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MESSAGE FROM
THE MINISTER
I specifically established NSW Kids and
Families to develop a strategic plan for the
treatment of children state-wide.
This was based on my concern that too many
children were being referred to the specialist
tertiary children's hospitals when many could
be more appropriately treated closer to home.
It was partly for this reason that Peter Garling
SC recommended establishing NSW Kids
and Families in his 2008 report following his
inquiry into our hospitals.
In his report, Mr Garling noted:
“Many clinicians at specialist paediatric
hospitals complained that other hospitals
referred patients who did not, in truth, require
specialist tertiary care.”[1]
“The problem also exists in reverse, when

It has been developed following wide

specialist children’s hospitals try and transfer

consultation and is endorsed by experienced

babies and children back to the referring

paediatric service providers from the Ministry,

hospitals after their period of specialist

Local Health Districts and the Surgical

treatment is completed. Receiving hospitals

Services Taskforce.

may not be willing to accept the transfer due
to a lack of staff to care for a recovering but
not completely well baby or child.”
“The specialist children’s hospitals become
overloaded, and this delays the delivery of
tertiary care to the babies and children who
really need it. Surgery and other types of
treatments are consequently delayed.”
Among critical issues he identified were the
need for clearly defined connections between
secondary and tertiary care, distribution of
staffing, support and budget allocations as

Implementation of this Framework will
involve local plans developed by LHDs
and their hospitals.
The Ministry for Health, NSW Kids and
Families, fellow pillars - ACI, CEC, HETI - and
others will provide additional support where it
is needed.
Progress in developing then implementing
those plans will be written into Service
Agreements and monitored by NSW Kids
and Families.

well as mental health care and the transition

This is but a start. A Paediatric Surgery

between paediatric and adolescent services.

framework for sustainable services across

He went on to suggest the establishment of
NSW Kids and Families and that:
“Clearly, one of the early considerations for

all of NSW, including country hospitals, will
follow. As will a state-wide framework for
paediatric medical care provided throughout
NSW hospitals.

NSW Kids and Families will be to investigate
the question of what is the best configuration
for the delivery of all acute care services in
public hospitals in NSW.”[2]
This Framework, which refers to paediatric
surgery in metropolitan hospitals, is the first
tranche of that ‘early consideration’.

Jillian Skinner MP
Minister for Health
Minister for Medical Research
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FOREWORD
In the provision of appropriate services for

in addressing the above balance and in

children as close to home as possible, there

developing a state-wide framework to serve

is an important balance between proximity

all children who require healthcare, wherever

of access and the concentrated expertise of

they live and whatever their presentation.

specialist children’s hospitals. Key elements
informing this balance include: clinical triage

The guidance and contributions of the

and selection, relative volumes of activity,

Surgery for Children in Metropolitan

local role delineation and capacity, workforce

Sydney Steering Group (Appendix 1) and

trends as well as a continuing exploration of

Working Group (Appendix 2) are deeply

quality, safety and risk.

appreciated and gratefully acknowledged.
The advice and feedback received from a

The Surgery for Children Framework seeks

broad range of clinicians, managers and

to address a component of that balance,

organisations in various consultations has

focusing on surgical presentations and limiting

been an integral and valuable part of the

initial recommendations to metropolitan

engagement and development process. The

Sydney. That deliberate priority was driven

support of the Surgical Services Taskforce is

by challenging trends and identified risk

specifically acknowledged.

factors. Distinct domains of emergency and
planned surgery required different and specific
approaches within that spectrum.
This Framework is one essential building block
of a broader and continuing commitment
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Prof Les White AM
NSW Chief Paediatrician
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EXECUTIVE SUMMARY
The Surgery for Children in Metropolitan

of age in Designated Sites. These proposals

Sydney Strategic Framework is intended

build on the previous work undertaken by

to facilitate and guide the delivery of

the Surgical Services Taskforce (2008), which

appropriately selected surgical procedures

focussed on emergency surgical procedures

for children as close to home as possible.

for the 12-16 year age group.

Balancing the perspectives of stratification
according to clinical risk, age group and

The expansion of appropriately selected

local capacity along with the historic trend

Planned surgical activity within the LHD

of reduced surgical activity outside the

of residence is considered to be safe and

children’s hospitals, constitutes a complex

appropriate clinical care, consistent with

challenge, recognised both nationally and

agreed service models and an essential

internationally. The NSW data analyses

element of capacity building for the future.

suggest substantial variation in the proportion

Such expansion will require operating

of children receiving surgical care within

sessions, outpatient clinics and arrangements

the LHD of their residence. These data are

with SCHN to divert and/or transfer back

influenced by historic factors and proximity

appropriate activity, including from existing

to one of the two specialist sites of the Sydney

waiting lists.

Children’s Hospitals Network (SCHN), in addition
to the clinical criteria relating to the child.

The 2013/2014 LHD Performance Agreements
include Service Measures in Schedule E for

The approach taken in this Strategic

both Emergency and Planned surgical activity

Framework distinguishes between Emergency

for children, described and monitored as:

and Planned surgical activity for children.

“Proportion of children (up to 16 years) treated

In the Emergency setting, an algorithm

within their LHD of residence”. During these

template has been produced to encompass

initial 12 months, data will be measured,

the key principles and decision points for safe

monitored and further refined. Discussions

and appropriate care of children in a timely

will take place with Sydney Metropolitan

manner. Each LHD is asked to adapt the

LHDs to determine appropriate targets and

template and to identify one or more

corresponding increments in activity for

LHD-Designated Paediatric Surgical Sites with

the subsequent years. Discussions will also

the capacity and the volume of activity to

include further aspects of engagement and

manage the expectations of the algorithm.

communication with service providers as

Other LHD sites may also adapt aspects of the

well as the community.

algorithm and local protocols for directing or
transporting children from such LHD sites to

The current recommended actions only apply

the Designated Site as required.

to Sydney Metropolitan LHDs, excluding
Illawarra and Central Coast, and are provided

For the purpose of the algorithm, and

in the context of current workforce capacity.

specifically age thresholds, surgical specialties

It is proposed that subsequent phases of this

are recognised to fall into two categories:

work will encompass a state-wide planning

those where paediatric specific training and

process and will incorporate workforce

experience are consistently provided and

capacity building in collaboration with the

those where such training and experience

professional colleges and associations as well

are variable. In general, anaesthesia for non-

as respective components of NSW Health.

complex, non-tertiary surgical procedures
is expected to be provided down to 3 years
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1. INTRODUCTION
The challenges inherent in the provision of safe

appropriate workforce expertise and have

and appropriate surgical services for children

generally addressed the needs of children

as close to home as possible, while ensuring

requiring surgery. That is not to say that there

selective but highly responsive access to the

are not current and increasing challenges

specialist expertise of children’s hospitals,

in sustaining and enhancing rural/regional

have been recognised both nationally and

services. The Rural Surgery Futures (2011-2021)

internationally

. Some jurisdictions have

[1-7]

Report states that there has been a “gradual

produced comprehensive standards in order

reduction in surgery for children undertaken in

to address the challenge. The Royal College

rural hospitals resulting in more routine cases

of Surgeons of England focused their attention

being undertaken by the specialist paediatric

on general paediatric surgery services and

centres”[16]. However, the relative proximity of

placed particular emphasis on development

the metropolitan Sydney population to one

of local provider networks

[4, 7-8]

and, along with

other authorities, the configuration, support
and governance of such services

.

[1-10]

of two Children’s Hospital sites has been a
substantial and particular contributing factor
to the historic shifts in the balance.

There is broad agreement that it is not the

Other contributing factors to the excessive

purpose or intent of children’s hospitals to

flow of paediatric surgical patients to the

undertake all surgical procedures for their

two Sydney Children’s Hospitals Network

wider tertiary referral population and it is

(SCHN) sites for non-tertiary surgical

important to support appropriately distributed

procedures include:

district facilities with adequate workforce,
resources and volume of activity. While certain
conditions, scenarios and presentations are
readily identified as requiring the concentrated
expertise of the children’s hospitals, in other
instances the thresholds are more controversial.
General paediatric surgery, in particular, is
a field where debate continues regarding
contributions of clinical complexity, type of
procedure, relative volume, the age of the
patient, along with the role and distribution of
specifically trained specialists[1-14]. The literature
on the management of suspected appendicitis
exemplifies these issues[7-8, 11-13]. The various
service models that have been proposed
recognise not only the importance of both
district and specialist/tertiary components of
surgical care but also that of the networked
relationship and connectedness between the
two tiers

.

[1-13]

• Increasing specialisation within adult
surgical domains.
• Reduced exposure of adult surgeons and
anaesthetists to children during training
and practice, with particular emphasis on
general surgery.
• Concerns regarding heightened clinical
and medico-legal risks in children.
• Competitive pressures on professional
workload capacity and on operating
theatre time in district facilities.
• General paediatric surgery has emerged
as an important expert discipline but the
workforce has not grown sufficiently to
manage all general surgery for children.
• Historic financial incentives for the
increased flow of paediatric surgical
activity from metropolitan facilities to the

In NSW, concerns have been expressed
regarding shifts in this activity balance
from metropolitan Sydney facilities to the
Children’s Hospitals[11, 14-15]. Trends are readily
demonstrable for certain specific procedures
such as appendectomy[10-11]. Importantly,
regional centres in NSW have maintained
their capacity, selected and supported

Children’s Hospitals.
• Prior operational decisions made at Area
Health Service/Local Health District (LHD)
and facility level to reduce or discontinue
the provision of paediatric surgery,
inconsistent with the NSW Guide to the Role
Delineation of Health Services (2002).
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There is very broad consensus that

relatively urgent surgery eg. appendicitis,

LHD-based facilities in metropolitan Sydney

torsion of the testis. A recent Coronial Inquest[18]

should provide more non-tertiary surgical

into the death of an 8 year old boy following

services for children and that the SCHN sites

delayed surgical intervention (including

would benefit from a reduction of non-tertiary

reported delays in: recognising the seriousness

inflows and the consequent enhanced

of his condition; escalating his care and

capacity to effectively address the tertiary

transferring him from a Metropolitan Hospital

needs of the state, in collaboration with the

to a Specialist Children’s Hospital), highlighted

John Hunter Children’s Hospital.

such concerns as well as the need to look
beyond the 12-16 year old age group. In

Four previous NSW Health reviews/reports

response, the Metropolitan Hospital concerned

have recognised and highlighted the

convened a Working Party: “Safe Surgical

challenges inherent in the provision of surgery

Management of Paediatric Patients,” to review

for children:

and further develop the hospital’s protocols.
The Working Party included the NSW Chief

• Surgical Services Taskforce (SST) Paediatric

Services Taskforce. The Ministry of Health

Paediatric Surgical Sites, 2008 .

subsequently undertook to establish a process

[14]

• Special Commission of Inquiry into
Acute Care Services in NSW Public
Hospitals, 2008.
• Surgery Futures, A Plan for Greater
Sydney, 2011[15].
• Rural Surgery Futures (2011-2021),
NSW Health, 2011[16].
Of particular note, in 2008 the Surgical
Services Taskforce specifically reviewed
services for children presenting to mixed
emergency departments with conditions
requiring surgery[14]. A Paediatric Sub
committee was convened to address the
problem of the increase in such emergency
referrals to the Children’s Hospitals in Sydney
for non-tertiary surgical procedures. In
examining the available data, the sub
committee determined that the age group of
immediate emphasis would be 12-16 year olds
and, with agreement by the Sydney-based
Children’s Hospitals, the strategies developed
addressed this cohort. The Recommendations
that followed were broadly supported but
variably implemented and are a key building
block of the current project.
A further aspect of concern has been the
recognised risk, as well as occasional
adverse events, including deaths, related
to inappropriate and/or delayed transfers
of children presenting to mixed emergency
departments with conditions requiring

8

Paediatrician and the Chair of the Surgical

Surgery Model For Designated Area

to review the provision of surgical services for
children of all ages in NSW with particular
initial emphasis on metropolitan Sydney.
The Surgery for Children in Metropolitan
Sydney Project was established to review and
analyse current trends, to provide guidance in
safely and appropriately increasing surgical
procedures undertaken in metropolitan LHDs
and to begin a collaborative process of flow
reversal. The project team comprised two
major structures: the Steering Group of senior
executives representing key stakeholders
(Appendix 1) and the Working Group of
clinicians and managers across a range of
disciplines, locations and clinical
settings (Appendix 2).
The project team undertook to review
existing activity and flow data across NSW.
The subsequent process incorporated both
expert input from participants and also
further consultation with key organisations
and professional bodies. It became apparent
that appropriate categorisation of the data
and related analyses needed to separate
Emergency activity from Planned activity.
Key data elements for Emergency activity
include: age group of patient, LHD of
residence, surgical speciality and facility
where the surgical operation was performed.
For Planned surgical activity the key data
elements include: surgical specialty, alignment
of respective DRG with NSW Health flag for

paediatric specialist/tertiary status, LHD of

What follows is a description of the Strategic

residence and the facility where the operation

Framework incorporating the key principles

was performed.

and recommended actions arising from
the Surgery for Children in Metropolitan
Sydney Project.

2. PURPOSE OF THE PROJECT
AND FRAMEWORK
The purpose of the Project and the

patterns of and impediments to work

recommended Strategic Framework is to guide

being undertaken at facilities within the

and enable provision of appropriately selected

LHD of residence.

surgical operations for children residing in the
Sydney metropolitan region, as close to home

The recommended actions consider

as possible in a safe and appropriate manner.

opportunities for a standardised approach
within the current workforce context and,

The Project sought to identify and address key

consistent with LHD domains of responsibility

issues related to the number of non-tertiary

for their population, as the first stage of a

surgical procedures and subsequent care

longer term state-wide planning process for

undertaken at the two SCHN sites, as well as

sustainable services.

3. SCOPE OF THE FRAMEWORK
3.1 POLICY AND SERVICE PLANNING CONTEXT
It is currently the responsibility of NSW LHDs

Policy Directive 2010_034: Children

to engage relevant clinicians to ensure each

and Adolescents - Guidelines for Care

health facility delivers services that meet the

in Acute Settings.

surgery needs of their child population, at the
assessed role delineation level. It is also their

Additionally, there are twelve Clinical Practice

responsibility to develop and implement local

Guidelines (Appendix 3) developed by NSW

protocols or operating procedures that are

Health in conjunction with clinicians to

consistent with NSW Health policies, guidelines

assist health services in the provision of local

and standards.

guidelines/protocols for safe and appropriate
paediatric health care.

The Guide to Role Delineation of Health
Services (2002) is the tool developed by

NSW Health had endorsed the implementation

NSW Health for health service planning and

of the Paediatric Surgery Model for

describes the requirements for designated

Designated Area Paediatric Surgical Sites,

service levels (Appendix 3). The document

as recommended by the Surgical Services

outlines six possible levels of paediatric

Taskforce, 2008[14]. Accordingly, metropolitan

medical and surgical service delivery, which

Sydney LHDs are already expected to

broadly describe the paediatric care that can

undertake, at a minimum, appropriate non-

be delivered at a facility.

tertiary Emergency surgical cases, in the ≥ 12
year age group (or ≥70kgs). Transfer of children

There are a range of NSW Health Policies and

and adolescents to a higher delineated care

Guidelines (Appendix 3) that should be read

facility should be accommodated within

in conjunction with the principles outlined

the LHD unless clinical criteria require a

within this Strategy. Of particular relevance

tertiary level of care and transfer to one of

are the guidelines for the care of children and

the specialist Children’s Hospitals.

adolescents requiring surgery, as outlined in
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3.2 GEOGRAPHY
The recommended Strategic Framework

The proposals for continuing work and further

applies to Sydney metropolitan LHDs excluding

development are applicable state-wide.

the Illawarra and Central Coast.

3.3 POPULATION
The Project scope was to consider children

The NSW Health (2002) Role Delineation

aged between 1 month and 16 years (up to

Document (Appendix 3) defines the lower

16th birthday).

age limits for facility level Paediatric
Surgery services:

LEVEL

AGE

SURGERY TYPE

4

>1 Month

Moderate & selected major surgery types

5

All Ages

Most major excluding complex congenital malformations

6

All Ages

All

3.4 CLINICAL CONTEXT
The clinical context is surgical presentations

All recommendations are subject to

and/or diagnoses which are deemed to be

appropriate clinical judgement and individual

non-tertiary with no serious co-morbidities

circumstances as they apply to a particular

and complications.

patient. Clinical criteria requiring a tertiary
level of paediatric care will supersede

Emergency presentations and Planned surgical

other determinants, with the exception of

activity are addressed separately in this

extreme urgency requiring immediate local

document using distinct and specific criteria.

intervention (eg torsion of the testis).

3.5 WORKFORCE CONTEXT
These recommended actions are designed

of appropriate surgeons and anaesthetists and

and expected to be initiated within the context

their participation in agreed rosters and scopes

of current capacity and in recognition of

of practice.

recent trends of decreased training, exposure
and skills maintenance in the care of children

Proposed targets in service delivery will

within some surgical specialties.

require a staged approach and, in the longer
term, include enhancements of workforce

In order to implement the recommendations

capacity and scope of practice.

in both the Emergency Surgery and Planned
Surgery sections of the Strategic Framework,

Further developments are anticipated to

each LHD will need to involve the appropriate

encompass a state-wide planning process

workforce in each relevant specialty and

to address all aspects of surgery for children.

document respective agreements. The

These longer term plans will require a

approaches to Emergency and Planned

collaborative and sustainable approach

activity will be different. Local implementation

to workforce training, planning and skills

of the Emergency Department algorithm

maintenance, as described in section 7.

template, in particular, will require the support
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3.6 ACTIVITY AND FLOW DATA ANALYSES
The Project team undertook extensive

Figures 1 & 2 exemplify state-wide summary

analyses of Emergency and Planned Surgery

data. The display lists LHDs of residence across

activity for children within respective LHDs

the top and the LHD (or SCHN) where the

of residence and beyond. Data were sorted

activity was undertaken vertically on the left

by age, service related group (SRG), specific

side. The highlighted intersections (diagonal)

facility of the operation, flows to SCHN of

are the numbers of DRGs where surgery

resident children and proportion of operations

was undertaken on LHD resident children

undertaken within the LHD of residence

within the same LHD. Totals are provided in

(termed “Retention”). In addition, the NSW

both axes. Below each vertical column the

Health flag for “Paediatric Specialist Activity”

percentage “Retention” is calculated to be

(see Section 5 and Appendix 3) was applied

the activity undertaken within the LHD as a

to analyses of Planned surgical data. The

proportion of all surgical activity undertaken

Strategic Framework recommends continuing

for resident children of the respective LHD.

monitoring of a range of measures reflecting

There are recognised differences between

both state-wide and LHD-specific data

LHDs, including proximity to one of the two

and trends. Service Measures are included

specialist Children’s Hospitals of the SCHN,

in Performance Agreements and locally

as well as historic factors.

appropriate targets will be negotiated.

4. STRATEGY FOR EMERGENCY SURGICAL
PRESENTATIONS
4.1 EMERGENCY SURGERY ACTIVITY
The summary of state-wide activity for

In further analysis, Emergency Surgery activity

Emergency Surgery is provided in Figure 1

for children across NSW is dominated by the

and explained in Section 3.6.

Service Related Groups (SRGs) of Orthopaedics
and “Non-Subspecialty” (General) Surgery.
The Table shows activity for the top 5 SRGs
in 2012/13 for children aged 1 month
to 16 years.

EMERGENCY SURGERY: TOP 5 SERVICE RELATED GROUPS (NSW 2012/13)
1

Orthopaedics

3752

2

Non-Subspecialty

2640

3

Urology

393

4

Ear, Nose & Throat

343

5

Plastic & Reconstructive

307

11
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FIGURE 1: EMERGENCY SURGERY ADMISSIONS FOR CHILDREN IN NSW: PATIENT FLOWS FOR 2012/13 FINANCIAL YEAR
Data Notes:
+ Covers the period: 1/7/2012 to 30/6/2013, Source: Admitted
Patient Data Collection, HIE extracted 12/8/2013

+ Includes all patient stays (ie formal admission to formal
discharge) where a surgical DRG was assigned based on the first
episode of care and recorded using AN-DRG surgical partition,
version 5.2 AN-DRGs

+ LHD of residence of the patient is based on the SLA
of the patient and the December 2010 boundaries

LHD OF RESIDENCE OF CHILD
GREATER SYDNEY
METRO

GREATER SYDNEY METRO

S W SY D N E Y

S E SY D N E Y

W E S T E R N SY D N E Y

NE P E A N BL UE M O UN TA I N S

N O R T H E R N SY D N E Y

I L L AWAR R A S H OA LHAV E N

C E NTR AL C OAS T

HUNTE R

N O R TH E R N N SW

M I D N O R TH C OAS T

S OUTH E R N N SW

M U R RU M B ID G E E

WE S TE R N

FAR WE S T

G R AN D TOTAL

X630 SCHN

315

642

595

1092

255

390

133

61

70

11

22

18

40

98

.

3742

X700: Sydney

172

27

17

12

2

16

4

2

3

1

4

1

5

4

.

270

X710: SWS LHD

14

685

6

9

2

3

2

1

.

.

2

1

.

1

.

726

X720: SES LHD

12

25

240

5

2

5

26

.

3

.

1

1

1

3

.

324

X740: WS LHD

2

13

1

140

9

4

1

1

2

.

.

.

1

3

.

177

X750: NBM LHD

.

16

1

63

311

2

2

2

3

.

2

1

1

15

.

419

X760: NS LHD

7

8

11

20

6

578

2

14

5

.

2

.

4

3

.

660

X730: IS LHD

1

5

2

2

1

1

278

.

.

1

.

4

.

1

.

296

GREATER
SYDNEY
METRO

SY DN EY M ET R O

TREATING
LHD

R E G I O NAL , R U R AL &
N O N -SY DN EY M ET R O

REGIONAL, RURAL & NON-SYDNEY METRO

SYDN EY

Where age 1 month
up to 16 years.

X770: CC LHD

2

1

.

3

5

2

.

350

17

.

.

.

.

.

.

380

X800: HNE LHD

.

1

3

8

1

6

1

26

1027

2

29

.

.

2

.

1106

X810: NNSW

.

.

2

.

.

.

1

.

4

258

5

.

.

2

.

272

X820: MNC LHD

1

.

1

1

.

.

1

1

11

17

206

.

.

1

.

240

X830: SNSW

1

3

1

.

.

1

1

.

1

.

.

70

1

.

.

79

X840: MLHD

.

1

.

2

1

2

2

.

.

.

.

.

247

5

.

260

X850: WNSW

.

2

.

5

11

.

.

.

11

.

.

1

5

413

.

448

X860: FW LHD

.

.

.

.

.

.

.

.

.

.

.

.

.

.

10

10

Grand Total

527

1429

880

1362

606

1010

454

458

1157

290

273

97

305

551

10

9409

* % Retention

33%

48%

27%

10%

51%

57%

61%

76%

89%

89%

75%

72%

81%

75%

100%

*Number of surgeries undertaken at LHD of residence / Total number of surgeries for LHD residents x 100 = % retention

4.2 LHD-DESIGNATED PAEDIATRIC SURGICAL SITES
The Paediatric Surgery Model for Designated

As a starting point in this designation process,

Area Paediatric Surgical Sites (NSW Surgical

the newly established LHD-Designated

Services Taskforce Paediatric Surgery

Paediatric Surgical Sites, would need to meet the

Subgroup, October 2008) introduced the

criteria for level 4 role delineation in Paediatric

concept of a “Designated Area Paediatric

Medicine (including an appropriately staffed

Site” for 12-16 year olds . The site was defined

paediatric ward) as well as essential elements of

as “a designated secondary facility with

paediatric care in the Emergency Department,

appropriately trained nurses, paediatricians,

operating theatres and post operative recovery

anaesthetists, ICU/HDU cover and mentorship

facilities, as outlined in Policy Directive 2010_034:

from Tertiary Paediatric Hospital”. While the

Children and Adolescents - Guidelines for

model was supported in principle its uptake

Care in Acute Settings[19] and consistent with

by LHDs has been limited.

published Australian standards for paediatric

[14]

care (Appendix 3).
It is recommended that this concept be
adopted and extended, in stages if necessary,

The LHD will need to follow a process of

across the paediatric age spectrum.

engagement and documentation regarding
the Designated Site, participation by surgeons

It is expected that each LHD will designate

and anaesthetists as well as agreed annual

an appropriate number of sites, hereafter

targets of activity. This process will be further

called LHD-Designated Paediatric Surgical

informed by the work of the NSW Health

Sites, to deliver Emergency surgical

Credentialing and Scope of Clinical

operative services to children in defined

Practice Board.

categories with mechanisms for rapid transfer
from other facilities within the LHD, as and
when appropriate.

4.3 DEFINED CATEGORIES FOR ADULT SURGICAL SPECIALTIES
In response to clinical expert advice, surgical

specific experience within their training

specialties have been categorised in two

programme while others do so variably. The

groups to recognise that some specialties

table below lists the surgical specialties with

consistently include adequate paediatric

adequate or variable paediatric training.

Surgical Specialties with

Surgical Specialties with

Adequate Paediatric Training

Variable Paediatric Training

Orthopaedic surgery

General adult surgery

Otolaryngology, head & neck surgery (ENT)

Hand surgery

Plastic & reconstructive surgery (Plastics)

Urology

Ophthalmology

Neurosurgery
Vascular surgery

Note: Anaesthesia training also aligns
with this category

Cardiothoracic surgery
Oral & faciomaxillary surgery
Gynaecology

13

This categorisation is of particular relevance

mixed EDs. Procedures not encompassed

to the design and implementation of safe and

in this categorisation include: dental

appropriate systems for Emergency care of

surgery, trauma, obstetrics and

children presenting with surgical problems in

interventional radiology.

4.4 AGE THRESHOLDS IN EMERGENCY SURGERY
Consultation undertaken by the Project team

Surgical specialties in the Category

confirmed that most surgeons, including those

with variable training

in the Category without adequate paediatric

Surgical specialties in the Category with

training, would generally be comfortable with

variable training (as described above) have

the provision of care to children aged 12 years

the current capacity to undertake operative

and above, as by the age of 12 the child’s

procedures in patients down to and including

physiology approximates the adult patient.

12 years of age in LHD-Designated Paediatric

Based on advice received from professional

Surgical Sites. A number of facilities have

bodies relating to paediatric anaesthesia, it is

demonstrated capacity and practice below

anticipated that LHD-Designated Paediatric

that age threshold. It is expected that, as

Surgical Sites will have the capacity to provide

a minimal starting point, LHDs will ensure

emergency anaesthesia for non-complex

provision of operative procedures for children

surgery of children down to 3 years of age

12 years (from 12th birthday) and over in

(from 3rd birthday). In most circumstances,

their LHD-Designated Paediatric Surgical Sites.

children aged less than 3 years are referred

Patient weight and clinical circumstances will

to a Specialist Children’s Hospital. The NSW

be additional considerations.

Health Role Delineation (2002) dictates that
only Children’s Hospitals will undertake

LHDs are to be encouraged and supported

surgery in the first month of life (Appendix 3).

in undertaking activity below this minimum

Children with clinical co-morbidities or tertiary

requirement, consistent with local capacity

care needs should be referred to a Specialist

and protocols. LHDs will work towards

Children’s Hospital at any age.

lowering the 12 year age threshold with the
goal of approaching, in a staged process,

Surgical specialties in the Category

a 3 year age threshold for an increasing

with adequate training

proportion of non-tertiary surgical activity.

Surgical specialties in the Category

Such undertakings should be documented

with adequate training have the current

within the LHD service plans and role

capacity to provide operative procedures

delineation profiles.

for younger children in LHD-Designated
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Paediatric Surgical Sites. The age threshold

The LHD age thresholds are templates for

in this category will often be determined

guidance and will be further varied in

by anaesthetic definitions. Anaesthetic

accordance with clinically appropriate care

services (as described above) generally define

relating to individual patient circumstances.

the age thresholds for surgical operations

It is recognised that younger children requiring

down to and including 3 years of age (from

intra-abdominal surgery are more likely to

3rd birthday) in LHD-Designated Paediatric

need tertiary paediatric surgical, medical and

Surgical Sites. These tend to be non-complex

anaesthetic expertise. To exemplify, younger

procedures following injuries/presentations

children presenting with appendicitis are often

involving a single limb or site/organ. Patient

clinically complex. For such children working

weight and clinical circumstances will be

towards an age threshold of 8 years (rather

additional considerations.

than 3 years) is considered more appropriate.

4.5 MEASURES/TARGETS FOR APPROPRIATE EMERGENCY
SURGERY ACTIVITY
The 2013/2014 LHD Performance Agreements

in subsequent years. Details of the data

include, in Schedule E, a new Service Measure

dictionary and definitions can be found at:

entitled: “Surgery for Children (Emergency

http://internal4.health.nsw.gov.au/hird/view_

Surgery): Proportion of children (up to 16 years)

data_resource_description.cfm?ItemID=18429.

treated within their LHD of residence”. The

Service measures and targets for appropriate

intent is to measure, monitor and understand

categories of surgical activity will be further

the pattern of activity in respective LHDs in

discussed and negotiated with respective

the current year and move to specific targets

metropolitan LHDs.

4.6 ALGORITHM TEMPLATE FOR THE MANAGEMENT OF
CHILDREN WITH SURGICAL PROBLEMS IN THE
EMERGENCY DEPARTMENTS OF METROPOLITAN SYDNEY
LHD-DESIGNATED PAEDIATRIC SURGICAL SITES
(SEE ALSO APPENDIX 4)
The algorithm (Appendix 4) for the

• A maximum of 2 hours as the interval

management of children with surgical

between presentation and decision to

problems in a mixed emergency department

admit/operate or transfer.

(ED) of Metropolitan Sydney LHD-Designated
Paediatric Surgical Sites has been designed as
a template for local adaptation by respective
LHDs. Superscripted, explanatory notes are
provided (Appendix 4), with the intention that
they be printed on the back of the algorithm
page. Non-designated LHD sites may also
adapt relevant aspects on the back
of the algorithm.

• When it is determined that a patient
requires transfer to a tertiary paediatric
facility (Specialist Children’s Hospital),
continuing management of that patient
is undertaken by the local team, in
consultation with the specialists at the
respective Children’s Hospital and/or NETS,
until the time of transfer.
• Easily accessible, consistent support

The algorithm recognises the two Categories

throughout the 24 hour cycle is to be

of surgical specialties (Sections 4.3 and 4.4)

available from the two Specialist Children’s

and the related age thresholds for work

Hospitals within the SCHN. Should the

expected to be undertaken within the

template be adapted beyond metropolitan

Paediatric Surgical Sites. It also emphasises

Sydney, the John Hunter Children’s Hospital

the importance of developing and

(JHCH) will be part of the support system.

documenting capacity beyond the current
or initial threshold.
Essential elements of the ED algorithm and ED
procedures include:
• Early recognition of children with surgical
presentations and rapid escalation to the
most senior clinician available on site.

• For particular emergencies at all ages,
where the risk due to time delay in
transferring the patient is considered
paramount, urgent local intervention
should be provided with the appropriate
support of specialists from the respective
Specialist Children’s Hospital, as exemplified
by torsion of the testis.

• Timely availability of surgical and
paediatric services for consultation and/or
participation in management, whether or
not the patient is to have an operation or
admission at the site.
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5. STRATEGY FOR PLANNED SURGICAL
OPERATIONS FOR CHILDREN
5.1 PLANNED SURGERY ACTIVITY
The summary of state-wide activity for

Recent data (2012/13) for children aged 1

Planned Surgery is provided in Figure 2 and

month to 16 years by Service Related Groups

described in Section 3.6.

(SRGs) across NSW show ENT to be particularly
dominant, followed by Orthopaedics and
“Non-Subspecialty” (General) Surgery.

PLANNED SURGERY: TOP 6 SERVICE RELATED GROUPS (NSW: 2012/13)
1

ENT

7360

2

Orthopaedics

2547

3

Non-Subspecialty Surgery

1693

4

Urology

1213

5

Plastic & Reconstructive

1076

6

Ophthalmology

793

Activity in the top six SRGs has been further

identification of activity more appropriately

analysed using the method exemplified in

handled in tertiary facilities (Appendix 3).

Figure 2 and explained in Section 3.6, in order

The 2009 algorithm determining the “Specialist

to assist modelling of potential changes for

Flag” consists of eight criteria applied within

individual specialties.

a hierarchical model to determine specialist
status. The term “non-specialist” in this context
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NSW Health developed an approach to

is used for residual activity. This method was

measuring “Paediatric Specialist Activity”

applied in the Project to further understand

in 2004, subsequently updating it in 2009.

Planned Surgery activity and can be repeated

The model includes a “Specialist Flag” for the

as part of monitoring change.

FIGURE 2: PLANNED SURGERY ADMISSIONS FOR CHILDREN IN NSW: PATIENT FLOWS FOR 2012/13 FINANCIAL YEAR
Data Notes:
+ Covers the period: 1/7/2012 to 30/6/2013, Source: Admitted
Patient Data Collection, HIE extracted 12/8/2013

+ Includes all patient stays (ie formal admission to formal
discharge) where a surgical DRG was assigned based on the first
episode of care and recorded using AN-DRG surgical partition,
version 5.2 AN-DRGs

+ LHD of residence of the patient is based on the SLA of the patient
and the December 2010 boundaries

LHD OF RESIDENCE OF CHILD
GREATER SYDNEY
METRO

R E G I O NAL , R U R AL &
N O N -SY DN EY M ET R O

GREATER
SYDNEY
METRO

SY DN EY M ET R O

S OUTH E R N N SW

M U R RU M B ID G E E

WE S TE R N

FAR WE S T

G R AN D TOTAL

681

M I D N O R TH C OAS T

497

N O R TH E R N N SW

1444

HUNTE R

N O R T H E R N SY D N E Y

984

C E NTR AL C OAS T

NE P E A N BL UE M O UN TA I N S

1312

W E S T E R N SY D N E Y

609

S E SY D N E Y

S W SY D N E Y

X630 SCHN

SYDN EY

TREATING
LHD

REGIONAL, RURAL & NON-SYDNEY METRO

I L L AWAR R A S H OA LHAV E N

SYDNEY METRO
Where age 1 month
up to 16 years.

329

226

282

16

92

103

118

264

1

6958

X700: Sydney

166

130

40

66

10

29

10

4

8

.

.

.

3

7

.

473

X710: SWS LHD

43

977

8

22

8

2

9

1

.

1

.

3

1

2

.

1077

X720: SES LHD

32

69

237

12

5

10

47

2

6

1

1

1

2

4

.

429

X740: WS LHD

19

156

10

162

21

4

1

.

6

.

.

12

1

2

.

394

X750: NBM LHD

4

27

1

150

422

1

2

1

1

.

.

1

1

40

.

651

X760: NS LHD

8

21

2

99

7

495

3

35

11

1

.

1

5

12

.

700

X730: IS LHD

.

21

1

6

.

1

731

.

.

.

1

28

.

.

.

789

X770: CC LHD

.

.

.

1

1

2

2

673

28

.

.

1

.

2

.

710

X800: HNE LHD

1

.

.

.

.

.

1

39

1467

3

82

1

.

9

.

1603

X810: NNSW

1

.

1

.

.

.

.

.

9

570

2

2

.

.

.

585

X820: MNC LHD

.

.

.

.

1

.

.

.

15

28

316

.

.

.

.

360

X830: SNSW

.

2

.

.

.

.

1

.

.

.

.

160

2

.

.

165

X840: MLHD

.

.

.

.

.

.

1

.

2

1

.

2

468

12

2

488

X850: WNSW

.

1

.

.

27

.

.

2

11

.

1

2

12

887

.

943

X860: FW LHD

.

.

.

.

.

.

.

.

.

.

.

.

.

.

24

24

Grand Total

883

2717

1285

1962

999

1226

1137

983

1846

621

496

317

613

1241

27

16353

* % Retention

19%

36%

18%

8%

42%

40%

64%

68%

79%

92%

64%

50%

76%

71%

89%

*Number of surgeries undertaken at LHD of residence / Total number of surgeries for LHD residents x 100 = % retention
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5.2 PRINCIPLES FOR EXPANDING PLANNED SURGERY
ACTIVITY IN THE LHD OF RESIDENCE
The key determinants for guiding

Such planning needs to be modelled,

recommendations regarding Planned

negotiated and adapted by LHDs for each

surgical operations for children are the LHD

of the specialties under consideration. ENT,

of residence, the volume of activity and the

orthopaedics and general paediatric surgery

NSW Health definitions of the Flag for Specialist

will constitute the bulk of (non-tertiary)

Paediatric Activity.

Planned activity at LHD level.

The expansion of appropriately selected

There are a number of models and

Planned surgical activity within the LHD

opportunities for the deployment or contracting

of residence is considered to be safe and

of appropriately skilled surgeons to perform

appropriate clinical care, consistent with

such Planned activity, including arrangements

agreed service models and an essential

with the SCHN and surgeons working in

element of capacity building for the future.

the SCHN.

Such expansion requires operating sessions,
outpatient clinics and arrangements

The Nepean Blue Mountains LHD has initiated

with SCHN to divert and/or transfer

an agreement with SCHN to shift activity for

appropriate activity.

children resident in their LHD and requiring
non-tertiary ENT surgery from CHW to

It is recommended that the LHD-Designated

Nepean Hospital. These arrangements are

Paediatric Surgical Sites (see Section 4.2)

accompanied by joint training initiatives.

defined for Emergency Surgery are also the
optimal choice for Planned activity, due to
the benefit of support structures and also
workforce development.

5.3 MEASURES/TARGETS FOR APPROPRIATE PLANNED
SURGERY ACTIVITY
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The 2013/2014 LHD Performance Agreements

in subsequent years. Details of the data

include in Schedule E a new Service Measure

dictionary and definitions can be found at:

entitled: “Surgery for Children (Planned

http://internal4.health.nsw.gov.au/hird/view_

Surgery): Proportion of children (up to 16 years)

data_resource_description.cfm?ItemID=18429.

treated within their LHD of residence”. The

Service measures and targets for appropriate

intent is to measure, monitor and understand

categories of surgical activity will be further

the pattern of activity in respective LHDs in

discussed and negotiated with respective

the current year and move to specific targets

metropolitan LHDs.

6. SUMMARY OF RECOMMENDED INITIAL
ACTIONS FOR METROPOLITAN LHDs
• Consider the LHD-specific context and
implications of the Surgery for Children in
Metropolitan Sydney Strategic Framework.
• Review LHD-specific activity data and flows
according to the Service Measures in the

• Consider and plan workforce requirements:
-

appropriate specialists.
-

Health Credentialing and Scope of

• Allocate and progress the LHD-Designated
LHD protocols for transfers.
• Adapt the Emergency Department Algorithm
Template for local implementation.
• Expand Planned Surgery activity for
children, with particular emphasis on ENT,
orthopaedics and general paediatric surgery.
• Propose and negotiate appropriate annual
targets of increased activity in collaboration

Medium term: review and expand
scope in accordance with the NSW

Performance Agreements.

Paediatric Surgical Site(s), including intra-

Short term: involve, select and roster

Clinical Practice process.
-

Long term: support workforce
development and discussions to
redesign training programs in
collaboration with professional colleges,
associations and respective NSW
Health agencies.

• Determine an appropriate LHD
communication strategy and align
with the metropolitan-wide strategy.

with SCHN and NSW Kids and Families.

7. CONTINUING WORK AND FURTHER
DEVELOPMENTS
While these recommendations are provided in

Subsequent phases of this work (as described

the context of current capacity, it is recognised

in Section 3.5) are proposed to incorporate

that a broader and longer term state-wide

state-wide capacity building in collaboration

approach is required to produce a sustainable

with LHDs and the professional colleges

plan for surgical services for the children

responsible for training schemes in surgical

of NSW.

specialties, as well as the Australian Medical
Association, the Australian Specialist Medical

It is proposed that service measures and

Officers Federation, the Health Education and

respective targets (see Sections 4.5 and

Training Institute and Workforce Planning and

5.3) as well as measures of quality and

Development within the Ministry of Health.

safety continue to be developed in the
staged implementation of the above

Future state-wide planning of Surgery for

recommendations across the described

Children will incorporate all NSW LHDs and

domains of activity.

include the tertiary role of the John Hunter
Children’s Hospital.

Implementation of The Framework will require
communication strategies at both LHD and
metropolitan-wide levels; engaging general
practice, other professionals, the Ambulance
Service, relevant other agencies and the
general community.
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ENDORSEMENT
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The Surgery for Children in Metropolitan

An extensive consultation process engaged

Sydney Strategic Framework is commended

a broad range of clinical, management

to respective Local Health Districts (LHDs) in

and planning experts (see Appendix 2 and

support of safe, appropriate and enhanced

3) and their contributions are gratefully

services for resident children. The Framework

acknowledged. The recommended actions are

was developed to address the internationally

intended to commence a process, at both LHD

documented challenge of balancing the role

and state-wide level, of broader planning and

of local/district services with the centralised

development of services and corresponding

expertise of specialist children’s hospitals.

workforce for the future.

Dr Kerry Chant
Chief Health Officer
Deputy Director General
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Prof Les White AM
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Ms Joanna Holt
Chief Executive
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Chief Executive
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Dr Graham Smith
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APPENDIX 3 – NSW HEALTH: POLICY DIRECTIVES, CLINICAL PRACTICE
GUIDELINES AND RELATED DOCUMENTS
NSW HEALTH POLICY DIRECTIVES
PD2010_034

• Children and Adolescents - Guidelines for Care in Acute Care Settings

PD2010_032

• Children and Adolescents - Admission to Services Designated
Level 1-3 Paediatric Medicine & Surgery

PD2010_033

• Children and Adolescents - Safety and Security in NSW Acute Health
Facilities

PD2005_157

• Emergency Paediatric Referrals - Policy

PD2010_031

• Children and Adolescents - Inter-Facility Transfers

PD2009_060

• Clinical Handover - Standard Key Principles

PD2011_077

• Recognition and Management of Patients Who Are Clinically Deteriorating

PD2008_009

• Triage of Patients in NSW Emergency Departments

PD2010_030

• Critical Care Tertiary Referral Networks (Paediatrics)

PD2010_075

• Emergency Department Patients Awaiting Care

NSW HEALTH CLINICAL PRACTICE GUIDELINES FOR ACUTE PAEDIATRIC CARE
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PD2011_038

• Children and Infants - Recognition of a Sick Baby or Child in the
Emergency Department

PD2013_053

• Children and Infants with Acute Abdominal Pain - Acute Management

PD2012_056

• Infants and Children - Acute Management of Asthma

PD2013_044

• Infants and Children - Acute Management of Bacterial Meningitis

PD2012_004

• Infants and Children - Acute Management of Bronchiolitis

PD2010_053

• Children and Infants - Acute Management of Croup

PD2010_063

• Children and Infants with Fever - Acute Management

PD2010_009

• Children and Infants with Gastroenteritis - Acute Management

PD2011_024

• Children and Infants - Acute Management of Head Injury

PD2005_385

• Children and Infants with Otitis Media - Acute Management

PD2009_065

• Children and Infants with Seizures - Acute Management

PD2006_019

• Children and Infants with Sore Throats - Acute Management

OTHER RELEVANT NSW HEALTH GUIDELINES
• Guide to the Role Delineation of Health

• Guidelines for Networking of Paediatric

Services, NSW Department of Health, 3rd

Services in NSW, NSW Department of

edition, 2002, including the Indicative

Health 2002.

List of Paediatric Surgical Procedures for
General Surgery and Levels of Risk

• Defining Specialist Paediatric Activity
Report – 2009; State-wide Service

of Children.

Development Branch, Service Planning
Series NSW Health.

EXTERNAL GUIDELINES AND DOCUMENTS
• The Australasian Triage Scale and

• Standards for the Care of Children

Guidelines for the Implementation of the

and Adolescents in Health Services;

Australian Triage Scale in Emergency

Joint Position Statement by The Royal

Departments (Australasian College of

Australasian College of Physicians,

Emergency Medicine-ACEM 2000).

Association for the Wellbeing of Children

• Australian College of Emergency
Medicine’s Statement on Responsibility
for Care in Emergency Departments.

in Healthcare, Children’s Healthcare
Australasia and Australian College of
Children & Young People’s Nurses.

• Ideal Emergency Department Patient
Journey (NSW Emergency Care Taskforce).
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APPENDIX 4 – NSW HEALTH: ED ALGORITHM TEMPLATE

28

Additional Notes relating to Superscripts:
1.

Within triage category time Australasian Triage Scale. If clinically referred (eg. GP) consider referral information.

2.

Children in extremis must be taken to the resuscitation room and managed by a resuscitation team led by the Doctor in Charge
of the Emergency Department (ED). In these circumstances surgical treatment at the presenting hospital in children of any age
may be necessary and senior surgical anaesthetic and paediatric assistance should be summoned as rapidly as possible.
Clinicians should be specifically credentialed in their scope of practice that they “can act in an emergency to preserve life and/
or reduce life-long serious disability if the risk of immediate intervention is less than the risk of transfer and subsequent delay”.

3.

Consideration for non-accidental injury should occur and this should be managed according to state-wide and hospital
policies, with clear communication to the receiving team of actions taken and those which remain outstanding.

4.

An in-person review by Doctor in Charge of ED (or delegate) should take place whenever possible. However a telephone
consultation could be negotiated in exceptional circumstances and at the discretion of the Doctor in Charge/delegate. This
should be decided on a case by case basis or as clinically indicated.

5.

Where the assessment/review outcome of a child by ED staff and/or surgical teams is “non surgical” or an “unclear” diagnosis,
advice from the paediatric medical team should be readily available. A period of observation in consultation and collaboration
with the paediatric medical team may be appropriate. This may be particularly the case for younger children or those with
medical histories.

6.

For all ages, appropriate surgical review and management should be available within one hour of request by ED staff.

7.

If presentation is surgical and a surgical team within the hospital is not involved in the management of the patient reasons and
actions must be documented.

8.

Metropolitan LHD to set lower age thresholds in “other surgical specialties” for each LHD-Designated Paediatric Surgical
Site. Thresholds must be 12 years old or less, given prior SST recommendations for patients over 12 years. The goal is to
progress towards a threshold of 3 years for most activity without complexity or co-morbidity. For intra-abdominal surgery, the
comparable goal is to progress towards a threshold of 8 years, within the context of the LHD process for scope of practice.

9.

The aim of the decision making time frame is to encourage working together across all hospital teams (and NETS staff where
applicable) for timely response. Disposition refers to the end decision point decision to admit/operate or a decision to transfer.

10. Role delineation dictates that only Children’s Hospitals will undertake surgery in the first months of life.
11. The SCHN should have 24/7 expert rosters to support LHD clinicians at the metropolitan referring sites, as well as consider the
appropriate timing and site of transfer. Beyond metropolitan Sydney, JHCH will be part of the support system.
12. Ultimate responsibility for the decision to transfer rests with the Doctor in Charge of ED at the presenting hospital. Transfer
related communication between senior doctors (ED and Surgical) is recommended. If there are concerns about aspects of
transfer, this should be rapidly escalated to the relevant senior doctors at both hospitals for resolution. Transfer should not be
delayed by unnecessary investigation. The contacted receiving hospital should assist the referring site to locate an alternative
hospital should they be unable to accept the patient.
13. It is the responsibility of the ED team to ensure all children awaiting transfer from that ED continue to be monitored for
deterioration prior to leaving (in partnership/consultation with other hospital teams and NETS as appropriate).

The Algorithm is intended as an accompanying guide to existing policies, procedures and guidelines including
(although not restricted to):
• Triage of Patients in NSW Emergency Departments PD 2008_009
• NSW Health Clinical Practice Guidelines for Paediatric Care

• Recognition and Management of Patients Who Are Clinically Deteriorating PD 2011_077
• Children and Adolescents - Guidelines for Care in Acute Care Settings PD 2010_034
• Critical Care Tertiary Referral Networks (Paediatrics) PD2010_030
• Emergency Paediatric Referrals - Policy PD2005_157

• Emergency Department Patients Awaiting Care PD 2010_031
• Clinical Handover - Standard Key Principles PD 2009_060

• Guidelines for Networking of Paediatric Services in NSW (2002)

• Australasian Triage Scale and Guidelines for the Implementation of the Australian Triage Scale in Emergency Departments
(Australasian College of Emergency Medicine - ACEM 2000)
• Australian College of Emergency Medicine’s Statement on Responsibility for Care in Emergency Departments
• Ideal Emergency Department Patient Journey (NSW Emergency Care Taskforce)
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healthy, safe and well

