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Welcome to the August 2020 edition
of The International Anaesthetist.
The past three months have been very eventful for the entire world in light of the
current COVID-19 pandemic. As the pandemic has continued its progress, we
as anaesthetists and intensivists have had a crucial role in managing the sickest
patients. We have shown real commitment and resilience and I know that this
will continue in the coming months. I know that the situation is not yet over, but
as most governments around the world have started to ease their lockdowns
and we enter the so-called ‘new normal’, we are beginning to see some light at
the end of the tunnel. We are of course tired both physically and emotionally,
but let us remember that we have the support of our communities and our
College. Your College recommends that you take leave and recover, physically
and mentally, prior to a possible second wave of COVID-19 infections. Our Vice
President, Dr Fiona Donald, has given key tips for you here.
The College and its partners have kept updating the COVID-19 guidance hub
and we hope you are finding the resource useful. As always, your feedback on
this is very welcome. The College has also run three COVID-19 membership
surveys to understand the issues our members have been facing during the peak
of the pandemic. As an international member, your opinion is important to us
and I do hope you have been voicing your concerns through these surveys.
If you are interested in learning more about how our UK anaesthetists are
coping with the pandemic, I invite you to read our blog series ‘Experiencing the
COVID-19 Frontline’.
Alongside COVID-19, in the past three months we have seen social movements
across the globe including ‘Black Lives Matter’. We as a College, and as an
international organisation, condemn any form of racism and discrimination.
We are committed to supporting our members and staff from Black, Asian,
and Minority Ethnic backgrounds. You can find the College statement on this
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here and a message from the College
celebrating diversity here.
The content of this newsletter will
reflect some of the changes that the
College has undertaken to adapt to the
new normal. Specifically, our Events
department will give you an update
on the Primary FRCA and Final FRCA
courses, which are available online.
Events are running many of its courses
and events online with remarkable
success. Details about these events can
be found on our website here. We give
you an update on the development of

the Centre for Perioperative Care and

explains how her experience in the

information on new patient information

NHS has widened her horizons upon

leaflets that have been produced

returning to Sri Lanka. Finally, Mr Gore-

by the College and translated into

Booth, from the World Federation of

different languages. In this edition, a

Societies of Anaesthesiologists, will

member from Australia will describe

provide a partner’s update on how his

his day in a hospital in Melbourne. We

organisation’s activities have adapted

will also hear COVID-19 experiences
from the frontline from members
in Nigeria and Malaysia, and from
doctors in London, Medway and
Lancashire in the UK. Dr Jayasinghe,
who participated in the College’s
Medical Training Initiative scheme,

to COVID-19.
This is your newsletter, so please
keep in touch to share your thoughts,
reflections and articles. We love hearing
from you (global@rcoa.ac.uk).
Enjoy the reading!

Professor Ellen O’Sullivan, Chair of the Global Partnerships
Committee and RCoA Council Member
rcoa.ac.uk/global-partnerships

EVENTS AND COVID-19
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.
Please keep up-to-date by visiting our webpage:

rcoa.ac.uk/events
Developing World
Anaesthesia
26 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.
rcoa.ac.uk/events/developing-world-anaesthesia
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A day in the life of...

Dr Philip Popham, Melbourne,
Australia
Consultant in Anaesthesia, Royal Women’s Hospital and
Honorary Senior Lecturer, University of Melbourne

I was appointed as consultant at Addenbrooke’s Hospital in Cambridge, UK, in
1992, but at the end of 2001 moved to the Royal Women’s Hospital (the Women’s)
in Melbourne, Australia.
The Women’s is a tertiary obstetrics
and gynaecology hospital, which
moved to a new building co-located
next to the Royal Melbourne Hospital
(a major teaching hospital) in 2008.
Together with the new Victorian
Comprehensive Cancer Centre (which
consolidates several cancer centres on
one site) and the recently rebuilt Royal
Children’s Hospital, the medical campus
is collectively known as the Parkville
Precinct. An electronic medical record is
shortly to ‘go live’ across the precinct.
As the largest obstetric and
gynaecological hospital in Australia,
we have about 11,000 deliveries on
site a year, split between the public
hospital (7,500) and the private hospital
(3,500) that occupies the top two
levels of the building.
Our work, unsurprisingly, is typical
of a large maternity hospital, and the
patient demographics reflect the
wide variability seen in a major urban
environment. Core business comprises
an epidural service, elective and
emergency caesarean deliveries, a wide

range of gynaecological surgery, cancer
services, dedicated in vitro fertilisation
provision and breast and breast plastics
surgery services; together these
constitute about 14,000 cases a year.
Although Australian medical politics
are much the same as those of the
UK, staffing differs somewhat from
UK practice. Our department has four
full-time consultants (38 hours per
week), eight half-time (two two-days at
the Women’s and two days at another
public hospital per week) and about
25 visiting medical officers who work
at the Women’s between three days
per fortnight to four days per month.
This brings some complexity to leave
allocations and rostering (not ‘the rota’
here), but provides flexibility for staffing

at other times. Since Australians must
travel so far to international meetings
we are provided with generous study
leave, but individuals must plan early
since the popular meetings (typically the
Obstetric Anaesthetists’ Association,
Society for Obstetric Anesthesia
and Perinatology, Euroanaesthesia,
Australian and New Zealand College
of Anaesthetists) are booked up
quickly. Australians get Christmas and
summer holidays out of the way in one
go, and reductions in elective surgical
and clinic activity over December/
January generally permits use of annual
leave entitlement, although recent
changes of political emphasis on
‘waiting lists’ may affect that.

Australians get Christmas and
summer holidays out of the
way in one go
| 2
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View from the frontline
A day in the life of
a COVID-19 shift in London
Dr Maxine Okello, Clinical Fellow in Perioperative Medicine, University College London Hospital

It is 7.30am and I am on my way to ‘the Tower’ at University College London
Hospital, ICU department, for my 13-hour day shift. The silence and empty streets of
Tottenham Court Road confirms the government lockdown that began two days ago.
In the hospital, the doctors and nurses
gather at the Maple Bridge Corridor to
receive the night shift handover, and
the senior nurse in charge wears a smile
despite the busy hectic night. Professor
Mervin Singer shouts, ‘don’t forget to
request for vitamin D levels!’ as we head
into the ICU. The teams spread out and
I head into the doctor’s room for the
bedside handover of the north side. The
tired night doctors hand over 15 patients,
11 of whom are intubated and the rest
are on continuous positive airway
pressure, and a recently deceased
patient. Professor David Walker walks in
and we enquire about the night. He is
glad to be heading home.
We are a team of five: Dr Jim Down,
Dr Oliver and three junior doctors
covering the north side. We make a
plan for the day. Not too bad! So I
thought, until the emergency bell rings
for a bed. The patient is convulsing and
desaturating. His caring nurse is quickly
assembling the Mapleson circuit to bag
him. Jim and I rush to the table next to
his room and start doffing. I can feel the
adrenaline as the bell keeps ringing.
In a matter of seconds, we are
being assisted with

donning from other team members.
The nurse in charge is calling out for
the airway team that has just intubated
two patients on the south side. Jim
discusses our action plan as we get the
face shields on. A few minutes later,
the endotracheal tube is in, saturations
are back at 98 per cent, the patient is
sedated, stable and awaiting a chest
X-ray. The airway team leaves, eager to
reload their energy with the snacks and
meals from well-wishers. We examine
and review the chart, make a plan for
the next couple of hours and leave after
30 minutes. I recall Jim’s forecast of the
headache. Isn’t it too early?

his fear of dying. He makes his final
video call to his family as we prepare the
drugs and the airway and prone team
gets ready. The day has just begun, we
have seen two patients, 12 more to go,
proning, de-proning, ECMO referrals to
the Brompton, four-hourly head turns,
microbiology and multidisciplinary team
round, and family phone updates. The
cardiac arrest bell goes off again, but
on the south side. Similar events at the
recovery and pods converted to critical
care units. We fight as a team. The
greatest tough lesson was surrendering
to COVID-19 when it won.

An urgent review is requested for a
patient who is in respiratory distress:
a haemato-oncology patient who is
COVID-19 positive with superimposed
bacterial infection. I thought to myself
‘this is a hard hit’. We break the news to
the patient about needing mechanical
ventilation. He cries and informs us of
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How my hospital in Nigeria is
adjusting with COVID-19
Dr Irene Irenosen Akhideno, Consultant in Anaesthesia and Intensive Care,
Irrua Specialist Teaching Hospital, Nigeria

COVID-19 was declared a pandemic by the World Health Organization on 11 March
2020. The first case in Nigeria reported by the Nigeria Centre for Disease Control
(NCDC) was an Italian foreigner, in Lagos, on 27 February 2020.
The Irrua Specialist Teaching Hospital
is a tertiary public facility in rural south
Nigeria. It is the centre of excellence for
the diagnosis and management of viral
haemorrhagic fevers in sub-Saharan
Africa. As a result, our laboratories are
equipped for polymerase chain reaction
(PCR) testing for viruses; hence, we were
among the first approved centres in the
country for diagnosis and management
of COVID-19 by the NCDC. The
hospital has 360 acute beds, with 20
beds in the isolation unit.

■

local production of water-resistant
full-body personal protective
equipment (PPE), of which some are
reusable post-sterilisation due to
worldwide shortage

■

hospital-wide training on infection
prevention and control (IPC) by
the IPC committee in different
departments, with focal persons for
step-down training.

the hospital provided and
mandated all staff to wear a cloth
facemask (at least) at all times
within hospital premises; this is a
prerequisite for entry

■

all admitted patients must use a
surgical facemask except when this
is clinically not possible

■

departments were advised to
manage staff capacity to ensure
social distancing

■

the hospital pharmacy commenced
production of standardised
hand sanitisers, as demand
overwhelmed supply. We are
currently self-sufficient

skeletal elective cases, mainly
caesarean sections and oncology
cases, require a COVID-19 PCR prior
to surgery. If results are positive and
surgery can be deferred, the patient
is moved to the isolation unit and
managed according to local protocol
until covid negative. Caesarean
sections cannot be delayed, so they
are carried out in the isolation unit
theatre with complete PPE worn by
all those involved

■

an intensive care unit has been
created in the isolation unit with
ventilated beds, which currently
have not been fully employed,
thankfully

■

the anaesthesia department now
runs a team system on a daily basis;
this is to reduce exposure of the
whole clinical staff

■

there has been a reduction in
numbers of staff present in the
theatre suite. Anaesthesia staff
(technician included) are now limited
to two or three per case.

Departmental:
■

training and teaching on
infection control practices in
handwashing, doffing and donning
of PPE, Intubating a COVID-19
positive patient

■

guidelines on appropriate PPE
while reviewing and providing
anaesthesia depending on patient’s
COVID-19 status

■

all emergency cases are assumed
to be positive; samples are taken
preoperatively and full PPE is used in
the designated high-risk theatre suite
and during the postoperative period
until status is ascertained

■

all patients for regional anaesthesia
must wear a surgical mask
throughout the procedure

The hospital management came up with
the following policies and innovations:
■

■

The policies will keep changing based
on how the disease process pans out in
Nigeria and what the new normal will be.
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Challenging the challenge:
adapting to the COVID-19 era in
a new country
Dr Kavinda Chanaka Bandara, MTI Anaesthetist, Medway NHS Foundation Trust

Yikes! My first thoughts when I landed in the UK in March, still in winter. My
destination was Medway Maritime Hospital, Kent, for overseas training, which is a
mandatory component of my postgraduate training in Sri Lanka.
A few days after I left, Sri Lanka
closed its borders. By then, most
of the world had been hit by
COVID-19, and the UK was
preparing for it. I had to find
my own way in this unique
situation while in a new country
and system.
The usual systems were
on hold; new emergency
protocols were coming in. The
trust had stopped all routine
surgeries, allowing only
expedited and emergency
ones. The main theatre was
converted into COVID-19
ITU and the day surgery
theatre was taken over
for all surgeries. Theatre
staff were provided with
full PPE and simulation
training. The on-call rotas

were changed, incorporating intubation
teams. The protocols were changing
on a daily basis, making everyone
confused. This added a lot of pressure
while I was adapting myself to a
totally new working environment. The
diminished number of routine cases
directly impacted my completion of
the initial assessment of competency
(IAC), which was mandatory to start
the on-call rota. Starting from the deep
end is an understatement given the
situation at the time.
I was given access to the Lifelong
Learning Platform, which I used as
key guidance. Whenever I had the
opportunity, I finished the components
and finally completed my IAC
within one month. I am grateful to
my colleagues – nurses, surgical
department practitioners, trainees and
consultants – for helping me to achieve
that. They were very friendly and went
beyond boundaries to support me.
We had morning and evening
briefings, which summarised
the daily status of COVID-19
patients, PPE and protocols.
This ensured my safety
at work. I managed
to incorporate my
experience into practice
with all these inputs
without much difficulty.

The community was struck too. People
were panic buying, with many empty
shelves in supermarkets and closed
shops. I had to adapt to this new reality.
Travel restrictions limited my journey
between my accommodation and
the hospital.
My job became my saviour. Everyone
in the hospital was very helpful,
making my days smooth. The human
resources manager helped me to open
a bank account, which allowed online
shopping. My educational supervisor’s
support was key to overcoming any
issues I was encountering, be they
job related or personal. My buddy,
Dr Muditha Colambage, deserves a
mention for his continuous support and
for feeding me almost every day! My
hobbies (music and reading) prevented
me from boredom as the places I could
go to relax and unwind were limited or
non-existent.
On reflection, I believe that I have
achieved more by experiencing a
pandemic in a different setting to
where I am used to working. This has
helped me tremendously to build
resilience and adaptability for any
situation. This unique experience will
stay with me forever and will help me
to achieve more.
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A designated non-COVID-19 hospital
during the pandemic
A Malaysian experience
Dr Nadia Hanom Ishak, Head of Department, Consultant in Cardiothoracic Anaesthesia and Critical Care;
Senior Lecturer, Faculty of Medicine, Universiti Teknologi MARA, Malaysia

The initial outbreak of the novel coronavirus disease COVID-19, which started in
China at the end of December 2019, has rapidly escalated globally. At present,
there have been over 10 million confirmed cases and over 500,000 deaths,
according to the John Hopkins University COVID-19 dashboard.
Malaysia’s medical preparedness and
planning to the crisis was led by our
Director-General of Health under the
Ministry of Health and was initiated in
early January. Malaysia’s first encounter
with the virus was an imported case
from China at the end of January
2020. The initial period was confined
to imported cases that were relatively
mild in nature. However, in a matter of
weeks, local clusters began to emerge
and cases started to escalate in terms of
numbers and severity. On 16 March, a
two-week period of ‘Movement Control
Order’ (MCO) was announced by the
government. The very next day after
the announcement, the first two deaths
were reported, and this left Malaysians
feeling numb and in shock.
Our facility, Hospital Universiti
Teknologi MARA (HUiTM), was
designated as a non-COVID-19 centre.
We agreed to facilitate local resources
to accommodate semi-emergency
and emergency non-COVID-19 cases,
diverted from the nearby Sungai Buloh
Hospital, which is a COVID-19 hospital.
Our department of anaesthesiology and
intensive care has four intensive care
and four cardiac intensive care beds,
with four operating rooms. Even though
we are primed as a non-COVID-19
centre, we converted our facility into a
COVID-19 ready unit. We undertook onsite and online training on donning and
doffing personal protective equipment,

powered air-purifying respirators,
COVID-19 airway drill, infection
prevention with control measures
and operational workflow in handling
potential intubated COVID-19 patients.
In the midst of an unprecedented crisis,
innovative ideas started to surface
and our department collaborated
with Universiti Teknologi Malaysia in
developing an aerosol box based on
a Taiwanese anaesthetist’s original
invention (see image above). These
were manufactured by the university in
a week and distributed to more than ten
hospitals within the vicinity.
Our medical students were mobilised
to their respective hometowns prior
to MCO. A contingency academic
plan was presented at the Faculty of
Medicine to all academic coordinators.
We prepared all teaching materials and

The peak of the national COVID-19
outbreak was at the end of March
and continuous awareness, social
distancing, tireless screening and a
prompt clinical response had been
advocated and proven worthwhile. To
date, our recovery rate is 97.8 per cent
and our mortality rate is 1.36 per cent
based on the Ministry of Health report.
The prolonged MCO has been eased
gradually, based on this achievement,
and we are slowly adapting to the new
normal of daily life and clinical practice.
COVID-19 is still present and this will
remain as a challenging task for all of us
but nothing can replace teamwork at its
best in braving this storm.
‘Coming together is a beginning,
keeping together is progress, working
together is success’
Henry Ford

clinical videos and shared them through
the Microsoft 365 platform.
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UK intensive care medicine
experience at Lancashire Teaching
Hospitals during COVID-19
Dr Avinash Jha, Medical Training Initiative Fellow in Intensive Care Medicine, Lancashire Teaching Hospitals
NHS Trust, Preston, UK
Dr Shashikumar Chandrashekaraiah, Consultant in Intensive Care and Anaesthesia, Lancashire Teaching
Hospitals NHS Trust, Preston, UK

An unprecedented pandemic that shook the world had reached London by
February 2020. As the days progressed, there were emerging reports about how
healthcare workers of all grades, particularly of Black, Asian and Minority Ethnic
(BAME) community were at a higher risk of acquiring infection and the associated
complications. Increasing age with associated comorbidities like chronic heart
disease, diabetes and obesity, which are more prevalent in BAME community, have
showed to increase COVID-19 related mortality and morbidity.
The pandemic spared nobody and
brought healthcare professionals of
all grades, from consultants to junior
doctors, to work together and devise
various strategies to treat COVID-19
patients and keep the staff safe. This
situation had a significant effect on
us as intensivists, and we were very
concerned that our immediate family
members or we could catch the virus.
These fears were further augmented by
increased levels of anxiety within our
family and friends in India, who were
overly concerned about us.
A few weeks after the pandemic was
declared, the initial COVID-19 cases
were admitted into our intensive care
unit. However, within this time interval,
we had remarkable activities on the
unit, which helped us ease down and
overcome our fears.
Risk assessment was an extremely
helpful tool, which involved screening
the members with higher probabilities
of contracting the infection. Following

this, there was a Herculean task of mask
fitting every team member to make sure
we could use the respirators/ filtering
facepieces in the appropriate way
and we were provided with a personal
respirator. The unit was abuzz with
training sessions on proper donning
and doffing of personal protective
equipment (PPE), supplemented
with simulations on intubation of
patients with COVID-19. This helped
in developing more awareness,
better understanding about reducing
the risk of aerosol generation and
enhancing personal protection. All
these developments boosted our
confidence towards caring for patients
with COVID-19.
Strategies had been carefully
formulated to reduce the exposure
time in the COVID-19 areas. These
included prepopulating the ward rounds
online in a clean area, entering the
bays in minimal numbers with constant
rotations and use of walkie-talkies to
communicate with the nursing staff. We

cannot stress enough the importance
of the correct use of PPE at all times.
These were simple but highly effective
measures, made possible because
of team effort along with constant
emotional support and promotion of
mental wellbeing.
There was a continuum of support
both professionally and personally
from all cadres of health care
workers. Colleagues from BAME
background, including consultants
who were considered to be at high
risk, managed those patients who did
not have COVID-19, which balanced
the workload.
To summarise, we transitioned from
trepidation to equanimity amid the
need to be exorbitantly circumspect
about the present scenario and
this feat would not have been
achievable without the guidance and
encouragement from our colleagues.
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MTI placement:
widening my
horizons
Dr H M Amila Jayasinghe, Lecturer,
Faculty of Medicine, University of Peradeniya,
and Consultant Anaesthetist, Teaching Hospital,
Peradeniya, Sri Lanka
Broomfield Hospital

The Medical Training Initiative (MTI) is a scheme to assist trained international
medical graduates from low and middle-income countries to gain further specialist
training in the UK. As an MTI trainee in anaesthesia and intensive care from Sri
Lanka, I would like to share my experience following completion of my training.
Working at Broomfield hospital,
Chelmsford, I followed a wellstructured training programme as per
the CCT curriculum. There was a big
diversity of surgeries and procedures
such as cleft lip and palate repairs,
free flap surgeries; ultrasound-guided
nerve blocks, insertion of double lumen
tubes and bronchial blockers, fibreoptic
intubations, robotic surgeries, major
vascular and upper gastrointestinal
surgeries, with something new to
learn every day. Not only it was a
high-quality clinical training but also
it enhanced my non-technical skills
such as communication, teamwork
and leadership. My educational
supervisor and College tutor guided me
throughout my post and ensured that I
met my training requirements.
My MTI period opened up many
opportunities. I managed to go
through the FRCA examination with
the help of some comprehensive
exam preparation courses and the
support of the consultants in my
hospital. In addition, I pursued my
interest in medical education. I was
able to join the medical academic unit

of the hospital and conducted formal
teaching sessions for medical students.
As the anaesthetic department runs
simulation training programmes and
FRCA exam preparation courses (with
the collaboration of Anglia Ruskin
University), as a faculty member I
was able to organise such courses
and experience different teaching
methodologies.
I had many opportunities to build my
CV by conducting audits, presenting
at morbidity and mortality meetings,
departmental meetings and national
conferences. College tutors, supervisors
and other consultants were always keen
to help. Keeping up-to-date with new
knowledge was not difficult, as many
courses and scientific meetings were
available nationwide. I also participated
in accreditation programmes in medical
education and intensive care echo
conducted by the College.
Being away from family and friends
was always difficult, but it gave me
the chance to make new friends from
different countries, travel around
the UK and Europe and try different
types of food.

Currently I serve as a lecturer and a
consultant in anaesthesia and intensive
care at the Faculty of Medicine,
University of Peradeniya, Sri Lanka.
There is no doubt that the experience
in the NHS will brighten my career as
an academic and a clinician and has
equipped me with the skills to best
service my hospital and country.
I appreciate the enhancing support
and development of new strategies
offered by the College, like simulation
programmes specifically for MTI
doctors, which facilitate individuals
from various cultural and educational
backgrounds to adapt smoothly to the
UK system. My message to the new
MTI trainees is: You have a platform with
an endless boundary to play and add
colours to your professional career and,
ultimately, it will help you to improve
the standards of patient care in your
home country.

Acknowledgement
Dr Hywel Jones, FRCA, Educational
Supervisor, Broomfield Hospital,
Chelmsford.
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WFSA update –
response, adaptation and continuity
Julian Gore-Booth, Chief Executive Officer, WFSA
Francis Peel, Communications and Advocacy Manager, WFSA

Over the past few months anaesthesiologists have been at the forefront of the global
response to COVID-19. The WFSA has been working hard to support the specialty
while also managing the organisational challenges that this pandemic has presented.
Like the College and several of our
member societies, including the
Association of Anaesthetists, the WFSA
moved quickly to make educational
material, guidelines and protocols relevant
to anaesthesia care in the time of such
a pandemic available to all with internet
access. These curated materials can
be found on our COVID-19: Guidance
for anaesthesia and perioperative care
provider resource site. Of particular note
(and in line with our global mission) is a
collection specifically for anaesthesia
providers working in low resource
settings. These are open for everyone to
use so please share them widely.
In line with WFSA’s position as a nonstate actor in official relations with
World Health Organization (WHO),
we submitted a statement to the 73rd
World Health Assembly, which was held
virtually and was largely devoted to the
COVID-19 pandemic response. The
statement highlights the essential role
of anaesthesiologists and other trained
anaesthesia providers and calls on
WHO and member states to:
■

address chronic workforce
deficiencies in anaesthesia and
intensive care

■

provide and maintain essential
equipment for resuscitation,
anaesthesia and intensive care

■

adhere to the WHO–WFSA
International Standards for a Safe
Practice of Anaesthesia

■

protect our most valuable resource,
frontline health workers, by providing
a safe working environment,
including appropriate PPE.

The full statement can be found here.
We have also had to adapt how we
work. Not just the governance and
management of the organisation, but
also programme implementation. Some
training courses (such as Essential
Pain Management) have already been
successfully modified and delivered
online and we are working hard with
partners and experienced trainers to
ensure that this applies across as many
of our programmes as possible. In the
meantime online educational material
such as Anaesthesia Tutorial of the
Week (ATOTW), our journal Update in
Anaesthesia and the WFSA YouTube
channel of educational films have really
come into their own. Collectively, the
films have been viewed over 2.6 million
times. The WFSA virtual library houses
over 600 tutorials in five languages
and over 500 Update in Anaesthesia
articles. We are building on this wealth
of material by launching a new and

improved resource hub in August
2020. For those interested in signing
up for tutorials or simply testing your
knowledge and taking the quiz, please
visit the ATOTW homepage.
Perhaps the most visible change
has been to the World Congress of
Anaesthesiologists. This was due to
take place in September 2020 but has
been postponed to 1–5 September
2021 in the hope that several thousand
anaesthesiologists from around the
world will still be able to attend –
perhaps by that time a visit to Prague
will be exactly what everybody needs!
We certainly hope to see you there.
In the meantime, for those that are
interested in finding out more about
the work of the WFSA, please find our
2019/2020 Annual Report here.
Stay safe, and our thanks to all
anaesthesiologists, anaesthetists and
healthcare workers everywhere.
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DIGITAL EVENTS:

the new normal at the
College
Jodie Phillips, RCoA Event Manager

COVID-19 has had a huge effect on the face-to-face events the College offers. A
major part of the five-year College educational strategy is to increase the digital
education offering to our members. As a result of COVID-19 we have reviewed this
a lot faster than previously expected and are excited about our upcoming digital
events programme.
Primary FRCA and Final FRCA revision
courses
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 courses.
These digital courses gave delegates access to pre-recorded
video lectures, presentations, interactive MCQ questions and
live Q&A webinars.
Attendees will have access to all the digital content up
until the date of the exams in November 2020. For full
programmes and further information, please visit the revision
course webpage.
Your last chance to register is 28 August 2020.

Feedback we have received so far includes:
‘I do actually prefer this format of the course due to the ability
to pause and rewind many times when I didn’t 100 per cent work
out what they have said/I’m not following, so thanks so much for
organising rather than just cancelling it due to COVID-19!’
‘The lectures are excellent. This is a very helpful resource –
especially having had so many local courses cancelled.’

Autumn virtual events
Our autumn programme of events will take a similar format,
with a mix of pre-recorded lectures and live talks and
discussions, as well as the opportunity to interact with speakers
and panel members. This includes our popular Anaesthetic
Updates events, which provide an update on the central issues
surrounding the development of anaesthesia, critical care
and pain management. These events will take place on 29
September, 19 October and 19 November. Find further details
and book your place on our website now.

Free webinars
Keep an eye out for our free evening webinars. Further details
are available here, you will also find past webinar recordings
available to view.

Videos

Webinars

Podcasts
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The Centre for Perioperative Care
Mrs Scarlett McNally, Consultant Orthopaedic Surgeon and Deputy Director, Centre for Perioperative Care
Dr David Selwyn, Consultant Anaesthetist and Director, Centre for Perioperative Care

The Centre for Perioperative Care (CPOC) is a new multidisciplinary organisation,
hosted and funded by seven professional stakeholders including the Royal College
of Anaesthetists. The perioperative approach stretches from the moment that
surgery is contemplated to the time of full recovery.
Although most operations go well,
complications occur in 10–15%1
and 14% of patients express regret.2
Complications are often predictable
and cause extended length of
stay, prolonged dissatisfaction and
unanticipated healthcare costs.
The current paradigm of healthcare
is paternalistic and passive, often
involving a ‘silo’ mentality by conditionspecific specialists. This occurs despite
23% of all UK adults having multiple
comorbidities, rising sharply with age
and social deprivation.3
The perioperative phase offers a
powerful ‘teachable moment’ when
many interventions such as smoking
cessation, daily exercise, nutrition and
medication review are proven to reduce
complications.4 Waiting lists become
preparation lists. True shared decision
making includes agreeing expectations.

A patient may decide against less
beneficial surgery if the issues important
to them are central to discussions.5
COVID-19 provides opportunities
to organise and deliver healthcare
differently. Expanded critical care
facilities should be retained for complex
postoperative surgical patients;
‘enhanced care’ facilities might be
more appropriate for less complex
post-surgical monitoring. Alternatively,
realistic options to surgery may follow
genuine risk discussion using a ‘BRAN’
structured approach (benefits, risks,
alternatives, do nothing).5
Health service provision needs a
paradigm shift in surgical pathway
mindset. Standardisation of processes
(such as routinely identifying diabetes
or anaemia) paradoxically improves the
individualisation of care and can also
optimise emergency patients care.
CPOC is leading standards setting,
developing workforce solutions
and lobbying for a patient-centred
surgical pathway and that mindset
change.4 Perioperative care is
truly a team game, including
surgeons, anaesthetists,
geriatricians, GPs,
nurses, physiotherapists,
administrators,
pharmacists and others.6
All need support and

education, especially on motivational
interviewing, shared decision making
and ‘red flag’ medical pathways.
Perioperative care competencies have
been described.7
To achieve patient-focused
perioperative care requires change.
This involves placing the patient at the
centre of the perioperative pathway,
recognising the role of the prevention
agenda, shared decision making and
good team communication, and this will
ensure delivery of the NHS long-term
plan triple aim.8
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RCoA offers translations of its
patient information leaflets
Rasheda Begum, RCoA Publications and Business Co-ordinator

The College is delighted to announce that from July 2020 it started offering
translations of its most popular patient information leaflets, starting with
You and your anaesthetic.
Working in partnership with Translations
without Borders (TWB) the College
will be offering translations in the
most spoken languages in the UK,
specifically: Welsh, Arabic, Bengali,
Bulgarian, Chinese, Farsi, French,
Gujarati, Kurdish, Lithuanian, Polish,
Portuguese, Punjabi, Romanian,
Russian, Slovenian, Somali, Spanish,
Tagalog, Tamil, Turkish and Urdu. TWB
is a non-profit organisation offering
language and translation support
for humanitarian and development
agencies, and other non-profit
organisations on a global scale.

The chair of the Patient Information Group and lead for patient information at the
College, Dr Hilary Swales, said:

‘Until now, patients with limited English have often relied on Google Translate,
relatives, ‘Patient Line’ or a one-off meeting with an interpreter to access
information on anaesthesia. We are hugely grateful for the work of TWB
in allowing us to increase access of our quality resources to a wider group
of patients. This will allow more patients to receive the quality information
they need to engage fully with the consent process, prepare effectively for
surgery and decrease their anxiety before an operation.’
We plan to produce translations of more of our other patient information resources
over the coming months. We welcome any feedback on our patient information, and
you can contact us at patientinformation@rcoa.ac.uk

By offering translations of its patient
information resources, the College
will be able to reach more of the most
disadvantaged patients in the UK, often
the ones who require the most attentive
and targeted care. Allowing access
to the College’s patient information
resources in a first language will
improve understanding of anaesthesia,
procedures and risk for many for whom
English is not a first language. Our
translations will also help our members
and their colleagues in preoperative
assessment clinics discuss risk and
consent with more patients from across
the communities they serve.

Further information
is available on our
website:
rcoa.ac.uk/patientinfo/
translations
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RAISING THE STANDARDS:

A new edition of the recipe book
September sees the publication of the 4th edition of ‘the College
recipe book’ – or to give it its formal title Raising the standards, RCoA
quality improvement compendium, 4th edition.
This edition is a group effort of over 120 College members, including many trainees, contributing
recipes covering the breadth of anaesthesia, perioperative medicine, pain and intensive care. For the first
time we have recipes covering frailty, prehabilitaton, wellbeing and environmental sustainability amongst
other new topics, and an entirely new chapter on cardiothoracic anaesthesia. Each recipe covers
its topic succinctly and if readers which to study in greater depth there are links to further reading,
consensus documents and best practice standards. There are links in each recipe to the curriculum,
Guidelines for the Provision of Anaesthetic Services and Anaesthesia Clinical Services Accreditation, so
departments can plan their work to meet training requirements and College recommendations.
The first section of the book is a guide to improvement science, helping readers to undertake some of
the suggested actions listed in the recipes to improve performance and covering all the content required
in the new 2021 curriculum. 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, across the full range of anaesthetic services.
The published book will be freely available worldwide via the College website.
Practice standards have been moving too quickly to commit any COVID-19 specific recipes to the book,
lest they become quickly out-of-date. We anticipate 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.
We are grateful for the many hours of work given by so
many colleagues to produce the book. We hope they are
proud of their contribution, and their work will help us
to stay at the forefront of improving healthcare for
the next 20 years.

Dr Carolyn Johnston, Dr John Colvin,
Dr Maria Chereshneva and
Professor Carol Peden
Editors
qualityimprovement@rcoa.ac.uk
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Global Anaesthesia:
Towards Health Equity
16 March 2021 | RCoA, London

rcoa.ac.uk/events

Co-badged with:

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

rcoa.ac.uk/anaesthesia

SAVE 10%

early bird places
available until
31 January – quote

EARLY10

when booking
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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:
■
■

■

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

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

It has been shown that
people who improve
their lifestyle in the run up
to surgery are much more
likely to keep up these changes
after surgery.
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