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Preface
This Critical Issues Bulletin is the Institute’s eighth attempt
to document the extent to which queues for visits to spe-
cialists and for diagnostic and surgical procedures are being
used to control health care expenses. When we began pro-
ducing waiting-list measures in 1990, there was anecdotal
evidence that hospital waiting times were becoming signif-
icant. However, there were no systematic measurements of
the extent of waiting.

Partial waiting-list measurements made by hospitals
and government departments were seen as politically sensi-
tive and were not made generally available. While these “of-
ficial” waiting lists are now more readily available, they are
still incomplete and there are no comprehensive measures
other than those produced by The Fraser Institute by which
to measure the length of waiting lists in Canada.

The contents of the survey have been corroborated to
the extent possible by recourse to other sources of informa-
tion. In particular, copies of the preliminary drafts of the
study were sent to all of the provincial ministers of health for
their comments. Also, where there are facilities-based esti-
mates of waiting times, such as is the case for cardiovascular
surgery, we have used these to supplement the survey results.

Measurement is the key to understanding how any
system works and, where there are problems, it is the key to
finding solutions. Largely as a result of the intense public in-
terest in our past publications, waiting lists are now a com-
ponent of any serious debate on the health care system in
Canada. We hope that the “official” interest in waiting lists
continues and that Canadian policy-makers begin to consid-
er the implications of queuing seriously as they design alter-
natives to present health care arrangements.

While this study and its widespread distribution has been
enthusiastically supported by The Fraser Institute, the work has
been independently conducted, and the views expressed may or
may not conform to those of the members and trustees of The
Fraser Institute.
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Executive Summary
Waiting Your Turn presents the only comprehensive measure
of hospital waiting lists across Canada. The survey measures
the extent of health care rationing in the provinces from
year to year. Information for the survey was provided by
2,263 specialists nation-wide during the latter part of 1997.

This year’s survey results show that more Canadians
were waiting to receive medical treatment in 1997 than in
1996. According to the study, 187,416 Canadians were wait-
ing for surgical procedures, an increase from 1996’s esti-
mate of 172,766. Not only were there approximately 8.5
percent more people waiting for treatment than there were
in 1996, but those waiting were waiting longer to receive
their treatment—11.9 weeks from referral to a specialist by
a general practitioner (GP) to the receipt of treatment. In
1996, they were waiting 10.9 weeks. The total waiting time
for Canadians to receive treatment in 1993 was 9.3 weeks
(graphs 5 and 6).

GP to specialist

The waiting times for appointments to see specialists are
shown in table 2 and chart 2. Most waits for specialists’ ap-
pointments were less than two months. However, there
were a number of waits of three months or longer. British
Columbia and Manitoba had the shortest waits in the coun-
try for appointments with specialists while Nova Scotia had
the longest. In almost every province, the waiting time to
see a specialist increased from 1996. For Canada, the wait-
ing time to see a specialist increased by 8.5 percent from
1996 to 1997, and by 37.8 percent since 1993 (graphs 1 and
2). Those who cannot visit a specialist will not appear on the
waiting list for medical treatment because only a specialist
can put a patient on the waiting list for surgical procedures.
The rationing of health care in Canada is happening increas-
ingly at the GP level.

Two years ago, a national survey by the College of
Family Physicians of Canada (1996) found that between 70
percent and 80 percent of family physicians were having to
spend more time fighting for the care their patients need
than they did five years ago because of the waiting times
to see a specialist, hospital waiting lists, and waits for di-
agnostic tests.

Specialist to treatment

Once patients have seen a specialist, they then have to wait
to receive medical treatment. The number of people on sur-
gical waiting lists and the amount of time they were waiting
for treatment varied substantially from province to prov-
ince. In Saskatchewan—the province with the longest medi-
an waiting times for treatment after having seen a
specialist—patients waited 12.4 weeks (table 28a) for surgi-
cal procedures, 7 weeks longer than people in Ontario,
where the median wait for treatment was 5.4 weeks—the
shortest waiting time in the country for treatment after hav-
ing seen a specialist. For Canada, the wait for treatment af-
ter having seen a specialist increased from 6.2 weeks in
1996 to 6.8 weeks in 1997 (chart 3). In 1993, the wait for
treatment after having seen a specialist was 5.6 weeks
(graphs 3 and 4).

Total wait from GP to treatment

In Canada, patients waited almost three months after see-
ing their GP before receiving treatment for their ailments.
the period varies from 10.2 weeks in Ontario to 13.7
weeks in Newfoundland (table 31 and chart 5). Across Can-
ada, the longest waits for treatment tended to be for three
specialties where the total wait a patient could expect to
face exceeds four and a half months: elective cardiovascu-
lar surgery (18.2 weeks), orthopaedic surgery (20.7 weeks)
and ophthalmology (24.6 weeks). The shortest wait was
for cancer patients being treated with chemotherapy.
These patients waited approximately 3.5 weeks to receive
treatment.
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Clinically reasonable waits from 
specialist to treatment

The survey also measured what specialists consider to be clin-
ically reasonable lengths of time to wait for surgical proce-
dures. These estimates have decreased since 1996, from 5.4
to 4.2 weeks. In 1994, the amount of time specialists thought
to be a clinically reasonable wait was 5.2 weeks from special-
ist to treatment (graphs 7 and 8). Chart 4 compares the actual
median waiting times to the clinically reasonable waiting
times for the different specialties. The largest difference in
these two periods was for elective cardiovascular surgery,
where the actual waiting time was 8.9 weeks longer than
what is considered to be reasonable by specialists.

The comparison of actual waits with clinically accept-
able waits in table 45 shows that a very large number of spe-
cialist physicians believe that Canadians are having to wait
longer for care than is healthy.
The wait for diagnostic testing

The wait to see a specialist and the wait to receive treat-
ment are not the only delays that patients faced. Patients
experienced an increase in the waiting times for various di-
agnostic technologies across Canada: computerized to-
mography (CT) scans, magnetic resonance imaging (MRI),
and ultrasound (chart 9). The median wait for an MRI in
Canada (9.6 weeks) was more than twice that for a CT scan
(4.1 weeks). Ultrasound tests are quite common and many
specialists have their own machines so that the median
wait for ultrasound in Canada was only 2.6 weeks in 1997.
The wait for ultrasound tests was relatively short compared
to those for CT scans and MRIs but it was still 36.8 percent
longer than it was in 1996. The wait for an MRI lengthened
by 12.9 percent from 1996 and the wait for a CT scan, by
10.8 percent.
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Waiting Your Turn
Introduction

Waiting lists are not going to disappear in Canada.
They’re an accepted part of our system.

Shirley McClellan (Minister for Health in Alberta,
1992–1996), quoted in Walker 1996: 66.

Comments like this from government officials show how
prevalent waiting lists have become in Canada. Generally,
waiting lists are blamed on an aging population and costly
new advances in technology, two trends that seem likely to
continue. Preserving a universal health care system through
a reasonable amount of rationing is openly discussed, as is
the need to restrict the amount of new technology provided
to hospitals in order to keep hospital costs down. What is
not discussed so openly is how such an approach to health
care management may adversely affect the health of Canadi-
ans and the health of the Canadian economy.

The existence of waiting lists for medical procedures
and treatments is one manifestation of the rationing of
health sector resources that is taking place in Canada. To the
extent that there is rationing of hospital capacity by means
other than price, monetary and non-monetary costs may be
borne by Canadians even though these costs are not explic-
itly recognized. These unrecognized costs may include, for
example, lost work time, decreased productivity associated
with physical impairment and anxiety, and physical and psy-
chological pain and suffering.

A working person incapacitated by an illness bears
the costs of the loss of work. These costs are not included in
those associated with running the health care system. Can-
cer patients who must drive long distances either to regional
health centres or to the United States for radiation therapy
bear costs in terms of lost time that are not included in
health costs nor in any way compensated by the health care
system. A woman with a lump in her breast who is told she
must wait four weeks for a biopsy to determine whether the
lump is cancerous finds little comfort in the advice from her
physician that epidemiological research shows that it does
not matter to the outcome if the biopsy is delayed that long.
The woman’s anxiety and tangible psychological pain are not
included in the costs of operating the health care system. 

All of the foregoing represent actual cases in Canadi-
an health care experience and in each of these cases, the
savings to the government’s budget are real and are
matched by real though uncounted costs to Canadian health
care consumers. While it is difficult or impossible to mea-
sure these costs, it is possible to measure the extent of
queuing or the length of waiting lists to approximate the ex-
tent to which these costs may be mounting.

A number of health sector administrators are skepti-
cal about the meaning and usefulness of waiting lists. They
are skeptical both of the relevance of waiting lists as an in-
dicator of the performance of the health care sector and of
the reliability of such data as a measure of the extent of ra-
tioning of health care services (Amoko, Modrow, and Tan
1992). An earlier Fraser Institute publication evaluated vari-
ous theoretical issues related to hospital waiting lists, in-
cluding their relevance as measures of “excess demand”
Globerman 1990). This discussion defended the proposition
that waiting lists are a potentially important barometer of
performance in the health care sector. It also provided esti-
mates of waiting lists for a set of hospital procedures in Brit-
ish Columbia. That study was followed in 1991 by a
five-province study similar to the initial study. Since 1992,
all 10 provinces in Canada have been surveyed.

This report builds upon our earlier studies by updat-
ing waiting list estimates for all of the provinces. In the next
section, we briefly review the relevant theoretical issues be-
fore turning to the 1998 survey results.

Waiting lists as measures of excess demand

One interpretation of hospital waiting lists is that they are
indices of excess demand for medical treatments performed
in hospitals and that they represent the substitution of
“non-price” rationing of scarce resources for rationing by
price. The rationing, in this case, takes place through en-
forced waiting for the available capacity to perform a given
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treatment or procedure. That such enforced waiting is a
form of rationing and not simply the “postponement” of a
service can be seen from the fact that there are costs in-
volved for those who are forced to wait. If the people wait-
ing had their choice, in most cases they probably would not
wait. To the extent that this is true, the wait amounts to a
denial of service, and that means rationing. (It is, of course,
difficult to know exactly the extent to which people are hap-
py to wait. However, it can be presumed that those who are
in physical pain or who are unable to work would prefer not
to wait. Data published in 1991 by Statistics Canada indicate
that 45 percent of those who are waiting for health care in
Canada describe themselves as being “in pain” (Statscan
1991). While not all of this pain would be alleviated by a visit
to the doctor or by the surgical procedure for which the pa-
tient is waiting, some of it is clearly the direct result of wait-
ing. More recent Statistics Canada data show that over a
million Canadians felt that they needed care but did not re-
ceive it in 1994, and that approximately 30 percent of these
people were in moderate or severe pain (Statscan 1994/95).

A 1993 study by the Institute for Clinical Evaluative
Studies at the University of Toronto categorized all patients
waiting for hip transplants according to their level of pain
(Williams and Naylor 1993). The study found that in Ontario
40 percent of those who were experiencing severe disability
and 40 percent of those who had severe pain were waiting
13 months or more for hip surgery. A further 40 percent of
those who were in severe pain waited 7 to 12 months while
only 14 percent of those in severe pain waited less than four
months. While some of these patients might have been
postponing their surgeries for their own reasons, the fact
that they were experiencing severe pain probably means
that most were being denied prompt access to treatment.

To put the issue somewhat differently, war-time ra-
tioning of refrigerators or automobiles could be reinterpret-
ed as simply waiting. Those who wanted refrigerators in
1940 but did not get them until 1946 were not denied the
refrigerators; they only had to wait. Obviously, the issue of
time is important in goods provision; it is also important—
in some cases crucial—in the provision of medical services.

Economists generally believe that non-price rationing
of scarce resources is less efficient than rationing through the
price system. In particular, prices are efficient mechanisms
for signaling the relative scarcity of any good or service,
thereby encouraging both producers and consumers to mod-
ify their behaviour accordingly. A rise in price occasioned by
an increase in the demand for a particular medical procedure
does cause some health care users to be deterred and effec-
tively rations the existing supply. The price rise also sends
out the signal that not enough health care is being supplied.
Assuming that the price rise makes additional profits possi-
ble, there will be an increase in the supply of health care as
suppliers change their behaviour to take advantage of the
new possibility for profit. This supply response does not nec-
essarily occur if waiting is the system of rationing employed.

Non-price rationing is also inefficient because it ob-
scures differences in intensities of demand across different
sets of consumers. To the extent that some consumers de-
sire a given product more than other consumers, strict
non-price rationing might result in those consumers who
desire the product less actually obtaining it. All other things
being constant, efficiency is promoted when those consum-
ers who most value a product obtain it. For example, while
a non-working spouse and his wife may be equally rationed
by a system of waiting lists, the working wife might be will-
ing to pay a little more to be able to get back to work. This
would be quite rational behaviour on her part even if she
and her husband were suffering the same disability. The rea-
son is that she is suffering the additional costs of lost wages,
which are not included in the cost of health care and which
are not compensated by the universal health care system.
With identical illnesses, the wife and husband do not have
the same intensity of cost, nor the same need for the medi-
cal service that they are both being denied by waiting.

At least two prominent qualifications can be raised
about the social inefficiencies of rationing by waiting. One
is the claim that many procedures and treatments are per-
formed where the social costs outweigh the social benefits.
In these cases, it would be more desirable to discourage the
consumption of a given amount of medical services by price
rationing rather than by non-price rationing. In other words,
let the working wife pay the increased costs of earlier treat-
ment so that she can get back to work and let her husband
wait for an opening on the “elective” surgical waiting list.
That is the appropriate approach unless one is prepared to
argue that patients will pay any price to receive specific
treatments and that government bureaucrats are better able
to determine whether treatment is warranted at any cost of
providing it.

A second qualification is that non-price rationing of a
vital product such as medical services is fair and is perceived
to be fair by society. To the extent that fairness is an objec-
tive, one might argue that non-price rationing provides col-
lective benefits that outweigh the inefficiencies identified
above. However, depending upon how the non-price ration-
ing occurs, the resulting distribution of benefits may not be
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any improvement upon the price-rationing outcome. If, for
example, in a rationing circumstance, personal acquain-
tance with the head of surgery leads to less waiting, then ra-
tioning by waiting simply becomes a cover for a system of
personal privilege. Even if the probability of knowing the
chief of surgery were not related to income, the replacement
of rationing by price with rationing by acquaintance will
only create a different form of unequal access.

The fairness argument can be further qualified if we
recognize the potential for providing direct cash transfers
to poorer people to enable them to compete in the market-
place for any specific good or service. The argument against
direct subsidies is that it is easier to target subsidies in kind
to appropriate recipients. In the context of health manage-
ment, this would mean that one would subsidize lower in-
come people needing specific health care services.
However, given the unexpected nature of many illnesses or
accidents, it will be difficult to identify these people before
the fact. Furthermore, given the potential for catastrophic
illness and the associated high costs of treatment, some
amount of direct subsidization might have to be extended
to a large portion of the population and not just to low-
income groups. In this case, the deadweight efficiency loss-
es associated with a system that provides direct cash trans-
fers to poorer people may not be significantly different from
those associated with transferring income in kind through
non-price rationing.

To take the analysis a step further, the government
might consider subsidizing purchases of private health care
insurance by lower-income individuals and families thereby
indirectly “targeting” health care assistance. The subsidy
could be geared to a family’s ability to pay so that it could
approximate the full cost of the insurance premium for
some buyers. At the same time, prices would be relied upon
to “clear” the market for medical services.

To be sure, there are many arguments that have been
made both for and against private medical insurance sys-
tems (Blomqvist 1979; McArthur, Ramsay, and Walker 1996).
For the purposes of this report, we accept that the public
provision of, and payment for, health care services is an in-
stitutionalized feature of Canadian society for the foresee-
able future and that extensive use of market pricing
mechanisms to ration scarce capacity is unlikely. Under
these circumstances, the extent of any excess demand as
well as how that excess demand is rationed are relevant
public policy issues, since the social costs associated with
non-price rationing should be set against whatever benefits
are seen to be associated with it.
Non-price rationing and methods of adapting

There are several ways in which non-price rationing can take
place under the current health care system and many ways
by which individuals adapt to rationing. One form of
non-price rationing is a system of triage, the three-way clas-
sification system developed by Florence Nightingale for sort-
ing the wounded on the battlefield in wartime. Under such
a system, the physician sorts the patients into three groups:
those who are beyond help, those who need and will benefit
from immediate care, and those who can wait for care.

In peacetime, there may also be a shortage of resourc-
es, which requires physicians to employ the triage system to
make choices about the order in which people should be
treated. In such a selection process, physicians effectively ra-
tion access by implicitly or explicitly rejecting candidates for
medical treatment whom they would otherwise treat. In the
absence of well-defined criteria, doctors might be expected
to reject those candidates least likely to suffer morbid con-
sequences from non-treatment and those whose life expect-
ancy would be least improved by treatment. The British
experience suggests that some doctors use a foregone
present value of earnings criterion for selecting patients for
early treatment, thereby giving lower priority to critically ill
patients (see Aaron and Schwartz 1984). The experience of
Canada’s largest cancer treatment centre suggests that doc-
tors are giving priority for radiation treatment to people
whose cancers may be curable rather than using the radia-
tion machines to provide palliative care or limited exten-
sions to life expectancy (Globe and Mail 1989: A1).

Although both men and women in Canada can expect
to live, on average, about five years longer than they did 20
years ago, between 1978 and 1991 the number of years that
Canadians could expect to live in good health declined by
2.3 years for women (chart 1) and 0.4 years for men (OECD
1995). The reason for this decline is not obvious but it is
consistent with the findings of recent surveys showing that
there is an increasing amount of rationing in the health care
system. It has long been known that when rationing emerg-
es in a health care system, the elderly are the most likely to
feel the impact (Binney and Estes 1988; McKinnon 1995; Ag-
bayewa 1995) because, in a classic triage system, older pa-
tients tend to get placed at the end of the queue as they will
benefit less from treatment (i.e. for fewer years).

It is unlikely that medical practitioners would ac-
knowledge that they are, in effect, rejecting (as opposed to
queuing) specific patients who, in their medical judgment,
do need treatment, so it would be difficult to identify this
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behaviour if it were occurring. Patients who have a lower
priority or who are not destined to get the care they need
simply find that their turn never comes as others take their
place in the queue. In this regard, there is no persuasive
evidence that mortality rates in Canada are increasing sig-
nificantly owing to a failure to provide medical services. If,
however, one regards the elimination of pain and suffering
as the objective of medical care, then any additional pain
suffered by patients because of delays is medical treatment
denied.

Canadians may be adapting to non-price rationing by
substituting private medical services for unavailable public
services, specifically by going outside the country for health
care. Provincial health care plans cover emergency medical
services and other services only available outside Canada.
Possibly as a reflection of the increasing prevalence of wait-
ing in the health care system, there are companies in Ontar-
io that will facilitate a patient’s receipt of diagnostic testing
in the United States, and American medical centres have ad-
vertised in Canadian newspapers. Our survey of specialists
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Note: This graph remains unchanged from previous editions of 
Waiting Your Turn because more recent data were not available 
at the time of publication.
(reported later in this study), found that about one percent
of patients inquired about treatment in another country.

Measuring rationing by waiting

Observers who argue that hospital waiting lists are not a
particularly important social issue believe that waiting lists
tend to be inaccurate estimates of rationing or that there is
little social cost associated with enforced waiting. 

One frequently expressed concern is that doctors en-
courage a greater demand for medical care than is socially
optimal. They argue that, as a result, waiting lists exist for
specific treatments but that there are no significant social
costs associated with rationing since many (perhaps most)
individuals on waiting lists are not in “legitimate” need of
medical treatment. In a related version of this argument,
doctors are suspected of placing a substantial number of pa-
tients on hospital waiting lists simply to exacerbate the pub-
lic’s perception of a health care crisis so as to increase public
funding of the medical system.

The available evidence on the magnitude of the de-
mand induced by the suppliers for medical services is, at
best, ambiguous. The view that this is a modest problem is
supported by the fundamental economic argument that
competition among physicians will promote a concordance
between the physician’s interests and those of the patient.
General practitioners usually stand as agents for patients in
need of specialists. Specialists carry out the bulk of hospital
procedures. General practitioners who can mitigate medical
problems while sparing patients the pain and discomfort of
hospital treatments are more likely to be perceived as doing
a good job than those who encourage short-term or
long-term hospitalization as a cure. This suggests that gen-
eral practitioners have an incentive to direct patients to spe-
cialists who will not “overprescribe” painful and time-
consuming hospital treatments.

Placing excessive numbers of patients on hospital
waiting lists may also have direct costs for opportunistic
specialists. For example, the latter may come to be seen as
using a disproportionate share of hospital resources. This
may make it more difficult for them to provide quick access
to those resources for patients who, in their own view and
that of their general practitioners, are in more obvious need
of hospital treatment. Similarly, patients facing the prospect
of a relatively long waiting list may be tempted to search out
other doctors with better connections to hospital facilities.
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As an additional consideration, there is no concrete
reason for any single physician or group of physicians to be-
lieve that an individual physician’s waiting lists will signifi-
cantly affect government funding policies or that they will
be net beneficiaries of any increased funding that does oc-
cur. In the face of obvious incentives to “free ride” on the
strategic behaviour of other physicians, there may be no sig-
nificant bias for physicians to inflate hospital waiting lists or
even to over-report the number of patients they have wait-
ing for admission to hospital.

An often mentioned concern about measuring wait-
ing is that hospital waiting lists are biased upward by a fail-
ure of reporting authorities to identify individual patients
listed by more than one doctor and by a failure to prune
waiting lists of individuals who have either already received
the requested treatment or who, for some reason, are no
longer likely to require treatment. Our survey results indi-
cate that doctors generally do not believe that their patients
have been booked on waiting lists by other physicians.

In summary, while there are hypothetical reasons to
expect that hospital waiting list parameters will overstate
true excess demand for hospital treatments, the magnitude
of any resulting bias is unclear and is probably relatively
small, given countervailing factors that may reduce mea-
sured amounts of waiting.

Hospital waiting list survey

In order to develop a more detailed understanding of the
magnitude and nature of hospital waiting lists in Canada,
the authors of this study conducted a survey of specialist
physicians. Specialists were surveyed rather than hospital
administrators because a substantial number of hospitals ei-
ther do not collect waiting list data in a systematic manner
or do not make such data publicly available (Amoko, Mod-
row, and Tan 1992: 36). In those instances where data from
institutions data are available, they have been used to cor-
roborate the evidence from the survey data.

The survey was conducted in all 10 Canadian provinc-
es. Mailing lists for the specialists polled were provided by
Southam Business Lists. The specialists on these lists are
drawn from the Canadian Medical Association membership
lists. Specialists were offered a chance to win a $2,000 prize
as an inducement to respond (without regard to whether
they actually chose to complete the questionnaire). Though
answering physicians were undoubtedly motivated in part
by the lottery, the large percentage of answering specialists
indicates concern about waiting lists for surgical procedures
in Canada. Quite clearly, the medical profession has a collec-
tive interest in promoting an increased flow of financial and
other resources to the health care sector. Nevertheless, it
should not be assumed that the survey results are, therefore,
unreliable. In particular, it should not be assumed (for rea-
sons suggested earlier) that individual physicians respond-
ing to the survey have skewed their responses in a particular
direction since physicians were not preselected as to their
views about the adequacy of current funding or their views
about current health care arrangements. There is a wide dis-
persion of views amongst physicians about the desirability
of greater ease of access and there is no reason to believe
that those who want to create the impression of longer lists
are either more likely to distort their responses or more like-
ly to respond to the survey than those who do not.

The authors chose to survey specialists rather than
general practitioners because specialists have primary re-
sponsibility for health care management of surgical candi-
dates. Survey questionnaires were prepared for 12 different
medical specialties: plastic surgery, gynaecology, ophthal-
mology, otolaryngology, general surgery, neurosurgery, or-
thopaedic surgery, cardiovascular surgery, urology, radiation
oncology, medical oncology, and internal medicine. For the
1990 survey, the questionnaires were pretested on a sample
of individual member specialists serving on the relevant Brit-
ish Columbia Medical Association specialty committee. In
each subsequent use, suggestions for improvement have
been made by responding physicians and these modifica-
tions have been made to the questionnaires. Adhering to the
questionnaire format of the 10 specialties originally sur-
veyed, radiation oncology and medical oncology were added
to the survey in 1994. The survey used for general surgery is
included in Appendix 1 of this report. The questionnaires for
all of the specialties follow this format; only the procedures
surveyed differ among specialties. The data for this issue of
Waiting Your Turn were collected in December 1997.

For the most part, the survey was sent to all specialists
in a category. In the case of internal medicine in Ontario, 500
names were randomly selected. The response rate in the five
provinces initially surveyed in 1990 (British Columbia, Mani-
toba, New Brunswick, Newfoundland, Nova Scotia) was 20
percent. This year, the response rate for these same provinc-
es was 30 percent. The response rate was 26 percent overall,
which is quite high for a mailed survey but a decrease from
the 31 percent response rate of last year’s survey.
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Methodology

The treatments identified in all of the specialist tables rep-
resent a cross-section of common procedures carried out in
each specialty. They were suggested by the British Columbia
Medical Association specialty boards in 1990 and proce-
dures being added since then at the suggestion of survey
participants.

At the suggestion of the Canadian Hospital Associa-
tion, median measures of waiting have been used since
1995 rather than average measures (Canadian Hospital As-
sociation 1994). In using average waiting times, there is the
problem of outliers: a specialist whose patients must wait
an especially long time will skew the specialty average up-
wards. If such a specialist responds to the survey one year
and not the next, the difference between years will be large
but will not necessarily be an indication of an actual change
in the province’s waiting times. For the most part, the use
of medians avoids this problem. A median is calculated by
ranking specialists’ responses in either ascending or de-
scending order, and determining the middle value. When
the middle of the ranking lies between 2 responses, the me-
dian is the average of these 2 responses. So, if the median
wait reported is 5 weeks for a procedure, half of the special-
ists reported waits of longer than 5 weeks while half of the
specialists reported waits of less than 5 weeks.

The major findings from the survey responses are
summarized in tables 2 through 45. Table 2 reports the me-
dian time a patient waits for an appointment with a special-
ist. This period is measured from the time a general
practitioner refers the patient to the specialist. The wait for
an appointment with a specialist is calculated as the median
of the weeks indicated by responding specialists. These ap-
pointment medians are then weighted by the ratio of the
number of specialists surveyed in each specialty in a prov-
ince to the total number of specialists surveyed in the prov-
ince, to obtain the weighted median reported on the last
line of table 2.

Tables 3 through 14 report the time a patient must
wait for treatment after having seen a specialist, where the
waiting time per patient is the median of the survey re-
sponses. The weighted medians reported in the last line of
each table are calculated by summing the products of the
median wait for each operation, and the ratio of the number
of persons undergoing each operation and the total number
of operations performed in each specialty by province.

Tables 15 through 26 report the estimated number of
patients waiting for surgery. To allow for interprovincial
comparisons, these tables also report the number of people
waiting for surgery per one hundred thousand population.

The number of people waiting for treatment is esti-
mated using the average of the weeks waited for treat-
ment as reported by responding specialists and the
Statistics Canada’s Hospital Morbidity and Surgical Proce-
dures 1993-94 (Health Report No. 82-216-XPB). This report
provides a count of the total number of surgical proce-
dures performed annually by each province. To estimate
the number of individuals waiting for surgery at any given
point, we divide the average weeks waited for a given op-
eration by 52 and then multiply this number by the total
number of persons undergoing this operation annually.
Thus a waiting period of, say, one month, implies that on
average, patients are waiting one-twelfth of a year’s total
capacity to get their surgery. The next person added to the
list would find one-twelfth of a year’s patients ahead of
them in the queue. The main assumption underlying this
estimate is that the number of surgeries performed will
neither increase nor decrease within the year in response
to waiting lists.

There are a number of minor problems matching Sta-
tistics Canada’s operation categories to the ones reported
in our survey. In several instances, an operation such as rhi-
noplasty is listed for more than one specialist. In these cas-
es, average waiting times are identified with the
classification of the responding specialist. Hence, the flow
or number of patients annually undergoing this type of op-
eration is divided among specialties according to the pro-
portion of overall surgery performed in each specialty. In
other instances, an operation polled in our study has no
match in the Statistics Canada report. For example, there is
no match for the urology operation, ureteral reimplantation
for reflux, in the Statistics Canada report. In these cases, we
make no estimate of the number of patients waiting for
these operations.

Tables 28a and 28b offer a comparison of median
waiting times and the estimated number of patients waiting
across specialties and provinces. Of course, our calculation of
the estimated number of patients waiting in each specialty in-
cludes only those patients waiting for the operations surveyed.
The operations we surveyed represent between 61 and 68
percent of non-emergency surgery performed in each of the
provinces studied.

The final row of table 28a shows the weighted medi-
ans of the 12 specialties listed above. These weighted medi-
ans are calculated by summing the products of median
waiting and the proportion of polled surgery.
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To estimate the number of people waiting at any time
for non-emergency surgeries that were not included in our
survey, we found the residual operations for each province.
The estimate of residual waiting is the product of the resid-
ual number of operations in each province and the provin-
cial weighted averages divided by 52 (weeks). The estimates
of residual waiting are reported in table 28b, as are the es-
timates of the total number of patients waiting in each prov-
ince at any given time during the year.

Tables 32 through 43 report the median number of
weeks that specialists consider to be a clinically reasonable
length of time to wait for treatments. The methodology of
these tables is comparable to that of tables 3 through 14.

Data verification with government, hospital, 
or other sources

In March 1997, all of the data were sent across Canada to
provincial ministries of health or the regional health author-
ities (where appropriate). Replies were received from British
Columbia, Alberta, Saskatchewan, Ontario, Newfoundland,
Nova Scotia, and Prince Edward Island. Additional informa-
tion for British Columbia was taken from the ministry web-
site and from the British Columbia Medical Association
waiting list report released in April 1998. Data for cardiovas-
cular surgery in Montreal were obtained from the website of
the Montreal Regional Health Board (MRHB).

The Ministry of Health and the Ministry Responsible
for Seniors in British Columbia published provincial waiting
list data for surgery, treatment, and diagnostic services in
the autumn of 1997. The ministry determined that waiting
times for elective medical procedures have not changed sig-
nificantly over the last few years. However, it defines a wait
as the period from the time the procedure is formally
booked until it is actually carried out. This means, for exam-
ple, that you are not considered in the ministry’s calculation
if you have seen your specialist, found out that you need
surgery but cannot be booked for surgery until the summer
operating room schedule comes out. Since most hospitals
only book a few months out, this method of measuring wait-
ing lists likely misses a large proportion of waiting patients
(see Ramsay 1998).

Our survey found cancer patients in British Colum-
bia waiting approximately three weeks to see a radiation
oncologist and 7.4 weeks to begin radiotherapy treatment
in 1997. The standard of the British Columbia Cancer Agen-
cy (BCCA) for waiting times in the province is that patients
should wait a maximum of 2 weeks from referral to special-
ist, and a maximum of 2 weeks to receive treatment after
having seen a specialist. Waiting times for cancer treat-
ment vary monthly and among British Columbia’s three
cancer centres. Data from the BCCA show that as of April
1998, 47 percent of patients at the Vancouver centre re-
ceived their radiotherapy within the two-week time-frame,
49 percent of Vancouver Island patients and 91 percent of
patients at the Fraser Valley centre received their treat-
ment within this period. According to the BCCA, there
were 375 people waiting for radiotherapy in the province
as of April 1998 (table 25).

The British Columbia Medical Association (BCMA)
conducted an independent survey of its members in Novem-
ber 1997. This survey measures the wait for an appointment
with a specialist and the wait for treatment after having
seen a specialist in cardiovascular surgery, orthopaedic sur-
gery, and ophthalmology. It also looks at the waits for com-
puterized tomography (CT), magnetic resonance imaging
(MRI) and ultrasound. The results of the BCMA’s survey were
similar to those of Waiting Your Turn, especially in the deter-
mination of the wait to see a specialist in the three afore-
mentioned specialties. Our measures of cardiovascular
surgery waiting lists, however, are lower than those of the
BCMA. For example, the BCMA found patients to be waiting
26 weeks for elective bypass surgery while our survey found
patients waiting about 14 weeks. The BCMA estimates of
the waits for joint surgery and eye surgery are within a week
or two of the estimates arrived at in our survey, as are the
estimates of the waiting times for diagnostic testing.

There are no readily available provincial data on wait-
ing lists in Alberta. Nevertheless, Alberta Health (the provin-
cial ministry of health) responded to our request for
information about the wait for heart surgery and joint sur-
gery. Alberta Health records at least 800 people waiting for
joint surgery at any given time whereas our survey esti-
mates that there were 638 people waiting for joint surgery
in the province in 1997. University of Alberta Hospitals pro-
vided us with data on cardiovascular surgery and they have
been used to supplement our survey data.

The department of health in Saskatchewan provided
us with data on waiting lists for a number of specialties.
Saskatchewan is the only province well into the process of de-
veloping a provincial waiting list system with standardized
data that will be both as comprehensive as possible and ac-
cessible. The continuing project is a collaborative effort be-
tween the Saskatoon and Regina health districts and
Saskatchewan Health (the health ministry). In general, our
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survey tended to provide longer estimated waiting times. Any
large divergences are noted on the relevant specialty tables.

Data from the Montreal Regional Health Board
(MRHB) showed 351 patients waiting for heart surgery as of
December 1997 and 377 as of March 11, 1998. Our survey
estimated that there were 359 patients waiting for cardio-
vascular surgery in Quebec in 1997. The MRHB listed pa-
tients as waiting from three to 12 weeks for elective surgery
and one to two weeks for urgent surgery. Our survey results
are consistent with these findings.

The Newfoundland and Labrador Department of
Health and Community Services also responded to our re-
quest for data verification. Whereas in the past it did not
collect such data, this year it was able to provide us with the
numbers of people waiting and the average waits for treat-
ment in numerous specialties for the province’s health re-
gions. The waits varied considerably from region to region.
In general surgery, the average wait was anywhere from one
to 12 weeks. The wait for orthopaedic surgery ranged from
six to 24 weeks; from one to 16 weeks for gynaecology; two
to 12 weeks for urology; zero to 32 weeks for ophthalmolo-
gy; 24 to 104 weeks for cardiovascular surgery; three to 52
weeks for otolaryngology; and no waiting list for radiation
oncology. While our survey results all fall within these rang-
es, they fall towards the lower end for the most part. For or-
thopaedic surgery, our survey provides an estimated
waiting time of 4.6 weeks, which is less than the six to 24
week range of the department of health. In every case, our
survey results underestimate the number of people waiting
for treatment in these specialties and the numbers provided
by the department of health are noted in the relevant spe-
cialty tables.

The Nova Scotia Department of Health released a
comprehensive report on waiting lists in 1996 but it does
not have more recent data as its information systems have
been undergoing a massive restructuring. Once the restruc-
turing is complete, the department plans to update its wait-
ing list numbers and include the wait from general
practitioner to specialist, an estimate that was not in its pre-
vious report.

Prince Edward Island responded to our request for
provincial waiting list data and provided us with data for
the specialties in which there was a considerable diver-
gence in waiting time estimates between the ministry of
health data and our survey data. The province’s Health and
Community Services Agency reported a waiting time of 6
weeks for glaucoma, 28 weeks for arthroplasty, 16 weeks
for rotator cuff repair, and 28 weeks for ostectomy. Our sur-
vey data show a waiting time of 12 weeks for glaucoma, 50
weeks for arthroplasty, 30 weeks for rotator cuff repair, and
50 weeks for ostectomy.

Comparing other waiting list studies

In 1967, a survey of British Columbia hospitals was done by
the British Columbia Hospital Insurance Service, the fore-
runner to MSA (Pallan 1967). This study estimated that in
1967 the total number of people on hospital waiting lists in
British Columbia exceeded 12,000—0.6 percent of the pop-
ulation in British Columbia that year. Our estimate of 28,461
people waiting for surgery in British Columbia, an increase
of 1,718 from our 1996 estimate, represented 0.7 percent of
the population in 1997.

A brief survey of Ontario hospitals undertaken in Oc-
tober 1990 for the General Accounting Office of the United
States Government (1991) suggests that patients waiting for
elective orthopaedic surgery were waiting from 8.5 weeks
to 51 weeks, that elective cardiovascular patients were wait-
ing one to 25 weeks, and that elective ophthalmology pa-
tients were waiting 4.3 to 51 weeks. Our survey found
Ontario patients waiting 9.6 weeks for orthopaedic surgery,
13.7 weeks for elective cardiovascular surgery, and 8.5
weeks for ophthalmology procedures in 1996.

A study of waiting times for radiotherapy in Ontario
(Mackillop et al. 1993) found that the median waiting times
between diagnosis and initiation of radiotherapy for carci-
noma of the larynx, carcinoma of the cervix, and non-small
cell lung cancer were 30.3 days, 27.2 days, and 27.3 days re-
spectively. Our survey results for 1997 fall within a week and
a half of these estimates. We record a wait of 30.1 days for
radiotherapy of larynx cancer, 37.1 days for cervix cancer,
and 37.1 days for radiotherapy treatment of lung cancer in
1996 (waiting times from referral, to meeting with a special-
ist, to treatment). However, our estimate that prostate can-
cer patients were waiting a median of 44.1 days for
radiotherapy is much lower than Mackillop’s finding that pa-
tients with carcinoma of the prostate were waiting 93.3
days.

An international study of waiting times for selected
cardiovascular procedures found that, in Canada, 13.3 per-
cent of waiting times for elective coronary bypass surgery
fell in the two to 6 week range, 40 percent in the 6 to 12
week range, 40 percent in the 12 to 24 week range, and 6.7
percent in the over 36 weeks (9 months) range (Carroll et al.
1995). For all of the heart procedures surveyed, the waiting
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times were longer in Canada, Sweden, and the United King-
dom than in the United States. Our survey found that the
provincial waiting times for elective bypass surgery tended
to be in the 14-week range on average in 1997, ranging from
10 weeks in Saskatchewan to 52 weeks in Newfoundland.
The waiting time for elective cardiovascular surgery in Can-
ada increased from 9.8 weeks in 1993 to 14.2 weeks in 1997
(graph 4).

Lastly, a 1994 study on knee replacement surgery in
Ontario found that the median wait for an initial appoint-
ment with an orthopaedic specialist was two weeks in the
United States and 4 weeks in Ontario. The median waiting
time to receive a knee operation was three weeks in the
United States and 8 weeks in Ontario (Coyte et al. 1994). Our
survey found that in Ontario in 1994, the wait to see an or-
thopaedic specialist was 9 weeks and the wait to receive hip
or knee surgery was 15 weeks. In 1997, these wait times had
decreased to 8.5 weeks and 12 weeks respectively.

Focus on cardiovascular surgery

Cardiovascular disease is a degenerative process and the
decay of the condition of the candidate for cardiac surgery
is gradual. Under a system of rationed supply, therefore,
some cardiac surgery candidates tend to be bumped by pa-
tients with other conditions that require immediate care.
This is not a direct process but rather a reflection of the fact
that budgets for hospitals are set separately for “conven-
tional illness” and for other, high-cost, interventions such
as cardiac bypass. Only a certain number of the latter are in-
cluded in a hospital’s overall annual budget. Complicating
matters is the on-going debate about whether cardiac by-
pass surgery actually extends life. If it only improves the
quality of life, there will be no statistics that point to a de-
cay of health care in the population and, hence, no basis for
increased funding.

The result has been lengthy waiting lists, often as
long as a year or more, followed by public outcry, which in
turn has prompted short-term funding. Across Canada,
many governments have had to provide additional funding
for heart surgery in their provinces. In the past, American
hospitals have also provided a convenient short-term solu-
tion to excessive waiting lists for cardiac surgery. The gov-
ernment of British Columbia contracted Washington state
hospitals to perform some 200 operations in 1989 following
a public outcry over the six-month waiting list for cardiac
bypass surgery in the province.
Wealthy individuals are sometimes choosing to avoid
the waiting lists by having their heart surgery performed in
the United States. A Californian heart-surgery centre has ad-
vertised its services in a Vancouver newspaper. Our survey
suggests that while very few British Columbians with heart
disease inquired about the possibility of treatment outside
of the country in 1997, 2.5 percent of them did inquire
about treatment outside of the province. For Canada as a
whole, 3.2 percent of cardiac patients inquired about sur-
gery outside of the country.

Excess demand and limited supply have led to the de-
velopment of a fairly stringent system for setting priorities
in some hospitals. In some provinces, patients scheduled for
cardiovascular surgery are classified by the urgency of their
medical conditions. In these cases, the amount of time they
wait for surgery will depend upon their classifications. Pri-
orities are usually set based on the amount of pain or angina
(pectoris) that patients are experiencing, the amount of
blood flow through their arteries (usually determined by an
angiogram test), and the “shape” their hearts are in.

Since 1993, the cardiovascular surgery questionnaire,
following the traditional classification by which patients are
prioritized, has distinguished among emergent, urgent, and
elective patients. However, in discussing the situation with
physicians and hospital administrators, it became clear that
these classifications are not standardized across provinces.
British Columbia and Ontario use a nine-level prioritization
system developed in Ontario. Other provinces have a
four-level system, with two urgent classifications. Decisions
as to where to group patients were thus left to answering
physicians and heart centres. Direct comparisons among
provinces should, therefore, be made tentatively while rec-
ognizing that this survey provides the only comparative
data available on the topic.

Efforts were made again this year to verify the cardio-
vascular surgery survey results specifically with hospital sta-
tistics and with data from provincial health ministries.
University of Alberta Hospitals, Saskatchewan Health, the
Manitoba Cardiac Sciences Program, and the Newfoundland
and Labrador Department of Health and Community Servic-
es provided us with cardiovascular waiting list data in vari-
ous forms. Data for cardiovascular surgery from various
hospitals in Quebec were obtained from the Montreal Re-
gional Health Board’s website. Where these data have been
used in the tables, a note has been made.

Estimates of the length of cardiac waiting lists were
either taken directly from information provided by hospitals
or departments of health or were extrapolated from the sur-
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vey results. The survey estimates of the numbers of people
waiting for heart surgery were derived in the same manner
as those for the other specialties, from the average wait
times. The average waiting time for urgent patients was
used in the calculation, rather than the emergent or elective
wait times, because it provided a convenient middle mea-
sure. In provinces where the length of the waiting list was
provided by the hospitals, it became clear that the average
wait for elective surgery overestimated the length of the line
while the emergent average waiting time underestimated it.

In 1991, an Ontario panel of 16 cardiovascular sur-
geons attempted to outline explicit criteria for prioritizing
patients (Naylor et al. 1991). The panel also suggested time
frames considered safe waiting times for coronary surgery
candidates. For comparative purposes, it was necessary to
collapse their 9 priority categories down to the three used
in this study. Having done this, we found that they suggest
that emergent patients should be operated on within three
days (or 0.43 of a week). Five of the 9 provincial median
emergent wait times for cardiovascular surgery fall outside
of this range. However, physicians in these provinces may
define emergent to include patients that might be consid-
ered urgent in other provinces. Urgent surgeries should, ac-
cording to the Ontario surgeons, be performed within 6
weeks. The median wait for urgent
cardiac surgery in British Columbia
falls outside of this range. The Ontar-
io panel suggests that elective sur-
geries be performed within a period
of six months. New Brunswick and
Newfoundland fall outside of this
time frame.

In past years, we have simply
used the Ontario panel waiting time
as the measure of the clinically rea-
sonable wait for patients requiring
cardiovascular surgery. However,
this year we asked cardiovascular
surgeons to indicate what they felt
was a clinically reasonable length of
time for their patients to wait. Our
survey found specialists to be much
less tolerant of long waits than the
Ontario panel. They felt that urgent
patients should only wait a week for
surgery (versus six weeks) and that
patients requiring elective cardiovas-
cular surgery should wait 5.3 weeks
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(versus 24 weeks). The BCMA survey produced similar re-
sults: 0.5 to one week was considered clinically reasonable
for urgent heart surgery and a wait of 3 to 7 weeks as clini-
cally reasonable for elective heart surgery.

Survey results: estimated waiting in Canada

Waiting for an appointment with a specialist
Table 2 indicates the median number of weeks that patients
wait for initial appointments with specialists after referral
from their general practitioners or from other specialists.
Most waits for specialists’ appointments are less than two
months in duration. However, there are a number of wait-
ing times of three-months (or longer): to see a plastic sur-
geon in British Columbia, Nova Scotia or Prince Edward
Island; to see an ophthalmologist in Saskatchewan, Manito-
ba, Quebec, New Brunswick, Newfoundland, Nova Scotia or
Prince Edward Island; to see an orthopaedic surgeon in
Manitoba; and to see a cardiovascular surgeon in Nova
Scotia. The weighted medians, depicted in chart 2, suggest
that British Columbia and Manitoba have the shortest wait
in the country for appointments with specialists while Nova
Scotia has the longest. In almost every province, the wait-
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ing time to see a specialist has increased since 1996. For
Canada, the waiting time to see a specialist increased by
8.5 percent from 1996 to 1997, and by 37.8 percent since
1993 (graphs 1 and 2).

Time spent waiting for treatment
Several general observations can be made about tables 3
through 14 and tables 32 through 43. Residents of all prov-
inces surveyed are waiting significant periods of time for
hospital treatments. While some treatments have short
waits, most procedures require waits of at least a month.
Eighty-three percent of the actual weighted median waiting
times are greater than the weighted median of what special-
ists considered to be clinically reasonable waiting times. For
example, the median wait for radiation oncology in British
Columbia is 7.4 weeks. A clinically reasonable length of time
to wait, according to specialists in British Columbia, is about
2.0 weeks. In Newfoundland, the actual time to wait for a
plastic surgery procedure is 44.1 weeks, whereas a wait of
two weeks is considered to be clinically reasonable. The dif-
ferences between the median reasonable and median actual
waits for the specialties are summarized in table 45.

Ranking the provinces according to the weighted me-
dians reported in table 28a indicates that the longest medi-
an wait for surgery occurs in
Saskatchewan and the shortest in
Ontario. There is a 7 week difference
between the shortest and the long-
est weighted median. The median
waits for treatment by province are
illustrated in chart 3. For Canada, the
wait for treatment after having seen
a specialist increased from 6.2 weeks
in 1996 to 6.8 weeks in 1997. In
1993, the wait for treatment after
having seen a specialist was 5.6
weeks (graphs 3 and 4).

Tables 30a and 30b present a
frequency distribution of the median
waits for polled surgery by province
and by region. In all provinces, the
majority of polled operations have
waiting lists of less than three
months. British Columbia has the
lowest proportion of waits under
three months while the Prairie prov-
inces have the greatest proportion of
median waiting times over 6 months.
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In contrast, 94.6 percent of Ontario’s median waits are un-
der three months long and none are over 6 months.

Number of people waiting for treatment
In 1995, a new statistic was added to tables 15 through 26.
Because provincial populations vary greatly, it is hard to
gauge the differences in the lengths of waiting lists solely on
the basis of the pure numbers of people waiting. A couple
of examples should illustrate this point. In Ontario, there
are 955 people waiting for plastic surgery while there are
225 in Manitoba. The pure numbers of people waiting
would imply that there are more people waiting for these
types of treatments in Ontario. However, these figures
translate into more people waiting per 100,000 in Manito-
ba: 20 people waiting per 100,000 population in Manitoba,
and 8 people waiting per 100,000 in Ontario. In Quebec,
there are 2,348 people waiting for otolaryngology or 32 per
100,000 population, while in Newfoundland there are 673
people waiting or 119 per 100,000 population. Table 27 pro-
vides a summary of these statistics.

Further comparison with last year’s results
Our study shows an overall increase in the waiting times for
all provinces except British Columbia, Alberta, Ontario, and
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New Brunswick (table 29a). British Columbia shows the
greatest improvement in waiting times from specialist to
treatment. Meanwhile, from 1996 to 1997 the median wait
in Quebec increased by 39 percent and in Saskatchewan by
46 percent (it is possible that some of these apparently sig-
nificant increases are due to increased reporting of waiting
in 1997 compared to previous years).

Most provinces experienced an increase in the num-
ber of people waiting as well (table 29b). The only provinces
that had fewer people waiting for surgery were Ontario,
New Brunswick, and Prince Edward Island. The number of
people waiting for surgery in Canada increased from
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172,766 in 1996 to 187,416 in 1997. There are 8.5 percent
more people waiting for surgery in Canada and they are
waiting 9.7 percent longer to receive treatment after having
seen a specialist.

Clinically reasonable waiting times
When asked to indicate a clinically reasonable waiting time
for the various procedures, specialists generally indicated
a period of time substantially shorter than the median
number of weeks patients were actually waiting for treat-
ment. Table 44 summarizes the weighted medians for the
specialties surveyed. These weighted medians were calcu-
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lated in the same manner as those in table 28a. The vari-
ability among the provincial weighted medians is less than
it was in table 28a.

Chart 4 compares the actual median number of
weeks patients are waiting for treatment in Canada after
having seen a specialist with the median number of weeks
specialists feel it is clinically reasonable to have patients
wait. The largest difference between these two periods is
for elective cardiovascular surgery where the actual waiting
time is 8.9 weeks longer than what is considered to be rea-
sonable by specialists.

Estimated total waiting in Canada
While waiting times for surgery convey a mixed impression
about the apparent extent of health care rationing, there is
much less ambiguity when the overall wait for health care is
considered. This overall wait, which records the time be-
tween the referral by a general practitioner to the time that
the required surgery is performed, includes an additional
wait for the appointment to see the specialist. Table 31 and
chart 5 present the combined waiting times. They indicate
that patients wait more than two months for relief of their
ailments, from a weighted median of 10.2 weeks in Ontario
to 13.7 weeks in Nova Scotia.

Across Canada, the longest waits for treatment are
for ophthalmology, orthopaedic surgery, elective cardiovas-
cular surgery, and neurosurgery. The median waits for these

8.2

7.0

7.1

5.4

7.1

6.9

7.9

6.0

7.3

6.8

4.4

5.4

4.7

4.4

4.8

5.4

5.1

5.8

6.3

5.2

5.1

BC

AB

SK

MB

ON

PQ

NB

NF

NS

PE

CAN

0 5 10 15

Chart 5: Total wait by province in 1997; weeks waited from
by GP to treatment

Source: The Fraser Institute, annual waiting list survey, 1998.
specialties are 4 months or longer. As is indicated in Chart
6, the median total wait for ophthalmology in Canada is 24.6
weeks, 20.7 weeks for orthopaedic surgery, 18.2 weeks for
elective cardiovascular surgery, and 16.5 weeks for neuro-
surgery. The shortest wait in Canada is for cancer patients
being treated with chemotherapy. These patients wait ap-
proximately 3.5 weeks to receive their treatment.

Health expenditures and waiting times
Consistently, Ontario performs better than most of the oth-
er provinces with regard to hospital waiting lists. The model
of waiting lists that underlies our analysis, and which has
been sketched out in this study, is that waiting is a manifes-
tation of rationing. It would, therefore, seem to follow that
one possible explanation for the result in Ontario is that the
province is simply engaging in less rationing than are the
other provinces. Rationing is not, of course, a necessary
consequence of the way in which the health care system is
organized, but merely a possible consequence of that orga-
nization if the budgetary allocations to the health care sec-
tor are insufficient to keep up with the demand. Budget
constraint leads to constraints on the supply of health care
services, to an excess of demand over available supply, and
thus to the observed rationing by waiting.

It follows from this that one possible explanation for
Ontario’s superior performance is that Ontario simply
spends more money on health care than the other provinces

and that this enables it to respond
more fully to the demands of patients
than is possible in other provinces.

In order to determine wheth-
er actual experience accords to this
theory, we calculated a crude mea-
sure of public expenditures on health
care in the form of adjusted per-
capita expenditure on health care in
each province by the public sector.
(We calculated how much each prov-
ince would spend per capita on
health care if they were to spend the
national average on the various age
groups, then subtracted this value
from how much they are actually
spending on health care per capita.
The reason for using this method of
weighting is that if a population in a
particular province has more people
in age cohorts that are more in need
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of health care (e.g. the elderly), the same dollar amount per
capita spent on health care in that province would yield a
less effective supply effort than it would in a province with
fewer elderly citizens.) This is displayed in chart 7, which
shows the percent differences from the national average in
weighted per-capita expenditures for all provinces and the
percent differences from the national median waiting time,
by province. (Waiting time is measured from patients’ ap-
pointments with a general practitioner to the time they ac-
tually receive treatment.) 

Provinces spending more than the national average
tend to have waiting times below the national wait. Con-
versely, those provinces that spend less than the national av-
erage generally have waiting times above the national
median. However, Manitoba has below average costs and
waiting times while British Columbia, Alberta and New-
foundland have above average costs and yet have waiting
times greater than the national median.

Obviously, there are many factors that influence the
waiting times in the provinces and that operate in conjunc-
tion with the supply of resources. For example, there is the
age of the population and, therefore, the underlying de-
mand for health care (for which we have tried to make ad-
justments); the management of resources, including the
extent of effort to decrease the number of patients on spe-
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cific doctors’ waiting lists; the extent of same-day surgery;
the average length of hospital stays; and the extent of reli-
ance on private clinics.

A note on technology

The wait to see a specialist and the wait to receive treat-
ment are not the only waits that patients face. Within hos-
pitals, limited budgets force specialists to work with
scarce resources. Chart 8 gives an indication of the difficul-
ties that specialists in Canada have in gaining access to
modern medical technologies compared to their counter-
parts in the United States. In 1995, there were 234 com-
puterized tomography (CT) scanning centres in Canada,
about one-half as many per million people as there were in
the United States (in 1993). There were more than 3 times
as many magnetic resonance imagers (MRI) in the United
States per million people in 1993 as there were in Canada
as of December 1997.

Our study looked at the wait for various diagnostic
technologies across Canada. Chart 9 shows the median num-
ber of weeks patients must wait for access to a CT scanner,
an MRI, or an ultrasound machine. The median wait for an
MRI in Canada (9.6 weeks) is more than twice that for a CT
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scan (4.1 weeks) and is probably an
underestimate of the actual waiting
time since specialists who do not pre-
scribe MRI tests because of the
lengthy waits for access to a machine
are not included in the calculation of
the median. The longest wait for an
MRI is in Saskatchewan (13.9 weeks).
Ultrasound tests are quite common
and many specialists have their own
machines so that the median wait for
ultrasound in Canada was only 2.6
weeks in 1997. This is a relatively
short wait compared to those for CT
scans and MRIs, but it is a 36.8 per-
cent increase from 1996.

Conclusion

The 1998 Waiting Your Turn survey in-
dicates that the waiting list situation
has deteriorated since 1997; waiting
for health services in Canada is a re-
ality. Even if one debates the reliabil-
ity of waiting-list data, our survey
reveals that specialists feel their pa-
tients are waiting too long to receive
treatment. A national survey con-
ducted by the College of Family Phy-
sicians of Canada two years ago
showed that general practitioners
were also concerned about the ef-
fects of waiting on the health of their
patients (College of Family Physicians
of Canada 1996). Almost 70 percent
of family physicians felt that the
waiting times being experienced by
their patients were not acceptable.

Patients would also like to
have earlier treatment. On average,
in all specialties, less than 10 percent
of patients are on waiting lists be-
cause they requested a delay or post-
ponement of their treatment. The
responses range from a low of 4.8
percent of neurosurgery patients re-
questing a delay of treatment to a
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high of 16.9 percent of medical oncology patients requesting
a delay of treatment. Conversely, the percentage of patients
who would have their surgeries within the week if there were
an operating room available is greater than 50 percent in all
specialties except gynaecology and plastic surgery. Radiation

Chart 9: Waiting for technology; median number of weeks w
in 1996 and 1997A

A Source: The Fraser Institute, annual waiting list survey, 1997 and 
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oncology patients are the most anxious to receive treatment,
with 86.4 percent of patients willing to receive their treat-
ment within the week. Cardiovascular surgery patients are
the next most anxious: 79.8 percent of these patients were
willing to have their surgery or treatment within the week. 

aited to receive selected diagnostic tests 

1998.

agnetic Resonance Imaging Ultrasound

1997 1996 1997 1996

10.5 7.9 1.9 1.4

8.6 8.6 1.6 1.7

13.9 7.2 2.2 1.1

10.1 9.6 8.8 5.2

10.6 11.1 1.5 1.1

8.6 7.0 3.6 2.3

7.3 3.7 4.5 3.6

8.0 5.3 4.8 3.6

5.4 4.3 2.1 2.1

2.2 0.0 3.6 3.3

9.6 8.5 2.6 1.9


	Contents
	About the authors
	Acknowledgments
	Preface
	Executive Summary
	Waiting Your Turn

