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Cardiac Network survey results for Rapid Access Chest Pain Clinics and Cardiac Diagnostics 

The potential impact of NICE CG95 – Chest pain of recent onset
Introduction

New NICE guidance CG95 recommends the move away from exercise testing to CT functional imaging for diagnosis of coronary artery disease in stable patients. A voluntary survey of providers, through local cardiac networks, has gathered data to look at current practice when requesting imaging. By applying the selection criteria in CG95 to these same patients we have been able to imply the possible variance in imaging activity. A snap shot of current imaging activity has highlighted where the changes in practice will impact upon current imaging capacity.
We are grateful to all those who participated in the surveys making this analysis possible. We would also like to thank and acknowledge Professor Adam Timmis, who kindly shared his experience with us so that we might base our survey on his work.
Data completeness

The RACPC survey was completed by 22 networks with 96 providers capturing information on 2,844 patient visits over a 2 week period between the 12th July and 13th August.
The imaging survey was completed during the same period by 77 providers via 22 networks.

During the summer period it is usual to see an approximate15% decline in capacity and activity (appendix 1) and this should be taken into consideration when reviewing this information.
The RACPC data represents the initial investigations requested at clinic and it does not take into consideration the consequence of those tests as a conversion rate.
Data is a snapshot of activity and capacity to give a flavour of the work taking place across the country, this is not a detailed demand and capacity exercise.
Calculating the patient risk score
This should be read in conjunction with CG95 NICE guidance. The table below shows how risk is calculated. If the survey indicated that a patient had no risk factors they were mapped through to a low score, one or more risk factors mapped through to high.
	
	Table to calculate the percentage of risk - 
	
	
	
	
	

	
	Non - anginal chest pain
	Atypical angina
	Typical angina

	
	Men
	Women
	Men
	Women
	Men
	Women

	
	Lo
	Hi
	Lo
	Hi
	Lo
	Hi
	Lo
	Hi
	Lo
	Hi
	Lo
	Hi

	Age 30-39
	3
	35
	1
	19
	8
	59
	2
	39
	30
	88
	10
	78

	Age 40-49
	9
	47
	2
	22
	21
	70
	5
	43
	51
	92
	20
	79

	Age 50-59
	23
	59
	4
	25
	45
	79
	10
	47
	80
	95
	38
	82

	Age 60-69
	49
	69
	9
	29
	71
	86
	20
	51
	93
	97
	56
	84


Age 70+ 
Men - Atypical or typical = 90%
               
Women – typical with a risk = <90%

                
Women – anything other than above = 61-90%

Example 1 - a patient who is female, 47yrs old with atypical chest pain and no risk factors has a 5% risk score.

Example 2 – a patient who is a 59yr old male with typical angina and risk factors has a 95% risk score.

Summary of National data 
The table below shows the total number of and % risk of patients having CAD as calculated using the above risk scoring system. The majority of patients fall into the high risk category.
	
	<10%
	10-29%
	30-60%
	>60%
	Total

	Patient Count
	397
	422
	596
	1429
	2844

	%
	14
	14.8
	21
	50.2
	100


The graphs below show the number of RACPC patients seen per network followed by the % falling into each category of the four risk groups. Please note that a varying number of providers responded within each network.
[image: image1.emf]Number of patients seen per Network

0

50

100

150

200

250

300

350

19 9 4 5 22 12 14 6 20 16 1317 11 3 8 7 1 10 21 15 18 2

Network number

Patients


[image: image2.emf] % of patients in each risk category by network
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The graph below shows the range in number of patients seen per provider in a 2 week period
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The following describes the current practice imaging requests by network showing the number of tests requested during the two week survey period and the percentage of total.
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Total number

21 69 28% 0 0% 1 0% 0 0% 0 0 66 27% 0 0% 41 17% 11 5% 0 0% 56 23% 244

19 21 51% 0 0% 1 2% 0 0% 0 0 6 15% 0 0% 9 22% 0 0% 0 0% 4 10% 41

20 84 67% 2 2% 0 0% 0 0% 0 0 12 10% 0 0% 9 7% 3 2% 1 1% 14 11% 125

18 103 40% 4 2% 4 2% 2 1% 0 0 21 8% 0 0% 34 13% 8 3% 10 4% 72 28% 258

17 98 66% 0 0% 0 0% 0 0% 0 0 18 12% 0 0% 24 16% 0 0% 0 0% 9 6% 149

16 92 61% 0 0% 0 0% 0 0% 0 0 22 15% 0 0% 19 13% 3 2% 0 0% 14 9% 150

15 102 44% 2 1% 11 5% 0 0% 0 0 31 13% 0 0% 50 22% 11 5% 5 2% 18 8% 230

13 90 48% 0 0% 1 1% 0 0% 0 0 39 21% 0 0% 36 19% 12 6% 0 0% 10 5% 188

14 47 42% 4 4% 5 4% 0 0% 0 0 27 24% 0 0% 18 16% 3 3% 0 0% 9 8% 113

10 146 68% 0 0% 7 3% 0 0% 0 0 16 7% 0 0% 36 17% 0 0% 0 0% 10 5% 215

11 72 46% 0 0% 3 2% 1 1% 0 0 37 24% 2 1% 13 8% 24 15% 0 0% 4 3% 156

12 66 50% 11 8% 11 8% 0 0% 0 0 17 13% 1 1% 23 17% 0 0% 0 0% 4 3% 133

9 41 62% 0 0% 1 2% 0 0% 0 0 1 2% 0 0% 17 26% 0 0% 0 0% 6 9% 66

8 114 59% 0 0% 0 0% 0 0% 0 0 20 10% 1 1% 39 20% 2 1% 0 0% 18 9% 194

7 95 49% 2 1% 2 1% 0 0% 0 0 31 16% 0 0% 23 12% 8 4% 1 1% 32 16% 194

5 56 68% 0 0% 0 0% 1 1% 0 0 7 9% 0 0% 3 4% 7 9% 0 0% 8 10% 82

6 91 72% 0 0% 1 1% 0 0% 0 0 4 3% 1 1% 18 14% 6 5% 1 1% 5 4% 127

3 137 73% 0 0% 3 2% 0 0% 0 0 10 5% 0 0% 28 15% 0 0% 0 0% 10 5% 188

4 49 39% 0 0% 6 5% 0 0% 0 0 36 29% 0 0% 35 28% 0 0% 0 0% 0 0% 126

2 229 60% 1 0% 1 0% 1 0% 0 0 47 12% 1 0% 66 17% 12 3% 0 0% 23 6% 381

1 56 34% 5 3% 7 4% 0 0% 0 0 27 16% 2 1% 22 13% 13 8% 0 0% 34 20% 166

22 50 61% 0 0% 0 0% 0 0% 0 0% 7 9% 0 0% 11 13% 0 0% 5 6% 9 11% 82

Total 1908 53% 31 1% 65 2% 5 0% 0 0% 502 14% 8 0% 574 16% 123 3% 23 1% 369 10% 3608
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Capacity

Below shows the recorded capacity over the two week period as a total compared with the recorded activity. Capacity appears to be sufficient for the majority of tests, however Cardiac MRI shows a total capacity of 527 slots but 668 tests were performed. PET scanning has much lower numbers but again 42 slots were made available whilst 66 tests were completed during the survey period.
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The table below shows the current requests captured during the survey in comparison with the investigations recommended by NICE using the assumption that patients with a risk of <10% receive no imaging and the other categories are aligned as below
	 
	CT Scanning
10-29%risk
	Functional Imaging
30-60% risk
	Angiography
>60% risk

	Current Activity
	96
	501
	563

	NICE recommended Activity
	397
	579
	1386


[image: image8.emf]Comparison of current practice to NICE recommended practice requesting 

imaging from RACPC

0

200

400

600

800

1000

1200

1400

1600

CT Scanning Functional Imaging Angiography

Number of patients

Current Activity

NICE recommended Activity


Qualitative Feedback
Networks were asked to describe in just a few words, what across their area, were considered to be barriers to increasing capacity in the short to medium term
	
	Barriers to increasing Capacity in the short to medium term

	
	Equipment
	Qualified staff
	Beds
	Flexible working hours
	Radionucleide
	Commissioning

	Coronary angiography
	8
	5
	1
	2
	 
	1

	
	
	
	
	
	
	

	Exercise Testing
	2
	9
	 
	1
	 
	 

	
	
	
	
	
	
	

	CT Scanning (angiography with contrast)
	11
	7
	 
	 
	 
	4

	
	
	
	
	
	
	

	CT Calcium scoring
	4
	 
	 
	 
	 
	5

	
	
	
	
	
	
	

	Cardiac MRI and stress MRI
	4
	4
	 
	1
	 
	3

	
	
	
	
	
	
	

	Myocardial perfusion imaging
	8
	7
	 
	1
	8
	1

	
	
	
	
	
	
	

	PET scanning
	 
	 
	 
	 
	 
	2

	
	
	
	
	
	
	

	Echocardiography
	12
	20
	 
	1
	 
	 

	
	
	
	
	
	
	

	Total
	49
	52
	1
	6
	8
	16


The qualitative feedback described the difficulty in recruiting qualified sonographers as the greatest barrier to increased ECHO capacity. Lack of equipment also featured strongly across the modalities, specifically upgrades to enable CT scanning, and alongside commissioning of increased activity or new services this would need to be addressed. In some of these areas flexible working (utilising existing equipment out side of ordinary working hours) has been suggested as a way to increase capacity without necessarily requiring a capital spend. Another challenging area was the availability of medical staff to either undertake, supervise or interpret the more complex imaging tests. Myocardial perfusion scanning is nationally limited due to the restricted availability of effective Radionucleide. As a result cardiac patients are not always prioritised as the scare resources are allocated to high priority specialties such as Oncology.
Summary
Surprisingly the number of patients falling into the higher risk category was 50.5% therefore the level of angiography required is also somewhat higher than expected, this may be due in some part to under representation of current practice. It seems likely that a number of first line diagnostics would, under current practice, produce indications for additional angiography requests.
It is difficult to compare one network with another or even one provider to another simply because the voluntary nature of the survey provides varying numbers of returns within each network. However, looking at the percentage of patients which fall into each risk category across the networks, it would seem to suggest that a similar type of patient is being seen in all RACPCs.

Current practice for first line diagnostics shows that 52% have an exercise test with the next highest being 16% coronary angiography. If we apply the assumptions that on following NICE guidance we would align patients in particular risk score categories with the recommended imaging, then we see that 58.5% of patients would go forward to angiography as their first diagnostic, 24.5% would have functional imaging and 17% CT scanning. 
In terms of numbers of patients, this would suggest a four fold increase of CT scanning, a small increase in functional imaging and double the number of angiography. 
Additional information is being collected to assess whether the current angiography activity is under represented in the survey (and therefore skewing the perceived need to increase) as well as capturing the impact of patients with a previous intervention. NICE guidance refers to undifferentiated chest pain as opposed to the reassessment of patients. Initial indications show that conversion to subsequent angiography is low but up to one sixth of patients presenting at RACPC are actually re-presenting after a previous intervention. The sample size so far is too small to draw conclusions and therefore a larger sample size is being collected.
Capacity can be particularly difficult to measure in angiography, where planned slots are often flexed within the over all cardiology capacity. This is compounded by cases which then proceed to angioplasty and of course those planned to proceed who do not.
Current capacity for the majority of diagnostics appeared to be sufficient for the level of activity taking place however it was noticeable that cardiac MRI and PET scans were already over the planned capacity. It is recognised that this is not a demand and capacity calculation and does not take into consideration patients who are currently awaiting diagnostics or results. It was felt to be impractical to attempt a meaningful demand and capacity review at a national level but questions raised by the survey may well prompt local closer scrutiny. 

Qualitative feedback describes the difficulty providers experience in increasing capacity due to securing experienced CT scanning staff but the barrier most often cited was in upgrading software to enable scans. Commissioning was also raised and difficulties in this category often referred to securing funding to set up a new service or to expand the type of imaging available.
The potential increase in CT scanning would seem to require providers to overcome the challenge of increasing capacity through upgrading existing equipment and software, possibly by utilising extended working hours and securing additional funding to meet the increased demand.
This survey was brought together on behalf of Professor Roger Boyle, National Director for Heart Disease and Stroke, Department of Health by NHS Improvement heart national clinical lead Dr Jim McLenahan and national improvement lead Elaine Kemp.
Additional Data
Additional data has now been collected to test in a small sample the impact of patients attending RACPC who have a previous history of intervention (CG95 NICE guidance is for new patients) and also the pathway after RACPC and whether additional diagnostics reviewed after clinic led to cardiac catheterisation or CT angiography.
Two centres kindly helped with obtaining additional data on 149 patients who attended clinic during the survey. 
16 (10%) patients had previous revascularisation recorded with that trust

14 (9%) patients were listed for cardiac catheterisation outside of the RACPC

17 (11%) patients were put forward for CT imaging outside the RACPC
Appendix 1

HES on line shows during the summer period at 15% drop in activity

In the year from June 2009 to May 2010 there were:

· 84.7 million outpatient appointments made, with 67.7 million (80.0%) of these attended by the patient. 

· 6.7 million outpatient appointments not attended by the patient, representing 7.9% of all appointments.

Chart showing summary HES outpatient data by month of activity, for final 2007-08 and 2008-09 data, and for provisional 2009-10 data
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Please note: Total appointments include: attendances, did not attend and cancellations (by either the hospital or patient). 

	Rolling 12 month period comparison

	
	June 08 to May 09
	June 09 to May 10
	% change

	Total Appointments
	75,652,202
	84,676,382
	11.9%

	Attended appointments
	61,136,875
	67,707,085
	10.7%

	% of all appointments
	80.8%
	80.0%
	-

	Did not attend appointment
	6,041,759
	6,726,949
	11.3%

	% of all appointments
	8.0%
	7.9%
	-

	Follow-up attendances for each first attendance
	2.23
	2.23
	-

	Year to date comparison

	
	April 09 to May 09
	April 10 to May 10
	% change

	Total Appointments
	12,998,843
	13,739,177
	5.7%

	Attended appointment
	10,497,493
	10,983,378
	4.6%

	% of all appointments
	80.8%
	79.9%
	-

	Did not attend appointment
	1,010,180
	1,060,582
	5.0%

	% of all appointments
	7.8%
	7.7%
	-

	Follow-up attendances for each first attendance
	2.25
	2.25
	


http://www.hesonline.nhs.uk/Ease/servlet/ContentServer?siteID=1937&categoryID=1130
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