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National variations in the provision

of cardiac services in the United

Kingdom

We publish in full this report by a working group of the British Cardiac Society which shows large disparities in
cardiac services between England, Scotland, Wales and Northern Ireland.

Background
Intemational comparisons
show that the provision of ser-
vices for the management of
heart disease in the United
Kingdom (UK) has, for many
years, fallen far below that of
comparable European nations.'?
This was recognised and
addressed through the Nation-
al Service Framework (NSF) for
coronary heart disease (CHD),’
which identified the key ele-
ments of cardiac services
requiring attention. The ensu-
ing four years have witnessed
a progressive improvement in
many areas of cardiological
activity as a result of the
impact of this agenda. Impor-
tantly, however, the NSF has
no direct mandate in Scotland,
Wales or Northern Ireland and
has, accordingly, addressed
NHS practice only in England.
Concern has emerged that
the resulting |mprovements

have largely been confine ?
England and that, elsew

the UK, service pro has
fallen behind.

Accordingly, G) working
group was appointed by the
Council of the British Cardiac
Society to examine variations
in the provision of cardiac ser-
vices within the UK. Members
of the working group included
representatives from all four
devolved nations and from
cardiac surgery.

Scope of the report

The working group did not
attempt to collect data cover-
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ing every aspect of cardiac
services. Rather, attention was
focused on selected, readily
available and reliable informa-
tion on consultant staffing,
facilities and activity which are
valid across national bound-
aries and which can be
regarded as reasonable surro-
gates for overall provision.
The most contemporary of
the available information was
collated but, with a single
exception (i.e. drug-eluting
stents), comparisons between

data derived from the s
time-period g

HD
rdiolo-

0{?’

nations were made only fro rr\
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which new or
evidence-based
logies are being im-

ented, the use of drug-
luting stents (DES) and

implantable cardioverter-defib-
rillator (ICD) implantation rates
were examined. Throughout
the report facilities, personnel

ritish Cardiac Society believes
such large disparities are unfair
and unacceptable to the citizens of
Great Britain and Northern Ireland
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gists, cardiac surgeons and
catheterisation  laboratories;
waiting times and targets for
cardiac consultation, diagnos-
tic angiography and revascu-
larisation (surgical and percu-
taneous); and the volumes of
coronary artery bypass graft-
ing (CABG), percutaneous
coronary intervention (PCl)
and pacing for bradycardia are
included. In order to assess

and numbers of procedures
are corrected for population.
Population assumptions are:
50, 5.1, 3.0 and 1.67 million
for England, Scotland, Wales
and Northern lIreland, respec-
tively, based on estimates fol-
lowing the 2001 census.*

A potentially confounding
factor relates to patients who
cross national borders for
investigation or treatment and
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who are consequently repre-
sented as activity in the host
nation. This process is con-
fined largely to Wales and
Northern Ireland, from where
many patients are managed in
centres in England and Scot-
land. Where possible these
movements, which could give
a misleading impression of lev-
els of provision to individual
populations,  have  been
accounted for.

Mortality from CHD
Age-standardised death rates
from CHD per 100,000 popu-
lation for men and women
aged 35-74 are shown for the
year 2002 in figure 1.7 Of the
four nations the value for Eng-
land is the lowest and that for
Scotland the highest.

Numbers of cardiologists

None of the available data
sources provide actual whole
time equivalents, nor identify
and account for consultants
who spend some of their time
in general medicine (or other
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Figure 1. Age-standardised mortality from CHD per 100,000 population for a) men and b) women aged 35-74 years (2002)
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Figure 2. Number of cardiologists in post, per million population
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specialties). It was assumed
that the proportion of cardiol-

across the UK. For pur-
refore

poses of this repo ,
every consultant@ntified as
a cardiologist, working either
full or part time in the special-
ty, was counted. The data
refer only to posts which are
currently filled; vacant posts
were excluded.

In 2003/04, there were
609, 45, 37 and 26 consul-
tant cardiologists in England,
Scotland, Wales and Northern
Ireland, respectively.®® Cor-
rected for population, Eng-
land had 12.2, Scotland 8.8,
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Numbers of cardiac
surgeons

As for consultant cardiolo-
gists, it was assumed that the
proportion of whole time car-
diac, as opposed to cardiotho-
racic, consultant surgeons is
comparable across the UK
and all were, accordingly,
counted.

Numbers of consultant
cardiac surgeons in 2003/04
were: England 178 (3.5 per
million); Scotland 23 (4.6 per
million); Wales 10 (3.3 per mil-
lion) and Northern Ireland 4.5
(2.7 per million) (figure 3).1°

Figure 3. Numbe

ardiac surgeons in post, per million population

England

Scotland

Wales N.lreland

Cardiac catheterisation
laboratories

Data from the British Cardio-
vascular Intervention Society
(BCIS) indicate that in 2003
England had 238 NHS cardiac
catheterisation laboratories
undertaking either diagnostic
or interventional procedures,
or both." The figures for Scot-
land, Wales and Northern Ire-
land were 19, 8 and 6, respec-
tively. Adjusting for the popu-
lations, the numbers of labo-
ratories per million were 4.8,
3.7, 2.7 and 3.4, respectively
(figure 4).

Diagnostic coronary
angiography
In 2002, a total of 165,173
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angiograms were undertaken
throughout the UK in both
NHS and private institutions.
This volume included 144,563
cases in England (of which 950
were on Welsh patients),
11,072 in Scotland, 4,517 in
Wales and 5,021 in Northern
Ireland. Rates per million of
population were 2,891; 2,171;
1,505 and 3,006, respectively
(figure 5). Allowing for the
patients investigated in Eng-
land, the rate for Wales was
1,822 per million, still far
below the volumes achieved
elsewhere in the UK.

Waiting times and targets

In England the current target
for the maximum waiting
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Figure 4. Number of catheterisation laboratories per million Figure 6. PCl activity per million population (2003)
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Figure 5. Diagnostic coronary angiograms per million population
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time for an out-patient
appointment with a cardiolo-

tic coronary angiogra

since March 2004 no paseqt
have had to wait f nger
than nine mont , from
December 2005,&& target is
for a maximum wait of no
more than six months. By
April 2005, no patients should
be waiting longer than three
months for PCl or surgery.
The next national target is:
“to ensure that by 2008 no-
one waits more than 18
weeks from GP referral to
hospital treatment”.” This
maximum 18-week period
will have to encompass wait-
ing for an out-patient
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gist is 13 weeks. For diagnos-\

NS

intme % a cardiolo-
i w@for a diagnostic
ro giogram and any

wait Cl or heart surgery.

In Scotland a maximum
waiting target for angiogra-
phy of 12 weeks came into
effect from March 2003, at
which time 27% of patients
were waiting for longer than
eight weeks. Current waiting
time targets for PCl and
CABG are 18 weeks.™

In Wales the target for an
out-patient consultation is 18
months,™ whilst for diagnos-
tic angiography and revascu-
larisation (PCl or CABG) the
targets are 26 and 32 weeks,
respectively.®

For Northern Ireland pro-

N
>

Figure 7. Proportj

%’of PCI procedures incorporating drug-eluting

04

England

Scotland

Wales N.Ireland

posed targets in the Joint Car-
diology and Cardiac Surgery
Action Plan, to be effective
from April 2005, are that all
patients referred to the out-
patient clinic should be seen
within eight weeks, that those
requiring angiography should
not wait for longer than 13
weeks, and that the maximum
wait for revascularisation —
surgery or PCl — should be
three  months.” However,
these targets have not yet
been agreed by the Regional
Medical Services Consortium
or the trusts because of insuf-
ficient funding.

Revascularisation - PCl
Total UK PCl activity for 2003

—b—

was 53,261."" The volumes
undertaken for England, Scot-
land, Wales and Northern Ire-
land were 42,234; 4,438;
1,308 and 1,775, giving rates
per million of 903, 899, 592
and 1,044, respectively (figure
6). These figures take into
account Welsh patients who
underwent PCl in English
interventional centres.

Drug-eluting stents (DES)

Whilst implantation of bare
metal stents (BMS) is a well
established and universal
adjunct to PCl, DES have
been introduced relatively
recently. In England and
Wales, the National Institute
for Clinical Excellence (NICE)
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Figure 8. Isolated CABG activity per million population, (2002/03)

Figure 9. New AICD implant rates per million population (2002)
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has provided guidance on  CABG procedures were car- arrangement was further

the use of these expensive
devices,™ but across the UK
as a whole there are clear
differences in the imple-
mentation of the new tech-
nology.

Analysis of audit data
from the British Cardiovascu-
lar Intervention Society' indi-
cate that the percentages of
drug-eluting stents (per pro-
cedure) utilised in 2003 were
18.3%, 5.3%, 28.6% and
49.8%, respectively, for Eng-
land, Scotland, Wales and
Northern Ireland (figure 7).
These figures agree closely
with those derived from com-
mercial sources
communication).

Revascularisation - GABG
In the 12-month from
1st April 2002 té‘ st March
2003, a total of 25,277 isolat-
ed CABG procedures were
undertaken in NHS hospitals
in the UK, an overall rate of
423 per million. The numbers
for England, Scotland, Wales
and Northern Ireland were
21,422 (428 per million),
2,368 (464 per million), 1,032
(344 per million) and 455
(273 per million) (figure 8).1°
During the same time
period, combined valve and
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ried out in England on 2,804
patients (56 per million), in
Scotland on 306 (60 per mil-
lion), in Wales on 161 (54 per
million) and in Northern Ire-
land on 62 (37 per million).
Addition of these figures to

those for isolated CABG give\

the totals per million of p
lation for all coronary %

of: England 485,
524, \Wales 398
Ireland 310. \

Pacema n
Rate: ce implanta-
ti r br, ia vary less

clinical activities

o
(personal@an&r this report. In
*Q, 2003 there were 19,532 new

implants in England (390 per
million), 1,871 (367 per million)
in Scotland, 963 (317 per mil-
lion) in Wales and 546 (298 per
million) in Northern Ireland.”
The current planning require-
ment for pacemaker implanta-
tion in the United Kingdom is
for 450 new systems per million
per year.”

ICD implantation

Rather than total ICD implant
rates, the number of first
implants was considered to
be the most appropriate indi-
cator of the implementation

in
S Qrevascularisation,
OOmﬁmts from Wales were
n(\
rth&

of the new tech VAN
2002, 83% of i S i%e
UK were firs oc% °
and it W@m’ne& this
proport& I entative

of devolved
n

treatédl in English centres. New
nt rates in 2002 were 30,
9.4 and 41.2 per million for
England, Scotland and North-
ern Ireland, respectively (figure
9). No data are available on the
number of implants in Wales in
2002 but 26 per million were

implanted in 2003.

What are the processes by
which individual countries
commission cardiac
services?

The mechanisms by which
cardiac services are commis-
sioned and implemented dif-
fer across the UK. These varia-
tions may underlie some of
the disparities in provision
revealed by this report.

In England the NSF was
introduced with the explicit
intention of involving clini-
cians in the commissioning of
cardiac services, and of chan-
nelling their contributions
through networks and local
implementation groups. This
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strengthened by involvement
with the CHD Collaborative.
These organisations require
clinicians and managers from
all stakeholders, including
acute and primary care trusts
(PCTs), to be involved in plan-
ning and monitoring the care
of patients with heart disease.
Planning is directed towards
the implementation of the
NSF targets and guidance
from NICE appraisals and the
Myocardial Infarction National
Audit  Project  (MINAP).
Although these structures are
not directly accountable for
patient care, they serve to
guide the planning of strate-
gies for investment in the
increased capacity necessary
for the implementation of the
expanding services.

Following devolution,
Scotland has not followed a
NSF path. Similarly, MINAP
and NICE, integral and essen-
tial components of cardiac
service planning and commis-
sioning in England, do not
operate north of the border.
NICE appraisals are reviewed
by Quality Improvement Scot-
land and there is no mandate,
in contrast to the situation in
England, for guidelines
derived from this reassess-
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ment to be funded by the
PCTs. Different rules apply for
the use of New Opportunities
Funding, which cannot be
utilised to support existing
though hard pressed facilities,
and Scotland is remote from
initiatives, such as the intro-
duction of cardiac liaison
nurses and specialist heart
failure nurses in primary care,
that have been sponsored in
England by the British Heart
Foundation (BHF).

Wales has its own nation-
al strategy to tackle CHD,™
but whilst both NICE guide-
lines and MINAP targets are
acknowledged, their imple-
mentation has not had the
focus that is apparent in Eng-
land. Commissioning of pri-
mary and secondary services is
the responsibility of Local
Health Boards, whilst tertiary
services are commissioned by
Health Commission Wales
(HCW). The latter organisa-
tion has grown, but without
adequate funding, and the
respective  commissioning
responsibilities of the two
bodies can be indistinct.
Whilst  six new cardiac
catheterisation laboratories
have been partially funded by
the Big Lottery Fund, HCW
does not have the resour:
fully to commission I
activities or the additiégal PCI
that will, inevitabl [t. The
Regional Officeénd Net-
works have no budget, and
the way in which they can
influence commissioning is
unclear. There are no Strategic
Health Authorities in Wales. A
recent publication has sug-
gested that “the current situ-
ation is not sustainable”.*

Northern Ireland is also
disadvantaged by exclusion
from the NSF MINAP and
NICE. In particular, the NICE
recommendations for DES are
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not universally accepted and
often a special case has to be
made for their use in individ-
ual patients. At the time of
data collection for this report
the strategy appeared to have
been the most successful of
the nations of the UK but it is
time-consuming, unsatisfac-
tory as a means of planning

Available data sources do
not enable the exact number
of whole-time equivalent
consultant staff to be deter-
mined since many do not
spend all their time working
in the single specialty. A gen-
eral physician with a cardio-
logical interest, or a surgeon
who undertakes both cardiac

kEven the highest levels of provision

identified in this report fall far below
those in other European countries

N

and is unlikely to continue
indefinitely. Many other activ-
ities, including the provision
of heart failure nurses, have
been funded from soft
money sources and their
future security cannot b

guaranteed. 6

Limitations of thi
Though highly
reflecting pr

nantlyvis
vices |nk the Savhsive
investig nd ent of
CHD, m s in this
A

e CHD is

r a large compo-
@nt eart disease bur-
den sonably be extrapolat-

ed to reflect overall levels of
the provision of cardiac ser-
vices to the population. Whilst
there are limitations in the use
of age-standardised CHD mor-
tality as an index of need, it is
used widely as a measure of
disease burden, and is likely to
be as reliable as any other gen-
erally available indicator. Even
without correction for SMR,
however, the findings of the
working group point to large
differences in the provision of
services between the devolved
nations of Great Britain and
Northern Ireland.

O

) a&\OOUHtries.

and other tf@oc @
am-

tions, ar
ples. he@ he pro-
porti ants W|th

s
milar across the
y error inherent in
alysis can be expected
pply equally across all

the

Waiting list measures are
difficult to define and inter-
pret. The time to wait for a
consultation or procedure is
more relevant to patients than
the total number on a waiting
list. However, the target wait-
ing time is the most revealing
of the aspirations and expec-
tations of individual nations
and of the way in which their
services are planned. Since
patients with suspected heart
disease should not, ideally,
have to wait for a consulta-
tion with a cardiologist the
very existence of targets
acknowledges the existence
of limited facilities.

The  working  group
encountered some difficulty in
obtaining data that are com-
plete, valid across borders, that
separate NHS from private
activity and reflect comparable
time periods. Sources from
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N

specialist societies, including
the British Cardiovascular Inter-
vention Society (BCIS), the
Society of Cardiothoracic Sur-
geons and the British Pacing
and Electrophysiology Group
were considered to be the
most reliable for data on
catheter laboratory numbers
and workloads, revascularisa-
tion volumes, DES usage and
pa er and AICD implant

Since the time periods
uring which comparative
facilities and activity were
gathered for this report, sev-
eral initiatives have been pro-
posed or implemented. In
Northern Ireland, in 2003, an
additional 1.5 whole time
equivalent cardiac surgeons
were appointed. This enabled
a total of 582 CABGs to be
carried out during the calen-
dar year (350 per million) and
an additional 307 patients
had operations in England
and Scotland as a waiting list
initiative. Additional cardiac
catheterisation laboratories
are planned in Wales, though
funding for the increased
activity that will result has not
been identified. Wales has
also shortened the target for
an out-patient appointment
to a maximum of one year. In
England a NSF for arrhythmias
is due to be published.
Despite these developments,
however, it is clear that a large
investment in training and
resources is still necessary to
achieve a reasonable level of
uniformity of provision across
the UK and to approach the
standards of comparable
European countries.

A significant reduction in
the death rate from coronary
heart disease among all age
groups up to 75 years has
been recorded since 1980.%%
This has been due partly to

THE BRITISH JOURNAL OF CARDIOLOGY
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Executive summary of the report ‘National variations in the provision of cardiac
services in the United Kingdom’

® Investment to support the National Service Framework (NSF) for Coronary Heart Disease (CHD)
has facilitated tangible improvements in the provision of cardiac services in England. Concern
exists, however, that comparable improvements have not occurred in all parts of the United
Kingdom (UK). Analysis by the working group has exposed substantial differences between the
four devolved nations.

® The burden imposed by CHD, as assessed by age-standardised mortality, is lower in England
than in Scotland, Wales and Northern Ireland. Despite this, many measures of access to cardiac
investigation, treatment and the implementation of new technologies in these countries dis-
close lower levels of activity than in England.

e The number of cardiologists in post in 2003/04 ranged between 8.8 per million of population
in Scotland and 16 per million in Northern Ireland.

® Wales and Scotland have proportionately fewer cardiac catheterisation laboratories than Eng-
land and Northern Ireland and, correspondingly, their populations have less access to diagn —\;
tic angiography. (V

e Waiting time targets for out-patient consultations, coronary angiography and revascula%
should reflect public aspirations of a service. England has a 13-week target for out-pdftieit con-
sultation, whilst in Wales the target is 18 months. Similarly, current target wai e b
diagnostic coronary angiography, percutaneous coronary intervention (PCH a
artery bypass grafting (CABG) are consistently longer in Wales than elsewh the

® Rates of revascularisation vary widely across the UK for both PCl and C
ations correspond with consultant numbers and facilities, empha5|5|
of investment in resources in determining clinical activity. North
ately the highest number of cardiologists and the lowest num
the highest number of PCls and the lowest number of CABG
of coronary angiography, also has the lowest PCl rate.

® The implementation of new and emerging technolo i %Iec
provision and the anticipation of future need
available to the working group, marked dlffer
Northern Ireland utilised drug-eluting stents (
land. Implantable cardioverter defibrillato
Scotland — about half the rate of North
land.

e In addition to the investment of
parities identified in this repor
agement of services and to

e vari-
fluence
proportion-

car geons, reports
W %h the lowest rate
planning of health care
ators for which data were
tlfled Almost 50% of PCls in
pared with just over 5% in Scot-

on rates in 2002 were also lowest in
wo thirds of the rate achieved in Eng-

mp

20
im a

Qrkmg group presents evidence that the dis-
art of differences in the approach to the man-
C ep nd implementation of guidelines between the four

nations

® As the organisatio @prese nt I the professional groups and patients with a commit-
ment to the preve»‘&n nd treatment of heart disease in the UK, the British Cardiac Society
believes that su rge disparities are unfair and unacceptable to the citizens of Great Britain
and Norther nd. The health departments of all four nations should strive to provide
uniform ar@opropriate policies to reduce the demonstrable inequalities in access to cardiac
services for their respective populations.

doubts have been raised

»

improvements in treatment
and partly to healthier
lifestyles.* ~ Whilst govern-
ment and health professionals
clearly have a responsibility to
promote healthier living, and
it has been argued that such
measures will reduce the need
for the investigation and
treatment of CHD, serious
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about the effectiveness of
major primary prevention
campaigns.?>? It is important
to point out that ‘prevention’,
in terms of CHD is, to a signif-
icant extent, postponement.
Healthier lifestyles such as
smoking cessation?” will result
in fewer premature deaths

and more people surviving to
develop heart disease, and
the ageing population will
have a greater need for car-
diac services.

Discussion and
conclusions

The findings set out in this
report confirm the existence

—b—

of large differences in consul-
tant staffing, facilities and
clinical activity between the
devolved nations of the UK.
The striking correspondence
between the numbers of car-
diac catheterisation laborato-
ries and of angiograms and
(with the exception of Scot-
land) PCls; and between the
numbers of cardiac surgeons
an CABG operations is
ling evidence that the
iations in clinical activity
result, primarily, from differ-
ences in resources rather than
of efficiency. In contrast to
the core activities of angiogra-
phy and revascularisation,
however, the introduction of
new technologies is not obvi-
ously related to staffing or
catheterisation  laboratory
numbers, pointing to a larger
role of management and
commissioning than of facili-
ties in determining the
observed differences.

Pacemaker implantation
was not included in the NSF
for CHD and this may explain,
in part, both the relatively
small variation and the low
levels of activity across the UK
compared with the predicted
need.

One apparent paradox
requires explanation. Despite
having the highest CHD bur-
den combined with relatively
low numbers of cardiologists,
catheterisation laboratories
and coronary angiographic
activity, waiting times for
angiography are shorter and
the number of PCls is higher
in Scotland than in England or
Wales and more CABGs were
performed than in any of the
other three countries. These
observations imply that a
smaller proportion of CHD
patients are presenting to sec-
ondary and tertiary care than
in other parts of the UK but of
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those who do present, a
greater proportion are being
revascularised. This suggests
that patients in Scotland pre-
sent later and with more
advanced disease than else-
where in the UK. Possible
explanations are: a higher
mortality among previously
asymptomatic CHD patients,
a greater tendency for
patients to present acutely,
more stoical patients, perhaps
with reservations about high-
technology medicine, reluc-
tance of general practitioners
to refer because of the limited
facilities, or lack of awareness
amongst general practitioners
of the potential benefits from
revascularisation are worthy
of further study.

A result of devolution has
been that initiatives and poli-
cies developed in England
(but with input from cardiolo-
gists from all parts of the UK)
have lost momentum as they
cross national borders. Differ-
ences in health service priori-
ties and  commissioning
processes have resulted in dis-
parities  affecting  many
aspects of service provision.
Despite having the greatest
need for cardiac investigation

and Wales fall below the
vice levels achieved in En

and Northern Irelan

The variation éct the
availability of r rces and
differences in the planning,
organisation and commission-
ing of health services. England
has benefited from the NSF for
CHD and from the Govern-
ment commitment to funding
both the NSF targets and
guidelines derived from NICE
appraisals, but separate poli-
cies have been developed in
Scotland, Wales and Northern
Ireland. Even the highest lev-
els of provision identified in
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®div'a

and treatment, both Scotland\

this report, however, fall far
below those in other European
countries.">  Moreover, the
British Cardiac Society has esti-
mated that, in order to provide
services to meet the require-
ments of the UK population,
more than four times as many
cardiologists are required as
were in post in 2003.%

Whilst it is acknowledged
that the purpose of devolu-
tion is to allow greater control
over domestic policies and
expenditure, the British Car-
diac Society, which represents
the UK as a whole, considers
that such major discrepancies
in a vital area of healthcare
are unacceptable.

Recommendations
The individual assemblies and
parliaments of the devolved

nations should acknowledge
the deficiencies in the level of\o

service provision for the %
agement of heart dise

the wide disparities
UK that bear lit

need.

Cardio fr ross
the UK ri o the
organi ns produce

rds guidelines.

[ erefore, all the
countries should
acceptsthe recommendations
produced by specialist soci-
eties and authoritative agen-
cies, without the requirement
for further analysis or clinical
justification. Strategies should
be developed to ensure that
these core standards are fund-
ed and implemented equally,
with planned variations only
in specific circumstances that
might be identified in relation
to specific populations.
Devolved assemblies and
parliaments should address
the varied administrative
processes that exist in the
commissioning and funding

of cardiac services to ensure
equality of access for all citi-
zens of the UK.

This review should be
repeated in 12 months.
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