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Population changes 

Implications for perioperative care 

What we in anaesthesia might do about it 



“Four million baby boomers will retire during 

the next decade.   

By 2020 we will have a negative labour 

market growth and right now we are on 

the edge of that exodus.” 

 

 

    Catriona Burn, Adage 

    Advertiser, Adelaide, 2 June 2007 



Australian population projections 
our patient profile 

Middle aged spread Coffin shaped 



Fertility rates 
Children per women 

“one for the country” 



Children per female  

Australia, UK 1.9 

Italy, German, Greece 1.5 

USA 2.1 

Fertility rates 

Children per female  

Australia, UK 1.9 

Italy, German, Greece 1.5 

USA 2.1 

AUS sustainability 2.1 



Elderly population 

 Older sicker patients 

 More complex devices and medications 

 Increased pre- and post-operative care 

 Less young people to provide care 





Conflicting pressures 

Increased demand 

Limited resources 

Changing environment 

Changing society 

Technology 



What solutions are being explored? 

 Increased training places 
– Doctors 
– Nurses 
– Pharmacists 

 International Medical Graduates  
 Expanded roles 

– Nurse specialists/practitioners 
– Pharmacists 
– Paramedics 

 New types of providers 



Population changes 

Implications for perioperative care 

What we in anaesthesia might do about it 



112 anaesthesia-related deaths 

Inadequate preoperative assessment - 28% of cases 

Inadequate preoperative management -  21% of cases 

Preoperative workup 



 Surgeon  

 Anaesthetist 

– Last minute consultation  

– Advanced consultations (e.g. OPD / Ward) 

 Perioperative physician 

 Nurse-led clinics 

 Remote pre-screening and triage 

– call centres 

– on-line 

Options 
preoperative work up 



“REASON AUDIT” 

Postoperative deterioration is prevalent  

Prospective observational study 

4158 patients aged > 70 years 

30 day mortality – 5% 

30 day complication rate – 20% 

Anaesthesia. 2010 65(10):1022-30 



 Surgeon  

 Perioperative physician 

 Anaesthetist 

– Nil 

– Phone call / SMS 

– Postoperative visit 

 (Medical Emergency Team) 

Options 
postoperative follow up 



Anaesthesia outreach 

• Early surveillance and 

intervention 

• Anaesthetic expertise 

supported by nursing staff 

• Serious AEs decreased 

from 23% to 16%   

• 30-day mortality 

decreased from 9% to 3% 

 



Br J Anaesth 107(5) 703-9, 2011 



Perioperative Anaesthesia Care Team 

“The taskforce recognised the expanding 

role of anaesthesia services inside and 

outside the OR, and the need for 

anesthesiologists to have assistance…..” 

Nugent.  Can J Anaesth 2000; 47:611-615. 



Perioperative Anaesthesia Care Team 
Concept planning 

– Director of Anaesthesia 

– Anaesthetist in private and public 
practice 

– Director, Preoperative Clinic 

– Director, APS 

– Professor 

 

Use PAs to trial support from  
anaesthetists outside the OR 



Perioperative Anaesthesia Care Team 

Pre-screen and help prepare all 
our non-elective inpatients prior 
to anaesthesia  

 

Extend our Acute Pain Service 
to a postoperative outreach to 
document and manage early 
postoperative complications 
 



 “Heads up” on major issues 

 Improved pathway of informed consent 

 Investigations performed 

 Better scheduling and prioritisation of emergency cases 

 Fewer cases cancelled in the holding bay 

 Allows focus on some complex tasks 

Clinical care of the complex patient 

Teaching 

Perioperative Anaesthesia Care Team  
Pre-operative benefits 



Perioperative Anaesthesia Care Team  
Post-operative benefits 
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SA PA Trial outcomes 

 

Positive health service impacts 

Good clinical outcomes – patient safety 

and quality of care not compromised 

Positive patient experiences 

No negative impact on training 

opportunities for junior medical staff 

 



Recommendations 

 

There is a place for Physician Assistants 
in the SA Health system  

 

If Physician Assistants are to practice in 
South Australia the steering committee 
recommends the establishment of a 
regulatory framework…..….(which) 
should happen at a national level…. 

 



Issues in delegation to another person 

  

What is their capacity? 

1. Theoretical knowledge 

2. Practical skills 

 

What is the pathway from training to practice? 

What are the specific roles and reporting lines? 

Is this matched to their training and capacity? 

  



Why Physician Assistants? 



Physician Assistants 
History  - USA 

1961 

1966 

1968 

1971 

2010 

Concept floated (Hudson, JAMA) 

First PA at Duke University 

Formation of the AAPA 

AMA recognition 

80,000 practitioners in the USA 

 



Australia & NZ 

Taiwan 

Canada 

South Africa Netherlands 

Scotland 

England 

China 



    PA model - English perspective   

 
“a new healthcare professional who….works 

to the medical model, with the attitudes, skill 

and knowledge base to deliver holistic care 

and treatment  …. under defined levels of 

supervision.” 



Physician Assistants 
Well defined governance 

 

 Nationally accredited university training 

 Certification for practice 

 Legislation and accreditation links activity, 

training and medical partnerships 



 Bring new workforce into clinical healthcare 

  e.g. health science graduates 

 Planned education for planned roles 

 Allows appropriate and planned delegation of 

tasks by the medical profession 

 Maintains medical input into the patient 

 Engages medical staff in their assistants’ 

training, task delegation and practice  

Why might this be a positive model 

of task delegation? 

 



Physician Assistants in Australia 

Progress in Australasia 

Pilot trials seemed an appropriate first step, 

modelled on the UK experience 

Evaluation has been positive in QLD and SA 

National forum in Adelaide in Nov. 2010 

reinforced the importance of governance 

HWA has been tasked with reviewing the PA 

model 

NZ has started a pilot in Surgery   



National health workforce reform agenda 

National Partnership Agreement 2008 

– Acknowledgment that large scale workforce reform 

is necessary with a particular focus on linking 

efforts of health and higher education sectors 

– Health Workforce Australia (HWA) established to 

lead implementation of the NPA 

 



Health Workforce Australia 

Legislation enacted July 2009   

HWA established as a Commonwealth statutory 

authority  

Reports to Australian Health Ministers Conference 



Goal - Self sufficiency in health workforce 

supply by 2025 

Construct & consolidate the evidence base 

(planning and research)  

Develop and implement interventions 

1. Training 

2. Immigration 

3. Innovation and reform 

 

Health Workforce Australia 



New horizons 

Opportunities to grow the specialty of anaesthesia 



Functioning more outside the OR 

Multidisciplinary team 

Pivotal role, in clinical service and 

teaching, in bridging procedural and 

non-procedural medicine in a world of 

super-specialised health workforce 

Perioperative Anaesthesia Care Team  



“The illiterates of the 21st century will 

not be those who cannot read and 

write, but those who cannot learn, 

unlearn and relearn.”  

       

     - Alvin Toffler 


