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Inside the Chaoulli ruling:  Real solutions for shorter wait lists
 
Will private health care ease wait list 
pressures? 
 
No - quite the opposite. Evidence from 
Canada and other developed countries tells 
us that private payment and provision 
actually lengthen wait lists. 
 
England and New Zealand, which have 
parallel private hospital systems, have 
larger waiting lists and longer waiting 
times in the public system than countries 
with a single-payer system.1 Studies that 
have compared wait lists within countries 
have found similar inequalities; the more 
for-profit health care in a given region, the 
longer the waits for patients in the public 
system.2 When public wait times dropped 
in Britain, it was because of increased 
public funding and numbers of front-line 
staff.3 
 
In Sweden, which allowed the growth of 
private hospitals and “internal markets”, 
waiting lists have grown again to the levels 
of the early 1990s.4 The number of patients 
on cataract waiting lists almost doubled 
between 1992 and 2000.5 When the 
Stockholm Capio hospital and other for-
profit hospitals failed to achieve cost 
savings or productivity increases, the 
government legislated in 2001 to prevent  
 

municipalities from privatizing more 
hospitals.6 More recent legislation bans 
any new private hospitals from treating 
state-insured patients, to end the practice 
of private patients buying their way past 
hospital waiting lists.7 
 
The Australian government heavily 
subsidizes private health insurance, yet 
public wait times are similar to Canada’s.8 
An evaluation of Australia’s parallel 
private system by Jeremiah Hurley and his 
colleagues found that the government’s 
subsidies for private insurance cost  
$1.5 billion a year.9 Investing this money 
in public hospitals would alone resolve 
between one-half and two-thirds of all 
private demand.10 In 1998, the government 
withdrew its ban on “queue-jumping” by 
private patients in public hospitals, and 
there is evidence that the higher revenue 
earned from private patients is affording 
them preferential treatment.11 
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In New Zealand, market-style reforms 
implemented in the 1990s led to higher 
costs and longer waiting lists. The 
government instituted internal markets and 
invited competition between public and 
private hospitals. The results? Prices at 
private hospitals were generally higher 
than at public hospitals, administration 
costs increased 40 per cent over two years, 
and hospital waiting lists rose, some by as  
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much as 50 per cent.12 The new 
government elected in 1999 changed 
course, reversing a number of commercial-
oriented reforms. 
 
Canadian experiments with private health 
care have similarly failed to improve 
waiting lists. A 1997 study by Carolyn 
DeCoster and her colleagues at the 
University of Manitoba found that patients 
waited longer for cataract surgery if their 
doctors worked in both the public and 
private sectors. Those patients waited up to 
26 weeks, while patients whose doctors 
worked only in public hospitals received 
treatment within 10 weeks. People from 
high-income neighbourhoods received the 
faster treatment. Women waited about 
three weeks longer for surgery than men.13 
 
Consumers’ Association of Alberta 
researcher Wendy Armstrong found 
similar results for cataract surgery patients 
in Alberta. In Calgary, where all cataract 
surgeries were performed in private 
clinics, patients waited an average of 16 to 
24 weeks. In Edmonton, where 80 per cent 
of cataract surgeries were done in public 
hospitals, waiting lists were five to seven 
weeks long.14 
 
Why do private insurance and private 
delivery not solve wait time problems? 
 
Health care providers are lured away from 
the public system.15 The hours spent by 
physicians, nurses, technicians and other 
providers in private facilities are hours 
taken away from the public sector. There is 
already a shortage of these practitioners, 
and it takes many years to train more. 
 
Since doctors earn more in the private 
sector16, they have an incentive to maintain 

lengthy wait lists in their public practice in 
order to nudge patients towards their 
private practice.17  
 
Private clinics and hospitals tend to 
“cherry pick” patients who are healthier 
and younger, and cater to non-emergency 
care.18 For-profit facilities also tend to 
provide a lower standard of care.19 
Expensive cases and complications are left 
to the public sector, increasing demand on 
the public system. 
 
As the more privileged patients – those 
better equipped to advocate for prompt 
care and adequate funding – abandon the 
public system, providers and governments 
have less incentive to resolve wait list 
problems. 
 
What are the solutions to long wait lists? 
 
Better management and targeted resources 
are needed to tackle health care 
bottlenecks. 
 
Invest health care dollars in public 
delivery. The federal government’s Wait 
Times Reduction Fund and transfer 
payments for health care must be 
exclusively directed to non-profit service 
delivery. Likewise, provincial funding 
must be directed to public facilities, not 
private clinics. 
 
Centralize and coordinate information 
on wait lists. This includes coming up 
with standard definitions and 
measurements. Currently, depending on 
who is keeping track, the wait list clock 
starts ticking at different points: when the 
patient is referred by their GP, gets 
accepted by a specialist, is booked by the 
hospital, or at some other marker. The 
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Fraser Institute has the least reliable 
indicator: physicians’ opinions on how 
long they think their patients have to 
wait.20 
 
Keep lists current and valid. Lists are 
often unreliable, containing patients who 
already had the procedure, no longer need 
it, or have died. Decisions about who gets 
what surgery often do not follow clinical 
practice guidelines.21 Studies in Britain 
and other countries have shown that  
 
between 20 and 30 per cent of patients are 
inappropriately placed on wait lists.22 
Removing people who should not be on a 
list reduces last minute cancellations and 
allows managers to better plan. 
 
Coordinate management of wait lists. 
Most lists are kept by individual doctors, 
and patients are not regularly moved onto 
the shortest list. Progress is being made 
through projects like the Cardiac Care 
Network of Ontario, the Saskatchewan 
Surgical Care Network, and the Western 
Canada Waitlist Project.23 Improving data 
and agreeing on benchmarks is, however, 
only the first step. Referring patients to 
shorter lists and integrating care is 
necessary to reduce the underlying 
bottlenecks. 
 
Centralize booking, expand case 
management, and improve teamwork. 
Michael Rachlis recommends shared care 
arrangements, where family doctors 
consult with specialists to reduce 
unnecessary referrals.24 Rachlis also points 
to the success of case managers – hospital 
staff who specialize in coordinating patient 
care, for example finding available 
providers, arranging patient transfers 

within the region or out-of-province, and 
facilitating access to other services.25 
 
Consolidate the different steps in 
diagnosis and treatment. The Sault Ste. 
Marie, ON, breast health centre reduced 
the wait time from mammogram to breast-
cancer diagnosis by 83 per cent by 
integrating the diagnostic procedures - 
mammogram, ultrasound and biopsy.26 
 
Invest in public sector infrastructure 
and staffing to clear backlogs. In some 
treatment areas, inadequate equipment and 
facilities are impeding delivery. Across the 
health care system, shortages of health care 
providers and over-taxed education 
systems are slowing progress. Extending 
the use of existing operating rooms and 
other infrastructure, as well as building and 
staffing new surgery clinics in the public 
sector, will help address shortfalls. 
 
Coordinate care to deal with underlying 
mismatches of capacity and demand. 
Michael Rachlis argues that additional 
resources can help providers catch up to 
demand, but we need to better manage the 
flow of patients through the system for a 
lasting solution. Consolidating lists and 
procedures and coordinating care are 
necessary to make a profound dent in lists, 
as are democratic and transparent methods 
to allocate operating room time.27 
 
Use health care providers to their full 
potential, and achieve multidisciplinary 
collaboration. Using nurses – RNs, 
practical nurses, and psychiatric nurses – 
as well as paramedical professionals and 
other practitioners to their full scope of 
practice will help meet demand. Faster 
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progress is also needed towards 
multidisciplinary teamwork. 
 
Expand services and improve 
coordination in continuing care. Having 
community supports in place will ease 
pressure on emergency wards and hospital 
beds. A British Columbia study on home 
care by Marcus Hollander found that, on 
average, health care costs to government 
for home care clients were half to three  
 
quarters of costs for clients in residential 
care.28 Inadequate funding for home care 
and residential long-term care has 
increased the burden on hospitals and 
exacerbated waiting list problems. 

 
Commit energy and resources to 
primary care reform. While family 
practice teams and alternatives to fee-for-
service have made some headway in recent  
 
years, the pace of change has been slow. 
Community health centres, despite their 
proven success, have not been expanded 
by most provinces. Investment in 
prevention of illness and management of 
chronic health conditions, 
multidisciplinary team practice, and 
community public health programs would 
improve health outcomes and reduce 
reliance on the acute care system.

 
 
One in a series of six fact sheets on the Chaoulli Supreme Court ruling. Other titles in the 
series are: What the court did (and did not) say, Assessing the international evidence, Trade 
dangers of privatization, The role of drugs in rising health costs, and Taking action. 
 
All can be found at cupe.ca. 
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