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Welcome to the May 2020 edition of
The International Anaesthetist.
Whilst most of the world’s population is
in lockdown and urged by their political
leaders to stay at home in response to
the COVID-19 outbreak, we as doctors,
of any specialty, are at the frontline.
Undoubtedly, these are challenging
times for all of us. We are all working
around the clock across the globe, with
more or fewer resources, but with a
common goal: to save lives. Once this
crisis is over, many lessons will have
been learnt, and I would hope those in
power will acknowledge the importance
of investing in healthcare for the benefit
not only of doctors and patients, but
also for the functionality of other
sectors and our social structures.
As a representative of the College and
the anaesthesia profession, I would
particularly like to extend my gratitude
to those of you who are returning to the
workforce and to all my international
anaesthetist and intensivist colleagues.
The public widely recognises our job
during these unprecedented times,
and they label us as heroes. Our work
has never been more important, and
we should be very proud of it and

persevere, but it is also the right time
to remind ourselves that we are human
beings, and as such have our fears,
anxieties and personal commitments. I
encourage you to make sure you look
after yourself and each other, keep up
the good work and stay safe. I have no
doubt that our profession will come
out of this united and even stronger.
A big applause from the College staff
members and myself, on behalf of the
College Council, goes to you all.
As with everyone’s lives, the College’s
normal activity has been affected
by the pandemic. Following the UK
government’s advice, and to reduce the
risk to our members and the public, our
staff are working from home until further
notice. We are successfully using virtual
technology for all communications and
meetings. Our educational events from
March to June have been postponed
to a later date. This includes Global
Anaesthesia: Towards Health Equity,
rescheduled for 16 March 2021, and our
flagship conference, Anaesthesia 2020,
rescheduled for 18–20 May 2021. If you
had been booked onto this conference,
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your booking has been automatically
transferred to the conference in
2021. If you would like to discuss your
booking, please contact Events on
events@rcoa.ac.uk
The College has developed resources
to support you and I am pleased to
share a link to the new joint COVID-19
website. This has been developed in
partnership with the College, Faculty
of Intensive Care Medicine, Intensive
Care Society and Association of
Anaesthetists. The website offers
up-to-date clinical information and
resources needed to better understand
and manage COVID-19, so please
check regularly and share with your

colleagues. In addition, eIntegrity
(healthcare e-learning) has developed
a COVID-19 e-learning programme,
which can be accessed here, to help
health and care professionals respond
to the coronavirus.
The content of this newsletter will
inevitably focus on COVID-19. We
will hear testimonials from different
doctors across the world, from Australia,
Indonesia, Jordan and Qatar, on
how their hospitals are preparing for
the outbreak. On different subjects,
Dr Palihawadana, from Sri Lanka, will
describe a day in her hospital and
Dr Petsas and Dr Pogiatzi will reflect
on how the economic crisis in Greece

has affected their healthcare system.
In her article, Ewelina Kolaczek
will enumerate your benefits as an
international member of the College.
Finally, Dr De Silva will share details on
the UK nationwide simulation project
that she is leading on.
Please keep in touch to share your
thoughts and reflections. I would like to
reiterate that this is your College and we
are here for you, so please let us know if
there is anything we can do to support
you further during these difficult times.
I am convinced that together we will
come out of the current crisis stronger.
Stay safe, and stay healthy!

Professor Ellen O’Sullivan, Chair of the Global Partnerships Committee and RCoA Council Member
rcoa.ac.uk/global-partnerships

Memorial fund for

Dr Ratnasabapathy Sashidharan
Dr Ratnasabapathy Sashidharan worked as a consultant
Anaesthetist at Barts and the London NHS Trust, and was
appointed as the College’s Bernard Johnson Adviser
in postgraduate anaesthetic studies (overseas trainees)
in October 2008. Sadly, soon afterwards ‘Sashi’ passed away.
The College of Anaesthesiologists and Intensivists of Sri Lanka has purchased a property at Rajagiriya for the use of College
educational activities. The R Sashidharan Memorial Auditorium fund has been established to raise money to build a new
auditorium and training centre. The auditorium will be named after Sashi and this facility will be mainly used for CPR training
of healthcare professionals, the public and school children as a part of `Restart a heart – Sri Lanka’ and ‘Kids Save Lives – Sri
Lanka’ projects, along with other educational activities of the College.
Details on how to contribute to the memorial fund can be found here.
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A day in the life of...

Dr Prasanga Palihawadana
in Sri Lanka
Dr Prasanga Palihawadana, Consultant Anaesthetist, Sri Jayewardenapura General Hospital (SJGH), Sri Lanka

I am a consultant anaesthetist in Sri Lanka working at SJGH, a busy tertiary care unit with
1,000 beds. I share my work with four other consultants; there are 25–30 junior anaesthetists,
including postgraduate registrars, working with us. We have 11 theatres allocated to general,
gynaecological and obstetric, orthopaedic, neuro, ENT, urological and cardiac surgeries. I will
describe what my last Monday involved to give an insight into local anaesthetic practice.
My routine list is cardiac surgery and
today we are planning a coronary artery
bypass graft on Mr S, a 72-year old. I
am also on-call for emergencies.
I greet Mr S and my juniors and we
complete the WHO Surgical Safety
Checklist. The surgeon informs us that
he would like to perform the operation
as a beating heart procedure, which
would reduce the complication of a
bypass operation.
After checking our drugs and
equipment, we induce anaesthesia with
a combination of fentanyl, etomidate
and pancuronium, and plan to continue
with propofol and sevoflurane. Arterial
and central venous cannulae, and
transoesophageal echo are placed to
monitor the patient.
The surgeon confirms that he will
proceed without bypass. This pleases
our registrars who are observing such
an operation for the first time. I brief

our trainees on the management plan
and stress the value of following the
surgeon’s steps. We keep the heart
rate of the patient low to allow best
operating conditions. The second graft
requires positioning the heart at an
awkward angle and we are greeted
with an arrhythmia and transient
hypotension. Time, noradrenaline and
gentle repositioning solve the problem
and the grafting is completed. We
move the patient to the ICU and plan
for early weaning.

My work finishes by 4pm but the ICU
doctors phone me regularly throughout
the rest of the day to provide me with
updates on our patients.
The following day, I find Mr S not
breathing adequately; this is resolved
with physiotherapy and more
analgesics. Mrs M spends two more
days in ICU getting better before
being discharged.

The general ICU department
calls me to see an admission. The
patient, Mrs M, is a 42-year old with
uncontrolled diabetes and acute
asthma. Though her blood gases
are fine, she is very tachypnoeic and
unable to complete a sentence. We
decide to avoid intubation.
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COVID-19 at the King
Hussein Cancer Centre,
Amman, Jordan
Dr Marwan Obeid, Consultant Anaesthetist, King Hussein Cancer Centre, Jordan

I work in the King Hussein Cancer Centre (KHCC) in Amman, Jordan as a consultant
anaesthetist. The KHCC is one of the largest cancer centres in the Middle East. It is
one of the referral hospitals dealing with paediatric and adult cancer patients.
The COVID-19 outbreak reached Jordan
late compared to other countries.
At the time of writing this summary
(9 April 2020), the number of confirmed
coronavirus cases is 372 and there have
been seven deaths.
The coronavirus outbreak is without
a doubt a very stressful period for
healthcare workers, but also for cancer
patients and their families. We as
healthcare workers in Jordan have
been affected on many levels. The
government of Jordan announced
a nationwide curfew on 21 March
2020 and there are restrictions on the
movement of citizens and widespread
suspension of many normal daily
activities. Schools, universities, borders
and airports are closed.
Our hospital is very active in teaching
hospital staff about COVID-19 and how
to prepare for dealing with infected
patients. Precautionary measures have
also been taken by the KHCC and
all the routine outpatients’ clinics are
cancelled, except for emergency and
life-threatening cases, and there are
changes and new arrangements to
support and help patients.
In our anaesthetic department we have
taken many measures to face this crisis,
including an anaesthetic room checklist
and preparation before any positive
COVID-19 cases arrive in the operating

theatre. Guidelines on the transfer of
patients and the designated theatres
with negative pressure are all in place.
As the outbreak may progress, we
recommend wearing N95 masks and
face shields during any airway procedure
for all patients regardless of their
COVID-19 status. This will also protect
patients from asymptomatic staff who
might be infectious. To prevent the
dissemination of the disease among staff
members and patients, our anaesthetic
department is divided into two groups,
one group works for one week and the
next week is off and vice versa. The time
off is ideal to identify staff who may have
contracted the infection.
Our guidelines on giving general
anaesthesia to COVID-19 positive
patients are as follows:
1

Ensure maximum PPE protection
using N95 mask, goggles/face
shield, gown, double gloves. This is
according to our hospital policy.

2 Pre-oxygenate for three minutes 100
per cent O2 while the patient is still
wearing the surgical face mask.
3 Use rapid sequence intubation
(RSI), or modified RSI/give muscle
relaxant, eg rocronium 1.2 mg/kg
early to avoid coughing. If manual
ventilation is needed, then small tidal
volumes must be used.

4 Use video laryngoscope to keep
enough distance from the patient
and also to increase the chance of
successful intubation.
5 Insert the endotracheal tube to the
ideal length (eg 22 for male and
20 for female), inflate cuff fully
before initiating ventilation/avoid
auscultation.
6 Put used laryngoscope into the tray.
7 Close circuit and filter heat and
moisture exchanger filters on both
limbs of the breathing circuit.
8 Avoid unnecessary circuit
disconnection and if disconnection
is necessary keep heat and moisture
exchanger on the patient’ side.
9 Take extra caution during suctioning;
close suctioning is recommended.
10 Keep all the precautions in place
until the end of the operation.
11 Extubate in the OR, keep mask
on the patient and keep yourself
protected; a plastic bag/cover with
cut-out should be used.
12 Ensure recovery in the theatre; keep
the plastic cover on the patient.
13 Ensure all PPE is removed according
to our hospital protocol.
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COVID-19

around the world
Testimonials from our international members
Dr Susilo Chandra, Cipto Mangunkusumo Hospital, Indonesia
I work in Cipto Mangunkusumo
Hospital, which is a tertiary university
hospital in Jakarta, Indonesia. The
hospital is not formally assigned by
the government to care for COVID-19
cases. However, several suspected
cases have been treated in our hospital
prior to being sent to specialised
COVID-19 referral facilities.

To prevent the spread of the virus, any
staff member with a history of contact
with a suspected coronavirus case
is tested and put on a 14-day leave,
and those with flu-like symptoms
are advised to report to our HR
department for a follow-up. Workers
who are above 65 years old are being
encouraged to stay home.

As many other hospitals around
the globe, we are preparing for the
potential influx and peak of COVID-19
patients who may require treatment in
our hospital. The pandemic is affecting
our normal activity; we are reducing the
number of elective surgical procedures
and limiting the number of outpatients.
The presence of staff members in the
hospital is regulated on shifts.

Cipto Mangunkusumo Hospital has also
strengthened its hygienic measures.
All areas of the hospital are disinfected
more often and there are personnel
assigned specifically to monitor hand
hygiene practice of hospital staff,
patient, and visitors. Hospital door
access has been reduced and thermal
scans are provided at entry points.
Finger print identification has switched

to manual. Workers of OR and ICU are
expected to use scrubs and to shower
prior to leaving the hospital. If we must
carry out procedures (eg intubation,
managing ventilator or central venous
catheter insertion) on a suspected case,
a cover-all protective equipment with a
N95 mask must be used.
My hospital has also developed
audio-visual educational materials to
raise awareness on how to prevent
catching and spreading the virus. All
regulations are already in place, and we
may see changes in the future as the
situation develops.

Dr Mohamed Hamarsha, Istishari Hospital, Jordan
Anaesthetists and the public have
never faced more difficult days than
now. This is the first time the whole
world is united against a common
enemy: the Coronavirus, which can
be a deadly beast.
To date (18 March 2020), 48
coronavirus cases have been diagnosed
in Jordan, and, fortunately, none of
them in Istishari Hospital, the hospital
where I work. However, as with most
hospitals around the world, Istishari
Hospital has put measures in place
to combat COVID-19. Among those,
my hospital has limited theatre work
and patient appointments to urgent

cases, and frontline medical staff
have been provided with adequate
personal protective equipment
(PPE). Our specialised laboratory
team has everything in place to test
suspected patients, whose samples
are taken at their houses to avoid them
interacting with other people while
seeking medical care.
In the hospital, we are promoting good
hygiene and social-distancing attitudes,
as these are key to reducing the spread
of the virus. We have created hygiene
educational materials, such as videos
and posters. Istishari Hospital has
also increased the number of wall-

mounted sanitisers, which can be found
everywhere in the hospital. Traditional
social attitudes, intrinsic in our culture,
such as handshaking and kissing, have
been forbidden. The most effective
way to stop the virus remains social
distancing, and all of us have a role to
play. Therefore, I plea with you to keep
reminding the public of your country that
to help us give them the best possible
care and save lives, they should follow
their government’s health guidance:

SAVE LIVES
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Preparation for COVID-19 in Australia
Dr Kate Sewell, Staff Specialist Anaesthetist; Dr Chris Stonell, Staff Specialist Cardiothoracic Anaesthetist and
Dr Thar-Nyan Lwin, Provisional Fellow in Cardiac Anaesthesia, The Prince Charles Hospital, Australia

The COVID-19 pandemic has impacted every hospital system, from developing
nations to leaders in modern medicine. Australia has not been spared and here
we detail how The Prince Charles Hospital (TPCH) anaesthetic department in
Queensland has prepared for this challenge.
TPCH is the leading heart-lung
transplant facility in Australasia. It
delivers one of the highest volumes of
single lung, double lung, heart-lung
and heart-lung-liver transplants in this
region. As such, anaesthetists within this
department were preparing to be at the
coalface of COVID-19.
In anticipation, multidisciplinary teams
from clinical, non-clinical (information
technology, engineering, building
and facility managers) and executive
streams united early.
Anaesthetists sat on panels previously
considered quite separate to
anaesthesia, such as the clinical advisory
group, emergency operations centre and
infection control board. These novel roles
were in addition to the usual perioperative
anaesthetic care. Facilitating the
integration of these finite resources into
these many streams proved challenging
but of utmost importance.

The education and communication
workforce transitioned the department
to the ‘Microsoft Teams’ software to
enhance communication, collaboration
and dissemination of crucial resources.
Many anaesthetic departments
throughout Queensland had also
engaged in this platform, allowing for
inter-hospital coalition of information.
The education team also facilitated the
introduction of Telehealth, to review
patients for their urgent elective surgery.
but to also provide some semblance of
continued service provision for when
the pandemic ends.
Within the department itself, crucial
workforce teams were formed. The airway
and personal protective equipment
teams were challenged with analysing
extensive and rapidly evolving national
and international guidelines and forming
local departmental policies. This was
translated into frequent multidisciplinary
simulation sessions with staff from
theatre, the emergency department and
intensive care department. Simulations
revolved initially around road-testing
logistics but then evolved into finalising
protocols, establishing team work and
resource management. Nursing staff
and theatre support officers were
integrated early, promoting
team work before the surge
would inevitably hit.
Specific to this hospital,
management of cardiac and
thoracic COVID-19 cases
was crucial. The main theatre

complex was divided into three specific
areas: non-COVID-19, COVID-19
and Cardiac-COVID-19. A COVID-19
corridor was established, complete with
a negative pressure room for induction,
extubation and recovery. Separate
areas, teams and protocols were
developed for cardiac and non-cardiac
COVID-19 management.
Hospital-wide, anaesthetists emerged
as primary providers of COVID19 airway
management for the ward, intensive
care and emergency department.
A specific team was formed, the
COVID-19 airway response team
(CART), staffed entirely by anaesthetists
24-hours a day, seven days a week.
This team comprised two anaesthetic
consultants, an anaesthetic assistant
and a theatre assistant officer that
would provide airway management for
suspected and confirmed COVID-19
patients around the clock.
As the pandemic evolves, TPCH
remains at the forefront in caring for
patients with significant cardiac and
respiratory co-morbidities. We would
like to thank each team member for
their dedication and resilience during
such a confronting time in modern
medicine. It is not without anxiety that
we as anaesthetists come face to face
with COVID-19. It is, however, with
admirable courage that the team at
TPCH, and indeed across the globe,
have accepted this challenge and are
determined to be victorious.
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COVID-19 preparedness:
a personal reflection
Dr Mamoon Yusaf, Consultant Medical Intensive Care Unit and Anaesthesia,
Hamad General Hospital, Qatar

When it became evident that COVID-19 was becoming a global problem, our
topmost priority at Hamad General Hospital was to provide safe and effective plans
to deal with the imminent pandemic threat.
As we build up our experience with
the disease, and dynamically adapt
our clinical approach, we would like
to share in this article some of our
preparatory arrangements in the
intensive care unit, as part of a wider
departmental precaution:
It was necessary to ensure that essential
protocols and drills for critical care were
in place for staff guidance and safe
clinical handling of infected cases. I
was responsible for staff training, as the
following measures were put in place:

1 Personal protective
equipment (PPE)
Training and production of videos,
with the aim to run them in a loop in
different wards to refresh and reinforce
correct PPE use. Collaboration with the
infection control department to arrange
a Train the Trainer Workshop for PPE for
15 nurse educators was achieved.

2 Development of
guidelines
One of the initial steps taken was to
form a guideline working group, which
developed the following guidelines
based on the best available evidence on
COVID-19:
■

severe respiratory failure pathway in
COVID-19 patients

■

airway management in COVID-19
patients

■

intra-hospital transport guidelines for
COVID-19 patients

■

inter-hospital transfer guidelines for
COVID-19 patients.

3 In-situ simulation training
programme
I designed in-situ simulation activities
with multidisciplinary teams, where we
practised and simulated PPE donning
and doffing, patient transfer and airway
management of suspected COVID-19
patients. There were debriefing
sessions after each activity. A summary
of the lessons learnt were shared
across the hospital.

4 Training of non-intensive
care unit (ICU) physicians
for ICU deployment
A very important step was to run the
newly developed ICUs in view of
the need to open extra beds beyond
our existing capacity. One of the
challenges was to obtain more staff
to run these newly developed ICUs.
I formed an education workforce
group and we started training the
non-ICU physicians in an ‘ICU crash
programme.’ Our aim was not to teach
them any new skills, but to ensure that
they utilise their existing set of skills
in the best possible way in our ICU,
without compromising patients

or their safety. In addition, we wanted to
familiarise them with ICU systems and
processes through the delivery of this
crash course and constant supervision
by senior ICU clinicians.
Our course has the following
components:
■

introduction and induction as a
group

■

shadowing in different ICUs

■

face-to-face mini sessions with the
ICU team

■

PPE training.

We have also developed an ICU
flashcards booklet for guidance,
and all the new recruits have been
assigned a mentor for support. So
far, over 40 anaesthetists have been
trained, with more than 100 physicians
from different specialties enrolled for
training this week.
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Structured integration
for a better outcome
Dr A C Ruwanmali De Silva (Mali), Consultant Anaesthetist and College Tutor, Medway Maritime NHS
Foundation Trust; Final FRCA Examiner and Member, RCoA MTI Leadership Group

Having done my own factfinding through recently returned colleagues and friends, I
felt prepared to work in the NHS when I first arrived in the UK from Sri Lanka in 2005.
Coming from a hierarchical healthcare
system, during the first few weeks, I
had difficulty understanding the team
dynamics of the NHS. I have come far
to become a College tutor and final
FRCA examiner, and more importantly a
member of the RCoA’s Medical Training
Initiative (MTI) Leadership Group.
Our simulation faculty led a very
successful five-day simulation-based
induction course at Medway NHS
Foundation Trust (MFT) to support
recently arrived international medical
graduates (IMGs) for internal medicine.
This programme included a resilience
workshop, one-to-one skills training,
and two days of high-fidelity simulation
training. The pre- and post-course
questionnaire showed improvement in
competence and confidence. The course
benefited both our hospital and the IMGs.
It was financially effective and reduced
incurred costs considerably (50 per cent
approximately). The avoidable cardiac
arrest calls reduced by 53 per cent and
the Care Quality Commission visit report
reflected these positive improvements.
The programme was highly commended
for the BMJ Awards 2019 and shortlisted
for the HSJ Value Awards.

With involvement from the College’s
Global Partnerships team, Dr Shashi
Chandrashekaraiah, Lancashire Teaching
Hospitals (LTH), and myself have
developed a nationwide simulation
programme tailored for MTI doctors. The
courses will be run twice a year by five
selected centres, located strategically in
different parts of the UK. The selected
centres have agreed to carry out a
specific set-up by steering leads and
agreed by the Global Partnerships
leads. Each course will be quality
assured to ensure that uniformity and
standards are being met. The hospitals
participating in the course are: Medway
Maritime Foundation Trust, Lancashire
Teaching Hospitals NHS Foundation
Trust, Hull University Teaching Hospitals
NHS Trust, Northampton General
Hospital and Aberdeen Royal Infirmary.
More details here.

in a new environment. Experiential
learning simulation design can be an
invaluable method to align their skills to
an unfamiliar environment to support,
nurture and build up their confidence.
We aim to make this available to all our
MTI doctors in the coming year.

MFT delivered the first national two-day
pilot programme in December 2019,
and LTH ran a one-day programme in
January 2020. Both courses were well
received with measurable outcomes.

1
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Anaesthesia crisis in Greece:
a multidimensional economic,
social and scientific
problem
Dr Dimosthenis Petsas, Consultant Anaesthetist,
St Paul General Hospital, Thessaloniki, Greece
Dr Valentini Pogiatzi, ST5 Anaesthetics,
St Dimitrios General Hospital, Thessaloniki, Greece

The economic crisis in Greece has affected the whole of Greek society, and the
Greek National Health System is no exception. The problem is bigger in specific
specialties, such as anaesthetics. This became a problem for the Greek NHS due to
the essential role of anaesthetists in the functioning of hospitals.
Long delays and cancellations of

ill and intubated patients cause great

for specialty training in centralised

elective surgeries are an everyday

stress on the health system and

authorities. Training in anaesthetics in

reality, and in many hospitals, this limits

increased risk to the patient.

Greece takes five years. During specialty

the activity of operating theatres to
emergency cases only. Emergency
departments are also affected. In
Greece, the emergency medicine
specialty is in its first stages. Emergency
cases are treated by all respective
hospital specialties and anaesthesia
has a critical role. Transfers of critically
†

The ‘anaesthesia crisis’ started around
2010, but became a suffocating reality a
couple of years ago. To understand what
is happening, we will briefly describe the
procedure of applying for a training post
and comment on anaesthesia training in
Greece. Medical graduates are applying

training there are no obligatory exams;
however, at the end of the training, the
trainees undergo a written and oral
exam to obtain the specialty title. There
are specific rotations the trainee must
complete to be eligible to sit the exam. A
logbook was not established until 2019.†

anaesthesiology.gr/media/File/pdf/2019-2020/FEK1799_22-5-2019-tB(1).pdf
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In the past there were extensive
waiting lists to commence training,
and anaesthesia had the shortest.
Unfortunately, this fact led many
doctors to apply for an anaesthetics
training post, based solely on the need
for employment. The application for a
specific training position is based on
a ‘first come-first served’ basis with no
additional criteria, such as an interview.
Later, when many medical graduates
chose to train overseas (around 1,700
Greek doctors are currently working
in the UK), these waiting lists were
minimised. Choosing anaesthetics for
employment reasons (short waiting list)
ceased and doctors turned to more
lucrative, less antisocial and stressful
specialties. As a result, from 2008 to
2009, there was a vast decline in the
number of applications for anaesthesia
training positions in Greece.‡

The Greek anaesthesia crisis is
multidimensional. Low salaries, lack of
adhering to specified training modules,
pressure to carry out additional
clinical work, feeling of an `unsafe’
environment, lack of clarified pathways
in hospital, lack of recognition and small
prospects for professional development,
all contribute to the problem. The lack
of nationally guided clinical governance
and auditing affects the ability of
anaesthetists to ensure safety, quality
and appropriate teaching. Teaching
of trainees remains a fundamental
problem; unfortunately, it is left up
to the initiative of each consultant.
There is no controlling mechanism to
ensure teaching, nor its quality and
effectiveness. This leads to a great
variability of teaching throughout
Greek hospitals.

The ratio of practicing anaesthesia
providers per population in Greece
is now approximately 12/100,000,
while in Germany it is approximately
31/100,000, in the USA it is 21/100,000
and in England it is 17.8/100,000.§
The anaesthesia crisis is a critical
problem demanding immediate
political action. It is no longer a luxury
for medical graduates to choose
anaesthesia; it is a necessity for the
viability of the Greek NHS.

Number of applications for training positions in anaesthetics
(Attica prefecture/2004–2019)
Figure 1 Number of applications for training
positions (Attica prefecture/2004–2019)
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How can we help you?

The value of membership when
living and working overseas
Ewelina Kolaczek, RCoA Membership Engagement and Marketing Assistant

As a member of the College, you are part of a strong 23,000 combined
membership of medical professionals who are at all stages of their anaesthetic
careers, from medical students to retirement.
The College sets standards and provides
guidance so that our anaesthetists
maintain a high level of skill and
competency. The guidance developed
by the College can be adapted for use
in the healthcare system in your country.
Dr Zaiti Kostense’s article, An Insider’s
View, in the May issue of the College
Bulletin reflects this.
The Global Partnerships team also
provides advice to international
graduates who wish to work or train in
the UK through the Medical Training
Initiative (MTI) scheme.
Membership of the College provides
a wide array of benefits including
the following:

Support in your personal
and professional
development
■

■

Academic publications: free
access to the British Journal of
Anaesthesia (BJA). Fellows and
members also receive free access
to BJA Education and its online
CPD material
Lifelong Learning Platform:
access to the Lifelong Learning
Platform which has functionality for
CPD and logbook

■

■

Access to the UK’s largest
collective medical e-learning
resources: our overseas members
can access this resource at a reduced
rate – e-Learning Anaesthesia
(e-LA) is one of medicine’s largest
interactive online learning resources
Videos and podcasts: a collection
from a variety of our events which
are categorised into channels based
on topic, so easy for you to find what
you are looking for.

Staying up-to-date
with news
■

■

College publications: receive
the bi-monthly Bulletin to keep
you up-to-date with the latest
College developments and news.
President’s News: receive a monthly
email update from your President
highlighting the latest news from
your College and our specialty.

Standards, guidance and
patient safety
We are here to help you be the
best practitioner you can be and
deliver excellent patient safety.
Guidelines and standards are essential
to establish and maintain good
anaesthetic clinical practice and high
quality service.

You might find the following useful
to review and adapt to your working
circumstances:
■

COVID-19 guidelines: The College
has been working hard collaborating
across medical organisations
to support you. You can find
clinical guidance and support and
information on resources for morale
and welfare. Although these are
oriented towards UK practitioners,
they are currently being translated
into five other languages. As the
situation evolves daily, please check
the website for updates.

To date, the airway management
guidance has been translated into Spanish
and into Polish. If you wish to translate
College guidance, please contact
Caity Mayall on cmayall@rcoa.ac.uk
The College is committed to ensuring
we always have the most current and
pressing matters of the specialty at
the heart of everything we do. Please
see the Get involved pages on the
College’s website for a full list of
engagement opportunities.
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Fitter Better Sooner
Endorsed by

The Royal College of Anaesthetists has developed a toolkit that offers
patients the information they need to prepare for surgery, including the
important steps they can take to improve health and speed up
recovery after an operation.
The Fitter Better Sooner toolkit consists of:
■
■

■

one main leaflet on preparing for surgery
six specific leaflets on preparing for some of the most common
surgical procedures
an animation which can be shown on tablets, smart phones, laptops and TVs.

You can view the toolkit here: rcoa.ac.uk/fitterbettersooner
We have also created printable posters, flyers and stickers to help you signpost patients to the
toolkit. The animation can be shown on TVs in waiting areas. You can find all these additional
resources and instructions on how to download the animation in MP4 format on our website
here: rcoa.ac.uk/patientinfo/healthcare-professionals
Please share this toolkit with colleagues in both primary and secondary care settings.

It has been shown
that people who
improve their
lifestyle in the run up
to surgery are much
more likely to keep
up these changes
after surgery.
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