us. Many
medical specialties were reporting
workforce concerns before the pandemic.
As recently as November 2019, the Royal
College of Paediatrics and Child Health
published workforce modelling using bestpractice care to estimate that the specialty
had a workforce gap of 856 consultants
across the UK.1 A recent Royal College of
Psychiatrists census of 86% of Psychiatry
departments showed a gap of 708
consultants (9.3%).2 General practice has a
long history of workforce shortages which
doesn’t show any signs of improving. In
December 2019, NHS Digital recorded
that the number of full-time equivalent

10 |

GPs had dropped by 1% in the previous
year as GPs left the profession or reduced
their working hours.3
These concerns have been reported
in the media, generating a welcome
political imperative. As a result, in January
2019, the UK government published the
NHS Long Term Plan, which recognised
that ‘over the past decade, workforce
growth had not kept up with need’.4 The
plan has many laudable aims around
improving the working lives of staff and
increasing numbers of medical students,
nurses, midwives and GPs, but makes little
mention of addressing the shortages of
hospital specialists. Later in June, NHSE

published the Interim NHS People Plan
which described the need to increase
numbers of GPs and psychiatrists, but
again, other hospital specialties weren’t
mentioned.5 It’s easy to believe that
anaesthesia isn’t considered to have a
significant workforce issue.
In order to monitor the anaesthetic
workforce the RCoA has carried out
censuses (2007, 2010, 2015 and recently
in 2020) and recruitment surveys (2017
and 2018). The consistent message is that
the specialty of anaesthesia is expanding
at 2–3% per year. Online data from
NHS Digital corroborates this, showing
that from 2009 to 2019, the number

of consultant anaesthetists in England
increased by 31%.5 The number of
intensivists, most of whom are drawn from
the anaesthetic pool, increased by 163%.
In the face of this increased demand,
during the period from 2013 to 2019 the
pipeline supply of anaesthetists gaining
their CCT dropped by 37% (Figure 1),
data provided by the College training
department. Unsurprisingly, clinical
directors report difficulties appointing new
colleagues. In the 2020 census, which
collected data from 96% of departments
in the UK and will be published later
this year, 53% of departments reported
that they’d advertised a consultant post
but had been unable to fill it. Of the
departments who hadn’t been able
to fill a post, 79% reported a lack of
applicants. The census revealed 676
unfilled consultant posts, representing a
workforce gap (number of unfilled funded
consultants posts divided by total number
of funded posts including those unfilled)
of 8%, a steady increase from 4.4% in
2015, to 5.4% in 2017, and 6.9% in 2018.
Some of the increase in the last year is a
consequence of new pension tax rules.
The census showed that 1,114 consultant
anaesthetists reduced their working
hours. Despite a reversal of some of these
changes, it’s unlikely that colleagues will
choose to increase their job plans back to
their previous level, particularly if they are
in the later stages of their career.
This gap is worrying, but is only part of
the picture. In the census, we also asked
clinical directors how many posts they
required in addition to already funded
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Figure 1 Number of CCTs per year – includes dual ICM CCTs data provided by the
College training department
posts in order to provide the service
that was being asked of them. If we
include this ‘aspirational gap’, then the
workforce gap rises to 12%. If we use
additional data from the census, in which
we asked about numbers of consultants
on long-term sick leave, parental leave,
sabbaticals etc, then the real gap is
around 15%. Rota writers need to find
alternative cover for 1 in every 7 sessions.
Solutions to this problem are unclear.
As part of the NHS Long Term Plan,
the number of medical school places
has expanded. This should increase
the number of anaesthetists in training,
but only if we find ways to inspire them
and present anaesthesia as a desirable
career. However, that will take time, and
we need something sooner. The COVID
crisis has shown that the specialty of
anaesthesia is able to adapt to new ways
of working, supporting our colleagues in
intensive care medicine and other areas.

We’ve trained, re-trained, and moved out
of our comfort zone in so many areas. As
the crisis subsides and surgical services
start to re-emerge, perhaps this will be
a time to re-assess what we do and
find new ways of working. That might
be uncomfortable, but anaesthesia has
shown that it’s good at that.
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Revalidation for anaesthetists

CPD accreditation applications:
2019 and 2020 compared

Previous editions of the Bulletin have featured the annual data from the College
service for the CPD accreditation of events run by NHS trusts and hospital
boards, registered charities, specialist societies, and associations. This service
has been available for a number of years, with the application form becoming
online in 2012, followed by a much more streamlined and user-friendly version
getting incorporated into the Lifelong Learning Platform in November 2019.
Data was first collected from 2012, at
the end of which year a total of 599
applications had been received for
accreditation. In subsequent years the
volume has increased significantly and
the number of applications received
during 2019 was 1,200.
To provide a brief snapshot from last
year, 951 of the applications received
were accredited unconditionally, while
137 were only approved after additional
information had been supplied by the
applicant. For example, in some of the
applications it was necessary for the
learning outcomes to get strengthened

so as to assist with meaningful reflection,
or for ‘mini biographies’ to be provided
about the event faculty.
A total of 112 applications last year were
not accredited, with the main reasons
for this decision including the fact that
the requests had been made less than
two weeks before the event date (which
did not not allow sufficient time for the
two-stage College review process to be
followed), and that the events were more
appropriate for internal/local audiences
only or for anaesthetists in training.
Full information is included in the quality
assurance report, which is available
on the College website at bit.ly/
RCoACPDAccred.
2020 started in a similarly busy way to
last year, and by the end of February
a total of 215 applications had been
received. However, the impact of Covid-

19 and the subsequent cancellation of
face-to-face events meant that only 40
applications were received during March
2020 (compared with 108 applications
in the previous year) with an even smaller
number in April 2020.
Since then numbers have started to pick
up, and we would particularly like to
reassure providers who postponed events
that these can be easily ‘reactivated’ for
your new dates without the need for you
to complete a new online application
form. Please contact cpd@rcoa.ac.uk for
assistance with this.
In anticipation of the second half of
2020 seeing an increased volume of
applications, there remains a need for
new CPD assessors, and for further
information about this important role
please visit rcoa.ac.uk/membership/getinvolved/cpd-assessor.

For further information about becoming a CPD Assesor please visit the
Get involved section of our website: bit.ly/RCoA-Involved
12 |

Dr Barry Miller
contact@fpm.ac.uk

Faculty of Pain Medicine (FPM)

The Medicines Advisory Group
‘The saddest aspect of life…is that science gathers knowledge faster than society
gathers wisdom.’ Isaac Asimov

As I write this, like many others, I am in self-isolation. The pain service is
partially suspended at my hospital, with telephone support for existing patients
only. The timescale for its restart is uncertain, but it will restart. Long-term pain
problems are not going away, and they need managing with expert support.
Pain management is rightly a

brought hopes of benefit to some, and

multidisciplinary field with various options

side effects and risks to others, with the

used in series, parallel, or not at all, as

balance shifting over time – usually more

an individual’s condition guides. The

towards the latter.

appropriate use of medication remains
an important aspect of this – when?,
how much?, what variations?, and,
importantly, IF AT ALL.

Prior to recent world events, the Faculty
had decided to bring the various strands
of work relating to medication under one
group – the Medicines Advisory Group,

Prescribing trends have changed

which will focus on all areas of the

considerably over the course of my

Faculty’s work where medications are the

career. The introduction and popularity

principle issue, and will provide support

of the gabapentinoids, the increased

to internal and external activities where

use of opioids, the changes in the

medications are a significant component.

law around cannabinoids – all have

This work will include the Opioid Aware

material, and the development of new
resources.
The vice-chair will be Dr Baranidharan,
who has worked extensively within the
Professional Standards Committee and
the Faculty board and recently with the
British Pain Society in the creation of the
Outcomes Criteria guidance.
The current national, and international
focus, and the workload of many of
our fellows, is elsewhere, with many
co-opted to frontline anaesthesia and
intensive care duties. But normal service,
and its challenges, will resume.
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Dr Peter Hersey
Consultant in Critical Care Medicine and Anaesthesia,
South Tyneside and Sunderland NHS Foundation Trust

Dr Alison Pittard
Dean, Faculty of Intensive Care Medicine
contact@ficm.ac.uk

contact@ficm.ac.uk

Faculty of Intensive Care Medicine (FICM)

Faculty of Intensive Care Medicine (FICM)

First of all I would like to thank all anaesthetists for assisting us during the
pandemic. Without you we would not be able to care for our critically ill
patients and we are extremely grateful.

On behalf of the FICM education subcommittee, I’m delighted to be able to
report that FICMLearning launched in early February. The site is the new hub
for the educational output of the Faculty.

COVID update from
the Dean
Despite the current situation, we have
been extremely busy at the Faculty. Our
enhanced-care guidance, co-produced
with the three Royal Colleges of
Physicians, was due for publication on
25 March, but we put the launch on
hold. We have worked with the GMC
and HEE on alternative plans for national
recruitment and for ARCPs, and also
released statements to support trained
and trainee ACCPs.
The FICM was involved in the production
of NICE guidance NG159 (nice.org.
uk/guidance/ng159) and led the RCP
London project for the supporting toolkit,
criticalcarenice.org.uk. Stakeholder

Supporting implementation
of NICE Critical Care
Guidelines

criticalcarenice.org.uk
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engagement with NHS England and
Public Health England has allowed us
to influence specialty-specific standard
operating procedures and PPE guidance.
In collaboration with RCS England,
we produced cross-skilling guidance
#BetterTogether, available via
icmanaesthesiacovid-19 – the covid
hub we co-founded with the College,
the Association of Anaesthetists and
the Intensive Care Society. Please visit
ficmlearning.org for related openaccess releases. The hub also has our
templates for critical care transfer,
admission and daily review, guidance
for communication with patients’

FICMLearning: the new
learning platform for the FICM
relatives, and advice for use of alternative
drugs and techniques while demand is
high – developed in conjunction with
the UK Clinical Pharmacy Association
and the Chief Pharmaceutical Officer.
To ensure appropriate communication
during this rapidly evolving time we
commenced regular COVID digests for
FICM members, launched the ViRUS:
Safety Bulletin project, and have been
involved in a huge number of media
appearances. We have supported two
initiatives – Life Lines iPad and People
Powered two-way radios.
And finally, if all that wasn’t enough, we
were asked to submit written evidence
to the Health and Social Care Select
Committee prior to my later virtual
appearance before the Committee.

project fits into that space, so it

The functions of the site are:
■

■

To provide a home for our new
podcast (also available on Spotify
and Apple music), blog and
‘cases of the month’ series. The
successful blog written by the
Women in Intensive Care Medicine
(WICM) group has also moved to
FICMLearning.
To signpost other useful resources.
The meteoric rise of free and
open-access medical education
(FOAMEd) has led to the production
of an incredible array of quality
resources. The FICMLearning

To provide a central registry of
national educational events. We

other providers. We also signpost

are asking for anyone organising an

useful books and other resources for
those preparing for the final FFICM
examination.
■

■

seems very appropriate to highlight

To give e-ICM a stronger Faculty
identity. The partnership between the
Faculty and eLearning for Healthcare
is a strong and productive one, but the
programme wasn’t obvious within the
Faculty structure. By including e-ICM

educational event to tell us so that
we can advertise it on FICMLearning.
If we can capture most events,
planning CPD activity should be
made that little bit easier.
We are releasing content every week, so
the site will grow and evolve. Please let
us know if you’d like to get involved or

within FICMLearning, it should increase

have any feedback, but most importantly

the accessibility of the programme and

we hope you will find it a useful and

highlight Faculty ownership.

engaging resource.

For further information,

Find out
more
please
visit theat
Get invo
section of our website:
ficmlearning.org
bit.ly/RCoA-Involved
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RCoA SAS Member of Council,
Banbury
sas@rcoa.ac.uk

Dr Robbie Kerry
Consultant Anaesthetist
and Clinical Lead,
Horton Hospital Banbury

 ne important key to success is confidence.
O
An important key to self-confidence is preparation.
Arthur Ashe

SAS and Specialty Doctors

Winning the battle for
shortlisting
It is a truth universally acknowledged that specialty doctors are a much needed
but difficult to recruit commodity in today’s NHS. Many posts are unfilled.
Our two most recent recruitment
rounds have shown that a standard
NHS job advertisement can result in a
high number of applications. We have
recently advertised four specialty doctor
posts in our small and friendly district
general hospital anaesthetic department,
located in a pleasant market town with
beautiful surrounding countryside. We
probably benefit from being part of a
prestigious tertiary referral centre, but the
breadth of clinical experience locally is
limited and the on-call commitment we
are looking for is significant.
At first glance it is surprising that we
quickly received 66 applications, mostly
via the NHS jobs portal. Despite these
numbers, it is not easy to appoint
candidates that fit well. We hope that
describing the process – and its pitfalls –
will help job applicants, particularly those
coming from abroad, find the right post
after fewer applications.
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The process we employed is fairly typical
for the UK. Candidates are invited to fill
in a comprehensive application form,
which provides the basis for standardised
scoring to shortlist for interview. Several
individuals assess the applications
independently against a set of criteria,
usually with the personal details of
the applicant redacted. The scoring is
generally based on a list of essential and
desirable person specifications which
applicants should find within the job
advert. Your application should make
direct reference to these, and you will not
make the shortlist if you don’t possess the
essentials. It may be worth considering
seeking a less senior role than you are
used to when first coming to the UK, but
it is also possible to be overqualified for a
role. There is no value in taking a ‘scatter
gun' approach, applying for a multitude
of jobs you are not suitably qualified for.
If in doubt, use the contacts provided in
the job advert to ask questions, which

will save you, and the potential employer,
time and effort.
As most applicants for specialty doctor
posts come from overseas and many will
not have worked in the UK before, it is
important to describe your experience
in detail. Communication skills are
highly valued in the UK, as is crosscultural experience. Unfilled sections
on an application form will damage the
score. Honesty is a must, embellishment
is unacceptable. Facts trump flowery
language here! If you have knowledge
of UK postgraduate training and medical
practice, aim to relate your personal
experience to what a UK doctor
might have. Correct grammar and a
spell check will create the required
professional first impression.
A similarly standardised process will take
place at interview. Candidates will be
asked the same questions in an attempt

to make the process as fair as possible.
If you attend for interview in person it
is customary to dress smartly. You may
have the option to conduct a Skype
interview. If you have no experience of
UK job interviews, you may wish to take
advice from senior colleagues or have a
mock interview.
References from previous employers
are usually requested as part of the preemployment checks after a job offer has
been made. It is generally expected that
references are provided by the current
and most recent employers, and you
therefore need to include full details of
the referees, their professional role and full
details of the institution. References only
from private individuals without having a
professional connection to the applicant
are not acceptable and will almost certainly
prevent you from being shortlisted.

■

■

■

■

■

■

Read the instructions in the advert – if we want a CV,
we’ll ask for it, otherwise it’s entirely down to the quality
of your application form. Your personal statement is
your opportunity to give a succinct summary.

Manager’s
TOP TIPS

Make sure you understand what we’re asking of successful post holders –
check that this is the job for you, then use the application to show us why you
are the right fit for this job.
Read the person specification – this is the standard by which we will judge
the applications. If it’s in the person specification, we will be looking to see if
your application form shows that you have this skill, qualification, experience
or attribute.
Make it easy for us – we don’t want to be searching through your application
form with a fine-toothed comb to find that key information.
If I publish contact details, it means I’m very happy to be contacted. Please do!
At the very least it gives an opportunity for you to ask questions, learn more
about the job than can fit in an advert, and is a chance to gain insight that might
help your application.
Ultimately, I want a colleague who, firstly, can do the job effectively and
safely, and then also make a positive wider contribution to the department
and trust, particularly if this is a permanent role.
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Patient perspective

Reflections on COVID-19:
a lay perspective

Lynne Smith
RCoA Lay Committee
laycomm@rcoa.ac.uk

When our redoubtable Chair, Carol Pellowe, was not in a position to write about
COVID-19 from the lay perspective (thankfully not for medical reasons), I offered
to try to comment on behalf of the Lay Committee. I sought the views of my
friends and colleagues, and my phone pinged relentlessly for several hours with
expressions of admiration for the clinicians who are the main readership.
I’ll do my best to reflect their wishes
while presenting my own thoughts on
this extraordinary time – when events
are so dramatic they seem beyond
belief, and yet are all too horribly real.
It has been unsettling and frustrating
to realise that, while others are doing
remarkable things, your best contribution
is… to do nothing. This strangeness is
reflected in the media, with content
swinging between reflections on the
bravery of those working all hours under
horrendous conditions and advising on
the best box-sets for others.
Ever since I joined the Committee, more
than four years ago, there seem to have
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been discussions about the strange fact
that anaesthetists are such a big clinical
specialty yet many of the public are
unaware of their role. I rather suspect
that this could change in the light of
COVID-19, as anaesthetists and critical
care specialists have played such a
prominent role in providing information
and advice. Some leading figures have
become familiar faces, as I realised
when my very elderly mum told me
how impressed she was listening to the
RCoA’s vice-president on the news. The
impact was further illustrated when my
son, an earnest young social scientist,
who cannot normally watch any news
without a sociological analysis, turned

to me after watching a group of doctors
in a feature on intensive care and said
simply ‘well, you know they would do
everything possible’: I googled them and
most were College members.
However, although this is written for
the College Bulletin, I must stress that
the thoughts and gratitude expressed
are equally relevant to all the members
of the clinical team, who have simply
identified a need and worked tirelessly
to meet it. That remarkable teamwork, as
anaesthetists moved across to intensive
care, surgeons trained to use ventilators,
and physios pitched in to help roll
patients at crucial times, has been one of

the most striking things to hear about. I
was reminded of this by the careful way
in which a Council member stressed
the importance of senior staff providing
support for trainees, as people watch out
for their colleagues.
Reflecting on telecoms chats with friends,
I noted that the most frequent comments
related to an appreciation of the
professional expertise and calmness they
observed. Personally I have responded
most to the mixture of professional
dedication and simple humanity on
display. One critical care consultant
found time to reflect on the benefits of
having a job and purpose while others
are worried about their financial futures,
even though most of us would be very
daunted by that job of his. I confess that
my bottom lip wobbled a little when I
read the comments of a young trainee,
redeployed to critical care, on how she
simply wished this terrible thing hadn’t
happened to her patients.

When I first exchanged WhatsApp
comments with my fellow lay members,
I remarked on my admiration for all
those of you at the front of the front line.
Subsequently, I modified such martial
language. I can understand why it has
been so powerful, as illustrated in the
highly effective BBC feature on the
work of critical care, with its frequent
references to battles, which had such an
impact on the public. I appreciate that
it has helped illustrate the gravity of the
situation, but that situation has seemed
bad enough to me without needing
comparison with anything else. I also
noted that clinical staff did not talk in that
way, but rather talked about using their
skills and training.

may be left traumatised and stressed by
the exhausting experience of working
for many hours using all their skills and
resourcefulness, as well as managing
their own perfectly legitimate fears for
themselves and their families and the
fears and distress of their patients and
families.
There is a word limit to any article for
the Bulletin. Having consulted my Lay
Committee colleagues and canvassed
friends and family, I realise the most
important message is only two words:
‘THANK YOU!’

However, one aspect of the crisis in
which the language of combat might be
very relevant, will be in managing what
happens afterwards, whenever that might
be. I trust that the College, NHS and
other agencies will recognise that staff
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Consultant Anaesthetist, Mid-Yorkshire
Hospitals NHS Trust
president@seauk.org

Society for Education in Anaesthesia (UK)

Psychological
consequences of
COVID-19
As the pandemic surge wanes and the public return to a pre-COVID-19
lifestyle, it will be ourselves as healthcare professionals who are left reflecting
on our recent experiences in healthcare.
Although anaesthetists have been shown
to be more resilient than other healthcare
workers in the past (SARS, Toronto 2003),1
a significant number of our colleagues or
team members may feel overwhelmed
during or after this pandemic. There
will be much research on the subject of
psychological consequences, but what can
we do now? In part, the answer to how
we come out best will be about learning –
learning how we approach the challenge,
developing new initiatives, recognising our
limitations and using our skills to enhance
our resilience as a specialty.

Approach to pandemics
In the pre-pandemic phase, collaborative
planning and preparation gives a
common sense of purpose and a degree
of control. Constructional motivation
has positive effects on staff wellbeing.
In addition to the fear of managing
an unknown entity, there will be fear
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regarding ability to provide excellent care,
working in unfamiliar environments and
roles, personal safety, health, implications
for loved ones and, if prolonged, a
degree of preparation fatigue.
The peri-pandemic phase is physically
and emotionally exhausting. But it
is made easier by the provision of
appropriate equipment and staff, open
and honest communication, transparent
decision-making, and appropriate
involvement in process. From a personal
perspective, awareness of one’s own
limitations and those of your colleagues
is important, for example, the need for
‘time out’, for food, or for reassurance.
Informal debriefing is a recognised
means of reducing immediate and
prolonged stress reactions.
Reflection and learning in the postpandemic phase is an important part of
recovery. This is also the time when catch-

up work starts and acute stress reactions
become evident. Moral injury (related to
the inability of clinicians to adhere to their
moral and ethical codes in the care of
patients) resulting from the disequilibrium
of resource demand and allocation, can
be associated with guilt and may precede
post-traumatic stress disorder.

Reactions
In the acute stage, a small number of
individuals demonstrate maladaptive
coping strategies and behaviours
such as substance abuse, withdrawal,
communication difficulties, and strained
interpersonal relations, displaying both
elements of excessive resentment or
rumination. The individuals may be
anxious, depressed and fatigued. More
sustained responses to health epidemics
include acute stress disorder (ASD) and
post-traumatic stress disorder (PTSD).
ASD occurs within the first few months,

with individuals appearing overly anxious
and suffering severe insomnia, panic
reactions and inability to function with
normal daily activity. Up to 50 per
cent of these individuals then go on to
develop PTSD.
Individuals suffering from PTSD present
later with a spectrum of symptoms,
including intrusive memory disturbances
(flashbacks and disturbing dreams),
mood disorders (negative thoughts
such as blame, guilt and anger), and
disturbance in cognitive function and
behaviour patterns. Although diagnostic
criteria and management strategies
are beyond the scope of this article,
recognition that a colleague needs help
and appropriate referral is important.
Although not a formal intervention,
immediate use of psychological first
aid may be appropriate. The process
involves the following –
■

■

Prioritise: is the patient safe, is the
clinician safe and able to work?
Assess and validate: area of calm,
active listening; reassure.

■

■

Support: do they need immediate
physical/expert psychological help?
Supply: information re resources,
coping strategies – time with family,
rest, exercise, mindfulness and
wellbeing apps; there is currently free
NHS access to self-help apps.

How do we avoid
psychological consequences
of Covid?
The response to COVID-19 will
involve many new adaptations in how
we work and how we interact with
our environment, and the majority
of clinicians will feel that they have
contributed in a positive way. However,
we need to recognise the need
to support those who suffer from
psychological sequelae. We need to
show inclusivity, understanding, kindness
and empathy, and to build cohesive
departments in which there is clear
honest communication, and recognition
and support of humility, humanity and
the infrequent wobble. In doing this, we
are helping not only the individuals but

also the team that defines our specialty,
anaesthesia, and enhancing our ability to
rise to the challenge in the future.

Reference
1

Maunder R, Lancee W. Long-term
Psychological and Occupational Effects of
Providing Hospital Healthcare during SARS
Outbreak. Journal of Human Behavior in the
Social Environment 12(12): 1924–1932;2006.

Resources available
1

Intensive Care Society:
(icmanaesthesiacovid-19.org/staff-wellbeingresources).

2 Psychological first aid: WHO guide for
fieldworkers: (bit.ly/2yxamTl).
3 The British Psychological Society guide to the
psychological needs of HCW:
(bps.org.uk/responding-coronavirus).
4 Covid trauma response group:
(www.traumagroup.org).
5 American Psychiatric Association – DSM and
PTSD: (www.psychiatry.org/patients-families/
ptsd/what-is-ptsd).
6 Royal College of Psychiatry – mental health
during Covid: (www.rcpsych.ac.uk).
7

NHS employers wellbeing apps:
(bit.ly/2WwABBl).

8 COVID-19. What is the BMA doing.
(bma.org.uk/advice-and-support/covid-19).
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No one really knows what the future
of our health and care system will look
like on the other side of the COVID-19
pandemic. In this unprecedented period
of uncertainty, it would, however, be a
huge mistake to assume that the rapid
progress we have made in improving
the way in which care is delivered during
COVID-19 cannot be undone, or that
continued progress is guaranteed. We
must grasp this once-in-a-generation
opportunity to work together, across
specialties; across the divide between
primary, secondary, and social care;
and with public health. We can heal the
divisions and make a truly unified health
and care sector a reality.

Mark Weiss
RCoA Head of Policy and Public Affairs
mweiss@rcoa.ac.uk

Perioperative care:

the two words that could unite our
health and care service after COVID-19
When you ask the public to name what they will remember most about
COVID-19, towards the top of their list will be when, across the UK, millions
joined together every Thursday evening to applaud all those who care for
us with selfless dedication – an applause that makes no distinction between
doctor, nurse, or wider health and care worker. Yet, that applause has belied
the divisions characterising for so many years the relationship between health
and care – divisions leading to confusion and frustration for patients and
carers, and wasted resources.
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Doing this will require bold solutions
and strongly collaborative working with
government, the NHS, and wider health
and care sectors. As I write, in late May
2020, that collaborative working is already
underway. The cross-specialty Centre for
Perioperative Care is actively considering
what an effective model of postCOVID-19 service transformation could
look like. Over the coming months we’ll be
making the case for dedicated investment
and transformation funding to deliver a
number of perioperative pilot schemes,
revolutionising the services surgical patients
receive and how they receive them.
Our aim is to deliver substantial and
measurable improvements in outcomes,
satisfaction, and financial sustainability.
Perioperative transformation has innovation
and spread at its core. Each pilot will
aim to facilitate the personalised and
multidisciplinary optimisation of patients
prior to surgery, and improved prevention
of future disease, to demonstrate:
1

improved patient outcomes, patient
satisfaction and quality of care

2

improved shared decision-making and
patient-centred, individualised care

3

enhanced postoperative recovery,
outcomes and care

4

reductions in the overall length of
stay (including stay in critical care)

5

better integration between primary
and secondary healthcare and social
care services

6

reductions in the number of
unnecessary surgical procedures

7

improved overall value, costeffectiveness, and capacity for

critical care capacity, all rooted in an
underlying principle of equity of access
to treatment. And, it outlines a set
of criteria that should be met before
elective activity is resumed, including
(but not excluding others):
■

■

demand management.
Each of these will align with existing
national priorities around preventing illness
and improving long-term outcomes,
tackling health inequalities, digital
transformation, and facilitating the move
to a population-health management
approach – all of particular relevance in
the COVID-19 health and care landscape.
And, each will support a movement away
from system incentives which have skewed
investment towards services showing
short-term returns, particularly to the NHS,
instead of those demonstrating wider
social or economic value.
The door is open. In the wake of
COVID-19 all sides of the political
divide recognise, now more than
ever, the importance of integration
and system change, preventative-care
models, reducing transaction costs,
and redesigning care. Over the past
few weeks, the College has engaged in
regular discussions with the Secretary
of State for Health and Social Care, the
Shadow Health Secretary, and senior
teams across the NHS to make the case
for perioperative care as a cornerstone
of primary, secondary, and social care.
At the same time, the College has
been working with its partners to
develop a medium-term strategy for the
management of the COVID-19 demand
and resumption of activity.1 The joint
strategy, which complements national
guidance, makes the case for additional
investment in staffing, resources, and

■

■

■

sufficient numbers of staff should be
available to return to routine work
sufficient anaesthetic and critical care
drug stock levels should be secured
sufficient supply of personal
protective equipment (and access to
it) should be ensured
all standard operating procedures
should be reviewed and, if necessary,
adjusted
there should be an acceptance and
remediation of the sustained toll of
COVID-19 on the welfare and morale
of our members.

With more than one-third (34%) of
anaesthetists reporting low confidence
in their hospitals’ preparedness for the
restoration of non-COVID-19 NHS
services (according to the College’s
May COVID-19 membership survey),
the strategy is particularly timely.2 Our
members’ input is vital in helping us to
understand where the pressure points
are, and how best the College can act
as an advocate for a post-COVID-19
transformation – a transformation, rooted
in perioperative care, that can unite our
health and social care services.

References
1

View from the frontline of anaesthesia during
COVID-19, May 2020 survey results. RCoA
2020 (bit.ly/2ZzomXE).

2 Restarting planned surgery in the context of
the COVID-19 pandemic, May 2020. RCoA
2020 (bit.ly/36n1HiG).
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A STROKE OF LUCK
It is Saturday, 6 October 2018. I am on night shifts as a 27-year-old core anaesthetic
trainee. I am short of sleep, irritable and grumpy – but healthy. Once Sunday
reaches its conclusion, I will long to feel as I had done just 24 hours before.
I am brushing my teeth, staring into the
sleep-deprived eyes before me. My
vision instantaneously becomes blurred
in the most characteristic of visual-field
patterns – the kind that all medical
students would recognise – a right-sided
homonymous hemianopia. Panic! My
first thought is to get fresh air, this will all
be ok. Denial! As I take a step to reach
the stairs, my right leg collapses beneath
me. Then I notice my right arm is floppy.
Horror, terror, incomprehension. Before
my body even touches the stairs, I am
crying, weeping, fully aware of the
extent of what is happening. Something
is going horribly wrong inside my brain.
The moment that I first contemplated
the gravity of these events, that I was
experiencing an intra-cranial ‘event’,
will never leave me. I’m fighting as
hard as I can to retain consciousness,
as determined as I have ever been.
Accompanying this determination is fear
– the fear that I am helpless.
I certainly did not match the stereotype
of a stroke patient. This may explain the
ambulance crew’s reluctance to travel

directly to a primary centre despite my
protestations. I received thrombolysis
three hours and twenty-five minutes
after appearance of these symptoms, at
Salford Royal Hospital – a 20-minute
drive from my home.
I had suffered an ischaemic event to a small
region proximal to the caudate nucleus. I
have since made a full physical recovery,
largely due to the quality of care once I
reached Salford. As Dr Burger, lead stroke
consultant for the North West region,
strode into A&E, I knew I was in good
hands. Nothing signified this more than
when her registrar began faffing over how
to administer the clot-busting medication.
Dr Burger simply barked, ‘Just give it now!’
– the urgency I had craved all afternoon.
This life event has taken me through every
breath and emotion of the patient journey
from health, to hospital, to recovery. The
aftermath of such an experience is allencompassing, not just for the patient
but also those closest to them. This was
something I failed to appreciate until
many more months had passed.

In the immediate aftermath, there
followed countless investigations and
imaging studies. These amplified my
levels of anxiety as I contemplated
each and every possible cause. The
worst thoughts cross your mind – is
this a cardiomyopathy, testicular
cancer, metastastis, or even an unusual
presentation of MS? The mental toll this
took was exhausting. It was the start of
my ongoing psychological battle.
Three weeks after the event I was
diagnosed with a large patent foramen
ovale (PFO), which required surgical
closure. A definitive answer has certainly
helped with processing what has
happened. Many aren’t so fortunate
in receiving one. However, almost 18
months on, I realise that the greatest
struggle has been an emotional one.

This has occasionally led to
difficulties in my anaesthetic training.
Feedback in the year following my
stroke has included that I ‘blow hot
and cold’ and ‘can seem distant
on some days and not others’. I
later discovered that my supervisor
had not shared my history with
other consultants due to concerns
regarding my autonomy. This raises a
pertinent issue regarding provision of
information versus autonomy.

What has this experience
taught me?
■

I feel extremely fortunate to have
made a full physical recovery. In
doing so, I have come to appreciate
the significance of hidden illness.

Something is going horribly wrong inside
my brain
24 |

Photo represents my physical recovery after
resuming sport several months following the
PFO repair

■

I have felt exceptionally well
supported working within anaesthesia
as a specialty. Counselling sessions
were arranged for me through the
North West deanery and my work
schedule was managed according to
my recovery. Those who are aware of

what happened have been extremely
accommodating. Communication
has been consistently maintained
throughout by both the trusts I’ve
worked for and by the deanery itself.
■

■

NHS funding did not cover the costs
of the PFO repair, despite evidence
confirming the benefit of PFO closure
over lifelong anticoagulation. Because
of this, I faced the prospect of funding
my own surgery (more than £10,000)
until I managed to establish local
funding at Hammersmith hospital
in London. Not everyone else in
my circumstance will have been so
fortunate.
I am often asked whether I think
my work schedule played a role in
my stroke. I choose to refer to the

Swiss-cheese model: the day of my
stroke I was severely dehydrated,
unwell with a viral illness, working
night shifts, and had an undiagnosed
PFO. Conditions were optimal for
a clot to form and to pass across
into my arterial circulation. Several
factors conspired together for this
to occur. As staff working within the
NHS, there is a certain irony in how
we often neglect our own health
in favour of the health of others.
This may be forgetting to rehydrate,
failing to call in sick when one
should do, or working to the point of
breakdown – be it physical or mental.
I have certainly experienced benefit
in recommencing training at 80 per
cent LTFT.
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Out-of-hours shift work is far
more diverse than most of us will
encounter in our daytime roles

Image: Seafront view from Brighton and
Sussex University Hospitals

Dr Chris Carey
Consultant Anaesthetist, Brighton and Sussex University
Hospitals NHS Trust; RCoA Council Member
chris.carey1@nhs.net

Dr Abhijoy Chakladar, Consultant Anaesthetist, Brighton and Sussex University NHS Trust
Dr Nnamdi Udezue, Specialty Trainee in Anaesthesia, Brighton and Sussex Universities NHS Trust

On-call shifts: lessons for
the ‘new normal’
Like many anaesthetists across the UK, we have recently found ourselves
working resident on-call shifts as a result of the COVID-19 pandemic. This was
introduced to allow many of the anaesthetists in training in our department
to be reallocated to ITU, and also to provide additional support for the
management of patients presenting with COVID-19. For us, in common
with colleagues across the country, it has been a stressful and challenging
experience, but it has also provided a thought-provoking glimpse into the
world of resident on-call shifts.
26 |

For many of us, our previous experience
of being resident on-call went back
to before the advent of the European
Working Time Regulations (EWTR), when
we worked as senior trainees as part of
an on-call rota system which included
time built in for resting. Since then there
have probably been more changes to
the way that doctors work than at any
time since the beginning of the NHS.
The EWTR, the impact of Modernising
Medical Careers, and new contracts for
both consultants and doctors in training
are some of the obvious drivers behind
these changes, but there has also been
a significant shift in attitudes towards
resident on-call work undertaken by
doctors of all grades.
The impact of our new on-call working
patterns has been considerable for
everyone, especially during such a
challenging time for services. However,
the experience has provided consultants
with a first-hand understanding of the
realities of shift work in the modern
NHS. While this has been difficult, there
are positives to be found. Working as a
team with colleagues, some of whom
we would seldom meet as part of our
normal working patterns, has served as
a reminder of the importance of a sense
of camaraderie and mutual support that
is so important in difficult situations.
Despite the obvious downsides,
there have been occasions when we
have shared a considerable sense of
collective achievement.
There have also been a number of
other learning points that have arisen
from our experiences that we hope will

not be forgotten in whatever becomes
the ‘new normal’. Although anaesthesia
already had a reputation for having less
of a hierarchical structure than many
specialties, our colleagues share the
view that the hierarchical nature of teams
made up of a mixture of consultants
and doctors in training has been much
flatter than was previously experienced.
It is also clear that in this brave new
world flexibility in the ability to cope with
a wide range of clinical scenarios is a
highly valued skill. Those who normally
practise in a narrower field of specialist
work have sometimes found themselves
less adaptable than colleagues who
may be far more ‘junior’ in terms of
time in post. The diverse nature of the
training programme has proven to be
of considerable value when supporting
a wide range of services, although for
many there is clearly an unavoidable
variation between the peaks in breadth
of skills and depth of particular expertise.
As well as the physical stress of working
at night, there is another major cause
of stress in the form of managing
uncertainty. This is something that has
been a notable challenge for many,
especially outside of ‘normal’ working
hours. For many consultants clinical
workload is fairly predictable for the
most part, and even the surprises tend
to fall within fairly well-defined areas
of practice, allowing development
and maintenance of expertise in these
areas. It’s also true that as a profession
we have long sought to remove as
much doubt and uncertainty from
our elective workload as possible. In
particular, the advent of perioperative

medicine and a far more robust
approach to preoperative assessment
and preparation of patients has greatly
facilitated this. However, during night
shifts the ability to carefully plan and
control one’s surroundings is completely
lost. Being once again faced with the
challenges of trauma calls, cardiac
arrests and ‘anaesthetic assistance
required’ (which could mean almost
anything in practice) is a reminder that
out-of-hours shift work is far more
diverse than most of us will encounter
in our daytime roles. It also serves as a
reminder of how the work of a resident
anaesthetist involves so much more than
just providing anaesthesia for patients
undergoing surgery. Much of this
work is spent in the interface between
anaesthesia, ICM and other services
and is often not apparent to those who
are non-resident. The combination
of technical skills, knowledge of
physiology, and calmness under
pressure is clearly a vital combination in
supporting acute care in all its forms.
It goes without saying that we will be very
glad when we can move on and return
to something nearer normality. However,
there will always be a requirement for
resident anaesthetists in acute hospital
settings. We would like to think that this
crisis will encourage greater empathy
and support in the future for those who
undertake shift work.
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TACKLING LONELINESS: THE
'STAIRS OF DOOM CHALLENGE'
Anaesthetics can be a lonely specialty, whichever hospital you work in. Although
the day-to-day work life is very much grounded in teamwork with other doctors
and allied professionals, anaesthetists in training can occasionally go through a
whole week without seeing another trainee or talking to their own peers.
An anonymous editorial in the Guardian
in 2016 about the life of an anaesthetist
describes the specialty as an ‘invisible’
one where you can fade into the
background – the underdog of the
theatre suite.1 This cloak of invisibility
must have a detrimental effect on
confidence and wellbeing, particularly
among trainees, humans are social
beings, even the solo anaesthetist.
With awareness of mental health
problems among doctors on the increase
in a climate of burnout and fatigue,
anaesthetists in training at the Royal
Liverpool University Hospital (RLUH)
thought about a way to improve trainee
interaction by introducing an element of
healthy competition to their everyday life.

The aim was to find a shared goal and

in November 2019. It ran for 10 weeks,

a focus of jovial conversation, thereby

and asked participants to adhere to a few

hopefully effecting a small improvement

fairly simple rules:

in their wellbeing and mental health.

1

The ‘Challenge’

lands on the first step on the ground
floor, to both feet arriving on the 11th

The RLUH is a busy university teaching

floor

hospital that opened in the heart of
Liverpool in 1978. In all its concrete glory,

2

complex is located on the 11th floor,
which is accessible by lift or by a long
and forbidding staircase. This seemed an
ideal opportunity to incorporate some

3

use of railing permitted

4

take as many steps at a time as
desired

5

Stairs of Doom Challenge was created

submit times to the Stairs of Doom
WhatsApp group

exercise into a busy workday. Out of a
pilot for the competition in 2016, the

any clothing, shoes, bags allowed
(own clothing or theatre scrubs)

it stands 46 metres tall, extending over
12 floors.2 Coincidentally, the theatre

self-timing from when the first foot

6

participate at own risk, stay safe, and
respect other users!

Physical exercise is widely known to
improve mental wellbeing and
fostering bonds with others
28 |

On the WhatsApp group, submitted times
were celebrated, whether it was a personal
best, a competition best, or just another
day using the stairs instead of the lift. Some
people surprised themselves and some
revealed their hidden athletic abilities.
Towards the end of the competition, we
asked the participants to take part in a
survey asking how they felt before and
after their attempts and whether they felt
any benefits. Out of nine participants,
five responded to the survey. Most
decided to take part in the challenge
to help with fitness, with one trying to
battle climate change by avoiding the
lifts! Generally, before their attempts
the respondents felt apprehensive that
they would struggle with the challenge.
On the first attempts, times ranged from

1 minute 19 seconds, to 3 minutes 12
seconds. Individuals’ best times ranged
from 1 minute 9 seconds, to 2 minutes
44 seconds. The best improvement was
28 seconds. All the respondents said
that they had improved in cardiovascular
fitness and that they would continue
climbing the stairs after the challenge
was completed. When it came to other
benefits, two-thirds of respondents
mentioned that it was a good way to
connect with other trainees, fostering
teamwork and camaraderie.
Physical exercise is widely known to
improve mental wellbeing as well as
fostering bonds with others when done
with a group. We encourage other
trusts to utilise their unique surroundings
and adopt similar challenges for their

department. This small but effective
challenge gave our trainees a focus for
the day, allowed them to experience the
endorphin rush that comes with exercise,
and gave them a way to come together
and encourage one another. In weeks
where trainees may not see or talk to
their peers, we felt this challenge was one
method of eliminating this isolation, and
of bringing up a different conversation in
the coffee room and of providing a sense
of achievement for the day.
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Developing the next
generation of simulation
educators
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Simulation-based education continues to grow as a powerful tool to train
anaesthetists and healthcare professionals around the world. Simulation can
be effectively utilised to help individuals and teams develop both technical
and non-technical skills, rehearse routine care or rare emergencies, and test
the usability of healthcare systems.
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The College aspires to be a world
leader in the delivery of simulationbased training as part of an integrated
postgraduate medical curriculum. The
RCoA’s Simulation Working Group
recently published their Simulation
Strategy promoting the use of highquality, simulation-based training
throughout the curriculum.1 The College’s
strategy recognises that the effectiveness
of simulation depends on how well
it is used as an educational tool. A
simulation programme is enhanced
by the characteristics and ability of its
teaching faculty, but clinical experience
alone is not a proxy for capability as a
simulation educator. For this reason, this
new College strategy encourages robust
and specific training for faculty in order to
deliver effective simulation-based training.
In order to support the development of
simulation educators, there are emerging
faculty training programmes that can be
accessed at all levels across the UK.
TEACHSimFaculty is a three-level
certified programme (Figure 1) open
to all types of healthcare professionals
interested in undertaking simulation
faculty roles and designing simulation
programmes.2 The programme was
established in 2015 and runs several
times a year across four sites (Royal
Surrey County Hospital, William Harvey
Hospital, Tunbridge Wells Hospital and
Worthing Hospital).
The TEACHSimFaculty programme has
been developed according to the national
Association for Simulation in Healthcare
(ASPiH) standards for simulation-based
healthcare education.3 As a multitiered,
multicentre training programme,
TEACHSimFaculty offers three levels of
progressively advanced one-day courses
with follow-up practical components and
ongoing expert mentorship.
Candidates may progress through Levels
1, 2 and 3 sequentially to gradually build
on their skills. Alternatively, those with

Figure 1 Programme overview

3 different entry
points tailored to
individual needs

3 unique courses

3 progressively
advanced grades of
certification

Level 1

Core principles of
simulation: the insider
knowlege

Level 1 certification

Level 2

Conquering the
debrief

Level 2 certification

Level 3

From design to
delivery

Level 3 certification

previous training in simulation can join
at either Level 2 or Level 3. Different
entry points allow candidates with
all levels of experience to enter the
programme at a level which meets
their own individual educational needs
to become skilled simulation faculty.4

Level 1: core principles
of simulation: the insider
knowledge

“A great insight into how
simulation works in practice.”
“Really dynamic and engaging –
I feel more confident.”

By completing Level 1, candidates
develop knowledge, skills and
behaviours required to undertake
simulation-supporting faculty roles.
Training focuses on the educational
theory behind simulation, scenario
development, the basics of
simulation equipment and an
introduction to debriefing.
Candidates then identify practical
training opportunities and assist
as faculty members at future
simulation courses, and develop
a simulation-training portfolio
and consolidate their learning
in a supported, supervised
environment.
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ASPiH standards for simulation-based
education emphasise that faculty must
be appropriately trained in debriefing
before undertaking this aspect of
simulation.4 Level 2 uses theoretical and
practical sessions to help candidates to
gain a better understanding of the role
and principles of debriefing in simulation.
This highly interactive course also
aims to provide candidates with tools
and techniques for dealing with more
challenging debriefs.

Level 3: from design to delivery
This final level aims to equip already
experienced faculty members with skills
in developing and delivering sustainable
simulation programmes tailored to their
local needs. This highly practical course
focuses on moving from design to
delivery; topics include the aspects of
organising such programmes (including
logistics and financial considerations),
and the running of in-situ simulation.
Expert one-to-one mentorship helps
candidates put new-found skills into
practice, enabling the delivery of qualityassured simulation-based programmes.
Each level of the TEACHSimFaculty course
has been accredited with six RCoA CPD

Table 1 TEACHSimFaculty programme attendance by healthcare
professionals from 2015
71

90

Number of responses

Level 2: conquering the debrief

85

80

Level 1

70

Level 2

60

Level 3

50
40

31

30
20
10
0

23

21

17

15
8

Consultant and
NCCGs

9

10

6

Simulation
Fellows

Trainees

18

The Fitter Better Sooner toolkit consists of:

12
5

2

1

1

Nurses and Practice Allied Health
Development
Professionals
Nurses

4

0

Simulation
Managers
and Technicians

■
■

■

points. By training the next generation of
simulation educators, TEACHSimFaculty
has expanded the trained simulation
faculty pool dramatically over the
last five years (Table 1) with more than
300 attendances on the programme.
By providing training alongside other
multidisciplinary team professionals,
TEACHSimFaculty is one of a number
of faculty training courses aimed at
supporting the College to achieve its
mission of becoming a world-leading
provider of simulation-based learning.
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“I really liked how we debriefed non-clinical tasks,
as it makes it accessible to everybody.”
“Very dynamic. Cleverly designed. Got a lot out of
it and feel much more confident actively taking part
as sim faculty.”
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The Royal College of Anaesthetists has developed a toolkit that offers
patients the information they need to prepare for surgery, including the
important steps they can take to improve health and speed up
recovery after an operation.

one main leaflet on preparing for surgery
six specific leaflets on preparing for some of the most common
surgical procedures
an animation which can be shown on tablets, smart phones, laptops and TVs.

You can view the toolkit here: rcoa.ac.uk/fitterbettersooner
We have also created printable posters, flyers and stickers to help you signpost patients to the
toolkit. The animation can be shown on TVs in waiting areas. You can find all these additional
resources and instructions on how to download the animation in MP4 format (or request a version
in PowerPoint) on our website here: rcoa.ac.uk/patientinfo/healthcare-professionals
Please share this toolkit with colleagues in both primary and secondary care settings.

It has been shown
that people who
improve their
lifestyle in the run up
to surgery are much
more likely to keep
up these changes
after surgery.
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Differential attainment
in anaesthesia
Part two
In part one of this article we compared outcomes between UK white and UK
BME anaesthetists in training, and we explore actions that may help address
differential attainment (DA) in this article. DA remains a complex issue with a
multitude of contributing factors making it difficult to investigate as well as tackle.
The BME group itself is diverse with a rich array of cultures, and addressing them
as one group may in itself hinder the identification of problems.
DA exists on a wider scale within the
NHS and we are not isolated from that
influence as a specialty. However, recent
data from the Workforce Race Equality
Standard shows that improvements
can and are being made.1 The research
surrounding DA has been stratified into
three categories to help understand
contributing factors:2
■

■

■

macro or policy level – such as
activity surrounding examinations and
curriculums
meso or institutional level – such as
the impact of the work environment
micro or individual level – such as
psychosocial factors.

As a specialty, we have recognised that
the problem exists at the macro level with
respect to recruitment and examinations,
but the method of assessment in itself is
not the reason for DA, and it may now be
time to take a broader approach.

What we can do
■

Data – we need to ensure that we
continue to collate and analyse
relevant data to help us identify issues
and monitor improvement. Have a
look at the data available for your
region, and compare it to national
data. Share areas of good practice
with other regions.

Comparison of UK white and UK BME anaesthetists in training
UK BME recruitment – ~14% fewer deemed appointable
UK BME exams – pass rates ~10% lower
UK BME ARCP – higher rate of unsatisfactory outcomes
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■

■

Unconscious bias – the impact of
unconscious bias is not restricted to
examinations and recruitment and will
also exist in the work environment. This
may influence who receives additional
teaching, help and career advice.
Training in unconscious bias should
not be limited to those in educational
roles. Try an implicit association test
and explore any unknown potential
bias you may hold.
Early identification and support –
it has been shown that previous
feedback from colleagues and
educational supervisor reports can be
used to predict the likelihood of future
difficulty.3 If these individuals can be
identified early they can be offered
additional support. Efforts should
also be made to destigmatise the
asking for and receiving of additional
support, making it an insightful,
positive learning experience rather
than a pejorative process.

■

■

■

■

Placement allocation – alongside
training requirements, take personal
circumstances into account. Avoid
preferential treatment based upon
interview ranking which may
disadvantage trainees more likely to
run into difficulty.
Placement length – UK BME
doctors report poorer relationships
with seniors, with problems fitting
in.4 Cultural differences may delay
relationship building. Longer
placements allow more time for the
trainee–trainer relationship to develop,
building trust and confidence.
Positive messaging – anaesthetists in
training work closely with their clinical
supervisors on a regular basis. Use this
opportunity to give positive feedback
where appropriate. Perceived
bias leads to anxiety regarding
performance,4 and positive messaging
will help build confidence.
Trainee events – good relationships
between trainees from different cultural
groups is a protective process and
prevents isolation.4 Shared events like
regional teaching, lunchtime meetings
and initiatives such as ‘coffee and a
gas’ should be encouraged.

■

■

Exam support – individually tailored
advice and support structures can
help allay anxiety surrounding exams.
Consider having a departmental
lead for exam support and regional
support pathways for those who fail.
Mentorship – mentorship from an
experienced individual provides
individualised attention and direction
and can be a useful tool to help
progression.5

There is little in the way of evidence to
clearly explain the attainment gap between
UK white and UK BME doctors, but we
know it exists and how we deal with this
challenge is important. Our workforce
today is more diverse than ever and is
likely to be more progressive and tolerant
than those of other organisations. The
number of UK BME doctors continues to
rise, and they now make up 23 per cent
of all doctors licensed to practise in the
UK.6 Broadening the formal and informal
support structures for anaesthetists in
training is not targeted to ethnicity and will
be beneficial for all anaesthetists in training.
It is our duty to ensure that we provide
an environment for all doctors to thrive
and to address the barriers preventing our
colleagues from fulfilling their potential.
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Pleas for help were sent out. Many
people in CAT were working, but we
hatched a plan to get to the majority of
the Thorntons stores in South Yorkshire
by 3pm. I spoke to an ICU Sister friend
in Leeds who could pick up from the
Leeds stores first thing in the morning and
deliver to their staff. Other registrar friends
nationally were contacted and I was
beginning to think that this would work.

WHEN TIMES ARE TOUGH,
THINK OF CHOCOLATE…
A nationwide chocolate ‘wave of support’ for anaesthetists, theatre staff and
ICU teams began with a simple quandary. It was two days before ‘lockdown’
and I was on nights. Should I get my children easter eggs now – or take the
chance that I would be able to get them later on? I decided to risk it – surely it
would be ok. The thought niggled and flashes of Thorntons easter eggs, with
their names delicately iced on, jumped in and out of my upside-down dreams.
The next day, I ejected my own kids’ easter eggs from the
equation and had a proper idea. Maybe, just maybe, there
was chocolate out there that otherwise would be going off in
the next few weeks. Further still, maybe the shops would like
to donate it to NHS theatre and ICU staff to make their shifts a
little brighter? The stores were shutting for lockdown – I knew
I’d have to be quick.
I started sending messages, emails and tweets. Within half
an hour, a plan was forming. The wonderful Michelle Ryan,
Yorkshire and North West Area Manager of Thorntons, was
going to help us make this happen. The clock was ticking, as
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now it was the evening before lockdown. The stores had to
shut by 3pm the following day and it was now 8pm at night.
My first instinct was to ask for reinforcements. In South
Yorkshire, we have a committee for trainees of all grades –
the Committee of Anaesthetists in Training, South Yorkshire
(CAT). We have 11 members from ACCS ST1 up to ST7. Laura
Pengelly and I co-chair the team, and we work alongside our
Training Programme Directors, to represent the trainees and
make the training programme the best it can be. We also
try to encompass wellbeing aspects, alongside a network of
trainee support.

I realised we could go bigger and put
a message out on the ATRG network
(Anaesthetists in Training Representative
Group) asking for volunteers up and
down the UK, to get to the stores that
Michelle had meanwhile invited to help.
A series of frantic texts went back and
forth, a real excitement developing.
The stores were desperate to help us
and wanted to donate as much as they
could. They had thousands of items of
stock that would go to waste. Over the
next few hours, store managers and
anaesthetists in training were connected
up all over the country – and the plan
was set for the following day. A National
Gasman Chocolate Heist!
I set off early with a fellow CAT member
to the first store. Luckily we had taken
two cars, as they were full after just one
stop. A quick empty and we set off
independently from there. Next was
Sheffield’s Meadowhall stores and there
I met the first of our challenges – it
was pretty difficult to get in. Eventually
I managed, but the larger shopping
centres throughout the UK, were now
closing. A complex mission involving
security guards, store managers and
some dedicated anaesthetists ensured
that similar problems were pre-empted
and overcome for the Trafford Centre,
Stratford Westfield, the Arndale Centre
and Merry Hill in Dudley.

The staff at Meadowhall were incredible
– so touched and visibly moved to
be getting the stock to NHS workers.
Stella was the first store manager of the
day to become very emotional about
the project – it just meant so much to
her that the chocolate wasn’t going to
waste, as it couldn’t go to food banks for
various reasons. Stella took one look at
my car packing attempts and told me to
step aside, stick to anaesthetics and let
her ‘sort it’. Another totally full car. The
second challenge, now dawning on me,
was that I had massively underestimated
the volume of the donations. The
other stores would have to wait while I
emptied – again.
By 3pm however, the Yorkshire collection
team had managed to collect stock
from Leeds, Huddersfield, Halifax,
Doncaster, Sheffield (3 stores), Castleford
and Chesterfield. We’d also had four
store managers shed a few tears and
express their profound thanks. As the
day progressed, wonderful pictures
flooded in of stock being collected in
all parts of the country and delivered to
frontline staff. Glasgow, Londonderry,
Manchester, Trafford Centre, London,
Cheshire Oaks, Liverpool, Norwich,
Dudley, Edinburgh, and more. It was
incredible to see it all working.

Other donations have been made, after
hearing about our wellbeing initiative,
by Tea2, Teapigs, Earnshaws Fencing
and Garden Centre, and Lush. We
have now distributed nearly all of these
wellbeing hampers to the hospitals in
our region. Managing the rules of social
distancing and lockdown has all been
logistically fairly challenging, but it has
been incredibly rewarding to get these
donations to the staff.
My children didn’t get their names on
easter eggs – turns out they didn’t mind,
or even ask. But they did get to help with
a mammoth organisational redistribution
of chocolate that otherwise would have
gone to waste. They’ve shared the joy of
getting this idea to work, along with all
the incredible registrars up and down the
country who used their free time to help.
The chocolate has been so gratefully
received by teams working flat-out in our
hospitals in these challenging times. We
are all completely blown away with the
generosity of Thorntons and the other
companies that donated. Thank you so
very much!

In South Yorkshire, we didn’t
immediately redistribute our
donations, partly due to
the volume involved,
but mainly because
we had another idea:
to make wellbeing
hampers for the
ICUs in the region
and include the
chocolate as part
of that.
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Dr Andrew Allen
ST6 Anaesthetics,
Brighton Sussex University Hospital
Andrew.allen7@nhs.net
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(LOTS OF CASES)
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The aim of the log is to pick up nearmisses in everyday anaesthetic practice
– ie, some of the errors lower down
on Heinrich’s Safety Triangle (Figure
1). AIRLog’s role is to run in parallel

with any hospital incident reporting
systems (eg, Datix) but with a clear
emphasis on minor episodes which, if
left unaddressed, could in time lead to
more significant patient-safety outcomes.

Temperature

NEAR MISS

Figure 1 Showing the near-misses logged in AIRLog over an 18-month period.

Regional/
procedural

MINOR
INCIDENT

Qudos is aimed at focusing on the
positive behaviours and actions that we

Pharmacological

MAJOR
HARM

Image 2 wrong strength Propofol entered into
the TCI pump.

is arguably as much, if not more, to be
learnt from what we are doing well as
from what has gone wrong. This way
of thinking about safety in healthcare is
relatively new and is known as ‘SafetyII’. Adrian Plunkett and his Birmingham
team have set up the ‘Learning from
Excellence’ (LfE) initiative.2 I was keen
to add this piece of the puzzle into the
covering of safety in a more complete,
100% way. In addition I was keen to put
a bit of positivity back into daily working
life. I set up a positive feedback form
called ‘Qudos’.

Equipment

DEATH

(FEW CASES)

The knowledge that for every time that
something has gone wrong there must
be many times when it had gone right
in the past and would continue to do so
in the future, would suggest that there

CNS

Hospital incident reporting culture is
improving, but is still poor. This is often
due to a fear of blame. With this in
mind, and inspired by Professor Stephen
Bolsin’s work on trying to improve the
poor culture of incident reporting.1 I set
up the ‘Anaesthetic Incident Reporting
Log’ (AIRLog). It is a quick, intranet-based,
anonymous reporting system. The form
includes some compulsory questions
collecting background about the incident
and then an ‘A/B/C/D/E’ categorised
tick-box-list giving options to indicate the
broad nature of the episode. There is also
a free-text box to give any relevant details
(excluding patient information).

Figure 1 An adaptation of the Heinrich’s Safety Triangle highlighting the large
volume of ’Minor Incidents’ and ‘Near Miss’ events that we are likely to miss
when using our standard reporting systems.

Circulation

There are two main things that I
remember from the process. Firstly,
that through being proactive and filling
in a Datix incident form, definitive
change can result: the process did
work. Secondly, I found that most of
my colleagues admitted to having been
involved in similar mix-ups, but almost all
admitted to not filling in Datix forms.

Photos of examples of logs are shown
in Image 1 and 2. The results (Figure 1)
of the reporting system are fed back
to the department and appropriate
action taken. Staff feedback praised the
usefulness of the data, appreciated the
ease of logging, and felt that it provided
a safe environment that enabled
reporting with no blame attached. This
way of learning from negative incidents
is sometimes known as ‘Safety-I’.

Breathing

Early on in my anaesthetic training I was part of a critical incident involving an
oxygen–air mix-up. I was very transparent and accountable in my response.
I explored the environment where wall-mounted air-flow meters were being
used and discovered that this was an error waiting to happen.

Image 1 AIRLog entry highlighting the similarity of
packaging for two very different drugs, Bupivicaine with
Adrenaline and Meteraminol.

Airway

A SHIFT IN INCIDENT-REPORTING
CULTURE

display every day of our working lives. It
too is an anonymous, secure, intranetbased system, but here the emphasis is on
positive feedback and collective learning.
The ethos of this system fits in line with the
LfE model. Similar systems by the name
‘Greatix’ are currently running in hospitals
across the UK. The easy-to-fill-in form
requires three simple bits of information.
A screen shot of the page can be seen on
the next page in Figure 2.
The way the system is set up within
the hospital is the key to success. The
structure involves encouraging ‘buy-in’
engagement from managers and leaders
in key areas of the hospital such as A&E,
maternity, ITU and theatres. Such areas
select a Champion who understands
and relates to the LfE concept. These
Champions then promote, lead and
oversee their own department.
This structure has allowed each
department to have all their own data
and knowledge of how their staff
are doing well. As Qudos grows, its
utilisation after challenging clinical
scenarios grows. These are exactly
the circumstances in which most staff
would appreciate some support and
feedback. The example shown gives an
idea of how authentic and powerful a
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true ‘thank-you’ can be (Figure 3). The
learning points from the various Qudos
nominations are processed and actioned
as part of clinical governance and quality
improvement within departments.
AIRlog and Qudos are now established
in two trusts. Both of these systems
continue to grow and spread. During
this challenging, dynamic and
unprecedented time, such reporting
systems can be used to collate and
centralise feedback on clinical situations.
Information gathered can be used to
improve development of systems and,
most importantly, inform and support
colleagues. The hope is that they will
become a normal and active part of
everyday life throughout the trusts. If
we all ‘look and see’ we will find good
and bad things to learn
from. These systems fill a
void, and staff are keen
to interact and learn with
them. Recognising when
things nearly go wrong or
go well, and learning from
them in a transparent and
supported way, has to be
a good thing. Hollnagel
et al have suggested that
the way forward in viewing
safety lies in ‘combining
these two ways of thinking’.3
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Figure 2 A screen shot of the Qudos forms highlighting the simple message
that it is trying to capture and the ease of data entry.

PERIOPERATIVE JOURNAL WATCH
Dr Charlotte Crossland, ST4, Kent, Surrey, Sussex School of Anaesthetics
Dr Jia Liu Stevens, ST6, Central London School of Anaesthesia

Perioperative Journal Watch is written by TRIPOM (trainees with an interest in perioperative medicine – tripom.org),
and is a brief distillation of recent important papers and articles on perioperative medicine from across the spectrum
of medical publications.
Medications to reduce
emergence coughing
after general anaesthesia
with tracheal intubation:
a systematic review and
network meta-analysis

Figure 3 Highlights how authentic and
powerful true positive feedback (Qudos)
can be after challenging clinical situations.
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Emergence coughing is
potentially harmful for patients,
and now, in the light of Covid19, also for staff. The authors
performed a systematic review
and network meta-analysis to
assess the effectiveness of the
following medications: lidocaine
(IV, intracuff, topical or tracheal),
dexmedetomidine, remifentanil
and fentanyl. 70 studies and
5,286 patients were included.
A surface under the cumulative
ranking curve analysis (SUCRA)
determined the relative rank of
each intervention in decreasing
cough. All study medications
had favourable odds in reducing
moderate and severe periextubation coughing compared
with placebo/no medication.
Dexmedetomidine had the
highest SUCRA rank followed
by remifentanil, fentanyl, and
lidocaine.

Tung A et al. BJA 2020;
124(4):480-495.

Intraoperative ventilation
strategies to prevent
postoperative pulmonary
complications: a network
meta-analysis of
randomised controlled
trials
Optimal levels of positive endexpiratory pressure (PEEP) for
surgical patients undergoing
general anaesthesia are still not
clear. This meta-analysis looked
at the relationship between
intraoperative ventilation
strategies and postoperative
pulmonary complications (PPCs),
and secondary outcomes of
atelectasis, pneumonia, acute
respiratory distress syndrome,
and short-term mortality. 34
studies with 5,273 patients were
included, and combinations of
low tidal volumes VT ventilation
plus moderate or high PEEP +/recruitment manoeuvres were
ranked. Overall, low VT and
moderate to high PEEP reduced
the risk of PPCs compared
to conventional ventilation,
although there was no effect on
short-term mortality. Beneficial
effects were also seen on
pneumonia and atelectasis.
Further high-quality evidence
is required to clarify optimal
levels of PEEP and recruitment
strategies.

Arterial oxygen tensions
in mechanically ventilated
ICU patients and
mortality: a retrospective,
multicentre, observational
cohort study
This is a multicentre study,
involving five ICUs (a mixture
of general, cardiothoracic and
neurosurgical units) in the north
Denmark region during the past
4½ years. The primary outcome
was the association between
PaO2 (assessed by mechanically
ventilated exposure-timedivided area under the curve
[AUC]) and all-cause mortality
in a 90-day follow-up period,
using a Cox proportional
hazards model. 177,769 arterial
blood gases were reviewed from
more than 4,998 patients. The
median PaO2 was 11.3 kPa (9.8–
13.6 kPa), FiO2 of 0.4 (0.35–0.5)
and oxygen saturation of
97% (95–99%). 23.9% had a
hyperoxaemia with a PaO2 >13.7
kPa, AUC of PaO2 >16 kPa was
associated with increased ICU
mortality (adjusted hazards
ratio: 1.75 (1.28–2.4)). Reduction
of FiO2 was not performed
when the level was lower than
0.4, despite the persistence of
hyperoxaemia.

Vital signs monitoring with
wearable sensors in highrisk surgical patients: a
clinical validation study
This was an observational study
comparing heart rate (HR)
and respiratory rate (RR) using
wearable sensors in 25 high-risk
surgical patients stepped down
from trauma or oncological
surgery. The patients were
continuously monitored with
two wearable patch sensors
(SensiumVitals and HealthPatch),
a bed-based mattress sensor
(EarlySense) and a patient-worn
monitor (Masimo). All the vital
signs were compared against an
ICU-grade monitoring device.
Outcome measures were 95%
limits of agreement and bias.
More than 700 hours of data
were available for analysis. All
monitors were accurate for HR
detection, whereas HealthPatch
overestimated RR and results
were outside the acceptable
range. Data loss from wireless
transmission varied from 13%
to 34% for RR and 6% to 27%
for HR.

Martine J. M et
al. Anesthesiology
2020;132(3):424-439.

Schjorring O et al. BJA 2020;
124(4):420-429

Deng Q et al. BJA 2020;
4(3):324-335
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The College is committed to developing a collaborative programme for the delivery of
perioperative care across the UK: cpoc.org.uk
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At the centre of this whole process is a
candidate who is relying on you to give
them their best chance
Why did you put yourself forward
as an FRCA Examiner at the RCoA?
Two senior examiners talked me into it.
I had previously toyed with the notion
of applying, but genuinely didn’t think
I’d meet the standard. However, they
pointed out that my background in
training (I had served as a College tutor
and as Deputy Programme Director for
the Welsh Specialty Training Committee)
made me a strong candidate.

Can you share any experiences
or learning that you have gained
through your work with the
College?

AN INSIDER’S VIEW

Dr Jason Walker
RCoA FRCA Examiner

WHY BECOME A
COLLEGE FRCA EXAMINER?
More than 1,700 of our fellows and members selflessly contribute their time,
energy and skills enthusiastically to the work of the College, through roles ranging
from examiners and committee members, to ACSA leads and AAC Assessors.
Tell us a bit about yourself. Did
you have any examiner experience
before you started?
I’m a consultant anaesthetist in a district
general hospital in Bangor, Wales. I’m
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originally from Waterford. I trained in Cork
and Wales, and came to Bangor as part
of my registrar rotation. I’ve been there
since. Prior to joining the Primary FRCA
examiners, I had no examiner experience

at all. I’ve had plenty of experience of the
exams themselves – let’s just say that my
collection of souvenir pencils is much
larger than my collection of certificates.

I think there’s an enormous value to
working with other examiners. Whether
you’re writing questions or examining,
you’re taking clinically relevant topics
and working through them with other
anaesthetists at a very high level of detail.
It’s an excellent way to keep up-to-date,
but it’s also very reassuring – most of
the time, the things that you feel are
important are things that your fellowexaminers also feel are important. It’s also
very encouraging to realise that there are
some topics that everyone struggles with
– it’s not just you!

What are important qualities an
FRCA examiner should have?
You don’t need to be an expert – in fact
you’re probably a better examiner if
you’re not (I happen to have an interest in
statistics, but even my fellow-examiners
consider that to be a bit nerdy). A
background in training is very important;
people who have worked as educational

supervisors and College tutors have an
understanding of the curriculum and of
what to expect of a trainee at a given
stage of training. It’s also important to be
a good communicator, and especially
important to be a good listener. At
the centre of this whole process is a
candidate who is relying on you to give
them their best chance.
Finally, an examiner has to be able to
commit to the time required. Primary
and Fellowship examiners have to spend
two full weeks at the College every year,
which is not an insignificant amount of
time. The weeks themselves are hard
work, but, having said that, they’re very
rewarding and tend to fly by.

Can you share your most
interesting experience from your
time as an FRCA Examiner so far?
I’ve been fortunate enough to get
involved with the Exams Review Group,
which is an exercise the College regularly
undertakes to ensure that the exams are fit
for purpose. As statistics lead, I’m working
with the Examinations Department to
ensure that the statistics surrounding the
exams (for example the processes by
which we set the pass mark) are robust
and fair. A lot of this work involves
statistical techniques that I was
previously unfamiliar with, so the
College has ensured that I’ve had
training in the various techniques
and metrics required. It’s been
completely fascinating, and it’s been
really interesting getting to work
with the Examinations Department.

The cheerful efficiency with which they
get through the sheer volume of work of
administrating and running the various
exams is amazing.

If you could give one piece of
advice to someone thinking about
becoming an FRCA examiner, what
would it be?
Come and visit the exam. The process of
applying to visit is straightforward – just
go to the ‘Visitors to FRCA examinations’
section of the College website. Visitors
are allowed to sit in on SOE and OSCE
exams; there are lots of opportunities
to ask us questions, and there’s a formal
debrief with the Exam Chair at the end
of the day. You’ll earn five CPD points,
and lunch is provided. Hopefully you’ll
discover that examiners aren’t as scary as
you remember them to be, and maybe
we’ll convince you to join us!

For further information,
please visit the Get involved
section of our website:
bit.ly/RCoA-Involved
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Beyond sleep:
exhaustion and
SAS doctors

Dr Ceejay Ochukpue
Specialty Doctor, York Teaching
Hospital NHS Foundation Trust
ceejay.ochukpue@nhs.net

to rest facilities at night and before
driving home following a night shift.

Talk to someone
Fatigue is a familiar symptom of
many ailments, including diabetes,
hypertension, arthritis, anaemia and
sleep apnoea. Talk to your GP if you
feel abnormally exhausted.

Be active

‘You’re only as old as you feel’, the saying goes. But what if you feel old,
exhausted and ragged? Fatigue is a frequent complaint, particularly after people
hit middle age. Fortunately, there are many simple ways to boost energy.
A career as a staff-grade associate

Becoming an SAS doctor may allow one

specialist and specialty doctor (SAS)

to:

in anaesthetics and intensive care in

■

the NHS can be a very gratifying and
worthwhile alternative to becoming
a consultant. There are many unique
reasons for choosing this path as a long-

chance to aim primarily at providing

consultant or trainee. Depending on their

management and leadership.
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■

nurture competencies to apply to

meet the conditions of a conventional

enter the GMC specialist register via

training curriculum

the CESR
so here are some tips on how to replenish

■

work in a desired subspecialty

your reservoir when your energy levels

■

enhance your work–life balance, as
the hours may be more favourable
than for trainees or consultants

■

garner experience to advance into a
specialty training post

■

have more time to study for
membership examinations

trust, SAS doctors can be involved in
teaching, service development, research,

work more flexibly without having to

However, nothing good comes easily, and

personal interests and experience and
on available opportunities within their

openings via several national schemes

having to switch through various units

direct patient care without any of the
other responsibilities required of a

access an expanding number of CPD

work in a particular locality without

■

or short–term career route.
SAS doctor posts usually offer the

■

■

begin to flag.

Rest
Many SAS anaesthetists continue to work
as resident on call, with a greater intensity
of workload compared to consultant
colleagues. There is enough evidence
that sleep deprivation has adverse effects

accomplish a portfolio career with

on functioning at work with increasing

numerous distinct roles

age. All anaesthetists should have access

The last thing you may feel like
doing when you’re exhausted
is exercising. However, physical
activity does boost energy levels. I
usually cycle to work and most of
my colleagues swim or walk their
dogs after work. Indoor or outdoor
activities enhance the working
efficiency of our heart, lungs and
muscles and give us an improved
sense of self-confidence.

Drink plenty of water
Dehydration zaps energy and
blights physical performance. It
is reasonable to suppose that it
contributes to fatigue even for
folks who are just doing chores.
I recommend you have a mug
or flask of water with you as
rehydration is one of the keys to
staying refreshed.

Go to bed early
Lack of sleep raises the risk of
catastrophes and is one of the
leading triggers of daytime
exhaustion. One remedy is to go
to bed early enough before a
night’s shift. In terms of improving

my sleep habit due to altered
wake-cycles after runs of nights,
I personally revert to resuming
normal sleep to enable me to
perform my routine daily activities.
The Fight Fatigue campaign was
launched in 2018 on World Sleep
Day (March 15) in response to the
unfortunate loss of an anaesthetist
who died while driving home
exhausted after a night shift. The
Fight Fatigue campaign messages
were reinforced in the recent
Health Education England (HEE)
‘NHS Staff and Learners Mental
Wellbeing Commission’ report,
which underscored the essence
of taking a break and stressed the
impact sleep deprivation can have
on a healthcare professional’s
performance at work, especially
during night shifts. The report
recommends that the NHS
provides on-call staff with access
to sleep-rooms and acknowledges
that staff may need to sleep on site
after an on-call shift before they
are safe to journey home.
Notwithstanding rising support for
the campaign there is still much to
be done, and exhaustion continues
to affect the health and safety of
anaesthetists and others working in
the NHS. It’s never too late to try
out the above tips, and there’s an
extensive array of resources from
the College on how best to manage
working models and exhaustion.
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For more information on the
joint College, Association
of Anaesthetists and Faculty of
Intensive Care Medicine
#FightFatigue campaign,
please go to: bit.ly/3bNoC8W
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HISTORICAL PLAGUE ACCOUNTS
Dr Joanna Poole
Anaesthetic Registrar,
Southmead Hospital, Bristol
joannapoole@doctors.org.uk

History has often been mankind’s teacher, and indeed medicine as a
profession is no stranger to ancient precepts. Pathogens have quite literally
plagued us since long before homo sapiens was on the prowl.
It is a feature of intelligent beings that we

Physicians, having a university degree,

evaluate previous experiences in life to

were distinct from practitioners of healing,

inform decision-making. This is nowhere

who tended to be apprentices, herbalists

more evident than in the methods used

or charlatans. They spent five years or

to make sense of ‘big data’ and neural

more studying theology, logic, philosophy

network learning. Epidemics have
been constant shadows, well recorded,
as scientists, spiritual leaders and the
populace have been stirred to record and
reflect.
Bubonic plague was remarkably well
recorded, by physicians, by officers
such as the popular figure of Samuel
Pepys, and by magistrates and social
commentators.
The generally accepted view was that
it was an infectious disease. The signs
of septic shock are well described, with
youthful males often described as having

and sciences, and it was therefore
axiomatic for them that reasoning should
be used to approach illness.2
Although it is clear that physicians of that
time did treat plague victims, it seems
from perusing the contemporary literature,
that much of the plague response was
engineered by city magistrates who
feared social disorder, and by the clergy.3
Indeed it was far more terrible to die in a
state of sin, than to die an early death.
The wealthy tended to flee cities unless,
like our Samuel Pepys, they held a public
office, and their physicians went with them.

a heartbeat that can be heard from across

Commentary on the behaviour of

the room – we are familiar with this

physicians is almost absent – it was

hyperdynamic response.1

clear that most people did not consider
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it an obligation for physicians to stay
in cities during the time of plague. In
fact something that drew the most
consternation was the fact that in
1630 members of the then College of
Physicians took off their gowns in public
to avoid recognition.3 I’m sure we can all
draw parallels to modern equivalents! In
his diaries, Samuel Pepys does note one
discussion of this at the college during
an outbreak
‘Dr. Goddard did fill us with talke, in
defence of his and his fellow physicians
going out of towne in the plague-time;
saying that their particular patients were
most gone out of towne, and they left at
liberty; and a great deal more, &c. But what,
among other fine discourse pleased me
most, was Sir G. Ent about Respiration; that
it is not to this day known, or concluded on
among physicians, nor to be done either,
how the action is managed by nature, or for
what use it is. Here late till poor Dr. Merriot
was drunk, and so all home, and I to bed.’ 4

That said, Nathaniel Hodges, head of
the college, certainly stayed during
outbreaks and also became sick
himself. His focus was on prevention
rather than cure. He took up a peculiar
stance against cherries, arguing that
they affected the body’s disposition to
resist ‘contagion’, as he called it.1 Most
readers will have a sympathetic view
of this author. He argued very much
for social distancing, isolation and
neighbourly charity. He also advocated
the separation of the sick and the well,
finding it ‘abhorrent for both Religion and
Humanity’ to lock the sick up together –
which was done back then, when entire
households were boarded up with a
red cross, and is of course, done for self
isolating households at the present time!
He petitioned for the use of
accommodation outside the city to
be bought by the governors for the
unafflicted. He damned the use of
gimmicks as ‘trash with pompous titles’
and was careful to suggest that physicians
should expect treatment responses to
vary – the application of treatments to
symptoms required ‘able Judges’. He
thought of the plague as a ‘miasma’ that
entered ‘porosities in the air’ and could

be spread that way. His book contains
various concoctions, usually containing
juniper and myrrh, that could be used to
help purge the pestilence. He had a dim
view of ‘Fires and fumigations’, and was
particularly angry about the use of large
fires to cleanse the city of contagion in
1665. Large, expensive fires containing
herbs and spices were lit, to ‘fumigate’ the
air in London. He damned this for risking
and causing deaths from burns, which is
rather tragic considering events one year
later in 1666.
In 1665, the College of Physicians
published what they called ‘Certain
Necessary Directions’ (aka college
guidelines!) which commented on
pomanders, figs, perfumes, apothecaries –
and quarantining travellers for 40 days! 5
Thus, as we all face a challenge that we
have not really faced in living memory,
the same challenges are plainly writ
in the language of our predecessors,
who, while they were not in possession
of p-values and confidence intervals,
nevertheless had experience of
relevance to us today.
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Dr Adrian Padfield
Member, RCoA Heritage and Archives Committee
and Emeritus Consultant Anaesthetist, Sheffield

AS WE WERE...

Early medical engineering
The COVID-19 pandemic alerted the NHS to the need for more intensive
care beds and many more ventilators. Engineering firms, together with
ICU specialists, rapidly designed and made intermittent positive pressure
respiration (IPPR) machines. In the 21st century medical engineering is
commonplace and accepted.
A first important example of such
expertise applied in medicine was the
‘iron lung’ developed by P Drinker and
LA Shaw in Boston in 1928;1 one of these
was used for a child with respiratory
failure due to polio. Drinker patented
his machine, but JH Emerson built a
similar one. Drinker sued Emerson, but
a New York judge declared Drinker’s
patent invalid. During the 1937 polio
epidemic in Adelaide, South Australia, ET
Both (pronounced ‘both’), an Australian
inventor/engineer there, designed and

built a much cheaper wooden version

though made of blockboard. There

that could be made quickly – a substitute

was opposition to this from members

for the expensive metal US-made

of the medical ‘establishment’, the most

machines. Both came to London in 1938

serious objection being the need for

and displayed his cabinet respirator.

many specially trained nurses. Nuffield,

Lord Nuffield heard about this respirator
and, after consulting with his friend
Professor Mackintosh, turned over
part of his Morris Motors factory

made and distributed to hospitals in the
UK before production stopped at the
onset of the Second World War.2

in Cowley, Oxford in January 1939

The sporadic occurrence of polio doesn’t

to the manufacture of Both cabinet

resemble the pandemic, but some will

respirators, inevitably called ‘iron lungs’,

recall the acute public anxiety about

Image: Both Mechanical respirator/Nuffield ‘Iron Lung’
before modification
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however, went ahead, and 1,700 were

Image: Both Mechanical respirator/Nuffield ‘Iron Lung’
after modification

Image: The Coventry ‘Alligator’

polio in the post-war years. There were
some 700 iron lungs in UK hospitals,
but many were in poor condition after
damage and deterioration during the
war. The Both respirators were 13 years
old, ‘patient unfriendly’ and not easy to
operate – they had been designed in a
hurry. Access to the patient was poor:
only two ‘portholes’ near the head,
so it was difficult to nurse patients
within the cabinets, which were heavy
and difficult to move, having only
two wheels. The pump unit had poor
respiratory operating speeds, was
noisy and hard to operate manually if
there was a (not uncommon) electricity
failure. There was no alarm if the pump
failed or the cabinet leaked. The NHS
Birmingham Regional Hospital Board
(BRHB) had 48 Both-Nuffield iron
lungs and two Drinkers. In April 1952
the Senior Administrative Officer of
BRHB, worried about the quality and
quantity of equipment available for the
local polio epidemics then occurring,
convened a subcommittee.
Modifications were essential.
Enter another engineer – Captain
GT Smith-Clarke (formerly Chief
Engineer of Alvis cars) was
co-opted to the subcommittee
because of his engineering

expertise; he was also Chairman
of the Coventry Hospitals Group.
Members of the Health Ministry
Breathing Machines Committee
thought it was impossible or would
take too long to carry out worthwhile
modifications. Nonetheless, the
five respirators in Coventry were
selected for preliminary work. In
May 1952, Smith-Clarke, with the
hospital physicist, dismantled a Both
machine in a disused hospital airraid shelter. Smith-Clarke prepared
the necessary drawings for the parts
required and they were made. The
hospital engineering department
improved the pumps. It is a measure
of their dedication to the task that
modifications to the first machine
were completed by August 1952.
In late 1953, during a severe polio
outbreak in Coventry, all five
machines were put to the test both
clinically and mechanically. Two were
in continuous use for many months.
There were no failures, and the
Ministry of Health ordered all Both
cabinet respirators to be modified.

1953 Smith-Clarke had designed a
‘new Coventry-type iron lung’ that was
made by Cape and became known
as the ‘Alligator’.3 Some 150 Alligators
were manufactured between 1954
and 1967, about one-third of which
were sold outside the UK. Cape
produced adaptations of the iron
lung that had been requested by Dr
Kelleher of the Western Hospital,
Fulham. One version was rotatable
for postural drainage.4 The Lane Fox
Respiratory Unit was set up at St
Thomas’ Hospital, and Dr Geoffrey
Spencer also requested modifications
for patients living in their iron lungs.
Apart from the iron lungs, Cape
Engineering made the foot-operated
suction pump devised by SmithClarke and a pump for the cuirass
used to aid the breathing of patients
when out of the iron lung.
After the Copenhagen epidemic in
1952, it was realised that IPPR was
a better alternative. In 1955, SmithClarke designed an IPPR ventilator;
Cape began manufacturing it, and
many were sold. The Cape-Waine
anaesthetic machine was proposed
by Dr TE Waine,5 a consultant at the
Coventry hospitals, who suggested
combining the IPPR with an anaesthetic
machine. Cape went on to develop the
semi-electronic Cape 2000.

References
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Adapted from Dr Padfield’s
forthcoming book – Coventry, Alvis
and the Iron Lung. A biography of
Captain GT Smith-Clarke (1884-1960)

Cape Engineering, started by Turner
and Webley (formerly of Alvis), won
the contract to manufacture the
modifications. By the late autumn of
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LETTERS TO THE EDITOR
If you would like to submit a letter to the editor please email bulletin@rcoa.ac.uk

FAREWELL
Today our world just fell apart
Today has come too soon
I stood right by your bedside
In such a crowded room
My hands wore gloves my face was masked
I couldn’t kiss your face
You may have heard me talking
In this quiet but busy place
The machines made beeping noises
But not a word was said
As everyone is sleeping here
With nurses by their bed
Instead I felt your heartbeat
Through these double plastic gloves
I stroked your hair for ages
Whispering messages of love
Your skin was warm your hands were soft
You look just like my dad
Sleeping very deeply
The longest sleep you’ve had
I watched your heartbeat on the screen
to see if you could tell
That I was in the room with you
I willed you to get well
I couldn’t say goodbye to you
Instead - I’ll see you soon
Tears of sadness soaked my mask
As they lead me from the room
You held my hand when I was born
I held yours when you died
You are my dad, my everything
Always by your side
Rest in Peace
Written by Hazel Mann after she came to say
goodbye to her father David Mann who died
from COVID-19 on April 25 2020.

Dear Editor,
Anaesthetic Soapbox #4 In praise of obstetric anaesthetists
RCoA Bulletin;119:40-41
Since 1969, when the Obstetric Anaesthetists’ Association was formed, the
standard and safety of OB Anaesthesia has improved exponentially because of
those obstetric anaesthetists who were wise enough to form the sub-speciality.
The late Dr Jeffrey Selwyn-Crawford, and others at that time, realised that the
OAA, would assist the many anaesthetists who practised OB anaesthesia
and who needed guidance and more specialised training if the morbidity
and mortality due to anaesthesia was to be reduced. Moreover, neuraxial
anaesthesia/analgesia, especially with the relatively new local anaesthetic
bupivacaine, was not widely taught, but those who did teach it quickly became
active in the OAA, and other similar groups throughout the world, and
were proud to be recognised as Obstetric Anaesthetists. Such recognition
was important too, because those anaesthetists quickly gained the respect
of obstetricians, who also had great concern about maternal anaesthesia
complications of general anaesthesia such as Mendelson’s syndrome.
Consequently too, over some 50 years the use of general anaesthesia has been
minimised and the complications of OB anaesthesia markedly reduced.
While there are many anaesthetists who, like William Harrop-Griffiths administer
some OB anaesthetics, their skills would not be of such a high standard without
their training by specialist OB Anaesthetists in major obstetric units throughout
the world. In the UK, all sub-speciality training is coordinated by our single
Royal College of Anaesthetists, many of whose fellows practise cardiothoracic,
paediatric and neuroanaesthesia as specialists in those disciplines, and, like
obstetric anaesthetists, are proud to be recognised as such.
Dr John Crowhurst
Hon. Archivist, Obstetric Anaesthetists’ Association
Dear Editor,
Sleeping dogs
RCoA Bulletin;120:60
With regard to Dr Sellers' letter (Bulletin 120, March 2020), Augustus
Waller’s dog was actually an English Bulldog, not a Boxer. One can only
hope the breed will be returned to this more sensible conformation, rather
than the brachycephalic disasters we currently see on a daily basis.
Incidentally, there is also a photograph of a sad and dejected looking
‘Jimmy’ demonstrating Waller’s chloroform balance, the first anaesthetic
agent monitor. A true hero!
Dr Chris Seymour, Veterinary Anaesthetist
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Dr Helgi Johannsson

Dear Editor,

Dear Editor,

'Kid's Save Lives' Festival
RCoA Bulletin;120:44-45

ERAS and POCUS are individually proving to improve patient
safety and reduce complications. When used in conjunction with
each other they can help the anaesthetist to get out of tricky
situations without compromising patient safety.

I read with interest the article by Dr Rebeca Carter and Dr
Siew-Ling Harrison (Bulletin 120, March 2020) and applaud
their initiative to increase young children’s understanding of
CPR. However, having taught CPR to children for many years, I
now only teach chest compressions to children of at least 11-12
years and depending on their physical size, which varies hugely
at this age and requires a modicum of common sense.
This restriction is for a number of reasons; firstly, most young
children lack the upper body mass required to achieve
the necessary depth of 5–6 cm required for effective
compressions, secondly they tire extremely quickly, they cannot
sustain the action and the efficacy of chest compressions
deteriorates rapidly. This is very disheartening for the children
and I find it leads to loss of interest. However, most worrying,
is that after trying to perform chest compressions, many were
complaining of soreness, redness and severe discomfort on
the dorsum of their hands and the next morning some have
reported bruising. This has led to the teachers questioning the
safety and wisdom of expecting young children to perform
chest compressions.
I now have a different teaching plan for those under 11-12
years of age. Children over the age of eight years can easily
put an adult into the recovery position and they can take this
skill home with them. They find their ability to turn an adult
onto their side great fun. They are taught the importance of
calling the emergency services by ringing 999 and listening
to the advice they are given. But the teaching which causes
the greatest interest is the demonstration of the use of an AED
followed by inviting several to use it, which of course they can
in safety, thanks to the voice prompts these devices give.
With the planned introduction of first-aid skills into English
schools later this year, I wonder how much understanding and
planning has been put into the curriculum, and whether pupils
will be expected to perform tasks of which they are physically
incapable?

The wife of a Head of Department, so a bigger VIP than the
Head of Department himself, was posted on a very busy theatre
list for a relatively minor but urgent procedure. The patient
was due for admission to daycare two hours in advance, but
anticipating early access to theatre she had come, already ‘nilby-mouth’, six hours before her admission time. But as the day
had a long list of scheduled cases, there was no theatre slot
expected within 3–4 hours. The anaesthetist proudly explained
about being ERAS complaint, so she was made to drink clear
apple juice, which impressed the patient and relatives, who
were getting to a point of annoyance for the delay. As luck
would have it, a theatre slot miraculously became available for
her within one hour of the ingestion of the 250 ml of juice.
The anaesthetist was under a lot of pressure from all to induce
the case, so waiting for another hour was not going to go
down very well. Any thoughts of explaining to an annoyed VIP
patient about a spinal anaesthetic were quickly dispelled. Doing
a rapid sequence GA with an ETT seemed over the top, but
the only option at that minute. With thoughts of a lawsuit and
loss-of-job looming large in the event of an aspiration episode,
the anaesthetist was under immense pressure. When pushed
into a corner we sometimes come up with what seem like lifesaving decisions in the circumstances. POCUS, the new mantra,
confirmed the Torbay experience that clear fluids are quickly
removed from the stomach. USG of the gastric antrum in supine
and lateral position seemed to “hit the bull’s eye”. Needless to
say there was no further delay in getting the case done without
any additional drama.
It is never too late to learn something new, and, more
importantly, to learn application of those techniques to improve
the safety of patients and anaesthetists.
Dr Harshal D Wagh
Department of Anaesthesia
Kokilaben Ambani Hospital, Mumbai, India

Dr Carl L Gwinnutt, Senior Fellow
Past President, Resuscitation Council UK
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East Midlands

St George’s

North West

Mehar Ahson
Emma Temple Dual ICM
Dorita Noronha
Pei Poh

Jonathan Lacey
Namita Sharma

Charlotte Dean
Karen Mullaney

Wales

Northern

Samuel Sheppard

Christopher Scott

East of England
Matthew Roe
Dominic Smith

East of Scotland
Karen Pearson

Imperial
Karen Stacey
Phillip Ward Dual ICM

NEW TO THE COLLEGE
The following appointments/re-appointments were approved (re-appointments
marked with an asterisk).

Kent, Surrey & Sussex
Justin Hews
Dominic Moor Dual ICM

Mersey
Sharon Acheson
Chamene Welhengama Dual ICM

College Tutors

Yorkshire and the Humber

Wales

North Central London

London

North East Yorkshire

Barts and the London

Dr Balaji Rajamani (Hull Royal Infirmary)
in succession to Dr Sarah Price

Dr David Leslie (University Hospital of
Wales) in succession to Dr Jane Petterson

Usman Ali
Sachin Mehta Dual ICM
Nicholas Owen
Peter Thomas

Dr Jessica Hoyle (Whipps Cross Hospital)
in succession to Dr Gomathy Kandasamy

Imperial
Dr Rupinder Kaur (Watford General
Hospital) in succession to Dr Mamatha
Kumar

North Central
Dr Abigail Whiteman (University College
London) in succession to Dr Elisa Bertoja

Oxford
Dr Jonathan Mayer (Royal Berkshire
Hospital)

West Midlands
Stoke
Dr Sreekanth Uppugonduri (New Cross
Hospital) in succession to Dr Jacintha
Jayadoss
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South Yorkshire
Dr Nina Plant (Sheffield Children’s
Hospital) in succession to Dr Elizabeth
Shepherd
Dr Wei Low (Barnsley Hospital) in
succession to Dr Sharon Moss

West Yorkshire
Dr Rashmi Menon (Leeds General
Infirmary) in succession to Dr Marelize
van Gruenen

Scotland
South East Scotland
Dr Sarah Cross (St John’s Hospital) in
succession to Dr Clare Gardner

*Dr Valerie Hilton (Royal Glamorgan
General Hospital)

Certificate of Completion of
Training
To note recommendations made to the
GMC for approval, that CCTs/CESR
(CP)s be awarded to those set out below,
who have satisfactorily completed the
full period of higher specialist training
in Anaesthesia, or Anaesthesia with
Intensive Care Medicine or Pre-Hospital
Emergency Medicine where highlighted.

February 2020
Barts & The London
Alexander Doyle
Natalie Hester

Defence
Jemma Looker Joint ICM

North West
Charlotte Houltram Dual ICM
Catriona Stewart

Northern
Tariq Azad
Christopher Browell
Isobel Freshwater
Jennifer Noyes

Oxford
Mark Garcia
Anil Golhar

Warwickshire
Ian Walker

Wessex
Sophia Henderson Joint ICM
Andrew Nash Dual ICM
Matthew Taylor Dual ICM
Douglas Tunney
Jessica Wiggins
Robin Wilson

March 2020
Barts & The London
Rebecca Black
Queenie Lo

East Midlands
Stephen Sarno
Andrew Stalker

East of England
Samantha Clayton Dual ICM

Imperial
Olivia Clancy

Kent, Surrey & Sussex
Neal Reynolds
Susan Stevenson Dual ICM
Jean Zahra

Mersey
Thomas Donaldson
Lowri Hughes

North Central London

Peter Valentine

Sarah Babatunde
Muhammad Haniffa Joint ICM
Yasser Mandour
Charles Oliver

Severn

North of Scotland

Peninsula

Katie Samuel
Louise Sellar
Elizabeth Torrie

Oxford
Jonathan Hughes Dual ICM
Raja Jayaram Ramachandran Joint ICM
Benjamin Millette Dual ICM
Jodie Smythe Joint ICM

Peninsula
Louise Cossey
Simon George
Alexandra Humphreys
Danny McLaughlin

Severn
Hannah Hughes-Jones Dual ICM

South East
Joanna Roberts
Nadia Wichmann

South Yorkshire
Robert Charles

St George’s
Maria Chereshneva
Samantha Jones Dual ICM
Rebecca Thurairatnam

Wales
Samuel Beckett

Wessex
Helen Gordon
Keith Ritchie Dual ICM

West of Scotland
Ganna Cormack
Stuart Watson

Stuart Williams Dual ICM
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APPOINTMENT OF MEMBERS, ASSOCIATE MEMBERS AND
ASSOCIATE FELLOWS
Associate Fellow

Dr Martina Rekatsina

Dr Lucia Borovickova

Dr Mostafa Ahmed Abdelghany Hafez
Kodous

Members
Dr Mari Lluon Thomas

Dr Rebecca Louise Davy
Dr Martha Magrietha Ferreira

APPOINTMENT OF FELLOWS
TO CONSULTANT AND
SIMILAR POSTS
The College congratulates the
following fellows on their consultant
appointments:

Dr Shivesh Ashish Tewari

Dr Michelle Cole, University College
London Hospital

Dr Anupam Basumatary

Dr Hatem Abdellatif Mohamed
Abdelmola

Dr Chris Hebbes, Leicester Royal
Infirmary

Dr Thiyambara Henegedara Darshana
Anurada Chandrasiri

Dr Zameer Idakkattil Ziauddin
Dr Izuchukwu Charles Nwalusi

Dr Alexandra Humphreys, Torbay and
South Devon NHS Foundation Trust

Dr Muhammad Sheraz Saleem
Chaudhary

Dr Hannah Hoskins

Dr Ashton Chang

Associate Members

Dr Loveleena Gupta

Dr Ahmed Mohamed Hesham
Mohamed Rafik

Dr Mudola Vuhandali Manyano

Dr Brian McMaster

Dr Soma Sengupta

Dr Dushani Pradeepa Hettiarachchi

Dr Nesma Mahmoud Mohamed
Abdelaziz

Dr Marco Macram Saad Azize

Dr Eranga Lakmal Abewardana
Saparamadu Heeralu Pathirannehelage

Dr Ramy Farouk Basaly Salmoun

Dr Pooja Bola Rajendra Devendra
Kamath
Dr Priyash Verma
Dr Kahandawa Mudiyanselage Kavinda
Chanaka Bandara

Dr Ramanan Thirunavukarasu
Dr Clarissa Da Silva Ribeiro

Dr Katherine Laver, University Hospitals
Coventry and Warwick
Dr Mike O'Connor, Northwick Park
Hospital
Dr Amanda Valentin, Buckinghamshire
Healthcare NHS Trust

Affiliate
Mr Khalil Liaquat

29 January 2021
Southampton, Leonardo Royal Hotel

rcoa.ac.uk/events
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Dr Elisabeth Brun Lacey, Western
General Hospital Edinburgh

COVID-19 RESOURCES

Stay up-to-date with all our latest clinical resources and
guidance for anaesthetists & intensivists. Find out more at:

icmanaesthesiacovid-19.org
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Diplomates Ceremony
announcement
Due to the ongoing COVID-19 pandemic, the Royal College of Anaesthetists has taken
the decision to postpone this event. Unfortunately we are unable to safely follow
social distancing guidelines due to the large scale and nature of this event.
Original date: Friday 4 September 2020

New date: Monday 1 February 2021
The ceremony is by invitation only;
invitations will be sent out in September 2020.

DIGITAL EDUCATION AND
PROFESSIONAL DEVELOPMENT
WEBINARS

New Webinars are being released regularly.
Please visit our events webpage for dates, topics and
speaker information.

PODCASTS

Topics include:
■ resource Management for COVID-19
■ safe airway management for a patient with COVID-19
■ simulation.
RCoA podcasts can be downloaded from apple podcast
and other podcast apps search for ‘RCoA’ to listen.

VIDEOS

Topics include:
■ return to work
■ junior doctors contract
■ what's new in regional anaesthesia?

To view our digital
offering please visit:

bit.ly/RCoAEdProfDev

WINTER SYMPOSIUM:
3–4 December 2020
RCoA, London

SAVE
THE
DATE
rcoa.ac.uk/events

