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Dr Nigel Penfold, Editor

From the Editor
Welcome to the May Bulletin which continues the recent trend of ‘themed editions’ 
this one being devoted predominantly to trainee matters, an extremely appropriate 
given the aims of the College and I am indepted to Jennie Kerr of the College’s Trainee 
Committee for organising a series of four articles which she describes fully in her guest 
editorial, and so I will add no more here.  I urge all trainees to read these no matter 
where you are in your training to open your eyes to the challenges and opportunities 
you have ahead and also consultants to benefit by being conversant with the issues 
concerning your trainees (who of course may well treat you in the future).

In addition, perhaps partially by chance, are further articles related to some of the 
themes picked out in the commissioned trainee articles.  Council member Liam 
Brennan and V-P Debbie Nolan enlighten us on the Shape of Training Review which 
reports soon and which will have considerable impact on all medical training.  Issues 
like the impact of feminisation of the workforce, dermographic changes in our patient 
population, increasing co-morbidity, the length of training and the need for generalists 
against specialists will not have simple solutions, and will generate much debate.  
Also linking into the themed articles, members of the Imperial School describe their 
approach to the introduction to anaesthesia for novices and hopefully this reduces the 
fears and anxieties experienced by many at such a vulnerable period of training.  It is 
not co-incidental that the RCoA will be launching its novice starter pack later this year.  

Other trainee articles in this edition range from the challenges of undertaking an 
advanced obstetric training module while actually experiencing pregnancy first-hand, 
the benefits of undertaking an OOPE in PICU for anaesthetists, and the demands of 
the Diploma in Retrieval and Transfer Medicine.  The Peninsular School have devised 
an innovative way to conduct a collaborative approach to audit and research whilst 
being a rotating trainee.  How tarantulas and a SWARM of Bertie Bees fits into these I 
will leave for you to discover.  

My college hall room when I was a medical student was adorned by a poster of the 
Monty Python ‘Bruce’s Philosophers song’ (well worth ‘Googling’ or ‘YouTubing’ if you 
cannot recite it or indeed unaware of it).  I cannot help but be reminded of this in our 
unplanned secondary theme of pain, which presented itself, when I read our PLG’s  
highly amusing article ‘Sense or Sensibility?’  However read it a second or third time for 
a deeper meaning and no prizes offered for the full name of the philospher descibed 
as J-P!  Our e-LfH article continues a pain theme by highlighting the problem of poor 
pain training in multi-disciplinary education and offers a resource to provide a solution.  
Finally our regular report from the senior College Facualty of Pain Medicine offers a 
source for guidance on commissioning of pain services (topical since I write this on 
a freezing April 1 when CCGs come into existence) and the real problems of chronic 
opioid use in patients with non-malignant pain, the latter not to be under-estimated.

There is of course much more within these pages like the National Laparotomy Audit, 
eLA and CPD, and we welcome readers comments and feedback.  
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Reportage!
‘It’s fine to celebrate success but it is more important to heed the lessons of failure.’ 
[Bill Gates – Founder, Microsoft Corporation, and philanthropist] 

May is a busy time in the College 
calendar and this year is no exception.  
The month starts with our annual 
Diplomates’ Ceremony, although this 
year we have not only changed the day 
of the ceremony but also the location.  
This year’s ceremony will take place in 
the splendour of Central Hall in the 
heart of Westminster and in contrast 
to previous years will be on the Friday 
before the May Bank Holiday weekend, 
hopefully allowing our diplomates and 
their families time to celebrate over the 
long weekend.  In addition, we will be 
awarding College prizes and medals to 
those whose contribution to the work of 
the College and the wider specialty has 
been recognised as being meritorious.  I 
am pleased to welcome Dr Mark Porter, 
Consultant Anaesthetist and Chairman 
of the British Medical Association, as 
our guest speaker at this event.  Mark 
has had a long career in medical politics 
and at a time of so much change and 
upheaval in healthcare, it is most 
appropriate that he should be addressing 
our diplomates who will inherit the 
systems we put in place today.

Meet, think and be merry!
The College Annual Congress is also 
on the move and will take place out of 
London for the first time.  This event 
in its original inception was collocated 
with Diplomates’ Day and as such was 
tied to London as a venue.  With the 
change of arrangements for Diplomates’ 
Day, we had the flexibility to arrange the 
meeting outside the capital and therefore 
it will for this year be in Birmingham on 
16–17 May.  The programme as always 
is diverse in content and offers an array 
of opportunities to populate your CPD 
portfolio.

With regard to CPD, the Academy 
of Medical Royal Colleges (AoMRC) 
has produced generic guidance for 
appraisers and appraisees when 
reviewing a doctor’s CPD activity 
www.aomrc.org.uk.  The guidance 
– developed by the Directors of 
Continuing Professional Development 
(DoCPD) group of the Academy – is 
recommended for use by responsible 
officers in trusts when assessing 
applications for revalidation.  There is of 
course a plethora of advice available on 
the role of CPD in revalidation.  I expect, 
however, that the Academy guidance 
which the College has endorsed, and 
which offers a comprehensive résumé 
of how CPD should be used within 
the umbrella of annual appraisal and 
revalidation, is the one most likely to be 
used as a point of reference by trusts 
and others including the GMC who 
commissioned it.

We need to talk about…
The Francis Report was both long 
in gestation and in length.  Initial 
responses from the healthcare 
community acknowledged the harm 

done to patients and the requirement 
for collaborative solutions.  The report 
itself is nearly 2,000 pages in length – 
the executive summary alone is some 
125 pages long – and has produced 
290 recommendations.  Analysts have 
identified three clear themes within the 
report.  The first is a statutory duty of 
openness and transparency, requiring 
organisations to be honest and accurate 
in the information particularly with 
regard to quality metrics they provide 
to regulators and commissioners 
with a possible sanction of criminal 
prosecution for misrepresentation.  This 
was inevitable given the findings of 
the inquiry.  The second theme is the 
requirement to balance quality and 
finance, reflected in the proposal to 
merge the responsibilities of the CQC 
and Monitor.  The final theme is the 
need to strengthen the quality of care 
provided at ward level.  So what actions 
does the College need to take in respect 
of the inquiry report?  The AoMRC has 
identified 34 of the recommendations 
where specific College or Faculty 
involvement is required and a further 
43 that may involve their input, whilst 
the remaining 213 require no College 
input.  College specific actions include 
the areas of:

 ■ Standard setting, monitoring and 
inspection.

 ■ Medical training and education.

 ■ Leadership and support of an open 
and transparent culture.

 ■ Professional regulation.

 ■ Healthcare education and 
dissemination.

As a College, we will prioritise the 
recommendations and progress those 
which will be of maximum benefit.

Dr J-P van Besouw

President 

The President’s Statement
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Because we’re worth it: the 
sequel
Hot on the heels of the DDRB report 
Better Contracts, Better Care comes 
the National Audit Office report as to 
whether the expected benefits of the 
2003 consultants’ contract had been 
realised (Managing NHS Consultants 
www.nao.org.uk).  Whilst the majority 
of consultants have moved to the new 
contract with its associated higher 
levels of remuneration, trusts have 
made poor progress in implementing 
the management of consultants to 
realise the benefits of the contract.  
There was particular criticism of trusts 
regarding the level of remuneration 
paid for additional work outside job 
plans and the failure to implement a 
policy of pay progression based upon 
achieving objectives laid out in job 
plans or at appraisals.

Weight for it!
The growing problem of obesity as a 
health related issue continues and has 
been highlighted in two publications.  
The AoMRC report Measuring up 
makes recommendations upon how 
the problems of obesity might be 
tackled mainly in terms of public 
health measures.  Perhaps of greater 

The President’s Statement

interest to anaesthetists is the report 
from the Information Centre for Health 
and Social Care, Statistics on Obesity, 
Physical Activity and Diet: England, 
2013, which details the scope of the 
problem in England.  The report cites 
a marked increase in the proportion 
of adults who are obese from 13% in 
1993 to 24% in 2011 for men and from 
16% to 26% for women, and documents 
associated significant increases in 
the number of hospital admissions 
of patients classified as obese.  These 
findings will be reflected in our 
everyday clinical practice, where we 
can expect to have to deal with the 
potential enhanced risks of the obese 
patient on our routine operating lists, 
in our intensive care units and pain 
medicine practice.

Short changed
The Migration Advisory Committee 
(MAC) has published its report on 
the National Shortage Occupations 
List (NSOL) www.ukba.homeoffice.
gov.uk/aboutus/workingwithus/
indbodies/mac/.  The report contains 
recommendations to the government 
with a list of occupations where 
recruitment can be expedited to 
meet a national shortage.  There are a 

number of medical specialties on the 
list including anaesthesia and intensive 
care.  Non-consultant non-training 
doctors for anaesthesia and intensive 
care are included on the list for 
England, Wales and Northern Ireland.   
Whilst in Scotland consultants, non-
consultant non-training grades and 
ST3–6 trainees are included.  The 
report stated that the evidence to 
support the continued existence of 
anaesthetists on NSOL was weak and 
that better justification will be required 
next year.  This followed consideration 
in the report of a ‘sunset clause’ in 
which occupations listed would be 
automatically removed after a specific 
time period if no further evidence is 
given.  I would urge departments to 
inform Richard Bryant, as the Director 
leading on workforce issues, of your 
requirement for overseas doctors in the 
provision of service.  It is clear in the 
report that employees do not use the 
NSOL as a means of recruitment and 
more information on this is available 
from Richard.

Workforce planning remains a 
significant priority for the College and 
the Workforce Planning Strategy Group 
chaired by Dr John Colvin is focusing 
its work efforts on the forthcoming 
Centre for Workforce Intelligence In 
Depth Review which will take place 
over the summer and autumn months.   

And finally…
To end on a celebratory note, the 
College was delighted that our Patron 
HRH the Princess Royal was able to 
join us for the launch of the e-Safe 
DVD developed jointly by the College, 
the AAGBI, WFSA and e-Learning 
for Health as a resource for teaching 
in the less developed world. During 
the visit Her Royal Highness met 
members of the project development 
team and presented the President’s 
Commendation to Mr Alan Ryan for 
his work with the College on the e-LA 
project and the production of this DVD.

The Francis Inquiry – word cloud
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Training has undergone many changes 
in the recent years, since the dawn 
of MMC in 2007.  The challenges 
of being a trainee include not only 
examinations, an increasing amount 
of assessments and a shorter working 
week, but also the uncertainty of the 
future.  Not only the future of our 
training, which is being reviewed by 
the Shape of Training Review, but the 
future of our consultant careers as 
the Centre for Workforce Intelligence 
plans a reduction of trainee numbers; 
perhaps resident on call is inevitable?

As always, trainees are feeling the 
pressure of the 48-hour working week.  
While it has brought us a better work–
life balance, we are trying to squeeze 
in all that training into an effectively 
shorter time, and are constantly being 
reminded that we don’t work as hard 
as our consultants!

In his article in the BJA,1 Dr McIndoe  
asked if modern anaesthetic training is 
good enough.  Despite reduced working 
time, and therefore clinical exposure, 
it appears that anaesthetic trainees are 

competent to be consultants at the end 
of their training, although less confident 
than their predecessors.  

As Professor Sir John Temple suggests, 
we need to ‘make every moment 
count’,2 by maximising our training 
opportunities while at work, keeping 
ahead of the paperwork, and finding 
ways to ‘learn smarter’ by using 
simulation technology.

So, it is now vitally important that, as 
trainees, we are empowered to have our 
say as to what works well in training 
and have input into the future of 
training.  Keep an eye on the Shape 
of Training Review, which is due to 
publish its results in the summer.  

The NHS has faced some pretty 
negative press recently, and the Francis 
Report has pushed patient safety to 
the forefront of the political agenda.  
Seventy per cent of patients have an 
interaction with an anaesthetist during 
their hospital stay,3 so we are the best 
placed specialty to drive a safety culture 
change.  We have always been ahead 
with simulation, human factors training 
and non-technical skills training.

In this edition is a selection of articles 
written by trainees, to explore the 
changes that training has undergone, 
and what may still lie ahead.

Drs Patel and Gulati, both trainee 
College Council members and chairs 
of the Trainee Committee, review the 
recent changes in training, how that 
may have impacted, and gaze into the 
future to speculate how training might 
look in the years to come.

Drs Nicholson and Paul present part 
two of the first joint GAT and RCoA 
survey on workforce planning; the 
first part of the results were published 

in Anaesthesia News in April.  This 
momentous report reflects what current 
trainees really want from their training 
and forthcoming careers, following the 
CfWI’s seven possible scenarios for the 
future.  

Dr Burns gives valuable advice on 
how to get through the first few years 
of anaesthetic training, not only with 
useful tips for the novice anaesthetist, 
but also information that more 
senior trainees and consultants may 
find helpful in supporting juniors 
through their IAC (Initial Assessment 
of Competency), exams and ST3 
applications.  Look out for the page 
on the College website with further 
information and guidance for new 
anaesthetists which will be coming 
soon.

I was recently asked if I thought 
training was too rigid, as all trainees 
have done the same modules.  How 
do you make yourself different from 
other trainees?  There are many clinical 
and non-clinical opportunities on 
offer, from advanced modules in your 
chosen sub-specialty, to fellowships in 
management and audits.

Almost as soon as the Final exam 
is over, the question of ‘what’s your 
specialty?’ is asked.  Advanced training 
and fellowships in your chosen 
specialty will provide not only extra 
clinical exposure, but also the audit 
and management elements.  

Perhaps Dr Yeung answers the age-old 
interview question ‘should all trainees 
do research?’ with her compelling 
article on the benefit of research, not 
only to the trainee, but to anaesthesia.

If you are considering taking time Out 
of Programme, talk to your Training 

There may be trouble ahead…
Welcome to this special trainee edition of the Bulletin.

Guest Editorial

Dr J Kerr

ST7, Warwickshire School of 
Anaesthesia
Elected member, RCoA Trainee 
Committee 
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Programme Director early, and talk 
to others who have done similar 
experiences.  Useful advice is available 
from the College4 and the AAGBI.5  

Extra interests need not just be clinical 
or research.  Other great opportunities 
exist for the more proactive trainee 
– look out for openings to become a 
member of national committees such as 
the AAGBI trainee group GAT (Group 
of Anaesthetists in Training), and the 
Royal College of Anaesthetists Council 
and Trainee Committee, and there are 
many specialist committees offering 
positions in trainee representation.  
Also, think locally: all schools of 
anaesthesia have trainee representation 
who form a vital point of contact 
between trainees and the deanery.  

All hospitals should have a Junior 
Doctors Forum, in which anaesthetists 
are probably under-represented.  Get 
involved and have your say.  Represent 
your trainees.  Unless the trainee voice 
is heard, we cannot expect to have a 
part in shaping our future training.

The Royal College of Anaesthetists 
Trainee Committee was established two 
years ago to increase communication 
between the College and trainees, 
and The Gas Newsletter is now 
distributed four times a year via your 
school trainee representative.  This 
committee is formed of trainees from 
all over the UK, and meets four times 
a year to discuss trainee matters and 
represent trainee opinion on a number 
of College committees and working 
parties.  There will be vacancies on this 
committee soon, so keep an eye on the 
website and stand for election!

As ever, if you have any trainee issues 
you would like raising in the College, 
get in touch with us at trainee@rcoa.
ac.uk.  We would love to hear from you.  
You can also keep up with College 
news with Twitter@RCoAnews.

Guest Editorial
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The College CPD scheme was 
launched in July 2011 to approve 
and accredit national and regional 
educational events.  In the previous 
issue of the Bulletin we mentioned 
how the number of events seeking 
CPD approval is increasing all the 
time and is now a major component 
of work for the College CPD Team.  
We actively seek the involvement 
and expertise of specialist societies, 
associations and faculties from across 
anaesthesia, pain and intensive 
care medicine to ensure the smooth 
running of the scheme.  It is vital to 
recognise the important contribution 
made by these organisations in 
ensuring that CPD events are properly 
evaluated for their quality and 
approved by the College.  

CPD assessors
The mainstay of the scheme is 
evaluating applications for CPD 
approval submitted by event providers.  
Over a recent 12-month period (April 
2012 to March 2013) some 700 events 
were submitted for evaluation and 
we are reliant on our team of CPD 
assessors, many of whom are officers 
of or have been recommended by 
specialist organisations, for their 
time.  Their expertise of the subject 
matter covering the CPD activities 
being evaluated is key to appropriate 
evaluation of content and delivery.   

The Academy of Medical Royal Colleges 
is the national accrediting authority 
for medical CPD as recognised by the 
European Union, and the College is 
the designated accrediting body for 
anaesthesia-related CPD events.  We 
have signed up to the Academy’s generic 
standards and criteria used to evaluate 
CPD, but these must be applied within 
the context of specialty knowledge and 
skills.  Therefore, we depend on our 
CPD assessors to determine whether 
the learning aims and programme 
content of a CPD event are relevant 
(meeting generic Academy criteria) to 
anaesthetists and represent best practice 
in the specialty.  Representatives of 
specialist organisations acting as our 
CPD assessors are in the best position 
to undertake this task.  

Standards for CPD 
The College is responsible for ensuring 
the highest quality of anaesthetic 
practice in the UK and this is done, 
in part, through setting standards 
in matters such as education and 
CPD.  Standard setting is a complex 
business and one that has to take into 
account those experts in the know, 
i.e.  the specialist societies, associations 
and faculties.  In the case of CPD, 
these organisations have defined the 
advanced knowledge and skill areas 
for Level 3 of the CPD Matrix − to 
provide clear guidance as to what an 

anaesthetist with sub-specialty practice 
is expected to cover.  

Twelve of the 24 specialty interest areas 
in Level 3 have already been defined 
and we are working in collaboration 
with the specialist organisations 
to define the remaining areas.  We 
have recently introduced military 
anaesthesia in Level 3 and we are 
working with those representing 
this area of practice to identify the 
specialist knowledge and skill areas 
that practitioners are expected to cover.  
Due to advances in specialty practice 
it is essential that Level 3 of the CPD 
Matrix be kept current.  For those 
anaesthetists with an intensive care 
component in their practice, it is worth 
knowing that we have recently been 
working with the Faculty of Intensive 
Care Medicine to update the adult ICM 
area of Level 3.  

Working in collaboration 
We have recently written to all 
specialist organisations seeking their 
input as to how the CPD scheme 
might be further developed; the 
approval of CPD events and the CPD 
Matrix are only two parts.  There is 
also the online CPD system (www.cpd.
rcoa.ac.uk), which allows anaesthetists 
to record their educational activities 
against the CPD Matrix, credits gained 
and present a detailed report for their 

Continuing professional development: links 
with specialist societies 

Revalidation 
for anaesthetists

Mr D Liu

Revalidation and CPD Manager

Mr C Kennedy

CPD Administrator 

Mr C McLaughlan

Director of Professional Standards
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annual appraisal.  This system has 
been quite successful and it is a very 
well used resource in the specialty − 
around 4,500 anaesthetists (50% of the 
career-grade anaesthetic workforce) are 
currently registered users.  We wish 
to engage all representative bodies in 
helping to develop and improve the 
CPD system further.   

It is not one-way traffic and it is 
recognised that specialist organisations 
are major providers of valuable 
and important educational events 
in their own right and the College 
provides assistance where possible.  
CPD-approved events are listed in 
our monthly update which is made 
available to anaesthetic departments so 
that individuals are aware of what their 
specialist bodies are providing.  

We also produce an annual quality 
assurance report for specialist 
organisations featuring data generated 
by the CPD scheme, including subject 
matter covered by all approved CPD 
events over the course of the year.  
This provides a state-of-play overview 
of what is being covered (or not) in 
anaesthesia-related CPD and informs 
specialist organisations when developing 
their own educational programmes.  
The CPD Team are of course on hand 
to discuss any ideas with programme 
developers, in the same vein that our 
CPD assessors are encouraged to 
provide feedback and suggestions as to 
how content and learning objectives of 
events can be improved further.  

Finally, we would also like to mention 
that with good facilities being at a 
premium in London, the College 
provides a generous discounted rate to 
specialist organisations when hiring our 
lecture and educational meeting rooms.  
Back-up audio-visual and facilities 
support can be arranged as well as the 
availability of excellent lunches.    

For further information about the 
College CPD scheme visit www.rcoa.
ac.uk/cpd or email cpd@rcoa.ac.uk.    

Continuing professional development (CPD) is an important area for 

discussion in any appraisal.  Guidance has been released by the Academy 

of Medical Royal Colleges aimed at appraisers to help evaluate a doctor’s 

CPD and assist in the formation of a personal development plan (PDP).  

The guidance is also intended to inform doctors on what they can expect to 

discuss during an effective appraisal discussion.   

Discussion of a doctor’s CPD should focus around its quality, effectiveness 

and whether learning outcomes have met needs stated in the PDP.  CPD 

should also be relevant, and contextualising this discussion should be 

consideration of a doctor’s scope of professional and clinical practice.  

A number of questions are included in the guidance as examples of what 

should be asked by an appraiser.  In preparing for and thinking about 

what to discuss in appraisal, these questions can also be used by doctors 

to prompt thinking and reflection on CPD activities over the past year.  

Questions include: 

 ■ How has CPD contributed to the development of knowledge and skills?

 ■ What has been the impact on quality and patient care/safety? 

 ■ Has CPD led to actual or potential changes in practice? 

 ■ What learning needs have not been addressed and what steps have been 
taken to resolve this? 

A number of organisational issues can either facilitate or act as a barrier to 

CPD.  Again, the guidance covers these issues as they should be discussed 

at appraisal.  There should be adequate provision of protected time and 

the necessary resources to undertake CPD activities.  If genuine difficulties 

are encountered by doctors in meeting their CPD needs, steps should be 

taken by the appraiser to try and resolve these through the job planning 

or other appropriate processes.  When this not possible the attention of the 

Responsible Officer should be drawn to these difficulties.  

The guidance can be downloaded via www.rcoa.ac.uk/cpd.

CPD GuiDanCe Framework For 
aPPraisers anD aPPraisees
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The National Emergency Laparotomy Audit
(NELA)

NIAA Health Services Research Centre   |  hsrc@rcoa.ac.uk  |  www.niaa-hsrc.org.uk

Dr D Murray

National Clinical Lead, National Emergency Laparotomy Audit

Emergency Laparotomy Network audit 
dataset, augmented by additional data 
to enable risk adjustment.  It will be 
supported by systematic reviews carried 
out by the HSRC.  It is likely that this 
will include calculation of P-POSSUM.  
We are intending that the data collection 
platform will calculate P-POSSUM in 
order to remove the need to enter data 
on two different systems.  This will also 
provide the opportunity to incorporate 
clinical guidelines such that following 
risk prediction, the user is then 
presented with the current standards of 
care that should be applied to the patient 
according to their predicted risk.  HQIP 
is keen to support this innovation, as it 
ties collection of audit data to standards 
of care at the point of delivery.

NELA represents a huge opportunity 
for individuals, and anaesthesia as a 
specialty, to bring about improvements 
in quality of care of patients in virtually 
every trust in England and Wales.  We 
look forward to the continued support 
of anaesthetists everywhere in order for 
it to be a success.

If you wish to be involved in user 
testing of the data collection platform, 
please get in touch.

There are several FAQs available for both 
the organisational and patient audit that 
can be downloaded.  A list of registered 
hospitals is also provided, and you can 
contact your local anaesthetic, surgical 
and audit leads via the website.  You can 
also register for further information on 
the website and will be kept up to date 
as the audit develops.  

The first set of data to be collected will 
be an organisational audit, and is due to 
begin in June 2013.  This will focus on 
describing the infrastructure available to 
deliver care for emergency laparotomy 
patients, such as appropriate facilities 
and staffing.  The organisational audit 
will compare against standards outlined 
in the RCS The Higher Risk General 
Surgical Patient (downloadable from 
www.nela.org.uk).  At the time of 
writing, these are still to be finalised 
by the CRG, but are likely to include 
questions such as those illustrated in 
Table 1.  The full questionnaire will be 
available for download from the website 
once it has been finalised.

Patient data collection will not start 
until December 2013.  However, prior 
to that, we need to define the patient 
dataset.  This will be drawn from the 

The contract to run the National 
Emergency Laparotomy Audit (NELA) 
was awarded to the RCoA last year, 
and the project officially started on 1 
December 2012.  Since then, we have 
had a busy time establishing the 
infrastructure to run the audit.  We have 
appointed a full-time project manager, 
Michaela Dickson (mdickson@rcoa.
ac.uk), and a full-time administrator, 
Mr Jose Lourtie (jlourtie@rcoa.ac.uk).  
Michaela comes with extensive project 
management experience having worked 
within similar roles for the Metropolitan 
Police, whilst Jose has previously worked 
for the Royal College of Physicians 
as a co-ordinator for several of their 
national audits.  The Project Team have 
been working hard and are on target to 
meet the contractual deadlines set by 
the Healthcare Quality Improvement 
Partnership (HQIP).  The initial 
priorities have been to establish a 
dedicated website, register all trusts that 
carry out emergency laparotomy (about 
156 in total), and define the dataset 
for both the organisational audit and 
patient audit.  We have also established 
the relevant governance structure for 
the project.  Oversight is provided by 
a Project Board chaired by Dr William 
Harrop-Griffiths.  Scientific input is 
provided by the Clinical Reference 
Group (CRG) made up of clinical and 
non-clinical stakeholders, including 
patient representatives, who will peer 
review the audit data collection tools 
and subsequent reports.

The website is now established (www.
nela.org.uk) and will be a source for all 
relevant information about the audit.  

 ■ Number of critical care beds as a proportion of total beds

 ■ Whether surgical staff are free from elective commitments whilst on-call 

 ■ Working patterns of on-call clinical staff 

 ■ Availability of preoperative imaging and interventional radiology

 ■ Availability of emergency theatres

 ■ Existence of relevant pathways for care of the emergency surgical patient

Table 1  Organisational audit

H S R C
Health Services Research Centre

NIAA
National Institute of Academic

Anaesthesia
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I am sure you are all aware of the 
debate ongoing with respect to the 
use of strong opioids for chronic non-
malignant pain.  This has become 
widespread practice over the past two 
decades, despite the fact that there is 
a paucity of data describing outcomes 
of long-term use.  There is no doubt 
that many patients benefit from this 
approach and are leading useful and 
active lives because of it.  

However, we see patients who remain 
on opioids inappropriately; it is this 
situation that is cause for concern.   
The problem has been particularly 
severe in the US where the response 
of regulatory bodies has been to 
restrict access to opioid drugs and 
require specialist review of patients 
taking high doses.  The situation in 
the UK is not as bad as that in the US; 
however, there is growing concern and 
the issue is attracting the attention 
of our regulators and policymakers.  
The Faculty believes that we should 
take a leadership role in responding 
to this.   Therefore, the FPM has 
published a position statement on the 
roles and responsibilities of Fellows 
of the FPM with respect to opioid 
prescribing for pain (available on the 
website).  In this, we draw attention to 
the guidelines for prescribing opioids 
published by the British Pain Society 
(2010).1  We recommend our Fellows 
and other medical practitioners to be 
cognisant of these.  Furthermore, the 
GMC has just published a document 

on good practice in prescribing and 
managing medicines and devices.2  
This documents emphasises best 
practice, including the doctor being 
able to justify prescribing decisions.  
This is clearly very relevant to the use 
of strong opioids so we must bear 
in mind that these issues are on the 
GMC agenda.  Please have a look at 
the statement and we welcome your 
feedback.

I reported some time ago that the 
FPM has adopted the British Journal 
of Anaesthesia as its official journal 
and, to mark this, we are preparing 
the 2013 postgraduate edition which is 
specifically dedicated to chronic pain.   
The topics range from basic science to 
clinical management and are written 
by international experts in their field.  
We heartily recommend having a look 
at the issue which will be published in 
the summer.

I mentioned in the last edition of 
the Bulletin that we have published 
guidance on the website which 
should be of considerable help to 
Fellows negotiating locally for the 
commissioning of specialist pain 
services.  Feedback so far has been 
excellent.  If you are involved in 
discussions and negotiations, please 
have a look and let us know if we can 
improve the documents.

We have been working with our 
College, Association of Anaesthetists, 
Obstetric Anaesthetists Association, 

Regional Anaesthesia UK, Association 
of Paediatric Anaesthetists and 
the Patient Liaison Group of our 
College on a response to the latest 
developments around the directive 
on the use of neuraxial and regional 
anaesthesia devices with non-Luer 
connectors.  Many of you would have 
read our recent joint statement on 
this issue which affects many of our 
Fellows and their patients.  I believe 
the statement gives an excellent review 
of the present situation with sound 
advice.  We hope that further progress 
can be made, including clarification of 
what is, and what is not, covered by the 
guidance.  For example, presently we 
are advised that peripheral nerve blocks 
are not covered by the directive and yet 
suprascapular nerve blocks are.  

References
1 Opioids for Persistent Pain: Best Practice 

(2010). British Pain Society (www.
britishpainsociety.org/book_opioid_
main.pdf).

2 Good practice in prescribing and 
managing medicines and devices (2013). 
GMC (www.gmc-uk.org/Prescribing_
guidance_update.pdf_51250626.pdf).
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Dean
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Sense or sensibility?
Funny thing pain, sometimes it really, really 
hurts – or so I thought.  I discovered many 
years ago that the coincidence of velocity and 
percussion (particularly if it involves a motor 
bike – take note you old boys in your second 
adolescence) is not to be underestimated.  
Consequently, I have the distinct impression 
that my left knee does occasionally hurt and 
sometimes hurts very much indeed.  Now, 
I use the word ‘impression’ as I appreciate 
there is an area of controversy/debate/dispute/
disagreement about this pain business and 
many are joined in this engagement, such as 
anaesthetists, psychiatrists, psychologists, GPs, 
nurses, even surgeons (God help us), oh, and 
I nearly forgot – patients.  I was attempting to 
muse on all this, but the impression of pain was 
a bit too intrusive.  As luck would have it, I came 
across these pills called synthetic opioids, which 
I believe I had for renal colic (I have suffered 
much), but I think I may have exceeded the 
stated dose, even for that disagreeable condition.

I say that because, after a period of euphoria, 
mild confusion and sleepiness, I awoke 
to see before me, entirely substantial and 
utterly convincing, the figure of Socrates.  
What’s more, either my Greek is a lot better 
than ‘Fossil’ – my Latin and Greek teacher 
– said it was or I could speak in tongues (a 
blasphemous presumption), or Socrates was 
a linguist, for we could understand each 
other pretty well.  What a chance to get a 
philosophical perspective on pain, but I’m 
bound to say it was little disappointing: 

Socrates:  ‘You seem to be troubled my son.’ 
Me: ‘My knee hurts.’

Socrates:  ‘Ah, but what do we mean by “hurts”? 
Me: ‘I’m in pain.’

Socrates: ‘Yes, but what do we mean by “pain”?’ 
Me: ‘I’m suffering here.’

Socrates:  ‘When we say “suffering”, do we 
know what we really mean?’

Me:   ‘Oh, shut up.  There’s Plato over 
there, I’ll see what he thinks.’

Socrates:   ‘You won’t get any more sense out 
of him.’

Plato was looking a little grumpy and 
distracted, but I did mention I’d been talking 
to Socrates about pain.

‘Pain.  I’ll give you pain.  I’ve got to write 
everything he says down as he can’t be 
bothered to do it himself.  Writer’s cramp, that’s 
pain; I’ve got no time for my thoughts you 
know, but I’ve started to write my own stuff as 
if he’d  actually said it.  He’ll never know.’

‘We did seem to have a problem defining pain.’

‘Well, ask him a week on Saturday when he 
gets the hemlock.  He might have a different 
perspective on pain then.  I suppose I 
shall have to write it up in a romanticised 
version, but I’ll probably miss out the nausea, 
vomiting, convulsions and asphyxiation.  
People don’t like that sort of thing.’

‘So, what do you think about pain? Is it real?’

‘Sigh.  If only it were so simple.  I mean in 
the imperfect, everyday world all experience 
is ephemeral, so it is in a constant process 
of change and, therefore, one might say that 
it doesn’t really matter.  In the true reality of 
perfection, the other realm not accessible to 
our senses, there is, of course, no such thing 
as pain.  However, we can intellectualise this 
realm to an extent and, possibly, overcome the 
notional experience of what you call pain by 
contemplating its temporary nature.’

‘Is that your answer?’

‘It’s all you’re getting.’

So, I kicked him on the knee and he said ’Ow!’

This philosophical journey wasn’t going so 
well, but then I felt a comforting hand on 
my shoulder and who should be there but 
Aristotle.  Brilliant; there’s a man who truly 
understands human experience.

‘You seem to be troubled my son.’

‘Oh no, don’t you start.  I only wanted a bit of 
advice about pain.’

‘Well, I’m your man for that one.  What did 
you want to know?’

Patient Perspective   |  plg@rcoa.ac.uk  |  www.rcoa.ac.uk/plg

Mr A Naughton

Patient Liaison Group
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better alleviation.  We can present this 
information in, for example, graphical 
form.’

‘What is graphical form?’

‘I better explain later, you might find it 
useful, but pain is so very subjective that 
this may not be possible.  Maybe we’re 
only in pain because we believe we are.’

‘So perhaps “I think I am in pain, 
therefore I am (in pain)”?’

‘I quite like that, you’ve got something 
there but it needs to be a bit pithier.  
Why don’t you try and express it more 
economically or change the emphasis? ‘

‘I’ll think about it.’

‘You do that.  In the meantime I’m 
greatly relieved to see a Scotsman over 
there.  Now I’ll get some common 
sense.’

‘Mr Hume!’

‘Aye laddie.  Call me David.’

‘Well sir, I am trying to determine the 
nature or reality of pain.’

‘Jeez that’s a tough one.  Seize us one 
of thae pies whilst I (think I) think 
about it.  The trouble is we canny be 
sure of anything, including whether 
we can say with any certainty that an 
external material world, independent 
of ourselves, exists at all.  We can only 
deal in hopeful probabilities, ye ken.’

‘So if I were to punch you on the nose, 
would it hurt?’

‘Probably.  You just try it pal.’

‘Maybe not.  I don’t feel any better 
informed.’

‘Join the club.  If you think pain exists, 
you have to establish indisputable 
causal connections.  I’m afraid laddie 
that the event flow from injury or 
stimulation to pain cannot be assumed 
simply based on precedent.  You 
are unlikely to be able to establish 
such an absolute connection or even 
identification, therefore, you cannot 
assume that pain exists.’

way, I wouldn’t waste your time with 
those Stoics, they’ll just say, there being 
no higher realm, embrace dignified 
acceptance until it gets too much then 
jump off a cliff.’

‘Thank you.  We have a modern, 
if expensive, version of that.  It’s a 
beguiling philosophy.’

I must have nodded off again, 
because when I came round there 
was a distinctly French looking chap 
standing before me, with a quizzical 
look in his eye.

‘Êtes-vous troublés Monsieur?’ 
(Wouldn’t you know it.)

‘No not really, only a seeker of truth.’

‘Ah, you are English?’

‘Not really, but close enough for 
illustrative purposes.  I’m interested in 
the reality, or otherwise, of pain.’

‘You ask big questions Monsieur.  I 
am René Descartes and I shall try and 
help you.’

‘I guessed you were.  So do you think 
it exists?’

‘Well, it may be that the truth of 
something may only be deduced 
from a series of irrefutable steps and 
mathematics is the only absolute truth.  
I like mathematics.’

‘Yes, we do know that.  Your influence 
is incalculable – or rather it is 
calculable, which should please you.  
You may be interested to know that we 
can now scientifically measure some 
activities of the human brain.’

‘You mean the mind.’

‘No the brain; and by measuring brain 
activity we can quantify many things 
with mathematical precision.  How do 
you like that?’

‘I am loving it.  Tell me more.’

‘For example, by measuring brain 
activity we might be able to calculate 
the true nature of pain, rather than 
its perception and this may facilitate 

‘Is there such a thing, is it real or just in 
my mind?’

‘Of course it’s real and why should 
you differentiate? I think you must 
have been talking to Plato.   The 
only framework you have is your 
own experience and all that perfect 
alternative realm stuff is imaginative 
construction masquerading as 
profundity.  Some of his stuff is ok, 
but he gets a bit carried away.  If it 
hurts, it hurts but I have to say that 
isn’t the most penetrating analysis of 
my philosophy.  Got to go now, have a 
bit of logic, physics, political science, 
economics, psychology, metaphysics, 
meteorology, rhetoric and ethics to 
catch up with before the tavernas open, 
but if you have any other questions, 
please do not hesitate to ask.’

I wouldn’t dare.  

And now another towering figure 
approaches – Epicurus (for it is he), my 
hero.

‘Don’t ask me if I’m troubled.’

‘Well, actually, I was going to, as you do 
look a bit troubled.  Ti lathos?’

‘That sounds a bit modern Greek to me; 
anyway, I was wondering about pain.  As 
I understand it, you consider pleasure to 
be freedom from fear and pain.’

‘Rather simply put, but essentially 
correct.’

‘Aristotle had a similar view of my 
intellectual depth.  Your philosophy 
would then seem to demand that 
there is such a thing as pain; a real 
experience, a physical sensation not 
just a distressing mental process.  
There are those who deny the existence 
of almost anything, including pain.’

‘Hit them with sticks’.

‘But don’t you deplore violence?’

‘You got me there.  You’re smarter than 
you look.  Have you considered a career 
in medicine? Philosophers are brighter, 
but they make less money.  By the 
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(I have no idea what he’s talking about).

‘Dinna fash yerself.  If we doubt 
everything, we’ll go mad.  Pragmatic 
scepticism is the thing.  If it offers 
comfort and stability, and lets you 
construct a (false) reality around you, 
you just do it.  My wee world is fine for 
me but it wouldn’t do for you at all, at 
all.  Anguish exists (especially if you’re 
Scottish) so maybe pain does too.  Now 
let’s have a dram to ease them both.  
Slainte Mhath!’

I think these pills are wearing off now, 
but no, hang on.  Good heavens, it’s 
J-P!!!  Wait a minute.  It’s not the J-P, 
only that French Existentialist one – 
the lesser of the two, obviously.

‘So what do you think about it?’

‘Hell is other people’s pain.’

‘How profound.  I suspect you’re a bit 
of a pain yourself.’

‘Oui, many have said so, mainly 
foreigners.  But you see, abstractions 
and generalisations don’t help us.  We 
have to create our own existential 
framework and so for the individual 
the acknowledgement of pain is a 
confirmation of existence.’

‘That’s not bad, actually, but I think 
I’ve had enough philosophy for the 
moment.’

Feeling a bit muzzy, so decide to 
take Archie the Otterhound for a 
walk.  Yes, we are both called Archie 
which causes much amusement in the 
village, especially when we both sit 
on command.  Relief from synthetic 
opioid worn off, so impression of 
pain now quite convincing.  Having 
discussed my frustration and apparent 
discomfort with Archie, we decided 
to put up with it no longer and drive 
the pain out of my mind and isolate 
it in my knee.  Surprisingly, this 
abstraction works and we continue our 
walk cheerfully, almost oblivious to 
the pain.  Well, well, this complicates 
things.  If pain is that much under my 
control how far can this be taken and 

how much can even severe pain be 
manipulated?

I’m not sure I’ve got anywhere.  I must 
ask a philosopher.  In the meantime, 
should I be concerned about a faint 
craving for synthetic opioids?
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I have always enjoyed the variety and challenges that obstetrics has thrown me during my anaesthetic 
training, so it made perfect sense to apply for an advanced training position as an ST6.  What I wasn’t 
prepared for was discovering I was pregnant two months prior to starting my advanced appointment 
and subsequently how that would change my experience.

I initially couldn’t really see how this would 
affect my training aside from shortening my 
time due to maternity leave from six months 
to four months. After all, trainees worked 
through pregnancy all the time.  How wrong 
could I be!

College requirements
Obstetric advanced training should be 
provided in centres with a dedicated obstetric 
high dependency care area and must be 
capable of undertaking a wide variety of 
complex elective and emergency obstetric 
cases and procedures.1  Core clinical learning 
outcomes required build on those from higher 
obstetric training.  The emphasis is more on 
gaining the skills and maturity to manage the 
many patients, issues and team members on a 
busy labour ward.

What makes an obstetric 
anaesthetist?
Developing as an expert practitioner is what 
an advanced module is really all about.  By 
now, the majority of the clinical experience 
should have been covered and it’s more about 
learning what is required, and preparing 
yourself for the role of a future consultant.  

When starting an advanced module, it is 
vital to think ahead to ensure that all training 
requirements are achieved in time. For me, 
this meant I would need to organise myself to 
fit as much as I could into four months rather 
than six to ensure that I gained the maximum 
I could from the post.  

Advanced training can be subdivided into 
clinical and non-clinical elements.  Clinically, 
it is important to plan for, lead and manage 

complex elective and emergency cases, 
ensuring understanding of the problems 
that may be encountered.  At the tertiary 
referral unit I was working at, there were 
plenty of opportunities to achieve this, with 
cases ranging from severe pre-eclampsia 
and placenta percreta, to the management of 
women with complex cardiac co-morbidities.  
Hospitals offering obstetric services should 
run a ‘High Risk’ obstetric anaesthetic 
clinic flagging women at greater risk in the 
peripartum period.  Attendance at this is 
useful to aid forward planning of these more 
complicated patients.  It is also vital during 
an advanced obstetric module to find time 
to attend risk and governance meetings, as 
obstetrics is still one of the leading areas for 
litigation in the hospital environment.  

Additional non-clinical activities to consider as 
an advanced obstetric trainee are teaching and 
simulation.  Most trusts organise mandatory 
training days for midwives, including epidural 
update sessions run by an anaesthetist.  Our 
trust held regular simulation skills days and 
in situ simulation drills in and around the 
labour ward, which were easy to become 
involved, and teach on while complying 
with recommendations from the Centre for 
Maternal and Child Enquiries (CMACE).2

The pregnancy challenges – highs, 
lows and quandaries
Working as a pregnant doctor has many 
unique challenges that require specific 
planning and risk assessments, from the issues 
of exposure to radiation through to working 
night shifts.  I found the most useful advice 
came from recently pregnant colleagues but, as 
well as trust and occupational health policies, 

Training in advanced obstetric anaesthesia – 
a different perspective
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Dr J Teare 

ST6
St George’s Hospital 
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been straightforward or extreme 
complications and serious untoward 
incidents that had arisen.  I was 
terrified that an event like this would 
occur during my delivery, putting 
either me or the baby at risk.   

My non-medical husband and I talked 
at length about the most important 
points of the birth, which we felt were a 
safe delivery of the baby surrounded by 
those we could trust.  I was very keen to 
book at my place of work as I knew the 
staff well and felt they would support 
and encourage me best.  Unfortunately, 
as I worked nearly an hour away 
from where we live and there was the 
chance of snow in winter, that would 
potentially remove the safety aspect of a 
delivery, so I chose to remain booked at 
my local hospital.  

I had the opportunity to see the 
obstetric consultant I was booked 
under at my local hospital who went a 
large way towards relieving my fears by 
sticking a note with her home phone 
number on the front of my notes.  As 
I was measuring large for dates, she 
booked me in for further growth scans 
and an appointment at term with her.  

The practical project
Tom arrived on 30 December, four 
weeks after I left work, by caesarean 
section.  I was assessed at term by the 
consultant and Tom’s head was floating 
free.  In view of this and the fact that 
I was less than eager to be induced, I 
had an elective caesarean.

I suddenly felt very vulnerable prior to 
my spinal, having informed hundreds 
of patients of the risks and side effects 
that can occur.  I needn’t have worried 
as I didn’t even feel it go in, and I had 
no side effects throughout.  

My recovery was straightforward 
and my whole care experience was 
exceptional.  I felt incredibly lucky 
to be able to access such a great care 
package for free when women across 
the world are unable to access even 

in a non-pregnant state and certainly, 
towards the end of my pregnancy, it felt 
like a struggle.  Although the team was 
very thoughtful, the sheer workload 
meant that sometimes there was little 
or no time between cases to eat or even 
go to the bathroom (a disaster when 
you’re pregnant!) Not only that, but the 
physical practicalities of trying to site an 
epidural or spinal with an enormous 
bump in the way required some 
interesting positioning on my part! 

Trying to climb 88 stairs to the fourth 
floor to see follow-ups when the lift 
had broken (a regular occurrence) was 
not a pretty sight to see, and I pity the 
poor consultant who tried to maintain 
a conversation with me one day as I 
huffed up the stairs.  

Physical issues aside, the hardest part 
for me was when I inevitably had to 
see patients who had lost their babies, 
either as an intrauterine event or a still 
birth.  Thankfully, this happened only 
twice but I felt, firstly, a tremendous 
guilt that I was still pregnant, when 
they had undergone a catastrophic 
loss and, secondly, I felt scared about 
my own situation.  There are few jobs 
where you come face to face with the 
potential risks of pregnancy from 
both the mother and the baby’s point 
of view on a daily basis.  I’m not sure 
what other jobs or situations can make 
a mother feel quite so vulnerable.

Quandaries
As an anaesthetic registrar, it is an 
incredibly rare event to see a routine or 
normal delivery with no interventions 
or complications.  As a result of this, 
I wasn’t sure that it could happen.  
On a daily basis, colleagues at work 
would ask what my feelings were 
about birth which inevitably led to 
me thinking of worst case scenarios 
and worrying about what could 
happen.  Every woman worries about 
the prospect of giving birth, but I felt 
my concerns were based on direct 
observation of events where it hadn’t 

there are many online documents to 
help and advise.3–5

Many friends and colleagues had spent 
time informing me of the difficulties 
of working when pregnant, so I felt 
ready for some of the challenges. What 
I wasn’t expecting were the high and 
low points.

The highs
Being pregnant on a labour ward puts 
you immediately on side with your 
patients.  When I was asked to site an 
epidural or see a patient for a theatre 
case, they were usually surprised to 
be treated by a pregnant doctor, and it 
was generally easier to quickly establish 
a rapport with them.  This worked 
both ways as I felt a real empathy 
with women in pain and was keen to 
make their birth experience as pleasant 
as possible; I think I was hoping for 
karma at the time of my own delivery!

All of my multi-professional colleagues 
were incredibly kind and supportive, 
especially as I became larger and larger.  
I felt like I was more a part of the team 
as I was having a baby.  I’m not sure I 
have ever had so much positive attention 
at work including someone always 
running to get me a seat on the ward 
round! The midwives especially were 
incredibly supportive and spent large 
quantities of time trying to persuade 
me to deliver on their labour ward.

Having been so pleased to have 
secured an obstetric fellowship, as time 
was limited I felt very motivated to fit 
in as many projects as possible.  Rather 
foolishly I thought that I could easily 
finish them off with all the spare time 
I had on maternity leave.  I clearly had 
no idea of how busy I would be with a 
new baby.

The lows
In order to gain my advanced module 
in obstetrics, the unit had to be a 
busy tertiary referral centre with high 
turnover and demanding patients.  This 
can be a physically challenging job 
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As a new mum, I have even more respect 
for working parents and the challenges 
that come with trying to do two jobs.  For 
my male colleagues, I apologise if this 
article doesn’t feel relevant, but hopefully 
it may provide some insight into the 
challenges of pregnancy aside from the 
physical issues.
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basic healthcare during childbirth.  The 
high mortality rate of both mother and 
baby in these countries reflects that, and 
makes me feel even more passionate 
about protecting our healthcare system.

The final instalment
Nine months after having Tom, I 
have returned to work part time and 
am in the process of finishing my 
placement as an advanced obstetric 
fellow.  I was incredibly fortunate to be 
able to complete the module I started, 
allowing me to wrap up various 
projects I had initiated.  Working 
and being a parent has been a steep 
learning curve, so returning to a 
familiar environment with supportive 
colleagues made it easier.  

Four weeks before my return, I 
undertook two ‘keep in touch’ (KIT) 
days, which I would highly recommend.  
I found my clinical skills and knowledge 
came back quickly; however, the non-
technical skills, such as situational 
awareness, that I relied heavily on were 
slower to return.  In hindsight, after 
talking to other anaesthetic working 
mums, undertaking a back to work 
simulation course or in situ simulation 
would have potentially made the 
transition easier and increased my 
clinical confidence.6

Did it change my practice?
Clearly, you don’t need to be either a 
woman, have experienced pregnancy 
or have had a baby to be an excellent 
obstetric anaesthetist.  However, for 
me, I feel that it has improved my 
practice, the clinical care I give and the 
communication I have with patients 
and colleagues.

I have more empathy for pregnant and 
labouring patients than previously and, 
for those mothers having a caesarean 
section, I feel I can reliably describe 
what it feels like and hopefully reduce 
the associated fears for them and their 
partner.
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Importance of intensive care for 
the anaesthetist
There can be little doubt that the minimum 
nine months’ intensive care (ITU) training 
for anaesthesia trainees is of cardinal 
importance in their development.  Examples 
of these benefits include: learning to lead 
a multidisciplinary resuscitation team, 
managing an acutely ill patient, implementing 
the principles of organ support, developing 
practical procedural skills, and ensuring safe 
transfers of critically ill patients.  However, up 
until this point in my career, along with many 
other anaesthesia trainee colleagues and even 
some consultants, I more feared critically ill 
children than, say, tarantulas.  Thus I decided 
to set my mind to overcome this fear.  The 
only obvious route that lay before me was 
to work in a paediatric intensive care unit 
(PICU), where I could gain familiarity and 
clinical experience in working with critically 
ill children.  The new 2010 curriculum now 
incorporates an optional PICU module, which 
is a step forward from the 2007 curriculum, 
but as yet PICU is not routinely offered as 
a module in our school of anaesthesia, so I 
sought a post outside my school’s region.

A clinical fellow post in South 
London
The Evelina Children’s Hospital is part of 
Guy’s and St Thomas’ NHS Foundation 
Trust, and is one of nine units in the UK that 
undertake recognised paediatric intensive 
care medicine (PICM) training.  The PICU is 
a 20-bedded unit, and is staffed by a mixture 
of 18 clinical fellows and ‘grid’ trainees, the 
latter being paediatric trainees who are offered 
two-year PICM sub-specialty training posts 
by the Royal College of Paediatrics and Child 
Health National Grid system.  A clinical 
fellow post at the Evelina was advertised, for 
which I successfully applied.  I was able to 
map the anticipated competencies I would 

achieve to higher and advanced sections 
of the curriculum, and thus the OOPE 
was recognised for training by the Royal 
College of Anaesthetists after I provided my 
objectives of training.  I also registered my 
training with the intercollegiate committee for 
Training in Paediatric Intensive Care Medicine 
(ICTPICM).1 

Clinical experience
The Evelina PICU admits 1,200 patients every 
year, including cardiac patients, and runs 
the South Thames Retrieval Service (STRS), 
which retrieves 700 patients to PICU every 
year.  As an anaesthetist it was clear that I was 
an asset to the department for my potential 
role in retrievals, possessing airway skills that 
paediatric trainees at a similar level seldom 
have.  Thus after a few supervised retrievals 
I was able to take the lead role in retrieving 
children, with the assistance of excellent 
guidelines2 and telephonic consultant 
backup availability.  Over six months I led 20 
such retrievals, which developed my skills 
in initial stabilisation, resuscitation and 
transfer of critically ill children, as well as 
developing skills of working in teams and 
leadership.  I learned how to recognise the 
acutely unwell child, and how to respond 
to common medical conditions.  Retrievals 
that I undertook included, amongst others, 
meningococcal septic shock, bronchiolitic 
respiratory failure, life-threatening asthma, 
and status epilepticus.  I was involved on all 
levels of the retrieval system from answering 
the initial phone call, to preparation for travel, 
to assessment at the DGH, to stabilisation 
and onward transport to PICU.  All this will 
certainly benefit me in my future consultant 
career when I am called to assist in managing 
a sick child.

In the PICU itself, I was able to learn some of 
the differences in managing children compared 
to adults.  Firstly, this entailed learning soft 

A six-month OOPE in paediatric intensive care
Experience of a Barts and the London School of 
Anaesthesia ST6 Trainee
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of single ventricle circulations and 
complex congenital heart disease on 
a daily basis taught me some of the 
important principles of managing 
a cardiac child, and I now have an 
approach, for example, to how I would 
manage the collapsed neonate with 
suspected cardiac disease, for which I 
may one day be called to assist.  

The PICU was staffed by some 
consultant paediatric intensivists 
with sub-specialty interests, which 
meant that there were countless 
learning opportunities.  For example, I 
participated in paediatric bronchoscopy 
and DNase instillation for intubated 
asthmatics, and learned novel ventilatory 
techniques such as neurally adjusted 
ventilatory assist (NAVA) under the 
supervision of a paediatric intensivist 
who was sub-specialised in respiratory 
care.  This even prompted me to consider 
transferring some of these ideas to my 
adult critical care practice.

There were many opportunities to 
develop my skills in establishing invasive 
vascular access in children of all ages, as 
well as gaining supervised experience 
in uncommonly performed procedures 
such as paediatric lumbar puncture, 
intercostal drain, and intraosseous 
needle insertion, none of which I had 

had an opportunity to do prior to this 
job.  Regarding intubation of critically ill 
children, competent and experienced 
consultants were often at hand to teach 
strategies to avoid the inherent risk of 
further life-threatening desaturation 
on induction in the child who requires 
intubation for respiratory failure.  With 
all these new skills I now feel adequately 
prepared to manage the critically ill child, 
in juxtaposition to my pre-existing lack 
of confidence and competence, and fear 
regarding critically ill children.

Non-clinical experience
A well-established teaching 
programme exists, to which active 
participation is encouraged.  The 
weekly programme entails a journal 
club meeting, a presentation by a 
consultant with sub-specialty interest, 
a meeting to reflect on and discuss 
interesting STRS cases, and there 
is also a monthly morbidity and 
mortality meeting.  These are generally 
interactive sessions that challenge one’s 
clinical decision-making process, and 
produce much food for thought.  I 
also attended the worthwhile STRS 
simulation day and later assisted 
with teaching on a subsequent 
course.  The opportunity to attend 
grid trainee monthly study days is 
also possible with forward planning 
and a week-long in-house ‘extra-
corporeal membrane oxygenation 
(ECMO) for children’ course gave me 
valuable, in-depth insight into issues 
surrounding the use of ECMO in 
children.  Many further opportunities 
for career development exist, and 
being in a dynamic, progressive, well-
supported environment means that the 
opportunities for audit and research 
are bountiful.

Challenges
Working in a tertiary centre of such 
high calibre was both a privilege and 
responsibility.  The hours of work were 
demanding, with little respite from the 
intensity of dealing with critically ill 

skills from PICU nursing staff who were 
vastly experienced in communicating 
with anxious children and their, often 
just as anxious, parents.  I learnt to 
emanate models of communication 
with parents and children that were 
new to me and that initially challenged 
my usual adult ITU practice of doing 
things.  Such skills are essential for any 
anaesthetist who might have contact 
with a critically ill child.

Clinically, I learnt to implement 
the practical applications of the 
physiological differences between 
children and adults (children are not 
just small adults).  Children are unique 
in many ways, for example in their 
development of apnoeas associated 
with respiratory illnesses such as 
bronchiolitis, or in their remarkable 
ability to compensate for illness until a 
pre-terminal stage.  I also experienced 
numerous light bulb moments, 
often learning from the mistakes of 
colleagues at the DGH, with which I 
could often empathise in the light of 
the historic lack of paediatric critical 
care training for anaesthetists.

I also gained insight into the PICU 
management of critically ill children, 
with some diseases unique to children.  
Being involved in the management 
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Once it was all finished
This OOPE has already paid dividends 
for me clinically; for example, recently 
I was called to assist in the A&E 
resuscitation area at my current DGH for 
a child with status epilepticus and I was 
able to utilise my new knowledge and 
skills with good effect.  Aside from the 
benefits to the trainee, it is encouraging 
to know that the view of the ICTPICM4 
is that the PICU also benefits from the 
experience brought by those with an 
anaesthetic background, making this 
a win-win situation for all.  Should all 
anaesthetists have some training in 
PICU?  My experience has led me to 
believe this should be the case, and I can 
honestly say that I would now choose a 
critically ill child over a tarantula any day!  
However, my next OOPE will be with 
the Royal Flying Doctors in Australia, so 
overcoming arachnophobia (as well as 
acrophobia) is my next challenge.

children.  Accidental drownings and 
hangings, as well as non-accidental 
injury are amongst some of the 
emotionally-challenging cases with 
which I was confronted.  Fortunately, 
mortality rates for children are low, but 
when a death does occur, this can be 
horridly distressing.  

As an anaesthetist I was in the 
minority group of trainees, the 
majority made up of paediatric trainees 
with unique assessment requirements 
and different competencies’ evidence 
compared to our own.  Paediatric 
trainees, for example, were assessed 
on their skills of discharge summary 
writing,3 which was not a necessary 
outcome to be achieved on my 
curriculum.  Consequently, I needed to 
be creative in my choice of assessments 
to be completed by supervisors, who 
were generally more used to assessing 
paediatric than anaesthesia trainees.  

Do you more fear critically ill children than tarantulas?
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In the South West Peninsula Deanery we 
have started a trainee-led audit and research 
collaborative that has networked all six hospitals 
within our training rotation.  This collaborative 
is currently comprised of over 70 enthusiastic 
trainees under the tutorship of supportive 
consultants.  We aim to act as an altruistic 
group and conduct high-quality, high-impact, 
multi-centred research and audit for the benefit 
of patients and their future care.  We have 
taken advantage of the close ties between the 
anaesthetic and intensive care departments 
across the large geographical area of Devon 
and Cornwall, relationships that have benefited 
from the migratory nature of our trainees, as 
well as from pre-existing regional groups and 
associations.  The concept of a trainee research 
collaborative is not novel; the West Midlands 
Research Collaborative is a surgical trainee 
group that has had impressive success with 
the impending publication of an RCT that has 
recruited 750 patients using 420 investigators in 
more than 20 centres (ROSSINI).  

The birth of Bert the Bee
We started SWARM in April 2012 in response 
to the perceived lack of accessibility for our 
trainees into clinical research and multi-
centred audit.  A recent survey of our trainees 
showed that only 7% felt that they had been 
afforded good opportunity to be involved in 
clinical research, whilst only 5.6% said they 
had received good training in clinical research/
evidence-based medicine. This meant that only 

17.8% felt that they were competent in critical 
appraisal and data interpretation.1  We don’t 
interpret this as a failure of our curriculum or 
training, but rather a reflection of how clinical 
research has changed in the UK over the last 
decade or so, with an appropriate emphasis on 
large-scale, nationally-funded projects.  In our 
experience it is currently virtually impossible 
for a trainee to participate meaningfully in trust 
studies that may take years to organise and 
yield results. 

The organisation itself consists of a central 
executive committee that supports a network 
of local trust leads in anaesthesia, pain and 
intensive care medicine at each of the six sites.  
The committee’s responsibility is to manage 
and direct SWARM as an organisation, whilst 
the trust leads facilitate projects at a local level 
and provide a link between the membership 
and the committee.  A cornerstone of our 
success so far has been the support of 
a number of enthusiastic and research-
experienced consultants who have provided 
crucial advice, guidance and help with local 
and regional logistical issues.  To date we have 
over 70 trainee members of SWARM (ranging 
from F1s to ST7s) and 12 consultant members, 
a number that continues to expand.  We have 
been fortunate to receive full support from our 
Specialist Training Committee (STC), and have 
started to develop links with the Peninsula 
College of Medicine and Dentistry.

‘...to conduct high-quality, high-impact, trainee-led, multi-centred research and 
audit across the Peninsula Deanery for the benefit of patients and their future 
care...’

South West Anaesthesia Research Matrix 
(SWARM): a new model for trainee research
Written on behalf of the SWARM Collaborative
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past and future.  Finally, it will play a key 
role in trainee research education.

From a few bees into a 
SWARM
The early development of SWARM has 
essentially comprised four steps:  

1 The completion of a simple, 
non-confrontational, prospective, 
multi-centred audit that proved the 
collaborative worked and highlighted 
its potential (SWARM-AP 1).

2 The involvement in an 
international trial as a centre/
data collector to help bolster our 
research credentials and provide 
our members with an early taste 
of research (LAS VEGAS).

3 The advertisement of our 
collaborative on a regional 
and national scale to maintain 
momentum, promote the 
collaborative and aid our future 
grant application.

4 The development of further 
projects to maintain SWARM 
productivity in the short term and 
help guarantee its continuation 
once the original group of senior 
trainees responsible for SWARM 
completed their training.

SWARM-AP-12,3 was a six-centred, 
prospective, two-week ‘snap’ audit 
that was completed in July 2012.  We 
recruited a total of 437 patients, 
achieving an 85% recruitment rate. This 
project achieved a much needed ‘early 
success’ that helped to engineer the 
network, prove our viability and create 
a ground-swell of enthusiasm from 
the trainees and consultants in our 
region.  The strengths of a collaborative 
seem to be many; in our first project 
we were able to quickly and efficiently 
construct and complete a prospective 
audit that recruited a large cohort 
using the economies of scale that our 
network could provide.  This ‘snap’ 
audit model has become a blue-print 
for further SWARM audit projects.  Its 

processes are simple and effective and 
depend on continuous feedback to 
improve project details.  To start, the 
project documents are written by the 
Lead Investigator and distributed to the 
Local Leads, who register the project 
with their local audit departments.  A 
pilot day is run across the region on 
an agreed date to test the protocol.  
Feedback is then collected from each 
centre to modify the protocol, which 
is used for the two-week audit.  Once 
the audit is complete, further feedback 
is obtained on the project as a whole 
to help improve the management 
of future studies.  Such ‘snap’ audits 
have a number of benefits; they 
maintain trainee interest (improving 
recruitment) and produce data that 
may be far more applicable on a 
regional or national stage.  

In November 2012 we held our first 
Annual General Meeting. This was an 
opportunity for all SWARM members 
to meet and discuss SWARM and its 
future projects.  It not only allowed 
our membership to contribute to 
the workings of our collaborative 
(thereby giving them a real sense of 
involvement and responsibility), but 
it also gave us an ideal opportunity 
to provide research education and 
devise our project strategy for 2013.  As 
was clear from our survey,1 research 
education is an area that we as a group 
can develop and greatly contribute to.  
With this in mind, there are a number 
of exciting opportunities that we are 
currently developing in collaboration 
with our STC.  

The hive of tomorrow!
Our 2013 project strategy shows great 
potential.  It includes two further 
multi-centred prospective audits, one 
of which is currently in development 
(SPRATS), as well as involvement in 
an international observational study 
(LAS VEGAS)4 and the development 
of our first home-grown multi-centred 
research project.  We hope that 2013 will 
be a year where we see SWARM grow 
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Rules of the hive
SWARM is governed by a constitution 
that outlines the ideals of the 
organisation.  One of the fundamental 
components of this constitution is 
the Authorship Rules.  These clearly 
state that all presentations, articles 
and publications are published in the 
name of SWARM rather than those of 
individuals.  We aim to be truly altruistic 
and this detail of our constitution 
provides a united front and attempts 
to break away from the inevitable claim 
that a few are benefiting from the work 
of many.  However, each individual’s 
contribution is recognised through the 
publication of ‘contribution level’ (e.g. 
Lead Investigator, Local Investigator, 
Contributor or Data Collector) under 
the project section of our website (www.
ukswarm.com).  This is important as it 
provides evidence of trainee involvement 
that is relevant for individuals, our 
Specialist Training Committee and 
hopefully future employers alike.  
It ensures that our members are 
recognised for their hard work.

One of the main hurdles to our 
development has been the efficient 
communication of data, documents 
and ideas over a large geographical area 
covering nearly 4,000 square miles.  To 
solve this issue we secured a deanery 
grant to fund a number of internet 
software applications.  Basecamp is a 
project management system that allows 
us to discuss SWARM project details in a 
web forum environment and to store key 
documents in a central location enabling 
each member access as required.  
SurveyMonkey® is a piece of internet-
based survey software that we have used 
as a tool for data centralisation.  Deanery 
funding has also been used to develop 
our new website, www.ukswarm.com.  
The main aim of producing a SWARM 
website was to provide a platform 
on which to publish our member 
contribution lists.  However, it has also 
become important for advertising 
SWARM events, as well as projects both 
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and develop its research credentials, as 
well as a year where we develop links 
to the wider research community and 
to other new trainee research groups.  
We feel that a trainee collaborative is a 
viable model for clinical research and 
we hope that it will enable our trainees 
to engage in research projects that were 
previously unattainable.

interests: SWARM is supported by the 
SW Peninsula Deanery Innovation Fund.
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Core training within anaesthesia offers challenges to the new starter like few other fields. Novice 
trainees enter from a variety of backgrounds but commonly have very minimal experience of the 
provision of anaesthetic care.

While some may have been fortunate enough 
to spend time in the growing number of 
foundation anaesthetic posts, many will be 
basing their knowledge on taster sessions, 
allied specialties and the available literature.  
As such, for the majority of new trainees, the 
environment, pharmacology and equipment 
offer a profound contrast to those familiar 
with alternative fields of practice.  The required 
skill sets are rarely familiar to the uninitiated 
and the perceived potential for serious patient 
harm adds to the already daunting experience.  
Combine this with departmental requirements 
for service provision, and a reduced time frame 
for exam completion in order to apply for 
specialist training, and the pressure on core 
trainees mounts yet further.

So what advice can be offered to those facing 
these hurdles?  How do you learn to do a job, 
pass a daunting exam and build a CV whilst 
simultaneously meeting the requirements 
of a healthy home life?  I would be lying if 
I claimed to have an answer, but I believe 
that access to appropriate information can 
help reduce these stresses and focus efforts 
effectively.  This article aims to provide the 
novice trainee with an update on key topics 
affecting core training and identify some 
essential sources of further information.

The first weeks
It is important to appreciate in advance that 
the majority of trainees will feel lost and 
awkward within this period.  For many it is a 
temporary sense of ineptitude that forms the 
greatest barrier in the transition to anaesthetic 
training.  Sadly, the problem is not easily 
rectified; anaesthetists work differently from 
all other specialties and then, to compound 
this, individual practices vary still further.  
Only with time can you begin to develop the 
necessary skills and experience and in the 
interim I would suggest the following tips.

Prepare to fail – It is the number one rule for 
all anaesthetists and must not be forgotten 
here.  The required skills can prove extremely 
frustrating to acquire and trainees must not 
become disheartened.

sleep plenty – Particularly in the early days 
when either job stresses or the commonly 
alleged anaesthetic vapours will cause you to 
need it.

read the basics – While it is tempting to 
launch into the intricacies of small topics, a 
good knowledge of the core equipment and 
drugs will prove instantly invaluable.

Don’t despair – Many trainees feel like they may 
have made an error in choosing anaesthetics; 
things soon become a lot more enjoyable.

On-calls
On-call systems vary to such an extent 
from one hospital to another that it would 
not be sensible to discuss the variety of 
permutations.  As a trainee you need simply 
be aware that typically new starters join the 
on-call rota having successfully completed 
the assessments for the ‘Initial Assessment 
of Competence’ within the 2010 CCT 
Assessment Guide which can be found on 
the Royal College of Anaesthetists website.1 
This normally occurs at between three and 
six months but hospitals differ and in some 
centres first-year core trainees will never 
independently work on the rota.  There 
are pros and cons to everything.  Rapid 
progression on to the rota ensures that you 
progress with the required assessments 
and builds confidence working with 
indirect supervision.  If you are not going 
to be moving on to the rota, then take the 
opportunity to gain greater exposure within 
the elective theatres and start working towards 
the Primary FRCA exam.

Dr A Burns

ST3, Warwickshire
School of Anaesthesia

The rough guide to core training in 
anaesthetics
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Courses
A number of well-received Primary 
FRCA courses are available to trainees 
preparing for the exam.  Typically, 
these are broken down into separate 
written and OSCE/SOE courses.  
Trainees should note that these courses 
often run to a very tight schedule and 
will focus on technique over tuition 
in the weeks immediately prior to a 
sitting.  They work well in identifying 
weaker areas and directing small 
volumes of focused last-minute work.  
Candidates are unlikely to benefit from 
any of the courses unless a significant 
degree of preparation has been 
completed prior to attendance.

Numerous other courses are also 
available to anaesthetic trainees.  Life 
support courses are extremely helpful 
and are viewed very favourably at 
interview, as is advanced airway training.  
Ultrasound is another widely taught 
skill that trainees benefit greatly from 
becoming more familiar with.  Whatever 
your area of interest, it is advisable to 
book courses and your leave early as 
study budgets are not transferable and 
will be lost if not utilised.

Preparing for interview
Anaesthetic recruitment is a nationally 
co-ordinated process led by the 
West Midlands Deanery (WMD).  
The WMD website4 contains a host 
of useful information, although 
navigating the site can occasionally 
require a little time and patience to 
locate exactly what you need.  As 
with CT1 applications, the Intrepid 
Pathway is utilised for applications to 
specialist training and candidates will 
be asked to complete a self-assessment 
form as part of their application.  In 
a recent change, only candidates who 
have completed their Primary FRCA 
examination prior to the date of 
application will be eligible to apply.

Owing to these time scales it will 
seem that the exam pressures have 
barely eased before thoughts of 
audit, presentations, publications and 
teaching are thrust upon you.  As 
always, the best advice is to start early 

A number of compatible apps exist 
for both Android and Apple devices 
to allow cases to be easily logged in 
theatre, although it’s worth testing out 
the functionality first and backing up 
the data regularly in case of lost or 
stolen phones.

The new web-based e-portfolio has 
also been rolled out recently.  For those 
progressing from foundation training 
this is the same system so should 
offer some degree of familiarity.  The 
software is actually very good and 
relatively intuitive; however, many senior 
colleagues are still not fully up and 
running and completing paperwork 
may take some gentle persuasion.

As with the foundation programme, it 
is advisable to continually chip away at 
the assessments.  As discussed above, 
those trainees moving on to on-call 
rotas will need to complete the ‘Initial 
Assessment of Competence’ prior to 
commencing their on-calls.  In smaller 
district general hospitals this may 
require you to make the most of all 
available opportunities even if it means 
occasionally cherry picking a key case 
or shadowing out of hours.

The exam
The Primary FRCA exam is a daunting 
undertaking for a number of reasons.  
There is a huge breadth of knowledge 
to cover, a limited time frame within 
which to pass, and a restricted number 
of attempts, and for many it is the 
first exam they will sit whilst working.  
As with every exam, each candidate 
will have his or her own techniques 
for preparation and revision and 
there is no magic bullet for how to be 
successful.  Although now a few years 
old, the Guide to Passing Primary 
FRCA by Dr Shorthouse, which can 
found on the FRCA website,3 offers a 
number of very helpful hints and tips 
for those preparing for the exam as 
well as links to recommended texts.

The RCoA website provides details 
of the structure of the examinations, 
the number of attempts permitted, 
and how to get support following 
unsuccessful attempts.  

Professional bodies and 
registration
The Royal College of Anaesthetists
Due to the hectic nature of those 
initial weeks it is very easy to put off 
registering with the RCoA.  This is 
unlikely to be noted during your routine 
appraisals and can easily be forgotten.  
Candidates will, however, be ineligible to 
apply for the Primary FRCA examination 
until they have completed their 
registration.  The registration process 
requires that both your College Tutor 
and the Regional Advisor countersign 
the ‘Trainee Registration form’ found 
on the RCoA website.  If you are not 
working within the same hospital as the 
Regional Advisor, allow time to arrange 
for documentation to be completed.

The Association of Anaesthetists of 
Great Britain and Ireland
The Association of Anaesthetists of 
Great Britain and Ireland (AAGBI) 
is a professional organisation for 
anaesthetists led by an elected 
council.  The AAGBI promotes 
education and advancement within 
anaesthetic practice and is responsible 
for providing many guidelines 
within the field.  Registration is not 
compulsory but does offer a number 
of attractive benefits.  Registered 
trainees will receive copies of the 
AAGBI publications Anaesthesia 
and Anaesthesia News, discounts on 
AAGBI courses and seminars, as well 
as personal injury and life insurance 
during patient transfers.  Further 
information can be found on the 
AAGBI website.2

Logbooks and paperwork
All trainees must keep a logbook of 
their cases for regular review by tutors 
and at Annual Review of Competence 
Progression meetings (ARCP).  While 
it is theoretically acceptable to keep 
a paper log, in practice most people 
utilise electronic logs in one form or 
another.  The RCoA offers software for 
both Mac and PC that allows you to 
record your data and will permit you 
to generate summary reports in the 
desired format for the ARCP.   
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Portfolio: A 20-minute station with 
a clear division into two 10-minute 
sections.  The first ten minutes allows 
trainees the opportunity to provide the 
evidence required to support the Self-
Assessment Form.  Deaneries often 
have strict requirements as to how this 
information should be presented and 
it is wise to adhere to the requested 
format.  The second section provides an 
opportunity for a structured interview.  
Here the panel members have the 
opportunity to explore in greater depth 
your portfolio and reasons for wishing 
to train within anaesthetics and the 
area.  Be prepared to talk about special 
services available within the region 
and demonstrate written evidence of 
reflection and personal development.

Presentation: Another 10-minute station 
and commonly one of the most feared 
by candidates.  The station again is not 
looking to assess academic knowledge; 
topics are typically impossible to 
predict and the panel are evaluating 
time management, working under 
pressure and communication skills.

Other common stations include 
resuscitation stations and letter 
writing stations.  The resuscitation 
stations typically place candidates in 
the position of managing common 
life support or critical incident 
scenarios.  The letter writing stations 
ask candidates to rapidly compose a 
letter to either a patient or colleague.  
As with the stations above it would be 
worth considering that this is unlikely 
to be testing your knowledge, and 
will look for the use of appropriate 
language and structure under 
profound time pressure.

Specialist training
Congratulations!  You’ve made it to 
the dizzy heights of being a baby 
registrar… have you thought about 
when you’ll be sitting your Final?

and try to keep building up your CV 
during the period of exam revision.  
A good way to do this is to target CV 
activities to your learning needs; for 
instance, sign up to present on a topic 
that you still need to cover.  That way 
it doesn’t feel as though you’re being 
stretched in different directions.

The Self-Assessment Form, which can 
be found on the WMD website, provides 
full details of application scoring.  
Reference to this document may allow 
trainees to focus their efforts and utilise 
opportunities to maximum effect.

Candidates should appreciate that 
suitable evidence will be required to 
support all the areas within the self-
scoring domains.  In some cases this 
may require supporting statements 
from other people.  Ensure that where 
this is the case you allow adequate 
time to contact and follow up those 
individuals as otherwise no credit will 
be given for those areas.

The interview process
The interview follows a structured 
format and all candidates can expect 
three core stations, which may 
be supplemented by additional 
stations depending upon the unit of 
application (UoA) to which you have 
applied.  In the event that additional 
stations are to be utilised, this should 
be notified to you by that UoA.  It 
should be noted that the interview 
process varies frequently and the 
WMD website should be checked 
frequently for updated information.

The core stations are:

Clinical: A 10-minute station relating 
to a clinical scenario.  All eligible 
candidates will have demonstrated 
academic knowledge within the 
Primary examination and, as such, 
it is likely that interviewers will be 
looking to assess how the trainees 
would handle a challenging situation.  
Candidates will be expected to act in a 
manner appropriate to the ST3 grade 
and consider not only patient care but 
also support of junior colleagues and 
logistical considerations.
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My research journey
I first thought about doing research 
after passing my Final FRCA as a year 
one SpR (ST3 in new money).  Like 
many anaesthetic trainees before me, 
I was faced with the difficult choice of 
developing a specialist interest ‘post 
FRCA’.  Looking back to life before 
revision, I realised that I have always 
enjoyed taking on an interesting topic 
and then designing and carrying out 
my own projects.  A one-year research 
fellow post was advertised at the 
Academic Department of Anaesthesia, 
Critical Care, Pain and Resuscitation 
at Heart of England NHS Foundation 
Trust, and I decided to apply to gain 
some experience in carrying out clinical 
research.  I joined a dedicated team of 
researchers who were actively involved 
in both basic science and translational 
research in anaesthesia and critical care.  
I met my supervisors who encouraged 
and guided me in finding my own 
research interests and within months 
of joining the department I decided to 
complete a higher research degree.  I 
applied for two further years of Out 

of Programme Research (OOPR) 
time from West Midlands Deanery 
and registered my degree with the 
University of Warwick.

My PhD was on strategies to improve 
quality of cardiopulmonary resuscitation 
(CPR).  I was an Advanced Life Support 
instructor and taught regularly at local 
resuscitation courses.  Despite advances 
in resuscitation science, survival rates 
from cardiac arrests remain low.  High 
quality CPR is paramount to patient 
survival, but observational studies have 
revealed that quality of CPR is poor.   I 
noticed that the quality of CPR varied 
greatly both in training and in real life, 
with many healthcare professionals 
merely ‘going through the motions’ 
without any real understanding of the 
science behind resuscitation.  Together 
with my supervisors, I designed a series 
of studies which examined how real-
time feedback devices, advanced airway 
devices and non-technical skills could 
improve quality of CPR.  My research 
included observational data from out-of-
hospital and in hospital cardiac arrests 
and laboratory work with simulation 
and manikins.  I was awarded the first 
PhD fellowship from Resuscitation 
Council UK to support my research and 
completed my PhD successfully in 2011.

Combining interest and work
I found it refreshing to spend dedicated 
time in pursuing a personal interest 
and to answer questions in an area in 
need of research.  After fulfilling my 
clinical duties, I had time to read up 
and learn about previous and on-going 
research in resuscitation.  For the first 
time in my clinical career, I had time 
to formulate ideas and discuss these 

with other researchers.  Through my 
research, I was fortunate to be invited as 
an expert reviewer for the International 
Liaison Committee on Resuscitation 
Science (ILCOR), part of the American 
Heart Association taskforce working 
towards updating the 2010 resuscitation 
guidelines.  Together with other 
international experts, my findings were 
presented to other ILCOR members 
in Dallas, USA, and included into 
the new resuscitation guidelines.  My 
systematic reviews were published as 
a book chapter and a review article. 
This was followed by presentations 
at other national and international 
meetings including competitions such 
as the Young Investigator Award of the 
European Resuscitation Council and 
the Gold Medal at the Intensive Care 
Society.

Standing on shoulders of 
giants
My research has given me opportunities 
to travel to national and international 
conferences to present my findings.  
Having the opportunity to meet and 
network with internationally renowned 
experts was inspiring.  I have met many 
experts who were more than willing to 
share their research and give advice on 
how to improve my research projects.  
It is exciting to know that there are so 
many clinicians and non-clinicians 
working tirelessly to improve patient 
outcome and that my own research, 
in some way, will contribute to the 
growing research collaborative.  One such 
moment was meeting Dr Knickerbocker, 
one of the original inventors of external 
chest compressions, and hearing how 
chest compressions were discovered 
accidentally so many years ago.1,2

Dr J Yeung

NIHR Clinical Lecturer
in Anaesthesia, School of Clinical  
and Experimental Medicine,  
University of Birmingham

‘If we knew what it was we were doing, it would not be called research, would it?’

[Albert Einstein] 

I am a National Institute for Health Research (NIHR) Clinical Lecturer in Anaesthesia working at the 
University of Birmingham.  I am going to share with you my story of how I got involved with research 
and why you, too, should consider getting involved.

Research, well why not?
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that not only will your own knowledge 
improve but you can influence and 
inform others. The National Institute 
for Health Research (NIHR) is funded 
through the Department of Health 
to improve the health and wealth of 
the nation through research. Its aim is 
to support and conduct high quality 
clinical research to form part of the 
commitments of clinicians working 
in the NHS.  Research is very much 
needed to continue to develop our 
core knowledge and establish the best 
evidence-based care for our patients.

Opportunities
There are many opportunities to get 
involved in research, but you will 
need to do some background work.  
Integrated Academic Training Pathways 
have now been set up in the UK by 
the National Institute Health Research 
and trainees can join the programme 
as Academic Clinical Fellow or Clinical 
Lecturer (Figure 1).  These posts provide 
time-tabled periods during anaesthetic 
training to allow for research training, 
completion of higher degree and 
advanced training in becoming an 
independent researcher.7  There are 
also stand-alone research fellow posts 
in anaesthesia, critical care and pain 
medicine throughout the UK.  It is 
worth asking your programme director 
who will know when and where these 
posts are advertised.

Keep an eye and ear out for 
opportunities around the workplace.  
Research projects may already be taking 
place and most investigators are more 
than happy to have help from trainees, 
this can include patient screening, 
analysing data or writing up results. 

can only be achieved by working with 
others including, to name a few, patient 
representatives, a multidisciplinary team 
of healthcare professionals, statisticians, 
health economists.

The world of academic 
anaesthesia needs you
Recognising the need to develop 
academic anaesthesia, the four main 
partner organisations in anaesthesia, 
RCoA, AAGBI, BJA and Anaesthesia, 
joined forces to form the National 
Institute of Academic Anaesthesia 
(NIAA) in 2008.3  NIAA carried out 
a research priority setting exercise 
in order to highlight the need and 
importance of mainstream clinical 
anaesthesia research.4 Anaesthetists 
form the biggest acute specialty with 
10,000 of us coming into contact with 
patients every year undergoing up to 
10 million surgical procedures. Our 
potential contribution to research in 
improving patient care and outcomes 
across all anaesthetic specialties and 
critical care cannot be underestimated. 
It is with regret that recent data 
revealed a decline in UK based 
publications5 and only 104 identified 
anaesthetic researchers in the UK.6

Improving patient care
All research projects, whether they are 
basic science or clinical studies, and 
irrespective of their scale, will help to 
build the substantial knowledge base 
needed to change clinical practice. 
Getting involved in the research process 
will mean that you can play a part in 
contributing towards improving patient 
care. Sharing your research either by 
publications or presentation will mean 

Personal development
Taking time to do research has 
hugely benefited my own personal 
development.  Skills that you will acquire 
include: formulating sound research 
questions and designing a satisfactory 
study design; gaining ethical and 
institutional approval for your proposed 
study; sharing your ideas and getting 
others on board to help with your study.  
There are many courses and workshops 
available, such as critical appraisal and 
literature review, essential statistics and 
epidemiology, and the use of databases 
and software packages, to add to the 
list.  You will also develop superior 
communication skills in explaining your 
research to patients and layperson in 
order to gain their informed consent.  

To build on my experience, I am also an 
editorial member of Resuscitation and 
the Journal of Medical Case Reports 
and carry out regular peer reviews of 
submitted manuscripts.  I continue 
to contribute towards education in 
resuscitation and am a subcommittee 
member of the Immediate Life 
Support course of the Resuscitation 
Council.  I have also gained experience 
in organising and chairing national 
research meetings and conferences.  

In becoming the first trainee in West 
Midlands Deanery who wanted to 
complete a PhD, I had to become 
proactive in working with my hospital 
trust and managing my own clinical 
training.  Patient safety is paramount.   
Even with the enormous support from 
my programme director and other 
consultants, it was crucial that I remain a 
competent anaesthetic trainee.  Despite 
having to find my own way, I take heart 
in knowing that my example will make 
it easier for other trainees to follow.  

I have been extremely lucky to have got 
to know some great people through 
my research and formed some firm 
friendships.  They may not be directly 
involved in research but their dedication 
to their work is a constant source of 
motivation.  Without their help and 
encouragement, my research would 
not have been possible.  Great research Figure 1 Integrated Academic Training Pathways

The timings of personal fellowships are indicative – there should be flexibility according to individual career progression



Page 29  |  Bulletin 79  |  May 2013

References
1 Kouwenhoven WB, Jude JR, 

Knickerbocker GG.  Closed-chest cardiac 

massage.  JAMA 1960;173:1064–1067.

2 Flynn R.  A Dying Dog, a Slow Elevator, 

and 50 Years of CPR 2011 (www.

hopkinsmedicine.org/news/publications/

hopkins_medicine_magazine/hopkins_

medicine_magazine_winter_2011/a_

dying_dog_a_slow_elevator_and_50_

years_of_cpr).

3 Rowbotham DJ.  National Institute of 

Academic Anaesthesia.  RCoA Bulletin 

2008;49:2516–2517.

4 Howell SJ et al.  National Institute 

of Academic Anaesthesia research 

priority setting exercise.  Br J Anaesth 

2012;108(1):42–52. 

5 Feneck RO et al.  Decline in research 

publications from the United Kingdom 

in anaesthesia journals from 1997 to 

2006.  Anaesthesia 2008;63(3):270–275.

6 Moppett IK, Hardman JG.  Bibliometrics 

of anaesthesia researchers in the UK.  Br 

J Anaesth 2011;107(3):351–356. 

7 NIHR Research.  (www.nihrtcc.nhs.uk/).

8 Agnew NM, Pyke SW.  The Science 

Game.  Prentice-Hall, Englewood Cliffs, 

1969.

amount of time and money you will 
need: it is always more than you think.  
University fees for a research degree will 
cost in the region of £3,000–£3,500 a year 
(MSc one year, MD two years, PhD three 
years).  Taking time out of rotation to 
do research may also limit the available 
time that can be spent on other Out of 
Programme Experience (OOPE) and it is 
worth discussing with your programme 
director if applicable.

Remember you are never alone
When you are in charge of your 
own project, it can be a lonely and 
frightening experience especially when 
things are not going according to plan 
(Figure 2: The Island of Research).8 
There is a strong culture of mentorship 
within the research environment and 
I strongly encourage finding a mentor 
whom you can trust to offer you advice 
and guidance.   

One last word...
Is that research is not for everyone.  I 
have enjoyed my research experience 
immensely and will not hesitate to 
recommend it to those who want to 
find out more about research training.  
But if you are interested or intrigued 
in answering those burning questions, 
instead of thinking ‘why do research?’, 
you should be asking yourself ‘why not 
research’?

Many organisations are working hard 
to promote anaesthetic research activity 
such as NIAA Academic Trainee 
Days, NIAA Health Service Research 
Centre Peri-operative Research Forum, 
Academy of Medical Sciences and 
Anaesthetic Research Society.  These 
meetings provide a platform for 
anaesthetists to present their research 
and networking opportunities.

Some hints and personal 
experience
Papers and publications
Whilst having your name on a 
publication is both curriculum vitae 
building and satisfying, it should not be 
the only goal in doing research.  This is a 
common theme when I spoke to other 
trainees.  We are all keen to get evidence 
of our hard work and publications are 
essential in the dissemination of results.  
It should be stressed that a quality paper 
in a high-impact, peer-reviewed journal 
is more important than the quantity of 
publications.

Collaborate and share ideas
Very few research areas are completely 
novel and your research interests may 
overlap with others.  The success of 
research often depends on collaboration.  
Presenting your research ideas to a wide 
audience will maximise the impact.  It 
is good to share your research with 
others, no matter how small a project.  
If you have made the effort of all the 
hard work, it is worth presenting your 
results in national and international 
meetings.  Look for both oral and poster 
presentation opportunities.  

Think about your environment
Your environment includes your 
supervisors, other research fellows 
and nurses who are going to be your 
support network.  Research is about 
teamwork: make sure you utilise your 
team effectively.  Environment also 
includes the academic department 
or university in which you will be 
working.  You will need good access to 
journals and the internet.  Make friends 
with your librarian.  Most important 
of all: environment is your personal 
circumstances.  Be realistic about the 

Figure 2 The Island of Research – reproduced with permission from Dr E Harburg
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Dr S Patel

RCoA Trainee 
Committee, Co-chair

The European Working Time Directive 
has been in full flow since 2009.  Its 
impact on training and its ability 
to produce quality consultants still 
remain a source of debate.  For our part 
at least, anaesthesia has adapted well 
developing ‘smarter training’ to suit the 
regulations.  

We continue to produce a high 
standard of consultant workforce 
despite these regulations.  

Opinion amongst the other specialties 
is still mixed.  There are some who feel 
the EWTD has negatively impacted on 
their training… so the debate will go on.

The NHS faces great challenges in 
the wake of Nicholson’s economic 
pressures combined with a need for 
total culture change as highlighted in 
the Mid Staffordshire report.  These 
will no doubt impact greatly on the 
training of doctors.

As my term on the RCoA Council 
draws to a close, and I hand over 
running of the trainee committee to 
my successors, we gaze into the crystal 
ball to try and gauge what issues will 
affect trainees in the near future.  

The junior doctor contract… 
fit for purpose?
It is 12 years since the current junior 
doctors’ contract was put in place in 
an effort to improve junior doctors’ 
working conditions.  Many employers 
have more recently perceived it as unfit 
for purpose.  More than 52,000 doctors 
in training work in the NHS with a total 
pay bill of approximately £3.3 billion.1

While the current contract is heavily 
focused on hours, rest and pay for 
trainees, it does not place the same 
emphasis on the training the same 
doctors receive.

As such, a report was produced 
last year by NHS Employers in 
collaboration with the four health 
departments looking at the viability of 
the current junior doctors’ contract in 
the NHS today.  

The review of the contract took into 
account the views of a wide range of 
employers in the NHS, as well as the 
BMA, the BDA and the BMA Junior 
Doctors’ Committee.

All of the stakeholders agreed that a 
contract for doctors in training should 
work towards achieving five key aims:

 ■ Better patient care and outcomes.

 ■ Doctors in training feeling valued 
and engaged.

 ■ Affordable.

 ■ Produces the next generation of 
medical professionals.

 ■ Improves relationships (employers 
with juniors, juniors with deaneries 
and deaneries with employers).

There was also an agreement that the 
current contract is not achieving these 
aims. 2

One of the keys issues surrounding 
the junior doctors’ contract is how we 
are paid.  Traditionally, there has been 
a basic salary dependent largely on 
number of years’ service to the NHS.  
This has been supplemented with a 
banding determined by number of 
hours and working pattern.  It may be 
that future contracts do away with this 
structure of pay with more weighting 
towards a basic salary.

During any negotiations of the 
junior doctors’ contract it must be 
made clear that the impetus to any 
changes must not be from cost-cutting 
motives.  Fairness for doctors and the 
best quality care for patients must be 
ensured.   It is important that trainee 
organisations such as ourselves, Group 
of Anaesthetists in Training (GAT) and 
the British Medical Association work to 
ensure this process is robust.

Shape of Training Review…
planning for the future
Many of you may be aware of the 
Shape of Training Review, which 
is currently underway under the 
chairmanship of Professor David 
Greenaway, Vice-Chancellor of 
Nottingham University.

The review will look at potential reforms 
to the structure of postgraduate medical 
education and training across the UK.  
The main aims are to make sure we:3

 ■ continue to train effective doctors 
who are fit to practise in the UK

 ■ provide high quality and safe care

 ■ meet the needs of patients and the 
service now and in the future.

The question remains: does the 
workforce need specialists or 
generalists?  Opinion will remain 

It has been an interesting year for trainees with a number of issues evolving that will spark future 
debate and discourse.

Gazing into a crystal ball
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and academic or management careers.

Calls for evidence and written ideas 
from appropriate stakeholders have 
now been given, with our own College 
submitting a detailed report.  Further 
opportunities to give oral evidence will 
occur during this year.

The Royal College of Anaesthetists 
is fortunate to have direct input to 
the review via Dr Peter Nightingale 
(immediate Past President) sitting 
on the expert review panel.  We look 
forward to seeing the final report of 
this review scheduled for later this year.

Dr S Gulati

RCoA Elected Trainee 
Member of Council

I firmly believe that achievements of 
the past and diligence in the present 
help us achieve glory in the future. It 
has been an exciting year to be a 
trainee Council member. The last 
couple of years have seen the impetus 
for real change in regulation, education, 
training and workforce planning. 
Ground breaking work has taken place 
and some very important work has 
been implemented or published: 
Revalidation, Shape of Training, Shape 
of the Medical Workforce: Starting the 
debate on future consultant workforce, 
establishment of ICM as a separate 
specialty, and Seven Day Consultant 
Present Care are a few of them.  

Revalidation requires special mention 
as it is already up and running. The 
GMC launched Revalidation on 3 
December 2012 and a phased roll out is 
in process going through to 2018.

With regard to trainees, COPMeD 
guidance was issued in 2010 that 
doctors in training should be revalidated 
through the ARCP process. The NHS 
Revalidation Support Team (RST) 
piloted an updated version of existing 
ARCP paperwork covering both 
educational progress and the additional 
requirements for revalidation at the end 
of 2011 for all deaneries. Participating 
trainees felt that enhancements to the 
ARCP process were fair and beneficial 
and that the self-declaration and 
amended paperwork did not take a 
significant amount of extra time. Three 
forms have emerged as a result of this:

 ■ enhanced Form r – This contains 
trainee information and has more 
details, including a Self-Declaration 
that is over and above that which 
specialty trainees normally sign on 
an annual basis.4 

 ■ educational supervisor’s report  – 
This includes the existing training 
report and any fitness to practise 
issues.  Regular discussion about your 
progress and outstanding learning 
needs will now include summarising 
and reflecting on strengths and 
weaknesses, and significant 
achievements or difficulties, which 
will usually encompass information 
on significant events, and complaints 
and compliments.4 

 ■ exit report from the employer – This 
is a proposed formal mechanism to 
provide information on any fitness 
to practise issues like complaints, 
serious untoward incidents, conduct 
or capability issues. This will be 
requested by the deaneries, on a 
biannual basis (April and November), 
from all employers and will be signed 
by the medical director.4 

When will you revalidate5

 ■ A transitional arrangement is in 
place for trainees who CCT between 
3 December 2012 and 31 March 2013 
and they will revalidate between 
April 2014 and March 2016. 

 ■ From April 2013 to March 2018 the 
trainees will revalidate at point of 
eligibility for CCT. 

polarised but, with the restructure of 
service provision and a move for more 
community-based medicine, it may be 
that the traditional balance of specialist 
and generalist may need reform.  

It has generally been understood that 
there is only one appropriate outcome 
of successful training in the form of a 
CCT.  Perhaps there will be changes in 
the length of training, timing of CCT 
and exit points from training.

The review will also examine how we 
can help trainees gain the right mix 
of knowledge, skills and behaviours 
to prepare them for the range of 
environments in which they may need 
to provide care in the future.

There is a subtle balance between 
service provision and training in a 
system such as the NHS.  Despite a 
call for 24-hour led consultant care, 
trainees will remain heavily relied 
upon to ensure the running of the 
hospital, especially at night and on the 
weekends.  Many of our colleagues 
may feel poorly supported in such 
roles.  A review of how trainees work 
and train within the NHS is welcome.

Patients are often unclear about the 
level and standard of the doctor treating 
them within hospital.  They may be seen 
by a range of grades from foundation 
year to consultants.  The Shape of 
Training Review will aim to look at 
developing a structure that provides 
better transparency to patients about an 
individual’s competencies and abilities.

The ability to move between fields of 
medicine has been a taxing one.  It 
has often meant starting training at 
the beginning again.  The move to a 
concept of transferable competencies is 
making headway into allowing this to 
be a more achievable process.  

The Shape of Training Review will 
examine how to achieve more flexible 
models of training, which would allow 
trainees and trained doctors to move 
more easily between specialties and 
into and out of training.  It will also 
look at ways of supporting and valuing 
training that combines medical practice 
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to discuss any issues, and we promise to 
help and take any relevant question to 
the committees to get an answer for you!

References
1 Lintern S.  Analysed: the renegotiation 

and future of junior doctors’ contracts. 
Health Services Journal. Epub 
December 2012.

2 NHS Employers  
(www.nhsemployers.org).

3 Shape of Training (www.
shapeoftraining.co.uk).

4 Burrows L. Trainee revalidation: are we 
ready? RCoA Bulletin 76, November 2012  

5 Information for doctors in training. 
GMC, London (www.gmc-uk.org/
doctors/revalidation/12383.asp). Accessed 
on 22/2/2013.

Further reading
Supporting information for appraisal 
and revalidation, Guidance for Doctors. 
RCoA (www.rcoa.ac.uk/node/1951).

3 We have started a dialogue 
and engagement with trainee 
representatives locally to make our 
opinion more representative. 2013 
is important for us in this regard 
and we hope to host virtual and 
face-to-face meetings in the future. 

4 With the effort of one of the 
committee members who collated 
information about contacts in each 
university, e-LA was trialled for 
medical students and this has now 
been established.

5 We succeeded in agreeing with 
the Communications Committee 
to publish a trainee issue of the 
Bulletin, which you are reading now.

6 We have fed back to the GMC 
trainee survey to update their 
questions, some of which were 
considered outdated or not 
relevant to training.

7 Two members of this committee 
will be giving a presentation on 
behalf of trainees in the College 
Tutors meeting in June this year. 

8 We often get asked to give career 
talks in schools, attend hospital 
visits and volunteer in courses. As 
a small committee we are hugely 
dependent on all trainees to pitch 
in to help take our specialty and 
the work of the RCoA forward.

Looking into 2013 and beyond, we 
wish to see ourselves at the vanguard 
of providing representative opinion to 
the ongoing organisational changes. 
This is to enable delivery of high quality 
training and education to junior doctors 
while enabling a smooth transition to 
the future of working in the NHS.  

We propose to increase local 
representation by networking with the 
Specialist Training Committee reps and 
setting up a virtual and face-to-face 
platform.  We have recently expanded 
our membership by co-opting reps 
from FPM and FICM and are working 
more closely with GAT. 

I look forward to your support to build 
on our strengths and pave our way to 
glory.  We would love to hear from all of 
you.  Do contact us at trainee@rcoa.ac.uk 

 ■ Trainees will in future start a five 
years’ cycle once they register. For 
doctors gaining full registration 
after 3 December 2012, the point at 
which they revalidate will depend 
on how long the training lasts.  If 
training lasts less than five years, the 
first revalidation will be at the point 
of eligibility for CCT.  If training 
lasts longer than five years, first 
revalidation will be five years after 
full registration, and the trainee 
will revalidate again at the point of 
eligibility for CCT.

Trainee Committee: the past, 
present and future
As a trainee committee, one of our 
main roles is to represent trainees in 
the UK on several College committees 
including Training, Exams, Education, 
Revalidation, Professional Standards, 
Communications, e-Portfolio, Patient 
Liaison Group, Recruitment etc. 
We have contributed extensively to 
these committees as the activity has 
increased with the on-going changes. 

We have collaborated with other bodies 
and societies such as GAT, SEA UK 
(Society for Education in Anaesthesia 
UK), AoMRC (Academy Trainee 
Doctors Group) on several current 
issues and brought them to our 
meetings to form a cohesive opinion. 
This role is being further strengthened 
going into 2013 when a lot of national 
proposals will be implemented. 

1  One of our most important 
achievements has been our 
newsletter The GAS which has 
completed one full year and its 6th 
edition is in the planning as I write 
this article. We write about the 
topical issues and updates in The 
GAS which is then disseminated 
through the College website, and 
local contacts including deanery 
and College Tutors.

2 The RCoA-GAT trainee survey on 
workforce planning was another 
major undertaking led by Dr K 
Nicholson from the RCoA side.  She 
writes in more detail about this on 
page 33 of this issue of the Bulletin.
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It outlines potential problems within the current 
medical training system and highlights the 
need to match supply and demand for trained 
doctors over the coming decade.  Seven possible 
scenarios are described and mathematically 
modelled within the report.  It is estimated that 
if the current system remains in place, there will 
be an increase in the consultant headcount by 
60% to over 60,000 doctors by 2020, representing 
a considerable oversupply against predicted 
demand.   There has already been a significant 
response to the report from both the AAGBI 
and the RCoA.2,3

These issues are vitally important both for 
trainees, who do not wish to undertake years 
of training to become unemployed, and for 
the UK as a whole; training doctors whose 
expertise is surplus to requirements is both 
illogical and expensive.  It is vital that action 

is taken now as the consultants of 2020 are 
already in postgraduate training. 

This article is the second in a series to outline 
the results of the survey.   The first was 
published in Anaesthesia News in April 2013 
and primarily reports trainees’ opinions on 
the CfWI report.4  Our survey, however, did not 
only canvas opinion about the CfWI proposals 
but also explored the aspirations and views of 
respondents about their future working patterns 
as consultants, and what they thought was 
important when applying for a substantive post.

Methods
The survey was conducted over a period of 
three weeks (26 October to 16 November) in 
the autumn of 2012.  It was aimed at current 
trainees and those who had received their CCT 
within five years of the survey date.  It was 

The Royal College of Anaesthetists Trainee Committee and the Group of Anaesthetists in Training 
(GAT) conducted a joint survey in the autumn of 2012.  This was in response to the Centre for 
Workforce Intelligence report Shape of the Medical Workforce: Starting the debate on the future 
consultant workforce, published in February 2012.1  

Dr K Nicholson

Elected Member RCoA 
Trainee Committee,
Specialty Registrar – 
South East Scotland 
School of Anaesthesia

Dr R Paul

GAT Chair (elect),
NIHR Research Fellow

Response to the Shape of the Medical 
Workforce report
Further results of the AAGBI GAT/RCoA Trainee Committee 
National Survey

Table 1 Reproduced from Van Besouw JP. Anaesthesia News, September 20123

Potential models for the future workforce configuration

scenario overview

scenario 1 Business as usual No changes are made to the current patterns of recruitment 
and deployment of trainees and doctors.  Trends continue as at 
present

scenario 2 Shift to general practice There is a shift from hospital specialty training posts to general 
practice to achieve a target 50:50 ratio

scenario 3 Change in retirement age Retirement fixed at 60 years of age

scenario 4 Set level of demand The size of the consultant workforce is set using the Royal 
College demand criteria

scenario 5 Training consolidation 
period

A consolidation period is introduced during CCT

scenario 6 Consultant-present 
service

Employers move to a service where a consultant is in the vicinity 
at all times with accountability and responsibility for patient 
outcomes

scenario 7 Business as usual A multi-level career structure is introduced which recognises 
different levels of expertise, competence and intensity of work
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actively publicised to gain a maximal 
response (AAGBI e-newsletters, the 
RCoA The Gas trainee newsletter, 
AAGBI Trainee Network Links, the 
RCoA e-portfolio and anaesthesia 
school administrators).

The survey was conducted using 
SurveyMonkey® and was produced 
with administrative support from staff 
at the AAGBI. 

Results
2165 individuals took part in the 
survey: 1741 trainees, 325 consultants, 
94 locum consultants, specialty doctors 
and fellows.  Five respondents did not 
provide information about their grade. 
1796 complete responses were obtained.   
Incomplete surveys were not excluded. 
The trainee response rate was 35% 
(there are 4870 trainees registered with 
the RCoA).  The response rate for post-
CCT anaesthetists was more difficult 
to quantify so was not calculated.  
All schools of anaesthesia were 
represented amongst the respondents 
and 54% of respondents were male. 

Responses to questions
1. What influences respondents’ 
choice of post-CCT employment
We asked consultant respondents 
to rate what factors were important 
when choosing to accept post CCT 
employment.  The rating scale ran from 
1 (strong influence) to 5 (no influence).  
The factors in order of preference that 
were rated most influential are shown 
in the table below: 

Geographical location was the most 
important factor and, on further 
questioning, 70% (226 of 323) had not 
moved upon completion of training. 

2. Less than full-time (LTFT) 
working
185 of the 1714 trainee respondents 
(10.8%) answering our questions about 
LTFT working were working less than 
full-time, whilst only 5 of 115 (4.3%) 
non-trainee respondents had the same 
working pattern.  The percentage of 
full-time equivalent (FTE) worked also 
varied between the two staff groups 
with trainees tending to work fewer 
hours than the post-CCT cohort. 

We also asked all respondents if they 
intended to work LTFT in the future. 
13.5% of trainee and 10.6% of post-
CCT anaesthetists indicated that this 
is something they wished to consider, 
which represents a higher proportion 
than those who are currently working 
LTFT contracts.

3. Gaining a CCT in the current 
climate – stick or twist?
The CfWI has indicated that the 
current system of progression from 
training to a consultant appointment 
is unlikely to be maintained.  Taken 
with the wide-ranging changes facing 
the NHS (e.g. the Efficiency Challenge), 
this has created an environment of job 
uncertainty.  We asked trainees if they 
had considered altering their working 
hours to affect when they complete 
training.  105 of 185 LTFT trainees 
(57%) had considered increasing their 
working hours to finish training earlier 
than previously scheduled.  Conversely, 
approximately the same proportion 
(55%) of full-time trainees (839 of 1529 
respondents) had considered reducing 
their full-time equivalency to delay 
completion of training.  The reasons for 
this were not investigated in the survey.

Interestingly, with potential changes 
to the future consultant workforce 
on the horizon, the majority of 
all respondents answering the 
question (1217 of 1866; 65%) thought 
that consultant contracts should 
be renewable based on clinical 

performance, implying support for 
non-permanent contracts.  However, 
confusingly, the majority (1447 of 1866; 
77.5%) of all respondents also viewed a 
consultant post as a job for life.  These 
responses may be a product of poor 
phrasing of our questionnaire; if not, 
we are unable to explain them.

4. Considering alternative options 
for future employment
We asked respondents to rate six 
different statements which each 
described a compromise for post-CCT 
employment. 

Using the criteria of ‘strongly agree’ or 
‘agree’, 37% of respondents indicated 
they would be willing to work within 
a different anaesthetic sub-specialty, 
whilst 36% said they would consider 
relocating within the UK to gain 
employment.  60% of respondents 
would accept a time-limited non-
consultant post with good prospects of 
a consultant post afterwards.  However, 
only 13% would consider a non-
consultant post with unclear future 
advancement or a permanent non-
consultant post.  

Strikingly, 1475 out of 1866 (79%) 
responded that if a graded consultant 
structure were to be introduced 
(scenario 7), they would consider 
emigration or leaving the NHS.

Conclusions
These are uncertain times for the NHS 
and the clinicians who work within it.  
Anaesthetists responding to our survey 
indicated, via the free text comments 
at the end of the survey, that this was 
affecting staff morale.

 ‘It is all starting to look very bleak.’

‘The massive changes within the NHS 
have led me to accept a consultant post 
overseas.’

‘I’m planning to leave anaesthesia due 
to this upheaval.’

However, the over-riding reaction 
was one of bewilderment, with the 
majority of those who commented 
being unaware that these workforce 

Table 2 Influencing factors in choosing to 
accept a post-CCT post

% rating 1 or 2

Location 91

Post availability 88

Department 82

Future opportunities 79

area of anaesthesia/sub-specialisation 78

on-call commitments 55

Total number of Pas 48

number of sPas 46

salary 36
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discussions were even taking place.  By 
not engaging directly with trainees, the 
CfWI seems to have misunderstood the 
huge role that junior doctors play in 
the hospital, leaving an under-valued 
and demoralised workforce.  The risk is 
that low morale, and in future reduced 
trainee numbers, feed into sub-optimal 
patient care. 

What is clear from the CfWI and the 
Doctors and Dentists Review Board 
(DDRB) reports is that we should 
expect the way in which consultants 
work to change in the future.  In part 
1 of our survey results, we showed that 
the compromise most favoured by 
respondents was the introduction of 
working patterns involving consultants 
being resident on-call.  With the recent 
recommendation by the DDRB5 that 
the existing consultant contract be 
renegotiated, we will have to see how 
proposals to change working patterns 
are received by our senior consultant 
colleagues.  Our results demonstrate 
that only 13% of respondents (both 
trainees and consultants) would agree 
to the central tenet of the CfWI’s 
proposals: a move to a permanent sub-
consultant grade.

We also know that lifestyle choices are 
increasingly playing a part in decision 
making with regard to applying for or 
accepting a job.  In our survey, a greater 
number of respondents are considering 
working less than full-time in their 
consultant careers compared to the 
current number of consultants working 
LTFT (13.5% vs. 8.6%).6  Geographical 

location also seems to have played 
a significant role in influencing the 
choice of post for those now in post-
CCT employment.  However, with the 
current uncertainty, it seems that our 
cohort of trainee respondents would be 
more willing to sacrifice geographical 
location to secure a job than their 
forebears.  Unfortunately, this also 
extends to moving out of the UK.

It is clear that permanent non-CCT 
contracts or time-limited post-
CCT contracts with no prospect 
of consultant employment are 
an unattractive proposition.  Our 
cohort still wants to be employed as 
consultants; however, they are prepared 
to accept time-limited non-consultant 
contracts as bridges to substantive posts. 

The data regarding attitudes to 
consultant posts are conflicting.  
The majority of respondents still 
expect a consultant post to be a 
job for life; however, there is also 
an acknowledgment that clinical 
performance should influence tenure.  
To a degree, the introduction of 
revalidation is following the logic of 
the latter point, but we wonder if these 
conclusions from our results may have 
come about from a weakness in our 
survey structure, and therefore may 
not truly reflect the opinions of our 
respondents. 

The data from the post-CCT cohort 
show pragmatism – the factors 
which were important in selecting a 
consultant post to apply for are also 

those which are difficult to change (e.g. 
geographical location, the department 
in which the post was based).  Financial 
considerations and the availability of 
time for supporting professional activity 
were considerably less important.  This 
information may be of use to clinical 
directors of units that struggle to recruit 
new consultants.

In the near future, we will likely see 
significant change in the structure of 
the medical profession; the concern is 
that we do not know what that change 
will be or how it will affect us.  This is 
naturally alarming, more so when you 
consider the lack of consultation with 
the trainee body.  We hope that, by 
conducting this study, we have opened 
an avenue for anaesthetists to voice 
their concerns about their futures, 
and we would like to reassure our 
respondents that these concerns have 
been presented to the Royal College 
Workforce Planning Committee, which 
has been consulting with the CfWI.  

We would like to thank those of you 
who took part for taking the time to 
complete the survey.
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Figure 1 The proportion full-time equivalent (%) worked by trainee and post-CCT respondents
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It should therefore come as no surprise that 
postgraduate medical education is coming 
under scrutiny with a comprehensive review 
jointly sponsored by the health departments 
in all the devolved nations, the GMC, Health 
Education England, the Academy of Medical 
Royal Colleges, the Medical Schools Council and 
the Conference of Postgraduate Medical Deans.

The Shape of Training Review1 chaired 
by Professor David Greenaway has 
been commissioned to build on the 
recommendations from Sir John Tooke’s 2007 
inquiry2 into Modernising Medical Careers 
which called for a more flexible, broad-based 
approach to medical training, integrating both 
training and service objectives with workforce 
planning.  The current review which is due 
to report in the summer of 2013 is tasked 
with making recommendations to reform 
postgraduate medical education to ensure that 
the UK continues to train doctors who are fit 
to practise and able to meet society’s needs 
both now and in the future.

The review is focusing on five themes:

 ■ Patient needs.

 ■ Balance of the workforce – specialists  
v generalists.

 ■ Flexibility of training.

 ■ The breadth and scope of training.

 ■ Tensions between service and training.

The RCoA, along with the Faculty of Pain 
Medicine (FPM), Faculty of Intensive Care 
Medicine (FICM) and all other medical royal 
colleges, has submitted written evidence 
to the review3 and at the time of writing 
anticipates having the opportunity to provide 
oral evidence to the review board members.

It is therefore appropriate in this trainee 
themed edition of the Bulletin to provide a 

summary of the main issues emerging from 
the review and the implications this may have 
for our specialty.

Patient needs
This section of the review sought views on 
the ways in which patient care will change 
over the next 30 years and what this will mean 
for the kinds of doctors and the training 
they will require.  The population of the UK 
is predicted to increase from 62.3 million in 
2010 to 81.5 million in 2060 (Office for National 
Statistics 2010).  Older people are the main 
consumers of healthcare and the percentage 
of people over 60 will increase from around 
23% in 2010 to 31% by 2060.

For the whole profession the challenge of an 
increasingly ageing population with a heavy 
burden of co-morbidity looms large.  For 
our specialty, perioperative care requiring 
anything other than local anaesthesia will 
continue to be delivered in secondary care 
environments, although there would be scope 
for preoperative assessment to be conducted 
with greater use of online technologies 
including Skype© or similar systems with 
face-to-face assessment confined to those 
patients with the most complex problems.  
Anaesthetists will be central to leading 
and developing perioperative medicine to 
support these initiatives.  Enhanced recovery 
programmes are resulting in patients leaving 
hospital earlier with the potential that 
anaesthetic side effects and complications may 
be missed.  Early discharge from hospitals in 
other countries relies on high level support 
from community nursing.  Some system 
needs to be in place to ensure patients have 
access to support and are not abandoned at 
home.  Ideally, there would be specialised 
postoperative care community nurses 
with appropriate knowledge and access to 
anaesthetists for advice.  

Dr L Brennan

Chair, RCoA Training 
Committee

2013 is proving to be a momentous year for UK healthcare with the implementation of the new NHS 
infrastructure in England required by the Health and Social Care Act and the publication of the 
Francis Report resulting from the Mid-Staffordshire inquiry. 

Shape of Training Review: the anaesthetic 
perspective

Dr D Nolan

RCoA Vice-President
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In contrast, the RCoA has always 
embraced the importance of generalist 
training and the current CCT in 
anaesthetics is a generalist-based 
programme specifically designed to 
produce independent practitioners 
capable of service delivery in the 
secondary care setting.  The current 
seven-year competency-based training 
programme has evolved over time 
to produce CCT holders capable of 
independent practice for all clinical 
scenarios that present to a district general 
hospital.  The College stands by the 
seven-year programme, particularly as it 
was increased from six years previously 
to ensure a high level of competency to 
meet the generalist agenda.  

Flexibility of training
Providing broad-based training, 
particularly in the early years following 
primary medical qualification, allows 
young doctors to make better career 
choices, enhances their general 
confidence and develops transferable 
skills to allow movement between 
specialties without necessarily having 
to duplicate training time.  In this 
respect, ACCS training has been a 
great success for our specialty and has 
been mutually beneficial for the other 
participating specialties.  Development 
of broad-based programmes by 
clusters of aligned specialties is now 
generally supported by the profession.

A more flexible approach to training 
also has implications for the 
increasingly female workforce who 
may wish to train less than full-time 
and some of those doctors in the SAS 
grades who may wish to train at a 
different pace from those in standard 
training programmes to allow a better 
work–life balance.

Breadth and scope of training
This area of the review is potentially 
the most significant and contentious.  
It asks if the length of the current 
CCT programmes is appropriate and 
whether they produce doctors ready 
to take up consultant posts who are 
capable of safe, effective, independent 
practice at appointment.

In anaesthesia, most doctors coming 
out of CCT programmes are reasonably 
well prepared for posts working as 
a generalist and the College believes 
that the current length of training is 
about right.  However, the constraints 
on training brought about by 
European Working Time Regulations 
(EWTR), and in some parts of the 
UK by reconfiguration of clinical 
services, have had a disproportionate 
impact on confidence to fulfil some 
sub-specialty roles (e.g. paediatrics, 
cardiothoracic, neuro) such that further 
training beyond that provided by the 
CCT programme is often required.  
This has resulted in an increasing 
numbers of post-CCT Fellowship posts 
as discussed previously; indeed, in 
some areas of practice it has become 
a de facto requirement to complete 
an extra year of post-CCT training 
to be competitive for a consultant 
appointment, e.g. cardiothoracic 
anaesthesia.  Whether the additional 
training time should be part of or 
additional to a CCT programme is a 
matter for debate.

What implications would this have for 
the meaning of the CCT? The College 
concurs with the view espoused by 
the Academy on behalf of the whole 
profession that the CCT should be 
regarded as a way point in a doctor’s 
career indicating that they are ready for 
independent practice.  However, good 
doctors never stop learning and CCT 
is just one step, albeit an important 
one, on the life-long learning 
pathway.  Achievement of additional 
competencies should occur throughout 
an individual’s career, and CPD, which 
is currently a relatively low bar as part 
of the revalidation process, will need 
to be enhanced and fully supported 
by employers to meet the on-going 
development needs of the trained 
medical workforce.

Tensions between service 
and training
Getting the balance right between 
service and training has always been 
a challenge.  The NHS has depended 

Undoubtedly, secondary care will 
require more generalists who are 
able to manage the majority of 
patients presenting to hospital with 
common conditions, and who are 
also able to recognise and stabilise 
the more complex problems before 
referring them on to super-specialists.  
Anaesthesia, by its nature as a time-
critical acute specialty, will require 
generalists who can manage the 
routine caseload but who are able 
to rise to the challenge of stabilising 
life-threatening situations.  This will 
need to be reflected in the breadth 
of anaesthesia training and life-long 
(CPD) learning programmes.  

Although many anaesthetists gain 
some extra sub-specialty experience 
in CCT programmes, this rarely 
produces a fully experienced 
practitioner with complete mastery of 
their area of interest on appointment 
to consultancy.  Post-CCT training 
packages via Fellowship posts are 
becoming increasingly common 
across the profession including sub-
specialty areas of anaesthetic practice.  
The RCoA is currently developing a 
template to define the content of a 
high quality post-CCT programme.

Balance of the workforce – 
specialists versus generalists
Nobody would dispute that we need 
a mix of doctors trained as generalists 
or specialists to manage society’s 
healthcare needs.  However, getting 
the specialist/generalist balance right 
for individual specialties is a major 
challenge.  Some branches of the 
profession have progressed down the 
route of early sub-specialisation – for 
example, most trainees in medical 
specialties sub-specialise after two 
years of core medical training to 
complete training in one of 30+ GMC 
approved medical specialties.  A 
drawback of this approach is that it 
leaves a minority of consultants with 
the broad experience and confidence 
to manage the large volume of routine 
acute and chronic disease that presents 
to secondary care.
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Conclusion
It has not been lost on those who have 
engaged in The Shape of Training 
Review so far that the Chair, Professor 
David Greenaway, is a leading 
economist who has previously chaired 
the Armed Forces Pay Review Body 
and been a member of the Senior 
Salaries Review Body.  

More sceptical commentators have 
expressed the view that the review 
may be politically driven with an 
underlying agenda to identify how 
training can be delivered more quickly 
and more cheaply.  Although the 
financial implications of training have 
to be carefully considered, particularly 
in the current adverse economic 
climate, the College has real concerns 
in relation to the implications for 
patient safety in the long term if 
training time is reduced.  Shortened 
training, unless combined with a 
major injection of resources for trainers 
and training establishments, is likely 
to compromise the ability to produce 
anaesthetists sufficiently capable of 
safe, independent practice.  

Rest assured that College officers will 
continue to vigorously represent the 
interests of our specialty in this debate 
for the benefit of patients, our Fellows 
and Members and maintenance 
of the pre-eminent position of UK 
anaesthesia.
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since its inception on a substantial 
portion of the service being delivered 
by doctors in training particularly at 
nights and weekends.  Although the 
implementation of the EWTR has 
reduced trainees, working hours this 
has sometimes been at the expense of 
training and has not always benefited 
patient care.  A recent GMC study of 
all specialties4 has demonstrated that 
the constraints of producing EWTR 
compliant rotas have too often resulted 
in trainees missing out on training 
opportunities and led to a lack of 
continuity in out-of-hours care.  

However, for anaesthesia it is vitally 
important that trainees deliver service 
as part of their training.  Good quality 
care involves aspects beyond those 
of simply achieving confidence with 
practical procedures.  It requires 
the development of professional 
behaviours including the ability to 
take responsibility, exercise clinical 
judgement and cultivate organisational 
and prioritisation skills.  These broader 
aspects of professionalism need to be 
developed by ‘doing the job’ during 
accompanied training lists and when 
working solo.  A training programme 
which does not provide opportunity 
for independent practice, albeit with 
appropriate supervision, will not create 
doctors with the ability to perform 
independently at consultant level.  In 
addition, for an acute specialty such 
as ours the opportunity to achieve 
the experience of managing the 
less common but nevertheless life-
threatening scenarios often do not 
present during the EWTD restricted 
daytime clinical exposure.  

Recommendations made in the 
Academy’s Seven Day Consultant 
Present Care5, go some way to ensure 
supervision and consultant presence 
is at hand during out-of-hours and at 
weekends.  Fortunately, anaesthesia 
and ICM have always led the way in 
delivering out-of-hours consultant 
support to the benefit of patients and 
trainees.
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Such was my first experience of retrieval 
and transfer medicine eight years ago as we 
transferred a patient between hospital sites 
across a city gripped by rush hour.  ‘Just 
remember – time is brain’, the words of 
encouragement shouted by a consultant 
slamming the door behind me.  As the lock 
of the door turned, so did my stomach.  For I 
was to be responsible for this patient’s journey,  
responsible and alone.  That night, the back 
of the ambulance was as remote as the 
moon.  None of the usually afforded creature 
comforts of a hospital, none of the help and 
with the sickest patient in the city.  Working 
in the back of an ambulance is different from 
in-hospital practice.  Most ambulances are 
little more than bread vans on wheels and 
offer little in the way of protection to the rear 
occupants in the event of a crash.  Add to 
this, the hazards afforded by vibration, noise, 
g-force and motion sickness and one can see 
how it can become difficult.  

Retrieval medicine is a sub-specialist area 
of medical practice, which incorporates 
elements of emergency medicine, critical care, 
anaesthesia and pre-hospital care.  I suspect 
my experience will resonate with many 
trainees both old and new.  Although the 
various curricula – ACCS, EM, anaesthesia 
and critical care – all describe laudably the 
competencies a trainee should achieve in 
relation to transfer, very few areas of the 
country are set up to deliver the training.  
This seems to be a national phenomenon 
according to various colleagues around the 
country, despite the fact that there are up to 
11,000 critical care transfers per year, mainly 
for clinical reasons.1  Many– if not most – of 
these transfers are undertaken by trainees.  
Other work suggests that lack of training and 

experience contribute to adverse outcomes 
during transfer.  This turns to the question of 
how to train for such things.   

Courses
Within my own school of anaesthesia, 
trainees are obliged to attend a local critical 
care network-run transfer course, which 
lasts for one day.  This covers the basics of 
transfer medicine, orients the trainee to the 
equipment we use locally and incorporates 
a look around the back of an ambulance.  
Importantly, it is a multi-professional course 
in terms of instructors and attendees, allowing 
us to share experiences with our inevitably 
more experienced ICU nursing colleagues.  
Completion of this course is mandatory 
prior to undertaking transfers for the school.  
Chatting to colleagues around the country 
would suggest that such courses are neither 
universal nor mandatory.  For the ultra keen, 
there is the Safe Transfer and Retrieval course 
(STaR), which has learning objectives similar 
to the RCoA curriculum.  At £420 and two 
days, this would saturate the majority of a 
trainee’s annual study allowance.  As a niche 
area of the curriculum and with so many 
other things to do, I suspect the number of 
trainees undertaking the course is limited.   

Experience
Attending a course is a useful start point.  It 
may reduce the fear, but it probably doesn’t 
eliminate it.  Within my own school, transfer 
medicine is a distinct module in which trainees 
have to become competent as demonstrated by 
a variety of workplace-based assessments.  My 
experience, having worked in three different 
schools, is that the opportunities for directly 
supervised inter-hospital transfers are limited.  
Some trainees will have the chance of directly 

Dr M O’Meara

Specialist Registrar 
Anaesthetics/Intensive 
Care Medicine, Queen’s 
Medical Centre, 
Nottingham

Swerving around corners at supra-limit speeds and progressing through traffic with a severely head-
injured patient on the ambulance trolley in front of me, two things immediately occurred. Firstly, it 
is impossible to hold a pen torch accurately over the pupils of a patient who needs it and, secondly, 
a stethoscope is little more than a badge of office when trying to auscultate above the cacophony of 
engine noise, sirens and nurse.

Retrieval and transfer medicine
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to know that the luxurious Learjet, 
owned by businessmen and celebrities 
alike, comes without a toilet.  Think 
before you buy and, more importantly, 
think before you fly – a lesson I learnt 
the hard way, somewhere over the Ural 
Mountains.  Many of these missions 
allow for one or two nights on the 
ground before repatriating the patient.  
This ensures the pilots, doctors and 
nurses are fully rested and fresh for 
the journey home.  For pilots, this is a 
requirement of international law and 
most companies apply this policy to 
their doctors too, offering the chance of 
one or two nights to explore the local 
area before returning home.

PHEM
Last year, the GMC ratified pre-hospital 
emergency medicine (PHEM) as a sub-
specialty of anaesthesia and trainees 
now have the opportunity to apply for 
and undertake training programmes 
in this unique area of medical practice, 
leading to accreditation.  There is a 
degree of crossover between transfer 
and retrieval medicine and PHEM, 
and it is easy to see how trainees 
could achieve anaesthetic transfer 
competencies whilst undertaking such 
training programmes.  This would 
most likely be undertaken during 
higher training and the first trainees 
have been appointed over the past year.  

Exams
Having undertaken a number of 
transfers, I was conscious that I 
hadn’t had any formal testing of my 
knowledge/skills.  A quick look at the 
past papers for the Fellowship and a 
trawl of my revision books highlight 
the fact that transfer medicine is seldom 
examined by the College.  Looking 
around, most of the diplomas/
university courses on this subject were 
run from abroad or were too expensive.  
However, last year, the Royal College 
of Surgeons of Edinburgh Faculty 
of Pre-hospital Care ran the first 
diet of the Diploma in Retrieval and 
Transfer Medicine, which is set to run 
annually.  And so, in September 2012, 
I boarded a plane from Nottingham 

to Edinburgh to sit for the Diploma 
in Retrieval and Transfer Medicine 
(DRTM).  It must be stated that this 
is a Diploma by exam; there are no 
college-specific training courses to 
attend.  It is a multi-professional exam, 
aimed at those actively involved in 
transfer and retrieval, irrelevant of 
specialty or professional background 
(paramedics and nurses are entitled to 
sit it too).  The chat in the bar after the 
exam revealed that most candidates 
were either consultants or senior 
trainees, mainly from a critical care 
or emergency medicine background.  
There was a heavy military doctor 
presence, as I understand the 
qualification may become compulsory 
for them in the future.  The exam has 
a wide-ranging syllabus covering all 
aspects of transfer medicine and is 
split into various domains, including 
clinical, environmental, management 
and leadership etc.  The main focus is 
on transferring critical care patients, 
but includes paediatrics, psychiatry, 
ECMO and intra-aortic balloon pumps! 
The first day is a two paper written 
exam, involving a short answer paper 
and a single best answer MCQ.  The 
following day sees a 14-station OSCE, 
similar in format to the College of 
Emergency Medicine exams.  The exam 
was challenging, more practically than 
academically.  There is a section in the 
syllabus on equipment and I spent 
some reasonably dull hours poring 

supervised intra-hospital transfers, but 
most inter-hospital transfers are done 
with remote supervision.  Advances in 
simulation-based training may offer a 
solution here.  Other trainees may opt to 
do an OOPE to get further experience.  
Other editions of this publication 
are littered with tales of  antipodean 
adventures.  Trainees who fancy taking 
on the challenge of undertaking 
retrievals in a developing nation, with 
a unique set of healthcare challenges 
and the added language barrier might 
look to Scotland for guidance.  This 
has the UK’s most developed retrieval 
service, which, is unique in terms of it’s 
integration within the NHS and extent 
of coverage.  Opportunities for training 
and experience in helicopter and fixed 
wing critical care transfers are there for 
the taking.  

My own experience of international 
work has been through a medical 
insurance company, undertaking 
repatriation of patients who have 
become ill and injured abroad.  This 
work is undertaken in my spare time 
and has taken me to some pretty far-
flung parts of the globe, from Alaska 
in the west to the Philippines in the 
east and many other places inbetween.  
Although not ‘in programme’, I can 
genuinely say that I have had as much 
(if not more) supervised learning 
opportunities doing this work than 
I have in my NHS work.  The first 
few were directly supervised and 
subsequent missions are never done 
without the immediate back up of 
a medical, legal and logistics desk, 
all on the end of a satellite phone, 
24 hours a day.   The skills required 
are more than medical.  The ability 
to negotiate with foreign healthcare 
providers, assess and manage risk, get 
through the bureaucracy of airports, 
reassure angry and scared relatives are 
‘generic professional’ competencies 
for the job.  All transferable into NHS 
work too.  The transfers themselves 
are done on a variety of aircraft, 
including commercial jets and bespoke 
air ambulances.  It throws up its own 
challenges.  Readers may be interested Undertaking an ECMO retrieval
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patients in rare circumstances, e.g. to 
and from ECMO, those with balloon 
pumps and paediatric retrieval.  The 
exam costs £600 and runs over two 
days at the Royal College in Edinburgh.   
The next sitting will be in October 2013 
The reading list is long, but essential.  
There are references to YouTube 
podcasts made by the Flying Doctor 
service in Australia, which I found 
particularly useful.  The college has 
study bedrooms at a cheap price for 
those sitting the exam.  Book early and 
travel up the night before – Edinburgh 
is a fabulous city! 

In time, I think this exam will become 
a minimum standard for those 
involved in retrieval medicine be they 
anaesthetists, critical care specialists 
or emergency medics.  It really does 
focus the mind on the specifics of 
transfer medicine.  It forces you to 
think what you would actually do in 
transfer situations.  For instance, the 
word ‘consider’ was not an appropriate 
answer, e.g. ‘I would consider asking 
the pilot to land’; ‘well, will you or 
won’t you?’ came the reply from the 
examiner.  With its incorporation and 
testing of governance issues relating to 
transfer, it truly is an up-to-date exam 
and would therefore be useful to any 
trainee thinking of a career involving 
responsibility for transfer and retrieval 
of patients within their trust.

Further information 
More information is available from 
the Royal College of Surgeons of 
Edinburgh (www.rcsed.ac.uk).

Reference
1 Guidelines for the transport of the 

critically ill adult.   Intensive Care 
Society, London, 2011.   

over the manuals of syringe drivers, 
balloon pumps and the Oxylog 3000 
ventilator to revise the conditions in 
which they can operate, how to check 
them properly and how to troubleshoot 
them when they went wrong.  Some 
of this was tested during the OSCE 
stations, in addition to scenario-based 
OSCEs familiar to any recent candidate 
of the Primary.  Interestingly, the 
syllabus covered aspects of governance, 
human factors, risk management and 
error reduction, which were tested in 
the written part of the Diploma.  In 
comparison to the RCoA syllabus, 
this contextualises and focuses on a 
number of issues that specifically relate 
to the transfer and retrieval of critically 
ill patients and forces you to learn 
about them.

Preparation was important.  The college 
provides an extensive list of reading 
material and references which include 
most, but not all, of the material 
examined.  Most trainees will have 
experience of the ‘bedrock’ courses  
(e.g.  ALS, ATLS, APLS), which help 
with the clinical aspects of the exam; 
however, it is important to appreciate 
how to manage these problems in the 
resource-limited transfer environment.  
For that reason, courses with a 
pre-hospital theme may be more 
appropriate.  In addition to courses, I 
got some experience of transporting 

Waiting for a Norwegian ambulance

Undertaking a cardiac ICU retrieval within the UK
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However far each of us is in our anaesthetic 
careers, few of us forget our first few days; the 
fear we felt when facing our first patient, the 
confusion at checking our first anaesthetic 
machine and the blind panic at hearing any 
kind of alarm!  It was this conversation that took 
place in a coffee room between two anaesthetic 
registrars with the vision to make this daunting 
time in some way less so for our colleagues.

The Novice Course
The Imperial School of Anaesthesia’s Novice 
Course was developed with the support of 
the school’s Regional Adviser and Training 
Programme Director.  A course was developed 
with the aim of providing teaching to the 
novices, one that would help attain their Initial 
Assessment of Competency.1  The course was 
structured to encompass a variety of teaching 
tools based on validated methodologies.2

The 2010 pilot course received overwhelming 
positive feedback3 from the delegates.  This 
feedback resulted in the course’s official 
endorsement by the school, and it was 
henceforth deemed mandatory for the novices.  

The 2010 novices wanted the course material 
to be available to them for longer, in order to 
allow them to review the material at a later 
date.  Most courses provide their delegates 
with handouts but we wanted to be more 
innovative and environmentally friendly.

Developments
With the advent of smartphones and 
handheld tablets, web-based learning is 
literally at our fingertips.  This has meant that 
a source of information is never further away 
than our bags or back pockets.  

One of the components of our original ‘wish 
list’ for the course was a website specific to the 
course, with resources pertaining to novice 
training.  Our preliminary search revealed that 
none of the UK based schools of anaesthesia 
had produced a website specifically tailored for 
their novices.  

There are several well established websites4,5 
providing resources for anaesthetists of all 
grades, as well as sites from various sub-
specialties.

Dr S Syed

ST7 Anaesthesia
St Mary’s Hospital, 
London

Dr H De Zoysa

Consultant Anaesthetist
St George’s NHS Trust

Dr R Nathwani

ST7 Anaesthesia
Queen Charlotte’s 
and Chelsea Hospital, 
London

The Imperial School of Anaesthesia Novice Course, an idea conceived on a particularly busy night 
shift in late 2009, has developed into a fully-fledged course, integrating a variety of teaching methods. 
The Novice Course website, developed in 2011, has become an integral part of the course.

Novice training: moving with the times

Welcome page



Page 43  |  Bulletin 79  |  May 2013

as a recommended book list and 
progressing to a variety of audio 
and video podcasts.  We were wary 
about simply reproducing a textbook 
of anaesthesia or recreating what 
e-Learning Anaesthesia has to offer, 
and have instead attempted to create a 
‘springboard’ to lift the novice into the 
vast swathes of knowledge they will 
inevitably need to attain.

The first few weeks and months in 
anaesthesia, as we will all recall, can 
be incredibly intimidating with the 
overwhelming need to learn new skills 
that we have never been formally taught 
at medical school.  With this in mind, 
the novices are allowed access to the 
website approximately two weeks before 
they start their anaesthetic rotation.  
We hope this allows them sufficient 
time to review and digest some vital 
information prior to their arrival in their 
new anaesthetic department.  

We recommend that the novices 
familiarise themselves with some 
of the website content prior to 
commencing the course.  This includes 
video podcasts on the preoperative 
anaesthetic assessment of ASA 1 
and 2 patients, effective performance 
of the World Health Organisation’s 
surgical checklist and the anaesthetic 
machine check (more on that below).  
We anticipate that by introducing these 
fundamental concepts early, we will 
empower our novices from their first 
day ‘on the job’.

Electronic and design advances 
have meant that the anaesthetic 
machine has changed, almost beyond 
recognition, over the past few decades.  
Our website dedicates several pages to 
understanding the intricacies of the 
machine.  The pages are divided into 
small and easy to digest bites; one 
section contains snippet audio podcast 
descriptions attached to pictures, 
whilst another contains a video that 
systematically runs through the 
machine check.  Since the introduction 
of these videos, we have observed that 
the novices approach the anaesthetic 
machine workshop on day one of the 
course with a noticeably increased 
confidence (when compared to the first 
year’s cohort).  It has also meant that 
a much larger proportion of time can 
be spent practically with the machine, 
with only a minimal amount of time 
dedicated to theoretical teaching.

In terms of material specific to trainee 
education, the RCoA provides access 
to e-learning materials6 for a variety of 
training grades.  These modules require 
a motivated individual who will take on 
their own postgraduate education to aid 
in their clinical work.  We did not want 
to simply emulate what was already 
available on the web, but wished to 
focus on the novice anaesthetist.

Website content
The aspiration was to create a website 
that would serve as a ‘one-stop shop’ 
for the essential information that is 
required for trainees starting out in 
our specialty.  We tried to remember all 
the questions to which we had wanted 
answers at the very beginning of our 
anaesthetic careers.

We began by providing direct links to 
important institutions: the Royal College 
of Anaesthetists (RCoA), the Association 
of Anaesthetists of Great Britain & 
Ireland (AAGBI), the London Deanery, 
Synapse and the Difficult Airway 
Society (DAS).  This was accompanied 
by a short description of the services 
that each institution provides and 
web links to important pages on 
their specific websites.  We have also 
uploaded some vital guidelines from 
the AAGBI and DAS in a downloadable 
pdf format which may be of use early in 
the novice anaesthetist’s training.

Furthermore, we added a link to 
our own school of anaesthesia 
website and provided details of key 
individuals within the Imperial School 
of Anaesthesia.  A webpage was also 
dedicated to the directors of the Novice 
Course and important people within 
our school and the London Deanery.  
Some may think this narcissistic, but 
we believe this has enabled the novices 
to put faces to our names, further 
breaking down any scary barriers that 
may exist.  

The majority of our efforts have gone 
into creating and maintaining the 
website’s educational resources.  This 
has developed considerably over 
the last two seasons of the course; 
opening with simple materials such 

‘Technology is nothing. 
What’s important is that you 

have faith in people, that 
they’re basically good and 

smart, and if you give them 
tools, they’ll do wonderful 

things with them.’    

steve Jobs

Important links
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When faced with so much unfamiliarity 
and a barrage of information, the novice 
anaesthetist may forget something 
vitally important.  To address this issue, 
our website reminds the novices about 
e-portfolios, logbooks, and workplace-
based assessments, joining the 
RCoA and much more.  A significant 
proportion of the website has been 
dedicated to the course itself, and 
provides all the material on the lecture 
and workshop course as downloadable 
pdfs.  Delegates are encouraged to refer 
to these as required and to refrain from 
printing them unnecessarily; our small 
attempt at environmental conservation.

Evolution
Our website has changed significantly 
over the past two years in response to 
feedback from our novices, and will 
continue to do so for many more years 
to come.   

The RCoA is developing a national 
starter pack for the novice anaesthetist, 
which will include an introduction 
to the specialty, training and relevant 
educational resources.  This will be 
given to all UK novices in 2013 in 
order to give them the best start to 
their anaesthetic careers.   The RCoA 
has included doctors involved in the 
development of the Imperial School of 
Anaesthesia Novice Course on their 
working group to contribute to the 
development of the RCoA starter pack.

If you visit us at imperialnovice.co.uk, 
you will find that the vast majority 
of our website content is password 
protected and not available to the 
general public.  Individualised login 
details are created for each novice 
prior to their commencement of the 
course.  For those without password 
access there is a contact tab available at 
the top of the homepage, which allows 
interested parties to email us with any 
queries.  As a result of our website, we 
have had interest in our course from 
other parts of the world.  
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Despite the fact that we are in the 21st century 
we still have such difficulty managing pain 
and focus more on the pathology and treatable 
conditions, resulting in a patients suffering in 
silence or being denied pain treatments that 
may help.

Not managing pain has been shown to leave 
sufferers depressed, isolated, withdrawn, 
unemployed and suicidal and further 
inactivity and deconditioning.  This can 
often result in a reduction in quality of life 
for the patient and a feeling of helplessness 
in the clinician.  The amount of time that 
is dedicated to pain education in medical 
school, nursing, physiotherapy, and pharmacy 
training is often little and inadequate to 
help understand and manage the variety 
and volume of patients who are suffering 
from painful conditions.  In fact, patient 
surveys, such as those by the Picker Institute, 
highlight the patient’s perceived care with 
regard to inpatient pain care on the wards, 
and demonstrate the variation that occurs in 
the approach to dealing with patients in pain 
in hospitals.  Unfortunately, the fact is that 
even acute pain is not managed well, despite 
the best efforts of developing inpatient pain 
services.

Similar reports, such as the Chief Medical 
Officer 2008 report highlight the scale of 
chronic pain and also emphasise that most 
patients suffering from chronic pain do 
not see a specialist but are managed by 
other healthcare providers.  This is further 
highlighted adversely by the Patients 
Association 2011 report on pain, which gives 
examples of poor care that occurs within 
hospitals of patients denied pain relief and a 
not much better picture for the management 
of pain in the older person.  

To improve the management of pain in the 
community and in secondary care is a key 
objective to address and, despite advances in 

other medical areas, the management of pain 
is still a major problem to solve.  The Patients 
Association demands were not unreasonable 
and were:

 ■ The establishment of a clear care pathway 
for pain services in the NHS.

 ■ Patients to have access to all the information 
they require to make informed and 
complete decisions about the care pathway.

 ■ Further education for healthcare 
professionals in pain services.

 ■ The NICE guidelines on medicines 
adherence to be followed by healthcare 
professionals.

Education of relevant (all) clinical staff is 
the key to awareness and ability to help a 
suffering pain patient.  The DoH, the RCoA 
and the Pain Society have jointly undertaken 
an initiative to develop an e-learning resource 
on the e-Learning for Healthcare site for 
pain management – known as e-LP.  This 
will target the non-specialist and will cover 
both acute and chronic pain assessment and 
management strategies in an informative and 
educational manner.  The target audience is 
therefore wide and it really is to target all NHS 
healthcare clinicians including junior doctors, 
nurses, GPs, pharmacists, physiotherapists 
and all the therapeutic areas I have missed out.  
The modules and sessions are being written, 
prepared and overseen by a multidisciplinary 
team to ensure that the educational value is 
appropriate and clear for the non-specialist.  
There will be approximately 100 sessions 
available by the autumn, some of which are 
pooled from existing resources within e-LfH.  

At the time of writing (April) the first 
modules and sessions for the pain component 
of e-Learning for Healthcare are about to be 
published on the e-learning site and will 
be available for all healthcare professionals 
working within the NHS.  

Dr I Goodall 

On behalf of the  
e-Pain Executive

Managing pain whether it is acute or chronic is something that has continually been a problem across 
all medical practice, and all healthcare workers will have patients whose pain is a significant burden 
and source of suffering and a barrier to health improvement. 

e-LfH pain
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older person, paediatrics, post-
surgical, neuropathic pain conditions, 
musculoskeletal conditions etc, and 
will build on the first two modules’ 
aims by being more specific.  There 
is a considerable emphasis on the 
multidisciplinary and interdisciplinary 
approach to managing pain; the 
importance of the biopsychosocial 
model of pain is described 
throughout from acute to chronic 
pain management, and this will allow 
greater understanding of how pain has 
affected an individual.  

This is not a secondary care orientated 
resource, but is designed to cover 
primary and secondary aspects of care 
to be utilised by general practitioners as 
well as practice nurses and community 
NHS pharmacists etc; this will 
complement information provided 
by the Map of Medicine pathways 
and NICE guidelines.  One of the 
advantages of having a centralised 
resource is that it can be updated, added 
to and include references to further 
learning resources that are available 
elsewhere, e.g. IASP, Pain Society as well 
as other pertinent publications.  

As specialists, trainees, leaders in 
anaesthetics and pain specialists, it 
would be ideal to alert our respective 
trusts and colleagues to the e-Learning 
for Healthcare resources and hopefully 
have them adopted as part of each 
trust’s e-learning programmes for 
clinical staff.  Treating pain is a 
quality marker and through better 
understanding we will improve care.  
So please take this opportunity to 
publicise this to your trust’s nursing, 
pharmacy, and physiotherapy 
postgraduate departments.

The aims of the project are:

1 Improving the recognition of 
unrelieved acute and chronic pain 
in all patients groups.

2 Appropriate assessment of pain. 

3 First-class management of pain. 

4 Ensuring patient safety.

It is intended that this will become 
a valuable resource for non-
specialist healthcare workers and 
will greatly improve their knowledge 
and understanding of the causes, 
potential treatment, and importantly, 
the suffering of those in pain.  The 
only way to improve quality of care 
is through education and this will 
be the tool to dispel the inequality 
of pain management and provide 
better patient care.  Other audits have 
highlighted the lack of awareness of 
approved treatments for certain pain 
conditions, e.g. spinal cord stimulation.  
By increasing the education of all 
clinical NHS workers, hopefully we 
will improve the management of acute 
pain and chronic pain, and give the 
right treatment to the right patients 
regardless of geographical area.

The first module and its six sessions 
will focus on the basics of why 
people get pain, what the principles 
of treatment are and why pain can 
become persistent.

It is this background knowledge that is 
vital to have available to anyone treating 
patients in pain, whether it is acute or 
chronic thus developing more consistent 
communication with patients and 
understanding of treatments available 
and why certain therapies are used.  It 
is also essential that we all understand 
the ethical and moral responsibilities 
that we have in helping to manage the 
pain and suffering of pain patients, and 
this is a key session within the basic 
sessions.  The second module provides 
more in-depth pharmacology and 
mechanisms of action and will allow a 
greater understanding of mechanisms 
and treatments.

The rest of the modules will focus 
on key areas such as pain in the 
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of the authors before final sign 
off by the Professional Standards 
Committee and Council.  GPAS now 
forms the basis of  benchmarking 
that the College would like to see all 
departments aspire to when delivering 
anaesthetic care.  Each chapter is fully 
referenced to recommendations from 
national bodies, both from within 
and independent of Government, 
and the ACSA standards can thus 
be traced back through GPAS to 
these documents, everything being 
hyperlinked for ease of use.

During the last three months, 20 
hospitals have participated in the 
second pilot programme, and the 
College has visited eight of them in a 
joint learning exercise to develop the 
format of the process.  The first visit 
was to Gwynedd Hospital in Bangor, 
North Wales, followed by Bristol Royal 
Infirmary, St Georges Hospital, London, 
Aberdeen Royal Infirmary, University 
Hospital of Wales in Cardiff, Bath Royal 
Infirmary, Oldham Royal Hospital, and 
Belfast Royal Infirmary.  Thus, all four 
nations have engaged with the project, 
and the format for visiting is now at an 

In the September 2012 issue of the 
Bulletin, we outlined the departmental 
accreditation project that has been 
developed by the RCoA as part of 
the new model of monitoring and 
delivering professional standards by 
peer review.  Since then, much work 
has been done, and the project is due 
to go live following an official launch at 
the Royal College on 18 June 2013.  

The benchmarking process has now 
been completed for the delivery 
of general services in anaesthesia, 
although subspecialty areas are still 
under development.  During the 
autumn and winter months, 163 
standards were written and grouped 
into four domains: patient care 
pathway, facilities and equipment, 
patient experience, and clinical 
governance.  Members of the Patient 
Liaison Group at the College played 
a key role in keeping the process 
focussed upon the needs of patients 
and safe healthcare.  Members of 
the Quality Management of Service 
Committee weighted each standard 
as essential or aspirational, and each 
is referenced to Guidelines for the 
Provision of Anaesthetic Services 
(GPAS).  This multi-authored document 
has been fully revised and was posted 
chapter by chapter for consultation 
on the College website during the 
winter.   The College would like to 
thank everyone who responded with 
comments and suggestions, all of 
which were brought to the attention 

advanced stage, and the final format is 
taking shape.   A subsequent article in 
July’s issue of the Bulletin will detail the 
process further.  

It is important to realise that the 
process is voluntary, and constitutes 
a partnership between individual 
departments and the Royal College, 
to maintain and raise standards.  
Director of Professional Standards, 
Charlie McLaughlan, has given a talk 
recently to regional advisers outlining 
the benefits of engagement for 
departments and for the College but, 
already, these are becoming obvious.   
Even the small amount of data gleaned 
from the 20 pilot sites demonstrates 
some important trends of concern in 
anaesthesia nationally, and will enable 
the College to share solutions and good 
practice nationwide.  

So, after more than two years of 
development, the project will launch 
officially on June 18 2013, and the 
College hopes that it will help 
departments in their quest to deliver 
the continuous improvement in the 
quality of anaesthetic care that our 
patients deserve.  

Anaesthetic Clinical Services Accreditation

Dr P Venn

Chairman, Professional Standards 
Committee

Members of the RCoA Review Team meeting with the department during the first pilot 
review at Gwynedd Hospital, Bangor
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RCoA Small 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: 

Ernest Leach Research Fund
This fund was established in June 2011 to 
be utilised for the purposes of research. 
Value up to £2,500

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

Eligibility
All Fellows in good standing and 
registered trainees 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.

To apply 
Please visit http://www.niaa.org.uk/
article.php?article=89 to view the 
assessment criteria and download 
a copy of the application form. The 
deadline for applications is Friday, 30 
august 2013.

Payne Stafford Tan Award – An 
Award for Clinical Excellence
This award was originally established 
through the generosity of an American 
friend of the College, Mr Norman 
Knight. The aim of the prize is to 
mark excellence in clinical practice, 
teaching or research in anaesthesia, 

critical care or pain management. 
The award is open to any Fellow or 
Member of the College, and comprises 
a grant (to a maximum of £1,000) to be 
used for educational purposes such as 
attendance at a major conference or the 
purchase of educational materials. The 
recipient will be expected to provide a 
short report outlining how the funds 
have been used. 

To apply
Nominations are now invited for the 
2013 award, and must be made by a 
Fellow or Member of the College. The 
nomination should be in the form 
of a letter outlining the particular 
merits of the individual nominated, 
and should be accompanied by a full 
curriculum vitae for that individual. 
Self nominations are also permitted. 
Nominations should be sent to the 
NIAA Administrator at the address 
below by Friday, 30 august 2013.

Macintosh Professorship 
The Royal College of Anaesthetists has 
established a number of initiatives to 
foster research in anaesthesia, critical 
care and pain management.  Their 
aim is to encourage experienced 
researchers as well as those who 
are in the early stages of developing 
a research portfolio.  Macintosh 
Professorships are aimed at established 
clinical or laboratory researchers who 
are already performing at a high level.  
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, 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 Royal College of Anaesthetists 
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 
United Kingdom.  Applications will be 
considered by the Board of the National 
Institute of Academic Anaesthesia and 
expert external advisers.

The College welcomes nominations 
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.

To apply
Please submit a synopsis of your 
proposed lecture, along with a CV and 
covering letter by email and post to 
the NIAA Administrator at the address 
below by Friday, 30 august 2013.

Maurice P Hudson Prize
Dr Maurice Hudson was a consultant 
anaesthetist in London, took the DA in 
1936, was awarded the FFARCS in 1948 
and had a particular interest in dental 
anaesthesia. The Hudson Harness was 

Small Grants and AwardsNIAA
National Institute of Academic

Anaesthesia

http://www.niaa.org.uk/article.php?article=89
http://www.niaa.org.uk/article.php?article=89
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can be found on the NIAA website 
at: http://www.niaa.org.uk/article.
php?article=131 and the deadline for 
applications is Friday, 30 august 2013.

Applications for the above grants, 
awards and prizes should be sent to 
the NIAA Administrator, Miss Clare 
Bunnell, by post and email at: The 
Royal College of Anaesthetists, 35 Red 
Lion Square, London, WC1R 4SG. 
Email: cbunnell@rcoa.ac.uk.

one of his innovations.

The late Dr Maurice Hudson’s 
daughter generously donated money 
to the College in memory of her father 
for an annual prize for the best paper 
on his favourite subject: resuscitation.

The criteria for this prize have now 
been extended and the prize will be 
awarded to the anaesthetic or intensive 
care trainee who is the principal 
author of the best paper relating to 
the management of acutely ill patients 
published, or accepted for publication, 
in a peer-reviewed journal.

To apply
If you are such a trainee and would 
like to apply for the prize and have 
published such an article since 1 August 
2012, please submit your article by email 
and post to the address below, along 
with a copy of your CV and a covering 
letter by Friday, 30 august 2013. A prize 
of £500 is available this year. 

SOCIETY FOR EDUCATION IN 
ANAESTHESIA UK (SEA UK) 
AWARDS

The Greaves Award, Kumar Award 
and Myerson Award
These three grants are awarded by 
SEA UK and were established in 2011 
to recognise the contributions of Dr 
David Greaves, Dr Keith Myerson and 
Prof Chandra Kumar in founding 
SEA UK. They are intended to 
support travel and research connected 
with projects that are educational in 
anaesthesia, critical care or pain. Each 
award is worth up to £500. 

 ■ Recipients of grants must present 
a report for publication in the SEA 
UK Newsletter.

 ■ Non-members may apply but 
would be expected to become a 
member of SEA UK.

Full details and an application form 

Small Grants and Awards

http://www.niaa.org.uk/article.php?article=131
http://www.niaa.org.uk/article.php?article=131
mailto:cbunnell@rcoa.ac.uk
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On Thursday, 6 December 2012, the NIAA Grants Committee met to consider the second round of funding applications for 
2012 on behalf of the Association of Anaesthetists of Great Britain & Ireland (AAGBI) and Anaesthesia, the Association of 
Cardiothoracic Anaesthetists (ACTA) and Regional Anaesthesia UK (RA UK). The committee considered 26 applications over 
three categories for a requested sum of £432,738 and made a total of eight awards to a value of £114,167. A list of successful 
applicants can be found below and abstracts can be viewed at: http://www.niaa.org.uk/article.php?newsid=735.

Award: AAGBI/Anaesthesia Small Research Grant

Dr neil Crooks 
Birmingham Heartlands Hospital

PECaN-ED (Probiotic E. coli Nissle 1917 – Efficacy & Dosing) – Evaluation 
of the efficacy and dosing of probiotic Escherichia coli Nissle 1917 in 
ventilated intensive care patients

£13,210

Dr raghavendran krishnaiyan 
Leicester Royal Infirmary

Prognostic value of SSEPs in hypoxic brain injury with therapeutic 
induced mild hypothermia at different time intervals

£14,995

Dr Gary minto and Dr richard struthers 
Derriford Hospital, Plymouth

A pilot study into the non-invasive measurement of oxygen delivery and 
consumption after elective major upper abdominal surgery

£7,825

Dr kyle Pattinson 
University of Oxford

The effect of chronic opioid therapy on respiratory control during sleep £14,940

Dr Jane risdall 
Addenbrooke’s Hospital, Cambridge

Blast Brain Injury: Use of genetic probes to identify key cell types involved 
in the cerebral inflammatory response to blast exposure

£6,945

Dr robert sanders 
Imperial College, London

The impact of blood pressure thresholds on perioperative mortality in 
non-cardiac surgery in a United Kingdom database

£14,320

Dr neeraj saxena 
Royal Glamorgan Hospital, Wales

Understanding the mechanisms of sedation: Effects of GABAergic and 
non GABAergic sedatives on magnetoencephalographic visual gamma 
responses

£15,000

Award: ACTA Project Grant

Dr Ben shelley 
University of Glasgow

The pulmonary vascular/right ventricular response to lung resection £26,932

In addition, nine applications were considered for the £250k career development grant advertised by the British Journal 
of Anaesthesia and the Royal College of Anaesthetists in December 2012. A committee of external peer reviewers met 
on 4 December and were delighted to award two grants. Full details can be found at: http://www.niaa.org.uk/article.
php?newsid=776.

Award: BJA/RCoA Career Development Grant

Dr rupert Pearse 
Barts and The London School of Medicine 
and Dentistry

Measuring and reducing surgical risk £249,837

Dr Christopher snowden 
Freeman Hospital, Newcastle

Exercise therapy for the older surgical patient £234,327

NIAA Research Grants
Results of round two 2012

NIAA
National Institute of Academic

Anaesthesia

http://www.niaa.org.uk/article.php?newsid=735.
http://www.niaa.org.uk/article.php?newsid=776
http://www.niaa.org.uk/article.php?newsid=776
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Letters to the Editor
Dear Editor,

‘A trainee in distress!’ 
Obstetric haemorrhage: 
learning from the 
parturient’s perspective  
Bulletin 77;January 2013:16–18

I read with interest and sympathy the 
account by Dr Lowery on her distressing 
personal experience of haemorrhage and 
shock from placental abruption.1  

Her account of extreme thirst as a 
symptom of hypovolaemia reminded 
me of the work of an ex-colleague at 
Blackpool Victoria Hospital (Dr David 
Counsell) who long maintained that 
thirst was a valuable symptom and sign 
of insufficient fluid resuscitation while 
caring for patients after major surgery.

It is indeed unfortunate that the 
MEOWS observations failed to detect 
her worsening hypovolaemia.  Dr 
Lowery does not supply the details 
but presumably her progressive 
haemorrhage was not accompanied by 
the development of tachycardia and/
or hypotension despite her estimated 
eventual blood loss of 3.5 litres.

The lack of hypotension may be 
rationalised by the ability of a young, fit 
(presumably) individual to compensate 
by vasoconstriction and diversion 
of blood flow to the vital organs – 
presumably also explaining the lack of 
deterioration seen on fetal heart rate 
monitoring.   

Less understandable to some may be 
the lack of accompanying tachycardia 
which is widely reported to accompany 
haemorrhage and hypovolaemia, e.g. in 
tables produced by the ATLS group and 
other authoritative resources.  However, 
the ‘normal’ expected tachycardia 
accompanying haemorrhage may 
be more appropriately described 

as the response to haemorrhage 
associated, with tissue injury, e.g. after 
trauma or surgery.2  Neurohumeral 
responses to these insults promote the 
development of tachycardia whereas 
pure haemorrhage may not produce 
tachycardia and, indeed, can eventually 
produce the so-called ‘paradoxical 
bradycardia’ – an attempt to maintain 
ventricular filling and output and 
not paradoxical at all.  I have personal 
experience of  this physiological 
response when dealing with patients 
with ruptured ectopic pregnancies 
who present looking pale and ill but 
with no tachycardia despite three 
litres of blood in their abdomen.  The 
phenomenon can also be seen in e.g.  
GI haemorrhage where, again, there 
may be hypovolaemia but no tissue 
injury.  I suspect the neurohumeral 
responses to sepsis may similarly 
promote a tachycardic state.

Much of the work supporting this is 
relatively old as detailed in the paper I 
cite from 1989.2  However, more recent 
work on cardiovascular responses to 
progressive withdrawal of blood in 
anaesthetised patients provides further 
evidence that this lack of tachycardia 
in pure hypovolaemia can be a reality.3  
In this study, withdrawal of 20% of 
estimated blood volume produced 
a fall in blood pressure of only 11% 
and essentially no increase in heart 
rate.  Younger patients, perhaps not 
surprisingly, better tolerate the removal 
of blood.4  Such changes would probably 
be insufficient in themselves to trigger 
a review in different circumstances 
where early warning score assessments 
are being performed – and this was 
in anesthetised patients not an awake 
parturient feeling unwell and probably 
becoming increasingly anxious!

Thus it may be that early warning 
systems may be best suited to 

identify the more classic physiological 
derangements seen after trauma and 
surgery and with the development of 
respiratory and septic complications.   
In situations where haemorrhage in 
the absence of tissue injury may occur, 
some caution is warranted before one 
should always accept a reassuring 
early warning score.  We should also 
remember that it is recommended 
that triggers for a review when using 
early warning score systems include 
the proviso ‘and any patient you 
are concerned about’ in addition to 
numerical scores based on abnormal 
physiology.

Professor I McConachie FRCA  FRCPC
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The problem
Via ‘support@logbook.org.uk’ we receive 
a significant number of requests for 
assistance from anaesthetists struggling 
to import information back and forth 
between different logbook programs 
operating on different devices.  The 
scale of the problem would be greatly 
reduced if a single logbook data file 
could be used interchangeably on 
desktop computers and portable devices 
such as iPhones and iPads.  

Background
The FileMaker Pro College logbook 
was first released as freeware for 
Windows 95 and Mac OS 7 computers 
on a CD-ROM via the College Tutor 
network in 1996.  The original software 
was chosen specifically because 
it allowed a PC logbook file to be 
transferred and run unchanged on a 
Mac, and vice-versa if a trainee chose 
to switch computers.  Since then, the 
logbook application has been updated 
and re-released in seven subsequent 
versions to accommodate specifications 
agreed by College Council and changes 
in computer operating systems.  It 
still runs on Windows XP, Vista, 7, 
8 and all versions of Mac OSX (see 
Table 1).  However, in June 2007, Apple 
released the first iPhone.  Since then, 
the iPhone and iPad (released 3 April 
2010) have become almost ubiquitous 
amongst medical staff.  These devices 
are portable, convenient, and stylish in 
appearance, hiding many of the more 
traditional computer housekeeping 
administrative tasks from view behind a 
simple touchscreen interface.  

The solution
Understandably, anaesthetists are keen 
to keep a logbook as a portable iOS 
‘App’ and this is now possible using 
‘FileMaker Go’ – a cut-down version 
of the FileMaker Pro database that is 
available free of charge from the ‘App 
Store’.  The current version release 
of the Anaesthetic Logbook (v9) has 
been redesigned specifically to make 
use of this utility.  ‘Logbook9.fmp12’ 
(the version 9 datafile) opens with a 
conventional, but identical computer 
screen interface on a Mac or PC, but 
if loaded onto an iPhone or iPad it 
presents the user with a different set 
of interactive views designed around 
the touchscreen (Figures 1–3).  Table 2 
lists and compares the features that are 
available on the iPhone or iPad.  For the 
first time, this version of the logbook 
allows reports to be generated, saved in 
pdf format, and emailed directly from 
the iPhone.  This facility means that, for 
many, the process of generating annual 
reports will no longer necessitate 
exporting data back and forth in text 
format between logbooks held on a 
smartphone and a desktop computer.  

Getting cases into this 
logbook from previous 
versions
Cases from older versions of the logbook 
program can be imported into the new 
version, but this needs to be done before 
the ‘logbook9.fmp12’ is transferred to the 
iPhone/iPad because FileMaker Go does 
not allow bulk import of records.  All 
logbook versions (1–9) have traditionally 
used the same tab-separated text backup 
format that can then be re-imported into 
another version.  

Mac logbook backup files are created 
in the ‘backups’ folder within the ‘Mac 
RCA Logbook’ folder.  

Default locations for PC backups are:

Version 8: My documents > @logbook8 > 
backups > ‘Backupyyyymmddathhmm.
txt’ e.g. Backup2013 02 01at1230.txt

Figure 1 Logbook case entry  
(screenshot taken on an iPhone 4S)

Figure 2 Scrolling case list, colour- coded 
by urgency. In this view, emergencies 
appear red, urgent cases are amber, and 
routine cases are green. Those labelled 
day cases would appear blue. Tapping on 
a case changes the view to the case entry 
screen for that case (screenshot taken on 
an iPad 2)

Anaesthetic logbook development

Dr A McIndoe 

Clinical Lead for e-Learning 
Anaesthesia

Dr E Hammond

Clinical Lead for e-Learning 
Anaesthesia
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Version 7: C:\ > @logbook7 > backups 
> ‘LogbookbackupA-E.txt’ e.g.  
LogbookBackupB.txt (pick the most 
recent)

Version 6: These are not automatically 
available and must first be created 
within logbook 6 by going to: 

Version 6 main menu > imPorT/
eXPorT Cases > export records as a 
simple text file (export.txt)

The routine that runs automatically 
when an empty copy of ‘Logbook 9’ 
is opened on a PC/Mac prompts you 
to import from a text backup made by 
the old logbook.  By default this routine 
looks for FileMaker Pro 12 files first but 
if you change the highlight box that 
appears from ‘FileMaker Pro files’ to 
‘All available files’ it will allow you to 
pick up one of these backup text files.

The drawbacks...
Actually there are not many.  The 
iPhone/iPad version of the logbook 
does not create automatic backups, 
but a depersonalised copy of the 
datafile may be archived as an email 
attachment at any time from within 
the ‘app’.  Sadly, there is as yet no 
version of FileMaker Pro that can be 
run on the Android operating system, 
but there are some excellent alternative 
logbooks available for this platform 
(using ‘Memento’ or ‘HanDBase’).

Version 9 of the Anaesthetic Logbook 
program is currently available for 
download at www.logbook.org.uk.

Please see Table 1 for more details 
about system requirements.

Table 2 Availability of the different Logbook version 9 features on different computer platforms

Anaesthetic Logbook v9 features Mac PC iPhone iPad

Browse cases    

add/delete new cases    

add similar cases/duplicate case    

import cases from an older version    

search for cases    

run and view reports    

save reports as pdf file    

Print reports    

email reports    

Create a text backup    

email a backup file    

online access to update bulletins    

Table 1 System requirements for Anaesthetic Logbook version 9. *Mac Version 7 still works on Power PCs (PPCs)

Mac PC iPhone

Mac OS X v 10.6 (Snow Leopard) or 
greater (e.g. Lion, Mountain Lion)

CPu: Intel- based Mac*

ram: 1 GB 1024x768 or higher resolution 
video adapter

Windows XP Service pack 3, Windows Vista, 
Windows 7, or Windows 8

CPu: 700 MHz or faster

ram: 256 MB 1024x768 or higher resolution 
video adapter

iOS 5.1.1 or later 

Filemaker Go 12 pre-installed (available free of 
charge from the App Store)

Figure 3 Core logbook reports are available to 
view, save, or email as pdfs. Reports can be 

run on the entire caseload, or constrained to 
a specific date range (the previous 12 months 

by default), or on a found set of cases e.g. 
gynaecology (screenshot taken on an iPad 2)
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Gaza is upon the verge of the Desert, to which it stands in the same relation as a seaport to the sea.  It is there that you 
charter your camels (‘the ships of the Desert’), and lay in your stores for the voyage...

I can understand the sort of amazement of the Orientals at the scantiness of the retinue with which an Englishman 
passes the Desert, for I was somewhat struck myself when I saw one of my countrymen making his way across the 
wilderness in this simple style.  At first there was a mere moving speck on the horizon.  My party of course became 
all alive with excitement, and there were many surmises.  Soon it appeared that three laden camels were approaching, 
and that two of them carried riders.  In a little while we saw that one of the riders wore European dress, and at last the 
travellers were pronounced to be an English gentleman and his servant.  By their side were a couple, I think, of Arabs on 
foot, and this was the whole party...

This Englishman, as I afterwards found, was a military man returning to his country from India, and crossing the 
Desert at this part in order to go through Palestine.  As for me, I had come pretty straight from England, and so here we 
met in the wilderness at about half-way from our respective starting-points.  As we approached each other it became 
with me a question whether we should speak.  I thought it likely that the stranger would accost me, and in the event of 
his doing so I was quite ready to be as sociable and chatty as I could be according to my nature; but still I could not think 
of anything particular that I had to say to him.  Of course, among civilized people the not having anything to say is no 
excuse at all for not speaking, but I was shy and indolent, and felt no great wish to stop and talk like a morning visitor in 
the midst of those broad solitudes.  The traveller perhaps felt as I did, for except that we lifted our hands to our caps and 
waved our arms in courtesy, we passed each other as if we had passed in Bond Street.  Our attendants, however, were not 
to be cheated of the delight that they felt in speaking to new listeners and hearing fresh voices once more.  The masters, 
therefore, had no sooner passed each other than their respective servants quietly stopped and entered into conversation.  
As soon as my camel found that her companions were not following her she caught the social feeling and refused 
to go on.  I felt the absurdity of the situation, and determined to accost the stranger if only to avoid the awkwardness 
of remaining stuck fast in the Desert while our servants were amusing themselves.  When with this intent I turned 
round my camel I found that the gallant officer who had passed me by about thirty or forty yards was exactly in the 
same predicament as myself.  I put my now willing camel in motion and rode up towards the stranger, who seeing this 
followed my example and came forward to meet me.  He was the first to speak.  He was much too courteous to address 
me as if he admitted the possibility of my wishing to accost him from any feeling of mere sociability or civilian-like love 
of vain talk.  On the contrary, he at once attributed my advances to a laudable wish of acquiring statistical information, 
and accordingly, when we got within speaking distance, he said, ‘I daresay you wish to know how the plague is going 
on at Cairo?’ And then he went on to say, he regretted that his information did not enable him to give me in numbers a 
perfectly accurate statement of the daily deaths.  He afterwards talked pleasantly enough upon other and less ghastly 
subjects.  I thought him manly and intelligent, a worthy one of the few thousand strong Englishmen to whom the 
empire of India is committed.

*****

Extracted from ‘Eothen’ by A.W.  Kinglake, the account of a journey through the Ottoman Empire in 1834, a delightful, 
funny, and sadly forgotten classic.  (Eöthen – ‘from daybreak,’ ‘from the East’).

AsWeWere
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Please see below the consultations that the Royal College of Anaesthetists has responded to between 23 January and 9 April 2013.

Originator Consultation 

NICE (National Institute for Health and Clinical Excellence) Draft Quality Standard for Caesarean section 

Academy of Medical Royal Colleges Measuring up: the medical profession’s prescription for the 
nation’s obesity crisis

Department of Health Response to the Doctors’ and Dentists’ Review Body’s (DDRB) 
Report on Clinical Excellence Awards

Shape of Training (General Medical Council) Shape of Training Review – Call for ideas and evidence

NHS – National Institute for Health Research Proposal for the designation of clinical themes

Nuffield Trust Health and Social Care ratings review

Royal College of Physicians Clinical Documentation and Generic Record Standards Phase 3: 
Final headings for review

NICE (National Institute for Health and Clinical Excellence) Draft Quality Standard for Hypertension in Pregnancy 

NICE (National Institute for Health and Clinical Excellence) Consultation on potential new indicators for the 2014/15 Clinical 
Commissioning Group Outcomes Indicator Set

Resuscitation Council (UK) Scope of joint statement – Management of implanted 
cardiac devices towards and after the end of life and during 
cardiopulmonary resuscitation

General Medical Council Recommendations from GMC Sub-specialty Focus Group to 
improve the national consistency of Sub-specialty Training 
Programmes  

Higher Education Funding Council for England (HEFCE) Open access and submissions to the Research Excellence 
Framework post 2014 (Response submitted by the National 
Institute of Academic Anaesthesia)

General Medical Council Draft recommendations from GMC Dual Specialty Project 
Action Group to improve the national consistency of Dual CCT 
Training Programmes 

Academy of Medical Royal Colleges Identification of priorities for the ‘draft plan of actions’ to be 
taken forward by Medical Royal Colleges and the Academy in 
response to the findings of the Francis Report 2013

Ministry of Justice Consultation on the coroner reforms in Part 1 of the Coroners 
and Justice Act 2009

Academy of Medical Royal Colleges Comments to the Academy on the Changes to the NHS 
Regulations 2013 (Procurement, Patient Choice and 
Competition)

Consultations

BJA Podcasts
The British Journal of Anaesthesia now provides a free interview podcast with each published 
issue, keeping you in touch with the latest research on your computer or on the go.
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RCoA Annual Congress 2013
16–17 MAY 2013 (code: D10)

Wolfson Centre, Birmingham 
Registration fee: £385 (£285 for RCoA 
registered trainees and affiliates) Fee 
includes the Congress Social

Faculty of Pain Medicine study 
day
3 June 2013 (code: B59)

RCoA, London 
Registration fee: £160 (£130 for RCoA 
registered trainees and affiliates)

Recent advances in anaesthesia, 
critical care and pain 
management
3–5 June 2013 (code: A32)

Winter Garden, Eastbourne Theatres 
Registration fee: £480

Anaesthetists as educators: 
an introduction
5 June 2013 (code: C18)

RCoA, London 
Registration fee: £215 (£160 for RCoA 
registered trainees and affiliates)

Ethics and the law for 
anaesthetists: joint with the 
Society for Ethics and Law in 
Medicine
6 June 2013 (code: D19)

RCoA, London 
Registration fee: £195 (£150 for RCoA 
registered trainees and affiliates)

College Tutors meeting
12–13 June 2013

The University of Manchester 
By invitation only

UK training in emergency airway 
management (TEAM) course
13–14 June 2013 (code: A97)
Royal United Hospital, Bath 
Registration fee: £415

Airway workshop
19 June 2013 (code: C96)
Hilton Hotel, Bath 
Registration fee: £255 (£190 for RCoA 
registered trainees and affiliates)

Final FRCA revision course
1–5 July 2013 (code: A79)
RCoA, London 
Registration fee: £395

Primary FRCA masterclass
8–10 July 2013 (code: D70)
RCoA, London 
Registration fee: £305 

Research methodology 
workshop
8 July 2013 (code: D39)
RCoA, London 
Registration fee: £150

Advanced airway workshop
4 September 2013 (code: D43)
RCoA, London 
Registration fee: £260 (£195 for RCoA 
registered trainees and affiliates)

After the Final FRCA – making 
the most of training years 5 to 7
5 September 2013 (code: B72)
RCoA, London 
Registration fee: £165

Joint Intensive Care Symposium 
(with the FPM and ICS)
4–5 September 2013 (code: C55)
RCoA, London 
Registration fee: £460 (£345 for RCoA 
registered trainees and affiliates)

CPD study day: burns and plastics 
9 September 2013 (code: C63)
RCoA, London 
Registration fee: £200 (£150 for RCoA 
registered trainees and affiliates) 

Leadership and management: 
personal effectiveness
9 September 2013 (code: A71)
RCoA, London 
Registration fee: £220

Advanced central venous access
13 September 2013 (code: F35)
RCoA, London 
Registration fee: £240 (£180 for RCoA 
registered trainees and affiliates)

AaE: teaching and training in the 
workplace
16–17 September 2013 (code: A37)
RCoA, London 
Registration fee: £425 (£320 for RCoA 
registered trainees and affiliates)

Ultrasound workshop
17 September 2013 (code: D09)
RCoA, London 
Registration fee: £240 (£180 for RCoA 
registered trainees and affiliates)

Children in the district hospital: 
essential care
20 September 2013 (code: D95)
RCoA, London 
Registration fee: £200 (£150 for RCoA 
registered trainees and affiliates)

CPD study days 
23–24 September 2013 (code: A99)
RCoA, London 
Registration fee: £355 (£265 for RCoA 
registered trainees and affiliates)

PROGRAMME OF EVENTS 2013
Scan the code to visit the 
online Events calendar

BOOK
ONLINE
BOOK
ONLINE

https://twitter.com/RCoA_Events
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UK training in emergency 
airway management (TEAM) 
course (London)
26–27 September 2013 (code: D29)

RCoA, London 
Registration fee: £450

NIAA Research Week
30 September – 3 October 2013  
(code: TBC)
RCoA, London 
Registration fee: TBC

Research methodology workshop
30 September 2013 (code: C43)

RCoA, London 
Registration fee: £150

CPD study day (Belfast)
2 October 2013 (code: C97)
The Waterfront Hall, Belfast 
Registration fee: £200 (£150 for RCoA 
registered trainees and affiliates)

UK training in emergency 
airway management (TEAM) 
course course (Bath)
3–4 October 2013 (code: D93)
Education Centre, Royal United 
Hospital, Bath 
Registration fee: £450

Jubilee current concepts 
symposium
10–11 October 2013 (code: B05)
RCoA, London 
Registration fee: £445 (£335 for RCoA 
registered trainees and affiliates)

Continuing professional 
development day
12 October 2013 (code: A76)
RCoA, London 
Registration fee: £240 (£180 for RCoA 
registered trainees and affiliates)

ETHICS AND THE LAW FOR 
ANAESTHETISTS
Date and venue: 
6 June 2013  (code: D19) 
RCoA, London

Registration fee: 
£195 (£150 for RCoA registered trainees and affiliates) 
Approved for 5 CPD credits

Event organiser:  
Dr R Iqbal 

 ■ Introduction to medical law and avoiding litigation (1F) 
Dr L Field, Medical Protection Society, London

 ■ The Coroner’s inquest  
Mr P Stott, Barrister, QEB Chambers, London

 ■ The complaints procedure (1I04) 
Dr S Deo, Medical Case Examiner, GMC, London

 ■ Confidentiality (1F03, 1F05) 
Dr C Hooper, St George’s Hospital, London

 ■ The right to healthcare – ethical and legal considerations (1F05, 1I02) 
Dr M Parris, St Peter’s Hospital, Surrey

 ■ Workshops (see below)

Workshop 1
Consent in obstetrics and legal 
rights of the fetus
Dr E Combeer, Frimley Park
Hospital, Surrey, and Dr C 
Hooper, St George’s Hospital, 
London 
(1F01, 1F05)

Red Group Blue Group
Yellow 
Group

Workshop 2
End of life decisions and ‘futility’
Dr D Bryden, Sheffield Hospital, 
and Dr P Newman, St George’s 
Hospital, London 
(1F05, 2C06)

Yellow 
Group

Red Group Blue Group

Workshop 3
Consent in paediatrics
Dr A McLeod, Royal Marsden 
Hospital, London 
(1F01, 1F05)

Blue Group
Yellow 
Group

Red Group

 ■ Close of meeting 
Dr R Iqbal, St George’s Hospital, London

A JOINT MEETING OF 
THE ROYAL COLLEGE OF 

ANAESTHETISTS, AND THE 
SOCIETY FOR ETHICS AND LAW 

IN MEDICINE

REDUCED RATE
Jubilee current concepts symposium 2013/
Continuing professional development day 
2013 (code: D53)

A reduced rate of £565 (£425 for RCoA 
registered trainees and affiliates) is available 
for those attending both the Jubilee current 
concepts symposium and the Continuing 
professional development day. Places for the 
events will be offered on a first come, first 
served basis.

BOOK
ONLINE
BOOK
ONLINE

https://twitter.com/RCoA_Events
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DAY ONE
9.10 am 
Registration

SESSiON 1: iTU 
 ■ Intensive care for the bariatric patient (3100, 2C01) 

Dr N Barron, Sheffield
 ■ ITU psychosis: the patient perspective (3C00) 

Mr D Aaronovitch, Columnist on The Times
 ■ ITU delirium (3C00)

Dr V Page, Watford

SESSiON 2: FLUiD MANAGEMENT
 ■ Update on fluid therapies (2A05)

Dr M Hamilton, London
 ■ The future of perioperative medicine (2A12)

Dr R Pearse, London

LUNCH/TRADE ExHIBITION AND POSTER VIEWING
Opportunity for trainees to meet RCoA Council members

FELLOWShip BY ELECTiON AND KEYNOTE LECTURE: 
PROFESSOR G MARx

 ■ Fellowship by election presentation
Dr J-P van Besouw,  RCoA President 

 ■ Keynote Lecture: Monitoring of intravascular fluid 
administration (2A04, 2A05)
Professor G Marx, Germany

SESSiON 3: pAEDiATRiCS AND BARiATRiCS
 ■ Brain development and anaesthesia (3D00)

Dr R Nandi, London
 ■ My most memorable cases 

Dr P Evans, London
 ■ The golden rules of obesity anaesthesia (2A12, 3I00)

Dr M Margarson, Chichester

Close, 4.45 pm

WORKShOpS, 4.45–6.10 pM (OpTiONAL) 

 ■ Consultants: Ultrasound stations: upper limb,  
lower limb, epidural (£25 limited availability)   

 ■ Trainees: CV workshop (FREE)

DAY TWO
8.30 am 
Registration

SESSiON 4: SEpSiS
 ■ Sepsis: current challenges and innovative therapeutic 

concepts (2C03, 3C00) 
Professor G Marx, Germany

 ■ Surviving sepsis update (2C03)
Dr R Daniels, Birmingham

 ■ Sepsis in obstetrics (2C03, 3B00)
Dr N Lucas, London

SESSiON 5: OBSTETRiCS
 ■ Remifentanil for obstetric analgesia – has its time come or 

has it passed? (2B01, 3B00)
Dr D Hill, Belfast

 ■ Haematological aspects of obstetrics (2B05, 3B00)
Dr A England, London

LUNCH/TRADE ExHIBITION AND POSTER VIEWING
Opportunity for trainees to meet RCoA Council members

SESSiON 6: hUMANiTARiAN ANAESThESiA
 ■ Capacity building in disaster areas (1I02, 3J00)

Dr E McCoy, Belfast
 ■ Military trauma to civilian practice (3I00)

Dr C Park, London
 ■ The UK International Emergency Trauma Register (3A10)

Professor A Redmond, Manchester

SESSiON 7:

Poster prizes and presentations presented by the  
RCoA President

Close, 4.00 pm 

CONGRESS SOCiAL – ThURSDAY, 16 MAY, 7pM  This year’s Social event will be held at the Garden Suite of The Birmingham Botanical Gardens. 
The Botanical Gardens are set in unique surroundings with the Garden Suite located through a Tropical House and Terrace Glasshouses.  You are 
invited to join us for an evening full of great food, entertainment and socialising.

BOOK
ONLINE
BOOK
ONLINE

https://twitter.com/RCoA_Events
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RECENT ADVANCES IN ANAESTHESIA, CRITICAL 
CARE AND PAIN MANAGEMENT
Date and venue: 
3–5 June 2013 (code: A32) 
Winter Garden, Eastbourne Theatres

Registration fee: 
£480  
15 CPD credits applied for

Event organiser:
Dr O Boyd

DAY ONE
9.30 am 
Registration and refreshments

PERIOPERATIVE FLUID MANAGEMENT
 ■ Background
 ■ Experimental findings and meta-analyses
 ■ CQUIN targets for IOFM technologies

Dr M Scott, Guildford

A CAREER IN ANAESTHESIA
 ■ Recruitment
 ■ Workforce planning
 ■ Anaesthesia assistants
 ■ Specialisation

Dr J-P Van Besouw, President of RCoA

GENERAL ANAESTHETIST AND THE 
CHILD

 ■ Maintaining skills
 ■ Key concerns
 ■ Preoperative care

Dr D Marsh, Southampton

PAIN UPDATE I
 ■ Genetics of pain
 ■ Opioids in chronic pain

Dr S James, Lanarkshire

HIGH RISK OBSTETRICS
 ■ Anaesthetic concerns
 ■ New techniques
 ■ Transfer of the obstetric patient

Dr A Quinn, Leeds

ANAESTHESIA OF THE OLDER PERSON
 ■ Minimising cognitive decline
 ■ Choice of techniques
 ■ Choice of drugs

TBC

ANAESTHESIA OUTSIDE THE HOSPITAL
 ■ Emergency anaesthesia
 ■ Attending an event as a member of the 

public
 ■ Integration with event plans
 ■ Doping

Professor C Deakin, Southampton

Close, 4.30 pm

DAY TWO
8.45 am 
Registration and refreshments

PAEDIATRIC ANAESTHESIA
 ■ Fluid management
 ■ Postoperative pain control APA 

guidelines
Dr G Williams, GOSH

UPDATE ON THE RESULTS OF NATIONAL 
ANAESTHETIC AUDITS

 ■ Neuraxial blockade
 ■ Awareness

Dr D Counsell

REVALIDATION IN ANAESTHESIA
 ■ General revalidation
 ■ Anaesthesia and specialties
 ■ The CPD Matrix 
 ■ Questionnaires

Dr R Marks, London

OBSTETRIC ANAESTHESIA
 ■ Management update on eclampsia and 

pre-eclampsia
 ■ Managing uncontrolled haemorrhage

TBC

ANTIBIOTICS
 ■ Perioperative
 ■ In a resistant world
 ■ Interactions and cautions

TBC

ANAESTHESIA AND THE MENTAL 
CApACiTY ACT

 ■ Consent
 ■ Emergency treatment
 ■ Treating a suicide attempt

Dr S Walton, East Sussex

ANAESThESiA iN ThE EMERGENCY 
DEPARTMENT

 ■ Preparation
 ■ Expectations
 ■ Preparing for transfer

Dr R Galloway, Brighton

ENhANCED RECOvERY pROGRAMME
 ■ Evidence
 ■ Update on progress
 ■ Which bits matter most?

Dr J Yassin, Brighton

Close, 4.30 pm

DAY ThREE
8.45 am 
Registration and refreshments

THE PATIENT ON ANTIPLATELET 
ThERApY

 ■ Drug types
 ■ Rationale for treatment
 ■ Implications for anaesthetic practice
 ■ Paediatric anaesthesia –  

post-operative pain control
Dr V D Most, Brighton

ORGAN DONATION
 ■ Legal issues
 ■ Ethical issues
 ■ Management of the non-heart beating 

donor
Dr P Murphy, Leeds

DO I STILL NEED TO INTUBATE?
 ■ New devices
 ■ When can I use an LMA?
 ■ Is RSI dead?

Dr S Sudan

FLU
 ■ What really happened in 2010?
 ■ What should anaesthetists do now?
 ■ The use of rescue ventilator techniques

Dr N Barrett, London

PAIN UPDATE II
 ■ New therapies
 ■ Neuro-imaging of pain

Dr S James, Lanarkshire

TRAUMA AND ThE ELDERLY
 ■ Special concerns
 ■ Analgesia

Dr S White, Brighton

pAiN UpDATE iii – NEW pAiN ThERApiES
 ■ New pain therapies

TBC

Close, 4.30 pm

If you are staying in Eastbourne during 
the event you may be interested in a 
guide to the area www.visiteastbourne.
com/conferences/things-to-do/

BOOK
ONLINE
BOOK
ONLINE

https://twitter.com/RCoA_Events
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LEADERSHIP AND 
MANAGEMENT FOR 
ANAESTHETISTS
Venue: 
RCoA, London

Four interactive workshops designed specifically for 
anaesthetists.

The workshops are a balance of plenary sessions, group 
work and exercises with the emphasis on real life issues, 
open discussion, up to date information and specific time for 
one to one discussions where requested.

Attendance at all four workshops will provide you with:

 ■ A sound knowledge of past and current NHS Policy.
 ■ A good insight into personal development needs and the 

opportunity to construct a Personal Development Plan.
 ■ An introduction to negotiation and influencing tools and 

skills.
 ■ An understanding of how to effect change.
 ■ And more.

Leadership and management: personal effectiveness
9 September 2013 (code: A71) 
Registration fee: £220

Introduction to leadership and management for 
anaesthetists: the essentials 
30–31 October 2013 (code: F26) 
Registration fee: £445

Leadership and management: working well in teams and 
making an impact!
3 December 2013 (code: A93) 
Registration fee: £220

Leadership and management: leading and managing 
change; success with service development
11 March 2014 (code: C41) 
Registration fee: £220

Introduction to leadership and management for 
anaesthetists: the essentials
29–30 May 2014 (code: B56) 
Registration fee: £445

DATES ARE SUBJECT TO ChANGE.

Date and venue: 
3–5 December 2013 (code: C11) 
Crowne Plaza, Nottingham
Registration fee: 
£490
Event organisers:
Dr R Verma and Dr J Williams

RECENT ADVANCES 
IN ANAESTHESIA, 
CRITICAL CARE AND PAIN 
MANAGEMENT

DAY ONE: TUESDAY 3 DECEMBER

 ■ Welcome and introduction
 ■ Mechanisms of action of anaesthesia
 ■ Recent advances in opioid analgesic agents
 ■ Cannabinoid analgesic agents
 ■ Anaesthesia for hip fractures
 ■ Orthogeriatric risk assessment
 ■ Beyond 2D ultrasound
 ■ Neuroanaesthesia monitoring

DAY TWO: WEDNESDAY 4 DECEMBER

 ■ Epigenetics of anaesthesia
 ■ CHO loading in the perioperative period
 ■ Simulation training
 ■ Simulation in research
 ■ Neural toxicity of anaesthetics
 ■ Opiates and long-term outcome
 ■ Validity of consent in anaesthesia
 ■ Wildlife anaesthesia

DAY ThREE: ThURSDAY 5 DECEMBER

 ■ Number needed to treat or prospect
 ■ Risk prediction in anaesthesia
 ■ NICE fluid resuscitation guidelines
 ■ Optimal cardiac output monitoring
 ■ Findings from EuSOS
 ■ National Audit Project 5

https://twitter.com/RCoA_Events


JUBiLEE CURRENT CONCEpTS SYMpOSiUM 2013:
RISING STARS IN ANAESTHESIA AND CRITICAL CARE

Date and venue: 
10–11 October 2013 (code: B05) 
RCoA, London

Registration fee:
£445 (£335 for RCoA registered trainees and affiliates)  
Approved for 10 CPD credits

Reduced rate:
With CPD Study Day, 12 October (code: D53) 
(Fee £565, £425 for registered trainees and affiliates)

Event organisers: 
Dr R Moonesinghe and Dr S Gulati 

DAY ONE
SESSiON 1: pAiN AND REGiONAL ANAESThESiA 

 ■ Persistent post operative pain: mechanisms and 
prevention

 ■ Neuropathic pain in the perioperative period 
 ■ Emerging therapies for acute and chronic pain

SESSiON 2: MANAGEMENT, TRAiNiNG AND RESEARCh 
 ■ Measuring and reporting quality of anaesthesia care: 

performance polygons 
 ■ Training for trauma 

 ■ RESEARCH FRAUD      
Dr S Shafer, US

SESSiON 3: MEASUREMENT AND MONiTORiNG 
 ■ Cardiac output monitoring
 ■ Depth of anaesthesia, sedation, what does 

neuroimaging tell us

 ■ MONITORING CEREBRAL BLOOD FLOW      
Professor C Hogue, US

SESSiON 4: SURGiCAL OUTCOME
 ■ Neurological outcome after non-cardiac surgery 

DAY TWO
SESSiON 5:  CRiTiCAL CARE 

 ■ Genomics and critical illness
 ■ Epidemiology of critical illness in UK Hospitals
 ■ Sepsis related immunosuppression and risk modelling 

SESSiON 6:  AiRWAYS 
 ■ Implementation of NAP4 in the DGH

 ■ LARYNGOSCOpY AND LARYNGOSCOpES – 
TIME TO RETHINK THE PARADIGM   
Dr E O’Sullivan

SESSiON 7: LEADERShip AND ORGANiSATiON 

 ■ MEDICAL MANAGEMENT OF THE LONDON 
2012 OLYMpiCS
Dr D Zideman 

 ■ Research at altitude vs. Implementing enhanced 
recovery – which is easier?

SESSiON 8: OBSTETRiCS  
 ■ Blood conservation strategy in obstetric anaesthesia 
 ■ Use of technology in obstetric anaesthesia 

PROGRAMME SESSIONS AND LECTURE TOPICS ARE  
SUBJECT TO ChANGE. 

REDUCED RATE
A reduced rate of £565 (£425 for RCoA registered trainees and affiliates) is available for those attending both the Jubilee current concepts 
symposium and the Continuing professional development day. Places for the events will be offered on a first come, first served basis.
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NIAA
National Institute of Academic

Anaesthesia

30 September – 3 October 2013

Join us for all or part of our 
Research Week, which includes:

 ■ 30 September 2013
BJA Research Methodology 
Workshop

 ■ 1 October 2013 
BJA Peer Review Workshops (a.m) 
ARS Meeting Day 1 (p.m)

 ■ 2 October 2013
ARS Meeting Day 2 including 
poster presentations 
and President’s Prize for 
Undergraduate Research 
ARS Social Dinner

 ■ 3 October 2013
HSRC UK Perioperative Clinical 
Research Forum 

Prices and programmes to be confirmed. 
For more information, please go to: 
www.niaa.org.uk/EventsCalendar

NIAA RESEARCH WEEK

H S R C
Health Services Research Centre

NIAA
National Institute of Academic

Anaesthesia

FFPMRCA ExAM TUTORIALS

With the introduction of the 
FFPMRCA examination, the Faculty 
will be running bi-annual examination 
tutorials (before each exam) to assist 
the trainees in preparation for the 
exam. These are interactive days, 
covering a wide range of topics 
through workshops and lectures 
where the trainees are expected to 
pre-prepare for the day to encourage 
discussion and interactive learning. 

The next tutorials are scheduled for:

 ■ 7 June 2013
 ■ 11 October 2013

PROGRAMME SUBJECT TO CHANGE

CONTINUING PROFESSIONAL 
DEvELOpMENT (CpD) DAY 2013
Date and venue: 
12 October 2013 (code: A76) 
RCoA, London

Registration fee: 
£240 (£180 for registered trainees and affiliates) 
Applied for 5 CPD credits

Reduced rate:
With Jubilee Current Concepts Symposium 2013, 10–11 October  
(Fee £565, £425 for registered trainees and affiliates)

Event organiser: 
Dr J Nolan

 ■ Registration – 9.00 - 9.25 am 

 ■ Introduction for all delegates
Dr J-P van Besouw, President, RCoA

SESSiON 1: CLiNiCAL pRACTiCE ONE

A Enhanced recovery for 
colorectal surgery
(2A07)

B CICV – be prepared
(2D01)

C Preoperative risk 
stratification
(3A19)

SESSiON 2: CLiNiCAL pRACTiCE TWO

A Anaesthesia for 
fractured neck of 
femur (3A08)

B Paediatric 
emergencies in the 
DGH  (2A04)

C ß-blockers, statins and 
stents in perioperative 
care (3A18)

SESSiON 3: RECENT ADvANCES

A Acute pain 
management 
(2E01, 3A09)

B Fluids: what’s in and 
what’s out
(2G03)

C Monitoring depth of 
anaesthesia
(2G02, 3A09)

SESSiON 4: CRiTiCAL iNCiDENTS

A Accidental awareness 
during general 
anaesthesia (3A19)

B Anaphylaxis C Root cause analysis of 
major incidents

SESSiON 5: QUALiTY

A High risk surgical 
patients: a quality 
improvement 
approach (2F01)

B Quality improvement 
indicators for 
anaesthetists (3A21)

C Does NCEPOD 
improve outcomes? 
(3A02, 3A10)

SESSiON 6: ANAESThETiC MANAGEMENT

A Regional anaesthesia: 
an update (2G01, 
3A09)

B Management of 
the obese obstetric 
patient (2B01, 2B04)

C Management of major 
trauma
(2A01)

 ■ Close of meeting, 3.35 pm

https://twitter.com/RCoA_Events
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ADVANCED CRITICAL CARE 
PRACTITIONERS  
1ST NATiONAL CONFERENCE
Date and venue: 
19 June 2013  (code: D32) 
RCoA, London

Registration fee: 
£35 
Approved for 5 CPD credits 

 ■ Setting the scene: the changing workforce, the 
drivers for ACCPs, the DoH ACCP framework, the 
ACCP pilot programmes, ACCP curriculum
Anna Batchelor

 ■ Developing and running a training programme: 
assessment through the training programme, the 
portfolio, progression, potential pitfalls 
Simon Gardner

 ■ Training and doing the job: 10 years and 2 years in 
the post 
Carole Boulanger and Pete Thomson

 ■ How ACCPs have integrated into our unit and 
educational supervision and support
Nicola Barham

 ■ (AGM) for ACCPs
 ■ Our equipment isn’t safe, and how to start  

fixing it 
Harold Thimbleby 

 ■ Workshops
 ■ The future of intensive care in the UK and 

development of the ACCP role and development 
of the training programme
Julian Bion, Dean of the Faculty of ICM  

The Faculty of
Intensive Care
MedicineOPIOIDS IN PERSISTENT 

NON-CANCER pAiN –   
THE FUTURE?
Date and venue: 
3 June 2013  (code: B59) 
RCoA, London

Registration fee: 
£160 (£130 for registered trainees and 
affiliates)
Approved for 5 CPD credits

The programme will feature the following 
topics:

 ■ Effect of genetic variation on opioid efficacy 
– pharmacogenetics of opioids 
Dr Sophy Gretton 

 ■ Identifying and managing problem 
prescription opioid use 
Dr Brian Stevenson

 ■ Endocrine and immunological effects on 
opioids
Dr Joan Hester 

 ■ Case based discussion. High dose opioid use: 
assessment and management
Dr Cathy Stannard

 ■ Case based discussion. Practical aspects of 
prescribing opioids
Dr Joan Hester 

 ■ Case based discussion. Recognising and 
managing addiction to opioids
Dr Brian Stevenson, Dr Beverly Collett

 ■ Opioid prescribing: a public health 
perspective and comparison of prescribing in 
the US and UK
Dr Cathy Stannard

of the Royal College of Anaesthetists
FACULTY OF PAIN MEDICINE

https://twitter.com/RCoA_Events
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Report of Council

At a meeting of Council on 
Wednesday, 13 February 2013, 
the following appointments/
re-appointments were approved 
(re-appointments marked with an 
asterisk):

Regional Advisers

Anglia
Dr H Hobbiger, Queen Elizabeth 
Hospital (in succession to Dr S 
Fletcher)

North Thames Central
Dr L Dinner, Royal Free Hospital (in 
succession to Dr R Milaszkiewicz) 

Mersey
Dr E Forrest, Countess of Chester 
Hospital (in succession to Dr Janice 
Fazackerley)

North of Scotland
Dr A McDiarmid, Aberdeen Royal 
Infirmary (in succession to Dr John 
Read)

South East Scotland
Dr D Semple, Royal Infirmary (in 
succession to Dr Colin Young)

East Yorkshire
*Dr I Locker, Hull Royal Infirmary

Wessex
*Dr J Nightingale, Queen Alexandra 
Hospital

Deputy Regional Advisers 

There were no appointments for 
Council to consider.

College Tutors

North West
Dr S J Davies, North Manchester 
General Hospital (in succession to  
Dr R Bhishma)

Severn
Dr G B Hosdurga, Weston General 
Hospital (in succession to Dr P Ray)

Wales
Dr J M Hall, University Hospital of 
Wales (in succession to Dr A Evans)

Dr J L Butcher, Prince Charles Hospital 
(in succession to Dr K Gopakumar)

West Midlands South
*Dr C A Stevenson, Hereford Hospitals 
NHS Trust

*Dr O Domingo Bosch, The Alexandra 
Hospital

Anglia
Dr K A Williams, West Suffolk Hospital 
NHS Trust (in succession to Dr E A 
Bright)

West Yorkshire
Dr M van Greunen, Leeds General 
Infirmary (in succession to Dr A L 
Lansbury)

Heads of Schools
There were no appointments for 
Council to note.

Council noted 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.

*The doctors whose names are 
marked with an asterisk have been 
recommended for Joint CCTs/CESR 
(CP)s in Anaesthesia and Intensive 
Care Medicine.

Anglia
Dr Narendra Siddaiah

London
Dr Catherine Stack
Dr Ravi Ramaiah *
Dr David Dugdale
Dr Mark Edwards
Dr Sunil Grover *

Nottingham
Dr Mutasim Aldory

Mersey
Dr Sarika Rathi
Dr Jane Snell *

North West
Dr Arun Kuppuswamy Mohanraj
Dr Victoria Barlow
Dr Elizabeth Thomas *

Tri-Services
Dr Catriona Bentley

Wessex
Dr Timothy Hanham
Dr Narmatha Thiagarajan

West Midlands 
Dr Rebecca Paris
Dr Zaiti Kamarzaman
Dr Ruth Chiware

South East Scotland
Dr Joanne Irons
Dr Raghavendra Kulkarni *

West Scotland
Dr Alistair May
Dr Judith Ramsey 
Dr Moutaz Burwaiss

Yorkshire West Yorkshire  
(Leeds/Bradford)
Dr Kate Bradshaw
Dr Rashmi Menon

At a meeting of Council on 
Wednesday, 12 March 2013, Dr S 
Fletcher was admitted as a Consultant 
Member of Council following the 
recent election. Dr P Kumar was 
admitted as a Trainee Member of 
Council following the recent election.

Dr K Krishnan, Dr N Narula and Dr 
T Szakmany were all admitted to the 
Fellowship ad eundem. 

Fellowship by Election
Professor Masao Takata

The following appointments/
re-appointments were approved 
(re-appointments marked with an 
asterisk):

Regional Advisers
There are no appointments/
re-appointments this month

Deputy Regional Advisers

East of Scotland
*Dr F Cameron, Ninewells Hospital
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College Tutors

East Yorkshire
Dr I Ahmed, Hull Royal Infirmary (in 
succession to Dr J Pettit)

North Thames West
Dr R K Dhesi, St Mary’s Hospital (in 
succession to Dr H Johannssen)

North Thames East
Dr C M Dempsey, Royal London 
Hospital (in succession to Dr D D 
Kennedy)

North of Scotland
Dr P J Bourke, Aberdeen Royal 
Infirmary (in succession to Dr A 
McDiarmid)

*Dr M M Kumar, Aberdeen Royal 
Infirmary

Severn
Dr I A Wilkins, Frenchay Hospital (in 
succession to Dr R Spencer)

Head of School
Severn
Dr S G O Rees, Cheltenham General 
Hospital (in succession to Dr S 
Underwood)

Council noted 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.

*The doctors whose names are 
marked with an asterisk have been 
recommended for Joint CCTs/CESR 
(CP)s in Anaesthesia and Intensive 
Care Medicine.

Anglia
Dr Elizabeth Williams

London
Dr Thomas Bate 
Dr Heena Bidd 
Dr Christine Swampillai 
Dr Katrin Eigener * 
Dr Rachel Bartlett 
Dr Adam Shonfield 
Dr Preeti Goyal

East Midlands
Dr Annie Jacob 
Dr Anil Darbar

Mersey
Dr Andrew McDonal 
Dr Shailesh Jhawar

North West
Dr Thomas O’Neill 
Dr Caroline Smith * 
Dr Bharati Vyawahare 
Dr Dominic Lea * 
Dr Vikas Jain

West Midlands 
Dr Peter Beavan 
Dr Anna Dennis * 
Dr Biswajit Das 
Dr Thejas Bhari 
Dr Shanmuga Parmasivan

Wales
Dr Peter Richardson 
Dr Madhankumar Vijaya Kumar * 
Dr Bethan Gibson * 
Dr Ami Jones *

South East Scotland
Dr Clare Gardener

Yorkshire
Dr Komal Ray 
Dr Muhammad Sharafat * 
Dr Angukumar Thangamuthu

New members of Council (from left to 
right) Dr P Kumar and Dr S Fletcher
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Appointment of Members, 
Associate Members and 
Associate Fellows
The College congratulates the following who have now 
been admitted accordingly:

Associate Fellows 
Dr Anil Soni                                                                 

Dr Joan Elizabeth Reid      

Dr Elonka Maria Theodora Bergmans                                                                  

Members 
Dr Aneel Julian Thakurdas                                                                 

Dr Rajan Muraleedaran

Associate Members
Dr Leonard  Anthony Goosen

Dr Amitabh Lahkar

Dr Renata Klopotowska-Arszulowicz                                                                                                                    

Dr Nadeem Azeez     

Dr Chibuzo Ngozi Hemeson     

Appointment of Fellows 
to consultant and similar 
posts
The College congratulates the following Fellows on their 
consultant appointments:

Dr S L Bajaj, The Royal National Orthopaedic Hospital, 
Stanmore

Dr C A Bentley, NHS Fife Hospitals

Dr S M Carey, Wirral University Hospital

Dr N G Catakapatri Venu Gopal, South Tyneside Hospital

Dr B M Daly, Glasgow Royal Infirmary

Dr B Gibson, Royal Glamorgan Hospital

Dr P Goyal, Guy’s and St Thomas’ NHS Trust, London

Dr S K Grover, Lister Hospital, Stevenage

Dr T E Hughes, Kings College University Hospital

Dr J F Irons, Papworth Hospital

Dr A Jayakumar, Abertawe Bro Morgannwg University 
Health Board, Swansea

Dr A Jones, Nevill Hall Hospital, Abergavenny

Dr C Jones, Royal Surrey County Hospital NHS 
Foundation Trust

Dr D Lea, Queen Elizabeth Hospital, Gateshead

Dr R D Menon, Leeds Teaching Hospitals NHS Trust

Dr A Modi, West Suffolk Hospital NHS Foundation Trust

Dr A J Pinto, Doncaster Bassetlaw Hospitals NHS 
Foundation Trust

Dr A Rajkumar, South Tyneside Foundation NHS Trust

Dr R Sethuraman, Nottingham University Hospitals 
NHS Trust

Dr C T Sheehan, West Middlesex University Hospital

Dr E D R Usoles, Southern General Hospital, Glasgow

Dr S Yadthore, Salford Royal NHS Foundation Trust

Deaths
It is with regret that the College records the deaths of 
those listed below.

Dr R Gnanasuntharam, Australia
Dr K Jash, London
Dr G Krishnan, Belfast
Dr R G Mitchell, Manchester
Dr D K Mukerji, Lancashire
Dr A Thorgood, Colchester

The College is able to receive brief obituaries (of no more 
than 500 words), with a photo if desired, of Fellows, 
Members or Trainees.  These will be published on the 
College website (www.rcoa.ac.uk/obituaries).

Please email your text and any photo to: website@rcoa.ac.uk.

http://www.rcoa.ac.uk/obituaries
mailto:website%40rcoa.ac.uk?subject=Obituary%20for%20the%20website
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Humphry Davy Award presented at 
the Anniversary Meeting
Citation for Dr Carol Peden

Dr J-P van Besouw and Dr Carol Peden

Carol Peden was appointed Consultant in Anaesthesia 

and Intensive Care Medicine at the Royal United Hospital 

(RUH) Bath in 1994; two years later she completed her MD.  

Carol has made considerable contributions to education 

and training.  She ran the Bath-Bristol Primary Course 

for 13 years and was a Final Fellowship Examiner for 

nine years.  Carol continues to have a major teaching and 

lecturing commitment locally, regionally and nationally.

Carol is now best known in her role as ‘Quality Queen’! 

Having gone through a highly competitive process, in 

2008, she was awarded with a Quality Improvement 

Fellowship and spent a year at the Institute of Healthcare 

Improvement (IHI) in Boston, USA; during this time 

she obtained a Masters in Public Health from Harvard.  

Carol has many key positions in the field of Quality 

Improvement including Medical Director for Quality 

Improvement for the RUH, Bath, Chair of the Executive 

Board of the Dr Foster Global Comparators Project, and 

steering group member of the National Emergency 

Laparotomy Audit.  Carol led a recently succesful bid for 

the Royal United Hospital, Bath to run the Patient Safety 

and Quality Programme for all hospitals in the South 

West region.  Along with John Colvin, she co-edited the 

College’s Compendium of Audit Recipes for Anaesthesia.  

Carol Peden is clearly highly deserving of the Humphry 

Davy Medal.

Dr J P nolan
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tel 0131 242 3136 fax 0131 242 3138 
earef@hotmail.co.uk www.eafonline.co.uk

xxVIIth EDINBURGH
ANAESTHESIA FESTIVAL
21–23 August 2013

The Edinburgh Anaesthesia Festival is organised by the 
University Department of Anaesthesia and Pain Medicine at 
the Royal Infirmary of Edinburgh to coincide with the 2013 
Edinburgh International Festival of the Arts.  The three-day 
programme will consist of lectures and discussion on current 
topics in anaesthesia.  The lecturers are from all parts of the 
United Kingdom and represent leading opinions in their field.

Please contact Mrs Cindy Middleton for further details: 
University Department of Anaesthesia and Pain Medicine, 
Royal Infirmary, Edinburgh EH16 4SA

The RCoA Bulletin is published bi-monthly and 
distributed to over 15,000 anaesthetists worldwide, 
the vast majority being in the UK.  Being so widely 
distributed, it is obviously seen by many other 
professionals who work alongside anaesthetists.  
Advertisements for courses and meetings from 
anaesthetic societies, or those organisations that are 
of interest to anaesthetists, are accepted with prior 
approval of the Editor or Editorial Board.

Advertisements must fit with the aims and aspirations 
of the RCoA and be related to anaesthesia, critical care 
and pain medicine.  Please contact bulletin@rcoa.ac.uk 
for separate commercial advertising rates.

Rates below are valid from 1 July 2013 to 30 June 2014:

Quarter page (85 mm by 124 mm) £270 +VAT
Half page (85 mm by 252 mm) £535 +VAT
Full page (175 mm by 252 mm) £855 +VAT

Please go to www.rcoa.ac.uk/the-bulletin/advertising-
and-deadlines to complete the necessary Terms and 
Conditions and to submit your advert.

BULLETIN ADVERTISING
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Writers Club and examination courses – details and application procedures: www.msoa.org.uk

The SAQ and E&SAQ Writers Club
Since inception in 2008, the Mersey SAQ Writers Club has seen more than three hundred trainees through 
the SAQ and E&SAQ Papers with, as far as can be ascertained,  the great majority of those who kept to the 
procedures, protocols and disciplines of the Club being successful at the first attempt. It works.

Preparation and Practice 
Short Answer Question (SAQ) Paper and Essay and Short Answer Question (E&SAQ) Paper.

The One-Off Writers Club membership fee is £400.

 ■ Members remain members at no further charge until successful.
 ■ Members are entitled to attend the SAQ Weekend Courses free of charge.
 ■ Members are entitled to attend the Private Members Only SAQ Weekend free of charge.
 ■ The only requirement asked of members is commitment to the discipline if planning to sit the examination.

Final FRCA Autumn 2013 or Spring 2014
 ■ You should consider joining the Club sooner than later – now.
 ■ The more practice the better.
 ■ The greater the accumulation of answer sheets.

2013 Course Menu 

Course Places Schedule per Year
Primary MCQ/SBA No Limit May August October Three
Primary Viva Revision No Limit April September December Three
Primary OSCE Weekend No Limit May October 2014 Three
Primary Viva Weekend 72 Places April October 2014 Three
Primary OSCE/Orals 48 Places May October 2014 Three
The SAQ/E&SAQ Writers Club Autumn 2013/Spring 2014 Exams Ever open
Final MCQ/SBA No Limit July 2014 Two
Final SAQ/E&SAQ Weekend No Limit August 2014 Two
Final (Booker) Revision 90 Places August 2014 Two
Final Viva Revision No Limit May November Two
Final Viva Weekend 72 Places June November Two

‘The only person I knew at the college that day was someone else from the course, and it was a relief to see a familiar face. 
Unfortunately he had forgotten his Broken Pencil, and as a sign of camaraderie, I broke mine further …” 

(Verbatim extract from email received February 2013)
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