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Abstract

Anaesthesia Associates (AA) formally known as Anaesthesia Practitioner (AP) and up until 1st of July
2019 Physicians’ Assistants’ in Anaesthesia (PA(A)) have been working in a qualified capacity within
the National Health Service (NHS) since January 2007. This group of anaesthetic professionals can
now take on a number of extended roles beyond qualification such as regional anaesthesia. One such
enhanced role includes delivery of spinal anaesthesia within a day case and short stay surgical care
setting. Anaesthesia Associates are involved in spinal anaesthesia for short stay elective Gynaecology
cases. This study focuses on AA clinical work and outcome measures for Length of Stay (LOS) in
conjunction with anaesthetic and surgical complications, at a single centre NHS Hospital.

Introduction

Qualified Anaesthesia Associates (AAs) have been working in the National Health Service (NHS) since
January 2007. The scope of practice has been governed by the Royal College of Anaesthetists (RCoA)
‘Supervision statements’ [1]. It is acknowledged by the RCoA that AA scope of practice has change and
diversified following robust local governance and educational frameworks (seen here is the example of
the ‘Spinal Anaesthesia’ Governance and education policy within Heartlands, Good Hope and Solihull
[HGS] formally known as Heart of England Trust {HEFT}). This group of anaesthetic professionals can
now take on a number of extended roles such as regional anaesthesia. One such enhanced role includes
delivery of spinal anaesthesia within a day case and sort stay surgical care setting. Anaesthesia
Associates administer spinal anaesthesia for short stay elective Gynaecology cases within the
University Hospital Birmingham (UHB) Trust and at Good Hope Hospital (GHH) site. This study focuses
on AA clinic work and outcome measures of length of stay (LOS), as well as anaesthetic and surgical
complication for elective hysterectomy patients.

Aims
To identify if LOS for elective gynaecology hysterectomy patients and anaesthetic/surgical
complication rates are adversely affected when patients receive an anaesthetic administered by an AA.

Identifying if the patient receiving the anaesthetic, either under spinal or general anaesthesia (GA) and
or a combination of the both had any effect on outcome measures.

Methods

Once the researcher’s data clearance was authorised the study period determined ran from 1st of
January 2017 until the 31st of December 2018. It focused on the gynaecology theatres at GHH and the
three sessions each week where the AA cover working in a 2 tol model. The 2 tol model allows one
consultant anaesthetist to supervise two AAs in adjacent theatres in the delivery of anaesthesia [2].
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Using the hospitals electronic theatre logbook known as ‘Concerto’, the researcher was able to identify
if the AA was the primary anaesthetic provider and if the list was covered in a 2 tol supervising
capacity. The researcher could obtain the patients procedure and two groups were identified, one for
laparoscopic hysterectomy and the other for open hysterectomy cases. A further detail on the type of
hysterectomy performed was not determined in this study. The patients recruited for this study were
all elective patients, who had received pre-operative assessment in the nurse-led clinic. All patients had
capacity to consent for procedures themselves and were over 18 years of age.

The researcher then utilised the electronic discharge summery to obtain the LOS and identify if there
were any surgical or anaesthetic complication which contributed to an increase in LOS. Re-admission
rates were not recorded in this study as these were classed as separate episodes.

In total the researcher recruited 93 patients undergoing hysterectomy, receiving their anaesthetic
from an AA within the study period time frame. The American Society of Anaesthesiologist (ASA) grade
of the 93 recruit patients was as such; ASA 1, 15 cases, ASA 2, 59 cases and ASA 3, 19 cases.

The researcher undertook a literature review and reviewed text over a 10-year period from 2009

to present using EMBASE, MEDLINE, NICE guidelines and Royal College of Obstetricians and
Gynaecologists data bases.

Results

Open Hysterectomy

To consider the open hysterectomy procedure first, of the 40 cases 15 had a GA only and 25 had a
combination of spinal and GA the mean LOS for GA only was 53 hours with and the mean LOS in the
spinal and GA group was 48 hours. The ASA breakdown for this cohort ASA 1, 2 cases, ASA 2, 23 cases
and ASA 3, 15 cases. Patient information literature in the NHS suggests patients should expect on
average a 1-4 day LOS in hospital [3].

Complication rates in the open hysterectomy group identified 4 cases where discharge was delayed
above 53 hours. The complications were 2 cases, who had post-operative infection and 2 had post-
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operative bleeding. This identified a complication rate of 1.6%. Research from ‘The International
journal of Obstetrics & Gynaecology’ [4] Suggests In a study of 239 patients the mean LOS for open
hysterectomy could be 96 hours and the complication rate of 4.9%. Such findings are also supported by
a study of 181 patient’s states with a mean LOS of 72 hours for abdominal hysterectomy and 48 hours
for vaginal hysterectomy [5].

There were no reported anaesthetic complications in this patient cohort and no evidence to suggest
that the use of AA had led to an increase in LOS or complication.

Laparoscopic Hysterectomy

The analysis of the patients who were converted from laparoscopic to open hysterectomy was
considered separately. There were 53 patients in this cohort, of which 41 patients had a GA + Spinal and
12 patients had just a GA. Mean LOS for the GA + Spinal group was 18 hours and the mean LOS for the
GA only group was 16 hours.

There were two complications including one case of post-operative nausea and vomiting (PONV)
resulting in a LOS of 24 hours and one wound infection resulting in a LOS of 54 hours.

There is little difference in LOS when complaining anaesthetic types. The review of literature identified
the laparoscopic technique associated with the shortest LOS [5],[6] & [7]. There was however one
anaesthetic complication of PONV which demonstrated and anaesthetic complication rate of 2.3% or
1.8% if the laparoscopic converted cases are counted within that figure

Conversion from Laparoscopic to open Hysterectomy

Of the total number of patients undergoing laparoscopic hysterectomy (53), 11 of these were converted
to an open hysterectomy. All patients in this group had a GA + Spinal combination.

The mean LOS for this group was 20 hours with one significant post-operative complication of
wound infection which resulted in a LOS of 40 hours. The conversion rate from laparoscopic to open
hysterectomy during the study time period was 5.8%.

In a study of laparoscopic hysterectomy reviewing 1051 cases, a conversion rate of 5% is described [8]
and further study of 1534 patients suggests a conversion rate of 4.6% [9] & [10].

Conclusions

The researcher did identify one anaesthetic complication relating to PONV within the laparoscopic
group. Looking at this complication and relating this to the total number of patients is the study this
represent a complication rate of 1.07%.

The researcher on reviewing the electric discharge information did not identify any procedural
complication from the Spinal and GA techniques. The researcher did not review each written
anaesthetic record for each study patient so potential records of anaesthetic procedural difficulties
could have been missed by the researcher. It is also understood by the researcher that potentially all the
spinals were not administered by the AA. This acknowledgement is balanced against the researcher’s
ability to identify intermediate and major anaesthetic complications which were documented in the
electronic discharge information.
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The supervision of AA within this study timeframe follows guidelines laid down by the RCoA [1]. The AA
workings within HGS also adhere to locally developed supervision and calling criteria guidelines which
govern AA practice which is included in the conclusion. Seen here is the example of the, [‘Guidance for
Consultant Anaesthetist supervising Anaesthetic Practitioner.’ policy within Heartlands, Good Hope
and Solihull [HGS] formally known as Heart of England Trust {HEFT}].

ANAESTHETIC HEART of
SUPPORT ENGLAND

TEAR PHS Foundation Trust

Heart of England NHS Foundation Trust - Guidance for Consultant
Anaesthetists Supervising Anaesthesia Practitioners

Itis the joint responsibility of the Supenvising Consultant Anaesthetist, and the
Anaesthesia Practitioner (sometimes referred to as Physicians' Assistants in
Anaesthesia) fo ensure safe and robust supervision when working in a two-to-one
model. These guidelines should only be applied to the current cohort of APS; new
members of the team would be required to undergo a competency assessment prior to
working in this way.

1. The AP must work at all times within an anaesthesia team led by a consultant
anaesihetist whose name must be recorded on the paiient's Anaesthetic Record. Overall
responsibility for the anaesthesia care of the patient rests with this consultant at all
times. The AP must ensure that they are appropriately supervised before embarking

upon any clinical acivity.

2. The consultant anaesthetist leading the anaesthesia team must undertake the duty of
the supervising anaesthetist, or may delegate responsibility for this duty to another
consultant anaesthetist. Supervision must only be delegated to a consultant anaestheatist
who is competent to provide anaesthetic care for the patient concerned and who is
aware of the duties required of a supervising anaesthetist.

3. The supervising anaesthetist must check and take overall responsibility for
preoperative patient assessment, suitability of the proposed anaesthetic techniques and
patient consent.

4. For every case the supervising anaesthetist must:

be present in the theatre suite, must be easily contactable and must be available fo
attend within two minutes of being requested to attend by the AP

be present in the anaesthetic room for induction of anaesthesia, or, in the case of ASA |
or |l patients, where there is no concern over management of the airway and where an
uneventiul induction is anticipated, be immediately available no further away than the
adjacent operating theaire/anaesthetic room (in such a case the supervising
anaesthetist should still be notified immediately prior to induction).

regularly review the intra-operative anaesthetic management of the patient

be notified of the immanent emergence of the patient from anaesthesia, and where there
is amy cause to believe that it is to be anything other than a smooth emergence; be
present in the operating theatre.

remain in the theatre suite until control of airway reflexes have returned and arfificial
airway devices have been removed, or the ongoing care of the patient has been handed

This study helps to identify and showcase the versatility of the AA profession in the delivery of
extended anaesthetic services and how the 2 to 1 model of working as suggested by the RCoA [1] is both
a safe and effective workforce solution.

The study also supported existing literature trends that laparoscopic hysterectomy is associated with
reduced LOS which is not anaesthetic technique dependent.
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