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DAY SURGERY CONFERENCE: FRIDAY 14TH MAY: KEY POINTS
‘Efficient elective pathways in Day and Short Stay Surgery’
Some presentations can be found through link: www.shsceventsbookings.co.uk 
	Presentation
	Key points 



	Ian Jackson ‘18 weeks lessons to learn’
	There are different PAA models in terms of when pts are seen and who sees them. Adequate day case facilities are key to success [for development of day surgery], also admissions units and designated 23 hr stay areas. Reducing number of visits to hospital for the patient should be encouraged. There is a responsibility for primary care to ensure that the patients are fit for surgery. All patients do not need a face to face pre-assessment, telephone pre-assessment is adequate for many patients.

	Mark Skues ‘Key performance indicators’
	2000 NHS plan gave aim of 75% of all elective activity to be delivered as a daycase. The number of day case procedures being benchmarked has increased from the ‘basket’ of cases to the BADs directory. There is a national database which can be used to assess Board performance against. This should be used to help teams decide what to focus on.

	Harmeet Khaira ‘Local anaesthetic hernias’
	Over 70 000 hernia operations are performed each year. Of these about 50% are daycases and only 6% of the daycases are local. However local anaesthesia is used more frequently in private setting e.g. national hernia centre nearly 100% of the hernias are LA. Usually this is a technique not favoured by younger patients. The technique is more cost effective and it has been proven to have fewer complications and quicker recovery times. Contributing to the success of this surgery includes warm environment, having someone to talk to or provide reassurance, safe use of LA, gentle sharp dissection.

	Stephen Nixon ‘Cost effective laparoscopic hernia repair’
	Preferable for recurrent and bilateral. Laparoscopic hernias may take more theatre time in the training period but have been proven to be no longer in terms of operating time once a level of competence has been reached.

	Hamish Brown ‘A modern breast service’
	Principles of the service is that is has to be safe, patients need to want it, and believable to the team. Started from a baseline of 5.4 day stay for a mastectomy. Wanted to move to a 23 hour stay. In a team of 3 consultants, 2 keen to develop this service. Changes were needed due to baseline LOS being worse than national average, increasing amount of published work on feasibility of short stay, and pressure on beds. Did a process mapping to assess current process characterised by FY1 pre-assessment, routine use of wound drains and admitted day prior to op, and surgical led discharge after drain removal, with discharge planning decided during stay.. Introduced MDT preassessment and discharge planning; surgical care practitioner, FY1 doctor and breast care nurse. Day of surgery admission. Nurse led discharge and wound drain in situ with a 24 hour contact number. Drain out in out-pts in 2/3 days. This led to reduction from 5.4 days to 2 days. Key misconception was that patients did not like going home was found to be false, patients preferred being in hospital for shorter stay. WLE and sentinel always done as daycases, now some WLE and axillary clearance and mastectomies are undertaken as daycases. Key to success was the team approach, small geographical area and new unit.

	Brian Bingham ‘ENT day surgery – potential limitations and obstructions’
	Minor ear surgery probably the first ENT patients having day surgery. Then major ear surgery. Said that there was a lot of focus on tonsillectomy daycases when in fact there were other areas of surgery which perhaps needed a focus, nose/ears. Key issue for ENT is the emergency arrangements. Also having the kit. For nasal surgery good pre op care [steroids] is essential and avoiding nasal packs. Need adequate surgical trays and emergency trays and other appropriate laser & scope equipment.

	Mark Bransby-Zachary ‘Shortening the stay in orthopaedics’
	Warned against making comparisons for LOS data between countries or between areas as the measures may be different. Talked of a technique for treating dupuytrens contracture which is out-patient based and uses a needle. For them an average LOS for a hip/knee was 3-6 days. Talked of the logistics making it difficult for day of surgery admission included clerking, start times. Also the developing role of the nurse care practitioner as the number of junior doctors is decreasing. Also need to consider the raft of patients that are brought in as an in-patient in order to have access to investigations.

	Ian Smith ‘Day case gall bladders’
	Preassessment allows the assessment of home support, functionality and diabetes/BMI/co-morbidity to assess suitability for daycase. Slow release NSAIDS, anti-emetics, are also essential. Patients given 24 hour contact number. NB it is important that this is ward or day unit NOT GP or NHS direct. Also stress the patient responsibility to get in touch. Not required that they have to be first on the list.

	Afshin Alijani ‘Gall bladders can be difficult!’
	Factors affecting surgery include acute inflammation, timing of the procedure after an episode and thickness of the gall bladder.

	Harmeet Khaira ‘Day case thyroid surgery is achievable!’
	In UK, Very low daycase rate for thyroid and parathyroid surgery (6%). Various reasons including surgeon choice, airway compromise, neck haematoma have contributed to this. In his team they undertook 26% total thyroidectomies as daycases and 67% as ON stay. 52%of hemithyroidectomy as dc; 38% as ON stay. Talked of the incidence of the various complications that would be given as a reason for not doing as daycase or shorter stay. Good patient selection, putting early on list, use of LA, appropriate GA and patient education and new kit all make day surgery possible for some.

	Sam Mclinton ‘Maximising short stay urology’
	Described new technique ‘green light laser’ currently under evaluation as there is lack of evidence as yet with this technique. Need to ensure that there is primary care support for certain procedures post operation. Also clear guidance for the GPs in terms of who to refer. Need to have good waiting list management and ensure that where there is separate DC/23 hour facility, as far as possible there is separate kit for this area. Ayr have done a lot on development of diagnostic pathways in urology.

	Sian Jones ‘Enlightened gynaecology – out-patient hysteroscopy’
	Much of the hysteroscopy activity in Bradford is out-patient based and uses an LA rather than GA technique. OP technique patients walk to and from their procedure, having no IV sedation. Includes both diagnostic [PMB, menstrual problems, infertility, recurrent pregnancy loss] and therapeutic [retrieve lost coils, polyp removal 3cm, small fibroids, divide adhesions, endometrial ablation, sterilisation] procedures. Also undertaken in primary care. This is for a range of procedures, lumpectomy, sterilisation, polypectomy. In addition, nurses have been trained to undertaken hysteroscopy and also GPs. Bradford run a national training programme for nurse hysteroscopists. In terms of pain, patients do not report it being any more painful than periods i.e. the condition they were presenting with that has necessitated the procedure. Said that D & C should no longer be used. Conditions needed include having someone to talk with patient, good analgesia, rescue analgesia, resus facilities, recovery areas. After starting this by 2010 now about 800 women are treated in out-patients.


