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BREXIT 
CONCERNS
PRESIDENT OF RCSI, PROFESSOR JOHN HYLAND, ON THE HEALTHCARE 
IMPLICATIONS OF BREXIT, THE PUBLICATION OF A LANDMARK RCSI 
REPORT ON GENDER EQUALITY IN SURGERY AND THE OPENING OF THE 
NATIONAL SURGICAL AND CLINICAL SKILLS CENTRE.

BREXIT IMPLICATIONS
While ongoing Brexit negotiations continue to be clouded in uncertainty, 
RCSI is keen to ensure that the Irish government is fully informed of the 
College’s specific concerns with regard to the implications of Brexit for 
Irish patients, Irish surgeons and healthcare professionals, and the wider 
Irish health service.
At this stage, the College is focused on three main issues in relation to 
Brexit: cross-border freedom of movement of patients and services; 
reciprocal recognition of qualifications of surgeons; and potential 
ramifications for data collection and protection.
Firstly, it is vital to clarify the future status of the current arrangement 
facilitating cross-border movement of patients and services as agreed 
under the Good Friday Agreement. A notable example of the type of 
collaborations currently facilitated has been the programme which 
enables children from Northern Ireland requiring congenital heart 
operations to travel to the South for the procedure. Another example 
of this type of cross-border cooperation has been the provision of 
radiotherapy services by Altnagelvin Area Hospital in Derry to patients 
from Donegal. From the point of view of a patient in Letterkenny, 
Altnagelvin is much nearer and a more practical option than, say, a 
hospital in Galway. We would like to see the continuation of these 
programmes and others like them, established under the Good Friday 
Agreement, but it is as yet unclear what sort of political and legal 
structures will facilitate these services in a post-Brexit scenario.
The second area of concern is the reciprocal recognition of qualifications. 
Currently, registration with the Medical Council in Ireland and with 
the General Medical Council in the UK is recognised in both countries. 
In negotiating a framework to maintain this mutual recognition after 
Brexit, it should be helpful that Irish trainees have the same curriculum, 
with equivalent training milestones, as UK trainees. We are seeking a 
framework that will protect this reciprocity and enable it to continue.
The impact of Brexit on Fellowships is a linked issue. Traditionally, a 
significant proportion of our senior trainees would have undertaken 
Fellowships in the UK. We think it is important that such Fellowship 
opportunities continue, post-Brexit.
Our third focus of concern is data collection and data protection. As 
part of the intercollegiate system, our trainees have important data, 
including examination results and career information, maintained on 
databases that are hosted and managed in the UK. Again, it is vital that 
the necessary regulatory structures and practical, technical measures to 
manage and secure this data are resolved. 
We have formally written to the Taoiseach, the Minister for Foreign 
Affairs and the Minister for Health to detail our concerns with regard 
to the overall healthcare implications of Brexit and with regard to 
these three issues in particular. We have also been in touch with the 

office of the Northern Ireland Secretary James Brokenshire to ensure 
he is informed in relation to our views. The Taoiseach has agreed to 
meet with us to deal with the issues when Brexit negotiations have 
advanced to an appropriate stage. 

WOMEN IN SURGERY
As President of RCSI, I was pleased to endorse the final report of the 
Gender Diversity in Surgery Short Life Working Group (SLWG). The 
report, Progress: Promoting Gender Equality in Surgery, highlights the key 
challenges that need to be addressed and provides a range of practical 
recommendations to help achieve an equitable gender balance in surgery.
It has been, and continues to be, the aim of RCSI to ensure that the 
best medical graduates in the country aspire to careers in surgery, 
irrespective of gender. 
Female medical students make up at least 50% of graduates from 
Medical School and yet the percentage of female consultant surgeons 
currently, and historically, is small. 
The remit of the SLWG was to investigate the reasons why the gender 
balance is not at least equal in the number of females versus males 
taking up a career in surgery. The aim was to investigate the barriers 
to recruitment, both actual and perceived, and to offer potential 
solutions. Progress: Promoting Gender Equality in Surgery has addressed 
the issues in a professional manner and I congratulate the Chair, Professor 
Deborah McNamara (an RCSI Council member) and her committee for 
completing this work as requested within a six-month period. 

THE NATIONAL SURGICAL AND CLINICAL 
SKILLS CENTRE 
It has been inspiring to witness the initial deployment of training 
resources at the National Surgical and Clinical Skills Centre 
(NSCSC) since its first major training event, the surgical bootcamp 
for trainees held in July.
Its benefits for trainees are wide-ranging and already evident with, 
for example, the Mock Operating Room providing a multifunctional 
facility where countless clinical scenarios can be enacted, recorded, 
played back, studied and discussed. 
For surgical practitioners, the Centre will enable them to explore 
advanced techniques, and sample the latest technologies and new devices. 
As a national healthcare resource, the NSCSC also has the potential to 
provide a more accurate sense of what actually happens in operating 
theatres to a wider audience, including legal and administrative 
personnel who work in healthcare.
It is clear that we are only beginning to appreciate the full extent of the 
surgical and healthcare learning opportunities that the NSCSC will 
offer in the future.

President of RCSI,  
Professor John Hyland



PRIORITISING GENDER 
BALANCE IN SURGERY
PROFESSOR DEBORAH MCNAMARA, CONSULTANT IN GENERAL AND 
COLORECTAL SURGERY, BEAUMONT HOSPITAL, CHAIRED THE RCSI 
WORKING GROUP ON GENDER DIVERSITY WHICH RECENTLY PRODUCED 
A REPORT THAT HIGHLIGHTED BARRIERS TO FEMALE PROGRESSION IN 
SURGERY. SHE SPOKE TO SURGICAL SCOPE ABOUT THE REPORT’S KEY 
FINDINGS AND RECOMMENDATIONS.

GENDER EQUALITY 5
Professor Deborah McNamara.
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A s well as carrying out an extensive review of 
literature in the area, the Gender Diversity Shortlife 
Working Group examined international best 
practice and held a national consultation process. 
Professor McNamara says: “The consultation process 

allowed us to hear the direct experiences and views of surgeons 
across the country and of our trainees. Those views are extremely 
important to us because we need to retain those young surgeons 
in our health service. I was delighted that trainees participated 
so strongly in the consultation. Ensuring our surgical training 
system supports all trainees is not just an issue of gender equality 
but, more importantly, is about ensuring that we provide the best 
standards of care for Irish surgical patients. Research evidence 
suggests male and female doctors practise differently and that the 
needs of patients are more likely to be met by a diverse profession.”
Professor McNamara noted that, while change is taking place, it is 
happening more slowly than expected. One of the stark findings 
highlighted in the report, is that, while 50% of medical graduates 
and 34% of surgical trainees are women, less than 7% of surgical 
consultants are women. The report identifies some key factors 
affecting the pace of change, she explains. “There is a perception 
among undergraduates that surgery as a career is not suitable 
for women. From RCSI’s perspective, we can address this by 
communicating more effectively to medical students about both the 
range of medical opportunities for women in surgery and the clarity 
of the career structure that surgery can now offer. The shortened 
training pathway for interns heading into surgery is really attractive to 
them and we need to be careful to communicate that well, to ensure 
that people hear that.” 

THE VALUE OF MENTORSHIP
Another important factor revealed by the report is the importance of 
mentorship: “We found that all trainees need more mentorship but 
that female trainees have some specific mentorship requirements that 
male trainees may not have. RCSI is working hard to deliver on these 
requirements.
“Surgeons in the Irish health system are tremendously self-motivated 
in their commitment to training and mentorship and we found lots of 
examples of good practice. Irish surgeons do not have any remunerated 
time for surgical training and carry it out on a voluntary basis. Much 
of our existing mentorship is based on individuals acting on their own 
initiative, as their scheduling and circumstances allow. That means it’s 
possible that some trainees might miss out on finding a mentor. We need 
to look at an approach that offers mentorship which is more diverse and 
more structured.”
The current orthopaedics mentorship programme is working well 
and could act as an effective model to develop programmes for other 
specialties, Professor McNamara believes. “We can learn from, and build 
on, the good practice they have developed. For instance, each trainee 
appointed to the orthopaedics training programme is automatically 
assigned a mentor. That’s a really good start and something we need to 
think about doing generally. 
“Also, our mentors need access to better information. They need to 
understand the circumstances that might uniquely apply to women.  
As a College, we need to ensure that it’s easy for mentors to be fully 
informed about the options available in terms of working less than 
full-time, in terms of returning to work after a period of leave and 
in terms of meeting other commitments in life, not only with regard 
to having children but also with regard to surgeons with family-care 
responsibilities or those who are meeting the health needs of family 
members.”

It is important to realise that mentorship is not a one-size-fits-all concept 
and most people will access mentorship support from more than one 
mentor. “We must make a spectrum of mentorship available to all 
trainees, including meeting the specific requirements of female trainees, 
while simultaneously providing better information to our surgical 
trainers, who are the people doing the mentoring, to make sure they 
have what they need to help trainees thrive.”

BALANCING FAMILY LIFE AND CAREER
One of the most significant findings emerging in the research literature, 
according to Professor McNamara, is that the experience of men and 
women is very similar until women have children. “For female surgeons 
of my generation, it was unusual to have children during surgical 
training, with female surgical trainees having many fewer pregnancies 
than other doctors.
“Today, both male and female trainees feel differently about combining 
their work and their lives. And it is much more usual now for trainees 
to have a pregnancy while training. The international literature is 

“YOU CAN’T BE WHAT 
YOU CAN’T SEE”
The report, Progress: Promoting Gender Equality in 
Surgery, indicated that role models, particularly female 
academic surgeons, are extremely important for 
medical students during their training. It is important 
that female role models, distinguished by their 
subject matter expertise and not just because of their 
gender, are visible to trainees, according to Professor 
McNamara. 
“Talking to medical students as part of the Working 
Group’s consultation process, many of them told us 
they had not encountered a female surgeon during 
their training. I was surprised by that. However, given 
the relatively small percentage of female surgeons, it is 
certainly possible that a student could complete their 
training without encountering female surgeons.”

The relative lack of such role models reflects a wider 
situation in relation to women in leadership roles in 
universities across Ireland, Professor McNamara noted. 

“Despite that, there are a number of ways RCSI can exert 
influence. For instance, we can engage with medical 
student societies and surgical societies and that’s one of 
the things the Working Group has recommended.

“Of course, our female Fellows and female consultants 
across the country are incredibly busy surgeons, just 
like every other surgeon in Ireland, and the burden of 
mentorship cannot fall on them, solely. It was interesting to 
hear from trainees that they got excellent mentorship from 
male and female mentors. When I reflect personally on my 
own career, I was fortunate to have really good mentors 
and, given the time that I was training, the majority of 
my mentors were men. Female surgeons do not require 
exclusively female mentors to succeed – they require good 
mentors, men and women, who are interested in helping 
them achieve what they want to achieve.”
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suggesting that becoming a parent is a key milestone in a career, and 
if our healthcare system wants to retain surgeons, men and women, 
then we need to behave differently and we need to develop policies and 
procedures that help us to do that.”
The report highlights the need to take into consideration the needs 
of trainees who are parents: “About one in five female trainees have 
children and nine or 10 per cent of them will become pregnant during 
the training programme. We need to explore the working conditions and 
experiences of trainees during pregnancy.”
Currently, RCSI is examining ways it can enhance supports to 
trainees by working with the HSE to implement precautions and 
safeguards that are necessary during pregnancy. “RCSI is in a unique 
position to advise on the surgical work environment. We need to be 
part of a conversation with the HSE to help them understand the 
challenges that practising surgeons face, both while pregnant and 
while reintegrating into the workplace after maternity leave. 
“Because our trainees move around the country frequently and 
move hospitals every six months to one year, it can happen that a 
trainee will be returning from maternity leave after a first baby and 
heading into a new hospital where the personnel may be unaware 
of the trainee’s circumstances. This can result in the absence of 
the usual supports that might be available to someone returning, 
post-maternity leave, to a fixed workplace. New colleagues might 
not realise that the trainee has a very small baby at home. Other 
trainees are facing challenges due to elderly or ill family members. 
Sometimes the support needed can be as simple as showing kindness 
or demonstrating an understanding that the person is still trying 
to adapt to a new aspect of life. While RCSI is currently looking at 
initiatives to help trainees returning to work after maternity leave, 
the onus is always going to be on the HSE, as the employer, to take 
primary responsibility in relation to these issues. RCSI is ready 
and willing to cooperate with the HSE which, in fairness to it, has 
committed to working with us in this regard. It was very encouraging 
to hear the Minister announce that the HSE was undertaking work in 
this area when he launched the Progress report.” 

SURGICAL FELLOWSHIPS 
From the post-CCST perspective, there is a need to better understand 
the challenges that male and female trainees face when they are 
looking for posts. “In this context, we also need to look at the area 
of international fellowships, which are usually a key distinguishing 
factor when an individual attends for an interview to be a consultant 
surgeon in Ireland. We received important feedback from trainees 
that those with families face particular challenges in travelling abroad 
for high quality surgical training fellowships.
“There is a necessity to define more clearly the outcomes and outputs 
of surgical fellowship so that we can understand what training 
opportunities they enable our trainees to receive and if there are other 
innovative ways that we can deliver that same training.”

IMPLEMENTING CHANGE
Professor McNamara says that the publication of the report signals 
an intensification of efforts to strengthen equality measures. “When 
the report was launched, Simon Harris, the Minister for Health, 
made a commitment that his department would consult with 
doctors to address these issues. And, in its discussions with the HSE 
over the last 12 months, RCSI’s Department of Surgical Affairs has 
consistently flagged the issues.
“Surgical Affairs takes acting on these matters very seriously and has 
developed a detailed implementation plan targeting the delivery of the 
report’s recommendations. While many of the recommendations are, by 
their nature, long-term processes, some can be implemented quickly. For 

KEY RECOMMENDATIONS 
IN THE REPORT

 Introduce measures to encourage female medical 
students considering a career in surgery through 
better promotion of surgical careers to schools and 
young women 

 Publish of an annual report on gender diversity in 
surgery, recording progress in a transparent way

 Build a culture supporting female surgical trainees 
including mentoring and improving fellowship 
options for women

 Consider the needs of trainees who are parents to 
ensure training time is flexible and evaluation of 
trainee wellbeing during pregnancy 

 Encourage diversity through part-time surgical 
appointment options, specific programmes for 
female Fellows and research funding ring-fenced for 
female Fellows 

Source: Progress: Promoting Gender Equality in Surgery

instance, a fundamental recommendation is that we need to issue an annual 
report on gender equality in surgery, showing how we’re doing and showing 
where progress is, or is not, being made. Simply having a unified, visible 
source of relevant data and information on gender diversity and equality 
will be a big step forward. Kieran Ryan, Managing Director, Surgical Affairs 
is planning to publish such a document annually around Charter Day and 
the first of these annual reports is due next February, 2018.”

A PRIORITY
Professor McNamara is optimistic that significant advances will be 
made: “It’s very encouraging that this subject is a priority on the College’s 
agenda and supported at the highest levels in RCSI. The RCSI President 
John Hyland is a strong advocate for gender diversity and equality and is 
committed to ensuring the College does everything within its power to 
enable our trainees to succeed. “Over the last decade RCSI has undertaken 
significant equality initiatives and, in particular, our selection process for 
our higher surgical training and core surgical training is very robust. It’s 
very much merit-based and merit-based processes help people succeed 
fairly. We want to continue to recruit the best men and women into surgery 
– equality is not about dropping our high standards. The shorter surgical 
training programme, introduced in recent years, also helps because it gives 
trainees career certainty. RCSI has already shown in the course of the last 
decade that it is committed to enhancing accessibility and transparency in 
surgery and it will intensify those efforts in the coming years.”



Surgical Scope: As National HR Director for the HSE, what was 
your reaction to the recent publication of the report from the RCSI 
Working Group on Gender Diversity? 
Ms Rosarii Mannion: I believe it is a very welcome initiative 
and an excellent publication. We need to understand barriers to 
progression and address them. We need career structures that 
facilitate flexible working options for surgeons during different phases 
of their professional lives. The key recommendations of the Report 
are very much aligned with the work the HSE is doing through 
our programme, People Strategy – Leaders in People Services, 
which includes measures to encourage and engage with students 
at second level in the education system through better promotion 
of the surgical profession to schools, improvement of mentoring 
opportunities for all young female doctors in the system and support 
of flexible working arrangements. 

Looking at the first of the report’s key recommendations – better 
promotion of surgical careers to schools and young women – can the 
HSE play a role in assisting in this initiative? 
As part of our People Strategy – Leaders in People Services initiative, 
we are working closely with a number of secondary schools where 
we are promoting all careers across the health sector and particularly 
working with transition year students to promote non-traditional type 
careers. We are involved with Junior Achievement Ireland as we know 
the power of engaging with students early on in secondary schools to 
influence career perceptions and choices. Also, our National Doctor 
Training and Planning Unit are actively engaging with the education 
system to promote surgery as a career of choice for young women. Our 
recent Medical Careers Day held on September 23, showcased Progress: 
Promoting Gender Equality in Surgery and promoted the many positives 
of choosing a career in surgery.  

RCSI GENDER EQUALITY 
REPORT WELCOMED
MS ROSARII MANNION, NATIONAL HR DIRECTOR, HSE, SPOKE 
TO SURGICAL SCOPE RECENTLY ABOUT THE IMPLICATIONS OF 
THE RCSI REPORT PROGRESS: PROMOTING GENDER EQUALITY 
IN SURGERY AND THE HEALTH SERVICE EXECUTIVE’S ROLE IN 
PROMOTING GENDER EQUALITY.

Ms Rosarii Mannion.
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The report urges the building of a more supportive culture for female 
surgical trainees including through mentoring. Does the HSE have any 
plans to give greater recognition and support to surgical mentoring? 
Any response to the Report needs to be multi-dimensional, cross-
cutting and inclusive, and supporting surgical mentoring is a key 
component. Most really successful surgeons have had accomplished 
mentors. Both the mentee and the mentor benefit from the 
mentoring process; therefore, it is a win-win for the employer. In 
all professions, those who are exposed to positive role models and 
supportive mentoring programmes are more likely to be interested 
in pursuing a career in this area and remain working in the area. 
I was reading recently in Surgical Mentoring (Springer, 2010) that, 
interestingly, the earlier in training the mentor is identified the more 
likely the trainee is to stay in the specialty.  
The provision of an attractive and supportive working environment 
is important to create incentives for entering and remaining in 
a specialty and to establish the conditions that enable effective 
performance in the working environment. 

The report calls for consideration of the needs of trainees who 
are parents and the evaluation of trainee wellbeing during 
pregnancy. How can a more flexible work environment be 
structured for such trainees? 
National and international evidence demonstrates that post-maternity 
engagement is a critical organisational issue to maintain high levels of 
employee engagement with women. This becomes particularly evident 
after the birth of a second child. Post-maternity engagement also 
impacts on fathers adjusting to new personal circumstances when re-
entering the workforce on the birth/adoption of a child. 
The HSE is fully committed to employee engagement and to diversity, 
equality and inclusion, as clearly demonstrated by the continued 
successful roll-out of the People Strategy. The HSE is undertaking 
focused research to develop specific HSE data on the lived experience 
of parents during and post-pregnancy and on return to work, in order 
to establish the range of supports that could be put in place to enhance 
their experience and to aid full re-engagement with their careers post-
pregnancy. The long-term goal of this work is to reduce the barriers 
to progression of parents in the organisation and to strengthen the 
numbers of women in leadership roles. The results from the research 
study will be available in 2018. The research will include specific focus 
groups and follow up with females working in surgery. 

Do you foresee greater flexibility in relation to part-time surgical 
appointment options in the future? 
Yes, appointments must ensure we are getting the best candidate for the 
role and must recognise the broader needs of individuals. Attracting 
more medical students and females into careers in surgery is a goal the 
HSE is supporting. All jobs which are advertised will specify that the 
posts are open to those considering flexible working.
  
Looking ahead, what sort of positive impacts do you think 
implementation of the report’s recommendations could have, 
particularly in terms of better patient outcomes? 
Diversity in the health sector is beneficial to patient outcomes. As an 
organisation, we need to reflect diversity, equality and inclusion in 
all areas, including diversity of thought and skills. Diversity in skills 
is better for the diverse population we serve. From a HR and people 
perspective, everything we do needs to lead to safer, better healthcare. 
Research evidence suggests that male and female doctors practise 
differently; therefore, the needs of patients are more likely to be met by 
a diverse profession. 

What do you see as the main challenges to the achievement of 
the goals set out in the report? 
The willingness and support is there. It is always a challenge to 
ensure implementation is prioritised but I think we each have an 
individual responsibility in this regard. It such an important issue 
we all need to ensure the recommendations are implemented.  

Could you outline the best approaches to dealing with these 
challenges? 
We need to show results from this excellent initiative. From a HR 
perspective, I am interested in partnering with RCSI to ensure 
the recommendations are implemented and challenges overcome. 
It is in the interest of providing better patient care so it is an 
opportunity for us all to grasp and deliver.  

Do you foresee these recommendations for the surgical 
community as having an application or influence among the 
wider healthcare professional community? 
Yes. The Report has general applicability across the health sector 
and its themes are consistent with those in our People Strategy.   

What is the HSE’s role in supporting and driving gender 
equality initiatives among a) the surgical community and b) 
healthcare professionals across all fields? 
The gender dimension in health is a big issue with large numbers 
of female staff. Work arrangements that allow a reconciling of 
family and work needs can enhance equal opportunity and ensure 
best candidate fit. More specific policy responses include the 
promotion of family-friendly flexible working and supportive 
leave arrangements. As part of the People Strategy – Leaders 
in People Service, we have been working towards a set of goals 
developed to support an increasingly diverse workforce. One 
of the key goals of our Diversity Equality & Inclusion Plan is to 
increase levels of participation by women in leadership roles in 
the health services. Some evidence exists that there is an inverse 
relationship between gender and seniority for women. 

The HSE is supporting and driving gender equality initiatives in a 
number of ways :

 working on a Women in Leadership series of breakfast 
briefing, encompassing networking, mentoring and 
coaching;

 promoting mentoring and coaching; 

 promoting flexible working;

 ensuring diversity, equality and inclusion are key 
components of all programmes delivered by our Health 
Service Leadership Academy; and,

 using our staff engagement forum to help connect with all 
staff.

From a HR perspective, we are conscious that we need to use 
all opportunities to create the conditions to allow each staff 
member to perform at their best, use their talents and follow 
their passion. In the words of Stephen Covey, author of The Seven 
Habits of Highly Effective People, “strength lies in differences not 
in similarities.”



Dr Avril Hutch.

RCSI DEVELOPING HEALTHCARE LEADERS  WHO MAKE A DIFFERENCE WORLDWIDE

WEDNESDAY, 31ST JANUARY - 
SATURDAY, 3RD FEBRUARY 2018
Registration will open in due course. 
To view programme online visit

rcsi.ie/charterday2018

CHARTER DAY 
2018

Wed, 31 Jan Thurs, 1 Feb Fri, 2 Feb Sat, 3 Feb

NOCA 
Clinical Audit 
Conference

National Clinical 
Programme in 
Surgery Meeting

Parallel Sessions including:
 » Cardiothoracic Surgery
 » Emergency Medicine
 » General Surgery
 » Neurosurgery
 » Ophthalmic Surgery
 » Oral and Maxillofacial Surgery and Trauma & Orthopaedic 

Surgery – Joint Session
 » Otolaryngology Head & Neck Surgery and Plastic Surgery – 
Joint Session

 » Urology
 » Vascular Surgery 

Followed by Johnson & Johnson, Plenary Session, Presidential 
Address and 94th Abraham Colles Lecture.

Irish Surgical Training 
Group (ISTG) Meeting

12th Annual 
Intercollegiate 
Case 
Presentations

28th Annual 
Videosurgery 
Meeting

Honorary Fellowship 
Conferring and  
Charter Day Dinner 
(Dress code: Black 
Tie, Orders and 
Decorations)
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D r Hutch first outlined the core principles that will 
form the focus of the Equality, Diversity and Inclusion 
(EDI) Unit’s work. “Equality is set out in the Irish 
Constitution under nine grounds: gender, family 
status, civil status, religion, sexual orientation, race, 

ethnicity and membership of the Travelling community, disability and 
age. Equality is fundamentally about dignity and respect and ensuring 
that every individual has an opportunity to make the most of their 
lives and talents. No one should have a lesser level of opportunity or be 
discriminated against on any of the nine grounds stipulated.
“Diversity is about differences seen and unseen, and inclusion focuses on 
creating an environment where people are valued and are able to contribute 
to their full potential. It’s about creating an inclusive environment or 
community and about being able to bring your whole self to work.”

EMBEDDING EDI PRINCIPLES
The launch of the EDI unit, according to Dr Hutch, is a practical 
expression of the College’s commitment to nurturing an equal, diverse 
and inclusive community encompassing every student and staff 
member across all nine grounds, including gender which has been the 
focus of the recent RCSI report, Progress: Promoting Gender Equality 
in Surgery. “RCSI recognises the value and importance of EDI and the 
positive impact it can have on the work environment. By setting up the 
unit, the College has demonstrated its long-term commitment to EDI 
goals. Embedding EDI in the new strategic plan that is being developed 
for 2018 to 2023 is a crucial constituent of that commitment.
In establishing the unit, the College has been guided by the Higher 
Education Authority (HEA) recommendation that every higher 
education institution (HEI) in Ireland should have an EDI Lead/Unit. 

The HEA states that Ireland will have achieved gender equality in 
higher education when: 
· the most talented women and men are employed at all levels in Irish 

HEIs, in both academic and non-academic roles; 
· representation on HEI governance and management structures is 

gender balanced; 
· there is no perceived gender inequality among staff members; and,
·  Irish HEIs have successfully achieved and retained gold institutional 

Athena Swan awards. 

THE WORK OF THE EDI UNIT
Dr Hutch outlines the broad shape of the Unit’s work: “Our goal is 
to ensure that EDI principles are woven deeply into the fabric of 
College life in RCSI. The unit’s purpose is to provide assurance that 
our staff and students have equal opportunities to succeed and are not 
discriminated against. We want to provide education and awareness-
raising on the value of EDI and what it means for the day-to-day work 
of our staff here at RCSI. We also need to ensure compliance with 
national legislative requirements.
“The unit will lead the roll-out of an EDI capacity-building programme 
so that everyone understands what EDI is and how it impacts their 
day-to-day work. This will build on the new unconscious bias training 
programme which will be available from January 2018. We will work 
with key departments in the College to EDI-proof all the College’s 
existing policies and to develop new policies including an EDI policy to 
complement our existing Dignity and Respect Policy.”
In relation to gender equality in surgery, the Unit will partner with 
Surgical Affairs: “We will be working closely with the Department of 
Surgical Affairs, which, led by Surgical Affairs Director Mr Kieran 

NEW RCSI 
UNIT DRIVES 
EQUALITY 
INITIATIVES
RCSI HAS SET UP A DEDICATED 
UNIT TO DEVELOP THE CULTURE OF 
EQUALITY, DIVERSITY AND INCLUSION 
THROUGHOUT THE COLLEGE 
COMMUNITY. DR AVRIL HUTCH, HEAD 
OF THE EQUALITY, DIVERSITY AND 
INCLUSION UNIT, SPOKE TO SURGICAL 

SCOPE ABOUT THE UNIT AND ITS WORK.
Dr Avril Hutch.
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Ryan, is driving the implementation of the recommendations of Progress: 
Promoting Gender Equality in Surgery. Our role will be to help ensure the 
initiatives are EDI-proofed and that the personnel involved in delivering 
them are equipped with a clear understanding of best practice here in 
Ireland and internationally.”

CHALLENGES AHEAD
Looking ahead, what sort of challenges does Dr Hutch expect? “There is 
sometimes a perception that equality is just about gender. While gender 
equality is a very important part of the work we will be doing, we will also 
be promoting and encouraging a more holistic understanding of what 
equality means across all nine grounds, so that people will be able to see 
its daily relevance more clearly. 
“What is important is that the initiative emanated at the highest level in RCSI.  
The President, Professor John Hyland,  the CEO, Professor Cathal Kelly, and 
the Dean of the Faculty of Medicine and Health Sciences, Professor Hannah 
Magee, identified the need to address the issues pertaining to gender and 
diversity following the report of the Short Life Working Group set up by the 
President and Council. As a consequence, to progress the agenda,  the EDI 
unit was established within a short timeframe.”
Dr Hutch continued: “While EDI is a standalone unit in the College, EDI 
principles and actions need to be embraced by the entire College. As a 
practical measure to help develop this ownership, we will be launching 
an EDI Champions Programme. Each department in the College will 
nominate an EDI lead to ensure that they implement EDI best practice in 
their department. We will be clearly signaling that the EDI initiative belongs 
to the entire College.”

ATHENA SWAN
One of the unit’s key initial strategic initiatives will centre on applying for 
the Athena Swan Bronze Award. Athena Swan is an accreditation system 
for gender equality, set up in 2005 by an organisation in the UK called 
the Equality Challenge Unit. It was launched in Ireland in 2015, with the 
support of the HEA. RCSI is a signatory of the Athena Swan Charter. Dr 
Hutch explains: “The Charter proposes ten recommendations on gender 
equality and ethnic diversity that RCSI will implement as part of our EDI 
strategy. We will apply for the Athena Swan Bronze Award in April 2018. The 
requirement is that the College first attain and maintain its Bronze Award 
status and then, in four years, apply for the Athena Swan Silver Award. For 
the purposes of achieving the Bronze Award, we need to take a snapshot of 
where we are, and demonstrate how we are implementing change through 
the development and implementation of a four-year action plan.”
That initial ‘snapshot’ has now been taken with the EDI Unit having just 
carried out the first in what will be an annual survey of staff, including 
academics, professional staff, researchers and clinical staff, on equality, 
diversity and inclusion. “This survey will help us establish a baseline 
for the status of EDI here in the College. Through it, we will learn what 
people’s EDI needs are. It is an opportunity for people to tell us what 
we’re doing right but also to tell us how we can help do things better. The 
survey is not just about finding out what people want, it is also about 
informing them about  what EDI is, so that in answering the survey they 
can give us as complete a picture as possible.”
From 2019, research funding from the HEA, Science Foundation Ireland 
(SFI) and the Health Research Board (HRB) will be linked to institutions’ 
performance in tackling gender inequality under Athena SWAN.

ATHENA SWAN PRINCIPLES
The Athena Swan Charter is based on 10 key 
principles. By being part of Athena Swan, 
institutions are committing to a progressive 
charter, adopting these principles within their 
policies, practices, action plans and culture.

1. We acknowledge that academia cannot reach its 
full potential unless it can benefit from the talents 
of all.

2. We commit to advancing gender equality in 
academia, in particular, addressing the loss of 
women across the career pipeline and the absence 
of women from senior academic, professional and 
support roles.

3. We commit to addressing unequal gender 
representation across academic disciplines and 
professional and support functions. In this, we 
recognise disciplinary differences including:
• the relative under-representation of women in 

senior roles in arts, humanities, social sciences, 
business and law (AHSSBL); 

• the particularly high loss rate of women in 
science, technology, engineering, mathematics 
and medicine (STEMM).

4. We commit to tackling the gender pay gap.

5. We commit to removing the obstacles faced by 
women, in particular, at major points of career 
development and progression including the 
transition from PhD into a sustainable academic 
career.

6. We commit to addressing the negative 
consequences of using short-term contracts for 
the retention and progression of staff in academia, 
particularly women.

7. We commit to tackling the discriminatory treatment 
often experienced by trans people.

8. We acknowledge that advancing gender equality 
demands commitment and action from all levels of 
the organisation and, in particular, active leadership 
from those in senior roles.

9. We commit to making and mainstreaming 
sustainable structural and cultural changes 
to advance gender equality, recognising that 
initiatives and actions that support individuals alone 
will not sufficiently advance equality.

10. All individuals have identities shaped by several 
different factors. We commit to considering the 
intersection of gender and other factors wherever 
possible.



THE FUTURE IN 
OPERATION
MICHAEL MCGRAIL, DIRECTOR OF CORPORATE STRATEGY, RCSI, SHARES HIS PERSPECTIVE 
ON THE CONSULTATIVE APPROACH THAT SHAPED THE DESIGN OF 26 YORK STREET 
AND OUTLINES THE SIGNIFICANCE OF THE OPENING OF THE NATIONAL SURGICAL AND 
CLINICAL SKILLS CENTRE (NSCSC) FOR SURGICAL TRAINING AND EDUCATION.

Mr Michael McGrail.

1326 YORK STREET



T he idea of establishing a world-leading surgical training 
facility in York Street had its origins in discussions at 
senior management level a decade ago. “The process was 
advanced at that time to the extent that the site had been 
acquired and a 900-year lease had been obtained from 

Dublin City Council, but the plans had to be set aside for a number of 
reasons, not least the international economic collapse,” Mr McGrail says.

EXTENSIVE CONSULTATION 
“Negotiating that difficult period through prudent leadership 
and some astute decisions, the College reached 2011 in a healthy 
financial state. The improvement in the College’s finances was 
critical in ensuring that we were in a position to look again at such 
an ambitious and visionary development.”
A two-and-a-half year process of consultation with the College and 
the surgical community was set in motion. “The core challenge was 
to identify how the new building could maximise our effectiveness in 
pursuit of the RCSI mission to educate, nurture and discover for the 
benefit of human health. To ensure that we addressed this challenge 
comprehensively and effectively, we held close to 200 meetings with 
members of the College community and the surgical community. 
“Extensive research was carried out and enabled us to learn from 
the experiences of some of the world’s finest medical universities, 
identifying best practice, avoiding hidden pitfalls and, to the greatest 

extent possible, future-proofing the proposed education infrastructure. 
We visited 25 world-class medical and surgical universities and 
educational institutions around the world and examined in detail what 
these institutions were doing in all aspects of education and simulation.”

STUDENT-FOCUSED
Having reviewed the research and consultation findings, it was 
determined that the new building was to be student and trainee-
focused with multiple learning and study environments and sports 
facilities, and to be cutting-edge in terms of simulation and clinical 
skills training. “The space in the new building is dedicated to students 
and trainees, and the optimisation of their learning environment. The 
commitment to this student and trainee focus is evident throughout 
the design of the building and in the allocation of staff which is 
dominated by teachers and trainers, with the administration staff on 
site restricted to librarians and the technical specialists required to 
support our array of leading-edge technologies in the NSCSC.”
In Mr McGrail’s view, 26 York Street, and the NSCSC represent a 
gateway to a new phase in the College’s ongoing mission of nurturing 
the healthcare leaders of the future and discovering the innovations 
that will shape the delivery of surgical care for decades to come. 
“Fundamental to that mission is the nature of the trainee experience 
and its effectiveness in nurturing fully-rounded, creative, empathic 
and professional healthcare leaders. One of the most exciting aspects 
of the new building is the way in which it enables us to transform that 
student/trainee experience. At every stage of the process, from planning 
to design to fit out, the aim has been to create an environment that has 
been optimised for learning.
“In particular, the scale of the surgical simulation and experiential 
resources available on the top three floors is unprecedented, utilising 
an unrivalled package of advanced technologies that allows surgical 
training to respond more readily to the requirements of the training 
curriculum without patient risk and without the practical constraints of 
an actual hospital setting. A core element of the rationale for developing 
the concept of three floors of simulation and experiential resources 
was to take some of the pressure off the hospitals by replicating, under 
controlled conditions, and with unprecedented verisimilitude, the 
hospital experience.”

ACCESSIBILITY
Once inside the building, there’s an emphasis on accessibility and 
openness. “When you enter the building as a trainee, all its resources 
and facilities are within easy and convenient reach. The interior of the 
building is a continuous, integrated learning zone. There are distinctive 
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GOOD TIMING
Mr McGrail, notes that, in hindsight, it was fortuitous 
that the project went out to tender during the 
summer of 2013. 
“At that time, there were very few, if any, cranes in Dublin 
city centre. From the various tenders, we were able to 
get what we think was a good price. It was also notable 
to observe that, as our building programme went on and 
the wider construction sector recovered, recruitment 
of specific trades became more challenging for the 
contractors and their sub-contractors. However, Bennett 
Construction and their team responded extremely 
effectively to those challenges, delivering 26 York Street 
on time and on budget.”
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spaces through the building but movement between them, facilitated by 
the architectural design, is easy and almost instinctive. 
“A variety of study areas are provided, designed to support a range of 
study modes. In the research carried out prior to the design stage, we 
noted how students behaved in a diverse range of leading educational 
institutions and universities. It was very evident that students occupy 
work spaces in many different ways. They tend to vary between 
concentrated bouts of intensive study and more relaxed periods of 
learning and social, collaborative study, and their requirements alter 
accordingly.” 
In response to this, the building has been structured to 
accommodate a wide range of study preferences. For example, the 
ground floor of the library is an open area, with a lot of seating, 
where students can sit and collaborate. The first floor of the library 
is a more reflective space for focused work and the second floor is 
zoned silent for intensive study.

BRINGING STUDENTS TOGETHER
In line with the move towards greater multidisciplinary teamwork 
and engagement in surgery and healthcare, the continuity and ‘flow’ 
between floors has been structured to encourage students to explore 
and understand other aspects of healthcare knowledge and expertise, 
outside their own specialisations. “The main circular staircase invites 
movement between floors so medical students, for instance, can visit 
the surgical training floor to view what’s happening in the mock 
theatre and the clinical skills facilities.
“In the past, our undergraduate students were in 123 St Stephen’s Green 
and the surgical students were in 121; now they are all together in 26 
York Street. By bringing students together, 26 York Street encourages 
an openness to collaboration and co-operation that will be valuable to 
trainees, not just during their training but throughout their careers.”
Strategically, Mr McGrail believes the development of 26 York Street 
and the NSCSC adds a transformative impetus to the College’s progress 
in becoming a world-leading, focused health sciences institution. “It 
is an exceptional facility in Irish, European and global terms; one that 
RCSI, the Irish surgical community, and the country can justifiably 
feel proud of. Combining state-of-the-art technology with surgically-
informed structural design and the College’s unique engagement with 
the full surgical continuum of undergraduates, postgraduates and 
lifelong learners, the NSCSC is a statement of intent underlining RCSI’s 
determination to be the education destination of choice for the surgical 
and healthcare leaders of the future.”
It is still too early to definitively assess the full potential of the 
NSCSC, according to Mr McGrail. “The versatility of the Centre and 

the diverse activities it facilitates means that there is an inevitable 
bedding-in period needed to allow us to engage with, and explore, 
the range of possibilities it offers. We also anticipate that, as students 
and faculty use the NSCSC, the library and the wealth of facilities at 
26 York Street on a day-to-day basis, many imaginative and inspired 
ideas to extract exciting new forms of educational, training and 
knowledge-sharing value from the resources will become apparent.”

CONSISTENT COMMITMENT
For RCSI, the work of enhancing the learning experience will only 
intensify in the future, Mr McGrail says: “We are continuing to invest 
substantially in the development of our campus, with a further €17m 
being invested in expanding our research capability in Beaumont as well 
as redeveloping the Mercer Building on Mercer Street and our existing 
student facilities in the original building on York Street. 
“We have consistently strengthened supports for groundbreaking 
healthcare research at the College and this is continuing with an 
investment of €10m in the expansion of the Education and Research 
facility in Beaumont which will be delivered next year. On Mercer 
Street, we plan to establish a school for our graduate entry programme 
students, enabling them to move from our Sandyford facility to the 
College’s city centre campus. The College’s investment of €7m in 
redeveloping the Mercer Street building will also provide an enhanced 
range of services, including improved student office facilities.”

MANAGING THE PROJECT

A s Director of the project management team, Mr 
McGrail chaired a project group that managed 
the consultation process, engaged architects 
Henry J. Lyons, collaborated on drawing up 

the plan for the building and brought it to the planning 
application stage.
Once planning permission was obtained, that group was 
reconstituted as a project executive, chaired by Mr McGrail. 
The project executive had the task of ensuring the agreed 
design was delivered within time and on budget. The 
individuals on the executive included surgical and education 
representatives. A project implementation group, which 
looked after the day-to-day process of the construction, 
reported to the executive.

BUILDING 26 YORK STREET: BY THE NUMBERS

300
NUMBER OF PERSONNEL EMPLOYED 

DURING CONSTRUCTION, WITH 280 PEOPLE 
WORKING SIMULTANEOUSLY ON THE SITE 

AT ONE TIME DURING FIT-OUT

5,000
LOADS OF EARTH 
REMOVED FROM 

THE SITE

25
METRES IN DEPTH TO 

WHICH PILING HAD TO 
BE CARRIED OUT

26 YORK STREET
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COMPETENCE 
BY DESIGN
HOW THE NSCSC 
WILL TRANSFORM 
SURGICAL TRAINING
PROFESSOR OSCAR TRAYNOR, 
DIRECTOR OF THE NATIONAL SURGICAL 
AND CLINICAL SKILLS CENTRE AND 
PROFESSOR OF POSTGRADUATE 
SURGICAL EDUCATION, RCSI, SPOKE TO 
SURGICAL SCOPE ABOUT WHAT THE 
CENTRE WILL MEAN FOR SURGICAL 
TRAINING IN IRELAND

A ccording to Professor Traynor, the critical role of the 
National Surgical and Clinical Skills Centre (NSCSC) is 
best understood in the context of the fundamental changes 
in surgical training around the world. “The traditional 
model of training for surgeons was that of apprenticeship 

and it worked well for over a hundred years based on two essential pillars: 
the opportunity to perform a large volume of procedures and a strong 
mentoring relationship between trainer and trainee. 
“However, in the last decade or so, significant challenges have emerged to 
undermine these pillars. The duration of training, which had been 12 to 
14 years, was reduced to eight years. At the same time, the implementation 
of the European Working Time Directive (EWTD) has mandated that 
trainees cannot work more than 48 hours a week, whereas, previously, they 
would have worked 90 to 100 hours a week. Given these constraints, it is 
clear that apprenticeship will not work as well in the future as it did in the 
past. An alternative model of training is needed for the 21st century. And 
that model is simulation-based.”Professor Oscar Traynor.



AGE OF SIMULATION
RCSI was one of the earliest adopters of simulation in the world. In 
2003, the College opened its first simulation centre in 121 St Stephen’s 
Green. Professor Traynor recalls: “That facility served us well but it was 
a converted space and, while it facilitated training using simulation 
models and computer-based simulators, we did not have the opportunity 
to utilise the full range of simulation materials. Purpose-designed and 
purpose-built to the highest standards, the NSCSC will allow trainers and 
trainees to use the full range of simulation materials including not only 
computer-based simulators but also biological materials.”
Exhaustive research and consultation was undertaken to ensure delivery 
of a truly world-class facility. “During the design process, we paid visits 
to leading universities and educational institutions in cities across 
the globe, including London, Paris, Hamburg, Istanbul, and Lund in 
Sweden, as well as several leading centres in the US. Most importantly, 
we talked to the people in the centres to see what they had learned 
through the day-to-day use of their facilities, clarifying what worked 
well and what they would do differently if they were starting all over 
again. Feeding that input into the design process helped RCSI deliver a 
centre that is, without doubt, the most advanced simulation facility in 
Europe and among the top five in the world.”

TRANSFORMED TRAINING 
In the NSCSC, trainees can learn how to perform surgical skills and 
surgical procedures in a safe environment that poses no risk to patients. 
“They will learn via intensively-tutored training, with a ratio of tutors to 
trainees that will facilitate extensive small group teaching. Trainees will 

get a lot of individual attention. All this will be accomplished through 
the extensive deployment of a rich variety of simulation resources.” 
Crucially, learning opportunities will be planned based on the training 
curriculum. Professor Traynor notes: “In the past, the trainee at work 
in a hospital was dependent on the arrival of suitable cases into the 
hospital, an unpredictable and unsatisfactory training situation. The 
NSCSC enables training in specific procedures to be planned, scheduled 
and completed, based on a clearly-defined curriculum. We can now 
be 100% confident that we are covering everything that is in the 
curriculum, not just in terms of delivery of the teaching but also in the 
compilation of comprehensive assessments and the documentation of 
capabilities and competence. More directed and structured, learning 
can now be done by intent not happenstance; competence by design.”
A leading-edge learning management system is at the heart of training 
delivery in the three floors that constitute the NSCSC space in 26 York 
Street. “The system, known as Learning Space, allows trainees to record 
all of their skills-based learning experiences both for technical and non-
technical skills. Each trainee can access her/his own portfolio within 
Learning Space, using her/his ID card. Trainees have immediate, secure 
access to their learning portfolios.
“Trainees can store all of their learning experiences and both trainee 
and Faculty can track the individual’s progress on a sustained, 
consistent basis. Throughout the eight-year programme, we can track 
the trainee’s progress through each year. Importantly, Learning Space 
enables us to track the individual trainee’s progress in relation to peers. 
We can see immediately if someone is in alignment with other trainees 
who are at the same stage of training.”
Professor Traynor emphasises that familiarity with this type of 
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In the NSCSC, trainees can learn how to perform surgical skills and 
surgical procedures in a safe environment that poses no risk to patients.
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technology will be an increasingly vital part of the surgeon’s skill set in 
the years ahead. “It will, undoubtedly, become more important. RCSI, as 
a training body, will be required to evidentially verify the competence 
of trainees qualifying from our programmes. Regulators, including the 
Medical Council, will require documentation of competence. 
“In the old-style apprenticeship mode of training, competence was 
assumed by virtue of the fact that the individual had clocked up the 
years, and had ‘put in the time’. You did 12 years of training. You worked 
80-90 hours a week. So, it was assumed you were competent. That 
simply no longer applies. The Learning Space system has a major role 
to play in helping to meet the requirements of documented competence 
–  competence by design.” 

DELIBERATE PRACTICE
Of the many opportunities that the NSCSC makes available to trainees, 
one of the most valuable, in Professor Traynor’s view, will be in 
supporting the concept of deliberate practice. “You never become good 
at anything in life without practice. Of course, we have established 
structured training days when trainees can come in to the Centre and 
practise with the guidance of Faculty. But in addition to this, we want 
to make it possible for trainees to come in at other times of their own 
choosing to practise on their own. 
“We want to introduce, in effect, a type of booking system, where 
trainees could come in, for example, in the evening after they have 
finished work in the hospital, to practise on their own. Our intention is 
to develop this concept of deliberate practice among surgical trainees 
over the next 12 to 24 months and give them the opportunity to come 
in at times that suit them, rather than interfering with their hospital 
time.”

EXTRA-TECHNICAL SKILLS
The Centre will also play an important part in developing trainees’ 
non-technical skills within the College’s human factors programme. 
“As the first training body in the world to introduce a formal human 
factors programme for surgical trainees, back in 2003, we have led the 
way in achieving recognition for the contribution these skills make in 
delivering better patient outcomes. 
The new mock operating room will enable trainees to cover skills 
such as teamwork, command and leadership, crisis management, 
communication and conflict resolution in a fully simulated setting, a 
realistic setting based on a defined curriculum with regular assessment.
“The multi-purpose versatility of the mock operating room allows it to 
be reconfigured as an emergency department or an intensive care unit. 
Trainees can work through a wide range of extremely realistic scenarios; 
for example, a sudden catastrophic haemorrhage occurs in the middle 
of a surgical operation – how do you manage that situation? How do 
you communicate with your anaesthetist? With your nurses? How do 
you manage all the resources that you need to arrive at a successful 
outcome? The NSCSC provides an evolutionary leap forward in our 
capability to train for such high-risk scenarios.”

PROOF OF COMPETENCE
The College is currently exploring how consultants in practice can 
get optimum value from the Centre. “When people of my generation 
were training in surgery the skills we learned took us through our 
professional lifetime because the technology was relatively low-key. But 
in recent decades, the pace of technological change and innovation has 
accelerated hugely. Starting with the advent of laparoscopic surgery, 
we have seen a wave of advances that shows no signs of abating 
–  examples include robotic surgery, microsurgery, computer-assisted 
surgery, advanced minimally invasive procedures and catheter-based 
interventions for cardiovascular surgery.

“Today, the skills you learn during training are not enough to take you 
through your entire consultant career. In the future, consultant surgeons 
in practice are going to have to come back for retraining, like other 
professionals in high-risk occupations such as airline pilots. You can’t 
hone robotic surgery techniques ‘on the job’ in the hospital. You must 
learn such techniques in an off-site setting where there is no risk to 
patients.”
He adds: “We will see a  major expansion of training programmes for 
consultants in practice. Training will be lifelong. We will also see a 
requirement from the Medical Council for revalidation. That’s on the 
horizon – it’s only a question of when it will happen. Surgeons will have 
to prove that their skills are being kept up to date and that they are 
competent to do the procedures they are performing in hospitals. These 
two drivers of change – the rate of technological innovation and the 
regulatory requirement for revalidation – will have a profound impact 
in relation to the ongoing training of the surgical practitioner. This is a 
global trend. We hope to invite practitioners to participate in structured 
programmes in the Centre’s facilities within the next 12 to 24 months.

SUSTAINABLE EXPANSION
While the opening of the NSCSC has been greeted with understandable 
excitement, Professor Traynor says it will take time to fine-tune 
the deployment of its resources. “Obviously, one thing we are very 
conscious of, is that we do not try to expand too rapidly. We want 
to ensure that at all times we have the skilled personnel necessary to 
sustainably maintain our growth. This means expanding the usage of 
the facilities on a carefully planned and phased basis. For that reason, 
recruitment of a highly skilled, trained Faculty is a key part of the next 
stage of development and expansion.”

A HEALTHCARE RESOURCE 
FOR IRELAND AND BEYOND
These are early days in the development of the 
NSCSC but Professor Traynor says that RCSI envisages 
the Centre as a surgical and healthcare resource to be 
utilised in the enhancement of healthcare throughout 
the country and beyond. In this regard, several 
innovative programmes that will give wider access 
to the Centre’s resources are already envisaged. 
Professor Traynor outlined two examples.

Training for non-surgeons
“Many medical specialties are getting involved in the 
performance of interventional procedures including 
radiologists, cardiologists, gastroenterologists, 
gynaecologists, obstetricians, general practitioners and  
dermatologists. RCSI wants to make this facility available 
as a national facility for training anyone who’s involved in 
the performance of an interventional procedure.”

Relationships with industry
“One of the potential applications of the NSCSC is the 
preclinical testing of new instruments. Because we now 
have the ability to use biological material, the NSCSC is an 
ideal venue for preclinical testing of new medical devices.”



T he National Surgical and Clinical Skills Centre 
(NSCSC), laid out over three floors of the spectacular 
new 10-storey RCSI building at 26 York Street, marks 
a leap forward for health professions education in 
Ireland. 

The NSCSC provides students and healthcare professionals with 
access to a best-in-class surgical and training suite with clinical skills 
labs, mock operating theatre and clinical training wards, among a 
range of leading-edge educational facilities.
Professor James Murray, Director of Simulation and Clinical 
Skills-Based Learning, RCSI, tells Surgical Scope that there isn’t an 
equivalent facility anywhere in Europe.
“This is a game changer. While there are simulation centres located 
around Europe, they are nothing like this in terms of scale. This is 
groundbreaking.”

THE ‘S’ WORD
Simulation is at the heart of the new Centre, and intrinsic to the model 
of modern health professions education. Professor Murray says it is 
important to understand what the word, ‘simulation’, actually means.
In the popular imagination, the word may invoke images of virtual 
reality headsets or pilots in an airplane simulator, he says. And while 
hi-tech facilities certainly abound in the new Centre, the true purpose 
of simulation in a health professions training context is to recreate the 
real-life experience of working scenarios – in a safe environment. 
“In the old days, health professionals would be thrown into the 
‘lion’s den’, and would learn on the job. Essentially, we would have 

experiential learning in the hospital, almost like an apprenticeship,” 
Professor Murray says. 
“However, these days, owing to a number of drivers, such as patient 
safety, patient governance, duration of training times and the 
introduction of the European Working Time Directive (EWTD), 
there is increasing pressure on training healthcare professionals. 
So we recreate the experiential learning in a safe place: we simulate 
it. And within that broad context, we have mannequins, we have 
surgical trainers, we have simulated patients – we have all these 
tools. And they all contribute to the training experience.” 
This safe environment gives students space in which to learn, where 
they can make mistakes, where they can repeat skills training.
“Of course, we’re not replacing patients,” Professor Murray adds. 
“Patients are critical as well. We’re simply giving more experience to 
people when they need it most, when they’re beginning their careers.”

THE SIMULATED PATIENT
The cohort of ‘simulated patients’ comprises professional actors 
as well as lay people who, collectively, are known as ‘patients as 
partners in education’. 
The new facilities at the NSCSC enable the formalised teaching 
of the interpersonal skills that are necessary to be an excellent 
healthcare professional. And simulated patients are key in recreating 
scenarios that enable trainees improve their communications skills. 
“We can simulate straightforward communications, or we can 
simulate more challenging scenarios. We can have more than 
one patient in the room, or additional people who can act as 
confederates, or the patient’s relatives, for example.” 

SIMULATED SCENARIOS, 
REAL RESULTS

SIMULATION IS A VITAL PART OF MODERN HEALTH PROFESSIONS 
EDUCATION, AND THE NEW NATIONAL SURGICAL AND CLINICAL SKILLS 
CENTRE AT 26 YORK STREET OFFERS MYRIAD OPPORTUNITIES FOR ITS 
APPLICATION. PROFESSOR JAMES MURRAY, DIRECTOR OF SIMULATION 
AND CLINICAL SKILLS BASED LEARNING, RCSI, TELLS SURGICAL SCOPE 
WHAT THE TERM MEANS, AND HOW IT IS DELIVERING VERY REAL 
BENEFITS FOR HEALTH PROFESSIONS TRAINING.
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The training team can put various props on the simulated patients, 
such as burn suits.
“We can attach a skin pad to the patient’s arm and require the 
trainee go in and stitch the wound up. Not only that, they’d have 
to discuss what they’re doing and interact with the patient as well. 
This is a hybrid – a combination of a patient experience with a 
task, which is the way we work in practice.”

VIRTUAL TOUR
The Centre is located across floors 3,4 and 5 of the new €80m 
building. Professor Murray gives Surgical Scope readers a tour:
“The third floor has a wide variety of tutorial rooms with moveable 
partitions, and all are fully equipped with all the latest audio-visual 
technology. These rooms are used for small group teaching. We 
also have a skills lab on the third floor, where tasks such as taking 
blood or putting a drip in an artificial arm can be practised. We 
have a lot of such mannequin parts to train on.” 
There are 10 individual rooms on the floor linked by a central 
corridor which are designed to replicate and operate as either a 
GP’s surgery or a hospital outpatients consulting room. 
“These kinds of rooms are very useful for practising 
communication skills and setting up simulated scenarios. There are 
high-definition cameras in each of these rooms with mics so we 
can record everything that goes on there.” 
The fourth floor features a similar layout. “We have a similar 
number of small group tutorial rooms around the periphery of the 
floor as on the third, but on the fourth floor we have a hospital-bay 
environment. There are eight rooms set up as hospital bays; there 
are hospital beds in each of the individual rooms. 
“Linking into those rooms is a fully-operational operating theatre 
with an observation room and a control room on either side so 
that students can observe what’s taking place, and we can control 
what’s going on. We use high-fidelity mannequins in the operating 
theatre.” 
He continues: “This is a great area for developing team training. 
We can bring in a number of people from an operating theatre 
team, such as an anaesthetist, a surgeon, a nurse, and so on. We 
can simulate an emergency in the mannequin, and we can get 
this team to deal with that emergency. And, again, we can record 
everything.”
The fifth floor offers comprehensive surgical skills training. It 
comprises a 50-seater auditorium [there is a 540-seater auditorium 
elsewhere in the building], as well as a wet lab and a dry lab. 
“A lot of surgical training, particularly in the early years, involves 
basic surgical skills such as suturing, knot-tying and so on. We 
use animal tissue, which is very realistic, in the wet lab, so that 
trainees can practise their skills.” 

The dry lab area is where trainees can practise their skills using 
minimally invasive simulators. This would include ‘keyhole’ techniques 
and endoscopy. 
“You can see that this Centre really provides a one-stop-shop for all 
kinds of training,” Professor Murray says.

NEW LEARNING OPPORTUNITIES
RCSI has used a simulation model since 2003 to teach at undergraduate 
level, but the new facilities at 26 York Street open up myriad new 
opportunities and move postgraduate surgical training in Ireland to a 
new level.
With the acquisition of two high-fidelity birthing mannequins, RCSI 
can deliver advanced undergraduate training for medical students in 
obstetrics, whereas previously this would have been done elsewhere.
“We’re now able to show the students the actual mechanism of what 
happens at a birth. These mannequins are fantastic, a huge step forward. 
That may translate, in the future, to postgraduate obstetrics.”
Another area where RCSI has invested heavily is in software.
“Learning Space is a very powerful tool. It allows us to record, to analyse 
on the fly, to annotate and then to replay to the students their experience 
of a scenario. We can also deliver an assessment mark of the student 
at that time. The student can also be given access to view the video for 
themselves, in their own time, so they can see how they performed.” 
Professor Murray draws a sporting analogy to highlight the application 
of this technology.
“We all know that video is very, very powerful. Whenever you go to a 
GAA match, or a rugby match, the coaches are all looking at the screens 
in the stands. What they’re doing is analysing the performance. They can 
see quite quickly where things are going right, where things are going 
wrong. And players, after the fact, can look at their own videos and see 
what mistakes they’re making. So, if we put it in those terms, essentially, 
that’s what we’re doing in a health professions education context. 
“You suddenly begin to get a lot of metrics. This is a huge step forward 
in terms of learning. It’s a huge growth area, and part of my job is to 
keep an eye on all those metrics and make sure people are getting 
trained effectively.” 
All sorts of students and healthcare professionals are set to benefit from 
the facilities at the new Centre.
“RCSI has an undergraduate medical school, which is a huge body of students; 
we have undergraduate physiotherapy; we have undergraduate pharmacy; we 
have postgraduate training in nursing; and we have undergraduate training in 
a programme called Physician Associate Studies. 
“And then we have the surgical trainees. There’s a wide church of 
learners within the College and we are delivering simulated experiential 
learning to all these groups. And as we move forward, we expect there 
will be interfaces with postgraduate training not just in surgery but also 
in other specialties.”
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TEN STOREYS, ONE VISION
PETER MCGOVERN, DIRECTOR OF HENRY J LYONS ARCHITECTS, 
SELECTS AND DISCUSSES ARCHITECTURAL DESIGN ELEMENTS 
FROM EACH LEVEL AT 26 YORK STREET, THE LARGEST, MOST 
MODERN FACILITY OF ITS KIND IN EUROPE.

WET LAB FLOOR 5
At 26 York Street, RCSI has created the most advanced medical school in Europe and the wet lab, located on the top floor, typifies the 
world-class surgical and healthcare training that takes place here. The simulated environment facilitates specialised training eliminating 
risk to patients. This ultra-modern lab is multifunctional, acting as a classroom and operating theatre featuring folding doors, a sliding 
wall, and seamless rubber flooring. 

STAIRS FLOOR 4
This helix-like structure is the DNA that binds the three-floored 
surgical and clinical zone at 26 York Street. This sculptural stairs 
is a space-efficient and inviting means of access.
It also acts as an orientation point so that users always know 
where in the building they are. 

TASK TRAINING ROOM FLOOR 3
This is the introductory level to the surgical and clinical floors 
within the building. Replicating a hospital environment, the 
seamless rubber floor maximises cleanliness. Lighting, colour, 
storage systems and the adaptability of the furniture all allow this 
space to function and feel like a hospital although its versatility 
facilitates its use as a classroom also. A large glass window opens 
to the terrazzo-floored circulation space outside. The terrazzo 
flooring is a common thread throughout the entire building.

Peter McGovern, 
Director, Henry J 
Lyons Architects.
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LIBRARY READING 
ROOM FLOOR 2
This room embodies an attractive 
and peaceful learning zone. It is a 
place of calm, respite and solitude in 
what is an intense study environment. 
The traditional library ‘cubicle’ is 
abandoned, superseded by an open-
table arrangement which allows 
for better utilisation of space. The 
white terrazzo flooring, emphasising 
freedom of movement for students, is 
visible in this image. 

LIBRARY 
INFORMATION DESK 
FLOOR 1
The information point which 
replaces the traditional library 
desk epitomises the new wave of 
library resources available in 26 York 
Street. The hi-tech library service is 
no longer limited by the physical 
boundary of where the books sit, its 
reach extended by the latest digital 
and technological innovations to 
give students unprecedented access 
to a wealth of medical research and 
knowledge . 

LIBRARY 
COMMONS 
SPACE GROUND 
FLOOR
This image portrays how 
physical architecture and 
the medical education use 
of the building combine. 
Function has influenced 
structure and the anatomy 
of the building are clearly 
visible here in the form of 
large, v-shaped columns. 
These columns also 
function as spatial dividers, 
carving out social zones 
that facilitate groups, as 
well as collaborative peer-
to-peer learning. 

Photography by:
Donal Murphy Photography
Huffton & Crowe Photography
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ATRIUM, FEATURING TIME CAPSULE 
FLOOR -1
Old and new collide in the Atrium, which features the impressive Time 
Capsule wall created by artist Vanessa Donoso López and curator, 
Clodagh Kenny. This dramatic feature carries the hopes and dreams 
of last year’s final-year medical students within clay bullae. A light 
well delivers daylight deep into the heart of the building. Ideas of 
connectivity, transparency and collaboration are promoted in this space.

AUDITORIUM 
FLOORS -1 TO -2 (INCLUSIVE)
This tiered space spans two floors, is the largest lecture 
theatre in the building and seats 540 people. Wider than 
it is deep, and gently curved, an intimate space is created, 
positioning people in close proximity to the lecture podium, 
promoting facial recognition and an enhanced learning 
experience. Speech clarity index is high due to excellent 
acoustics. Monochrome tones allow the colour and 
animation to be added by its users.

GYMNASIUM/FITNESS SPACE 
FLOOR -3
26 York Street is not just about health education, it is also 
about health in practice. This ultra-modern space comprises 
a fully-equipped gym, a female-only gym, a separate 
weights room and a spinning room. Use of light and colour 
are significant in this dynamic facility. Mirrors line the walls 
to enhance the feeling of spaciousness and to reflect light, 
with aqua blues and chevron line markings selected to 
suggest motion. 

SPORTS HALL FLOOR -4
The multi-sports arena typifies the general design approach to 26 York Street, embodying a hugely multifunctional structure in a 
somewhat limited footprint. Featuring a high-quality, acoustic environment that also acts as a 180-person exam hall, this multi-purpose 
facility can host a full intercollegiate basketball court, or four full-size badminton courts, as well as facilitating soccer, cricket and hockey.
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A HEALTHY CONSTITUTION
IMMEDIATE PAST PRESIDENT OF THE IRISH SOCIETY OF UROLOGY, MR PETER RYAN, 
REFLECTS ON A LANDMARK YEAR FOR BOTH SOCIETY AND SPECIALTY.

NEW CONSTITUTION
Mr Ryan recently completed his term of office as President of the Irish 
Society of Urology (ISU). His was the first Presidency under a new 
Society structure that he was integral in establishing.
Along with Mr Eamonn Rogers – then Vice-President, now 
incoming President – and Mr John Thornhill, then Immediate Past 
President, Mr Ryan formed the ISU Executive Committee, a recent 
innovation under a new ISU constitution which was voted in at the 
annual AGM in September 2017.
The transition to the new constitution represents a milestone for the 
development of the Society and the specialty of urology.
Under the new constitution, the two-year Presidency of the Society has 
changed to a three-year Executive Committee membership. This was so 
conceived in order to provide greater continuity within the Society and, 
thus, expand its range of influence within healthcare generally.
“Under the new system, a senior member of Council is elected as 
Vice-President for one year, followed by one year as President and then 
one year as Immediate Past President,” Mr Ryan explains. “We hoped 
that this move would spread the workload and responsibility, enhance 
consensus and achieve continuity. After a year of very regular and 
productive ISU Executive telephone and video conferences, I am happy 
to report that all of these objectives were achieved!”
The wisdom of the decision has been borne out over the past year in 
the increased participation of ISU in a range of major initiatives and 
collaborations.

DEVELOPING ISU RELATIONSHIPS
Key ISU relationships include those with professional partners RCSI, 
the Health Service Executive (HSE) and the National Cancer Control 
Programme (NCCP).

RCSI and ISU
During the year, ISU participated in a number of professional activities 
within and alongside RCSI. The Society provided five nominations 
for a panel of consultant urologists to serve on Public Appointment 
Services (PAS) interview boards; Professor Oscar Traynor, Professor 
of Postgraduate Surgical Education at RCSI, included the ISU in 
discussions regarding the Surgical Fellowship Programme for Saudi 
Arabian trainees; and ISU also received communications regarding 
the Faculty of Surgical Educators within the College, with a view to a 
urological representative joining this group. 
ISU had significant involvement in clinical meetings over the past year, 
including the Millen and Charter Day meetings. Specialist Registrar 
(SpR) trainee, Niall Davis, achieved the unique distinction of becoming 
the first urology trainee to be awarded the Millen lectureship. 
ISU’s own Annual Meeting 2017 was held in Cork on September 15-
16. A total of 74 research presentations were delivered by trainees, and 
the ISU research medal was awarded to Nikita Bhatt. Guest lecturers 
included Paul Russo from Memorial Sloan Kettering Cancer Center, 
John Lavelle from Stanford, and Colm Henry, National Clinical Advisor 
to the Acute Hospitals in Ireland. 
ISU has continued to coordinate all Council meetings and its Annual 
Scientific Meeting via the Conference and Events section of RCSI. 

Inaugural Hibernian Urology Society
The American Urological Association (AUA) Annual Meeting 2017 in 
Boston was the venue for the inaugural Hibernian Urology Society meeting. 
The meeting was opened by Mr Robert Flanagan, President-Elect, AUA, 
and Mr Patrick Walsh delivered the guest lecture on the evolution of 
radical surgery for prostate cancer, a procedure for which he is recognised 
worldwide as the pioneer.
At the second Annual ISU/AUA dinner at the Harvard Club, Dr 
Patrick Walsh and Mr Kieran O’Flynn, President of the British 
Association of Urological Surgeons, were awarded Honorary Life 
Membership of the ISU. 
RCSI played an important role in proceedings, Mr Ryan says.
“ISU was very proud to have the RCSI logo on the menus for dinner in 
the Aesculapian Room at the Harvard Club and to have the inaugural 
reading of the ISU adaptation of the RCSI Grace before meals in Latin, 
which was performed by RCSI Alumnus and Harvard Club member, 
Mike Blute. We are also most grateful to RCSI for their generous 
sponsorship of the ISU/AUA dinner.”
Other important urological meetings in the past year included the 
Inaugural Society of Irish Robotic Surgery, held at RCSI and chaired 
by Mr David Bouchier-Hayes, as well as the third John Fitzpatrick 
Genitourinary Cancer Conference, co-chaired by Mr Kiaran O’Malley 
and Professor John McCaffrey and attended by urology HST trainees. 
The John Fitzpatrick meeting is now a specialist registrar training day 
on the RCSI urology HST curriculum. 

HSE and ISU
Mr Eamonn Rogers, incoming ISU President, has just completed his 
first year as Urological Advisor to the HSE. 
Mr Rogers’ post involves one day per week at HSE offices in Naas 

Mr Peter Ryan, Immediate Past 
President, Irish Society of Urology.
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and the National Clinical Programme in Surgery at RCSI, 
working closely with Professor Frank Keane and Mr Ken Mealy, 
Vice-President of RCSI. 
“The ISU strongly feels that Eamonn’s advisory role functions as 
an invaluable conduit of ideas, advice and collaboration between 
ISU and HSE, which is of considerable benefit to both groups,” 
Mr Ryan says.

NCCP and ISU
Following meetings with the NCCP Director, Dr Jerome Coffey, it 
was agreed that an ISU representative could be added to the existing 
Prostate Cancer Leads Committee in the short term, and that the 
existing Leads could be replaced by ISU nominees once their term of 
office had reached conclusion. 
“The ISU wishes to thank Dr Coffey, most sincerely, for his vision and 
progressive approach, in facilitating an advisory role for the ISU in 
the delivery of urological cancer care in Ireland,” Mr Ryan says.
ISU Council members Mr David Galvin and Mr Frank O’Brien have 
been exploring the pathway for a national prostate cancer screening 
programme and have made presentations to the National Screening 
Group in that regard.

ISU/RCSI RELATIONS AND UROLOGY HIGHER 
SURGICAL TRAINING
The surgical subspecialties and RCSI have navigated some 
challenging times in the evolution of the Rapid Runthrough 
Training system, Mr Ryan says. 
In November 2016, the RCSI Department of Surgical Affairs (DOSA) 
met with the ISU President and ISU Training Programme Director. 
“The meeting was cordial and constructive and the conclusions, in 
brief, were that RCSI DOSA recognised the expertise and experience 
of the ISU in matters pertaining to urological postgraduate training 
and accepted the ISU as the arbiters of duration of higher training, 
curriculum content, and indicative procedure numbers. The DOSA 
also accepted an ISU HST Training Document concerning the above 
criteria and, indeed, offered to assist the ISU in all matters relating to 
the forthcoming Irish Medical Council accreditation assessment of the 
urology curriculum. 
“For our part, as ISU officers, we expressed a strong desire to work with 
RCSI DOSA towards as much collaboration as possible in all matters of 
basic and higher surgical training in urology.”

SPECIALIST SHORTFALL?
Surgical Scope asked Mr Ryan about the current numbers of 
urologists in Ireland. 
“One of the principal aims of ISU is to resolve the urology 
manpower shortage in Ireland, where the current ratio of urologist 
to catchment population is 1:116,000 (recommended ratio in the 
UK is 1:80,000, aspiring to become 1:60,000). Routine urological 
clinical care is therefore suboptimal in many areas, most evidently 
in the delivery of cancer care and the treatment of common benign 
urological problems, but also within urology subspecialties such 
as female urology, andrology [men’s health] and even urinary tract 
stone disease. The ISU is making every effort to address these 
deficiencies in patient care,” he explained.
“At present, we have capacity within the urological training system 
to increase the output of trained urologists, as more consultant 
urologist posts become available.”
In terms of technology, Mr Ryan says, robotic surgery is on the 
increase worldwide, and ISU will collaborate with NCCP and HSE 
to ensure that the transition towards robotic surgery in the future is 
managed safely and cost-effectively. 

FUTURE GOALS 
Mr Ryan says the cornerstone of future progress for the ISU is further 
development of the strong links built with key professional partners. 
“We function in the centre of a triangle with RCSI, HSE and NCCP at 
each apex, while each of these groups have their own links,” he explains. 
Immediate goals for ISU are to collaborate with RCSI in developing 
further postgraduate and undergraduate teaching and training in 
Ireland, including a range of Surgical Fellowship Programmes, and also 
to increase its role in the educational structures of the College. ISU 
will facilitate and work with HSE in the delivery of the healthcare and 
cancer strategies for urological care, and will also strive to develop its 
role in facilitating the NCCP strategies towards progress in cancer care. 
“On a personal note, I am most grateful to Mr Kieran Ryan and 
to Mr Padraig Kelly of RCSI DOSA for working with the ISU so 
positively and constructively throughout my year as President. I 
am also very grateful to Professor Oscar Traynor, Vice-President 
Ken Mealy and President John Hyland for their collaboration, 
collegiality and friendship. 
“I believe RCSI is the natural home of our surgical subspecialty of 
urology. The ISU and Irish urology have a long and proud tradition 
within RCSI and we are proud to be Fellows of the College and to 
represent RCSI internationally.”

UROLOGY TRAINING
Mr Robert Flynn, Programme Director for Urology 
Training
Urology training in Ireland consists of six years of higher 
surgical training. Most candidates who get on to our 
surgical training programme will have spent some time 
during their ST1/ST2 years in a urology job to get a sense 
of the specialty. Urology is a highly competitive specialty. 
Approximately one third to a half of candidates will 
ultimately be successful in gaining entry into specialist 
urological training. The training programme, over the six 
years, would normally involve two years training out of 
Dublin. As well as five centres in Dublin, trainees can rotate 
to Galway, Limerick, Cork or Waterford.

Currently, there are 20 urological trainees on the 
programme with an average intake of three to four per year.

During their early years of training, they are expected to 
gain competency in basic inguino-scrotal surgery and 
endo-urological procedures. During the more senior clinical 
years, candidates have the opportunity to direct their 
training to allow them to sub-specialise in areas such as 
minimally invasive surgery, pelvic oncology, female urology, 
endo-urology and transplantation surgery.

In the coming years, it is envisaged that there will be a 
strong focus on simulation training and the College has 
invested in laparoscopic surgical simulators which will 
facilitate trainees in acquiring basic surgical skills prior to 
surgical experience.

While surgical training has been streamlined and 
shortened, it is still the norm for most trainees at the end 
of their six years to undertake an overseas Fellowship 
to broaden their clinical skills and acquire further sub-
specialist training.
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SAFEGUARDING 
THE SPECIALTY
PRESIDENT OF THE IRISH ASSOCIATION OF PLASTIC SURGEONS, 
MR PADRAIC REGAN, TELLS SURGICAL SCOPE ABOUT THE WIDE-
RANGING WORK BEING DONE IN THE SPECIALTY IN IRELAND, AND THE 
CHALLENGES TO BE OVERCOME AS IT FACES INTO THE FUTURE.

The Irish Association of Plastic Surgeons (IAPS) is the 
representative body for plastic surgeons in Ireland. 
It is the only body of plastic surgeons recognised by the 
Royal College of Surgeons in Ireland (RCSI) and the Medical 

Council. IAPS aims to promote awareness and understanding of the 
work done by plastic surgeons and, along with RCSI, is responsible for 
training future plastic surgeons.
IAPS President is Mr Padraic Regan, Consultant Plastic Surgeon, 
University Hospital Galway. Mr Regan’s two-year Presidency 
commenced in January, 2017. 
The President says that the past year has been a busy period for IAPS, 
with an extensive schedule of meetings, conferences and training events.
“IAPS hosts biannual national meetings: a Summer Meeting and 
a Winter Meeting. This year’s Winter Meeting will take place on 

December 7, 2017, in RCSI. The Irish Hand Surgery Society Meeting 
takes place every year, in which consultants from the specialties of 
plastic surgery and orthopaedic surgery, who have a special interest in 
hand surgery, participate jointly. 
“For the past seven years, the Irish Melanoma Forum has been running 
a meeting in December of every year, where we look at new treatments 
in the management of melanoma. At the same time, we are involved 
with, and attend as participants at, the Irish Sarcoma Group, which was 
founded in 2014 and is the association of specialist clinicians, nurses 
and supporting professionals who treat people with sarcoma on the 
island of Ireland.”
He continues: “We have membership of the Irish Surgical Postgraduate 
Training Committee and the National Cancer Control Programme. We 
also participate in the Intercollegiate Exams, which are usually held in 
the UK, though Ireland has hosted them on a number of occasions.”
At undergraduate level, most of the plastic surgeons in the country are 
also involved in educating medical students, Mr Regan says, and in 
encouraging them to look at the specialty as a positive career option. 
Internationally, IAPS has relationships with the American Society of 
Plastic Surgeons and the British Association of Plastic, Reconstructive 
and Aesthetic Surgeons (BAPRAS), on whose Council Mr Regan is an 
invited member, as well as with the British Association of Aesthetic 
Plastic Surgeons (BAAPS). 

HUB-AND-SPOKE MODEL
Among the challenges facing the specialty at the moment, one of the 
issues is a shortfall in specialists, Mr Regan says.
“There are not enough plastic surgeons in Ireland. Figures from the UK 
indicate we should have one plastic surgeon per 100,000 population. 
Our whole-time equivalent number of plastic surgeons in the country 
is less than 30. So, we could do with another 15-20 plastic surgeons 
around the country.” 
While it is not practical to situate a plastic surgery department in every 
hospital in the country due to patient numbers, Mr Regan believes 
there is huge scope for the roll-out of a hub-and-spoke service model, 
with plastic surgeons working in main units and offering outreach 
clinics and minor operations and day surgery in the periphery. 
“Currently, we only have units in Dublin, Cork and Galway. Ultimately, 
we need to look at setting-up plastic surgery services with a minimum 
of four surgeons in locations such as Waterford, Limerick and Sligo, 
to improve accessibility for patients. It’s a long distance to drive from 
Letterkenny to Galway or Dublin, for example.”

Mr Padraic Regan,  
President of Irish Association 

of Plastic Surgeons
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While traditionally, Mr Regan feels, enough plastic surgery 
specialists have typically been trained to fill the available posts in 
Ireland, increasing the number of units in the future would lead to 
an increase in demand for specialists and, thus, an increase in the 
training requirements. 
“If we are looking to the future and we are looking for another 20 plastic 
surgeons over the next, perhaps, five to 10 years, as well as accounting 
for the retirements that will happen in that time, then we probably 
aren’t training enough. We should bring the numbers up.”

REGULATION REQUIRED
IAPS comprises fully-accredited plastic, reconstructive and aesthetic 
surgeons based in Ireland. However, its website points out, there is 
no governance over the term, ‘cosmetic surgeon’, and patients need 
to be wary of the terms that are used to describe providers of plastic, 
cosmetic and aesthetic surgery, in particular. 
This is another challenge for the specialty. Only surgeons who 
have completed their specialist training in plastic, reconstructive 
and aesthetic surgery are qualified to work in this field, although 
unfortunately this is not regulated in Ireland, Mr Regan says.
“I think regulation is extremely important. All of the plastic 
surgeons, currently, who are members of IAPS are fully regulated 
by our own College. IAPS is in negotiation with the Medical 

Council and with RCSI, and we’re hoping that, with their support, 
in the not-too-distant future there will be full regulation of plastic, 
reconstructive and aesthetic surgery.” 

CLOSE RCSI RELATIONSHIP
Mr Regan says that the relationship between IAPS and RCSI is a 
close one, which is mutually beneficial, citing the RCSI Charter Day 
Meeting as a hugely significant event on the medical training calendar. 
“We are very involved in RCSI committees. As IAPS President, I 
am on the College’s Surgical Affairs Committee. Importantly, we’re 
heavily involved in the Charter Day Meeting that takes place in 
February in the College. We think that’s a great forum, both for us 
to show what we do and also to learn about the work being done in 
other specialties.”
Mr Regan is keen that the strong relationship with RCSI should 
continue into the future, with the specialty of plastic surgery being 
represented within the College. 
Occasional participation in College Council meetings may be one way 
to facilitate continued strong communication, Mr Regan says.
“I would like to see some mechanism whereby presidents of societies, 
especially for the smaller specialties, are invited to RCSI Council 
meetings so that they can be a little more involved in the running of 
the College and have more of a say within College circles.” 

PLASTIC SURGERY TRAINING
Mr Alan Hussey, Programme Director for Specialty 
Training in Plastic, Reconstructive and Aesthetic 
Surgery
Plastic, reconstructive and aesthetic surgery training is 
undertaken nationally, at St James’s Hospital, St Vincent’s 
University Hospital, Beaumont and Connolly Hospitals, 
and Mater Misericordiae Hospital, with Cork University 
Hospital and University Hospital Galway also involved. The 
trainees rotate to the paediatric hospitals of Temple Street 
Children’s University Hospital from the Mater site and also 
to Our Lady’s Children’s Hospital from the St James’s site.

There are currently 22 higher surgical trainees on the 
programme. Generally, they carry out five years of their 
training nationally, rotating through the sites above, 
spending one year at each of the various hospitals. Their 
final year is typically taken overseas for sub-specialist 
training once they have passed their intercollegiate exam. 
Generally, trainees would attend centres of excellence in 
the UK, Canada, the US, Australia or New Zealand. It would 
be quite common that most of our trainees would remain 
overseas for a number of years on completion of their 
higher surgical training and would often take up consultant 
posts at various hospitals before returning home. 

Training takes place individually within each unit on a 
weekly basis and, over the course of a 12-month period, 
there are four national training days. One of these takes 

place outside of Dublin, alternating between Cork and 
Galway, with the remainder held in Dublin. 

The new National Surgical and Clinical Skills Centre (NSCSC) 
at No 26 York Street will hold a training day on Hand Surgery 
on December 8, 2017, which is being facilitated by Mr Paul 
Sullivan, Consultant Plastic Surgeon at Beaumont Hospital. 

We also try to interact with our colleagues in Belfast and 
invite the Plastic Surgery trainees from the Northern Ireland 
Deanery to attend these sessions. These are geared towards 
the final intercollegiate exam, which can be undertaken after 
completion of four satisfactory years of training. 

It is envisaged that further training in Plastic Surgery will 
become more simulation-based, and the facilities at No 26 
York Street will be of great advantage in facilitating this.

The syllabus in plastic, reconstructive and aesthetic surgery 
is quite broad and involves a wide interaction with many 
other specialities. These include trauma and orthopaedics, 
breast surgery, urological surgery and gynaecological 
surgery, along with our colleagues in ear, nose and throat 
(ENT), maxillofacial surgery and neurosurgery. 

Intake into the plastic surgery higher surgical training 
programme is through RCSI . Trainees are selected from 
Core Surgical Training after competitive interview. There is 
a parallel interview process for gap trainees. The number of 
training posts varies between three and five annually. 

SPECIALTY FOCUS: PLASTIC SURGERY
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IITOS ROLE EVOLVES AND EXPANDS
PRESIDENT OF THE IRISH INSTITUTE OF TRAUMA AND ORTHOPAEDIC SURGERY, 
PROFESSOR JOHN O’BYRNE, DISCUSSES ITS MAIN ACTIVITIES AND RESPONSIBILITIES, 
THE CHALLENGES FACING THE TRAUMA AND ORTHOPAEDIC SPECIALTY, AND THE 
ROLE THAT THE INSTITUTE IS PLAYING IN ADDRESSING THESE CHALLENGES.

The aim of the Irish Institute of Trauma and Orthopaedic 
Surgery (IITOS) is to regularise and deliver higher surgical 
training in Ireland.
“Our primary goal is to train the orthopaedic surgeons of 

the future, and within that, make sure that those surgeons receive 
good clinical experience, that they receive a good education, that 
they are carefully supervised and monitored. We ensure that they 
reach the competencies that are required.
“We are involved in educating orthopaedic surgeons, in terms of 
research, and we are also involved in terms of sponsoring them to 
go abroad at the end of their training to get higher subspecialty 
training in places like North America, Australia, Europe or the UK,” 
Professor O’Byrne explains.
Delivery of patient care is another important area in which IITOS is 
currently immersed.
IITOS has been working with the Health Service Executive since 
2010, in order to develop change initiatives which will improve 
and standardise the quality of care, and improve access for 
patients. In 2013 the National Clinical Programme for Trauma 
and Orthopaedic Surgery (NCPTOS) was formed as part of the 
Clinical Programme and Strategy Division of the HSE, with IITOS 
as its advisory body. The national and regional clinical leads of the 
NCPTOS are members of IITOS.
“IITOS continues to liaise with the HSE and the Department of 
Health in relation to the implementation of the National Model of 
Care for Trauma and Orthopaedic Surgery which was launched in 
2015,” says Professor O’Byrne.

“This Model of Care was developed by NCPTOS in consultation 
with surgeons, doctors, nurses, health and social care professionals 
and pharmacists.
“This model sets out the principles and strategies necessary 
to enable the provision of high-quality care for trauma and 
orthopaedic patients, and formulates solutions to tackle elective 
planned orthopaedic waiting lists.
“So, not only are we involved in training the orthopaedic surgeons of 
the future, we are also looking at how we can improve access to the very 
best care in orthopaedic surgery to the people of Ireland.”
This shows the extent of the evolution of IITOS since its inception.
“When IITOS commenced, its responsibility was to provide a training 
programme for those in their final few years of orthopaedic surgery 
training. As the institute has expanded, its scope too has expanded 
beyond this remit, to aid the surgeons after their training, and now to 
liaise with the Department of Health and the HSE in how to deliver the 
best trauma services, methods to tackle elective surgery waiting lists and 
strategies to enhance the structure of other orthopaedic services in the 
country. So, IITOS is now contributing at a much more comprehensive 
level to the service planning for orthopaedic surgery in Ireland.”
 
CHALLENGES
As a surgical specialty, trauma and orthopaedics is one of the 
largest and busiest in Irish health services and with that comes 
challenges. One such challenge is the elective orthopaedic surgery 
waiting list, Professor O’Byrne explains.
“There are thousands of people on waiting lists. And, when they are 
eventually seen, and booked for surgery, there are still thousands 
of people on waiting lists for all varieties of orthopaedic surgeries,” 
says Professor O’Byrne.
“Huge motivation exists to fix this problem which is primarily a 
resources issue. We all want to resolve this; the key is in planning it, 
resourcing it, and setting up systems that are cost effective and efficient.”
The upgrading of certain hospitals to specialist trauma centres 
is required, according to Professor O’Byrne, while better service 
structuring will see the right orthopaedic patients cared for at the 
most suitable orthopaedic hospital. 
“One of the things we are trying to achieve, for example, is to structure 
a system whereby people with multiple orthopaedic injuries are not 
just taken by ambulance to the nearest hospital which may not have an 
orthopaedic surgeon in it, but are instead brought to the hospital with 
the specific surgical and treatment capabilities the patient requires ”
Multiple layers of change need to be applied to improve this highly 
complex system, Professor O’Byrne explains.
“The changes required range from the provision of clearer 
instructions to the paramedics who collect the patients, to supporting 
them in choosing to drive past one hospital that has no orthopaedic 
surgeon to go to a hospital that has better trauma facilities. Then, you 
have to consider the hospital that has been bypassed and the feeling 
there that it has been overlooked, while the hospital you are driving 
to might be overloaded. So, the implementation of change, which 

Professor John 
O’Byrne, President 
of the Irish Institute 

of Trauma and 
Orthopaedic 

Surgery.
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might seem obvious at first glance, is not an easy feat.”
Another challenge to overcome is that of insufficient consultant posts 
for our highly-trained orthopaedic surgeons, many of whom, once 
qualified, are forced to leave the country.
“One of the major challenges facing us is that we do not have enough 
consultant posts available. Ireland’s ratio of orthopaedic surgeons per 
head of the population is one of the worst in Ireland. There should be 
12 to 15 orthopaedic surgeons in the big teaching hospitals, rather than 
five or six which is currently the case. Currently, 90 consultants are 
delivering public care in Ireland.”

CHANGES
However, change, despite the obstacles, is necessary, according to 
Professor O’Byrne. He says: “The overall HSE philosophy is to take 
a lot of the non-acute patients out of the acute hospitals and that, 
obviously, involves developing a lot of services to ensure that every 
single patient is not going to the same hospital. 
“A decision certainly needs to be made about which hospitals will be 
upgraded to trauma hospitals and resources need to be centralised and 
expanded accordingly. It has been proven, worldwide, that patients 
perform much better if they are treated in a designated trauma centre.
“The system, as it currently stands, does not allow the elective 
patient in. However, when the system is accessed, it is as good as 
anywhere else in the world. Accessibility is the difficulty but that 
requires strategically increasing resources. I think that orthopaedics 
lends itself very much towards expanding the standalone elective 
orthopaedic hospital, such as Cappagh, for example.”

HOPEFUL
On a human level, Professor O’Byrne describes a feeling of 
demoralisation when the news is delivered to a patient of their 
elective surgery waiting time duration.
“When we see a patient and we book them in for a hip replacement, 
for example, the natural question we are asked is when it will 
be done. And, our hearts sink. Professionally, it can be very 
demoralising, which is probably why the profession is driven to get 
more involved in trying to solve the problems that exist.”
But, in spite of these challenges, Professor O’Byrne is hopeful for the 
future of trauma and orthopaedics in Ireland.
“Yes, I am very hopeful. I am in practice for more than 20 years 
and I have seen huge improvements. I have seen more consultants 
hired; I have seen more expertise come in to the country; I have seen 
hospitals and standards improve; patient outcomes are improving all 
the time; and I think that will all continue. I think our trainees are 
excellent and the future of the specialty is in really good hands.”
 
KEY EVENTS
IITOS is involved in a number of events each year such as the Irish 
Hand Surgery Society Meeting and, most recently, the Irish Hip 
Fracture Meeting, which took place at RCSI.
Later this month (November), the winner of the second 
National Orthopaedic Literary Awards will be selected by Irish 
award-winning writer, Roddy Doyle, in advance of the Institute’s 
2017 AGM.

Mr Finbarr Condon, Programme Director, Higher 
Surgical Training, Trauma and Orthopaedic 
The enduring strength of trauma and orthopaedic 
training in Ireland is derived from the commitment of our 
trainers, the governance structures that we have in place 
and the quality of trainee that our specialty has always 
appealed to and continues to attract.

Despite many changes – some good, some not so good – 
to training structures over the years, the basic underlying 
principles to which we at IITOS subscribe, continue to survive 
and, indeed, prosper, and have allowed us to maintain the 
quality of end product in what is essentially a craft specialty.

Following in Keith Synnott’s footsteps, as programme 
director, I have simply had to harness the drive and 
enthusiasm of my colleagues on our educational and 
training committees, and guide us through Medical 
Council accreditation, Intercollegiate Surgical Curriculum 
Programme (ISCP) introduction, a Surgical Advisory 
Committee visit and core training upheaval amongst other 
issues, over the past four years.

The administrative support, from Barbara White and Amanda 
Wilkinson, provided by RCSI, and the additional oversight 
through the Irish Surgical Postgraduate Training Committee 
are the other key ingredients to a successful programme.

In recent years, the rollout of ISCP has facilitated an increase in 
trainee numbers, 55 at the last count, a number that we would 
otherwise struggle to train to the level we aspire to. In addition, 
the formal educational component of the curriculum, delivered 
on 20 core, full-day sessions every two years, and examined 
annually in ‘mock vivas’, helps us maintain a very proud record in 
the intercollegiate exam, where no other UK or Irish deanery has 
better results, over a 15-year period. 

The basic science and wet lab components of this curriculum 
and the state-of-the-art lecture facilities are two obvious areas 
where the new facilities at RCSI in the NSCSC will likely prove 
invaluable for our trainees in the coming years.

Typically, we have appointed eight trainees annually; though, 
in recent years, with the developments in Core Surgical 
Training we facilitated a temporary increase in this number, 
to 12 per year.

Unfortunately, the consultant-manpower increase necessary 
to absorb this increase and indeed deal with chronic service 
deficits nationally, has not materialised. We are still stuck at 
about 90 HSE consultant posts, where it has been regularly 
acknowledged we need upwards of 150! 

This ongoing shortfall will lead to an inevitable reduction in 
training post opportunities in the coming years, as we feel that, 
as a specialty, we should not be training surgeons in our public 
hospitals for export abroad or to the private sector.

TRAUMA AND ORTHOPAEDICS TRAINING
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RCSI NEWS
Send your professional news to: fellows@rcsi.ie

FELLOWS AND MEMBERS CONFERRING CEREMONIES
RCSI conferred over 500 healthcare professionals with postgraduate awards at conferring ceremonies in RCSI, Dublin and Penang 
Medical College, Malaysia, in July. In surgery, these awards included Fellowships of RCSI in Cardiothoracic Surgery; General Surgery; 
Neurosurgery; Ophthalmology; Otolaryngology; Plastic Surgery; Trauma & Orthopaedic Surgery; Urology; and Fellowships Ad Eundem. 
Memberships of RCSI awarded included Memberships in Ophthalmology and Otolaryngology. 

NEW MEMBER ELECTED TO 
RCSI COUNCIL 
Mr Eamon Mackle (FRCSI, 1984) has been elected to the RCSI 
Council to fill the vacancy left by the passing of esteemed Fellow 
and dearly missed friend, Professor W. Arthur Tanner. Mr Mackle 
is a Senior Consultant Surgeon at Craigavon Area Hospital in 
Northern Ireland. He is also an Honorary Clinical Lecturer in 
Surgery at Queen’s University of Belfast and a Senior Examiner in 
MRCS for RCSI.

Pictured at the RCSI Fellows, Members and Diplomates conferring 
ceremony in26 York Street were: Dr Finian Doyle, Dr Laura Casey, 
Dr Shane Carr (all RCSI Medicine graduates, Class of 2015) who 
were conferred with Memberships of RCSI.

Fellows and Members pictured at RCSI Fellows, Members and 
Diplomates conferring ceremony in Penang, Malaysia.

Pictured addressing delegates at the RCSI Fellows, Members and 
Diplomates conferring ceremony in 26 York Street following the award 
of her Honorary Fellowship of the College, was Miss Clare Marx, 
outgoing President of the Royal College of Surgeons of England.

Pictured at the RCSI Fellows, Members and Diplomates conferring 
ceremony in 26 York Street were: Mr James Martin-Smith (FRCSI, 
2017), Professor John Hyland, President of RCSI, Ms
Roisin Dolan (FRCSI, 2017) and Mr Kevin Cahill (FRCSI, 2017).

Mr Eamon 
Mackle.
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Pictured at the recent RCSI Regional Meeting 
in Cork, were: Mr Donal Hackett, Fellows and 
Members Manager, Mr Jonathan Driver-Jowitt 
(FRCSI, 1975) and Mr David Gough (FRCSI, 1986).

Pictured at the recent RCSI Regional Meeting in Waterford, 
were Professor Sean Tierney (FRCSI, 1991), Professor Laura Viani 
(FRCSI, 1987) and Mr Kieran Ryan.

Pictured at the Regional Meeting in Cork, were: 
Mr David Gough (FRCSI, 1986), Professor Sean 
Tierney (FRCSI, 1991), Professor Peter Murchan 
(FRCSI, 1990), RCSI President, Professor John 
Hyland (FRCSI, 1976) and Dr. Neegan Warayanen.

Pictured at the recent Regional Meeting in Cork, were: Mr Noel 
O’Brien (FRCSI, 2009), RCSI President, Professor John Hyland 
(FRCSI, 1976) and Mr George Kaar (FRCSI, 1986).

RCSI 
REGIONAL 
MEETINGS
RCSI surgical Fellows and 
Members, together with senior 
College officers, attended a 
number of Regional Meetings, 
hosted by RCSI President, 
Professor John Hyland, in Cork 
and Waterford in 2017. The 
next regional meeting will be 
held in Galway in early 2018. 

RCSI’S NORTH AMERICAN SURGICAL NETWORK
The RCSI North American Chapter of Fellows meeting was held recently in San Diego, California. This reception, which was hosted by RCSI President, 
Professor John Hyland, brought the College’s US-based community of surgical leaders together for an evening of networking and discussion. 

Pictured at RCSI’s North American Chapter 
of Fellows Meeting in San Diego, California 
recently were: President of RCSI, Professor 
John Hyland, Sir Barry Jackson (Hon Fellow) 
and Lady Sheila Jackson.

Pictured at RCSI’s North American Chapter 
of Fellows Meeting in San Diego, California 
were: Mrs Clare Delaney and Professor Conor 
Delaney (FRCSI, 1993).

Pictured at RCSI’s North American Chapter of 
Fellows Meeting in San Diego, California were: 
Past President of RCSI, Professor Patrick J. Broe 
(FRCSI, 1978), Dr Nicolas Mauawad (MRCSI, 
2007), Dr Elizabeth Acquista (Class of 2006) and 
RCSI Chief Executive Officer, Professor Cathal 
Kelly (FRCSI, 1990).

RCSI NEWS

The Health Service Executive (HSE) has approved Entyvio 
(vedolizumab) as a hospital medicine for the treatment of adult 
patients with Ulcerative Colitis (UC) and Crohn’s Disease (CD), the 
two most common forms of inflammatory bowel diseases (IBD).
Entyvio is the first gut-selective biologic for the treatment of ulcerative 
colitis (UC) and Crohn’s disease (CD) to be approved in Europe, and 
therefore represents an innovative treatment option for patients with 
IBD. The licensed indication is for the treatment of adult patients with 
moderately to severely active UC or CD who have had an inadequate 
response with, lost response to, or were intolerant to either conventional 
therapy or a tumour necrosis factor-alpha (TNF∂) antagonist.

ENTYVIO (VEDOLIZUMAB) APPROVED 
AS A HOSPITAL MEDICINE Professor Glen Doherty, Consultant Gastroenterologist at St. Vincent’s 

Hospital has said:  

“The distressing symptoms of UC and CD can leave people 
housebound and have a devastating impact on their mental health, 
relationships and ability to work – all aspects of daily life that we take for 
granted. Vedolizumab is a much needed additional treatment option for 
these conditions, so this is very good news for Irish patients.”

Commenting, Shane Ryan, Country Lead, Takeda Ireland, said: “We 
are delighted to receive approval for Enytvio in UC and CD, as it means 
more Irish patients will have access to this alternative treatment option. 
Addressing the unmet patient need in these chronic conditions is an 
important focus for us at Takeda, and we are proud that this first-in-class 
treatment will make a real difference to patients’ quality of life.” 

MEDICAL NEWS
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A SENSE OF 
BELONGING
THE AWARDING OF A FELLOWSHIP AD 
EUNDEM FROM RCSI IS A PRIVILEGE 
EARNED THROUGH HARD WORK 
AND COMMITMENT TO EXCELLENCE. 
IN JULY, 2017, AUSTRALIAN-BASED 
CONSULTANT COLORECTAL SURGEON, 
DR MICHAEL MAR FAN, WAS 
BESTOWED THAT HONOUR. 

D r Mar Fan’s 20-year career has drawn him to various 
parts of the world to pursue his sub-specialty interest 
in colorectal surgery. Among other professional 
appointments, he held Fellows posts at the National 
University Hospital, Singapore, and Gloucestershire 

Royal Hospital, and was appointed resident surgical officer at St 
Mark’s Hospital, London.
Throughout his career, Dr Mar Fan, an accomplished colorectal and 
general surgeon, encountered many Irish RCSI Fellows who made 
a lasting impression on him. Currently, two of his colleagues in 
Sunnybank Private Hospital, Brisbane, are Irish RCSI Fellows, and 
another colleague there is an RCSI graduate. 
“All my encounters with them regarding RCSI were both positive and 
encouraging, and, hence, prompted me to apply for the Fellowship Ad 
Eundem,” says Dr Mar Fan.
“Having a sense of belonging to a great college, as well as having the 
ability to participate at a fellowship level were key motivating factors 
from my perspective. An added bonus was that coming to Ireland, 
also allowed me to do some travelling around the country to see the 
sights and visit some of those great golf links courses!”
 
UPHOLDING VALUES
The proud occasion of Dr Mar Fan’s conferring initiated a new and 
exciting association with the College. “To me, it marked the beginning 
of my involvement with RCSI, rather than the end of a long process. 
Being an FRCSI means that I uphold the values of the College. As well 
as that, I see myself as an overseas ambassador for the College with the 
opportunity to convey a sense of what it stands for to my colleagues, just 
as my two local FRCSI colleagues shared their RCSI background when 
they first introduced me to the concept of the fellowship.
“I don’t expect my patients to know the ins and outs of a surgical 

fellowship but some may have recognised the qualification through 
previous encounters. In any case, I have proudly displayed my diploma 
in my office since,” he says.
 
CHANGING LANDSCAPE
Dr Mar Fan has been a qualified colorectal surgeon for more than 
20 years, the last 10 of which have been in private practice in 
Australia. Throughout that time, he says, the scope of work for the 
average general surgeon is diminishing, in no small part due to sub-
specialisation. “The areas where the generalist still has a claim include 
hernia, ingrown toenail and, maybe, abdominal wall reconstruction – 
and even that, some may argue, is a specialty as well.” 
In colorectal surgery, changes are occurring almost monthly, he says. 
“No doubt, minimally-invasive surgery, especially natural orifice and 
robotic surgery are at the forefront of these developments. They come 
at great expense, with equivalent surgical result and, perhaps, a less 
tired surgeon at the end. My private hospital probably won’t buy into 
this reasoning and get me a robot but I live in hope!”
 
LESSONS LEARNED
Surgical Scope asked Dr Mar Fan to share some of the lesson he’s learned 
in a career spanning two decades: “Avail of all opportunities to learn 
and assist, and listen to your patients, as often they are our best teachers. 
Above all else, remember your loved ones as these are also the people 
who have laboured with you through good and bad times. Focus on 
spending quality time with them as part of your overall schedule.
“Every professional sportsman has a coach and I think all surgeons 
should have a similar adviser/mentor. I certainly have had more than one 
and I could not count the number of times that I rang them to discuss a 
difficult case or even just to chew the fat. Identifying potential mentors/
advisers in your early training phase– this is vital to a successful career.”

Dr Michael Mar Fan
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AUDIT – A FOUNDATION FOR 
QUALITY IMPROVEMENT
THE NATIONAL OFFICE OF CLINICAL AUDIT (NOCA) RECENTLY PUBLISHED ITS 
STRATEGIC PLAN FOR 2017-2020. MS COLLETTE TULLY, EXECUTIVE DIRECTOR, 
NOCA, TALKS TO SURGICAL SCOPE ABOUT THE PLAN AND ITS AIM TO DRIVE 
QUALITY IMPROVEMENT IN HEALTHCARE.

T he focus of the new strategy is to embed the use of 
national clinical audit by those who manage and deliver 
healthcare, to systematically improve patient outcomes, 
according to Ms Tully. “Ultimately, we are supporting a 
culture of accountability through reliable data that will 

act as a foundation for quality improvement throughout healthcare. 
Our new strategic plan provides us with a focused path to advance 
awareness and implementation of national clinical audit for the next 
three years and helps us to prioritise the steps that will get us there.”                                                                                                             
“Our aim is to expand the portfolio of national clinical audits 
based on national healthcare priorities and across the spectrum 
of healthcare including acute hospitals, mental health, primary 
care of chronic conditions and the ambulance service. Equally, 
we will ensure that all our audits are established  and managed  to 
the highest standards for governance structures, data quality and 
security, local and national reporting for national clinical audits. We 
will also continue to expand our education and supports to those 
who collect and use national clinical audit data, including patients.                                                                                                                       
As part of our commitment to ensure our processes are patient-
inclusive, we have public/patient representatives on our governance 
board and our audit governance committees (see panel, The Patient 
Perspective, page 34). 

GROWING AWARENESS
Building awareness of the audits and their role in the development of a 
QI culture is an important part of NOCA’s work, Ms Tully says: “We are 
steadily building awareness of the audits and of the importance of QI. 
Last year we published two new reports, the National Audit of Hospital 
Mortality Report and the Major Trauma Audit National Report. We 
are currently developing a new website, which will, in time, include 
a dedicated support area and we will be promoting it actively at the 
NOCA Conference on January 31, which will be part of Charter Week in 
2018. Our newsletter will also be published quarterly next year. We now 
meet twice a year with HSE senior management, specifically with the 
Acute Hospitals Division and the Clinical Programmes, with a view to 
targeting specific advances in the implementation of recommendations 
that emerge from our audits.”
In the course of the implementation of the new strategic plan, there 
will be further refinement and improvement of data-sharing methods: 
“We will consult with our stakeholders to see how we can provide 

information in more meaningful ways to drive change in the healthcare 
system. A web-based ‘dashboard’ is currently being developed to allow 
clinicians and managers to more readily assess how their hospitals are 
performing on a quarterly basis. We are also exploring new avenues to 
encourage use of our data to promote a culture of quality improvement 
and, ultimately, improve patient outcomes.”

RELEVANCE AND QUALITY
Ms Tully says that the quality of data is crucial to the success of the 
new strategic plan: “Designing, implementing and managing new 
national audits is a multi-faceted process that can require complex IT 
solutions, which take time and careful planning to implement.” 
NOCA is developing a set of quality standards around data sets: “We 
want to ensure that every piece of information we collect in relation 
to a patient is relevant. We are reliant on a chain of data entry that 
includes clinicians, nurses and coders. 
“In the case of a hip fracture, for example, we are looking for a 
specific set of data, including what caused the injury, the date the 
patient was seen by the trauma team and details of the type of 
fracture. At the same time, we are mindful that, for data quality 
to be meaningful, the data set cannot become too large as it will 
lose relevance. Each data set is rigorously reviewed to ensure its 
usefulness and to ensure that the process of data collection itself 
remains effective and manageable.”

Ms Collette Tully,  
Executive Director, NOCA.
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DEVELOPING A SUSTAINABLE QI CULTURE IN OUR 
HEALTHCARE SYSTEM
NOCA is currently in discussions with the Acute Hospitals Division of the 
HSE outlining what it would take to initiate measures to help practitioners and 
managers make optimum use of audit and, Ms Tully notes, they have been 
receptive to it. “Key steps that would encourage the development of a QI ethos 
would include linking a small percentage of annual funding to QI initiatives 
such as national clinical audit data completeness levels, increasing levels of 
staff flu vaccinations, decreasing the levels of hospital-acquired infection.
“Clinically-led, specific targets centred on the patient experience, could 
be selected, reviewed and rotated and an annual report published where 
each hospital would record what it has achieved, measured against national 
performance levels.”
Hospitals need to ensure that someone is given specific responsiblility for 
quality improvement, Ms Tully believes. “This is beginning to happen. Most 
hospitals have now appointed Quality and Patient Safety Directors/Managers 
who are in a position to develop the structures, coordination and planning 
that make sustainable QI possible. These individuals have a key enabling role, 
but for quality improvement to succeed, the frontline staff must be the driving 
force behind the QI initiative.
 “We are keenly aware that QI needs to have greater visibility in hospitals and 
we would like to see some funding ring-fenced for QI work. This is essential if 
QI is to become part of a hospital’s ethos and culture.”

EXPANSION OF THE NATIONAL CLINICAL AUDIT 
PORTFOLIO
The expansion of the national clinical audit portfolio will be a priority over 
the next three years, Ms Tully says, and will be assessed based on research 
and consultation with the HSE and the Department of Health. “A variety of 
factors will be taken into consideration, based on which audit focal points 
could have the most significant impact on health outcomes.”
Areas for consideration include heart disease and stroke, mental health and 
cancer: “A transparent process will be agreed so that there is clarity about 
the selection process and, once the areas have been confirmed, we will then 
schedule a planned expansion of the portfolio.”
The new NOCA strategy will be implemented through four successive annual 
plans from 2017 to 2020: “The Governance Board of NOCA will oversee 
implementation of these annual plans, as well as ensuring regular oversight 
of the NOCA strategy. Using this approach, the Governance Board will 
maintain the flexibility to adapt to changing circumstances as required.”
NOCA will publish an annual update on the implementation of the strategy. 

MEASURABLE QUALITY IMPROVEMENT
Mr Ken Mealy, NOCA Clinical Director, believes that the 
new strategy can make a crucial contribution to quality 
improvement in healthcare.
“Clinical audit is central to any measurable quality improvement 
initiative in our health service. It provides hospitals and clinicians 
with outcome data, allowing them to benchmark themselves 
against national standards and to implement improvements based 
on reliable evidence.”
Mr Mealy sees the promotion and implementation of data-driven 
quality improvement as one of the most important aspects of 
the new strategy: “It will present challenges and represents a 
significant expansion of our brief but, if we’re serious about 
having quality improvement at the core of our health services, 
it is essential. We can learn from the successes of other health 
services. For example, in Australia, they have made the completion 
of all clinical audit data streams a mandatory QI process for 
each participating hospital. With a balanced implementation of 
supports and encouragement, significant progress is achievable 
within the duration of the new strategic plan.”

IMPROVEMENTS 
DRIVEN BY IHFD
As an example of the type of quality improvement 
advances that audit can drive, listed below are QI 
initiatives that took place in the wake of the Irish 
Hip Fracture Database (IHFD) Report.

SERVICE PLANNING:
 National service re-design, e.g., trauma bypass for hip 

fractures

 In 2018, a new key performance indicator (KPI) for 
hip fractures will be tested which will measure the 
percentage of patients with hip fractures who have 
surgery within 48 hours from time of first presentation 
– this KPI will use IHFD data as its source

 National appointments of orthogeriatric posts

CLINICAL:
 Increase in percentage of patients admitted to an 

orthopaedic ward within four hours

 Increase in percentage of patients having surgery 
within 48 hours (75%) – 77% of patients were 
mobilised on the day of, or day after, surgery

 Increase in percentage of patients seen by a 
geriatrician (56%)

 More patients received a bone health (57%) and falls 
(54%) assessment to prevent further falls and fractures

 Median length of stay has reduced to 12 days

DATA QUALITY:
 All 16 eligible hospitals in the Republic of Ireland are 

now recording data

 Coverage has increased to 86%

 Completeness of data has increased to 98%.

THE PATIENT PERSPECTIVE
Mr Brian O’Mahony, Chief Executive of the Irish 
Haemophilia Society is Patient Representative on 
the National Audit of Hospital Mortality (NAHM)
Governance Committee.
“The NAHM Governance Committee consists of 15 
individuals, including myself, and meets four times a year.  
I see my role as being to listen and to contribute from the 
patient perspective. Last year saw the publication of the 
first National Audit of Hospital Mortality Report and, one 
of my main objectives was to ensure that the report was 
as accessible as possible. There is a genuine willingness 
to listen among the members of the committee and 
an understanding of the need to prioritise the patient’s 
experience. The publication of audit reports such as the 
National Audit of Hospital Mortality Report is important 
to patients as these reports give a fuller, more accurate 
picture of what actually happens in hospitals.”
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TREAT WITH  
PRECISION

Introducing Entyvio: the rst and only gut-selective biologic  
for patients with moderately to severely active ulcerative 
colitis (UC) or Crohn’s disease (CD)1
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DATE OF PREPARATION: October 2015

The first and only gut-selective biologic1

  
Achieved remission at Week 52 in: 
 42% of UC patients vs 16% for placebo in 
 patients responding at Week 6 (P<0.001) 

 39% of CD patients vs 22% for placebo in 
 patients responding at Week 6 (P<0.001)
  

  
Targeted mechanism of action  different 

from anti-TNFα therapies

1

  
One dose for all patients : 300-mg IV infusion1

Entyvio® ▼ (vedolizumab) PRESCRIBING INFORMATION
Refer to the Summary of Product Characteristics (SmPC) before prescribing.

Presentation: 300 mg powder for concentrate for solution for infusion. Indication: Adult patients with moderately to severely active ulcerative colitis(UC)/Crohn’s disease 
(CD) who have had an inadequate response with, lost response to, or were intolerant to either conventional therapy or a tumour necrosis factor-alpha (TNFα) antagonist. 
Dosage & Administration: Treatment should be initiated and supervised by a specialist healthcare professional experienced in diagnosis and treatment of ulcerative colitis 
or Crohn’s disease. Patients should be monitored during and after infusion in a setting equipped to manage anaphylaxis. Ulcerative colitis: Recommended dose regimen 
300mg administered by intravenous infusion over approximately 30 minutes at 0, 2, 6 weeks and 8 weeks thereafter. Reconsider treatment if no evidence of therapeutic 
benefit at week 10. If patients experience a decrease in response, they may benefit from increased dosage frequency to 300mg every 4 weeks. Corticosteroids may be 
reduced/discontinued in patients who respond to treatment with Entyvio. If therapy is interrupted and needs to be restarted, Entyvio dosing every 4 weeks may be 
considered. Crohn’s disease: Recommended dose regimen is 300mg administered by intravenous infusion over approximately 30 minutes at 0, 2, 6 weeks and 8 weeks 
thereafter. Patients who have not shown evidence of therapeutic benefit may benefit from a dose at week 10. Continue therapy every 8 weeks from week 14 in responding 
patients. Therapy should be discontinued if no evidence of therapeutic benefit is observed at week 14. If therapy is interrupted and needs to be restarted, Entyvio dosing 
every 4 weeks may be considered. Paediatric populations: No data available in children aged 0-17 years. Not recommended. Elderly patients: No dosage adjustment 
required. Renal or hepatic impairment: Entyvio has not been studied in these populations. No dose recommendation can be given. Contraindications: Hypersensitivity 
to Entyvio or any of the excipients. Active infections such as tuberculosis (TB), sepsis, cytomegalovirus, listeriosis and opportunistic infections such as Progressive Multifocal 
Leukoencephalopathy (PML). Warnings and Precautions: Patients should be observed continuously during infusions for signs/symptoms of hypersensitivity reactions. 
Patients should continue to be observed for two hours following infusion completion for the first two infusions and one hour for subsequent infusions. Infusion-related 
reactions (IRR): Hypersensitivity reactions have been reported, the majority were of mild to moderate severity. Discontinue treatment if anaphylaxis or other serious allergic 
reactions occur and institute appropriate treatment. In mild to moderate IRR, slow or interrupt infusion. Consideration for pre-treatment with antihistamine, hydrocortisone 
and/or paracetamol should be given prior to next infusion, for patients with history of mild/moderate IRR to Entyvio. Infections: Not recommended in patients with active, 
severe infections until infections are controlled. Consider withholding in patients who develop severe infection while on treatment with Entyvio. Before initiating treatment, 
patients must be screened for TB. If latent TB is diagnosed, anti-tuberculosis appropriate treatment must be initiated prior to Entyvio treatment. 

Progressive Multifocal Leukocephalopathy (PML): No cases were observed in Entyvio clinical trials, but John Cunningham (JC) virus infection resulting in PML and death 
has occurred in patients treated with other integrin receptor antagonists and systemic immunosuppressive agents. A risk of PML cannot be ruled out. Monitor patients for 
any new or worsening neurological signs/symptoms. Malignancy: Underlying increased risk of malignancy in UC and CD. Immunomodulatory products may increase risk. 
Prior and concurrent use of biological products: No clinical data available for Entyvio use in patients previously treated with natalizumab or rituximab. Patients previously 
exposed to natalizumab should wait at least 12 weeks prior to initiating Entyvio therapy. Entyvio not recommended for concomitant use with biologic immunosuppressants 
as no clinical data available. Live and oral vaccines: Patients may continue to receive non-live vaccines. Patients recommended to be up-to-date with all appropriate 
immunisations prior to initiating Entyvio. Live vaccines may be administered concurrently only if benefit clearly outweighs risk. Interactions: No interaction studies 
performed. Concomitant administration of corticosteroids, immunomodulators (azathioprine, 6-mercaptopurine, and methotrexate) and aminosalicylates did not have a 
clinically meaningful effect on Entyvio pharmacokinetics. Fertility, pregnancy and lactation: Women of child-bearing potential should use adequate contraception and 
continue for at least 18 weeks after last Entyvio treatment. Since maternal antibodies are excreted in breast milk, decision whether to discontinue breast-feeding or 
discontinue/abstain from Entyvio should be made according to relative benefit to child of breast-feeding or to mother of Entyvio. Undesirable Effects: Very Common (≥
1/10): nasopharyngitis, headache, arthralgia. Common (≥1/100, <1/10): bronchitis, gastroenteritis, URTI, influenza, sinusitis, pharyngitis, paraesthesia, hypertension, 
oropharyngeal pain, nasal congestion, cough, anal abscess, anal fissure, nausea, dyspepsia, constipation, abdominal distension, flatulence, haemorrhoids, rash, pruritis, 
eczema, erythema, night sweats, acne, muscle spasm, back pain, muscular weakness, fatigue, pain in extremities, pyrexia. Other serious undesirable effects (≥1/1000 to 
<1/100): respiratory tract infection, infusion site reaction, infusion-related reaction. Refer to the SmPC for details on full side effect profile and interactions. Legal 
Classification: POM. Marketing Authorisation Number: EU/1/14/923/001; 300mg powder for concentrate for solution for infusion. Further information is available from 
Takeda UK Ltd. Building 3, Glory Park, Glory Park Avenue, Wooburn Green, Buckinghamshire, HP10 0DF. Tel: 01628 537900 Fax: 01628 526617. PI Approval Code: 
IRE/VED/15/0014
Date of revision: September 2015.

Adverse Events should be reported to the Pharmacovigilance Unit at the Health Products Regulatory Authority (medsafety@hpra.ie). Information about Adverse 
Event reporting can be found on the HPRA website (www.hpra.ie). Adverse Events should also be reported to Takeda UK Ltd on 1800 937 970.


