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Part 1: Abstract 

Regional anaesthesia, whereby local anaesthetic is given to a defined region of the 

body, is traditionally delivered within anaesthetic rooms. It is known to decrease 

recovery times, decrease post-operative nausea, decrease post-operative pain and 

increase patient satisfaction when compared to general anaesthesia. 

Many national guidelines, such as those for enhanced recovery and treatment of hip 

fractures, include delivery of regional anaesthesia. 

Expertise and time is needed to perform ultrasound guided nerve blocks for regional 

anaesthesia. It is traditionally delivered within anaesthetic rooms where, due to time 

pressures and often inadequate skill mix, its delivery is often inconsistent, unreliable 

and delivered with limited success rates. 

This innovative project from University College London Hospitals (UCLH) involves 

developing a dedicated area – a ‘Block Room’ – within the theatre complex where 

regional anaesthesia can be carried out in a more focused, specialised and therefore 

reliable and safe environment. A dedicated Block Room will allow nerve blocks to be 

performed in a separate area while other patients are being operated on in theatre. 

This reduces anaesthetic room time and will potentially increase the time available 

for surgical procedures. 

Block Rooms have been in use in North America for the past decade. UCLH would 

be one of the first hospitals in the UK to implement such an innovative service. This 

innovative approach created a hub within the theatre complex. It not only provided a 

location for all nerve blocks to be performed, but also became a hub for educational 

and research. 

During the project we collected data on the number and types of blocks being 

performed.  In addition a series of patient videos were produced to help explain the 

block room and provide a patient resource regarding specific nerve blocks and types 

of surgery. As part of this project we sought to evaluate the patient experience. This 

was done by producing a patient experience questionnaire to help develop a quality 

service. 

 

Account of experience to-date 

The block room project began in 2015. Prior to an application to the Health 

Foundation to help support this initiative, a pilot project had been undertaken. The 

block room had been run for a short period of time to assess its viability and potential 

impact of a fully developed service. The pilot data suggested that there was “value” 

in the service in terms of patient care and cost savings to the Trust. 

With this pilot data an application was submitted to the Health Foundation to set up 
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the service for a period of one year. Prior to initiating this service, agreement was 

sought at trust board level within UCLH by the the chief executive and medical 

directors. 

The grant from the Heath Foundation was used to staff the block room allowing a 

consultant specialist and support nurse to be available five mornings per week 0730-

1300. The Trust allowed use of equipment, physical space and administrative 

support to help staffing. 

An initial period of promoting the project and block room commenced prior to 

commencing the service. This involved presenting at departmental meetings and 

audit days. Articles promoting the block room were also written for the trust 

newsletter and intranet sites. 

This promotion has been ongoing and more recently the UCLH communications 

team has worked with the block room to promote the service as an exemplar model 

beyond the local hospitals. We were recently runners up at the Health Service 

Journal Awards and currently a piece is being written about the block room for the 

Mail on Sunday health section. 

During the setup stage a variety of protocols and standard operating procedures for 

the block room were written. This was a collaboration between the various 

consultants staffing the block room. A staffing rota was devised and meetings held 

with our department clinical lead to ensure all sessions were covered and job 

planned.  

The block room was staffed to run every morning from 0730-1300 five days a week 

by an anaesthetic consultant with an interest in ultrasound guided regional 

anaesthesia. There was a nurse assistant allocated to the block room to provide 

support. As well as being a clinical service, the Block Room was also an excellent 

training opportunity. A training programme with clear goals and objectives in regional 

anaesthesia was setup by the team. As such it was agreed that a senior anaesthetic 

trainee would also be allocated to the block room daily. This allowed us to ensure a 

core team of three people (consultant, trainee & nurse) were staffing the block room 

each morning. 
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Data collection for the project is an ongoing process as the service continues. Data 

has been collected via several sources: 

 A database has been developed that is embedded within the current hospital 

electronic record. This is inputted to directly by the clinicians performing the 

nerve blocks on a real time daily basis. 

 Periodically information on operating theatre activity can be extracted from the 

formal operating database, OPERA. 

 A paper style patient satisfaction questionnaire has been developed to 

periodically gauge the patient experience of the block room. We are currently 

looking to embed this into the electronic database. 

Testing the innovation 

The block room has been tested and measured in a variety of ways, both objective 

and subjective. These include: 

Objective data on performance from the block room database and theatre OPERA 

system. This includes: 

 Number of blocks being performed 

 Types of blocks being performed 

 Complications of nerve blocks 

 Start times of those operating theatres supported by the block room 

 Finish ties of those operating theatres supported by the block room 

 Number elective surgical cases undertaken 

 Number of emergency surgical cases undertaken 

Objective data on the patient experience from patient satisfaction questionnaires 

Subjective information on the impact of the block room from: 

 Patient stories/quotes 

 Feedback from colleagues and other health care workers 

 Feedback from trainees 

Objective data on education success, from trainee log books and submissions to 

meetings of audits and research. 
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The block room has been well received by the whole hospital. The feedback from 

colleagues, patients and health care staff has been outstanding.  

Initially when we first commenced the service we “had to go looking for work”. The 

service has become so embedded that people now call us for help, not only from the 

operating complex, but from inpatient wards, intensive care and accident and 

emergency. 

The Block Room has increased the number and types of blocks being performed at 

UCLH. The Block Room has managed to achieve this whilst still having a positive 

impact on theatre efficiency. This has translated into economic savings. 

There have been a number of challenges along the way. Perhaps the most notable 

is the ever changing landscape of the NHS. Since its inception the operating lists 

have changed several times including timings and locations. This has had an impact 

on efficiency and planning for the service.  

In order to run the block room we rely on a core group of skilled anaesthetists. Even 

with forward planning, on occasion the block room service has been impacted by 

sickness elsewhere within the department. This has meant the block room has, on 

occasion, been closed to allow staff movement and facilitate another operating list to 

continue. 

A recent change in WHO checklist practice across the hospital has meant that some 

of the efficiency savings we first saw have been reduced. The primary surgeon must 

now be present for the WHO checklist prior to any procedure being performed, 

including nerve blocks. This has had an impact on the ability to parallel process 

patients. Fortunately, with engagement from surgical colleagues we have managed 

to alter the patient flow to avoid having patients needing nerve blocks being first on 

the operating lists. The efficient running of the block room has required serial 

measuring and adaptation to ensure its success. This has been achieved by utilising 

OI techniques such as run charts and PDSA cycles. 

One of the biggest challenges has been demonstrating the economic impact of the 

block room. The goal of allowing extra cases to be performed through time savings 

throughout the day is affected by numerous other hospital variables outside of the 

block room. A lack of hospital beds, recovery staff, cancellations and poor list 

planning are such examples. Due to such variables, despite the efficient running of 

the block room, the desired outcome of extra cases may not materialise. 

Overall the outcomes for the block room have been extremely positive. The service 

has become embedded within several surgical pathways including those for breast 

cancer surgery and orthopaedic hand surgery.  
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The block room has also allowed the anaesthetic workforce within UCLH to be more 

flexible. For example, on a shoulder operating list where patients require nerve 

blocks, the primary anaesthetist supporting that theatre no longer needs to be 

proficient in performing those blocks. They now have the facility of utilising the block 

room service. This has meant a more reliable and consistent care for patients. 

The main learning points have been: 

1) To engage as many people/groups as possible to support the project, 

including non-clinical, such as IT support and communications teams. 

2) As with any service you need to go the “extra mile” initially to ensure its 

success.  

3) The NHS is an ever changing climate. Changes within hospital process need 

to be periodically reviewed and managed in a dynamic way to allow the 

service to work. 
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Part 2: Progress and outcomes  

Course of intervention with examples of adaption 

The block room commenced as a formal service in August 2015. The facility runs 

every morning between 0730-1300 five days per week. The room is staffed by a 

consultant anaesthetist with a specialist interest in regional anaesthesia, a trainee 

anaesthetist and a nurse. The physical space is located adjacent to the operating 

theatre corridor at UCLH and has five fully monitored bays allowing procedures to be 

carried out with the highest level of safety. Each morning the consultant and trainee 

attend the morning handover meeting with the duty consultant who runs the shop 

floor to identify any potential emergencies/ list changes/ staffing issues etc. 

At this point all patients deemed suitable for a nerve block are identified. Direct 

communication is had with the operating teams involved with those patients. The 

appropriateness of the the nerve block is discussed and after this a “running order” 

list is made for the morning. Each patient is then seen and consented either by the 

trainee or consultant. 

 

The patients are then brought up to the block room. Once arriving in the block room 

confirmation is sought with the operating theatre team that a WHO team brief has 

occurred and there are no issues or changes to list order. This is imperative to 

ensure there are no errors to patients receiving nerve blocks. An example of such an 

issue that may arise at this stage is identification of a lack of surgical kit or 

appropriate post op bed, meaning list orders may be changed. 

 

Once confirmation is obtained the patients undergo all necessary checks including a 

WHO surgical safety checklist. The correct surgical site is marked. They then have a 

cannulae inserted with full standard monitoring as per AAGBI guidance. The patient 

is then prepared for a nerve block. Prior to needle insertion a second “stop before 

you block” time out is undertaken. The nerve block is then performed. After the nerve 

block is performed the patient will remain fully monitored as per guidelines until 

collected to be taken to the operating theatre for their procedure. 

 

During the running of the block room a number of changes have ben made in terms 

of process and flow. These have been done in response to issues that have arisen. 

Changes have been implemented in a quality improvement fashion with PDSA 

cycles used to assess impact. Examples of these include: 
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1) It became clear early on in the project that the consent process for nerve 
blocks was inconsistent. Patients were being told different things and this was 
recorded in different ways. In order to standardise this a consent sticker was 
produced (see appendix) that can be applied to the patient notes. This has 
allowed a more consistent approach to consenting. This has been well 
received by patients and colleagues. 
 
P: There was a problem with inconsistent consent process 
D: A standardised consent sticker was designed 
S: Piloted for three weeks for ease of use. Positive feedback 
A: This has now become the standard consent for all patients receiving blocks 
 

2) During the course of the project there was a need to standardise how we 
conduct the AAGBI (Association of Anaesthetists Great Britain and Ireland) 
recommended “Stop Before You Block”.  
 
The “Stop Before You Block” is a time out pause that is to occur prior to 
performing a nerve block. Its aim is to ensure the correct block is performed 
on the correct patient, avoiding “never events” such as wrong sided block (a 
nerve block on the wrong part of the body).  
 
The exact timing of when this should occur is not defined. We developed a 
standard operating procedure. This stated that to maximise effect the “Stop 
Before You Block” should be performed with the anaesthetist sterile and 
patient prepared just prior to needle insertion. In order to ensure this the nerve 
block needle should not be opened until after this check has occurred. 
 
P: Inconsistent conduct of “Stop Before You Block” pause/check 
D: A standardised operating procedure incorporating “Stop Before You Block” 
S: This was disseminated trust-wide and piloted for one month 
A: The process, despite requiring extra time, was deemed important and 
appropriate. It has now become standard practise through out the whole of 
UCLH NHS Trust. 
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DATA COLLECTION 

 
Data collected to measure impact of the block room has come from a variety of 

sources. 

These have been both objective and subjective data. 

The data relating to the individual nerve blocks including number, type and outcome 

have all been extracted from a block database. Originally in paper format and then 

electronic. This data is inputted on a daily basis and is robust in capturing all blocks 

performed in the block room. 

The data relating to theatre efficiency including start times, finish times and number 

of cases is collected from our theatre OPERA system. This data is entered by a 

variety of theatre personnel. 

Data relating to patient experience has been extracted from both a questionnaire and 

patient feedback 

Data relating to education is subjective from trainee feedback, presentations, poster 

submissions and publications. 

In determining what data to collect we wanted to base outcomes around the “Triple 

Aim” as described by the Institute of Health improvement (IHI), US. This describes 

three main criteria which are interlinked and should occur simultaneously for any 

new service to be successful within healthcare. The service should: 

1. Improve the patient experience of care 

2. Improve the health of the population 

3. Reduce the per capita cost of care 
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The data we have collected is shown in table format: 
 

METRIC 
 

COLLECTION 
METHODOLOGY 

QUALITY MEASURE 
domain 

Absolute number of 
blocks performed 
compared with pre block 
room 

Block Room Database  
 

EFFECTIVNESS 

Increased efficacy of 
blocks performed in block 
room 

Block Room Database EFFECTIVENESS 

Increased compliance 
with nerve block consent 

Review of sample of 
anaesthetic charts, pre 
and post block room 
 

SAFTEY, PATIENT 
CENTRED CARE 

Reduced late theatre start 
times (late start defined as 
>15mins) 

Theatre OPERA 
system 

EFFICIENCY & 
EFFECTIVNESS 

Reduced amount of time 
spent in anaesthetic room 
 

Theatre OPERA 
system 

EFFICIENCY & 
EFFECTIVNESS 

Increased number of 
operations within 
orthopaedic theatres 

Theatre OPERA 
system 

EFFICIENCY & 
EFFECTIVNESS 

Increased patient 
satisfaction 

Measured using in 
house validated 
satisfaction 
questionnaire.  

PATIENT CENTRED 
CARE 

Increased regional 
anaesthesia education 

Trainee log books for 
number of blocks learnt 
 

EFFECTIVENESS 

Increased regional 
anaesthesia research 

Quantification of 
research, projects, 
audits & peer reviewed 
publications 
 

EFFECTIVENESS 

Increased number of 
nerve blocks performed 
outside of the block room 

Block room Database TIMELINESS, 
EFFFECTIVNESS 
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So far we have a number of positive findings from the data collected. This is 

comparing data pre and post nerve blocks. These are both objective and subjective. 

We have demonstrated : 

1. An increase in the number of nerve blocks performed (see below) 

2. An increased number of cases in orthopaedic operating theatres (see below) 

3. A reduced number of late starts in orthopaedic operating theatres (see below) 

4. Potential increased number of surgical cases undertaken 

5. An increased compliance with nerve block consent 

6. An increase number of nerve blocks provided for non-surgical cases 

7. An increase in number of research projects relating to regional anaesthesia 

8. Good patient experience utilising an in-house developed questionnaire 
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OUTCOME CHALLENGES 

One of the main outcomes we hoped to show was an increased throughput of cases 

as a result of the block room. There is a clear efficiency saving in terms of late starts 

and late finishes. The ability to perform an extra case is reliant on multiple variables 

within the hospital. We believe that the increased cases in certain operating theatres 

such as the Hand Trauma list is directly related to the Block Room. There are 

however many variables that may not allow this to occur including staffing, lack of 

equipment and bed availability. 

Subjectively, the feedback from surgeons, anaesthetists and nursing staff is a 

perception of time saving and the ability to undertake more cases. 

 
“The BLOCK ROOM has allowed my operating list to run more efficiently. The 

patient has not only had the nerve block done in advance but also the WHO 

checklist and antibiotics have been given early. This is much better for the 

patient” (Consultant Orthopeadic Surgeon, UCLH) 

 
One of the most challenging pieces of information to capture has been the patient 

satisfaction data. After extensive literature research and enquiry, it became clear that 

there is a lack of clarity in the process of developing a validated satisfaction 

questionnaire for the block room. After reviewing existing questionnaires, such as the 

QoR 15, Delphi type discussions with colleagues and utilising patient focus groups, a 

satisfaction questionnaire has been formulated. We are further validating this in 

clinical use specifically in patients undergoing upper limb/hand surgery. We are 

currently rolling the questionnaire out to all patients experiencing the block room. We 

have had some very useful and positive feedback from using this tool. 

One patient describes his experience of having an operation awake having received 
a nerve block as opposed to asleep as he had previously. 
 
“It was a lot quicker and more pleasant than the first one I had done. I didn’t 

feel a thing and was able to chat to the doctors and ask what they were up to” 

(Patient Mr. John Croke) 
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Part 3: Cost impact 

The running costs of the block room have not altered greatly since its original 

inception. The main cost and certainly the ongoing cost is staffing.  

KEY COST MEASURES 

 

 Fixed Opportunity Cost – Utilising the physical space for a block room 

space between 730-1300 five days per week. This area was previously not 

used for anything until the afternoon. Although this would have to be an 

opportunity cost, it is difficult to quantify what the space costs. 

 Fixed Opportunity Cost – The use of an ultrasound machine for regional 

anaesthesia. This again is an opportunity cost as the machines already 

exist in the department and are in daily use. 

 Fixed Staffing Cost – This is the main cost and indeed the main bulk of 

the project funding. The cost for this is 5 hours consultant anaesthetist 

delivered time and 5 hours band 5 nurse practitioner delivered time per 

day, 5 days per week. 

 Variable costs – Items used to deliver nerve blocks. This includes 

disposables and drugs. This equipment already exists and would be 

purchased to deliver nerve blocks without a physical block room. If we 

deliver more nerve blocks as a result of the block room then these costs 

will be increased, although offset by the cost savings per block. 

 Research cost – with this particular project the daily management of the 

facility occurs during its use. However, there are 2 hours project 

management time allocated per week to help facilitate this. Again this is an 

initial cost which would not continue beyond the life of the project. 

 
The cost of our intervention has been measured with figures obtained from the 

finance department at UCLH.  

The daily running/management of the block room occurs during the times of its 

clinical use. We do have regular regional anaesthesia audit meetings where we 

discuss the block room. These occur in non clinical time.  

There are no additional staff training costs as we have a utilised existing trained 

staff. 

One potential issue may arise if at some point there is not a large enough pool of 

specialist consultants. At this point consultant may need to further train in the field of 

regional anaesthesia. There may be an additional cost to this. 
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KEY SAVINGS 

 
1. Reduced number of late starts in the operating theatre. 

2. Increased number of orthopaedic cases performed.  

3. We have demonstrated increased pain control, increased mobilisation post 

operatively and reduced days in hospital. These are difficult costs to measure 

and attribute directly to having a nerve block as they are multi-factorial. 

 
These Key savings will be demonstrated at the end of each financial period, in terms 
of increased throughput through the operating theatre. 

 
There are a number of additional potential savings that will need to be considering 

when calculating the overall cost/benefit of the intervention. There are some very 

clear potential savings but there are also several savings which are difficult to 

quantify. These include the patient satisfaction and staff experience. 

A number of other potential savings have arisen as the project has progressed. Not 

all are immediately quantifiable into a value. Examples include: 

 

 The use of a new nerve block technique (paravertebral block) to provide pain 

relief after breast surgery. This block technique has been developed at UCLH 

due to having the block room facility. It has allowed some patients to be 

discharged earlier from hospital and increased the ability to perform some 

procedures as day case. Although this may be measured in terms of hospital 

stay it is variable case by case and depends on how many such cases occur. 

 We have recently undertaken a number of nerve blocks for patients suffering 

from persistent chronic pain. These procedures were previously performed 

elsewhere and are non surgical cases. Each procedure carries a tariff but 

again the number of cases vary from month to month. 

 There is potential cost saving in the use of drugs. Using regional anaesthesia 

for patients undergoing hand surgery has meant they do not require any 

general anaesthesia. There will be a saving on equipment and drugs used to 

provide general anaesthesia. 
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The cost savings from this project will potentially come to a number of groups. 

1) The surgical directorate within the trust will benefit from increased theatre 
efficiency and productivity. They will also potentially benefit form reduced 
length of stay due to better pain control. Initial data has suggested that 
utilising the block room will allow one extra case to be undertaken per day. 
This will lead to an overall coat saving of around £185,000. (see savings table 
in appendix) 
 

2) The anaesthetic department will benefit from increased teaching and research 
including spin off research funding opportunities. 

 
3) Patients will benefit form reduced variability and increased satisfaction. This 

could result in reduced time off work due to reduced pain and earlier return to 
baseline activity. 

 
4) The hospital will benefit from treating patients with new and novel pain control 

techniques such as the use of single shot steroid paravertebral blocks for 
chronic pain. 

 
 

The service will ultimately be commissioned and ratified by the surgical board at 

UCLH. We have already presented mid point findings to this board which has been 

met with great enthusiasm. We will demonstrate the actual and potential financial 

saving to them after final data analysis. If we can demonstrate good value we have 

been assured the project will continue and funded directly from the surgical budget. 

We have also presented the innovation to the hospital trustees who have 

demonstrated confidence in the project by supplementing the funding already 

provided by the health foundation. 

If as projected the “Block Room” facilitated an extra case per day the overall saving 

net would be approximately £185,000 per annum.  
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Part 4: Learning from your project 

 
The main aim of this project was to set up a working block room that could improve 

the patient experience, improve patient health and have a positive economic impact. 

The block room has achieved many of these goals 

The projects success has been made possible with the support of: 

1) The Health Foundation in providing the funds to set up this service 

2) UCLH charities who have helped meet the shortfall in cost and also provided 

funds for new equipment. 

3) Strong support from our divisional board executive. 

4) Strong support from the anaesthetic and surgical departments 

 
Ultimately the success of the project stems from a group of enthusiastic colleagues. 

We are fortunate to have a group of 6 -7 consultant anaesthetist all with a keen 

interest in regional anaesthesia.  

Staff buy in has been key to the success of the block room. We have achieved this in 

number of ways 

 
1) Regular updates and presentations at departmental and trust level meetings, 

engaging both clinical and managerial staff. 

2) As an education hub, we have provided teaching sessions including study 

days for colleagues wishing to develop skills in regional anaesthesia. This has 

been well received by our anaesthetic colleagues. 

3) We have helped surgeons with patient pre-assessment and developed videos 

for specific surgeries as patient information tools. 

4) We have provided a mobile service for patients in A&E and intensive care who 

would benefit from a nerve block but unfit for transfer. This has given traction 

to the service throughout the hospital. 
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Within UCLH NHS trust there is a strong culture of improvement and value. There is 
a formal quality improvement department and the management are supportive of 
clinicians wanting to implement innovative change.  
 
The block room project fits well with the trust values: 
 

 Patient safety first 

 Patient kindness 

 Team work 

 Improvement 

 
In recent years a number of very positive publications have promoted the use of 

regional anaesthesia to enhance recovery and improve patient outcomes. Some of 

these have been embedded in national pathways and protocols. This has provided a 

good basis for developing a service like the Block Room. 

Challenges 

 
We have faced a number of challenges during this project for which we have had to 
adapt 
 

1) Staffing. The block room on occasion has had to be shut due to doctor or 

nurse staff shortages elsewhere in the operating theaters. This has meant the 

block room has not been able to run due the the priority need to staff the main 

operating theatres. 

2) Part of the data collection process was to set up an electronic database that 

was part of the electronic patient record. This process has been lengthy due to 

changes in IT management within the trust. It has also been slow due to the 

change in IT personnel within the department. The data has been collected 

using paper forms during the process of developing the electronic record. This 

has meant transferring the data retrospectively into the electronic system. This 

has ultimately put a time delay on analysing all data in full. The timescale for 

data collection and analysis has been extended for this reason. 
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Introducing and sustaining Innovation within the NHS 

 
In order to ensure sustainability of the Block Room, when planning and implementing 
a number of criteria were addressed. These can be applied to any new project within 
an NHS organisation. 
 

1) Credibility of benefits  
The clear benefits of regional anesthesia for patients was defined. This 
was done using formal literature searches and speaking to patients. 
 

2) Benefits beyond helping patients 
The Block Room has been designed to help staff in everyday practice. 
It has allowed a more fluid anaesthetic workforce and helped facilitate 
colleagues to offer patients nerve blocks with confidence. 
 

3) Adaptability 
The new service has managed to adapt to overcome internal 
pressures, such as changes in theatre list planning. It has continued to 
deliver effectively and is managed by a group of interested clinicians 
and is not reliant on any one person to function. 
 

4) Monitoring progress 
The service is monitored periodically by presenting collected data. The 
service also undergoes regular review with PDSA cycles used to 
implement changes. 
 
 

5) Staff involvement 
Staff play a key role in the design and function of the Block Room. One 
such example is the staff led development of a consent sticker as a 
result of an identified problem. Experienced clinicians have also used 
the block room to teach and educate the skills required to undertake 
nerve blocks. 
 

6) Staff behaviours 
All staff members are encouraged to participate in improvement within 
the Block Room. An example of this are the numerous audits and 
research posters that have been produced  
 

7) Senior leadership support 
The Bock Room project has had good support from senior leaders 
within the Trust. This was sought early on by engaging with leaders at 
board meetings. 
 

8) Project Leadership 
There has been a clearly identified project leader with strong support 
form other staff including clinical and managerial. 
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9) Fits with organisation strategic aims 
The Block Room project fits with UCLH NHS trust core values. It has 
delivered a safe patient centered service. It has strived to deliver a kind 
and excellent experience as shown by patient feedback. It has 
encouraged team work and collaboration whilst pushing to innovate 
and improve on current practice. 
 

10) Infrastructure 
Prior to implementing the block room the correct space, staff and 
equipment were identified. 

  
 
The Block Room model is reproducible within other hospitals around the UK. It has 
already gained much traction through media and conferences. A number of 
institutions have visited the service and requested help on developing their own 
Block Room. My main advice would be to make sure the above ten points have been 
carefully considered in order to achieve success and sustainability. 
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Part 5: Sustainability and spread 

The block room project will be sustainable within UCLH NHS Trust beyond the life of 

the Health Foundation Grant. We have enough compelling data to present to the 

board to demonstrate the value of this service. We have also embedded the block 

room in a number of pathways within the hospital, that now rely on its availability. An 

example of this is the pathway for breast mastectomy. Patients undergoing 

mastectomy are now offered a specific nerve block to reduce pain during and after 

an operation.  

We have demonstrated the clear benefits of this service to our patients. We have 

shown this with results from our patient satisfaction survey and feedback tools. The 

block room project has simultaneously improved patient experience, improved 

patient health and delivered a cost saving. 

The biggest challenges the block room faces to ensure it remains embedded in the 

healthcare system include: 

1. Potential financial cuts. In today’s NHS we are consistently told that services 

may have to be suspended in order to reduce spending and save money. It is 

possible that the “Block Room” gets viewed as an added “bespoke” service 

that is dispensable. We have aimed to reduce this possibility, proving the 

“Block Room” service can have a positive economic impact by improving 

operating theatre efficiency. We have also made the “Block Room” 

indispensable to many services.  

2. Adaptability. The “Block Room” is suited to certain types of specialist 

operations such as orthopaedics. We currently undertake a lot of these 

operations at UCLH. In the future it may be that service reconfiguration means 

there will be less orthopaedic operations thus impacting on the usefulness of 

the “Block Room”. We have aimed to “future proof” the need of the block room 

by expanding the service we provide to the whole hospital. An example of this 

is delivering pain relieving injections for patients suffering from cancer related 

pain. 

3. Staffing. The block room relies on a core group of anaesthetists with specialist 

training in regional anaesthesia. In order to ensure that lack of staffing does 

not become a future problem we have specifically looked to recruit 

anaesthetists with an interest in regional anaesthesia. We have also 

developed a training programme that can work within the model to allow 

colleagues to develop skills in this area. 
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Reproducibility beyond UCLH 

 

One of the main aims of the “Block Room” project was to develop a model that could 
be replicated within other healthcare institutions. We believe the simplicity of the 
model means it is reproducible and its benefits will fit with most NHS trust values. 
 
We aim to facilitate this by developing a package of information to help other 
institutions:  
 

 Present to appropriate stake holders 
 

 Setup and run a successful “block room” 
 

Within this package of information will be: 
 

 Data collected form the block room project on improved efficiency 

 Data around improved throughput of operations  

 Data demonstrating improved patient experience 
 
Within the package of information, we will also include copies of protocols, operating 
procedures, consent and patient information tools. 
 
If required, we could also offer a “consulting service” to help facilitate developing a 
block room elsewhere. This could include opportunities to both visit the “Block 
Room” at UCLH and make offsite visits to other institutions. We have had much 
interest from within the professional community. The “Block Room” has been visited 
by several other hospitals looking to set up their own facility. 
 

“The BLOCK ROOM, is amazing. We would love to be able to do this at my 

hospital. We just need help convincing the managers!” (Consultant 

Anaesthetist, St Guys & St Thomas’s Hospital) 

 
I order to facilitate this, in the first instance, we will look to secure additional spread 
and sustainability funding. This will allow the time to develop a professional 
information package, undertake site visits and develop a data collection tool by 
which institutions can measure, report and demonstrate outcomes. 
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PUBLICATIONS 
 

 Patel S, Kingsley C. Developing a PREMs and PROMs questionnaire.  
BJA Education, awaiting print  

 

 Chazapis, Kaur, Kamming. Improving the Peri-operative care of Patients 

by instituting a 'Block Room' for Regional Anaesthesia. BMJ Quality 

Improvements Reports, September 2016 

 Patel S, An innovative approach to delivering regional anaesthesia. B-

Blocked, B-Braun Newsletter 2016 

 
POSTERS 

 Patel S et al Developing a “Block Room”. Improving safety, Patient 

experience and Outcome, ASRA 2015 

 Ng S et al Paravertebral Block for Mastectomy: Prospective Data from a 

Tertiary Hospital. ASRA 2015 

 Ng S et al Can we reduce error with are local Anaesthetic practice. ASRA 

2015 

 

 Bishop T et al. The Regional Anaesthesia Block Room at UCLH. 

Achieving the Triple Aim? Kings Fund 2016 

LECTURES 

 Local Audit Updates 

 Patel S. “Regional Anaesthesia ..the value proposition” RCOA 

symposium London 2016 

 
AWARDS 

 Celebrating Excellence Awards…Innovation and teamwork. UCLH 2015 

 HSJ value in Healthcare Awards in TRAUMA AND ORTHOPAEDICS,            

(Highly Commended), HSJ 2016 

The “Block room” project has also had much media interest. An article on it 
innovative approach is currently being written for the Mail on Sunday. 
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Appendix 1: Resources and appendices 

Please attach any leaflets, posters, presentations, media coverage, blogs etc you 

feel would be beneficial to share with others. 

TIME LINE 

 

POSTERS & PUBLICATIONS 
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The use of topical local anaesthetic to reduce pain and improve patient satisfaction during 

peripheral nerve block
Kingsley C1, Cheen Ng S1 and Kaur K1.

University Col lege Hospital1

BACKGROUND

METHOD

RESULTS

CONCLUSION

Tw enty percent of anaesthetistsregard regional anesthesia as painful or unpleasant for 

patients.1 Peripheral nerve blocks reduce postoperative pain, opioid consumption and 
increase patient satisfaction.2 How ever, there is little data regarding patient satisfaction 

and pain during block performance. 

A project outline w as created to determine if topical local anaesthetic (Ametop), w ith or 

w ithout lidocaineskin infiltration, prior to peripheral nerve block (PNB) w ould reduce 
procedural pain and improve satisfaction. Five patients per w eek for surgery w ith PNB 

w ere recruited for 3 w eeks. Group 1 patients received PNB’s w ith lidocaineskin 

infiltration, Group 2 patients received Ametop only and Group 3 patients received 
Ametop and lidocaineskin infiltration. A ll blocks w ere performed under ultrasound 

guidance. A fter the block patients reported pain and satisfaction scores using a visual 

analog scale (VAS).

Fifteen blocks w ere performed, w ith 5 patients in each group. A variety of blocks w ere 

performed, w ith interscalenebrachial plexus block the commonest in all groups. Pain w as 
experienced by 86% of patients: 100% in groups 1 and 2 and only 60% in group 3. Average 

pain scores (VAS) w ere low er in group 3 at 1.4, w ith average scores of 2.2 and 3.4 

respectively for groups 1 and 2. A ll patients w ould have the block performed again. 
How ever, mean satisfaction scores w ere higher in both groups 1 (9.8) and 3 (9.6), 

compared to group 2 (8.4).

The application of topical anaesthetic cream, in addition to local lidocaineinfiltration, 
prior to performance of PNB’s reduces procedural pain and improves patient satisfaction.
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TO	ERR	IS	HUMAN
Can	We	Reduce	Error	With	Our	Local	Anesthetic	Practice?

SC.	Ng,	N.	A.	Ghani,	N.	Murphy,	A.	Milne,	E.	McIlroy,	N.	Kaur,	S.	West

BACKGROUND

Local	anesthetic	(LA)	is	widely	used	by	healthcare	practitioners.	However		caution	

should	always	be	exercised	with	any	medication	usage	as	medication	errors	are	the

second	most	frequently	occurring	adverse	incident	in	anesthesia1.		

Drug	administration	error	occurs	in	18.27/100,000	anesthetics	of	which	LAST	

accounts	for	17.9%,	contributing	to	15.8%	of	deaths	in	a	survey	of	anesthetists.2

We	evaluate	the	use	of	a	novel	normogram3 for	reducing	errors	in	calculating	

maximum	safe	volume	(ml)	of	a	given	LA	agent.

RESULT

The	mean	difference	in	volume	(mls)	using	manual	and	normogram calculations	was	7.8

and	5.48	respectively.

Scenario	1:		Most	participants	performed	manual	calculation	correctly	while	the	nomogram

provides	safe	LA	limits	with	all	participant	use.

Scenario	2:	Involved	an	overweight	child.	Both	calculation	techniques	resulted	in	an

overestimation	of	LA	limits	(p<0.0001).	

Scenario	3A:	Manual	calculations	severely	overestimates	the	safe	limit.	Overdose	also	occurred	in	

scenario	3B	(manual	and	normogram).	Normogram is	in	safe	limits		for	3A.

Scenario	4:	Both	calculation	methods	overestimates	the	maximum	safe	limit.	

Figure	2	shows	the	degree	of	deviation	from	ideal	maximum	safe	limits	of	LA	when	utilizing	the	

manual	and	the	normogram in	each	scenario.

DISCUSSION

Greatest	discrepancy	between	expert	and	participant	answers	occurred	in	scenarios	involving	
obese	patients	(Scenario	2	and	3).	In	these	scenarios,	the	nomogram requires	calculation	of	
ideal	body	weight	(IBW),	but	many	participants	used	actual	body	weight.	This	also	occurred	

using	manual	calculation,	showing	the	value	of	background	knowledge	even	when	using	
calculation	tools.	

The	normogram performs	well	for	adults	especially	in	the	overweight	patient	where	there		

was	a	significant	number	of	participants	would	overestimated	the	maximum	safe	limit	in	the					
obese	adult	when	using	the	manual	calculation	technique	(p<0.0001).		The	normogram does		
perform	poorly	for	paediatric scenarios	(Scenario	2	and	4)	as	participants	do	not	consider	
paediatric obesity,	and	the	nomogram does	not	stop	a	user	from	this	error.

However	the	use	of	the	nomogram led	to	significantly	less	discrepancy	between	volumes	
administered	compared	to	expert	opinion	and	to	less	variability	in	dosing	(Figure	2)

We	do	believe	the	normogram does	have	a	potential	to	improve	patient	safety	by	providing	a	

cross	checking	graphic	tool	for	upper	limit	of	LA-recommended	doses	(initially	calculated	by	
other	techniques).

METHOD

The	normogram was	made	easily	accessible	in	every	operating	theatre	within	our	hospital.		
(Figure	1)

A	questionnaire	with	8	patient	scenarios	was	distributed	among	anesthesiologist	in	our			
department.	It	required	calculation	of	maximum	volumes	of	LA	they	would	administer	
with		varying	weight,	age	and	LA	agent	presented	(Table	1).	In	each	scenario	participants		
were	asked	to	use	their	usual	method	(manual)	followed	by	the	nomogram,	then	asked	to	
evaluate	it’s	ease	of	use.

Volumes	were	compared	to	the	ideal	answers

REFERENCES

1)	Safe	Anaesthesia Advisory	Group,	Royal	College	 of	Anaesthetists.	Patient	Safety	Update.	2003.	URL:	
http://www.rcoa.ac.uk/system/f iles/CSQ-PSU- SEP T2013_1.pdf .

2)	Irita,	K, Tsuzaki,	K, Sawa,	T, Sanuki,	M, Makita,	 K, Kobayashi,	Y, Oomura,	A, Kawashima,	Y, Iwao,	Y, Seo,	

N, Morita,	K, Obara,	H.	2004.	Critical	incidents	due	to	drug	administration	error	in	the	operating	room:	an	
analysis	of	4,291,925	anesthetics	over	a	4	year	period.	Masui	2004;	53:	577-84.	

3)	Williams	 DJ,	Walker	 JD.	A	nomogram for	calculating	 the	maximum	 dose	of	local	anaesthetic.	

Anaesthesia 2014;	69:	847-53.
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Anesthesiologist Grade

%(n)

Consultant 35	(14)

Senior	trainees 45	(18)

Middle	grade	trainees 10	(4)

Junior	trainees 10	(4)

Method	of	Calculation

%(n)

Mental	Arithmetic 60(24)

Calculator 20(8)

Variable 20(8)

Mean	Dif ference	(ml) Manual 7.82

Normogram 5.48

Value	of	Normogram (0-10) 8,	IQR 6-8

Figure	2:	Demonstrate	the	variability	 in	volume	calculated	 to	each	scenario	by	expert	and	participants	

Table	3:	Results	of	survey	

CONCLUSION

We	show	that	the	clinical	use	of	this	normogram by	anesthesiologist	 in	our	department	is	a	
well-accepted	tool.	

Leading	on	from	these	findings,	we	have	disseminated	the	results	to	all	anesthesiologist	 	and	
surgical	colleagues	within	the	hospital	in	the	effort	to	highlight	the	beneficial	use	of	the	
normogram and	the	importance	of		obesity	for	LA	calculation	even	when	using	calculation	
tools.		We	recommend	a	warning	label	on	the	normogram to	remind	users	to	calculate	IBW	for	

obese	adults	and	to	always	cross	check	paediatric growth	chart	prior	to	calculation.	We	also	
recommend	IBW	table	(adults)	and	growth	charts	(paediatrics)	be	attached	alongside	the	
normogram.

Forty	anesthesiologist	were	sampled.	Most	used	mental	arithmetic	to	calculate	maximum	volumes	

Table	2:	Breakdown	of	anesthesiologist	 training	level

PATIENT SC ENARIO Lo cal	Ane sth e t ic C on ce n tratio n	Sce nar io

A B

1 75kg,	42	year old	women 0.25%	Bupivacaine 1%	Lidocaine with	Epinephrine

2 52kg,	10	year	old	girl 0.25%	Bupivacaine 1%	Lidocaine

3 159kg,	28	year	old	man 0.5%	Bupivacaine 2%	Lidocaine

4 25kg,	4	year	old	boy 0.5%	Bupivacaine 1%	Lidocaine with	Epinephrine

Table	1:	Questionnaire	Scenarios

Figure	1:	Local	Anesthesia	Nomogram for	calculating	 	maximum	safe	volume	limits3
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Developing a “Block Room” 
Improving Safety, Patient Experience and Outcomes in Regional Anaesthesia

Dr Sanjiv Patel, Dr Kiran Kaur, Dr Simeon West , Dr Sue Cheeng Dr Damon Kamming

(sanjiiv.patel@uclh.nhs.uk)

AIM

The aim of this project was to demonstrate the need for a dedicated 
regional anaesthesia service, provided via a dedicated “block room” at 
UCLH.

Data was collected for several months prior to and after instituting a 
“block room”.

A dedicated block room was set up from 0730am to 1230pm 5 days a 
week, utilising a area within the recovery room within the operating 
suite. The block room was staffed by one consultant specialist, an 
anaesthetic trainee and a nurse assistant.

Data was again collected specifically on:

•Number of nerve blocks performed
•Type of nerve block performed
•No. cases performed in operating rooms utilising the block room
•No. late starts in the operating rooms utilising the block room
•No. late finishes in the operating rooms utilising the block room
•Time spent in the anaesthetic room of those OR utilising the block room
•Patient satisfaction data

IMPROVING PATIENT SAFTEY

•Having a dedicated “block room” staffed by consultant specialists 
has resulted in delivering  a more consistent and reliable regional 
anaesthesia service.
•Having a dedicated service has enabled us to develop specific pre-
op risk guidelines and protocols for dealing with potential nerve 
block side effects. 
•The safety profile of nerve blocks has been enhanced by the 
introduction of this innovative service.

RESULTS

After institution of the block room there was an increase in the number 
of peripheral nerve blocks performed per week from 20 to 30. Mean 
time spent in the anaesthetic room was reduced from 44 to 27 minutes. 
As a result, there was an increase in the number of cases completed in 
orthopaedic and emergency theatres by 1 case per theatre per day 
(Fig 1) 
In addition, the number of late starts and late finishes in theatre was 
reduced (Table 1)

PROJECT SUMMARY

The numerous benefits of regional anaesthesia include improved 

perioperative analgesia, reduced post-op nausea, improved patient 
satisfaction, enhanced recovery and potential decreased rates of 
recurrence of certain cancers. 1,2,3

The introduction of a block room in our hospital aimed to increase 
the availability of regional anaesthesia by a skilled anaesthetist, 
reduce failure rates, improve safety profiles, provide more reliable 
and improve the patient experience in regional techniques. 

In addition to these benefits, we have demonstrated increased 
efficiency and throughput in the operating suite when using the 
dedicated block room, leading to significant time and cost savings. 

98#
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130#
125#

156#
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Pre#Block#Room#
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IMPROVING THE PATIENT EXPERIENCE

•Part of the “block room audit” has utlilised the validated QoR15 
(quality of recovery 15) questionnaire to receive patient feedback 
including satisfaction. 4

•Results of this post-op questionnaire have demonstrated high 
levels satisfaction of patient receiving a nerve block in the “block 
area”  
•>80% patients stating they would happily go through the process in 
the “block area” again.

IMPROVING PATIENT OUTCOMES

•The “block room”  has resulted in the improved efficiency in the 
operating department.
•It has increased the number of patient receiving nerve blocks.
•The block room has provided a hub for delivering top quality 
education and world class research.
• It has been showcased as an innovative service and has attracted 
interest from several other hospitals within London who whish to set 
up a similar service.
•The “block room”  has contributed to improved patient outcomes in 
terms of quality of analgesia, length of stay, reduced side effects of 
general anaesthesia and possible reduction in cancer recurrence 
rates. 5

The “BLOCK ROOM” at UCLH

Figure 2. The Types of nerve blocks per formed in the block room

Pre block room Post block room

THEATRE 4 11 5

THEATRE 5 13 5

THETARE 7 12 8
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Femoral#
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Epidural#

Figure 1. No. cases completed per  theatre per  

month, pre and post “block room”

Table 1. No. late star ts per theatre per  month, 

pre and post “block room”
(late start defined as >30mins)
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7. Patient Experience:
Patient reported measures of experience (PREMs) are
increasingly being used as important indicators of performance

in healthcare and anaesthesia. We are exploring and
developing tools to examine our processes and service:

Patien tsat is faction questionnaire presently being trialed and assessed for evaluat ion

of UCLH regional anaesthesia serv ice

8. Future Perspectives:
The ‘Block Room’ provides a hub for ongoing work extending

beyond the classic domain of anaesthesia into the wider field of

peri-operative medicine:
• Expansion of Services (Neuroaxial, Vascular Access)

• Research
• Innovation

• Quality Improvement
• Training

Contact: tombishop@doctors.org.uk

The Regional Anaesthesia ‘Block Room’ at UCLH:  Achieving the ‘Triple Aim’?

Thomas Bishop, Sanjiv Patel, Damon Kamming
Department of Anaesthesia & Peri-operative Medic ine, Univers ity  College London Hospital, 3rd Floor, 235 Euston Road, London, NW1 2BU

1. Introduction:

Regional anaesthesia (RA) confers benefits immediately post -

operatively including better analgesia, reduced post-operative
nausea and vomiting and improved patient satisfaction. There

is emerging evidence its benefit may extend beyond this with
enhanced recovery and potential reductions in the recurrence

rates of certain cancers1.

2. Aims:

To Form a Peri-Operative Hub

•Improve Population Health

• Improve Experience of Care

• Reduce Per Capita Cost

Institute of Health Improvement2

3. The Model: The ‘Block Room’

In our institution, as part of the multidisciplinary team, we have

introduced a dedicated service ensuring consistent provision of
RA:

• Dedicated Clinical Space

• ‘Block Room’ runs Monday-Friday, 07:30–12:30,

• Dedicated Staff: Consultant Anaesthetist, Anaesthetic Trainee

& Nurse Assistant

4. Funding:

•2014 

•The Health Foundation 

‘Innovating for Improvement’ 3

•£75,000
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5. Efficiency, Consistency & Safety:

Having dedicated, expert staff has ensured patients’ access and

uptake and is set within a standardised framework for peri -
operative management. We have been able to increase

efficiency and consistency4.

6. Patient Outcomes:
The growing importance of patient reported measures of

outcome (PROMs) is recognised by clinicians and government5.

As a result we are utilising emerging validated outcome
measures to ensure the efficacy of our practice:

Box plo ts de monstrating med ian and IQR o f to tal QoR-15 scores Pre-op and 24hrs ,

48hrs and 7days post-op (437 patien ts). Whiskers demonstrate 5th and 95th

percentiles.

Pre-’Block Room’ Post-’Block Room’

Blocks/Week 25 30

Anaesthetic  Room Time 44 minutes 27 minutes

Extra Cases/Day - 1

Late Finishes/Month 12 6
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PATIENT SURVEY 

 

 

 

 

BLOCK ROOM IMAGES
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