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Balancing Elective and Emergency Surgery

ÅWhat needs Balancing? 

ÅMyths of Emergency Surgery.

ÅEmergency Surgery Redesign.

ÅReorganise Elective Surgery. 

ÅBenefits of Better Balance.



Public Hospitals

(2007- 08)

4.70M separations

0.62M elective surgery

0.31M emergency surgery

Publication - 567 pages
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Since 1994, 13 episodes of 

Hendra virus transmission

from bats to horses. (p212)



Public Hospitals

(2007- 08)

4.70M separations

0.62M elective surgery

0.31M emergency surgery

Publication - 567 pages

No specific mention of 

emergency surgery

ñIf you donôt measure it, 

you canôt manage itò











System under stressPublic Experience in ED

ÅLong Waiting Times

ÅHard trolleys

ÅMultiple consultations

ÅDiagnostic delays

ÅUncertain OT time

ÅPoor communication



ACCESS DIFFICULTIES



Emergency Surgery: Problems Identified

ÅDisruption to daytime elective surgery activity

ÅAfter hours delivery of emergency surgery

ÅUncertain emergency surgery scheduling

ÅInterhospital transfer delays

ÅNo specific KPIs 



Emergency Surgery

Inadequate Planning and Resourcing of 
Emergency Surgery 



Emergency 

Surgery

Elective 

Surgery

Balancing Elective and Emergency Surgery

Patient



Balancing Elective and Emergency Surgery

ÅWhat needs Balancing? 

ÅMyths of Emergency Surgery.

ÅEmergency Surgery Redesign.

ÅReorganise Elective Surgery. 

ÅBenefits of Better Balance.



Emergency Surgery

MYTH 1:

Emergency surgery

is random and unpredictable!



Emergency Surgery

-

2,000 

4,000 

6,000 

8,000 

10,000 

12,000 

14,000 

16,000 

18,000 

20,000 

E
p

is
o

d
e
s
 (
N

o
.)

NSW 2003-04 to 2006-07

Emergency Planned Moving Avg Emergency Moving Avg Planned



Day of Admission: 
Surgical Emergencies.
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Emergency Surgery:
Time of Admission.

 

Emergency Surgery Patients: Time of  

Admission: NSW 2004/05-2007/08 
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A COMMON PROCEDURE

APPENDICECTOMY



APPENDICECTOMY ïNSW

Emergency Surgery Appendicectomy State wide 

Admissions by Month
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APPENDICECTOMY ïNSW

Emergency Surgery Appendicectomy day of 

Admission
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HIGH VOLUME GROUPING

HIP AND FEMUR FRACTURES



HIP AND FEMUR FRACTURES ïNSW

Emergency Surgery Hips & Femurs Month of 

Admission
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HIP AND FEMUR FRACTURES ïNSW

Emergency Surgery Hips & Femurs Day of 

Admission
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HIP AND FEMUR FRACTURES ïNSW

Emergency Surgery Hips & Femurs Time of 

Admission
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A SUBSPECIALISED

SMALLER GROUPING

HAND SURGERY



HAND SURGERY ïNSW

Emergency Surgery Hand Procedures:

 Day of Admission
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HAND SURGERY - NSW

Emergency Hand Procedures: Time of Admission
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Emergency Surgery

FACT:

Emergency surgery is predictable!

Demand -

by condition, by weekday, by time of day



Emergency Surgery

MYTH 2:

Emergency surgery

is always immediately required!



Emergency Surgery - Immediate

1.  Surgery to save ï

LIFE, LIMB, ORGAN FUNCTION

2. Surgery to significantly reduce risk to ï

LIFE, LIMB, ORGAN FUNCTION



Emergency Surgery - Immediate

Orthopaedic Surgery:

Å Dislocations

Å Compartment Syndrome

Å Contaminated wounds

Å Vascular compromise

Å Skin under tension



Emergency Surgery ïDelayed

ÅAllow injury swelling to decrease

ÅOptimise pre-op preparation

ÅPlan additional investigations

ÅExpect minimal clinical change

ÅSocial/Family requirements



Emergency Surgery

FACT:

Emergency surgery can be clinically 
prioritised and scheduled in daylight hours 

Clinical requirement for immediate OT is a 
very small % of emergency surgery.



Emergency Surgery

MYTH 3:

Emergency surgery

outcomes vary little day or night!



Emergency Surgery

AFTER HOURS:

ÅAccess to hospital facilities

ÅAccess to colleague opinions

ÅLess consultant supervision of trainees

ÅSame OT staff are also working in hours

ÅSleep deprivation affects quality care delivery



Emergency Surgery



After hours Surgery

#NoF booked to Orthopaedic List In Hours:

ñNon-emergency management of hip fractures in older patients 

resulted in fewer cancellations and after hours operations, and 

increased consultant supervision.ò

ÅCancellation rates-no OT time: 4% vs 54% (p<0.001)

ÅAfter-hour operation rates: 1% vs 25% (p<0.001) 

ÅSupervision rates: 45% vs 24% (p=0.002)

Å30-day mortality rates decreased from 4.4% to 1.9% (p=0.3)

[Adie S, Harris IA, Thorn L, McEvoy L, Naylor JM. Non-emergency 
management of hip fractures in older patients. Journal of Orthopaedic 
Surgery 2009;17(3):301-4]



After hours Surgery

5M admissions in 3 States:

ñRates of complications are marginally higher on 
weekends than on weekdays for some surgical and 
newborn complications, but more significantly for 
obstetric trauma and for surgical complications 
involving patients undergoing vascular 
procedures.ò

Bendavid E, Kaganova Y, Needleman J, Gruenberg L, Weissman JS. 
Complication rates on weekends and weekdays in US hospitals. Am J 
Med 2007;120:422ï8. 



After hours Surgery

Dedicated Emergency Surgery Consultant (8amï5pm):

ñDedicated emergency surgery consultant..increased 

day-time operating, shorter hospital stay..improved 

training..potential savings.ò

Sorelli PG, El-Masry NS, Dawson PM, Theodorou NA. The dedicated 

emergency surgeon: towards consultant-based acute surgical admissions. 

Ann R Coll Surg Engl 2008; 90: 104ï108.



Emergency Surgery

FACT:

After hours emergency surgery has clinical 
and physical/social impediments to quality 

care delivery

The majority of emergency surgery should be 
scheduled in hours.



Balancing Elective and Emergency Surgery

ÅWhat needs Balancing? 

ÅMyths of Emergency Surgery.

ÅEmergency Surgery Redesign.

ÅReorganise Elective Surgery. 

ÅBenefits of Better Balance.



ÅStandard-hours scheduling where 
clinically appropriate;

ÅLoad balancing of standard-hours 
operating theatre sessions with 
emergency surgery demand; 

ÅSeparation of elective and emergency 
surgery in hospitals or by internal hospital 
streaming;

ÅReallocation of surgery resources
appropriate to roles of the designated 
hospitals; and 

ÅSafe interhospital transfer processes

ÅSpecific emergency surgery KPIs

www.health.nsw.gov.au/policies/gl/2009/GL2009_009.html



SUPPLY CHAIN MANAGEMENT

Planned

/Unplanned 
Mgt Plan Interventions Discharge

Medical 

Referral 

/Patients 
Community

SourceSuppliers Process Move Sell Customer

ÅDemand planning

ÅSegmentation

ÅService configuration

ÅPre-op preparation

ÅPatient flow planning

ÅCapacity planning

ÅPatient flow management

ÅProcess flows

ÅBlockages

ÅContinuity of flow

ÅCommunity   

expectations

ÅCommunication

ÅHITH


