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INTERIM NOTES FOR RCoA REGIONAL ADVISORS, COLLEGE TUTORS AND 
DEANERY TRAINING PROGRAMME DIRECTORS 

 

 

This edition of The CCT in Anaesthesia replaces the CCT in Anaesthesia (Interim 

Edition) dated April 2006.   It was approved by PMETB on 18 January 2007 and will 

be left on these secure pages for a couple of weeks for comment.    

This programme will come into effect on 1 August 2007. 
 

 
The changes in this edition include: 
 
• The inclusion of all major amendments previously published in Guidance for Trainers. 
• The formal acceptance that this is a competence based not a time based programme, 

although each level of training still has an indicative duration e.g. basic level is two years.   
This means that the sections on delaying training because of sickness, maternity or 
parental leave and absence on military duty have been significantly amended to comply 
with PMETB’s requirements.  

• The removal of the terms SHO and SpR, and their replacement with the description of all 
training by its level i.e. basic (ST 1 and ST2), intermediate (ST3 and ST4) and higher / 
advanced (ST5, ST6 and ST7). 

• The introduction of: 
• an Initial Assessment of Competency Certificate which will be used to confirm 

eligibility to sit the Primary FRCA MCQ Examination and 
• the renaming of the SHO and SpR 1/2 Training Certificates as the Basic and 

Intermediate Level Training Certificates.   The Basic Level Training Certificate will 
contain space for details of basic and intermediate units of training which ACCS 
trainees might have omitted or taken out of sequence. 

The new certificates will be available from the secure pages on 1 August 2007. 
• A revised syllabus for advanced level neuroanaesthesia. 
• Some additions to the paediatric anaesthesia syllabus at all levels. 
• Some generic material has been moved from Parts II, III and IV to Part 1 and updated. 
• The section on assessment and appraisal has been rewritten but is the subject of a 

separate approval exercise by PMETB which is unlikely to be completed for several 
months.  This section might therefore have to be revised. 

• Guidance on handling trainees who repeatedly fail the FRCA Primary and Final 
Examinations, but this is awaiting agreement by COPMeD.    

• Guidance on handling trainees who have been accepted on the programme on the basis 
of retrospectively approved foreign training.  This is still a contentious matter and the 
details are likely to become clear only after detailed challenges have been dealt with. 

 
The majority of the other changes have been made to reflect the introduction of seamless 
training in August 2007 and to conform with PMETB’s terminology. 
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1st Edition dated:  26 January 2007 
 
Replacing The CCST in Anaesthesia  Edition 2 dated:  April 2003 
 
This edition of The CCT in Anaesthesia I:  General Principles, revises the CCST in 
Anaesthesia I:  General Principles 2nd Edition dated April 2003.   This edition includes a re-
written section on assessment and appraisal, and some generic material has been moved 
from Parts II, III and IV, and updated.    
 
The term “sub-specialty” to describe the options available at the intermediate, higher and 
advanced levels of training has been replaced with “special interest” to conform with PMETB 
terminology. 
 
The majority of the other changes have been made to reflect the introduction of seamless 
training in August 2007. 
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PREFACE 
 
This is one of four training manuals published by the Royal College of Anaesthetists (RCoA) 
which describe the programme of training leading to a Certificate of Completion of Training 
(CCT) in anaesthesia.  The manuals are: 
 
• The CCT in Anaesthesia I: General Principles 
• The CCT in Anaesthesia II: Competency Based Basic Level Specialty Training and 

Assessment 
• The CCT in Anaesthesia III: Competency Based Intermediate Level Specialty Training 

and Assessment 
• The CCT in Anaesthesia IV: Competency Based Higher and Advanced Level Specialty 

Training and Assessment 
 
 
The CCT in Anaesthesia I: General Principles contains generic material that is relevant 
to all parts of the training programme.  Parts II, III and IV must be read in conjunction 

with Part I. 
 
 
 
The manuals were originally published as The CCST in Anaesthesia following consultation 
and feedback from Specialist Societies, Regional Advisers, RCoA Tutors, Programme 
Directors, RCoA Council Members and individual anaesthetists which was reviewed and 
developed by working parties that reported to the RCoA Training Committee and College 
Council.  This edition was approved by the Postgraduate Medical Education and Training 
Board on 18 January 2007. 
 
The RCoA Training Committee consists of members from College Council, the Bernard 
Johnson Advisors for less than full-time trainees and overseas trainees, the Lead Dean for 
anaesthesia, and representatives from England, Northern Ireland, Scotland and Wales, the 
Regional Advisors and the Intercollegiate Board for Intensive Care Medicine. 
 
The Committee will be pleased to receive comments on this Training Programme from both 
trainers and trainees.  These should be addressed to the Medical Secretary of the RCoA 
Training Committee at medsec@rcoa.ac.uk.  
 
This manual is reviewed regularly with an implementation date for any changes being not 
less than 6 months after their publication date.    Amended pages are sent to Regional and 
Deputy Regional Advisors, College Tutors and Programme Directors.   An updated version of 
the manual is maintained on the College website www.rcoa.ac.uk.   Please work from the 
latest version. 
 
Occasionally Council or the Training Committee have to take decisions that may affect the 
immediate interpretation or application of specific topics in these manuals.   These will be 
published in Guidance for Trainers and, if necessary, earlier by letter to all Regional and 
Deputy Advisors, College Tutors and Programme Directors, and on the College website. 
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EXECUTIVE SUMMARY 
 

INTRODUCTION 
 
Aim    
 
The aim of the programme leading to the award of a CCT in anaesthesia is to produce high 
quality anaesthetists with a broad range of skills that will enable them to practise as 
consultant anaesthetists in the United Kingdom. 
 
Duration of training 
 
Indicative duration   To obtain a CCT in anaesthesia a trainee has to follow a competency 
based, specialty training (ST) programme covering basic, intermediate and higher and/or 
advanced levels of training in anaesthesia, pain management and Intensive Care Medicine 
(ICM).   The indicative duration of training is 7 years, of which: 
• basic level will normally last 2 years (ST years 1 and 2); 
• intermediate level will normally last 2 years (ST years 3 and 4); and 
• higher and/or advanced level will normally last 3 years (ST years 5, 6 and 7).    
 
The actual duration of an individual’s training will be determined by the rate at which they 
achieve the necessary competences.    
 
Minimum duration   The minimum duration of formal training is normally seven years.   In 
exceptional circumstances, if a trainee can prove that they have acquired all the necessary 
competences in a shorter time and have the confidence and competence to be a consultant, 
the College may recommend to PMETB that a CCT should be awarded after less than seven 
years. 
 
Underlying principles 
 
The following information summarises the principles of the UK training programme which 
trainees must fulfil to gain a CCT.  
 
The principles of the UK CCT training programme are that it: 
• is competency based; 
• is planned; 
• is evaluated; 
• has clear objectives; 
• is supervised; 
• is delivered by appropriately appointed trainers; 
• allows time for study; and 
• accommodates the specific career needs of individuals. 
 
There are certain generic professional skills, essential to the training of all specialists that 
should be covered. These include: 
• attitude and behaviour 
• communication; 
• presentation; 
• audit; 
• teaching;  
• ethics and law:   and  
• management. 
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BASIC LEVEL TRAINING 
(ST years 1 and 2) 

 
The normal duration of basic level training will be 2 years of which 21 months must be in 
anaesthesia and 3 months in ICM, but special arrangements will be made for trainees 
entering ST year 2 from the Acute Care Common Stem programme who may have 
undertaken more ICM training.   Modular training is encouraged whenever possible but it is 
recognised that this can cause practical difficulties in smaller hospitals. 
 
The first six months   
 
At the start of their training trainees must pass an initial assessment of competency 
comprising: 
• preoperative assessment; 
• general anaesthesia for ASA I or II patients (including equipment and anaesthetic 

machine checks); 
• rapid sequence induction; 
• CPR skills; and  
• clinical judgement, attitudes and behaviour. 
• Until this initial assessment of competency is passed trainees cannot practice 

anaesthesia without immediate supervision. 
 
During the first six months trainees should learn the basic principles of safe and effective 
anaesthesia, resuscitation, and both the prevention and treatment of pain. Emphasis should 
be placed on the role of the anaesthetist in the peri-operative care of the surgical patient.   
Thus a guided introduction to the pre-operative assessment and post-operative care is just 
as important as the practice of anaesthesia.    The following basic units should be covered 
within this period: 
• care of the patient; 
• anaesthetic equipment; 
• basic techniques in anaesthesia; 
• basic techniques in local anaesthesia; and 
• anaesthetic pharmacology. 
 
Training for the next eighteen months    
 
The following areas of basic training should be covered in this period: 
• obstetric analgesia, anaesthesia and resuscitation; 
• pain management/control/treatment; 
• the upper airway and its problems; 
• peri-operative care of the patient for major surgery; 
• anaesthesia for day case surgery; 
• paediatric anaesthesia;  
• anaesthesia in the elderly; 
• specific anaesthesia and medical problems; and 
• ICM (trainees who have filled full time basic level posts in ICM can count up to 3 months 

of this training towards their basic level training in Anaesthesia).   Trainees who come 
start the anaesthesia CCT programme via Acute Care Common Stem (ACCS) training 
may also have acquired some intermediate level ICM competences in that programme. 
 

In this period trainees will widen their experience to obtain the Basic Level Training 
Certificate and become eligible to move to intermediate level training in ST3.   By the end of 
this stage trainees should be able to: 
• undertake the anaesthetic care of most routine cases; 
• assist in the anaesthetic care for more complex surgery; 
• provide anaesthetic care for routine obstetric practice; 
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• organise, with the surgical team, an emergency list; identify potential problems and seek 
appropriate help; 

• understand the principles underlying the care of patients in Intensive Care and High 
Dependency Units; 

• understand the principles of pain management; 
• participate in audit; and 
• pass an assessment of knowledge and certain skills by examination. 
 

 
INTERMEDIATE LEVEL TRAINING 

(ST years 3 and 4) 
 
These two years, undertaken by all trainees, form a balanced programme of intermediate 
level training which: 
• exposes trainees to more training of the type done at basic level but at an intermediate 

level; and 
• introduces the trainee to examples of more demanding aspects of anaesthesia practice. 

 
Key Units   
 
There are six “Key Units” of training during ST years 3 and 4.  With the exception of ICM all 
trainees are required to receive the equivalent of at least one month (but not normally more 
than 3 months) of training in each unit.  For ICM, 3 months training is obligatory;   trainees 
who start the anaesthesia CCT programme via Acute Care Common (ACCS) training may 
already have acquired the necessary intermediate level ICM competences in that 
programme.  The ‘Key Units” are: 
• Cardiac / Thoracic 
• ICM 
• Neuroanaesthesia 
• Obstetrics 
• Paediatric anaesthesia 
• Pain management, chronic & acute 

 
General Units 
 
There are seven “General Units” of intermediate training, which it is expected that all trainees 
in ST years 3 and 4 will receive.  The “General Units” are: 
• Day surgery 
• ENT 
• General surgery / Gynaecology / Urology (+/- Transplantation) 
• Orthopaedics 
• Regional Techniques 
• Trauma and accidents 
• Vascular 
 
Additional Units    
 
Finally there are five special interest “Additional Units” of intermediate training that may or 
may not be available depending on the distribution and availability of services locally.  It is 
expected that trainees in ST years 3 and 4 will receive training in at least some of these 
special interests and, on occasion, one or more specialist units of training could be linked 
together.  For instance, maxillo-facial / dental, ENT and some experience with plastic surgery 
might be linked in a single head and neck unit of training and then assessed as a single 
entity.  The “Additional units” are: 
• Diagnostic imaging, anaesthesia & sedation  
• Maxillo-facial / Dental 
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• Ophthalmic surgery 
• Plastics / Burns 
• Miscellaneous 
 

 
HIGHER AND ADVANCED LEVEL TRAINING 

(ST years 5, 6 and 7) 

The aim of higher and advanced training undertaken in ST years 5, 6 and 7 is to prepare 
trainees for independent professional practice in their consultant post of choice.   These three 
years combine a clinical programme designed to meet individual career choices. 
 
There is no one standard model of training for these years.  The College sets some broad 
criteria to ensure that training has an appropriate balance but within these, there is 
considerable latitude for differing approaches.   These final 3 years will seek to develop: 
• the transition from basic competency to becoming skilled in specific aspects of 

anaesthesia; 
• the ability to manage patients with significant co-morbidities; and 
• organisational skills so that their contribution to an operating list is as part of a team and 

ensures continuity and smooth running of cases by anticipating problems and planning 
ahead. 

 
General Duties    
 
Normally there should be an aggregate of 12 months ‘general duties’1 within ST years 5, 6 
and 7.   As a minimum every trainee must undertake at least six months of this type of 
training. 
 
ICM   
 
A minimum of 6 months intermediate level ICM training must be completed during ST years 
3-7 eg 3 months in ST3/4 and 3 months in ST5 or 4 months in ST3/4 and 2 months in ST5;  
the exact split will depend on local circumstances.   Trainees who start the anaesthesia CCT 
programme via ACCS training may already have acquired some of the necessary ICM 
competences in that programme. 
 
Higher training    
 
The programme allows for trainees to become skilled at a higher level in particular aspects of 
anaesthetic practice.  This should not be seen as a syllabus.  The availability of clinical 
material will very often determine what can be achieved.  It is recommended that trainees 
should move through these training blocks based on periods of 3 months.  For some this may 
be shortened, other trainees may wish to extend the period of their training.   Higher training 
includes: 
• Cardiac/Thoracic 
• Day surgery 
• Ear, Nose and Throat (Otorhinolaryngology) 
• General surgery 
• Maxillo-facial/Dental 
• Neuroanaesthesia 
• Obstetrics 
• Orthopaedics 

                                                 
1 'General duties' means that a variety of elective surgery plus the core topics agreed by the Union of 
European Medical Specialists (UEMS) in 1998 are substantially covered. 
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• Ophthalmic 
• Paediatrics 
• Pain Management 
• Plastics/Burns 
• Trauma and accidents 
• Vascular 
 
Advanced Training    
 
Major special interests   Some trainees will want to gain advanced training in specific 
special interest areas of anaesthesia and ICM.   Six special interests are identified for 
advanced training, based on the demand for consultants trained in these areas.    For these 
special interests a period of training of at least 6 months and up to 12 months can be 
followed which will allow the trainee to become expert in that particular field and 
consequently be able to apply for a consultant post with a significant clinical commitment in 
the special interest. The special interest areas are: 
• Cardiac/Thoracic 
• Neuroanaesthesia 
• Obstetrics 
• Paediatric Anaesthesia 
• Pain management 
• Intensive Care Medicine   
 
Other special interests   The identification of the six special interest areas does not 
preclude trainees undertaking periods of training in other special interests, such as 
anaesthesia for maxillo-facial surgery or plastic surgery and burns anaesthesia, which 
exceed 3 months.  
 
Generalist Training    
 
The training of a general anaesthetist is based on the assumption that such a specialist will 
normally be employed in a general hospital and must be capable of dealing with any patient 
who might be admitted whilst they are on-call, until specialist assistance becomes available 
or until transfer.   This also encompasses supporting trainees who might find themselves 
dealing with a situation beyond their competence.     

 
For those seeking generalist training a broad, balanced programme should normally include 
obstetric, paediatric, neuro and cardiothoracic anaesthesia at the higher level and the trainee 
must have completed the ICM training at intermediate level specified on the previous page.  
The intention would be for the successful trainee to seek a consultant post in a hospital 
where this broad range of anaesthetic skills would be of particular value.   
 
Research    
 
Research is regarded by the RCoA as being integral to the development of anaesthesia, 
intensive care and pain management.  Every trainee should be able to evaluate new 
developments in their specialty thus preparing themselves for their future career as a 
consultant.  To achieve this, trainees require experience in research methods so that they 
can: 
• learn to pose relevant research questions, formulate hypotheses, design simple research 

projects, understand the statistical evaluation of such projects, and know how to draw 
valid conclusions; 

• develop and maintain a system of continuous learning in order to keep abreast of major 
clinical and research developments; and 

• in the context of training, learn to apply audit principles to their own work, and to clinical 
practice.  
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A maximum of one year of research can be counted towards a CCT. 
 

ASSESSMENT 
 
Throughout the anaesthetic training programme all trainees undergo summative 
assessments designed to assess whether they have reached specified standards in the 
training programme, to quantify experience, and to estimate the individual trainee’s eligibility 
to progress to further stages of training, or to a career post.  
 
Following the introduction of Foundation Year training and a study of assessment techniques, 
the RCoA has decided that common tools and documentation should be used for workplace 
based assessment, unless other formats are explicitly required such as The Initial 
Assessment of Competency.   The tools to be used are: 
• Multi- Source Feedback 
• Mini-Clinical Assessment Evaluation Exercise  
• Direct Observation of Procedural Skills 
• Case Based Discussion 
 
Formal assessments of knowledge must be passed before a trainee can progress from Basic 
to Intermediate training and from Intermediate to Higher training.   These assessments form 
the FRCA Primary and Final Examinations or prospectively approved equivalent 
qualifications. 
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1:   INTRODUCTION 
 
Postgraduate anaesthetic training in the UK produces high quality anaesthetists with a broad 
range of skills appropriate to the needs of the NHS.  Visits to anaesthetic departments by the 
Royal College of Anaesthetists (RCoA), and meetings of Regional Advisers, Programme 
Directors, Examiners and RCoA Tutors demonstrate a continuing enthusiasm for training the 
next generation of consultants.  A central theme of the Training Programme is to recognise 
this goodwill and, wherever possible, to incorporate successful, local initiatives. 
 
1.1: Aim    
 
The aim of the programme leading to the award of a CCT in anaesthesia is to produce high 
quality anaesthetists with a broad range of skills that will enable them to practise as 
consultant anaesthetists in the United Kingdom. 
 
1.2:   Postgraduate Medical Education and Training Board (PMETB)  
 
The PMETB requires that a training programme leading to a Certificate of Completion of 
Training (CCT) in Anaesthesia must be ‘competency based’.  The training and assessment of 
trainees has to reflect this philosophy which has two essential components:   
• competence in a trainee describes possession of the knowledge, skills and attitudes 

required to undertake safe clinical practice at a level of confidence commensurate with 
stated objectives;   and that  

• professional practice means more than the performance of clinical skills, no matter how 
complex.  It very importantly carries a built-in commitment to standards and the attitudes 
which will maintain those standards throughout life. 

 
1.3:   The NHS Litigation Authority (NHSLA) 

 
The NHSLA is a Special Health Authority responsible for handling negligence claims made 
against NHS bodies in England2.    The NHSLA has issued standards expected of Trusts of 
which Standard 2, the ‘Competent & Capable Workforce’ is particularly relevant to training.  
Section 5 defines the documentation that each Trust must hold relating to the management 
of trainees, their supervisory meetings and the verification of clinical skills.  The NHSLA has 
three levels of accreditation, above level 0: 

 
 Level 1: 2.5   As a minimum the approved document(s) detailing the procedures to 

ensure that all medical staff  in training (STs, F1 and F2 trainees) are appropriately 
supervised during their clinical placements must include a description of the: 
 roles and responsibilities, both across the organisation and locally 

 system for ensuring that effective supervision is in place for all medical staff in training 
in all areas of the organisation 

 requirements in relation to the frequency and timing of supervisory meetings 

 systems to ensure that medical staff in training have the basic clinical skills required 
before they work independently 

 process for monitoring the effectiveness of all of the above 
 

 Level 2: 2.5   The organisation can demonstrate compliance with the standards set out 
within the approved document(s) which describes a systematic approach to the 

                                                 
2 The Welsh Risk Pool and the Scottish Clinical Negligence and Other Risks (Non-Clinical) Indemnity 
Scheme (CNORIS) fulfil similar roles to the NHSLA.  In Northern Ireland each Trust has its own risk 
assessment and negligence scheme. 
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supervisory process for medical staff in training on initial appointment and ongoing 
thereafter described at level 1, in relation to the: 
 system for ensuring that effective supervision is in place for all medical staff in training 

in all areas of the organisation 

 systems in place to ensure medical staff in training have the basic clinical skills 
required before they work independently 

 
 Level 3: 2.5   The organisation can demonstrate monitoring the effectiveness of the 

minimum requirements contained within the approved document(s) which describes a 
systematic approach to the supervisory process for medical staff in training on initial 
appointment and ongoing thereafter described at level 1, in relation to the: 
 system for ensuring that effective supervision is in place for all medical staff in training 

in all areas of the organisation 

 systems in place to ensure medical staff in training have the basic clinical skills 
required before they work independently 

 where the monitoring has identified deficiencies, recommendations and action plans 
have been developed and changes implemented accordingly. 

 
These standards emphasise the need for the assessment of competence and the 
responsibility of documenting competences and the achievement of training objectives. The 
implication for trainees and trainers is that training curricula must list the competences that 
have to be achieved and completed satisfactorily at each stage of training. The necessary 
knowledge, skills and attitudes have therefore been defined for all aspects of training and all 
three must be assessed.  During the training process, it is expected that both trainees and 
trainers will comply with the guidance issued by the General Medical Council (GMC) and 
ICACCST. 
 
1.4:   Abbreviations    
 
To save repetition, a list of commonly used abbreviations is given in Appendix A. 
 
1.5:   Further advice 
 
The first point of contact for information concerning a trainee’s training or career planning is 
this curriculum in conjunction with Guidance for Trainers and the Regulations for FRCA 
Examinations.   The latter documents are available on the training and examination pages of 
the College website www.rcoa.ac.uk  and, like the CD version of the curriculum supplied to 
every trainee, can be searched electronically for key words.   Most questions can be 
answered by reference to these documents. 
 
The next point of contact is the College Tutor of the department in which the trainee is 
training.   If the College Tutor is unable to give the necessary guidance then the Regional 
Advisor should be asked for advice.    
 
Only if the College Tutor or Regional Advisor cannot help should a trainee contact the 
College’s Training Department for advice because inevitably the Training Department will 
have no knowledge of the trainee’s personal circumstances. 
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2:   PRINCIPLES OF THE TRAINING PROGRAMME 
 
2.1:   Introduction 
 
The CCT programme in anaesthesia is constructed so that all anaesthetists have the same 
core skills.  Flexibility is introduced in the latter years of training such that individual career 
aspirations, or those of the NHS, can be catered for with a short lead-in time.  For instance if 
there is less requirement for cardiac anaesthetists and more for pain specialists, the lead 
time to effect this would be only two years.  In a similar way, anaesthetists have a broad-
based training and ‘refreshing’ or ‘retraining’ of someone who is basically competent can be 
redirected appropriately for workforce needs. 
 
The training of anaesthetists will occur in UK posts and programmes approved by PMETB or 
in other posts and programmes for which prospective approval has been given.   
 
Departments in which training occurs must comply with the regulations and 
recommendations of the relevant national Departments of Health, PMETB and the RCoA.  
From time to time, the RCoA issues guidance on standards of practice.3  
  
Doctors responsible for training are expected to comply with the regulations and 
recommendations of the GMC.    
 
Royal College of Anaesthetists 
The College has a Training Department.  All trainees are required to register for training.  
Copies of the RITA forms and any correspondence related to their individual training are held 
at the College.  A CCT date is estimated, usually on entry to ST year 3.  This is altered if the 
necessary competences (including examinations) are not obtained or other circumstances 
prevail (such as sick leave or maternity leave) by the expected date.   
 
2.2:   Progression through the CCT programme   
 
Indicative duration   To obtain a CCT in anaesthesia a trainee has to follow a competency 
based, specialty training (ST) programme covering basic, intermediate and higher and/or 
advanced levels of training in anaesthesia, pain management and Intensive Care Medicine 
(ICM).   The indicative duration of training is 7 years, of which: 
• basic level will normally last 2 years (ST years 1 and 2); 
• intermediate level will normally last 2 years (ST years 3 and 4); and 
• higher and/or advanced level will normally last 3 years (ST years 5, 6 and 7).       
 
Actual duration   The actual duration of an individual’s training will be determined by the 
rate at which they achieve the necessary competences.  By the end of the programme the 
trainee should feel confident to practise independently as well as recognise that advice or 
help from colleagues be sought for unusual cases.   For administrative reasons it may not 
always be possible for the Programme Director to fast-track trainees who achieve 
competences ahead of schedule. 
 
Minimum duration   The minimum duration of formal training is normally seven years.   In 
exceptional circumstances, if a trainee can prove that they have acquired all the necessary 
competences in a shorter time and have the confidence and competence to be a consultant, 
the College may recommend to PMETB that a CCT should be awarded after less than seven 
years. 
 
 
                                                 
3 Good Practice, The Royal College of Anaesthetists and the Association of Anaesthetists of Great 
Britain and Ireland, 2002: Guidelines for the Provision of Anaesthetic Services, Royal College of 
Anaesthetists, 1999. 
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2.3:   Schools of Anaesthesia  
 
All the hospitals in the UK that train anaesthetists are contained in Schools of Anaesthesia.  
The Schools are functional units, usually within Deanery boundaries (although they 
occasionally cross Deaneries) that are able to provide the whole of training required for 
completion of a CCT.  There are 29 Schools of Anaesthesia in the UK.  
 
Hospitals within a School will generally be expected to offer experience and training in 
anaesthesia for elective and emergency general surgery, urology, trauma and orthopaedics, 
obstetrics and gynaecology, ENT and oral surgery, day case surgery and surgery for children 
excluding neonates.  In addition, experience in pain management, resuscitation techniques 
and intensive care medicine should be provided.  Experience in Emergency Medicine will 
require an Accident and Emergency department, which is staffed and operational 24 hours a 
day. 
 
Within a School of Anaesthesia there are anaesthetists appointed as: 
• Programme Director (a Deanery appointment) 
• Regional Adviser (a College appointment) 
• Deputy Regional Advisor (a College appointment) 
• College Tutors (one for each hospital, with more for those with a lot of trainees) 
 
In addition there is a variable contribution of secretarial and administrative support from the 
Deanery. 
 
The number of hospitals in a School of Anaesthesia is varies, but it is usually between five 
and ten.  This is dependant on local geography and an effort is made to reduce the distances 
that a trainee may be expected to travel.  There is at least one tertiary hospital within each 
School where specialist anaesthesia training occurs. 
 
Single specialty hospitals that provide units of specialised training will form parts of Schools 
of Anaesthesia in order to complement the overall provision of training within the approved  
training programme. 
 
For an individual trainee, basic level training occurs in a small number of hospitals, usually 
one but it may be up to three hospitals.  The majority of this is organised as rotations which 
ensures that the necessary clinical exposure is met to complete the competences required 
for the first years of training.  Occasionally a secondment is necessary to fill any areas that 
might be missing;  sometimes this occurs because of local reconfiguration of services.  There 
is a designated person (sometimes a Director of Basic Level training specifically within the 
School) who ensures that the rotations are composed appropriately.   
 
The Programme Director organises the rotations to ensure that all the units of training are 
covered.  Some modules (such as anaesthesia for cardiac surgery, neurosurgery and 
sometimes paediatric surgery) are only available in tertiary hospitals.   Completion of basic 
and intermediate level training is confirmed locally by issue of certificates, copies of which 
are sent to the College. 
 
Specialty Advisory Committees within each Deanery are usually chaired by the Regional 
Advisor and should include the College Tutor(s) from each hospital, a less than full-time 
training advisor, and Deanery and trainee representatives.  These ensure that standards of 
training are maintained and problems or issues for individual trainees are discussed.   
 
The introduction of the run-through grade in August 2007 means there may have to be 
organisational changes to ensure that the clinical experiences needed are gained at the 
appropriate times. There may be teething problems in some Schools of Anaesthesia if there 
is an imbalance in numbers progressing from basic to intermediate levels of training. 
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2.4:   Responsibility for training in the workplace   
 
Competency based training relies on assessments made during clinical service. The 
responsibility for the organisation, monitoring and efficacy of this training and assessment is 
shared by a variety of authorities: 
• PMETB is responsible for approving posts and programmes for training. 
• The RCoA is responsible for: 

• determining the learning objectives and competences of training; 
• advising PMETB and the Postgraduate Dean on the arrangements for organising and 

monitoring in-service training made by Schools of Anaesthesia and hospitals;  
• funding the Bernard Johnson Advisors who provide strategic advice on equality and 

diversity issues within training programmes;  and 
• evaluating the training of individual trainees and recommending to PMETB the award 

of Certificates of Completion of Specialist Training (CCT). 
• The Postgraduate Dean is responsible: 

• to PMETB for the quality management of the training programme.   
• for organising the Record of In-training Assessment (RITA) and an Annual Review for 

each trainee.   
• for the overall training arrangements in each Trust. The Clinical Tutor acts as the 

Dean’s officer within the trust and is responsible for the educational environment and 
in some cases, aspects of generic training. 

• The Local Specialty Training Committee: 
• reports to the Postgraduate Dean and is responsible for local arrangements for in-

service training, but may delegate many of these administrative functions to the 
School of Anaesthesia;  and 

• has responsibility for deciding what evidence of progress in training will be reviewed 
at appraisal and evaluated at the RITA. 

• Programme Directors organise the rotations to ensure that all units of training are 
covered.   

• Regional Advisors are responsible for representing the policies and views of the College 
in all relevant matters within their Region. 

• The School of Anaesthesia is responsible for organising and monitoring the training 
scheme and individual trainees. 

• The Clinical Directorate for anaesthesia within each hospital is responsible for delivering 
in service training in accordance with the principles adopted by PMETB, the RCoA, the 
Postgraduate Dean and the School of Anaesthesia. 

• College Tutors are responsible for the training and assessment arrangements in their 
hospitals (see Section 4.3)4. 

 
 
2.5:   Units of training    
 
The programme is composed of ‘Units of Training’, some of which are compulsory, others are 
optional.   The units cater for general and special interest clinical areas as well as non-clinical 
subjects eg research, medical education and information technology.   Each unit is described 
in terms of: 
• the subject area; 
• the required knowledge; 
• the required skills; 
• the required attitudes and behaviour; 
• workplace training objectives for the trainee; 
• for some specialist areas, the training environment, 
                                                 
4 See also The Regional Advisors’ Handbook, 1998 and The College Tutor - Roles and 
Responsibilities, 2002 
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Only in a few cases will a minimum period of experience and /or a minimum number of cases 
be specified, because assessment should be based on competence, not numbers or time.    
 
 
2.6:   Appraisal and assessment   
  
There will be regular appraisal and assessment within the training programme.   Progress at 
various points in training is dependent on successful assessment. 
 
Examinations of knowledge are one of several assessment methods used within the 
programme. The syllabus for the examination of basic level knowledge is the total content of 
the units contained in The CCT in Anaesthesia II.   The syllabus for the examination of 
intermediate level knowledge is the total content of the units contained in The CCT in 
Anaesthesia III.   
 
 
2.7:   Supervision    
 
Teaching and learning clinical anaesthesia requires that consultants and trainees work 
together in clinical practice.  
 
Clinical supervision   Every trainee must at all times be responsible to a consultant. That 
consultant must be available to advise and assist the trainee as appropriate. Sometimes this 
will require the consultant’s immediate presence but on many occasions less direct 
involvement will be acceptable. Supervision is a professional function of consultants and they 
will be able to decide what is appropriate for each circumstance in consultation with the 
trainee. The safety of an individual hospital’s supervision arrangements is the concern of the 
departmental and hospital management and it is necessary for them to agree local standards 
and protocols that take account of their particular circumstances.   Clinical supervision is 
discussed in more detail in Section 5. 
 
Educational supervision5   Every trainee must have a nominated educational supervisor to 
oversee their individual learning. 
 
 
2.8:   Out of Hours cover for emergency services    
 
Out of hours work for trainees largely involves providing services for emergencies. Such out 
of hours work makes different demands upon the anaesthetist.   Both the clinical work and 
the experience of working in the hospital with reduced, out of hours service must be learned 
through experience.   Whenever trainees are learning new aspects of emergency work they 
must have close clinical supervision.    
 
The service requirements of hospitals, however, will often necessitate that trainees undertake 
more out of hours emergency cover than is needed for their training.    A balance therefore 
must be maintained between the service and training requirements of out of hours work:   
service must not undermine the necessity for training out of hours.  This must be reviewed by 
evaluating the whole training scheme; out of hours emergency work must not prevent the 
trainee from meeting the standards of the agreed competences on schedule.   Out of hours 
duties apply pro rata (weekdays and weekends) to less than full-time trainees.   
 
There is sometimes pressure for trainees during their anaesthetic units of training to provide 
out of hours cover for intensive care units and vice versa.   As far as possible this should be 

                                                 
5 see footnote 3 
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discouraged although the College recognises that sometimes service needs may make this 
unavoidable. 
  
2.9:   Simulators    
 
The RCoA encourages the use of simulators for relevant aspects of postgraduate training in 
anaesthesia especially for events of high importance but infrequent occurrence (as exampled 
by anaphylaxis), for situations where there might be a high risk to patients and for team 
building and working under pressure.   Simulators are also used as assessment tools in the 
Primary FRCA Examination. 
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3:   ENTRY TO THE TRAINING PROGRAMME 
 
3.1   Direct entry 
 
Direct entry to the anaesthetic CCT programme is by competitive application under nationally 
agreed arrangements. 
 
3.2:   ACCS entry 
 
Acute Care Common Stem (ACCS) training is a two-year introductory course of training in 
anaesthesia, acute medicine, emergency medicine and intensive care medicine (ICM).   As 
such it is accepted by PMETB as an element of the relevant curricula for the four specialty 
CCT programmes.    
 
Entry to ACCS training will be by competitive application under nationally agreed 
arrangements.    When applying for ACCS training trainees will be asked to specify the 
specialty they want to pursue for a CCT.   
 
The duration and content of each ACCS specialty module may vary between Deaneries, but 
for anaesthesia the minimum syllabus will be that for the Initial Assessment of Competence 
and for ICM the minimum will be Section 7 of the basic syllabus for anaesthesia and might 
also include part or all of Section 4 of the intermediate syllabus for anaesthesia. 
 
Trainees who complete ACCS training will normally join the anaesthesia CCT programme at 
an appropriate point in ST year 2.  The subsequent content and duration of an individual’s 
anaesthetic CCT training will depend on the competences already achieved in during ACCS 
training.   A trainee who completed all or part of the intermediate level syllabus for ICM6 
during ACCS training will not normally have to repeat these competences provided that they 
have been successfully assessed and recorded.  
 
ACCS trainees intending to follow an anaesthetic CCT programme will normally be expected 
to have passed the FRCA Primary MCQ Examination of knowledge before completing ACCS 
training.   
 
3.3:   Entry from Fixed Term Specialist Training Appointments (FTSTA) 
 
Entry to the anaesthetic CCT programme from FTSTAs will be by competitive entry under 
arrangements made by the postgraduate Deans.   Such trainees will join the anaesthesia 
CCT programme at an appropriate point in the anaesthesia training programme determined 
by the competences already achieved in earlier training. 
 
 
3.4:   Less than full-time (LTFT) trainees   
 
The European Medical Directive states that: 
 

“Part-time training shall meet the same requirements as full-time training, which shall 
differ only in the possibility of limited participation in medical duties to a period of at least 
half that of full-time trainees, including on-call duties.” 

 
This is interpreted to mean that LTFT trainees should, pro rata, undertake the same out-of-
hours work as full-time trainees, including weekend on-call duties.  General advice on LTFT 
training is contained in the “Gold Guide”. 
 

                                                 
6 The CCT in Anaesthesia Part III Appendix 4 
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After appointment in open competition, any trainee with Deanery agreed eligibility can 
request to train on a less than full time basis.  The training programme will be delivered on a 
pro rata basis for those who are eligible and have Deanery support.  Each region has a LTFT 
training advisor who works with the Regional Advisor and the local Deanery to ensure that 
the needs of those trainees are met.  One of the Bernard Johnson Advisors provides 
strategic advice to the RCoA in the needs of part time trainees and is a member of the RCoA 
Training Committee. 
 
 
3.5:   Re-entering training after a break      
 
Requests from doctors who want to re-enter training after a break will be dealt with on an 
individual basis by the RCoA Training Committee in accordance with PMETB policy. 
 
For those who have continued to practise anaesthesia (for instance in a Staff and Associate 
Specialist Grade (SASG) appointment or in a post overseas) the grade and year of re-entry 
will be dependent on the level of previous training. For instance, those who can demonstrate 
that they have satisfactorily completed 2 years of substantive career posts or 2 years of 
approved intermediate level training and can verify that they have met all the intermediate 
level competences for the award of the Intermediate Level Training Certificate,7 could 
provisionally be placed in ST year 5. 
 
Re-orientation   Trainees returning to the specialty after a substantial break will require re-
orientation. This will vary with the length of the break and the nature of any medical work the 
trainee has been engaged in during the interim. The Local Specialty Training Committee 
should ask the appropriate College Tutor to monitor the trainee’s induction and progress and 
in the light of that to make recommendations, with evidence, to the RCoA Training 
Committee about the trainee’s future training programme. The RCoA Training Committee will 
take this evidence into account when estimating the CCT date. 
 
Past training   When deciding on an appropriate entry point for an anaesthetist returning to 
training after a break, training undertaken more than five years previously should not 
normally be counted.  The RCoA Training Committee approves exceptions to this on an 
individual basis. 
 
3.6:   Principles for calculating training time   
 
LTFT training   As described in Section 3.4, LTFT trainees should undertake, pro rata, the 
same out-of-hours work as full-time trainees, including weekend on-call duties.    
 
Locum and Fixed Term Training posts: recognition towards a CCT  
• If a trainee wants time spent in a FTSTA, FTTA or LAT post to be recognised towards 

CCT training, the form at Appendix B must be completed and submitted to the Medical 
Secretary of the RCoA Training Committee by the Regional Adviser.  

• Time spent in an FTSTA, FTTA or LAT post must be properly documented and the 
relevant competences assessed to the standards specified in this manual, if it is to be 
recognised towards a CCT. 

• Fixed Term posts 
• Normally a maximum of two years in FTSTA and FTTA posts can be assessed 

towards ST years 1 to 4 of the CCT programme. 
• Locum posts 

• Locum Appointments for Service (LAS) cannot count towards CCT training. 
• The RCoA Training Committee will only assess Locum Appointment Training (LAT) 

experience after the trainee has obtained a substantive ST post. 
                                                 
7 See The CCT in Anaesthesia  III: Competency Based Training and Assessment Intermediate Level 
Training Section 4.6. 
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• A LAT post at basic level i.e. contributing to ST years 1 and 2, must be at least three 
months and no longer than six months duration. 

• A maximum of two years in a LAT post at intermediate level i.e. contributing towards 
ST years 3 and 4, may be counted towards a CCT.  

• A LAT post can count towards a CCT if it:  
• is followed by a substantive post (in normal circumstances, the substantive post 

should immediately follow the locum post); 
• is supported by the Local Specialty Training Committee; 
• covers the necessary programme of training specified in this Training Guide; and 
• the assessment of competences is completed as it is for those in substantive 

posts. 
• Exceptions to the above will be considered on an individual basis provided that the 

training programme and assessment procedures have been followed in all respects as for 
a “run-through” training post.  

 
 
Sickness, parental and maternity leave   In a competency based programme trainees are 
to be assessed and signed off on the basis of competences achieved not the time taken to 
obtain them.    Thus, normally, periods of absence due to sickness, parental or maternity 
leave are irrelevant.  In the event of prolonged absence a period of re-orientation may be 
needed before further competences can be taught and assessed.  Further advice can be 
found in Appendix C. 
 
Military service    Absence on military operations by full time or reserve members of the 
Defence Medical Services will be treated in the same way as for absence due to sickness.   It 
is very possible that with careful planning such trainees may be able to acquire and be 
assessed for competences whilst on military duty. 
 
Recognition of training outside the United Kingdom 
• Recognition of basic training   The first twelve months of anaesthetic training may be 

undertaken abroad in a suitable prospectively approved training post.    
• Recognition of intermediate level training   Anaesthetic training at intermediate level 

undertaken abroad will be considered on a case by case basis by the RCoA’s Training 
Committee in accordance with PMETB policy.  Doctors who have not followed a complete 
programme of training prospectively approved by PMETB cannot be awarded a CCT but 
will have to apply, at the end of their UK training, to PMETB for a Certificate of Eligibility 
for Specialist Registration under PMETB Article 14. 

• Recognition of higher and advanced level training   Higher and advanced level training  
taken abroad as Off-Rotation Training (see Section 6 of The CCT in Anaesthesia IV:  
Higher and Advanced Level Specialty Training and Assessment) must be prospectively 
approved by the RCoA Training Committee, have clearly identified objectives, have 
named supervisors both in the UK training scheme and overseas who are responsible for 
ensuring the objectives are met and requires an agreement from the overseas institution 
to provide an assessment of the trainee’s performance on completion of their attachment.   

 
Training year    The date an individual’s indicative training year starts is determined by the 
Local Specialty Training Committee and is not necessarily the chronological date from the 
beginning of training. 
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4:   THE DELIVERY OF TRAINING AND EDUCATION 
 
The RCoA supports the GMC’s view that all doctors have a professional obligation to 
contribute to the education and training of other doctors8.  The instruction of trainees can be 
undertaken by consultants, SAS grade doctors and other trainees.  Trainees may teach other 
trainees both formally in tutorials etc and in clinical situations where this is agreed by their 
supervising consultant. Clinical teaching situations will often involve the senior trainee in 
supervising the junior but the overall responsibility must rest with the nominated consultant 
supervisor (see Section 5.3).  In addition there may be contributions from other health care 
professionals eg nurses, physiotherapists, pharmacists, basic scientists and health care 
managers.   
 
 
4.1:   Principles of delivering training and education 
 
The RCoA recognises that the example of trainers and teachers has a powerful influence 
upon the standards of conduct and practice of every trainee, whether an undergraduate or a 
qualified doctor in training9.  It follows that all those involved in training and teaching should 
recognise and meet their responsibilities10.   In particular: 
• Any anaesthetist, consultant or SAS grade doctor, who is involved in the training or 

education of trainees should themselves be aware of the educational objectives of the 
training programme and participate actively in the optimal construction and delivery of the 
programme. 

• Consultants, SAS grade doctors and others involved in teaching must fulfil the CPD 
requirements for the clinical appraisal process and to the satisfaction of the RCoA.  

• Trainers and teachers should take the necessary steps to acquire the skills of a 
competent teacher.11   

 
 
4.2:   The organisation of training and education 
 
The primary responsibility for learning lies with the trainee. The infrastructure of training and 
education is there to facilitate this.  
 
Educational Supervisor   Every trainee must have an educational supervisor. The 
supervisor’s role is to help the trainee to plan their training and reach personal and 
institutional objectives. In some anaesthetic departments the College Tutor may be the 
educational supervisor for all the trainees. If this is the case they must ensure that they have 
sufficient time and resources to undertake the duty in accordance with accepted good 
practice in educational supervision. 
 
Trainers    
• A trainer is normally a consultant who has responsibilities for the clinical teaching and 

educational supervision of trainees, including responsibility for appraisal and assessment. 
The GMC defines the personal and professional attributes required for this role.12 13 14   
To be a trainer the consultant must adhere to the principles described in 4.1 and be 
appointed in accordance with the criteria described in Appendix D.  

 

                                                 
8 The doctor as teacher, GMC 1999, paragraph 4. 
9 The doctor as teacher, GMC 1999, paragraph 1 
10 Good medical practice, GMC 1998, paragraph 10 
11 The doctor as teacher, GMC 1999, paragraph 5 
12 The doctor as teacher, GMC 1999, paragraphs 8 & 9 
13 Good medical practice, GMC 1998, paragraph 8 
14 Recommendations on the training of specialists, GMC 1987, paragraph 16 (12) (a). 
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•  SAS grade anaesthetists as trainers 
• The RCoA recognises that SAS grade doctors have a valuable role to play in training.  

For SAS grades who want to be trainers possession of the FRCA is not a prerequisite 
but, like consultants, they must fulfil the RCoA’s CPD requirements;   this is essential 
for those areas where they have clinical and on-call responsibilities.   

• The RCoA encourages College Tutors to identify those SAS grades with aptitude and 
to nominate them to the local School of Anaesthesia, specifying the areas in which 
they have appropriate expertise.   SAS grades who are Fellows or Members (by 
examination or ad eundem) or Associate Fellows or Members of the RCoA, and who 
have been accepted by their School of Anaesthesia as trainers may, if they so wish, 
ask for their name to be recorded with the College as “Approved to Train”.   

• The specific areas in which SAS grades train are best identified at local level, but may 
include specialist operating lists where a SAS grade has expertise.   SAS grades who 
undertake training must have the opportunity to acquire the skills of a competent 
trainer. 

• When being trained by a SAS grade, trainees must at all times have unimpeded 
access to consultants for advice. 

 
Consultant:Trainee Ratio    The number of whole time equivalent trainees in a hospital 
should not normally exceed the number of whole time equivalent consultants. 
 
4.3:  The College Tutor15 
 
In a given Trust Hospital, the RCoA Tutor is the Trainer who represents the RCoA.   College 
Tutors are not expected to deliver personally all aspects of training and supervision that are 
listed below; the intention is that the Tutor will ensure that training is properly organised, 
actually happens and is accessible to the trainees. 
 
The Tutor should act as an organiser and co-ordinator of training.  Specific tasks can be 
delegated by the Tutor to other members of the department. The delivery of high quality 
training requires contributions from all consultants and not just the College Tutor although the 
Tutor is the prime point of contact for the trainees with the Royal College of Anaesthetists. In 
addition to acting as an important role model and general adviser to all trainees in 
anaesthesia, the responsibilities of the College Tutor include: 
• organisation of teaching / training; 
• organising workplace assessments; 
• keeping records of the progress of trainees through competences and liaising with 

service rota-makers; 
• examination preparation for trainees; 
• professional development / career advice for trainees; 
• liaison with the School of Anaesthesia and Postgraduate Dean; 
• representative of the College on training matters; 
• audit of clinical supervision arrangements; and 
• sits on the local Specialty Training Committee 
 
 
4.4:   Workplace based learning 
 
The proportion of time the trainee spends being directly taught in the workplace will vary 
throughout training depending on the trainee’s seniority and the nature of the clinical work.  
There may be variation from week to week depending on local work patterns. 
 

                                                 
15 See also The College Tutor - Roles and Responsibilities, 2002 
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Basic level training 
• Novice trainees and those new to the UK training programme will have continuous direct 

supervision until they have passed the Initial Assessment of Competency. 
• More experienced trainees may have the opportunity to work without direct clinical 

supervision but the majority of their day time duties should include direct clinical teaching 
by consultants.   This does not obviate the need for appropriate educational and clinical 
supervision at other times. 

 
Intermediate, higher and advanced level training 
• Within the limitations of local work patterns trainees carrying out general duties are 

normally expected to undertake a minimum of three theatre lists per week with a 
consultant.  It is important that their programme includes consistent exposure to general 
anaesthesia for elective and emergency work.   This does not obviate the requirement for 
appropriate educational and clinical supervision at other times. 

• Trainees undertaking higher and advanced special interest training will have programmes 
appropriate to the needs of that special interest.   In most cases this will require higher 
levels of clinical and educational supervision which can be reduced as the trainee gains 
competence.  

 
All trainees    
• For trainees working outside the operating theatre (eg obstetrics, ICM and pain) a 

minimum of 30% of their time during daytime hours should comprise direct clinical 
teaching.  This does not obviate the requirement for appropriate educational and clinical 
supervision at other times. 

• Time spent outside the operating theatre (eg ICM, pain, obstetrics) must not detract from 
essential training in general anaesthesia for every trainee. 

 
 
4.5:   Formal education   
 
Every trainee must have an educational supervisor and must sign a training/learning 
agreement at the start of each post16. 
 
Within the department there should be arrangements for a formal, weekly, educational, 
departmental meeting and for meetings to cover audit, critical incident reporting, and 
morbidity and mortality.  Although it is accepted that not all consultants can always be 
present at such educational meetings, it is expected that consultants will participate 
whenever possible.   It is expected that all trainees will participate in these formal 
departmental educational meetings.   This time should be ‘ring fenced’ such that trainees are 
not required to cover service commitments during this period save in exceptional 
circumstances. 
 
Records of attendance by all grades of anaesthetic staff at departmental educational 
meetings must be kept in the department.  If a trainee is absent, the reason should be 
recorded.  These records may be considered in the assessment of individual trainees. 
 
Attending group educational activity in hospitals is part of the professionalism of good 
doctors. Attendance at departmental clinical meetings should be one of the forms of evidence 
of progress presented at appraisal and for RITAs. Local Specialty Training Committees 
should determine what level of participation should be mandatory for progress at the Annual 
Review. 
 
Trainees must have a meeting with their educational supervisor (or a representative) at least 
three-monthly, to discuss their progress, outstanding learning needs and how to meet them17. 
                                                 
16 PMETB Generic Training Standards Standard 6 dated April 2006 
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4.6:   Research 
 
Research    
• Research is regarded by the RCoA as integral to the development of anaesthesia, 

intensive care and pain management and is an obligatory part of training.   Every trainee 
should be able to evaluate new developments in their specialty thus preparing 
themselves for their future career. To achieve this, trainees from ST year 3 onwards 
require experience in research methods so that they can: 
• learn to pose relevant research questions, formulate hypotheses, design simple 

research projects, understand the statistical evaluation of such projects, and how to 
draw valid conclusions; 

• develop and maintain a system of continuous learning in order to keep abreast of 
major clinical and research developments; and 

• in the context of training, learn to apply audit principles to their own work and to 
clinical practice. 

• Some trainees however, will wish to pursue their special research interests in greater 
depth in their own School of Anaesthesia, elsewhere in the UK or abroad. Provided that it 
has the support of the Local Specialty Training Committee and the Postgraduate Dean, 
up to 12 months of training in ST years 5, 6 or 7 can be allocated to research for the 
purposes of awarding a CCT. Time in excess of this must be taken as out of programme 
experience and will not count towards the CCT. 

 
 
4.7:   Professionalism   
 
 Medical professionalism can be defined as a set of values, behaviours and relationships that 
underpin the trust the public has in doctors.   Because professionalism means more than 
clinical competence, throughout their training all trainees are required to learn, acquire and 
develop professional knowledge, skills, attitudes and standards of behaviour at a level and 
pace commensurate with their stage of training.   They can expect to be assessed regularly 
on this throughout their training programme.   Within the context of this CCT programme 
professionalism is divided into two separate but over-lapping and closely related areas: 
• attitudes, communication and behaviour:   and 
• professional knowledge and skills 
 
The level at which professionalism should be taught, acquired and assessed at each stage of 
training will depend on the progress and level of training of each trainee, and the 
arrangements in place within individual Schools of Anaesthesia. 
 
Attitudes, communication, and behaviour   Problems with professional and clinical 
behaviour, attitudes and communication in the workplace are a major factor in the genesis of 
many major critical incidents and of disciplinary procedures and complaints about 
consultants. They are also a common cause of problems in training.   Such behaviours 
depend in part upon the character traits of the individual but to a great extent suitable 
behaviour can be learned. They can also be taught, by such means as reviewing and 
evaluating problems, at a personal or group level. 
• Communication skills   Communication skills are developed both formally and informally, 

although there should be formal training in presentation skills.   Inter-personal 
communication skills should be included in assessments provided by individual 
consultant supervisors and remedial training should be devised and provided to meet 
individual needs.  

                                                                                                                                                      
17 PMETB Generic Training Standards Standard 6 dated April 2006 
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• Attitudes and behaviour    Teaching acceptable behaviour, attitudes and communication 
skills (or more likely rectifying short-comings in these areas) requires that acceptable 
standards are clearly described to the learner.  

• Assessment   Appendix E includes guidance on standards for assessing communication 
skills, attitudes and behaviour. The learner’s behaviour must be compared with these 
standards and records of good and bad performance should be kept as part of the routine 
assessment process. 

 
Professional knowledge and skills    
• It is essential for all anaesthetists and for the specialty that those taking up consultant 

posts should be able to play a full part in the running of the NHS.    By the time trainees 
have completed their CCT it is expected that they will have an understanding of those 
areas which will form an important part in determining their maturity and suitability for 
taking up a consultant post.   For this to happen, all trainees will need to follow a common 
core of training to develop their professional knowledge and skills appropriate to their 
stage of training, including the subjects set out in the following Appendices.    
• The Responsibilities of Professional Life   (Appendix F) 
• Teaching and Medical Education   (Appendix G) 
• Health Care Management   (Appendix H) 
• Information Technology   (Appendix I) 
• Medical Ethics and Law   (Appendix J)  

• What is set out in the appendices is not a syllabus but rather an indication of where 
attention should be directed.   There is much overlap between these subjects and 
commonality with many of the objectives for attitudes, communication and behaviour 
described in Appendix E.   

• Delivery of training   Although The CCT in Anaesthesia Parts II to IV include indicative 
objectives to be achieved in each of the generic areas described above and 
communication skills, Schools of Anaesthesia will find their own model for achieving what 
is set out in Appendices E to J.  For some aspects, trainees may take study leave and 
attend a specific course; for example this has long been a recognised method for learning 
about health care management.  Much can be achieved by taking advantage of what is 
available locally, for instance School based courses bringing in clinical and non-clinical 
managers to talk or attachments for trainees with individual managers have both been 
used successfully.   Whichever way the training is delivered records of achievement must 
be maintained as part of the trainee’s portfolio for presentation at the annual appraisal 
and for the RITA. 

 
Team working and leadership    Anaesthetists have to work as part of a wider team and are 
expected to demonstrate leadership.   Formal training in these areas is not built into this 
curriculum, but the absence of these qualities should be commented on in workplace based 
assessments and discussed at appraisals.   Remedial training should be devised and provided 
to meet individual needs.   
 
Equality and Diversity   
• The RCoA conforms to the view that equality of opportunity is fundamental to the 

selection, training and assessment of anaesthetists.   It seeks to recruit trainees 
regardless of race, religion, ethnic origin, disability, age, gender or sexual orientation.   
Patients, trainees and trainers and all others amongst whom interactions occur in the 
practice of anaesthesia have a right to be treated with fairness and transparency in all 
circumstances and at all times.   Equality characterises a society in which everyone has 
the opportunity to fulfil his or her potential. Diversity addresses the recognition and 
valuation of the differences between and amongst individuals.  Promoting equality and 
valuing diversity are central to the anaesthesia curriculum.  Discrimination, harassment 
or victimisation of any of these groups of people may be related to: ability, age, bodily 
appearance and decoration, class, creed, caste, culture, gender, health status, 
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relationship status, mental health, offending background, place of origin, political beliefs, 
race, and responsibility for dependants, religion and sexual orientation. 

• The importance of Equality and Diversity in the NHS has been addressed by the 
Department of Health in England in ‘The Vital Connection’18, in Scotland in ‘Our National 
Health: A Plan for Action, A Plan for Change’19 and in Wales by the establishment of the 
NHS Wales Equality Unit.  These themes must therefore be considered an integral part 
of the NHS commitment to patients and employees alike.  The theme was developed in 
the particular instance of the medical workforce in ‘Sharing the Challenge, Sharing the 
Benefits – Equality and Diversity in the Medical Workforce’20.   Furthermore, Equality and 
Diversity are enshrined in legislation enacted in both the United Kingdom and the 
European Union.   Prominent among the relevant items of legislation are: 

• Equal Pay Act 1970  
• Sex Discrimination Acts 1975 and 1986  
• Indirect Discrimination and Burden of Proof Regulations 2001  
• Race Relations Act 1976 and Race Relations (Amendment) Act 2000  
• Disability Discrimination Act 1995  
• Employment Rights Act 1996  
• Human Rights Act 1998  
• Employment Relations Act 1999  
• Maternity and Paternity Leave Regulations 1999  
• Part Time Workers Regulations 2000  
• Employment Act 2002  
• European Union Employment Directive and European Union Race and Ethnic 

Origin Directive  
• Age Discrimination Act 2006 

• It is therefore considered essential that all persons involved in the management of 
training (Board, Tutors, Training Programme Directors et al) are trained and well versed 
in the tenets of Equality and Diversity and it is expected that all trainers should be trained 
in Equality and Diversity. 

• As part of their professional development trainees will be expected to receive appropriate 
training in equality and diversity to the standards specified by PMETB21 and to apply 
those principles to every aspect of all their relationships.   The delivery of this training is 
the responsibility of the Postgraduate Dean.   A record of completion of this training must 
be held in the trainee’s portfolio.  The benefits of this training are: 
• To educate the trainee in the issues in relation to patients, carers and colleagues and 

others whom they may meet in a professional context 
• To inform the trainee of his or her reasonable expectations from the training 

programme 
• To advise what redress may be available if the principles of the legislation are 

breached 
 
Child protection   The Children Act 1989 is the legislative authority for child welfare and 
protecting children from abuse.   Sections 27 and 47 of Act place duties on various agencies 
to assist social services departments in actual or suspected cases of child abuse.  Detailed 
requirements for the knowledge, skills and attitudes required of anaesthetists at all levels of 
their training are detailed in the paediatric anaesthesia sections of The CCT in Anaesthesia 
Part II Appendix 3,  The CCT in Anaesthesia Part III Appendix 1 and The CCT in 
Anaesthesia Part IV Appendices 1 and 2. 
                                                 
18 The Vital Connection: An Equalities Framework for the NHS: DH, April 2000 
19 Our National Health: A Plan for Action, A Plan for Change: Scottish Executive, undated0 
20 Sharing the Challenge, Sharing the Benefits – Equality and Diversity in the Medical Workforce: DH 
Workforce Directorate June 2004. 
21 PMETB Generic Standards for Training dated April 2006 
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4.8:   Training accommodation 
 
Any hospital with trainees must have appropriate accommodation to support their training 
and education;  this may be in the anaesthetic department or elsewhere in the hospital eg the 
Postgraduate Teaching Centre.   This accommodation should include: 
• a focal point for the anaesthetic staff so that effective service and training can be co-

ordinated and optimal opportunities provided for gaining experience and teaching;   
• adequate accommodation for trainers and teachers in which to prepare their work; 
• a private area where confidential activities such as assessment, appraisal, counselling 

and mentoring can occur;  
• a secure storage facility for confidential training records; 
• a reference library where trainees have ready access to  bench books (or an electronic 

equivalent) and where they can access information at any time; 
• access for trainees to IT equipment such that they can carry out basic tasks on a 

computer including the preparation of audio-visual presentations.  Access to the internet 
is recognised as an essential adjunct to learning; 

• a suitably equipped teaching area; and  
• a private study area. 
• an appropriate rest area whilst on call 
 
 
4.9:   Equipment guidance 
 
From time to time the College will issue guidance or instructions on the use of equipment by 
trainees.   These will be prompted by safety requirements, often arising from critical 
incidents, and will normally be promulgated by immediately by e mail or letter to all Regional 
Advisors and College Tutors, and then included in the next edition of Guidance for Trainers.   
The following requirements currently exist: 
 
Capnography   Trainees should not be required to deliver anaesthesia without using 
monitoring equipment which complies with the recommended minimum monitoring standard 
current at that time.  When a trainee is intubating the trachea during induction of anaesthesia 
or managing an intubated patient during anaesthesia, a capnograph must be used as part of 
the monitoring procedure. . 
• No trainee should be put into the position of having to intubate the trachea without a 

capnograph being available.  If a capnograph is not available, either the patient or the 
equipment should be moved. 

• Trainees should not be required to deliver general anaesthesia without the availability of 
monitoring equipment, including capnography, which complies with the recommended 
minimum monitoring standards as defined in: 
• Recommendations for Standards of Monitoring during Anaesthesia and Recovery, 

Revised Edition 1994, Association of Anaesthetists 
• Good Practice, a Guide for Departments of Anaesthesia, 1998, Royal College of 

Anaesthetists and the Association of Anaesthetists 
 
Capnography for ICM 
All trainees intubating or reintubating the trachea of a patient on an intensive care unit must 
confirm the tube position with capnography. 
 
Anti-hypoxic links 
• All anaesthesia machines must be checked before use.  If appropriate for the machine 

the algorithm published by the AAGBI is recommended. 
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• Where an anaesthetic machine is being used it is mandatory for trainees to work with 
equipment that has a tested oxygen analyser in the common gas outflow or breathing 
system.  The oxygen analyser must possess a low concentration alarm which is active. 

• Trainees  must not administer nitrous oxide from an anaesthetic machine that does not 
have an anti-hypoxia linkage between the oxygen and nitrous oxide flow controls. 
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5:   PRINCIPLES OF CLINICAL SUPERVISION 
 
The definitions of supervision described below, have been developed from a consideration of 
the professional responsibilities of medical practitioners to patients. 
 
 
5.1: Clinical supervision: the obligation to patients 
 
Every patient undergoing anaesthesia (including pre and post-operative care), intensive care 
and pain management is cared for under the direction of an appropriate named consultant. 
On some occasions consultants will themselves carry out the clinical aspects of the work; on 
other occasions, when appropriate, it can be delegated to a trainee or a SAS grade doctor.   
To ensure the safety of patients, however, a trainee must be responsible to, and subject to 
clinical supervision by, a designated consultant at all times.  This includes those occasions 
during elective, urgent and emergency work when the trainee, as part of their training, is 
delegated the authority to make decisions without immediate reference to a more senior 
clinician. 
 
Trainees must be encouraged to seek advice and/or assistance as early as possible 
whenever they are concerned about patient management.  This applies both in and out of 
hours.  At all stages of training, a supervisor must respond with appropriate support to a 
request for assistance from a trainee.  Patient safety must never be compromised. 
 
Every doctor should be prepared and able to oversee the work of less experienced 
colleagues and must make sure that medical and dental students and qualified doctors in 
training are properly supervised.22 
 
 
5.2:  Grades of clinical supervision 
 
Clinical supervision of daytime and out of hours duties for anaesthesia (including pre and 
post-operative care), intensive care and pain relief falls into two categories:  direct and 
indirect: 
 
Direct supervision  This means the trainee is working directly with a supervisor senior to 
themselves who is actually with the trainee or can be present within seconds.  This proximity 
maintains patient safety but when appropriate allows a trainee to work with a degree of 
independence in order to develop confidence. 
 
Indirect supervision   Indirect supervision falls into two categories:   local and distant: 
• Local supervision  This means that the supervisor is on the same geographical site, is 

immediately available for advice and is able to be with the trainee within 10 minutes of 
being called.  The actual permitted time (which may be less than 10 minutes) and/or 
distance separation of the supervisor from the trainee (e.g. in a nearby theatre with 
another trainee, doing administrative tasks, on the ICU, in a meeting etc.) should be 
determined locally to maintain acceptable levels of patient safety and will depend on the 
combination of the trainee's grade, the nature of the clinical work and the layout of the 
hospital.  

• Distant supervision  This means the supervisor is available rapidly for advice but is off the 
hospital site and/or separated from the trainee by over 10 minutes. The maximum time or 
distance separation permitted will depend upon the combination of the trainee's grade, 
the nature of the clinical work, local geography and traffic conditions. Since this is a 
quality of care, patient safety and risk management issue, the details should be 
determined in individual cases by the Clinical Director.  Frequently used guidelines are 

                                                 
22 Good medical practice, GMC 1998, paragraph 10: The doctor as teacher, GMC 1999, paragraph 5.  
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consultant availability on site within 30 minutes or a travelling distance of less than 10 
miles.  Support for trainees during distant supervision is one of the factors considered 
when recommending to the Deanery and PMETB the grade and number of trainees who 
can be trained at any given hospital.   Distant supervision requires that: 
• the trainee and supervisor agree that it is appropriate for the trainee; 
• the trainee knows the limitations within which he/she can work; and 
• the trainee is capable of managing the possible complications of any procedure 

he/she might reasonably be expected to undertake until help arrives.  
   
 
5.3  Clinical supervision by consultants   
 
All operating lists involving a trainee, as well as regular sessions in obstetrics, intensive care 
medicine, pain management and radiology, should be allocated to a named consultant or 
SAS grade doctor. It is accepted that absences (holiday, study leave, professional leave or 
sickness) will occur. However, when such absences occur and a trainee undertakes a list, 
there must be an arrangement to provide direct or indirect (as appropriate) consultant 
supervision for the trainee e.g. the “starred consultant” system.  
 
 
5.4:   Clinical supervision by SAS grades 
 
When clinical supervision of a trainee is being provided by a SAS grade doctor, the trainee 
must always have unimpeded access to a consultant. 
 
 
5.5:   Clinical supervision of one trainee by another     
 
Clinical supervision of one trainee by another occurs, and senior trainees must learn how to 
do this safely.  A junior trainee may refer to a more senior trainee as their first line of advice 
and assistance. However, both trainees must be subject to supervision from a designated 
consultant.  
 
There will be some occasions during highly specialised training when it will be inappropriate 
for senior trainees to act as supervisors as they themselves may then require direct 
supervision from a consultant. 
 
 
5.6: Clinical supervision in remote sites    
 
The RCoA defines a remote site as any location where general or regional anaesthesia is 
administered away from the main theatre suite and/or anaesthetic department and in which it 
cannot be guaranteed that the help of another anaesthetist will be available within 5 minutes 
of being requested. This may be either within or away from the base hospital.  The relative 
isolation may be created by horizontal (eg corridors and roads) or vertical (eg stairs and lift) 
separation, by locked doors, local traffic conditions or by a combination of factors.    
 
Trainee anaesthetists should be permitted to work in a remote site only if: 
• the trainee is judged by the Clinical Director or other responsible consultant to possess 

knowledge and experience which is appropriate to undertaking such duties; 
• a consultant is available to provide advice or help for the trainee throughout the period 

that the trainee is anaesthetising in a remote site; 
• skilled assistance for the trainee anaesthetist is available in the remote site at all times; 
• the anaesthetic equipment and monitoring complies with the current recommended 

guidelines and standards appropriate to the work being performed in the remote site; and 
• the trainee is prepared to do so. 
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5.7:   Clinical Teaching  
 
The placement of a trainee with a consultant is always a teaching opportunity even if it is 
primarily required to provide clinical supervision for patient safety. Consultants must work 
with trainees both to teach them and to assess their competence on a daily basis. The RCoA 
believes that the time spent by trainees working directly with consultants should be as 
specified in Section 4.5. This experience is best described as clinical teaching to distinguish it 
from pairings that occur for reasons of safety (clinical supervision) though all direct clinical 
supervision is also clinical teaching. 
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6: APPRAISAL, ASSESSMENT AND REVIEW 
 
 
6.1:   Definitions 
 
The RCoA regards the regular appraisal, assessment and review of trainees as an integral 
part of the postgraduate educational process.   It is also a non-negotiable requirement for all 
doctors employed by the NHS and for re-validation with the GMC.23  The three parts of the 
process are: 
 
Appraisal   Appraisal of trainees is intended: 
• to provide constructive dialogue that will identify, anticipate and lead to action on the 

strengths and weaknesses in a trainee’s performance; 
• to review educational targets 
• to review the results of any assessments or examinations 
• to provide provisional feedback and support towards progress 
• to meet the NHS requirement for the annual appraisal of all employees; 
• to facilitate the production of a personal development plan; and 
• to provide evidence for GMC re-validation. 
 
Assessment   The purpose of assessment is to: 
• Determine fitness for professional practice    This means more than the performance of 

clinical skills, no matter how complex. Very importantly it carries an in-built commitment to 
standards, and the attitudes which will maintain those standards throughout professional life. 

• Provide evidence of competence in a trainee    This is to confirm the possession of the 
appropriate knowledge, skills and attitudes required to undertake safe clinical practice at 
a level commensurate with their level of training. 

• Provide evidence of confidence and competence in a consultant    This is to confirm the 
possession of the confidence, knowledge, skills and attitudes necessary for independent 
professional practice.  

 
Record of In-training Assessment   (RITA) 
The RITA is not in itself an assessment or review, it is a procedure for recording the 
assessments which form a regular part of every trainees’ programme.   As such it provides a 
record of a trainee’s progress through his/her training programme.  The trainee and the 
postgraduate dean or his staff should complete and sign a RITA each year.   
 
Annual Review 
• The aim of the Annual Review of the RITA is to bring together all aspects of training to 

produce a composite picture and record of the trainee’s achievements, shortcomings and 
future training needs.  

• The Annual Review consists of two parts:  
• a formal review of evidence in the trainee portfolio leading to a judgement on the 

trainee’s progression, and  
• an educational appraisal concerning the planning of further progression or any 

remedial action required.  This should be conducted by heads of training programmes 
and their designated deputies. 

 
 

                                                 
23 A License to Practise and Revalidation, GMC April 2003 
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6.2:   Basic principles    
 
Appraisals and assessments should be conducted regularly.  
 
No judgement or decision made at an Annual Review should come as a surprise to the 
trainee.  The obvious opportunity for immediate relevant feedback on problems or difficulties 
is in the workplace, i.e. any weakness in performance, should already have been identified, 
discussed and recorded at an appraisal or as part of an assessment. 
 
 
6.3:    Anaesthetic non-Technical Skills (ANTS) 
 
ANTS was developed by a team of Scottish anaesthetists working with the Department of 
Industrial Psychology at Aberdeen University.   It was designed to provide an assessment 
tool for tutors and supervisors, based upon a cognitive task analysis of the working practices 
of anaesthetists.   ANTS relies upon the systematic observation of real work and the focus is: 
 to develop a culture of safety in anaesthetic education; 
 to place non-technical skills on the curriculum; 
 to be formative; 
 to be diagnostic;  and 
 to contribute to overall summative assessments. 

 
Subsequent trials with trainers and trainees have shown that ANTS has the potential to give 
the insight necessary to improve their performance as assessors, appraisers and trainees.   
The College is considering how the ANTS methodology may be best incorporated into 
anaesthetic workplace based assessment and appraisals, and will be issuing further 
recommendations.  Meanwhile, appraisers, assessors and trainees should familiarise 
themselves with the principles of ANTS and trainees should record this fact in their Personal 
Portfolio.    
 
 
6.4:   Appraisal  
 
Principle of appraisal   Appraisal is not the same as assessment.   Appraisal is a 
confidential process, usually with the trainee’s educational adviser, which provides through 
constructive and regular dialogue, two-way feedback on a trainee’s performance and advice 
on career progression.    
 
Frequency of appraisal    
• Annual appraisal    At least one appraisal must occur each year to support the Annual 

Review, NHS personnel policy and GMC re-validation. This mandatory annual appraisal 
should take place sufficiently in advance of the Annual Review to allow the trainee and 
trainers to organise any measures agreed at appraisal that may affect the outcome of the 
Annual Review.  A fresh appraisal must precede each Annual Review.  

• Other appraisals   Other appraisals may occur as and when needed eg on arrival at a 
new hospital, to review progress after specialist attachments and following the Annual 
Review. 

 
Appraisal documentation 
• Input   Appraisals must include a review of the trainee’s Professional Portfolio.  The 

portfolio should include all the documentation supporting every assessment that has been 
made during the period of training under consideration.   

• Output   Although appraisal discussions are confidential and should not be used to inform 
any assessment, a simple factual record that the appraisal occurred and of agreed 
outcomes, including a Personal Development Plan (PDP), must be made and signed by 
the appraisor and trainee. This may be used, with the agreement of the trainee and the 
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appraisor to inform the Annual Review and GMC re-validation.   If the outcome of a PDP 
cannot be agreed this must be recorded as a matter of fact. 

 
 
6.5:   Assessment of clinical skills 
 
Principles of assessment   Regular assessment in the workplace provides both the trainer 
and trainee with a picture of the trainee’s progress towards the expected competences 
appropriate to his/her level of training.    Assessment will take place both in the workplace 
and by examination.    
 
• Clinical assessment is an essential professional requirement, which should be done well 

but with the minimum of disruption to clinical activity.  
• Knowledge, skills and attitudes should all be assessed..  
• Progression in training will depend upon the successful acquisition of mandatory 

competences. 
• If the trainee fails to attain the necessary standard he/she needs to know why and must 

have the right of appeal. 
• Trainers must be as honest and objective as possible when assessing trainees, otherwise 

not only is process fundamentally flawed, but patients may be put at risk24. 
• Trainees unsuitable for the specialty should be identified as soon as possible; preferably 

before the end of the first year of training. How this is done for is described in The CCT in 
Anaesthesia II: Basic Level Training and Assessment Section 2.  

• As the trainee moves through the training programme, the emphasis placed on the triad 
of knowledge, skills and attitudes will gradually change, moving from well defined, 
predominantly skill and knowledge based measures during basic level training  to wider 
professionally based measures in the latter stages of higher and advanced level training 
eg decision making, the expanding professional role and reflective behaviour. 

• Within their hospitals College Tutors are responsible for co-ordinating the assessments 
and monitoring trainees’ progress but they are not expected to perform all formal 
assessments themselves.   College Tutors will require the assistance of their colleagues 
to ensure that fair and wide-ranging assessments of the capabilities of trainees are made.   

• The results of all assessments should be kept up to date both by trainers and by trainees 
in their portfolios.  The portfolios, together with assessment results, will be used both for 
appraisal and for the Annual Review.  

 
Key stages in assessment    The key assessment stages determining progression through 
anaesthetic training are: 
 
• Initial Assessment of Competency   Before any trainee can work without direct 

supervision they must pass the Initial Assessment of Competency.   This is normally 
given after four months of basic training. 

• Mandatory assessments for obstetric and regional anaesthesia   Trainees must pass the 
mandatory assessments for obstetric and regional anaesthesia before being allowed to 
use the relevant techniques in the absence of direct clinical supervision.   These normally 
occur during the second year of basic level training.  

• Basic Level Training Certificate (BLTC)   Before progressing to intermediate level training 
a trainee must have passed the necessary Workplace Assessments to obtain a BLTC as 
defined in The CCT in Anaesthesia II:  Basic Level  Training and Assessment, including 
passing an assessment of knowledge i.e. the Primary FRCA Examination or an 
exempting qualification. 

• Annual Review   Evidence of the quality, quantity and variety of work will be reviewed 
annually and a decision regarding further progress and training needs will be made.  
Local Specialty Training Committees will use a variety of criteria for making decisions on 

                                                 
24 The doctor as teacher, GMC 1999, paragraph 7 
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progress. These might include satisfactory completion of special interest training, 
attendance at teaching events or doing an audit project.  Where schools choose to make 
such things mandatory parts of the local Annual Review they must: 
• publish full information of what is expected of trainees; 
• secure the agreement of their Postgraduate Dean; and 
• secure the agreement of the RCoA Training Committee. 

• Intermediate Level Training Certificate   For progress to higher level training a trainee 
must have passed the necessary Workplace Assessments defined in The CCT in 
Anaesthesia III: Intermediate Level Training and Assessment, including passing an 
assessment of knowledge i.e. the Final FRCA Examination or an exempting qualification. 

• CCT   The award of a CCT will be recommended when the assessments for higher and 
advanced level training have been satisfactorily completed.  All higher and advanced 
level assessments will be hospital based.  The award of a CCT will not depend on 
success in the examinations of any examining body taken during higher and advanced 
years of training.  

 
Frequency of assessment 
• Routine     

• The RCoA is not prescriptive about the frequency of clinical assessment for individual 
units of training provided that assessment is done throughout training and that at the 
end of each unit of training there is evidence that the trainee has achieved the 
necessary competences.  Each trainee should keep a record of any evaluations in 
their portfolio and produce them at the end of each stage of training, at appraisals and 
for the Annual Review. 

• The College will review guidance on this subject in the light of experience.  
• Moving hospital   Before a trainee moves to another hospital appropriate assessments 

should be completed.  
 
Clinical assessment tools      
Following the introduction of Foundation Year training and a study of assessment techniques, 
the RCoA has decided that common tools and documentation should be used for workplace 
based assessment, unless other formats are explicitly required e.g. The Initial Assessment of 
Competency.   The College is not prescriptive about which tools should be used for each unit 
of training, but will review guidance on this matter in the light of experience.   The tools to be 
used are:   Direct Observation of Procedural Skills, Mini-Clinical Assessment Evaluation 
Exercise and Case Based Discussions.  Any or all of these assessments may be backed up 
by the trainee conducting a parallel self-evaluation. 
 
• Direct Observation of Procedural Skills (DOPS)     

• The DOPS assessment takes the form of the trainee performing a specific practical 
procedure that is directly observed and scored by a consultant observer, using the 
structured form at Appendix K.   Performing a DOPS assessment will slow down the 
procedure but the principal burden is providing an assessor at the time that a skilled 
trainee will be performing a practical task.     

• Being a practical specialty there are numerous examples of procedures that require 
assessment as detailed in each unit of training. The assessment of each procedure 
should focus on the whole event, not simply, for example, the successful insertion of 
cannula, the location of epidural space or central venous access such that, in the 
assessors’ judgment the trainee is competent to perform the individual procedure 
without direct supervision.        

 
• Mini-Clinical Assessment Evaluation Exercise (mini-CEX)   

• The key learning event in anaesthetic training is the supervised operating list, where 
management plans are formulated, problems are discussed, techniques and 
procedures taught and behaviours learnt.   Therefore an operating list, obstetric 
emergency or ICU admission is too valuable an opportunity to miss, and so should be 
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fully exploited for occasional use in trainee assessment.   The mini-CEX is intended to 
evaluate the core skills that trainees employ in many clinical scenarios throughout the 
curriculum. 
 

• In practice, this assessment should be undertaken at the trainee’s behest, in a routine 
operating list undertaken with a consultant or senior trainee (ST years 6 and 7).  The 
assessor will act primarily as an observer and allow the trainee to manage the major 
part of the list. The assessor will stimulate dialogue – not in an attempt to gauge 
depth of knowledge – but more to understand thought processes and management 
decisions made through the course of a procedure or list. Feedback and discussion at 
the end of the session is mandatory.   The assessor then scores the trainee in each of 
the seven domains described below, using a standard form (Appendix L). 

 
Domain Descriptor 

Pre-op assessment Appropriate questions, focuses questions and physical exam on 
areas of concern / relevance 

Patient safety Consent, pt. Identity, machine checks, blood products, personal 
(gloves & masks, etc.), sidedness, sterile technique, sharps, 
drug labels, electrical, etc. 

Professionalism Respect, compassion, empathy, ethical, aware of own limitations 
Clinical judgement Use of appropriate technique, sound management of 

anaesthesia 
Communication and generic skills Patients, medical and non-medical staff 
Organisation and efficiency Organisation, preparation, makes efficient use time, anticipation 
Overall clinical care Synthesis of above, effective 

 
• Case-based Discussion (CbD)    

• Case-based discussion is designed to evaluate trainee clinical practice, decision-
making and the interpretation and application of evidence, by reviewing their record of 
anaesthetic practice.    Its primary purpose is to enable a conversation between 
trainee and assessor about the presentation and anaesthetic management of a 
patient. It is not intended as a test of knowledge, nor as an oral or clinical 
examination. It is intended to assess the clinical decision-making process and the 
way in which the trainee used medical knowledge when managing a single case. 
Trainers are always evaluating the clinical practice and clinical management skills of 
their trainees subjectively and this tool is a way of formalising that process 

• CbD is useful throughout training and especially as a basis for discussion of 
complications that may have occurred where the trainee was not directly supervised 
by a consultant. Another example is for discussion of rare events that may not have 
occurred during the trainee’s attachment such as eclampsia  in obstetric anaesthesia, 
air embolism in neurosurgical or cardiac anaesthesia, total spinal block in regional 
anaesthesia, epiglottitis in paediatric anaesthesia.   Such discussions may also 
incorporate an assessment of the adequacy of a trainee’s record keeping, although 
this in not the primary purpose of CbD. 

• In practical terms, the trainee will arrange a CbD with an assessor (Consultant or 
Senior trainee) and bring along a selection of three anaesthetic records from cases in 
which he/she has recently been solely involved. The assessor selects one and then 
engages the trainee in a discussion around the pre-operative assessment of the 
patient, the choices and reasons for selection of techniques and the management 
decisions with to respect pre-, intra- and post-operative management.   The assessor 
then scores the trainee in each of the seven domains described below, using a 
standard form (Appendix M).   

 
Domain Descriptor 

Anaesthesia record, drug and IV chart Complete, signed, legible, dated, appropriate 
Pre-op assessment and review of 
investigations 

Implication for anaesthetic management 

Choice of anaesthetic technique Reasoning, alternatives, risks and benefits 
Anaesthetic management Intra-op management decisions, incidents 
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Post-op care Analgesia, fluids, post-op instructions - alternatives 
Professionalism Self evident 
Overall clinical care Self evident 

 
• It may be appropriate only to score 3 or 4 domains at a single event, and it should be 

emphasised that the purpose of the tool is to understand the decision processes and 
thinking of the trainee.  CbD is the trainee’s chance to have somebody pay close 
attention to an aspect of their clinical thinking and to provide feedback. Feedback and 
discussion is mandatory. 

 
• Self evaluation   It may be helpful to ask the trainee to complete an evaluation form 

before any assessment, in order to gauge insight. The form would be identical to that 
used by the assessor. This may also be usefully done at the beginning and end of a 
‘module’ to see how the trainee’s evaluation of his / her own ability evolves. 

 
 
6.6:   Assessment of knowledge 
 
Knowledge is tested informally on a day-to-day basis in the operating theatre, on the ward, in 
the ICU and in the pain clinic.   Relevant knowledge should form part of routine clinical 
assessment in the workplace i.e. does the trainee have an adequate knowledge base to 
support the decisions he/she makes?   The trainee’s ability to demonstrate appropriate 
knowledge should be included in any written assessment.  
 
The RCoA formally assesses the trainee’s knowledge base through either the FRCA Primary 
and Final Examinations or a prospectively approved equivalent qualification.   Each 
examination, when passed, indicates that the trainee has sufficient knowledge of basic 
sciences and clinical anaesthesia to underpin a particular level of safe clinical practice. The 
Final Examination is a basic standard of knowledge that is expected of all trainees, 
irrespective of their ultimate branch of anaesthesia.   
 
More details of assessments by examination for each stage of training can be found in The 
CCT in Anaesthesia Parts II and III. 
 
 
6.7:   Assessments of professionalism, attitudes and behaviour   
 
• In the specialty of anaesthesia aspects of personality and lifestyle e.g. unavailability at 

short notice when on call, persistent lateness wasting theatre time, attitudes that 
recurrently produce conflict in the working environment, are just as important to patient 
care as the ability to understand key aspects of pharmacology or monitoring.  

• Acceptable attitudes and behaviour should be inculcated from the beginning of training in 
anaesthesia and are assessed in three ways:    
• firstly and continuously as skills in their own right, with feedback on deficiencies 

needing to be rectified;    
• secondly as objectives integral to individual units of training.  The latter objectives can 

be found in individual sections of The CCT in Anaesthesia Parts II, III and IV;  and 
• thirdly, at least once per year there must be a formal assessment of attitudes and 

behaviour; any problems identified must be discussed with the trainee. 
• Assessing professionalism, attitudes and behaviour is the most difficult and subjective 

part of the assessment process because every trainee will be different.   To be effective 
assessment of attitudes and behaviour often requires moral courage by the assessor to 
point out, and a degree of insight and humility by the trainee to accept, what may be 
deeply ingrained character traits.   Thus although attitudes and behaviour are formally 
recorded as part of the assessment process, the identification of problems and their 
solution may best be handled within regular, confidential appraisals.  
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• Discussion of issues of professionalism, attitudes and behaviour should be based upon 
objective evidence such as the results of formal Multi-Source Feedback (MSF) 
assessments, and may include both compliments, and complaints (formal or informal).  
Discussion may also arise from consideration of the in-training assessments by 
consultants. Where an assessor believes that they have discovered a problem they 
should produce a timely and full report with their assessment form. This should describe 
exactly what happened, why it was an example of poor performance, the time and date 
and the names of any other witnesses. In order to act upon reports of unsatisfactory 
performance developing from problems with the affective issues of practice there must be 
a weight of fully documented evidence of habitual problems. The number of episodes that 
constitute a serious problem requiring action will depend on their severity.   

• The RCoA accepts the University of Aberdeen’s Anaesthetic non-Technical Skills 
assessment package, described in Section 6.3, as a particularly useful philosophy for all 
assessments but particularly for assessments of professionalism, attitude and behaviour.    

•  Failure to keep a record of the evidence and to deal with matters when they occur, 
(thereby allowing poor practice to be seen as acceptable), may result in an appeal 
against the Annual Review or an individual assessment. 

 
Frequency of assessment     
An assessment dedicated to attitudes and behaviour should be carried out at least annually.   
A format for obtaining feedback from medical colleagues is given as an example in Appendix 
E.   In due course central guidance and or direction on this may be given by the PMETB e.g 
by the introduction of a nationally validated system of Multisource Feedback (MSF). 
 
Multi-Source Feedback (MSF)   
A number of tools exist to examine behaviour.  They mostly rely on feedback ratings obtained 
from colleagues and/or patients.  All require a considerable commitment of time and 
resources if they are to be done fairly and safely.  If not done properly, with appropriate 
collation of evidence and the provision of careful and sensitive feedback, they can be 
devastating to trainees.   
 
Until such time that central direction and or guidance is available the RCoA recommends that 
trainers and trainees who want to use MSF as an assessment tool should use Team 
Assessment of Behaviour (TAB) which with only 4 domains and a 3 point rating scale is 
straightforward and feasible.   An example of TAB is at Appendix N 
 
 
6.8:   Annual Review of the RITA 
 
The Annual Review of the RITA is the process whereby all aspects of a trainee’s work 
throughout the year come together for review at Deanery level to be deemed satisfactory or 
otherwise.    
 
The Annual Review is divided into two parts: 
• The first part is a formal consideration of a trainee’s portfolio including the results of all 

assessments which have been carried out, by a panel including the PG Dean or his 
representatives.  A formal judgment on the trainee’s progress will then be made.  This 
part of the process may be paper based, without the presence of the trainee. 

• The second part of the process is an educational appraisal, for which the trainee must be 
present.  This concerns the planning of further progression or any remedial action 
required, and should be conducted by heads of training programmes and their designated 
deputies. 

 
At the end of the process the appropriate RITA form will be issued. 
 
The RCoA works with the Postgraduate Deans to conduct the Annual Review to provide a 
composite picture of the trainee’s achievements, shortcomings and future training needs.   
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The trainee must have received an appraisal since their previous Annual Review.   The 
Annual Review should take into account assessments, examination results, log book records, 
courses attended and audit and research reports.  COPMeD’s policy on implementing RITA’s 
can be found at Appendix O. 
 
Evidence Presented for the Annual Review   Evidence of progress presented to the 
Annual Review must include everything related to the particular stage of training. The RITA G 
at the end of training must include an evaluation of training in all areas. Evidence for the 
Annual Review should  include, as appropriate: 
• Copies of previous RITA forms. 
• The trainee’s logbook. 
• Evidence of completion of the appropriate mandatory experience for the year.  
• The trainee’s portfolio of learning. 
• The trainee’s performance in formal RCoA assessments. 
• The trainee’s performance in professional examinations. 
• The summary of the trainee’s most recent Annual Appraisal and Personal Development 

Plan. 
• The workplace assessment reports of trainers. 
• Evidence of participation in clinical audit. 
• Evidence of participation in departmental education and clinical meetings. 
• Evidence of training in research. 
• Evidence of training in management. 
• Evidence of learning to teach. 
• Records of formal training in eg ATLS, ALS, PALS and simulator experience. 
• Any other information decided upon locally. 
 
 
6.9:  The trainee in difficulty 
 
For the great majority of trainees the annual reviews will confirm that they are on course to 
complete training.  For those who do not progress as expected additional help and support 
must be given to enable them to fulfil the requirements of the programme.  The need for any 
additional help should become apparent at an early stage through the normal appraisal 
process.  Help might involve extra supervision, counselling or specially focused training.  
Those involved in the annual review should also take account of any relevant external factors 
put forward by the trainee which may have affected progress in training.  
 
Trainees should be aware that the outcome of meetings with their supervising consultants or 
educational supervisors may exceptionally, with their knowledge, inform the assessment 
process and may be included in the annual review.   Such information should be recorded.  
 
Where, as a result of an annual review, progress is not judged satisfactory there are three 
levels or stages of action that may follow; more information can be found in the “Gold Guide”: 
• A recommendation for targeted training.  This involves closer than usual monitoring 

and supervision and should provide specific training experiences to address particular 
needs and a more regular feedback on progress.  Targeted training will not usually mean 
that progress in the grade will be delayed. 

• A recommendation for intensified supervision or repeat experience.  Normally, but 
not necessarily, this will happen if targeted training proved unsuccessful.  The annual 
review panel might consider that, after discussion with the trainee, it is necessary for the 
trainee to repeat a section of the programme.  This could be at another location if this 
was beneficial.  A key principle of effective supervision is that it depends on openness 
and a shared knowledge of problems; therefore the Deanery programme director will 
have discretion to decide how far the trainee’s problems are shared with a new trainer. 

• Withdrawal from the programme.  On rare occasions when formal and informal action 
have not succeeded in helping a trainee to reach a satisfactory standard and it is clear 
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that there is no reasonable prospect of achieving this it may be necessary to withdraw the 
trainee from the programme .  This process should involve support and counselling to 
ensure that appropriate career choices are made.  Timely and full documentation of the 
reasons leading to this decision must be maintained to defend any appeal.  

 
6.10:   The documentation of training 
 
It is essential that trainees and Schools of Anaesthesia maintain proper training records: to 
ensure that individual trainees receive an appropriately balanced programme of training; to 
inform the Annual Appraisal and the Annual Review; to support the revalidation process;  and 
to assist the external quality control and assessment of training by PMETB, the Postgraduate 
Deans and the College. 
 
The trainee’s responsibilities 
• At the commencement of CCT training programme the trainee should create a 

Professional Portfolio into which he/she places all documentation relevant to training, 
including details of assessments completed and records of appraisals.  This should be 
maintained throughout training.    

• The RCoA’s requirements for the maintenance of logbooks and other records, including a 
Professional Portfolio, are set out in Appendix P.  

• It is the trainees’ responsibility to ensure that their ‘Workplace Assessments’ for individual 
units of training take place by reminding those responsible at the appropriate time:  it is 
not the trainer’s role to chase the trainee.   If however a trainee experiences 
unreasonable difficulty in arranging the necessary assessment they should communicate 
this to the College Tutor or, exceptionally, to the Regional Adviser.  

 
The School’s responsibilities 
• Details of assessments and records of appraisals must be kept by the School of 

Anaesthesia. 
• Retention of records   The College recommends that individual training records should be 

retained within Schools/ Departments for at least 3 years after a CCT has been awarded. 
The College retains records for 7 years after the CCT date. 
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APPENDIX A:  
 
COMMONLY USED ABBREVIATIONS 
 
2D – Two dimensional 
AAGBI – Association of Anaesthetists of Great Britain and Ireland 
ABC – Airway, breathing, circulation 
ACA – Association of Cardiothoracic Anaesthetists  
A&E – Accident and Emergency 
ALS – Advanced life support 
APA – Association of Paediatric Anaesthetists  
APH – Ante-partum haemorrhage  
ASA – American Society of Anaesthesiologists 
ATLS – Advanced Trauma Life Support 
BLS- Basic life support 
BMA – British Medical Association 
BP – Blood pressure 
Ca++ – Calcium ions 
CARCSI – College of Anaesthetists: Royal College of Surgeons in Ireland 
CAT – Computerised axial tomography  
CCSC – Central Consultants and Specialists Committee 
CCT – Certificate of Completion of Training 
CEMD – Confidential Enquiries into Maternal Deaths 
CEPD – Continuing education and professional development 
CESDI – Confidential Enquiries into Stillbirths and Deaths in Infancy 
CHI – Commission for Health Improvement 
Cl- – Chloride ions 
CNORIS – Clinical Risk and Other Risks Indemnity Scheme 
CNST – Clinical Negligence Scheme for Trusts 
CO2 – Carbon dioxide 
CPD – Continuing professional development 
CPR – Cardiopulmonary resuscitation  
CT – College Tutor 
CTG – Cardiotocography 
CVA – Cerebrovascular accident  
CVP – Central venous pressure 
DH – Department of Health 
ECG – Electro cardiogram 
ECMO – Extra-corporeal membrane oxygenation 
EEA – European Economic Area 
EEG – Electroencephalogram 
EMD – Electromechanical dissociation  
EMG – Electromyogram  
ENT – Ear nose and throat 
EPR – Electronic patient record 
ET – Endotracheal  
FBC – Full blood count 
FRCA – Fellow of the Royal College of Anaesthetists 
FTSTA – Fixed Term Specialty Training Appointment 
FTTA – Fixed term training appointment 
GCS – Glasgow coma score 
GIT – Gastro-intestinal tract 
GMC – General Medical Council (of the UK) 
H2 receptor – Histamine type 2 receptor  
HC – Healthcare Commission 
HCO3

— Bicarbonate ions 
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HDU – High dependency unit 
HIV – Human immunodeficiency virus  
IASP – International Association for the Study of Pain 
IBTICM – Inter-Collegiate Board for Training in Intensive Care Medicine 
ICM – Intensive Care Medicine 
ICS – Intensive Care Society 
ICU – Intensive Care Unit 
IHD – Ischaemic heart disease 
IPPV – Intermittent positive pressure ventilation 
IM – Intramuscular 
IM&T – Information Management and Technology 
IV – Intravenous 
IVRA - Intravenous regional anaesthesia  
K+ – Potassium ions 
LAS – Locum appointment for service 
LAT – Locum appointment for training 
LMA – Laryngeal mask airway 
LVF – Left ventricular failure 
MAC – Medical advisory committee 
Mg++ – Magnesium ions 
MmHg – millimetres of mercury 
MRSA – Methicillin resistant staphylococcus aureus 
MOE&T – Major Obstetric Emergencies and Trauma 
MOSES – Multidisciplinary Obstetric Simulated Emergency Scenarios 
MRI – Magnetic resonance imaging 
Na+ – Sodium ions 
NCA – Nurse controlled analgesia 
NCAS – National Clinical Assessment Service 
NCEPOD – National Confidential Enquiry into Perioperative Deaths 
NCSA – National Care Standards Authority 
NHS – National Health Service 
NICE – National Institute for Health and Clinical Excellence 
NPSA – National Patient Safety Agency 
NSAIDs – Non-steroidal anti-inflammatory dugs 
NTN – National Training Number 
O2  – Oxygen 
OAA – Obstetric Anaesthetists Association 
OSCE – Objective Structured Clinical Examination 
PAS – Patient administration system 
PCA – Patient controlled analgesia 
pCO2  – Partial pressure of carbon dioxide  
PD – Programme Director 
pH – acidity measurement 
PICU – Paediatric Intensive Care Unit 
PMETB – Postgraduate Medical Education and Training Board 
pO2  – Partial pressure of oxygen 
PPH – Post-partum haemorrhage  
RCoA – Royal College of Anaesthetists 
RA – Regional Adviser 
RITA – Record of in-training Assessment 

RITA A – Core information on the trainee 
RITA B – Changes to core information 
RITA C – Record of satisfactory progress  
RITA D – Recommendation for “targeted training” (stage 1 of “Required Additional 

Training”) 
RITA E – Recommendation for intensified supervision/repeated experience  
 (stage 2 of “Required Additional Training”) 
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RITA F – Record of Out-of Programme Experience 
RITA G – Final record of satisfactory progress 

RSI – Rapid sequence induction 
SASG – Staff and Associate Specialist Grade 
SCATA – Society for Computing and Technology in Anaesthesia  
SI - Système Internationale  
SIGN – Scottish Intercollegiate Guidelines Network 
SpO2  – Oxygen saturation 
ST – ST segment of the ECG  
TIVA – Total Intravenous Anaesthesia 
Type I training programme  – a higher specialist training programme leading to the award of  
 a CCT 
Type II training programme – a higher specialist training programme that does not lead to the 
award of a CCT 
VE – Ventricular ectopic 
VF – Ventricular fibrillation 
VT/Tach – Ventricular tachycardia 
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APPENDIX B: 
 
 
 

 
The Royal College of Anaesthetists 

Application for Recognition of FTSTA/FTTA/LAT Posts towards CCT Training 
 

Part 1 to be completed by Trainee 
Personal Details 

Name:  

School of Anaesthesia:  

College Reference No:  NTN/VTN:  

Date of Primary FRCA   
(or equivalent): 

 

FTTA / LAT post/s 

Name of Hospital Dates from/to: (dd/mm/yy) Training units undertaken 
   

   

   

 
Please state how much of the above training period you wish to be considered towards your CCT: 

 
…………………………………………………………………………..……………………………………. 
 
……………………………………………………………..……………………………………………..….. 

 
Signature ……………………………………………        Date:…………..…………………… 

 
Part 2 to be completed by Programme Director/Regional Adviser where the training was taken 
Please state how much of the above training in your opinion should be counted towards the trainee’s 
CCT training, and at what level.  Please indicate what supporting documentation is held locally of 
satisfactory assessments e.g. RITAs, work place assessments etc. 
 
 

 
Name: …………………………  Signature:…………..………………………  Date: ….………….... 
 
Please return to:  Training Department, The Royal College of Anaesthetists, 

35 Red Lion Square, London WC1R 4SG 
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APPENDIX C:    
 

 
 

THE MANAGEMENT OF SICKNESS, PARENTAL  
AND MATERNITY LEAVE 

 
1. The effect of any absences or changes to the training programme resulting from any type 

of sickness, parental or maternity leave should be assessed on an individual basis by the 
Local Specialty Training Committee.  The legal requirement is set out in Schedule 5 to 
the General and Specialist Medical Practice (Education, Training and Qualifications) 
Order 2003 which relates to this issue and is non-negotiable, stated that: 

 
“Training may be interrupted for reasons such as military service, secondment, 
pregnancy or sickness.  The total duration of the training shall not be reduced by 
reason of any interruption”. 
 

2. Sickness, parental or maternity leave   In a competency based programme trainees 
are to be assessed and signed off on the basis of competences achieved not the time 
taken to obtain them.    Thus normally periods of absence due to sickness, parental or 
maternity leave are irrelevant.  In the event of prolonged absence a period of re-
orientation may be needed before further competences can be taught and assessed. 

 
3. Casual sick leave   When casual sick leave starts to affect training, all that is required is 

a simple statement from the Regional Adviser that the effect of the leave has been 
discussed, that the programme has been adjusted to take account of the individual 
trainee and that the forecast CCT date has been revised as necessary. 

 
4. Long term sick/parental/maternity leave   The College expects Local Specialty 

Training Committees and Programme Directors to come up with sensible 
recommendations for individual cases.   An example of the way the College expects this 
to be applied in practice is: 

 
• A trainee has a car accident or is pregnant which results in her being absent from 

work for a period of 4 months.   Her projected CCT date would provisionally be 
advanced by 4 months. On returning to work, the situation would be discussed with 
the Programme Director to agree a plan for future training and a revised CCT date. 

• If the trainee had missed a crucial 3-month block of training that could not be obtained 
within the remaining period of the CCT programme, the CCT date would have to be 
delayed until that period of training was covered.  

• If on the other hand the missed training objectives were more general e.g. obtaining 
management or teaching experience, then it is more likely that with extra effort some 
of the lost time could be made up in the remaining time available. In this instance the 
CCT date would still be delayed, but by a reduced amount.    

 
5. Clinical duties of pregnant trainees - This is a potentially complex area where advice 

must be sought from the occupational health and personnel departments.   With regard to 
out of hours duties Croner’s information service states that: 

 
“Where a new or expectant mother works at night and a certificate from a registered 
medical practitioner or a registered midwife shows that it is necessary for her health and 
safety that she should not be at work for any period, the employer must find suitable 
alternative work or suspend her from work for so long as is necessary … the employer is 
not required to take the above actions until the employee has notified them in writing that 
she is pregnant, has given birth within the previous six months or is breastfeeding.  The 
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employer may request, in writing, a certificate from a registered medical practitioner or a 
registered midwife confirming the pregnancy.  If within a reasonable period of time, the 
employee has not produced the certificate, the employer is not required to continue with 
the requirements detailed above.” 
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APPENDIX D 
 

CRITERIA FOR APPOINTMENT OF TRAINERS IN ANAESTHESIA, 
CRITICAL CARE AND PAIN MANAGEMENT 

 
This document sets out criteria for the appointment of trainers, including extending 
recognition as trainers to those who have been appointed other than by standard NHS 
Advisory Appointments Committees (AAC).   It also takes into account that some 
postgraduate training may have to be delivered in hospitals outside the NHS.   
 
 
Training in the NHS 
 
Clinical training is ordinarily delivered in NHS hospitals by consultants, approved staff and 
associate specialist (SAS) grades,25, 26 and by senior trainees.  They are supported by 
Regional Advisors (RAs) and College Tutors (CTs) appointed by the Royal College of 
Anaesthetists (RCoA), or the Intercollegiate Board for Training in Intensive Care Medicine 
(IBTICM), and by educational supervisors appointed locally.  
 
PMETB is responsible for approving posts and programmes for training, in conjunction with 
the Postgraduate Deans (advised by the RCoA).   
 
The example of trainers and teachers has a powerful influence upon the standards of 
conduct and practice of trainees. 27  It follows that all those involved in training and teaching 
should recognise and meet their responsibilities. 28   In particular: 
• Consultant and SASG anaesthetists involved in the training or education of trainees 

should be aware of the objectives of the training programme and participate in its optimal 
construction and delivery. 

• Consultants, SAS grades and others involved in teaching must fulfil the CPD 
requirements for the clinical appraisal process.  

• Trainers and teachers should take steps to acquire the skills of a competent teacher. 29 
• All should fulfil the essential and fulfil or at least aspire to the desirable criteria (see 

below) 
  
Consultant trainers    
• The AAC committee at which the College is represented is a check on the suitability of a 

consultant as a trainer.  
• Consultant-trainers in the NHS must be listed in the Specialist Register and have been 

appointed to a substantive NHS consultant, University, or Defence Medical Services post 
by a properly constituted AAC.   Subject to the local CT’s agreement, expressed by 
matching trainees to the consultant’s training capacity, recognition of such appointees as 
trainers is automatic.  

 
SASG trainers   The RCoA encourages CTs to identify SAS doctors with aptitude and to 
nominate them as teachers to the local School of Anaesthesia, specifying their areas of 
expertise.  Those who undertake teaching must have opportunity to acquire the skills of a 
competent trainer.     
 
Trainees as trainers   By the time they complete their CCT programme trainees must have 
learnt to assume responsibility for the supervision of more junior trainees.  As part of their 

                                                 
25 Post-graduate examinations and SASG anaesthetists.   www.rcoa.ac.uk >Professional 
Standards>Advisory Appointments Committees.    
26 Non consultant career grade doctors.  College Bulletin 2001: 9;407 
27 The doctor as teacher, GMC 1999, paragraph 1 
28 Good medical practice, GMC 1998, paragraph 10 
29 The doctor as teacher, GMC 1999, paragraph 5 
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preparation for becoming a consultant, senior trainees should have the opportunity to 
contribute to the organisation and delivery of formal training under the supervision of the CT 
or other designated trainers. 
 
Trainers in NHS Foundation Hospitals and the Independent Sector 
 
NHS consultants and SASGs who have been recognised as trainers, as described above, 
carry their personal recognition when working outside their NHS base.   
 
Consultants and SASGs appointed to posts in Foundation Trusts that do not use College 
representation for AACs, to Independent Sector Treatment Centres or to Independent 
Hospitals do not have automatic recognition as trainers.  In such instances the College will 
offer recognition in a personal capacity:   
• Foundation Trusts   In the case of Foundation Trusts when no College representation 

has been used during selection, the College delegates its authority to the local CT. 
• ISTCs   In ISTCs, private hospitals or any other institution without a CT, the College 

delegates this authority to the local RA or Deputy.   
 
In both instances the following criteria30 should be used as guidance for recognition, which 
should follow a meeting between the CT or RA and the consultant. 

 
• Essential criteria   

• the trainer’s employing institution must be integrated into the local school of 
anaesthesia  

• willingness to teach and commitment to deliver ‘hands on’ teaching and training 
including preoperative and postoperative care 

• regular clinical commitment (e.g. in operating theatres, clinics, critical care    units)  
•  listing in the GMC Specialist Register  
• compliance with current GMC revalidation requirements 
• successful completion of annual assessment or appraisal by a consultant anaesthetist  
• robust evidence of recent continued professional development (CPD) normally based 

on the previous two years 
• being up-to-date and supported in a post with protected time for further CPD 
• familiarity with the assessment procedures and documentation of the knowledge, 

skills and attitudes components of competency based training  
• willingness to assess continuously the trainee throughout the appointment, and to 

complete trainees’ assessment forms on a regular basis as necessary 
• participation in audit 
• safeguarding trainees’ attendance at core curriculum teaching meetings. 
• ability to detect the failing trainee. 
 

• Desirable criteria 
• successful completion of a ‘Training the Trainers’ course or equivalent 
• ability to use educational technology 
• familiarity with teaching evidence-based medicine 
• ability to provide remedial support to the trainee in difficulty  
• willingness to guide and stimulate trainees to carry out audit and if appropriate clinical 

research. 
• willingness to ensure that the volume and content of training lists and other sessions 

reflect the additional time required for training. 
• willingness to mentor individual trainees 

 
28 November 2006
                                                 
30 The criteria are common to all trainers; those who have already gained recognition should use them 
as a guideline for maintaining their skills as trainers. 
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APPENDIX E:   
 
COMMUNICATION SKILLS, ATTITUDES AND BEHAVIOUR 
 
Professional practice implies the possession of attitudes and behaviour that ensure 
continued, safe clinical practice together with a respect for the wishes and sensitivities of 
patients, colleagues and other members of staff.  The confirmation that a trainee has such 
attributes is part of the ‘Workplace Assessment’ and must be included in the Professional 
Portfolios (Appendix 15).  
 
Communication skills 
 
A wide range of different communication skills is required, reflecting the varied nature of 
effective modern anaesthetic practice in the UK.   These can be classified into two main 
areas: 
 
• communication with patients (including guardians and relatives) and  
• communication with other members of staff.   
 
Annex 1 contains a tabular version of the qualities identified by the GMC as necessary for 
professional, safe clinical practice.   It first gives an example of an assessment form and then 
lists desirable and undesirable qualities associated with each area of assessment  
 
Communication with patients 
 
As with other acute specialties anaesthetists should attempt to provide conditions which 
inspire confidence and trust on the part of the patient and so facilitate gathering of 
information and an explanation of the likely course of events.  On some occasions the nature 
and severity of the patient’s underlying condition may require that surgical procedures are 
postponed or even cancelled.  It is especially important that dialogue in such cases is 
conducted in a clear, objective fashion at a level of comprehension appropriate to the patient 
and in a way that is sensitive to the patient’s concerns.   
 
On other occasions, such as in the intensive therapy unit, communicating with patients is 
made difficult because of the inability of the patient to speak because of the level of 
respiratory support being provided.  In addition to these challenges maintaining a rapport with 
relatives, who are often understandably anxious, is a key skill.  Such a rapport makes 
dialogue about issues such as withdrawal of active intervention or describing a worsening 
prognosis less difficult. 
 
The above can be expressed in terms of the following competences: 
 
• Is able to establish the confidence and trust of the patient  
• Is able to elicit the necessary and relevant information from the patient, including areas of 

specific concern 
• Is able to promote meaningful dialogue with the patient  
• Is able to discuss a management plan in terms appropriate to the patient’s level of 

understanding and sensitive to the patient’s concerns 
• Is able to communicate any risks in a way that the patient can understand 
• Is able to obtain informed consent for the anaesthetic management plan 
• Is able to convey potentially distressing or disappointing information to the patient in a 

way that is consistent with the principles of breaking bad news (such as cancellation of 
surgery, poor prognosis or withdrawal of active therapy) 
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• Is able to help the patient deal with any complications that may have arisen, including 
preparation for future anaesthetic interventions (for example, difficult intubation, adverse 
drug reactions) 

 
All the above skills will require the ability to demonstrate empathy, compassion and 
sensitivity to the patient’s current situation and background.  The use of the term patient is 
taken to include guardians and, where relevant, relatives.  Management plans apply to all the 
clinical settings in which anaesthetists encounter patients, including;  perioperative care, 
intensive therapy units, resuscitation in accident and emergency departments, acute clinical 
areas (acute pain), outpatient clinics (pre-operative assessment and chronic pain), labour 
ward and the wider obstetric unit. 
 
Communication with staff     Anaesthetists do not work in isolation but are members of a 
network of health care professionals involved with the care of any individual patient.  A set of 
skills is required to ensure that important information and instructions are given to the 
relevant staff.  On other occasions when the potential for conflict arises, anaesthetists must 
be able to exercise appropriate assertiveness in the interest of the patient.  Anaesthetists 
also need to be receptive to information and suggestions from other members of staff and a 
key skill is the creation of an environment in the workplace, whether theatre, ITU, labour ward 
or outpatient clinic, where staff are encouraged to feel that they are part of the team and can 
interact in the way described in the interest of the patient.    The above can be expressed in 
terms of the following competences: 
 
• The anaesthetist should be able to establish an effective working relationship with other 

health care staff 
• The ability to gather relevant information about the patient 
• The ability to share relevant information with staff concerning the management of the 

patient while respecting issues of confidentiality 
• The ability to convey the key components of the management plan, including back up 

contingency plans (Plan B, Plan C etc) 
• The ability to be assertive when promoting the patient’s interests 
• The ability to provide support to the other members of the team, including emotional 

support following critical incidents or major incidents 
 
Attitudes and behaviour 
 
Attitudes and behaviour should be continuously assessed and documented at least annually.  
Where there are problems with a trainee’s attitude and behaviour, more frequent feedback is 
required, with emphasis on the standards required.  In the following pages is a tabular 
version of the qualities identified by the GMC as necessary for professional, safe clinical 
practice.   It first gives an example of an assessment form and then lists desirable and 
undesirable qualities associated with each area of assessment but these are meant to be 
neither comprehensive nor exclusive.   
 
It is expected that most trainees will be satisfactory: for those who are not, the enclosed 
forms allow patterns of persistent or isolated instances of attitudinal or behavioural difficulty 
to be identified.  These forms are not intended to be purely negative.  They are also meant 
positively to help trainees to modify their approach as they themselves develop e.g. 
increased assertiveness with increasing knowledge.  An underlying principle is that whenever 
the satisfactory box is not ticked and comments are made, these must be discussed with the 
trainee.   
 
Evidence shows that most trainees in difficulty have problems in the area of poor 
communication and attitude rather than in clinical skills.  Early identification and referral using 
Deanery agreed processes are essential, usually via the College Tutor to the local Clinical 
Tutor, with an action plan within an agreed timescale.  If the problem cannot be resolved 
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locally then support by senior Deanery personnel should be requested.   The College Tutor 
should also involve the Regional Advisor if there are major concerns in this area. The Clinical 
Director will also need to be involved if patients are involved or poor behaviour has impact on 
other staff members. 
 
Assessment tools 
 
The following assessment tools can review the above competences  
 
1. Mini-CEX (Anaesthesia) 

• Communication with patient 
• Communication with staff 

 
2. DOPS (Directly Observed Procedural Skills) 

• Explanation to patient 
• Obtains consent 

 
3. The Anaesthetists’ Non-Technical Skills (ANTS) System   Although communication 

pervades this system the elements most closely related to communication are: 
Identifying and utilising resources 
• Co-ordinating activities with team members 
• Exchanging information 
• Using authority and assertiveness 

• Assessing capabilities of others 
• Supporting others  
(These apply on the whole to communication with staff) 

• Gathering information 
• Balancing risks and selecting options 
(These apply to communication with patients and also to communication with staff) 

 
4. Multi Source Feedback    For trainees who do not respond to these forms of assessment 

it may be necessary to use 360º Multi Source Feedback (opinions of other members of 
the team(s) in relation to the domains of Good Medical Practice) to make them aware of 
their weaknesses.   

 
The frequency with which MiniCEX, DOPS, Multi Source Feedback and the ANTS system 
are used is currently under discussion.  Some of these competences will overlap with others 
e.g. history taking and explanation both feature in the initial tests of competency.  Collecting 
them together in this fashion allows an overview of the area of communication skills. 
 
For trainees with problems a confidential and less formal appraisal might be a useful format 
for identifying and addressing the underlying issues.
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ANNEX 1 to Appendix E 
 

ASSESSMENT OF COMMUNICATION SKILLS, ATTITUDES AND BEHAVIOUR 
Please put a tick in the appropriate box.  Any 'cause for concern' must be qualified with information.   
This form should be completed annually or whenever a trainee rotates between hospitals.  If difficulties arise, it can be used more frequently. 
 

Attitude or 
behavioural pattern 

 
Satisfactory 

Cause for 
concern 

Please give examples of cause for concern, noting date.  Expand on a separate 
sheet if necessary 

Initials of assessors 
(with dates) 

Communication 
Skills (I: with patients 
and relatives) 

    

Communication 
Skills (II: with staff) 

    

Communication 
Skills (III: sensitivity to 
another's needs) 

    

Reliability and time-
keeping 

    

Control of moods and 
emotions 

    

Personal presentation     

Social behaviour     

Conscientiousness in 
checking 

    

Initiative     
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Over or under 
assertiveness 

    

Over-confidence     

Under-confidence     

Departmental 
involvement 

    

Team working     

Personal organisation     

Honesty and 
trustworthiness 

    

Enthusiasm     

Record keeping (log 
book and anaesthetic 
records) 

    

 
I confirm that any 'causes for concern' have been discussed with the trainee.  The outcome of these discussions was as follows: 
 
……………………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………………….… 

 

Signed……………………….………….….…… Name (print)……………………………………..…………..…………Date……………………………………. 
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Examples of communication skills, attitudes & workplace behaviour that might cause concern 
The table below gives examples of the types of behaviour pattern, which may cause concern.  The descriptions in the boxes are intended only to be 
vignettes of possible adverse occurrences: they are not intended to be either prescriptive or exclusive. 
 

Attitude or behavioural 
pattern 

Example of minor problem Example of serious problem 

Communication 
Skills (I: with patients and 
relatives) 

Occasional communication difficulties with patients or 
relatives have been noticed 

Repeated communication difficulties with patients and relatives 
have been noticed.  Others have commented on them. 

Communication 
Skills (II: with staff) 

Occasional communication difficulties with staff have been 
noticed e.g. handover, ward round 

Repeated communication difficulties with staff have been noticed.  
Others have commented on them. Fails to pass on important 
clinical information. 

Communication 
Skills (III: sensitivity to 
another's needs) 

On occasions fails to listen to patients or relatives or to 
respect their wishes   Occasionally lacks sensitivity in 
handling patients. 

Appears oblivious of what patients and relatives say.  Seems to 
press on within his/her own cultural and ethical reference frame 
despite the wishes of patients and relatives 

Reliability and time-keeping Isolated episodes of lateness, sometimes fails to warn of 
problems, tends to need reminding to get things done. 

Repeated episodes of lateness, often fails to warn of problems, 
usually needs reminding to get things done 

Control of moods and 
emotions 

Occasionally shows irritability or bad temper with no 
apparent cause. Although other staff are aware of it, work 
continues normally. 

Is well known for being moody, irritable and bad-tempered.  Other 
staff modify their behaviour to accommodate them.  The pattern of 
work is adversely affected 

Personal presentation When seeing patients, occasionally dresses in an 
unprofessional way.  
Occasionally wears inappropriate accessories. 

Frequently dresses in an unprofessional way when seeing 
patients.  Wears accessories which patients may find distasteful.  
Other aspects of personal hygiene sometimes cause offence 

Social behaviour Social life occasionally impinges on professional life 
causing lateness, tiredness at work, and difficulty with 
studies. 

Social life repeatedly affects professional performance, is likely to 
be causing problems with self-directed learning and affects patient 
care. 

Conscientiousness in safe 
practice 

Usually satisfactory but has occasional lapses (e.g. 
doesn’t sign controlled drugs book, forgets to switch 
alarms on).  If running late may omit routine checks. 

Frequently observed not to carry out routine checks of equipment. 
Has too many ‘near misses’ for comfort.  Theatre staff comment 
on ‘slap dash’ approach. Doesn’t record critical incidents 

Initiative Rather passive. Tends to need pushing when things have 
to be done. Slower than he/she should be to take 
responsibility. 

Actively avoids taking up challenges and very slow in adopting 
responsibility as and when problems arise 

Over or under assertiveness (I) On occasions undertakes inappropriate procedures 
because of pressure from others.  Known to be someone 
who usually ‘won’t argue’. 
(II) On occasions insists on a course of action in the face 
of reasonable advice to the detriment of patients and/or 
colleagues 

(I) Rarely presses their argument, even when they know they are 
right.  Fails to be assertive when necessary even to the patient’s 
detriment.  Unable to control any situation. 
(II) Frequently causes problems and offends patients and/or 
colleagues by insisting on a course of action in the face of 
reasoned argument. 
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Over-confidence Occasionally takes on cases which are beyond level of 
competence.  Occasional clinical crises occur because of 
lack of proper planning and assessment. 

Frequently exhibits lack of care in planning and execution of 
tasks. Works without concern beyond his/her level of training, 
knowledge or experience. 

Under-confidence Reluctant to extend clinical experience.  Anxious when 
working alone on clinical cases that should be within 
his/her competence. 

Frequently demonstrates and transmits anxiety to the theatre 
environment.  Is sufficiently stressed by work that symptoms of 
stress become an issue and affect performance. 

Departmental involvement Participation below the usual expected.  Tends not to 
attend meetings unless he/she has to. Reluctant to take 
part in social activities related to the department. 

Rarely participates in any departmental activity.  Rather isolated 
socially from other members of the department. 
 

Team working Doesn’t always consider the needs of others. Tends to 
press ahead with his/her own plan and expects others to 
adapt around it. 

Careless of the needs of others.  Often arrogant and thoughtless.  
Sufficient lack of insight that his/her behaviour frequently causes 
problems. 

Personal organisation Can be unprepared for the task in hand: sometimes 
forgets to bring essential items to meetings etc.  Can be 
slow to implement agreed policy changes. 

Frequently poorly prepared and disorganised.  Unreliable to the 
extent that other staff are affected.  Appears unaware of the 
impact their behaviour has on the working environment. 

Honesty and 
trustworthiness 

Has been found to tell manipulate the truth to prevent 
criticism; e.g. says a premed was not given when it was 
never actually written up; blames others for his/her own 
shortcomings 

Deliberately misleads staff, patients or trainers by mis-information 
e.g. fills in logbook with non-existent cases; does not report 
serious adverse event; alters records after a problem has 
occurred.  Fails to answer patients queries honestly (e.g. risks of a 
procedure) 

Enthusiasm Usual response to new opportunities is rather flat. Gives 
the appearance that work is an onerous duty rather than 
something to give satisfaction 

Negative response to new opportunities.  Every silver lining is 
surrounded by a black cloud.  Never volunteers and is unco-
operative in solving departmental problems 

Record keeping Occasionally fails to keep a good record or is rather 
economical with basic information.  Always has to be 
asked to sign the controlled drugs' book.  

Case notes review demonstrates frequent poor record keeping; 
key items of information missing or incorrectly documented.  
Training record poorly maintained, possibility of false entries.   
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APPENDIX F: 
 
THE RESPONSIBILITIES OF PROFESSIONAL LIFE  
 
What is Professionalism?    
• The nature of professionalism is controversial, and two contrasting views of 

professionalism have arisen. 31 
• The technical / rational view is a mechanistic one, where professionals deliver a 

service through a predetermined set of clear-cut routines and behaviours.   This rule-
based approach is widely held by politicians, the press and the public. 

• In contrast, the professional artistry view holds that far from being simple and 
predictable, professional practice in the real world involves making complex decisions 
relying on a mixture of professional judgement, intuition, and common sense.   

• An important component of professionalism is the need for reflective behaviour.  Because 
practice changes rapidly, doctors need continuously to refine and update their expertise.  
By questioning their own practice and challenging theory with ideas from other 
perspectives, doctors will not only improve their own practice, but will allow both the art 
and science of anaesthesia to flourish.   

 
Characteristics of professions   Professions share a number of common characteristics, 
including:32 
• a discrete body of knowledge and skills; 
• control and organisation by associations which are independent of government; 
• professional authorities have ultimate authority on affairs relating to their domains; 
• admission requires long education / training / qualifications – controlled by the profession 
• responsibility for ethical and technical criteria; 
• right and duty to discipline unprofessional conduct; 
• autonomy of individual members within limits laid down by their associations, and legal 

limits; 
• provision of a service to the public; and 
• an expectation that members will value service above reward, and are held to higher 

standards of behaviour than non-professionals. 
 
Origins - the healer and the professional    
• Our traditions originated from Hippocrates, and the Hippocratic oath has served as the 

foundation of morality in medicine.  Being a healer is not enough.  As professionals 
doctors are obliged to undertake other duties too. 

• The relationship between professionals and the public is based upon an understanding.  
The public confers professional status upon us in the understanding that it will receive its 
part of the bargain;  properly organised and safe healthcare.  Thus professional status is 
a privilege rather than a right and so can be modified or withdrawn if society is not 
satisfied with our performance as professionals. 

 
Professionalism and self regulation   Independence (autonomy) rests on the three pillars 
of expertise, ethics, and service33. 
• Expertise - from knowledge and skills, informed by audit and research; 
• Ethics - from values and standards.  Commitment, caring, competence, and integrity; and  
• Service - from a vocational commitment to put patients first. 
 
 
 
                                                 
31  Developing Professional Judgement.  Fish D, Coles C. Butterworth Heinmann 1998. 
32  Professionalism must be taught.  Cruess SR, Cruess RL.  BMJ 1997;315:1674-7 
33  The performance of doctors: I: professionalism and self-regulation in a changing world.  Irvine D. 
BMJ 1997;314:1540 
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Maintaining trust 
• Patients ultimately must be able to trust doctors.  Unfortunately, there appears to be a 

crisis of trust that has led to a drive towards accountability. 34 35   These pressures have 
affected all professions and are driving changes in both training and practice. 36 

• The understandable attempts of successive governments to improve safety, have 
resulted in a huge increase in the complexity of the system in which doctors work.   A 
large number of organisations are now involved, often with functions that overlap.  Some 
of these are listed below:  
• the government has produced a number of papers37 38 39 40  introducing the concept of 

Clinical Governance, resulting in the formation of a number of new organisations 
including: 
• the National Institute for Health and Clinical Excellence (NICE) to advise on best 

practice; 
• the Healthcare Commission (HC) to ensure that all hospitals comply with best 

practice; 
• the National Clinical Assessment Service(NCAS) to advise Hospital Trusts and 

other authorities on the management of failing doctors; and 
• the National Patient Safety Agency (NPSA) to promote patient safety 
• the Postgraduate Medical Education and Training Board (PMETB) assumed 

responsibility for standards of postgraduate education for all doctors in 2005, a 
role traditionally held by the Royal Colleges. 

The Chief Medical Officer published a consultation document in 2006 (Good doctors, 
safer patients) suggesting new mechanisms for the revalidation of doctors and arguing for 
substantial reform of the General Medical Council. 
• The General Medical Council (GMC)  was established by the Medical Act of1858, in 

order to maintain a register of doctors, and has the legal responsibility to discipline 
doctors.  It has published a number of guides relevant to professional practice4142.  It 
introduced the concept of revalidation for UK doctors43, involving the use of personal 
portfolios, annual appraisal, and 5-yearly external review by a ‘revalidation group’ of 
medical and lay people; 

• Hospital Trusts  are required to implement Clinical Governance.  In addition, the 
Clinical Negligence Scheme for Trusts (CNST), the Scottish Clinical Risk and other 
Risk Indemnity Scheme (CNORIS) and the Welsh Risk Pool, are insurance schemes 
which provide Trusts with indemnity provided that certain practices are followed.  This 
limits the professional freedom of doctors, albeit with the laudable aim of increased 
patient safety44;  

• The British Medical Association (BMA) justifiably claims to be more than a trade union 
for doctors.  Although initially hostile to appraisal, the BMA altered course, and the 

                                                 
34  Myerson KR.  Editorial: Appraisal and revalidation need sensitive handling.  Anaesthesia 2001; 56: 
199-201. 
35  Charlton BG.  The ideology of ‘accountability’.  Journal of the Royal College of Physicians of 
London 1999; 33: 33-35. 
36  Myerson KR.  Editorial: Can we assess Professional Behaviour in Anaesthetists?  Anaesthesia 
1998; 53: 1039-1040 
37  Department of Health, 1998.  A First Class Service: Quality in the New NHS.  The Stationery Office, 
London. 
38 Department of Health, 1999.  Supporting Doctors, Protecting Patients.  The Stationery Office, 
London. 
39 Department of Health, 2000.  The National Plan for the NHS in England.  The Stationery Office, 
London.. 
40  Department of Health, 2000.  An Organisation with a memory.  The Stationery Office, London. 
41  Good Medical Practice. The General Medical Council 2006, London 
42  Maintaining Good Medical Practice. The General Medical Council 1998, London 
43 General Medical Council, 2000.  Consultation Document on Revalidation.  GMC, London 
44 In Northern Ireland each Trust has its own risk assessment and negligence scheme.  
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Central Consultants and Specialists Committee (CCSC) negotiated and agreed a 
consultant appraisal scheme with the DOH; 

• The Royal College of Anaesthetists (RCoA) has responsibility for setting the 
professional standards for anaesthetic practice.   In 1997, the RCoA and the 
Association of Anaesthetists of Great Britain and Ireland (AAGBI) formed the Joint 
Committee on Good Practice (JCGP). This committee has published a guide, ‘Good 
Practice’, 45 and has produced guidance to assist with appraisal and re-validation;46 

• the public increasingly demonstrates a consumerist approach to the provision of 
professional medical services; 

• the media  often encourage the persistence of an adverse ‘blame’ culture by 
focussing on disaster and seeking to apportion blame; 

 
Our obligations   As can be implied from the number of organisations involved, our 
professional obligations extend widely, and far beyond contractual obligations to an 
employer.  The joint RCoA / AAGBI ‘Good Practice’ guide gives excellent practical advice on 
our obligations as anaesthetists, whilst the various GMC publications best sum up the wider 
professional obligations as doctors towards good practice.  
 
Training for professionalism    
Professional behaviour underlies all aspects of medical training and is learnt as a continuum 
from medical school onwards throughout professional life.  Because of its nature, much is 
learned implicitly in an apprenticeship style of training, so called tacit or hidden, learning.  By 
mapping with the requirements of ‘Good Medical Practice’ (GMP), the RCoA curriculum 
ensures that trainees develop attitudes and behaviour that are appropriate for professional 
life.   
 
Acquisition of competences 
• During years ST 1 and 2 emphasis is placed on the acquisition of skills in communication 

and the assessment and treatment of patients.   
• In years ST 3 and 4 professional obligations are widened to include more complex 

aspects of behaviour associated with the care of patients 
• Years ST 5 and 7 should include teaching, training and management skills. 
 
Assessment of competences   At all stages, of training, professional behaviour is assessed 
using a combination of assessment methods.  These include assessment instruments such 
as Multisource Feedback (MSF).  Other assessment instruments include a component of 
professionalism, including the Mini-Clinical Evaluation Exercise (Mini–CEX), Cased Based 
Discussion (CBD) and Direct Observation of Procedural Skills (DOPS).  Information from 
assessments is used in appraisal to inform, help and encourage trainees to develop 
professional behaviour.  Assessment results may also be used at Annual Review to inform 
the progress of trainees towards their achievement of a CST. 

                                                 
45 The Royal College of Anaesthetists and The Association of Anaesthetists of Great Britain and 
Ireland:  Good Practice: A Guide for Departments of Anaesthesia: 2nd edition 2002. 
46 The Royal College of Anaesthetists and The Association of Anaesthetists of Great Britain and 
Ireland:  Draft Guidance on Appraisal for Anaesthetists: March 2000 and Personal Folder: April 2002. 
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APPENDIX G: 
 
TEACHING AND MEDICAL EDUCATION  
 
The GMC document ‘The Doctor as Teacher’ (1999) contains the following statements about 
the educational obligations of all doctors: 
 
• All doctors have a professional obligation to contribute to the education and training of 

other doctors, medical students and non-medical healthcare professionals on the team. 
• Every doctor should be prepared to oversee the work of less experienced colleagues and 

must make sure that students and junior doctors are properly supervised. 
• Teaching skills are not necessarily innate, but can be learned. Those who accept special 

responsibilities for teaching should take steps to ensure that they develop and maintain 
the skills of a competent teacher. 

 
The third requirement above is expanded by the GMC in ‘Good Medical Practice’ (2001):  
 

‘If you have responsibilities for teaching you must develop the skills, attitudes and 
practices of a competent teacher. You must also make sure that students and junior 
colleagues are properly supervised.’ 

 
Assessment and appraisal are important skills for any doctor with responsibility for education 
and the GMC places strong emphasis on this: 
 

‘You must be honest and objective when appraising or assessing the performance of any 
doctor, including those you have supervised or trained. Patients may be put at risk if you 
describe as competent someone who has not reached or maintained a satisfactory 
standard of practice.’ 

 
This need for honesty applies equally to the content of references for job applications. 
 
The personal attributes of a doctor with responsibilities for clinical training / educational 
supervision will include:47 
• an enthusiasm for his/her specialty; 
• a personal commitment to teaching and learning; 
• sensitivity and responsiveness to the educational needs of students and junior doctors; 
• the capacity to promote development of the required professional attitudes and values; 
• an understanding of the principles of education as applied to medicine; 
• an understanding of research method; 
• practical teaching skills; 
• a willingness to develop both as a doctor and as a teacher; 
• a commitment to audit and peer review of his/her teaching; 
• the ability to use formative assessment for the benefit of the student / trainee; and 
• the ability to carry out formal appraisal of medical student progress / the performance of 

the trainee as a practising doctor. 
 
An anaesthetic trainee should become competent in the teaching and training of healthcare 
professionals such as junior doctors, medical students and nurses. Specialist Registrars in 
Years 3, 4 & 5 must learn to assume responsibility for the supervision of more junior trainees, 
particularly when they are working as a team, for instance out of hours. The more senior 
                                                 
47 General Medical Council. The doctor as teacher. London: GMC, 1999 
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trainee will act as an important role model for the junior trainee as well as a source of 
practical training advice. The example of the teacher is a powerful influence upon the 
standards of conduct and practice of every trainee, whether medical student or junior doctor. 
As a part of their preparation for becoming a consultant, senior SpRs should have an 
opportunity to contribute to the organisation and delivery of formal teaching in the department 
under the supervision of the College Tutor or other designated trainer. 
 
Competences   Competency in teaching and medical education for anaesthetists should 
encompass the following elements: 
• Knowledge 

• Principles of adult education. 
• Principles of effective communication and teaching. 
• Principles of appraisal, assessment and evaluation. 
• Components of an effective learning environment. 
• Principles of supervision and mentoring. 
• Practicalities of educational supervision in anaesthesia: the roles and responsibilities 

of the Royal College of Anaesthetists, Regional Advisors, College Tutors, Programme 
Directors, Postgraduate Deans and individual teachers and trainers. 

• Requirements for life-long learning: continuing education and professional 
development; developing an appreciation of its importance, its availability and 
funding. 

• Role of simulators in anaesthetic education. 
• Skills 

• Planning teaching and learning. 
• Supervision of junior trainees and other learners. 
• Small group teaching. 
• Teaching in the operating theatre. 
• Clinical teaching: ward rounds or outpatient clinic. 
• Teaching practical skills. 
• Preparing and delivering a lecture or presentation. 
• Effective use of appropriate teaching aids. 
• Preparing candidates for examination. 
• Assessment and appraisal. 
• Giving feedback effectively. 
• Evaluation of teaching and courses. 

• Attitudes 
• Display personal commitment to teaching and learning. 
• Display sensitivity and responsiveness to the educational needs of students and 

junior doctors. 
• Display required professional attitudes and values. 

 
Objectives 
• To become an effective supervisor and teacher of students and junior colleagues. 
• To be capable of performing objective and reliable appraisal and assessment. 
• Able to contribute to the department's formal teaching programme by presenting reviews, 

case reports and research projects at conferences and tutorials. 
• To be able to make the best use of audio-visual aids. 
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APPENDIX H: 
 
HEALTH CARE MANAGEMENT 
 
Trainees need to develop, at a level appropriate to their stage of training, an understanding 
of the principles of management within the speciality and the National Health Service as a 
whole.  It is recognised that the knowledge and skills will be acquired over the totality of 
training and will need to be constantly updated due to the changing organisational 
environment of the NHS. Advanced trainees who anticipate undertaking a leadership role in a 
clinical service after obtaining CCT will need to further develop the skills of self awareness / 
understanding and more in depth knowledge of management roles and functions. 
 
Knowledge  

• the structure and running of a department of anaesthesia and intensive care 
medicine, including the different roles of Departmental Chairman and Clinical Director; 

• Develop an understanding of efficient operating theatre and day surgery unit 
utilisation and Critical Care bed occupancy. 

• The responsibility of all doctors as managers as outlined in GMC guidance, 
Management for Doctors. 

• Develop an understanding of the process of committees, how they function and the 
various roles of committee members, including the chair. 

• understand the committee and management structure at local level  
• develop an understanding of funding and contracting arrangements in secondary care 
• awareness of the responsibilities of the Trust Chief Executive, Medical Director, 

Nursing Director, Personnel Director, Finance Director, Non-Executive Directors and 
those of specific Clinical Directors; 

• knowledge of risk management and relevant legislation such as equal opportunities 
and Health and Safety; 

• understand the organisational structure of the NHS, at local and national level 
• the process of drafting of local clinical guidelines and protocols 
• understand the morbidity and mortality reporting systems within the Trust and how 

these relate to national organisations, e.g. NCEPOD and the Confidential Enquiry into 
Maternal and Child Health (CEMACH) 

• Understanding of complaints – how they arise and how they are managed 
• Understand how to access the relevant documents issued by the Departments of 

Health (including those of the devolved administrations in Scotland, Wales and 
Northern Ireland), regional health offices, the Royal College of Anaesthetists, and the 
Association of Anaesthetists.  

• the terms and conditions of employment of medical staff, including Trust disciplinary 
procedures; 

• understanding of relevance Trust policies, including Dignity and Respect, in the 
workplace 

• the role and responsibilities of the occupational health department 
• understand the responsibilities of a doctor towards his/her patients and colleagues, in 

particular in the area of fitness to practice; 
• the mechanisms purpose and differences between appraisal, performance 

assessment and revalidation;   
• the structure, function and responsibilities of: 
• National bodies such as the Departments of Health, the Healthcare Commission 

(HC), the National Institute for Clinical Excellence (NICE), the National Patient Safety 
Agency (NPSA); National Clinical Assessment Service (NCAS); and the NHS Institute 
for Innovation and Improvement. 

• Specialty specific bodies such as the Royal College of Anaesthetists and the 
Association of Anaesthetists of Great Britain and Ireland; 
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• Representative bodies such as the British Medical Association (BMA), the Medical 
Protection Society (MPS) and the Medical Defence Union (MDU) 

• The role, responsibilities and sanctions of the General Medical Council; 
• The role of the Postgraduate Deanery in training and the responsibilities of Clinical 

Tutors within the postgraduate education organisation ; 
• The role and responsibilities of the Postgraduate Medical Education and Training 

Board and the criteria for the awarding of a CCT in anaesthesia; 
• The roles and responsibilities of Consultant staff involved in training, Regional 

Advisors, Programme Directors and College Tutors. 
 

Skills  
• Participate in the preparation of day time and/or out of hours rotas for elective and 

emergency cover of the anaesthetic department, including allocations to educational 
opportunities.  

• attend business meetings of the relevant clinical directorate, including medical 
equipment purchasing meetings; 

• observe appointment interviews for trainee anaesthetists, and other junior 
non-medical members of the  anaesthesia health care team; 

•  “shadow” a senior member of medical management, e.g. clinical or medical director 
• attending the open meeting of the Trust Board  
• observing other Trust committees particularly those relating to clinical governance, 

audit, risk management and critical incident reporting 
• basic understanding of how to produce a business plan 
• Preparation for committee membership – reading agenda, understanding minutes and 

action points, background research on agenda items. 
 
Attitudes and behaviour 

• Recognition of a team approach, including clincians, to the management of the 
service 

• Understanding the needs and behaviour of department managers and administrative 
staff  

• A commitment to good communication 
• Willingness to discuss budgetary responsibility and implications of clinical decisions 

on NHS budgets 
 
Workplace Training objectives 

• To discuss the management challenges faced by the clinical director / clinical leads 
• To discuss financial pressures experienced by the anaesthetic / ICM department and 

the Trust 
• To discuss the role of the College Tutor 
• To report critical incidents 
• To attend a formal NHS management course  
• To attend equality and diversity training, with update every 3 years 

 
 
Recommended Local requirements to support training 

• Willingness of local managers, clinical and non-clinical, to discuss management topics 
with trainees. 

• Inclusion of trainees in committees, where appropriate, as observers or participants 
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Relevant Documents 
 
Royal College of Anaesthetists: 

• Raising the Standard (“Audit Recipe Book”) 
• Guidelines for the Provision of Anaesthetic Services 
• Anaesthesia Explained and You and your Anaesthetic (“Patient Information”) 
• Good Practice: a guide for Departments of Anaesthesia, Critical care and Pain 

Management 
• Personal Portfolio  
• Departmental Portfolio 
• Guidance on Appraisal for Anaesthetists 
• Role of non-medical staff in the delivery of anaesthesia, 2002 

 
The Association of Anaesthetists of Great Britain and Ireland: 

• The Anaesthesia Team,  2005 
• Guidance on the (new) 2003 Contract and Job Planning for Consultant 

Anaesthetists, 2005 
• Consent for anaesthesia, 2006 
• Anaesthesia in Great Britain and Ireland: a Physician only service, 1996 
• Consultant – trainee relationships: a guide for Consultants, 2001 
• Drug and alcohol abuse amongst anaesthetists – guidance on identification and 

management 
• Department of Anaesthesia – Secretariat and Administration 
• Guidance on contracts and workload for Consultant Anaesthetists, 1997 
• Information and consent for anaesthesia, 1999 
• Non-consultant career grade anaesthetists, 1998 
• Fatigue and Anaesthetists, 2004 
• Risk management, 1998 
• Stress in anaesthetists, 1997 
• The anaesthesia team, 1998 
• Surgery and anaesthesia in general practice premises, 1995 
• Catastrophes in Anaesthetic Practice, 2005 
• Theatre efficiency, 2003 

General Medical Council 
• Management for Doctors, 2006  
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APPENDIX I: 
 
INFORMATION TECHNOLOGY  
 
Introduction   Advances in Information Management and Technology (IM&T) have made, 
and will continue to make, radical changes to the way education, training and health care is 
delivered. To work effectively as a doctor in the NHS a trainee must have an appropriate 
level of knowledge and understanding of this technology.  Trainees need to develop the skills 
to use the technology effectively in their clinical practice and understand its role in the 
organisation and planning of services within the NHS.  48 
 
General Computing Skills   Trainees should have acquired basic computing skills at an 
equivalent level to the European Computer Driving Licence and have an understanding of 
how more advanced skills might be employed in their practice and within the workplace.   
 
• Basic skills that should be acquired by trainees include: 

• General concepts of information technology 
• Managing files/folders, using the computer and storage media 
• Word processing -preparing their curriculum vitae, case reports or scientific papers 
• Spreadsheets –entering data and making simple analyses 
• Presentations – using Powerpoint to deliver a presentation or lecture 
• Databases-understanding how data is stored and retrieved 
• Information and communication – accessing the Internet to search for and retrieve 

information. Basic communication skills using email 
• Advanced skills that trainees might acquire include: 

• setting up and using database programs for audit and research 
• using reference manager software in the production of manuscripts 
• analysing research data with advanced statistical packages (ie SPSS) 
• designing websites 
• setting up intranet networks and servers 

 
Healthcare Computer Systems   Trainees should have a basic understanding of clinical 
and non-clinical computer systems used in healthcare delivery on a local and national level. 
They should be familiar with:  
• patient administration systems (PAS) 
• electronic patient records (EPR) including anaesthetic record systems and the 

importance of data quality 
• theatre management systems 
• integrated care pathways 
 
Security and Confidentiality   Trainees should understand the importance of security and 
confidentiality with information systems including: 
• local and national NHS protocols for confidentiality and data protection 
• GMC guidance 
• Personal and professional responsibilities in keeping a logbook 
• the role of the Caldicott Guardian 
• legislation underpinning this area such as the Freedom of Information Act 2000, Data 

Protection Act 1998, Computer Misuse Act 1992 and European Directive on Data 
Protection. 

 

                                                 
48 These competences can be found in The CCT in Anaesthesia IV: SpR Years 3, 4 & 5 Section 18. 
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Data Quality   Effective information systems rely on the accuracy and quality of the data they 
contain. Trainees should be aware of the issues surrounding data collection and analysis. 
These include the following areas: 
• data entry, validation and error checking 
• classification and coding of data (e.g. Read codes); 
• basic statistical methodology for research 
• quality assurance and audit 
 
Information / Knowledge Management  Trainees should understand the ways in which 
information, data and knowledge come together in the development of guidelines and 
protocols. An understanding of integrated care pathways would be useful to illustrate the 
place of IM&T in NHS policy and planning. 
 
Medical Informatics   Medical informatics is the name given to the study of clinical 
information and communication processes. To be skilled in this area clinicians should be able 
to: 
• understand the dynamic and uncertain nature of medical knowledge and know how to 

keep up-to-date 
• search for and assess knowledge according to the statistical basis of scientific evidence  
• interpret clinical data and deal with artefact and error 
• analyse and structure clinical decisions in terms of risks and benefits 
• adapt and apply clinical knowledge to the individual circumstances of patients 
• access, assess, select and apply treatment guidelines, including local adaptation 
• structure and record clinical data in a form appropriate for the immediate clinical task, for 

communication with colleagues, or for epidemiological purposes 
• understand the implications of using different media to communicate 

 
Further Reading 
Severs M, Pearson C. Learning to Manage Health Information. NHS Executive 1999 
Greenes RA, Shortliffe EH. Medical informatics -- an emerging academic discipline and 
institutional priority. JAMA 1990; 263(8): 1114-20 
Jeremy C Wyatt. Clinical Knowledge & Practice in the Information Age. The Royal Society of 
Medicine Press, 2001 
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APPENDIX J: 
 
MEDICAL ETHICS AND LAW  
 
Trainees should acquire an understanding of basic health care law, including:   the Bolam 
principle, consent, end of life decisions and the criminal law, the legal requirements for record 
keeping, the Coroner’s court, and the ethical principles governing research.  
 
Knowledge 
• Basic health care law, including: 

• The Bolam principle. 
• Consent: 

• “Informed” consent. 
• Consent and mental competence, and how to proceed in their absence.49 
• Consent and withholding consent in children & the Gillick principle. 

• Legal requirements for record keeping. 
• The Coroner’s court and when to refer. 
• End of life decisions and criminal law:  

• Limits of treatment.  
• Withdrawing and withholding treatment. 
• Sedation/analgesia & “double effect”. 

• Ethical principles governing research.  
 
Skills 
• Good communication skills. 
• Assessment of competence. 
 
Attitudes 
• An empathic, non-coercive approach to the patient. 
• Good communication and an empathic approach to the patient and relatives. The 

incapacitated should be treated as a person. 
 
Research 
• Research is a privilege not a right and patient safety is paramount. 
• Planned research must be capable of answering the research question. 
• All subjects must consent to being recruited. 
• All must have ethics approval. 
• Open honest approach to patients and recruits. 
 
Reading List: 
Branthwaite MA:   Law for Doctors: Principles & Practicalities, RSM 2000. 
General Medical Council:   Seeking patients' consent: the ethical considerations, GMC 
London 1998  
Heneghan CPH:  Patient Consent, In: Fundamentals of Acute & Emergency Medicine: 
Preoperative Assessment, BMJ 2001 
Information & Consent for Anaesthesia, AAGBI 1999. 
Merry A & McCall Smith A:   Errors, Medicine and the Law, CUP 2001. 

                                                 
49 From July 2002 in Scotland, the Adults with Incapacity (Scotland) Act allows Welfare Attorneys or 
Welfare Guardians to act on behalf of an incapacitated adult. If neither exist then the anaesthetist 
needs to complete a Certificate of Incapacity. (Further details can be found on the Website – 
www.scotland.gov.uk/health/cmo/incapacity_act_toc.asp) 
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APPENDIX K:    
 
 

DIRECT OBSERVATION OF PROCEDURAL SKILLS (DOPS) – ST Version (Anaesthesia) 
 

Please complete the questions using a cross: ×      Please use black ink and CAPITAL LETTERS 
Doctor’s  Surname                          
 Forename                          
GMC number:        GMC NUMBER MUST BE COMPLETED 
Clinical setting:     Theatre           ICU              A&E       Delivery ward     Pain Clinic        Other    
                            
 
 
Assessor’s Consultant       SASG           SpR             Nurse                Other 
position:                                
                                      
Number of times previous DOPS                   0                   1                 2-5               5-9           >9     
observed by assessor with any  trainee:                     
Number of times procedure                   0                 1-4                5-9               >10    
performed by trainee:                       
 

Please grade the following areas 
using the scale below: 

Below 
expectations 
   1             2 

Borderline 
 
         3 

Meets 
expectations 
         4 

Above 
 expectations   
   5             6 

U/
C* 

1 Demonstrates understanding of 
indications, relevant anatomy, 
technique of procedure 

       

2 Obtains informed consent        
3 Demonstrates appropriate 
preparation pre-procedure  

       

4 Demonstrates situation awareness        
5 Aseptic technique        
6 Technical ability        
7 Seeks help where appropriate        
8 Post procedure management        
9 Communication skills        
10 Consideration of patient        
11 Overall ability to perform 
procedure 

       

*U/C Please mark this if you have not observed the behaviour and therefore feel unable to comment 
 

Please record over the page areas of strength or any suggestions for development 
 

                                                       Not at all                                                                                        Highly 
Trainee satisfaction with DOPS 1  2  3  4  5  6  7  8  9  10  
                     
Assessor satisfaction with DOPS 1  2  3  4  5  6  7  8  9  10  
  
What training have you had in the Face-to-face  Have read guidelines  Web/CDROM  
use of this assessment tool?             
 

Procedure:
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Please record in this space areas of strength or any suggestions for development 
 
 

 
 
 
 
 
 
 
 
 
Assessor’s signature: Date:     Time taken for observation: (in minutes)   
                        
………….……………………………        Time taken for feedback: (in minutes)   
 
Assessor’s Surname: 
                         
Assessor’sGMC 
Number 

       Acknowledgements: Adapted with permission from American  Board 
of Internal Medicine 

Please note: Failure of return of all completed forms to your administrator is a probity issue 
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APPENDIX L: 
 

MINI-CLINICAL EVALUATION EXERCISE (CEX) – ST Version (Anaesthesia) 
Please complete the questions using a cross: ×      Please use black ink and CAPITAL LETTERS 
Doctor’s  Surname                          
 Forename                          
GMC number:        GMC NUMBER MUST BE COMPLETED 
 
Clinical setting:     Theatre           ICU              A&E       Delivery ward     Pain Clinic        Other    
                            
 
Case            Elective   Scheduled   Urgent   Emergency         ASA Class:  1   2   3    4   5 
Category                           
 
Focus of clinical             History                 Diagnosis              Management           Explanation 
encounter                         
 
Assessor’s Consultant       SASG           SpR             Nurse                Other 
position:                                
                                      
Number of times previous  mini-CEX                 0                  1                   2-5               5-9           >9     
observed by assessor with any  trainee:                     
   

Please grade the following 
areas using the scale below: 

Below 
expectations 
 
   1             2 

Borderline 
 
 
         3 

Meets 
expectations 
 
         4 

   Above 
 expectations  
   
   5             6 

  
U/
C* 

1. History taking        
2. Physical examination skills        
3. Communication skills        
4. Clinical judgement        
5. Professionalism        
6. Organisation/Efficiency        
7. Overall clinical care        

*U/C Please mark this if you have not observed the behaviour and therefore feel unable to comment 
Anything especially good? 

 
 

Suggestions for development 

Agreed Action: 
 
 
 
                                                             Not at all                                                                                       Highly  
Trainee satisfaction with mini-CEX 1  2  3  4  5  6  7  8  9  10  
Assessor satisfaction with mini-CEX 1  2  3  4  5  6  7  8  9  10  
 
What training have you had in the Face-to-face  Have read guidelines  Web/CD rom  
use of this assessment tool?             
 
Assessor’s signature: Date:     Time taken for observation: (in minutes)   
                        
………….……………………………        Time taken for feedback: (in minutes)   
Assessor’s Surname: 
                         
Assessor’s GMC 
Number 

       Acknowledgements: Adapted with permission from American  Board 
of Internal Medicine 

Please note: Failure of return of all completed forms to your administrator is a probity issue 
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APPENDIX M: 
 

CASE-BASED DISCUSSION (CBD) – ST Version (Anaesthesia) 
Please complete the questions using a cross: ×      Please use black ink and CAPITAL LETTERS 
Doctor’s  Surname                          
 Forename                          
GMC number:        GMC NUMBER MUST BE COMPLETED 
Clinical setting:     Theatre           ICU              A&E       Delivery ward     Pain Clinic        Other    
                            
Case            Elective   Scheduled   Urgent   Emergency         ASA Class:  1   2   3    4   5 
Category                           
 
Assessor’s Consultant       SASG           SpR             Nurse                Other 
position:                                
                                      
Number of times previous  CBD                 0                  1                   2-5               5-9           >9     
observed by assessor with any  trainee:                     
   

Please grade the following 
areas using the scale below: 

Below 
expectations 
 
   1             2 

Borderline 
 
 
         3 

Meets 
expectations 
 
         4 

   Above 
 expectations  
   
   5             6 

  
U/
C* 

1. Medical record keeping        
2. Assessment and Situation 
awareness 

       

3. Decision making        
4. Task management        
5. Follow-up & future planning        
6. Teamwork        
7. Professionalism        

*U/C Please mark this if you have not observed the behaviour and therefore feel unable to comment 
Anything especially good? 

 
 
 

Suggestions for development 

Agreed Action: 
 
 
 
 
 
                                                             Not at all                                                                                       Highly  
Trainee satisfaction with CbD 1  2  3  4  5  6  7  8  9  10  
Assessor satisfaction with CbD 1  2  3  4  5  6  7  8  9  10  
  
What training have you had in the Face-to-face  Have read guidelines  Web/CD rom  
use of this assessment tool?             
 
Assessor’s signature: Date:     Time taken for observation: (in minutes)   
                        
………….……………………………        Time taken for feedback: (in minutes)   
 
Assessor’s Surname: 
                         
Assessor’sGMC 
Number 

       Acknowledgements: Adapted with permission from American  Board 
of Internal Medicine 

 
Please note: Failure of return of all completed forms to your administrator is a probity issue. 
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APPENDIX N: 
 

MULTI-SOURCE FEEDBACK: 360º Team Assessment of Behaviour (TAB) 
 
Trainee’s Name:  ________________GMC No:_____________ Current post: _______________   Date started present post:  _____________ 
 
Please use the comments boxes to commend good behaviour and to describe any behaviour causing you concern. Give specific examples. 
This form will be sent to the trainee’s educational supervisor, who may ask you privately to enlarge on any concern behaviour you report.  At least 9 
other forms will also be considered.  The trainee will receive private feedback, but you will not be identified in person without advance discussion with 
you. 
 

ATTITUDE 
AND/OR BEHAVIOUR 

No concern 
 

You 
have 
some 

concern 

You 
have a 
major 

concern 

COMMENTS:          Anything especially good? 
If you cannot give an opinion due to lack of knowledge of the trainee 
say so here.   You must specifically comment on any concern 
behaviour, and this should reflect the trainee’s behaviour over time 
– not usually just a single incident 

Maintaining trust / Professional 
relationship with patients 
 
Listens. Is polite and caring. 
Shows respect for patients' 
opinions, privacy, dignity and 
confidentiality.     Is unprejudiced. 
 

    

Verbal communication skills 
 
Gives understandable 
information. Speaks good    
English, at the appropriate level 
for the patient. 
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ATTITUDE 
AND/OR BEHAVIOUR 

No 
concer

n 
 

You 
have 
some 
concern 

You 
have a 
major 
concern 

COMMENTS:          Anything especially good? 
If you cannot give an opinion due to lack of knowledge of the trainee 
say so here.   You must specifically comment on any concern 
behaviour, and this should reflect the trainee’s behaviour over time – 
not usually just a single incident 

Team-working / Working with 
colleagues 
 
Respects others’ roles, and works 
constructively in the team. Hands over 
effectively, and communicates well. 
 Is unprejudiced, supportive and fair. 

    

Accessibility 
 
Accessible. Takes proper responsibility. 
Only delegates appropriately.      Does 
not shirk duty.  
Responds when called. Arranges cover 
for absence.  
 

    

Name                                                         Post/                                                       Signature:                                                       Date:   
of assessor:                                              designation: 
 
Please send the completed form, straight away, in a sealed envelope, to the postgraduate centre manager 
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APPENDIX O:  
 

RECORD OF IN-TRAINING ASSESSMENTS (RITA): 
COPMeD policy on implementing RITAs 

 
 
(This section may be revised when Modernising Medical Careers:  The Gold Guide to 

Specialty Registrar Training is published later in 2007.) 
 
Introduction 
The RITA process is the review by a speciality-based panel of consultant trainers of the 
assessments which have been carried out during a training post, as well as other evidence of 
achievements.   The panel has two objectives: 
• to review the adequacy of the documentation provided and (provided adequate 

documentation has been presented); 
• to make a judgement about the trainee’s suitability to progress to the next stage of 

training, or to confirm that training has been satisfactorily been completed satisfactorily. 
 
In-training assessments 
The RITA panel draws on the evidence of in-training assessments, such as directly observed 
procedures; case note review; log books; multi-source feedback reports; and other 
documented evidence of progress of the individual against the standards set out in the 
curriculum for the specialty.  Most curricula state the assessment strategy that is to be used, 
and this should be made clear to the trainee from the start. Where the relevant College or 
Higher Training Committee has produced assessment instruments and logbooks or other 
forms, these should be used.  The trainee and the educational supervisor should ensure that 
assessments are carried out in a timely fashion so that all documentation is completed well 
before the deadline for submission to the RITA panel. The results of all assessments, and the 
trainer’s report, should be discussed with the trainee before they are submitted to the panel. 
Occasionally supervisors have been reluctant to do this and have submitted a neutral report, 
accompanied by a more negative phone call or confidential note to the panel. This is 
unacceptable. Trainees are entitled to a transparent process in which they are assessed 
against agreed standards, told the outcome of the assessment, and given the opportunity to 
address any shortcomings. 
 
Appraisal 
Appraisal as defined in the Guide to Specialist Registrar Training is a confidential two-way 
process during which the trainee and immediate supervisor share their views on how things 
are going, what has gone well, what could go better, and what needs to be done for the 
trainee to meet their objectives. This is the ideal opportunity for a discussion of reflective 
learning and the development of the trainee’s personal learning plan. The introduction of 
revalidation based on five years of appraisals alters the ethos of appraisal somewhat, 
because it is no longer confidential. Given the importance of revalidation, it is important that 
the NHS appraisal is carried out by someone who is in a position to know the trainee’s 
performance first hand.   All trainees are expected to use the NHS Appraisal documentation 
in addition to, or integrated with, the assessment documentation relevant to their specialty. 
The NHS Appraisal documentation is the property of the doctor appraised, and may be 
included as documentary evidence of progress to be considered by the RITA panel. 
 
RITA Panels 
The RITA panel has an important role, which its composition should reflect., It will normally 
be drawn from the specialty training committee and, where appropriate, may include an 
external trainer. All members of the panel should have undertaken equal opportunities 
training and attention should be paid to maintaining diversity in the pool of consultants 
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carrying out this role. Since the panel will be taking a view on the adequacy of the 
documentation submitted, consultant supervisors should not participate in their own trainees’ 
RITA.  
 
Documentary Evidence 
The documentary evidence provided will normally consist of the appropriate college 
assessment forms fully completed by all the relevant trainers and any additional 
documentation that the specialty may require e.g. exam results; log books; audits; outcomes 
of mandatory courses; multi-source feedback (also called 360 degree appraisal); evidence of 
reflective learning etc. Occasionally, it may be necessary for educational 
supervisors/consultants to provide an additional report giving more detail than the 
assessment form allows, for example detailing the events that led to a negative assessment. 
Any documentation taken into account by the panel must have been shared and discussed 
with the trainee prior to the review taking place. Provided the documentary evidence 
submitted is complete, and indicates satisfactory progress the trainee may not need to be 
interviewed in person by the RITA panel (this will be a matter for local agreement) in order for 
a Form C or G to be issued.  
 
Where the documentary evidence submitted is incomplete, or otherwise inadequate to 
support a judgement, then no decision should be taken about the adequacy of the trainee 
until the deficiencies in the documentation have been addressed. It is not acceptable for an 
interview with the trainee to be used as an alternative to documented in-training 
assessments. Where there are concerns about the progress of the trainee, and a Form D or 
E is likely to be issued, it is appropriate to invite the trainee to attend in person and discuss 
with the panel any additional factors or documentary evidence he or she would like them to 
take into consideration. This should not come as a surprise to the trainee, whose trainers 
should have discussed their concerns with him or her already. 
 
Questions of conduct 
On occasion, trainees have brought allegations of bullying, harassment or other inappropriate 
conduct on the part of their trainer to the attention of the RITA panel. Such allegations must 
be taken very seriously, but RITA Panels are not set up to investigate handle allegations of 
this nature, and are not in a position to deal with them.  Allegations about misconduct of 
either trainers or trainees brought to a RITA Panel should result in a termination of the Panel 
proceedings in order to allow an investigation by the Deanery, or the relevant employer, as 
appropriate. 
 
Appeals 
The right of appeal, and how to lodge one, should be made clear to every trainee going 
through the process. It is possible for a trainee to wish to appeal against Form C or G, on the 
grounds of needing further training time. The details of the appeals process are set out in the 
Guide to Specialist Registrar Training. 
 
Career counselling/rotation planning/evaluation of posts 
All of these are important activities, but they are separate tasks from ensuring that in-training 
assessments are properly documented and reviewed, and used to determine the suitability of 
the trainee to progress in the programme.  In small programmes it may be convenient to 
carry out several of these tasks on the same occasion, but in larger programmes it will often 
be more satisfactory for career counselling and rotation planning to be carried out by the 
programme director or educational supervisor on another occasion. Hearing the trainee’s 
opinion of the post is also important, but it should not be sought at the same time as a 
judgement is being taken on the trainee’s performance. 
 
COPMeD June 2004. 
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APPENDIX P:    
 
RCoA RECOMMENDATIONS FOR PROFESSIONAL PORTFOLIOS 
AND LOGBOOKS 
 
Portfolios 
 
All trainees are required to maintain a Portfolio of training activity. The detail and content will 
develop and increase as trainees progress from basic, through intermediate, to higher and 
advanced levels of training.   By the end of their training trainees’ Portfolios should meet the 
requirements for NHS appraisal and GMC revalidation of consultants. 
 
The Professional Portfolio is a means of recording the information and collecting the 
documentation required for regular appraisals and assessments during training.   Keeping 
the Portfolio up to date will conveniently demonstrate the acquisition of the appropriate 
knowledge, skills, attitudes, and therefore, of competence.   
 
The RCoA is in the process of producing a Professional Portfolio that in due course can be 
downloaded from the training pages of the College website www.rcoa,ac.uk.    
 
A Portfolio is best completed on a word processor, a printed copy being presented at Annual 
Appraisals and Reviews, with the accompanying documentation in a ring binder.  The 
information recorded as a trainee may be easily adapted to complete the Consultant 
Personal Portfolio in the future.  It is suggested that the portfolio is updated continuously and 
reviewed on a regular basis.  This will serve as a stimulus to ensure all training requirements 
are being fulfilled. 
 
Logbooks, diaries and other records 
 
Trainees should record, in a suitable paper or electronic logbook, the details of anaesthetics 
given by them: this is mandatory.  The only exception being that those in the final two years 
of training may keep abbreviated details of short, repetitive cases.  
 
The only stipulation that the College makes is that the Logbook Summary section of the 
personal portfolio must be in the format shown on the following pages or as a report 
downloaded from the RCoA’s electronic logbook. 
 
ICM   Anaesthetic trainees attached to critical care should maintain a diary of sessions spent 
in the ICU and a record of procedures learnt and performed. Any trainee with a specific 
interest in this field should adopt the Intercollegiate Board’s record of training at an early 
stage. 
 
Pain management   Anaesthetic trainees attached to acute or chronic pain should maintain 
a diary of sessions spent in these activities and a record of procedures learnt and performed. 
Any trainee with a specific interest in this field should keep more detailed records from an 
early stage. 
 
Obstetrics   A record of obstetric cases and procedures should be kept in a format similar to 
the Logbook. 
 
Data Protection Act 
 
If a trainee elects to keep an electronic logbook then they must observe the current 
requirements of the Data Protection Act. 
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LOGBOOK SUMMARY 

(This can be downloaded as a report from the RCoA electronic logbook) 
 
 
Summary for period: From:  To: 

 
 
Specialty & age 
 

Level of Supervision Age of patient Specialty Total 
cases 

% 
Direct Indirect Teaching 

others 
<1 yr 1-5 6-15  16-80 >80 

Cardiac           
Dental           
ENT           
General           
Gynaecology           
Maxillo-facial           
Miscellaneous           
Neonates           
Neuro           
Obstetrics           
Ophthalmics           
Orthopaedics           
Paediatrics           
Plastics           
Radiology           
Resuscitation           
Trauma           
Thoracic           
Urology           
Vascular           
TOTALS           
 
Total number of anaesthetics given in this period 
 
 Total number of cases 

 
Directly supervised  
Indirectly supervised  
Teaching others  
 
Number of ICU sessions  
Number of acute/chronic pain sessions  
 
ASA Grade and level of supervision 
 

 Direct supervision Indirect supervision Teaching others TOTALS 
 

ASA 1     
ASA 2     
ASA 3     
ASA 4     
ASA 5     
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Donor     
 
Age Group and level of supervision 
 
 Direct supervision Indirect supervision Teaching others TOTALS 
<1 year     
1-5 years     
6-15 years     
16-80 years     
>80 years     
 
Time of day and level of supervision 
 

 Direct supervision Indirect supervision Teaching others TOTALS 
 

08.00 - 18.00     
18.00 - 24.00     
00.00 - 08.00     
 
Priority and level of supervision 
 

 
 

Direct supervision Indirect supervision Teaching others TOTALS 

Routine     
Day case     
Urgent     
Emergency     
 
Teaching  experience 
 
 Non-medical 

 
Medical Student Junior trainees 

(ST years 1 & 2) 
Senior trainees 
(ST years 3 to 7) 

No of cases     
 
Working pattern (based on anaesthetic start time) 
 

Weekday 
 

Weekend  

Day Evening Night Day Evening Night 
No of cases    

 

   
 
Modes of anaesthesia 
 

Description Number of cases 
Primary mode 
GA mask  
GA LMA  
GA LMA IPPV  
GA ETT SV  
GA ETT IPPV  
LA  
Sedation  
Monitoring only  
Other  
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Modes of anaesthesia (continued) 
 
Secondary/Regional techniques 
Spinal  
Epidural (including CSE)  
Brachial plexus  
Sciatic  
Femoral  
IVRA  
Minor nerve blocks  
Cervical plexus  
Peripheral  
Additional procedures 
RSI  
TIVA  
PA catheter  
CVP line  
Arterial line  
Fibreoptic intubation  
Percutaneous tracheostomy  
Double lumen tube  
Chest drain  
Other (specify): 
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1st Edition dated:   26 January 2007  
 
Replacing The CCST in Anaesthesia II  Edition 2 dated:  April 2003 
 
 
This edition of The CCT in Anaesthesia II: Basic Level Training and Assessment revises the CCST in 
Anaesthesia II:  SHO Training and Assessment 2nd Edition dated April 2003.   The majority of the 
changes have been made to reflect the introduction of seamless training in August 2007. 
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PREFACE 

 
This is the second volume in a series of four training guides published by the Royal College of 
Anaesthetists (RCoA) which describe the programme of training leading to a Certificate of Completion 
of Training (CCT) in anaesthesia. 
 
 
The CCT in Anaesthesia I: General Principles contains generic material that is relevant 
to all parts of the training programme.  Part II must be read in conjunction with Part I. 

 
 

The manuals were originally published as The CCST in Anaesthesia following consultation and 
feedback from Specialist Societies, Regional Advisers, RCoA Tutors, Programme Directors, RCoA 
Council Members and individual anaesthetists which was reviewed and developed by working parties 
that reported to the RCoA Training Committee and College Council.   This edition was approved by 
the Postgraduate Medical Education and Training Board on 18 January 2007. 
 
The RCoA Training Committee consists of members from College Council, the lead Dean for 
anaesthesia, the Bernard Johnson Advisers for flexible trainees and overseas trainees, and 
representatives from England, Northern Ireland, Scotland and Wales, the Regional Advisors and the 
Intercollegiate Board for Intensive Care Medicine. 
 
The RCoA will be pleased to receive comments on this Basic Level Training Programme from both 
trainers and trainees.  These should be addressed to the Medical Secretary of the RCoA  Training 
Committee at medsec@rcoa.ac.uk.     
 
This manual is reviewed regularly with an implementation date for any changes being not less than 6 
months after their publication date.  Please work from the latest version.  
 
Occasionally Council or the Training Committee have to take decisions that may affect the immediate 
interpretation or application of specific topics in these manuals.   These will be published in Guidance 
for Trainers and, if necessary, earlier by letter to all Regional Advisors, College Tutors and 
Programme Directors. 
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1:   INTRODUCTION 
 
This manual replaces all existing Royal College of Anaesthetists (RCoA) documentation on basic 
level training and the Primary FRCA Examination Syllabus.  It should be read in conjunction with The 
CCT in Anaesthesia I: General Principles. 
   
This manual sets out the basic level knowledge skills and attitudes required of any trainee before 
he/she is eligible to start intermediate level training and it prescribes the competences which have to 
be 'signed up' allowing, however, considerable latitude as to how this can to be done.  The only 
exceptions to this are the very first assessment, the Initial Assessment of Competency, without which 
a trainee cannot progress beyond direct supervision50 And the Assessment of Basic Competency in 
Obstetric Anaesthesia without which a trainee cannot work in an obstetric unit without direct 
supervision. 
 
This manual also contains the Primary FRCA examination syllabus and the material is arranged 
under the headings Knowledge, Skills and Attitudes, in individual clinical and basic science sections. 
This format inevitably results in the same topic appearing in more than one place (e.g. capnography 
can be found in sections on induction, physiology, and clinical measurement).  Similarly there is 
inevitable cross-over between the knowledge and skills lists.  
 
Sections on the attitudes to patient care (which include behaviour) are included for each unit of 
training. Each section relating to clinical practice also has a list of 'Workplace Training Objectives’.  
These are intended to assist the trainees' self-directed learning and to indicate the important aspects 
of clinical practice that they could be expected to demonstrate, and answer simple questions on, to 
satisfy their workplace assessments. 
 
Abbreviations   To save repetition a list of commonly used abbreviations is given in The CCT in 
Anaesthesia I: General Principles, Appendix A. 
 
 
1.1:   Basic training in Anaesthesia and Intensive Care Medicine (ICM)  
 
The minimum time spent in basic level training will comprise 21 months in anaesthesia and 3 months in 
ICM.    Trainees who come to anaesthesia via the Acute Care Common Stem Programme (ACCS) will 
already have acquired various competences in anaesthesia and ICM that will be taken into account when 
assessing progress in basic level anaesthetic training and in the completion of the Basic Level Training 
Certificate. 
 
ICM 
• The competences for intensive and high dependency care are listed so as to be compatible with  
 most of the requirements set out by the Intercollegiate Board for Training in Intensive Care  

Medicine (IBTICM). 
• The RCoA will recognise all ICM training received as part of an ACCS programme or 3 months 

basic level training in ICM obtained outside the PMETB anaesthesia training programme 
provided it meets the requirements of the IBTICM. 

• Satisfactory completion of the basic level competences however, does not imply simultaneous 
attainment of the Basic Training Programme in ICM set out by the IBTICM; for this to be achieved 
the basic level programme in ICM must comply with the IBTICM’s requirements in all respects, 
including the minimum length of training blocks.51 

 

                                                 
50 Definitions of clinical supervision are contained in The CCT in Anaesthesia, I: General Principles Section 5.2 
51 A trainee intending to pursue a career in ICM should seek advice at an early stage from the IBTICM’s Regional 
Advisor. 
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1.2:   Mandatory assessments for trainees 
 
Initial Assessment of Competency      
Being allowed to practice without direct clinical supervision is one of the key points in the training of a 
novice trainee or in the assessment of a doctor arriving from outside the UK with some existing 
training in anaesthesia.  Because of the importance of this step for patients, the doctor and the 
hospital, the Initial Assessment of Competency (Section 2 and Appendix A) is designed to be highly 
structured with tick boxes to confirm basic knowledge, ability in specific skills and the proper 
approach to patient care.  Assessment forms must contain the prescribed information: for this 
particular initial assessment, no variation is permitted.  Unless this test has been completed 
satisfactorily, no trainee can progress to indirect (local or distant) clinical supervision.  For a novice 
trainee it is anticipated that this early test would be taken at approximately 3 months: for those with 
previous training it could be completed after a short period of familiarisation within the hospital.  
Trainees coming to anaesthesia from an ACCS programme will already have passed the assessment 
but, if it was taken at an early stage of the ACCS programme they might need to be re-assessed 
before starting the anaesthetic programme. 
 
If passed successfully, the assessment will allow the trainee to administer uncomplicated general 
anaesthesia and simple peripheral nerve blocks under the guidance of a consultant with indirect 
(local or distant) supervision.  Failure of a novice trainee to achieve the prescribed standard after 6 
months of full-time training will call into question their suitability for a career in anaesthesia.  
 
Assessment of basic competency in obstetric anaesthesia 
Before being allowed to work in an obstetric unit without direct supervision trainees must be formally 
assessed as competent in the basic obstetric anaesthetic skills.  The initial training in obstetric 
anaesthesia for a novice trainee should consist of a minimum of 20 directly supervised obstetric 
anaesthesia sessions taken within a 4 month period, in a reasonably busy unit.  At least 50% of these 
sessions should be supervised by a consultant specialist in obstetric anaesthesia.  Trainees will 
normally undertake the basic assessment in their second year of training, and must have passed it by 
the end of their basic level training.  More experienced trainees may be assessed after a relatively 
short period of supervision.  The assessment document is at Appendix B.  If the trainee fails the 
assessment then they may need targeted instruction before a re-test.  Whether the whole 
assessment is to be repeated or targeted at deficient areas is a decision to be taken locally, with 
regard to local circumstances, and is left to the discretion of the trainee’s supervisor.  If a trainee 
repeatedly fails to pass the assessment of basic competency they may not be signed off for the basic 
level unit of obstetric training contained in Appendix C Section 10, and such a trainee must not work 
on an obstetric unit without direct supervision.   
 
Assessment of basic competency in regional anaesthesia 
• Spinal blocks   Trainees must be formally assessed in performing spinal blocks before being 

allowed to use the technique in the absence of direct clinical supervision.  This assessment is 
meant to assess competence in a general surgical/orthopaedic population and is separate to that 
required for obstetric anaesthesia.  It will normally be passed during the first 12 months of basic 
level training.  

• Lumbar epidural blocks   Trainees must be formally assessed in performing lumbar epidural 
blocks before being allowed to use the technique in the absence of direct clinical supervision.  
This assessment will normally be passed during the first 18 months of basic level training. 

• The assessment of both techniques should include the following aspects: 
• Pre-operative evaluation and explanation 
• Checking of appropriate equipment 
• Aseptic technique 
• Correct use of technique as appropriate 
• Block performance (which must be adequate for surgery) 
• Management during surgery 
• Postoperative instructions and care 
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1.3:   Subsequent assessments     
 
Assessment of basic training will be done in the workplace and by examination: 
• Workplace assessments (carried out by the RCoA Tutor or other designated consultants who 

meet the criteria to be trainers52) will concentrate primarily on clinical skills, attitudes and 
behaviour together with a confirmation that the trainee has a practical understanding of the 
knowledge base.  

• The assessment process subsequent to the Initial Assessment of Competency will not follow the 
same highly structured pattern and is described in Section 6 of The CCT in Anaesthesia I:  
General Principles.   

• Whilst it would theoretically be possible to break down every sub-component of an anaesthetic 
procedure and provide a checklist assessment of each detail, it is neither practical nor profitable 
to do so.  Furthermore, such an approach would remove the assessment of the total task which 
includes the important aspects of decision making, attitude to the patient and response to events 
as they occur.  It is also not possible for every trainee to have exposure to identical patients, so 
there has to be an in built factor that relies on the common sense of an experienced trainer to 
know what is acceptable. Consequently, the majority of assessments in the workplace are 
directed towards broader categories and topics.53   

• With the completion of each workplace assessment, a record will be kept both by the School of 
Anaesthesia and by the Trainee. 

• Examination assessments will mainly test the knowledge base across basic science and clinical 
practice, together with the assessment of some skills and attitudes.54 

 
 
1.4:   Objectives and competences 
 
The objectives of basic level training are found in Section 3 and the various components of the basic 
level training programme are listed in Appendix C.   All the components are set out in the same order 
of knowledge, skills and attitudes.  Some of the sections (e.g. basic science) have only knowledge 
listed for obvious reasons.  To save repetition a list of commonly used abbreviations is given in The 
CCT in Anaesthesia I: General Principles Appendix A. 
 
When assessing clinical competency the assessor is not intended to cover all aspects of the 
knowledge lists in detail: the latter are there as a guide to aid the trainee’s study and, together with 
the supporting basic science will continue to be assessed in the Primary Examination of the RCoA.  
 
The RCoA relies on the good sense of its assessors in 'signing trainees off'.  It is recognised that, as 
with consultant practice, there are individual variations in ability, aptitude and application.  What is 
required of the assessor is confirmation that the trainee has been trained in the relevant aspect of 
practice and has attained a minimum standard that would be acceptable to other trainers.55 
 
Assessors must be aware of their overall responsibilities for patient safety when assessing trainees at 
the basic level because satisfactory assessments will allow the trainee to undertake more anaesthetic 
activity away from direct supervision.   
 
As the trainee progresses, he/she will gradually be judged to have achieved competence in more 
aspects of practice.  
 

                                                 
52 A trainer is defined in The CCT in Anaesthesia, I: General Principles, Section 4 
53 This method of workplace assessment was initially developed and validated by the Northern Schools of 
anaesthesia, under the programme directorship of Dr J D Greaves www.ncl.ac.uk/nsa 
54 Primary and Final Examinations for the FRCA: Regulations.  This is available on the RCoA website at 
http://www.rcoa.ac.uk 
55 The method of assessment whereby experienced practitioners are delegated the task of determining the line 
of acceptability is known as 'Limen Referencing'. 
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1.5:   Progression to intermediate level training    
  
The emphasis when confirming satisfactory completion of basic level training is on competence, not 
time.   Signing the Basic Level Training Certificate means that the trainers are satisfied that the 
trainee has obtained the required basic level competences in anaesthesia and ICM, not just that they 
have completed 2 years of training. If the College Tutor feels unable to sign the Basic Level Training 
Certificate at the “normal time” then the trainee must be required to spend more time in training:   two 
years is normally the minimum, not a maximum, duration for basic level training.  This is particularly 
applicable to trainees from abroad entering ST year 2 of the programme (see Section 4.6) 
 
At the end of their basic level training, to be able to progress to intermediate level training the trainee 
must have: 
• passed all the workplace assessments;  
• demonstrated acceptable attitudes and behaviour;  
• passed the RCoA Primary or an exempting examination of knowledge; and  
• been issued with the Basic Level Training Certificate.  
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2:   THE INITIAL ASSESSMENT OF COMPETENCY 
 
 
2.1:   Conducting the Initial Assessment of Competency 
 
All trainees are required to have the Initial Assessment of Competency Certificate (IACC) before they 
can be permitted to practice anaesthesia without direct clinical supervision.  The IACC can be 
downloaded from the secure pages of the RCoA website for local reproduction.   Copies of completed 
certificates should be sent to the RCoA Training Department to support the trainee’s formal record.  
 
To obtain the IACC a trainee must achieve a satisfactory standard in an Initial Assessment of 
Competency involving at least two consultant anaesthetists who meet the criteria to be trainers56. This 
applies to both new trainees and to more experienced trainees working in the United Kingdom for the 
first time. Although the assessment process is the responsibility of the College Tutor, it can be 
delegated to other trainers, as appropriate.   This initial assessment is designed to demonstrate the 
possession of basic key components of knowledge, skills and attitudes necessary to progress in the 
specialty.   
 
 
 
 
 
It is intended that this assessment should be completed by a typical trainee after approximately 3 
months of full-time training in anaesthesia, but the exact timing will need to be determined on an 
individual basis. More experienced trainees who are working in the United Kingdom for the first time, 
whatever their grade, could be assessed much earlier than 3 months, after a period of familiarisation 
and direct clinical supervision. 
 
The initial assessment should comprise a recorded consensus view of the trainers who have 
supervised the trainee including a workplace assessment covering: 
• preoperative assessment;  
• general anaesthesia for ASA I or II patients (including equipment and anaesthetic machine 

check): 
• general anaesthesia with spontaneous respiration; 
• general anaesthesia with endotracheal intubation; 

• rapid sequence induction and failed intubation routine; 
• cardio pulmonary resuscitation (CPR) skills; and 
• clinical judgement, attitudes and behaviour 
 
The knowledge, skills and attitudes expected and the assessment details are given in Appendix 1. 
The patients seen by trainees will need to be selected so as to be appropriate to the trainees' limited 
exposure within the specialty and should always be of ASA I or II.    
 
 
 
 
 
 
 
 
 
The IACC can be downloaded from the secure pages of the RCoA website for local reproduction.   
Copies of completed certificates should be sent to the RCoA Training Department as a formal record.  

                                                 
56 Levels of supervision and the criteria for trainers are defined in The CCT in Anaesthesia, I: General Principles 
Sections 4 and 5. 

These assessments will be formal. Both the assessment and its outcome must be 
recorded in departmental records and in the trainee’s personal record. Should a trainee be 
assessed as unsatisfactory in any area, and thus be referred for further closely supervised 
training, the reasons for this referral must be recorded. The names of assessors must be 
legible, as must any additional comments.  

Until the Initial Assessment of Competency has been completed successfully, the trainee 
must not deliver anaesthesia at any time without Direct Supervision. 
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2.2:   Following the Initial Assessment of Competency 
 
Satisfactory assessment    After a satisfactory assessment trainees may begin to undertake 
uncomplicated general anaesthesia cases and peripheral nerve blocks delegated to them, without 
direct supervision and may be given increased clinical responsibility (for example by working on the 
‘out of hours’ rota with indirect {local or distant} supervision8.)  
 
Unsatisfactory assessment   After an unsatisfactory assessment trainees will need targeted 
instruction and a re-assessment. Whether the whole assessment is to be repeated or targeted at 
deficient areas is a decision to be taken locally, with regard to individual circumstances, and is left to 
the discretion of the assessors. 
 
Compulsory reassessment after repeated failure    Repeated failure by a novice trainee to achieve 
the prescribed standard after 6 months of full-time training will call into question the trainee’s 
suitability for a career in anaesthesia and should lead to an immediate, compulsory reassessment.   
Failure at this assessment will normally result in the trainee being asked to leave the specialty. 
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3:   OBJECTIVES OF BASIC LEVEL TRAINING 
 
To complete basic level training successfully, the trainee must satisfactorily complete specified 
workplace assessments and pass an assessment of knowledge i.e. the FRCA Primary Examination 
or a prospectively approved equivalent qualification. 
 
 
3.1:   Clinical workplace objectives 
 
To complete basic level training satisfactorily, the trainee must first pass the Initial Assessment  of 
Competency and then demonstrate to the satisfaction of the trainers the competences specified for all 
the units of training listed in Appendix C (the relevant sections in Appendix 3 are shown in brackets):  
• the ability to undertake pre-operative assessment, obtain consent for anaesthetic procedures and 

prescribe premedication (Sections 1 & 2); 
• the routine induction, maintenance and recovery from general anaesthesia of ASA grade I or II 

patients and their safe discharge (Sections 4, 5, 6 & 11); 
• an understanding of and the safe use of anaesthesia equipment and the use, interpretation and 

limitations of monitoring equipment (Section 3); 
• the ability to recognise ASA III, IV and V patients, the potential for difficult intubation and the 

timing and need to call for senior help (Section 1); 
• the ability to assess, resuscitate and manage a trauma patient, and when necessary to stabilise 

the patient and prepare for transfer (Section 9); 
• the ability to resuscitate a patient following a respiratory or cardiac arrest to the standards set by 

the Resuscitation Council (UK) and to describe the management of critical incidents (Sections 15 
& 16): 

• the ability to establish and manage sub-arachnoid and epidural blockade, IVRA and some simple 
peripheral nerve blocks (Section 8); 

• an understanding of the implications of pregnancy, childhood (above age of 5), old age and 
infectious diseases in the pre, intra and post-operative periods (Sections 10, 11, 12 & 14); 

• an understanding of the principles of intensive and high dependency care, and which groups of 
patients can benefit from them (Section 7); and  

• attitudes, behaviour and judgement appropriate to the specialty (See The CCT in Anaesthesia I: 
General Principles Section 6.9). 

 
 
3.2:   Clinical knowledge 
 
The Primary FRCA Examination or a prospectively approved equivalent qualification assesses the 
knowledge and understanding (and some of the skills and attitudes) of the topics listed in Appendix 
C; and the knowledge and understanding of those aspects of basic science required to inform the 
clinical practice of a basic level training and to underpin subsequent intermediate level training. 
 
Basic science   Basic science will be assessed in the following areas (the relevant sections of  
Appendix C are given in brackets): 
• human anatomy relevant to the practice of anaesthesia, intensive care medicine and pain 

management (Section 17); 
• human physiology and biochemistry, and their application to the clinical practice of anaesthesia, 

intensive care medicine and pain relief (Section 18); 
• general pharmacological principles, and a knowledge of drugs likely to be encountered in basic 

anaesthetic practice and the current treatment of patients presenting for anaesthesia, intensive 
care medicine and pain relief (Section 19); 

• physics and clinical measurement, with an emphasis on monitoring equipment and safety 
(Section 20); and 

• statistical methods, emphasising data summary and presentation, and the choice of statistical 
tests for different data types (Section 21). 
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3.3:  Professionalism   
 
Training in professional knowledge, skills, attitudes and behaviour includes: 
• communication skills, attitudes and behaviour; 
• the responsibilities of professional life; 
• teaching and medical education; 
• health care management; 
• information technology;  and 
• medical ethics and law. 
 
The competences that have to be achieved by the end of the full CCT programme are described in 
The CCT in Anaesthesia Part I:  General Principles Appendixes E to J.   The level at which these 
skills should be taught, acquired and assessed depends on the progress and level of training of each 
trainee, and the arrangements in place within individual Schools of Anaesthesia.    There is 
considerable overlap in the competences described in each of the areas listed above.   Guidance on 
the competences that might be achieved by trainees during their basic level training is given below: 
 
Communication skills, attitudes and behaviour   During basic level training trainees will be 
expected to build on the competences already acquired during the Foundation Years’ training.   
Particular emphasis is to be placed on;  
• establishing the confidence and trust of the patient (throughout this section the term “patient” is 

taken to include guardians and, where relevant, relatives);  
• eliciting the necessary and relevant information from the patient, including areas of specific 

concern 
• promoting meaningful dialogue with the patient  
• discussing a management plan in terms appropriate to the patient’s level of understanding and 

sensitive to the patient’s concerns;   
• communicating any risks in a way that the patient can understand;   and  
• in his/her relations with other health care staff to: 

• establish an effective working relationship; 
• gather relevant information about the patient; and  
• to share relevant information with staff concerning the management of the patient while 

respecting issues of confidentiality. 
 
The responsibilities of professional life   During basic level training emphasis should be placed on 
the acquisition of skills in communication and the assessment and treatment of patients described 
above.   
 
Teaching and medical education   By the end of basic level training trainees should be displaying a 
personal commitment to teaching and learning.  This can be demonstrated by teaching under 
supervision undergraduates, Foundation Year trainees and other members of the medical team in 
areas within their professional competence.  They should also be developing their understanding of 
the assessment and appraisal methods that they themselves will be undergoing. 
 
Health care management    
• During basic level training trainees should develop an understanding of: 

• the necessity to fulfil their responsibilities within the department including appropriate 
communication when they are unable to meet a commitment.  

• the structure and running of a department of anaesthesia and intensive care medicine, 
including the different roles of Departmental Chairman and Clinical Director; 

• efficient operating theatre and day surgery unit utilisation and critical care bed occupancy;  
and. 

• the responsibility of all doctors as managers as outlined in GMC guidance, Management for 
Doctors. 
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• In addition they should: 
• show a recognition of a team approach, including clinicians, to the management of the 

service; 
• a commitment to good communication; 
• be able to report critical incidents;  and 
• have attended equality and diversity training during the previous 3 years. 

 
Information technology   It is quite possible likely that trainees may have acquired many of the 
necessary IT skills before starting their specialist training.   By the end of basic level training all 
trainees should have proved their computing ability at an equivalent level to the European Computer 
Driving Licence including: 
• General concepts of information technology 
• Managing files/folders, using the computer and storage media 
• Word processing -preparing their curriculum vitae, case reports or scientific papers 
• Spreadsheets –entering data and making simple analyses 
• Presentations – using Powerpoint to deliver a presentation or lecture 
• Databases-understanding how data is stored and retrieved 
• Information and communication – accessing the Internet to search for and retrieve information. 

Basic communication skills using email 
 
Medical ethics and law   During basic level training trainees should show that they understand 
basic health care law, including: 
• the Bolam principle. 
• consent: 

• “Informed” consent. 
• Consent and mental competence, and how to proceed in their absence. 

• legal requirements for record keeping. 
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4:   METHODS OF IMPLEMENTING BASIC LEVEL ASSESSMENTS, 
APPRAISALS  AND REVIEWS 

 
 
4.1:  Assessments of knowledge 
 
The structure of the formal assessments of knowledge are described in the RCoA booklet Primary 
and Final Examinations for the FRCA: Regulations57.  This document also lists those qualifications which 
are equivalent to and allow exemption from the FRCA Primary Examination. 
 
 
4.2   Repeated failure to pass the FRCA Primary Examination 
 
The policy on how to handle trainees who have failed to pass the FRCA Primary Examination or an 
equivalent, approved assessment of knowledge by the end of ST year 2 is described in Appendix D.       
 
 
4.2:   Workplace assessments 
 
Workplace assessments will be undertaken by the RCoA tutor and other designated consultants who 
meet the criteria to be trainers.  As described in Section 1.3, workplace assessments are intended to 
focus primarily on the attainment of clinical skills, attitudes and behaviour together with a confirmation 
that the trainee has an understanding of the practical aspects of the knowledge base. 
 
Assessment of clinical skills     
• The RCoA accepts that the timing of workplace assessments will vary from hospital to hospital.  

This is inevitable because of the different types of hospital and the selection of work they do.   
The format of assessments, however, must conform to the guidance contained in Sections 6.5 of 
The CCT in Anaesthesia I:  General Principles. 

• There is no expectation that every sub-component of a skill will be individually investigated and 
assessed, but rather that trainers will become confident, through their personal knowledge of the 
trainees, that the individual trainee has acquired sufficient competence in an area of practice to be 
signed off. If they cannot be signed off, the reason why should be identified and recorded, and 
constructive advice given to the trainee.    

• When assessing trainees  four principles must be followed: 
• Both the trainee and the School of Anaesthesia and/or hospital must keep a copy of the 

outcome:    
• The trainee's logbook and portfolio are kept up to date and reviewed. 
• If the trainee does not meet the required standard the reasons must be given and recorded in 

writing. 
• The sum of the assessments must allow the Basic Level Training Certificate to be issued with 

confidence. 
• If a trainee does not meet the necessary standard on an individual assessment, they must be re-

assessed at a later date.  Whether this should include the whole or just part of the assessment is 
left to the discretion of the assessor. 

 
Annual assessment of professionalism, attitudes and behaviour   Assessments of 
professionalism, attitudes and behaviour are integral parts of the workplace assessments and are an 
integral part of each unit described in Appendix 3.  In addition an assessment dedicated to 
professionalism, attitudes and behaviour should be carried out at least annually in the format 
described in The CCT in Anaesthesia I: General Principles, Section 6.7 and Appendix E, which also 
include examples of attitudes and behaviour that might cause concern.   Any problems identified must 
be discussed with the trainee and documented. 
 
                                                 
57 This is available on the RCoA website at http://www.rcoa.ac.uk 
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4.3:   Annual appraisals 
 
Every trainee should receive an annual appraisal as described in Section 6.4 of The CCT in 
Anaesthesia I: General Principles. 
 
 
4.4:   Timing of reviews 
 
(This section may be revised when Modernising Medical Careers:  The Gold Guide to Specialty 

Registrar Training is published later in 2007.) 
 
Review after 9 months of basic level training   At this time, all trainees (except those who have 
required a compulsory reassessment - see Section 2.2), should have a review which considers the 
suitability of the trainee to progress within the specialty.  This review should advise the trainee of their 
career options within anaesthesia or assist them in changing to a different specialty. 
 
Review after 21-24 months of basic level training   After 21-24 months there should be a review to 
determine whether the objectives of basic level training have been or are likely to be met.  Until these 
objectives have been met the Basic Level Training Certificate cannot be issued and there can be no 
entry into ST year 3. 
 
 
4.5:    Assessing Locum Appointments Training (LAT) towards basic level training    
 
LAT posts count towards the CCT only if they are of between 3 and 6 months duration.     If this 
training is to count towards the CCT it must be properly documented and the relevant competences 
signed off.  
 
 
4.6:   Assessing the competences of trainees trained abroad 
 
Up to twelve-months of basic level equivalent training spent in suitable, prospectively approved 
training posts outside the UK may be recognised towards ST year 158:    ST year 2 must be spent in 
the UK so that the relevant competences can be assessed and the Basic Level Training Certificate 
issued.    
 
Trainees coming to the UK with previous training in anaesthesia and/or ICM must complete the Initial 
Assessment of Competency (Section 2) and the workplace assessments in full.   If a trainee has 
received adequate training before coming to the UK, with careful planning it should be possible to 
assess all the basic level competences within twelve months. The Initial Assessment of Competency 
can be completed very early on.   The remaining assessments should be scheduled for the balance 
of the 12 months UK ST year 2 training  (see Section 4.2).    

 
Trainees wishing to count up to 3 months overseas training in ICM must still be assessed in 
the RCoA competences detailed in Appendix C Section 7 before they can be awarded the 
Basic Level Training Certificate. 
 
 

                                                 
58 Only prospectively approved foreign training will be recognised by PMETB for the award of a CCT.  
Retrospectively approved training will require the trainee to apply to enter the GMC’s Specialist Register via 
PMETB Article 14 at the end of ST year 7.  Trainees in this position should seek guidance from the College’s 
Training Department at the earliest opportunity. 
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4.7:   The documentation of training by the trainee 
 
It is the trainee’s personal responsibility to maintain a Professional Portfolio and logbook as described 
in The CCT in Anaesthesia I:  General Principles Appendix P. 
 
Trainees must also ensure that their ‘Workplace Assessments’ for individual units of training take 
place by reminding those responsible at the appropriate time.  If however the trainee experiences 
unreasonable difficulty in arranging the necessary assessment they should communicate this to the 
College Tutor or, exceptionally, to the Regional Adviser.  It is expected that by the end of their basic 
level training, trainees will have undergone ‘Workplace Assessments’ in all units of training. 
 
 
4.8:   Basic Level Training Certificate (BLTC) 
 
All trainees progressing to ST year 3, including those moving from Fixed Term Specialty Training 
Appointments, are required to have the BLTC before they can start their intermediate level training. 
 
The BLTC confirms completion of basic level competency based training in anaesthesia and ICM, of 
which the second year must be in the UK.   The certificate should be signed off by at least two 
designated consultants, one of whom must be the RCoA Tutor. 
 
Although some latitude is allowed in the way individual assessments are carried out, none is 
permitted in the wording or layout of the BLTC.   
 
The BLTC can be downloaded from the secure pages of the RCoA website for local reproduction.   
Copies of completed certificates should be sent to the RCoA Training Department as a formal record 
of completion of basic level training.  
 
ACCS trainees   Trainees entering the anaesthesia CCT programme via ACCS may have acquired 
some or all of the intermediate level ICM competences at the expense of basic level anaesthesia 
competences.  The exact balance will depend on the ACCS training provided for them.   This 
imbalance should not prevent the progression of these trainees from ST2 to ST3, but the “missing” 
anaesthetic competences must be acquired at an early stage of ST3 and before starting intermediate 
level training.   These arrangements must be recorded on the BLTC. 
 
Trainees from the Republic of Ireland   Trainees who completed their basic level training in the 
Republic of Ireland should possess a Certificate of Basic Training issued by the College of 
Anaesthetists RCSI.  They will be ineligible to commence intermediate level training without this 
certification.   

 
Others   Any other candidates e.g. SAS grades returning to training without a BLTC will be assessed 
individually by the local Regional Advisor prior to applying for intermediate level training.   If 
appropriate the Regional Advisor will issue a letter in lieu of the BLTC. 
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APPENDIX A: 
 
 
THE INITIAL TEST OF COMPETENCY:  SYLLABUS  
 
The principles of the Initial Test of Competency can be found in Section 2.1 of this manual. 
 
This test is in 5 parts: 
 
a) Preoperative assessment. 
b) General anaesthesia for ASA I or II patients (including equipment and anaesthetic machine 

checks). 
1. General anaesthesia with spontaneous respiration 
2. General anaesthesia with endotracheal intubation 

c) Rapid sequence induction and failed intubation routine.   
d) Cardio pulmonary resuscitation (CPR) skills. 
e) Clinical judgement, attitudes and behaviour. 
 
If a trainee has successfully completed an ALS course within the last 12 months (d) can be omitted. 
 
Only after this test has been satisfactorily completed can a trainee progress beyond direct 
supervision. 
 
Each of the 5 parts of the test (a – e, above) can be assessed by one (or more) trainers, but not all 5 
parts can be “signed off” by the same single trainer.  At least two trainers must be involved in the 
overall assessment. 
 
What follows is the syllabus for each of the five parts together with the assessment sheets for each 
part. 
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INITIAL ASSESSMENT OF COMPETENCY SYLLABUS:    
 
a)   Pre-operative assessment of patients 
 
Clinical skills 
 
1. Is able to demonstrate satisfactory communication with staff and patients 
2. Is able, in a manner appropriate to the patient, to take a relevant history, explain the necessary 

aspects of anaesthesia, and answer their questions 
3. Is able to assess the airway  
4. Is able to recognise potential problems requiring senior help 
5. Is able to explain the management of post-operative pain and symptom control in a manner 

appropriate to the patient  
6. Is able to interpret basic investigations (FBC, U & Es, chest x ray, ECG)  
7. Is able to choose and prescribe appropriate pre-medication 
 
 
Knowledge 
 
1. The ASA scale of fitness 
2. The relevance of common inter-current diseases to anaesthesia and surgery 
3. Consent for anaesthesia 
4. Predictors of difficult intubation 
 
 
Setting 
 
Patients: All appropriate patients aged 16 and over. 
 
 
Assessments 
 

 
• A ward based demonstration of practical skills. 
• Simultaneous oral confirmation of understanding.  
 

 
 
Guidance 
 
This is a preliminary test to ensure that the trainee communicates adequately and understands the 
broad outline of anaesthetic assessment. After three months of training the trainee should be 
expected to identify patients who are low risk from the anaesthetist’s point of view.  There is no 
expectation of the trainee being able to determine the fitness for operation of patients who are 
severely ill or who have inter-current disease.  The expectation is that they will know which cases to 
refer to or discuss with senior colleagues. The trainee should have an understanding of whatever 
premedication he or she intends to use. 
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INITIAL ASSESSMENT OF COMPETENCY:    
 
a)   Pre-operative assessment of patients 
 
The trainee must be accompanied on a pre-operative round of patients.   
 
 
Name of trainee………………………………………….…………………… 
         
The Trainee: 
 Yes No 
Communicates in a satisfactory manner with patients   
   
Obtains relevant history    
   
Undertakes any physical examination (if indicated)   
   
Assesses the airway   
   
Understands the pre-operative investigations   
   
Explains anaesthesia clearly   
   
Discusses pain and explains post operative analgesia clearly   
   
Prescribes pre-operative medication as needed   
   
Understands the ASA classification   
   
Understands consent for anaesthesia and operation   
 
 
 Yes No 
This assessment was completed satisfactorily   
IF NO, GIVE REASONS: 
 
 
 

 
 
 
Signed ………………………………..….. Print name………….…..…..   Date …..……….…….. 
 
Appointment …………………………………………….……………….. 
 
 
 
Signed: …………………………………… Print name …………….….... Date………..…….…… 
 
Appointment……………………………………………….……………… 
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INITIAL ASSESSMENT OF COMPETENCY SYLLABUS:    
 
b)   Administration of a safe general anaesthetic to an ASA I or II patient 
 
Clinical skills 
 
1. Explanation of the anaesthetic procedure(s) and surgery to the patient 
2. Appropriate choice of anaesthetic technique 
3. Pre-use equipment checks  
4. Proper placement of I.V. cannula 
5. Attachment of monitoring (including ECG) before induction of anaesthesia 
6. Measures blood pressure non-invasively 
7. Pre-oxygenation 
8. Satisfactory induction technique 
9. Appropriate management of the airway 
10. Maintenance of anaesthesia, including analgesia 
11. Appropriate perioperative monitoring and its interpretation 
12. Recognition and immediate management of any adverse events which might occur 
13. Proper measures during emergence from general anaesthesia, including extubation. 
14. Satisfactory hand over to recovery staff 
15. Accurate completion of anaesthetic and other records 
16. Prescription of appropriate post-operative analgesia and anti-emetics 
17. Choice of post operative oxygen therapy 
18. Instructions for  continued I.V. therapies (if relevant)  
 
 
Knowledge 
 
1. The effects of anaesthetic induction on cardiac and respiratory function 
2. The rationale for pre-oxygenation 
3. Methods available for the detection of misplaced ET tubes, including capnography 
4. Common causes of arterial desaturation (cyanosis) occurring  during induction, maintenance and 

recovery 
5. Common causes and management of intra-operative hypertension and hypotension 
6.   The immediate management only of cyanosis, apnoea, inability to ventilate, aspiration, 

bronchospasm, anaphylaxis and malignant hyperpyrexia 
7. Trainees must demonstrate an adequate, basic, practical knowledge of anaesthetic pharmacology 

to support their practice, for example, know about: 2 induction agents, 2 volatile agents, 2 opioids, 
suxamethonium and 1 competitive relaxant  

 
 
Setting 
 
Patients: ASA I and II patients age 16 years and over requiring uncomplicated surgery in the supine 

position e.g. hernia, varicose veins, hysterectomy, arthroscopy. 
Location: Operating theatre. 
Situations: Supervised theatre practice. 
 
 
Assessments: 
 

 
• A theatre based demonstration of practical skills. 
• Simultaneous oral case discussion of understanding.  
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Guidance: 
 
The trainee should be observed undertaking a number of cases using facemask and airway, and/or 
laryngeal mask and/or endotracheal tube. Care should be taken to ensure that the trainee is skilled in 
use of bag and mask and does not always rely on the laryngeal mask. Whilst ensuring patient safety 
the assessor should let the trainee proceed largely without interference and note problems of 
technique. This should be combined with a question and answer session covering the underlying 
comprehension of the trainee. The level of knowledge expected is that of a trainee who has been 
working in anaesthesia for 3 months and should be sufficient to support the specified clinical skills.  
Exclusions are specialised surgery, rapid sequence induction (see Section c) and children under the 
age of 16 years. 
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INITIAL ASSESSMENT OF COMPETENCY :    
 
b)   Ability to administer a general anaesthetic competently to an elective ASA I or II patient 

 
Part 1 General anaesthesia with spontaneous respiration 
 
Name of trainee  ………………………………………………………………………………… 
 
The Trainee: 
 Yes No 
Properly prepares the anaesthetic room and operating theatre                              

  Satisfactorily conducts a pre-operative equipment check (including the anaesthetic machine and 
breathing system)    

Has properly prepared and assessed the patient for surgery   

Chooses an appropriate anaesthetic technique   

Establishes IV access   

Establishes ECG and pulse oximetry in the anaesthetic room   

Measures the patients blood pressure prior to induction   

Pre-oxygenates as necessary   

Induces anaesthesia satisfactorily   

Manages airway competently   

   I) Face mask (+/-) airway   
  II) LMA   

Makes satisfactory transfer to operating theatre   

Positions patient safely   

Maintains and monitors anaesthesia satisfactorily   

Conducts emergence and recovery safely   

Keeps an appropriate and legible anaesthetic record   

Prescribes analgesia appropriately   

Properly supervises discharge of patient from recovery   

Understands the need for oxygen therapy   
 
 YES NO 
This assessment was completed satisfactorily   
IF NO, GIVE REASONS: 

 
Signed ……………..……..…Print name…………..……..…. Date……..…..…. Appt………..………… 
 
 
Signed ……………..……..…Print name…………..……..…. Date……….……. Appt……………..…… 
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INITIAL ASSESSMENT OF COMPETENCY :    
 
b)   Ability to administer a general anaesthetic competently to an elective ASA I or II patient 

 
Part 2   General anaesthesia with endotracheal intubation 
 
Name of trainee …………………………………………………………………… 
 
In addition to the assessment in Part 1, the trainee must demonstrate the following: 
 Yes No 
Assesses the airway properly                              
   
Knowledge of factors which may make intubation difficult    
   
Satisfactory use of laryngoscope   
   
Correct placement of endotracheal tube*    
   
Confirming the position of endotracheal tube by   
   

(i) observation   
   

(ii) auscultation   
   

(iii) capnography   
   
Knowledge of how to recognise incorrect placement of endotracheal tube   
   
Knowledge of how to maintain oxygenation in the event of failed intubation   
   
Manages extubation competently   
 
 YES NO
This assessment was completed satisfactorily   
IF NO, GIVE REASONS:   

 
Signed……………….……….…….Print name……………………………Date………………..…. 
 
Appointment ……………………………………. 
 
Signed  ……………..….....…..........Print name……………………………Date ......……..…........  
 
Appointment ……………………………………. 
 
 
 
*If intubation is not possible, the trainee should maintain the airway and allow the assessor to intubate the 
patient.  
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INITIAL ASSESSMENT OF COMPETENCY SYLLABUS:    
 
c)   Rapid Sequence Induction for an ASA I or II patient and failed intubation routine 
 
Clinical skills 
 
1. Detection of risk factors relating to slow gastric emptying, regurgitation and aspiration 
2. Use of drugs (antacids, H2 receptor antagonists etc) in the management of the patient at risk of 

aspiration 
3. Explanation of pre-oxygenation to the patient 
4. Proper explanation of rapid sequence induction (RSI) to patient. 
5. Proper demonstration of cricoid pressure to the patient and assistant. 
6. Demonstration of the use of:  

a) tipping trolley 
b) suction 
c) oxygen flush 

7. Appropriate choice of induction and relaxant drugs. 
8. Attachment of ECG, pulse oximeter and measurement of BP before induction. 
9. Pre-oxygenation. 
10. Satisfactory rapid sequence induction technique. 
11. Demonstration of proper measures to minimise aspiration risk during emergence from 

anaesthesia. 
12. Failed intubation drill, emergency airway management (this may be manikin based). 
 
Knowledge 
 
1. Risk factors causing regurgitation and aspiration.  
2. Factors influencing gastric emptying, especially trauma and opioids. 
3. Fasting periods in relation to urgency of surgery 
4. Reduction of the risks of regurgitation. 
5. Failed intubation drill, emergency airway management 
6. The emergency treatment of aspiration of gastric contents 
7. Basic pharmacology of suxamethonium and repeated doses. 
 
Setting 
 
Patients: Starved ASA I and II patients aged 16 and over having uncomplicated elective or urgent 
surgery with normal upper airway anatomy. 
Location: Operating theatre. 
Situations: Supervised theatre practice. 
 
Assessments 
 

• A test of failed intubation drill (this may be manikin based) 
• A theatre based demonstration of practical skills. 
• Simultaneous oral test of understanding.  

 
Guidance 
 
This test should ensure competent management of the airway during straightforward urgent  surgery. 
The test  must be done on a patient who is adequately starved prior to induction of anaesthesia.  The 
patient may, or may not be, an urgent case.  The trainee should be able to discuss methods of 
prediction of the difficult airway and of difficult intubation. They should be able to explain and if 
possible demonstrate on a manikin the failed intubation drill, and the immediate management of the 
patient who aspirates gastric contents.   
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INITIAL ASSESSMENT OF COMPETENCY:   
 
c)   Rapid Sequence Induction (RSI) and failed intubation routine 
 
 
Name of trainee……………………………………………………………………….……. 
 
The Trainee has satisfactorily demonstrated: 
 Yes No 
Preparation of the anaesthetic room and operating theatre                              
   
Satisfactorily checking of the anaesthetic machine, sucker etc.    
   
Preparation of the patient (information and positioning)   
   
An understanding of the mandatory periods for pre-operative fasting   
   
An understanding of the indications for RSI   
   
An adequate explanation of RSI to the patient, including cricoid pressure   
   
To the assistant how to apply cricoid pressure   
   
Proper pre-oxygenation of the patient         
   
The undertaking of a RSI   
   
Recognition of correct placement of tracheal tube   
   
Knowledge of failed intubation drill   
   
Practical application of failed intubation drill (this may be manikin based)   
   
Proper extubation when the stomach may not be empty   
 
 
 Yes No 
This assessment was completed satisfactorily   
IF NO, GIVE REASONS:   

 
 
Signed..................…................ Print name  ……………………..……… Date .............................. 
 
Appointment……………………………………………………….. 
 
 
Signed ......................…...........Print name ………………………….…… Date ..............................  
 
Appointment……………………………………………………….. 
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INITIAL ASSESSMENT OF COMPETENCY SYLLABUS:    
 
d)   Cardio-pulmonary resuscitation (CPR) 
 
Clinical skills 
 
1. Able to recognise cardiac and respiratory arrest 
2. Able to perform cardiac compression 
3. Able to manage the airway during cardiopulmonary resuscitation  (CPR): using expired air 

breathing, bag and mask, laryngeal mask and endotracheal intubation 
4. Able to perform CPR either single-handed or as a member of a team 
5. Able to use the defibrillator 
6. Able to interpret arrhythmias causing and associated with cardiac arrest 
7. To perform resuscitation sequences for ventricular tachycardia, VF, asystole, EMD 
8. Able to move a patient into the recovery position 
 
 
Knowledge 
 
1. Resuscitation guidelines of Resuscitation Council (UK) 
2. The factors relating to brain injury at cardiac arrest 
3. Factors influencing the effectiveness of cardiac compression 
4. Drugs used during CPR (adrenaline (epinephrine), atropine, lignocaine, calcium, magnesium, 

sodium bicarbonate) 
5. The ethics of CPR: who might benefit 
6. Record keeping at CPR  

 
  
Setting 
 
Simulated scenario of collapse requiring cardio-pulmonary resuscitation during a practical teaching 
session 
Role: Initiate and maintain CPR when necessary. Undertake the role of team leader if no more senior 
doctor is present, continuing CPR as appropriate, administering necessary drugs and defibrillating if 
needed. If a more experienced resuscitator is available will adopt an appropriate role in the 
resuscitation team. 
Locations:  Wherever necessary. 
 
 
Assessments 
 

 
• Manikin based practical assessment of CPR skills 
• Arrhythmia recognition session using monitor 
• Oral assessment of knowledge of resuscitation 
 

 
 
If a trainee has completed an ALS course within the last 12 months, the assessment of CPR 
competency can be assumed and signed off with a comment made to that effect under the 
signature(s). 
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INITIAL ASSESSMENT OF COMPETENCY:    
 
d)   Cardiopulmonary Resuscitation 
 
This assessment may be undertaken at any time and may be combined with a practical teaching 
session.59 
 
Name of trainee…………………………………………………………………………………………… 
 
The Trainee: 
 Yes  No 
Ensures personal safety and that of the staff     
    
Calls for help    
    
Demonstrates the diagnostic method    
    
Demonstrates mask to mouth rescue breathing.    
    
Demonstrates ventilation with mask and bag     
    
Demonstrates satisfactory insertion of and ventilation with ET tube    
    
Demonstrates satisfactory cardiac compression.    
    
Satisfactorily interprets common arrhythmias on ECG monitor.        
    
Understands the indications for defibrillation.    
    
Demonstrates correct use of defibrillator    
    
Understands the use of appropriate drugs during resuscitation    
    
Can undertake the lead role in directing CPR.    
    
Demonstrates moving a patient into the recovery position    
 
 Yes No 
This assessment was completed satisfactorily    
IF NO, GIVE REASONS    

 
Signed……….………..……… Print name……..…….…………….……..  Date …………………. 
 
Appointment ……………………………………………. 
 
Signed ………..…………..….  Print name ………….……………….……  Date………………….. 
 
Appointment …………………………………………….

                                                 
59 If a trainee has completed an ALS course within the last 12 months, the assessment of CPR competency can 
be assumed and signed with a comment made to that effect under the signature(s). 



Edition 1: January 2007     

II – A - 13 

INITIAL ASSESSMENT OF COMPETENCY SYLLABUS:     
 
e)   Clinical judgement, attitudes and behaviour 
 
A guide to assessing satisfactory attitudes and behaviour is given in The CCT in Anaesthesia I: 
General Principles  Appendix 4.  At this early stage in a trainee’s career all that is required is 
confirmation of the statement on the assessment sheet overleaf. 
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INITIAL ASSESSMENT OF COMPETENCY:  
 
e)   Clinical judgement, attitudes and behaviour 
 
 
Name of trainee  ………………………………………………………………………………………….. 
 
 
To the best of my knowledge and belief this trainee has: 
 
1. Shown care and respect for patients. 
2. Demonstrated a willingness to learn. 
3. Asked for help appropriately. 
4. Appeared reliable and trustworthy. 
 
 
 
Signed……………..………………….Print name…..…….……….…………Date………..….……. 
 
Appointment ……………………………………………. 
 
 
 
Signed…………………..…………….Print name……..…………….……….Date………………… 
 
Appointment ……………………………………………. 
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APPENDIX B: 
 
 

WORKPLACE ASSESSMENT OF THE BASIC COMPETENCES FOR 
OBSTETRIC ANAESTHESIA 
 
 
 
 
 
  
 
 
Each part of each of the following assessments can be assessed by one (or more) trainers, but not  
all parts can be “signed off” by the same single trainer. At least two consultants with fixed sessions  
in obstetric anaesthesia must be involved in the overall assessment. One of these should be the 
supervising consultant.  
 

This assessment applies to trainees new to obstetric anaesthesia and to more experienced 
trainees who are working in the United Kingdom for the first time to enable them to work 
with distant supervision 
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WORKPLACE ASSESSMENT OF THE BASIC COMPETENCES FOR OBSTETRIC 
ANAESTHESIA 
 
a)    Knowledge 
 
The following broad topics are the minimum knowledge base required before a trainee can be 
expected to work with distant supervision.  The form of this knowledge assessment is left to the 
discretion of local trainers it could, for example, be by case based discussion.  
 
                                  Yes          No 
 
1. Labour analgesia (including options other than regional anaesthesia)   
     
2. Anatomy – spine, airway, obstetric    
     
3. Labour physiology     
     
4. Basic obstetrics, including basic foetal assessment    
     
5. Relevant pharmacology, including oxytocics, vasopressors, magnesium     
 sulphate etc    
     
6. Obstetric general anaesthesia; including revision of failed intubation     
 protocols    
     
7. Epidural or CSE analgesia in labour     
     
8. Regional anaesthesia for operative delivery – including management of     
 hypotension, total spinal anaethesia and accidental intravenous    
 injection of local anaesthesia    
     
9. Management of major haemorrhage    
     
10. Management of pre-eclampsia and eclampsia    
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WORKPLACE ASSESSMENT OF THE BASIC COMPETENCES FOR OBSTETRIC 
ANAESTHESIA 
 
 
b)    Preconditions prior to workplace assessments 
 
 
Name of trainee…………………………………………………………………………………… 
 
                                   Yes         No 
 

1. The trainee has progressed to working with distant supervision in adult    
 non-obstetric practice. He/She is appropriately confident and has     

 undergone satisfactory workplace assessments in this role.    
     
2. The trainee has had satisfactory workplace assessments in the following     
 topics: Pre-operative assessment, premedication, anaesthesia equipment:    

 monitoring and safety, induction of general anaesthesia, intraoperative care,    
 (The CCT in Anaesthesia ll  Appendix 3 Sections 1,2,3,4,5 and 6)     
     

3. The trainee has an adequate knowledge base (see above for details)    
     

4. The trainee has received an appropriate induction to the obstetric unit,     
 including familiarisation with all relevant equipment, protocols and guidelines.    
     
5. The trainee knows when and how to request more experienced assistance    
     
     
  YES  NO
This assessment was completed satisfactorily    
If not, you must give details overleaf    
 
 
 
Signed ……………..……..……..  Name..…............…….………..…… (Lead trainer)   Date…………..… 
 
 
Signed .........….…….….............  Name………………..…..…………..…… (Trainee)   Date………….…. 
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WORKPLACE ASSESSMENT OF THE BASIC COMPETENCES FOR OBSTETRIC 
ANAESTHESIA 
 
 
c)    Assessment of competence to administer an epidural / CSE for pain relief in labour 
 
 
Name of trainee……………………………………………………………………………………….…..…… 
 
Date of assessment………………………… Place of assessment………………………………..……… 
 
 
Direct observation of procedural skills    
     
The checklist below may be used, and may be particularly helpful if the 
overall assessment is not satisfactory. 

   

     
A tick indicates satisfactory performance in the stated competence   Date 
     
1. Chooses the anaesthetic technique appropriately    
     
2. Assesses the patient    
     
3. Obtains informed consent    
     
4. Establishes  IV access / gives a preload according to local protocol.    
     
5. Demonstrates satisfactory aseptic technique    
     
6. Positions patient correctly for the block    
     
7. Inserts epidural catheter satisfactorily using appropriate  technique    
     
8. Performs aspiration test and responds appropriately to the result    
     
9. Administers test dose according to local protocol.    
     
10. Ensures further care of patient as appropriate    
     
11. Demonstrates good record keeping as required by GMC    
     
12. Demonstrates good behaviour, communication skills and attitudes    
 as required by GMC    
     
  YES  NO  
This assessment was completed satisfactorily     
If not, you must give details overleaf     

 
 
 
Signed ……………..……..……..  Name..…............…….………..…… (Lead trainer)   Date…………..… 
 
 
Signed .........….…….….............  Name………………..…..…………..…… (Trainee)   Date………….…. 
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WORKPLACE ASSESSMENT OF THE BASIC COMPETENCES FOR OBSTETRIC 
ANAESTHESIA  
 
 
d)    Assessment of competence to administer an epidural top-up for an emergency Caesarean   

            section 
 
 
Name of trainee…………………………………………………………………………..……………….…… 
 
Date of assessment………………………... Place of assessment…………………………………..…… 
 
 
Direct observation of procedural skills    
     
The checklist below may be used, and may be particularly helpful if the 
overall assessment is not satisfactory. 

   

     
A tick indicates satisfactory performance in the stated competence   Date 
     
1. Chooses the anaesthetic technique appropriately    
     
2. Assesses the patient, obtains informed consent and ensures an     
 appropriate pre-medication is given    
     
3. Checks equipment, prepares required drugs     
     
4. Establishes appropriate IV access     
     
5. Establishes monitoring according to local protocols     
     
6. Prepares and administers epidural drug(s) according to local protocol.     
     
7. Positions patient appropriately for the top up and development of the    
 block    
     
8. Demonstrates adequate vigilance    
     
9. Treats complications and manages difficulties appropriately     
     
10. Checks adequacy of anaesthesia prior to surgery    
     
11. Gives other intra-operative therapy as required and/or per protocols    
     
12. Maintains a good anaesthetic record    
     
13. Prescribes  post-operative analgesia and other therapy as per unit     
 protocols    
     
14. Demonstrates good behaviour, communication skills and attitudes    
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  YES  NO  
This assessment was completed satisfactorily     
If not, you must give details below     
 
 
 
 
 
 
 
 
Signed ……………..……..……..  Name..…............…….………..…… (Lead trainer)   Date…………..… 
 
 
Signed .........….…….….............  Name………………..…..…………..…… (Trainee)   Date………….…. 
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WORKPLACE ASSESSMENT OF THE BASIC COMPETENCES FOR OBSTETRIC 
ANAESTHESIA  
 
 
e)     Assessment of competence to administer a spinal / CSE for elective or emergency  
       Caesarean section 
 
 
Name of trainee………………………………………………………………………………………...……… 
 
Date of assessment………………………... Place of assessment……………………………………..… 

 
 

Direct observation of procedural skills    
     
The checklist below may be used, and may be particularly helpful if the 
overall assessment is not satisfactory. 

   

     
A tick indicates satisfactory performance in the stated competence   Date 
     
1. Chooses the anaesthetic technique appropriately    
     
2. Assesses the patient, obtains informed consent, ensures appropriate    
 pre-medication is given and explains attendant risks    
     
3. Checks equipment, prepares required drugs    
     
4. Establishes IV access and commences pre-load as per unit standards    
     
5. Establishes monitoring    
     
6. Positions patient    
     
7. Performs spinal or CSE anaesthesia    
     
8. Manages the patient appropriately during onset of anaesthesia    
     
9. Manages the patient appropriately during surgery    
     
10. Gives other intraoperative therapy as required and/or per protocols    
     
11. Maintains an good anaesthetic record    
     
12. Prescribes post-operative analgesia and other therapy as per unit    
 Protocols    
     
13. Demonstrates good behaviour, communication skills and attitudes    
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  YES  NO  
This assessment was completed satisfactorily     
If not, you must give details below    
 
 
 
 
 
 
 
 
 
 
Signed ……………..……..……..  Name..…............…….………..…… (Lead trainer)   Date…………..… 
 
 
Signed .........….…….….............  Name………………..…..…………..…… (Trainee)   Date………….…. 
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WORKPLACE ASSESSMENT OF THE BASIC COMPETENCES FOR OBSTETRIC 
ANAESTHESIA 
 
 
f)    Assessment of competence to administer general anaesthesia for elective or emergency     
       Caesarean section 
 
Name of trainee………………………………………………………………………………………...……… 
 
Date of assessment………………………... Place of assessment…………………………………..…… 
 
 
Direct observation of procedural skills    
     
The checklist below may be used, and may be particularly helpful if the 
overall assessment is not satisfactory. 

   

     
A tick indicates satisfactory performance in the stated competence   Date 
     
1. Chooses the anaesthetic technique appropriately    
     
2. Assesses the patient and assesses the airway    
     
3. Obtains informed consent and gives pre-induction drugs    
     
4. Checks and prepares equipment and drugs     
     
5. Establishes iv access and monitoring    
     
6. Positions patient    
     
7. Preoxygenates the patient    
     
8. Performs rapid sequence induction of anaesthesia    
     
9. Manages the airway satisfactorily    
     
10. Demonstrates vigilance and maintains anesthesia appropriately    
     
11. Gives other therapy as required and/or per protocol    
     
12. Manages emergence from anaesthesia adequately    
     
13. Ensures safe transfer from operating table to bed / trolley and to recovery    
     
14. Maintains an good anaesthetic record    
     
15. Prescribes post-operative analgesia and other therapy     
     
16. Demonstrates good behaviour, communication skills and attitudes    
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  YES  NO  
This assessment was completed satisfactorily     
If not, you must give details below 
 

   

 
 
 
 
 
 
 
 
 
 
 
Signed ……………..……..……..  Name..…............…….………..…… (Lead trainer)   Date…………..… 
 
 
Signed .........….…….….............  Name………………..…..…………..…… (Trainee)   Date………….…. 
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APPENDIX C: 
 
 

THE CCT IN ANAESTHESIA 
BASIC LEVEL SYLLABUS 

(ST years 1 and 2) 
 
 
 

 UNIT PAGE 
1.  Preoperative assessment II – C - 2 

2.  Premedication II – C - 5 

3.  Anaesthesia and HDU and ICU equipment: monitoring and safety II – C - 6 

4.  Induction of general anaesthesia II – C - 8 

5.  Intraoperative care (including sedation) II – C - 10 

6.  Postoperative and recovery care II – C - 12 

7.  Intensive and high dependency care II – C - 14 

8.  Regional anaesthesia II – C - 16 

9.  Management of trauma, stabilisation and transfer of patients II – C - 18 

10.  Obstetric anaesthesia and analgesia II – C - 20 

11.  Paediatric anaesthesia II – C - 21 

12.  Anaesthesia and the elderly II – C - 24 

13.  Pain management II – C - 25 

14.  Infection control II – C - 26 

15.  Critical incidents II – C - 27 

16.  Management of respiratory and cardiac arrest II – C - 29 

17.  Anatomy II – C - 30 

18.  Physiology and biochemistry II – C - 32 

19.  Pharmacology II – C - 35 

20.  Physics and clinical measurement II – C - 37 

21.  Statistical methods II – C - 39 
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1:   PREOPERATIVE ASSESSMENT 
 
1.1:   Knowledge 
 
B:1.1.1  Implications for anaesthesia of commoner elective conditions requiring gynaecological, 

abdominal, orthopaedic, ENT, dental, urological and body surface surgery.  Knowledge of 
special interest practice and specialised techniques is not required unless specified 
elsewhere. 

B:1.1.2  The relevance of trauma, intestinal obstruction and acute abdominal emergencies   
B:1.1.3  The ASA classification and other scoring systems such as Glasgow coma scale (GCS) 
B:1.1.4  The interpretation of relevant preoperative investigations 
B:1.1.5  Restriction of food and fluid by mouth, cessation of smoking, correction of dehydration 
B:1.1.6  Assessment of difficulties in airway management and the importance of the 'shared 

airway' 
B:1.1.7  Implications for anaesthesia of common medical conditions (ischaemic heart disease, 

hypertension, diabetes, asthma, rheumatoid arthritis etc) 
B:1.1.8  Anaesthetic implications of current drug therapy and whether it should be continued, 

modified stopped or changed peri-operatively 
B:1.1.9  Need for and methods of perioperative antithrombotic treatment 
B:1.1.10 The importance of an anaesthetic history and genetic diseases in anaesthesia with 

respect to suxamethonium apnoea, anaphylaxis and malignant hyperpyrexia 
B:1.1.11 Assessment of post-operative analgesic needs 
B:1.1.12 Assessment of whether ICU or HDU care will be required post-operatively 
B:1.1.13 The importance of consent and the issues surrounding it 
B:1.1.14 Dangers of repeat anaesthesia 
 

 
1.2:   Skills 
 
History taking 
B:1.2.1  Anaesthetic history: personal and familial 
B:1.2.2  Previous airway/ intubation difficulties 
B:1.2.3  Medication: current and past 
B:1.2.4  Allergies and previous drug reactions 
B:1.2.5  Previous anaesthetic exposure and surgery 
B:1.2.6  Respiratory status and symptoms (especially asthma and COPD) 
B:1.2.7  Cardiovascular status and symptoms (especially IHD and hypertension) 
B:1.2.8  Neurological status and symptoms (especially epilepsy, CVAs, conscious level and 

including mental state) 
B:1.2.9  Gastro-intestinal problems (especially reflux, obstruction, potentially delayed gastric 

emptying) 
B:1.2.10 Arthropathies and other musculo-skeletal problems (especially rheumatoid arthritis) 
B:1.2.11 Renal conditions 
B:1.2.12 Hepatic conditions (especially jaundice, cirrhosis) 
B:1.2.13 Endocrine conditions (especially diabetes, steroid therapy) 
B:1.2.14 Skin conditions  
B:1.2.15 Obstetric conditions  
B:1.2.16 Congenital disorders affecting anaesthesia 
B:1.2.17 Hereditary disorders affecting anaesthesia 
B:1.2.18 Haemoglobinopathies 
B:1.2.19 Coagulopathies   
B:1.2.20 Nutritional abnormalities (especially obesity) 
B:1.2.21 Social problems and identification of high risk groups for infection 
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Physical Examination 
B:1.2.22 Teeth/ airway/ cervical spine/ intubation assessment 
B:1.2.23 Cardiovascular system (IHD, hypertension, LVF) 
B:1.2.24 Respiratory system (asthma, COPD) 
B:1.2.25 Nutritional state (obesity) 
B:1.2.26 Neurological system (GCS: any acute or residual effects of CVA) 
B:1.2.27 Abdomen and GI tract 
B:1.2.28 Anaemia 
B:1.2.29 Jaundice 
B:1.2.30 Sequelae of diabetes and steroids 
B:1.2.31 Musculo-skeletal problems (including relevance to positioning, neck stability, regional 

blockade) 
Data Interpretation 
B:1.2.32 Clinical: 
B:1.2.33 Respiratory function tests 
B:1.2.34 Electrocardiographs 
B:1.2.35 Central venous pressure measurement 
B:1.2.36 Systolic, diastolic and mean arterial pressure 
B:1.2.37 Exercise tests 
B:1.2.38 Interpreting fluid balance and other charts 
B:1.2.39 Radiological (showing clear abnormalities): 
B:1.2.40 Chest radiographs 
B:1.2.41 Films showing long bone, skull, vertebral and rib fractures 
B:1.2.42 Simple CAT and MRI scans of head demonstrating fractures/ haemorrhage 
B:1.2.43 Neck and thoracic inlet films 
B:1.2.44 Films showing abdominal fluid levels/air 
B:1.2.45 Laboratory: 
B:1.2.46 Haematology (including coagulation and sickle tests) 
B:1.2.47 Urea and electrolytes 
B:1.2.48 pH and blood gases 
B:1.2.49 Liver function tests 
B:1.2.50 Thyroid function 
Factors in special groups 
B:1.2.51 Children (aged 5 years and over) 
B:1.2.52 The elderly 
B:1.2.53 Day case patients 
Planning 
B:1.2.54 Deciding on an anaesthetic technique appropriate to the patient 
B:1.2.55 Ensuring the necessary resources are available for safe patient care 
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1.3:   Attitudes and behaviour 
 
Communication 
B:1.3.1  Consent for: 
B:1.3.2  general anaesthesia (including a discussion of the risks) 
B:1.3.3  epidural/caudal/spinal/regional/local blocks ((including a discussion of the risks) 
B:1.3.4  Explanation of need for preoperative routine and specialised tests (including hepatitis 

screening, HIV testing and sickle cell status) 
B:1.3.5  Explanation of pain management, side effects and complications of: 
B:1.3.6  oral/sublingual/rectal/subcutaneous/IM/IV/nasal/transdermal drugs 
B:1.3.7  epidural/regional techniques/local blocks 
B:1.3.8  inhalational analgesia 
B:1.3.9  patient controlled analgesia 
B:1.3.10 Discussion of preoperative medication choices 
B:1.3.11 Explanation of postoperative expectations and care 
B:1.3.12 Communication with other professionals 
Other Attitudes 
B:1.3.13 Care and compassion for patients 
B:1.3.14 Ability to achieve appropriate information transfer 
B:1.3.15 Ethical behaviour 
B:1.3.16 Professional, unemotional approach 
B:1.3.17 Reassurance 
B:1.3.18 Attention to detail 
B:1.3.19 Punctuality 
B:1.3.20 Clean neat appearance and politeness 
B:1.3.21 Proper interaction with other professions and professionals 
B:1.3.22 Helpfulness 
 
1.4   Workplace training objectives  

 
B:1.4.1  Able to assess the airway for potential difficulties with airway management 
B:1.4.2  Able to take a relevant history 
B:1.4.3  Able to interpret pre-operative investigations and respond to them  
B:1.4.4  Able to recognise when senior advice or assistance is required 
B:1.4.5  Able to assess and plan the anaesthetic management of ASA I & II patients 
B:1.4.6  Able to recognise ASA III, IV & V patients, and have a knowledge of the implications of 

this for anaesthesia 
B:1.4.7  Able to assess the impact of the presenting surgical condition on the patient’s 

physiological status 
B:1.4.8  Able to assess suitability of patients for day case surgery 
B:1.4.9  Able to identify patients at a high risk of nausea and vomiting 
B:1.4.10 Able to explain risks and options of routine anaesthesia to patients and to obtain their  

consent. 
B:1.4.11 Have a knowledge of how to deal with emergencies arising before anaesthesia and how 

to stabilise a patient’s condition until senior assistance can arrive (see also section 13). 
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2:   PREMEDICATION  
 
2.1   Knowledge 
 
B:2.1.1  Rationale for use of premedicant drugs  
B:2.1.2  Choice of drugs, advantages and disadvantages 
B:2.1.3  Rationale for antacid, and prokinetic premedication 
B:2.1.4  Rationale for antithrombotic therapy 
B:2.1.5  Understanding of causes of delayed gastric emptying 

 
2.2   Skills 

 
B:2.2.1  Assessment of level of anxiety and address patient's concerns 
B:2.2.2  Recognition of situations leading to delayed gastric emptying  
B:2.2.3  Checking a patient prior to premedication and on arrival in the anaesthetic room/theatre 

 
2.3   Attitudes and behaviour 

 
B:2.3.1  Able to reassure patient and allay anxiety 
B:2.3.2  Explain (as appropriate) problems/complications to patients/ relatives concerning: 
B:2.3.3  • difficult intubation & dentition 
B:2.3.4  • sore throat, nausea and vomiting 
B:2.3.5  • thrombophlebitis 
B:2.3.6  • post-spinal headache 
B:2.3.7  • suxamethonium apnoea and pains 
B:2.3.8  • anaphylaxis 
B:2.3.9  • malignant hyperpyrexia 
 
2.4   Workplace training objectives  
 
B:2.4.1  To become practised at answering patients questions in the most appropriate way 
B:2.4.2  To always try to alleviate anxiety 
B:2.4.3  To ensure thromboprophylaxis is considered 
B:2.4.4  To gain a knowledge of the properties and effects of premedicant drugs 
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3:   ANAESTHESIA, HDU AND ICU EQUIPMENT:  
       MONITORING AND SAFETY 
 
 
3.1   Knowledge 

B:3.1.1  Physical principles underlying the function of the anaesthetic machine, pressure regulators, 
flowmeters, vaporizers, breathing systems  

B:3.1.2  Chemistry of absorption of carbon dioxide 
B:3.1.3  Principles of lung ventilators, disconnection monitors 
B:3.1.4  Manufacture and storage of oxygen, nitrous oxide, carbon dioxide, compressed air 
B:3.1.5  Pipeline and suction systems, gas cylinders 
B:3.1.6  Minimum monitoring requirements 
B:3.1.7  Basis for pre-use checks of anaesthetic machine, breathing systems and monitoring 

apparatus 
B:3.1.8  Airways, tracheal tubes, tracheostomy tubes, emergency airways, laryngeal masks, fixed 

and variable performance oxygen therapy equipment, self-inflating bags 
B:3.1.9  The content of an anaesthetic record 
B:3.1.10 Function and use of resuscitation equipment, transfusion devices  
B:3.1.11 Humidification devices 
B:3.1.12 Environmental control of the operating theatre including temperature, humidity, air changes 

and scavenging systems for waste anaesthetic gases and vapours 
B:3.1.13 Sterilisation and cleaning of equipment 
B:3.1.14 Electrical safety  
B:3.1.15 Characteristics of intravenous cannulae, spinal and epidural needles 

 
 

3.2   Skills 
 
B:3.2.1  Checking the anaesthetic machine 
B:3.2.2  Checking pipelines 
B:3.2.3  Changing and checking cylinders 
B:3.2.4  Connecting up breathing systems 
B:3.2.5  Checking breathing systems 
B:3.2.6  Setting up/checking/monitoring lung ventilators 
B:3.2.7  Setting up/checking alarm limits for monitoring equipment 
B:3.2.8  Collecting data from monitors 
B:3.2.9  Record keeping 
B:3.2.10 Checking resuscitation equipment 
B:3.2.11 Assembling resuscitation equipment 
B:3.2.12 Selecting defibrillator settings 
B:3.2.13 Recognising machine, breathing system and equipment errors: miss-assembly and 

disconnections   
B:3.2.14 Composing equipment checklists for: 
B:3.2.15 • resuscitation equipment 
B:3.2.16 • difficult and failed intubation  
B:3.2.17 • CVP monitoring 
B:3.2.18 • arterial pressure monitoring 
B:3.2.19 • epidural/spinal packs 
B:3.2.20 • paediatric intubation set 
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3.3   Attitudes and behaviour 
 

B:3.3.1  Recognition that anaesthetic equipment comprises anaesthesia tool kit 
B:3.3.2  Shared responsibility for equipment with theatre staff 
B:3.3.3  Commitment to understand as fully as possible the working principles of all anaesthetic 

equipment 
B:3.3.4  Determination to maximise safety, and not to compromise it by accepting substandard 

equipment both as to range and quality 
 
 
3.4   Workplace training objectives 
 
B:3.4.1  To check anaesthesia machine 
B:3.4.2  To assemble and check breathing systems 
B:3.4.3  To set up and check ventilator 
B:3.4.4  To describe the requirements for minimal monitoring 
B:3.4.5  To decide when additional monitoring (e.g. CVP, arterial line) is needed  
B:3.4.6  To set up and check monitoring equipment and alarm limits 
B:3.4.7  To check resuscitation equipment 
B:3.4.8  To keep a good anaesthetic record 
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4:   INDUCTION OF GENERAL ANAESTHESIA 
 
 
4.1:   Knowledge 
 
B:4.1.1  Intravenous and inhalational induction of anaesthesia; advantages and disadvantages of 

each technique 
B:4.1.2  Indications for tracheal intubation 
B:4.1.3  Selection of tube type (oral, nasal, armoured etc), diameter and length 
B:4.1.4  Management of difficult intubation and failed intubation 
B:4.1.5  Methods of confirming placement of the endotracheal tube; oesophageal and 

endobronchial intubation, complications 
B:4.1.6  Insertion and use of oral airways, face masks and laryngeal mask airway 
B:4.1.7  Causes of regurgitation and vomiting during induction, prevention and management of 

pulmonary aspiration 
B:4.1.8  Cricoid pressure 
B:4.1.9  Induction of anaesthesia in special circumstances, (head injury, full stomach, upper 

airway obstruction, shock) 
B:4.1.10 Drugs: pharmacology and dosages of induction agents, relaxants, analgesics, and 

inhalational agents 
B:4.1.11 Side effects of drugs used and their interactions 
B:4.1.12 Monitoring during induction  
B:4.1.13 Recognition and management of anaphylactic and anaphylactoid reactions including 

follow up and patient information 
B:4.1.14 Management of intra-arterial injection of harmful substances (e.g. antibiotics, 

thiopentone) 
B:4.1.15 Management of asthma, COPD, hypertension, IHD, rheumatoid arthritis 
B:4.1.16 Problems of the obese patient 
  
 
4.2:   Skills 
 
B:4.2.1  IV and inhalational Induction of anaesthesia in patients with elective and urgent 

conditions requiring gynaecological, abdominal, orthopaedic, ENT, dental, urological and 
body surface surgery  (Knowledge of special interest practice and specialised techniques 
is not required unless specified elsewhere) 

B:4.2.2  Checking patient in the anaesthetic room 
B:4.2.3  Safety checking of equipment (see section 7) 
B:4.2.4  Obtaining vascular access - suitability of sites and technique of intravenous injection 
B:4.2.5  Airway assessment and optimising the patient’s position for airway management 
B:4.2.6  Airway management with mask and oral/nasal airways 
B:4.2.7  Introduction and checking correct placement of laryngeal mask airway 
B:4.2.8  Appropriate choice and passage of oral and nasal endotracheal tubes 
B:4.2.9  Intubation up to grade II Cormack-Lehane 
B:4.2.10 Use of gum elastic bougie and stilette 
B:4.2.11 Identifying correct/incorrect placement of tube (oesophagus/main bronchus) 
B:4.2.12 Interpretation of capnograph trace  
B:4.2.13 Failed intubation drill 
B:4.2.14 Rapid sequence induction/cricoid pressure  
B:4.2.15 Checking difficult intubation kit and paediatric intubation set 
B:4.2.16 Using of monitoring equipment, including application of ECG electrodes 
B:4.2.17 Managing of cardiovascular and respiratory changes during and after induction of 

general anaesthesia 
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4.3:   Attitudes and behaviour 
 

B:4.3.1  Safety first 
B:4.3.2  Always knowing the whereabouts of senior assistance 
B:4.3.3  Being clear in explanations to patient and staff 
B:4.3.4  Being reassuring to patients during induction of anaesthesia 
B:4.3.5  Being polite, calm and having a professional approach 
 
 
4.4:   Workplace training objectives 
 
B:4.4.1  To perform routine intravenous induction of anaesthesia 
B:4.4.2  To perform routine gaseous induction of anaesthesia 
B:4.4.3  To identify the correct placement of the endotracheal tube after intubation 
B:4.4.4  To rehearse failed intubation drill  
B:4.4.5  To discuss induction of general anaesthesia in difficult airways, shocked patients and 

others of ASA>II 
B:4.4.6  To manage the cardiovascular and respiratory complications of induction of general 

anaesthesia 
B:4.4.7  To describe the management of aspiration, anaphylaxis, failed intubation and malignant 

hyperpyrexia 
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5:   INTRAOPERATIVE CARE (INCLUDING SEDATION) 
 
 
5.1:   Knowledge 

 
B:5.1.1  Techniques of maintenance of general anaesthesia involving both spontaneous and 

controlled ventilation (except special interest and highly specialised practice)  
B:5.1.2  Definition of and methods of sedation 
B:5.1.3  Management of the shared airway 
B:5.1.4  Effects and hazards of the pneumoperitoneum induced for laparoscopic surgery 
B:5.1.5  Drugs: Pharmacology, uses and dosages of induction agents used for IV maintenance, 

relaxants, analgesics, inhalational agents  
B:5.1.6  Methods of producing muscle relaxation 
B:5.1.7  Choice of spontaneous and controlled ventilation and methods of monitoring them 
B:5.1.8  Minimum monitoring standards 
B:5.1.9  Additional monitoring for sick patients (e.g. CVP, urine flow) 
B:5.1.10 Detection and prevention of awareness  
B:5.1.11 Management of important critical incidents occurring during anaesthesia (see section 19)
B:5.1.12 Diagnosis and treatment of pneumothorax 
B:5.1.13 Principles of fluid balance 
B:5.1.14 Blood & blood products; synthetic colloids; crystalloids 
B:5.1.15 Management of massive haemorrhage, volume expansion, blood transfusion (hazards 

including incompatibility reaction) 
B:5.1.16 Correct intraoperative positioning on theatre table, care of pressure points, avoidance 

nerve injury: complications of supine and prone positions 
B:5.1.17 Management of asthma, COPD, hypertension, IHD, rheumatoid arthritis, jaundice, 

steroid therapy, diabetes 
B:5.1.18 Content of the anaesthetic record 
B:5.1.19 Modification of technique in repeat anaesthesia 
B:5.1.20 Understanding basic surgical operations 
 
5.2:   Skills 
 
B:5.2.1  Maintenance of appropriate levels of anaesthesia with inhalational and intravenous 

agents in patients with elective and urgent conditions requiring gynaecological, 
abdominal, orthopaedic, ENT, dental, urological and body surface surgery  (Knowledge 
of special interest practice and specialised techniques is not required unless specified 
elsewhere.) 

B:5.2.2  Transferring the patient from trolley to operating table 
B:5.2.3  Positioning the patient 
B:5.2.4  Airway control: recognition and correction of problems 
B:5.2.5  Laryngoscopy and intubation and its problems 
B:5.2.6  Detection and correction of airway obstruction 
B:5.2.7  Use of oral airways, facemasks and laryngeal mask airway  
B:5.2.8  Sharing the airway 
B:5.2.9  Management of appropriate intermittent positive pressure ventilation  
B:5.2.10 Methods of pain relief during maintenance 
B:5.2.11 Management of effects of drugs used during anaesthesia 
B:5.2.12 Management of hypo and hypertension 
B:5.2.13 Provision of intra-operative fluids; transfusion of blood and blood products 
B:5.2.14 Management of diabetes 
B:5.2.15 Methods of detection of awareness 
B:5.2.16 Management of appropriate muscle relaxation 
B:5.2.17 Management of any critical incidents which occur during anaesthesia  
B:5.2.18 Interpretation and limitations of monitoring equipment 
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5.3:   Attitudes and behaviour 
 
B:5.3.1  Vigilance 
B:5.3.2  Attention to detail 
B:5.3.3  Attention to multiple sources of data continuously 
B:5.3.4  Recognition of need to communicate with colleagues 
 
 
5.4:   Workplace training objectives  
 
B:5.4.1  To manage anaesthetised spontaneously breathing patients 
B:5.4.2  To manage anaesthetised ventilated patients 
B:5.4.3  To manage sedated patients 
B:5.4.4  To manage diabetes perioperatively 
B:5.4.5  To manage steroid cover 
B:5.4.6  To checking blood and blood products 
B:5.4.7  To apply and interpret of appropriate monitoring  
B:5.4.8  To know how to deal with emergencies as they occur in anaesthesia and how to stabilise 

a patient’s condition until senior assistance arrives 
B:5.4.9  To plan ahead with the surgeon any unusual requirements of anaesthesia 
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6:   POSTOPERATIVE AND RECOVERY CARE 
 
 
6.1:   Knowledge 

 
B:6.1.1  Causes and treatment of failure to breathe at end of operation 
B:6.1.2  Distinguishing between opiate excess, continued anaesthetic effect and/or residual 

paralysis 
B:6.1.3  Care of the unconscious patient 
B:6.1.4  Monitoring the patient in recovery 
B:6.1.5  Interpretation of nerve stimulator patterns 
B:6.1.6  Oxygen therapy, indications and techniques 
B:6.1.7  Management of cyanosis, hypo- and hypertension, shivering and stridor  
B:6.1.8  Postoperative fluid balance and prescribing 
B:6.1.9  Assessment of pain and methods of pain management  
B:6.1.10  Methods of treating of postoperative nausea and vomiting 
B:6.1.11  Causes and management of post-operative confusion 
B:6.1.12  Management of asthma, COPD, hypertension, IHD, rheumatoid arthritis, jaundice, 

steroid therapy, diabetes 
B:6.1.13  Management of the obese patient 
B:6.1.14  Recovery room equipment 
B:6.1.15  Prevention, diagnosis and management of postoperative pulmonary atelectasis, deep 

vein thrombosis and pulmonary embolus 
B:6.1.16  Criteria for discharge of day-stay patients 

 
 
6.2:   Skills 
 
B:6.2.1  Recovery from anaesthesia in patients with elective and urgent conditions requiring 

gynaecological, abdominal, orthopaedic, ENT, dental, urological and body surface 
surgery ( Knowledge of special interest practice and specialised techniques is not 
required unless specified elsewhere.) 

B:6.2.2  Clear instructions during handover of patient to recovery staff 
B:6.2.3  Assessment of full return of protective reflexes  
B:6.2.4  Assessment of adequacy of ventilation/reversal 
B:6.2.5  Recognition of residual relaxant action 
B:6.2.6  Use of nerve stimulator 
B:6.2.7  Extubation and airway protection in presence of potentially full stomach 
B:6.2.8  Prescription of postoperative fluids 
B:6.2.9  Assessment of fluid balance and need for urethral catheterisation 
B:6.2.10  Evaluation and management of post-operative confusion  
B:6.2.11  Assessment of postoperative pain 
B:6.2.12  Prescription of postoperative pain regimen 
B:6.2.13  Treatment of nausea and vomiting 
B:6.2.14  Stabilisation before discharge from Recovery  
B:6.2.15  Continuation of care until discharge from Recovery, and beyond as appropriate 
B:6.2.16  Criteria for discharge of patients to ward 
B:6.2.17  Criteria for discharge of day-stay patients 
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6.3:   Attitudes and behaviour 
 
B:6.3.1  Clear communication 
B:6.3.2  Responding rapidly to calls for help 
B:6.3.3  Follow up of sick patients on the ward before going home 

 
 

6.4:   Workplace training objectives  
 
B:6.4.1  To achieve a smooth, controlled return of vital functions and reflexes 
B:6.4.2  To practice giving clear instructions to recovery staff 
B:6.4.3  To be able to discharge patients safely back to the ward 
B:6.4.4  To know the criteria for discharge of day-stay patients 
B:6.4.5  To recognise and treat of common recovery room complications 
B:6.4.6  To recognise and treat conditions and circumstances requiring HDU or ICU care 
B:6.4.7  To know the equipment requirements of a recovery room 
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7:   INTENSIVE AND HIGH DEPENDENCY CARE 
 
During ST Years 1 and 2 trainees in anaesthesia are required to spend a total of 3 months in 
intensive care training.  The basic level knowledge, skills and attitudes lists below are compatible with 
the recommendations of the Intercollegiate Board for Training in Intensive Care Medicine (IBTICM)60 
for this level of training in intensive care medicine.  Because these are reproduced in full, there is 
obviously repetition of material that appears in other sections of this document.  There is, in addition, 
guidance on assessment for ICM. 
 
 
7.1:   Knowledge 
 
B:7.1.1  An understanding of the potential benefits of high dependency and intensive care 
B:7.1.2  Common causes of admission to high dependency and intensive care 
B:7.1.3  Method of examination of the unconscious patient 
B:7.1.4  The principles of brain stem death diagnosis 
B:7.1.5  An understanding of sepsis and the basic patterns of failure of the major organs 
B:7.1.6  The common causes of cardiac and respiratory arrest 
B:7.1.7  The anatomy of the oropharynx, larynx, trachea & bronchial tree 
B:7.1.8  Basic anatomy of neck, upper thorax, arms, wrists, inguinal region and foot relevant to 

insertion of venous and arterial access 
B:7.1.9  Method of inserting a chest drain and relief of tension pneumothorax 
B:7.1.10  Understanding of the choice of intravenous fluids appropriate for use in major fluid loss, 

and their pharmacology 
B:7.1.11  The recognition of basic cardiac dysrrhythmias and the current therapies (physical 

(carotid sinus massage), electrical (defibrillation & countershock), electrolytic (Mg++, 
Ca++), and pharmacological (adrenaline (epinephrine), atropine, lignocaine and 2nd line 
drugs) 

B:7.1.12  Pharmacology of the common inotropic agents used in the critically ill (adrenaline 
(epinephrine), nor-adrenaline (nor-epinephrine)) 

B:7.1.13  Pharmacology of major analgesics used as respiratory depressants (morphine, fentanyl 
series), and common side effects and contra-indications 

B:7.1.14  Pharmacology of common muscle relaxants (depolarising and non-depolarising) and 
common side effects and contra-indications 

B:7.1.15  Pharmacology of intravenous sedative and anaesthetic induction agents used in the 
critical care unit 

B:7.1.16  Thromboprophylaxis in intensive and high dependency patients 
B:7.1.17  Choice of antibiotics 
B:7.1.18  Use of diuretics for cardiac and respiratory failure and to maintain urine output 
B:7.1.19  The basic cardiac and respiratory physiology  
B:7.1.20  The basic physiology of respiration and the consequences of positive pressure 

ventilation 
B:7.1.21  An understanding of common blood gas abnormalities 
B:7.1.22  An understanding of the use of ventilation in use on critically ill patients, with a 

knowledge of the vocabulary 
B:7.1.23  An understanding of the uses and limitations of monitoring equipment 
B:7.1.24  The content of an ICU record 
B:7.1.25  An insight into likely outcome based upon severity scoring 
B:7.1.26  The grief response 
 
 

                                                 
60 Available from the IBTICM Secretariat at the RCA 
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7.2:   Skills 
 
B:7.2.1  Cardiopulmonary resuscitation (as defined in Section 2.1 and Appendix 1.d.) 
B:7.2.2  Maintenance of a clear airway using bag and mask  
B:7.2.3  Insertion of an endotracheal tube, via the oral route 
B:7.2.4  Change of tracheostomy tube 
B:7.2.5  Examination and care of the unconscious patient 
B:7.2.6  Insertion of adequate peripheral venous access sufficient to manage major haemorrhage
B:7.2.7  Insertion of central venous and arterial cannulae 
B:7.2.8  Institution and maintenance of controlled mechanical ventilation in a critically ill patient 
B:7.2.9  Ability to summarise and provide a succinct analysis of the patient’s medical history, 

ongoing therapies and expected problems to medical and nursing colleagues 
B:7.2.10  Good communication with patients, relatives and staff 
B:7.2.11  Ability to explain and discuss the nature of the patient’s illness with relatives 
 
 
7.3:   Attitudes and behaviour 
 
B:7.3.1  Understanding of the needs and behaviour of worried and grieving relatives 
B:7.3.2  Commitment to good communication 
B:7.3.3  Willingness to accept failures of therapy 
B:7.3.4  Involving others with specialist skills 
B:7.3.5  Recognition of team approach 
 
 
7.4:   Workplace training objectives 
 
B:7.4.1  To gaining the skills and confidence to resuscitate adult patients following cardio-

pulmonary arrest 
B:7.4.2  To caring for the unconscious patient  
B:7.4.3  To recognition of an adult critically ill patient and begin resuscitation with appropriate 

urgency  
B:7.4.4  To communicate well with the nursing staff in the ICU, patients, relatives and other 

hospital staff 
B:7.4.5  To recognise one's own limitations and the nature and importance of team working 
B:7.4.6  To make clear presentations of patients to other medical and nursing staff 
B:7.4.7  To offer comfort to patient and relatives when there is no prospect of survival 
 
 
Assessment guidelines 
 
• Ward based assessment of interaction with relatives by feedback from senior nursing staff 
• Ward based assessment of interaction with nursing staff 
• Ward based observation of skills in airway control and vascular access 
• Training room based assessment of resuscitation skills (unless having completed ALS course 

within the last 12 months).  This could be undertaken by a Resuscitation training Officer. 
• Oral assessment of pharmacology and physiology in ICU setting 
• Observation during presentation of assignment during weekly seminar/teaching session 
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8:   Regional anaesthesia 
 
Regional techniques are integral components of anaesthesia in the UK, but the College recognises 
that it is inappropriate to expect that every trainee will become competent in every possible block 
technique, although they must be competent in all the generic aspects of block performance.  All 
trainee anaesthetists are expected to be able to perform both spinal and lumbar epidural block, but 
Schools of Anaesthesia will vary in the range of other blocks to which trainees can be exposed.  The 
basic level curriculum thus indicates which other blocks might be learned at this stage, but only if 
appropriate opportunities are available.  Assessments should be as outlined in Section 1.2 for spinal 
& lumbar epidural blocks, and trainees must recognise that they should not attempt blocks until they 
have received supervised training, and passed the relevant assessment.  
 
 
8.1:   Knowledge 

 
B:8.1.1  Pharmacology of local anaesthetics & spinal opioids 
B:8.1.2  Anatomy of spine, nerve roots, cauda equina, intercostal nerves, brachial plexus, 

femoral nerve, inguinal canal, nerves at wrist and ankle, nerve supply of larynx 
B:8.1.3  Dermatomes and levels for common operations (e.g. inguinal hernia, haemorrhoids) 
B:8.1.4  Technique of spinal and epidural (including caudal) anaesthesia: single shot and 

catheter techniques  
B:8.1.5  Management of the complications of spinal and epidural (including caudal) analgesia 

(associated hypotension, shivering, nausea & anxiety) 
B:8.1.6  Management of accidental total spinal blockade 
B:8.1.7  Management of dural tap 
B:8.1.8  Techniques and complications of intravenous regional anaesthesia (IVRA),  
B:8.1.9  Toxicity of local anaesthetic agents and its management 
B:8.1.10  Management of failed/ deteriorating regional block 
B:8.1.11  Methods of sedation 
B:8.1.12  Absolute and relative contraindications to regional blockade 
 
 
8.2   Skills 

 
B:8.2.1  Technique of spinal and epidural (including caudal) analgesia in any suitable patients 
B:8.2.2  Recognition of contraindicated or unsuitable patients or those in whom a block would be 

difficult to perform 
B:8.2.3  Management of hypotension, nausea, anxiety and shivering induced by spinal or 

epidural blockade 
B:8.2.4  Post-operative care following spinal or epidural block (including urinary retention) 
B:8.2.5  Prescription of continuous epidural infusions 
B:8.2.6  Use of epidural techniques for post-operative pain management 
B:8.2.7  Checking epidural/spinal packs 
B:8.2.8  Technique of intravenous regional anaesthesia (IVRA) 
B:8.2.9  Performance of some simple peripheral nerve blocks 
B:8.2.10  Use of drugs to provide sedation 
B:8.2.11  Combined general and regional anaesthesia 
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8.3:   Attitudes and behaviour 
 
B:8.3.1  Safety first 
B:8.3.2  Considering views of patient and surgeon 
B:8.3.3  Management of theatre environment with awake patient 
B:8.3.4  Planning list to allow block to take effect 
B:8.3.5  Communication and reassurance 
B:8.3.6  Consent for regional blockade 
 
 
8.4:   Workplace training objectives 
 
B:8.4.1  To obtain consent from patients 
B:8.4.2  To create a safe and supportive environment in theatre 
B:8.4.3  To position patients and to instruct and use assistants properly 
B:8.4.4  To establish spinal and epidural blockade 
B:8.4.5  To maintain epidural blockade using top up and continuous techniques with local 

anaesthetics and opioids 
B:8.4.6  To perform IVRA 
B:8.4.7  To perform some simple peripheral nerve blocks 
B:8.4.8  To know the criteria for the safe discharge of patients from recovery 
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9:   MANAGEMENT OF TRAUMA, STABILISATION AND TRANSFER  
 OF PATIENTS 

 
 
9.1:   Knowledge 
 
B:9.1.1  Performance and interpretation of the primary and secondary survey 
B:9.1.2  Emergency airway management  
B:9.1.3  Anatomy and technique of cricothyrotomy/tracheostomy/mini-tracheotomy 
B:9.1.4  Establishing IV access: interosseous cannulation 
B:9.1.5  Immediate specific treatment of life-threatening illness or injury, with special reference to 

thoracic and abdominal trauma 
B:9.1.6  Recognition and management of hypovolaemic shock 
B:9.1.7  Effects of trauma on gastric emptying 
B:9.1.8  Central venous access: anatomy and techniques 
B:9.1.9  Central venous pressure monitoring 
B:9.1.10  Arterial pressure monitoring 
B:9.1.11  Pleural drain insertion 
B:9.1.12  Peritoneal lavage 
B:9.1.13  Principles of the management of head injury 
B:9.1.14  Mechanisms and effects of raised intra-cranial pressure: coup and contra-coup injuries 
B:9.1.15  Methods of preventing the 'second insult' to the brain 
B:9.1.16  Principles of anaesthesia in the presence of a recent head injury 
B:9.1.17  Management of cervical spine injuries 
B:9.1.18  Principles of the safe transfer of patients 
B:9.1.19  Understanding portable monitoring systems 
B:9.1.20  Recognition and management of dilutional coagulopathy 
B:9.1.21  Factors affecting intraocular pressure 
 
 
9.2:   Skills 
 
B:9.2.1  Assessment and immediate management of trauma patient: primary and secondary 

survey 
B:9.2.2  Glasgow coma scale 
B:9.2.3  Recognition of need for appropriate investigations (Hb, cross-match, chest X-ray etc) 
B:9.2.4  Assessment and management of circulatory shock 
B:9.2.5  Emergency airway management, oxygen therapy and ventilation 
B:9.2.6  Chest drain insertion and management: emergency relief of tension pneumothorax  
B:9.2.7  Cannulation of major vessels for resuscitation and monitoring 
B:9.2.8  Care and immobilisation of cervical spine  
B:9.2.9  Transfers within and between hospitals of adults who do not have life threatening 

conditions or a severe head injury 
B:9.2.10  Analgesia for trauma victim 
B:9.2.11  Urinary catheterisation in traumatised patient 
B:9.2.12  Establishing central venous pressure monitoring: interpretation of readings 
B:9.2.13  Establishing arterial pressure monitoring: interpretation of readings 
B:9.2.14  Anaesthesia in the presence of a recent head injury (which itself does not require 

surgery) 
B:9.2.15  Anaesthesia for a penetrating eye injury 
B:9.2.16  Ability to deal with emergencies before, during and after anaesthesia and the ability to 

stabilise a patient's condition until senior assistance arrives 
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9.3:   Attitudes and behaviour 
 

B:9.3.1  Trauma matters: importance of speed of response and proper resuscitation 
B:9.3.2  Try to offer the best chance of survival 
B:9.3.3  Focus on the golden hour 
B:9.3.4  Communication with appropriate specialists 
B:9.3.5  Ability to take control when either appropriate or necessary 
B:9.3.6  Insist on stabilisation before transfer 
B:9.3.7  Pretransfer checking of kit and personnel 
B:9.3.8  Communication with relatives 
 
 
9.4:   Workplace training objectives 
 
B:9.4.1  To perform assessment, immediate care and management of the traumatised patient, 

(including the principles of managing a head injury) 
B:9.4.2  To stabilise a patient’s condition until senior assistance arrives 
B:9.4.3  To know when to get senior or other specialist help 
B:9.4.4  To know of how to deal with emergencies related to trauma before, during and after 

anaesthesia 
B:9.4.5  To transfer a stable ventilated patient safely to another site, either in the same or in a 

different hospital 



Edition 1: January 2007     

II – C - 20 

10:   OBSTETRIC ANAESTHESIA AND ANALGESIA 
 
 
10.1:   Knowledge 
 
B:10.1.1  Physiological changes associated with a normal pregnancy 
B:10.1.2  Functions of the placenta: placental transfer: feto-maternal circulation 
B:10.1.3  The fetus: fetal circulation: changes at birth 
B:10.1.4  Pain pathways relevant to labour 
B:10.1.5  Methods of analgesia during labour: indications and contraindications 
B:10.1.6  Effect of pregnancy on the technique of general and regional anaesthesia 
B:10.1.7  Principles of anaesthesia for incidental surgery during pregnancy 
 
 
10.2:   Skills (to observe or perform) 
 
B:10.2.1  Preoperative assessment of pregnant patient 
B:10.2.2  Anaesthesia for retained products of conception 
B:10.2.3  Analgesia for labour 
B:10.2.4  Management of APH and PPH 
B:10.2.5  Management of dilutional coagulopathy 
B:10.2.6  Intubation problems in the full-term mother 
B:10.2.7  Anaesthesia/analgesia for instrumental delivery 
B:10.2.8  Anaesthesia for retained placenta 
B:10.2.9  Anaesthesia for caesarean section 
 
 
10.3:   Attitudes and behaviour 
 
B:10.3.1  Attempt by conscientious care to recognise problems early 
B:10.3.2  Seek senior help early 
B:10.3.3  Good communication with mother, partner and other family members 
B:10.3.4  Calmness under pressure 
B:10.3.5  Timely assistance and prompt response to requests for analgesia and help 
B:10.3.6  Reassurance to the mother 
B:10.3.7  Compassion and kindness when the outcome of labour has been poor 
 
 
10.4:   Workplace training objectives 
 
B:10.4.1  All trainees should have an attachment to an obstetric service to observe and preferably 

perform the listed skills.    Before progressing to indirect supervision trainees must 
successfully complete the workplace assessment of the basic competences for obstetric 
anaesthesia described in Section 1.2 of The CCT in Anaesthesia II.   If a trainee 
repeatedly fails to pass the assessment of basic competency they may not be signed off 
for the competences listed in Sections 10.1 to 10.3 above, and such a trainee must not 
work on an obstetric unit without direct supervision.   
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11:   PAEDIATRIC ANAESTHESIA 
 
 
11.1:   Knowledge (infants and children) 
 
B:11.1.1  Anatomical differences in the airway, head, and spinal cord from the adult 
B:11.1.2  Deciduous and permanent dentition 
B:11.1.3  Physiological differences from the adult 
B:11.1.4  Haematological and biochemical changes with age 
B:11.1.5  Estimation of blood volume, replacement of fluid loss 
B:11.1.6  Modification of drug dosages 
B:11.1.7  Analgesia for children 
B:11.1.8  Premedication, including local anaesthesia for venepuncture 
B:11.1.9  Calculation of tube sizes, selection of masks and airways 
B:11.1.10  Choice of breathing system 
B:11.1.11  Upper respiratory tract infections and when to cancel operations 
B:11.1.12  Psychological aspects of sick children 
 
 
11.2:   Skills (aged 5 and above, unless otherwise stated) 
 
B:11.2.1  Preoperative assessment of the previously fit child 
B:11.2.2  Anaesthesia in fit children for elective and urgent general, ENT, and ophthalmic surgery, 

minor trauma and other non-specialist procedures 
B:11.2.3  Venous access (including local anaesthesia premedication) 
B:11.2.4  Airway management, selection of correct sized tubes and masks etc 
B:11.2.5  IV and gaseous induction of general anaesthesia 
B:11.2.6  Spontaneous and ventilated maintenance of anaesthesia 
B:11.2.7  Caudal and other simple blocks 
B:11.2.8  Management and stabilisation of the injured child (excluding neonates and infants) until 

senior help arrives 
B:11.2.9  Paediatric resuscitation (practised in a resuscitation teaching session) as described by 

the Resuscitation Council (UK) 
 
 
11.3:   Attitudes and behaviour 
 
B:11.3.1  Communication with the child and parents 
B:11.3.2  Reassurance for the child and parents 
B:11.3.3  Issues of consent 
B:11.3.4  Management of the environment during induction of anaesthesia 
 
 
11.4:   Workplace training objectives 
 
B:11.4.1  The variation in paediatric exposure will vary greatly amongst trainees during ST Years 1 

and 2.  Trainees should take whatever opportunities they can to obtain the skills in the 
list above. It is accepted that not all trainees will have sufficient clinical opportunity to 
progress beyond direct supervision. 
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11.5:   Training in Child Protection  
 

Anaesthetists of all grades may encounter children who have suffered physical and/or sexual abuse 
in various situations: 
1. Resuscitation of a critically ill child who has sustained an injury under circumstances that cannot 

wholly be explained by natural circumstances or is consistent with intentional trauma or abuse 
2. In the paediatric intensive care unit e.g. following severe head injury, where the above needs to 

be considered 
3. When called upon to anaesthetise a child for a formal forensic examination, possibly involving 

colposcopy, sigmoidoscopy and the collection of specimens. This may also include medical 
photography/video records. 

4. Rarely a child may tell the anaesthetist about abuse (“disclosure”) 
5. During the course of a routine pre-op examination or surgical procedure, the anaesthetist or 

surgeon notes unusual or unexplained signs which may be indicative of physical or sexual abuse 
 
In all these situations, it is essential that health care professionals, including the anaesthetist, act in 
the best interests of the child.  
 
11.5.1:   Knowledge 
 
B:11.5.1.1  Situations in which abuse of children may present 
B:11.5.1.2  Signs indicative of a possible need to safeguard the infant or child 
B:11.5.1.3  Awareness of local CP procedures 
 
 
11.5.2:   Skills 
 
B:11.5.2.1  Clearly communicates concerns (includes documentation) 
B:11.5.2.2  Ability to manage the child and their parents in a sensitive, appropriate manner 
 
 
11.5.3   Attitudes and behaviour 
 
B:11.5.3.1  Understands need to communicate concerns within team 
B:11.5.3.2  Asks for senior and/or paediatrician support when appropriate 
 
 
11.5.4   Workplace and training objectives 
 
B:11.5.4.1  Demonstrates knowledge of local safeguarding children procedures 
 
 
11.5.5   Additional Notes 
 
It is suggested that this training can be achieved in a 1 hour scenario based discussion or PBL 
format.   In addition all trainees should be familiar with the RCoA/APA/RCPCH Guideline Child 
Protection and the Anaesthetist:  Safeguarding Children in the Operating Theatre. 
 
General principles-What to do if child abuse or neglect is suspected 
• Good communication is essential.  Anaesthetists are advised not to intervene alone, and 

suspicions should be discussed with the individual identified in the local guideline. In particular it 
would not be appropriate to institute or initiate formal examination whilst the child is 
anaesthetised, as separate consent is required.  

• Further management needs to be agreed in conjunction with the paediatrician, surgeon and 
anaesthetist. Consideration needs to be given to: 
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• Informing the parents (except in the case of fabricated or fictitious illness and child sexual 
abuse) 

• Further assessment 
• Informing social services and/or the police 

• Full documentation is essential. 
• The paediatrician should lead this process, and may seek advice from the Named or Designated 

Doctor for child protection.  
 
Duties of  the Anaesthetist 
• To act in the best interests of the child 
• To be aware of the child’s rights to be protected 
• To respect the rights of the child to confidentiality  
• To contact a paediatrician with experience of child protection for advice (On call paediatrician for 

Named or Designated Doctor/Nurse) 
• To be aware of the local chid protection mechanisms 
• To be aware of the rights of those with parental responsibility 
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12:   ANAESTHESIA AND THE ELDERLY 
 
 
12.1:   Knowledge 
 
B:12.1.1  Physiological changes with age 
B:12.1.2  Altered pharmacological response 
B:12.1.3  Erosion of physiological reserve 
B:12.1.4  Frequent co-morbidities 
B:12.1.5  Positioning difficulties 
B:12.1.6  Communication difficulties (eyesight, hearing, CVAs) 
B:12.1.7  Mental clarity, memory loss 
B:12.1.8  Causes of post-operative confusion 
B:12.1.9  Importance of social circumstances 
 
 
12.2:   Skills 
 
B:12.2.1  Modifications necessary when anaesthetising the elderly 
B:12.2.2  Management of post-operative confusion 
 
 
12.3:   Attitudes and behaviour 
 
B:12.3.1  Special efforts to communicate clearly (N.B. deafness and blindness) 
B:12.3.2  Old people have feelings too 
B:12.3.3  Respect for the social norms of older people 
B:12.3.4  Problems of consent in mental infirmity 
B:12.3.5  Recognising the limitations of therapy 
B:12.3.6  Ethics of 'do not resuscitate' orders 
 
 
12.4:   Workplace training objectives 
 
B:12.4.1 When anaesthetising elderly patients to be aware of the special problems they pose. 
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13:   Pain management 
 
 
13.1:   Knowledge 
 
B:13.1.1  Afferent nocioceptive pathways, dorsal horn, peripheral and central mechanisms, 

neuromodulatory systems, supraspinal mechanisms 
B:13.1.2  Nocioceptive pain, visceral pain, neuropathic pain 
B:13.1.3  Influence of therapy on nocioceptive mechanisms 
B:13.1.4  The analgesic ladder 
B:13.1.5  Simple analgesics: drugs and mechanisms 
B:13.1.6  Opioids: drugs and mechanisms  
B:13.1.7  Non-steroidal anti-inflammatory agents: drugs and mechanisms 
B:13.1.8  Local anaesthetic agents: drugs and mechanisms 
B:13.1.9  Measurement of pain 
B:13.1.10  Organisation and objectives of an acute pain service 
 
 
13.2:   Skills 
 
B:13.2.1  Assessment and management of postoperative pain and nausea 
B:13.2.2  Monitoring acute pain and pain relieving methods 
B:13.2.3  Use of simple analgesics: paracetamol: NSAIDs 
B:13.2.4  Opioids: intramuscular, intravenous infusion, intravenous PCA, subcutaneous PCA, 

epidural, intrathecal 
B:13.2.5  Regional local anaesthetic techniques: lumbar epidural, caudal epidural, simple 

peripheral nerve blocks 
B:13.2.6  Inhalational analgesia 
B:13.2.7  Specific clinical groups: children, elderly, impaired consciousness, intensive care 
B:13.2.8  Contributing to an acute pain service 
 
 
13.3:   Attitudes and behaviour 
 
B:13.3.1  Communication with patients, relatives, staff 
B:13.3.2  Rapid response to unrelieved pain 
B:13.3.3  Management tempered by awareness of potential complications and side effects 
B:13.3.4  Awareness of limitations in pain management 
B:13.3.5  Making efforts to follow patients up on the wards 
B:13.3.6  Recognition of need for team approach and partnerships in a pain team 
 
 
13.4:   Workplace training objectives 
 
B:13.4.1  To prescribe appropriately for patients in pain awaiting surgery 
B:13.4.2  To prescribe pain management for patients after common surgical procedures 
B:13.4.3  To institute appropriate action to relieve pain quickly in recovery 
B:13.4.4  To become familiar and technically proficient with a variety of therapeutic methods listed 

above in the skills list 
 
 
 



Edition 1: January 2007     

II – C - 26 

14:   INFECTION CONTROL 
 
 
14.1:   Knowledge 
 
B:14.1.1  Universal precautions and good working practices (hand washing, gloves etc) 
B:14.1.2  Cross infection: modes and common agents 
B:14.1.3  Emergence of resistant strains: antibiotic policies in a hospital 
B:14.1.4  Common surgical infections: antibiotic choice and prophylaxis 
B:14.1.5  Infections from contaminated blood 
B:14.1.6  Hepatitis and HIV infections: modes of infection: natural history: at risk groups 
B:14.1.7  Immunisation policy 
B:14.1.8  Sterilisation of equipment 
B:14.1.9  Strategy if contaminated 
 
 
14.2:   Skills 
 
B:14.2.1  Preoperative assessment: awareness of at risk groups  
B:14.2.2  Recognition of the immunocompromised patient 
B:14.2.3  Administration of IV antibiotics: risk of allergy and anaphylaxis 
B:14.2.4  Aseptic techniques 
B:14.2.5  Use of disposable filters and breathing systems 
B:14.2.6  Use of protective clothing/gloves/masks etc 
 
 
14.3:   Attitudes and behaviour 
 
B:14.3.1  Every patient entitled to the best care available 
B:14.3.2  Prevention of self-infection 
B:14.3.3  Prevention of cross infection 
 
 
 
15.4:   Workplace training objectives 
 
B:14.4.1  To think about and apply the skills and attitudes listed above to all patients  
B:14.4.2  To wash hands between patients 
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15:   CRITICAL INCIDENTS 
 
 
15.1:   Knowledge 
 
Common causes of critical incidents 
 
Principles of the causes, detection and management of: 
B:15.1.1  Cardiac and / or respiratory arrest 
B:15.1.2  Unexpected Hypoxia with or without cyanosis 
B:15.1.3  Unexpected increase in peak airway pressure 
B:15.1.4  Progressive fall in minute volume during spontaneous respiration or IPPV 
B:15.1.5  Fall in end tidal CO2 
B:15.1.6  Rise in end tidal CO2 
B:15.1.7  Rise in inspired CO2 
B:15.1.8  Unexpected hypotension 
B:15.1.9  Unexpected hypertension 
B:15.1.10  Sinus Tachycardia 
B:15.1.11  Arrhythmias (ST segment changes; sudden tachydysrhythmia; sudden bradycardia; 

Ventricular Ectopics – Ventricular  tachycardia – Ventricular Fibrillation) 
B:15.1.12  Convulsions 
Management of the following specific conditions: 
B:15.1.13  Aspiration of vomit 
B:15.1.14  Laryngospasm 
B:15.1.15  Bronchospasm 
B:15.1.16  Tension Pneumothorax 
B:15.1.17  Gas / Fat / Pulmonary embolus 
B:15.1.18  Adverse drug reactions 
B:15.1.19  Anaphylaxis  
B:15.1.20  Transfusion of miss-matched blood or blood products 
B:15.1.21  Malignant hyperpyrexia 
B:15.1.22  Inadvertent intra-arterial injection of irritant fluids 
B:15.1.23  High spinal block 
B:15.1.24  Local Anaesthetic toxicity 
B:15.1.25  Failed intubation 
B:15.1.26  Difficulty with IPPV and sudden or progressive loss of minute volume 
 
 
15.2:   Skills 
 
B:15.2.1  Early recognition of deteriorating situation by careful monitoring 
B:15.2.2  Practice response protocols in resuscitation room or in simulation with other relevant 

health care professionals when appropriate  
B:15.2.3  Respond appropriately if any of them happen 
B:15.2.4  Ability to obtain the attention of others when a crisis is occurring 
 
 
15.3:   Attitudes and behaviour 
 
B:15.3.1  Vigilance 
B:15.3.2  Awareness of the importance and process of critical incident reporting 
B:15.3.3  Acceptance that it can happen to you: the unexpected happens to everybody 
B:15.3.4  Following through a critical incident with warning flags, presentation at morbidity 

meetings, proper reporting etc 
B:15.3.5  Information to patient and where necessary, counselling and advice 
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15.4:   Workplace training objectives 
 
B:15.4.1  To have management plans for the listed critical incidents 
B:15.4.2  To practice whenever possible in mock-up situations or simulation with other relevant 

health care professionals when appropriate 
B:15.4.3  To respond appropriately if a critical incident occurs 
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16:   MANAGEMENT OF RESPIRATORY AND CARDIAC ARREST 
 
This section should be read in conjunction with Section 2.1 and Appendix 1.  Trainees can be 
regarded as achieving the necessary competences if they have successfully completed an ALS 
course in the last 12 months. 
 
 

16.1:   Knowledge 
 

B:16.1.1 Patient assessment: diagnosis of causes of cardio-respiratory arrest 
B:16.1.2 Causes of cardio-respiratory arrest during induction, maintenance and recovery from 

anaesthesia   
B:16.1.3 Importance of considering non-cardiac causes of cardio-respiratory arrest 
B:16.1.4 Methods of airway management (mouth-mouth/nose, bag-mask, LMA, intubation) 
B:16.1.5 Recognition and management of life-threatening arrhythmias including defibrillation 

and drug therapy 
B:16.1.6 Recognition and management of non-cardiac causes of cardio-respiratory arrest 
B:16.1.7 Knowledge of specific problems of paediatric resuscitation 
B:16.1.8 Ethical aspects of resuscitation 

 
 

16.2:   Skills 
 

B:16.2.1 Recognition of cardiac and respiratory arrest 
B:16.2.2 Resuscitation equipment checklist  
B:16.2.3 ABC  
B:16.2.4 Practical life support – following current algorithm 
B:16.2.5 Managing the airway 
B:16.2.6 External chest compression 
B:16.2.7 Vascular access, suitability of sites 
B:16.2.8 Arrhythmia recognition and management (drugs/ defibrillators/ pacemakers) 
B:16.2.9 Defibrillation and defibrillator settings 
B:16.2.10 Deciding when further resuscitation is futile 
B:16.2.11 Diagnosis of death 
B:16.2.12 Fluid balance assessment/management 

 
 

16.3:   Attitudes and behaviour 
 

B:16.3.1 Always resuscitate unless certain it is inappropriate 
B:16.3.2 Not to resuscitate orders 
B:16.3.3 Recognise need for team leader 
B:16.3.4 Desire to offer the best possible chance of survival 
B:16.3.5 Recognition of futility 
B:16.3.6 Dealing sensitively and honestly with relatives 
B:16.3.7 Medico-legal aspects of resuscitation (police reports etc) 
 

 
16.4:   Workplace training objectives 

 
B:16.4.1 To resuscitate adults (and know the principles of resuscitating children) from 

cardio-respiratory arrest to the standards set by the Resuscitation Council [UK] 
B:16.4.2 To discuss ethical aspects of resuscitation 
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17:   ANATOMY 
 
Trainees should be able to demonstrate a good understanding of human anatomy relevant to the 
practice of anaesthesia at basic level and to support progress to intermediate level training. 
 
 
17.1:   Knowledge 
 
Respiratory System 
B:17.1.1  Mouth, nose, pharynx, larynx, trachea, main bronchi, segmental bronchi, structure of 

bronchial tree: differences in the child 
B:17.1.2  Airway and respiratory tract, blood supply, innervation and lymphatic drainage 
B:17.1.3  Pleura, mediastinum and its contents 
B:17.1.4  Lungs, lobes, microstructure of lungs 
B:17.1.5  Diaphragm, other muscles of respiration, innervation 
B:17.1.6  The thoracic inlet and 1st rib 
B:17.1.7  Interpretation of a normal chest x-ray 
Cardiovascular system 
B:17.1.8  Heart, chambers, conducting system, blood and nerve supply.  
B:17.1.9  Pericardium 
B:17.1.10  Great vessels, main peripheral arteries and veins 
B:17.1.11  Fetal and materno - fetal circulation 
Nervous system 
B:17.1.12  Brain and its subdivisions 
B:17.1.13  Spinal cord, structure of spinal cord, major ascending and descending pathways 
B:17.1.14  Spinal meninges, subarachnoid and extradural space, contents of extradural space 
B:17.1.15  CSF and its circulation 
B:17.1.16  Spinal nerves, dermatomes 
B:17.1.17  Brachial plexus, nerves of arm 
B:17.1.18  Intercostal nerves 
B:17.1.19  Nerves of abdominal wall 
B:17.1.20  Nerves of leg and foot 
B:17.1.21  Autonomic nervous system 
B:17.1.22  Sympathetic innervation, sympathetic chain, ganglia and plexuses 
B:17.1.23  Parasympathetic innervation 
B:17.1.24  Stellate ganglion  
B:17.1.25  Cranial nerves: base of skull: trigeminal ganglion 
B:17.1.26  Innervation of the larynx 
B:17.1.27  Eye and orbit 
Vertebral column 
B:17.1.28  Cervical, thoracic, and lumbar vertebrae 
B:17.1.29  Sacrum, sacral hiatus 
B:17.1.30  Ligaments of vertebral column 
B:17.1.31  Surface anatomy of vertebral spaces, length of cord in child and adult 
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Surface anatomy 
B:17.1.32  Structures in antecubital fossa 
B:17.1.33  Structures in axilla: identifying the brachial plexus 
B:17.1.34  Large veins and anterior triangle of neck 
B:17.1.35  Large veins of leg and femoral triangle 
B:17.1.36  Arteries of arm and leg 
B:17.1.37  Landmarks for tracheostomy, cricothyrotomy 
B:17.1.38  Abdominal wall (including the inguinal region): landmarks for suprapubic urinary and 

peritoneal lavage catheters 
 

 
 
17:   Objectives for trainees 
 
This knowledge base will be tested in the Primary Examination.  Some clinical aspects may be asked 
in the workplace assessments.
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18:   PHYSIOLOGY AND BIOCHEMISTRY 
 
Trainees should have a good general understanding of human physiology, be able to apply 
physiological principles and knowledge to clinical practice at basic level and to support progress to 
intermediate level training. 
 
 
18.1:   Knowledge 
 
General 
B:18.1.1  Organisation of the human body and control of internal environment 
B:18.1.2  Variations with age 
B:18.1.3  Function of cells; genes and their expression 
B:18.1.4  Cell membrane characteristics; receptors 
B:18.1.5  Protective mechanisms of the body 
Biochemistry 
B:18.1.6  Acid base balance and buffers 
B:18.1.7  Ions e.g. Na + , K+, Ca++ , Cl-, HCO3

- 
B:18.1.8  Cellular metabolism  
B:18.1.9  Enzymes 
Body fluids and their functions and constituents 
B:18.1.10  Capillary dynamics and interstitial fluid 
B:18.1.11  Osmolarity: osmolality, partition of fluids across membranes 
B:18.1.12  Lymphatic system 
B:18.1.13  Special fluids especially cerebrospinal fluid: also pleural, pericardial 
B:18.1.14  and peritoneal fluids 
Haematology and Immunology 
B:18.1.15  Red blood cells: haemoglobin and its variants 
B:18.1.16  Blood groups 
B:18.1.17  Haemostasis and coagulation 
B:18.1.18  White blood cells 
B:18.1.19  The inflammatory response 
B:18.1.20  Immunity and allergy 
Muscle 
B:18.1.21  Action potential generation and its transmission 
B:18.1.22  Neuromuscular junction and transmission 
B:18.1.23  Muscle types 
B:18.1.24  Skeletal muscle contraction 
B:18.1.25  Smooth muscle contraction: sphincters 
B:18.1.26  Motor unit 
Heart/Circulation 
B:18.1.27  Cardiac muscle contraction 
B:18.1.28  The cardiac cycle: pressure and volume relationships 
B:18.1.29  Rhythmicity of the heart 
B:18.1.30  Regulation of cardiac function; general and cellular 
B:18.1.31  Control of cardiac output (including the Starling relationship) 
B:18.1.32  Fluid challenge and heart failure 
B:18.1.33  Electrocardiogram and arrhythmias 
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Heart/Circulation (continued) 
B:18.1.34  Neurological and humoral control of systemic blood pressures, blood volume and blood 

flow (at rest and during physiological disturbances e.g. exercise, haemorrhage and 
Valsalva manoeuvre) 

B:18.1.35  Peripheral circulation: capillaries, vascular endothelium and arteriolar smooth muscle 
B:18.1.36  Characteristics of special circulations including: pulmonary, coronary, cerebral, renal, 

portal and foetal 
Renal tract 
B:18.1.37  Blood flow and glomerular filtration and plasma clearance 
B:18.1.38  Tubular function and urine formation 
B:18.1.39  Assessment of renal function 
B:18.1.40  Regulation of fluid and electrolyte balance 
B:18.1.41  Regulation of acid-base balance 
B:18.1.42  Micturition 
B:18.1.43  Pathophysiology of acute renal failure 
Respiration 
B:18.1.44  Gaseous exchange: O2  and CO2  transport, hypoxia and hyper- and hypocapnia, hyper-

and hypobaric pressures 
B:18.1.45  Functions of haemoglobin in oxygen carriage and acid-base equilibrium 
B:18.1.46  Pulmonary ventilation: volumes, flows, dead space  
B:18.1.47  Effect of IPPV on lungs 
B:18.1.48  Mechanics of ventilation: ventilation/perfusion abnormalities 
B:18.1.49  Control of breathing, acute and chronic ventilatory failure, effect of oxygen therapy 
B:18.1.50  Non-respiratory functions of the lungs 
Nervous System 
B:18.1.51  Functions of nerve cells: action potentials, conduction and synaptic mechanisms 
B:18.1.52  The brain: functional divisions  
B:18.1.53  Intracranial pressure: cerebrospinal fluid, blood flow 
B:18.1.54  Maintenance of posture 
B:18.1.55  Autonomic nervous system: functions 
B:18.1.56  Neurological reflexes 
B:18.1.57  Motor function: spinal and peripheral 
B:18.1.58  Senses: receptors, nociception, special senses 
B:18.1.59  Pain: afferent nociceptive pathways, dorsal horn, peripheral and central mechanisms, 

neuromodulatory systems, supraspinal mechanisms, visceral pain, neuropathic pain, 
influence of therapy on nociceptive mechanisms 

B:18.1.60  Spinal cord: anatomy and blood supply, effects of spinal cord section 
Liver 
B:18.1.61  Functional anatomy and blood supply 
B:18.1.62  Metabolic functions 
Gastrointestinal 
B:18.1.63  Gastric function; secretions, nausea and vomiting 
B:18.1.64  Gut motility, sphincters and reflex control 
B:18.1.65  Digestive functions 
Metabolism 
B:18.1.66  Nutrients: carbohydrates, fats, proteins, vitamins and minerals 
B:18.1.67  Metabolic pathways, energy production and enzymes; metabolic rate 
B:18.1.68  Hormonal control of metabolism: regulation of plasma glucose, response to trauma 
B:18.1.69  Physiological alterations in starvation, obesity, exercise and the stress response 
B:18.1.70  Body temperature and its regulation 
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Endocrinology 
B:18.1.71  Mechanisms of hormonal control: feedback mechanisms, effect on membrane and 

intracellular receptors 
B:18.1.72  Hypothalamic and pituitary function 
B:18.1.73  Adrenocortical hormones 
B:18.1.74  Adrenal medulla: adrenaline (epinephrine) and noradrenaline (norepinephrine) 
B:18.1.75  Pancreas: insulin, glucagon and exocrine function 
B:18.1.76  Thyroid and parathyroid hormones and calcium homeostasis 
Pregnancy 
B:18.1.77  Physiological changes associated with normal pregnancy 
B:18.1.78  Materno-fetal, fetal and neonatal circulation 
B:18.1.79  Functions of the placenta: placental transfer 
B:18.1.80  Fetus: changes at birth  
 
 
18.2:   Objectives for trainees 
 
This knowledge base will be tested in the Primary Examination.  Some clinical aspects may be asked 
in the workplace assessments.
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19:   PHARMACOLOGY 
 
Trainees should have a good understanding of general pharmacological principles, together with 
knowledge of drugs likely to be encountered in (a) anaesthetic practice and (b) current treatment of 
patients presenting for anaesthesia.  The level of knowledge should be sufficient to enable clinical 
practice at basic level and to support progress to intermediate level training. 
 
 
19.1:   Knowledge 
 
Applied chemistry 
B:19.1.1  Types of intermolecular bonds 
B:19.1.2  Laws of diffusion. Diffusion of molecules through membranes 
B:19.1.3  Solubility and partition coefficients 
B:19.1.4  Ionization of drugs 
B:19.1.5  Drug isomerism 
B:19.1.6  Protein binding 
B:19.1.7  Oxidation and reduction 
Mode of action of drugs 
B:19.1.8  Dynamics of drug-receptor interaction  
B:19.1.9  Agonists, antagonists, partial agonists, inverse agonists 
B:19.1.10  Efficacy and potency. Tolerance 
B:19.1.11  Receptor function and regulation 
B:19.1.12  Metabolic pathways; enzymes; drug: enzyme interactions; Michaelis-Menten equation 
B:19.1.13  Enzyme inducers and inhibitors 
B:19.1.14  Mechanisms of drug action  
B:19.1.15  Ion channels: types: relation to receptors. Gating mechanisms  
B:19.1.16  Signal transduction: cell membrane/receptors/ion channels to intracellular molecular 

targets, second messengers 
B:19.1.17  Action of gases and vapours 
B:19.1.18  Osmotic effects. pH effects. Adsorption and chelation  
B:19.1.19  Mechanisms of drug interactions: 
B:19.1.20  Inhibition and promotion of drug uptake. Competitive protein binding. Receptor inter-

actions 
B:19.1.21  Effects of metabolites and other degradation products. 
Pharmacokinetics and pharmacodynamics 
B:19.1.22  Drug uptake from: gastrointestinal tract, lungs, transdermal, subcutaneous, IM, IV, 

epidural, intrathecal routes 
B:19.1.23  Bioavailability 
B:19.1.24  Factors determining the distribution of drugs: perfusion, molecular size, solubility, protein 

binding  
B:19.1.25  The influence of drug formulation on disposition 
B:19.1.26  Distribution of drugs to organs and tissues: Body compartments 
B:19.1.27  Influence of specialised membranes: tissue binding and solubility  
B:19.1.28  Materno-fetal distribution 
B:19.1.29  Distribution in CSF and extradural space 
B:19.1.30  Modes of drug elimination: 
B:19.1.31  Direct excretion 
B:19.1.32  Metabolism in organs of excretion: phase I & II mechanisms 
B:19.1.33  Renal excretion and urinary pH 
B:19.1.34  Non-organ breakdown of drugs 
B:19.1.35  Pharmacokinetic analysis: 
B:19.1.36  Concept of a pharmacokinetic compartment 
B:19.1.37  Apparent volume of distribution 
B:19.1.38  Clearance  
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Pharmacokinetics and pharmacodynamics (continued) 
B:19.1.39  Clearance concepts applied to whole body and individual organs 
B:19.1.40  Simple 1 and 2 compartmental models: concepts of wash-in and wash-out curves 
B:19.1.41  Physiological models based on perfusion and partition coefficients 
B:19.1.42  Effect of organ blood flow: Fick principle 
B:19.1.43  Pharmacokinetic variation: influence of body size, sex, age, disease, pregnancy, 

anaesthesia, trauma, surgery, smoking, alcohol and other drugs  
B:19.1.44  Effects of acute organ failure (liver, kidney) on drug elimination 
B:19.1.45  Pharmacodynamics: concentration-effect relationships: hysteresis 
B:19.1.46  Pharmacogenetics: familial variation in drug response 
B:19.1.47  Adverse reactions to drugs: hypersensitivity, allergy, anaphylaxis, anaphylactoid 

reactions 
Systematic Pharmacology 
B:19.1.48  Anaesthetic gases and vapours 
B:19.1.49  Hypnotics, sedatives and intravenous anaesthetic agents 
B:19.1.50  Simple analgesics 
B:19.1.51  Opioids and other analgesics; and opioid antagonists 
B:19.1.52  Non-steroidal anti-inflammatory drugs 
B:19.1.53  Neuromuscular blocking agents (depolarising & non-depolarising), and 

anticholinesterases 
B:19.1.54  Drugs acting on the autonomic nervous system: cholinergic and adrenergic agonists and 

antagonists 
B:19.1.55  Drugs acting on the heart & cardiovascular system  (including inotropes, vasodilators, 

vasoconstrictors, antiarrhythmics, diuretics) 
B:19.1.56  Drugs acting on the respiratory system (including respiratory stimulants & 

bronchodilators) 
B:19.1.57  Antihypertensives 
B:19.1.58  Anticonvulsants 
B:19.1.59  Anti-diabetic agents 
B:19.1.60  Diuretics 
B:19.1.61  Antibiotics  
B:19.1.62  Corticosteroids and other hormone preparations 
B:19.1.63  Antacids. Drugs influencing gastric secretion and motility 
B:19.1.64  Antiemetic agents 
B:19.1.65  Local anaesthetic agents 
B:19.1.66  Plasma volume expanders 
B:19.1.67  Antihistamines 
B:19.1.68  Antidepressants 
B:19.1.69  Anticoagulants 
B:19.1.70  Vitamin K, B12 and thiamine 
 
 
19.2:   Objectives for trainees 
 
This knowledge base will be tested in the Primary Examination.  Some clinical aspects may be asked 
in the workplace assessments.
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20:   PHYSICS AND CLINICAL MEASUREMENT 
 
Candidates should have a good understanding of the principles of physics and clinical measurement 
with an emphasis on the function of monitoring equipment safety and measurement techniques.  
 
 
20.1:   Knowledge 
 
B:20.1.1  Mathematical concepts: relationships and graphs  
B:20.1.2  Concepts only of exponential functions and logarithms: wash-in, wash-out and tear away 
B:20.1.3  Basic measurement concepts: linearity, drift, hysteresis, signal: noise ratio, static and 

dynamic response 
B:20.1.4  SI units: fundamental and derived units 
B:20.1.5  Other systems of units where relevant to anaesthesia (e.g. mmHg, bar, atmospheres) 
B:20.1.6  Simple mechanics: mass, force, work and power 
B:20.1.7  Heat: freezing point, melting point, latent heat  
B:20.1.8  Conduction, convection, radiation  
B:20.1.9  Mechanical equivalent of heat: laws of thermodynamics 
B:20.1.10  Measurement of temperature and humidity 
B:20.1.11  Colligative properties: osmometry 
B:20.1.12  Physics of gases and vapours  
B:20.1.13  Absolute and relative pressure 
B:20.1.14  The gas laws; triple point; critical temperature and pressure  
B:20.1.15  Density and viscosity of gases  
B:20.1.16  Laminar and turbulent flow; Poiseuille's equation, the Bernoulli principle 
B:20.1.17  Vapour pressure: saturated vapour pressure 
B:20.1.18  Measurement of volume and flow in gases and liquids 
B:20.1.19  The pneumotachograph and other respirometers  
B:20.1.20  Principles of surface tension 
B:20.1.21  Basic concepts of electricity and magnetism  
B:20.1.22  Capacitance, inductance and impedance 
B:20.1.23  Amplifiers: band width, filters  
B:20.1.24  Amplification of biological potentials: ECG, EMG, EEG 
B:20.1.25  Sources of electrical interference 
B:20.1.26  Processing, storage and display of physiological measurements  
B:20.1.27  Bridge circuits 
B:20.1.28  Basic principles and safety of lasers 
B:20.1.29  Basic principles of ultrasound and the Doppler effect 
B:20.1.30  Principles of cardiac pacemakers and defibrillators 
B:20.1.31  Electrical hazards: causes and prevention  
B:20.1.32  Electrocution, fires and explosions  
B:20.1.33  Diathermy and its safe use 
B:20.1.34  Principles of pressure transducers 
B:20.1.35  Resonance and damping, frequency response 
B:20.1.36  Measurement and units of pressure 
B:20.1.37  Direct and indirect methods of blood pressure measurement 
B:20.1.38  Principles of pulmonary artery and wedge pressure measurement 
B:20.1.39  Cardiac output: Fick principle, thermodilution  
B:20.1.40  Measurement of gas and vapour concentrations, (oxygen, carbon dioxide, nitrous oxide, 

and volatile anaesthetic agents) using infra-red, paramagnetic, fuel cell, oxygen 
electrode and mass spectrometry methods 

B:20.1.41  Measurement of pH, pCO2 , pO2 
B:20.1.42  Measurement CO2 production/ oxygen consumption/ respiratory quotient 
B:20.1.43  Simple tests of pulmonary function e.g. peak flow measurement, spirometry  
B:20.1.44  Capnography 
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B:20.1.45  Pulse oximetry 
B:20.1.46  Measurement of neuromuscular blockade 
B:20.1.47  Measurement of pain 
 
 
20.2:   Objectives for trainees 
 
This knowledge base will be tested in the Primary Examination.  Some clinical aspects of safety and 
measurement will probably be asked in the workplace assessments. 
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21:   STATISTICAL METHODS 
 
Trainees will be required to demonstrate understanding of basic statistical concepts, but will not be 
expected to have practical experience of statistical methods. Emphasis will be placed on methods by 
which data may be summarised and presented, and on the selection of statistical measures for 
different data types. Candidates will be expected to understand the statistical background to 
measurement error and statistical uncertainty. 
 
 
21.1:   Knowledge 
 
Data Collection. 
B:21.1.1  Simple aspects of study design 
B:21.1.2  Defining the outcome measures and the uncertainty of measuring them 
B:21.1.3  The basic concept of meta-analysis and evidence based medicine 
Descriptive statistics 
B:21.1.4  Types of data and their representation 
B:21.1.5  The normal distribution as an example of parametric distribution 
B:21.1.6  Indices of central tendency and variability 
Deductive and inferential statistics 
B:21.1.7  Simple probability theory and the relation to confidence intervals  
B:21.1.8  The null hypothesis  
B:21.1.9  Choice of simple statistical tests for different data types 
B:21.1.10  Type I and type II errors 
 
  
21.2:   Objectives for trainees 
 
This knowledge base will be tested in the Primary Examination.  Some clinical aspects may be asked 
in the workplace assessments. 
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APPENDIX D: 
 
 

GUIDELINES FOR MANAGING TRAINEES WHO HAVE NOT PASSED THE 
ASSESSMENT OF KNOWLEDGE (THE PRIMARY FRCA or equivalent) 

BY THE END OF ST YEAR 2 
 
 
The Primary FRCA Examination (or an approved equivalent qualification) assesses the knowledge 
and understanding (and some of the skills and attitudes) required to inform and underpin the clinical 
practice of basic level training.   Trainees who have not been able to pass the Primary FRCA 
Examination (or an equivalent) will not be able to progress to ST year 3.  Trainees are limited in the 
number of attempts they can have at the Primary FRCA Examination (or an equivalent).  The 
following action is advised when managing trainees who have not passed the Primary FRCA 
Examination (or an equivalent) by the end of ST year 2:   
 
• Providing that there are no outstanding concerns in the other GMP domains the RITA panel may 

allow ST year 2 to be repeated on a RITA Form E, with the main objective for the targeted year 
being to pass the examination.  Clearly additional objectives may also be agreed.  This will enable 
the trainee at least three further attempts at the FRCA Examination (or an equivalent), assuming 
that these attempts do not take the trainee above the maximum number of attempts for the 
examination, whilst still in the training programme. 
 

• Reasons for the examination failure should be explored carefully with the trainee who should 
receive appropriate help, support and guidance to achieve the objective of passing the 
examination.  This would normally include guidance sessions organised by The Royal College of 
Anaesthetists.  If there is a health issue underlying the examination failure, advice from an 
Occupational Health Physician should be sought regarding both the training and the timing of 
future examination attempts. 
 

• If at the end of the repeated year the trainee has still not passed the examination (or an approved 
equivalent), this will normally result in withdrawal from the run-through training programme and 
loss of the training number; 
 

• If the trainee subsequently passes the Primary FRCA Examination (or an approved equivalent) 
after having lost their NTN, the trainee will have to apply in open competition to return to a training 
programme. 

 
• If in addition to having failed the Primary FRCA Examination there are outstanding concerns 

about the trainee’s performance in the other GMP domains, it is for the Dean to decide if the 
trainee should be allowed to continue training in anaesthesia. 
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1st Edition dated:   January 2007  
 
Replacing The CCST in Anaesthesia III   Edition 2 dated:  April 2003 
 
 
This edition of The CCT in Anaesthesia III: Intermediate Level Training and Assessment 
revises the CCST in Anaesthesia III:  SpR 1 and 2 Training and Assessment 2nd Edition 
dated April 2003.    
 
The term “sub-specialty” to describe the options available at the intermediate level of training 
has been replaced with “special interest” to conform with PMETB terminology. 
 
The majority of the other changes have been made to reflect the introduction of seamless 
training in August 2007. 
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PREFACE 
 

This is the third volume in a series of four training guides published by the Royal College of 
Anaesthetists (RCoA) which describe the programme of training leading to a Certificate of 
Completion of Training (CCT) in anaesthesia. 
 
 
The CCT in Anaesthesia I: General Principles contains generic material that is relevant 
to all parts of the training programme.  Part III must be read in conjunction with Part I. 

 
 

The manuals were originally published as The CCST in Anaesthesia following consultation 
and feedback from Specialist Societies, Regional Advisers, RCoA Tutors, Programme 
Directors, RCoA Council Members and individual anaesthetists which was reviewed and 
developed by working parties that reported to the RCoA Training Committee and College 
Council.   This edition was approved by the Postgraduate Medical Education and Training 
Board on 18 January 2007. 
 
The RCoA Training Committee consists of members from College Council, the lead Dean for 
anaesthesia, the Bernard Johnson Advisers for flexible trainees and overseas trainees, and 
representatives from England, Northern Ireland, Scotland and Wales, the Regional Advisors 
and the Intercollegiate Board for Intensive Care Medicine. 
 
The RCoA will be pleased to receive comments on this Intermediate Level Training 
Programme from both trainers and trainees.  These should be addressed to the Medical 
Secretary of the RCoA  Training Committee at medsec@rcoa.ac.uk.     
 
This manual is reviewed regularly with an implementation date for any changes being not 
less than 6 months after their publication date.  Please work from the latest version.  
 
Occasionally Council or the Training Committee have to take decisions that may affect the 
immediate interpretation or application of specific topics in these manuals.   These will be 
published in Guidance for Trainers and, if necessary, earlier by letter to all Regional 
Advisors, College Tutors and Programme Directors. 
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Assistance and advice received from specialist societies and other bodies in the writing of all 
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1:   INTRODUCTION 
 
This manual replaces all existing Royal College of Anaesthetists (RCoA) documentation on 
intermediate level training and the Final FRCA Examination Syllabus.  It should be read in 
conjunction with The CCT in Anaesthesia, I: General Principles.    
   
This manual sets out the intermediate level knowledge skills and attitudes required of any 
trainee before he/she is eligible to start higher and advanced level training and it prescribes 
the competencies which have to be 'signed up' allowing, however, considerable latitude as to 
how this can to be done.    
 
Whilst theoretically it would be possible in applying assessment, to break down every sub-
component of an anaesthesia procedure and provide a checklist assessment of each detail, it 
is neither practical nor profitable to do so. Furthermore, such a methodology would remove 
the assessment of the total task, which carries the important aspects of decision-making, 
attitude to the patient and response to events as they occur.  It is also not possible for every 
trainee to have exposure to identical patients, so there has to be an in-built factor that relies 
on the common sense of an experienced trainer to know what is acceptable. Consequently, 
the majority of assessments in the workplace are directed towards broader categories and 
topics. 
 
This manual also contains the syllabus for the formal assessment of knowledge i.e. the Final 
FRCA Examination or a prospectively approved equivalent qualification.   The material is 
arranged under the headings Knowledge, Skills and Attitudes, in individual clinical and basic 
science sections. This format inevitably results in the same topic appearing in more than one 
place, similarly there is inevitable cross-over between the knowledge and skills lists.  
 
Sections on the attitudes to patient care (which include behaviour) are included for each unit 
of training.   Each section relating to clinical practice also has a list of 'Workplace Training 
Objectives’.  These are intended to assist the trainees' self-directed learning and to indicate 
the important aspects of clinical practice that they could be expected to demonstrate and 
answer simple questions on in order to satisfy their workplace assessments. 
 
Abbreviations   To save repetition a list of commonly used abbreviations is given in The 
CCT in Anaesthesia I: General Principles, Appendix A. 
 
 
2:   ENTRY TO INTERMEDIATE LEVEL TRAINING 
 
In order to start intermediate level training trainees must have completed all the necessary 
competencies for basic level training in anaesthesia and ICM, including passing the Primary 
FRCA Examination or a prospectively approved exempting qualification and must have been 
issued with a Basic Level Training Certificate. 
 
ACCS trainees   Trainees who entered the anaesthesia CCT programme via ACCS may 
have acquired some or all of the intermediate level ICM competences at the expense of basic 
level anaesthesia competences.  The exact balance will depend on the ACCS training 
provided for them.   This imbalance should not prevent the progression of these trainees from 
ST2 to ST3, but the “missing” anaesthetic competences must be acquired at an early stage 
of ST3 and before starting intermediate level training.   These arrangements must be 
recorded on the BLTC. 
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3:   THE INTERMEDIATE LEVEL TRAINING PROGRAMME 
 
 
3.1:   Implementing competency-based intermediate level training  
 
The basis of competency and outcome based training is the concept that having acquired the 
basic knowledge and skills trainees will be introduced to the intermediate level “key units of 
training” in ST years 3 and 4 before progressing to higher and advanced level skills and 
knowledge as generalists or sub-specialists during ST years 5, 6 and 7.  The College is 
committed to this pattern of training and it cannot be modified without re-negotiation with the 
PMETB.  
 
Occasionally, due to local circumstances, some schools may need flexibility in the 
implementation of the programme. The College accepts therefore, that some flexibility of 
timing should be allowed within ST years 3, 4 and 5 without destroying the fundamental 
concepts that have been agreed with the PMETB.     
 
The College will consider requests from Schools for the deferral of particular key units of 
training from ST years 3 and 4 to ST year 5.  Such deferrals may only occur after formal 
agreement between the School and the College, are time limited and are subject to regular 
review.    The CCT in Anaesthesia III: Intermediate Level Training and Assessment therefore 
takes into account that certain units of higher training may have to occur during intermediate 
level training and that some intermediate level “key units of training” may have to be signed 
off during higher level training.   
 
Where a deferral has been agreed for a specific School, this must be available to all trainees 
within the School but deferrals will not be available on the basis of requests from individual 
trainees in other Schools. 
 
 
3.2:   Training programme    
 
The syllabuses for the various components of the intermediate level training programme are 
listed in Appendix A.  They are set out in the same order of knowledge, skills and attitudes 
together with the workplace training objectives required.  In many instances the local 
requirements necessary to support training are also listed.   
 
Appendix A Sections 21 to 24 relating to applied basic science only list knowledge for obvious 
reasons.     
 
When assessing a trainee’s competency it is not expected that the assessor should cover all 
aspects of the knowledge lists in detail: the latter are there as a guide to aid the trainee’s study 
and, together with the supporting applied basic science, will continue to be assessed in the Final 
Examination of the RCoA.   
 
Appendix A Section 1 lists additional Generic Knowledge and Skills which may, or may not, 
have been covered within the various units of training, but which should not be omitted.  
Knowledge and skills relating to the airway are particularly emphasised here.  Similarly 
Appendix A Section 2 covers aspects of Academic / Research training which are relevant to 
the whole of intermediate level training.   
 
The RCoA relies on the good sense of its assessors when 'signing trainees off’.  It is 
recognised that, as with consultant practice, there are individual variations in ability, aptitude 
and application.  What is required of the assessor is a confirmation that the trainee has been 
trained in the relevant aspect of practice and has attained a minimum standard that would be 
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acceptable to other trainers.    Further guidance on assessment is contained in Section 6 of 
The CCT in Anaesthesia I:  General Principles. 
 
 
3.3:   Intensive Care Medicine (ICM)    
 
The syllabus requirements for ICM are listed so as to be compatible with most of the 
requirements set out by the Intercollegiate Board for Training in Intensive Care Medicine 
(IBTICM):   trainees must receive a minimum of three months training in ICM during years ST 
years 3 and 4. The training should be to the IBTICM's standards for “Step 1 Training” 61, 
including the IBTICM's requirement that training must be in three-month blocks. 

 
If an individual trainee for any reason62 wants the training in ICM, within the anaesthesia CCT 
programme to be recognised by the IBTICM as “Step 1 Training” then that training must 
conform in every respect to the IBTICM’s standards for “Step 1 training”.  Trainees in this 
position are strongly advised to contact the IBTICM Secretary for advice before starting ICM 
training at intermediate level. 
 
 
3.4:   Assessment   
 
Assessment of trainees will be done in the workplace and by RCoA examinations in 
accordance with the principles laid out in Section 6 of The CCT in Anaesthesia, Part I:  
General Principles: 
• ‘Workplace Assessments’ (carried out by the RCoA Tutor or other designated consultants 

who meet the criteria to be trainers63) will concentrate primarily on clinical skills, attitudes 
and behaviour together with a confirmation that the trainee has a practical understanding 
of the knowledge base across anaesthesia, critical care and pain management.    

• Examination assessments will mainly test the knowledge base across anaesthesia, 
critical care and pain management with the associated applied basic science.  The 
methods of assessment are described in the College’s Examination Regulations.64 

 
 
3.5:   Moving to higher and advanced level training    
 
At the end of their intermediate level training the trainee must have obtained The 
Intermediate Level Training Certificate (ILTC) before moving to higher and advanced level 
training;  this requires: 
• passing all the required ‘Workplace Assessments’; 
• demonstrating acceptable attitudes and behaviour; and 
• passing a formal assessment of knowledge i.e. the Final FRCA Examination or a 

prospectively approved equivalent qualification. 
 
 

                                                 
61 “Step 1 Training” is the 6 months “Intermediate Training” in ICM.   The other components of 
“Intermediate Training” are 6 months training in medicine and 3 months Basic Level training in ICM, all 
conforming in every respect to the IBTICM’s standards.   The usual reason for a trainee wanting to 
obtain “Step 1 Training” recognised by the IBTICM is that they intend to pursue a career commitment 
to ICM, sessional or full-time.  
62 Such reasons may be the intention to work towards a joint CCT in anaesthesia and ICM or to obtain 
IBTICM certification of their training at the Board’s “Intermediate” or “Advanced” level;   n.b. the 
Board’s definitions and use of the terms intermediate and higher training differ slightly from those used 
to describe training leading to a CCT solely in anaesthesia. 
63 See The CCT in Anaesthesia, I: General Principles Appendix D. 
64 Primary and Final Examinations for the FRCA: Regulations.  This is available on the RCoA website 
at http://www.rcoa.ac.uk  
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4:   OBJECTIVES OF INTERMEDIATE LEVEL TRAINING 
 

 
The units of intermediate level training for individual special interest subject areas, set out in 
Appendix A of this manual are not intended to be the basis of a comprehensive programme 
which must be completed by every trainee.   Some units of training, however, are key 
components for the training of trainees at intermediate level. 
 
4.1:   Key units   
 
Although it is competence that will be judged, nevertheless in these key special interest 
areas, it is necessary that trainees have the equivalent of at least one month (but not 
normally more than 3 months)65 of training in each during their years of intermediate level 
training.  Whether these are continuous blocks or a series of shorter attachments will depend 
on local arrangements.  It is intended that trainees should receive an initial exposure to 
anaesthetic practice in all these fields.  The six ‘Key Units of Training’ are as follows: 
• Cardiac / Thoracic anaesthesia 
• Intensive Care Medicine 
• Neuroanaesthesia 
• Obstetric anaesthesia 
• Paediatric anaesthesia 
• Pain management 
 
 
4.2:   General units   
 
There are also seven ‘General Units of Training’ which are widely available, in which it is 
expected that all trainees will receive appropriate intermediate level training and in which 
formal ‘Workplace Assessments’ will take place: 
• Day surgery 
• ENT 
• General surgery / Gynaecology / Urology (+/- Transplantation) 
• Orthopaedic anaesthesia 
• Regional anaesthesia 
• Trauma and accidents 
• Vascular anaesthesia 
 
 
4.3:   Additional units   
 
Finally there are five ‘Additional Units of Training’ which may or may not be available 
depending on the distribution and availability of services locally.  It is expected that trainees 
will receive intermediate level training in at least some of these special interest areas and, on 
occasion, one or more specialist units of training could be linked together.  For instance, 
maxillo-facial / dental, ENT and some experience with plastic surgery might be linked in a 
single head and neck unit of training and then assessed as a single entity: 
• Diagnostic imaging, anaesthesia & sedation 
• Maxillo-facial / Dental 
• Ophthalmic surgery 
• Plastics / Burns 
• Miscellaneous 
 
 
 

                                                 
65 For ICM blocks must be of 3 months duration – see Section 3.3. 
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4.4:  Professionalism   
 
Training in professional knowledge, skills, attitudes and behaviour includes: 
• communication skills, attitudes and behaviour; 
• the responsibilities of professional life; 
• teaching and medical education; 
• health care management; 
• information technology;  and 
• medical ethics and law. 
 
The competencies that have to be achieved by the end of the full CCT programme are 
described in The CCT in Anaesthesia Part I:  General Principles Appendixes E to J.   The 
level at which these skills should be taught, acquired and assessed depends on the progress 
and level of training of each trainee, and the arrangements in place within individual Schools 
of Anaesthesia.    There is considerable overlap in the competencies described in each of the 
areas listed above.   Guidance on the competencies to be achieved by trainees during their 
intermediate level training is given below: 
 
Communication skills, attitudes and behaviour   During intermediate level training 
trainees will be expected to build on the competencies already acquired during their basic 
training and be able to;  
• obtain informed consent for the anaesthetic management plan 
• convey potentially distressing or disappointing information to the patient in a way that is 

consistent with the principles of breaking bad news, such as cancellation of surgery, poor 
prognosis or withdrawal of active therapy (throughout this section the term “patient” is 
taken to include guardians and, where relevant, relatives); 

• help the patient deal with any complications that may have arisen, including preparation 
for future anaesthetic interventions (for example, difficult intubation, adverse drug 
reactions);   and 

• in his/her relations with other health care staff to: 
• convey the key components of the management plan, including back up contingency 

plans (Plan B, Plan C etc) 
• be assertive when promoting the patient’s interests 
• provide support to the other members of the team, including emotional support 

following critical incidents or major incidents. 
 
The responsibilities of professional life   During intermediate level training trainees will be 
expected to build on the competencies already acquired during their basic training and to 
widen their professional obligations to include more complex aspects of behaviour associated 
with the care of patients. 
 
Teaching and medical education   By the end of intermediate level training trainees should 
be able to teach under appropriate levels of supervision and assist with the assessment of 
basic level trainees, undergraduates and Foundation Year trainees in areas within their 
professional competence, including: 
• planning teaching and learning; 
• small group teaching; 
• preparing and delivering lectures or presentations; 
• using effective and appropriate teaching aids;  and 
• giving effective feedback. 
 
Health care management   During intermediate level training trainees should develop their 
knowledge and understanding of: 
• the needs and behaviour of departmental managers and administrative staff 
• the process of committees, including the committee and management structure at local 

level  
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• funding and contracting arrangements in secondary care 
• the responsibilities of the Trust senior management; 
• risk management and relevant legislation such as equal opportunities and Health and 

Safety; 
• relevant Trust policies, including Dignity and Respect, in the workplace 
• the organisational structure of the NHS, at local and national level 
• complaints – how they arise and how they are managed 
• understand the responsibilities of a doctor towards his/her patients and colleagues, in 

particular in the area of fitness to practice; 
• the role of the Postgraduate Deanery in training and the responsibilities of Clinical Tutors 

within the postgraduate education organisation ; 
• the roles and responsibilities of Consultant staff involved in training, Regional Advisors, 

Programme Directors and College Tutors 
 

Information technology   By the end of intermediate level training all trainees should build 
on the competencies contained in the European Computer Driving Licence including: 
• setting up and using database programs for audit and research 
• using reference manager software in the production of manuscripts 
• analysing research data with advanced statistical packages (ie SPSS) 
• being familiar with theatre management systems; 
• being aware of the issues surrounding data collection and analysis; and 
• developing a growing awareness of medical informatics. 
 
Medical ethics and law   During intermediate level training trainees should develop their 
understanding of basic health care law, including: 
• consent and withholding consent in children & the Gillick principle. 
• the Coroner’s court and when to refer. 
• end of life decisions and criminal law:  

• limits of treatment.  
• withdrawing and withholding treatment. 
• sedation/analgesia & “double effect”. 

• ethical principles governing research. 
 

 
4.5:   Delivery of training 
 
In recognising the difficulties that Schools of Anaesthesia might experience in providing 
training in some special interest areas, the College accepts that for each trainee the 
programme of training will be a mosaic, incorporating elements from these various units of 
training to a greater or lesser extent.  Inevitably there will be overlap, for instance, the skill of 
arterial cannulation could be learnt and assessed in any one of a number of the listed special 
interest subject areas.  Similarly the knowledge relating to ventilation / perfusion in the lung 
may be learnt as part of thoracic anaesthesia or critical care.  It is for the local trainers and 
the School of Anaesthesia to determine, within the constraints of local special interest 
arrangements, what is the appropriate balance.   
 
For many units of training, the skills listed in the following sections may appear overly 
ambitious for a trainee at this stage of training, but it should be remembered that their 
attainment relates to a trainee who has completed at least 4 years of training in anaesthesia, 
critical care and pain management.  The curriculum will evolve and change both in scope and 
content, as anaesthetic practice evolves.   
 
Some trainees will progress more quickly than others and if the local opportunities for training 
allow, then these ‘fast-track’ trainees may progress to cover aspects of training which others, 
progressing more steadily, will not be capable of covering until they start higher level training.  
Such variation is inevitable if training is to be based on competency rather than time.  For 
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example, it may be that, exceptionally, some trainees will be able to complete a longer period 
in some units of training and some, who intend to proceed to a CCT in ICM, will thereby be 
able to complete 6 rather than 3 months of training during these years.  Any such extensions 
must be based on the trainee’s interests and capability and not be determined by the 
excessive needs of service.   Alternatively, a trainee may be able to proceed to higher level 
training after less than two years of intermediate level training, although this might be limited 
by constraints on rotations. 

 
 
4.6:   Confirmation of training:   Intermediate Level Training Certificate (ILTC) 
 
All trainees progressing to ST year 5 are required to have the ILTC before they can start their 
higher level training.   The ILTC confirms completion of intermediate level competency based 
training in anaesthesia and ICM.   The certificate should be signed off by at least two 
designated consultants, one of whom must be the RCoA Tutor. 
 
There are a number of ‘Fundamental Transferable Skills’ in which all trainees will need to 
obtain competency.  To ensure that this has been achieved a list these skills is provided on 
the ILTC, but space has been left so that Schools, if they wish, can add additional skills to the 
certificate.    Although some latitude is allowed in the way individual assessments are carried 
out, none is permitted in the wording or layout of the ILTC.   
 
The ILTC can be downloaded from the secure pages of the RCoA website for local 
reproduction.   Copies of completed certificates should be sent to the RCoA Training 
Department as a formal record of completion of intermediate level training.  
 
Doctors wanting to return to higher level training after a break and who do not have an ILTC 
will be assessed individually by the local Regional Advisor prior to applying for higher level 
training.   If appropriate the Regional Advisor will issue a letter in lieu of the ILTC. 
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5:   METHODS OF IMPLEMENTING INTERMEDIATE LEVEL 
ASSESSMENTS,  APPRAISALS AND REVIEWS 
 
 
5.1:   Assessment by examination  
 
The structure of the Final Examination assessments is described in the RCoA booklet 
Primary and Final Examinations for the FRCA: Regulations.66 
 
The Final Examination is a basic standard of knowledge that is expected of all trainees, 
irrespective of their ultimate specialist interests in anaesthesia.   To be eligible to sit the 
FRCA Final examination trainees must  have been awarded the BLTC.   The College very 
strongly recommends that candidates should only sit the Final FRCA Examination or a 
prospectively approved equivalent qualification having completed at least one third of their 
intermediate level training. 
 
The Final examination consists of multiple choice and short answer questions together with 
two structured oral examinations.  In combination these assess: 
  
 The knowledge and understanding (and some of the skills and attitudes) listed under the 

various ‘units of training’ in this manual 
 The knowledge of medicine and surgery appropriate to the practice of anaesthesia, 

critical care and pain management 
 The knowledge and understanding of those aspects of applied basic science (listed in 

Appendix A Sections 21 to 24) required to inform the clinical practice within intermediate 
level training and to underpin subsequent higher and advance levels of training. 

 
A knowledge of the principles of the specialised areas of post-fellowship training is therefore 
required, but not the details of practice. 
 
Trainees will be expected to demonstrate knowledge at an appropriate level under the 
following headings: 
• Anaesthetic equipment.  
• Preoperative assessment.  
• Pre-medication. 
• Pre-, per- and postoperative management of anaesthesia. 
• The medical management of the surgical patient. 
• Anaesthesia for patients with co-existing disease. 
• Audit and quality control. 
• Ethics, relevant legislation and the duty of care, consent, and information given to 

patients before anaesthesia. 
• Applied Basic Science   Candidates should be able to demonstrate a good understanding 

of human anatomy, physiology and pharmacology relevant to the practice of anaesthesia, 
critical care and pain management. The syllabus for the Primary FRCA examination is 
core knowledge. For the Final FRCA examination, application of this knowledge to clinical 
practice will be explored, for example this will include the knowledge of anatomy as 
demonstrated by endoscopic and imaging techniques. 

 

                                                 
66This is available on the RCoA website at http://www.rcoa.ac.uk 
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5.2:   Repeated failure to pass the FRCA Final examination 
 
Guidance on how to handle trainees who have failed to pass the FRCA Final examination or 
a prospectively approved equivalent assessment of knowledge by the end of ST year 4 is 
described in Appendix B. 
 
 
5.3:   Workplace Assessments 
 
Assessment of clinical skills 
• The RCoA tutor and other designated consultants who meet the criteria to be trainers can 

undertake the workplace assessments.     The assessment tools described in The CCT in 
Anaesthesia I: General Principles Section 6 e.g. DOPS mini-CEX and CbD are intended 
to focus on the attainment of clinical skills, attitudes and behaviour together with a 
confirmation that the trainee has an understanding of the practical aspects of the 
knowledge base. 

• There is no expectation that every sub-component of a ‘Skill’ will be individually 
investigated and assessed, but rather that trainers will become confident, through their 
personal knowledge of the trainees, that the individual trainee has acquired sufficient 
competence in an area of practice to be signed off.  If they cannot be signed off, the 
reason why should be identified, documented and advice given to the trainee. 

• The RCoA accepts that the frequency and timing of workplace assessments will vary 
from hospital to hospital: this is inevitable because of the different types of hospital and 
the nature of work undertaken.    Each hospital can choose the appropriate assessment 
tools to carry out assessments provided that the College Tutor or other designated 
consultant can, in good faith, sign to say that they have been completed.   Whatever 
method is chosen four principles are important: 
1. The trainee's logbook must be kept up to date and reviewed.  
2. Both the trainee and the School of Anaesthesia and/or hospital must keep a copy of 

the outcome of every assessment. 
3. If the trainee does not meet the required standard the reasons must be given and 

documented. 
4. The sum of the assessments must allow the ILTC to be issued with confidence at the 

end of intermediate training. 
• If a trainee does not meet the necessary standard on an individual assessment, they 

must be re-assessed at a later date.  Whether this should consist of all or part of the 
assessment is left to the discretion of the assessor. 

 
Assessment of attitudes and behaviour   These are an integral part of the workplace 
assessments and are included in the individual units of training in Appendix A.  In addition 
this assessment should be carried out at least annually in the format described in Section 6 
of The CCT in Anaesthesia I: General Principles which also includes examples of attitudes 
and behaviour that might cause concern. Any problems identified must be discussed with the 
trainee. 
 
Assessment of ICM competencies   Unless otherwise specified by the IBTICM, ICM 
competencies are to be assessed using the assessment tools described in The CCT in 
Anaesthesia I Section 6.
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5.4:   Assessment of Locum and Fixed Term posts towards intermediate level 
training 
 
The policy on recognising Fixed Term and Locum appointments towards intermediate 
training is detailed in The CCT in Anaesthesia I: General Principles Section 3.6.  
 
 
5.5 Appraisals 
 
Appraisals must be held and recorded as described in The CCT in Anaesthesia I:  General 
Principles Section 6.4. 
 
 
5.6:   Annual Review of the RITA 
 
The Annual Review of the RITA must be held and recorded as described in The CCT in 
Anaesthesia I:  General Principles Section 6.1. 
 
Review at the end of intermediate level training 
• This will be a major review that draws everything together, including examination results, 

and confirms that the totality of the objectives67 of intermediate level training (ST years 3 
and 4), including the assessment of ‘attitudes’, has been achieved. Until these objectives 
have been met, there can be no entry into higher and advanced levels of training. 

• This review is intended to establish a provisional outline of the programme for higher 
and/or advanced level training. 

 
The confirmation of satisfactory intermediate level training 
• Intermediate level training must be completed in its entirety before higher and advanced 

level training can commence.  There is no ‘optional’ time during this phase of training. 
unless arrangements have been agreed with a School to delay some units of 
intermediate level training and to bring forward certain higher units (see Section 3.1).   

• Towards the end of intermediate level training, arrangements will be made for the 
completion of the ILTC confirming the satisfactory attainment of intermediate level 
training.  It must be signed by the Royal College of Anaesthetists’ Regional Adviser and 
another designated consultant.  This will record: 
• the attainment of the various Fundamental Transferable Skills by the trainee;   
• any key units of training that the School of Anaesthesia has deferred to ST year 5;68 

and 
• any units of higher training brought forward to ST year 4 with the approval of the 

School of Anaesthesia. 
• A copy of this Certificate must be sent to the Training Department at the Royal College of 

Anaesthetist to indicate when the trainee will begin higher and advanced level training. 
• Although some latitude is allowed in the way individual assessments are carried out, 

none is permitted in the wording or layout of the Intermediate Level Training Certificate. 
 

                                                 
67 This excludes any units of training that have been prospectively deferred to ST Year 5. 
68 See Section 3.1. 
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5.7:   The documentation of training by the trainee 
 
To enable external evaluation to take place and to ensure that individual trainees are 
receiving an appropriately balanced training, it is essential that trainees maintain proper 
records.   
 
The RCoA’s requirements for the maintenance of Portfolios, logbooks and other records are 
set out in The CCT in Anaesthesia I Appendix P. 
 
Trainees must ensure that all their workplace Assessments for individual units of training take 
place by reminding those responsible at the appropriate time.  If however the trainee 
experiences unreasonable difficulty in arranging the necessary assessment they should 
communicate this to the College Tutor or, exceptionally, to the Regional Adviser.   
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6:   SUPERVISION OF MORE JUNIOR STAFF BY TRAINEES 
 
 
Clinical supervision of one trainee by another occurs and senior trainees must learn how to 
do this safely.  A junior trainee may refer to a more senior trainee as their first line of advice 
and assistance. However, both trainees must be subject to supervision from a designated 
consultant.  
 
There will be some occasions during highly specialised training when it will be inappropriate 
for senior trainees to act as supervisors as they themselves may then require direct 
supervision from a consultant. 
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APPENDIX A: 
 
 

THE CCT IN ANAESTHESIA 
INTERMEDIATE LEVEL SYLLABUS 

(ST years 3 and 4) 
 

INDEX 
 
 

 UNIT PAGE 
1. Generic knowledge and skills III – A - 2 
2. Academic / Research III – A - 5 

Key Units of Training 
3. Cardiac / Thoracic anaesthesia III – A - 6 
4. Intensive Care Medicine III – A - 9 
5. Neuroanaesthesia III – A - 12 
6. Obstetric anaesthesia III – A - 15 
7. Paediatric anaesthesia III – A - 17 
8. Pain management, acute & chronic III – A - 21 

General Units of Training 
9. Vascular anaesthesia III – A - 23 
10. Day surgery III – A - 25 
11. Ear, Nose and Throat (Otorhinolaryngology) III – A - 27 
12. General surgery / Gynaecology / Urology (+/- Transplantation) III – A - 29 
13. Orthopaedic anaesthesia III – A - 31 
14. Regional anaesthesia III – A - 33 
15. Trauma and accidents III – A - 35 

Additional Units of Training 
16. Diagnostic imaging, anaesthesia & sedation III – A - 37 
17. Maxillo-facial / Dental anaesthesia III – A - 38 
18. Ophthalmic anaesthesia III – A - 40 
19. Plastics / Burns III – A - 42 
20. Miscellaneous III – A - 44 
21. Applied physiology III – A - 45 
22. Applied clinical pharmacology III – A - 47 
23. Statistical basis of clinical trial management III – A - 49 
24. Clinical measurement III – A - 50 
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1:   GENERIC KNOWLEDGE AND SKILLS 
 
Listed here are generic aspects of knowledge and skills that may or may not have been 
covered within the various other units of training, but which should not be omitted.  
Knowledge and skills relating to the airway are particularly emphasised. As with other 
aspects of competence at intermediate level, these will generally represent a further 
development of the basic competencies in ST Years 1 and 2. 
 
1.1:   Knowledge 
 
In:7.1.1  Anaesthetic and monitoring equipment: 
In:7.1.2  standards 
In:7.1.3  care, cleaning, disinfecting and sterilisation (particularly airway equipment) 
In:7.1.4  potential defects and problems 
In:7.1.5  safety precautions and checking 
In:7.1.6  Anaesthesia in abnormal environments: 
In:7.1.7  altitude 
In:7.1.8  in pressure chambers / at depth 
In:7.1.9  low temperature 
In:7.1.10  Problems for patients and staff of: 
In:7.1.11  age (anaesthesia and the elderly) 
In:7.1.12  obesity 
In:7.1.13  smoking 
In:7.1.14  alcoholism 
In:7.1.15  drug dependency and addiction 
In:7.1.16  hepatitis B & C carriers 
In:7.1.17  HIV and AIDS 
In:7.1.18  variant CJD 
In:7.1.19  pacemakers 
In:7.1.20  Hazards for patients and staff of: 
In:7.1.21  anaesthetic drugs and pregnancy 
In:7.1.22  electricity and electrocution 
In:7.1.23  diathermy 
In:7.1.24  sharps injury 
In:7.1.25  pollution by anaesthetic gases 
In:7.1.26  fires and explosions 
In:7.1.27  Intravenous fluid replacement 
In:7.1.28  blood transfusion 
In:7.1.29  Jehovah’s Witnesses 
In:7.1.30  blood substitutes 
In:7.1.31  disseminated intravascular coagulation 
In:7.1.32  colloid / crystalloid 
In:7.1.33  Posture and positioning 
In:7.1.34  lateral position 
In:7.1.35  prone position 
In:7.1.36  Trendelenberg position 
In:7.1.37  lithotomy 
In:7.1.38  peripheral nerve damage 
In:7.1.39  prevention of deep vein thrombosis 
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Airway Management 
In:7.1.40  Anatomy of the airway 
In:7.1.41  Physiology of airway and airway reflexes 
In:7.1.42  Pharmacology relevant to the airway: 
In:7.1.43  control of secretions 
In:7.1.44  control of airway reflexes in conscious sedation 
In:7.1.45  effect of anaesthetic drugs on airway reflexes 
In:7.1.46  reducing the prevalence and sequelae of gastro-oesophageal reflux 
In:7.1.47  Evaluation of the airway: 
In:7.1.48  history 
In:7.1.49  general examination 
In:7.1.50  specific predictive tests 
In:7.1.51  special investigations 
In:7.1.52  Airway strategy: 
In:7.1.53  aspiration risk 
In:7.1.54  predicted difficult direct laryngoscopy 
In:7.1.55  predicted difficult mask inflation 
In:7.1.56  known abnormal / narrowed tracheo-bronchial tree 
In:7.1.57  unexpected difficult ventilation 
In:7.1.58  unexpected difficult intubation 
In:7.1.59  can't intubate / can't oxygenate 
In:7.1.60  Preoxygenation – techniques / purpose 
In:7.1.61  Confirmation of position of tracheal tube within trachea 
In:7.1.62  Monitoring of ventilation by pressure changes, gas flows and capnography 
In:7.1.63  Application of cricoid force in a rapid sequence induction 
In:7.1.64  Cricoid force induced difficulties with airway management 
In:7.1.65  Airway equipment - difficult airway trolley 
In:7.1.66  Tracheostomy tubes, types, fixation and care 
In:7.1.67  Conscious sedated (awake) intubation: 
In:7.1.68  preparation of patient 
In:7.1.69  topical anaesthesia 
In:7.1.70  nerve blocks 
In:7.1.71  laryngoscopy, bronchoscopy 
In:7.1.72  specialised tubes 
In:7.1.73  The obstructed airway: 
In:7.1.74  recognition 
In:7.1.75  immediate treatment of acute obstruction 
In:7.1.76  anaesthetic management of acute and chronic obstruction 
In:7.1.77  flexible nasendoscopy and imaging 
In:7.1.78  Emergency cricothyrotomy 
In:7.1.79  needle 
In:7.1.80  purpose built cannula >4 mm ID 
In:7.1.81  surgical 
In:7.1.82  Extubation strategies - routine, predicted and unexpected difficulty 
In:7.1.83  Complications of difficult airway management 
In:7.1.84  Follow-up care of patient, documentation and patient information  
In:7.1.85  Surgical approach to the airway - indications, techniques, conduct 
In:7.1.86  Percutaneous cricothyrotomy and tracheostomy 
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1.2:   Skills 
 
In: 1.2.1  Recognition of the difficult airway 
In: 1.2.2  when to ask for help 
In: 1.2.3  Failed rapid sequence intubation 
In: 1.2.4  performance of recognised ‘drills’ for failed intubation / ventilation 
In: 1.2.5  Alternative methods of intubation 
In: 1.2.6  other laryngoscopy blades and bougies 
In: 1.2.7  low skill fibreoptic intubation e.g. via laryngeal mask or specialised airway 
In: 1.2.8  Placement and checking of double lumen tubes 
In: 1.2.9  Anaesthetic techniques for laryngoscopy, bronchoscopy and tracheostomy 
In: 1.2.10  Extubation in abnormal airway 
In: 1.2.11  Clinical review of patient to detect and treat airway instrumentation damage 
In: 1.2.12  Interpretation of CT, MRI imaging and flow-volume loops 
Additional desirable clinical skills to be learnt primarily in the non-clinical environment (skills 
laboratory / manikin / simulator) but supplemented by some clinical experience. The 
availability of equipment to display the fibreoptic image on a screen will also extend the 
opportunities for clinical  teaching. 
In: 1.2.13  Awake intubation: 
In: 1.2.14  indications 
In: 1.2.15  use with the compromised airway 
In: 1.2.16  Fibreoptic intubation through the nose and mouth with and without concurrent 

ventilation 
In: 1.2.17  Fibre-endoscopy skills to: 
In: 1.2.18  visualise tracheo-bronchial tree 
In: 1.2.19  confirm placement of single and double lumen tubes 
In: 1.2.20  intubate through the laryngeal mask 
In: 1.2.21  Blind and fibreoptic assisted intubation via the intubating laryngeal mask 
In: 1.2.22  Elective trans-tracheal ventilation to aid difficult intubation 
In: 1.2.23  Retrograde intubation - blind and fibreoptic assisted 
In: 1.2.24  Placement bronchial blockers 
In: 1.2.25  Specialised bougies and airway exchange catheters 
In: 1.2.26  Use of the combitube or other supraglottic balloon device 
In: 1.2.27  Emergency cricothyrotomy: 
In: 1.2.28  landmarks 
In: 1.2.29  insertion of needle / cannula 
In: 1.2.30  confirmation of position within trachea 
In: 1.2.31  fixation 
In: 1.2.32  pressures required for adequate gas flows 
In: 1.2.33  ventilation through cannula / catheter 
In: 1.2.34  complications 
In: 1.2.35  Application of 30 N cricoid force 
 



 Edition 1:  January 2007 
 

III – A - 5 

2:   ACADEMIC / RESEARCH 
 
An understanding of the scientific basis of anaesthetic practice is essential.  This unit of 
training effectively underwrites the understanding and education of trainees in all the other 
aspects of the training that they will receive during intermediate level training.  Even if 
separate time is not allocated, the concepts identified here should be fundamental to the 
education of trainees at this stage of training 
 
2.1:   Knowledge 
 
In: 2.1.1  The scientific basis of clinical practice  
In: 2.1.2  The methodology and processes of clinical and laboratory research including the 

ethical considerations raised by research, the importance of study design in 
clinical research and the importance of statistical analyses  

In: 2.1.3  The audit cycle 
In: 2.1.4  The major national audit processes, including National Confidential Enquiry into 

Perioperative Deaths (NCEPOD) 
In: 2.1.5  Critical Incident Reporting: 
In: 2.1.6  purpose and value 
In: 2.1.7  methods – local / national 
In: 2.1.8  anonymity – pros and cons 

 
2.2:   Skills 
 
In: 2.2.1  Able to locate published research in a systematic manner 
In: 2.2.2  Critically interpret and evaluate the value of published clinical research 
In: 2.2.3  Plan and prepare a presentation and present to a live audience. 
 
2.3:   Attitudes and behaviour 
 
In: 2.3.1  Maintain an inquisitive, questioning approach to clinical practice 
In: 2.3.2  Cultivate an evidence-based practice 
In: 2.3.3  Awareness of and detachment from vested interests or entrenched views 
In: 2.3.4  Develop a readiness to both listen and explain  
In: 2.3.5  Demonstrate a willingness to teach and learn 
In: 2.3.6  Develop an informed critical approach to the scientific literature 
 
2.4:   Workplace training objectives 
 

 
In: 2.4.1  

Trainees should gain competency in the critical interpretation and evaluation of 
published clinical research and be able to assess the benefit of applying the 
results of research to clinical practice. 

 
 
 
 
 
 
 
 

Recommended local requirements to support training 
• A suitably experienced consultant or clinical academic 
• Library and computing facilities 
• Regular academic meetings 
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3:   CARDIAC / THORACIC ANAESTHESIA 
 
This is an intermediate level ‘Key Unit of Training’ in which trainees should spend the 
equivalent of at least 1 month of training and, normally, not more than 3 months. 
 
It is recognised that for intermediate level training there will, due to the distribution of 
specialist units, be considerable variability in the degree of experience available to individual 
trainees. Through attachments and links between Schools of Anaesthesia it is expected that 
the majority of trainees will receive at least one month of experience in this anaesthetic 
special interest area. However, where experience in this special interest is more freely 
available, a unit of training should be limited to 3 months within the intermediate level training 
programme. 
 
3.1:   Knowledge 
 
Cardiac Anaesthesia 
In:9.1.1  Preoperative assessment and perioperative care of patients with cardiac 

disease 
In:9.1.2  Induction and maintenance of anaesthesia for high risk cardiac procedures, 

including valve replacement 
In:9.1.3  Antibiotic prophylaxis against subacute bacterial endocarditis 
In:9.1.4  Problems of cardiopulmonary bypass 
In:9.1.5  Postoperative cardiac critical care, including analgesia, sedation and ventilatory 

management 
In:9.1.6  Significance of cardiac tamponade 
In:9.1.7  Interpretation of ECG and CXR 
In:9.1.8  Interpretation of invasive and non-invasive cardiovascular monitoring 
In:9.1.9  Temperature control and patient rewarming methods 
In:9.1.10  Coagulopathy 
In:9.1.11  Cardiac pacing modes 
In:9.1.12  Intra-aortic balloon counter pulsation 
In:9.1.13  Understanding of the adult patient with congenital heart disease 
In:9.1.14  A working knowledge of the following investigations: 
In:9.1.15  stress testing 
In:9.1.16  cardiac catheterisation 
In:9.1.17  echocardiography – transthoracic / transoesophageal 
In:9.1.18  radionuclide scan 
Thoracic Anaesthesia 
In:9.1.19  Preoperative pulmonary function tests 
In:9.1.20  Local and general anaesthesia for bronchoscopy including techniques of 

ventilation 
In:9.1.21  Understanding of fibreoptic bronchoscopic techniques for airway management 
In:9.1.22  Principles of one-lung anaesthesia 
In:9.1.23  Management of a pneumothorax 
In:9.1.24  Principles of underwater seals on chest drains 
In:9.1.25  Postoperative care and analgesia after thoracic surgery 
 
3.2:   Skills 
 
Generic 
In: 3.2.1  Internal jugular and subclavian venous cannulation 
In: 3.2.2  Arterial cannulation 
In: 3.2.3  Invasive pressure monitoring, including pulmonary artery catheters and 

interpretation of derived indices 
In: 3.2.4  Postoperative analgesia by appropriate methods including local techniques 
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In: 3.2.5  Cardiopulmonary resuscitation and appropriate use of defibrillators 
Cardiac Anaesthesia 
In: 3.2.6  Preoperative assessment of patients with valvular and with ischaemic heart 

disease 
In: 3.2.7  Induction and maintenance of anaesthesia for elective coronary bypass 
In: 3.2.8  Management of the patient during cardiopulmonary bypass 
In: 3.2.9  Use of inotropes and vasodilators 
In: 3.2.10  Anaesthesia for procedures in intensive care including emergency re-

sternotomy, re-intubation, tracheostomy or cardioversion 
Thoracic Anaesthesia 
In: 3.2.11  Preoperative assessment, preparation of patients with pulmonary disease 
In: 3.2.12  Preoperative assessment, preparation of patients for thoracic surgery 
In: 3.2.13  Induction and maintenance of anaesthesia for minor thoracic procedures, in 

particular, bronchoscopy and the use of the Sanders injector 
In: 3.2.14  Use of single and double lumen endobronchial intubation 
In: 3.2.15  Fibreoptic endoscopic confirmation of tube placement 
In: 3.2.16  Induction and maintenance of anaesthesia for major thoracic procedures 
In: 3.2.17  One lung ventilation 
 
 
3.3:   Attitudes and behaviour 
 
In: 3.3.1  To communicate effectively with surgical colleagues / other members of the 

theatre team 
In: 3.3.2  To be able to summarise a case to critical care staff 
In: 3.3.3  Understand how to communicate with the intubated patient in intensive care 
In: 3.3.4  To be able to recognise the need for senior help when appropriate 
In: 3.3.5  Maintain accurate clinical records 
In: 3.3.6  Presentation of material to departmental meetings and participation in clinical 

audit 
 
 
3.4:   Workplace training objectives 
 
In: 3.4.1  By gaining experience in cardiothoracic anaesthesia, the trainee should also 

develop competency in the management of cardiovascular and pulmonary 
problems arising in non-cardiac surgical patients. 

Cardiac Surgery 
In: 3.4.2  The trainee should develop the ability to assess the circulation and have 

experience in the use of inotropes and vasoactive agents to support of the 
circulation in patients with cardiac disease.  They should also develop an 
understanding of the problems of extracorporeal circulation. 

Thoracic Surgery 
In: 3.4.3  The trainee should understand the problems of one lung anaesthesia and 

develop experience in the placement of double-lumen tubes 
 
 
Recommended local requirements to support training 
Cardiac Surgery 
• Cardiac surgery must take place in theatres equipped to a high standard for anaesthesia 

and monitoring with facilities for cardiopulmonary bypass and mechanical support of the 
circulation. 

• Rapid access to biochemistry and haematology services. 
• Each cardiac unit must have a consultant anaesthetist with dedicated responsibility for 

cardiac anaesthetic services. 
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• There must be appropriate support facilities provided. 
• Extensive patient monitoring is required. 
• Adequate critical care facilities must be provided. 
• There must be resident medical staff cover of the intensive care unit. 
• There must be an ongoing, adequately resourced, audit programme. 
 
Thoracic Surgery 
• On-site pulmonary function laboratory facilities must be available. 
• Patients must be managed in an area, equipped and staffed to a high standard. 
• Patients may routinely return to a high dependency care facility, however supporting 

intensive care facilities should also be easily accessible. 
• Pain relief and other clinical protocols must be clearly defined. 
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4:   INTENSIVE CARE MEDICINE 
 
This is an intermediate level ‘Key Unit of Training’.  “Step 1” (previously Intermediate) 
Training in ICM requires 6 months of training within the specialty.  All trainees in anaesthesia 
must receive a minimum of three months training in ICM during years ST Years 3 and 4.  
 
This requirement is based on the recognition that knowledge and skills gained in critical care 
underpin the trainees’ ability to gain competency in aspects of anaesthesia later in their 
training.   The training should be to the IBTICM's standards for Step 1 Training. The second 3 
months training in ICM would normally be obtained in ST Year 5.  However, provided other 
‘units of training’ in the ST Years 3 and 4 are not compromised, this second period can also 
be completed during this time.   It is expected, however, that this will be the exception rather 
than the rule. 
 
 
4.1:   Knowledge 
 
General 
In: 4.1.1  Trainees should have a good understanding of the diagnosis and management 

of the critically ill patient.  All trainees should be familiar with the monitoring and 
life support equipment used in the treatment of critically ill patients. Trainees 
must be able to demonstrate their knowledge of practical invasive procedures, 
with an understanding of the principles and hazards involved and the 
interpretation of data from such procedures. 

In: 4.1.2  Transport of the critically ill: 
In: 4.1.3  assessment and organisation of transfer 
In: 4.1.4  physiological consequences of acceleration 
In: 4.1.5  problems of working in isolated environments 
In: 4.1.6  Outreach care: 
In: 4.1.7  early warning signs and symptoms 
In: 4.1.8  infection and Multiple Organ Failure 
In: 4.1.9  Sepsis and endotoxaemia: 
In: 4.1.10  nosocomial infections 
In: 4.1.11  assessment and management of oxygen delivery 
In: 4.1.12  antibiotics and immunotherapy 
In: 4.1.13  reperfusion injury and antioxidants 
In: 4.1.14  Cardiovascular system to include 
In: 4.1.15  pathophysiology and management of cardiogenic and hypovolaemic shock 
In: 4.1.16  pulmonary embolism 
In: 4.1.17  investigation and management of cardiac failure 
In: 4.1.18  investigation and management of arrhythmias 
In: 4.1.19  Respiratory system to include: 
In: 4.1.20  airway care, including tracheal intubation and clearance of secretions 

General (continued) 
In: 4.1.21  Humidification 
In: 4.1.22  management of tracheostomy and decannulation 
In: 4.1.23  ventilators and modes of pulmonary ventilation (including non-invasive 

ventilation) 
In: 4.1.24  management of acute and chronic respiratory failure 
In: 4.1.25  management of severe asthma 
In: 4.1.26  Nervous system to include: 
In: 4.1.27  central nervous system infection 
In: 4.1.28  acute polyneuropathy 
In: 4.1.29  traumatic and non-traumatic coma 
In: 4.1.30  Encephalopathies 
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In: 4.1.31  cerebral ischaemia 
In: 4.1.32  status epilepticus 
In: 4.1.33  brain stem death 
In: 4.1.34  Renal, Electrolyte and Metabolic Disorders to include: 
In: 4.1.35  diagnosis, prevention and management of acute renal failure 
In: 4.1.36  fluid, electrolyte and acid-base disorders 
In: 4.1.37  body temperature 
In: 4.1.38  adrenal and thyroid dysfunction 
In: 4.1.39  Haematological Disorders to include: 
In: 4.1.40  Coagulopathies 
In: 4.1.41  immunocompromised patients 
In: 4.1.42  Gastrointestinal Disorders: 
In: 4.1.43  acute liver failure - diagnosis and management 
In: 4.1.44  acute pancreatitis 
In: 4.1.45  gut ischaemia 
In: 4.1.46  gastrointestinal ulceration and bleeding 
In: 4.1.47  translocation and absorption disorders 
In: 4.1.48  Nutrition: 
In: 4.1.49  enteral and parenteral nutrition: methods, nutrients, and complications 
In: 4.1.50  Analgesia, Anxiolysis and Sedation 
In: 4.1.51  Trauma: 
In: 4.1.52  management of multiple injuries 
In: 4.1.53  near-drowning 
In: 4.1.54  burns and smoke inhalation 
In: 4.1.55  Cardiopulmonary Resuscitation 
In: 4.1.56  Management of Acute Poisoning: 
In: 4.1.57  Paracetamol 
In: 4.1.58  Aminophylline 
In: 4.1.59  Digoxin 
In: 4.1.60  Ecstasy 
In: 4.1.61  Tricyclics 
In: 4.1.62  Organ Donation 
In: 4.1.63  Scoring Systems and Audit 
In: 4.1.64  Ethics 
 
 
4.2:   Skills 
 
General 
In: 4.2.1  Arterial and central venous access 
In: 4.2.2  Insertion of thoracic drain 
In: 4.2.3  Insertion of oro- or naso- gastric tube 
Specific 
In: 4.2.4  Recognition of the critically ill patient 
In: 4.2.5  Insertion of flow directed pulmonary artery catheter 
In: 4.2.6  Insertion of transvenous pacemaker 
In: 4.2.7  Insertion of oesophageal Doppler probe 
In: 4.2.8  Ultrasound visualisation of main veins 
In: 4.2.9  Percutaneous tracheostomy 
In: 4.2.10  Fibreoptic bronchoscopic clearance of sputum  
In: 4.2.11  Peritoneal lavage 
In: 4.2.12  Set up ventilator for adult suffering from severe ARDS 
In: 4.2.13  Assist in prone positioning patient 
In: 4.2.14  Assist in weaning patient from IPPV via assist/CPAP 
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4.3:   Attitudes and behaviour 
 
In: 4.3.1  An awareness of the importance of communication skills and interpersonal 

relationships will be expected 
In: 4.3.2  Obtaining consent / assent for procedures in the critical care unit 
In: 4.3.3  Breaking bad news 
In: 4.3.4  Requesting post mortem investigation 
In: 4.3.5  Explaining need for unexpected / early discharge 
In: 4.3.6  Introducing the concept of organ donation 
 
4.4:   Workplace training objectives 
 
In: 4.4.1  There will be variation in the experience and degree of competence that 

individual trainees will achieve in this initial period of ICM training.  However, for 
example, they should be able to admit and manage a patient who has 
undergone major emergency for instance in vascular surgery or to admit and 
organise the early management of a patient suffering from severe respiratory 
failure complicated by acute renal failure. 

 
 
Recommended local requirements to support training 
• There should be a separate designated facility (the Intensive Care Unit) for the care of 

the critically ill patient. 
• There must be a sufficient number of intensive care and high dependency beds available 

to serve the designated population. 
• The Critical Care Unit must be properly staffed and equipped for the care of such 

patients. 
• All staff providing Critical Care, medical, nursing and paramedical must be appropriately 

trained. 
• Critical Care services should be subject to clinical audit using the Intensive Care National 

Audit and Research Centre Case Mix Program. 
• Information on the provision of intensive care and high dependency care within a Trust 

(Augmented Care Period Dataset) must now be collected as part of the Contract 
Minimum Dataset. 
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5:   NEUROANAESTHESIA 
 
This is an intermediate level ‘Key Unit of Training’ in which trainees should spend the 
equivalent of at least 1 month of training and, normally, not more than 3 months. 
 
Anaesthetic training for Neurosurgery and Neuroradiology will take place within designated 
specialist centres with the appropriate critical care facilities. 
 
5.1:   Knowledge 
 
In: 5.1.1  Preoperative assessment and management of patients with neurological 

disease 
In: 5.1.2  Anaesthesia for imaging relevant to the CNS 
In: 5.1.3  Anaesthesia for MRI including problems of magnetic fields 
In: 5.1.4  Anatomy of the skull and skull base 
In: 5.1.5  Anatomy, physiological control and effect of drugs on cerebral blood volume and 

flow, ICP, CMRO2 
In: 5.1.6  Principles of anaesthesia for craniotomy, to include vascular disease, cerebral 

tumours and posterior fossa lesions 
In: 5.1.7  Anaesthetic implications of pituitary disease including endocrine effects 

(acromegaly) and trans-sphenoidal surgery 
In: 5.1.8  Perioperative management of interventional neuroradiological procedures 
In: 5.1.9  Anaesthesia for spinal column surgery and anaesthetic implications of spinal 

cord trauma 
In: 5.1.10  Principles of immediate postoperative management including pain relief and 

special considerations with narcotics 
In: 5.1.11  Principles of neurological monitoring 
In: 5.1.12  Implications of prion diseases for the anaesthetist and other staff 
In: 5.1.13  Anaesthetic and critical care implications of neuromedical diseases: 
In: 5.1.14  Guillain-Barré syndrome 
In: 5.1.15  myasthenia gravis - pharmacological management / thymectomy 
In: 5.1.16  myasthenic syndrome 
In: 5.1.17  dystrophia myotonica 
In: 5.1.18  muscular dystrophy 
In: 5.1.19  paraplegia and long-term spinal cord damage 
In: 5.1.20  control of convulsions including status epilepticus 
In: 5.1.21  Tetanus 
In: 5.1.22  trigeminal neuralgia including thermocoagulation 
 
5.2:   Skills 
 
In: 5.2.1  The trainee will be supervised during the provision of anaesthesia for: 
In: 5.2.2  Planned 
In: 5.2.3  intracranial surgery 
In: 5.2.4  spinal surgery 
In: 5.2.5  Emergency neurosurgery for 
In: 5.2.6  head trauma 
In: 5.2.7  Safe patient positioning – prone, park-bench (lateral) 
In: 5.2.8  The trainee will be instructed in the non-surgical management of the head 

trauma patient 
In: 5.2.9  Resuscitation and patient transfer 
In: 5.2.10  Monitoring: 
In: 5.2.11  insertion of arterial lines 
In: 5.2.12  insertion of CVP lines 
In: 5.2.13  techniques for detection and management of air embolism 
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In: 5.2.14  EEG and evoked potentials 
In: 5.2.15  intracranial pressure measurement 
In: 5.2.16  spinal drainage 
In: 5.2.17  Critical Care: 
In: 5.2.18  indications for ventilation 
In: 5.2.19  the role of drugs 
In: 5.2.20  management of raised intracranial pressure and manipulation of cerebral 

perfusion pressure 
In: 5.2.21  fluid and electrolyte balance in neurocritical care 
In: 5.2.22  Complications 
In: 5.2.23  treatment of raised intracranial pressure 
In: 5.2.24  cerebral protection and prevention of cerebral ischaemia 
In: 5.2.25  management of patients for organ donation 
In: 5.2.26  Neuroradiology 
In: 5.2.27  practical aspects of patient management for CT and MRI 
In: 5.2.28  anaesthetic considerations in interventional radiology 

 
5.3:   Attitudes and behaviour 
 
In: 5.3.1  To understand the problems of obtaining consent in patients with impaired 

consciousness. 
In: 5.3.2  To appreciate the limits of medical intervention 
In: 5.3.3  To gain the ability to establish a rapport with the operating neurosurgeon and 

exchange information during surgery on aspects of changes in the patient’s vital 
signs which are relevant to the operative procedure 

In: 5.3.4  To communicate well with the nursing staff in the ICU, patients, relatives and 
other hospital staff 

In: 5.3.5  To offer comfort to the patient and relatives when there is no prospect of survival
In: 5.3.6  To understand the requirements for organ donation 
 
5.4:   Workplace training objectives 
 
In: 5.4.1  Trainees should gain an understanding of the principles of neuroanaesthesia 

and the associated neuro-critical care in order to manage, with safety, patients 
for routine operations on the brain and spinal cord.  For patients with head 
injury, trainees should be able to manage their resuscitation, stabilisation and 
transfer. 

 
 
Recommended local requirements to support training 
• Neuroanaesthesia should only take place in Neuroscience Centres. 
• Staffing levels in the operating theatre should be sufficient to allow anaesthetists to work 

in teams during long operations. 
• Interventional neuroradiology requires full neuroanaesthesia cover by consultants 
• Neuro-critical care is a joint responsibility between neuroanaesthesia and neurosurgery; 

there should be specific sessions for neuroanaesthetists in Critical care. 
• The provision of beds for neuro-critical care must be adequate, the ventilation of patients 

in other areas should only occur in exceptional circumstances. 
• Operating theatres, Intensive Care Units (ICU) and neuroradiology facilities including 

scanners should all be in close proximity. 
 
For patients with Head Injuries 
• The care of head injured patients is an integral part of neuroanaesthesia. Specialist units 

accepting these patients need to make specific arrangements including protocols, staff 
training and rapid availability of facilities. Optimal management will improve outcome and 
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save resources in the long term. 
• Local guidelines on the transfer of patients with head injuries should be drawn up 

between the referring hospital trusts and the neurosurgical unit which should be 
consistent with established national guidelines. Details of the transfer of the responsibility 
for patient care should also be agreed. 

• Only in exceptional circumstances should a patient with a significantly altered conscious 
level requiring transfer for neurosurgical care not be intubated.  
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6:   OBSTETRIC ANAESTHESIA 
 
This is an intermediate level ‘Key Unit of Training’ in which trainees should spend the 
equivalent of at least 1 month of training and, normally, not more than 3 months. 
 
Obstetric anaesthesia and analgesia is the only area of anaesthetic practice where two 
patients are cared for simultaneously. Pregnancy is a physiological rather than a pathological 
state. Patient expectations are high and the mother expects full involvement in her choices of 
care.  The majority of the workload is the provision of analgesia in labour and anaesthesia for 
delivery.  Multidisciplinary care for the sick mother is increasingly important and highlighted. 
 
6.1:   Knowledge 
 
In: 6.1.1  Anatomy and physiology of pregnancy 
In: 6.1.2  Physiology of labour 
In: 6.1.3  Placental structure and mechanisms affecting drug transfer across the placenta 
In: 6.1.4  Basic knowledge of obstetrics 
In: 6.1.5  Gastrointestinal physiology and acid aspiration prophylaxis 
In: 6.1.6  Pharmacology of drugs relevant to obstetric anaesthesia 
In: 6.1.7  Pain and pain relief in labour 
In: 6.1.8  Emergencies in obstetric anaesthesia: 
In: 6.1.9  pre-eclampsia, eclampsia, failed intubation, major haemorrhage, 
In: 6.1.10  maternal resuscitation, amniotic fluid embolus, total spinal 
In: 6.1.11  Use of magnesium sulphate 
In: 6.1.12  Incidental surgery during pregnancy 
In: 6.1.13  Assessment of fetal well being in utero 
In: 6.1.14  Thromboprophylaxis 
In: 6.1.15  Feeding / starvation policies 
In: 6.1.16  Influence of common concurrent medical diseases 
In: 6.1.17  Management of twin pregnancy 
In: 6.1.18  Management of premature delivery 
In: 6.1.19  Maternal morbidity and mortality 
In: 6.1.20  Management of difficult or failed intubation 
In: 6.1.21  Maternal and neonatal resuscitation 
In: 6.1.22  Legal aspects related to fetus 
 
6.2:   Skills 
 
In: 6.2.1  Assessment of pregnant woman presenting for anaesthesia / analgesia 
In: 6.2.2  Epidural / subarachnoid analgesia for labour 
In: 6.2.3  Management of complications of regional block and of failure to achieve 

adequate block 
In: 6.2.4  Epidural and subarachnoid anaesthesia for Caesarean Section, and other 

operative deliveries 
In: 6.2.5  Conversion of analgesia for labour to that for operative delivery 
In: 6.2.6  General anaesthesia for Caesarean Section 
In: 6.2.7  Airway management 
In: 6.2.8  Management of the awake patient during surgery 
In: 6.2.9  Ability to ventilate the newborn with bag and mask 
In: 6.2.10  Anaesthesia for interventions other than delivery 
In: 6.2.11  Post-delivery pain relief 
In: 6.2.12  Management of accidental dural puncture and post-dural puncture headache 
In: 6.2.13  Recognition of sick mother 
In: 6.2.14  High dependency care of obstetric patients 
In: 6.2.15  Optimisation for the ‘at risk’ baby 
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6.3:   Attitudes and behaviour 
 
In: 6.3.1  To be aware of local guidelines in the obstetric unit 
In: 6.3.2  To communicate a balanced view of the advantages, disadvantages, risks and 

benefits of various forms of analgesia and anaesthesia appropriate to individual 
patients 

In: 6.3.3  To communicate effectively with partner and relatives  
In: 6.3.4  To help deal with disappointment 
In: 6.3.5  To be involved in the initial management of complaints 
In: 6.3.6  To communicate effectively with midwives 
In: 6.3.7  To obtain consent appropriately 
In: 6.3.8  To keep good records 
In: 6.3.9  To identify priorities 
In: 6.3.10  To attempt by conscientious care to recognise problems early 
In: 6.3.11  To allocate resources and call for assistance appropriately 
In: 6.3.12  To be aware of local audits and self audit 
 
6.4:   Workplace training objectives 
 
In: 6.4.1  Within the obstetric team, the trainee should play a full part; communicating 

effectively about anaesthetic and analgesic techniques used in obstetrics and 
developing organisational skills.  They should consolidate clinical management 
of common obstetric practice but recognise and treat common complications 
exercising proper judgement in calling for help. 

 
 
Recommended local requirements to support training 
• Training should normally be provided in units carrying out at least 2,000 deliveries 

annually. 
• There should be at least 1 consultant anaesthetic session allocated for every 500 

deliveries. (In units with a frequent turnover of inexperienced trainees, with a higher than 
average epidural or Caesarean Section rate and/or a substantial number of high risk 
cases, sessions above this minimum will be required). 

• Local protocols should be available to guide trainees in the management of common 
obstetric emergencies based on the individual units staffing and local support. 

• Appropriately trained assistance for the anaesthetist (to NVQ level 3 in Operating 
Department Practice or in possession of the appropriate ENB qualification) must be 
locally available whenever a trainee anaesthetist is required to manage a patient during 
an operative delivery. The person providing this assistance to the anaesthetist should 
have no other duties at that time. 

• Access for patients to critical care facilities must be immediately available at all times. 
• Appropriate anaesthetic ‘bench books’ should be available within the delivery suite. 
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7:   PAEDIATRIC ANAESTHESIA 
 
This is an intermediate level ‘Key Unit of Training’ in which trainees should spend the 
equivalent of at least 1 month of training and, normally, not more than 3 months. 
 
Paediatric anaesthesia and pain management includes everything from healthy children in 
DGHs to the sickest premature babies in tertiary referral centres and in paediatric intensive 
care units (PICU). 

It is not expected that all trainees will be able to gain experience with neonates and preterm 
babies during ST Years 3 and 4.  In considering the listed competencies required, it should 
be recognised that these will generally relate more to Knowledge rather than to Skills.  
However, those who intend to progress to a post with an interest in paediatric anaesthesia 
may be able to gain access to more paediatric training during these years, when their Skills 
should begin to include those areas listed under Knowledge: Neonates. 
 
7.1:   Knowledge  
 
General 
In: 7.1.1  Anatomical and physiological characteristics which affect anaesthesia and the 

changes which take place during growth from neonate to a young child 
In: 7.1.2  Paediatric medical and surgical problems including major congenital 

abnormalities, congenital heart disease and syndromes e.g. Down’s and their 
implications for anaesthesia 

In: 7.1.3  Starvation and hypoglycaemia 
In: 7.1.4  Preoperative assessment and psychological preparation for surgery 
In: 7.1.5  Anaesthetic equipment and the differences from adult practice 
Children and Infants 
In: 7.1.6  Anaesthetic management of children for minor operations and major elective 

and emergency surgery 
In: 7.1.7  Management of recovery 
In: 7.1.8  Management of postoperative pain, and nausea and vomiting in children 
In: 7.1.9  Management of acute airway obstruction including croup and epiglottitis 
Neonates 
In: 7.1.10  Anatomical, physiological and pharmacological differences to the older child / 

adult 
In: 7.1.11  Preoperative assessment 
In: 7.1.12  Anaesthetic techniques and thermoregulation 
In: 7.1.13  Analgesia 
In: 7.1.14  Neonatal equipment and monitoring 
In: 7.1.15  Anaesthetic problems and management of important congenital anomalies 

including those requiring surgical correction in the neonatal period (tracheo-
oesophageal fistula, diaphragmatic hernia, exomphalos, gastroschisis, intestinal 
obstruction, pyloric stenosis) 

In: 7.1.16  Special problems of the premature and ex-premature neonate 
In: 7.1.17  Resuscitation of the newborn 
PICU 
In: 7.1.18  Principles of paediatric intensive care: management of the commoner problems, 

ventilatory and circulatory support, multi-organ failure 
In: 7.1.19  Principles of safe transport of critically ill children and babies 
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7.2:   Skills 
 
Children and Infants 
In: 7.2.1  Resuscitation – Basic life support (BLS) and advanced life support (ALS) at all 

ages 
In: 7.2.2  Preoperative assessment and preparation 
In: 7.2.3  Techniques of induction, maintenance and monitoring for elective and 

emergency anaesthesia 
In: 7.2.4  Selection, management and monitoring of children for diagnostic and 

therapeutic procedures carried out under sedation 
In: 7.2.5  Maintenance of physiology: glucose, fluids, temperature 
In: 7.2.6  Strategies and practice for the management of anaesthetic emergencies in 

children: loss of airway, laryngospasm, failed venous access, suxamethonium 
apnoea and anaphylaxis including latex allergy. 

In: 7.2.7  Postoperative pain management including the use of local and regional 
anaesthetic techniques, simple analgesics, NSAIDs and use of opiods (including 
infusions and PCA) 

In: 7.2.8  Communication with paediatric patients and their family 
 
7.3:   Attitudes and behaviour 
 
In: 7.3.1. To understand consent in children: the law, research, restraint 
In: 7.3.2. To communicate with parents (carers) and children throughout the surgical 

episode 
 
7.4:   Workplace training objectives 
 
In: 7.4.1  The trainee should develop a wide knowledge of the anaesthetic needs of 

children and neonates.  By the end of intermediate level training they should, as 
be able to organise and manage safely a list of straightforward paediatric cases 
over the age of 3 years with available consultant cover.  They should understand 
the potential hazards of paediatric anaesthesia and have had as much practical 
training as is possible in planning for the management of such events. 

 
 
Recommended local requirements to support training 
• Trainers for the initial period of training should be spending not less than the equivalent of 

one full operating session a week in paediatric anaesthesia 
• Anaesthesia for children requires specially trained staff and special facilities 
• Provision should be made for parents to be involved in the care of their children 
• Adequate assistance for the anaesthetist by staff with paediatric training and skill should 

be available 
• Paediatric anaesthetic equipment must be available where children are treated 
 
 
 
7.5:   Training in Child Protection  

 
Anaesthetists of all grades may encounter children who have suffered physical and/or sexual 
abuse in various situations: 
1. Resuscitation of a critically ill child who has sustained an injury under circumstances that 

cannot wholly be explained by natural circumstances or is consistent with intentional 
trauma or abuse 

2. In the paediatric intensive care unit e.g. following severe head injury, where the above 
needs to be considered 
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3. When called upon to anaesthetise a child for a formal forensic examination, possibly 
involving colposcopy, sigmoidoscopy and the collection of specimens. This may also 
include medical photography/video records. 

4. Rarely a child may tell the anaesthetist about abuse (“disclosure”) 
5. During the course of a routine pre-op examination or surgical procedure, the anaesthetist 

or surgeon notes unusual or unexplained signs which may be indicative of physical or 
sexual abuse 

 
In all these situations, it is essential that health care professionals, including the anaesthetist, 
act in the best interests of the child.  
 
 7.5.1:   Knowledge 
 
In:7.5.1.1 Situations in which abuse of children may present 
In:7.5.1.2 Signs indicative of a possible need to safeguard the infant or child 
In:7.5.1.3 Awareness of local CP procedures 
 
 
7.5.2:   Skills 
 
In:7.5.2.1 Clearly communicates concerns (including documentation). 
In:7.5.2.2 Ability to manage the child and their parents in a sensitive, appropriate manner 
 
 
7.5.3   Attitudes and behaviour 
 
In:11.5.3.1 Understands need to communicate concerns within team 
In:11.5.3.2 Asks for senior and/or paediatrician support when appropriate 
 
 
7.5.4   Workplace and training objectives 
 
In:11.5.4.1 Demonstrates knowledge of local safeguarding children procedures 
 
 
7.5.5   Additional Notes 
 
It is suggested that this training can be achieved in a 1 hour scenario based discussion or 
PBL format.   In addition all trainees should be familiar with the RCoA/APA/RCPCH Guideline 
Child Protection and the Anaesthetist:  Safeguarding Children in the Operating Theatre. 
 
General principles-What to do if child abuse or neglect is suspected 
• Good communication is essential.  Anaesthetists are advised not to intervene alone, and 

suspicions should be discussed with the individual identified in the local guideline. In 
particular it would not be appropriate to institute or initiate formal examination whilst the 
child is anaesthetised, as separate consent is required.  

• Further management needs to be agreed in conjunction with the paediatrician, surgeon 
and anaesthetist. Consideration needs to be given to: 
• Informing the parents (except in the case of fabricated or fictitious illness and child 

sexual abuse) 
• Further assessment 
• Informing social services and/or the police 

• Full documentation is essential. 
• The paediatrician should lead this process, and may seek advice from the Named or 

Designated Doctor for child protection.  
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Duties of  the Anaesthetist 
• To act in the best interests of the child 
• To be aware of the child’s rights to be protected 
• To respect the rights of the child to confidentiality  
• To contact a paediatrician with experience of child protection for advice (On call 

paediatrician for Named or Designated Doctor/Nurse) 
• To be aware of the local chid protection mechanisms 
• To be aware of the rights of those with parental responsibility 
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8:   PAIN MANAGEMENT, ACUTE & CHRONIC 
 
This is an intermediate level ‘Key Unit of Training’ in which trainees should spend the 
equivalent of at least 1 month of training and, normally, not more than 3 months. 
 
The recommendations for training are in addition to the knowledge, skills, attitudes and 
workplace training objectives described for basic level training. Topics that are already 
included in the lists for basic level training are treated in greater depth during intermediate 
level training. 
 
8.1   Knowledge 
 
In: 8.1.1  Anatomy, physiology, pharmacology and basic psychology relevant to pain 

management 
In: 8.1.2  Mechanisms of pain: somatic, visceral and neuropathic pain 
In: 8.1.3  Consequences of peripheral nerve injury, spinal cord injury and deafferentation 
In: 8.1.4  Assessment and measurement of acute pain 
In: 8.1.5  Techniques for control of acute pain: postoperative and post-traumatic - 

including children and neonates, the elderly, and patients who are handicapped, 
unconscious or receiving critical care 

In: 8.1.6  Application of pharmacological principles to the pain control: conventional 
analgesics and adjuvant analgesics; side effects; problems of drug dependency 
and addiction 

In: 8.1.7  Opioid and non-opioid medication, opioid infusions, patient controlled analgesia 
In: 8.1.8  Other medication used to manage chronic pain: antidepressants, 

anticonvulsants, antiarrhythmics and other adjuvant medication 
In: 8.1.9  Pharmacology of local anaesthetics 
In: 8.1.10  Principles of neural blockade for pain management: peripheral nerve, plexus, 

epidural and subarachnoid blocks; sympathetic blocks including stellate, coeliac 
plexus and lumbar sympathetic blocks; neurolytic agents and procedures; 
implanted catheters and pumps for drug delivery 

In: 8.1.11  Non-pharmacological methods of pain control.  The principles of stimulation 
induced analgesia: transcutaneous electrical nerve stimulation and acupuncture 

In: 8.1.12  The role of other treatment modalities; physical therapy, surgery, psychological 
approaches, rehabilitation approaches, pain management programmes 

In: 8.1.13  Assessment of patients with chronic pain and of pain in patients with cancer 
In: 8.1.14  Understanding of the principles of chronic pain management in the pain clinic 

setting 
In: 8.1.15  Understanding of the importance of psychology and pain 
In: 8.1.16  Management of severe pain and associated symptoms in palliative care 
In: 8.1.17  Principles and ethics of pain research 
 
8.2:   Skills 
 
In: 8.2.1  Assessment and management of acute pain: postoperative, post-traumatic and 

non-surgical acute pain 
In: 8.2.2  Management of acute pain including special clinical groups: infants, patients 

with opioid dependence or tolerance, non-surgical acute pain (e.g. sickle cell 
disease crisis), patients who are handicapped or with impaired consciousness 

In: 8.2.3  Explanation of analgesic methods: oral; sublingual; subcutaneous, IM; IV; 
inhalational analgesia, patient controlled analgesia, epidural; regional 
techniques and local blocks; possible side effects and complications 

In: 8.2.4  Neural blockade: brachial plexus blocks, paravertebral nerve block, intrathecal 
and epidural drug administration for acute and cancer pain 

In: 8.2.5  Management of side effects of pain relieving medication and procedures 
In: 8.2.6  Basic assessment of patients with chronic pain 
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In: 8.2.7  Recognition of neuropathic pain 
In: 8.2.8  Prescription of medication for chronic pain including antidepressants and 

anticonvulsants 
In: 8.2.9  Use of stimulation induced analgesia: transcutaneous electrical nerve 

stimulation 
In: 8.2.10  Basic assessment and management of pain in patients with cancer 
 
8.3:   Attitudes and behaviour 
 
In: 8.3.1  Listens to patients and their relatives 
In: 8.3.2  Provides explanations in a way that patients and relatives can understand 
In: 8.3.3  Appropriate communication with staff 
In: 8.3.4  Enlists help / advice from other professionals when appropriate 
In: 8.3.5  Awareness of role in a multi-professional team 
In: 8.3.6  Awareness of ethnic, cultural and spiritual issues in pain 
In: 8.3.7  Keeps adequate records 
 
8.4:   Workplace training objectives 
 
In: 8.4.1  Able to assess and manage acute pain for patients after most types of surgery 

including cardiothoracic, neurosurgery and paediatric surgery 
In: 8.4.2  Able to provide explanation of analgesic methods: oral, sublingual, 

subcutaneous, IM, IV drugs, inhalational analgesia, patient controlled analgesia, 
epidural and regional techniques; possible side effects and complications 

In: 8.4.3  Able to institute appropriate action for patients with unrelieved pain in the 
immediate postoperative period and unrelieved non-surgical acute pain on the 
wards 

In: 8.4.4  Able to establish priorities and formulate a treatment plan 
In: 8.4.5  Able to diagnose and institute initial management for neuropathic pain 
In: 8.4.6  Able to demonstrate technical proficiency with procedures from the skills list 
In: 8.4.7  Able to work as a part of a multi-professional team 
 
 
Recommended local requirements to support training 
• Pain Management Services should be planned as an integrated programme although 

staffing and equipment resources for acute and non acute pain may differ 
• Acute and non-acute pain management in all hospitals requires: 

• Appropriate facilities, consultant sessional allocation and equipment 
• Responsibility for the management of pain to be undertaken by appropriately trained 

consultants 
• Liaison between pain management, palliative care services and other specialties to 

provide an inter-disciplinary approach in all areas 
• Ongoing education in the understanding of pain, its presentation and management, 

for all grades and disciplines caring for patients 
• The provision of inter-disciplinary programmes which will improve patient rehabilitation 

whilst reducing pain and use of other health care resources 
• Specific arrangements must be made for the treatment of children 
• The services of investigation departments must be readily available and information 

concerning their services easily available to both staff and patients. 
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9:   VASCULAR ANAESTHESIA 
 
This is an intermediate level ‘General Unit of Training’ in which it is expected that all trainees 
will gain appropriate training. 
 
Developments in interventional radiology are changing the range of elective vascular 
procedures taking place in the operating theatre.  However, the demands for the anaesthesia 
and critical care of patients undergoing emergency vascular procedures, make it highly 
desirable that trainees receive appropriate training in this special interest if at all possible. 
 
9.1:   Knowledge 
 
In: 9.1.1  Resuscitation and management of major vascular accidents 
In: 9.1.2  Management of the patient with atherosclerotic disease 
In: 9.1.3  Management of the patient for major vascular surgery 
In: 9.1.4  Management of patients for endovascular radiological procedures (stenting etc) 
In: 9.1.5  Management of carotid artery surgery 
In: 9.1.6  Management of phaeochromocytoma 
In: 9.1.7  Sympathectomy 
In: 9.1.8  Postoperative management and critical care 
In: 9.1.9  Postoperative analgesia 
In: 9.1.10  Anaesthesia for non-cardiac surgery in patients with cardiac disease 
In: 9.1.11  Effects of smoking on health 
In: 9.1.12  Morbidity and mortality of vascular surgery 
In: 9.1.13  Massive blood transfusion, strategies for blood conservation, red cell salvage 
In: 9.1.14  Consequences of aortic cross-clamping and renal protection 
 
9.2:   Skills 
 
In: 9.2.1  Preoperative assessment 
In: 9.2.2  Insertion of invasive monitoring 
In: 9.2.3  Interpretation of information from monitoring 
In: 9.2.4  Management of massive blood loss 
In: 9.2.5  Maintenance of normothermia 
In: 9.2.6  Recognition and management of complications 
In: 9.2.7  Postoperative care 
 
9.3:   Attitudes and behaviour 
 
In: 9.3.1  Sympathetic explanation of risks and benefits of surgery and anaesthesia 
In: 9.3.2  Preoperative optimisation 
In: 9.3.3  Teamwork with surgeons throughout perioperative period 
In: 9.3.4  Anticipation of problems  
In: 9.3.5  Recognition of need for help 
In: 9.3.6  Clarity of instructions for postoperative care 
 
9.4:   Workplace training objectives 
 
In: 9.4.1  Trainees should demonstrate competency in assessing cardiac and pulmonary 

function in patients with limited exercise tolerance, in the management of 
significant blood loss and in the use of drugs to support the heart and circulation.
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Recommended local requirements to support training 
• Investigative facilities for cardiac and pulmonary function must be available  
• Surgeons must be available with vascular expertise 
• Anaesthetist with regular vascular list 
• Vascular emergencies dealt with routinely 
• Intensive Care / HDU facilities must be available 
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10:   DAY SURGERY 
 
This is an intermediate level ‘General Unit of Training’ in which it is expected that all trainees 
will gain appropriate training. 
 
Training should take place within a dedicated Day Surgery Unit where the management of 
cases as an outpatient is not compromised by elective or other operations taking place for in-
patients. 
 
10.1:   Knowledge 
 
In: 10.1.1  Anaesthetic pre-assessment clinics 
In: 10.1.2  Instructions to patients, anaesthetic and social 
In: 10.1.3  Regional analgesia appropriate to day cases 
In: 10.1.4  General anaesthesia appropriate to day cases 
In: 10.1.5  Appropriate drugs for day cases 
In: 10.1.6  Recovery assessment 
In: 10.1.7  Postoperative analgesia 
 
10.2:   Skills 
 
In: 10.2.1  Instructions to patient: 
In: 10.2.2  Transport 
In: 10.2.3  accompanying person who can drive if in own car 
In: 10.2.4  home not more than 1 hour away from day stay unit 
In: 10.2.5  level of care overnight 
In: 10.2.6  telephone availability 
In: 10.2.7  Anaesthesia: 
In: 10.2.8  regional or local anaesthesia 
In: 10.2.9  local topical anaesthesia or sedation 
In: 10.2.10  general anaesthesia 
In: 10.2.11  recognise those unsuitable for day case management 
In: 10.2.12  General Anaesthesia: 
In: 10.2.13  to limit the loss of physiological stability and to achieve rapid recovery 
In: 10.2.14  to select where appropriate analgesics and muscle relaxants used during 

outpatient GA to recognise when a patient is sufficiently recovered to return 
home supervised 

In: 10.2.15  Use of protocols or guidelines 
 
10.3:   Attitudes and behaviour 
 
In: 10.3.1  Good communication with nursing staff, patients, relatives and other hospital 

staff 
In: 10.3.2  The development of a professional and reassuring manner in order to allay 

patient anxieties 
 
10.4:   Workplace training objectives 
 
In: 10.4.1  The trainee must understand and apply agreed protocols with regard to patient 

selection and other aspects of care, and also appreciate the importance of 
minimising postoperative complications such as nausea and pain, in patients 
who are returning home the same day. 
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Recommended local requirements to support training 
• Clear guidelines must exist for appropriate patient selection for day case surgery, these 

will include consideration of social factors 
• Day surgery units will have a consultant in charge who chairs a multi-disciplinary 

management team 
•  Specific arrangements must be made for the treatment of children 
•  All patients must be assessed during the recovery phase for the adequacy of analgesia 

and fitness for discharge 
•  Clear written discharge criteria must be established 
•  Full written records must be maintained 
•  Specific instructions and information must be available for patients, their relatives and 

community services 
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11:   EAR, NOSE AND THROAT (OTORHINOLARYNGOLOGY) 
 
This is an intermediate level ‘General Unit of Training’ in which it is expected that all trainees 
will gain appropriate training. 
 
11.1:   Knowledge 
 
In: 11.1.1  Preoperative assessment, particularly prediction of a difficult intubation 
In: 11.1.2  Management of patients of all ages to include patients with: stridor; intubation 

difficulties; sleep apnoea; concomitant diseases 
In: 11.1.3  Local techniques and surface analgesia 
In: 11.1.4  Acute ENT emergencies (e.g. bleeding tonsils, croup, epiglottitis, foreign bodies) 

Laryngoscopy and bronchoscopy 
In: 11.1.5  Knowledge of special tubes, gags and equipment for microlaryngoscopy, 

bronchoscopy, laser surgery (e.g. Venturi devices, ventilating bronchoscope and 
fibreoptic bronchoscopy) 

In: 11.1.6  Middle ear surgery including hypotensive techniques 
In: 11.1.7  Major head and neck surgery (including laryngectomy) 
In: 11.1.8  Emergency airway management including tracheostomy 
In: 11.1.9  Use of helium 
In: 11.1.10  Postoperative management 
 
11.2:   Skills 
 
Preoperative 
In: 11.2.1  Recognise the importance of preoperative assessment with particular attention 

to: 
In: 11.2.2  age (paediatric / adult / elderly) 
In: 11.2.3  concomitant disease GI tract 
In: 11.2.4  patients with sleep apnoea, stridor and intubation difficulties 
In: 11.2.5  Discuss the anaesthetic procedures with the patient and/or relatives (if a child is 

involved) 
In: 11.2.6  Discuss special requirements with the surgical team 
In: 11.2.7  Acute ENT emergencies such as bleeding tonsil bed, croup / epiglottitis 
In: 11.2.8  Prepare all appropriate drugs, appropriate masks, airways, tracheal tubes, 

bougies, laryngoscopes, throat packs 
In: 11.2.9  Use of appropriate disposable equipment to prevent transmission of nvCJD 
Peroperative 
In: 11.2.10  Provide smooth anaesthesia / analgesic / surgical operating conditions 
In: 11.2.11  Cope with parental presence in the anaesthetic room 
In: 11.2.12  Use the appropriate tracheal tube or laryngeal mask 
In: 11.2.13  Use of special tubes, gags and goggles (laser surgery) 
In: 11.2.14  Techniques available for microlaryngoscopy and bronchoscopy (Venturi devices 

and ventilating bronchoscope) 
In: 11.2.15  Hypotensive anaesthetic techniques, when appropriate 
In: 11.2.16  To use invasive monitoring (arterial, CVP, urinary) for major surgical procedures 

on the head and neck 
Postoperative 
In: 11.2.17  Extubation procedures to avoid laryngospasm 
In: 11.2.18  Oxygen therapy 
In: 11.2.19  Appropriate postoperative analgesia 
In: 11.2.20  Postoperative fluid balance 
In: 11.2.21  Maintain venous access after operation, if required 
In: 11.2.22  Postoperative anti-emetics 
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11.3:   Attitudes and behaviour 
 
In: 11.3.1  Develop an understanding of the needs of the surgeon when operating on a 

shared airway but the absolute importance of not compromising patient safety. 
In: 11.3.2  To support and guide recovery and other staff taking responsibility for the 

unconscious patient who has undergone surgery to the airway. 
 
11.4:   Workplace training objectives 
 
In: 11.4.1  To develop confidence in the anaesthetic management of adults and children 

undergoing surgery to the airway. 
 
 
Recommended local requirements to support training 
• Surgery is undertaken on patients of all ages from neonates to the elderly. Ear Nose and 

Throat units must have a paediatric facility with trained paediatric nurses 
• Upper airway problems are commonplace, equipment and expertise for fibreoptic 

intubation must be available 
• Rapid access to an experienced and efficient emergency service is required. 
• Access to beds for intensive or high dependency care must be available when required 
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12:   GENERAL SURGERY / GYNAECOLOGY / UROLOGY  
  (+/- TRANSPLANTATION) 

 
This is a ‘General Unit of Training’ in which it is expected that all trainees will gain 
appropriate intermediate level  training . 
 
Anaesthesia for general surgical procedures forms the backbone of specialist anaesthesia.  
Knowledge skills and attitudes learned during basic level training should be enhanced and 
refined as increased responsibility is taken by the trainee. 
 
12.1:   Knowledge 
 
General surgery 
In: 12.1.1  Relevant anatomy and physiology for common surgical procedures 
In: 12.1.2  Anaesthesia for complex GI surgery including intrathoracic procedures 
In: 12.1.3  Emergency anaesthesia for general surgery 
In: 12.1.4  Carcinoid syndrome / tumours 
In: 12.1.5  Endocrinology; diseases relevant to hepatobiliary, pancreatic, splenic surgery 
In: 12.1.6  Management of thyroid (and parathyroid) surgery 
In: 12.1.7  Starvation / obesity 
In: 12.1.8  Metabolism; nutrients, carbohydrates, fats, proteins, vitamins, minerals 
Gynaecology 
In: 12.1.9  Relevant anatomy and physiology 
In: 12.1.10  Endocrinology relating to gynaecology 
In: 12.1.11  Preoperative assessment 
In: 12.1.12  Laparoscopic surgery 
In: 12.1.13  Gynaecological procedures during pregnancy 
Urology 
In: 12.1.14  Anatomy of the renal tract 
In: 12.1.15  Blood flow, GFR, plasma clearance 
In: 12.1.16  Tubular function, urine formation and micturition  
In: 12.1.17  Assessment of renal function 
In: 12.1.18  Disturbances of fluid balance, oedema and dehydration 
In: 12.1.19  Management of acid-base abnormalities 
In: 12.1.20  Renal failure and its management 
In: 12.1.21  Plasma electrolyte disturbances 
In: 12.1.22  Anaesthesia on spinal injuries patients for urological procedures 
In: 12.1.23  TUR syndrome 
Transplantation 
In: 12.1.24  Principles and complications of lmmunosuppression 
In: 12.1.25  Specific anaesthetic problems associated with renal transplantation 
In: 12.1.26  Anaesthetic management of patients with transplanted organs 
 
12.2:   Skills 
 
General surgery 
In: 12.2.1  Preoperative assessment and resuscitation of emergency surgical patient e.g. 

trauma, obstruction and perforation 
In: 12.2.2  Postoperative analgesia e.g. regional and field blocks 
In: 12.2.3  Assessment of need for ICU and HDU admission 
In: 12.2.4  Assessment of the elderly and children 
In: 12.2.5  Laparoscopic surgery 
In: 12.2.6  TIVA 
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Gynaecology 
In: 12.2.7  Regional techniques 
In: 12.2.8  Laparoscopic surgery 
Urology 
In: 12.2.9  Regional techniques 
In: 12.2.10  Major procedures – e.g. nephrectomy, cystectomy 
 
12.3:   Attitudes and behaviour 
 
General surgery 
In: 12.3.1  Can assess preoperative patients effectively and resuscitate appropriately 
In: 12.3.2  Links with other staff showing ability to co-ordinate a team 
Gynaecology 
In: 12.3.3  Shows appropriate attitude and behaviour to the female patient 
Transplantation 
In: 12.3.4  Understands the ethical implications of transplantation 
 
12.4:   Workplace training objectives 
 
In: 12.4.1  The trainee should demonstrate the required professional judgement in 

assessing and managing the risk of aspiration, in deciding the urgency of a case 
against any delay necessary for resuscitation and in assessing the requirement 
for postoperative critical care. 
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13:   ORTHOPAEDIC ANAESTHESIA 
 
This is an intermediate level ‘General Unit of Training’ in which it is expected that all trainees 
will gain appropriate training. 
 
13.1:   Knowledge 
 
In: 13.1.1  Preoperative assessment with particular reference to the problems of children, 

the elderly and patients with co-existing disease or injury such as congenital 
syndromes, rheumatoid arthritis or vertebral fractures 

In: 13.1.2  Special airway problems especially in the rheumatoid patient and those with 
cervical spine injury or pathology 

In: 13.1.3  Emergency anaesthesia for fractures 
In: 13.1.4  Resuscitation and management of patients with multiple injuries 
In: 13.1.5  Routine anaesthesia for joint replacement surgery, arthroscopy, fractured bones, 

dislocations and tendon repair 
In: 13.1.6  The problems that may result from the use of tourniquets and of cement 
In: 13.1.7  Problems of operations in the prone position 
In: 13.1.8  Anaesthesia for spinal surgery (including scoliosis) 
In: 13.1.9  Perioperative analgesia, including use of regional analgesia 
In: 13.1.10  Prevention, recognition and management of potential postoperative 

complications, including prophylaxis, recognition and management of deep 
venous thrombosis & pulmonary embolus, and fat embolus 

In: 13.1.11  Other specific complications of orthopaedic surgery including continuing blood 
loss, compartment syndromes, neurovascular deficit, complications due to 
difficulty of access to patients who may be on traction, in hip spicas, plaster 
jackets, and the problems of pressure areas 

 
13.2:   Skills 
 
In: 13.2.1  Airway assessment and management in the patient with rheumatoid arthritis 
In: 13.2.2  Safe positioning of patient, particularly in lateral and prone positions 
In: 13.2.3  Assessment and management of major blood loss 
In: 13.2.4  Correct application and use of tourniquets 
 
13.3:   Attitudes and behaviour 
 
In: 13.3.1  Provides explanations of anaesthesia for orthopaedic surgery in a way that 

patients can understand 
In: 13.3.2  Gentle handling of patient during positioning and performance of general or 

regional anaesthesia 
In: 13.3.3  Enlists help / advice from other professionals when appropriate 
 
13.4:   Workplace training objectives 
 
In: 13.3.4  Anaesthesia for orthopaedic lists enables trainees to attain competency in 

ensuring the smooth and efficient running of an operating list; liasing with other 
staff, avoiding delays and reassuring patients.  They should demonstrate their 
ability to employ safe but effective methods for postoperative pain relief.  In 
addition they should develop awareness of the potential hazards and 
complications of orthopaedic surgery. 
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Recommended local requirements to support training 
As well as the requirements for adequately staffed and equipped operating theatres, there 
must be provision of adequate recovery facilities, and access to an HDU if there is massive 
blood loss, severe hypothermia, or postoperative compromised lung function. An ICU will be 
needed if ventilation is required. 
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14:   REGIONAL ANAESTHESIA 
 
Regional techniques are integral components of anaesthesia in the UK now, but the College 
recognises that it is inappropriate to expect that every trainee will become competent in every 
possible block technique, although they must be competent in all the generic aspects of block 
performance.  Schools of Anaesthesia will vary in the range of blocks to which trainees can 
be exposed, but the basic level curriculum has indicated that all trainees should become 
competent in spinal and epidural block, with training in certain other blocks being appropriate 
at that stage if possible.  During intermediate level training 1-2 trainees should increase their 
experience of regional techniques and, where opportunities allow, should increase the range 
of block techniques in which they become competent.  The skills section below indicates the 
techniques which are considered most appropriate for this stage of training, experience of the 
various techniques normally being gained during relevant special interest attachments.  
Assessments should be as outlined in Section 1.2 for spinal & lumbar epidural blocks, and 
trainees must recognise that they should not attempt blocks until they have received 
supervised training, and passed the relevant assessment. 
 
If training in these blocks is not available it should be deferred to ST Years 3 / 4 / 5, or even 
until after achievement of CCT if an individual subsequently wishes to practice them. 
 
14.1:   Knowledge 
 
In: 14.1.1  Basic sciences applied to regional anaesthesia: anatomy, physiology and 

pharmacology 
In: 14.1.2  Advantages / disadvantages, risks / benefits and indications / contra-indications 
In: 14.1.3  Assessment, preparation and management of the patient for regional 

anaesthesia 
In: 14.1.4  The principles of minor and major peripheral nerve blocks (including cranial 

nerve blocks) and central neural blocks 
In: 14.1.5  Desirable effects, possible side effects and complications of regional 

anaesthesia 
In: 14.1.6  Management of effects and complications 
 
14.2:   Skills 
 
In: 14.2.1  Assessment and preparation of the patient for regional anaesthesia, to include 

discussion of anaesthetic options (i.e. regional versus general) 
In: 14.2.2  Management of the patient receiving a regional block during surgery (whether 

awake or as part of a ‘balanced’ anaesthetic technique) and during labour 
In: 14.2.3  Management of the patient receiving regional techniques in the postoperative 

period, including liaison with surgeons, acute pain teams, and ward staff 
In: 14.2.4  Central nerve blocks:  
In: 14.2.5  Spinal anaesthesia 
In: 14.2.6  Epidural block (lumbar & sacral) 
In: 14.2.7  Combined spinal /epidural 
In: 14.2.8  Major nerve block – able to perform at least one method for upper and lower 

limb surgery respectively: 
In: 14.2.9  Brachial plexus – one technique at least 
In: 14.2.10  [deliberate deletion] 
In: 14.2.11  Sciatic 
In: 14.2.12  Femoral 
In: 14.2.13  [deliberate deletion] 
In: 14.2.14  Minor nerve block:  
In: 14.2.15  Superficial cervical plexus block 
In: 14.2.16  Trunk (penile, intercostal & inguinal blocks) 
In: 14.2.17  Upper limb (elbow and distal) 
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In: 14.2.18  Lower limb (ankle & distal) 
In: 14.2.19  Miscellaneous:   Ophthalmic blocks, topical, IVRA, infiltration & intra-articular 
In: 14.2.20  Recognition and management of the adverse effects of regional anaesthesia 

 
[Note: Thoracic epidural and deep cervical plexus blocks are ST Year 5, 6 and 7 
competencies. A fuller range of ‘major’ nerve block techniques would be appropriate during 
these years also if the relevant training and experience are available.  Cranial nerve, cervical 
epidural, paravertebral, lumbo-sacral and autonomic block competencies are appropriate 
only to senior trainees working towards competency in pain and other relevant special 
interests. Again, there should be formal assessment, along the lines already outlined, of each 
block before the trainee can be judged as competent.]. 
 
 
14.3:   Attitudes and behaviour  
 
In: 14.3.1  Provides explanations of regional techniques in a way that patients can 

understand 
In: 14.3.2  Understands patients’ anxieties about regional techniques, especially the stress 

of undergoing surgery while conscious 
In: 14.3.3  Recognises need for communication with staff about use of regional block 
In: 14.3.4  Handles patients gently during performance of regional block 
In: 14.3.5  Meticulous attention to safety and sterility during performance of regional blocks 
In: 14.3.6  Enlists help / advice from other professionals when appropriate 
 
 
14.4:   Workplace training objectives 
 
In: 14.4.1  Trainees should take appropriate opportunities to use regional anaesthesia in 

patients undergoing a range of operations in specialties such as orthopaedics, 
gynaecology, urology and plastic surgery in order to demonstrate their 
attainment of the listed requirements.  All such cases should be fully detailed in 
the logbook. 
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15:   TRAUMA AND ACCIDENTS 
 
This is a ‘General Unit of Training’ in which it is expected that all trainees will gain 
appropriate intermediate level training. 
 
Many aspects of this unit of training will be closely linked with knowledge and skills covered 
in other units of training.  The recommendations made here are therefore broadly stated.  
Increasingly anaesthetic trainees completing intermediate level training will have taken part in 
a course in Advanced Trauma Life Support (ATLS or equivalent) which will have fulfilled the 
requirements of this unit of training.  For those trainees that have not had this opportunity, it 
is suggested that this unit of training be modelled along similar lines. 

 
15.1:   Knowledge 
 
In: 15.1.1  Management of head injury, spinal injury and multiple trauma with major blood 

loss 
In: 15.1.2  Major incident management, triage and anaesthesia in situations outside the 

hospital 
In: 15.1.3  Transfer of the traumatised patient including emergency airway and pain 

management 
In: 15.1.4  Management of the burned patient 
In: 15.1.5  Immersion / drowning and near-drowning 
In: 15.1.6  Hypothermia 
In: 15.1.7  Trauma scoring systems 
 
15.2:   Skills 
 
In: 15.2.1  Many of the skills required are those also associated with other specialties, but 

there is the additional requirement to be able to perform rapid assessments and 
to prioritise patients’ needs 

In: 15.2.2  Experience in transfers should be gained 
In: 15.2.3  Management of allergy 
 
15.3:   Attitudes and behaviour 
 
In: 15.3.1  Linking with other specialists to work in a team (this includes paramedic and 

ambulance personnel) 
In: 15.3.2  Understanding and adherence to, agreed protocols 
In: 15.3.3  Recognising the essential requirement for stabilisation prior to transfer 
In: 15.3.4  To be able to organise and manage the safe transfer of the intubated / ventilated 

patient 
 
15.4:   Workplace training objectives 
 
In: 15.4.1  The trainee should attain the ability to be an effective member of the trauma 

team and take an appropriate role in managing transfers 
 
 
Recommended local requirements to support training 
• Every hospital should have a designated consultant anaesthetist to co-ordinate 

anaesthetic services for trauma 
• In hospitals designated to receive major trauma patients there should be a defined 

trauma team to respond immediately whenever a patient with major injuries is admitted 
• Hospitals designated to receive major trauma patients should have: 

• Access to core specialities at all times 
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• An intensive care unit 
• Facilities for high dependency care 

• Any hospital designated to manage major trauma in children should have staff with 
paediatric training and experience. There should be an agreed set of guidelines for the 
treatment of children 

• There should be agreed guidelines for the referral and transfer of trauma patients 
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16:   DIAGNOSTIC IMAGING, ANAESTHESIA & SEDATION 
 
This is an intermediate level ‘Additional Unit of Training’ which may or may not be available 
to trainees depending on the distribution and availability of services locally. 
 
The role of the anaesthetist in providing general anaesthesia and sedation together with 
physiological and pharmacological support for patients in the X-ray department is evolving 
rapidly.  Trainees need to understand the benefits and risks particularly with regard to 
interventional procedures. 
 
16.1:   Knowledge 
 
In: 16.1.1  Preanaesthetic preparation 
In: 16.1.2  Techniques appropriate for adults and children for CT scanning, MR imaging 

and angiography 
In: 16.1.3  Post-investigation care 
 
16.2:   Skills 
 
In:22.2.1 Pre-anaesthetic preparation 
In:22.2.2 Sedation and general anaesthetic techniques for: 
In:22.2.3 angiography and interventional procedures 
In:22.2.4 CT scanning, adults and children 
In:22.2.5 Magnetic resonance imaging with respect to: 
In:22.2.6 the isolated patient 
In:22.2.7 the problems due to magnetic field 
In:22.2.8 Post-investigation care 
 
16.3:   Attitudes and behaviour 
 
In: 16.3.1 Establishing good communication and an understanding of their working needs 

with nursing staff, radiographers and radiologists 
 
16.4:   Workplace training objectives 
 
In: 16.4.1 Trainees should understand the implications of different interventional 

radiological procedures in their anaesthetic care of the patient and be able to 
establish safe anaesthesia or sedation within the confines and limitations of the 
X-ray department. 

 
 
Recommended local requirements to support training 
The provision of anaesthetic and monitoring equipment together with assistance for the 
anaesthetist should be to a similar standard as is provided in the operating theatres for an 
equivalent case. 
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17:   MAXILLO-FACIAL / DENTAL ANAESTHESIA 
 
This is an intermediate level ‘Additional Unit of Training’ which may or may not be available 
to trainees depending on the distribution and availability of services locally. 
 
Maxillo-facial surgery covers a range of procedures from simple dental extractions to 
complex resections and reconstructive procedures. The age range of patients is similarly 
wide, from childhood to the elderly. 
 
17.1:   Knowledge 
 
In: 17.1.1 Preoperative assessment 
In: 17.1.2 Day case / inpatient requirements 
In: 17.1.3 Resuscitation facilities 
In: 17.1.4 Anaesthesia for dental extractions (to include sedation and analgesic 

techniques) 
In: 17.1.5 Paediatric anaesthesia 
In: 17.1.6 Assessment and management of the difficult airway including fibreoptic 

intubation Anaesthesia for maxillo-facial surgery including the perioperative 
management of the fractured jaw and other major facial injuries. 

In: 17.1.7 Postoperative management for all patients undergoing dental or maxillo-facial 
procedures 

 
17.2:   Skills 
 
Many of the skills required for this unit of training are shared with ENT surgery 
 
In: 17.2.1 Patient assessment for day-stay surgery, including children and the mentally 

and physically handicapped 
In: 17.2.2 Pre and postoperative instructions for patients 
In: 17.2.3 Talking to patients and explaining the anaesthesia proposed 
In: 17.2.4 Choice of anaesthetic technique 
In: 17.2.5 Potential problems and hazards of the shared airway 
In: 17.2.6 Airway management including nasal masks, naso-pharyngeal airways, laryngeal 

mask airways, oral and nasal endotracheal intubation 
In: 17.2.7 Working with dental and oral surgeons and their use of mouth props and packs 
In: 17.2.8 Appropriate monitoring techniques and record keeping 
In: 17.2.9 Recovery and patient assessment for discharge including regular audit of 

outcomes 
In: 17.2.10 Management of emergencies 
In: 17.2.11 Conscious sedation: 
In: 17.2.12 Patient selection, assessment and suitability for treatment under sedation 
In: 17.2.13 The techniques and drugs available including non-pharmacological methods 
In: 17.2.14 Administration methods - oral, inhalational, intravenous, transmucosal, 

patient-controlled 
In: 17.2.15 Monitoring and management of the sedated patient 
 
17.3:   Attitudes and behaviour 
 
In: 17.3.1 Develop an understanding of the needs of the surgeon when operating on a 

shared airway but the absolute importance of not compromising patient safety 
In: 17.3.2 To support and guide recovery and other staff taking responsibility for the 

unconscious patient who has undergone surgery to the airway 
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17.4:   Workplace training objectives 
 
In: 17.4.1 Trainees should develop confidence in the anaesthetic management of adults 

and children undergoing surgery to the airway. 
 
 
Recommended local requirements to support training 
• Surgery is undertaken on patients of all ages from neonates to the elderly. There must be 

a paediatric facility with trained paediatric nurses 
• Upper airway problems are commonplace, equipment and expertise for fibreoptic 

intubation must be available 
• Rapid access to an experienced and efficient emergency service is required. 
• Access to beds for intensive or high dependency care must be available when required 
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18:   OPHTHALMIC ANAESTHESIA 
 
This is an intermediate level ‘Additional Unit of Training’ which may or may not be available 
to trainees depending on the distribution and availability of services locally. 
 
This specialty affords potentially very valuable training for trainees at intermediate level.  The 
age range of the patients and the wide adoption of local anaesthetic techniques are particular 
aspects that can be beneficial to the development of the trainee.  However, it is recognised 
that only a proportion of trainees will be able to gain this experience in the ST Years 3 and 4. 
 
18.1:   Knowledge 
 
In: 18.1.1 Preoperative assessment with particular reference to patients with co-

morbidities 
In: 18.1.2 Choice of local or general anaesthetic techniques in relation to the patient and 

surgery with particular reference to: 
In: 18.1.3 strabismus surgery 
In: 18.1.4 cataract surgery 
In: 18.1.5 surgery for the detached retina 
In: 18.1.6 Penetrating eye injury 
In: 18.1.7 Control of intraocular pressure 
In: 18.1.8 Action of anaesthetic drugs on the eye 
In: 18.1.9 Anatomy relevant to local anaesthetic blocks 
In: 18.1.10 Local analgesia 
In: 18.1.11 topical anaesthesia 
In: 18.1.12 risks of sharp needles in peribulbar and retrobulbar techniques 
In: 18.1.13 sub-Tenon’s block 
In: 18.1.14 Problems of glaucoma surgery 
In: 18.1.15 Postoperative care 
 
18.2:   Skills 
 
In: 18.2.1 Assessment and preparation, including the use of day care facilities 
In: 18.2.2 Anaesthetic management of patients for lachrymal surgery including syringing 

and probing and dacrocystorhinostomy 
In: 18.2.3 Requirements for strabismus surgery, including knowledge of the oculocardiac 

reflex 
In: 18.2.4 Control of intraocular pressure 
In: 18.2.5 The use of topical preparations, possible effects and interactions 
In: 18.2.6 Appropriate local anaesthetic methods 
In: 18.2.7 Techniques of general anaesthesia for ophthalmic surgery 
In: 18.2.8 Choice and use of appropriate method for airway maintenance under general 

anaesthesia 
In: 18.2.9 Postoperative care 
 
18.3:   Attitudes and behaviour 
 
In: 18.3.1 Understanding of the importance of the patient’s general health and wishes to 

decisions relating to the choice of anaesthetic techniques 
In: 18.3.2 Being an effective communicator with elderly patients in explaining the risks and 

benefits of general and local anaesthesia for eye surgery 
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18.4:   Workplace training objectives 
 
In: 18.4.1 Trainees should develop expertise in the administration of local anaesthesia for 

eye surgery trying to obtain competency in at least one block.  They should also 
show the necessary medical knowledge and skill in the preoperative 
assessment of elderly patients.  

 
 
Recommended local requirements to support training 
Availability of facilities, support staff including assistance for the anaesthetist and the 
anaesthetic and monitoring equipment must be to the standards set out in documents from 
the RCA and AAGBI. 
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19:   PLASTICS / BURNS 
 
This is an intermediate level ‘Additional Unit of Training’ which may or may not be available 
to trainees depending on the distribution and availability of services locally. 
 
Whilst much plastic surgery takes place in specialist centres, there are often routine lists in 
other hospitals, this should enable most anaesthetic trainees to gain some intermediate level 
experience in this specialty.  However severe burns, although initially admitted to many A&E 
departments will, following resuscitation, be transferred to a specialist unit.  Training 
opportunities will therefore be limited, although the expectation is that many anaesthetists will 
be involved in the initial resuscitation of burns at a receiving hospital.  It is recognised that 
training in this field will, in many cases, need to be supplemented by other teaching and 
instructional methods such as CD-ROM presentations. 
 
19.1:   Knowledge 
 
In: 19.1.1 Preoperative assessment 
In: 19.1.2 Assessment and management of the difficult airway including fibreoptic 

intubation 
In: 19.1.3 Day case / inpatient requirements 
In: 19.1.4 Paediatric anaesthesia 
In: 19.1.5 Postoperative management for patients who have undergone plastic surgical 

procedures with particular reference to free flaps 
In: 19.1.6 Physiology of tissue blood flow 
In: 19.1.7 Benefits and risks of hypotensive anaesthesia 
In: 19.1.8 Pathophysiology of the patient with burns 
In: 19.1.9 Resuscitation of the patient with burns with particular reference to fluid 

management 
In: 19.1.10 Pathophysiology, assessment, diagnosis and management of injury due to heat 

and smoke inhalation 
 
19.2:   Skills 
 
Plastic surgery 
In: 19.2.1 General and regional anaesthesia for plastic surgery including: 
In: 19.2.2 anaesthesia for head and neck surgery 
In: 19.2.3 anaesthesia for free flaps and reimplantation 
In: 19.2.4 anaesthesia for cleft palate repair 
In: 19.2.5 Specific problems of prolonged anaesthesia 
In: 19.2.6 Manipulation and control of blood pressure to assist surgery 
In: 19.2.7 Managing the acutely compromised airway including experience with trans-

tracheal ventilation 
In: 19.2.8 Prediction and management of the difficult intubation 
In: 19.2.9 Selection of the appropriate method of airway maintenance, use of the LMA 
In: 19.2.10 Techniques for continuous local anaesthesia 
Burns 
In: 19.2.11 Resuscitation in the management of the patient with burns 
In: 19.2.12 Recognition and treatment of airway problems 
In: 19.2.13 Institution of intravenous fluid therapy and fluid replacement 
In: 19.2.14 Analgesia 
In: 19.2.15 Transportation requirements 
In: 19.2.16 Temperature maintenance 
In: 19.2.17 Monitoring 
In: 19.2.18 insertion of lines 
In: 19.2.19 problems with access 
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Burns (continued) 
In: 19.2.20 Responses to drugs in burned patients 
In: 19.2.21 Recognition and management of the airway burn and initiating appropriate 

treatment 
 
19.3:   Attitudes and behaviour 
 
In: 19.3.1 To be able to foresee potential problems and plan appropriately 
In: 19.3.2 When using elective hypotensive techniques to maintain professional 

independence, recognising the absolute need to protect the patient’s safety at all 
times and not to succumb to unreasonable pressure from the surgeon 

 
19.4:   Workplace training objectives: 
 
In: 19.4.1 Trainees should develop skills in the management of the difficult airway, learn 

the value and limitations of hypotensive techniques and obtain a clear 
understanding of the priorities in the resuscitation of the patient with burns. 

 
 
Recommended local requirements to support training 
Plastics 
• The care of head & neck patients is an integral part of plastic anaesthesia. Specialist units 

accepting these patients need to make specific arrangements including protocols, staff 
training and rapid availability of facilities, especially access to HDU or ICU beds. Optimal 
management will improve outcome and save resources in the long term. 
 

Burns 
• Emergency anaesthetic assessment and treatment of burned patients may be required in 

any hospital with an A & E department. Guidelines should be available concerning 
immediate care and transfer to an appropriate Burn Care service. 

• The critical care of burned patients is an integral part of burns anaesthesia services. 
Specialist departments accepting these patients need to make specific arrangements 
including protocols, staff training and rapid availability of facilities. Optimal management 
will improve outcome and save resources in the long term. 

• Major burn anaesthesia should take place only in a Burns Centre or Bums Unit. Full 
consultant cover should be available. 

• Paediatric burn cases, which constitute a major proportion of burn victims, require special 
facilities & staffing. 

• Pain relief throughout the care process and especially for interventions is an integral part 
of burn anaesthesia provision. 
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20:   MISCELLANEOUS 
 
This is an intermediate level ‘Additional Unit of Training’ which may or may not be available 
to trainees depending on the distribution and availability of services locally. 
 
There are a number of other aspects of the practice of anaesthesia, critical care and pain 
management which will, to a greater or lesser extent, be available to trainees within a specific 
training programme.  Some are itemised here, others may be added. 
 
20.1:   Knowledge 
 
In: 20.1.1 Electro-convulsive therapy (ECT) 
In:26.1.1  Radiotherapy 
In:26.1.2  Minimal access surgery 
In:26.1.3  Perioperative management of a patient with sleep apnoea 
 
20.2:   Skills 
 
In: 20.2.1 The ways in which anaesthetic techniques need to be modified to suit the 

requirements of particular environments, surgical techniques and patients with 
uncommon but potentially dangerous problems. 

 
20.3:   Attitudes and behaviour 
 
In: 20.3.1 Co-operation with other medical professionals in using anaesthetic skills to 

assist their work but only within the anaesthetist’s responsibility to safeguard the 
patient. 

In: 20.3.2 Recognising the ethical duty that the anaesthetist has to their patient. 
 
20.4:   Workplace training objectives 
 
In: 20.4.1 Trainees should demonstrate adaptability in their approach to anaesthetic 

practice but recognise the essential importance of not compromising the safety 
of the anaesthetised patient whatever the external demands that are being 
made. 
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21:   APPLIED PHYSIOLOGY 
 
21.1:   Knowledge 
 
Candidates are expected to be able to apply the basic knowledge of human physiology 
necessary to pass the Primary FRCA examination to the clinical practice of anaesthesia and 
Intensive care medicine. While all branches of physiology are of importance, it is recognised 
that clinical relevance dictates the topics selected for the examination. 
 
In: 21.1.1 Haematological 
In: 21.1.2 Anaemia 
In: 21.1.3 Polycythaemia 
In: 21.1.4 Immunity and allergy 
In: 21.1.5 Inflammation 
In: 21.1.6 Blood groups 
In: 21.1.7 Alternative oxygen carrying solutions 
In: 21.1.8 Abnormalities of coagulation and haemostasis 
In: 21.1.9 Abnormal haemoglobins: sickle cell disease; thalassaemia 
In: 21.1.10 Muscle Function 
In: 21.1.11 Muscle contracture and malignant hyperthermia 
In: 21.1.12 Disturbances in neuromuscular transmission 
In: 21.1.13 Myopathies 
In: 21.1.14 Cardiovascular 
In: 21.1.15 Abnormal electrocardiogram and arrhythmias 
In: 21.1.16 Cardiomyopathy and abnormal ventricular function 
In: 21.1.17 Heart failure 
In: 21.1.18 Hypovolaemia and shock 
In: 21.1.19 Ischaemic heart disease 
In: 21.1.20 Valvular defects 
In: 21.1.21 Hypertension 
In: 21.1.22 Common congenital heart defects 
In: 21.1.23 Kidney and Body Fluids 
In: 21.1.24 Disturbances of fluid balance, oedema and dehydration 
In: 21.1.25 Management of acid-base abnormalities 
In: 21.1.26 Assessment of renal function 
In: 21.1.27 Renal failure and its management 
In: 21.1.28 Diuresis 
In: 21.1.29 Plasma electrolyte disturbances 
In: 21.1.30 Liver 
In: 21.1.31 Hepatic failure 
In: 21.1.32 Jaundice 
In: 21.1.33 Porphyria 
In: 21.1.34 Respiration 
In: 21.1.35 Disorders of respiratory mechanics, gas exchange and gas transport 
In: 21.1.36 Disorders of the pulmonary circulation 
In: 21.1.37 Respiratory failure and ventilatory support 
In: 21.1.38 Effects of changes in ambient pressure 
In: 21.1.39 Nervous System 
In: 21.1.40 Consciousness and sleep 
In: 21.1.41 Depth of anaesthesia 
In: 21.1.42 Consequences of spinal cord injury and deafferentation 
In: 21.1.43 Monitoring of spinal cord function under general anaesthesia 
In: 21.1.44 Mechanisms of pain; somatic, visceral, neuropathic 
In: 21.1.45 Control of cerebral circulation, intracranial and intraocular pressures 
In: 21.1.46 Disorders of the autonomic nervous system 
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In: 21.1.47 Gastrointestinal Tract 
In: 21.1.48 Nausea and vomiting 
In: 21.1.49 Oesophageal reflux 
In: 21.1.50 Obstruction 
In: 21.1.51 Swallowing disorders 
In: 21.1.52 The mucosal barrier 
In: 21.1.53 Metabolism and Body Temperature 
In: 21.1.54 Hormonal and metabolic response to trauma 
In: 21.1.55 Hyperthermia and hypothermia 
In: 21.1.56 Starvation / obesity 
In: 21.1.57 Endocrinology 
In: 21.1.58 Endocrine diseases of significance in anaesthesia 
In: 21.1.59 Obstetrics and Paediatrics 
In: 21.1.60 Principles of neonatal physiology 
In: 21.1.61 Effects of prematurity 
In: 21.1.62 Development in infancy and childhood 
In: 21.1.63 Physiology of normal and abnormal pregnancy 
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22:   APPLIED CLINICAL PHARMACOLOGY 
 
22.1:   Knowledge 
 
This section requires a wider knowledge of drugs than in the Primary FRCA examination. For 
drugs used in anaesthesia and Intensive care medicine candidates will also be expected to 
be aware of new drugs which are undergoing evaluation and whose human application has 
been reported in the mainstream anaesthetic journals. There will be emphasis on the 
practical application of pharmacological and pharmacokinetic knowledge, and upon an 
appreciation of the hazards and limitation of individual techniques. 
 
In: 22.1.1 General therapeutics. Pharmacological management of: 
In: 22.1.2 Heart failure, coronary insufficiency and arrhythmias 
In: 22.1.3 Hypertension, including hypertension in pregnancy 
In: 22.1.4 Acute and chronic respiratory diseases 
In: 22.1.5 Hepatic and renal failure 
In: 22.1.6 Gastrointestinal disorders including modification of gastric contents 
In: 22.1.7 Musculo-skeletal problems such as rheumatoid and osteoarthritis 
In: 22.1.8 Myasthenia and muscle diseases 
In: 22.1.9 Pituitary, adrenal and thyroid dysfunction 
In: 22.1.10 Depression, anxiety states and schizophrenia 
In: 22.1.11 Epilepsy 
In: 22.1.12 Bacterial, fungal and viral infections 
In: 22.1.13 Malignant disease 
In: 22.1.14 Adverse reactions: Types of reactions: The yellow card system; Regulation of 

drug licensing 
In: 22.1.15 Application of pharmacological principles to the practical management of 

anaesthesia: 
In: 22.1.16 Premedication:  
In: 22.1.17 The use of anxiolytics, sedatives and antisialogogues. 
In: 22.1.18 Pro-kinetic and anti-emetic drugs.  
In: 22.1.19 H2 and proton pump antagonists 
In: 22.1.20 Inhalational anaesthesia: 
In: 22.1.21 Control of alveolar tension during induction and recovery  
In: 22.1.22 Control of anaesthetic depth and prevention of awareness 
In: 22.1.23 Management of sedation techniques (including entonox) 
In: 22.1.24 Environmental effects 
In: 22.1.25 Intravenous anaesthesia:  
In: 22.1.26 Methods for achieving specified plasma concentrations 
In: 22.1.27 Bolus, infusion, and profiled administration 
In: 22.1.28 Management of neuromuscular blockade: 
In: 22.1.29 Techniques for the use and reversal of muscle relaxants 
In: 22.1.30 Management of abnormal responses 
In: 22.1.31 Regional anaesthesia:  
In: 22.1.32 Choice of agent and technique 
In: 22.1.33 Additives 
In: 22.1.34 Systemic effects 
In: 22.1.35 Avoidance of toxicity 
In: 22.1.36 Prevention of postoperative nausea and vomiting 
In: 22.1.37 Application of pharmacological principles to the control of acute pain 
In: 22.1.38 (including intraoperative analgesia and postoperative pain management) and 

chronic pain. 
In: 22.1.39 Pharmacological control of myocardial function, vascular resistance, heart 
In: 22.1.40 rate and blood pressure 
In: 22.1.41 Anticoagulant and thrombolytic therapies. Management of coagulopathies 
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In: 22.1.42 Pharmacological control of blood sugar 
In: 22.1.43 Pharmacological problems in cardiopulmonary bypass. Cardioplegia 
In: 22.1.44 Therapeutic problems associated with organ transplantation: heart, lung, liver 

kidney 
In: 22.1.45 Management of malignant hyperthermia 
In: 22.1.46 Pharmacological considerations in cardiopulmonary resuscitation, major 
In: 22.1.47 trauma and exsanguinations 
In: 22.1.48 Pharmacological control of severe infections 
In: 22.1.49 Pharmacological treatment of severe asthma 
In: 22.1.50 Effect of renal or hepatic impairment on drug disposition 
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23:   THE STATISTICAL BASIS OF CLINICAL TRIAL MANAGEMENT 
 
 
23.1:   Knowledge 
 
In: 23.1.1 Candidates will be expected to understand the statistical fundamentals upon 

which most clinical research is based. They may be asked to suggest suitable 
approaches to test problems, or to comment on experimental results. They will 
not be asked to perform detailed calculations or individual statistical tests. 

 
 
23.2:   Data Collection and analysis 
 
In: 23.2.1 Simple aspects of study design defining the outcome measures and the 

uncertainty of measuring them. 
 
 
23.3:   Application to clinical practice 
 
In: 23.3.1 Distinguishing statistical from clinical significance 
In: 23.3.2 Understanding the limits of clinical trials 
In: 23.3.3 The basics of systematic review and its pitfalls 
 
 
23.4:   Study design 
 
In: 23.4.1 Defining a clinical research question 
In: 23.4.2 Understanding bias 
In: 23.4.3 Controls, placebos, randomisation, blinding exclusion criteria 
In: 23.4.4 Statistical issues, especially sample size ethical issues 
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24:   CLINICAL MEASUREMENT 
 
 
24.1:   Knowledge 
 
The Final examination assumes knowledge of the Primary FRCA examination syllabus, with 
the addition of more sophisticated measurements. There is an emphasis on clinical 
applications of clinical measurement, such as indications, practical techniques and 
interpretation of acquired data. Candidates will be expected to understand the sources of 
error and the limitations of individual measurements. 
 
In: 24.1.1 Assessment of respiratory function 
In: 24.1.2 Assessment of cardiac function 
In: 24.1.3 The electroencephalograph (EEG) and evoked potentials 
In: 24.1.4 The electromyograph (EMG) and measurement of nerve conduction 
In: 24.1.5 Assessment of neuromuscular function, peripheral nerve stimulators 
In: 24.1.6 Principles and practice of in vitro blood-gas measurements. Interpretation of 

data 
In: 24.1.7 Interpretation of biochemical data 
In: 24.1.8 Interpretation and errors of dynamic pressure measurements including systemic, 

pulmonary arterial and venous pressures, intracranial, intrathoracic and intra-
abdominal pressures 

In: 24.1.9 Methods of measurement of cardiac output and derived indices; limitations and 
interpretation 

In: 24.1.10 Principles of imaging techniques including CT, MRI and ultrasound. Doppler 
effect 

In: 24.1.11 Interpretation and errors of capnography, oximetry and ventilatory gas analysis 
 
  



 Edition 1:  January 2007 
 

III – B - 1 

APPENDIX B: 
 
 
GUIDELINES FOR MANAGING TRAINEES WHO HAVE NOT PASSED 

THE ASSESSMENT OF KNOWLEDGE 
(THE FINAL FRCA or equivalent) 

BY THE END OF ST YEAR 4 
 
The Final FRCA Examination (or a prospectively aproved equivalent) is considered to be a 
measure of competence needed for progression to ST year 5 of the anaesthetics training 
programme which has increased responsibility for patient care and more specialist work.   
Trainees who have not been able to pass the Final FRCA Examination (or a prospectively 
approved equivalent) will not be able to progress to ST year 5.  Trainees are limited to the 
number of attempts they can have at the Final FRCA Examination (or an equivalent).  The 
following action is advised when managing trainees who have not passed the Final FRCA 
Examination (or an equivalent) by the end of ST year 4.   
 
• Providing there are no outstanding concerns in the other GMP domains, the RITA panel 

may allow ST year 4 should be repeated on a RITA Form E, with the main objective for 
the targeted year being to pass the examination.  Clearly additional objectives may also 
be agreed.  This will enable the trainee at least two further attempts at the FRCA 
Examination (or an equivalent), assuming that these attempts do not take the trainee 
above the maximum number of attempts for the examination, whilst still in the training 
programme. 

 
• Reasons for the examination failure should be explored carefully with the trainee who 

should receive appropriate help, support and guidance to achieve the objective of 
passing the examination.  This would normally include guidance sessions organised by 
The Royal College of Anaesthetists.  If there is a health issue underlying the examination 
failure, advice from an Occupational Health Physician should be sought regarding both 
the training and the timing of future examination attempts. 

 
• If the trainee has still not obtained the exam by the end of the repeated ST year 4, he/she 

will be allowed to take one year (and one year only) “out of programme” whilst retaining 
his/her NTN.  After successfully completing the examinations whilst out of programme, 
the trainee would return to the next available slot in the rotation. 

 
• During this year the trainee may continue to hold a training number but will not be in the 

clinical training programme. 
 
• Failure to obtain the examination at the end of this period will result in withdrawal from the 

training programme and loss of the training number. 
 
• If the trainee subsequently obtains the Final FRCA Examination (or an equivalent) after 

having lost their NTN, the trainee will need to apply in open competition to return to a 
training programme. 

 
• If in addition to having failed the Final FRCA Examination there are outstanding concerns 

about the trainee’s performance in the other GMP domains, it is for the Dean to decide if 
the trainee should be allowed to continue training in anaesthesia. 
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1ST Edition dated:   26 January 2007 
 
Replacing The CCST in Anaesthesia IV Edition 1 dated: April 2003 
 
This edition of The CCT in Anaesthesia IV:   Higher and Advanced Level Training and 
Assessment revises The CCST in Anaesthesia IV:   SpR Years 3, 4 and 5 Training and 
Assessment 1st Edition dated April 2003.    
 
The term “sub-specialty” to describe the options available at the higher and advanced levels 
of training has been replaced with “special interest” to conform with PMETB terminology. 
 
The neuroanaesthesia advanced level syllabus has been revised. 
 
The majority of the other changes have been made to reflect the introduction of seamless 
training in August 2007.
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PREFACE 

 
This is the fourth volume in a series of four training guides published by the Royal College of 
Anaesthetists (RCoA) which describe the programme of training leading to a Certificate of 
Completion of Training (CCT) in anaesthesia. 
 
 
The CCT in Anaesthesia I: General Principles contains generic material that is relevant 
to all parts of the training programme.  Part IV must be read in conjunction with Part I. 

 
 

The manuals were originally published as The CCST in Anaesthesia following consultation 
and feedback from Specialist Societies, Regional Advisers, RCoA Tutors, Programme 
Directors, RCoA Council Members and individual anaesthetists which was reviewed and 
developed by working parties that reported to the RCoA Training Committee and College 
Council.   This edition was approved by the Postgraduate Medical Education and Training 
Board on 18 January 2007. 
 
The RCoA Training Committee consists of members from College Council, the lead Dean for 
anaesthesia, the Bernard Johnson Advisers for flexible trainees and overseas trainees, and 
representatives from England, Northern Ireland, Scotland and Wales, the Regional Advisors 
and the Intercollegiate Board for Intensive Care Medicine. 
 
The RCoA will be pleased to receive comments on this Higher and Advanced Level 
Training Programme from both trainers and trainees.  These should be addressed to 
the Medical Secretary of the RCoA Training Committee at medsec@rcoa.ac.uk.     
 
This manual is reviewed regularly with an implementation date for any changes being 
not less than 6 months after their publication date.  Please work from the latest 
version.  
 
Occasionally Council or the Training Committee have to take decisions that may affect 
the immediate interpretation or application of specific topics in these manuals.   These 
will be published in Guidance for Trainers and, if necessary, earlier by letter to all 
Regional Advisors, College Tutors and Programme Directors. 
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1:   INTRODUCTION 
 
This manual replaces all existing Royal College of Anaesthetists (RCoA) documentation on 
higher and advanced level training.   It sets out the competences required of any trainee 
before he/she is eligible, with the possession of a RITA G, to obtain a Certificate of 
Completion of Training (CCT) in Anaesthesia and it should be read in conjunction with The 
CCT in Anaesthesia I: General Principles. 
 
 
2:   ENTRY TO HIGHER AND ADVANCED LEVEL TRAINING 
 
 
2.1:   Intermediate Level Training Certificate (ILTC) 
 
All trainees must have an ILTC and supporting records of workplace based assessments 
before they can progress to higher and advanced level training.   The ILTC (indicating 
deferrals where relevant69) must be signed by the Royal College of Anaesthetists’ Regional 
Adviser and another designated consultant.  This document also records the attainment of 
the various Fundamental Transferable Skills by the trainee.  A copy of the ILTC should be 
sent to the Training Department at the Royal College of Anaesthetists as an indication of 
when the trainee entered higher and advanced training.   Possession of this certificate 
indicates that the trainee has: 
• passed all the required workplace assessments for intermediate level training; 
• demonstrated appropriate attitudes and behaviour; and 
• has passed the RCoA Final Examination or the Final examination of the College of 

Anaesthetists, Royal College of Surgeons in Ireland. 
 
SAS grades returning to training who do not have an ILTC will be assessed individually by 
the local Regional Advisor prior to applying for higher level training.   If appropriate the 
Regional Advisor will issue a letter in lieu of the ILTC. 
 
 
2.2:   Start date for entry to higher and advanced level training 
 
For the purpose of defining the start of ST year 5 for trainees who have taken more than 2 
years of intermediate level training to pass the formal assessment of knowledge i.e. the 
FRCA Final Examination or a prospectively approved equivalent qualification, the earliest 
date for entry to higher and advanced training is the day following the date on which the 
trainee passed the assessment of knowledge. 
 
 
2.3:   Re-entering training after a break    

 
The policy on doctors who want to re-enter training after a break is described in Section 3.5 
of The CCT in Anaesthesia I: General Principles. 
 
 
 

                                                 
69 Arrangements exist for individual Schools of Anaesthesia to defer specific intermediate level Units of 
Training to ST year 5.   See Section 4.1 for more details. 
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3:   OBJECTIVES OF HIGHER AND ADVANCED LEVEL TRAINING 
 
3.1:   Aim 
 
The aim of higher and advanced level training in is to produce trainees competent for 
Independent Professional Practice in their chosen consultant career path.  
 
Professional Practice   Professional practice means more than the performance of clinical 
skills, no matter how complex. It very importantly carries an inbuilt commitment to standards, 
and the attitudes, which will maintain those standards throughout life. 
 
Competence in a Consultant   Competence in a consultant requires the possession of the 
knowledge, skills and attitudes necessary for independent professional practice.   It is 
recognised that whilst achieving competence for independent professional practice will be 
achieved, it does not mean that the doctor will be “expert”.  Greater proficiency and, 
eventually, expertise will be acquired during subsequent consultant practice and will be 
underpinned by continuing education and professional development. 

 
 

3.2:   General 
 
The objective of the RCoA is to allow trainees, as far as possible, to achieve their career 
aspirations.  However it is recognised that training opportunities must be balanced with 
anticipated career vacancies.  For this reason trainees should recognise the need to maintain 
flexibility in their choices.    The RCoA’s website publishes an annual survey of vacancies for 
consultant anaesthetists to assist trainees with their career planning. 
When formal discussions take place with trainees about their career aspirations and training 
objectives, it is necessary that they should be open and based on a dialogue between 
trainers and trainee. When decisions are made, however, it is essential that they and the 
reasoning behind them, are formally recorded.  Failure to do so could lead to subsequent 
misunderstanding.    Copies of these records should be sent to the Training Department at 
the RCoA to assist in monitoring the progress of individual trainees. 
 
 
3.3:   Higher training for those pursuing a generalist career 
 
Not all trainees will wish to base their future careers on a specific special interest therefore it 
is essential that a generalist pattern of training should be available for them.  The training of a 
general anaesthetist is based on the assumption that such a specialist will normally be 
employed in a general hospital and must be capable of dealing with any patient who might be 
admitted whilst they are on-call, until specialist assistance becomes available or until 
transfer.   This also encompasses supporting trainees who might find themselves dealing 
with a situation beyond their competence.   
 
For the majority of trainees pursuing a generalist career, higher training gives the opportunity 
to become further skilled in aspects of anaesthesia that were introduced during intermediate 
training and, in addition, to acquire many of the other clinical, practical and managerial skills 
necessary to be a successful consultant anaesthetist.  Additionally the trainee will manage 
the anaesthetic care of sicker patients with significant co-morbidity 
 
Those seeking generalist training should receive a broad and balanced programme of higher 
level training.   Clearly, within the time available, not all special interests can be covered but 
given that the attainment of skills in one area will contribute to the more rapid achievement of 
skill in others, many later attachments may be shorter.   Training for the generalist, however, 
should normally include obstetric, paediatric (see Section 4.7), neuro and cardiothoracic 
anaesthesia.   In addition the trainee must have completed a minimum of 6 months ICM 
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training at intermediate level.  With this training the intention would be for the successful 
trainee to seek a consultant post in a hospital where this broad range of anaesthetic skills 
would be of particular value.     
 
Decisions in relation to this balance in training can only be made locally and within Schools of 
Anaesthesia where account can also be taken of the availability of specific training 
opportunities and the level of supervision required by trainees as they develop their 
experience. 

 
 

3.4:  Advanced training to become an expert in a special interest area 
 
Special interests except ICM and Paediatric ICM    Many consultant posts in anaesthesia 
are set around a particular special interest.  Some trainees will therefore wish to train 
specifically towards such a consultant post.  It is necessary to arrange training within Schools 
so that longer periods of advanced training in specific major special interests can be 
undertaken.  However, it is essential that there should be a balance between those 
undertaking this training and the career opportunities available.  Equally, given the time 
available, it is unlikely that trainees would obtain training, such that they become expert and 
thereby suitable for a consultant post, in more than one or exceptionally two special interests.  
Although it will be for Schools to decide the number and balance between training 
opportunities in different special interests, the annual analysis of anaesthetic consultant 
vacancies published on the College website may be helpful to trainers and trainees when 
making these decisions.  
 
Dual CCT in anaesthesia and ICM   Trainees intending to obtain a dual CCT in ICM and 
anaesthesia should seek the advice of their educational supervisor and the local RA in ICM 
at the earliest opportunity, preferably during ST years 3 and 4 and certainly before they 
complete their intermediate level ICM training. 
 
Paediatric ICM   Trainees intending to pursue a special interest in paediatric ICM should 
seek advice from the College’s Training Department at an early stage of their intermediate 
level training, certainly before they spend longer than 3 months in the special interest area. 
 
 
3.5:   Professionalism   
 
Generic training includes: 
• communication skills, attitudes and behaviour; 
• the responsibilities of professional life; 
• teaching and medical education; 
• health care management; 
• information technology;  and 
• medical ethics and law. 
 
The competences that have to be achieved by the end of the CCT programme are described 
in The CCT in Anaesthesia Part I:  General Principles Appendixes E to J.   The level at which 
these skills should be taught, acquired and assessed depends on the progress and level of 
training of each trainee and the arrangements in place within individual Schools of 
Anaesthesia.   There is considerable overlap in the competences described in each of the 
areas listed above   
 
During the higher and advanced levels of training trainees are required to complete and be 
assessed in any of the competences described in The CCT in Anaesthesia Part I:  General 
Principles Appendixes E to J which have not been satisfactorily assessed during earlier 
stages of training;   these will vary between trainees.   The competences that are considered 
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appropriate for trainees to achieve by the end of basic and intermediate levels of training are 
described in The CCT in Anaesthesia Parts II and III.    
 
Attitudes and behaviour   At this stage of training any problems identified with a trainee’s 
attitudes or behaviour must be discussed with the trainee as a matter of urgency and 
appropriate remedial action taken and recorded.   Assessments of attitudes and behaviour 
are integral to workplace assessments and in addition a formal assessment should be carried 
out at least annually as described in Section 6.7 of The CCT in Anaesthesia I:   General 
Principles.   
 
 



Edition 1:   January 2007 

IV - 5 

4:   ORGANISATION AND SEQUENCE OF TRAINING  
 
4.1:   Higher and advanced level competency-based training 
 
In setting out the requirements for basic and intermediate training, the RCoA Competency 
Based Programmes for Training and Assessment adopted a prescriptive approach.  
However, it is recognised that on entry to higher and advanced training, and in gaining the 
broader competences required for a consultant post, a more flexible approach is necessary.  
Those involved in the planning and supervision of training should regard this period (with an 
indicative period of 3 years) as a continuum allowing trainees to rotate between district 
general and central (university) hospitals to provide them with the appropriate experience. 
Trainees must be allowed to some degree to follow their own differing paths of training.  For 
some trainees whose progress has been slower during the period of intermediate level 
training, ST year 5 will afford an opportunity to consolidate some of the earlier training.  For 
others ST year 5 may be a time to start an attachment in a more formal research post. 
 
It therefore falls to Schools of Anaesthesia and those supervising training within them - 
Regional Advisers, Training Programme Directors, Flexible Training Co-ordinators, 
Educational Supervisors and College Tutors - to apply, at the local level, this balance of 
flexibility and rigidity to the programmes of individual trainees.   There are however, some 
specific requirements: 
• Every trainee must complete the full higher and/or advanced programme of training.  
• For the award of a CCT every trainee must have completed a total of 9 months training in 

ICM: 3 months at basic level and 6 months at intermediate level.  If less than 6 months of 
the intermediate ICM training has been undertaken in ST years 3 and 4, the balance 
should be completed in ST year 5 (only exceptionally may this may be completed in ST 
years 6 or 7). 

• Units of training deferred from ST years 3 and 4 must be completed in ST year 5. 
• During these years of higher and advanced level training trainees should normally 

undertake an aggregate of 12 months ‘general duties70 where they have increased 
autonomy for their own work together with increased responsibility for the activities and 
distribution of more junior staff;  in addition to daytime duties this will also include on call 
or shift work depending on local arrangements.  Whatever the agreed programme, all 
trainees must undertake a minimum of 6 months of this type of training. 

• At least 2 years must be spent in approved training or research posts in the UK. 
• Up to 1 year can be taken outside the UK as prospectively approved clinical training or 

research.71 
• Up to 1 year can be taken as full-time dedicated work in a single special interest area.72 
• Only 1 year of full time research can be counted towards the CCT. 
 
 
4.2:   Local dispensations 
 
The basis of competency and outcome based training is the concept that having acquired the 
basic knowledge and skills, and then been introduced to the intermediate level “key units of 
training” trainees will continue to develop higher and advanced level skills and knowledge as 
generalists or sub-specialists during their final years of training.  The College is committed to 
this pattern of training and it cannot be modified without re-negotiation with the PMETB.    
                                                 
70 'General duties' means that a variety of elective surgery plus the core topics agreed by the Union of 
European Medical Specialists (UEMS) in 1998 are substantially covered;   these include: airway 
management, acute pain relief, major trauma, transfers, obstetrics, ICM, regional techniques, 
paediatrics > 2 yrs, preoperative assessment, recognition of postoperative complications, emergencies 
(including haemorrhage), resuscitation (adult and paediatric) and interpretation of relevant diagnostic 
tests. 
71 Special conditions apply to ICM;  advice should be sought from the Regional Advisor. 
72 Special conditions apply to special interest training in paediatric ICM. 
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Occasionally, however, due to local circumstances a School may need flexibility in the 
implementation of the programme. The College thus accepts that some flexibility of timing 
maybe needed within ST years 3, 4 and 5 without destroying the fundamental concepts that 
have been agreed with the PMETB.   The College will, therefore, consider requests from 
Schools for the deferral of specific “key units of training” from ST years 3 and 4 to ST year 5 
and/or the delivery of certain units of higher training during ST years 3 and 4.    
 
Such deferrals may only occur after formal agreement between the School and the College, 
are time limited and will be subject to regular review.  Where a deferral has been agreed for a 
specific School, this must be available to all trainees within the School but deferrals will not 
be available on the basis of requests from individual trainees in other Schools.  
 
 
4.3:   The training programme 
 
This manual sets out the pattern of higher and advanced training required for trainees to 
become skilled anaesthetists and for some to become expert in specific special interest 
areas.  It may appear that what is being put forward is an inflexible programme which will 
create many difficulties for those responsible for its local implementation.  The RCoA would 
wish to make clear that whilst for the purposes of administration and documentation it may be 
necessary to differentiate particular aspects of training as taking place within a specific period 
of training, the reality may be much more variable.   
 
The years of higher and advanced levels of training are intended to be a continuum.  The 
designation to ST year 5, for instance, should not be regarded as falling within a strict 
chronological period.  The skills set out under this heading may be delayed to a later period 
of training but can be counted back to ST year 5.  Similarly aspects listed in ST years 6 and 7 
may be taken in Year 5.  The exception to this is that units of training deferred from ST years 
3 and 4 must be completed in ST year 5. 

 
There is not, therefore, one standard model of training for these years.  The College has set 
some broad criteria to ensure that training has an appropriate balance.   Within these criteria 
there is considerable latitude for Schools and individual trainees, with the support of their 
trainers, to adopt differing approaches.   ST years 5, 6 and 7 will seek to develop: 
• the transition from basic competency to becoming skilled in specific aspects of 

anaesthesia; 
• the ability to manage patients with significant co-morbidities; and 
• as trainees’ become able to work with less direct supervision, so the number of 

accompanied lists might be expected to fall.  In parallel with this, trainees will develop 
organisational skills so that they can contribute to an operating list as part of a team, 
ensuring continuity and smooth running of cases by anticipating problems and planning 
ahead. 

 
 
4.4:  Higher and advanced training in District General Hospitals  
 
Some District General Hospitals offer excellent training opportunities in certain specialist 
areas in addition to more generalist experience. 
 
Management opportunities   District General Hospitals present an ideal opportunity to 
acquire many of the organisational and managerial skills necessary for a successful 
consultant career.  It is often possible to create a “management” training module in which 
senior trainees can work closely with clinical directors and other members of the 
management team, in a way that is less readily available in many larger teaching hospitals. 
 
On-call duties   Whenever possible the on-call duties of trainees during higher and 
advanced training should take account of their role and skills as senior trainees.   It is 
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recognised, however, that because of service needs in small hospitals and specialist units, 
the on-call rota of such trainees may have to be linked with those of more junior trainees. The 
responsibilities undertaken when on-call, including the supervision of more junior trainees 
and the need for recourse to consultant help, should always be compatible with the trainees’ 
experience. This implies that trainees sharing the same rota can nevertheless undertake 
different levels of responsibility. 
 
 
4.5:   Higher training 
 
Appendix A sets out some indicative programmes for trainees to become skilled at a higher 
level in particular aspects of anaesthetic practice including: 
• Cardiac/Thoracic 
• Day surgery 
• Ear, Nose and Throat (Otorhinolaryngology) 
• General surgery 
• Maxillo-facial/Dental 
• Neuroanaesthesia 
• Obstetrics 
• Orthopaedics 
• Ophthalmic 
• Paediatrics 
• Pain Management 
• Plastics/Burns 
• Trauma and accidents 
• Vascular 
 
These programmes should not be seen as a syllabus.  The availability of clinical material will 
very often determine what can be achieved.  The selection is therefore related to clinical 
practice and, for instance, regional anaesthesia is not separately identified.  This does not 
mean that it is not an essential part of the training, but rather that it will naturally be covered 
as the trainee progresses.  It is envisaged that higher training will be achieved in attachments 
of up to 3 months with the emphasis increasingly moving to the trainee working with local or 
distant supervision as they apply the already obtained basic competence to day-to-day 
anaesthesia. For some these attachments may be shortened, whilst other trainees may wish 
to extend the period of their training.  Clearly, within the time available, not all special 
interests can be covered but given that the attainment of skills in one area will contribute to 
the more rapid achievement of skill in others, many later attachments may be shorter.   
Guidelines on the balance of higher training needed for trainees intending to pursue a 
generalist career can be found in Section 3.3. 
 
 
4.6:   Advanced Training 
 
Some trainees will wish for an opportunity to gain advanced training in specific special 
interest areas of anaesthesia, intensive care and pain management. 
 
Major anaesthesia special interests   In Appendix B five anaesthesia special interest areas 
are identified for advanced training, based on the demand for consultants trained in these 
fields.  For these special interests a period of training of at least 6 months and up to 12 
months can be followed which will allow the trainee to become expert in that particular field 
and consequently be able to apply for a consultant post with a significant clinical commitment 
in the special interest.   Given the time constraints on anaesthetic training an individual 
trainee would only be able to gain such expertise in one, or very exceptionally, two special 
interest areas.   The special interest areas are: 
• Cardiac/Thoracic. 
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• Neuroanaesthesia. 
• Obstetrics. 
• Paediatric Anaesthesia. 
• Pain management. 
 
Intensive Care Medicine   
• Those who aspire to a consultant post with a substantial or whole time commitment in ICM 

may be directing themselves towards a joint CCT in Anaesthesia and ICM, or towards 
Intercollegiate Board for Training in ICM (the Board) certification of their training at 
“Intermediate” or “Advanced” 73 level.   

• As early as possible in their training, and in any event before starting their second 3 
months of intermediate ICM training, trainees aiming for a joint CCT or Board recognition 
of their “Intermediate” or “Advanced” training should liaise with their local educational 
supervisor and their RA in ICM to clarify the acceptability of their proposed ICM training 
programme. Training in ICM at this level will be guided by the Board’s syllabus.   If the 
training conforms in all respects to the requirements of the Board (including the length of 
training blocks) it may be recognised towards a joint CCT in Anaesthesia and ICM, or 
towards Board-recognised “Intermediate” or “Advanced” Training Certification. 

• Up to 6 months intermediate ICM training (as defined in The CCT in Anaesthesia III 
Appendix A) completed as part of the anaesthesia CCT programme can be counted 
towards the joint CCT, provided it conforms to the Board’s standards which include:  3 
month minimum length of training blocks, the on-call component not having excessive time 
devoted to non-ICM duties and completion of the Board’s Educational Training Record 
which includes 10 extended case summaries.  Thus, with careful forward planning, the 
RCoA’s recommended minimum of 3 months and maximum of 6 months ICM training in 
ST years 3 and 4 may be counted towards joint CCT training.   Full details can be found in 
the Board’s documentation74.   

 
Paediatric Intensive Care Medicine 
• Unlike advanced training in adult ICM, training in paediatric ICM does not lead to a joint 

CCT in anaesthesia and paediatric ICM.   At the end of their training anaesthetic trainees 
will be awarded a CCT in anaesthesia and, depending on the duration and content of 
their paediatric ICM training, may be issued with a letter from the Inter-Collegiate 
Committee for Training in Paediatric Intensive Care Medicine (ICTPICM) confirming their 
training.  

• Trainees who aspire to a consultant post in paediatric ICM should seek the advice of 
ICTPICM at the College, before commencing higher level training.   Unless paediatric 
ICM training is carefully planned and prospectively sanctioned the CCT date may be 
delayed by up to one year to ensure that a balanced programme of training is completed 
for the award of a CCT in anaesthesia. 

• Normally the College will accept one year of training in paediatric ICM provided that the 
remaining two years of training produce a balanced programme.   If, however, a trainee 
wants to combine one year of paediatric ICM with a block of higher training in paediatric 
anaesthesia prospective approval must be obtained from the Medical Secretary.  

• Exceptionally the College may approve a block of two years training in paediatric ICM to 
allow those who so wish to receive training comparable to special interest training for 
paediatricians.   Such trainees however should be aware that this may severely limit their 
employment prospects outside paediatric ICM and may delay the award of a CCT in 
anaesthesia.   Each case will be considered on its merits.  

   

                                                 
73 NB   The Board’s definitions and use of the terms intermediate and advanced training differ slightly 
from those used to describe training leading towards a CCT in anaesthesia. 
74 The CCT in ICM Competency-Based Training and Assessment Part I:  A reference manual for 
trainees and trainers  (can be downloaded from www.ics.ac.uk) 
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Other special interest areas   The identification of the five anaesthesia special interests, 
ICM and paediatric ICM does not preclude trainees undertaking periods of advanced training 
in other special interests, such as anaesthesia for maxillo-facial surgery or plastic surgery 
and burns anaesthesia, which exceed 3 months.  However, this can only be when the trainee 
specifically wishes to extend the training in the particular topic and when the opportunity 
exists without impairing the training of others.  In the general planning of training within a 
School the RCoA recommends that periods of training will normally follow the pattern set out 
in this manual. 
 
 
4.7:   Paediatric anaesthesia:   specific training requirements 
 
• Paediatric ICM    Paediatric ICM is not a major part of training in paediatric anaesthesia 

at either higher or advanced level.  Except for those trainees who have chosen paediatric 
ICM as their special interest training (see Section 4.6), time spent in paediatric ICM 
should be strictly limited during units of paediatric anaesthetic training within the 
anaesthetic CCT programme.   Employment in paediatric ICM during paediatric 
anaesthesia rotations should not exceed the following proportion: 
• rotations ≤ 3 month NIL 
• 6 month rotations 33% 
• 12 month rotations 25% 

• Paediatric anaesthesia for those intending to work in a DGH     All trainees aspiring 
to be generalists should acquire the competences listed for higher training in paediatric 
anaesthesia.   Normally this will require a period of higher training in paediatric 
anaesthesia during ST years 5, 6 and 7.   This training does not have to be taken as a 
single block;   the important thing is to acquire the necessary competences.  

 
 
4.8:   Continuing Professional Development  
 
Trainees in ST years 3, 4 and 5 continue to be eligible for study leave.   It is important that 
this should be used to develop trainees professionally and support the professional portfolio 
in order to meet the requirements for annual appraisal and re-validation. 
 
Clinical CPD   Whilst most clinical learning will occur in the workplace, as trainees identify 
the areas in which they want to specialise (including those who want to be generalists) 
attendance at specialist meetings and courses might be an appropriate use of study leave. 
 
CPD for professional knowledge skills and attitude 
• In addition to gaining the necessary competences  in anaesthesia, intensive care and 

pain management, senior trainees are also required to develop their understanding of the 
broader professional competences required of a consultant.  Senior trainees should 
therefore include in their annual personal development plan details of how they will 
complete the generic competences detailed in Appendixes E to J in The CCT in 
Anaesthesia I:  General Principles: 
• Understanding the responsibilities of Professional Life  
• Teaching and Medical Education  
• Health Care Management  
• Information Technology. 
• Medical Ethics and Law 

• The topics listed above are not intended to be a comprehensive syllabus but rather a 
guide to trainees and trainers of what might be covered.  Some Schools may wish to 
make them the basis for formal study days; others may consider that much can be 
covered by trainees without direct guidance but within the structure of an agreed CPD 
programme.   
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• In addition other responsibilities are an essential part of a senior trainee’s role for 
instance:  
• the training and supervision of more junior trainees; 
• participation in departmental organisation; and 
• the running of and presentation at formal departmental teaching sessions. 

 
 
4.9:   Academic and Research Anaesthesia 
 
Research is regarded by the RCoA as integral to the development of anaesthesia, critical 
care and pain management.   All trainees should be able to evaluate new developments in 
their specialty, thus preparing themselves for their future careers as consultants.   The CCT, 
however, marks the completion of a prospectively planned and approved programme of 
training.   No retrospective credit can be given for research undertaken before being 
appointed to the CCT programme.  
 
All Trainees   All trainees should be required to participate in a research project, a full audit 
cycle or a published systematic review. 
 
Research Fellowships   
• Specific academic/research fellowships should be available for terms of up to 12 months 

for those trainees who wish to undertake additional training that will count towards their 
CCT.  Research is part of the rotation in some Schools or may be taken off rotation, see 
Section 6.   Prospective approval should be sought from the Training Department with full 
supporting documentation and the approval of the Local Training Committee.75    
Research time beyond 12 months would have to be taken as Out of Programme 
Experience, see Section 5.  A designated consultant or university staff member will be 
nominated as a research supervisor and a report will be submitted that evaluates the 
trainee’s performance in the post. 

• Where there is a significant clinical component linked to a research post it may be 
possible for a proportion of this to be taken as training time with the balance counting as 
research.  Within the CCT programme this situation is only likely to arise when a second 
year of research is undertaken. 

 
Clinical Lecturers    
• A certain proportion of training posts at higher and advanced level should be provided as 

academic lecturer posts which would allow training in both clinical and academic 
anaesthesia. In most circumstances this would translate to 4 elective sessions together 
with 2 sessions for involvement in ward work, and on-call emergency work appropriate to 
others at this stage of training.  The clinical programme should allow the lecturer to have 
a varied and planned exposure to appropriate specialist activities, approximately covering 
a similar experience to that which the clinical trainee would cover in ST Years 5, 6 and 7.  

• CCT dates   CCT dates for clinical lecturers will be calculated on an individual basis after 
discussions between the Regional Training Committee and the College’s Training 
Committee. 

 
 

 
 
 
 

                                                 
75  The checklist in Appendix 3 could be modified to form the basis of an application for ORT under the 
categories of Clinical Experience in the UK or Research. 
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5:   OUT OF PROGRAMME EXPERIENCE (OOPE) 
 
Out of Programme Experience is defined by the RCoA as:  
 

“experience that does not count towards the award of a CCT”.   
 
OOPE may be obtained in clinical or research posts in the United Kingdom or overseas.  For 
instance, a trainee may request permission from the Postgraduate Dean for up to 3 years 
Out of Programme time if he/she wishes to undertake research leading to a PhD or MD. 
 
Although College approval is not required for this out of programme experience, it is essential 
that trainees inform the Training Department of the dates of all OOPE so that prospective 
completion dates can be revised. 
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6:   OFF-ROTATION TRAINING (ORT)76 
 

ORT is training that will count towards the CCT provided certain conditions are fulfilled:  
• ORT may be obtained in clinical or research posts in the UK or overseas. 
• Only one year of ORT during the ST years 5, 6 and 7 can be counted towards a CCT. 
• Before starting ORT the trainee must be in a Deanery approved post on a PMETB 

approved training programme having completed the basic and intermediate levels of 
training in their entirety.  

• The trainee must be eligible for higher and advanced level training.  This does not 
preclude setting up and planning ORT during intermediate level training. 

• To ensure that ORT is counted as part of a CCT programme, prospective approval must 
be obtained from the Medical Secretary of the RCoA Training Committee before taking up 
the post.  The Medical Secretary will consider requests on an individual basis and inform 
the trainee and his/her trainers of the decision as soon as possible. 

• Trainees should complete the final 6 months of their CCT training in-programme and in 
the UK.  Only in exceptional circumstances will a trainee be allowed to be training out of 
the UK during the final 6 months of training;  in such cases, a minimum of the final 3 
months of training must occur in the UK.  This is to allow sufficient time to assess 
satisfactory completion of the CCT programme.   This must be taken into account if the 
trainee wants to be interviewed for a job more than 3 months before completion of their 
CCT programme (Section 8.6) 
 

It is suggested that Schools of Anaesthesia should have guidelines that inform trainees 
commencing their intermediate level training of the requirements for, notice of and 
documentation required in the organisation of ORT.  It should be made clear to trainees that 
any proposed period of ORT must be arranged at the earliest opportunity.  Gaps created 
within the rotation will need to be filled and if the ORT is to be spent overseas, the acquisition 
of visas and the necessary licensing documentation for clinical work may be lengthy and 
difficult.   ORT may be taken as: 
• clinical training overseas; 
• research in the U.K. or overseas; or 
• other training that has been individually agreed prospectively with the Medical Secretary 

of the College’s Training Committee.  
 
 
6.1:   Training outside the UK 
 
Up to 12 months of higher and/or advanced level training can be taken overseas as either 
clinical training or research.  The RCoA and the Postgraduate Dean must approve the post 
prospectively.77   It is the responsibility of trainees to provide all necessary information in their 
applications to the RCoA for approval: (a checklist is provided in Appendix C) 
 
The normal period of absence for an overseas attachment permitted by the Postgraduate 
Dean is 12 months.  The trainee should give a return date and the formal written permission 
from the Postgraduate Dean or Regional Adviser must state the permitted period of absence. 
 
The trainee on his/her return must complete a report on the time spent on ORT and submit it, 
together with an assessment report from the local supervisor, to the Medical Secretary of the 
RCoA Training Committee. 
 
 

                                                 
76 Postgraduate deans may refer to ORT as “OOPE that can be recognised towards the award of a 
CCT”. 
77 Different rules apply to ICM training recognised by the IBTICM.   Advice should be sought from the 
Regional Advisor. 
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6.2:   Clinical experience in the UK 
 

This experience must be in a Deanery approved post.  A job description and a request for 
formal prospective approval must be submitted to the Training Department.  Up to one year 
can be taken as full time dedicated special interest work.  Appointment to the post must be 
by a formal process.  Provided these criteria are met, the funding may be from a variety of 
sources. 
 
 
6.3:   Secondment between Schools of Anaesthesia 
 
Secondment of a trainee between Schools in a recognised training programme (eg to obtain 
training not available in the “home” School) is not regarded as ORT;    the secondment is an 
integral part of that individual’s training programme. 
 
 
6.4:   Research 

 
Research is part of the rotation in some Schools or may be taken off rotation, see Section 
4.9.   Only one year of full time research can be counted towards the CCT wherever it is 
taken.    Prospective approval should be sought from the Training Department with full 
supporting documentation and the approval of the Local Training Committee.78  
 
 
 

                                                 
78  The checklist in Appendix C could be modified to form the basis of an application for ORT under the 
categories of Clinical Experience in the UK or Research. 
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7:   DOCUMENTATION OF TRAINING BY THE TRAINEE 
 
To enable external evaluation to take place as part of Deanery and PMETB quality control 
and quality assurance procedures and to ensure that individual trainees are receiving an 
appropriately balanced training, it is essential that trainees maintain proper records.  The 
RCoA requires that: 
• Details of anaesthetics given by trainees should be recorded by them in a suitable paper 

or electronic format79 80. This is mandatory. The only exception being that trainees in 
their final two years of training may keep abbreviated details of short, repetitive cases. 

• ICM   Anaesthetic trainees training in ICM should maintain a diary of sessions spent in 
the ICU and a record of procedures learnt and performed. Any trainee with a specific 
interest in this field should adopt the Intercollegiate Board's Educational Training Record 
at an early stage. 

• Pain   Anaesthetic trainees training in acute or chronic pain should maintain a diary of 
sessions spent in these activities and a record of procedures learnt and performed. Any 
trainee with a specific interest in this field should keep more detailed records from an 
early stage. 

• Obstetrics   A record of obstetric cases and procedures should be kept in a format 
similar to the Logbook. 

 
Trainees nearing the end of their training should organise the records and information they 
keep towards that set out in the Portfolio that consultants are required to maintain for their 
NHS appraisals and General Medical Council revalidation.  In many instances these 
processes when applied to recently appointed consultants will depend on information 
recorded in the final years of training.  The key points of a Training Portfolio are described in 
The CCT in Anaesthesia I: General Principles Appendix P. 81    

 

                                                 
79  If a trainee elects to keep an electronic logbook then he/she must observe the requirements of the 
Data Protection Register. 
80 The RCoA’s requirements for the maintenance of logbooks and an example of the training summary 
that should be kept as part of the trainee’s portfolio are set out in The CCT in Anaesthesia I:  General 
Principles Appendix P. 
81 Further advice can be found in The Royal College of Anaesthetists and The Association of 
Anaesthetists of Great Britain and Ireland:  Good Practice: A Guide for Departments of Anaesthesia: 
2nd edition 2002,  Draft Guidance on Appraisal for Anaesthetists: March 2000 and Personal Folder: 
April 2002. 
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8:   OBTAINING A CCT IN ANAESTHESIA 
 
 
The Certificate of Completion of Training (CCT) signifies the end of specialist training and 
allows a UK trainee to be entered onto the GMC’s Specialist Register.  Doctors who have not 
followed a complete programme of training prospectively approved by PMETB will have to 
apply to PMETB for a Certificate of Eligibility for Specialist Registration under PMETB Article 
14.  Entry on the Specialist Register is a pre-requisite to taking up a consultant post in the 
UK. 
 
The CCT is awarded by the Postgraduate Medical Education and Training Board (PMETB) 
on the recommendation of the RCoA.  The approved programme of training recognises 
minimum times of training (no maxima are given) at specific levels of competence and 
responsibility, each with predetermined training objectives.  The minimum duration of training 
has been recommended by the RCoA and accepted by the PMETB.  
 
Requests for changes to accommodate individual training needs are first considered by the 
RCoA’s Training Committee and if accepted these may be used to create a body of “case 
law”.    Additions to “case law” are first published in Guidance for Trainers (obtainable from 
College Tutors and RAs, or from the training section of the College website www.rcoa.ac.uk) 
and are then included in the next edition of The CCT in Anaesthesia. 

 
In summary, for a trainee to obtain a CCT in Anaesthesia from the UK he/she must: 
• complete all his/her training  in a training programme prospectively  approved by 

PMETB. 
• be registered as a trainee with the RCoA. 
• complete the minimum training to a satisfactory standard. 

 
 

8.1:   Restrictions on calculating training time 
 
The regulations on calculating training time can be found in The CCT in Anaesthesia Part I : 
General Principles Section 3.6.    
 

 
8.2:   Requests to complete training as a locum consultant  
 
Time spent in a Locum Consultant post does not count toward the CCT:  only time spent in 
an Deanery approved training post counts toward the CCT.  Training time is under the control 
of the Postgraduate Dean and is delegated by him/her to the local Training Committee. 
 
The RCoA Training Committee recognises that some trainees towards the end of their 
training would benefit from being allowed to ‘act up’ in a consultant capacity and undertake 
duties similar to those encountered in consultant practice. This however, should be allowed 
only within the trainee’s own scheme with the agreement of the local Training Committee, the 
trainee and the Clinical Director of the hospital concerned. The trainee will continue to be 
supervised by and be responsible to the local Training Committee. It is essential that at all 
times the trainee has immediate access to consultant advice and understands that he or she 
is still in training until completion of the CCT.  
 
Such a post can only occur within the last 3 months of training with the proviso that the 
trainee must have satisfactorily completed all other aspects of the training programme. 
Trainees wishing to take up this option should apply directly to the College with the support of 
their Programme Director. 

 
 



Edition 1:   January 2007 

IV - 16 

 
8.3:   Calculating the CCT date    
 
The provisional date of completing training is assessed by the Training Department of the 
RCoA with supporting evidence from the local Specialty Training Committee. In particular the 
following are considered: 
• completion of basic, intermediate, higher and/or advanced training programmes, 

including passing assessments of knowledge i.e. the FRCA Primary and Final 
Examinations or prospectively approved equivalent qualifications; 

• satisfactory assessments from trainers and final RITA assessment; 
• the date of entry to higher and advanced training; and  
• reports from the trainee and the assessment of the supervisor of any Off Rotation 

Training (both overseas and in the UK) when appropriate. 
 

The RCoA Training Department wishes trainees to be aware of their expected CCT date 
ahead of time.  This can only be accurate if the Department is kept informed of factors that 
might affect the actual date. The following are relevant: 
• training time for flexible trainees is calculated pro rata.; 
• any sick leave or maternity leave: (for further details see The CCT in Anaesthesia Part 1: 

General Principles Appendix C); 
• any time in locum or fixed-term training posts (for further details see The CCT in 

Anaesthesia I Section 3.6); and 
• failure to pass the Primary and/or Final FRCA Examinations or prospectively approved 

equivalent qualifications before completing the appropriate level of training.82 
 

As described above, once training is completed the recommendation is sent from the RCoA 
to the PMETB. The PMETB audit a random selection of the recommendations by asking for a 
review of the trainee’s file, in particular the information that the College has relied on in 
making its decision to recommend a trainee for the award of a CCT. This will include as 
appropriate to the individual: 
• the registration form; 
• the assessment sheet detailing hospital placements; 
• correspondence indicating the expected CCT date; 
• any correspondence that may alter the expected CCT date; 
• information about Off Rotation Training (both overseas and in the UK) together with the 

trainee’s report and supervisor’s assessments of these posts; 
• RITA G and completed information sheet; and 
• information related to maternity or sick leave. 

 
Any omissions or inconsistencies in the documentation will slow down the audit and hence 
possibly delay entry onto the Specialist Register and the ability to take up a consultant post.  

 
 

8.4:  Leaving the training grade 
 
Employment in the training grade will not end for “a period of six months after the date of 
completion of training, or six months after the date on which the trainee is notified formally by 
the Postgraduate Dean, taking advice from the Royal College of Anaesthetists, that his/her 
training is complete and that he/she is eligible for the award of a CCT, whichever date is the 
later."   Trainees who still have difficulty in obtaining a consultant post after six months should 
seek advice from the Postgraduate Dean. 

 
 

                                                 
82  see Section 2.2. 
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8.5:   Applying for a Consultant Post 
 

Interviews for consultant posts can take place up to 6 months before a trainee’s expected 
CCT date.  Trainees should take this into account when planning off-rotation training 
overseas (Section 6).    The “expected CCT date” is interpreted by the DH to mean the date 
calculated by the College’s Training Department for the completion of training. 
 
 
8.6:   Responsibilities for processing  a CCT application 
 
The RCoA Training Department   When a trainee enters ST year 5 the College’s Training 
Department will give them a provisional date for the award of a CCT.   
 
The Deanery   Towards the end of the CCT training programme trainees will undergo a final 
summative assessment and, if successful, will be issued with a RITA G by their Postgraduate 
Dean.   Although there may be slight variations between Deaneries, this assessment panel 
should be convened about three months before a trainee's provisional date for completion of 
training.    A Notification of Completion of Training form will then be provided to the trainee 
via their Programme Director. 
 
The trainee 
• Completes the Notification of Completion of Training form and gets it signed by the 

Programme Director or Regional Advisor. 
• Returns the Notification of Completion of Training form to the RCoA Training Department. 
 
The RCoA Training Department 
• Receives the RITA G and checks the Notification of Completion of Training form against 

the training programme.  
• Recommends the trainee to the PMETB for the award of a CCT; batches of names are 

sent on an approximately fortnightly basis.  
• The same day as the recommendation is sent to PMETB, sends the trainee a PMETB 

application form for the award of a CCT. 
• Formally advises confirmation to the Training Committee and informs Council of the 

RCoA of the recommendation. 
 
The trainee   Completes the PMETB application form and sends it, with the appropriate fee 
to the PMETB.  Any delay by the trainee will halt the process. 
 
PMETB 
• Awards the CCT on receipt of the College's recommendation, the trainee's application 

and the fee. 
• Advises the GMC that the anaesthetist has completed specialist training and is therefore 

eligible for inclusion in the GMC's Specialist Register.   
• Will request that the GMC add the trainee’s name on to the Specialist Register;   the 

trainee must have ticked the relevant box on the application form. 
 
The trainee   The trainee must then apply directly to the GMC for inclusion in the Specialist 
Register using an application form that will be sent to the trainee by the PMETB.  Failure to 
do this by the trainee will delay specialist registration and being able to take up a consultant 
post. 
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APPENDIX A: 
 

HIGHER TRAINING IN CLINICAL ANAESTHESIA 
 
This section sets out some indicative programmes for trainees to become skilled at a higher 
level in particular aspects of anaesthetic practice.  These should not be seen as a syllabus.  
The availability of clinical material will very often determine what can be achieved.  The 
selection is therefore related to clinical practice and, for instance, regional anaesthesia is not 
separately identified.  This does not mean that it is not an essential part of the training, but 
rather that it will naturally be covered as the trainee progresses.  It is suggested that trainees 
should start to move through these training blocks based on periods of 3 months.  For some 
this may be shortened, other trainees may wish to extend the period of their training. 
 

INDEX 
 

 UNIT PAGE 
1. Cardiac/Thoracic IV – A - 2 
2. Day surgery IV – A - 3 
3. Ear, Nose and Throat (Otorhinolaryngology) IV – A - 4 
4. General surgery/Gynaecology/Urology  

(+/- Transplantation) 
IV – A - 5 

5. Intensive Care Medicine IV – A - 6 
6. Maxillo-facial/Dental IV – A - 7 
7. Neuroanaesthesia IV – A - 8 
8. Obstetrics IV – A - 9 
9. Orthopaedics IV – A - 10 
10. Ophthalmic anaesthesia IV – A - 11 
11. Paediatric anaesthesia IV – A - 12 
12. Pain Management IV – A - 15 
13. Plastics/Burns IV – A - 16 
 13.1   Burns IV – A - 16 
 13.2   Plastic and maxillofacial surgery IV – A - 16 
14. Trauma and accidents IV – A - 18 
15. Vascular IV – A - 19 
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1:   Cardiac/Thoracic 
 
Higher training in anaesthesia for cardiac and thoracic surgery will be undertaken in 
specialist units.   The skills gained here are transferable to many other special interest areas 
and are important to underpin generalist practice. 
 
1.1:   Objective    
H:1.1.1  To equip the trainee with above skills to be used in general anaesthetic practice 

or to form the basis of further sub-specialist training.  Higher training should 
enable the trainee to undertake anaesthesia for such surgery with local 
supervision. 

 
1.2:   Cardiac Anaesthesia skills 
To become skilled in: 
H:1.2.1  preoperative assessment of patients with cardiac disease, including an 

understanding of cardiac catheterisation, echocardiography, stress testing and 
radionucleide imaging  

H:1.2.2  induction and maintenance of anaesthesia for high-risk cardiac procedures, 
including valve surgery. 

H:1.2.3  the management of cardiopulmonary bypass and its complications, myocardial 
protection and the weaning of patients from cardiopulmonary bypass. 

H:1.2.4  to develop an understanding of the principles of oesophageal Doppler and 
transoesophageal echo monitoring and their place in the management of 
patients. 

H:1.2.5  understanding of the adult patient with congenital heart disease and their 
management during anaesthesia. 

H:1.2.6  postoperative cardiac critical care, including cardiovascular problems, analgesia, 
sedation and ventilatory management; and 

H:1.2.7  the significance of and management of cardiac tamponade. 
To enhance the following practical skills: 
H:1.2.8  insertion of invasive monitoring for arterial monitoring, central venous pressure 

monitoring, pulmonary artery catheter insertion and interpretation. 
 
1.3   Thoracic Anaesthesia skills 
To become skilled in: 
H:1.3.1  preoperative assessment and preparation of patients for thoracic surgery and 

their suitability for that surgery and anaesthesia; 
H:1.3.2  principles of one lung anaesthesia and ventilatory management; 
H:1.3.3  induction and maintenance of anaesthesia for thoracic procedures including 

bronchoscopy, Video Assisted Thoracoscopic Surgery (VATS) and thoracotomy 
for lung resection; 

H:1.3.4  principles and management of chest drains; 
H:1.3.5  postoperative management following thoracic procedures including analgesia 

management; and 
H:1.3.6  the management of chest trauma including pneumothorax and haemothorax 

To enhance the following practical skills: 
H:1.3.7  insertion and accurate placement of single- and double –lumen endobronchial 

tubes and the use of a fibreoptic bronchoscope to check their placement; 
H:1.3.8  insertion and management of thoracic epidurals; and 
H:1.3.9  insertion of chest drains. 
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2:   Day surgery    
 
Higher training in anaesthesia for Day Surgery should allow a trainee to consolidate the 
intermediate level training objectives laid out in The CCST in Anaesthesia III as well as 
gaining experience in new aspects of the special interest. At the end of such a block a trainee 
should be capable of providing anaesthesia for all areas of Day Surgical practice, with the 
exception of children under the age of two. In particular, an advanced trainee would be 
expected to gain experience in the organisational aspects of running a Day Surgery Unit by 
attending management meetings, pre-assessment clinics and through involvement in staff 
training. Such training may be undertaken at a central or district general hospital. 
 
Such training, supplemented by generalist and specialist training, should see the trainee fully 
prepared to take up a consultant post with an interest in anaesthesia for Day Surgery with the 
necessary clinical skills supported by an understanding of how a Day Surgery Unit is run and 
developed. 
 
2.1:   Skills 
To become skilled in: 
H:2.1.1 training of staff e.g. in resuscitation or preoperative assessment; 
H:2.1.2  development of protocols or guidelines and their implementation; 
H:2.1.3  anaesthetic and analgesic techniques not covered during a ‘general unit of 

training’; 
H:2.1.4  audit and other quality assurance activities relevant to day case anaesthesia; 
H:2.1.5  management of a day surgery unit; 
H:2.1.6  understanding the place of day surgery within the aims of the NHS as laid out in 

various Department of Health documents such as The NHS Plan; 
H:2.1.7  understanding the advances and controversies in anaesthesia for day surgery; 

and 
H:2.1.8  managing complications of day surgery, including criteria for inpatient admission. 
To enhance the following practical skills: 
H:2.1.9 regional techniques for day surgery; 
H:2.1.10 the use of TIVA and sedation; and 
H:2.1.11 the use of postoperative local anaesthetic infusion devices and techniques. 
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3:   Ear, Nose and Throat (Otorhinolaryngology) 
 
Higher training for anaesthesia in this specialty may be undertaken in a district general 
hospital or a tertiary referral centre.  However it is recognised that training in major head and 
neck surgery will normally only be available in specialist centres. Training will build on the 
intermediate level module in Ear, Nose and Throat (Otorhinolaryngology) anaesthesia.  It is 
recognised that the opportunity to see and manage some of the emergencies in ENT 
anaesthesia may occur during general on-call duties. 
 
3.1:   Objective    
H:3.1.1  There should be greater emphasis on the trainee undertaking more complex 

cases and particularly those where airway management is less straightforward.  
 
3.2:   Skills 
To become skilled in: 
H:3.2.1  preoperative assessment of concomitant disease; 
H:3.2.2  managing children for tonsillectomy; 
H:3.2.3  assessing the airway and managing difficult airways; 
H:3.2.4  team working in airway management; 
H:3.2.5  perfecting day-case techniques for nasal surgery; 
H:3.2.6  techniques of controlled hypotension for ear surgery; 
H:3.2.7  nausea and vomiting control especially after ear surgery; 
H:3.2.8  anaesthesia for oesophagoscopy and laryngoscopy; 
H:3.2.9  preservation of nerve function for parotid and base of skull surgery; 
H:3.2.10 anaesthesia for major head and neck surgery in a specialist unit; 
H:3.2.11 management of permanent tracheostomies; and 
H:3.2.12 management of emergencies including bleeding tonsil bed, airway obstruction. 
To enhance the following practical skills: 
H:3.2.13 a variety of airway management techniques; and 
H:3.2.14 gaseous induction of anaesthesia. 
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4:   General surgery / Gynaecology / Urology (+/- Transplantation) 
 
Training in anaesthesia general surgery, gynaecology and urology procedures may be 
undertaken in either a tertiary referral centre or district general hospital.  However, it is 
recognised that training in anaesthesia for transplant surgery will be limited to specialist 
centres. 
 
4.2:   Objective 
H:4.1.1  During this advanced training module, there should be a greater emphasis on 

the trainee undertaking anaesthesia for increasingly complex surgery and at 
the same time, taking responsibility for patients with co-existing disease. 

 
4.1:   Skills 
To become skilled in: 
H:4.2.1  preoperative assessment of patients with multiple co-existing diseases; 
H:4.2.2  preoperative optimisation of high-risk patients; 
H:4.2.3  risk stratification scoring of patients undergoing major surgery e.g.POSSUM 

scoring; 
H:4.2.4  the presentation of a balanced judgement to the patient and their relatives of 

the perceived risks and complications of anaesthesia and surgery; 
H:4.2.5  the recognition of problems posed by malignant disease and recent 

chemotherapy/ radiotherapy treatment; 
H:4.2.6  the intra-operative critical care management/resuscitation of patients of all ASA 

grades for elective and emergency surgery; 
H:4.2.7  leading the anaesthetic theatre team; 
H:4.2.8  appropriate planning for postoperative care in a critical care facility if required; 
H:4.2.9  developing and implementing appropriate postoperative feeding regimens; 
H:4.2.10 being part of the multi-disciplinary team for postoperative care; 
H:4.2.11 participation in multi-disciplinary clinical audit of outcomes; 
H:4.2.12 implementing local guidelines or protocols where indicated e.g. management of 

anaesthesia for renal transplant surgery, management of the diabetic patient; 
H:4.2.13 understanding the ethics of transplantation surgery; and 
H:4.2.14 understanding and applying the need for, and effects of, immunosuppression in 

patients with  transplanted organs. 
To enhance the following practical skills: 
H:4.2.15 insertion of arterial and central venous lines; 
H:4.2.16 use of cardiac output monitoring and vasoactive agents, when indicated; 
H:4.2.17 insertion of double-lumen endobronchial tubes and the management of one-

lung anaesthesia; 
H:4.2.18 regional anaesthesia; thoracic and lumbar epidural placement, spinal and 

combined spinal-epidural techniques; 
H:4.2.19 peripheral nerve blockade for renal access procedures; and 
H:4.2.20 use of TIVA and sedation techniques. 
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5:   Intensive Care Medicine 
 
The syllabus for training in ICM within the programme for a CCT in anaesthesia is contained 
in The CCT in Anaesthesia II:  Intermediate Level Appendix 1 Section 4.  The syllabus also 
applies to all higher training in ICM taken within the programme for a CCT in anaesthesia and 
so is not repeated here.   
 
In most respects the RCoA’s standards for training in ICM are identical to those of the 
Intercollegiate Board for Training in ICM (IBTICM).  During the final 5 years of anaesthetic 
training in anaesthesia trainees should normally receive 6 months of ICM training to the level 
equivalent to the Board’s Step 1 training standard.  If less than 6 months ICM training has 
been taken in ST years and 4 of anaesthetic training, the balance of 6 months should be 
undertaken in ST year 5, so as to complete the recommended 6 months before the end of 
that year (or exceptionally in ST years 6/7).  
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6:   Maxillo-facial / Dental  
 
Higher training in maxillo-facial and dental anaesthesia is intended to build on the 
competences outlined in the intermediate level additional unit of training and may take place 
in a central or district general hospital. Trainees should be familiar with all forms of 
anaesthesia for dental and oral surgical treatment. They should be able to set standards for 
pre and postoperative care, recovery, staffing levels and teaching and training of all staff. 
 
6.1:   Objectives   
H:6.1.1  During this higher training module, there should be a greater emphasis on the 

trainee undertaking anaesthesia for increasingly complex surgery. 
 
6.2:   Skills 
To become skilled in 
H:6.2.1  all aspects of anaesthesia for elective major oral and maxillo-facial surgery 

including paediatric patients; 
H:6.2.2  assessment and management of patients with maxillo-facial injuries; 
H:6.2.3  postoperative management of patients including HDU / critical care; 
H:6.2.4  working in an isolated environment; and 
H:6.2.5  advising dental and oral surgical colleagues on matters relating to anaesthesia 

and resuscitation. 
To enhance the following practical skills: 
H:6.2.6  airway management in such patients including fibreoptic intubation; and 
H:6.2.7  administration of all forms of conscious sedation for both adults and children. 
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7:   Neuroanaesthesia 
 
Higher training in neuroanaesthesia can only be undertaken in a specialist unit although the 
training is applicable to head-injured patients wherever they occur.   The skills gained here 
are transferable to many other special interests. 
 
7.1:   Objectives    
 
H:7.1.1  To be able to resuscitate, stabilise, prepare for transfer and transfer patients with 

impaired conscious levels resulting from intracranial pathology. 
H:7.1.2  To recognise the potential risks to the spinal cord during spinal surgery and other 

operations where there may be compromise to its blood supply, and to be able to 
undertake appropriate interventions to safeguard the cord in such circumstances. 

 
7.2:   Skills 
To become skilled in: 
H:7.2.1  anaesthesia for planned intracranial and spinal surgery;  
H:7.2.2  emergency neurosurgery for head trauma, in patients with higher ASA grades; 

and 
H:7.2.3  the non-surgical management of the head trauma patient, the resuscitation and 

transfer of patients with decreased conscious levels resulting from intracranial 
pathology. 

To enhance practical skills in the following aspects of monitoring: 
H:7.2.4 insertion of arterial lines; 
H:7.2.5 insertion of CVP lines; 
H:7.2.6 techniques for detection and management of air embolism; 
H:7.2.7 EEG and evoked potentials; 
H:7.2.8 intracranial pressure measurement; and 
H:7.2.9 spinal drainage. 
In neuro-critical care to develop skill in: 
H:7.2.10 the ventilation of patients with intracranial pathology including understanding the 

appropriate use of drugs, the management of raised intracranial pressure and 
manipulation of cerebral perfusion pressure, appropriate fluid and electrolyte 
balance and the treatment of raised intracranial pressure; 

H:7.2.11 methods of cerebral protection and prevention of cerebral ischaemia; and 
H:7.2.12 management of patients for organ donation. 
In neuroradiology to obtain skill in: 
H:7.2.13 practical aspects of patient management for CT and MRI. 
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8:   Obstetrics 
 
Training will build on the intermediate level module in obstetric anaesthesia.  It is recognised 
that the ability to see and manage some of the important major obstetric emergencies is to 
some extent dependent on chance, but increased time in the specialty increases the 
likelihood of active involvement. 
 
8.1:   Objective     
H:8.1.1  To achieve a greater emphasis on the trainee undertaking more complex obstetric 

cases and becoming more involved in team working. 
 
8.2:   Skills 
To become skilled in: 
H:8.2.1  assessing women with factors complicating pregnancy; 
H:8.2.2  providing information about analgesia and anaesthesia to pregnant women, with 

or without complicating factors, to midwives and other professional groups; 
H:8.2.3  advising on alternative methods to regional block for analgesia ; 
H:8.2.4  allaying anxiety and dealing with disappointment; 
H:8.2.5  managing complications of regional block; 
H:8.2.6  managing emergencies including as pre-eclampsia, eclampsia, major 

haemorrhage; 
H:8.2.7  being part of a multidisciplinary team; 
H:8.2.8  recognising and treating the sick mother; 
H:8.2.9  recognising when further advice or skills are needed; and 
H:8.2.10 neonatal resuscitation83. 
To enhance skills in:  

H:8.2.11 epidural and CSE insertion and management for labour; 
H:8.2.12 epidural and subarachnoid anaesthesia for Caesarean Section, and other 

operative deliveries; 
H:8.2.13 conversion of analgesia for labour to that for operative delivery; and 
H:8.2.14 general anaesthesia for Caesarean Section. 

 

                                                 
83 The competence is also listed in Section 11 but will mostly be gained in Section 8 
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9:  Orthopaedics    
 
Higher training in anaesthesia for orthopaedics may be undertaken in either a central or 
district general hospital. Some of the more complex operations such as major spinal surgery 
may only be performed in larger centres or the trainee may encounter these cases during 
training in anaesthesia for neurosurgery. Aspects of anaesthesia for orthopaedics will be 
encountered in other sections for example in the Trauma and Accidents section and 
Paediatric section. 
 
9.1:   Objectives   
H:9.1.1  During this period of higher training there should be a greater emphasis on the 

trainee undertaking anaesthesia for increasingly complex orthopaedic surgery 
and for patients with co-existing disease. The trainee should be able to provide 
appropriate anaesthesia for all types of elective and emergency orthopaedic 
surgery. 

 
9.2:   Skills 
To become skilled in: 
H:9.2.1  preoperative assessment and anaesthesia for patients with multiple co-existing 

diseases or congenital syndromes; 
H:9.2.2  preoperative optimisation of high-risk patients.; 
H:9.2.3  management of the difficult airway in orthopaedic patients such as those 

suffering from rheumatoid arthritis, ankylosing spodylitis and those with cervical 
spine injury or pathology; 

H:9.2.4  anaesthesia for major corrective spinal surgery; and 
H:9.2.5  anaesthesia for paediatric patients having major orthopaedic surgery. 
To enhance the following practical skills: 
H:9.2.6 anaesthesia for orthopaedic operations in the prone position; 
H:9.2.7 anaesthesia for orthopaedic operations with major blood loss; 
H:9.2.8 anaesthesia for emergency orthopaedic surgery including multiple trauma; 
H:9.2.9 peripheral nerve blockade for orthopaedic procedures; and 
H:9.2.10 thoracic and lumbar epidural blocks, spinal and combined spinal-epidural (CSE) 

techniques for orthopaedic procedures. 
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10:   Ophthalmic anaesthesia 
 
Trainees should be conversant with the advantages and indications for local anaesthetic 
blocks as well as those for general anaesthesia in ophthalmology.  
 
10.1:   Objective   
H:10.1.1 To develop flexibility in providing the best possible conditions for ophthalmic 

surgery to the benefit of the patient. 
 

 
10.2:   Skills 
To become skilled in 
H:10.2.1 the assessment and management of patients with significant co-morbidity 

scheduled to undergo ophthalmic procedures; 
H:10.2.2 to understand fully the needs of the surgeon in relation to particular procedures 

so as to be able to create the best operating conditions; and 
H:10.2.3 techniques of sedation. 
To enhance the following practical skills:  
H:10.2.4 local and general anaesthesia in adults and children for ophthalmic surgery. 
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11:   Paediatric anaesthesia 
 
Higher training in paediatric anaesthesia may be undertaken in specialist paediatric hospitals 
or hospitals with separate paediatric services and a substantial paediatric caseload. It is 
expected that the majority of trainees would complete higher training in paediatric 
anaesthesia during ST Years 5, 6 or 7, as part of their balanced programme of higher 
specialist training (see The CCT in Anaesthesia IV Section 3). Large numbers of children 
undergo routine surgery outside specialist centres.   The ability to manage paediatric 
emergencies and to stabilise paediatric patients for transfer are important skills for 
anaesthetists irrespective of where they work.    
 
Trainees aspiring to be generalists should first read the advice contained in Sections 3.3 and 
4.7 of The CCT in Anaesthesia IV. 
 
11.1:   Objectives   
H:11.1.1 To develop competence in meeting the anaesthetic needs of infants and 

children for common surgical conditions; 
H:11.1.2 To be able to organise and manage safely a list of paediatric cases, with 

consultant supervision for neonates and infants under 1 year; 
H:11.1.3 To be able to manage hazards and complications of paediatric anaesthesia; and
H:11.1.4 To be able to resuscitate and stabilise a sick child for transfer. 

 
11.2:   Skills 
To become skilled in: 
H:11.2.1 preoperative assessment and optimisation of infants and children requiring 

elective and emergency surgery including understanding the significance of; 
H:11.2.2 former premature and very premature babies; 
H:11.2.3 children with significant co-morbidity; 
H:11.2.4 congenital abnormalities, including congenital heart disease and common 

syndromes; 
H:11.2.5 induction (inhalational and intravenous techniques) and maintenance of 

anaesthesia independently for children over the age of 1 year, and with 
consultant supervision, induction and maintenance of anaesthesia for neonates 
and infants; 

H:11.2.6 peri-operative management of fluids, electrolytes, glucose and temperature; 
H:11.2.7 management of recovery from anaesthesia; 
H:11.2.8 pain management in children, including the use of local and regional 

anaesthetic techniques, the use of opioids (including infusions and PCA/NCA), 
adjuvant NSAIDs and simple analgesics; 

H:11.2.9 selection, management and monitoring of children for diagnostic and 
therapeutic procedures carried out under sedation/GA; 

H:11.2.10 understanding the commoner problems of paediatric intensive care, including  
ventilatory and circulatory support, upper airway problems and trauma;; 

H:11.2.11 safe transport of critically ill children and babies; 
H:11.2.12 communicating with children, parents or carers; 
H:11.2.13 presenting to the patient and parents or carers a balanced judgement of the 

estimated risks and likely complications of anaesthesia; 
H:11.2.14 working as a member of the multi-disciplinary paediatric team; and 
H:11.2.15 understanding issues relevant to consent in children; the law and research. 
To enhance skills in: 
H:11.2.16 resuscitation - basic life support (BLS) and advanced life support (ALS); 
H:11.2.17 resuscitation of the newborn84; 
H:11.2.18 vascular access; 
H:11.2.19 regional analgesia techniques and peripheral nerve blockade;  

                                                 
84 The competence is listed here but will mostly be gained in Section 8. 
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H:11.2.20 anaesthetic management of the child with a full stomach; and 
H:11.2.21 management of anaesthetic emergencies in children: acute airway obstruction, 

including croup and acute epiglottitis, loss of airway, laryngospasm, failed 
venous access. 

 
 

Training in Child Protection 
 

Anaesthetists of all grades may encounter children who have suffered physical and/or sexual 
abuse in various situations: 
1. Resuscitation of a critically ill child who has sustained an injury under circumstances that 

cannot wholly be explained by natural circumstances or is consistent with intentional 
trauma or abuse 

2. In the paediatric intensive care unit e.g. following severe head injury, where the above 
needs to be considered 

3. When called upon to anaesthetise a child for a formal forensic examination, possibly 
involving colposcopy, sigmoidoscopy and the collection of specimens. This may also 
include medical photography/video records. 

4. Rarely a child may tell the anaesthetist about abuse (“disclosure”) 
5. During the course of a routine pre-op examination or surgical procedure, the anaesthetist 

or surgeon notes unusual or unexplained signs which may be indicative of physical or 
sexual abuse 

 
In all these situations, it is essential that health care professionals, including the anaesthetist, 
act in the best interests of the child.  
 
Knowledge 
 
Situations in which abuse of children may present 
Signs indicative of a possible need to safeguard the infant or child 
Awareness of local CP procedures 
 
Skills 
 
Clearly communicates concerns (includes documentation) 
Ability to manage the child and their parents in a sensitive, appropriate manner 
 
Attitudes and behaviour 
 
Understands need to communicate concerns within team 
Asks for senior and/or paediatrician support when appropriate 
 
Workplace and training objectives 
 
Demonstrates knowledge of local safeguarding children procedures 
 
Additional Notes 
 
It is suggested that this training can be achieved in a 1 hour scenario based discussion or 
PBL format.   In addition all trainees should be familiar with the RCoA/APA/RCPCH Guideline 
Child Protection and the Anaesthetist:  Safeguarding Children in the Operating Theatre. 
 
General principles-What to do if child abuse or neglect is suspected 
• Good communication is essential.  Anaesthetists are advised not to intervene alone, and 

suspicions should be discussed with the individual identified in the local guideline. In 
particular it would not be appropriate to institute or initiate formal examination whilst the 
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child is anaesthetised, as separate consent is required.  
• Further management needs to be agreed in conjunction with the paediatrician, surgeon 

and anaesthetist. Consideration needs to be given to: 
• Informing the parents (except in the case of fabricated or fictitious illness and child 

sexual abuse) 
• Further assessment 
• Informing social services and/or the police 

• Full documentation is essential. 
• The paediatrician should lead this process, and may seek advice from the Named or 

Designated Doctor for child protection.  
Duties of the Anaesthetist 
• To act in the best interests of the child 
• To be aware of the child’s rights to be protected 
• To respect the rights of the child to confidentiality  
• To contact a paediatrician with experience of child protection for advice (On call 

paediatrician for Named or Designated Doctor/Nurse) 
• To be aware of the local chid protection mechanisms 
To be aware of the rights of those with parental responsibility 
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12:  Pain management 
 
Higher training in acute and chronic pain management may be undertaken in teaching 
hospital, district general hospital or a combination of the two. The training will build upon that 
obtained during intermediate level training. 
 
12.1:   Objectives 
H:12.1.1 To assess patients with pain including: history taking, physical examination, and 

interpretation of investigations; 
H:12.1.2 To institute effective pain relief for patients with acute pain; 
H:12.1.3 To explain the therapeutic options that are available for acute pain and discuss 

the advantages and disadvantages of each particular therapy; 
H:12.1.4 To understand the basic principles of management of patients with chronic pain 

and cancer pain; 
H:12.1.5 To be aware of when and where to refer patients for appropriate help; 
H:12.1.6 To demonstrate technical proficiency with a range of procedures for pain relief; 
H:12.1.7 To work effectively as part of a multidisciplinary pain team; and 
H:12.1.8 To communicate satisfactorily with patients and their relatives, plus colleagues, 

referring doctors and other staff. 
 
12.2:   Skills 
 
To become skilled in: 
H:12.2.1 management of acute pain including pain after surgery and non-surgical acute 

pain; 
H:12.2.2 the basic practice of assessment of patients with chronic pain including: history 

taking, physical examination, and interpretation of investigations; 
H:12.2.3 understanding the management options for treating patients with chronic pain, 

including cancer pain; 
H:12.2.4 understanding the role of a multidisciplinary approach for the management of 

chronic pain and recognising the role of other medical specialties and 
healthcare professionals in pain management; 

H:12.2.5 recognising when help from other specialists is required for any patient including 
identifying patients with pain who require psychological evaluation; 

H:12.2.6 effective communication with patients; and 
H:12.2.7 effective communication with referring doctors and other healthcare 

professionals. 
To enhance skills in: 
H:12.2.8 management of acute pain; 
H:12.2.9 the diagnosis and management of pain syndromes after surgery eg neuropathic 

pain; 
H:12.2.10 principles and practice of neural blockade for pain management including 

peripheral catheter techniques; and 
H:12.2.11 working as a part of a multidisciplinary team. 
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13:   Plastics/Burns 
 
Many trainees will not have had training in anaesthesia for plastics and burns during their 
intermediate level training where it is an optional module.  Major burn anaesthesia should 
only take place in specialist centres where the critical care of burned patients is an integral 
part of the process.  Training opportunities are limited but burned patients may present at any 
A&E department and thus many anaesthetists may be involved in the initial treatment and 
resuscitation.  It is recognised that training may need to be supplemented by other teaching 
and instructional methods such as CD-ROM presentations. 
 
Much plastic surgery takes place in specialist centres, some is related to further treatment of 
burned patients, some to head and neck cancers whilst some is more routine cosmetic 
surgery in non-specialist centres. Some specifically relates to children and will only be 
available in specialist hospitals. 
 
13.1:   Burns 
To become skilled in: 
H:13.1.1 resuscitation and early management of burns; 
H:13.1.2 recognition of risk of upper airway damage of burns; 
H:13.1.3 management in the intensive care unit: 
H:13.1.4 management of the respiratory burn; 
H:13.1.5 invasive monitoring; 
H:13.1.6 inotropic support; 
H:13.1.7 multi-organ failure; 
H:13.1.8 IPPV; and 
H:13.1.9 effect on patient and relatives; 
H:13.1.10 Anaesthesia for grafting and related procedures: 
H:13.1.11 airway management; 
H:13.1.12 difficult venous access; 
H:13.1.13 monitoring; 
H:13.1.14 surgical procedures in the major burn; 
H:13.1.15 blood loss and its prevention; 
H:13.1.16 antibiotic therapy; and 
H:13.1.17 effect on patients and relatives; 
H:13.1.18 anaesthesia/sedation for dressing changes; 
H:13.1.19 analgesia in the burned patient; and 
H:13.1.20 organisational problems associated with burns: 
H:13.1.21 reception of patients from other hospitals; 
H:13.1.22 MRSA; 
H:13.1.23 unscheduled lists. 
To enhance the following practical skills: 
H:13.1.24 airway management; and 
H:13.1.25 resuscitative techniques. 

 
13.2:   Plastic and Maxillofacial surgery 
To become skilled in: 
H:13.2.1 management of the acutely compromised airway; 
H:13.2.2 identification of potentially difficult airway; 
H:13.2.3 management including LMA, fibreoptic intubation and transtracheal 

ventilation; 
H:13.2.4 anaesthesia for all aspects e.g. general plastic and maxillofacial surgery: 
H:13.2.5 acute and elective surgery; 
H:13.2.6 general and regional anaesthesia; 
H:13.2.7 methods of reducing blood loss including the use of vasoactive agents; 
H:13.2.8 hypotensive anaesthesia; and 
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H:13.2.9 specialised areas e.g. face; 
H:13.2.10 anaesthesia for head and neck surgery: 
H:13.2.11 ensuring a good airway against competition; 
H:13.2.12 prevention of blood loss; and 
H:13.2.13 reconstructive techniques; 
H:13.2.14 anaesthesia for free flap surgery;  
H:13.2.15 cleft lip and palate surgery: 
H:13.2.16 primary (infant) repair; and 
H:13.2.17 secondary repair; 
H:13.2.18 other major paediatric surgery e.g. craniofacial - Specialised Units. 
To enhance the following practical skills: 
H:13.2.19 airway management; and 
H:13.2.20 resuscitative techniques. 
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14:   Trauma and accidents 
 
Higher training in anaesthesia for trauma and accidents may be undertaken in any hospital 
designated to receive major trauma patients.  Many trainees will have completed an 
Advanced Trauma Life Support (ATLS), or equivalent, course.  It should be the intended aim 
of anaesthetic trainees wishing to complete advanced training in trauma and accidents to 
achieve ‘instructor’ status on such courses. 
 
14.1:   Skills 
To become skilled in 
H:14.1.1 immediate assessment of major trauma patients and institution of appropriate 

airway and resuscitation management in the Emergency Unit; 
H:14.1.2 major incident management, triage and anaesthesia in the pre-hospital 

setting; 
H:14.1.3 leading and being an effective member of the trauma team; 
H:14.1.4 communicating with other members of the team e.g. paramedics, relevant 

surgical specialists, radiologists; 
H:14.1.5 non-surgical management of head trauma patient, the resuscitation and 

transfer of patients with decreased conscious levels secondary to injury; 
H:14.1.6 management of massive blood loss and associated coagulopathy; 
H:14.1.7 management of the burned patient; 
H:14.1.8 management of a child following trauma; 
H:14.1.9 transfer of the traumatised patient to an appropriate specialist centre, with 

appropriate airway and pain management; 
H:14.1.10 trauma scoring systems; 
H:14.1.11 preoperative assessment and optimisation of high-risk patients for trauma 

surgery; 
H:14.1.12 intra-operative care of patients of all ages and ASA grade requiring trauma 

surgery Implementing appropriate postoperative pain management and 
postoperative care in a critical care facility, if required; 

H:14.1.13 participating in clinical audit of outcome; 
H:14.1.14 instituting local guidelines or protocols for trauma patient management; and 
H:14.1.15 teaching other members of the trauma team and more junior anaesthetists the 

necessary knowledge and skills required   
To enhance the following practical skills: 
H:14.1.16 securing the airway in a trauma patient; 
H:14.1.17 insertion of arterial and central venous lines; 
H:14.1.18 insertion of double-lumen endobronchial tubes; 
H:14.1.19 insertion of intercostal chest drains; 
H:14.1.20 use of cardiac output monitoring, inotropes and vasoactive agents, when 

indicated; 
H:14.1.21 regional anaesthesia; thoracic and lumbar epidural placement, spinal and 

combined spinal-epidural techniques; 
H:14.1.22 peripheral nerve blocks for emergency, intra-operative and postoperative pain 

management; and 
H:14.1.23 use of TIVA and sedation techniques 
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15:   Vascular  
 
Higher training in vascular anaesthesia is intended to build on the intermediate level module 
and may take place in a central or District General Hospital.  Higher training during ST years 
5, 6 and 7 should be undertaken with gradually increasing responsibility to enable the trainee 
to undertake major vascular lists with distant supervision.     
 
15.1:   Objectives    
H:15.1.1 During this advanced training module, there should be a greater emphasis on 

the trainee undertaking anaesthesia for increasingly complex vascular surgery 
and at the same time, taking responsibility for patients with co-existing 
disease. 

 
15.2:   Skills 
To become skilled in 
H:15.2.1 preoperative assessment of vascular patients with multiple co-existing 

diseases; 
H:15.2.2 preoperative optimisation of high-risk vascular patients; 
H:15.2.3 risk stratification scoring of patients undergoing major surgery e.g.POSSUM 

scoring; 
H:15.2.4 understanding the risks and complications of surgery; 
H:15.2.5 the intraoperative critical care management/resuscitation of patients of all ASA 

grades for elective and emergency vascular surgery; 
H:15.2.6 managing the effects of aortic clamping; 
H:15.2.7 managing anaesthesia for carotid artery surgery; 
H:15.2.8 appropriate planning for postoperative care in a critical care facility if required; 

and 
H:15.2.9 management of massive blood loss and its associated coagulopathy. 
To enhance the following practical skills: 
H:15.2.10 insertion of arterial and central venous lines; 
H:15.2.11 use of cardiac output monitoring, inotropes and vasoactive agents, when 

indicated; and 
H:15.2.12 regional anaesthesia; thoracic and lumbar epidural placement, spinal and 

combined spinal-epidural techniques. 
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APPENDIX B: 
 

ADVANCED TRAINING IN ANAESTHESIA 
 
By training at the advanced level in the following special interests the trainee will be seeking 
to become expert in the field and thereby capable of undertaking a consultant post with a 
significant sessional commitment to the special interest.  By devoting a period of at least 6 
months (and in some cases up to 12 months) to a single special interest, it is inevitable that if 
the totality of training is to be appropriately balanced (as is required by the RCoA) then only 
one, or exceptionally two, special interests can be covered.   
 
The RCA recognises that ‘signing off’ training in these special interests can only be carried 
out by consultants experienced in the field.  Equally in setting the training requirement the 
RCA would wish to work closely with the relevant anaesthetic Specialist Society.  A model is 
therefore proposed such that within each School of Anaesthesia there should be one or more 
designated special interest educational supervisors for each of the special interests.  These 
consultants would be responsible for signing off the trainees.  It is to be hoped that through 
close co-operation between the School’s Educational Supervisors, their respective Specialist 
Society and under the formal direction of the RCoA a mechanism can be found to develop 
special interest training. 
 
A minimum case load is included for most special interests.  It is recognised that the 
programme is competency based but also that a certain minimum case load is required to 
assess competence.  It is quite possible that the numbers quoted may have to be revised in 
the light of experience. 
 
Clearly different trainees will become competent with varying numbers of cases, however a 
guideline has been widely requested for the purpose of special interest training. 
 
 

INDEX 
 

 
 UNIT PAGE 
1. Cardiac/Thoracic anaesthesia IV – B - 2 
2. Intensive Care Medicine IV – B - 4 
3. Neuroanaesthesia IV – B - 5 
4. Obstetric anaesthesia IV – B - 8 
5. Paediatric anaesthesia IV – B - 11 
6. Pain Management IV – B - 16 
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1:   Cardiac/thoracic anaesthesia     
 
1.1:   Training objectives 

A:1.1.1  Anaesthetists intending to undertake anaesthesia for cardiac or thoracic surgery 
should have received background training to  higher level in adult intensive care, 
adult cardiac and / or thoracic anaesthesia in recognised training centres as part 
of general training. 

A:1.1.2  Paediatric cardiothoracic anaesthesia  Those wishing to pursue a career 
involving paediatric cardiothoracic anaesthesia  are likely to gain a grounding 
during their CCST programme and will need to develop their skills further after 
their CCST in a specific post or during their consultant practice, with guidance 
from their colleagues.  

 
1.2:   Indicative clinical experience 

A:1.2.1  Adult cardiac anaesthesia:   6-12 months 
A:1.2.2  Thoracic anaesthesia:   6 months 

 
1.3:   Professional qualities 

A:1.3.1  Ability to communicate sensitively and effectively with the patients and their 
families 

A:1.3.2  Ability to communicate effectively with surgical colleagues and other members of 
the operating theatre team. 

A:1.3.3  Full participation in multi-disciplinary clinical audit. 
A:1.3.4  Commitment to continued professional development. 

 
1.4:   Knowledge and understanding 

Cardiac anaesthesia 
A:1.4.1  Cardiac physiology, including cardiac electrophysiology. 
A:1.4.2  Preoperative cardiac investigation including the interpretation of cardiac 

catheterisation data and transthoracic and transoesophageal echocardiography. 
A:1.4.3  The main techniques and aims of cardiac and thoracic aortic surgery, 

interventional cardiology and cardiac electrophysiology. 
A:1.4.4  The variation in basic techniques of anaesthesia necessary for different types of 

congenital cardiac physiology in adults. 
A:1.4.5  The techniques of anaesthesia for open and closed cardiac surgery including the 

safe use of invasive monitoring. 
A:1.4.6  Mechanical and pharmacological methods for blood conservation. 
A:1.4.7  The techniques of cardiopulmonary bypass and use of ECMO and Ventricular 

Assist Devices. 
A:1.4.8  The principles and practice of intensive care following cardiac surgery including 

intra-aortic balloon counterpulsation. 
Thoracic anaesthesia 
A:1.4.9  Pulmonary anatomy, physiology and chest wall mechanics. 
A:1.4.10 Preoperative pulmonary investigation including the interpretation of lung function 

data and spirometry. 
A:1.4.11 Principles of single lung ventilation. 
A:1.4.12 The main techniques and aims of thoracic surgery. 

 
1.5:   Skills 

Cardiac anaesthesia 
A:1.5.1  Preoperative assessment in patients with cardiac disease. 
A:1.5.2  Induction and maintenance of anaesthesia in patients with ischaemic and 

valvular cardiac disease, myocardial dysfunction and thoracic aortic disease; also 
aspects of congenital cardiac disease, balanced shunts and outflow tract 
obstruction. 

A:1.5.3  Appropriate use of invasive monitoring and intra-operative echocardiography and 
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interpretation of data obtained. 
A:1.5.4  Use of cardio-active drugs in cardiac disease. 
A:1.5.5  Safe and effective use of postoperative analgesia drugs and techniques. 
Thoracic anaesthesia 
A:1.5.6  Preoperative assessment in patients with diseases of the lungs, mediastinum 

and chest wall. 
A:1.5.7  Induction and maintenance of anaesthesia in patients with lung disease, 

including bronchoscopic placement of double lumen tubes and management of 
single lung ventilation. 

A:1.5.8  Appropriate use of invasive monitoring and interpretation of data obtained. 
A:1.5.9  Safe and effective use of postoperative analgesia drugs and techniques, 

including thoracic epidural analgesia. 
 
1.6:   Minimum case load    
 
The recommended training caseload is 
 

 Minimum Desirable 
Cardiac 100 200 
Thoracic 50 75 

 
1.7:   Teaching and supervision   An anaesthetist training in cardiothoracic anaesthesia 
should be supervised at all times by an appropriately trained consultant, and should not 
normally be expected to supervise other trainees in theatre. 
 
1.8:   Research and Academic requirements   Involvement with on-going audit and 
research in the training centre is expected, with the aim of presenting a poster or paper at a 
national or international meeting. Trainees should continue to develop critical evaluation skills 
to enable them to assess published research in the field. 
 
1.9   Training environment   To achieve and maintain expertise in this area the quality of 
time spent in training is as least as important as the quantity. Training should therefore be 
undertaken in large units which have an integrated, team approach to perioperative care of 
patients with heart disease. 
 
1.10   Other requirements    There is little evidence to support a minimum level of 
experience necessary to maintain expertise in the above competences. However, it is 
unlikely that competence could be maintained with less than an average of one theatre 
session a week in cardiac or thoracic anaesthesia. 
 
1.11:   Specialist Societies   Anaesthetists specialising in cardiothoracic anaesthesia would 
benefit from the CPD opportunities offered by membership and regular attendance at the 
scientific meetings at one or more of the following: 
• Association of Cardiothoracic Anaesthetists 
• European Association of Cardiothoracic Anaesthesiologists 
• Society of Cardiovascular Anesthesiologists 
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2:   Intensive Care Medicine 
 
Refer to Section 4.6 of The CCT in Anaesthesia IV. 
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3: Neuroanaesthesia 
 
3.1:   Training objectives    
A:3.1.1 To provide all the skills, knowledge and professional judgement required, to 

practice anaesthesia with a special interest in neuroanaesthesia and neuro-critical 
care. 

A:3.1.2 To ensure that following their training in neuroanaesthesia and neuro-intensive 
care, doctors have had sufficient experience to perform routine and emergency 
work with confidence.   

A:3.1.3 To be aware of the extended role of a specialist, and be confident in supervising 
and teaching junior colleagues. 

 
3.2:   Indicative clinical experience 
A:3.2.1  Advanced sub-speciality training in anaesthesia will be for a period of at least 6 

months and will be expected to produce a trainee who is ‘expert’ in that field and 
thereby capable of taking up a consultant post in the special interest.  Provisions 
set out should take account of those gaining their experience abroad. 

A:3.2.2  Neuroanaesthesia    There should be experience of anaesthesia for a wide range of 
the usual neurosurgical case-mix and the different positions used during 
neurosurgical procedures.  At the end of training the advanced trainee should be 
able to demonstrate an ability to anaesthetise a range of neurosurgical cases with 
distant supervision and to have a fundamental understanding of the problems that 
can be encountered.  Differences in neurosurgical and neuroanaesthetic practice 
make experience in another centre desirable, either as a formal exchange or study 
leave. 

A:3.2.3  Critical Care    The trainee should be sufficiently experienced and have an 
understanding of issues in neurocritical care to ensure that neurocritical care 
facilities are used intelligently and to have the foundation for further training as a 
specialist neurointensivist if required.   Experience should complement and 
complete the clinical experience recommended in ST Years 3 and 4. 

 
3.3:   Professional Qualities 
A:3.3.1  Respect for and understanding the needs and roles of the many different 

disciplines involved in the care of the neurological and neurosurgical patients. 
A:3.3.2  To establish a rapport with the surgeon to exchange information both in the 

planning and peri-operative periods. 
A:3.3.3  Develop the necessary interpersonal skills to work effectively in a team, leading 

and communicating with nursing and ICU staff. 
A:3.3.4  To be able to apply principles and knowledge to new procedures, to recognise the 

limits of personal knowledge, but be able to consult colleagues. 
A:3.3.5  To be able to continue learning new skills, knowledge and techniques. 
A:3.3.6  To be able to organise and lead teams in the rapid preparation of severely 

compromised  patients for urgent surgery . 
A:3.3.7  To be able to discuss procedures, risks and alternatives in simple and complex 

terms with patients and be able to comfort patients distressed by their condition 
and the prospect of surgery. 

A:3.3.8  To understand the requirements for organ donation. 
 
Critical Care   In addition, all neuroanaesthetists should have experience of at least 1 month 
in neuro-critical care. It is essential that this training is undertaken in units that have an 
appropriate case-mix and caseload, thus ensuring that trainees have a reasonable prospect 
of acquiring the skills and knowledge they need within a realistic time frame.  Training 
schemes must also have an appropriate number of trainers to ensure that training is not 
overwhelmed by service needs.  However, it is essential that trainees must fully participate in 
the on call commitment of the unit, so as to expose them to the full range of clinical and 
organisational practice involved in intensive care.  The implementation of training in practical 
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skills will vary but all trainees should learn how to interpret all monitoring modalities. Those 
wishing to have sessions in neuro-critical care should have an attachment of at least 3-6 
months to neuro-critical care as part of their general ICM training. Trainees who wish to make 
neurocritical care a substantial part of their clinical practice as consultants, or wish to direct 
such units, should conform broadly to the requirements laid down by the Intercollegiate 
Board for Training in Intensive Care Medicine. 
 
Specific Skills required including associated Critical Care   The trainee should be fully 
trained in and able to provide and supervise other junior doctors for: 
• Neuroanaesthesia  

• Planned intracranial surgery and spinal surgery. 
• Emergency neurosurgery for head trauma alone and as part of multi-trauma care. 
• Safe patient positioning – prone , park-bench (lateral). 
• Resuscitation and patient transfer. 
• Monitoring: 

• insertion of arterial lines; 
• insertion of CVP lines; 
• techniques for detection and management of air embolism; 
• EEG and evoked potentials; 

• intracranial pressure measurement; and 
• spinal drainage. 

• Critical Care   Those skills already outlined for SpR 1/2 training: 
• the non-surgical management of the head trauma patient; 
• systemic complications of severe brain injury; 
• management of subarachnoid haemorrhage and vasospasm; 
• diagnosis and management of patients with brainstem death; and 
• dealing with patient’s relatives. 

• Neuroradiology 
• Practical aspects of patient management for CT and MRI. 
• Anaesthetic considerations in interventional radiology. 

 
Minimum case load 
• 20 patients for immediate management of head injury or intracranial haematoma in the 

neurosurgical unit which includes receiving or resuscitation of patients, imaging, 
operating theatre and intensive care management. 

• 10 patients for shunt procedures (experience can be gained during a paediatric 
attachment). 

• 20 patients for major spinal surgery including unstable cervical spine, thoracic spinal 
surgery, spinal instrumentation and spinal tumour (some experience in anaesthesia for 
spinal surgery can be obtained during an orthopaedic surgery attachment). 

• 5 patients for carotid endarterectomy (experience in this area can be obtained during   
vascular attachment). 

• 25 patients for intracranial surgery other than evacuation of intracranial haematoma 
which should include intracranial vascular surgery and anaesthesia for transphenoidal  
hypophysectomy. 

• 5 patients for posterior fossa surgery. 
• 5 patients for stereotactic surgery/image guidance. 
• 15 patients for neuroradiological imaging including experience in anaesthesia and sedation 

for interventional neuroradiology and MRI. 
 
Teaching / Supervision 
• Obtain experience in teaching, training and supervising more junior trainees. 
• Understanding and accepting limitations and experience of more junior doctors. 
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Research / Academic requirements 
• Encourage close involvement in research projects at home or overseas. 
• Opportunities should be available to spend time out of programme doing research.  
• Critical appraisal – presentation /participation in journal club. 
• Participation in ongoing audit. 
• To have experience in Critical Incident reporting. 
 
Training environment   Recognised neurosurgical centre with neuroradiological and 
neurocritical care facilities. 
 
Other requirements   Membership of the Neuroanaesthetists Society of Great Britain and 
Ireland is strongly recommended. Membership of non-specialist societies is encouraged to 
ensure that skills and knowledge remain as wide-based as possible. 
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4:   Obstetric anaesthesia 
 
4.1:   Training objectives 
A:4.1.1  The overall objective is to achieve competence in the provision of analgesia and 

anaesthesia to the variety of obstetric patients normally encountered so that the 
trainee can take up a post with a special interest interest. This may be in a 
major centre or to be equipped to assume the role of lead clinician in obstetric 
anaesthesia in a smaller unit. 

A:4.1.2  To be competent for independent consultant practice in a post with obstetric 
anaesthesia as a special interest. 

A:4.1.3  To be able to assess pregnant patients for anaesthesia for elective and 
emergency procedures. 

A:4.1.4  To be able to assess the need for, and advise on, analgesia during labour in a 
range of situations. 

A:4.1.5  To be technically proficient in a range of regional anaesthetic techniques for 
analgesia and anaesthesia. 

A:4.1.6  To perform general anaesthesia safely and appropriately for obstetric patients. 
A:4.1.7  To recognise and treat complications of regional and general anaesthesia in 

obstetrics. 
A:4.1.8  To recognise and treat obstetric complications and emergencies. 
A:4.1.9  To recognise and treat the sick obstetric patient. 
A:4.1.10 To be able to communicate effectively with pregnant women, their relatives, 

midwives, obstetricians and other staff. 
A:4.1.11 To act as an effective member of a multidisciplinary team. 
A:4.1.12 To act as an effective teacher of obstetric analgesia and anaesthesia. 
A:4.1.13 To be able to critically assess evidence from research related to obstetric 

analgesia and anaesthesia. 
 
4.2:   Indicative clinical experience    
A:4.2.1  Experience should be gained in the assessment, investigation and 

anaesthetic/analgesic management of a wide variety of obstetric cases. This 
includes: 

A:4.2.2  healthy women for elective and emergency Caesarean Section; 
A:4.2.3  women with non-obstetric systemic disease (e.g. cardiac, respiratory, 

obesity); 
A:4.2.4  women with complications of pregnancy; 
A:4.2.5  other procedures required in obstetric practice; 
A:4.2.6  women in normal labour; 
A:4.2.7  special patient groups such as the intellectually impaired and non-English 

speakers; 
A:4.2.8  complications of obstetric anaesthesia and analgesia; 
A:4.2.9  multidisciplinary team management of the sick parturient antenatally, during 

and after labour, and in the critical care unit; and 
A:4.2.10 obstetric emergencies and complications (e.g. haemorrhage, pre-

eclampsia).   
A:4.2.11 It is recognised that some of the rarer obstetric emergencies (e.g. eclampsia, 

amniotic fluid embolus, inverted uterus) will not necessarily have been 
encountered but it is expected that the trainee will be able to recognise and treat 
them when they occur.  

 
4.3:   Professional Qualities  
A:4.3.1  Enthusiasm and aptitude for emergency work. 
A:4.3.2  Sympathetic but professional approach to difficulties and disappointment. 
A:4.3.3  Ability to communicate effectively to patients and relatives/partners. 
A:4.3.4  Ability to respond appropriately to requests and demands of patients. 
A:4.3.5  Ability to communicate effectively and confidently in a multiprofessional 
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environment. 
A:4.3.6  Awareness of the uniquely high-risk management issues and medicolegal 

consequences in obstetrics. 
A:4.3.7  Awareness of when it is appropriate to enlist the help of other specialists.  
A:4.3.8  Awareness of safety issues. 
A:4.3.9  Awareness of the importance of sterile techniques. 
A:4.3.10 Possession of a high level of personal organisation (including record keeping) 

and efficient time management. 
A:4.3.11 Ability to set priorities, organise others effectively and to delegate appropriately. 
A:4.3.12 Commitment to follow labour ward protocols. 
A:4.3.13 Commitment to continuing education and professional development in obstetric 

anaesthesia. 
A:4.3.14 Commitment to audit own practice and that of labour ward, and to making 

changes as a result. 
  
4.4:   Knowledge and understanding 
A:4.4.1  In-depth understanding of the 'core knowledge' required for basic training and a 

detailed appreciation of current controversies.  
A:4.4.2  In-depth understanding of the effect of the pregnant state on normal physiology 

and on pathological conditions.  
A:4.4.3  Understanding of the principles of local infiltration for Caesarean section and the 

use of caudal anaesthesia in obstetrics. 
A:4.4.4  A thorough knowledge of national audits both past and present e.g. CEMD, 

CESDI, the National Sentinel Caesarean Section Audit.  
A:4.4.5  Current innovations/initiatives relevant to obstetric anaesthesia eg NICE 

guidelines, Audit Commission recommendations etc..  
A:4.4.6  Current literature related to obstetric anaesthetic and obstetric issues.  
A:4.4.7  An understanding of the risk management process.  
A:4.4.8  A working knowledge of obstetrics, particularly intra-partum management. Some  

sessions during the advanced training period should be spent gaining more in-
depth knowledge of obstetric, midwifery and paediatric issues, and to develop 
further interdisciplinary communication skills. This aspect of training/experience 
could be achieved by spending these sessions:  

A:4.4.9  shadowing the labour ward obstetric consultant; 
A:4.4.10 shadowing the senior labour ward midwife (labour ward co-ordinator); 
A:4.4.11 shadowing the consultant neonatal paediatrician; 
A:4.4.12 in the fetal assessment unit specifically to gain greater understanding of 

general ultrasound and Doppler study estimation of fetal well-being; 
A:4.4.13 undertaking training in CTG interpretation; and 
A:4.4.14 discussing risk management issues in obstetrics. 

 
4.5:   Specific Skills  
A:4.5.1  Competence in a wide range of obstetric regional anaesthetic techniques. 

Familiarity with a variety of approaches (sitting, lateral, midline, paramedian). 
Regional anaesthetic techniques should include spinal, epidural, combined 
spinal-epidural and rectus sheath blocks in normal and ‘difficult’ backs.  

A:4.5.2  Competence in delivery of general anaesthesia to the obstetric patient, both in 
elective and emergency settings. A very high standard of airway management is 
expected. The ability to anticipate, recognise and manage the difficult airway.  

A:4.5.3  Recognition and treatment of complications of obstetric anaesthesia and 
analgesia such as obstetric and traumatic neuropathies, post dural puncture 
headache. 

A:4.5.4  Epidural blood patch for post dural puncture headache. 
A:4.5.5  Management of obstetric emergencies such as haemorrhage and severe fetal 

distress  
A:4.5.6  Management of the sick obstetric patient.  
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4.6:   Minimum case load 
A:4.6.1  During the specialist training period the trainee should have performed or 

personally supervised at least:  
A:4.6.2  150 regional procedures for labour analgesia; and 
A:4.6.3  100 regional anaesthetics for Caesarean section. Of these 100 at least 50 

should have involved de novo regional anaesthesia.  
A:4.6.4  By the end of their training in ST Years 3 to 7 the trainee will be expected to 

have performed at least 10 general anaesthetics in obstetric patients. Because 
of the decline in use of general anaesthesia the trainee should avail himself or 
herself of any opportunity.  

 
4.7:   Teaching and supervision  The trainee undergoing advanced training in obstetric 
anaesthesia will be expected to take part in teaching relevant aspects of obstetric 
anaesthesia to the public, all groups of health care workers and more junior trainees. The 
trainee should be able to supervise other trainees in practical aspects of obstetric anaesthetic 
management.  
 
4.8:   Research/Audit  
• Maintain a personal logbook of obstetric anaesthesia procedures.   
• Personal involvement in research and audit relevant to obstetric anaesthesia is essential.  
• A complete audit cycle or completion of a research project may not be possible but at the 

very least the trainee should have helped to gather data for ongoing audits/research. 
• Write up and present 4 case histories illustrating complex or unusual points. 
 
4.9:   Training environment  
• The level of consultant staffing should be at least that recommended by the current 

OAA/AAGBI guidelines.  
• Consultants must be committed to training. At least a proportion of advanced training 

should be spent in a tertiary referral centre that manages an HDU, and has an 
anaesthetic referral system. There should be ongoing audit in the department and the 
environment should encourage clinical research and publications.  

• In order to gain a wider perspective of current practice, attachments to different units, 
including midwifery-led units, should be arranged.  

 
4.10:   Other requirements  
• Attendance at a number of regional, national and if possible, international meetings 

relevant to obstetric anaesthesia. The presentation of a study/audit at one of these 
meetings is desirable. In addition to specialty based courses (such as those organised by 
the OAA and SOAP) there are skill-based multidisciplinary courses such as MOE&T and 
MOSES.    

• Experience in obstetric anaesthesia simulator training is desirable, especially in view of 
the decreased airway management opportunities in obstetrics.  

• Membership of the OAA (www.oaa-anaes.ac.uk) is strongly recommended for trainees 
contemplating a career in obstetric anaesthesia. 
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5: Paediatric anaesthesia  
 
5.1:   Training Objectives 
A:5.1.1  To prepare a trainee who aspires to a career in full-time paediatric anaesthesia, 

either in a specialist paediatric hospital or a tertiary referral centre, or a trainee 
wishing to assume the role of lead consultant for paediatric anaesthesia in a 
district general hospital. 

A:5.1.2  To acquire an in-depth knowledge and understanding of the anatomical, 
physiological, pharmacological and psychological differences between adults 
and children, and be aware of the changes associated with growth and 
development, and with co-existing disease. 

A:5.1.3  To be competent in relation to every aspect of the peri-operative management 
of children of all ages, from the very premature neonates to those children with 
complex coexisting disease. 

A:5.1.4  To become skilled in communicating with children, parents and other carers 
throughout the surgical episode, and also become an effective communicator 
within the multi-disciplinary paediatric team.  

A:5.1.5  To understand the legality of consent in children, in relation to research, 
restraint and procedures. 

A:5.1.6  To acquire leadership skills when managing both elective and emergency 
paediatric cases and also when supervising more junior trainees. 

 
5.2:   Indicative clinical experience 
A:5.2.1  Advanced training will enhance that obtained during basic and higher training in 

paediatric anaesthesia. 
A:5.2.2  The advanced training programme should be for a minimum period of six 

months. However if it is likely that a period of 12 months will be required for 
trainees intending to pursue a career with a substantial commitment to 
paediatric anaesthesia. 

A:5.2.3  Anaesthesia for a wide range of neonates, infants and children with significant 
co-morbidity, congenital abnormalities and both premature and very premature 
babies. 

A:5.2.4  All cases involving children under one year, should be carried out under direct 
supervision in the first three months of the advanced training. 

A:5.2.5  The trainee should, with appropriate senior back up, be allowed to assume the 
role of lead clinician in both elective lists and emergency work. 

A:5.2.6  The case mix must be wide and must include emergency cases. 
A:5.2.7  Management of patients requiring paediatric intensive care, for example 

ventilatory management, support of circulation and resuscitation of neonates 
and children of all ages. A period of one to two months in a PICU is 
recommended for all trainees undergoing advanced training in paediatric 
anaesthesia. 

A:5.2.8  Paediatric acute pain management. 
A:5.2.9  Exposure to and an understanding of the principles in other areas of special 

interest training such as paediatric cardiac, neuro, plastic and reconstructive 
surgery. 

A:5.2.10 Sessions should be allocated to acquire an appreciation of the wider aspects of 
paediatric care such as post-anaesthetic recovery and the work of play 
specialists and paediatric physiotherapists. 

 
5.3:   Professional Qualities 
A:5.3.1  The ability to communicate clearly with children, parents and carers. 
A:5.3.2  To respond appropriately to the requests of children, parents, carers and other 

medical professionals, nursing and managerial staff. 
A:5.3.3  The ability to work and communicate competently and confidently in a multi-

professional environment. 
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A:5.3.4  An understanding of the rights of children and child protection issues 
surrounding consent, research and restraint in children under the age of sixteen. 

A:5.3.5  A high level of personal organisation, including comprehensive record keeping 
and efficient time management.  

A:5.3.6  Priority setting, the ability to organise and lead others effectively and the ability 
to delegate appropriately. 

A:5.3.7  Commitment to continuing education, professional development and audit of 
their practice in anaesthesia. 

 
5.4:   Knowledge and understanding 
A:5.4.1  In-depth understanding of the 'core knowledge’ required for basic and higher 

training. 
A:5.4.2  In-depth understanding of the anatomical, physiological, pharmacological and 

psychological differences between adults and children, and the changes that 
occur with growth and development, and co-existing pathology. 

A:5.4.3  A broad understanding of congenital abnormalities and syndromes. 
A:5.4.4  A detailed appreciation of current controversies within the sub-speciality. 
A:5.4.5  Knowledge of the current guidelines for provision of paediatric services, local 

pain management guidelines and others e.g. SIGN guidance for sedation. 
A:5.4.6  Understanding the development and running of a paediatric pain service. 
A:5.4.7  Awareness of chronic pain in childhood.  Understanding of risk management 

and critical incident reporting. 
A:5.4.8  Knowledge of current research in paediatric anaesthesia acquired through 

personal reading, departmental journal clubs and other meetings. 
A:5.4.9  In order to demonstrate evidence of increasing understanding of paediatric 

anaesthesia, the trainee will be expected to compile and present four case 
histories, which will be assessed by the consultant responsible for advanced 
training in paediatric anaesthesia. Ideally, the trainee should have been 
personally involved in the care of the patients whose histories are presented. 

 
5.5:   Skills 
A:5.5.1  Preoperative assessment and optimisation of term neonates and children with 

significant co-morbidity, and both premature and very premature babies. 
A:5.5.2  General and regional anaesthesia in elective and emergency situations for 

neonates, infants and children with significant co-morbidity, history of 
prematurity and congenital abnormalities. 

A:5.5.3  Management of the paediatric difficult airway, including the use of fibreoptic 
techniques. 

A:5.5.4  Management of anaesthetic emergencies in children; acute airway obstruction, 
loss of airway, laryngospasm, failed venous access, suxamethonium apnoea 
and anaphylaxis, including latex allergy. 

A:5.5.5  Advanced intravenous line insertion, including central venous cannulation and 
the familiarity and use of 2D ultrasound to assist with insertion techniques. 

A:5.5.6  Sleep apnoea. 
A:5.5.7  Sedation techniques including the selection, management and monitoring of 

children for diagnostic and therapeutic procedures, with particular attention to 
working in areas outside the theatre suite. 

A:5.5.8  Advanced postoperative pain management, including the use of local and 
regional techniques (caudal, epidural and spinal anaesthesia) and familiarity of 
the equipment available to assist with such techniques, the use of opioids 
(infusions, NCA, PCA), simple analgesics and NSAID's. 

A:5.5.9  Advanced resuscitation of children of all ages. 
A:5.5.10 Resuscitation and stabilisation of the sick child requiring transfer. 
A:5.5.11 Effective communication with the child, parent and carers. 
A:5.5.12 Presentation of a balanced explanation of the risks and likely complications of 

anaesthesia to the child, parents and other carers. 
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5.6:   Minimum case load   Maintaining a logbook of paediatric anaesthesia caseload is 
essential for both the trainee and his/her supervisor to monitor progress accurately.  For 
advanced training the trainee normally should have performed during a six-month period a 
minimum of 300 elective and emergency cases, including: 
• 100 cases aged 1 to 5 years; and 
• 50 cases < 1 year old, including neonates. 
 
5.7:   Teaching and Supervision   Trainees should: 
• be able to teach relevant aspects of paediatric anaesthesia to other health care 

professionals; 
• have the ability to teach and supervise more junior trainee anaesthetists, suitably tailored 

to their individual abilities and requirements; and 
• have a clear understanding of the concept and requirements for continuing professional 

development and the role of appraisal and assessment. 
 
5.8:   Research and Audit 
• Personal participation in audit and research relevant to paediatric anaesthesia is 

essential. 
• If research activity is an integral part of the training programme, the minimum period of 

continuous training should be twelve months. 
• The trainee will be required to complete an audit project in a topic specific to paediatric 

anaesthesia and present the findings at a relevant meeting. 
 
5.9:   Training environment 
• Training should be undertaken in a specialist paediatric hospital or a tertiary referral 

centre, equipped and staffed to deal with children of all ages and clinical complexity. A 
tertiary referral centre is defined as one, which provides specialist paediatric surgical 
services. Both paediatric ICU and HDU facilities should be available. Part of the 
advanced training programme in paediatric anaesthesia may be completed in a 
recognised overseas paediatric centre. 

• During advanced training the trainees should spend the majority of their time involved 
solely in paediatric anaesthesia. It is recommended that the trainees’ out of hours 
commitment should be in paediatric anaesthesia/paediatric ICM. 

• Trainers should spend the majority of their practice in specialist paediatric anaesthesia 
and should be committed to training. 

• Comprehensive library and inter/intranet facilities must be available for the trainee to 
access up-to-date books, reports and journals, and electronic educational material. 

• There should be ongoing audit and research activity within the department. 
 
Other Requirements    Attendance at study days, courses and appropriate regional, national 
and international meetings related to paediatric anaesthesia (including those of the 
Association of Paediatric Anaesthetists) is encouraged. It is highly recommended that 
trainees present appropriate research or audit activity at such a meeting. 
 

Training in Child Protection 
 
Anaesthetists of all grades may encounter children who have suffered physical and/or sexual 
abuse in various situations. 
1. Resuscitation of a critically ill child who has sustained an injury under circumstances that 

cannot wholly be explained by natural circumstances or is consistent with intentional 
trauma or abuse 

2. In the paediatric intensive care unit e.g. following severe head injury, where the above 
needs to be considered 
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3. When called upon to anaesthetise a child for a formal forensic examination, possibly 
involving colposcopy, sigmoidoscopy and the collection of specimens. This may also 
include medical photography/video records. 

4. Rarely a child may tell the anaesthetist about abuse (“disclosure”) 
5. During the course of a routine pre-op examination or surgical procedure, the anaesthetist 

or surgeon notes unusual or unexplained signs which may be indicative of physical or 
sexual abuse 

 
In all these situations, it is essential that health care professionals, including the anaesthetist, 
act in the best interests of the child.  
 
Knowledge 
Signs indicative of a possible need to safeguard the infant or child 
National Safeguarding Children Guidelines and legislation 
Awareness of and contact with local Safeguarding Children procedures/personnel 
 
Skills 
Clearly communicates concerns 
Ability to manage the child and their parents in a sensitive, appropriate manner 
Implements guideline 
 
Attitudes and behaviour 
Takes responsibility for implementing guideline 
Advises non paediatric anaesthetic colleagues on local implementation 
Ability to communicate concerns to parent and child (with paediatrician support) 
 
Workplace and training objectives 
Demonstrates knowledge of safeguarding children procedures 
Demonstrates ability to support/advise colleagues with concerns about safety of a child 
 
Additional Notes 
It is recommended that trainees at this level who aspire to be either Children’s or specialist 
paediatric anaesthetists should register for a 1day course run by the RCPCH and utilise the 
“Child Protection Companion” (RCPCH, April 2006).   In addition all trainees should be 
familiar with the RCoA/APA/RCPCH Guideline Child Protection and the Anaesthetist:  
Safeguarding Children in the Operating Theatre. 
 
General principles-What to do if child abuse or neglect is suspected 
• Good communication is essential.  Anaesthetists are advised not to intervene alone, and 

suspicions should be discussed with the individual identified in the local guideline. In 
particular it would not be appropriate to institute or initiate formal examination whilst the 
child is anaesthetised, as separate consent is required.  

• Further management needs to be agreed in conjunction with the paediatrician, surgeon 
and anaesthetist. Consideration needs to be given to: 
• Informing the parents (except in the case of fabricated or fictitious illness and child 

sexual abuse) 
• Further assessment 
• Informing social services and/or the police 

• Full documentation is essential. 
• The paediatrician should lead this process, and may seek advice from the Named or 

Designated Doctor for child protection.  
 
Duties of  the Anaesthetist 
• To act in the best interests of the child 
• To be aware of the child’s rights to be protected 
• To respect the rights of the child to confidentiality  
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• To contact a paediatrician with experience of child protection for advice (On call 
paediatrician for Named or Designated Doctor/Nurse) 

• To be aware of the local chid protection mechanisms 
• To be aware of the rights of those with parental responsibility 
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6:   Pain management 
 
6.1:   Training objectives 
A:6.1.1  The overall objective is to achieve competence in the key aspects of pain 

management so that the trainee can take up a consultant post with a major 
interest in pain management (or medicine). The trainee is not expected to be an 
‘expert’ in pain management. Greater proficiency and, eventually, expertise will 
be acquired during subsequent consultant practice and will be underpinned by 
continuing education and professional development. Additional knowledge and 
skills about specific conditions or techniques may be acquired after the 
designated training period and award of the CCT. 

A:6.1.2 To be competent for independent consultant practice in a post with a major 
commitment to pain management / medicine. 

A:6.1.3 To be able to assess patients with pain including, history taking, physical 
examination, and interpretation of investigations. 

A:6.1.4 To be aware of the treatment options available to provide effective pain 
management for patients with acute, chronic and cancer-related pain. 

A:6.1.5  To become technically proficient with a range of procedures for pain 
management. 

A:6.1.6  To be able to communicate effectively with patients and their relatives, plus 
colleagues, referring doctors and other staff. 

A:6.1.7  To act as an effective member of a multidisciplinary pain team. 
A:6.1.8 To act as an effective teacher of pain management topics. 
A:6.1.9 To be able to critically assess evidence from research related to pain 

management. 
 

1.2 Indicative clinical experience    
A:6.2.1  Experience should be gained in the assessment, investigation and 

management of a wide range of pain problems. This includes: 
A:6.2.2  patients with acute pain after surgery and non-surgical acute pain; 
A:6.2.3 patients with different types of chronic pain; 
A:6.2.4 patients with pain and other symptoms associated with cancer; and 
A:6.2.5 pain management in special patient groups including the elderly, children,  

disabled, those with learning disabilities and those unable to communicate. 
 
6.3:   Professional qualities 
A:6.3.1  Enthusiasm for caring for patients with pain. 
A:6.3.2  Ability to treat pain patients politely and considerately. 
A:6.3.3  Ability to communicate effectively with patients and relatives. 
A:6.3.4  Ability to communicate effectively with other professionals in primary and 

secondary health care or in related organisations. 
A:6.3.5  Awareness of the clinical boundaries of anaesthetist-led pain services in 

providing pain management for a wide range of patients in diverse clinical 
settings. 

A:6.3.6  Awareness of when it is appropriate to refer pain patients to another specialist 
or to enlist help. 

A:6.3.7  Ability to apply critical assessment to the evidence concerning pain therapies. 
The trainee must learn to employ therapies that are appropriate to the patient’s 
condition and for which there exists evidence of effectiveness. Trainees must 
also understand that, for some pain conditions, there may be little published 
evidence to guide the choice of therapy. 

A:6.3.8  Commitment to continuing education and professional development in pain 
management. 

A:6.3.9  Commitment to auditing their own practice and to making changes to practice 
as a result of this. 
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6.4:   Knowledge and understanding 
A:6.4.1 The causes, nature and clinical features of non-surgical acute pain, chronic pain 

and cancer-related pain. 
A:6.4.2 Pharmacology of medication used for treating pain. 
A:6.4.3 Mechanisms and side effects of other therapies used for treating pain. 
A:6.4.4 Basic principles of psychological assessment of patients with pain. 
A:6.4.5 Basic principles of psychological management techniques including cognitive-

behavioural approaches. Awareness of the doctor’s contribution to a cognitive 
behavioural pain management programme. 

A:6.4.6  The principles of pain management in special patient groups including the 
elderly, children, disabled, intellectually handicapped and those unable to 
communicate. 

A:6.4.7  The principles of pain management in patients with problem drug use, drug 
dependency and addiction. 

A:6.4.8  The principles and practice of neural blockade for pain management. 
A:6.4.9 Awareness of the principles for insertion and management of implantable drug 

delivery pumps. 
A:6.4.10 Awareness of the principles and indications for spinal cord stimulation. 
A:6.4.11 Awareness of the basic principles and indications for neurosurgical techniques 

for pain management (including percutaneous cordotomy). 
A:6.4.12 Awareness of the basic principles of palliative care. 
A:6.4.13 Awareness of medico-legal issues in pain management and of writing a medical 

report. 
A:6.4.14 Awareness of social services and other support agencies. Awareness of factors 

influencing the assessment of incapacity and disability. 
A:6.4.15 Awareness of rehabilitation techniques. 
A:6.4.16 Awareness of socio-economic and cultural issues in pain. 
A:6.4.17 Awareness of ethical issues in pain management. 
A:6.4.18 Awareness of research methods for pain management therapies. 
A:6.4.19 An appreciation of evidence-based medicine applied to pain management 

therapies. 
A:6.4.20 Awareness of business management principles for pain services. 

 
6.5:   Skills 
A:6.5.1 Assessment of patients with pain including: history taking, physical examination, 

and interpretation of investigations. 
A:6.5.2  Recognition of patients with pain who have potential psychological problems 

and who require psychological evaluation. 
A:6.5.3  Recognition of patients with pain who require referral to other specialists. 
A:6.5.4  The safe and effective use of medication for pain management. 
A:6.5.5  The safe and effective use of neural blockade for pain management. Trainees 

may not have an opportunity to learn every procedure. 
A:6.5.6  Techniques for insertion of tunnelled spinal (epidural or intrathecal) drug 

delivery systems. 
A:6.5.7  Basic practice of stimulation induced analgesia including TENS and 

acupuncture. 
A:6.5.8  Application of audit to pain management. 
A:6.5.9  Undertaking research in pain management. 
A:6.5.10 Understanding of responsibilities when undertaking medico-legal work and 

preparation of a medical report. 
A:6.5.11 In order to become competent, additional training will be required for specialised 

procedures such as spinal cord stimulation, implanted drug delivery systems 
and percutaneous cordotomy. Opportunities for this training may occur during 
ST Years 6 and 7 but it is probable that this training may have to be undertaken 
post-CCT. 
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6.6:   Minimum case load 
A:6.6.1  It is neither possible nor appropriate to stipulate a minimum case load for all the 

diverse aspects of advanced pain management. It is more important to ensure 
that the training centre offers a suitable range of experience combined with 
appropriate educational supervision. 

A:6.6.2  The overall caseload of the pain management services should be sufficient to 
ensure that the trainee encounters new patients at most clinical sessions. In 
addition there must be an opportunity for the trainee to follow the progress of 
patients over an extended period. 

A:6.6.3  During each week of advanced training in pain management the trainee should 
be able to: 

A:6.6.4  participate in consultant led out-patient consultation sessions for patients 
with pain; 

A:6.6.5  participate in ward rounds for in-patients with acute, chronic and cancer 
pain (conducted by medical and / or nursing staff); 

A:6.6.6  participate in consultant led treatment sessions. Interventions should 
include a range of procedures performed for acute and chronic pain. (NB   
Mono-therapies and interventional therapy such as neural blockade must 
not be the sole treatment modality offered by the institution. All therapies 
must be used in the context of a multidisciplinary approach to pain 
management.); and 

A:6.6.7  participate in, or observe, assessment or treatment sessions with other 
healthcare professionals including clinical psychologists and 
physiotherapists. 

A:6.6.8  If specialised services such as cognitive behavioural pain management 
programmes and techniques such as spinal cord stimulation are not used in the 
institution then there should be an opportunity for the trainee to observe these in 
another institution. 

 
6.7:   Teaching and supervision   The trainee undergoing advanced training in pain 
management will be expected to take part in the teaching of more junior trainees, medical 
students and other healthcare professionals. The trainee should be able to supervise more 
junior trainees in practical aspects of acute pain management. 
 
6.8:   Research and academic requirements   The trainee undergoing advanced training in 
pain management will be expected to take part in audit projects during the training period and 
if possible to contribute to a research project. 
 
6.9:   Training environment   The majority of advanced training in pain management should 
be undertaken in units that meet the recommendations published by the Royal College of 
Anaesthetists   A model curriculum would match that published in the IASP core curriculum. 
 
6.10:   Other requirements   Membership of the Pain Society (www.painsociety.org) and the 
International Association for the Study of Pain (www.iasp-pain.org) is strongly recommended 
for trainees contemplating a career with a significant component devoted to pain 
management. 



Edition 1:   January 2007 

IV – B - 1 

APPENDIX C:   
 
CHECKLIST FOR TRAINEES SEEKING APPROVAL FOR OVERSEAS TRAINING 
TO COUNT TOWARDS THE AWARD OF A CCT 
 
Prospective approval must be obtained from the College’s Training Department for overseas 
training to count towards the award of a CCT. 
 
The trainee is required to provide the following information well before the proposed starting 
date for the training. 
 
Personal details 
 
1. Name of Trainee: 

2. NTN 

3. Current address of trainee 

4. Contact telephone number 

5. Contact e mail address 

Details of overseas training post 

6. Post for which approval is sought: 

7. Date by which approval is required: 

8. Period for which approval is sought: 

9. The name of the overseas hospital. 

10. The name of the head of department. 

11. The name of the designated supervisor (willingness to undertake and provide a record 
of formal assessment of the trainee is essential). 

12. Written confirmation that the post is recognised for training by the College, Faculty or 
Training Board in that country.85 

13. A full description of the proposed programme. 

14. Information on any research within the training. 

15. A statement of the specific objects to be achieved. 

16. A letter of support from the Training Programme Director, or the person responsible for 
organising the applicant’s training programme, and the Postgraduate Dean. 

  
  
  
                                                 

85 Posts where such recognition is not available (e.g. the Third World) will be considered 
on an individual basis with the RCoA 

 


