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JULY
Primary FRCA Online Revision 
Course
July to Autumn
Online

Final FRCA Online Revision  
Course
July to Autumn
Online

Let’s Talk
20 July 2022
Online

SEPTEMBER
FPPMRCA Examination Tutorial 
September to October
Online

Airway Workshop
6 September 2022
RCoA, London

FFICM Prep Course
13–14 September 2022
RCoA, London

Hypnosis and Hypnotic 
Communication in the 
Management of Patient Anxiety
15 September 2022
RCoA, London

Developing World Anaesthesia
19 September 2022
RCoA, London

Let’s Talk
20 September 2022
Online

Returning to Work in  
Anaesthesia
21 September 2022
Online

Anaesthetic Updates
28–30 September 2022
RCoA, London

OCTOBER
L&M: The Essentials
3–4 October 2022
Birmingham

A Career in Anaesthesia
5 October 2022
Online

AaE: Supervision
6 September 2022
Online

AaE: An Introduction
14 October 2022
RCoA, London

Ultrasound Workshop
18 October 2022
Online

Anaesthetic Updates
19–20 October 2022
Online

Striking the Balance
20 October 2022
RCoA, London

L&M: Leading and Managing 
Change
21 October 2022
RCoA, London

NOVEMBER
Airway Workshop
1 November 2022
RCoA, London

AaE: Simulation Unplugged
9 November 2022
Online

Leadership & Management: 
Working well in teams
16 November 2022
RCoA, London

AaE: Teaching and Training in the 
Workplace
23–24 November
RCoA, London

Anaesthesia Research 2022
22–23 November 2022
York

FPM 14th Annual Meeting
25 November 2022
RCoA, London

FICM Clinical Leads Meeting
29 November 2022
RCoA, London
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DECEMBER
Winter Symposium
1–2 December 2022
Hybrid event: 
RCoA, London and Online

%

Listen to highlights from our conferences and events as well as specially  
recorded conversations with subject experts.

You can listen to the RCoA podcast in many places:  
RCoA website, Apple Podcasts, Google Podcasts, Amazon Music, Audioboom  

and Spotify or the podcasting platform of your choice.

ANAESTHESIA ON AIR

Ultrasound Workshop
18 October 2022 | RCoA, London

BOOK
NOW
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From the editor
Dr Helgi Johannsson

Welcome to the summer edition of the Bulletin.
I write this on a steaming hot June day, everyone is out and about and the COVID-19 difficulties of the last couple 
of years seem to have been forgotten. My own trust has recently removed the requirement for masks and social 
distancing unless in direct contact with patients, and things look like they’re truly going back to some version of 
normal, including a very successful Anaesthesia 2022 conference in Manchester.

So what is the version of normal that we’re going back/forward to? The last two years have led to an enormous 
change in the way we train and work, as shown by many of the articles in this issue. The mountain of elective work 
backlog, on top of poor NHS capacity pre-COVID has meant a greater use of the independent sector, and I’m 
very glad that includes training, not just picking off the straightforward cases to be done by consultants only, as it 
was traditionally done. We have a considerable vacancy rate nationwide in anaesthesia and we need to use all the 
training opportunities available to minimise it, and increase the number we train. 

The College identified last year a large capacity gap between how many doctors we train in anaesthesia each year 
and the number needed, and I’m glad NHS England has provided some additional training posts recently (along 
with Wales who increased their posts some time ago). This is not enough though, and many doctors are choosing 
to go down an equivalence route, as discussed in the article on CESR rotations by my colleagues at Imperial (page 
24). I truly think this is a game changer, and will improve not only the number of trainees coming through, but give 
more doctors the flexibility they desire in their training.

Getting on the specialist register is not everything, and certainly doesn’t preclude a fulfilling and satisfying career in 
anaesthesia. The recent addition of the specialist post is another game changer, that allows career progression, and 
recognition of the important contribution of SAS doctors anaesthetic departments and patients nationwide. 

Please do read the new guidelines on prep, stop, block (page 48) – aimed at reducing the number of wrong sided 
nerve blocks, and share the discussion within your departments. 

COVID is not the only driver for change at the moment, and as I swelter here in June I’m very proud of the number 
of articles on sustainability and environmental issues. We have already come a long way in anaesthesia, reducing 
the use of desflurane, the most damaging agent, significantly, for instance. I’m proud of the efforts at the College 
to encourage more environmentally responsible medicine, but there is a lot more we can do, and the article by 
Drs Taylor-Smith and Lentzos (page 40) gives practical steps we can all take to reduce our carbon footprint. I would 
go further and suggest we need to incorporate environmental factors into all our guidelines. Did you know most of 
the carbon footprint from spinal anaesthesia is the sterile gown? Most of the rest of the world doesn’t scrub up for 
them and I would argue the gown is unnecessary (I stick my neck out here, I’ve stopped using one).

I hope you enjoy this edition and look forward to seeing many of you (face to face or online) very soon. 

| 3
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At the start of this year we published our five-year 
commitment (bit.ly/RCoAStrategy2022) to safe and 
effective patient-centred care, and in my introduction 
to that document I talk about the need for us to work in 
different ways to address the challenges experienced by 
our members. I also talk about the importance of listening 
to patients and the public and responding to what is 
important to them in our quest to forge these new paths. 
Those of you working on projects with the 
support of patient representatives will know 
that achieving meaningful and impactful 
patient engagement requires much more 
than recruiting a group of volunteers. Those 
volunteers need to be empowered to 
contribute so that we can hear their voices 
loud and clear and they can help us to 
understand what patients need and expect 
from the specialty. 

The RCoA has its Lay Committee  
(rcoa.ac.uk/lay-committee-members) to 
bring that critical patient perspective to  
many areas of its work, but we have not 
made any significant changes to the model 
by which it works for many years . The time 
to change and improve is now. We started 
by asking members of the Lay Committee 
what they thought of their volunteering 
experience with the RCoA and they told 
us that they feel valued and supported and 
overall they are offered a positive experience. 
However, they also told us that the current 
way of working, largely consisting of lay 
members sitting on committees, does not 
always enable them to represent the views of 
patients and carers in the most appropriate 
and useful way, and that they would like to 
have a stronger voice as a group. 

We have actively listened to that feedback, 
and we are in the process of reviewing 
Patient and Public Involvement (PPI) at the 
RCoA through the setting up of a new PPI 
function supported by a dedicated member 
of staff to lead on this work. 

Striving for truly meaningful 
patient and public involvement
There are many reasons why, as a Royal 
College, the RCoA needs to involve 
and engage with patients and their 
representatives. Some of these are written in 
statute. Section 242 of the National Health 
Service Act 2006 (bit.ly/3NraDby) requires 
NHS organisations to involve service users 
in the planning and development of services. 
Although we are not a service provider, I 
believe we have a duty, as the organisation 
representing and setting the standards 
for the specialty, to embrace the ethos of 
patient and public involvement and ensure 
our own recommendations to service 
providers have been designed with the 
contribution of patients. 

Furthermore, our Royal Charter states that 
we must ‘educate the general public in all 
matters relating to anaesthesia’ and ‘set 
standards for the provision of high-quality 

Dr Fiona Donald 
President
president@rcoa.ac.uk
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anaesthetic services for the benefit of 
patients’. The latter objective has made 
me pause and reflect. As clinicians and 
as College officials it is easy for us to 
fall into the trap of assuming that we 
know what is ‘for the benefit of patients’ 
without consulting them. 

In recent years the patient-doctor 
relationship and the dynamics in the 
consultation room have changed. Since 
the Montgomery ruling doctors need 
to explain all risks associated with a 
procedure or treatment and need to 
engage in a shared decision making 
process with patients to ensure that 
they have all the tools and information 
they need to help them decide on the 
right treatment for them. This shift in 
how we engage in discussions with 
patients is now further reinforced by 
NICE and the GMC, who have both 
issued guidance on shared decision 
making and consent. 

It would be remiss of us if we did 
not apply the same philosophy of 
collaboration and co-production with 
patient representatives in producing 
our own guidelines, standards, 
patient information and in other 
College activities.  

Our renewed commitment to 
patient and public involvement
Our new commitment for the next 
five years makes a clear pledge to 
achieve ‘better outcomes for patients’, 
something that we cannot deliver if we 
do not work in partnership with patient 
representatives and the wider public. 

Not only will we continue to empower 
patients in their healthcare choices 
through the provision of high-quality 
patient information resources and 
hosting the Centre for Perioperative 
Care, but critically we want to ensure 
that the patient voice is heard in the 
work of the College and that it is truly 
diverse and representative of the patient 
communities we care for. 

This means that, as mentioned above, we 
need to change our model of patient and 
public involvement and empower the 
existing Lay Committee to play a greater 
role in the delivery of our strategic 
objectives. For this reason, we have asked 
them to come up with their own five-year 
commitment to align with and support 
the RCoA strategy, particularly focusing 
on the three strands: 

 ■ developing a stronger, more 
influential and representative patient 
voice

 ■ improving how they communicate 
both internally and externally

 ■ maximising their contribution by 
developing effective ways of working 
with the RCoA.

We hope to publish this strategy in 
the Autumn. 

A louder and stronger 
patient voice 
While the patient representatives are 
hard at work on their strategy there are 
a number of things that we want to do 
to increase the voice of patients across 
the work of the RCoA. 

In consultation with the current Lay 
Committee, we will rename the group 
and refresh the model of engagement. 
We want our PPI activities to be relevant, 
up to date and impactful and attract a 
wide range of patient groups to help us 
ensure the diverse communities of the 
UK are represented in our work. Keep 
an eye out on our patient section of the 
website for news and developments 
over the coming months!

There will be less focus on expecting 
patient representatives to sit on 
committees and instead we will offer 
many more opportunities for them 
to increase their profile, visibility and 
reach, for example by inviting them 
to take part in panel discussions 
or through writing blogs and 
recording podcasts on topical issues. 
I was delighted to see what a great 
contribution Veena Soni (rcoa.ac.uk/lay-
comm/veena-soni) and Yin Jones  
(rcoa.ac.uk/lay-comm/chiew-yin-jones), 
two of our patient representatives, made 
to our panel discussion on assisted 
dying at Anaesthesia 2022 – more 
of that please!

Most importantly we want to engage 
with them in a meaningful way in those 
areas we know are going to have an 
impact on patient care. For example, as 
we work towards launching the Faculty 
of Anaesthesia Associates, we want to 
speak directly to patient representatives 
to understand from them how they 
think the expansion of the role 
will impact patient care, and what 
reassurances and information patients 

As clinicians and as College officials it is easy 
for us to fall into the trap of assuming that we 
know what is ‘for the benefit of patients’ without 
consulting them.
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will require. We will then use this information 
to help us in communicating to the public, and 
our members, about this group of healthcare 
workers and their role in team anaesthesia. 

Our refreshed patient and public involvement 
model will come with an offer to you to engage 
with the patient representatives to help you 
meet your own ambitions and goals for PPI. 
They are here to help us and our members 
ensure patients have a positive experience 
of anaesthesia and perioperative care and I 
would encourage you to get in touch with our 
Patient and Public Involvement Manager, Elena 
Fabbrani, efabbrani@rcoa.ac.uk to see how we 
might be able to support your PPI activities. 

True and impactful patient and public 
involvement is not easy to achieve. It requires 
time, commitment and resources. I see this as 
the beginning of a long journey, but I firmly 
believe that it is the right thing to do and will 
bring immense benefit to all. 

Finally, I am able to share with you that I have 
been re-appointed to serve you as President 
for another year. I share members’ and 
fellows’ ambition for our specialties and for 
the College, and I want us to work together to 
continue the progress we have already seen 
in the last few months. We will continue to 
listen, engage, adapt and evolve as we emerge 
from the disruption of the last couple of years. 
The chance to do that with you as President is 
fantastic and I am keen that we do everything 
we can to support our fellow and members 
to have fulfilling careers that allow them to 
provide the best possible care to patients. The 
new term of office starts in September 2022. 

Joining me as Vice-Presidents are Dr Russell 
Perkins, who has been Vice-President 
since September 2021, and Dr Helgi 
Johannsson, who is elected for the first 
time. Congratulations to both of them on 
their appointments.

If you have any comments or questions about 
any of the issues discussed in this President’s 
View or any other subject, I would like to 
hear from you. 

Please contact me via:  
presidentnews@rcoa.ac.uk
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July 2022 marks the beginning of our new strategy, and I am proud to see the 
College’s plans starting to be put into action. The first-year theme of our Five-
Year Commitment is that of member service – we want to provide the right 
services to you at all stages of your career, to listen and constantly improve so 
you have a good experience with the College.
It is therefore fitting that one of our first 
projects is to look at making sure our 
members have appropriate powers in 
decisions of the College.

This is part of our review into the guiding 
rules of how the College runs. I hope 
you’ll forgive me talking a lot about 
governance over the coming months; it’s 
an important area because it has such an 
impact on what we do for you and how 
we prioritise our work on your behalf.

We need to make changes. We need to 
update and enhance members’ powers 
in decision-making. We also need to fix 
errors in our governing rules that mean 
they are sometimes at odds which each 
other, which can make things difficult 
and time-consuming (and therefore 
costly) to resolve.

The aims of our governance review are:

 ■ alignment of Board of Trustees and 
Council with charity law

 ■ ensuring the College membership has 
appropriate powers

 ■ representation for key membership 
groups

 ■ the size and composition of our 
Board of Trustees and Council.

We want to engage with our members as 
we draw up our proposals, so that by the 
time we get to the point where we ask 
you to vote on them at a future General 
Meeting, you will have had a chance to 
have been part of the process.

Our College President, Fiona Donald, 
and Vice-Presidents, Will Harrop-
Griffiths and Russell Perkins, as well 
as incoming Vice-President, Helgi 
Johannsson, and colleagues have been 
alongside me in speaking to a number 
of member groups, and will continue to 

do so in the months ahead. For example, 
we held a Let’s Talk online event with 
our members last month (we are having 
another on 20 September 2022 at 
7:00pm – register at rcoa.ac.uk/gov), and 
we have also had in-depth conversations 
in Wales with College tutors – our 
educational leads for anaesthesia within 
individual hospitals.

The feedback and engagement of 
people in these meetings has been so 
valuable, and will guide our thinking. 
We have heard some suggestions from 
these meetings so far, and look forward 
to developing and refining our thinking, 
alongside our membership, in the 
months ahead.

The College is complex
One thing that has been really ringing in 
my ears throughout our conversations is 
that although people really want to be 
involved, they are not always sure how 

CEO Update

Getting our governance right

Jono Brüün 
RCoA Chief Executive Officer
ceo@rcoa.ac.uk
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we are set up and what all the different 
Boards and committees do. Therefore, 
it’s difficult for them to make suggestions 
for change, or to see the onward effect 
that a change may or may not have.

This is understandable, and I hope to 
provide an overview here that helps 
explain where we are:

We are a charity with legal accountability 
to our regulator, the Charity 
Commission, to deliver our charitable 
objects around research, training and 
education, for the protection and benefit 
of patients and the public. To deliver 
these objects, we carry out all the things 
you will know about us: training and 
education, assessment and examinations, 
clinical standards and research, 
communications and engagement.

The College is led by a Board of Trustees 
and Council – the Trustees have several 
legal duties including making sure the 
College delivers its charitable objects 
and uses its resources appropriately – 
these are fiduciary responsibilities. The 
Council represents members and leads 
the specialty through the College’s 
strategic goals and policies, and sets 
and maintains the curriculum for the 
specialties, among other things.

There are four Boards of the College, 
each with several committees that feed 
into them. These are aligned to Directors 
(staff from our Executive Team, which 
includes myself) and are Chaired by 
elected members of the Council who 
also sit on the Board of Trustees. 

All the boards and the Board of 
Trustees are decision-making boards, 
with the Board of Trustees making 
decisions, often based on Executive 
Team recommendations or proposals, 
on areas that affect the College's 
strategy, compliance, financial health, 
and management or deployment 
of resources. 

We have a number of sub-committees 
and groups which feed into the Boards 
and there are also committees that work 
across all areas.

With complexity also comes duplication 
– many of these bodies are largely made 
up of the same people, which means 
we discuss the same issues but wearing 
different hats. Many of the groups 
have rules that do not align, meaning 
decisions can take a while to settle.

We want to revisit who sits on what body 
within the College. We need to find a 
balance that give us the most effective

structures while also ensuring we 
have appropriate representation from 
member groups.

Help us hear what you  
have to say
Our member engagement is guided by 
our new values – open and responsive, 
just and fair, caring and supportive, and 
innovative and progressive. 

We are very much in listening and 
learning mode as we draw up proposals. 
I would like to invite everyone to 
our next virtual Let’s Talk event on 
20 September 2022 at 7:00pm 
(register at rcoa.ac.uk/gov) and there 
are also other ways to get involved:

 ■ join our membership engagement 
panel (rcoa.ac.uk/mep) and take part 
in surveys and focus groups

 ■ write to us at engage@rcoa.ac.uk

 ■ invite us to talk at your event 
or to your group (email 
engage@rcoa.ac.uk)

 ■ read the supporting information 
that we will continue to add to our 
webpage rcoa.ac.uk/gov.

We want to provide the right services to you at all 
stages of your career, to listen and constantly improve 
so you have a good experience with the College.
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NEWS IN BRIEF
 News and information from around the College

College helps to secure extra anaesthesia 
training posts for 2022/2023
Thanks to sustained pressure by the College, we are delighted to announce  
that we have secured 100 extra training posts for anaesthetists and intensivists.  
Health Education England has agreed to fund 100 additional training posts in  
England for 2022/2023. Of the 100 higher specialist training posts announced,  
70 will be anaesthetic posts and 30 will be intensive care medicine posts. 

These new posts will help to address the shortfall of 1,400 anaesthetists in the  
UK, and the six-million waiting-list backlog. This will be welcome news for our  
hard-pressed anaesthetists in training. We will continue our efforts to make 
representation in Scotland, Wales, and Northern Ireland.

Anaesthesia 2022

Anaesthesia 2022, our flagship conference, took place in Manchester and online in May for three days of 
informative, immersive, and interactive talks, workshops and presentations. It was the College’s most well attended 
conference to date.  

The conference was opened by Andy Burnham, Mayor of Greater Manchester, who was very excited to bring 
anaesthetists together for our first time in Manchester. We also heard from Nick Watts, Chief Sustainability Officer, 
NHS England, who delivered a keynote lecture on how we can reach net zero emissions, as well as Colonel Lucy 
Giles, President of the Army Officer Selection Board, who gave a great talk on leadership. We also welcomed Sir Alex 
Ferguson, former Manchester United Manager, who delivered a guest lecture on his experience of being a patient 
with a brain injury. 

The College would like to thank all the speakers and chairs for helping to make this year’s event such a success. 

We are really looking forward to seeing you at Anaesthesia 2023, in Birmingham or online, next year from 16–18 May 
2023, so block out your diary and book your place now at rcoa.ac.uk/anaesthesia.
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Education

NEWS IN BRIEF
 News and information from around the College

Opt-in to receive 
BJA Education in 
printed form
BJA Education will be moving online 
from July 2022. The BJA itself 
moved to a digital format in January 
2022 – BJA Education will follow 
suit but will also retain a printed 
version for College members until 
July 2023. Members in eligible 
membership categories will be able to 
opt-in to receive the paper versions 
of BJA Education until they cease in 
July 2023. 

If you would like to continue to receive 
the printed version while it is available, 
please update your preferences in 
your MyRCoA account or by emailing 
membership@rcoa.ac.uk. This must 
be done before midnight on 26 June 
2022 and you will need your CRN, 
name, and either your address or 
your GMC number. After this time, it 
will not be possible to opt-in for the 
printed version, although you will be 
able to access BJA Education online via 
the MyRCoA portal.

Anaesthesia Recruitment for ST4 
February 2023
The College's Recruitment Committee is working with the Anaesthetics 
National Recruitment Office (ANRO) to review the new software for Multi-
Station interview format that was proposed by ANRO. The committee feel 
it is not suitable in its current format or sufficiently tested on high volume 
recruitment specialties like anaesthesia. We will be engaging with recruiters 
and assessors to undertake the relevant training to perform multi-station 
interviews on this system in the future. 

The committee feels the best option is to conduct the ST4 February 2023 
interview as a single station 30-minute extended interview on a platform that 
trainees and assessors are familiar with. 

The single station interview will have a 15-minute clinical question followed 
by a 15-minute general interview with two assessors. A recorded ‘mock’ 
interview will also be provided in this format for trainees to view in the coming 
months to help them prepare. The matrices for scoring and the ST4 self-
assessment guidance document are now completed and can be accessed via 
the ANRO website:

anro.wm.hee.nhs.uk/downloads

NAP7 collecting cases of perioperative cardiac arrest
The National Audit Project 7 (NAP7) has collected cases of perioperative cardiac arrest that occurred in the year up 
to 15 June 2022. Please report any, as yet, unreported cases, to your Local Co-ordinator. For more details please visit 
nationalauditprojects.org.uk/NAP7-Home. 

We thank all UK anaesthetists and departments for taking part in NAP7 and look forward to sharing our findings. 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 (twitter.com/naps_rcoa).
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of the Royal College of Anaesthetists
PAIN MEDICINE
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NEWS IN BRIEF
 News and information from around the College

Northumbria Healthcare NHS Foundation 
Trust presented with their RCoA ACSA
Northumbria Healthcare NHS Foundation Trust were presented with their RCoA 
Anaesthesia Clinical Services Accreditation (ACSA) in May by Dr Paul McAndrew, 
ACSA Committee Vice Chair. The prestigious award demonstrates their 
commitment to patient safety and excellence of care.

Responses to the award include Dr Catherine Rafi, ACSA lead for the trust, who 
said ‘The whole process was a great insight into how the department and the trust 
ran, and to be engaged in a meaningful, supported QI project.’

Meanwhile, Dr Fiona Donald, RCoA President highlighted ‘the commitment 
and approach of the whole department to sustaining their standards. They have 
demonstrated their ability and passion for providing the best possible care for 
their patients.’

The full article can be read on the RCoA website: (rcoa.ac.uk/news).

Counting 
experience prior 
to entry into a CCT 
training programme 
in anaesthetics 
Flexibility for anaesthetists in 
training has improved recently 
following changes to GMC 
requirements and guidance from 
the Academy of Medical Royal 
Colleges. We are pleased to 
publish our guidance on how 
you can now count experience 
towards a CCT. That could be 
from work undertaken before 
recruitment to a core or higher 
training post. 

The guidance includes the 
principles and process to be 
followed, along with some 
FAQs. We hope that this 
guidance will be welcomed 
by those wishing to enter 
anaesthetics training:

rcoa.ac.uk/training-hub/
update-no-012022

New Bernard 
Johnson Advisor 
appointments
Bernard Johnson Advisor 
– Less Than Full Time 
(BJA[LTFT])
We are pleased to announce that 
Dr Nicky Hickman has recently 
been appointed to the role of 
Bernard Johnson Advisor – Less 
Than Full Time.

The main purpose of the BJA 
(LTFT) role is to provide high-level 
representation of matters relating 
to less than full time training 
across the UK, facilitate two-
way communication to enable 
dissemination of information 
and coordination of feedback, 
and to share best practice in less 
than full time working policy in 
postgraduate medical education 
and training.

Bernard Johnson Advisor – 
Training
We are pleased to announce 
that Dr Jonathan Chambers has 
recently been appointed to the 
role of BJA (Training).

This is a new role, the main 
purpose of which is to provide 
impartial advice and support 
to both doctors in, or outside 
of, formal training, and their 
supervisors, in matters relating 
to the curriculum, recruitment, 
examinations and to career 
progression and development.

FPM Board  
Election 2022
There will be an election for one 
vacancy on the Board of the 
Faculty of Pain Medicine, that will 
be held on 12 August 2022. The 
elected candidate will take office 
at the Board meeting on Friday 10 
March 2023. The term of office will 
be six years, in the first instance, 
and there will only be one vacancy 
in 2023. Those elected will be 
eligible to be re-elected for a 
second term of four years. 

The Board consists of ten elected 
and appointed positions and six 
co-opted members who make up a 
supportive and proactive team. For 
further details on the nomination 
and election processes please visit 
the FPM page (fpm.ac.uk/fpm-
board-elections), which is a page 
specially dedicated to the elections.
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NEWS IN BRIEF
 News and information from around the College

Reminder of change to  
FRCA MCQ question distribution 
and notice of change of eligibility  
for Final FRCA
There is going to be a change to the allocation of different types of  
questions in the Primary FRCA and Final FRCA MCQ exams, taking  
effect in September 2022. 

We have been making incremental changes to the distribution of Single Best 
Answer (SBA) questions and Multiple True False (MTF) questions, so that we reduce  
reliance on MTFs in favour of SBAs. This is in line with a shift to SBAs in other medical  
colleges, faculties, and the GMC. 

We had expected to make the most recent incremental change in March 2022, but due to the pandemic this will now 
take place from September 2022. There will be a further and final change on or after September 2023, with the details to 
be confirmed in the following months. 

Patient information update
We have new patient information, including infographics and 
a new toolkit.

In collaboration with the Association of Paediatric Anaesthetists, the College has produced 
infographics summarising the most common events and risks for children having an anaesthetic 
in a fun and child friendly style. This can be found on our website here: rcoa.ac.uk/childrensinfo.

We have also updated our Fitter Better Sooner toolkit with the latest evidence and best practice. 
You can view the toolkit, including the animation, at rcoa.ac.uk/fitterbettersooner.

In line with our work, the College has been recertified for the third consecutive year as a 
Trusted Information Creator by the Patient Information Forum UK-wide quality mark for health 
information (pifonline.org.uk/pif-tick).
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Guest Editorial

TRAINING IN THE 
INDEPENDENT SECTOR
Dr Sanjoy Bhattacharyya, ST7, King’s College Hospital NHS Foundation Trust
Dr Tim Knowles, ST7, The Royal Marsden NHS Foundation Trust
Dr Soumen Sen, Elected RCoA Anaesthetist in Training and Anaesthetists in Training 
Representative Group member
Dr Ros Bacon, Elected RCoA Council member rbacon@rcoa.ac.uk

In September 2020, four organisations announced that they wanted to 
significantly increase the number of trainees coming to the independent sector, 
allowing them access to the cases needed to meet their training requirements.
The organisations were the Independent 
Healthcare Providers Network, NHS 
England, Health Education England 
(HEE), and the Confederation of 
Postgraduate Schools of Surgery. This is 
more important than ever given current 
workforce challenges. The most recent 
HEE guidance was issued in October 
October 2021.1

The independent sector is a 
relatively new environment for training 
in anaesthesia.

Sanjoy’s story
Day one saw me commute to a very 
picturesque part of the city, and identify 
a building with exquisite architecture, 
parking (made possible thanks to 
local COVID-19 exemptions), and a 
theatre complex in its basement. Not 
unlike many of my NHS jobs, I had 
no ID badge, no swipe access, no 
computer log-in details, no induction, 
and extra-large scrubs hanging off my 
medium frame.

I introduced myself to the anaesthetic 
nurse, who asked what I would like for 
our upcoming craniotomy. In fact, it 

was also her first day and she had never 
done neuroanaesthesia before. She 
had just relocated after three years in a 
small district general hospital, in search 
of more favourable working conditions 
(a running theme). Fortunately, she was 
being mentored by an experienced 
senior ODP in a nearby theatre.

I saw the same friendly consultant 
anaesthetists and the same consultant 
neurosurgeons with fellows and 
registrars in tow. As usual, I felt I was a 
valued member of the team. Not unlike 
the NHS, no one would be swinging 
any cats in the anaesthetic rooms. Many 
of the intraoperative mechanics felt 
similar to those of my base NHS trust, 
and it was good to see elective work 
march on. As expected, the teaching 
and training was up to the same 
excellent standards as delivered at my 
base NHS trust.

The supply of sympathomimetic was 
plentiful and arrived ‘bean to cup’. The 
thoughtful provision of sandwiches was 
depleted as quickly as it arrived, and the 
break-room quickly reached capacity 
at lunchtime. Patients fared better in 

rooms with views, and were served 
three courses adorned with silverware, 
postoperatively of course.

One afternoon a complication left us 
needing an emergency level-three 
bed in our home neurointensive care 
unit, but capacity issues meant a 
local admission followed by an out-of-
hours inter-hospital transfer sometime 
later. Although this was dealt with 
well, I felt that heightened vigilance 
was required due to human factors, 
such as my relative unfamiliarity with 
this environment.

Overall, my time in the independent 
sector was certainly a valuable and eye-
opening experience.

Tim’s story
During the second wave of the 
pandemic I was undertaking an out-
of-programme advanced obstetric 
anaesthesia fellowship. Historically, 
additional training opportunities 
were available to Queen Charlotte’s 
fellows to gain experience of complex 
gynaecological surgery. These lists were
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moved to ‘green pathway’ operating in 
the independent sector.

I asked whether it was possible to be 
allocated to one of these independent 
sector lists, and, to my slight surprise, 
arrangements were made for me to do 
so the following day. The pragmatic 
pandemic approach seemed to have 
waived the bureaucratic barriers that I 
had envisaged being an issue.

My supervising consultant made sure 
I had all the information I needed, and 
the reception team was expecting 
me when I arrived. Apart from the 
initial awkwardness of not having 
swipe access and finding the right 
changing room, the day proceeded 
very smoothly. It was striking that 
attending NHS lists in the independent 
sector was considered routine for my 
surgical colleagues in training, whereas 
my attendance as an anaesthetist in 
training seemed novel to the team.

I have had high-quality clinical training 
in NHS environments and the clinical 
experience on this day was no different.

Benefits that I have found include 
having access to training opportunities 
that otherwise might not be available 
on an NHS site, a useful experience of 
the independent sector environment, 
and a welcome change of scenery.

Challenges include getting used to this 
unfamiliar environment and concerns 
about indemnity. However, HEE has 
produced some clear guidance on this.

Having never worked in the 
independent sector before I was 
not quite sure what to expect, but 
the experience was overall a very 
positive one that I would be keen to 
repeat if it meant access to training 
opportunities temporarily lost from 
the NHS. I gained insight into working 
in a different healthcare system. 
This arrangement also means that 
the independent sector has the 
opportunity to invest in the training of 
future consultants.

Training in the 
Independent Sector Group
The Training in the Independent Sector 
Group was created to guide how 
training is provided in the independent 
sector, and includes membership from 
a variety of stakeholders, including 
the Medical Royal Colleges and 
Doctors in Training.

This advisory group is committed 
to discussing issues that impact on 
the training of the workforce and 
how partners can work together 
to both address problems (for 
example, administration, indemnity, 

timetabling, and cultural differences), 
find solutions, and collaborate, in 
addition to sharing and promoting best 
educational practice.

Recent developments include the 
creation of an independent training 
infographic2 and video resources.1 A 
future project is looking at a national 
clinical information-sharing system 
solution to ease paperwork and 
administration issues for trainees.

There are obvious benefits to 
training in the independent sector, 
and data regarding the quality of 
training will be gathered though the 
National Education and Training 
Survey.3 We will continue to 
represent the RCoA in this forum 
and advocate for a safe, educational 
and supportive environment for 
anaesthetists in training.

References
1 Guidance for Placement of Doctors in 

Training in the Independent Sector. HEE 
(bit.ly/38G121K).

2 Training in the independent sector for NHS 
doctors. HEE (bit.ly/3LGqYHF).

3 The National Education and Training 
Survey (NETS). HEE (bit.ly/3akpJ49).

Having never worked in the independent 
sector before I was not quite sure what 
to expect, but the experience was overall 
a very positive one...
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Faculty of Pain Medicine (FPM)

Pain management – 
integrating care
Dr John Hughes, Dean
contact@fpm.ac.uk

Our healthcare systems are in a period of 
change, and starting to move to a more 
personalised level of care where patients become 
fully engaged in their own management. There 
is a greater awareness and move to implement 
access to the biopsychosocial components of 
pain management wherever patients present 
in the system.
The difficulty is getting all the three elements working in unison rather than 
in a piecemeal fashion. There is currently an opportunity to influence how 
pain management is delivered. In reality more of the same will not work. It is 
imperative that the various components of pain management become better 
integrated across the whole health and social sector, that training is improved 
and that the skills of specialists in pain management are better utilised. This 
will require alterations in working practice (already occurring in some areas) to 
improve patient flow and management.

To that end the Faculty has published, alongside a broad range of patient 
and professional organisations, a Four Nation Strategy for Pain Management. 
It provides a high-level overarching framework where pain management 
integrates across other stakeholder sectors of health and social care, be they 
community, primary care, specialist services, including psychological, mental 
health, social services, or peer support. It can be used to coordinate, deliver 
and further develop care using the resources and pathways already available, 
while supporting future quality service developments.

We continue to work with the GMC in developing a credential for the pain-
medicine specialist which will provide a formal recognition for the specialty 
which will benefit both public and professionals alike. We are also involved 
in pain training across other healthcare sectors (such as e-Pain), and are 
actively supporting better integration of pain-management training across all 
healthcare providers. This will help develop the workforce required if pain is to 
be better managed as suggested in the Four Nation Strategy.
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Faculty of Intensive Care Medicine (FICM)

Outcome-based 
training
Dr Chris Thorpe, Chair, Training, Assessment and 
Quality Committee
contact@ficm.ac.uk

We have now changed to an outcomes-based 
curriculum. This fundamentally changes the 
way in which we assess an intensivist in training’s 
progress. Previously it was time based, with 
a little bit of flexibility for those trainees able 
to achieve competencies (now capabilities) 
in a quicker timescale. This outcomes-based 
curriculum means that regional assessment of 
training takes pole position.
Having trained over many years, many of us have a rough idea about how 
long a trainee would take to achieve the appropriate capabilities. Things 
have changed though – rotas are different, clinical time may vary, and 
support structures (both local and regional) may have improved. In addition, 
trainees may have undertaken extra training time in intensive care medicine 
– for example in foundation years and as clinical fellows – or they may 
be working part time. All of this means that training has the potential to 
be much more individualised, and that the regional training body, via the 
ARCP process, will have more authority in adjusting training.

We do however have some guidance as to how long each section of 
training would be expected to take. I think it’s important to understand 
that, even if a trainee is brilliant, the gradual accumulation of skills and 
knowledge is an important aspect of medical training. Some of this is 
not easy to test for, and demands observation and assessment over a 
period of time. It is also important to realise that a training programme 
has many moving parts, and for it to function well the time element is 
very important. We would anticipate that any time changes outside of the 
guidance would be more easily planned in advance of the coming year, 
and that in any event most anaesthetists in training would complete their 
blocks in the guide-time.

| 17
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Specialist anaesthetist – the journey never ends
Dr Mohan Kumar Muthukumaraswamy, Specialist Anaesthetist, Medway NHS Foundation Trust

Background
The NHS employs hospital doctors who 
are neither consultants nor trainees. 
These are collectively known as SAS 
(staff grade, associate specialist and 
specialty doctors). According to the 
2020 RCoA medical workforce census 
report,1 this group constitutes 21.6 per 
cent of the anaesthetic workforce.

March 2021 saw the introduction of new 
SAS contracts, especially the introduction 
of the specialist contract aimed at 
the more experienced SAS doctors. 
This contract provided them with 
opportunities for career progression.

The journey
I am honoured to share my journey 
of becoming a specialist anaesthetist. 
My driving force has been a desire for 
enhancing personal and professional 
skills. I hope this will provide insight into 
why this alternative career pathway is as 
fulfilling as any other.

My journey to be a specialist 
anaesthetist is similar to the journey of 
most senior anaesthetists. With more 
than 20 years of experience, I was 
able to work autonomously and was 
accountable to the clinical director. 

Besides clinical duties across all 
specialties at DGH level, I took an active 

interest in becoming an LNC (Local 
Negotiating Committee) representative 
for SAS doctors in the Medway Trust 
and also the BMA representative. I 
successfully negotiated the introduction 
of a trust associate specialist. 

With the help of a supportive 
department, I became an appraiser 
and clinical supervisor. By being 
an appraiser, it widened my overall 
perspective of the four good medical 
practice domains of the GMC. I 
am involved in audits and quality 
improvement projects focusing on 
patient safety, and was able to publish 
and present at international meetings. 

With Medway Hospital becoming a 
hub for research projects, I had the 
opportunity to coordinate teams and 
recruit patients for the Perioperative 
Quality improvement Project (PQIP). 

To further my knowledge, I completed 
a Postgraduate Certificate in Medical 
Leadership. This has allowed me to fulfil 
and align with the College’s Generic 
Person Specification for Specialist 
Doctor in Anaesthesia.2

I was a member of the interview panel 
for the appointment of specialist 
anaesthetists to Medway Hospital. 
The selection process followed the 
consultant interview format including 

presentations. It was an eye-opener for 
me being on the other side of the table.

The College’s anaesthetic workforce 
report,3 highlighted retirement, 
recruitment and retention issues. With 
supportive clinical directors, Medway 
Hospital has been forward-thinking 
and way ahead in facilitating specialist 
posts. This should be seen as part 
of the solution. 

As a driver for change, a discussion 
on scoring surveys for each hospital’s 
SAS anaesthetists, covering matters 
of interest such as job plans/SPAs etc 
was suggested. This would provide a 
rating for hospitals and, in turn, would 
encourage departments to engage 
SAS members. 

As an alternative career pathway and 
workforce solution, SAS anaesthetists 
must be supported and recognised. 

Personally, for me, the journey never 
ends – it only changes course.

References
1 Medical Workforce Census Report 2020. 

RCoA, 2020 (bit.ly/CensusReport2020).

2 Generic Person Specification for Specialist 
Doctor in Anaesthesia. RCoA, 2021 
(bit.ly/GenericPS).

3 The Anaesthetic Workforce: UK State 
of the Nation Report. RCoA, 2022 
(bit.ly/RCoA-SOTN22).

SAS and Specialty Doctors
Collaboration is the key to success and we know that in healthcare systems, together everyone 
achieves more. It is time to break the barriers and support different career pathways. I am 
delighted to bring together Dr Susannah Thoms, co-chair of the Anaesthetists in Training 
Representative Group (ATRG), to share her perspective of an SAS doctor and Dr Mohan Kumar, 
SAS committee member to share his journey as a newly appointed specialist anaesthetist.

Dr Ashwini Keshkamat, RCoA Council member
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Please see our  
website for further 

information on  
SAS and Specialty 

Doctors:

rcoa.ac.uk/sas

SAS doctors: through the eyes of a doctor in training
Dr Susannah Thoms, ST7, Mid Yorkshire Hospitals NHS Trust

Doctors in training work side by side 
with SAS doctors, but often have 
only a vague understanding of their 
experience, responsibilities, career 
structure and working life.

Having befriended many SAS doctors 
over my years in a training post, I have 
seen the vast discrepancies in working 
lives between SAS doctors, with little 
standardisation of career pathways, and 
much variability between trusts and 
even within trusts.

There is confusion among the trainee 
body, partly due to nomenclature, partly 
due to individual cultures within trusts 
and training programmes, but mainly 
due to outdated preconceived attitudes 
towards the non-trainee doctor.

When I briefly considered some 
time out of training, it was actively 
discouraged and seen negatively, and I 
felt the pressure to continue and ‘cope’ 
with any stress I was under.

Nearly 50 per cent of SAS doctors 
within our specialty have chosen this 
pathway to achieve a better work–life 
balance – something which should be 
respected and acknowledged. It can be 
incredibly challenging juggling training, 
family life, career progression, and 
keeping mentally and physically well. 
Time out of training – either temporarily 

or permanently – should be promoted, 
supported, and respected.

In our region, we created a time-out-
of-training representative (TOOT rep) 
to be a point of contact for trainees 
considering time away from the 
training programme.

Communication, and contact with 
people who have progressed in the 
way that works for them, is vital, 
and the various SAS networks have 
proven invaluable to colleagues 
choosing this pathway.

SAS doctors in my trust have a wide 
variety of roles. Our Guardian of Safe 
Working is an outstanding SAS doctor 
and a pivotal part of the JDF. There is 
no reason at all why these roles need 
to be fulfilled by consultants or doctors 
in training – they need to be filled by 
the right person for the job. At a nearby 
hospital, the simulation lead for the 
trust is an SAS anaesthetist, and she 
has driven change within the region. 
Despite this, nationally only 3.6 per cent 
of SAS doctors have a formal training 
role despite 74.2 per cent delivering 
regular teaching to juniors.1 SAS doctors 
as educators should be the norm rather 
than the exception.

It really is time for a shake up and to 
break down the divide.

The establishment and formalisation of 
the SAS career pathway marks a pivotal 
moment in achieving this.

Reference
1 SAS as Educators – Survey of specialty 

and associate specialist (SAS) and locally 
employed (LE) doctors. GMC, 2019 
(bit.ly/3a6PPau).
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Revalidation for anaesthetists

Responses to some 
common queries received about 
the Lifelong Learning Platform
Chris Kennedy, RCoA CPD and Revalidation Co-ordinator
revalidation@rcoa.ac.uk

We would like to use this edition of the Bulletin to focus on some of the 
common queries which are received from users of the Lifelong Learning 
Platform (LLP).
For CPD Learners, one regular query 
is that the ‘Filter-by...’ option is not 
working in the activity report, with 
activities completed in previous years 
also appearing in this. The reason 
for this is that the user has only set 
start-dates and not end-dates for 
some of their previous CPD activities, 
meaning that the LLP will assume they 
are still running now; this is fixed by 
editing and adding the end-dates for 
those activities.

For Learners, one common query is 
that the progress ‘doughnut’ may turn 
completely red upon selecting ‘Review 
Curriculum’ when the user’s account has 
been moved to the new curriculum. The 
solution here is to update the Current 
Placement ‘Stage’ to reflect the fact that 
the user is now on the new curriculum 
(for example: ‘Stage 1’ as opposed to 
‘Core’, or ‘ACCS Stage 1’ as opposed to 
‘ACCS’, etc).

We receive some enquiries about 
situations where the Learner’s ESSR 
has been completed with comments 
back from their educational supervisor, 
but where the name of their College 
tutor has not been added to the form, 

meaning it did not go to them. In this 
situation the form can be returned to 
‘Draft’ to select the College tutor. The 
existing comments will not get deleted, 
although for reassurance the user 
may wish to save a PDF copy before 
they return to ‘Draft’. Please note that 
the College tutor is always attached 
to the hospital which appears in the 
Learner’s placement.

Focusing on the HALO form, some 
Learners report that when this has 
been approved by their supervisor and 
they try to close the form, they get 
an error message saying ‘Date must 
be completed’ but there is no area 
on the form to input a date. This is a 
common issue where the HALO form 
has not been created by the Learner, 
and it would need to be reset and 
recreated in this way. It can them be 
sent for approval.

Some Supervisors report that they 
cannot view their Learner’s MTR and 
are instead redirected back to the home 
page of the LLP. In this situation, please 
check that at least three responses have 
been provided to the MTR. Once this 
has been done, the option to send to 
Learner will appear.

Please keep checking the LLP section 
(rcoa.ac.uk/lifelonglearning) of the 
website for further updates and 
guidance material.
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PERIOPERATIVE JOURNAL WATCH
Dr Michael Gibbons, CT2 Anaesthesia, Wales 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.

Hyperoxia and anti-oxidants 
for myocardial injury 
in non-cardiac surgery: 
a 2 × 2 factorial, blinded, 
randomised clinical trial
The authors investigated 
whether hyperoxia during 
major non-cardiac surgery 
increased risk of myocardial 
injury, and whether anti-
oxidants reduced degree 
of myocardial injury versus 
placebo. Patients enrolled 
were over the age of 45 and 
had cardiovascular risk factors. 
Participants were randomised 
to an inspiratory oxygen 
fraction of 0.80 or 0.30, during 
and for two hours post-surgery, 
and either the administration of 
vitamin C/N-acetylcysteine, or 
to a placebo infusion. Primary 
outcome was myocardial injury 
as measured by high-sensitivity 
troponin in first three days. 576 
patients were analysed; the 
median difference between 
oxygen groups was 1.5 ng/L.
day-1 (CI 2.5−5.3, p=0.202) 
and −0.5 ng/L.day-1 (CI 
4.5−3.0, p=0.228) between 
antioxidant groups. The 
authors concluded that this 
implies safety with 80 per cent 
oxygen and no cardiovascular 
benefits of vitamin C and 
N-acetylcysteine, in major non-
cardiac surgery.

Holse C et al. Anesthesiol 
2022;136(3):408–419 
https://doi.org/10.1097/
ALN.0000000000004117

What is the impact of 
dexamethasone on 
postoperative pain in 
adults undergoing general 
anaesthesia for elective 
abdominal surgery: a 
systematic review and  
meta-analysis
Dexamethasone has been 
shown to reduce postoperative 
pain in heterogenous surgical 
cohorts. This study addresses 
the gap in the literature for 
patients undergoing elective 
abdominal surgery. Electronic 
databases were searched for 
randomised controlled trials 
comparing dexamethasone 
to placebo or alternative anti-
emetics. The primary outcome 
was pain score, and secondary 
outcomes were time to first 
analgesia, opioid requirements, 
and time to post-anaesthesia 
care unit (PACU) discharge. 
Pain scores in first four hours 
after surgery were reduced 
in patients who received 
dexamethasone, at rest (mean 
difference [MD]  0.54, CI 
0.72–0.35) and on movement 
(MD  0.42, CI  0.62– 0.22). 
4–24 hours pain scores also 
showed a similar beneficial 
effect. Time to first analgesia 
was increased, opioid 
requirements were decreased, 
and there was no difference in 
time to PACU discharge.

Mitchell C et al. Periop Med 
2022;11:13 
https://doi.org/10.1186/s13741-
022-00243-6

Impact of opioid-free 
anaesthesia on postoperative 
nausea, vomiting and 
pain after gynaecological 
laparoscopy: a randomised 
controlled trial
This prospective parallel-group 
randomised controlled trial 
investigated the impact of 
multimodal opioid-free general 
anaesthesia on postoperative 
nausea, vomiting, pain, and 
morphine consumption 
compared to an opioid-
based approach. 152 patients 
undergoing elective inpatient 
gynaecological laparoscopy 
were randomised to either 
opioid-free anaesthesia (Group 
OF) with dexmedetomidine, 
esketamine and sevoflurane; 
or opioid-based anaesthesia 
(Group C) with sufentanil and 
sevoflurane. Primary outcome 
was the occurrence of nausea 
within 24 hours. Nausea 
occurred in 69.7 per cent (Group 
C) and 68.4 per cent (Group OF) 
(OR 1.06, CI 0.53−2.12, p=0.86). 
Anti-emetic requirements, 
pain scores, and morphine 
consumption were equivalent. 
Postoperative sedation was 
significantly increased in Group 
OF (p<0.001), and the median 
length of stay at the post-
anaesthesia care unit was 19.0 
minutes longer in Group OF 
(p < 0.001).

Massoth C et al. J Clin Anaesth 
2021;75:110437 
https://doi.org/10.1016/j.
jclinane.2021.110437

Goal-directed 
haemodynamic therapy 
during general anaesthesia 
for non-cardiac surgery: a 
systematic review and meta-
analysis
Goal-directed haemodynamic 
therapy (GDHT) is the use 
of a protocol to standardise 
haemodynamic targets and 
the treatments used to reach 
these targets. This is generally 
via measurement of cardiac 
output or stroke volume and 
use of fluid therapy. The 
authors of this systematic 
review searched PubMed and 
Embase for relevant articles, 
and included 76 trials with 
a total of 9,081 patients. 
The primary outcomes were 
mortality and hospital length 
of stay, and 15 postoperative 
complications were included 
based on availability. Overall, 
there was not a clear difference 
in mortality (OR=0.84; CI 
0.64 to 1.09); however, GDHT 
may shorten length of stay 
(mean difference=–0.72 days; 
CI –1.10 to –0.35), but with 
low certainty in the evidence. 
In terms of postoperative 
complications GDHT was 
found to reduce postoperative 
pneumonia, surgical site 
infection, and anastomotic 
leakage (with moderate 
certainty in the evidence).

Jessen M et al. Br J Anaesth 
2021;128(3):416–433 
https://doi.org/10.1016/j.
bja.2021.10.046
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Pauline Elliott 
Chair, RCoA Lay Committee

laycomm@rcoa.ac.uk

Patient perspective

DIGNITY AFTER DEATH
I don’t like doing nothing. I do like being active and busy and engaging 
with people. 
When I stopped paid work I 
started building up my portfolio of 
interesting and rewarding activities. 
As well as chairing the College Lay 
Committee, I help manage an art 
gallery and I volunteer at Nuffield 
Place,1 the former home of the 
entrepreneur and philanthropist 
William Morris, Lord Nuffield. Morris 
gave away all of his massive fortune 

(about £11 billion in today’s money) and 
funded numerous health initiatives, 
including the first Chair of Anaesthesia 
in Europe – the Nuffield Professor of 
Anaesthesia in Oxford.

I’m also a guide at the Sandham 
Memorial Chapel at Burghclere in 
Hampshire.2 One of our greatest 20th 
century artists, Sir Stanley Spencer, 

devised the idea of the chapel as a 
place to memorialise his experiences 
of the Great War. Spencer was a 
medical orderly in the Beaufort War 
Hospital in Bristol. He also served in 
Macedonia, first as an orderly and 
subsequently as an infantryman. At 
just over 5ft tall and weighing around 
7 stone it’s a miracle he survived the 
rigours of his war service.

© The Donor Family Network 
National Memorial, National Arboretum, Staffordshire 
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Find out more about 
 the lay Committee  
and the work we do  

on our website:
rcoa.ac.uk/lay-committee

As a lowly orderly, Spencer’s tasks were 
physically and mentally exhausting. 
Amongst the hardest was caring for the 
dead and dying. Undoubtedly his faith 
helped him endure his experiences. 
He said he’d seen so much death 
that there had to be something else. 
That conviction led to his deep belief 
in resurrection, which he depicted 
in some of his most well-known 
paintings, including the ‘Resurrection 
of the Soldiers’ on the altar wall of the 
chapel in Burghclere.

I like to think that Spencer and his 
colleagues handled dead and dying 
soldiers with as much dignity and 
respect as possible. Perhaps that’s just 
the naïve hope of someone who has no 
experience of warfare. Media reports and 
images from Ukraine have brought the 
brutal reality of managing mass casualties 
in modern war onto our phones, laptops 
and TVs. Dead people left for days or 
weeks where they died. Body bags and 
shallow graves. Or no graves at all. In 
Europe. In the 21st century.

Everyone in the NHS is working hard 
to deliver the best possible care for 
patients in the face of multiple severe 
pressures on resources. In these 
circumstances what can patients expect 
after death?  What standards and 
approaches are in place to ensure they 
will be treated with dignity and respect?

I noticed the GMC recently issued 
refreshed guidance on care towards the 
end of life.3 This reminds doctors that: 

‘Your professional responsibility does 
not come to an end when a patient dies. 
For the patient’s family and others close 
to them, their memories of the death, 
and of the person who has died, may be 
affected by the way in which you behave 
at this very difficult time.’ 

and:

‘You must treat the patient’s body with 
dignity and respect. You should make 
sure, wherever possible, that the body 
is handled in line with their personal 
religious or other beliefs.’

Normally anaesthetists are rarely 
involved in the care of a dead patient, 
except where someone dies in theatre. 
However, in intensive care areas death 
is sadly more common, especially 
recently, and requires very high levels of 
sensitivity from clinicians. Anaesthetists 
redeployed to intensive care during 
the pandemic were faced with this 
emotional and professional challenge. 

Dr Dale Gardiner, Consultant in Adult 
Intensive Care Medicine at Nottingham 
University Hospitals NHS Trust, has 
particular experience and expertise 
in this area of practice. I’ve watched 
the video that Dale and colleagues 
recorded about diagnosing death 
using neurological criteria4 with the 
remarkable cooperation of the family 
of Mr Robert Williams (1962–2017). 
Aside from its value as a training 
tool, this video shows how doctors 
should treat a patient after death, with 
dignity and respect.

Recently Dale worked with others 
to bring together all the current 
professional, ethical and legal 
guidance in England, Northern 
Ireland and Wales about deceased 
organ donation. When I read the 
Donations Action Framework5 I was 
especially struck by the assertion 
that the courts have held that 
doctors must act in the patient’s best 
interest in death as in life:

‘… best interests do not cease at the 
moment of death. We have an interest 
in how our bodies are disposed 
of after death, whether by burial, 
cremation or donation for medical 
research. We have… an interest in how 
we will be remembered… we have 
an interest in being remembered as 
having done the "right thing", either in 
life or, post mortem.’6

Whether, like Stanley Spencer, you 
believe in life after death, or whether, 
like me, you see death as the end of life, 
your body should be treated with due 
dignity and respect. Carefully following 
guidance will help that happen. 
Compassionate clinical leadership and 
collaborative working, involving the 
health care team and family members, 
will ensure it happens.

References
1 Nuffield Place (bit.ly/3mgXh5J).

2 Sandham Memorial Chapel (bit.ly/3awtcfO).

3 Treatment and care towards the end of life: 
good practice in decision making. GMC, 
2010 (updated 2022) (bit.ly/3wE0KjI).

4 Diagnosis of death using neurological 
criteria in adult patients: clinical tests. NHS 
Blood and Transplant (bit.ly/3PA4N9n).

5 Launching at the Intensive Care Society 
State of the Art Meeting, Belfast on 
30 June 2022.

6 Case law example: In Re M [2009] EWHC 
2525 (Fam) (particularly para 38). Mental 
Health Law Online (bit.ly/3LEdRH8).
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DOES TRADITIONAL TRAINING 
SUIT EVERYONE?
In an effort to help several anaesthetists in training progress to intermediate 
level after completing their core-training programme, we explored the 
possibility of supporting them through a CESR route. 
Some had failed to gain a national 
training number; others, for a variety of 
reasons, did not wish to apply through 
Health Education England (HEE), but 
all were committed, excellent, well-
rounded anaesthetists. Our research 
into the CESR process and our 
knowledge of traditional pathways 
led to us to develop the idea of a 
locally delivered bespoke programme 
that could facilitate their progression 
and ultimately allow them to gain 
specialist registration.

We identified suitable existing trust-
grade/fellowship posts and started 
to map the new curriculum across 
the three Imperial Trust anaesthetic 
departments. This work revealed 
some pinch points in our training 
opportunities, and we approached 
other local trusts to form partnerships 
to cover the whole curriculum robustly. 
The new curriculum fitted very well with 
our vison and ethos to provide all the 
training and experience necessary to 
fulfil the consultant role, and this was 
not limited to clinical skills – for instance 
QI and serious incident investigation 
training, simulation facilitator 
training, and with a management and 
leadership focus from the outset.

QI projects and ongoing audit and 
research could be delivered by a stable 
group of anaesthetists in training, 
working cross site in a longitudinal 
manner and handing over as they rotate 
between a relatively small number of 
hospitals. There are obvious benefits 
for the trainees in terms of output, and 
for the departments in terms of project 
scale and completion with a stable 
group of engaged trainees.

We are very serious about providing 
regular mentorship and careers advice 
for these doctors and, where possible, 
a personalised and flexible programme 
that proceeds at an individual pace. Our 
regular internal ARCPs are face-to-face 
or virtual, but definitely ‘in person’.

In partnership with our HR and finance 
colleagues we managed to create 
a smooth pathway, with minimal 
HR administration; trainees stay in 
their original post throughout the 
programme, even when rotating to 
hospitals outside Imperial Trust.

The resultant small committed group of 
consultants and anaesthetists in training 
are creating this programme together – 
their first QI project! It has proved more 
popular than we could possibly have 

imagined 18 months ago when this was 
just an idea hatched while doing one 
trust doctor’s appraisal.

Ultimately we cannot award a CESR. 
Only the GMC can do this, with the 
approval of the RCoA. We are simply 
trying to provide the best possible 
environment and opportunities to 
facilitate their own application.

And so LiPA was conceived and 
established...

CESR trainee perspective –  
Dr Freddie Fraser, ST4 CESR Trainee
During my HEE core-training 
programme, I never doubted that 
anaesthetics was the career for 
me. It provided variety, constant 
involvement across multiple 
specialties, a balance of practical skills, 
cerebral decision-making, and human 
factors in acute settings.
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Higher-specialty recruitment often 
comes at a complicated time in 
one’s life. In my case it coincided 
with burnout following two COVID-
19 surges, a repeatedly postponed 
wedding, a new-born baby, buying 
a new house, limited geographical 
location due to my wife’s work, 
and postgraduate examinations. In 
short, the most stressful 12 months 
of my life – an unsuccessful HEE 
application, a change in curriculum, 
delay in future training jobs, child- 
care issues, stamp-duty holidays, 
increasing property prices, an 
uncertain future.

I was lucky enough to have worked 
in Imperial College NHS Trust, which 
opened my eyes to an exciting 
alternative opportunity – the CESR 
training pathway. This opportunity 
provided something very important 
to me – geographical stability and 
a chance to progress in a career I 
was passionate about.

There were obviously some 
unanswered questions about this 
programme. It was new and there 
was the potential for teething 
problems. It had no track record 
and hence there was risk. I had my 
initial concerns. Was there a study-
leave budget? How would training 
lists be prioritised? As a CT2 I had 
no idea what paperwork would be 
involved in CESR application. Now, 
seven months into the programme, 
I look back and can’t believe I had 
any concerns – there is an excellent 
study-leave budget, the training is 
completely bespoke allowing so much 
autonomy over location and timing. 
One thing that really stood out for 
me was the ability to change; the 
personal nature of the programme 
allowed a change in a matter of days 
that would have taken months or years 
in a centralised programme.

In this programme, I am not a number 
– none of us are. I genuinely feel 
valued, and have had the opportunity 
to develop proper relationships with 
my educators and the consultant body. 
They are incredibly supportive and I 
feel I can turn to them for any advice, 
professional or personal.

In my experience, this is a well-led 
and thought out CESR programme. 
It is receptive to change and will give 
opportunities to excellent anaesthetists 
for years to come. It is not there to 
replace HEE training, but only to 
complement it and provide opportunities 
for others who are looking to train 
outside HEE for whatever reason.
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HEALTHCARE LEADERSHIP AND 
MANAGEMENT FOR ANAESTHETISTS 
IN TRAINING
Dr Tomas Partington 
ST3 Anaesthetics, Imperial 
College Healthcare NHS Trust

Dr Ajay Gandhi 
ST7 Anaesthetics and Intensive 
Care Medicine, Hammersmith 
Hospital, London

Dr Ruoyi Sun 
ST7 Anaesthetics, Northwick 
Park Hospital, Harrow

Dr Emma James 
Consultant Anaesthetist, 
Imperial College Healthcare 
NHS Trust, London

Dr Ranil Soysa 
Consultant Anaesthetist, 
Imperial College Healthcare 
NHS Trust, London

Dr Rachel Bartlett 
Consultant Anaesthetist, 
Imperial College Healthcare 
NHS Trust, London

Why learn management? 
The RCoA’s 2021 curriculum incorporates seven 
new Generic Professional Domains, among which 
‘Management and professional and regulatory 
requirements’ is perhaps the most daunting to 
many trainees. 
Its high-level learning outcome of 
undertaking managerial, administrative 
and organisational roles is one which 
anaesthetists in training may have little 
prior experience of, depending on their 
exposure to such responsibilities within 
and outside healthcare. Nonetheless, 
in order to achieve the Stage 3 learning 
outcome necessary for completion 
of training, anaesthetists must 
demonstrate their ability to explain how 
organisational structures communicate 
and cooperate, describe mechanisms 
for workforce planning, and undertake 
departmental managerial roles.

These requirements reflect the 
importance of preparation during 
training for managerial roles undertaken 
by consultant anaesthetists at 
departmental or higher organisational 
levels. In addition, engagement with 
opportunities in this field allows trainees 
to develop valuable competencies, and 
pick up qualifications along the way, to 
distinguish themselves while effecting 
meaningful change to impact upon 
patient care.

A healthcare leadership and 
management event
We delivered a one-day free course, 
advertised to regional anaesthetics 
departments and attended virtually 

by 62 doctors (53 trainees and 9 
consultants). Approximately one-
third reported having no previous 
management training, despite 
many of them interacting with 
clinical management on at least 
a weekly basis.

A pre-course questionnaire (using 
a Likert scale where 1=strong 
disagreement and 10=strong 
agreement) indicated that attendees’ 
confidence in their ability to lead a 
team (mean 6.0/10) far outstripped 
their understanding of NHS finances 
(3.4/10), or familiarity with writing a 
business case (2.8/10).

Speakers were drawn from a variety 
of backgrounds, including general 
managers and chief analysts of 
healthcare organisations such as 
The King’s Fund, alongside clinicians 
with established managerial roles. A 
business-case workshop, interview with 
a medical director, and panel Q&A 
session were included to facilitate 
interaction with, and demystify the roles 
of, senior figures within our hospitals, 
colleges and associated bodies. Topics 
also included national healthcare 
policy, big data and its effects on 
healthcare, and the importance of 
vulnerability in leadership.
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Attendees reported a greater willingness 
to tackle leadership and management 
tasks upon completion of the course, 
and an overwhelming majority would 
recommend the event to a colleague. 
Encouragingly, post-course feedback 
indicated a definite intention to pursue 
further professional development in this 
domain, including development through 
routes signposted by speakers.

What else is out there?
A plethora of opportunities are available 
to anaesthetists at all stages of their 
careers. The RCoA course ‘Leadership 
and management for anaesthetists’ 
consists of four modules designed for 
senior trainees and consultants. Each 
module comprises interactive, practical 
sessions intended to develop techniques 
applicable to the working environment. 
Courses are held in-person or online 
and can be booked through the 
RCoA website (rcoa.ac.uk/events).

Several trusts, including our own, offer 
clinical fellowships in leadership and 
management. These out-of-programme 
activities represent an opportunity to 
combine clinical duties with supported 
progress towards formal qualifications 
and hands-on experience of trainee 
leadership, procurement and planning. 
Such roles allow fellows to engage 
directly with management, identify 
service deficits and contribute to 
the writing of options appraisals or 
business cases – a complex task 
requiring negotiating skills and 
stakeholder engagement.

The Faculty of Medical Leadership and 
Management (FMLM) has developed a 
free Leadership Development Passport 
available to download by trainees 
of all specialties. This tool allows the 
user to reflect on their experiences, to 
map these to the Generic Professional 
Capabilities outlined in the GMC’s 2017 
publication Excellence by Design,1 and 
to create a personal development plan 
detailing objectives for improvement.

Furthermore,  
the FMLM Fellowship 
certification recognises  
high-level achievement and 
competence in leadership, consistent 
with the Faculty’s Leadership 
and management standards for 
medical professionals.2

The Healthcare Financial Management 
Association offers online courses 
in healthcare business and finance, 
ranging from ‘bite-size’ self-directed 
modules, to diplomas and Masters-level 
qualifications. Increasingly, clinicians in 
consultant posts must be able to speak 
the language of finance teams and 
hospital boards to secure funding for 
stretched departments.

The King’s Fund, the BMA, and the 
NHS Leadership Academy (the 
Mary Seacole and Edward Jenner 
Programmes) are just a few of the other 
organisations delivering courses and 
accreditations. Before dipping your toes 
into the management pool, consider:

 ■ how much time can you commit?

 ■ whether to use remote or in-person 
learning

 ■ coursework demands

 ■ costs and funding (bursaries, study 
budgets).

Following the findings of the Francis 
Inquiry, the duty of every doctor to 
build and improve services through 
leadership has become more acute 
than ever. The increasing emphasis on 
anaesthetists as leaders and managers, 
both in the training curriculum and 
in our daily practice, indicates that 
it’s never too early to consider our 
own ability to don this mantle. The 
wealth of opportunities to refine 
and implement skills essential to 
performing effectively in positions of 
responsibility, available to anaesthetists 
in training at all stages, should make 
the Management and Professional and 
Regulatory Requirements domain one 
which inspires personal development 
rather than trepidation.

References
1 Excellence by design. GMC, 2017 

(bit.ly/36IbU8r).

2 Leadership and Management Standards 
for Medical Professional. FMLM, 2020 
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The environmental cost 
of field research
Dr Mark Edsell, Consultant Anaesthetist, St George’s Hospital, London drmarkedsell@gmail.com

Dr Catherine Campbell, The Medical School, University of Birmingham
Professor A R Bradwell, The Medical School, University of Birmingham

We found ourselves at dawn in front of the mighty Kanchenjunga. Some of 
us were trying to achieve the perfect photograph, while others stood, eyes 
closed, feeling the warmth of the dawn light on their faces. For the 18 doctors 
and scientists on the trip, who had travelled more than 10,000 miles to study 
altitude sickness, this was a moment for us to savour.
It was 2019 BC (‘before COVID’), 
and we were part of the Birmingham 
Medical Research Expeditionary Society 
(BMRES) expedition to Sikkim studying 
high-altitude illness. The BMRES was set 
up by a group of junior doctors in 1976 
and has completed 25 high-altitude 
research trips resulting in more than 250 
publications.

Like many organisations we had 
become concerned about our green 
credentials. So, for the expedition to 
Sikkim we set out to accurately quantify 
our environmental impact to provide 
information to guide reductions in 
pollution for future expeditions.

The expedition involved flying from 
London to Bagdogra in Sikkim 
followed by overland travel to the 
Kanchenjunga National Park. From 
there we trekked to the Green Lake 

base camp of Kanchenjunga at an 
altitude of 4,935 metres performing 
our research at each stage of the 
trek. There was an extensive scientific 
programme including daily blood 
tests, physical examinations, 24-hour 
urine collections by all participants, 
as well as continuous assessment of 
oxygen levels during sleep. Blood and 
urine samples were processed using a 
laboratory centrifuge. Once processed, 
samples were frozen using dry-ice (solid 
CO2) then stored in insulated boxes for 
transport back to the UK.

For electricity we compared a 
solar-powered battery with a petrol 
generator. In addition to the CO2 cost 
of manufacture, the battery had to 
be flown from the UK to Kolkata and 
transported by road and then by porter, 
making its indirect carbon cost far 
higher than the generator.

We estimated the carbon cost of travel 
and freight using the International 
Civil Aviation Organisation calculator 
(bit.ly/3PuTcIy). The total expedition eCO2 
was calculated at 17.5 tonnes – 975 kg of 
CO2 for each participant (Figure 1). Based 
on DEFRA’s 2018 UK calculated carbon 
footprint, this is about 50 per cent 
more than the average UK adult would 
produce over the same time period.

Waste management
This was conducted in accordance 
with the local policies of the trekking 
company and Sikkim regional 
government. Clinical waste and sharps 
were collected and transported to a 
local hospital for disposal. The team 
carried rubbish bags while walking to 
gather previous expeditions’ waste from 
paths and overnight stops. In total, the 
team collected 103 kg of solid waste, 

Kangchenjunga at dawn 
Photo credit: Professor A R Bradwell
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which was removed from the National 
Park and disposed of. This consisted of 
non-clinical waste (83 kg), clinical waste 
(17.3 kg) and sharps (2.4 kg).

Offsetting estimated CO2
The three principal methods of 
mitigating CO2 are: purchasing carbon 
credits through the carbon market, tree 
planting, and land purchase to prevent 
deforestation that would occur without 
intervention. Through the carbon market, 
as well as offsetting, credits can support 
projects such as solar generation and 
water purity that, although they are 
not directly offsetting carbon, are 
part of an overall strategy to benefit 
the environment. Despite its many 
drawbacks carbon offsetting provides a 
simple and effective method to achieve 
carbon neutrality. We chose a Peruvian 
charity, ECOAN (ecoanperu.org), who 
planted 360 fast-growing native trees in 
Peru to offset this expedition.

To further progress towards ‘net zero 
CO2 emissions’, BMRES members 
have paid for a 50-year carbon-offset 
wood in the UK planted with a complex 

Figure 1 The environmental impact of our field research in Sikkim. Fossil fuel 
generator outperformed solar and battery power.

mixture of deciduous and coniferous 
species on a hectare of arable land. In a 
few years the trees will offset 10 tonnes 
of CO2 per year in perpetuity, allowing 
the Society to be carbon neutral for 
many more expeditions.

Conclusion
Balancing the calculable environmental 
cost of research against the potential 
for meaningful scientific discovery will 
always be challenging, but it needs to 
be considered at every stage of the 
planned experiments. First, research 
must be robustly designed to ensure the 
integrity of the data and to maximise 

scientific benefit. Second, we must 
check whether laboratory-based 
experiments would be less damaging to 
the environment, although for month-
long expeditions with many participants 
this is unlikely. Perhaps universities and 
research institutions should include 
environmental assessments in grant 
applications and ethics submissions so 
that the potential benefit of the research 
can be balanced against the cost of 
field work. As for the BMRES, our tree-
planting project will ensure we mitigate 
CO2 emissions years into the future, 
even if that future remains uncertain.
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Prehabilitation in  
a pandemic
Dr Nicola Powley, Prehabilitation Clinical Research Fellow, South Tees Hospitals NHS Foundation 
Trust nicola.powley@nhs.net

Mrs Esther Carr, Senior Physiotherapist and PREPWELL Project Manager, South Tees Hospitals 
NHS Foundation Trust
Professor Gerard Danjoux, Consultant in Anaesthesia and Clinical Lead for Prehabilitation, South 
Tees Hospitals NHS Foundation Trust

‘When I got the call about signing up for virtual health coaching, I knew it was exactly what 
I needed. I had been waiting a year for my hip replacement and with lockdown restrictions 
I was becoming less active, and my mobility was getting worse. Having my own health 
coach was great in providing me with support and motivation.’

*names changed to preserve anonymity.

Joanne’s* experience, quoted above, 
echoes that of six million patients 
currently waiting for surgery.1 The 
pandemic and resulting restrictions 
have had a substantial negative 
impact on the physical and mental 
wellbeing of many people. Evidence 
is emerging of increased population 
rates of physical inactivity, smoking 
and alcohol consumption, with people 
awaiting surgery (and often shielding) 
disproportionately affected.2

Prior to the pandemic, the PREPWELL 
prehabilitation programme at South 
Tees Hospitals NHS Trust had been 
successfully running face-to-face 
group exercise classes, plus other 
lifestyle support, in a community 
public health wellbeing facility. In 
April 2020, in line with government 
guidance, these sessions were 
discontinued with the onset of the first 
lockdown. Despite this huge setback, 
we were determined to continue 
supporting our patients.

Creating a virtual 
support package
Our team rose to the challenge and 
rapidly innovated a tiered, digital 
programme to support patients remotely 
before surgery. In creating our digital 
solution, we were mindful of the need 
to cater for a wide range of patient 
needs and circumstances. Through the 
pandemic we collaborated closely with 
industry partners, and launched our full 
patient-support package in August 2021.

Patients are risk-assessed on enrolment 
into PREPWELL and offered a 
comprehensive support package 
targeted to their personal needs and 
preferences. Our comprehensive 
offer includes support, education, and 
advice for exercise and physical activity, 
smoking cessation, alcohol reduction, 
healthy eating, sleep hygiene, and 
psychological wellbeing. The tiers 
progress from ‘Universal’ to ‘Targeted’ 
and ‘Complex’ as highlighted in Figure 1.

What do our patients think?
‘At 75 I would never have envisaged 
going on a better health journey. In 
eight weeks I have lost more than 24 
lbs, feel healthier, sleep better, and 
my knees haven’t felt this pain-free 
for as long as I can recall.’

– John* on completing Sapien virtual 
health coaching.

‘All exercises are shown by video 
or pictures and are easy to follow. 
Within 10 days of doing the exercises 
I got better strength and bend in my 
legs. I even started to do the aerobic 
exercise. I wasn't one for exercise but I 
really enjoyed this and got stuck into it.’

– Keith* on completing the GoWellHealth 
programme.
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Digital exclusion
Digital exclusion risks driving healthcare 
inequality, and this has been at the 
forefront of our minds while planning 
our virtual strategy. To tackle this, we 
have created guidelines for patients 
to follow when using the resources, 
and our team are readily available for 
advice and support. We also encourage 
patient support from digitally-enabled 
family and friends.

The virtual programme can also be 
accessed and guided in paper format for 
those unwilling or unable to go digital.

Fit for the future
As soon as circumstances allow, we 
are planning to re-establish our face-
to-face group. Running in tandem with 
our digital programme, this will create a 
truly hybrid delivery for prehabilitation, 
empowering our patients to not only 
stay fit and well, but also improve 
their health and wellbeing while 
awaiting surgery.

We would like to acknowledge 
the contributions of Mr Alexander 
Nesbitt and Mr Sam Gough to the 
development of the pathway.
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IACOA: EMBRACE THE CHANGE
Dr Odhran Keating, ACCS CT3 Anaesthetics, Royal Berkshire NHS Foundation Trust 
odhran.keating@royalberkshire.nhs.uk

Dr Mitul Patel, ST3 Anaesthetics, Frimley Health NHS Foundation Trust
Dr Sarah Williams, Consultant Anaesthetist, Royal Berkshire NHS Foundation Trust

Commencing the Initial Assessment of Competence in Obstetric Anaesthesia 
(IACOA) period can often bring mixed feelings. On the one hand, 
anaesthetists in training may feel frustrated at returning to novice level just 
when they are starting to feel confident in their practice. On the other, there is 
an opportunity to once again embark on a gratifyingly quick learning curve as 
you add new knowledge and skills to your practice.
Anyone who has read Adam Kay’s 
This is going to hurt¹ may commence 
their IACOA with more than a little 
trepidation. To allay such anxieties, 
in this article we review the new 
curriculum requirements and give 
new starters some guidance on how 
to excel in their obstetric placement. 
We also aim to provide trainers with a 
navigable overview of the changes to 
guide their mentorship.

The changes introduced by the 
2021 anaesthetic curriculum have 
made gaining the IACOA certificate 
less prescriptive, which is fitting in a 
subspecialty where there are many right 
ways to deliver good anaesthetic care. 
The IACOA is now encapsulated by two 
Entrustable Professional Activities (EPAs) 
which should be performed under Level 
3 supervision (ie, supervisor on-call 
from home for queries, able to provide 
directions via phone or non-immediate 
attendance). Demonstration of these 
skills utilises the traditional Supervised 
Learning Events (for example, A-CEX, 
DOPS, CBD) the minimum requirements 
for which are summarised in Table 1.

Evidence of competence should also 
be supplemented by a clinical logbook, 

reflections, and personal learning 
activities including e-learning. Should 
trainees find a ‘quiet’ moment on the 
labour ward, the IACOA workbook² 
lists ‘areas of knowledge expected to 
be covered’ which provides a useful 
reference for further reading or ad-hoc 
discussions with supervisors.

The College also mandates the 
completion of a multiple-trainer report 
(MTR) and participation in simulation 
training in (i) obstetric anaesthesia, 
and (ii) assessment of general 
anaesthesia for caesarean section. 
Engaging with simulation consolidates 
knowledge gained in the IACOA, 
helps to familiarise the anaesthetist in 
training with local protocols, and also 
serves as a useful introduction to the 
multidisciplinary team on the labour 
ward prior to joining them on-call.

Simulation courses provide an 
invaluable opportunity to manage 
common obstetric emergencies such 
as major obstetric haemorrhage, and 
less common but serious scenarios such 
as failed intubation and eclampsia. The 
Practical Obstetric Multiprofessional 
Training (PROMPT) course is one such 
national example, and many units 

will have supplemental in-situ MDT 
simulation programmes.

When it comes to practical tasks such 
as siting epidurals there is no substitute 
for hands-on practice, at first with 
a part-task trainer and then under 
direct supervision. Observing senior 
colleagues and asking for their advice 
further supplements learning and 
gives additional exposure to a variety 
of different approaches to obstetric 
anaesthesia. Trainees should avoid 
becoming comfortable with one way 
of working, particularly relevant if they 
stay in the same department for CT3. 
For example, departments without 
neonatal intensive care unit support 
may not offer a wealth of experience 
with high-risk parturients. The 2021 
curriculum is designed to make training 
more holistic, so embrace this spirit 
and speak to as many colleagues as 
you can about their practice.

Although progress may be slow at 
first as you push through the fibrous 
tangle of new acronyms and specialist 
obstetric conditions, soon you will feel 
a slight give and a noticeable loss of 
resistance as an exciting new branch of 
anaesthesia opens up before you.
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Table 1  A summary of the requirements for completion of EPA 3 and 42

RCoA mandatory assessment for EPA 3 – administration of pain relief for labour

Assessment Domain for assessment

1 Simulation training using part simulator for insertion of epidural catheter before your 
first patient encounter (if no prior experience in epidural insertion).

A-CEX/DOPS

2 Insertion of epidural catheter in uncomplicated patient during labour. A-CEX/DOPS

RCoA mandatory assessment for EPA 4 – Anaesthesia for obstetric operative procedures, including category 1–3 LSCS

Assessment Domain for assessment

1 Administer spinal anaesthesia for LSCS in ASA 1 and 2 patients. A-CEX/DOPS

2 Administer general anaesthesia for caesarean section (can be done in simulation). A-CEX/DOPS/CBD

3 Demonstrate the management of failed intubation drill in an obstetric patient 
according to DAS guidelines on a mannequin.

DOPS/Simulation training
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The anaesthetic chart: 
a retrospective record?
As technology advances, automated recording systems become 
increasingly attractive, with the assumption of improved accuracy and 
reduced workload. The Association of Anaesthetists’ Recommendations 
for standards of monitoring during anaesthesia and recovery 
recommends automated electronic systems.1 For such systems to be 
effective requires understanding of how data is used, managed, and 
documented intraoperatively.
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I believe the anaesthetic chart is a tool 
to develop situation awareness, act 
as an aide-mémoire, illustrate phases 
of surgery, allow immediate reflective 
practice, and assist list management.

Progress tracking
The paper anaesthetic chart has drugs 
prescribed in the left-hand column, 
next to a chart marking units of time 
horizontally. Parameters are recorded 
every five minutes. The paper chart can 
be annotated with events over time, 
creating a visual representation. This can 
assist situation awareness, for example, if 
I mark ‘knife to skin’ and ‘disconnection 
of ureter’ when charting data for 
cystectomies I have an idea of surgical 
progress, this enables me to forecast 
events and provides an appreciation of 
surgical workload. Understanding surgical 
progress facilitates list management.

Through the physical documentation 
of anaesthetic tasks, I have gained an 
understanding of my own performance 
when working in isolation and when 
working with anaesthetists in training. 
I have also used the chart to highlight 
future events – for example, time for 
repeat antibiotics.

Contextual interpretation
A genealogist uses multiple sources 
of information to identify an ancestor. 
Similarly, the anaesthetist will analyse 
parameters in relation to one another, 
building a ‘case’ for the stability of the 
patient and reliability of the data. If 
a low blood pressure appears on the 
monitor but the heart rate, oxygen-
saturation trace and end-tidal CO2 
remain unchanged, this may be 
interpreted as a measurement error. The 
anaesthetist will assess the reliability 
of the reading before acting. Noting 
the blood pressure and heart rate at 
‘knife to skin’ in relation to epidural 
administration provides an indication of 
the analgesic effect. The ability to view 
pieces of information together over 

time assists interpretation. Electronic 
systems dissociate the anaesthetist from 
the chart. Intraoperative interrogation 
of the chart is difficult when actions, 
drugs and parameters cannot be viewed 
simultaneously.

Workload
The assumption that workload is 
decreased must be tested and validated. 
In my experience, the paper anaesthetic 
chart is standard between trusts and 
easy to use. Electronic systems require 
training and practice. The electronic 
chart I have experienced has boxes for 
preoperative assessment information, 
requiring the operator to classify and 
arrange information, identifying where 
each fact should be located. This 
increases workload.

There is an assumption that reading is 
effortless or at least less effortful than 
writing. Reading titles to determine 
where to place information, reading 
multiple drop boxes prior to selection, 
reading lists of drugs, reading to 
de-select items is effortful and occupies 
space in our finite working memory. 
Writing allows thought to be transmitted 
directly onto paper, freeing attention for 
other activity.

New sources of error
Multiple methods for performing 
a single function cause confusion. 
Electronic charts can create new 
sources of error through misreading, 
wrongly clicking, wrongly selecting, or 
failing to de-select information.

Vigilance
Vigilance is a critical skill in anaesthesia. 
Understanding of when, where and how 
to direct attention is developed, using 
observation of the environment, team, 
and patient parameters to build a mental 
model. This understanding is used to 
increase vigilance at key points in the 
surgical process, acting to maintain 
stability – for example, preparing for 

the cardiovascular response to cement 
implantation. Any tool must reduce the 
attentional demands on the anaesthetist.

There is potential for electronic data 
systems to assist learning, research, 
and data sharing across the healthcare 
system. However, I was unaware of 
how much I used the anaesthetic chart 
as a tool until it was replaced by an 
electronic system. I am concerned 
that we do not understand enough 
about our usual practice – ‘work as 
done’ – to determine the requirements 
of such systems. This is an area that 
requires investigation and analysis. 
The Healthcare Safety Investigation 
Branch (HSIB) National Learning 
Report states, ‘there is often little 
understanding of how new technology 
needs to be designed to support 
clinical and administrative workflows’ 
and ‘it is essential that technology is 
evaluated within the environment in 
which it is to be used.’

Implementation of technology needs 
to be a learning activity to understand 
how technology changes performance. 
It may increase variation as a result of 
differing technological capabilities of 
practitioners. The HSIB states that ‘the 
healthcare system needs to identify 
any unintended consequences that 
might impact on patient safety when 
introducing new ways of working.’2

I believe it is imperative that we act 
now to understand ‘work as done’ 
and use this knowledge to identify 
how technology can enhance 
our performance.

References
1 Klein AA et al. Recommendations for 

standards of monitoring during anaesthesia 
and recovery. Anaesth 2021;76:1212–1223 
(bit.ly/3NwZ825).

2 National learning report. A thematic analysis 
of HSIB’s first 22 national investigations. 
Independent report by the Healthcare 
Safety Investigation Branch I2020/016, 
2021 (bit.ly/3LHHyqA).

Bulletin | Issue 133 | July 2022

| 35

https://bit.ly/3NwZ825
https://bit.ly/3LHHyqA


REGIONAL SIMULATION WITH A 
WELLBEING PERSPECTIVE
Dr Emma Phillips, ST5 Anaesthetist, South East Scotland School of Anaesthesia
Dr Edward Mellanby, Consultant Anaesthetist, St John’s Hospital, Livingston
Dr Du Toit De Wet, Associate Specialist Anaesthetist, St John’s Hospital, Livingston
Dr Sarah Cross, Consultant Anaesthetist, St John’s Hospital, Livingston
Dr Rachel Harvey, Consultant Anaesthetist, Borders General Hospital

The 2021 curriculum was implemented in August, with a vision of a learning-
centred approach to training. It recommends simulation for teaching and 
assessment of critical incidents for the Initial Assessment of Competency 
(IAC). We developed and delivered a regional simulation training day for 
all novice trainees in South East Scotland school of anaesthesia (SESSA). In 
addition to fulfilling curriculum requirements, we saw this as an opportunity to 
address wellbeing elements of novice training.

Structure of the day
The simulation training day was 
preceded by a half-day teaching 
session to cover the knowledge 
required, so as to avoid subjecting 
trainees to these events unprepared. It 
was also an opportunity to set the tone 
of psychological safety and reduce 
apprehension about the simulation 
day. Scenarios were written in line 
with the new curriculum and based 
on the Quick Reference Handbook 
(QRH),1 the Anaesthetic Critical Incident 

Drills Teaching Package,2 and expert 
faculty input. They were conducted 
using incremented levels of immersion 
(starting using ‘pause and play’, increasing 
to realtime immersive scenarios). 
Seventeen novice anaesthetists 
attended on 7 October 2021 (out of 
the total of 19 in SESSA). Participants 
had minimal prior experience in dealing 
with critical incidents, and only two had 
attended any previous formal critical-
incident training.

Training programme to 
promote inclusion
Morale among some of the trainee 
body has been low in the past year 
due to the impact of COVID-19 on 
exams, recruitment, training, and 
physical health.3 One definition of 
physician wellbeing is ‘the presence 
of positive physical, mental, social 
and integrated wellbeing experienced 
in connection with activities and 
environments that allow physicians 
to develop their full potentials across 
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personal and work-life domains’.4 
Therefore, wellbeing should not be 
viewed as separate to clinical training, 
but be integrated into it. The feeling of 
inclusion in the training programme is a 
fundamental component of wellbeing. 
Commencing anaesthetic training can 
be a challenging time, and we felt it 
was particularly important to target this 
group to demonstrate that they were 
training in a supportive deanery.

We used enhanced strategies to 
maximise wellbeing and a feeling of 
inclusion in the training programme 
throughout the course. These included:

 ■ a team-building exercise – the 
‘marshmallow challenge’ – to 
promote creative thinking, problem 
solving, and teamwork

 ■ socialising opportunities with fellow 
novice anaesthetists over coffee 
and lunch

 ■ screening of a video of a senior 
trainee discussing their experience 
of a critical incident, emphasising the 
support that was available to them

 ■ ‘goodie-bags’ containing practical 
items to prepare them for going on 
to the on-call rota

 ■ psychological safety was emphasised 
throughout the day, this being an 
underpinning theory of simulation-
based education.

We evaluated the impact of these 
steps using the ‘communities of 
practice’ (COP) framework, with a COP 
being defined as ‘a group of people 
who share a concern or passion for 
something they do and learn how to 
do it better as they interact regularly’.5 
This outlines four components: meaning 
(learning as experience), practice 
(learning as doing), community (learning 
as belonging), and identity (learning 
as becoming). Feedback questions 
were written based on these domains, 
and post-teaching feedback indicated 
higher scores across all areas compared 
with pre-teaching.

Figure 1 Self-assessed preparedness levels 
(1 = not prepared at all; 5 = very prepared)

Participant feedback
We evaluated self-assessed 
‘preparedness’ as a measure of ability to 
deal with critical incidents. Participants 
felt significantly more prepared in 
dealing with critical incidents (p<0.001) 
following the simulation day across 
all measures shown in Figure 1. Free-
text feedback from participants was 
overwhelmingly positive, citing in 
particular the relaxed atmosphere, 
supportive faculty, and content of 
the scenarios.

Future plans and conclusions
The participants now go on to complete 
their IAC, and we plan to perform a 
follow-up evaluation to explore how 
the simulation day has influenced their 
management of critical incidents. We 
are excited by the positive outcomes 
from the course, especially those 
relating to the wellbeing elements as 
this is the first time these have been 
formally integrated into a clinical training 
day in our region. Our key focus is on 
ensuring sustainability of the course for 
our novice trainees and embedding it 
into the SESSA teaching programme. 
As simulation training becomes ever 
more popular, we hope that this work 
may inspire other regions to implement 
similar training days in the future.
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Expansion of Team Anaesthesia in Wales
A NATIONAL HEIW PROJECT
The RCoA State of the Nation report1 outlines the stark reality of the 
challenges facing the future anaesthesia workforce – Wales leads the UK 
nations in its consultant anaesthetist workforce gap at 11.8 per cent and has a 
24 per cent gap for SAS-grade posts. 
The number of patients awaiting surgery 
or procedures continues to climb, 
with more than 680,000 needing 
preparation for surgery in Wales. 
Despite significant Welsh government 
investment in additional core, ACCS 
and higher-specialist training posts 
from August 2020–2022, a medically 
trained anaesthetic workforce will not 
meet the service demand in the pressing 
timescale needed. Before COVID-19, 
Health Education and Improvement 
Wales (HEIW) recognised the immediate 
need to expand the team of healthcare 
professionals to safely support and 
deliver anaesthesia services in Wales. 
Since the arrival of COVID-19 the need 
to meet this challenge is greater than 
ever for recovery in NHS Wales.

Following a successful national 
implementation project for the training 
of physician associates, a working 
group was formed in November 2019 
to scope the potential for an equivalent 
national anaesthesia associates (AAs) 
training programme. Medical/clinical 
director and HR representatives from 
all sites joined with RCoA, HEIW, 
and medical anaesthetic trainee 
representatives, with the head of 
school as chair.

Hywel Dda University Health Board, 
which covers four acute hospital 
sites in West Wales, had long been 
an advocate of AAs in the team, 
having trained and employed eight 
AAs since 2009. They, like many 
other UK hospitals, took the decision 
independently to invest in this 
option to expand their anaesthesia 
team. Contribution from this local 
AA group was integral to the HEIW 
working group. Their experience 
and passion for their duties and for 
the care of patients was very evident 
during discussions, answering many 
of the perceived barriers by the 
more reticent group members and 
the medical-trainee representative. 
They shared agreed local standard 
operating policies and a governance 
framework to assist business-case 
preparation to move forward.

Perceived barriers to adopting local 
AA training and employment centred 
around governance, cost, out-of-hours 
working, depletion of the current 
ODP/anaesthetic nursing workforce, 
and the training conflict with medical 
anaesthetic trainees. Undoubtably 
AA training and employment comes 
at a cost – it is not an inexpensive 

option, but reflects the degree of 
expected responsibility. The cost 
benefit comes from service efficiency. 
A survey of all school anaesthetists 
in training was undertaken to explore 
concerns. Responders who had never 
worked with AAs were fearful and 
saw a potential threat to training and 
career progression, whereas those 
with experience of working with AAs 
considered that they only enhanced 
their training during their placement. 
The old adage – ‘you’ve got to try 
something before you buy’ – rings true.

Scope of practice
Every AA works within the agreed RCoA/
Association of Anaesthetists Scope 
of Practice.2 However, the scope of 
responsibilities allows every department 
to tailor their AA duties for perioperative 
efficiency. The range of services 
provided is not exhaustive and varies 
according to service demands. A few 
examples from local practice include: 

 ■ 2:1 theatre working delivering 
general anaesthesia or neuraxial 
block when indicated

 ■ 1:1 support for high-turnover 
operating lists
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 ■ unscheduled CEPOD/trauma 
support

 ■ pre-assessment clinics

 ■ vascular access services

 ■ training and development in fascia 
iliaca blocks, among other blocks.

AAs are also involved in leading quality-
improvement projects and submitting 
data to NELA, SNAPs and the Trauma, 
Audit and Research Network (TARN). As 
permanent members of a department, 
they bring a stability mirrored by the 
consultant and SAS-grade doctors.

Training of anaesthesia 
associates
Entry to the AA postgraduate diploma 
training scheme is permitted from a 
healthcare professional background 
or as a clinical scientist following 
completion of an undergraduate 
biomedical degree. University of 
Birmingham and University College 
London currently offer the postgraduate 

AA diploma, with a curriculum delivered 
predominantly by workplace-based 
training and assessment over 27 months 
to meet future GMC AA regulation 
requirements.

The way forward
Following an interactive stakeholder 
event in February 2020, where the 
workforce challenges, AA training 
and AA experience presentations 
from Hywel Dda Health Board and 
North Bristol and Exeter Trusts were 
shared with a wider audience from 
all Welsh health boards, the business 
case and recommendations to support 
the training costs of six AA trainees 
(circa £12,500 per AA) was approved 
by HEIW and the Welsh government 
later in 2020. Recruitment would be 
coordinated and salary costs would 
need to be met by the employing health 
board, with two new health boards as 
keen AA training adopters. The central 
HEIW support for AA training costs and 

a coordinated approach to teaching 
and curriculum delivery across sites is 
a core part of the national plan. Like 
everything else in life since, COVID-19 
has interrupted the implementation plan 
as interested ODPs and anaesthetic 
nurses were deployed to critical care 
and ward areas and elective-list training 
disappeared. But we’re back on track 
for 2022 and the first HEIW AA recruits 
start their training this autumn.
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A greener anaesthesia 
department: next steps
Dr Rebecca Taylor-Smith, Chief Sustainability Officer’s Clinical Fellow, Greener NHS National 
Programme rebecca.taylor-smith@nhs.net

Dr Sophia Lentzos, Chief Sustainability Officer’s Clinical Fellow, Greener NHS National 
Programme

With a growing realisation that the climate emergency is a health emergency, 
let’s explore where anaesthetists can make the biggest impact. Desflurane and 
nitrous oxide contribute the most to theatre carbon emissions, but there are 
many additional areas we can influence.

The national picture
In October 2020, the NHS appointed its 
first Chief Sustainability Officer, Dr Nick 
Watts. The Delivering a Net Zero NHS 
report1 was then published; this sets out 
how the NHS plans to meet its ambitious 
targets for achieving 'net zero' by 2045.1

The Greener-NHS Team was formed 
to build on the great work from the 
Sustainable Development Unit at 
NHS England and NHS Improvement. 
This team is working on each area 
set out in the report – from transport 
to food. Medicines is one such 
workstream (accounting for 25 per 
cent of the NHS carbon footprint), and 
this includes anaesthetic gases and 
inhalers. Decarbonising the NHS supply 
chain will make a significant contribution 
towards reducing carbon emissions from 
both medicines and theatre equipment.

Anaesthetic gases
The good news

 ■ Desflurane usage has steadily 
decreased, from 23.7 per cent by 
total volume of anaesthetics in 2018 
to 5.4 per cent in 2022. Did you 
know that you can look up your 

trust’s figures and see how you 
compare with the national average 
on the Greener-NHS Dashboard?2

 ■ As desflurane is the most 
environmentally harmful 
anaesthetic gas, the 2022/2023 
NHS standard contract states that 
hospitals must reduce their use 
of desflurane to less than 5 per 
cent of all volatile anaesthetics 
by volume.

 ■ Volatile Capture technology, 
preventing exhaled volatile from 
entering the scavenging system, 
is being piloted at a number of 
sites across the UK. This may 
present an opportunity for re-use 
of captured volatile agents in 
the future in a move to a circular 
economy for volatiles.

 ■ The Nitrous Oxide Project3 has 
increased awareness of the vast 
quantities of nitrous oxide that 
go to waste every year in NHS 
hospitals. Initial sites undertaking 
the project found that their clinical 
usage accounted for less than 5 per 
cent of the nitrous oxide ordered. 
Waste occurs through leaking pipes, 
expiring cylinders or theft.

 ■ Nitrous oxide cracking technology 
is being trialled. Reducing 
wastage and considering 
alternatives are the first steps, 
but this may be a promising 
development for areas such as 
obstetrics, where mixed nitrous 
oxide use will continue.

Next steps
 ■ Log on to the Greener-NHS 

Dashboard and assess your 
departmental desflurane usage. If 
you’re one of the few using more than 
5 per cent consider implementing 
departmental education and other 
measures4 to reduce it.

 ■ Assemble your dream-team to 
do a nitrous oxide waste review5 in 
your hospital.

Beyond anaesthetic gases
 ■ While we get through a lot of 

single-use plastic and waste, this 
makes up a small part of our carbon 
footprint compared to energy 
usage and equipment. Consider 
the 5Rs – reduce, re-use, recycle, 
rethink, research.
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 ■ Can you move from single use to 
reusable options? Some departments 
use reusable laryngoscopes or 
have moved to reusable video-
laryngoscopes by default.

 ■ Involve your surgeons – there may 
be surgical instruments and sets 
that can be reusable rather than 
single use. Reusable drapes and 
streamlining single-use sets can 
be valuable exercises in reducing 
carbon footprint.

 ■ For instruments that cannot be 
re-used, consider other options 
for a circular economy such as 
remanufacturing6 single-use 
instruments or recycling sharps 
and laryngoscope blades to make 
other materials.

 ■ Assess your energy usage. Are all 
theatres left fully lit overnight? Could 
you turn off the anaesthetic gas 
scavenging systems out of hours? 
Could you use conductive rather 
than convective heating?

Outside of the  
operating theatre

 ■ As anaesthetists, we work in so many 
areas of the hospital and can apply 
a sustainability lens to everything 
we come across. Consider how 
you can provide excellent care 
that is right for the patient but that 
also uses resources sustainably, for 
example, condensing the number 
of pre-op appointments where 
possible, or ensuring that asthma 
is well controlled preoperatively 
leading to fewer potential 
complications and fewer or lower-
carbon inhalers used.

 ■ Each trust and integrated 
care system must now have 
a sustainability lead at board 
level and a Green Plan detailing 
how they will meet the NHS net-
zero ambitions and adapt to the 
changing climate. Make friends 
with your sustainability lead, 
they will have contacts all over 
the hospital who can help you 
achieve green change.7
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WORKFORCE SURVEY 2022
As we struggle to manage the pandemic elective surgical backlog, workforce 
shortages are centre stage. This is unsurprising as successive RCoA censuses 
before the pandemic demonstrated a worsening shortfall of anaesthetists.
To assess whether this position had 
changed, the RCoA carried out a 
workforce survey of anaesthesia 
departments across the UK at the 
beginning of 2022. The survey 
provided data from 144 trusts and 
health boards, representing an 84% 
response rate. This is lower than the 
97% achieved in the 2020 census,1 and 
this probably reflects the current high 
workload of our clinical leaders. The 
data showed a similarly poor workforce 
position, with 85% of departments 
reporting at least one consultant or 
SAS doctor vacancy. There were 661 
funded consultant vacancies, lower than 
the 680 noted in the 2020 census but 
from a smaller sample size. This gap 
is even more worrying if we consider 
the additional aspirational gap – the 
number of additional staff that clinical 
leaders would want to employ to 
ensure all their gaps were covered, but 
for which they don’t yet have funding. 
In 2020, clinical leaders wanted an 
additional 113 SAS doctors and 374 
consultants. Just two years later, from a 
smaller sample, these figures have risen 
to 185 SAS doctors and 551 consultants. 

This represents an increase in the 
‘real’ (funded plus aspirational) gap for 
consultants from 11.8% to 13%.

In 95 departments, at least one 
consultant job (mainly general and ICU 
jobs) had been advertised but not filled. 
Reasons for failure to appoint included 
a lack of applicants (37%) and a lack of 
appropriately trained applicants (32%), 
suggesting an inadequate pipeline 
supply of trained anaesthetists. There 
were no signs of an improving position.

In the light of widespread workforce 
pressures, NHS England and NHS 
Improvement wrote to senior leaders in 
England with actions to enable them to 
manage the challenge of the pandemic 
elective recovery. The letter confirmed 
that numbers of training places for 
anaesthesia and critical care clinicians 
would increase; this is welcomed, but 
does little for the current crisis. Other 
potential options to increase capacity 
included lifting the cap on consultant 
job plans and allowing them to work 
in excess of 12 PAs. This is already 
happening by default as colleagues 

perform additional lists outside their 
contracted hours, but by formalising 
and encouraging this arrangement 
we run the risk of facilitating fatigue, 
burnout, and poor patient care.

The letter also confirmed that in 
2022/2023 additional funding would 
be in place to grow the number of 
anaesthesia associates (AAs). However, 
for this to happen requires a change 
in direction for many departments of 
anaesthesia. The 2022 survey revealed 
that 77% of respondents had no plans 
to recruit AAs. The dominant themes 
were a perceived lack of an appropriate 
case mix, concerns about regulation, 
competition with anaesthetic trainee 
supervision and training, and the 
inability of AAs to prescribe or cover 
on-call work, and included several 
comments that there were reservations, 
resistance, and a lack of enthusiasm 
within their department. It is therefore 
unsurprising to see that the proportion 
of AAs remains low at around 1.5% 
of trained anaesthesia providers. By 
comparison, in the US in 2019 certified 
registered nurse anaesthetists (similar 
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to AAs) made up 59% of anaesthesia 
providers.2 The very much greater use 
of a non-medical workforce in the US, 
which has a broadly similar appetite 
for risk, suggests that some of the 
concerns of clinical leaders in the UK 
are manageable, but this will require 
regulation, safety data, and clear 
guidance on how to manage their 
training and scope of practice.

The letter also suggested that 
those colleagues who were 
considering retirement and those 
who had recently retired should be 
encouraged to return to work. Roles 
should be created that reflected 
their experience, skills, and personal 
preferences as well as the needs of 
the service. The 2022 survey asked 
about retire and return. Responses 
showed that it was already embedded 
practice in many units, presumably as 
a response to workforce pressures. 
Colleagues were encouraged to 
return after retirement by offering 
flexible part time roles in lower acuity 
work without on-call responsibilities. 
Reasons for retirement were similar 

to the 2020 census, including 
reaching a pensionable age, ability 
to retire comfortably financially, 
and pension tax changes.

The results from this most recent 
workforce survey demonstrate that 
anaesthesia still has a very significant 
workforce challenge with widening 
gaps and an inadequate pipeline 
supply. There were no signs of an 
improving position and there is 
increasing pressure on us to do more 
work for longer. Greater use of AAs 
appears inevitable as there is no other 
source of anaesthesia providers, but 
for that to happen will need a hearts 
and minds campaign to demonstrate 
their value and safety.
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A novel approach to 
teaching Human Factors 
in healthcare
Captain Dave Fielding and Captain Alex Jolly, Airline Pilots

A sound understanding of Human Factors (HF), or non-technical, skills has been 
increasingly recognised as the key to the successful management of time-critical 
anaesthetic and medical emergencies. Traditionally, HF teaching has adopted a 
‘Work As Imagined’ approach, through workshops and online courses.1 Crucially, 
there is often a missed opportunity to practise newly acquired HF skills within a 
psychologically safe operational setting before returning to a patient-facing role.
HF teaching in aviation and its 
practical application in flight training 
as part of a systems approach is well-
established, and within healthcare 
there is a longstanding appreciation 
of this. Among the pilot community, 
there is huge admiration for the work 
of Martin Bromiley who lost his wife 

in 2005 due to human error during 
a routine ENT procedure. Arguably, 
his subsequent promotion of the 
importance of HF in healthcare and the 
formation of the Clinical Human Factors 
Group was a pivotal moment in raising 
awareness of the application of HF and 
improving patient safety.2

During the pandemic, the presence 
of airline pilots volunteering in 
‘decompression’ lounges at the 
Whittington Health NHS Trust 
provided an opportunity to explore an 
interprofessional approach to HF. Aware 
of their training background in crew 
resource management, an ED education 
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fellow invited Captain Alex Jolly and 
Captain Dave Fielding to observe non-
technical team skills displayed during 
multidisciplinary team multispecialty 
in-situ simulation sessions.

After a 20-simulation trial, the 
WingFactors ‘Pilot Sim’ programme was 
born, delivering both an immediate ‘hot’ 
debrief and a post-simulation write-up 
to complement the technical learning 
points provided by the faculty.3 HF 
feedback centred around four key areas: 
communication, situational awareness, 
workload management, and decision-
making. This formed the basis for a 
standardised matrix of HF competencies, 
mirroring the evidence-based training 
approach within the aviation industry.4

Participant feedback was unanimously 
positive, leading to the formation and 
expansion of the WingFactors ‘Pilot 
Sim’ programme across multiple NHS 
trusts. It quickly became apparent that 
high-acuity trauma and time-critical 
anaesthetic scenarios presented the 
best opportunities for pilots to observe 
team interactions and the application of 
procedures and checklists in a stressful 
environment – none more so than a 

‘cannot intubate, cannot oxygenate’ 
event. Aware of the work being 
done at the Whittington Hospital, HF 
advocate (and private pilot) Dr Andrew 
Levison invited WingFactors to attend 
anaesthetic simulations at Wexham 
Park Hospital, leading to a trust-wide 
multispecialty rollout of the programme 
across Frimley Health.

To date, the ‘Pilot Sim’ team have 
attended more than 140 in-situ 
simulations, with 94 per cent of 
participants reporting that their 
understanding of HF principles 
improved following simulation, and 
90 per cent feeling more confident 
going into an emergency scenario 
having attended a pilot-observed sim. 
Additional benefits include trusts using 
a separate incident-reporting system 
channel to highlight Latent Safety 
Threats identified in simulations. This 
normalised a ‘just culture’ of reporting 
‘near misses’ to activate positive 
changes to hospital systems.

The recent launch of the NHS 
Patient Safety Strategy, and its 
drive towards a systems approach 
of learning from incidents and 

improving understanding of HF, 
reinforces the importance of this 
novel collaboration.5

WingFactors’ ‘Pilot Sim’ programme 
has been awarded GAMC ‘Airway 
team of the year’ 2021, ‘Best response 
to Healthcare up to 15m turnover’ at 
the COVID-19 awards, and ‘Highly 
Commended’ by the Health Service 
Journal in the category ‘Best Education 
Programme for the NHS 2021’.
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NHS Foundation Trust
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SWAOC: ‘FROM LAMPS TO JOINTS’
In March 2022, the South West Ambulatory Orthopaedic Centre (SWAOC) 
opened in the former NHS Nightingale Exeter Hospital. SWAOC joins a 
medical imaging hub, as well as ophthalmology and rheumatology services 
on the site. The Nightingale Exeter originally opened in July 2020, housed 
on the site of a vacant Homebase store as part of the national pandemic 
emergency response strategy. 
During the pandemic it provided care 
to more than 250 COVID-19-positive 
patients; however its legacy will now 
live on. This is the only example in 
the UK that we are aware of where a 
Nightingale site is continuing afterwards 
as a healthcare facility aimed at tackling 
the huge backlog of elective work.

The repurposing of the Nightingale 
Exeter was a large multidisciplinary 
project, clinically lead by Dr Mary 
Stocker (consultant anaesthetist) 
and Mr Jonathan Howell (consultant 
orthopaedic surgeon). The unit offers 
treatment to people from four Devon 
hospitals (North Devon District 
General, Royal Devon & Exeter – 
now collectively the Royal Devon 
University Healthcare; Torbay & South 
Devon and University of Plymouth) 
as a collaborative Devon Integrated 
Care System venture. Development of 
SWAOC required installing two new 
operating theatres, staff recruitment, 
and the development of patient 
resources. SWAOC’s primary purpose 
is to tackle the high numbers of hip 
and knee replacement surgeries on 

the Devon waiting list. The ethos of 
the unit has been trying to help as 
many patients as efficiently as possible 
and to deliver lower-limb arthroplasty 
surgery on an ambulatory basis for 
all. We hope this will become a 
nationally adopted model.

The co-morbidity threshold that the 
unit can accept is set at ‘the absence 
of planned high care requirement’ 
due to the lack of this resource on 
site. Examples of patients the unit has 
cared for include those with diabetes, 
chronic obstructive pulmonary 
disease and BMI 50 or above. No 
upper age or weight limits apply to 
the unit. Patients are screened using 
standard pre-assessment processes and 
a traffic light system applied whereby 
those who require high-dependency 
care will be listed for treatment in 
their local hospital.

As Clinical Pathway and Anaesthetic 
Lead for SWAOC, I researched and 
designed the care pathway and 
produced the patient information 
resources. The care pathway aims 
to fully optimise recovery and 

wellbeing at every stage and draws 
on expertise from colleagues in 
various high-performing centres 
around the UK. Acknowledgement 
must be given to North Devon 
District Hospital, Calderdale, Fife and 
Northumbria Care Trust, as well as my 
own trust’s experience in day-case 
joint arthoplasty.1–3

The SWAOC care pathway 
recommends a short-acting spinal 
anaesthetic in combination with 
surgical local anaesthesia infiltration, 
and for knee surgery the inclusion 
of distal-motor-sparing regional 
anaesthesia (proximal adductor canal 
and iPACK blocks – injection between 
the popliteal artery and the capsule 
of the knee). Patients receive either 
none or minimal sedation. General 
aspects of Enhanced Recovery are 
built in, such as use of preoperative 
protein/carbohydrate drinks, minimised 
fasting periods, routine cell salvage 
collection, postoperative energy drink 
and early mobilisation. Data collection 
facilitating regular systematic audit 
is fully integrated.
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Since the pathway’s introduction we 
have surpassed our own expectations 
of what can be achieved in terms of 
short-stay orthopaedic surgery. In the 
month since the unit has opened, 64 
patients have been treated, and 50 per 
cent of these have been discharged 
as day cases on the same day as 
surgery. These include afternoon cases 
operated on by surgical trainees 
who have still achieved same day 
discharge. 100 per cent have been 
discharged by the next morning on 
day one. Patient and staff feedback has 
been rated as outstanding.

A lamp representing hope and care 
is considered a symbol of Florence 
Nightingale’s work during the Crimean 
War. On a site that previously sold retail 
lighting, the Nightingale Exeter’s legacy 
will continue as a symbol of hope for 
the patients of Devon, beginning to 
tackle the elective backlog and bring 

relief to patients and healthcare systems 
locally. It has allowed us to enact real 
change and quality improvement. We 
estimate that up to 90 per cent of 
patients could be suitable for this type 
of pathway; there will always be some 
for whom high care facility support is 
required. Current Getting it Right First 
Time recommendations suggest that 
we should be aiming for an average 
length of stay for total hip/knee 
arthroplasty procedures of three days 
or less. However, if for 90 per cent of 
patients the average length of stay was 
one day or less, this would dramatically 
shift the landscape of arthroplasty care. 
Perhaps going forwards, this could 
become the ‘new normal’?
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The new standardised operating procedure 
to prevent wrong-side block:

‘PREP, STOP, BLOCK’
Dr Nat Haslam, Consultant Anaesthetist, South Tyneside and Sunderland NHS Foundation Trust
nhaslam@doctors.org.uk

Dr Nigel Bedforth, Consultant Anaesthetist, Nottingham University NHS Trust; Honorary 
Associate Professor, University of Nottingham
nigel.bedforth@nuh.nhs.uk

Professor Jaideep J Pandit, University of Oxford
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In 2018 the newly created Health Safety Investigation Branch (HSIB) invited 
the Safe Anaesthesia Liaison Group (SALG) to formulate a standard, national 
policy to prevent wrong-side regional anaesthetic block. The resulting 
working party had representation from Regional Anaesthesia-UK (RA-UK), 
the Faculty of Pain Medicine, RCoA Simulation, NHS Improvement, and 
also human factors experts.
The deconstruction of the ‘Stop Before 
You Block’ (SBYB) process into three 
explicit steps – Preparation, Stop and 
Block (Prep–Stop–Block) – is the 
result of the working party discussions, 
evidence gathered via an RA-UK survey, 
trials across several UK centres, and 
data from a series of 20,000 blocks at 
South Tyneside and Sunderland NHS 
Foundation Trust.

What was the problem 
with the original SByB 
process?
Devised by the Nottingham group in 
2010, the original SBYB campaign, 
with its catchy title, became 
widely established across the UK. 
Unfortunately, the incidence of  
wrong-side blocks remained 
doggedly at around 1 in 6,250 
over the years.

The original SBYB poster stated that 
the Stop moment should take place 
immediately before needle insertion. 
However, later research indicated that 
this was widely misinterpreted, the check 
often being conflated with the WHO 
‘sign in’ and performed up to 45 minutes 
before block placement. Local variation 
led to several dozen standard operating 
procedures (SOPs). Some trusts adopted 
warning stickers (which may become 
displaced); some marked the limb to be 
blocked, while others acted as a warning 
not to block that side. There was no 
single framework enabling consistent 
analysis of any wrong-side blocks.

How does the new 
approach differ?
The new approach is presented as an 
SOP to be applied nationally. While the 
SBYB ‘brand’ is retained, the process 

of performing a block is deconstructed 
into three discrete steps: Prep, Stop, 
Block (Figure 1).

Step 1: ‘Prep’: Preparation
After the WHO ‘Sign In’ on arrival 
of the patient in the anaesthetics 
room (before or after general 
anaesthesia), the ‘Blocker’ (person 
who performs the block, commonly 
an anaesthetist) prepares the local 
anaesthetic and places the labelled 
syringe and nerve-block needle in a 
dedicated tray/container. This is then 
handed over to the Assistant, out of 
the Blocker’s immediate reach. The 
Blocker and Assistant position the 
patient and equipment in the final 
position ready for the block and may 
perform a preliminary ‘pre-scan’ with 
ultrasound. The Blocker dons gloves 
and prepares the site for the block. 
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Where drapes cover the surgical site 
mark, the Assistant should ensure 
they can later reveal the mark for 
the Stop moment.

Step 2: Stop moment
The Stop moment is a two-person 
step that happens only after 
Preparation is complete and thus 
immediately before needle insertion. 
When ready, the Blocker formally 
announces this using a consistent form 
of words: ‘I’ve completed my prep; let’s 
Stop Before You Block’. The Assistant 
similarly should reply: ‘OK, let’s Stop 
Before You Block’. Together, Blocker 
and Assistant should then check the 
block side by viewing the surgical site 
mark and verbally confirm the correct 
side; the Assistant reconciles this with 
the consent form. If the patient is awake 
and unsedated, they may also confirm 
that the side is correct.

Step 3: Block
Only when the correct side is 
confirmed does the Assistant hand the 
tray to the Blocker. The Blocker then 
immediately performs the block. Any 
delay in handing back the tray and/or 
performing the block should require 
the Blocker and Assistant to restart the 
SBYB process at Step 1. This restart 
is to recreate a situation in which the 
block immediately follows the handing 
of tray from Assistant to Blocker. 
Restart might be at the very start of the 
Preparation stage (for example, if the 
site has become contaminated) or later, 
but will always involve first handing the 
tray back to the Assistant.

Further details
The full SOP includes a section on 
‘frequently asked questions’, which 
discusses many of the contexts in which 
blocks are inserted – for example, out-
of-theatre locations, blocks performed 
after surgery, blocks with no surgical 
site mark, or blocks close to the midline. 

The new SOP also forms the core of an educational package for the training 
of all healthcare staff involved in block placement, consisting of the full SOP, 
a new Prep–Stop–Block poster, demonstration video, and full Anaesthesia 
editorial. These materials are available to view and download on the SALG and 
RA-UK websites (via the poster’s QR code link).

Figure 1 Stop Before You Block
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ACTION ON 
FITNESS 
TO PRACTISE 
COULD HELP 
SAVE LIVES
The disturbing findings of a  
GMC report into doctors who  
died by suicide while under  
investigation or monitoring  
highlight the urgent need to  
reform the regulatory process.  
Medical Defence union (MDu)  
chief executive, Dr Matthew lee,  
who has a background in  
paediatrics and anaesthetics,  
explains why.
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MDU members tell us that undergoing 
a GMC investigation is one of the most 
difficult experiences of their professional 
lives. The stress of being under scrutiny 
during a lengthy and potentially career-
ending process is unsettling for anyone, 
but it is particularly traumatic for doctors 
whose mental health is already a 
concern or for those who do not have a 
support network.

To its credit, in recent years the GMC 
has been transparent about the deaths 
by suicide of doctors while they are 
under investigation. In December 2014, 
it commissioned an independent review 
of 28 cases of suicide, and suspected 
suicide by doctors involved in its 
fitness to practise procedure between 
2005 and 2013. The Horsfall report 
(bit.ly/3PRdcp7) found that involvement 
with the regulator was one of several 
risk factors for suicide, particularly in 
cases of multiple jeopardy (concurrent 
investigations by different bodies). In 
2018, the GMC introduced a formal 
process for recording and investigating 
cases of doctors who die while under 
investigation or monitoring.

The GMC has committed to releasing 
these statistics annually and the first 
report (bit.ly/3wYd0gh) was published 
in March 2022. It showed that 29 
doctors sadly died during a GMC 
investigation or period of monitoring 
between 1 January 2018 and 31 
December 2020; five of these were 
known to have died by suicide.

Risks for anaesthetists
Given the risk of identification, the 
GMC has not published the specialties 
of the doctors concerned. However, 
anaesthetists are believed to be at 
greater risk of suicide than other 
specialties. A survey looking at suicide 
among anaesthetists (bit.ly/3lWU23m) 
by the Association of Anaesthetists, 
which was published in 2019, found that 
‘1,397 respondents out of 3,610 … had 
first-hand experience of a colleague’s 

suicide’, and that almost one-third of 
these had experienced more than one 
case. It counted 1,916 suicides in total, 
mainly by drug poisoning, although 
some might be duplicates. Of these, 
a patient complaint/adverse outcome 
and subsequent investigation by the 
GMC or police was believed to be a 
contributory factor in 131 cases.

The Association produced guidelines 
on suicide (bit.ly/3ado6VW) in order 
to raise awareness, recommend safe 
responses to those in distress, and 
support others in the aftermath of 
a colleague’s suicide. It included a 
number of theories to explain the 
link between anaesthetic practice 
and suicide, including ‘access to and 
knowledge of potentially lethal drugs 
and means of administration; the 
particular stresses of working within the 
specialty; and the personality type of 
doctors entering anaesthesia’. It noted 
that anaesthetists are exposed to ‘the 
ever-present risk of serious adverse 
patient outcomes’ which can be 
devastating to all the clinicians involved.

Recommendations include identifying 
a mental health lead within anaesthetic 
departments, education about suicide 
and safe interventions, and encouraging 
individuals with suicidal ideation to 
draw up a ‘safety plan’ with strategies 
for dealing with stressful situations and 
contact details for support.

Impact of the pandemic
Since then, the pandemic appears 
to have caused more mental health 
problems for anaesthetists, who provide 
the bedrock of care in intensive care 
departments. At the height of the 
crisis they were often overwhelmed 
with very sick patients and commonly 
exposed to traumatic situations. The 
GMC’s latest report into the State 
of medical education and practice 
in the UK (bit.ly/3a6InMK) showed 
that the proportion of anaesthetists 
in training at high risk of burnout had 

increased by five percentage points 
between 2019 and 2021, compared 
with one percentage point for those 
in emergency posts. A snap survey by 
the College (bit.ly/RCoA-SnapSurvey) 
in early 2021 found that 34 per cent of 
respondents reported poor or very poor 
mental health caused by the pandemic.

Action by the GMC
The GMC has introduced measures 
to support those under investigation 
(bit.ly/3M1fIpB) and recently updated 
its guidance for decision makers 
(bit.ly/3GyiqBM) in recognition of 
the challenging circumstances of 
the pandemic.

The regulator has been able to make 
limited reforms to improve its fitness 
to practise procedures, such as the 
introduction of provisional inquiries and 
consensual disposal of cases. However 
it is constrained by outdated legislation 
when it comes to making the process 
fast, fair and non-adversarial.

Back in March 2021, the government 
published proposals and a timetable 
for reforming the regulation of doctors, 
including the creation of a three-tier 
fitness to practise process comprising 
initial assessment, examiner stage, and 
panel hearing. This would allow more 
cases to be appropriately resolved at an 
earlier stage. We are still waiting for the 
legislation to see the light of day, and 
for every week that passes there will be 
more doctors subjected to a potentially 
harmful ordeal.

After the pressures of last two years, the 
welfare of doctors has become a priority 
for everyone that cares about the long-
term future of UK healthcare. It should 
be a priority for the government too.

The MDU’s dedicated health and 
wellbeing hub (bit.ly/3N2S8u7) 
provides information on resources and 
support for doctors, including our Peer 
Support Network for MDU members.
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AS WE WERE...
A first
The patient exited the ward to the applause of the staff; she was wearing a 
smile brighter than the sun. Even the guards on the gate had been forewarned 
that a procession would pass at midday. How very different her departure was 
from her arrival at the British Military Hospital, Dhahran, Nepal.
She had been carried in a woven basket 
for six days from the high Himalayan hills 
by a porter hired for five rupees a day.

On a normal day the guards admitted 
the first hundred Nepalis to the hospital, 
but this one, a young girl without a 
tubercular cough, was immediately 
recognised as being different. She 
was taken directly to the physician's 
consulting room.

He was a senior physician with a lifetime's 
experience of tropical medicine. We, 
the medical staff – physician, surgeon 
and myself (anaesthetist) – could 
diagnose TB at 50 yards and the 
anaemia of hookworm (as low as 3g/
dl) as patients staggered into the cliinic. 
But this girl's pathology – her name 
was Sushma – did not fall into either of 
these categories.

My initial meeting with Sushma was 
30 minutes later when the hospital 
‘runner’ came and told me that 
the Dr Sahib would like me to go to 
his room.

This I did and, once the formal 
introductions to her father (a wartime 
ex-Ghurkha), had been made, I was 
invited to apply my stethoscope to 
Sushma's heart,. For the very first 
time in my clinical career I clearly 
heard an opening snap and a mid-
diastolic murmur.

In 1977 in England, the echocardiogram, 
and much else, was in the research 
laboratory alongside the MRI. In 
Nepal, clinicians had the educated 
finger for the pulse, a mercury 
sphygmomanometer, an old Watson 
X-ray machine, the all-encompassing 
clinical eye, and a basic laboratory 
where the commonest request was 
for a faecal OCT.

As I glowed in the congratulations 
offered by Dr Sahib, the surgeon 
arrived. He had, as I had, served in the 
parachute brigade and had retained 
the ‘think airborne’ approach to any 
and all difficulties. He had trained in 
London and felt equally at ease with 
an arthrotomy for a torn meniscus 

or a colectomy for carcinoma. I had 
not anticipated his opening remark 
– ’Do we have a Tubbs dilator?’ I 
had completed a cardiac module at 
the Western Hospital, Southampton, 
under Dr John Manners, but had 
never seen this instrument used. 
The next sentence made it clear 
that he intended to dilate Sushma's 
mitral stenosis – ’send a signal to 
London and have one flown out to 
Kathmandu’; hearing these words I 
felt somewhat anxious.

Sushma was admitted for a series 
of preoperative investigations, 
basic but important in the Nepali 
context. In those pre-internet days, 
it was impossible to seek an opinion 
from a tertiary centre.

The surgeon and I held a ‘clinical 
conference’ as to how and when we 
should operate. The Tubbs dilator was 
expected to arrive in 10 days’ time – 
sufficient to optimise her condition. I 
was au fait with the Robertshaw double-
lumen endotracheal tube should it 

Dr Richard Knight 
Retired Anaesthetist
archives@rcoa.ac.uk
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be necesssary to ‘drop’ the left lung, but the ionotropic cardiac drugs and 
equipment used in Southampton were there, not in Nepal.

On the day of operation a pre-med of a half-dose of omnopon and 
scopolamine was followed 30 minutes later by a 16 gauge IV catheter 
insertion. Sushma arrived in theatre propped up and breathing 30 per cent 
oxygen, which was increased to 100 per cent as 5mg of morphine was 
followed by a slow injection of thiopentone to produce loss of eye-lash 
reflex. The von Rechlinghausen oscillotonometer gave me an idea of her 
blood pressure.

Sushma weighed 40kg, but received 100mg suxamethonium followed by a 
laryngeal spray of lignocaine and intubation with the small Robertshaw. I then 
inserted a drum catheter hoping to leave the tip in the superior vena cava. 
Curare was the only long-acting relaxant available: I gave an underdose not 
wishing to ventilate her with an old East Radcliffe on the ward. Anaesthesia 
was maintained with 50:50 nitrous oxide and oxygen via a Fluotec set 
to deliver 0.5 per cent halothane.

Once she was correctly positioned, the surgeon infiltrated the incision site 
and started. Most of the time Sushma maintained a sinus rhythm with runs of 
ectopics but did not go into atrial fibrillation – which I anticipated might occur 
at ventriculotomy. With a finger in the atrium the surgeon pushed the dilator 
into the valve and squeezed the handle. And nothing adverse happened. 
He repeated the dilatation, closed the purse-string sutures, and positioned a 
pericardial drain (we had two units of O Rhesus negative blood, one from my 
wife, in the fridge).

In brief, the postoperative recovery was uneventful. Sushma began by walking 
in the ward then in the hospital grounds; she was thrilled to be able to stroll 
without becoming breathless. A life changing operation.

From the left – Rhesus negative donor, 
porters climbing hillside, basket weaver, 

wading a river and, women carrying 
firewood for cooking.
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NEW TO THE 
COLLEGE
The following appointments/re-appointments 
were approved (re-appointments marked with 
an asterisk).

Regional Advisers Anaesthesia
South East London
Dr Oliver Rose in succession to 
Dr Helena Scott.

College Tutors
East of England
Dr Chegireddy Venkataprasad (Lister Hospital) 
in succession to Dr Sunil Grover.

Dr Siobhan King and Dr Ben Scoones (Ipswich 
hospital) in succession to Dr George Bostock. 

East Midlands
Dr Jyoti Misra (Northampton General Hospital) 
in succession to Dr Mahadevappa Lohit.

Dr Arivan Govindaraj (Kings Mill Hospital) in 
succession to Dr Aravindan Kathirgamanathan.

Dr Mehar Ahson (Leicester Royal Infirmary) in 
succession to Dr Brid Cagney. 

Dr Andrew Ling (Leicester Royal Infirmary) in 
succession to Dr Paramita Ray. 

Dr Anand Padmakumar (Chesterfield Royal 
Hospital NHS Foundation Trust) in succession 
to Dr Chris Medd. 

Dr Vanthana Jayaraj (Leicester General 
Hospital) in succession to Dr Elaine Hart. 

Dr Jessica Flack (Nottingham University 
Hospitals NHS Trust) in succession to Dr Sam 
Bharmal. 

Dr Syma Sunny (University Hospital of Derby 
and Burton NHS Trust) in succession to Dr 
Imogen Sisley.
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Dr Madhur Mehta (Queen’s Hospital, 
Burton) in succession to Dr Adilah Miraj.

KSS & St George’s
Dr Zain Malik (Ashford and St Peter’s 
Hospitals) in succession to Dr Peter 
Gregory.

London 
Barts & the London 
Dr Monica Naik (Royal London 
Hospital) in succession to Dr Sumitra 
Lahiri.

Imperial
Dr Olivia Mingo (Royal Marsden 
Hospital) in succession to Dr Robert 
Self.

Dr Abigail Richardson (Central 
Middesex) in succession to Dr Lliam 
Edger. 

Dr Helen Westall (London North 
West University Healthcare Trust) in 
succession to Dr Julia Richards. 

Dr Nicky Zimbler (Royal Brompton 
Hospital) in succession to Dr Mary Lane. 

South East
Dr Andrew Blevin (Kings College 
Hospital) in succession to Dr Daisy 
Tong.

Dr Sheela Badiger (Guy’s Hospital) in 
succession to Dr Kate Cheeseman.

North West
Dr Mo Akuji (East Lancashire NHS Trust) 
in succession to Dr Karen Butler. 

Dr John Barrett (Blackpool Teaching 
NHS Foundation Trust) in succession to 
Dr Simon Mills.

Dr John Loveridge (Stepping Hill 
Hospital) in succession to Dr Louise 
Evans. 

Severn
Dr Sam Andrews (Cheltenham General 
Hospital) in succession to Dr Hugo 
Hunton.

Wessex
Dr Thomas Hutley (Royal Bournemouth 
Hospital) in succession to Dr Sarah 
Berridge.

Dr Suzanne Coulter (Salisbury District 
Hospital) in succession to Dr Hatty 
Edgar. 

Dr Rachel Ford (Poole Hospital) in 
succession to Dr James Shorthouse.

West Midlands 
Stoke
Dr Prashanth Reddy (Royal Stoke 
Hospital) in succession to Dr Lloyd 
Craker.

Warwickshire
Dr Shefali Chaudhari (George Eliot 
Hospital NHS Trust) in succession to Dr 
Carol Downs. 

West Yorkshire
Dr Robert Jackson (St James University 
Hospital) in succession to Dr Tordoff.

Northern Ireland
Dr Brenda Daly (Belfast City Hospital) in 
succession to Dr Jacqueline McAlinden. 

Scotland 
West of Scotland
Dr Sumit Gajree (Queen Elizabeth 
University Hospital) in succession to Dr 
Roz Hamilton.

Dr Andrew Nath (Golden Jubilee 
National Hospital) in succession to Dr 
David Reid.

*Dr Vanessa Vallance (University 
Hospital Hairmyres).

*Dr Grant Tong (Royal Inverclyde 
Hospital).

*Dr Kathryn Bennett (Wishaw General 
Hospital).

*Dr Gordon Stewart (Forth Valley 
Hospital). 

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

February 2022
Barts & The London
Jennifer Louise Shanks
Kara Bruce-Hickman
Thomas Joseph MediciDUAL ICM

Birmingham
Anna Caroline Musgrave

East & North Yorkshire
Grzegorz GrzelinskiDUAL ICM

East Midlands
Peter Remeta
Sanjivani Sapare

Imperial
Christine Prasadhini Daniels
Daniel SolomonDUAL ICM

Elizabeth Caroline BullenDUAL ICM

Kent, Surrey & Sussex
Paul Robert Oliver CrowestDUAL ICM

Mersey
Tamryn Che Miller
Gregg James Baxter

North Central London
Dineth Andrew Seneviratna
Kunal Ashok Joshi
Panagiota Sceales

North West
Carl Edward Oakden
Max Alexander Clayton-Smith
Sarah Justine Curtis

Northern
Ayman Sanhouri Abdelhamied Mabrouk
Lucy Delali Venyo
Savin Pokhrel
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Northern Ireland
Christopher MurrayDUAL ICM

David Michael McKinney
Gavin David SmithDUAL ICM

Helen Laura Lindsay
Rebecca Sarah Jayne GibsonDUAL ICM

Oxford
Lee Yee Tee
Martin Michael May
Ram Dhotarkar

Peninsula
Alexander Edward CoombsDUAL ICM

Christopher James LeightonDUAL ICM

Helen Rachel Marshall

South East London
Maryam Zaky
William Paul Buxton

South East Scotland
Emma Elizabeth McLaughlin
Iain James Thompson
Robert Stuart

South Yorkshire
Catherine Louise Riley
Joanna Clare Crofton-Martin

Wales
Gareth Iwan James
Hasham AlmeshhedaniDUAL ICM

Maxene Jane MurdochDUAL ICM

Natalya Acres

Wessex
Kate Stoddard
Erica Jolly
Kate Elizabeth Berry

West Yorkshire
Jennifer Alex Firth-Gieben
Anthony Anwar El-Kheir
Benjamin James Wetherell

March 2022
East Midlands
Sachin Doijode Nagaraj
Susan Clare Williams

East of England
Garry Mark Davenport
Alexandra Marie Hogan

Imperial
Eleanor Joan Roderick

Kent, Surrey & Sussex
Lucy Denise Barnes

North & East Yorkshire
Thomas Patrick KellyDUAL ICM

North Central London
Cyrus Razavi
Yohinee Karuna Rajendran

North West
Sarah Elizabeth Blomeley
Sharmin Shohelly

Northern
Louise Samantha Sanderson

Oxford
Rebecca Margaret Medlock

Peninsula
Geoffrey Tavener

South East London
Merate-Kristos Place
Nicholas Jonathan HoareDUAL ICM

South East Scotland
Judith Dickson

St George’s
Amy Veena SangamDUAL ICM

Dale Ross Duncombe

Wales
James Matthew LaversDUAL ICM

Wessex
Edward Huw Wilkins
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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,

Anaesthesia and the English 
language
I enjoyed the article by Dr Doug 
Morgan titled ‘Anaesthesia and 
the English language’ (Bulletin 132, 
April 2022).

Now I’m ten years retired from hospital 
practice, I considered myself ‘old 
school’ when it came to communication 
skills. I didn’t go down the route of 
telling patients every spine-chilling 
rare complication. It never caused me 
a problem. My introduction, aided by 
a rare first name, Rex, which everyone 
seems to remember was: ‘I’m Rex. I’m 
an anaesthetist. My job is to make you 
sleepy and look after you’. This always 
seemed to go down well. Now, in my 
semi-retired life giving dental sedations, 
it’s ‘I’m Rex. I’m an anaesthetist. My job 
is to make it easy for you’.

As for complications, I remember 
standing beside a junior surgeon with a 
young lad who had a damaged spleen 
after going over his bicycle handle bars. 
He went through the complications and 
ended with ‘You could die.’ At that point 
I interrupted with ‘Not on my watch!’

Dr Rex Yetton, Brighton

Dear Editor,

Green versus clean?
While drawing up medication via a 
blunt 18G non-filter needle, a significant 
rubber core was identified in a syringe 
hub (Figure 1). This incident prompted 
further research into methods of 
reducing particulate foreign bodies 
within injectate. I was surprised to find 
that re-using drawing-up needles is a 
risk factor for coring of rubber bungs. 
This sparked some debate among 
anaesthetic colleagues regarding the 
pros and cons of re-using drawing-up 
needles for intended economic and 
environmental benefits.

Increased incidence of coring is 
an example of the unintended 
consequences of straying from best 
practice in order to reduce the negative 
impact of waste within anaesthesia. 
Although evidence of patient harm 
from such events is limited, it would 
be prudent to reduce the risk of 
introducing foreign bodies to our 
patients. The following are modifiable 
factors which increase the risk of coring 
while drawing up anaesthetic drugs:1

 ■ larger needle gauge

 ■ short-bevelled blunt needles

 ■ re-use of drawing-up needles

 ■ more acute angle of insertion to the 
bung

 ■ higher puncture force

 ■ repeated needle punctures of the 
same bung.

Dr Victoria Ormerod and Dr Stephen 
Adshead, Severn Deanery

Reference
1 Causes of Coring and Fragmentation in the 

Field. West Pharmaceutical Services, 23 June 
2014 (bit.ly/3MLP7Ot).

Figure 1
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Research Grants and Awards 
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: 

Nuffield Fund
To fund research, teaching and 
lecturing expenses connected with the 
promotion of the art and science of 
anaesthesia.
Value: up to £2,000

Foundation Fund
To fund lectureships, research grants 
and fellowships related to anaesthesia.
Value: up to £5,000

Eligibility
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 here: 
bit.ly/2SMwey3 

To apply 
Please visit:
niaa.org.uk/RCoA-Small-Grants 
to view the assessment criteria and 
download a copy of the application 
form, which must be emailed 
to the NIAA Coordinator at the 
address below. The deadline for 
applications is 5:00pm on Friday 
9 September 2022.

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

Recipients of the award will have a 
national or international reputation 
in their field.  Their curriculum vitae 
will be consistent with an individual 
who is performing at the equivalence 
of, or is 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 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 
UK. Applications will be considered 
by the Board of the National Institute 
of Academic Anaesthesia and expert 
external advisers. Depending on the 
quality of applications, the review 
panel reserves the right to award 
a Professorship to more than one 
candidate in any given year.

The College welcomes nominations 
for this award from national and/
or specialist societies in anaesthesia 
within the UK. If successful, the title 
of the Professorship will reflect a 
joint award from the College and 
nominating body.

You can read about previously 
awarded Macintosh Professorships 
by visiting the NIAA website here: 
bit.ly/2SMkNGL 

To apply
Please submit a synopsis of your 
proposed lecture, along with a CV 
and covering letter by email to the 
NIAA Coordinator at the address 
below by 5:00pm on Friday 
9 September 2022.

Applications for the above 
opportunities should be sent to the 
NIAA Coordinator, Ms Pamela Hines, 
by email to: info@niaa.org.uk
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RCoA PATIENT 
INFORMATION RESOURCES
patientinformation@rcoa.ac.uk | rcoa.ac.uk/patientinfo

Our resources are available in 23 languages, including 
Welsh. Further information is available online.

Patient information series
A leaflet series to help you prepare for your 
anaesthetic.

Fitter Better Sooner toolkit
The information you need to help guide you 
to become fitter and better prepared for your 
operation.

Children, parents and carers
Different leaflets to read depending on  
your age.

Factsheets
Developed to provide information on a 
number of medical conditions and topics 
relating to anaesthesia.

Easy Read and accessible resources
Information for a variety of audiences and 
individuals with additional needs.

EASY 
READ

Risk leaflets
A leaflet series detailing specific risks 
associated with your anaesthetic.



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

Dr Derek Brunnen, East and North Hertfordshire 
NHS Trust
Squadron Leader Charlotte Bullock, University 
Hospital of Coventry and Warwickshire
Dr Amit Vilas Gadre, Broomfield Hospital
Dr Matt Govier, University Hospitals Bristol and 
Weston NHS Foundation Trust
Dr Nicholas Hoare, Lewisham and Greenwich 
NHS Trust
Dr Natasha Kennedy, Whipps Cross Hospital, 
London
Dr Ashley Parker, Ipswich Hospital

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

Dr John Richard Cole, Sheffield
Dr Gerard Diamond, Cambridgeshire
Dr Andrew Proctor, Canterbury
Professor Horst Otto Stoeckel, Germany
Dr Kalainithi Thillainayagam, Middlesex
Dr Jonathan Secker Walker, Somerset

To submit a Lives of the Fellows form for 
publication on our website (rcoa.ac.uk/lives-
fellows-biography-listings), please contact 
archives@rcoa.ac.uk
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NIAA VACANCY: 
GRANTS OFFICER
Applications are invited for the 
position of Grants Officer for the 
National Institute of Academic 
Anaesthesia (NIAA).

This is a three year fixed term 
appointment, renewable for a second 
term of three years, to strategically 
promote, develop and implement a 
process that will further the vision of 
the NIAA to facilitate high profile, 
influential research. We expect that 
the role-holder could have either a 
clinical or non-clinical background. 

The post holder will provide specialist 
advice to grant applicants, liaise 
with funding partners and specialist 
societies, and act as the outward 
face of the NIAA grants scheme 
including presenting at meetings 
and representing the NIAA on 
external panels.

The role also involves managing the 
NIAA grants process electronically, 
including sending applications for 
peer review and considering conflicts 
of interest, and contributing to the 
NIAA grants administrative processes 
including Researchfish and AMRC 
Peer Review Audit.

The post is supported by the cost 
of 1 period of professional activity 
(1 PA) per week; back-filled to the 
post-holder's employing organisation, 
in order to enable the successful 
candidate to dedicate a minimum of 
four hours per week to the role. 

You can find out more information and 
download a full Job Description and 
Person Specification for this role from 
the NIAA website: bit.ly/3wQoHps 

Deadline for applications: 
Friday 22 July 2022 at 5:00pm.

Interviews will take place 
in August 2022.

BJA Education 
Editorial Board
MEMBERSHIP VACANCIES
The British Journal of Anaesthesia (BJA) invites applications for membership of 
the Editorial Board of BJA Education to commence in 2023. The appointment 
will be for a five-year term in the first instance, renewable for a further five 
years subject to performance.

To be eligible, applicants should be engaged in a substantive academic or 
clinical position, with significant clinical experience in one or more fields of 
anaesthesia, in or outside of the UK.

Applications from individuals with general and sub-specialty interests are 
invited, but we particularly welcome those with specific expertise in vascular 
anaesthesia, paediatric anaesthesia and basic sciences to complement the 
experience of the current Editorial Board.

Applicants should have experience of the editorial process for medical journals 
and in the preparation and submission of high-quality articles for publication.

This role requires significant commitment to the development of the Journal 
and we will expect appointed editors to be able to commit to:

 ■ commissioning and overseeing the submission and review of at least five 
articles per year

 ■ attending and contributing to the three editorial board meetings each year
 ■ assisting the Editor-in-Chief by providing editorial expertise and reviewing 

articles submitted for publication
 ■ ensuring that all editorial tasks and deadlines are met promptly to ensure 

timely publication of the journal.

You can view the job description and person specification for this role here: 
bit.ly/BJAEd_2023

If you are committed, enthusiastic and willing to join a highly performing team 
to further develop BJA Education, please send your application (in the form of 
a covering letter detailing what contributions you would bring to the journal 
(one side A4 maximum) and a brief CV (four sides A4 maximum) that includes 
a list of publications in the past five years) to the Editor-in-Chief, Professor 
Jonathan Thompson, at admin@bja-education.org by 9:00am on Monday 
1 October 2022. The Editor-in-Chief is also happy to be contacted for 
informal discussions about the role before the application date. We plan that 
interviews will be held during the week commencing 17 October 2022 either 
remotely or face-to-face at the College.

British Journal of Anaesthesia is a company limited by guarantee and having no share 
capital incorporated in England and Wales with company number 06410445.

Registered as a charity in England & Wales (number 1121817) and Scotland (number 
SC039825).

Registered Office: Department of Anaesthesia, University of Liverpool, Duncan 
Building, Daulby Street, Liverpool.
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Online | 19–20 October 2022

RCoA, London | 28–30 September 2022

Registration  
OPEN

Aimed at anaesthetists and perioperative clinicians of all grades, these 
events draw together speakers with national and international profiles to 
give updates on anaesthesia, critical care and pain management.
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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.



Online | 19–20 October 2022

RCoA, London | 28–30 September 2022

Revision Courses
Open now until the 
Autumn exams
Primary FRCA 
Online Revision Course

Final FRCA 
Online Revision Course
These courses include:

 ■ video lectures
 ■ Powerpoint presentations
 ■ mock exams
 ■ chat room for discussion 
between trainees

 ■ the opportunity to send in 
questions to lecturers and 
receive feedback.

A Career in 
Anaesthesia
5 October 2022 | Online
This online event is aimed at 
medical students and foundation 
year doctors, and will provide 
practical advice about pursuing a 
career in anaesthesia.

The day will focus on the general 
aspects of a career in anaesthesia, 
providing an insight into life as a 
trainee and consultant anaesthetist. 
There will be opportunities to ask 
questions throughout the day.
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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.



The Essentials
3–4 October 2022 | Birmingham

Leading and Managing Change
21 October 2022 | RCoA, london

Working Well in Teams
16 November 2022 | RCoA, london

Developing World 
Anaesthesia
19 September 2022 
RCoA, london

B O O K  N O W

Hypnosis and Hypnotic 
Communication for 
Patient Anxiety
15 September 2022 
RCoA, london

B O O K  N O W

NEW 
EVENT
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Winter Symposium
1–2 December 2022

Join us online or in person for our annual  
two-day symposium and enjoy a lively  

mix of lectures, debates and  
interactive sessions.

Hybrid event
RCoA london and online

Anaesthesia 2023
16–18 May 2023

Birmingham and online
20% Super Earlybird discount 
Use code ‘EARLY20’ at checkout
Deadline 31 December 2022
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