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INTRODUCTION 

This report is aimed at giving an update on the National Clinical Programme in Surgery 
(NCPS) in Ireland and in so doing provides an overview of the public surgical service. It will: 

1. Look at what the NCPS does and has done until December 2013. 
2. Outline some of the national successes in surgery; 
3. Provide an update of  our present understanding of the surgical workload; 
4. Look at the Consultant workforce – as a start to overall workforce planning; 
5. Continue to address the ‘patient journey’ with particular reference to the theatre 

journey (The Productive Operating Theatre, TPOT); 
6. Outline the plans for next year. 

 

 

PURPOSE AND OBJECTIVES OF NCPS 

What the NCPS does 

The NCPS is a partnership between the Royal College of Surgeons in Ireland and the HSE 
Division of Clinical Strategy and Programmes. Its mission is about improving patient surgical 
care by promoting better surgical governance and efficiency, recognising the need for 
securing designated beds for surgery – both elective and acute,  more efficiently planning 
patient flow and performance management set against improvement strategies, KPIs and 
other metrics (including the Operating Theatre Programme – TPOT), and encouraging fuller 
clinician engagement with HIPE and target setting. 

Stakeholder Involvement 

Critical to its mission is engagement with key stakeholders including the HSE Divisions and 
Special Delivery Unit, the National Cancer Control Programme, HIQA (particularly in relation 
to Health Technology Assessments), Department of Health, acute hospitals and hospital 
groups (both their management and all clinical staff delivering surgical care), the surgical 
sub-specialties, and Patient Advocacy amongst many others. This engagement is exemplified 
by NCPS participation in established committees and in the preparation of various 
documents in 2013. (Appendix 1, P. 15) Also during 2013 the NCPS met with the surgical 
sub-specialties General/ Breast, Paediatrics (General Paediatric Surgery, at present), Trauma 
and Orthopaedics, General/Vascular, Neurosurgery and Otolaryngology, Head and Neck 
Surgery (OHNS).  
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Programme roll out 

 

In 2011, the NCPS (in partnership with the College of Anaesthetists of Ireland) published the 
Model of Care for Elective Surgery in order to provide guidance for the improvement in the 
provision of elective surgical services  which, by way of summary, set out the principles for 
Pre-admission Assessment, Day Surgery, Day of Surgery admissions and Discharge planning. 

In 2013 the Model of Care for Acute Surgery was published and included an analysis of the 
surgical workload by HSE region based on completed 2011 HIPE data (the most recent 
available at time of publishing). It set out the principles necessary for separating the flows of 
acute from elective patients, good governance, the need for the early participation of senior 
decision makers and the provision of dedicated beds, theatres and acute surgical 
assessment units, amongst many other issues. 

The NCPS team continued a programme of hospital visits to acute hospitals during 2013 
which is detailed in Appendix 2, P.16. Each acute hospital (excluding Maternity and specialist 
Paediatric hospitals) was provided with its own 2011 HIPE data in Dec 2012 (see Page 5, 
para 1). The data was reviewed with hospital staff and subsequently assessed with regard to 
issues such as its compliance with the elective and acute models of care, governance, 
infrastructure, audit and KPIs and project development. All of this information is maintained 
in a database in the project office.  

The NCPS has started a process of assessing the status of progress of improvement and has 
issued reports which include a pre discussed RAG score with individual hospitals from 
October to December 2013. It is intended that this review methodology will be rolled out to 
all acute hospitals in 2014. 

National status reports can be generated from the database; for example, factors such as 
the hospital status vis á vis peri-operative governance, pre-admission assessment units and 
acute surgical assessment units can be summarised as of December 2013 (Figure 1): 
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Figure 1: % Acute Hospitals with peri-operative governance, pre-assessment services and 
Acute Surgical Assessment Units.  

These examples suggest that there is still a way to go in terms of full application of Models 
of Care. Nevertheless, the NCPS has to acknowledge that there has been good engagement 
with hospitals and the Programme is seen to provide support for clinicians and managers in 
their plans to continue to improve services and resource utilisation. The role of the NCPS is 
one of facilitation and guidance while actual implementation remains the role and 
responsibility of the HSE management and local teams. During Programme visits to hospitals 
we have seen an impressive array of performance improvements and initiatives despite the 
difficult financial environment. Together we are getting a better handle on data and its 
interpretation, which is a fundamental requirement to the better understanding of all 
concerned. Overall there has been a significant and measurable process improvement in 
surgical performance over the last 2 years.  
 
Improvements and Benefits of the NCPS roll-out  
 
The validated 2012 HIPE data became available in Q3 2013 which allowed the NCPS to 
further analyse trends in surgical activity nationally.  
 
 When 2012 activity was compared to that of the baseline year of 2010 it was found that 
surgical volume had increased by 9%; bed day usage went down by 7.2% and average length 
of stay by 6.1% giving a gross bed day saving of 191,006. (Net bed days saved was 86,246 as 
total volume of patients increased and much of the additional capacity generated was used 
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to treat extra patients) which equates to a net saving of €16,300,500   (At a marginal cost of 
€189.00/bed/day, discounting fixed costs; this likely substantially underestimates true 
savings that have been achieved). At the same time Day Case rates have increased by 8.7%. 
(Figure 2) Not alone do these improvements drive down costs but also help to control and 
curtail waiting lists. 
 

 
 
Figure 2: 2010 -2012 Trend for Surgical patients treated, Numbers of Surgical Inpatients, 
Average Length of Stay of Surgical Inpatients and Surgical Daycases. 
 
 
Three new key performance indicators of surgical improvements were introduced in the 
National Service Plan 2013 and reported on monthly on the HSE Performance Report and 
Compstat system. In order for the targets to be attainable and appropriate, hospital specific 
targets were based on percentage improvements that were calculated for each acute 
hospital (excluding Maternity and specialist Paediatric hospitals). The achievement of these 
targets as of November 2013 are detailed in Figure 3: 
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Figure 3: Surgical Key Performance Indicators 
 
UNDERSTANDING THE SURGICAL WORKLOAD 

From the HIPE data of 2012 (the last year of validated data) we know that in that year 
474,828 patients had hospital treatment under surgical care (97,455 inpatients and 157,798 
day patients had 376,036 surgical procedures). In addition, 67,989 inpatients and 151,586 
day patients had a ‘non-surgical type procedure’, such as endoscopy or radiology 
intervention, or no recorded procedure. Of all inpatient admissions, 60.2% were acute. 
(Appendix 3, P.17) 

This work is divided between 16 surgical sub-specialties. Our classification included the 
following: General Surgery which was divided into General – performed by most sub-
specialties, General/Breast, General/Colorectal, General/Upper GI/panc/biliary and 
General/Vascular;  the other specialties included Cardiothoracic, Gynaecology, Maxillofacial, 
Neurosurgery, Obstetrics, Ophthalmology, Otolaryngology, Paediatric Surgery, Plastic 
Surgery and Urology.  Trauma & Orthopaedics was also sub categorised into Upper limb, 
Lower limb, Spinal and other. 
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Surgical sub-specialties differ in many ways and have different requirements. For example, 
Ophthalmic surgery is delivered predominantly as a day surgery service whereas 
Cardiothoracic surgery does little day surgery. Also, some surgical specialties perform more 
acute surgery while others are predominantly elective. All this means that direct comparison 
of hospital performance in Ireland is often misleading because of the variations in specialty 
mix and acuity that exists between hospitals. Comparison of surgical sub-specialty 
performance between hospitals is therefore a more valuable exercise but, even then, 
patient case mix and complexity have also to be born in mind. 

The importance of HIPE data and its accuracy 

In order to measure process outcomes, such as average length of stay and bed day usage, 
our analysis of HIPE data has been carried out by patient episode and by primary procedure. 
Primary procedures are important drivers of Diagnostic Related Groups (AR-DRG grouper) 
for surgery just as clinical diagnoses are for medicine (as well as secondary diagnoses, 
additional procedures, complications etc.) The DRG case based system will be the driver of 
‘Money Follows the Patient’ (MFTP) which is to be introduced in 2014. It is most important 
that surgeons begin to understand the implications of this. 
(http://www.dohc.ie/publications/pdf/MoneyFollowsthePatient_HFPP.pdf?direct=1)  

This states that Money Follows the Patient will use indirect price setting of best practice 
prices using patient level costs and that this will best support the policy goal of delivering 
quality care in the most appropriate setting. The new funding system will ultimately apply to 
episodes of care provided for, inter alia, In-patients, Day wards and all comparable episodes 
of care which are, or could be, delivered on a side room or outpatient basis. (Excluding, for 
the time being, outpatient services which are ancillary to a defined treatment or episode of 
care e.g. initial consultation, assessment and follow up). This form of resourcing of safely 
performed ambulant surgery in the right setting, properly structured, should bring about 
substantial savings including better use of main theatres and a shortening of waiting lists; 
planning should begin now. 

NCPS analysis of HIPE data 

For our purposes we mapped all primary procedures performed under surgery more than 20 
times per year.  This included 1,642 procedures (935 true surgical procedures and 707 other 
‘non-surgical’ procedures), which accounted for over 98% of all procedures performed out 
of a total of more than 6,000 different procedures that were actually performed in 2012. 
The number of different procedure codes varied from specialty to specialty. 

 

http://www.dohc.ie/publications/pdf/MoneyFollowsthePatient_HFPP.pdf?direct=1�
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Figure 4: Number of procedures performed more than 20 times per year by each surgical 
sub-specialty. 

Some sub-specialties performed relatively few types of procedures, such as Breast surgery 
but those that were performed were carried out very frequently. Sub-specialties that 
employed the greatest number of different procedure codes were Trauma Orthopaedics 
and General Surgery. 

 NCPS data supplied to each acute hospital (excluding Maternity and specialist Paediatric 
hospitals)  

After interrogating the validated HIPE data of the previous year, the NCPS on an annual 
basis provides for each hospital, and for each surgical sub-specialty in that hospital (and 
subdivided into Acute and Elective for Inpatients) the following information: 

• The number of each coded primary procedure performed (together with its 
code), the average length of stay (AvLOS), bed day usage and day of surgery 
admission rate (See Appendix 4, P.18, for national profile of Breast surgery). 

• Day case numbers and Percentage (Day Cases /Total Cases × 100) 
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• The number of patients who have a ‘non-surgical’ procedure (by code) 
• The number of patients who have no surgical or other procedure 

 
Measuring primary procedures alone is not enough to assess workload 

Surgeons and administrators want an accurate measure of work load and this will be 
important for MFTP. Measures of primary procedures alone, while satisfactory for process 
measurement,  do not accurately reflect total workload particularly in those specialties that 
may perform multiple procedures during a single patient admission, such as in vascular 
surgery.  
 
The penultimate column of the table at Appendix 3, P.17,  shows the number of primary 
procedures performed by each sub-specialty while the last column shows the additional 
procedures performed by that sub-specialty over and above the primary procedures. The 
importance of measuring all procedures is emphasised when it is seen that, overall, 
measuring primary procedures alone underestimates surgical procedure activity by more 
than 19%. (60,391/(60,391+255,254) × 100) 

Other issues to be addressed when measuring workload 

For completeness there are other issues that need assessing to provide a full picture of 
surgical workload that the NCPS will be or is addressing. 

1. Casemix. At present the NCPS and National Clinical Programme in Anaesthesia 
recommend that all patients undergoing general or regional anaesthesia  have a 
documented ASA Grade (as part of the National Safety Checklist). 

2. Complexity. At present each procedure is counted equally no matter the complexity. 
The NCPS plans to develop  a complexity scoring methodology for all procedures, 
initially those performed >20 times /year. 

3. Second or supplementary  procedures performed by a separate surgeon/sub-
specialist also need to be taken account of. This occurs particularly in some 
specialties such as Plastic surgery. 
 

CONSULTANT SURGICAL WORKFORCE 

The surgical workforce should be matched to the workload that is required to be delivered. 
The initiative for the NCPS to undertake the present consultant workforce survey was 
prompted by Prof Eilis McGovern and HSE- MET who have been charged with undertaking 
overall medical workforce planning. 

Workforce planning and data analysis in the medical arena is complex. Whilst there should 
be a close correlation between allocated  surgical staffing resources and  anticipated 
workload, this is often not matched either in Ireland or in any other country. Traditionally 
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Ireland has looked for direction from other countries as to its workforce requirements but 
the source of this information is often vague and without strong underlying science. 

Nevertheless, when compared to other similar countries and even by conservative 
estimates we have very significant shortfalls in most surgical specialties, but especially in 
Trauma & Orthopaedic surgery. This shortfall is markedly behind what the Hanly report 
(2003) recommended for 2013  and Ireland has significantly less numbers of consultant 
surgical staff than  Denmark, often sited as a paragon in the implementation of the EWTD. 
(Appendix 5, P.19) 

This staffing shortfall requires careful consideration particularly when Ireland’s relatively 
small pool of consultant surgeons is having to undertake greater workload and responsibility 
to meet: 

1. Greater clinical demands imposed by lesser NCHD support as a result of  EWTD. 
2. Greater clinical demands that are required to ensure optimum availability of   senior 

decision makers for the assessment of acute surgical admissions.  
3. Greater teaching demands to deliver shortened surgical training. 
4. Greater administrative/leadership demands to participate in management and 

healthcare reform. 
5. Greater accreditation and performance demands to be met. 
6. Increasing shortages of ancilliary staff –nursing (especially theatres) and AHPs. 

This situation is compounded by current difficulties in retaining graduates and recruitment 
which is being addressed by the Strategic Review of Medical Training and Career Structures 
Working Group. Also, any correction in staffing shortfall would have to be supported by 
appropriate support and infrastructure. 

 

THE PRODUCTIVE OPERATING THEATRE (TPOT) 

It is said that if the operating theatres of a hospital are working well and efficiently that 
hospital is also working efficiently.  

This is because operating theatres have a central function within a hospital and are also 
both dependant and responsive to many other departments and services within  hospitals.  
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Figure 5: The operating theatre and its dependencies 

 

Not alone this but they consume approximately 12% or more of hospital budgets. It is for 
these reasons that the NCPS regards the TPOT programme which is co-led by the National 
Leads of the Surgical Programme and the National Director of the Anaesthesia Programme, 
with such importance. 

To date the TPOT Programme, delivered with the National Clinical Programme in 
Anaesthesia, has been challenged by limited resources, being sustained by one programme 
manager  and the clinical leads. In the new year the Programme welcomes the full-time 
appointment of a TPOT nurse lead. 

Nevertheless, to date 14 sites have undertaken the TPOT training course and engaged with 
the programme. Each site is followed up and supported and will be followed using a RAG 
status.  

TPOT has been re-energised and supported by a TPOT Training course and update seminar 
in September 2013. A TPOT network has been developed for sharing and collaboration with 
a focus on positive, critical success factors and measures. The NCPS has developed a theatre 
usage monitoring tool (software programme) which is being rolled out to hospitals so that 
they can monitor their theatre usage both within and outside core hours so that hospitals 
can challenge themselves to avail of theatre time preferably  during core hours, thus saving 
on out of hours work and overtime costs. (See example in Appendix 6, P.20) 
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It has been difficult to precisely state the savings that this programme has accrued so far, 
because hospitals do not precisely assess costs before and after an improvement is initiated. 
But we are sure they are substantial and some are illustrated in Appendix 7, P.21. 

 

NCPS PLANS FOR 2014 

These can be summarised as follows: 

1. To continue engaging with and visiting acute hospitals and groups. 
2. To continue with our ongoing Performance Monitoring, and extending into measures 

of complexity as well as better measurement of clinical  and patient safety 
outcomes. 

3. To continue to support improvements in Peri-Operative Governance and the 
allocation of designated   elective and acute surgical beds and theatres. 

4. To continue to  encourage more accurate recording of HIPE data and more clinical 
involvement engagement with the inputting of same. 

5. To liaise with the newly formed National Information and Pricing Office which has 
subsumed the relevant staff, functions and resources of the National Casemix Offices 
and the ESRI. 

6. To continue to support the establishment of Acute Surgical Assessment Units. 
7. To collaborate with other Clinical Programmes, notably Acute Medicine and Elderly 

Care (at the outset, but linking in with other programmes as required) and the SDU 
in setting standards of patient care and process for capacity planning and improving  
flow. 

8. To continue with surgical manpower analysis in liaison with HSE-MET: NCHDs and 
ancillary and support staffing. 

9. To continue engagement with the surgical sub-specialties. 
10. To improve NCPS/TPOT communications, information giving and public relations. 
11.  To continue facilitation of The Productive Operating Theatre Programme in hospital. 

To develop and roll out a wholly Irish programme. (IPOT!) Our own experience 
suggests that this is widely desired. 

12. To improve the delivery of Ambulant Surgery – surgery that may take place in a GP’s 
surgery, the out-patients or a minor ops Unit, or in a substantive Day Surgery unit. 
Whilst Day Surgery is on the increase appropriate day facilities need greater 
protection and development. Also, there is evidence that some relatively minor 
procedures are carried out  in Day Theatres which may be unnecessary for that 
procedure whereas they could have been perfomed in a minor ops unit or outpatient 
setting.  At the same time, in some cases minor ops and outpatient procedures are 
being performed in OPDs which may not be counted in casemix. This will be part 
addressed by the move to patient level costing. (see 5 above) 



14 | P a g e  
 

13. To roll-out National Quality Assurance Intelligence System (NQAIS) for surgery - Mk 
2. This is to provide hospitals and clinicians with a simple, visually friendly and more 
up to date, self assessment and performance monitoring tool. (See Appendix 8, P.22) 

14. To support the development of integrated care pathways. 
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APPENDIX 2 
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APPENDIX 3 

 

Acute and Elective Inpatient Surgical Admissions and Day Cases performed in 2012 

 

Abbreviations: Num = number; BDU = Bed Days used; Proc(s) = Procedures; DC = Day Case(s);  
                            pa = per annum 
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APPENDIX 4 

 

Inpatient length of stay and percentage day case analysis for breast surgery primary procedures 
for hospitals performing breast surgery 

 
Abbreviations: as in Appendix 3 
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APPENDIX 5 

  

 

Note 1: Minus signs refer to the number that Ireland is short based on consultant numbers 
per 100,000 of the population 

Note 2: Source References supplied on request and will be provided in a fuller publication. 
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APPENDIX 8 

 

 

 

 

 

For any procedure or group of procedures the pictogram will provide clinicians and 
managers with an easy to interpret view on length of stay and re-admission rates for 
patients listed as elective or acute, in addition to the day case rate for a procedure. These 
represent examples from a list of a number of other selected parameters.   


