DAS’s justification of the strategy of DAS Professors of Anaesthesia: 
recognising and advertising excellence

Introduction: the dangers of ‘strategic marginalisation’


The Difficult Airway Society (DAS) has started its transparent process of awarding the title of ‘professor’ (see: www.das.uk.com). DAS is probably the largest specialist society in anaesthesia (just <3000 members). Through its committee and annual general meetings, DAS supports research and audit, developing high profile national clinical guidelines to provide advice on all aspects of airway management. DAS works in partnership with the Association of Anaesthetists of Great Britain and Ireland (AAGBI), the National Institute of Academic Anaesthesia (NIAA) and – as in the case of NAP41 - with the Royal College of Anaesthetists. Senior DAS members interact with government agencies (eg, Medicines and Health Regulatory Agency. MHRA), other medical disciplines, institutes of higher education and others. It has become noticeable that while these other organisations are often represented by a ‘professor’, DAS is not (although our members are equally if not more accomplished in their field). Because of social norms, such artificial difference in titular status is threatening to distort public perceptions and impair DAS’ ability to function effectively as an equal partner in these forums (a state we refer to as ‘strategic marginalisation’). For example, a recent special supplement to Anaesthesia devoted to ‘airway management’ was written by >30 international authors. It is striking that only (and all) the foreign contributors are ‘professors’ but the UK authors (DAS members) are not2. 


Strategic marginalisation has adversely affected at least two other specialist societies. Recently, Yentis reported that the strategic review of the Confidential Enquiry into Maternal Deaths (CMACE) did not contain a single anaesthetist3. We responded by observing that while obstetric anaesthesia probably has no professor, the review committee contained one professor of midwifery and someone styling themselves as ‘doctor’ based on a professional studies degree4. A recent national report on the management of children in emergency departments contained representatives of paediatric surgery and emergency medicine, general practice, ambulance personnel and nursing, but not a single anaesthetist (although the report included comments the conduct of anaesthesia)5. 


Academia is not immune. The Research Excellence Framework (REF; the process through which the Higher Education Funding Councils disburse >£1 billion in university infrastructure support) acts through main panels (~36 members). There is no clinical anaesthetist but there is a professor of nursing and of general practice (see: http://www.hefce.ac.uk/research/ref/). The Academy of Medical Sciences, an influential body which represents the cream of UK biomedical academia contains (of 985 Fellows) 11 professors of general practice (and one nurse) but just one current clinical anaesthetic professor (see: http://www.acmedsci.ac.uk/).
In one sense, titles are trivial because only the strength of argument should matter. Yet, like accents6 or appearances7, titles signify authority. It seems that ~35% of patients don’t realise anaesthetists are medically qualified8,9. If it is also true that fewer anaesthetists are professors, then this false impression may be reinforced10. Of ~1300 medical professors in the UK, <24 are clinical professors of anaesthesia11 (some soon to retire). They are dwarfed also by those in nursing and midwifery, physiotherapy and pharmacy (>150 professors). 

What is a professor anyway? How the concept changed in the UK 1980s – 2010s

In the UK, a professorial title is merely honorific. Certain regulated titles are protected by legislation and used by health professionals to indicate their practice (eg, ‘osteopath’ is protected by the Osteopaths Act 1993; see http://www.legislation.gov.uk/ukpga/1993/21/contents). Using a regulated title without registration with the appropriate body is an offence. Protected medical titles (through registration with the General Medical Council) are: ‘physician’; ‘doctor of medicine’ (but not simply ‘doctor’ which is unprotected); ‘licentiate or bachelor of medicine and/or surgery’; ‘surgeon’; ‘general practitioner’, and ‘apothecary’. ‘Professor’ is not protected and cementing this honorific nature, there is no salary difference between a UK university clinical professor and an NHS consultant. The public perception, however, is that the award is a ‘promotion’. 

This contrasts with some other counties with carefully regulated hierarchies of ‘medical rank’ (eg, assistant/associate/full/endowed professors)12. Purely by convention rather than statute, the professorial title is in the UK conferred by universities. Yet independent colleges (such as art, music or royal colleges) or any self-governing, quasi-academic institution can award the title. The British Academy of Fencing entitles its Masters to use the title of professor (see: http://www.baf-fencing.org/) and teachers at many musical conservatoires are by similar convention called ‘professor’.

Even within universities, the concept of professor has changed radically. Traditionally the single head of an academic department (eg, Chemistry, Physics, Anaesthesia, etc), the Research Assessment Exercise (RAE) changed everything from the ~1990s. Universities realised that merging departments strategically would maximise RAE scores and hence government grant support. Thus History might be merged with Psychology to create, say, a more impressive ‘Human Sciences Division’. Fewer professors (and managers) meant cost savings. This process invariably identified anaesthetic departments as ‘weak’ and these either disappeared, or were merged (eg, a joint ‘Department of Surgery and Anaesthesia’), or retained as units within larger structures (eg, ‘Division of Surgical Science’).  Professorial anaesthetic posts were lost, as has been well documented13. 

Today, collaborative and multi-disciplinary work means that many researchers nominally attached to, say, a Department of Biology might in fact be engineers working in Biotechnology. Cross-disciplinary grants mean that many Principal Investigators (PIs) manage larger budgets than those of traditional ‘departments’. Universities therefore increased the number of ‘titular professorships’ to reward these PIs (now by far the main recipients of university professorial titles).

Are all professors the same? Why so many nursing professors?

Some of us scraped through medical school and postgraduate exams or failed repeatedly, while others took the top prizes, yet we all ended up with exactly the same title of ‘doctor’. In the same way, professors can, underneath the title, be a mixed bunch. Some are PIs with large grants; others are administrative heads of department; some have richly endowed chairs, etc. An ex-polytechnic titular professorship is not necessarily the same thing as a Regius Chair at Oxbridge. 

Several factors likely explain the rise in nursing/midwifery professors. As the polytechnics where these specialties were largely located evolved into universities, conferring the title of professor recognised excellence, was a powerful incentive to recruit high quality staff and students and acknowledged the reality that nursing research enhanced both patient experiences and NHS service delivery. These allied professions collectively realised that titular recognition of senior members would enhance their status within society and in their relations with key organisations such as government agencies. Thus at one large teaching hospital Trust there are 6 professors of nursing, occupational therapy and dietetics (at the associated former-polytechnic-now-university) but no anaesthetic professors (of almost 100 consultants).
Options for anaesthesia
One strategy for remedy is to maximise the position of anaesthetists within universities. However the things most anaesthetists excel in (eg, high quality clinical service delivery, clinical research, audit, teaching and training), are no longer aligned with the main interest of universities (ie, major grant income). Furthermore, many anaesthetists in non-academic Trusts contribute significantly to excellence11  but currently have little hope of securing a titular professorship. Adoption of initiatives such as those contained in the Royal College’s Academic Strategy (Pandit) Report will certainly place anaesthetists in a stronger position within universities, but this will (by very admission of that Report) be over a very long (>10 year) timescale13. Anaesthetists cannot rely on patronage from former polytechnics - although anaesthetists are often involved in training nursing, midwifery and paramedic students, they are not directly embedded in these institutions. 

The second strategy is to take matters into our own hands. A professorial title should be awarded by peers within the same specialty. But this is demonstrably not the case in universities, where anaesthetists are judged by others and against other specialties with very different norms14. It logically falls upon anaesthetic organisations like DAS to constitute the peer group conferring the honorific and as it is not a regulated title, DAS can do this. Like other specialist societies, DAS already confers a medal (Macewen) but without title, it is invisible outside the specialty. DAS Professorships will therefore enhance our national presence (already cemented by our important initiatives such as guidelines, NAP4, etc) and we hope act as a stimulus to other societies to follow suit. At no cost, our award will recognise members who are making a significant contribution to the art and science of airway management and, being open to application, it will be through a transparent process. The criteria match the quality adhered to by universities in their awards. Importantly not restricted to very narrow domains, the criteria make the awards accessible to anaesthetists in all Trusts for activities that we value as a profession. 

Interestingly, our proposal is in tune with government thinking. In its 2011 submission to the Doctors and Dentists Review Body, the Department of Health has encouraged the increased use of non-financial (ie, titular) incentives to recognise the achievements of clinicians in their fields (see: http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@ab/documents/digitalasset/dh_127997.pdf). Furthermore, we have received indication that where a specialty makes a professorial award at national specialty level, a host university will normally reciprocate (ie, universities recognise national, foreign or visiting titles in their rubrics).
Our initiative will incentivise all members of DAS (not just those in universities) to devote even greater effort to advancing the subspecialty interest. This is especially important at a time when DAS – extending the work of NAP4 - is starting the process of facilitating the  place of airway management as a distinct, important subspecialty in its own right will be confirmed.

Limitations of the initiative, potential criticisms (and responses to them)


It might be argued that the DAS initiative will devalue the notion of what a professor is. This is unlikely. DAS will likely elect only 1-2 per year and using criteria identical to those used by universities. The only difference is that anaesthetist applicants will be judged by their peers, rather than by those from other specialities. The likelihood that universities will anyway reciprocate the award counters the notion that these will be just ‘Tricky Vein’ prizes. Some existing anaesthetic professors may fear their own influence within the specialty is diluted. However, they will need to balance this against an enhanced influence outside the specialty engendered by an increase in professors. Four existing professors (all DAS members) have already agreed to help with the process. Non-anaesthetic specialties may fear their influence in UK biomedicine will be undermined and if they do, we would consider our strategy a success!

The initiative will not be divisive within the specialty because non-academics will recognise the pragmatic clinical criteria for awards. It is to be stressed that the titles are to be used to promote DAS as a whole to the wider world, and not as a means of creating artificial divisions within the profession.
Conclusions

It is important to avoid becoming victims to norms imposed by others, especially when the solution lies within our own hands. DAS is proud – once again – to lead the specialty in this important initiative and we anticipate that our method will be a model for other specialist societies, especially those which have recently suffered from strategic marginalisation. DAS Professors of Anaesthesia will not overnight solve all the problems facing academic anaesthesia. However, they will make clear to the outside world what we value in our subspecialty and confirm that – just like other professors – they represent the attainment of excellence.
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