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EDITORIAL

Who should provide anaesthesia?

Europe is growing together increasingly quickly, giv-
ing rise to a need for harmonization and standardiza-
tion of various structures that have developed
historically in the different countries. One of the goals
of the Union Européenne des Medécins Specialistes
(UEMS) and of the European Academy of Anaesthe-
siology (EAA) has always been to encourage this
process of harmonization, to ensure that anaesthe-
siologists are able to move freely within the European
Union. One of the problems that has been addressed
is the way in which specialist training in anaesthesia
is organized [1]. Another problem lies in geographical
variations in the manpower available in the field of
anaesthesiology in different parts of Europe [2].

One problem the EAA has not yet dealt with is the
need to develop common guidelines for the provision
of anaesthesia — addressing the question of who
should deliver anaesthesia. In this issue of the Eur-
opean Journal of Anaesthesiology, M. D. Vickers,
past president of the European Academy of Anaes-
thesiology, presents a very well-considered paper dis-
cussing all the different models of anaesthesia
services that are used in Europe and concluding with
proposed guidelines which are intended to serve as
the starting-point for discussion and as a possible
basis for developing a common approach in the
future.

We are here concerned with the standards of edu-
cation and training for those delivering anaesthesia,
and the way in which anaesthesia services are orga-
nized. What are these issues? It's economics, doctor!
Salaries and education costs for anaesthesiologists
are higher than those for non-physician anaesthetists
(e.g. the Certified Registered Nurse Anaesthetist in
the United States), which again are higher than those
of even less qualified anaesthesia assistants. As
changing economic forces have made it impractical
to believe that medical care should be provided without
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regard to cost, we are facing the challenge of how to
provide as much value as possible at as low a cost as
possible. Rationalizing anaesthesia services might
suggest the use of mixed systems for anaesthesia
provision, provided that outcomes are as good as
those with an anaesthesiologist-only service.

In addition to cost issues, another potential argu-
ment in favour of a mixed system for anaesthesia
provision is ‘boredom and fatigue’ [3,4]. Maintenance
of anaesthesia in uncomplicated cases may be pro-
fessionally unsatisfying for highly qualified anaesthe-
siologists. Some colleagues find it more satisfying to
delegate less important aspects of anaesthesia to less
qualified personnel and simply to supervise the pro-
cess as a whole, being physically present only during
the major phases and crisis situations.

An academic organization such as the EAA, and a
professional one like the UEMS, must argue that the
quality of a service will improve along with the edu-
cation, training and experience of those who deliver
it. Although this is hard to prove, it is plausible and
can be regarded as common sense [5]. It is therefore
obligatory that all anaesthetic procedures should at
least be supervised by an anaesthesiologist, and that
an anaesthesiologist should always be immediately
available to manage every crisis. Delivery of anaes-
thesia by non-anaesthetists is conceivable only under
the constraints of severely restricted financial
resources, as in the developing countries, or in cases
of mass casualties [6].

Whether or not parts of the anaesthesia process
can be delegated depends, among other things, on
patient characteristics, type of surgery, type of anaes-
thetic procedure, and the qualifications of the non-
physician anaesthetist, as well as on the rules for col-
laboration with the anaesthesiologist, with whom the
overall responsibility remains. In most anaesthesia
services, this type of delegation to less qualified

535


https://doi.org/10.1046/j.1365-2346.2000.00701.x

536 H. Van Aken

personnel is everyday practice — even in Great Britain,
where the consultant supervises junior anaesthesia
staff. As long as delegation does not result in any
demonstrable reduction in the quality of care, there
are no reasonable arguments against it.
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