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Dr Helgi Johannsson

Welcome to the July Bulletin.
Welcome to the July edition of the Bulletin, and I hope you’re enjoying the summer as we are (hopefully) emerging
further from lockdown and enjoying a few more freedoms. The spring has been eventful for anaesthetists throughout
the UK. After dealing with the surge earlier this year, we are now realising quite how colossal will be the task of
returning the NHS to providing an efficient service for the people of the UK. We still harbour the fear of a third wave in
which we will again have to expand our critical care capacity, while many of us (including me) haven’t quite reached an
even emotional keel after the experiences of the winter.
The last year has brought many inequalities to the forefront, with discussions on race, economic deprivation, and
everyday sexism. After the murder of Sarah Everard many of my female friends and colleagues talked openly about the
discrimination they face every day, both overt abuse and very subtle innuendo. In this issue I am pleased to introduce
Dr Rebecca Barker, who writes eloquently about the challenges women face in the workplace, and I hope this will spark
further discussions and a real change in attitudes (page 14).
In my last editorial I touched on how the career progression of our anaesthetists in training has been devastated by the
COVID-19 pandemic, and this was certainly borne out in the ST3 recruitment round in May, where more doctors than
ever were unable to secure a post. I am glad to read the message of support from Professor Ravi Mahajan in his last
President’s View (page 4), and I want to thank him here for his support and vision through his presidency. We will be
welcoming Dr Fiona Donald to the post of president in September, and I know she will continue the College’s campaign
to increase training capacity and ensure those who were unable to secure an official training post can still make their
experience count towards their training, or a CESR equivalence.

Our anaesthetists in training and SAS members have taken a big hit during the pandemic and worked hard, intensive
shift patterns – with the exhaustion that comes with it. I urge you to read my colleague and mentor Professor HarropGriffiths’s piece Forty Years On (page 40), in which he describes accurately the misery of 56-hour shifts where he was
The role of virtual education
paid less than the cook serving his food in the canteen. Although things were beginning to improve in my training, I
in the post-COVID-19 era	50
certainly remember the sheer exhaustion you felt on a Sunday afternoon when you still had another 24 hours to go.
UHCWellbeing anaesthesia
Things really weren’t better in the old days, and no one should be asked to work like that.
52
initiative	
Hospitals produce a lot of waste, and the operating theatres have embraced a culture of disposables with open arms.
The NIHR Associate Principal
Gone are the reusable gowns, reusable laryngeal mask airways (which were really good, I do miss them), and instead even
Investigator scheme	54
a minor operation now produces two to three rubbish bags’ worth of waste. The environmental impact of anaesthesia is
RCoA Small Research,
also extremely large, with the anaesthetic gases at the forefront of pollution (page 38). I am slowly moving to TIVA for
Education and Travel Grants	56
many of my cases and have given up desflurane entirely; I hope our eco-friendly agenda will continue a pace.
NIAA Research
Grants: 2019 Round 2	58
I am proud of this issue and hope you find it an interesting read. In the meanwhile I hope we continue to experience a
The transformation of
variolation to vaccination	48

Perioperative Journal Watch	59
As we were...	60

low transmission rate, and I look forward to a day when I can see my colleagues and patients not just smile with their
eyes, but with their whole face.

Letters to the editor	62
New to the College	64
Notices, adverts and
College events	65
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Professor Ravi Mahajan
President
president@rcoa.ac.uk

The College recognises the highly demanding circumstances that
many of our members, including anaesthetists in training, are facing
following the outcomes of the CT1 and ST3 recruitment and the
introduction of the GMC-mandated 2021 Anaesthetics Curriculum.
Last July, College Council member and Bulletin
editor, Dr Helgi Johannsson, wrote about the
prospect of spending his summer holiday in his
garden. At that time, we were tentatively coming out
of the first lockdown. This summer, we are looking
forward to potentially being with and hugging our
loved ones and the freedom planned in the UK’s
roadmap out of lockdown. In much the same way,
however, many of us are hoping for good weather
as we spend our holidays close to home.
Amid the optimism, the success of the UK’s
vaccination programme, and the positive reduction
in COVID-19 cases and deaths, I know there are
huge challenges facing our members. Firstly, I’d like
to express my sincere condolences to all of those
affected by the COVID-19 surges across India and
South Asia this spring.

The President’s View

ADDRESSING TRAINING
CONCERNS
4 |

I particularly want to express my sympathy and support
to College members separated from their families
while they work and train in the NHS across the
UK. I encourage College members to reach out to
colleagues of Indian origin who may need emotional
support during these challenging times. A kind word or
show of emotional support may be all that’s needed to
provide reassurance to a concerned colleague.

Acknowledging our anaesthetists in
training
I also sincerely recognise the disappointing situation
that many of our members and anaesthetists in

training are currently faced with. I’d like to use my
final ‘President’s View’ article before I demit my post
as president in September to address these issues
directly. I hope this goes some way to explaining
more about the remit of the College.
Above all, I’d like to reiterate that the College
always has been, and always will be, an advocate
for its members. College staff, Council members,
my vice-presidents and I have been committed to
ensuring that we secure the best outcomes for the
specialty and the majority of our members. While I
understand that some College decisions made may
not always be agreed with by all members, please
let me assure you that the College always consults
with members and representatives of anaesthetists
in training. The College will continue to serve and
advocate on behalf of its membership and the
specialty we have all given so much of our lives to
work in. If members would like to be more involved
in the decision-making processes of the College,
there are many routes to do so. Our website has
an extensive list of ways to be involved, including
joining the membership engagement panel, please
visit rcoa.ac.uk/membership/get-involved for more
information. Of course, standing for Council is also a
direct way to have your say in the strategic direction
of the College (see page 42).

Role in recruitment
The total number of training posts is set by the
statutory education bodies in the UK – Health
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Education England (HEE), NHS
Education Scotland, Health Education
and Improvement Wales, and the
Northern Ireland Medical and Dental
Training Agency, making use of funds
allocated by central government.
In May, we noted that the most recent
recruitment round saw a record number
of applicants to both CT1 (2,046) and
ST3 (1,056) programmes for the August
2021 recruitment. The increase in
applicants for core-training programmes
is positively received and reflects the
efforts being made by the College to
raise the profile of anaesthesia-related
careers among medical students and
foundation doctors.
The College acknowledges that, due
to the competition for each post,
there will be many applicants who will
be disappointed by the news of not
receiving an offer in this round. We also
recognise the extremely difficult period
that anaesthetists in training have been
going through while being redeployed
and continuing their training and
examinations – all during a global
health pandemic. As I pointed out in
the last issue of the Bulletin, we also
remember that anaesthetists in training
remain central to addressing not only
the NHS’s response to the pandemic,
but also to the ongoing recovery and
clearance of the backlog.
In response to these circumstances, I
have written directly to the Secretary
of State for Health and Social Care,
Matt Hancock MP, offering solutions
to recruitment situation. The College
has also written formally to HEE,
NHS leaders, deaneries and heads
of schools of anaesthesia to strongly
encourage them to follow our CT3
equivalent training guidance and to
consider experience gained outside of
the training programme as counting
towards the progression of anaesthetists
in training.2

6 |

Bulletin | Issue 128 | July 2021

A workforce fit for the future
The College has long recognised the
shortage of fully trained anaesthetists
in the UK with our most recent
Medical Workforce Census 2020
demonstrating high and increasing
vacancy rates in our specialty.3 Using
this and other information, we have
continued to advocate for an increase
in UK anaesthetic training capacity to
address this shortfall. This is why we
will continue to engage with HEE and
devolved nation statutory education
bodies on behalf of our members to
increase the number of training posts.
As an example of this, the College is
currently working on a large influencing
campaign called Anaesthesia – fit for
the future,4 which is gathering data
and developing a plan for how best
the NHS could fill the gap in the
anaesthetic workforce and address the
retention challenge. In this campaign,
we make a further call that the
outcomes of the recent recruitment
round is evidence that there should
be an increase in higher posts in
anaesthetics.

Introducing a new curriculum
Following a significant period of
member and stakeholder consultation,
the College received approval to
introduce the 2021 Anaesthetics
Curriculum on 4 August. The GMC
mandated the introduction of the new
curriculum, and its approval represents
a key moment for our specialty.
We also understand that this will be
adding to the uncertainty for some
of our members. The College feels
that delaying the introduction of the
new curriculum would cause further
disruption and uncertainty for more of
our members as it would mean a longer
wait until the improvements designed
into the new curriculum can benefit UK
anaesthetic training.

I remain confident that the increased
flexibility in the new curriculum will allow
anaesthetists in training to experience a
more streamlined progression through
the training programme.
I believe that the increased flexibility
introduced into this new curriculum will
allow members who were unsuccessful
during this recruitment round to
evidence their progress outside of
approved training posts and have
this experience count towards future
training and their CCT date. Therefore,
in principle, even members who were
unsuccessful in ST3 recruitment may
be able to obtain a CCT sooner than
they would have been able to with the
2010 Curriculum. Finally, the changes
to anaesthetic training have to fit with
changes to other curricula, namely
ACCS, emergency medicine and
intensive care medicine, meaning that
postponing the transition would be
counterproductive.

Two-way dialogue
I understand that these are complex
issues that impact our members’
professional and personal lives. While
the College is working to address
these issues, further information and
support is available from your College
representatives. For more information
please see our website at: rcoa.ac.uk/
college-representatives. Members of
the College’s Anaesthetists in Training
Committee are also available for
support at: rcoa.ac.uk/ait-committee.

Working in partnership, not
in isolation
The College’s vision is clear – to advance
the delivery of safe patient care. We
are committed to improving patient
safety, wellbeing and outcomes through
the maintenance and advancement
of standards in anaesthesia. Critical to
this are our services, such as training,
examinations and patient information.

Every few years, the College develops and finalises a
strategic plan to outline how we plan to work towards our
vision, values and aims1 (see page 12). For 2018–2021,
a core element agreed by our senior leaders was for
us to work to shape healthcare policy and practice by
campaigning for change and by working collaboratively
with key partners including local and national government.
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The College does not work in isolation; College staff,
Council members, trustees, our vice-presidents and I work
to establish and maintain strong working relationships with
our key partners. These relationships are crucial because,
while we work to influence and inform organisations,
some decisions on important topics, such as confirming
the number of ST3 posts during national recruitment
rounds, are beyond our remit. We can and, of course,
do continue to strongly advocate for the benefit of our
members and the specialty.

President
Professor Ravi Mahajan

Dr Hugo Hunton
Lead College Tutor

Vice-Presidents
Dr Fiona Donald and
Professor William HarropGriffiths

Dr Kirstin May
SAS Member

Thank you

Editorial Board

In my last President’s View for our Bulletin, I take the
opportunity to offer a few thanks – to Council and the
College staff for all their support during my term of office,
to my colleagues at Nottingham University Hospitals Trust
for giving me the space to fulfil this important national
role, and to my wife. I couldn’t have done it without you!
And finally to you, the fellows and members – thank you
for the opportunity to serve you over the past three years.
It truly has been an honour and a privilege.

Dr Helgi Johannsson, Editor

It is with great pride I handover to our new President-elect,
Dr Fiona Donald. On her election to the post in September,
Fiona will be supported by our two Vice-President elects,
Professor William Harrop-Griffiths and Dr Russell Perkins. I
look forward to seeing them continue to advocate for our
specialty, fellows and members in delivering the best care
for patients. Congratulations to all three.
The College is keen to hear directly from anaesthetists in
training and trainers regarding recruitment, examinations
and the introduction of the 2021 Anaesthetics Curriculum.
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, we would like to
hear from you. Please email presidentnews@rcoa.ac.uk.

References
1

RCoA Strategy and Vision (rcoa.ac.uk/strategy-vision).

2 Recruitment update, RCoA (rcoa.ac.uk/news/recruitment-update).
3 Medical Workforce Census Report 2020, RCoA
(rcoa.ac.uk/census-2020).
4 Anaesthesia – fit for the future, RCoA
(rcoa.ac.uk/anaesthesia-fit-future).
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NEWS IN BRIEF
News and information from around the College

President writes to Secretary of State
on behalf of anaesthetists in training

Patient Information
Updates
The College
has updated its
leaflet General
Anaesthesia a brief
guide for young
people from 12
years old, with a
brand new and
mobile-friendly
design, see the updated edition at:
rcoa.ac.uk/childrensinfo.

The College is continuing to work closely with the Department of Health and
Social Care, Health Education England and other devolved nation stakeholders to
negotiate a solution to ST3 recruitment. College President, Professor Ravi
Mahajan, wrote to the Secretary of State for Health and Social Care in May,
suggesting short-and-long term solutions.
Professor Ravi Mahajan, President of the Royal College of Anaesthetists said:
“Anaesthetists in training have worked tirelessly to support the response to the
COVID-19 pandemic and in doing so, many have experienced significant disruption
to their training. This has been compounded by the disappointing situation where
many will have been unsuccessful in their recent applications for higher training
posts. I was therefore pleased to see the announcement from Health Education and
Improvement Wales that an increase in the number of anaesthetic training posts
in that nation is being delivered for August 2021. I hope to see similar decisions
being made across the devolved nations and I look forward to working with the
Department of Health, Health Education England and the other Statutory Education
Bodies to help make this happen.”
To read the full statement go to the College website at: rcoa.ac.uk/presidentsecretaryofstate.

A video version of Rees Bear has an
anaesthetic has been produced, this is a
video aimed at young children to help
them learn about what happens when
they undergo anaesthesia. The video is
available to view at: bit.ly/RCoA-ReesBear.
Translations are available for the
following leaflets: You and your
anaesthetic, Your spinal anaesthetic, Your
child's general anaesthetic, Anaesthetic
choices for hip or knee replacement,
Caring for someone who has had
an anaesthetic or sedation, Sedation
explained, Anaesthesia and your
weight, Nerve blocks for surgery on the
shoulder, arm or hand. See the materials
on the College website at: rcoa.ac.uk/
patientinfo/translations.

New Faculty of Pain Medicine information leaflet
The Faculty of Pain Medicine has published a patient information leaflet on the use of cannabis and
cannabis-related substances in the management of pain. The leaflet explains the current lack of
evidence in the use of cannabis and related substances for pain and is a freely available resource
(bit.ly/3eIRSl0).
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Publication
of the GPAS
Perioperative
Care chapter and
GPAS annual
chapter update
The College is pleased to announce
the publication of Guidelines
for the Provision of Anaesthesia
Services (GPAS) 2021. This includes
a new chapter on services for the
Perioperative Care of Elective and
Urgent Care Patients. All the GPAS
chapters are available on the College
website at: rcoa.ac.uk/gpas
Chapter 2: Guidelines for the
Provision of Anaesthesia Services for
the Perioperative Care of Elective and
Urgent Care Patients replaces the
following chapters:
■

■

■

Guidelines for the Provision
of Anaesthesia Services for
Preoperative Assessment and
Preparation
Guidelines for the Provision
of Anaesthesia Services for
Intraoperative Care
Guidelines for the Provision of
Postoperative Care.

All GPAS chapters have been
developed using our NICE
accredited development process.
NICE accreditation gives additional
credibility to GPAS, providing
independent assurance that the
guidelines are robust and evidence
based.

Professor Iain Moppett appointed
as NIAA Health Services Research
Centre Director
The College is pleased to announce that
Professor Iain Moppett has been appointed
Director of the National Institute of Academic
Anaesthesia (NIAA) Health Services Research
Centre (HSRC). Professor Moppett will take up
the appointment with effect from 1 April 2022.
Professor Moppett is currently the Deputy
Director of the NIAA HSRC and has been
leading the work on the third Sprint National
Anaesthesia Project (SNAP3) looking to examine frailty, delirium and the older
surgical patient. He is Professor of Anaesthesia and Perioperative Medicine
and Honorary Consultant Anaesthetist at the University of Nottingham and
Nottingham University Hospitals. Iain's primary academic interests are in
improving outcomes for older patients undergoing surgery and in perioperative
patient safety. He is also the Chair of the CPOC National Safety Standards for
Invasive Procedures (NatSSSIPs).
Further information about the HSRC is available at: niaa-hsrc.org.uk.

New SALG website
In May the Safe Anaesthesia Liaison Group
(SALG) launched a new website. SALG is
a collaborative project to promote patient
safety across the perioperative pathway,
and is a partnership between the College,
the Association of Anaesthetists and NHS
England/NHS Improvement.

SAFE

ANAESTHESIA

LIAISON GROUP

The new site features:
■

a full list of upcoming events

■

all back issues of SALG's quarterly Patient Safety Updates

■

opportunities for funding and fellowships

■

various forms for reporting patient safety incidents

■

alerts and recalls for drugs and medical devices

■

monthly drug safety updates.

Visit the new website at: salg.ac.uk.
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NEWS IN BRIEF
News and information from around the College

NAP7 launched

National Audit Project 7 (NAP7),
studying perioperative cardiac arrest,
launched on 16 June 2021, after a one
year delay due to COVID-19. As with
previous NAPs, there will be three parts
to NAP7: a baseline survey of all
anaesthetists and anaesthesia associates
to evaluate anaesthetists’ previous
experiences, preparedness and facilities;
an individual case registry to provide
detailed information about the
occurrence, management and
outcomes of all perioperative cardiac
arrests over a 12-month period; and an
activity survey to create a quantitative
snapshot of anaesthetic activity in the
UK. Both the baseline survey and case
registry launched in June, while the
activity survey will launch this autumn.
All reporting is confidential. The NAP7
team is, as always, immensely grateful to
the anaesthetic community whose hard
work enable these projects to run.
Learn more and follow us on Twitter
@NAPs_RCoA

Ysbyty Gwynedd becomes first hospital
in Wales to receive prestigious Royal
College of Anaesthetists award

Recruitment to RCoA SAS Committee
The College is seeking up to four enthusiastic and self-motivated SAS
or LED (Locally Employed Doctor) anaesthetists to join the College SAS
Committee. We aim for representation from all four nations and would like
the committee to reflect the diversity within the SAS/LED workforce. There
are two elected SAS Council members, Dr Lucy Williams and Dr Ashwini
Keshkamat.
There are two SAS committee meetings a year, likely to continue with at
least one virtual meeting and hopefully one in person meeting in London.
Successful candidates will have the opportunity to represent the SAS
workforce on other College committees, according to their interests.
Meetings will vary in frequency, but most are between two and four
meetings a year with virtual working for at least half.

© Gwilym Huws

The Anaesthetic department at Ysbyty Gwynedd in Bangor has been recognised
for providing the highest quality of care to their patients.
The hospital has become the first in Wales to be awarded the prestigious
Anaesthesia Clinical Services Accreditation (ACSA) from the College.
The ACSA accreditation is the RCoA’s peer-reviewed scheme that promotes
quality improvement and the highest professional standards of anaesthetic
service. To receive accreditation, anaesthetic departments are expected to
demonstrate high standards in areas such as patient experience, patient safety
and clinical leadership.
The Anaesthetic teamwork across the hospital provides anaesthesia services
for all types of surgery, labour delivery suites, pre-operative assessments, pain
services and are in charge of the Intensive Care Unit that looks after the most
critically unwell patients in the hospital.
For more information about ACSA visit: rcoa.ac.uk/acsa.

Anaesthesia 2021
Anaesthesia 2021, our flagship conference returned for three days of informative, immersive, and interactive talks,
workshops and presentations in May. It was the College’s most well attended conference to date. This year’s event was
entirely virtual so tickets could be purchased to watch the conference live or content viewed on demand at a later date.

Other work between meetings is conducted via e-mail and you would be
expected to actively engage in this.
If you would like to be considered for a position on the SAS Committee,
please send a brief outline of your career so far and how you would be
able to contribute (max 300 words) to: sas@rcoa.ac.uk. You must be in
good standing with the College. All applications will be anonymised and
assessed by the current committee members.

COVID-19 Lessons
Learn report
A short report
exploring ten lessons
learnt during the first
year of the pandemic
has been produced
by the College and is
available at:
rcoa.ac.uk/10-lessonslearnt. This is part of
the College’s ongoing COVID-19 campaign
supporting members and advocating for
impactful change during COVID-19.
The lessons include importance of
retaining skills gained, adequate supply
of PPE, preparation for pandemics, digital
innovations, perioperative care, critical care
capacity, sharing information, wellbeing of
NHS staff, workforce and local decision
making.
The report is an opportunity for reflection
on the impact of the pandemic, highlighting
how the NHS and specialty of anaesthesia
rose to the occasion and adapted to
provide the best possible care for the sickest
COVID-19 patients under very challenging
circumstances.
In addition, where there were shortcomings,
these are highlighted also to encourage a
commitment to doing things differently. The
report calls for commitment to equip the
NHS with the resources, staffing and capacity
that it needs to embed what it has learnt so
far and continue to learn and improve as the
pandemic evolves.

Anaesthesia 2021 offered a packed programme with incredible speakers, covering a diverse range of subjects as well
as opportunities to network and collaborate with peers using an interactive platform which proved hugely popular. The
College would like to thank all the speakers and chairs for helping to make this year’s event such a success. More details
about the 2022 event can be found on the College website at: rcoa.ac.uk/events
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CEO Update

CREATING A NEW STRATEGY
FOR THE COLLEGE
Jono Brüün
RCoA Chief Executive Officer
ceo@rcoa.ac.uk

As the College, its members, staff, volunteers and clinical leadership, emerge
together from the latest phase of the pandemic, our thoughts are turning to
the future and the next phase of our growth and development.
The College’s current vision and
strategy comes to an end later this year.1
This vision, set by the Trustees, Council
and Senior Management Team, clearly
outlines a case for member support
and advocacy, the continued delivery
of high standards and quality patient
care, the recruitment of tomorrow’s
anaesthetists, and the establishment of
the perioperative care agenda at the
heart of the College.
This has been a transformative agenda.
Those goals have been underpinned
by modernising our operations and
organisational structures – investing
heavily, for example, in technology,
policy and communications, and in the
Centre for Perioperative Care.2

Evolving from one strategy
to the next
We have a brilliant opportunity to
develop a new vision for 2022 and
beyond as the College, its members
and the NHS look to emerge from
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managing the impact of the COVID19 pandemic. I plan for this vision to
address and provide solutions to the
challenges and opportunities faced by
the College and our specialty in the
years ahead.
To create that vision, and to develop
a strategic agenda that will be as
inspiring as the previous one, we
have put in place a six-month period
of review, evidence-gathering, and
agenda-setting. We are aiming to be
as consultative as possible, so I wanted
to use this article to be open with our
fellows and members about our goals,
and to invite your contributions to the
process. You can do this by contacting
our Membership Engagement Panel via
engage@rcoa.ac.uk

Starting with our shared
values
The Trustees have agreed to build our
next strategy on a foundation of shared
values that will have meaning and

practical application to everyone who
comes into contact with the College.
To do that, a core working group
made up of Council members, patient
representatives and staff will come
together to consider the kinds of values
that can drive ambitious, productive
and respectful interactions at the
College, along with high standards of
care and quality in performance.
We aim to build a working culture that
will see the College thrive in the years
ahead. We need to get this right for
everyone who interacts with the College
– we should feel like the RCoA – to our
membership, staff and the public. While
I certainly don’t want to pre-empt the
process or outcome, I hope the feeling
we enshrine in our values is that of an
organisation that balances its role as
a setter of high standards of training,
education, clinical quality and patient
care with an approach that is warm,
welcoming, inclusive and engaging.

We should be a home to members, staff
and patients alike.

Creating an ambitious plan
Building on our shared values, we
aim to create an ambitious strategic
plan that understands and embraces
the future of the specialty. There are
challenges and opportunities ahead for
the College, its Faculties, and members
– in new technologies; developments
in education; training and assessment;
interactions with the global anaesthetic
community, and more – which we are
keen to identify and embrace if they
can have meaningful impact.
Through the strategy process, our
Trustees, Council and staff aim
to understand more about those
opportunities. But we also want to look
at our current agenda – what works
now, what we can do better, and what
we should pause (or even stop) to
create space for new initiatives that will
serve our membership better in the
years ahead.
To help us in that process, I have
asked our Boards to conduct reviews
of their activities – evaluating these
initiatives through a lens of investment

and impact, to ensure that our
membership is getting real value from
its subscriptions. It may be that, as
a result of this process, the College
decides to reduce activities in some
areas in order to focus effort elsewhere.
And we’re expecting that to be quite a
difficult process, but will result in a clear
rationale for taking forward current and
future work of the College!

Facing up to our challenges
At this point, it’s probably fair to say
that resources and finances at the
College are under some pressure at
the moment. While our long-term
investments and assets remain strong,
the pandemic, changing ways of
working, and recent investments in
much needed member services mean
that the College will have to direct its
resources very carefully in the months
and years ahead.

greater financial health as part of our
next strategy. To do that, we will ensure
that the strategy is underpinned by a
clear financial and organisational plan,
so that we can confidently say that the
vision is deliverable within the College’s
means, and contributes to its financial
resilience in the future.
So, all in all, a challenging but exciting
few years ahead, which we hope will
be reflected in our next strategy. I can
assure you that we will remain focused
on supporting our fellows, members,
staff and the specialty to ensure that
we will be the best we can be for all of
them.
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This is no ‘three-alarm fire’, but it is
certainly something we need to take
into account when setting our new
strategy, and the Finance and Resources
Board, Board of Trustees, Senior
Management Team and myself are
firmly focused on the need to establish
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Guest Editorial

Dr Rebecca Barker
Consultant Anaesthetist and
Deputy Clinical Chair,
Sherwood Forest Hospitals

SEXISM:
WHY EVERYONE
SHOULD BE A
FEMINIST

docbec@doctors.org.uk

be more damaging to women
as altering behaviour to match
these masculine preconceptions
of optimal leadership style, results
in backlash for not conforming
to feminine stereotypes. This
is highlighted in the language
we use to describe the same
characteristics in men and women.
I have never heard a man being
described as 'bossy', he would be
'assertive', at worst a woman would
be labelled as 'aggressive'. At some
point the mounting subconscious
bias turns women into ‘battle-axes’.

‘I mean, have you
considered that you just
maybe don’t have the
comportment of a doctor?
Or the authority?
Or mannerisms?…’

The above is a response on twitter to a female junior doctor venting her
frustration at being identified as a nurse repeatedly. For many female doctors,
this is the lived reality of subconscious sexist behaviours within the workplace.
I have had my title removed, been called ‘sweetheart’, and been talked over.
Evidence
For those who think it is a comportment
issue, evidence suggests otherwise.
In 2019 a study published by
the American Society of Clinical
Oncologists1 demonstrated that 81
per cent of men were introduced with
their correct professional title and role
compared with 62 per cent of women
(p<0.001, sample 781) and if a man
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was doing the introduction then just 53
per cent of women were introduced
correctly (p<0.01). If you read this and
thought, ‘it’s America, titles are different,
it’s not reflective of sexism’ (and I have
heard this viewpoint), then you are part
of the problem.
‘Lean In’ theory suggests that women
should behave more like men – be
more assertive, carry themselves with

more authority. I disagree with this,
as does the evidence. The Lancet
published a review in 2019: ‘Working
towards gender diversity and inclusion
in medicine: myths and solutions’.2 Here
Kang & Kaplan describe five myths of
gender diversity; myth number 5 is ‘We
have to fix the women’ – train women
to act differently, assertively, more like
men. However, research shows this can

Athanasopoulou, writing in
2017,3 described the concept of
a highly effective 'gynandrous'
style of leadership, which
embraces feminine and masculine
stereotypes. Her work looked
at characteristics of the most
successful women CEOs and
found that they embraced
both masculine and feminine
leadership behaviours, but with
feminine being foremost. So
in reality we do not need to
‘fix the women’, women just
need to accept themselves in
order to succeed. The article
also highlights perceptions of
maternity leave and starting a
family. The female CEOs stating
that in terms of a 40-year career,
when you have children is a
personal choice and whatever
path you chose it becomes less
important when viewed over an
entire career. It was male CEOs
who expressed strong opinions

about when women had children
and how this would affect their
career.

Sexism
Several interviews with medical
professionals on the BBC over
the last year, have been guilty of
‘untitling’. A woman’s professional
title is removed, but a man’s is not;
it is a form of bias perpetuating
gender imbalance which has been
described by Amy Diehl PhD, a
researcher and gender-bias expert.
‘Default male’, is a term coined by
Caroline Criado Perez, author of
Invisible women: exposing data bias
in a world designed for me, a book
about data bias and how everything
from seat belts to mobile phones
to voice recognition software is
designed for the average male,
with little female data. Unisex
is a term commonly used, yet
in reality it translates as ‘default
male’ – just look at scrubs, PPE,
and X-ray gowns. X-ray gowns are
largely unisex but actually are not
designed for women’s bodies, and
have gapping meaning that breast
tissue is not optimally protected.
Outside of medicine, in 2019
Ellie Pell won the Green Lakes
Endurance 50km. There were two
trophies – ‘1st place’ and ‘1st place
female’, so the 1st place man got
nothing.
Sexism lurks everywhere, whether
it’s the huge queue for the female

toilets, the ‘mums’ group school
WhatsApp group, getting bookings
changed from Dr and Mr Barker to
Dr and Mrs Barker, the government
advert to stay at home during
lockdown– picturing women doing
housework and home-schooling,
and the man in front of the TV. The
frustration is all the more when
it impacts on work-life, ability to
progress, and assumptions about
ability and dedication.

Entitlement gap
‘Entitlement gap’ is highlighted as
an issue in research in The Female
Lead: women who shape our world,
by Edwina Dunn OBE. It describes
women being conditioned to
feel less entitled than men, less
comfortable ‘taking up space’,
and feeling they deserve less.
This combined with imposter
syndrome, also more prevalent in
women, makes for inequity within
workplaces. I remember being told
at my first ARCP after maternity
leave that I would have to work
harder to prove my dedication to
the specialty as a LTFT. This was
despite having completed above
and beyond the requirements.

Guilt – time to be kind to
yourself
COVID-19 has brought with it
a lot of guilt; I recently co-led
a session at the NHS England
International Women’s Day
event about managing the guilt
of working. The expectations
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Women are conditioned to feel less entitled
than men, less comfortable ‘taking up space’,
and feeling they deserve less.
around home-schooling, parenting,
emotional support, and working
through a pandemic are massive and
statistically more common as a burden
for women. There is a silent guilt among
NHS workers battling with these while
simultaneously working harder. It is
like juggling multiple balls – inevitably
some will drop; the key is to identify
the glass balls – the ones that you
can’t drop – and dropping those which
matter less and can be picked up later.
Be kind to yourself; it is OK to drop
some of the balls you are juggling. For
me it is housework that gets dropped
first, but everyone is different in how
they prioritise and there are no right or
wrong answers.
Women are statistically more likely to
be involved in unpaid work around the
house, childcare and care for other
dependents. Research by Professor
Anne McMunn 2019 shows that
average female 'breadwinners' spend
7.5 hours a week looking after the
house and family, with 45 per cent of
these women doing the majority of
tasks, compared with 12 per cent of
male 'breadwinners'. This has been
even more true over the last year
with the COVID-19 pandemic. With
that has come an enormous amount
of guilt – guilt that we aren’t giving
our families enough attention, and
conversely guilt that we aren’t working
hard enough for our patients or to
support our colleagues. There are
wellbeing sessions offered in many
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places but one key point is that you are
not alone, because however ‘together’
we all look, everyone is frantically
paddling just under the surface. So
be kind to yourself; be realistic with
your expectations of yourself, and be
accepting of what you can do and try to
lose the guilt.

The future
It is always difficult to make sweeping
statements about gender, and there will
be exceptions. There is more research
and mounting evidence into gender
disparity and how to improve it. I have
taken part in a leadership course, and
one module required me to ask peers
about my positive leadership qualities
and those that I needed to develop. We
laughed that developing a penis would
be helpful, and this is not an uncommon
joke, made quietly in corners where
women would be listened to, taken
more seriously, advance more quickly
if they were male. This is a problem
still. My path of educating myself and
working to try and open people’s eyes
to the everyday subconscious sexism
started after speaking to trainees. I
realised that lived experiences hadn’t
changed over the last 10 years. Coping
with sexism isn’t a badge of honour, it is
unacceptable. Now, in a position with
more influence, I have a responsibility
to challenge behaviours.
While there are examples of overt
sexism, most is subconscious, making
it harder to identify and challenge.

Holding the mirror up and really
challenging ourselves about whether
there is an equal playing field is
difficult. Sometimes it maybe that
there are presumptions that women
are less likely to want leadership roles,
particularly if they have children. Are
we sure that opportunities to advance
are equally available and offered?
These subconscious presumptions are
often well intentioned, but present
and require a deep level of thought to
actively overcome.
I am lucky that the trust I work in
has embraced talks on sexism. I feel
comfortable in my skin as a leader, a
woman and mother of two children. I
want to lead by example, to hold the
ladder down to those below me and pull
them up. I also have hugely supportive
male colleagues who are allies. So I
hope this article has made you think and
consider feminism in a positive light to
challenge subconscious bias, to demand
equity, and to value a more diverse
group of opinions.
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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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care. Regular College and Faculty
meetings with every part of the
healthcare infrastructure have been
taking place, including meetings with
the Secretary of State and devolved
governments. Our excellent data
on workforce shortages is reaching
those who need to know. We hope
this translates into better workforce
planning to support long-term
sustainability. Major media coverage
can be found on the College website.

SAS and Specialty Doctors

WHAT HAVE THE ROMANS
EVER DONE FOR US?

The College continues to invest in
technology that will benefit our fellows
and members. You may be most familiar
with the Lifelong Learning platform,
but the examination system is being
upgraded, as well as many other areas
that are important but less visible.

Sometimes I am asked why anyone should be a member of the Royal College of
Anaesthetists. It makes me think of those immortal words from Monty Python’s
‘Life of Brian’. So much of what the College does is not immediately apparent.
The College supports your professional
development wherever you are in
your career. You can use the Lifelong
Learning platform (LLP) to record
training activity and assessments –
useful if you plan to return to training or
apply for CESR. There is a Logbook and
the functionality to record CPD activity
and reflections for revalidation. You can
produce a pdf summary to import into
most trusts’ appraisal software systems.
E-Learning for Anaesthesia (e-LA) is
an interactive web-based resource
developed by the RCoA. It is available to
any healthcare worker with an NHS email
address and is provided at a discounted
price for our overseas members.
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The most tangible member benefit is
your subscription to the British Journal
of Anaesthesia (BJA) and BJA Education
each month. These are internationally
respected journals. You are easily able
to opt out of paper copies to do your
bit for the environment by emailing
the Membership Engagement team at:
membership@rcoa.ac.uk.
The College’s membership magazine,
the Bulletin, is posted to members
every other month and is available
on the College website. Up-to-date
information can be found in the ‘News’
section of the College website, and a
monthly ‘President’s News’ summary is
emailed to all members.

The College has a strong network
of professional support. College
Tutors have primary responsibility
for anaesthetists in training, but most
will be happy to help, or point you in
the right direction. Regional Advisors
(Anaesthesia) have a wider remit for
training and professional development.
They can offer advice on career options.
A list of regional advisors is available on
the College website.
There are two SAS Council members,
currently myself and Dr Ashwini
Keshkamat. We are elected by members
and associate members. We represent
the interests of SAS anaesthetists
throughout the Boards and Committees

of the College, as well as making a
wider contribution to all aspects of
College work.
I chair the SAS Committee, and we
can be contacted by email at: sas@
rcoa.ac.uk. Our focus is on training,
standards and wellbeing. We are
not normally involved in contracts
and terms and conditions of service,
however, there have recently been
the contract negotiations for Specialty
Doctors and the new Specialist role.
Through the Academy of Medical Royal
Colleges, the College has been directly
involved in formulating the generic
capabilities framework and persondescription for the new Specialist grade,
as well as drawing up guidance on
Advisory Appointment Committees.
COVID-19 has significantly raised the
profile of anaesthesia and intensive

Exams might not seem like much of a
member benefit, but they are essential
for maintaining high standards for the
specialty of anaesthesia in the UK.
Examiners volunteer their time, and
there is a small and dedicated staff
team to keep things running smoothly.
Anyone who has their FRCA can apply
to become an examiner, and we eagerly
await our first SAS examiner.
Other resources to maintain standards
include the Guidelines for the Provision
of Anaesthesia Services. These are
evidence based and developed in a
systematic way, with regular review
and updates. They form the basis
for the Anaesthesia Clinical Services
Accreditation standards. ACSA
is a peer-review assessment and
accreditation process. SAS doctors can
get involved at their own hospital but
can also apply to be an ACSA assessor
and to visit other hospitals.
The College delivers a huge range of
educational events through the year.
Of necessity, these have been virtual
events in the last year or so, but when
live events are running again they will
be held all over the country. Members

will be able to access increasing
amounts of electronic educational
content as we progress through 2021.
I see the College as representing the
interests of the specialty and value the
benefits I have described, though this
is not a comprehensive list. I believe we
are stronger together, and that fellows
and members should elect colleagues
to represent them and set the direction
of travel for the profession. There is a
membership category for everyone. If
you are reading this as a non-member,
check the website at: rcoa.ac.uk/
membership for more details and join us.

www
Where can I find more
information?
Further information can be found on
the College website using the links
below:

SAS and Specialty Doctors
rcoa.ac.uk/sas
Lifelong Learning platform (LLP)
rcoa.ac.uk/lifelonglearning
E-Learning for Anaesthesia
(e-LA)
rcoa.ac.uk/e-learninganaesthesia
Regional Advisors (Anaesthesia)
rcoa.ac.uk/RAA
Guidelines for the Provision
of Anaesthesia Services
rcoa.ac.uk/gpas
Anaesthesia Clinical Services
Accreditation standards
rcoa.ac.uk/acsa
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Faculty of Pain Medicine (FPM)

PAIN MANAGEMENT –
OPPORTUNITIES

contact@fpm.ac.uk

There are several forces at play that bring the importance of pain management
into clearer perspective, be it at a community/primary care level, within the
perioperative pathway and inpatient setting, or at a specialist level.
There is the new NICE guidance on
chronic pain1 that includes assessment
of chronic pain and management of
chronic primary pain. This ambitious
document acknowledges the size
of the problem and the need for a
comprehensive assessment. It also
alludes to the complexity and partial
understanding of pain as well as its
individual nature.
There are areas of significant concern
discussed within the document, but
by highlighting these important issues
there is now an opportunity to assess
the whole process of the delivery of
pain management across the healthcare
system. This involves looking at a broad
national structure and governance for
regional implementation, including
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workforce factors (skills, knowledge
and experience) and integration to
ensure the right patient sees the right
professional at the right time.
On the perioperative front the
Surgery and Opioids Best Practice
Guidelines 20212 have been published,
providing a multi-organisational and
multidisciplinary collaboration and
setting out the guiding principles
in opioid management in the
perioperative period.
From the training perspective, the new
2021 anaesthetic curriculum is going
live. Pain medicine modules occur
at all three stages of the curriculum,
along with more advanced modules for
those wishing to specialise in inpatient

pain and outpatient chronic pain. It is
excellent to see trainees coming forward
with a genuine interest in pursuing
a career in pain at both levels, and I
encourage them to talk to the faculty
tutors (pain) or regional advisors in pain
medicine in order to make the most of
the regional opportunities. There is also
the newly launched FPM Learning hub
on the website that is open source and
available to all trainees and, if I dare say
it, others may also find it of interest.
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2020 was the 10th Anniversary of both the FICM and the College of
Intensive Care Medicine of Australia and New Zealand (CICM). Both bodies
had discussed a desire to work more closely together, and ironically the
pandemic’s effects on our respective workforces, travel restrictions, and a
general move towards more remote working has made it clearer how we
might achieve that.
Recovery and renewal are important
themes as we move away from an
NHS dominated by COVID-19 towards
a COVID-19-endemic NHS of the
future influenced by our experiences.
The Faculty has already started to
outline a strategy as to how this might
look for our specialty and role. Wider
engagement with healthcare leaders
and a move away from a silo mentality
and attitudes have been important
factors in our pandemic response, and
this has contributed to a wider public
understanding of the nature of working
in a critical care unit ‘on the frontline’.
Sharing of resources and information
has also been seen to be of benefit,
as has working together to achieve
a common goal: the RCoA-hosted
COVID-19 Hub1 is just one highprofile example. The respective
executive officers of FICM and CICM
have already met and outlined a
wide strategy for potential mutual
development.

Our initial plans focus on educational
and assessment themes, and especially
on the sharing of exams-related
experience. FICM has successfully
run two remote FFICM exams via
zoom, creating new materials suitable
for remote examining in the process;
the ability to have CICM examiners
observe our exams provides useful
external triangulation. As travel barriers
gradually lift, opportunities for working
overseas during training or as a later
career sabbatical become more open,
and will help guide our joint desire to
work towards mutual recognition in our
respective countries, and make that
easier. There is a great deal of
work to do with other agencies
such as Health Education
England and the GMC in
the UK, but the desire is
there.

join metaphorical hands across the
world. None of us expected that what
had seemed an exciting opportunity at
the start would become an important
way of approaching the future of our
specialty.
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The initial idea
in linking up our
organisations was to
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Patient Perspective

Science and COVID-19
Jennifer Dorey
Member, RCoA Lay Committee

For more than 12 months COVID-19 has disrupted so many aspects of life for
us all. Different nationalities and their governments have reacted in varying
ways, but almost universally science has played a key role.
For the headmistress of my girls-only
grammar school, the pinnacle of
achievement for her pupils was that
we would study French at Oxford, or
possibly Cambridge. Science was more
tolerated than encouraged, but by the
age of 16 a few of us had already chosen
to pursue science-based careers. In
our sixth-form we were able to study
zoology and chemistry at A level, but
physics and applied maths were not
on offer. The only option was to join
the A-level classes at the local boys’
grammar school, a short walk across
the town. I was just one girl among 30
boys, in a class taught in a very different
way from my very genteel girls’ school.
Worst of all, the boys’ school had classes
on Saturday mornings and I had to be
there. The experience was very character
building, and I was determined my
grades would be as good as the best of
them – and they were!

22 |

It was not until the Education Reform
Act of 1988 that science education was
made compulsory in UK state schools,
alongside English and maths. Thirty years
later, all school children in this country
now have the opportunity to study the
sciences throughout their primary- and
secondary-school education. Initiatives
such as STEM1 (Science, Technology,
Engineering and Mathematics)
Ambassadors, Speakers for Schools,2 the
British Science Association3 and others
are actively inspiring young people to
widen their aspirations, whatever their
background or culture. Whether or not
they follow a science-based career, the
life skills they acquire studying science
in school will benefit them for the rest of
their life.
Sadly, the legacy of the limited curriculum
and different attitudes all those years ago
means that today there are still many
people throughout our society who may

not understand the basic principles of
science and do not routinely apply them
to everyday situations.
During the pandemic, science has
contributed in so many ways, from the
initial genetic sequencing of the virus,
evaluating potential treatments for
COVID-19, developing vaccines and
antigen and antibody tests, to ongoing
modeling and pharmacovigilance.
Scientists have become much more
visible to the general public at
government briefings and through
interviews with the media and have
been consistently clear in reporting
and discussing the latest evidence,
even when it is not conclusive. As a
lay member of the Royal College of
Anaesthetists, I have been privileged
to see at close quarters the very
considerable contribution of science
through the day-to-day care provided
to patients, the clinical research, and

the development and application of
evidence-based treatment protocols.
To me science means:
■

■

■

■
■

■

■

unbiased observation,
documentation and evaluation of
data
hypothesising, testing, questioning
and triangulation
critical evaluation of information
sources and the appropriate use of
statistics

parts of our society, such as business,
politics, media, art and sport, science
should be seen as being for anyone to
own and engage in.

anticipate and respond to them. I hope
that the experience of this pandemic
will mean we are better prepared for
whatever is coming our way.

The pandemic is far from over, and
the next few months and years will
not be easy, but in relation to our
perception of science maybe there is
an opportunity for some positives in
the long term. I hope and believe we
will see:

‘Science is a way of thinking much
more than it is a body of knowledge.’4

risk-benefit analysis

■

keeping an open mind and adapting
in the light of new evidence

■

respecting, collaborating with and
challenging colleagues
communicating clearly and
completely.

These qualities and competencies have
been recognised by many people as
important during the pandemic, but
they are also applicable to all spheres
of our daily life, both individually
and collectively. The British Science
Association‘s vision is that science
should be at the heart of culture and
society, not set apart from it. Like other

■

an increased appreciation and
valuing of science
an increased interest in science
from citizens in all walks of life and
application of scientific thinking and
principles to everyday situations
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an increased enthusiasm, particularly
in young people, for science-based
careers.

We know that during the rest of this
century there will be more and
even greater challenges for this
country and the rest of the world,
not least in respect of climate
change. Science needs to be
a fundamental part of how we

Find out more about
the Lay Committee at:
rcoa.ac.uk/
lay-committee
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An introduction to
the 2021 Acute Care
Common Stem
(ACCS) curriculum
Dr Karine Zander
Consultant Anaesthetist, North Bristol NHS Trust;
Co-Chair Intercollegiate Committee for ACCS Training

The new ACCS curriculum will become operational in August 2021. The
recent drive for this has been the incorporation of the essential generic
capabilities required by all doctors as defined in the GMC’s Generic
Professional Capabilities (GPC) framework.
The objective is to develop a more
integrated curriculum with better
harmonisation between the four ACCS
specialties (emergency medicine (EM),

Summary of what has stayed the same:
■

internal medicine (IM), intensive care
medicine (ICM), and anaesthetics)
and to move away from a ‘tick-

■

box’ approach associated with the
current curriculum to a more holistic
assessment of higher-level outcomes.
This review has enabled us to retain

■

■

what we consider to be the stronger
components of the existing curriculum
and to modernise the elements that

■

work less well. Much of the new
curriculum is unchanged and the

■

content should appear familiar, however
it is the focus, the ‘packaging’, and the
assessment process where the greatest
differences occur.

24 |

■

Principle of training junior doctors in acute care: The purpose of ACCS is
still to equip doctors with the skills and competencies required to recognise
and initially manage the acutely unwell patient
Curriculum content: This is largely unchanged – it is the ‘packaging’ and
the approach to assessment that has changed to become more focused on
outcomes
ACCS placements: Doctors in training still rotate through the four core
specialties of ACCS; EM, IM, ICM, anaesthetics
Supervision: Doctors in training are still supervised by a Clinical Supervisor
(CS) in each placement and an overall Educational Supervisor (ES)
throughout their rotation
Evidence: Doctors in training still collect evidence to support their learning,
however the quantity and nature is more flexible and learner-driven
E-portfolio: Doctors in training still use their parent specialty e-portfolio.
The e-portfolios are being adapted to accommodate the new curriculum
Reports and ARCP: End of placement reports from the CS and an end of
year report from the ES are still required to inform the ARCP panel

Summary of what has changed:
■

Ethos: Move towards outcome-based training underpinned by GPCs

■

Terminology: New terminology has been introduced

■

■

■

Structure: The curriculum consists of 11 ACCS Learning Outcomes (LOs), 8 clinical and 3 generic, which describe
the professional tasks within the scope of the ACCS specialties, all mapped to the GPCs. A set of Key Capabilities is
associated with each LO, providing clear guidance on what is expected for each LO, and a series of descriptors provide
further guidance on how these can be demonstrated.
Assessment process: There is a move away from a ‘tick box’ approach, to promote self-regulated learners. Greater
emphasis is being placed on formative assessment. Panel-based judgements that regulate the progression of the doctor
in training have been introduced. Entrustment-type decisions for each of the LOs will be made, to determine the doctor
in training’s degree of independence and whether they have met the required level to progress
Rotation: The ACCS curriculum now exclusively covers the generic two-year rotation prior to joining the parent
specialty. The ACCS rotation is 4 x 6 month blocks (FTE). It is no longer possible to make up the anaesthetic/ICM year
with anything other than six months (FTE) in each placement.

The new curriculum better aligns ACCS
and core anaesthetic training. Following
the two generic ACCS years, the ACCS
anaesthetists in training will go on to
complete the final two years of Stage
1 anaesthetic training. All anaesthetists
in training, whether ACCS or core, will
complete a total of 30 months (FTE)
of anaesthesia and six months (FTE) of
ICM during Stage 1. In addition, the
ACCS anaesthetists in training will have
completed the extra year of emergency
medicine and internal medicine.
Throughout ACCS, evidence of learning
experiences linked to the ACCS LOs
can also be linked to Stage 1 anaesthetic
domains of learning and because both

curricula are based on the GPCs, there is
a considerable amount of commonality
between them.
Webinars and Q&A events are taking
place to help with understanding and
implementation of the new curriculum.
Recordings of these are being
made available on the ACCS and
parent specialty websites. Additional
resources are being produced,
including a quick reference user
guide and a library of short videos
and podcasts which, as they are
completed, will also become available.
The 2021 ACCS curriculum is the
result of close collaboration between

the three parent colleges and the
faculty of ICM, for which we are
very grateful. There has been input
from all major stakeholders, including
doctors in training. The Intercollegiate
Committee for ACCS Training are
confident that the new curriculum
will be clearer, easier to navigate
and better suited to the needs of the
programme than the existing one and
we hope you will find this too.

For more information
about the ACCS webinars
and Q&A events visit:
accs.ac.uk/
accs/2021-curriculum
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Integrating the new 2021
anaesthetic/ACCS curriculum into
the Lifelong Learning platform
Esma Doganguzel, RCoA Lifelong Learning System and Service Desk Coordinator
Steven Cutler, RCoA Assessment and Quality Data Manager
Chris Kennedy, RCoA CPD and Revalidation Coordinator

Since its launch in August 2019 the Lifelong Learning platform (LLp) has seen
incredibly high volumes of use. For example, in a typical month there will be in
excess of 350,000 LLp user interactions, including 100,000 Logbook entries
and the addition of 45,000 Workplace Based Assessments (WPBAs).
CPD functionality was incorporated
in November 2019, and we now see
around 5,000 individual CPD activities
added each month. The system also
includes details of more than 1,800
CPD-accredited events.
We would like to use this article to
report on the next significant milestone
for the LLp, which is integrating the new
2021 ACCS and anaesthetic curriculum,
and to provide some helpful tips to
assist during the transition period.
The 2021 anaesthetic curriculum will
include 14 domains for Stages 1, 2
and 3, although Stage 3 will include
special interest areas. The 2021 ACCS
curriculum will display 25 domains,
comprised of 11 ACCS domains and
14 ANAES domains. The progress
‘doughnut’ on the dashboard will
represent your progression through the
domains, although it will not go green
until you reach the end of a stage.
The placement section has been
updated with the following new roles
and stages: Stage 1, Stage 2, Stage 3,
and ACCS4.
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The Holistic Assessment of Learning
Outcome form (HALO) will display all
entries you have linked to a domain,
including your Supervised Learning
Events (SLEs will replace the existing
WPBAs), personal activities and personal
reflection. Alongside your entries there
will be an extra column for ‘Supervision
Level’, which is a new feature we are
introducing. You will also have the option
to attach more than one Multiple Trainer
Report (MTR) to your HALO form.
Most SLEs will be updated versions
of the current WPBAs, but there
will also be a new SLE entitled
‘Anaesthesia Quality Improvement
Project Assessment tool’ (A-QIPAT),
to support formative assessment of
quality improvement projects. Another
new SLE we are introducing is entitled
‘Triple C’, and this will allow you to
create clusters of competencies. This
will allow anaesthetists in training to
sign off specialty competences such
as Neuro, Airway, Cardiac, etc. We will
also be including the new intensive care
medicine SLEs. Find out more at
rcoa.ac.uk/2021-curriculumphilosophy

There will be three new equivalence
certificates. ‘EQ1a’, for Stage 1
equivalence, and ‘EQ2’, for Stage 2
equivalence, will be displayed on the
ANAES 2010 curriculum to ensure
a smooth transition. ‘EQ1b’ will be
displayed on the 2021 anaesthetic
curriculum, to assist anaesthetists in
training in completing their Stage 1 on
the new curriculum.
The LLp dashboard for the 2021
curriculum will retain the current layout,
including the Logbook and progress
‘doughnut’, plus sections for new
entry, development, placement, and
recent activity . There will be a new
functionality available depending on
the curriculum you have been assigned,
MTR (for all 2021 ANAES and ACCS
learners), Multiple Consultant Report
(for 2021 ACCS learners only), End
of Placement Report (for 2021 ACCS
learners only).
The MTR, which is similar to a
Multisource Feedback (MSF), is
designed to obtain holistic feedback
from trainers regarding the progress
of an anaesthetist in training. This will

feed into summary assessments and
certificates.
The MTR is to be created by the College
tutor and sent to a minimum of three
trainers (consultants, SAS doctors, or
assessors, but not trainees). The results
are returned to the College tutor for
review, who can then send them to
the trainee's educational supervisor.
The educational supervisor reviews the
results, after which they can be released
to the trainee in an anonymised form.
Once returned, a title can be added to
the completed form. The learner will
also have the option to create a personal
reflection associated with this report.

Figure 1 2021 ACCS curriculum dashboard

Figure 2 2021 Anaesthetic curriculum dashboard

Entrustable Professional Activities
(EPAs) are also a new feature. Similar
to HALOs, these summarise other
assessments and will be used to
replace/restructure the evidence
required for the Initial Assessment
of Competence (IAC) and Initial
Assessment of Competence in
Obstetric Anaesthesia (IACOA). This
is a new assessment type and involves
looking across a range of the trainee’s
skills and behaviours.
EPAs will be used to manage progress
towards completing the IAC and
IACOA, and a new certificate will be
required instead of a HALO. The overall
assessment will only require a single
sign-off, like a professional/non-clinical
HALO. WBAs, MTRs, MSFs, personal
activities and reflections can all be
linked to an EPA.
With so many significant changes being
made to the LLp we have produced a
wide range of guidance material to assist
with these transitional arrangements;
these are available at: rcoa.ac.uk/
training-careers/lifelong-learning.
Alternatively, please contact lifelong@
rcoa.ac.uk for further information.

Visit the College website
for further guidance
materials at: rcoa.ac.uk/
lifelonglearning
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We rightly worship our anaesthetic
machine. It’s a historic masterclass in
safety engineering. The daily check
is a devotional ritual. Yet these fine
principles are rarely applied to the drug
cupboard, which is a far greater threat
to our patients.
After a serious incident in which an
infusion of vecuronium was given to
an awake patient, I was appointed
anaesthetic medication safety lead for
one of the UK’s biggest acute trusts.
It has been an eye-opener. I am now
familiar with the Kafkaesque regulatory
regime for medicines and the almost
comical brokenness of the UK generics
market, where pharmacists spend most
of their time trying to maintain supplies
of basic items, and boxes of adrenaline
change colour on a weekly basis.

The elephant in the
anaesthetic room
Dr Peter Hambly
Consultant Anaesthetist, Oxford University Hospitals NHS Trust
peter.hambly@ouh.nhs.uk

This was an ordinary day: four patients, and there are 64 items of medication in
that tray. On average I am drawing up a drug every seven minutes. So I thought
I’d take a moment out of my day as an overpaid pharmacy technician to ask: why?
Our local IV preparation policy is an
18-step procedure, in which hands are
washed a minimum of three times, and a
total of 90 seconds are spent waiting for
preparation surfaces to ‘air dry’. To follow
this counsel of perfection I would have to
spend my entire day doing nothing else.
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All around the country, this job of
transferring industrial quantities of
dangerous drugs from one container to
another is being done badly, hurriedly,
and distractedly. It is being done at the
worst time, in the worst place, and by
the worst people.

They call me a gasman, but really I’m
an intravenous doctor. The number
of intravenous agents we give has
exploded even since I started in the
early 1990s, yet in important ways
our thinking has not adapted to this
seismic shift.

Yet none of this surprises me more
than our continued willingness to draw
up drugs as though there were no
alternative.
In anaesthesia, the case for prefilled
syringes is unanswerable. The risk of
drug error is dramatically lessened;
one randomised study recorded a
seventeen-fold reduction.1 These are
clear benefits in any situation, but
even more so during a crisis. Filling
syringes in an emergency is the safety
equivalent of having to wire the plug
on a defibrillator before you can use it.
It adds only delay and an unnecessary
opportunity to make an error.
But there is another, far bigger, issue
being ignored – the opportunity
cost of the time and cognitive
bandwidth being squandered on these
unnecessary tasks. This is the elephant
in the anaesthetic room.
Take any serious incident or Never
Event in anaesthesia and look at the
root-cause analysis. Ten quid says it lists
one of the following: ‘task overload’,
‘distraction’, ‘interruption’. We try to
maintain a sterile cockpit with our ‘do

not disturb’ signs, but there are enough
distractions in the room already.
Cognitive overload is lethal. When
there are too many things demanding
attention, the brain starts to take
shortcuts. That’s how you end up
picking up the wrong syringe, or
blocking the wrong limb. We need
to find ways to reduce cognitive load
in the anaesthetic room, and drug
processing is the fattest target.
In an ideal world, all our drugs would be
bought in as prefilled syringes, but few
are actually available as licenced offthe-shelf products. The lack of options
from manufacturers is frustrating but not
surprising. Another option is in-house
production. A specialised satellite
pharmacy next to the operating theatre
could provide all required medication
in prefilled syringes, and this would
offer a number of additional benefits.2
However, this requires investment and
political will.

I shouldn’t have to do it’. Say it out
loud, and keep saying it. Say it to your
colleagues. Say it to your pharmacists
and managers. Demand that everything
available as a prefilled syringe is supplied
as such, and this signal might start to get
heard by the manufacturers. Keep it up
and one day the dam will burst.
Your patients will be safer and your lives
will be easier, and we will wonder why
we ever did it differently.

References
1

Adapa RM et al. Errors during the
preparation of drug infusions: a randomized
controlled trial. BJA 2012; 109(5):729-734.

2 Litman RS. How to prevent medication
errors in the operating room? Take away the
human factor. BJA 2018; 120(3):440-442.

What is certain is that neither generics
manufacturers nor pharmacy managers
are going to do anything without a clear
expression of demand. This is another
way of saying we are in this situation
because we tolerate it.
Well, it’s time we stopped being so
tolerant. Here’s a new mantra: ‘Drawing
up drugs is stupid and dangerous and
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Dr Sanjoy Bhattacharyya
ST6 Anaesthetist, King’s College Hospital
sanjoy.bhattacharyya@nhs.net

Dr Ruwanmali De Silva
Consultant Anaesthetist, Medway
NHS Foundation Trust
Dr Manisha Shah
Consultant Anaesthetist and Simulation
Lead, Medway NHS Foundation Trust

The year 1988 saw publication of a
commonly used, manually-calculated
regimen for delivery of total intravenous
anaesthesia (TIVA) two years after propofol
was introduced into clinical practice.1
In 1996, the first widely available
target-controlled-infusion
(TCI) model (Diprifusor) was
launched.2 Eighteen years later,
the fifth National Audit Project
(NAP5) of the RCoA published
recommendations that all
anaesthetists undergo specific
training in the ‘maintenance of
anaesthesia using intravenous
infusions’.3 On the basis of the
NAP5 guidance, the Association
of Anaesthetists and the Society
for Intravenous Anaesthesia
(SIVA) suggested that ‘schools of
anaesthesia and training bodies
should provide teaching, training
and practical experience of TIVA
to all anaesthetic and intensive
care medicine trainees’.4 This
year expects to see publication
of the 2021 Anaesthetics
Curriculum, with consolidation
of the changes in training and
delivery of anaesthesia over
the past decade. The stage is
set therefore, for TIVA to be
appointed to its substantive post
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and earn its place as a permanent
cast member. This seems entirely
appropriate given the increase
in complexity of both patients
and cases mandating the use of
TIVA. However, unfortunately the
proposed updated curriculum
may see TIVA remain as a single
footnote within the act of general
anaesthesia.
We think it would be a great
shame for TIVA to remain
this understated. Aside from
all the traditional advantages
of selecting a TIVA-based
technique, there is a growing
body of evidence that
vapour-based anaesthetics
may adversely affect patient
outcomes. In addition, TIVAbased anaesthetic techniques
may leave a lesser carbon
footprint.5 However, it seems
anecdotally that anaesthetists
may not be completely confident
and/or competent in the
delivery of TIVA. In addition,

The survey questions are as follows,
with answers from 1 (strongly disagree)
to 10 (strongly agree):
1

I am confident administering TIVA,
solo, for any required case.

2

I fully understand the threecompartment model, including the
significance of the rate constants.

3

I understand the significance of
all the key components of a TIVAspecific giving set.

4

I understand the differences
between effect-site targeting and
plasma targeting and can modify
my TIVA technique to use both
where appropriate.

5

I understand the NICE and RCoA
recommendations for processed
EEG (pEEG) use with TIVA.

6

I understand the key principles
of and differences between the
Marsh, Schinder and Minto models.

7

I can safely manage pump failure
and loss of TCI programming.

8

I can safely programme TCI pumps
with Marsh, Schnider and Minto
models and explain why the
software may impose limitations on
patient demographics.

9

I am able to discuss the NAP5
recommendations with respect to
TIVA.

10 I would feel confident managing
perioperative accidental awareness
during general anaesthesia (AAGA).
We found that our intervention led
to a global, cumulative increase in
all domains (see Figure 1), thereby
demonstrating at least Kirkpatrick
level 2 (i.e. subjective achievement of
learning objectives).
We propose that anaesthetists take
the initiative with TIVA training, and
that trainees undergo a TIVA ‘module’
much like the units of training set out
in the RCoA curriculum, with learning
objectives and competencies as

Figure 1 TIVA domain self-rating before and after lecture and cognitive exercise
training
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set out by SIVA. The module would
be assessed using the usual variety
of structured learning event (SLE)
assessment tools available, culminating
in trainees undertaking solo TIVA
cases. This would be overseen by a
TIVA enthusiast/lead. We are taking
steps to initiate this locally and plan
to support this with a knowledge
booklet, cognitive decision-making
exercises, and TIVA simulation-based
training. We understand that trainees
may not relish the prospect of yet
another unit of training, but with the
technology available to deliver and
monitor TIVA improving rapidly, we
think that due diligence in this area will
pay dividends in the long term. NAP5
cited heterogeneity as a potential cause
of problems in TIVA. It also stated that
‘most of the cases [of AAGA] were
preventable’, and that ‘the commonest
contributory factor was inadequate
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standardising the approach to learning,
we hope to achieve a demonstrable
improvement on the non-formalised
approach that exists currently.
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VASCULAR SURGEONS: THE NEXT
REGIONAL ANAESTHETISTS?

Dr Ruth de Las Casas
Anaesthetic ST7,
Brighton and Sussex
University Hospitals
r.delascasas@nhs.net

Dr Phaninder Chokkarapu
Vascular Surgery Registrar,
Brighton and Sussex
University Hospitals
Dr Richard Stoddart
Anaesthetic Consultant,
Brighton and Sussex
University Hospitals
Dr Toni Perello
Anaesthetic Consultant,
Brighton and Sussex
University Hospitals

As a Regional Anaesthesia Fellow, I have spent the
past six months seeking every opportunity to wield
a Stimuplex needle. So why am I suddenly handing
over my needle and probe to surgical trainees?
Because within Vascular Surgery at Brighton and
Sussex University Hospitals (BSUH) we are creating
a novel service, aiming to improve both patient
experience and safety.
Ischaemic limb pain is severe and difficult
to control. Those with arterial disease
often have co-morbidities rendering
them vulnerable to complications of
opiates, and regional anaesthesia (RA) is
an elegant and efficacious solution.1
In recent years we have developed a
service placing nerve-catheters for relief
of ischaemic limb pain. Currently the
procedure is booked by the vascular
surgical team on the CEPOD theatre
list, and performed at the earliest
opportunity by an anaesthetist. Ongoing
audit demonstrates that catheters are
efficacious, but the procedure is often
delayed by lack of a trained anaesthetist
and/or theatre time.
During discussions between anaesthetic
and surgical colleagues the idea arose
that vascular registrars, proficient at
learning technical skills and trained
in anatomy and ultrasound, would be
perfectly placed to learn placement
of nerve catheters. If surgeons could
perform the procedure then we could
significantly reduce delay between case
identification and catheter placement.
This would result in improved patient
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experience (through effective analgesia)
and safety (through avoiding opiates).
My initial reaction to this idea was mixed.
There was certainly an instinct to guard
my territory: ultrasound-guided regional
anaesthesia (UGRA) is now a core
anaesthetic skill, yet many anaesthetists
in training feel inexperienced and
unconfident. Surely anaesthetic trainees
should be getting first refusal on
procedures. Deeper than this perhaps lay
an element of resistance to knowledgesharing and an urge to hoard expertise
and remain a custodian of RA.
But I soon realised the potential of this
service. RA is now a well established
analgesic technique outside of operating
theatres. Successful non-anaesthetic
UGRA services are already established.2
If indications for UGRA outstrip
our ability to provide it in a timely
manner, then part of our role is to
support its safe and effective spread.
At BSUH the vascular surgeons
and anaesthetists already work as
a perioperative team, with weekly
multidisciplinary team meetings and
daily online communications facilitating

multidisciplinary care. In training our
surgical colleagues to place nerve
catheters, we are further developing
this perioperative service, acting
collaboratively to best manage our
patients.

Developing the service

five supervised procedures to achieve
a competency-based sign-off. Trainees
maintain a logbook of procedures along
with a selection of key performance
indicators – for example, success of
block, complications and efficiency
(performed within 30 minutes). Our first
recruits are still working towards sign-

Our idea was simple: train our vascular
registrars and fellows in placing lowerlimb nerve catheters so they can perform
procedures unsupervised.

off, and these logbooks will be used in

We started with a simple pilot: two
consultants with expertise in RA
involving the vascular registrar in
scanning and performance of nerve
blocks during theatre lists. The first
month demonstrated that registrars
were enthusiastic and easily upskilled,
and that there was opportunity enough
to train surgeons without impacting on
anaesthetic training.

they complete three ‘workplace-

The next step was to establish a method
of training and certification, providing
clear guidance for trainers and trainees.
We adopted the PERSEUS guidelines,3
which require the trainee to watch and
scan five procedures before performing

assessing their competency.
To ensure surgical trainees have the
necessary theoretical knowledge,
based assessments’: Contraindications
to RA, Complications of RA, and
Local Anaesthetic Toxicity. Sign-off
requires reading of provided material
and discussion of the topic with an
anaesthetic consultant.

Where next?

The enthusiasm with which this project
has been embraced by surgeons
and anaesthetists alike illustrates this
department’s culture of learning and
sharing, and for me demonstrates what
perioperative services should look like.
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Our surgeons have proven willing and
committed to learning new skills and
extending their role in order to improve
patient care. We anticipate their leading
UGRA training of incoming registrars,
so ensuring a sustainable service
requiring minimal anaesthetic support.
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PRIMARY SOE PRACTICE:
A TRAINER’S GUIDE
Dr Jason Walker
Consultant Anaesthetist,
Ysbyty Gwynedd, Bangor, Wales;
RCoA Primary FRCA Examiner
jason.walker@wales.nhs.uk

need to cover three topics within that
subject area, each five minutes long.

During the SOE
One aspect of the SOE format is
that it allows the examiner to probe
understanding; ‘How’ and ‘Why’ are
very useful questions and you should
use them freely. Try to remain neutral.
The temptation is to give a positive
response to correct answers, and to
turn incorrect answers into a tutorial;
avoid this. When a candidate finishes
an answer, simply say ‘thank you’, and
move on.

a trainee through a SOE in a manner
which supports them without excessive
prompting is an art; it is something at
which you become better with time.

These marks are added, so for a
15-minute session there will be a total of
six marks to award. An outcome of five
can be considered respectable.

After the SOE

Finally, you might feel wholly
unqualified to be providing SOE
practice, but remember that the
College examiners are ordinary
anaesthetists, just like you. If you
undertake a lot of exam practice, it’s
really useful to visit the exam – for
details, check the College website.
You’ll get an opportunity to see the
SOE and OSCE, you’ll have a chance
to speak to examiners, and you’ll earn
CPD points.

When giving feedback it is important
to focus on how the trainee has
performed, not just to focus on what
they got right and wrong. Did they need
excessive prompting? Did their answers
seem well structured?
To end the feedback, you should give
them a mark. This may appear daunting
but the marking scheme is fairly
straightforward; if it helps, compare them
to the minimum standard you would
expect from an ST3 at the start of their
registrar rotation. For each 5-minute
section give one of three outcomes:

If a candidate is struggling in a
particular area, you need to remain
on that topic for the allocated time.
It might seem less cruel to move to a
topic they’re more familiar with, but
remaining with difficult topics is a better
reflection of the actual exam. Even
good candidates may find themselves
facing topics they weren’t expecting,
and it’s important for them to have
strategies to keep on track. Guiding

■

■

■

pass (2 marks) – a comfortable
knowledge of most of the material

It may even inspire you to join us.
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borderline (1 mark) – noticeable gaps
in knowledge or understanding
fail (0 marks).

Table 1 The structure and timing of the primary SOE

A trainee who is comfortable with the format of the Structured Oral
Exam (SOE) is in the best position to demonstrate their knowledge and
understanding, and clearly one of the ways of achieving this is with practice. In
this guide you’ll find some advice on how you can provide a practice SOE that
a trainee will find valuable.
Before the practice SOE

exam questions. It also contains a lot
of additional information about the
exam

You will need the following:
■

■

■

a clock – (the one on your phone is
likely to power off, which is unhelpful;
you need to be able to see it to pace
your questions. A cheap digital timer
is well worth the investment)
a suitable environment, without
distractions
some questions – the most realistic
source is the College guide,1 which
contains a large number of typical
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■

■

(optional) a desk bell, often called
a reception bell. A bell starts and
finishes each SOE section, so it’s no
harm to get used to being startled by
it. If you’re organising SOE training for
a study day, then a bell is essential
paper and pencils.

The bare minimum is a timer and a set
of questions. These can happily sit in an

office drawer or locker so that you can
say ‘Yes of course – now?’ the next time
you’re asked.

SOE 1

SOE 2

30 minutes (Morning)

30 minutes (Afternoon)

Pharmacology

Physiology

Clinical*

Physics**

15 minutes, Examiner A

15 minutes, Examiner B

15 minutes, Examiner C

15 minutes, Examiner D

Q1

Q2

Q3

Q1

Q2

Q3

Q1

Q2

Q3

Q1

Q2

Q3

5 min

5 min

5 min

5 min

5 min

5 min

5 min

5 min

5 min

5 min

5 min

5 min

*The candidate will be given a short clinical scenario to read approximately 10 minutes before the exam.
**Including equipment and safety.

There are two 30-minute SOEs. Each
SOE is broken into two 15-minute
exams, each run by a different examiner
(see Table 1). When doing a practice
session on your own, I’d argue that it’s
most effective to run a single 15-minute
session on just one of the four subject
areas (Pharmacology, Physiology, Clinical
or Physics). During this time, you will

Please see the
College website for
exam resources for candidates:
rcoa.ac.uk/examinations
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DELIVERING TRAINEE-LED
RESEARCH DURING A PANDEMIC
Dr Alexander Jones
ST6, Bristol School of Anaesthesia
alexander.jones@doctors.org.uk

Dr Thomas Cope
ST6, Bristol School of
Anaesthesia
Dr William Gatfield
CT3, Bristol School of
Anaesthesia
Dr Sam Lillywhite
ST6, Bristol School of
Anaesthesia
Dr Beatrice Charlesworth
ST7, Bristol School of
Anaesthesia
Dr Anna Simpson
ST6, Bristol School of
Anaesthesia
Dr Fiona Davis
SAS Anaesthetist,
Gloucestershire NHS
Foundation Trust
Dr Chris Pawley
Consultant Radiologist,
Gloucestershire NHS
Foundation Trust
Dr Marcin Pachucki
Consultant in Anaesthesia
and Intensive Care
Medicine, Gloucestershire
NHS Foundation Trust
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There is no denying that the COVID-19 pandemic
has had an impact on projects led by anaesthetists
in training, with many of them being necessarily
redeployed to provide clinical support to intensive
care units, emergency departments, and beyond.
Surge’ rota working patterns have
undeniably disturbed both the formal
and informal opportunities for achieving
the non-clinical units of the anaesthetic
curriculum.1 Disruption to local and
regional teaching and the limitations of
face-to-face, (or should we say mask-tomask), meetings has prohibited the usual
social and academic interactions in coffee
rooms and corridors that are so beneficial
for the cross-pollination of ideas.
We have adapted quickly though,
becoming increasingly literate and
capable in an online world, embracing
virtual meeting platforms (MS Teams,
Zoom, Jitsi), as well as encrypted
social media applications that allow
dissemination of documents, videos
and ideas at the touch of a button
(WhatsApp, Siilo). The hospital trusts
themselves have also broken down
barriers, making remote working easier,
with increased accessibility to virtual
desktops. This has allowed secure and
confidential access to shared drives and
NHS applications including electronic
patient records, bloods results and

imaging through picture archiving and
communications systems (PACS) from the
social distance of one’s own home.
In January 2021, we entered a second
wave and the implementation of surge
rotas. In this article we describe our
single-centre research initiative which
we were able to accomplish without
a single meeting face to face, utilising
remote virtual desktop systems and
the NELA database for data collection.
This enabled us to achieve our goals of
meeting competencies in the non-clinical
units of the curriculum and for nonpatient-facing or shielding colleagues to
have an opportunity to conduct research
while away from the hospital. We
describe a study method which could be
easily replicated elsewhere, and if readers
were keen to collaborate with us, we
would encourage them to get in touch.

Gloucestershire Hospitals NHS Trust.
A CFS is a subjective measure and is
prone to variability between observers.2
Sarcopenia is a marker of frailty and can
be measured objectively on abdominal
CT scans. Association of low psoasmuscle density (as measured by the
Hounsfield units) or low psoas-muscle
cross-sectional area with adverse surgical
outcomes has been described elsewhere.
Psoas-muscle sarcopenia is associated
with an increased risk of complications
after resection of hepatic liver metastasis
and in trauma patients is associated with
mortality at six months and two years
after discharge from hospital.3
We registered a retrospective
observational study with our hospital’s
research and development department.
We hypothesised that there is a
correlation between the presence
of sarcopenia (defined as reduced
psoas muscle cross-sectional area
or Hounsfield density on abdominal
CT scan) and poor outcomes after
emergency laparotomy (in-hospital
mortality, unplanned return to theatre or
a length of stay of more than 30 days).
We also hypothesised that the presence
of sarcopenia has a better predictive
value than 'CFS' or NELA Risk Score

at predicting a poor outcome after
emergency laparotomy.
Two members of our team had a
training session from a consultant
radiologist on measuring psoasmuscle cross-sectional area and
density on abdominal CT scans. This
knowledge was then disseminated with
the help of an educational video via
WhatsApp, together with the study
protocol and instructions on how to
access electronic patient records and
imaging studies remotely to obtain the
required measurements (see Figure 1).
The workload was distributed equally
among team members, with each one
reviewing about 100 images. Data was
then collated and analysed in a single
database stored securely in a passwordprotected research file. All members
of the research group were blinded
to the allocation of images, with all of
them scrutinising a small proportion
of identical images. This allowed for
an inter-observer variability check.
Our online collaborative approach
is continuing into the analysis and
write-up phase, with our paper being
stored in Microsoft OneDrive and all
authors having editable access to the
word document in the cloud, with

the capability for multiple researchteam members to be working on the
document at the same time.
This small project is an example of
trainee-led data science research
that, in our opinion, will become more
prominent in future. Access to routinely
collected, high-quality databases, for
example the National Emergency
Laparotomy Audit or Perioperative
Quality Improvement Programme,
allows trainee participation in clinically
relevant projects with tangible results.
Our initiative illustrates that, despite
significant challenges related to the
COVID-19 pandemic and constraints to
normal working patterns and physical
space, trainee-led research can be
undertaken and reliably delivered by a
group of committed individuals with a
common goal.

References
1

The CCT in Anaesthetics: Annex E
Advanced Level Training. RCoA, 2010.
(bit.ly/RCoA-CCT-AnnexE).

2 Cope T et al. How do anaesthetist and
geriatrician perioperative frailty assessments
compare? BJA 2020;125(6), E462-E463.
3 Bentov I et al. (2019). Frailty assessment:
from clinical to radiological tools. BJA,
2019; 123(1):37-50.

Figure 1 WhatsApp screenshot showing online
research project management

Our study idea originated from noticing
the discrepancies between clinical
frailty scores (CFSs) documented by
surgical and anaesthetic team members
during the booking process of patients
presenting for emergency laparotomy at
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THE COLLEGE'S
ENVIRONMENTAL
ADVISOR
Dr Tom Pierce
RCoA Environmental Advisor
tom.pierce@nhs.net

Dr Tom Pierce traces the last eight years in the voluntary role of College
Environmental Advisor and looks to the future, net zero carbon and 2050.
In 2013 I received a request from the
then RCoA President, Dr Jean-Pierre
van Besouw (known to all as JP), to
accept the unpaid role of Environmental
Advisor. No MSc in environmental
science, but with a few publications,
the sorting hat had put me in the
environmental house – perfect!

and Analgesia was devoted to the
environment. The world was waking
up to the issue of climate change.
How could the Environmental Advisor
address this for the College and for
the specialty? To my surprise it was
like pushing at an open door. First
destination, a conference.

It was in 2010 that anaesthetic literature
first described the greenhouse-gas
effect of anaesthetic agents, and
the May 2012 issue of Anesthesia

To Oxford and to Clean Med Europe
in September 2013. Hosted by the
Centre for Sustainable Healthcare,
this brought together clinicians and
industry from both sides of the Atlantic,
all of whom were working in the field
of environmentally sustainable clinical
practice. There was only one other
anaesthetist there – Frank Swinton from
Airedale hospital, already a player in this
field. He made it clear that there is no
one single magic bullet to mitigate
man’s effect on the climate.

Visit our website for
more information on
our environment and
sustainability work at:
rcoa.ac.uk/
environment-sustainability
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So, to begin to spread the word.
Although sustainable practice
was not truly on the FRCA
curriculum, BJA Education was
more than happy to accept

an overview in 2014. We stressed
that, although there are low-hanging
fruit (desflurane and nitrous oxide,
for example), the central role of
anaesthesia in so many patients’ care
gives us the opportunity to chip away at
the carbon footprint of care pathways
and to strive for social, financial and
environmental sustainability.
The College recognised this too,
and in 2016 the Guidelines for the
Provision of Anaesthesia Services
(GPAS) included for the first time a
section on environmental sustainability.
Importantly, in this evolving document,
as the evidence base grows the
guidance changes to keep pace.
Working with partners in the field is vital,
and in 2015 the College joined forces
with many of the other medical royal
colleges, the Royal College of Nursing,
the BMA and The Lancet to form the
UK Health Alliance on Climate Change.
With the legitimacy to advocate for the
health co-benefits of reducing climatechange drivers, it was now clear that

climate change will certainly become a
major public health issue.
We know all too well that we can only
manage what we can measure. By
measuring the blood pressure, heart rate
and, if necessary, the cardiac output, we
can manage the circulation. But can we
measure the environmental impact of our
clinical practice? If we know the global
warming effect of the volatile agents and
how much we use, then we can calculate
the annual, or indeed hourly, impact
of our practice. The College website
hosts a downloadable calculator for the
former, and the free Anaesthetic Impact
Calculator app, developed in conjunction
with the Association of Anaesthetists,
achieves the latter.
Embedding sustainability in anaesthesia
requires, firstly, formal processes to be
in place, and in this case a sustainability
strategy. This was steered through by
Dr Lucy Williams, Council Lead for
Sustainability, and the importance was
reiterated of the evidence base for
GPAS as well as sustainability within the
College itself. Secondly, it requires the
embedding of sustainability within the
training curriculum and exam syllabus.

Fortunately, the curriculum rewrite for
2020 was already in progress, but before
a topic can be included the learning
resource needs to be in place. As the
standard anaesthesia textbooks do not
contain chapters on sustainable practice
and the next editions are not due for five
years, the only option was to commission
it ourselves. Written exclusively by
anaesthetists and edited by Dr Cathy
Lawson, the 11 modules were published in
2020 and are as applicable and relevant
to clinicians from other disciplines as they
are for anaesthetists.
With increasing public awareness
of climate-change drivers, Dr Jonny
Groome from the Greener Anaesthesia
and Sustainability Project (GASP) and
Dr Hilary Swales and her team on the
College’s Patient Information Group
have produced one the world’s first
patient information leaflets on Your
Anaesthetic and the Environment for the
non-obstetric patient.
The opportunities this role has offered
me seems to have filled every moment
of SPA time, and there is still more to
do. I leave the role this year feeling
that as a specialty we have moved the

subject from the fringe to the main
stream. The environment matters and
we can all make a difference.
For whoever takes the baton next,
what excitement awaits? Working
with Greener NHS to roll out Vapour
Capture Technology and catalytic
nitrous oxide destruction? On-screen
display of the CO2e of one’s
anaesthetic? Improved carbon literacy?
I’ll be watching from the stands. And if I
need a TKR, a spinal please and oxygen
to keep the SpO2 just in the mid-90s.
My only regret is, I cannot personally
thank JP for his vision and the
opportunity he gave me.

RCoA Environmental
Advisor role
Dr Tom Pierce is retiring this year
as the College’s Environmental
Advisor to the President. If
fellows and members are
interested in applying for the
role, please contact Dr Lucy
Williams lwilliams@rcoa.ac.uk
for more information.
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Diversity is at the heart of the many
improvements we have seen in recent
decades

FORTY YEARS ON
Professor William Harrop-Griffiths
RCoA Vice-President and
Professor of Practice (Anaesthesia),
Imperial College Healthcare NHS Trust,
London
awhg@mac.com

Forty years on growing older and older,
Shorter in wind as in memory long,
Feeble of foot and rheumatic of shoulder,
What will it help us that once we were strong?
From the song Forty Years On by Edward Ernest Bowen and John Farmer
On 1 August 1981, I swapped the short
white coat of the medical student for the
long white coat of the Houseman, for
which read FY1. The 40th anniversary of
the start of my medical career seems an
appropriate occasion on which to reflect
on some of the changes I have seen
in four decades of clinical practice, of
which 39 years have been spent in the
specialty of anaesthesia. Spoiler alert:
contrary to what most of you will suspect
given my antiquity and reputation, I will
assert that the changes I have seen have
been for the better.

call as an orthopaedic houseman,

tripped, fell, fractured her neck of femur

I was summoned to the bed of a

and was returned to me for admission

patient with bronchospasm and deftly

to my orthopaedic ward within the

gave salbutamol nebuliser solution

hour. The important point to these two

intravenously, achieving a 10-times

anecdotes is that the mistakes I made

overdose, a miraculous and immediate

resulted from two things: fatigue and a

cure of their bronchospasm and a raging

lack of support. I was tired, as my second

tachycardia in both the patient and

night on call followed immediately

me that took a long time to resolve. I

after my first, and my third immediately

devoted much of my third night on call

after my second, and I worked the days

to arranging the transfer of an elderly

between them as well. My one-in-two

patient who had become acutely

on-call rota was brutal: every other

confused after a bunion operation

weekend, I arrived for work at 8.00am

to a nearby acute psychiatric facility.

on a Thursday morning and returned

It was not an auspicious start. In the
wee hours of my second night on

Almost immediately on admission to

home at 6.00pm on the following

the psychiatric unit, she got out of bed,

Tuesday evening – a continuous duty
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period of some 130 hours. It did not
make me a better doctor, a braver
doctor or a more experienced
doctor. It made me an exhausted,
miserable and resentful doctor. I
was neither supervised nor trained
for much of this time. It was cruel,
dangerous and unnecessary, and
was not even paid well: the then
system of UMTs (Units of Medical
Time) was a cunning one that paid
us considerably less per hour for
‘overtime’ than for ‘standard time’. I
clearly recall chatting to Doris, the
catering assistant in the canteen that
was kept open all night for clinical
staff, who had just cooked me the
most magnificent fry-up at three in
the morning (one of the few good
things about the NHS in the last
century). We talked about pay and
it rapidly became apparent that the
hourly rate that Doris was being
paid to provide me with a fried slice
and a grilled tomato or several was
significantly more than I was being
paid to eat it while caring for the
health of three wards-full of elderly
and multimorbid patients.
The changes to working hours,
conditions and training that have
occurred since those dark days, and
which many of my generation have
too often bemoaned, have been for
the better. I will openly admit that
when I hear a trainee complain as
they finish a 12-hour nightshift that
they only a got a 15-minute break
during the whole shift, there is a
small, grumpy and inappropriate

part of me that wants to scream:
‘You have no idea what hard work
is!’ but, after many years of practice,
I have learned to muzzle this inner
grouch and stay mute. I am now
even capable of the odd: ‘You poor
thing, you must be exhausted’.
Another change that has been for
the better is the gradual extinction
of the surgical dinosaur. The
operating theatres and wards of the
1980s were stalked by misogynistic,
baying, male bullies who taught
by intimidation, led by oppression
and persuaded others simply
by shouting more loudly. By no
means all surgeons were like this,
but it was sadly the norm, and it
was the worst offenders who were
seemingly most admired by their
(exclusively male) acolytes, who
increasingly emulated their idols
as their own careers developed.
A recent experience caused me
to muse over why there has been
a (slow and as yet incomplete)
change in this. I was standing in
our vascular operating theatre
chatting to the consultant surgeon,
trainee surgeon, consultant
radiologist and trainee anaesthetist
about the forthcoming major
endovascular case. It suddenly
struck me that our conversation
was positive, supportive, inclusive,
light-hearted and patient-focused
– very different from what this
conversation would have been 40
years ago. It also struck me that
I was the only male in the group.

It cannot be coincidence that
the increasing number of women
in surgery is marking step with
changes in the way that surgeons
behave that benefit their specialty,
the NHS, and its patients. Baroness
Kennedy’s recent report into the
diversity of surgical leadership in
the Royal College of Surgeons of
England shows that there is much
left to do in this respect, but even
I, as arguably an exemplar of the
least diverse group in the NHS
(old, white bloke with a doublebarrelled surname from the South
East of England), accept that
diversity is at the heart of the many
improvements we have seen in
recent decades and is key to future
improvements in the way we work
and provide care to patients.
As I enter my fifth decade of NHS
practice, I remain proud to be an
NHS employee, prouder still of
being an anaesthetist and proudest
of all of our hard-working, highly
motivated, intelligent and dedicated
anaesthetists in training. An eversmaller number of these trainees
may resemble me but, having seen
what things were like in the last
millennium, I rather think that this is
a good thing.
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What is it like being an
RCoA Council member?
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.

Professionally, standing for RCoA Council was one of the best things I have
ever done. Although initially daunting, Council colleagues were so welcoming,
and the staff are brilliant. The College is a place where you can get something
finished – unlike my NHS experience. I have been involved in so many things
and learnt so much. It gave me the confidence to apply for the clinical lead
post in my department, and now I am juggling the two roles with clinical work.
It is certainly demanding, but, with the support of my predecessor and medical
director, it has been manageable and a lot of fun.

DR LUCY WILLIAMS

SAS Council Member

But what’s it really like? We asked some of our Council members to tell us.
Consider joining them by standing for election this year. Full details of the vacancies and timetable are on the College website,
in the President’s Newsletter and on our social media. Contact elections@rcoa.ac.uk with any questions; we’d love to hear
from you.

My background is unremarkable – no major publications, no track record as a
clinical leader. I was a College tutor and an examiner. In three years on Council
I have learnt that I am an experienced anaesthetist with valid opinions, I am
told I have a talent for expressing different perspectives! I have learnt that I
have non-technical and leadership skills I did not know I possessed. Having the
opportunity to lead our team delivering exams during COVID-19, supporting
many anaesthetists in their careers, is an achievement that I am immensely
proud of. I would not have had that opportunity had I not stood for election.

I joined Council in March of this year. The induction process has been
exceptionally warm and welcoming. Shortly after joining, I had meetings
with the president, vice-presidents, executive team, fellow Council
members and several members of College staff – a lens into the immense
work that goes on behind the scenes! As a new Council member, you are
also assigned a mentor to help you understand the infrastructure of the
College and how to bring ideas into reality. I felt part of the team from
day one. As a female consultant in her first five years and from an ethnic
minority background, I thought long and hard about standing for Council.
I am glad I did. As one senior member of the anaesthesia community
advised, ‘you have to be at the table if you want to see change’.

DR RAMAI SANTHIRAPALA

Consultant Council Member

DR MARK FORREST

Consultant Council Member

I stood for Council to defeat my imposter syndrome. I was a local trainee
representative and was given encouragement to apply for this national role
by a supportive training programme director and other consultant mentors.
Two years later I remain proud and grateful for the opportunity my peers
gave me through their votes. I have always been made to feel that my
experience and opinions are valid and welcome and that, by extension,
the voice of anaesthetists in training is being heard. I haven’t been pigeonholed as the ‘trainee rep’ and have been supported to broaden my
interests and responsibility within the College.

My first year on Council had some challenges, with the learning curve
coinciding with the pandemic and College business being conducted virtually.
But I quickly found my feet thanks to the senior officers, fellow Council
members and the College staff who are extremely supportive. Working
alongside Council colleagues on various committees has been a revelation.
I would recommend Council roles to those with a passion for enhancing the
professional aspects of our specialty.

DR SRI GUMMARAJU

Consultant Council Member

DR SARAH MULDOON

Trainee Council Member
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Contact
elections@rcoa.ac.uk
with any questions;
we would love to
hear from you.
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The Bezos Method
enriches Journal Club
experience
Dr Graham White
ST5 Anaesthetist, University
Hospital Crosshouse,
Kilmarnock

Dr Andrew Clark
Consultant Anaesthetist,
University Hospital Crosshouse,
Kilmarnock

gwhite88@googlemail.com

Jeff Bezos, the CEO of Amazon, has built a small online bookshop into a global
business behemoth. In the process, he has become the world’s richest person
and someone who clearly knows how to get things done. It is to be expected,
therefore, that people will investigate Bezos’ methods in search of a secret that
one might borrow in order to reap even a small proportion of his success.
During a recent interview, Bezos may
have uncovered part of this Holy
Grail as he explained a revolutionary
approach to Amazon board meetings.1
Coined as the ‘Bezos Method’, it
has three rules: start in silence; no
PowerPoint; obey the two-pizza rule.
However, he prefaces these rules with
a scathing view of the current board
meeting status quo.
Addressing preparation for board
meetings, he says, ‘Just like highschool kids, executives will bluff their
way through the meeting as if they’ve
read the memo’. On PowerPoint
presentations, he declares that complex
issues require ‘real sentences… and
verbs, and nouns – not just bullet points’.
And on team size, ‘the greater the
number of people the more difficult it
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becomes to reach conclusions’ and ‘if
some of those many people just like to
hear the sound of their own voice, your
meetings are bound to be time suckers’.2
These derisory quotes immediately
brought to mind the unloved and often
fruitless medical journal club – where
no-one has read the paper ahead of the
meeting but pretends they have; where,
given little notice, a junior member
of the team has hurriedly prepared
a sketchy PowerPoint presentation
between night shifts; where one
person waxes lyrical about statistical
concepts that no-one else understands.
Therefore, can the Bezos Method
revitalise the journal club as it has the
board meetings at Amazon? We’ve
been trying it out for the past year, and
this is what it looks like:

Start in silence
The journal club begins with a period
of silence to read the journal article
together, with note-taking actively
encouraged. Instead of turning up
having skim-read or, despite your best
intentions, not read the journal article at
all, every team member has time to sit
and fully absorb the article. Thus, any
of the aforementioned unproductive
‘bluffing’ is prevented, and after this
period of silence the context for an
informed discussion will have been
created.

No PowerPoint
Issues for discussion at the journal
club are often complex and abstract,
and require considerable thought and
exploration. Quickly flicking through

PowerPoint slides often wrongly
assumes some degree of knowledge.
Instead, after reading the article,
we’ve been working through a set of
questions prepared in advance which
are designed to explore the research
methods, weaknesses and clinical
implications of the paper. Members of
the group help each other to improve
knowledge and understanding as they
work towards the answers together
(googling is most definitely allowed).

The two-pizza rule
The group must be no larger than can
be fed by two pizzas, as if the team is
too large there will be more differing
opinions, and it will be harder to reach
conclusions or a consensual decision. In
other words, it can be easier for people
to say nothing – and learn nothing.
Mercifully, attendees at our journal club
have, so far, never outstripped the twopizza limit. However, if even a miniscule
fraction of Bezos’ success is achieved,
we might have to start limiting the
number coming for a slice of the action.

This alternative approach to the
journal club predates the advent of
COVID-19 and our paradigm shift in
conducting group meetings. While the
Bezos method appears best suited to
meetings in person, these principles can
be easily translated into the ‘Zoom’ era.
Although Bezos himself did famously
wear pyjamas to one Amazon board
meeting,3 all participants should be
appropriately dressed with webcams
turned on, even when attending
from home. With all cameras on, the
period of silent reading is maintained
to be sure that all group members are
suitably prepared for the questions.
The temptation to screen-share a
PowerPoint presentation should be
resisted, and gallery mode used to
ensure all can be seen and participate
in the communal answering of the
questions, shared by the meeting host
only after the paper has been read.
Lastly, and most importantly, meeting
online in large groups with the ability
of muting and turning off your camera
facilitates disengagement (not to
mention covert shopping on Amazon).

Therefore, meetings should keep to
the two-pizza rule, or maybe in this
context it should be the one-screen rule
– limiting the number of participants to
those that can all fit on one screen.
To date, the ‘Bezos Method Journal
Club’ participants have expressed
feedback in a unanimously positive way.
While there is arguably no definitive
approach to organising a journal club,
one in which all participants leave
having read, contributed, and learned
something applicable to their clinical
practice is undoubtedly an enriching
experience. The Bezos Method may
prove an invaluable technique for
achievement of these goals.
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Jeff Bezos knows how to run a meeting, here
are his three simple rules. Inc.
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2 Jeff Bezos: This is the ‘smartest thing we ever
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| 45

Bulletin | Issue 128 | July 2021

Bulletin | Issue 128 | July 2021

Dr Carolyn Johnston
Consultant Anaesthetist and Birthrights trustee
carolyn.johnston@stgeorges.nhs.uk

patients brought a successful claim
under Article 3.
Both Articles 2 and 3 express ‘absolute
rights’ – that means there are no
circumstances that can be used as
reasons to violate these rights. This is
unlike the other Articles relevant to
maternity care:

Article 8: The right to a private/
family life

From the Ethics Committee

Human rights and maternity care
As part of exploring a closer working relationship, the RCoA Ethics Committee
listened to a presentation by Birthrights, a charity that protects human rights in
childbirth. Here, Dr Carolyn Johnston, consultant anaesthetist and Birthrights
trustee, explains some of the principles underlying the charity's work.
Human rights are part of the law of
the UK, and so guide the regulations
that cover healthcare, and the actions
of healthcare staff. The UK Human
Rights Act 1998 incorporates the rights
protected by the European Convention
on Human Rights. This sets out the rights
that all the Convention’s signatories
have to respect.

Human rights are also protected by
clinical negligence law, which is part
of UK common law. The requirement
for informed consent is a fundamental
part of the law of negligence, which has
been covered extensively elsewhere.

If a person believes that their
Convention rights have been violated,
they can bring a legal claim in the UK
courts. The Convention has a standing
that is independent of the European
Union, and so protection is not affected
by Brexit.

Article 2: The right to life
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The main Articles of the Human Rights
Act that influence maternity care are:

Although the European Convention
does not explicitly guarantee a right to
healthcare, Article 2 protects the right
to life and requires the state to provide
access to basic life-saving health
services, including maternity care. The

NHS has been successfully challenged
under this act for withholding maternity
care from those without UK citizenship.
Currently, people may still be charged
for maternity care, but withholding care
if someone cannot pay would be in
violation of Article 2.

Article 3: The right not to
be subjected to inhuman or
degrading treatment
Sadly, there are numerous instances of
prosecution under Article 3. The MidStaffordshire public inquiry revealed
the impact of failures to respect basic
dignity. More than 100 Mid-Staffs

The courts have interpreted Article 8 to
include the right to physical autonomy
and integrity. Failure to obtain consent
violates Article 8, and may also violate
Article 3 if the infringement had
particularly significant consequences.

like physical layout, local prevalence,
etc is probably not legitimate in some
instances.

Article 9: The right to freedom of
thought, conscience and religion
For example, practising Jehovah’s
Witnesses declining blood transfusion,
or requests by some religious patients
to have female only medical staff in
attendance. Again, this is a qualified
right, and so, if it is deemed unsafe or
impractical to have female only care
givers (due to skill mix for example),
then this could be a mitigating factor.

Article 14: The right not to be
discriminated against

The European Court of Human Rights
has held that the right to private life
includes a right to make choices about
the circumstances in which someone
gives birth, including birth at home, and
around Europe there have been cases
brought under this law.

Article 14 is a ‘piggy-back’ right added
to any others, prohibiting discrimination.
This makes it unlawful for NHS
organisations or staff to discriminate
against pregnant people on grounds
such as disability, race, religion,
immigration status and national origin.

Article 8 is a qualified right, so a court
may decide that a restriction is legal in
certain circumstances. The restriction
must be lawful, necessary and legitimate.
For example, restricted access to home
birth can be legal, but this should be
based on an individual safety assessment
and backed up by evidence.

The Equality Act 2010 requires
maternity services to make ‘reasonable
adjustments’ for those with protected
characteristics. For example, people
who don’t speak English as a first
language must have access to
information in their preferred format
and to interpreting services.

The restrictions placed on partners
attending antenatal and maternity
care during the COVID-19 pandemic
has been controversial, and some
commentators have said it is
incompatible with Article 8. Any claim
would need to consider whether the
restriction is proportionate, necessary
and legitimate to the risk posed by
exposure to birth partners. A blanket
policy that doesn’t consider factors

What does this mean for me?

of violating human rights, because any
imposition would be measured against
the proportionality and legitimacy
of the restriction. Individualised risk
assessments and informed discussion
are always the best way to ensure safe
and respectful care, so, in this example
any restriction would need to take into
consideration the safety, equipment and
staffing issues, as well as the choices
and autonomy aspects pertinent to that
patient, rather than a blanket rule for all.

Want to read more?
‘Birthrights’ is a charity working to
protect human rights and dignity in
childbirth. They offer advice to patients
and training for healthcare staff, and
campaign on prominent rights issues.
They have a range of factsheets and
links that provide information on human
rights issues at: birthrights.org.uk

Treating patients with dignity and
respect, and respecting autonomy in
consent is the best treatment for the
patient, and the best way to respect
human rights and stay on the right
side of the law.
The imposition of blanket policies
such as ‘we never let high-BMI
women have home births’ is at risk
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Dr Victoria Turnock
Clinical Fellow,
Countess of Chester Hospital
NHS Foundation Trust
Victoria.turnock@cantab.net

The transformation of
variolation to vaccination
On 9 November 2020, Pfizer and
BioNTech announced the results of
their COVID-19 vaccine Phase 3 trials,
stating that the vaccine was ‘more than
90 per cent effective at preventing
COVID-19 in participants without
evidence of prior infection’.1
Modern vaccines have been
one of history’s greatest public
health interventions, and have
allowed us to completely
eradicate diseases such as
smallpox, as well as drastically
reduce the mortality and
morbidity of other deadly
diseases such as measles,
polio and diphtheria.

Image Wikicommons: Lady Mary Wortley Montagu
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The vaccine is the first to
implement ‘messenger RNA’
(mRNA), a technology which
has been under development
since the 1990s. The mRNA
provides the genetic ‘code’
for the cell to use its own
machinery to make an isolated
viral ‘spike’ protein, which then
triggers an immune response.
It has a number of advantages
over existing vaccines made
from live or attenuated viruses,

including a better safety
profile, being non-infectious
and non-integrating, activating
both the innate and the
adaptive immune system, and
having a much faster rate of
development, production and
deployment.
The story of Edward Jenner
and the smallpox vaccine is
well known, and he is widely
credited as the ‘father of
immunology’. But Jenner
based his famous experiments
on the already well established
practice of ‘variolation’, a
technique which he himself
had undergone as a child.
Variolation or inoculation (from
the latin inoculare – to graft),
had been a technique practised
to protect against smallpox

'...the old woman comes with a nut-shell full
of smallpox, and asks what vein you please to
have opened'
for millennia, probably originating in
northern Africa (there is evidence of the
disease in mummified pharaohs).2 In this
technique, small particles of smallpox
were transferred from pustules of
infected patients into the veins of nonimmune people, inducing a short, milder
form of the disease, after which they
were then protected.
The spread of variolation into Western
Europe began in Turkey, with the
practice being described in letters to
the Royal Society in 1714, but being
roundly ignored by western physicians
of the time.3 It wasn’t until the actions
of one Lady Mary Montague that
variolation took off in England. Lady
Mary was a respected writer of letters
and poetry, and a traveller, who lived in
Turkey while her husband was stationed
there as British ambassador.
Lady Mary had been affected by
smallpox twice – when she contracted it
herself, and when it took the life of her
brother. She observed the practice of
variolation among local Turkish women,
who would visit groups of children to
carry out the procedure (akin to modern
‘pox parties’, a practice strongly advised
against by today's public health officials).
‘...the old woman comes with a nut-shell
full of the matter of the best sort of
small-pox, and asks what vein you please
to have opened. She immediately rips
open that you offer to her with a large
needle (which gives you no more pain

than a common scratch), and puts into
the vein as much matter as can lye upon
the head of her needle, and after that
binds up the little wound with a hollow
bit of shell’.4
She was so convinced by the technique
that she got her son inoculated in 1718,
before being the first person to bring
the technique to England by getting her
daughter the same treatment on her
return in 1721.
The success of these variolations
prompted the ‘Royal Experiment’ in
August 1721, whereby six prisoners were
publicly inoculated in exchange for being
spared from hanging. All of them survived
and were released. Less than a year later,
the children of the Princess of Wales were
variolated, with the technique spreading
to other European royal families and
the Empress of Austria inoculating her
daughter Marie Antoinette.
Variolation sparked much controversy
and faced much backlash, particularly
among the clergy, who declared it
to be against God’s will. It was also
not without risk, with 2–3 per cent
mortality among other dangers such as
infection, or further spreading the virus
to unprotected people. Jenner’s famous
experiment with cowpox in 1796 led to
the development of the safer method
of vaccination to protect against
smallpox – a technique which went on
to supersede variolation, which was
eventually outlawed in 1840.

The long-ago observation of one of the
central tenets of immunology – that of
immunological ‘memory’, which then
led to the development of inoculation
and vaccination – has allowed mankind
to defeat many infectious diseases,
hopefully with the addition of COVID19 to the list soon to be achieved.
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(PAVE) project, which produced a
collection of high-quality narrated video
lectures created by regional experts in
anaesthesia and intensive care medicine.

Dr Danielle Eusuf
ST7, Manchester NHS Foundation
Trust, North West School of
Anaesthesia
danikirk@doctors.org.uk

Dr Suzanne Grenfell
ST7, Royal Devon and Exeter
NHS Foundation Trust

The role of virtual education
in the post-COVID-19 era
Nobody could have predicted the effect the COVID-19 pandemic would have
on anaesthetic training. With a combination of cancelled study leave and the
need for social distancing making face-to-face tutorials unfeasible, schools of
anaesthesia across the country had to develop innovative ideas to ensure that
education would continue.
This resulted in the increased use of
online educational resources and
virtual technology. However, now, as
we march together towards the light
at the end of the tunnel, what have
we learned from our experiences,
and how can we use these new skills
to mould our future departmental
teaching in the post-COVID-19 era?
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Schools of anaesthesia around the
UK shared stories of how to maintain
education during the pandemic through
social media and discussions between
the lead trainers. The North West
School of Anaesthesia developed
the ‘Self-isolAting Virtual Education’
(SAVEd) project, where self-isolating and
shielding trainees and consultants were

asked to create and deliver educational
tutorials to their peers.1 A combination
of 120 prerecorded online tutorials and
live virtual tutorials (delivered via videoconferencing software) were created as
a substitute for the usual face-to-face
weekly teaching. The Peninsula School
of Anaesthesia also developed the
Peninsula Anaesthesia Virtual Education

These two schools collaborated to
develop the idea of creating a collection
of educational tutorials which could be
accessed by anaesthetists throughout
the UK. On 2 October, the National
Teaching Repository went live on
e-Learning Anaesthesia (e-LA), hosted
by Health Education England on the
e-Learning for Healthcare (e-LfH)
hub. The Repository’s aim is to collate
regionally developed online tutorials
to build an extensive collection of
educational resources which can be
accessed by trainees throughout the UK.
The e-LfH hub allows users to provide
feedback on the quality and content of
the tutorials and also maintains a log of
a user’s access to tutorials that can then
be included as evidence of educational
activity in their portfolios. The Repository
currently holds more than 140 tutorials
covering the RCoA curriculum, which
are free to access for all UK anaesthetists
in training. Our aim for the future is to
have other deaneries across the UK
contribute their regional educational
resources to the Repository, to create
an extensive bank of tutorials covering
every aspect of the RCoA curriculum.
A prerecorded narrated video lecture
plays its role in allowing trainees to
access educational material in their own
time and at their own pace, and this

can be used as a ‘pre-reading’ resource
for use before they attend a more
interactive workshop. However, this only
scratches the surface of the endless
possibilities of virtual technology. The
use of video-conferencing software has
allowed interactive workshops to be
run, with the ability to split into smaller
‘breakout rooms’ and the use of poll and
chat functions. These live sessions can
also be recorded, which allows trainees
who couldn’t attend to watch them at
their own convenience. Many benefits
have emerged from this new virtual
trend, such as accessibility, convenience,
and reduced travel and costs. However,
the loss of social interaction, networking,
and the benefits of immediate feedback
from your audience should not be
overlooked. Therefore, the future
should look towards a more blended
educational programme, with a
combination of face-to-face tutorials
supplemented by virtual technology.
Prerecorded tutorials (accessed via the
National Teaching Repository) could
be used as ‘pre-reading’ materials, and
trainees could ‘log in’ virtually to faceto-face tutorials if unable to attend in
person, and these could be recorded for
those who cannot attend at all.
Virtual technology can also be used
to supplement skills teaching. As an
example, in the north-west, we created
a prerecorded tutorial on the theory
of epidural insertion, followed by a
skills video of a consultant inserting
an epidural with a voice-over running

through the steps. This was given to our
trainees as part of a structured epidural
training programme (‘epidural training
passport’) as they worked towards
their initial assessment of obstetric
competence. The benefit of this is that a
trainee can watch the video at their own
pace, gaining some knowledge of how a
procedure is performed prior to being in
the simulation suite or facing patients.
The COVID-19 pandemic has increased
the use of virtual education throughout
the country, and this has made it easier
to share educational resources between
deaneries. As we emerge from this
pandemic, we should use what we have
learned from virtual technology and
allow it to supplement our departmental
and national teaching, cherry picking the
positive points and making educational
resources more accessible for all.
If you or your school are interested
in developing or contributing online
educational tutorials to the National
Teaching Repository, please contact Ed
Hammond, Clinical Lead for e-LA, at:
Edward.hammond@nhs.net or Graham
Blair, RCoA Associate Director of
Education at: gblair@rcoa.ac.uk.
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UHCWELLBEING
ANAESTHESIA
INITIATIVE

Dr Vinesh Mistry
Post-CCT Anaesthetic Fellow,
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Dr Nafeesa Akhtar
ST7 Anaesthesia, University Hospitals
Coventry and Warwickshire*
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Coventry and Warwickshire
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Hospitals Coventry and Warwickshire

A series of fun wellbeing events created by trainees for
trainees, supported by the Department of Anaesthesia

We found they have been a huge
success as they evoke a sense of
kinship.

at University Hospitals Coventry and Warwickshire
NHS Trust (UHCW).

Personal mugs bought for
the department

Coming together is the beginning, keeping together is progress, and working together
is success – Henry Ford

After working at different trusts during the first wave of the COVID-19
pandemic, as a group of senior anaesthetists in training at UHCW we joined
together to organise a series of events to promote team bonding during the
subsequent coronavirus waves. All events incorporated the trust’s socialdistance and infection-control measures.
Wellbeing days
These sessions were run face to face and online using
a mixed media approach to introduce and encourage
mindfulness and team-building exercises. We invited our
trust Wellbeing and Clinical Psychology team to speak with
trainees about how to recognise and manage burnout, stress
and time management.
We opened our wellbeing sessions with an ice-breaker
activity. Our example involved a personal questionnaire sent
to trainees before the first wellbeing day, the answers to which
were used to create an interactive quiz using a game-based
platform.
To generate humour, we asked questions such as: what was
the worst Christmas/birthday present you received? What
was your most embarrassing moment at work? What did you
want to be when you were 10 years old? Some of the quiz
names stuck and were used as running jokes.
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How long would it take you to eat
your weight in chocolate?
‘10 minutes tops, 3 minutes for cheese’

Most embarrassing moment at work?
‘Opening the 3-way tap the wrong way on
my first day and spraying fluid all over my
crotch. An awkward walk to the changing
rooms followed...'

Worst present?
‘A lawnmower (I don’t have a lawn or a
garden...)’

These events took place during the
airing on television of ‘The Great
British Bake-Off’ 2020. We had
rounds for each level of training, nontraining-grade anaesthetists and the
administrative team. Some bakes were
great, and some were… well not messy,
just ‘informal’… Certificates and trophies
were awarded with a Hollywood-style
handshake to the winner of each round.
This series of events received great
feedback due to its inclusive nature and
the regular supply of cakes!

Anaesthetic trainee
wellbeing fund
We wanted to raise funds for equipment
which trainees would find useful during
a working shift. A way of contributing to
our cause was set up using ‘GoFundMe’.
We found that significant contributions
came from our consultant body.
Through this fund, we were able to cover
costs for running the various activities
and also provide our department with
equipment such as universal chargers
and extra kitchen utensils, and to supply
personal care and toiletry boxes for our
on-call rooms.
We sponsored trainees and consultants
with mugs designed with our
‘UHCWellbeing Anaesthesia’ logo.

To further boost morale, we ran
regular prize draws. Trainees were also
able to recommend prizes, leading
to some enthusiastically anticipated
draws. Any surplus we have within
our fund is allocated by our trainee
cohort to improve on and develop new
wellbeing activities.

Benefits
Our events have been successful in
engaging staff positively and improving
mindsets. This was with a combination
of having some fun and jokes, and
bringing awareness about the serious
issues associated with stress. The
department found that staff were more
willing to volunteer and be involved
in the inevitable increased workload
we faced during the pandemic. Strong
friendships (and baking rivalries)
have developed, along
with an increased sense of
companionship. This has
been most evident in our rota
structure where trainees have
commented that they are now
working more closely and
collaboratively within a team.

Moving forward
We hope that this will give
anaesthetic departments

some ideas of what activities can be
undertaken to boost departmental
teambuilding. Having developed the
role of a ‘trainee-wellbeing team’, it
has opened our eyes not only to the
previous lack of investment in morale,
but also to the numerous resources
available within our trust that we were
previously unaware of.
We plan to increase the frequency and
variety of wellbeing events that we offer
to include burst exercise sessions as
well as stress-relieving activities open to
trainees and consultants alike.
We have found that the wellbeing
events have emphasised what an
accommodating and approachable
anaesthetic department we have
at UHCW. The events have been
supportive to trainees while also being
inclusive of the entire department,
which we found vital for building strong
foundations and camaraderie during
the difficult times.
*Corresponding author
nafeesa@doctors.org.uk
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ultimately patients benefit through
increased opportunity to be involved in
high-quality research.

THE NIHR ASSOCIATE PRINCIPAL
INVESTIGATOR SCHEME
Dr Richard Wilkin
Academic Clinical Lecturer/ST8 Colorectal Surgery,
West Midlands Deanery
richardwilkin@doctors.org.uk

Dr Laura Magill
Senior Lecturer in
Clinical Trials, University
of Birmingham,
Dr Julie Solomon,
Assistant Specialty
Cluster Lead (Cluster C),
NIHR Clinical Research
Network
Dr Clare Shaw
Assistant Specialty
Cluster Lead (Cluster F),
NIHR Clinical Research
Network
Professor Tom Pinkney
George Drexler and
Royal College of
Surgeons Professor of
Surgical Trials, University
of Birmingham
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The pandemic has posed new challenges for clinical
research. Research staff have been redeployed to
assist with acute care, and inevitably research into
COVID-19 has often taken priority over studies into
other conditions.
While this has been tempered by a
renewed interest in clinical research and
an appreciation of its importance, there
has never been a more difficult time to
deliver it at the local level. It is during
this time, and looking to the future, that
the Associate Principal Investigator (API)
scheme has become vitally important.
The API scheme is intended to help
develop the next generation of Principal
Investigators (PIs) from trainees, nontrainees, nurses and allied healthcare
professionals, and provides a mechanism

for formal recognition of engagement in
NIHR portfolio research. There are clear
benefits to all involved: the API learns
about the challenges and practicalities of
delivering a portfolio study, understands
the responsibilities associated with the PI
role, and their participation is recognised
through certification for their CPD
portfolio. In turn, the PI has additional
support with delivery of the study (while
they remain legally responsible), the trial
benefits from an increased awareness
among site staff which hopefully translates
into a more efficient study delivery, and

Nichola Manu, a surgical trainee at the
Countess of Chester Hospital, was an
API working on the ROSSINI2 Trial.
Before registering for the scheme, she
was apprehensive as she had limited
research experience, but she felt that ‘this
was an ideal opportunity to contribute to
the conducting and delivery of a study
at the local level, with oversight from an
extremely supportive PI’. Once registered
as the site API, Nichola played a key
role in the local dissemination of the
trial, and helped facilitate the Countess
of Chester being awarded the Highest
Average Monthly Recruiters Award
within the trial. Nichola’s contribution
as the API for ROSSINI2 led to her
being awarded the ‘Research Rising Star
of the Year’ at the North West Coast
Research and Innovation Awards 2020.
She has encouraged her peers to seek
out opportunities to take part in the API
scheme.
The practicalities of the scheme are
described on the NIHR website. In brief,
an NIHR portfolio study registers with
the scheme and is added to the list of
open studies. Potential APIs review the
list and contact the PI in their centre
of a chosen study. They prospectively
complete a registration form, and, once
approved as the API, they begin the role.
The API checklist helps guide the
activities that should be undertaken
during their six-month position. While
this checklist is currently in hardcopy form, the administration of the
scheme is being integrated onto
NIHR Learn; this will provide a single
portal for all API appointments, and
documentation of progress for APIs.
Activities mandated within the API
checklist include regular engagement
and meetings with the PI and the rest
of the site research team. The API’s role
is not simply to recruit patients; it also

Associate Principal Investigator
(PI) Scheme
The NIHR Associate Principal Investigator (PI) scheme aims to develop junior doctors,
nurses and allied health professional to become the PIs of the future at the same time as
helping to deliver studies to time and target. Registration is quick and easy, just follow the
steps below.

Register study

Check if the study you want to register to be
Associate PI for is on the list of registered studies
(bit.ly/3bigtuY). If not then complete the Associate PI
Scheme Study Registration Form (bit.ly/3hmzpwn)

Register yourself

Register to the scheme by completing the API
Scheme Applicant Registration Form
(bit.ly/3f3UskE). Once you have approval from the
Site PI and CTU Study/Trial Manager

Complete checklist

Once you are registered to the scheme you will be
sent a welcome email with a link to the Associate
PI Scheme Checklist (bit.ly/3bhJLKd ) which you
need to complete and get signed off by your PI and
the CTU Study/Trial Manager within six months of
registering to the scheme.

Receive certificate

Once you have submitted your fully signed off
checklist the NIHR PI Scheme Team will issue you
with a certificate. You are then free to register to
another study at the same or another site.

For further information about the scheme, please visit the NIHR PI Scheme at: bit.ly/3uvU7xz
If you have any questions about the scheme, please email the NIHR PI Scheme Team on
associatepischeme@nihr.ac.uk

involves disseminating information and
awareness about the study through
their department, assisting with the
administration of the study (such as
delegation and screening logs), and
helping deal with any local issues.
First opened in general surgical trials,
the API scheme was recently approved
by the RCoA. While there are only
three trials running the scheme at the
time of writing (TOPIC2, FLOELA and
GAP), more are expected in the coming
months. The NIHR recently agreed
to central administrative funding to
allow the scheme to spread across all
specialties. This means that the scheme
will soon be open to the whole of the
NIHR portfolio.

With the challenges that the NHS
faces now and in the coming years, it is
imperative that we reopen and expand
NIHR portfolio research. This can only
be done with local engagement and
delivery – the API scheme is central to
helping deliver this research now and
for future proofing research delivery for
the coming years.

Find out more
about the scheme
by visiting the
NIHR website at:
bit.ly/3uvU7xz
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RCoA Small
Research, Education
and Travel Grants
The National Institute of Academic Anaesthesia has several small grants
funded by the Royal College of Anaesthetists for the purpose of supporting
research, education or travel connected with the study of anaesthesia. Priority
will be given to educational projects, the presentation of original work or the
provision of education to developing countries.
Applications are invited for the following
funds that are available this year:

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

Stanley Rowbotham Fund
For education in anaesthesia

To apply
Please visit www.niaa.org.uk/RCoASmall-Grants to view the assessment
criteria and download a copy of the
application form, which must be
emailed to the NIAA Co-ordinator
at the address below. The deadline
for applications is 5pm on Friday 10
September 2021.

Value: up to £2,500

Macintosh Professorship

Eligibility

The Royal College of Anaesthetists has
established a number of initiatives to
foster research in anaesthesia, critical
care and pain management. Their aim is
to encourage experienced researchers
as well as those who are in the early
stages of developing a research
portfolio. Macintosh Professorships
are aimed at established clinical or
laboratory researchers who are already
performing at a high level, but who are
not yet at Professor stage. Their purpose
is to recognise and disseminate the work
of the award holders and facilitate their
progress in the academic world.

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

Recipients of the award will have a
national or international reputation in
their field. Their curriculum vitae will
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be consistent with an individual who
is performing at the equivalence of,
or is on the cusp of, professorial level
through research, innovation, and
leadership. Those who show equivalent
excellence in teaching and education
will also be eligible for the award.
Macintosh Professorships are awarded
for one year (normally the College
academic year). Recipients are required,
within that time or soon after, to give a
keynote lecture at a meeting organised
by the College or its associated
Faculties, other related organisations
and specialist societies. The lecture is
commemorated by the presentation of
a certificate.

applications, the review panel reserves the
right to award a Professorship to more than
one candidate in any given year.
The College welcomes nominations for
this award from national and/or specialist
societies in anaesthesia within the UK. If
successful, the title of the Professorship will
reflect a joint award from the College and
nominating body.
You can read about previously awarded
Macintosh Professorships by visiting the
NIAA website at: niaa.org.uk/RCoAMacintosh-Professorship#pt

To apply
Please submit a synopsis of your proposed
lecture, along with a CV and covering
letter by email to the NIAA Co-ordinator
at the address below by 5pm on Friday 10
September 2021.
Applications for the above opportunities
should be sent to the NIAA Co-ordinator, Ms
Pamela Hines, by email to: info@niaa.org.uk

Applications for Macintosh
Professorships are open to fellows
and members of the Royal College of
Anaesthetists and other clinicians and
scientists involved in anaesthesia, critical
care and pain management within
the United Kingdom. Applications
will be considered by the Board of
the National Institute of Academic
Anaesthesia and expert external
advisers. Depending on the quality of
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NIAA Research Grants:
Results of 2020 Round 2
On Thursday 10 December the NIAA Grants Committee met to consider the second round of applications for 2020 on
behalf of the Association of Anaesthetists, Anaesthesia, Barema, the British Journal of Anaesthesia (BJA), the Royal College of
Anaesthetists, the Difficult Airway Society (DAS), the Obstetric Anaesthetists’ Association (OAA), and the Vascular Anaesthesia
Society of Great Britain and Ireland (VASGBI).
The committee considered 41 applications over seven categories for a requested sum of £1,479,507 and made 11 awards over
five categories to a value of £266,989. Success rate: 27%
The successful applicants are listed in the following table and the project abstracts can be viewed at: niaa.org.uk/2020---Round-2
NB Due to the COVID-19 pandemic, 2020 Round 1 was cancelled.
Association of Anaesthetists/Anaesthesia Research Grants
Dr Abhijoy Chakladar

An observational cohort study to measure carbon dioxide levels and to investigate
the physiological and psychological impacts on healthy NHS staff volunteers while
wearing filtering face-piece class 3 (FFP3) respirators

£18,453

Dr Søren Kudsk-Iversen

How can short-course training contribute to excellence in postoperative care in lowincome and middle-income countries? An e-Delphi technique study

£2,840

Association of Anaesthetists/Barema Joint Research Grants
Dr Brendan McGrath

Improving voice quality, intelligibility and laryngeal function during above-cuff
tracheostomy vocalisation

£32,842

Dr James Bowness

Pilot study to evaluate the scientific basis and impact of assistive artificial intelligence
technology for ultrasound image interpretation in ultrasound-guided regional anaesthesia

£3,237

Dr Helen Higham

BJA/RCoA Project Grants
Dr Tom Abbott
Dr Louise Savic

Risks of antimicrobial prophylaxis for surgery (RAMPS)

£29,482

Dr Sanooj Soni

The role of microvesicles in the pathophysiology of organ failure in critically ill
patients with COVID-19

£69,461

Dr Hew Torrance

A transcriptomic-led approach to understand individual patient susceptibility to
postoperative pneumonia following major abdominal surgery

£37,543

Prof Dave Lambert

Opioids and tumour angiogenesis: emphasis on a role for the nociceptin/orphanin
FQ receptor

£58,702

A prospective bench-top randomised study to compare CricGuide, a novel paediatric
emergency front of neck access device, with a scalpel technique in a porcine model

£4,480

DAS Small Grants
Dr Bill Walsh

VASGBI Trainee Research Development Grants
Dr Akshay Shah

Platelet function in patients undergoing major, non-cardiac, vascular surgery: a
prospective cohort study

£4,950

Dr Cara Hughes

Multicentre Validation of hEart Rate recoVery as a pErioperative risk measure in
vascular surgical patients: a pilot study (VERVE-V)

£5,000
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PERIOPERATIVE JOURNAL WATCH

Dr Charlotte Crossland, ST5 Anaesthetics, Kent, Surrey and Sussex School of Anaesthesia
Dr Cara Hughes, ST6 Anaesthetics, West of Scotland 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.
Association between selfreported functional capacity
and major adverse cardiac
events in patients at elevated
risk undergoing non-cardiac
surgery: a prospective
diagnostic cohort study
More than 8% of patients
undergoing major non-cardiac
surgery develop major cardiac
complications postoperatively.
Self-reported ability to climb
stairs is an easy method of
estimating functional capacity.
This is a pre-planned secondary
analysis of BASEL-PMI, a large
prospective diagnostic cohort
study. 4,560 high-risk patients
undergoing major non-cardiac
surgery from October 2014
to October 2017 were asked
whether or not they could
climb two flights of stairs. The
primary outcome was time to
a composite of cardiac death,
MI, acute heart failure and lifethreatening arrhythmia (MACE)
within 30 days. Being unable to
climb two flights of stairs was
associated with 30-day MACE
9AHR 1.63, 95% CI 1.23–2.15)
and secondary endpoints of
MACE at 1 year and all-cause
mortality at 30 days and 1 year.
In contrast to previous work,
these findings demonstrate
strong support for the use
of self-reported functional
capacity.
Lurati Buse GAL et al. Br J
Anaesth 2021; 126(1):102-110
doi:10.1016/j.bja.2020.08.041

Association of frailty with
days alive-at home after
cardiac surgery: a populationbased cohort study
‘Days-alive-at-home’ (DAH) is a
more patient-centred outcome
than mortality and morbidity,
which have been well studied
in relation to frailty. This study
looked at 61,389 patients over
the age of 65 undergoing
cardiac surgery from 2009
to 2015. Frailty was measured
using the preoperative frailty
index (pFI). The primary
outcome was DAH at 30
days postoperatively. Frailty
was associated with reduced
DAH within 30 days (adjusted
ratio of means for every 10%
increase in pFI of 0.79 (95%
CI 0.78–0.81), p<0.0001)
and within 1 year (adjusted
ratio of means for every 10%
increase in pFI of 0.92 [95%
CI 0.91–0.93], p<0.0001). The
authors conclude that frailty
is associated with a reduction
in DAH after major cardiac
surgery. The importance of
independence and the safe
return to home should be
discussed preoperatively for
informed shared decisionmaking.
Article in Press: McIsaac DI
et al. Br J Anaesth 2021; 17
doi:10.1016/j.bja.2021.02.011

The effect of systemic
lidocaine on postoperative
opioid consumption
in ambulatory surgical
patients: a meta-analysis of
randomised controlled trials

General anaesthetic and
airway management practice
for obstetric surgery in
England: a prospective,
multicentre observational
study

Sytemic lidocaine is a
potent analgesic with antiinflammatory properties,
and may have potential in
ambulatory surgery. This metaanalysis looked at the effect
of systemic lidocaine infusion
on acute postoperative pain
in patients undergoing a
variety of ambulatory surgical
procedures, including five trials
evaluating 297 patients. The
pooled effect on postoperative
opioid consumption was
significant, with a mean
difference of - 4.23 (95% CI
− 7.3 to 1.2, P= 0.007), and,
at 24 h , of − 1.91 (95% CI
− 3.80 to − 0.03, P= 0.04)
mg intravenous morphine
equivalents. There was no
effect on acute pain scores,
postoperative nausea and
vomiting, or time to discharge.
The analysis did not look at
chronic pain or longer-term
outcomes, and more research
is needed to clarify lidocaine’s
possible benefits in particular

This analysis of data from the
‘Direct reporting of awareness
in maternity patients’ (DREAMY)
study of accidental awareness
during obstetric anaesthesia,
aimed at describing current
practice of general anaesthesia
for obstetric surgery. Data were
collected from 72 hospitals
between May 2017 and
August 2018, and included
3,117 procedures, 2,554 (81.9%)
of which were caesarean
deliveries. Thiopental was the
induction drug in 1,649 (52.9%)
of patients, and propofol in
1,419 (45.5%). Suxamethonium
was the neuromuscular
blocking agent for intubation
in 2,631 (86.1%) procedures,
compared with rocuronium in
367 (11.8%). Difficult tracheal
intubation was reported in 1
in 19 (95% CI 1 in 16–22) and
failed intubation in 1 in 312 (95%
CI 1 in 169–667), with obese
patients over-represented in
these. Videolaryngoscopy
was rarely used (1.9%) despite
the increased risk of difficult

subtypes of surgery.
Lovett-Carter D et al,
Perioperative Medicine 2021;
10: article no. 11
doi.org/10.1186/s13741-021-

intubation.
Odor PM et al, Anaesthesia
2021; 76(4):460-471
doi.org/10.1111/anae.15250

00181-9

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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AS WE WERE...
RAISING THE STANDARD

country to cover the key subjects in
that theme and to gather recipes using
this template.
I am pleased to see that this format is
still largely unchanged in the present
edition of our book.

The Patient Information Project

Dr Alastair Lack
Retired Anaesthetist, Salisbury
alastairlack@gmail.com

In 1997, as chairman of the RCoA’s Professional Standards Committee, I
was very aware of the implications of the Bristol heart scandal and its likely
influence on medicine as a whole and on anaesthesia in particular.
I had read an article about measuring the
quality of recovery from anaesthesia by
integrating various parameters when the
patient arrived in the recovery room. At
that time this was a novel idea and rather
interested me. It was an ideal time to
further the measurement of quality.

The Audit Recipe Book
I realised that the whole of the practice
of anaesthesia can be broken down
into its separate parts and the quality
of each part measured independently.
But, to allow comparisons between
different times or places, the modus
operandi needed clear definition. In
fact, a recipe.

I assembled a small group to explore
the idea. Anna-Maria Rollin, completely
grounded in common sense; Gavin
Thoms, a philosopher-anaesthetist –
invaluable in helping clarify muddled
thinking; and Lucy White, one of our
anaesthetists in training in Salisbury. Sue
Parroy supported the whole team. The
College fully endorsed us.
We had to think afresh about what
was meant by the terms used in this
field and to define carefully how
best to use them. These recipes for
measuring quality were clearly audits
– a term borrowed from the world
of finance where the integrity of

accounts is inspected. And so, after
long deliberation, and inspection of the
many muzzy definitions so popular with
bureaucrats, we defined an audit as ‘an
enquiry as to whether an appropriate
quality of practice is being achieved’.
‘An appropriate quality of practice’?
We defined that as ‘a reasoned balance
between quality, quantity and cost’, which
could be determined either by research
or by informed debate as to what local
circumstances could achieve and afford.
This may be termed ‘best practice’.

I had long been a supporter of writing
clear English; as Judah Stampfer said:
‘Words should be clean and tough as
cobblestones, that simple people in the
market place can grip them with their
feet and never stumble’.
The Plain English Campaign is an
organisation that is dedicated to
promoting clear English, and the mark
of success would be the award of their
Crystal Mark for our text.

We published three booklets:
■

Raising the standard: information for
patients – a guidebook on how to
provide patients with information,
drawing on all the lessons we had
learned

The second was the incorrigible habit
of so many NHS staff of using complex
language where simple expressions
would do. I am still appalled at the
quality of much that is written to
patients on behalf of the NHS.
One thing was absolutely clear: the
public had to be involved from the
beginning, and we were very fortunate to
have Charlotte Williamson, former chair
of the Patient Liaison Group, join us.
We first asked all anaesthetic
departments to forward to us any
leaflets that they had written. We then
held a well-attended consultation day
at the College, and from the vigorous
discussion that ensued we gathered
much information from patient
representatives and anaesthetists on
points that they felt were important.

■

■

Anaesthesia explained – a general
booklet about anaesthesia that was
awarded a Crystal Mark by the Plain
English Campaign
You and your anaesthetic – a
shortened booklet intended as an
introduction to anaesthesia.

It is a great pleasure to see both these
projects still active and in good hands,
more than 20 years later.

Visit the patient information section of our website
at rcoa.ac.uk/patientinfo where you can find:
■

We created a template which could be
used for all recipes. We then appointed
theme (topic) leaders from all over the

Best practice: a reasoned balance between
quality, quantity and cost
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Our Audit Recipe Book was published
in 2000, and at the College dinner
following its publication, the idea
came to mind that patients often knew
little about anaesthesia, and that an
explanation of what to expect would be
helpful. The other members of the team
were all at the dinner, and somehow,
with very little encouragement, they
agreed to do another project on patient
information, which in those days was far
less refined than it is now.

There were two hurdles to overcome.
The first was that the British population
often knows little of medical matters
– many of the terms that we might
want to use could well be unfamiliar.
The consequence was that a lot of
education would be needed in the short
time before an anaesthetic; I used the
analogy that it was like trying to read
a book on survival once the boat has
started sinking.

resources including Anaesthesia Explained and
You and Your Anaesthetic

■

FAQs

■

leaflets about different anaesthetics for common operations

■

the risks of anaesthesia and our risk infographic

■

resources for children, young people and their carers

■

our Fitter Better Sooner toolkit

■

translations of our main leaflets in 20+ languages

■

Easy Read and accessible resources.
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LETTERS TO THE EDITOR
If you would like to submit a letter to the editor please email bulletin@rcoa.ac.uk

Dr Helgi Johannsson
Dear Editor,
Dr Richard Marks stated in his article
‘How ergonomic is your anaesthesia
workplace’ that ‘a recent Association of
Anaesthetists survey revealed cervicaldisc prolapse in an alarming 24% of
respondents’. This is incorrect.
A total of 10,231 members were invited.
Of these, usable responses were 3,884.
Of these, 1,308 (34%) had a formal
diagnosis of upper-limb disorder.
Of these, 310 (24%) had cervicaldisc prolapse/degeneration (not just
prolapse).
So it was actually 7.9% of respondents
who had cervical-disc pathology.
Please would you correct this, as, while
the article highlights a very relevant
problem, the introduction does
misrepresent the study.
Regards,
Dr Rakhee Nathwani
[Editor's Note: The introduction should
have said that 24% of upper-limb
disorders were associated with cervicaldisc prolapse.]
Dear Editor,
Returning to work
In response to the many articles in the
Bulletin on the pandemic I wanted to
describe my experiences after returning
from parental leave.
Returning from maternity leave into the
COVID-19 pandemic, my feelings were
of extreme trepidation and anxiety. My
first fear: will I remember to turn the
sevoflurane on? I’d decided to complete
a ‘keeping-in-touch’ (KIT) day, a reminder
to myself that it was unlikely I had simply
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just forgotten how to give an anaesthetic.
On the day, walking into the theatreteam brief, I expected to be greeted by
familiarity and recognisable faces. Sadly,
the reality was much harsher. I was instead
greeted by the stark contrast of unfamiliar,
muffled voices behind facemasks. It was
clear that things had markedly changed,
but at least the expression of utter fear
on my face could not be observed. In
the interests of full disclosure however,
I confided to a colleague my anxiety
around returning to a pandemic-hit,
dystopian world. It struck me how kind
and understanding this individual was,
reassuring me that returning to work after
an extended period of time was daunting
in normal circumstances, and even more
challenging in these extraordinary ones.
My top tips to anyone coming back
from time off: firstly, podcasts. The
RCoA and BJA are great examples and
a gentle reintroduction to anaesthetics.
Secondly, have a substantial, energyfuelled breakfast to start the day well.
My last gem to you all: be kind to
yourselves. Things will seem daunting at
first, but with time and support it will be
like you’ve never been away.
Dr Linda Bairkdar, Clinical Fellow,
Russells Hall Hospital, Dudley

The RCoA themselves, in collaboration
with the Difficult Airway Society, have
developed the No Trace = Wrong
Place (NTWP) project, whereby a flat
EtCO2 trace should be assumed to be
due to an oesophageal intubation until
proven otherwise.2 Having attended
a coroner’s inquest in support of a
colleague for a patient where a flat
EtCO2 trace was thought to be due to
profound hypotension/cardiac arrest,
but was in fact due to an oesophageal
intubation,3 I fear that Dr Sellers’ words
may compromise the message of the
NTWP project.
I wonder if Dr Sellers would like to
correct his statement, and encourage
anaesthetists to consider the lack of
an EtCO2 trace as an oesophageal
intubation until proven otherwise, and
manage it accordingly?
Yours sincerely,
Dr Jeremy Hyams
Consultant Anaesthetist
Royal Victoria Infirmary
Newcastle upon Tyne
1

Sellers WFS. As we were: tracheal-tube
etiquette. Bulletin (March 2021) 126:54-55.

2 RCoA website – rcoa.ac.uk/capnographyno-trace-wrong-place.
3 Courts & Tribunals Judiciary website –
judiciary.uk/publications/sharon-grierson.

Dear Editor,

Dear Editor,

As one who is fascinated in the history
of anaesthesia, I read with interest the
article by Dr Sellers on tracheal-tube
etiquette in the March 2021 issue of the
Bulletin.1 However, I felt I had to write to
you to correct his assertion that ‘even
today, lack of an EtCO2 trace does not
necessarily demonstrate oesophageal
intubation’ and that ‘profound
hypotension… will do it’.

Fatalities from unrecognised
oesophageal intubation continue.
I concede to Dr Jeremy Hyams that
patients with profound hypotension,
anaphylaxis with severe bronchospasm,
cardiac standstill produce an on-screen
end-tidal carbon dioxide (EtCO2) trace
during lung ventilation, and before
chest compressions.

I am uneasy with the ‘No Trace, Wrong
Place’ couplet (NTWP) because it
accepts that the laryngoscopist has
inserted a tube blind, hoping it has
gone into the correct orifice. If doubt
is not verbalised as per Japanese
Railwaymen,1 confusion of assistants
and denial by the laryngoscopist is
likely. There is a diagnostic time-lag
inherent in the couplet.
The cuff is inflated, cricoid pressure
maintained, breathing circuit attached,
with a wait of one, two, or even three
reservoir bag squeezes (into the
stomach?) for the non-appearance on
screen of ‘NO TRACE’. Is the NTWP
concept an admittance of educational
failure; that enough deaths are enough,
hoping a blank EtCO2 screen will jolt into
action tired, confused, and/or poorly
trained laryngoscopy teams of our and
other specialties? Fingers crossed, the
team have a plan. For laryngoscopy
teams without EtCO2 and a poor view at
laryngoscopy, full-length bougie insertion
equals oesophagus. Hold-up at 35cm
(with a soft coude [elbow] tip) in an adult
is second-generation bronchus. Or an
oesophageal stricture. You can’t win No.1.
If it is decided to place the tube blind;
Wee’s, Nunn’s, and PositubeR negative
pressure oesophageal detectors are
diagnostic,2 unless the stomach has been
filled with oxygen or air during bagging.3
You can’t win No.2. Ventilation before
cuff inflation produces a ‘flatus’ like sound
if the tube is oesophageal, provided the
team remains continent. No.3. Another
couplet is When In Doubt, Take It Out
(WIDTIO). All intubations should be
considered difficult; and solutions.
Dr William FS Sellers
Founder: The Difficult Anaesthetist
Society

References
1

Jafferji D, Morris R, Levy N. Reducing the
risk of confirmation bias in unrecognised
oesophageal intubation. Br J Anaesth
2019;122:e66-e68.

2 Sellers WFS. Emergency intubation in

COVID-19. NEJM April 21, 2021
doi: nejm.org/doi/full/10.1056/
NEJMc2104670.

3 Ardagh M, Moodie K. The esophageal
detector device can give false positives
for tracheal intubation. J Emerg Med
1998; 16:747-749; doi:10.1016/S07364679(98)00076-6.

Dear Editor,
With the upcoming curriculum
changes, I felt the need to read up on
the events, reports and investigations
upon which the decisions were made.
In my search, I stumbled upon the
report of the independent review led
by Professor David Greenaway, upon
which the GMC recommendations for
changes in medical training were made.
The document is very comprehensive
and illuminating, with a flow chart that
highlights the pathways for training, the
overlap of transferable-skills training
and the integration of leadership
and communication skills as part of
training. I admit, I had mixed feelings
about the integration of leadership
skills in training. Soft/non-clinical skills
are an integral part in the making of a
balanced, productive professional, but
it seems that there is so much emphasis
on leadership, with little or no attention
at all to being a team player.

to be taught is the ‘skill’ of being a
flexible team member – one who can
be a leader when needed, but can also
be equally effective as a team member/
player. The aim here is improving the
quality of services we offer, and I fail
to see how is that possible when I
see in my everyday practice that we
still struggle day to day to work as a
team, between failing to recognise
the capabilities of team members and
therefore assign tasks appropriately,
and worse, because everyone wants
to lead and the negative impression
associated with succumbing leadership
to a colleague as losing, rather than
being flexible and recognising that
the role of an individual in a team is
not to dominate but rather to play the
role needed, and that our practice
is dynamic enough to allow for
exchanging roles as and when needed,
and in understanding that, individuals
are then exhibiting true leadership.
Regards,
Dr Hagar Aly
Regional Fellow
Ashford and St Peter’s Hospital
NHS Foundation Trust
Surrey, UK

The dominant theme in all these
curriculum changes is flexibility.
However, it seems that everyone is
expected to be a leader and in fact
be trained for it, when there is no one
to lead because we are all leaders! It
seems to me that what actually needs
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APPOINTMENT OF MEMBERS, ASSOCIATE MEMBERS
AND ASSOCIATE FELLOWS
Associate Fellow

Dr Estelle Lynelle Tan Hui Ming Tan

Dr Andreas Tsanidis

Dr Mrida Ashwani Kumar Jhingan

Dr Bulelwa Carol Bodlani

Dr Isha Garg

Dr Ursula Mairead McHugh

Dr Rhys Coleman

Member
Dr Sharada Suresh
Associate Members

NEW TO THE COLLEGE

Dr Onur Selvi
Dr Gnaneshwar Mudiam

Dr Nur Hafizah Binti Mohd Noor

Dr Dinesh Kumar Sadassivame

Dr Colaco Rohan John Francis Ronald
Harris

Dr Ayman Gawargusse Awad
Gawargusse

Dr Ahmed Mahmoud Osama Hussien
Abdelhafiz

Dr Mustafa Daoud Khalid

Dr Maria Malik
Dr Raunaq Chakraborty
Dr Sandeep Kumar

Wessex

Rebecca Flower

Adam Stokes Dual ICM

Dr Deepshikha Mehra

Regional Advisers Anaesthesia

Sheldon Wenkai Zhang

West Midlands

Dr Anupama Lanka

Colonel James Ralph (Defence) in
succession to Dr Steve Bree

North West

Dr Malcolm Smith (West of Scotland)
in succession to Dr Neil O’Donnell

David Cegielski

Certificate of Completion

Noamaan Mirza Wilson-Baig

ERRATUM

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.

Northern

March 2021

Severn

Due to a clerical error in the College’s
database, the following anaesthetists
who completed their training in the
East of England were erroneously listed
as having completed their training in
Kent, Surrey, and Sussex in the May
2021 issue: Dr Katie Anne Allan, Dr
Naomi Barbara Anne Tate and Dr
Saurabh Mehrotra. We apologise for
this oversight. The online version of this
issue will be corrected accordingly.

Imperial
Sally El-Ghazali Dual ICM
Laura Matthews
Jenny Macrae
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Kathryn Jones

West Yorkshire
Andrew Ratcliffe Dual ICM

Emma Watson Dual ICM

Northern Ireland
Keith Oakes Dual ICM

Peninsula
Jeanne Schonborn
Patrycja Jonetzko
Matthew Gibbins Dual ICM
William Headdon Dual ICM
Emma Joynes

Dr Fizza Batool

Dr Prathamesh Milind Patwardhan
Dr Anjuman Rahman
Dr Ashish Kumar
Dr Peter Makary
Dr Prerna Shaktawat
Dr Sophie Bird

Dr Ahmed Gamal Ali Shahat

Dr Hazem Abdulmoneim Abdulfattah
Altraigy

Dr Parvathy Ramachandran Nair

Dr Salman Mohamed Kutty Chenath

Dr Muhanad Hamdan Mohamed
Adam

Dr Mohamed Abubaker Eshmandi

Dr Nishant Ram Rakkha Arora

Matthew Turner

Dr Kamel Ahmed Said Bakr Elsayed

Dr Bruno Cullinan

North Central London

Lyndon Harkett

Dr Warnakulasuriya Prisley Anna
Christine Fernando

Dr Sana Iqbal

The following appointments/
re-appointments were
approved.

Wei-Lin Allen

Dr Muhammad Irfan Ui Haq

Dr Garima Daga
Dr Glen Peter Downham
Dr Nirmeen Fatima

Dr Fu Yew Ng

Dr Ramy Khalil Tawfeek Khalil

Dr Anuradha Munasinghe
Munasinghe Balagodage

Dr Ahmed Mohamed Rashed Mustafa

Dr Martin Knight, University Hospital
Southampton
Dr Colin McAdam, James Cook
University Hospital, Middlesbrough
Dr Caroline Angela Rashbrook
Nicholas, Brighton and Sussex
University Hospitals NHS Trust
Dr Insiya Susnerwala, Royal Bolton
Hospital

DEATHS
Dr William Ian Campbell, Bangor

Dr Ahmed Mokhtar Ahmed Mohamed

Dr Kennedy Colin McCaig

Dr Amelia Georgiana Theodora van
Manen

Dr David Cegielski, Manchester
University NHS Foundation Trust
(Wythenshawe), North West Deanery

Dr Vijay Arjandas Sahitya

Dr Snehal Kale

Dr Ahmed Mohamed Abdelazim
Elasayed Salem

Dr Joanne Marie Bell, University
Hospital Monklands, North Lanarkshire

Dr Malathi Jabanathan

Dr Mukur Ghosh

Dr Andrew Cameron Martin

The College congratulates the
following fellows on their consultant
appointments:

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

Dr Jayabahu Mudiyanselage Suranga
Lakmal Jayabahu

Dr Mohamed Saeed Mohamed
Mohamed Mahdi

APPOINTMENT OF
FELLOWS TO CONSULTANT
AND SIMILAR POSTS

Dr Ranez Adel Fayez Aziz
Affiliates
Mr James Ekow Addison
Mr Rahul Radhakrishnan Kamath
Mr John Dixon

Dr Calvin Fraser Hider, Midlothian
Dr John Edward Marshall,
Abergavenny
Dr William Noel McCleery
Dr Gilbert Ian Macwhirter,
Pulborough
Dr Raymond Radford, Hampshire
Dr Philip John Roberts, Bedford
To submit an obituary that will be
published on our website (rcoa.ac.uk/
obituaries), please email your text
(500 words) to archives@rcoa.ac.uk

Dr Natasha Christiana Lewis
Dr Joyce Nalukenge Kato-Kalule
Dr Mohit Kumar Tyagi
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COVID-19 RESOURCES

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

icmanaesthesiacovid-19.org
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London

Birmingham

28–30 September 2021 18–20 October 2021

Liverpool
18–19 November 2021

%

Join us to discover updates from speciality experts and gain new ideas that will improve
your own practice. Leaders from across the specialty will come together to share their
knowledge with you to improve outcomes for your patients.

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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Leadership
and Management
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Ultrasound Workshop
4 October 2021 | RCoA, London

The RCoA Leadership and Management
series covers a spectrum of topics designed
specifically for anaesthetists that are senior
trainees and consultants.

Leading and Managing Change
14 October 2021 | RCoA, London

Leadership
and Management

Anaesthesia Research
10-11 November 2021  
Online

The RCoA Leadership and Management
series covers a spectrum of topics designed
specifically for anaesthetists that are senior
trainees and consultants.

RCoA and Scottish Society
of Anaesthetists joint
Winter Scientific Meeting
24–25 November 2021  
Glasgow

Leading and managing change
14 October 2021 | RCoA, London

A Career in Anaesthesia
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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

%

%

14 October 2021 | Online

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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WINTER SYMPOSIUM
2–3 December 2021
RCoA, London

Save
the date
rcoa.ac.uk/events

