
Raising the profile of the four Medical Associate 

Professions Regional Seminars October 2018 

Building capacity 



Objectives of the seminars
Å Describe each MAP role, its scope of practice, and ñfitò within 

medical teams 

Å Describe the education and training framework for each role 

Å Showcase best practice in MAP utilisation and evidence to 

demonstrate the value of these complementary roles to MDTs in 

primary and secondary care

Å Promote employer friendly materials developed by HEE MAP 

Oversight Board members and NHS Employers

Å Open discussion on how employers can train and deploy these 

roles in secondary and primary care 



Regulation

Å Matt Hancock, Secretary of State for Health and Social Care announced the 

introduction of statutory regulation for physician associates and physiciansô 

assistants in anaesthesia, following direct engagement with the NHS workforce.

Å HEE will work with the Department on progressing statutory regulation for the two 

roles and supporting the development of a legislative framework to bring in future 

roles into the MAP group.

Å This move will provide these workforce groups with an important foundation, 

supporting them through a strong regulatory framework and reassuring patients 

that they are continuing to receive the highest quality of care from the NHS.

Å We await the publication of the DHSCôs written response to the consultation to 

understand the full details of the Departmentôs proposals to regulate PAs and 

PA(A)s. 



The Five Year Forward View (FYFV) set 

out why the NHS needs to change; the 

Next Steps on the FYFV sets out what

will change in next 2 years and how 

the goals of the 5YFV will be achieved

Strengthening the Workforce

The major policy changes from the FYFV and 

Next Steps require short term, almost immediate 

changes to the workforce that can only be 

delivered by changing both the mix of teams; the 

roles and responsibilities of members of those 

teams; enhancing existing roles and introducing 

new roles

October 2014

March 2017

NHS Policy Context
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NHS Workforce Skills: Demand and Supply

Extended roles
Enhanced roles
- Upskilling existing staff
-Advanced Clinical Practice roles
-Specialist training 

New roles
- Nursing Associates
- Four Medical Associate Professions 
(MAPs) 



ñHaving the right mix of competencies and skills across a team improves 

outcomes for patients, improves clinical productivity, and ensures 

individual clinicians are empowered to showcase the full range of their 

talents.ò 

(HEE Draft Workforce Strategy, 13 December 2017) 

Increasing skill mix: New Roles



NEW ROLES

VA key part of supporting a richer skill 

mix in multi-disciplinary teams 

across health and care. 

VBased on evidence of service need 

and demand pressures nationally

VBridge a gap in care and address 

the barriers to creating modern agile 

teams and enable practitioners with 

a higher skill set to practice at the 

upper end of their proficiency.

VEnable direct entry routes into a new 

profession and ensure 

standardisation in the quality of the 

training, reducing unwarranted 

variation in quality of care to 

patients.

Increasing skill mix: New Roles

Identifying a need for new roles 

based on:

Å Identification of a skills gap

Å Evidence of national demand for skills

Å Evidence of national shortage of skills 

Å Evidence of new technology or advances 

in clinical care or treatment which require 

new skills



ÅRising and ageing population increasing demand for 
NHS services and key medical specialties

ÅChanges to working practices of doctors

ÅChanges to education and training structure for junior 
doctors

ÅWaiting time targets ïreferral to treatment

ÅChanges in the popularity of certain medical specialities

ÅChanges in the personal choices of medical trainees 

ÅAgeing medical workforce

ÅMedical recruitment and retention difficulties in different 
regions

New Roles: Medical Associates Professions

ñPatients and the public need more 

doctors who are capable of 

providing general care in broad 

specialties across a range of different 

settings. This is being driven by a 

growing number of people with multiple 

co-morbidities, an ageing population, 

health inequalities and increasing 

patient expectationsò

Shape of Training Review 2013:

Why does the English NHS need the four MAPs? 
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While the medical workforce has grown the ratio of 
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In broad terms, retention of consultants is not a major 
concern: 

Åan average of 2.6% of consultants under the age of 
55 leave the NHS, but an average of  2.6% join the 
NHS from sources other than new supply (training). 

ÅRates of leaving age 55+ have, so far, been stable and 
predictable

If follow that retention initiatives need to be focussed in 
those specialties where there is most  concern. 

Notable exceptions to the above include:

ÅClinical Radiology, where inflows under 55 have 
exceeded outflows. Recent growth in Consultant 
numbers has been fuelled in part by recruitment 
from overseas. To maintain recent growth this would 
need to continue

ÅEmergency Medicine, where rates of leaving under 
55 and 55+ are higher than average. Sustaining 
growth relies on increasing trainee numbers. 
Numbers have been increased but we need to 
monitor attrition from training closely.

ÅPsychiatryǿƘŜǊŜ ŀ ŎƻƳōƛƴŀǘƛƻƴ ƻŦ ΨaŜƴǘŀƭ IŜŀƭǘƘ 
hŦŦƛŎŜǊΩ ǎǘŀǘǳǎ ŀƴŘ ǾŜǊȅ ǇƻƻǊ ǘǊŀƛƴƛƴƎ Ŧƛƭƭ ŀǊŜ 
contributing to a projected decline in the consultant 
workforce. 11

Observed average annual rates of flow to and from the 
Consultant workforce 2012-17

Retention 



SASO staff are hugely volatile with annual flow rates in the high teens.

This reflects the fact that this group overwhelmingly:

ÅAre young

ÅGained their primary medical qualification outside the UK 
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The medical workforce is not distributed 
evenly around the country. 

This reflects the history of 

Åresource distribution

Åmedical training post distribution

Årelative success of recruitment to medical 
staffing and PGME training 

over many years.

Re-balancing of resource is a complex and 
lengthy process, not to mention politically 
charged.

It follows that, while all geographies will need 
to develop creative workforce solutions, the 
types of solution and the imperative to do so 
will entail different prioritisation.     
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These data illustrate the issues. The values shift depending on the 
granularity of the analysis. 
IŦ ǊŜǎƻǳǊŎŜǎ ǿŜǊŜ ŘƛǎǘǊƛōǳǘŜŘ ŜǾŜƴƭȅ ƛƴ ǊŜƭŀǘƛƻƴ ǘƻ ǇƻǇǳƭŀǘƛƻƴ ƻǊ ΨǿƻǊƪƭƻŀŘ 
(as measured by Finished Consultant Episodes and Outpatient Attendances) 
then the bars within each geography would be the same height. 
The chart shows that London and the surrounding areas (in this case HEE 
ƭƻŎŀƭ ǘŜŀƳ ΨŎŀǘŎƘƳŜƴǘǎΩ ƘŀǾŜ 
Å ŀ ƎǊŜŀǘŜǊ ΨǎƘŀǊŜΩ ƻŦ ƳŜŘƛŎŀƭ ǎǘŀŦŦƛƴƎ ǊŜǎƻǳǊŎŜ
Å a greater share of recent growth in that resource 
than high level population and workload measures might imply.
Thus other areas have a lesser share.

Geographical distribution of medical workforce resource  



Demand for medical workforce is not going to decline 

There are already; 

ï existing vacancies for Consultants

ï significant reported (but not quantified) órota gapsô

ï Extensive use of agency medical staff to fill gaps 

Up until the mid 2020ôs, when the current expansion of medical school places delivers new 
graduate supply into medical training

Å the available supply of CCT holders is projected to grow at broadly historic rates at national 
and regional levels. That is, the trainees are already in the pipeline

Å the number of trainees is not projected to change as this is constrained by (i) output from 
medical schools  and (ii) the number of suitable applicants from non-UK source

Å Any redistribution of resource will be a lengthy process 

Hence growth in the ómedicalô workforce other than consultants will entail

Å Further increases in SASO staff, which in turn entails greater levels of recruitment from 
overseas

Å Increased development and deployment of medical associate professionals  

The imperative, and the solutions, will vary by geography and specialty.

Conclusions 



éare four new healthcare roles, developed by the medical 

Royal Colleges with employers, who collectively form a 

Group of dependent clinicians working to a medical model in 

clinical practice. They have the attitude, skills and knowledge 

base to deliver medical care and treatment within a defined 

level of competence under defined levels of supervision by a 

consultant doctor or GP.

Medical Associate Professions



Professional 

Role

Definition

Physician 

Associate
A dependent health care professional who has been trained in the 

medical model and works with supervision of a Doctor or Surgeon.ò

Physician 

Assistant  

Anaesthesia

Supervised by a Consultant Anaesthetist - Provides anaesthetic services 

to patients requiring anaesthesia, respiratory care, cardiopulmonary 

resuscitation and/or other emergency, life sustaining services within the 

anaesthesia and wider theatre and critical care environments.

Advanced 

Critical Care 

Practitioner

Clinical professionals who are experienced members of the critical care 

team and are able to diagnose and treat your health care needs or refer 

you to an appropriate specialist as required. They are empowered to 

make high-level clinical decisions as part of intensive care consultant-led 

teams and will often have their own caseload.

Surgical Care 

Practitioner
A registered practitioner, who has completed a Royal College of 

Surgeons accredited programme (or other previously recognised 

course)é working in clinical practice as a member of the extended 

surgical team, performing surgical intervention, pre-operative care and 

post-operative care under the direction and supervision of a Consultant 

Surgeon.

Medical Associate Professions



Trained as generalists, competent to 

work in multi-disciplinary teams, they 

remain flexible throughout their 

careers and readily adaptable to 

changing healthcare system needs



Generalist Skills across the Four MAPs

Clinical history 
and examination 



× Unable to independently prescribe

× Absence of a clear career framework and structure for all four 

roles

× Reliance on shortage occupations to train in these roles, 

creating further pressures in the workforce supply chain 

× Variation in the quality of training of MAPs as demand for these 

roles grow nationally and in the NHS and independent sector

× No scheme for re-certification and revalidation to ensure quality 

in the continued practice

MAP Regulation: Limitations of roles without regulation 



HEE Priorities for MAP Programme in 2018 

R Development of a career framework for all four MAPs

R Communications and marketing with key stakeholders on the 

MAP roles 

R Curriculum and professional development 

R Medicines mechanisms for each MAP role 



Questions 



For more information on Medical Associate 

Professions and the benefits of having them in the 

team, please visit:

www.nhsemployers.org/maps

http://www.nhsemployers.org/maps


The Physician Associate: a brief 
overview
Faculty of Physician Associates



What is a Physician Associate?

Ψ! ƴŜǿ ƘŜŀƭǘƘŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭ ǿƘƻΣ ǿƘƛƭŜ ƴƻǘ ŀ 
doctor, works to the medical model with the 
attitudes, skills and knowledge base to deliver 
holistic care and treatment within the general 
medical and/or general practice team under defined 
ƭŜǾŜƭǎ ƻŦ ǎǳǇŜǊǾƛǎƛƻƴΩ (DHSC, 2006).



PA Education 

ÅBioscience/Health and Life science Grads

ÅHealthcare or customer care experience

Å2yrs intensive programme - MSc/MPAS/PGDip

Å3200 hours  

ÅUniversity Exams

ÅNational Examination 

ÅRecertification Examination

ÅFunding of programmes



Scope of Practice 
Can:
Å Take Histories
Å Examine patients
Å Request and interpret investigations/results
Å Diagnose and treat
Å Management plans
Å Propose prescriptions/medications
Å Manage uncertainty and complexity
Å Carry out procedural skills

Cannot: 
Å Prescribe or request ionising radiation 

*All with physician supervision



Physician Associate Numbers

V31 programmes across the 4 

countries 

VNo of students: 928(register)

VNo of qualified PAs: 658 (register)

VAccreditation
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Employment and Career Progression
Employment ςFPA employer handbook
ÅPrimary & Secondary Care 
ÅOver 20 specialties 
ÅSalaried member of the team
ÅFunding available - HEE
ÅNew Graduate Year 

Career Progression
ÅFlat
ÅPortfolio, Appraisal and CPD



Draft 



Draft Career Development Primary Care



Draft Changing Specialty Career Support



/ƭƻǎƛƴƎ ǘƘƻǳƎƘǘǎΧΧΧ

ÅPAs are here

ÅComplementary part of medical workforce not 
replacements for medical staffing

ÅProperly introduce into the workforce

ÅThey will not be right for every post you have vacant

Å²ƛƭƭ ƴƻǘ ǎƻƭǾŜ ŀƭƭ ƻŦ ǘƘŜ ǇǊƻōƭŜƳǎ ƛƴ ǘƘŜ bI{ΧΧΧΧōǳǘ 
are definitely part of the solution

ÅConsider PA student placements!



Resources and Contact 

ÅFaculty of Physician Associates 
www.fparcp.co.uk

Åfpa@rcplondon.ac.uk

http://www.fparcp.co.uk/


For more information on Medical Associate 

Professions and the benefits of having them in the 

team, please visit:

www.nhsemployers.org/maps

http://www.nhsemployers.org/maps


Medical Associate 
Professions Health Education 

England Regional Events

tƘȅǎƛŎƛŀƴǎΩ !ǎǎƛǎǘŀƴǘǎ ό!ƴŀŜǎǘƘŜǎƛŀύ 
[PA(A)]

October 2018



Development of the PA(A) role

https://www.slideshare.net/samueljack/the-competence-and-curriculum-framework-for-the-physician


What are PA(A)s?
tƘȅǎƛŎƛŀƴǎΩAssistants (Anaesthesia): are healthcare professionalswho have
completed a post-graduate diploma recognised by the Royal College of
Anaesthetists.

PA(A)swork within an anaestheticteam under the direction and supervisionof a
ConsultantAnaesthetist.

Overall responsibilityfor the anaesthesiacare of the patient remainswith the
namedConsultantAnaesthetistat all times.

PA(A)sperform a number of anaesthesia-related roles including: pre-and-post
operative assessment,administration and maintenanceof general anaesthesia,
proceduralsedationandarequalifiedin resuscitation.



Where PA(A)s work around 
the UK

>40 Hospitals



RCoA & AAGBI Joint statement

ÅInitial cohort of PA(A)s has experience and are well integrated into 
anaesthetic departments where they work

ÅPA(A)s, supervised by medically qualified anaesthetists, can make a 
valuable contribution to patient care 

ÅAgreed scope of practice for PA(A)s on qualification

ÅVoluntary register established as a prelude to formal regulation

ÅAAGBI and RCoA would only consider supporting role enhancement 
when statutory regulation is in place.



Trainees are employedby the Trust.

University fees paid by Trust - £6,000 for Post Graduate Diploma

Trainee salary:

ϻмрΣллл ΨƎǊŀŘǳŀǘŜ ǎŀƭŀǊȅΩ ǳǇ ǘƻ ōŀƴŘ рκс ŘǳǊƛƴƎ ǘǊŀƛƴƛƴƎΦ

If seconded by Trust ςmaintains current salary for duration of 
training

Banded on Agenda for Change at Band 7, but many trusts employ 
at Band 8a and a few PA(A) managers at 8b.

Funding



12 modules over 24 months + 3 months consolidation and advanced 
practice

Å Introduction to anaesthesia science & technology

ÅAnaesthesia science & technology

ÅHeart & Circulation

ÅThe Airway & Lungs

ÅThe Kidneys, Liver, Endocrine system & Blood

ÅThe Brain & Nervous system

ÅClinical History & Examination

ÅManaging life threatening emergencies

ÅAdvance practice

Training



Training

Å¦ƴƛǾŜǊǎƛǘȅ ƻŦ .ƛǊƳƛƴƎƘŀƳΣ ŘƛǎǘŀƴŎŜ ƭŜŀǊƴƛƴƎΣ ǎǘǳŘȅ Řŀȅǎ ŀƴŘ h{/9Ωǎ

ÅAll clinical teaching delivered locally by the NHS trust

ÅPer module:

ÅDirected self study 70 hours 

ÅSmall group teaching 14 hours 

ÅClinical skills teaching 21 hours 

ÅWorkplace experience 140 hours 



Å Registeredhealthcarepractitioners- At least three years,
full-time, post-qualificationwork experiencein a relevant
area and evidence of recent and successfulacademic
activity

Å Newentrantsto healthcare- a biomedicalsciencedegree,
or biological science backgroundwith a demonstrable
commitmentto a careerin healthcare.

Entry Routes



What do PA(A)s do?



VGeneral anaesthesia delivery ς
airway management, medicines 
administration

VRegional and local anaesthesia 
procedures (with local governance)

VProvision of sedation

VPreoperative assessment ςon day 
and in preoperative clinics.

VCardiac arrest teams

VNECPOD and Trauma lists

VTeaching and education

VA range of other perioperative and 
non-perioperative roles consistent 
with their scope of practice at 
qualification.

V2:1 working ς2 PA(A)s, 1 consultant 
supervising 2 operating lists.

V1:1 working
ÅReduce operating theatre downtime

ÅIncrease throughput on operating lists

ÅImprove theatre utilisation

2:1 working

Consultant 
Anaesthetist

PA(A) PA(A)



137 of 170 PA(A)s registered

Information from RCoAsurvey

n Current Practice

137 Maintenance of General Anaesthesia

27 Eye Blocks

44 Upper Limb Block

60 Lower Limb Block

89 Spinals

3 Epidurals

65 Induction Without Direct Supervision

131 Induction With Direct Supervision

98 Emergence Without Direct Supervision

123 Emergence With Direct Supervision

55 Sedation

10 On Calls



Career Progression

ÅΨCƭŀǘΩ ŎŀǊŜŜǊ ǇǊƻƎǊŜǎǎƛƻƴ ŀǘ ǇǊŜǎŜƴǘΣ ŀƭǘƘƻǳƎƘ уō W5 ƛƴǘǊƻŘǳŎŜǎ ƳŀƴŀƎŜǊƛŀƭ 
component. Career progression envisaged when formally regulated

ÅMost responses indicate role enhancement mainly through regional 
anaesthesia skills, sedation and vascular access ςdeveloped via local 
governance frameworks.

ÅPrescribing

ÅMove into education or management by minority



APA(A) recommends minimumof 25 CPD points per year.

Average according to data is 25 points

Association of PA(A)s has an annual conference which the RCoAhas 
accredited with CPD points.

CPD



Medication administration, advanced practice

Patient Specific Directive Regional anaesthesia



ÅAlleviate workforce issues in daytime working

Å Increase anaesthetic department staffing flexibility

ÅReduce locum expenditure

ÅDeliver cost effective anaesthetic service

ÅFacilitate more dynamic deployment of consultant anaesthetic staff

ÅDeliver safe and effective general and regional anaesthesia

ÅExcellent training resource

ÅSupport NCEPOD and Trauma anaesthetic service

ÅEffectively deliver pre-operative anaesthetic clinics

In Summary: What PA(A)s offer



Practice Examples



Benefits of PA(A)s
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Cost Benefits 

ÅReviewingthe cost implication of the 2:1 model showedthat there
wasa 22%reductionin costsin runningtwo operatingtheatresovera
standardfive dayworkingweek.

ÅCost of two Consultants staffing two operating theatres were
£890.40, whilst the costof two PA(A)splusoneconsultantsessionwas
£695.34, makinga savingof £195.06per session.

ÅYieldedanannualsavingof £97,530 (Phillipset al 2012).



Case Study

ÅUniversity Hospital Birmingham (UHB), PA(A)s predominately used 
for service delivery

Å2:1 work at Solihull, Queen Elizabeth & Good Hope Hospital

ÅExtensive involvement in regional anaesthesia especially in 
Orthopaedics and Ophthalmic surgery.

ÅWeekend working in Trauma theatres and Emergency theatres at 
Heartlands Hospital.

ÅPublished audit and governance relating to PA(A)s

ÅTraining and education of medical students and junior Doctors.



Case Study

ÅSalford Royal Hospitals - major trauma centre, high acuity hospital & 
remote site theatres

Å7 PA(A)s work 1:1 and 2:1 ς7 days trauma list cover.

ÅWork in Trauma and Emergency lists ςregular lists, competent in 
caring for sickest patients in hospital under direct and indirect 
supervision.

ÅClinical skills in patient assessment and optimisation for theatre, 
practical skills in airway management, line insertion, nerve blocks

Å2 remote theatres supported by 1 PA(A) for staggered admissions



Thank you.  Any questions?

Further information

www.anaesthesiateam.com

info@anaesthesiateam.com

https://www.rcoa.ac.uk/node/261

http://www.anaesthesiateam.com/
mailto:info@anaesthesiateam.com
https://www.rcoa.ac.uk/node/261


For more information on Medical Associate 

Professions and the benefits of having them in the 

team, please visit:

www.nhsemployers.org/maps

http://www.nhsemployers.org/maps


Advanced Critical Care 

Practitioners: An overview

Faculty of Intensive Care Medicine



What is an ACCP?

òExperienced clinical professionals who have developed 

their skills and theoretical knowledge to a very high 

standard.  They are empowered to make high -level 

clinical decisions and will often have their own caseload.ó  

ðSkills for Health, 2007

ÅA healthcare professional who has acquired knowledge, skills and 

attitudes to deliver advanced level of holistic care and treatment 

within the critical care team, under defined levels of supervision 

and within the scope of practice of their role



Usually from established roles in healthcare, such as 

nursing and Allied Health Professions

ÅThe ACCP role crosses the professional boundaries of 

many functions within critical care including:

-medicine 

-nursing 

-technical

-physiotherapy 

-clinical pharmacology

What is an ACCP?



Career Structure

ACCP

Trainee ACCP

Consultant

ACCP



What does training look like?

Supervised
clinical 
practice

Clinical

Workplace -based clinical 
practice and assessment

Academic HEI based

Optional extension 
of MSc award

PgD Modules: including 
advanced history -taking 
and clinical examination

Content created and 
delivered by subject 

matter and clinical experts

Non-medical prescribing 
module 

at MSc level


