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Australian and New Zealand College of Anaesthetists (ANZCA)

Statement on Roles in Anaesthesia and Perioperative Care
1. PURPOSE
This statement provides a framework for discussions on the roles and responsibilities of
*
health professionals in the anaesthesia and perioperative care teams.
The following five principles underpin this position statement:
1.1.

The structure of anaesthesia and perioperative care must support safe, high
quality care.

1.2.

The provision of anaesthesia is a medical role.

1.3.

Innovation should be based on delegation, not substitution, of roles.

1.4.

Anaesthesia and perioperative care require a team of highly skilled health
professionals.

1.5.

New or extended roles within the anaesthesia and perioperative care team
should be developed, implemented and evaluated in a systematic and consistent
way.

2. BACKGROUND
The healthcare system faces significant challenges, including older, sicker patients,
limited funding, a global health professional job market and the drive for more efficient
and effective service delivery. These issues demand the examination of options for safe,
productive models of care.
The Australian and New Zealand College of Anaesthetists (ANZCA) recognises these
challenges and is committed to participating in discussions about the roles of
anaesthesia and perioperative care team members. Perioperative care includes all care
from the time a patient is advised that a procedure may be appropriate or necessary
until specialist medical management is no longer needed. It includes pre-operative
assessment, planning and provision of anaesthesia, and post-operative care including
pain management, fluid and electrolyte management, resuscitation and relevant medical
management.
ANZCA aims to contribute to service improvement, which may include new and/or
extended health professional roles within a delegated task model, while ensuring patient
safety and high quality care.
*

Perioperative care includes all care from the time a patient is advised that a procedure may be appropriate
or necessary until specialist medical management is no longer needed. It includes pre-operative
assessment, planning and provision of anaesthesia, and post-operative care including pain management.
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3. PRINCIPLES
3.1

The structure of anaesthesia and perioperative care must support safe,
high quality care.

Demographic changes and the growing burden of chronic disease in Australia and New
Zealand are increasing the number of patients at high risk of life-threatening problems in
the perioperative period.
Evidence suggests that patient factors are more closely related to poor outcomes than
1
the type of surgery (though surgical and institutional factors may also play a role). It is
essential that anaesthesia and perioperative care are structured to provide safe, high
quality care and contribute to the best possible patient outcomes.
International evidence shows that effective pre-operative risk assessment and postoperative care planning have potential to significantly improve the outcomes for higher
2
risk patients. These assessment tasks are complex and require medical direction,
supported by a team with the appropriate skills and knowledge. Workforce innovation
may offer opportunities for positive change; however ANZCA’s stance is that patient
safety must come first when considering any change to the current roles and
responsibilities of health professionals involved in anaesthesia and perioperative care.
3.2

The provision of anaesthesia is a medical role.

Australia and New Zealand report some of the best anaesthesia safety statistics in the
3
world. In these two countries, anaesthesia is delivered by a team led by specialist
anaesthetists: doctors with a minimum of seven years of training after graduation from
medical school, with the skills and experience to provide anaesthesia and perioperative
care in the full scope of practice and range of settings. In order to meet regulatory and
College requirements, specialist anaesthetists must undertake continuing professional
development after completing training.
The practice of anaesthesia requires a range of fundamental clinical skills: general
anaesthesia and sedation, airway management, regional and local anaesthesia,
perioperative medicine, pain medicine, resuscitation, trauma and crisis management,
and safety and quality in anaesthesia practice. Specialist anaesthetists fulfil the roles of
medical expert, collaborator, communicator, health advocate, manager, professional and
scholar.
Specialist anaesthetists are trained to ensure the safety of patients throughout the
perioperative period. Specialist anaesthetists provide this care in a wide range of clinical
settings including preoperative clinics, operating theatres, day surgery units, medical
imaging environments (angiography, magnetic resonance imaging and computed
tomography scan rooms), procedure rooms and hospital wards. Responding to medical
emergencies and transport of critically ill patients is also a key role for specialist
anaesthetists.
While specialist anaesthetists comprise the majority of the medical anaesthesia
workforce, there are situations where a specialist is not normally available and where
administration of anaesthesia or sedation can be undertaken safely by other
appropriately trained doctors. Examples include the work of general practitioners and
Fellows of the Australian College of Rural and Remote Medicine who can complete a 12
month course in advanced anaesthesia skills, and must then participate in continuing
professional development.
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While ANZCA supports the appropriate delegation of medical care from a specialist to a
non-specialist doctor, the role must remain a medical one.
3.3

Innovation should be based on delegation, not substitution, of roles.

ANZCA maintains an active role, in collaboration with other health sector colleges and
societies, in the development of guidelines for medical, dental and nursing professionals
who wish to train in the safe administration of procedural sedation in low-risk patients
(see ANZCA professional document PS09 Guidelines on Sedation and/or Analgesia for
Diagnostic and Interventional Medical, Dental or Surgical Procedures). The benefits in
terms of improved patient access can be significant. The guidelines require that these
tasks are undertaken as a delegated role: the non-medical health professional conducts
specific tasks as directed by a medical practitioner. The working relationship between
anaesthetist and anaesthesia technician is an example. Delegation is distinct from
substitution, where another person replaces the anaesthetist or medical practitioner. The
team management of the patient is important in this delegation where the medical
practitioner must be available to assume direct clinical care, should the need arise.
Properly implemented, delegated roles can encourage optimisation rather than
duplication of different skill sets within anaesthesia and perioperative care, and can
provide opportunities for skills development and extension for all healthcare
professionals involved. This delegated model is used in perioperative care in other
jurisdictions, through roles such as the physician assistant in the US and UK.
Physician assistants have been trialled in Australia and New Zealand, including the trial
of a physician assistant role (using a delegation model) in the Perioperative Anaesthesia
4
5
Care Team at the Royal Adelaide Hospital. The trial evaluation found that including the
physician assistant role resulted in qualitative evidence of improved efficiency in
screening patients and managing low-risk cases (for example, reduced number of
patients returned to the ward prior to theatre) and improved identification of medical
conditions that required better management.
There is good evidence from other countries that perioperative measures such as
effective pre-operative risk assessment can improve intra-operative care, and optimise
2
use of limited resources like critical care beds, and improve patient outcomes.
Innovative workforce models could provide the capacity and capability to facilitate
improvements in perioperative care in Australia and New Zealand.
The Adelaide example shows that delegation can allow for flexibility according to the
skills of team members (what is delegated and to whom) and the facility’s needs
(caseload and type of patient). Further, delegation can be tailored to work in with existing
roles with positive results. This example, and a subsequent Australian summit on
physician assistants in Adelaide, highlighted the need for careful and consultative
development and implementation. The importance of formal national processes for role
6
definition, regulation, and education and training cannot be underestimated.
3.4

Safe, high quality anaesthesia and perioperative care requires a team of
highly skilled health professionals.

The nature of anaesthesia means that anaesthetists work with a range of other health
professionals including other specialist doctors, specialist registrars, and general
practitioner anaesthetists in training, and nurses and technicians to provide high quality
patient care.
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Research indicates that the provision of appropriate assistance (including nurses and/or
technicians) with anaesthesia-specific training contributes to a significantly lower error
7
rate than when assistants do not have anaesthesia-specific training. Skilled assistance
can minimise harm from adverse incidents; conversely, inadequate assistance has been
8
shown to contribute to or fail to mitigate harm.
Development of new or extended roles requires appropriate training of team members
and must be focused on developing the skills necessary to undertake those roles.
Studies in various countries have shown that communication, shared understanding of
roles and responsibilities, a collegial and supportive culture, and the willingness to speak
9
out and to be advised or corrected are critical in an effective anaesthesia team. Both
9,10
technical and non-technical skills are important in ensuring good patient outcomes.
The way new or extended roles are introduced into the anaesthesia and perioperative
care team can have a significant effect on how well people perform in those roles, and
on the degree to which the change makes a positive contribution.
3.5

New or extended roles in the anaesthesia and perioperative care team
should be developed, implemented and evaluated in systematic and
consistent way.

ANZCA recognises the many drivers for innovation in healthcare teams, including the
exploration of new and extended roles, and recommends that any policy or operational
changes be made on the basis of sound evidence, a consistent rather than ad hoc
approach, and using a transparent, consultative and collaborative process.
Development and implementation of a new or extended role can have a significant
influence on whether the potential benefits to patients and the healthcare system are
fully realised.
Best practice in the specific area of innovation in expanded or new roles dictates that
they:
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3.5.1.

Must deliver at least equivalent levels of patient safety and clinical
outcomes.

3.5.2.

Are developed in response to specific, identified needs

3.5.3.

Result in a sustainable workforce model.

3.5.4.

Include training institutions, employers and policy-makers in the
development, implementation and evaluation of new roles.

3.5.5.

Involve and are supported by the existing anaesthesia and perioperative
workforce.

3.5.6.

Are supported by clear tasks and guidelines for specialist anaesthetists
as leaders, supervisors and task delegators.

3.5.7.

Include clear role definition and lines of communication and
accountability.

3.5.8.

Have an appropriate legal and regulatory framework to set out
delegation mechanisms, supervision and scopes of practice
11,12,13
clearly.

ANZCA strongly recommends that any new or expanded roles in the anaesthesia and
perioperative teams are evidence-based and needs-based, sustainable, focused on
patient safety, and introduced in collaboration with the healthcare sector.
4. THE FUTURE
Health workforce policy is necessarily a rapidly developing and changing issue. The
College considers this statement to be a foundation for discussions on new and
extended scopes of practice in anaesthesia and perioperative care. As a result, this
statement will be reviewed on a regular basis.
ANZCA welcomes feedback on this position statement, and the opportunity to discuss
the statement with other interested agencies and individuals.
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Professional documents of the Australian and New Zealand College of Anaesthetists (ANZCA) are
intended to apply wherever anaesthesia is administered and perioperative medicine practised within
Australia and New Zealand. It is the responsibility of each practitioner to have express regard to the
particular circumstances of each case, and the application of these ANZCA documents in each case. It
is recognised that there may be exceptional situations (for example, some emergencies) in which the
interests of patients override the requirement for compliance with some or all of these ANZCA
documents. Each document is prepared in the context of the entire body of the College's professional
documents, and should be interpreted in this way.
ANZCA professional documents are reviewed from time to time, and it is the responsibility of each
practitioner to ensure that he or she has obtained the current version which is available from the
College website (www.anzca.edu.au). The professional documents have been prepared having regard
to the information available at the time of their preparation, and practitioners should therefore take into
account any information that may have been published or has become available subsequently.
Whilst ANZCA endeavours to ensure that its professional documents are as current as possible at the
time of their preparation, it takes no responsibility for matters arising from changed circumstances or
information or material which may have become available subsequently.
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