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NSW SURGICAL SERVICES 

TASKFORCE

NSW HEALTH

• Largest in Australia

• Serves population of over 7.5 million

• Annual Budget over $16 billion (Surgery $2 B)

• FTE Staff 93,000

• Public Hospital Admissions 1.5M

• ED visits 2M

• 8 Area Health Services



Overview of Surgical Services 

Taskforce

• Established in August 2004 by Minister of Health

• Expert Group of clinicians & hospital managers 

• Goals:

– To improve the delivery of surgical services across NSW

– Provide advice to the Minister on Surgical matters



Health System Improvement

“ I cannot say things will get better 

if we change;

what I can say is they must change 

if they are to get better.”

George C. Lichtenberg

(1742 - 1799)



PREDICTABLE SURGERY PROGRAMME
Planned

Resourced

Extended day only units

Driven by protocols

Insulated beds

Cultural change

Training & workforce

Assessment of surgical resources

Best practice in delivery of surgical services

Library of protocols

Emergency surgery



In God we trust 

- everybody else needs data
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Insanity

“Doing the same thing 
over and over again and 
expecting to get a different 
result.”

Albert Einstein



Emergencies are Predictable



HIP AND FEMUR FRACTURES – NSW

Emergency Surgery Hips & Femurs Month of 
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HIP AND FEMUR FRACTURES – NSW

Emergency Surgery Hips & Femurs Time of 

Admission
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HAND SURGERY – NSW

Emergency Surgery Hand Procedures:

 Day of Admission
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APPENDICECTOMY – NSW

Emergency Surgery Appendicectomy State wide 

Admissions by Month
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CAESARIAN SECTIONS NEPEAN HOSPITAL

Total Caesarean Sections                                                       (November 2007 ~ October 2008)
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Royal Australasian College of Surgeons

• Emergency Surgery Workshop 
November 2009

• Identified problems with 
Emergency Surgery

• Current situation

• Developed consensus statement

• A strong consensus has been 
reached on the need to redesign 
emergency surgery services in 
Australia and New Zealand, and 
the manner in which this redesign 
can be most effectively achieved.

“To ensure timely treatment for patients requiring 

emergency surgery, the current practice of performing 

cases unnecessarily in the evenings or late at night (simply 

because theatres become available) must cease.” 



Emergency 

Surgery 

Guidelines

2009

Patrick Cregan

Chair SST



Emergency Surgery Problems Identified

• The After Hours Nature of Emergency Surgery

• Workforce

(Availability of surgeons for on call, Subspecialisation, 
Registrar supervision, Safe hours etc)

• The Disruption to Non- Emergency Activity

• Inter-Hospital Transfers

• Little use of Protocols/Care Pathways in Emergency Surgery

• Inadequate Planning for Emergency Surgery 

• Emergency / Elective Surgery



Emergency Surgery Services - Principles

• Manage Emergency Surgery within Daylight Hours 

• Session Planning for Emergency Surgery Load

• Appropriate Model of Care adopted

• Protocol Care

• Agreed Area Networks & Designated Facilities

• Safe Patient Transfers

• Specialty Specific Plans



Emergency Surgery Redesign

Operational Reconfiguration

Models of Emergency Surgery 
Management



• Assess Emergency Load

• Calculate Sessions

• Select Model

• Offset Non-Emergency 
Sessions

• Reallocate Resources

• Adjust Ambulance Matrix

• Communicate to all

Process for Emergency Surgery Reconfiguration

Emergency Surgery Redesign

Select the 

appropriate model

Select the 

appropriate model

Adjust Ambulance 

Matrix

Adjust Ambulance 

Matrix

Reallocation of 

resources

Reallocation of 

resources

Offset non-

emergency sessions 

Offset non-

emergency sessions 

Designation of 

hospitals

Designation of 

hospitals

Communication plan
Communication plan

Assessment of 

Emergency Load

Assessment of 

Emergency Load

Realignment of 

elective & emergency 

sessions

Realignment of 

elective & emergency 

sessions

Calculation of 

required sessions

Calculation of 

required sessions

Estimate standard-hours operating theatre sessions required to meet emergency surgery load – 

surgeon input required. Recognise the minor proportion of this work which must be performed after- 

hours

Measure and estimate the emergency surgery demand by Area Health Service, by hospital and by 

specialty.

Designate hospitals in an Area Health Service for elective or emergency load having defined the 

appropriate level of surgical complexity in each hospital. Ensure alignment with Departmental 

policies e.g. trauma, major burns & paediatric centres

Allocate in hours operating theatre sessions for emergency surgery load in designated hospitals

Offset non-emergency sessions to accommodate in-hours emergency surgery. This is achieved by:

* Opening unused operating theatre sessions

* Improving operating theatre utilisation

*Moving elective surgery to other facilities

*Removing non surgical procedures from Operating theatre (e.g. endoscopy)

*Relocating some after- hours operating theatre resources to standard-hours.

Reallocate equipment, Information Technology and resources as required for the designated 

surgery

Adjust Ambulance Matrix where necessary for emergency surgery presentation to facilities

Establish guidelines for anticipated inter hospital transfers. 

Communicate changes to the local community, patients, Area & hospital staff, Ambulance and GPs

Select a model of emergency surgery delivery which is applicable to the hospital  role and the 

emergency surgery volume and spectrum.

Operational Reconfiguration



• In Hours Determination

• Calculate In Hours Sessions

• Determine Model of Care

• Rostering Rules

• Case Management Processes

• Case Handover

• Protocols

• Data Collection

• Communication

 

Consultant led Emergency Surgery   

Patient Management/

Protocols

Patient Management/

Protocols

Data Collection & 

Analysis

Data Collection & 

Analysis

Handover 

procedures

Handover 

procedures

Processes for 

Management of 

emergency surgery 

cases

Processes for 

Management of 

emergency surgery 

cases

Determine Model of 

Care for designated 

Emergency Surgery 

for that  hospital

Determine Model of 

Care for designated 

Emergency Surgery 

for that  hospital

Communication
Communication

Emergency Surgical 

Conditions suitable 

for standard-hours 

scheduling

Emergency Surgical 

Conditions suitable 

for standard-hours 

scheduling

Rosters, & Coverage 

for planned & 

unplanned leave

Rosters, & Coverage 

for planned & 

unplanned leave

Calculation of 

standard-hours 

emergency OT 

sessions

Calculation of 

standard-hours 

emergency OT 

sessions

Assist hospital managers to calculate the standard-hours OT sessions, by specialty, required for the 

emergency surgery load.

Determine the surgical conditions/procedures, by specialty, that can be safely be performed in 

standard-hours.

In hospitals with designated Emergency surgery load, each specialty group of surgeons determine 

the most appropriate model of care. This might be a specialty specific model or a model to 

accommodate multiple specialties.

Determine consultant surgeon roster pattern, process for roster swaps and coverage for planned 

and unplanned leave.

Determine processes for emergency surgery case management including, process for handover of 

patient care, options for continuing on-going care after on call period, process for handling in-

hospital consultations, and patient follow up after hospital discharge.

Determine an appropriate handover system that uses reliable tools including an electronic 

handover system.

Define required data collection and analysis for emergency surgery performance and quality and 

safety monitoring.

Determine a communication system for day to day operational aspects of model e.g. rosters

Ensure that there is a robust system of communication between clinicians who participate in the 

model 

Determine Patient Management Plans and protocols for high volume emergency surgery 

procedures.



Features of an Acute Surgical Unit

Consultant led

No other 

commitments

Established Roster

Dedicated theatre 

sessions

Formalised 

Handover

Protocols

ASU Team e.g. 

CNC, Registrar, 

RMO & Admin



Acute Surgical Units

• ASU initiated at POW in mid 2005

• Nepean (Nov 2006) & Westmead (Feb 2007) Hospitals 
modified the model to suit local factors based on surgical 
work load

• Lismore Hospital (2008) adopted the ASU with other 
changes

• John Hunter Hospital (2008) adopted a model similar to 
Nepean



ASU Principles

• Consultant is in the hospital and their time is dedicated 
to the ASU.

• The ASU manages all acute general surgical 
admissions

• It is an independent unit

• Generic patients



Nepean ASU: Principles

• Same system each day for 7 days per week, 365 days 
a year (366 in 2008!)

• Patients admitted to ASU and stay in ASU

• Patients managed throughout the admission within 
ASU

• Each Surgeon does a single day of ASU

• Surgeons sole commitment is to the ASU on that day



ASU: Clinical Team

• Consultant: 7am to 7pm (remote 7pm-7am)

• SET Registrar (Senior) 7am-7pm

• SET Registrar (Junior or JMO) 7am-7pm

• Night Registrar (SET or CMO) 7pm-7am

• Resident

• Intern

• Nurse Practitioner 7am-7pm



ASU variations

• There are variations in:

– Rostering

– Handover

– Patients that stay or move

– Theatre access

• These variations are dependent on local factors. No single 
model but a variation on a theme.



Emergency Theatre Utilisation

11.3% better utilisation (P<0.007, 95% CI 7% to 16%).



Out of hours operating (1800-0800)

Mean reduction is 5 hrs 43 minutes or 349 minutes  
(P=0.001, 95% CI 200 to 560 minutes).



Out of hours Cases (0000-0800)

2004 Average = 6.2%, Project Average = 4.6%

Difference =1.6% ( 25.8% reduction) - P=0.0074, 95% CI 0.4% to 2.8%



OPERATIVE v NONOPERTAIVE
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LENGTH OF STAY
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TIME OF APPENDICECTOMY



CONSULTANT INVOLEMENT



PERFORATION RATE

*P=0.04



APPENDICECTOMY COMPLICATION  

RATE

*P=0.009



After-hours operations by procedure
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ASU Fremantle
• Impact Day Surgeon, Dedicated Theatre, Ward

• Jan-July 2008 to Jan-July 2009

• Emergency increased further 12% (p<0.02)

• But - emergency operations  11%

- elective operations  20%

• Because   - weekend discharges  35%

- cancellation emergency procedures  50% 
(p<0.02)

- cancellation elective procedures  16%

• Quality      - negative appendicectomy 16%  11%           



Effect Fremantle Day Surgeon/Emergency Theatre

Year 2008 2009

Mean daily referral rate 10.1 10.9

Emergency admissions/month 303 327 (12%)(p0.02)

24 hour activity/time of review

07.00 – 18.00  in hours 233 (34%) 337 (44%) *

18.01 – 00.00) out hours 249 (36%) 217 (28%)

00.01 – 06.59) out hours 206 (30%) 217 (28%)

Mean time wait in ED (hours) 3.17 2.05

Timing of operation

07.00 – 18.00 (in hours) 286 (72%) 358 (86%)

18.01 – 06.59 (out hours) 110 (28%) 60 (14%) (50% )

Mean weekend discharges 5.1 6.9 ( 35%) (p<0.04)

Duration of stay 4.2 3



Emergency Surgical Services
Independent Evaluation of General Surgery Agreement

Conclusion

1.  More efficient   - 14%  in demand, only 6%  in bed days.

-  inpatients waiting > 24 hours for surgery

- 5% reduction ALOS

- $790,000+ saved –(offset staff cost 

$700,000)

2.  More effective  -  in laparoscopic surgery –appendix, GB)

3.  Safer        -  out of hours operating

- reduction in mortality 



Emergency Surgical Services 

Evaluation of General Surgery Agreement

Overnight acute General Surgery Bed Usage

Pre Post % Change

N. 3,514 3,911 11%

Bed Days 17,988 19,083 6%

ALOS 5.1 4.9 - 5%   FH     5.0  4.4

SCGH 3.5  3.2

RPH   5.4  5.2

Due  delays theatre

At $1,000/bed/day = savings $790,000/year



Emergency Surgical Services 

Evaluation of General Surgery Agreement

Gall bladder op performed < 24 hr

Pre Post % Change

FH 64% 75%  11%

SCGH 33% 56%  23%

RPH 44% 36%  8%



Emergency Surgical Services 

Evaluation of General Surgery Agreement

Gall bladder surgery performed laparoscopically

Pre Post % Change

FH 86% 85%  1%

SCGH 52% 56%  4%

RPH 50% 76% 26%

Surgery rate  58 – 82%



Emergency Surgical Services 

Evaluation of General Surgery Agreement

Appendix Surgery Performed Laparoscopically

Pre Post % Change

FH 58% 82%  24%

SCGH 30% 34%  4%

RPH 10% 38%  28%



Emergency Surgical Services

Evaluation of General Surgery Agreement

In Hospital Mortality

Pre Post

Admissions 3,514 3,911

All deaths in hospital 67 62

1.9% 1.6%

All Operative

FH  0.6%  1.0%

SCGH  0.6%  1.1%

RPH  0.1%  0.7%



Emergency Surgical Services

Independent Evaluation of General Surgery Agreement

Conclusion

1.  More efficient   - 14%  in demand, only 6%  in bed days.

-  inpatients waiting > 24 hours for surgery

- 5% reduction ALOS

- $790,000+ saved –(offset staff cost 

$700,000)

2.  More effective  -  in laparoscopic surgery –appendix, GB)

3.  Safer        -  out of hours operating

- reduction in mortality 



Effect Fremantle Day Surgeon/Emergency 

Theatre
Year 2008 2009

Mean daily referral rate 10.1 10.9

Emergency admissions/month 303 327 (12%)(p0.02)

24 hour activity/time of review

07.00 – 18.00  in hours 233 (34%) 337 (44%) *

18.01 – 00.00) out hours 249 (36%) 217 (28%)

00.01 – 06.59) out hours 206 (30%) 217 (28%)

Mean time wait in ED (hours) 3.17 2.05

Timing of operation

07.00 – 18.00 (in hours) 286 (72%) 358 (86%)

18.01 – 06.59 (out hours) 110 (28%) 60 (14%) (50% )

Mean weekend discharges 5.1 6.9 ( 35%) (p<0.04)

Duration of stay 4.2 3



Summary
• Emergency Surgical Services Planning

• Supervision

• Demand, Capacity, Resource balancing

• Clinically Safe In Hours Operating

• Selection of Appropriate Model of Care

• Designated Facilities

• AHS Networks

• Protocol Care

• Data Collection & Outcomes Measurements



Thank You




