SOUTHAMPTON UNIVERSITY HOSPITALS NHS TRUST CONSULTANT PHYSICIAN (WITH HONORARY UNIVERSITY APPOINTMENT) IN ADULT RESPIRATORY MEDICINE

Applications are invited for a full-time 10 Programme Activity Consultant post in Adult Respiratory Medicine based at Southampton University Hospitals NHS Trust (SUHT). This NHS post, with an honorary position within the University of Southampton School of Medicine, has been created in cooperation between SUHT and the University of Southampton to bring a nutritional perspective to the improvement of respiratory health through the development of an academic/research focus as well as a clinical focus on interactions between nutrition and respiratory disease. This will be achieved within the context of the Biomedical Research Units which respiratory medicine and nutrition have established in Southampton and in the context of a clinical service catering for nutritional needs of respiratory patients (both in- and out-patient). The post has also been created to strengthen the existing SUHT team of Consultants in respiratory medicine. 

We are seeking to appoint an enthusiastic colleague who will fully contribute to the above two objectives and the provision and development of the respiratory and nutrition services in the Trust. The respiratory service is currently provided by eight whole time consultants employed by the Trust and 6 other academic/part-time consultants, each of whom leads on a respiratory ‘subspecialty’ disease

The post-holder will interact with multi-disciplinary teams of the two BRUs and will develop a leadership in nutrition research in the context of respiratory disease. He/she will participate in the broad range of respiratory services currently delivered for both local patients and the regional community. Depending on the profile and clinical expertise of the successful applicant, he/she will be expected to lead on one of the respiratory subspecialties, developing and extending that particular clinical service. In addition, the post holder will participate in the specialist respiratory and medical HDU on call (1:12).

In respect of for all matters (academic and clinical) that relate to nutrition and its interaction with respiratory disease, the appointed person would be responsible to Professor Ratko Djukanovic, Professor of Respiratory Medicine and Director of the Southampton NIHR Biomedical Research Unit, and Professor Alan Jackson, Professor of Human Nutrition and Director of the Southampton NIHR Nutrition, Diet and Lifestyle Biomedical Research Unit. For all other respiratory issues the post-holder will be responsible to the Respiratory Lead Consultant, Dr Katherine O’Reilly.

You must be fully registered with the GMC and on the Specialist Register, or be within six months of attaining your CCST in Adult Respiratory Medicine. Informal enquiries about this post are welcome and can be made by contacting Professor Ratko Djukanovic, telephone 02380 794404, Professor Alan Jackson, telephone 02380 796317, and Dr Katherine O’Reilly, Lead Consultant for the SUHT Respiratory Service, telephone 02380 796228.

DETAILS OF THE POST

Clinical Duties

The post holder will provide an average of 4.5 direct clinical care PAs per week. This will be structured so that the post-holder will provide cover for the respiratory ward service and/or medical High Dependency Unit (HDU) for blocks of time. In addition, the post-holder will undertake a continuity outpatient clinic in respiratory medicine. These programmed activities will enable other respiratory consultants time to develop their research activities within the framework of the respiratory BRU. The post-holder will participate in an on-call rota for the medical, respiratory patients, medical HDU and the Adult Cystic Fibrosis service at Southampton General Hospital. The post holder and other consultant colleagues will be expected to cover each other’s absences on annual or study leave, so far as is practicable. The post holder will be required to participate in medical audit and continuing medical education, as well as continuing professional development.

Teaching and Training Duties:

Undergraduate medical students from the Southampton University Medical School are taught throughout the Trust and the post holder is required to participate in undergraduate clinical teaching.  The post-holder will also be required to provide clinical and educational supervision as necessary for junior and senior trainees rotating in respiratory medicine.

Management duties:

Southampton General Hospital established a Clinical Management System in 1986, which was extended throughout the Southampton University Hospitals in 1991. All staff in each division are accountable to the Divisional Clinical Director, who has overall responsibility for the services within the Division.

All consultants come within the Divisional system and are expected to participate in the medical contribution to management.

Administrative duties:

The post-holder will be required to undertake the administrative duties associated with the care of patients and the running of clinical departments.  Secretarial support and office accommodation is provided. 

Other duties:

From time to time it may be necessary for the post holder to carry out such other duties as may be assigned with agreement by the Trust.  It is expected that the post-holder will not unreasonably withhold agreement to any proposed changes.

A. Design of the Adult Respiratory Clinical Service

1. Acute Respiratory Services

The Respiratory Consultant Group has been running a respiratory “in-reach” service, attending the AMU on a daily basis Monday to Friday to pick up all patients for whom a respiratory illness is the primary cause for admission. That respiratory team continues to look after those patients for the duration of the hospital admission irrespective of their eventual ward location. Follow up in the most appropriate respiratory specialist clinic is arranged which ensures continuity of care for the patient under the appropriate specialist team as well as providing excellent specialist training for the junior medical staff.  The aim is to extend this service in the near future to the over 80’s as part of a commitment to a needs-based rather than age-based service. 

2. The Respiratory Centre

The Respiratory Centre (TRC) at Southampton delivers leading COPD Intermediate Care Services that deal with a wide spectrum of need in patients with moderate to severe disease, spanning both acuity and end of life care. These include innovations such as an Early Discharge Scheme via a Community Team offering “Hospital at Home” as well as a comprehensive “in-reach” Service for acutely unwell patients, Specialist Nurse led Community Disease Management Clinics and “Palliative Care”. The TRC has led the development of local District Prescribing Committee Guidelines for COPD. It has also undertaken initiatives to increase working relationships with community based care providers and has attracted a steadily increasing workload, particularly from new catchment areas on our Northern borders. The TRC has started to similarly develop the TRC’s Intermediate Care role over several Respiratory subspecialties, including Difficult Asthma, Allergy, Bronchiectasis, Interstitial Lung Disease and Domiciliary Non-Invasive Ventilation, and to provide Services that will have both Local & Regional application. 

3. Chronic Obstructive Pulmonary Disease Service

The COPD service in Southampton has moved forward a long way in recent years, but new teams to support primary care and pulmonary rehabilitation currently work independently from secondary care and intermediate services. Southampton City PCT is a hotspot for COPD, and COPD admissions due to high levels of smoking and poverty. COPD exacerbations account for approximately 10% of all medical admissions and carry a very high mortality. To improve the way COPD is diagnosed and managed we aspire to form a virtual team covering all aspects of COPD management. This will incorporate patient pathways from primary, intermediate, secondary care all the way through to groundbreaking research within the university.
4. Difficult Asthma service

The Difficult Asthma Service at Southampton has a longstanding role as a Regional Referral Centre, taking referrals from Hampshire, West Sussex, Surrey, Berkshire, Wiltshire, Dorset, Devon, and the Isle of Wight. Referrals into the Service are rising steadily and the Difficult Asthma Team is evolving in nature and role. We now have 2 nurse specialists who see all acute asthma admissions and facilitate follow-up by the Service. Nurse-led clinics run in addition to Consultant-run clinics and care of complex cases is coordinated at a monthly MDT Meeting. We have also developed an Omalizumab Clinic for Severe Allergic Asthma. This Service has also adopted an Intermediate Care Role in order to improve patient care and reduce the risk of hospitalisation. In turn, closer links with Primary Care are being made, and the Team has led the development of local District Prescribing Committee Guidelines for Asthma Management. We are also developing increasing links with the Paediatric Respiratory Team and another aim is to establish a “Transitional Service” for adolescent asthma.

5. Allergy service

The Allergy Service at Southampton acts as the Regional Referral Centre and has seen a steady rise in referrals in recent years from across the Region. This Service has expanded considerably and now includes 5 consultants plus nurse specialist support. It provides a comprehensive range of Allergy Services and, in addition to 2 Allergy Clinics per week in Southampton, also provides “outreach clinics” in Bournemouth and The Isle of Wight. The majority of patients seen in these clinics are seen in a “one-stop clinic” fashion and this Service maintains a high “new to follow-up ratio”. Other Clinical Services now established include a “Drug Allergy Clinic”, “Immunotherapy Clinic” and “Challenge Clinics”. The Service is evolving and we aspire to develop our existing role in a Multidisciplinary manner with nurse-led clinics and Specialist Dietetic input, consolidating Southampton’s position as a Regional Centre of excellence.

6. Cystic fibrosis service

Southampton provides a regional service for both paediatric and adult patients with cystic fibrosis. The Adult CF unit is responsible for the care of 120 adults, and is the regional specialist centre for CF. It has seen a 50% increase in patient numbers over the last four years. This service is provided by three consultants supported by a full multidisciplinary team with specialist nursing, physiotherapy, pharmacy, dietetic, social work and psychological support. The number of patients in the service is continuing to grow and it is envisaged that the service will continue to expand both in terms of staff and space. The unit conducts joint clinics with gastroenterology, diabetes and hepatology consultants and has a close working relationships with ENT, obstetrics and rheumatology. The service works closely with the regional paediatric CF service, and joint adolescent transition clinics are held to ensure seamless transfer into the adult service.
7. Lung cancer service

Southampton as a regional cancer centre provides a multi-disciplinary approach to lung cancer diagnosis and treatment. Weekly rapid access thoracic oncology clinics are undertaken to streamline the management of patients with suspected lung cancer, supported by a twice weekly bronchoscopy lists, CT and PET scanning by the cardiothoracic radiology department. An interventional endoscopic service is being set up to expedite staging. The management is supported by a dedicated lung pathology service and four specialist thoracic surgeons.

8. Interstitial lung disease (ILD) service

This is a rapidly growing service with three of our consultants with a special interest in this area, a robust MDT structure and an emerging clinical trials centre. This service has developed in recent years as a regional referral centre to Hampshire and the Isle of Wight. Central to the development of the ILD service has been the appointment of a band 7 specialist nurse. This appointment has gone some way to relieve the pressure on overbooked clinics and to provide patients with a timely and responsive service.

Under the auspices of the ILD service, one of our consultant partners is leading on the development of a comprehensive pulmonary vascular service including management of patients with chronic thromboembolic disease and pulmonary hypertension. Two other respiratory consultant physicians support this service. Close links have been formed with our cardiology Congenital Heart disease lead consultant, and haematology. We have also formed links with the pulmonary hypertension service at the Royal Brompton National Heart and Lung Institute and Papworth and aspire to develop a regional service for patients with pulmonary hypertension supported by the NSCAG centres. We are already accepting tertiary referrals.

9. Cough Clinic

Although patients with cough are seen by most of our consultants, the more complex cases are increasingly seen in our specialist cough clinic where those patients with suspect gastro-oesophageal reflux disease/aspiration are investigated jointly by a respiratory physician, a gastroenterologist and an upper GI surgeon. We are able to offer a unique service to investigate non-acid reflux (which cannot be diagnosed by standard pH monitoring and manometry) using the impedance method that is not widely available in the country. We have specialist surgical expertise in fundoplication. We receive referrals from across the region for such complex cases.

10. Domiciliary Non-invasive Ventilation

This is a rapidly growing regional service provided that cares for over 200 patients from throughout the Wessex Region and the south of the England. There are increasing referrals from across the region and many from neurosciences, Child Health and increasingly from the bariatric surgery service. 

11. Other Outpatient Services

Increasingly we are developing our subspecialty clinics with the intent of our expanding our regional profile. As increasing numbers of multi-drug resistant TB cases emerge, we expect to receive more regional TB referrals. We have the advantage in Southampton of being able to offer negative pressure single rooms on the Infectious Diseases Unit and are, therefore, able to provide an appropriate environment for such patients to be managed. We are developing a specialist bronchiectasis clinic.

12. Outreach services

The Respiratory consultants provide a service to a number of departments across SUHT. In particular we provide respiratory input to the Bone Marrow transplant unit and the HIV service. With two fibre-optic bronchoscopy lists we offer a more responsive service to the immunocompromised patient with pulmonary infection. We offer a consultant-led respiratory opinion to patients across the trust on a daily basis.

13. Lung function service

The laboratory has recently been recently upgraded with new equipment to 21st Century standard and is expertly run by a team of three pulmonary function technicians. We perform all routine lung function tests as well as histamine and allergen challenge. We have equipment to measure nasal and lung-derived nitric oxide. We have just invested in a bespoke cardiorespiratory laboratory.

B. Research Setting of the post

This appointment is a major component of the strategic objective of the very strong partnership between the University of Southampton (UoS) School of Medicine (SoM) and the Southampton University Hospitals Trust (SUHT) to grow the research base in Southampton. 

The specific aim of this post is to strengthen the synergy between two traditionally strong research and clinical areas of the UoS/SUHT partnership, namely respiratory medicine and nutrition. The funding for this post comes from combined sources of the two Southampton NIHR Biomedical Research Units (BRU) (the Respiratory BRU and the Nutrition, Diet and Lifestyle BRU) and is seen, therefore, as a key investment. 

It is recognised, but insufficiently researched, that respiratory disease has a major impact on nutritional needs and, similarly, that nutrition (both antenatal and throughout life) is a key determinant for the development of respiratory diseases, their severity and outcomes. This is true for both the acute manifestations of chronic respiratory illness, which result in exacerbations requiring intensive care, as well as chronic disease. Examples of this are seen in diseases like cystic fibrosis, which is associated with failure to thrive and grow; ARDS, where nutritional deficiencies are known to determine poor outcome, COPD, which is either associated with cachexia or obesity, and infections such as Tuberculosis, all of which can have an impact not just on respiratory components but also on cardiovascular outcomes.

1. Research role of the successful applicant

Depending on existing expertise and experience in the field, the appointed person will either start as a lead for research linking nutrition and respiratory medicine or will grow into a lead role, assisted by both the BRUs to assume this position as quickly as possible. The successful applicant will initially interact with existing programmes that the two BRUs are already pursuing in synergy, but will be expected soon to develop his/her own area of focus on the relevant topics of nutritional aspects of the pathogenesis, diagnosis and management of respiratory disease.

The successful applicant might already possess a clinical/research focus in a sub-specialist respiratory disease area (e.g. cystic fibrosis, obesity, systemic manifestations of COPD or ILD), in which case they will be encouraged to maintain and grow that particular strength. However, they will be expected not to remain exclusively in that area and will be seen as a link and lead for all synergy between nutrition and respiratory medicine.

The post will have an honorary contract with the University of Southampton and the academic title will be awarded depending on the seniority of the successful applicant but will be at least at Senior Lecturer level. 

For his/her research, the successful applicant will use the excellent research facilities of the SUHT/UoS partnership, which form the Southampton Clinical Research Institute (http://www.som.soton.ac.uk/research/facilities/scri/). This institute comprises the two BRUs (website being designed), the Wellcome Trust Clinical Research Facility (http://www.som.soton.ac.uk/research/facilities/scri/wtcrf/) and the two academic divisions of SoM (The Division of Infection, Inflammation and Immunity (III) and the Division of Developmental Origins of Health and Disease (DOHaD)).

2. The Biomedical Research Units

In recognition of the excellence in translational research conducted in the fields of respiratory medicine and nutrition, in 2008 the SUHT/UoS partnership was awarded more than £13M funding by the National Institute for Health Research (NIHR) to establish BRUs in the these two areas. Each BRU was awarded £4M to undertake a 5-year programme of translational research in their areas, with additional funding for capital investment (building and equipment) and, critically for this appointment, additional funding to enable synergy and cohesion between the two BRUs.

The research in the two BRUs is well underway, most of the appointments have been made and the construction of a 5-storey building to house the research activities of the two BRUs has begun and is expected to be completed by November 2010. In the interim, the research is conducted within the WTCRF.

3. The Respiratory BRU

The Respiratory BRU (Director Professor Ratko Djukanovic) encompasses all the translational research where the objective is to enable and speed up the development of new therapies, better diagnostics and prognostic biomarkers and treatment paradigms of respiratory illnesses. The BRU also serves as a platform to facilitate the basic research into mechanisms of lung disease, improving understanding of disease mechanisms and identifying novel targets for treatment. It also acts as a key link to regional, national and international research networks both in our specialty and in community medicine and public health.

The respiratory group in Southampton (comprising the basic and translational research components) is known for its genetic studies, research of cell and molecular mechanisms and ability to translate findings into the clinical setting and therapy. An example is its development of IFN-β therapy for asthma exacerbations, first shown by researchers in Southampton to be caused mainly by viral infection. Observations that epithelial cells from asthmatics mount a deficient IFN-β response ex vivo when infected with rhinovirus, which is rectified by exogenous IFN-β, led to the development of IFN-β to prevent/ameliorate asthma exacerbations. Another example is the allergy/asthma prevention programme based on the finding of a link between early life house dust mite exposure and asthma development. Recognising the importance of perinatal influences on the development of allergy and impaired infant lung function, we have shown that a comprehensive preventative strategy directed at infants and their mothers markedly reduces the incidence of atopy and asthma. 

We have made major contributions to the understanding of allergic inflammation and were amongst the first to focus on tissue remodelling as a treatment target. Using bronchial/nasal challenge by inhalation or bronchoscopy/nasal lavage and biopsy, we led the studies of early and late asthmatic/rhinitic responses to allergens and individual mediators (kinins, tryptase, PGD2, leukotrienes, adenosine). This enabled dissection of allergic responses, providing a translational platform for the study of antihistamines, leukotriene inhibitors, steroids and additional experimental drugs. Our proof of concept studies have provided industry with information needed to support or abort further clinical development.

The respiratory group has been a leader in the study of the pathology of respiratory diseases, asthma, rhinitis and, more recently, chronic obstructive pulmonary disease (COPD), initiating its programme at a time when the focus was on relief of asthma symptoms with little or no understanding of the relevance of inflammation or tissue remodelling. We undertook the first bronchial biopsy study in mild and in severe asthmatic volunteers via the fibreoptic bronchoscope. We helped define the pathology of different types/severities of adult asthma and the impact of different treatments and were the first to describe the airways pathology in children who went on to develop asthma, showing that inflammation and remodelling precede clinical asthma. Our large bronchoscopy programme has been supported by sophisticated methods to analyse tissue samples along with such non-invasive research methods as induced sputum and exhaled NO (eNO).

Our studies have led to several important discoveries, namely: 1) definition of asthma as an eosinophilic bronchitis; 2) evidence of mast cell activation in asthma; 3) first description of activated T cells in asthma, especially in severe disease; 4) first description of LTC4 synthase in aspirin-induced asthma and activation of the 5-LO and COX-2 pathways by rhinovirus; 5) first description of adhesion molecules in asthma and rhinitis; 6) evidence of dysregulated epithelial function in asthma (first description of endothelin and inducible NO synthase) and identification of persistent epithelial damage and defective repair, increased permeability and loss of barrier function as key local determinants of asthma; 7) demonstration of the failure of the epithelial-mesenchymal trophic unit to switch off in asthma; 8) first microarray study of whole genome expression in the epithelium of COPD patients; 9) increased numbers of myofibroblasts in asthma and relevance to sub-epithelial fibrosis; 10) role of leukotrienes in infibroblast proliferation; 11) inflammatory responses to air pollutants; 12) angiogenesis in severe asthma; 13) identification of TNF-α over-expression in severe asthma; 14) deficiency in the proportion of dipalmitoyl phosphatidylcholine in airways secretions in severe asthma;15) dismissal of iNKT cells as a major source of Th2 cytokines in asthma; 16) first comprehensive (shot-gun) analysis of airways secretions by mass spectrometry and 17) first use of bronchial secretions in ex vivo cell function assays.

Our research has been inspired by our genetics programme, especially the discovery of ADAM33 as the first susceptibility asthma gene linked to airways hyperresponsiveness rather than atopy. Our studies support the concept of the epithelial mesenchymal trophic unit and imply that aspects of airway remodelling may be independent of inflammation, a major step-change in our understanding of asthma. Using airway biopsies and foetal lungs, we have defined the expression and cellular provenance of these genes, showing preferential expression in the airways and vascular smooth muscle and intimate involvement in the modelling of the airways in foetal lung development and promotion of accelerated lung function decline in asthma and COPD.

Over the past 10 years, Southampton has led the development of human bronchial tissue explant models, using whole tissue explants of bronchial biopsies and embryonic lungs (where the complex cell-cell interactions are maintained), single cell type explants of epithelial cells (primary and air-liquid interface), fibroblasts and smooth muscle cells or mixed cell type cultures involving epithelial cells and fibroblasts. This has enabled conduct of a series of human-based and disease-relevant, pre-clinical proof of concept studies showing dependence of Th2 cytokine T cell responses in asthmatic airways on CD28/B7 co-stimulation in mild but not more severe disease, attributing a key role to CCR4 in T cell accumulation in asthma, a key role of PI3Kδ in T cell activation and chemotaxis in asthma, a deficiency of IFN-β and λ production by bronchial epithelial cells in asthmatics, smokers and COPD patients, and a loss of barrier function in asthma due to defects in such tight junction molecules as ZO-1 and claudin. 

Our lipid and dynamic lipidomics laboratory is the major UK centre for clinical application of lipidomic analysis and, combined with our expertise in surfactant proteins, we have been leading the field of surfactant biology nationally and internationally, being first to show that inhaled surfactant attenuates allergic responses in asthmatics. We were the first to apply stable isotope incorporation to characterise phospholipid turnover in terms of individual molecular species and demonstrate the varied composition of surfactant phospholipids at different ages and between animal species. We were the first to show a deficit of surfactant proteins A and D in BAL of CF children that contributes to impaired host defence response against bacterial and fungal infection and to characterise the altered surfactant phospholipid molecular species compositions in neonatal respiratory distress syndrome, asthma, and CF. We have generated (and patented) a recombinant fragment of human SP-D which down-regulates allergic lung inflammation in mice sensitised to Asp. fumigatus or house dust mite and reduces reactive oxygen species release.

We have conducted pioneering work to define bacteriological phenotypes in lung infection and break antibiotic resistance. Working with colleagues from King’s College, London, we were the first to apply terminal restriction fragment length polymorphism to confirm a much wider spectrum of bacteria in CF than previously recognised and to show that a high proportion of detected species are active. We detected many species that require anaerobic conditions for growth amongst a range of bacterial species not previously associated with CF, showing the value of molecular bacteriological techniques to identify pathogens not detected by current methods. We have recently established a research group focusing on the biology of biofilm formation of opportunistic pathogens e.g. Pseudomonas aeruginosa known for its role in CF and non-CF bronchiectasis. A key member of this group has been a member of the team which discovered that detachment and dispersal of P aeruginosa biofilms is induced by nitric oxide. We have shown that extensive phenotypic and genetic diversification occurs rapidly in CF-derived P aeruginosa biofilms and have shown that the biofilms undergo genetically regulated cell death during development and elucidated the molecular mechanisms underlying this phenomenon. The group has filed two international patents in this area.

The group has also made major contributions to the application of multi-modality imaging in the assessment of the fate of inhaled aerosol and is world renowned for its expertise in post-acquisition image analysis. We were the first to report: 1) use of geometric mean imaging to quantify activity from planar gamma camera images; 2) use of CT imaging for quantifying Single Photon Emission Computed Tomography (SPECT); 3) description of fully 3-dimensional analysis of aerosol deposition using shell analysis; 4) 3-D imaging of aerosol deposition from a metered dose inhaler; 5) invention of a lung model describing the spatial location of the different airway generations; 6) description of the derivation of deposition by airway generation from radionuclide imaging of deposited aerosol; 7) systematic 3-D description of the airway tree from CT data and 8) direct comparison of computer modelling estimates of deposition per airway generation with image data. We have also combined computerised density mask HRCT analysis to assess emphysema and small airways dysfunction with the study of airways inflammation and the study of airway wall thickness by endobronchial ultrasound.

4. The Nutrition, Diet and Lifestyle BRU

The Southampton Biomedical Unit for Nutrition, Diet and Lifestyle (Director Professor Alan Jackson) brings together the unique experience and internationally renowned track records for translational research and service delivery in nutrition that are embedded within the Institute of Human Nutrition (IHN, Prof Alan Jackson), the MRC Epidemiology Resource Centre (MRC ERC, Prof Cyrus Cooper), and Institute of Developmental Sciences (IDS, Prof Mark Hanson) at the University of Southampton (UoS) and Southampton University Hospitals NHS Trust (SUHT).  The RAND analysis ranks this partnership within the top five institutions within the theme of Nutrition, Diet & Lifestyle.

The poor nutritional status of patients with a wide range of clinical problems represents an important constraint on effective care and generates substantial hidden cost reflected in loss of dignity, morbidity, complications, length of stay, mortality and resource use. In part, this is due to limited expertise in nutritional diagnosis, limited awareness of the power of appropriate interventions at an individual level, and the lack of guidelines on how to judge and deliver the most efficacious treatment.    

The Institute of Human Nutrition is responsible for research activity in nutrition, diet, activity and lifestyle in the basic sciences, clinical/metabolic and applied through public health.  Individuals are acknowledged international experts in the application of nutrition related research to improved care in hospital and the community. Particular expertise in the design, development, delivery and evaluation of approaches to assessing nutritional status, assessing nutritional risk, training and interventions to improve nutritional wellbeing in hospitals, primary care and the community in children and adults. 

The MRC Epidemiology Resource Centre has a special interest in musculoskeletal health and provides a focal point for research into the developmental origins of cardiovascular disease, osteoporosis and sarcopenia. Particular expertise exists in studying how nutrition may modulate the underlying biology of normal bone development, skeletal cell differentiation and function. Findings from the Southampton Women's Survey, Hertfordshire Cohort Study suggest that the diet and body composition of the mother, infant and child are important determinants of the later risk of these disorders in the offspring. 

Research in the IDS has identified fundamental mechanisms by which effects of nutrition during development operate to influence later risk – from genetic polymorphisms that modulate the effects of dietary exposures through epigenetic processes, changes in stem cell development and allocation, effects on organ development.   

The Trust Management Board, senior managers of the PCT and local authority are committed to enhance the delivery of nutritional care. SUHT was one of the first to establish a Nutrition Steering Group, a consultant-led Nutrition Support Team to manage intestinal failure (lead: Stroud), introduce MUST screening and establish a Clinical Nutrition Research & Development Unit to co-ordinate research.  There are strong links to the Primary Care team where there is substantial experience in developing interventions for nutrition-related problems constituting major public health need, in particular, those that enable lifestyle change in primary care.  

Our strategy is to use nutritionally based interventions to produce a step change in health for the benefit of patients. We have experience in interventions ranging from specific, targeted dietary supplements such as vitamin D in pregnancy and micronutrients in the acute sick, through specific food supplements, such as oily fish, to broader approaches aimed at improving nutritional lifestyle through education and behaviour change. These utilise the nutrition assessment and monitoring tools, which we have played a leading role in developing. We adopt a life course approach, which is the hallmark of Southampton research into disease risk, enabling us to conduct excellent complementary clinical research in both mother/offspring groups and adults. Following our research strategy of moving from observation and mechanistic insight to intervention, the clinical research will permit the efficacy of the interventions to be assessed through new epidemiological observations and measurement of novel epigenetic predictive markers. The interventions thus combine a patient-centred approach with state of the art research aimed at devising new diagnostic indicators. 

The Southampton Nutrition BRU is undertaking three inter-linked programmes of translational research at different stages in the life course: 1) optimising nutrition to improve maternal and infant health, 2) optimising nutrition in child development and ill-health, 3) optimising nutrition for metabolic & musculoskeletal health in adults and the elderly.  The nutrition hub provides an infrastructure of skills and capabilities with which a sound nutritional diagnosis can be made in relation to any clinical condition.  This diagnostic capability interfaces with service related clinical research in cognate specialty areas.  There is a specific program linked to the Southampton NIHR BRU in Respiratory Medicine.  This organization gives coherence and maximises the opportunity for nutrition-related research across specialties and settings.   

There is knowledge immediately available for translation into clinical practice, which would greatly enhance the quality of the current service.  There are systematic approaches required to define individual nutritional risk better at an early stage.  There is the need to define specific pathways of care for individual conditions leading to improved outcomes.  Better organisation of the current resource will enable the necessary skill enhancement in three areas:

-
further development of clinical academic leadership, focusing on more effective translational research based,

-
appropriate investigation as standard, to achieve a better define nutritional diagnosis,

-
more effective, co-ordinated data acquisition and analysis to follow individual and group outcomes in relation to defined care options.   

Optimising nutrition to improve maternal & infant health

Core BRU projects are a proof of concept intervention to alter food choices through behaviour change in young women and development of a toolkit to provide a systematic approach to the nutritional management of sick infants with intestinal dysfunction as a result of prematurity or abnormal development.

1a. Altering food choices through behaviour change in young women

Objective:  To improve the nutrition and health of both young women and their families. Working within the MRC framework for complex interventions, this BRU project will undertake a proof of concept intervention to improve the nutrition of women in a deprived area of Southampton, evaluating the outcome in terms of diet, body composition and psychological function. 

1b. A systematic approach to the nutritional management of sick infants 

Objective: To demonstrate the clinical utility of the principle of establishing a PBP approach to pragmatic clinical trials as a means through which UK neonatal nutrition support achieves the best standards.

2) Optimising nutrition in child development & ill-health

Core BRU projects are a proof of concept study to define epigenetic biomarkers that enable individualised approaches to preventing childhood obesity and improving cardiovascular structure and function, and a structured decision making algorithm to improve the management of sick children with inflammatory disorders.  

2a. Nutritional and epigenetic influences on childhood obesity and cardiovascular risk 

Objective:  To enable individualised approaches to preventing childhood obesity and improving cardiovascular health, this BRU project will utilise our expertise and industry links to undertake a proof of concept study using perinatal tissues to define epigenetic biomarkers of childhood outcomes. 

2b. Structured approach to nutritional care of younger people with inflammatory bowel disease (intestinal failure)

Objective:  i) To establish and roll out structured decision making for care of patients with inflammatory bowel disease (with and without resection of varying degrees; before, during and following acute inflammatory exacerbations; at different ages to maintain normal growth and development and successful pregnancy). ii) To better define prognostic measures of nutritional risk, a structured approach to care, and better markers of preferred outcomes for care (body composition, functionality and nutritional status).

3) Optimising nutrition for metabolic & musculoskeletal health in adults & the elderly

Core BRU projects are a proof of concept study to demonstrate the potential for a complex intervention to treat patients with non-alcoholic fatty liver disease and the developmental of a pragmatic toolkit to enable adequate nutritional management of older patients to improve sarcopenia and enhance outcome.  

3a. Nutrition & fatty acids in relation to non-alcoholic fatty liver disease (NAFLD)

Objective: In NAFLD patients, we will test the effects of long chain n-3 fatty acid supplementation on a) NAFLD algorithm scores, and b) novel cardiovascular risk factors, following this with a proof of concept study defining impacts of a behavioural approach altering dietary and physical activity in NAFLD patients. 

3b. Using trained helpers to support nutritional intake in hospitalised older patients

Objective: To determine the effect of supported delivery of nutritional requirements on clinical outcomes in hospitalised older patients.

The fit between the BRUs and the SoM Research Divisions

The two BRUs work in a closely integrated manner with the Southampton SoM and other schools and faculties of UoS. Indeed, all BRU staff are given honorary contracts with UoS and some BRU staff are placed within the SoM and wider UoS premises to enable close interaction with other colleagues as appropriate. The Directors of the two BRUs are senior faculty members of their respective divisions.

The Division of Infection, Inflammation and Immunity (III)

The III Division (http://www.som.soton.ac.uk/research/iii/) - Director Professor Ratko Djukanovic (https://www.som.soton.ac.uk/about/staff/listing/profile.asp?rd1) is one of six SoM academic divisions. This division serves as the academic (UoS) base of the Respiratory BRU and its director is also the director of the Respiratory BRU. Division of Infection, Inflammation and Immunity is a grouping of clinical and basic scientists focusing on mechanisms of inflammation and tissue repair in the context of a range of diseases caused by environmental agents including allergens and microbes.  The strengths of this Division result from the combination of an excellent scientific community focused on elucidation of fundamental mechanisms underlying human diseases.   The crucial characteristic of the division’s research is the translational emphasis, i.e. research that directly benefits understanding of disease and development/optimisation of diagnosis and therapy.  From this arises its mission statement: “. To develop improved methods of diagnosis and interventions which will prevent, ameliorate and/or cure infections and chronic inflammatory and fibrosing disorders.”  

The Division comprises 111 research scientists (32 academic staff including 7 early career researchers, 2 Clinician Scientists, 1 (Walport) Academic Clinical Lecturer, 5 (Walport) Academic Clinical fellows, 39 post-doctoral fellows and 55 PhD/DM students). The Division has an impressive track record in publishing the results of its research, generating research income and spinning out of companies (IQur, Synairgen and PrimerDesign) (also see the relevant pages on the School’s website https://www.som.soton.ac.uk/research/iii/news.asp). 

The Division covers the following disease areas: respiratory medicine (adult and paediatric), allergic diseases, neonatal medicine, infectious disease, rheumatology, gastro-intestinal disease and hepatology, dermatology and ophthalmology.

The Division of Developmental Origins of Disease and Health (DOHaD)

The DOHaD Division (http://www.som.soton.ac.uk/research/dohad/) - Director Professor Mark Hanson (https://www.som.soton.ac.uk/about/staff/listing/profile.asp?markh ) is one of six SoM academic divisions. It is the academic base of the Nutrition, Diet and Lifestyle BRU and represents scientific experience in basic biology, clinical and epidemiological studies and public health.  The Division is acknowledged as the centre from which the concept of the Developmental origins of chronic disease emerged as remains a major international centre for research in this area.  The strength of the Division derives from a fundamental interest in the factors that enable normal growth and development from conception to old age, and the extent to which constraints at critical periods increases vulnerability to wider environmental challenges at all later ages.  The work programme is based on the elucidation of fundamental mechanisms which underlie the progressive accumulation of risk of ill-health and consequential human diseases.  A crucial characteristic of the division’s research is the integration of understanding of the special role that nutrition plays from enabling molecular regulation of metabolism and the effective repair of damaged tissue, to explaining key factors which can account for variability in population risk of ill-health and response to treatment.   

The Division comprises of 158 research staff (16 Professors, 10 Readers/Senior Lecturers, 6 Lecturers, 23 Postdoctoral research fellows, 9 Clinical Research fellows, 18 Research Nurses and 19 Research Assistants/Technicians, and 57 PhD students.  The Division has an impressive track record in publishing the results of its research, generating research income and spinning out of companies (Epigen etc) (see the School’s website https://www.som.soton.ac.uk/research/iii/news.asp). 

Synergy between the Nutrition and Respiratory Medicine

There is already established cooperation between the clinical teams and both the clinical and basic scientists in nutrition and respiratory medicine consisting of joint applications for grants and project that have led to post-graduate degrees. An example of this is a recent thesis defended by a clinical research fellow, which showed, for the first time, an independent association between the presence of metabolic syndrome and a fall in lung function in smoking individuals. A multi-disciplinary research group has been established to investigate the effects of nutrition and vitamin D levels on immune function in childhood and the development of COPD and asthma, the mechanisms of cardiovascular disease morbidity and mortality in patients with COPD, and the role of various interventions aimed at combating obesity, metabolic syndrome and cholesterol lowering drugs on morbidity and mortality in COPD and asthma.


The successful candidate will, thus benefit from a vibrant environment where he/she would be able to collaborate with many clinical and basic scientists and to achieve thereby a very successful career.

GENERAL PROVISIONS

Job Plan 

In accordance with Schedule 3 of the Terms and Conditions of Service for Hospital Medical and Dental Staff, the Job Plan includes a schedule of Programmed Activities setting out how, when and where the post holders duties and responsibilities will be delivered. 

A standard full-time Job Plan will contain 10 Programmed Activities subject to the provisions for recognising emergency work arising from on-call rotas and the provisions in Paragraph 7.6 to agree up to two extra Programmed Activities.  Subject to the provisions for recognising work done in Premium Time, a Programmed Activity has a timetable value of four hours. Each Programmed Activity may include a combination of duties.

It is recognised that the work programme for any new consultant taking up post will take time to settle into a regular pattern.  Therefore the job plan will be reviewed in discussion with your Divisional Clinical Director after 3 months.  This will be completed as part of the Job Plan review for all existing consultants related to this post to allow integration of job plans across the Unscheduled Care Division.

For clinical matters the post-holder will be responsible to the Clinical Lead for Respiratory Medicine and the Clinical Services Director for the Division. For research matters this appointed individual will be accountable to Professor Ratko Djukanovic, Professor of Respiratory Medicine and Director of the Southampton NIHR Biomedical Research Unit, and Professor Alan Jackson, Professor of Human Nutrition and Director of the Southampton NIHR Nutrition, Diet and Lifestyle Biomedical Research Unit.

Weekly Timetable

The programmed activities involving direct clinical care are summarised in the weekly timetable. This plan is deliberately flexible to take into account the expertise and wishes of the successful applicant while recognizing that this post-holder will provide back-fill for other consultants undertaking research within the framework on the BRU. Therefore, some changes to the clinical component of this post may occur over time with the agreement of the Director of the Respiratory BRU, the Clinical Lead in Respiratory Medicine and the Divisional Director.  Except in an emergency, the post holder must fulfill these commitments unless the appropriate Divisional Clinical Director has agreed otherwise.

Weekly Duties – Programmed Activities

	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	9.00-13.00

Respiratory Ward Round 

13.00-14.00 Departmental Meeting 

14.00-17.00

Research/Nutrition Research Service Development 

(1.0 DCC PA, 1PA Research/SPA)
	9.00-11.00 

SPA/service development

11.00-12.00 Admin/audit

12.00-13.00

Radiology Meeting

13.00-17.00

Outpatient Clinic

(1.25 DCC, 0.75 SPA)
	9.00-13.00

Respiratory Ward Round

13.00-15.00

Research

(1.0 DCC, 0.5 Research/SPA)
	9.00-10.00 Departmental Meeting /CPD

10.00-11.00 Consultants meeting

11.00-13.00 Audit/ teaching /non-patient administration

13.00-17.00

Research

(2.0 PA Research/SPA)

	9.00-13.00

Respiratory Ward Round

13.00-17.00

Research

(1.0 DCC, 1.0 Research/SPA)



Week A: 21 weeks per year based on a 42-week job plan

This gives:
DCC

 
4.25 PA



On call 

0.5 PA

Research/SPA
4.75 PA

	


	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	9.00-13.00

Research/Respiratory Nutrition Service Development

13.00-14.00 Departmental Meeting 

14.00-17.00

Bronchoscopy or TRC

(0.75 DCC PA, 1.25PA Research/SPA)
	9.00-12.00 Respiratory Outreach ward Round

12.00-13.00

Radiology Meeting

13.00-17.00

Outpatient Clinic

(2.00 DCC)
	9.00-14.00

Research

14.00-15.00

SPA

(1.5 Research/SPA)
	9.00-10.00 Departmental Meeting /CPD

10.00-11.00 Consultants meeting

11.00-13.00 Audit/ teaching /non-patient administration

13.00-17.00

Research

(2.0 PA Research/SPA)

	9.00-14.00

Respiratory Outreach Ward Round

13.00-17.00

Research

(1.0 DCC, 1.0 Research/SPA)



Week B: 21 weeks per year based on 42-week job plan 

This gives:
DCC

 
3.75 PA



On call 

0.5 PA



Research/SPA
5.75 PA
	PROGRAMMED ACTIVITY


	Number

	Direct clinical care (inc. on-call)


	4.5

	Supporting professional activities


	2.5 (this is broken down into 1 

PA for research, 1.5 PA support for 

non-clinical duties)

	Other NHS responsibilities


	0

	External duties


	0

	Research duties


	3

	TOTAL PROGRAMMED ACTIVITIES


	10


Review

This job description and job plan will be reviewed each year by the post-holder and the Divisional Director (or nominee).

Local mediation and appeal procedures will be followed in the event of any disagreement over proposed changes to the job plan.

The post-holder will be required to undergo annual appraisal of both their clinical and research activities and participate fully in GMC revalidation maintaining their position on the specialist register.

Policies and Procedures

Subject to the provisions of the Terms and Conditions of Service, the post-holder will be expected to observe the Trust’s agreed policies and procedures, drawn up in consultation with the profession on clinical matters, and to follow the standing orders and financial instructions of the Trust.

Southampton University Hospitals NHS Trust expects all medical and dental staff to work within the Guidelines of the “General Medical Council Guide – Good Medical Practice”.

In particular, where the post-holder manages employees of the Trust, he/she will be expected to follow the local and national employment and personnel policies and procedures.  The post-holder will be expected to make sure that there are adequate arrangements for hospital staff involved in the care of his/her patients to be able to contact him/her when necessary.

All medical and dental staff employed by the Trust are expected to comply with its Health and Safety Policy and procedures.

The post-holder will be responsible for the training and supervision of junior medical staff that work with him/her and will devote time to this activity on a regular basis.  If appropriate, the post-holder will be named in the contracts of doctors in training grades as the person responsible for overseeing their training and as the initial source of advice to such doctors on their careers.

RESIDENCE

Residence within either 10 miles or thirty minutes by road from Southampton General Hospital is a requirement of this post unless specific approval for alternative arrangements is given by the Trust. The post-holder should have a current driving licence and his/her private residence must be maintained in contact with the public telephone service.

VISITING

Candidates are encouraged to visit and should contact Dr Katherine O’Reilly, Lead Consultant for the SUHT Respiratory Service, telephone 02380 796228, Professor Ratko Djukanovic, Director Respiratory NIHR BRU telephone 02380 794404 and Professor Alan Jackson, Director NIHR, Nutrition, Diet and Lifestyle BRU, telephone 2380 796317. 

Applicants will be reimbursed for the following interview expenses.

i. Attendance for interview

ii. Pre-interview visits for short-listed candidates only (maximum of two visits).

NOTE

Because of the nature of the work for which you are applying, this post is exempt from the provisions of Section 4(2) of the Rehabilitation of Offenders Act 1974 by virtue of the Rehabilitation of Offenders Act 1974 (Exceptions) Order 1975.  Applicants are, therefore, not entitled to withhold information about convictions and, in the event of employment, any failure to disclose such convictions could result in dismissal or disciplinary action by the Trust.  Any information given will be completely confidential and will be considered only in relation to an application for position to which the order is applied.

A similar memorandum will also accompany requests for references.
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