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FROM THE PRESIDENT

Recent attacks on European democratic countries highlight the situation where the need for 
cooperative conversations, when replaced by discussion, can finally lead to destructive arguments!

The use of non-medical surgical assistants (NMSAs) is one area of perioperative medicine and surgery 
that has developed over the last twenty-five years, but still remains for many on the margins; a 
controversial engagement at the frontline of patient care delivery.

This house believes that the extended surgical team will result in the loss of training opportunities 
for junior doctors in surgery.

Order, order, order…!

So I find myself a guest of the 
Association of Surgeons in Training 
(ASIT 2017), part of a discussion 

panel, defending the role developments 
of surgical care practitioners, surgical first 
assistants and scrub practitioners, now 
surely all members of this extended surgical 
team, all practicing together to deliver 
safe surgical outcomes, often in difficult 
circumstances. In defence of this surgical 
practice, I am joined by Alex Buchanan, 
Royal College of Surgeon’s (RCS) research 
fellow, who undertook research and enabled 
publication of A Question of Balance: The 
extended surgical team (RCS 2016).

Our opposition, supporting the proposal, 
were a staff grade surgeon who trains 
surgeons and a senior trainee (ST7+) 
approaching her completion of training. 
Their arguments highlighted the loss of 
historical “surgical firms” where consultant 
led teams enable close knit communities. 
The European Working Time Directive 
remains a significant concern as it limits 
maximum weekly working hours for 
surgical trainees (ST3–ST8) and junior 
doctors (FY1–CT2) to 48 hours, alongside 
specifying rest times between shifts. They 
both argued that the ability for trainees 
to observe, participate and undertake 
consultant supervised operative procedures 
was limited by the imposition of NMSAs 

reducing numbers of junior doctors (n=10: 
FY1–CT2) trainees, clinical directors have 
to achieve expected clinical outcomes and 
NHS targets by developing staff resources. 
Five SCPs now cover all surgical lists which 
provides senior trainees (12: ST3–ST7) 
opportunities to operate independent of a 
consultant presence. 

Junior doctors focused participation in 
trauma surgery lists and on-call provide 
training in preparation for ST3 spring 
selection process. Twelve orthopaedic 
nurse practitioners provide continuity of 
perioperative care: pre-assessment clinics, 
admission to wards, clinical pathways, alert 
interventions and enable inter-professional 
communication. 

As a department I argued that we were 
complying with RCS (2011) position 
statement on surgical assistants: 

• Surgical assistance to be carried out by 
surgeons-in-training wherever possible. 

• If this cannot be a doctor we expect the 
role to be filled by a trained nurse or 
registered allied health professional. 

• That full training for those who assist 
surgery is essential and that quality 
assured competencies and accreditation 
must be mandatory.

I did state that a lengthy period of 
disengagement by the RCS (2006-2012), 
had allowed the National Association of 
Assistants in Surgical Practice, Perioperative 
Care Collaborative, universities and our own 
Association to protect this group’s integrity 
and development. 

We have sought to address the particular 
concerns raised by you as a future 
consultant turning up in theatres and saying 
to the team, “I don’t appear to a have an 
assistant with me today! Can you provide 
me with one?” No, it is not our problem, and 
our members’ right to “Just Say No!” is a 
patient safety stance.

into the team, summed up nicely in 
Daniel Scholfield’s (2017) ASIT winning 
trainee essay. 

An SCP’s “colleagues” logbook and shift 
pattern was then described, and as you 
would expect it was ten sessions of surgical 
contact in theatres with the option for 
the Saturday Waiting List Initiative (WLI) 
assisting my consultant. I have offered to do 
these lists for free but was told, these lists 
are not for you to attend! This just gives you 
the flavour of the accumulation of concerns 
expressed by and supported by ASIT 
delegates; lots of agreeing nodding heads 
just like toy dogs in the back of fast cars!

I followed the first proposer, having been 
challenged by a consultant surgeon 
colleague (Deputy Director of Eastern 
Deanery - Orthopaedics) to stand up and 
say “What’s your problem? Get over it!” 
and sit down. I didn’t do this but took the 
opportunity to remind them, and now you, 
how we became members of the extended 
surgical team.

In 1995, the year before I started my post 
as a trainee surgical assistant, night duties 
theatre sister was accused of undertaking 
an appendix removal (Birchley 2012) 
without a trained surgeon being present. 
Not guilty as charged! After her (and the 
surgeon’s) suspension, investigation and 
written sanction, you may agree with the 
following observation: nurses have been 
dabbling illicitly with the instruments for 
years, usually to rescue cack-handed junior 
doctors! (Hammond 2007 p57-59).

In 1999 the emerging role of the NMSA 
was reviewed by the RCS (1999). This 
consultation confirmed collegiate 
acceptance, recommended education for 
the role and governance development, 
and yes, surgical trainees saw this as a 
controversial decision!

Reflections on my own surgical practice 
in a busy orthopaedic centre followed. An 
increasing consultant team (n=26) and 
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FROM THE PRESIDENT

What are the current professional 
challenges for NMSAs? The RCS is about 
to revise their Surgical Assistant Position 
Statement and we have reminded surgical 
college presidents of the following points:

1. The need for governance and active 
support for the scrub practitioners press 
ganged into “dual role”. 

2. The role extension of surgical first 
assistants to undertake wound closures: 
a surgical intervention! 

3. The assistant parameters of our 
new graduate Registered Operating 
Department Practitioner colleagues.

For regardless of what we might feel in this 
wider surgical team democracy, only one 
practitioner is responsible for their patient’s 
surgical care: the consultant surgeon. The 
reality of delegated surgical interventions to 
us is theirs:

When you do not provide your patient’s care 
yourself, for example when you are off duty, 
or you delegate the care of a patient to a 
colleague, you must be satisfied that the 
person providing care has the appropriate 
qualifications, skills and experience to 
provide safe care for the patient.
(GMC 2013, Domain 3.para 45)

This was my final point to the 100+ 
potential consultants in the conference hall, 
the extended surgical team is a reality and 
you will lead this team in the near future.

My discussion colleague argued that the 
college report (RCS 2016) suggests that:

• Patient care, surgical training and 
consultant teams can be enhanced by 
embracing non-medical practitioners 
as part of the surgical team

• Experiences at the eight case study 
sites were overwhelmingly positive

• Sites selected had introduced 
innovative models of inpatient care 
using the wider surgical team, and 
showed how it can work well

• Staff painted a picture of 
multiprofessional teams working 
effectively together 

• Benefits in terms of patient-centred 
care were emphasised.

So when you are next in theatres with 
a surgical trainee and they upset you, 
remember that just like you they are only 
following the consultant surgeon’s orders 
whilst trying to become just like them or 
even better. We did lose this little skirmish 
however, the rumour of wars should not 
cause you to fear for the future, it is in your 
hands - you decide!

@SaferSurgeryUK

Find AfPP on Facebook 
www.facebook.com/safersurgeryuk

Adrian Jones
President AfPP
president@afpp.org.uk
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