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Preface 

Michael Walker 

T HE FRASER INSTITUTE HAS 
long had an interest in the 
health care system and in pro­

viding information about it to those 
concerned about establishing an 
appropriate public policy frame­
work for the delivery of this vital 
service. 

The Fraser Institute has published 
three books dealing with Canada's 
health care system.1 While each au­
thor approaches the subject from a 
different perspective and from a 
different analytical orientation, all 
are concerned with the impact of 
economic arrangements regarding 
health care on the quality and quan­
tity of health care services delivered 
to Canadians. Our interest was par­
ticularly piqued several years ago 
by my discovery that in the United 
Kingdom, local governments actu­
ally produced publications listing 
hospital waiting lists for a selection 
of operations as a guide for health 
care consumers. The intent in pub-

lishing the lists was to improve the 
efficiency of the National Health 
Service by ensuring that health care 
consumers were aware of the hos­
pitals which had the shortest wait­
ing times. Since the lists were much 
longer than could be justified by the 
desire to avoid unused capacity or 
to permit patients to have enough 
time to arrange their affairs prior to 
admittance to hospital, the un­
avoidable conclusion was that 
waiting was being used as a 
method for rationing health care in 
the U.K. 

About the same time, anecdotal ev­
idence began to emerge suggesting 
that hospital waiting lists were 
starting to become significant in 
Canada. However, there were no 
systematic measurements of the ex­
tent of waiting. Those partial wait­
ing list measurements which were 
made by hospitals and by govern­
ment departments were regarded 
as politically sensitive and they 

1 Ake Blomqvist, The Health Care Business, 1979; Ronald Hamowy, Canadian 
Medicine, A Study in Restricted Entry, 1984; and Malcolm C, Brown, Caring for 
Profit, 1987. 
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were not made generally available. 
Some preliminary measurements 
made by The Fraser Institute indi­
cated that waiting was much more 
prevalent in the 1990s than it had 
been in the late 1960s. At the same 
time, there was increased concern 
about the cost to the government of 
continuing to supply the level of 
health care services that had been 
the norm. The health policy issue 
associated with these two develop­
ments is the possibility that waiting 
lists or queues are being used as an 
alternative to rising prices; they re­
strain health care expenses in a sys­
tem where prices have been 
systematically eliminated and nei­
ther physicians nor patients have 
the slightest economic incentive to 
consider the costs of their decisions. 

The current Critical Issues Bulletin is 
the Institute's third attempt to doc­
ument the extent to which queues 
are being used as a means of adapt­
ing to the conflict between limited 
budgetary allocations and unlim­
ited demand for free health care. 

Critical Issues Bulletin 

The study, conducted by Joanna 
Miyake and myself with the assis­
tance of Steven Globerman, has 
been enthusiastically supported by 
The Fraser Institute, but the work 
we have undertaken has been inde­
pendently conducted. The views 
expressed in this study, therefore, 
may or may not conform with the 
views of the members and Trustees 
of The Fraser Institute. 

The Institute is pleased to offer the 
results of the research to the public 
for consideration and debate in the 
hope that more attention will be 
focused on the issue of hospital 
waiting lists and on improving our 
measurements of and knowledge 
about this aspect of health care pro­
vision in Canada. The fact that the 
provincial governments across the 
country are mounting projects to 
produce "official" hospital waiting 
lists is a concrete indication that our 
work has been useful in stimulating 
appropriate concern about this 
public policy issue. 
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Waiting your turn: 
hospital waiting lists in Canada 
Third ediHon 

Joanna Miyake and 
Michael Walker 

Introduction 

THERE WERE MORE TELEVISED 
news stories on health care 
than on the economy in Can­

ada last year. That this could hap­
pen during a recession is an 
indication that the funding and 
management of health care have 
become a major source of public 
anxiety. Rightly so, for with contin­
uing large government deficits and 
the escalating cost of health care, 
Canadians will have to make im­
portant decisions in the near future 
about the quality of health care de­
livery under our universal system. 
Preserving a universal health care 
system though rationing is now a 
topic openly discussed by health 
administrators} as is the need to 
restrict the amount of new technol­
ogy provided to hospitals in order 
to keep hospital costs down. 

One of the clearest manifestations 
of the rationing of health sector re­
sources in Canada is the existence 
of waiting lists for medical proce­
dures and treatments. To the extent 
that non-price rationing of hospital 
capacity is occurring, monetary 
and non-monetary costs may be 
borne by Canadians even though 
these costs are not explicitly recog­
nized. These unrecognized costs 
may include, for example, lost 
work time, decreased productivity 
associated with physical impair­
ment and anxiety, and physical and 
psychological pain and suffering. 

A working person incapacitated by 
an illness bears the costs of the loss 
of work. These costs are not in­
cluded in those associated with 
running the health care system. 
Cancer patients needing radiation 
therapy who must drive long dis-

2 See for instance "Wiw calls the shots, if rationing becomes routine?" The Globe and 
Mail, April 30, 1992, p. A12. 
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tances either to a regional health 
centre or to the United States bear 
costs in terms of lost time which are 
not included in health costs nor in 
any way compensated by the 
health care system. A woman with 
a lump in her breast who is told she 
must wait four weeks for a biopsy 
to determine whether the lump is 
cancerous or not finds little comfort 
in the advice from her physician 
that epidemiological research 
shows that it doesn 't matter to the 
outcome if the biopsy is delayed 
that long. The anxiety and tangible 
psychological pain suffered by the 
woman are not included in the 
costs of operating the health care 
system.3 

In each of these cases, the savings to 
the government's budget are real 
and are matched by real though un­
counted costs to Canadian health 
care consumers. While it is difficult 
or impossible to measure these 
costs, it is possible to measure the 
extent of queuing or the length of 
waiting lists to approximate the ex-
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tent to which these costs may be 
mounting. 

A number of health sector adminis­
trators are sceptical about how 
meaningful and useful waiting lists 
are. They are sceptical both of the 
relevance of waiting lists as an indi­
cator of the performance of the 
health care sector, and of the reli­
ability of such data as a measure of 
the extent of rationing of health care 
services.' An earlier Fraser Institute 
publication evaluated various the­
oretical issues related to hospital 
waiting lists, including their rele­
vance as measures of "excess de­
mand."5 That discussion defended 
the proposition that waiting lists 
are a potentially important barom­
eter of performance in the health 
care sector. It also provided esti­
mates of waiting lists for a set of 
hospital procedures in British Co­
lumbia. This study was followed in 
1991 by a five-province study sim­
ilar to the initial B.C. study. 

1bis report builds upon our earlier 
two studies by updating waiting 

3 All of the foregoing represent actual cases in recent Canadian health care experience. 

4 

5 

Details are available from the authors on request. 

D.H.A. Amoko, Modrow, R.E., and Tan, J.K.H, "Surgical Waiting Lists II: Current 
Practices & Future Directions. Using the Province of British Columbia as a Test 
Study," Healthcare Management FORUM, Vol. 5, No.4. 

See Steven Globerman with Lorna Hoye, "Waiting Your Turn: Hospital Waiting 
Lists in Canada," Fraser Forum, May, 1990. 
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list estimates for the five provinces 
surveyed last year, and by expand­
ing the number of provinces sur­
veyed to include all provinces in 
Canada. In the next section we 
briefly review the relevant theoret­
ical issues before turning to the 
1993 survey results. 

Waiting lists as measures of 
excess demand 

The most straightforward interpre­
tation of hospital waiting lists is 
that they are indices of excess de­
mand for medical treatments per­
formed in hospitals, and that they 
represent the substitution of "non­
price" rationing of scarce resources 
for rationing by price. The ration­
ing, in this case, takes place through 
enforced waiting for the available 
capacity to perform a given treat­
ment or procedure. That waiting is 
a form of rationing and not simply 
the "postponement" of a service can 
be seen in the fact that there are costs 
involved for those who are forced 
to wait. If the people waiting had 
their choice, they probably would 
not wait in most cases. To the extent 
that that is true, the wait amounts 
to a denial of service, and that 
means rationing. (It is, of course, 
difficult to know exactly the extent 
to which people are happy to wait. 

But it can be presumed that those 
who are in physical pain or are un­
able to work but have to wait 
would prefer not to. Recently pub­
lished data by Statistics Canada in­
dicates that 45 percent of those who 
are waiting for health care in Canada 
describe themselves as "in pain."6 

To put the issue somewhat differ­
ently, war-time rationing of refrig­
erators or automobiles could be 
reinterpreted as simply waiting. 
Those who wanted a "fridge" in 
1940 but didn't get it until 1946 
weren't denied the fridge, they only 
had to wait. Obviously, the issue of 
time is an important one in the mat­
ter of goods provision. It is also im­
portant-in some cases crucial-in 
the case of waiting for medical ser­
vices. 

Economists generally believe that 
non-price rationing of scarce re­
sources is less efficient than ration­
ing through the price system. In 
particular, prices are efficient 
mechanisms for signalling the rela­
tive scarcity of any good or service, 
thereby encouraging both produc­
ers and consumers to modify their 
behaviour accordingly. A rise in 
price occasioned by an increase in 
the demand for a particular medi­
cal procedure does cause some 

6 Data taken from Statistics Canada's General Social Suroey-Health, 1991. 
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health care users to be deterred­
effectively rationing the existing 
supply. The price rise also sends 
out the signal that not enough 
health care is being supplied. As­
suming that the price rise makes 
additional profits possible, there 
will be an increase in the supply of 
health care as suppliers change 
their behaviour to take advantage 
of the new profit possibility. This 
supply response does not necessar­
ily occur if waiting is the system of 
rationing employed. 

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

At least two prominent qualifica­
tions can be raised about the social 
inefficiencies of rationing by wait­
ing. One is the claim that many pro­
cedures and treatments are 
performed where the social costs 
outweigh the social benefits. (The 
reasons suggested for this are dis­
cussed below.) However, even if 
that were true, it would still be de­
sirable to discourage the consump­
tion of a given amount of medical 
services by price rationing rather 
than by non-price rationing. In 
other words, let the working wife 
pay the increased costs of earlier 
treatment so she can get back to 
work, and let her husband wait for 
an opening in the "elective" surgi­
cal waiting list. That is the appro­
priate approach unless one is 
prepared to argue that patients will 
pay any price to receive specific 
treatments and that government 
bureaucrats are better able to deter­
mine whether treatment is war­
ranted at any cost of providing it. 

Copyright The Fraser Institute
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A second, and in our view more 
relevant, qualification is that non­
price rationing of a vital product 
such as medical services is fair and 
is perceived to be fair by society. To 
the extent that fairness is an objec­
tive, one might argue that non­
price rationing provides collective 
benefits that outweigh the ineffi­
ciencies identified above. How­
ever, depending upon how the 
non-price rationing occurs, the re­
sulting distribution of benefits may 
not be any improvement upon the 
price-rationing outcome. If, for ex­
ample, in a rationing circumstance, 
personal acquaintance with the 
head of surgery leads to less wait­
ing, then rationing by waiting sim­
ply becomes a cover for a system of 
personal privilege. Even if the 
probability of knowing the chief of 
surgery were not related to income, 
the replacement of rationing by 
price with rationing by acquaintance 
is only going to improve the equity 
of the situation by chance, if at all. 

The fairness argument can be fur­
ther qualified if we recognize the 
potential for providing direct cash 
transfers to poorer people to enable 
them to compete in the marketplace 
for any specific good or service. The 
argument against direct subsidies 
is that it is easier to target subsidies­
in-kind to appropriate recipients. 
In the context of health manage­
ment, one would presumably want 

to subsidize lower income people 
needing health care services. How­
ever, given the unexpected nature 
of many illnesses or accidents, it 
might be quite difficult to identify 
these people before the fact. Fur­
thermore, given the potential for 
catastrophic illness and the associ­
ated high costs of treatment, some 
amount of direct subsidization 
might have to be extended to a large 
portion of the population, and not 
just to low-income groups. In this 
case, the deadweight efficiency 
losses associated with the tax-trans­
fer process might not be signifi­
cantly different from those 
associated with transferring in­
come in-kind through non-price ra­
tioning. 

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

To be sure, there are many argu­
ments that have been made both for 
and against private medical insur-
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ance systems? For the purposes of 
this report, we accept that the pub­
lic provision of and payment for 
health care services is an institu­
tionalized feature of Canadian soci­
ety for the foreseeable future, and 
that extensive use of market pricing 
mechanisms to ration scarce capac­
ity is unlikely. Under these circum­
stances, the extent of any excess 
demand, as well as how that excess 
demand is rationed, are relevant 
public policy issues, since the social 
costs associated with non-price ra­
tioning should conceptually be set 
against whatever benefits are seen 
to be associated with it. 

Non-price rationing and 
methods of adapting 

There are several possible ways in 
which non-price rationing can take 
place under the current health care 
system and many ways individuals 
find to adapt to rationing. One 
form of non-price rationing is a 
system of triage-the three-way 
classification system developed by 
Florence Nightingale for sorting the 
wounded on the battle field in war­
time. Under such a system the phy­
sician sorts the patients into three 
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groups: those who are beyond help, 
those who need and will benefit 
from immediate care and those 
who can wait for care. 

In peacetime, the limitation is a 
shortage of resources which requires 
physicians to employ the triage sys­
tem to make choices about who 
should be treated. In such a selec­
tion process, physicians effectively 
ration access by implicitly or explic­
itly rejecting candidates for medical 
treahnent whom they would other­
wise treat. In the absence of explicit 
criteria, doctors might be expected 
to reject those candidates least 
likely to suffer morbid conse­
quences from non-treahnent, and 
those whose life expectancy would 
be least improved by treatment. 
The British experience suggests 
that some doctors use a foregone 
present value of earnings criterion 
for selecting patients for early treat­
ment, thereby giving lower priority 
to critically ill patients.8 The experi­
ence of Canada's largest cancer 
treatment centre suggests that doc­
tors are giving priority for radiation 
treatment to people whose cancers 
may be curable, as opposed to 
using the radiation machines to 

7 These are considered in The Fraser Institute book, The Health Care Business, by 
Ake Blomquist. 

8 See Henry f. Aaron and William B. Schwartz, The Painful Prescription: Rationing 
Hospital Care, Washington: D.C.: The Brookings Institution, 1984. 
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provide palliative care or limited 
extensions to life expectancy.9 

It is unlikely that medical practi­
tioners would acknowledge that 
they are rejecting (as opposed to 
queuing) specific patients who in 
their medical judgment do need 
treatment, so it would be difficult to 
identify this behaviour if it was, in 
fact, occurring. In this regard, there 
is no persuasive evidence that mor­
tality rates in Canada are increasing 
significantly owing to a failure to 
provide medical services. As noted 
above, however, there are no mea­
surements of the extent to which 
people are suffering physical and 
psychological pain as a result of 
waiting in queues, since this is in­
herently unmeasurable. If one re­
gards the elimination of pain and 
suffering as the objective of medical 
care, then the additional pain suf­
fered by patients because of delays 
is, in effect, medical treatment de­
nied. 

Canadians may be adapting to non­
price rationing by substituting pri­
vate medical services for 
unavailable public services, specif­
ically by going outside the country 
for health care. Provincial health 

care plans cover emergency medi­
cal services and other services only 
available outside Canada. Of 
course, given sufficient incentives, 
Canadians would presumably seek 
to buy private insurance for non­
emergency medical treatment out­
side of Canada. Possibly as a 
reflection of the increasing preva­
lence of waiting in the health care 
system, a Winnipeg-based com­
pany will begin to market just such 
an insurance product this year.10 

However, our survey of specialists 
(reported later in this study), found 
that fewer than 1 percent of non 
cardiovascular patients ever even 
inquired about treatment in an­
other country. On the other hand, it 
has been a fairly common practice 
for many Canadians to buy short­
term travellers' health insurance 
for trips made to the United States. 
These insurance packages have in­
creased in price, perhaps an indica­
tion that Canadians are using such 
insurance more than they did at one 
time, and perhaps for medical pro­
cedures that have waiting lists in 
Canada. This year, the British Co­
lumbia Automobile Association, a 
major reseller of this type of insur­
ance, announced an increase of ap­
proximately 400 percent in the 

9 See "Cancer Patients Face Wait For Treatment," Globe and Mail, September 13, 
1989, A1. 

10 
"Insurance Plan Skirts Lineups," the Vancouver Province, April6, 1993, p. A19. 
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price of such an insurance package 
for seniors. 

Another way in which people 
might seek to avoid the costs of 
queues is through lobbying or brib­
ing the "gatekeepers" of the hospi­
tal system. In particular, individuals 
who are personal friends or close 
acquaintances of surgeons, hospital 
administrators or politicians in po­
sitions of power may obtain pre­
ferred positions in the queue for 
medical services. However, given 
the relatively close attention paid 
by the media to the health care 
issue, and the risk of sanctions at­
tached to being caught, this is un­
likely to be a widespread and 
persistent practice. Moreover, in 
spite of persistent anecdotes that 
such preferences have been granted, 
no hard evidence has emerged to 
date supporting these contentions. 

Real social costs of 
rationing health care 

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

One frequently expressed concern 
is that doctors encourage a greater 
demand for medical care than is 
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socially optimal. As a result, wait­
ing lists exist for specific treat­
ments. However, there may be no 
significant social costs associated 
with rationing since many (perhaps 
most) individuals on waiting lists 
are not in "legitimate" need of med­
ical treatment. In a related version 
of this argument, doctors are sus­
pected of placing a substantial 
number of patients on hospital 
waiting lists simply to exacerbate a 
public perception of a health care 
crisis so as to increase public fund­
ing of the medical system. 

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

Placing excessive numbers of pa­
tients on hospital waiting lists may 
also have direct costs for opportu­
nistic specialists. For example, the 
latter may come to be seen as using 
a disproportionate share of hospital 
resources. This may make it more 
difficult for them to provide quick 
access to those resources for pa­
tients who are in more obvious (to 
themselves and their general prac­
titioners) need of hospital treat­
ment. Similarly, patients facing the 
prospect of a relatively long wait­
ing list may be tempted to search 
out other doctors with better con­
nections to hospital facilities. 

As an additional consideration, 
there is no necessary reason for any 
single physician or group of physi­
cians to believe that individual 
physician's waiting lists will signif­
icantly affect government funding 
policies or that they will be net ben­
eficiaries of any increased funding 
that does occur. In the face of obvi­
ous incentives to "free-ride" on the 
strategic behaviour of other physi­
cians, there may be no significant 
bias for physicians to inflate hospital 
waiting lists or even to over-report 
the number of patients they have 
waiting for admission to hospital. 

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

In summary, while there are hypo­
thetical reasons to expect that hos­
pital waiting list parameters will 
overstate true excess demand for 
hospital treatments, the magnitude 
of any resulting bias is unclear and 
is probably relatively small, given 
countervailing factors that may re­
duce measured amounts of wait­
ing. 

Hospital waiting list survey 

In order to develop a more detailed 
understanding of the magnitude 
and nature of hospital waiting lists 
in Canada, the authors of this study 
conducted a survey of specialist 
physicians. Specialists were sur­
veyed, rather than hospital admin­
istrators, because a substantial 
number of hospitals either do not 
collect waiting list data in a system-
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atic manner, or do not make such 
data publicly available. 

This year the survey was conducted 
in all ten Canadian provinces. Mail­
ing lists for the specialists polled in 
eight provinces were provided by 
Southam Business Lists. The spe­
cialists on these lists were drawn 
from the Canadian Medical Associw 
ation membership lists. Three pro­
vincial medical associations­
British Columbia, Quebec and New 
Brunswick-provided us with 
mailing lists and assistance in their 
provinces.11 Specialists were of­
fered a chance to win a $2,000 prize 
as an inducement to respond (and, 
of course, without regard to their 
response). Though answering phy­
sicians were undoubtedly moti­
vated in part by the lottery, the 
participation of the Medical Associ­
ations and the large percentage of 
answering specialists indicates 
concern about the waiting lists for 
surgical procedures in Canada. 
Quite clearly, the medical profes­
sion has a collective interest in pro­
moting an increased flow of 
financial and other resources to the 
health care sector, and this interest 
was certainly a factor encouraging 
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the Medical Associations' co-oper­
ation in the project. 

Nevertheless, it should not be as­
sumed that the survey results are 
therefore unreliable. In particular, 
it should not be assumed (for rea­
sons suggested earlier) that indi­
vidual physicians responding to 
the survey have a strong incentive 
to skew their responses in a partic­
ular direction. 

The authors chose to survey spew 
cialists rather than general practiw 
tioners because the former have 
primary responsibility for health 
care management of surgical candiw 
dates. Survey questionnaires were 
prepared for ten different medical 
specialties: plastic surgery, gynaew 
cology, ophthalmology, otolaryn- . 
gology, general surgery, 
neurosurgery, orthopaedics, cardiw 
ology, urology, and internal mediw 
cine. For the 1990 survey, each 
questionnaire was pre-tested on a 
sample of individual member spe­
cialists serving on the relevant Brit­
ish Columbia Medical Association 
specialty committee. The final ver­
sions of the questionnaires, compa­
rable to those used in 1990, were 
mailed to physicians in each spe-

11 
We did not use the New Brunswick Medical Association's mailing list because it 
arrived after the Southam list had been ordered, but response in the province was 
encouraged by the Medical Association in its newsletter. 
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cialty. Survey data was collected in 
December 1992. The survey was 
sent to all specialists in a category, 
except in the case of internal medi­
cine in Ontario, where 200 names 
were randomly selected from this 
category by Southam Business 
Lists. The response rate of 31 per­
cent overall was considered quite 
high for a mailed survey. We attri­
bute the high response rate, which 
is presented in Table 1, to the op­
portunity to participate in the lot­
tery. The waiting list survey last 
year produced only a 20 percent 
response rate in the five provinces 
surveyed. By comparison, the re­
sponse rate for those same prov­
inces this year was 32 percent. 
Unfortunately, no neurologists in 
Newfoundland responded, despite 
a follow up. This may be because 
the small number of neurologists in 
this province precludes anonymity. 

Survey results 

The major findings from the survey 
responses are summarized in tables 
2 through 26. Table 2 reports the 
average time a patient waits for a 
specialist appointment, measured 
from the point of G.P. referral. Most 
waits for specialists' appointments 
are between one and two months. 
However, the longest wait is 27 
weeks, to see an ophthalmologist in 
P.E.l., and waits of more than two 
months are not uncommon for or-

thopaedic specialists. The weighted 
averages suggest that New Bruns­
wick has the shortest waits in the 
country for specialists, and Mani­
toba the longest. The appointment 
averages are weighted by the ratio 
of the number of physicians in each 
specialty divided by the number of 
specialists surveyed in the prov­
ince. Table 25 at the end of the re­
port adds average waits for 
appointments to average waits for 
treatment in order to estimate a 
patient's total waiting time. 

The treatments identified in all the 
specialist tables represent a cross­
section of common procedures car­
ried out in each specialty. They 
were suggested by the British Co­
lumbia Medical Association spe­
cialty boards in 1990. The average 
waiting time per patient is calcu­
lated from the survey responses. 

Tables 3 through 13 report the aver­
age wait and tables 14 through 24 
the estimated number of patients 
waiting for surgery. The 1990 esti­
mates of the number of people 
waiting for treatment in B.C. were 
extrapolated from the physicians' 
responses to a query concerning the 
number of patients they had wait­
ing. There were problems with this 
methodology: while the variance in 
the responses concerning waiting 
times was fairly low, the variance in 
responses concerning the length of 
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the queue was high. This would 
indicate that while waiting list 
lengths vary substantially, 
physicians' access to surgical facili­
ties is positively related to the num­
ber of patients they have waiting. 
Hence, the time it takes to process 
patients is comparable across all 
specialists. In this situation the re­
ported average time waited would 
appear to be fairly reliable, whereas 
concerns exist about the reliability 
of estimating the total number 
waiting in the province from an av­
erage number of patients waiting 
per specialist. 

The estimation method used this 
year and last avoids these prob­
lems. This year's estimates are de­
rived using the average weeks 
waited and Statistics Canada's 
Health Report No. 82-003s2 "Surgi­
cal Procedures and Treatments 
1989-90." This report provides a 
count of the total number of surgi­
cal procedures performed annually 
by each province. To estimate the 
number of individuals waiting for 
any given surgery at any given 
point, we divided the average 
weeks waiting for a given opera­
tion by 52, and then multiplied this 
number by the total number of per­
sons undergoing this operation an­
nually. Thus a waiting period of, 
say, one month implies that, on av­
erage, patients are waiting one 
twelfth of a year's total capacity to 
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get their surgery. The next person 
added to the list would find one 
twelfth of a year's patients ahead of 
them in the queue. The main as­
sumption underlying this estimate 
is that the number of surgeries per­
formed will neither increase nor de­
crease annually in response to 
waiting lists. This appears to be a 
fairly safe assumption as the total 
number of operations performed in 
Canada has actually decreased by 4 
percent between 1985-86 and 1988-
89, despite indications that waiting 
lists have been increasing. 

We encountered a number of minor 
problems while matching Statistics 
Canada's operation categories to 
the ones reported in our survey. In 
several instances in our survey, an 
operation such as rhinoplasty was 
listed for more than one specialist. 
In these cases, average waiting 
times were identified with the clas­
sification of the responding special­
ist. Hence, the flow or number of 
patients annually undergoing this 
type of operation is divided be­
tween specialties according to the 
proportion of overall surgery per­
formed in each specialty. In another 
instance, one orthopaedic opera­
tion polled in our study, "Removal 
of pins and other hardware" had no 
match in the Statistics Canada re­
port. Accordingly, we made noes­
timate of the number of patients 
waiting for this operation. 
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Several general observations may 
be made about tables 3 through 22. 
The firstis thatresidents of all prov­
inces surveyed are waiting signifi­
cant periods of time for hospital 
treatments. While some treatments 
have short waits, most procedures 
require waits of at least a month. 
For many procedures, the waiting 
time is at least two months. The 
average wait for a hip replacement 
in Manitoba (arthroplasty of the 
hip) is more than a year. The aver­
age time waited for an operation 
varies considerably between spe­
cialties within a province, but ap­
pears fairly uniform within 
specialties within a province. 

Focus on cardiovascular 
surgery 

More people in Canada will die this 
year of cardiovascular disease than 
of any other single cause. Because 
cardiovascular disease is a degen­
erative process and the decay of the 
cardiac surgery candidate is grad­
ual, under a system of rationed sup­
ply some cardiovascular surgery 
candidates tend to be bumped by 
patients with other conditions that 
require immediate care. This is not 
a direct process, but rather a reflec­
tion of the fact that budgets for hos­
pitals are set separately for 
"conventional illness" and for 
other, high-cost interventions such 
as cardiac by-pass. Only a certain 

number of the latter are included in 
a hospital's overall annual budget. 
Complicating matters is the on­
going debate about whether car­
diac bypass surgery actually 
extends life. If it only improves the 
quality of life there will be no statis­
tics that point to a decay of health 
care in the population, and hence 
no basis for increased funding. 

The result has been lengthy waiting 
lists, often as long as a year or more, 
followed by public outcry, prompt­
ing short-term funding. For in­
stance, last year we reported that 
Newfoundland's waiting list for 
coronary bypass surgery was a year 
long. This year, the hospital per­
forming open heart surgery re­
ceived a special temporary grant to 
deal with their waiting lists. U.S. 
hospitals have also provided a con­
venient short term solution to ex­
cessive waiting lists for cardiac 
surgery. The British Columbia gov­
ernment contracted Washington 
state hospitals to perform some 200 
operations in 1989, after public out­
cry over the six-month waiting list 
for cardiac bypass surgery in that 
province. Wealthy individuals are 
sometimes choosing to avoid the 
waiting lists by having their heart 
surgery performed in the U.S. In 
fact, a California heart surgery cen­
tre has advertised its services in a 
Vancouver newspaper. Our survey 
suggests that 5 percent of patients 
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enquire about surgery outside of 
Canada and 1.5 percent actually 
have their heart surgery performed 
outside of the country. 

Excess demand and limited supply 
has lead to the development of a 
fairly stringent system for setting 
priorities in some hospitals. In 
some provinces, patients scheduled 
for cardiovascular surgery are clas­
sified by the urgency of their medi­
cal condition. In that case, the 
amount of time they wait for sur­
gery will depend on their classifica­
tion. Priorities are usually set based 
on the amount of pain or angina a 
patient is experiencing, the amount 
of blood flow through their arteries 
(usually determined by an angio­
gram test), and the "shape" their 
heart is in. 

Reporting average wait times as we 
have done in previous years fails to 
take into account the importance of 
these systems for prioritizing pa­
tients. More importantly, the false 
impression may be given that the 
medical community is not sensitive 
to an individual's medical needs. 
An individual needing immediate 
cardiac surgery will not end up at 
the end of a waiting list. In fact, if 
their medical needs warrant it, they 
will be admitted immediately in 
most parts of the country. 
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This year's cardiovascular survey 
questionnaire distinguished be­
tween emergent, urgent and elec­
tive patients, the traditional 
classification by which patients are 
prioritized. However, in discussing 
the situation with physicians and 
talking to hospital administrators, 
it became clear that these classifica­
tions are not standardized across 
provinces. British Columbia and 
Ontario use a nine-level prioratiza­
tion system developed in Ontario. 
Other provinces have a four-level 
system, with two urgent classifica­
tions. Decisions as to where to 
group patients was thus left to an­
swering physicians and heart cen­
tres, all of whom seemed able to 
make this distinction quite readily. 
Direct comparisons between prov­
inces should therefore be made ten­
tatively while recognizing that this 
survey is the only comparative data 
available on the topic. 

Efforts were made this year to ver­
ify the survey results with hospital 
statistics. Hospital officials in Brit­
ish Columbia confirmed the aver­
age waiting time found in our study, 
and provided us with the actual 
number of patients on the British 
Columbia waiting list. The two hos­
pitals preforming heart surgery in 
Alberta provided data on average 
length of wait and on length of 
waiting lists. Hospital officials in 
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Nova Scotia and Newfoundland 
provided provincial data. 

Estimates of the length of waiting 
lists were either taken directly from 
hospital information or extrapo­
lated in the same manner as other 
estimates from the average wait 
times. The numbers presented for 
Nova Scotia and Newfoundland 
are not estimates but are the actual 
number of people waiting. These 
numbers were provided by the hos­
pitals from central registries. The 
estimated number of people wait­
ing for heart surgery in all other 
provinces was derived using the 
average waiting time for urgent pa­
tients. The reason the urgent aver­
age waiting time was used and not 
the emergent or elective average 
wait times was that it provided a 
convenient median measure. In 
provinces where the length of the 
waiting list was provided by the 
hospital, it became clear that the 
average wait for elective surgery 
overestimated the length of the line 
while the emergent average wait­
ing time underestimated it. We de­
cided to use the urgent average 
waits when it became evident that 
an estimate of the number of people 

waiting in B.C. for cardiac by­
passes, derived using the average 
urgent wait, differed by only 16 
people, or 5 percent, from the actual 
length of the cardiac bypass wait­
ing list. 

In a 1991 paper, an Ontario panel of 
sixteen cardiovascular surgeons at­
tempted to outline explicit criteria 
for prioritizing patients. 12 They also 
suggested time frames considered 
safe waiting times for a coronary sur­
gery candidate. For comparison 
purposes it was necessary to col­
lapse their nine priority categories 
down to the three used in this 
study. Having done this, we found 
that they suggest that emergent pa­
tients should be operated on in not 
more than three days (or 0.43 of a 
week). The majority of average 
emergent wait times fall outside 
this range. However, physicians in 
these provinces may define emer­
gent to include patients that might 
be considered urgent in other prov­
inces. Urgent surgeries should, ac­
cording to the Ontario surgeons, be 
performed in no less than six 
weeks. The average waits for ur­
gent coronary surgery in British 
Columbia, Alberta, and Nova Sco-

12 Neylor, C.D. et al, "Assigning priority to patients requiring coronary 
revascularization: Consensus principles from a panel of cardiologists and cardiac 
surgeons," Canadian Journal of Cardiological Medicine, June 1991, Vol. 7 No. 5, 
pp. 207-213. 
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tia fall slightly outside this range. 
The Ontario panel suggests that 
elective surgeries be performed in 
less than six months. All provinces 
except Quebec fall within this time 
frame. 

Estimated total waiting in 
Canada 

Tables 22a and 22b offer a compar­
ison of average waiting times and 
the estimated number of patients 
waiting across specialties and prov­
inces. Of course, our calculation of 
the estimated number of patients 
waiting in each specialty includes 
only those patients waiting for the 
operations surveyed. The 48 opera­
tions we surveyed represent be­
tween 55 and 62 percent of non­
emergency surgery performed in 
the provinces we studied. 

The final row of table 23a is a 
weighted average of the nine spe­
cialties listed above. These 
weighted averages are calculated 
by summing the products of aver­
age waiting and the proportion of 
polled surgery. To estimate the 
number of people waiting at any 
time for non-emergency surgeries 
that were not included in our sur­
vey, we found the residual opera­
tions for each province. The residual 
operations are all non-emergency 
operations that were not included in 
our survey. The estimate of residual 
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waiting is the product of the resid­
ual number of operations and the 
weighted average divided by 52 
(weeks}. The estimate of total resid­
ual waiting is reported in table 23b, 
as is the estimate of total patients 
waiting in each province at any 
given time. The total estimated 
number of people waiting for sur­
gery during 1992 in Canada was 
177,297, or less than one percent of 
the Canadian population. 

This total waiting estimate repre­
sents a smaller fraction of the pop­
ulation than was calculated from 
the 1991 survey of waiting. The rea­
son is that the 1991 survey did not 
include Ontario, so estimates from 
the other provinces were used to 
proxy the Ontario waiting times. 
As is evident from this year's sur­
vey, Ontario experiences much 
shorter waiting times and a lower 
incidence of waiting than the other 
provinces. Accordingly, last years 
estimates for the country as a whole 
over-estimated the total amount of 
waiting. 

Comparison between 
provinces 

Ranking the provinces according to 
the weighted averages reported in 
table 23a and described earlier indi­
cates that the longest wait for sur­
gery occurs in Prince Edward 
Island and the shortest in Ontario. 
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Newfoundland had the second 
longest weighted average and Al­
berta had the second shortest aver­
age waits. Waits were generally 
longer for most procedures in the 
Maritimes and shorter in Ontario 
than in other parts of the country. 
Overall there was a seven week dif­
ference between the shortest and 
the longest weighted averages. 

Table 25 presents a frequency dis­
tribution of the average waits for 
polled surgery by provinces and by 
region. In all provinces except New 
Brunswick and P.E.I., the majority 
of polled operations have waiting 
lists of less than three months. In 
New Brunswick, only 49 percent of 
the polled waiting lists have aver­
age waits of less than three months 
and in P .E.I. only 47 percent. In fact, 
the Maritime provinces collectively 
have the greatest proportion of av­
erage waiting times over six 
months and the lowest proportion 
under three. In contrast, 96 percent 
of Ontario's average waits are 
under three months in length and 
none are over six months. 

Ontario's superior performance 
with regard to hospital waiting lists 
is striking. The question, of course, 
is why Ontario should have such a 
dramatically different waiting pro­
file given that the structure of the 
health care systems in the prov­
inces is similar. The model of wait-

ing lists that underlies our analysis 
(which has been sketched out in 
this study), is that waiting is a man­
ifestation of rationing. It would, 
therefore, seem to follow that one 
possible explanation for the differ­
ent result in Ontario is that the 
province is simply engaging in less 
rationing than the other provinces. 
Rationing is not, of course, a neces­
sary consequence of the way in 
which the health care system is or­
ganized, but merely a possible con­
sequence of that organization if the 
budgetary allocations to the health 
care sector are insufficient to keep 
up with the demand. Budget con­
straint leads to constraints on the 
supply of health care services, to an 
excess of demand over available 
supply and thus the observed ra­
tioning by waiting. 

It follows from this that one possi­
ble explanation for Ontario's supe­
rior performance is that Ontario 
simply spent more money on 
health care than the other provinces 
and that this enabled it to respond 
more fully to the demands of pa­
tients than was possible in other 
provinces. 

In order to examine the truth of this 
explanation, we calculated a crude 
measure of expenditures on health 
care in the form of the per capita 
expenditure on health care in each 
province. This is displayed in Chart 1 
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which illustrates the per capita ex­
penditures for Ontario and for all 
provinces excluding Ontario. As 
the chart clearly shows, although 
expenditures in Ontario were gen­
erally at or below the level incurred 
in other provinces until the mid-
1980s, they have since then greatly 
exceeded expenditures in the other 
provinces. By 1991, the last year for 
which we have firm data, Ontario's 
costs were some $313.7 per capita 
higher than they were elsewhere in 
Canada. The recent slowdown in 
per capita expenditures in Ontario, 
and the movement back towards 
the level in other provinces, sug-
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gests that we will also see, in due 
course, a reversal in Ontario's supe­
rior performance with regard to 
waiting lists. The general rosiness 
of Ontario's waiting list situation 
compared to the rest of Canada is 
noteworthy, as Ontario is usually 
the province cited in U.S. news sto­
ries and other reports on Canadian 
health care. In fact, a much-cited 
United States General Accounting 
Office repprt, Canadian Health In­
surance: Lessons for the United States, 
examines the problem of waiting in 
Canada with data from Ontario 
alone. As is clear from this data, 
such projections do not yield an ac-

Chart 1: 
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curate picture of the overall situa­
tion in Canada. 

Historical review of waiting 
list studies 

As a general rule, governments and 
their agencies do not collect data on 
waiting lists. An exception was the 
1967 survey of British Columbia 
hospitals done by the British Co­
lumbia Hospital Insurance Service, 
the forerunner to MSA.13 (This 
study was undertaken primarily to 
project bed needs in the future. 
Thus, its data was for individual 
hospitals and regions, and does not 
lend itself to direct comparison 
with our study.) However, some 
general comments can be made. 
Surprisingly, the time patients now 
wait for surgery appears to be 
about the same as it was 24 years 
ago. In 1967, reported waiting times 
ranged from two to 300 days with 
an average time of about five 
weeks, though this figure varied 
substantially between hospitals. 
The main difference be.tween pa­
tients waiting today and those in 
1967 is that today's patient is more 
likely to be classified as urgent. The 

1967 study found that 93 percent of 
patients in their sample population 
were waiting for elective surgery, 7 
percent for urgent and 0.5 percent 
for emergency. In contrast, figures 
made available to us by Vancouver 
General Hospital for 1988 suggest 
that 76 percent of the patients wait­
ing are classified as elective and 24 
percent are classified as urgent. 

The other major difference between 
the 1967 survey and today's is the 
number of patients waiting. The 
Hospital Insurance study esti­
mated thatin 1967thetotalnumber 
of people on hospital waiting lists 
in British Columbia exceeded 
12,000---0.6 percent of the popula­
tion in B.C. that year. Our estimate 
of 32,671 people waiting for sur­
gery in B.C. represents 1.1 percent 
of the population in 1992. This is a 
fairly large increase over two de­
cades, and certainly indicates an ap­
parent worsening of the situation. 

In 1982, the Ontario Medical Asso­
ciation undertook a survey of its 
members in seven surgical special­
ties.14 The results were based on the 
responses of 836 specialists from a 

13 
Paul Pallan, A study of hospital waiting lists, Research Division, British 
Columbia Hospital Insurance Service: Department of Health Services and Hospital 
Insurance. 

14 
See Gene O'Keefe, "Survey of Waiting for Elective Surgery," Ontario Medical 
Review, November 1982. 
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total of 2,100 surgeons surveyed. 
Given the differences in wording of 
the Ontario survey and our own, 
differences in the precise treat­
ments identified, and so forth, com­
parisons between the two surveys 
are problematic. We did identify 21 
treahnents for which average wait­
ing times in the two surveys could 
be compared. Despite the ten year 
difference between these two sur­
veys, the Ontario waiting times are 
remarkably similar. In 1992, 15 
treatments had average waiting 
times that exceeded the 1982 wait­
ing times by less than two weeks, 
and of these, 13 had average wait­
ing times that were slightly less 
than the 1982 waiting times, or ex­
ceeded them by less than a week. 
Two operations had waiting times 
that differed by more than a month: 
cataract surgery, which is 6.52 
weeks longer, and hip replacement 
surgery, which is 10.52 weeks 
longer. 

A brief survey of Ontario hospitals 
undertaken in October 1990 for the 
General Accounting Office of the 
United States Govemment15 sug­
gests that patients waiting for elec­
tive orthopaedic surgery were 
waiting from 8.5 weeks to 51 weeks, 
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that elective cardiovascular pa­
tients were waiting one to 25 weeks 
and that elective ophthalmology 
patients were waiting 4.3 to 51 
weeks. Limited as this survey was, 
it is consistent with our results. 

Comparison with last year's 
results 

As this is the second consecutive 
year this survey has been under­
taken in British Columbia, New 
Brunswick, Newfoundland, Nova 
Scotia and Manitoba, a comparison 
can be made between this year's 
resultsandlastyear's,althoughlast 
year's results reported here are not 
exactly the same as those published 
in last year's publication, "Waiting 
Your Tum: Hospital Waiting Lists 
in Canada." In the current study, 
estimates of the number of patients 
waiting in 1991 are made using the 
1991 average wait times and the 
1989-90 Statistics Canada's count of 
operations done in that year, as op­
posed to the 1988-89 counts that 
were the only ones available when 
the previous study was written up. 
Moreover, the specialists' average 
wait times are the weighted aver­
ages, not the simple averages that 
were reported in last year's report. 

15 General Accounting Office, Human Resources Division, Canadian Health 
Insurance: Lessons for the U.S., 91-90, June 1991, Report to the Chairman of the 
Committee of Government Operations, House of Representatives. 
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The results are compared in tables 
24aand24b. 

Overall there was a increase in the 
number of patients waiting in all 
provinces except Manitoba and 
Nova Scotia. Increases in waiting 
were most severe in New Bruns­
wick and Newfoundland. These 
were provinces where beds were 
closed in response to decreases in 
funding last year. The increased 
waiting time in British Columbia 
and decreased waiting time in 
Nova Scotia were comparatively 
small. 

Our study shows an overall reduc­
tion in the waiting times and in the 
waiting list in Manitoba. This re­
duction is probably the result of our 
1991 survey picking up unusual 
backlogs in hospital caseloads 
which were at least partially attrib­
utable to the 1991 Manitoba nurses' 
strike. A similar reduction in wait­
ing was observed between the 1990 
and 1991 British Columbia surveys. 
Last year we hypothesized that the 
1990 survey had reflected the ef­
fects of a British Columbia nurses' 
strike. In Manitoba, as was the case 
in British Columbia, the reductions 
in waiting numbers and times were 
not universal, which indicates that 
not all the differences identified be­
tween the two years are the result 
of last year's data being affected by 
the nurses' strike. 

Conclusion 

The 1993 "Waiting Your Tum" sur­
vey indicates that substantial wait­
ing for health services is a reality in 
Canada-an indisputable indicator 
that rationing is taking place. There 
is some evidence in this year's mea­
surements that in some provinces 
the situation is deteriorating, while 
in other provinces there has been an 
improvement. In some cases, the 
improvement seems to have been 
secured by a direct allocation of 
funding by the provincial govern­
ment involved to the surgical spe­
cialty which was identified as a 
problem in last year's survey. 

While waiting times for surgery 
convey a mixed impression about 
the apparent extent of rationing of 
health care, there is much less am­
biguity when the overall wait for 
health care is considered. This over­
all wait, which records the time be­
tween the referral by a general 
practitioner to the time that there­
quired surgery is done, includes an 
additional wait for the appoint­
ment to see the specialist. Table 26 
presents the combined waiting 
times. It indicates that, on average, 
patients wait for relief of their ail­
ments from a weighted average of 
11.5 weeks in Ontario to 21.2 weeks 
in Prince Edward Island. 
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Table 1: Summary of Responses, 1992 
Number of Questionnaires Mailed Out 

Specialty B.C. AB SASK MAN I ON I QUE I N.B. I NFLD I N.S. I P.E.I. 

Plastic Surgery 49 32 9 10 l 145 I 47 I 111 21 81 2 

Gynecology 91 124 38 581 607 I 208 I 25 I 21 I 471 8 

Ophthalmology 83 76 19] 33] 366] 127 I 17 I 91 341 3 

- Otoloryngology 83 34 121 tal 2o5l 95 I 91 61 211 2 

General Surgery 105 133 51 62 586 I 
3: I 3: I ~~ 

61 I 7 

Neurosurgery 27 15 6 4 71 0 66 

Orthopedics 65 87 24 32 337 145 18 14 22 3 

Cardiology 63 15 6 6 65 14 2 2 5 0 
0 ..... 
:::::j: 

Urology 68 37 14 19 199 55 18 8 
()" 

26 2 0 

Internal Medicine 154 201 69 134 193 281 32 35 90 10 
Ch 
(/) 

c 
CD 
(/) 

Total I 788 I 754 I 2481 376 I 2,769 I 1,368 1 1731 t24 1 321 1 37 1 
lJJ 
c 
(D 
-+ s· 
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Table 1 {continued) 
Number of Responses 

Specialty B.C. AB SASK MAN ON 

Plastic Surgery 24 12 4 5 54 

Gynecology 37 38 15 20 183 

Ophthalmology 30 26 7 14 124 

1 
Otol•ryngology 26 14 3 5 82 

General Surgery 28 37 13 20 152 

Neurosurgery 13 4 3 1 23 

Orthopedics 19 35 5 7 96 

Cardiology 20 5 2 2 22 

Urology 28 12 5 6 72 

Internal Medicine 58 48 18 36 17 

Total 283 231 75 116 825 

QUE N.B. NFLD 

13 4 1 

51 10 9 

47 8 3 

34 5 3 

87 8 8 

10 3 0 

44 8 3 

4 1 -
21 6 2 

102 10 9 

413 63 38 

N.S. 

2 

21 

10 

6 

12 

3 

4 

-

11 

22 

91 

P.E.I. 
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2 

1 

1 

3 

0 

1 

-

1 

2 

11 
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u 
<D 
0 o· 
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<D 
"T1 

a 
~ ..... 
"T1 
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Table 1 (continued) 
Response Rate (percentage) 

Specialty B.C. AB SASK MAN ON QUE 

Plastic Surgery 49% 38% 44% 50% 37% 28% 

Gynecology 41% 31% 39% 34% 30% 25% 

Ophthalmology 36% 34% 37% 42% 34% 37% 

Otolaryngology 31% 41% 25% 28% 40% 36% 

I General Surgery 27% 28% 25% 32% 26% 24% 

Neurosurgery 48% 27% 50% 25% 35% 29% 

Orthopedics 29% 40% 21% 22% 28% 30% 

Cardiology 32% 33% 33% 33% 34% 29% 

Urology 41% 32% 36% 32% 36% 38% 

Internal Medicine 38% 24% 26% 27% 9% 36% 

Total 36% 31% 30% 31% 30% 30% 

*This data was submitted by the province's heart centre registry. 

-

N.B. NFLD N.S. 

36% 50% 25% 

40% 43% 45% 

47% 33% 29% 

56% 50% 29% 

22% 32% 20% 
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44% 21% 18% 

50% 100%* 100% .. 
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Table 2: Average 1992 patient wait (in weeks) to see a specialist after referral from a G.P. 

B.C. AB SASK MAN ON QUE N.B. NFLD N.S. 

Plastic Surgery 9.6 7.3 8.9 9.7 5.3 5.3 7.8 12.0 11.8 

Gynecology 3.2 6.1 4.5 5.9 5.0 10.4 6.7 4.5 7.9 

Ophthalmology 3.3 2.9 9.0 10.2 7.6 6.9 6.1 6.0 6.4 

Otolaryngology 2.7 8.9 2.2 5.1 4.7 3.3 5.5 2.2 7.2 

General Surgery 3.6 2.4 2.4 2.6 2.7 3.0 1.6 3.3 3.8 

Neurosurgery 7.1 15.0 5.7 12.0 11.5 4.7 4.0 - 3.5 

Orthopedics 11.8 7.7 11.1 11.0 10.0 8.4 7.3 14.0 8.8 

Cardiovascular 
Surgery 6.8 5.5 7.0 3.5 3.9 3.4 3.0 1.0 4.0 

Urology 5.9 6.5 3.0 7.5 3.9 5.3 4.3 6.3 3.0 

Internal Medicine 5.8 3.7 2.8 5.0 7.1 3.5 2.7 3.0 4.5 

Weighted Average 5.5 5.0 4.6 6.0 5.7 5.4 4.5 5.0 5.6 
- -·---

P.E.I. 

-

4.8 

27.0 

2.0 

2.0 

-

6.0 

-

2.0 

5.5 

5.8 
--- - -
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Treatment B.C. 

Mammoplasty 17.3 

Neurolysis 8.7 

Blepharoplasty 10.1 

Rhinoplasty 10.5 

Scar Revision 9.8 

Hand Surgery 11.3 

Weighted Average 11.3 

Table 3: Plastic Surgery (1992) 

Average patient wait (in weeks) tor treatment after appointment with specialist 

AB SASK MAN ON QUE N.B. NFLD N.S. 

10.6 18.5 14.5 7.9 13.4 29.7 104.0 -

8.1 9.3 10.3 5.7 5.7 7.3 52.0 16.0 

9.2 13.8 8.6 6.1 5.4 14.8 4.0 -
9.4 19.0 13.5 7.1 9.0 16.8 104.0 17.5 

10.8 17.5 8.0 8.5 14.2 26.3 78.0 9.8 

8.4 9.0 8.1 6.3 9.0 17.2 39.0 18.0 

9.5 14.1 11.2 7.2 9.7 19.1 73.6 14.4 
-

P.E.I. 

-

-

-
-

-

-

-
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Treatment B.C. 

D&C 5.8 

Tubal Ligation 8.1 

Hysterectomy 10.4 

I Vaginal RepaiT 10.5 

Tuboplasty 10.2 

Laparoscopy 1.8 

Weighted Average 9.6 

Table 4: Gynecology (1992) 

Average patient walt (In weeks) for treatment after appointment with specialist 

AB SASK MAN ON QUE N.B. NFLD N.S. 

5.2 7.1 8.4 3.4 3.6 16.7 4.8 4.5 

7.2 8.7 18.3 4.9 5.4 30.8 4.4 7.1 

8.7 10.7 13.0 5.8 5.4 26.6 5.1 11.0 

8.2 10.8 16.1 5.8 4.5 29.0 4.8 11.1 

8.5 14.8 23.6 7.2 4.8 38.2 0 12.2 

5.8 8.3 12.6 4.5 5.1 22.8 3.6 6.2 

7.6 9.7 14.7 5.5 5.0 26.3 4.7 10.0 

P.E.I. 

10.0 

26.5 

31.0 

31.0 

22.5 

24.5 

24.9 
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"0 
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Treatment B.C. 

Cataract Removal 15.4 

Operations on Eyelids 10.6 

Lacunal duct 12.1 

Strabismus 5.5 

Weighted Average 13.9 

Treatment B.C. 

Myringotomy I Tonsillec-
tomy I Adenoidectomy 7.0 

Tympanoplasty 9.0 

Rhinoplasty I 
Septal Surgery 9.7 

Nasal Polyps 6.5 

Weighted Average 7.5 

Table 5: Ophthalmology (1992) 

Average patient wait (in weeks) for treatment after appointment with specialist 

AB SASK MAN ON QUE N.B. NFLD N.S. 

8.8 26.9 21.6 13.2 15.7 21.1 3.7 20.6 

6.2 6.0 15.0 7.9 8.0 16.3 4.8 8.0 

7.1 9.0 13.0 9.0 10.1 15.1 4.8 3.8 

6.1 19.3 6.0 5.6 5.7 12.7 6.8 5.4 

8.5 23.4 20.5 12.6 14.9 20.6 4.5 18.9 

Table 6: Otolaryngology (1992) 

Average patient wait (in weeks) for treatment after appointment with specialist 

AB SASK MAN ON QUE N.B. NFLD N.S. 

11.6 3.0 8.0 5.5 7.6 7.8 30.8 15.0 

8.4 8.3 6.0 6.5 6.6 10.2 9.3 27.7 

10.0 8.3 5.5 6.8 6.6 14.8 12.0 28.3 

8.8 7.0 4.8 6.1 6.0 9.3 4.8 19.2 

11.1 4.2 7.3 5.7 7.0 8.9 24.8 18.2 

P.E.I. 

27.0 

-
8.0 

8.0 

26.9 

P.E.I. 

4.0 

30.0 

25.0 

17.0 

7.7 
---- -

0 ..... 
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<D 
U> 
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<D -s· 

Copyright The Fraser Institute



Treatment B.C. 

Hernia Repair 8.0 

Cholecystectomy 12.1 

Breast Biopsy 2.5 

I Mastectomy 3.0 

Hem orr-
hoidectomy 7.8 

Colonoscopy 3.0 

Varicose Veins 8.4 

Weighted Average 8.8 

Table 7: General Surgery 

Average patient walt (In weeks) for treatment after appointment with specialist 

AB SASK MAN ON QUE N.B. NFLD N.S. 

4.9 9.8 7.9 4.6 7.1 6.0 12.7 7.6 

5.0 8.4 7.6 4.3 5.9 7.2 19.6 5.9 

1.6 1.9 1.9 2.0 2.6 1.8 1.6 2.1 

1.1 1.9 1.8 1.9 1.6 1.4 1.4 1.5 

7.8 7.7 7.5 4.2 7.9 8.6 24.6 4.9 

3.1 4.0 3.9 4.0 3.5 2.8 4.1 4.5 

7.6 7.1 6.5 3.8 9.8 6.3 23.6 3.3 

4.9 7.5 70 4.0 6.2 6.0 15.5 5.7 

P.E.I. 

13.7 

14.0 

2.3 

2.3 

13.8 

1.5 

13.0 

11.0 
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Treatment B.C. 

Neurolysis 
(peripheral nerves) 4.1 

Intervertebral Disc 
Surgery 8.1 

Elective Cranial 
Bone Flap 3.7 

Weighted Average 7.1 

Table 8: Neurosurgery (1992) 

Average patient wait (in weeks) for treatment after appointment with specialist 

AB SASK MAN ON QUE N.B. NFLD N.S. 

4.0 3.0 8.0 6.9 42.5 20.0 - 4.7 

7.8 4.0 8.0 7.5 25.1 1.0 - 9.0 

7.7 2.5 6.0 4.5 29.6 0 - 3.0 

7.3 3.5 7.3 6.6 28.4 2.6 - 7.1 

P.E.I. 
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Treatment B.C. 

Menisectomy 10.5 

Removal of Pins 12.2 

Arthroplasty (hips) 25.1 

Arthroplasty 
{Interphalageal) 13.9 

Digital Neuroma 16.1 

Rotator Cuff 
Repair 13.5 

Osteotomy 16.3 

Hallus Valgus/ 
HammerToe 14.4 

Weighted Average 18.3 
-------

Table 9: Orthopaedic (1992) 

Average patient wait (In weeks) for treatment after appointment with specialist 

AB SASK MAN ON QUE N.B. NFLD N.S. 

7.8 12.0 17.2 8.0 8.6 10.8 14.7 6.0 

6.5 9.0 17.3 9.7 11.2 26.0 15.3 6.8 

19.9 18.8 58.6 17.0 15.4 19.5 16.7 32.0 

9.9 7.0 12.2 9.1 12.5 19.0 10.0 13.5 

7.8 70 14.3 7.0 9.5 16.3 15.3 8.0 

8.0 11.5 16.3 9.4 10.1 13.3 10.7 9.0 

12.0 14.8 20.6 10.8 13.8 17.7 8.0 9.3 

14.2 14.4 17.0 9.8 12.1 31.0 12.0 7.1 

12.4 13.5 29.2 11.8 12.8 17.8 12.4 19.3 
~-

P.E.I. 

7.0 

8.0 

35.0 

35.0 

8.0 

35.0 

35.0 

35.0 

29.8 
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Treatment e. c.• 
Emergency 

Coronary Artery Bypass 1.0 

Operations on Valves & 
Septa of Heart 0.5 

Implantation, Removal or 
Replacement of Pacemaker 0.3 

Urgent 

Coronary Artery Bypass 6.5 

Operations on Valves&. 
Septa of Heart 4.7 

Implantation, Removal or 
Replacement of Pacemaker 2.8 

Elective 

Coronary Artery Bypass 13.3 

Operations on Valves & 
Septa of Heart 11.8 

*Verified with hospital data. 
**Hospital data for province. 

Table 10: Cardiovascular Surgery (1992) 

0.5 1.0 0 0.7 0.7 

0.7 1.0 0 1.1 0.7 

0.2 - 0 0.1 2.0 

8.2 6.0 2.0 2.7 5.2 

6.4 6.0 2.0 24 5.2 

0.2 0.8 0 1.6 -

18.3 16.0 9.5 9.6 49.3 

20.2 17.5 9.5 8.3 41.0 

- -~ 

0 2.5 

0 1.0 

- -

4.0 3.5 

4.0 -

- -

20.0 24.0 

20.0 24.0 

0.5 -

0.5 -

- -

6.3 -

6.3 -

- -

14.0 -

14.0 -
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...... 
=;:: 
()' 
0 

~ c 
0> en 
OJ c 

~ 
:r 

Copyright The Fraser Institute



Treatment B.C. 

Prostatectomy 17.8 

TURBladder 4.0 

Cystoscopy 9.8 

Hernia/ 
Hydrococle 12.0 

Bladder I Fulguration 5.5 

Weighted Average 12.6 

Treatment B.C. 

Colonoscopy 2.0 

Angioplasty 5.1 

Gastroscopy 1.9 

Weighted Average 3.7 

Table 11: Urology (1992) 

Average patient wait (in weeks) for treatment after appointment with specialist 

AB SASK MAN ON QUE N.B. NFLD N.S. 

4.6 8.6 4.1 3.9 6.4 11.9 18.0 3.3 

2.6 2.9 1.0 2.4 2.5 6.3 19.0 2.8 

3.0 3.4 2.3 3.5 3.4 7.6 4.8 4.2 

4.1 10.5 3.7 4.3 4.9 15.6 18.5 10.8 

2.2 2.0 1.4 2.2 2.2 3.8 2.8 2.4 

3.7 6.3 3.2 3.7 4.7 9.9 14 4.9 

Table 12: Internal Medicine (1992) 

Average patient wait (in weeks} for treatment after appointment with specialist 

AB SASK MAN ON QUE N.B. NFLD N.S. 

2.3 1.4 2.6 3.3 2.2 4.8 2.4 1.8 

3.8 3.5 4.4 0 4.1 3.5 3.0 4.6 

1.9 1.3 2.1 2.7 1.8 3.2 1.6 1.6 

2.9 2.1 3.0 1.7 2.7 3.4 2.3 3.0 
~ -- · - -----

P.E.I. 

8.0 
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6.0 

12.0 

6.0 
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Treatment B.C. 

Mammoplasty 156 

Neurolysis 66 

Blepharoplasty 43 

I Rhinoplasty 121 

Scar Revision 119 

Hand Surgery 34 

Total 539 

Table 13: Plastic Surgery 

Estimated number of patients waiting In each province In 1992 

AB SASK MAN ON QUE N.B. NFLD 

119 52 47 382 388 60 25 

98 77 36 177 150 16 39 

34 32 10 51 30 5 1 

51 95 62 281 424 38 86 

99 73 28 254 195 47 174 

29 17 12 55 65 9 10 

430 346 195 1,200 1,252 175 335 

N.S. 

-
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Treatment B.C. AB 

D&C 125 235 

Tubal Ligation 129 221 

Hysterectomy 1281 867 

Vaginal Repair 71 45 

Tuboplasty 255 206 

Laparoscopy 44 46 

Total 1,905 1,620 

Table 14: Gynecology 

Estimated number of patients waiting in each province in 1992 

SASK MAN ON QUE N.B. NFLD 

204 100 374 357 155 82 

128 358 210 316 197 31 

404 509 2,270 1,428 1,035 162 

28 34 138 87 62 7 

151 216 571 139 150 0 

20 48 119 129 43 6 

935 1,265 3,682 2,456 1,642 288 

N.S. 

30 

38 

539 

37 

56 

20 

720 

P.E.I. 

21 

60 
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Treatment B.C. AB 

Cataract Removal 619 617 

Operations on 
Eyelids 57 26 

Lacunal duct 49 19 

I Strabismus 22 11 

Total 747 673 

Table 15: Ophthalmology 

Estimated number of patients wetting In each province in 1992 

SASK MAN ON QUE N.B. NFLD 

646 532 4,065 4,175 628 23 

17 18 100 58 10 2 

13 16 109 90 7 6 

70 5 58 68 14 12 

746 571 4,332 4,391 659 43 
-- - --

N.S. P.E.I. 
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Treatment B.C. AB 

Myringotomy I 
Tonsillectomy I 
Adenoidectomy 751 1,406 

Tympanoplasty 100 83 I Rhinopl.,ty I 
Septal Surgery 242 147 

Nasal Polyps 77 81 

Total 1,170 1,717 
-

Table 16: Otolaryngology 

Estimated number of patients waiting in each province in 1992 

SASK MAN ON QUE N.B. NFLD 

196 322 2,627 830 297 879 

42 31 187 158 23 30 

95 55 501 486 90 82 

19 5 159 131 19 8 

352 413 3,474 1,605 429 999 
--- -

N.S. P.E.I. 
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Treatment B.C. AB 

Hernia Repair 681 419 

Cholecystectomy 1,345 534 

Breast Biopsy 41 36 

~ Mastectomy 37 8 

Hem orr-
hoidectomy 179 191 

Colonoscopy 45 50 

Varicose Veins 131 134 

Total 2,459 1,372 

Table 17: General Surgery 

Estimated number of patients waiting In each province in 1992 

SASK MAN ON QUE N.B. NFLD 

394 320 1,198 1,818 192 205 

365 364 1,769 1,628 281 574 

9 13 76 148 11 3 

19 3 143 66 4 5 

60 73 294 466 51 79 

47 33 141 190 25 19 

47 42 293 550 24 67 

941 848 3,914 4,866 588 952 

N.S. 

272 

285 

11 

11 

37 

37 

18 

671 

P.E.I. 

59 

86 

1 

2 

11 

3 

5 

167 
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Treatment B.C. AB 

Neurolysis 
(peripheral nerves) 37 48 

Intervertebral Disc 
Surgery 807 499 

Elective Cranial 
Bone Flap 84 163 

Total 928 710 
--- -

Table 18: Neurosurgery 

Estimated number of patients waiting in each province in 1992 

SASK MAN ON QUE N.B. NFLD 

24 19 244 656 42 -

116 112 1,559 2,076 15 -

21 51 413 1_403 0 -

161 182 2,216 4,135 57 -

N.S. P.E.I. 
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Treatment B.C. AB 

Menisectomy 155 167 

Arthroplasty (hips) 1,332 703 

Arthroplasty 335 273 
(interphalageal) 

Digital Neuroma 248 121 

Rotator Cuff so 32 
Repair 

Osteotomy 524 389 

Hallus Valgus/ 80 69 
HammerToe 

Total 2,724 1,754 
---

Table 19: Orthopaedic Surgery 

Estimated number of patients waiting in each province in 1992 

SASK MAN ON QUE N.B. NFLD 

94 128 277 162 47 34 

362 893 2,729 892 200 75 

63 87 973 928 107 52 

46 87 314 202 37 37 

23 19 106 161 13 8 

184 291 1,542 1,052 152 31 

6 12 127 57 32 1 

778 1,517 6,068 3,454 588 238 

N.S. 

6 

536 

101 

24 

12 

88 

7 

774 

P.E.I. 
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Treatment B.C. 

Coronary Artery 
Bypass 310 

Operations on 
valves & Septa of 

I 
heart 55 

Implantation, 
removal or 
replacement of 
cardiac pacemaker 95 

Total 460 

"Hospital Data 

'-----

Table 20: Cardiovascular Surgery 

Estimated number of patients waiting in each province in 1992 

AB SASK MAN ON QUE N.B.* NFLD* 

388 80 52 484 864 40 70 

53 18 7 92 90 8 24 

3 7 0 114 70 - -

444 105 59 690 1,024 48 94 

N.S.* 
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Treatment B.C. AB 

Prostatectomy 1,935 268 

TURBladder 124 43 

Cystoscopy 312 87 

Hernia/ 
Hydrococle 568 120 

Bladder 
Fulguration 134 44 

Total 3,073 562 
- -

Table 21: Urology 

Estimated number of patients waiting In each province in 1992 

SASK MAN ON QUE N.B. NFLD 

298 132 1,178 907 298 195 

27 6 228 108 44 76 

73 19 585 181 139 29 

167 46 1,221 387 176 89 

23 10 134 73 28 7 

588 213 3,346 1,656 685 396 

N.S. P.E.I. 

75 27 

21 6 

82 13 

169 21 

24 8 

371 75 
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Treatment B.C. AB 

Colonoscopy 24 26 

Angioplasty 441 260 

Gastroscopy 114 109 

Total 579 395 

-----------

Table 22: Internal Medicine 

Estimated number of patients waiting in each province in 1992 

SASK MAN ON QUE N.B. NFLD 

14 11 287 64 29 10 

93 61 0 422 NA 52 

45 40 748 239 108 26 

152 112 1035 725 137 88 

N.S. P.E.I. 

16 0 

199 -
62 21 

277 21 
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Table 23a: Average wait (in weeks) for treatment by selected specialists in 1992 

Treatment I B.C. I AB SASK MAN ON QUE N.B. I NFLD I N.S. j P.E.I. 

Plastic Surgery 11.3 9.5 14.1 11.2 7.2 9.7 19.1 I 73.61 14.4 I 

Gynecology 9.6 7.6 9.7 14.7 5.51 5.o 1 26.3 1 4.7 I 10.0 I 24.9 

Ophthalmology 13.9 8.5 23.4 20.5 12.61 14.91 20.61 4.5 I 18.9 I 26.9 

Otolaryngology 7.5 11.1 4.2 7.3 5.7 I 7.0 I 8.9 I 24.8 I 18.2 I 7.7 

General Surgery 8.8 4.9 7.5 7.0 4.0 I 6.1 I 6.0 I 15.5 I 5.7 I 1.01 

Neurosurgery 7.1 7.3 3.5 7.3 6.6 I 28.4 I 2.6 I -I 7.1 11 Orthopodi" I 18.3 I 12.4 I 13.5 I 29.2 I 11.8 I 12.13 I 17.8 I 12.4 I 19.3 I 29.8 

Cardiovascular 
(elective) I 13.o I 18.6 I 16.3 I 9.5 I 9.3 I 48.5 I 20 I 24.0 I 14.0 

Cardiovascular 0 
(urgent)"" 5.0 7.9 6.0 2.0 2.6 5.2 4.0 3.5 6.3 - .., 

=+ 
Urology 12.6 3.7 6.3 3.2 3.7 4.7 9.9 14.0 4.9 

()' 
7.8 a 

Interal~edicine 3.7 2.9 2.1 3.0 1.7 2.7 3.4 2.3 3.0 3.1 
;:;; 
<n 
c 
{1) 
<n 

Weighted Average I 10.1 1 7.6 1 8.2 1 1o.8 1 5.9 1 11.2 1 12.o 1 13.o 1 9.s 1 14.6 I OJ c 
<D 

"Weighted Average does not include pacemaker waits. I ....... 
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Table 23b: Survey of Physicians 1992-Estimated number of patients waiting by specialty 

Treatment B.C. AB SASK MAN ON QUE N.B. NFLD N.S. 

Plastic Surgery 539 430 346 195 1,200 1,252 175 335 105 

Gynecology 1,905 1,620 935 1,265 3,682 2,456 1,642 288 720 

Ophthalmology 747 673 746 571 4,332 4,391 659 43 917 

Otolaryngology 1,170 1,717 352 413 3,474 1,605 429 999 757 

General Surgery 2,459 1,372 941 848 3,914 4,866 588 952 671 

Neurosurgery 928 710 161 182 2,216 4,135 57 - 238 

I Orthopedics 2,724 1,754 778 1,517 6,068 3,<:54 588 238 774 

Cardiology 460 444 105 59 690 1,024 48 94 88 

Urology 3,073 562 588 213 3,349 1,656 685 396 371 

Internal Medicine 579 395 152 112 1,035 725 137 88 277 

Residual 18,087 6,063 2,622 2,408 19,394 16,790 2,518 1,485 2,904 

Total 32,671 15,740 7,727 7,783 49,354 42,354 7,526 4,978 7,822 

Proportion of pop. (%) 1.1 0.7 0.8 0.7 0.5 0.6 1.0 0.9 0.9 

Canadian totals 177,297 0.67% 
---- --- - -

P.E.I. 
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Table 24a: Comparison of average weeks waited for treatment in selected specialties, 1991 and 1992 

B.C. Manitoba New Brunswick Newfoundland- Nova Scotia 

1992 1991 %ch 1992 1991 %ch 1992 1991 %ch 1992 1991 %ch 1992 

Plastic Surgery 11.3 13.9 -19% 11.2 11.6 -3% 19.1 42.8 -55% 73.6 42.5 73% 14.4 

Gynecology 9.6 8.9 8% 14.7 13.4 10% 26.3 12.7 107% 4.7 5.9 -20% 10.0 

Ophthalmology 13.9 12.4 12% 20.5 20.8 -1% 20.6 2.7 663% 4.5 4.7 -4% 18.9 

Otolaryngology 7.5 11.3 -34% 7.3 10.2 -28% 8.9 7.6 17% 24.8 18.2 

General Surgery 8.8 4.8 83% 7.0 11.4 -39% 6.0 2.3 161% 15.5 6.9 125% 5.7 

Neurosurgery 7.1 4.4 61% 7.3 11.5 -37% 2.6 2.5 7.1 

Orthopeadic 18.3 19.2 -5% 29.2 23.8 23% 17.8 15.5 15% 12.4 17.6 -30% 19.3 

Cardiology* 13.0 13.1 -1% 9.5 10.6 -10% 20.0 10.0 100% 24.0 36.5 -34% 14.0 

Urology 12.6 11.3 12% 3.2 6.4 -50% 9.9 14.4 -31% 14.0 5.1 175% 4.9 

Internal 3.7 6.3 -41% 3.0 3.7 -19% 3.4 2.8 21% 2.3 2.2 5% 3.0 

Weighted Average 10.1 9.7 4% 10.8 12.1 -11% 12.0 10.0 20% 10.9 8.0 36% 9.5 

* Comparison between 1992 open heart surgery elective averages and 1991 average open heart surgery averages. 
**Weighted average includes only those specialties common to both years. 
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Table24b: 
Comparison of estimated numbers of patients waiting for treatment In selected specialties, 1991 and 1992 

B.C. Manitoba New Brunswick Newfoundland Nova Scotia 

1992 1991 %ch 1992 1991 %ch 1992 1991 %ch 1992 1991 %ch 1992 1991 %ch 

Plastic Surgery 539 661 -18% 195 202 -3% 175 375 -53% 335 151 122% 105 216 -51% 

Gynecology 1,905 1,761 8% 1,265 1,147 10% 1,642 793 107% 288 362 -20% 720 864 -17% 

Ophthalmology 747 664 13% 571 577 -1% 659 241 173% 43 46 -7% 917 605 52% 

1 Otolaryngology 1,170 1,758 -33% 413 573 -28% 429 367 17% 999 757 415 82% 

I General Surgery 2,459 1,344 83% 849 1,383 -39% 588 270 118% 952 368 159% 671 600 12% 

Neurosurgery 928 574 62% 182 285 -36% 57 65 -12% 60 238 218 9% 

Orthopedics 2,724 2,856 -5% 1,517 1,236 23% 588 514 14% 238 336 -29% 774 764 1% 

Cardiology• 48 63 -24% 94 90 4% 88 300 -71% 

Urology 3,073 2,748 12% 213 420 -49% 685 993 -31% 396 145 173% 371 558 -34% 

Internal Medicine 579 1,003 -42% 112 137 -18% 137 111 23% 88 82 7% 277 202 37% 

Total 14,124 13,369 6% 5,317 5,960 -11% 5,008 3,792 32% 2,434 1,580 54% 4,918 4,742 4% 

,. Methods of estimating cardiac patients waiting differ enough between 1991 and 1992 that comparison is not possible. 
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Table 25; Frequency distribution of waiting times by province in 1992* 

Proportion of average waiting times that fall in the following ranges 

Weeks B.C. AB MAN SASK ON QUE N.B. NFLD 

0-3wks 14.9% 21.7% 19.6% 28.9% 25.5% 19.1% 17.4% 22.7% 

4-7wks 21.3% 39.1% 32.6% 15.6% 48.9% 38.3% 17.4% 25.0% 

8-11 wks 36.2% 34.8% 8.7% 35.6% 17.0% 17.0% 10.9% 11.4% 

12-23wks 23.4% 4.3% 37.0% 20.0% 6.4% 14.9% 37.0% 22.7% 

24-52wks 2.1% 6.4% 15.2% 9.1% 

1 yr+ 6.8% 

Frequency distribution of waiting by regions in 1992 
Proportion of average waiting times 

B.C. Praries ON QUE 

D-3 wks 15% 23% 26% 19% 

4-7wks 21% 29% 28% 38% 

8-11 wks 36% 26% 17% 17% 

12-23wks 23% 20% 6% 15% 

24-52wks 2% 6% 

1yr+ 

• Average waits for cardiovascular surgery not included. 

N.S. P.E.I. 
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Table 26: Total expected waiting time (in weeks) from G.P.'s referral to treatment 

Treatment B.C. AB SASK MAN ON QUE N.B. NFLD N.S. 

Plastic Surgery 20.9 16.8 23.0 20.9 12.5 15.0 26.9 85.6 26.2 

Gynecology 12.8 13.7 14.2 20.6 10.5 15.4 33.0 9.2 17.9 

Ophthalmology 17.2 11.4 32.4 30.7 20.2 21.8 26.7 10.5 25.3 

Otolaryngology 10.2 20.0 6.4 12.4 10.4 10.3 14.4 27.0 25.4 

General Surgery 12.4 7.3 9.9 9.6 6.7 9.1 7.6 18.8 9.5 

Neurosurgery 14.2 22.3 9.2 19.3 18.1 33.1 6.6 - 10.6 

Orthopeadic 30.1 20.1 24.6 40.2 21.8 21.2 25.1 26.1 28.1 

Cardiology• 19.8 24.1 23.3 13 13.2 51.9 23.0 25.0 18.0 

Urology 18.5 10.2 9.3 10.7 7.6 10.0 14.2 20.3 7.9 

Internal Medicine 9.5 6.6 4.9 8.0 8.8 6.2 6.1 5.3 7.5 

Weighted Average 16.1 12.6 12.8 16.8 11.5 16.3 16.5 18.0 15.5 

*Elective surgery. 
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