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Anaesthetic Updates

Ultrasound Workshop

Introduction to Leadership and
Management: The Essentials

NOVEMBER

30 September to 1 October 2020
The Studio, Leeds

Anaesthetic Updates

%

7 October 2020
Virtual event

%

8 October 2020
Virtual event

%

%

A Career in Anaesthesia

20 November 2020
Virtual event

Leadership and Management:
Leading and Managing Change
16 October 2020
RCoA, London

%

Airway Workshop

GASAgain (Giving Anaesthesia
Safely Again)

%

%

19 November 2020
Virtual event

Anaesthetists as Educators:
Anaesthetists’ Non Technical
Skills (ANTS)

November 2020
Virtual event

GASAgain (Giving Anaesthesia
Safely Again)

Primary FRCA Revision Course

%

Anaesthetists as Educators:
Simulation Unplugged

11 January 2021
RCoA, London

13 January 2021
Bradford

18 November 2020
RCoA, London

18–22 January 2021
RCoA, London

Anaesthetic Updates

%

%

6 October 2020
Virtual event

Leadership and Management:
Working Well in Teams and
Making an Impact

3–4 December 2020
RCoA, London

Tracheostomy Masterclass

%

Anaesthetists as Educators:
Introduction

%

%

16 November 2020
Virtual event

21 January 2021
Southampton

The Winter Symposium 2020
3–4 December 2020 | RCoA, London

Join us at this year’s two-day symposium for a lively mix of lectures, debates and
interactive sessions.
It has been a year of isolation, uncertainty and hard work: COVID-19 has taken it
out of all of us.

Anaesthetists as Educators:
Advanced Educational Supervision

End the year with the Winter Symposium. Regroup, network with colleagues new
and old, celebrate anaesthetists achievements and listen, debate and discuss a wide
range of topics.

26 January 2021
Birmingham

Look forward to 2021 and come and join us for one day or two.

Developing World Anaesthesia

%

rcoa.ac.uk/events

JANUARY

Clinical Directors Network
Meeting

OCTOBER

%

October 2020
Virtual event

The Winter Symposium

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

rcoa.ac.uk/events/winter-symposium-2020

November 2020
Virtual event

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

%

%

29 September 2020
Virtual event

%

%

%

Anaesthetic Updates

DECEMBER

19 October 2020
Virtual event

%

%

SEPTEMBER

16 October 2020
Virtual event

Due to the ongoing COVID-19 situation we have moved the
majority of our events on to virtual platforms, where this is not
possible some of these events may be postponed or cancelled.

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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Dr Helgi Johannsson

Welcome to the September Bulletin.
Welcome to your September edition of the Bulletin. As I write this I remember hoping in the last editorial to be
in rural Bulgaria at this point, however, due to the pandemic Bulgaria morphed into the Peak District, which was
no less wonderful, but a little wetter.
The last few months have been tumultuous for healthcare in the UK, and many of us have changed the way
we work completely. We staffed makeshift intensive care units, anaesthetists became intensivists again, and we
welcomed doctors and nurses from many other specialties into our numbers when the surge was at its highest.
An interesting development of this for me is that our surgical trainees seem much more familiar with our work,
and clearly understand the issues when we struggle with a patient’s ventilation.
With this in mind, I make no apology for the fact that there are a lot of articles on the COVID-19 pandemic in this
issue, and I’m very much looking forward to welcoming more articles in the next few months on how the tumult
has changed the way we work – particularly on how we find new ways of delivering education and training.
After contracting COVID-19 in March (thankfully mildly) I am still slowly regaining my sense of smell, and
recognise many of the emotions expressed in Dr Richard Hay’s personal account of what happened when
he contracted the infection (page 48).
During the summer, the Black Lives Matter protests after the murder of George Floyd in Minneapolis
caused us all to stop and think. I’m proud of the College for not only issuing a meaningful statement
(https://bit.ly/RCoARDDs) quickly, but for starting work on trying to improve issues of race within our training
and workplace. I am delighted to welcome an article where Drs Segun Olusanya and Adrian Wong discuss
their experience of training in the UK. Reading their reflections has confirmed to me how important role
models are in medicine. It is clear from his writing that Segun became a great role model to the black patients
he wrote about, and I’m sure to black medical students, junior doctors, and those on work experience. Without
role models it’s very difficult to visualise your goal – from becoming a doctor, through to being a consultant, to
leadership positions, (and indeed Council membership). Role models show us what we can achieve and how we
can get there.
So, gazing into my crystal ball towards publication in September, I sincerely hope we will be busy catching up
with our elective work, and getting back to a semblance of normality. So far predictions of a large second wave
have proved unfounded and as I write the intensive care units in my trust are not looking after a single patient
with COVID-19 pneumonia. I really hope I’m right, long may the overflow ICUs stay closed.

As we were...	56
New to the College	58
Letters to the editor	61
Notices, adverts and College events	63
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exams@rcoa.ac.uk

Events since March have posed a difficult situation for trainees
intending to take FRCA and Faculty examinations over the spring and
summer. The challenge of delivering both paper-based and face-toface exams with restrictions in place to reduce the transmission of
COVID-19, meant regretfully that a number of examinations had to be
cancelled. Since this time, the College has been working to find ways
to prevent further cancellations. This has required rapid but careful
planning on how to use available technologies to support a new
method of delivering our examinations.
Our digital transformation begins
Technology has played an increasingly critical
role in our everyday lives since lockdown. It has
adjusted the way we communicate, socialise and
work. Indeed, the College has been supporting its
members virtually since the closure of our offices in
mid-March. We are now harnessing this enhanced
ability to continue to operate and conduct our work
virtually, and in particular for the delivery of all our
exams; written, OSCE and SOE.

The President’s View

PROTECTING EXAMS IN A PANDEMIC
4 |

Our first step in this transformation, has been to
provide members with the ability to take the written
exams online. This transition to online assessment
has been part of the College’s long-term strategy
for a major digital transformation of examinations,
however, the COVID-19 pandemic has expedited
this upgrade. The progression to online written
exams, not only modernises the way these exams are
delivered, it enables us to expand the opportunity to
a global audience of anaesthetists.

Prior to the pandemic, the College had released
a tender for a new exams management system.
Primarily, this system needed to be suitable for the
authoring, storing and maintaining of exam questions
but, to be future-proofed, it also needed to have
the ability to deliver exams online, as and when we
required it. The chosen supplier was TestReach, a
company that provides the ability to deliver formal
exams within a cloud-based assessment tool, with
the option of remote proctoring (invigilation) through
their in-house invigilation team. This option to deliver
proctored online exams was the obvious solution
to the uncertainty around face-to-face social
gatherings, and fluctuating COVID-19 infection
rates. This new platform will enable trainees to pass
through their training programme with no further
fear of cancellation or delays to written exams.

A two-part approach
To ensure that we were ready to deliver our first set
of exams this autumn, the proctoring project would
comprise two phases. Phase one sees a short-life
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project group transform the written
exams from pen and paper to online
exams. In this initial phase, only the
delivery mechanism changes, the exam
structure, content, standard setting
(the process by which we obtain the
pass mark) and the way we process the
results remain the same.
Phase one, although significant, only
involves the proctoring system for the
actual delivery of the exams. Phase two
will be a much larger project that allows
us to transfer our current question banks
(written, OSCE, SOE) to the new system,
and negates the need for the multiple
platforms currently used by integrating
exam sittings, candidate booking,
registration and correspondence and
processing and reporting of results. In
essence, this solution creates an endto-end examination process in one
secure system. With question banks
transferred, our teams of examiners will
more easily be able to securely author
questions in the system from wherever
they are based. This will better ensure
that questions continue to represent
best practice in anaesthesia and reflect
changes in training.
This is an exciting phase that will
support the development of all our
exams, written and clinical, and provide
candidates with a seamless online
journey from booking to receipt of
results and feedback.

Delivering the written
exams online
In mid-July, as this is being written,
the first cohorts of candidates for the
FRCA Primary MCQ and the FFPMRCA
MCQ will have sat their exams using
our new online system, with Final
Written candidates preparing to sit
later this month.
The online system is easy and
straightforward to use. It removes the
need to travel to the exam and reduces

6 |

the associated stress of sitting in a
test-centre environment. It also allows
candidates to resize any area of their
screen during the exam, including
any resources, question stem and
answer areas, and to highlight and
annotate text.

A new word for new times?
Proctor (prok·tuh): to monitor or
supervise (an examination) or the more
familiar, to invigilate. Moving our written
exams online with remote invigilation
resembles more closely the physical
exam environment than you may think.
Just as in the pen and paper delivery,
an invigilator briefs candidates at the
start of the examination, reminding
them of the dos and don’ts and
putting them at ease.
Once the candidate enters the
online test environment, TestReach’s
own invigilators monitor a maximum
of six candidates (per invigilator) over
the web. At all times, invigilators can
see, hear and view the screen of
the candidate. This is not a one way
transmission, candidates can talk with
the invigilator and communicate with
them through instant messaging.
Having a human present in these
virtual times makes all the difference
and represents more robust scrutiny
of the exam conditions than we
previously had.
This method of delivering written exams
online with remote invigilation has
been adopted by a number of Medical
Royal Colleges and is fully supported
by the four statutory education bodies
and the GMC.

Maintaining clinical
examinations through
COVID-19
This has perhaps been the most difficult
area of assessment to address, not
just by our College but all Medical
Royal Colleges delivering clinical

examinations. Clinical examinations are
a critical part of trainee’s summative
assessment, testing the knowledge
and skills essential to the safe practice
of anaesthesia, intensive care and
pain medicine. The OSCE is the only
component of our examinations
where the candidate is tested in a
simulated clinical environment including
communication with simulated patients.
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of the Royal College of Anaesthetists
in the massive transformation of our examinations. This
will protect the College, candidates and the integrity of
the examinations from the current uncertainty until we
reach a point where normal delivery can be resumed.

Continuing to support the cost of
examinations

Protecting the delivery of our OSCE and
SOE examinations against cancellation
has entailed much thought, deliberation,
and collaboration between the examiner
boards for FRCA, FICM and FPM.
During April, we undertook a risk analysis
on a range of options for the delivery of
these exams. The option we identified
as best suiting our needs was the use of
video-style conferencing technology.
We felt that this option would require no
or very minimal change to the SOEs so
would be the least disruptive to trainees.
With the dramatic increase in the use
of video-conferencing technology,
examiners and trainees would also be
both familiar and comfortable when
operating in this mode.

The amount trainees pay for each examination is
calculated carefully to ensure that we can continue
to provide the fairest, most valid and best quality
examinations during their training programme. The
College does not make a surplus from UK examinations
and this will continue to be the case. As per our
announcement in July, College Trustees agreed the
need to increase examination fees by five percent for
2020–2021. However, the College appreciates the
significant impact and disruption that COVID-19 has
had, and continues to have on trainees’ working lives. In
view of this, we took the decision to defer the increase
until January 2021. The decision to keep exams running,
by harnessing leading platforms in online assessment
is wholly appropriate for high-stake tests. The cost
of these systems reflects their utility, innovation and
continuous development.

The OSCEs have required more of a
deeper consideration of viable options.
Certainly, video-style conferencing
technology can be used for this form
of assessment but we would need to
change some elements of the exam
where physical action was previously
necessary. To achieve this, the OSCE
teams have been working tirelessly
over the summer revising questions for
this new form of delivery in a way that
maintains test validity.

The FRCA examinations are reviewed every five years
to ensure that each aspect mirrors best practice in
assessment, and that each component continues to
be fit for purpose. A ‘back-to-basics’ review of the
exams began in January 2020, comprising a range
of stakeholders from across examination and training
boards and with external consultation. Unfortunately,
COVID-19 halted our progress with the review as
work transferred from business-as-usual to complete
transformation. Having made good progress in
redefining the purpose of the assessment and exact
nature of what the assessments need to measure, the
review will restart in earnest at the start of this academic
year, taking forward the good ground work already
completed. Findings from this review will be reported
later in the year.

In order to reach a position where
the College is ready to deliver the
exams, GMC approval was sought
and a significant amount of time was
spent on system trials, preparing
trainees through demos, webinars and
practice sessions in their trusts, and
for examiners – practice, practice,
practice. We thank everyone involved
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Maintaining best practice in examinations

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

Making the case for
perioperative care
FICM opens new membership route

SALG-BIDMC Fellowship

The Faculty of Intensive Care Medicine (FICM) launched a new membership category of ‘Pharmacist Member of the
FICM’ in July 2020. Critical Care Pharmacists are essential to the safe and effective running of critical care services,
supporting patients and improving outcomes. They form a central part of the multi-professional team, optimising
medication therapy, improving quality and safety by resolving errors and undertaking wider professional support activities.
Established clinical pharmacists working to a minimum of foundation level in critical care pharmacy should visit ficm.ac.uk
for more information on how to join, full eligibility criteria and member benefits.
FICM will also be launching a Pharmacy Subcommittee in Autumn 2020 bringing together a strategic plan for both
pharmacy work streams within the Faculty and methods for pharmacists to take a closer role in the Faculty’s other activities.

New elected Board members
FICM has elected three members to its Board. Dr Sarah Clarke, Dr Dale Gardiner and Dr Jack Parry-Jones (re-elected for a
second term) will commence their four-year terms on the Board in November 2020.
We congratulate all three on their election.

Over summer 2020, the Centre for Perioperative Care
(CPOC), commissioned a series of rapid evidence reviews
to support us in ‘making the case for perioperative care’.
The first review offers new evidence that perioperative
pathways and their components can help:
■
■

■

COVID-19 effects on NELA
The National Emergency Laparotomy Audit (NELA) has added a
short set of COVID-19 specific questions to the dataset to capture
information on how the coronavirus status of patients may have
affected the NELA cohort (https://bit.ly/NELA-COVID). After
receiving regulatory approval to add these, the questions went live
at the beginning of July 2020.
The NELA team realise that changes to the dataset causes
disruption and apologise that this request has come later than
they would have wanted. The NELA project team is composed of
anaesthetists and surgeons who have also experienced an increased
clinical workload, some of whom only finished resident night
shift rotas recently. As always, the NELA project team thanks all
participants for their hard work in contributing to the audit.

SAFE

ANAESTHESIA

LIAISON GROUP

increase how prepared people feel for surgery
increase how empowered, active and involved people
are in their care
increase communication between people having
surgery and healthcare teams

■

increase people’s satisfaction with their care

■

reduce complications after surgery.

The review also offers evidence that perioperative
pathways can help:
■

reduce the time people stay in hospital after surgery

■

reduce use of intensive care units after surgery

■

reduce complication rates after surgery

■

reduce the cost of care or cost the same as
conventional care.

CPOC looks forward to publishing the findings of this
and two further evidence reviews over the coming
weeks and months.

The Safe Anaesthesia Liaison Group (SALG) is pleased to
announce the next round of its exciting programme of
fellowships for anaesthetists interested in patient safety.
In collaboration with the Association of Anaesthetists
and the College, SALG are offering a unique programme
of formal training through Harvard Medical School that
aims to develop international expertise in perioperative
quality and safety.
Further information and application details can be found
here: https://bit.ly/SALGFellowship

Patient Safety
Conference 2020
The Patient Safety Conference will be held virtually this year
on Thursday 8 October. It will be an insightful morning of
engaging lectures around patient safety with topics to include
human factors, simulation, and remote areas, as well as
learning outcomes from COVID-19.
This online conference is being organised by SALG co-chairs,
Dr Peter Young from the Association of Anaesthetists and
Professor Jaideep Pandit from the College
and will provide valuable knowledge
for doctors engaged in clinical
anaesthesia, pain management
and intensive care medicine
Patient Safety
who have an interest in
improving patient safety.
Conference
Details can be found at
https://bit.ly/PSConf2020

2020
SAFE

ANAESTHESIA

LIAISON GROUP
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NEWS IN BRIEF
News and information from around the College

RCoA in the media
A new section called ‘RCoA in the media’
has been launched on the College
website. The page acts as a hub to
host a selection of key media coverage
championing the specialty of anaesthesia
and the College’s work. This includes
national and international press articles
as well as radio and TV appearances.
Visit rcoa.ac.uk/rcoa-media to stay
up-to-date with the latest news.

Translations of patient information leaflets
The College is working in partnership with the international translation charity Translators
without Borders to provide translations of our most popular patient information leaflets in the
20 most common languages used in the UK, including Welsh.
You and your anaesthetic, Your spinal anaesthetic and Your child’s general anaesthetic are now
available in the current selection of translations.
Please see our website for further details: rcoa.ac.uk/patientinfo/translations

Education and professional
development

e-Learning Anaesthesia (e-LA)

COVID-19 has had a huge effect on the College’s face to face events. A
major part of our five-year Educational strategy is to increase the digital
education offering to our members. Due to COVID-19 we have reviewed
this a lot faster than previously expected and are excited about our
upcoming digital events programme that we are able to offer you.
We launched our first two digital events in July, the Primary FRCA and
Final FRCA revision courses which have been hugely popular with 900
delegates across both. These digital courses gave delegates access to prerecorded video lectures, presentations, interactive MCQ questions and
live Q&A webinars.
Our Autumn events will take a similar format, with a mix of pre-recorded
lectures, live talks and discussions as well as the opportunity to interact with
speakers and panel members. In addition, formal CPD accreditation now
applies to virtual as well as face-to-face learning. Please visit our website for
full details of the programme: rcoa.ac.uk/events

Videos
10 |

Webinars

Podcasts

During the past months as we have been looking for alternatives to faceto-face educational experiences e-LA has seen a 20 per cent increase in
session launches and users. The platform is consistently being kept up-todate with updates made to module 7 – Pharmacology as well as the National
Tracheostomy Safety Programme. In the coming months we will be updating
the Anaesthesia and the Elderly module as well.

Recruitment
The CT1 and ST3 Recruitment for
February 2021 are already underway.
Invitations to interviews will have already
gone out this month, with the interview
window commencing in October.
For further information on the interview
process and for the applicant guidance
on how the interviews will run during
this current climate, please go to the
Anaesthetics National Recruitment
website https://anro.wm.hee.nhs.uk

We have also launched the first in a series of revision guides to complement
e-LA and support Primary Exam preparation. These interactive PDFs currently
cover Physiology and Pharmacology and contain direct links to e-LA
sessions. Download the Revision Guides here: https://bit.ly/e-LfHportal

e-Learning Anaesthesia

e-LA Revision Guide:

Pharmacology

e-LA is always looking for volunteer module
editors and authors to make up the e-LA editorial
board. Applications will be considered from all
College members and anaesthetists in training
who have achieved or are within a year of
achieving their CCT. To find out more please
email e-la@rcoa.ac.uk

Preparing for
COVID-19 surges
and winter
The Academy of Medical Royal Colleges
issued a paper on Preparing for COVID19 and winter. Based on a previous report
by the Academy of Medical Sciences, the
paper identifies areas for action to ensure
that healthcare organisations locally are
prepared for a potential further wave and
the pressures of winter. Read the full paper
here: https://bit.ly/AoMRCAction

Dr Mark Rezk
Dr Andrew McIndoe
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Guest Editorial

A DAY IN THE COVID-19 ICU
My experience

Dr Shameek Datta
Clinical Fellow MTI,
Anaesthetics, Bedford
shameek.datta@bedfordhospital.nhs.uk

The alarm wakes me up from a disturbed
night’s sleep. I reach for the snooze button, but
suddenly realise I must get ready. Another long
day in ICU awaits. Putting on my backpack, I
walk through deserted streets, their emptiness
no longer a surprise. I make a quick phone call
to my family back in India. My dad has made
me promise to call him daily. Hearing each
other’s voices is the only reassurance of safety
right now. I tune into the radio to push aside
my concerns for them.
It’s been three weeks since we started getting COVID-19 patients in ICU. We
were very much prepared for this logistically – protocols in place, staff trained
to don and doff PPE, theatres designated for intubation of COVID patients, and
surge planning. And yet no one can prepare you for a pandemic. In these three
weeks we’ve struggled to understand how the disease manifests, to establish a
trend with the disease markers, and to protocolise a reliable ventilation strategy.
We have seen deaths. Helplessly.
The smiling face of A brings me back to reality. She is going home after her
night shift. She’ll be back tonight. When I enter the department, tired faces
greet me. E does not forget to crack a joke.
‘How was the night?’, I ask.
‘Bad’, he says. ‘Bed 9 did not make it’. I freeze. We were hoping he would
turn a corner.
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Prayer is what we seem to be relying
on increasingly these days
Changing into my scrubs, I try not to
let my spirits drop. ‘Today is a new
day’, I whisper. There are seven of us
in ICU today – two consultants, two
registrars and three SHOs. The theatre
team are tending to non-COVID
patients in recovery.

debate and discussion of all
possibilities. Dr C used to challenge
our knowledge with his different
theories. The room seems a
little subdued recently. ‘Did you
write down the plan?’ D nudges me.
I start scribbling.

‘Okay, let’s get started’, said Dr C in his
usual gruff voice.

After the rounds we divide into two
teams. One would look after the
treatment of patients, and the other
would prone and unprone them and
insert or change lines. I am in the
latter group.

‘Bed Y is a 59-year-old lady with no
significant co-morbidities, day 12 in
the unit, remains ventilated on high
pressures, and oxygen saturations
have just been acceptable. She is on a
smidge of Noradrenaline but she isn’t
making much urine, so the plan today
is to filter her’.
‘Bed Z – 50-year-old gentleman on
day 10, with history of hypertension,
still needing high pressures to ventilate
his lungs’ …. my mind wanders off.
Ward rounds used to be so interactive.
Every patient was different, with

I gulp down some water and head to
don the PPE. ‘Did you hear there is a
nationwide shortage in PPE? Luckily,
we still have stock’, D exclaims. I
do not want to think what would
happen if we run out.
As I wear the FFP3 mask, the nurse
in charge, L, informs us that Bed Z
is deteriorating and that his ECMO
referral has been accepted. A
team from Cambridge is coming

to transfer him. His oxygen saturations
are running low, and it’s becoming
increasingly difficult to ventilate him.
I tweak the ventilator to increase his
tidal volumes and pray that he benefits
from that. Prayer is what we seem to
be relying on increasingly these days.
He is only 42. ‘Hold on mate, help is
arriving’, I mutter.
At the other end, D has started
unproning patients who were prone
overnight to improve their ventilation. I
join them. It is a mighty task, especially
for patients with big stature. Each
patient has several tubes and lines.
Any mistake could be grave. But the
nursing team is very efficient and
the log-roll method they use is safe.
After unproning Mr M, we realise his
face is severely swollen. How much
he will benefit from further proning,
given this was his third, remains to be
seen. We move on.
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Just before lunch, we gather for the
afternoon round. I stay back to help the
ECMO team who have just arrived. As I
bring up Mr Z’s details on the computer,
his bedside monitor starts beeping.
It’s a cardiac arrest. We all rush in and
initiate cardiopulmonary resuscitation.
Even after four rounds, no ROSC. The
ECMO consultant starts inserting lines.
We look at each other and nod. We
are not giving up. After 50 minutes of
herculean effort, we see some success.
He is put on ECMO and transported
away. He still has hope.
Its 3.00pm. Exhausted, I head towards
the staff room to grab lunch. The FFP3
mask has left its mark. Someone on
Instagram had compared them with
battle scars. Battle it is indeed.
The staff room is full of food and thank
you cards. The community has been
pouring their heart out. It feels good to
know you are not alone in this fight. I
start going through the cards. Husband
of Mrs F; son of Mr L – I remember
they were told not to attend for a last
visit to prevent spread of infection. And
yet they have thanked ICU staff for
caring for their loved ones in their last
moments. It makes me want to cry, but
the bleep saves me. It’s the Med Reg.
‘Do you remember we discussed Mr
RW in Pilgrim ward yesterday? He
is more tachypnoeic today, and his
saturations are dropping. He was on
non-invasive ventilation overnight but
on blood-gas he is still hypoxic’.
‘Looks like he needs to come to us.
Okay, I will be there shortly’. I gobble
down my lunch and head down to see
him. In the lobby a theatre nurse is
deep in conversation with D. She looks
distraught. Her sister, a nurse in the Acute
Admissions Unit, has been admitted with
severe respiratory distress. We assure her
we will monitor her round the clock. But
her words, ‘Please look after her, she
is one of us’, keep reverberating in my
head as I go to review Mr RW.
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The Med Reg was right. Mr RW looks
exhausted and is struggling to complete
sentences. I inform him that he requires
ventilator support in ICU until he can
start breathing normally. We know by
now that recovery rates of patients
needing ventilator support are not very
promising. ‘Would you like to talk to
your family and let them know you are
going to ICU for a few days?’, I ask with
a heavy heart. ‘I’ll be fine. I walk two
miles everyday’, he tries to smile my
concerns away. ‘We will take good care
of you, sir’ I promise, handing him over
to the theatre consultant for intubation.
‘Mr T in bed 3 has responded very well
to spontaneous breathing trial. We plan
to extubate him tomorrow’ – G was
exuberant. Much needed good news.
Today is his 16th day here, unaware that
he has lost his brothers in the pandemic.
‘Did we inform his wife?’ I ask, sipping
away at my tea.
‘Would you like to do that?
I’ll admit RW’
‘Sure. She will be relieved. They have
suffered a lot.’
By the time I finish my call it is 7.00pm.
I sink into the couch. The nurses are
handing over.
’No surprises for the next hour, please’
I say pleadingly.
The bleep goes off, mocking me cruelly.
It’s Dr J, the consultant. ‘Shameek, we
are at maximum capacity. We had
hoped to step down two patients but
that no longer seems feasible. We must
transfer some patients to make room for
new admissions. Are you happy to go
on a transfer?’.
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With ventilated patients, the risks
are huge. But you sign up for these
when you decide to do intensive
care medicine.
‘Sure’.
‘Good, P will accompany you. She’s
been looking after Mrs G today.’
L advises me to take my wallet. And a
sandwich. She understands I might not
return before midnight. Luckily, I have a
day off tomorrow.
We set off at 8.00pm. To Norwich.
The ambulance crew, me, and P,
all in full PPE. Blue-lighting our way
through the deserted M1. Like a
beacon of hope and resistance against
this deadly virus.
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Election to Council 2021
SAVE THE DATE

Could you make a difference to the College?
In September, we will announce details of our elections for
new Council members. Successful candidates will take up their
positions in March 2021, for an initial six-year term, and will play
a hugely important role in the working life of the College.
Joining Council provides an excellent
opportunity to contribute to the College,
influence our professional policy, and represent
our members at all stages of their working
lives. We are keen to achieve a diverse and
representative Council and welcome applications
from a wide range of candidates.
Over the past year, Council has helped lead the
College’s response to the COVID-19 pandemic,
in which anaesthesia has been at the forefront.
Council members have contributed to a huge
range of vital activities including consultations,
government briefings, exam and curriculum
reviews, financial and organisational strategies,
championing the specialty and representing
our views across the national media, and the
development of key initiatives such as CPOC and
our global engagement programme.
Details of the timetable and vacancies for Council
places will be available at rcoa.ac.uk from midSeptember. We’ll also be in in touch via the
President’s e-newsletter and by College social
media. So, please keep an eye out for these
notifications, and consider whether
you can make a difference at the
College in future.

Election to RCoA Devolved Nation Boards
If you are active in Scotland, Northern Ireland
or Wales, you may also be interested in
supporting anaesthesia through election to
the RCoA Devolved Nation Boards. Board
members will have opportunities support the
specialty and improve outcomes for patients
in their nation, and to maintain close ties
with the College.
Again – details of the timetable and
vacancies for Devolved Nation Board
members will be available once
confirmed, at rcoa.ac.uk. We’ll also
be in touch via the President’s
e-newsletter and by College
social media. So, please keep an
eye out for these notifications.

For more information
on any of the College’s
upcoming elections,
please contact:
Rose Murphy
CEO Office Manager:
ceo@rcoa.ac.uk
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Faculty of Pain Medicine (FPM)

Faculty of Intensive Care Medicine (FICM)

Update from the Training and
Assessment Committee

Update from the Professional Affairs
and Safety Committee

Dr Lorraine de Gray
Chair, Training and Assessment
Committee; FPM Vice-Dean
contact@fpm.ac.uk

77%

of pain
services have
continued
to provide
a skeleton
service during
the pandemic
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The last few months have been challenging for all
anaesthetists in training, with the great majority
being redeployed in order to help provide intensive
or high-dependency care within hospitals across
the UK during the current pandemic.
This has had a significant impact on
training in pain medicine across all
levels. Pain services across the UK have
also been disrupted, although a recent
survey of fellows and members has
shown that 77 per cent of services have
continued to provide skeleton services,
albeit mainly by remote access.
The FPM has issued guidance to help
support and reassure trainees, and,
together with schools of anaesthesia,
will continue to ensure that no trainee is
penalised as a result of the disruption in
training. Units of core and intermediate
training can be deferred for up to 12
months, and complementary methods
of training can be suggested to help
trainees complete their units.
Delivering higher and advanced
pain training, however, continues to
pose challenges, since trainers and
trainees alike are having to adapt to
an evolving situation as pain services
are adopting alternative modalities
of service delivery and learning from
challenges faced in realtime. These
include remote consultations, reduced
face-to-face consultations, alternative
ways of delivering multidisciplinary
pain management, and dilemmas and
risks in delivering pain intervention
procedures, among others.

Compounding the situation are
regional variations in commissioning
of pain services, with some clinical
commissioning groups appointing
alternative providers only for delivery of
services. This creates further challenges
in the provision of training at all but
core level. Moreover, progress with
the proposed credentialing in pain
medicine and the new curriculum
have been put on hold, as the GMC
has rightly directed all its attention to
supporting the NHS in this pandemic.
The FPM is committed to ensuring that
training and pain services are delivered
to the high standards required, and that
trainees will be enabled to progress and
complete their training.

I write this update as we are emerging from the
huge challenges placed on the specialty from
COVID-19. Lockdown is being relaxed, and I hope
that we are not in the middle of another surge
associated with a second peak at the time this
update is published.
The response to COVID-19 has, not
surprisingly, impacted on the work of
the committee as this has been the
focus for recent activity. We have all
become adept at video conferencing,
which I suspect is a change that is
here to stay in conducting many of
our meetings.
As a new disease, there was a very
steep learning curve in managing
COVID-19, and there was a need for
the rapid production of guidance,
with frequent revision as experience
increased and new evidence emerged.
The normal process for producing
guidelines needed to be streamlined,
and committee members have been
active in contributing to the guidance
published on the joint COVID-19 hub.
(icmanaesthesiacovid-19.org)
The committee has worked with NHS
Improvement, who host the National
Reporting and Learning System
database, and have established a
data-sharing agreement. This will allow
analysis of safety incidents involving
critical care, with the aim of sharing
lessons to our membership through a
regular safety newsletter.

Advanced Critical Care Practitioners
(ACCPs) are now firmly established in
many units, where they are an essential
part of the permanent critical care
workforce, supporting medical rotas
and seen as key to the future success
of the specialty. Experienced ACCPs
are gaining additional competencies,
and the committee is working with
the ACCP subcommittee to develop
an advanced airway-skills training
pathway. This will include competencies
in managing unexpected extubation
in ICU, supervising the transfer
of intubated patients, and airway
management during percutaneous
tracheostomy, all of which will allow the
role of ACCPs to be enhanced.
An audit tool has been developed with
the Intensive Care Society to allow
units to self-assess against the standards
and recommendations of Guidelines
for the Provision of Intensive Care
Services, Edition 2. Criteria for
compliance have been produced;
the tool was due to be released
earlier this year, but this has been
delayed due to the pandemic
and it should be available in the
near future.

Dr Peter Macnaughton
Chair, Professional Affairs and
Safety Committee
contact@ficm.ac.uk

icmanaesthesia
covid-19.org
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SAS and Specialty Doctors

Nights revisited:
changing roles during
the pandemic

Dr Rob Fleming
Specialty Doctor, Nottingham and Board Member,
Association of Anaesthetists

Dr Lucy Williams
RCoA SAS Member of Council, Swindon
sas@rcoa.ac.uk

I managed to escape resident nights more than
20 years ago due to an unconventional career
path. Normally my work is split between pain
medicine and general anaesthetic duties. With
only two or three lists a week, the anaesthesia is
not that specialised, being mainly elective with a
smattering of trauma lists.
I am about to finish our emergency on-call rota
with a final night as first on-call. Back in March,
we all had to radically change our work pattern
in readiness for COVID-19. My clinics were
suspended, and elective operating was pared
back to urgent cases only. We were all asked how
we could contribute to the on-call rotas, which
had additional tiers with everyone resident.
I have no caring responsibilities to limit when I
could work, but I only felt comfortable covering
the first on-call. I have no recent obstetric
experience and have never attended an advanced
trauma life support course. Some younger
colleagues were quite surprised to see a ‘senior’
anaesthetist covering the work of a core trainee.
I only had to fill half a slot on the rota with my share
of nights. This was not something I looked forward
to. I am in my fifties now and need my sleep.
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The COVID-19 pandemic has fundamentally changed the nature of
healthcare all over the world and is likely to impact upon our ways of
working for years to come. Anaesthetists of all grades have stepped up,
taking on new roles and responsibilities as a key part of preparedness for
the crisis. The flexibility and transferable skills of SAS doctors have made
them invaluable in the initial response. Here, two members of the College’s
SAS Committee reflect on their experiences.

The biggest surprise was just doing the overnight
shift rather than the whole 24 hours. It makes such
a difference to spend the day pottering around,
with an afternoon rest and a bath before dinner
and then work. I am lucky not to be juggling child
care and home schooling as many are.
The work itself has been interesting, though less
busy than normal on-calls. We definitely saw
a reduction in patients presenting to hospital,
but when they did come they were often quite
poorly. I have been refreshing dormant skills and
learning a lot from my colleagues in training.
They are so knowledgeable and were very
supportive, though initially unsure what to make
of me. I was so grateful to have an ICU ACCS
trainee attending a medical emergency team call
with me recently. I felt rather out of my depth
(other than popping an ET tube in easily), and she
managed all the phoning and getting us ready to
go to CT scanning then ICU.
Overall, the experience was better than I feared.
However, I cannot recommend an inflatable bed
on the office floor as an aid to restful sleep!

Those who read my previous Bulletin articles
may remember that a significant part of my
decision to leave training was to stop working
at night. Damaging experiences while working
out of hours made it difficult for me to continue
as a trainee, and I had hoped that becoming
a specialty doctor would mean never working
nights again.
Early in the response, SAS anaesthetists in
my department were asked to join consultant
colleagues on a resident rota covering obstetrics,
as well as filling some trainee rota gaps. When I
was asked, a lot of the feelings I had as a trainee
returned. Anxiety, never too far away, bubbled
to the surface. However, I found the support
of my colleagues very reassuring. Several I had
worked with when we were trainees recognised

how stressful this would be for me and were an
important source of strength.
I realised that many of my colleagues were
likewise apprehensive about the coming changes
to their work patterns, as well as the risks
associated with being an anaesthetist during the
pandemic. There would be no better time to face
some demons and challenge myself than when
everyone else was doing so and we all had a
part to play. Knowing that it would be temporary
made it more manageable.
In April, I worked night shifts for the first time in
eight years. I struggled a great deal before the
first set, but I was in a team with excellent people
and I got through them.

Conclusion
Doctors of all grades and in all specialties could write about how their work has changed and
the anxiety this has caused. There have been many descriptions of how individual doctors and
departments have risen to the challenges they faced. As we move into the restoration and recovery
phase, there will be further challenges ahead, but also opportunities. Looking to the future, hopefully
this willingness to rise to the occasion will be recognised by politicians and the public, and some good
can come out of these difficult times.
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Dr Richard Davidson
Consultant in Intensive Care Medicine and Anaesthesia,
Bradford Teaching Hospitals NHS Foundation Trust; Deputy Chair,
Clinical Directors’ Executive Committee
cd@rcoa.ac.uk

Clinical Directors’ Executive Committee

Impact of coronavirus on a
clinical manager

A PERSONAL VIEW

I was working from home on the Friday prior to a recent bank holiday weekend
on call, when my wife returned from work and immediately harangued me for
failing to notice the rank-smelling water of the flowers next to me. This was
attributed to domestic ineptitude on my part.
The following day in acute theatre in
full PPE, the surgeon and scrub nurse
started gagging over a particularly
malodorous procedure. As you will be
aware, there is often a 20-second delay
before the olfactory experience reaches
the top end … but nothing. I went for a
closer sniff … again, nothing. But, then
again, perhaps this was just an example
of a particularly effective fit-test. You’d
have thought I might have put two
and two together and recognised my
anosmia as a symptom of coronavirus,
but no. Our trust had implemented
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universal PPE at an early stage, and

On the Sunday back at the trust, I shared

I was fastidious in my donning and

the information with a colleague, who

doffing, social isolating, and using video

promptly rolled her eyes, asked me if I had

conferencing for my various meetings. I

heard of coronavirus, and took charge,

even ensured that I didn’t hang around

sending me home to self-isolate while

in the theatre coffee rooms, recognising

arranging short-notice cover of my clinical

that these were the most likely places to

responsibilities. I had a polymerise chain

pick it up. There was also the fact that

reaction (PCR) swab the next day and a

illness happens to other people rather

positive result 24 hours later – provided

than me. At home that evening, I shared

almost apologetically by someone

these observations with my wife, and

who advised me rather ominously to

we conducted sufficient sniff testing to

call 111 if things didn’t go well, and who

convince me it was all in my mind.

departed with ‘Good luck!’

I was the first ‘advance trained’
consultant in ICM appointed at the trust
some 20 years ago, joining two other
incumbents, and the ensuing years have
seen many changes. Five years ago, I
relinquished my ICM clinical work to
focus on clinical management (as well
as to take the opportunity to drop nighttime working), so I was interested to see
how I would fare being incorporated
into the new COVID-19 ICU rota. I
found that little had changed and that I
missed none of it. Many of the COVID19 patients were older than me with
co-morbidities, but a nagging minority
were just like me. Prior to COVID-19,
I had never identified personally with
any of the patients who died, but now
I began to feel quite vulnerable. In
addition, the death of my father earlier
this year (he managed to time things so
his funeral just avoided lockdown) made
me reflect on my own mortality.

the event, I developed a mild cough,
headache and fatigue. By day seven I
realised I wasn’t going to succumb, at
least not this time, and decided it was
time to ‘get a grip’ and return to work.

I developed a growing sense of doom
regarding my personal wellbeing and
tried to ignore the conviction that I
would catch coronavirus and do poorly,
so the positive PCR swab was not
welcome. I waited at home for my own
inevitable personal cytokine storm. In

Following the strict social distancing
rules, I assiduously dialled into the
daily clinical reference group ‘Gold
Command’ meetings, although the
technology meant it was more difficult
to contribute as effectively as those
physically in the room. I began to

Prior to the pandemic, I had clinical
managerial responsibility for planned
care. As all the planning was
understandably focused on unplanned
care, suddenly I had a great deal more
time on my hands. I contributed to setting
up the Yorkshire and Humber Nightingale
hospital in Harrogate (not only was it
interesting to be involved but there was
also a shorter commute). I endeavoured
to maintain cancer services displaced to
the local private hospital, whose entire
resources (including staff, ventilators and
syringe pumps) had been redeployed to
support a huge critical care expansion at
the trust, the need for which fortunately
never really materialised.

recognise that I was contributing less
and less of value and made the decision
to step back after nearly 20 years of
clinical management.
The combination of my own personal
circumstances and the coronavirus
pandemic has encouraged me to
reflect and re-evaluate. I’ve rekindled
my enthusiasm for clinical work and
now have capacity to explore many
other interests. I have already reduced
my working hours and, once the fun
of working in full PPE wears off, am
fortunate to be in the position to reduce
them further.
As a footnote: I had antibody testing.
The result was negative!

More information
on the Clinical
Directors’ Network is
available from:

rcoa.ac.uk/clinicaldirector-network
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Carol Pellowe
Chair, RCoA Lay Committee
laycomm@rcoa.ac.uk

Patient perspective

Reflections on lockdown
Now the lockdown is hopefully becoming a
distant memory, I think it is useful to consider
what we have learnt, and how we might
change as a result.
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Most would cite missing their family and
friends as the biggest change. We are,
after all, social creatures, and we enjoy
the company of others. Retired folk who
provided precious childcare for their
grandchildren were the hardest hit, as
they were forbidden from seeing them
and, in many cases, told to shield for
their own protection. This means that
they will be the last to mix with others.
Although my grandson does not require
childcare, he now looks suspiciously at
me as if to say, ‘I thought you lived on a
television screen’!
With pubs, restaurants, gyms, cinemas,
theatres, and concert halls shut, how
we spent our leisure time was severely
affected. By the time you read this
many will have started to re-open, but
the fate of concert halls, theatres, and
pubs may take some time to resolve.
How many of them will have survived is
an even bigger problem.
On the positive side, not being ruled
by a diary and slowing down were a
great bonus. A friend admitted that
she no longer feared FOMO (fear of
missing out!) and in future would refuse
invitations she really was not interested
in. Having the time to appreciate the
garden, bird song and the regimen of
the daily walk became things to savour
and enjoy. It was an opportunity to get
in touch with friends we had not heard
from and catch up. Forgotten projects
were completed, new interests were
taken up, and clearing drawers became
a regular event. Many a household
is waiting for the charity shops or
recycling centre to open to deposit
the excess. I had an interesting time
removing packages from the freezer
that had lost their label and using
them for supper!

contact. Looking after our community
became a key feature. An elderly aunt
did not need special deliveries, but she
agreed to phone three people a week
to chat and check on their welfare.
Several people have commented that
they felt their neighbourhood was more
friendly and well mannered. Was this
the result of the obligatory queue at
the shops? Local shops became more
popular as they rose to the challenge of
finding yeast, eggs, flour, etc.
The re-evaluation of who and
what is important has been quite a
learning curve. The hand-clapping
acknowledged the value of you in the
NHS and of other key workers. I just
hope it results in better pay and more
PPE! And delivery people – those who
deliver milk, post, food, or parcels – we
could never have kept going without
you. But did we always say ‘thank you’
to you before? Although he is not open
yet, I shall greet my hairdresser with
great joy. I never truly appreciated the
wonders he worked.
There were of course downsides
too. This was particularly so for
those with large families in high-rise
accommodation with no access to open
spaces. Home-schooling has been
difficult for those with limited facilities.
How does one school and work at
home when you all need the same
computer or mobile phone? Despite
furlough arrangements, many are very
worried about their financial situation,
and the number accessing food
banks has soared.

I must admit to some trepidation
at travelling on the underground.
No matter, the trains were empty!
However, I have found several people
very wary of travelling again, and this
fear of venturing out again is going
to be a major problem, particularly
for those who have been at home for
most of the lockdown.
I had my first experience of remotely
attending a funeral in a crematorium.
It was dreadful – the sound was poor
and the service was very fast. It was
hardly a suitable way to say goodbye.
Afterwards, the family had to circulate
the eulogy as people online had
not heard it. I am not suggesting
they are all like this, but crematoria
could look at making the experience
more user-friendly.
The worst aspect of lockdown has been
the number of deaths. Despite all our
best efforts, at the time of writing this
article, 45,759 people have died; the
loss this represents is truly shocking.
Whenever I hear people say that this
has been such a productive time, I feel
like retorting, ‘Tell that to those who lost
family and friends’!
I hope there is not a second wave, but
should there be one let us remember
the positive aspects and work to
avoid the bad.

I am sure many have improved their
IT skills. Who knew or used Zoom and
other such platforms beforehand?
Yet now many households use them
regularly for meetings, classes, and
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Revalidation for anaesthetists

Continuing professional
development after COVID-19
The summer months saw some significant developments in respect of CPD
at the College. One of these was a change to the CPD accreditation scheme
whereby virtual learning applications may now be made, while another saw the
launch of a much-enhanced version of a members’ online learning resource.
With a post-COVID ‘new normal’ likely
to feature more virtual CPD learning
as opposed to face-to-face events – at
least for the short to middle term, formal
accreditation can now be applied for. This
will be conditional on the events featuring
some form of interactive learning, for
example the opportunity for participants
to be able to directly ask questions of the
faculty either at the end of each of their
sessions and/or in a scheduled round-up
session or panel discussion at the end.
As is the case for face-to-face events,
feedback should be requested from
the participants, a summary of which
should be made available to the
College upon request as part of our
quality assurance processes. This new
approach for the CPD accreditation of
virtual learning is going to be trialled
initially until the end of 2020.
Applications for CPD accreditation
should still be made in the same way,
via the online form at lifelong.rcoa.
ac.uk/submit-cpd-event, and the same
two-stage review process featuring an
administrative check at the College
followed by a technical check by a CPD
Assessor will remain in place.
The impact of the pandemic also
understandably saw an increase in
participation in personal study being
recorded as CPD. An excellent example
of this is the online learning which
is available through BJA Education

24 |

(formerly Continuing Education in
Anaesthesia, Critical Care and Pain).
All current subscribing members of
the College are eligible to access this
resource, which offers an MCQ test for
each article for which a ‘pass’ generates
a PDF certificate of completion.
Some recent enhancements to BJA
Education online include the features
that more than one attempt can be
made for each of the MCQ tests, the
pass certificate is emailed directly to
the user, the rationale for each of the
answers is provided upon completion
to assist with reflective learning, and
the site features a fully customisable
personal course history transcript which
can be added into the user’s Lifelong
Learning Platform account.
This essential resource can be
accessed at bjaed.org/cme/home
and completion of each course
attracts one CPD credit.

Chris Kennedy
RCoA CPD and
Revalidation Co-ordinator
cpd@rcoa.ac.uk

PERIOPERATIVE JOURNAL WATCH
Dr Arun Sahni, ST6, Barts and The London School of Anaesthesia, Dr Charlotte Crossland, ST4, Kent, Surrey & Sussex Deanery

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.
Risks to healthcare workers
following tracheal intubation
of patients with COVID-19:
a prospective international
multicentre cohort study
Tracheal intubation is thought
to be the greatest risk for the
nosocomial transmission of
COVID-19 to healthcare workers.
This risk has not been quantified.
For each intubation episode
of a suspected or confirmed
patient of COVID-19, this
group prospectively recorded
information on personal
protective equipment use
and the intubation procedure.
Subsequent self-reported
COVID-19 infection status of
the provider was also followed
up. Primary endpoint was the
incidence of confirmed diagnosis
of COVID-19 or symptoms
requiring self-isolation or
hospitalisation.
The group recorded data
from 5,148 intubations across
503 hospitals in 17 countries.
Overall incidence of the primary
endpoint was 10.7 per cent. The
risk of the primary endpoint
was increased in females and
varied by country. The authors
are cautious about drawing
conclusions from the study, but
hope that the data may assist in
the planning and delivery of safe
healthcare during the pandemic.
El-Boghdadly K. Anaesthesia
(doi:10.1111/anae.15170).

The association of preoperative anaemia with
morbidity and mortality after
emergency laparotomy

Why women are not small
men: sex-related differences in
perioperative cardiopulmonary
exercise testing

Preoperative anaemia
is associated with poor
postoperative outcome in the
elective setting. This relationship
is unclear in emergency surgery.
This group looked at National
Emergency Laparotomy Audit
data collected over four years.
Anaemia was classified as mild,
moderate, or severe according
to the WHO criteria. The primary
outcome was 90-day mortality.

CPET is widely used to quantify
risk surrounding major surgery.
Although sex-related differences
in physical fitness are reported
in non-perioperative literature,
there is no research into the
impact of these differences
perioperatively. The authors
explored differences in physical
fitness variables of 703 patients
undergoing CPET before
colorectal surgery from a
recently published multicentre
trial. Both oxygen consumption
at anaerobic threshold and peak
exercise were significantly higher
in males than in females, despite
correcting for body weight. The
authors also summarised the
female inclusion rate in peerreviewed published reports of
perioperative CPET and found
69% of participants were male.
These findings require validation
in larger cohorts and may have
significant implications for
both sexes in the perioperative
application of CPET.

Data was available for 86,763
patients. 52% of patients were
anaemic preoperatively. 29% of
all patients had mild anaemia,
21% had moderate anaemia
and 2% had severe anaemia.
90-day mortality was 11% in
those patients who were not
anaemic and 18% in those who
were. Anaemia was associated
with increased 90-day mortality;
odds ratios were: mild – 1.15;
moderate – 1.44; and severe
– 1.42. Moderate and severe
anaemia was also associated
with unplanned return to theatre,
and preoperative anaemia was
also associated with increased
postoperative hospital length
of stay. The authors conclude
that anaemia is common in
those undergoing emergency
laparotomy and is associated with
increased mortality and morbidity.

Thomas G et al. Perioperative
Medicine 2020, Vol 9, 18.

Mortality and pulmonary
complications in patients
undergoing surgery with
perioperative SARS-CoV-2
infection: an international
cohort study
The collaborative looked at
the impact of the worldwide
pandemic of severe acute
respiratory syndrome
coronavirus 2 (SARS-CoV-2)
on postoperative recovery.
This international, multicentre,
cohort study looked at 1,128
patients in 24 countries and
included patients with SARSCoV-2 infection confirmed
between 7 days pre- or 30 days
postoperatively. Overall 30-day
mortality was 24%. Pulmonary
complications occurred in
51%; 30-day mortality in
these was 38%. Mortality
was associated with male
sex, age over 70 years, ASA
Grades 3–5, malignancy, and
emergency surgery. In summary
postoperative pulmonary
complications occur in half
of patients with SARS-CoV-2
and are associated with high
mortality. The authors conclude
that thresholds for surgery
during the COVID-19 pandemic
should be higher than normal.
COVIDsurg Collaborative.
Lancet. Online First Published,
29 May 2020.

Boyd-Carson H et al. Anaesth
2020;75(7):904–912
(doi:10.1111/anae.15021).

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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See the joint statement by the
RCoA President and Deans
of FPM and FICM on racism,
discrimination and diversity
within healthcare:
https://bit.ly/RCoARDDs

I first noticed something wasn’t quite right during medical
school: most consultants were white, while non-white doctors
were mainly SAS grades. I heard stories of job applications
where CVs of those with ‘unpronounceable’ names were
thrown in the bin, and decided there and then to intercalate a
BSc to enhance my ‘unpronounceable’ CV.
I was so wrapped up in work that I missed some of the subtle
statements. I was often assumed to be a porter, and many
times nurses would assume I was a healthcare assistant and
ask me to fetch things for them. Basically I didn’t look like
their idea of a doctor.
Interestingly, the reaction I would get from our black patients
was completely different. They would be in awe of me when
they found out I was their doctor. Some would ask for my
picture or telephone number to pass on to relatives, and they
would tell me things they wouldn’t tell my colleagues: their
fears, their hopes, their stories.

MINORITY REPORT
Dr Olusegun Olusanya and Dr Adrian Wong
discuss their experiences of training in the UK
Dr Olusegun Olusanya
Specialty Trainee in Intensive Care Medicine,
St Bartholomew’s Hospital, London
segs@doctors.org.uk

Dr Adrian Wong
Consultant in Intensive Care Medicine and
Anaesthesia, King’s College Hospital, London
avkwong@mac.com

I once looked after a young black victim of a gang-related
stabbing, who was getting very irate with the (white) nurse
looking after him. It escalated to a standoff, and he received
a warning from the hospital. His attitude changed completely
when I sat with him. He talked with regret about how the
conflict had escalated and how upset he was at being labelled
‘dangerous’. I remained his personal physician during his stay
on the ICU, and all his interactions for the rest of his stay
were very pleasant.
The death of George Floyd is still difficult for me to talk
about. He looks like me, he has my skin. I still haven’t watched
the video – I don’t think I ever will. Also, my experience
working on the intensive care unit during the COVID-19 surge
was awful – seeing people who looked and sounded like me
come into hospital and be intubated and ventilated. It felt like
a plague against my people, against me.
I do think black people are under-represented in anaesthesia
and intensive care. I’m in a WhatsApp group of black London
anaesthetic trainees, and I think there are eight of us – very
low for a large specialty in a multicultural city like London. We
urgently need to look at this and consider what we need to
do to redress the balance.

Dr Olusegun Olusanya
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My schooling in Malaysia and Singapore followed the British
system. While Malaysia’s Bumiputera policy made things
more difficult for those of Chinese descent, Singapore
drummed into me the concept of the meritocracy – work
hard, work harder, the end. I had an English name, and never
used my Chinese one. At medical school I don’t remember
being taught by a single Chinese doctor, but there were
other Chinese students around so I certainly didn’t feel alone.
Although I don’t feel we got treated very differently, I do
remember my family constantly reminding me that I was in a
foreign land and would never belong: I should come back to
Singapore if I wanted to reach my full potential.
During my training I was usually the only Chinese doctor
around and normally the only Chinese person at any
interviews I attended. This changed when I started anaesthetic
training, when there was another Chinese registrar in the
hospital (we are both ICU consultants now). We kept being
mistaken for each other, and everyone said we looked alike.
We didn’t. Jokingly, people thought we were both constantly
in the hospital.
Thinking back, I have been afforded many opportunities: my
family were fantastically supportive, and I could concentrate
on studying, rather than having to have a part-time job to
make ends meet. Training in anaesthesia is challenging, but I
don’t think I was that different from any of my colleagues.
I have always felt that, as a Chinese person, I was less
discriminated against than black people. However, the start
of this year brought the COVID-19 pandemic. I noticed that
people started avoiding me in the street, worried that I would
infect them with the virus I had brought over from China. At
one point I was in a supermarket and someone shouted over
‘take your virus home, this is England’. I said nothing at the
time and to this day feel guilty about not challenging it.
Personally, I never thought of myself as a Black, Asian and
Minority Ethnic (BAME) – being Chinese, I am in the ‘others’
category. English is my first language, and I consider the UK
home. COVID-19 has made me reflect more deeply about the
issue of race and the invisible barriers that I have no doubt exist.
I think Chinese-origin people are better represented than black
doctors in anaesthesia. Writing all of this, I question whether
I was too naive in holding on to meritocracy as the guiding
compass in progression. It is no longer enough not to be a
racist, we need to tackle the issue with direct intervention.

Dr Adrian Wong
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Dr Laura Elgie, Airway Fellow, University College London Hospitals*
Dr Emilie Martinoni Hoogenboom, Consultant Anaesthetist, University College London Hospitals
Dr Abigail Whiteman, Consultant Anaesthetist, University College London Hospitals

AIRWAY MATTERS

Airway education on a
global scale
In January 2020 we launched the world’s first airway management MOOC
(Massive Open Online Course), attracting 16,000 multidisciplinary learners
from around the world. We have described the background to Airway Matters
and its structure in a previous edition of the Bulletin.1 In this article we discuss
the impact and reach of Airway Matters so far and the adaptations we
included to contribute to the COVID-19 response.
Airway Matters was designed to
introduce the key concepts behind safe
airway management and to meet the
learning needs of all members of the
multidisciplinary team involved in airway
management. The key to its success was
making Airway Matters short, accessible
and free. The course is delivered in a
series of 15–20 minute bite-size ‘steps’
(videos, articles, audio recordings,
quizzes), which can be accessed by
learners at any point over a five-week
period. Aside from its educational
content, Airway Matters also provides a
platform for discussion among learners,
enhancing the educational experience
through conversation, debate and
interaction with the team of educators.
To date we have hosted two runs of
the course attracting more than 16,000
learner enrolments from 161 countries.
All members of the multidisciplinary
team were well represented: doctors
from a wide range of specialties,
physiotherapists, paramedics, nurses,
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anaesthesia associates and operating
department practitioners (ODPs), as well
as undergraduates of these disciplines.
Forty-nine per cent of the learners joined
from the UK, and we were pleased to see
that 27 per cent joined from countries
with low- or middle-income economies.
To date, learners have completed more
than 300,000 learning ‘steps’ and posted
more than 12,000 comments.
As course educators, it was very
interesting and rewarding to facilitate
and participate in discussions with
colleagues from around the world, and
to share and compare systems – and
challenges – within our workplaces.
There was great debate, for example,
around using videolaryngoscopy for
the first attempt at intubation. Learners
weighed up the benefits of increasing
familiarity with the technique and
increasing the chance of successful
intubation against the cost and
perceived potential to deskill in direct
laryngoscopy. Hundreds of learners

shared their stories of managing
patients with difficult airways or who
required an emergency front-of-neck
airway, as well as their experiences of
how human-factors training and simple
interventions like checklists improved
team performance. Steps on the Vortex
Approach,2 the Airway Spider model
of human factors and ergonomics,3
and those describing airway and
gastric ultrasound also generated
great discussions.
We had initial reservations as to whether
online learning could be successfully
translated into the practical application
of skills. However, 98 per cent of
learners in the post-course survey stated
that they had gained new knowledge
or skills through joining Airway Matters,
and 70 per cent had already applied
what they had learnt by the end of the
course. Meeting our ambition of being
one small step towards improving airway
safety globally, we were delighted that
83 per cent had already shared what they

©JD Williamson.co.uk

had learnt with others. Online learning
without face-to-face educator interaction
is often disliked among the healthcare
community, but, due to its varied delivery
and lively forum discussions, the course
exceeded or met the expectations of
99 per cent of learners.
Airway Matters also improved our local
multidisciplinary teaching: we used
topics from each week of Airway Matters
to deliver five interactive blended
learning sessions to our ODP colleagues
at University College London Hospitals.
The ODPs were encouraged to review
the course material before and after the
session to consolidate their learning, and
the feedback these sessions received
was very positive. We would encourage
all departments to adopt a similar model.
The reach of Airway Matters meant we
were in the ideal position to contribute
to global teaching as the healthcare
world braced itself for the COVID-19
pandemic. We rapidly brought together
a group of experts who contributed
new steps on safe airway management
in patients with COVID-19, which were
incorporated into the second run of
the course in April 2020. These new
steps include information on personal

protective equipment, consensus
guidelines for airway management
in patients with COVID-19, and a
simulation demonstrating an emergency
intubation of a patient with COVID-19.

References

COVID-19 has changed the landscape
of medicine, anaesthesia and medical
education significantly since Airway
Matters was first launched. There is a more
pressing need for safe multidisciplinary
airway management and systems that will
enable us to do the best for our patients
through masks, visors and layers upon
layers of gloves. We feel privileged to
have contributed towards the creation
of an open-access, flexible educational
resource that supports distance learning
on such an important subject and are
grateful to our many colleagues and
patients who have contributed.

3 Kelly FE, Bahagrath R, McNarry A. The
‘airway spider’: an educational tool for
teaching human factors and ergonomics
in airway management. Anaesth
2018;73(2):257–258.

The third run of Airway Matters
starts later this month (September
2020) so there is still time for you
and your teams to join us. We hope
you find the resources helpful,
both for your own learning and for
teaching others. To sign up please
visit our website at futurelearn.com/
courses/airway-matters or by using
the QR code above.

1

Elgie L et al. Airway matters: improving
safety through education. RCoA Bulletin
2020;120:42–43.

2 The Vortext approach to airway
management (http://vortexapproach.org).

*Corresponding author:
L.Elgie@nhs.net

‘Great course. Although I have
been a consultant anaesthetist
for many years, I am learning or
updating my knowledge.’
Airway Matters learner
February 2020
‘It was a great review and I got to learn
so much in a fun way. Reading through
learners’ comments also helps recognise
their points of view and seems to be
another learning tool here!’
Airway Matters learner,
February 2020
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What is coaching, and
why might it be a valuable
resource?

Dr Ciara Donohue
Consultant Anaesthetist, Royal Free London NHS Trust
ciara.donohue@nhs.net

COACHING THROUGH COVID-19:
psychological safety and
compassion
On behalf of the Royal Free Anaesthesia Wellbeing Group
As we watched international news unfold in early March with a sense of
impending dread, there was a realisation that, as clinicians on the sharp end of
the COVID-19 surge, we would need to look after ourselves, our colleagues
and our patients like never before.
While COVID-19 preparations
intensified at work, I was contacted by
a team of professional coaches who
had a seedling of an idea – to harness
their expertise and networks and deliver
pro bono coaching to as many NHS
and key workers as possible, as quickly
and simply as possible. Finding myself
in a non-patient-facing role, I took the
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opportunity to join the core team as
a clinician coaching champion. The
‘Coaching through COVID-19’ (CTC)
programme was devised in the spirit
of agility and responsiveness to meet
the needs of the overwhelmed NHS
frontline it sought to serve. A pilot
carried out at the Royal Free Hospital
in London had matched over 200

colleagues to professional coaches at
the time of writing – from porters to
medical directors. Feedback has been
used to guide the project and has
demonstrated the profoundly positive
impact experienced by participants.
CTC has since been extended to
other NHS trusts and care homes
(https://bit.ly/2NGhKQ6).

The COVID-19 pandemic will
represent a watershed moment for
many – with a before and after in
terms of careers and lives; a time when
previous comforts, structures and norms
were replaced with much anxiety and
uncertainty. Against this backdrop,
CTC coaching offers an impartial,
skilled listening ear, providing a safe
space in which the coaching participant
can unload, explore, process, gain
clarity, build resource, and learn. A
coaching relationship, particularly in
the current climate, can enable the
coachee to negotiate challenges from
a more resilient place and facilitate
growth from adversity.

psychologically unsafe environments
risk taking, open discussion, creativity
and innovation are more likely to
be suppressed. Unsurprisingly,
organisations such as Google have
embraced PS, demonstrating it
to be the most significant feature
of their highest performing teams
(https://nyti.ms/3eLSjZD).

What makes a successful
team?

Mindfulness
Mindfulness (purposeful attention to the
present) is a skill and tool that can be used
to resource, build resilience, and improve
mental health. A wealth of evidence
supports the emerging role and benefits
of mindfulness in mainstream society,
healthcare, education and business
settings (themindfulnessinitiative.org).

Psychological safety
‘No one comes up with a
good idea when being chased by a
tiger’
Member of the Tesla board to
Elon Musk
Psychological safety (PS) is a belief that
one will not be punished or humiliated
for speaking up with ideas, questions,
concerns or mistakes. Conversely, in

‘Connection and compassion
are certain, unchanging and
provide a safe refuge in the
face of this onslaught on health
and care systems and our wider
communities’
Professor Michael West,
The King’s Fund

Core principles of the
programme
The principles of mindfulness,
psychological safety, and compassion
were embedded in every aspect of the
CTC programme.

Compassion at Work™

Professor Amy Edmondson used
hospital settings as an early
foundation for the development of
the Psychological Safety Index (PSI),
which maps how team members
perceive the level of PS based on four
parameters: inclusion and diversity of
thought, willingness to help, attitude to
risk and failure, and open conversation
(fearlessorganization.com). PS was
explicitly fostered and measured to
maximise the efficacy and impact of
the CTC core team and project. It was
a refreshing, if unfamiliar, team-working
environment compared to NHS norms.
Building PS into our clinical teams
and workplaces has the potential to
transform how we collectively tackle
critical issues raised by the COVID19 pandemic. It might also create the
transparency and flattened hierarchy in
which patient safety can truly thrive.

Compassion is an innate human
quality that enables connection and
social interaction. When eroded, an
individual’s joy from work, ability to
collaborate and even the doctor–
patient relationship itself can be
impaired. The Compassion Institute
(with origins in Stanford Medical School)
has developed ‘Compassion at Work:
Preventing Burnout in Healthcare’,
a course specifically designed for
clinicians (https://bit.ly/2YMfmh7). The
Royal Free’s anaesthesia and critical
care department was offered pro
bono access to this virtual course, with
28 participants signing up to the sixweek programme. This is the first time
the course has been run in the NHS,
and it has been a timely wellbeing
intervention and step towards better
self- and group care. Evaluation of the
impact of the Compassion at WorkTM
course is underway.
An organisation that embraces the
insights and clarity of coaching, the
innovative potential of psychologically
safe teams, and the nourishment of self
and group compassion, might nurture
a healthier, happier, more effective
workforce, better placed to deal with
the evolving challenges of our post
COVID-19 world.
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I wanted to help, but I was concerned
that the situation in ICU must be worse
than I had imagined, especially if they
were recruiting community-based
doctors with limited ICU experience.
My thoughts spiralled, and I had visions
of being completely out of my depth,
looking after the sickest patients and
being required to undertake procedures
I was not comfortable with. I was also
nervous about leaving my team and the
specialty I enjoy so much, to work in a
very different environment.

Dr Eleanor Crook
ST4 in Genito-urinary Medicine, Imperial College
Healthcare NHS Trust
ellie.crook@nhs.net

SWAPPING STIs FOR ICU
No doctor ever expects to suddenly be asked to work in a different
specialty for an undisclosed period of time. Certainly, as a registrar
in sexual health and HIV, I did not expect to be spending much time
on the wards, let alone going back to work on the frontline in the
intensive care unit (ICU). So, when I received an email from my trust
thanking me for ‘volunteering’ to join the ICU during the COVID-19
outbreak, I felt overwhelmed and quite nauseous.
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Despite these reservations, my
experience of redeployment was
actually very positive. Shortly after the
initial email, I received communication
from the ICU team itself inviting
me to join a series of ‘cross-skilling’
webinars. These were interactive
lectures on the basics of ICU, covering
topics such as mechanical ventilation
and respiratory failure. They were
delivered by intensivists who were
self-isolating, and this allowed plenty
of time to ask questions. During
these webinars I was also reassured
that doctors being redeployed to
ICU would not be expected to work
beyond their capability, which I found
very reassuring. Following this, I spent
the day shadowing the ICU team and
received my new rota – I was assigned
to the new expanded ICU in what had
been the post-theatre recovery suite.
The repurposed ICU area was staffed
by redeployed anaesthetic consultants
and juniors. I was welcomed to the
team and overcome by how supportive
everyone was. I was reassured that
there were plenty of people with
much more recent experience than
me who would be able to undertake
the practical procedures I had been so
nervous about.

I was impressed by the team spirit of
everyone I have come into contact with.
The consultants at the sexual health
clinic checked in at least weekly to
make sure we were coping, to remind us
that even though we were temporarily
redeployed we were still a team, and to
encourage us to get in contact anytime.
The anaesthetic team were brilliant. They
were so welcoming and supportive, and I
could not have asked to work in a better
team. Despite the fact that they were
also redeployed, they took the time to
make me feel comfortable in my new
environment, highlighted the attributes
I could bring to the new, diverse ICU
team, and never made me feel out of
place. They helped me realise that I
had initially undersold myself and that,
although I wasn’t an ICU registrar or
airway trained, I did have important skills
that I was able to bring to a new and
ever-changing environment.
Since being de-deployed I have
reflected on my time in ICU and what
I learnt from it. Surprisingly, what I
learnt most was not about ventilation
or central lines, but the overwhelming
importance of effective communication.
Social-distancing measures prevented
visiting, and so good communication
with relatives was essential as we were
the only link between them and their
loved ones. As a registrar in sexual health
and HIV, complex discussions around
sensitive issues are commonplace for

me, and thus I consider my
communication skills one of my greatest
strengths. However, these skills were
tested in ICU as I found it very difficult
to explain a situation or management
plan to patients’ relatives when they were
unable to visualise what you were talking
about and when they have not seen the
wires, tubes and machines in person.
It emphasised to me the importance
of clear, jargon-free explanations and
of ensuring that sufficient time was set
aside for discussion.
When I returned to my own specialty
it was very different from when I left.
We have had to adapt due to socialdistancing measures, and telemedicine
has become the default for routine
appointments. Having consultations
over the phone is invariably difficult,
especially if the issue is sensitive, but
the experience I gained in ICU has
helped make this transition easier.
If there is a second peak, I would
encourage anyone considering
redeployment to embrace it. It is not
only an opportunity to help out the
NHS at a critical time, but also a chance
to experience new environments and
find the strengths and skills that you can
bring to a new team.

I wanted to help, but I was
concerned that the situation
in ICU must be worse than I
had imagined
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Dr Rachael Grimaldi
ST6 Anaesthesia, Brighton and Sussex University Hospitals NHS Trust;
Founder and CEO of CARDMEDIC
rachaelgrimaldi@cardmedic.com

The story of CARDMEDIC:
breaking the PPE barrier
While on maternity leave, with three children under four, my overwhelming
instinct in March was to immediately return to frontline work. Visiting family
in the United States before the pandemic started, we tried flying home early
when things escalated. Our flights were cancelled seven times, and, as I write
this in June, I am still unsure when we will get back.
With daily updates from friends and
colleagues, and glued to the news, I
was desperate to help.
Then I read an inspiring story.
A COVID-19 patient had been to
intensive care and described feeling
terrified when he was unable to
understand healthcare staff through the
PPE. How could this communication
challenge be overcome? I thought
about existing approaches of writing
messages on paper/whiteboards,
or using communication boards.
The global societal need for clear
communication had been severely
disrupted, and this didn’t seem a
practical and scalable solution for the
pandemic; so, I thought digital.
What aspects of care would I be most
likely to talk to patients about? What if I
wrote these conversations down simply
and succinctly to help convey and glean
critical information? What would this
look like? I asked friends and colleagues
across the UK, and they said a tool
didn’t exist in this format. I created an
A–Z online ‘directory’ of flashcards
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on common topics, written as if I
were talking to the patient, covering
salient points and asking basic (mostly
yes/no) questions.
From concept to launch in 72 hours;
CARDMEDIC (cardmedic.com) was
created on 1 April. Within ten days, we
built an app. Users visit the website or
app, choose their topic(s) and display
the screen to patients; downloadable
PDFs are also available.
I was encouraged to join Twitter and
within three weeks had 8,000 users
across 50 countries; within eight weeks,
there were 35,000 in 120 countries
and more than 11,500 app downloads.
National TV, radio, newspaper and
magazine coverage, along with
webinars, podcasts and articles/blogs,
also spread the word.
Initial help with critical-care-nursing
flashcards (huge thanks Emma
Richardson!) – quickly followed by
other specialties offering their help
through personal contacts, Twitter or
the website – grew the content.

The website and app have been
professionally translated into six
languages, with another 10–15 humantranslated languages underway. It offers
a read-aloud function for those with
visual impairment, literacy issues, or
who are too unwell to read. Users can
upload their name, role and photo to the
app, so patients can see who is ‘behind
the mask’. It also has a free-text section
and translation functionality for open
conversations between staff and patient.
An independent academic evaluation
using simulated patients, led by Dr Mary
Darking from the University of Brighton
and Dr Kate Regan from Brighton and
Sussex University Hospitals NHS Trust,
demonstrated a 25 per cent increase in
confidence in understanding a healthcare
worker in PPE with CARDMEDIC
than without it. Overall, confidence
improved by 28 per cent, to 95 per
cent. Results are likely to be significantly
higher for those who are unwell or who
have communication needs.
A fantastic group of speech and
language therapists and learning-

disability nurses are enhancing
accessibility by the use of symbols and
simple English. The Royal Association
for Deaf People together with Inclusive
Fruit are translating the site into British
Sign Language, with Chime hopefully
translating into Irish Sign Language.
All the above has been achieved primarily
through the incredible generosity of
people and organisations donating their
time, services and expertise (as well as
immense support and patience from
my husband, parents, children, family
and friends, with a special mention to
Scarlett Brandley and Kate Fraser). There
are too many to mention here, but the
University of Brighton, Patient Safety
Learning, and the Department for
International Trade have championed
the cause! My anaesthetics department
kindly covered a proportion of startup costs, and a private donor paid for
version one of the app.

What I initially intended to share with
friends, rapidly became a 20-hour-aday project. Along the way, it’s been
fast-tracked through the Defence
Medical Services Clinical Research
and Innovation Gateway COVID-19
Taskforce and disseminated across
the UK; recruited by the Department
for International Trade for inclusion
in the Healthcare UK Digital Health
Export Offer; been accepted onto
TheHill Accelerator Programme run
by Oxford University Hospitals NHS
Foundation Trust, Oxford University
and Oxford Brookes University; been
awarded an Innovate UK grant; and
received the Points of Light award
from the prime minister for volunteer
services to COVID-19.
Feedback from staff, patients and the
public highlights a post-pandemic
need for CARDMEDIC, particularly for
patients with additional communication

needs, including language barriers,
and visual, hearing and cognitive
impairments. I have been shocked and
saddened to discover the pervasive
and persistent health inequalities
that exist, despite the Accessible
Information Standard. I feel responsible
and am passionate to continue what I
started, expanding content, functionality
and accessibility, while keeping it free
for the end-user.
Miscommunication can incite
significant harm, risking patient safety
and quality of care. My goal is to
mitigate these risks by providing
a flexible communication tool in
the immediate- and long-term to
help overcome these challenges
and inequalities. To this end, I am
exploring how to generate revenue,
enabling sustainability through grants,
crowdfunding and/or investment.
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Dr Hilary Swales
RCoA Lead for Patient
Information

RCoA RESOURCES FOR PATIENTS
Information you can trust
COVID-19 has confirmed how easy it is for unreliable health information and
‘myths’ about medical conditions to take hold of public opinion. We all know
how tempting it is for patients to turn to Dr Google when looking for answers
about medical conditions and procedures, including anaesthesia.
Anaesthesia can be daunting for many
patients and somewhat ‘shrouded
in mystery’ with its own fair share of
misunderstandings about its safety,
such as the fear of ‘not waking up’. The
enquiries that the College receives from
patients reveal that very often they are
more worried about the anaesthetic
than they are about the surgery itself.
There is also the assumption that
any complications or problems after
an operation are the result of the
anaesthetic, rather than of the surgery
or the normal stress response to surgery.
The College, as the body representing
the specialty of anaesthesia, has a duty,
as set out in its strategy (rcoa.ac.uk/
strategy-vision), to ‘review and refine the
information available to patients and the
public, and to improve its accessibility’,
and to educate and inform about this
critical medical specialty, without which
modern surgery would not be possible.
The Patient Information Group of
the College has always striven to
provide high-quality patient information
resources to College members
(rcoa.ac.uk/patientinfo/resources),
preoperative assessment clinics and
patients approaching anaesthesia.

In recent years, membership of
the Patient Information Forum
(PIF) (pifonline.org.uk/projects/
project-quality-mark) has given us
access to resources and events,
which revealed the complexities and
factors that need to be considered
when producing truly highquality health information, such as
accessibility, user involvement and
measuring impact.
We were delighted to be invited
by PIF to be part of their pilot for a
new accreditation scheme for health
information, the PIF TICK (Trusted
Information Creator Kitemark:
pifonline.org.uk/pif-tick). The scheme
builds on the principles for highquality health information set out by
the NHS Information Standard
(england.nhs.uk/tis/our-members)
(whose accreditation scheme has
now been discontinued), and includes
some new ones (Figure 1). We were
pleased to find that we were already
taking many of the steps to ensure
reliable quality of our resources,
yet we learnt the importance of
documenting this process and
increased user involvement.

Benefits for our members,
preoperative assessment
clinics and their patients
Achieving and maintaining
certification through the PIF
TICK offers College staff and leads
responsible for patient information
the benchmark tools needed
to align the production of our
resources to robust criteria and to
ensure consistency of quality across
the full range of College patient
information resources.
It also ensures the maintenance of high
standards of quality over many years
to come, and future-proofs it against
any changes in staff and leads at the
College through a comprehensive
process document covering all
aspects of the production of patient
information, based on the criteria set by
the TICK accreditation scheme.
The certification mark provides our
members and the millions of patients
undergoing surgery every year with
the assurance that College patient
resources are high quality, accessible
and evidence based, that is, information
they can trust.

The Royal College of Anaesthetists was certified under the
PIF TICK in April, and are the first medical royal college to
receive accreditation under the scheme.
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Figure 1 The 10 criteria
used by PIF to assess an
organisation’s patient
information

1

Elena Fabbrani
RCoA Policy and Patient
Information Manager

Patient information resources available on the
College website
Answers to frequently asked questions
about anaesthesia
rcoa.ac.uk/patientinfo/faqs

Information is created
using a consistent and
documented process.
Staff are trained and
supported to produce
high-quality information.

Information on how to prepare for an operation
rcoa.ac.uk/fitterbettersooner

3

Information meets an
identified consumer
need.

Information on the different anaesthetics for
common operations
rcoa.ac.uk/patientinfo/leaflets-video-resources

4

Information is based on
reliable, up-to-date
evidence.

5

Patients are involved
in the development of
health information.

2

6
7

8
9

10

The risks of anaesthesia
rcoa.ac.uk/patientinfo/risk
Resources for children, young people and
their carers
rcoa.ac.uk/childrensinfo

Information is written in
plain English.

Translations of our most popular leaflets in the
20+ most spoken languages In the UK
rcoa.ac.uk/patientinfo/translations

Print and digital
information is easy to
use and navigate.
Users can give feedback
on information.
Information is promoted
to make sure it reaches
those who need it.
The impact of
information is measured.

EASY
READ

Accessible resources, including Easy Read leaflets
rcoa.ac.uk/patientinfo/easyread

Anaesthesia and perioperative care
rcoa.ac.uk/patientinfo/anaesthesia-perioperative

Anaesthetists and how they are trained
rcoa.ac.uk/patientinfo/how-are-anaesthetists-trained
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Dr Anthony Rimmer
Simulation Fellow
Anaesthetics/ITU, Royal
Gwent Hospital, Newport,
Wales
Dr Vimla Victor
Consultant Anaesthetist,
Royal Gwent Hospital,
Newport, Wales
Dr Libby Duff
Consultant Anaesthetist,
Royal Gwent Hospital,
Newport, Wales
Dr Cristina Diaz-Navarro
Consultant Anaesthetist,
University Hospital of Wales,
Cardiff
*Corresponding author:
a.dhadda@hotmail.co.uk

Simulation for
professionalism
and human factors
training
Anaesthesia is a leading clinical specialty in the use
of simulation education to learn, practise and reflect
on acute clinical scenarios and critical incidents.
However, while other high-stakes and high-pressure
occupations, such as the aviation industry, have
standardised their use of simulation for human factors
training, it is only more recently that non-technical
skills training has been given due consideration in
anaesthesia. Non-technical skills are integral to our
professional performance.
The development of professional
values, skills and behaviours is crucial in
achieving a high standard of patient care
as part of both routine and emergency
anaesthetic practice. This has perhaps
become even more relevant in recent
times with the coronavirus pandemic,
where healthcare professionals are
working outside of their normal areas
of practice, under extreme pressures,
in an environment where there are
extra layers (figuratively, and quite
literally!) of difficulty in communication
and teamworking.
In 2018, the College published its
Simulation strategy,1 in which simulation
is highlighted as a tool to support
or enhance curriculum delivery for
non-technical skills such as situational
awareness, multi-professional team
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working and leadership. Building
on this concept, we decided to
design a simulation course focused
on developing generic professional
capabilities among anaesthetists.
We held the first Professionalism
Simulation Day for first-year anaesthetic
(Core and ACCS) trainees in the Welsh
School of Anaesthesia, on Friday
10 January 2020 in Cardiff. The day
was attended by 23 trainees from
across Wales, and they were split
into five smaller groups led by two
facilitators each. The course was
split into sessions, listed below, each
including a scenario and/or simulation
exercise, with educational objectives
mapped to specific domains within
the GMC’s Generic Professional
Capabilities Framework2 –

1 Professional values and behaviours.
2 Communication and interpersonal
skills.
3 Dealing with complexity and
uncertainty.
4 Teamworking and leadership.
Scenarios included an out-of-theatre
peri-arrest scenario. Within their small
groups, each delegate was given a role
representing a member of the periarrest team (ie, medical and surgical
registrar, on-call anaesthetic SHO,
on-call intensive care trainee) and
a brief outlining their priorities for a
deteriorating patient. This was followed
by a group debrief where the delegates
discussed what they felt their individual
challenges and priorities were, which
varied depending on their role and
brief. A shared debrief between all
delegates then highlighted how each
member of the acute team had different
perspectives and priorities for managing
the patient, and there was a discussion
on how we can try and get the best
from each member of the team in an
emergency setting.
The day also included innovative
simulation exercises, including a
‘Hand-it-on’ exercise, described by
Dieckmann et al that was adapted as a
cardiac-arrest scenario.3 This exercise
started by introducing a coin to each
small group which was circulated
around the group, continuously, which
represented the requirement to provide
ongoing chest compressions. Slowly
more ‘events’ were introduced into each
group, for example a ruler was passed
to the next-but-one person to represent
adrenaline boluses, before a tennis ball
was added in to represent delivering
a ‘shock’, all while ensuring the chest
compression (coin being passed
around) was continuous. A debriefing
followed where there was a discussion
about how critical incidents, such as
cardiac arrests, are evolving situations
where there are often many different

Delegates completed time-pressured
challenges against other groups

The development of professional
values, skills and behaviours is crucial
in achieving a high standard of patient
care as part of both routine and
emergency anaesthetic practice
tasks that are required simultaneously,
and how to adapt to and manage
these effectively.
We included a wellbeing and resilience
session that addressed some of the
specific challenges faced during
anaesthetic training, as well as strategies
to promote wellbeing at work. The day
finished with an interactive teamworking
and leadership session, where delegates
completed time-pressured challenges
against the other groups (pictured). This
was followed by a discussion reflecting
on how these skills are utilised in
anaesthetic practice. Course feedback
showed that the day was very well
received, with trainees consistently
rating each of the individual sessions,
as well as the overall day, as ‘excellent’.
In addition, 100 per cent of delegates
stated they would recommend the day
to future CT1 trainees.
Our ‘CT1 Professionalism Simulation
Day’ held in January focused on specific

aspects of anaesthetic practice related
to professionalism and human factors,
and following its success the day has
been incorporated into the Welsh
School of Anaesthesia’s calendar for
future CT1 trainees, with similar days
in development for intermediate and
higher anaesthetic trainees.
We recommend that professionalism
simulation training should be seen
as a core part of specialty training
UK-wide, as the skills developed can be
utilised not just during our routine and
emergency working practices, but also
when working in unprecedented crises,
such as the one we are currently facing.
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A revolutionary
wellbeing
initiative
There is increasing recognition of stress and burnout within the medical
profession,1 and although, anecdotally, anaesthesia enjoys a reputation of a
better work–life balance than some of our counterpart specialties, historically
it has been associated with increased mental health problems and suicide
risk.2 Coupling that with the experience as frontline workers during the
global COVID-19 pandemic, it was clear that our collective mental wellbeing
was in jeopardy.
In a bid to secure some semblance
of community, connectedness, and
sanity among colleagues, I revisited
the anaesthesia rule book proverbially
handed over upon initiation to the
specialty. There, on page one, in all
its unwritten glory was rule 1 – ‘you
shall not only care for your patients
with the precise understanding and
application of complex physiology and
pharmacology, but you shall purchase
abundant lycra, engage in endurance

sports, and critique performance
metrics to an almost unhealthy degree.’*
And from that our virtual cycling
league was spawned – the Zwift
Lockdown League.

Methods
This was a multicentre, prospective,
observational study. There were 27
participants – nurses and doctors across
all grades from a range of critical care
specialties. They were situated across

four Kent, Surrey and Sussex hospitals
and two Australian hospitals. The
multidisciplinary team was completed
by a sports nutritionist to maintain our
beetroot levels within performanceenhancing range.3
Each week, participants would
ride a bike on a turbo trainer on a
nominated Zwift route. Analogous to
**

recent ST3 recruitment, a ‘high-trust
model’ was applied for participants

*Power calculations remain part of the primary examination syllabus to confirm that we know what’s Watt for data analysis.
**Zwift is an application which allows cyclists and runners to cycle or run, alone or as a group, on a variety of routes from the comfort of their own home on a
static trainer. It calculates speed based on algorithms accounting for, height, weight, and power output of each individual.
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entering their user metrics honestly.
League points were awarded for
a variety of competitive and noncompetitive elements, with the
hottest competition, both literally and
metaphorically, being in the form of
best post-ride photograph.

Results
After 10 weeks, 188 rides, 835
photos, and 5,724 messages, I can
quantitatively attest to an increase
in our connectedness, and I am
sure statistical analysis skewed in
the right direction would suggest
a faster response time to medical
emergency calls given the amassed
fitness improvements.
Nonetheless, it is the qualitative results
that triumph. The League has provided
a welcome distraction from emotionally
and cognitively difficult shifts. It has
fostered a genuine sense of community,
and provided a flattened hierarchy that
eases communication with colleagues
at all levels – communication that

traditional medical avenues may not
encourage and that is easily eroded by
ever-changing rota patterns.

Conclusion
I hope this experience encourages
reflection upon the value of social
cohesion within our workplaces and
clearly demonstrates the benefits of
alternative informal support structures.
If nothing else, perhaps it will entice a
few to hop on their turbos and create
an elaborate platform from which
they too can get one over on their
consultants.
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Family communication
during COVID-19

OUR EXPERIENCE

This is my attempt to describe our hospital’s experience of one the hardest
aspects of working in critical care throughout the COVID-19 pandemic –
communicating with patients’ families.
As the crisis unfolded, our normal
working situation had to change rapidly.
Many new staff were redeployed
to intensive care from a range of
specialties, while higher staff-sickness
rates and more intense shifts saw the
creation of a new emergency rota. This
was coupled with the formation of many
additional ITU ‘pods’ – remote sites
where excess ventilated patients could
be safely cared for. The camaraderie
between staff was unshakable, yet
mixed with an extreme fear that we all
felt concerning the wellbeing of our
loved ones and ourselves.

The problems we faced
With great sadness, we had to prohibit
any face-to-face visits from relatives,
and communication became limited
to what was possible remotely. On
the one hand many of us struggled to
build supportive relationships with the
families through the impersonality of
telephone conversations, yet on the
other hand this took on a new special
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meaning. Relatives often called with
extreme consistency each day, and even
though we frequently had little progress
to report their gratitude to us all was
profound, and the human interaction
gained on both sides was often
comforting and a motivation to keep on
striving through this tough time.
Our lack of experience and limited
knowledge in this area also reduced
our abilities to know what to say to
family members. I often felt particularly
guilty for my inability to clearly answer
questions pertaining to a patient’s
prognosis, their end-of-life care or how
they might prepare for a funeral – with no
guidelines to turn to. Furthermore, many
of our redeployed staff were not used
to the practicalities of communicating
with relatives of ICU patients.

Our experience
An overload of information about
individual staff experiences and
reflections was shared among us all,

almost daily, as we all felt a responsibility
to look out for each other and play our
part in being especially helpful. This led
to us trying to vaguely standardise and
audit our practice to decide how often
we should update families and by whom
this should be done. However, reality
proved more challenging. Non-verbal
communication was impossible over
the phone, and we could not always
gauge the reactions of the relatives or
how they were coping, what their home
situation was and the level of support
they had available.
In addition, many of us felt these
conversations to be one of the most
emotionally taxing aspects of the
pandemic. Not only did they reveal
the true individuality of the person
for the first time, but we also began
to experience some of the human
suffering that family members had to
endure, yet without our normal ability to
convey empathy to them in person.

Our choice of language took on extra
importance too. Some family members
fed back to us that many staff had
described their relatives as ‘stable’ but
that this had not conveyed the severity
of the patient’s current state or their
guarded prognosis. Indeed, where
relatives could not see their loved
ones they were unable to visualise
their change in appearance and the
level of invasive monitoring they were
undergoing. We attempted to solve
this by means of video consultation,
allowing the family to see the patient
and chat to the nurses at the bedside.
However, this relied on family members
being able to access and utilise the
appropriate technology, as well as on
us being confident that they would be
resilient enough to cope with what they
might see in a situation where many
were self-isolating at home alone. Many
relatives reported it to be especially
difficult to see but not be able to touch

their loved ones, while many staff –
often moved by the level of emotion it
caused in such unusual circumstances
– found it tough to know when and how
to terminate the calls.
Exceptionally, we permitted one family
member to see their relative in some
end-of-life situations. This was fraught
with problems and relied on our
judgement to prioritise whether they
were safe to enter a COVID zone in
the absence of our ability to properly
mask-fit test them in times of ongoing
PPE shortages. On one particularly
emotionally tough occasion we had to
refuse a mother her wishes to visit her
dying son, given that she was taking
immunosuppressive drugs.

Moving forwards
Many of our long-term patients did
survive, and the joy we felt as a team
was immeasurable.
However, this was a sadly dark time with
many more deaths. There is a great deal
more we can learn in this area, yet I am
convinced that effective communication
is one of the most valuable services we
can offer family members through this
emotionally challenging time

Relatives often
called with extreme
consistency each day,
and even though we
frequently had little
progress to report their
gratitude to us all
was profound...
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slides for upload to the trust education

Dr Manvi Singhal
ST4 Anaesthesia, Altnagelvin Area Hospital,
Northern Ireland

page, I was also able to hold Zoom
meetings for this potential workforce.
This became a popular way to answer

msinghal01@qub.ac.uk

queries and clarify the basics of topics
such as mechanical ventilation and

PREGNANT DURING THE PANDEMIC
A bumpy ride

specialist drugs.

Finding out that I was expecting my first baby was such an
exciting and happy moment. Along with the joy, came the
obsessive anaesthetist’s tendency to start planning everything:
when is the baby due, when will I start maternity leave, how
much time should I take off, where does this fit into my
training pathway, and so on.

the department, and training bodies.

I had mapped the answers to all of
these questions and felt satisfied
that I had somehow managed to fit
things into my grand plan and even
into an opportune place for training.
I gave myself a pat on the back for
excellence in timing and broke the
news to my College tutor who, of
course, was also delighted.

intubation and how all this fits into
pregnancy. Any reports or data I initially
came across did not seem to show any
increased risk for pregnant women. This
was also supported by material from
the Royal College of Obstetricians and
Gynaecologists. Further reassurance
was provided when I discussed matters
with my College tutor.

Everything was going great; now into
the second trimester, the dreaded
morning sickness was abating and I
was settling into a new rotation in a
new hospital.

However, when the government added
pregnant women to the vulnerable
group as a ‘precautionary’ measure
the situation changed rapidly and
drastically. Along with other doctors and
trainees in similar situations, I was taken
off the rota and assigned to non-clinical
duties. I joined a WhatsApp group with
other pregnant trainees, which served
as a useful support network over the
succeeding weeks. I asked myself (and
others) repeatedly, what do non-clinical
duties entail for a pregnant anaesthetic
trainee? What would I do during the
week? Why was I feeling so guilty? Was
I abandoning my colleagues during a

The reports of a new virus originating
in Wuhan had been circulating for
a few weeks. Any discussions in the
anaesthetic office regarding the matter
had initially seemed fairly undramatic.
Then the reports from Italy began
filtering out and the dialogue ramped
up a gear. Before I knew it, surge plans
were being discussed at departmental
meetings. I began to worry about
anaesthetists’ viral load exposure during
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A striking feature of this fast-paced
pandemic was the volume of
information we were being subjected
to daily. We were receiving emails
from the trust, the medical colleges,
Then there were journals, social media
and the news. It was overwhelming

the maternity department was that I
was able to improve my ultrasound
skills by scanning myself and seeing
how baby was faring.
Thankfully, my hospital has not
been subject to the expected surge
onslaught, and talk has turned to
de-escalation. My anaesthetic
colleagues have been able to safely
care for the current volume of patients,
even with a reduced workforce.
Since this all kicked off, it has taken
me a little time to reprogram my way
of thinking. Anaesthetic trainees are
a motivated, conscientious and hard-

time when the skills we had been taught
were proving to be some of the most
valuable ones required?
As I rambled on to some of my peers
and consultants alike, I realised how
supportive and understanding everyone
actually was. I now felt relief that ‘we’
were being kept safe and protected.
The worry of the previous few weeks
was ebbing. I began to embrace how
this new and evolving role could
contribute to the pandemic response.
There was going to be a need to
prepare and train. I became involved
in running simulation scenarios and
conducting walk-throughs of the new
areas. There were further opportunities
to help write standard operating
procedures and assemble emergency
grab bags for equipment and drugs.
Checklists and departmental guidelines
were other areas requiring attention. Of
course, there was a drive to educate the
new doctors that may be redeployed to
intensive care. After compiling narrated

and quite difficult to keep up with.
One of my main tasks was trawling
through this information and creating a
one-page summary newsletter for the
department which would be circulated
twice a week. This became The Covid
Chronicles. Aside from guidelines
and policies, I included a Morale and
Wellbeing section which could contain
a variety of treats: NHS discount
codes, a Sudoku, a riddle, an emoji
quiz, staff baking achievements and
even gardening triumphs. For the first
time in a long time, I was able to focus
on my CV and unfinished projects –
something that other trainees jokingly
remarked on being jealous of. An
added bonus of having an office near

working group of individuals. It felt
counterintuitive to step back from
what I had been skilled-up to do. I felt
timid letting my colleagues shoulder
the clinical burden. However, as I am
reminded regularly by everyone, with all
the unknowns and my precious cargo,
why take unnecessary risks? I have
contributed to the pandemic response
in my own way, something I can look
back on with some satisfaction. 2020:
what a time to be pregnant!
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A new edition of the recipe book
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It has been 20 years since Britney Spears sang, ‘Oops, I did it again’;
since Denise Lewis won a gold medal in the heptathlon at the Sydney
Olympics; and since the first version of the audit recipe book was
produced. It is remarkable that the original strapline ‘continuous
improvement in anaesthesia’ is still a relevant term, perhaps even
more relevant today than it was all those years ago.
This edition really does represent the best of our specialty – it is
a group effort by more than 200 members who have contributed
recipes covering the breadth of anaesthesia, perioperative medicine,
pain, and intensive care. For the first time we have recipes covering
wellbeing, fatigue and environmental sustainability, among other new
topics. Each recipe covers its topic succinctly, and if readers wish
to study in greater depth, each recipe has links to further reading,
consensus documents and best-practice standards.
The first section of the book is a guide to improvement science,
written to help readers undertake some of the suggested actions
listed in the recipes, and covering all of the 2021 anaesthesia
curriculum quality improvement (QI) requirements. We hope
that by providing audit standards, improvement activities and QI
methodology together in the same place, readers will be able to use
the book as an effective action guide to improve care, patient safety
and satisfaction across the full range of anaesthetic services.
The published e-book version is joined by a web-based resource,
which includes links to the Guidelines for the Provision of Anaesthesia
Services (GPAS), Anaesthesia Clinical Services Accreditation (ACSA),
and the 2021 curriculum. Applying the audit standards and QI
approaches in your department will not only help to improve
the quality of care you provide for patients, but also enable the
department to meet the ACSA standards and aid trainees to fulfil
their curriculum requirements. The web-based resource will also have
the capacity for updates and additions between editions.

Dr Carolyn Johnston, Dr John Colvin,
Dr Maria Chereshneva and
Professor Carol Peden
Editors
qualityimprovement@rcoa.ac.uk

This month sees the publication of the 4th edition
of ‘the College recipe book’ – or to give it its
formal title, Raising the standard: RCoA quality
improvement compendium, 4th edition.
46 |

As with so many things, our original plans were pushed off course
by the COVID-19 pandemic, so our publication date is much later
than originally planned! We have not included any COVID-19
specific recipes – practice standards have been moving too quickly
to commit any of them to the book lest they become quickly out of
date. We anticipate that the web-based recipes will change over time
to reflect new standards and priorities; we are sure COVID-19 will
make an appearance on those pages in due course.

Recipe selection and review process

01
02
03
04
05
06

Chapter editor decides on topics and
recruits authors
Author writes text, bringing together
best practice, audit standards and
suggested improvement approaches
Text is reviewed by chapter editor,
QI editor helps with QI approaches

Book editors review all text, add
ACSA and GPAS links

Whole book reviewed in College
wide consultation
After publication, suggested
amendments sent to:
qualityimprovement@rcoa.ac.uk

Contents of a recipe
Each recipe topic contains:
Why do this quality improvement project?
Background
Best practice standards and suggested
measures

Suggested QI
methodology

Links to GPAS,
curriculum and
ACSA

Further reading and references

We are grateful for the many hours of work given by so many
colleagues to produce this publication. It certainly wouldn’t exist
without the expert contributions across the range of topics covered.
We hope they are proud of their work, which will help us to stay at
the forefront of healthcare improvement for the next 20 years.
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Throughout my training I have rarely thought about being in contact with
diseases that could infect me and pose a significant threat to my life. That
was until the advent of the COVID-19 pandemic. I realised that at some point,
given the level of transmissibility that the virus demonstrated, I was going to
catch it: it seemed inevitable. From this conclusion I then rationalised that,
given that I am young and fit, this virus if caught would be a short-lived event.
Hopefully, I would either be asymptomatic or would at worst suffer a few
days of illness before being back to my normal self.
Three months into the pandemic, during
a particularly hectic ITU on-call, I noted
being intensely tired. After completing
the ward round, I felt cold, had myalgia,
and, on checking, was febrile. There
was then a surreal sense of shock,
followed by concern that I had infected
my fellow colleagues.

CATCHING COVID-19

A trainee’s experience
Dr Richard Hay
ST6 Dual Anaesthetic/ICM Registrar, Countess of
Chester Hospital NHS Foundation Trust
richard.hay3@nhs.net
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On returning home, I experienced
rigors, loss of taste and marked fatigue.
I continued to rationalise that this
would soon all be over. However,
the symptoms progressed, and after
eight days I became markedly short of
breath climbing the stairs. Given my
experiences working on the ITU, the
veneer of confidence that this would
be short lived turned to stark panic that
I was potentially in serious trouble. On
arrival, the paramedics recorded my
early-warning score to be in double
digits, and before I knew it I was leaving
my pregnant wife and young son at
home and was en route to the hospital,
having had no chance to say goodbye.
Being an inpatient as a doctor is a
humbling experience: there is a strong
sense of complete loss of control. The
knowledge that I possessed as a doctor
felt like a double-edged sword. While
I was able to quickly understand and
process the information given to me, I
was also fully aware of just how sick I
could become, and there was absolutely
no way of knowing what was going to
happen. The team looking after me were
fantastic, and the barrier of facemasks

and PPE did not stop them conveying
their compassion and support for me
while I was under their care.
My inpatient experience of COVID19 was one of unrelenting rigors,
prolonged episodes of coughing,
markedly reduced functional capacity,
and long – sometimes delirious – nights.
Putting my knowledge around the
management of COVID-19 into use gave
me a sense of control. I found that selfproning works extremely well, not just
improving oxygenation but also reducing
coughing and the work of breathing.
As someone who can normally sleep
through anything, I also found it
surprisingly difficult to sleep in the
hospital environment. Being attached to
monitoring, and hearing alarms and staff
at work has a big impact on duration
and quality of sleep. The delirium was
managed by forcing myself out of bed
during the daytime, trying to ensure
good sleep hygiene, and by the use of
earplugs and an eye mask.
After what seemed like an eternity,
I was fortunate to recover, I cannot
thank the team at the Royal Liverpool
and Broadgreen University Hospital
enough for all their care.
On returning home, my expectation
that the recovery would be a swift
process was tempered by the fact
that I could not climb a single flight of
stairs without feeling like I had run a
marathon. I was warned the recovery

would take a long time, even beyond
the point where I felt back to normal,
and they weren’t wrong. On talking
to colleagues who had also suffered
with COVID-19, it became clear that
post-viral fatigue is significant and
persists long after everything else
has recovered.
After a prolonged time away from work
my return has had to take a phased
approach. The team at the Countess
of Chester have been fantastic,
adjusting the rota and ensuring that
I’m supported at all times. It has taken
time to get used to wearing full PPE
again and to refamiliarise myself with
the working environment, however
after six weeks of recovery I am now
almost back to my previous self. The
mental impact of managing COVID-19
at work and then catching it should not
be underestimated. For me it has been
quite intense, and having extremely
supportive colleagues and access to
counselling has been invaluable.
This experience has given me
confidence that the NHS can and
will weather this pandemic: the care I
received was world-class, even when
the system was under severe strain.
The pandemic is a marathon and not a
sprint. Look after yourself, and look out
for your colleagues.
Thankfully, storms don’t last forever, and
brighter skies will return.
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Dr Richard Hixson
Consultant Anaesthetist, County Durham and Darlington
NHS Foundation Trust

Health Science Networks, Health
Education England Northeast, software
developers and lawyers.

richardhixson@nhs.net

I was fortunate to find a software
design agency who completely
understood the concept and who
were so enthusiastic that I started
to believe my vision could become
reality. Three commercial grant
applications were successful, and
innovation sponsorship was secured.
All grants were 35–40 per cent
match-funding, so I had to selfinvest to fund development and
then claim reimbursement, thus
demonstrating my own financial
commitment to the product.

Creating a unifying platform
for advertising and finding
external CPD
When you wake at 5.00am thinking about continuing professional
development (CPD), something is obviously wrong. But why was it so easy to
find hotels, trains, and friends online, while education could be so elusive?
Why, in 2017, were CPD adverts scattered across so many websites, or buried
in my junk email folder? Why was I attending the same events every year,
travelling hundreds of miles yet largely unaware of what was on my doorstep?
I eventually decided that these
questions were occupying my mind for
two reasons. Firstly, I was reading lots
about climate change, oceanic health,
and the negative impact of fossil-fuelpowered travel. I had become selfcritical when realising my past actions
had not been benign. Secondly, I had
recently decided to undertake a specific
study day, but had found the process
of finding an available course timeconsuming and frustrating.
It soon became apparent that I
was not alone, with colleagues
reporting difficulties in finding
relevant, accessible, and affordable
education, resulting in attendance at
inappropriate events just to gain points
for revalidation. It was impossible for
these healthcare professionals to keep
track of all available opportunities
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when hundreds of CPD providers
were marketing through their own
individual websites.
I therefore decided to build a software
platform to accommodate all UK
course, conference, and webinar
adverts on a single website. Utilising
the well established ‘sign-posting’ and
‘matching’ model from holiday and
travel sites, I aimed to reduce the risk
of healthcare staff missing educational
opportunities, ensure they were aware
of what was happening locally/online,
and decrease miles travelled.
I decided the site had to provide a level
playing field for advertising regardless
of organisational budget, be free to use
for NHS-associated course providers
and all healthcare staff, and ensure
that relevant education could be easily
found through CPD categorisation and

user-applied filters. I pledged to never

It needs skill to communicate effectively
with software developers, and my initial
attempts to provide concise guidance
resulted in the four-months ‘phase
one’ stretching to a year. In retrospect
this was a blessing as during 2019
there was an exponential rise in the
awareness of climate change and of
the fact that the NHS was both part of
the problem and part of the solution.

We therefore prioritised geographic
matching and support for online
education which, through CPDmatch,
could reach a global audience.
With only a small budget and team,
development was glacially slow,
and intellectual property protection
was essential. All conversations
were either conducted under nondisclosure agreements or with trusted
professional bodies such as the
College. There was little we could
legally protect, so our focus was to
be ‘first to market’ with support from
regional and national organisations.
In February 2020, we quietly launched
https://cpdmatch.co.uk for online
testing, sent emails to anaesthetic
course providers, and started seeing
courses listed. It took six weeks to
ensure that the site was functioning
correctly, and, just as we were
beginning to start the huge task of
marketing, COVID-19 forced a UK
lockdown and cancellation of most

While this was a blow, we realised there
was no better time to reaffirm goals as
many adaptations to COVID-19 were
relevant to the sustainability agenda.
Physical events were rescripted for
online delivery and the term ‘webinar’
was being used daily. Large-scale mass
‘conference’ gatherings were unlikely
to reappear anytime soon, and local
events were likely to predominate if
online delivery was not an option. Site
development continued to ensure
we were well positioned to provide a
service for 2020 and beyond.
CPD is only of benefit if it can be found,
and in a rapidly changing world there
is logic in creating a ‘go to’ place for all
1.4 million NHS staff to find education,
especially when so many courses,
conferences and webinars are relevant
to multiple specialties. This will require
a small change in practice for course
providers and healthcare professionals,
but the result would be a world first,
benefiting staff, employers, professional
organisations, the NHS, and patients.

on-site educational events.

lose sight of the fact that I was aiming
to reduce the environmental impact of
attending external CPD.
Autonomy of development was
required to ensure this ethos was
preserved, so I registered a company,
a range of domain names and
approached my Regional Tech
Centre (RTC North) for advice. The
RTC was a natural next step as I was
aware of their existence through the
Bright Ideas in Health Awards, and,
although completely independent of
the NHS, they were well connected
and employed professionals who
could help local businesses innovate,
compete, and grow. Thereafter,
2018 disappeared in a blur of due
diligence; grant applications; and
meetings with education providers,
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Part 2 is about managing death in
different faiths and doctrines. This is
the longest section of the book, and
outlines the tenets of twelve major
faiths (from Baha’i to Zoroastrianism)
and some secular philosophies. Each
description is brief and structured, and
the section is fascinating for anybody
with an interest in comparative religion,
especially in terms of both unexpected
similarities and differences between the
belief systems.

Dr Anna-Maria Rollin
Chair, RCoA Heritage and Archives
Committee
amrollin@btinternet.com

BOOK REVIEW

Death, religion
and law: a guide for clinicians
Written by Peter Hutton, Ravi Mahajan and Allan Kellehear
Routledge 2020 in Abingdon and New York, pp324

‘Everybody will die; there are no escapees’.
This, the opening sentence of the Preface sets the tone of this book: astringent
but not harsh, scholarly but not patronising, serious but not humourless, and
academic while being practical.
Death, religion and law, and the
interaction between them, are, of
course, huge topics to tackle. The three
authors are all professors, two being
anaesthetists and one a medical and
public health sociologist with interests
in death, dying and end-of-life care.
Recognising the multicultural and
multi-ethnic nature of our society, the
declared aim of the book is to help
those who are doing the caring to
understand and to assist those who
are being cared for, especially as they
approach death.
The book is divided into three parts,
each able to stand alone.
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Part 1 deals with belief systems in
society and human history, and
is subtitled ‘Interpretations of the
mysteries of life and death’. The range
of this section is enormous. The
introduction alone quotes Homer,
Camus, Ibsen, and Voltaire. A few pages
on, Herodotus and the Jesuits make an
appearance, closely followed by a verse
from a hit single by Boyzone. There are
references to authors from many ages,
cultures and beliefs. They are all woven
together to try to explain the human
need for faith, and the characteristics
of religions and belief systems. There
is an exploration of what death means
to patients and relatives and of the
concept of the soul.

Bravely, there is no retreat from
addressing the problem of evil or the
abuses of religion.
The depth of scholarship is impressive. If
all this makes it sound like heavy going,
it isn’t. I felt as if I was being gently led
through an academic maze by a guide
who had done the hard work for me and
who was not afraid to let his personal
preferences show. Keats is ‘much,
much more mellifluous’ in his attitude
to death (‘...To cease upon the midnight
with no pain’) than the anger of Dylan
Thomas (‘Do not go gentle into that
good night...’). Me, I’ll go with Thomas,
but throughout this section there is the
feeling of a discussion to be had.

Most of the section is concerned,
however, with the legal processes
relating to death, including
certification, registration, transplantation
and autopsies, and the role of
the coroner and the medical
examiner. For busy clinical staff,
this is the most practically useful
section of the book, since it
provides a ready reference at the
moment of need.

The discussion on ‘life’ and ‘death’ as
biological states concentrates on the science
An interesting ‘sidelight’ is provided by a
comparison between the demographics
of religious belief among healthcare
workers in the NHS and those in the
general population. There is a marked
difference between the two groups in
the distribution of the various religions,
including lack of or undeclared belief.
As the authors state, this reinforces
the need for healthcare workers to
understand the belief systems of those
they look after.
Part 3 covers legal aspects of death
in the UK. This section, inevitably and
rightly, incorporates a great deal of
biological and legal detail.
The discussion on ‘life’ and ‘death’ as
biological states concentrates on the
science. However, in the discussion on
the ultimate breakdown and recycling
of human tissue, the authors cannot
resist mentioning the calculation that
over the space of a few hours, we will
all breathe in at least one of the atoms
of carbon that was exhaled in Julius
Caesar’s last breath, the one which
produced the words ‘Et tu, Brute?’.

This book brings together an
enormous amount of research. The
three sections are almost separate
entities. The middle section, on the
different religions and their attitudes
to death, could be read as a basic
course on comparative religion. The
final section, with its emphasis on
legal matters at the time of death, is a
practical handbook, sadly relevant and
useful in a time of pandemic.
Best of all though, the first section, with
its wide-ranging philosophical, cultural
and humanitarian reflections, would be
an ideal candidate for a challenging and
enjoyable addition to any staycation
reading list.
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AN INSIDER’S VIEW

Being a member of the
Membership Engagement Panel
Ewelina Kolaczek, RCoA Membership Engagement and Marketing Assistant

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.
To highlight these roles further and to provide you with a true taste of what they
involve, we have been publishing ‘An Insider’s View’ interviews in the Bulletin.
This article is a bit different as we would like to give you a look into the type of work the Membership Engagement Panel
(MEP), a group of more than 2,300 fellows and members, have been involved in. Since the beginning of last year members of
the MEP have had the opportunity to take part in the following focus group and four surveys.

End-of-Life Care – research
survey in conjunction with
University College London
A team from UCL, led by Dr Douglas
Blackwood, carried out a survey of MEP
members in order to develop a valid
questionnaire to describe individual
views, wishes and preferences for endof-life care and report UK anaesthetists’
personal perspectives.
UCL identified broad trends: to be well
informed, to avoid high-intensity medical
treatments if terminally unwell, to spend
remaining time with family and friends,
and to be symptom free and well cared
for. However, a minority expressed
different, indeed opposite, opinions. This
variation highlights the point that good
quality end-of-life care must be driven
by discussion of an individual’s values,
wishes and preferences.
The questionnaire was validated by an
expert panel, and was found to have
moderate test–retest reliability. This
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will allow for future work to explore
different groups, including different
medical specialties/professions and the
general public.

RCoA fundraising
feasibility survey
We wanted to get the views of our
members to help develop a fundraising
strategy. The MEP was sent a survey.
The College received helpful feedback
regarding different aspects of
fundraising, such as charitable trusts
and foundations, and industry funding.
MEP views helped inform a discussion
at the College’s Board of Trustees in
December 2019, and we are now at
the stage of developing fundraising
guidelines on engaging with the
industry and making initial approaches
to charitable trusts and foundations to
support areas of College work such
as research, global partnerships, and
perioperative care.

Centre for Perioperative Care
public policy survey
We used the results of the Centre for
Perioperative Care (CPOC) public
policy survey, to help identify two
or three policy priorities on which
to provide clarity and direction for
the healthcare community around
perioperative care.

The projects were launched
during Integrated Care in Action
Week (9–15 March 2020)
(https://bit.ly/2Yfv3gO).

RCoA Workforce Strategy
Survey and Focus Group
The RCoA recognises that
comprehensive action is needed to
ensure that the anaesthetic workforce
is fit to meet the health challenges we
face over the next decade and beyond.
The Policy and Public Affairs team
is supporting the RCoA Workforce
Strategy Committee to develop a
workforce strategy to provide a vision
for the future of the specialty.
Due to the COVID-19 pandemic and
the pressure that this is putting on
healthcare workers, we have decided to
postpone the publication of the survey
results and the development of the
strategy until the autumn of 2020.
MEP members’ feedback and views
have been invaluable, and have helped
to inform the work of the College and
its collaborators in the development of
patient care, helped to explore means
for us to deliver even better support to
our membership, and helped as well in
the work towards the betterment of the
specialty as a whole.

■

■

set out a vision of perioperative
care, through the CPOC’s ‘State of
perioperative care’ project
develop a blueprint on the
perioperative approach to integrated
care across the UK
develop a blueprint for the
multidisciplinary perioperative
care team.

Dr Nicoletta Fossati
Fellow ad eundem
I like dealing with your surveys as it makes
me feel valued; someone is interested in my
opinion! Thinking about important, sometimes
contentious matters also makes my ageing brain
cogs turn a fraction faster, which cannot be a
bad thing. Finally, it is exciting to catch the first
glimpses of the future for our profession and
work practices that may soon become a reality.
Thanks for having me in the MEP.

Dr Mark Withers
Fellow by examination
I support the varied and articulate way the RCoA
is using this panel to engage with fellows. It does
the College credit that it seeks to be inclusive of
its constituents, which has historically not been
the case. Happy with the varied subject matter.
Keep them coming and the good work in using
them to inform policy or guidance.

Dr Anna Schumann

Through this survey, and engagement
with a wide range of stakeholders,
the CPOC was able to agree three
policy areas on which to focus over the
coming two or three years:
■

What fellows and members say about
being a part of the MEP

Anaesthetist in training

For further information,
please visit the Get involved
section of our website:

I think whenever I’ve spoken to the College
on the phone or even when taking exams,
everyone’s been so helpful and friendly that I’ve
been reminded I want to give a little something
back – MEP has been a non-time-consuming
but hopefully effective way to do so.

https://bit.ly/RCoA-Involved
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The College’s Heritage and Archives
Committee welcome any expressions
of interest for new committee
members. Please contact:
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archives@rcoa.ac.uk

Dr Alistair McKenzie
Member, RCoA Heritage and Archives Committee;
President, History of Anaesthesia Society

for more information

amckenzi@staffmail.ed.ac.uk

AS WE WERE...

Reflection on anaesthetists and
epidemic diseases
In the 1850s, John Snow was the leading physician anaesthetist in London.
He was also fascinated by cholera and had published a pamphlet – ‘On the
mode of communication of cholera’ – in 1849, when about 53,000 deaths
from the epidemic were registered for England and Wales. London’s next
cholera epidemic began in September 1853 and reached a peak between late
August and the first few days of September 1854, with more than 500 deaths
in Golden Square, Soho.
The most popular water pump in
Golden Square was at the corner of
Broad and Cambridge Streets. On
3 September, John Snow (who lived
close by) immediately suspected that
this pump was the culprit. Over the
next two days he investigated the
water from the pump chemically and
microscopically, and then decided that
statistical methods were required. On
5 September he obtained a list of the
names and addresses of those who
had died of cholera in the districts
of St James and St Anne’s, Soho and
found that nearly all the deaths were
clustered within 250 yards of the
Broad Street pump. He requested an
interview with the board of governors
responsible for health in the parish
of St James, and on 7 September he
presented to them an account of his
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investigation. As a result, they ordered
that the handle of the Broad Street
pump be removed – this was done the
following day. The cholera epidemic
in Golden Square subsided. Further
investigation revealed that the well
supplying the pump was contaminated
by a cesspool from a tenement in which
a cholera patient lived.
Snow was far ahead of his time in
believing that the causative agent
of cholera was water-borne. The
overwhelming majority thought that
cholera was due to noxious vapours
in the air – ‘miasmata’. However,
Snow’s opposition to the ‘miasmata’
theory may have caused him to think
there was little point in cleaning
anaesthetic apparatus between patients
– thereby inadvertently spreading

John Snow (1813–1858)
Image courtesy of the Association of
Anaesthetists’ Heritage Centre

another epidemic of the 19th century:
tuberculosis (TB). Rife in Victorian
Britain, it was known as ‘phthisis’ or
‘consumption’, and Snow himself
suffered from it. In 1873, Thomas
Skinner of Liverpool was perhaps
the lone voice to speak out against
‘inhaling through the same apparatus
just used by a patient suffering from
…contagious (?) diseased conditions
of the oral, nasopharyngeal, and
pulmonary mucous membranes’. Even
at the close of the 19th century, Robert
Philip, an expert on the treatment of
TB working in Edinburgh, published
nothing about decontamination of
anaesthetic facemasks.

from Thomas B McGath at the
Mayo Clinic in 1938. He interposed
a water trap on the expiratory
limb on the circle system and
demonstrated that this removed all
bacteria from the excurrent gas. In
1941, Huberta Livingstone at the
University of Chicago demonstrated
that anaesthetic facemasks applied
to patients with active TB were
contaminated with the tubercle
bacillus in 33 per cent of cases;
these masks were rendered sterile by
immersion in a formaldehyde-alcohol
solution. By 1957, the textbook
Introduction to Anesthesia by
Dripps, Eckenhoff and Vandam listed
special precautions to be taken in
anaesthetising TB patients.

In the 20th century a published
precaution against spreading TB
through anaesthetic apparatus came

TB cases declined in Europe and
the US in the late 1960s, so that
clinicians became complacent.

In 1969 in the US, a patient with
bronchopneumonia (undiagnosed
TB) required emergency treatment
in Miami. He was intubated and had
assisted respiration with frequent
suctioning of copious sputum and
admission to the intensive care
unit, where he died; autopsy revealed
TB. Seroconversion occurred in
50 per cent of the staff who had
close contact with him. A similar
event occurred in San Diego in 1981.
Later in the US, there was a
resurgence in extrapulmonary
TB due to synergy with acquired
immunodeficiency syndrome
(AIDS), and by the 1990s the
problem had worsened through
development of multi-drug-resistant
TB. In 1998, the American Society
of Anesthesiologists produced
guidelines on prevention of TB in

the perioperative period, including
filters on anaesthetic breathing
circuits and respiratory protective
devices for healthcare workers. The
Association of Anaesthetists of Great
Britain and Ireland published similar
guidelines in 2002.
In 2003, Toronto was the epicentre
of the severe acute respiratory
syndrome (SARS) outbreak from a
coronavirus in North America. Deaths
of some frontline healthcare workers
emphasised the need for high-quality
personal protective equipment.

References
1

McKenzie AG. Was tuberculosis spread
by inhalation anaesthesia? Int Symp Hist
Anesth 2017;9:121–124.

2 Kamming D, Gardam M, Chung F.
Anaesthesia and SARS. Br J Anaesth
2003;90:715–718.
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North West
Mersey

Imperial

Birmingham

Dr James Harris (Hillingdon NHS
Foundation) in succession to Dr Emma
Moorcroft

Dr James Brunning (Royal
orthopaedic Hospital) in succession to
Dr William Rea

Severn

South West
Severn

Yorkshire
West Yorkshire

Dr Kajan Kamalanathan (University
Hospitals Bristol) in succession to Dr P
A Clarke

Dr Robert Axe (Royal United Hospital
Bath) in succession to Dr Melanie
McDonald

Dr Kate Bradshaw (St James
University Hospital) in succession to
Dr Sharmeen Lotia

Wessex

South West Peninsula

Northern Ireland

Dr Ben Siggers (AT) (Sailsbury District
Hospital) covering for Dr H Edgar

Dr William Fox (Royal Cornwall NHS
Trust) in succession to Dr Nicholas
Marshall

Dr Caroline Curry (Royal Group of
Hospitals, Belfast Hospital) in succession
to Dr Amit Bedi

Dr Rebecca Mawer (Royal Cornwall
NHS Trust) in succession to Dr Sally
Nash

Wales

Dr Robin Wingate (Royal Liverpool
Hospital) in succession to Dr Alicia
Roitberg

West Midlands
Stoke
*Dr Manab Haldar (Queens Hospital,
Burton)

Yorkshire and the Humber
East & North Yorkshire

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

*Dr Hasanthi Gooneratne (East Suffolk
and North Essex NHS Foundation Trust)

London
Barts & the London

College Tutors

Imperial

Dr Lee Adams (Queens Hospital) in
succession to Dr Sudhansu Pattnaik

East of England

Dr Sian Jaggar (Royal Brompton
Hospital) in succession to Dr Ros Bacon

Dr Joseph Hussey (Broomfield Hospital)
in succession to Dr Agnes Watson

Deputy Regional Advisors
Anaesthesia

KSS

East of England
Dr Eschtike Schulenburgh
(Addenbrookes Hospital) in succession
to Dr Emily Simpson
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Dr Peter Gregory (Ashford & St Peters)
in succession to Dr Alice O’Neil and Dr
Anju Kutter (AT)
*Dr Christina Schneider-Smith (William
Harvey Hospital)

Dr Anne Campbell (AT) (Barts Heart
Centre)
Dr Natalie Watt (Newham General
Hospital)

St Georges
Dr Sombith Maitra (Kingston Hospital)
in succession to Dr Deanne Cheyne

Dr Odittia Vijayakumar (Hull University
Teaching Hospital) in succession to Dr
Madhu Achawal

July
College Tutors
East of England
Dr Parthipan Jegendirabose (Colchester
General Hospital) in succession to Dr
Hasanthi Gooneratne

East Midlands
Dr Kathryn Howard (Royal Derby
Hospital) in succession to Dr Shauna
Brealey

KSS
Dr Fraser Wiggins (Eastbourne District
General Hospital) in succession to Dr
Nicky Deacy

London
Barts & the London
Dr Rajkalyan Chakrabarti (Newham
General Hospital) in succession to Dr
Natalie Watt

West Midlands
Stoke

Dr Alun Thomas (Glangwili
General Hospital) in succession to
Dr Stuart Gill

Dr Simon Leach (Royal Shrewsbury
Hospital) in succession to Dr Paul Jones

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.

April

North Central London

Birmingham

Peter Wicks

Phillip El-Dalil Dual ICM
Katherine Laver Dual ICM

North West

East Midlands
Katherine Fifield Joint ICM

Imperial
Christopher Mullington
Michael O’Connor Dual ICM
Sanooj Soni Joint ICM
Helen Westall

Mersey
Mary-Ann Bentham
Elizabeth Kingston

Alison Jones
Laura Mitchell
Michael McGinlay Dual ICM

Northern
James Coates Dual ICM

Northern Ireland
Kerry Featherstone

Oxford
Amanda Mohabir

| 59

Bulletin | Issue 123 | September 2020

Bulletin | Issue 123 | September 2020

Severn

South East

Northern Ireland

Beatrice Charlesworth
Sarah Heikal

Michelle Cole
Jo Gan
Jonathan Timbrell

Alison Blair

DEATHS

Oxford

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

South East Scotland
Elisabeth Brun Lacey

South Yorkshire
Julia O’Keeffe

West of Scotland
Sally Jeffrey

May

Wales

Emma Bryden

Dr Krishna Aggarwal, Leeds

Iwan Roberts

Peninsula

Dr Rajesh Gupta, Barnet

West of Scotland
Maria Loy

Laura Davis
Ian Densham
Borys Topor

Dr David C Hughes, North
Yorkshire

West Yorkshire

Severn

Andrew Whelan

Helen Parker

June

South Yorkshire

Dr Anthony J Mcdonald, Carina,
Australia
Dr Colin A B McLaren, Ipswich
Dr William T McNeil, Halesowen

Barts & The London

Samuel Harper

Zoe Ovenden

Wales

Dr Barbara M H Perks,
Warwickshire

Andrew Langton
Fiona Olejnik

Birmingham

Scott Bradburn Dual ICM
Elana Owen

East of Scotland

Imperial

Kate Arrow

Claire McCahill
Anne Tay

Oliver Boney

East Midlands

Imperial

Ciro Morgese

Stacey Calvert Dual ICM
Joe Masters

Kent, Surrey & Sussex

Mersey

Mersey

Rebekka Konig

Thomas Miller

North West

North Central London

Fiona Armstrong
Adel Ibrahim
Mohamed Mahmoud
Sara Mistry
Amanda Zacharzewski

Andrew Milne
Batool Nakhjavani
Lauren Wilson

Northern
Amy Morgan Dual ICM

Oxford
Alex Mattin Dual ICM

Severn
Catherine Patton

Sarvesh Zope

North West
Muataz Amare
Asaker Anwar
Elizabeth Longdon
Alistair Millar

If you would like to submit a letter to the editor please email bulletin@rcoa.ac.uk

Joint ICM

Dr John A C Murdoch, Ontario,
Canada

Barts & The London

LETTERS TO THE EDITOR

Warwickshire
Fayaz Baba

Wessex
Olivia Shields
Patrick Tapley
Francois Wessels Dual ICM

West of Scotland
John-Patrick Byars
Charlotte Heath

West Yorkshire
Cara Al-Khayali O’Leary
Roshan Rao

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

Dr Helgi Johannsson
Dear Editor,

Weird without the beard?
RCoA Bulletin 2020;121:36
I enjoyed the rather topical Bulletin
article on ‘The Hairy Airway’. I felt a
good, if not comprehensive, range of
airway strategies were discussed, but
one option briefly mentioned was not
highlighted enough – shave the beard!
From my experience, I rarely hear
shaving the beard as an option, and I
agree that this is not often necessary.
But combine a large beard with other
difficult-airway predictors, and you
may be in trouble.
I am not sure why this is not
often asked? Maybe something
not considered, maybe out of
embarrassment, or maybe from fear
of insulting the patient – it may seem
inappropriate to ask a patient to
change what could be part of their
personal identity.
Personally, I have discussed shaving
beards on several occasions, with the
patient subsequently agreeing the
majority of times. It should also be
noted that no patients appeared to be
insulted by the request, and I received
no complaints!
Like all discussions, we can raise the
issue and cover risks and benefits, but if
the patient decides to keep the beard,
for religious, personal, or other reasons,
then we continue to provide a safe
anaesthesia regardless.
PS – Like many, I am also a victim of the
‘fashionable’ beard, and like many also,
mourn the loss to maintain proper fitting
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PPE during the COVID-19 pandemic.
We can shave, and it will hopefully
grow back.

Criticise – which may on occasions
have more truth in it than we would like
to acknowledge.

Dr Neil Hall, ST7 Anaesthesia
Trainee, Northern Deanery

The current COVID-19 situation has
led to a massive expansion in crossspecialty working – not only between
theatres and ICU, but between a
diverse mix of specialties at all grades.
It has been accompanied by the tearing
down of boundaries and silos.

Dear Editor,

The Hairy Airway
RCoA Bulletin 2020;121:36
As a student nurse I read with genuine
interest Dr Victoria Marie Phin’s article
regarding The Hairy Airway. May I
please add a caution to one of her
recommendations, the use of oil-based
creams. Consider the three elements of
the Fire Triangle and what is required to
trigger an airway fire: an ignition source,
eg static discharge from touching a
patient, an oxidiser, eg oxygen flowing
through the face mask, and finally a fuel
source such as paraffin cream used to
help create a good mask seal.
Piers Meynell, Student Nurse,
Swansea University

Dear Editor,

On kindness
RCoA Bulletin 2020;121:16
‘Why do you look at the speck of
sawdust in your brother’s eye and pay no
attention to the plank in your own eye?’
Matt 7:3 (NIV)
I wholeheartedly agree with Dr
Strachan’s article ‘On kindness’.
However there does remain an
outside perception expressed in the
‘ABC of Anaesthesia’ – Arrive, Blame,

So as well as promoting civility and
respect within anaesthetic departments,
let us not forget about removing the
plank from our own eyes by ensuring
that through our relations with other
specialties we try to diminish past
stereotypes (and that may even include
your next 3am cannula call).
Dr Gareth Gamble, ST4 Anaesthesia,
Northern Ireland

Dear Editor,

‘It’s just like flying a plane’:
how simulation and aviation
collaborated to enhance clinical
training during COVID-19
During the COVID-19 pandemic we
have been aware that those working for
the aviation industry have been hard
hit economically. It is often imparted
to anaesthetists in training how much
we can learn from the industry. I
remember such phrases as ‘It’s just like
flying a plane’ being commonly quoted
during my novice period. The BJA
acknowledged this in 2010.*

Toff NJ. Human factors in anaesthesia: Lessons from
aviation. Br J Anaesth 2010;105(1):21–25.

*
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At St George’s Hospital we initiated a
COVID-19 bootcamp using simulation
for the 800 staff who were redeployed
during the pandemic. Alongside this,
staff from major airlines were also
involved in setting up a wellbeing hub
for staff. A conversation between an
educationalist and a pilot provided us
with opportunities to work together.
We invited them to attend our bootcamp
alongside clinical staff. They observed
simulation scenarios, and took active
roles in both debriefing and pre-briefing.
Their own training emphasises human
factors, closed loop communication
and task allocation. All of these skills
have always been vital in anaesthesia,
but they have never been so important
as during this pandemic. Though they
initially worried that their non-clinical
backgrounds would hinder participation,
it soon became clear that we had so
much more to learn from them. It was
an ad hoc experiment which was hugely
enjoyable and highly educational.
Dr Sarah Crabtree, ST4, St George’s
School of Anaesthesia
Huon Snelgrove, Educationalist,
St George’s Advanced Patient
Simulator, St George’s Hospital
Dear Editor,

Training and assessment –
the other elephants
RCoA Bulletin 2020;121:12
I read with concern the excellent article
by trainees on how to deal with the
psychological aspects of exam failure
‘the (exam) elephant in the room)’. The
authors astutely note that this may be
‘the first time you experience failure’.
This is the key point of the article in my
view. With the included failure rates of
the College exams at 30–43 per cent,
it deserves some scrutiny. Anaesthesia
core training is highly competitive,
attracting high-quality, motivated
candidates to well respected and highquality training programmes.
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How is it possible that, in their midtwenties, these professionals who have
excelled at exams all of their lives are
suddenly failing in their droves?
Rather than blame the adult leaner,
we have to consider whether the
problem might be that the assessment
does not function in the way it is
intended. The College regularly reports
excellent reliability statistics for its
assessments.* In my view, this may
not be a surprising result for exams
that so many candidates are getting
so many questions wrong in, and use
of these statistics may be providing
false reassurance to the board. The
primary multiple true-false section has
a mean failure rate over 60 per cent
(2016–2018, last data available) and
this should ring alarm bells that this
may not be a valid or useful assessment
of knowledge.
The financial cost to trainees
also merits consideration. In 2011
the British Medical Association
reported that anaesthetics was the
‘most expensive specialty, costing
juniors £24,912 to train to CCT’.**
The ‘elephant in the room’ article
in May’s edition emphasises the
need to spend on courses and other
training resources in order to pass
the College exams. This all reinforces
the belief within the profession that
the postgraduate exams should be
a gruelling rite of passage, whereas
in truth, we should be expecting the
majority of these highly intelligent
doctors to pass exams first time.
While these high failure rates endure,
I think that the College must honestly
and openly justify the tremendous
financial and psychological burden
faced by trainees.
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The College could alternatively
use this opportunity to become a
leader in rectifying a problem that is
mirrored across the Royal Colleges.
An assessment and training overhaul,
specifically addressing high failing rates
for trainees would be a great way for
the College to show it really does care
about trainee welfare and kindness
within the specialty.
Dr Dagan Lonsdale, Senior Lecturer
in Clinical Pharmacology/Consultant
Intensivist, St George’s, University of
London/St George’s Hospital

A reply from Russell Ampofo,
Director of Education, Training
and Examinations
We recognise and sympathise with the
psychological aspects and challenges
faced by many anaesthetists in training
today, and the additional stress of
examinations particularly in current
times. The author of the letter cites a
number of issues, which we have tried
to address in this short piece.
The FRCA examination is part of
a wider assessment strategy of
workplace-based assessments,
feedback and reflection within the
curriculum and training programme.
It has a number of component parts,
which serve to complement each
other within the broad assessment
blueprint of the examination. Based
on the core and intermediate level
training curriculums, the exam is
primarily designed for UK training. UK
graduates in training therefore tend
to perform better than candidates
from outside of the UK. Nevertheless,
successful candidate performance
requires thorough preparation and
planning to ensure that candidates sit
at an appropriate time in their training
(https://bit.ly/RCoAExmResRpt).

rcoa.ac.uk/examinations/examination-reports-statistics/exam-chair-reports-newsletter

*

Jaques H. Junior doctors spend £17,114 on postgraduate training. BMJ 2011;343:d6446.

**

A focus on broad clinical application gives
the exam validity. Question areas are
selected because they are clinically important
and appropriately sample the curriculum.
Candidates noticeably prepare less well in
some areas of the curriculum; recently these
include pharmacokinetics, statistics and
anatomy. We therefore encourage improved
candidate training and preparation in these and
other important areas of the curriculum that
candidates find challenging.
As part of the previous examinations review,
the College is in a phased transition of question
types. Multiple true/false questions will be
phased out by 2023 as we increase the
proportion of Single Best Answer questions.
This change will better enable the testing of
understanding in core areas and particularly
clinically-focused understanding of basic
sciences, which underpin practice.

The College 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:
■
■

■

A key aspect of exam setting is ensuring
consistency of difficulty from one paper to
another. This is achieved through the use
of psychometric statistics at the item level.
Questions that yield the most information on
candidate ability are the ones where around
half of candidates know the correct answer.
Therefore, although papers contain questions of
a range of difficulty, the greatest number will be
at the point where they are most discriminatory.
This means that in any examination a candidate
can expect to encounter questions that they
feel are difficult and those that they feel more
comfortable with.
The examinations are a method of setting a
standard within the training programme and
clinical practice in the UK and we seek to
continually review and update our processes to
deliver a training process that is fit for purpose.
There has been a lot of discussion on the range
of aspects contained in the curriculum and
therefore in the exam (https://bit.ly/WelfareMorale2017). The College takes such issues
seriously as part of its role setting robust
and appropriate standards for the specialty.
Currently, a new curriculum has been submitted
to the GMC for implementation from August
2021, and the examination syllabus is being
reviewed to remove unnecessary requirements.

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

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

APPOINTMENT OF MEMBERS, ASSOCIATE
MEMBERS AND ASSOCIATE FELLOWS

(MBE, OBE, CBE, Knight/Dame)

Member

Do you know of someone who you believe should receive national recognition
for their contribution to anaesthesia, critical care or pain medicine?

Associate Members

The National Honours Committee is
always pleased to receive names of
individuals to consider nominating for
honours in the Queen’s Birthday and New
Year lists.
While there are no fixed criteria for
honours nominations, we would expect
nominees to:

■

■

■

■

have contributed above and beyond
the call of duty

■

■

be acknowledged as exceptional by
their peers and colleagues

■

■

where possible, have made a wider
contribution beyond the requirements
of their position; long service is not
enough on its own to merit an award

■

have made a wider contribution,
including work in another area/field,
voluntary or outside work

■

possibly have an honour already and
have continued to make an exceptional
contribution over and above that
previously recognised.

Rather than at or after retirement age,
consider suitable candidates earlier in their
careers. The Department of Health and
Social Care has advised that nominations
should be made while the nominee is
still active. Retired candidates who are
successful must be within 12 months of
their retirement date at the time of the
announcement of the award.
When thinking about nominees, focus on
what has been done above their day job
that makes them stand out. Have they:
■

made a particular breakthrough or
been a proponent of a particular
change?
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made an outstanding impact on
patients or the public?
produced, perhaps against the
odds, sustained achievement which
has required vision, the ability to
make tough choices, or determined
application and hard work?
shown innovation or creativity in the
delivery of longstanding results?
earned the respect of their peers and
become a role model and leader?
had a sustained career of outstanding
achievements (and are within two years
of retirement)?

Outlined below are the sorts of
contribution normally expected for each
level of award. Particularly for MBEs and
OBEs, recipients will often have provided
an excellent local service over many years,
and this system is one way of recognising
and honouring that contribution.
The types of award for which we
nominate are:

■

■

a conspicuous leading role in regional
affairs, through achievement or service
to the community; or
making a highly distinguished and
innovative contribution.

OBE
Awarded for:
■

a distinguished regional or countrywide
role in any field; or

■

achievement or service to the
community;

■

notable practitioners known nationally.

MBE
Awarded for:
■

achievement or service in and to the
community of a responsible kind that is
outstanding in its field; or

■

local ‘hands-on’ service, that stands out
as an example to others.

British Empire Medal
Awarded for:

Knight/Dame

■

Awarded for pre-eminent contribution in
any field of activity, through:

‘hands-on’ service to the local
community; or

■

innovative work of a relatively short
duration (three to four years) that has
made a significant difference.

■

achievement or service to the
community, usually, but not exclusively,
at national or international level; or

■

acting in a capacity that will be
recognised by peer groups as
inspirational and significant nationally;
and

■

demonstrating sustained commitment.

CBE
Awarded for:
■

a prominent national role (of a lesser
degree); or

Suggestions and any supporting
information can be submitted at any time
to rmurphy@rcoa.ac.uk. However, the
Honours Committee meets in January
and July, so nominations received by the
second week of January and the end
of June will be reviewed as part of that
process.

Dr Jacob Leaver Schofield
Dr Louis Benedict Norman
Dr Ibrahim Besheet Fahmy Eskarose
Dr Surag Khadka
Dr Balasooriya Muhandiramalage Vidath Nayantha A
Yasith Balasooriya
Dr Kalinga Nirosha Bandara
Dr Hannah Louise Atkins
Dr Reeja Thomas
Dr Ekanayake Mudiyanselage Damith Bandara Ekanayake
Dr Sirisha Vanapalli
Dr Muhammad Farhan Rasheed
Dr Sudhir Venkataramaiah
Dr Sayali Raj Bonde
Dr Seema Bindiya Naga-Maghoo
Dr Pragya Ahuja
Dr Gayathri Kaushalya Maha Thananthirige
Dr Senani Upamalika Dunukearachchi Samarasinghe
Dr Ayman Mohamed Abdelazim Edarous
Dr Andrei Perciun
Dr Ahmed Soliman Ali Soliman
Dr Ahmad Saeed Mohamad Daebis
Dr Mohamed Mahmoud Abdelhakiem Afifi
Dr Tufail Ahmad Mir
Dr Vinayak Nirmalan
Dr Amarnath Moni
Dr Muhammad Taimur Hijazi
Dr Meherunnisa Asif Khan
Dr Sumit Bajaj
Dr Mahmoud Yahia Mustafa
Dr Mustafa Elsaid Taher Mohamed Elsayed Eltaher
Dr Gamal Mohamed Abudahab Ibrahim
Dr Kanmani Tumkur Lakshmikantha
Dr Muhammad Ali Zulsibtain
Dr Gladson Royal Thomas
Dr Shalika Ishara Dharmakirti
Dr Thevaki Nadarajah
Dr Shivam Dhar
Dr Vinaya Masoji
Dr Priyanka Deepak Moon

APPOINTMENT OF FELLOWS TO CONSULTANT
AND SIMILAR POSTS
The College congratulates the following fellows on their
consultant appointments:
Dr Thomas Ballantyne, Royal Infirmary of Edinburgh
Dr Ravi Bhatia, King’s College Hospital, London
Dr Istvan Darok, Basingstoke and North Hampshire
Hospital
Dr Mo Elriedy, University Hospitals of Derby and Burton
Dr Lyndsey Forbes, Royal Hospital for Children, Glasgow
Dr Ciro Morgese, Queen Elizabeth Hospital, Birmingham
Dr Roshan Thawale, Epsom & St Helier’s Trust University
Hospital, Surrey
Dr Katherine Zealley, Royal Hospital for Children in
Glasgow

Affiliates
Ms Smitha Mariyam Charuvila Sreenivasan
Ms Frances Marfleet
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DISCOUNT

Off your second course if booked within six months of the first
or if two booked at the same time.

Leadership
and Management
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.

The Essentials

Personal
effectiveness

30 September to 1 October 2020
The Studio, Leeds

The
essentials

Leading and Managing Change
16 October 2020
RCoA, London

Virtual events
29 September 2020

19 October 2020

Clinical Content Leads
Dr John Williams and Dr Stuart Gold,
Consultant Anaesthetists

Clinical Content Lead
Dr Toni Brunning, Consultant Anaesthetist

Topics include:

Topics include:

■

vasoactive medications and postoperative
outcome in major abdominal surgery

■

EEG monitoring during anaesthesia

■

substance abuse in anaesthetists.

■

evolutionary medicine

■

processed EEG – beyond BIS

■

psychology of error.

Working well
in teams

Managing
change

Working Well in Teams and
Making an Impact
18 November 2020
RCoA, London

Personal Effectiveness
26 March 2021
RCoA, London

These events will consist of pre-recorded lectures, which will be available before the event date
followed by live panel, question, and answer sessions on the date specified above.
For further information and to book, please go to:

%
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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

%

rcoa.ac.uk/events

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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WEBINARS
New webinars are released regularly.
Please visit our website for dates, topics
and speaker information.
If you have a topic or speaker that you
would like to propose, please let us know:
events@rcoa.ac.uk

Anaesthetists as Educators
Programme

rcoa.ac.uk/webinars

Our series of Anaesthetists as Educators events support clinical educators in
delivering high quality training and education in the workplace. Participation
in the courses provides supporting evidence towards the GMC approval
process for trainers.
An Introduction
6 October 2020

Anaesthetists’ Non-Technical Skills (ANTS)
20 November 2020

Simulation Unplugged
7 October 2020

Advanced Educational Supervision
26 January 2021

Developing World
Anaesthesia
November 2020
Virtual event

Suitable for anyone planning, or even
just thinking about going to work in the
developing world, from junior trainees
through to senior consultants.

For further information and to book, please go to:
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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

%

%

rcoa.ac.uk/anaesthetists-educators-programme

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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18–20 May 2021
Old Trafford, the Home
of Manchester United
SAVE 10%

Co-badged with:

early bird places
available until
31 January – quote

EARLY10

when booking

Book your place at: rcoa.ac.uk/anaesthesia-2021

