


















































Cullis and Jones argue that a direct expansion of NHS 

provision would have the advantage ofbeing a policy 

with a known financial commitment for government, 

while a subsidy scheme would have to constitute an 

unknown financial commitment for government as 

take up rates would not be known in advance. They 

propose the piloting of the scheme to determine the 

size of the subsidy necessary to encourage sufficient 

patients to seek treatment in the private health care 

sector. They argue that a decision would also be 

necessary as to the range of conditions/treatments for 

which the subsidy would be available. 

Cullis and Jones (1985) argue that the NHS could save 

money by paying the difference between the full cost 

of private treatment and individual's contribution, as 

long as this subsidy amounted to less than the cost of 

NHS treatment. 

As Street and Duckett (1996) correctly observe, the 

conclusions depend on factors such as: (1) the relative 

efficiency of the private and public sectors, (2) spare 

capacity, (3) whether costing and pricing are done on 

the basis of marginal or average costs, (4) whether the 

private sector raises prices in response to increased 

demand, and (5) whether patients who would have 

previously gone private now join NHS queues to 

receive the subsidy. 

Cullis and Jones set out what they see as obvious 

criticisms of a subsidy policy. A principal criticism is 

that it involves a version of the willingness to pay 

principle. This may therefore sacrifice equity as it is 

likely that the relatively well off will find subsidies for 

private health care more attractive than lower income 

individuals who may not be able to find the remaining 

cost of private care. 

Increasing NHS spending to facilitate an expansion of 

services will mean that, as Cullis and Jones argue, 

patients will to some extent, be treated from waiting 

lists in order of clinical urgency regardless of 

willingness and ability to pay. 

Cullis and Jones draw on evidence (Le Grand, 1982) 

that the top socioeconomic classes receive 40 per cent 

more NHS resources per person reporting illness than 

do individuals in the lowest socioeconomic classes. 

Cullis and Jones reflect that if the higher 

socioeconomic groups are successful at 'arguing their 

way up the queue', exercising 'voice', then a subsidy 

scheme could mean that these individuals are 

encouraged to exit the waiting list. 

In defence of the subsidy policy, Cullis and Jones argue 

that concerns over the possible regressive distributional 

effects of such a policy are really a function of more 

fundamental issues of income distribution in general. 
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Cullis and Jones conclude that a subsidy policy hides 

rather than solves a problem. oflarge waiting lists, and 

that although potentially less costly and more effective 

at reducing the size of NHS waiting lists than direct 

expansion of the NHS service provision, such a policy 

has an indeterminate effect on social welfare. 

9.2 Policies to reduce waiting times 

More recently Martin and Smith (1995) conducted an 

extensive cross sectional multivariate analysis of NHS 

waiting lists using small area data. Martin and Smith 

modelled waiting times as prices in a supply and 

demand model based on the work of Lindsay and 

Feigenbaum. The purpose of their study was to model 

waiting times and hospital utilisation as a function of 

various supply factors such as efficiency and provision 

of inpatient beds, and various demand factors such as 

socioeconomic conditions. To do this Martin and 

Smith use Hospital Episode Statistics (HES) data for 

1991/92 to model waiting times and operation rates in 

4,500 small areas covering the whole of England. 

They argue that previous univariate analysis of NHS 

waiting lists failed to model the system as a whole. 

They found that long waiting times act only as a very 

modest deterrent to demand for surgery except in 

areas currently experiencing relatively long waits. This 

implies that waiting times may not be an important 

component in medical referral patterns except where 

waiting times are very long. On the supply side, they 

found a very strong positive relationship between the 

local waiting time and number of operations, 

suggesting that long waiting times act as an important 

stimulus to more intensive use ofNHS resources, 

perhaps as part of the NHS Waiting Times Initiative. 

Martin and Sm.ith found the most important 

indication of utilisation in an area to be need, as 

measured by the York Acute Sector Needs Index, and 

that factors such as bed provision have a relatively 

small effect in com.parison, suggesting a far weaker link 

between the supply and demand for health care than 

has been proposed in the literature up to this point. 

From their results, Martin and Smith infer that an 

increase in NHS capacity could reduce waiting times, 

if permanent, given current n1edical technology and 

public expectations. From estimates of the elasticity of 

public demand for inpatient elective treatment with 

respect to waiting time they propose that any demand 

inducement effect of increasing NHS capacity would 

be much smaller than forecast by previous authors. 

They found the level of day case surgery to have a 

strong negative impact on waiting times. The authors 



also found that the provision of private hospital beds 

had a negative impact on demand for inpatient 

services. They found that GP provision has a relatively 

weak negative impact on utilisation suggesting GPs 

may act as a modest substitute for inpatient surgery. 

Martin and Smith recognised the necessity of testing 

what effect waiting times themselves have on facts 

such as the level of day case provision, average length 

of stay or proportion of all admissions that are elective. 

They found that waiting times appear to have little 

detectable influence on day case proportion or length 

of stay. However, they found that waiting times played 

an important part in influencing the proportion of all 

surgical admissions that are elective. 

Martin and Smith (1995) conclude that: 

'In general, a short run boost to surgical provision to 

clear waiting times will not secure long run 

improvements in waiting times. This [they argue J 
accords with the results of elementary queuing theory, 

which suggest that the long run average waiting time 

for service is simply a function of the arrival rate and 

the service capacity. Only a permanent increase in 

capacity will reduce the long run waiting time, given a 

constant level of demand' (p.23). 

9.3 Policies to rationalise NHS waiting lists 

9.3.1 Admissions indices for the management of 
waiting lists 

As far back as 1976, Culyer and Cullis proposed the 

need for an admissions index for the management of 

waiting lists which could incorporate clinical and 

social criteria to reflect the relative priority of each 

patient. They argued that clinicians alone should not 

be left to determine the priority of patients receiving 

public health care and that indeed inherent in their 

proposal for an admissions index was the need for 

national norms and reduction in the clinical freedom 

of each individual doctor. Social science, they argued 

could help provide a framework for the construction 

of such an index but that the selected criteria and 

relative weights assigned were normative political 

lSSUeS. 

Culyer and Cullis argued that any such needs index 

must cut across interdependence between supply and 

demand for health care. For example, such a statement 

of need about an individual patient must be 

independent of current levels of health care provision. 

Culyer and Cullis proposed the following as candidates 

for inclusion in an admissions index: 

1. Time already spent on a waiting list. 

2. Urgency based on expected rate of deterioration of 

patient's condition (clinical prognosis about time for 

intervention). 

3. Urgency based on patient's health status (ability to 

function while waiting). 

4. Urgency based on social productivity of patient and 

number of economic dependents (which should not 

be a narrow concept of contribution to GNP). 

5. Urgency based on other social factors. 

They proposed the calculation of each patient's 

individual points score per period with time already 

waited used as an exponent. 

They noted that of these criteria only time already 

waited was easily measured in units and that all the 

other criteria would require scoring using some kind 

of points schem.e. Culyer and Cullis proposed the use 

of a simple three point scoring syster:n to maximise the 

likelihood that different scorers' assessments would 

converge. 

Culyer and Cullis argued that some of the ranking 

exercise could be delegated. The potential for this has 

been demonstrated in the safe delegation of priority 

scoring in a Swedish pain clinic (Brattberg, 1988). 

Culyer and Cullis argued that so long as a clinical 

specialty's beds were used to full capacity, then 

introduction of a needs index could lead to greater 

efficiency in terms of needs met from the waiting list. 

They argued that it would be possible to reduce to a 

minimum the unmet need of patients on a waiting list 

by each day admitting patients with the greatest points 

score per day of expected length of hospital stay. 

Culyer and Cullis went on to reflect that the 

introduction of such an admissions index across clinical 

specialities might lead to the redistribution of beds and 

other resources between specialities. They argued that 

maximum efficiency could only be achieved when 

marginal need (i.e. the score of each marginal patient 

treated per period) in each department, hospital and 

region is the same. 

They concluded that the optimum level of inpatient 

hospital provision would be reached when the 

additional costs of providing more inpatient resources 

(or costs saved by reducing them) equal the social value 

of reduction (or increase) in the need for inpatient 

care; so relating the question of health care provision 

back to the economic concept of allocative efficiency. 

Points schemes for the management of elective waiting 

lists are beginning to attract greater attention as a 
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means for rationalising or prioritising waiting lists. 

They afford the opportunity to pursue goals such as 

meeting the greatest needs of patients on a waiting list 

as opposed to managing the list so as to meet 

guaranteed waiting times or reduce the total number 

of patients on the list. 

In the UK, Salisbury Health Care NHS Trust Hospital 

is currently piloting a cross speciality waiting list points 

scheme based, in part, on the criteria proposed by 

Culyer and Cullis, developed by Dr Alastair Lack, 

Consultant Anaesthetist. Under this scheme patients 

placed on a waiting list after their outpatient 

consultation are assigned a score of 0-4 points for each 

of the following criteria: progress of disease, pain, 

disability or dependence on others, loss of usual 

occupation Gob, house work, school) and time waited . 

Points are then squared to emphasise differences and 

summed to give a score out of a possible 80 points. As 

the issue of what relative weights should be attached to 

each criterion is extremely subjective, a range of 

weighting schemes is currently being explored. Patients 

are also assigned to iso- resource groups in order to 

forecast the intensity of their resource use 

requirements. Patients' points scores are updated 

regularly to reflect the time they have waited. The 

intention is that patients could be drawn for treatment 

according to their points score. However, under 

current arrangen:tents, the hospital must meet 

contractual requirements to comply with the Patient's 

Charter maximum waiting time guarantees (Edwards, 

1994). 

New Zealand has a similar health care system to that 

of Britain, mainly publicly funded since 1992 and 

having moved to an internal market with a split 

between purchasers and providers. Facing similar 

dilemmas about the future rationing of health care, the 

New Zealand Government set up a National Health 

Committee to examine possible options. One of its 

tasks was to generate criteria for the prioritisation of 

elective waiting lists. These criteria, in part clinical and 

in part social were generated by clinicians and by 

members of the public. Interestingly the length of time 

waited was not deemed to be a criterion for priority, 

contrasting with the current focus of UK waiting 

times policy (Dixon & New, 1997). Figure 13 shows 

the criteria used to rank patients on waiting lists for 

cataract surgery developed in New Zealand. 

9.3.2 Enforceable contracts for the clinical 
prioritisation of elective waiting lists 

Street and Duckett (1996) argue that, to redress 

perverse incentives which have in the past encouraged 

consultants to maintain long waiting lists as a sign of 

prestige and as a source of bargaining power for 

additional funding (Yates, 1985), there is a need for 

binding agreements between governments and 

providers and for funding to be closely linked to 

activity. 

Street and Duckett (1996) draw on the experience of 

Victoria's public hospitals in Australia. They describe 

how, in 1991, faced with large waiting lists and long 

waiting times,Victoria's Department of Health and 

Community Services managed to achieve long run 

reductions in waiting tin1es by asking consultants to 

categorise patients according to speciality specific 

r:(~urc 13 Priority criteria for cataract surgery in New Zealand 

Social criteria: 

Limitations to activities 

Driving 

Working for wages/ care giver for dependents 

Person has other disability 

Time on waiting list 

Clinical criteria: 

Visual acuity: 

Glare 

Severe visual field defect in other eye 

So111re: NACCHDSS, 1995 
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urgency criteria, then linking funding to activity 

through enforceable contracts with Victoria's public 

hospitals. 

Patients were categorised as urgent if deemed to 

require immediate treatment without which 

emergency admission might well be necessary. Patients 

were categorised as semi-urgent if, although 

experiencing pain and disfunction, their condition was 

not expected to rapidly deteriorate while \:vaiting. 

Patients were categorised as non-urgent if the pain and 

disfunction they experienced were minimal and not 

expected to deteriorate. 

In 1993 Victoria moved from a system of global funding 

for its hospitals to a system of casemix funding such that 

reimbursement was closely linked to activity. Waiting list 

initiatives were established such that hospitals could not 

claim revenue for additional output if they had not 

treated all category 1 (urgent) patients from their 

waiting lists. Targets were set for the less urgent 

categories of patients to be treated by certain dates, 

effectively setting a gradient of clinically appropriate 

waiting times across the three urgency categories. 

The new incentive structure for waiting list 

management had an immediate effect. There were 

dramatic reductions in the number of patients in 

urgency category (1) (most urgent) waiting over 30 

days for treatment, and reductions in the number 

waiting over clinically appropriate waiting times in the 

other two categories. 

Street and Duckett describe how it might have been 

expected that, in response to the new incentive 

structure, hospitals might have encouraged their 

consultants to manipulate the categorisation of patients 

or the method in which patients were added to the 

waiting lists. No external audit of the response to the 

initiative was conducted, however, Street and Duckett 

comment on the relative stability of the number of 

category (3) (non-urgent) patients. If consultants were 

simply re-categorising patients into this third, untargeted 

group then it might have been expected to grow. 

Street and Duckett argue that Victoria's experience has 

important lessons for waiting list policy in the UK 

They argue that this experience demonstrates that it is 

possible to design waiting list policies to encourage 

hospitals to prioritise their waiting lists according to 

agreed criteria. It is interesting to contrast the high 

absolute priority given to maximum guaranteed 

waiting times in contracts between purchasers and 

providers in the UK, with the overriding priority of 

clinical urgency and subsequent \:vaiting times in 

contracts set between Victoria's government and its 

public hospitals. 

9.3.3 A QALY maximisation approach to the 
management of NHS waiting lists 

The quality adjusted life year (QALY) is the best 

known of a range of health related outcome measures 

that adjust years oflife following treatment to reflect 

the quality of life in which they are spent and not only 

any increase in their number (Buxton, 1992). 

Williams, (1990) argues that 'good £1iry' waiting list 

initiatives targeted at those waiting lists with the longest 

times will never achieve the elimination of NHS 

waiting lists, due to a clinical 'grey zone' as to thresholds 

for need that respond to changes in health service 

capacity. He further argues that waiting lists should not 

be viewed in simple terms of numbers of patients 

waiting, but rather as a stock of, as yet unrnet, need: 

'A waiting list is really a pile of health benefits waiting 

to be delivered to custon1ers' (Williams, 1990 p.242). 

Williams argues that if patients on a waiting list were 

placed in order of the size of the health benefits 

(measured in terms of QALYs) they would be 

expected to gain and priority was given to patients 

sacrificing the greatest health benefit as a result of 

having to wait, then health gains could be maximised 

from treating patients from that queue. Williams 

recognises that such a waiting list policy approach, if 

introduced across clinical specialities, could lead to a 

flow of resources between specialities. Williams argues 

for the need to collect information on the relative 

health gains that can be expected to be enjoyed by 

each patient and the problems of incentives facing 

consultants. 

Figure 14 shows QALY gain on the y-axis and patients 

on a waiting list on the x-axis and illustrates how in 

any one period it might be possible to rank patients in 

order of anticipated QALY gain. Patients would be 

treated up to the point S1, denoting NHS capacity for 

that period. Patients to the right of S 1 would have to 

wait until the following period for treatment, perhaps 

if their QALY gain were very small, never reaching the 

front of the queue. The effect of increased resources is 

illustrated in Figure 14 with a move to NHS spending 

S2 which could allow treatment to be extended to 

patients on the waiting list with a smaller expected 

QALY gain. 

Empirical evidence of the relative health gains from 

treating different conditions on elective waiting lists 

has been calculated along with the relative benefit 

fi·om reducing waiting times for these conditions 

(Gudex et al, 1990; Edwards & Barlow, 1991;James et 

al, 1996). For example, Gudex et al calculated, for 22 

of the most cornmon conditions on Guy's Hospital's 

general surgical waiting list, the QALY gain from 
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Ft:~;ut c 14 Prioritising waiting lists 

QALY gain (need) 

Threshold
1 

--------------- -------- --- -------------

2 
Threshold 

51 
NHS spending 1 

treatment versus no treatment and the QALY gain 

from treatment now versus treatment one year later, 

these are shown in Figures 15 and 16 respectively. 

If the decision to be made is whether to admit a 

patient to a waiting list at all, then, using the QALY 

information in Figure 15, the criterion could be to 

admit those conditions with the lowest cost per QALY 

up to the point where the available budget for elective 

surgery has been exhausted. This approach would 

attempt to maximise the QALYs gained from a given 

budget. If, however, all the conditions are to be treated 

eventually but there exists a short-term budget 

constraint which means that some will have to wait 

until next year, then the infonnation in Figure 16 

could be used to identifY the conditions at the bottom 

of the list for which one year's delay would cause the 

smallest loss of QALY s. 

The philosophical and technical objections raised 

against QALYs, and consequently the use of cost per 

QALY league tables, have been well rehearsed (Harris, 

1985; Buxton, 1992). It has recently been argued that, 

with respect to the prioritisation of NHS waiting lists, 

the quality of QALY calculations currently in 

existence is not sufficiently robust or generaliseable to 

offer confidence in their use as a basis for the 

prioritisation of NHS waiting lists (Coast, 1996). This 

criticism is made on the grounds that most of these 

figures have been based on the prognoses of samples of 

consultants rather than on the results of clinical trials 

and the self-reported health states of patients before 
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Need 

Patients on waiting list 

and after treatment. There is much work to be done 

improving the robustness of QALY calculations; 

however, interestingly, some evidence has emerged that 

the estimates of consultants' prognoses of patients on 

orthopaedic waiting lists do not differ significantly 

from the self-reported health states of those same 

patients (James et al 1996). In theory, QALYs or other 

health gain indices do offer a way forward enabling a 

move from process measures of the performance of the 

NHS towards performance measures that begin to 

measure health gains produced by the NHS. 

It is interesting to note similarities between admissions 

indices and health gain maximisation solutions. Culyer 

and Cullis propose the introduction of an adrnissions 

index which could lead to a redistribution of resources 

between clinical specialities and hence to an increase 

in some abstract concept of social welfare in terms of 

reduced absolute need on waiting lists. Williams 

proposes the ranking of patients according to 

anticipated QALY gain from treatment, based on a 

definition of need as the ability to benefit from 

treatment. Due to the way QALYs have in the past 

been calculated, this solution is focused on nraxim.ising 

the production of units of 'health' rather than on 

social welfare based on a wider concept of need 

embracing both clinical and social factors which 

acknowledges the importance of fairness in the process 

by which patients gain access to health care under the 

NHS (Edwards, 1996). 



F(~1tre 15 Benefits from treatment versus no 

treatment (present value* of the future 

stream of QALYs) 

Condition QALY gain (mean + SO) 

Bilateral IH - male 1.84 + 1.69 

Recurrent IH - male 1.59 + 1.80 

Unilateral IH - male 1.34 + 0.70 

Circumcision 1.21 + 1.24 

Unilateral IH - female 1.12 + 1.03 

Piles 0.77 + 0.40 
---
Anal fissure 0.70 + 0.22 

Epigastric hernia 0.69 + 0.58 

Hyperhidrosis 0.69 + 0.59 

Anal fistula 0.67 + 0.41 

In-growing toe nail 0.56 + 0.25 

Bilateral W - female 0.41 + 0.24 

Ganglion 0.39 + 0.25 

Unilateral W - female 0.29 + 0.20 

Subcutaneous lumps 0.28 + 0.13 

lncisional hernia 0.27 + 0.10 

BilateraiW- male 0.26 + 0.16 

Skin lesions 0.26 + 0.22 

Excision of mole 0.25 + 0.23 

Gynaecomastia 0.22 + 0.10 

UnilateraiW - male 0.22 + 0.06 

Anal tags 0.20 + 0.08 

*discounted at 5 per cent per annum over the expected lifetime 
of the patient 

W = varicose veins IH = inguinal hernia 

Source: Gudex et a!, 1990 

9.3.4 Examination of the implications of selecting 
patients from a waiting list according to 
different criteria 

Health economists have begun to examine, using 

theoretical queuing models and empirical data, the 

implications of selecting patients from waiting lists 

according to different criteria. Using queue theory, 

Goddard and Tavakoli demonstrate diagrammatically 

how different queue disciplines lead to different 

outcomes in terms of treatment outcomes and waiting 

times and consider some equity and efficiency 

implications of each (Goddard & Tavakoli, 1994). They 

model three queue management regimes: a first-come­

first-served regime, a second regime that links waiting 

time inversely to need, so as to try to equate across 

patients the sacrifice associated with waiting, and 

thirdly, a regime that prioritises those patients in 

F('?l lre 16 Benefits from immediate treatment 

versus treatment one year later 

(present value* of the future stream of 

QALYs). 

Condition QALY gain (mean + SO) 

Hyperhidrosis 0.462 + 0.038 

Bilateral IH - male 0.068 + 0.117 

Anal fissure 0.050 + 0.037 

Recurrent IH - male 0.039 + 0.044 

In-growing toe nail 0.033 + 0.012 

Piles 0.030 + 0.030 

Epigastric hernia 0.026 + 0.022 

Anal tags 0.021 + 0.014 

Unilateral IH - female 0.021 + 0.014 

Anal fistula 0.020 + 0.015 

Ganglion 0.019 + 0.014 

Circumcision 0.018 + 0.007 

Gynaecomastia 0.014 + 0.010 

lncisional hernia 0.014 + 0.008 

UnilateraiiH - male 0.013 + 0.006 

Bilateral W - female 0.010 + 0.002 

Skin lesions 0.010 + 0.003 

Subcutaneous lumps 0.010 + 0.003 

Unilateral VV - male 0.010 + 0.003 

Unilateral VV - female 0.008 + 0.003 

Bilateral VV - male 0.007 + 0.004 

Excision of mole 0.007 + 0.004 

*discounted at 5 per cent per annum over the expected lifetime 
of the patient 

W = varicose veins IH = inguinal hemia 

Source: Gudex eta!, 1990 

greatest need so as to practically exclude patients 

waiting for the treatment of minor conditions from 

ever reaching the front of the queue. 

Goddard and Tavakoli found that in their theoretical 

model the number seeking treatment and the average 

duration of wait are highest under regime (1) and 

lowest under regime (3). Welfare analysis provides a 

strong efficiency argument in favour of the third 

regime. The model shows how the benefits to the 

seriously ill patients who would receive more rapid 

treatment would outweigh the cost to the small 

minority ofless ill complainants who would be 

excluded from treatment. 

Goddard and Tavakoli explore the implications of the 

introduction of a Patient's Charter to guarantee 

maximum waiting times. They demonstrate that the 
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F1:\!urc 17 H ealth gains per bed day under alternative patient selection criteria 

Criteria Health gain achieved per bed day (quality adjusted life weeks) 

Rrst come first served 9.37 

Health gain per bed day maximisation 15.2 

Throughput maximisation (patients selected in inverse order of their bed day requirements) 

Random selection 

9.6 

11 .2 

Suffering (patients selected according to the difference between pre and post operative 

health state score multiplied by weeks waited) 7.39 

Source: Edwards, 1996 

imposition of a maximum waiting time pe1forms 

poorly on efficiency criteria because those who would 

gain the greatest benefit from treatment are not 

necessarily those who have waited longest. They also 

found that the average wait increases in response to the 

imposition of a ma.'Cimum waiting time guarantee 

because if the guarantee encourages n10re people to 

seek treatment, then there is more queuing congestion 

in total. This implies that the more seriously ill cases 

must wait longer but also that the average wait for the 

entire group increases. On the other hand, if the 

additional people joining the waiting list gain some 

benefit from their ultimate treatment, rather than 

being put off by the prospect of a long wait and so 

never gaining that benefit, then this positive outcome 

should be taken into account. Goddard and Tavakoli 

argue that, if average waiting time is of political 

concern, (rather than numbers waiting over 12 months 

as at present) then the consequences of Patient's 

Charter guarantees should have been given more 

consideration. 

Goddard and Tavakoli examine the case of the 

imposition of a quantitative limit to the number 

admitted to queue per period, for example through 

the imposition of an admission threshold based on 

defined criteria. They conclude that such a policy can 

lead to improvements in social welfare if waiting times 

for the seriously ill are greatly reduced, even if other 

less seriously ill patients are forced to now wait ah11ost 

indefinitely. They conclude that their model is in 

principle supportive of explicit rationing of access to 

treatment. 

Edwards (1996) used the data published in Gudex et 

al. (1 990) in a queuing model which simulated the 

outcome of selecting patients according to a range of 

criteria. Figure 17 shows five patient selection rules 

and the corresponding health gains per bed day, 

measured in terms of quality adjusted life weeks 

achieved for a 26 week simulation period using data 
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from the Guy's Hospital surgical waiting list as 

published in Gudex et al. This shows that achieved 

health gain per bed day would be greater by taking 

people off waiting lists purely at random than by 

giving priority to patients for whom the difference 

between the pre- and post-operative health states 

would be greatest. This is because the latter rule takes 

no account of the inputs of bed days required to 

achieve the improvement in health state and gives 

priority to cases with a higher total health gain but 

possibly with a lower health gain per bed day. Health 

gain is maximised if priority is given to patients with 

the highest potential health gain per bed day. Edwards 

also went on to show the total number of patients 

treated, waiting time and casemix of patients treated 

under each patient selection rule and corresponding 

figures for patients still waiting (Edwards & Barlow, 

1994) . 



10 Some concluding thoughts 

Having considered recent trends in waiting lists and 

waiting times in light of the Waiting Times Initiative 

and Patient's Charter, and reviewed a considerable 

proportion of the theoretical and policy oriented 

contributions that health economists have made to the 

debate over waiting list policy, I have come to the 

following conclusions. 

Firstly, that long term sustainable reduction in waiting 

time is only possible through a permanent increase in 

NHS capacity and that the reductions in waiting times 

achieved under waiting times initiatives are likely to be 

short lived as is being seen with the recent upturn in 

the number of patients waiting 12 months for elective 

treatment. 

Secondly, that current waiting list policy which focuses 

solely on guaranteeing maximum waiting times, 

reflects the general measurement of the performance 

of the NHS in terms of the process by which the 

NHS delivers health care, rather than in terms of the 

outcome of health care through improvement of the 

health of society. It is relatively easy to count the 

number of patients treated per year and time they have 

waited, less easy to begin to measure changes in health 

and sacrifices associated with waiting for the treatment 

of different conditions, but this is an area to which the 

health economist has some contribution to offer. 

Thirdly, that current waiting list policy, although 

undoubtedly well intentioned, is fatally flawed in its 

sole focus on waiting times rather than on the 

composition of NHS waiting lists. Current policy has 

served to redistribute waiting time within the context 

of performance measures that penalise a provider for 

not treating a patient within 12 months for a minor 

condition, even at the expense of prioritising such 

patients above more urgent patients who have waited 

only a few months. 

Fourthly, therefore, there is a need to collect and 

publish waiting list and waiting time information not 

only by clinical speciality but by condition/treatment 

if an accurate picture is to be generated as to the 

composition of NHS waiting lists and the health 

sacrifices that patients make by having to wait. 

Fifthly, that debate over the management of waiting 

lists must be conducted within the wider context of an 

NHS facing up to the need to explicitly prioritise 

health care. This will ultimately require decisions 

nationally or locally by purchasers within the NHS 

internal market, about what services the NHS is to 

offer and what it will no longer offer, to whom and on 

what basis of access. 

Sixth, if national maximum waiting times continue to 

be pursued, we should move from a single maximum 

waiting time for all patients to a gradient of clinically 

appropriate waiting times. As has been demonstrated in 

Australia, this can be achieved through enforceable 

contracts between purchasers and providers. In the 

same way that contracts stipulate quality assurance for 

infection control, hotel services and hospital security, 

they could in future have to stipulate adherence to an 

agreed national or, more likely, local systen1 of waiting 

list prioritisation for each clinical speciality. 

Given the move towards evidence based medicine and 

the increasing body of evidence of the cost 

effectiveness of different medical interventions, this 

could be led and achieved through the Royal 

Colleges, through the establishment of a protocol for 

waiting list prioritisation and grading of medical 

interventions into urgency categories. To be accepted, 

this will have to be led by the consultants who have 

historically managed waiting lists and continue to do 

so on a day to day basis, in coqjunction with 

purchasers responsible for meeting local health needs. 

Such a protocol could help standardise GP referral 

patterns and guide the appropriate management of 

certain conditions in the primary sector without 

referral into the secondary sector. 

Seventh, the expectations of patients will need to be 

more realistic. Within a cash limited public health 

service, patients cannot expect the right to receive all 

treatments within a maximum guaranteed waiting 

time; rather, patients can expect to receive treatments 

which have been proved clinically effective and 

relatively cost effective, within a clinically appropriate 

time for their condition. Patients will have to accept 

that those requiring less urgent treatments may have to 

wait longer than those requiring more urgent 

treatment. We must escape the Charter mentality of 

unrealistic promises. 

Finally, there is no doubt that consultants do already 

prioritise their waiting lists to a varying degree, largely 

between urgent and non-urgent cases but that social as 

well as clinical factors influence decisions about 
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relative priority. T here exists a unique research 

opportunity with a clear and practical outcome, to find 

out and document the clinical and social facto rs char 

currently, implicitly or explicitly, determine the 

priority given to patiems by consulrams and to explore 

the consequences of alternative possible prioririsarion 

schemes. G1ven the role in practice of purchasers in 

determining priorities for health care proviSion, there 

is a need to find Ollt how tb.cy believe NHS waiting 

lists should be prioritised. Given the growing interest 

in citizens' juries and recognition chat the public has a 

role in decisaons about the future use of health care 

resources and in the debate about fuwre rationing of 
health care under the NHS, there is a need to find out 

what din ical and social f.1ctors members of society 

bcJjevc should ck~termjnc how long they wait for 

u·eatmem under the NHS, if some waiting is 

inevitable. 

Finding our what the relevant interested parties: 

patients, members of Lhe general public, C Ps, 

consultants, purchasers nnd politicians, think abouc 

how NHS waiting lists should be prioritiscd, could 

case us wilhin a focused comcxf, imo che gargantuan 

questions about what services the NHS should 

provide, to whom and on what basis of access, aod 

about deciding the relative weight to be given co the 

views of each party. 
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