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Chapter 1

Introduction
Steven Globerman

Public opinion polls in recent years show that Canadians are generally satis-
fied with their government-funded health care system.1 If there is any con-
sistent source of dissatisfaction with the “single-payer” system, it is with the 
amount of time people wait to receive medical care.2 As the Fraser Institute 
has documented in an ongoing series of annual surveys of health care wait-
ing lists, Canadian patients face wait times for a wide range of health care 
services, particularly specialty services and procedures. For example, in 2012 
Canadians could expect to wait 8.5 weeks on average from GP referral to con-
sultation with a specialist (ranging from 1.6 weeks for radiation oncology to 
20 weeks for orthopedic surgery). They could also expect to wait 9.3 weeks on 
average from specialist appointment to treatment (ranging from 1.7 weeks for 
medical oncology treatment to 19.6 weeks for orthopedic surgery treatment 
(Barua and Esmail, 2012). 

Requiring patients to wait for medical services is the primary way that 
access to a scarce resource, in this case physicians’ services, is rationed in most 
countries characterized by a publicly funded, universally accessible health 

1 Canada does not have a single health care system, as each province and territory administers its 
own system. However, the federal government strongly influences most aspects of the provincial 
systems so that the similarities across provinces are much stronger than the differences. Given 
the strong similarities across provinces, as well as for convenience, the chapter will simply refer 
to publicly funded health care in Canada.
2 While “medically necessary” physician and hospital health care services are provided to 
Canadians under the government-funded system, a significant percentage of health care expen-
ditures are paid for primarily by households and through supplemental private insurance plans. 
The percentage of health care expenditures paid for privately was 29.5% of all health care expen-
ditures in Canada in 2010 (CIHI, 2012).
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insurance system. Conversely, in most markets for goods and services, price 
is the instrument by which the quantity demanded for the good or service in 
question is equated to quantity supplied. Thus, if demand exceeds supply at 
a given price, competition among buyers will lead to a rising price. This, in 
turn, will encourage an increase in the quantity supplied of the good or service, 
as well as a decrease in the quantity demanded. Price will keep rising until 
quantity demanded equals the available quantity supplied. The dynamic will 
work in the opposite direction if supply exceeds demand at a given price. That 
is, price will decline until the quantities supplied and demanded are equal. 
However, under Canada’s Medicare system, patients do not pay for even a 
portion of health care services directly through co-payments or cost-sharing, 
since health care providers cannot charge user fees.3 As a consequence, the 
price to patients for using the services of health care providers is effectively 
zero, although physicians are paid by the government primarily on a per-
service basis. As David Henderson explains in chapter 4 of this volume, the 

“first dollar” coverage feature of the government-funded system results in the 
demand for health care services exceeding the supply of those services, and 
some instrument must be substituted in place of price to ration access to 
health care. That instrument is waiting lists.

The purpose of this book is to assess various policy-related issues 
associated with waiting lists for health care services in Canada.4 One basic 
issue is how to measure wait times for health care, and whether the estimates 
reported to date systematically overstate or understate wait times in Canada. 
A second is the relevance of waiting lists to public policy. Requiring patients to 
queue for medical services, rather than ensuring sufficient output to meet the 
existing demand, presumably saves the government money directly in terms 
of reduced expenditures on hospitals and doctors, at least in the short-run. 

3 If user fees or payments required of consumers were absolutely fixed and unresponsive to supply 
and demand conditions, they would fail to equate supply and demand at the market-clearing rate of 
output, although they should discourage “excessive” use of the health care system to some extent.
4 In this volume, we will use the terms “health care services” and “medical services” as syn-
onyms, although the former will generally encompass a broader range of services, e.g., physical 
therapy, than the latter. Also, we use the terms “waiting lists” and “wait times” interchangeably 
although, strictly speaking, they measure different phenomena. Specifically, waiting lists refer 
to the number of individuals waiting for medical services, whereas wait times refer to the actual 
period of waiting experienced by patients. The total time Canadians spend waiting for health 
care is obviously the product of the two.
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However, waiting lists impose indirect costs on those required to wait for 
health care, often including anxiety and physical pain and limitations. The 
larger the indirect costs, the more likely it is that waiting lists have net overall 
costs for Canadian society. Furthermore, waiting for medical services may 
lead to a worsening of the health status of patients such that it is ultimately 
more costly to treat them once they come off the waiting list or, in the extreme, 
impossible to restore them to health. If the costs associated with waiting are, 
indeed, substantial, a third policy issue becomes increasingly relevant; namely, 
what can and should be done to reduce or eliminate wait times for health care?

Measuring wait times
While it might seem a straightforward task to measure queuing for health care 
services, a host of conceptual and practical issues confront the measurement 
process. One fundamental issue is how to define “waiting” in the context of 
health care. In principle, waiting would seem to encompass the delay between 
the time an individual wants to “acquire” a health care service and the time the 
service is actually acquired. In practice, individuals often do not make deci-
sions about when and what types of health care services they should acquire. 
Rather, their family doctors typically determine whether and what follow-up 
services are required after a consultation. Furthermore, the timing of an initial 
consultation with a family doctor will reflect the patient’s decision to actually 
book an appointment, as well as the availability of the family doctor to see 
the patient once contacted. Hence, as Nadeem Esmail discusses in chapter 2, 
most available data on wait lists and wait times focus on queuing for spe-
cialty medical services and treatments. Presumably, if a patient is referred to 
a specialist by a family doctor or general practitioner, there is an identifiable 
medical health issue that needs investigation or treatment; however, it is not 
necessarily the case that immediate investigation or treatment is “optimal” 
from a medical or an economic perspective. For example, some health con-
ditions may be difficult to diagnose, and delays in further investigation and 
treatment may yield additional information to practitioners that allows more 
effective and efficient “follow-on” services to be selected. For another, indi-
vidual patients may have personal or work-related reasons to delay receiving 
specialized medical investigation and treatment, and measured wait times in 
such cases may reflect patient preferences rather than “involuntary” waiting. 
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While one must therefore be cautious in interpreting any waiting time 
for health care as a sign of a health care system’s inefficiency, changes in wait-
ing over time (at least over shorter periods of time) are more likely to reflect 
changes in the performance of the system, rather than changes in the prefer-
ences of health care suppliers and patients for quick service. Likewise, differ-
ences in wait times across countries are more likely to reflect differences in the 
ability of national health care systems to serve the demand for health care in a 
timely manner than to reflect differences across countries in the preferences of 
health care suppliers and patients to delay diagnoses and treatment for medical 
or personal reasons. In chapter 2, Esmail discusses the complexities involved 
in comparing wait times across countries. In particular, wait time data are col-
lected in different ways, and definitions of medical specialties are not identical 
across countries. Nevertheless, a number of comparative studies of wait times 
carried out over almost two decades show fairly consistently that Canada has 
longer wait times for health care than most other developed countries.

The policy relevance of wait times
Longer wait times in Canada than in other countries should concern policy-
makers to the extent that waiting for health care imposes substantial costs on 
Canadians. A wide range of costs are identified in the chapters contributed 
by Brian Day, David Henderson, and Steven Globerman. The chapter by Day 
concentrates primarily on the medical consequences of delaying diagnoses 
and treatment of physical and mental health problems. The chapter reviews a 
wide range of studies documenting how delaying the delivery of medical ser-
vices can make subsequent treatment more costly and less effective for many 
health problems. Day also discusses the personal costs of delayed treatment to 
patients and their families, including anxiety and depression, reduced mobility, 
and a reduced quality of personal relationships. It is very difficult to quantify 
the adverse medical and social consequences of delayed delivery of health 
care; however, Day’s chapter provides a convincing argument that wait lists 
cannot be justified on grounds that many medical tests and procedures could 
be safely avoided through “watchful waiting.” On the contrary, more typically, 
delaying tests and procedures will result in medical complications that make 
it less likely that patients’ health will be fully restored by subsequent diagno-
sis and treatment. While it would be inaccurate to say that policymakers in 
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Canada have ignored wait times or viewed them as benign, Day argues that 
wait times that are “acceptable” to policymakers are unacceptable from the 
perspective of best medical practice. He expresses dismay that medical doc-
tors and other health care practitioners in Canada are not more vocal in their 
disapproval of health care policymakers.

While Henderson is primarily concerned with policy approaches for 
reducing wait times in Canada, he also provides some discussion of the costs 
of waiting for health care. In broad terms, the costs are associated with a 
reduction in the value of time to individuals suffering from health problems 
or concerns. Individuals can spend time in work or non-work related activi-
ties. To the extent that individuals can meaningfully chose to work somewhat 
more or less, the value of time spent in leisure activities should, at the margin, 
approximate the value of time spent in work-related activities. The implication 
is that the implicit monetary value of an additional hour of “quality” leisure 
time is equal to the explicit monetary value of an additional hour of “qual-
ity” work time. While most studies of the costs of wait times focus on the 
linkage between an individual’s health status and the economic value of that 
individual’s time spent in the workplace, Henderson underscores the point 
that the value of the individual’s leisure time will also be adversely affected by 
health problems or concerns about one’s health status. Hence, estimates of 
the economic cost of wait times that focus exclusively on the consequences 
of health problems in the workplace will seriously understate the overall eco-
nomic costs of waiting for medical care, since they ignore the reduced mon-
etary value of compromised leisure time.

While acknowledging that health problems have consequences that 
extend beyond the boundaries of the workplace, Globerman, in his chapter, 
focuses in detail on the labour market consequences of wait times and the 
broader impacts of wait times for Canada’s economic growth. He identifies 
two phenomena that are widely discussed in the literature: absenteeism and 
presenteeism. The former identifies time spent out of the workforce, either as 
an active employee or someone looking for employment, as a consequence of 
untreated health problems. The latter identifies reduced on-the-job produc-
tivity of employees as a consequence of health problems. A fairly large litera-
ture documents the practical relevance of the two phenomena as impediments 
to faster real economic growth, although very few studies provide quantitative 
estimates of the growth-related impacts of absenteeism and presenteeism. 
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Those studies, including one for Canada, offer a range of estimates. The impor-
tant point is that the estimates are substantial. For example, according to a 
study summarized by the Conference Board of Canada (2013), mental and 
physical illnesses contribute to real GDP in Canada being as much as 8 percent 
below what it would otherwise be. 

Improving the health status of the current population might also 
provide longer-run economic growth benefits by encouraging individuals to 
increase their investments in education and training which, in turn, would 
contribute to a more productive labour force over time. Healthier individuals 
are more likely to stay in school longer than fellow students suffering physical 
or mental ailments and to perform better than their fellow students during the 
time that they are in school. Empirical studies support this expectation, and 
the underlying explanations of the findings are fairly straightforward. For one 
thing, healthy individuals are more likely than people with physical or mental 
illnesses to have the strength and mobility to attend school. They are also 
more likely to be able to concentrate on the material being taught and absorb 
cognitive information. While most of the available studies in this vein focus 
on children and young adults, there is an inter-generational aspect to the phe-
nomenon as well. Specifically, parents suffering physical or mental illnesses are 
less able to provide support and encouragement for their children who attend 
school. The disadvantages may range from not being able to ensure that their 
children attend school regularly to not being actively involved in monitoring 
and modifying at-home studying and other related behaviours of their children.

A less-obvious connection between health status and investment in 
education and training reflects the fact that an individual’s decision to go on 
to college or university involves deferring current income in favour of presum-
ably higher future income associated with the added value that higher educa-
tion creates in the workplace. The magnitude of the economic benefits to the 
person who invests time and money (including foregone income) in higher 
education will depend on how long the person remains in the workforce after 
finishing college or university, as well as how intensively and consistently the 
person can carry out his or her occupational activities.5 If people expect that 

5 The relevant idea here is that individuals who can work more consistently and intensively at 
their jobs are likely to be more productive, and more productive workers can expect to earn 
higher incomes over their lifetimes, other things being constant. 
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physical and mental ailments will receive prompt and effective attention from 
health care providers, they are more likely to project a relatively long and 
productive employment history for themselves. This, in turn, should encour-
age more investment on their part in skills training and higher education. 
Increases in what economists call “human capital” contribute to long-run 
improvements in labour productivity and, therefore, in real GDP that augment 
the previously identified increases associated with reductions in absenteeism 
and improvements in productivity among currently active workers.

In sum, reducing wait times can be expected to improve the health sta-
tus of Canadians which, in turn, would contribute to increased real economic 
growth, along with other improvements in the quality of life of Canadians 
currently suffering from physical or mental ailments. While it is not feasible 
to offer any precise estimates of the economic and non-economic gains asso-
ciated with any given reduction in current wait times, there is sufficient evi-
dence to suggest that the short-run and long-run gains would be substantial. 
To be sure, reducing wait times for health care services will likely require 
additional resources, at least in the short run, and the associated costs rep-
resent an offset to the anticipated benefits. Efficient initiatives to reduce wait 
times are therefore an important focus for policymakers.

Reducing wait times
Traditionally, governments in Canada have attempted to reduce wait times 
primarily by increasing funding of provincial health care systems and through 
bureaucratic management approaches. An alternative approach that has been 
periodically debated in the public policy forum is to allow a larger role for 
privately funded medical care in Canada.6 The most prominent objection to 
allowing an expanded role for private insurance in the financing of basic health 
care in Canada is that it will contribute to inequalities in the distribution of 
health care. Specifically, those who are sufficiently wealthy, or who are in occu-
pations where employers are willing and able to contribute financially to their 
employees’ private insurance plans, will receive more timely and, possibly, bet-
ter health care than those who rely strictly upon the public insurance program. 

6 For an overview of the issues raised in the Canadian public policy debate, see Globerman and 
Vining (1996).
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The issue of whether Canadian governments can prohibit private 
insurance coverage parallel to the coverage provided by the government insur-
ance program came to a head in the 2005 Chaoulli vs. Quebec case heard by 
the Supreme Court of Canada. The majority opinion was that the prohibition 
was in breach of the Quebec Charter. Specifically, prohibiting health insur-
ance that would permit ordinary Canadians to gain access to health care 
in circumstances when the government was failing to deliver health care in 
a reasonable manner interferes with life and security as protected by the 
Charter.7 Notwithstanding the decision, most policy analysts believe that the 
legal status of private health insurance in Canada remains uncertain.

David Henderson’s chapter addresses various facets of this argument. 
He notes that if some patients who are waiting for medical care under the 
publicly funded system choose to obtain care that is paid for privately, the 
queue for health care services paid for by the public insurance program should 
get shorter, all other things constant. The key idea here is that real health 
care resources available to patients using the public insurance program do 
not decrease as an increasing level of service is provided to patients paying 
privately for the service. In this case, the quality of care provided to pub-
licly funded patients should not necessarily decline, while the access of those 
patients to timely health care should improve.

Henderson discusses the likelihood that real resources available to 
treat publicly insured patients will be “bid away” to the privately financed 
segment of health care consumers. A critical issue in this regard is the elas-
ticity of supply of doctors and other health care inputs over time. The elas-
ticity of supply is a measure of how responsive the quantity supplied of any 
good or service is to higher prices for that good or service. The greater the 
elasticity of supply, the smaller the increase in price required to encourage 
any given increase in the quantity supplied. While it certainly takes time to 
train doctors and other health care professionals, as well as expand hospi-
tals, clinics, and other facilities, the quantity supplied of these inputs can be 
expected to be quite responsive to higher prices, barring public policies that 
restrict responsiveness. For example, governments can delay or disapprove 
the construction and licensing of facilities serving privately insured patients 

7 An extensive discussion and assessment of Chaoulli vs. Quebec is provided by Yeo, Emery, 
and Kary (2009).
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or prevent privately insured patients from receiving health care services in 
publicly funded facilities, even when those patients are willing to pay a com-
petitive price for access to the facilities. They can also limit the increase in the 
number of health care workers by restricting admissions to publicly funded 
medical schools, maintaining tight quotas on the immigration of qualified 
foreign doctors, and allowing professional groups such as provincial colleges 
of physicians and surgeons to retain exclusive legal rights to supply medical 
services that could be as safely, and more cheaply, supplied by adequately 
trained non-members of the group.8 In short, the elasticity of supply of health 
care services would increase substantially by eliminating government barriers 
to the growth of facilities, physicians, and nurse practitioners.

Opponents of expanding privately funded health care in Canada argue 
that waiting lists can be shortened in Canada by greater public funding with-
out risking the creation of a two-tier health care environment.9 However, 
Henderson notes, as have others, that wealthy Canadians currently enjoy the 
option of acquiring health care services outside of Canada, so that equality of 
access does not exist under the current funding system. Indeed, Curtis and 
MacMinn (2008) provide evidence that a positive relationship exists between 
socio-economic status and health care use in Canada, as well as in other coun-
tries offering public health care.10 Furthermore, O’Neill and O’Neill (2007) 
show that compared to the United States, Canada has a steeper health gradi-
ent with respect to income. That is, rationing access to doctors and hospitals 
disproportionately affects persons of lower socio-economic status. Henderson 
also raises a moral issue: if we allow individuals to buy goods and services such 
as food and housing in private markets, what moral justification is there for 
preventing individuals from buying health care services in private markets? 
Yeo, Emery, and Kary (2009) discuss yet another moral issue: can harming indi-
viduals in the pursuit of absolute equality of access to health care be justified?

8 In order to be recognized as a medical doctor in Canada, a physician must be a member of a 
provincial college of physicians and surgeons according to provincial government legislation.
9 Globerman and Vining (1998) provide some evidence that restricting the expansion of privately 
funded health care might actually cause an erosion of voter support for the publicly funded 
system, thereby leading to longer wait times in the public system.
10 While use is not equivalent to access, Curtis and MacMinn cite evidence from surveys show-
ing that the percentage of low-income individuals reporting problems gaining access to care is 
about 1.5 times higher than the average for all individuals.
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Other countries’ policies
Waiting lists for health care are not unique to Canada. Moreover, most devel-
oped countries, including Canada, have implemented policies to reduce wait 
times. The various initiatives, as well as the varied outcomes of the initiatives 
undertaken, help inform the policy debate about how to provide timelier 
health care in the context of a government-funded, universal health care sys-
tem. In chapter 6 of this volume, Esmail reviews the international experience 
with wait times and reductions in wait times in an effort to identify policies 
that might work to improve the timeliness of access to health care in Canada.

Esmail observes notable differences across OECD countries in waiting 
lists and wait times. Consistent with his discussion of waiting list measure-
ments in chapter 2, he cautions that the differences in wait times described 
in chapter 6 are subject to the measurement problems identified in his earlier 
chapter. Nevertheless, he finds several consistent attributes of national health 
care systems that can be characterized as having relatively short queues for 
health care services. One attribute is a greater reliance on social insurance 
models for health care financing rather than tax-financed models. Among 
other things, the former generally impose a greater degree of cost-sharing 
upon patients in the form of co-payments, which discourages “overconsump-
tion” of health care services. Another attribute is the use of fee-for-service 
arrangements rather than salaried arrangements for the payment of medical 
practitioners and providers. This is a controversial claim in light of ongoing 
concerns expressed by policymakers in the United States and Canada about 
the incentives of doctors to perform medically unnecessary and expensive 
tests and procedures given that they are paid on a per-service basis with more 
complex tests and procedures reimbursed at a higher rate. Esmail’s assess-
ment is that health care providers who are paid on a fee-for-service basis that 

“follows the consumer” are generally more responsive to their patients’ needs 
and priorities than should be expected under a system where doctors are paid 
a salary or a fixed amount per patient. 

Perhaps most fundamentally, Esmail finds that expansions in health 
care management and expenditures alone are unlikely to be effective in reduc-
ing waiting lists and wait times. However, policies that incorporate or mimic 
incentives and allocation mechanisms found in private competitive markets 
can lead to shorter wait times. He also concludes that in countries character-
ized by relatively limited waiting, people have access to privately funded health 
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care services. The latter provide competition for the government-funded sec-
tor, which might improve accountability in the sector, and also demonstrate 
market-based mechanisms to improve the timeliness and quality of health 
care delivery that can often be implemented in some form in the government-
funded sector. Henderson identified this latter phenomenon as a potentially 
important benefit of allowing a privately funded health care option in Canada. 
Indeed, health care systems that rely to a greater extent on market-based 
policies seem to outperform others in terms of timeliness of treatment, even 
when patients make limited use of privately funded alternatives.

It is unclear whether market-based incentives would be widely 
adopted by government-funded health care systems in the absence of a pri-
vately funded segment. Conversely, the presence of privately funded alterna-
tives does not necessarily mean that efficiency reforms will be implemented 
in the government-funded segment. Indeed, Esmail points out that encour-
aging patients to seek privately financed care in the absence of policies deal-
ing with the underlying causes of long wait times in the public sector may 
not always reduce waiting times in the government-funded segment of the 
industry. What arguably still requires additional research is why bureau-
crats in some government-funded national systems are more willing to adopt 
market-based mechanisms than those in others. The presence of actual or 
potential competition from privately funded options is a relevant factor but 
clearly does not completely explain the differences that Esmail observes. 
Nevertheless, the key point for Canadian policymakers is that maintaining 
status quo health care policies is unlikely to improve the timeliness of the 
provision of health care services in Canada or improve the efficiency of the 
government-funded system.
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Chapter 2

Measuring How Long Canadians 
Wait for Health Care
Nadeem Esmail

Among the most discussed topics in Canadian health policy debates is timeliness 
of care. For many reasons (some of which will be discussed in later chapters of 
this volume), timeliness of health care is usually deemed to be an important 
attribute of health system performance and quality. As noted in the introduc-
tory chapter, waiting times are often used as a method to ration access to health 
care in countries with universal health insurance, minimal patient payments for 
services, and governmental control of the supply of services (Willcox et al., 2007; 
Hurst and Siciliani, 2003a).1 But can we accurately measure waiting times in 
order to compare them between nations and even within nations? If we can, how 
does Canada stack up in comparison with other nations with respect to timely 
delivery of health care? These two important issues are addressed in this chapter.

Measuring waiting
Measuring waiting times for health care services is not a simple or straightfor-
ward task, particularly when the goal of measurement is comparison between 
jurisdictions. Beyond the important details of the measurement approach and 
the definition of when the waiting process begins, concerns exist about accu-
racy, and whether patient groupings (such as within surgical specialties), and 
prioritization categories (such as elective or non-urgent), are classified the same 

1 Under these circumstances, non-price rationing in the form of waiting times supplants price 
rationing as a means of allocating resources and dealing with shortages.
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way across jurisdictions. Importantly, not all nations may classify procedures 
under a given medical speciality identically, or prioritize medical conditions 
the same way. For example, some jurisdictions may have stricter definitions 
of what is “urgent” than others. The discussion below aims to provide a brief 
overview of the complexities surrounding wait time measurement with the goal 
of providing context for the international comparisons of wait times that follow.

Methods
Fundamentally, there are three broad approaches to measuring waiting for 
care: 1) retrospectively—the actual measured waiting time for those who 
received care; 2) prospectively—the expected waiting time for those who need 
care; 3) cross-sectional—the elapsed waiting time of those currently waiting 
for care as of a specific date.2 There are fundamental differences between 
these methods and each has its own strengths and weaknesses. For example, 
retrospective approaches measure the time that individuals actually spent 
waiting for care. However, they will not capture the wait times of those who 
have had unlimited waits or who were removed from wait lists due to death, 
spontaneous improvement, or deterioration sufficient to no longer qualify for 
treatment. Prospective wait time measurements, on the other hand, can better 
capture the wait time consequences of adverse events, deaths, and sponta-
neous improvement. On the other hand, they may inappropriately include 
patients who appear to be waiting interminably but who should have been 
removed from the wait list for various reasons. Cross-sectional measures of 
waiting times can differ from both prospective and retrospective measure-
ments if the rate of treatment changes over the measured waiting time. This 
might occur, for example, because of holiday-related or seasonal slowdowns.3 

In addition, all of the approaches must somehow account for patients 
who were not formally waitlisted, for example those taken into emergency, 
as well as for patients who elected to extend their wait for personal reasons. 

2 Waiting lists are not simple queues that are cleared on a first-come, first-served basis. Rather, a 
typical waiting list is composed of different streams of patients in different urgency categories, and 
patients may move from one stream to another if their condition deteriorates or becomes unstable. 
3 Siciliani and Dixon (2013) note that wait times for patients on the wait list (such as cross sec-
tional studies) can also report longer wait times than measures of wait times for patients treated 
(retrospective studies) because of the possibility of over-sampling those waiting a long time as 
those waiting for short times may enter and leave the queue quickly.
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Sources of data
There are various sources of waiting list data, or data that can be used to gener-
ate measures of waiting, each again having its own strengths and weaknesses. 

Hospital booking systems  are one source of waiting time data. These are operat-
ing room reservation systems used by care providers to schedule patients for 
surgery. The use of booking systems to measure wait times is perhaps the 
most basic and straightforward approach to measuring waiting. However, this 
source has important limitations. For one thing, hospital booking systems 
only capture one portion of the wait experience, i.e., the wait time between 
the scheduling of a hospital procedure and the completion of that proce-
dure. It does not, therefore, measure waiting times outside of this booking-
to-treatment range. More comprehensive booking systems that encompass 
more of the care process (for example, specialist consultations or diagnostic 
scans) mitigate this limitation. Furthermore, if there is a significant delay 
between the decision to treat and the booking of a date for treatment, or 
some administrative limitation on how far into the future bookings can be 
made, hospital booking systems may end up markedly underestimating the 
wait time from the specialist’s decision to provide a service to the time that 
the service is actually provided.

Administrative systems  are a second source of waiting times data. Administrative 
data are generated within the health care system, either to satisfy regulations 
or to serve management processes, or, more commonly, to facilitate billing 
practices. For example, Canadian physicians paid on a fee-for-service basis 
will bill the government insurer for each care episode. This is also true for hos-
pitals paid on an activity-funded basis. In Canada, hospitals record individual 
patient encounters in a standardized manner for governments and statistical 
agencies, although not necessarily strictly for payment. Such standardized 
data can be used to measure waiting times with particular events serving as 
proxies for the starting and midpoints of the waiting process. For example, 
the last physician visit billed prior to surgery can be used to date the “deci-
sion to treat,” while the first specialist visit billed can be used to date the first 

“consultation after physician referral.”
Data gathered from administrative systems can fill in some of the gaps 

from hospital booking systems by capturing the dates when patients met with 
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various providers, or when they received specific services prior to or after 
hospital visits. The use of administrative data to measure health system per-
formance is a well-established approach, and such data are used to measure 
the quality of inpatient care and patient safety in many jurisdictions. Also, 
like hospital booking systems, administrative systems have the advantage of 
capturing all or nearly all patients in the care process, which may not be the 
case with other data sources. On the other hand, both administrative data 
and hospital booking data are subject to potential entry errors that can result 
in misclassification or incorrectly recorded patient events. 

Interpretation of administrative data and assignment of various events 
as proxies for time points in the waiting process must be undertaken with care. 
Importantly, while some studies use the last physician appointment prior to 
treatment as the start point of waiting (see, for example, De Coster et al., 1998), 
this procedure may serve to underestimate waiting if wait times are very long 
and require additional physician follow-up during the wait. This is also the 
case if, for any other reason, a decision to treat is made at an appointment 
prior to the final pre-surgical appointment. Further, administrative data can 
work well in estimating waiting for some care processes (see, for example, De 
Coster et al., 2007) but may have difficulty with more complex care pathways, 
or with more complex patients for whom many encounters with care provid-
ers will occur over time and not all of which may necessarily be related to the 
wait time being measured.

Patient chart reviews  are a third source of data. These encompass summaries 
of information from individual patient records to measure waiting along a 
given care pathway or along multiple pathways. Patient chart reviews will 
often be more detailed and provide more in-depth information than can be 
obtained from administrative systems data, since chart reviews encompass 
not just major medical events, but all the information contained in patient 
records, both electronic and paper-based. Unlike administrative data in which 
particular events are used to estimate time points in the care process, assess-
ments of chart reviews, which contain physicians’ notes, letters, and so forth, 
have the potential to more accurately identify when decisions were made. 
Furthermore, chart reviews may be able to overcome the central data limita-
tion of administrative systems approaches by capturing events that were not 
necessarily reported to government or statistical agencies but were recorded 
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for patients on charts in a health care facility.4 Notwithstanding these advan-
tages, the extensive work associated with preparing chart reviews makes this 
approach a poor candidate for regular, ongoing wait time measurement. 

Waiting list registries  provide a fourth data source. These registries are central-
ized databases that measure wait times within a health care system. In some 
cases, these are simply programs that undertake routine wait time measure-
ments using one of the processes described above. For example, they might 
regularly measure surgical wait times gathered through hospital booking sys-
tems or through provider surveys. In other cases, these registries are central-
ized booking systems for services in a given area. In yet other cases, they may 
be central data repositories into which care providers in clinics, hospitals, and 
other facilities enter data about their patients.

To some extent, comprehensive data-repository registries attempt to 
replicate chart reviews on a larger scale, but they do not necessarily meet the 
same standard of accuracy and detail. Importantly, registries must have data 
entered into them, and any delay in doing so may lead to wait times being under-
estimated. Furthermore, while registries can be designed to capture the full 
spectrum of waiting, they are very costly, which limits their use, as does resis-
tance from care providers who must spend the time to maintain the databases.

Some observers have raised the issue of potential “gaming” of the regis-
try and booking data by physicians. For example, in the presence of long waits, 
physicians may add patients to waiting lists before those patients are ready 
for treatment in the expectation that the patients’ conditions will deteriorate 
enough that they will be ready for treatment when they reach the front of the 
queue. Similarly, physicians may add patients to waiting lists prematurely in 
order to allow more time for decision-making without adversely affecting 
patients’ access to timely care when it is needed. 

There is also the issue of data quality with registries. Specifically, it is 
critical that patients be removed from waiting lists if they have moved away, 
died, already received care, or spontaneously improved so that care is no lon-
ger required.5 Managing patient and physician requests for delays and ensur-

4 These can include, for example, the date diagnostic scans were completed, or when other 
related diagnostic tests were undertaken.
5 This is also a relevant consideration for administrative and booking systems.
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ing that these requests are handled appropriately in measurements of waiting 
is also important. Studies and audits of waiting lists have shown that there 
can be substantial room for error if patients waiting are not monitored and 
removed from waiting lists when it is appropriate to do so. However, upward 
and downward biases may effectively cancel each other out, at least to some 
extent, in registry-based measurements. Hence, it cannot be concluded that 
registry-based estimates of waiting are biased in one or another direction.

Surveys  constitute yet another source of data on waiting times. Surveys can focus 
on either patients or health care providers, and they can be retrospective, pro-
spective, or cross-sectional. For example, some surveys of physicians ask how 
long patients can expect to wait for specific procedures (prospective). Some sur-
veys of patients ask how long they have been waiting for care (cross-sectional) 
or how long they waited for care before it was finally received (retrospective). 

Surveys are able to capture a broad range of information, as well as iden-
tify total delay across complex care pathways, often more cost-effectively than 
other methods. However, they are also imperfect. Importantly, while surveys of 
patients and care providers can readily measure wait times along the care con-
tinuum and may be less susceptible to list maintenance problems such as those 
associated with registries and booking systems, they are subject to recall error, 
response bias, sampling error, and biases introduced by survey design. Recall 
errors arise when individual survey respondents do not accurately recall waiting 
times. Response biases can occur when non-respondents and respondents to a 
survey differ in certain characteristics that are, in turn, linked to waiting times. 
Finally, poor survey and questionnaire designs may lead to biased or misleading 
information. Each of these problems can be overcome, most readily through 
peer review of the survey tool, use of large survey pools, and the design and 
implementation of survey instruments that generate a relatively large response 
rate. Econometric testing and follow-up surveying of non-respondents can also 
be used to determine if specific biases are present in the responses.

In addition, all these methodologies must somehow account for patients who 
were not wait-listed (often emergencies), for patients who were treated as 
emergency cases from the queue, and for patients who voluntarily elected to 
extend their wait for personal reasons. All three types of cases have important 
implications for the interpretation of waiting.
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Overall assessment
No method is necessarily superior to the other, nor has any research pointed 
to the superiority of one approach. The method selected for measurement of 
wait times can vary depending on the purpose of measurement, data avail-
ability, and affordability. Further, each of these approaches provides valuable 
information to policy debates and decision making, even if they fall short of 
the “perfect” standard of a complete and audited registry. This said, measures 
produced using different methodologies cannot be directly compared with 
one another, and they may vary considerably, even when correctly and accu-
rately measuring the same wait time.

Beyond these larger issues lie important definitional issues surround-
ing the measurement of waiting times. These may seem trivial, but they are 
extremely important when measuring waiting for health care. Of course, the 
ultimate end of waiting is fairly straightforward to identify: it is the time when 
the required care is delivered. The start and intermediate points are, however, 
much more complex to identify, particularly when the limitations of alterna-
tive measurement approaches are taken into consideration. For example, a 
general practitioner’s (GP’s) referral to a surgeon might be considered the 
start of waiting. Yet this ignores any delay to see the GP in the first instance, 
delays related to diagnostic tests ordered by the GP,6 and delays between the 
GP’s decision to refer and completion of the referral. More pertinent to inter-
national waiting time comparisons, some nations do not require GPs to play 
a gatekeeping function and allow patients to self-refer directly to specialists, 
thereby complicating comparisons.

Furthermore, any one of several starting points in the process can be 
used to measure the specialist-to-treatment wait time. Using the initial spe-
cialist consultation with a patient as the start time has the benefit of capturing 
any delays related to diagnostic testing, secondary specialist consultations, 
and so forth. But it may also introduce some error into the measurement when 
compared with “decision to treat” as the starting point of waiting. Importantly, 
it may capture “watchful waiting” by physicians, or patient-generated delays. 
It may also include unrelated care for patients with complex health condi-
tions. This is not to say that initial physician contact is necessarily a poor 
starting point for the measurement of waiting: limiting the measurement of 

6 In Canada, GPs may have limited ability to order diagnostic scans, such as CTs and MRIs.
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wait times to the period between the decision to treat and the actual receipt 
of treatment can result in significant underestimation of wait times. That 
is because the total wait from GP referral, or even from presentation to GP 
with a problem, and including time for diagnostic tests can be much longer 
than—and can even be multiples of—that captured by measuring only the 
final stage of waiting.

Besides the considerations associated with the definition of wait times, 
there are also issues around the prioritization of patients and clinical thresh-
olds for treatment. Importantly, waiting is most often a phenomenon associ-
ated with “elective” or “scheduled” conditions, and the triaging of patients 
into groups that are made to wait might not necessarily be the same across 
nations.7 The same can be said of the measurement of shorter wait times for 
urgent or emergent health care.8 Because there is no international agreement 
on the prioritization of surgery, it should not be assumed that the terms set 
out in a measurement of wait times are used in the same way across countries.

In addition, policy approaches to prioritization and clinical thresholds 
for treatment can play a potentially confounding role. An example to consider 
here is that of New Zealand, where the wait list is limited only to those patients 
who pass a particular clinical threshold that is set by government funding 
levels.9 This contrasts with approaches by nations such as Canada, where 
physicians individually determine which patients will and will not be added 
to the queue and where standardized clinical assessments are less common.

Governments may also be focused on particular wait times or particu-
lar segments of waiting, which may have the effect of creating longer waits 
in other areas. For example, a program focused on limiting wait times to 

7 Procedures such as cataract surgery, hip and knee replacement, coronary artery bypass sur-
gery, percutaneous transluminal coronary angioplasty (PTCA), hernia repair, cholecystectomy, 
prostatectomy, and varicose vain surgery are prominent among procedures that regularly account 
for the bulk of surgical waiting lists (Hurst and Siciliani, 2003a).
8 This has further importance if, as is typical, emergency wait times are not included in conven-
tional wait time statistics. If the ratio of emergency to non-emergency procedures is different 
in one country from another, wait time measures may provide a misleading comparison of the 
average speed with which patients are being treated in one country versus another.
9 Changes in wait times in New Zealand have not always been the result of improvements in 
access. In 2006, more than 35,000 patients originally accepted onto waiting lists were removed 
from the list and referred back to their family doctor in response to a six-month waiting time 
target that was tied to financial penalties (Willcox et al., 2007). 
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some maximum may result in longer waits for more urgent patients in order 
to ensure that less urgent patients do not exceed the time limit. Similarly, a 
focus on only the specialist-to-treatment or booking-to-treatment wait time 
may lead to longer wait times for specialist consultations as resources are 
reallocated across patients. Such a focus might also lead to delays in booking 
patients or registering patients for treatment, at the same time that measured 
wait times improve and move within target time frames. In effect, measured 
waiting time can decrease, while unmeasured waiting time can increase. 

Finally, there is the important matter of data aggregation in inter-
national comparisons. While comparisons between countries for particular 
treatments (e.g., cataract surgery, and total hip or knee replacement) are fairly 
straightforward to carry out, aggregating wait times up to the specialty level 
for purposes of comparison is more complex. This is because the scope of 
specialty practices is not standardized across countries.

These various caveats suggest caution when comparing waiting times 
across countries. In particular, when making comparisons outside geographic 
regions or outside groups of nations with common specialty classifications, 
comparisons of wait times must be made either at the very detailed procedure 
level or at higher aggregate levels. 

International comparisons of waiting
Given the numerous complexities and limitations surrounding the creation 
of internationally comparable waiting list estimates, it is unsurprising that 
there are relatively few studies comparing the length of wait times across 
countries. However, some available studies identify wait times for various 
procedures. In addition, the Commonwealth Fund has, for some years, mea-
sured wait times along the care continuum, with the notable exception of 
diagnostic services.

Measurements of waiting by procedure
Coyte et al. (1994) used a survey of patients who underwent treatment for 
knee replacement to measure waiting times for that procedure in Ontario 
and the US in the late 1980s. They found that Canadians waited longer than 
Americans for orthopaedic consultations and for surgery post-consultation. 
American wait times for consultation averaged 3.2 weeks (median 2 weeks) 
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compared to Canadian wait times that averaged 5.4 weeks (median 4 weeks). 
American wait times for treatment averaged 4.5 weeks (median 3 weeks) while 
Canadian wait times for treatment averaged 13.5 weeks (median 8 weeks).

Collins-Nakai et al. (1992) studied international differences in access 
to cardiovascular care using data collected from cardiovascular specialists 
and substantiated through government, OECD, and WHO data collections, 
where possible. They discovered that Canadians waited longer than Germans 
and Americans for cardiac catheterization (2.2 months for Canadians versus 
1.7 months for Germans and 0 months for Americans), angioplasty (11 weeks 
(Canada) versus 7 weeks (Germany) and 0 weeks (America)), and bypass surgery 
(5.5 months (Canada) versus 4.4 months (Germany) and 0 months (America)).

Carroll et al. (1995) studied wait times for cardiac procedures using 
a survey of clinic directors, measuring projected wait times from referral 
to treatment for standardized medical cases. Their survey revealed that in 
1992, Canadians generally waited longer for both elective and urgent coronary 
artery bypass than did Americans (whether in private or public Veteran’s 
Administration hospitals) and Swedes, and longer than Americans for either 
elective or urgent angiography. At the same time, Canadians had shorter 
waits than the British for elective and urgent bypasses and angiographies, 
and shorter waits than Swedes for both types of angiographies.10

Dunn et al. (1997) surveyed patients over age 50 in a study exam-
ining the acceptability of wait times for cataract surgery. They reported an 
expected median waiting time of approximately 5 months in both Manitoba 
and Denmark. This compared to an expected median waiting time of approxi-
mately 2 months in Barcelona, Spain.

Jackson et al. (1999) compared waiting times for coronary artery 
bypass in New Zealand in 1994-95, generated from a chart and referral letter 
review, with wait times in Ontario for the same period generated from a wait 

10 It is noteworthy that the studies by Carroll et al. (1995), Collins-Nakai et al. (1992), and 
Coyte et al. (1994) predate a period of fiscal restraint in the 1990s during which health care 
expenditures in Canada decreased in real per capita terms for several consecutive years. To the 
extent that wait times existed prior to the reduction in spending, these findings suggest that wait 
times are endemic to the Canadian model. This is supported by broader research on wait times. 
For example, Willcox et al. (2007) note that waiting lists are generally found in countries with 
no or low patient cost-sharing, constraints on surgical capacity, and public (or tax-funded and 
government run) health insurance. 
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times registry (from Naylor et al., 1995). They found that the New Zealand 
mean and median waiting times (232 and 106 days, respectively) were longer 
than the Canadian mean and median wait times (34 and 17 days, respectively).

Lofgren (2003), in a study examining wait list initiatives in Sweden, 
compared Swedish wait list registry data for Greater Stockholm against 
Canadian physician survey data for Greater Vancouver compiled by the Fraser 
Institute. He found that wait times in Canada and Sweden were fairly similar. 
This was true for both longest and shortest reported waiting times from GP 
to specialist and specialist to treatment.

Siciliani and Hurst (2003) used information from administrative data-
bases to compare wait times in nations involved in the OECD waiting time 
project. They focused on “inpatient waiting time for patients admitted for 
treatment” (p. 62), as this measure is the most widely available in OECD coun-
tries. Wait times were reported in their study for Australia, Canada, Denmark, 
Finland, Norway, the Netherlands, Spain, Sweden, and the United Kingdom 
(England), and are shown in table 2.1 (mean data) and table 2.2 (median data). 
Siciliani and Hurst report that the countries with the highest waiting times 
were the UK and Finland, followed by Denmark, Norway, Australia, and Spain. 
The shortest waiting times were most often found in the Netherlands. The 
data confirm that wait times for less urgent procedures (e.g., joint replacement 
and cataract surgery) are systemically higher than wait times for more urgent 
procedures (e.g., bypass surgery). Siciliani and Hurst also note that their focus 
on inpatient waiting time omits a significant portion (at least one third) of 
the total wait that patients experience, including the waiting time from GP 
referral to specialist consultation.

Aggregate comparisons of waiting
Since 1998, the Commonwealth Fund has undertaken an annual interna-
tional health policy survey that, in part, measures access to health care ser-
vices. This data makes possible international comparisons of the full range 
of waiting, including for emergency care, to see a primary care provider, to 
see a specialist, and the more commonly reported wait for non-emergency 
treatment. Their survey reports also allow some limited tracking of changes 
in waits over time. An important advantage of these surveys is that they are 
collected according to common definitions and common methodologies 
across countries, thereby improving comparability. Being retrospective and 
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often patient focused also means avoiding some of the confounding factors 
associated with list management that were noted earlier. Unfortunately, like 
all surveys, those produced by the Commonwealth Fund may be subject 
to response bias and recall error. However, to the extent that such biases 
are consistent across nations, they may not distort comparisons across 
countries over time.

The Commonwealth Fund surveys focus on different population 
groups each year, with some population groups repeated semi-regularly. Over 
the years, the Commonwealth Fund has surveyed the general population, the 
non-institutionalized elderly, physicians, sicker adults (or adults with health 
problems), and hospital executives. In more recent years, the Commonwealth 
Fund surveys have moved to a yearly rotation between adults, sicker adults, 
and primary care physicians.

Surveys of the general population
In 1998, the Commonwealth Fund undertook a survey of adults aged 18 and 
older in Australia, Canada, New Zealand, the UK, and the US. They found that 
just 10 percent of Canadians reported waiting more than four months for non-
emergency surgery. This compared to 13 percent of respondents in Australia, 
21 percent of respondents in New Zealand, 29 percent of respondents in the 
UK, and just 1 percent of respondents in the US (table 2.3).

In 2001, the Commonwealth Fund returned to surveying all adults 
in these five nations. This survey included an expanded measurement of 
wait times for medical treatment. It found that Canadian outcomes were 
relatively poor with respect to the proportion of respondents reporting rela-
tively short wait times. On the other hand, Canadian reports of long wait 
times were comparable to or better than those of the other Commonwealth 
countries (table 2.4).

The 2004 Commonwealth Fund survey was once again an all-adult 
survey, but focused particularly on primary care (Schoen and Osborn, 2004). 
In this survey, Canada’s performance was relatively poor compared with that 
reported for other nations. Specifically, Canadians were less likely to report 
short delays and more likely to report long delays for primary care and emer-
gency room care compared to respondents from other nations (table 2.5).

The 2007 Commonwealth Fund survey focused on seven countries, 
with the Netherlands and Germany added to the list of nations included in 
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Table 2.3: Adult (18+) Reported Wait Times from the 1998 Commonwealth 
Fund International Health Policy Survey

Australia Canada New  
Zealand

United  
Kingdom

United  
States

Waiting more than four months for non-
emergency surgery

13% 10% 21% 29% 1%

Source: Commonwealth Fund (1998).

Table 2.4: Adult (18+) Reported Wait Times from the 2001 Commonwealth 
Fund International Health Policy Survey

Australia Canada New  
Zealand

United  
Kingdom

United  
States

1998 2001 1998 2001 1998 2001 1998 2001 1998 2001

Percent of patients able to get 
same day appointment when sick

62% 35% 69% 42% 36%

Waited less than one month for 
elective or non-emergency surgery

46% 51% 28% 37% 26% 43% 23% 38% 60% 63%

Waited four months or more for 
elective or non-emergency surgery

17% 23% 12% 27% 22% 26% 33% 38% 1% 5%

Source: Commonwealth Fund (2001).

Table 2.5: Adult (18+) Reported Wait Times from the 2004 Commonwealth 
Fund International Health Policy Survey

Australia Canada New  
Zealand

United  
Kingdom

United  
States

Waited 2 hours or more in ER before 
being treated

29% 48% 27% 36% 34%

Access to doctor when sick or 
need medical attention: same day 
appointment

54% 27% 60% 41% 33%

Access to doctor when sick or need 
medical attention: wait of 6 days 
or more

7% 25% 2% 13% 19%

Source: Schoen and Osborn (2004).
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earlier survey years (Schoen et al., 2007). The survey identified reported wait 
times for emergency room care, primary care, and elective surgery. Once 
again, Canada performed poorly in all measures in comparison to other devel-
oped nations (table 2.6). Specifically, Canadians were among the most likely 
to report relatively long waits for care and the least likely to report relatively 
short waits for care.

The 2010 Commonwealth Fund survey returned to focus on all-adult 
experiences. The list of countries from 2007 was revised, both in the inter-
vening years and for this survey, to include France, Norway, Sweden, and 
Switzerland, in addition to the 7 countries included in the 2007 survey.11 
This survey provides more complete wait time information for a broad range 
of health care services than previous surveys. Consistent with the results of 
earlier surveys, Canada ranked at or near the bottom in every comparison 
of wait times for health care, in some cases by a sizable margin (table 2.7). 

11 Italy was added to the sample in 2009 but dropped in 2010.

Table 2.6: Adult (18+) Reported Wait Times from the 2007 Commonwealth 
Fund International Health Policy Survey

Australia Canada Germany Nether lands New  
Zealand

United 
Kingdom

United  
States

Waited two or more hours in 
emergency room before being 
treated

34% 46% 11% 9% 25% 32% 31%

Access to doctor when sick or 
need medical attention: same 
day appointment

42% 22% 55% 49% 53% 41% 30%

Access to doctor when sick or 
need medical attention: wait of 6 
days or more

10% 30% 20% 5% 4% 12% 20%

Waited less than 1 month for 
elective or nonemergency 
surgery

55% 32% 72% 47% 55% 40% 62%

Waited more than 6 months 
for elective or nonemergency 
surgery

9% 14% 3% 2% 4% 15% 4%

Source: Schoen et al. (2007).
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Surveys of sicker adults12
In 2002, the Commonwealth Fund focused on adults with health problems in 
five countries. The criteria for including respondents was that they had be in fair 
or poor self-reported health, have had a serious illness in the past 2 years, or been 
hospitalized or had major surgery in the previous 2 years. The reported wait time 
measures were more qualitative in this survey than in other Commonwealth 
Fund survey reports, but they still show Canadian wait times comparing poorly 
to those of other nations (table 2.8). Due to the qualitative nature of the data, 
this may be either the result of longer wait times, or less tolerance for waiting.

In 2005, the Commonwealth Fund once more surveyed sicker adults 
and expanded the list of nations to include Germany (Schoen et al., 2005). 
In this survey, the definition of “sicker adult” included those who met at least 
one of the following criteria: fair or poor self-reported health; a self-reported 
serious illness, injury, or disability that required intensive medical care in past 
two years; or a self-reported major surgery or hospitalization in the previous 
two years. Once more, wait times in Canada were reported in most cases to 
be longer than in the other nations surveyed (table 2.9). This is a departure 
from what hospital executives reported in the 2004 survey (discussed below), 
and a departure from Canada’s mid-pack performance in earlier surveys.

The 2008 Commonwealth Fund survey (Schoen and Osborn, 2008) 
also focused on sicker adults. The Netherlands was added to the country 
list in 2006, while France was added in 2008. Sicker adults in this survey 
were defined as those with at least one chronic condition including hyper-
tension, heart disease, diabetes, arthritis, lung problems, depression, or 
cancer. Continuing the historical trend, Canada performed relatively poorly. 
Specifically, Canadians were more likely to report relatively long waits and 
less likely to report relatively short waits to see medical practitioners in com-
parison with their counterparts in other nations (table 2.10).

In 2011, the Commonwealth Fund survey again focused on sicker 
adults (Schoen and Osborn, 2011). The survey returned to a broader defini-
tion of sickness severity that required patients to meet at least one of the fol-
lowing criteria: self-reported health being fair or poor; received medical care 
for serious chronic illness, injury, or disability in the past year; or had surgery 

12 Readers should note that the definition of “sicker adults” changed somewhat from survey 
to survey.
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Table 2.8: Sicker Adult (18+) Reported Wait-Times Experiences from the 2002 
Commonwealth Fund International Health Policy Survey

Australia Canada New  
Zealand

United Kingdom United  
States

Waiting time for emergency care a 
big problem

31% 37% 28% 36% 31%

Waiting time for appointment with 
regular physician a big problem in 
past 2 years

17% 24% 5% 21% 14%

Very or somewhat difficult to see a 
specialist

41% 53% 36% 38% 39%

Long wait to be admitted to the 
hospital a big problem in past 2 
years

19% 32% 24% 21% 13%

Source: Commonwealth Fund (2002).

Table 2.9: Sicker Adult (18+) Reported Wait Times from the 2005 
Commonwealth Fund International Health Policy Survey

Australia Canada Germany New Zealand United 
Kingdom

United States

Access to doctor when sick or 
need medical attention: same 
day appointment

49% 23% 56% 58% 45% 30%

Access to doctor when sick or 
need medical attention: wait of 6 
days or more

10% 36% 13% 3% 15% 23%

Waited more than four weeks to 
see a specialist doctor

46% 57% 22% 40% 60% 23%

Waited less than 1 month for 
elective or non-emergency 
surgery

48% 15% 59% 32% 25% 53%

Waited more than 4 months 
for elective or non-emergency 
surgery

19% 33% 6% 20% 41% 8%

Source: Schoen et al. (2005).
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or had been hospitalized in past two years. The 11-country list from 2010 was 
carried forward. Perhaps not surprisingly, after several years of consistently 
poor performance, Canada’s health care system again ranked near the bottom 
for wait times to see medical practitioners (table 2.11). However, Canada’s per-
formance did not lag that of other nations to the same extent in the 2011 survey 
as in the 2010 all-adult survey. This may reflect improving skill on the part of 
seriously ill Canadians in navigating the health care system or an increased 
emphasis on triaging as a means of prioritizing who received care, rather than 
a sign of improved efficiency in the Canadian system between 2010 and 2011. 
Indeed, at least one large study of waiting times (also survey-based) reported 
lengthier waiting in Canada between 2010 and 2011 (Barua et al., 2011).

Surveys of physicians
In 2000, the Commonwealth Fund surveyed generalist and specialist phy-
sicians in the original five countries (Australia, Canada, New Zealand, the 
UK, and the US). The survey found that Canadian wait time problems were 
comparable to those of the other nations that also maintained universal health 
insurance approaches. However, there were areas where Canada clearly fared 
worse in terms of timely access to health care (table 2.12).

Table 2.10: Sicker Adult (18+) Reported Wait Times from the 2008 
Commonwealth Fund International Health Policy Survey

Australia Canada France Germany Nether lands New Zealand United 
Kingdom

United 
States

Access to doctor when 
sick or needed care: 
same-day appointment

36% 26% 42% 43% 60% 54% 48% 26%

Access to doctor when 
sick or needed care: 6+ 
days wait or never able 
to get appointment

18% 34% 18% 26% 3% 8% 14% 23%

Wait time for specialist 
appointment: less than 
4 weeks

45% 40% 55% 68% 69% 45% 42% 74%

Wait time for specialist 
appointment: two 
months or longer

29% 42% 23% 20% 25% 33% 33% 10%

Source: Schoen and Osborn (2008).
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Table 2.11: Sicker Adult (18+) Reported Wait Times from the 2011 
Commonwealth Fund International Health Policy Survey

Australia Canada France Germany Nether 
lands

New  
Zealand

Norway Sweden Switzer 
land

United  
Kingdom

United  
States

Access to doctor or 
nurse when sick 
or needed care: 
same- or next-
day appointment

63% 51% 75% 59% 70% 75% 59% 50% 79% 79% 59%

Access to doctor 
or nurse when 
sick or needed 
care: waited six 
days or more

10% 23% 8% 23% 12% 5% 14% 22% 4% 2% 16%

Waited less than 
a month to see 
specialist

59% 52% 67% 79% 81% 68% 47% 63% 92% 80% 88%

Source: Schoen and Osborn (2011).

Table 2.12: Physician-Reported Wait Times and Wait-Times Experiences from 
the 2000 Commonwealth Fund International Health Policy Survey

Australia Canada New  
Zealand

United  
Kingdom

United  
States

Limitations on or long waits for specialist referrals 56% 66% 81% 84% 29%

Long waiting times for surgical or hospital care 67% 64% 82% 78% 8%

Wait times for treatment: breast biopsy (defined case)

Less than 1 week 49% 14% 24% 12% 50%

1-2 weeks 34% 46% 39% 71% 34%

3-4 weeks 12% 30% 29% 15% 7%

More than 1 month 5% 7% 9% 1% 1%

Wait times for treatment: hip replacement (defined case)

Less than 1 week 3% 1% 2%  — 9%

1 week to less than 1 month 2% 3% 1% — 62%

1 to 6 months 24% 32% 5% 6% 20%

more than 6 months 71% 60% 92% 93% 1%

Source: Commonwealth Fund (2000).
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In 2006, the Commonwealth Fund survey focused on the experiences 
of primary care physicians (Schoen and Osborn, 2006). The seven-nation list 
included Germany (added in the 2005 survey) and the Netherlands (added 
in this survey). Wait times information in the 2006 survey was not reported 
to the same extent as in other Commonwealth Fund surveys. However, in the 
one reported qualitative measure of waiting time, Canada ranked second to 
last and well behind most other nations (table 2.13).

In 2009, the Commonwealth Fund surveyed primary care doctors and 
expanded the list of nations from 2006 to include Italy, Norway, and Sweden; 
France had been added in the 2008 survey (Schoen and Osborn, 2009). As in 
the previous survey of primary care doctors, wait times measures were limited 
and qualitative. Still, in the one question related directly to wait times, Canada 
tied for last place with Italy (table 2.14).

Survey of hospital executives
In 2003, the Commonwealth Fund focused on hospital executives from the 
largest general or paediatric hospitals in the original five nations (Schoen 
et al., 2003). In this survey, Canada’s health care system was shown to be 
a mid-pack performer among nations with universal-access health insur-
ance (table 2.15). This said, Canadian executives were not as positive in their 
qualitative responses and were more likely to report that elective surgery 
wait times had grown longer in the previous 2 years than were their coun-
terparts in other nations (44 percent in Canada versus 27 percent or less in 
other nations).

Survey of the elderly
In 1999, the Commonwealth Fund surveyed non-institutionalized adults 
aged 65 and older in the original five countries. The survey found that the 
percentage of Canadian elderly who waited five weeks or more for non-emer-
gency surgery was higher than in all other nations save the UK. Specifically, 
40 percent of Canadian elderly reported such wait times compared to 51 
percent of UK elderly and 34 percent or less of elderly in the other nations 
(table 2.16).
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Table 2.13: Primary Care Physician-Reported Wait-Times Experiences from 
the 2006 Commonwealth Fund International Health Policy Survey

Australia Canada Germany Netherlands New  
Zealand

United 
Kingdom

United  
States

Percent reporting patients 
often experience long waits 
for diagnostic tests

6% 51% 8% 26% 28% 57% 9%

Source: Schoen and Osborn (2006).

Table 2.14: Primary Care Physician-Reported Wait-Times Experiences from 
the 2009 Commonwealth Fund International Health Policy Survey

Australia Canada France Germany Italy Nether 
lands

New  
Zealand

Norway Sweden United  
Kingdom

United  
States

Percent reporting 
patients experience 
long waiting times 
to see a specialist

34% 75% 53% 66% 75% 36% 45% 55% 63% 22% 28%

Source: Schoen and Osborn (2009).

Table 2.15: Hospital Executive-Reported Wait Times from the 2003 
Commonwealth Fund International Health Policy Survey

Australia Canada New  
Zealand

United 
Kingdom

United  
States

Patients wait six months or more to be admitted for 
elective surgery (very often or often)

26% 31% 43% 57% 1%

Average wait of two or more hours in emergency room 23% 46% 17% 58% 39%

Average wait times for treatment: breast biopsy (defined case)

Less than three weeks 74% 70% 48% 73% 93%

Three weeks or more 15% 21% 44% 20% 2%

Average wait times for treatment: hip replacement (defined case)

Less than six months 54% 43% 25% 15% 92%

Six months or more 39% 50% 65% 81% 1%

Source: Schoen et al. (2003).
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Conclusion
The measurement of the length of time people wait for health care is far 
more complex than often appreciated, particularly in the international context. 
Hence, it is unsurprising that relatively few international comparisons of wait 
times have been undertaken. Notwithstanding that, the available studies that 
do measure wait times internationally show a relatively consistent pattern for 
Canada. In the 1990s and early 2000s, wait times for health care in Canada 
were longer than in some countries, particularly the US, but not as long as 
in other nations, including the UK. However, over the 2000s, wait times in 
Canada appear to have increased relative to those in other nations. By the late 
2000s and the early part of this decade, international comparisons consis-
tently show Canadians enduring longer delays to receive all forms of medical 
care than their counterparts in other developed nations.
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Chapter 3

The Consequences of Waiting
Dr. Brian Day

Waiting has become a defining feature of Canadian health care. Canadians are 
expected to queue up patiently until the government-run system is willing or 
able to take care of them. Forced waiting condemns many Canadians to suffer 
prolonged pain, disability, and sometimes death.

Delayed diagnosis and treatment can be devastating for individuals, 
their families, their employers, and those who rely on them. Disease might 
advance, potentially affecting treatment and outcomes, sometimes to the extent 
that, in some cases, effective treatment is impossible. That deterioration can 
also lead to complications, putting patients’ lives and well-being in jeopardy. 

Waiting for health care often involves significant personal costs and, 
even if short, entails some measure of pain and suffering, mental anguish, lost 
productivity at work and leisure, and strained personal relationships. A similar 
toll may be placed on family and friends. An individual’s inability to provide 
for themselves and their dependents may add a significant personal burden.

One of the biggest factors in the rising costs of health care is chronic 
illness. Delayed care often transforms an acute and potentially reversible illness 
or injury into a chronic, irreversible condition that involves permanent disability.

Even those who acknowledge the medical consequences of waiting 
often ignore the associated personal costs.

Medical consequences of waiting
The scientific literature is increasingly reporting harm related to long wait 
times, including poorer medical outcomes from care and an increased risk of 
adverse events. While the review of studies below is by no means exhaustive, 



Fraser Institute d www.fraserinstitute.org

46 d Reducing Wait Times for Health Care

it reveals that rationing health care by waiting is extremely costly. This is 
particularly true for those who have no option but to accept a position on a 
Canadian queue. The evidence summarized below confirms the strange real-
ity that Canadians are literally being forced to pay to prevent patients from 
receiving prompt treatment. 

Cardiovascular conditions
The relationship between wait times and undesirable outcomes in the field of 
cardiovascular surgery has been studied extensively. Importantly, illnesses of the 
heart and circulatory system can have sudden severe consequences. Many studies 
emphasize that long waits for cardiovascular care can be dangerous for patients.

In a study that sought to identify those at risk for negative events while 
waiting for care, Chester and colleagues (1995) reported serious consequences 
when coronary angioplasty was delayed. They found that patients who waited 
for care were at risk of experiencing myocardial infarction, unstable angina, 
total coronary occlusion, and death. They determined that such events as 
these are not uncommon in patients waiting for routine percutaneous trans-
luminal coronary angioplasty.

Cox and colleagues (1996) examined the impact of waiting lists for 
coronary artery bypass graft surgery. They found that deaths were rare and 
could not be attributed to the triage process, but they also found that more 
than 10 percent of patients had to be reclassified to a higher priority as their 
symptoms had worsened. Equally importantly, 64 percent of patients expe-
rienced at least moderate anxiety while waiting for care.

Beanlands and colleagues (1997) assessed the impact of waiting for 
cardiac revascularization on mortality, cardiac events (e.g., heart attacks), and 
heart functioning. They found that patients who were revascularized earlier 
had significantly lower preoperative mortality than those who were treated 
later. Those treated earlier also tended to have a lower rate of subsequent 
cardiac events, and significant improvement in heart function, compared with 
those whose treatment was delayed.

Plomp and colleagues (1998) examined the risk of death while waiting 
for cardiac surgery. They calculated that approximately 100 patients per year 
die in the Netherlands because of waiting for cardiac surgery and that at least 
half of the deaths occur within the first six weeks of waiting. They concluded 
that waiting lists engender high risk for patients involved. 
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Morgan, Sykora, and Naylor (1998) examined the effect of waiting 
on death rates of patients waiting for heart surgery in Ontario, and found 
those who waited longer had a higher probability of death. This was true 
both in absolute terms and relative to the maximum wait recommended by 
Canadian guidelines.

Rosanio and colleagues (1999) examined the relationship between wait 
times and coronary angiography. They found that those who waited longer 
were more likely to experience unplanned hospitalization, longer stays, myo-
cardial infarction, and cardiac-related death. They also found that long waits 
may lead to a poorer prognosis.

Koomen and colleagues (2001) examined the consequences of wait-
ing for both urgent and routine coronary artery bypass surgery. They found 
that waiting for care put patients at increased risk of myocardial infarction, 
unstable angina requiring immediate hospitalization, and death. As these 
tended to occur early in the waiting process, they recommended that reduc-
ing the wait time to no more than 1 to 2 weeks was the only way to markedly 
reduce the incidence of adverse events. Ray and colleagues (2001) found that 
death or upgrades to a more urgent queue for patients waiting for bypass 
surgery and/or valve replacement tended to occur early in the waiting process. 
They also found that prolonged waiting for treatment was not associated with 
worse surgical outcomes. Shuhaiber and Reston (2008) pointed out some 
potential flaws and the effects of confounders (inappropriate or inaccurate 
interpretation of data) in some of these studies.

Natarajan and colleagues (2002) looked at waits for cardiac catheteriza-
tion. They studied 8,000 patients and found only 37 percent of procedures were 
carried out within the time requested by the physician and, even then, half of 
the observed adverse events occurred within the waiting time requested by 
the referring physician. Waiting was associated with potentially preventable 
myocardial infarction and congestive heart failure. Fifty patients died.

Rexius and colleagues (2004) examined the risk of death while waiting 
for coronary artery bypass surgery. They found that long waits for surgery 
caused mortality risks for patients to increase by 11 percent per month after 
acceptance for treatment.

Talwar and colleagues (2005) studied the consequences of waiting for 
elective percutaneous coronary intervention (PCI). In their study, patients 
who waited for long periods were at higher risk for emergency admission with 
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unstable angina, or suffering significant disease progression, sometimes to the 
point that PCI was no longer feasible.1 While some of these consequences 
may have occurred regardless of the intended intervention, they neverthe-
less concluded that a long waiting time reduced quality of life and potentially 
reduced the benefit from treatment.

In a study of wait times for valvular aortic stenosis surgery, Munt 
and colleagues (2006) found that at least 1.7 percent of patients waiting for 
treatment died while waiting. Further, one in seven patients deteriorated 
during their wait and used significantly more resources than patients who 
did not deteriorate. 

Sobolev and colleagues (2006a) examined the consequences of waiting 
for elective coronary bypass surgery. They determined that extended delays 
carry significant risk of death, even for low-severity patients. This finding was 
echoed in a separate paper by Sobolev and colleagues (2006c), who found that 
both non-urgent and semi-urgent patients waiting for coronary artery bypass 
graft surgery were at risk of death while waiting. In another paper, Sobolev 
and colleagues (2006b) again found that long wait lists were associated with 
an increased probability of death before surgery and recommended physicians 
consider the risk of pre-surgical death when advising patients.

In 2008, Sobolev and colleagues again reported on waiting for coro-
nary artery bypass surgery. They found that those who were treated earlier 
were only two-thirds as likely to experience in-hospital death as those whose 
treatment was delayed. They identified a 5 percent increase in the odds of in-
hospital death for every additional month of delay before surgery.

Stroke
Fairhead and colleagues (2005) looked at the risk of recurrent stroke from 
delaying carotid imaging. They found that longer wait times were associated 
with an increase in the risk of stroke, with half of these strokes being disabling 
or fatal. They concluded that delays were associated with high risks of other-
wise preventable strokes.

1 Interestingly, some of the patients in the study saw their symptoms improve, while there was 
evidence that the disease had regressed in a small number. This raises interesting questions 
about who is on the wait list, and what actions patients can take when faced with a degenerative 
medical condition.
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Gall bladder disease
Sobolev and colleagues (2003) examined the impact of waiting for cholecys-
tectomy (gall bladder surgery) on emergency admissions. They found that the 
risk of emergency cholecystectomy, a more dangerous procedure with a much 
higher risk of complications, increased with time. This was particularly true 
for waits that were 20 weeks or longer.

Cancer treatment
Delayed treatment for cancer increases the risk that it will spread. Kulkarni 
and colleagues (2009) examined the impact of waiting for radical cystectomy 
for bladder cancer. They found that longer wait times led to a lower survival 
rate. They questioned the existing approach to prioritizing high-stage cancers 
ahead of low-stage cancers since the risk of death with extended wait times 
increased more for patients with low-stage cancers. They note that patients 
with less invasive disease may be put at greater relative risk by waiting. This 
is likely because those with advanced disease may have progressed to the 
level where treatment, even when done quickly, has a lower likelihood of cure.

Saad and colleagues (2006) reviewed the impact on patients of waiting 
for prostate cancer treatment. In a review of six Canadian studies, wait times 
ranged from 42 days (consultation to operation) to 83 days (consultation to 
hospital admission). This was in contrast to national and international guide-
lines, which recommended a maximum wait time of 2 to 4 weeks. Notably, 
the wait time from family physician referral to consultation was not included 
in the calculation.

Jewett and colleagues (2006), in a Canadian epidemiological study on 
urological cancer, found the median wait time was 64 days from referral to 
surgery. National and international guidelines recommend a maximum wait 
time of 2 and 4 weeks for all cancer surgeries. 

Spine surgery
Braybrooke and colleagues (2007) examined the impact of waiting for spinal 
surgery on outcomes. They found that longer waits were associated with a 
lower likelihood of improvement in physical function and pain severity mea-
sures. They also reported that patients with shorter wait times experienced 
a greater improvement from treatment than those with longer wait times, 
despite starting off at a lower level of health status.
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Joint replacement
Garbuz and colleagues (2006) examined the consequences of waiting for total 
hip arthroplasty on outcomes from treatment. They found that each addi-
tional month waiting for treatment was associated with an 8 percent decrease 
in the odds of a better-than-expected functional outcome from treatment. 
Waiting longer than six months, according to their study, was linked to a 50 
percent decrease in the odds of a better-than-expected outcome compared 
with waiting less than six months. They point out that delaying treatment may 
result in deterioration that may not be recoverable after surgery.

Davis and colleagues (2008) studied the consequences of waiting for 
revision joint arthroplasty. They found that patients with extended waiting 
times had increased pain and disability compared to those who endured 
shorter waits.

Vergara and colleagues (2011) also examined the impact of waiting for 
total hip arthroplasty. They found that functional capacity gain was poorer for 
patients who waited longer than six months for surgery. Further, the likelihood 
of improved functional gain fell as the wait time increased.

Similarly, Desmeules and colleagues (2012) examined the impact of 
waiting for total knee replacement on pain, function, and quality of life after 
surgery. They found that longer waits were associated with greater pain in the 
non-operated knee and reductions in health-related quality of life. Specifically, 
those in the group with the longest wait time (greater than 9 months) tended to 
have more pain and functional limitations than those in the groups where the 
wait was shorter, though the differences were not always statistically significant.

Johansson and colleagues (2010) studied the relationship between pre-
operative function and outcome for patients undergoing total hip arthroplasty. 
They found that patients with poorer preoperative function had worse early 
postoperative pain and function. Their recommendation was that total hip 
arthroplasty be done earlier. While their study did not focus on long wait 
times, studies by Mahon and colleagues (2002) and by Ostendorf and col-
leagues (2004) show that patients do deteriorate while waiting for total hip 
arthroplasty, suggesting that these findings could be extended to the experi-
ences of patients who endure long waits for total hip arthroplasty.

In the presence of long waiting times, it can be expected that some 
patients and some physicians will defer treatment of patients who are good 
candidates for care, or who do require care but whose condition is not 
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considered acutely serious enough. This prioritization process is one of the 
methods by which rationing is imposed. Johansson and colleagues (2010) 
reported that this delay might mean that patients can expect poorer outcomes 
from care because of a poorer starting point once the decision is made to 
proceed with treatment (and join the queue).

Cataract surgery
Although vision is a key and vital sense, wait times for vision correction in 
Canada can take a very serious toll on those in need of care.

Hodge and colleagues (2007) reviewed studies on the consequences 
of waiting for cataract surgery. They determined that patients who endure 
extended waits experience more vision loss, a reduced quality of life, and are 
at greater risk of falls. 

Conner-Spady and colleagues (2007) reviewed the evidence on the 
consequences of prolonged waits for cataract surgery. They found that indi-
viduals with cataracts are at increased risk of falls, hip fractures, and motor 
vehicle crashes. They also found that long wait times are associated with a 
decline in visual acuity in patients, which is important because superior base-
line visual acuity (superior visual function) is associated with better outcomes 
from treatment.

Boisjoly and colleagues (2010) studied cataract surgery outcomes for a 
group of patients from 1999-2000 and compared them with those for a group 
of patients from 2006-2007 who experienced shorter delays. They found that 
those with shorter delays had better vision, less difficulty and fewer symptoms 
prior to surgery, and lower rates of accidents while waiting for care. Further, 
the patients from the 2006-2007 group reported greater satisfaction after 
surgery and achieved significantly better visual function after surgery.

Primary and emergency care
As discussed in chapter 2, Canadians do not just wait for elective surgical care. 
Wait times in Canada are also remarkably long for primary care, specialist 
consultations, and emergency care. The consequences of waiting for these 
health care services are also being increasingly studied and recognized in 
the medical literature.

Plunkett and colleagues (2011) examined the consequences of wait 
times for emergency care. They found that longer delays from door to team 
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and from team to ward were associated with increased risk of death within 
30 days. This trend was across the entire spectrum of patients, from those 
most critically ill to those who were felt likely to survive.

Solberg and colleagues (2004) examined the impact of reduced wait-
ing times for access to primary care on patients with coronary heart disease, 
diabetes, and depression. They found that improved access was related to 
increased continuity of primary care and a reduction in urgent care visits. 
Further, for patients suffering from coronary heart disease, their study also 
observed reduced hospital admissions and length of stay.

Excessive waiting in the emergency department is a serious issue for 
patients with acute medical and surgical issues. Appendicitis can usually be 
treated very successfully with complete and early recovery through early surgi-
cal intervention (appendectomy). However, delayed assessment and treatment 
is relatively common in Canada. Pittman-Waller and colleagues (2000) studied 
5,755 patients and found a median time from onset of symptoms to evaluation 
of 16.5 hours in patients with non-perforated appendices compared with 39.8 
hours in those with perforated appendices. Within the United States, those 
living in poorer areas had higher perforation rates than those living in richer 
areas. Comparing American and Canadian data, it appeared that in Canada’s 
richest areas, the perforation rates were higher than those living in the poorest 
areas of the United States. This observation points out, at least in this example, 
that the Canadian system very equitably distributes lower-quality care.

Pizer and Prentice (2011) reviewed studies examining the effect of 
outpatient wait times on use and outcomes in the US Veterans Affairs health 
care system. Their review found that a wait time increase of 21 days occurred 
with a 2 to 4 percent decrease in primary care use. They also found that longer 
wait times increased the risk of poor health outcomes for veterans aged 70 or 
older, including mortality, stroke, acute myocardial infarction, and diabetes 
control. Longer wait times were also associated with an increase in hospital 
admissions for conditions that would otherwise have been treatable on an 
out-patient basis.

Waiting times for children
Perhaps one of the more troubling realities of waiting for health care in Canada 
is that it is not only adults who are forced to queue for necessary treatment. 
Children in Canada experience long and unacceptable queues for health care 
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services, with sometimes serious consequences. Delayed treatment of chil-
dren often leads to irreversible heath issues and deformities. Children with 
neurological diseases causing muscle imbalance may develop permanent 
skeletal malformations as they wait for relatively minor muscle or tendon 
transfer procedures. Waiting for care can therefore have important lifelong 
consequences for young Canadians.

A Canadian survey by Miller and colleagues (2004) of parents of 
children waiting for elective “non-critical surgery” revealed that 50 percent 
regarded the wait as deleterious to their child’s health and 83 percent regarded 
a wait of more than 3 months as unacceptable. 

Blair (2008) stated that “Children have been implicitly ignored in the 
recent national 10-year action plan to establish benchmarks for wait times 
for health care.” He also reported comparing children’s surgery wait times 
with those suggested by professional organizations and found that only 35 
percent of children in British Columbia undergoing elective surgery did so 
within recommended wait times.

How bad is the waiting problem for children? In a paper that received 
considerable media attention, Wright and colleagues (2011) examined the wait 
for children’s surgeries in Canada. They found that more than one-quarter 
of children wait longer than maximum acceptable waiting periods for treat-
ment. The highest percentages of surgeries completed past target were in 
dentistry, ophthalmology, plastic surgery, cancer surgery, neurosurgery, and 
cardiac surgery. 

The fact that more than 25 percent of child cancer patients in this study 
were treated beyond the maximum acceptable waiting period is a national dis-
grace. Long waits for dental surgery, including severe dental decay and dental 
pain (leading to life-long dental and jaw problems); ophthalmology, including 
treatment for strabismus (risking permanent visual impairment); and plastic 
surgery, including cleft palate (risking life-long speech impediments) are also of 
great concern. It is alarming that neurosurgery and cardiac surgery (23 percent 
of child patients) were among the specialties with the worst waits. The serious 
consequences of delayed treatment for these children are surely clear to all.

Studies have identified worrying negative consequences that can be 
imposed on children forced to wait for health care. For example, Zamakhshary 
and colleagues (2008) examined the risks to infants and young children of 
waiting for surgical hernia repair. They found that longer wait times were 
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associated with increased risk of incarceration, which may lead to bowel 
obstruction and necrosis (death) of the bowel. Wait times longer than 14 
days doubled the risk of incarceration in their study.

Chen and colleagues (2008), in a comparison of children under age 2 
with inguinal hernia in Canada and the US, also found that longer wait times 
were associated with a higher rate of incarceration. They found that infants in 
the Canadian setting were older at presentation and more likely to present to 
the emergency department. They reported the incidence of incarceration was 
highest in Canada, and infants there were also more likely to have episodes 
of recurrent incarceration. Emergency department usage was also higher in 
the Canadian setting.

Anh and colleagues (2011) examined the impact on adolescents of 
waiting for treatment for scoliosis (abnormal curve of the spine). They found 
that longer waits were associated with additional surgeries, progression of 
deformity, longer surgeries, and longer hospital stays. 

Adolescents with longer waits were at greater risk of adverse events 
including more than 10 degrees of progression of curvature, less than 50 
percent correction of curvature, blood transfusion, prolonged surgery, and 
perioperative neurologic injury. Patients who waited longer experienced less 
surgical correction than patients who endured shorter delays. Fayerman 
(2012) reported a case of permanent paralysis in a British Columbia child 
who had a severe delay in receiving necessary spinal surgery.

The personal costs of waiting
Delayed care imposes medical harm and considerable personal costs. 

Even a short wait for care entails some measure of pain and suffer-
ing, mental anguish, and lost productivity at work and leisure. In some cases, 
patient’s lives may be put on hold and activities curtailed. Patients may be 
struggling with immense pain requiring high doses of painkillers and narcot-
ics. This may lead to chronic addiction. There will often be lost productivity 
and enjoyment of life, and lost time while waiting for a diagnosis or treatment.2

2 Globerman’s chapter in this volume discusses in detail evidence bearing upon the linkages 
between waiting for care and labour market outcomes. The chapter by Henderson includes some 
discussion of the personal costs of waiting.
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Sometimes physicians take a wait-and-see approach to a medical con-
dition. Investigations may be deferred for appropriate reasons and immediate 
medical tests or imaging may not always be the preferred option. Such delays 
are justifiable when based on medical indications, but not, as is often the case 
in Canada, when forced on the doctor and patient as a result of inappropriate 
rationing of access.

The sometimes severe impacts on life that can accompany waiting 
for medical treatment have been researched in the medical literature. These 
studies, a few of which I discuss here, generally confirm that waiting for care 
may have an impact on the individual.

Coronary artery bypass
Sampalis and colleagues (2001) studied the lives of patients waiting for coro-
nary artery bypass grafting. They found that longer waits for surgery were 
associated with significantly reduced physical functioning, vitality, social 
functioning, and general health prior to surgery. They also found reduced 
physical functioning, vitality, mental health, and general health six months 
after surgery. Patients who waited longer were also more likely to experience 
postoperative problems, and were less likely to return to work after surgery.

Jonsdottir and Baldursdottir (1998) examined the patient experi-
ence while waiting for coronary artery bypass graft surgery. They found that 
patients waiting for surgery endured reductions in their physical and psycho-
logical functioning in addition to the expected pain, while spouses of those 
waiting also endured emotional hardship.

Hip and knee joint replacement
Derrett and colleagues (1999) examined the consequences on quality of life for 
those waiting for hip or knee joint replacement. While they found no physical 
deterioration associated with longer wait times, they did find that those wait-
ing endured significant hardship. All of those waiting for joint replacement 
experienced pain related to their untreated condition, and for half of them 
the pain was so severe that it resulted in substantial or serious limitation of 
activities. Waiting for hip and knee joint replacement was associated with dif-
ficulties walking any great distance, gardening or doing housework, as well as 
participating in recreational activities such as dancing, running, and climbing. 
Some patients were suffering so badly that they were housebound. (They also 
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studied those waiting for prostatectomy, where patients waiting suffered from 
restricted drinking of fluids, struggled with long car drives, had difficulties 
getting enough sleep at night, and avoided places that might not have toilets.) 
Results from a standardized health survey found that those waiting for joints 
had generally poorer physical functioning. They also suffered from bodily 
pain, and impaired general health perception, vitality, social functioning, and 
emotional and mental well-being compared to the general population. The 
latter was also true for those waiting for a prostatectomy. Overall, those wait-
ing had a generally poorer health related quality of life.

Similarly, Mahon and colleagues (2002) in an examination of the con-
sequences of waiting for total hip arthroplasty found that patients waiting 
longer than 6 months experienced clinically important reductions in mobility 
and health related quality of life.

Ostendorf and colleagues (2004) studied the consequences of waiting 
for total hip arthroplasty. They determined that every month of waiting was 
associated with an avoidable loss of 3.5 quality-adjusted life years per 100 
patients based on curable reductions in health-related quality of life while 
waiting for care. Further, patients who waited longer experienced a small but 
significant deterioration in their health status while those with higher preop-
erative function had less pain and better function one year after surgery than 
those with lower preoperative function.

Cataract surgery
Freeman and colleagues (2009) examined the mental health consequences of 
waiting for cataract surgery. They found that, in spite of the temporary nature 
of the visual impairment prior to their corrective surgery, those with very poor 
visual acuity were at higher risk of depression while waiting than those with 
better visual acuity. They suggest that shortening of wait times may reduce 
the risk or shorten the duration of depression.

Assessment of personal costs
Young elite athletes may experience a life-changing personal loss as a con-
sequence of waiting for care. Examples include individuals who may have 
received offers of athletic scholarships to prestigious universities. The inability 
to obtain early treatment that would allow the individual to accept the offer and 
play on a college team with subsidized tuition will especially affect children 
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from lower socioeconomic backgrounds. Their whole future, and their ability 
to gain access to an otherwise unaffordable educational experience, will be 
harmed by the failure of a health system to treat them expeditiously.

Other patients may suffer lesser, but still significant losses, such as the 
need to cancel or put off vacations. This may be because they feel they can 
no longer enjoy them or may be taking too great a risk travelling because of 
the untreated medical condition. It may also be because waiting for health 
care can sometimes be an uncertain process where surgical slots are sud-
denly available earlier, or are suddenly cancelled because of other more urgent 
patients needing care, or are sometimes booked at very short notice.

Some may experience immense embarrassment as a result of their 
condition while waiting. Frequent urination and the inability to wait for a 
bathroom can have a significant impact on life. As noted in the study above, it 
may mean long drives are abandoned or activities are avoided in cases where 
bathrooms may be scarce. For some, this could mean losing valuable time 
with children or grandchildren, spouses, or dear friends. Even worse, a person 
waiting for repair of an anal sphincter may suffer from fecal incontinence, 
which may have an even greater impact on quality of life.

Falls, one adverse consequence of waiting for cataract surgery, are not 
only dangerous to health, but can also be embarrassing to the individual. As 
a result of long waits for cataract surgery, there are no doubt some Canadians 
who view stairs with trepidation or are fearful of being in public or at others’ 
homes. Some may even have limited mobility within their own multi-floor 
homes or buildings because of their untreated medical condition. There is also 
an indignity that comes with loss of function or limited function while waiting. 
It may be that an adult is no longer able to bathe without assistance. The feeling 
of helplessness and loss of independence from not being able to do housework, 
garden, or undertake the simple necessities of life surely must also be counted.

Some may be in so much pain, or have such restricted vision, or be 
otherwise so affected by their untreated medical condition that they can no 
longer drive a car. Some may be fortunate enough to have family, friends, or 
spouses upon whom they can rely for transport. Others may have few alterna-
tives, and even public transit may prove arduous because of stairs, steps on 
buses, or limited vision.

As patients waiting for care adapt to their new reality, they may make 
more measured decisions about valued activities that they are forced to give 
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up. The result is a loss of pleasure and full engagement in life. It may also 
lead, if they are home bound and living alone, to a terrible loneliness forced 
upon them by a health care system unwilling or unable to solve their medical 
problem in a timely fashion. In addition to loneliness are other mental health 
consequences that may accompany waiting for health care. A patient waiting 
may have a bad or short temper stemming from possible frustration, helpless-
ness, or depression. That will have an impact on personal relationships and 
the ability to engage with others.

All of this says nothing of the hardships endured by close friends and 
family of the person waiting for care. Their mental anguish, lost productivity 
at work and leisure, and reductions in quality of life are often missed in dis-
cussions of health care. The burden imposed on them by delayed treatment 
is often significant and must not be ignored. 

There is the question of the impact that delayed treatment has on the 
elderly or those with terminal illnesses. For them, long waits consume a much 
greater proportion of their remaining life. To experience pain, indignity, and 
embarrassment under such circumstances represents cruelty on a scale that 
is unacceptable for both patients and their loved ones. 

The economic costs of waiting
That the medical and personal consequences of waiting for health care can 
have a significant economic impact should come as no surprise. The economic 
costs may be explicit in the form of lost wages and income, as well as implicit 
in the form of pain and suffering. The costs can be borne by the patient, and 
by other members of society such as family and co-workers. 

Economists and labour market experts have primarily studied the 
explicit costs of waiting for health care. Because Globerman provides a 
more detailed review in this volume, this chapter includes only a brief 
overview of several important studies. The main point is that while differ-
ences in methodology and data prevent a precise estimate of the monetary 
costs of waiting for health care, the available evidence points to the costs 
being substantial.

Because paying for private care is the alternative to waiting for pub-
licly-provided care in the UK, Cullis and Jones (1986) infer that the cost of 
waiting for treatment is, at a maximum, the cost of private care. Taking the 
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actual costs of private care for a variety of important and common treatments, 
they estimated that the cost of waiting in the UK in 1981 was about $5,600 per 
patient. Propper (1990) estimated the cost of waiting through an experiment 
in which subjects were asked to choose between immediate treatment (at a 
varying range of out-of-pocket costs) and delayed treatment (at varying time 
intervals) at no out-of-pocket cost. From this, she determined that the cost 
per patient was approximately $1,100 in the UK in 1987.

Closer to home, Globerman (1991) treated waiting time as a period 
during which productive activity (either for pay or in the household) is poten-
tially precluded, making the cost of waiting the wage or salary foregone. Using 
the Canadian average wage for those who report “significant difficulties in 
carrying out their daily activities” (some 41 percent of those waiting), he esti-
mated the cost per patient to be about $2,900 in Canada in 1989. Esmail (2012) 
uses the same methodology as Globerman, but with an 11 percent overall loss 
of productivity in place of Globerman’s procedure-specific measures, and 
found that the cost of waiting was approximately $1,144 per patient, if only 
hours during the normal working week were considered “lost,” and $3,490 
per patient if all hours of the week (minus 8 hours per night of sleeping) were 
considered “lost.”

In an attempt to value more completely the economic cost of waiting 
lists, the Centre for Spatial Economics (2008) at the request of the Canadian 
Medical Association analyzed the economic costs of wait times in excess of 
a “maximum medically reasonable wait time for treatment” (2008: 2). Their 
focus was limited to four procedures/services under Canada’s governmen-
tally-defined priority areas: total joint replacement surgery, cataract surgery, 
coronary artery bypass graft surgery, and MRI scans. Further, they examined 
three types of costs: 1) Patient costs, including direct losses from individu-
als unable to work while waiting, as well as a reduction in economic activity 
caused by reduced incomes and lower spending; 2) Caregiver costs including 
income losses for those who had to give up work in order to care for family 
members or relatives waiting for health care; and 3) Health care system costs 
including avoidable costs such as additional appointments, tests, procedures, 
and medications associated with extended waiting.

It is worth looking a little deeper at these cost estimates to understand 
the differential impacts of wait times. The study estimates that 32 percent of 
joint replacement patients, 7 percent of cataract surgery patients, 95 percent 
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of bypass surgery patients, and 22 percent of MRI patients needed to discon-
tinue their regular activities. Further, 20 percent of those waiting for joint 
replacement, 5 percent of those waiting for cataract surgery, and 25 percent of 
those waiting for bypass surgery were estimated to require a caregiver. Finally, 
the study estimates the health system costs of additional waiting to be $227 
for joint replacement patients, $36 for cataract surgery patients, and $328 for 
bypass surgery patients.

Among the conditions studied, it would appear that waiting for bypass 
surgery has the greatest impact on the individual, on caregivers, and on the 
health care system. However, once all of the calculations were complete, and 
once the differences in wait times (bypass surgery waits are much shorter than 
joint replacement waits) and demographics of those waiting and caregivers 
were included, the highest economic cost per patient was generated in joint 
replacement surgery at $26,400 per patient. Next were MRI scans at $20,000 
per patient,3 and bypass surgery at $19,400 per patient, with cataract surgery 
yielding the lowest economic costs at $2,900 per patient nationally.

The final estimate of the economic cost of waiting was a substantial 
$14.8 billion in Canada. This in spite of a very limited focus on “excess” waits 
for only four areas. This did not include $4.4 billion in foregone govern-
ment revenues resulting from reduced economic activity. That number is, of 
course, clearly an underestimate of the actual economic cost of waiting for 
health care. It doesn’t include any valuation for lost quality of life outside of 
economic activity; the value of lost leisure time is not included. It doesn’t 
include the cost of “presenteeism”—lost productivity at work as people are 
unable to focus on their job because of an untreated medical condition 
(their own or that of a family member or close friend). Such presenteeism 
or limited productivity, or even an increase in sick days as a result of an 
untreated medical condition, could lead to worry about job loss—or pos-
sibly even job loss itself.

The estimate above also doesn’t include time taken off work to wait in 
doctors’ offices or endure substantial delays in the emergency room. While 

3 Recent work in this area suggests that perhaps a significant proportion of MRI scans in 
Canada are inappropriate or unnecessary. To the extent this lengthens wait times unnecessarily 
or increases the proportion of people who might benefit from a scan not getting one (discussed 
below), it compounds the negative consequences of waiting.
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that may seem trivial, it is nevertheless a reality that a visit to a doctor’s office 
or emergency room in Canada can come with long wait times. Such delays 
may unnecessarily take employees away from work for long periods.

Finally, and perhaps most obviously, this estimate covers only a small 
segment of health care. The vast majority of health care (not to mention any 
consequences of non-“excess” waiting) falls outside this measurement. Further, 
even in these areas (total joint replacement surgery, cataract surgery, coronary 
artery bypass graft surgery, and MRI scans), the wait to see specialists in the 
first place, or other associated wait times ahead of those being studied, were not 
counted. While it is not straightforward to extend the $14.8 billion estimate to the 
remainder of health care, we can surely say with some confidence that the true 
burden of waiting to the Canadian economy is a large multiple of that number.

Medical errors
In addition to the medical, personal, and economic consequences of waiting, 
there is a troubling suggestion that there might also be a quality of care or 
safety issue associated with waiting. Two recent studies of emergency room 
care have suggested that longer wait times and the related phenomenon of 
hospital overcrowding may have safety implications or impose a negative 
impact on patient care. Guttman and colleagues (2011) examined the conse-
quences of waiting in emergency rooms in Ontario between April 2003 and 
March 2008.4 They found that patients well enough to leave the department 
who presented during periods of longer wait times5 had a greater risk of 
death within seven days of their visit (with risk of death increasing with each 
additional hour of average waiting time) and admission to hospital within 
seven days. Their results also suggested that the relative increase in risk was 
greater for less seriously ill or injured patients. They concluded that a one 
hour reduction in average length of stay in the emergency department could 
have potentially reduced the number of deaths in higher-risk patients by 558 
(6.5%) and in lower-risk patients by 261 (12.7%). The risks associated with busy, 
overcrowded hospital emergency departments are very real for sicker patients. 

4 Their study included 13,934,542 patients who were seen and discharged.
5 Patients who left without being seen were not found to be at higher risk of death or hospital 
admission within a week of their visit in the study.
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When systems are stressed by constrained resources, or when people 
are rushed, the rate of error may increase. Further, important processes of care 
may be impeded during busy times and decision making altered as a result. This 
may result in caregivers limiting tests, shortening consultations, or shortening 
observation periods to free space for others.

The important concerns about the impact of wait times and over-
crowding on emergency care can probably be extended to all of Canada’s 
health care system. Physicians in primary care practices are in short supply, 
and specialist consultations and diagnostic tests often come after long waiting 
periods. Non-urgent surgeries can have remarkably long waits associated with 
them. It is entirely possible in this system, where every stage of care is associ-
ated with delay, that caregiver decision making may be altered in a manner 
that puts patients at greater risk of a poor outcome. Can we really be sure that 
providers, as a result of limited resources and long wait lists, are not pressured 
into taking risky diagnostic or therapeutic shortcuts in order to treat patients 
expeditiously? It is likely that the triage of patients into emergent, urgent, and 
elective groupings is affected by rationed resources.

The policy context
Waiting for health care is not a benign process or inconvenience for those who 
need treatment. Health conditions are often degenerative, or can have sud-
den serious consequences if left untreated. These realities mean that patients 
are forced to experience deteriorating health as they wait for treatment. The 
limitations of medicine mean that patients may not receive the benefits of 
good outcomes because they suffer irreversible deterioration while waiting 
for consultation or treatment.

This is a reality that was not lost on the Supreme Court of Canada. In 
the landmark Chaoulli decision on the permissibility of private parallel health 
insurance in Quebec, after hearing the evidence from all sides, Chief Justice 
McLachlin and Justices Major and Bastarache stated:

Access to a waiting list is not access to health care. As we noted above, 
there is unchallenged evidence that in some serious cases, patients die 
as a result of waiting lists for public health care. Where lack of timely 
health care can result in death, s. 7 protection of life itself is engaged. The 
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evidence here demonstrates that the prohibition on health insurance 
results in physical and psychological suffering that meets this threshold 
requirement of seriousness. (Supreme Court of Canada, 2005: para. 123)

As mentioned earlier, governments are at least paying some small amount of 
attention to these realities. In 2005, Canada’s provincial and territorial gov-
ernments announced a set of “Pan-Canadian Benchmark Wait Times” for care 
in previously agreed to priority areas. These benchmark wait times, which it 
was made clear are not standards or lines beyond which the health care system 
has failed, were evidence-based maximum wait times intended to provide 
goals for provinces to improve access to care. The benchmark wait times are:

• Curative Radiotherapy: within 4 weeks of being ready to treat
• Coronary bypass surgery: within 2 weeks for level 1 (non-emergent), 

within 6 weeks for level 2, and within 26 weeks for level 3 patients
• Cataract: within 16 weeks for patients who are high risk
• Hip fracture: fixation within 48 hours
• Hip or Knee Replacement: within 26 weeks.

It is worth noting that many of the studies reviewed earlier in this chapter 
tell us that some patients can wait for short periods without much greater 
medical risk, at least for most non-emergent conditions. However, the Pan-
Canadian Benchmarks seem to take this concept to a whole new level of delay. 
According to Canada’s provincial and federal governments, it is acceptable 
in a health system that claims excellence a feature, for an elderly Canadian to 
wait in pain, and possibly housebound, for 6 months for joint replacement. 
This is clearly not an appropriate benchmark. Nor is it appropriate to wait 6 
months for necessary cardiac bypass surgery, or four months for sight restor-
ing cataract surgery.

Canada’s provincial and federal governments took the recognition of 
wait time limits one step further in 2006 when they announced (following a 
federal commitment of $612 million in funding) wait time guarantees for some 
of these priority areas in each province. Some provinces simply set the prom-
ised guaranteed wait time (to be in place by March 31, 2010) equal to the Pan-
Canadian Benchmark wait time. Others decided their guaranteed wait time 
would be substantially longer than the previously-agreed-to evidence-based 
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benchmark. For example, British Columbia, Alberta, New Brunswick, Nova 
Scotia, and PEI all decided to implement a guaranteed wait time for radiation 
therapy that was double the “evidence based maximum.”

Of course, announcements are important to governments. Much more 
important to individuals is the result of government promises, and whether 
the promises are kept at all. It seems that, in this instance, the guarantees have, 
in at least some cases, simply not come to fruition, while in others cases, the 
scope is very limited and the guarantee is concealed from the public’s view 
(Wait Time Alliance, 2010).

On the subject of weak or empty promises, it is important to recognize 
the very limited scope of the governmental focus on wait times. The benchmark 
wait times, along with most provincial wait time initiatives, focus on the wait 
from seeing a specialist to treatment. Governments do not account for the 
initial barrier in seeing a family physician. Canadian patients cannot consult 
a specialist without a referral from a family physician, and 1 in 7 do not have 
a family doctor because of government policies that cut back medical school 
intake in the 1990s. These barriers add to the delay and to the substantial wait 
times that exist to see a specialist after referral, and other delays caused by wait-
ing for rationed access to diagnostic testing. Some hospitals now add another 
delay through a process that occurs after a specialist has made a decision to 
treat and has booked a procedure. Administrators designate the patient in a 
category called “triage,” which involves various processes of chart and his-
tory review and analysis of priority. Various examinations of wait times have 
found that these added delays can double or even triple the actual wait time 
for patients from first presentation (see, for example, Barua and Esmail, 2012 
and Munt et al., 2006). The failure to document such delays means that the 
benchmark times are manipulated to ensure that reported wait times (falsely) 
fall within the governments’ targeted ranges. As officially reported waits fall 
and are replaced with hidden or unmeasured waits, governments may satisfy 
their own political requirements, but patients suffer and remain at risk.

A second important point is that governments have committed to 
benchmark wait times that are longer than Canada’s physicians consider 
medically reasonable. The Wait Time Alliance, an alliance of several national 
physician societies published wait time benchmarks for radiation therapy (10 
working days to consultation and treatment within 10 working days of con-
sultation) and bypass surgery (within 6 weeks) that are substantially shorter 
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than the governmental targets (Wait Time Alliance, 2005). Further, a national 
survey of physicians finds that doctors are far less tolerant of long waits than 
are governments with regards to their definition of clinically reasonable waits 
(Barua and Esmail, 2012). It seems there is some possibility that the Pan-
Canadian Benchmark Wait Times were defined according to a standard that 
was not entirely focused on the well-being of ill Canadians. Patient input into 
their perception of appropriate benchmarks should form an essential part of 
a patient-focused system.

Even these stricter measures of “reasonable” waiting must be viewed 
with suspicion. It is possible that persistently long wait times for health care in 
Canada have numbed some caregivers to the impact of the harm that comes 
with waiting. As a result, they may not be adequately fulfilling their mandated 
role as patient advocates. There is some evidence this may indeed be taking 
place. For example, Mackillop and colleagues (1995), in a study of wait times for 
radiation therapy in Canada and the US, found that Canadian heads of radia-
tion oncology were willing to accept a longer delay than Americans in cancer 
treatment. In addition, the Fraser Institute’s annual waiting list survey shows 
a troubling increase in the physician-defined reasonable wait time for surgery 
over the years, increasing by 48 percent from 4.2 weeks in 1997 to 6.2 weeks 
in 2012 (with a high of 6.7 weeks reached in 2011) (Barua and Esmail, 2012).

It must also be noted that surveys have reported that some patients 
accept waiting times for certain procedures (see, for example, Hurst and 
Siciliani, 2003). This raises the possibility that governments may try to con-
vince individuals that even longer waits are acceptable. Perhaps this explains 
the recommendations for inappropriately long Pan-Canadian Benchmark 
wait times. Some may even question the ethical and human rights issues relat-
ing to Canadian governments eliminating patient choice, and forcing their 
definitions of appropriate wait times on the patients they purport to serve.

Finally, as noted above, the personal and economic costs of waiting are 
rarely considered by governments in the discussion of how long Canadians 
can and should wait for treatment. Perhaps the dollar figures are too small 
to matter in governmental decision making. Or perhaps the small number 
of people affected is not sufficiently important politically to warrant action. 
Neither possibility negates the importance of the personal costs of waiting. 
What might seem trivial to a government bureaucracy can be of immense 
importance to an individual.
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Government appointed and regulated Worker’s Compensation Boards 
are responsible to the employers that fund their activities. They must pay 
wage loss benefits and fund long-term disability and pensions for those who 
do not return to work after treatment. It is well established that the likeli-
hood of returning to work diminishes with waiting time. They employ private 
surgeries when it is economically efficient to do so, because their costs would 
otherwise be increased. Sadly, when government is directly footing the bill 
(as in the case of non-work-related injuries), it appears to be oblivious to the 
costs involved in delayed treatment. 

Since health care is primarily funded through taxation, wait times 
have an impact on Canada’s public finances (Esmail, 2008). There are sev-
eral reasons for this. Sicker patients (including those who deteriorate while 
waiting) are more difficult to care for and may require additional surgeries, 
lengthier surgeries, and greater post-surgical care. Also, patients in the queue 
often require additional visits with physicians and may require treatments to 
help maintain function and quality of life while waiting. They may also require 
repeated additional testing. All of these may not be necessary if timely care 
were available. Also, in a system with too few resources, emergent and urgent 
patients often take the surgical place of elective or routine patients, thereby 
causing changes to surgical schedules and possibly personnel requirements. 
Beds may be filled with patients waiting for care themselves (in addition 
to those waiting to move to long-term care), and resources must be com-
mitted to manage the queue of patients, leading to greater inefficiency and 
increased costs (not to mention the added costs imposed on those whose 
surgeries are cancelled). 

Conclusion
Wait times for medically necessary health care impose real and important 
costs on waiting patients, as well as their relatives and friends. Wait times 
impose important medical risks, including deterioration while waiting, 
adverse events, lifelong impacts on health, and sometimes death. Wait times 
often lead to important personal costs including reduced quality of life and 
depression. Finally, wait times for health care have large economic costs, not 
just for individuals unable to work but also on the economy as a whole.
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The impact of waiting varies by condition. For conditions including 
heart disease, diseases of the circulatory system, and cancer, long wait times 
can often lead to serious sudden adverse events, disability, or death. For ortho-
paedic surgeries, long wait times may have a significant impact on quality of 
life and mental and emotional well-being. For some conditions, long waits 
may carry less serious risks, although there may still be some harm in terms 
of personal costs.

In some instances, a period of waiting can take place without a major 
increase in medical risk. Nevertheless, wait times in Canada, including gov-
ernmental standards for waiting, appear to stretch far beyond what might be 
considered medically safe. Governments also ignore the personal costs that 
can accompany waiting for medical treatment.

In addition to important medical, personal, and economic conse-
quences is the risk that wait times may also affect patient safety and care. By 
making some services less available or by changing the behaviours of practi-
tioners, it is possible for long wait times to result in poorer patient outcomes 
than would occur in the absence of such long waits. Canada’s caregivers may 
have become too conditioned to long waits over the years, and may feel help-
less and disempowered regarding the significant negative impact of waiting 
on their patients.

Waiting for health care is not a benign process or mere inconvenience 
for patients and can be extremely harmful to patients. Rising health costs are 
a major source of concern for all governments in Canada, and considerable 
component of those rapidly escalating costs is directly attributable to delayed 
care and rationing. The paradox that significantly rationing care in order to 
limit government health spending is actually achieving the reverse, is a reality 
that governments must address.
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Chapter 4

The Inefficiency of Health Care 
Rationing—and a Solution
David R. Henderson

The problem of rationing
One of the main problems with a single-payer health care system, such 
as Canada’s Medicare, is that it causes health care to be rationed. Under 
Medicare, the provincial governments negotiate physician compensation 
with provincial medical associations. The provincial governments typically 
fund hospitals by setting global budgets for government-run regional health 
authorities. For any medical care from doctors or hospitals that is covered 
by Medicare, the government-set price to beneficiaries is zero. The result is 
a shortage: at any given time, some patients want more medical care than is 
available. Therefore, medical care is rationed; people wait for medical services. 
Government funded systems typically use what doctors call triage to ration 
access to services: the more serious the illness, all else equal, the shorter the 
wait. Nevertheless, there is a wait, and it is often substantial. There is often a 
wait even for an appointment with a general practitioner. The wait between 
an appointment with a general practitioner and a referred appointment with 
a specialist is often weeks or months. The wait between an appointment with 
a specialist and recommended treatment, which is often a more serious wait, 
is also often weeks or months.1

1 See Barua and Esmail, 2012, for the latest data. Of course, all three waits (and the wait for 
emergency room care) can be serious depending on the condition for which care is being sought. 
A delay for a general practitioner appointment for someone with cancer, for example, can be 
serious because the patient might not learn in time that he or she has cancer.
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To see the shortage of medical services graphically, consider figure 4.1. 
The line DD is the demand for health care by Canadian residents who are 
covered by Medicare and the line SS is the supply of services provided by 
the health care sector, primarily by physicians. The equilibrium price in an 
unsubsidized competitive market where users paid the market price for ser-
vices would be Pc. Now introduce a single-payer system under which the gov-
ernment pays doctors PP, which is lower than Pc. Because it is a single-payer 
system under which the government is the payer, the consumer (patient) pays 
P0, a price of zero. The result is that the amount supplied is QP and the amount 
demanded is Q0. The single-payer system thus causes a shortage equal to 
Q0 – QP. Because the price is kept artificially low—at zero—to obtain medi-
cal care, many patients must wait, often for weeks or months, particularly for 
non-emergent problems. In effect, waiting lists are the instrument that rations 
access to medical services.

Just as rationing by waiting is inefficient when the good being sold 
is gasoline, so also is rationing by waiting inefficient when the service being 
provided is medical care. The inefficiency takes several forms. First, some 
people will use the health care system simply because there is no use-related 
fee, and the value of their time is low. For example, someone who wakes up 
with a headache that could be treated through self-medication—aspirin, say, 
or Advil—might visit a doctor, and thereby displace someone else with a more 
serious condition but with a relatively tight time schedule. This is, or could 
be, a relatively innocuous example. A more serious one would be that of a 
patient who badly needs an MRI but who, because of the queue, does not get 
one in time and, as a result, dies.

The second form of inefficiency is the loss of productive time. Those 
who wait for medical care that could have alleviated their health problem(s) 
will, in many cases, lose valuable time that could have been used productively. 
For example, someone who needs to wait for cardiovascular surgery is less 
likely to be able to perform on the job than healthier counterparts, or, if able, 
is less likely to be able to work normal hours. Even if the only harm suffered 
is pain and worry, there is a reduction in the individual’s quality of life, if not 
a loss of productive time in the workplace.

Because age is often a criterion for rationing access to medical care, 
the loss of productive time can accumulate over years for some older patients. 
Consider the case of Bill Murray, a 57-year-old Alberta resident with an 
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arthritic hip. His specialist recommended a “Birmingham” hip resurfacing 
surgery. But the government medical care bureaucracy vetoed the procedure 
on the grounds that Mr. Murray was “too old” to benefit from the procedure,2 
a finding that presumably came as a surprise to Mr. Murray (Esmail, 2009). 
Unless the bureaucracy reverses itself in such situations, no amount of waiting 
will result in actually getting health care. 

The cost of waiting: An estimate
Two major costs of rationing are the loss of productivity and the pain and 
discomfort that people bear while waiting for medical care. These costs will 
vary widely depending mainly on two factors: 1) the extent to which waiting 
for care reduces one’s productivity and 2) the per-hour value of the foregone 
productivity.

2 Mr. Murray was offered a lower quality (and apparently less expensive) alternative. Ultimately, 
he could have received care, just not the care he wanted for his active lifestyle.
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Figure 4.1: The shortage as a result of single-payer medical care
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In a study done for the Fraser Institute, health economist Nadeem 
Esmail estimates this element of the cost of waiting for care after seeing a 
specialist (Esmail, 2013). He notes that in 2012, the median wait for treat-
ment for the 870,000 Canadian residents who saw a specialist was 9.3 weeks. 
Esmail then does an adjustment according to medical specialty and province, 
and finds that Canadians waited a total of 10.6 million weeks for treatment in 
2012. He cites an estimate by Statistics Canada that 11.0 percent of people who 
waited for non-emergency surgery in 2005 reported that the wait “affected 
their life” (Statistics Canada, 2006: 10). Assuming that same percentage was 
accurate for 2012, he concludes that the lost time to Canadians from waiting 
for health care was 1.2 million weeks.

Esmail then applies the average weekly wage, by province, to this 
estimate of lost time to estimate the monetary value of lost productivity in 
the workplace. The average weekly wage in 2012 varied from a low of $733 
in Prince Edward Island to a high of $1,022 in Alberta, and the average for 
Canada was $867. Using these data, Esmail concludes that the total value of 
lost productivity was $982 million. 

At first blush, one might be tempted to argue that this is an overesti-
mate. There are two reasons. First, it is possible that the 11 percent of people 
whose waits “affected their life” were still able to be somewhat productive, and 
so did not lose all their productivity as Esmail’s estimate implicitly assumes. 
Second, because not all medical care is totally effective at eliminating dif-
ficulties caused by various illnesses, some of the 11 percent would have had 
difficulties anyway. Hence, at least part of the lost productivity, though real, 
should not properly be attributed to waiting for medical care. 

However, three factors working in the opposite direction might cause 
Esmail’s estimate to understate the loss of productive time due to waiting. The 
most important factor is that pain or disability that hampers productivity will 
also likely hinder the enjoyment of leisure, and leisure is valuable. Indeed, a 
reasonable minimum estimate of the value of an hour of leisure to someone 
is that person’s after-tax hourly wage. This is because people show by their 
behaviour that they are choosing an extra hour of leisure over an extra hour of 
work, and so they must value that hour of leisure at more than their after-tax 
wage rate. Of course, this assertion assumes that people are free to choose the 
number of hours they work, something that is not literally true in many cases. 
However, the standard 40-hour week came about for most workers before it 
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was legislated, and so it likely reflects the wishes of the majority of workers. In 
an aggregate sense, therefore, although not for each individual, the length of 
the work week does reflect free choice. There are approximately 128 hours of 
potential leisure in a week, if leisure is defined as not working, and assuming 
a 40 hour work week. The result: much of the value of lost time due to waiting 
for medical care is due to the lost value of leisure, and the magnitude of this 
lost value could plausibly be of the same order of magnitude as Esmail’s $982 
million estimate of lost workplace income.

The second reason Esmail’s $982 million estimate could understate the 
value of lost time is that some of the 89 percent of the people surveyed whose 
wait did not “affect their life” may well still have had some difficulties. Even if 
only one quarter of the 89 percent had difficulty that was only one quarter of 
the difficulty of the self-assessed people with significant difficulties, it would 
amount to an added difficulty of one sixteenth of 89 percent, or 5.5 percent. 
This would add another 50 percent (5.5 percent is half of 11.0 percent) to the 
11.0 percent figure underlying Esmail’s estimate.3

Third and finally, it is not the case that the only loss from waiting for 
health care is lost workplace productivity or lost value of leisure. Pain is a 
loss all its own. One can certainly imagine someone being willing to pay not 
just his weekly wage and his lost value of leisure, but also something more, 
to avoid pain. 

Another shortage-induced loss: Misallocation  
of scarce medical resources
Under a single-payer system, as noted, there is a shortage of medical care. 
Medical care, therefore, tends to be provided to those who are willing to wait, 
assuming that they are not excluded because the government judges them 
to be too old. This means that medical care is misallocated among patients. 
As noted earlier, the system uses triage. But triage has its own misalloca-
tions, the main one being that the patient himself or herself gets no direct 
say in the setting of priorities. Consider the person—call him Mr. X—who 
badly wants medical care so that he can heal and travel. Assume that he is 
willing to pay $2,000 for it. Of course, under a single-payer system, he is not 

3 I believe that Esmail (2013) makes this same point in a different way in his footnote 3.
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allowed to pay. Now consider Mr. Y who has the same condition but who 
values medical care at $200. Under the rationing system, there is no assur-
ance that medical care will go to Mr. X rather than Mr. Y. Medical care is 
not allocated efficiently, since the allocation does not reflect the value of the 
care to individual patients.

But couldn’t medical care be allocated first to those who need it most? 
The problem is in defining “need.” The person who has a cold and who could 
self-medicate with over-the-counter drugs might see himself as “needing” a 
doctor’s appointment. Because this person pays a zero price, he may well 
go to see a doctor and cost the medical system say, $50, even if he values 
the doctor’s services at only $10. But in doing so, he might displace another 
potential patient who has a more serious ailment that cannot be cured with 
over-the-counter drugs. Both will compete for the doctor’s time, and, in many 
cases, therefore, a “needs-based” system of rationing would face a difficult 
task in determining, in many instances, who “deserves” priority in receiv-
ing medical care.4 In short, the problem of misallocating medical resources 
cannot be solved through the use of a triage system within the context of a 
single-payer system. 

A true single-payer story
An actual example from a single-payer system will illustrate the point. The sys-
tem I have in mind is not Canada’s but that of the US Navy. I teach economics 
to officers in the US Navy and for one of my students, a doctor at a US Navy 
base in Norfolk, the economics light bulb went on when she connected what 
I was teaching with the following incident.

A 9-year old child of a US Navy sailor had broken her leg and my 
student put the leg in a cast. She told the parents and child that they should 
make sure they didn’t get the cast wet because then it would be destroyed. A 
week later, the parents brought the child in, asking for another cast. What had 

4 Often, individual physicians substitute their own determinations of the value of medical care to 
individual patients. At least one study (from the United Kingdom) suggests that physicians use a 
foregone present value of earnings criterion to guide their allocation of resources. Some Canadian 
evidence supports this finding, revealing that older patients wait longer for some services, even 
though they value their own lives highly.
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happened? The child had gone to a birthday party where the other children 
had been swimming in a pool. She hadn’t wanted to miss out on swimming 
and so she swam also. Again, the doctor put on a cast. 

That was not the end. Her parents brought her in a few weeks later 
for another cast because, again, the child had gotten the cast wet. Nor was 
that the end. This happened a number of times so that, all told, the US Navy’s 
medical system used six casts for one break. 

Why? The reason is straightforward. The US Navy has a single-payer 
system in which it, the Navy, is the payer. The out-of-pocket cost to the par-
ents of what pretty much everyone would regard as irresponsible behavior 
was zero. The Navy’s medical system bore all the costs. So the parents’ and 
child’s only cost was their time and inconvenience. Presumably, some of the 
times that the child was getting a cast were times when other patients were 
kept waiting. Had the parents been required to pay even, say, $100 for the 
next cast, the odds are that they and their child would have been more care-
ful, and the doctors’ time would have been freed up so that they could deal 
with other patients. Thus, this true story is an example of a misallocation of 
medical care. 

Admittedly, my example is an extreme one. The typical case is likely 
less extreme than this Norfolk story. But extreme examples often illustrate and 
drive home important points. And the point here is that there is no assurance 
that under a single-payer system, medical care will go to those who value it 
most. A more mundane example is of the patient who could take Excedrin 
for a headache but, instead, goes to the doctor and gets a diagnosis—and 
Excedrin. The result will be misallocation of medical care and, therefore, inef-
ficiency. Some people who value medical care a little will get it and some 
people who value medical care highly will not.

A longer term effect of being able to get medical care at a zero price 
is that people will take less care of themselves, indulge in bad habits such as 
over-eating, over-drinking, and smoking, and get too little exercise. This is 
such a concern that economists and actuaries have a term for it: moral hazard. 
The term is somewhat misleading: one not need be immoral to engage in moral 
hazard. But the term is a useful one, because it reminds us that incentives 
matter, that if one is insured against a bad outcome, one will take less care to 
avoid the bad outcome.
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An antidote to rationing and inefficiency: Allow private payment
Canada has one of the most extreme health care systems in the world. Health 
economist John C. Goodman claims that Canada joins Cuba and North Korea 
as the only three countries in the world in which people are not legally allowed 
to pay for health care (Goodman, 2012: 48). Although Canada is extreme in 
making the acquisition of health care outside the government system difficult, 
Goodman’s characterization is itself too extreme. Because Medicare is largely 
a provincial program, the regulations vary by province, and generalizations 
are difficult. In only four of the ten provinces (Saskatchewan, New Brunswick, 
Nova Scotia, and Newfoundland) are people allowed to buy private insurance 
for the kinds of health care provided by the government system.5 These four 
provinces, moreover, contain less than 10 percent of the Canadian population. 
Also, although doctors in nine of the 10 provinces are free to opt out of the 
government system, since 2004, the largest province, Ontario, has prohibited 
doctors from opting out at all if they are providing “medically necessary” care 
(Flood and Haugan, 2008). The 2004 Ontario law grandfathered doctors who 
had already opted out but, by 2008, the number of opt-outs in Ontario, a 
province with over 25,000 doctors, was only 45 (Montreal Gazette, February 
14, 2008). In three provinces—Ontario, Manitoba, and Nova Scotia—doc-
tors who opt out must charge fees that are no greater than the allowable 
fees charged by doctors who do not opt out. In five of the seven provinces in 
which doctors are allowed to set their own fees—British Columbia, Alberta, 
Saskatchewan, Ontario, and Quebec—provinces that account for over 80 per-
cent of Canada’s population, government coverage is denied for patients who 
receive services from opted-out doctors. 

Flood and Archibald, in summarizing this complexity circa 2001, write 
that Canada’s health care regulations “seem to have as their primary objective 
preventing the public sector from subsidizing the private sector.” Although 
that is a fairly accurate summary, there are two exceptions, both noted above. 
One is the ban on opt-outs in Ontario since 2004. The other exception is 
the price controls on opt-out doctors in Manitoba and Nova Scotia. These 
restrictions on privately-paid-for health care discourage doctors and hospitals 
from offering health care services to patients outside the Medicare system and 
discourage potential patients from seeking such health care.

5 This information is taken largely from Flood and Archibald, 2001.
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I propose, therefore, a number of changes to allow more privately-
paid-for health care. The main changes are: 

1 allowing doctors and hospitals that provide health care to price 
without government price controls; 

2 allowing people to buy private insurance that offers coverage for 
“medically necessary” health care; and 

3 allowing doctors and hospitals that are paid by government also to 
provide medical care to paying customers. 

People should be allowed to use their own money to buy medical care directly, 
and they should be allowed to use their own money to buy privately-provided 
health insurance that then pays for medical care, whether that medical care 
is sold by providers completely outside Medicare or by providers who also 
practice within Medicare. 

I propose this solution because I believe that people should not be 
prevented from spending their own money on health care. Just as our bod-
ies are our own, so our other resources are our own, and we should be able 
to spend these other resources on our bodies or, for that matter, on helping 
obtain medical care for other people whom we care about. 

Of course, care should be taken to ensure that doctors and hospitals 
who engage in “dual practice” are charging paying patients the full cost of the 
health care that they provide to those patients. That way, the government 
would not be subsidizing paying patients. 

Notice what these policy changes would mean for patients to whom the 
current system rations health care. People who do not want to wait for medical 
care would be able to use their own money or their own health insurance to 
buy care from willing health care providers. Those who would choose to buy 
such care would probably not be drawn randomly from the total population. 
Instead, they would be people who value their time relatively highly, have the 
least tolerance for pain, or face the longest waits, or some combination of all 
three. Notice that all three factors—time value, intolerance for pain, and long 
waits—are the largest contributors to the loss from rationing by waiting. Thus, 
these proposed changes would solve a large part of the problem. 
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Moreover, allowing people to spend their own money on medical care 
would permit people like the aforementioned Bill Murray, whom the system 
turned down on grounds of age for the treatment he desired, to have another 
alternative: they could buy health care on their own. 

A two-tier system? 
But wouldn’t my proposed solution lead to a “two-tier” medical system?6 First, 
that train has already left the station. Canada already has a two-tier system. 
On the top tier are military personnel, the RCMP, prisoners, and Workers’ 
Compensation claimants (Jacobs, 2005). All are exempt from the Canada 
Health Act. More important, the changes I propose would create a thousand-
tier medical system, just as we have a thousand-tier auto system, food system, 
housing system, and almost every other kind of system. Even people with the 
same income and wealth often spend very different amounts on cars and food. 
The same would be true of health care. Different people, even with similar 
wealth and income, put different values on health care. Allowing them to 
spend their own money would allow them to express their desires for health 
care in a tangible way, just as they now express their desires for food, clothing, 
cars, and housing in tangible and different ways. 

Would the poor and less-wealthy people benefit? 
It seems clear that wealthier people would benefit from their ability to buy 
medical care. But what about poor and less-wealthy people? Would they ben-
efit? The answer is probably yes, for two reasons.

First, the stereotype that non-wealthy people are unwilling or unable to 
pay for health care is false. Just as some non-wealthy people are sometimes will-
ing to pay for a nice car or for expensive meals, so also they would sometimes 
be willing to pay for health care. The ability to buy medical care directly or to 
buy medical insurance gives them a new option that they did not have before. 
When you give people new choices in addition to the old ones, you don’t make 
them worse off; you make them better off, or at least as well off as before. To the 

6 See Lewis, Donaldson, Mitton, and Currie, 2001: 927 for the claim that allowing doctors to serve 
private patients while not opting out of the government system could lead to “two tier service”.
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extent that they exercise their option to buy medical care or health insurance, 
they show by that choice that they are better off. Economists’ fancy name for 
this point is “revealed preference.” Simply by the act of buying medical care or 
medical insurance, they reveal their preference for this new option.

Imagine, for example, that a non-wealthy person who is considered 
old could get a knee replacement for $5,000 and currently, under the single-
payer plan, is unable to get it at all. He might value the added mobility very 
highly. Indeed, he might even be able to make up the $5,000 by working 
longer hours at a job that pays $18 an hour or $15 an hour after-tax. With 333 
hours of extra work, which is an extra 6 hours a week for 55 weeks, he could 
cover the financial cost of the knee replacement. And it is precisely the knee 
replacement that makes those extra hours easier to work.

The second reason that poor and non-wealthy people would likely 
be better off if people were allowed to pay for private health insurance and 
medical care is that some of the wealthier people would surely take advantage 
of this opportunity. In doing so, they would relieve some of the stress on the 
single-payer system. With a given supply in the single-payer system and a 
reduction in demand, queues would shorten. So even non-wealthy people 
who did not avail themselves of the opportunity to buy private insurance or 
medical care would benefit because of other people who do.

Would inequality of health care increase?
One worry that some people might have (and this relates to the “thousand-tier” 
issue noted above) is that there would be increased inequality in health care 
use. The idea is that if people could purchase private health care, less-wealthy 
people would not buy much more care but wealthier people would. 

This certainly could happen and, in fact, is likely to happen. But it’s not 
clear why this is a problem. We must separate the issue of well-being from the 
issue of inequality. As noted above, if wealthier people buy more health care, 
the queue for single-payer health care will fall. That increases availability of 
care under the public system for people who don’t buy private health care and 
rely totally on the single-payer system. If our concern is access to health care 
for the poor and less-wealthy, we can relax because they will get better access. 

In judging my proposed solution, therefore, the issue of inequality in 
health care is a problem only if inequality matters per se. But life is not a race 
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unless you choose to make it so. What’s important is that people get good 
health care, and if getting good health care means that some get excellent 
health care versus all getting so-so health care, it’s worth it. Everyone is bet-
ter off. Notice that even the strongly egalitarian US president, Barack Obama, 
always pitched his health care reform on the basis of its providing more care 
to lower-income people, not on the basis that it would provide equal care.

What about competition for scarce medical resources?
There is one reason that people might worry that inequality in health care 
provision would lead to worse care for the less-wealthy. If the amount of 
health care is fixed, then if the wealthier people get more medical care, the 
less-wealthy people would necessarily get less. But to say that the amount of 
medical care is fixed is to say that the supply curve for medical care is per-
fectly inelastic, that is, vertical. Another way of saying that the supply curve is 
perfectly inelastic is that when demand increases, the amount supplied stays 
exactly the same. 

Is a perfectly inelastic supply curve plausible? No, it is not. Indeed, 
the supply of medical care is likely to be fairly elastic. That is, if the demand 
increased, not only would doctors and hospitals be paid more, but also this 
additional pay would attract more doctors and hospitals. Everyone under-
stands that when Canada’s population increases, the available amount of steak, 
wine, pasta, cars, and toilet paper increases. The reason is that the increase in 
demand draws more resources into producing more of the things that people 
want. The same is true for an increase in the demand for medical care.

If people were allowed to buy medical care or health insurance, the 
resulting increase in demand would not, therefore, simply take medical 
resources that otherwise would be available in a single-payer system. Instead, 
under my proposal, there would be more resources in the medical care system. 

Crunch all you want: We’ll make more
How many more resources would be drawn into the medical care system? The 
answer to that question depends on two variables: 1) the increase in demand 
due to people’s new ability to buy health care, and 2) the elasticity of supply 
of medical care.
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Consider an extreme case in which the elasticity of supply is infinite. 
In laymen’s terms, this means that even a tiny price increase for doctors, 
nurses, and hospitals would lead to a huge increase in the number of doctors, 
nurses, and hospitals. In this extreme case, all of the additional medical care 
demanded would be satisfied without any loss of resources to the single-payer 
system. One is reminded of the late 1980s ad for Doritos in which comedian 
Jay Leno says, “Crunch all you want; we’ll make more” (YouTube: http://www.

youtube.com/watch?v=OCX2H2EgHxY&NR=1).
While the extreme case of infinite elasticity of supply is unlikely, some-

thing very close to it is quite likely. The reason is that medical care is less 
like coal mining and more like Doritos. If the demand for coal increases, the 
increased price will lead to more coal production, but this coal production, 
absent a technological improvement in mining coal, will cause the price to 
be higher because the only way to get more coal, unless new deposits are 
found, is to go deeper—and that is expensive. But if the demand for Doritos 
increases, the increased demand causes more Doritos to be produced with 
nary an increase in the unit cost of production. Similarly, an increase in 
demand for medical care would lead to more hospitals being built and more 
people becoming nurses and doctors at a fairly constant unit cost over time.

One might think that a substantial increase in demand for medical 
care would not cause a substantial increase in the number of nurses and doc-
tors. After all, the number of slots in nursing schools and medical schools is 
fixed in the short run, and it takes time to build and equip hospitals and other 
medical facilities.

While this concern is clearly relevant, it should be noted that this fixity, 
at least in the longer run, is due to government policy. In Canada, govern-
ments provide the majority of the funds for all 16 medical schools (Gray and 
Ruedy, 1998; and Paris, Devaux, and Wei, 2010).7 Hence the number of slots 
in those schools is indirectly the result of a policy decision by the government. 
Of course, there is also the possibility of attracting more doctors and nurses 
through immigration, something that Canada, an attractive country to move 
to with a lot going for it, is already doing. If more doctors and nurses do not 
immigrate to Canada in response to an increase in demand for doctors and 
nurses, this, just as in the school-slot case, is due to government policy.

7 I thank Bacchus Barua for these references.
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Government policy can be changed. First, the government could fund 
an increase in the number of slots in medical and nursing schools while insist-
ing that all those admitted, or, at least all those admitted to the additional slots, 
pay all or a large part of their own way. Second, the government could further 
relax its immigration restrictions on doctors and nurses. Finally, even though 
foreign doctors can immigrate to Canada, they often find that they need to 
start almost from square one to be allowed to practice medicine in Canada. 
So, third, this could be altered so that someone with a license to practice in 
another country could be automatically allowed to practice in Canada as 
long as his or her specific degree were prominently displayed in the doctor’s 
waiting room and in all the doctor’s advertising. These three measures would 
likely make the supply of doctors and nurses quite elastic. 

Indeed, one can imagine a grand bargain here where doctors and 
nurses would go along with relaxing the restrictions on supply, which would 
increase competition from the entry of new doctors and nurses, in return for 
the increased demand for their services that would occur if the government 
allowed people to buy medical care and private health insurance. Both poli-
cies—allowing people to buy medical care and allowing increased supply—are 
desirable on their own. Implementing them together would even be more 
desirable and, possibly, more politically feasible.

Would there be “cream-skimming?”
Another concern that some might have with allowing people to pay for medi-
cal care is that the “good” doctors would be encouraged to spend more time 
taking care of private payers while the “bad” or less-good doctors would stay in 
the Medicare system. The fear is that those patients who stick with Medicare 
would get less-good treatment. 

This could happen. It’s very hard, though, to measure quality in health 
care. There are two possibilities. The first is that there’s nothing to this argument 
and cream-skimming would not occur. The second is that there’s something to 
this argument and cream-skimming would occur. In the first case, the discus-
sion is over. In the second case, the argument has just begun. Two effects would 
offset the decline in quality under Medicare, making it plausible that people in 
the Medicare system would get better treatment than they would have gotten 
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had private payment been restricted, even if the cream-skimming concern is 
valid. First, as noted earlier, with the queue for health care being shorter, people 
in the Medicare system would get care more quickly. Second, to the extent that 
doctors and hospitals have an incentive to give high quality in return for pri-
vate payments (which is the cream-skimming argument), doctors and hospitals 
would have an incentive to get better at what they do so that they, too, could earn 
private payments. In other words, the quality of the whole system would likely 
improve. Moreover, the higher-quality private care would become an external 
benchmark by which to measure Medicare’s results and improve clinical and 
management practices in the public system. There is no such baseline today. 

The joint supply problem: Almost a free lunch
Economists are used to thinking that there is no such thing as a free lunch. 
And they are right. There are, however, cheap lunches. One I have in mind 
comes about in medical care because of something that economists call the 

“joint supply problem.” The classic example is leather and beef, which are 
jointly supplied by cattle. Basic economics shows that when the demand for 
leather increases, the price of beef falls. The reason is that the demand for 
cattle is made up of the demand for leather plus the demand for beef. When 
the demand for leather increases, the overall demand for cattle increases. 
This added demand for cattle leads to a higher price for cattle, which, in turn, 
causes more cattle to be produced. The increased number of cattle produced 
leads to more beef being more produced. The higher amount of beef, com-
bined with an unchanged demand for beef, leads to lower beef prices.

What does this have to do with medical care? Some of the resources 
used in medical care have this “joint supply” aspect. It might be, for example, 
that, given what Medicare will pay for CT scans, doctors and hospitals find 
it profi  to buy only a few CT scanners and run them only a few hours per 
day. However, consider what might happen if people were allowed to pay for 
CT scans. Then, in deciding how many scanners to buy, doctors and hospital 
administrators would realize that to the government payers they could add 
the private payers and make more money by buying more machines. This 
would result in increased scanning capacity being available to patients in the 
single-payer Medicare system. 
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A case where allowing a market could well have made more CT scans 
available to Medicare patients is the infamous 1991 case in Richmond, Ontario, 
when York Central Hospital Guelph made CT scans available to animals (Daily 
Mercury, 1991). People in Ontario could not get a scan quickly because they 
were not legally allowed to pay for a CT scan. That’s because the govern-
ment “cared” so much about people. However, animals were not (and are not) 
covered by Medicare, because the government doesn’t care as much about 
animals. So pet owners were allowed to pay $300 to get a scan for their pets 
during hours in which the scanners were not otherwise in use. When this 

“scandal” was discovered, the bureaucracy did what bureaucracies do: it didn’t 
solve the underlying problem but, rather, made it illegal to use the machines 
on pets (Robson, 1993). 

But what would have happened had the bureaucracy, instead, allowed 
people to buy scans for their pets? We need not speculate because it was 
already happening. John Robson notes, “[A]ccording to the doctor in charge, 
the user fees paid by dogs allowed him to operate the machine longer, thus 
treating more people” (Robson, 1993). It is even possible that the hospital 
would have made enough money on the CT scanners to justify buying an 
additional one, which would have meant that one additional scanner would 
have been available for humans. Had that happened, Medicare patients would 
have had even more access to CT scans, not less. Thus, my conclusion that the 
joint supply problem can lead to, if not a free lunch, at least a cheaper lunch. 

Conclusion: First do no harm
It’s one thing to advocate that the government subsidize people’s health care, 
as Canadian governments do. It’s quite another to advocate that people who 
are dissatisfied with the current system not be allowed to spend their own 
money to try to do better. Whatever other policies one advocates, people 
should be allowed to spend their own money on medical care. Whose body 
is it, anyway?
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Chapter 5

Health Status of the Workforce 
and Economic Growth
Steven Globerman

Introduction
As discussed by Nadeem Esmail in chapter 2 of this volume, there is ongoing 
controversy surrounding the validity and practical relevance of estimated wait 
times for health care services in Canada. There is also controversy surround-
ing the medical impacts of waiting lists, although the evidence reviewed by 
Brian Day in chapter 3 documents the adverse health consequences of delay-
ing necessary medical procedures and treatments. Conversely, an important 
policy issue that has received comparatively little attention is whether the 
expected social benefits of reducing waiting times for health care services 
exceed the expected social costs associated with any targeted reduction of 
wait times. A related policy issue is whether relatively efficient and equitable 
initiatives can be identified and implemented to reduce wait times.1

Most of the economic discussion in the policy debate about reduc-
ing wait times has focused on the financial costs of increasing the supply of 
health care services as paid for by government.2 Less attention has been paid 
to the potential economic benefits of reducing or eliminating wait times for 
health care. While relatively few in number and incomplete in their scope 

1 In this regard, several authors have argued that simply providing more government funding to 
the health care system is not an efficient way to reduce waiting lists in Canada. See, for example, 
Lewis, Donaldson, Mitton, and Currie (2001). For a discussion of “market oriented” approaches 
to reducing wait times in Canada, see chapter 4 by David Henderson in this volume.
2 Some discussion has also focused on the implications of allowing more health care services to 
be privately financed in Canada. See the chapter by Henderson in this volume.
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of coverage, available studies document the economic benefits to society 
of timely health care delivery.3 Such benefits are realized both inside and 
outside the workplace.

This chapter focuses on the workplace-related benefits of improving the 
health status of Canadians. In particular, it reviews some empirical evidence 
on the magnitude of those benefits. While this chapter presents no original 
evidence, the published studies that are reviewed identify quite persuasively 
substantial economic benefits associated with improvements in the health sta-
tus of the population. The chapter also discusses some evidence showing that 
the timely delivery of health care improves a society’s health status, although 
a much more extended discussion of evidence on this issue is found in Brian 
Day’s chapter in this book. In short, a good economic case can be made that 
rationing access to health care services through waiting lists imposes signifi-
cant economic costs on the Canadian economy, and that policy initiatives to 
reduce wait times can promote the economic welfare of Canadians.

Health status and economic growth: A framework
While economic growth is not the exclusive goal of policymakers, it is a promi-
nent goal that arguably facilitates the attainment of other important public 
policy priorities, including government funding of social programs. Hence, 
the linkage between health status and economic growth is an important issue 
to all Canadians and not just to policymakers in the health care sector.

Economic growth is typically measured as the growth in the value 
of real goods and services produced in a country.4 Therefore, real economic 
growth in Canada equates to the growth in the inflation-adjusted value of 
goods and services produced by the residents of Canada, which is basically 
the growth of Canada’s real gross domestic product (GDP). The real value of 
the goods and services produced in a country is determined by the quantity 

3 For an early Canadian study in this vein, see Globerman (1991), who estimates the value of 
foregone economic output associated with wait lists in British Columbia. For a recent summary 
of some evidence on the economic burden of illness in Canada, see the Conference Board of 
Canada (2013).
4 Some might argue that the consumption of goods and services is a better measure of a society’s 
economic well-being than the production of goods and services. Since the argument is largely 
immaterial to the main issues addressed in this chapter, the more ubiquitous production-based 
measure of economic growth is used.
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of labour used to produce output multiplied by the real output produced per 
unit of labour. Real output per unit of labour is commonly referred to as the 
average productivity of labour (see Appendix). 

Hence, the relationship between health status and economic growth 
should arguably focus on how changes in a population’s health status might 
influence the growth of labour input, as well as the growth of labour produc-
tivity.5 This, in turn, suggests a need to understand the proximate determi-
nants of the growth of labour and the growth of labour productivity, and then 
relate those determinants to the population’s health status. 

Determinants of the quantity of labour input
The growth in the amount of labour used to produce output will reflect the 
interaction between the supply of labour and the demand for labour.6 The 
market-clearing real wage rate equates supply and demand which, in turn, 
determines the amount of labour used to produce output in any period of time. 
An increase in the supply of labour occurs when people in the population are 
willing to work more hours for the same real wage rate. An increase in the 
demand for labour occurs when employers are willing to hire more workers 
for the same real wage rate. Hence, the growth of labour input will be positive 
if there is an increase in the supply of labour and/or the demand for labour. 

First consider the supply of labour. Given the size of a country’s pop-
ulation, the supply of labour will increase, all other things constant, if the 
percentage of the population looking for employment at current real wage 
rates increases. The percentage of the working age population either currently 
employed or looking for work at existing wage rates is called the labour force 
participation rate. The latter excludes unemployed working-age individuals 
who are not seeking jobs. An increase in the labour force participation rate 
is therefore equivalent to an increase in the supply of labour. 

A number of factors will influence the decision of individuals to par-
ticipate in the labour force. One is age. Younger people will tend to remain 
out of the labour force while they are going to school. However, both younger, 
and (particularly) older people will tend to leave the work force for a variety 

5 A conceptual discussion of the linkages between health status, labour force participation, and 
productivity is also found in Sharpe and Murray (2011).
6 The amount of labour used in the production of output is typically measured as either hours 
of employment or the number of full-time equivalent employees. 
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of reasons, including declining physical and mental abilities to perform the 
tasks required in order to obtain or maintain employment in occupations for 
which they are otherwise qualified. Any such decline in health status reduces 
the expected real wage associated with employment both directly (by reducing 
the economic value of the worker to employers, and indirectly (by increas-
ing the likelihood of being laid off or fired from one’s employment because 
of inadequate performance). These potential outcomes reduce the expected 
rewards from remaining in the workforce. Furthermore, older workers who 
are laid off from their jobs have a relatively high probability of leaving the 
work force permanently. This dynamic establishes one potential link between 
waiting times, health status, and economic growth. Namely, a reduction in 
waiting times for health services could mitigate or even prevent the deteriora-
tion of physical and mental capabilities of older workers, thereby increasing 
the labour force participation rate of those workers.7 

A second factor influencing the decision of individuals to participate in 
the labour force is their perceived likelihood of finding employment at existing 
real wage rates. Specifically, individuals are more likely to look for employ-
ment when they have higher subjective probabilities of finding employment. 
The likelihood of finding employment should be related to an individual’s 
employment search process. Specifically, the probability of finding employ-
ment should be positively related to the time and effort spent searching for 
employment. This suggests a second possible link between wait times and 
economic growth. Namely, to the extent that reduced wait times for health 
care services result in improvements in the physical mobility, mental acuity, 
and stamina of job seekers, on average, it should encourage efforts to search 
for employment and, therefore, increase the labour force participation rate 
and the subsequent employment of labour.8 Furthermore, if healthier indi-
viduals are more “effective” job seekers, employment will increase for any 
given labour force participation rate.

7 Although conventionally defined as being beyond working age, many individuals 65 years of 
age and over might be willing and able to participate in the labour force if their health permitted.
8 Cai and Kalb (2006) identify another potential link between health status and labour force 
participation. Namely, poor health may cause individuals to value time out of the labour market 
more, since the time needed to care for one’s health increases with ill health. On the other hand, 
increased income may be required to pay for increased health services, at least for some individu-
als who do not have comprehensive “first-dollar” coverage.
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In short, improved health status owing to timelier health care delivery 
should increase the labour force participation rate. All else constant, this 
should result in growth of employment and real output. Obviously, the labour 
force participation rate cannot increase indefinitely. It reaches a conceptual, 
if not realistic, limit when everyone in the population is either employed or 
looking for work. As a practical matter, there is some scope in Canada for 
increased labour force participation, particularly for males. Specifically, the 
percentage of Canadian males ages 15 and older participating in the labour 
force was 71.5 in 2010. Its highest value over the past 20 years was 76.0 percent. 
The equivalent labour force participation rate for Canadian females was 86.4 
percent in 2010 compared to 76.2 percent in 1990.9

Next, consider the demand for labour. The amount of labour used to 
produce output will increase if the demand for labour increases, other things 
held constant. One factor likely to encourage an increase in the demand for 
labour is a reduction in anticipated labour hours lost because of absenteeism. 
Absenteeism owing to mental and physical health problems contributes to 
higher effective costs and lower profits for Canadian companies.10 Among 
other things, reduced absenteeism would enable companies to reduce costs 
associated with hiring temporary replacement workers and stockpiling inven-
tories. In effect, reduced health-related absenteeism should make it more 
profitable for Canadian companies to hire workers, presuming that those 
companies cannot completely shift the anticipated costs of absenteeism to 
employees in the form of lower wages which, in turn, reflect the likelihood 
and economic consequences of each employee’s absenteeism. Some available 
evidence on the relationship between health status and workplace absentee-
ism is therefore discussed below.

Determinants of labour productivity
Increases in labour productivity will directly increase real output given any 
quantity of labour input.11 Improvements in the average health status of 

9 These data are taken from Index Mundi (2013).
10 Some evidence on the economic significance of health-related worker absenteeism will be 
discussed below.
11 Improved labour productivity should also increase the demand for labour, although we are 
concerned here with the real output that companies are capable of producing for any given 
amount of labour being used.
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employees should contribute directly to improved labour productivity. In par-
ticular, healthier employees should be able to work more efficiently when they 
are on the job.12 Since many workers in Canada are employed in “white collar” 
jobs, it might be argued that physical disabilities and chronic illnesses are 
not important contributors to lost productivity. However, physical illnesses 
and ailments can be expected to impair mental functioning. Furthermore, 
the stress associated with unresolved health care issues can certainly impair 
concentration and critical thinking required for most human capital-inten-
sive occupations.13 Whether improvements in the health status of employees 
directly and significantly increase their productivity is an empirical issue for 
which evidence is available and reviewed below.

Improvements in the health status of workers can also indirectly 
increase labour productivity by encouraging workers to invest in general 
human capital by, say, extending the period of time for formal education or 
by taking informal education and training courses.14 The relevant notion here 
is that investment in general education and job training involves a decision 
to delay or reduce participation in the workplace in the near-term in order 
to participate in the workforce later on while possessing additional human 
capital that makes one more economically valuable in the labour market. 
The value of the human capital acquired will depend positively upon the 
length of time the potential investor expects to work over his or her life-
time, as well as how intensely he or she expects to be able to work. Thus, if 
one anticipates that future health problems will be relatively quickly and 
effectively addressed, one would be more willing to invest in human capital. 
An individual’s expectations about their future health status will likely be 
influenced, at least in part, by their current health status. Specifically, one is 

12 Reductions in on-the-job output owing to poor health status are identified as “presenteeism” 
in the literature.
13 For some evidence on the linkage between stress and productivity in the workplace, see Boles, 
Pelletier, and Lynch (2004). 
14 Firms may also be more willing to supply specific training and education programs to 
employees who they expect will be in good health over the long run. More generally, health 
status might also influence savings decisions that individuals make. For example, longer life 
expectancy associated with good health might encourage greater retirement savings. On the 
other hand, poor health might increase savings as a precaution against early withdrawal from 
the workforce.
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likely to be less optimistic about enjoying robust health in future if one is cur-
rently struggling to resolve health problems today. Furthermore, observing 
peers, relatives, or co-workers waiting for health care services might promote 
expectations that wait times will exist in the future, and that unpredictable 
health problems may result in a shorter or less consistent work career than 
would justify ambitious investments in human capital.

An individual’s health status will also presumably affect his or her abil-
ity to benefit from formal or informal education. For example, children with 
serious and persistent health problems are more likely to suffer frequent and 
prolonged school absences. They are also more likely to have comprehension 
problems when attending school (Currie, 2009). Parents in poor health are 
less likely to monitor and supervise their children’s education, thereby increas-
ing the likelihood of poorer and attenuated learning at school.

Summary
Improving the health status of Canadians can be expected to contribute to real 
economic growth through several channels of influence. Figure 5.1 summarizes 
those channels. One channel reflects a positive linkage between health status 
and labour force participation. Healthier individuals are more likely to enter 
or remain in the workforce, which results in an increased supply and employ-
ment of labour. More real output can be produced with greater numbers of 
people employed, all other things constant. Furthermore, healthier individuals 
are less likely to miss work due to illness or other health-related causes. This 
contributes to increased real output by decreasing the gap between the poten-
tial amount of labour input (given the number of employees hired) and the 
actual amount of labour input, thereby encouraging organizations to employ 
more labour. A second channel reflects a broad linkage between health status 
and on-the-job productivity. Specifically, healthier workers can be expected 
to perform their work-related tasks more efficiently and effectively than those 
suffering from health conditions while performing the same tasks. That is, 
better health reduces presenteeism, which translates into increased labour 
productivity. In addition, healthier individuals are more likely to invest in 
acquiring human capital, both before they enter the workforce and while they 
are employed. Investments in human capital can be expected to materialize 
in future increases in labour productivity. 
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Empirical evidence on the labour market impacts of health status 
What follows is a review of the empirical evidence for the main linkages 
between the population’s health status and economic growth that were identi-
fied in the preceding section. While most of the available evidence is for other 
countries, the Canadian experience is likely to be consistent with that from 
elsewhere. Furthermore, while it is difficult to infer precise rates of return 
to private and public investments in improving health status, the evidence 
is quite persuasive in identifying potentially large and positive impacts of 
improvements in population health status on real economic growth.

Health status and labour force participation rates
The labour force participation decision most frequently studied is the deci-
sion to retire rather than remain in the workforce. This effectively means 
that many of the available studies of labour force participation focus on the 
behaviour of older individuals. In this regard, a number of empirical studies 
find that poor health strongly and positively influences the probability of early 
retirement (Mitchell and Anderson, 1989; Gustman and Steinmeier, 1986). 
More generally, the probability of remaining in the work force increases with 

Figure 5.1: Linkages between heath status and real GDP
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the health status of individuals regardless of age and gender, although the 
probability is higher for older workers, particularly for older female workers 
(Currie and Madrian, 1999; Cai and Kalb, 2006). The available studies of the 
relationship between health status and labour force participation encompass 
different measures of physical and mental health. Hence, the findings vary 
somewhat with the measurement techniques used, as well as with gender, age, 
and other characteristics of the sample of individuals studied. Nevertheless, 
there is broad consistency in the literature showing that health has a positive 
and significant effect on labour force participation (Cai, 2010).

The measure of physical and mental health used in the relevant studies 
is an important research issue. Specifically, a substantial percentage of stud-
ies use the self-reported health status of individuals in the empirical sample. 
A concern here is that people who retire early may understate their health 
status to interviewers as a justification of their retirement decisions. A related 
concern is that an individual’s “true” health status might be influenced by 
whether or not he or she is an active workforce participant. On one hand, 
looking for employment without success can cause mental stress leading to a 
diminished health status. On the other hand, being employed in a physical or 
mentally demanding occupation can directly contribute to diminished mental 
and physical health, although work that is materially and emotionally satisfy-
ing can enhance health (Shain and Kramer, 2004). Hence, studies that address 
these concerns are particularly interesting to researchers and policymakers.

One technique used to address the concerns about using self-reported 
health status is to use more objective measures of an individual’s physical 
and mental health conditions. For example, Mitchell and Anderson (1989) 
construct a measure of mental health for respondents in three US cities using 
a battery of questions indicating symptoms of depression and alcohol abuse 
that the pair then use to generate diagnoses according to criteria outlined 
in the American Psychiatric Association’s Diagnostic and Statistical Manual. 
They also employ a statistical technique that allows for a possible simultane-
ous relationship between mental health and labour force participation. They 
find that mental health problems are the most important reason for the early 
withdrawal of older workers from the labour market. 

Frank and Koss (1995) review and summarize results from a number 
of studies that employ a methodology similar to Mitchell and Anderson’s 
(1989) and that focus on people of different ages. By and large, the results 
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are consistent in showing that mental illnesses reduce employment rates. To 
be sure, unemployment is not identical to being out of the workforce, since 
some unemployed people are presumably looking for work. Still, unemployed 
workers do not contribute to real output growth. Furthermore, those suffer-
ing prolonged periods of unemployment are at high risk for dropping out of 
the workforce entirely. In the event, the specific studies that Frank and Koss 
reviewed identify a higher probability of unemployment for people diagnosed 
with mental illness. The relevant studies reviewed by Frank and Koss linking 
substance abuse to employment provide less conclusive evidence, although, 
on balance, alcohol and drug abuse is linked to unemployment.

Kalwij and Vermeulen (2008), use several objective health indicators, 
as well as self-reported health, to estimate a model of labour force participa-
tion for older individuals in 11 European countries. The authors identify a 
number of physical and mental medical conditions of varying seriousness for 
their respondents, and also include self-reported health. The authors use an 
instrumental variables estimation technique and find that both self-reported 
and other health indicators have varying effects across countries. Specifically, 
the subjective measure of health has a statistically significant impact on 
both male and female labour force participation in some countries. In other 
countries, objective health indicators are statistically significant, while self-
reported health is not. 

Cai and Kalb’s (2006) study of labour force participation in Australia 
is particularly instructive for Canadian policymakers, since features of gov-
ernment health insurance in Australia are quite similar to those in Canada. 
Conversely, in the US, many workers will remain in the labour force so they 
can continue to receive employer-sponsored health care insurance cover-
age, a decision that can be expected to weaken the statistical relationship 
between poor health status and withdrawal from the labour market, other 
things constant. Cai and Kalb collect information identifying self-reported 
health status, as well as disabilities and measures of general health and well-
being. They simultaneously estimate separate equations for health status and 
labour force participation across four separate groups: 1) Males aged 19-49; 
2) Females aged 19-49; 3) Males aged 50-64; 4) Females aged 50-64. Their 
results indicate that better health increases the probability of labour force 
participation for all four groups. The effect is larger for the older groups 
and for women. 
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Health status, employment and labour productivity
If labour and product markets are competitive—and most labour and product 
markets in Canada’s private sector are arguably competitive—then changes in 
the average hourly income that workers earn should approximate changes in the 
average worker’s productivity. Hence, some studies linking health status to work-
place productivity estimate the statistical relationship between wages or income 
earned and subjective or objective measures of health status; however, a majority 
of available studies estimate the relationship between health status and employ-
ment status. Individuals suffering physical and mental illnesses but remaining in 
the workforce are less likely to be employed than their healthier counterparts. For 
one thing, the former are likely to be less efficient than the latter in the job search 
process. For another, the former may also be unwilling to accept lower wages to 
compensate for the higher risks they impose on employers, including an elevated 
likelihood that they will miss workdays due to illness. On balance, therefore, the 
probability of being employed should be statistically related to health status.

As noted above, unemployed individuals can still be in the workforce 
if they are seeking employment. However, unemployed individuals will not 
be earning labour income, so that periods of unemployment will contribute 
to lower average incomes. The implication is that empirical studies relating 
employment status to health status will likely overstate the strength of the rela-
tionship between health status and labour force participation and understate 
the relationship between health status and on-the-job productivity. 

The productivity of employed individuals is likely to be adversely 
affected by poor health status for two reasons mentioned earlier. One is that 
employed individuals with health problems are more likely to take time off 
from work (absenteeism). A second is that employees in relatively poor health 
are more likely to produce less output while working compared to their coun-
terparts who enjoy relatively good health (presenteeism). 

It might seem more appropriate to incorporate the effects of absentee-
ism with those of reduced labour force participation, since employees who 
are absent from work are effectively, if only temporarily, out of the workforce. 
On the other hand, they will still be counted as full-time employees, even 
though they are missing time at work. Hence, absenteeism will adversely affect 
productivity (as measured by output per worker). Furthermore, the absence 
of specific employees from work might also adversely affect the on-the-job 
productivity of co-workers still at work. 
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Experts see both absenteeism and presenteeism as economically sig-
nificant. For example, Davis, Collins, Doty, Ho, and Holmgren (2005) estimate 
that absenteeism cost the American economy around US$48 billion in 2003, 
while presenteeism had an opportunity cost of approximately US$27 billion 
that same year. The Conference Board of Canada (2013) estimates the value 
of the six most common mental ailments contributing to absenteeism among 
working-age Canadians at CA$20.1 billion in 2012.

The literature addressing the relationship between health status and 
productivity is vast and eclectic. In particular, available studies use different 
sampling methodologies, alternative approaches to measuring health status 
and workplace performance, and different statistical techniques to address the 
workplace costs of a wide range of physical and mental illnesses. Many studies 
also fail to identify the separate impacts of absenteeism and presenteeism on 
productivity, or simply focus on one or the other phenomenon. The eclectic 
nature of the relevant literature makes it impractical to summarize and discuss 
the results of individual studies. Hence, the following brief summary will focus 
on other authors’ reviews of the relevant literature.

In one relatively recent literature review (Econtech Pty Ltd., 2007), 
the authors note that the majority of available studies deal with the costs of 
absenteeism and presenteeism for the whole US workforce. In general, the 
studies identify a considerable economic burden related to both phenomena. 
For example, several studies estimate that the costs of presenteeism amount 
to up to 3 percent of the gross wages paid to US workers in any given year.15 
The estimated costs of absenteeism are about one-third the cost of presentee-
ism. It should be noted that the costs of presenteeism are implicit in that they 
reflect potential productivity improvements that companies could achieve 
if workers were not suffering impaired physical or mental health. Also, the 
relevant studies encompass the workplace consequences of a broad range of 
physical and mental health conditions.

Econtech also provides its own estimates of the cost of presenteeism 
to the Australian economy by using an economy-wide econometric model. 
Their approach allows for the reduced productivity of “unhealthy” workers 
who affect the productivity of healthy workers through several indirect link-
ages, including reduced capital investment on the part of employers. The 

15 These cost estimates are equivalent to a range of 1.7 to 2.5 percent of GDP.
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direct costs of presenteeism to Australian employers in the form of foregone 
labour productivity are estimated to be around 1.9 percent of GDP. The total 
direct and indirect costs of presenteeism are around 2.8 percent of GDP. The 
five health conditions with the highest (presenteeism) cost shares are depres-
sion, hypertension, arthritis, migraine, and diabetes. These five conditions 
account for approximately 75 percent of the costs of presenteeism.16 By com-
parison, the Conference Board of Canada (2013) also estimated the cost to 
the Canadian economy (in 2010) of presenteeism associated with ten chronic 
diseases and health conditions. The board estimated the cost at almost 8 
percent of GDP in that year. 

Frank and Koss (2005) review the literature on the impacts of men-
tal and addictive disorders on workplace performance. They summarize the 
results of a number of studies documenting that mental illnesses are associ-
ated with lower levels of employment generally, and with lower earnings for 
those who are employed specifically. Note that lower employment earnings 
will typically reflect both absenteeism and presenteeism. The authors con-
clude from their literature review that productivity losses differ across mental 
illnesses with anxiety disorders producing the largest losses.17 They also cite 
studies documenting a negative relationship between chronic drug use and 
labour force participation for men. 

Loeppke and his co-authors (2007, 2009) use data collected from some 
50,000 workers employed by nine firms in the United States. Their studies relate 
self-reported absences from work and self-assessed on-the-job productivity 
performance to subjectively assess health status for the sample of workers. The 
authors identified significant productivity losses associated with health-related 
absenteeism and presenteeism that were, on average, 2.3 times greater than the 
direct medical and pharmacy costs that the nine firms faced. The most costly 
illnesses and conditions were depression, obesity, arthritis, pain, and anxiety.

A study for employed individuals in Ontario suggests that the relation-
ships between health status, absenteeism, and presenteeism for Canada are 
unlikely to differ much from those for other developed countries. Specifically, 

16 Econtech notes that their study ignores two other conditions that have considerable presen-
teeism costs: back pain and anxiety disorders.
17 Boles, Pelletier, and Lynch (2004) analyze data for a cross-section of employees in a large US 
company and also find that stress disorder and diabetes are the two largest health risk factors 
adversely affecting the productivity of company employees.
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Dewa and Lin (2000) analyze survey data from over 4,000 employed indi-
viduals aged 18-54. The individuals comprise a subset of respondents to the 
government of Ontario’s Health Survey’s Mental Health Supplement, an epi-
demiological survey of households across Ontario. The survey focused on 
psychiatric and physical disorders using an established diagnostic instrument. 
The study found that mental and physical health status had significant but 
different impacts on productivity. Physical conditions alone had a fairly con-
stant effect across all types of disability days and were the largest contributor 
to work days lost (absenteeism). They also affected presenteeism, but were a 
far less important influence on the latter than conditions involving a mental 
illness. Respondents with mental health problems, either alone or in combi-
nation with physical illnesses, were more likely to go to work but had lower 
on-the-job productivity than individuals with only a physical illness.

It is difficult to provide precise and reliable estimates of the concep-
tually distinct relationships between health status, on the one hand, and the 
likelihood of being employed if in the workforce, as well as the extent of 
absenteeism and presenteeism among employed workers, on the other hand. 
For one thing, most available studies either focus on one or another of the 
latter three separable labour market outcomes, or they conflate two or more 
of the outcomes into a single measure of labour market performance. For 
another, there is variation across studies in the estimated degree and inten-
sity of adverse health consequences on labour market outcomes (Shain and 
Kramer, 2004). Nevertheless, there is noticeable, perhaps surprising, consis-
tency in the available estimates of the costs of presenteeism. Specifically, the 
available estimates cluster at around 2 percent of GDP. Furthermore, available 
studies point to the costs of absenteeism as being even higher than the costs 
of presenteeism in terms of lost output.18 While available studies generally 
do not focus specifically on the relationship between health status and the 
probability of being employed given that one is looking for a job, studies are 
quite consistent in identifying a negative relationship between health status 
and employment status.

There is also some degree of consensus on the relative importance 
of different physical and mental illnesses on labour market outcomes. This 

18 One such study finding higher costs for absenteeism than for presenteeism is discussed in 
Musich, Hook, Baener, and Edington (2006).
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observation is potentially useful in that such evidence could assist policymak-
ers in making decisions about how to reallocate scarce health care resources. 
Specifically, to the extent that real economic growth is a consideration in 
allocating health care funding, relatively more funding should be allocated 
to reduce waiting lists for illnesses that have above-average costs in terms 
of foregone labour income. On the other hand, the reliability of findings 
identifying the labour market consequences of specific illnesses is somewhat 
compromised by the fact that most seriously ill patients have multiple health 
problems (Shain and Kramer, 2004).

Health status and education
While numerous studies have documented a positive linkage running from 
more education to better health, there is less evidence on the magnitude 
of the linkage running from better health to improved education outcomes 
(Murillo and Martinek, 2011). Nevertheless, there is a fair amount of evidence 
for developing countries that individuals with poor health during childhood 
also tend to accumulate less education throughout their lives, although the 
evidence for developed countries is much more limited. 

One extensive literature review draws on 53 studies for OECD countries 
(Suhrcke and de Pozniever, 2011).19 It concludes that overall child health status 
positively affects educational performance and attainment of learning; how-
ever, the impact of health status appears to be relatively modest, particularly 
given the contribution of “lifestyle behaviours” such as exercise and obesity to 
academic performance. Furthermore, aspects such as family background and 
children’s individual characteristics, such as physical energy, play an important 
role in conditioning the relationship between education and health. Of the 
health conditions adversely affecting both short and long-term educational 
outcomes, anxiety and depression appear to be particularly important. 

In her review of the literature, Currie (2009) evaluates the evidence 
relating child health to future educational and labour market outcomes. She 
concludes that there is strong evidence for positive statistical links between 
parental socioeconomic status and child health, on the one hand, and between 

19 Most of the studies pertain to the United States; however, a study by Oreopoulos et al. (2008) 
for Canada finds that infant health is a strong predictor of high school completion. For another 
review of the relevant literature on child health status and educational performance, see Sharpe 
and Murray (2011).
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child health and future outcomes, on the other hand; however, it is difficult 
to assess the strength of the linkages. She also concludes that mental health 
conditions may be a particularly important mechanism, because they are rela-
tively common, and because they may have particularly deleterious effects on 
learning. Again, while the bulk of the evidence she reviews is for the United 
States, it includes a study for the province of Manitoba which found that 

“underweight” children are less likely than their heavier siblings to reach grade 
12 by age 17 (Oreopoulos, et al., 2008). While the latter study finds that the 
long-term effects of low birth weight on education are statistically significant, 
they are relatively small compared to other influences. 

Summary
The available empirical evidence documents fairly persuasively that physical 
and mental illnesses and disorders contribute to reduced labour input and 
lower labour productivity. In particular, improving the health status of the 
Canadian population can be expected to encourage increased participation 
in the labour force, with a resulting increase in total employment.20 Also 
relevant in its impact on economic growth, an improvement in the health 
of Canadian workers should contribute to lower absenteeism and presen-
teeism. While healthier children will do better in school and stay in school 
longer than their unhealthier counterparts, the available evidence does not 
identify a strong linkage between health status and educational attainment. 
This outcome might reflect the difficulty in statistically identifying the true 
magnitude of the linkage.

While available empirical evidence supports the relevance of the con-
ceptual linkages identified in figure 1, it is very difficult to precisely quantify 
any of the specific impacts of improved health status outlined in that figure. 
Hence, it is impossible, as a practical matter, to provide precise estimates of 
the overall contribution that improving the health status of Canadians would 
make to real economic growth. The limited evidence identified earlier does 
suggest that the overall contribution is likely to be economically consequential. 
For example, the costs of ill-health in terms of foregone productivity from 
reduced on-the-job efficiency may be in the order of 2 to 3 percent of GDP 

20 Based on their review of available Canadian data and empirical studies, Sharpe and Murray 
(2011) conclude that the most substantial impact of poor health may be on the labour force 
participation rate.
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annually based on estimates for other countries, and might even be higher 
based on findings for Canada cited by the Conference Board of Canada (2013). 
The additional loss in real output from increased absenteeism and reduced 
employment would obviously further increase the opportunity cost of delayed 
treatment of health conditions.

To the extent that reductions in waiting times translate into improve-
ments in the health of Canadians, those reductions should contribute to eco-
nomically significant increases in real output for Canada. The issue then turns 
on the extent to which quicker access to relevant health care services will 
improve the health of Canadians. The chapter by Brian Day in this volume 
provides extensive and important observations on this issue. The next section 
of this chapter contains some additional analysis of the relevance of shorter 
waiting times on the health of Canadians.

Wait lists and health status
It seems reasonable to assume that if Canadians did not have to wait as long as 
they do for diagnostic tests, medical evaluations, and appropriate treatment, 
they would be healthier, on average, since they would presumably be spend-
ing less time suffering the consequences of health problems. However, the 
magnitude of the economic benefits from reducing waiting times will depend 
upon the extent to which the earlier diagnosis and treatment of specific health 
conditions will result in a quicker and/or more effective restoration of patients’ 
health. In particular, if health care conditions such as anxiety and depres-
sion, which are prominently linked to absenteeism and presenteeism, are 
essentially chronic conditions whose resolution is not significantly affected 
by reduced waiting times to see a specialist and receive treatment, reducing 
waiting times for such conditions might have a very limited impact on labour 
market outcomes and economic growth. In addition, improvements in the 
health benefits for Canadians of reduced waiting times presumes that there 
is an effective protocol for the health problems in question, and that earlier 
diagnosis and treatment will result in health providers following medically 
effective protocols.

I am unaware of any available statistical studies that directly quan-
tify the extent to which reducing wait times for specific health conditions 
improves subsequent labour market performance. There is some limited 
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evidence, however, bearing upon the degree to which the treatment of health 
problems results in improved labour market outcomes. On balance, the evi-
dence supports the presumption that successful treatment of health problems 
results in improved labour market performance. For example, Berndt et al. 
(1998) present evidence supporting the hypotheses that the level of perceived 
at-work performance is negatively related to the severity of a depressive con-
dition, and that a reduction in depressive status improves the patient’s work 
performance. As well, Frank and Koss (2005) discuss a meta-analysis of 10 
randomized trials of treating depression which concludes that work out-
comes were good when treatment was symptomatically effective. Specifically, 
intervention led to around a 7 percent improvement in absenteeism. On 
the other hand, they also cite several studies that conclude that receiving 
appropriate treatment for depression does not guarantee a rapid return to 
full work activity.

More generally, there is statistical evidence about the extent to which 
the availability of health care resources affects a population’s health. Such 
evidence provides indirect insight into the potential for reduced wait times 
to improve health status, particularly to the extent that wait times primarily 
reflect shortages of health care resources. In one relevant study, Or (2001) 
estimates the relationship between the number of medical doctors per capita 
and mortality rates across a sample of OECD countries from 1970 to 1995. Or 
presents evidence showing that increasing the number of doctors per capita 
is strongly and significantly associated with lower mortality rates, holding 
constant some other determinants of health status including GDP, alcohol and 
tobacco use, and air pollution. However, two other measures of medical care 
inputs (i.e., number of hospital beds and total health care employment) appear 
to have no statistically significant impact on a population’s health status. In a 
related study, Or, Wang, and Jamison (2005) identify significant differences 
across OECD countries in the relationship between the number of doctors 
per capita and mortality rates. Specifically, mortality rates fall more strongly 
in some countries than in others with increases in the number of doctors as a 
percentage of the population. The authors find that “more efficient” countries 
are characterized by a greater availability of advanced medical technology.21

21 In this context, countries are efficient if they are characterized by relatively large decreases 
in mortality for any given increase in the number of doctors. It might be noted that Canada was 
the third most efficient country of the 21 countries included in the authors’ sample.
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Starfield, Shi, Grover, and Macinko (2005) review a number of empiri-
cal studies that identify a statistically significant beneficial impact of increases 
in the number of physicians per capita on mortality rates for 3,075 counties 
in the United States from 1996 to 2000. However, the studies find that lower 
mortality rates are associated only with increases in the supply of primary care 
physicians. The rates do not decrease with increases in the supply of special-
ist physicians. The authors offer several possible explanations for this finding 
which all essentially converge on the notion that primary care physicians are 
better able to diagnose health problems than their specialist counterparts 
which, in turn, means that patients are more likely to receive appropriate and 
effective treatment if they are diagnosed by a primary care physician. 

Evidence that the mix, as well as the number of physicians affects 
health status underscores the difficulties in drawing precise conclusions about 
how reduced wait times will affect labour market outcomes and economic 
growth, since the linkages will be conditioned by the overall efficiency of a 
country’s health care system. The more efficient the delivery of health care, the 
larger the presumed economic benefits of reducing wait times. However, this 
caveat does not contradict a conclusion that greater availability of health care 
services improves health status which, in turn, promotes economic growth 
through the channels documented in this chapter. The challenge for policy-
makers in Canada is to identify efficient ways to increase the availability of 
timely health care services or, equivalently, to reduce wait times for medically 
appropriate services.22

Summary and conclusions
While Canadians are generally satisfied with their health care system, many see 
waiting for health services as a distinct shortcoming of the system. Wait lists 
are a method for rationing access to health care resources, thereby reducing 
financing requirements on the part of the federal and provincial governments. 
However, delays in the diagnosis and treatment of health problems also have 
the potential to slow economic growth. In particular, a faster restoration of 
good health for Canadians suffering from physical and mental health illnesses 

22 The final chapter by Esmail in this volume discusses how several countries have managed 
to lower wait times for health care services below those for Canada, while Henderson’s chapter 
proposes a market-oriented approach to reduce wait times in Canada.
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can be expected to reduce workplace absenteeism and improve on-the-job 
productivity. The restoration of good health should also promote increased 
participation and employment of Canadians in the workforce. All three devel-
opments should encourage real economic growth.

It is impossible to provide a precise and reliable estimate of the stim-
ulus to economic growth resulting from improved health status, although 
some evidence suggests that successful treatment of several major mental and 
physical illnesses might increase Canada’s GDP by at least as much as 1 to 2 
percent per year on an on-going basis. While better estimates of the impact 
of improved health on labour market outcomes and, therefore, on economic 
growth are obviously required for purposes of reliable benefit-cost analysis, 
this admittedly rough and ready estimate suggests that Canada, as a society, 
can justify allocating more resources to reduce current wait lists. 

Under the current Medicare system, any increased spending on basic 
health care would be undertaken by provincial governments. In his chapter, 
Henderson makes a convincing argument that it would be more efficient and 
effective to allow patients on wait lists to pay privately for medical services, 
if they so choose. Increased private spending on basic health care, at the 
margin, would reduce wait times for both patients choosing the private spend-
ing option and those who choose to remain waiting for care in the publicly 
funded system.

An aging population in Canada will likely increase demands on 
the health care system and exacerbate concerns about wait times among 
Canadians. Hence, there is a potentially large economic pay-off to society 
from institutional changes that reduce wait times without compromising 
universal access to health care. Canadian policymakers should be open and 
receptive to such changes.
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Appendix
The relationship between real output, labour input, and labour productivity 
can be set out more formally as equation 1:

Q t = L t × Q t/L t 1

where Q is real output in any time period (t), L is the amount of labour used 
to produce Q, and Q/L is average labour productivity. 

Equation 1 can be expressed as a logarithmic relationship given in 
equation 2:

ln Q t = ln L t + ln (Q t/L t) 2

The differential of ln Q with respect to time equates to the growth rate of real 
output, and it will be equal to the growth rate of the labour input plus the 
growth rate of labour productivity. This is summarized as Equation 3:

dQ/Q = dL/L + d(Q/L)/(Q/L) 3

Equation 3 indicates that a nation’s real GDP will grow faster with increases 
in the growth rates of the labour input and the productivity of labour.
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Chapter 6

Understanding Differences  
in Wait Times
Nadeem Esmail

Introduction
Waiting for medically necessary health care can have important conse-
quences for those waiting, for their friends and family, and for the whole 
economy.1 Wait times can vary considerably between countries and even 
within countries, both at a point in time and over time (see chapter 2 for more 
details). To a large extent, observed variations are the result of differences 
in health policy approaches. This chapter seeks to illuminate how different 
health care policy choices influence wait time experiences, and which health 
care policy choices contribute to improving the timeliness (and thus the 
quality) of health care.

Why waiting happens
Wait times for universally accessible or publicly-funded health care are a major 
health policy issue, as well as a political concern for many OECD countries. 
At the same time, as discussed below, some developed countries maintain 
universal-access health insurance systems that do not have problems with 

1 While some studies identify no significant health consequences from waiting, this may say 
less about the consequences of delayed care and more about how well clinical prioritization is 
working and the availability of effective safety valves for those who experience deterioration. 
The chapter by Dr. Brian Day in this volume summarizes a large number of studies identifying 
adverse health outcomes from waiting.
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queues for treatment. Understanding reasons for the difference between 
the two groups, and the policies that seem effective in reducing wait times, 
requires an understanding of why queuing occurs.

Figure 6.1 provides a model of a health care system with waiting lists 
and wait times previously presented by Borowitz et al. (2013a), Siciliani and 
Hurst (2005), and Siciliani and Hurst (2003) among others. The central and 
relatively straightforward implication of this model is that waiting lists and 
wait times increase when the provision of treatment does not match the 
demand for publicly funded and universally accessible elective surgery. These 
imbalances can be temporary or transitory (as, for example, when a sudden 
inflow of emergency cases disrupts the flow of elective surgeries), or they can 
be systemic, as is the case for a number of developed nations including Canada.

As figure 6.1 shows, there are two ways to reduce waiting lists and 
wait times in the presence of an imbalance between the demand for health 
care services and the supply of those services: increase supply (outflow) or 
reduce demand (additions). Increasing outflow may involve increasing pub-
lic sector capacity, making greater use of private sector capacity, improving 
productivity in either public or private settings (that is, using current capacity 
more efficiently), or altering provider incentives through payment reform (for 
example by paying per service rather than pre-funding in bulk). An alternate 
approach to reducing wait times, particularly in situations where the volume 
of services delivered is considered to be sufficient, is to reduce the demand 
for health care services through approaches such as increasing cost sharing 
for publicly insured health care, increasing access to private (and quickly 
delivered) service alternatives, or even explicitly limiting access to publicly 
insured services based on medical criteria for access to care.

Of course, some factors cannot be readily controlled. Demand for 
publicly funded and universally accessible health care is also partly a function 
of population health status (including age) and patient preferences regarding 
the tradeoffs between potential benefits of treatment and the potential (non-
monetary) costs. Population health status and age can also affect the supply 
of services by medical professionals. Further, medical technologies play an 
important role in the inflow of patients for treatment by advancing the iden-
tification and treatment of disease, expanding the range of conditions that are 
treatable, providing more comfortable treatment regimes and reducing pain, 
and offering new treatment options where none previously existed. 
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Figure 6.1 also shows that to be successful, any policy to reduce waiting 
must also respond to feedback. Because wait times have a signaling function, 
changes in wait times may affect both demand and supply. For example, long 
wait times may encourage an increase in the demand for privately funded care, 
lead individuals to postpone publicly funded health care until their health 
conditions worsen or become more severe, and reduce physician referrals and 
acceptance of patients. Long wait times may also lead to an increase in supply 
by encouraging politicians and public authorities to focus on wait times, and 
by encouraging providers to spend additional effort treating patients. The 
private sector might also be prompted to expand activity in the presence of 
long wait times. In the publicly funded sector, on the other hand, shorter wait 
times may lead to an increase in demand for publicly funded surgery, either 
through reduced demand for private care or through an increase in demand 
for care overall (including demand for treatments for less severe conditions). 
Empirical studies of the relationship between the demand for health care 

Figure 6.1: Conceptual framework of waiting lists and waiting times for 
elective treatment

Source: Reproduced, with permission, from Siciliani et al., 2013.
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and waiting lists, while limited, show that the reaction of demand for health 
care to waiting lists can vary considerably between countries from little or no 
reaction to considerable response (Borowitz et al., 2013a).

Policies of countries that have limited waiting
While concerns about long wait times for medically necessary treatment are 
found in many developed countries with universal-access health insurance 
systems, a number of developed nations maintain universal access insurance 
schemes where wait times are not a problem. They include Belgium, France, 
Germany, Japan, Korea, Luxembourg, the Netherlands, and Switzerland. 
Importantly, this group of nations does not achieve this high performance 
through greater spending. Rather, they do so through a greater reliance on 
market-mechanisms for the allocation of health care resources.

As shown in figure 6.2, on an age-adjusted share of GDP basis,2 the 
nations in the group of superior performers are not all clustered at the high 
end of the spending spectrum among developed nations with universal-access 
health insurance systems.3 Rather, while some are relatively high spenders, 
others, including Germany, Korea, and Luxembourg, are below the OECD 
average, while Japan stands out as the lowest relative spender. In other words, 
higher health care spending does not necessarily result in more timely access 
to health care services.

Borowitz et al. (2013a) explore several other factors that may be related 
to the absence of problematic or lengthy wait times for treatment. They find 
that wait times have a clear and negative association with the availability of 
acute care beds (shown on an age-adjusted basis in figure 6.3), and a less 
clear association with higher public health expenditures (specifically, public 

2 The age-adjustment methodology used here is from Esmail and Walker (2008). Age-adjustment 
is based on the percent of population over age 65 in a given country relative to the average of 
OECD nations that maintain universal access. A complete description of the methodology is avail-
able in Esmail and Walker, 2008: 17-22, with a mathematical example shown in “Box 2” on page 21.
3  Borowitz et al. (2013a) find that all of these nations but Korea are above-average spenders, based 
on public spending in US dollars (using purchasing power parity exchange rates, or a system of 
exchange rates based on purchasing power, as opposed to monetary exchange rates) with no adjust-
ment for population age. The comparison, in figure 6.2, which adjusts for the age of the population 
(older people require more care) and includes private spending (thus counting all spending on 
health care, not only that in the universal scheme less cost sharing), comes to a different conclusion.
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spending in US dollars (using purchasing power parity exchange rates) with 
no adjustment for population age). Conversely, they do not find a strong rela-
tionship between waiting times and physician-to-population ratios.4 They also 
find a high level of variation in waiting among developed nations.

4 Borowitz et al. (2013a) note this may be related to how doctors are defined in their dataset.

Figure 6.2: Total health expenditures, age-adjusted share of GDP, 2009 
or nearest year

Percentage of GDP

Notes: “OECD Average” is the average of OECD nations with universal access and excludes the United States and 

Mexico. Turkey is also excluded because the data available is limited.

Source: OECD, 2011; calculations by author.
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Siciliani and Hurst (2003) also investigate the relationship between 
wait times and various measures of resource availability and public policy. 
Their study includes an analysis of the length of waiting in 12 countries, and 
an analysis of countries with and without problematic wait times. In the first 
analysis, they find wait times are negatively related to physician-to-population 
ratios and to total health expenditures per capita. That is, in countries that 

Figure 6.3: Curative care hospital beds, age-adjusted per 1,000 population, 
2009 or nearest year

Number of beds

Notes: “OECD Average” is the average of OECD nations with universal access and excludes the United States and 

Mexico. Turkey is also excluded because the data available is limited.

Source: OECD, 2011; calculations by author.
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have wait times, those waits are lower where spending is higher (all else con-
stant) and where physician-to-population ratios are higher.5 In the second 
analysis, Siciliani and Hurst (2003) find that capacity is an important predictor 
of problems with waiting: fewer available acute care beds is significantly asso-
ciated with longer waiting lists. They also find evidence that fee-for-service 
remuneration for specialists (as opposed to salaries) and activity-based fund-
ing (as opposed to global budgets) were associated with not having prob-
lematic waiting times. Both of these approaches ensure that money follows 
patients and so encourage greater competition with more focus on consumers.

While the relationships between wait times and the volume of 
resources (either financial or physical) are important, there appears to be 
another dimension to the superior performance of those countries that enjoy 
shorter waits for health care. Specifically, the multi-nation policy review con-
ducted by Esmail and Walker in 2008 reveals that nations reporting they do 
not have problems with waiting all pursue a more market-based set of health 
care policies compared to other developed nations with universal-access 
health care systems (see table 6.1). Each of the better-performing nations 
requires cost sharing or user fees for universally accessible care, employs 
private providers in the provision of universally accessible services, at least 
partially employs an output-based physician compensation model, and funds 
health care through a social insurance construct rather than through a public 
tax-financed construct. That these conditions also characterize Austria, the 
Czech Republic, and Greece, which report problems with waiting, suggests 
that additional factors may be important for delivering care without queues 
or for explaining why these latter nations are exceptions. 

Analyzing the policies
The absence of cost sharing for medical services results in excessive demand 
for those services and wasted resources.

By encouraging patients to consider the costs associated with the 
demands they are making on the health care system when they seek treatment, 

5 The applicability of this finding to Canada is questionable. Several studies of the relationship 
between health expenditures and wait times in Canada find that wait times are not lower in 
Canada given increased expenditures. In fact, the relationship may be positive (see for example, 
Barua and Esmail, 2010).
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Table 6.1: Policy Variables for OECD Nations with Universal Access prior to 2008

Cost sharing for any  
of hospital, GP,  

or specialist care

Private ownership  
of hospitals

Fee-for-service 
compensation  
for specialists

Social insurance  
financing

Australia Yes No Yes No

Austria Yes Yes Yes Yes

Belgium Yes Yes Yes Yes

Canada No No Yes No

Czech Republic Yes Yes Yes Yes

Denmark No No Yes No

Finland Yes No No No

France Yes Yes Yes Yes

Germany Yes Yes Yes Yes

Greece Yes Yes Yes Yes

Hungary Yes No No Yes

Iceland Yes No Yes No

Ireland Yes No No No

Italy Yes Yes No No

Japan Yes Yes Yes Yes

Korea Yes Yes Yes Yes

Luxembourg Yes Yes Yes Yes

Netherlands Yes Yes Yes Yes

New Zealand Yes No No No

Norway Yes No Yes No

Poland Yes No No Yes

Portugal Yes Yes Yes No

Slovak Republic No No Yes Yes

Spain No Yes No No

Sweden Yes No Yes No

Switzerland Yes Yes Yes Yes

United Kingdom No No No No

Source: Esmail and Walker, 2008.
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cost sharing both increases the cost efficiency of health care (ultimately reduc-
ing total spending) and improves access to practitioners for those in need 
of care as demand for services is reduced through a nominal out-of-pocket 
charge. This is borne out by studies showing the value of cost sharing in an 
insurance scheme (see, for example, Ramsay, 1998; Newhouse et al., 1993). 
Cost sharing policies have also been shown to have minimal impacts on health 
outcomes as long as specific populations are exempt (Newhouse et al., 1993; 
Esmail and Walker, 2008).

Private ownership and private competition also promote more timely 
access to health care services. Importantly, the economics literature generally 
finds that private businesses (both for- and not-for-profit) operate more effi-
ciently, at higher quality, and with a greater consumer focus than their publicly 
owned counterparts. Findings of studies focused on hospital care specifically are 
broadly consistent with those for businesses more generally (Esmail and Walker, 
2008). Indeed, a recent survey of the literature on hospitals and surgical clinics 
finds that competition, and a blend of public and private (both for- and not-for-
profit) delivery, will likely have a positive impact on some measures of health care 
and little impact on others (Ruseski, 2009). The survey concludes that “… a care-
fully crafted policy that encourages competition among non-profit, for-profit, 
and public providers can result in a health care system that is fiscally sustain-
able, ensures access to quality health care, and results in better health outcomes” 
(Ruseski, 2009: 42). The finding that private competitive provision of services 
is beneficial to the performance of a health care system is not surprising when 
one considers the incentives associated with public versus private ownership. 

Kornai (1992) identified budget constraints as one of the major and 
unchangeable differences between private-sector businesses and government. 
Government budget constraints are “soft,” since governments can effectively 
raise capital through their taxation powers. Private-sector businesses, on the 
other hand, face “hard” budget constraints: if they incur sustained losses, or 
even a few large losses, the damage to their capital can push them into bank-
ruptcy. Kornai argued that this central difference between the two types of 
entities can result in extraordinary differences in operations. Private-sector 
businesses must provide consumers with the goods and services they demand 
in a timely manner and at affordable prices that are consistent with their qual-
ity. Government business enterprises (GBEs) do not face the same constraints. 
They can consistently lose money by offering goods and services whose prices 
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do not reflect their quality or timeliness. Because private enterprises face the 
risk of going out of business if they fail to provide good value, they will usually 
behave differently than their public sector counterparts, who face much lower 
risks of bankruptcy. Further, Megginson and Netter (2001) found that GBEs 
tend to develop with less capital, and thus are more labour intensive than their 
private-sector counterparts. That GBEs do not use an “optimal” amount of 
capital has negative implications for both labour and total factor productivity.

Fee-for-service compensation for specialists whereby money follows 
the patient for physician care also helps create more timely access to health 
care services. Salaried compensation lacks the incentives inherent in fee-for-
service to increase the volume or quality of services delivered beyond some 
minimal standard. Numerous studies have shown that physicians paid under 
a fee-for-service model provide more services of a potentially superior quality 
than do physicians paid a salary (see, for example, Esmail and Walker, 2008).

Finally, and perhaps most importantly, social insurance financing plays 
a critical role in ensuring more timely access to medically necessary health 
care services. In this financing model, an organization independent from gov-
ernment (or competing private organizations in Germany, the Netherlands, 
and Switzerland, for example) collects premiums from insured individuals 
(with tax support for select populations) in return for universal access health 
coverage. One of the central differences between a social insurance construct 
and a government insurance system is the de-politicization of decision mak-
ing. With social insurance or statutory insurers there is a clear connection 
between the payment of premiums (to an insurer) and the receipt of services 
(funded by the insurer). The independence of providers from government 
makes politically-motivated intervention and resource allocation decisions 
much less likely, and creates a greater focus on the needs of funders and con-
sumers rather than administrators and providers.

A number of examinations of the relative performance of health care 
systems confirm that social insurance or statutory insurance models tend to 
outperform government-run tax-funded approaches. For example, Esmail and 
Wrona (2008), in a review of access to medical technologies, note superior 
access to advanced medical technologies in social insurance models. Recently, 
Matthews et al. (2012) undertook a broad review of health systems perfor-
mance analyses including those by the World Health Organization, the Health 
Consumer Powerhouse, Canada’s Frontier Centre for Public Policy, and the 
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Commonwealth Fund. They find that social insurance models consistently 
outperform their tax-funded government-run counterparts, delivering “qual-
ity care with minimal delays at a reasonable price” (Matthews et al., 2012: 111).

Hurst and Siciliani (2003) note that as long as money follows the 
patient through the system (for example through fee-for-service funding of 
physician care and activity-based funding of hospital care), market incentives 
exist in social insurance systems that will reduce wait times to their economi-
cally optimal level, where the marginal benefit of waiting is equal to the mar-
ginal cost of doing so. This observation gets back to the point that “optimal” 
waiting lists and wait times are not zero. Some waiting can be economically 
beneficial. For example, hospital efficiency is improved when there exists a 
pool of elective or scheduled patients such that hospital administrators are 
better able to ensure that resources are being used to full capacity (maintain 
less excess), as they balance unpredictable emergency arrivals with more pre-
dictable scheduled or elective arrivals. On the other hand, waiting lists can 
increase costs for care providers when resources are used to manage the list 
of patients waiting, for patient re-assessments, for more costly treatments, 
and potentially for increased cancellations or missed surgery appointments. 
And it is, of course, possible to take waiting too far, leading not only to lengthy 
queues for elective or scheduled services, but also for emergency services, as 
appears to be the case in Canada. 

Siciliani et al. (2009) find there are no additional hospital cost savings 
to be had from an increase in waiting over three months in England, while the 
waiting times that minimized total costs were always below 10 days. Similarly, 
Smet (2004) finds in Belgium (where wait times are not a problem) that hospi-
tals with modest wait times have lower costs. Hurst and Siciliani (2003), citing 
Iversen and Luras (2002), note that: “Although some competing surgeons with 
high reputations may build up long waiting lists there are likely to be other 
surgeons, with lesser reputations, who will seek to make a living by offering 
rapid access to procedures” (p. 20). Under government-run, tax-financed insur-
ance schemes, however, where resources are often allocated by governmental 
rather than market approaches, incentives and mechanisms to find optimal wait 
times are limited or unavailable. Esmail and Wrona (2008), and McMahon and 
Zelder (2002), note also that the political dynamics that control the allocation of 
resources in government-run systems may lead to funds being directed towards 
areas of health care that do not necessarily serve the interests of consumers.
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Country examples
In this section, we look more closely at “high performing” countries in order 
to expand upon their health care policies as they influence waiting and access 
to care more generally.

Health care in Switzerland
The Swiss health care system6 provides universal coverage through a system of 
some 90 competing private not-for-profit health insurers. 7 To ensure univer-
sality, insurers are required to price insurance policies using community-rated 
premiums and to accept all comers, while access is ensured through tax subsi-
dies for those who cannot afford insurance coverage. Individuals in Switzerland 
not only have a choice of insurer for their individual insurance contract, but are 
also able to select between a limited range of premium-reducing policy options 
including managed care policies and higher deductible options. 

Swiss citizens are expected to share in the cost of their care to a larger 
extent than in other developed nations. With some exceptions, minimum 
deductibles apply to all insurance contracts, and a 10 percent coinsurance for 
most services applies after the annual deductible limit has been reached. Limits 
to cost sharing apply, as do exemptions and reductions for certain populations.

For those not covered by managed care insurance, primary care in 
Switzerland is delivered largely by self-employed (private) physicians in solo 
practices funded on a fee-for-service basis. Nurses and group practices play 
a relatively small role in the provision of care. General practitioners (GPs) in 
Switzerland do not play a gatekeeping function for non-managed care clients, 
and patients are free to seek specialist care without a GP referral. Managed 
care plans made up nearly 47 percent of insurance contracts in 2010; in the 
mid-2000s, by far the most common type was plans with gatekeeping provi-
sions paired with traditional fee-for-service funding. Other managed care 
insurers use both staff GP and group practice models, with capitation (per 
registered patient payment) and salary payments.

Hospital care in Switzerland is provided through either public or pri-
vate hospitals, with approximately 70 percent of care provided by public or 

6 This summary of the Swiss health insurance system is based on information from Camenzind, 
2012; Leu et al., 2009; Lundy and Finder, 2009; and Daley et al., 2011.
7 Insurance companies do not always operate nationally. In 2005, including subsidiaries of insur-
ance conglomerates, the maximum number of insurers in a canton was 65.



www.fraserinstitute.org d Fraser Institute

Chapter 6: Understanding Differences in Wait Times d 131

publicly subsidized hospitals. An activity-based funding model is used to pay 
for hospital care in Switzerland. Physicians are typically salaried employees 
of the hospital, and while patients can choose the hospital they want to go to, 
they cannot choose an individual doctor within that hospital .

In Switzerland, people can choose to buy supplemental health insur-
ance if they so desire. Dual practice is permitted in Switzerland, which means 
physicians can offer services in both the supplementary sector and under the 
universal scheme. Those who have voluntarily bought supplemental health 
insurance have access to many benefits not available to those relying only on 
the universal scheme, including private rooms, dental care, access to private 
providers not on the canton’s hospital list, access to services outside the 
policy holder’s canton, choice of doctor in hospital, and guaranteed access 
to senior physicians.

Health care in Japan
The Japanese health care system provides universal insurance coverage 
through a system of over 3,500 statutory insurance companies. 8 Individuals 
in Japan cannot choose their insurance company. Rather, individuals must 
register with (and pay income-related premiums to) a specified insurer based 
principally on their occupation or employment status, place of residence, and 
age. Taxpayer-sourced funding assists specific population groups with the 
cost of insurance.

Japan’s health care system, like Switzerland’s, also relies on a relatively 
high level of cost sharing to encourage informed decision making from those 
wanting health care. All health services in Japan are subject to a uniform 30 
percent co-insurance rate (70 percent reimbursement), which is reduced to 
20 percent for children and to 10 or 20 percent (depending on income) for 
those aged 75 and older. A monthly limit to payments applies, beyond which 
a 1 percent copayment is applied up to a higher limit. Exemptions from cost 
sharing apply to certain populations.

Primary care and ambulatory or outpatient physician care in Japan is 
based on an open-access model with free choice of provider that is free of gate-
keeping. Clinics in Japan are mostly physician led, with nurses playing a relatively 

8 This summary of the Japanese health insurance system is based on information from Jeong 
and Hurst, 2001; Kawaguchi, 2012; Matsuda, 2012; OECD, 2009; Paris et al., 2010; Tajika and 
Kikuchi, 2012; Tanner, 2008; and Tatara and Okamoto, 2009.
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minor role in patient care. Multi-specialty groups or clinics are uncommon. 
Care is funded on a fee-for-service basis, and Japanese patients can choose 
either a clinic or a hospital as their first point of contact with the health system. 

The Japanese hospital sector is dominated by private hospitals, with 
some 70 percent of hospitals and 55 percent of the total bed stock (74 percent 
of acute care beds) privately owned. Japanese patients have free choice of hos-
pital and are not restricted (other than by financial disincentive) from seeking 
hospital care without referrals. Hospital care in Japan is reimbursed using an 
activity-based approach including payment per procedure or service, and a 
diagnosis-adjusted per diem (per day of hospitalization) payment known as 
DPC or Diagnosis Procedure Combination.

Japan’s comprehensive insurance coverage provided by statutory insur-
ance companies, combined with gatekeeping-free rapid access to all levels of 
care, has resulted in a small market for private duplicative health insurance. 
While private insurers are permitted to sell coverage for goods and services 
included in the universal scheme, a significant market does not appear to have 
formed.9 Japanese voluntary health insurance typically comes in the form of 
complementary coverage for hospitalization or for certain health conditions/
diagnoses with cash payments paid daily for hospitalizations and in a lump 
sum for conditions/treatments.

Health care in Germany
The German health care system provides universal insurance coverage through 
a system of some 145 competing private not-for-profit statutory health insur-
ance (SHI) funds and 43 private health insurance companies (24 for-profit, 19 
not-for-profit). 10 Statutory health insurance is available to nearly the entire 
population—and is required for most. It is funded by premiums based on 
income, and taxpayer-sourced funding is provided to assist with coverage for 
specific population groups. Those earning more than €50,850 (CA$65,340) 

9 The Japanese system does, however, uniquely restrict mixed billing approaches other than for 
those items listed in the “specified medical costs” list. Individuals purchasing certain treatments 
(for example, special drugs or new treatments), are prohibited from using health insurance to 
fund other associated health services that would otherwise be covered if the unlisted service was 
not used. The OECD (2009) has recommended that this ban be relaxed to improve the quality 
of health care services in Japan.
10 This summary of the German health insurance system is based on information from Green 
et al., 2013; Blümel, 2012; Busse and Riesberg, 2004; Lundy and Finder, 2009; and Tanner, 2008.
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can choose to remain either in the statutory scheme on a voluntary basis (most 
do) or, along with civil servants and the self-employed, purchase private health 
insurance under the lifetime underwritten (to avoid large increases in pre-
mium as consumers age), risk-related (assessed upon entry), guaranteed offer 
insurance premiums. 11 In either case, health insurance coverage is mandatory.

Cost sharing applies to insured services throughout the health care 
system. For example, under the SHI scheme, patients are responsible for a €10 
charge per day for hospital care and post-hospital rehabilitation treatment, 
a €10 payment for the first visit to a physician in a quarter and for each con-
tact with other physicians seen without a referral in that same quarter, and 
between €5 and €10 for some prescription drugs. Insurance funds are able to 
offer a range of deductibles and no-claims bonuses. Limits to payments apply, 
as do exemptions from cost sharing for certain populations.

Primary care in Germany is largely delivered by physicians in individ-
ual or dual private practices on a fee-for-service basis. While most physicians 
employ doctors’ assistants, multi-specialty clinics are uncommon. Individuals 
have free choice of doctor and are not required to have a GP referral in order 
to see a specialist, although incentives are used to encourage GP gatekeeping.

About half of all hospital beds in Germany are found in public hospitals 
(30.5 percent of hospitals), with private not-for-profit hospitals accounting 
for a third of beds (36.6 percent of hospitals), and private for-profits (grow-
ing in number and market share since the 1990s) the remainder (32.9 percent 
of hospitals). Hospitals are typically staffed by salaried doctors. While many 
hospitals (and most university hospitals) are publicly owned, German gov-
ernments have virtually no role in the direct delivery of health care. Hospital 
care in Germany is funded using an activity-based model that was made 
obligatory in 2004.

In addition to playing a primary insurance role for higher income 
Germans, civil servants, and the self-employed, private health insurance in 
Germany also provides coverage for items not covered under the SHI scheme. 
For example, private insurance can provide access to better amenities and 
cover some copayments. Further, senior doctors in hospitals can treat pri-
vately insured patients on a fee-for-service basis.

11 The exchange is based on average of 2012 conversions from the Bank of Canada’s 10-year 
currency converter (http://www.bankofcanada.ca/rates/exchange/10-year-converter/).
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Health care in the Netherlands
The Dutch health care system12 provides universal insurance coverage through 
a system of some 2913 competing for-profit and not-for-profit private statu-
tory insurance providers. To ensure universality, insurers must price insur-
ance policies using community-rated premiums and accept all comers, while 
access is ensured through tax subsidies for select populations and those who 
cannot afford insurance coverage. Individuals in the Netherlands can not 
only choose their insurer for their individual insurance contract, they can 
also select between a limited range of policy options including the form of 
insurance payment (reimbursement or direct provider payment) and higher 
deductible options.

As in the case of other nations described here, cost sharing applies 
throughout the Dutch health insurance system, although to a much lesser 
extent than in Switzerland or Japan. A €350 deductible applies to all insurance 
contracts for those over the age of 18. GP visits and other select services are 
exempt from the deductible.

Primary care providers in the Netherlands are expected to play a 
gatekeeping role, with non-emergency access to specialists available on a 
GP-referral basis only. Citizens are registered with a GP of their choice and 
can switch without restriction. Services are provided not only by doctors, but 
by nurses, many of whom are employed by GPs on a salaried basis. Most GPs 
are independent entrepreneurs or work in a partnership, with some 51 percent 
of GPs working in group practices of three to seven doctors, 29 percent in two-
person practices, and 20 percent in solo practices. Payment for primary care 
services in the Netherlands is on a blended capitation/fee-for-service basis.

Hospital care in the Netherlands is largely provided by private not-for-
profit hospitals, and insurance companies are permitted to selectively contract 
with hospitals though this is not common in practice. The majority of hospital 
specialists work independently or in partnership with other specialists under 
an output-based compensation model, with one third of specialists salaried. 

12 This summary of the Dutch health insurance system is based on information from Daley et 
al., 2013; Leu et al., 2009; Paris et al., 2010; Schäfer et al., 2010; Schut and Varkevisser, 2013; and 
Westert, 2012.
13 The insurance marketplace in the Netherlands is highly concentrated, with the four largest 
companies together having a 90 percent market share. Twenty of the 29 insurance providers 
belong to one of these four companies.
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Approximately 70 percent of hospital care is funded through an activity-based 
model (known as Diagnosis Treatment Combinations/Diagnose behandeling 
combinaties or DBCs) where hospitals and insurers individually negotiate 
payment rates for outpatient, inpatient, and specialist costs.

Voluntary health insurance in the Netherlands serves complementary 
and supplementary roles. Items covered include some dentistry, additional 
physiotherapy, and coverage for some out-of-pocket payments, though not 
the compulsory deductible. Most of the population purchases voluntary 
health insurance in addition to the statutory insurance product. 

Summary
Clearly, some countries rely to a larger extent on private competition and pri-
vate resource allocation, and to a lesser extent on government for the opera-
tion of the insurance scheme (with government taking a strong regulatory and 
oversight role). They seem to have done a better job of providing timely access 
to health care services for their citizens than nations that have relied more 
heavily on government for the operation of health insurance and provision 
of health care. Put more succinctly, health care systems that rely to a greater 
extent on market-based policies seem to outperform others in offering timely 
treatment. As the next section will show, among nations that struggle with 
long wait times, some have been successful in reducing wait times by imple-
menting policies that either adopt or mimic market mechanisms.

Reducing wait times: Incentives matter
Wait times and waiting lists for health care are a major concern in a num-
ber of developed nations. Waiting lists are generally found in countries with 
no- or low-patient-cost-sharing, constraints on surgical capacity, and public 
(or tax-funded and government run) health insurance (Willcox et al., 2007). 
However, as chapter 2 of this book showed, wait times vary considerably 
between nations.

Much of the difference in waiting across countries is the result of differ-
ences in health care policy. Some policies are simply more effective at ensuring 
care is delivered in a more timely fashion. Typically, those policies are built on 
a model whereby “money follows the patient” in a competitive scheme that 
includes patient choice. Under such a regime, providers are given financial 
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incentives that ensure their priorities are better aligned with the preferences 
of their patients, ultimately creating a more consumer-focused approach to 
health care delivery. 

While both supply-side and demand-side policies have proven effec-
tive at reducing wait times, a combination of the two has proven to be among 
the more successful approaches. Examples of these approaches include care 
guarantees with sanctions, or care guarantees with choice and competition. 
Interestingly, polices appear to be successful to the extent that they incorpo-
rate or mimic the incentives and allocation mechanisms that would be found 
in a private competitive marketplace.

Dedicated or additional funding
One of the most common approaches to reducing wait times in developed 
nations that are struggling with long queues is targeted funding programs. 
These have simply not worked over the longer term according to OECD 
reviews of waiting times policies (Borowitz et al., 2013b). This outcome may 
seem at odds with the finding noted above that higher expenditures may be 
related to lower wait times. However, the failure of funding programs is easily 
understood when viewed from a “cause of waiting” perspective.

Critically, in the absence of other reforms, targeted funding programs 
are unlikely to alter the dynamics that created waiting lists in the first place. 
While they may add temporarily to capacity, and thus temporarily reduce 
queues, they will not lead to longer term improvements in efficiency and activ-
ity once the funding runs out. Equally importantly, once news of increased 
funding and plans to reduce waiting is announced, increased demand may 
overwhelm any temporary increase in capacity. In fact, changes in demand 
may lead to longer queues once temporary funding runs out.

Further, targeted funding programs may end up focusing only on select 
areas of health care or select segments of waiting (as has been the case in 
Canada). The effect of ignoring wait times in other areas or other waits on 
the continuum may leave patients no better off overall. For example, tar-
geted funding may focus on the booking-to-treatment segment of waiting, 
yet in the absence of an increase in efficiency, the result may be longer wait 
times in prior areas, such as the referral-to-consultation or consultation-to-
booking stages. Targeted funding may also lengthen wait times in other areas 
of health care depending on how the funding is allocated. For example, if 
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hospitals receive extra funds so they can provide more care in specific areas 
with long wait times, it is possible that activity in other non-targeted areas 
will be reduced to create capacity for the more profitable service.

Financial rewards for reducing waiting
Financial or other rewards for reducing wait times is a strategy that has been 
employed in several nations. England, Ireland, Spain, and Australia have all 
provided premiums and bonuses to providers for reducing wait times. New 
Zealand, England, and Australia have also used increased autonomy from 
government bureaucrats as a reward for delivering more timely access to care. 

The track record of such rewards is mixed. Importantly, Siciliani and 
Hurst (2005) note that hospitals may respond to such incentives either by 
increasing supply, or by reducing demand by blocking additional patients 
from joining the waiting lists. The relative attractiveness of these two options 
will in part depend on how health care is compensated: through activity-based 
funding or through global budgets. This said, financial rewards for physicians 
who reduced wait times in Spain may have contributed to an accelerated 
reduction in wait times in that country.

Rationing by prioritization and thresholds
An alternate approach to increases in supply is to restrict access to care based 
on criteria measuring the severity of illness in order to focus care on those 
who would benefit medically the most. The corollary to this is, of course, that 
those who are deemed to benefit less would be denied treatment, or end up 
waiting longer for care. This approach has been used most notably by New 
Zealand, and it is sometimes offered as a superior approach to individual 
provider-managed queuing and rationing.

While prioritization is not really an approach to reducing wait times 
(or eliminating them), it does, at least in theory, attempt to organize the queue 
in a manner that might be considered equitable and which attempts to reduce 
the risk of medical harm, as those in most need would ostensibly receive care 
more rapidly than those in lesser need.14 However, whether this happens in 
practice is questionable once one considers potential gaming by physicians, 

14 Prioritization criteria may include severity of condition, expected benefit, need, urgency, 
decay rate of disease, and time spent on the wait list (Siciliani and Hurst, 2005).
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questions about the reliability of prioritization tools, difficulties in measuring 
need and potential to benefit, and variations in patient scoring and clinical 
thresholds. Numerous studies in Canada and other countries have shown that 
non-price rationing through queuing does not necessarily result in equality 
of access independent of ability to pay. Rather, those with higher incomes or 
education tend to wait less time than others (Esmail, 2009; Borowitz et al., 
2013a). It is by no means certain or obvious that a program requiring physi-
cians or administrators to measure the severity of illness using a standardized 
approach to prioritize patients in the queue would resolve these concerns.

Prioritization can, however, be paired with pre-determined thresh-
olds for treatment and wait time targets in an effort to reduce wait times. 
By reducing the number of patients added to the wait list, this strategy can 
reduce waiting times for patients in the queue. This is the approach followed 
by New Zealand for many years in select surgical areas, where patients who 
meet the treatment threshold (which may be determined by financial rather 
than clinical constraints) are guaranteed access to surgery within six months, 
while those who do not are not added to the waiting list and are referred back 
to their general practitioner for care and monitoring. While the tools used by 
physicians to prioritize patients have not been without their problems, the 
numbers of patients awaiting specialist consultation and treatment have been 
reduced in New Zealand (Willcox et al., 2007; Cumming, 2013). Though full 
credit for this improvement cannot be given to the prioritization approach, 
it has likely played some role alongside increases in the volume of surgeries, 
the application of financial incentives and targets, and increasing attention to 
services management. This said, reported improvements in New Zealand may 
not have been entirely in the interest of patients: Willcox et al. (2007) report 
that more than 35,000 patients who were accepted onto waiting lists originally 
were removed and sent back to their general practitioner in response to finan-
cial penalties imposed when the six-month waiting time targets were not met.

While important questions remain about the reliability of the scoring 
mechanisms and physicians’ use of them, prioritization and access controls 
are clearly more effective at reducing wait times than increases in funding.

Encouraging private insurance
Another approach to reducing waiting in the public system is to encourage 
patients to seek care in privately funded settings, thus reducing demand 
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for publicly funded health care. Both Australia and Denmark have experi-
mented with such policies. However, neither country appears to have mark-
edly reduced waiting times in the public system through this approach. To 
the extent that a greater proportion of patients are receiving queue-free care 
in the private sector, however, wait times may be shorter for the population 
as a whole.

In Australia, a series of policy interventions increased private health 
insurance coverage from 30.5% of the population in 1999 to 44.1% in 2002, 
with an accompanying increase in the privately-funded share of activity. 
Siciliani and Hurst (2005) note that wait times reductions were observed 
between 1999 and 2001. However, Borowitz et al. (2013b) find that the use 
of public hospitals did not fall significantly, and that wait times were not 
reduced meaningfully. 

Denmark introduced a tax exemption for private health insurance in 
2002. Following this policy change along with an increase in publicly funded 
purchases of care from private providers, the private sector underwent a 
marked expansion. While private hospital activity did increase, and while 
public sector usage fell following the policy change, waiting times in public 
hospitals remained unchanged (Borowitz et al., 2013b).

Encouraging patients to seek privately funded care in the absence of 
policies dealing with the underlying causes of long wait times in the public 
sector (lack of competition, lack of appropriate financial incentives, etc.) does 
not appear to be a promising route to reducing wait times for publicly funded 
care. This is not to say, however, that privately funded care does not benefit 
citizens.15 Importantly, to the extent that private health care allows some 
individuals to receive faster care while not adversely affecting the waits for 
others, access to care is improved for society as a whole. Further, to the extent 
that such a policy assists a public health care system in managing increases 
in demand over time, it may help to avoid increases in waiting lists. Finally, 

15 There is concern about the extent to which private activity supplants publicly funded activity 
by consuming limited professional resources. While the evidence for this phenomenon is not 
clear, and while allowing physicians to work in both public and private sectors is not uncommon 
in developed nations, policy approaches have been employed to mitigate this concern (Hurst and 
Siciliani, 2003). Another way to contend with this possible (though not proven) problem would be 
to employ or contract with private sector providers from abroad, as Norway, Denmark, Ireland, 
England, and the Netherlands do (Siciliani and Hurst, 2005).
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changes in demand that follow such a policy are important to consider when 
examining public waiting lists. If demand for public health care increased fol-
lowing the policy change and news of hoped-for reductions in public queues, 
an unchanged public waiting list would mean that more patients are receiving 
care in total than under the previous approach.

Activity-based funding, choice, and competition
Activity-based funding for hospital and surgical care, or systems where pay-
ments are provided for patients treated based on their condition or treatment, 
are widely recognized to increase efficiency and productivity compared to 
models that fund care independently of volume, such as the global budgeting 
used in Canada (see, for example, Esmail, 2007). On its own, activity-based 
funding does not appear to have a strong impact on wait times, at least based 
on the experiences of Denmark and Norway (Borowitz et al., 2013b). However, 
when paired with choice and competition (thus creating strong incentives for 
providers to attract and keep patients), activity-based funding appears to have 
a strong impact on access to health care.

As noted above, Siciliani and Hurst (2003) found in their analysis of 
wait times for health care that activity-based funding was related to a lack 
of problematic wait times. Borowitz et al. (2013b) further note that nations 
with no wait times share a common characteristic: patients are able to choose 
freely among hospitals. Borowitz et al. also emphasize the important relation-
ship between choice and competition, and activity-based funding, in lowering 
waiting times.

In the absence of activity-based funding, choice and competition alone 
likely do not create the necessary incentives for reducing wait times. Critically, 
while patients may be able to choose what facilities or providers they use, 
those providers’ finances are not improved simply because they attract more 
patients (through shorter waits, for example). In fact, their monetary situa-
tion may worsen if their financial resources are consumed more rapidly. Thus, 
even if patients have more choice, providers have little incentive to reduce 
waiting times or to work in other efficient or effective ways to attract patients. 
Indeed, it may even be in a provider’s economic interest to discourage patients 
by having longer waits or offering fewer of the services that patients want. 

Combining activity-based funding with choice and competition 
results in a strong incentive for providers (hospitals, surgical clinics, etc.) to 
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reduce wait times and provide those services that patients desire. Of course, 
the potential for reducing wait times, and the incentives to do so, are limited 
by total capacity, the extent of excess demand, and the response to increased 
service availability and reduced waiting. The potential for reduction is also 
tempered by budgetary limitations and how they are applied to hospital fund-
ing. Still, the combination of market-based incentives (including choice and 
competition) and money following the patient is highly effective at reducing 
waiting.16 For example, in Denmark, free-choice policies paired with activity-
based funding that fully compensated health regions for the cost of care made 
it profitable to keep patients within a region, and even to attract patients from 
other regions. The introduction of activity-based funding in Denmark was 
followed by a 17 percent decrease in waiting times and a 13 percent increase 
in surgical activity (Borowitz et al., 2013b; Siciliani and Hurst, 2005). Indeed, 
several countries are encouraging more choice combined with activity-based 
funding to motivate patients to move from areas with high wait times to those 
with low wait times. Those countries also provide information about wait 
times in order to help patients make their decisions (Siciliani and Hurst, 2005).

To the extent that the private sector is involved in the marketplace, 
incentives will be further enhanced as a result of greater competition, and as a 
result of differences in response to financial incentives between public and pri-
vate providers. Further, the private sector can increase capacity in the system, 
thereby enhancing the benefits of choice and activity-based funding. Studies 
have shown a positive benefit to including private providers within an activity-
based funding model, particularly if a competitive bidding process is used to 
determine compensation rates. For example, OECD-DFEACC notes the “pres-
ence of for-profit hospitals can be associated with 2.4 percent lower hospital 
payments in a geographic area,” that “[p]rice competition between selectively 
contracted hospitals can lead to price reductions of 7 percent or more”, and 
that “[b]enchmarking of payment levels against most efficient hospitals can 
lead to a 6 percent reduction in costs at less efficient hospitals” (2006: 25). An 
OECD economic survey of the UK has also noted that “[i]nvolving a broader 
mix of providers can stimulate productivity as public and private providers 
learn from each other’s innovations…” (OECD, 2004: 5). More closely related 

16 The same is true for physicians when comparing salaried physician care with free choice of 
physician under a fee-for-service compensation model. As the latter is the norm in Canada, this 
policy shift is not discussed here.
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to this discussion of wait times is the fact that Spain’s successful initiative to 
reduce waiting times involved relying on the private sector for approximately 
20 percent of the total increase in activity (Siciliani and Hurst, 2005).

It is valuable to reiterate the benefits created by combining activity-
based funding and competition with the private provision of services. Indeed, 
when it comes to efficiency and patient-focus (including waiting times), own-
ership (though an important factor) may be less important than the extent of 
competition. Both public and private providers are likely to be less efficient in 
the absence of competition, while both are likely to operate more efficiently in 
the presence of competition. The key advantage of introducing more private 
provision in health care is that it would provide greater competition, putting 
pressure on all providers, public and private, to operate more efficiently.

Wait time guarantees
In recent years, the most common policy implemented by developed nations 
attempting to reduce wait times is the provision of a maximum waiting time 
guarantee. Such guarantees are often built on a combination of supply-side 
and demand-side policy approaches. The international experience suggests 
that wait time guarantees are most effective when they are comprehensive 
(rather than focused only on a single segment of waiting or a single surgical 
area), include choice of provider, the ability of patients to change providers, 
and rewards for providers who attract patients through more timely care 
(Borowitz et al., 2013b). In this sense, wait times guarantees work best when 
they incorporate or mimic market-type incentives, with financial penalties 
for providers who fail to meet consumer expectations and rewards for those 
who meet and exceed them.

England’s experience with wait time guarantees connected to incen-
tives for providers shows the potential effectiveness of such an approach. In 
England, increases in funding with a focus on broad and inclusive targets for 
the provision of care (for example, an expectation of no more than an 18-week 
wait from GP referral to treatment), combined with activity-based funding, 
choice of provider, and competition, alongside significant consequences for 
hospital administrators who do not meet the targets, has resulted in the virtual 
elimination of long waits in that country (Smith and Sutton, 2013). 

Finland is another country that has pursued a successful program of 
wait times reductions; it has penalized providers who failed to meet wait 
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time targets.17 Importantly, these penalties seem to be central to explain-
ing the reduction of wait times in that country. Wait times fell considerably 
when fines were threatened, but increased again when the threat of fines was 
removed (Jonsson et al., 2013). Indeed, reviews of the Finish experience find 
that wait times tend to rise when the supervision of the time targets slackens 
(Borowitz et al., 2013b). This mirrors the experience in Denmark where the 
patient’s free choice of hospital (with the region that did not provide timely 
care paying for the care provided more rapidly in another region) likely con-
tributed significantly to wait time reductions (Borowitz et al., 2013b).

Portugal has also had a positive experience with waiting time guar-
antees linked to market-type incentives for providers. Portugal’s effective 
approach to wait time targeting has involved providing comprehensive wait 
time information along with choice and competition through a system of 
vouchers (with activity-based payment) that has allowed patients free choice 
of any provider, public or private, when 75 percent of the waiting time guar-
antee has been reached. 18 Between 2005 and 2010, the proportion of patients 
waiting beyond the target time in Portugal fell markedly (by 39 percent) 
despite an increase in the demand for care.

Spain has also had some success in introducing market-type incentives 
to reduce wait times and increase surgical activity. Spain’s package of reforms 
included setting maximum waiting time targets, providing extra funding 
for additional services, contracting with the private sector, and providing 
financial incentives, including bonuses for specialists who achieve wait times 
reductions. The results were impressive: a 28 percent increase in services 
provided and a 68 percent decrease in average wait times between 1996 and 
2000 (Siciliani and Hurst, 2005). Furthermore, while wait times had been 
declining for some procedures prior to the implementation of waiting list 
reduction measures, the rate of the decline in waiting accelerated afterwards, 
and the introduction of financial rewards led to further marked reductions 
in wait times (Siciliani and Hurst, 2005).

While wait time targets combined with market-type incentives have 
clearly been successful, they are not without their drawbacks, particularly 

17 There is some question about the sustainability of programs based on penalties given their 
unpopularity with health care professionals.
18 The targets in Portugal are broad and segregated into 4 priority groups (normal, priority, high 
priority, and urgent) for three types of treatment (general, cancer, and obesity).
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in the details of how the guarantee is defined and how it is met in practice. 
Importantly, wait time targets tend to focus on those waiting for a long time. 
But if clinical prioritization (even among individual physicians) is working 
reasonably well, the consequence is that the focus will be on those who are 
least in need of care. This is important if, in order to meet wait times targets, 
care for those waiting for a long time is prioritized at the expense of longer 
delays for those with shorter waits (and theoretically greater need, with asso-
ciated increased risks of waiting).

One response to this concern is to introduce conditions into guaran-
tees. Under such an approach, the wait time target or guarantee is specific 
to a particular patient’s priority, which is classified either formally through a 
standardized tool, or less formally through broad categories, such as high or 
low priority, or very urgent, urgent, or non-urgent. While physician gaming 
of such a system may be possible, this approach, at least in theory, miti-
gates concerns about the lengthening of shorter wait times for more critical 
patients in order to accommodate the shortening of longer wait times for 
less critical patients.

It is also important to focus on the entire wait time continuum rather 
than on one particular segment of it. In the absence of a broadly defined 
wait time target, it is possible for providers to meet targets, not by increas-
ing throughput, but by increasing other wait times that are not targeted or 
measured. For example, a wait time initiative that focuses only on the wait 
from specialist to treatment could have the effect of increasing the wait time 
to see a specialist in the first place, rather than reducing overall wait times. 
Similarly, a focus on the booking-to-treatment wait may lead to limited access 
to bookings. And focusing only on particular procedures or particular groups 
of patients may lead to deteriorations in timeliness for those not part of the 
focus as resources are shifted to the areas under scrutiny.

Finally, the responses of providers to incentive schemes may also lead 
to undesirable outcomes. In Sweden, for example, an apparently successful 
program focused on increasing the proportion of patients receiving treatment 
within a certain time frame may not have been as beneficial to patients as the 
data suggest. In particular, physicians bound by the guarantee may have raised 
the threshold for assigning patients to the guarantee, while departments with 
shorter wait times did not have the highest level of output and provided the 
guarantee to a smaller share of patients (Siciliani and Hurst, 2005).
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The Dutch miracle
As noted earlier in this chapter, the Netherlands stands out for its ability 
to maintain a universal-access health care system that does not struggle 
with queues for treatment. However, in a 2003 review of waiting times, the 
Netherlands was counted among nations where wait times for health care 
were perceived to be a problem (Siciliani and Hurst, 2003). The introduc-
tion of choice and competition with activity-based funding has enabled the 
Netherlands to be the only nation to solve that problem between 2003 and 
2013 (Borowitz et al., 2013b). Further, the Netherlands has maintained its “no 
waiting” status for several years, suggesting that these policies have had more 
than a temporary impact, and that more recent market-based reforms have 
also been successful in maintaining high performance.

Wait times emerged as an important policy issue in the Netherlands in 
the 1990s. While wait times for care in the Netherlands may not have been as 
long as in other countries, such as in England, they were nevertheless a concern 
to Dutch citizens. Initial government policies aimed at reducing wait times failed. 
Those early approaches focused on increasing funding, but left unchanged incen-
tives for hospitals and physicians to increase their activity (Schut and Varkevisser, 
2013). In the end, the policy approach that proved successful in reducing wait-
ing times was a combination of activity-based funding, the lifting of the cap on 
hospital spending, choice and competition, and the introduction of acceptable 
wait times limits for different forms of care (Treek norms). 

The Treek norms were broad and inclusive: six weeks for day treatment, 
seven weeks for inpatient treatment, and four weeks for hospital specialist 
diagnosis and medical assessment. Further goals were included that related 
to the distribution of waiting: 80 percent of patients within four weeks, five 
weeks, and three weeks for each of these services respectively. Interestingly, 
the Dutch government did not introduce a wait time guarantee out of concern 
for the resulting increase in bureaucracy, increase in administrative burdens, 
and costs of implementation (Schut and Varkevisser, 2013). 

In addition to these targets, hospitals moved from fixed budgets 
to activity-based funding (known as a “cash on the nail” scheme in the 
Netherlands), and governments simultaneously abolished restrictions on the 
number of medical specialist positions in hospitals. The result of this shift 
in incentives was a rapid increase in production and a related substantial 
decrease in waiting times (Schut and Varkevisser, 2013). 
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It is important to note that the reductions in wait times predated the 
introduction of competition between statutory social insurers. However, wait 
times have remained low in the Netherlands throughout the adoption of a 
greater role for competition in the financing of health care. Today, health 
insurers in the Netherlands actively work to keep wait times low and have 
introduced schemes that seek out hospitals with short waits to be offered as 
alternative providers for patients. The hospitals are sometimes in other coun-
tries, including Belgium, Germany, and Spain. Insurers claim that wait times 
have been reduced considerably as a result of these programs. For example, 
waits were reduced by one to two months for some 47,000 patients in 2009, 
while several health insurers guaranteed treatment within days for a number 
of medical services, and within weeks for hip and laparoscopic operations 
(Schut and Varkevisser, 2013; Borowitz et al., 2013b).

Why Canada’s approach has failed
Given the experience of eight developed nations that maintain universal-
access health insurance without queues for treatment (Belgium, France, 
Germany, Japan, Korea, Luxembourg, the Netherlands, and Switzerland), and 
the relative success of programs seeking to reduce waiting times in countries 
such as England and Portugal, Canada’s failure to improve upon the state of 
waiting over the past decade comes as a great disappointment. According to 
the Fraser Institute’s annual national waiting list survey,19 Canadian waiting 
times rose considerably through the 1990s, then stalled there (figure 6.4). 
This lack of improvement comes in spite of considerable increases in health 
expenditure (also shown in figure 6.4).

A central part of the explanation for this lack of improvement is that 
Canada’s attempts to cut wait times have failed to heed the lessons from other 
countries described above. Specifically, Canadian governments have failed to 
recognize the importance of combining activity-based funding and competi-
tion with patient choice, the value of broad rather than limited and specific 
goals, and the importance of including or mimicking market-based methods 
of allocating resources.

19 This study is Canada’s only source for national, comparable, and comprehensive wait times data 
and can provide wait times measurements from 1993 onwards for all of Canada’s 10 provinces.
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Consider, for example, the Pan-Canadian Benchmark wait times 
(shown in table 6.2) and the billions of dollars in additional funding pro-
vided by the federal government to the provinces to support reductions in 
wait times and improvements in access. Setting aside concerns about lengthy 
targets, the benchmarks were not associated with any penalties for provinces 
that failed to reduce wait times or meet the benchmarks. Rather, the initia-
tives ended up being nothing more than simple agreements of theoretical 
maximum lengths of time patients should wait, accompanied by substantial 
increases in funding.

Further, Canada’s Pan-Canadian Benchmark wait times focused only 
on the specialist-to-treatment wait time and ignored wait times to see spe-
cialists in the first place. They also focused only on six areas of treatment: 
hip and knee replacement, hip fracture repair, cataract surgery for specific 
patients, bypass surgery, and radiation therapy. Together these made up just 
one fifth of surgical cases (CIHI, 2009). This meant that 80 percent of surgical 
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cases fell outside explicit governmental wait time goals. Furthermore, the 
wait times benchmarks ignored diagnostic services.20

Provincial approaches to reducing wait times, while somewhat differ-
ent from one another in detail, also largely failed to recognize the importance 
of market mechanisms in improving access to care. While financial incen-
tives, competition, and activity-based funding saw some limited application, 
at least at the margin, for the most part provinces focused on bureaucratic 
solutions, and did not attach consequences for failing to reduce waiting times 
or provide financial incentives for success. Strategies pursued by countries 
that were successful in reducing waiting (which, as discussed above, include 
activity-based funding, competition, and patient choice) were often either 
ignored, pushed off to the future, or dismissed on grounds that they would 
harm the universal-access health care system. 

Not surprisingly, little has improved in the Canadian health care 
system under this regime. For example, the Canadian Institute for Health 
Information reported in 2009 that surgical activity within wait time priority 

20 In practice, several provinces took the further step of including in their focus the wait times 
for diagnostic services (included as a priority area for wait times reduction under the 2004 Health 
Accord but without an identified Pan-Canadian Benchmark wait time) and a broad range of medi-
cal services from specialist to treatment. However, nearly all ignored the wait times incurred to 
see a specialist in the first place.

Table 6.2: Pan-Canadian Benchmarks for Wait Times
Service Benchmark

Coronary artery bypass graft (CABG) Level I (urgent) within 2 weeks/Level II (semi-urgent) 
within 6 weeks/ Level III (elective) within 26 weeks

Cataract surgery Within 16 weeks for patients at high risk

Hip replacement Within 26 weeks

Knee replacement Within 26 weeks

Hip fracture fixation Within 48 hours

Radiation therapy Within 4 weeks

Note: According to the Canadian Institute for Health Information, Benchmarks are "evidence-based goals each prov-

ince or territory will strive to meet, while balancing other priorities aimed at providing quality care to Canadians. Bench-

marks express the amount of time that clinical evidence show is appropriate to wait for a procedure." (CIHI, nd)

Source: Saskatchewan Surgical Care Network, nd; CIHI, nd.
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areas increased some 8 percent after adjustments for population growth and 
ageing between 2004/05 and 2007/08. However, the age and population-
adjusted rate of surgery in other areas remained about the same, suggesting 
little to no improvement for patients who were outside the focus of Canada’s 
governments. Further, Esmail et al. (2012) determined that (broadly defined) 
areas of the health care system that were focused on by government since 
2004 had either improved or remained unchanged by the end of the decade, 
while areas outside of government focus all deteriorated.

Conclusion
International experience supports the view that market-based policies, or 
policies that mimic market mechanisms, can reduce wait times. On the other 
hand, approaches that do not incorporate or mimic market mechanisms have 
little success in reducing wait times despite the increased expenditures that 
often accompany them. This is both to the detriment of those in need of care 
and to those who fund the health care system.

Eight developed nations have adopted this lesson to a greater extent 
than others and managed to deliver universal access to care without queues 
for treatment. Belgium, France, Germany, Japan, Korea, Luxembourg, the 
Netherlands, and Switzerland all employ choice and competition in the deliv-
ery of services and require consumers to share the costs of their health care. 
Furthermore, all of these nations employ a social insurance construct for the 
funding and operation of health care which serves to depoliticize health care 
decision making and create a clearer connection between the payment for 
services and the provision of those services. 

If Canadians want to enjoy more timely access to health care services, 
they must adopt more market-oriented policy approaches for the allocation of 
health care resources. Failure to do so will continue to condemn the country’s 
denizens to long wait times for medically necessary care.
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