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Case Report

Emergency Cricothyroidotomy in Odontoid Peg Fracture
Complicated by Retropharyngeal Haematoma

Dr Nicholas Smallwood, ST2 Acute Medicine, and Dr Edward Bick, ST5 Anaesthetics
Gloucestershire Royal Hospital

Abstract

We describe the case of a 91 year old lady
who was taking warfarin and presented to the
Emergency Department following a fall at
home. Retropharyngeal haematoma secondary
to odontoid peg fracture necessitated an
emergency cricothyroidotomy to secure her
airway pending formal tracheostomy. It was
noted that without prior skin incision with
a scalpel, significant force was required to
pass the Quicktrach®.  Furthermore, the
Quicktrach® had a tendency to obstruct against
the posterior tracheal wall and required regular
suctioning to prevent obstruction with clot.

Case Report

A 91 year old lady presented to the Emergency
Department at Gloucestershire Royal Hospital
following a fall at home. Her only significant
past medical history was hypertension and
atrial fibrillation, for which she was treated
with warfarin.  On arrival she was triple
immobilised to protect her cervical spine but
was haemodynamically stable and had no
neurological deficit. She underwent CT scan of
the head and neck which showed an odontoid
peg fracture with a significant retropharyngeal
haematoma (figure 1).

On returning to the Emergency Department
resuscitation bay she started to complain of
difficulty breathing and developed stridor. This
progressed rapidly and within a few minutes
she was unable to self-ventilate. The decision
was made to place a Quicktrach® (VBM
Medizintechnik GmbH, Sulz, Germany) as a
fast and effective means of securing the airway
before desaturation occurred.

36

The cricothyroid space was palpated without
difficulty and lignocaine was infiltrated
subcutaneously. Thepatientremained conscious
as the Quicktrach® was inserted, without
the use of prior skin incision, immediately
relieving the obstruction. Significant force was
required to pass the trocar through the skin and
crycothyroid membrane. When fully inserted
the Quicktrach® had a tendency to obstruct
against the posterior tracheal wall requiring
it to be withdrawn slightly and the external
portion to be tilted and fixed in a cephalad
direction. In addition, regular suctioning was
required to prevent obstruction with blood clot
though overall blood loss was minimal despite
the patient’s international normalised ratio
(INR) of 2.4.

Figure 1: Sagittal CT scan showing
odontoid peg fracture (1) and significant
retropharyngeal haematoma (2)



The patient started to tire after an hour,
highlighting the need to plan for a definitive
airway as soon as the airway is secured with
a temporary device. She underwent an
uneventful surgical tracheostomy under local
anaesthetic two hours after placement of the
initial device.

Discussion

There are anumber of indications for emergency
cricothyroidotomy to secure the airway where
other methods have failed or are likely to fail.!
The two most commonly used emergency
cricothyroidotomy techniques involve either
wire-guided placement (such as the Melker®,
Cook Medical Inc, Bloomington, U.S.A.) or
catheter-over-needle placement (Quicktrach®),
although other techniques such as the rapid
four-step technique are well described.? In
addition, standard surgical techniques can be
used to perform an emergency tracheostomy.
Randomised evidence for the speed and
effectiveness of these various approaches
comes solely from work on manikins, animal
and cadaveric models; there is no actual patient
data available. The evidence suggests that
there is little to choose between the devices
in terms of speed of securing the airway,® but
that there may be a lower complication rate
with catheter-over-needle techniques in animal
models.* This may be particularly true in
patients such as ours who are coagulopathic
where the absence of skin incision reduces
potential blood loss. However, it has been
shown that speed of insertion is improved by
making a skin incision.°

In this case, endotracheal intubation was not
considered an appropriate first-line manoeuvre
given the presence of upper airway swelling
and the inability to extend the patient’s neck
due to the odontoid peg fracture. The rapidity
of the swelling and respiratory embarrassment
meant that other techniques, such as awake

fibreoptic intubation, were also inappropriate.
As the patient was making good respiratory
effort we used a 4mm internal diameter
cannula to allow spontaneous ventilation. The
Difficult Airway Society (DAS) guidelines’
state that a 4mm cannula may be used in the
spontaneously breathing patient in the “can’t
intubate, can’t ventilate” situation but that a
definitive airway should be secured as quickly
as possible. The increased work of breathing
through a relatively narrow lumen necessitated
placement of a definitive airway in our patient
who went to theatre as an emergency to have
a surgical tracheostomy placed under local
anaesthetic.

Airway emergencies, as described here, are
encountered infrequently but need to be
managed quickly and competently. Trainees
at Gloucestershire Royal Hospital undertake
regular training in and practice of difficult
airway techniques. It is imperative that such
training is delivered to all trainees who may be
faced with airway emergencies so these vital
skills can be maintained.
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Introducing the World Health Organisation Surgical Safety
Checklist into Clinical Practice

Dr Tracey Christmas, SpR Anaesthetics and Sarah Ingamells, Medical Student
University Hospitals Bristol NHS Foundation Trust

Introduction

In June 2008, the World Health Organisation
(WHO) launched “Safe Surgery Saves Lives”.
This worldwide initiative was aimed at reducing
mortality and morbidity associated with surgical
procedures. A pilot study, using a 19-point
Surgical Safety Checklist in more than 3,900
operations in 8 hospitals showed that mortality
could be reduced from 1.5% to 0.8%. This was
achieved by improving safety practices in the
operating theatre and promoting team-working
amongst the theatre staff.'! The hospitals chosen
for this pilot study were in both high-income
and low- to middle-income countries. Though
the difference in improvement in mortality
was only statistically significant in the low- to
middle-income countries there was still a trend
towards improved mortality in the high-income
countries following introduction of the checklist.
By the time this article goes to press it will be
virtually impossible for anyone working in a
UK operating theatre to be unaware of the WHO
Surgical Safety Checklist; the National Patient
Safety Agency (NPSA) required its universal
introduction by February 2010.?

University Hospitals Bristol NHS Foundation Trust
(UHB) is a large teaching hospital with a diverse
range of surgical specialties. There are more than 20
operating theatres spread over six sites. Challenged
by the Medical Director of the Trust to ensure
100% up-take of the WHO checklist by the target
date, the UHB Division of Surgery, Head &Neck,
formed a core group of organisers to introduce the
checklist across the hospital. It was anticipated that
the introduction of the WHO checklist would be
challenging not only because changing established
behaviour in healthcare systems is notoriously

difficult,’ but also because of previous and current
experience. In 2006 we had failed to successfully
introduce team briefings at the start of each theatre
list and by 2009 briefing was still undertaken only
sporadically. Also there had been “WHO leakage”
and some more enthusiastic theatre teams, with the
best of intentions, had started to use NPSA forms but
without any coordination with theatre management.

The core group identified some initial aims

1) to distribute a questionnaire to ascertain
staff understanding of the WHO checklist
and the difference between this and briefing
and debriefing (appendix 1)

2) towork outaneducational programme about,
and time frame for, the implementation of
theatre briefing/debriefing and the WHO
checklist across all sites

3) to monitor implementation and modify the
WHO checklist for local use applicable to
all sites (this included cardiac, obstetric,
day case, eyes and general theatres)

First steps

The questionnaire was distributed in the main
theatre suite in July 2009. One of the authors
(SI) interviewed staff over 3 days. Some of
the results are summarised in Tables 1-3. This
information helped us identify the educational
issues we had to address to dispel confusion
and get “buy in” to briefing/debriefing and
implementation of the checklist.

In total, 70 staff members completed the
questionnaire  including  surgeons and
anaesthetists of all grades, and theatre nursing
staff (bands 2 to 7, including anaesthetic
assistants). This represented an average of
339% of the total of each staff group.
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Table 1: Summary of questionnaire findings prior to the launch

Staff members previously involved in a team

. 95%

briefing
Staff members previously involved in the WHO

. 46%
check list
Staff members with no knowledge of the WHO

. 15%
checklist
Staff who had found team briefings useful >90%

Table 2: Staff knowledge of the elements of an ideal team brief prior to launch (%)

Prior All . . .
Team List Patient Equipment | Staffin

g} lsitsa;rt I)eraeIsI::nt introductions | order problems isgueg issues 8
Surgeons
(all grades) 50 50 8 58 42 58 0
Anaesthetic
Consultants 42 50 8 75 58 50 0
Anaesthetic
Trainees 40 50 30 90 50 70 0
qurses | 38 50 13 88 75 88 38
g;;;e; 31 56 25 63 81 88 19
Band2&s | 29 57 14 57 57 14 0

Table 3: Staff knowledge of the goals of the WHO checklist prior to the launch (%)

Provides a Keep entire
Improves Reduces . Promotes
. . standardised . team up to
patient safety mistakes team working
system date
Surgeons
(all grades) >0 17 0 0 17
Anaesthetic
Consultants 36 36 ? 0 0
Anaesthetic | 10 20 20 10
Trainees
Nurses Band
6&7 63 50 13 25 0
Nurses Band 5 | 50 19 13 6 6
Nurses Band
2&3 14 0 0 0 14
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These tables illustrate that most staff had
been exposed to the concept of team briefing
and debriefing at the start and finish of lists.
Understanding of the structure of a team brief
was certainly not universal nor did it conform
to a specific pattern. Knowledge of the WHO
checklist was also patchy. This information was
extremely helpful to the team trying to champion
the implementation. We set up educational
sessions for each of the theatre sites based on
the results and we also prepared a presentation
which we used to educate many staff members
and to invite discussion across the hospital. By
September 2009 all theatres sites were supposed
to be both briefing and debriefing and using the
WHO checklist for every case.

Monitoring and modification

Once briefing/debriefing and the WHO checklist
had been implemented in all areas, compliance
was monitored. Most chose to display this
information in their theatres. Summary
information was sent to the core group to monitor.
Poor compliance was initially noted in obstetric,
cardiac and eye theatres. Interestingly all these
sites had been predicted to have issues because
of the particular idiosyncrasies of the types of
surgery in these areas. In obstetric theatres it
became apparent that the clinical urgency of a
true category 1 caesarean section did not allow
time to complete the Sign In and Time Out prior
to delivery of the baby. Cardiac theatres were
concerned that the NPSA form did not fit their
needs in the order that they wanted. Eye theatre
staff felt the form was cumbersome for the fast
track cataract cases where many of the issues
might be considered repetitive and irrelevant for
a bloodless procedure under local anaesthesia.
The core group encouraged feedback from all
theatre staff to try and address these issues and
to enable us to modify the form and improve
compliance. The group still wanted a single
form across the Trust’s sites to be incorporated

into a universal peri-operative care booklet.
Feedback was considerable, so a dedicated site
was created on the Trust intranet for users to
leave their views. Interestingly this was not used
despite repeated requests and the core group
continued to receive individual comments.
Several iterations of the original NPSA form were
trialled across site. By February 2010 when WHO
compliance was required to reach 100%, we had
failed to achieve our objective of briefing/debriefing
on all lists, and use of the WHO checklist for all
patients on all sites using an agreed single form
modified for UHB. The main problems were:
1) an inability to address the needs of the
different surgical specialties
2) avoiding repetition of questions in the
briefing and the checklist
3) presenting this in a usable and succinct
format.
The last iteration of the form is shown in
appendix 2.

Current state

Compliance across all sites is generally good, with
exceptional performance in our day case suite and
eye theatres (despite the unsuitability of the form
for some of their cases). Emergency theatres, like
obstetric theatres, remain a challenge because a
team brief for the whole day is impossible and
has to be done case by case, and in times of
extreme emergency the WHO checklist can be an
afterthought. The staff are making great efforts to
improve. At the most recent core group meeting
(late February) there was final agreement that a
single form would not suit all needs. Thus it is
likely that obstetrics will modify their form to
include the specific obstetric checklist shown in
appendix 2. Cardiac theatres will use the version
devised by The Society for Cardiothoracic
Surgery in Great Britain and Ireland and approved
by the NPSA? In eye theatres, either the NPSA
will produce a specific form, or, now that theatre
teams are permitted to modify the form for their
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site, they may undertake this work as part of the
Productive Theatres Project.

This process has been a considerable amount
of work for a number of people. As the aim is
to improve patient safety it is of course hugely
important, but on reflection we feel a well
devised and piloted national form might have
been an easier way forward.
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Appendix 1:
WHO Checklist Questionnaire

Date Staff position

WHO Questionnaire

Grade

Part 1
1) What is a theatre briefing?
*  Order of list
*  Problem patients
* Equipment issues
e Other

2) Have you ever been involved in a team briefing? Y

3) If Yes, in the last week how many briefings have you witnessed?
4) If none in last week — when was last brief?

5) Have you ever lead a team brief?

Y

6) If No, would you feel comfortable to lead a team brief? Y

Reason (s):

7) Has the team brief been useful to you?
Reason(s):

Part 2

1) What is the WHO Surgical Safety Checklist?

3 components
= signin
=  time out
= debrief

Launch in UHB main adult theatres September 2009

Standard by February 2010
For every patient

2) Have you ever participated in the WHO checklist? Y

3) Do you think the WHO checklist is relevant to you? Y

Reason(s):

4) Do you see any problems introducing the WHO checklist? Y

Reason(s):

z z



Appendix 2: Final version of the UHB WHO Surgical Safety Checklist with obstetric amendments
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" University Hospitals Bristol
-

5 Foundeien Fatt

WHO / National Patient Safety Agency

SURGICAL SAFETY CHECKLIST

Adapted for local use ~ this is a mandatery form that must be completed for any surgical procedure

SIGN IN {To be read out loud)

TIME OUT (To be read out loud)

Surname

Forename

Gender [l DoB NG
Reg Number I

SIGN OUT (1o be read out loud)

Before induction of ansesthesia Before start of surgical intervention  for example, skin Before any member of the team
Has the patient confirmed identity, site, procedure and consert? ] Yes Hawe all team members introduced o o Reg. Practitioner verbally confirms with the team
themselves by name and role? at briefing Yes
15 the surgical site marked? Crfa [ves i the rame of the pracedure been recorded Cne  [ves
Anticipated critical events Surgeon: wa::m:nn:ﬂ;ellsl &?ﬂeg, Practitioner verbally confirm Does this differ from the consent form Cwe  Cres
How much bleod loss s anticipated? 58 St """"_‘_“ 0o ** 1§ YES please record ratianale on the eperation note
Are there any specific equiprent requirements slte and ]
ar spedal investigations? [Dves Specimens
Are there any critical or unexpected steps Doas tha prtient hava s k s Mo v, e the specimens been labelled? Cne  [ves
you want the team to know about? [Ise  [Cves pan o . 0o Oves {including pationt name)
" Has the surgical site Infection (S51) bundle.
Theatre pnmimer: s O [lves Have any
s Clves s there an antibiatic plan? Cleie [ves
Are there any equipment lssues ar concerns? [IMo [lves |Patientremperature 2 35 Cwe [ves e
15 the anpesthesia machine snd medication MHalr e " Clnfa [ves Surgeon, Anaesthetist or Registered Practitioner
check complate [de  [ves ‘What are th for recovery and of this patient?
Ghyesemic control [ | m/a [Blood Glucose 3.5~ 0 mmel/l) [ | Yes
Does the patient have & knawn allergy? CIne  [Cves
Has &
discussud the anawsthetic plan? Cne  [ves Has VTE prophylaxis been uncertaken? [Irens
s & ar G COne  [ves [lsems
S bioind [ LMW Heparin
itetrics:
not required
Caesarean Section categery [_[1 (12 [J3 4 [nfa 0 Ol
s & sean confirmed foetal lie / placental site? Cera [ves Are haby and mother lahels compiete? Cleva Dlves
s the neonatologist been informed? [Cleafa  [ves s essential imaging svailabile? O [Cves
I invagina? [ Mo []¥es Hawe cord gases been analysed? Cleia ves
Obstetric Emergency - Category 1 LSCS
Vierbal Sign In/Time Out campletied: All staff present in theatre || Yes
Patient identity canfirmed, allergy status nated, urgency and
surgical plan discussed by surgean and communicated to sll D Yes
Sign In/ 1o be cample ance situation alicws
Signature of practitioner undertaking checks: Signature of practitioner undertaking checks: of i ing checks:
Print Name: Print Name: Brint Name:
Dite & Time: Date & Time; Date & Time;
. v

Varsion 2.0 Jan 2009
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Do Net Resuscitate this PC

Dr Ben Howes, Specialist Registrar
Bristol School of Anaesthesia

Has your computer slowed down to a snail’s
pace? Considering buying a new one? Read
this first! In this article, I aim to give you
the confidence to rejuvenate your PC. An
understanding of these simple concepts will
help you maintain your computer and make
it run stronger and longer. I’'m no computer
expert, but [ have resuscitated a few computers.
You don’t need intimate understanding of
computer physiology to treat them, just as with
patients. A little knowledge and the courage
to experiment can go a long way towards
getting the best out of your computer. This
will improve your computing satisfaction,
efficiency, and extend your PC’s retirement age
dramatically.

Referral to Critical Care
If you understand some basic principles you
can target your treatment:
1. Hardware (silicon chips, hard disc
etc.) is the computer’s physiological
reserve.

2. Installed software programs, includ-
ing the computer’s operating system
(OS), are disease processes creating
metabolic demand on the hardware. In
combination, these can lead to multi-
organ failure.

3. Hardware newer than about 8 years
old should be able to run perfectly well
with low metabolic demand. The most
common problem is the software caus-
ing acute circulatory obstruction.

4. Your files (pictures, documents etc.)
take up storage space on the hard disk,

but unless it is very full, they are not
responsible for the system slowing
down.

The best way to keep your system healthy and
productive into old age is to be very sparing
with the programs you install and allow to run
in the background. Operating systems such
as Windows make serious demands on the
hardware resources, even before adding any
software.

P b | T ':
Windows Task Manager: plenty of reserve in
this one!

7 mea

Diagnosis

control-alt-delete brings up the Task Manager
which is your diagnostic tool. The performance
tab gives a graphical indication of how much
the computer’s hardware resources are being
used. The central processing unit (CPU) is the
computer’s heart. The ‘memory’ is the vascular
system that the heart pumps data around. The
metabolic demands of the software running can
result in congestive CPU failure or overload of
the circulation (memory). Programs running
(eg Word, Internet Explorer) are shown in the
applications tab of the task manager. Running

45



the minimum number of applications at one
time reduces the metabolic demand on the
hardware resources.

Software you probably don’t need

MSN / Yahoo Messenger

MSN Live

Google Desktop

McAfee / Norton packages *

Adobe Reader *

>1 office suite

Webcam software

Mobile phone connection software
Anything called ‘assist’, ‘helper’, ‘agent’ or
‘update’ (leave Windows Update alone)

Insidious Diseases

There are also metabolic demands being made
in the background out of your view. The
processes tab shows you all the computing
tasks that are running, and the amount of
memory they are using up. If your computer is
sick, this list is probably long (50+), and some
may be using large amounts of memory. Many
of these will be Windows processes (such as
explorer.exe) intrinsic to the operating system.
Most are non-critical ‘helper’ parts of installed
software which load up every time you start the
computer. They run in the background doing
not-terribly-useful things whilst stealing your
computing resources. They often come with an
icon in your System Tray (bottom right corner)
that pops up irritating messages. What’s more
annoying is that they seriously slow down the
time it takes to start your computer and are not
always removed when you uninstall a program.
These chronic diseases need rationalising
or removing to restore your machines
physiological reserve. You can safely use the
end process button and see what happens. If
you end a process (eg. svchost.exe) that makes
your usual Windows controls stop working, it’s
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no drama — just reboot (off & on) and all will
be restored. You’ll discover that you can end a
fair few without consequence.

Principles of Management
You can solve this mismatch of resources and
demands by increasing resources (upgrade
your memory or dispatch a perfectly decent
PC), or by decreasing demands (throw out
unused software and streamline Windows).
Here is how to keep the metabolic demands of
software to a minimum:

1. Remove as much software as you can.

2. Never install software to do something
the operating system can already do
for you. Never install two programs
that do the same thing.

3. If you need software, try to choose a
‘lightweight’ package that doesn’t hog
resources.

4. Steer clear of updaters, agents, tool-
bars, helpers and other unwanted soft-
ware that are offered during installa-
tion of the program you actually want.

5. Don’t upgrade your software unless
necessary — demands on resources
grow with development, whereas your
resources do not. Keep the operating
system updated though.

Critical Care of PCs

Seriously consider a fresh re-installation
of Windows if your machine is a complete
disaster zone, it will be quicker and easier than
uninstalling lots of software. You’ll need the
manufacturer’s recovery disc, or a Windows
installation disc. Your files should be safe
when you do this, but back them up before
you start. Your system will be just like new,
but you’ll need to install the office software



you use again. Many manufacturers include
proprietary software with their computers that
is installed with the recovery disc. You didn’t
ask for this software, so get rid of it!

Software that Microsoft gives you, whether
you like it or not

Media Player

Explorer

Firewall (XP and above)

Movie Maker (free download)
CD burning

Word Pad (basic word processor)
Picture browser / viewer

To spring clean a system leaving the existing
OS intact, start by removing software you
don’t use (see box for examples). Choose
start..control panel..add/remove programs and
get to work. If you get the ‘file shared with
another program’ box, just say yes. Try to be
ruthless and go minimal, it’s easy to reinstall
something you find you wanted. Leave the
Windows updates and fixes alone — keeping
your operating system up to date is good for
security.

Microbiology

Norton, McAfee, Symantec, Kapersky and
other companies prey on your fear of viruses,
they sell you expensive ‘bloatware’ that
seriously furs up your computer’s arteries.
Catastrophic failure from viruses is rare if
you are sensible. You’re very unlikely to get
a virus if you don’t open undisclosed email
attachments or install software from the
internet. But we all do a little of this so some
protection is advisable. AVG Free is a far
lighter option, and offers plenty of protection.
On systems older than Windows XP, you need
a firewall too — Zone Alarm is a sound free
option, but otherwise Windows built-in firewall

is adequate. Turn off daily virus scanning, it’s
a massive resources hog and unnecessary for
most. I think it’s reasonable for most to virus
scan monthly, but only scan when you’re not
actually working! So-called ‘spyware’ is non-
malicious software that is installed with other
packages without really asking you first. It is
harmless but should be removed periodically
with Spybot. Don’t allow Spybot to scan in the
background!

Useful Free, Lightweight Software
alternatives

AVG Free anti-virus

Microsof Security Essentials

Foxit PDF reader (light alternative to Adobe
Reader)

Open office (fully Microsoft compatible)
Spybot / Ad-aware

Zone Alarm firewall

Waking the Patient Up

Even when you’ve removed unwanted
software, there will be processes starting up
in the background when you switch on from
cold. This seriously slows your boot up time.
This is most easily dealt with using ‘ccleaner’
(Piriform software), a free download. This
software is designed for editing your registry
-the computer’s record of software it has
installed and how to run it. Messing up the
registry can make it all go wrong, but ccleaner
is safe and easy to use, as long as you opt to
backup your registry before you start tweaking.
The tools..startup menu in ccleaner lists all
the processes that start when you boot the
computer. You want as few as possible. It can
be hard to guess what each one is, but as they
can be temporarily disabled before removal,
you have freedom to experiment.

Now that you’re feeling brave, consider
cleaning the registry. This is like making
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a large set of patient notes concise, so the
information can be found rapidly. Backup
the registry before you do anything though so
you can always go back if it goes pear shaped.
Ccleaner will scan and fix outdated entries,
which helps speed the start up.

Using ‘hibernation’ instead of ‘shut down’
should help a slow-booting computer wake
up from power-off much more quickly.
Hibernation saves the current session to hard
disc and cuts out the need for a formal boot
up at power on. The downside is shut down
takes longer, but at least this won’t impact
on your work. It made little difference to my
desktop, but a huge time saving on a ‘netbook’.
To enable: control panel..system & security...
power options and navigate your own way.
You can assign the power button to hibernate
or press shift before clicking in the final shut

down/restart/sleep window when you exit
Windows.

Be warned that it takes a couple of hours to give
critical care to an ailing computer, but it is very
satisfying to get it all running nicely again. You
will save time, money and the environment by
keeping your old machine going. The internet
has plenty of further information available, but
be wary of quick fixes — they are often spyware
programs themselves! I have to leave with a
little disclaimer — make suitable backups of
your files before any tweaking, and make sure
you have the manufacturer’s recovery disc
to hand in case it all goes wrong. However,
there’s almost nothing you can do from within
Windows to make the computer unrecoverable.
Be brave, experiment and you will be rewarded.
If you want help or advice, contact me via the
SASWR website www.saswr.org.uk
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Getting Involved In Academic Anaesthesia

Dr Tim Dawes and Dr Alisdair Jubb, Specialist Registrars
South West School of Anaesthesia

Introduction

One of the recommendations of the Walport
report,! published in 2005, and the aims of the
National Institute of Academic Anaesthesia
(NIAA)hasbeen the integration of academic skills
with clinical training. This has been reinforced
in recent journals? and meetings.* One method
of undertaking academic training is taking on
an academic post with a formal research period.
Having recently applied for and been appointed to
academic posts, we felt that the pathway remains
unclear to interested trainees. This is particularly
so within the Peninsula where research projects
are more limited than in larger centres. For those
with an enthusiasm for pursuing research this
presents a difficulty — how to find out what is ‘out
there’ and how to get involved.

This article is intended to provide a short
assimilation of the opportunities that we found,
as well as brief personal accounts of the processes
we were involved in. We hope this combination
is useful for others considering this step. By its
nature the information here is not comprehensive
but hopefully will provide useful leads for other
trainees and their Educational Supervisors.

Why would I want to do this?

Neither of us has a formal research qualification,
so where did our desire to get involved in
research come from? Discussion between
us, and with colleagues also pursuing these
posts suggested a group of common qualities:
an enjoyment of the investigative process
(case reports / good quality meaningful audit/
studies), a desire to understand a subject better,
whether in basic science or clinical research, a
desire to pursue a particular topic in more detail
as well as the satisfaction gained in becoming

an ‘expert’ in an area. Other benefits include a
new dimension to your career, improving your
CV and introducing variety to your training.

What is out there?

First it is worth deciding whether this going to
be a major part of your career, or an additional
experience that will aid you in a more standard
clinical role. If you want to make a significant
commitment, aiming at a higher degree, there
are a several different routes available, two of
which are fairly structured.

1) Academic Clinical Fellowships (ACFs)
These posts were developed in response to
the Walport report into academic training in
medicine. They are posts specifically designed
for those in the earlier years of training to
provide an integrated entry into a mixed
clinical/academic career. They are specialty
specific and a small number are available
in anaesthesia based at University College
London and Imperial College at present.

They are posts of up to 36 months of which
9 months are dedicated to research. During
this time it is expected that you will prepare a
proposal for a research project for submission
to a research council. If you are successful
then you go on to complete this research as a
clinical training fellow. If at the end of 3 years
you have not secured funding you switch back
to the standard training pathway.

The Peninsula Deanery offers four ACFs,* of
which only one is applicable to anaesthetic
trainees — it is in education. The Severn Deanery
currently has no academic specialty trainees,
though Academic Foundation posts exist so this
may develop over the next few years.?

Similar opportunities exist in Scotland via
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the Scottish Clinical Research Excellence
Development Scheme.¢

2) The Wellcome Trust

The Wellcome Trust is a large charitable
funding organisation, which offers various
funding opportunities. For further information
consult the website www.wellcome.ac.uk.
However, two routes which may be pursued are:
Clinical PhD Programmes

The Wellcome Trust funds 7 programmes
around the country at centres of excellence
in biomedical research, for clinical trainees
wishing to pursue a research career. Each
venue has 5 posts each year, which are not
specialty specific. They vary slightly as to
their structure and entry requirements but are
targeted at those in earlier years of specialty
training and without formal research training.
They have two major strengths: firstly, you plan
your project after joining their programme,
allowing you to develop your interests and
research training once immersed in a high
calibre research environment; secondly, they
have funding in place for the research degree,
assuming your proposal reaches the required
standard. Some of these programmes (eg the
Edinburgh Clinical Academic Track) absorb
your clinical training entirely, returning you to
clinical training for 80% of the time after the
research degree to allow 20% time to continue
the research interest.

Wellcome also fund a smaller number of
clinical PhD posts in translational medicine
- for example looking specifically at drug
development - which run along similar lines.
Research Training Fellowships

This award is for medical graduates who have
little or no research training, but who wish
to develop a long-term career in academic
medicine. Funding is provided for two or three
years to pursue a project in an appropriate
institution or clinical research facility leading
to a higher degree. It requires you (as an
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anaesthetist) to have passed the Primary FRCA
examination to be eligible. It is an example
of a grant that is available to support the more
traditional route (see below) into academic
medicine.

3)Traditional (independent) route

A third possibility is to apply for a stand-alone
MD/PhD via direct contact with a research
group. We did not investigate this possibility in
great detail, although going to the NIAA with an
idea of a research area was suggested, by those
involved, as a reasonable place to start. The lack
of structure makes this the most flexible option
but also the most arduous to set up, particularly if
you do not already work near a research hub. It
is likely this would need a move from the region
to a research centre, as there is a trend towards
focussing funding on geographical centres.

What opportunities exist within the South
West Region?

There is no pre-organised, funded research
time within either the Peninsula school or the
Severn School. However, trainees involved in a
research project may apply individually for time
to be allocated to them to pursue their interest.
If you have a project and supervisor then
applying competitively for a grant to cover this
is always an option although getting the money
is obviously not guaranteed. It is possible that
military-based trainees may be able to secure
funding for time out to complete projects,
though this is not formalised and would require
individual application.

Funding for small projects may be secured
from local organisations,” though this is
aimed at covering project costs not including
investigators’ salaries — i.e. it may cover
smaller expenses such as kit, not larger ones
such as paying for your time out of clinical
work.  Trust Research and Development
Departments should be approached about local
organisations of this type.



Applications process

It will come as no surprise that structured
schemes have structured applications processes,
and entry may be only once a year so it is worth
checking the deadlines some time in advance.
The Wellcome Trust Clinical PhDs and ACFs
all had October - December deadlines in 2009,
and again in 2010 which were published on
the relevant websites. These schemes follow
a structured format, which can be found online
including for example a person specification, a
shortlist scoring system and an online application
process (see boxes 1 & 2 for examples).

If you are pursuing a stand alone PhD, this
woud have to be formalised with the group with
which you are applying, the host institution
and the local deanery.

Interview

Clearly we are not in a position to provide

a ‘how-to’ guide to the interview process.

However, amalgamation of our own experience

and discussion with colleagues suggests there

are common threads of discussion. They are

worth considering for the interview, but also

beforehand to ensure you are applying for

something you actually want to do.

* Do you want to do clinical or laboratory
research?

* What are you looking for from your
academic supervisor?

*  What will you do after this post/degree?

* How do you see your career (ideally) in 20
years?

*  What would you like to do research on?

This last question is worth a little more

discussion. It will be of benefit to have an idea

of a subject area and be well read in that area,

however from our experience you are unlikely

to be penalised for not having a fully resolved

idea for a research project.

Bear in mind that many schemes are largely

clinical initially and so the interview may include

questions to probe suitability for a clinical post
as well. Even if your research does not work out
as you would wish, the deanery involved needs
to be reassured they are taking on someone who
can cope with the clinical requirements.

The importance of enthusiasm and commitment
to research, as well as the post you have
chosen to apply for, was emphasized by all the
academics we met.

Conclusions

We hope this article provides some practical
help to colleagues who are considering this
career path but have little or no experience of
research. We were pleasantly surprised by how
enthusiastic and encouraging academics were
in reply to our enquiries and questions. In
other words, it’s good to talk...

Notes

1 http://www.nihrtcc.nhs.uk/intetacatrain/index
html/copy of Medically and Dentally-
qualified Academic Staff Report.pdf

2 RCoA Bulletin 2009,58:18-19

3 For example, The Anaesthesia Research
Society Winter Meeting at the RCOA,
December 2009

4 http://www.peninsuladeanery.nhs.uk/index.
php?option=com_content&view=article&id=7
14&Itemid=624

5 Personal communication with Dr. Su
Underwood (Head of Bristol School of

Anaesthesia)

6 http://www.nes.scot.nhs.uk/medicine/
postgraduate_training/academic/

7  For example the Devon Northcott Medical
Foundation.
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Where do I find out more?

National Institute for Health Research — ACFs are shown here http://www.nihrtcc.nhs.uk

Wellcome Trust http://www.wellcome.ac.uk/Funding/Biomedical-science/Grants/PhD-
programmes-and-studentships/index. htm

BMI Careers, BMA academic trainee’s conference
Deanery websites

Peninsula: http://www.peninsuladeanery.nhs.uk/index.php?option=com_content&view=arti
cle&id=714&Itemid=624

London: http.://www.londondeanery.ac.uk/

Edinburgh ECAT scheme: http.//www.ecat.mvm.ed.ac.uk/scheme. html

NIAA http://www.niaa.org.uk

RCOA Academic Anaesthesia Days - http.//www.rcoa.ac.uk/index.asp? PagelD=40

Scottish Clinical Research Excellence Development Scheme (SCREDS) Attp.//www.scotmt.
scot.nhs.uk/docs/SCREDSFINALRevisedGuidetoSchemel 6thJanuary09.pdf

Via your department — ask around, people know people!
Jane Montgomery (Consultant Anaesthetist, Torbay and Peninsula Research Officer)

Professor Sneyd (Professor of Anaesthesia and Vice-Dean Peninsula Deanery)

More broadly people in academia are usually quite accessible and helpful over email. We found
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Box 1

Applying to the London Deanery UCL/

Box 2

Applying to Edinburgh Clinical Academic

Imperial Academic Clinical Fellowships

Advert in medical press November

Detailed information on Imperial / UCL
websites

Briefjob description, application form, person
specification and shortlisting criteria online

Shortlisted in December for interview before
Christmas.

Pre-Interview Preparation (1 week notice)

Asked to prepare 2 x 10 minute presentations:

* A teaching presentation to lst year medical
students on a specified topic

* A research proposal to an academic
supervisor

Interview:

Billed as 2 x 30 mins though due to the
weather changed at short notice to 1 x 45 mins

Panel of 3 senior academics

Presented  academic  presentation  via
powerpoint, brief questioning on technical
aspects and logistics of recruiting, consent

Separate discussions on

* Research plans and career, intellectual
property rights, appreciation of ethics

* Discussion of a clinical scenario involving
management of a clinical team and appreciation
of the role of a middle rank trainee and the role
of the consultant both during and after a difficult
case

*CV

Track Wellcome Trust Clinical PhD

Advert in medical press late September (for
all WT posts)

Detailed information on University of
Edinburgh (UoE) website

Application form online, CV information and
supporting statement, deadline end October.

Shortlisted in November for interview early
December

Interview: 25minutes

Panel of senior academics from UoE, plus
the Postgraduate Dean and one external. No
anaesthetists.

Begun by 3 minute presentation (no aids) on
experience and personal qualities suited to
career.

Progressed to wider ranging discussion
covering items from CV, possible research

interests with some more focussed technical
questions.

Minimal discussion of clinical work.
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Anaesthesia Points West Vol. 43 No. 1
Article

Here Come the Trainees...All 12 of Them!

Dr Kathryn Davies, Consultant in Anaesthesia and Pain Medicine
Royal Devon and Exeter Hospital

In 2008, following the introduction of the
novel and ever changing system of selection
and allocation of junior doctors to training
programmes, the Royal Devon & Exeter
Hospital anaesthetic department was faced with
the daunting prospect of 12 novice anaesthetic
trainees with no prior knowledge or experience
of anaesthesia or intensive care medicine,
arriving for work on the first Wednesday in
August.

August is a difficult time of year at which to
absorb this number of trainees as there are
considerable changes in staff throughout the
hospital and it is the most popular time for the
permanent members of staff to take holiday.
Our department usually has 23 trainees, from
FY1 to ST4. The trainees, following the initial
3 month introduction to anaesthesia, are
expected to be on the on-call rota, assuming
competencies have been achieved.

In August 2008, we had to accommodate the
12 new trainees into the department. We had to
provide consistent, effective training such that
in November 2008 they would be competent
to practise anaesthesia under supervision and
contribute to the on-call rota.

We decided that this was an ideal opportunity
to devise a comprehensive 3-month teaching
and training programme, integrating regular,
planned tutorials with simulation and in-
theatre teaching and experience. We were
also fortunate to have access to the e-learning
module which was being organised via the
Royal College of Anaesthetists.

We devised a curriculum which covered the
basic pharmacology, physiology and physics
for junior anaesthetists in addition to basic
and advanced airway skills, assessment of a
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patient for anaesthesia, practical anaesthesia,
common medical co-morbidities and critical
incidents. The teaching programme started
with an introduction to theatre, pre-operative
assessment and the anaesthetic equipment.
This enabled the trainees to be confident when
first encountering an anaesthetic room and a
surgical list.

The tutorials, which all the trainees attended,
occurred twice a week. They were split into
3 groups of 4 for the simulation sessions
and had 3 half days over the 3 months. The
subjects in these sessions reflected the topics
covered in the tutorials to aid consolidation
and test knowledge and practical skills. The
rest of the department were given a list of the
topics to be covered and we tried to coincide
in-theatre teaching with the topic of the week
being covered in the tutorials and simulation
sessions. The curriculum also gave the trainees
a framework to work around as well as the
e-learning modules which were monitored by
Dr Hammond.

Each trainee was expected to attend a basic
critical care skills course organised locally
which covers such topics as advanced life
support, recognition of a sick patient and
interpretation of arterial blood gases.

Each trainee was linked to 2 consultants; the
aim being to try to give some consistency to
the theatre experience in the 1st three-month
period to help with learning and consolidation
of knowledge. Achieving this proved very
difficult in practice but every effort was made.
The trainees were not only in theatre during the
day but also shadowed the on-call anaesthetic
trainee in the twilight period until 8pm. This
enabled the trainees to experience emergency



and out of hours anaesthesia and surgery.

The feedback we had from the trainees was
very favourable with some helpful suggestions
on how to improve the course. We have
incorporated these into the subsequent course
with great success.

We have been impressed with the confidence
and ability of the trainees once they have
completed the 3-month training programme
and therefore plan to continue this training
programme with every intake of new trainees.
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Anaesthesia Points West Vol. 43 No. 1
Personal View

A Trainee’s Perspective of the First Three Months of
Anaesthetic Training at the Royal Devon and Exeter hospital

Dr C Gibson, CT1 Anaesthesia
Royal Devon and Exeter Hospital

Anaesthetic training has always had a good
reputation. This was one of the reasons I
wanted to become an anaesthetist. Whenever
I pick up a BMJ I am reminded that training
time is being reduced, largely as a result of the
European Working Time Directive, and often the
numbers of trainees on a rotation is increasing.
Having gone through the first three months of
anaesthetic training at the Royal Devon and
Exeter | can happily say that their anaesthetic
training programme has been successfully
adapted to cope with these changes.

During induction in the department we were
all given a timetable of the tutorials that
would be held once or twice per week for the
first three months. These tutorials covered
pharmacology, physiology and physics
and practical anaesthetics such as airway
emergencies, massive haemorrhage and pain
management. They not only provided us with
the foundations for our practice but were also
a great way to meet other members of the
department. We trainees could exchange stories
of the previous week’s experiences. Many of
the tutorials consisted of presentations by each
of the trainees with a consultant supervising,
allowing us to both research the topics and
practise our presentation skills.

The beginning of our training coincided with
the launch of e-Learning Anaesthesia. This
web-based educational resource was developed
by the Royal College of Anaesthetists in
partnership with e-Learning for Healthcare. Dr
Ed Hammond, one of the RD&E anaesthetic
consultants, was Joint Clinical Project Lead
for this nationwide training initiative. At the

start of our training he showed us how to use
the learning tool and we were encouraged
to complete the first block of tutorials by
the end of our first three months. Several of
the e-Learning tutorials were relevant to the
weekly face-to-face tutorials and were used
to learn about a topic before a tutorial. Many
of the RD&E consultants were aware of, and
involved in creating, the e-learning tutorials
and used them as a teaching tool whilst in
theatre.

Another part of our first three months of
training was a three half-day SimMan®
course. The simulation scenarios were held
in very realistic settings involving a mock
theatre. This included not only the SimMan®
and anaesthetic machine, but an ODP, surgeon,
scrub nurse and plenty of fake blood. The
scenarios began with the administration
of a basic anaesthetic and moved on to the
management of airway emergencies such as
failed intubation. The final scenarios involved
management of anaesthetic emergencies such
as anaphylaxis, massive haemorrhage and
malignant hyperthermia. Each of the scenarios
was videoed and this was played back and
discussed in more relaxed settings, quite often
leading to more general questions regarding
anaesthetics. This course gave us experiences
and confidence we may not have gained in the
first few months of in-theatre training.

By the end of the first three months of training I
was happy to have solo lists and to start general
on-call duties. A great proportion of my
confidence was due to the depth and diversity
of training [ had received.
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Anaesthesia Points West Vol. 43 No. 1
Personal View

Crash Sections and Epidurals — A Trainee’s Perspective of
Starting Obstetric Anaesthesia

Dr Anoushka Winton, CT2 Anaesthesia
North Bristol NHS Trust

It was four o’clock in the morning and I had just
sited a particularly difficult epidural for labour
when the young mother-to-be asked “how do
anaesthetists learn to do what you do?” I was
shaken from the autopilot of my night shift by
this seemingly very simple, yet surprisingly
difficult question. After a moment’s pause
I told her that we have access to models for
certain procedures but that, in the end, we have
to practise on patients, relying on skills we
have acquired both from the aforementioned
models and from similar but slightly different
procedures. It may have been the entonox,
extreme fatigue or my reassuring tone but,
remarkably, she seemed very calm having been
told that we practise on patients to acquire our
skills. It made me ponder on how much faith
our patients have in us, not knowing quite how
junior we may be when we walk into the room
as the ‘anaesthetist who will take away their
pain’.

I am a CT2 trainee in anaesthetics and at the
time of writing am six weeks into my obstetric
anaesthesia training. It has been quite simply
the steepest learning curve of my career. It
would be an understatement to say | was
apprehensive about starting in obstetrics,
having done only one year of anaesthetics and
critical care at a small district general hospital
with approximately 400 cases under my belt.
My obstetric anaesthetic experience up to
that point consisted of a distant memory of a
caesarean section under spinal anaesthesia,
which I observed as a fourth year medical
student at five in the morning. Needless to say
I was starting from the very beginning.

I work in the busiest tertiary referral obstetric
unit in the region, with approximately 6500
births during 2009, so there was no shortage of
cases to train me up on. I had a total of 11 days
in which to learn the ropes before going it alone.
On day one I was given a huge list of topics to
discuss with a consultant at a quiet moment plus
the formal paperwork: the core competencies
which had to be signed off prior to starting on
call two and a half weeks later. Over the next
11 training days I was lucky in some ways in
that I saw almost every obstetric emergency in
the book and countless elective cases. Spinals,
which were once a bit tricky, seemed easy even
when the midline was only a figment of my
imagination. On the emergency front I was not
sure whether [ was totally terrified by knowing
quite how bad things could get, or glad that I
had seen them at least once with a consultant
in the room. The senior registrars assured me
that the latter was definitely better than doing
your first GA section or dealing with a massive
obstetric haemorrhage, alone in the middle of
the night. I was not so sure, my anxiety was
rising and [ was yet to do a single epidural.

Despite simulator training and having my
consultant scrubbed up to guide me on real
patients, it felt like a case of the traditional
‘see one, do one’ when it came to epidurals.
Luckily, I really like practical procedures, I
suppose [’'m in the wrong specialty if I didn’t,
and I was fortunate to do nine prior to my first
on call. Actually, they turned out to be quite
easy and the fear of sticking such a huge needle
into a moving target gradually subsided, at
least until I did my first dural puncture when
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it returned quite rapidly. But as I was told by
a senior colleague ‘people who don’t do dural
punctures don’t do epidurals!’

The moment finally came when I had my piece
of paper which said [ was competent to do the
job, and I was left on my own in the delivery
suite to provide the obstetric anaesthetic
service. | was completely petrified. However,
I held my head high and concentrated on
maintaining a calm exterior despite my raging
tachycardia. It was always going to happen
then, that [ would be put to the test during those
first two hours on call with a surprise failed
epidural top-up. This necessitated a spinal
which then precipitated a difficult anaesthetic,
not helped by a post partum haemorrhage of
over 1.5L all with the patient’s nearest and
dearest sitting right next to me. The added
factor of the patient’s family being quite so
close to the action is certainly different to any
anaesthetic [ have given previously and makes
it even more important to exude calm.

Six weeks down the line, several night shifts
and a lot of emergencies later, I am slowly
conquering my fear of the delivery suite. I no
longer dream about doing epidurals and think
my alarm clock is the bleep for a category
one section. | now know I can do the things
I worried about and that help is really not far
away when you need it. I knew this all along
because of the consistent support from all my
seniors but it was something I had to experience
to believe.

The fear factor of starting obstetric anaesthesia
is not something new. Even the most
experienced of anaesthetists will recall the
early days when they too felt apprehensive.
The anxiety amongst today’s trainees may
not be helped by our diminishing training
hours and the need to push us to acquire the
necessary skills to fulfil service requirements
on already very tight rotas. There is some
dispute as to whether actual case numbers are
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falling following the implementation of the
EWTD but no one can deny that less time spent
training will inevitably result in less exposure
to anaesthetic emergencies and possibly
add to a lack of confidence amongst novice
anaesthetists in those situations.

The Royal College of Anaesthetists mandates
that trainees should be assessed for competence
prior to working with distant supervision.
However, it does not mandate how long our
supernumerary training in obstetric anaesthesia
should be nor at what stage in our training this
should be commenced. This perhaps explains
the differences across the country with some
trainees beginning obstetric on calls in their
ST3 year and others in CT2, after only a few
days of training. The Royal College recently
sent a survey to all new obstetric anaesthetists
asking if we felt confident in going on call and
if we were worried about different scenarios.
I await the results with interest. There seems
to be a rite of passage that we must go through
and the only stipulation as to when we are
ready is that we are assessed as competent.
The question remains, does competence infer
confidence?

So, returning to my patient who, at four
o’clock in the morning, put her trust in me
to be competent at my job and relieve her of
her pain. Little did she know that the calm
and apparently confident doctor who stood
before her was really a little bit nervous doing
the epidural especially whilst riding out a
contraction just after loss of resistance at §
(and a bit) centimetres. Everything went well
and with a bit of witchcraft / strong top-ups and
lateral positioning I finally got her epidural to
work well.

I think my training, although short, was
excellent in preparing me for the difficulties I
face on the delivery suite. It was consultant
lead, intensive and focused which helped me to
learn the key necessary skills and consolidate



them over a short period of time. I learnt that,
as in all areas of medicine, the key to success is
good communication. It can keep a labouring
woman still when it counts the most by talking
her through her contractions and reassure a
woman having a caesarean section that the
sensations she can feel are normal and it will
not hurt.

Despite my initial fears I am enjoying my
obstetric experience and I can honestly say I
am confident of my ability as well as being
competent. I certainly hope that all trainees are
given the time, training and support they need
to feel confident when starting this challenging
specialty.
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Anaesthesia Points West Vol. 43 No. 1
Personal View

Total Hip Replacement — a Personal Experience

Dr Ian Gauntlett, Consultant Anaesthetist
Taunton & Somerset NHS Foundation Trust

It’s 6.30 am on day 9 and, yet again, it’s a relief
to get up and abandon bed. It is easier to turn
now, but lying on my side, without a complex
system of cushions under knees and so forth,
results in a deep ache in the joint, and thus
sleeplessness. Thank God for the BBC World
Service and ear plugs! I have never slept on
my back for any length of time, and doing so
this last week or so has probably been the most
difficult thing I have had to adjust to.

I arrive on Sheppard Ward at 7.15 on Monday
morning, to a cheery greeting from the night
staff nurse - “... and you are?”. 1 am first on
the list. A perk?! Duly checked in, blood
pressured, temperatured, and bled for “group
and save” by the rather intimidated F2, I wait
for my anaesthetist, surgeon, consent and
so forth. Everyone is friendly, professional,
thorough. When will I start to get seriously
nervous? Two patients, one beside and one
opposite me, greet my arrival cheerily. The
man opposite had his operation cancelled 10
days before because of a milky cup of coffee
at six o’clock. My thoughts — what a piece of
luck that I had remembered to abstain. The
early morning cup of tea is such an integral part
of our home routine that I almost did it! Live
that one down? They are incredibly cheery and
supportive, real camaraderie exists in C-bay.
The surgeon and anaesthetist come and go. [
am the patient, you are the doctors. You do
what you do. I’ll just lie there and take it. We
settle for a spinal and light sedation. No nerves
yet. Cheery staff from theatre arrive at 8.45
to whisk me off. Fancy meeting you. Good
luck mate! Still no real nerves. When will they
start?

The anaesthetic room is really small. I suppose
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I had noticed before, but lying there it seems
so cramped. Everyone is friendly, but very
professional. Then it dawns — it’s the needles I
am scared of! A small bleb of local and I really
don’t feel the 16 gauge cannula pierce the skin.
A small dose of midazolam before we start.
Hmmm, interesting. No amnesia. Sitting up,
hunched, no cares. A bit of an ache, he hits
it first time. The warmth in my legs and feet
starts so quickly. Amazing but weird. Plugged
into the propofol pump, “we’re just going to go
into theatre now” he says. Then I’m recovery.
I open my eyes, and there is a friendly face. I
know you ... I think? I feel quite lucid and
in control, but my bloody legs don’t belong to
me. Such a strange feeling. No sense of time
passing, just flick the lights off; flick them back
on. By 11 o’clock I am back in bed. They’ve
moved me to a side room. I am awake, but
just lie there not really caring about anything.
Just watching everything. Nurses come and go.
Blood pressure, oximeter, ear temperature. The
routine begins. I plug in my I-pod and listen to
Haydn’s Theresienmesse, a favourite. I’'m not
sleepy but just don’t care about anything. No
pain.

At some point my nurse comes in and offers
me food. I am so hungry! A cheese sandwich,
yoghurt and a chocolate muffin goes down
in no time. I rest, doze, wake - all to Haydn.
Then watching TV seems like a good idea, so
I try that. Over the following hour I become
aware of feeling a bit dizzy so abandon the TV.
Just at this point David — occupational therapist
— arrives to go through my pre-completed OT
form. We get as far as toilet seat aids but before
I can answer his questions, with virtually no
warning... up it all comes. Cheese sandwich,



yoghurt and a chocolate muffin make a curious
homogenised mix! The vomit bowls are good,
but too small! Poor David. He fetches me three
extra and then it’s the last I see of him for three
days! It’s a curious thing. We always talk about
PONYV — post-operative nausea and vomiting —
as an integral event. I suffered no nausea, I
just became aware that [ would vomit moments
before it happened. Immediately after, I could
have eaten another cheese sandwich (maybe?).
Another lesson.

The final piece of my first hand anaesthetic
learning experience is the spinal. It lasts for
ages — at least 4 hours before the numbness has
completely receded. As expected my thighs
are the first bits I become aware of. Quite soon
I can move my legs, but my feet are glued to
the bed. Not a twitter of movement can I elicit.
Not particularly disconcerting, because I know
they will return. What I suppose I know, but
did not expect, is the last bit of sensation to
return. The scrotum! A most peculiar sensation
feeling a bit of an itch, but my attempt to scratch
leaves me half way down to my knees, missing
completely! No spatial awareness whatsoever.
The diamorphine in the spinal is good.
Full movement and sensation returns, but
unaccompanied by any pain. I keep waiting,
thinking it is going to be agonising, but nothing.
Eventually a bit of pain with movement, but
minimal. It isn’t until bed-time that things get
a bit tough. My usual sleeping technique is
tossing and turning, left to right, right to left.
I rarely sleep on my back. Trying to sleep all
night on my back proves to be the hardest thing
to endure over the succeeding nights.

This is where Patientline comes into its own.
To have instantly available 24 hour radio and
TV is a life saver. At a small cost I am able
to share my night-time agonies with the whole
of the BBC World Service. They are great
company.

What other indignities in the first 24 hours?

The inevitable consequence of a spinal is
the awareness of “need to pee”, without the
wherewithal. Me and my bottle enjoyed a very
close relationship during the first evening, but
the bottle remained “unfulfilled”. My evening
nurse came on and we agreed to sit me on the
edge of the bed, she tactfully facing away to
the door. Still no luck. The final solution -
I found myself standing beside the bed, one
hand on her shoulder, the other clutching the
bottle, desperately “relaxing” while I dribbled
away. We were off!

At all times I was hugely impressed with the
care and kindness of all the ward staff. One
after the other the nurses pass by, senior or
junior, all finding that little bit of time to chat
and make me feel human. Not too much fuss,
not ignored, I feel at all times they get it just
right. The changes of dressing go gently. The
support getting in and out of bed just enough.
Odd snippets of conversation I remember about
where they are from, what they have done.
Day two dawns (at last). The physio cometh.
A chance to get moving. Only a brief visit
but all the means to get started. Hourly bed
exercises, plus three times a day standing
exercises. Up to the Zimmer and how to walk,
initially with help. The first few exercises are
agonising. I can’t ab/adduct my leg. It really
hurts. Persevere. By the end of the day I can
do it — just. The standing ones aren’t much
better. My wife had “lectured” me about the
importance of exercise. I am notoriously lazy
about these things and have a tendency to “let
nature take its course”. She’s right — again.
Within 2-3 days I am actually able to lift my
leg, unaided, from floor onto bed. Progress is
encouragement. Everybody encourages. The
nurses, the physios, Gill the housekeeper. As I
shuffle up and down the ward trying to build up
momentum. Gill is a Godsend as she picks up
our newspapers for us. Always cheerful, as are
her staff, as they deliver my meals promptly.
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At home I eat lunch (maybe) at about one to
two o’clock, and dinner at about eight. Lunch
on Sheppard is 1200, and “supper” is at 1700.
By the time they arrive I am starving.

Just when I’'m feeling relaxed, along comes the
phlebotomist. Blood count check, just to make
sure. I absolutely hate having needles stuck in
me! I suppose it doesn’t really hurt that much
—it’s just the thought. Wimp.

I get chatting with a man in B-bay, probably
late sixties. He had his hip on Monday
afternoon. [ declare my interest. We chat. It
seems distinctly possible that in another age I
anaesthetised him for his prostate. He seems
blown over by that. By Thursday lunchtime he
announces proudly that he is off home. There’s
no stopping some.

By Thursday I know I am on the mend, with
only occasional “obs” checks, and the nurses
have rightly moved on to more deserving
causes. I head off down the corridors to get
some exercise, bumping into any number of
acquaintances. Up and down, little to keep me
interested and I can’t go home until tomorrow
because there’s no-one at home. Final visit
from my friendly F2 — another blood check.
Help. Is this really necessary? He hits it first
time.

Friday lunchtime, a rather ludicrous trip in a
wheelchair down to the Duchess Building
admission bay, armed with my sticks,
“Helpinghand”, and raised toilet seat! I
hope no-one spots me. It’s a rather bumpy,
uncomfortable car journey home, and I am
feeling tense and vulnerable. I negotiate the
myriad steps around the house, dodge the dogs,
and slump into a chair. Made it.

What comments can [ make about my
experience? [ gained invaluable experience
about what a patient goes through. As doctors
we wander on and off the wards, with or without
our entourage, blissfully convinced that we are
the centre of it all. For the patient, everything
goes on hold when the doctors arrive. We say
and do what is expected of us, then get back to
“normal” when the train passes. Patients give
each other support, hope, and encouragement.
So much goes on in a ward that we doctors have
no idea about. Sheppard ward runs superbly
efficiently. Clearly everyone knows their jobs
and they all, from the greatest to the lowest,
know their roles and execute them effectively.
My final conclusion from it all? Accept your
fate, trust the professionals, do what you’re
told!
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Anaesthesia Points West Vol. 43 No. 1
Personal View

The Past is a Foreign Country

Dr Neville Goodman, Retired Consultant Anaesthetist
Bristol

I have found the single short article ' that
shows how profoundly medicine and medical
publishing changed in my professional lifetime.
The article is a letter to the Editor of the BMJ
(but then the British Medical Journal) and, yes,
Editor is capitalised. The letter is about surgery
for peptic ulcer. Of the allowed 500 words,
and omitting the starting “Sir”, finishing “I am,
etc”, and the references, the author uses 424.
But his first two paragraphs are nothing more
than an extended thank you to the author of the
article prompting the letter.

“We are all indebted to Mr Harold Burge for his
article”, the author politely starts, “recording
his experience with vagotomy and drainage
procedures...” The next 50 words repeat
some of Burge’s conclusions, after which the
second paragraph speaks of “points in my own

experience which may be worth recording, as
they differ somewhat from the experience of
Mr Burge”.

Orr writes of his “small series of 50 vagotomy
and pyloroplasty operations”, and of “my own
series of 1,900 operations for peptic ulcer”:
1900 operations for peptic ulcer! There is no
information about the patients or their selection.
Statements about them are simply made.

But some things never change. On the same
page as the pdf version of the letter is a letter
about distinction awards. “I would predict”,
writes the author, “that there would be a clear
majority against the present position.”

1 Orr L. Surgery for peptic ulcer. BMJ 1964;2:382;
doi:10.1136/bm;j.2.5405.382-b
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Poem

Leaving
(Antigua 2010)

And suddenly at our door in sunshine
this tall Englishman

in faded jeans, torn at the edges,

the sea in his eyes

And a petite wife who worries for him
and tries to hold it all together

Near Haiti, they’d sailed over a great crater
in the sea bed,

as if to the centre of the earth;

the sea above it strange, uneasy........

On that island, with a hundred thousand dead,
they dared not dock
for fear of refugees, terrorists.

The idyll’s over, the Caribbean dream,
the villa she created

out of shells, coral, pieces of sky.

The yacht they’d island hopped on
It’s all got to go.

Something like rust eats at them slowly....

Robin Forward




Anaesthesia Points West Vol. 43 No. 1

The Wine Column: Cool Stuff from Chile

Dr Tom Perris, Consultant Anaesthetist
Gloucestershire Royal Hospital

Having established myself (by means of
relentless self publicity) as something of an
authority on wine, people tend to hand me the
list in restaurants. [ accept the task but I know
it to be something of a mixed blessing. Choose
incorrectly and your reputation is shot. Choose
safe but expensive and you’re a know-nothing
with more money than sense. Pick something
delicious and inexpensive, however, and you
can bask in the glow of a job well done.

In the famously sociable Gloucester
department, I wear the hat of Social Secretary;
it is a thankless job but those SPA’s don’t just
earn themselves you know! As part of this
extended role I undertook the arduous task
of selecting the wine for the Christmas Party.
Accompanied by Ian, a fellow oenophile and
bon viveur, I threw myself whole-heartedly
into the task. We had a budget of around £7
a head for wine so catering for a generous two
thirds of a bottle per person (thirsty lot our
department after a long year) that meant we
could extend ourselves a little and indulge in
some quality purchases.

An initial planning meeting at a local vintner
rapidly caused us to cast aside our preconceived
ideas of Rioja for red and Chablis for white
as several outstanding candidates presented
themselves.  Many consultations later, it
was with some astonishment that I ended up
handing over the credit card for a Pinot Noir
and a Viognier — both from Chile. Those of
you kind enough to read my previous musings
will know my fondness for the creamy
charms of the divine V and my distaste for
the overpriced ditchwater usually served up as
Pinot. Viognier has long been my secret other
love. The only wine that could convince me

that Riesling is not the queen of white grapes
and perfect for all occasions. But from Chile?
Very unlikely to be possessed of the peach and
apricot perfume and sensuous texture that the
very best can prise from this reluctant star.
And yet it was wonderful. And cheap!

More surprising still was a Pinot Noir, within
budget, packing an intensity of fruit flavour
that few can manage. Proper, dense, velvety
wine with length and finesse. If only more of it
was like this! Crowds were pleased by both at
the dinner and I set about searching for similar
bargains for my own enjoyment.

Chile benefits from its unique geography. It
is a 3000 mile long corridor of a country
sandwiched between the cold ocean to the West
and the cold mountains to the East. The capital,
Santiago lies on a similar latitude to Beirut,
which is to say low for wine growing and the
climate, away from the coast, is Mediterranean.
The rainfall varies between extremes. To the
north of the country lies the Atacama Desert
where it hardly ever rains and in the South, it
hardly stops. The sun shines all day in many
parts allowing for optimum ripeness, but the
cooling influences stop it cooking the grapes.
So, you can basically pick the conditions you
want and plant vines. Too warm, go uphill or
nearer the sea, too cold..... you get the picture.
Added to this are disease free vines and, at last,
external investment.

Traditionally Bordeaux varietals have been
being planted. Cabernet Sauvignon and Merlot
with some Malbec. Semillon and Sauvignon
for whites predominate but as we saw at
Christmas, they are growing a wider variety
every year with Rhone, Spanish and Italian
styles emerging all the time. For the most part,
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standard easy drinkers are being turned out but
quality is rising. In a recent blind tasting, top
Chilean Merlots outperformed the legendary
Chateaux Petrus. Whether this reflects the
outstanding wine of Chile or the over blown
hype in France I cannot say, not having been
invited to the tasting, but I can vouch for the
fact that more and more often, I am looking
to South America for my drinking pleasure.
Argentina and Uruguay, not to mention Mexico
(yes Mexico!) are forging ahead with quality
rising faster than prices.

Presumably, like everywhere else, they’ll catch
on and the bargains will get harder to find but
for now, fill your boots! How wrong can you
be for five or six quid?

Perris’s Picks

Errazuriz Wild Ferment Pinot Noir 2008
Majestic Wines

About £11 unless you get it on a deal (which
we did — but it’s still worth it)

Concha y Toro Winemaker’s Lot No33
Casablanca Viognier, 2008

Majestic Wines or The Wine Society

About £8 (but again discounted at Christmas
to around £6)

Enjoy.
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Crossword
Dr Brian Perriss

SN
H

2] L]

CLUES DOWN

Often what’s starting from scratch. (5)
Make pale once left in sand. (6)
Time sure to change for retired professor. (8)
Concealed reserves in outhouse. (7)
Letter round. (8)
Fitness equipment for speechless blondes? (4-5)
Talk up one’s outfit. (4)

[llness after top-up, following hearing

new moan (9)

Jubilant that East End at standstill. (8)

Terrace seen from flyover and ahead. (8)
Cycle a lot round M25. (7)

Cast into SW river. (4)

Missing a lost cat. (6)

Sounds as if the machine-maker’s in a stew. (5)

CLUES ACROSS

Old friend involved in deadlock. (9)
Be good about penny debts. (5)
Heart set perversely in scenes of war. (8)

. Japanese laurel from golden island. (6)

Scrap a shortened festival. (4)

. Mummy’s keeper. (8)
. The opposite in poetry. (7)
. Finished everything in protective gear. (7)

He’s at long odds and unwelcome. (8)

. Look after one’s backside. (4)

. Material for hospital radio backs doctor. (6)
. Result of bright spark being fired. (8)

. 6+ 494 — that’s dramatic! (5)

. Dad left a list that can be tolerated. (9)

Solution to Crossword in

Autumn 2009 Anaesthesia Points West.
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Cartoons
Kathy Jenner & Jason Trevitt

"Take these Mr.Smith until you read in the newspapers
that they are bad for you"

WWW.jasontrivett.co.ul
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Prizes and Bursaries

Details of all prizes, rules, and entry deadlines can be found at www.saswr.org.uk

The SASWR Intersurgical Trainee Prize

This prize of £1000 is awarded annually at the November Scientific Meeting of the society. Entries
/ abstracts of up to 2000 words maximum in the form of an essay or short paper on any topic related
to anaesthesia and intensive care should be submitted electronically to the Honorary Secretary of
the Society (honsec@saswr.org.uk) by 30th September each year. This may be original research, a
review article, results of a particularly useful audit, or the unveiling of a new anaesthetic technique
or piece of equipment — all sorts of entries have won in the past. We are very grateful to Intersurgical
for their sponsorship of the prize.

The best three entries, as chosen by a panel of judges, will be presented at the SASWR meeting in
November, and the prize awarded at that meeting. Any entrants who do not make the shortlist will be
invited to display a poster of their work at the same meeting.

The Ross Davis Adventure Bursary

This annual award of £1000 is presented in memory of Dr Ross Davis by his family and friends
to trainees of ST3 or above from the Wessex, Peninsula or Bristol deaneries to support ‘exciting
endeavours in anaesthesia’. Further information including application forms and rules can be found
at www.rosswindsurf.co.uk and applications should be directed to the Honorary Secretary of SASWR
(honsec@saswr.org.uk) by 1st May each year. The successful applicant will be invited to accept their
award at the following November meeting of the society, although the award may be released before
then!

The Feneley Travelling Fellowship

This prize (usually £500) is awarded annually to trainees or consultants to support a ‘mission abroad’.
Applications are welcomed throughout the year by the Honorary Secretary of SASWR. (honsec@
saswr.org.uk)
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Tie Ross Davis Adveature Bursary

Avallable for excmng endeavours in anaesthesmI

Up to £1 000 torbe awarded annually to anaesthetic
: . trainees ST 3 and abagyve

Opento applicants from Peninsula, Severn and Wessex
Deaneries
For OOPEs, meetings and other educational and
adventurous pursuits

Appllcat‘ions to be made to the Society of Anaesthetists of
the South Western Region (SASWR) by May»1st 2010
”  Well- rounded CVs essential!" * %

Further information www.rosswindsurf.co.uk
available from: www.saswr.org.uk




Notice to Contributors

All articles should be sent by e mail to the editor (see below for address). Scientific articles should
be prepared in accordance with uniform requirements for manuscripts submitted to biomedical
journals (British Medical Journal 1994, 308: 39-42) i.e. as used by Anaesthesia. They must

be accompanied by a letter requesting publication and signed by all authors. Please ensure that
references are complete and correctly punctuated in the required style. The approved abbreviations
will be used for journal titles. Photographs should be sent as separate attachments.
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