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1. Introduction and Context 
 
The regional review of General Surgery was approved by RMB early in 2021, and a project 
board was convened and started its work in summer 2021.  A series of workstreams were 
established to support the work, many of these are to inform a consultation process on the 
options for strategic reform of general surgery in NI.  There were also several enabling 
workstreams which were helpfully included in the work, and these included the Quality and 
Performance Workstream (QPW).   
 
The membership and ToR for the QPW is included in Appendix 1.  

2. Methodology and approach 
 
The ToR sought to bring forward measures and benchmarks which would point to the need 
for service change from a range of angles.  In reviewing the ToR and making an early 
assessment of the deliverables, the QPW viewed that the main thrust of the requirement 
was to seek out or recommend of the development of a core set of metrics, which would be 
used to inform the Review team, and the wider HSC system, as the Review progressed to 
implementation.   
 
The QPW therefore agreed that the key deliverable of its work would be to:  

 offer up to the Regional Review an appropriate mechanism and associated 
indicators which would objectively measure a baseline of delivery and outcomes for 
the current model of General Surgery delivery across NI hospitals, and  

 propose a methodology for measuring the impacts of changes which may/will come 
as a result of the outworking’s of the Regional Review.  

 
The QPW agreed at an early point that an integrated approach should be taken, where 3 
domains would be brought forward as the primary elements of the integrated dashboard.  
These were:  

 Safety and Quality 
 Activity and Access 
 Patient Experience 

 
A clinical panel was also constituted, to support the work, and 3 surgeons agreed to assist 
the review as the clinical panel.  
 
Recommendation: 
 
1. An integrated dashboard should be developed to provide a baseline of high level 

indicators at a regional level, which can be monitored over time as/if the service 
model changes, and can be analysed to Trust/hospital level if required. 
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3. Proposed Patient Experience Indicators 
 
3.1 Developing the approach 
 
The Q&P workstream agreed at an early point in its work that patient experience should 
form part of the suite of indicators which would be developed. 
 
To develop thinking on this area, the Workstream engaged with expert Linda Craig, 
Regional Lead for Patient Client Experience from PHA, and a meeting of the workstream 
was dedicated to a presentation by Linda on options, and possible approaches were 
debated by QPW members with her advice.  It was accepted that any approach would need 
to be further tested with the Engagement and Communications workstream in the Review.   
 
This report and the general approach was shared with the chair of the Engagement and 
Communications Workstream for that purpose.   
 
It was also acknowledged that there was a short period available to complete the work for 
the regional group, and it was preferred that both qualitative and quantitative information 
would be accessed through a systematic approach to enable change in the general surgery 
model of provision over time to be viewed objectively from a patient experience perspective.   
 
Equally, Workstream members viewed the inclusion of patient stories, even on a periodic 
basis, as this would be essential in order to gather a rich narrative on the impact of any 
change. 
 
Taking all these factors into account, the Workstream agreed to harness the primary Online 
User feedback system used by HSC Care Opinion as the primary approach to providing 
indicators of patient experience.   
 
3.2 Initial assessment and baseline 

 
A stocktake of the current position as a baseline was then prepared by PHA which showed 
in total, that there were 285 stories shared on the system which relate to General Surgery 
and these included the experiences from pre assessment, ward, theatre and discharge.  
This provided a quantitative baseline, and condensed suite of indicators for future use.  
 
Figure 1:  The top 5 “Tags” to describe experience on Care Opinion relating to 
General Surgery: 
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A qualitative approach was also proposed, using patient stories submitted to Care Opinion, 
which were framed with the lens of “What matters to you”, which can be themed as 
follows: 

 Compassionate Care 
 Person centred care 
 Professional Team/teamwork 
 System approach 
 Listening to the patient 
 Supporting families 

 
The approach recommended by PHA has the ability to analyse patient experiences 
submitted to Care Opinion, identifiable by Trust (this can be further broken down to ward 
areas), and by treatment category (for example theatre/recovery).  
 
An initial report provided to the QPW contained relevant stories from across the five NIHSC 
Trusts and there were also a number of stories reflecting upon NIAS which relate to 
admission to surgical ward through Emergency Departments. 
 
The full report from PHA is included at Appendix 2. 
 
3.3. Testing the proposed approach 
 
Finally, contact was made with Roisin Kelly, the chair of the Engagement and 
Communications workstream to test the approach to be recommended.   
 
Correspondence from Roisin Kelly (08/04/2022) – “The approach is comprehensive and 
will be an excellent way to include service user and carer feedback as part of the 
outcomes and monitoring process for general surgery. As this will be part of a wider 
performance management/monitoring framework it would also be useful to see how 
the quarterly reports will be factored in/weighted in terms of accountability”.  
 
The QPW were therefore satisfied that a sufficiently robust approach had been taken and 
that PHA could secure the relevant patient experience input to the work going forward, if 
commissioned to do so. 
 

3.4 Other Considerations 

A QPW member also raised the possibility that IAD might be able to supplement the Care 
Opinion data set with information from discrete surveys.  This was raised with IAD who 
advised that funding was made available for IAD to carry out a number of Patient 
Experience surveys in order to develop a robust PfG indicator for healthcare experience.  

However, as these surveys will no longer be required for the upcoming Programme for 
Government, it is unlikely that IAD will be taking forward any similar surveys in the near 
future.  DoH could explore other avenues to obtain direct patient feedback from 
core/mainstreamed government surveys.  
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Recommendations:  
 
2. DoH should adopt Care Opinion as an Online source of patient experience 

feedback, in support of the General Surgery Review. 
 
3. DoH should commission PHA to provide a monthly (if required) quantitative 

dashboard which can be included in an overarching dashboard for General 
Surgery, accompanied by a “word cloud” of patient experiences.  

 
4. DoH should consider commissioning a detailed patient experience report on a 6 

monthly basis, or after a major service change, to assess and track the impact of 
the change on patient experience.   

 
5. DoH should seek out opportunities to bring forward additional information from 

government surveys as IAD Patient Experience surveys have not been 
commissioned at this time.   

 
 

4. Proposed Quality and Safety Indicators  
 
4.1 Developing the approach 
 
The challenging timescales for the review meant that a pragmatic approach was sought to 
developing the Quality and Safety aspects of the proposed integrated dashboard.  It was 
acknowledged that extensive work would be required to develop a new baseline tool and 
that HSC currently contracted with an established UK Benchmarking service – CHKS – 
which is used by all HSC Trusts and the HSCB (DoH SPPG).   
 
The annual investment in the CHKS contract is costing £250k per annum, and CHKS have 
wide reaching access to clinically coded and validated HSC data through established and 
robust data sharing arrangements with HSC NI, and with NHS Trusts across the UK.  
CHKS currently provides a reporting service to all Trusts which include a suite of indicators 
which can be analysed down to consultant level.   
 
It was therefore proposed by the QPW at an early point, and accepted by the regional 
General Surgery Project Board, that CHKS would be the source/provider who would 
capture, validate and analyse the primary Quality and Safety indicators which would be 
proposed.   
  
Having obtained the acceptance of the Regional Project Board to the broad approach, the 
QPW then met with the CHKS User Group, which manages the contract with CHKS on 
behalf of HSC.  The development of the CHKS suite of indicators was discussed in the 
context of the requirements of the Regional Review of General Surgery.  CHKS were then 
commissioned to propose a “fit for purpose” approach and associated proposal. 
 
A dedicated workshop was arranged with the QPW members where CHKS presented their 
proposal and it was debated and shaped by comments from members.    
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4.1.1 The CHKS proposal 

 
CHKS proposed the use of their suite of benchmarking analysis platforms, principally the 
iCompare benchmarking and Data Analysis Toolkit systems, using Trust extracts of data 
provided by local information teams across HSC NI.   CHKS asserted that their  
Data Analysis Toolkit would provide the ability to extract data across services and at patient 
level to support further detailed analysis and to help establish relative performance. 
 
CHKS proposed benchmarking solutions with a suite of key performance indicators, to 
enable analysis within NI and to provide comparisons with NHS peers at a UK level. The 
CHKS GIRFT scorecard was proposed as the basis of the general surgery work for QPW. 
 
Figure 2: iCompare GIRFT Scorecard 

 
CHKS advised that their GIRFT Scorecard analysis could be split at several levels including 
Trust, hospital and speciality. Further drill down analysis by procedure / procedure groups 
(Figure 4) could be provided. Performance for each metric is then presented at the chosen 
level to enable comparison and to establish variation to UK or local ‘peers’.  

It was also agreed with CHKS that index procedures would be utilised and would be an 
important way to track change.  These index procedures were agreed via a member of the 
group, Dr Rachel Coyle, and reflected key BADS procedures where there was known 
variation in Day Case rate across NI.   
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On the basis of this workshop, members were content to proceed with CHKS as the primary 
provider of the Quality and Safety Indicators for the Review.  The CHKS User Group was 
asked to take forward detailed meetings to test the robustness of the approach, to review  
concerns about coding and data quality, and to shape the presentation of the dashboard 
metrics.  
 
4.1.3 Recommended Indicators 

 
On the basis of the workshop and follow up discussions, CHKS recommend that reporting 
for the General surgery review on Quality and Safety metrics should focus on the 3 
domains of Mortality, Flow and Efficiency, and Safety and Quality.  There will also be 
several data quality indicators to support efficacy of the reporting.   
 
They have recommended that we utilise the specific indicators listed below, which are 
widely recognised and generally robust when used in peer analysis and can also be further 
refined at lower levels. 
 
Figure 3: CHKS recommended indicators – summary 
 

 
 
It was agreed that the CHKS reporting would have the ability to profile these indicators over 
a five year period if required, and they should be able to be re-presented in reports at the 
following levels of granularity: 

 NI HSC 
 Trust and Site 
 Specialty/Sub-specialty 
 Elective/Non elective categories 
 Specific diagnoses and procedures 

 
 
 
 

4.1.4 Specialty Reporting and benchmarking 
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Benchmarking analysis requires a comparable case profile with peers.  However no 
administrative sub- specialty coding is available in PAS data to distinguish sub-specialty 
activity within ‘General Surgery’. It is therefore proposed that two approaches to provide the 
most meaningful comparative analysis for the purposes of the General Surgery Review. 
 
Sub-Specialty  
This approach reporting will be based on aggregation of specific diagnostic/procedural 
categories to provide a derived sub-specialty group. These are provided at the following 
level: 

Colorectal  Hepato-biliary   General 
Endocrine  Upper Gastrointestinal   

 
Index Procedures  
A basket of procedures within the wider ‘General Surgery’ group will be examined to 
balance the sub-specialty approach above.  
 
Reporting would initially include a range of index conditions which are specific enough to be 
attributed and useful at a sub-specialty level: 
 
Figure 4: Recommended Index procedures to be used by CHKS 
 

Index Condition Description 
 

Thyroidectomy Subtotal colectomy 
Parathyroidectomy  
Adrenalaectomy Oesophagogastrectomy 

 
Appendicectomy Gastrectomy 

 
Hemi-Colectomy Closure perforation in Dudodenum 

 
APER/Resection Rectum Laparotomy – Exploratory/Emergency 

 
Anal Fistula Inc’Seton Freeing Adhesions – Peritoneal 

 
Drainage Perianal Abscess Inguinal Hernia Repair – Primary 

 
Pilonidal Sinus Drainage/Laying Open Umbilical Hernia Repair 

 
Destruction of a haemorrhoid 
 

Cholecystecyomy- Open/Laparoscopic 
 

Total Colectomy Excision of a skin lesion 
 

 
The CHKS User Group have advised that when commissioned, CHKS can bring forward 
information on these index procedures in their reporting.  
 

 
4.1.5 Peer Groups 
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CHKS propose that several peer groups should be used for reporting to optimise 
comparability and to provide a broad range of comparators.  Crude comparison between 
hospitals/Trusts does not account for differences in underlying case mix. For example, 
length of stay would be expected to be longer where the patients having treatment had 
more complicated clinical conditions or a higher frequency of other medical conditions. 
Selection of appropriate peers for comparison and, where required, additional risk 
adjustment, can be used to facilitate more nuanced comparisons. 

Mitigation can also be provided through the use of appropriate statistical reporting so that 
there is clarity regarding expected versus unexpected levels of variation in relation to a 
specific metric and the presentation of information, though funnel plots will be used for this 
reason (see section 4.1.5 below). 

CHKS have recommended that for the purposes of fulfilling the request from the Regional 
Review of General Surgery, and with the intent of being able to monitor and track the 
impact of changes to the model of general surgery in NI.  Peers recommended by CHKS 
will include: 

 NI HSC Peer 
 Acute Teaching Hospitals - England 
 All Acute Hospitals - England 

 
4.1.6 Reporting and Presentation 

 
The QPW have requested that in their reporting CHKS should use measures which have 
the capability to be produced, and profiled/trended over time to assess the impact of 
changes to the model of provision, and also against peers. However, as natural variation is 
present in all measures and together with data quality and issues with peer selection.  It has 
been stressed by CHKS, the CHKS User group and QPW members that in practical terms it 
is critical to be able to present measures as within acceptable levels of variation.   
 
For that reason, CHKS suggest the use of funnel plots, and many clinical and management 
teams will be accustomed to this approach to identify unwarranted variation in service 
provision and clinical outcomes.  The use of funnel plots would illustrate data on each Trust 
with peers but also against an average and is especially relevant in safety metrics. 
 
Statistical spread with additional graphics will assist in the understanding of material impact 
of indicators and percentile performance can also be included in the reporting (see below). 
 

 
 
4.1.7 Other relevant issues 

 
Definitions of measures/indicators within patient safety metrics (e.g. complications) will 
require explanation as these will not always have direct translation into clinical measures. 
All of the information used in the analysis is sourced from PAS and the practical use of 
some indicators may vary. 
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Time Periods available include previous five years data.  A stable baseline period for 
comparison will be difficult to construct due to the COVID-19-related case mix and activity 
changes.  For that reason, the financial year 2019/20 is proposed as the baseline year, with 
an amendment to exclude the month of March 2020, which is judged to be the first month 
when the pandemic had a material impact on delivery of HSC services. 
 
4.2 Request to Feedback on CHKS approach by the clinical panel 

 
The Clinical panel were asked for views on the approach.  Responses indicated that, 
theywere supportive of the approach taken, and that it was useful, and a reasonable way to 
track key measures.  There was a comment on its limitations, and that some of the metrics 
are not in themselves measures of safety. 
 
It will therefore be important to supplement the CHKS indicators with both the information 
on index procedures, and with information from National Audits (see below).   
 
4.3 Initial assessment and Baseline report 

 
The CHKS User Group have confirmed that the timeframe is likely to be mid to late May 22 
for an initial baseline report.  
 
4.4 Overarching indicators for integrated dashboard 

 
Views on the most important indicators were sought from clinical representatives and 
members of the Workstream, via a “survey monkey”.   
 
There was broad consensus from this survey that the most important indicators which 
should be drawn for the CHKS detailed reports for a High level integrated dashboard were: 
 
Most important: 

Risk adjusted Mortality  
Readmission rates 
Complications compared with peer    

 
A collective approach to reach a broader consensus on the primary indicators for use in an 
integrated dashboard should be taken forward as follow-on work, if the recommendation to 
provide an integrated dashboard is taken forward.  This could be done through a “survey 
monkey” of clinical teams 
 
 
Recommendations:  
 
6. DoH should accept CHKS as the provider of information for the Safety and Quality 

metric/indicators (and associated analysis) for the General Surgery Review. 
 
7. DoH should commission the HSC CHKS User Group to secure regular reporting 

under the terms of the current regional contract in order to provide regular 
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reports and a monthly (if required) iCompare dashboard, based on GiRFT 
indicators proposed in this report.  

 
8. Detailed CHKS reports should be produced on a 6 monthly basis (alongside the 

patient experience reports) or after a major service change to assess and track 
the impact on Safety and Quality indicators against the baseline data provided.  

 
 

 

5. Proposed Access and Activity indicators  
 
5.1 Developing the approach  
 
In support of the Regional Review of General Surgery, (DoH SPPG)HSCB Performance 
Management and Service Improvement (PMSI) have prepared an extensive, interactive 
data covering inpatient and outpatient data 2017/18 – 2021/22. This data set is updated on 
a monthly basis and has been made available to all members of the Project Board. The 
indicators included within the data set include aspects of demand, activity and performance. 
 
A key feature of the data set is the ability to filter and view the data at regional, Trust and 
hospital level. The data set also captured the patient’s Trust of Residence (ToR). This 
allows visualisation of the number and proportion of patients who have travelled across 
Trust geographic boundaries to access emergency and elective general surgical care.  
 
These capabilities mean that the live data set has been used to inform the work of a 
number of the Workstreams in the Regional Review, including the Demand and Capacity 
Workstream, the Paediatric Workstream and the Adult Emergency Surgery Workstream. 
For example, through identifying the volume of activity currently undertaken in a given Trust 
or site, including the proportion of ‘non-resident’ patients treated within a Trust/hospital, it is 
possible to estimate the impact of service redesign. 
 
The data primarily focuses on demand and activity, however there are aspects of access 
and performance which can be derived from the dataset, while not duplicating those 
available within the CHKS proposed data set.  Going forward the data set can be used to 
facilitate monitoring of activity and performance at a regional level and allow comparison 
between Trusts and hospitals as required. 
 
5.2 Suggested use of the data set in Quality and Performance monitoring 

 
(DoH SPPG) HSCB PMSI have agreed to maintain this data set to support ongoing 
monitoring of access and activity. The QPW propose that the data set is used to monitor 
selected indicators of access and activity.  Examples of proposed indicators are outlined at 
section 5.3 below.  
 
The data is currently accessible to selected users via a Sharepoint site. Data extracted from 
the Sharepoint site has been used to demonstrate the proposed indicators. Going forward, 
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it is recommended that, in addition to the sharepoint data, a Power BI Dashboard would 
be developed which would select the key regional high-level activity and performance 
metrics on a monthly basis for ease of access/user consumption.   
 
In addition,(DoH SPPG) HSCB PMSI have agreed to prepare specific waiting times 
information for patients waiting over 5 years for outpatient and inpatient services.  It is 
recommended by QPW that this data be monitored over time to track the improved access 
to care for longest waiting patients, and how the profile of patients waiting changes over 
time, as the outworkings of the General Surgery Review are implemented. 
 
5.3 Suggested indicators  

 
Suggested indicators are outlined below. As outlined above, the data set can be filtered to 
allow focus on the indicators below at a regional, hospital and Trust level and can be 
presented accordingly as required.  Example visualisations are given in Appendix 5.   
 
Demand  

 New Referrals to Consultant-led Outpatient Services. 
 

Activity 
 Outpatient Attendances at Consultant-led Outpatient Services. 
 Elective Inpatient and Day Case Activity.  
 Non-Elective Inpatient Activity. 

 
Performance 

 The number of patients waiting each month for a first Outpatient Appointment at 
Consultant-led Outpatient Services.  

 The number of patients waiting each month for an Outpatient Review Appointment at 
Consultant-led Outpatient Services.  

 Proportion of Emergency Adult General Surgical Admissions associated with no 
operation or procedure during admission. 

 
Waits can be stratified by urgency (routine, urgent, red flag) and by length of wait (e.g. less 
than 9 weeks, 9-26 weeks etc). 
 
5.4 Overarching Indicators for an Integrated Dashboard 

 
Views on the most important Activity and Access to Care indicators were sought via a 
“survey monkey” however insufficient responses were available to be included in time for 
the submission of the report.    
 
A collective approach to reach consensus on the primary indicators for use in an integrated 
dashboard should be taken forward as follow-on work, if that recommendation is accepted 
by the Regional Project Board. 
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Recommendations:  
 
9. DoH should utilise the existing General Surgery Review data set to visualise and 

monitor selected indicators of demand, activity and performance at hospital, 
Trust and regional level, and should seek to select a set of indicators for use in an 
integrated dashboard though consensus. 

 
10. DoH should commission the development of a Power BI dashboard, drawing data 

from the existing data set, to support regular monitoring of demand, activity and 
access performance. 

 

 
6. Development of an Integrated General Surgery Dashboard for HSCNI 
 
Recommendation 1 of this report asks that an integrated dashboard for General Surgery 
HSCNI be used to track the impact of the changes that would emerge from this Review.  
That dashboard can be used to provide a balanced but high level view across 3 critical 
domains of care: 
 

Patient Experience 
Quality and Safety of Care 

Activity and Access to Care 
 
The Patient Experience metrics are well developed, and a range of baseline data is 
available.  In the domains of Quality and Safety and Activity and Access to Care more work 
is needed to agree a set of preferred metrics suitable for use in an integrated dashboard.   
 
In the short term, this information could be sourced through a wider “poll” of the regional 
project board membership (for example) and be brought forward to enable visualisation of 
an “at a glance” dashboard for General surgery for HSC NI.  In a wider context, the Project 
Board may wish to include questions on “What Measures Matter to you?” in a public or 
targeted consultation process.  
 
It is recommended that this integrated dashboard be developed either by DoH SPPG 
(PMSID) or by DoH IAD, to support ongoing monitoring at a high level, and to enable 
engagement with stakeholders on the baseline and impact of the Regional Review of 
General Surgery. 
 
 
 
 
 
7. Other considerations  
 
7.1 Utilisation of National audits  
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Clinical audit is a tool which can be used to assess the delivery of care against an agreed 
standard and can be used both to understand and benchmark current practice as well as 
assessing the impact of quality improvement interventions to support delivery of high quality 
patient care.  
 
There are various national audits, examples as below, relevant to General Surgery and 
which local trusts currently participate in. For example, the National Emergency Laparotomy 
Audit, and the National Hiatal Surgery database. Data returns to national audits should also 
be made accessible to the DoH SPPG monitoring at a regional level to facilitate 
understanding of performance in relation to specific clinical conditions against the nationally 
agreed standards. 
 
Recommendation: 
11.  Relevant clinical audits should be identified and agreed by General Surgery 

clinical leaders.  These should be included in the Quality and Safety monitoring 
approach adopted by DoH SPPG and HSC NI.   

 
7.2 CHKS Contract  

 
It should also be noted that the contract with CHKS is due to be tendered in 2022, however 
it is expected that any tendering exercise will require that the provider will be capable of 
supplying the dataset which is being proposed for this review. If accepted for future 
utilisation as a central dataset to enable monitoring and improvement, this could be 
specified in the tendering documentation.  This will need to occur at the earliest possible 
point, as tender preparations have commenced with BSO PaLS.     
 
The Service specification of the contract be such that if CHKS are not successful, the 
selected supplier will be required to have the same system functionality and reporting 
capabilities as the current CHKS service.  

 
7.3 Performance oversight and monitoring 

 
It is expected that, going forward, a networked approach to the changes in General Surgery 
in NI, involving all Trusts, PHA and DoH will be proposed.  In addition, DoH SPPG is 
expected to set planning expectations, and new delivery targets for HSC NI at a regional 
and Trust level.  Appropriate monitoring frameworks will require oversight by DoH SPPG 
within the existing accountability and performance framework for HSC NI.   
 
The establishment of an integrated dashboard and the utilisation of the baseline and 
continuing analysis from this work should form part of the resources for DoH SPPG and any 
collaborative Network which is established. 
 
Recommendation: 
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12. DoH should agree the oversight and monitoring arrangements for General 
Surgery in NI, including a clinical network and regional monitoring and performance 
management processes through DoH SPPG. 
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8. Summary of Recommendations  
 
1. An integrated dashboard should be developed to provide a baseline of high level 

indicators at a regional level, which can be monitored over time as/if the service 
model changes, and can be analysed to Trust/hospital level if required. 

 
2. DoH should adopt Care Opinion as an Online source of patient experience 

feedback, in support of the General Surgery Review. 
 
3. DoH should commission PHA to provide a monthly (if required) quantitative 

dashboard which can be included in an overarching dashboard for General 
Surgery, accompanied by a “word cloud” of patient experiences.  

 
4. DoH should consider commissioning a detailed patient experience report on a 6 

monthly basis, or after a major service change, to assess and track the impact of 
the change on patient experience.   

 
5. DoH should seek out opportunities to bring forward additional information from 

government surveys as IAD Patient Experience surveys have not been 
commissioned at this time.   

 
6. Accept CHKS as the provider of information for the Safety and Quality 

metric/indicators (and associated analysis) for the General Surgery Review 
 
7. DoH should commission the HSC CHKS User Group to secure regular reporting 

under the terms of the current regional contract in order to provide regular 
reports and a monthly (if required) iCompare dashboard, based on GiRFT 
indicators proposed in this report.  

 
8. Detailed CHKS reports should be produced on a 6 monthly basis (alongside the 

patient experience reports) or after a major service change to assess and track 
the impact on Safety and Quality indicators against the baseline data provided  

 
9. DoH should utilise the existing General Surgery Review data set to visualise and 

monitor selected indicators of demand, activity and performance at hospital, 
Trust and regional level, and should seek to select a set of indicators for use in 
an integrated dashboard through consensus. 

 
10. DoH should commission the development of a Power BI dashboard of activity 

and access indicators, drawing data from the existing PMSI data set, to support 
regular monitoring of demand, activity and access performance. 

 
11. Relevant clinical audits should be identified and agreed by General Surgery 

clinical leaders.  These should be included in the Quality and Safety monitoring 
approach adopted by DoH SPPG and HSC NI.   
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12. DoH should agree the oversight and monitoring arrangements for General 
Surgery in NI, including a clinical network and regional monitoring and 
performance management processes through DoH SPPG. 
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Appendix 4  
 
Demand/Activity/Performance – Monitoring and Reporting 
 
As part of the review of Regional General Surgical Services, and as part of the Quality and 
Performance workstream, the following indicators and reports have been developed to be 
used for regular monitoring and analysis. Example visualisations are included below. 
 
Demand 
The number of New Referrals to Consultant-led Outpatient Services from 2017/18. This can 
be filtered by: 

 Trust/Hospital 
 Sub-specialty (i.e. General Surgery, Breast, Paediatric, Vascular can all be 

monitored or excluded individually) 
 Clinical Priority 
 Age category 
 Area of Patient Residence 

This will facilitate the monitoring of long-term Referral trends and patterns both pre and post 
the Covid Pandemic.  
 
Activity 
The number of Outpatient Attendances at Consultant-led Outpatient Services from 2017/18. 
This can be filtered by: 

 Attendance Type i.e. New or Review 
 Activity Type i.e. F2F or Virtual, In-House or Independent Sector 
 Trust/Hospital 
 Sub-specialty (i.e. General Surgery, Breast, Paediatric, Vascular can all be 

monitored or excluded individually) 
 Clinical Priority 
 Age category 
 Area of Patient Residence 

This will facilitate the monitoring of long-term trends and patterns of OP activity both pre 
and post the Covid Pandemic.  
 
The number of Elective Admissions from 2017/18. This can be analysed by: 

 Admission Type i.e. Daycase/Inpatient 
 Activity Type i.e. In-House or Independent Sector 
 Trust/Hospital 
 Sub-specialty (i.e. General Surgery, Breast, Paediatric, Vascular can all be 

monitored or excluded individually) 
 Clinical Priority 
 Age category 
 Area of Patient Residence 
 By Procedure carried out 
 By Diagnosis 

This will facilitate the monitoring of long-term trends and patterns of Elective Treatment 
activity both pre and post the Covid Pandemic. 
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The number of Non-Elective Inpatient Admissions from 2017/18. This can be analysed by: 
 

 Trust/Hospital- Sub-specialty (i.e. General Surgery, Breast, Paediatric, Vascular 
can all be monitored or excluded individually) 

 Admission Pathway i.e. via ED or Other 
 Age category 
 Area of Patient Resident 
 By Procedure carried out 
 By Diagnosis 

This will facilitate the monitoring of long-term trends and patterns of Non-Elective Surgical 
activity both pre and post the Covid Pandemic.  

 
 

Performance 
 
The number of patients waiting since 2018 for a first Outpatient Appointment at Consultant-
led Outpatient Services. This can be analysed by: 

 Length of Wait i.e. > 9/13/26/52 weeks 
 Trust- Sub-specialty (i.e. General Surgery, Breast, Paediatric, Vascular can all be 

monitored or excluded individually 
 Clinical Priority 
 Age category 
 Area of Patient Residence 

 
The number of patients waiting each month for an Outpatient Review Appointment at 
Consultant-led Outpatient Services. This can be analysed by: 

 Length of Wait i.e. > 6/12/24 months 
 Trust 
 Sub-specialty (i.e. General Surgery, Breast, Paediatric, Vascular can all be 

monitored or excluded individually) 
 

The number of patients waiting since 2018 for Hospital Admission for Elective Treatment. 
This can be analysed by: 

 Admission Type i.e. Daycase/Inpatient 
 Length of Wait i.e. > 13/26/52 weeks 
 Trust 
 Sub-specialty (i.e. General Surgery, Breast, Paediatric, Vascular can all be 

monitored or excluded individually) 
 Intended Procedure 
 Clinical Priority 
 Age category 
 Postcode of Patient Residence 

 
The number of Beddays used/Average Length of Stay for Surgical patients admitted 
Electively since 2018. This can be analysed by: 

 Activity Type i.e. In-House or IS 
 Trust/Hospital 
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 Sub-specialty (i.e. General Surgery, Breast, Paediatric, Vascular can all be 
monitored or excluded individually) 

 Clinical Priority 
 Age category 
 Area of Patient Residence 

 
The number of Beddays used/Average Length of Stay for Surgical patients admitted Non-
Electively since 2018. This can be analysed by: 

 Trust/Hospital 
 Sub-specialty (i.e. General Surgery, Breast, Paediatric, Vascular can all be 

monitored or excluded individually) 
 Admission Pathway i.e. via ED or Other 
 Age category 
 Area of Patient Residence 

 
These key performance indicators will facilitate the monitoring of long-term trends and 
patterns in performance across a range of Outpatient, Elective and Non-Elective Surgical 
services and can help assess the impact of interventions as they are implemented. 
 
Method of Monitoring/Reporting 
 
Currently, detailed reports covering all the indicators/metrics listed above are updated 
monthly and placed on a Sharepoint site for users to access. 
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Figure 1 Adult inpatient and day case activity, by trust, 
2017/18 - 2020/21 

Figure 2 Adult outpatient attendances, by trust, 2017/18 - 
2020/21 

Figure 3 Adult emergency general surgery admissions, by 
trust, 2017/18 - 2020/21 

Figure 4 Number of patients on waiting list for day case 
general surgery procedures, by trust, 2017/18 - 2020/21 


