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I am delighted to report on the 5th Annual AIM 
conference held at Royal College Of  
Anaesthetists, London. The society has gone 
from strength to strength with growing  
membership and delegates from all over UK  
reflecting the growing level of desire to share 
management knowledge and experience required 
in the NHS. AIM has established a track record of 
successful Annual conferences with the  
forthcoming 6th annual conference scheduled to 
take place in November 2008.  This will be  
preceded by a seminar on 4th June 08. 
 
The standard at the annual conference was  
recognized to be high and carried a high rating 
based on feedback and CME points. The  
conference focused on “Departmental  
Governance- Maintaining a Safe Service”.  
Excellent content for the meeting was provided 
by local and national speakers on all the current  
pertinent issues in the NHS ranging from  
workforce planning, management of SPAs, the 
48hr week, hospital at night project, improving 
links with non medical management and ICU  
services. This issue of the newsletter features 
some fascinating ideas on these topics which I 
hope are informative. 
 

Feedback from 2007 meeting 
 
Thanks to those who returned the feedback 
forms. The programme and individual speakers 
ratings were higher than ever before and we also 
received useful suggestions on topics for future 
meetings. Constructive comments, some  
contradictory were also received on catering. 

 
 
 
Thanks to all participants, speakers and trade  
partners for making the conference an  
outstanding success. My special thanks to Busola 
Adesanya-Yusuf who did much of the work  
before and after the meeting. I would also like to 
thank my colleagues on the AIM committee for 
their invaluable advice on the newsletter. 
 
For many of you this newsletter is your only  
contact with the society.  As readers, I would  
encourage you to get involved and provide  
support to our specialty leaders and I encourage 
you to attend our next seminar in June ’08. 
 
 
 
 

Dr Asha Chhatwani 
Editor 

St. Mary’s Hospital 
Imperial Health Care Trust 

London 

 
A 
N 
A 
E 
S 
T 
H 
E 
T 
I 
S 
T 
S 
 

 I 
N  
 

M 
A 
N 
A 
G 
E 
M 
E 
N 
T 



Improving Links With Non 
Medical Managers  
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Dr John Clark 

Director Of Medical Leadership &  
International Relations 

NHS Institute For Innovation &  
Improvement 

 
Dr John Clark is leading the development of a 
medical leadership strategy on behalf of the NHS 
Institute. He emphasized the need for ‘enhancing  

engagement in medical leadership’ for all doctors 
at every level to be effective practitioners. The 
complementary skills of  leadership need to be 
incorporated into doctors training to support  
professionalism. This would improve efficiency, 
enhance safety and improve organizational  
performance. Medical training focuses on clinical 
skills only, according to National Trainee Survey 
2006, only 25% of SpRs had leadership training. 
 
The Academy Of Medical Royal Colleges and 
institute for Innovation & Improvement aim to 
develop a integrated medical management and 
leadership competency, education and  
assessment framework endorsed by medical 
professional and regulatory bodies for  
undergraduate and postgraduate trainees this is 
to allow greater engagement of doctors in the 
planning, delivery and transformation of services 
for health improvement, efficiency gains and  
service improvements 
 
An individual doctor’s decisions have both clinical 
and managerial elements. There are signs that 
management skills will gradually become  
incorporated into fitness-to-practice requirements. 
 

Managing SPA’s  
 
 
 
 
 
 
 
 
 
 
 
 

Dr Jaideep Pandit 
Consultant Anaesthetist & Fellow of 

St. John’s College 
 
Managing SPA’s In An Anaesthetic Department 
 
Dr J Pandit, Consultant Anaesthetist from Oxford 
clarified the facts, rules, approaches and  
solutions for SPAs, Additional PAs, External PA’s 
and Professional Leave. He mentioned the  
activities that can be undertaken as SPAs by  
Anaesthetists – Teaching, mentoring, writing  
referrals, audits, research projects, meetings in 
dept, training Committee, professional bodies 
BMA, AAGBI or specialist societies, other  
activities –  management related to theatres, 
drugs,  equipment, guidelines, policies, job  
planning, appraisals etc. 
 
Though 2.5 SPAs is the norm, it forms greater 
proportion than this. SPAs take 2nd priority on 

consultant time, on-call is 1st and elective clinical 
activity as 3rd. Though 25% time is vested in 
SPAs ( = 25 % of salary), there is little clarity on 
minimum or acceptable level of activity, no  
measures of assessing whether SPAs are used 
properly…whether to measure inputs or output or 
quality. Dr Pandit suggested to look at mixture of 
inputs and outputs, use appraisal to confirm 
SPAs and quality, ascertain what activity  
department needs, work as a team – airway/ 
teaching / sub specialty interest / audits as no 
single consultant can do all activities, SPAs at 
site and time should be appropriate to activity, 
e.g. teaching in hospital at fixed time where as for 
audits and research variable site and IT facilities 
are  required.  
 
Common problems faced are Trusts offering  
blanket < 2.5 SPAs, all work within 2.5 SPAs, 
SPAs exchanged for clinical work, agreeing job 
plans < 2.5 and no recognition of APAs. If  
however things go wrong, do not agree to job 
plan. Take advice from colleagues / BMA / 
HCSA, the appeal process( based on patient-
centred quality), or legal avenues. Team  
approach works, it is easier to argue a case when 
in majority or unified. Differentiate SPAs, study 
and professional leave – they are not same. 
 
 SPAs provide opportunity for consultants to  
deliver a high quality service, stick to rules of  
contract , if necessary use mediation and external 
appeal process. 



2009: 
The Impossible Dream 
 
 
 
 
 
 
 
 
 
 
 

Professor Mike Harmer 
Deputy Chief Medical Officer 

Wales 
 

Prof Mike Harmer, past president of AAGBI and 
now, Deputy Chief Medical Officer at the Wales 
Assembly Government, entertained the audience 
with an insightful and witty discussion on the 
European Working Time Directive – particularly 
the challenges faced by the NHS in reducing the 
junior doctors weekly working hours to 48. He 
recognised that for many NHS organisations 
there are other more immediate priorities, this is 
another burden on already burdened managers, 
and that 2009 EWTD is being sidetracked as 
other issues are addressed. The possible  
solutions to meet the demands of the EWTD 48 
hour week for junior doctors are: 
1. Reduce the hours worked by junior doctors – 
this is often at the expense of training as the pro-
portion of out of hours duties will increase, but if 

on call time can also be used for training this 
may be a solution. 
2. Increase the number of trainees – 1:1  
training is best in theatre, if there are more 
~trainees the learning experience is diluted. Also 
would there be senior posts for an increased 
number of trainees after completing their  
training? 
3. Cover emergency work with consultants – 
this needs an expansion in consultant numbers, 
a change in attitude to resident consultants, and 
would be very expensive for Trusts. 
4. Cover emergency work with non-consultant 
career grade anaesthetists – are there enough 
doctors willing to undertake this role, would this 
be an attractive career option, particularly later in 
life? 
5. Reassess the need for speciality cover – 
share work with other specialities, crash call re-
sponse by airway technicians/ nurse  
practitioners, anaesthetists on-call from home. 
6. Reduce on-call demand – no theatre cases 
after 10pm except with consultant anaesthetist 
and surgeon, rationalise services to fewer  
hospitals. 
Finally, there is the option to simply ignore the 
EWTD. The UK and Belgium are the only 2 
countries currently actively working on this  
issue. A breech in European Law would be politi-
cally unacceptable and is highly unlikely to be 
sanctioned, as this is Health and Safety Legisla-
tion. 
 
An article in a national newspaper on  
November 29th 2007, the day of the AIM  
conference, stated that 1 in 6 UK workers have a 
working week over 48 hours!!! 

Poor Performance and  
Professional Governance  
 
 
 
 
 
 
 
 
 
 
 

Professor Alastair Scotland 
Chief Executive & Medical Director NCAS  
 
Prof. Scotland described the Professional  
Governance, most pertinent issue in health care 
management today. He mentioned 
 
1. Three important systems for professional  
Governance management systems – fit for  
purpose education & training systems – equipped 
for practice professional regulation systems – fit 
to practice 
   

2. Three important Tools For Professional  
Governance Management – individual  
performance review Education & Training –  
appraisal and assessment Regulation –  
Relicensure and Recertification  
 
Poor Performance 
 
National Clinical Assessment Service 
1. Responds to requests for help on  
performance concerns- advice, support,  
assessment and action planning 
2. Involvement in NHS Medical disciplinary  
procedures e.g., suspension of doctor,  
Assessment looks at performance triangle 
(Clinical Capability) – Health, Behaviour  and 
work content 

 
NCAS advises  on one to one basis by telecom 
and focuses more on use of local and national 
systems / processes and less on details of  
particular practitioner. It supports  and helps to 
resolve a performance dispute between  
organization and one of its practitioners.  
Assessment  of cases where detailed  
diagnostic work is needed to get behind the  
concern. 



Takes forward the advise and support 
cases 
 

· Defines the problem – what happened 
and why? Have all the contributing  
factors been taken into account? What 
local actions are proposed? 

 
· Local Action – Is the procedure being 

followed fair and documented,  
reasonable to problem 

 
· Options  
 -  Discussion / advise / counseling 
 -  Training 
 -  Clinical Governance Procedures 

 
In summary, NCAS looks at signs and  
symptoms, investigates, reach a diagnosis and 
t a k e s  a p p ro p r i a t e  me a s u re s  f o r  
treatment. 

NCAS experience on factors that impact  
performance: 
 
1. Clinical – Clinical knowledge, decision 
making, record keeping, guidelines, policies 
2. Professional Development – education, 
training and CPD 
3. Behaviour / conduct – Breach of contract, 
alleged sexual misconduct, fraud/ financial 
dealings, relationships with colleagues eg poor 
team working, poor leadership, poor communi-
cation with patients 
4. Health – Depression, physical illness,  
substance / alcohol misuse 
5. Organisational – Workload, sleep loss, 
team problems, poor work environment or  
systems and relationship difficulties    

ESSAY PRIZE  
PRESENTATION 
 
 
 
 
 
 
 
 
 

Dr Matthew Thomas 
 
 
The Day the Syringes changed 
�
One day whilst drawing up drugs in the morning, 
I noticed the syringes had changed. No one 
knew this was going to happen but they were 
definitely all different, not an old style syringe in 
sight. They seemed to stick when you withdrew 
and when injecting it was jerky as making it hard 
to give drugs accurately. This one issue affected 
the department and my career in 10 ways.  The 
clinical governance support team suggest nine 
things that define clinical governance. 
 
1 CG is patient safety: These syringes clearly 
compromised patient safety, the air bubbles 
could not be dispelled increasing the risk of air 
embolus. It was difficult to give the correct dose 
of drug if injecting small volumes such as  

vasopressors or if giving drugs to children. On 
several occasions the plungers broke and the 
drug could not be injected, quite a problem  
during a rapid sequence induction. How could 
this be resolved, it was the only thing the  
department was talking about. The reason for 
the change-the new syringes save 20,000 
pounds a year. 
 
2 CG is about involving carers too: The  
paediatric team were rapidly onto this. The vocal 
parents complaints supported by the medical 
staff led to the replacement of the inferior sy-
ringes in all paediatric practice. 
 
3 CG is providing the highest quality patient care 
at all times: This was clearly not the case but 
what could be done. Two of the pillars of CG 
were used. Risk management were informed via 
multiple incident reports about faulty syringes, 
the issue was discussed but the risk was not 
deemed enough to withdraw the syringes. Not 
put off by this I along with two colleagues began 
an audit of drug delivery systems. The standard 
was that all drugs should be administered safely 
in the quantity desired by the person  
administrating the drug. The results showed the 
new syringes were not meeting the standard. 
The presentation of this audit shot me into the 
'syringe limelight' making this a personal issue 
for me. Following this audit meeting this issue 
was to be discussed at the divisional meeting . 
�
�
�
�



4 CG is lifelong learning- This was an issue for 
me personally, I soon realised that I knew little 
about syringes when they were invented and 
what we are looking for. I thought  
perhaps others shared this lack of knowledge 
and needed an update. I prepared a lecture on 
syringes and their history for the  
department who I am sure were fascinated  
learning about the benefits of plastic over glass 
and the difference in a loss of resistance sy-
ringe. 
 
 
5 CG is collective responsibility- Well I think the 
department let itself down a bit on this point. 
There did not seem to be any  
responsibility for the decision. The emergency 
department, paediatric department as well as 
theatres detected a problem. Divisional heads 
knew, risk management and clinical audit all  
became aware. No one seemed to be able to 
discover how the change occurred and how to 
change it back. There seemed to be no system 
in place that noticed the same problem in  
different areas. The trust has now remedied that 
by having a flagging system between  
audit and risk management . 
 
 
6 CG is being inclusive of everyone- I think the 
department did well here. We attempted to  
contact the other users of these syringes they 
were in all departments and included nurses, 
technicians, ODP's as well as junior doctors and 
consultants. All were unanimous in their dislike 
and concern for the new syringes. 
 
7 CG is recognising staff achievements- This 
was easy to do and done well, I thanked the  
others involved in my audit. The clinical  
director and the audit lead sent out a letter  
thanking all involved for their hard work. This 
was a nice touch and readily squirreled away in 
various peoples portfolios. 
 
 
8 CG is common sense- The issue of the  
syringes is all about common sense. It was  
obvious within an hour of your first  
anaesthetic that they were inferior. After a day it 
seemed they were inherently dangerous. The 
common sense approach was to change back. 
This did happen but only after a  
personal crusade by myself, several  
consultants and the clinical director. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
9 CG is access to quality care anywhere  
anytime- I can happily report that this is now the 
case in my trust. I would like to tell you that the 
offending syringes were carried by triumphant 
clinical staff to a burning pyre that we danced 
around. This obviously did not happen, just think 
of the fumes for starters. They were gradually 
p h a s e d  o u t .  I t  w a s  a  
lesson to the department in the necessity of clini-
cal governance in identifying the problem. It was 
a personal lesson for me in the many arms of 
governance and the way they can be used to 
rectify and change problems detected. It gives 
the little people (trainees) a chance to influence 
important decisions in a meaningful way. When-
e v e r  p e o p l e  c r i t i c i s e  c l i n i c a l  
governance I remember that its purest aims and 
ideals are all about improving patients care and 
that can only be a good thing. 
 
10 The story continues- I moved away from the 
trust discussed in this tale. About three months 
into my next placement a curious thing hap-
pened. You guessed it - the poor quality sy-
ringes turned up. What should I do? I could be 
the f i rs t person to complete an  
audit recycle! I dug out my file of syringes and 
set of to see the clinical director as I'm sure he 
knows clinical governance is not site  
specific. "Once more into the breach" wish me 
luck! 



Hospital at Night  
 
 
 
 
 
 
 
 
 
 
 

Dr John Coakley MD FRCP,  
Medical Director and Intensive Care  

Consultant 
Homerton University Hospital NHS  

Foundation Trust. 
 
In a reflective and informative presentation Dr 
Coakley informed us of how Hospital at Night was 
implemented at his 550-bed hospital, one of the 
four pilot sites for this Modernisation Agency pro-
ject. 
 
In 2003, Homerton University Hospital, like all 
acute trusts, faced the dilemma of reducing  
junior hospital doctors’ hours in line with the New 
Deal whilst maintaining the quality of  
training and delivering safe services to its  
patients out-of-hours. 
 
Following an audit of the work actually done out of 
hours, and in consultation with senior and junior 
medica l  and non-medica l  s taf f ,  an  
assessment was made of the competencies actu-
ally required on site. 
 
 

Emergency and critical care medicine were  
busiest whilst orthopaedics and general  
surgery had very little work after midnight. The 
audit also identified unnecessary repeated clerking 
a n d  r e v i e w  o f  p a t i e n t s  a n d  
unnecessary bleeping of medical staff . 
 
Keys to success of the project at Homerton was 
appointment of Clinical Site Managers (CSM), ex-
nurses with an acute care background, ALS, PLS 
and ALERT trained and with an advanced qualifi-
cation in physical assessment of adults. Tasks 
d e v o l v e d  t o  t h e  C S M  i n c l u d e d  
cannulation and venepuncture, arterial blood gas 
sampling, cardiac pacing and ordering of  
X-rays. CSMs were also empowered to  
prescribe through the medium of Patient Group 
Directives. By filtering all bleeps to the resident 
medical staff after 9PM, they further reduced inter-
ruptions to sleep. 
 
T h e  C S M  a l s o  c o - o r d i n a t e s  t h e  
multi-disciplinary hand over at the start of the eve-
ning shift where all patients under the care of the 
c r i t i c a l  c a r e  o u t r e a c h  t e a m  a r e  
presented. 
 
Dr Coakley had very useful advice for those  
introducing Hospital at Night in their Trust. He 
stressed the importance of auditing workload and 
determining which clinical competencies are  
required, as a system that works in one Trust will 
not necessarily meet the needs of another. He 
stressed the importance of support from managers 
as well as clinicians and  suggested that it may be 
of benefit to split emergency and elective work. 
 
Overall they found that training and work/life  
balance improved for junior doctors and  
patients felt that the changes were to their  
benefit 
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 · Theatre efficiency  -  balancing cost and safety 

  Dr Les Gemmel, Wrexham 
· Theatre efficiency and how to measure it 
  Dr Jaideep Pandit, Oxford 
· Tackling inefficiency 
  Dr Pieter Bothma, Great Yarmouth 
· Translational research—does it help or hinder inefficiency in  

service delivery 
  Prof. Sally Davies, Nat. Inst. For Health Research 
  (tbc)   
· Job Planning  -  making it work for you 
  Dr Pamela Bell, Belfast 
· Administrative dilemmas and scenarios, questions and  

answers 



ANAESTHETISTS IN 
MANAGEMENT 

TEL:  020 7631 8891 

����������	
�
��
�

Venue:   
�������
���	
�����
������
����������������	��
������������������

 

����
����
������
· �
� �!����"�#�
· ���$%�����&���#�
· ���	"��'$&�(����	�
&�%��#�
· �)�*���%&+�����&������
��������&���
�(��
&����&���)
��

 
�������
�����

�����'��'�,�
���,������'��'�,�
���,������'��'�,�
���,������'��'�,�
���,�
&���)
�&���)
�&���)
�&���)
�- ---*��&����&���*��&����&���*��&����&���*��&����&�������

,�&�	�#.,�&�	�#.,�&�	�#.,�&�	�#.����

Website: 
Www.aimgbi.org 

Cost Effectiveness of Critical 
Care & Its Interventions  
 
 
 
 
 
 
 
 

 
Dr Saxon Ridley 

Consultant in Anaesthesia & Intensive Care 
Glan Clwyd Hospital, Rhyl, Denbighshire, LL18 5UJ, UK  

 
 
 
Dr Saxon Ridley presented a detailed analysis of 
the issues that should be considered in assessing 
the cost effectiveness of critical care medicine and 
it common interventions. He explained that  
although costs associated with critical care are 
high, when assessed against the benefits for  
patient outcomes in terms of quality adjusted life 
years critical care medicine is not only affordable 
but offers good value for money – even when the 
worst survival statistics are used it inform the 
analysis. He gave examples of how such data may 
be used to support business cases for further  
investment in critical care services which  
delegates found most useful. 

The Nightmare of  
Workforce Planning  
 
 
 
 
 
 
 
 

         
          
       

 
Dr Andrew Tomlinson 

     Consultant Anaesthetist 
    University Hospital Staffordshire 

   
 
Predicting the number of anaesthetists required to  
provide service has always been difficult, despite  
enormous efforts to get it right. Dr Tomlinson claimed 
this to be a easy process ! He emphasized the need to 
improve workforce planning, address various  
challenges facing NHS Trust - meeting the local needs, 
competition from alternative local providers, increasing 
the productivity at no extra cost, MMC and WTD 2009, 
reduced consultant jobs. Problems and solutions to 
future workforce planning - 
 
1. Trainee numbers should be set according to the  
calculated need ( demand led, not supply led) for this 
one needs to look at no. of trainees needed to do the 
work, how many are currently available, what is the 
wastage, when will the current members of workforce 
retire, what is the lead in time. 
 



Left to Right :  Dr Anthony Turley, Dr Barbara Thornley, Dr Melanie Jones, Dr Bill Rawlinson, Dr Pamela Bell,  
Dr Ramana Alladi, Dr Pieter Bothma , Dr Asha Chhatwani 

The predicted CCT numbers by 2014 are 4000 with  
consultant retirements of 785, implying its time to reduce 
the trainee numbers and consultants be resident on call. 
 
2.The future role of CCT holders will change, some will 
be only in clinical role, others may take up some  
teaching or management role. CCT training will result in 
competent doctors but less expertise (Specialists). 
 
There is a proposition for proper consultant grade  
following CCT, with first few years as clinical followed by 
development in training and management with PAs  
apportioned accordingly 
 
3.SAS doctors clinical expertise now valuable 

4.With EWTD the trainee time available for training and 
service has reduced and workload of non – training staff 
has increased. Hospital at night may reduce this  
requirement. 
 
Future workforce will have more CCT holding medical 
staff, trainee to consultant ratio would reduce to half, ?  
Anaesthesia Practitioners, large hospitals will have  
residency programmes, Consultants,  SAS and DGH 
would have consultants, few trainees, SAS grades. 
 
In order to deliver the services effectively there is urgent 
need to increase the consultant numbers and career or 
SAS posts. A national strategy on delivery of services 
and how best it can be delivered is required. 

I hope that you have enjoyed reading this conference report. Plans are already well advanced for 
our next conference in London on 13th November and I hope that you will join us there. We always 
value the comments of members on all our educational activities so I hope that you will be in touch 
via our website or through our Specialist Societies Co-ordinator, Busola at the Association of  
Anaesthetists. 
 

Pamela F Bell 
Chair, AIM 


