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Adversaria

Timely access to health services is an expectation of consumers in every devel-
oped country and is the topic examined in this issue of Longwoods Review – our
focus on policy. Authors Baker and Schwartz discuss the issue of waiting times
for cancer services in Ontario. They indicate that as the population ages there is
increasing demand for services so there is a need for a system of queuing or
prioritizing those in need of services using formal criteria. The problem is partic-
ularly challenging for cancer services where patients are sick and anxious to
receive appropriate treatment as soon as possible.

The purpose of this paper is to describe the Ontario situation and to examine
the experience of other countries in dealing with the same problem. Baker and
Schwartz describe three approaches to waiting lists: measure and monitor them;
improve or expand the services; and system redesign to improve coordination
of services. They suggest three critical steps in dealing with waiting list problems:
(1) engage experts who have had experience in solving this type of problem; (2)
find local champions who are willing to participate; and (3) carry out pilot work
to test solutions. 

Commentators on the Baker and Schwartz paper are Glynn who describes the
approaches used in Saskatchewan and Nova Scotia, and Lewis who provides
insights from New Zealand. Lewis concludes: “… in a just and well-ordered
system, all waits should be insignificantly long.” Food for thought.
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THE FAILURE TO PROVIDE TIMELY ACCESS

to healthcare services is a growing
problem in many countries and
remains a concern in the Ontario
cancer system. Wait times for services
is a political problem for governments,
and reducing these times is a complex
task, requiring action on multiple
fronts. Reducing wait times for cancer
services is challenging for two impor-
tant reasons. First, the cancer journey
is complex, involving multiple
diagnostic and staging tests and
various treatment modalities; there are
many points at which patients must
wait for different treatments and

services. Second, the demand for
cancer services is substantial and will
continue to grow because of the aging
of the population and an increase in
some risk factors. Without concerted
action to reduce waiting times, the
problem will only worsen.

Current efforts to address the access
problem in Canada appear to be based
on several key assumptions. First, it is
assumed that the growing demand for
services and limited resources will
inevitably limit access and create waits
for patients. Second, it is also assumed
that the most direct way of improving
access is to provide additional

resources to target specific gaps in
diagnostic and therapeutic services, as
well as to improve the allocation of
current resources by ensuring that
patients with the greatest need are
offered care first. Implicit in these two
assumptions is a third tenet: that
current service-delivery patterns are
largely effective, and that service delays
are a result of growing demand, not
the way that services are currently
provided.

This paper outlines the nature of
the access problem for cancer services
in Ontario, and reviews current
approaches to reducing wait times in
Canada and abroad. Canadian efforts
to improve services have focused
largely on creating wait lists that aim
to prioritize patients and to use
resources more effectively. Investments
in services are also being made in areas
where current demand outstrips the
supply of available services. Inter-
nationally, other approaches have been
taken that have great potential for
Canada. 

In the UK, substantial and continu-
ing investments in the National Health
Service (NHS) have been linked to

Innovation and Access to 
Cancer Care Services in Ontario

G. Ross Baker and Farrah Schwartz

Time stands still between diagnosis and surgery. That waiting time is awful.
Three weeks seems like an eternity.

– Cancer patient, Canadian Cancer Society’s Talking about Cancer 
(Canadian Cancer Society 2004b)

Canada’s first ministers were wrong to focus on wait list times in five key
areas during the recent health care summit, says Roy Romanow, the former
Saskatchewan premier who led a landmark royal commission on the state of
Medicare. By focusing on reducing wait times for cardiac, cancer, joint
replacement, cataract and diagnostics, all other medical services may not get
the attention they so deserve.

– Toronto Star, October 1, 2004
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efforts to update and streamline service
delivery and improve coordination
between agencies and providers.
Efforts in system redesign have proven
successful for addressing some access
problems. A number of healthcare
organizations in the United States are
using ideas from operations research
and supply chain management to
redesign services and reduce waits,
often with little additional resources. In
Canada, such efforts are uncommon but
could greatly improve access to care.

Following a description of the
problem, we suggest critical steps in
redesigning the diagnosis and treat-
ment systems that will improve access
and reduce waiting times. Although
our principal focus in this paper is on
cancer diagnosis and treatment, the
methods described are applicable to all
types of healthcare.

WAIT TIME FOR CANCER CARE:
THE PATIENT JOURNEY
Although the cancer patient journey is
complex, and no two patients have the
same experience, there are common
steps that patients take as they make
their way through the system. Figure 1
illustrates the complex journey that
patients take in general, beginning
with screening or a visit to a family
physician, continuing with various
treatment modalities and ending with
long-term survival or terminal care.

The cancer journey varies depend-
ing on tumour type and disease stage.
For example, a breast cancer patient
may begin with routine breast screen-
ing. If the screen is abnormal, she may
then undergo a variety of diagnostic
tests, including a diagnostic mammo-
gram, CT scan, MRI and/or others
(Canadian Cancer Society 2004a). She
is also likely to undergo a biopsy,
where cells or tissue are removed and
examined under a microscope.
Following confirmation of a cancer

diagnosis, she undergoes surgery,
either a lumpectomy or a mastectomy,
along with the removal of lymph nodes
to check if the cancer has spread and
determine the stage of the cancer. After
a lumpectomy, she may have radiation
therapy on her breast and regional
lymph nodes. Chemotherapy or
hormonal therapy may also be
indicated to reduce the likelihood of
recurrence. 

Each stage in the journey entails
multiple steps. For example, to receive
radiation therapy, a patient first has a
consultation with a radiation oncolo-
gist to determine if radiation therapy is
appropriate. The radiation oncologist
may require additional tests, and the

opinions of other specialists, such as a
medical oncologist. If radiation
therapy is indicated, the radiation
oncologist must plan the treatment,
map the area to be treated and deter-
mine the dose to be administered. The
treatment must then be booked for
multiple sessions. 

Patients often wait at each of these
steps in the journey. Waiting for cancer
services may cause anxiety, frustration
and possibly poorer outcomes. Patient
accounts of waiting in Ontario demon-
strate the problems created. One breast
cancer survivor and advocate describes
“cancer rage” (DeKoning n.d.), which
she terms “an appropriate phrase to
describe the current scenario in

Goes to

Family doctor/
health centre

Routine
screening

Cancer not
diagnosed

Continuing treatment

Key points in cancer journey

Source: Fitch, 2003.

Long-term survivalCure

Long-term monitoring
and follow-up Relapse Terminal care

End of treatment

Treatments

Diagnosis of cancer

Pallative care

Local hospital or cancer centre  
to undergo tests

The cancer patient journey

Figure 1.

Waiting for cancer services may cause anxiety,
frustration and possibly poorer outcomes. 
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Ontario regarding healthcare for
cancer patients.” She states, “having
been through the system twice myself,
once in 1993, when I was diagnosed
with breast cancer, and a second time
in 2000 with a recurrence, I have
witnessed a decline in the timeliness
and quality of care.” The patient
journey illustrates the complexity of
the cancer system and the problems
posed by waiting for care at numerous
points. The complexity of the system
is a major challenge to reducing wait
times. Solutions to wait times must be
system-wide to have an effect (Institute
for Healthcare Improvement 2003). 

The growing cancer incidence adds
additional urgency and complexity to
the need to reduce wait times (Schwartz
et al. 2004). Driven largely by popula-
tion aging and growth, the number of
new cancer cases in Ontario is expected
to grow by two-thirds by 2020 and
double by 2028 (Schwartz et al. 2004).
At present, there are approximately
half a million people who have
survived or are living with cancer in
Ontario (Schwartz et al. 2004). Both
the growing incidence and prevalence
of cancer drive the need for cancer
services. Incident cases compel the
need for one-time services, such as
radiotherapy and cancer surgery, while
prevalent cases contribute to continu-
ing needs for diagnostic services
including laboratory and imaging
services, systemic therapy and
supportive care. Because of the growth
in the number of patients requiring
treatment, demand for cancer services
will certainly increase over time. 

In addition to the growing number
of cases of cancer, advances in cancer
diagnostics and treatment, as well as
new indications for treatment, have
raised the demand for and cost of
cancer services. The direct cost of
cancer in Ontario was estimated at $2
billion in 2004, and the indirect costs

were approximately $5.5 billion,
including costs associated with prema-
ture mortality and short- and long-
term disability. Costs will continue to
rise as the incidence and prevalence of
cancer grow and new, more expensive
cancer treatments are developed.

ADDRESSING WAIT TIMES: 
THREE APPROACHES
There are three approaches that have
been implemented in various jurisdic-
tions to address wait times and
improve access to care: 

1. measuring and monitoring 
wait times 

2. improving and expanding selected
services 

3. system redesign 

Measuring and Monitoring 
Wait Times
From a traditional economics perspec-
tive, a healthcare system with no wait
for care might be viewed as operating
with excess capacity, wasting resources
that might be better utilized elsewhere
in the system. Economists have identi-
fied “optimal” waiting times, which
refer to the point at which the costs of
waiting, such as health outcomes and
anxiety, equal the benefits of waiting,
which are generally economic (Hurst
and Siciliani 2003). However, this view
does not take into account the fact that
some outcomes of waiting for treat-
ment are difficult to quantify, and
evidence on the impact of waiting may
be incomplete. Still, without accurate
measures of waiting in the system, it is

difficult to determine whether individ-
uals are experiencing excessive waits.
Reviews of the literature on wait times
have identified a variety of ways to
measure and define waiting and
various data sources (McDonald et al.
1998). 

Waiting Lists and Waiting Times for
Health Care in Canada: More Manage-
ment!! More Money?? (McDonald
et al. 1998), a 1998 Canadian report
on wait times, emphasized the impor-
tance of measuring wait times as a key
first step in dealing with the problem.
The authors gathered information
through comprehensive surveys of
governments, hospitals, regional
health authorities, providers, adminis-
trators and consumer groups, and
reported a comprehensive literature
review. They concluded that without
improved information and manage-
ment systems, any policies dealing
with wait lists would be ineffective.
The report concluded that until “more
management” is available, “more
money” would not help the wait list
problem.

Additional information is also
needed to determine what “acceptable”
waits are. There is limited evidence on
the relationship between waiting and
health outcomes, some of which is
conflicting. It is also difficult to
properly weigh the different perspec-
tives of patients, providers, admini-
strators, the public and others. Some
jurisdictions have nonetheless estab-
lished maximum wait times that are
based on limited empirical evidence
(Banchy et al. 2000). Without evidence-

Knowledge about wait lists and wait times can help
to improve patient flow through the system. 
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based targets for receiving care in a
timely manner, it is difficult to set
guidelines for wait times. 

Accurate wait time measurement is
essential to understanding system
performance. Knowing where waiting
occurs and its effects on patients is
necessary to shape interventions that
reduce wait times and evaluate when
interventions are effective. Knowledge
about wait lists and wait times can help
to improve patient flow through the
system. 

Cancer Care Ontario (CCO) has
measured waiting for radiation therapy
for over a decade. This activity serves
several purposes. Radiation therapy
measurement allows for the monitor-
ing of wait time trends and patterns.
Measurement also provides informa-
tion on the accountability of caregivers
in cancer centres, which can have
organizational, political and legal
implications. Another example of this
type of initiative is the development of
a central registry for cardiac bypass
surgery patients by the Ontario
Cardiac Care Network that has helped
to improve access to cardiac surgery
(Saulnier et al. 2004). 

Another measurement strategy
focuses on prioritizing access to care.
Patients on wait lists often have differ-
ent needs, so wait lists may use
evidence to set priorities. The Western
Canada Wait List Project (WCWL) has
developed tools to aid in the prioritiza-
tion of patients on wait lists (Nose-
worthy et al. 2001). Although these
tools alone do not reduce wait lists,
they help ensure that patients’ clinical
needs influence their wait times. The
WCWL has not addressed the prioriti-
zation of cancer specifically, but it has
developed MRI scanning and general
surgery tools, which are both relevant
for some cancer patients. 

Though useful and important, the
measurement of wait times alone has

limited impact on the reduction of wait
times. Measurement of waits can help
to identify the sites where wait times
are shorter and, assuming patients
agree, enables the transfer of patients
to shorter queues. However, measure-
ment alone does not create access
improvements, and although measure-
ment is needed to gauge the extent of
wait times and monitor the impact of
improvement efforts, it is no substitute
for broader action. 

Implementing Improvements in
Selected Care-Delivery Elements
Focused efforts to reduce bottlenecks
in care or add new resources are
important strategies for improving
access. Changing selected care-deliv-
ery elements assumes that the system
is generally functioning well, but that
wait times are caused by limited capac-
ity in one or two key steps in the
patient journey. For example, limited
access to CT or MRI diagnostic
scanning can affect access to other
steps of care. Lack of operating theatre
time can also reduce access to surgery.
In such cases, increasing the supply of
resources is a common solution used
to address wait times. Many of the wait
time policies that have been imple-
mented over the past several decades
across various jurisdictions have
focused on such “steps in the system.”
Increasing capacity at selected points,
improving efficiency and improving
local coordination are all useful tactics
to reduce wait times when the waiting
is caused by a few elements of care. 

There have been a number of these
solutions implemented in the Ontario
cancer system. Gaining Access to
Appropriate Cancer Services: A Four-
Point Strategy to Reduce Waiting Times in
Ontario (Schwartz et al. 2004) outlines
strategies to reduce wait times in
Ontario. New capital projects, includ-
ing the Grand River, Northwestern

Ontario and Hamilton Regional Cancer
Centres, were completed in 2004.
Regional Cancer Centres in Peel,
Durham and Hamilton are currently in
development. Capacity in existing
cancer centres is also being expanded
(Cancer Care Ontario 2004). The
Ministry of Health and Long-Term
Care has allocated $26.3 million in
2004 to address wait times and
improve access to cancer services. This
funding will increase cancer surgery,
radiation therapy and pay for the
replacement and extended operation
of CT and MRI scanners (Ministry of
Health and Long-Term Care 2004).
New efforts have also been made to
reduce demand for cancer services
through smoking cessation campaigns,
breast cancer screening and a fecal
occult blood testing pilot for colorectal
screening. 

Another example of solutions that
fall under this category is maximum-
care guarantees used in the UK (Hurst
and Siciliani 2003) and now champi-
oned by some advocates in Canada
(Kirby 2002). Care guarantees promise
patients certain treatments within a set
period of time. Ontario does not
currently employ this technique to
address wait times in cancer care,
although the use of Ontario funding to
send patients out of province for
cancer care and other services implies
some implicit use of this strategy. 

Taking steps within the system can
provide short-term relief for excessive
wait times through immediate solutions.
Such steps often deal with wait times
now, shortening wait times for at least
some of the individuals currently in
the system. However, shortening the
waits for some individuals in the
system often happens at the expense of
other patients. For example, a UK
initiative to decrease the wait lists for
varicose vein surgery was successful in
decreasing the proportion of patients



6 LONGWOODS REVIEW VO L.  3  NO.  2 • 2005 

Innovation and Access to Cancer Care Services in Ontario  G. Ross Baker and Farrah Schwartz  

waiting for surgery from 65 to 40%.
However, the proportion of patients
waiting for hernia surgery increased
from 10.4 to 15% during the same
period (McDonald et al. 1998). 

In addition, short-term solutions
rely on the larger system working
effectively. In situations where there
are broader problems in the coordina-
tion of services or the organization of
care in local settings, implementing
improvements in local delivery
elements is insufficient to reduce wait
times. For example, attempts to
improve the flow of patients through
emergency departments often require
changes outside the department itself,
since flow problems are frequently
caused by backups in transferring
patients out of hospital beds. Exper-
iences in both the US (Institute for
Healthcare Improvement n.d.a) and
Canada (Ontario Hospital Association
1998) have shown that improving
local delivery elements alone may not
reduce wait times. Adding new
resources can help fix visible problems,
but it often exposes other bottlenecks.

System Redesign
System redesign addresses problems in
health-delivery systems resulting from
poor coordination and integration
within the system. Donald Berwick,
CEO of the Institute for Healthcare
Improvement (IHI), notes: “Every
system is perfectly designed to achieve
the results it achieves” (Berwick 1996).
But most care-delivery systems were
never “designed.” Instead, they
evolved gradually, incorporating new
technologies and new types of care
without changing basic operations and
processes that were developed much
earlier. System redesign strategy calls
for analyzing the current performance
of care-delivery systems using tools
developed for assessing patient flow
and then improving performance by

removing bottlenecks or creating new
models of care. 

Some of the changes that result
from analyzing and improving system
design may incorporate measurements
or innovations used by other approaches
mentioned above. Redesigning the
system can improve the processes that
are used within specific units to
provide care or redesign how capacity
is planned, provided and booked. But
the scale of the change is greater, and
the focus includes not only interven-
tions in individual clinics or centres
but also improvements coordinating
the delivery of care across providers,
clinics and organizations. 

System redesign initiatives often
start with mapping the patient journey,
identifying every step along the way,
and then redesigning the pathway to
eliminate unnecessary complexity or
time-consuming steps (Garvey et al.
2003). Teams in local centres
document the patient journey through
clinics and hospitals, mapping the
steps and identifying bottlenecks,
duplicated work and unnecessary
waits. Explicit attention to the steps of
care often results in insights about
opportunities to improve flow. Teams
also can share the lessons learned and
best practices between sites and
between services. Other types of
system redesign have included review-
ing how care capacity is used and
redesigning the way that capacity is
planned and added to the system
(Silvester et al. 2005).

System redesign efforts require
expert assistance from operations
managers and patient flow consult-
ants. Such consultants facilitate local
insight, provided by frontline care-
givers and managers, who help to
identify changes. Changes are tested
first by implementing them at the local
level and then applying them to the
entire system. Implementing change at

the local level enables the planning
and testing of solutions in real work
settings, without the commitment to
redesign the entire system at once. A
list of best practices and critical ideas
for improving flow can be shared
between sites and teams. The opportu-
nity to redesign the system at the local
level allows for more innovation,
which in turn promotes new examples
of system redesign. However, a
challenge inherent to such grassroots
change is the transition from local
system redesign to system-wide
changes. There are several Ontario
examples of redesign in the cancer
system, but most of these have
remained local. It is the combination
of local innovation with central
support for spreading the change that
enables the success of system-wide
system redesign. 

One Ontario example of system
redesign is the current Diagnostic
Assessment Unit (DAU) pilot in devel-
opment at the Ottawa Regional Cancer
Centre. A DAU is a one-stop ambula-
tory diagnostic clinic with multi-
disciplinary consultative expertise,
patient information resources and
psychosocial supports. These centres
appear to decrease the time to diagno-
sis of benign or malignant lesions. In
one pilot study, waiting was reduced
from 119 to 63 patients on the wait-
list (Gagliardi et al 2004). Two months
after the pilot study ended, the wait-
list was back up to 108 patients. The
majority of the patients in the pilot
study reported satisfaction with the
clinic and their care. 

The Ottawa pilot includes a multi-
disciplinary team of nurses, social
workers and medical specialists. Close
linkages are also established with
family physicians, community hospi-
tals, the Community Care Access
Centre and physicians providing
palliative care (DeGrasse 2004). 
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Other examples where system
redesign may provide for improved
access and faster service delivery
include new Ontario initiatives in
express line chemotherapy and rapid
access radiation therapy, but these local
initiatives have not yet been spread
beyond initial sites. Clearly, the
challenge for system redesign is to
expand successful local efforts into
broader system redesign. The UK
experience in the last few years demon-
strates that such changes can be spread
within a larger system.

THE MODERN NHS: SYSTEM
REDESIGN FOR IMPROVED ACCESS
The NHS in the UK experienced
problems with unacceptable wait times
since the 1970s and tried numerous
strategies to reduce wait times, includ-
ing improved measurement, added
capacity and maximum guarantees
(McDonald et al. 1998). Despite these
solutions, long delays for treatment
continued to be a problem, especially
in cancer care (Spurgeon et al. 2003).

The need to reduce wait times effec-
tively was recognized in the NHS Plan
(National Health Service 2000a),
which was released in July 2000,
followed soon after by the NHS Cancer
Plan (National Health Service 2000b).
Both plans identified the need for
system redesign in the NHS, calling for
an overhaul of healthcare delivery
systems (Garvey et al. 2003). With the
help of the Cancer Services Collabor-
ative (CSC), formed in 1999, the plan
for system redesign was developed,
based on four key strategies: 

1. a flexible improvement model for
testing, adapting and implementing
changes

2. small-scale testing to create momen-
tum for making big changes to the
system

3. effective use of data for learning

4. collaboration with other teams and
experts in the subject matter
Consistent with the tenets of system

redesign, the NHS strategies called for
multidisciplinary grassroots initiatives
tested at the local level and then spread
through the system. The NHS Plan
established a £500 million perform-
ance fund to support healthcare
performance improvement at the local
level (National Health Service 2000a). 

The major vehicle for system
redesign in cancer was the CSC, which
was rolled out as a three-phase
program, starting in nine pilot cancer
networks, working in five key cancer
areas. The pilot networks implemented
various system redesign projects in
these five tumour groups, evaluating
the innovations and collaborating with
the other pilot networks. Phase II was
launched in April 2001, expanding to
include all 34 cancer networks and
several more cancer sites, promoting
innovation across the NHS cancer
system through the continued use of
system redesign and collaboration with
other cancer networks.

The third and final phase of the
CSC began in April 2003 and is
expected to run until March 2006.
This phase will focus on implementing
lessons already learned at the network
level across the cancer system and
aligning local priorities and strategies
with national requirements. Currently,
these improvements are reaching over
40% of cancer patients and contribut-
ing to significant reductions in wait
times for diagnosis and treatment
(National Health Service 2004). 

A few examples of local improve-
ments demonstrate how system
redesign has shortened wait times and
improved quality of care. The King’s
College Hospital in the South East
London Cancer Network reduced wait
times for all breast-screening referrals
to two weeks. The hospital had previ-

ously experienced increasing wait
times for routine breast screening
referrals (three to four weeks), with
urgent referrals seen within two weeks
(Cancer Services Collaborative 2001a).
Upon reviewing the capacity of both
clinics, the hospital determined that
the urgent clinic had approximately 30
slots set aside per week with only 10
being used, while the routine clinic
had 24 slots set aside and was devel-
oping backlogs. Moving away from this
“carve out” model of care (where some
appointments are reserved for specific
types of patients), the clinics were
combined, yielding 54 slots for all
patients. Several extra slots were added
to work down the backlog of appoint-
ments, and wait times for all referrals
were reduced to two weeks. By
redesigning the system according to
common need, rather than urgency,
and identifying capacity usage and
needs, the team was able to reduce wait
times for all patients. 

At the Central Middlesex Hospital
in the West London and Environs
Cancer Network, the average lung
cancer patient required 45 days from
referral to first definitive treatment.
This time was reduced by 50% to 22
days (Cancer Services Collaborative
2001b). By designing pathways of care
for common patient needs, ensuring
patients were on the right pathways
for care and improving communica-
tion among care providers across the
patient journey, the clinic was able to
reduce wait times. Quality was also
improved, with less duplication of
tests, more access to supportive care
and increased patient certainty in the
diagnostic and referral process. 

At the University Hospitals of
Leicester in the Leicestershire Cancer
Network, system redesign around an
improved patient experience resulted
in lowered wait time and increased
patient satisfaction rates to twice the
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previous levels (Cancer Services
Collaborative 2001b). Patients return-
ing to the hospital for their first
follow-up appointment were booked
with the surgical team and oncologist
later in the day. Although this proved
beneficial for patients since they did
not have to return for multiple
appointments, it forced them to wait
in the hospital all day. The hospital
purchased two pagers for patients so
that the clinical coordinator could page
the patients in time to return for their
appointments. 

There are numerous other examples
of similar system redesign initiatives
throughout the NHS. As local initia-
tives prove successful, the final phase
of the CSC will continue to allow for
collaboration across networks to spread
local successes to other networks.

CRITICAL SUCCESS FACTORS 
IN SYSTEM REDESIGN
Focusing on Optimizing 
Patient Flow
Waits and delays are common in
healthcare, leading many to believe
that waiting is unavoidable. Efforts to
apply knowledge of system design,
management science and quality-
improvement techniques, such as
those used in the NHS, have demon-
strated that improvements are possible
without substantial increases in
resources. Improvements are achieved
by careful analysis of the system,
understanding the nature and sources
of variation, and deliberate attempts to
match capacity to predictable varia-
tions in demand.

Mapping the Patient Journey
Mapping the patient journey through
the system and through individual
departments can reveal key areas for
system redesign. Mapping the system
structure and flow can indicate where
bottlenecks exist, and mapping all the

specific steps can explain why there
are bottlenecks. This exercise often
reveals that some steps along the
patient journey are unnecessary but
have rarely been questioned. For
example, in one NHS network, the
patient mapping exercise revealed that
there were over 50 steps involved in
booking a routine gastrointestinal
endoscopy (Garvey et al. 2003), many
of which were unnecessary. Such
process mapping can also reveal
directly where slowdowns in the
system occur, such as delayed chart
transfer between departments.
Detailed maps of patient flow help
guide the redesign of diagnostic and
treatment patterns to reduce the
numbers of separate patient visits and
enable caregivers to coordinate
separate services in ways that often
reduce time without adding costs.

The journey mapping exercise can
also allow for an evaluation of the
patient experience, revealing areas
where small changes in the journey
could increase quality of care and
patient satisfaction, such as the
example of the use of pagers. 

Managing and Reducing Variation
Variation is a natural phenomenon in
healthcare delivery. Differences in the
nature of patients (age, medical condi-
tions), staff (skills, training, time off),
supplies (differences in machines,
room layout, supplies), and informa-
tion (transcription, transport, appli-
cations) contribute to variation in the
delivery of care (Silvester et al. 2003).
Some variation (labelled “random” or
“common cause” variation) cannot be
eliminated, but can be predicted and
managed. Other, non-random
(“special cause”) variability can be
greatly reduced or anticipated. For
example, many operating rooms have
heavier schedules on some days due to
teaching responsibilities or preferences

of surgeons. Such variations lead to
slowdown in patient flow and limita-
tions of resource use. Understanding
the nature and source of variation is
useful knowledge to be used for
redesigning systems to ensure that
there are necessary staff and other
resources available at times of greatest
demand. Understanding patterns in
demand can help smooth the wait
times for services, an insight that has
contributed to improvements in the
operation of emergency rooms in
several US hospitals. 

Even when healthcare managers
recognize the need to plan for variabil-
ity, they often fall into the trap of
planning for the average patient
demand. Such strategies fail to take
into account the variation in demand,
leading to a failure to match demand
with the necessary resources (Institute
for Healthcare Improvement 2003).
Consider this example:

The mean elective surgical volume
for two hospitals for one week may
be 125 patient cases each. Hospital
A has a steady flow of surgical cases
throughout the week, allowing for
optimal scheduling and predictable
demand for staffing and patient
beds. Hospital B, which also has a
mean of 125 cases, schedules 50
percent of its cases on Mondays and
Wednesdays, and 50 percent on the
remaining days. Because the
caseload is so high on Mondays and
Wednesdays, there is no room for
the seemingly random but histori-
cally predictable surgical compli-
cations and added cases. The
demand for staff, beds, and equip-
ment is at a maximum. Any added
volume or decrease in capacity is
felt quickly as waits, delays, and
cancellations. (Institute for Health-
care Improvement 2003)
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Some of this variation is random
and cannot be controlled – mostly the
variation caused by patient factors.
However, some of this variation can be
predicted, controlled and often elimi-
nated. Much variation in healthcare
can be reduced or eliminated. By
reducing variation, capacity and
demand will match more often, and
the remaining variation can be
predicted and matched to plan capac-
ity needs. 

UNDERSTANDING AND MATCHING
CAPACITY AND DEMAND
Based on the idea that variation is a
significant cause of backlogs and wait
times, variation in demand and capac-
ity should be measured, and capacity
should be flexed to meet demand as
required. Richard Steyn, a thoracic
surgeon and expert on improving
patient flow, has developed a number
of models to illustrate the importance
of these concepts. He notes that unless
capacity is matched to demand for
service that clinics can experience the
development of queues while under-
utilizing available resource on some
days (see Figure 2).

To avoid these problems, managers
need to analyze their capacity and
demand analysis to predict appropri-
ate staffing and other resources needs
using queuing methods or similar
tools. Queuing methods produce
computer models that enable predic-
tions of resource requirements
generally mapped against time and
changing demand (Hall 1990). These
methods can indicate whether avail-
able capacity will be sufficient for
anticipated demand and thus provide
a basis for understanding how to
improve patient flow. 

Understanding that systems can be
redesigned is important to reducing
delays in accessing care. However,
consultants and senior managers

cannot understand all the factors
necessary for successful implementa-
tion of these ideas. A method is needed
to enable local teams to apply these
ideas (with appropriate support from
experts). The methods used in the
NHS modernization efforts, and in a
variety of improvement work in North
America and elsewhere, are based on a
simple model used for more than a
decade by the IHI and others.

Improvement Model
The IHI improvement model, based
on the work of Thomas Nolan and
others, has been used to test out
specific changes to improve system
performance to better serve patients
and other customers, improve system
flow and reduce costs (Murray and
Berwick 2003). Adapted from Langley,
Nolan and Nolan (Langley et al.
1992), this model has four key steps
starting with three questions that help

Variation mismatch leads to waits

Figure 2.

Model for improvement

Figure 3.

Source: www.steyn.org.uk

Modernization Agency

Demand

Queue

time

Capacity

Can't pass
unused capacity
forward to next week

NHS

PlanAct

DoStudy

What are we trying to accomplish?

How will we know that a change is an improvement?

What change can we make that will result in an improvement?

Source: Berwick, 1996.
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teams to set aims, define measures and
identify ideas for change. After these
questions are answered, teams need to
test these ideas in real work settings.
The testing of change involves four
steps: Plan the change; Do the change;
Study the change; Act on the results.
Plan-Do-Study-Act (the PDSA cycle)
is the “Deming cycle,” which is widely
used in quality-improvement efforts
in healthcare and elsewhere (see
Figure 3).

The IHI model consists of three
questions and a cycle for testing
innovations. The questions are devised
to help an organization focus on areas
for improvement and create change
(Institute for Healthcare Improvement
n.d.b). Together, the questions help
identify improvement aims, measure
the impact of changes and select the
changes that are most likely to result
in improvement. 

For cancer wait times in Ontario,
the three questions might be answered
thus:

What are we trying to accomplish?

Local improvements:
• reduced wait times for cancer services
• increased patient satisfaction with

access to cancer care
System-wide improvements:
• changes at local levels that can be

implemented throughout the system
• greater coordination for patients

accessing services in the cancer 
system

• reduced waste and improved utilization
of services

• reduced variation in system-wide 
quality indicators

In addition to larger aims for system
redesign, local teams set local aims that
identify goals for their efforts. These
aims specify the improvements desired
in clinics to improve access and reduce
wait times.

The second key question in the
improvement model asks for measures
to determine if the changes made lead

to improvements. The linkage of the
improvement strategies to measures of
performance enables local teams to
assess their efforts in achieving their
goals, and to gauge the impact of their
efforts on a larger scale.

How will we know that a change is 
an improvement?

Local measurements:
• wait times
• patient satisfaction
• costs
System-wide measurements:
• wait times across the system
• number of improvements made in 

the system
• quality of care outcomes 
• coordination among providers and 

organizations
• costs

The third question is focused on
identifying the specific changes that
teams might make to improve flow.
These would include changes in
booking processes, care delivery,
communication and coordination, and
staffing. 

What change can we make that will result
in an improvement?

Local changes:
• process mapping with elimination of

unnecessary steps
• redesign of capacity to match demand
• local innovations
System-wide changes:
• coordination among providers, clinic,

hospitals and community-based 
services

• better information about cancer care
• dissemination of successful change

strategies to other jurisdictions to 
promote implementation of tested
changes

The PDSA cycle provides a method
for testing changes. This approach
promotes the development and testing
of solutions in real work settings and
offers proven ideas for system-wide
implementation. This cycle calls for
planning the change as a first step,
followed by actually doing the change

– on a small scale where possible –
implementing it into a real work
setting. After doing the change, local
teams assess results, to study the
impact of the change. Once an organi-
zation has planned, tested and studied
a change, it can then act on the change,
rejecting it, altering it to increase its
impact or implementing it on a more
widespread basis. 

The improvement model, especially
the PDSA cycle, promotes grassroots
change with system-wide implementa-
tion of tested changes. This model is
especially useful for system redesign
and has already been widely utilized
by healthcare organizations to imple-
ment organizational change. This
model has great potential for enabling
system changes in the Ontario cancer
system to improve access and quality
of care, as well as increasing the satis-
faction of staff. 

The IHI has been a leader in the
area of system redesign and provides
many resources for implementing
change (Institute for Healthcare
Improvement n.d.c). The experiences
of the NHS efforts to improve access
also offer important lessons in improv-
ing systems that have long been
resistant to change. The moderniza-
tion agency and CSC have produced
many service-improvement guides to
disseminate effective system redesign
programs across cancer networks. 

IMPLICATIONS OF SYSTEM
REDESIGN IN ONTARIO
There are many opportunities to
implement system redesign in the
Ontario cancer system. The NHS
experience has demonstrated the value
of a grassroots strategy, where local
centres work to analyze patient flow
and redesign systems to improve
performance, and central agencies help
to support the spread of these
improvements. In Ontario, individual
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cancer centres could identify local
innovations. Cancer Care Ontario
could serve as the central agency
supporting local projects, helping to
disseminate innovations across the
cancer system. The Ontario Cancer
Plan (Cancer Care Ontario 2004) calls
for regional cancer programs, which
might support improvements to the
coordination of care across the full
spectrum of cancer services. 

The 2004–2005 Ontario provincial
budget allocated $5 million to the
“Access to Cancer Services Innovation
Fund” to support innovative projects
that will reduce wait times by testing
and implementing new approaches.
Through a selection process, the
funding was allocated to 22 regional
projects. Among the projects being
funded are:

• the development of regional clinical
pathways for lung cancer patients
and their families in eastern Ontario,
Ottawa 

• using system redesign to improve
access to leukemia treatment in the
Toronto region

• nurse-led chemotherapy assessment
clinics and rapid-response chemo-
therapy delivery in centralwest
Kitchener

• the development of an integrated
delivery and communication system
for palliative care in southeast
Kingston

• the development of a virtual commu-
nications centre in north Thunder Bay

These projects will begin shortly
and provide knowledge about changes,
which, if successful, could be more
broadly implemented. Clinicians and
managers in the Ontario cancer care
system are beginning to adopt system
redesign strategies for improving
access to cancer care services, broad-
ening previous attempts to increase

capacity and improve measurement.
Three critical steps are needed to

help expand system redesign efforts in
the Ontario cancer system:

1. Senior leaders from the Ontario
system should engage experts and
leaders from the UK and the US who
have undertaken major system
redesign efforts, as well as local
experts who have used these ideas
in other care areas. Their knowledge
of the approaches, tools, useful
resources and pitfalls will provide
valuable input and assistance for
Ontario efforts to redesign cancer
care services.

2. A staged approach to this work
should be planned, beginning with
the innovation sites where existing
clinical champions can help to guide
improvements. Expertise and
support need to be provided to these
sites. Lessons learning in collabora-
tive improvements in the US and the
UK will help to ensure that these
teams share their lessons learned.

3. Pilot work in one or more areas
should be used to develop a set of
local experts who can help support
expansion of these initial efforts to
new sites with a goal to expand the
analysis and improvement of care-
delivery processes over a three-to-
five-year time frame.

Current efforts to develop better
measures of wait times and prioritiza-
tion strategies for patients will create
useful tools. However, the experience
of the NHS and various healthcare
delivery organizations in the US (such
as Kaiser Permanente) and Canada
suggest that the greatest gains will
come from addressing system redesign
to improve the delivery and coordina-
tion of care. Such changes are
necessary to provide high-quality
cancer care services and to provide

timely access to growing numbers of
cancer patients. 
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Board Accountability Is the Key to Ensuring Timely Access

Peter A.R. Glynn

BAKER AND SCHWARTZ have done an
excellent job of clearly laying out the
challenges confronting Canadian
healthcare providers in ensuring timely
access to care. Baker and Schwartz
identify three approaches that various
jurisdictions have used to improve
access to care: 

1. measuring and monitoring wait
times 

2. improving and expanding selected
services

3. system redesign

Most importantly, the authors have
identified “system redesign” as the key
strategy that will provide both sustain-
ability and affordability. They clearly
and correctly identify that, in accor-
dance with experience in other
jurisdictions, “the greatest gains will
come from addressing system redesign
to improve the delivery and coordina-
tion of care.”

In Canada, a number of provinces,
Saskatchewan in particular, have made
considerable progress in accurately
measuring wait times for surgery. Also,
Nova Scotia has started innovative
work in measuring and monitoring
access time for referrals from family
practitioners to specialists. Most
provinces have moved to improve and
expand selected services; however,
broad-based system redesign is not yet
a primary strategy. In my view, the
problem lies in the fact that we have
never been clear on who or what is
accountable for timely and appropriate
access. By and large, we function in a
rather old model of the hospital or
regional health authority (RHA),

providing the “physicians workshop,”
but having little concern with whom
the physician serves in the workshop.
As an example, until recently, hospitals
had no idea how many patients were
waiting for surgical procedures, and
they had little idea of the wait time for
such access or the variation in wait
time between individual surgeons.
Currently, only a few hospitals, for
example, Kingston General Hospital,
The University Health Network and
the Saskatchewan RHAs, have accurate
knowledge of access. Most other hospi-
tals and Regional Health Authorities
(RHAs) do not. Indeed, hospital boards
have not seen it as their concern. It has
been a classic case of “if we don’t know,
we won’t have to deal with the difficult
issues that would arise.”

Making hospital and RHA boards
accountable for access is coming to be
understood as the key to ensuring
timely access to care, as the boards are

the only governance point of interac-
tion between management and
physicians. That is why many
provinces, in particular Saskatchewan
and Ontario, are focusing on boards
and their accountability for patient
access. Boards can fulfill this accounta-
bility through insisting on system
redesign – comprehensive, sustain-
able, system redesign that organizes
access to care around patients and their
relative clinical needs. To assist hospi-

tal boards, the Ontario approach
includes substantive conditions
attached to the funding of incremental
surgical volumes and MRI hours. It is
expected that the conditions will
encourage fundamental system
redesign of surgical and diagnostic
processes. For this to happen, all
providers must come to see themselves
as functioning within “programs of
care,” not as individual entities. A
particularly noteworthy example of a
program of care is the recently
announced pilot project in Alberta to
improve access to hip and knee replace-
ment through the creation of a
centralized patient assessment and
booking process in three health regions.

We can and must do better in
meeting the needs of patients for
timely and appropriate access to care.
Baker and Schwartz’ paper sets out the
parameters of system redesign based
on results in other jurisdictions. Our

success in meeting the needs of
patients will be determined by our
collective willingness to embrace
substantive change through system
redesign.
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BAKER AND SCHWARTZ have provided an
excellent overview of the theories and
practices of wait time reduction,
complemented by a summary of
Ontario’s plans to reduce excess waits
for cancer care. In this commentary, I
pursue a number of issues implicit in
their analysis and prescriptions, and
revisit the logic of the origins of and
solutions to wait times.

People wait (involuntarily) for
healthcare for two fundamental
reasons: either there is not enough
capacity in the system, or capacity is
used inefficiently. While in Canada
there is growing consensus that both
causes are in play, public policy has
until recently focused almost exclu-
sively on dealing with perceived
shortages. Ottawa has targeted billions
of new dollars to address wait times
(though how remains a mystery).
Virtually every provincial government
has periodically added new money –
often in mid-year – to increase the
number of diagnostic or surgical
procedures in the hope of reducing
both the number of patients waiting
and the time that they wait. On the
organizational front, the Saskatchewan
Surgical Care Network is notable for
its emphasis on inefficiency, fragmen-
tation and a lack of transparency rather
than resources alone (or even at all) as
possible causes of unreasonably long
wait times.

Baker and Schwartz have outlined
proven strategies for using resources
more efficiently, among which are
system redesign, such as eliminating

unnecessary steps; defragmenting the
entry portals into the system; and more
flexible access to resources available to
larger groups of people in need. These
measures are intuitively sensible and,
one would think, relatively straightfor-
ward to implement. But reengineering
redeploys resources, and redeploy-
ment often affects providers’ (notably
physicians’) incomes. In many hospi-
tals and health regions, physician
access to OR time has largely
depended on the accumulation of large
numbers of people on their personal
wait lists. Those with the largest lists
often get the most OR time; there is
thus an incentive to maintain a large
list. If the median or maximum waits
for a physician’s patients are long, the
proposed solution is invariably more
OR time; if this is the case across many
physicians and patient categories, the
proposed solution is invariably more
resources. While the story does not
play out in this manner everywhere at
all times, it remains more the norm
than the exception. These incentives
are exacerbated by the vagaries of fee-
for-service payment systems, which
have always rewarded procedures over
consultation.

It is important to note that in such
circumstances, neither the lists, nor
the physicians’ judgment about who
needs what procedure are subject to
meaningful peer or other scrutiny.
Despite claims that Medicare is highly
regulated and severely managed,
decisions about who needs and
receives (particularly non-urgent)

services are taken in a state of anarchy.
This is more true of elective than
urgent procedures, but there is a large
body of Canadian research document-
ing huge variations in practice that
persist even when known to adminis-
trators and practitioners.

The results are predictable: some
patients will wait a very long time;
some physicians will assemble large
wait lists; there will be major variation
in the indications for a procedure, and
a general lowering of the threshold
over time; and only energetic and
savvy patients will be aware that wait
times vary greatly by physician and
institution. One would be hard pressed
to design a system more likely to
produce chaos, unfairness and
constant pressure to expand. 

There has been a more systematic
approach where patients’ lives are at
stake. For heart surgery and cancer
treatment, there is more monitoring of
wait times and usually a reasonable
attempt to serve people in order of
need. Often there are standardized
needs assessment protocols and target
wait times (some evidence-based,
others not). Even here, though, there
are unarticulated and unresolved
dilemmas turning on the issue of need.

It is simple logic that if the need for
services and the supply of services
match, over time and in aggregate, wait
time issues should disappear. At times
there will be unforeseeable clusters of
need and personnel shortages or
maldistributions that create temporary
or location-specific problems, but the

COMMENTARY

After the Sensible Reforms, What?
The Next Big Issue in Wait-Time Management

Steven Lewis



LONGWOODS REVIEW VO L.  3  NO.  2 • 2005 15

basic principle holds. If, in a given time
period, the number of people newly
presenting with a need equals the
number of people the system is able to
serve, wait times should be trivial
(assuming backlogs have been dealt
with). But this basic equation depends
on a crucial development: consensus
on what constitutes a legitimate need
that the healthcare system can address
at an acceptable cost with a reasonable
prospect of a positive outcome.

These are, of course, highly con-
tentious issues. New Zealand faced
them bravely by instituting a point
count system to measure need, and
setting thresholds for entitlement to
service in the public system. Those
falling below the threshold score were
ineligible for publicly financed care.
When the threshold is set too high in
the eyes of the public and/or providers,
two responses are predictable. One is a
demand for a private option, so that
people can pay for and get service
regardless of their point count. The
second is a loss of confidence in the
public system as seemingly unjust
decisions and pitiably ineligible cases
make their way into the media and
shape public perceptions. New
Zealand does have a private, parallel
system, and the public has on occasion
expressed dissatisfaction with the
thresholds set. There have also been
reports of “gaming” the system by
subtle and not-so-subtle cues that
encourage patients to report higher
levels of pain or disability, thereby
inflating the point count above the
crucial threshold. Regardless of these
imperfections, we owe a debt to New
Zealand for attempting to bell an
elusive and sharp-clawed cat, just as
we learned a great deal from Oregon’s
heroic effort at rank-ordering services.

The “What is a real need?” debates
have generally featured so-called
elective surgery, where quality of life,

rather than life and death, hangs in the
balance. But they apply equally to life-
and-death situations as well, with a
different twist. In such situations –
cancer being a prime illustration – it is
not the need that is in question, but
the prospects for addressing it success-
fully. Science and medicine have not
defeated most cancers: for many, inter-
ventions do little to alter outcomes,
and in some instances the treatment
diminishes quality of life without
prolonging it appreciably. On a strictly
utilitarian basis, one could convinc-
ingly argue that the costs of many
healthcare interventions greatly exceed
their benefits. Yet we are not strict utili-
tarians, and prosperous societies may
thoughtfully decide to provide some
costly and intensive treatments even

when the odds against success are
depressingly long. Rather than taking a
New Zealand-type approach and draw
a firm line that separates the eligible
from the ineligible, in Canada we fudge
the question in two ways. Either we
make people wait (push them down
the priority list), or we perpetually
expand the eligibility pool by adding
resources, in effect buying our way out
of uncomfortable choices. 

The “Canadian way” is not entirely
an indefensible form of muddling
through. Often it may be reasonable to
lower thresholds for intervening – for
example, if it proves safe to perform
heart surgery on people over 80,
adding years or quality of life, one

would be hard pressed to argue against
it. But some thresholds, particularly on
the diagnostic side, have lowered
dramatically without any evidence of
improved management or outcome.
Some of this utilization growth involves
relatively inexpensive technologies,
such as ultrasound, but much has
occurred at the high end, particularly
CT and MRI scanning. The threshold
is not lowered as a result of transpar-
ent deliberation based on cost-benefit
analysis and other measures of justice,
effectiveness and efficiency. It is
lowered by the collective but uncoor-
dinated decisions of providers who
find it almost irresistible to expand the
use of technologies that pose no risk to
patients and entail the marvels of
human ingenuity.

Here is where flow optimization
and system redesign successes meet
their match, and in a sense sow the
seeds of their own unravelling. Take
the example of MRI. When practition-
ers knew that machines were few and
capacity limited, they reserved refer-
rals for cases where there was genuine
diagnostic uncertainty and real urgency.
Over time, the technology embedded
itself into common practice and expec-
tations, the referral criteria loosened
and waits lengthened. Governments
installed more machines. But adding
capacity permanently solves the wait
time problem only if indications for
use remain roughly the same. They
don’t. If the new capacity is intended
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Virtually every provincial government has periodically
added new money – often in mid-year – to increase the
number of diagnostic or surgical procedures 
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only to clear the backlog, the number
served must exceed the number of
newly presenting cases. This indeed
clears the backlog, but also creates
excess capacity, which in Canada is
viewed as an embarrassment, if not a
scandal. It is quickly absorbed by
using the technology in new categories
of cases, new line ups appear and the
cycle repeats. So it is, mutatis mutandis,
with cataract surgery, joint replace-
ments, and so on.

I am not suggesting that there is no
unmet legitimate need or that all
thresholds are now “unreasonably”
low. The point is that to solve wait
times systemically and durably, there
must be a serious discussion of need
and its sister concept, appropriateness,
in all their dimensions. This can be
treacherous terrain, but there is no
turning away from it. Otherwise, as
the system successfully reduces wait
times, “need” will be redefined
downward – sometimes wisely,
sometimes not – and avoidance of the
central issue will be no more success-
ful than Neville Chamberlain’s policy
of appeasement prior to World War II.
Paradoxically, if we are not prepared to
discuss needs and establish thresholds
(on a principled and compassionate
basis, with nuance and flexibility),
leaving the wait time problem intact
may be the best option. Vexing though
they may be, long waits do discipline
choices and behaviours, and the
perception or reality of an overbur-
dened system creates de facto
thresholds – no doubt variable,
unstudied and unfair. 

In a just and well-ordered system,
all waits should be insignificantly long,
and medicare should serve all those
with legitimate and addressable needs.
The easy work is defining “insignifi-
cantly long”; the hard but important
work is defining “legitimate and
addressable need.” We’ve circled the

dilemma for too long; the prospects
for a real solution to wait times depend
on our confronting it. 
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