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Welcome to the May Bulletin.
I thought my inaugural editorial on taking on the Bulletin would be a nice easy uncontroversial one, but as
I write this, London has emptied, pubs have closed, and we are currently in a lockdown. I hope that by
the time you read this we will have passed through the worst of it, and there may be a glint of optimism
on the horizon. As I am currently recovering from what is almost certainly the COVID-19 infection itself,
thankfully in a mild form, I sympathise with those of you who have become infected.
I thought long and hard whether to press ahead with the publication of the Bulletin – all of the articles
were written before the COVID-19 pandemic hit, and I wondered whether anyone would be interested
in a bit of normality this spring? After consultation with a colleague I thought it was right to go ahead, as
the theme of the articles is relevant whether there is a pandemic or not. In fact some of the articles on
resilience, kindness, and updates on the new curriculum will be even more relevant in the pressured and
very unfamiliar environment we are all currently working in. I love Jamie Strachan’s point about not just
tackling bullying, but encouraging and rewarding positive behaviour – it’s not enough to tackle negative
behaviours if we don’t have a model of positive behaviours we can measure against.
One of the interesting observations on the current crisis is how changes that would normally take months
or years to implement are being processed in days as we are all getting used to the ‘new normal’. The
article on remote educational supervision reminds us how even a year ago the idea of never meeting your
educational supervisor face-to-face would have been unthinkable, whereas now it just seems logical.
I would like to thank David Bogod not only for his outstanding performance as editor of the Bulletin, but also
for his encouragement, sagely advice and humour when handing over the reigns. I promise you I will still
use him as a fountain of ideas and suggestions in the coming months and years. I want to build on what he
has achieved and continue the mix of updates, articles and the occasional controversial opinion piece (and
thanks to Professor William Harrop-Griffiths for his piece on making difficult airways easier). I’d also like to
add more patient viewpoints, and make the Bulletin easier to share over social media by integrating it into
our website, as we move inexorably from print to online reading.
Finally as I recover from my infection and prepare to start a rolling shift system for the foreseeable future
I want to tell you all to pause for a moment, and say thank you to those people who have made your last
couple of months tolerable and appreciate that we are truly privileged to work in this amazing specialty.

“Well, what an opportunity!”	54
Letters to the editor	56
New to the College	58
Notices and adverts	61
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Professor Ravi Mahajan
President
president@rcoa.ac.uk

On a personal note, I would like to give my thanks to each
and every one of you who are working through a very
challenging time in this COVID-19 pandemic. Many of us
will be working outside our comfort zone and in a highly
unusual and charged environment.
As our Bulletin membership magazine is
written quite far in advance, at the time of you
reading this in May, your working situation may
well be different. I am writing this at the end
of March, the day after the Prime Minister’s
announcement that the public should stay at
home. Doing this, whilst hard, will help with the
slowdown of the spread of the disease, and
hopefully lessen its impact on hospitals, and
the stresses and strains that you, our fellows
and members are undoubtedly under. All of the
RCoA’s Council members are also working in
hospitals throughout the UK and are taking an
active role in their own hospital preparations
and caseload as well as carrying out their duties
to the College as Council members.
And our College staff, led by our Chief
Executive, Jono Brüün, are also showing
exceptional dedication. Although the College
buildings are currently physically closed, staff
are working remotely, carrying on with their
work in order to support you.

The President’s View

COVID-19; A MESSAGE TO OUR
FELLOWS AND MEMBERS...
4 |

Since the beginning of the COVID-19 outbreak,
the College has been in discussion with the
Academy of Medical Royal Colleges, the
GMC, the Department of Health and Social
Care, NHS England, Health Education England,
and devolved nations’ equivalents to discuss the
multiple aspects that dealing with COVID-19
brings for us as clinicians, and as members of
the College. Weekly, sometimes daily, College
Council members and senior staff have been

reviewing all aspects of College business and
services for our members, balancing what is
possible to do with providing clinical guidance
and training support at this time, and ensuring
that we keep you updated.
Below is a summary at time of writing of
developments and changes due to COVID-19.
However, please do visit the College website
regularly to keep up-to-date with the latest news
and developments, and if you use social media,
follow the College on @RCoANews.

COVID-19 clinical guidance
The College, The Association of Anaesthetists,
The Faculty of Intensive Care Medicine and The
Intensive Care Society have worked together
tirelessly on essential guidance for anaesthetists
and intensivists via a new joint website –
icmanaesthesiacovid-19.org. This online hub
provides the UK intensive care and anaesthetic
community with the information, guidance
and resources required to support their
understanding and management of COVID19. Clinical guidance is being developed and
uploaded here regularly. We already have
guidelines on airway management, obstetric
anaesthesia and critical care preparation and
management in addition to the latest national
guidance. I would encourage you to visit the
website soon and often to ensure you stay
up-to-date with changing clinical and national
guidance (see page 28 for more information).

| 5

Bulletin | Issue 121 | May 2020

Update for anaesthetists in
training
We are working closely with the General
Medical Council, Health Education
England and the devolved nations to
ensure flexibility and minimise disruption
to the progression of all anaesthetists
in training. In particular, those who are
unable to sit examinations will be able to
progress in their training without delay
wherever possible. The College has also
been discussing plans for management
of medical training rotations and
specialty recruitment interviews with key
national organisations.
Anaesthetists in training may also be
required to deploy to support other areas
of the hospital, in particular Critical Care.
Deployments should be kept as short
as possible to minimise the impact on
training. We have asked College Tutors
and Regional Advisors Anaesthesia (RAAs)
to provide or facilitate appropriate pastoral
support to anaesthetists in training who
are re-deployed. The hospital’s Guardian
of Safe Working, or similar role, should be
made aware of redeployments and any
change to hours worked.
Importantly, no anaesthetist should be
expected to practise beyond their clinical
competence. Anyone who is working in
an unfamiliar environment must receive
appropriate induction, be familiar with
local governance arrangements and
have undertaken training in the use of
PPE including fit testing or equivalent
and procedures for donning and doffing
effectively. Doctors should be given a
clear line of medical supervision that is
appropriate to their level of competence.
I am acutely aware of how all of this
disruption and change can have an effect
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There is essential guidance for
anaesthetists and intensivists via
a new joint website –
icmanaesthesiacovid-19.org
on the morale of anaesthetists in training
and committed colleagues who are
actively supporting you in training. Please
be aware that the College continues
to advocate on your behalf and work
with our partners so that there is as little
disruption to the progression in training
as possible. I can assure you that we are
working hard on contingency plans across
a range of aspects and will communicate
these as soon as practicable.

Curriculum
Discussions with the General Medical
Council, Health Education England
and the devolved nations are ongoing
regarding the implementation of, and
transition to, the new anaesthetics
curriculum. Unsurprisingly discussions
paused for a time whilst contingency
plans were considered and agreed in
order to manage the ST3 recruitment
round for August 2020 intakes. Further
information about the plans for the
introduction of the new anaesthetics
curriculum will be shared as soon as it is
possible to do so.

College exams
After much consideration, we decided
to postpone all examinations scheduled
to take place between March and
August. This affects the FRCA Primary

OSCE/SOE sitting in May, the FRCA
Final SOE in June, the FFPM SOE in
March and the FFICM OSCE/SOE in
April and MCQ in July. Revised dates
for the FRCA and FFPM examinations
will be published on the exams pages of
the website at rcoa.ac.uk/examinations,
with information on FFICM available
on the Faculty site at ficm.ac.uk/
training-examinations/examinations.
Candidates booked to sit an exam have
been transferred to the next sitting
(November for the Primary OSCE/SOE
and October for the FFPM SOE) or
provided with a full refund.
In terms of the written exams in March,
we managed to process the marks
for the FRCA Primary MCQ, which
were released on Friday 27 March.
Unfortunately, the current lockdown has
meant that the results of the Final Written
are delayed. We are monitoring the
situation closely and will update when
we can. Final candidates will receive a
personal email and further information
will be posted on the web page for this
examination.

College events
At the time of writing at the end of March,
the College has taken the decision to
cancel all events and courses making up

I would like to thank you for your dedication,
commitment and care at this challenging time
6 |

our education programme up to the middle of June. This
includes our annual conference Anaesthesia 2020 which
has been moved to May 2021. All affected delegates,
speakers, faculty members and partners have been informed
and refunds are in the process of being issued. More
information and FAQs can be found at:
bit.ly/rcoaeventscancelled.
During this time the College has a variety of online resources
you can use to learn. RCoA Videos (bit.ly/RCoAvideos) hosts
a collection of over 150 videos from a variety of our events.
They have been categorised into topic channels so it’s easier
for you to find what you are looking for. RCoA Podcasts
(bit.ly/RCoAPodcasts) are available on the RCoA website as
well as on Apple podcasts and other major pod catchers.
This area includes our recently released podcast on safe
airway management for a patient with COVID-19.
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With the case load requiring critical care increasing, our
colleagues from other specialties may need to step in to
help out. This has its own challenges of cross-skilling, being
flexible and being supported by the system. We will need
to make sure that our colleagues in those circumstances are
neither exposed nor made to feel vulnerable. I have been,
and continue to be in regular contact with the Academy
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As well as cross-skilling, we have also welcomed back
retired anaesthetists into the NHS, and greatly appreciate
your efforts in helping us care for patients with COVID-19.

Articles for submission, together with any declaration of interest,
should be sent to the Editor via email to bulletin@rcoa.ac.uk

So, in closing, in times like these, it is vital that we stay
together, support each other and look after ourselves.
Finally, please be assured that the safety of you, your family
and your patients remains my highest priority, and I would
like to thank you for your dedication, commitment and care
at this challenging time.
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.

All contributions will receive an acknowledgement and
the Editor reserves the right to edit articles for reasons of
space or clarity.
The views and opinions expressed in the Bulletin are solely
those of the individual authors. Adverts imply no form of
endorsement and neither do they represent the view of
the Royal College of Anaesthetists.
© 2020 Bulletin of the Royal College of Anaesthetists
All Rights Reserved. No part of this publication may be
reproduced, stored in a retrieval system, or transmitted in
any form or by any other means, electronic, mechanical,
photocopying, recording, or otherwise, without prior
permission, in writing, of the Royal College of Anaesthetists.
ISSN (print): 2040-8846
ISSN (online): 2040-8854
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NEWS IN BRIEF
News and information from around the College

Updated Guidance on
Competencies for Paediatric
Pain Medicine
The Faculty has released updated Guidance on Competencies for
Paediatric Pain Medicine (bit.ly/GCPPM20).
The guidance focuses on the Pain Medicine specialist’s contribution
to Paediatric Pain Medicine (PPM) and describes two levels of
involvement in the practice of PPM:
■

■

The first level outlines the core
knowledge, skills and attitudes for
all anaesthetists specialising in Pain
Medicine who may need to be
involved with PPM.
The second level outlines the
advanced knowledge, skills
and attitudes required of Pain
Medicine specialists who work in
teams providing a paediatric pain
service.

NAP7 and COVID-19
Perioperative Cardiac Arrest

Currently it seems highly likely that COVID-19 will
cause considerable disturbance to usual hospital
activities. With this in mind, the College has decided
that NAP7, examining perioperative cardiac arrest and
originally planned to begin data collection in spring,
will not launch until at least autumn 2020.
The National Audit Projects (NAP) need to be
undertaken at a time when healthcare is normal and
stable; this may not be the case in the next few months.
We are also very aware of the additional workload
undertaking a NAP entails and do not believe this
would be reasonable at a time when hospitals are likely
to be dealing with this exceptional situation.

COVID-19 guidance and
resources
Working in collaboration with the Faculty of Intensive Care
Medicine, the Intensive Care Society and the Association of
Anaesthetists we are urgently reviewing and revising clinical
guidance to provide the UK anaesthetic and intensive care
community with up-to-date clinical information, guidance and
resources needed to better understand and manage COVID-19.
As a multidisciplinary hub, we have launched a new joint website
(icmanaesthesiacovid-19.org). In addition to patient information,
clinical guidance being devised and redeveloped includes that
for airway management, obstetric anaesthesia, ICU/anaesthesia
liaison and simulation/training. As more guidance is developed,
this will be added to the website.

Call for COVID-19 stories from
the frontline

The College and NAP7 project teams will
continue to provide updates on the situation on
nationalauditprojects.org.uk/NAP7-Home#pt and
@NAPs_RCoA.

SNAP3 Chief Investigator appointed
Professor Iain Moppett has been appointed as Chief Investigator for the Third
Sprint National Anaesthesia Project (SNAP3), examining frailty and delirium.
Professor Moppett said: “Frailty and delirium are increasingly important to
anaesthetists and our patients as the surgical population gets older and more
complex. SNAP3 provides a fantastic opportunity to harness the enthusiasm and
energy of the anaesthetic community to address these important questions about
the impact of frailty on patients, and how services are delivered.”
SNAPs have a short-term period of data collection and have received
widespread engagement from NHS hospitals. For the latest SNAP3 news, visit
our website at niaa-hsrc.org.uk and follow @SNAPs_News.

Sharing and learning from each other’s experiences is deeply
valuable. This is especially true in times of crisis, and struggle, such as
we are currently experiencing with COVID-19, which require adapting
to new situations and ways of working and living rather quickly.
If you are able to tell us about your experience of managing
COVID-19 on the frontline, we would love to hear from you and
share your story with your peers as a blog. This could include an
insight into specific measures and preparations your team/hospital
has put into place, or a personal insight on managing stress and
workload in very challenging situations.
Questions and submissions can be sent to ddollinger@rcoa.ac.uk.
Previous blogs can be found on rcoa.ac.uk/blog.
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icmanaesthesiacovid-19.org

Patient Information update
The Patient Information Group has just completed the
review of our main series of Patient Information leaflets
(bit.ly/PILeaflets). In addition to a fresh look, these
leaflets have been updated with the latest evidence and
clinical practice.
You and Your Anaesthetic (bit.ly/RCoAPIYAYA) features
a new risk section and clearer signposting to additional
sources. For Rees Bear has an anaesthetic (bit.ly/
RCoAPICPC) we added new characters in Rees’s family
to make the resource more representative of modern
families, as well as new fun activities to help children
engage with the story.
Patients who have had their surgery delayed because
of COVID-19 can use the time waiting for an operation
to prepare physically and mentally with Fitter Better
Sooner (rcoa.ac.uk/
fitterbettersooner). Fitter
patients recover quicker
from surgery and improving
fitness levels and lifestyle
can also help patients
be more resilient if they
contract COVID-19.
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Dr Katie Samuel
RCoA Anaesthetists in Training Committee
trainee@rcoa.ac.uk

Whether we are focusing on our own
training in anaesthesia or supporting
those in training, it can sometimes
feel like a minefield of potential issues
to navigate; the impact of these on
wider confidence and wellbeing
cannot be disregarded. While all those
undertaking training are unique in their
individual concerns, there are some
common themes that emerge which are
experienced by many.

Guest Editorial

OVERCOMING CHALLENGES IN TRAINING
Welcome to the annual issue of the Bulletin led by anaesthetists in training.
This issue centres on some of the impactful and commonly experienced
challenges that anaesthetists can face throughout their training, with a positive
outlook on how to overcome these trials.

10 |

A suitable balance between a successful
career and our external life has been
repeatedly highlighted as a key factor in
preventing burnout and fatigue. While
seemingly simple in principle, this conflict
of family or caring responsibilities, along
with the ever-growing need to excel
in all we do within training, can lead
to an impasse. This challenge is met
with a thought-provoking and personal
view from Alister Seaton, who shares
his own rationale and motivations for
moving to less-than-full-time training.
The practicalities of rotas, pay, leave and
training time are explored in detail – a
must-read for those considering making
the move.
The FRCA exam, a common foe, is
often cited as one of the most stressful
challenges that anaesthetists in training
have to meet. It is also a hurdle that
is not always jumped on our first
attempt. While failing is not rare (37%
of candidates fail on average across all
parts of the FRCA exam), it can often be
the first time a candidate has failed at
anything. The stigma of ‘exam failure’ is
felt and recognised by all, and its impact
on our wider sense of self-worth and
clinical confidence can be significant.
However, there is a wide range of
positive steps to be taken when facing an

exam retake, with the ability to move the
focus away from stigma and onto open
discussion and support. Helen Gordon
and Angela Lim, along with myself,
highlight the importance of ‘saying
the right thing’ to those who haven’t
passed, signpost the available support
resources openly available, and pick out
the key practical tips from the College
examination reports to increase your
chances of success, including the impact
of differential attainment on potential
focuses for revision.
Another commonly met issue, within
not just anaesthesia training but the
NHS at large, is bullying. Despite
the outstanding work done with the
#knockitout campaign, along with the
push for wellbeing at work to be at the
top of our agenda, bullying is still a
major issue. The 2019 NHS Staff Survey
reports that 28.5% of staff have been
victims of bullying (unchanged from
2018), and the GMC training survey
continues to highlight the fact that some
doctors in training are fearful to report
bullying on account of the potential
impact on their careers. Being
bullied as an anaesthetist in
training is hopefully rare,
but it can no doubt feel
like an insurmountable
obstacle when it
does happen. And
so the fight to
eradicate such
toxic behaviour
from our specialty
continues; the
College takes an
uncompromising
stand against
bullying, and Jamie
Strachan shares his

experience working within the NHS antibullying alliance. He makes a case for
moving on from the negative approach
to bullying, and transitioning instead to
a more positive focus on civility, respect
and kindness.
The practicalities of training in
anaesthesia include the challenge
of frequent rotations between trusts,
with the commonly met frustrations of
incorrect pay resulting from new payroll
and HR departments with each move.
The issue was highlighted in the 2018
College and Association of Anaesthetists
pay survey for anaesthetists in training,
and Sarah Muldoon reveals the results
of the recently completed 2019 repeat
survey: the problem hasn’t gone away.
She outlines the work that has been and
continues to be undertaken to address
this, and shares hopes for these issues to
be fully resolved with all paid correctly
and on time.
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I failed the first part of the exam at the first sitting because I didn’t do much revision.
It was that simple – an expensive but salutary lesson.
Dr Fiona Donald, RCoA Vice-President

■

■

■

Use the power of positive framing:
‘I’m sorry you haven’t passed this time,
is there anything I might be able to
help you with?’
‘But you’re so good clinically…’
is generally not the most helpful
comment, even if well meant!
Do be open about empathising by
discussing any repeat attempts you’ve
had personally.

Learning from past candidates

Dr Angela Lim, Stage 1 Dual ICM/Anaesthetics, Wessex
Dr Helen Gordon, ST7 Anaesthetics, Wessex School of Anaesthesia
Dr Katie Samuel,* ST7 Anaesthetics, Bristol School of Anaesthesia

THE (EXAM) ELEPHANT IN THE ROOM
Taking the FRCA exam is a rite of passage; passing is one of the most relief-filled
moments in training, but not passing can often feel like one of the lowest. Whether
retaking the exam yourself or supporting those doing so, discussing it openly is
often the elephant in the room, as stigma can still have a significant impact.
This article provides important practical
tips, signposts available resources,
and suggests strategies to deal with
the psychological aspects for those
experiencing exam difficulties, while also
aiding those in supporting roles to advance
from ‘I’m not sure what to say’ mode.

Avoiding the stigma and talking
about it
The FRCA exam can often be the first
time you experience failure. One of the
challenges is reconciling this with a wider
sense of self-worth and competency.
Feeling that everyone knows when
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you haven’t passed, as well as poorly
delivered but well-meaning comments
from colleagues, can play havoc with
your self-esteem and confidence. While
every individual is different, talking about
the situation openly and sensitively is
the key – simple things can make a
meaningful difference.

■

■

■

Resitting?
■

■

Don’t get paranoid – they aren’t all
talking about you in the coffee room.
Accept help – there is no need to
be proud, none of us is good at
everything!

Be open – try and find someone else
who has been in a similar situation.
Just because you have failed an exam
doesn’t mean you are failing at life – it is
only one facet and does not define you.
Give careful consideration to the
timing of the exam – what may be
good for your career may not be
good for your mental health.

Working with someone resitting?
■

Exams are not the only topic of
conversation available! If they want to
talk about the exam with you, they’ll
let you know.

A lot of information has been gained
from previous candidates sitting the
exam, including success rates and
objective practices that increase the
chance of passing. The Examinations
section of the College’s website1 is a
treasure trove of information, with a
collection of reviews and reports that are
all open access. After poring over this
information, we can provide a summary
of useful facts and emerging themes –

Primary
■

■

Candidates attending national
revision courses or engaging with
departmental revision initiatives are
more likely to pass.
Anatomy and technical skill topics
score lowest.

Final
■

■

Candidates attending regional revision
courses are more likely to pass.
Obstetrics and advanced science
related to clinical practice score lowest.

Both exams
■

■

Retakers using online resources are
more likely to pass.
Candidates utilising study groups are
more likely to pass.

■

There is evidence of differential
attainment in exams, for example,
females outperform males in
communication skills and clinical
scenarios, candidates with non-UK
Primary medical qualifications score
lower in simulation, and those with
UK Primary medical qualifications
score lower on anatomy. It’s worth
considering and getting feedback
on whether candidates fall into
these cohorts and focusing revision
accordingly.

Support – what’s available and
where to find it
For those retaking examinations, there
are a number of resources out there
as well as trainers who want to offer
support. There’s variation in what is
available locally, so do find out what is
specifically offered in your deanery.

professional support services) and to
clarify plans, including any extended
training time needed.

Wellbeing support
While deanery support services are an
excellent starting point, there are lots of
national resources out there too. The
Association of Anaesthetists ‘Wellbeing
and Support’ webpage2 is kept up to
date with information, links and toolkits
that are open access, and pages such
as the Wessex Deanery ‘Wellbeing’
publication have some top tips.3
Failing an exam doesn’t define your
career moving forwards – more people
have failed than you think, including
some of the anaesthetists you most
respect. It is a stressful, time-consuming
and resource-intensive process, but it
does get better!

Guidance interviews

References

For those who’ve failed either the Primary
OSCE/SOE or any part of the Final exam
more than once, a guidance interview
with an examiner is available. These
meetings, while sounding intimidating,
are actually invaluable; they identify
personalised areas to focus revision on,
resources that may help improve chances
of success, and may suggest beneficial
changes in exam technique. The College
tutor normally attends and most examtakers find it incredibly useful.

1

Navigating the ARCP
This can be one of the more stressful
aspects after not passing an exam, but
rest assured that the ARCP can be used
to advantage; it is an opportunity to
discuss what extra support is available
(a mentor, extra revision courses,

RCoA Examinations
(www.rcoa.ac.uk/examinations).

2 Wellbeing & support, Association of
Anaesthetists
(anaesthetists.org/Home/Wellbeing-support).
3 Wellbeing, NHS Wessex Deanery.
(bit.ly/2VtJJrp).

Exam

Average failure rate

Primary Written

39.2%

Primary SOE/OSCE

43.2%

Final Written

35.0%

Final SOE

30.65%

Average exam failure rates over last five
sittings
*Corresponding author:
trainee@rcoa.ac.uk
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Dr Alister Seaton
ST6 Anaesthesia,
Kent, Surrey and
Sussex Deanery
trainee@rcoa.ac.uk

WHY DIDN’T I DO THIS BEFORE?
I was exhausted. I had two small children, with my wife unwell at home having
been on sick leave for three months, and a work commute that was about to
increase to 90 minutes each way. Many of my friends had gone less-than-fulltime (LTFT), and having debated it many times I now decided to take the plunge.
So how do you apply?
There are currently two categories of
LTFT training –
Category 1 – iIll health or carer’s
responsibilities (the most common –
generally for childcare)
Category 2 – unique opportunity for
personal/professional development or
religious commitments (perhaps you’re a
budding sporting superstar!)
A third category (essentially not needing
a reason) is currently being trialled in
specialties such as emergency medicine,
and may extend to anaesthesia in the
future.
To apply, you need to speak to your
educational supervisor and training
programme director first, then apply
formally through your deanery. Three
months’ notice is expected, but they may

be able to accommodate less – I was
able to switch within six weeks as I was
changing to a new hospital where they
were supportive.

work well for rota planning and is rarely
declined. In practical terms this normally
means one of two things –
■

Practicalities
The GMC position on training in a lessthan-full-time capacity is that you must
work at least 50%, but in exceptional
circumstances less, for no more than
one-year.
The College supports LTFT training in
line with the arrangements set out in the
Gold Guide.
I chose to work 80%.

Rota
As LTFT is most commonly used for
childcare, the same day or days off each
week are often requested. Although
not guaranteed, this pattern tends to

■

Slot sharing – two LTFT anaesthetists
share one rota slot (and on-calls). This
works well with lower (eg, 60%) LTFT.
As part of a full-time slot – you do a
proportion of the on-calls in a fulltime slot, with the rest covered in
another way (eg, locum shifts).

Getting rota planning right is a joint
effort between yourself, College tutors,
and the rota co-ordinator. For example,
if you work 60% LTFT you should work
60% of full-time-equivalent hours –
approximately 60% of normal days, long
days and nights and 60% of weekends.
It requires pragmatism, a few hours of
time, and some coffee to successfully
work this out! For me, working 80%, this
worked having every Monday night shift

Working LTFT has been a revelation. I’m less
tired, see more of my family and generally have
a better work–life balance and mental health.
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and Tuesday short and long day off along
with one weekend day and one weekend
night off in six months to balance hours.

Pay and finances
The big question for many people
is: how badly is this going to hurt
financially? This will depend on personal
circumstances, but the answer is
normally not as much as you might think.

now training LTFT will also receive an
extra £1,000 a year paid monthly. For
myself, I take home (after tax, NI, etc.)
approximately £350 a month less than
working full-time – money that may be
saved on childcare costs!

Locum shifts
The GMC have clear guidance that
it is acceptable for LTFT doctors to

Progress towards CCT
Working LTFT will, of course, extend your
training time – if you are training at 50% it
will take twice as long. You should inform
the College of your LTFT percentage
when you start higher training, and they
will calculate a CCT date for you.
The total time in each module or training
year should be the same as for a fulltime equivalent. This can be achieved

This area is complex, but will depend
on whether you are pay-protected on
the old pay scales (dependant on rota
banding and your LTFT percentage) or
being paid on the newer contract.

work locum shifts. It would however

On the new contract you are paid for
hours worked, including an appropriate
supplement for nights and pro-rata
for weekend working. So if you are
working 50% of the weekends of a
full-time anaesthetist, you will take
home 50% of the full-time weekend
working supplement. In addition, anyone

Leave

For me, working LTFT has been a

You are entitled to annual and study leave

revelation. I’m less tired, see more of my

as a proportion of full-time entitlement

family and generally have a better work–

as per your LTFT percentage, as well as

life balance and mental health. And as

a proportion of bank holidays. This is

my non-medical friends tell me, I’m still

particularly important if, for instance, your

working practically what for them would

non-working days are Mondays.

be full-time hours!

raise probity issues if you elected to
do these on your off-day for childcare
for instance, and locum work must be
declared on your ‘Form R’.

by extending hospital placements
or returning later in training. ARCPs
continue to take place every calendar
year. However, post-CCT the six-month
grace period remains the same for all.
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Dr Jamie Strachan
RCoA Member of Council

of suffering almost as much harm to
their performance and ability to ‘speak
up’ as victims, and the potential impact
on patients being cared for within toxic
cultures is a key concern.

trainee@rcoa.ac.uk

ON KINDNESS
Anaesthetists must lead the way in setting a kind and compassionate culture in
our hospitals.
There is, sadly, a growing list of names
and places within the health sector that
are associated with a ‘toxic culture’, a term
typically used to describe an organisation
where there is a fear of speaking up
in apprehension of negative personal
consequences, and where there are
allegations against institutions or individuals
of bullying and undermining. Sometimes it

can feel easier to turn the other cheek, to
say this is happening to someone else or
is more prevalent in some other specialties
than our own. But we are all human, and
thus we need to recognise that all of us
are capable of such behaviour – and that
includes anaesthetists.

and this often involves a notable power

Anecdotally, many anaesthetists have
witnessed incivility in stressful situations,

plenty of potential to be just as harmful.

differential, such as during emergency
surgery between members of an
‘on-edge’ theatre team. Perhaps we will
have intervened on the basis of patient
safety. But it’s often subtler – not all
bullying is as obvious or loud – but with
Bystanders during rudeness are at risk

Not all bullying is
obvious or loud –
but with plenty of
potential to be
just as harmful
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Data on bullying in departments
of anaesthesia is sparse but, across
medicine, attempts have been made to
be a bit more precise than anecdotal.
It is still difficult to assess the incidence
of bullying, but our profession is
apparently becoming more cognisant
of it – the most accessed page on the
Royal College of Surgeons of Edinburgh
webpage is the one entitled ‘Are you
a bully?’1 When asked, many of us say
we have been bullied, with 28.5% of
respondents to the 2019 NHS Staff
Survey of all NHS staff saying they had
been.2 In addition, 5.8% of respondents
in the GMC national training survey in
2018 also stated that they had been
bullied. Worryingly most doctors in
training would not provide further details,
either as they thought it wouldn’t make
a difference, or that it would adversely
affect their training in some way.
However, of the 188 doctors (from all
specialties) that did feel able to expand,
the most common complaint was of
bullying by a consultant or GP within
their rotation, which most commonly
took the form of belittling or humiliation.
What are the issues specific to
anaesthetists? Well, given our widereaching clinical exposure (meeting twothirds of all patients in hospital), I think it
is likely many of us will have witnessed
oppressive conduct. Janice Fazackerley,
the outgoing vice-president of the
College, and I have been representing
the College on the NHS Anti-Bullying
Alliance. We join with other specialties
to take a professional stand in saying
that it is not acceptable – both on an

interpersonal level and also because of
its impact on patient care, for which the
College has a responsibility.
Flying the flag for the College as your
representative in the Alliance, which met
recently in Belfast, I was privileged to
hear a number of inspirational speakers
on the topic of civility. From Dr Henrietta
Hughes OBE on her army of Freedom
to Speak Up guardians, Dr Chris Turner
and his hard-hitting talk on civility,
through to the enigmatic John Sturrock,
a QC turned mediator who wrote a
wide-reaching report into the allegations
of bullying in NHS Highland, the
importance of the Anti-Bullying Alliance
remains clear.
In the near future there will be some
collaborative plans afoot to create
practical resources for anaesthetists
on this topic, especially around the
importance of managing being an active
bystander during bullying. I think it’s also
time to turn the language we use from
negative (‘anti-bullying’) to positive, and
to talk of fostering civility and respect,
and above all kindness. I think that it
will be small changes made by us all as
individuals that will facilitate progress.
To close, John Sturrock QC quotes the
Austrian psychologist Viktor E. Frankl in
his report:
‘Between stimulus and response there
is a space. In that space is our power to
choose our response. In our response lies
our growth and our freedom.’

References
1

www.rcsed.ac.uk

2 nhsstaffsurveyresults.com
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Dr Sarah Muldoon
RCoA Council Member,
ST7 Anaesthesia, South East London
trainee@rcoa.ac.uk

PAY PROBLEMS

August changeover, in managing scores
of new doctors, and of course human
errors such as those I’ve described will
happen. But are there changes that could

On more than one August payday during my training, I have experienced the
stress and anxiety that results when your expected salary fails to hit your bank
account. I can acutely recall the hours of phone calls and emails eating into
the working day and my own time, being bounced between HR and payroll
departments, the ‘computer-says-no’ attitude to arranging an emergency
payment, and the apparent lack of empathy and understanding from those
on the other end of the phone about the real-life implications of being
unexpectedly thousands of pounds short.
In June 2018, the College and the
Association of Anaesthetists published the
results of a joint survey on salary issues
for anaesthetists in training, revealing that
73% of respondents had experienced
late or inaccurate salary payments in
the preceding 12 months. Of those
respondents, 79% had experienced this
on more than one occasion, and 40%
said that such incidents had caused them
financial hardship.

in which 61% of anaesthetists in training
reported that their job had a negative
impact on their mental health.

While the College does not have a
direct role in pay or other contract issues
related to anaesthetists in training, it takes
very seriously any issue which impacts on
the wellbeing of its members and fellows.
The results of this survey were particularly
significant as they followed on from the
publication in December 2017 of the
College’s Morale and Welfare survey,1

The pay survey was repeated by the
Association in collaboration with the
College in 2019, and the updated results
have recently been released. While the
percentage of respondents reporting an
episode of incorrect pay went down over
the period surveyed, it was still significant
at 55%, with 30% of those suffering from
pay errors more than once.
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The College and the Association
met with NHS Employers in 2018 to
discuss the pay survey results, and
NHS Employers pledged to work with
employers and relevant national bodies
to address the multifactorial issues that
lead to problems with pay.

Thematic analysis of the free-text
comments that many respondents
provided highlight some common
concerns, including communication
issues with HR departments, issues
relating to HMRC and tax codes, and an
interest in exploring a ‘lead employer’
model to reduce the frequency of payroll
changeovers which allow such problems
to arise.
Explanations offered to myself and other
colleagues for pay errors over the years
have included incorrectly transcribed
bank account numbers, missing
signatures on paperwork, and failure to
realise that there was a second page of
new doctors’ details in the spreadsheet
sent from HR to payroll. I do not
underestimate the epic task that faces
HR departments, particularly during the

be made to the wider system to reduce
the frequency of such issues? And is
there anything we can do as individuals
to protect ourselves from experiencing
inaccurate pay?
The Association has dedicated the entire
May edition of Anaesthesia News to
pay-related issues, with articles offering
straightforward explanations on important
financial basics like tax codes, national
insurance and your P45, and a helpful
‘how-to’ guide explaining what to do if
you aren’t paid correctly. Whether you
have suffered from a missing or inaccurate

salary payment, or want to guard against
it happening in the future, this issue of
Anaesthesia News is an excellent resource
for anaesthetists in training to refer to.
The College and the Association are
committed to working with bodies such
as NHS Employers to impress upon
them the need for action at a national
and local level to address this issue, as it
is clearly detrimental to the morale and
wellbeing of anaesthetists in training.
The Anaesthetists in Training Committee
has raised the issue with the Academy
of Medical Royal Colleges Trainee
Doctors Group as we won’t be the only
specialty that experiences these
problems, although we are
particularly exposed due
to the frequent moves

between trusts required by the modular
nature of our training.
Future editions of The GAS newsletter
will bring you updates on the
involvement of the College and the
Anaesthetists in Training Committee in
this vitally important area.

Reference
1

A report on the welfare, morale and
experiences of anaesthetists in training: the
need to listen, RCoA. (bit.ly/RCoA-Morale).

55% experienced an
episode of incorrect
pay, with 30%
experiencing this
more than once
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contact@ficm.ac.uk

Faculty of Intensive Care Medicine (FICM)
Dr Paul Wilkinson
Chair, FPM Professional Standards Committee
contact@fpm.ac.uk

Faculty of Pain Medicine (FPM)

Professional Standards
Committee update

The Professional Standards Committee (PSC) of the Faculty of Pain Medicine
(FPM) has continued to respond over the last year to the many challenges facing
our specialty. In this brief account, I highlight three crucial pieces of work.
First, changes in commissioning policy,
value-based commissioning, and the
reorganisation of care across primary
and secondary care boundaries continue
unabated. The PSC has considered the
best approach to support members
through this difficult process while
maintaining best care. A new document,
‘Commissioning: support for members’,
will hopefully facilitate best commissioning
practice, enabling value-based care
and creating opportunity in this new
landscape. At its heart is the principle that
people with chronic pain must have care
stratified to risk and complexity, judicious
use of interventional procedures and the
promotion of effective self-management.
The second key area in which the
committee has been active is that of
opioid use. There has been much
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media coverage of the issue of opioid
misuse. The FPM continues to support
the appropriate use of opioids with the
risks and benefits considered carefully.
This is highlighted in the ‘Opioids Aware’
resource. There has been considerable
concern in the US about the introduction
of patients to opioids through surgery,
and their subsequent misuse. A joint
royal college publication is nearing
completion which provides advice for
opioid use perioperatively, including
assessment, discharge medication,
deprescribing postoperatively, and
optimum communication with family
practice. Its publication is imminent as
we go to press. In addition, further work
is being undertaken to provide medicines
optimisation advice in general, including
the establishment of an FPM Medicines
Advisory Group.

The final area of consideration relates to
palliative care and pain and the recognition
of the need to improve the structure and
process of care in this field. This has been
addressed in a recent publication, and Dr
Matthew Brown and Professor Michael
Bennett are now leading a pilot project
trialling the approaches outlined in the
document, to build evidence and maximise
uptake of this framework.

CURRICULUM UPDATE
We have had a busy year moving towards the submission of our new
curriculum to the GMC. There have been considerable hurdles on the way
through the Curriculum Oversight Group (COG) of the GMC, but the Faculty
has managed to protect the integrity of ICM as a specialty and fights to
maintain continued training in ICM and physician specialties.
The curriculum review, the first we have
been able to undertake since the launch
of the first single CCT in 2012, gives
us the opportunity to learn from the
current state of play in ICM training. The
syllabus, based on the widely validated
Cobatrice system, was thought to overall
be fit for purpose, but we have taken the
opportunity to review the assessment
system and reduce assessment burden.
In the last few months our curriculum
has gone through multiple phases of
consultation, including open surveys

and local focus groups. The consultation
responses, all of which I have read in
detail, show that a clear majority are
supportive of what we have tried to
achieve in this review, and many of the
concerns raised were readily addressed.
By the time you read this, we should
have heard the initial feedback on
our curriculum submission from the
Curriculum Advisory Group (CAG) of
the GMC. If the previous submissions
from specialties that have already
gone through the new ‘Excellence by

design’ rewrite are to be accepted as
precedents, we will not get an immediate
approval but will have a few questions to
clarify to satisfy CAG of our intentions.
We hope this process will be relatively
straightforward. Our launch date for the
new curriculum is August 2021.
This has been a truly collaborative project,
and I would like to thank my fellow
curriculum working party members, as
well as the wider Training, Assessment
and Quality Committee and our regional
advisor and faculty tutor network.

In addition to these themes, we continue
to update Core Standards for Pain
Management Services in the UK, manage
the increasing PSC publication portfolio,
and run a successful event programme.
I would like to thank all members of the
committee for their hard work in meeting
objectives.
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If CESR is your goal, make sure you keep up-to-date
with details from both the RCoA and the GMC
These have been incorporated into the
draft anaesthetic curriculum submitted to
the GMC for approval.

SAS and Specialty Doctors

Important changes for
CESR applications
Dr Lucy Williams
RCoA SAS Member of Council

Dr Sarah Ramsay
Chair, RCoA Equivalence
Committee

sas@rcoa.ac.uk

As many of you will be aware, the CCT curriculum for anaesthesia is being
updated. The 2010 competency-based curriculum is being replaced with an
outcome-based curriculum. What does this mean and how will it affect those
working towards submitting a CESR application?
In 2017, the GMC published Excellence

identified that most fitness-to-practise

by Design1 to address the inflexibility

hearings involve these generic capabilities

of postgraduate medical training.

rather than lack of clinical expertise.

■

There are nine domains specified by

■

Embedded in this is the concept of
Generic Professional Capabilities, and
the separate GMC publication on this
2

is worth reading. These capabilities are

■

the GMC in the Generic Professional
Capabilities Framework:

■

capabilities in health promotion and
illness prevention
capabilities in leadership and team
working
capabilities in patient safety and
quality improvement
capabilities in safeguarding vulnerable
groups

core components of all the new specialty

■

professional values and behaviours

curricula and are transferable between

■

professional skills

■

capabilities in education and training

different specialties. The GMC has

■

professional knowledge

■

capabilities in research and scholarship.
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The CESR process must confirm that
the applicant has knowledge and skills
equivalent to a new CCT holder in the
specialty. Although run by the GMC
in its statutory regulatory capacity, the
appropriate royal college or faculty is
involved in assessing the applicant’s
portfolio against the current curriculum.
The RCoA has an Equivalence Committee
with extensive experience, and they have
prepared detailed specialty-specific
guidance3 that all applicants are strongly
encouraged to follow closely. The
assessors painstakingly triangulate the
evidence provided with the competencies
of the 2010 curriculum. Evidence can
include logbook records, assessments of
performance and trainer feedback.
The new curriculum has high-level
outcomes that are then subdivided into
outcomes expected at each level of
training. There will be extensive examples
of evidence to demonstrate achievement
of each outcome; details will be released
as soon as possible. Check the College
website which has a page on the new
curriculum4 that will be updated as soon as
the curriculum approval process permits.
For anaesthetists in training, there will
be a two-year transition process before
everyone is training under the new
curriculum. All CESR applications must
be assessed against the new curriculum
from the day that it is approved by the
GMC, with no transition period. This is
significant because it takes, on average,
two years to collate all the evidence
to apply. You may be well underway
now but find that by the time you have

everything together, the goalposts have
moved.
It is important to stress that much of your
evidence, particularly for clinical skills, will
map directly onto the new curriculum.
The main difference will be in the generic
professional capabilities, which is often
where unsuccessful applications are
currently weak. Look at the Generic
Professional Capabilities Framework2
so you can consider how you might
demonstrate meeting those outcomes.
Although RCoA is making
representations to the GMC about the
inherent unfairness of expecting CESR
applicants to immediately switch to the
new curriculum, it is unlikely that the
process will change since it is regulated
by law. The primary purpose of the GMC
is to protect patients by setting and
assuring standards of medical education
and training. The RCoA will provide
specialty-specific guidance on the new
curriculum at the earliest opportunity,
and this is part of the work of the new
curriculum team.
Since CESR is laborious and expensive,
it makes sense to maximise your chances
of success at the first opportunity. This
may mean accelerating the process
to submit before the changes are
implemented. You should only attempt
this if you are well on the way already.
For those in the early stages of evidence
gathering, it is difficult to advise.
Evidence from the last five years is
preferred by the GMC. Any completed
assessments on your e-portfolio are
good evidence, so keep going with
that. Plan your study leave and other
development opportunities over the
longer term. CESR applicants can use

the RCoA Lifelong Learning platform
(LLP) to store information. The LLP will
be reconfigured to align with the new
curriculum, and this in turn will help in
gathering and organising material for a
CESR application.
If you have any queries, now would be a
good time to get in touch with the GMC
and ask to be kept updated by them.
It is also a good idea to find a mentor
to support you. It is helpful if they have
knowledge or experience of the CESR
process, but not essential. The College
can help with any specific queries on
the current system. The RCoA3 and
GMC5 websites both have guidance
on the current system. Some find CESR
study days helpful, and these are often
available locally or from organisations
such as the BMA.
In summary, these are uncertain times
with a lot of change coming very soon.
If CESR is your goal, make sure you keep
up-to-date with details from both the
RCoA and the GMC.

References
1

Excellence by design, GMC. (bit.ly/36IbU8r).

2 Generic professional capabilities framework.
GMC. (bit.ly/2OaSd0M).
3 CESR and Equivalence, RCoA.
(bit.ly/CESR-EQUIV).
4 Anaesthetic CCT Curriculum 2020, RCoA.
(rcoa.ac.uk/training-careers/traininganaesthesia/anaesthetic-cct-curriculum-2020).
5 Specialist or GP applications, GMC.
(bit.ly/2Ie3fQS).
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Lifelong Learning
Revalidation for anaesthetists

LLP: a three-in-one platform
for anaesthetists

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.
The Fitter Better Sooner toolkit consists of:
■
■

Esma Doganguzel
Lifelong Learning System and Service Desk Administrator
lifelong@rcoa.ac.uk

included having one CPD reflection
form, the inclusion of the College,
faculties and revalidation logos on the
PDF activity report and refinements to the
accreditation approval processes.
In February, the team worked closely with
the developers to improve the Logbook
summary, Personal Development Plan
(PDP) and Completion of Unit
of Training form (CUT). There
will be monthly releases on
the platform to improve
functionality and resolve
bugs.
We have updated the
Lifelong Learning
platform section of the
College website, and
it now features new
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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

The vision for the Lifelong Learning platform was always to create one digital
system for doctors in all stages to use, so that a doctor who had just started
their anaesthetic journey could use the same system as a doctor who had
completed training and was going through revalidation.
CPD functionality in the Lifelong Learning
platform was launched in November
2019, and since then the team have been
working very hard to further develop the
features based on the feedback of our
users. Some of the improvements have

■

one main leaflet on preparing for surgery

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.

guidance and updated instructional
videos which we hope you will find
helpful.
The old e-Portfolio was very limited in
who could have access to it. However,
the Lifelong Learning platform can be
used by SAS and MTI doctors – who
make up more than five per cent of our
users. We also have non-anaesthesia
consultants who supervise our
anaesthetists in training. If you require
your supervisor to have access to the
platform, please ask them to fill in our
form (rcoa.ac.uk/form/access-llp).
The Lifelong Learning reference group
will meet to discuss the feedback from
the deaneries. If you have a suggestion
or an issue, please speak to your Lifelong
Learning platform lead.

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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Patient Perspective

New Lay Committee members
laycomm@rcoa.ac.uk

The Lay Committee of the RCoA are a group of volunteers who support,
advise and influence the RCoA to continually improve patients’ experience of
anaesthesia and perioperative care.

Chiew Yin Jones

It is our pleasure to introduce ourselves as the new Lay Committee members. We are delighted to be joining the Lay Committee.
We come from a range of different backgrounds and have varied life experiences. We hope that this will bring real benefits to the
College’s work. Here is a little bit more about who we are individually.

Mark Bissell

Like all clouds, this fear and anxiety eventually passed with my first steps into
the voluntary sector as a Listening Volunteer with the Samaritans. I followed this
transition into healthcare regulation with the General Optical Council and now the
challenging and fulfilling role as a Lay Committee member with the College.
Anaesthetics is an incredibly varied specialty, with the skills permeating all aspects
of patient care and an inherent necessity for the assessment and quantification
of risk – resonating a parity with my previous career. I have always possessed a
natural empathy for those who are vulnerable, and have sought to both help and
reflect their views wherever possible.
That the RCoA is the largest single hospital medical specialty, delivering public
benefit across the healthcare spectrum, is incredibly appealing to me. This is an
exciting opportunity to bring a diversity of thought, background and experience to
a new role whereby the patient’s voice is at the heart of the Committee’s function.
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I am a mother of three children, and my family and I have significant experience
of using the NHS. In particular, my husband’s positive experience while in NHS
critical care demonstrated to me the importance of the NHS and the specialty of
anaesthesia.

I have always possessed a keen sense of public duty; as a result I served
as a police officer for 30 years, and although this provided me with many
opportunities to make significant contributions to society, nothing quite prepares
for that cloud of trepidation engulfing the institutionalised cop when handing in
their badge.
I had been a career detective, a Senior Investigating Officer for homicide, and a
hostage and crisis negotiator. The final 10 years of my service were as a member
of the UK’s counter-terrorism network managing investigations of terrorist activity
both here and abroad.

I am a barrister with more than 25 years’ experience in criminal justice, and an
experienced advocate with a casework and litigation background. I also sit as a
legally qualified chair for Police Misconduct Panels for the London and the South
East region, and this has given me a valuable insight into the importance of high
professional standards and the need for these to be maintained.

I am excited about supporting the aims of the College in whatever way I can. I am
especially looking forward to working with the College, meeting a range of new
colleagues, and assisting with ongoing work to improve patient experience and
the quality of care provided.

Lucy Southee

My own interest in anaesthesia was born from my career as a dental surgeon
carrying out (mainly) deciduous extractions under inhalational anaesthesia. This
was in an NHS practice in a socially deprived area of the UK.
On becoming a parent, I witnessed my own child undergo a general anaesthetic
more than once for ENT procedures, and this enabled me to experience the
parent’s emotions as well as the clinician’s. Looking at this from both sides of
the fence, I feel, gives me empathy and an insight most people do not get to
experience or understand with regards to general anaesthesia. The care taken by all
the anaesthetic team I met, both personally, professionally and as a parent, led me
to understand the great importance of ensuring that patient worries, concerns and
fears relating to ‘being put to sleep’ are understood and minimised.
After retiring from general practice, I wanted to continue contributing in a
healthcare role where patient care, safety and accurate patient information were
at the forefront. The College’s Lay Committee gives me the opportunity to interact
and hopefully help influence the pathways which then lead to patient-focused
training and maintaining clinical excellence, and also to public education relating
to anaesthesia. The choice of topics to get involved with ensures there is a role
suitable for every member of the Lay Committee, as the interesting backgrounds
of the members provides a wide skill set. I look forward to the challenges and
discussions 2020 will bring.
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Imperial College Healthcare NHS Trust, London
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Intensive care medicine
and anaesthesia unite to
take on COVID-19
Anaesthesia and intensive care medicine are of course two separate
specialties. The Association of Anaesthetists and the Royal College of
Anaesthetists (RCoA) are of course two wholly separate organisations
with different histories, approaches and remits, as are the Intensive
Care Society (ICS) and the Faculty of Intensive Care Medicine (FICM).
It is as if all four organisations are pieces of the same colour on the
same chessboard but they normally – and not unreasonably – place
themselves towards the four corners of the board.
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However, right now, ‘normal’ has gone on holiday for a few
months, and ‘not normal’ is the new ‘normal’. This extends
from our individual lives all the way up to the lives of the
four great bodies that represent our two great specialties.
For instance, my life has veered distinctly towards the
monastic of late, and I have found myself following the
three fundamental tenets of the life of a monk: poverty
(private practice has disappeared), chastity (Dr Mrs H-G is
taking social distancing very seriously) and obedience
(I turn up to work at my NHS hospital every day and
do exactly what I am told by my two excellent younger
colleagues Dr Ben Graham and Dr Andrew Hartle.
Life has also changed for the four bodies. As
soon as the magnitude of the problems we
are facing became apparent, the ICS, FICM,
Association of Anaesthetists and RCoA swept
willingly and in a very bishop-like manner
towards the centre of the chessboard and they
now sit shoulder to shoulder right in the middle.
The outward proof of this is their creation of a
website devoted to supporting intensivists and
anaesthetists during the COVID-19 crisis:
www.icmanaesthesiacovid-19.org. Here, you will
find links to comprehensive and authoritative
guidance produced by governmental bodies, the
four organisations themselves and the specialist
societies that focus on the many different aspects
of our two specialties. I think we all suffered a
bit from ‘guidance fatigue’ in the early days of

COVID-19, but this website has devoted itself to providing
pragmatic and focused guidance that interprets and builds
on national guidance, and which is aimed at those players
on the most important chessboard that the NHS has at the
moment: intensive care and anaesthesia – two completely
separate specialties completely united and completely
devoted to the NHS. We will continue to update the
website on a daily basis to make sure that the members of
the four organisations have the support and guidance that
they need to provide the best care that they can to
their patients.

Find out more at:
icmanaesthesiacovid-19.org
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Anaesthesia Research 2019
Dr Simon Howell
University of Leeds and Leeds Teaching
Hospitals NHS Trust, Local Organiser
info@niaa.org.uk

The Anaesthesia Research 2019 conference was held at the Principal Hotel in
York on 2–3 December 2019. Partner organisations, including the Anaesthetic
Research Society (ARS)/BJA Research Forum, NIAA Health Services Research
Centre (HSRC), Perioperative Medicine Clinical Trials Network (POMCTN),
and RAFT, came together for an event that encompassed anaesthetic and
perioperative medicine research from bench to bedside.
The meeting was organised by the NIAA
and ably run by the College events
team. It received financial support and
resources from the NIAA, POMCTN
and the British Journal of Anaesthesia.
The format was one of jointly chaired
sessions, bringing together ARS and
POMCTN presentations, interspersed
with plenary lectures sponsored by the
meeting partners. There was a full house
on both days.

ranging from the study of antibiotic
allergy to joint decision-making in highrisk surgical patients.

Day one opened with a talk on health
economics from Professor Mark
Sculpher (University of York), who was
praised for rendering an arcane subject
into plain English and bringing some
clarity to the workings of NICE. This
was followed by an HSRC session, with
Dr Cecilia Vindrola (University College
London) speaking on qualitative research
and Mr Richard Wilson talking on
quality improvement. After coffee came
the first of the joint ARS/POMCTN
sessions, jointly organised by Drs Joyce
Yeung (POMCTN) and Ben Shelley (BJA
Research Forum). This covered topics

The afternoon sessions encompassed
clinical study proposals ranging
across transfusion strategy and labour
analgesia, and basic science research
spanning the diagnosis of malignant
hyperpyrexia, sex differences in cardiac
dysfunction in sepsis, and the behaviour
of NOP receptors in sepsis. The value
of bringing together pre-clinical and
clinical research in the same area was
clear, with captivating discussions and
unexpected links across the work of
different groups. The day finished with
a talk from Professor Rory O’Connor
(University of Leeds) on sustainable

30 |

The lunchbreak provided an opportunity
to network and to view the research
posters. The poster submissions were
reviewed by a panel including Drs
Caroline Thomas, Louise Savic and Laura
Carrick; the organisers are most grateful
for their work.

healthcare research, which brought the
chastening message that it is possible to
estimate the carbon footprint of a large
multicentre study and that the results are
uncomfortable. Environmental impact
should be one of the factors that we
consider when designing studies.
The second day of the meeting opened
with Professor Deborah Stocken
(University of Leeds Clinical Trials Unit)
speaking on strategies for dealing with
the challenges of clinical trials in surgical
patients. This was followed by the NIAA
Research Award Session. The NIAA
Research Award winner was Dr Brendan
McGrath (Manchester), and there were
congratulations to all four speakers for
excellent talks illustrating the strength of
UK anaesthetic research.
The ARS/POMCTN sessions on the
second day again showed the range of
current research in anaesthesia, critical
care and perioperative medicine. The
value of bringing together experts from
across the scientific disciplines from

laboratory science to epidemiology
was evident, as discussion of the
presentations brought lateral thinking,
new perspectives, and solutions to
methodological problems.
The final two plenary presentations of
the meeting reached across the arc
of medical research from the bench
to the patient. Dr Charlotte Summers
(University of Cambridge) gave a talk
on experimental medicine describing
her work on pulmonary inflammation.
Hilary Bekker (University of Leeds)
spoke on involving patients with
decision-making in research and
in clinical practice. The final event
before the close of the meeting was
an awards ceremony celebrating
the achievements of many of those
present.
Over the two days, delegates
commented on the value of bringing
all aspects of anaesthetic research
together in one room, the huge
potential of a joint forum for research
conversations, and the value of
hearing about new trials. The pleasure
of making new contacts and friends
was a recurrent theme. In his closing
remarks, Professor Mike Grocott,
speaking on behalf of the NIAA,
captured the mood as he reflected
on the intellectual stimulation and
camaraderie of the conference and
the feeling that this was an event that
should be repeated. This has led to
discussions with the meeting partners
and NIAA Board. Plans are afoot for
the next joint Anaesthesia Research
Conference to be held late in 2020.

NIAA PRIZE AWARD FINALISTS
Preoperative subclinical heart failure: A potential target for prevention of
perioperative myocardial injury?
Dr Tom Abbott, Queen Mary University of London
Improving tracheostomy care: An evidence-based approach
Dr Brendan McGrath, Wythenshawe Hospital, Manchester
Mesenchymal stromal cell therapy reduces liver injury in pre-clinical models of
post-transplant liver disease
Dr Andrew Owen, University of Birmingham
Perioperative blood volume and haemoglobin mass measurement
Dr James Plumb, University of Southampton

2019 PRIZE WINNERS
NIAA Research Award
Dr Brendan McGrath (Manchester)
receives his award from Professor
Mike Grocott

Joint RCoA/NIHR Research Award

Consultant Award

Trainee Award

Trainee Network Award

Dr Louise Savic,
Leeds

Dr Jennifer Noyes,
Middlesbrough

Severn Trainee Anaesthetic
(STAR) Network

BJA Research Forum (abstract) prize winners

Mapleson Medal

Hughes Medal

Professor Helen Galley presents
Dr Sophie Walker (QMU London) with
the Mapleson Medal for her work on
cardiac dysfunction in sepsis

Dr Amy Sadler (Dundee) receives the
Hughes Medal for her work on
needle-tip tracking in regional
anaesthesia.
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Dr Anna Wilkinson
OOPE Anaesthetist in
Training (post-CT2)
annawilkinson@doctors.org.uk

Dr Rajesh Jaganathan
Consultant Anaesthetist,
Pilgrim Hospital, United
Lincolnshire Hospitals NHS Trust

PERSPECTIVES ON REMOTE
EDUCATIONAL SUPERVISION
Dr Anna Wilkinson: the perspective of the anaesthetist in training

As a post-CT2 anaesthetist in training I recently undertook an out-of-programme
experience (OOPE) in rural India. Although this was not my first experience
practising in a low- or middle-income country (LMIC), it was the first time I had
been offered a remote educational supervisor (RES) by the RCoA. Away from
our usual environment and without the usual support and supervision, global
OOPE’s may have much to offer anaesthetists in training, especially in nontechnical areas of their development. However, experiences cannot be easily
standardised and can pose unexpected challenges to individuals.
A UK-based consultant with experience
of working in India was selected to be
my RES. All contact made was remote,
and we discussed learning objectives
at an early stage. Like many LMICs
India has a good 3G network, so
contacting my RES was easy, although
time differences can mean that out-ofhours contact is sometimes required.
The Lifelong Learning platform (LLP)
was made available to me and was
used to log cases, learning plans, and
assessments.
Having a RES with relevant experience
was helpful when culture, resources and
expectations influenced my ability to
meet learning objectives. A supervisor
who is separate from the programme
can provide an opportunity to talk frankly
about the project’s challenges without
risk of offending local colleagues.
However, it can be more difficult to build
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a professional relationship with a RES
without meeting in person, especially
when the project lasts only a few months.
In addition, a RES is no substitute for
appropriate clinical supervision locally,
with knowledge of the intricacies of
guideline implementation and hospital
management. When undertaking audit
projects, Dr Jaganathan could easily
appreciate the frustrations of working
within a predominantly hierarchal
management structure and provide
support, but it was local staff who were
capable of helping me navigate these
problems. I was fortunate to work with
some assistant professors in India who
provided excellent local guidance.
Overall, having a RES allowed me to
validate my learning experiences through
LLP assessments and helped me develop
ideas and align my experiences with
the UK training programme objectives.

My suggestion for the future of the
programme is that, as the network of
RESs increases, it might be possible
to pair anaesthetists in training with
supervisors from their region of the UK
with whom they may already have a
professional relationship. I would strongly
advise that anaesthetists in training work
with a RES when undertaking OOPEs,
and that UK-based consultants with
relevant experience put themselves
forward for the role of RES in order to
expand the network.

Dr Rajesh Jaganathan:
the trainer’s perspective
A remote educational supervisor is a trainer
endorsed by the RCoA Global Partnerships
department for the supervision of a named
doctor’s educational progress during a
training placement in an LMIC.1 There are
currently 20 RESs endorsed by the RCoA.

Having been an educational supervisor
for more than six years and a College
tutor for three years, this was an ideal
opportunity for an educational role
within the College with some unique
challenges posed by the logistics. I
applied for the role through the College
website, and was accepted. I was soon
allocated Dr Anna Wilkinson to supervise
as part of her OOPE in India. Information
about her and the full details of her
programme were emailed to me.
Initial contact was via email – by which
we exchanged mobile phone numbers,
and further communication was
predominantly through instant messaging
and phone calls, the timing of which was
agreed mutually considering the different
time zones.
The fact that you have never met the
trainee in person and all communication
is remote does add another dimension,
but my experience of dealing with
anaesthetists in training remotely within

my school held me in good stead.
Adequate planning and the flexibility that
instant messaging offers makes up for the
lack of direct contact.
While the supervision of an anaesthetist
in training from another region may be
perceived as having disadvantages, I
felt that it was an opportunity to provide
fresh eyes and ears. My experience in
India proved crucial when Anna was
trying to settle down in a new system
with its inherent barriers.
Apart from providing the necessary
educational and mentoring support, I
facilitated the establishment of a
local teaching programme for the
paramedical staff and was successful
in making it into a rolling programme
by identifying local champions which
the trainee would monitor remotely.
My ‘maiden’ RES role was a challenge
to my communication, supervisory
and mentoring skills, but my

experience and commitment enabled
me to find solutions and unravel learning
opportunities for the anaesthetist in
training, thereby enhancing educational
experiences for both of us and bringing a
personal sense of satisfaction. I really look
forward to my next assignment and would
highly recommend it to everyone who is
an established educational supervisor.

Reference
1

rcoa.ac.uk/membership/get-involved/
remote-educational-supervisor-res

To find out more about
being a Remote Educational
Supervisor, please contact:
global@rcoa.ac.uk
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DEMYSTIFYING KIT AND
o
w
t
t
r
a
P
SPLIT DAYS
This is part two of a two-part series that aims to provide a useful resource
relating to the use of KIT (Keeping in Touch) and SPLiT (Shared Parental Leave
in Touch) days. Part one focused on the legislation relating to this effective
but underutilised resource, which is available to all NHS workers returning to
work from parental leave. Part two will focus on their remuneration, as well as
looking at other associated logistical and financial considerations.
Pay for parental-leaveassociated KIT and SPLiT days
Inconsistency of pay is a common KIT/
SPLiT-day issue. It is strongly advised
that the details regarding pay for KIT/
SPLiT days are discussed and agreed by
the returning doctor and their employer
prior to undertaking them. If the returner
knows what they should be paid, they
can prospectively ensure that the KIT/
SPLiT-day remuneration is fair, and this

34 |

can help to mitigate any unexpected

■

deficit when the pay is received. A
summary of the current guidance from
NHS Employers1 is as follows:
■

for KIT/SPLiT days worked, the
employee will be paid at their basic
daily rate for the hours worked,
less any occupational or statutory
maternity/adoption/shared-parental
leave payments

■

if a KIT/SPLiT day is worked in the
full-pay period, the employer will
make arrangements to ensure that the
employee receives a day of paid leave
in lieu once they have returned to work
if a KIT/SPLiT day is worked on a day
of leave in the half-pay period, the
employer will make arrangements to
ensure that the employee receives
a half-day of paid leave in lieu once
they have returned to work.

Following the most recent junior doctor
contract negotiations, the BMA has
stated that KIT/SPLiT equivalent days
(or Supported Return to Training (SRTT)
days) can now be taken in the period of
accrued annual leave and that doctors
in training can claim back equivalent
time off in lieu.2,3 Salary-paid SRTT days
are also in the process of being made
formally accessible during the period of
unpaid parental leave that starts after 39
weeks. Health Education England (HEE)
are in talks with NHS Employers and
the BMA about exactly how these days
will be remunerated, and will release
updates on this matter in the near future.
SRTT days are also available to trainees
returning to clinical practice from nonparental leave. In cases where studyleave funding is not available, trainees
can now apply for funding for expenses
incurred during KIT, SPLiT and SRTT
days through their local SuppoRTT team.
The application processes for these
provisions will vary regionally.
Doctors in training often return to a
different trust/board from the one that
they left at the start of their parental/
adoption leave, but pay for KIT/SPLiT
days is the responsibility of the trust
paying the parental/adoption leave
pay. This applies even if the trainee
undertakes the KIT/SPLiT day(s) in their
new trust/board.

Additional financial
considerations
If a doctor takes averaged occupational
pay for their parental leave, it is especially
important that they discuss the financial
and lieu day reimbursements for KIT/
SPLiT days with their employer at the

earliest opportunity. Reimbursement
should be equitable, but there is no
specific NHS Employers guidance on
such cases at present. Childcare costs can
potentially be more than the KIT/SPLiTday remuneration, especially if KIT/SPLiT
days are taken early in the parental leave.
However, NHS Employers states in its
guidance: ‘To enable an employee to take
up KIT and SPLiT days, employers should
consider the scope for reimbursement
of reasonable childcare costs or the
provision of childcare facilities’.1 Returners
can therefore apply to their trust/board
for additional funding to cover this, but its
payment is at their discretion.

Other considerations
■

■

■

■

Any employee who is breastfeeding
must be risk assessed, and employers
must provide suitable rest facilities for
workers who are breastfeeding.1
Medical indemnity cover will be
required if clinical work is to be
undertaken, and it is suggested that
the employee prospectively arranges
this with their usual insurer.
The employee must have valid
Disclosure and Barring Service (DBS)
clearance if undertaking clinical work.
If the employee has not completed the
trust induction at the trust at which they
are undertaking their KIT/SPLiT days,
they must agree the arrangements
with the HR department. An accepted
solution is to organise an honorary
contract, and many trusts/boards
already have this arrangement in place
for KIT/SPLiT-day workers.

SPLiT days have the potential to greatly
improve the experience of the returning
doctor, enhancing both their confidence
and competence in the workplace.4
Legislation has ensured that this resource
is now available to all parental leaverreturners, and recent work by HEE, the
BMA and NHS Employers has paved the
way for their increased accessibility and
usability. KIT and SPLiT days should be
promoted to all parental leaver-returners
and their use encouraged by hospital
trusts/boards and GP practices. Their
increased uptake can further benefit the
wider system by improving staff morale
and retention, and ultimately patient
safety. It is important that we publicise
this information to better enable
returning doctors to achieve smooth,
positive, morale- and practice-enhancing
return-to-work experiences.

References
1

NHS Terms and Conditions of Service
Handbook. Section 15: Leave and pay for new
parents (England and Wales). NHS Employers,
2019 (bit.ly/2Pt3rzZ).

2 Enhanced shared parental leave for junior
doctors (video). British Medical Association,
2019 (bit.ly/2PsO9vw).
3 Agreed new contract deal for junior doctors
in England. British Medical Association, 2019.
(bit.ly/2YSArF7).
4 The Academy of Medical Royal Colleges
Maternity/Paternity Survey results. AoMRC,
2016 (bit.ly/34oR4tj).
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Returning to work following any
extended absence can be a daunting
process. When used effectively, KIT and
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THE HAIRY AIRWAY
In recent years, beards have made a comeback. They range from coiffured stubble
to the more extreme, thick, bushy protuberance. While the beard in all its forms
may be the height of fashion, to the anaesthetist it can pose quite a challenge.
Studies have identified that facial hair is a
risk factor for difficulties with bag–mask
ventilation (BMV),1 not only because
the beard can hide unfavourable airway
anatomy, but because voluminous hair
can create difficulties in gaining a seal
with a mask. Assessing the airway can
provide clues as to potential difficult airway
anatomy, however, BMV may still be
problematic. The following tips and tricks
can make mask ventilation possible even in
the presence of the bushiest of beards.

■

Disadvantages – potentially
uncomfortable for the patient if used
for pre-oxygenation and may still
cause a leak where the mask sits over
a hairy upper lip.

■

Alter the mask position – Instead of
placing the bottom of the mask on the
chin, evert the bottom lip and place
the bottom of the mask on the mucosa
between the inside of the bottom lip
and bottom teeth, avoiding chin beard
altogether.3
■

Advantages – requires no extra
equipment, fairly easy to perform.
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Advantages – is easily available,
inexpensive, and less messy than
using aquagel.
Disadvantages – can be a little fiddly
and somewhat alarming for the
patient if applied while awake for
pre-oxygenation;
can remove some hair when taken off
(especially if using Sleek instead of a
dressing, as one colleague suggested;
or, as recommended by one author, a
defibrillator pad6 – ouch!).

A similar technique described in literature
involved encircling the patient’s entire
head with cling film and cutting a slit over
the mouth area.7 Unsurprisingly, this raised
eyebrows of some other anaesthetists and
is not widely recommended due to risks
of hypoxia (and terror of both patients and
anaesthetists).

Advantages – cost-effective, easy to
do and readily available.
Disadvantages – can make a mess
and make everything (including your
gloves) rather slippery; doesn’t always
provide a good enough seal.

■

■

Aquagel/paraffin cream – This can
be applied to the cushion of the mask,
providing a more adherent surface, and
therefore better seal, between the beard
and mask.2
■

■

Large clear dressing – Cut a hole in
the centre of the dressing. This can then
be stuck down over the patient’s mouth
and beard.4 While this can resemble
a Hannibal Lecter style mask, it does
create a smooth surface for the mask to
make a seal with. This technique has also
been used to flatten protruding/bushy
moustaches5 (encountered less often, the
moustache not having made quite the
comeback of the beard, although with
the need for mask-fit testing currently,
bearded folk may adopt this style).

Neonatal face mask over the nose –
Avoid the bulk of the beard altogether
and place a neonatal face mask over the
patient’s nose. For pre-oxygenation, ask
them to nose-breathe and then once
asleep ask your operating department
practitioner to keep the patient’s mouth
shut and ventilate via the nose.2 A
nasopharyngeal airway can also be
inserted to aid this technique.
■

Advantages – easy to perform and
utilises familiar kit.

■

Disadvantages – the mask is not
always available outside paediatric
theatres, and generally requires an
extra pair of hands for ventilation,
although it is possible to perform
single-handedly.

Nasopharyngeal airway (NPA)
and tube connector – Remove the
connector section of an endotracheal
tube, and insert this into the flange
end of the NPA – this creates a
connection for a normal circuit to
attach to.2 Insert the NPA and connect

■

Early Supraglottic airway (SGA)
insertion – Avoid the beard and
BMV altogether by inserting an SGA
soon after induction.6,8
■

Advantages – easy to perform and
equipment readily available.

Advantages – utilises everyday kit
and is relatively easy to perform.

Disadvantages – can’t necessarily
measure pre-oxygenation FiO2
levels and obtain a CO2 trace; if
unable to ventilate with an SGA
and also struggling to intubate,
you are then in an unfavourable
situation with an inadequately
pre-oxygenated patient whom you
cannot intubate or oxygenate…

Disadvantages – while it is
possible to insert an NPA into an
awake patient, this may not be
the most comfortable or pleasant
experience for them; there is also

If really concerned about difficulties
with ventilation and intubation, then
there is the option to avoid both beard
and BMV by performing an awake
fiberoptic intubation. Some may say

to the normal circuit, making sure the
mouth is closed to ventilate via the
nose, bypassing the beard altogether.
■

the risk of epistaxis, which may
cause additional complications in
airway management.

■

that may be a bit extreme when there is
the easier option of shaving the beard
off – whether the patient consents to
that is a different matter.
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In medicine it is not confined to
ethnicity, but there has been a recent
focus on the attainment gap between
white doctors and black and minority
ethnic (BME) doctors who gained their
primary medical qualification in the UK.
The challenges faced by international
medical graduates (IMGs) are well
recognised and help to evaluate DA
seen in this cohort of doctors. However,
the attainment gap between UK white
and UK BME doctors is more difficult to
explain. The right to equality is rooted
in human rights law as well as our NHS
constitution, and it is our duty to explore
DA to remove the potential for unlawful
discrimination and to advance equality of
opportunity for all.

Dr Mohammed Ashraf Akuji
Consultant Anaesthetist,
East Lancashire Hospitals
NHS Trust

Dr Mumtaz Patel
Consultant Nephrologist,
Manchester University Hospitals
Postgraduate Associate Dean,
Health Education England

Differential attainment
in anaesthesia Part one
Differential attainment (DA) describes the variation in educational achievement
between different demographic groups. These may include groupings by age,
gender, race, and socioeconomic background. DA exists across professions
and is present in medicine at both undergraduate and postgraduate levels.1,2
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Comparison of UK white
and UK BME anaesthetists in
training
Performance indicators for anaesthetists
in training that are easily accessible and
used for comparison include specialty
recruitment levels, examination results,
and Annual Review of Competence
Progression (ARCP) outcomes. The GMC
publish progression reports on their
online reporting tool, which is easy to
access and allows the breakdown of data
by region and specialty.2 Unfortunately,
a lack of historical data prevents direct
comparison with previous years, but data
published between 2015 and 2018 does
highlight more recent disparities. As a
proportion, more UK BME than UK white
applicants are invited to interview for a
training post in anaesthesia (UK BME
68.6%, UK white 64.3%) but significantly
fewer are deemed appointable (UK BME
71%, UK white 85%). Pass rates for the
fellowship examination are 10% lower for
UK BME doctors than UK white doctors,
which reflects the national picture for
postgraduate exams. UK BME doctors
are disproportionately represented
in unsatisfactory ARCP outcomes for

core anaesthetists in training (UK
BME 24.4%, UK white 18.4%) and
unsatisfactory ARCP outcomes for higher
specialty anaesthetists in training (UK
BME 10.8%, UK white 7.1%), although
this discrepancy is reduced when
unsatisfactory outcomes due to exam
failure are taken into account. The
overall satisfaction score in the GMC
national training survey can be used as
a marker for evaluating the suitability of
the training environment. The national
picture for the specialty of anaesthesia
does not show a significant difference
in scores between the two groups of
doctors, but there is variability by region.
The disproportionality in fitness-topractise concerns reported to the GMC
has recently been highlighted as a topic
of concern, with BME doctors being
more likely to be referred than their
white counterparts.3 Data provided by
the GMC suggests that this holds true
for anaesthetists in training but does not
allow us to further stratify by location of
primary medical qualification.

Bias
Our attitudes and behaviours towards
others are influenced by instinctive
thought processes at the subconscious
level. These processes categorise
individuals by utilising the information
easily at hand such as age, gender,
size, skin colour, visual appearance
and accent. Your culture, upbringing,
environment, and past experiences
will all influence how you interpret
this information. You cannot mitigate
something you are not aware of, and
this can ultimately lead to prejudice – an
unconscious bias.
The RCoA have proactively taken steps
to mitigate the effects of unconscious
bias in recruitment and examinations.
There has been a push to increase the
diversity of examiners to accurately

reflect that of anaesthetists in training.
All examiners receive equality and
diversity training as well as training to
help recognise their own bias. The
recent introduction of an additional
change in the final examination results in
candidates seeing six examiners instead
of four, helping reduce the potential
impact of bias. We are one of a few
colleges that use Rasch modelling,4
a statistical method of accounting
for and removing the impact of bias
in clinical examinations which allows
for a more accurate reflection of a
candidate’s ability. Furthermore, the
board of examiners have conducted
an observational study to help identify
DA in curricular components5 as well
as looking at the potential impact of
ethnicity on exam preparation and
subsequent performance.6 Despite our
continuing efforts, DA in anaesthesia
still exists, and actions that may help to
address it will be explored further in the
second part of this article.
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6 Branker S. Exam preparation and exam
performance in the FRCA clinical exams
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Every patient’s journey should be along a
single, coordinated pathway

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

Three new projects

sector organisations to tackle the
determinants of health.

THE PERIOPERATIVE SOLUTION
TO INTEGRATED CARE
Society’s health and care needs are increasingly complex:
■

between 2005 and 2015 the number of over-65s (a group including two-thirds of hospital patients) rose by 21% – and will
do so again by 2025

■

between 2015 and 2035 the number of older people with four or more diseases will double

■

by 2025, 18 million people will live with at least two long-term conditions

■

treating these conditions represents half of all GP appointments, 70% of overnight NHS hospital stays, and 70% of health
and care spend.

250,000 high-risk surgical patients need
extra care every year to ensure they have
the best possible recovery. Yet, their care
is often designed around the specific
operation or disease treated – not their
unique needs. In some ways it’s easy to
understand why. When it comes to cancer
treatment for example, there’s a person
in hospital. If you don’t treat them, they’ll
probably die. Yet, the traditional approach
can increase the risk of complications.

The perioperative approach
Ensuring a patient is in the best condition
for their operation, receives high-quality
care during surgery, and is supported to full
recovery shouldn’t be three separate aims.
Every patient’s journey should be along
a single, coordinated pathway in which
the right services and primary, secondary
and community care staff are involved –
providing high-quality care, with better
patient outcomes, better experiences, and
more efficient use of resources.
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This is the perioperative approach
– patients empowered through
truly personalised care and shared
decision-making, with clinicians and
professionals across the system working
together. It’s an approach starting with
‘prehab’ – a ‘teachable moment’ set in
a framework of screening, assessment,
and promoting healthy behaviours
through prescribing exercise, nutrition
and psychological interventions. And,
it’s an approach emphasising enhanced
postoperative recovery and improved
discharge processes.
Getting this right is vital to the
sustainability of the NHS, reframing its
focus on acute demand. It’s crucial to the
future health, wellbeing and prosperity
of local communities. It’s essential to
helping patients leave hospital sooner
and reducing readmissions. And, it
means working across the system to
identify the needs of communities

and adapting services – improving
population health while reducing costs.

■

■

■

Supporting primary, secondary and
community services to build truly
multidisciplinary partnerships where
patients can access expanded
professional support, including from
physiotherapists, clinicians and nurses,
and mental health and non-clinical
support.

Perioperative care offers a solution
to the integration challenge. That’s
why the Centre for Perioperative Care
(CPOC) has launched three new projects
supporting integration.
1

CPOC’s ‘State of perioperative care’
project will make the case for and
set out a vision for perioperative
care. We’ll map the progress made
in developing multidisciplinary
perioperative teams, identify the
emerging issues that matter most
to surgical patients, understand the
economic case for perioperative care
and the impact on patient flow, local
health systems and economies. We’ll
draw the sector and patients together
around a series of campaigning
priorities and clear, realistic
recommendations for the future.

Building better data about the health
and wellbeing of local populations to
reduce health inequalities.
Shared responsibility for how resources
are used collectively to improve care
quality, moving from competition
to collaboration to drive service
improvement. Fair, locally set prices,
making it easier to redesign care across
providers, supporting preventative
models and reducing transaction costs.
The perioperative team might consist of:

Integrating care
By 2021, every part of England will be
covered by an Integrated Care System or
Partnership, for example Surrey Health and
Care Partnership, focused on perioperative
management of patients with hip fractures;
or Greater Manchester Health and Care
Partnership, driving improvement in highrisk abdominal surgery. In Scotland, 31
Integration Authorities are responsible for
£8.5bn of local funding, while Northern
Ireland’s 17 Integrated Care Partnerships
and Wales’ Integrated Care Fund are
transforming health and care.
Making integrated care work means –
■

■

Breaking down traditional barriers
between hospitals, GP practices,
community services and social care.
Working more effectively with local
government, private-sector and third-

2

We’ll develop a blueprint on how
perioperative care can support
integrated care systems and
partnerships, primary care networks
and devolved equivalents – rooted
in a population health approach.

3

Finally, we’ll lead a project exploring
the role of the multidisciplinary
perioperative team in delivering
integrated, patient-centred care,
aligned with the NHS’s £4.5 billion
investment in expanded community
teams and commitment to develop
resources supporting local health
system leaders to create highperforming multidisciplinary teams.

Get involved!
During the projects we’ll reach out to you
through a series of workshops, surveys,
focus groups and discussion papers. We
want to hear your thoughts, learn from
your experiences, share our emerging
evidence and create, together, a strong
case for perioperative care. If you’d like
to get involved, please join our informal
‘sounding board’, to:
■

Nurses

Physiotherapists

YOU

■
Elderly care
physicians

Surgeons and ward
doctors

■

■

Preoperative
assessment
nurses

Anaesthetists

Practice nurses

give us your views by taking part in
surveys, feeding back on draft reports,
testing our messaging, and helping
plug evidence gaps
champion our work on social media
using #perioperativecare
blog for us, sharing your experiences,
reflecting on our findings, and
promoting our work
attend our events.

Please email mweiss@rcoa.ac.uk if
you’re interested. Thank you for any help
you can give!

GP
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Professor William Harrop-Griffiths
RCoA Council Member and Professor of Practice (Anaesthesia),
Imperial College Healthcare NHS Trust, London
awhg@mac.com

ANAESTHETIC SOAPBOX #5
Airway to heaven

There are more similarities between anaesthesia and motorcycling than you
might imagine. Both are occupations in which safety depends upon training and
skill, and both reward lapses of concentration with disaster. It is therefore not a
surprise that many aphorisms relevant to one are readily transferable to the other.
Members of the motorcycling

where you are looking. Obsession with

flight). I think that our current approach

community are prone to say things like:

the hazards in your occupation, rather

to airway management training is too

‘Never ride hungry, tired, angry or drunk’

than a sensible plan for achieving your

much about the hawthorn hedge and

– the parallels are self-evident. However,

goals and avoiding the hazards, is not

not enough about the corner. I have

one aphorism that may not seem at first

always the healthiest approach, and it

been practising anaesthesia for 38 years

as readily transferable is: ‘look where

is in this sense that I think I can draw

and the number of times I have had to

you are going’. If you are heading for a

a parallel between motorcycling and

resort to front-of-neck access because

corner at some speed, it is very tempting

airway management. Safety is much

of failed airway management is zero.

to keep your eyes on the hazard in front

more dependent on learning how not

Not once. I have come across lots of

of you – the painful-looking hawthorn

to end up landing in the hedge than it

tricky airways, some of which I had not

hedge that follows the elbow of the

is on practising what to do when you

anticipated, but I have managed them

corner. The reality is that you are always

are actually flying towards it (just in case

all without recourse to a scalpel. Perhaps

best served by looking ahead to the road

you are wondering, the trick is to relax

I have been lucky; I suspect not. I think

beyond the corner, for you tend to go

as much as possible during your short

that there are two reasons. Firstly, I think

Airway management training should not be
all about technology and disaster recovery
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that genuinely difficult airways (outside
of specialist ENT or head ‘n’ neck units
and trauma centres) are very rare indeed.
Secondly, I think it is because I devoted
many more hours to learning how to
ride round corners than to learning the
best way to get myself out of a hedge. I
am not saying that anaesthetists should
not spend time practising front-of-neck
access, but I do lament the stress laid
on complexity, technology and disaster
recovery by those who label themselves
‘airway experts’. I have attended quite a
few airway training sessions: at each of
the several stations in the workshops, I
can marvel at the new technology that
will help me overcome seriously difficult
airways. I can learn how to incise and
pass a tube through the cricothyroid
membrane of a sheep’s larynx that has
been wrapped in chamois leather. If
I ever have to rush to our Emergency
Department to attend a sheep who was
wearing a leather scarf at the time of
her tragic road traffic accident and who
subsequently developed severe upperairway obstruction, I am the man to
save her. However, airway management

training should not be all about
technology and disaster recovery. I have
never seen a station in any of these
workshops that focuses on basic airway
skills or decision-making under stress,
which saddens me greatly as I think that
these are the skills that will keep you
going round the corner and not flying

3

through the air.

Please don’t think that I deplore DAS and
all its works; I do not. DAS has a crucial
leadership role in patient safety and has
achieved much that should be a source
of pride. The idea of departmental
Airway Leads is a good one. Focusing
on airway management as a source of
avoidable harm is wholly appropriate.
Every theatre corridor should have a
difficult airway trolley (or perhaps ‘airway
management trolley’) that resembles
every other difficult airway trolley in
the UK. It’s just that we seem to have
too many drawers devoted to dragging
ourselves out of hawthorn hedges
and not enough dedicated to easing
ourselves smoothly round the corners.

The Difficult Airway Society plays the
lead role in airway matters in the UK,
so here are my requests for the DAS
leadership to consider:
1

Why not change your name from the
Difficult Airway Society to the Airway
Management Society or something
similar? Your current name seems to
reinforce a belief in an unavoidable
association between the airway and
difficulty – in reality, the two are
linked in only a very few patients.

2

Why don’t you shift your educational
focus more towards basic airway skills
and human factors? An hour spent
learning about these is worth 10 hours
playing with the latest bits of kit.

Please consider rethinking the
role of the algorithm as a crisis
management tool. Algorithms
look pretty, but there is precious
little evidence that a human being
managing a deteriorating clinical
situation benefits from an algorithm
– let alone several.

Just saying...
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AN INSIDER’S VIEW

How very different the two systems,
NHS and Dutch, are...
Tell us a bit about yourself. Did you
have extensive experience writing
articles before submitting for the
College?

Dr Zaiti Kostense
Consultant Paediatric Anaesthetist
(Kinderanesthesioloog)
Netherlands

Contributing to the
International Anaesthestist
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.
Our 2018 membership survey results

In this issue, we have Dr Zaiti

sections written by you – our members –

showed that many more of our fellows

Kostense – one of our international

on your work and experiences wherever

and members would also like to get

College members and a contributor

you are. Each issue also includes

involved in the work the College

to the International Anaesthetist. The

undertakes. To highlight these roles

International Anaesthetist is a quarterly

articles from our partner organisations,

further and to provide you with a true

e-newsletter that not only shares updates

taste of what they involve, we started

with our diverse membership across the

regular ‘Insider’s view’ interviews for the

world, but also includes updates on the

For further information, please visit the

Bulletin last year.

College’s international work and features

‘Get involved’ section of our website.
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highlighting the important work, which
they undertake outside the UK.

I started out as a trainee at Stoke
School of Anaesthesia. As part of my
anaeshetic training, I did six months
out-of-programme training in regional
anaesthesia at Sint Maartenskliniek,
Nijmegen, the Netherlands. Following
my CCST, I left to go to the Netherlands
and applied for a two-year paediatric
anaesthesia fellowship in Sophia
Kinderziekenhuis, Erasmus Medical
Centre, Rotterdam. Having completed
this, I worked for about 18 months at a
small district general hospital on the island
of Dirksland, south of the Netherlands
before working as a consultant paediatric
anaesthetist in University Medical Centre
Groningen Groningen.
My work is now divided 50-50 between
adults and children (concentrating
more on complex, younger children).
We work in dedicated teams – my
DTs are paediatrics and gynaecology/
obstetrics/urology. I work closely with
the gynaecology group producing
evidence-based protocols and on the
development of the local anaesthetic
trainee gyn/obs curriculum.
I work 80% of a full-time anaesthetist’s
hours. This means that one day during
the week I can fully concentrate on my
children.

Why did you put yourself forward
to write about your hospital in
Groningen, the Netherlands?
I was invited to write when the College’s
International Anaesthetist was started.

I thought it would be interesting to
compare experiences between the NHS
and here in the Netherlands.

Can you share any experiences,
professional and personal learning,
or skill-sets that you have gained
through your work with the
College?
I work in the Netherlands. I am still a
College member and keep up to date
with all the latest news, reports and
guidelines in the UK. Writing the article
allowed me to compare the two systems
and make use of a lot of the information
from the College, and use skills I honed
while working for the NHS. The College
has an extensive wealth of education and
training resources which I use for work.

What are the most important
elements to researching for and
preparing an article?
Finding out about what would be
relevant to the reader. This is nothing like
writing a scientific article.

Can you share your most
interesting experience so far
connected with writing articles?
When I began writing the abovementioned content for the article itself I
realised just how very different the two
systems, NHS and Dutch, are.
The Dutch anaesthetic system and culture
has anaesthetic nurses, who have the role
of a well-trained senior SHO. They work
within a certain remit and within protocol.
This allows the anaesthetist to run both
a one-table and a two-table system. A
one-table system means an anaesthetist

supervises one operating theatre. A twotable system allows the anaesthetist to
supervise a maximum of two operating
theatres at the same time. This depends
on the type of cases, patient and area of
anaesthesia being delivered. For example,
the MRI is considered a one-table system.
This makes the work of an anaesthetist
more efficient and allows them to
concentrate on decision-making and
carrying out more complex tasks.
Preoperative screening is well run in most
centres, so that cancellations on the day
due to patient factors are nearly zero.
There is no mad rush to see the patient
on the same day as all the screening
would have been done prior to the day
of surgery, including relevant medical
information from other hospitals and
the GP. All patients should have already
been seen by anaesthetists/trainees or
physician assistants in anaesthesia PA(A)s
in the pre-op clinic.
In essence, all the necessary advice and
consultation, including regional blocks
and central line placement, would be
discussed and documented. This makes
the delivery of care more efficient as the
time needed is added to the planned
surgery on that day and taken into
account. The patient also knows what is
expected on the day of surgery.

If you could give one piece of
advice to someone thinking about
authoring articles, what would it be?
It is often difficult to begin writing. Just
get typing and put your thoughts down.
Soon you will find you have written more
than the word limit set for you! And you
can always edit later.

For further information, please visit the Get involved section of our website: bit.ly/RCoA-Involved
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Dr Lucy Williams
Chair, RCoA Finance and
Resources Board and RCoA
Council Sustainability Lead

Mark Blaney
RCoA Director of Finance
and Resources

info@rcoa.ac.uk

Environmental, social and
governance factors and College
investments
Environmental, social and governance (ESG) factors relating to an
organisation or its investments apply to the College as a charity incorporated
by royal charter and an organisation that holds investments.
This article’s focus is on College

The trustees’ legal responsibilities are to:

investments, and our next article will

■

focus on the College as an organisation.

■

In August 2019, a member contacted

act in the charity’s best interest
manage the charity’s resources
responsibly
act with reasonable care and skill.

the College to ask about investments

■

in fossil-fuel industries. The member

If trustees do not have knowledge or
understanding of an issue, they should
take appropriate advice.

requested that the College divest from
the fossil-fuel industry and organised a
petition which more than 300 fellows
and members signed.

The trustees and their legal
responsibilities
The College is a registered charity. We

The Board of Trustees delegates
oversight of its financial investments to
the College’s Investment Committee,
which meets regularly to discuss ESG
issues with our investment managers.

have 29 trustees, most of whom are

The College investments

doctors practising anaesthesia, intensive

At the end of 2019, the College had
£12.2 million invested in three equity and

care medicine or pain medicine.

property pooled funds. These pooled
funds are exclusively for charities.
The College has taken advice from
external charitable investment experts,
who assure us that these funds are the
best in their class in that they are both
the best performing and those that apply
the highest levels of ESG criteria.
Of this £12.2 million in investments, £7.2
million is held in trust by the College and
cannot be spent. However, the College
is able to spend any income generated
from these funds on specific College
activities as prescribed by the donor.
We earned £725,000 of income in
2018–19 from dividends, rentals and
bank interest (5.4% of total income). This

There is growing demand for charities to
decarbonise their investment portfolios
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was used to fund College activities or to
allow the College to peg fee increases at
a lower level than would have otherwise
been possible. As an example, the College
funds the BOC Chair of Anaesthesia. Our
investments generated the £147,000 in
2018–19 to allow us to do this.

Ethical investing
Investment in tobacco by the College
is proscribed under the College
Ordinances. In addition, the College
has a Sustainability Strategy whose third
theme is to ensure that our investments
are consistent with our aim to be a
socially and environmentally responsible
organisation. The trustees have invested
in funds with explicit ESG criteria
prohibiting investments in armaments,
gambling and pornography, as well as
tobacco. We had also already begun
to divest from the fossil-fuel industry. In
particular, we have excluded investment
in companies that derive more than 10
per cent of revenue from thermal coal or
tar sands extraction.
However, there is growing demand
for charities and organisations to
decarbonise their investment portfolios.
One of our investment managers only
invests in property so does not invest

in the fossil fuel industry. A second
investment manager, divested from fossilfuel providers in 2019, and we expect
others to follow in the next year or two.
Therefore, at the time of writing, the
College only has fossil fuel investments
with one of our three investment
managers.

Trustees’ consideration of the
petition
The trustees met in February 2020 to
discuss the petition to divest from the
fossil-fuel industry.
In discussing the petition, our trustees
considered carefully their need to
balance the legal responsibilities to the
College, the preferences of a cohort of
our membership, and the environmental
impact of the fossil-fuel industry. It was a
substantial, serious and informed debate.
The decision made was for the College
to divest from fossil-fuel providers where
their business model is not aligned to
meet the goals of the Paris Agreement.
This means that we will be transferring
our investments away from the charitable
pooled fund that continues to invest in
the fossil-fuel industry, as the fossil-fuel

providers invested in by the fund are not
currently aligned to delivery of the Paris
Agreement.
We have made a commitment to deliver
this over a maximum two-year period,
although we will seek to divest before
that deadline if we can.

Conclusion
We would like to assure members that
the College’s trustees and Investment
Committee are dedicated to ensuring
the sustainability and environmental
aspects of College investments. We trust
that our actions show that we take our
ethical responsibilities as seriously as our
legal responsibilities.

Our Sustainability
Strategy can be found
on our webiste at:
bit.ly/
RCoAsustainability
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RCoA Small
Research, Education
and Travel Grants
The National Institute of Academic Anaesthesia has several small grants
funded by the Royal College of Anaesthetists for the purpose of supporting
research, education or travel connected with the study of anaesthesia. Priority
will be given to educational projects, the presentation of original work or the
provision of education to developing countries.
Applications are invited for the following
funds that are available this year:

Belfast Fund
To fund grants for educational purposes
Value: up to £600

Stanley Rowbotham Fund
For education in anaesthesia
Value: up to £2,500

Eligibility
All RCoA fellows and members in good
standing, and registered anaesthetists
in training, are eligible to apply for the
above grants. We regret that applications
for funding towards registration for
higher degrees or College course fees
will not be considered.
You can read about previous successfully
funded projects by visiting the NIAA
website here: niaa.org.uk/RCoA-SmallResearch-Education-and-Travel-Grants

To apply
Please visit niaa.org.uk/RCoA-SmallGrants to view the assessment criteria
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and download a copy of the application
form, which must be emailed to the
NIAA Coordinator at the address below.
The deadline for applications is 5pm on
Monday 7 September 2020.

on the cusp of, professorial level through
research, innovation, and leadership.
Those who show equivalent excellence
in teaching and education will also be
eligible for the award.

Macintosh Professorship

Macintosh Professorships are awarded
for one year (normally the College
academic year). Recipients are required,
within that time or soon after, to give a
keynote lecture at a meeting organised
by the Royal College of Anaesthetists
or its associated Faculties, other related
organisations and specialist societies.
The lecture is commemorated by the
presentation of a certificate.

The Royal College of Anaesthetists has
established a number of initiatives to
foster research in anaesthesia, critical
care and pain management. Their aim is
to encourage experienced researchers
as well as those who are in the early
stages of developing a research
portfolio. Macintosh Professorships
are aimed at established clinical or
laboratory researchers who are already
performing at a high level, however are
not yet at Professor stage. Their purpose
is to recognise and disseminate the work
of the award holders and facilitate their
progress in the academic world.
Recipients of the award will have a
national or international reputation in
their field. Their curriculum vitae will
be consistent with an individual who is
performing at the equivalence of, or is

Applications for Macintosh
Professorships are open to fellows
and members of the Royal College of
Anaesthetists and other clinicians and
scientists involved in anaesthesia, critical
care and pain management within the
United Kingdom. Applications will be
considered by the Board of the National
Institute of Academic Anaesthesia and
expert external advisers. Depending on
the quality of applications, the review
panel reserves the right to award a

Professorship to more than one candidate in
any given year.
The College welcomes nominations for this
award from national and/or specialist societies
in Anaesthesia within the UK. If successful,
the title of the Professorship will reflect a joint
award from the College and nominating body.
You can read about previously awarded
Macintosh Professorships by visiting the NIAA
website here

To apply
Please submit a synopsis of your proposed
lecture, along with a CV and covering letter by
email to the NIAA Coordinator at the address
below by 5pm on Monday 7 September
2020.
Applications for the above grants and awards
should be sent to the NIAA Coordinator, Ms
Pamela Hines, by email to: phines@rcoa.ac.uk

PLEASE NOTE
The above information is correct at the time
of going to press. Given the ongoing situation
with COVID-19, the NIAA and RCoA will keep
the situation under review and communicate
any changes via our websites and social media
feeds.
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NIAA Research
Grants: 2019 Round 2

PERIOPERATIVE JOURNAL WATCH

On Thursday 12 December the NIAA Grants Committee met to consider the second round of applications for 2019 on behalf of
the Association of Anaesthetists, Anaesthesia, the British Journal of Anaesthesia (BJA), the Royal College of Anaesthetists and the
College of Anaesthesiologists of Ireland (CAI), and the Difficult Airway Society (DAS).
The committee considered 31 applications over five categories for a requested sum of £1,468,992 and made 12 awards over four
categories to a value of £565,749.
Success rate: 39%
The successful applicants are listed in the following table and the project abstracts can be viewed online at
niaa.org.uk/2019---Round-2#pt
Minutes from all NIAA grant committee meetings are available here: niaa.org.uk/NIAA-Grant-Committee-Minutes

Association of Anaesthetists/Anaesthesia Research Grants
Dr Nitin Arora

ICNAP-1 The First Intensive Care National Audit Project

£9,769

Dr Laura Beard

Evaluation of local anaesthetic spread from serratus anterior plane catheters in patients
with anterior, lateral or posterior rib fractures

£14,000

Dr Kailash C Bhatia

Re-exploration of the caesarean section wound (rectus sheath re-opened

£18,680

Dr Lawrence Kidd

How do the cognitive and affective processes interact with the decision to perform an
emergency Front of Neck Airway?

£9,965

Dr Christopher
McGovern

Mortality and long-term morbidity in survivors of burn injuries

£16,440

BJA/RCoA Project Grants
Professor Tim Hales

Early life adversity programs pain vulnerability and aberrant responses to opioids

£70,000

Dr Dermot McGuckin

Post-Operative Morbidity Electronic Linkage Observational study (POMELO)

£69,120

Dr Maja R Radojčić

Biomarkers of musculoskeletal pain: towards personalised medicine in chronic
widespread and localised musculoskeletal pain using cerebrospinal fluid proteomics

£68,631

Dr Don Walsh

Dependence of endothelial integrity and oedema formation on the viscosity of the
perfusing solution

£28,240

BJA/RCoA non-clinical PhD Studentships
Professor Philip Hopkins

The use of CRISPR-Cas gene editing for functional characterisation of genetic variants
associated with malignant hyperthermia susceptibility

£89,210

Dr Wenlong Huang

Combining omega-3 docosahexaenoic acid and melatonin to manage spinal cord
injury induced central neuropathic pain

£88,668

BJA/RCoA CAI Collaborative Research Grant
Professor Gary Mills
Professor John G Laffey

Early PRreserved SPONtaneous breathing activity in mechanically ventilated patients
with acute respiratory distress syndrome – The PReSPON Randomised Controlled
Feasibility Trial

£83,026

Dr Arun Sahni ST6 – Barts and The 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.
Accelerated surgery
versus standard care in hip
fracture (HIP ATTACK): an
international, randomised,
controlled trial

Age, sex, race and ethnicity
representativeness of
randomised controlled
trials in perioperative
medicine

Observational studies have
indicated that accelerated
time to surgery for those with
hip fractures lead to improved
outcomes. The HIP ATTACK
study was an international
randomised control trial (RCT)
comparing accelerated surgery
(within six hours of diagnosis) to
standard care. Primary outcome
was mortality and a composite
of complications at 90 days.

The global population is aging,
and in England the population
of patients having surgery is
aging faster than the rest of
the population. Whether the
results of a study are applicable
to clinical practice depends on
whether the study population is
representative of patients treated
in practice.

2,970 patients were enrolled
across 14 countries. 1,487
patients were assigned to
accelerated surgery with a
median time to surgery of 6
hours (IQR 4–9 hours). The
median time to surgery in
the standard care group was
24 hours (IQR 10–42 hours).
Mortality was 9% in the
accelerated group and 10% in
the standard care group with
a hazard ratio of 0·91 (95%
CI 0·72 to 1·14). The authors
concluded that accelerated
surgery in hip fracture did
not improve mortality or the
composite measure of major
complication.

Sessler DI et al. Lancet
2019;394(10,211):1807–1815.

Lindsay et al reviewed 224
perioperative trials comparing
the age, sex, race and ethnicity
of study participants with that
of national registry data, such as
hospital episodes statistics, over
the same time period. Fifty (22%)
of the RCTs had an upper age
limit to recruitment. The median
age difference between the
study population and the registry
population was -2.4 years, with
a range of -6.2–1.0. In 92 (41.1%)
of RCTs the proportion of each
sex in the study population
was more than 25% different
from the registry population.
The authors conclude that
perioperative RCTs are unlikely
to be representative of the age
and sex of clinically treated
surgical populations.

The effect of intravenous
magnesium on
postoperative morphine
consumption in
noncardiac surgery: a
systematic review and
meta-analysis with trial
sequential analysis
There has been conflicting
evidence regarding the
use of magnesium in the
perioperative period and the
effect on postoperative pain
and morphine consumption.
The group looked at RCTs
which had administered preand intraoperative magnesium
in adult non-cardiac surgery.
Primary outcome was the total
postoperative intravenous
morphine administration in the
first 24 hours.
51 studies with 3,341 patients
were included in the quantitative
study. The median administration
of morphine in the first
postoperative 24 hours was 17.5
mg in the magnesium group and
24.8 mg in the placebo group.
This meta-analysis raises the
question of whether magnesium
should be included as part of
multimodal analgesia for noncardiac surgery.

Network meta-analysis
of local and regional
analgesia following
colorectal resection
Many different local or regional
anaesthetic methods have been
used as part of multimodal
analgesia in patients undergoing
colorectal resections. Previous
studies in this area have been
limited to pairwise comparisons.
The group looked at those
patients undergoing colorectal
resection. The primary
outcomes were pain at rest and
cumulative opiate consumption
24 hours postoperatively.
The group looked at 74 RCTs
with 5,101 patients undergoing 11
different analgesic techniques.
Mean pain scores on a numeric
rating scale at 24 hours
postoperatively were 1.05 lower
in the spinal anaesthetic group
and 0.63 lower in transversus
abdominis plane (TAP) block
patients compared to those that
received only systemic opiates.
The group concluded that spinal
anaesthesia and TAP blocks
offer best pain control in the
immediate postoperative phase.

Xu W et al. Br J Surg
2020;107:e109-e122.

Ng KT et al. Eur J Anaesthesiol
2020; 37(3):212-22

Lindsay WA et al. Anaesthesia
2020
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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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Dr David Bogod
Retiring Consultant Anaesthetist, Nottingham
archives@rcoa.ac.uk

AS WE WERE...
Reflections

I’ve been anaesthetising patients now for 39 years, 32 of them as a consultant.
My friend Jenny reminded me this week that, when we started as SHOs doing
the ‘easy D&C’ list, general anaesthesia involved the following sequence: stick
250 mg of thiopentone on a green needle into the antecubital fossa, swap
the syringe for another containing 75 mg of suxamethonium, pull needle out
and fold the arm up, push the patient across the corridor into theatre, legs up,
operation, patient breathes, back to the ward. I’ve seen a few changes since then.
As I wind down, I’ve been thinking about
mistakes. If you, gentle reader, haven’t
made one yet, you surely will, for to err
is human. As a casualty SHO I once
discharged a patient because I thought
he was faking; the day shift found him
six hours later in freezing temperatures
still sitting outside the emergency
department, femur still fractured. Some
years later, I gave a large dose of muscle
relaxant to a child instead of reversal, and
had to ventilate him in the recovery unit
for hours. Far worse, I once put a central
line into a sick patient on a general
medical ward and somehow mistook
the dilator for the internal jugular sheath,
leaving it in place. After a few days he
died suddenly, and the post-mortem
showed perforation of the right atrium.
I was taken aside and ticked off; I doubt
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that the family were ever told and there
was certainly no inquiry. Had it happened
now, there would have been a serious
incident review, a root cause analysis, an
inquest, and recommendations to the
manufacturer to prevent a recurrence. I
would in all likelihood have undergone a
period of structured retraining; the GMC
might have been involved and even
possibly the Crown Prosecution Service.
I have no doubt that the NHS I am
leaving is a much safer place than the
NHS I joined. Some of this, but not
much, is down to legislation, regulation
and technological development:
much more is down to a change in
culture and attitude. But I also know
that improvements in patient safety
have been slow, haphazard, often
misdirected, and inefficient. So many

initiatives have been launched in a
blaze of glory, only to misfire and come
ignominiously crashing back to earth.
When we found that nobody had joined
the dots between the multiple deaths
following intrathecal administration of
vincristine, the National Patient Safety
Agency was formed to collate incidents,
look for common themes and ensure
national learning. It folded some years
later, and fatal system errors continue
to occur, apparently without triggering
the ‘organisational memory’. Patients are
still dying or suffering severe cerebral
damage as a result of dextrose being
inadvertently used to flush arterial lines
giving falsely high blood sugar results
leading to insulin overdose. We still don’t
have an effective – let alone foolproof –
solution to this.

Distressingly, patient safety has too
often been purchased at the expense of
staff morale and wellbeing. In my own
specialist area of obstetrics, a pendulum
constantly swings between scandal
and inertia. Morecambe Bay, East Kent,
and Shrewsbury shock us into action. A
National Maternity Fund is delivered by
the Government to provide training, and
then withdrawn. Multidisciplinary safety
training is made mandatory, then midwives
are withdrawn from it to fill in acute staffing
gaps. And blame is cast by social media
commentators, who know no better,
and by politicians, who certainly should.
Staff morale plummets, retention and
recruitment suffer, and gross understaffing
becomes the norm. And then, as night
follows day, bandwidth is overwhelmed:
more errors happen, more families are
harmed, more inquiries are held, more
mutually incompatible standards set,
more blame cast, more redundant and
repetitive reporting introduced, and
more healthcare workers break down

or burn out. The multiple regulatory,
investigatory and inspection bodies
which have proliferated in a seemingly
random manner over the last 10–15 years
need to be ruthlessly pruned. A single
overarching body responsible for patient
safety must be established to act as an
upward conduit for all incident reporting,
and as a downward filter for all guidelines,
recommendations and standards.
Above all, the tendency to blame
individuals must be curbed. Dr BawaGarba was placed in the stocks in the
public square and left to the mob, and
her case was far from unique. Even
doctors who try to make things safer
are targeted; we recently heard about
a trust trying to fingerprint medical
staff to identify a whistleblower. Very
few healthcare workers start the day
intending to harm their patient, but very
many end up desperately fire-fighting
with a blunt axe, a hose full of holes,
and low water pressure. We can achieve

excellent patient safety while still valuing
and respecting staff: indeed, we cannot
achieve it without. What we can’t do
is frighten healthcare workers into
safe practice, and it’s time we stopped
thinking that we can.
Enough. Having vented my spleen,
the time has come to step down from
the specialty which it has been my joy
and privilege to practice for the last
40 years, and head off down the Trent
and Mersey Canal at the helm of the
Lady Mondegreen. My thanks go to my
long-suffering mentors and colleagues,
but especially to my patients, nearly
always a delight, often a challenge, and
sometimes an inspiration. I might still pop
up on the safety, ethical or medicolegal
front from time to time, but no more
passing gas – or at least that is Mrs
Bogod’s fervent wish.
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Professor Tony Wildsmith
Editor, RCoA ‘Lives of the Fellows’ Project
archives@rcoa.ac.uk

The ‘Lives of Fellows’ Project:

“Well, what an opportunity!”
This note is to introduce, for wider appreciation, the latest posting to the ‘Lives
of Fellows’ section of the College’s website, a short biography of Professor
Sir Keith Sykes1, the leading British anaesthetist of his era, and one whose
influence spread far wider.
As befitted an honorary member of
the History of Anaesthesia Society
he showed great interest in the
project, and was a ready source of
helpful details on his seniors and
peers. When told that there was
the opportunity to provide such
information on himself his eyes
twinkled, and his teasing query was
“You mean you want me to write my
own obituary?” This was followed by
a thoughtful pause and a reaction
which I am sure he had many
times in his career: “Well, what an
opportunity!” So what appears below
was started by him, but was extended

For information on the
Lives of the Fellows
project please visit:

rcoa.ac.uk/aboutcollege/heritage/
lives-fellows
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by contributions from colleagues
(Professor Pierre Foëx; Dr Jean
Lumley) and, most importantly,
from his family, an ideal support
structure for the project editor,
and an example I hope others
will follow. Repeatedly, the
hardest information to obtain is
on the first two decades of life:
parents and family, schooling,
early career influences and young
achievements. So follow this
excellent example, recognise the
opportunity, obtain the form (from
archives@rcoa.ac.uk) and provide
that key material at least – please!

General education
Plymouth College, 1930-4; Hele’s
School, Exeter, 1934-40; St John’s School,
Leatherhead, 1940; Heath Grammar
School, Halifax, 1940-3; University
College, London (Evacuated to University
College, Bangor, North Wales), 1943-4;
Magdalene College, Cambridge, 19446; University College Medical School,
London, 1946-9.
After qualifying he was house physician,
University College Hospital, London and
house surgeon, Norfolk and Norwich
Hospital, for six months each before
spending two years in the RAMC with
BAOR, the first year as a regimental
MO, the second as the sole anaesthetist
(after three weeks ‘training’ from his
predecessor!) at British Military Hospital,
Hamburg. He returned to UCH in 1952
for formal training, working as resident,
SHO and registrar before spending
1954/5 as a fellow at Massachussets
General Hospital with a Rickmann Godlee
Travelling Scholarship from UCH. He was
senior registrar at UCH until appointed
consultant at Hammersmith Hospital,
London in 1958 with lecturer status in
the Royal Postgraduate Medical School.
Advanced successively to senior lecturer
(1963), reader (1967) and professor (1970),
he moved to the Nuffield chair in Oxford
(also fellow of Pembroke College) in 1980,
retiring as professor emeritus and honorary
fellow of Pembroke in 1991.

Professional interests and activities
Professor Sir Malcolm Keith Sykes
MA MBBChir FFARCS
FANZCA(Hon) FCASA(Hon) DA
13/09/1925 to 17/11/2019
Place of birth: Clevedon, Somerset
Nationality: British
Professor from 1970;
Knight Bachelor from 1991

Important early influences during his
training were Drs Massey Dawkins,
Bob Cope and Bernard Lucas, plus the
year in the USA: the UCH scholarship
allowing him to visit 41 North American
hospitals, and gain his first experience of
research. The project, a comparison of
mortality after either ether or thiopentone/
NMB anaesthesia, was inconclusive, but
taught him much about research. At the
Hammersmith he studied the management
of tetanus, spending six months in Durban,
South Africa, where his work reduced

mortality from 80 to 21 per cent. The
experience stimulated his interest in
ventilators, but back at the Hammersmith
his activities focussed on anaesthesia for
open-heart surgery (introducing artificial
ventilation in postoperative care, and using
then new methods of blood gas analysis in
research), studying respiratory physiology
(inspired by Drs Philip Hugh-Jones and
John West), and setting up (on his return
from Durban) the UK’s first in-hospital
resuscitation programme.
However, his interests soon came
together with long term programmes
on the respiratory effects of anaesthesia,
major surgery and artificial ventilation.
On moving to Oxford, and assuming the
Nuffield Chair, he was initially occupied
by reorganising the rather complicated
inter-relationships between the NHS
and University sides of the department.
However, he benefitted from a University
‘setting-up’ grant and was soon able to
establish a cardiorespiratory laboratory
for studies of the pulmonary circulation
and the effect of cardiovascular drugs on
pulmonary shunting. Further supported
by an impressive series of grants, and in
collaboration with Pierre Foëx (who later
succeeded him), this allowed continuation
of his own studies and the training and
supervision of many research workers,
clinical and non-clinical. He also appointed
two new independent researchers, John
Sear (clinical pharmacology) and Henry
McQuay (chronic pain), to widen the
scope of the department.
At a personal level he maintained his
clinical activities, including on-call, and
taught medical students and trainees.
The breadth of his research, interests
and collaborations is reflected (from
time in both centres) by the topics (and
co-authors) of the books he was associated
with: respiratory failure (McNichol MW,
Campbell EJM), clinical measurement
and monitoring (Vickers MD, Hull CJ),
respiratory support (Young JD) and history
of medicine/anaesthesia (Bunker J).

Many other publications resulted (over
150 original journal articles alone), as did
requests to lecture in many centres, not just
across the UK, but around the World – of
the 16 major invited eponymous lectures
he gave, nine were overseas.
In parallel with this considerable
activity he gave huge support to the
organisations of the specialty which, in
turn, honoured him. The list is extensive,
but notable are Faculty/RCoA: faculty
board 1969-85, FFA examiner 1968-82,
Clover medal 1976, Buxton prize 1980,
Faculty medal 1980; AAGBI: council
1967-70 and 1986-9, editorial board
‘Anaesthesia’ 1992-7, vice-president
1990-2, hon member 1992, Snow
medal 1992; BJA board 1978-89; ARS:
founder member and speaker at first
meeting 1958, hon member 1992; RSM
section: president 1989-90, Hickman
medal 2008; HAS: council 2003-6,
hon member 2007. Awarded honorary
fellowships by both South African (1979)
and Australian / New Zealand (1989)
Colleges, and honorary membership of
eight overseas societies, he was, in 1980,
elected MA by Oxford University. Beyond
the specialty he contributed to hospital,
university and national committees, these
indicating his wider range of interests:
academia, education, administration
and clinical standards. Such involvement
made him a natural for appointment as
Consultant Advisor in Anaesthetics to
the CMO at the Department of Health
in 1986, a position earning him his
knighthood in 1991 and which he held
until 1992.

Other biographical information
Married to Michelle (nee Ratcliffe), an art
historian, they had four children, although
Michelle and two of them predeceased
him. Recreations included gardening, stone
carving, sailing, natural history and music.

Reference
1

Professor Sir Keith Sykes. RCoA (rcoa.ac.uk/
professor-sir-malcolm-keith-sykes)
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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

Dr Helgi Johannsson
Dear Editor,

Dear Editor,

Dear Editor,

Dear Editor,

Bath Tea Trolly

Problems ventilating? Remember the valve

We enjoyed the article on Bath Tea Trolley Training in the
recent Bulletin (Corbett et al, 2020, Issue 119, p28), and hoped
to share our experience establishing a program in the Adult
Intensive Care Unit (ICU) at Oxford University Hospitals.

Anaesthetic planning for the delivery of a
pregnant patient whose partner has been
diagnosed with malignant hyperthermia

A plea to the RCoA examinations department

It was with a little disappointment that I read the letter to the
editor from Dr Mulgrew in Issue 119 of the Bulletin (Problems
ventilating? Remember the valve). This stems not from the clinical
handling of the issue, but that fact that it is still occuring at all.

We have found Tea Trolley Training to be economical, flexible
and multi disciplinary. Costs have been negligible, with learners
taking only 5-10 minutes to participate. Since June 2019 we
have covered 10 different topics, reaching over 500 staff
members. (Table 1)

This problem is not new, having been reported in various
journals as far back as 2006 (including a BJA article in 2010).
The manufacturer has produced an updated APL valve, where
the top half of the valve has a bevelled edge (see photos). This
is shaped to discourage the gas sampling line (or other objects)
from becoming trapped underneath it, thereby making this
issue far less likely to occur.

Core knowledge

Displaced tracheostomy management
Capnography waveform interpretation /
no trace, wrong place

Specialist

ASIA scoring / spinal cord injury weaning

knowledge

Patient diaries
Targeted temperature management
Raised ICP management

Equipment

Staged extubation sets
Chest drains

Clinical

Hand hygiene

governance

Positive patient identification

TABLE 1 Topics taught to end-Jan 2020

We believe that a key component of our success has been
involving the entire multi-disciplinary team (MDT). Sessions
are both run by, and targeted to, intensivists, nursing staff,
physiotherapists, and registrars from other specialties.

Given this, it is disappointing that the manufacturer (and the
MHRA) have not mandated the installation of the updated valve to
all affected machines, as it can easily be retrofitted. A spot check
of machines in my current trust revealed a mixture of both old and
new APL valves installed, which I suspect is commonplace.
It is certainly fortunate in this case that the team looking after
the patient were able to resolve the problem without the patient
coming to significant harm, but this should not be taken for
granted in future.
Dr David Pye
ST6 Anaesthesia and Intensive Care Medicine,
Northern Deanery, UK

Feedback has been highly positive, and pre- and postconfidence scores show a statistically significant improvement.
Finally, as our teaching takes place within the clinical area,
we are surveying patients’ and relatives’ perception of the
programme. We believe we’re the first team to collect such
data, and we will be publishing the results in coming months.
Tea trolley teaching is an exceptional teaching method,
applicable across a range of environments, and we strongly
encourage others to develop a similar program.
Dr Christopher Gough @GoughCJ
Dr Claire Pickering @doc_pickering
Clinical Fellows, Oxford University Hospitals NHS Foundation Trust
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It came to light at a routine antenatal appointment
at 37 weeks gestation that a patient’s husband had
been confirmed to have malignant hyperthermia
(MH). This was the result of positive screening after
a family member had a malignant hyperthermia
reaction during anaesthesia. The patient was
planning a homebirth for delivery. This case posed
the question of how to anaesthetise a patient
carrying an MH-susceptible infant when presenting
for a possible caesarean section.
On investigation we found that the European
malignant hyperthermia group have published a
recommendation titled ‘Malignant hyperthermia
during pregnancy’ which addresses the management
of a mother or in-utero infant that is MH-susceptible.1
This in combination with the Australia and New
Zealand malignant hyperthermia group guidance on
anaesthetic machine preparation for an MH patient
provided the answers to our questions.2 In summary
the recommendations indicate that: awareness and
preparation are key, an early epidural should be
considered, neuraxial anaesthesia is preferred, use of
succinylcholine and volatile agents is contraindicated
and the anaesthetist should use a combination of
non-triggering drugs that they are most familiar
with for the procedure. In our patient there was no
indication that regional anaesthesia would be difficult
and it was subsequently decided that she should
have an epidural only on maternal request and a
spinal anaesthetic if caesarean section were required
and time permitted. If general anaesthesia were
required, this should be using a TIVA technique with
rocuronium and depth of anaesthesia monitoring.
1

emhg.org/recommendations-1/mh-during-pregnancy

2 malignanthyperthermia.org.au/mh-for-anaesthetists

old valve

new valve

Dr Lindsey Iles, Anaesthetics ST4
Dr Sara Bowman, Consultant Anaesthetist
Homerton University Hospital

In 2018 the Royal College changed their process for passing the FRCA
final VIVA. Prior to this, successful candidates were told of their pass on
the day, and then given the opportunity to sign the register, meet the
examiners and have a glass of wine. We conducted a survey of trainees
in the Mersey region and found that overwhelmingly this was a popular
and well-liked part of the day. 96% of the people surveyed rated the
experience as 4 or 5 out of a total of 5. All but one responders felt that the
experience should still be offered to successful candidates.
Whilst it is accepted that getting the results out on the day is an exercise
in complexity, we feel the thousands of pounds and hours that we have
invested to get there deserves recognition on the day of our achievement!
Please, Royal College, re-instate the pass-on-the-day and let us
celebrate with our colleagues and distinguished examiners.
Dr Jon Taylor, Mersey Anaesthetic Trainee, ST6
RCoA response
One outcome of the 2015 Examinations Review was to change to the way the
Final SOE is structured. This new structure necessitated a different approach
to standard setting – the process that defines the level of achievement and
the pass mark corresponding to that level. A method in line with GMC
recommended best practice was selected. The changes to the SOE were
made to increase the overall reliability of the examination and to ensure that
the test produces a robust, accurate measurement of a candidate’s knowledge
and understanding. The revised format was approved by the GMC and widely
communicated prior to its launch in December 2018.
A result of these changes was the cessation of same-day examination
results and the SOE ceremony. This is now no longer possible due to
the amount of data that needs to be collected and processed before the
results are available to be communicated to candidates. This is as per the
GMC-approved best practice.
In examinations that have a high-stake impact on the careers of our
members, it is imperative that the College’s examinations results are correct.
This, as I am sure you can understand, will always remain the College
Examination team’s primary focus when processing and publishing results.
Releasing results in the current format, reduces the risk of data being
compromised and ensures accuracy of results.
Formal recognition of member’s success in the FRCA is Diplomates Day,
where successful fellows can celebrate among colleagues, family and
College Council at this most prestigious event.
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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.

December 2019
East Midlands
Seetal Aggarwal

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

London

Scotland

North Central London

South East Scotland

*Dr Sunita Setty (Barnet Hospital)

Dr Suzanne C Boyle (Royal Hospital of
Sick Children) in succession to Dr Emma
Dickson

Imperial

West of Scotland
Dr Emily Walker (Queen Elizabeth
University Hospital) in succession to
Dr Caroline Harper

Wales
Dr Paulo Antoniazzi (Princess of Wales
Hospital) in succession to Dr Kath Lewis
*Dr Haitem Maghur (Llandough
Hospital)

England
East of England
Dr Lalani K D Induruwage (James
Paget University Hospital NHS Trust) in
succession to Dr Saravana Sagadai
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Dr John G Myatt (Charing Cross Hospital)
in succession to Dr Ashwin Kalbag

South east
Dr Aidan Devlin (King’s College Hospital)
in succession to Dr Meera Kurup

North West
Mersey
Dr Rajiv Malhotra (Liverpool University
Hospitals NHS Foundation Trust) in
succession to Dr Swaraj

North West
Dr Victoria Scott-Warren (Royal
Manchester Children’s Hospital) in
succession to Dr Rosalind Morley
*Dr Graeme G Flett (Manchester
University Hospitals NHS Foundation
Trust)

*Dr Rowena Cockerham (Manchester
University Hospitals NHS Foundation
Trust)

Oxford
Dr Andrew Skog (Royal Berkshire NHS
Foundation Trust) in succession to
Dr Sara McDouall

South West Peninsula
Dr Thomas P Lawson (University Hospital
Plymouth) in succession to Dr Lorraine
Alderson
Dr Christopher Smith (North Devon
District Hospital) in succession to
Dr Nigel Hollister

East of Scotland
Jayne Halcrow

Kent, Surrey & Sussex
Alison Cavalier

North Central London
Stuart Nicholson Joint ICM

North West
Carrick Allison

Northern
Roopa McCrossan

West Yorkshire

Oxford

Mark Stubbington
Andrew Tait

Benjamin Griffiths Dual ICM

January 2020
Barts & The London
Constantinos Papoutsos
Toby Reynolds

Birmingham
Mary Cheung
Phillip Howells Dual ICM
Ryan O’Leary Dual ICM

East & North Yorkshire
Julian Howes Dual ICM

East Midlands
Thomas Munford
Christopher Hebbes Joint ICM
Yavor Metodiev

East of England
Benedict Scoones

East of Scotland

Clare Ivermee
Shuang Liu
Elizabeth Potter

Penelope Edmondson
Craig Smith

Warwickshire

Alexia Paolineli
Sonali Thakrar
Julian Wijesuriya Dual ICM

West of Scotland
Stephen Hickey
David MacKay

South East
Siti Ayob

South East Scotland
Sebastian Bourn PHEM

South Yorkshire
Stephen Glover Dual ICM

Stoke
Mohamed Rabie
Bharati Rajdev

Shilpa Sannakki
Ewa Werpachowska

Mersey

Zoe Burton

Ben Ballisat
Philip Bewley

Imperial

St George’s

Wessex

Severn

Warwickshire

David McCulloch
Emily Strong

Vijay Venkatesh

James Garwood
Barnaby Scrace Dual ICM
Samuel Spinney
Katharine Sprigge
Timothy Warrener

John Rae Dual ICM

Muhammad Chaudhury
Catherine Harris
Ivor Lewin
Joanne Petrie Joint ICM

South East Scotland

Peninsula

North Central London

North West
Katie Gott
Benjamin Kolb

Wessex
Joanna Harding
Vijay Ragothaman
Naomi Wee

West of Scotland
Rachel Darling
Malcolm Howell
Jelena Skuratova
Sarah Smith

West Yorkshire
Umakanth Kempanna
Ibrahim Mohamed

Northern Ireland
Nicholas Black
Gareth Paul
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Associate Fellow

Dr Eirini Karra

Dr Qaisar Khalil

APPOINTMENT OF FELLOWS TO CONSULTANT
AND SIMILAR POSTS

Dr Roseita Carroll

Dr Premkumar Suppiah

Associate Members

Dr Alison Frances Tucker

Dr Shashidhar Dabbeghatta
Thimmegowda

The College congratulates the following fellows on their
consultant appointments:

Dr Kuruppu Achchige Ruwan Lasantha
Kuruppu

Dr Rabia Tabassum

Dr Tariq Azad, University Hospital of North Tees

Dr Payal Kalyani

Dr Chris Hebbes, Leicester Royal Infirmary

Dr Monika Chandra

Dr Peter Zsinko

Dr Alok Gupta

Dr Chiamaka Oluwaremilekun Oladipo

Dr Karen Pearson, Ninewells Hospital, Dundee

Dr Sanyam Sharma

Dr Nayandra Runveer Sooraj

Dr Ahmed Sabry Ahmed Elsayed

Dr Aashish Koirala

Dr Ayat Abdelfattah Hassan Mohamed

DR Suran Dhanushka Kuruppu

Dr Mohamed Mosbah Abdalla Younes

Dr Omar Draz

DEATHS

Dr Mohit Kumar Roy

Dr Eleia Mohie Eldin Zarif Mosaad

With sadness, we record the death of those listed below.

Dr Kodithuwakku Arachchilage Ramya
Dissanayake

Dr Rajashree Madabushi Keshavan

Dr David Smith Andrew, Dorchester

Dr Maraka Mudiyanselage Harshana
Kanishka Bandara Wilgamuwa

Dr David Benazon, Poole

Dr Ahmed Mohamed Samir Barakat
Hamed Daoud

Dr Chaw Nandar

Dr Kenneth Gill, Dorchester

Dr Sachin Taneja

Dr Dr Afeez Tunde Aderahman

Dr Ruth Hutchinson, Poole and Harare

Dr Anupama Vijay Zade

Dr Eranda Pilippu Hevage Sanjeeva

Dr Remo Earle Maclaurin Hertfordshire

Dr Philippa Rose Falkner

Dr Kimberly Nyaguthii Kamau

Dr Matthew James Marsh, Southampton

Dr Bukola Rachel Alale

Dr Moheyelden Moezelden Bassiony
Bassiony Salahelden

Dr Abbaraju Mohan Rao, Merseyside

Dr Wanniarachchige Dona Subhani
Nirodha Abhayawardena

Dr John Eric Smith, Birmingham

Dr Deepak Sharma

Dr Hassan Mohamed Hassan Sayed
Ahmed

APPOINTMENT OF MEMBERS, ASSOCIATE MEMBERS AND ASSOCIATE FELLOWS

Dr Ashton Dionel D’Souza
Dr Amritha Krishnan
Dr Kingshuk Das
Dr Dewanamuni Upekha Irandi
Seneviratne Wijesinghe
Dr Muhammed Abbas Moustafa Elkhayat
Dr Cinzia Cammarano
Dr Victor Ponomariov
Dr Attyia Firdous
Dr Vinita Vinita Naidu Sangai
Dr Abhishek Deshpande
Dr Tineesh Mathew
Dr Yousuf Ashraf Mohamed Abusamra
Dr Mohamed Moataz Abdelwahed
Ahmed Attia
Dr Ahmed Sami Saad Hassan
Dr Raju Prakash Jadhav
Dr Roshini Sepali Wijenayake
Dr Jaishri Nagari Radhakrishna
Dr Rabea Ali Amar Etomi
Dr Aparesh Mandal
Dr Amrutha Vishwanathan
Dr Roshan Shanbhogue
Dr Jitin Sharma
Dr Ahmed Mohamed Elsayed Eldeeb
Dr Konstantina Kalopita

Dr Rajab Youssef Omar Zarrug

Dr Satish Kumar Reddy Challa
Dr Daniela Pupacic
Dr Mithila Govindaraju
Dr Dwarakesh Thalamati
Dr Ajay Haridas Poonath
Dr Mohammed Rizwan Jabbar
Dr Abhay Ananth

Affiliates

Dr Ami Harsh Merchant, Queen Elizabeth Hospital, NHS
Gateshead

Dr Robert Eyres, Australia

Dr Mohan Sivarajaratnam, Southgate
To submit an obituary that will be displayed on our
website (rcoa.ac.uk/obituaries), please email your text
(500 words) to archives@rcoa.ac.uk

Mr Johnathon Brophy
Mrs Emma Louise Harrison
Mr Dominic Lewis
Mr Nigel Brent Campbell

A career in anaesthesia
8 October 2020
RCoA, London

CONSULTATIONS
The following is a list of consultations which the College has responded to in the last two months.
Originator

Consultation

Association of Anaesthetists

Audio/visual recording of doctors in hospitals

United Kingdom Clinical Pharmacy Association

Perioperative Care Guideline

The National Institute for Health and Care Excellence

Perioperative Care Guideline

Faculty of Intensive Care Medicine

Enhanced Care Guidance

Academy of Medical Royal Colleges

National Patient Safety Syllabus
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OPEN FOR
BOOKINGS

29 September –1 October 2020
London

%

bit.ly/RCoA-Updates
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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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Off your second course if
booked within six months
of the first or if two
booked at the same time.

OPEN FOR
BOOKINGS

Leadership and Management
19-21 October 2020
Birmingham

Run by practicing NHS clinical directors and experienced management facilitators –
start with our signature two-day introduction course and follow up with one of our suite
of management courses.

An Introduction: The Essentials
30 September–1 October 2020 | Leeds
March 2021 | Scotland

Personal
effectiveness

Personal Effectiveness
March 2021 | RCoA, London

Leading and Managing Change
16 October 2020 | RCoA, London

Working Well in Teams

The
essentials
Working well
in teams

Managing
change

18 November 2020 | RCoA, London

%

bit.ly/RCoA-Updates
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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.
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WINTER SYMPOSIUM:
3–4 December 2020
RCoA, London

SAVE
THE
DATE
www.rcoa.ac.uk/events

