Executive summary
Full report available on FutureNHS

GETTING IT RIGHT FIRST TIME

Plastic Surgery, Hand Surgery, and Burn Care
GIRFT Programme National Specialty Report

by Ken Dunn
GIRFT clinical lead for plastic surgery, hand surgery, and burn care September 2024

GIRFT is part of an aligned set of programmes within NHS England



https://future.nhs.uk/GIRFTNational/view?objectId=221262821#221262821

Foreword from Professor Tim Briggs

I am delighted to recommend this Getting It Right First Time review of plastic surgery, hand surgery, and burn care, led by
Ken Dunn.

This report comes as the NHS recovers from the profound changes which arose from the COVID-19 pandemic. The
unprecedented events of 2020-22 - and the extraordinary response from everyone working in the NHS to now recover
services - add greater significance to GIRFT's recommendations, giving many of them a new sense of urgency.

Actions in this report, such as developing and agreeing a common national approach towards elective referrals, can improve
equity of access for patients in need of plastic surgery, hand surgery or burn care, regardless of where they live, and therefore
help to better manage demand. In doing so, we can help the NHS as it faces the substantial challenge of restoring services,
while remaining ready for any future surges, by operating more effectively and safely than ever before.

This wide-ranging report is based on national data and Ken's insights from his deep-dive discussions with clinicians in hub
services across England. It identifies areas of unwarranted variation across plastic surgery, hand surgery, and burn care and
sets out recommendations which can deliver an improved service for both patients and the staff who treat them.

Plastic surgery is a relatively recent specialty which frequently overlaps with other clinical areas - for example, in treating
patients with skin tumours, or those undergoing breast reconstruction. Ken's review has shown that difficulties with coding
and recording such complex interfaces mean this crucial work is not always visible, which in turns hampers analysis and
future planning. He highlights the importance of gathering more detailed and accurate data to ensure services can be planned
and delivered to match patients’ needs.

Thereis also significant unwarranted variation in hand surgery provision across the country, with fragmented services and
no sustainable national plan. | hope that Ken's recommendation for a national planning function for joint ortho-plastics hand,
wrist and nerve work will help to address this. Similarly, | hope this report serves as a catalyst to achieving full designation
of burn services, building on and supporting the numerous reviews and recommendations which have come before it.

Ken has found many examples of excellent practice on his visits, some of which are highlighted in this report. It has been
encouraging to hear about the engagement he has had with colleagues on deep dive visits. This engagement is essential, as
GIRFT cannot succeed without the backing of clinicians, managers, and all involved in improving care and outcomes for
patients in need of plastic surgery, hand surgery, or burn care.

With the recommendations and actions set out in this report, and the urgency of now recovering services in the context of
the COVID-19 pandemic, | hope that GIRFT will provide further support and impetus for all those involved in the specialty
to work together, shoulder to shoulder, to improve treatment, care and outcomes for our patients.

Professor Tim Briggs CBE

GIRFT Programme Chair and National Director of Clinical Improvement for the NHS
Professor Tim Briggs is Consultant Orthopaedic Surgeon at the Royal National Orthopaedic
Hospital NHS Trust, where he is also Director of Strategy and External Affairs. He led the first
review of orthopaedic surgery that became the pilot for the GIRFT programme, which he now
chairs. Professor Briggs is also National Director of Clinical Improvement for the NHS.




Introduction from Ken Dunn

It has been an enjoyable privilege afforded by the GIRFT process to be able to discuss matters of importance with my clinical
and managerial colleagues around the country. This has been despite the pressures on them and the NHS at large, secondary
tothe COVID-19 pandemic. | am grateful for their engagement and impressed by their commitment to their services, some
of which are struggling with long-standing problems exacerbated by the pandemic. The speedy and innovative responses
by many colleagues have given rise to solutions that should be of value to others in the long term.

Given the range and complexity covered by this workstream, it was inevitable that the report would not be able
comprehensively to represent the full list of subspecialty interests. Choosing to concentrate on the issues of access to
services in line with the expectations of the NHS Long Term Plan has allowed conversations in deep dive visits to focus on
one of the aspects most important to patients.

Variation in access to services has been a consistent theme throughout and remains an issue of a significant concern. The
GIRFT process has provided access to national programmes that have been open to the issues identified in this report and
appear committed to helping resolve them. However, the range of unrealised changes currently under way in the NHS means
that some lack of certainty has had to be acknowledged in the report concerning who will be responsible for enacting the
recommendations and how long this might take.

A further consequence of this approach to the workstream is the need to concentrate on higher-level issues affecting
services at an organisational level rather than the detail of service delivery. The latter can be done subsequently.

Should the report recommendations be fully enacted, they will improve the representation of many specialties beyond this
workstream and form a solid basis for any subsequent rounds of deep-dive visits and quality assurance processes. The
recommendations to develop meaningful metrics beyond those currently considered will also help services evaluate their
practice and consider themselves alongside their peers.

Ken Dunn

GIRFT clinical lead for plastic surgery, hand surgery and burn care

Mr Dunn is a consultant plastic and reconstructive surgeon at the
Wythenshawe Hospital, Manchester University NHS Foundation Trust.
He is Director of the Manchester Burns Service and has an honorary
appointment to the Royal Manchester Children’s Hospital.

He is a past Chairman of the British Burn Association, and a past
member of the Council of the British Association of Plastic Surgeons
(now called the British Association of Aesthetic and Reconstructive
Surgeons). He is currently the Medical Director of the International
Burn Injury Database (iBID: www.ibidb.org).
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Statements of support

The British Association of Plastic, Reconstructive and Aesthetic Surgeons
The British Association of Plastic Reconstructive and Aesthetic Surgeons (BAPRAS) welcome the publication of this GIRFT report.

Our specialty covers a wide area of surgical practice and involves regular team-working and collaboration with colleagues
in many other surgical specialties. While this is one of the great strengths of the service we provide, it also means that
collecting data on our activity has always been problematic. Plastic surgeons are not present in every hospital and so enabling
equal access to all patients has also been a challenge. Ken Dunn is therefore to be congratulated for his hard work and
diligence in analysing the data available and in highlighting the areas where improvement is needed in the ability to record
activity and assess outcomes. Our association will maintain its commitment to data collection, focusing on clinically relevant
metrics and patient-reported outcomes and including its various registries.

Work on this report was further challenged by being conducted in the presence of the COVID-19 pandemic. This not only
meant that much of the analysis had to be conducted virtually, but it was also a time when the goal posts were constantly
shifting as ways of working were adapting to the crisis. Many of these innovations have brought about changes that will be
permanent in the way we deliver our services and it is to be hoped that efficiencies and better care will come from this.

The report has made recommendations for improving the way our services are coded, commissioned and delivered. If
properly implemented this could bring about not only more cost-effective and efficient care, but also better equality of
access to those services and improvement in the outcomes for our patients. | look forward to seeing this happen and again
congratulate Ken Dunn, the GIRFT team and all who have contributed to this report.

Ruth Waters FRCS(Plast)
President of BAPRAS

British Burn Association

Patient outcomes are the most important aspect of clinical care. The GIRFT review of plastic surgery and burns provides a
structured review of the delivery of this care nationally, and highlights the importance of collaboration, standardisation of
care and determining agreed outcomes , which can be used to benchmark this care nationally.

This model has been embraced by the British Burn Association which has worked to develop burn care standards, updated
in 2023, as well as burn care outcome measures.

On behalf of the British Burn Association | thank Ken Dunn and all those who contributed to the review, findings and
recommendations in this first GIRFT report on plastic Surgery and burns. We hope that this is report is the starting point
of an ongoing journey to improve patient care and outcomes, and to ensure that we get this care right- the first time, and
every time.

Odhran Shelley
Chair British Burn Association 2024




British Society for Surgery of the Hand

The British Society for Surgery of the Hand (BSSH) is the professional organisation representing hand surgeons in the UK
and a medical charity, working to improve the treatment and outcomes of patients with hand problems.

The BSSH welcomes the publication of this GIRFT report and endorses the recommendations it makes.

Hand servicesinthe UK are currently fragmented. The report acknowledges this and highlights the enormous unwarranted
variation that exists in provision of hand surgery; that contracting of services is spread inequitably across multiple providers,
both NHS and independent sector; that coding for hand procedures is poor and that there is inadequate and inconsistent
reporting of outcomes. Furthermore, hand surgery is a cross-specialty discipline, spanning orthopaedic and plastic surgery,
and future planning of hand services will need to be cognisant of this. The recommendations made, including the introduction
of a separate national planning strategy for hand, wrist and nerve pathology, would, if implemented, address many of
these issues.

In addition, the report offers welcome support for recent innovations in the delivery of hand surgery that have the potential
to significantly increase the scale and cost-effectiveness of treatment for hand patients. Use of alternative surgical venues
away from main theatres, and adoption of alternative anaesthetic practices, including extended local anaesthesia and regional
block techniques, will facilitate timely access to limited theatre and anaesthetic resources.

We would like to thank Ken Dunn and his GIRFT team for all their work in the production of this report, and in particular
for their excellent communications with BSSH, welcoming discussion and engagement at all times.

Sue Fullilove MBBS, BA (1st Class Hons) (Oxon), FRCS (Orth)

Consultant Hand Surgeon, University Hospitals Plymouth
Immediate Past President, British Society for Surgery of the Hand




Executive summary

The GIRFT review of plastic surgery, hand surgery, and burn care covers a wide clinical range and includes the orthopaedic,
as well as the plastic surgery element, of hand surgery.

The specialty frequently works in collaboration with other surgical disciplines and has developed along a largely unplanned
hub and spoke model, whereby sites do not always correspond in a neat geographical sense with the trusts they serve. These
factors, in combination with issues around the current coding (particularly interface recording) for plastic surgery, mean
that it was difficult to analyse the specialty solely in terms of variations in practice of index procedures by trust, as per the
usual GIRFT model.

However, after analysis and investigation we have identified several important opportunities to improve the patient journey
and support optimal care, as well as to address inefficiencies in the way the specialty is structured and its activity recorded,
with all this implies for commissioning, service planning, provision costs, and carbon footprint.

It should be noted that we were conducting our work, including deep-dive visits, when the COVID-19 pandemic hit. We
were able to continue with our work virtually, and insights from the pandemic have fed into the report.

About plastic surgery, hand surgery, and burn care

Plastic surgery is a relatively recent specialty and covers a wide clinical range with many overlaps (burn care is the sole
clinical area that is not shared with another specialty). Keys areas of work include: congenital abnormalities, trauma, skin
tumours, hand surgery, head and neck cancer surgery, breast reconstruction, facial reconstruction, microsurgery, and
aesthetic surgery (as distinct from cosmetic surgery). In addition, support is given to a range of surgical specialties. Difficulties
with interface recording mean this support work is not always visible or properly attributed to the specialty.

The complex hub and spoke arrangement of services means hubs are not always located within the populations they now
serve, which affects patient access. While population-based commissioning aims to address this, the data currently collected
is not robust enough to support optimal service planning.

What we found

We investigated unwarranted variation wherever we found it and applied data analysis to issues raised during our deep-dive
visits. We grouped our findings and subsequent recommendations under the headings below.

Coding and information management

We identified several key problems. The use of NHS trust codes (rather than the specific site codes) to record where activity
happens means that the distribution of work geographically is not always clear, leading to patient access issues where the
location of spoke sites is not optimal. Likewise, the use of treatment function codes to record clinical episodes also requires
refinement to avoid making the work in supporting other services invisible.

There is a lack of consistency in the recording of hand trauma and burn care admissions that distorts the data on elective
and non-elective admissions. More broadly, where surgical care is shared between specialties, the non-admitting specialty
is frequently not acknowledged, leading to under-calculation of clinical work contributed.

Overall, greater granularity and increased accuracy of data is required to ensure services can be planned and delivered to
match clinical need.

Service design and capacity

With the proposed move to deliver more care in primary and community settings, a more detailed understanding is required
of population need relative to patient residence. Likewise, with regard to outpatient capacity, in order to protect outpatient
clinicsitis important that both the procedure and the condition for which it is being done are recorded, so that need can be
quantified and the options for more local provision can be accurately weighted up.

Virtual/remote MDT working came into its own during the pandemic and it is important that such practices become
embedded wherever possible. Tele-referral for trauma and burn care appears to reduce the need to transfer patients for
assessment and improve triage and care overall. A single national system of tele-referral could also provide cover in the
event of a major incident.




Ward and theatre capacity (including the prioritisation of trauma management) are frequently a problem. Improved data
analysis along with a formal system of prioritisation and the use of treatment rooms as appropriate should help address this.

Commissioning

Future commissioning under ICS arrangements will rely on a population-based approach. Rigorous analysis is required to
ensure this improves equity of patient access to services, particularly for complex hub and spoke-based specialties such as
plastic surgery.

We noted some variation in the adherence to specialised commissioning contracts for burn care. Also, services are subject
to local rather than national tariffs, which significantly affects their ability to meet nationally described standards. Related
to this, application of the planned aligned payment and incentive (API) methodology risks embedding existing service
variation and local tariffs. This could also lead to less detailed and accurate coding, as quality assurance data flows
incentivised by the current Payment by Results (PbR) arrangement are likely to be lost.

Elective referral management

Elective referrals from GPs to secondary care can only be made via the NHS Electronic Referral System, but our
investigations revealed problems with the utility of this system, such as the administrative burden involved to incorporate
images, which would facilitate more efficient triage across a range of conditions.

We noted profound variation in equity of patient access in relation to locally implemented policies to manage demand. A
common national approach that avoids blanket bans could improve this situation.

Hand surgery

There is unwarranted variation in hand surgery provision across the country. Services are fragmented and a sustainable
national planis lacking. A national planning function for joint ortho-plastics hand, wrist and nerve work would address this.
We also note that there are currently no metrics for the more complex hand surgery procedures, which further hinders the
assessment and planning of services.

Hand surgery also appears to be particularly susceptible to the contractual problems that can occur when NHS work is
delivered by independent-sector providers.

Plastic surgery

We found a disparate range of issues affecting plastic surgery provision.

In some areas paediatric trauma surgery involves a transfer unrelated to the severity of injury but due to the need for a
paediatric anaesthesia service. Improved service planning at ICS or regional level could resolve this. Similarly, for skin cancer
services, we noted that some patients are travelling unnecessary distances for treatment due to the way hubs and spokes
relate to host trusts. Travel could be significantly reduced if these patients could be treated at the nearest clinically
appropriate site.

A separate proposal on the provision of treatment for skin cancer will be developed. We endorse this, as we noted significant
variation in Mohs surgery provision across the country - one of the issues such a workstream would address.

Support from plastic surgery for major trauma centres (MTCs)" is organisationally complex and not systematically funded.
Where plastic surgeons provide support to MTCs (and in the event of a major incident), the introduction of NHS Passports
would help facilitate this type of multidisciplinary working. There was also evidence from our deep dives that multidisciplinary
workingis of particular value in reablement and veterans’ services.

1 Amap of major trauma centres in England as of October 2016 is available here:
www.nhs.uk/NHSEngland/AboutNHSServices/Emergencyandurgentcareservices/Documents/2016/MTS-map.pdf
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Burn care

Burn care comes under specialised commissioning arrangements covered by four separate clinical networks. Over the last
twenty years there have been a number of reports regarding the changing face of burn care. Many of these are now historic
reports but the fact that some issues still require a solution reflects the fact that many of the problems are challenging and
require considerable changes to infrastructure and resources. Major incident preparedness and burn care services alignment
with MTCs are also areas that merit further attention as future planning opportunities present.

Workforce

There are no major medical workforce issues in the service at present, although careful monitoring and planning is required
to ensure this remains the case. Some sub-specialties are becoming less popular as reported by trainees and we note
increasing scope for innovation in the use of non-consultant and non-surgeon operators as well as nurses, physician
associates and non-medical assessors. Maintaining an appropriate number of specialist nurses is a long-term cause for
concern and there are existing recommendations regarding this. Associated health professionals who focus on rehabilitative
work with patients, such as physiotherapists, occupational therapists and psychologists, play an invaluable role in patient
care, but the provision of these services is beyond the scope of this report.

Procurement

Procurement could be improved if attention were paid to the following: product availability in primary care (particularly
regarding silicon-based products for scar modification), refinement of the National Wound Product Classification System
(NWPCS), extending the scope of the Medical Devices Safety Programme (MDSP) and utilising the results from the
Patient-Level Costings System (PLICS) programme.

Litigation
Litigation rates for plastic surgery are not notably high and offer little scope for improvement except in the areas of
wrong-site surgery for skin cancer and trauma.






