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SURGEON OF THE MONTH

YOU ATTENDED TWO OF THE MOST PRESTIGIOUS UNIVERSITIES IN THE COUNTRY. CAN YOU TELL US
ABOUT YOUR TIME AT MEDICAL SCHOOL AND WHY YOU CHOSE TO STUDY AT OXFORD AND CAMBRIDGE?

My ambition had been to go to Guys, but my school suggested that | had
‘Oxoridge potential — it was not even on my radar unti then. | loved my time at
Somervie Colege in Oxford — it was amazing to be exposed to so many
different people and opportunities. And the chance to do my clinical training in
Cambridge was more appealng to me than going lback to London

| UNDERSTAND THAT THE INTRICACY OF THE HEART IS SOMETHING THAT HAS ALWAYS
FASCINATED YOU. IS THERE ANYTHING THAT WORRIED YOU ABOUT PURSUING A CAREER IN
CARDIOTHORACIC SURGERY AND HOW DID YOU OVERCOME THIS?

I was interested in the heart before | went to University and focused on
studyng it during my finals in Oxford. | had no idea | wanted to be a
surgeon unti | waked into an operating theatre on my first general
surgical attachment at Addenbrookes Hospital | iteraly had a Eureka
moment! and decided there and then | would be a surgeon. | had no
specific worries as | didn't know much abbout a career in cardac surgery
at the time — | guess you could say | was guite naive, but determined!

YOU ARE WIDELY RECOGNIZED FOR YOUR ROLE IN PROMOTING DIVERSITY AND EQUALITY, OF NOTE, AS
THE FIRST FEMALE CARDIAC SURGEON AND FIRST MUSLIM WOMAN TO BE ELECTED ON THE COUNCIL
OF THE RCS OF ENGLAND. IN YOUR OPINION, WHAT HAS BEEN THE TURNING POINT FOR HELPING THIS
BECOME MORE OF A PRIORITY?

My firsts simply happened as a byporoduct of pursuing a career!!

love. | have always wanted to give something back to the wider
profession, hence My interest in applyng for Council. I hope that

my profie and work encourages others to folow their dream
careers. | may be the first in many arenas, but | certainly do Not

want to be the last.
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Access to transplant is limited by the number of available organs. Whilst a large amount of
work has been done to successfully increase the number of people who donate their organs in
the UK, you may or may not know, that only a small proportion (less than 20%) of these donor
organs are used for heart and lung transplantation. Although some of these organs are not
suitable, there is evidence that some that are not currently used, could be safely transplanted.
The process of accepting an organ from a donor and transplanting it into a recipient is termed
utilisation.

1 am fortunate that | have a project title (and supportive supervisors) that have allowed me to
design studies that help me explore and develop some of my areas of interest, particularly
social science research methods, psychology and behaviour change.

So, briefly, | am using the UK Transplant Registry to develop an objective measure of organ
quality, based on a predicted outcome, from donor and recipient variables, in lung
transplantation. This can be used to aid decision making, utilisation and organ allocation. I'm
also undertaking a qualitative, semi-structured interview study of surgeons and transplant
recipient coordinators to better understand how donor utilisation decisions are made and
how clinicians develop these skills. Taken together, this will guide us in developing specific
behaviour change interventions, aimed at improving organ utilisation in cardiothoracic
transplantation.
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I did my MSc in Medical Education, part-time, during early ST training because of my interest in education.
At the same time, | was developing an interest in Human Factors and Non-Technical Skills and their role in
patient safety and surgical performance. So, for my dissertation, | designed research looking at training
for these skills within post-graduate education. Without my clinical experience, and these developing
interests, | would not have pursued these areas of research. | think this is an important point to consider
when we talk about surgeons doing research - are they ‘ticking a box’ or do they have areas they wish to
develop? During my dissertation | realised | enjoy this, | can bring something to this and | want to have the
opportunity to do more of this in future, with some research activity within my working week, training
and supervising others.

Funding is a major hurdle. There is a certain amount of academic elitism, where, amongst other things,
those with a track record of delivering outputs in a certain field are more likely to receive funding for their
work. Makes sense! But if you are not based in or around those individuals, how do you find them? How
do you demonstrate to them that you can do this? As well as funding for your study, you also need a
salary. Ultimately, | could not have done a PhD had | not seen and applied for an advertised research
fellowship role. | think we still have a lot of work to do to improve diversity in academia, particularly the
lesser talked about areas of class, socioeconomic and educational background.

Obviously | can only comment on my own experience, but doing a PhD later in training means | have been
able to bring more interest, expertise and clinical knowledge to the role, and likewise the knowledge and
skills from my PhD are more immediately and directly applicable to my clinical practice. As with
everything, | hope it demonstrates that there is no one way to do this job. No perfect time, no bad time.
We need to think about our training pathway much more flexibly, to support everyone in the pursuit of
their own professional and personal development, whatever that looks like.
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| understand where you are coming from with this questions but, what do we mean
by ‘stand out? Stand out to who? A boss? Your patients? Stand out from who?

We are conditioned in medical school and surgery to use external validation,
whether that be qualifications, prizes, praise from our bosses, as a measure of our
self-worth and a determinant of our self-esteem. My biggest life lesson in the last
10 years of practice is that the pursuit of external validation is exhausting and
futile. If you decide that you want to do this job, work hard, learn what matters to
you and pursue it. But recognise that some people will stand out just for being
them and showing up. Others will never stand out because they don’t meet our
surgical cultural expectation of how a surgeon should be. Understand that some
people will notice you and support your efforts, some people will notice you and do
nothing, and some people will never ever notice, no matter what you do. That's ok.
It has never been my experience that anyone has adopted me or taken me under
their wing and actively supported or promoted my career. That's ok. My job, my
career, that is my work to do. You do not need to stand out from your colleagues.
You need to work with them. They are the beginnings of your team. There is room
here for everyone.
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Gosh, big question. So many things! Once you develop an insight into Human Factors,
particularly behavioural Human Factors, which is my area of focus, you can’t ‘'un-see’ it.
We all want to be good and do the best that we can for our patients but I think most
people recognise, that the difference in our good days and bad days, is not simply about
what we do with our hands in the operating theatre. Performance is variable, and as
humans, we are all subject to innate flaws that can impact our performance. Human
Factors is about acknowledging that, understanding when we are at risk, and working to
over-come these flaws. Most senior and experienced surgeons recognise the importance
of Non-Technical Skills in their practice, but it isn't until we use a common language and
explicitly describe them, that we can start to more effectively develop them, in ourselves
and our teams, modify our behaviours and improve our performance.

During my MSc | could really see that the education theory that | was commenting on in
assignments, was exactly what | was feeling and what was happening to me, in my own
process of skills acquisition as a surgical trainee. It helped me to be better and train
more effectively with the opportunities in clinical and operative exposure that | had
access to. | still use those principles now, particularly as | look towards how | can be
effective as a trainer.
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In both those roles, | am really interested in how we change our surgical
workplace culture, particularly behaviours, so that it better supports wellbeing
and safe patient care. At RCSEd | am involved in a large body of work that
includes tackling disruptive behaviour and bullying, improving diversity, equity
and inclusion, widening access and improving our understanding of unconscious
bias, gender inequality, racism and ableism. Recently, one of our members
proposed work to look at neurodiversity in surgery, including resources for
dyslexic surgeons and trainees. This is something | have never thought about
before and my main aim within these committees is to listen and learn about
experiences that are not the same as my own.

From a selfish point of view, cardiothoracic surgical training can be a pretty
lonely and miserable place, at times. The committee and leadership roles |
have, provide me with a safe space and some respite, with the likeminded
individuals that attracted me to surgery in the first place. | learn so much from
the people | work with and having an opportunity to enact even small change, is
something | find incredibly rewarding.
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We have a very strong tradition of practising evidence based medicine in cardiothoracic surgery. It has
helped us advance the specialty in a relatively short space of time and to treat life-threatening disease
safely and effectively.

As surgeons, we all have a responsibility to know the evidence base, understand how it was derived, be
critical of it, recognise its limitations and be able to effectively communicate this to our patients. Do you
need a PhD and an MSc in education to do that? No - but it helps me! | don’t think these ‘research skills’ -
knowledge of methods, critical review etc, are explicitly well-taught in medical education (at
undergraduate or post graduate level) and it is in pursuing a higher degree or by carrying out research that
you get some formal education in these concepts. That's why they are included as ‘tick boxes'".

One of the big things I'm keen to acknowledge, is that our idea of research doesn’t have to be narrow.
Basic science or clinical and translational research might immediately spring to mind, but what about
studies in medical education, understanding how to more effectively train safe surgeons? What about
psychology and behavioural sciences (professionals and patients), social sciences, improvement science,
qualitative research methods? | would argue that studies within these areas can have a much bigger or
more immediate impact on our clinical practice and patient populations than those we traditionally think
of under the heading of 'research’.

This speaks again to the importance of diversity. Diversity in research teams ensures we appropriately
design for the population we are serving, and it brings creativity to problem solving. Using a range of
expertise and methods to answer a research question better serves our practice. | think every clinician
can find a role within that.
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‘What proportion of being a skilled surgeon is

talent and what proportion is experience?”

Anyone who knows me, knows | love this question! Talent is a myth. | am very happy to
debate this, but there is a lot of evidence from the research of expertise and expert
performance to supports this.

We can all recognise that you could have one individual who is very experienced but has not
yet developed the skills they need to perform well, while another individual, with less
experience, has developed a higher level of performance. One is not more ‘talented’ than the
other and it is not simply length of exposure (10,000 hours, also inaccurately referenced by
many commentators) that will determine skills acquisition. We are observing the tip of an
iceberg and labelling what we see as talent and/or experience.

You might think ‘why does this distinction matter?'. It matters because we are immediately
limiting our view of who is ‘cut out’ for this job. We are failing to recognise that some
individuals will have had, and continue to have, opportunities that others have not.
Interpreting that as they are good, limits access to our specialty. Viewing performance
through the prism of talent and experience, we are also at the mercy of a range of internal
biases (conscious and unconscious) that can narrow our idea of who can do this job well. This
limits our potential for growth and diversity as a specialty. | would love to see a day when we
remove the word talent from the conversation. We could then have more open and nuanced
conversations, better describe what good looks like, and more effectively nurture and grow
these skills, in a range of different people.
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Great question. So many things!! In terms of cardiothoracic surgery as a
career, | have a couple of big ‘take home’ messages. Firstly, some of you
may be told (frequently) by many people, that this job is not for you.
That might be true. But it could also be more about them than it is about
you. So listen, be patient, reflect. Learn who you are and what you want
to be. Another big one; we do not live or work in a meritocracy.
Sometimes we have to watch as mediocrity is rewarded and excellence is
undermined. This is not necessarily a you problem. You need to work
hard. But sometimes you will work incredibly hard and still ‘fail. That is
not a measure of whether or not you are ‘cut out’ for this job. Everyone
ahead of you has had hundreds (thousands!) of ‘failures’. The key
characteristic within grit comes in learning from these experiences and
persevering, if that is what you want to do.
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Firstly, don't worry that you are not getting enough exposure or experience, no one is. The
undergraduate curriculum is packed and your goal during medical school is to develop the
skills (tick the boxes, pass the tests, grow) to become a competent junior doctor. There are
lots of resources and information available nationally (through SCTS students) and locally,
to help you make use of special study components, electives, summer studentships etc, to
gain access to cardiothoracic surgery.

One of the phrases | use far too often is ‘the eyes don’t see what the mind doesn’'t know'.
This rings so true in cardiothoracic surgery. There is a lot going on in front of you, but if you
don’t have a basic understanding of what you are seeing, you will not gain the rich and
beneficial experience you want, simply by being there. Before you arrive, read. Know what
operation you are seeing, write down the steps. Think of and note down anything that
doesn’t make sense at that stage. See and talk to the patient, try to understand why they
are having their procedure. Actively engage. In theatre, look and listen. Make a note of
things you are unsure of. Sit down with team members afterwards and ask your questions.
Be prepared that they might reflect those questions back at you. So much of cardiothoracic
surgery is applying basic principles you have already learnt in medical school, to clinical
practice. There is so much you can learn in cardiothoracics that can be applied to all clinical
practice and patient care, whatever specialty you ultimately choose.
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| definitely ‘stumbled’ into CT surgery! | remember seeing an aortic valve replacement for
the first time at Glenfield Hospital in Leicester and was fascinated by it. It looked
complex, but | remember thinking - I can actually do this’. Of course, that was the
beginning of a long journey of surgical training and research etc, but in the end, it was
the great surgeons | met along the way who nurtured my interest and ‘got me there'l

As for the mitral valve, | was initially drawn to it because it felt like the most complex of
the cardiac surgery procedures. | remember sitting in meetings as a trainee, listening
to various 'experts’ describing how complex mitral valve repair was, and describing a
myriad of techniques to address increasingly complex pathologies! It turned out, it's
not that complex after all. It's fun surgery and with a small number of techniques, you
can repair 95% of valves, and, you get that instant gratification on the post-op TOE
when your repair works!
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This remains one of the most rewarding
experiences in my career as a doctor. The
highlight was watching the Ghanaian team
perform an AVR independently. To see the whole
Ghanaian team pull together and perform a
successful operation, realizing for themselves that
it is possible, was amazing.
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The big challenge has been COVID-19, which interrupted a carefully
thought-out plan, funded by the Edwards Foundation and in
conjunction with Cardiostat (an international charity based in the US),
who were essential in really getting cardiac surgery going in Kumasi.
We hope to revisit that this year.

The big success is that Kumasi now has an autonomous pacing
service for the first time. Before our visit, patients died from simple
heart block! With our training, a pacemaker service is now
established - totally lifesaving. We've also found a way to supply the
devices so patients can get a pacemaker very cheaply.
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The key secret to success is to listen to the local
team. It's no good for you to try and impose what
you do (and frequently think is best) on them.
They've spent their entire careers finding innovative
solutions to complex issues. You need to embrace
that. So, the big challenge is how you adapt to their
environment - once you crack that, you're halfway
there.
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By far the biggest challenge in cardiac surgery research is surgical
equipoise! Most surgeons invest so such time, skill and reputation in
learning new, complex techniques and as such, find it difficult to then
go back and answer the basic questions - does it work, and how well
does it work? As a result, we end up not doing the research. Can you
believe that MV repair has never been compared to MV replacement
in an RCT? My bet is that another specialty, say cardiology, would have
done that trial over two decades ago.

There were other challenges too, surgical trials need complex designs
to answer the question properly. And, of course, there is the thorny
issue of how to cope with surgical expertise in the trial design.
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First thing, it's fun - so do it! Secondly, make connections,
there are several groups doing this work internationally.
Thirdly, make sure you can add value - it may be something
as simple as being the bus driver for the team or sorting out
logistics. Finally, understand that it's an opportunity for you to
learn. It may be different, but healthcare professionals in the
third world work in the most challenging situations, and do
amazing work with the little resources they have - be
prepared to be wowed!
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Doing a trial of sternotomy vs MIS mitral repair was a no brainer
- how else are we going to show that it's safe? How else are we
going to influence the guidelines to change? How else are we
going to convince commissioners to pay for it? How else are we
going to get industry to invest in the R&D to make the operations
safer and quicker?

We owe a lot to the pioneers who established MIS, but the
mantle now falls on my generation of surgeons to ‘move the dial’
and provide all the evidence to drive forward each of the aims
above.
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It's the way we keep the specialty alive. Everyone thinks the main threat to our specialty is
innovative percutaneous alternatives. Actually, | take a different view. For me, the main threat is
that the cardiac surgery done by my retiring colleague, (Simon Kendall, SCTS president), is fairly
similar to the cardiac surgery | do now, and probably also similar to the guys, (and they were
mostly guys), who trained my retiring colleague in the 80s!

Think about it, when | left medical school in 1997, most CABG patients were having on-pump
surgery done via sternotomy and using the LIMA + 2 VG done by open vein harvest.

All patients went to ICU after surgery. Most patients spent 6 days in hospital, couldn’t drive for 4
weeks, and started post-op cardiac rehabilitation 8 weeks after surgery.

None of that has changed, that is still the pathway for my patients having surgery tomorrow.

We need to innovate and change the entire pathway. Prehabilitaion, minimally invasive surgery,
enhanced recovery, earlier rehab and return to normal activity. We need new innovation and
research in all of these areas to fundamentally change the patient pathway and make it fit for 2022
and beyond.

That my fundamental drive and motivation.
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Partnership with industry is key. They often bring significant
research expertise and, of course, funding. The key is to
prevent undue influence in all aspects of the research
(design, delivery, interpretation of outcomes and
dissemination). When industry becomes involved in those
aspects, it can then be really difficult to separate the ‘wheat
from the chaff. We've seen this with TAVI already and with
the COAPT and Mitral FR trial for treating functional mitral
regurgitation with mitral clip.
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Dr. Alessandro
Brunelli
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Dr. Alessandro Brunelli is a consultant thoracic
surgeon and honorary clinical associate Professor
at the Department of Thoracic Surgery, St. James's
University Hospital, in Leeds, UK. He moved to UK
in 2014 after spending 15 years in Italy as staff
thoracic surgeon in Ancona, leading

the Minimally Invasive Thoracic Surgery Unit from
2010 to 2014. Dr. Brunelli is the current President
of the European Society of Thoracic Surgeons
(ESTS). He is member of the ESTS Board of
directors since 2008. He has been the former
Secretary general of the ESTS for the last 9 years
and Director of the ESTS Database from 2008 to
2012 and is a member of the Educational
Committee and Faculty of the ESTS School of
Thoracic Surgery.
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Dr. Brunelli is leading the European
Institutional Accreditation program. He is a
member of the Thoracic Oncology and
Thoracic Surgery HERMES task forces
organized by the European Respiratory
Society to standardize education in thoracic
oncology across Europe. He is the Author of
more than 300 scientific papers published in
peer-reviewed impact factored scientific
journals with a personal impact factor of
1350, a Scopus H-index of 50 and more than
10,000 citations. He is a member of the
Editorial Board of the Journal of Thoracic and
Cardiovascular Surgery
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Dr. Brunelli is the co-Chair of the European
Respiratory Society/European Society of Thoracic
Surgeons joint task force appointed to develop
guidelines for the selection of patients for lung
cancer radical treatment and is the lead author of
the Physiologic Chapter of the third edition of the
American College of Chest Physicians guidelines for
diagnosis and management of Lung Cancer. He is
the co-chair of the European guidelines of structure
and qualification of general thoracic surgery. His
main professional and scientific interests focus on
thoracic oncology surgery, minimally invasive
thoracic surgery, sublobar resections, quality of
care, risk stratification and modeling, patient
reported outcomes and health economics.
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I've been lucky enough to have scrubbed into some novel, complex and interesting surgeries with

some of my surgical heroes both, in the UK and around the world. I've been an invited speaker at

many of the meetings, and now teach on some of the courses that | attended as a trainee. To be
involved in these means a great deal to me and I feel honoured to attend.

I have helped to expand the role of nurse specialists within our department. We have manged to
fund a clinical nurse specialist (CNS) for enhanced recovery (with a huge decrease in patient length
of stay) and the first thoracic advanced nurse practitioner (ANP) in ROI. These highly trained
specialist nurses are working within our department, providing a level of continuity and expertise
that only comes with permanent dedicated staff. They run the lung cancer survivorship clinic and
programme, the chest drain clinic and have developed many of the departmental protocols. In
theatre, our thoracic ANP scrubs with me for most of my cases and is the first assistant for all
robotic cases.

Shortly after my appointment, in collaboration with one of the transplant physicians we
introduced a lung volume reduction MDT. This allows our emphysema patient to be worked up,
managed and appropriately treated, either with best medical management, lung volume reduction
(LVR) procedures (surgery or endobronchial valves) or indeed considered for transplantation. We
also have a number of patients who are referred for transplantation but, following review at the

MDT, go on to have an LVR procedures instead.
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| have found the Irish healthcare system and the Mater team have
been incredibly open to embracing new technology and

techniques. The unit has always had a very much ‘can do’ attitude
and right from the start of my appointment | felt supported to
introduce procedures not previously offered. Sadly many of the
new technologies require considerable finance (laser pulmonary

resection, robotic surgery) and this was certainly the biggest
obstacle.

When | was first appointed, our staffing was still joint with cardiac
surgery, which led to some difficulties with managing the hugely
increased thoracic surgery volume and complexity of the thoracic

cases, this was however supported by the appointment of our
Thoracic CNS and ANP. i
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Ourrobotic programme at the Mater started as a
multi-speciality programme. This has helped not
only with making the business case for purchase
but also affords us all the opportunity to learn
from one another. | think we often learn most
from stepping outside our own speciality surgical

boundaries.
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| very much enjoyed the surgical specialities as a medical student, having a
research background with an interest in Neurosciences, | had thought that
Neurosurgery would be a good pairing of the 2. | got an SHO post in
neurosurgery but didn’t find the surgery so appealing. My next post however,
was as a CT SHO at Guys Hospital, London, which at that time was already a
very strong thoracic unit. | have loved thoracic surgery from the start of that
rotation until now. | was lucky enough to work for some incredible mentors,
both in London and Birmingham, who were all outstanding thoracic surgeons,
generous teachers and hugely motivational to me.

1 did my fellowship in lung transplantation, as | wanted to gain experience
and confidence with advanced thoracic resections such as pulmonary
artery reconstruction. | would encourage anyone with an interest in
thoracic surgery to spend some time in lung transplantation - both
explantation and implantation are valuable to the thoracic surgeon.
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WHEN DID YOU FIRST EXPERIENCE CARDIAC
WHICH MEDICAL SCHOOL DID YOU CHOOSE TO SURGERY?

ATTEND AND WhY? At the Middlesex, it was talked about in mystical
1 went to the Middlesex Hospital Medical terms - 1 remember glimpsing one surgery
School - right in the centre of London between through the glass of ot least two doors
BT tower and Oxford Street. Applying, I had Occasionally the team would come across to the
no idea where it was but knew a friend from pub - but I had no concept that 1 would ever
school, 2 years ahead, was having the best of become a cardiothoracic surgeon. 1 was on my
times there. Newcastle was also on my pre-fellowship surgical rotation in Leeds 1986-89
shortlist and thankfully I didn't understand the - General Surgery and Orthopaedics, among
application system and accepted 3 'C's from  others, and... Cardiothoracic Surgery. | started
Middlesex rather than the Newcastle offer of on August st 1987, though confined to
3'B's - had 1 known I would have gone there ~ Killingbeck Hospital for a month, it was easy to

instead with my 3'B's. The Middlesex was  fall in love with the specialty. Soon, I was
superb - best 6 years of my life. I learnt how allowed to open and close cases, cannulating
to be a stage manager for the prestigious (bicaval on every case) and performing the
Christmas Concert that ran for 12 nights each relatively new technique of harvesting the IMA.
vear, I ran (coptained is a loose term) the  Looking after patients on ITU was very exciting
social rugby side and various other and the senior nurses were extraordinarily
organisational roles such as Rag Week, the  patient in bringing us up to a safe level, In
Guinness Walk etc. I / we didn't learn thoracics | was able to perform lung resections
medicine quite as we should have done, unsupervised. The career pathway for the
leaving it to the last few weeks to get through speciglty was horrendous with many registrars
the exams - which is probably why I don't  gng senior registrars not progressing - but I had

trust my medical decisions and continue to

I fallen for the specialty and decided to pursue it
reflect on them for some time.

REFLECTING ON YOUR CAREER, WHAT ONE PIECE OF ADVICE WOULD YOU GIVE T0
YOURSELF AS A TRAINEE IN CARDIOTHORACIC SURGERY?

‘Put the patient first - we serve the patient. We are not doing them a favour’

I'm afraid I was brought up in @ medical and surgical culture that was paternalistic

and although we worked extremely hard for the patients we tended to treat and

refer to them almost as a different species. Even nearing the end of my career I

am still saddened to see (in my view) too many colleagues across surgery and

medicine not really having the compassion to think how they would like to be SCTS
treated and how options should be presented to them. INSING
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There is an emotional element to all clinical jobs. Whilst surgical
specialities (perhaps especially transplantation) are in the main,
enormously rewarding, there is the emotional toll associated with poor
outcomes for patients. For transplantation, this includes the
disappointment of patients being deemed unsuitable, or deteriorating on
the list and not making it to transplantation, or, particularly tough for the
surgical team and families, it is patients not surviving their peri-operative
course.

I think the main thing to recognise is that you are not alone and that the
lead surgeon is just one of the multi-disciplinary team. The whole team
rejoice in the successes and also feel the disappointment of any losses. Its
important to support one another within the group and to work in an
environment where individuals feel comfortable voicing their emotions. It

is extremely important to have a strong support system and int
outside of the work place.
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Transplantation raises many ethical considerations; for recipient
selection, one big issue raised is the listing of patients who have damaged
their lungs, most commonly through past smoking. However, all patients

have to have completely abstained from smoking and be nicotine free
prior to listing.

The ethical aspects of listing are well managed in Ireland through the
multi-disciplinary transplantation team. Patients are listed when the
team agrees they are suitable and have a reasonable likelihood of being
transplanted whilst on the waiting list. We are lucky to have a fairly high
rate of organ donation in Ireland and a very active transplantation
programme. Our objective is to ensure that we make the best use of the
donated organs, honouring the special gift the donors and their families
have made.
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When | started training, minimally invasive surgery was reserved for
only the simpler/easier cases. Now, due to the technological
advances, many of our most complex cases are done minimally
invasively and open surgery is becoming less common. Most of the
large thoracic units in the UK are performing the majority of thoracic
surgery thoracoscopically and many now also have robotic access.
These skills are now part of the repertoire of any trainee in thoracic
surgery and as technology and confidence increases, more surgery
will be done through these minimally invasive techniques.

One of the things | love about thoracic surgery is the wide range of
surgical approaches and surgeries, and the challenges that that
variety brings. | would recommend all students and trainees to
embrace new technologies and expose themselves to minimally

invasive surgery as much as possible.
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EVLP is a novel technique used to allow extended evaluation and or reconditioning of
donor lungs. The donor lung is brought back to the transplant unit and reperfused
with an oxygen rich solution (cannulae having been placed in the pulmonary artery
and the solution returning to the machine via the pulmonary vein cuff). Once the
lungs are rewarmed, they are ventilated via the trachea. Now the lungs can be
carefully reviewed (gas exchange analysed, fluid shift monitored) and diagnostic tools
applied (bronchoscopy, manual palpation, histopathology, microbiology etc).

EVLP allows careful assessment of ‘marginal’ lungs and manipulation of lungs for
diagnostic and therapeutic purposes, without the immediate demand of fully
supporting the donor. It may prevent the use of lungs associated with a poor outcome
(post graft dysfunction). It increases the conversion rate (donor offers that proceed to
transplantation) not only by the use of EVLP itself but also increasing the number of
donor offers that the team assess. An additional factor is that lungs can be kept
healthy for many additional hours through the use of EVLP, allowing optimisation of
theatre utilisation and allowing a number of transplants to proceed sequentially.
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I think in any area of medicine or surgery a research background is
important to allow us to optimise our clinical practise. A research
background allows you to implement critical analysis of clinical trials.
This in turn helps us to implement and advance evidence based
practice, allowing us to contribute to the development of new
approaches to treatment and care of patients.

Carrying out even a small piece of research as a student or trainee is
helpful, encouraging papers and research later in your career and
boosting your CV. | would encourage anyone interested in research to
approach their local unit. There is often the opportunity for a keen
student, willing to donate their time, to carryout research such as data
collection - hopefully leading to a poster or publication.
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Lung transplantation is a very resource heavy speciality with a
multi-stage pathway. In addition to the transplant physicians and
surgeons there is an extensive, highly talented MDT that work
closely together and with the patients, to provide care both pre, peri
and post-transplantation.

Increasing organ utilisation requires increasing public awareness
and increased engagement from end of life care givers. Programmes
such as the ‘clinical champion/lead’ for organ donation’, the
appointment of a clinician in each acute hospital with a specific
remit of their job to be championing organ donation, will help to
identify potential donors, maximise donor referrals and allow
coordinated care of the donor and the retrieval.
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question. Our safety relies on staff feeling free to
w‘m&m ‘We ensure a shallow (but not flat) authority
g“nﬂm to enable information to flow to the captain, who carries ultimate responsibility
for everything and everyone on board. If staff feel they will be disrespected or belittled,
they are unlikely to come forward, and we may miss the crucial bit of information which
could have interrupted the error chain and potentially avoided a plane crash. It is therefore
essential for our own safety that we treat everyone with respect. The most junior crew-
member must feel able to contact me directly, if necessary. This is emphasized in their
training, but they need to see it in action on the line. Simple things like heading down the
back of the airplane before passengers board to say hello to crew (who you have likely
never met before and may not otherwise meet till seven hours or more later when you
disembark in New York for example) goes a long way to establishing this W We
perhaps focus on this more than surgeons do as we mﬂmw@m !
wrong - the ‘What’s In It for Me?” angle | spoke of :

‘This ability to overcome ego and work as a team are part o
recruiting crew and is constantly emphasized and 1
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‘Management System is a Just Culture. Gentine errors
ed as normal and not a reflection on the staff member. We can put our
mr'«ﬁun and highlight an error in order to prevent a recurrence, without fear of
retribution or disciplinary action. It’s not however a ‘no-blame culture’. We are still held
responsible for our actions and may be stood down and sent for retraining if
appropriate. It also doesn’t excuse deliberate harm or gross incompetence. It’s not a
‘Get Out of Jail Free’ card!

We then look for ‘What Went Wrong', not ‘Who Went Wrong'. We avoid the term
‘whistleblower’. Healthcare has a history of scapegoating individuals who speak
up, to avoid having to re-engineer the system the staff member failed in, thereby
allowing the same mistakes to happen repeatedly, as report after report has
shown.

Healthcare boasts of ‘evidence-based practice’ yet
evidence in an area which can be greatly improved, once
is normal and not a reflection on our
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- of our operation. My contribution to Brian
% Power of Teamwork’ again expands on this. Each
crew-member needs to know that their input is important and expected: It may
turn out to be wrong or unimportant but it’s vital they feel safe to velunteer it
knowing that it will be taken seriously and they won’t be humiliated if it turns out
not to be relevant.

It is critical that the employer is also seen to value their staff. In both aviation and
healthcare, this can often be where the gaps are. If senior management aren’t
seen to be stepping up to the plate and aligning themselves with their teams in
times of crisis, such as during Covid and in the recent re-opening phase, staff

morale takes a hit. In Ireland currently, both industries are now seeing ballots for
industrial action passing with huge margins of support. Consequently, whilst
rrecovery is still fragile, managing this is of crucial importance as losing experienced
staff will be exceptionally costly in both the short and long-term. Staff tend to be
much more committed and loyal than share-holders t n, is very
difficult to re-establish. | feel our leaders need
priorities.
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YOU LEAD THE SPECIALTY NOW AS THE PRESIDENT OF SCTS, THE GOVERNING BODY OF THE
SPECIALTY, HOW DOES THAT COMPARE T0 BEING A LEADER AS A MEDICAL CONSULTANT?

Great question! They're very, very different roles! Professional societies are voluntary work
subject to their constitution, but as a consultant you are an employee of the NHS, with T&Cs,
appraisal and governance. On reflection, the leadership style is very similar - it's about influence
and relationships, not hierarchy. As a leader in the NHS you have remarkably little ‘power’,
reaching consensus with the MDT and best patient care at the centre. The role of Clinical Director
1 find by far the most challenging - looking after colleagues, supporting them, keeping them ‘on-
side’, being receptive and flexible in your own style. You will do a 3-5 year term as CD, after
which you work working as usual alongside the team, a follower and no longer the leader - so
best to be on good terms with everyonel

YOU ARE RECOGNISED AS ONE OF THE BEST
TRAINERS IN CARDIOTHORACIC SURGERY,
ARGUABLY ONE OF THE MOST IMPORTANT ASPECTS
T0 A DOCTOR'S CAREER. WHAT OTHER
ACHIEVEMENTS MAKE YOU MOST PROUD AS A
CARDIOTHORACIC SURGEON?

. YOU HAVE ACHIEVED SO MUCH IN YOUR TENURE,
Those ore kind words but I still don't believe them |\o1 o NE"DUTTING “EQUALITY AND DIVERSITY'

- 1 may facilitate surgeons at all levels to operate,

but I could do so much better. I tend to assist too 0N THE TABLE FOR DISCUSSION, IN YOUR EYES,

enthusiastically which prevents the trainee
surgeon in thinking for themselves. I should spend w“AT “AS BEE" T“E BlEGEST c“lu.[“‘! Tn
more time talking about the background, theory, MAKING THIS A PRIORITY?

science - I am very impressed by my colleagues
who are much more diligent at training than 1.
Too many teams in cardiothoracic surgery become I would regard the biggest challenge as
dysfunctional - as a trainee 1 observed too much  reaching the 'tipping point’ - where there's
conflict; often seemingly related to private enough momentum to get the ‘oppressors’ to
practice, but other factors, including egos, are  acknowledge the problem is real and also
also involved. In that regard, 1 am most proud thatwrong. The Sufragettes were phenomenal in
we were lucky to have a brand new unit in the early part of the 20th century before WWI
Middlesbrough where we wanted to work as @ - the effort and sacrifice that it took was
family - and for nearly 30 years we have been  remarkable.
largely successful. It needs continual attention I hope now that the ‘oppressors' are able to
and maintenance, but if colleagues come to work understand the experiences of the oppressed,
feeling valued, then they can thrive. That rubs off who are now beginning to feel they can speak
on the care patients receive - collaboration is far out and share what they have endured. In turn
better than conflict. we all make the decision to change, be
generous and be kind. I am not proud of the
culture I grew up in and adopted - I hope, and
think, our specialty has just passed the 'tipping
point’ and the agenda will gather pace.

SIMON KENDALL

RGEON OF THE MONT
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his ‘Where Can This Go Wrong?' followed:
U assume we have made an error or that
something is going to fail and try to plan ahead as to what we will do:

This begins in the office when assessing weather forecasts for our
destination, which may be 10 or more hours down the line. We need to plan
how much fuel we need to arrive with, to give us options if things go wrong

meaning we need to divert, whilst also remembering the weight limitations for
take-off, landing, cruising levels, turbulence etc.
A similar approach can be engineered into healthcare. When you diagnose a
patient, consider what'’s the worst thing this could be and have a safety-net
such as asking them to return if symptoms persist or change. When at risk of

wrong-side surgery, check and recheck names, radiology, clinic letters etc
before cutting. Cardiac ICUs always have an emergency

ready. The principles have long been accepted but there
expanding on implementation.

0
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 last decade trying to convince my former
My ‘Director’s Cut’ podecast with Prof David
e i d covers this in more detail, but both involve
arnbaﬂnmg on a course of action which, while often routine, involves
complexity which carries risks at all stages and must be managed
effectively, using limited resources to avoid a catastrophic outcome.

Errors are inevitable, so Error Management is a critical set of skills which
are fundamental to initial and recurrent pilot training, yet notably lacking in
healthcare. This Human Factors approach influences all stages of our
operation and all personnel. It covers rostering, duty limits, nutritional
needs, IT, equipment and recurrent training and more - quite a contrast to
your environment! Human Factors will eventually Murm Mﬁwa
hopefully sooner rather than later if we hope to retain our ! s

enthusiastic staff and provide the safest service f

0
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society. Previous attempt had involved ‘transplanting’ our approach which largely falled as
the two industries, wﬁhﬁ@fmm things, are none the less very different. It was a poor
tissue match so, naturally got rejected. My approach was to ‘genetically engineer” our
Safety Management System into healthcare as the underlying DNA is very compatible and
there is much our industries can learn from each other.

| found healthcare wiling to listen, (keynote talks are very popular and speaking at national

and international events has been a definite highlight) but not wiling to incorporate change,
which has been disappointing. My instructors got little opportunity to present our courses
so | reluctantly closed Frameworkhealth in 2021, although | am still regularly invited to give

keynotes. There are pockets of great work going on, such as Peter Brennan’s work with the
RCS England, so | hope to resuscitate the team in due course if the demand materializes.

Your generation seems much more open to the concept than maybe
generation has been, so I'm very optimistic that healthcare will
‘approach of other Safety Critical industries such as aviation,

benefit of staff, patients and managers - a very rare wi





image50.JPG
ioned by the SCTS showed over 80% had

in the workplace. A live poll with a group of

1ce was approaching 100%. Like most of my

colleagues, | experienced units with superb cultures and others leaving much to
be desired. In the latter units, no-one complained as we were on six-monthly
contracts and renewal was in the gift of our superiors, as was delegation of

cases. We are all very aware of how ‘whistleblowers’ are treated in
healthcare.

Aviation has a much healthier climate although it’s not perfect either. We do
however have legal protections under our Just Culture system protecting
staff. In the case of pilots, our union, the Irish Airline Pilots Association is also
very proactive in defending crew in the event of a dispute. Healthcare, | find is
often more individualistic. Staff need to raise bullying with someone they trust

and not suffer in silence like we did. This answer is maybe a little
unsatisfactory in a very tricky and sensitive area. The t
help address this issue and improve safety for W
reduce staff turnover.
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WElle rather than seen as confrontatmnal Remember that we all
make mistakes and your view, even as the most junior member of the
team has value. As | highlighted earlier, you may be incorrect but
constantly questioning our actions is part of our Standard Operating
Procedure in aviation. We constantly assess Where Can This Go
Wrong?’ and are then pleasantly surprised if it doesn’t!

A practical way of raising concerns in a less welcoming environment
can be the four-step escalation approach | teach on our courses.
1. Are you sure that’s a good idea?

2. I'm not sure that’s a good idea.

3. That’s not a good idea.

4. Please stop now!
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Chemistry) with no clear plan ft 0
‘no-one in the family had ever: donase.hn@es bsforel
‘after doing an A level Chemistry module which was
enti: 5 ity College, Dublin in 1987 with an Entrance Exhibition
and a Sizarship, qualified in 1993 and went back to Trinity as an Anatomy Demonstrator after
my Intern year in St James’s Hospital, Dublin. | was accepted into the Belfast Surgical Scheme
from there, got my FRCSI in 1997 and continued what | hoped would be a long career in

In 1999, while a second year Registrar in the National Cardiac Surgery Unit, | realized that |
wasn't going to get a training SpR post in the UK or Ireland. At that time, there weren’t
enough posts to go around and no intermediate levels such as Staff Grade in existence,
leaving a binary yes/no choice for many of us - stay as a non-training Registrar until my six-
monthly contracts eventually didn’t get renewed, or jump ship. Shortly afterwards, | saw an ad
in a national Sunday newspaper for an Aer Lingus cadet pilot trainin
-applied and | was number 11 of 38 selected (including
previous interest in a career in aviation, no flying experience ai
reluctantly that | had no future in Cardio-Thoracic Surgery.
although | was disappointed to have to make it. | still
several years alongside flying full time, till |
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are some of the, perhaps surprising, examples of human
factors at play in either healthcare or otherwise?

I think one of the problems with surgery is that we think we can carry on the same
level of performance hour, after hour, after hour, and the fact is, you can't. Your
period of intense concentration is about 20 minutes to half an hour. If we're
interrupted or distracted, for example, our performance will fall

Our bandwidth is about five to seven different things at once, so if you're
concentrating, suddenly the bandwidth increases if people interrupt you, or are
asking for something else and of course, as a result, your performance is going to
suffer. Some of the simplest things we can do is, every three to four hours, if it's safe
to do so, stop what we're doing, take a 5-to-10-minute break, eat regularly, and keep
hydrated. Hydration is an interesting one - if you lose about 1-2 kilograms in your
body weight through perspiration, or because you're not replenishing, your analysis
and decision-making falls by about 20%. That's a really slow process that you don't
even notice happening but emphasizes why hydration is really important.
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As human beings, error is an inevitable part of our existence,
yet is still heavily stigmatised, particularly within healthcare
and especially surgery, despite the potential for learning it can
provide. Why do you think this is the case and how can we
nitiate change, both locally and globally?

As humans, we make about 5 to 7 mistakes every single day. They might be something simple
like leaving our mobile phone at home or forgetting to switch the washing machine on or
something like that. But, when you translate that into the hospital setting, 1 in 20 hospital

admissions has some form of error, and of those 1 in 20, another 1 in 20, which is 1 in 400,
has a serious error. Yet, most of these are preventable by understanding human factors and
the many things that contribute to error. Imagine you were a patient and | said to you, that
coming into hospital you have a 1 in 400 chance of a significant error, but most of these errors
would be preventable, by understanding an application of human factors...now would you
feel?

I think to implement change, we need both a top-down culture, from government, from the
GMC, from the royal colleges and from our own trusts, but also a bottom-up culture, being us,
as the deliverers of health care. It should start in medical school, being taught about human
factors, understanding their importance, and continuing that journey through foundation,
core, registrar, and consultant practice. Valuing the whole team equally, irrespective of their
background or experience, is really important. When you value everyone, they!ll look out for
you and they'll respect you, meaning error is reduced because they're so much more likely to
speak up or challenge you, if they if they feel they're able to do so.




image56.JPG
What is ‘the Swiss cheese model’ and why is it so

important to have an awareness of?

So this, | think, goes back to the mid-90s, with a chap called James Reason. Basically,
picture slices of Emmental cheese with the holes in it, on as skewer, slowly rotating
around, independent of each other. Every so often, the holes are going to align and lead
to error. So basically, the Swiss Cheese Model, is about multifactorial causes of error,

and the so-called latent and active failures

Latent failures would be in the organisation where you work, for example, an
overbooked outpatient clinic or a patient being added on to a busy operating list and
subsequently putting pressure on the staff. Then you have things like unsafe
supervision where colleagues are not being supervised appropriately. There are also the
so-called preconditions, which include the hunger, the anger, the loss of situational
awareness and losing track of time. Finally, you have the error itself, so you can imagine
a busy operating list that's over booked, a specialty registrar doing the list, that
consultant had to disappear off, the trainee’s angry because they've had a situation at
home, for example, or they're feeling anxious, or they're hungry because they've missed
their lunch - these can affect performance as well. All of those things line up, and so a
mistake is much, much more likely to happen.
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THE RCS RECENTLY PUBLISHED A REPORT ON DIVERSITY AND INCLUSION WITHIN SURGICAL
CAREERS. WHAT CAN WE BE DOING TO ENCOURAGE & NURTURE THIS WITHIN THE WORKPLACE?

This is a massive question - and to do it justice should have an extensive answer, But I suspect if
anyone has read this article to this point they will have had enough already!

So - here goes in brief -

1. Reach out to sixth form that our specialty is inclusive and diverse

2. Reach out to students - nursing, medical, physio that our specialty is diverse and inclusive
SCTS are expanding their portfolio of engagement sessions for just this reason

3. That the media portrayal of our specialty is diverse

4. Ensure adverts, shortlisting, interviews and selection are performed by diverse panels and
that diversity is recorded and audited.

5. That behaviours are appropriate in the work place - and that poor behaviours are not
tolerated and called out - the behaviours that we turn away from are the ones that we are
accepting. Easy to say - but that is key that the moderates no longer tolerate poor standards.

WHAT SCHEMES AND SUPPORT MECHANISMS
HAVE SCTS PUT IN PLACE FOR MENTORSHIP FOR
STUDENTS?

As yet we haven't achieved any formal schemes
of mentorship for students. We have introduced

schemes for new consultants, consultants in

difficulty, national surgical trainees and just

recently trust appointed doctors - these are all

for members of the SCTS. We are a bit behind FINALLY, IN YOUR OPINION, WHAT PROPORTION OF
the curve with students - I apologise - we now BEING A SKILLED SURGEON IS TALENT AND WHAT
have a comittee with high calibre colleagues ppapgRTION |S EXPERIENCE?

such as yourself - and I might turn this question

around and ask you what you would like us to

do to provide such mentorship? This would be so ”
right to put in place - so the sooner the better Another great question!

and I hope we can put a strong and sustainable EXPerience, talent, knowledge, situational

structure in place - what do you think? awareness, emotional intelligence, flexibility,
lateral thinking, resilience, stamina,
compassion.

But for the first two -
1f you have talent with no experience you're
dangerous and if you've no talent and a lot of
experience (and I guess it would be a lot of bad
experience) then you'd be dangerous.

So these two qualities can compensate for each
other - probably looks like a bell curve - I would
9o for 70% talent and 30% experience as optimal.
I'm sure there would be diverse opinions on this!
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Our audience for these interviews is largely

medical students - what advice do you have for
them or junior doctors, starting their careers, in
minimizing the role of human factors in their work?

I think, as | mentioned earlier, it needs to be a top-down and a bottom-up approach
Students appreciating the importance of human factors, of work-life balance and taking
those breaks, of respecting colleagues, irrespective of their health care profession or
status, is crucial. Effective communication is also really important, for example,
repeating things back, for safety critical messages that need to get across - just because
you've said something the receiver hears (or you hope they've heard), doesn't
necessarily mean they've understood what you've said. So, at those safety critical times,
simple things like repeating yourself or asking a colleague to repeat it back, are really
helpful.

Avoid using pronouns like ‘it' or ‘that’ in safety critical situations, or when giving a drug, or
phoning a consultant, too, as this is where some serious errors have been made. For
example, if you give the chemotherapy drug, vincristine, intrathecally, it's a death
sentence. There have been a couple of occasions where junior doctors have spoken to
the consultant on the phone and said, “'m going to give it' intrathecally”. Yet if he or she
had have said, “I'm going to give ‘the vincristine’ intrathecally”, it could have been
different. So my message is, avoid using pronouns in situations like that.
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Whilst your cal role is as a Consultant Oral and Maxillofacial
Surgeon in Portsmouth, you also have a PhD in Human Factors.
Could you give us a brief overview of what ‘human factors’ are and
how you first became interested in this area?

So, I'm a maxillofacial surgeon in Portsmouth with an interest in head and neck oncology - what do |
understand by human factors? Well, | think the clue’s probably in the title - it's about us as humans, how
we interact with each other, how we can improve our own performance and performance with each
other. This encompasses effective communication, looking out for each other, situational awareness and
improving all those issues, whilst also considering how we interact with systems as well. A lot of human
factors talks about ergonomics, almost a separate specialty really, but ergonomics is, by definition, how
humans interact with systems, technology, pieces of equipment, and so on

My own work on human factors, focuses on individual and team performance and optimising those by
looking after ourselves and the rest of the team. | became interested in it probably about 10 years ago
with a retired airline pilot, who was a patient. One of his friends who visited him regularly, came to
theatre and really opened my eyes, and that of the team, about effective communication, taking regular
breaks every three or four hours, and situational awareness - what's going on around you and how to
build that. | guess the rest is history.

We've published about 80 or 90 papers now on human factors and | was awarded a PhD back in 2019
about applying human factors into health care. It's available to download on the internet if you type my
name and PhD thesis. It includes about 26 or 27 papers on things like, changing MRCS examiner or
changing the delivery of the MRCS, through recognition of human factors - fatigue, boredom and so on in
examiner's, it's had a massive impact really.
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Often, due to various reasons, people might find it

difficult to speak up if they’'ve made an error or are
worried about the consequences of such. Do you
think we will ever eradicate ‘blame culture?

| think there has to be a hierarchical, authority gradient and a leader of the team, whether that be the
consultant, the specialty registrar or a foundation doctor, leading and taking medical students on ward rounds
or so on. However, the gradient has to be sufficiently shallow, so that the more junior team to the leader, can
actively speak up and challenge if they have any concerns whatsoever. This needs to be set up at the team
briefing stage. It's no good having a first name on a hat or a name badge in an attempt to reduce hierarchy,
it's all about behaviour and how those individuals behave

There also needs to be what's called a ‘just culture’, so that everyone is responsible for his or her actions, but
that when error does happen, rather than pointing a finger and blaming someone, we should be thinking:
"How did this actually happen?”; “What measures can we put into place to prevent the error from happening
again?” and then sharing those lessons. It's going to take some time. Obviously, in healthcare, there are
pockets of excellence around, but there still is a blame culture, and anxiety around speaking up to report
error, because of concerns of the repercussions and how it might affect people's careers. Aviation was like this
30 years ago, and now they have a very good ‘just culture’ with a no blame policy - unless, for example, the
pilot is willfully negligent and deliberately forgets to do something as an act of sabotage. That's exceptionally
rare in healthcare too, we think of Shipman, Patterson and so on, but it's very, very rare. When we go to work,
we don't intentionally go with a view to causing harm, and that's why we need a just culture. It's slowly coming.

We published an article in the BMJ about three years ago, | think 2019, about empowering more junior staff to
be able to speak up and to challenge seniors when there is a steep gradient. That's obviously useful for the
senior colleagues, too, in teaching them how to how to reduce hierarchy.
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Finally, do you have any recommendations for
people who want to read more about this area?

There's a huge number of papers around human factors. There was courses and things,
too, in fact, we've just finished an online course for the Royal College of Surgeons which
should go live in the next few months and be available around September 2022. It will
be a very nice, interactive course, which, I'm hoping the college will make available to
students and others for no charge, but we'll have to see. We've published loads of
things on human factors, so by all means, look up some of our work as well

Yes, human factors is a science, it's immensely complicated, for example, in my PhD,
there's a table of numbers and figures, which is really difficult to comprehend, but the
overall theme running throughout is common sense application. That is, looking after

ourselves, looking after our team, valuing the team members, being an effective
communicator, being a good leader, and so on. Half of the battle is just being aware
that error is normal. All too often when an error happens, we look to blame ourselves
or to blame others, as we mentioned before, but our error is a normal part of being
human. When we make a mistake, it's about recognising it, yes, of course, and
minimising the error from getting any worse, but it's also about learning from that
mistake and sharing those lessons with others.
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The acronym ‘HALT' - hungry, angry, late or tired is just one

example of human factors that can affect the way we work,

simple, yet often unavoidable states, particularly within the

post-pandemic workforce. What steps can we take to get ‘the
simple things’ right?

So ‘halt’ obviously means ‘stop’ and in human factors, we use that mnemonic
quite often, 'H.A.L.T" being ‘hungry, angry, late, or tired'. If any of those situations
arise, and it's safe to do so, (clearly if you're doing a major cardiac procedure, and
there's a torrential haemorrhage, and you're hungry, or feeling tired, you can't
stop at that point, of course), you can step back from the situation. Bear in mind
that actually, if you're feeling hungry, or feeling tired, chances are, that the rest of

the team will be feeling the same.

A good leader will be looking out for the team, recognising these things both in
themselves and in the team. Perhaps at the team briefing stage, actually say, “if
anyone is feeling hungry or tired, or what have you, we can factor in a break”. It
can make a massive, massive difference. | always say, “would you drive from
London to Scotland, non-stop for eight hours?” And everyone says, “no, I'd stop
after three or four hours’, yet we're allowed to carry on operating for eight hours
without a break. When you start thinking about things in that way, | think people
suddenly begin to realise the importance of human factors.
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Thank you for such an engaging and thought-provoking
presentation at the SCTS Conference on the importance of civility
in the workplace and its effect on patient safety. Could you talk us
through these principles and why they’re so important both for the
team and the patient?

To follow on from our recent talk for the SCTS, | don't think civility is a human
factor really, it's common courtesy to respect and get on with colleagues, isn't it?
But of those that are rude to colleagues, 80% subsequently regret it, whilst 50% of
onlookers do absolutely nothing about it, worried they might be next. So, it's a
really, really, big issue actually and it can lead to issues with team working and
result in poor performance - as much as 40% of work is impacted when someone
experiences incivility, as they're basically not optimized to provide the best patient
care.

We also talked a little bit about ‘so-called’ limbic hijacking. The limbic system is the
primitive brain, it's 500 million years old, whilst our higher brain functions are
much younger in evolutionary terms. That's why if you become angry or annoyed,
the limbic system can suddenly take over and you can lash out at someone
without thinking. So, our advice really is, if you're in that position, stop for a
second, let that higher function catch up, think about what you're doing, and
rather than shouting, the pause enables you to be civil and effectively stand back
from the situation.
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Thanks Kirstie, my first exposure to cardiac surgery was in my medical
school in India. All the medial students wanted to do cardiac surgery
as an elective. The cardiac surgery department were not very
welcoming and this attitude came from the surgeons. I decided that I
did not want to spend any time in that speciality and instead, chose
Psychiatry as my elective and enjoyed it thoroughly. When in the UK, I
initially wanted to be an Orthopaedic surgeon, but could not get a
General surgery job as a requisite to do my FRCS. The only job that
came up included a six month post in Cardiothoracic Surgery. My
orthopaedic boss sold it to me as a job that involved breaking a lot of
bones so I should go for it! I got to work at the Freeman Hospital in
Newcastle with Colin Hilton, one of the most inspirational men I had
come across. His manner, skill and humility was what changed my mind
and [ decided to “try” it out! I loved the fact that cardiothoracic
surgery involved a highly skilled team and that good surgery was
followed by good results. And, since cardiac diseases and lung cancer
are the biggest causes of death, I presumed I would be busy for life!

SCTS
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I live a life without regrets. As the saying goes, you either win
or you learn. Of course, I've learned a lot along the way. My
advice to my younger self would be to find good trainers in
the speciality of your choosing. It is better to have a few
months with somebody who is a good role model, than a few
years of the opposite. These good role models may be too
busy to be at meetings, so they need to be actively looked for.
I was very lucky to find many along the way. The greatest
myth in surgical training is that, "next year will be better”! If
the first month is not good, start planning an alternative. I did
move a lot during my training and am glad I did. Today with
structured training programs it's harder, particularly if you
end up in a deanery with a poor training record. I wish
trainees would start a system to rate their trainers so the
ground work is done for those who come after! Maybe that's

what I would setup if I were back in training. it
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Now with an interest in minimally invasive surgery, you worked in one of the
first centres to introduce endoscopic vein harvesting into your practice. Can
you talk us through some of the basic principles of an endoscopic approach and
why it can often be a preferable option?

I think I first fell in love with the endoscope doing knee arthroscopy lists with
my orthopaedic consultant. Thoracic surgery did a brilliant job adopting it in
many of its procedures, and so it was only a matter of time before cardiac
surgery would follow. The most rewarding procedure is the endoscopic conduit
harvesting, as the incision to remove the long saphenous vein is the longest
incision made on the human body, and can be very unsightly in some. We in
Blackpool were the first to publish our early, midterm and long term results with
EVH in the UK, and hope that it gives confidence to other centres to consider
offering this approach to more patients. The reason that the endoscope is a
preferable option, is that the collateral damage of entry and exit to the leg and
the pericardium associated with a big incision or a sternotomy, is a major insult,
and avoiding a big incision when possible must be an aim that we, as a group of
surgeons, should aspire to. The other advantage of three dimensional
endoscopes is that it adds illumination, magnification and depth perception,
which helps teaching and learning. Finally, the endoscope gives the ability to
review the procedure afterwards, in order to drive constant improvements in
the field.The reality of achieving this is not easy, but nothing good in life is
easy, and so it is up to all of us to make it happen, however long the process
takes. Thankfully we are achieving a good deal of interest and hopefully, with

more units starting, there will be a gradual shift towards its safe adoption .QEEO
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The biggest challenge that cardiac surgery has faced in the past 20
years is the widespread belief that percutaneous techniques will
replace the need for cardiac surgery. Two decades later, there is now
a realisation that cardiac surgery and interventional cardiology are
not in a zero sum game, rather, they can collaborate to create a
positive sum game for our patients. Traditionally, industry invested
large amounts of money in interventional cardiology, and very little in
cardiac surgery. I was surprised to find out that pre-pandemic, The
British Heart Foundation spent less than 3% of its funds on cardiac
surgery research. The adoption of new techniques in surgery, be it
offering the Ross procedure to young adults, or valve-sparing root
replacements and endoscopic techniques, needs a big injection of
funds. We need specialist training units, cadaver labs and mentorship
programs to support fully-trained surgeons and senior trainees to
navigate the path from sternotomy to endoscopic procedures, safely

and responsibly. This will not happen by accident.
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There are always a lot of reasons used by people who don't want to step out
of their comfort zone. Yes, individual surgeons outcomes were a very bad
idea on many levels, and I am glad it has been moved to team based results.
Patients want minimally invasive options and trainees want to learn them, so
what then is the hold up? As a group we need to develop structured training
pathways that encourage trainees to follow their interests by their fourth or
fifth year of training, be it transplant, congenital or minimally invasive
surgery. Heart surgery will need to become more like a law firm in the future,
where you have groups that specialise in special interest areas, working
together. It is already happening with aortic surgery and mitral valve repair
and hopefully minimally invasive will soon be recognised as a sub specialist
interest too. Once that is done we can set up national fellowship programs
that help train interested trainees in the UK. Today, there is no need to put a
patient through a surgeon'’s learning curve, and we have surgeons like Mr
Asif Hasan who have published on starting new techniques like the Ross
procedure, without an obvious learning curve impact on outcomes. The key,
is a responsible approach to introducing new techniques, following the
principles of audit and governance. It has already been done and we need to

learn from past lessons. i
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It has always fascinated me that women get an extra point
on nearly all scoring systems. We wondered if an
endoscopic approach reduces that risk? What came out of
the audit, was that women are referred later along the
disease pathway for surgery, and this was what we
decided to concentrate on, even though the results with an
endoscopic approach were good. We now need to
understand if cardiologists refer women later, or if women
prefer medical management until they are sicker? I hope
women will consider an endoscopic approach earlier, as
they may have greater concerns regarding scars, though
this could be my bias creeping through. There is a lot of
work that is required in this area and we hope our paper
has contributed in a small way to the conversation.
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When I first came to Blackpool there was a culture of
suspicion between surgeons and anaesthetists in the
department. One of my anaesthetic colleagues was especially
kind and supportive. This is very important when you are a
new consultant, trying to find your niche in a unit. Sadly, a
month after his 50th birthday, he was diagnosed with terminal
cancer. The grace with which he approached his illness and
his impending demise was something that had a profound
effect on me. To his end, he spent his time and energy
fundraising and doing things for others. Today, when worry
about pensions and work conditions are discussed, [ often
think about him and how he was never negative and always
saw the job we do as a gift to help others with. I did learn to
put things into perspective and to take every day as an
opportunity to do my little bit to make this a better place.
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Now this is embarrassing, but I am going to plug a book called
“"Endoscopic cardiac surgery. Tips, Tricks and Traps” that I am
editing. It has a planned release date for January 2023 by
SpringerNature. The cool thing about the book, is that it has over 8
hours of high quality videos on steps and techniques in endoscopic
cardiac surgery. It is the closest thing to having a book like you see
in the Harry Potter movies where there are moving images on the
pages. I am quite excited, as it will be one of the first books to be
linked to a More Media App, that helps the viewer see the videos
on their phones while reading the book. I am a big believer that
surgeons often benefit from visual learning, and so recommend
videos to complement written material. There are an increasing
number of youtube channels playing cardiac surgical videos. I am
part of a group called the endoscopic cardiac surgeons club, that
is trying to facilitate the free transfer of high quality videos to

those interested at www.ecsclub.org. -
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Yes, I was very lucky that I was given a year, after being
appointed as a consultant in Blackpool, to go and pursue my
interests. I made a wish list of all the cardiac surgeons I would
like to watch or work with, and managed to tick some of them off
in that year, ranging from Dr Cosgrove, Dr Vanerman, Mr
Walker, Dr El Khoury, Dr David and Dr Cheung. As for my
biggest personal and professional achievement over the past 18
years, it must be that I have managed to introduce many
patient-centred procedures in a cost constrained, closely
scrutinised and poorly supported environment for surgical
innovation, that is, the NHS. I have also really enjoyed seeing
many trainees come to our unit and blossom into capable
surgeons, many of whom are now consultants in different
centres. Finally, I have enjoyed visiting centres all over UK and
Europe to help established surgeons to start successful minimally

invasive programs.
scTS
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My first interaction with cardiothoracic surgery was as a 17-
year-old on a work experience placement, where I observed
cardiac surgical procedures in the operating room at first
hand. It was a truly amazing experience, and I am sure one
that ultimately influenced my career choice, as when
appointed on the Oxford Surgical Rotation, I chose one that
included Cardiothoracic Surgery. That six-month post in the
late 1990s was an exciting period for the specialty and
cemented my desire to pursue it as a career, especially having
seen how cardiac surgery can literally transform a patient's
life.

Outside cardiothoracic surgery, my interests are playing
sports and spending time with my family. It is a real pleasure
watching my two young children grow and seeing the world
through the eyes of a 5- and 7-year-old. ..3‘.:.’..50
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The premise behind developing the portfolio of training courses and the
cardiothoracic surgery textbooks was to provide an educational infrastructure
to ensure that all surgeons in training in the United Kingdom & Ireland were
provided with a comprehensive, structured programme of knowledge and
learning opportunities. 1 am really passionate about education and by
providing the courses and books free of charge, it allowed us to support all
cardiothoracic surgeons in training throughout the country.

These principles are equally applicable to trainers, namely the desire to see
those around you evolve and flourish. Trainers also need to be patient,
encouraging, approachable, structured but adaptable, and have good
communication skills. Delivering good training also requires the right
environment and time, a most valuable commodity. For trainees to be able to
make the most of their training, they need to be open to learning, aware of
their limitations and training needs, enthusiastic, and have attention to detail
and good communication, but, most importantly, always remember to keep the
patient at the centre of all decisions taken. Ultimately, as surgeons, we are all
responsible for transferring the knowledge that we have been taught and

have gained to those who follow, to ensure that the specialty prospers.
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..... In parallel with these developments, we must enhance the
working lives of the practitioners who deliver care to our
patients by reinforcing the importance of a supportive working
environment, enabling cardiothoracic trainees to thrive, and
increasing opportunities for all to succeed in cardiothoracic
surgery, irrespective of race, gender or socioeconomic class.
Finally, given the current environmental challenges we face, it is
important for the practice of cardiothoracic surgery to become
more sustainable.

I am fortunate to be working with a committed and dedicated
SCTS Executive, with whom I will be developing our agenda over
the next few years to strengthen cardiothoracic surgery for the
future.

@
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For me, equality, diversity, and inclusion are important not only in
creating an environment where everyone enjoys equal opportunities
irrespective of their background but also bringing positive effects
directly on the quality of patient care and on the well-being of staff
delivering this care. We should also appreciate the concept of cognitive
diversity, where those from different backgrounds bring different ideas
to solve the challenges that we all face, which is imperative for the
evolution of cardiothoracic surgery as a specialty.

The perceived barriers to achieving diversity and inclusion within
cardiothoracic surgery include concerns regarding a work-life balance,
under-representation of mentors and role models from a similar
background, and a lack of exposure to cardiothoracic surgery. These are
particularly important for women in cardiothoracic surgery, for whom
recent data have demonstrated significant attrition of those entering the
specialty training programme. The specialty can and should be more
supportive to ensure that female cardiothoracic surgeons are given the
opportunity to thrive. SCTS
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I think when addressing the question of talent or experience contributing
to the 'skill' of a surgeon, it is important to appreciate that a ‘skilled’
surgeon needs more than just technical ability or manual dexterity. One
should consider all the other attributes that make a successful surgeon,
such as communication and listening skills, leadership tempered by
humility, an understanding of one's own limitations, emotional intelligence,
the ability to inspire confidence in those around you, and to cope and
react in a crisis.

In addition, one of the most important concepts to consider is decision-
making. In theory we make hundreds, or even thousands, of micro-
decisions in every operation and each of them is crucial to obtain a
successful outcome. Making the right decision at the right time is essential.
The concept of proficiency-based training assimilates all these attributes
to determine the capability of a surgeon and the potential to progress.
Having an understanding of how these attributes interact will allow an
individual surgeon to provide the best outcomes for the patients that they

SCTS
serve. Krdids
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Whilst completing my MD, my initial research focussed on the genetic pathways
involved in the development of heart failure. The project allowed us to identify
some of the genes responsible for cardiac muscle cell death but also demonstrated
upregulation of some endogenous cell survival pathways, thereby identifying
potential targets that could arrest or reverse cardiac muscle cell death. Whilst in
clinical practice, my scientific research has focussed on identifying the genetic
pathways involved in aortic wall cell death, responsible for bicuspid aortic valve-
associated aortopathy. The project allowed us to identify certain genes with the
potential to be biomarkers to screen patients with bicuspid aortic valves to indicate
which require early intervention on the proximal aorta.

As well as contributing to the body of literature to help treat these two disease
processes, involvement in this research has enabled me to understand the
relevance of research to my everyday practice, by objectively evaluating the
practices that we take for granted and also critically appraising research published
in the literature. I think it is important that all members of the cardiothoracic
surgical community contribute to clinical research. Through the great initiatives of
the SCTS Research sub-committee over past few years in developing the research
priorities of the specialty, the UK cardiothoracic community has a great opportunity
to produce world-leading research with the potential to directly influence the

clinical care that we deliver. SCTS
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It was an amazing experience. The idea behind the programme was to show
the public the life of a cardiac surgeon. It gave them not only an
understanding into the training required to become a cardiac surgeon but
also the decision making involved over the whole patient journey, from
accepting a patient for surgery, through the operation itself, to post-
operative care, as well as the complexity of the operation and the potential
risks.

I was fortunate to be working with an incredible 80-year-old patient, and the
programme was able to demonstrate how cardiac surgery completely
changed her quality of life. It stressed the importance of ensuring that the
patient should lie at the focus of all our work. The programme also allowed
the public to see the importance of multidisciplinary working and the amazing
team of skilled professionals that I work with at Royal Papworth Hospital.

Finally, it also helped to give my family and friends an insight into the life of
a cardiac surgeon, especially my children. The episode was filmed after the
COVID pandemic and I think the programme brought home to my children
(even at their young ages of 4 and 6), the importance of the contributin’,ﬁ&‘,?c
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We have introduced a series of initiatives to address some of these issues with three
mentorship programmes to support women in cardiothoracic surgery, trust-appointed doctors,
and medical students interested in a career in cardiothoracic surgery. These mentorship
programmes allow those aspiring for a career in the specialty to develop a mentoring
relationship with an established cardiothoracic surgeon for support and advice on dealing with
the challenges of career progression and a work-life balance. For me, it is really exciting to
see the positive results from these programmes, which gives further encouragement for all of
us to do our utmost to allow everyone the best opportunities to thrive.

In addition, we have recently launched the Widening Participation and Outreach Programme
to remove some of the barriers that potential entrants may face when considering a career in
cardiothoracic surgery. As well as the medical student mentorship programme, we are setting
up a programme of work experience placements, webinars, workshops at local cardiothoracic
units, talks at individual schools by cardiothoracic surgeons, bursaries and travel scholarships,
and online resources on the SCTS website to encourage those who have never considered
cardiothoracic surgery to look at the specialty as a possible career. We must promote the
specialty to attract the most motivated and enthusiastic students, irrespective of background,
and ensure a vibrant future for cardiothoracic surgery.

We also plan to introduce a number of initiatives to provide a more supportive work
environment for parents in cardiothoracic surgery, as we understand the challenges of
modern-day family life, often with two working parents and young children, which I can relate

to from my own personal experience. SCTS
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Thank you. It is a real privilege and honour to have been elected as
President of the Society for Cardiothoracic Surgery in Great Britain &
Ireland. As Honorary Secretary and President Elect, I have been very

fortunate to have worked closely with the last two Presidents of the
SCTS, Richard Page and Simon Kendall, and learnt so much from them,
especially about communication and putting patients at the centre of
decision-making. From a personal point of view and as a specialty, we

are very grateful for the leadership they brought to the Society.

Moving forward, our focus is to continue to improve outcomes for
patients undergoing cardiothoracic surgery. This will be achieved
though the initiatives that we have established or will be introducing,
such as ensuring that innovation and the adoption of novel techniques
in cardiothoracic surgery can flourish, supporting the development of
a world-leading SCTS-driven national research programme, and
developing access to national audit data for use by the SCTS and its
members to drive improvements in the care we deliver. ....
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%" BARONESS KENNEDY RECENTLY PUBLISHED A REPORT ON DIVERSITY, EQUALITY AND

INCLUSIVITY WITHIN SURGICAL CAREERS, WITH SOME REALLY HONEST, BUT SADLY
) RELATABLE, ACCOUNTS OF PEOPLES’ EXPERIENCES. HOW CAN WE ENCOURAGE MORE
< OPEN DISCUSSION ABOUT THESE TOPICS AND USE THESE GOING FORWARD?

think acknowledging there is a problem is the first step to addressing it.
Educating oneself about th veryday experiences of women and
people from ethnic minority lbackgrounds, being mindful of your own
behaviour and acting as advocates and alies wil go a long way to helping
the situation As always, however, | am a strong belever in ‘Deeds not
Words' — we need to s systemic changes in the institutions that have
alowed this bad behaviour to flourish unchecked.

RATES OF WOMEN IN SURGICAL TRAINING POSITIONS ARE STILL LAGGING BEHIND WHEN COMPARED TO
THE BROADER TRAINEE POPULATION, WITH CARDIOTHORACICS BEING ONE OF THE WORST FOR THIS
DIVIDE. AS CHAIR OF WOMEN IN SURGERY, I'M SURE THIS IS SOMETHING YOU'RE HEAVILY FOCUSED ON.
WHAT PRACTICAL STEPS CAN BE TAKEN AT MEDICAL SCHOOL AND BEYOND TO NARROW THIS GAP?

I think highlighting surgical careers at medical school is vital
Showecasing surgeons who have combined a successful and
rewardng career in cardiothoracic surgery as roe models is key
to attract women into the specialty. Practical advice, mentoring,
networking and support at al stages of your career, both in
training and beyond, is important too. Clearly we also need
qualitative and quantative data on why there is an attrition rate in
women progressing from medical school through training to
consultant positions, to alow us to retain and support them and
not continue to lose this talent from our specialty.

YOU ARE CLEARLY SOMEONE WHO HAS MANY STRINGS TO THEIR BOW — CO-LEAD OF SCTS
STUDENTS, CHAIR OF WOMEN IN SURGERY, HONORARY PROFESSOR OF SWANSEA UNIVERSITY.
WHAT HAVE BEEN SOME OF YOUR PERSONAL HIGHLIGHTS IN THESE POSITIONS?

As Chair of Women in Surgery, it's been a pleasure to advance the
equalty agenda by hosting conferences, speaking to. speciatty
associations and at medical school events acroess the UK and
buidng the WINS network to over 68000 members. A personal
highlight has been to be able to meet so many inspiring women
surgeons, and helo younger coleagues in the pursuit of their
career aspirations. Im also proud of setting up the SCTS Student
committee alongside Karen Booth, and working with @ such
dedicated future surgeons.

Prof Farah Bhatti, OBE
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