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Chairman's Foreword

Since 1962 the Department of Health and Social Security and its predecessor

Ministry of Health have issued a number of memoranda and circulars seeking to

advise healttr authorities on how to reduce the lengths of waiting lists for in-

oatient treatment and to shorten the times patients were having to wait for in-

patient admissions for that treatment. A circular issued in 1975 called upon each

irealttr authority "in its planning to take as its initial aim' where it has not already

been achieved or betterid, the objective of admitting all hrgent'cases in less than

a month and all other waiting list cases in less than a year". These objectives have

not been met and waiting lists and waiting times over the country as a whole have

become longer and unacieptable. This is not now just a logistic problem: it is one

of human sluffering, including loss of physical and social independence, with
degradation of the quality of life.

We were appointed to consider the problem of waiting times for out-patient

appointmenis and in-patient admissions in the specialty of orthopaedic surgery.

W. truu. been conscious however that the problem for which we had been called

upon to find a solution was not a problem of the specialtyof orthopaedics alone,

since other specialties have waiting lists and long waiting timesfor tre atment and

share with orthopaedics constraints on adequate staffing and facilities. In our

report which follows we have recognised this, and we believe and hope that what

*" huu. recommended will prove useful and relevant for those whose task it is to

reduce waiting times for treatment in other specialties.

We recognise that changes and advances in orthop-aedic practice, such as total
hip repla"cement for arthritis and internal fixation for fractures, have probably

contrifuted considerably to the specialty's present difficulties' But we do not

believe that any attempt to restrain such advances will help the patients nor

relieve the preisure on ttr. National Health Service as a whole. Indeed the

adoption of iuch a policy would obscure the primary purpose of medicine, which

is to prevent and relieve human suffering.

Some may question whether a problem which could not be solved in the

comparatively more affluent days of the 1960's and the early 1970's can be solved

now'*hen the problem is greater and the resources available to the National

Health Service are so restricted. It is however our belief that, given the whole-

hearted co-operation of health service management, clinicians, .nurses' 
para-

medical and technical staff, social workers and volunteers, long waiting times for

both out-patient hospital appointments and in-patient treatment can be

significantiy reduced anO, wiitlin a few years, brought down to an acceptable

leiel. We ian ourselves only suggest techniques for adoption: it remains for

others to take them up and apply them. We hope they will'

R.B. Duthie.
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INTRODUCTION

l.l We were appointed with the following terms of reference:-
"Having regard to waiting lists, to consider the organization of orthopaedic
services and their interaction with related services; and to recommend
measures designed to eliminate excessive waiting time for out-patient
appointments and in-patient treatment in the specialty."

1.2 Our first meeting was on 2 July, 1979. We had eight plenary meetings up to
and including 3l March, 1980, during which period sub-groups of members held
additional meetings at which they studied specific aspects of the problems we had
been called upon to examine and individual members undertook particular
assignments. We then met for a working weekend from 9 to I I May, 1980, during
which the contents of this report were determined by syndicates and in full
sessions. The Secretaries' composite draft of the report was considered at a
plenary meeting on l4 July, at which amendments to the draft were proposed and
considered and at which we decided what our recommendations should be.
Agreement on the text as now presented was achieved thereafter through
correspondence.

1.3 The President of the British Orthopaedic Association at the time the
Working Party was established was among its members.

1.4 We sought evidence in writing from the Royal College of Nursing, the
British Association of Orthopaedic Nurses, the National Association of Theatre
Nurses, the Association of Nurse Administrators, the Health Visitors
Association, the Chartered Society of Physiotherapy, the College of
Occupational Therapists, Age Concern, the British United hovident
Association Limited and the Nuffield Nursing Homes Trust, and we are grateful
to all of these organizations for their co-operation and assistance.

1.5 We are grateful to Regional Medical Officers and other staff of Regional
Health Authorities and to Regional orthopaedic Sub-committees for supplying
us with statistics, reports of local studies of orthopaedic services and other useful
information and ideas, in response both to letters written on behalf of the
Working Party as a whole and to inquiries made by its individual members.

1.6 Dr. H. Baderman, Chairman of the Specialist Advisory Committee in
Accident and Emergency, and Mr w.A. Souter of the Surgical Arthritis Unit,
Princess Margaret Rose Orthopaedic Hospital, Edinburgh, kindly answered
inquiries. Information was volunteered by others who had read of the
appointment of the Working Party in the medical and other press; we thank them
for their interest and assistance.

1.7 Dr. Philip H. N. Wood, Director of the Arthritis and Rheumatism Council
Epidemiology Research Unit, University of Manchester, supplied us with



valuable written information and expressed stimulating views when he attended
one of our meetings. Professor J. Parkhouse of the Department of Anaesthetics,
University of Manchester, supplied us with most useful information at another of
our meetings at which he represented the Faculty of Anaesthetists. We thank
them both.

1.8 We also thank Miss L. Dyer, Physiotherapist, and Mrs E. Grove,
Occupational Therapist, both of the Department of Health and Social Security,
who were most helpful when they were invited to a meeting.

1.9 Our Secretaries were Dr. W. J. Modle and Mr A. G. Saville of the
Department of Health and Social Security, assisted by Mrs. N. Henderson; we
express our thanks to them for their work and for their readiness and ability to
meet our demands in bringing the task of the Working Party to a prompt
conclusion. We also thank Miss P. W. Annesley of the Department's Statistics
and Research Division for the great help she gave us in the collection and
interpretation of statistical material, and Miss C. P. Wall of the Department's
Nursing Division for working closely and most helpfully with the nurse members
of the Working Party.

l.l0 Our Secretaries provided us with useful bibliographies of published
material relevant to our studies and these were supplemented by material which
individual members of the Working Party brought to our notice. We were also
permitted to see, with the consent of their authors, a number of as yet
unpublished reports, from which we drew ideas and information. We are grateful
to those who made them available to us.



2 The Problem

2.1 Introduction
2'l.l Anyone in this country who suffers an accident or is taken seriously ill and
so requires immediate hospital treatment can confidently expect to recelve that
treatment in an accident and emergency department and, as necessa.y, as an in-
patient without serious delay. Thus the primary responsibility of thi National
Health Service to trauma patients is generally acc-epted as teing adequately
discharged. Some of those, however, who requi.e treatment for d"iseasei from
which their lives are not at such immediate iisk are less well served and may
expect to have to wait for hospital consultant appointments sought for them by
their general practitioners; those ofthem who are iubsequently oflered in-patient
treatment must then usually expect to be placed on the waiting lists of individual
consultants and to be admitted according to the urgency of their needs and as the
capacity of the hospitals to receive them as patients permits.

2.2 The Size of the Problem
2.2.1 In-Patient Treatment

2.2.1;l The frequent expressions of concern in the media about delays in
.obtaining hospital treatment, particularly for effective, pain relieving op..aiion,
like hip-joint replacements, made it seem very likely that we shouti dircou". u
bad situation getting worse when we looked at the statistics of the position in
Traumatic and orthopaedic Surgery. what we did not know was whether the
picture in.that specialty was any worse than in the other surgical specialties and
whether, indeed, it was justifiable to concentrate on orthdpaedic surgery (an
abbreviation we shall use from here on for 'Traumatic and orth6paedic,
surgery).

2.2.1.2 Since 1975 each Health District in England has made a twice vearlv
return to the Department of Health and Social Security of the numblrs of
patients waiting for admission to hospital together with an indication of the
length of timethey have already waited. This ieporting system was established
more recently in wales. The returns for the last 3 yeari show that the numbers
waiting for admission are increasing in all surgical specialties - defined as
traumatic and orthopaedic surgery, general surgeryj ear, nose and throat
surgery, ophthalmology, radiotherapy, urology, plastic surgery, thoracic
surgery, dental surgery, orthodontics and neurosurgery. (See fiUte t;

2-2.1 .3 orthopaedic surgery is not the specialty worst off in this respect. [_arger
numbers of patients are waiting for admission io General Surgery beds and thesituation for Ear, Nose and Throat patients is nearly ur iua as it is for
orthopaedic oatients. The rate of growth in the numbers waiting has, however,
been greater for orthopaedic Surgery recently. There were, forlnstance,3l pei
cent more waiting in that specialty in 1979 than in 1977.



Table I In-patient waiting list numbers: All surgical specialties: England: At
30 September ,1977,1978 and 1979.

Specialty 19',77 t9'78 t9'79

Orthopaedic Surgery

General Surgery

Ear, Nose and Throat

Ophthalmology

Urology

Plastic Surgery

Dental Surgery

Other Surgical SPecialties

AI.L SURGICAL SPECIALTIES

100,10s

t6l,693

98,132

36,625

2t,t9l
38,281

2s,063

7,964

489,054

rr2,999 130,949

162,430 I't6,7 39

98,r72 rDs ,924

38,964 43,685

24,005 26,s50

41,065 42,949

26,27 5 3t,241

8,0 38 8,099

51 1,948 566,1 36

Source: SBH 203

2.2.1.4 The problem worsened more rapidly for all surgical patients between
1978 and 1979. Industrial action on the part of some health service employees in
the Spring of 1979 contributed to this. At that time only the most urgent cases

were being admitted to hospital.

2.2.1.5 There have, of course, always been waiting lists for in-patient elective
treatment and there always will be. What matters to the patient is not that he is on
the waiting list but that, being on one, he should not have to wait an unduly long
period for admission to hospital, possibly for so long that his condition may have
deteriorated before it is eventually treated.

2.2.1.6 The waiting list returns mentioned above make a distinction between
urgent and non-urgent cases and report the numbers of urgent cases who have
been waiting for more than one month for admission and non-urgent cases who
have waited for more than one year. This distinction reflects the Department of
Health and Social Security's targets that no patient needing treatment urgently
should wait for more than a month and no non-urgent case for more than one
year, and that in due course these target times should be shortened.

2.2.1.7 What is actually happening however is not in accord with these
intentions. Although urgent cases make up a relatively small percentage of the
numbers on surgical waiting lists, the proportion of them who had to wait more
than a month for admission rose between 1977 and 1979 from two-thirds to
nearly three-quarters. (See Table 2)

2.2.1.8 This was a particularly serious state of affairs for patients waiting for
radiotherapy, one of the'Other Specialties'shown in Table l, a relatively large
proportion of whom suffer from some form of cancer and for whom prompt
treatment may be advantageous. There was a small increase in the proportion of
orthopaedic patients who were classed as urgent cases. What was more striking
was the increase over the 2 year period in the already high percentage of urgent
orthopaedic cases having to wait more than a month for admission. The position
in Orthopaedic Surgery was worse than in any other surgical specialty.



Table 2 Urgent cases on waiting lists: A11 surgical specialties: England: At 30

September, 1917 , 1918 and 1919,

Specialty
Urgent cases as % of

total cases

/o rngent cases waiting
more than one month

t97 7 1978 t979 r97 7 1979197 B

Orthopaedic SurgerY

General SurgerY

Ear, Nose and Throat

OphthalmologY

Urology

Plastic SurgerY

Dental SurgerY

Other Surgical SPecialties

ALL SURGICAL SPECIALTIES

9

6

3

6

l5

6

26

o

10

6

^

'7

15

5

7

27

7

10

5

3

6

I7

5

7

35

7

'78

60

65

'72

'72

69

72

36

67

83 8s

60 6s

60 6s

79 73

69 76

7',7 7s

't3 7r

44 48

'70 73

Source: SBH 203

2.2.l.gMostsurgicalpatientsonwaitinglistsforadmissionhave,aswehave
,...r, U..n classifie-d as ion-urgent by the ioctors concerned. The proportion of

.ro.r-rr.g"nt surgical cases witia delay of more than a year rose to one-third in

1979. (See Table 3)

Table 3 Non-urgent cases on waiting lists: All surgical specialties:

Percentage of casis waiting more than one year: At 30 September,

England:
1911, l9l8 and

1919.
/o non-urgent cases

SpecialtY waiting more than one Year

r9'7'.| 197 8 r979

Orthopaedic SurgerY

General SurgerY

Ear, Nose and Throat

OphthalmologY

Urology

Plastic SurgerY

Dental SurgerY

Other Surgical SPecialties

ALL SURGICAL SPECIALTIES

29

29

z)

16

2'1

54

20

35

29

33

29

26

20

25

57

l9
JL

30

38

JJ

28

24

30

51

t9

34

33

Source: SBH 203

2.2.1.10 The proportion for orthopaedic,patients was even higher and was

,uipurr.A tnly'in the specialty of Piastic Surgery' whose waiting list includes



cases for whom delay in admission may be by design, awaiting the most judicious
time clinically in the development of a condition for surgical intervention.

2.2.1.11 All the English Regional Health Authorities can number their
orthopaedic waiting lists in thousands. Towards the end of 1978 and before the

oeriod of industriai action alluded to above, which affected services to varying
degrees in the different Regions, there was up to a two-fold difference among
Regional Health Authorities in the percentage of non-urgent cases waiting more

than a year for admission. (See Table 4). The position was worst in the Regions of
the midlands and the north west.

Table 4 Percentage of non-urgent cases waiting more than one year: Orthopaedic
Surgery: English Regions: At 30 September, 1978.

% non-urgent cases

waiting more than one year

s,368

5 ,871

12,010

4,36s

6,784

1,065

8,440

5,113

5,945

6,2t8

6,046

13,2t0

s,378

9,218

|,t62

r02,2s3

Source: SBH 203

2.2.1.12 Another way of examining the waiting time position is by observing
how long persons who succeeded in being admitted from waiting lists had in fact
waited. tire Hospital ln-Patient Enquiry (HIPE) is a one-in-ten sample of in-
patient spells andcovers the main details of patient stay in hospital. It can be used

io observe trends in such matters as the age and sex of patients, the types of
operation being performed and the source of admission of patients to hospital.

2.2.1.13 Table 5, compiled from HIPE, shows that in the main surgical
specialties over recent years, there has been a trend for the patients admitted from

waiting lists to have waited longer for admission.

2.2.1.14 Fifty per cent of orthopaedic patients discharged from hospitalin 1971

Regional Health
Authority

No. non-urgent
cases waiting

Northern

Yorkshire

Trent

East Anglia

N.W. Thames

N.E. Thames

S.E. Thames

S.W. Thames

Wessex

Oxford

S. Western

W. Midlands

Mersey

N. Western

Boards of Governors

ENGLAND

22

2L

44

36

31

1A

34

25

33

JL

30

39

36

36

I
-l -)



had waited more than ll.3 weeks for admission (the'median'waiting time).
Orthopaedic surgery does not stand out quite so far from the other specialties
when admitted patients are considered. This is partly because the concept of
urgency varies from specialty to specialty. In specialties where'ltrgent" is more
likely to mean "potentially life-threatening", the proportion of cases which are
selected for admission from the urgent section of the waiting list is likely to be
higher and this results in a reduction in the median waiting time of those patients
admitted, as in the specialty of general surgery in Table 5. Considerations like
this tend to mask the overall waiting time position. The upward trend in waiting
times observed in the Hospital In-Patient Enquiry confirms the picture drawn by
the other main reporting system of a generally deteriorating situation. Moreover
the median does not tell the whole story, as 50 per cent of patients waited longer
than the median time. Data for 1977 indicates that some 9 per cent waited over a
year in orthopaedic surgery compared with under 8 per cent in other surgical
specialties, and over 4 per cent had waited more than l8 months.

Table 5 Median waiting time of patients admitted from waiting lists: Selected
surgical specialties: England and Wales: 1971 to 1977 .

Specialty Median waitine time in weeks

r972 1973 1974 1975 r977r97 6t97l

Orthopaedic Surgery

General Surgery

Ear, Nose and Throat

Ophthalmology

Urology

Plastic Surgery

Dental Surgery

8.3

5.8

1 1.8

9.4

'1.2

1 3.8

7.7

8.4

<t

t2.l
8.4

b- t)

12.0

?o

9.3
(1

13.5

9.8

7.4

14.2

9.4

9.0

5.8

12.l

8.8

6.9

t5;7

8.4

9.8

5.5

12.6

10.0

7.5

t4.4

9.1

1 i.5

6.6

13.1

12.0

8.4

14.9

10.6

11.3

6.4

12.6

1 1.0

8.4

I /.J

11.0

Source: Hospital In-Patient Enquiry

2.2.1.15 As we have seen, there are some quite marked contrasts between
Regions in waiting times. The differences among Health Districts are even
greater. For example, Figure I shows that in 1977 there was an appreciable
number of health districts in which 50 per cent or more of the non-urgent cases
had already waited more than a year for admission to hospitals for orthopaedic
treatment. At the other end of the scale there were many instances in which only
very small proportions of patients on waiting lists had to wait for more than one
year. This raises the possibilities that either the capacity to deal with the problem
varies markedly from District to District or that levels of demand vary
enormously. We return to these questions in later chapters.

2.2.1.16 National and Regional and even District statistics showing what
percentage of non-urgent cases waited over one year for admission do not
however tell the whole story. Some patients wait for considerably over ayear.
Table 6 was prepared by one of our members for one Area. By breaking down the
waiting list for orthopaedic patients for that Area it probably reveals better than
do any of the preceding tables what long waiting times before admission can
mean in individual and human terms.



Figure I
P"i".ntag" of non-urgent cases waiting over one year by districts:

Orthopaedic surgery: England: 1977'
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Jab]e 6 waiting times in X Area of patients on the orthopaedic waiting lists at
31 December, 1979.

Males Females Children Total
Time Waited Per-

cent- No.
aEe

Per-
cent- No.
age

No.
Per-
cent- No.
age

Per-
cent-
age

0-6 months

7 months to 1 yeal

Over 1 year

Over 2 years

Over 3 years

Over 4 years

Over 5 years

Over 6 years

Over 7 years

Over 8 years

268

432

179

65

30

13

3

2

I

305

12s

45

t7

|,349

647

|,I43
510

198

100

3',l

t4

t2

2

633 \
28s I

J62

) 'o' Iuo' )0n.,
244

46.2
94

149

26

8

25
53.7

7

o

3

s0.239.949.5

s62

5

7

1

TOTAL 1.465 100 1,985 100 100 4,012 100

2-2-1.17 Some of the long waiting times for children can be disregarded since
these may have been arranged to bring them into hospital at a poiniin time when
surgical intervention into their conditions is appropiiate. The same is generally
not true of the adults; of the 49 of those who hadwaited over five years their
clinical notes revealed that they still wanted and still needed their operations. yet
they still had an unspecified longer time to wait.

2.2.2 Out-Patients
2.2.2.1 The patients on waiting lists for in-patient treatment have. in many
instances, already waited for varying lengths of timi for the out_patient
consultarions which resulted in their joining the waiting lists. Although ieveral
Regions collect information on thoie *ailing for oui-pati.nf-i..ut..nt unaconsultation the type and quality of information collected varies considerably
between Regions and in most Regions gives sufficient information onty toidentify serious pro,blems. Taken asi wnoi-e such available information as therels rs lnadequate and potentially misleading especially if trends are deduced fromlt or comparisons made between areas.

2 2 
? 

2 As an example one Region collects the shortest and rongest time to thenext routine out-patient appointment. For traumatic and orttro-paeoic ,u.g.rythe shortesr wait for an out-patient appointment in both lsii'i"a l97g was0 weeks and_ the longest wait for both years was 99 weeks. There would seem
therefore to have been little-change in *iiting times; but, although we know therange of times^people waited, we do not know-how many waited 01".er., and howmany waited 99 weeks. So it is possible that in 1977 tiere was one clinic where
everyon^e attending had waited 0 weeks and that for all the other clinics they hadwaited 99 weeks. The reverse could have been the situation in 197g. This is ofcourse an extreme example chosen to illustrate the difficulty of drawing validconclusions from inadequate data or from statisticar studies in isoration.



2.2.2.3 There are therefore no statistics available in standard form which will
tell us for purposes of comparison between Regions, Areas or Djstricts how
many patients are waiting for appointments with consultants or for how long
they have waited; even less is there statistical information about what they are

sufiering from, for it is to determine that more specifically and for it to be decided

what treatment they need that their general practitioners have sought consultant
appointments for those who will ultimately appear in the statistics as new out-
piiient attendances. Nevertheless complaints from members of the public about
ihe excessive delays before they are offered firm dates for appointments with
consultants, corroborated as they are by bitter complaints from general

practitioners throughout the country to officials of the Department of Health
ind Social Security, are evidence enough that waiting times for such

appointments are frequently excessive. Waits of several months are now

commonplace and, although there are general practitioners who, in,some health

Districts, encounter similar problems in getting appointments for their patients

with consultants in other specialties, these are less severe and certainly less

widespread than in orthopaedics.

2.2.2.4 Table 7 which was provided by the orthopaedic and Trauma Sub

Committee of the South East Thames Region, illustrates the periods of waiting
for orthopaedic out-patient appointments at hospitals in that Region in 1979.

Similar tables from other Regions would, we are convinced, tell a similar story.

Table 7 waiting times in weeks for out-patient appointments: orthopaedic

Surgery: South East Thames Region: 1979.

Waitine time
Hospital (*e"tr)

9-13
22
15

8-35
z-J

18
11

5

8

16
1

4-13
34

6
A

16

6-7
B

2.2.2.5 There is a strong case to be made for devising a standard information
system for reporting out-patient waiting times so that more accurate

District Hospital
Waiting time

(weeks) District

6-10
6
,7

16

B-I2

r4-24
4
2

L

8

4-r9
5

3-22
22

B

1')

11

18

19

20

2T

22

LJ
1A

25

26
27

28

29
30

-ll

)z
33
34
35

9

10

11

t2

IJ

l4
15

t6
ll

10



comparisons may be drawn between consultants in the same specialty, for the
specialty as a whole at different points in time, and between different areas.

2.2.3 Resources

?.2.3.1 The lengthening queues for the orthopaedic service suggest a growing
imbalance between the demands made of the service and its cipacitv to -".ithem. The factors which have influenced demand in recent y.a.r ire outlined in
the next chapter. Here we consider whether or not static ordecreasing resource
levels have been a feature of the orthopaedic service in recent years.

2.2.3.2 Between 1973, the year prior to NHS reorganisation, and l97g there
was a reduction of 3 per cent in the available stock of surgical beds in England
and wales. within this overall reduction, however, the number of beds auuilabl.
to the orthopaedic service actually increased by 3 per cent. (See Table g.)

2.2.3.3 over the same period the number of whole-time equivalent consultant
orthopaedic surgeons increased by l4 per. cent in line with what was happening
in the surgical specialties generally; nor wai the growth in surgical manpower out
of step with the number of anaesthetists available to support the surgical services.
There were 15 per cent more Consultant Anaesthetisti in 1978 thanlhere were in
1973. (See Table 9)

Table 8 Average number of beds available daily: Alt surgical specialties and
orthopaedic surgery: England and Wales: 1973,l9j6 anO tSZS.-

All Surgical
Specialties Orthopaedic Surgery

r97 3

r97 6

19'78

% change 1973-78

(Thousands)

7 5.4

74.7

't3.4

_3%

(Thousands)

2I.6

22.r

22.3

+ 3Vo

Source: SH3

Table 9 Number of consultants in orthopaedic surgery and in anaesthetics:
Whole-Time Equivalents: England and Wales: l9T.Igi6 and 197g.

All Surgical
Specialties

Orthopaedic
Surgery Anaesthetics

r97 3

197 6

r978

% change 197 3-7 8

2,87 5

3,131

3,243

+ I3Vo

s07

547

577

+ 14%

r,255

t,394

1,448

+ 15%

tl

Source: Manpower Returns



2.2.3.4 Whereas the number of beds available in the surgical specialties

decreased between 1973 and 1978, the number of out-patient clinic sessions

increased by 8 per cent. Within this figure there was a growth of 3 per cent in the

number of orthopaedic out-patient clinics. (See Table l0)

Table 10 Number of out-patient clinic sessions: All surgical specialties and

orthopaedic surgery: England and Wales: 1973, 1976 and 1978.

All Surgical
Specialties

Orthopaedic Surgery

t9'73

r9'7 6

1978

% change l9'13:18

Source: s33

2.2.4 Levels of Activity
2.2.4.1 The usual aim of adding to the levels of resources in a specialty is to

increase its capacity to provide a clinical service. To what extent has the recent

growth in orthopaedic iervice resources affected the level of service given?

2.2.4.2 Between 1973 and 1978 the number of in-patients treated in orthopaedic
beds increased by 12 per cent, well in excess of the growth rate in the surgical

specialties generally. (See Table I l)

Table 11 Number of in-patient discharges and deaths: All surgical specialties and

orthopaedic surgery: England and Wales: 1913,1916 and 1978.

All Surgical
Specialties

0rthopaedic SurgerY

(Thousands)

642.0

678.9

691 .5

+ 8Vo

(Thousands)

1 36.s

138.9

140.3

+3%

r973

197 6

t978

% change 1973-'78

(Thousands)

2,rst.9

2,214.4

2,228.7

+4%

(Thousands)

+z)-L

461.6

472.5

+ l2Vo

Source: SH3

2.2.4.3 It was in the field of day surgery that the highest rate of increase in

activity occurred between 1973 and 1978. Although the rate of increase in

Orthopaedic Surgery (16 per cent) was only half that of all surgical specialties it

meanithat Uy 1978 ioughiy one-eighth of all patients in the specialty were being

treated as dav cases. (See Table l2)

t2



Table l2 Number of day cases: All surgical specialties and orthopaedic surgery:
England and Wales: 1913,1976 and 1978.

All Surgical
Specialties Orthopaedic Surgery

t973

r97 6

1978

Vo change 1973:78

(Thousands)

305.5

34s.5

39'.7.8

+ 30%

(Thousands)

60.2

63.1

69.9

+ 16%

Source: SH3

2.2.4.4 The number of surgical out-patient attendances, in contrast, fell
marginally and in this respect orthopaedic Surgery did not stand out from the
other surgical s.pecialties. (See Table l3). whatever the cause, in-patient waiting
lists in the specialty were not growing as a result of more new patients being seei
in the consultative clinics which fed these waiting lists.

Tabie 13 Attendances in out-patient clinics: All surgical specialties and
orthopaedic surgery: England and Wales: 1973,1916 and 1978.

All Surgical Specialties Orthopaedic Surgery

New Out-
patients

Total Out-
patient

Attendances

New Out- Total Out-
patients patient

Attendances

(Thousands) (Thousands)

t97 3

r9'7 6

r918

Vo change
t973-78

4,34I.1

4,tt'! .0

4,208.1

- J-/a

r7,t20.3

16,4t7.6

t7 ,04s.0

Nil

r,226.8

1,15 3.0

r,I89.2

_3%

4,7 68.1

4,496.s

4,709.8

_ roh

Source: SH3

2.2.5 Effects on Waiting Lists
2.2.5.1 The main route of entry to an in-patient waiting list is the out-patient
department. Patients leave waiting lists by a variety of means. Some die before
they can be treated; some decide not to be treated; some are treated in an
alternative way before their turn arrives, eg through becoming an urgent case and
gaining immediate admission, or being treated at another NHS hospital or in the
private sector; and some leave the area to live elsewhere.

2.2.5.2 Many who leave waiting lists do so however by being admitted to
hospital or by being treated as day cases. By comparing the change in the
numbers on a waiting list over a certain period with the numbers admitted from

IJ



the waiting list or treated as,day cases some idea may be gained of how successful

the service is in meeting the level of demand facing it.

2.2.5.3 In 1978 there were nearly 50,000 more orthopaedic surgery patients

waiting for treatment than in 1973, but in 1978 the orthopaedic service treated

only half that number more than it did 5 years earlier. (See Table l4).

Table 14 Changes in waiting list activity: All surgical specialties and orthopaedic

surgery: England and Wales: 1913-1918.

All Surgical Specialties Orthopaedic Surgery

(Thousands) (Thousands)

re't3 1e78 
De{:eer- niffar-t913 r978 ""---

a. Estimated No. admitted from
waiting list

b. No. day cases

TOTAL a. and b.

c. No. on waiting list 31 December

892.1 9I4.A+ 21.9

30s .5 397 .8 92.3

r,197 .6 r,3rr.8 1r4.2

435.9 583.9 148.0

111.3 125.'l+ 14.4

60.2 69.9 9.'.7

171.5 195.6 24.t

'19.4 129.1 49.7

2.2.5.4 The extent of this disparity was considerably greater than in surgical
specialties as a whole. Indeed it was the situation in Orthopaedic Surgery which
cbntributed most to the deterioration in the capacity of the combined surgical
services to keep pace with their waiting lists.

2.2.5.5 All this leads to the question of why in orthopaedic Surgery it should
have become more difficult to obtain treatment for non-emergency orthopaedic
conditions at a time when levels of manpower and available beds have been

increasing, more patients than ever before are being taken off waiting lists for
treatment and the potential for adding patients to waiting lists has not increasetl

since there are no more out-patient consultation sessions available now than

there were a few years ago. The origins of this paradoxical situation are explored
in the next chapter.
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