
From six years to two.  How 
screening tools can be utilised 

to tackle the long wait.
Dr David Burberry

Clinical lead acute medicine and acute frailty Morriston Hospital

Dr Karina James 

NELA frailty lead Morriston Hospital

Professor Jugdeep Dhesi



Planned care project 
Background

 Increasing numbers of frail, elderly patients are

 Evidence is emerging for CLINICAL and COST benefits to frailty involvement in perioperative medicine (POPS) 

In Swansea Bay

• 1/3 frail patients are admitted under surgical specialities

• Waiting times on elective surgical lists are often in excess of 5 
years

• No communication of frailty screening at point of referral

• Patients are often referred to other specialities whilst on the list 
(e.g. Cardiology for ECG etc) and join at the bottom of the queue

• Patients attend pre-assessment clinics every 6 months whilst on 
the surgical waiting list (resulting in a number of 65+ patients 
attending 10+ pre-assessment clinics)



Why Screen?

2018

Presents with 
Gallstones

2019

Seen in Pre-op 
assessment

2020

Seen in Pre-op 
assessment

For Morriston only

2021

Explored privately - 
declined

2022

Readmitted with 
gallstones

2022

Seen in Pre-op 
assessment

For cardiac 
investigations

2023

Heart Investigations 
done

Relisted for operation

2023

Gallbladder removed

• Perfect storm of COVID and aging population

• Frustrated patient with poor care

• Project supported by NHS elect

• Project funded by Bevan commission ‘positively impact health and 
well being of people in wales’

Patient X



The project

6202

256

Number of patients over 65 on surgical waiting lists in 
Swansea Bay

On general surgical waiting list On cholecystectomy waiting list

• Waiting list time of up to 6 years

• Largest and easiest to define list – 
Cholecystectomy

• Felt to be least frail waiting list (average 
CFS 4.1)



Screening
Must be a test available 
• Clinical Frailty Score, Hospital Frailty Risk Score, Crane questionnaire.

The test must be reasonably accurate
• These are validated but not utilised in elective care previously for screening

The test must be simple to perform 
• These are either electronic, can be answered within three questions or self completed.

The test most confer greater benefits than risks of undertaking the test
• The tests confer no risks

There must be a treatment or intervention that be offered that will make a difference the outcome. 
• CGA is shown to confer reduced morbidity and mortality and improved quality of life

The condition being screened for must be important to well being
• The patients have been on multi year waiting lists

There must be an organised efficient plan for what happens if the test is positive
• Consultant geriatrician led clinics



Project Outcomes





Did it work?

• Savings £250,000 operation costs

• Pre-op assessment clinic savings 
along with medication reviews

• Excellent patient feedback

• Supports waiting list screening

6 monthly CRANE questionnaire 
and single point of contact for 
patients over 65
(if waiting list >6 months)



What Next?
Benefits realisation – year 1 Swansea Bay

Scope 

• Current Waiting lists General Surgery, 
Urology, Vascular

• Over 65

• Excludes USC 

 Replicating the Bevan work the following 
were identified as the largest patient cohort 

 Cost savings of targeting patient cohorts 
year 1 outlined



What Next?
Benefits realisation – year 2 onwards Swansea Bay

• Additions to the list over the last 12 
months 

• Over 65

• Excludes USC 

 Recurrent savings OP list opportunity 
year 2 onwards



So how could we screen?

Over 5,000 people on General Surgical/Vasc/Urology W/L across Swansea Bay

• Who do we see?

• How do we find them?

• What is our overall aim Money? Off-listing?

Age? Prehab?

Patient 
Experience?



First step – Power BI

• Digital flag using widely available 
hospital data
• Charleston Comorbidity

• Age

• Address (NH/RH)

• Highlighted those over 65 who 
met frailty flag

• 1111 Patients



Next – How to contact?

• Combinations of electronically/phone calls

• Can elderly frail patient engage electronically?

• How many will we want to see?

• What other resources could we use?
• Virtual Wards

• Continence services



Digital Questionnaire

• Sent to 78, 40 responses digitally

33 had CFS 4 or above

 

• Aim to contact the rest via telephone

• So far approx. offered F2F/other need 
addressed

• Saved 2 band 7 sessions



Progress

• Over 350 contacts (referrals, screening, digital)

• Seen over 50 in clinic F2F plus virtual

• 93 Offlist including already operated on

• Dementia diagnosis, capacity Ax, >30 continence reviews, VW referrals

• Clinics booked to May



Gen Surg/Urology/Vasc W/L times

Waiting list decreased by 20%

Only 14 over 104 weeks, none have 
breached 156 weeks

We have screened and offered 
appointments to ALL these longest waits

699 waiting less than 52 weeks



Screening Conclusions

• It does work
• Improves waiting lists

• Increased shared decision making

• High numbers of ‘other’ interventions – new diagnosis, continence etc

• Older Frail patients CAN engage with electronic mechanisms

• Needs to be at point of referral and ongoing ?6/12

• Definitely a place for patients to do some of the ‘leg work’ 
• Self CFS/Complete CRANE questionnaire themselves
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