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The practice of thoracic surgery in Canada

Gail E. Darling, MD;* Donna E. Maziak, MDCM, MSc;† Joanne C. Clifton, MSc;‡ Richard J. Finley, MD,§
and the members of the Canadian Association of Thoracic Surgery
The objective of the consensus conference of the Canadian Association of Thoracic Surgeons (CATS)
was to define the scope of thoracic surgery practice in Canada, to develop standards of practice, to define training and resource requirements for the practice of thoracic surgery in Canada and to determine
appropriate waiting times for thoracic surgery care. A meeting of the CATS membership was held in
September 2001 to address issues facing thoracic surgeons practising in Canada. The discussion was facilitated by an expert panel of surgeons and supplemented by a survey. At the end of the meeting, consensus was reached by the membership regarding the issues outline above.
The membership agreed that the scope of practice includes diagnosis and management of conditions of the lungs, mediastinum, pleura and foregut. They agreed that appropriate training in thoracic
surgery included completion and certification in general or cardiac surgery prior to completing a
2-year program in thoracic surgery. The membership supported the Canadian Society of Surgical Oncology recommendations for management of cancer patients that new patients should be seen within
2 weeks of referral and cancer therapy initiated within 2 weeks of consultation. Thoracic surgical care
is best delivered by 2 or 3 fully certified thoracic surgeons, in regional centres linked to a cancer centre and trauma unit. The establishment of a critical mass of thoracic surgeons in each centre would
lead to improved quality and delivery of care and allow for adequate coverage for on-call and continuing medical education.
Circonscrire le champ d’exercice de la chirurgie thoracique au Canada, élaborer des normes de pratique,
définir les besoins en formation et en ressources pour la pratique au Canada et déterminer les temps
d’attente appropriés pour les soins en chirurgie thoracique. Au cours d’une conférence de concertation
de l’Association canadienne de chirurgie thoracique (ACCT) en septembre 2001, les membres ont
abordé les problèmes auxquels font face les chirurgiens thoraciques qui pratiquent au Canada. La discussion a été animée par un groupe d’experts constitué de chirurgiens, et complétée par une enquête. À
la fin de la réunion, les membres se sont entendus sur les enjeux présentés.
Les membres ont convenu que le champ d’exercice comprend le diagnostic et la prise en charge de
problèmes des poumons, du médiastin, de la plèvre et de l’intestin antérieur. Ils ont reconnu qu’une
formation appropriée en chirurgie thoracique comprenait une formation et une certification en chirurgie
générale et thoracique avant un programme de deux ans en chirurgie thoracique. Les membres ont appuyé des recommandations, présentées par la Société canadienne de chirurgie oncologique, sur la prise
en charge de patients atteints de cancer, selon lesquelles il faudrait recevoir en consultation les nouveaux
patients dans les deux semaines suivant la référence et commencer un traitement contre le cancer dans
les deux semaines suivant la consultation. Il est préférable que les soins en chirurgie thoracique soient
dispensés dans des centres régionaux reliés à un centre d’oncologie et un service de traumatologie, par
deux ou trois chirurgiens thoraciques entièrement certifiés. La création d’une «masse critique» de chirurgiens thoraciques dans chaque centre améliorerait la qualité et la prestation des soins et permettrait
une couverture suffisante pour les périodes de garde et l’éducation médicale continue.
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t the meeting of the Canadian
Association of Thoracic Surgeons (CATS) in September 2001, a
consensus conference was held to address issues surrounding the practice
of thoracic surgery in Canada. The
focus of the conference was to identify the scope of thoracic surgical
practice in Canada, the resources and
training required for it, and issues affecting delivery of care. The meeting
included a panel of 8 thoracic surgeons from across Canada, 4 with
community-based practices and 4
university-based. Results of a recent
survey of the CATS membership (see
Appendix 1 on pages 444–445) were
reviewed as part of this conference.
At the conclusion of the meeting,
consensus from the membership was
achieved on scope of practice, resource and training requirements and
recommendations for the practice of
thoracic surgery in Canada.
The membership of CATS includes full-time practitioners of general (noncardiac) thoracic surgery,
along with qualified general and cardiovascular surgeons whose practice
includes > 50% thoracic surgery.
From the 68 members, 47 surveys
were returned completed (69%), including 3 by members practising in
the United States. The 44 Canadian
surveys cited 32 participating hospitals, 18 of which were universityassociated and 14 community-based.
The population served ranged from
100 000 to 4 million.
Scope of practice
In Canada, the scope of thoracic
surgical practice includes the diagnosis and management of benign
and malignant diseases of the lung,
esophagus, foregut, mediastinum,
chest wall, pleura and pleural space.
Even though the appropriate management of some conditions may
not include surgery, thoracic surgeons are best qualified to determine or coordinate the appropriate
therapy. This may include, for example, surgery, radiation, chemo-

therapy or image-guided surgery.
Thoracic surgeons are experts in
the management of diseases within
their scope of practice and not just
practitioners of particular surgical
techniques. In this, they differ from
some surgical specialties (indeed, this
pattern may differ from the practice
of thoracic surgery in other countries). For example, a patient with an
abnormal chest radiograph may be
referred to a thoracic surgeon who
will then determine the diagnosis. If
the diagnosis is lung cancer, the thoracic surgeon will proceed with a
staging evaluation of that cancer and
assess the patient for possible surgery
or, if that is not appropriate, refer the
patient to medical and/or radiation
oncology, or coordinate combined
chemotherapy, radiation and surgery.
That is not to say that thoracic surgeons are expert in all these disciplines, but they are knowledgeable of
the appropriate treatment options for
lung cancer of all stages, and participate in multidisciplinary care when
appropriate.
After a surgical procedure for cancer, thoracic surgeons continue to
follow patients, as would any oncologist. Such follow-up is not limited to
oncology cases. Long-term followup for some benign diseases, such as
gastroesophageal reflux disease, is
also appropriate for proper evaluation of surgical results.
Another example of the scope of
thoracic surgical practice is the management of pleural space problems.
Although an interventional radiologist may drain a pleural fluid collection such as an empyema and leave a
small bore drain in place, sometimes
this therapy is inadequate. Someone
with knowledge of the management
of pleural-space problems must determine when a simple drain is not
adequate and surgical intervention is
necessary, rather than inserting another small-bore drain. Often, a thoracic surgeon will be asked to follow
a patient with a pleural drain inserted
by a radiologist. The thoracic surgeon has the knowledge of manage-

ment of pleural-space problems and
is in the best position to decide when
a simple drain is appropriate or when
decortication or rib resection is required.
What is the scope of thoracic surgical practice in Canada? Box 1 lists
the diseases or problems that thoracic surgeons consider within their
purview. There may be overlap with
other specialists for some of these
diseases. Some treatments or techniques may be limited to centres
with specialized expertise, e.g., pulmonary transplantation or lung-volume reduction surgery.
Training requirements for
general thoracic surgery
Given the scope of practice of thoracic surgery in Canada, which differs
somewhat from other countries, how
should we train thoracic surgeons for
practice here? In Canada, thoracic
surgery arose as a subspecialty of
general surgery, and cardiac surgery
subsequently developed from thoracic surgery. Cardiac and thoracic
surgery were combined as a specialty
in the United States; but in Canada
in the 1970s, the Royal College of
Physicians and Surgeons of Canada
recognized that the practice of general thoracic surgery was markedly
different from cardiac surgery and established the Certificate of Competence in Thoracic Surgery. As a result, thoracic surgery in Canada
developed as a more-or-less independent specialty, with training in thoracic surgery occurring after completion of general surgery training.
However, thoracic surgery has continued to have some overlap with
cardiac surgery, particularly in issues
regarding training.
In an effort to reduce the length
of surgical training, in 1997 an initiative was begun to have medical students choose to enter either cardiac
or thoracic surgery residencies directly out of medical school.1 However,
the consensus of the membership
was that full training and certification
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in either general or cardiac surgery
was required before thoracic surgery
training, and that certification with
examination in thoracic surgery
should be is required to practice thoracic surgery in Canada. As a result,
this “Canadian Initiative” has since
been reversed for thoracic surgery, so
that applicants for thoracic surgery
must now complete training in general or cardiac surgery before entering thoracic surgery training.2
Discussion at the consensus conference emphasized that since thoracic surgery includes surgery of the
tracheobronchial tree and upper alimentary tract, thoracic surgeons
must be knowledgeable of the anatomy of the abdomen as well as the
chest and neck. They must be facile
with esophageal resection and reconstruction, which by definition includes surgery of the stomach, small
bowel and colon. Required technical
skills include laproscopy, thoracoscopy, intestinal resection and anastomoses, gastric resection and reconstruction as well as techniques of
pulmonary resection, chest wall resection and reconstruction, and vascular anastomoses and repair. Thus,
full training in general surgery is essential.
Thoracic surgeons must be capable of dissection and repair of the
great vessels and heart. They must be
knowledgeable of cardiac physiology
and pharmacology in the intraoperative and postoperative management
of patients having a pulmonary resection. For some procedures such as
pulmonary transplantation, competency in instituting cardiopulmonary
bypass is required. Hence, training in
cardiac surgery is also important.
In addition, the thoracic surgeon
must be a skilled endoscopist and
bronchoscopist with both flexible
and rigid bronchoscopy, laryngoscopy and upper gastrointestinal endoscopy. Therapeutic bronchoscopy is
predominantly done by thoracic surgeons rather than respirologists.
Management of hemoptysis, airway
tumours and airway foreign bodies is
440
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still best handled using a rigid bronchoscope. Insertion of esophageal
and airway stents to relieve malignant
obstruction is an important component of thoracic surgery practice.
The training of a thoracic surgeon
must be broad-based and include
knowledge of cardiopulmonary anatomy, physiology and resuscitation;
gastrointestinal anatomy and physiology; microbiology and immunology;
radiology of the chest, neck and abdomen; and principles of thoracic
anesthesia. Thoracic surgeons must
be knowledgeable about appropriate
treatment options, including chemotherapy and radiation for neoplasms
of the lung, esophagus, stomach,
mediastinum and pleura.
In Canada, thoracic surgery is
practised in 12 large urban, usually
academic, centres and in many smal-

ler communities. In the community,
thoracic surgeons often must cover
general surgery for the purposes of
being on call. General surgery also
accounts for 25%–40% of their elective practice. They therefore must be
certified in general surgery in order
to practice in the community.
The RCPSC recently attempted
to address length of training with a
program whereby thoracic surgery
was a primary specialty with entry
from medical school.1 This program
has since been terminated, largely
for the reasons just discussed. There
was concern that residents were not
adequately trained in general surgery. Because residents were not certified in general surgery, they were
limited to centres large enough to
permit restriction of their practice
to thoracic surgery only and were

Box 1. Thoracic diseases, along with associated diagnostic and
management procedures
• Lung cancer: diagnosis, staging, treatment, including coordinating multimodality therapy
• Pulmonary resection for cancer, including bronchial or double sleeve resections
• Pancoast resection, other extended resections for lung cancer, including resections of
the superior vena cava*
• Hemoptysis: diagnosis and management
• Pneumothorax: primary and secondary
• Empyema
• Pleural effusions: malignant, hemothorax, chylothorax, empyema, parapneumonic
• Bullous lung diseases, including surgery for giant bullae,
diffuse emphysema (lung volume reduction)*
• Septic lung disease: fungal and mycobacterial disease (including increased role of
surgery for multidrug-resistant tuberculosis), lung abscess, bronchiectasis
• Chest wall tumours, primary (including sarcomas) and secondary
• Mediastinal tumours, including neurogenic, germ-cell and thymic tumours
• Surgery for myasthenia gravis
• Gastroesophageal reflux disease via transabdominal approaches (including laparoscopic)
and transthoracic repairs, assessment (including endoscopy), 24-hour pH testing and
esophageal manometry
• Esophageal motility disorders (achalasia, Nutcracker esophagus, diffuse esophageal
spasm): diagnosis, including manometry; management with balloon dilatation; and
surgical myotomy, including laparoscopic approaches
• Esophageal cancer, including esophagectomy and palliative approaches with stent, laser
and photodynamic therapy
• Tracheal diseases/tumours: assessment, resection,* stents
• Pulmonary transplantation*
• Thoracic outlet syndrome
*More complex procedures may be performed in certain centres with advanced expertise.
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unable to practise in other, smaller
communities.
Resource requirements
for thoracic surgery
During the consensus conference, a
panel of thoracic surgeons from
across Canada discussed their practice environment. On average, each
full-time equivalent thoracic surgeon
provides service to 150 000–500 000
people. They have 1.1–2.0 operating
room (OR) days available per week
and practise in hospitals with more
than 250 beds. Bed allotment to
thoracic surgery varies, as many share
beds with general surgery.
Although those practising in larger centres may practice and share
call with other thoracic surgeons,
most of those in small-to-medium–
sized cities are isolated from other
thoracic surgeons and share call with
general surgeons. Although the communities in which these surgeons
practice are smaller, the catchment
area they serve is often extensive.
This can translate into being on-call
for thoracic surgery virtually 100% of
the time, and covering general surgery calls as well in ratios varying
from 1 day in 6 (1:6) to 1:3. These
surgeons have no thoracic backup
when they want to attend continuing
medical education (CME) events or
take vacation.
According to CATS survey responses, almost all university centres
(83%) have a geographic thoracic
unit with patients centralized in a
ward with dedicated nursing and
physiotherapists, compared with only
14% of community-based hospitals.
University-based thoracic practices
all consisted of full-time thoracic surgeons, with an average of 2.4 per
centre (range 2–5), whereas in the
community the average was 1 surgeon/centre. Respondents practising
at university centres reported having
access to general (94%) or thoracic
(91%) surgery or family medicine residents (56% of respondents) as house
staff. In the community, only 43%

had access to house staff (entirely
family medicine residents).
From an education and quality assurance point of view, there was little
disparity between the 2 practices. All
university hospitals held morbidity
and mortality rounds, compared with
86% of community hospitals. Most
university hospitals held clinical practice meetings and multidisciplinary
tumour board rounds (each 83%),
but only half or so had patient planning rounds (56%). In the community setting, considerable drop-off in all
these types of rounds was reported
(7%, 57% and 14%, respectively).
All hospitals, university and community, had access to computed tomography and image-guided fineneedle or core biopsy. However,
only 83% of university centres had
dedicated thoracic radiologists; in
community hospitals, even fewer
(50%). Access to magnetic resonance
imaging was about equal in all centres (86%–89%), as was positron
emission tomographic scanning
(11%–14%).
Although associated services were
available in all centres, dedicated thoracic subspecialists, medical oncologists, radiation oncologists, pathologists and cytopathologists were more
often available at university centres
than at community centres. Although
both types of centre had respirologists and gastroenterologists available, their numbers were reported as
being higher at university centres
(7.9 respirologists and 5.6 gastroenterologists) than at community hos-

pitals (2.6 respirologists and 3.3 gastroenterologists; Table 1).
The membership agreed that the
following 4 resource requirements
are recommended for the delivery of
optimum patient care in the practice
of thoracic surgery:
• Each community should have at
least 2 thoracic surgeons to provide coverage for call, holidays
and CME. The population base
required for a full-time thoracic
surgeon is estimated at 300 000–
500 000. For a community to
have 2 surgeons, both likely will
have to practice general surgery
or each some other subspecialty
(e.g., vascular surgery). Community centres serving catchment areas with populations > 500 000
will have enough work for fulltime thoracic surgeons.
• A clinical program in thoracic
surgery should include a thoracic
surgeon, respirologist, gastroenterologist, chest radiologist, interventional radiologist, dedicated
thoracic anaesthesiologist, thoracic pathologist, medical oncologist, intensivist, dedicated nurses
with expertise in thoracic surgery
and oncology, physiotherapist
and respiratory technologist. A
radiation oncologist is also desirable.
• Physical requirements include a
dedicated thoracic unit with 5–6
ward beds per surgeon and 2 intensive care unit (ICU) beds per
surgeon, associated with a cancer
centre. The surgeon must have

Table 1
Available thoracic-associated services, no. (and %)
Dedicated
thoracic service

All
settings

University
centres

Community
centres

Medical oncologists

28 (88)

17 (94)

11 (79)

Radiation oncologists

25 (78)

16 (89)

6 (64)

Pathologists

18 (56)

15 (83)

3 (21)

Cytopathologists

16 (50)

13 (72)

Respirologists

32 (100)

14

3 (21)
18

Gastroenterologists

32 (100)

14

18

Motility lab

27 (84)

10 (71)

17 (94)

Endoscopy unit

29 (91)

17 (94)

12 (86)
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block time in the OR (16 h/wk)
and endoscopy (2–3 h/wk). The
OR must have up-to-date video
equipment for laparoscopy, thoracoscopy, bronchoscopy and gastroscopy. These staff and resource
requirements are best provided at
institutions with > 250 beds.
• Since much of thoracic surgery
relates to oncology, proximity to
a cancer centre would be ideal.
This is increasingly important, as
many patients require combinedmodality therapy, which appears
to yield the best results if chemotherapy and radiation are given
concurrently. Many smaller centres have medical oncologists, but
patients must be sent to larger
centres for radiation. For optimal
care delivery, thoracic surgery
services should be delivered in
centres with a radiation facility.
Permitting thoracic surgeons to
practise together in centres of excellence should also improve care
and can facilitate an improved
practice environment for the surgeons.
On-call requirements
The recommendation, as for other
surgical specialties and trainees, is
1:3 or 1:4. Thoracic surgeons who
share call with general surgeons are
effectively on-call for thoracic surgery
all the time; we have therefore suggested reducing their formal requirement to 1:6. Those in an academic
centre with other thoracic surgeons
should have normal on-call responsibilities, 1:3.

Waiting times
The problem of waiting times was
formally addressed in the CATS survey (Appendix 1).
Table 2 lists the average annual
number of surgeries performed per
centre for the 5 most common thoracic procedures. By far the majority
occur in university centres (e.g., 168
v. 66 lung resections/site), but even
at those the range is broad. (Data on
outcome, length of stay, morbidity
and mortality of each of these procedures was not collected.)
Table 2 also displays the average
wait time for each of the 5 chosen
procedures. Wait time was defined as
the time from the first office visit to
surgical intervention; it does not include the wait between receiving a
request for consultation and the actual consultation visit. For operations
for malignant disease, mean wait
time was less in community than university centres (e.g., 24 v. 28 d for
lung resections), but differences were
not large, and there was considerable
overlap in range. For the 2 operative
procedures for benign disease, wait
times were shorter at university centres, but again, all ranges were large.
In the survey, for all 5 procedures,
the rate-limiting step was OR availability, in both community and university hospitals. The second most
common, for malignant procedures,
was availability of diagnostic imaging; for the 2 benign procedures,
bed availability. In contrast, for the 3
physicians who practise in the United
States, the rate-limiting step for all 5
procedures was diagnostic imaging.

All surgeons who participated in
the consensus conference expressed
concern about the length of waiting
lists for cancer surgery as well as the
interval between consultation and
operative intervention. Tumour
growth clearly occurs while patients
are waiting for treatment, which in
some cases results in tumours becoming incurable.3–5 The membership agreed with the recommendation of the Canadian Society for
Surgical Oncology that new cancer
referrals should be seen within 2
weeks of referral, and treatment initiated within 2 weeks of consultation.6
All surgeons indicated they would
see a new cancer patient within 1–2
weeks of receiving the referral. However, if the patient required surgery,
the shortest reported interval between decision to operate and operative intervention was 3 weeks. Delays
in taking the patient to the OR most
frequently resulted from 3 factors:
OR unavailability; requirements for
diagnostic imaging or image-guided
biopsy; and consultations to internists and/or cardiologists. Average
time from decision to operate to surgical intervention varied between 3
and 12 weeks. The interval between
initial consultation and decision to
operate varied considerably because
of diverse investigative requirements.
The best-case scenario for consultation to operative intervention was 3–
4 weeks; worst-case, 12–16 weeks.
The CATS recommendation is
that the time from consultation to
operative intervention ideally should
be 2 weeks, but certainly no more
than 4 weeks, for cancer patients.

Table 2
Average annual number of surgical procedures and mean days of waiting (and ranges), per centre
All settings

Community centres

Procedures/yr

Wait time, d

Procedures/yr

Wait time, d

Lung resection

128 (20–325)

29 (14–60)

168 (20–325)

30 (14–60)

66 (30–100)

27 (17–60)
24 (8–60)

Procedures/yr

Wait time, d

Esophageal resection

19 (0–70)

28 (7–90)

27 (0–70)

31 (7–90)

7 (0–12)

Mediastinal resection

13 (0–50)

27 (5–60)

18 (4–50)

26 (5–60)

5 (0–8)

27 (17–48)

HH repair

20 (0–60)

155 (21–600)

23 (0–60)

126 (21–540)

14 (3–40)

203 (21–600)

1.6 (0–8)

153 (18–600)

2.5 (0–8)

153 (18–600)

Lung volume reduction
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University centres

Type of surgery
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Standards of practice
The consensus of the Canadian Association of Thoracic Surgery is that
the practice of thoracic surgery
should be associated with a regional
cancer centre and trauma centre. It
should be performed in regional centres with appropriate manpower and
physical resources. There should be
at least 2 (ideally 3 or more) thoracic
surgeons per centre. Surgeons practising thoracic surgery should be
fully trained in thoracic surgery and
meet the requirements for certification of special competence in thoracic surgery as specified by the
RCPSC. Each regional centre should
have the resource requirements to be
able to meet the guideline of 2–4
weeks from consult to resection.
Several studies have shown improved patient outcomes for complex procedures when performed by
surgeons who do a high volume of
such procedures. Just as importantly,
complex procedures have better outcomes if performed in high-volume
centres.7,8
The standards outlined above will
allow surgeons to participate more
fully in continuous professional development, as well as allow adequate
practice volumes to maintain and improve outcomes. By establishing a
critical mass of thoracic surgeons and
patients, recruitment of associated
specialists will be facilitated, which in
turn will improve both the quality
and delivery of care.

cludes the diagnosis and management of diseases of the lungs, mediastinum, foregut, pleura and pleural
space. The scope of practice is quite
broad; thoracic surgeons thus need
the breadth of general surgical training as well as focused training in thoracic surgery. As complexity of care
continues to increase, many general
surgery trainees receive inadequate
training in thoracic surgery, so the
burden of thoracic surgical care falls
to surgeons who have had additional
training in thoracic surgery.
To maintain competence and
quality of care, practitioners of thoracic surgery must maintain adequate
volumes of surgery and have time for
CME. This would be facilitated by
establishing centres for thoracic surgery wherein several surgeons could
provide care, which would allow adequate volumes to maintain competence, development of support services and backup for on call, vacation
and CME purposes.
Surgical waiting times and health
care delivery are problems across
Canada, affecting all areas of medicine.9 They have resulted from increasing demand and a chronically
under-resourced health care system.
Thoracic surgery is clearly falling
short of meeting the recommendations of the Canadian Society of Surgical Oncology.
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Appendix 1. Canadian Association of Thoracic Surgeons survey
A. Demographics
Name (optional):
Community No. of beds:

Hospital:

University

What is the size of the population you serve?

No. of beds:

people

B. Thoracic surgery
Dedicated geographic unit:

yes

no

Dedicated thoracic nursing:

yes

no

Dedicated physiotherapists:

yes

no

No. of thoracic surgeons:

If yes, the number of beds in the unit:

Full time

Part time

Do you hold the following rounds in your unit?
Thoracic clinical practice meetings

Quality assurance (morbidity and mortality) rounds

Thoracic patient planning rounds

Tumour board rounds

Do you have the following house staff support?
Thoracic surgery residency training program:

no

active

applying

General surgery residency training program:

no

active

applying

Interns/family medicine residents /GPs:

no

yes

C. Radiological sciences
Availability of the following services at your hospital (and the number of instruments or staff members, if yes):
Computed tomography:

yes

(no.)

no

Thoracic radiologists:

yes

(no.)

Magnetic resonance imaging:

yes

(no.)

no

Positron-emission tomography:

yes

(no.)

no

Diagnostic radiologists for fine-needle aspiration
and core biopsies:
yes
(no.)

no
no

D. Thoracic-associated services
Availability (and number) of the following departments or divisions:

444

Thoracic medical oncologists:

yes

(no.)

no

Respirologists:

yes

(no.)

no

Thoracic radiation oncologists:

yes

(no.)

no

Gastroenterologists:

yes

(no.)

no

Thoracic pathologists:

yes

(no.)

no

Endoscopy unit:

yes

Thoracic cytopathologists:

yes

(no.)

no

Esophageal motility
laboratory:

yes
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no
(no.)

no
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E. Wait times
What is the average length of time from 1st office visit to surgical intervention for your patient with

• a cancer of the lung:

days

• reflux disease:

days

• an esophageal cancer:

days

• emphysema:

days

• a mediastinal cancer:

days

What is the average number of each of the following procedures performed at your hospital?

• Lung resections:

per year

• Mediastinal resections:

per year

• Esophageal resections:

per year

• Hiatus hernia repair:

per year

• Lung volume reduction surgery:

per year

What is the rate-limiting step in your hospital for you to treat a patient with lung cancer ? (Please rank from 1 to 6.)
Radiology

Pathology

Bed availability

OR availability

Endoscopy

ICU/ critical care bed availability

Other:
What is the rate-limiting step in your hospital for you to treat a patient with esophageal cancer ? (Please rank from 1 to 6.)
Radiology

Pathology

Bed availability

OR availability

Endoscopy

ICU/ critical care bed availability

Other:
What is the rate-limiting step in your hospital for you to treat a patient with mediastinal cancer ? (Please rank from 1 to 6.)
Radiology

Pathology

Bed availability

OR availability

Endoscopy

ICU/ critical care bed availability

Other:
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