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Though it feels clich�d, 

it is impossible not to 

acknowledge how quickly 

the last 12 months have gone. 2019 

has been a busy year as expected. 

The Society has successfully 

nurtured and grown our existing 

services, and welcomed new 

connections including our first 

tripartite Aotearoa New Zealand 

Annual Scientific Meeting 

in Queenstown, and our two 

newest Networks; Inpatient 

Pain, and Environmental and 

Sustainability. Both networks 

are catering to the unique needs 

of New Zealand anaesthetists. 

We have also enjoyed engaging 

with the NZ National Office of 

ANZCA over the Pharmac Medical 

Devices Consultation, and NZNC 

ANZCA’s new Peri-operative 

Medicine Network and Welfare 

Advocates Group.

A significant milestone for our continued collaboration with both the College and the 
Australian Society of Anaesthetists in 2019 was the 10th anniversary of the online 
launch of webAIRS.  Although conceived many years prior to 2009, it took vision, 
and years of hard work and commitment by Dr Martin Culwick, Professor Alan Merry 
and Dr Greg Deacon to get the Australian and New Zealand Tripartite Anaesthesia 
Data Collection Committee (ANZTADC) up and running. Dr Culwick and Dr Deacon 
were fittingly honoured by the ASA at their National Scientific Meeting in Sydney 
in September, which coincided with celebrating 85 years since the founding of  
ASA Australia. 

WebAIRS has had a set back in New Zealand over the 
last six months with the lapse of Qualified Privilege. 

Although applied for within what appeared to 
be plenty of time, this five yearly paperwork 
requirement was held up at the Ministry of Health 
and only gazetted in September 2019. The lapse 
in PQAA meant that unfortunately there was a 
period of no anaesthesia morbidity, mortality or 
near misses being reported in New Zealand. With 
the successful reinstatement of PQAA, I would like 
to see an increase in the use of webAIRS. It can be 
utilised by individuals and by departments as a basis for 
their own Mortality and Morbidity meetings, knowing that the 
information contained within WebAIRS is deidentified and contributes to a reservoir 
of otherwise uncollected data about harm or near-harm in anaesthesia. 

The 10th anniversary of webAIRS has also been an opportunity to review the 
function of the database, and to look at future opportunities for the database. Dr 
Andrea Kattula has been appointed to undertake a formal review of webAIRS and 
to help the ANZTADC revise the strategic plan and direction for webAIRS.  In other 

changes, Dr Culwick will also be standing down in the near future and a new Medical 
Director will need to be appointed.  

WebAIRS is run on a tight budget and an enormous 
amount of time, energy and expertise is provided 
on a pro bono basis. Additionally, considerable 
monetary investment goes into webAIRS, shared 
by the ASA, NZSA and ANZCA. 

WebAIRS now contains over 7000 incidents – all 

of which need to be appropriately reviewed and 
categorised after uploading. There have been 
several case reports and papers based on webAIRS 
data, the most recent of which cover topics such as fires 
in the operating room, euglycaemic ketoacidosis from SGLT-2 
diabetic drugs and harm from aspiration. WebAIRS is the only repository that collects 
whole-of-Australasian data on morbidity and near-misses. Although all jurisictions in 
New Zealand and Australia collect data on anaesthesia related mortality, not all collect 
on morbidity and even less so on near misses. 

As Dr Kattula addressed in her mid-review presentation to ANZTADC in September, 
all this information is valuable, contributes to evidence of real world harm, and acts a 

bit like a phase 3 follow up of drug trials.  Some of the incidents of harm in anaesthesia 
are extremely rare, so we only capture the data if there is a large user set.  So 
webAIRS is only able to fulfill this function if we as anaesthetists are using it to its 
full capacity; which means entering the data, using it as a basis for M&M meetings 
and then hopefully being able to access your own local data to compare it with other 

hospitals or regions in the future.  I encourage all of you in the new year to have a look 
at the webAIRS platform, register as a user and make reporting of your anaesthetic 
incidents (potential hazards, near misses, morbidity and mortality) second nature. 

I would like to see 
an increase in the 

use of webAIRS

WebAIRS is  
the only repository 
that collects whole- 
of-Australasian data 

on morbidity and  
near-misses

President’s 
column 
DECEMBER 2019
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As 2019 draws to a close, we will hopefully see some action 
from the working groups that have come together through TAS 
(Technical Advisory Services) to work on the future training 
pathways of anaesthesia assistants. The future of the anaesthetic 
technicians’ diploma pathway through AUT has been discussed 
in depth over the last three to four years. In September this year, 
however, AUT finally announced that 2020 would see the last 
intake of anaesthesia technicians through the Diploma pathway. 
My understanding is that this decision was made because of 
changes in funding in the tertiary education sector.  

This announcement by AUT has necessitated the development of 
alternative options for technician training, and AUT will now offer a 
degree program from 2021. TAS has co-ordinated several working 
groups involving the NZSA, ANZCA-National Committee, NZ 
Anaesthesia Technicians’ Society, the Medical 
Sciences Council, AUT, Peri-operative 
Nurses Organisation, Southern 
Cross, and the New Zealand 
Private Surgical Hospitals 
Association. Hopefully there 

will be a plan in place in the 
near future that will outline 
agreed shared competencies 
across nursing and technician 
training, and a clear pathway for 
the future training of anaesthesia 
assistants in New Zealand.   

Hopefully there will 
be a plan in place in 
the near future that 
will outline agreed 

shared competencies 
across nursing and 
technician training

We are engaging with this process in a 
positive, forward thinking manner, 
with the view of ensuring that 
the outcomes will continue to 
provide anaesthetists with 
world-class trained assistants, 
which we have been fortunate 
to have had almost universally 
across New Zealand for the last 
30+ years. 

I would like to take this opportunity 
to thank all our members for their 
support and contributions, whether serving on our Executive, 
subcommittees, networks, assisting/speaking at events, or 
providing feedback to the Society to help us better represent 
you. Your input is hugely appreciated and is helping us build a 
strong, connected anaesthesia community. A big thank you also 
to our office staff, ably led by CEO Renu Borst, for their hard work 
and commitment to the Society. 

Meri Kirihimete, kia koutou, m� te w�

Kathryn Hagen, NZSA President

The NZSA wishes members and our wider health sector community a happy 
and safe festive season. We hope you can enjoy some rela xed, qualit y time  

with your family and friends and have a rest ful break. To those rostered to work 
over Christmas and New Year’s, thank you for the services you are providing  

our community.

Our best wishes for a Happy New Year, thank you for all your suppor t,  
and we look forward to connecting with you in 2020!

...ensuring that 
the outcomes will 

continue to provide 
anaesthetists with 

world-class trained 
assistants
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News in brief
Inaugural ar ts and wellness event
You’re invited to participate in an inaugural arts event, aimed at 
bringing together senior doctors from across Auckland. This has 
grown out of a SMO wellness initiative that began in 2018 and 
has been organised entirely by senior doctors in their own time.

Because it’s easy to lose sight of those things that bring us joy 
and fulfillment, we’re aiming to help doctors refocus on their lives 
outside of medicine, rediscover their creativity, and reconnect with 
friends and colleagues away from work. We’re looking for doctors 
to exhibit their artistic work and to provide musical performances 
for our event. Please see our website for more details:  
www.endymionevent.com

Even if you don’t wish to exhibit or perform, we would love to 
see you attend and support this initiative! Please save the date 
of Friday 3 April 2020 - tickets go on sale on our website from 
January. In the meantime, don’t hesitate to contact us if you have 
any queries.

Best wishes from the Organising Committee Drs Stacey 
Byers, Alex Kazemi and Jo Sinclair

PANNZ Update Meeting 2020
Save the date in 2020! The Paediatric Anaesthetist Network of 
New Zealand (PANNZ) will hold its annual Update Meeting on 
3-4 April in Rotorua. A one-day course for anaesthetists with 
an interest in paediatric anaesthesia and other staff (nursing/
technical) to upgrade their knowledge of paediatric anaesthetic 
management. Registrations: www.anaesthesiasociety.org.nz/
education/conferencesseminars/local/#Event249

Gender pay disparit y for specialists
Female specialists are paid 12.5% less per hour than their male 
colleagues, which reflects gender bias rather than other factors 
– that’s the finding of independent research commissioned by the 
Association of Salaried Medical Specialists (ASMS).

The study controlled for potentially confounding factors such as 
specialty choice and the number of hours worked. The disparity 
exists between males and females of the same age, in the same 

specialty, working for the same hours per week in their DHB 
employment. The gap increased to 13.6% between male and 
female specialists with one child, and 17.2% between male and 
female specialists with two or more children.

ASMS has said it will request to introduce gender pay audits 
using mutually agreed methodology to try to eliminate this 
inequality. The full report can be read on the ASMS website  
www.asms.org.nz

Zero Carbon Bill
The NZSA was pleased that the Climate Change Response (Zero 
Carbon) Bill was passed into law last month. Our submission 
supported the Bill’s targets to reduce greenhouse gas emissions 
to net zero by 2050; and to reduce biogenic methane between 

24-47 per cent by 2050. These targets are intended to keep global 
warming to within 1.5C by 2050, as per the Paris Agreement. The 
Bill also creates an independent Climate Change Commission to 
advise the Government on how to achieve these targets. Thank 
you to our Environmental and Sustainability Network for their 
work in drafting this submission.

PHARMAC medical devices
PHARMAC has evaluated the submissions received in response 
to its medical devices consultation and says the strongest themes 
to emerge from feedback included: the need for transparency; 
differences between medicines and medical devices; the 
importance of appropriate expertise in decision-making; and 
timeliness in decision-making. PHARMAC representatives 

attended the NZSA Executive Committee meeting in October 
and said it had taken on board our recommendations calling 
for anaesthetists to be represented across a diverse range of 
committees, reflecting the breadth of the specialty’s contribution 
across health services. PHARMAC says it will engage on 
operational details in the first half of 2020 and announce an 
implementation timetable for managing hospital devices, “which 
will bring significant change to DHBs and suppliers.”
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Getting the work-life balance right  
in Rotorua 

In the April magazine 
we began a new regular 
feature profiling DHBs and 

anaesthetic departments. 
In this issue Dr Kim Heus 
writes about the Lakes 
District and highlights the 
many positives, as well as 
the challenges. She was also 

delighted to write profiles 
of her colleagues at Rotorua 

Hospital, highlighting their 
immense contribution to patient 

care and departmental collegiality.

The Lakes District – overview
Rotorua is an inland city of ~65,000 people and famous for 
magnificent geothermal attractions, 17 spectacular lakes, M�ori 
cultural experiences, and world class mountain biking, trail 
running, and white water. Along with Whistler and France, it is 
home to the famous Crankworx mountain bike festival.

One hour south, Taup� is NZ’s largest lake, held within the 
caldera of Taup� volcano, and origin of the mighty Waikato River. 
Population ~25,000, the town is known for the Huka Falls, trout 
fishing, geothermal attractions and skydiving. Taup�-nui-a-Tia 
(the full name of the Taup� region) is gateway to the adventure 
playground of Tongariro National Park, containing Mounts 
Ruapehu, Ng�uruhoe and Tongariro.

Lakes DHB serves a catchment of 9,570 square km, and a 
population of just over 110,000 (a recent 10% increase), which 
fluctuates with tourism and sporting events throughout the year. 
The key smaller communities are Reporoa, Mangakino, Murupara 

and Turangi. Our population has a 
relatively high number of M�ori 
(35%), mainly representing the 
two primary iwi of Te Arawa 
and Ng�ti T�wharetoa, 
with a number of T�hoe 
also. Our Pacific Island 
and Asian populations are 

small but growing. Our M�ori 
staff, patients and wh�nau 
bring music and warmth to the  
work environment.

Over half of our community are aged under 40, with just over 10% 
in the 70+ age bracket. This is a complete contrast with many 
other DHBs, and any perceived advantage is deceptive as a 
significant proportion live with extreme levels of socio-economic 
deprivation. Health literacy is often low, and we see increased 
numbers of paediatric respiratory admissions, advanced adult 
comorbidity relative to age, and early death. The DHB is under-
resourced for this comorbidity, and as with many other DHBs, 
we operate under chronic resource constraints.

Rotorua/Taup� Hospitals – Anaesthesia 
and Intensive Care
Lakes DHB encompasses Rotorua (230 bed) and Taup� (36 bed) 
Hospitals. Based in Rotorua, “The Goldilocks Department” is an 
apt descriptor for the anaesthetic service; Rotorua feels “just right.” 
We are a group of 16 SMOs covering 15 FTE, and supporting two 
BTY1 trainees and multiple medical students each year. We are 
growing, with two new SMOs starting in February 2020.

Our M�ori staf f, 
patients and wh�nau 

bring music and 
warmth to the work 

environment

Sulphur flats at dusk, Polynesian Spa, Lake Rotorua

Dr Kim Heus
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The department is dynamic and 
prioritises SMO wellbeing and 
work life balance, and having 
a mix of full and part-timers 
gives us staffing flexibility 
and resilience. Currently 

we are all anaesthetists but 
are seeking (enthusiastic +/- 
outdoor mad) CICM’s and dual 
trained SMOs to further develop 
our ICU service.

We operate a single roster covering 
five theatres, including one emergency theatre 
and a level II ICU. We support an endoscopy suite (within the 
theatre block), MRI and interventional radiology as needed. We 
cover 2000 acute and 3900 elective cases per year, with ~1800 
endoscopies. Surgical specialities include orthopaedic (35%), 
general (25%), gynaecology and obstetrics (20%), and ENT (12%). 
Visiting surgeons facilitate paediatric, ophthalmology and dental 
lists. The public urology contract is outsourced, however we cover 
the Tokoroa contract for joint replacements (WDHB catchment). 
Trauma and clearing lists help address overflow.

Challenging cases are interspersed with injured ultra-athletes, 
leading to unpredictable variety in the workplace, and at times 
sporting anaesthesia, in all senses of the word. (“is your bike 
OK though?!”)

As with Northland DHB, major upper GI and thoracic procedures 
are no longer performed here, and most major vascular 
procedures are sent to tertiary also. Via the Midland trauma matrix, 
neurosurgical/thoracic trauma and major burns are diverted  
when able.

We pull together strongly as a department, attending weekly 
meetings as business or education/M+M sessions. This regular 
contact, combined with the modest size of the department, 
facilitates rapid uptake of new clinical initiatives and equipment, 
real time discussions of high risk patients, prompt resolution of 

departmental and wider hospital concerns, and effective trainee 
support. We have excellent working relationships with our 
surgical, medical and ED colleagues, and wider hospital staff.

Our wonderful administrator Adrienne Gray keeps the anaesthesia 
flowing and the holidays coming, and we have seen a recent 
transition of HOD (three-year term) from Cambell Bennett to David 
Blundell, excellent communicators and clinicians both. 

We are blessed with skilled technicians, who despite recent staff 
shortages, (two departures for life reasons) and a contractual 
negotiation earlier this year, retain their sense of humour, and 
work extremely hard. Anaesthetists frequently work with DHB staff 
across other disciplines, and effecting change across the institution 
is reasonably achievable.

The hospital vibe is friendly and highly social. Due to a physically 
active staff cohort, it’s common to head out for a bike ride with a 
crew of RMO’s, occupational therapists, physiotherapists, nurses, 
a radiologist and attendants (riding ability and fitness are the key 

discriminators…) Kids swing their poi and ride their bikes to school, 
and the staff choir welcomes patients and 
staff at the hospital entrance each 
morning, singing in harmony.

Taup� Hospital
The Taup� site has a single 
theatre, which facilitates 
endoscopies (surgeon 
staffed), and monthly GA 

dental lists for well children. We 
also travel to Taup� once a month 
for pre-assessment clinics. The 
Taup� ED and medical inpatient unit are 
managed by a mix of general physicians, Fellows of the Academy 
of Emergency Management and rural hospital medicine specialists. 
Advanced laboratory/imaging is managed by Rotorua. We have 
a video link between the Taup� and Rotorua ED’s for challenging 
cases, and urgent transfers to Rotorua are usually by road.

We have a video link 
between the Taup� 

and Rotorua ED’s for 
challenging cases

The department 
is dynamic and 
prioritises SMO 

wellbeing and work 
life balance

A feisty geyser, Waimangu thermal valley
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Anaesthetic staf f profiles
Dave Blundell – recent incoming HOD, Rotorua native, sports 
mad and often (when not on a bike) found wandering the 
forest barefoot, completely at home, like an oversized hobbit. 
Until recently, lead of the acute pain service. Medical Council 
liaison, intern supervisor, Godzone adventure race navigator 
and proponent of spontaneous overnight trips to a hut deep in 
the bush.

Cambell Bennett – looking 10 years younger since relinquishing 

the mantle of HOD in September, equally sports mad, the original 
instigator of the Rotorua perioperative service, interim head of 
the pain service, and lead of our sustainability committee. Great 
progress made as HOD. Often found abetting Dr Blundell in epic 
outdoor missions, and tending to his bees, bikes, and family, not 

in that order. Known for the ability to repair the bike of a colleague 
within seconds, blindfolded.

Tracy Jansen – our South African import via Invercargill, paediatric 
portfolio lead, and shared lead of the preassessment clinic. By far 
the kindest member of our department, mother of one, and loves 
walking in the forest in her free time.

Shane McQuoid – our deep thinker, top equal kindest colleague 

and SOT, also often found wandering/riding in the forest, 
supporting missions to huts in the bush, and dreaming about 
rock climbing and snow.

Duane English – imported in 2017 from Waikato, father of three, a 
quiet thinker with a dry sense of humour, obstetric portfolio lead and 
regionalist. Took the plunge into bucolic lifestyle-block living shortly 
after arriving here, and now spends all his free time gardening.

Mandy Perrin – imported from Belfast in 2004, our GI ERAS 
champion, PGY1 supervisor and former SOT. Passionate 
about good patient care and intern wellbeing. A keen hiker, gin 
connoisseur and adventurer. When she remembers to take a 
holiday, she does it with extreme style.

Babak Hedayati – clinical lead for day surgery, emergency 
procedures and PACU, with an interest in RA and education. ALS 
and EMST instructor, and an excellent colleague for seeking a 
well-balanced opinion. Entrepreneur and fine whiskey appreciator.

Dale Simmers – our most recent arrival in 2018, further deep 
thinker and all round kind person. Generalist with an interest in 
physician wellness, currently developing his regional skills. Has 
aspirations to high altitude adventures when his kids are older.

Maha Naguib – another talented soul with a degree in medical law, 
our M+M lead, ethics committee member and simulation promoter. 
Active work on sepsis and recognition of the deteriorating patient 
pathways. Equally comfortable presenting a grand round and 
biking masterfully around the forest.

Ulrike Buehner – managing the workload of four clinicians, Ulrike 
is our head of Intensive Care, DHB audit/research advocate, and 
heavily involved in QI. Due to her efforts Rotorua participates in 
many ANZICS clinical trials. Kind, enthusiastic, always ready to 
help, and frequently riding her much loved horses through the 
forest.

Martin Thomas – paragon of patience, also completing the work 

of multiple clinicians, Martin is an anaesthetist and Chief Medical 
Officer. Extraordinary effort spent in 2019 mitigating the impact 
of multiple, often concurrent staff strikes. Somehow retains an 
excellent sense of humour, readily available for great advice, a 
keen runner (almost able to keep up with his dog), and brewer 
of superb craft beer.

Laura Kwan – imported in 2017 from Wellington, our airway lead, 
and until recently, DHB trauma lead. Has a keen simulation and 
teaching interest, and is DHB lead for the NetworkZ rollout at 
Lakes in 2020. Major progress achieved in her trauma portfolio 
time, including introduction of in-situ hospital trauma simulations. 
Interests include drumming, biking and cheese appreciation.

Stephen Whiting – locally born international man of mystery, joined 
the department in 2010, and worked as a builder prior to training 

Early morning run at Lake Tikitapu (Blue Lake) trailEmerald Lakes, Tongariro Crossing, Tongariro National Park
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in medicine. Pragmatic thinker, our long-suffering call rosterer 
(managed with humour and logistical genius) and clinical liaison 
for our technicians. Likely capable of administering anaesthesia 
with one hand and renovating a house with the other.

Murray Williams – joined the department in 2018, commuting from 
Hamilton, where he manages an orchard and enjoys the finer 
life. A pragmatic thinker, always with useful clinical experience 
to back a recommendation. Until recently a regular bastion of the 
pre-assessment clinic, not entirely voluntarily.

Andrew Robinson – our details man, ASMS rep, and equipment 
portfolio lead. Can discuss intricate facts 
of any device or contract at the drop 

of a hat. Pianist, IT guru and 
motorcyclist.

Kim Heus – by virtue of being 
“volunteered” to write this 
article, is happily exempt 
from any embarrassing 
detail. Shared lead of 
preassessment clinic, PGY1 

teaching coordinator and liaison 
for transfusion medicine. Mediocre 
trail runner, cyclist and pianist, loves ocean 
swimming, hiking and skiing.

theatre workload, which would historically build up until the 
afternoon if an ICU patient was unstable.

We prioritise between ICU and theatre and have an informal 
second on call option. Being a smaller centre, the unwell 
laparotomy or fractured NOF will often move rapidly from ED 
to acute theatre. Theatre flow is usually uninterrupted, without 
hold-ups transferring patients to PACU or the ward/ICU that can 
be common in other centres.

We do not have true facility to offer Category 1 surgery after hours. 
Overnight, theatre staff come in from home if not working, and 
cases are usually on table within 20-30 minutes. During elective 
hours an additional theatre can usually be made available if acute 
theatre is busy, often at cost of pausing an elective list (rarely 
needed). 

Intensive Care
We cover a six-bed level II unit, adjacent to a six-bed CCU. We 
are usually staffed (funded) for up to five HDU patients, three ICU 
patients, or a combination thereof, and provide haemofiltration 
when required. Senior nurses have operated an ICU outreach 
service since 2014 with great success. The unit is active in clinical 
trials, supported by a dedicated research nurse specialist. The ICU 
SMO functions as an informal duty anaesthetist when able.

We admit 580 per year, about 65% HDU, 35% ICU. We mechanically 
ventilate about 80 patients per year, most less than five days. Bed 
occupancy runs at ~85%, and we normally have the facility to 
admit selected high risk patients for observation, in addition to 
those needing organ support. Frail patients with epidurals are often 
managed on the HDU.

After hours, the ICU challenge is competing urgent demands from 
theatre/ED, and we call for extra hands about fortnightly. Also, as 
anaesthetists managing an ICU, we are fortunate to have superb 

support from our tertiary referral centres Waikato and Starship. 
We do not have cardiac PCI, renal or neurology onsite. There is 
limited access to interventional radiology. We do not yet have a 
formal ICU outcome follow up program.

Things we do well include relevant research/QI outcomes being 
rapidly incorporated into daily ICU practice, and recent excellent 
work on antimicrobial stewardship. The hospital wide approach to 
the deteriorating patient is improving, via combined approaches 
of teaching, outreach service, SMO-led communication, and the 
introduction of paediatric and obstetric early warning systems.

The DHB is involved in an initiative to streamline patient transfers and 
improve safety. We have a frequent problem with the limited number 
of ambulances in Taup� being unavailable for urgent transfers.

Pre-Assessment Clinic (PAC)
Our clinic model is nurse specialist led, supported by myself and Dr 
Tracy Jansen. Our dynamic team of seven nurse specialists work 
mainly autonomously, seeing patients five days a week, developing 
clinical pathways with anaesthetist support, and assisting surgical 
teams to manage complex local anaesthetic patients as required.

We are progressing 
to safer shif ts  

and have recently 
moved to eliminate 

24-hour call

Anaesthetists Rotorua Public Hospital, L-R Back row: Andrew Robinson,  
Mandy Perrin, Maha Naguib, Ulrike Buehner, Igor Otahal (locum),  
Duane English; Front row: Cambell Bennett, Martin Thomas, Dale Simmers, 
David Blundell; Lying: Shane McQuoid. (Absent: Kim Heus, Laura Kwan,  
Tracy Jansen, Stephen Whiting, Murray Williams and Babak Hedayati) 

On Call Experience
Our call is consultant led, and after 5pm one anaesthetist covers 
acute theatre, ICU, pain, obstetrics and trauma. Typically, busy 
until midnight, and about 65% of the time we may work partially 

or continuously throughout the night. We are progressing 
to safer shifts and have recently moved to eliminate 24-hour 
call. We are trialling variations of call rosters and considering 
splitting ICU/anaesthetic rosters. A second call person works 
weekend mornings to begin acute theatre cases, usually allowing 
the primary anaesthetist to complete the ICU and pain rounds 
undisturbed. This has been a great success for managing the 
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Initiated in 2011, this model has been cost effective, and reduced 
day of surgery cancellation rates. Nurse specialists assess ~3400 
patients per year, ~30% via phone. About 30% of patients are 
seen by both nurse and anaesthetist; this number remains stable, 
however the time/complexity per patient is increasing. We liaise 
frequently with our GPs for complex patients via a Rotorua GP 
email system.

Anaesthetists see unstable ASA 3 + all ASA 4, cases >2h and 

any patient where a concern is identified. Typically, we run 
two and three anaesthetist clinics per week, and see all bowel 
resection patients as part of the single day Enhanced Recovery 
after Surgery pathway. PAC initiatives in development include a 
prehabilitation pathway, an MDT pathway for high risk patients, 
and annual audit of high risk patient outcomes (non/operative).

High risk cases undergo departmental review at weekly SMO 
meetings, resulting in robust collegial discussion, and very few 
cancellations for our complex patients. There has been a notable 
shift in our relationship with surgical colleagues in recent years, 
focussing on getting appropriate operations to the right patients. 
It is increasingly common for our surgeons to refer frail patients 
to us for risk assessment. 

Acute Pain Service/Regional Anaesthesia
Our Acute Pain Service (APS) is managed by two nurse 
specialists, who are supported twice weekly by an anaesthetist, 
and informally by an available anaesthetist at other times. After 
hours calls go directly to the anaesthetist. The APS is a superb 

resource for inpatient teams. We aim to have a single anaesthetist 
as the primary point of contact for complex pain patients, which 
are often discussed at our weekly departmental meetings. Many 
in the department are keen regionalists, and while we do not have 
a formal RA service currently, those able to block can usually 
be found.

Obstetric Service
Lakes has ~1500 deliveries annually, and a 24% LSCS rate, 50% 
emergency. All BMI > 40 and other high risk patients are seen 
in clinic. BMI >50 patients and complex materno-fetal concerns 
are usually referred to Waikato or Auckland. Lacking a dedicated 

obstetric theatre, emergency caesareans are managed as part 
of the acute theatre flow. The true category 1 CS remains a 
challenge. Our surgeons are relatively forgiving as we juggle 
acute obstetrics with the remaining workload!

Many women receive a remifentanil PCA in labour, and epidurals 
are sited less frequently than comparable units. This system 
primarily reflects the variable availability of the single anaesthetist 
after hours. A 2016 audit highlighted that maternal satisfaction 
with PCA is high, and many bridged with PCA while awaiting 
epidural decide against one. When there is an obstetric indication 
for epidural, or a clear maternal request, this is usually promptly 
facilitated. Midwifery presence in theatre for LSCS is rare at Lakes 
due to chronic midwifery shortages in the region, which the DHB 
is actively trying to address.

Key Rotorua positives
• Collegial hospital atmosphere, strong departmental cohesion 

and dynamic forward direction.

• Motivated department, with many members giving input into 
multiple wider hospital functions.

• Efficient patient flow.

Key challenges
• Matching recruitment and FTE with increase in workload 

as comorbidity/case volumes increase.

• Maintaining continuity of good ICU care and handover.

• A concerning exodus of theatre nurses in the past two years 
– retention of senior staff remains challenging, due to the 
demands of after-hours work, and chronic short staffing.

• Mild anaesthetic technician shortfall – we will cancel lists (or 
amalgamate urgent cases between lists) to maintain safe 
staffing levels.

• Inter-hospital transfers – a timely, well-resourced system is 
in development.

• No chronic pain service at Lakes is a profound gap for our 
patients. Funding is available for referrals to Tauranga and 
Waikato however transparency/accessibility remain ongoing 
challenges.

Mt Ngauruhoe and Tongariro in background. Featuring the (not so) recently departed Dr Ryan Jang (now at Northland DHB)
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Research, Audit and Qualit y 
Improvement Initiatives
Current trials in progress are PLUS, TAME, BALANCE  
and REMAP-CAP. 

Examples of Clinical Governance/QI initiatives in progress:

• Medication prescribing safety.

• Serious illness conversation staff workshops.

• The frail patient journey – an MDT initiative between GPs, 
anaesthetists, ICU, our lead geriatrician and surgeons.

• NetworkZ simulation rollout 2020.

Private work – Southern Cross Hospital, 
Rotorua
Southern Cross Hospital has three theatres and completes ~2500 
cases per year. These are a mixture of private, DHB and ACC 
funded; and are mostly orthopaedic, general, ENT and endoscopy, 
with occasional maxillo-facial and gynae lists. The public urology 
contract is completed at Southern Cross. The hospital has a 12-
bed inpatient unit supported by nurse specialists, and HDU level 
support is available for short periods. The staff are skilled and 
the atmosphere happy.

Life in Rotorua
Recreational Activities and Events

Mountain biking is king, and nothing surpasses an early morning 
blast along the trails. Locals live within easy distance of the forest 
and lakes, yet Rotorua is also only an hour from spectacular east 
coast beaches and Lake Taup�, with Tongariro National Park and 
ski fields a further short drive away.

Throughout the year multiple sporting and tourism events boost 
the population. Notables include the Crankworx Mountain Trail 

Bike (MTB) festival held annually at Skyline gondola, the Tarawera 
Ultramarathon, the Tussock Traverse and Goat adventure runs – 
both held in Tongariro National Park; the Enduro/Downhill MTB 
competitions, and the single speed MTB champs (single-gear 
bikes + hilarious costumes racing the forest trails).

A brisk walk or ride to any high point in Whakarewarewa 
(Redwood) forest provides an excellent view of the city, and 
the forest/lake trails are magical. The Pohutu Geyser in town, 
and the major thermal valleys (Waimangu and Wai-O-Tapu), 
are extraordinary. Multisport, and all water activities (excluding 
surf) are huge here, and we have an active white-water kayaking 
community based at Okere Falls, just out of town.

The lakes are divided into active and passive (no engines allowed), 
so you can get an adrenalin fix and find your zen. Attractions 
such as Rainbow Springs, Skyline Gondola and Luge, and the 
Agridome are popular, as are zip-lining and canopy tours. Kuirau 
thermal park offers close ups of bubbling mud, making it hard to 
forget that the city is built on a volcanic caldera. Music and kapa 
haka are massive, and there are decent climbing options.

Dining, climate and life

There is a dynamic feel to the region, with recent improvements 

to the CBD. We have weeknight and weekend markets, and 
excellent eating and accommodation options for all budgets. The 
locally brewed Croucher beer is famous, and the pub on the 
eastern forest edge is perfect for a fresh ale after a ride. Many 
people move to Rotorua to raise a family, for affordable housing, 
and the excellent schooling options. The eight-minute commute 
to work is a bonus!

The sulphurous smell is notable in thermal parts of town, and 
Rotorua enjoys a mild temperate climate, often a few degrees 
cooler than surrounding cities, with minimal wind. Snowfall in 
Rotorua is rare and caused much excitement when this last 
occurred in 2017.

Check out what Lakes District has to offer!

www.rotoruanz.com 
www.riderotorua.com 
www.redwoods.co.nz 
www.lovetaupo.com

For those looking for a break from large centre work, we are 
currently looking for a fixed term one year, start date and FTE 
flexible. The best things about Rotorua are the wonderful people 
and epic outdoor options. Come and join us!

Rotorua Hospital
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Environmental sustainability –  
what can you do?

Environmental sustainability is on 
everyone’s mind these days, and 
certainly for many clinicians. The 
situation in healthcare is complex; 
healthcare is a big contributor to 

carbon outputs and waste, but 
also stands to be affected by the 

devastating implications of pollution 

and the climate crisis on global health.

As trainees, environmental sustainability can feel so big as to 
be outside our scope of influence. However, we must not forget 
that we are the anaesthetists and clinical leaders of the future. If 
we make even small changes towards sustainable practices, the 
effects will be huge over our whole careers. It’s important that we 
continue to advocate for environmentally friendly decisions by our 
governments and DHBs. We all need to be activists to protect 
the future of our planet. 

But, in a practical sense, what can we actually do? 

Bring your own reusable cof fee cup and 
water bot tle
Every year New Zealand sends nearly 300 million coffee cups 
to landfill. We also have a huge plastic bottle problem – only 
35% of packaged drinks end up getting recycled, with the rest 
contributing to waste. Many DHBs are introducing water bottle 
refilling stations. Some anaesthetists even swear that coffee and 
water taste better from reusable vessels – although that may be 
the taste of moral superiority! 

Make environmentally friendly  
travel choices
Many people don’t realise how much travel, particularly 
international travel, contributes to their carbon footprint. By far 
the greatest contributors to travel-related DHB carbon emissions 
are SMOs. However, as environmentally conscious trainees there 
are a few things we can consider. The first is opting for local 
courses where possible to avoid unnecessary flights. The second 
is combining attendance at conferences with a holiday; many 
trainees already do this to save money and consolidate leave, 
and there is an additional benefit of reducing the number of air 
miles per year. Finally, if you have the option of taking business 

class – don’t! Business class travel has a carbon footprint of 
roughly three times economy class due to fewer number of seats 
and greater use of services.

Use low flow anaesthesia and think 
about your choice of agents
All our inhalational anaesthetic agents are greenhouse gases. 
The environmental impact of the agents is related to both their 
degree of absorption of infrared radiation and their atmospheric 
lifetime. The agents with the highest impact are Desflurane due 
to high absorption of radiation, and Nitrous Oxide due to a long 
atmospheric lifetime.  This should be a consideration in planning 
your anaesthetic. An important advance in this area is low flow 

anaesthesia. Choosing lowest possible flows will markedly 
decrease the amount of agent vented to the atmosphere. 

What about TIVA? The impact of Propofol anaesthesia is difficult 
to assess as it requires a life cycle assessment of the Propofol and 
plastic disposables, electricity use and waste impacts. Despite 
this, research suggests it is better than using volatiles.

Reduce your use of theatre disposables
Avoiding unnecessary use of disposables 
makes sense on many levels – it 
reduces costs, decreases waste, 

and may even save the patient 
from unnecessary risk. Consider 
whether all the drugs prepared 
are necessary – having 
additional syringes on the 
drug trolley increases your 
risk of error. Opening sterile 
packaging just prior to use 

reduces risk of contamination and 
wastage. Where offered, make use 
of recycling. 

Make bet ter cafeteria choices
Environmental scientists worldwide are advocating a plant-based 
diet to reduce greenhouse emissions. This seems daunting to us 
meat-lovers, but even a small change in your diet can make a 
difference. Most hospital cafeterias offer vegetarian meals – give 
these a go! Minimise food waste by only buying what you need. 
Finally, try to avoid the packaged snacks which generate lots of 
plastic rubbish (and incidentally are bad for your health).

With thanks to Drs Marty Minehan and Rob Burrell for their 
input on this column. 

Opening sterile 
packaging just prior  
to use reduces risk  

of contamination  
and wastage

Nicole Vogts 
NZSA Executive Trainee 
Representative

The significant impact of healthcare on carbon outputs and waste can seem overwhelming 
and outside our scope of influence, but as clinical leaders of the future anaesthesia 
trainees can make a difference writes NZSA Trainee Representative Dr Nicole Vogts.  
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Environmental Q & A

The NZSA’s Environmental and Sustainability 
Network had its inaugural teleconference in 
October. The Network’s Chair Dr Rob Burrell 

says that it was an opportunity to swap thoughts and 
talk, having previously limited themselves to email. 
“One of the many good ideas raised was a series of  
Q & A articles for the NZSA. So here goes with number 
one in the series.”

Q: How should I dispose of  
unused drugs?
A: Ampoules and contents should go into sharps bins. Syringe 
contents (+/- syringes) should go into a yellow bag, or a sharps 
bin (if there are sharps, or if you are concerned about diversion).

The best place to put drugs is into the patient. Not only is this  

what we do well, it enables drug metabolism, reducing 
environmental exposure.

New Zealand has not been particularly good at keeping 
pharmaceuticals out of our water and ground. Whilst large 
amounts of drugs pass through patients’ livers and kidneys, and 
metabolites go to municipal sewage schemes, there has been 
little pressure to deal well with waste drugs. In fact, (hospital) 
pharmacies have been putting waste drugs, expired medicines, 
and recalled pharmaceuticals into kitchen blenders, and pouring 
them down the sink in enormous quantities. With little regulation, 
hospitals and individuals have been free to do what they wish.

The problem arises when the drugs get to the sewage plants. 
Without data about what is entering the system, those plants 
are not monitoring what leaves and enters the ocean or treated 
water outflow. And many medicines are poorly broken down by 
sewage plants. Sewage plants do not want our unused drugs and 
are making efforts to keep them out.

An alternative place to put unused 
drugs might be domestic landfill, 
(white bags). It is cheap (~$80/
tonne). Municipal landfills are 

lined with plastic, to prevent 
the contents escaping. But the 
disaster at Fox River should 
make us very cautious.

The liquid that sinks to the bottom 
of an intact landfill (the leachate) is 
removed. After limited processing, it 
is usually put down the nearest municipal 
sewer. So, the white bag solution may only delay drugs from 
entering the environment.

There is no incineration in New Zealand. The only drugs 
incinerated are cytotoxics, which go into purple bags and bins, 
and are exported at considerable expense.

Yellow bags (~$1000/tonne) and the contents of sharps bins 
(~$35 for a large one) share a common fate: sterilised by steam in 
a pressurised rotating vessel (rotaclaved), shredded, and “sealed” 
into a higher standard of landfill. Again, leachate can ultimately 
make its way to municipal sewers, and the sea.

Unfortunately, we don’t know enough about the fate of 
pharmaceuticals under these conditions, and some may remain 
biologically active. The drugs of most concern include antibiotics, 
local anaesthetics, sympathomimetics, and propofol (said to 
be very thermally stable) . And then there are the legislative 
requirements of opioid disposal to consider.

Sadly, pressurised steam sterilization is our current best option.

There are two types of sharps bins in common use: the (Daniels) 
hard plastic, reusable ones, and softer (BD make one) versions, 

destroyed with their contents. The hard shell versions get washed 
out before being returned to users. It is not always clear where 
the water goes after washing out sharps bins, however preventing 
intact drugs from hitting the sewers or ground water would be a 
worthy aim, possibly not able to be universally achieved.

Talk to your waste contractor for specifics on how they treat 
hospital waste.

With the above information in mind, a reasonable conclusion is 
that all unused drugs should go down the pathway most likely to 

result in destruction, and least likely to leak into the environment. 
That means yellow bags or sharps bins, perhaps with absorbent 
to rather optimistically prevent loss, diversion, and rapid leaching, 
and that empty syringes might be okay in domestic waste. 

The only drugs 
incinerated are 

cytotoxics, which 
go into purple 
bags and bins, 

and are exported 
at considerable 

expense

A rotoclave disgorging its contents
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Supporting anaesthesia in the Pacific

How are we supporting our Pacific colleagues 
and helping to enhance anaesthesia care in 
the Pacific region? Our special feature on the 

Pacific highlights the reflections of participants who 
attended this year’s Pacific Society of Anaesthetist’s 
(PSA) 30th Annual Refresher Course, with a focus on 
locums who volunteered their services to enable Pacific 
anaesthetists to attend their meeting.  

Dr Indu Kapoor, Chair, NZSA 
Overseas Aid Sub-Committee 
The PSA’s 30th Annual Refresher Course was held in Fiji in 
August and as in previous years, the NZSA and its members 
wholeheartedly supported the PSA and the Course, making it 
the biggest PSA meeting ever held. 

Historically, NZSA and ASA members have provided anaesthesia 
services in various Pacific countries during the PSA refresher 
to help maintain anaesthesia services in these countries, while 
freeing up our Pacific colleagues to attend the refresher – their 
only opportunity to engage face-to-face with their colleagues 
from the region. 

This year we had the largest ever contingent of NZSA members 
who volunteered their services as locums during the week of the 
refresher course. Our volunteer locums came from: Middlemore 

(2), Waikato (1), Wellington (5), Palmerston North (1), Nelson 

(1) and Christchurch (3). I would like to thank PSA member Dr 
Emily Fuakilau who provided invaluable assistance in organising 
locum cover. 

This was the first time provisional fellows (post-FANZCA; three 
from Wellington and one from Palmerston North) volunteered as 
locums under the oversight, mentorship and supervision of Drs 
James Dalby-Ball and Richard Collins from Christchurch. Thank 
you to James and Richard for supporting these fellows. All four 

provisional fellows have come back enthused, wish to remain 
engaged in the Pacific and would like to go back! 

The NZSA and PSA are certainly keen to continue this very 
successful engagement of NZSA trainees in the NZSA’s overseas 
development work. So, for all post FANZCA provisional fellows/
ATY3s, who wish to become involved in development work in 
under-resourced settings, I recommend this as a safe and well 
supported opportunity to get you started.  

Every year the NZSA provides a trainee with the opportunity to 
attend the PSA, through its Trainee Grant. Trainee Dr Marcus 
Lee was the recipient of this grant this year and you can read his 
reflections about this experience in this article.

NZSA members were also busy contributing to the PSA Refresher.  
Dr Dalby-Ball gave a thought-provoking account of Christchurch 
Hospital’s response to the March shooting incident; Dr Zacharias 
presented on his experience with Doctors Without Borders, and 
I facilitated a meeting on the sidelines between ANZCA, PSA, 

 Delegates (largest ever attendance) at the Pacific Society of Anaesthetist’s Refresher Course
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ASA and NZSA to explore ways of sharing ANZCA educational 
resources with our Pacific colleagues. I also coordinated a meeting 
with our Pacific colleagues to streamline the locum process for 
future PSA meetings. Dr Alan Goodey (Immediate Past Chair of 
the NZSA Overseas Aid Sub-committee) explored, with ASA and 
PSA, the logistics of a Fiji National University distant anaesthesia 
training programme in Samoa. 

While clinicians were sharing clinical experience and knowledge, 
NZSA CEO Renu Borst was at hand to assist PSA members 
interested in becoming NZSA Associate members (the NZSA 
offers free Associate Membership for Pacific anaesthetists), 
posting conference highlights on social media and having 
discussions about Pacific needs and future projects.

It was an excellent meeting and a fabulous opportunity to engage 
with our Pacific neighbours! 

I invite you be part of next year’s 31st PSA Refresher Course 
(21-25 September 2020, Lautoka, Fiji). 

Please email NZSA nzsa@anaesthesia.nz for conference 
information or myself at kapoor.indu@gmail.com if you are 
interested in providing anaesthesia services in the Pacific. 

New Zealand anaesthetists, who volunteered their 
services as locums during the PSA Refresher Course 
to enable Pacific anaesthetists to attend the meeting, 
share their insights. Thank you to Dr Indu Kapoor  
for her immense work to organise locums for the  
PSA meeting. 

Dr Richard Collins,  
(locum, Fiji), Christchurch
Why did I offer to volunteer to be a locum anaesthetist in Suva? It’s 
easy to forget just how well resourced we are in New Zealand and 
how privileged we are to have access to high quality continuing 
professional development. I see volunteering in the Pacific as a 
simple gesture of support for our Pacific anaesthetic colleagues 

and their professional development. But it is not a one-way 
street. In volunteering I get the opportunity to learn from their 
practice and culture. Tangible things which I can take home to 
my department. While it may not always be easy to spend a week 
in someone else’s shoes (or operating theatre) the result is a 
Pacific anaesthetic community that is not worlds apart from ours. 

Dr Hamish Holland has volunteered as a locum in the Pacific 
over many years. He is mainly based in Australia and in the 
last year has worked at Wagga Base and Royal Darwin, 
along with casual work sessions for the Nelson Marlborough 
DHB, at both Nelson Hospital and Wairau Hospital.  
 
I first became involved with the PSA and the refresher course 
after being in contact with Dr Sereima Bale. I was very impressed 
that I could travel, work with local staff, using the local resources, 
and leave minimal disruption to the normal functioning of the 
local health service. As a member of an aid team there is a 
danger of living in an expatriate ghetto for your entire trip. In 

addition, because I have worked in 
isolated and short-staffed areas, 
I have an intense awareness of 
the importance of continuing 
medical education activities. 
Over the years it has been 

a pleasure and a privilege to 
work in Fiji and see the steady 
improvement in facilities during 
that time. And that is despite the 
political uncertainties that were a 
feature for some years. 

I regard the opportunity to allow a local practitioner to attend a 
refresher course as one of the most useful “aid” activities that it 
is possible to provide. I have also enjoyed having contact with 

local trainees, junior doctors, nursing staff, medical students and 
technicians; I often come back home feeling I have learnt more 
than I have been able to impart.

It’s easy to forget 
just how well 

resourced we are  
in New Zealand

The new PSA Executive 

Dr Graham Roper,  
(first-time locum, Fiji), Christchurch 
A chance conversation in a theatre corridor introduced me to the 
opportunity of spending a week at Lautoka Hospital in Fiji during 
the PSA meeting, and it was a rewarding experience I would 
love to repeat. Many years ago, I was involved with a volunteer 
group that visited Lusaka in Zambia to provide cardiac surgery. 
That project was short-lived and required a huge undertaking 
to fundraise and bring to life. Since then, I have always felt 
there should be something simpler that I can do within my local 
region. I enjoy the challenge of working in an environment that is 
different to my usual “comfort” zone and using my skills to teach. 

Lautoka Hospital provides care for the population of the north 
west corner of Fiji and is a busy regional hospital. The medical 
and nursing staff were all welcoming and very appreciative of the 
help we provided, and the junior anaesthetists were keen for any 
teaching opportunities, whether clinical or book work related. It 
was amazing to see how they manage day-to-day with limited 
resources, and to observe their compassion and caring.

I was fortunate to be there on the last Friday of the month when 

all medical and nursing staff who work in theatre gather for a 
combined lunch. It was a great team building activity and they use 
this gathering to show thanks to one another for all the support 
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that they give each other while working. It was a fantastic wh�nau 
moment and so grounding. Staff and patients would light up the 
room with their smiles and it was a joy to meet the real people 
of Fiji.

Dr Petra van der Linden-Ross,  
(first-time locum, Tonga), Wellington
I have been interested in global health 
for as long as I can remember. 
I went to the PSA meeting in 
2016 as an advanced trainee 
(having been awarded the 
NZSA Trainee Grant) and 
was able to see the benefits 
of short-term locums to allow 
local anaesthetists to attend 
their conference. Typically, 
departments in Pacific countries 
are run by a very small group of 
hardworking anaesthetists who rely on 
overseas locums so they can take leave to attend conferences 
and courses. This is an important capacity building step as they 
return with new ideas and training, and benefit from a short break!

Having volunteered in South East Asia and having completed the 
Diploma in Tropical Medicine in East Africa, I found that working 
in the Pacific felt more sustainable and rewarding for me. The 
relationships are long lasting and culturally it feels comfortable 
and familiar.

On a personal level, working in the Pacific makes me a better 
anaesthetist as you need to quickly learn to be adaptable and 

flexible. There may not be all the mod cons you are used to, 
however you can still deliver high quality patient care. It’s always 
a huge benefit to see how other places do things and make it 
work – and very humbling at times. The staff are so welcoming 
and take enormous pride in their work. They are keen for you to 
enjoy your time with them and want to show you their workplace 
and their country. By fostering relationships, I am more aware 
of the areas that can be improved and therefore when I return, I 
can be more useful by using the established framework to build 
on rather than arriving with preconceived ideas.

My advice for trainees is to have a mentor or sponsor to help you 
make good connections. Attend the PSA Refresher to meet some 
of the anaesthetists working in the region, and once you have 
progressed through your training, seek opportunities to expose 
yourself to this type of work.

Dr Phillip Quinn  
(first-time locum, Fiji), Wellington
As a trainee I worked in Hawkes Bay for a year and was fortunate 
to have Dr Kenton Biribo as a colleague. Kenton was in Hawkes 
Bay for over a year of fellowship, after completing his training in 
Fiji. I learnt a great deal from Kenton and noted that some time 
working in the Pacific would be a great project in the future. Fast 
forward several years, and when the NZSA asked for volunteers 
I knew this was my chance.

I worked for a week at Lautoka Hospital in Fiji to support our 
Pacific anaesthesia colleagues to attend the PSA Refresher 
Course. There were two volunteers from the NZSA and two from 
the ASA. Unfortunately, due to equipment problems much of 
the elective surgery was cancelled that week, so the four of us 
were tripping over each other a little, but it did provide time to 
do teaching sessions with the trainees, and we even had some 
time to explore locally. 

The acute surgery workload is intimidating, many of the 
patients are very sick, but the local nurses and doctors handle 
it with skill, and a smile. Volunteering to support the PSA 
meeting is a great way to challenge yourself professionally 
and to promote ongoing anaesthesia education in the Pacific.  
The climate is not too bad either!

Dr Craig Birch  
(first-time locum, Tonga), Auckland
I had been inspired by Dr Tony Diprose 
from Hawkes Bay, and others to 
work in the Pacific and thought 
that this would be a meaningful 
way to assist. I like working in 
different environments and the 
challenge of working outside 
my comfort zone, and to be 
honest the idea of escaping 
Auckland in winter to go to a 

tropical island was appealing!

I was made to feel incredibly welcome 
by all staff at the hospital in Nuku’Alofa, 
Tonga. It’s the friendliest place I’ve ever worked, and we were 
treated to delicious lunches every day and taken out for wonderful 
seafood dinners. I was also humbled by the gratitude that local 
people expressed repeatedly. 

Each day begins with a prayer and a song in the staff tearoom, 

and the singing is moving and beautiful. Staff are so dedicated to 
providing the best possible care for their patients. I was assisted 

Staf f are so 
dedicated to 

providing the best 
possible care for 

their patients

Working in  
the Pacific makes me 
a better anaesthetist 

as you need to  
quickly learn to  

be adaptable

Locum Dr Petra van der Linden-Ross and Dr Siale Hausia, a senior anaesthesia 
diploma student in Tonga
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in theatre by very capable anaesthetic nurses who double up as 
ICU and PACU nurses. Equipment was basic but well maintained 
and I had everything I needed, and more. I was surprised to find 
an ultrasound machine, and a videolaryngoscope available.

There are specialist surgeons and I did Obstetrics, Gynaecology, 
General Surgery, Max Fac and ENT lists. After hours work 
mostly comprised of caesarean sections and the surgeons very 
impressively completed these in 20 minutes. There is a small 
ICU, which had one patient while I was there.  The laboratory 
and radiology services are efficient and organised. There are two 
physicians and two paediatricians on staff. 

I highly recommend working in Tonga, and I hope to return in the 
not too distant future.

Dr Jane Carter, provisional fellow, 
(first-time locum, Fiji), 
Wellington
I was part of a locum team at the 
Colonial War Memorial Hospital 
in Suva, Fiji, allowing local 
anaesthetists and trainees 
to attend the PSA Refresher 
Course.  After signing up for 
the locum role, I confess to a 
rapid decline in bravery. By the 
time I reported for my first day of 
duty, trepidation was the predominant 
emotion! However, I’m pleased (albeit 
embarrassed by the clich�) to describe the experience as 
genuinely satisfying and enjoyable. 

The week provided some stimulating and complex clinical cases – 
lots of diabetic foot sepsis, obstetric patients with severe rheumatic 
heart disease, a typhoid laparotomy, and a lip SCC excision and 
neck dissection which turned into a 20-hour mandibulectomy. 
Theatre was never dull (even for ASA 1 patients) – with variable 
levels of intraoperative monitoring, experimentation with halothane 
gas inductions and frugality where vasopressors and anaesthetic 
technicians were concerned. Our locum team comprised three 

provisional fellows and three consultant anaesthetists from across 
New Zealand; two were (happily, for the rest of us) paediatric 
anaesthetists. Being part of a group meant great practical support 
in theatre day-to-day, and robust evening debriefs, while sampling 
Suva’s restaurants. 

It’s heartening to reflect on strong relationships between 
anaesthetic departments in New Zealand and the Pacific, and the 
scope for making this an even more substantial and sustainable 
connection in the future. Thank you to the NZSA Overseas Aid 
SubCommittee (particularly Dr Indu Kapoor) for coordinating and 
supporting the various Pacific locum groups, and to the theatre 
staff at the Colonial War Memorial Hospital who welcomed us 
with patience and generosity.

Dr Jocelyn Christopher, Immediate 
Past President PSA, Co-convenor 
30th PSA Refresher Course
We were blessed to have three of the founding members of 
the PSA Refresher Course in attendance: Dr Haydn Perndt 
(Australia), Dr Anthea Hatfield (New Zealand) and Dr Sereima 
Bale (Fiji). They each regaled us about how the PSA was founded 
and how the postgraduate training programme for anaesthesia 
was established at the Fiji School of Medicine. It was clear that 
these three distinguished mentors had perseverance, dedication, 
and resilience, as did all those who worked with them at this time.   

The build-up to the meeting included a month-long media 
campaign in Fiji to highlight the 30th anniversary of our meeting 
and to educate the public on the role of anaesthetists – across 
operating theatres, intensive care, and hospital emergency teams. 

Officiating at the meeting’s opening ceremony was Dr Ifereimi 
Waqainabete, the Fiji Minister of Health and Medical Services, 
who is also a local surgeon. The theme of “Safe Anaesthesia in 
Times of Disaster” was chosen to highlight global warming and 

climate change issues faced by our member countries, including: 
more frequent and severe cyclones, flash flooding, eroding coastal 
areas, erupting volcanoes, moderate to severe earthquakes and 
the constant threat of tsunamis. In his speech, Dr Waqainabete 
acknowledged these challenges and encouraged the continued 
practice of quality, safe anaesthesia and disaster preparedness.

Conference attendees came away with fresh ideas on how to 
approach safety at work and at home in the face of climate 
change. As always, we also spent time discussing anaesthetist 
wellbeing in our region. We listened to quality talks, and there 
were excellent courses, great learning and collegiality. We also 
celebrated how far the PSA has progressed. A major highlight of 

the week saw the PSA adoption of the WFSA-WHO International 
Standards for Safe Practice of Anaesthesia. 

New and old friendships were strengthened, and networks 
established. There was no shortage of great food, wines, 
fresh coconuts, afternoon sports, sun, sand and sea.   

We thank our members, the speakers and guests for attending 
and for contributing to the success of our meeting. We thank 

The week provided 
some stimulating 

and complex 
clinical cases

Discussing the distant anaesthesia training program for Samoa
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every one of the locums who worked that week in the Pacific. We 
thank our sponsors for their unwavering support; RACS, NZSA, 
ASA, GE Healthcare, Mindray, and the Fiji National University.

I wish the new PSA Executive Committee all the best, as they 
lead us into a promising future!

Dr Marcus Lee, a final year trainee 
from Auckland, was this year’s 
recipient of the NZSA Trainee 
Grant. The grant contributes to a 
trainee’s travel and accommodation 
costs so they can attend the PSA 
Refresher Course. Marcus shares his 
experiences of attending, describing 
it as a “privilege.”
As a trainee in New Zealand, I have worked with many consultants 
who have strong links to the Pacific. This led me to develop 
a strong interest in becoming involved in the Pacific in some 
capacity. 

Conference delegates came from the Pacific Islands, South East 
Asia, New Zealand and Australia, and all enjoyed Fijian hospitality, 
camaraderie and learning via presentations and practical courses. 
The conference theme was “Safe Anaesthesia in Disasters” and 
particular highlights for me included the presentation by Dr James 
Dalby-Ball about how the team at Christchurch Hospital dealt 
with the March mass shootings, as well as the talk by Dr Mathew 
Zacharias about his work over several decades with Médicins 
Sans Frontières (Doctors Without Borders). It was also interesting 
to hear about the founding of and the international accreditation 
of the Fiji Medical Assistance Team, which is the first of its kind 
in the Pacific Islands. 

I was also in awe when meeting some of the stalwart pioneers 
of anaesthesia in the Pacific, including Dr Sereima Bale, one of 
the first local anaesthetists in Fiji and a co-founder of the PSA. 

She shared insights on the hurdles they faced founding the PSA, 
and explained that under the laws of the time, they needed to 
obtain parliamentary approval to establish a professional society. 
The initial request was buried under piles of paperwork and red 
tape until she realised the exact person she had to speak to was 
the surgeon sitting in the operating theatre tearoom that very 
day! After she made her request to him in person, approval was 
granted the following day. 

I took part in the Major Incident Medical Management and 
Support (MIMMS) course, an internationally recognised course 
on developing a systematic approach to mass casualty events. It 
was well organised and well presented (mostly by the local Fijian 
faculty), covering topics such as communication and organisation 
for mass casualty events, via lecture-based formats, small group 
problem based learning and practical scenarios to put the theory 
that we learnt into practice. 

The conference also included country specific updates on projects 
by anaesthesia doctoral students from the Fiji National University. 
These were eye opening, and I learnt how vulnerable the Pacific 
Islands are to the devastating effects of climate change. Some 
Pacific nations are experiencing regular, strong cyclones with 
increasingly short intervals, hence the strong relevance of the 
conference theme. 

Personally, the conference highlight was building connections with 
people across the Pacific. I had always known there was a strong 
Pacific-New Zealand link, and this was reinforced. I enjoyed 
learning about the many ways to become involved, including 
locum work, helping with education, or doing a provisional 
fellowship in Fiji. 

The intertwining of the New Zealand and Pacific anaesthesia 
communities is incredibly valuable and should be continued by 
trainees into the future. Thank you to the NZSA for the Trainee 
Grant and I strongly encourage anaesthetic trainees to attend 
future PSA meetings.

The Tongan anaesthetic team added colour and culture with their exceptional performance
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Mentoring workshop 

“Mentoring is a 
supportive learning 

relationship between 
a caring individual 

who shares his/
her knowledge, 
experience and 

wisdom, with another 
individual who is ready 

and willing to benefit from this exchange to 
enrich his/her professional journey.”

“Mentoring is a long-term relationship that 
meets a development need, helps develop 

full potential, and benefits all partners, 
mentor, mentee and the organisation.”

Suzanne Faure

Anaesthetists from across New Zealand gathered in Auckland on 
4 November for an introduction to mentoring workshop, facilitated 
by the NZ Coaching and Mentoring Centre. The Centre’s Director 

Aly McNicholl has worked with organisations across New Zealand 
and Australia, offering in-house and external courses in coaching, 
mentoring and leadership development. The workshop aimed to 
introduce participants to “The Mentor’s Toolbox” – a succinct guide 
on how to start and sustain mentoring relationships, run sessions 
and use a set of skills and tools to guide the mentoring process. We 
learnt about goal setting and how to deliver feedback effectively.

What became apparent (at least to me!) was that many of us were 
unconsciously “coaching” trainees to acquire the technical skills 
necessary to master anaesthesia as well as “coaching” trainees 
through exams – a skill that will come naturally to some educators, 
but many of us are not familiar with the role of mentoring. This 
may stem from the paucity of mentors through our own training 
as registrars, and the lack of role models to represent gender 
and ethnic diversity. I became clear however that the benefit of 
mentoring; both cross generationally and peer-to-peer can be 
invaluable for both the mentor and mentee.  

The workshop took the form of informal talks and role play 
using scenarios presented by participants. One of the skills Aly 
emphasised was listening and then taking time to reflect on what 
was said and then reflecting it back to the “mentee,” but reframed 
in your own words.  It was highlighted that although we may think 
we are good listeners, often we are listening but at the same time 
formulating our response, in order to share our wisdoms. When 
you practice listening without the expectation of coming up with 
advice, wisdom or narrative in response, it can be an enlightening 
experience. To be present and ensure that the person talking 

to you feels truly heard is a valuable skill we should all look to 
practice, as practice it surely takes. 

We learnt some of the pitfalls of mentoring – getting stuck in our 

own narrative, interrogating the mentee, moralising, critiquing 
and generally taking over. These are all unconsciously done by 
many of us with the best of intentions, however it is not helpful for 
either party.  So, a clear guide to how to even start the mentoring 
conversation is invaluable to prevent you from drifting into these 
common pitfalls. Aly presents this guide as the 7 SIMPLE SKILLS:

• Be purposeful: Start fast and finish strong.

• Listen – really work on those listening skills!

• Reflect – reflecting feelings and meanings back to  
the mentee.

• Notice – be present in the moment.

• Positive Feedback – validate their experience, say what 
impressed you.

• Ask one or two good questions – not to gain information but 
to get the mentee to think and reflect.

• Share an alternative perspective.

The day also provided an opportunity for anaesthetists with 
an interest in mentoring to meet, network and catch up with 
colleagues, including a recent Fellow who provided insight on 
the mentoring they had received during their training. Some were 
mentoring already within an established mentoring program, 
others were informally mentoring trainees and colleagues, but 
looking to enhance their skills and knowledge. Some, like myself, 
had not formally mentored trainees or attended any mentoring 
courses prior to this. The training day enabled me to approach 
with some confidence, the task of establishing a group of willing 
colleagues to mentor our next intake of registrars and to have a 
framework to begin my journey as an effective mentor.

Excellent feedback about the course included these comments: 
“listening better, not giving advice too early,” “great integration 

of research literature and practical examples,” “having some 
structure for difficult conversations and mentor relationships,” 
“learning to feed forward,” and “practical solutions to dealing 
with problems.”

By day’s end, participants were eager to learn more 
about the delivery of feedback, the specifics of setting 
up a program, and how to approach mentoring people at 
different stages of their careers. 

There are additional programs available to look at upskilling as 

both mentors and coaches, so please look at the NZ Coaching 

and Mentoring website www.coachingmentoring.co.nz/training 

for details. 

Emma Patrick 
NZSA’s Welfare 
Representative

Dr Emma Patrick, the NZSA’s welfare representative, shares her impressions of the 
NZSA one-day workshop held last month to introduce participants to mentoring.
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Doctors Wellness Retreat

The Doctors Wellness Retreat is a three-day 
program designed by health professionals for 
health professionals. 

With increasing levels of stress and burnout within the medical 
profession, as evidenced in recent research by the ASMS, this 

impacts significantly upon quality of life and also quality of patient 
care. The Retreat provides a beautiful setting to interact with a 
small group of up to five doctors from a range of specialties. Issues 
which confront medical practitioners in today’s environment are 
discussed with a focus on learning practical tools to reduce stress 
and to enhance wellbeing. There is a diverse range of interactive 
sessions and activities leading to the development of an individual 
wellness plan. 

The Retreat is held at a 30-acre alpaca farm in Marlborough and 
located on a peaceful hilltop setting overlooking the vineyards 
and mountains with panoramic views of the surrounding area. 
Accommodation and meals are provided on site. The Retreat 
team is led by Dr Helen Austin, a consultant psychiatrist with 
a long-standing interest in the areas of reflective supervision 
and physician health, and all the facilitators are mental health 
professionals with health and wellbeing qualifications. The 
program covers topics including burnout, vicarious trauma and 
self-care, with practical sessions including yoga, mindfulness, 
art and bushwalking.

The Retreat provides the following:
• Evidence-based information and strategies presented by 

health professionals for health professionals

• A small group of no more than five participants allowing 
stories and experiences to be shared

• Networking with colleagues from different specialties

• Practical tools for self-care to be implemented on a  
day-to-day basis and incorporated into the workplace

• Development of individual wellness plans

• A break from routine to focus on wellbeing to allow participants 
to continue to flourish in their personal and professional roles.

• Up to 15 hours recognition for Continuing Medical Education/
Continuing Professional Development purposes.

Retreats are scheduled to run throughout 2020 (from a Thursday 
evening until Sunday afternoon).  The program is applicable to all 
doctors in whatever specialty or stage of training. The numbers 
are strictly limited to a maximum of five participants per retreat. 

Visit www.falconsrise.com for more information, including 
2020 dates, and to book your place or to express interest 
in future Retreats.
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NZATS column

T�n� koe,

NZATS has long advocated 
that a degree program is the 

best way forward for the Anaesthetic 
Technician profession. We wrote to 
the Director of Allied Health group, 
the Medical Sciences Council, 
the NZATS membership, and the 

Clinical Director Group expressing 
this view and outlined the benefits 

of a degree program: improved patient 
safety; increased level of knowledge; 

improved workforce retention; removing the 
financial burden to the training hospital; increasing workforce 
flexibility and sustainability; allowing for bulk training of students; 
and generating a common pathway for registered healthcare 
professionals to enter the Registered AT workforce. The letter 
can be viewed on the NZATS’ website.    

NZATS, along with other key stakeholders, participated in a 
Technical Advisory Services hui held in September to address 
shortages in the Anaesthetic Assistant workforce.  At this meeting 
AUT announced the cessation of their diploma program, causing 
concern regarding the future of the only academic program for 
Anaesthetic Technicians.  However, the Medical Sciences Council 
announced in November that it will work with AUT to deliver a 
degree program, and NZATS welcomed this very positive outcome.

ATs are the ideal group to deliver a flexible perioperative workforce, 
and we are emphatic we will not let this detract from, or dilute 
current workforce professional standards. Whilst it is important 
to acknowledge the history of the AT profession, we must not let 
history hinder its progression.  

In the current healthcare landscape of budget and personnel 
constraints, we feel it is crucial to ensure the importance of ATs is 
understood, and to extend their versatility to become a flexible and 
sustainable workforce.  We do not wish to see the AT profession 
phased out in favour of a cheaper or lower quality but more 
versatile assistant.  The UK’s Operating Department Practitioner 
(ODP) model would serve the New Zealand healthcare system 
well and should seriously be considered by hospitals and the 
Ministry of Health as a viable solution.  This year NZATS wrote 
an article commenting that if a hospital department can prove it 
has an operational need for an AT to have an extended scope of 
practice and is able to generate a pathway for an extended scope, 
then MSC would consider approving such an application.  Now 
is the time to deepen the roots of the AT profession and NZATS 
will continue to work towards strengthening and advancing the 
AT workforce.

You may be aware that the last 12 months have seen a resurgence 
of the Registered Nurse Anaesthetic Assistant (RNAA) competence-

only training program. Whilst NZATS will always welcome RNs to 
become part of the Anaesthetic Assistant workforce, our concern 
has been, and will always be, public safety.

Many employers perceive the RNAA program as a solution to 
the chronic shortages in the Registered AT workforce. In reality, 
the existing Graduate Certificate program from AUT, which 
can be completed in 12-18 months by an RN, is a proven and 
trusted pathway, with a common endpoint for ATs, to become 
an Anaesthetic Assistant.  With the ANZCA PS08 document 
dictating a minimum of 12 months training, surely the Anaesthetist 
workforce would prefer the established and standardised quality 
of an AT in those moments of an unanticipated critical event. The 
RNAA competence assessment program only includes a one-day 
emergency workshop and no exposure to the acute setting if the 
candidate is privately trained. NZATS is working alongside TAS, 
the NZSA and RNAA providers to establish core competencies 
for the anaesthetic assistant workforce, with the aim of avoiding 
any compromise in patient safety.

In other news, NZATS is delighted to have the NZSA’s ongoing 
support in awarding the NZSA Best Anaesthetic Technician 
Speaker prizes for first, second and third at our annual conference.  
Each AT receives a cash prize.  First place this year went to 
Doug Williams from Christchurch Hospital for his presentation 
“15032019 – working in a mass trauma situation.”  It was incredibly 
emotional and insightful for any future mass casualty incidents.  

Our research awards this year were again sponsored by 
Medtronic, both winners taking away a $1000 cash prize.  The 
winner for the Basil Hutchinson submission was Taliha Rogers 
for her submission “Lost in Translation” and the Excellence Award 
for Registered Anaesthetic Technicians was awarded to Elise 
Hemmingsen with her submission “Situational Awareness.” Both 
these ATs were also from Christchurch Hospital.  All three AT 
prize winners have done their hospital and profession proud.  

NZATS is greatly appreciative of the unwavering support of the 
NZSA as well as our close working relationship with the ANZCA 
New Zealand National Committee.  

Until next time, heoi an� t�ku m� n�ianei.

Kirstin Fraser 
Chairperson NZATS

Kirstin Fraser 
NZATS Chairperson

NZATS conference prize winners: Elise Hemmingsen, Doug Williams  
(NZSA Best Anaesthetic Technician Speaker prize) and Taliha Rogers
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webAIRS news
Euglycaemic diabetic ketoacidosis 
associated with Sodium glucose 
co-transpor ter 2 inhibitors (SGLT2 
inhibitors)
WebAIRS has received three reports over the last 18 months 
where Sodium glucose co-transporter 2 inhibitors (SGLT2), also 
known as Flozins, have led to euglycaemic diabetic ketoacidosis 
(EuDKA). In the webAIRS cases, the patients presented for 
emergency surgery and the SGLT2 inhibitors had not been 
ceased beforehand. Fortunately, all three patients were managed 
appropriately, and it was possible to mitigate the degree of harm. 
The blood glucose levels were 3.4, 5.7 and 14 mmol/L and the 
plasma ketones were 1.4, 1.0 and 6.9 mmol/L respectively 
(Normal < 0.6 mmol/L). Two cases were managed in intensive 
care and one case by an endocrinologist on the ward. All three 
cases in this series ultimately had a satisfactory outcome but 
experienced ketoacidosis of varying severity. However, poorly 
treated DKA can be associated with significant risk of severe 
harm or death.  

SGLT2 inhibitors act by reducing the 
renal uptake of glucose and thereby 
increasing glucose excretion in 
the urine. This mode of action 
has the potential for diabetic 
ketoacidosis to develop 
associated with normal or 

with moderately raised blood 
glucose levels. This is known 
as EuDKA, although it should be 
noted that the definition includes 
blood glucose levels up to 14 mmol/L 
which is above the normal range. There 
have been several articles and safety alerts relating to the issue 
of EuDKA published since 2015 (1-4). Perioperative management 
can be divided into the risk factors, methods for prevention and 
if DKA occurs then escalating the management. 

Risk factors

• Patient factors – Management of diabetes with SGLT2 
inhibitors, dehydration, low carbohydrate diet, acute illness, 
sepsis and the stress response to injury or surgery.

• Task factors – Fasting for a procedure, bowel preparation 
for a procedure, emergency case and medical or surgical 
procedures especially major surgery.

• Caregiver factors – Knowledge of the risks of SGLT2i, 
following an accepted management plan and communication 
between team members.

• System factors – Adequacy of protocols and adequacy of 
preoperative instructions.

Prevention

• Assessment – Identify the use of SGLT2i at least three days 
before admission and on the day of admission. If taking 
SGLT2i, check both plasma blood glucose and plasma 
ketones by fingerprick or laboratory test. 

• Planning – Ensure that management protocols are in 
place for the perioperative management of patients taking 
SGLT2i. This should include protocols for elective cases, 
emergency cases, and where DKA is identified on admission. 
It is normally recommended that SGLT2i should be ceased 
three days prior to a procedure and not recommenced until 
dietary intake has completely returned to normal. If dieting is 
recommended prior to a procedure, for instance, in morbidly 
obese patients, then the SGLT2i should also be ceased.

Escalate

• Where DKA is detected, enact protocols for management, 
including a specialist physician, endocrinologist or intensive 
care specialist. Consider management in a high dependency 
(HDU) or intensive care unit (IDU). Where emergency 
surgery must proceed, stabilise as much as possible before 
the procedure.

This article is intended to raise the level of awareness of the 
problem with SGLT2 inhibitors and DKA, especially euDKA where 
blood glucose levels are either normal, or mild to moderately 
elevated. However, it is beyond the scope of this article to provide 
a detailed summary of the issues involved and the management 
of DKA. It is strongly advised that the following references are 
read (1-4) and that all institutions develop their own customised 
protocols and management plans.

The webAIRS Case Report Writing Group
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From the archives 
- 40 years ago

Book Review

The front cover of the 
December 1979 NZSA 
Newsletter carried a black 

border, as sadly, the Society’s 
new President, Jon Broad, 
together with his daughter, 
had died in the recent Erebus 

plane crash in Antarctica. 

It was a busy year with Society 
membership standing at more than 

270, including 14 Honorary and five 
Life Members. The editorial reflected on the 

useful and informative knowledge passed on at combined 
meetings with our Australian and other colleagues. The 
President’s report was presented by Cedric Hoskins and 
there were provincial reports from Auckland, Canterbury, 
Waikato/Bay of Plenty and Otago. It was noted that 
Professor Barry Baker and colleague Bruce Clark had 
successfully climbed Mount Aspiring! 

A Society of Anaesthetist’s tie competition was proposed 
with a prize for the successful entry. David Bush reported 
on a paediatric anaesthesia meeting in Melbourne. A 
referendum for an amendment to the Society’s constitution 
was proposed. Forthcoming events, including an Intensive 
Care Meeting in Hamilton were advertised, as was the 
Registrars NZIG-Medishield Prize.

The historical article, from Dunedin, described Dr John 
Wilkins’ ether inhaler of 1879.

Basil Hutchinson 
NZSA Life Member

‘Going Under’ 
Kitty Holliday is an intern; ranked the lowest of the low in the 
medical world, the baby of the junior staff; clueless, naive, 
overwhelmed and under-appreciated. For many of us, the 
experiences Kitty and her intern friends endure during their first 
year of ‘doctoring,’ will be recognisable, maybe even mirroring 
our own memories of this ‘rite of passage.’

‘Going under’ might mean one thing for us as anaesthetists, but for 
those who are drowning in the difficult years as a Resident Medical 
Officer, ‘going under’ can mean so much more – losing sight of 
oneself, your own morals and ideals and finding yourself doing 
anything to survive through this shift; this roster; this rotation; this 
awful first year as a new doctor. Although the novel’s scenes of 
sex and drugs weren’t recognisable from my own first year as a 
house surgeon, many of the other themes were; friends for life 
made over medical mistakes; ritual humiliation and bullying, and 
a sense of wishing it all to end, somehow, anyhow. 

But we make it through and so does Kitty but not before 
experiencing ups and downs, rural rotations, love interests, 
research opportunities and the discovery of awful secrets about 
how others have coped with the pressures and the strains of 
medical life. Sadly, not everyone makes it out of the hospital 
alive – and that is not just the patients.

As Sonia Henry’s debut book, I found some of the writing clunky 
and not all the scenarios seem possible, although sadly I think 

they probably are. ‘Going Under’ shows us that not much has 
changed since Samuel Shem’s seminal “House of God.” Henry 
is a GP registrar, and says that the novel was inspired by real 
events that she experienced. In media interviews to promote the 
book, she questioned whether big changes have happened ‘on 

the ground’ for doctors in training and believes there is much 
scope for improvement.

Will this be good 
reading for medical 
students? Only time 
will tell if Henry’s 
portrayal speaks to 
the legions of doctors 

who immediately know 
the difference between 
orthopaedic and 
neurosurgical height. 

Review by Dr 
Kathryn Hagen, 
NZSA President 
(Allen & Unwin 2019, 
$32.99)
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Professor Denny Levett
Dr Levett joined UHS in July 2015 as a consultant in critical care and perioperative 
medicine. She’s also clinical lead for cardiopulmonary exercise testing and surgical high 
dependency, and co-lead for perioperative medicine. Dr Levett is experienced in diagnostic 
and perioperative cardiopulmonary exercise testing, perioperative fluid management, 
enhanced recovery after major surgery and looking after high risk surgical patients.

Professor Steven Shafer
Professor Shafer is professor of Anesthesiology, Perioperative and Pain Medicine (Adult 
MSD) at the Stanford University Medical Centre. His professional interests are the clinical 
pharmacology of intravenous anesthetic drugs. This has led him to clinical studies of many 
of the intravenous opioids and hypnotics used in anesthetic practice. However, his passion 
is not the drugs themselves, but rather the mathematical models that characterise drug 
behaviour.

Professor P.J. Devereaux
Dr Devereaux is the Director of the Division of Cardiology at McMaster University. He is also 
the Scientific Leader of the Anesthesiology, Perioperative Medicine, and Surgical Research 
Group at the Population Health Research Institute. Dr Devereaux is a full Professor and 
University Scholar in the Departments of Health Research Methods, Evidence, and Impact 
(HEI) and Medicine at McMaster University. 
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was significantly shorter (P<0.0001) at 1.5 vs 18.6 min respectively. 
Predictability of response was greater with sugammadex than 
neostigmine (98% of patients vs 11% respectively) recovering to 
a TOF ratio of 0.9 within 5 min.1
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to determine the impact of obesity on recovery time following 
administration of BRIDION for the reversal of rocuronium- or 
vecuronium-induced NMB in 865 patients. The primary efficacy 
variable was time to recovery from moderate (reappearance of T2) 
and deep (1–2 PTCs) NMB to a TOF ratio of 0.9 after administration of 
BRIDION.2 References: 1. Blobner M, et al. Reversal of rocuronium-
induced neuromuscular blockade with sugammadex compared 
with neostigmine during sevoflurane anaesthesia: results 
of a randomised, controlled trial. Eur J. Anaesthesiol. 2010 
Oct;27(10):874-81. 2. Monk TG, Rietbergen H, Woo T. Obesity (body 
mass index [BMI] ≥30 kg/m2) has no clinically relevant impact 
upon recovery time following administration of sugammadex: an 
updated pooled analysis of 22 studies. Poster presented at: The 
International Anaesthesia Research Society Annual Meeting; May 
21–24, 2011; Vancouver, Canada. 

Bridion® (sugammadex) is a Prescription Medicine, 
fully funded under Section H of the Pharmaceutical 
Schedule from 1 June 2013. Before prescribing 
Bridion, read the data sheet for information on 
dosage, contraindications, precautions, interactions 
and adverse effects available at www.medsafe.
govt.nz or on request from Merck Sharp & Dohme 
(New Zealand) Limited. Indications: Reversal of 
neuromuscular blockade induced by rocuronium or 
vecuronium. Dosage & Administration: Immediate 
reversal of intense block. 16.0 mg/kg IV, three minutes 
following administration of rocuronium (1.2 mg/kg) in 
adults, (including: elderly, obese patients, patients 
with mild and moderate renal impairment and 
patients with hepatic impairment). Routine reversal of 
profound block 4.0 mg/kg IV following rocuronium- or 
vecuronium induced block when recovery has reached 
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of shallow block. 2.0 mg/kg IV following rocuronium- 
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occurred up to reappearance of T2; in adults; 2.0 mg/
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bradycardia, use in ICU; hypersensitivity reactions 
(including anaphylactic reactions); pregnancy; 
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Potential identified with toremifene, hormonal 
contraception. Could interfere with progesterone 
assay and some coagulation parameters. Adverse 
Reactions: Dysgeusia, prolonged neuromuscular 
blockade, anaesthetic complication (restoration of 
neuromuscular function), hypersensitivity reactions 
varying from isolated skin reactions to serious systemic 
reactions (i.e. anaphylaxis), bronchospasm and 
pulmonary obstructive events. Severe hypersensitivity 
reactions can be fatal. Events associated with surgical 
procedures under general anaesthesia. Isolated cases 
of marked bradycardia and bradycardia with cardiac 
arrest. Based on Data Sheet prepared 02 April 2019.  
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