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�Executive Summary

The current inequity of access of  patients for coronary artery bypass surgery (CABG) is incompatible with core principles of the NHS.�

A common waiting list within units has been proposed.  More radically, regional and national common waiting lists have been suggested.�

Common waiting lists do not align easily with the principles of  informed consent, good communication, and ideal surgical practice.�

Options include:

 more informed feedback to cardiologists on waiting time for individual surgeons.

a common referral list.

it may be appropriate for individual units to develop locally appropriate mechanisms.�

There is an urgent need to develop scoring systems to allow objective assessment of individual clinical need.�

A common waiting list is a short-term solution for the chronic problem of inadequate resources – as provision increases with implementation of the National Service Framework, the problem of long and inequitable waiting lists should disappear.

�Introduction

Core principles of the NHS are:

equity of access to treatment for all patients

clinical care is based on an individual and personal relationship between the patient and their doctor.

provision of care is based on clinical need.�Clinical need: patients referred for CABG are allocated to one of three categories: 

i)	unstable angina - remain in hospital.

ii)	urgent waiting list.

iii)	elective

This decision is based on many factors including coronary artery anatomy and severity of angina but is largely subjective.  Much of the variation in waiting time for patients undergoing CABG is accounted for by this decision making process.



NB If the provisions of the National Service Framework and the NHS Plan are implemented satisfactorily, the current problem of long, inequitable waiting lists should disappear.	



Current problem

There is significant variation in the time patients wait for elective CABG.

this paper does not consider patients in need of urgent CABG (ie during the same hospital admission) as all units have already developed a common waiting list to deal with this problem – however even here there is variation among cardiologists in criteria for referral.  Accepted criteria are severe (>90%) left main stem (LMS) disease , moderate (>70%) LMS with occluded right coronary artery and “unstable” angina – however, cardiologists vary in their interpretation of unstable angina and in their criteria for urgent surgery. 



Mathematically, the waiting list for an individual surgeon is due to an imbalance between the number of patients referred  and the number of his/her available operating sessions.



The number of patients referred for CABG depends on several factors – the level of coronary heart disease in the population, the threshold for referral by the GP and the criteria used by the cardiologist for investigation and referral for surgery . There are elements of subjectivity in all these decisions.



A very important factor which governs the waiting time to operation once the decision to operate is made is the variation in the apportionment of surgeon’s time to adult cardiac surgery.  Some surgeons devote all their operating sessions to adult cardiac surgery but obviously not all of these will be for coronary artery bypass grafting.  Other surgeons have subspecialty interests eg thoracic, academic, transplantation, paediatric, or management and so there is significant variation in the number of sessions devoted to adult cardiac surgery.  The referral pattern/process does not easily take this into account.



In addition, there may be an imbalance between the provision of catheter lab facilities and surgical facilities.  In the recent era an increase in catheter lab throughput (eg by day case angiography) has not always been accompanied by extra surgical/intensive care provision.



Another problem at present, in planning operating lists, is the regular disruption by cancellations due to the national shortage of intensive care nurses - as a specialty we are not in a position to influence this issue.



The media perpetuates the myth that surgeons deliberately maintain a long waiting list and waiting time in order to promote their private practice.  This is nonsensical as the waiting list for a department depends on the balance between the number of procedures purchased by commissioners and the facilities provided by the NHS Trust to carry out those procedures. Assuming the surgeon is fulfilling his/her contract and undertaking surgery during the allocated sessions  (if not, this is a separate management issue), the surgeon has no influence over the overall waiting time. However, the time an individual  patient waits for surgery depends first on their clinical priority and it is the surgeon’s responsibility  to prioritise patients referred to them on the basis of clinical need.  At present, the assessment of clinical need is largely subjective, particularly when based on the patient’s description of the severity of their angina.  Thus, there is an urgent need to develop an objective scoring system to define clinical need.  Attempts have been made in New Zealand to use a scoring system to define access to surgery but this has apparently not proved popular with patients or doctors. 



�Options

The current 12 month waiting time limit for CABGs forces Trusts to re-allocate patients from surgeons who have long waiting lists – this is obviously not ideal.  Under the status quo, the same provision will apply when the target waiting times are reduced as planned in the National Service Framework. 



There are three possible options to develop a system which will give equity of access – improved feedback to cardiologists about surgical waiting lists, a common waiting list with the current referral pattern, or a common referral list.



1)	Improved feedback to Cardiologists about surgical waiting lists.  

If referrals could be spread more evenly, differential waiting lists would not develop.  This could be improved by providing feedback to cardiologists on the waiting time for each individual surgeon in the hope of influencing referral patterns.  A formal information system has been developed at Papworth: WARP (Workload Adjusted Referral Practice) to address this problem.



1.1)	Advantages 

would even out some of the current inequalities in waiting time

patients would still be seen , accepted for surgery, and operated on by a specific surgeon

            

1.2)	Disadvantages

may not be sensitive enough to maintain complete equity of access

would not have any significant effect for at least 12 months due to the current backlog.



2)	Common waiting list with current referral patterns

	Patients would continue to be referred to an individual surgeon who would see the patient and accept them for surgery.  Patients would then be placed on a common waiting list within the unit. At time of admission, patients would be allocated to a surgeon at random – some attempt could be made to match patients with the original surgeon. It could conceivably be extended to regional or even national level.



	A variation on this theme would be to group surgeons in teams within units and that each team would have a common approach and philosophy to revascularisation and consent and would share a common waiting list. 

	

2.1)	Within a unit

2.1.1)	Advantages:

this would fulfil the aim of equity of access

would be easier to manage.



2.1.2)	Disadvantages:

impersonal care (the idea of a common waiting list is particularly ironic coming at a time when care is moving from a consultant-led to a consultant-provided system – this should enhance the personal relationship between consultant and patient rather than diminish it).



consent: the General Medical Council has recently issued guidelines for obtaining informed consent for surgery.  These state that “consent is a process” which begins well in advance of the operation – patients should be allowed time for reflection.  Ideally consent should be taken in outpatients by the surgeon who is going to undertake the procedure. Doctors can no longer treat patients in a patriarchal manner. Patients now rightly expect to participate in the decision-making process about their treatment. Even in the relatively homogeneous coronary surgery patient group, informed consent for an operation is essentially a contract between patient and surgeon.  This contract includes information about the operation, its likely benefits, its timing (optimal and practical), the way it is to be performed (conduit choice, on or off pump, minimally invasive or open, method of myocardial protection etc) and, most importantly, an assessment of the risk of the operation for that particular patient in the particular surgeon’s hands.  It can be seen that, in an ideal world, the  common waiting list is not compatible with the above principles.  However, if a common waiting list is to be utilised, then the operating surgeon would have to review the initial part of the consent process with the patient and clarify any different aspects of management which he/she would propose.  A better solution would be for the team of consultant surgeons utilising the common waiting list to agree a standard approach to the consent process.�

increase in complaints: the majority of complaints in the NHS relate to problems with communication.�

risk management: the surgeon will not know the patient in as much detail.�

loss of personal contact – at present the patient can phone the consultant’s secretary who can provide personalised information to the patient.  �

acceptance criteria unlikely to be as robust: inevitably the surgeon would not feel as responsible for the potential morbidity associated with the procedure.  With the more straight forward, lower risk cases now undergoing angioplasty rather than surgery, it is the higher risk patients who are being referred for surgery and thus more potential for problems.�

avoidance of higher risk cases.�

lack of job satisfaction (“conveyor” belt treatment).�

problem of cancelled operations – does patient wait for the next list for that surgeon or be passed on to a different surgeon for the next list?�

We do not practice in ideal circumstances and some teams may wish to take a pragmatic approach and explore the concept of a common waiting list.  This is in fact being piloted in the Northern General Hospital in Sheffield.  Feedback from this exercise may throw some light on how these disadvantages might be minimised.

 

2.2)	Within a region.

2.2.1)	Advantages

regional equity of access.

relatively local treatment.



2.2.2)	Disadvantages

problems of travel and access for patients and relatives

this would require very close co-operation between units.

all the problems of para 2.1.



2.3)	National common waiting list.

2.3.1)	Advantages

ultimate equity of access.

�

2.3.2)	Disadvantages

more significant problems of travel and access for patients and relatives.

follow-up – whose responsibility?

complications post discharge – who deals with these?

all the disadvantages of para 2.1.



3)	A Common referral list  ie prior to surgical consultation.

Patients for CABG would be referred by the cardiologist to the surgical team and would then be allocated by the outpatient manager to the next available outpatient appointment to see an individual surgeon. Surgeons would schedule their outpatient clinics so that the number of  “slots” for new patients per week equalled the number of patients on whom they could operate,  i.e. in proportion to their commitment to adult cardiac surgery.  Thus, patients would be seen and accepted for surgery by an individual surgeon and placed on that surgeon’s waiting list.  This should maintain a balance between the number of referrals and the number of patients undergoing surgery.   



Other patients (eg for valve surgery) would continue to be referred and allocated to an outpatient “slot” . Not only would this ensure equal waiting time for surgery but it would also mean an equal wait to be seen in outpatients.



This option deals with variation in waiting times within surgical units.  However it does not address the issue of variable waiting time between units within the same region or, indeed, differences in waiting time between units nationally.  These difficulties would require regional adjustments of referral patterns.



3.1)	Advantages:

maintains the principle of equity of access both to outpatient consultation and surgery.

deals with the problem of differing surgical commitment to adult cardiac surgery.

the surgeon can make individualised decisions based on the clinical need of the patient.

maintains individual patient/doctor relationship.

overcomes problems outlined in paragraph 2.1.2.





3.2)	Disadvantages:	

cardiologists would not be able to refer to individual surgeons – however, they would reserve the right to discuss particular patients with specific surgeons.

allowance would have to be made for “urgent” and “in-house” cases

would require a constant working pattern and a minimal number of cancellations due to lack of ITU facilities.

would be difficult to manage in units where surgeons see their patients in clinics in peripheral hospitals rather than in the central unit.

the same “time-lag” problem as in option 1, because of the backlog of cases already on the waiting list.
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