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Healing is a matter of time, but

it is sometimes also a matter of

opportunity.

— Hippocrates, The Precepts
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Introduction 

Forty years ago, Canada decided that relative medical
necessity rather than relative ability to pay should be the
factor determining access to the health care system. This
principle of access has been widely accepted and, indeed, is
included in legislation. But while the principle of accessi-
bility has been protected by legislation, the notion of time-
ly access has never been explicitly recognized. Today, we
find many Canadians worried about wait times and won-
dering about the sustainability of the promise of reasonable
access. Not surprisingly, the number 1 public policy issue
for Canadians has become “timely access to care.” 

First ministers acknowledged the importance of this
issue last September in their 10-Year Plan to Strengthen
Health Care and committed themselves to developing
benchmarks for medically acceptable wait-times in 5 prior-
ity areas — cancer, cardiac care, diagnostic imaging, joint
replacement, and sight restoration — by 31 December
2005 as part of an effort to achieve “meaningful reduc-
tions” in wait times by 31 March 2007.

The importance of reducing wait times for publicly
funded health services was underscored on 9 June 2005
when the Supreme Court of Canada released its historic
decision in the Chaoulli/Zeliotis case. Although the details
of the court’s decision will be analyzed for some time, the
decision itself points to an urgent need for governments to
work collaboratively with health care providers and
patients to lay out a roadmap that will provide Canadians
with more timely access to high-quality health care. 

This challenge to improve timely access is too great for
governments or health care providers to meet on their own.
Canada’s health care system is a shared enterprise and
reducing wait times requires a contribution from all stake-
holders. Governments need to build health care providers into
the policy process in an early, ongoing and meaningful way.
For their part, providers need to practice in a more service-
based system and culture. 

The Wait Time Alliance (WTA) was formed in fall
2004 as a result of physicians’ concern about Canadians’
access to health care. The formation of the alliance is sig-
nificant as it represents an unprecedented effort to bring
together several national medical specialty societies whose
members are directly involved in providing care in the pri-
ority areas identified by the first ministers.

The WTA released its interim report, No More Time to
Wait: Toward Benchmarks and Best Practices in Wait Time
Management, on 3 April 2005. The report presented a set
of provisional wait-time benchmarks or performance goals
in the 5 priority areas. It was intended to raise awareness,
foster discussion and ensure that the medical community
contributes meaningfully toward developing wait-time
benchmarks that ultimately improve access to care. 

With the financial support of Health Canada, a broad-
based consultation process followed involving: 
• Focus groups with patients and members of the public

in 6 centres across the country
• A national public opinion survey
• A key informant questionnaire
• A key stakeholder workshop in June involving partici-

pants that included patients, providers and govern-
ment officials 

• Briefings with federal and provincial government leaders. 
The members of the WTA received a high degree of

support from patients and the public for their work in set-
ting pan-Canadian wait-time benchmarks. Patients told us
that they view the benchmarks as an important step toward
improving timely access to care. Providing greater certainty
was another significant benefit for patients. Finally,
patients see the benchmarks as an important tool to
improve system transparency and accountability. 

Defining wait-time benchmarks

In keeping with the spirit of the First Ministers’
Agreement, the WTA believes it is important to maintain
the commitment to “benchmark.” However, for the pur-
poses of clarifying and simplifying what it means, the
WTA operationally defines wait-time benchmarks as
“health system performance goals that reflect a broad consensus
on medically reasonable wait times for health services deliv-
ered to patients.”

These benchmarks or performance goals have been
developed by medical experts using the best evidence avail-
able at the time. They are not intended to be standards nor
should they be interpreted as a line beyond which a health
care provider or funder has acted without due diligence.
Importantly, they do not take into account current con-
straints on the system’s capacity to achieve these bench-
marks.

Executive summary
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When does the clock start ticking?
The WTA heard from several patients and stakeholders.
The College of Family Physicians of Canada (CFPC) sug-
gests that “the clock starts ticking long before a patient ends
up in a specialist’s office.” From the patient’s perspective,
the wait may begin much sooner and at multiple points in
the patient’s journey through the health care system.

For the WTA, the patient’s wait time for specialty care
begins at the point where he or she receives a differential
diagnosis from the family physician/general practitioner;
that is, when “wants” get translated into “needs” and it is
decided that the patient requires diagnostic testing or clini-
cal intervention or both. 

“First principles” to guide development of
wait-time benchmarks

Following considerable input during its consultation
process, the WTA identified 10 “first principles” that will
govern its work toward the development of wait-time
benchmarks: 
1. Canadians have a right to timely and high quality care

beginning with access to a family physician or general
practitioner (FP/GP). The achievement and mainte-
nance of wait-time benchmarks should in no way com-
promise the quality of care provided to patients.

2. Wait-time benchmarks must be developed from the
patient’s perspective. This requires monitoring of wait
times from the moment the patient first contacts the
health care system for his or her condition through to
diagnosis, treatment and rehabilitation. Patients must
also be involved in the development of wait-time
benchmarks and be informed of approved wait-time
benchmarks.

3. The development and setting of wait-time benchmarks
should be based on a pan-Canadian approach to help
ensure that Canadians receive comparable access to
necessary care, avoid duplication of effort and maxi-
mize economies of scale. Although benchmarks should
be pan-Canadian, targets may be set at the provincial
or territorial level recognizing the different needs and
capacities of provinces and territories to achieve the
wait-time benchmarks. 

4. Wait-time benchmarks should be based on the best
available evidence along with clinical consensus (gener-
al agreement among the practising medical communi-
ty) both of which are suitable to the Canadian context.

5. Wait-time benchmarks are dynamic and should be
derived in an ongoing and transparent process that
involves evaluation, timely updating and a refinement
of benchmarks when necessary. This process should
include the ongoing evaluation of new technologies
and their potential impact on wait-time benchmarks.

6. Successful development, improvement and implemen-
tation of wait-time benchmarks require the early,
ongoing and meaningful input of the practising com-
munity (front-line health care workers).

7. Public accountability, through the monitoring and report-
ing of wait-times is exceedingly important to maintain
patients’ confidence in the health care system. Reducing
wait times for health services in the 5 priority areas would
enhance confidence in the health care system. 

8. Wait-time benchmarks and any associated provincial
targets to reduce wait times must be sustainable. This
will require a commitment to ongoing targeted fund-
ing through the Wait Times Reduction Fund and
strategies to promote the appropriate use of health
services.

9. The development of wait-time benchmarks for the 5
priority areas must not be achieved at the expense of
reduced access to other health care services.
Monitoring must be in place to ensure this does not
happen.

10. Wait-time benchmarks must be implemented with the
use of appropriateness guidelines and prioritization
tools that are fair, equitable and transparent to the
patient.

The WTA’s proposed wait-time benchmarks

Based on the feedback received during our consultation
phase, several changes have been made to the WTA’s
benchmark framework. For example, the “routine” catego-
ry of urgency has been changed to “scheduled” to better
reflect how this category is used in practice.

In terms of the benchmarks themselves, the WTA is
pleased to provide a comprehensive listing of new cardiac
care benchmarks that have been developed over the past
several months by cardiovascular specialists and other
physicians from across the country. In addition, the bench-
marks for nuclear medicine (diagnostic imaging) have been
modified since the release of the interim report.

Although reviews of available clinical evaluations, epi-
demiologic evidence and existing standards and clinical
guidelines were undertaken to develop these benchmarks,
the available evidence on acceptable wait times remains quite
limited. As a result, in many cases consensus among practi-
tioners was used to identify the benchmarks. However, clini-
cal judgment based on interaction between clinicians and
their patients is an equally important component. The lack
of research evidence and the importance of clinical judgment
is why the WTA believes the setting of benchmarks must be
evidence-based but not evidence-bound.

The table below summarizes the WTA wait-time bench-
marks by specialty according to 3 urgency categories: emer-
gency, urgent and scheduled. The full report contains a more
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comprehensive presentation and discussion on these bench-
marks. It is noted that there is wide variation in wait times
across the country relative to the benchmarks proposed by the
WTA. In some regions, the benchmarks are being met while in
others a significant portion of the population is not receiving
the specialty care within our recommended performance goals.

The WTA acknowledges that the development and
adoption of wait-time benchmarks is required for other types
of care (e.g., access to mental health services) and we support

the work that other groups are doing in this regard. The
Canadian Association of Emergency Physicians, for example,
has produced acceptable wait times for use by hospital emer-
gency departments and are provided in Appendix C of the
full report.

Implementation issues

Setting wait-time benchmarks is one thing; implementing

It’s about time! 3

Summary of wait-time benchmarks by priority level*

Specialty and procedure Emergency cases Urgent cases Scheduled cases
Radiology (diagnostic imaging)

- CT scans and MRIs Immediate to 24 h Within 7 days Within 30 days
Nuclear medicine (diagnostic 
imaging)

- Bone scan (whole body) Immediate to 24 h Within 7 days Within 30 days
- FDG-PET Immediate to 24 h Within 7 days Within 30 days
- Cardiac nuclear imaging (perfusion; 
viability; LV function) (SPECT or PET)

Immediate to 24 h Within 3 days Within 14 days

Joint replacement 
Within 30 days 
(priority 1)

Consultation: within 3 months

Within 90 days 
(priority 2)

Treatment: within 6 months of consultation

Cancer care
Consultation: within 10 working days

Treatment: 
within 10 working days of consultation

Sight restoration
- Cataract surgery Not applicable Cases are expedited 

proportional to 
relative degree of 
priority

Within 16 weeks of consultation

Cardiac care†

- Initial specialist consult Immediate to 24 h Within 7 days Within 6 weeks
- Diagnostic procedures (diagnostic 
catheterization)

Immediate to 48 h Within 3 days Within 6 weeks  

- Therapeutic services and procedures

Angioplasty Immediate to 48 h Within 7 days Within 6 weeks
Bypass surgery Immediate to 48 h Within 14 days Within 6 weeks
Valvular surgery Immediate to 24 h Within 14 days Within 6 weeks
Heart failure services Immediate to 24 h Within 14 days Within 6 weeks
Pacemaker Within 3 days Within 14 days Within 6 weeks
Referral to electrophysiologist Not applicable Within 30 days Within 3 months
Electrophysiology 
testing/catheter ablation

Not applicable Within 14 days Within 3 months

ICD Within 3 days Not applicable Within 8 weeks
- Cardiac rehabilitation Immediate Within 7 days Within 30 days

Note: Unless specified, time refers to calendar days between decision to treat by specialist and the day treatment is received.

Note: CT = computed tomography; FDG = fluorodeoxyglucose; ICD= implantable cardioverter defibrillator; LV = left ventricular; MRI 
= magnetic resonance imaging; PET = positron emission tomography; SPECT = single photon emission computed tomography.

* Priority or urgency levels are defined as follows: Emergency = immediate danger to life, limb or organ; Urgent = Situation that is 
unstable and has the potential to deteriorate quickly and result in an emergency admission; Scheduled = Situation involving minimal 
pain, dysfunction or disability (also called “routine” or “elective”).
† Only a sample of services and procedures are shown. More comprehensive wait-time benchmarks and urgency categories are 
provided in the body of the report.

Wait-time benchmark

- Hip and knee replacement surgery Immediate to 24 h

- Radiation therapy Immediate to 24 h Based on  individual 
need



them is quite another. The WTA devoted considerable time
to consulting the physician community and other stake-
holders about issues that need to be addressed to improve
access to care for patients. There are 3 broad categories of
issues affecting successful implementation of the wait-time
benchmarks:
1. Supply-side barriers include an insufficient supply of

health human resources, a lack of infrastructure and
poor system coordination. Although the WTA received
overwhelming support for the use of wait-time bench-
marks from patients and the public, these groups
remain skeptical about the system’s ability to deliver on
the performance goals or benchmarks unless resources
are strategically increased. The shortage of health
human resources was cited as the number 1 barrier to
successfully implementing the proposed performance
goals. For some specialties, like nuclear medicine, a
lack of equipment and facilities in parts of the country
is an additional factor hindering access. 

2. Demand-side issues are equally important in reducing
lengthy wait times beginning with a focus on reducing
demand for services by preventing illness and properly
managing existing health conditions. Appropriateness
guidelines — systematically designed statements to
assist practitioner and patient decisions about appro-
priate health care for specific clinical circumstances —
can assist physicians and other practitioners in making
appropriate decisions on utilization. 

3. The lack of data on wait times is a known obstacle to
measuring and monitoring the extent of the problem
and determining whether we are making progress.
Timely, accurate data are particularly necessary to
ensure that any progress in reducing wait times in the
5 priority areas is not being achieved at the expense of
reduced access to other types of necessary care. 
One final and important implementation issue is

whether action should be taken in the event that the wait-
time benchmarks are not met. Given that adherence to
benchmarks can vary within regions of provinces and terri-
tories and can stem from a variety of resource issues, we
believe attention should be directed toward improving per-
formance. Of greatest importance is ensuring that our
patients are able to access needed care in a timely manner.
As a result, the WTA proposes further development and
the support of interprovincial and territorial referral net-
works and assistance for patients who must travel out-of-
province or out-of-country to seek pre-authorized health
care.

Strategies to improve timely access to care

The need to reduce lengthy wait times should not be seen
as only a “government problem.” Accordingly, the WTA

has developed both a “Wait-Time Code” and a “4-M
Toolbox” of strategies to mitigate, measure, monitor and
manage wait times. Both of these are highly dependent on
partnerships among all stakeholders.

Wait-Time Code 
Building on an idea proposed by the 1964 Hall
Commission to create a health charter, the WTA has
developed a Wait-Time Code that sets out the rights and
responsibilities of patients and citizens, providers and
governments regarding the effective use of wait-time
benchmarks. “Rights” for the purposes of the code refer
to the benefits each stakeholder can expect to receive
from the adoption of the performance goals.
“Responsibilities” refer to those actions that need to be
taken by each stakeholder to achieve timely delivery of
health care. For example, patients should have a right to
expect access to timely, quality care, while at the same
time they must accept prioritization tools and queuing
for care based on need. Providers, on the other hand,
should expect to receive the resources they need to pro-
vide timely care to their patients. At the same time, they
have a responsibility to share wait list information with
others to improve system efficiency and to monitor their
patients’ condition while they wait for care ensuring that
a worsening condition will result in faster access.

4-M Toolbox of strategies to mitigate,
measure, monitor and manage wait times

The adoption of wait-time benchmarks will be an impor-
tant step in reducing wait times and improving access to
health services. However, to be successful, the adoption of
wait time benchmarks must be part of a broader strategy of
measures at the pan-Canadian, provincial and regional lev-
els. The WTA has developed a 4M Toolbox of strategies
(see Appendix A) that sets out a menu of initiatives that
provincial governments, regional health authorities, health
care institutions, and practitioners can employ to Mitigate,
Measure, Monitor and Manage wait times.

These strategies operate both at the level of the indi-
vidual patient and the system as a whole:
• Mitigating the need for wait lists: 

- For patients: prevention and health promotion
reduce the likelihood that they will require specialized
services and improve the likelihood of positive health
outcomes if they do.
- For the system: reduces the overall demand for
health care services and ensures that access to special-
ized health care services is based on relative medical
need.

• Measuring wait times: 
- For patients: provides knowledge needed to make

4 Achieving benchmarks and best practices in wait time



informed decisions about gaining access to health care
services.
- For the system: standardized, comparable pan-
Canadian data on wait times is the “cornerstone” for
evidence-based decision-making and assessing system
performance in reducing wait times.

• Monitoring wait times: 
- For patients: regular monitoring of patients’ con-
dition while they are waiting for care reduces anxiety
for both patients and their families.
- For the system: ongoing system monitoring helps
assess progress and assists in recalibrating benchmarks
and wait-time management strategies.

• Managing wait times:
- For patients: ensures that patients will have access
to the right service, through the right provider, at the
right time.
- For the system: improves productivity of existing
resources, increases system capacity to meet defined
needs and ensures continuous improvement in system
efficiency and effectiveness.
The WTA recognizes that each province and territory

will want to work with appropriate health care profession-
als to develop their own optimal mix of possible strategies
to reduce wait times.

Recommendations

Canadians have a legitimate expectation that their publicly
financed health care system provides timely access to care
based on relative need. The urgency of improving timely
access to health care in Canada has been made starkingly
clear by the Chaoulli/Zeliotis decision. 

This report provides the basis for governments to acceler-
ate their timetable for the adoption of wait-time benchmarks,
the setting of targets and the implementation of strategies to
meet the targets. Although we acknowledge that a “one size
fits all” approach will not work, the WTA recommends the
following integrated steps to realize pan-Canadian wait-time
benchmarks and improve access to care for patients.
1. To respond to the Chaoulli/Zeliotis decision and the

pressing need to demonstrate meaningful reductions in
wait times, the WTA calls on federal, provincial and terri-
torial leaders to accelerate the timeline on their wait-time
strategy.
• Federal, provincial and territorial governments
respect their commitment to establish wait-time
benchmarks for the 5 priority areas by 31 December
2005 and set targets to reduce wait times by 31 March
2006, 21 months ahead of schedule
• Use the benchmarks prepared by the WTA and
other available work to achieve consensus on an overall
set of wait-time benchmarks

• Consider the WTA’s 4-M Toolbox of strategies to
develop provincial and territorial implementation
plans using all available resources from the $5.5 billion
Wait Times Reduction Fund 

2. To address Canada’s number 1 impediment to providing
timely access to care, the federal government should estab-
lish a 5-year $1 billion Health Human Resource
Reinvestment Fund. The fund will be used to implement
a needs-based, pan-Canadian, integrated health human
resources plan based on the principle of self-sufficiency for
Canada.
• Increase undergraduate education opportunities
for health professionals and the availability of post-
graduate training positions, accelerate integration of
qualified international health workers
• Create a Canadian coordinating office for health
human resources that would coordinate provincial and
national initiatives to recruit, retain and repatriate health
providers 

3. To improve access to care and provide greater certainty
for patients that they will receive care within an accept-
able period of time, the federal, provincial and territo-
rial governments should collaborate to establish a new
Canada Health Access Fund ($2 billion over 5 years). 
• Assist provinces to develop further and support a
network of regional registries and referral centres to
increase economies of scale for the provision of highly-
specialized, low-volume procedures 
• Enhance portability of care for patients and their
families by reimbursing the cost of out-of-province or
out-of-country care when the services are not available
provincially within the accepted wait-time benchmark
(subject to prior approval by the physician normally
expected to provide or oversee the care and a medical
review panel)

4. To assist in collecting and analysing the necessary data to
support strategies to reduce wait times and monitor
progress.
• Provincial and territorial governments agree on
common data definitions of wait times and urgency
measures, and work with the Canadian Institute for
Health Information and national specialty societies to
develop a pan-Canadian approach to collecting wait-
time data 
• Canada Health Infoway accelerate investments in
information and communication systems 
• Health Council of Canada evaluate Canada’s
progress in reducing wait times

5. To build partnerships and ensure a sustained focus on
wait-time reductions, a Canadian Wait-Time
Consortium should be established to champion a pan-
Canadian wait-time agenda for the next 3 years. 
• Review and revise benchmarks as warranted

It’s about time! 5



6 Achieving benchmarks and best practices in wait time

• Hold annual forum to share information on feder-
al, provincial and territorial progress
• Serve as a clearinghouse of best practices

6. To build knowledge capacity and to support ongoing
policy development in wait-time management, the fed-
eral government should allocate significant new
resources to a comprehensive program of applied
research on access and wait-time issues under the aus-
pices of the Canadian Institutes of Health Research or
another appropriate agency. 

• Fund cross-provincial initiatives
• Expand research focus to include the broader
impacts of waiting on patients
With the release of this final report, the WTA will focus

its attention on monitoring the implementation of wait-
time strategies with the support of specialty societies and
provincial medical associations. The members of the WTA
look forward to continuing to work with other stakehold-
ers, including patients and governments, to undertake this
work and ultimately improve access to care for Canadians.



Forty years ago, Canada decided that relative medical
necessity rather than relative ability to pay should be the
factor determining access to the health care system. This
principle of access has been widely accepted and, indeed, is
included in legislation. But while the principle of accessi-
bility has been protected by legislation, the notion of time-
ly access has never been explicitly recognized. Today, we
find many Canadians worried about wait times and won-
dering about the sustainability of the promise of reasonable
access. Not surprisingly, the number 1 public policy issue
for Canadians has become “timely access to care.” 

First ministers acknowledged the importance of this
issue last September in their 10-Year Plan to Strengthen
Health Care1 and committed themselves to develop bench-
marks for medically acceptable wait-times in 5 priority areas
— cancer, cardiac care, diagnostic imaging, joint replace-
ment, and sight restoration — by 31 December 2005 as part
of an effort to achieve “meaningful reductions” in wait times
by 31 March 2007. 

The importance of reducing wait times for publicly

funded health services was underscored on 9 June 2005
when the Supreme Court of Canada released its historic
decision in the Chaoulli/Zeliotis case.2 Although the details
of the court’s decision will be analysed for some time, the
decision itself points to an urgent need for governments to
work collaboratively with health care providers and
patients to lay out a roadmap that will provide Canadians
with more timely access to high-quality health care. 

This challenge to improve timely access is too great for
governments or health care providers to meet on their own.
Canada’s health care system is a shared enterprise and
reducing wait times requires a contribution from all stake-
holders. Governments need to build health care providers into
the policy process in an early, ongoing and meaningful way.
For their part, providers need to practise in a more service-
based system and culture.

The Wait Time Alliance (WTA) was formed in fall
2004 as a result of physicians’ concern about Canadians’
access to health care. The formation of the alliance is sig-
nificant as it represents an unprecedented effort to bring
together several national medical specialty societies whose
members are directly involved in providing care in the pri-
ority areas identified by the first ministers (see Exhibit A).

The WTA released its interim report, No More Time
to Wait: Toward Benchmarks and Best Practices in Wait
Time Management, on 3 April 2005.3 The report present-
ed a set of provisional wait-time benchmarks in 5 areas:
cancer care, cardiac care, diagnostic imaging, joint
replacement and sight restoration. The report received
considerable public attention both before and following
the Chaoulli/Zeliotis decision. 

A broad-based consultation process followed, involving
patients, members of the public, representatives of other
medical and health care organizations, and federal and
provincial governments. Public feedback on the interim
report has indicated a high level of support for the WTA’s
work in setting wait-time benchmarks, both to improve
access to care and to provide greater system transparency
and accountability. 

The interim report was based primarily on research
and consensus-building among the medical specialty soci-
eties and the practising physicians who make up the mem-
bers of the alliance. This final report reflects the substantive
and constructive input we have received from patients,
other medical organizations and health stakeholders.

1. Introduction and purpose
“First Ministers agree that access to timely care across Canada is our biggest concern and a nation-

al priority. First Ministers have come together and agreed on an action plan.”
— 2004 First Ministers Accord (A 10-Year Plan to Strengthen Health Care)1

It’s about time! 7

Exhibit A: The Wait Time Alliance

The Wait Time Alliance includes the following national
specialty societies: the Canadian Association of
Radiologists; the Canadian Association of Nuclear
Medicine; the Canadian Association of Radiation
Oncologists; the Canadian Cardiovascular Society; the
Canadian Ophthalmological Society; and the
Canadian Orthopaedic Association; as well as the
CMA, which provides research and policy support.
Each of the national specialty societies has involved
clinical leaders in its respective specialty to help adduce
the evidence on reasonable wait times.

For each of the 5 priority areas, the alliance has set out
to: 

• Provide a medical perspective on the development
of wait-time benchmarks

• Advise on the implementation of wait-time reduc-
tion strategies

• Identify clinically acceptable indicators of access
and wait times.



The final report has 5 main objectives:
• To report on the feedback received from patients, the

public and other health care stakeholders on the inter-
im report and the proposed wait-time benchmarks or
performance goals

• To propose a revised set of wait-time benchmarks
based on the best available medical evidence and clini-
cal consensus and judgment

• To discuss key implementation issues that must be
addressed to meet wait-time benchmarks

• To present a 4-M Toolbox (mitigate, measure, monitor
and manage) of possible wait-time strategies and rec-
ommendations for action to put Canada on a path to
reducing lengthy wait times 

• To recommend a series of integrated steps toward meet-
ing the objectives agreed to in the first ministers’ agree-
ment.1

Defining wait-time benchmarks

The first ministers’ referred to “medically-acceptable wait-
time benchmarks” in their 10-year plan.1 Subsequently, the
WTA used the same term in its interim report.3 Some
stakeholders advised against using this or other terms such
as “recommended wait-times” or “maximum wait-times”
for fear that they will raise false expectations with potential
legal repercussions resulting from inadequate resources in
the system.

In keeping with the spirit of the first ministers’ agree-

ment, the WTA believes it is important to maintain the
commitment to “benchmark.” However, to clarify and sim-
plify what it means, the WTA offers an operational defini-
tion of wait-time benchmarks as “health system performance
goals that reflect a broad consensus on medically reasonable
wait times for health services delivered to patients.”

Furthermore, these benchmarks or performance
goals have been developed by medical experts using the
best evidence available. They are not intended to be stan-
dards. Nor should they be interpreted as a line beyond
which a health care provider or funder has acted without
due diligence. Importantly, they do not take into
account current constraints on the system’s capacity to
achieve these benchmarks.

It is also important to recognize that wait-time bench-
marks should never be seen as carved in stone; they must
evolve with the advent of new research evidence, changes
in technology and population health needs.

Although the WTA urges the adoption of pan-
Canadian benchmarks or performance goals, the purpose
of this report is not to prescribe a single approach to meet
such benchmarks. Each jurisdiction will have to identify an
appropriate mix of strategies from the 4-M Toolbox, in
keeping with consultations at the provincial or regional
level with providers, patients and taxpayers.

When does the clock start ticking? 

The WTA heard from a broad range of patients and stake-
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Figure 1: Wait times from the patient's perspective
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holders during its consultations. The College of Family
Physicians of Canada (CFPC) suggested that “the clock
starts ticking long before a patient ends up in a specialist’s
office.”4 From the patient’s perspective, the wait may begin
much sooner and at several different points in his or her
journey through the health care system (Figure 1): 
• Primary care (seeing the FP/GP and tests)
• Waiting to see a specialist
• Specialist consultation (wait for tests/investigations,

consultation with other specialists if necessary)
• Waiting for treatment (if treatment is required, priority

depends on condition and the patient waits accordingly)
• Waiting for rehabilitation services (if necessary)

For the WTA, the patient’s wait time for specialty care
begins when he or she receives a differential diagnosis from
the family physician or general practitioner; that is, when
“wants” get translated into “needs” and it is decided that
the patient requires diagnostic testing or clinical interven-
tion. For example, an FP/GP may refer the patient directly
to a specialist or may request diagnostic testing before
deciding to refer the patient for specialist consultation.

In some provinces, referral to a specialist is required
before certain diagnostic tests can be ordered. Although
this is done to guard against inappropriate utilization, it
adds unnecessarily to wait times. Access to diagnostic
testing should be available to both specialists and
FP/GPs relying on the use of appropriateness guidelines
and care pathways.

Unfortunately, many Canadians do not have access to
an FP/GP and cannot begin waiting unless they enter the
system via another route, most likely a hospital emergency
department. In fact, a serious problem related to the wait
time issue in Canada is the lack of reasonable access to
FP/GPs. A 2003 Statistics Canada survey found that 3.6
million Canadians (almost 14% of the population) had no
regular family physician.6 A 2004 Decima poll7 found that
16% of Canadians older than 18 years tried, but were
unable to find a family doctor for themselves or their fami-
lies during the previous 12-month period. In 2002, the
CFPC estimated that Canada was short 3000 family physi-
cians.4 Patients who have been unsuccessful in finding an
FP/GP are now referred to as “orphan patients.”



The benefits of wait-time benchmarks

As Canada’s physicians, we see first-hand the negative
impact that undue wait times are having on our patients. A
source of great frustration for physicians, the medical
impact of waiting can also include
• Deterioration in the condition for which treatment is

being sought, including possible threat to life, limb
and organ

• Increased likelihood of complications requiring more
invasive treatments and follow-up 

• Decreased quality of life for patients while waiting
• Increased stress and anxiety for patients and their

families.
There are, of course, wider socioeconomic ramifica-

tions of unnecessary waiting, such as a loss in productivity
(e.g., income from work or providing family support, dis-
ruption to school, etc.).8

From the patient perspective, there is great concern
regarding the negative impact that lengthy waits for care
can have on their health. But patients are also apprehen-
sive about the lack of certainty that often exists regarding
the length of their wait. This uncertainty prevents both
the patient and his or her family (as caregivers) from
being able to plan properly for the treatment and recovery
period and minimize the disruption to their work, studies
or other responsibilities. Patients are also concerned about
unfairness in waiting, particularly if they believe queue
jumping is occurring that is not based on need. 

Wait-time benchmarks or performance goals can help
alleviate several of these concerns by:
• Focusing efforts on reducing unnecessarily long wait

times 
• Providing greater certainty (e.g., providing an approxi-

mate wait time) 
• Ensuring fairness (transparent process for prioritizing

cases) 
• Improving accountability (showing performance

results, and providing a recourse if the system cannot
meet the benchmark). 
Waiting for a medical procedure with no idea how long

the wait will be is no longer acceptable to the public and our
patients — and it should also be unacceptable for govern-
ments. 

“There are levels of stress, worry, not just with the
patients, but with the families as well.”

— Focus group participant

Wait-time benchmarks also benefit administrators,
providers and the public by improving performance meas-
urement and decision-making about resource allocation.
The monitoring of wait times against benchmarks will
allow those in the health care system to direct resources
toward results and will serve as motivation to find the best
ways to achieve them.

Review of the benchmarking process

The development of wait-time benchmarks is not an
exact science. Different jurisdictions have taken different
approaches based on their particular needs and situation.
Figure 2 provides an overview of the wait-time bench-
marking process and related steps (some of which are
already underway), involving input from all stakeholders.
It must be clear that the establishment of benchmarks is
not the end point of the work; in fact it is merely the
beginning. Ultimately, the goal is timely access to care for
patients. 

“The quality of health care in Canada is good once
you get in.”

— Focus group participant

Once the benchmarks are set, it will be necessary to
set targets to determine what percentage of patients can
be treated within the wait-time benchmark. Furthermore,
clinical tools have to be developed to assist physicians in
determining which patients actually need to be treated
(appropriateness) and in prioritizing patients according to
their clinical urgency. Finally, monitoring and measuring
systems are required. The monitoring system tracks
patients while they wait. A measuring system is used to
track patients’ wait times and outcomes. The data that are
collected can then be used to determine whether the wait-
time benchmarks need to be revised (i.e., the data may
show patients waiting less than a certain period of time
have significantly better outcomes than those waiting
longer). 

2. Recent benchmarking efforts in Canada
It is not waiting lists that should be of concern but waiting that nobody wants — waits that
are uncertain, waits that are unfair, and waits that create greater risk for the patient.

— Health Council of Canada (January 2005)
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The 2004 first ministers’ accord
The September 2004 first ministers’ 10-Year Plan to
Strengthen Health Care1 identified wait times as a priority.
Specifically, First Ministers agreed to the following actions: 
• Establish comparable indicators of access to health care

professionals and diagnostic and treatment procedures
for all jurisdictions by 31 December 2005. 

• Establish evidence-based benchmarks for “medically
acceptable wait times” starting with cancer, cardiac
care, diagnostic imaging procedures, joint replace-
ments, and sight restoration by 31 December 2005
through a process to be developed by federal, provin-
cial and territorial ministers of health. 

• Establish multiyear targets to achieve priority bench-
marks for each jurisdiction by 31 December 2007. 
Their action plan is supported by a $5.5-billion Wait

Times Reduction Fund that can be drawn upon by
provinces and territories as they see fit. A Territorial Health
Access Fund was also announced to improve access to care
for residents of Canada’s three northern territories.1

First ministers committed to reporting annually to
their citizens on their progress in meeting their multiyear

wait time targets. In authorizing the appropriation of funds
to support the 10-year plan (Bill C-39), federal legislators
also provided for a mandatory parliamentary review in 3
years to “review the progress in implementing that plan.”9

Governments’ efforts to date

To help the provinces and territories meet the 31
December 2005 deadline for setting wait-time bench-
marks, governments in partnership with the Canadian
Institutes for Health Research (CIHR) commissioned
research on wait times in the priority clinical areas. Eight
research teams were subsequently funded. Part of their
research involves identifying areas where sufficient evidence
exists to support benchmarks and those where benchmarks
are already in use. Reports on this research are due on 15
October 2005.

Individual provinces and territories are also moving
forward with their own approaches to developing wait-
time targets. At the March 2005 “Taming of the Queue II”
conference, all provinces gave presentations on their efforts
to date to reduce wait times. There is insufficient space to

Figure 2: The stages in developing and implementing wait-time benchmarks

1. Establish “best practices” benchmarks
- review/reassess research evidence (if available)
- health care provider perspective
- patient input
- public and government input

2. Set targets and indicators
- target: percent of patients (scheduled cases) to be treated within 4 months (example) of
presenting problem to the system (i.e., family physician or emergency room)

- indicator: number of patients (scheduled) treated within 4 months

3. Ensure appropriateness guidelines are in place 
- guidelines to help physicians make decisions about necessary care based on a
systematic review (experience and research) of indications for procedures

4. Prioritize patients within the urgency categories for the benchmarks
- e.g., if you are assessed at 80–100 points, you are priority level 1 and should receive
treatment within 30 days 

5. Monitor and measure pre- and post-treatment
- using available indicators
- developing new indicators
- reviewing patient outcomes (e.g., does length of wait for treatment affect outcomes?)

6. Adjust benchmark and target as necessary
- review of indicators and outcomes or other research evidence may suggest an adjust-
ment to the benchmark as required.
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summarize these, but the WTA wishes to acknowledge the
work that governments are doing in this area, some of
which was highlighted in the WTA’s interim report.3

Recently, the federal government appointed Dr. Brian
Postl as the federal advisor on wait times, reporting to the
prime minister and the minister of health. Dr. Postl has
extensive knowledge and experience in this area, and the
WTA welcomes his efforts to ensure that wait times are
reduced as quickly as possible.

Other recent work on wait-time bench-
marks in Canada and internationally

The WTA is not alone in working on wait-time bench-
marks. Several reports, in addition to the WTA interim
report,3 have been released recently on the subject, includ-
ing reports by the Western Canada Waiting List Project
(WCWLP),10 the Association of Canadian Academic
Healthcare Organizations (ACAHO)11 and the Institute
for Clinical Evaluative Sciences (ICES),5 all of which are
referred to later in this report. 

As discussed in the WTA’s interim report, wait-time
benchmarks and targets already exist in various forms in a

number of industrialized countries. These approaches have
been documented in a ground-breaking study by the
Organisation for Economic Co-operation and
Development (OECD) on wait-time strategies in leading
industrialized countries.8 The WTA expert working groups
incorporated this information into their consensus-building
process regarding pan-Canadian wait-time benchmarks. 

Several countries have adopted generalized bench-
marks and targets that cut across treatment areas.
Australia, Denmark, the Netherlands, New Zealand,
Spain, Sweden and the United Kingdom have taken this
approach, which, by definition, is more arbitrary than the
evidence-based, procedure-specific benchmarking
approach that Canada is adopting. Some countries,
including Italy, New Zealand and the United Kingdom,
have also established procedure-specific benchmarks and
targets. The enforceability of benchmarks and targets
varies from one country to another, with some providing
an outright guarantee of service with recourse for patients
if the guaranteed wait time is not achieved, while others
take a more flexible approach aimed at improving system
performance through changes in incentives and system
design.



The WTA recognizes that developing wait-time bench-
marks is not the sole prerogative of physicians and the spe-
cialty societies that represent them. To be credible, wait-
time benchmarks require scrutiny by — and input from —
other stakeholders, particularly patients and the public.
Therefore, on release of its interim report, the WTA con-
ducted a substantive consultation process — with substan-
tial financial support from Health Canada — that included
the following activities:
• Presenting the report to representatives of health care

organizations and governments including participants at
the “Taming of the Queue II” conference (31 March
2005)

• Distributing the WTA’s interim report and a question-
naire to over 200 stakeholders (response rate of 14%) 

• Conducting 12 focus groups in May 2005 with public
opinion leaders and patients in 6 centres (5 urban and
1 northern/rural): Vancouver, Calgary, Toronto,
Montreal, Halifax, and Moose Factory (Ontario). In
each location, one focus group was held with patients,
or a member of their immediate family, with recent
experience in 1 or more of the 5 priority health areas
and the second group was made up of opinion leaders

• Holding a national stakeholder workshop on June 16,
involving approximately 65 participants who included
patients, providers and government officials

• Conducting a public opinion survey in June 2005 (by
Ipsos-Reid) of 1000 Canadians on the issue of wait 

• Briefing political leaders on the interim report (prime
minister, federal minister of health, chair of the Council
of the Federation, premiers, provincial ministers of
health, etc.). 
The feedback we received is summarized in Table 1. 

Response to the notion of developing wait-
time benchmarks

“Benchmarks will make [patients] feel less angry and,
they can prepare themselves better, plan better, and
that will make them feel less stressed.”

“Benchmarks will give [patients] a sense of what to
expect, in terms of results and outcomes.”

— Focus group participants

The first question we asked in our consultation was

3. Feedback on our interim report 
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Table 1: Summary of overall views on wait-time benchmarks by focus group participants12 

Positive views Concerns

Seen as an improvement Concern over ability of the health care system to deliver within
wait-time benchmarks

Giving patients a sense of certainty Need for more human, financial and material resources

Positive means of managing patient 
expectations

Distinction between the urgent and semi-urgent wait times

Good means to help the health care 
system manage its resources

Some confusion over the “routine” category — should be 
“scheduled”

Seen as increasing accountability
on part of the health care system 
and professionals

Potential for patients and physicians to learn how to “play the 
system”

Standard prioritization of care means 
equal access and potential reduction of 
bias in system (patients and doctors 
with connections)



whether there was any support for the concept of develop-
ing wait-time benchmarks. Although awareness of the issue
of wait-time benchmarks is low among the public, there is
overwhelming support for the WTA’s efforts to develop
wait-time benchmarks to help improve access to care and
to improve system transparency and accountability. A sum-
mary of the focus group participants’ overall views is pre-
sented below.

Furthermore, it is clear from the consultations that
there is very strong support for Canada’s physicians to play
a leading role in the development of the benchmarks along
with patients. Other relevant health care providers as well
as government officials should also be involved. 

“You need to have the perspective of the patient and
to learn from their experiences, particularly the
impact that long wait times have on patients.”

— Focus group participant

Response to our “first principles”

Early on, the WTA formulated a set of first principles to
guide its work. Support for these principles was very high
among both focus group participants and survey respon-
dents. Some people suggested that a few of the principles
contained more than 1 concept and should, therefore, be
separated into 2 distinct statements. 

Key among these first principles, set out below, is the
development of pan-Canadian wait-time benchmarks or
performance goals. The majority of people surveyed
favoured pan-Canadian performance goals. A small minor-
ity of people from the larger provinces expressed concerns
that this may lead to lower standards in their province to
ensure a consistent approach across the country or that it
would not allow for provincial flexibility. However, all sup-
ported the goal of Canadians having equal levels of access
to services based on relative medical need.

The WTA reaffirms the principle that wait-time
benchmarks should be pan-Canadian in nature, based on
the best available evidence, but not evidence-bound. For
example, wait-time benchmarks should be the same in
British Columbia as they are in Manitoba or Ontario —
because they are based on available research evidence and
expert medical opinion regarding the impact that waiting
has on patients’ health. This won’t change from province to
province. That said, each province must have the flexibility
to achieve these benchmarks by setting their own targets
and time-frames.

A patient-centred approach to developing wait-time
benchmarks was another principle that was strongly
endorsed. This involves including patients in the setting of
benchmarks as well as measuring wait times from the per-

spective of the patients as they journey through the various
parts of the health care system.

Based on the feedback received from patients and oth-
ers, the WTA has amended the first principles that will
govern its work (see Exhibit B).

It is recognized that the allocation of health care
resources should be based on health care needs and cost-
effectiveness. However, the WTA views these considera-
tions as separate — yet equally important — matters to the
development of wait-time benchmarks, which are to be
based on the best available medical evidence. 

Feedback on interim report 
benchmarks 

Overall reaction to the WTA’s proposed benchmarks has
been positive, and participants in public focus groups felt
they represented an improvement in access to care over
current conditions. 

“A maximum wait time, with the option of earlier
treatment is fine.”

— Focus group participant

On a specialty-by-specialty basis, reaction was positive
regarding the proposed wait-time benchmarks for radiation
oncology and cataract surgery. Although participants gen-
erally supported the benchmarks for diagnostic imaging,
there was concern that they were too long given that diag-
nostic imaging was often required to support the other pri-
ority areas. Support for the joint replacement benchmarks
was mixed. However, support increased if patients were
assured that they would be monitored by their physician
while they waited and would be moved into a more urgent
category if necessary. 

The focus groups expressed concern about the duration
of the cardiac wait times provided in the interim report.
They were based on existing provincial programs and did
not reflect the benchmarks being proposed by the Canadian
Cardiovascular Society (CCS). The new proposed CCS
benchmarks are now available and are presented in this final
report.

Many focus group participants identified cancer and
cardiac care as life-threatening conditions that require
immediate to very short wait times — in their view,
there should be no routine/non-urgent cardiac or cancer
situations. In that sense, the public distinguishes these
conditions from other health priorities, such as joint
replacements and cataracts. This suggests there may be a
need for governments and providers to educate the pub-
lic to improve their understanding of what is truly an
emergency or urgent case and what is non-urgent or
scheduled.
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Exhibit B

WTA’s first principles to guide development of wait-time benchmarks

The WTA believes that wait-time benchmarks should be developed for all essential health care services. It has
identified 10 principles that will govern its work toward the development of wait-time benchmarks and ultimately
more timely access to care for all Canadians:

1. Canadians have a right to timely and high-quality care, beginning with access to an FP/GP. The achieve-
ment and maintenance of wait-time benchmarks should in no way compromise the quality of care provided
to patients.

2. Wait-time benchmarks must be developed from the patient’s perspective. This requires monitoring of wait
times from the moment the patient first contacts the health care system for his or her condition through to
diagnosis, treatment and rehabilitation. Patients must also be involved in the development of wait-time
benchmarks and be informed of approved wait-time benchmarks.

3. The development and setting of wait-time benchmarks should be based on a pan-Canadian approach to
help ensure that Canadians receive comparable access to necessary care, avoid duplication of effort and
maximize economies of scale. Although benchmarks should be pan-Canadian, targets may be set at the
provincial or territorial level recognizing the different needs and capacities of provinces and territories to
achieve the wait-time benchmarks. 

4. Wait-time benchmarks should be based on the best available evidence along with clinical consensus (gener-
al agreement among the practising medical community) both of which are suitable to the Canadian context.

5. Wait-time benchmarks are dynamic and should be derived from an ongoing and transparent process that
involves evaluation, timely updating and refinement of benchmarks when necessary. This process should
include the ongoing evaluation of new technologies and their potential impact on wait-time benchmarks.

6. Successful development, improvement and implementation of wait-time benchmarks require the early, ongo-
ing and meaningful input of the practising community (front-line health care workers).

7. Public accountability, through the monitoring and reporting of wait-times is exceedingly important to main-
tain patients’ confidence in the health care system. Reducing wait times for health services in the 5 priority
areas would enhance confidence in the health care system. 

8. Wait-time benchmarks and any associated provincial targets to reduce wait times must be sustainable. This
will require a commitment to ongoing targeted funding through the Wait Times Reduction Fund and strate-
gies to promote the appropriate use of health services.

9. The development of wait-time benchmarks for the 5 priority areas must not be achieved at the expense of
reduced access to other health care services. Monitoring must be in place to ensure this does not happen.

10 Wait-time benchmarks must be implemented with the use of appropriateness guidelines and prioritization
tools that are fair, equitable and transparent to the patient. 



Since the interim report was released, each member of the
WTA was asked to review their proposed benchmarks, par-
ticularly in light of the feedback received from the consul-
tation process; and consider implementation issues that
need to be addressed to enable the adoption of wait-time
benchmarks, particularly for their specialty. This includes
the implementation ideas generated at the 16 June key
stakeholder workshop. 
Although there are some variations across specialties, wait-
time benchmarks for each specialty were developed by
expert clinical working groups based on inputs such as:
• A review of available clinical evaluations or epidemio-

logic evidence of medically acceptable wait times in the
literature (both national and international)

• Where available, an assessment of existing standards of
access at regional, provincial and national levels as well
as internationally

• A review of existing clinical guidelines in relation to
appropriateness and priority tools currently in use in
other jurisdictions (Appendix B contains the reports
and a description of the methods used for each special-
ty).
In many cases, the available evidence on acceptable wait

times remains quite limited. In those cases, consensus
among practitioners was the approach used to identify the
benchmarks until such time as further medical evidence
becomes available. Clinical judgment based on interaction
between clinicians and their patients is an equally important
component. The lack of research evidence and the impor-
tance of clinical judgment is why the alliance believes the
setting of benchmarks must be evidence-based but not evi-
dence-bound.

As stated in our interim report, the 5 priority areas are
interrelated. Diagnostic imaging, for instance, supports the
other priority areas because it is one of the main inputs in
the decision to treat. Efforts to date to develop priority-set-
ting tools for diagnostic imaging have tended to view this
area in the abstract, without reference to specific providers.
Recognizing the shortcomings of such efforts, the WTA’s
approach builds on the concept of diagnostic imaging sup-
porting the other priority procedures identified by first
ministers.

Based on the feedback we received on the interim
report during our consultation phase, the WTA made sev-
eral changes to its benchmark framework and some revi-

sions to its initial benchmarks. For example, the “routine”
urgency level was renamed “scheduled” to better reflect
how this category is used in practice. In addition, the
members of the WTA have agreed to use urgency cate-
gories that are best suited for each particular specialty
rather than 1 uniform system. This was done because it
was felt that each of the 5 procedures is unique and, from a
medical perspective, standardizing urgency categories
across the specialties does not properly reflect the condi-
tions found with each type of care. Thus, although the
overall summary of wait-time benchmarks in Table 2 lists
three urgency categories (emergent, urgent and scheduled),
some individual specialty reports have subcategories (e.g.,
urgent and semi-urgent).

Where possible, we have also included wait times start-
ing at the point of family physician/general practitioner
referral, where applicable. In most cases, patients require a
physician’s referral to obtain access to specialist care. A visit
to a family physician or general practitioner is, therefore,
an essential first step to receive care. 

In terms of the proposed benchmarks, those for cardiac
care are new and expanded since the interim report, and
those for nuclear medicine (diagnostic imaging) have been
modified. Table 2 reflects the WTA’s revised benchmarks
organized by medical specialty under 3 urgency categories.
An overview of how the benchmarks were developed by
specialty follows the table.

Specialty reports

In this section, we provide an overview of the wait-time
benchmarks from reports submitted by WTA members
across the 5 specialty areas. The full reports can be found in
Appendix B. The benchmarks presented in this report are for
broad medical categories. Within each of the 5 priority areas,
there are several procedures, each with its own benchmark.
For example, the CCS has developed benchmarks for 8 com-
ponents that cover the full continuum of cardiac care. The
result is a complex array of benchmarks, not only for specific
procedures, but also for different diagnoses within each pro-
cedure.

Diagnostic imaging
Both the Canadian Association of Radiologists (CAR) and
the Canadian Association of Nuclear Medicine (CANM)

4. The WTA’s revised benchmarks
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Table 2: Summary of wait-time benchmarks by priority level*

Specialty and procedure Emergency cases Urgent cases Scheduled cases

Radiology (diagnostic imaging)
- CT scans and MRIs Immediate to 24 h Within 7 days Within 30 days

Nuclear medicine (diagnostic 
imaging)

- Bone scan (whole body) Immediate to 24 h Within 7 days Within 30 days
- FDG-PET Immediate to 24 h Within 7 days Within 30 days
- Cardiac nuclear imaging (perfusion; 
viability; LV function) (SPECT or PET)

Immediate to 24 h Within 3 days Within 14 days

Joint replacement 
Within 30 days 
(priority 1)

Consultation: within 3 months

Within 90 days 
(priority 2)

Treatment: within 6 months of 
consultation

Cancer care
Consultation: within 10 
working days
Treatment: 
within 10 working days of 
consultation

Sight restoration
- Cataract surgery Not applicable Cases are expedited 

proportional to 
relative degree of 
priority

Within 16 weeks of 
consultation

Cardiac care†

- Initial specialist consult Immediate to 24 h Within 7 days Within 6 weeks
- Diagnostic procedures (diagnostic 
catheterization)

Immediate to 48 h Within 3 days Within 6 weeks  

- Therapeutic services and procedures
Angioplasty Immediate to 48 h Within 7 days Within 6 weeks
Bypass surgery Immediate to 48 h Within 14 days Within 6 weeks
Valvular surgery Immediate to 24 h Within 14 days Within 6 weeks
Heart failure services Immediate to 24 h Within 14 days Within 6 weeks
Pacemaker Within 3 days Within 14 days Within 6 weeks
Referral to electrophysiologist Not applicable Within 30 days Within 3 months
Electrophysiology 
testing/catheter ablation

Not applicable Within 14 days Within 3 months

ICD Within 3 days Not applicable Within 8 weeks
- Cardiac rehabilitation Immediate Within 7 days Within 30 days

Note: Unless specified, time refers to calendar days between decision to treat by specialist and the day treatment is 
received.

Wait-time benchmark

- Hip and knee replacement surgery Immediate to 24 h

- Radiation therapy Immediate to 24 h Based on individual 
need

CT = computed tomography; FDG = fluorodeoxyglucose; ICD= implantable cardioverter defibrillator; LV = left 
ventricular; MRI = magnetic resonance imaging; PET = positron emission tomography; SPECT = single photon emission 
computed tomography.
* Priority or urgency levels are defined as follows: Emergency = immediate danger to life, limb or organ; Urgent = 
Situation that is unstable and has the potential to deteriorate quickly and result in an emergency admission; Scheduled 
= Situation involving minimal pain, dysfunction or disability (also called “routine” or “elective”).
† Only a sample of services and procedures are shown. More comprehensive wait-time benchmarks and urgency 
categories are provided in the body of the report.



provided wait-time benchmarks for their areas of diagnos-
tic imaging. The 2 organizations have coordinated their
efforts to examine wait-time benchmarks in this field. 
The longer a patient has to wait for a diagnostic test, the
longer it will take to proceed with treatment if it is neces-
sary. It should, therefore, not be surprising that the WTA’s
proposed benchmarks for diagnostic imaging are short in
comparison with some of the other procedures. It is also
recognized that the proposed wait times for diagnostic
imaging may be considerably shorter than those that cur-
rently exist in parts of the country. We recognize this but
feel it is important for the benchmarks to decree what rea-
sonable wait times ought to be to ensure appropriate access
for our patients.

“All diagnostic imaging should be done in a timely
manner so you can be slotted in for treatment and
urgency assessed.”

— Focus group participant

Radiology
CAR looked at benchmarks for computed tomography
(CT) and magnetic resonance imaging (MRI) as targeted
in the 2004 first ministers’ 10-year plan.1 In the last
decade, major technical advances have occurred in CT and
MRI imaging, leading to an expansion in the indications
for their use and an increased number of scans. These
modalities have become the first-line tests for many clinical
indications and are no longer relegated to the status of spe-
cialized investigative tools. 

In some provinces, a referral to a specialist is required
before certain diagnostic imaging tests can be ordered.
Although this is done to control access, it adds unnecessari-
ly to wait times with no evidence of reduced costs. Access
to diagnostic imaging should be available to both special-
ists and family physicians with the use of appropriateness
guidelines and pathways. 

Given the explosion in referrals for CT and MRI stud-
ies and limited financial investment and human resources,
it is not surprising that lengthy wait lists for access to these
procedures have become a major social issue. For example,
35 million radiology tests were done in 2004 and this
number is expected to increase to 45 million by 2010.
Given this reality, the need for both supply-side and

demand-side solutions to the wait-times issue will certainly
increase. 

To date, there have been no published wait-time bench-
marks for diagnostic imaging. CAR members participated
in 3 provincial expert panels on benchmarks for diagnostic
imaging and examined guidelines in a number of other
countries. 

The proposed benchmarks for radiology (CT scans
and MRIs) are: within 24 h for emergency cases; within 7
days for urgent cases; and within 30 days for scheduled
cases.

These benchmarks (see Table 3) are based on sound
evidence for appropriate use of these diagnostic procedures.
Furthermore, clinicians believe these to be acceptable. 

CAR stresses that it is essential that benchmarks be used
in tandem with appropriateness guidelines to ensure that
diagnostic imaging equipment is being used in the most
effective and timely manner (discussed in greater detail
below).

Nuclear medicine
Nuclear medicine is a specialty that involves the use of
radionuclides for the diagnosis and treatment of disease.
CANM has chosen 3 procedures for the development of
wait-time benchmarks. Currently, no published bench-
marks exist. The procedures are:
• Radionuclide bone scanning: Except for a few limita-

tions (multiple myeloma and histiocytosis X), radionu-
clide bone scanning is the primary imaging examina-
tion used to detect bone metastases. It is more sensitive
than plain radiography and offers the advantage of
providing a survey of the entire skeleton. The proposed
benchmarks are: within 24 h for emergency cases;
within 7 days for urgent cases; and within 30 days for
scheduled cases.

• Fluorodeoxyglucose positron emission tomography
(FDG-PET): Used to image cancers, this technology
exploits the fact that many tumours hypermetabolize
glucose. FDG-PET is a new technology that has
emerged over the past decade and is now accepted and
funded clinically in most industrialized countries for
the assessment of a number of tumours. The proposed
benchmarks are: within 24 h for emergency cases;
within 7 days for urgent cases; and within 30 days for

scheduled cases.
• Myocardial perfusion imaging, with either
single photon emission computed tomogra-
phy (SPECT) or positron emission tomogra-
phy (PET): This procedure is used for the
diagnosis of coronary artery disease and in the
assessment of patients with an established
coronary artery disease. The proposed bench-
marks are: within 24 h for emergency cases;
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Table 3: Summary of radiology wait-time benchmarks

Procedure
Emergency 

cases Urgent cases
Scheduled 

cases
  
CT and MRI Immediate to 24 h Within 7 days Within 30 days

Note: CT = computed tomography; MRI = magnetic resonance imaging.



within 3 days for urgent cases; and within 14 days for
scheduled cases. The same benchmarks apply for via-
bility imaging (thallium-201 or FDG) and for ventric-
ular function imaging with radionuclide angiography.

These procedures are directly related to the 5 priority areas
selected by the first ministers. Benchmarks have also been
developed for additional procedures and therapies includ-
ing determination of bone density (Table 4).

The final benchmarks for myocardial perfusion imag-
ing have been modified from those contained in the
WTA’s interim report following consultation with cardiol-
ogy specialists who believed that the initial benchmarks
were too long to ensure that this test would be used
appropriately in the evaluation of patients with chest pain
syndromes.

Currently, there are substantial variations in wait
times for these services, and access problems exist for gen-
eral nuclear medicine procedures, such as bone scanning,
cardiac nuclear medicine procedures and bone mineral
density measurement.

As found with radiology, one of the means of control-
ling access to nuclear medicine is by allowing only specialists
to order the tests. CANM believes that nuclear medicine
examinations should be used by both specialists and family
physicians. Appropriate utilization can best be assured if the
nuclear medicine physician assumes the role of consultant,
screening requests for examinations and, where appropriate,
suggesting alternative diagnostic pathways to ensure that the
most appropriate examination is conducted.

Joint replacement 
The National Standards Committee of
the Canadian Orthopaedic Association
(COA) has been overseeing its work on
wait-time benchmarks. Although the
committee has examined wait times in
the context of several procedures, hip
and knee replacements are the focus in
this report. 

The severity of a patient’s condition
is important in considering acceptable
wait-time benchmarks and prioritiza-
tion. Therefore, a severity rating system
is required that can be applied on a uni-
versal and objective basis, particularly
when arranging for patients’ surgery
within a long queue.

To date, the committee has focused
on scheduled (elective) procedures for
patients who are generally not admitted
immediately after consultation (i.e.,
those who are discharged home but
may be scheduled for surgery). 

The committee also distinguished between wait times
for consultation (from referral to consultation) and wait
time for surgery (from the decision for surgery to the date
of surgery). 

The wait-time benchmarks that have been developed
are as follows:
• Consultation: Within 90 days (assuming the patient

has been appropriately pre-screened and is ready for
surgery)

• Surgery: Within 6 months from the decision date for
any scheduled orthopedic procedure (for a total of 9
months for both consultation and surgery).
Both benchmarks are consistent with existing national

and international literature in this specialty including the
estimate of wait times for knee and hip replacements devel-
oped by the WCWLP.10

Although these are benchmarks for scheduled cases,
the committee also agreed on a prioritization system:
• Priority 1: A situation that has the potential to deterio-

rate quickly and result in an emergency admission
should be operated on within 30 days.

• Priority 2: A situation that involves some pain and dis-
ability but is unlikely to deteriorate quickly to the
point of becoming an emergency admission should be
operated on within 90 days.

• Priority 3: A situation that involves minimal pain, dys-
function or disability and is unlikely to deteriorate
quickly to the point of requiring emergency admission
should be operated on within 6 months (Table 5).
While most people surveyed viewed these proposed

benchmarks for joint replacement as a significant improve-
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Table 4: Summary of wait-time benchmarks in nuclear medicine

Procedure Emergency cases Urgent cases Scheduled cases
Bone scan (whole body 
survey)

Immediate to 24 h Within 7 days Within 30 days

FDG-PET Immediate to 24 h Within 7days Within 30 days

Myocardial perfusion 
(exercise stress)

Immediate to 24 h Within 3 days Within 14 days

Myocardial perfusion 
(pharmacologic stress)

Immediate to 24 h Within 3 days Within 14 days

Myocardial viability (FDG) Immediate to 24 h Within 3 days Within 14 days

Myocardial viability 
(thallium)

Immediate to 24 h Within 3 days Within 14 days

Radionuclide angiography Immediate to 24 h Within 3 days Within 14 days

Bone density N/A N/A Within 30 days

Note: FDG-PET = fluorodeoxyglucose positron emission tomography.



ment over current wait times, some people found them to
be too lengthy. There was particular concern that patients’
health condition could change while waiting and they
wanted assurances that they would be moved up on the
priority list if their condition deteriorated.

“Six months is too long to wait if you think about
anyone supporting a family. How can they wait that
long?”
“Millions are waiting for hip replacement...the
majority would be pleased with 9 months.”

— Focus group participants

Cancer care
Of the 5 priority areas, cancer is one of the most complex
due to the range of multiple diagnostic and staging tests
and various treatment modalities involving many points
of access and wait times for patients.13 However, for the
purposes of this project, it was decided to focus on radia-
tion oncology as access to this treatment is seen by many
as the greatest concern. 

Little evidence currently exists on wait times for radia-
tion oncology and their impact on patient outcomes.
Accordingly, the Canadian Association of Radiation
Oncologists used a consensus approach among its members,
based on the principle that wait times for radiation oncology
should be “as short as reasonably achievable” (ASARA).
Other sources of information were considered including
international practice and patients’ psychological trauma in
waiting for treatment. The benchmarks presented below were
originally developed in the early 1990s and were subsequent-
ly reviewed and endorsed in 2002.

The wait-time benchmarks for radiation oncology are
as follows:
• Emergency cases should receive radiation therapy on

the day of diagnosis. Urgent cases should receive thera-
py on the basis of individual need.

• Scheduled cases involve 2 components: consultation
and radiation therapy. 
Consultation relates to the interval between the date of
the initial referral for radiation oncology and the date
of the radiation oncology consultation. The wait time
shall not exceed 10 working days. 
- The wait time for radiation therapy is the interval
between the radiation therapy requisition date (which
takes into consideration the health status of the
patient, e.g., healing from surgery, and readiness to
receive radiation therapy) or consultation date,
whichever is later, and the first day of therapy. The
wait time for therapy shall not exceed 10 working
days. 
The combined wait-time benchmark for consultation

and treatment is therefore 20 working days (Table 6).
• For multimodality treatments (e.g., radiation plus

chemotherapy), the wait time for radiation therapy is
the interval between the target radiation therapy start
date and the first day of therapy. 
The cancer care benchmarks were well received by

patients and members of the public in our focus group dis-
cussions — they were described as very reasonable and
reflected the level of urgency involved.

Sight restoration
The Canadian Ophthalmological Society (COS) chose to

focus on wait times
for cataract surgery,
as this affects the
greatest number of
patients waiting for
sight restoration
surgery.

An ophthalmolo-
gy working group
under the COS
examined available
literature and evi-

dence on wait-time benchmarks, including
the work of the WCWLP.10 The committee
recognized that there are no empiric data in
the literature that define an optimum wait
time, but that there are data showing signif-
icant morbidity among those waiting
(increased risks of falls and hip fractures,
higher risks of motor vehicle accidents
while on cataract waiting lists).
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Table 5: Summary of wait-time benchmarks for joint replacement

Priority 1 Priority 2 Priority 3

Hip and knee 
replacement 
surgery

Immediate to 
24 h

Within 30 days Within 90 days Consultation: within 3 months

Treatment: within 6 months of 
consultation 

Scheduled cases

Procedure 
Emergency 

cases

Table 6: Summary of wait-time benchmarks for radiation therapy

Procedure
Emergency 

cases Urgent cases Scheduled cases

Radiation 
therapy

Immediate to 24 h Based on individual 
need

Consultation: within 10 
working days

Treatment: 
within 10 working days 
of consultation



The working group reached a consensus that a wait
time of no more than 16 weeks is appropriate for routine
cataract surgery, with a reduction in this period propor-
tional to the relative degree of priority (Table 7). Ideally
90% of surgeries would be done within this benchmark
time. This benchmark is in line with the estimated maxi-
mum wait time for cataract surgery used by the WCWLP
and the ICES. It does not include the time the patient had
to wait between referral by the primary care physician or
optometrist and appointment with an ophthalmologist.

This wait-time benchmark is also consistent with previ-
ous Canadian physician surveys about what would be a rea-
sonable wait time and is only slightly longer than acceptable
wait times obtained from patient surveys. There was strong
support for this benchmark among the public and patient
focus groups, with many feeling it was a major improve-
ment over current access conditions. 

“This is better than it is right now!”
— Focus group participant

The COS notes that there are significant wait-times for
other types of serious vision treatment, such as age-related
macular degeneration (AMD) — the leading cause of severe
and irreversible vision loss in patients over the age of 50 years
in many western countries — and pediatric ophthalmology
services.

Cardiac care
Over the past several months, the Canadian

Cardiovascular Society (CCS) and its members have been
working diligently to develop wait-time benchmarks for
cardiac care. The CCS Access to Care Working Group
established 7 subgroups to develop wait-time benchmarks
and urgency categories for the full continuum of cardiovas-
cular services and procedures consistent with the patient’s
overall experience (individual subgroup reports will be
made available on the CCS Web site at www.ccs.ca). 

Although cardiac surgery has received much attention
over the past 10 years or so, many cardiac indications do
not require surgery, but do require other diagnostic and
therapeutic procedures. The focus on cardiac surgery,
although extremely important, must be expanded to
include these other procedures. Comprehensive bench-
marks are included in this report to ensure that every
access point on the continuum has a wait-time
benchmark, from consultation and diagnosis
to therapeutic procedures and rehabilitation.
The procedures covered in this report include
cardiac catheterization, nuclear imaging, elec-
trophysiology studies, percutaneous coronary
interventions (PCI), coronary artery bypass
graft (CABG) surgery, valve surgery, implanta-
tion of pacemakers and implantable car-

dioverter defibrillators (ICDs) and percutaneous
ablations. 

To the degree possible, each of the subgroups used the
following method:
• Identified and recruited appropriate specialists to par-

ticipate in the subgroup, ensuring representation from
the affected medical subspecialties and respecting
Canada’s geography

• Conducted a literature review on wait times and access
to care

• Conducted a review (if relevant) of existing clinical
practice guidelines and wait time and access to care
standards

• Surveyed Canadian centres regarding current wait
times

• Developed and documented a consensus opinion on
appropriate wait times

• Established a secondary review panel (typically a
Canadian stakeholder association) to provide addition-
al input on the proposed pan-Canadian wait times.
Where little relevant literature was available, the sub-

groups ensured that the consensus-building process involved
a broad and comprehensive stakeholder group; 49 physicians
and health care experts participated as working members
within the subgroups to build an initial consensus on wait-
time benchmarks. Each subgroup developed a draft report
documenting its research, analysis, consensus process and
proposed wait-time benchmarks. The subgroups. draft
reports were provided to 6 national societies and associations
and individual specialists for a secondary review. An
overview of the cardiac benchmarks by urgency category is
provided below (Table 8). 

In summary, the CCS has developed a consensus that
no person should have to wait longer than:
• 6 weeks for an initial consultation with a cardiologist
• 2 weeks for diagnostic cardiac nuclear imaging
• 6 weeks for diagnostic catheterization (when the con-

dition is stable), PCI for stable conditions, CABG sur-
gery for non-emergent cases, valvular cardiac surgery,
pacemaker implant or heart failure services

• 12 weeks for referral to an electrophysiologist, electro-
physiologic testing or catheter ablation

• 30 days to begin cardiac rehabilitation.
The CCS notes that adhering to these wait-time
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Table 7: Summary of wait-time benchmarks for cataract surgery

Procedure
Emergency 

cases Urgent cases Scheduled cases

Cataract surgery Not 
applicable

Cases are expedited 
proportional to relative 
degree of priority

Within 16 weeks of 
consultation



benchmarks is currently not possible because of the current
shortage of physicians, nurses and technologists in many
subspecialties (e.g., heart failure, interventional cardiology,
electrophysiology, echocardiography) in Canada. 

How do the proposed wait-time
benchmarks relate to the current situation
regarding wait times?

A frequent question that the WTA members heard following the
release of their interim report is how the proposed benchmarks
compare to the current situation in Canada. This question was
also frequently raised in the cross-country focus groups. The

majority of patients and the public stated that they believed the
actual wait times were longer than the proposed wait-time
benchmarks.

Determining whether the benchmarks are currently
being met is difficult for two important reasons. First, few
data on wait times have been collected systematically and
consistently, particularly at the provincial level, to allow for
interprovincial comparison. Many provinces did not pro-
vide wait-time data for the 2004 series of provincial and
federal reports on comparable health and health system
performance indicators.14 Second, a high degree of varia-
tion in wait times exists within provinces and territories,
making it difficult to make provincial comparisons. 
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Emergent Urgent
Semi-
urgent Non-urgent

Immediate to 24 h 7 days 4 weeks 6 weeks
1 working day 3 working days N/A 2 weeks

After STEMI Immediate to 24 h 3 days 7 days N/A
After NSTEACS Immediate to 48 h 3 days 7 days N/A

Stable angina N/A N/A N/A 6 weeks

Stable valvular heart 
disease N/A N/A 14 days 6 weeks

After STEMI Immediate Immediate Immediate N/A
After NSTEACS Immediate Immediate Immediate N/A
Stable angina N/A 7 days 4 weeks 6 weeks

After STEMI Immediate to 24 h 7 days 14 days N/A
After NSTEACS Immediate to 48 h 14 days 14 days 6 weeks

Immediate to 24 h 14 days N/A 6 weeks

Immediate to 24 h 14 days 4 weeks 6 weeks

Referral to 
electrophysiologist N/A 30 days N/A 3 months
Pacemaker Immediate to 3 days 14 days 30 days 6 weeks
EP testing and catheter 
ablation N/A 14 days N/A 3 months

ICD Immediate to 3 days N/A 8 weeks N/A

Immediate* 7 days N/A 30 days

Valvular cardiac surgery

Procedure/service

Upper limit of wait-time benchmark

Cardiac nuclear imaging

Note: STEMI = ST segment elevation myocardial infarction; NSTEACS = non-ST segment elevation acute 
coronary syndrome; EP= electrophysiologic; ICD = implantable cardioverter defibrillator.

* Some patients are identified by the family or referring physician as being extremely depressed and possibly 
suicidal. Such patients should be managed by emergency or acute care psychiatry.

Table 8: Proposed upper limit for wait-time benchmarks for cardiovascular services 
and procedures by urgency category

Heart failure services

Electrophysiology

Cardiac rehabilitation

Initial specialist consultation

Diagnostic catheterization

Percutaneous coronary
intervention (PCI)

Coronary artery bypass
graft surgery (CABG)



A recent report released by ICES5 provides us with some
insight into regional variations regarding wait times for some
of the priority areas within the province of Ontario. Table 9
shows the percentage of patients in Ontario receiving treat-
ment within the recommended maximum wait times for
cataract surgery (within 4 months) and total joint replace-
ment (within 6 months). The table also provides results for
the best-performing health region in the province and the
worst-performing region. As one can see, just over half the
population received cataract surgery and hip replacement sur-
gery within the WTA benchmark, whereas only 40% of
patients received knee replacement within the WTA bench-
mark. As well, wait times vary among regions, thereby limit-
ing the benefits of relying on provincial averages. For exam-
ple, 71% of hip replacements were done within 6 months in
the best-performing region compared with only 34% in the
worst-performing region.

The members of the WTA also report wide variation in
access and wait times for their patients across the country. For
instance, in Saskatchewan and Prince Edward Island, less than
25% of patients receive cataract surgery within 16 weeks, and
waiting times among surgeons can vary from only a few weeks
to as long as 18 months. According to the CANM, non-
urgent wait times in many jurisdictions greatly exceed the
benchmarks, and it would seem that the majority of patients
are either waiting for excessive and detrimental times or are
seeking alternative services or diagnostic pathways.

If the objective is for most patients to receive treatment
within the set wait-time benchmarks, then clearly much
work lies ahead. Furthermore, given that it is unlikely that
any system will be able to treat 100% of patients within
agreed upon benchmarkers on a consistent basis, what level
of performance will be acceptable? Will meeting the bench-
marks in 70% of cases be acceptable in
a post-Chaoulli context? 

The need for wait-time
benchmarks for other health
care interventions

The WTA members believe that raising
the issue of reducing wait times in the 5
priority areas will serve as a “rising tide to
lift all boats” by bringing attention to the

notion that lengthy wait times for any type of essential care are
unacceptable. Although the WTA naturally focused on the 5
priority health areas identified by the first ministers, its mem-
bers recognize the need to establish wait-time benchmarks for
other health care interventions as well. For example, as has
been documented by the Standing Senate Committee on
Social Affairs, Science and Technology (Kirby Committee),15

Canadians in many parts of the country face significant access
problems to mental health services. The need to establish wait-
time benchmarks for access to mental health services was also a
serious concern raised at the 16 June stakeholder workshop.
Some work in this area is currently being carried out by a coali-
tion of mental health professional groups.

Another type of care used by many Canadians and one
that can significantly affect wait times for the 5 priority areas is
care in the hospital emergency department. Long waits in
emergency departments are a common complaint of
Canadians about their health care system and was an issue
raised frequently by participants in the cross-country focus
group sessions. A considerable portion of a hospital’s operating
time is used for emergency entry patients, and this affects wait
times for scheduled surgeries. 

In addition, many hospital beds are occupied by “alter-
nate level of care” patients blocking admissions from the
emergency department and, in the end, this overflow of inpa-
tients has resulted in cancelled surgery. Moreover, when a
patient waits too long for care in the emergency department,
his or her condition may deteriorate. The Canadian
Association of Emergency Physicians (CAEP) has identified
acceptable wait times; their Canadian Triage and Acuity Scale
(CTAS) is currently used in 80% of Canada’s emergency
departments (see Appendix C). 
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Hip Knee

Ontario average 51 53 40

Best region 65 71 50

Worst region 37 34 24

Cataract surgery (RMWT 
< 4 months); %

Total joint replacement (RMWT 
< 6 months); %

Table 9: Proportion of Ontario patients receiving procedures within the 
recommended maximum wait-time benchmark (RMWT) 2003–045



The WTA asked respondents for their views on issues that
need to be addressed to meet the proposed wait-time bench-
marks and ultimately improve access to care for patients. The
implementation issues come in the form of supply-side and
demand-side impediments, both of which contribute to
lengthy wait times and the extent of which can vary by region. 

Supply-side barriers include insufficient supply of
health human resources, a lack of infrastructure and poor
system coordination. Demand-side issues include illness
prevention, the need for appropriateness guidelines and
managing expectations. 

A final implementation issue is the lack of data on wait
times, which results in poor understanding of the extent of
the problem and difficulty in monitoring the solutions we
want to implement.

Supply-side issues

“Until we have more doctors, operating rooms,
machines and people to run them, how can they
do this?”

— Focus group participant

Access means nothing without availability of adequate
human and physical resources. The results from the consul-
tation process are clear — although there is overwhelming
support for the establishment of wait-time benchmarks, the
public remains skeptical about the system’s ability to deliver
on the performance goals or benchmarks unless resources
are strategically increased. The WTA is concerned that
without additional resources — in the right places for the
right reasons — efforts to reduce wait times in the 5 priori-
ty areas could lead to decreased access to other types of care.

A 2003 study by the OECD16 found that there is a
clear negative association between “wait” times and system
capacity among countries, either measured in terms of the
number of beds or the number of practising physicians. In
a comparison between OECD countries that do and do
not report significant wait times, the study found that a
higher supply of acute care beds plays a key role in explain-
ing shorter wait times. Further, among countries that do
report significant wait times, the availability of physicians
explains most variations in wait times. 

As seen in Figures 3 and 4, a review of Canada’s situa-
tion appears to support the link between relatively low

capacity and higher wait times. In addition
to having a relatively low number of physi-
cians and acute care beds, Canada also has
one of the highest occupancy rates of acute
care beds among OECD countries (Figure
5). Taken together, these indicators strong-
ly suggest that building capacity is a key
challenge to implementing any set of per-
formance goals to reduce wait times in
Canada. 

These supply issues are especially pro-
nounced in rural and northern areas
across the provinces and territories as well
as parts of Atlantic Canada. Specific sup-
ply issues are discussed below.

Health human resources

“Without sufficient providers of care
working together, all other health
reform efforts will flounder.”

— Michael Decter, Chair of the
Health Council of Canada17

5. Implementation issues
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Figure 3: Wait times and physician resources (2000)16
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The implementation challenge that was most frequently
identified in the consultation process is the shortage in
health human resources (HHR). Shortages are difficult to
quantify and they vary from region to region. However,
shortages of specialists, family physicians (to refer and
manage patients while waiting) and nurses are directly
affecting wait times in all 5 priority areas. For example,
the ratio of practising diagnostic radiologists in Canada
per 100,000 population has not changed over the last
decade, although the volume of work has increased signifi-
cantly.18 Likewise, there has historically been a serious
shortage of certified nuclear medicine physicians to meet
the demand19 and the number of ophthalmologists in
Canada is expected to decrease by half over the next
20 years. In many cases, the technology and equipment
are available, but not the staff.  

In its summary report on cardiovascular benchmarks,
the CCS highlighted the need for additional health human
resources: “We are already experiencing a shortage of needed
health care professions, which is causing bottlenecks and
unacceptably long wait times for care. We desperately need
trained professionals to help clear the backlog and to ensure
that the wait lists do not climb again after they have been
reduced to an acceptable level.” The CCS further notes that
the shortage of HHR results in a lower utilization rate, one
that is well below the appropriate rate based on current evi-
dence, which means that many patients who require care are
not receiving it. 

The WTA also acknowledges the role that other med-
ical specialists play in any effort to reduce wait times. We
heard frequently about the shortages of anesthesiologists
and how this hinders access to surgery. Similarly, given the
scope and complexity of cancer services, it is essential to
monitor other relevant specialties, including general sur-
gery, pathology and medical oncology, for their impact on
wait times related to cancer-related services.*

The WTA recognizes that family physicians and general
practitioners have a central role to play in any strategy to
reduce wait times for medical care. As the first point of con-
tact for most patients, they work to ensure that patients
requiring more highly specialized care receive it in an appro-
priate and timely manner. But another angle to this story is
the role of the family physician in providing continuing
care, particularly while the patient is waiting to receive spe-
cialty care (both consultation and treatment if necessary).
For family physicians, the wait for specialist and specialty
consultation means that they must provide more complex
care for their patients during the wait.4 Consequently, there
must to be a strong, effective relationship between the fami-
ly physician and the specialist to provide the necessary high-

quality care to the patient. Although the main focus of this
report is wait times in the 5 priority areas, the WTA recog-
nizes that family physicians and general practitioners are a
very important part of the solution. Strategies aimed at
increasing the supply of family physicians will, in turn, con-
tribute to alleviating wait time problems (see Family
Medicine in Canada: Vision for the Future, chapter 44 for a
discussion of strategies to ensure a sustainable supply of
family physicians).

Infrastructure issues
The lack of infrastructure (equipment and technological
devices) and aging of existing infrastructure were also cited
frequently as a major impediment to implementing the
WTA wait-time benchmarks. However, many respondents
noted that these infrastructure problems are closely tied to
the HHR challenge. For example, limited operating room
time — an infrastructure issue — was identified often, but
was seen as reflecting funding and HHR problems (i.e.,
limited to 8 am to 3:30 pm schedule most of the time due
to staffing issues). Reductions in operating room time are
also used to control hospital costs, enabling administrators
to meet their budgets.

The lack of an adequate equipment base in nuclear
medicine is regarded as the biggest factor contributing to
wait times for this form of diagnostic imaging. Canada’s sup-
ply of nuclear medicine facilities varies considerably across
the country with very few available in Atlantic Canada. The
lack of availability of FDG and PET services is also seen as a
major contributor to the opening of private, patient-pay
facilities that try to make up for the shortfall in the publicly
funded system.

FDG-PET is a new technology in nuclear medicine
that is available in most industrialized countries for the
assessment of tumours. However, the positron-emitting
radiopharmaceutical most frequently used in cancer imag-
ing has not yet been approved in Canada. Other hurdles
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Figure 5: Wait times and % of acute care beds occupied (2003) 
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*The Saskatchewan Surgical Care Network, an advisory committee to Saskatchewan Health, has established target time frames for
surgical care: a target of performing 95% of cancer and suspected cancer surgeries within 3 weeks. 



to overcome with this technology include high costs
required for university centres to ensure an adequate
supply of FDG and the short half-life of the product
(109 minutes), requiring it to be produced in facilities
near the imaging site. 

System management and coordination issues
Better system management and coordination of existing
resources were also identified by patients and health care
stakeholders as a means to improve timely access. In fact,
most provinces and health regions will find the WTA’s
proposed benchmarks challenging unless they take the
following steps: proper integration of local, regional and
provincial care; the integration of providers at primary,
secondary and tertiary/quaternary levels; and innovative
models of care that allow integrated multidisciplinary
triage and care to occur. 

Proper stewardship of wait times requires recognition of
its importance and dedicated resources to implement, for
example, central or regional booking services supported by
adequate IT systems. It has been estimated that providing
dedicated management to wait-time queues alone can
reduce wait times by 20% (Peter Glynn, Wait Time Alliance
Workshop, Ottawa; 16 June 2005). If the queues are not
managed appropriately, patient confidence will erode quick-
ly — something Canada’s ailing health care system can ill
afford.

System management of wait times requires coordina-
tion of the 5 priority areas with other types of care. For
example, as mentioned earlier, emergency departments
are a major source of patients entering the system for
specialized care and resources (e.g., beds, tests). Effective
management of wait times must, therefore, include pro-
tection from the variations inherent in the emergency
room workload and separate capacity calculations based
on anticipated volume.20

The availability of and coordination with continuing
care services can also significantly affect wait times.
Without proper community supports, patients cannot be
discharged from hospital thereby making room for addi-
tional surgeries. A lack of community supports can also
reduce outpatient procedures if the patient cannot be cared
for at home. At the same time, the availability of continu-
ing and community care services can help patients manage
their condition while waiting for specialty care.

Demand-side issues

Demand-side issues are equally important when it comes to
reducing lengthy wait times, beginning with the need to
prevent illness and disease. This includes primary and sec-
ondary prevention through the proper management of
chronic illnesses and conditions, such as diabetes, and the

demand that they can put on the 5 priority areas. Physicians
can and already do play a meaningful role in mitigating the
demand for specialized care by counseling patients on
illness and injury prevention as well as healthy living
practices. 

“More needs to be done to promote healthy living”
— Focus group participant

Managing expectations
Managing expectations is a factor in any wait-time strate-
gy. There is a need for patient education to foster realistic
views of how priorities are set and what is a medically rea-
sonable time to wait for treatment, particularly for non-
urgent cases.

Although the vast majority of people in the focus
groups supported the proposed wait-time benchmarks,
they did not understand how patients would be managed
while waiting for care. As previously mentioned, this
uncertainty bothers most people.21 There was particular
concern over the system’s ability to prioritize patients
properly according to urgency and adjust to any changes
in the waiting patient’s condition (e.g., would a patient’s
urgency status increase if his or her health deteriorated
and, if so, would their wait time start over in the new cat-
egory). Patients want to be kept informed of their wait
time status. They also want assurances from their physi-
cian that waiting for care will not lead to irreversible
harm. If they get “bumped,” they want adequate notifica-
tion, a sound explanation as to why it is happening and a
new date for their procedure.

“I would always think my case is an emergency —
I’m worried. You would have to reassure me about
semi-urgent or routine.”

“I would want to know the risk of waiting. Is it safe
to wait?” 

— Focus group participants

Fair, equitable and transparent prioritizing tools — ones
that earn the respect and trust of physicians and patients
alike — will be required. The pooling of waiting lists to
reflect the practices of all physicians will require a change
in expectations for both practitioners and patients. It may
require physicians to share patient rosters, so that the
most urgent patients can be seen by the next available
provider. Patients must understand that this will mean
they may be treated by another specialist in the pool.
They may still choose to have their own specialist per-
form the procedure, but may have to accept a longer wait.
Further research on patient preferences including
provider choice is warranted.
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Appropriate use guidelines
Appropriateness guidelines are seen as another element
required for implementing wait-time benchmarks success-
fully. Guidelines are systematically designed statements to
assist practitioner and patient decisions about appropriate
health care for specific clinical circumstances.22

There is no dispute that the application of an appro-
priateness screen would reduce demand for some health
care services. The CAR estimates that approximately 10%
of requests for scans do not meet the appropriateness crite-
ria (see Exhibit C). A 10% reduction in the number of
tests in Canada would free up 225 radiologists and result in
a decrease in health care costs of about $550 million, a fig-
ure that is equivalent to the workload of 125 hospitals or
that of the 4 Atlantic provinces combined. This newly
available capacity would most likely assist in clearing the
backlog of examinations and provide a successful means for
reducing wait times, particularly as the demand for scans
increases as discussed previously. 

In an environment where the volume of information
is growing exponentially, it is difficult for each individual

practitioner to maintain current knowledge of appropri-
ateness information. However, the incorporation of deci-
sion support tools and care pathways into hospital and
facility information systems could assist physicians and
other practitioners in making appropriate decisions on uti-
lization. These guidelines, then, need to be monitored and
enforced. Working in consultation with other health care
providers, including CANM, the CAR has produced com-
prehensive appropriateness guidelines for diagnostic imag-
ing for physicians, intended to address the issue as it
applies to radiology and nuclear medicine.23

Lack of wait-time related data

Most respondents agreed that timely, accurate wait-time
related data is a key factor in managing wait times. IT
systems must be established not only to capture the neces-
sary data effectively, but also to facilitate its analysis and
reporting. 

A key challenge will be to ensure that data on utilization
and wait times are maintained for both private and public
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Exhibit C

Why are appropriateness guidelines needed? 

The case for diagnostic imaging23

A useful investigation is one in which the result — positive or negative — will alter clinical management and/or
add confidence to the physician’s diagnosis. A significant number of radiological investigations do not fulfill these
aims and may add unnecessarily to patient irradiation. The chief causes of the wasteful use of radiology are:

1. Repeating investigations which have already been done: e.g., at another hospital, in an outpatient facility, or in
other departments. HAS IT BEEN DONE ALREADY? Every attempt should be made to get previous films and
reports. Transfer of digital data through electronic links such as PACS/RIS (Picture Archiving and
Communication systems) will assist in this respect.

2. Investigation when results are unlikely to affect patient management: because the anticipated “positive” finding
is usually irrelevant, e.g., degenerative spinal disease (as “normal” as grey hairs from early middle age) or
because a positive finding is so unlikely. DO I NEED IT?

3. Investigating too early: i.e., before the disease could have progressed or resolved or before the results could
influence treatment. DO I NEED IT NOW?

4. Doing the wrong investigation. Imaging techniques are developing rapidly. It is often helpful to discuss an
investigation with a specialist in clinical radiology or nuclear medicine before it is requested. IS THIS THE BEST
INVESTIGATION?

5. Failing to provide appropriate clinical information and questions that the imaging investigation should answer.
Deficiencies here may lead to the wrong technique being used (e.g., the omission of an essential view). HAVE I
EXPLAINED THE PROBLEM?

6. Over-investigating. Some physicians tend to rely on investigations more than others. Some patients take com-
fort in being investigated. ARE TOO MANY INVESTIGATIONS BEING PERFORMED?



facilities. This is certainly an issue in terms of estimating the
number of nuclear medicine cameras in Ontario, where
most are in independent health facilities that are currently
not included in CIHI data. The absence of this data from
independent health facilities results in difficulties in interpre-
tation. All facilities that receive public funding should be
obligated to provide information regarding wait times and
resource information such as staffing, equipment type, num-
bers and age as a condition of operation. 

A serious concern raised by some health care providers
is that the focus on the 5 priority areas will lead to increases
in wait times for other types of care. Effective data systems
are, therefore, crucial to ensure that access to health care
services beyond the 5 areas does not become more difficult.
Wait times for all health care services must be monitored
and reported by provincial and territorial governments and
by the Health Council of Canada to ensure that this is not
occurring.

The wait-time management process requires dedicat-
ed resources and finances to implement, monitor and
facilitate the plan. Once established, there has to be
continued support provided on an ongoing basis to
ensure that the process is working as planned and
established. 

— Respondent to WTA feedback questionnaire

Ramifications of not meeting the
benchmarks

Related to the implementation of wait-time benchmarks is
the issue of what action should be taken (if any) if the
wait-time benchmarks are not met. Should they be used as
a carrot or a stick? This was a common question in
response to the WTA interim report, and it requires a 2-
part answer. 

First, difficulties in meeting the wait-time benchmarks
can be caused by several factors (not only a poorly man-

aged system, which the use of penalties would suggest),
including a shortage of specialists, a shortage of hospital
resources and high demand due to high morbidity levels.
These problems cannot be remedied overnight.

Second, the WTA believes the benchmarks should be
viewed as goals rather than standards. Targets can be set to
help reach the goals or benchmarks (e.g., 80% of patients
should be treated within the benchmark by 2007). As
such, we do not believe that attention should be paid to
addressing failure to meet the benchmarks, but rather to
taking the necessary action to meet benchmark targets.
Because adherence to benchmarks will vary not only
among provinces but also among regions within provinces,
we do not believe that a punitive mechanism — whether
federal, provincial or regional — should be pursued. A
better alternative would be to realign or create new incen-
tives (e.g., activity-based funding) that will drive the sys-
tem toward better performance. Increased transparency
and accountability at the local, regional, provincial and
national levels will also be key ingredients in improving
performance. 

Finally, the Supreme Court decision on Chaoulli/
Zeliotis underscores the importance of ensuring that
Canadians have access to necessary care within reasonable
wait times. Governments, working with health care
providers, have an absolute obligation to help patients
obtain access to care in a timely way, even if they must
travel to receive such care. To address such situations, the
WTA supports the establishment of a new Canada Health
Access Fund to assist provinces in further developing and
supporting a network of regional registries and referral
centres that could take out-of-province or territory refer-
rals. The fund would also be used to support patients and
their families financially to seek pre-authorized treatment
out-of-province or territory or out-of-country (see recom-
mendation 3 for more information). Effective monitoring
systems will be required to assist physicians in finding the
closest available resources.
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The need to reduce lengthy wait times should not be seen
as a “government problem” only. Canada’s health system is
a shared enterprise and reducing wait times requires a con-
tribution from all stakeholders. Accordingly, the WTA has
developed both a Wait-Time Code and a 4-M Toolbox of
strategies to mitigate, measure, monitor and manage wait
times. Both of these are highly dependent on partnerships
among all stakeholders.

The wait-time code 

A renewed commitment to partnership among governments,
health care providers and Canadian citizens is urgently need-
ed to improve timely access to care. The 1964 Royal
Commission on Health Care (Hall Commission) proposed
the creation of a Canadian health charter based on the
recognition that all partners have a balanced role in support-
ing the system.24

In recent years, the concept of a health charter has re-
emerged in several formats (e.g., Canadian Medical
Association’s Canadian health charter, the Romanow
Commission’s health covenant). This has occurred in part
due to declining public confidence in the system, but also
in response to better focusing on the perspective of the
patient and the desire to promote a culture of service stan-
dards and performance measurement within health care
systems.24

The WTA believes the concept of a charter or
code that balances the rights and responsibilities of
all key players in the health system is very applica-
ble to the wait-times issue. Accordingly, a Wait
Time Code has been developed that identifies how
each stakeholder should benefit from the adoption
of wait-time benchmarks or performance goals and
their responsibilities for successfully implementing
them. (See Table 10)

For the purposes of the code, “rights” refer to
the benefits each stakeholder can expect to receive
from the adoption of the benchmarks or perform-
ance goals. “Responsibilities” refer to actions that
need to be taken by each stakeholder to make them
work. For example, patients should have the right
to expect timely access to quality care, but, at the
same time, they must accept prioritization tools and
queuing for care based on need. Providers should

expect to receive the resources they need to provide
timely care to their patients. At the same time, they have
a responsibility to monitor their patients’ condition
while they wait for care, ensuring that a worsening con-
dition will result in faster access.

The WTA’s 4-M Toolbox of strategies to
mitigate, measure, monitor and manage
wait times

The adoption of wait-time benchmarks will be an impor-
tant step in reducing wait times and improving access to
health services. To be successful, however, the adoption of
wait time benchmarks must be part of a broader strategy of
measures at the pan-Canadian, provincial and regional lev-
els. The WTA has developed a 4-M Toolbox of strategies
(Appendix A) that sets out a menu of initiatives that
provincial governments, regional health authorities, health
care institutions and practitioners can employ to mitigate,
measure, monitor and manage wait times.

As illustrated in the diagram (Figure 6), the 4 main
categories of strategies in our 4-M Toolbox operate both at
the level of individual patients and the system as a whole:

Mitigating the need for wait lists
• For patients: Prevention and health promotion reduces

the likelihood that they will require specialized services

6. Strategies to improve 
timely access to care
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Figure 6: Illustration of 4-M Toolbox



and improves the likelihood of positive health out-
comes if they do.

• For the system: Reduces the overall demand for health
services and ensures access to specialized health services
is based on relative medical need.

Measuring wait times 
• For patients: Provides knowledge needed to make

informed decisions about accessing health care
services.

• For the system: Standardized, comparable pan-
Canadian data on wait times is the “cornerstone” for
assessing system performance in reducing wait times.

Monitoring wait times 
• For patients: Regular monitoring of patients’ condition

while waiting for care reduces anxiety for both patients
and their families.

• For the system: Ongoing system monitoring helps to
assess progress and assists in calibrating wait-time man-
agement strategies.

Managing wait times
• For patients: Ensures that patients will be able to access

the right service, through the right provider, at the
right time.

• For the system: Improves productivity of existing
resources and increases system capacity to meet defined
needs.

As the OCED study8 on wait times has shown, there is no
uniform set of strategies to reduce wait times. Countries
that have been successful in reducing wait times have
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Table 10: Wait time code for patients, providers and governments

Rights* Responsibilities
Patients/citizens • Access to timely, quality care • Responsible use of resources

• Ability to monitor status of 
access to system

• Acceptance of prioritization tools 
and queuing based on need

• Recourse to alternatives if 
public system fails to meet wait-
time benchmarks 

• Financial contribution via taxes and 
cost-sharing

• Choice of health care provider

• Security and confidentiality of 
personal health information

• Access to resources needed to 
provide timely care to patients

• Advocacy on behalf of patients

• Consultation/participation in 
decision-making at all levels

• Prudent management and use of 
resources, such as centralized booking 
systems and the development and use 
of effective prioritization tools

• Professional autonomy and 
clinical independence

• Provision of high-quality, evidence-
based care including adherence to 
clinical practice guidelines where 
available

• Choice in mode of practice • Monitoring of patients’ condition 
while waiting

• Collaboration with other disciplines

• Reporting on system performance

• Cooperation of all stakeholders 
including practitioners in the 
development and review of wait-
time benchmarks

• Setting of expectations for timeliness 
and quality of care
• Collaborate with health providers 
and other stakeholders

• Determination of governance 
model for overseeing reduction in 
wait times

• Provision of adequate, stable 
funding

• Access to information necessary 
to measure system performance

• Reporting publicly on the 
performance of the health care system

• Respect for the privacy of personal 
health information

Providers (professionals, 
institutions)

Governments

*For the purposes of this code, rights are not intended to be legal rights but rather reasonable benefits one should expect to 
receive. Adapted from A Prescription for Sustainability. 24



found that that the “best buy” is a mixed package of
measures to increase capacity, increase productivity
and efficiency and manage demand better.25

Many of these strategies to reduce wait times are
already being put to use in Canada as well as in
other countries (see Exhibit D). For example, teach-
ing hospitals and regional health authorities in
Canada are: 
• Increasing operating room volumes
• Implementing care pathways to improve flow

through operating rooms (e.g., for hip and
knee replacements)

• Purchasing operating room time from private
facilities

• Reviewing productivity of operating room sur-
geries to ensure resources are being used as
effectively and efficiently as possible

• Improving coordination with continuing care
partners (e.g., rehabilitation)

• Creating a centralized entry point and standard-
ized regional triage criteria 

• Investing in IT systems (e.g., electronic health
records, client scheduling software to monitor
and track patients as they go through the sys-
tem).11

The WTA recognizes that each province and
territory will want to work with appropriate health
care professionals to develop their own optimal mix
of possible strategies to reduce wait times.
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Exhibit D

What strategies are other countries using to reduce lengthy
wait times?

OECD countries that report wait-time problems are using a
number of policy levers to address both the supply and
demand for services. On the supply side, funding has been
increased in a number of ways: to providers with longer wait-
ing lists; to providers who perform extra activity; and to
providers conditional on both an increase in activity and a
reduction in waiting times (e.g., Spain). Activity-based fund-
ing for hospitals and surgeons has also been applied in some
countries and is more common among countries that do not
report a problem with excessive wait times. Another strategy
has been better management of waiting lists and surgical
units, for example, by the use of pre-admission screening,
better discharge planning and community care to reduce
post-operative stays.8

In terms of demand-side policies, a few countries have tried
to tighten the criteria for eligibility for surgery (e.g., New
Zealand) or prioritize cases. Others have increased the use of
private insurance (thereby reducing demand on the public
side). However increasing reliance on private insurance will
not necessarily reduce wait times in the public system if there
is a shortage of health care providers.



Canadians have a legitimate expectation that their publicly
financed health system will provide timely access to health
care based on relative need. Governments are expected to
take the necessary steps to fulfill their commitment to
reduce wait times. At the same time, other stakeholders —
including health care providers and patients — have a
responsibility to do their part.

The WTA has identified wait-time benchmarks or per-
formance goals according to the best available medical evi-
dence and clinical consensus and judgment. It has also
identified a number of strategies that can be used to
improve timely access to care. Other countries, such as the
United Kingdom and Spain, have been successful in adopt-
ing specific strategies aimed at reducing wait times.

The wait-time issue will remain a serious public policy
issue for Canadians for some time to come. In fact, the
urgency of improving timely access to care has been under-
scored by the Chaoulli/Zeliotis decision.

This report provides the basis for governments to
accelerate their timetable for adoption of wait-time bench-
marks, the setting of targets and the implementation of
strategies to meet the targets. Although we acknowledge
that a “one size fits all” approach will not work, the WTA
recommends the following integrated steps to realize pan-
Canadian wait-time benchmarks and improve access to
care for patients. 

1. To respond to the Chaoulli/Zeliotis decision and the
pressing need to demonstrate meaningful reductions in
wait times, the WTA calls on federal, provincial and
territorial leaders to accelerate the timeline on their
wait-time strategy.
a) To restore faith in the system, Canadians need to
begin to see meaningful reductions in wait times much
sooner than was anticipated at the time of the 2004
first ministers’ agreement. As a result, we propose that
• Federal, provincial and territorial governments

respect their commitment to establish wait-time
benchmarks in the 5 priority areas by 31
December 2005.

• Provincial and territorial governments set targets
to reduce wait times by 31 March 2006, 21
months ahead of schedule.

b) To ensure that national wait-time benchmarks for
the 5 priority areas are established by 31 December

2005, the WTA calls on federal, provincial and territo-
rial first ministers to use the benchmarks prepared by
the WTA and others to achieve consensus on an over-
all set of wait-time benchmarks. This process needs to
include members from key stakeholder groups, includ-
ing physicians through their national specialty soci-
eties, as well as government representatives.
c) To reduce wait times in a measured and balanced
manner, governments should consider the WTA’s 4-M
Toolbox of strategies to develop their implementation
plans using all available resources from the $5.5 billion
Wait Times Reduction Fund. Governments should use
national specialty societies and their provincial coun-
terparts to help identify appropriate wait-time reduc-
tion strategies and ensure effective implementation. 

2. To address Canada’s number 1 impediment to provid-
ing timely access to care, the federal government
should establish a 5-year, $1-billion Health Human
Resource Reinvestment Fund. The fund will be used to
implement a needs-based, pan-Canadian, integrated
HHR plan based on the principle of self-sufficiency for
Canada.

Key elements of a pan-Canadian HHR plan to be
supported by the fund would include increases in
undergraduate education opportunities for health pro-
fessionals, increases in the availability of postgraduate
training positions, accelerated integration of qualified
international health workers and the creation of a
Canadian coordinating office for HHR, that would
coordinate provincial and national initiatives to
recruit, retain and repatriate health providers. 

3. To improve access to care and provide greater cer-
tainty for patients that they will receive care within
an acceptable period of time, the federal, provincial
and territorial governments should collaborate to
establish a new Canada Health Access Fund ($2 bil-
lion over 5 years). 

Based on the precedent of the Health
Supplementary Insurance Fund created in the 1960s,
the Canada Health Access Fund would support
provincial and national initiatives to reduce wait times
and promote interprovincial and out-of-country porta-
bility to maintain wait times within the bounds of

7. Conclusions and recommendations
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national benchmarks. The federal government would
provide $200 million annually over 5 years. Provinces
would be expected to match this investment to share
the risk. (A review of current and past federal-provin-
cial joint funding programs should be undertaken to
determine a sharing arrangement that provides an
appropriate level of support for all provinces and terri-
tories.) The fund would be used to:
• Assist provinces to further develop and support a

network of regional registries and referral centres
to increase economies of scale for the provision of
highly specialized, low-volume procedures and

• Enhance portability of care for patients and their
families by reimbursing the cost of out-of-province
or out-of-country care when the services are not
available in province within the accepted wait-time
benchmark (subject to prior approval by the physi-
cian normally expected to provide or oversee the
care and a medical review panel).

4. To assist in collecting and analysing the necessary data
to support strategies to reduce wait times and monitor
progress, the following actions are recommended:
a) Provincial and territorial ministers of health agree
on common data definitions of wait times and urgency
measures, and work with the Canadian Institute for
Health Information (CIHI) and national specialty
societies to develop a pan-Canadian approach to col-
lecting wait-time data that ensure consistent measure-
ment and monitoring of wait times across the country,
including for private facilities.
b) Canada Health Infoway accelerate investments in
information and communication systems (e.g., creat-
ing anonymous patient registries that record patient
encounters with the system) that will allow for the
monitoring of wait times and their comparison with
established benchmarks.
c) The Health Council of Canada be mandated to
serve as an independent evaluator of Canada’s progress
in reducing wait times in the 5 priority areas and
across the health system, with particular attention
given to ensuring that progress in reducing wait times
in the priority areas does not adversely affect access to
other health services.

5. To build partnerships and ensure a sustained focus on

wait-time reductions, a Canadian Wait-Time
Consortium should be established to champion a pan-
Canadian wait-time agenda for the next 3 years. 
The consortium would comprise a wide array of health
care stakeholders, including health care provider
organizations, health research organizations, patient
groups and government representatives (ex officio). Its
duties would include periodically reviewing wait-time
benchmarks in light of new sources of evidence and
suggesting changes if necessary; holding an annual
forum (like the Taming of the Queue colloquiums) to
review progress on wait times by governments and
providers; and serving as a clearinghouse of best prac-
tices in wait-times reduction and management for the
health care community. The 3-year period would coin-
cide with the 3-year parliamentary review of the effec-
tiveness of Bill C-39 to implement the first ministers’
10-year plan. The consortium’s work could be an input
into this review.

6. To build knowledge capacity and to support ongoing
policy development in wait-time management, the fed-
eral government should allocate significant new
resources to a comprehensive program of applied
research on access and wait-time issues under the aus-
pices of the CIHR or another appropriate agency. 

Funding should also be available to ensure that
cross-province initiatives, such as the WCWLP, can
continue to provide leadership and guidance on wait-
time measurement, monitoring and management. The
focus of research should include the broader impacts of
waiting and the issue of patient-provider choice to
understand more about the concerns and expectations
of Canadians related to timely access to care.

With the release of this final report, the WTA will
focus on monitoring the implementation of wait-time
strategies with the support of specialty societies and provin-
cial medical associations. The members of the WTA look
forward to continuing to work with the other stakeholders,
including patients and governments, to undertake this
work and ultimately improve access to care for Canadians.

“The proof will be in the pudding — after 1 year, see if these
times match up with what actually happened.”

— Focus group participant
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The adoption of wait-time benchmarks will be an impor-
tant step in reducing wait times and improving access to
health services. To be successful, however, the adoption of
wait-time benchmarks must be part of a broader strategy of
measures at the pan-Canadian, provincial and regional lev-
els. This document sets out a toolbox of strategies that are
being used by Canadian jurisdictions and international
health communities to mitigate, measure, monitor and
manage wait times.

Mitigating the need for wait lists

The best way to reduce lengthy wait lists for health services
is to reduce the likelihood that individuals will require
health care services through prevention, health promotion,
chronic disease management, public-patient education and
appropriate use of health services. The following measures
are examples of initiatives that can help mitigate the
demand for health services within the broader strategy to
reduce wait times:
• Implement health promotion and disease prevention

strategies that address common risk factors, such as
diet, physical activity, smoking, etc.

• Put in place chronic disease management strategies to
assist providers in using established treatment proto-
cols.

• Develop, adopt and raise awareness of clinical guide-
lines that assist providers in making appropriate refer-
ral decisions and help prioritize urgency. 

• Educate and inform the public and patients about the
wait-time service standards in place for health services
and what options they have if they experience unrea-
sonably long waits (e.g., patient ombudsman).

• Develop and adopt clinical prioritization tools to facili-
tate referrals to specialists and ensure that patients
needing treatment or surgery are scored consistently. 

Measuring wait times

For patients, measurement and reporting of wait times pro-
vide knowledge needed to make informed decisions about
access to health care services. Measurement is also the cor-

nerstone of improved performance reporting and public
accountability for the system as a whole. Initiatives in this
area include the following:
• Develop standardized data definitions of wait times

that reflect the patient’s journey through the system.
• Ensure that information about wait times for health

services is kept up-to-date and is readily available to
patients through on-line resources and other commu-
nication channels.

• Measure and report on other dimensions of health
service accessibility to complement information on
wait times.

• Ensure that patient outcomes before and after proce-
dure are measured.

• Agree on common urgency measures within and across
procedures.

• Create anonymous disease-specific or system-wide
patient registries that record essential data elements on
all patient encounters with the system.

• Ensure periodic auditing of patient registries to ensure
data quality.

Monitoring wait times

Once standardized measurement systems are in place, regu-
lar monitoring of the patient’s condition while waiting for
care reduces anxiety for both patients and their families.
System-wide monitoring is also critical to assessing progress
in reducing wait times and assisting in calibrating wait-
time management strategies. Key activities in this regard
include:
• Provide easily accessible information to patients on

their status while they are waiting for health services.
• Ensure active monitoring of patients’ condition by pri-

mary care providers while they are waiting.
• Provide for periodic and regular reporting of wait

times against benchmarks at national, provincial,
regional and facility levels.

• Where wait-time benchmarks do not exist, ensure reg-
ular monitoring and reporting of wait times for health
services using indicators that capture the statistical dis-
tribution of wait times (e.g., by percentile), in addition

Appendix A: 4-M Toolbox of 
strategies to mitigate, measure, monitor 

and manage wait times



to the conventional indicators of mean and median
wait times.

• Introduce electronic patient records with cross-system
connectivity to ensure accurate tracking of wait times
across facilities and providers.

• Include wait-time management practices and policies
as 1 of the criteria used in the accreditation of health
facilities.

• Devote additional resources to wait-time-related
research to generate new knowledge on the impact of
wait times on patients and best practices in wait-time
management across the full spectrum of health services.

Managing wait times

In the final analysis, wait times must be managed to ensure
that patients will have access to the right service, through
the right provider, at the right time. At the system level,
this entails a number of strategies to improve the produc-
tivity and efficiency of existing resources, as well as increase
system capacity to meet defined needs.
Although health care systems are operating at close to full
capacity in many areas, there are a number of ways to
improve the productivity and efficiency of their use of
existing resources, as suggested below:
• Improve management of scheduled surgery through

clinical care pathways, including improved pre-admis-
sion and admission services, centralized booking sys-
tems, increased use of day surgery, optimization of
operating room schedule, reduced length of stay,
reduced cancellations and patient education.

• Introduce blended or activity-based funding mecha-
nisms for hospital services to facilitate increases in the
volume of procedures when required to clear backlogs
and ensure that system benchmarks are met.

• Provide financial or non-financial rewards to facilities
that reach desired wait-time goals.

• Provide incentives for after-hours use of facilities and
providers.

• Pool wait lists across health providers to ensure that
waiting times for similar levels of urgency are reason-
ably consistent across the system.

• Co-locate and better integrate clusters of services need-
ed for diagnosis and treatment to streamline the
patient journey and increase overall efficiency.

• Create regional centres of excellence to increase
economies of scale for the provision of highly special-
ized, low-volume procedures.

• Invest in telemedicine and telehealth technologies that

enable distance consultations with specialists and the
electronic transfer of medical imaging.

• Ensure mechanisms are in place to transfer patients
across institutions, out-of-region, out-of-province and
out-of-country to deal with fluctuations in system
capacity; also provide appropriate travel assistance for
patients and family.
In some areas of the health system, it may be impossi-

ble to meet wait-time benchmarks without expanding
health system capacity. Initiatives that fall under this cate-
gory include:
• Develop a pan-Canadian health human resources

plan to ensure effective long-term planning of health
human resource needs based on the principle of self-
sufficiency.

• Increase the availability of postgraduate training posi-
tions for medical specialties that are in a long-term
shortage situation that cannot be corrected by short-
term measures.

• Increase the number and availability of family physi-
cians and other primary care providers to ensure that
patients who may need specialized treatment do not
experience undue delays in getting medical attention,
diagnostic investigations or specialist referral.

• Increase the output of nursing schools and technical
programs to ensure adequate staffing of operating
rooms and diagnostic facilities.

• Facilitate the appropriate use of physician extenders or
delegate procedures to technologists or nursing staff by
eliminating remuneration barriers.

• Expand the number of operating rooms or increase
their hours of availability in acute care facilities to
achieve the desired volume of elective surgical activity.

• Build surge capacity in hospitals to accommodate fluc-
tuations in emergency department admissions.

• Create ambulatory treatment centres to increase the
volume of short-stay procedures in targeted areas. 

• Expand the availability of medical and diagnostic
equipment to achieve the desired volume of activity.

• Where necessary, and as a stop-gap measure only, pur-
chase additional capacity abroad through negotiated
agreements with out-of-province or out-of-country
providers.

• Ensure that adequate downstream capacity is in place
to address the expected volume of post-procedural hos-
pital care, rehabilitation and home care patients.

• Deinstitutionalize the delivery of non-invasive diag-
nostic procedures (e.g., stress, echo and nuclear
tests).
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Introduction

In the 2004 Health Accord, First Ministers committed to
achieving meaningful reductions in wait times in 5 key
areas; Cancer treatment, heart surgery, diagnostic imaging,
joint replacement and sight restoration. 

Diagnostic Imaging plays a key role in 4 of the 5 key
areas, since imaging studies are needed in both pre and
post treatment in the case of heart surgery, hip and knee
replacement and cancer. Their wait list capacity depends
on the ability of diagnostic radiology to provide services to
them. Patients are also not willing to endure lengthy waits
for access to the diagnostic imaging studies their physicians
need in order to make a diagnosis and determine a course
of treatment for them. 

Diagnostic imaging is part of the flow of information
that is needed to restore a patient back to a state of health.
It is the front gate through which these patients must enter
before they can access the rest of the healthcare system. 

The Canadian Association of Radiologists (CAR) has
initiated and participated in many studies of wait times for
diagnostic imaging procedures in Canada. All of the stud-
ies have identified major access problems for imagery tests
and more specifically for CT, MRI, BMD and U/S. 

Unlike other diagnostic imaging exams CT has the
ability to image a combination of soft tissue, bone and ves-
sels. CT is especially useful in searching for lesions, tumors
and metastasis and does not only reveal the site but also the
size, spatial location and extent of a tumor. CT has become
the initial approach for evaluation or detection of many
cancers and heart diseases. Therefore in the context of the
5 in 5 plan of the Government CT is really a priority. 

The application of MRI for stroke investigation and
Magnetic Resonance Angiography (MRA) for evaluating
intra-cranial aneurism and vascular occlusion disease make
this modality a tool of choice in the management of such
cases. Also MRI’s are used to scan areas such as joints and
the brain for a wide range of conditions. This is very signif-
icant in the area of orthopedic surgery especially for hip
and knee replacement. Thus making this modality a priori-
ty for access. 

Since the Health Accord is specifically targeting wait

lists for CT and MRI as first priorities, the expert panel
has decided to limit their comments on those two
modalities. 

Ultrasound is well established and used in many fields
of medicine. Common applications include the diagnosis
of gallstones, tumors of the liver or kidney and the sex,
position and size of babies in the uterus. The advent of 4D
imaging is in US now allows clinics to see fetal motion,
behavior and surface anatomy which will make US a key
diagnostic tool and if present access problems are not
advanced another crisis may be looming. 

The same goes for BMD. Bone fracture is a common
health problem amongst older women and a major cause of
morbidity, disability and reduced quality of life.
Osteoporosis predisposes women to bone fracture, with hip
fracture a particular concern. BMD exam helps prevent
fractures and complications resulting from them thus sav-
ing significant cost to the healthcare system. The wait list
problem is therefore of significant importance and should
be targeted as soon as possible.

Methodology 

For each modality we have retrieved literature using a
defined search strategy. On the Dialog 
System , the Medline, Embase, Inspec, Biosis Previews and
Pascal Databases a cross-search using the duplicate removal
feature was performed. The search strategy included
descriptor and key words for CT and MRI in the cardio-
vascular thoracic and neurological areas. 

The Committee used recently developed CAR
Guidelines for imaging and a search was made of the fol-
lowing for guidelines related to appropriate use:
1. CMA infobase clinical practice guidelines
2. American College of Radiology (ACR) appropriateness

criteria
3. The Royal College of Radiologists guidelines

In addition, the Committee used the recent work of
provincial committees and reports on the same subject:
1. Alberta Diagnostic Imaging Advisory Committee

Report

Appendix B: Reports from the specialty societies

Canadian Association of Radiologists

36 Achieving benchmarks and best practices in wait time



2. Nova Scotia wait time Diagnostic Imaging Committee
Report

3. The Ontario CT / MRI Wait List Expert Committee
Report
The following principles were adopted regarding wait-

ing, the benchmarks for diagnostic tests:
• They are based upon the speed with which the infor-

mation is regarded to plan or execute therapy and thus
must be linked to the specific clinical indication. 

• Limited accessibility to diagnostic imaging technology
should not seem as an impediment to implementing a
treatment plan with agreed upon the frames. 
An additional search of the web for wait time target

information yielded a number of sources listing current
wait times for access to radiotherapy, orthopedic surgery,
cardiac catheterisation, cardiac bypass grafting, cardiac
angioplasty, vascular surgery and orthopedic surgery. This
data was used to estimate appropriate wait times based on
the above principles. 

Benchmarks are needed in order to ensure that patients
receive timely access to the diagnostic imaging studies that
are critical to their receiving appropriate treatment
promptly. However, the use of appropriateness guidelines
plays a key role in ensuring that patients are being appro-
priately referred to the test. With 35 million diagnostic
imaging exams being performed each year and an annual
increase of 3% it is essential that we avoid inappropriate
referrals and the associated costs to the healthcare system.
One of the ways that wait lists can be created is when
physicians refer patients inappropriately because they are
unsure as to which is the best test or lengthy wait lists for
the most appropriate test make a less appropriate test more
attractive. 

A Committee of the CAR has developed appropriate-
ness guidelines for the use of Diagnostic Imaging services
the guidelines offers a three-tiered rating evaluation system.
Scientific evidence indicates that the Diagnostic Imaging
exam rated “A” is the most effective for assessing a given
clinical symptom, while “C4” has the least scientific evi-
dence to support a referral. 

Benchmarks

There are no published benchmarks for wait times for
diagnostic imaging exams. However we have developed
these benchmarks based upon sound evidence for appro-
priate utilization for these modalities. Furthermore, clini-
cians believe these to be acceptable. 
We have adopted the following definitions:
Emergency: Immediate danger to life or limb. Benchmark

access within 24 hours.
Urgent: Situation that is unstable and has the poten-

tial to deteriorate quickly and treatment can-

not be initiated until diagnostic imaging
study is preferred. Benchmark access within 7
days. 

Scheduled: Situation involving minimal pain, dysfunc-
tion or disability (also called “routine” or
“elective”). Benchmark access within 30 days. 

Priority criteria

Priority tools are defined as a consistent way to prioritize
cases. While they may be useful in determining the most
urgent cases on a short list of patients waiting for access to
CT or MRI scans, it is very difficult to use priority tools
effectively to prioritize patients on a long waiting list.
Priority tools would have to be applied to a patient’s overall
situation — not only individual aspects, since a patient
with limited symptoms could potentially be in a critical
situation. 

Another challenge is that if a physician is able to deter-
mine how a patient’s health situation is evolving, this sug-
gests that they may already have a diagnosis and raises
questions about the need for a diagnostic imaging test.
Attempts to create effective priority tools to manage wait
lists have indicated that they are of a limited value. For
example, The Western Canada Wait List Initiative was
unable to develop priority criteria for MRI of the brain
that led to clinically useful priority criteria.

Conclusion

The First Minister’s meeting on the future of health care in
September identified diagnostic imaging as one of five key
areas where wait lists need to be reduced. Radiology plays a
crucial role in the healthcare system as the precursor to
patients receiving treatment; without a diagnosis, patients
cannot be treated and returned to a state of good health.
Given the rapidly changing technological environment and
its impact on diagnostic imaging, it is difficult to propose
evidence based benchmarks. However, three expert panels
that independently analyzed available data from around the
world reached the same conclusions and made similar rec-
ommendations regarding benchmarks. These are the
benchmarks that the Canadian Association of Radiologists
proposes to be used as national benchmarks for wait lists. It
is essential that benchmarks be used in tandem with appro-
priateness guidelines to ensure that diagnostic imaging
equipment is being used in the most effective and timely
manner. 
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Introduction

In the 2004 Health Accord, the First Ministers committed
to achieving meaningful reductions in wait times in 4 key
clinical areas; cancer treatment, heart surgery, joint replace-
ment and sight restoration, and in a fifth area, that of diag-
nostic imaging. Nuclear medicine is a specialty involved in
the use of radionuclides for the diagnosis and treatment of
disease; the majority of nuclear medicine procedures are
diagnostic imaging studies. With the exception of sight
restoration, nuclear medicine diagnostic procedures play an
important role in the management of patients with diseases
in the areas targeted by the Ministers. In addition nuclear
medicine therapies play a growing role in the treatment of
malignant disease; therapeutic Nuclear Medicine will, how-
ever, not be addressed in this report.

There is a growing body of literature providing
guidelines for the appropriate use of both diagnostic and
therapeutic nuclear medicine techniques. These guide-
lines provide direction as to the utilization of these tech-
nologies, but little data is available as to the appropriate
time frame in which they should be accessed. This paper
will summarize the literature regarding appropriate use
and will state wait time data from the literature when
available, and synthesize additional wait time informa-
tion from expert opinion, comparing those to wait times
which currently exist across the country.

Methodology

A nuclear medicine expert committee identified a list of
established and new nuclear medicine procedures which are
utilized in the assessment of patients with atherosclerotic
heart disease, cancer, and bone and joint disease. These pro-
cedures are listed in Table 2. The following were then
searched for guidelines relating to the use of those proce-
dures:
1. CMA Infobase Clinical Practice Guidelines

(mdm.ca/cpgsnew/cpgs/index.asp)
2. American College of Radiology (www.acr.org)
3. The Royal College of Radiologists (www.rcr.ac.uk/)
4. The American College of Cardiology (www.acc.org/)
5. Canadian Cardiovascular Society (www.ccs.ca/)
6. American Society of Nuclear Cardiology

(www.asnc.org/)
7. Cancer Care Ontario (www.cancercare.on.ca/)

A review of the health technology assessments of the
emerging technology of 18F-fluorodeoxyglucose positron emis-
sion tomography (FDG-PET) imaging for cancer, recently
published in the Canadian Society of Nuclear Medicine
newsletter PHOTON has been incorporated into this
report.

Information on waiting time criteria for clinical proce-
dures and treatments related to the nuclear medicine pro-
cedures in question was obtained from a web search using
the search term “wait times for medical procedures”.
Information regarding appropriate wait times for PET was
obtained from Hamilton Health Sciences, Hamilton,
Ontario which had developed disease specific wait time
guidelines by a consensus process with Disease Site Teams
at the Juravinski Cancer Centre. A portion of that report is
appended as Appendix A.

A survey of nuclear medicine facilities across Canada
was made to determine existing urgent and elective wait
times for the list of procedures and factors contributing to
prolonged wait times. Subsequent to this survey a decision
was taken by the Wait Time Alliance to use the categories
Emergency, Urgent, and Scheduled; the “urgent” category
used in the survey encompasses both Emergency and
Urgent, and the “routine” category is equivalent to
Scheduled. The survey form is appended as Appendix B.

The preliminary information gathered was shared with
other members of the Wait Time Alliance. The CCS
formed a specific Nuclear Cardiology Wait Times subgroup
which reviewed the material, added additional relevant
material and modified suggested wait times. Therefore the
benchmarks proposed for Nuclear Cardiology reflect a con-
sensus opinion from cardiology and nuclear medicine clini-
cians and experts in nuclear cardiology. Portions of this
report specific to nuclear cardiology may be duplicated in
the CCS report.

Finally the initially proposed wait time benchmarks
were adjusted following receipt of the substantive input we
have received from other medical organizations and health
stakeholders including patients through the consultative
process organized by the CMA and supported by Health
Canada. The wait time benchmarks proposed in this report
represent a consensus view after this extensive consultation.

Classification of evidence

A number of systems have been used to classify levels of 
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evidence. The following table compar-
ing the grading systems used by the
reports quoted in this document has
been adapted from the Guidelines
Advisory Committee of Ontario.1 The
ACR appropriateness criteria are
derived from a process which initially
grades the evidence for a procedure
based criteria similar to those of the
Agency for Health Care Policy and
Research and then uses a modified
Delphi technique to arrive at a con-
sensus ranking from least to most
appropriate (1 to 10).2

Wait times for diagnostic
imaging technologies

There is a dearth of data regarding recommended wait
times for access to diagnostic technologies. Some data
is posted to various web sites on current waiting times
for CT and MR; Manitoba posts wait times for bone
density and myocardial perfusion imaging (Stress
MIBI) which are exams addressed in this report.5 This
paper takes the perspective that appropriate waiting
times are linked to the speed with which the informa-
tion provided is required to plan or execute therapy.
For example, myocardial perfusion imaging (MPI) may
be used to determine which patients presenting with
unstable coronary syndromes should be advanced
urgently for cardiac catheterization. In this specific
instance, it has been shown that there is a subgroup of
patients that are at high risk of sig-
nificant adverse clinical events in
the weeks and months which fol-
low their initial presentation.
Further, it has been shown that
interventions performed in those
patients to relieve the coronary
obstruction will significantly
reduce the likelihood of such
events occurring, if performed in a
timely fashion. Non-invasive
imaging procedures play an
important role in identifying those
patients most likely to suffer
adverse events, and those most
likely to benefit from intervention
(e.g. patients with multivessel
coronary artery disease and left
ventricular dysfunction or with
left mainstem coronary artery dis-
ease).3,6 This “risk-stratification”
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Table 1: Comparison of guideline developer’s evidence taxonomies

GAA Level of 
Evidence to 
Recommend

American 
College of 

Cardiology*3

CCS 
Guidelines*4

Agency for 
Health Care 

Policy & 
Research+

Cancer Care 
Ontario Practice 

Guideline 
Initiative

American 
College of 
Radiology

Excellent/Good (pro) Class I Grade A

Excellent/Good(con)

Class III Grade C
Fair Class IIa Grade B Grade B Grade PE 4–7
Insufficient Class IIb Grade O 1,2,3

Grade C
Grade E
Grade X

+ as adapted by Osteoporosis Society & Royal College of Radiology

* to avoid confusion in evaluating the levels of evidence between ACC and CCS, CCS grades A, B, C will be reported as 
Class levels I, II, III

Grade A Grade EV 8,9,10

Consensus Opinion Grade C

Emergency Urgent Scheduled
Bone Scan – whole 
body survey

Immediate to 24h Within 7d Within 30d

FDG – PET Immediate to 24h Within 7d Within 30d

Myocardial Perfusion – 
exercisestress

Immediate to 24h Within 3d Within 14d

Myocardial Perfusion – 
pharmacologic stress

Immediate to 24h Within 3d Within 14d

Myocardial Viability – 
FDG

Immediate to 24h Within 3d Within 14d

Myocardial Viability – 
Thallium

Immediate to 24h Within 3d Within 14d

Radionuclide 
Angiography

Immediate to 24h Within 3d Within 14d

Bone Density N/A N/A Within 30d

Table 2: Nuclear medicine procedures and therapies with 
recommended wait times

Table 3. Nuclear medicine facilities by province

Hospital IHF Total Hospital IHF Total (%)

Newfoundland 4 0 4 4(100%) 0 4 (100%)

Nova Scotia 10 0 10 8(80%) 0 8 (80%)

New Brunswick 6 0 6 3(50%) 0 3 (50%)

Prince Edward 
Island 1 0 1 1(100%) 0 1 (100%)

Québec 49 2 51 27(55%) 0(0%) 27 (53%)

Ontario 73 42 115 41(56%) 31(74%) 72(62%)

Manitoba 6 3 9 5(83%) 2(66%) 7 (77%)

Saskatchewan 3 0 3 3(100%) 0 3 (100%)

Alberta 13 10 23 11(85%) 6(60%) 17 (74%)

British Columbia 22 1 23 18(82%) 1(100%) 19 (86%)

Total 187 58 245 121 40 161(66%)

Province Total # of nuclear medicine facilities
# of facilities reporting 

Wait times 



allows the most efficient use of expensive and resource inten-
sive revascularization procedures.7 This is of particular
importance in the Canadian health care system in order to
maximize the benefit of resources used.

Thus, appropriate wait time benchmarks for a diag-
nostic imaging test such as MPI must be viewed in the
clinical context in which the patient presents. When a
patient is admitted to hospital with an acute coronary
syndrome there is urgency to risk stratify that individual
to determine if invasive procedures are required during
that hospitalization. An appropriate wait time benchmark
in these circumstances would be 1 day. Conversely when
MPI is used to risk stratify prior to major non-cardiac
surgery and that surgery has wait times of more than 3
months then a routine wait time of 1 month for MPI
may be acceptable. 

A search of the web for wait time target information
yielded a number of sources listing current wait times for
access to radiotherapy, orthopedic surgery, cardiac catheter-
ization, cardiac bypass grafting, cardiac angioplasty, and
vascular surgery. This data was used to estimate appropriate
wait time benchmarks for related nuclear medicine proce-
dures.5,8-12 In each case we have selected the shortest rec-
ommended wait times among all possible clinical indica-
tions for a procedure as the most appropriate benchmark
to provide best clinical care. Wait times throughout this
report are stated in days.

The task of assessing relative urgency for diagnostic
procedures is at best in the early stages of development,
and is complicated by the need to estimate the likelihood
that the procedure will provide critical diagnostic infor-
mation, the availability of alternative diagnostic path-
ways, and the need to estimate the likelihood that subse-
quent treatment changes will improve health outcomes.
The Western Canada Waiting List Project offers some
insight into the difficulties involved in establishing and
monitoring acceptable wait times for diagnostic testing.
The Project constructed a point scoring tool for each of
the follow areas: cataract surgery; general surgery proce-
dures; hip and knee replacement; children’s mental
health; and Magnetic Resonance Imaging (MRI).
Reliability was strongest for the general surgery and hip
and knee criteria and weakest for the MRI.13 In the
absence of established criteria, the CANM and CAR
have agreed upon the following definitions to assess
urgency:
Emergency: Immediate danger to life or limb
Urgent: Situation that is unstable and has the poten-

tial to deteriorate quickly and result in an
emergency admission

Scheduled: Situation involving minimal pain, dysfunc-
tion or disability (also called “routine” or
“elective”

Summary of evidence for recommended
nuclear medicine procedures and rationale
for recommended wait times

For each procedure a summary of the available evidence for
appropriate use has been prepared. Recommended wait
times have been derived and a rationale for each recom-
mended wait time has been developed. A chart then follows
which lists current wait times by province and compares
these to the recommended times. These summaries are
appended as Appendices C to H. The following table sum-
marizes maximum recommended urgent and routine wait
times for each indication.

The following table demonstrates the distribution of
facilities providing data for this report. Completeness of
reporting varies substantially from province to province. Our
survey has sampled a significant proportion of the facilities
in Canada including independent health facilities (IHF).

Factors affecting availability of nuclear
medicine procedures and therapies

Facilities were asked to identify factors which contributed
to prolonged wait times or lack of access to service. Table 4
summarizes those responses. For both technical staff vacan-
cies and physician vacancies, the number of facilities
reporting a vacancy is given first, followed by the total
number of vacant positions in brackets.

Three dominating factors emerge from this review, the
first is the inadequacy of the equipment base, the second an
inability to offer PET services, and the third the relatively
large numbers of physician staff vacancies. The number of
technical staff vacancies represents an improvement over
prior years. The training institutions have monitored this sit-
uation and responded by appropriately increasing the num-
ber of training positions. Interestingly, outside Québec, an
inadequate operating budget is not frequently an area of concern.

Equipment
Variability in wait time could be caused by varying avail-
ability of equipment or maintenance of equipment from
jurisdiction to jurisdiction. The recent CIHI report entitled
Medical Imaging in Canada 200414 provides some data on
the numbers of Nuclear Medicine cameras reported per mil-
lion population for each province (“Rate”). These Rates
range from a low of 14.5 in PEI to a high of 27.8 in Nova
Scotia, with a Canadian mean of 19.5. The CIHI report
however, identifies the difficulties the survey had in obtain-
ing information from independent health facilities (IHFs).
This has almost certainly resulted in a significant error in
the calculation of the instrumentation “Rate” in Ontario
where only 4 of the 48 IHFs reported information and
Alberta where 4 of 10 IHFs reported. As seen in Table 5,
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IHFs comprise a significant proportion of imaging facilities.
The current CANM survey is collecting instrumenta-

tion information. It is our intent to pursue a goal of 100%
response rate. If we are successful, this will provide a
unique database of nuclear medicine equipment across the
country and should assist in making recommendation
regarding appropriate equipment “Rates” to shorten wait
times toward these recommended benchmarks. It is almost
certain that in some jurisdictions where wait times are
excessive (e.g. Prince Edward Island and Newfoundland)
that additional imaging units will be recommended.

PET & FDG
Appendix D provides a more complete discussion of the situ-
ation with respect of this technology which is in the process
of being introduced to practice in New Brunswick, Nova
Scotia, Quebec, Ontario, Manitoba, Alberta and British
Columbia. A major limiting factor persists in that FDG, the
radiopharmaceutical most frequently used in cancer imaging
is not an approved drug in Canada. Because of the short half
life of the product (109 minutes), it must be produce in facil-
ities near the imaging site. In Canada, the existing production
sites are all within university centres which have faced a crip-
pling regulatory burden which has stained them financially
and limited academic output. Two new drug submissions are
now submitted to BGTD for an expedited review, but the
department is in backlog and there is concern that these sub-
missions may not be dealt with for up to 3 years.

Health Human
Resources

a. Physician workforce

The Royal College of
Physicians and Surgeons
established Nuclear Medicine
as medical specialty in 1976.
The specialty had been estab-
lished in Quebec several years
earlier. The initiation of the
specialty unfortunately coin-
cided with the beginning of
cut backs in the number of
residency training positions
across Canada and, therefore,
there have never been a large
enough number of certified
nuclear medicine practition-
ers to fill all positions in
Canada outside the province
of Quebec. 

The 1999 CANM
Workforce Report identified

significant concerns, paralleling general concerns in med-
ical practice, regarding the nuclear medicine physician
workforce. 

The report estimated that of a workforce of 530 practi-
tioners practicing nuclear medicine either full or part time
that approximately 5 full time nuclear medicine physicians
per year would retire over the following decade, and an
additional 6 physicians who incorporate Nuclear Medicine
as a component of their practice of Radiology or
Cardiology will retire. The output of trainees (9 per year)
from Canadian residency training programs is insufficient
to replace these retiring physicians. Furthermore, addition-
al trainees are required to meet increased demand as a
result of; a) the introduction of PET to clinical practice, b)
the recognition of the need for improved training standards
for cardiologists wishing to incorporate Nuclear Cardiology
as a component of their practice, and, c) the need to
improve practice quality by ensuring that more physicians
practicing nuclear medicine achieve certification by either
the RCPSC or the Collège des médecins du Québec.

In 1999 it was recommended by both the CANM &
CAR that:
a) the number of trainee positions be increased to ensure

the entry of 15 nuclear medicine physicians to practice
annually from the current 9 (i.e., a 50% increase in
training positions); and

b) 50% of trainees pursue dual certification in Radiology
& Nuclear Medicine.
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Table 4: Facilities reporting service limiting factors (161 facilities reporting)

Technical 
staff 

vacancies

Physician 
staff 

vacancies
Gamma camera 
or BMD shortage

(# FTE) (#FTE) (# instruments)

Newfoundland 3 4     (7) 2    (2) 4   (4) X

Nova Scotia 0 2    (0.8) 0 3   (7) X

New Brunswick 1 0 2    (1) 1   (1) X

PEI 0 1    (1) 0 1   (1) X

Québec 13 13  (6) 3    (4) 7   (13)

Ontario 9 16  (15) 13  (13) 22 (40)

Manitoba 3 3    (6) 1    (1) 0

Saskatchewan 1 2    (4) 0 3   (11) X

Alberta 2 1    (2) 4    (4) 3   (8)

British Columbia 5 3    (4) 2    (2) 7   (12)

Total 37 45  (45.8) 27 (27) 51 (97)

Note: X indicates that the service is not available

Province

Insufficient 
operating 

funds

Lack of access 
to PET cameras 

& FDG



While considerable progress has been made in respect
of the second recommendation, virtually no progress has
been made with respect of the first. The deficit in trained
personnel has therefore increased over the intervening six
years. This must now be urgently addressed.

In the interim strategies which could be adopted
include:
a) Delegation of procedures to technologists or nursing

staff (e.g. conduct of stress tests or administration of
medication );

b) Use of electronic transmission of images to enable a
physician to cover more than one facility;

c) Creation of multicentre practice groups to support
physicians in solo practice;

d) Increased efficiency and improved quality through the
use of structured reporting.

b. Scientist workforce

Nuclear Medicine practice incorporates both physicists and
radiopharmaceutical scientists. With respect of the first
group, there are adequate training programmes available in
Canadian universities and appropriate programmes of post
doctoral fellowship and certification. The situation in the
radiopharmaceutical sciences is not as secure. Although the
routine production of radiopharmaceuticals in major cen-
tres has become a commercial activity, facilities in smaller
communities are dependent upon expert technologists for
the preparation of these materials. These technologists
have, in general been trained by hospital based radiophar-
macists in academic centres who are now disappearing.

Furthermore with the introduction of PET technology
across the country and the recent establishment of Good
Manufacturing Processes for positron emitting radiophar-
maceuticals by Health Canada, an increased number of
radiopharmaceutical scientists will be required to support
onsite production of these short-lived materials.

At its 2005 meeting the Canadian Society of Nuclear
Medicine voted to financially support the development of a
education curriculum and certification process by the
Canadian Association of Radiopharmaceutical Scientists,
in order to ensure that Canadian Healthcare facilities con-
tinue to have access to well trained individuals in this
important and growing area. 

Discussion

Wait Times
Canadians have unequal access to Nuclear Medicine proce-
dures and therapies. Substantial variability exists from
province to province and within each province. In many
centres wait times significantly exceed the benchmarks
specified in this report and impede efficient delivery of
care, and potentially reduce the quality of care delivered.

There is no availability of nuclear medicine procedures in
Canada’s three territories. The creation of wait time bench-
marks and standardized collection of wait time information
should provide an incentive for regional health authorities
to allocate appropriate resources to reduce wait times.

Limitations in the use of wait times as a
measure of system efficiency
A list of wait times is an indication of the capacity in the
system present prior to the point the data was collected.
The expansion of operating hours by the addition of
technical staff, or improved efficiency resulting from the
replacement of older equipment can have a dramatic
effect upon wait times. It is important to track whether
wait times for any one procedure or therapy are increas-
ing, decreasing or stable. Most wait time data currently
listed is not displayed in that format, although direct dis-
cussion with facilities providing services demonstrates
that they are aware of the importance of monitoring wait
time changes. For example, the addition of 1.0 FTE
Nuclear Medicine technologist in Prince Edward Island
has resulted in a 40% increase in the availability of bone
density examinations and is expected to reduce wait
times from 14 months to 1 month over the next year.

When analysis of wait times is applied to diagnostic
testing as opposed to surgical or radiation therapy several
confounding factors emerge. Clinicians and their patients
expect that diagnostic data will be available to them suffi-
ciently quickly that they will be able to create and imple-
ment a treatment plan in an acceptable time frame. For
example, it is generally accepted that cancer surgery
should be carried out in an expeditious manner. However
appropriate pre-operative assessment of the patients and
preparations for surgery may require up to 4 to 6 weeks;
thus a wait time of 3 to 4 weeks for a staging CT or
PET/CT examination may be acceptable. In the case of
wait times in excess of these, clinicians will use alternate
staging methods to expedite care; e.g. gallium scanning or
ultrasound. 

Alternative diagnostic methods may be less accurate
(e.g. abdominal ultrasound for the detection of metastases
from colon cancer vs. FDG-PET/CT), more invasive (e.g.
mediastinoscopy for staging of non small cell lung cancer
vs. FDG-PET/CT), or more costly (e.g. coronary angiogra-
phy for the diagnosis of coronary artery disease vs. myocar-
dial perfusion scintigraphy). When the risk of waiting for
the most appropriate diagnostic test exceeds the risk of an
alternative though less appropriate testing and treatment
strategy, the physician, in consultation with their patient,
will chose the latter. Thus adding the collection of data
regarding inappropriate use of technologies would provide a
more complete picture of “bottlenecks” in the system and
their impact.
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Positron Emission Tomography is an emerging tech-
nology in Canada, despite its acceptance as a clinical tool
in most OECD countries. With no access to this technolo-
gy, waiting times are unavailable in most jurisdictions;
however, the lack of wait time data must not be interpreted
as an absence of demand.

Information systems
The collection of data for this report was difficult and
time consuming (and as yet, incomplete). This need not
be the case. The majority of nuclear medicine depart-
ments use their institution’s Radiology Information
System (RIS) to book studies, create and issue reports.
Increasingly the RIS drives the creation of imaging work
lists on each imaging modality and links to PACs
(Picture Archival and Retrieval system) to provide a com-
prehensive data set which is used internally within the
institution to manage the program. Parameters such as
urgent and routine wait times, time from booking to
exam completion, time from completion to reporting,
and time from reporting to transcription are monitored.
It should be possible to routinely collect that data for
selected studies to monitor both wait times and wait
time trends.

Unfortunately, data held within the RIS is frequently
collected according to province specific fee schedules and
is not directly comparable from jurisdiction to jurisdic-
tion. For example an identical SPECT myocardial perfu-
sion study (imaging only) in Ontario is represented by
four fee codes, and in Alberta by one fee code. Although
these schedules are linked to a federal workload measure-
ment system, that system is unable to provide wait list
information. The creation of a Canada wide procedure
listing which could be linked to province specific fee
schedules would enable the routine collection of this
data.

Comprehensive data
The recently published Medical Imaging in Canada 200414

highlighted the difficulties in obtaining information from
independent health facilities. The absence of data from inde-
pendent health facilities results in difficulties in data inter-
pretation. A specific example is described in the section enti-
tled Equipment. By contacting each facility directly and
explaining the need for accurate data upon which to base
decisions, we have been significantly more successful in
obtaining information. It appears that independent facilities
will play a growing role in he provision of service in some
provinces; they should be, as a condition of licensing,
required to provide statistical information, including wait
times, and information regarding instrumentation.
Complete information is crucial to better management of
the system of health care delivery.

Regional management
The data collected to date demonstrates significant varia-
tions in wait times within regions. A centralized regional
booking system for examination might be useful to reduce
wait times. However, experience in recently merged institu-
tions within one community has indicated substantial
reluctance on the part of both patients and referring physi-
cians to accept alternate earlier appointments in another
facility. Uniform protocols and reporting standards are
required to ensure that referring physicians will accept this
strategy. 

Appropriateness guidelines and reducing
demand
The CANM has participated in the CAR lead process of
modifying appropriateness guidelines from the Royal
College of Radiologists of Britain to suit the Canadian
practice environment. It will be necessary to disseminate
these guidelines widely among Canada’s Family Physicians
and Specialists. The incorporation of decision support
modules into order entry systems would also be useful to
ensure the most appropriate use of test and limit the use
of inappropriate examinations.

Appropriate use of procedures and the increased
emphasis on the role of the Nuclear Medicine physician
as consultant have been identified as strategies to reduce
demand. Public education as to the indications for imag-
ing procedures might be effective in providing support to
family physicians and specialists as they try to curtail
inappropriate use. The creation of nuclear medicine prac-
tice groups within local regions or health networks has
the potential to facilitate sub-specialization of nuclear
medicine physicians improving the integration of these
specialists with their clinical colleagues and assisting in
the appropriate use of technology.

Conclusion

We have successfully established wait time benchmarks
for a number of diagnostic nuclear medicine procedures
using information from the literature through a consen-
sus process with an expert panel. These benchmarks have
been modified following an extensive consultation
process with other medical practitioners, patients and the
public.

We have identified that existing wait times frequent-
ly exceed these benchmarks, likely resulting in inappro-
priate utilization of diagnostic tests. Some of the factors
contributing to prolonged wait times have been identi-
fied.

The CANM plans to complete its survey work and plans
to use this comprehensive data to assist government and edu-
cational institutions in facility and workforce planning. 
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Disease site 
group Tumour Indication Maximum 

acceptable wait
Breast All subtypes OCOG Breast Trial 1  week

Other – not indicated N/A
GI Colorectal ? local recurrence 6 weeks

? solitary hepatic met 6 weeks
Esophagus Recurrence or metastases  

after primary therapy
3 weeks

GU All Not indicated N/A
Lung NSCLC OCOG ELPET Trial 2 weeks

OCOG START Trail 2 weeks
Other Solitary pulmonary 

nodule
6 weeks

Skin Melanoma (including 
vulvar)

Recurrence or metastases 
after primary therapy

3 weeks

Mycosis Mycosis Not indicated N/A
Hematology Lymphoma HHS Study 2 weeks

Residual Tumour 2 weeks
Early Response to Rx 2 weeks
Pediatric Hodgkins 2 weeks

Sarcoma Sarcoma ACRN Trial — pediatric 1 week
Neurooncology All Not indicated N/A
Head & Neck Head & Neck OCOG PREVENT 1 week

Thyroid (differentiated) Recurrence of following 
primary therapy, with 
elevated thyroglobulin

6 weeks

Gynecology Cervical Staging of high risk Stage 
1B tumours prior to Sx

4 weeks

Define nodal metastases 
prior to radiotherapy

4 weeks

Restaging after sub-
optimal therapy

4 weeks

Ovarian-Epithelial Restaging 2 weeks
Germ Cell Ovarian Detection of recurrence 2 weeks

Vulvar Equivocal lymph nodes 
on CT/MR to determine 
radiation fields

4 weeks

Gestational 
Trophoblastic 

Neoplasia

Tumour markers elevated 
after primary therapy

4 weeks

Appendix A: Hamilton Health Sciences and Juravinski Cancer Centre PET 
wait times
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Appendix B: Wait times survey form

Please provide information only for your facility. If you work at more than one facility complete a form for each.

Facility name ____________________________________________________________________________________________

City ____________________________________________________________________________________________________

Province ________________________________________________________________________________________________

Postal code______________________________________________________________________________________________

❒ Academic Hospital ❒ Community Hospital  ❒ Independent Health Facility

Wait Times (please state in working days)

Bone Scan — Cancer Staging or Recurrence
Not available ❒ Urgent ________________ Routine ________________

Cancer Assessment — 18F-FDG (Dedicated PET camera)
Not available ❒ Urgent ________________ Routine ________________

Cancer Assessment — 18F-FDG (Coincidence gamma camera)
Not available ❒ Urgent ________________ Routine ________________

Myocardial Perfusion Imaging — Exercise Stress
Not available ❒ Urgent ________________ Routine ________________

Myocardial Perfusion Imaging — Persantine Stress
Not available ❒ Urgent ________________ Routine ________________

Myocardial Viability — 18F-FDG
Not available ❒ Urgent ________________ Routine ________________

Myocardial Viability — TI-201
Not available ❒ Urgent ________________ Routine ________________

Radionuclide Angiography (MuGA)
Not available ❒ Urgent ________________ Routine ________________

Bone Mineral Density
Not available ❒ Urgent ________________ Routine ________________



Radionuclide Therapy

131I for benign thyroid disease
Not available ❒ Urgent ________________ Routine ________________

131I for thyroid malignancy
Not available ❒ Urgent ________________ Routine ________________

Bone pain palliation (e.g. 89Sr)
Not available ❒ Urgent ________________ Routine ________________

Radioimmunotherapy for lymphoma (e.g. Zevalin or Bexxar available by protocol or SAP)
Not available ❒ Urgent ________________ Routine ________________

List any other nuclear medicine services which are either not available or for which patients face an extended wait.
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

Limiting Factors
Please identify all factors that limit provision of service.

❒ Operating Budget (My facility operates fully within the allotted budget, but this is insufficient to meet demand.)

Please indicate the change in your operating budget from Fiscal 2003 to Fiscal 2004
Unchanged  ❒ Increased ______________ Decreased _____________

❒ Technical Staff Vacancies
Number of vacant positions ______________

❒ Physician Staff Vacancies
Number of vacant positions ______________

❒ Equipment Shortage - Please indicate additional units required
Bone densitometer # of units ____________
Gamma Camera – planar ________________ # of units ______________
Gamma Camera — SPECT ________________ # of units ______________
PET Camaera ______________________ # of units ______________

❒ Unable to access radiopharmaceutical
FDG ❒

Other — Please list ______________________________________________
______________________________________________
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Except for a few limitations (multiple myeloma and histi-
ocytosis X), radionuclide bone scanning is the primary
imaging examination used to detect bone metastases. It is
more sensitive than plain radiography and offers the
advantage of providing a survey of the entire skeleton.
(ACR Appropriateness 9, RCR Grade B) When the preva-
lence of metastases is low (e.g. Stage I Breast Cancer) bone
scanning is not indicated.15

Bone scanning may also be used to assess for the effec-
tiveness of treatment and are helpful to determine when
radionuclide therapy for palliation may be indicated.16

As bone scintigraphy is used to support staging for dis-
eases in which the time from referral to instigation of ther-
apy occurs in 2 to 10 weeks8, bone scintigraphy for the
assessment of cancer patients should be available in 7 days
for urgent cases and 30 days routinely.

Appendix C: Bone Scanning — whole body survey for metastases

Table C–1: Procedure: bone scan – whole body survey

Province Mean Range Mean Range

Newfoundland 71 35–105

Nova Scotia 2 1–13 13 7–20

New Brunswick 1 1 10 10

PEI 5 5 73 73

Québec 18 1–270 68 1–660

Ontario 2 1–8 10 1–42

Manitoba 2 1–6 10 2–14

Saskatchewan 6 1–15 15 10–20

Alberta 2 1–5 7 1–14

British Columbia 3 1–17 13 2–35

Urgent wait times (days) Routine wait times (days)

Not available on urgent basis

Recommended wait times; Emergency: 1 day;  Urgent: 7 days; 
Routine: 30 days
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Canadian patients lack access to this technology, which is
not only one that potentially can improve the care
patients with cancer, but which has been shown to be a
cost effective technique.17-19 There are a number of
provincial initiatives addressing this issue. Quebec,
Alberta, New Brunswick, British Columbia, Nova Scotia
and Manitoba have allotted limited funding to allow for
the clinical use of the technology. Ontario has intro-
duced the technology by funding 5 clinical trials assess-
ing the technology in lung cancer, breast cancer, colorec-
tal cancer, and head and neck cancer. 

The Canadian situation has been compounded by
the decision of the Biologics and Genetic Therapies
Directorate of Health Canada to impose the full regula-
tory burden upon the assessment of positron emitting
radiopharmaceuticals. FDG-PET has been safely intro-
duced into clinical practice in most regulatory jurisdic-

tions and in those jurisdictions regulatory authorities
have typically ameliorated the regulatory framework to
facilitate this introduction — for example the FDA in
the United States.20 This amelioration has in part been
granted in the knowledge that PET radiopharmaceuticals
are safe. The radiopharmaceutical is administered typi-
cally in nano or pico molar quantities, and one prospec-
tive safety study of more than 80,000 patients failed to
show any adverse events.21

Clinical PET has been approved and funded in
almost all countries in the European Union, in
Australia and in the United States. Table D-1 is a sum-
mary of those countries in which FDG PET has been
approved, and Table D-2 the indications for which it
has been approved in Australia, the European Union
and the United States.22-29

The Royal College of Radiologists states FDG PET is

Appendix D: 18F FDG PET

Table D-1: International Regulatory Status of 18F-FDG

Country Approval status
Product specific 

information
Approved clinical 

indications
Argentina Approved Yes

Australia Approved Yes Yes

Austria Approved (EU) Yes Yes

Belgium Approved (EU/National) Yes Yes

Czech Republic Approved Yes

Denmark Approved (EU/National) Yes Yes

Finland Approved (EU) Yes Yes

France Approved (EU/National) Yes Yes

Germany Approved (EU/National) Yes Yes

Greece Approved (EU) Yes Yes

Ireland Approved (EU) Yes

Italy Approved (EU/National) Yes Yes

Japan Approved

Luxembourg Approved (EU) Yes Yes

Netherlands Approved (EU/National) Yes Yes

Portugal Approved (EU/National) Yes Yes

Spain Approved (EU/National) Yes Yes

Switzerland Approved

Taiwan Approved

Turkey Approved

United Kingdom Approved (EU/National) Yes Yes

United States Approved Yes Yes
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indicated for evaluation of suspected local recurrence in
patients with colorectal cancer and assessment prior to
resection of liver metastases (Evidence level A), and for
1) detection of recurrent head & neck cancer; 2) staging
of lung cancer; 3) staging esophageal cancer; 4) detection
of recurrent or persistent testicular cancer when tumour
markers are elevated; 5) staging of lymphoma (Evidence
Level B). Several additional indications are listed as indi-
cated with evidence rated at Level C: 1) Staging of ovarian
and cervical cancer; and 2) identification of extent of
tumour from an unknown primary.16

The ACR assigns an appropriateness level of 6 to FDG
PET for the evaluation of patients with a solitary pul-
monary nodule and for the staging of patients with non-
small cell lung cancer.30 Many other ACR documents relat-
ing to the management of cancer have not been reviewed
since 1999, and their classification of FDG PET is experi-
mental is no longer relevant. 

In 2004 the Department of Nuclear Medicine at
Hamilton Health Sciences working with The Disease Site
Teams at the associated Juravinski Cancer Centre
defined acceptable waiting times for FDG-PET
imaging. These times ranged for 2 to 4 weeks
(Appendix A). In the absence of other published
data, those times have been used in this document.

Table D-2: Indications for clinical use of 18F-FDG

Indication
United 
States

European 
Union Australia

Brain E

Breast S,R,M

Colorectal D,S,R E,M S,R

Head and Neck D,S,R, A

Lung C,D,S,R D,A,E E,S

Lymphoma D,S,R A,D

Melanoma D,S,R A E

Thyroid R

Cervix S

Esophagus D,S,R S

Ovary E

Stomach S

Myocardial Viability D D D

A = assessment E = evaluation R = re-staging
C = characterization M = monitoring
D = diagnosis S = staging

Table D-3: Procedure: FDG-PET

Province Mean Range Mean Range
Newfoundland

Nova Scotia

New Brunswick

PEI

Québec 14 14 28 40

Ontario 6 1–14 21 7–42

Manitoba

Saskatchewan

Alberta 2 2 12 12

British Columbia 1 1 3 3

Not available

Not available Not available

Not available Not available

Recommended wait times: Emergency: 1 day; Urgent: 7 days; 
Scheduled: 30 days

Not available Not available

Urgent wait times 
(working days)

Routine wait times 
(working days)

Not available Not available

Not available Not available

Not available
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Exercise or pharmacological stress MPI (SPECT or PET)
for accepted clinical indications: recommended wait times
should be Emergency within 1 day; Urgent within 3
days; and Scheduled 10 working days.

The accepted clinical indications are noted below:

Acute coronary syndromes

The ACC/AHA/ASNC3 joint guidelines for the clinical
use of cardiac radionuclide imaging have made the follow-
ing recommendations for the use of myocardial perfusion
imaging in the setting of acute coronary syndromes:
1. Assessment of myocardial risk with rest SPECT MPI

in possible acute coronary syndrome (ACS) patients
with nondiagnostic ECG and initial serum markers
and enzymes, Class I, Level A; 

2. Diagnosis of CAD in possible ACS patients with chest
pain with nondiagnostic ECG and negative serum
markers and enzymes or normal resting scan, Class I,
Level B; 

3. Assessment of myocardial risk with pharmacologic
stress SPECT MPI following acute STEMI treated
with thrombolytics without catheterization, Class I,
Level B; 

4. Assessment of myocardial risk after NSTEMI or UA in
patients who do not undergo catheterization, Class I,
Level A; 

5. Assessment of myocardial risk after NSTEMI or UA
following catheterization when the hemodynamic sig-
nificance of a lesion is uncertain, Class 1, Level A.

The committees considered all of the above indica-
tions as Emergent or Urgent for identifying those
patients who would benefit most by further invasive
procedures, specifically percutaneous angioplasty with
stent placement, or coronary artery bypass surgery dur-
ing their index hospitalization.

Coronary disease risk assessment and
prognosis

The guidelines indicate the use of SPECT MPI as a Class I
(ACC/AHA/ASNC and CCS) recommendation for the
diagnosis of coronary artery disease or assessment of risk
and prognosis in patients with an intermediate clinical
probability of CAD, in the following circumstances:
1. Exercise SPECT MPI to identify extent, severity and

location of ischemia in patients who do not have
LBBB or paced rhythm but do have a baseline ECG

abnormality which interferes with the interpretation of
exercise-induced ST segment changes, Class I, Level B;

2. Adenosine (dipyridamole) MPI SPECT in patients
with LBBB or paced rhythm, or those who are unable
to exercise, Class I, Level B;

3. Exercise or adenosine (dipyridamole) MPI SPECT, as
appropriate, to assess the functional significance of
intermediate (25 to 75%) coronary lesions, Class I,
Level B;

4. Exercise or adenosine (dipyridamole) MPI SPECT, as
appropriate, in patients with an intermediate Duke
treadmill score, Class I, Level B;

5. Exercise or adenosine (dipyridamole) MPI SPECT, as
appropriate, in patients whose symptoms have changed
to redefine the risk for cardiac event, Class I, Level C.

MPI can also be performed using PET imaging with
13N ammonia or 82Rubidium. PET is not as widely avail-
able as SPECT but ACC/AHA/ASNC and CCS guidelines
both indicate the use of adenosine or dipyridamole MPI
with PET for the in patients with an intermediate clinical
probability of CAD as follows:
1. For diagnosis or risk stratification in patients whom an

appropriately indicated MPI SPECT study has been
found to be equivocal , Class I, Level B

2. For diagnosis or risk stratification in patients with
LBBB or paced rhythm, Class IIa
(ACC/AHA/ASNC); Class I (CCS), Level B.

In these circumstances of defining risk and prognosis
of appropriate wait times are more difficult to define.
However, there is evidence to support the use of a strate-
gy whereby SPECT MPI is used to define the need for
cardiac catheterization.3,6 It seems reasonable, therefore
to set wait times within those defined for cardiac
catheterization by groups such as the Cardiac Care
Network of Ontario.31 This methodology would result in
recommended wait time of, Emergency within 1 day,
Urgent within 3 days, and, Routine 10 working days for
the above indications.

Risk stratification before non-cardiac
surgery

Finally, the guidelines indicate the use of SPECT MPI as a
Class I recommendation for risk stratification before non-
cardiac surgery, when the surgery is non-emergent, and
when cardiac revascularization might be indicated:
1. Initial diagnosis of CAD in patients with an interme-

Appendix E: Tomographic Myocardial Perfusion Imaging 
(SPECT MPI) (Exercise & Pharmacological Stress)
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diate pretest probability of disease and
abnormal baseline ECG or inability to
exercise, Level B;

2. Prognostic assessment of patients under-
going initial evaluation for suspected or
proven CAD with abnormal baseline
ECG or inability to exercise, Level B;

3. Evaluation of patients following a change
in clinical status (e.g. ACS) with abnor-
mal baseline ECG or inability to exercise,
Level B;

4. Initial diagnosis of CAD in patients with
LBBB and an intermediate pretest proba-
bility of disease when used with vasodila-
tor stress, Level B;

5. Prognostic assessment of patients with
LBBB undergoing initial evaluation for
suspected or proven CAD when used
with vasodilator stress, Level B;

6. Assessment of patients with intermediate or
minor clinical risk predictors and poor
functional capacity (less than 4 METS) who
require high-risk noncardiac surgery, when
used with pharmacologic stress, Level C;

7. Assessment of patients with intermediate
clinical risk predictors, abnormal baseline
ECGs, and moderate or excellent func-
tional capacity (greater than 4 METS
who require high-risk noncardiac surgery,
when used in conjunction with exercise
stress, Level C.

In these circumstances the appropriate
wait time would be dictated by the usual
wait time for the high risk non cardiac
surgery. These wait times may range from
1 to 9 months5,9-11 and thus a minimum
wait time for MPI of 10 working days
within the specified timeframe would seem
acceptable.

Province Mean Range Mean Range

Newfoundland 120 75–180

Nova Scotia 12 1–56 29 7–56

New Brunswick 6 1–14 57 42–90

PEI 15 15 15 15

Québec 17 1–240 72 5–780

Ontario 5 0–28 19 2–110

Manitoba 14 2–56 158 84–252

Saskatchewan 8 5–10 91 10–222

Alberta 7 1–35 31 9–60

British Columbia 5 1–14 33 2–120

Table E–1: Procedure: myocardial perfusion imaging — exercise 
stress

Urgent wait times 
(working days)

Routine wait times 
(working days)

Not available on urgent 
basis

Recommended wait times: Emergency: 1 day; Urgent: 3 days; 
Routine: 10 days

Province Mean Range Mean Range

Newfoundland 146 75–200

Nova Scotia 4 1–7 28 7–56

New Brunswick 6 1–14 57 42–90

PEI 15 15 15 15

Québec 24 1–300 97 5–810

Ontario 5 1–28 20 1–63

Manitoba 6 2–14 172 126–252

Saskatchewan 10 10 25 10–40

Alberta 7 1–35 31 20–60

British Columbia 5 1–14 35 5–120

Urgent wait times 
(working days)

Routine wait times 
(working days)

Not available on urgent 
basis

Table E-2: Procedure: myocardial perfusion imaging — pharmacologic 
stress

Recommended wait times: Emergency: 1 day; Urgent: 3 days; 
Scheduled: 10 days
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Both rest-redistribution Thallium 201 imaging and 18F
FDG PET imaging (combined with either SPECT or PET
rest MPI) can be used to define ischemic myocardium
which has the potential for functional improvement if
revascularization is undertaken. PET techniques appear to

have greater accuracy.3,32 The randomized Canadian
PARR2 trial which has just concluded recruitment is
expected to provided a more definitive assessment of these
techniques in about two year’s time. Both techniques are
recommended as Class I investigations at Evidence Level B.

Myocardial viability assessment can
sometimes be urgent in critically ill patients
with heart failure. Studies should be com-
pleted in one working day for this group of
patients. Most cases of viability assessment
are semi-urgent or scheduled investigations.
However, information from previous
Canadian studies indicate that there is
increased mortality when revascularization
is delayed more than 5 weeks after viability
is defined.33 Therefore investigation and
prescription of a treatment plan needs to be
completed promptly. Imaging within 10
working days is recommended, considering
timing of subsequent revascularization, if
required.

Appendix F: Myocardial Viability (Thallium 201 and 18F FDG)

Table F-1: Procedure: myocardial viability — FDG

Province Mean Range Mean Range

Newfoundland

Nova Scotia

New Brunswick

PEI

Québec

Ontario 4 1–7 21 7–42

Manitoba

Saskatchewan

Alberta

British Columbia Not Available

Recommended wait times: Emergency: 1 day; Urgent: 3 days; 
Scheduled: 10 days

Not Available

Not Available

Not Available

Not Available

Urgent wait times 
(working days)

Routine wait times 
(working days)

Not Available

Not Available

Not Available

Not Available

Table F-2: Procedure: myocardial viability — Thallium-201

Province Mean Range Mean Range

Newfoundland 85 75–95

Nova Scotia 4 1–7 30 5–56

New Brunswick 3 1–3 16 2–42

PEI

Québec 4 1–7 20 1–100

Ontario 3 1–14 8 1–28

Manitoba 6 3–9 7 5–9

Saskatchewan 8 3–15 12 7–15

Alberta 5 1–7 20 5–60

British Columbia 6 1–10 15 9–30

Not available

Recommended wait times: Emergency: 1 day; Urgent: 3 days; 
Scheduled: 10 days

Urgent wait times 
(working days)

Routine wait times 
(working days)

Not available on urgent 
basis
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Based on the ACC/AHA/ASNC Guidelines
radionuclide angiography is recommended as a Class
I investigation in the following circumstances:
1. Measurement of baseline LV function following

NSTEMI or STEMI, Level B;
2. Initial assessment of LV and RV function at rest

in patients presenting with heart failure, Level A;
3. Baseline and serial assessment of LV function

during therapy with cardiotoxic drugs (e.g. dox-
orubicin), Level A;

4. Initial and serial assessment of RV and LV func-
tion in patients with valvular heart disease, Level
A.

Appropriate wait times are best defined by
Indication #1 for Urgent as assessment is usually
required prior to discharge. Baseline pre-
chemotherapy assessment would also be considered
urgent i.e. within 3 working days of the specified
timeframe required before instituting chemothera-
py regimens. Appropriate wait times are best defined by
indication #3 for Routine where assessment may be
required prior to the next scheduled therapy and should
be available within 10 days.

Appendix G: Radionuclide angiography

Table G-1: Procedure: radionuclide angiography

Province Mean Range Mean Range

Newfoundland 36 20–50

Nova Scotia 3 1–7 10 4–21

New Brunswick 3 1–7 15 1–30

PEI 20 20 20 20

Québec 8 1–120 21 1–180

Ontario 3 1–14 9 1–30

Manitoba 2 1–7 12 2–35

Saskatchewan 2 1–3 11 7–14

Alberta 2 1–7 8 2–21

British Columbia 3 1–14 12 2–28

Urgent wait times 
(working days)

Routine wait times 
(working days)

Not available on an urgent 
basis

Recommended wait times: Emergency: 1 day; Urgent: 3 days; 
Scheduled: 10 days
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The early detection and treatment of osteoporosis has the
potential to reduce the rate of insufficiency fractures, par-
ticularly in the female population. About 40% of white
women 50 years of age in Canada will have an osteoporotic
fracture during their remaining lifetime: 15.6% will experi-
ence a vertebral fracture, 16.0% a wrist fracture and 17.5%
a hip fracture.34

The Osteoporosis Society of Canada guidelines recom-
mend screening with DEXA for postmenopausal women
with 1 major and 2 minor clinical risk factors or those 65
years of age or older.35 In those women found to have a
bone density within 1 standard deviation (SD) of the mean
for young adults repeat assessment in 2 years is recom-
mended. For those with a BMD reduced below this level

the institution of therapy and a repeat assessment in
1 to 2 years is recommended. To implement these
recommendations sufficient access to DEXA is
required. The ACR Appropriateness Criteria assign a
rating of 9 to DEXA under these circumstances.36

The Royal College of Radiologists recommends
DEXA as indicated in the assessment of metabolic
bone disease at evidence level A.

As osteoporosis is a slowly evolving condition
rapid access to the technology is not required. A wait
time target of 3 months or 60 working days is
likely appropriate. It is necessary to monitor whether
wait times are stable, indicating he presence of ade-
quate resources, growing (inadequate resources) or
falling (excess resources). As Canada’s population
continues to age, continued monitoring of wait
times will be required to allocate resources to this
area appropriately.

Appendix H: Bone mineral density (DEXA)

Table H-1: Procedure: bone density

Province Mean Range Mean Range
Newfoundland 101 40–195

Nova Scotia 57 3–147

New Brunswick 141 14–300

PEI 425 425

Québec 37 14–60

Ontario 23 1–180

Manitoba 252 252

Saskatchewan 323 304–342

Alberta 8 1–42

British Columbia 18 3–42

Urgent wait times 
(working days)

Routine wait times 
(working days)

Recommended wait times: Emergency or urgent: not applicable; Scheduled: 
30 days
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Definitions

Different definitions used to measure actual patient wait-
ing times include mean, median, mode, minimum and
maximum. In theory a benchmark could be set for each of
these measures. Mean, median and mode waiting time
benchmarks would ignore the fact that many patients may
wait significantly longer than these times, while the overall
group may well meet the benchmark as most wait distribu-
tions are right skewed. Moreover one must also consider
that benchmarks will be applied at the individual patient
level (how long should this particular patient wait) albeit
overall monitoring of adherence to the benchmark will
consider larger patient groups.

Some have advanced the concept of “ideal wait time” as
the basis of benchmarking. Most individuals waiting for
service of any kind would probably state that an ideal wait
time would be immediate service, making it difficult to
operationalize a definition of what constitutes an ideal wait.
The concept of maximum acceptable wait time is easier to
define at least in theory. It implies that some important
deleterious effect (emotional, economic, quality of life, etc.)
is incurred or that the risk of such an event occurring is sub-
stantially increased beyond the acceptable wait time. For
example, while it is ideal to establish blood flow immediate-
ly to someone with an anoxic brain, the maximum accept-
able time to do so is about two minutes before brain cell
death and irreversible damage ensues. After consideration of
the issues and the benchmark definitions used in most other
jurisdictions around the world, the committee decided to
recommend using maximum acceptable wait time
(MAWT) for benchmarking purposes. MAWT benchmarks
should be based on the best available evidence and be con-
stantly updated as new information becomes available.

General approach

The committee reviewed how other jurisdictions had han-
dled the issue of benchmarking considering that there are
many different procedures that could potentially be bench-
marked and that patients waiting for treatment within a
given condition category might vary dramatically in terms
of treatment urgency. Some jurisdictions have taken the

approach of drawing up separate benchmarks for individ-
ual diagnostic or operative procedures (see Saskatchewan in
appendix I) while others have considered priority ratings
that can be applied to any patient irrespective of the diag-
nosis or procedure. After careful review, the committee felt
that the former approach is flawed in the sense that not all
patients within a diagnostic (or procedural) category
require intervention with equal urgency so that a priority
rating tool is still required. Thus the committee has recom-
mended adoption of a wait time benchmark based on pri-
ority rating categories. Additional ranking of the patients
within a priority category was also considered. 

Benchmarks for maximum acceptable
waiting time

The committee focused the discussion as follows:
1. Only scheduled procedures were considered at this

time. Urgent and emergent conditions were deferred
for future study. Scheduled patients are those that
are generally not admitted immediately after consul-
tation (i.e. those that are discharged home but may
be scheduled for surgery). Although some acute frac-
tures and soft tissue injuries (locked knee) are dis-
charged home and scheduled in upcoming OR time,
we excluded all acute fractures and soft tissue injuries
from consideration as scheduled procedures at this
time.

2. The MAWT from referral to consultation (wait for con-
sultation) was considered separately from the wait after
decision for surgery date to surgery (wait for surgery).

Wait for consultation

Efficiency gains through better patient
filtering
In many communities orthopaedic surgeons see many
patients who are not ready for surgery for a variety of rea-
sons. The committee emphasized the merits of filtering
patients before referral to an orthopaedic surgeon’s office for
maximum efficiency. The Alberta efforts were discussed,
whereby patients will be evaluated at regional centres for a
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variety of conditions to optimize non-surgical care and to
then refer for surgery when appropriate. Alternatives
include better primary care provider education on the man-
agement of orthopaedic conditions and the proper place of
surgical referral. While more orthopaedic education is clear-
ly required in medical student training, this will not lead to
changes for some years to come, and the concept of regional
centres was considered a preferred option.

Efficiency and patient satisfaction gains
through surgeon extenders
When a pre-screened patient is referred for surgery much
routine work could be undertaken by a physician assistant
(PA) or surgeon extender (for example: review of systems,
allergies, medications & preoperative education). Evidence
in the US indicates that patient satisfaction with PAs is
high and that their presence in the clinical setting improves
surgeon productivity. 

MAWT for consultation

The committee recommends that no patient referred to an
orthopaedic surgeon should be asked to wait longer than 3
months under any circumstances. This recommendation is
based on policies in other jurisdictions and the consensus
of the committee. 

Wait for surgery (following mutual decision
to operate after consultation)

MAWT for surgery

The committee recommends that no patient be asked to wait
longer than 6 months after the mutual patient/surgeon deci-
sion is made to operate. The patient’s actual MAWT for sur-
gery is determined by that patient’s priority rating (see
below). This recommendation is based on policies in other
jurisdictions and the consensus of the committee.

Priority rating

After reviewing the available tools used in other jurisdic-
tions, the committee decided to recommend adopting a
priority rating scheme similar to one used in Australia.
There the priority rating is assigned at the time of surgical
booking and becomes part of the patient record.

Priority 1: A situation that has the potential to deterio-
rate quickly and result in an emergency
admission should be operated within a
MAWT of 1 month.

Priority 2: A situation which involves some pain and dis-
ability but which is unlikely to deteriorate
quickly to the point of becoming an emer-
gency admission should be operated within a
MAWT of 3 months.

Priority 3: A situation that involves minimal pain, dys-
function or disability and which is unlikely to
deteriorate quickly to the point of requiring
emergency admission should be operated
within a MAWT of 6 months.

Western Canada Waiting List Project MAWT

In February 2005, the Western Canada Waiting List
Project (WCWL) released the Final Report, Moving
Forward, outlining MAWT benchmarks for hip and knee
replacement surgery. Utilizing three clinically relevant lev-
els of urgency ranging from least urgent (Urgency 1) to
most urgent (Urgency 3), the report proposes the following
maximum acceptable waiting times:

The WCWL urgency levels are based their prior work
developing and validating a priority screening tool. These
represent clinically distinct and relevant patient popula-
tions (see Appendix II)

These benchmarks are primarily based on clinical,
patient and public input. Orthopaedic surgeons reviewed
standardized patient cases developed using the WCWL pri-
ority criteria and determined maximum acceptable waiting
times. Patients scored with the priority criteria also recom-
mended a maximum acceptable waiting time based on
cases like theirs. Members of the public may not hold the
clinical or patient experience to make direct MAWT judge-
ments. As a result, the WCWL report used an indirect
methodology in which members of the public would
choose among different clinical scenarios taken from the
priority criteria. Analysis of these responses determined the
public MAWTs. Patient and surgeon responses were consis-
tent while the public MAWT were longer. The following
table outlines the clinical, patient and public inputs for
MAWTs (from the WCWL 2005 Final Report, Moving
Forward):

Relative patient ranking

Within each priority category, the most urgent patients
should ideally receive surgery before less urgent patients,

Urgency III (most urgent) 1 month

Urgency II 3 months

Urgency I (least urgent) 5 months
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Clinical Patient Public

Urgency III (most) 1 month 1 month 7 months

Urgency II 3.25 months 2 months 21.75 months

Urgency I  (least) 6.5 months 3 months 36.75 months



taking into account various patient, social and disease relat-
ed factors.

The committee reviewed a number of existing priority
and disease severity rating tools and made the following
points:
1. Prioritization tools are mainly required when arranging

patients for surgery within a long queue. If all patients
meet their priority specific benchmark, the need for
severity rating and prioritization within that category
becomes much less acute.

2. Simple universal priority rating tools are preferred. It
would be cumbersome to utilize a different tool for
each condition.

3. An ideal tool would have high inter and intra-rater
consistency and minimize “gaming”.
Among the tools reviewed were the WOMAC and

WCWL. The WOMAC may be collected for all total hip
and total knee replacement patients as a preoperative sever-
ity rating tool and may be used to monitor the effectiveness
of treatment after surgery. 

The Western Canada Waiting List Project (WCWL)
has developed a priority screening tool for prioritizing
patients waiting for hip and knee arthroplasty (see
appendix II). While continued validation of the tool is
ongoing, existing data support the tool as a measure of
physician-rated urgency. In its February 2005 report, the
WCWL further adapted this tool for primary health care
to prioritize referrals to orthopaedic surgeons based on
urgency.

Longer-term the committee recognises the need to
develop and validate priority screening tools for
orthopaedic procedures beyond TJA. Tools that are con-
dition specific would require considerable effort for a sur-
geon with a varied practice casemix. In the future, as wait
times become shorter, relative priority ranking may
become less and less important.

Adherence to benchmarks

There is little value in setting benchmarks unless policy
and resources are put into place to ensure compliance. To
monitor the effectiveness of such policy it is imperative
that actual wait times be periodically measured. It is antici-
pated that over time the number of persons exceeding the
MAWT will be brought down eventually to zero. Specific
policy targets should be set in this regard (i.e. bring the
percentage exceeding MAWT down by 50% next year). 

Collection of waiting tme Ddata

Although supporting the collection and public disclosure
of wait time information, the committee realizes that such
an endeavour is significantly resource intensive and the

Canadian Orthopaedic Association lacks the necessary
resources to accomplish this task on its own.

The joint registries that are supported in part by the
COA are potential vehicles for national monitoring of care
provided to total hip and total knee replacement patients
but this leaves many other procedures un-monitored and at
risk of suffering at the expense of programs designed to
improve access to care for hip and knee replacement
patients. Potentially, cooperation with federal & provincial
ministries and agencies would best accomplish data collec-
tion objectives

The committee encourages authorities to implement the
requisite resources for wait time data collection. Additional
information that will need to be collected as part of the
medical record includes the date of patient referral, surgical
booking (decision date) and priority ranking at the time of
booking. Ensuring compliance in the collection of this data
across the country might be challenging. Requiring this data
at the time of submitting a surgical booking is one possible
measure to ensure complete data collection.

Public disclosure of wait times

Overview
Public access to information regarding wait times is of
interest to patients, providers and policy makers. Regional
information regarding wait times and adherence to MAWT
benchmarks would provide the public with a sense of the
magnitude of the problem of access to orthopaedic care in
general as well as highlighting potential regional disparities.
This information could then be used to lobby policy mak-
ers for the necessary resources to address the problem. The
availability of surgeon specific data would provide patients
and referring doctors with the necessary information to
make an informed choice regarding which surgeon to
approach with a referral. 

The committee supports the concept of public access
to information regarding regional and individual surgeon
wait times for consultation and for surgery. This informa-
tion needs to be accurate and updated on a timely basis.
Surgeon specific data could be released in the form of
mean or median wait times or as the percentage of patients
waiting longer than the MAWT. There may be some sensi-
tivities around the publication of mean wait times for sur-
geons with excessively long or short queues and the dissem-
ination of information regarding percentage of patients
exceeding the MAWT may be more acceptable to surgeons
while still providing useful information to the public. 

Patient choice
The committee considered that a patient may choose to
wait for surgery with a given surgeon, even if that surgeon
has a large percentage of patients who receive care in excess
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of the MAWT. Provided that alternative providers in the
region are available to the patient, and that the regional
wait times are within the benchmark, the patient would be
able to avail themselves of timely care, but would retain the
ability to choose the provider of their choice.

Resource allocation
Ideally resources would be allocated to regions where the
benchmarks are not being met. To achieve this while main-
taining equity and fairness may be difficult. As noted
above, the committee felt strongly that patient choice must
be preserved. As such, patients may choose to stay in long
queues providing they are made aware of how they might
access care more quickly. It would be impossible to pre-
serve equity if additional resources were made available
specifically to those providers with a long queue at the
expense of the other providers in the region. Moreover
such a system might be gamed by booking patients onto
the wait list early in the disease process if it meant that
more resources would be allocated to that surgeon. While
the committee discussed these issues at length no clear
implementation plan for resource allocation to regions below
the MAWT benchmark was finalized.

Which wait times should be monitored?

There is considerable danger that as attention and
resources are allocated to one condition, the wait time for
other procedures may be adversely affected. While it would
be ideal to monitor the wait times for each conceivable spe-
cific condition, it may be more useful to monitor adher-
ence to benchmarks by considering common and effective
procedures from various subspecialties rather than individ-
ual operations, at least in the initial phase of monitoring.
Such procedures might be termed “sentinel” procedures. 
We considered that sentinel procedures should possess the
following attributes:
a. Apply to an important condition that is proven to ben-

efit from orthopaedic treatment (surgery). 
b. Apply to a relatively common condition that represents

an important proportion of services or cost to
orthopaedics as a whole or to the subspecialty area in
question.

c. Are measurable and routinely collected so that the
number of individuals are treated inside and outside of
the MAWT benchmark can be tracked over time (i.e.
in CIHI or other billing / administrative databases).
The committee produced a list of potential sentinel

procedures to track based on the above criteria and pro-
posed that these be circulated to the membership for con-
sideration and possible modification. In drawing up the list
we reviewed the top 50 procedures in Ontario by cost and
by frequency of service.

List of procedures:

1. Upper extremity: instability surgery
2. Lower extremity: hip & knee replacement
3. Spine: lumbar disectomy
4. Pediatrics: scoliosis, clubfoot, DDH 
5. Sports med: ligament repair
6. Foot & ankle: Forefoot reconstruction including

bunions
7. Non-acute trauma related: nonunions, malunions

Legal issues

If payors, hospital administrators, providers and patients
agree on a specific time limit for treating a specific condi-
tion, it follows that pressure can be brought to bear on
payors and administrators to provide the necessary operat-
ing room and support resources to ensure that the time-
lines can be realized. Moreover, if a system of monitoring
wait times is in place, the effect of policy initiatives can be
evaluated over time to ensure that resources are made avail-
able in a cost effective manner.

There is always concern that guidelines will be used to
litigate or punish those who failed to provide treatment
according to the guideline. What if a surgeon did not oper-
ate on a patient within the suggested time limit despite hav-
ing sufficient resources available? Is he or she liable for any
adverse consequences the patient may have suffered?
Historically, guidelines have not been successfully used to
prosecute providers. While this is a theoretical concern, it is
much more likely that benchmarks will be used to the bene-
fit of our patients than to the detriment of care providers.
We must also be careful to advise users of the guidelines
that each circumstance must be individualized to some
degree and that the benchmark is simply a guideline.

The committee has obtained legal opinions that have
been forwarded to the COA executive for review. 

Literature review

Apart from the literature concerning emergent conditions
(such as compartment syndrome, ischemia, etc.), there has
been little data published regarding the effect of delay to
treatment for orthopaedic conditions other that TJR sur-
gery.

Evidence from the literature indicates that timely
access to TJR is advantageous both clinically and eco-
nomically.

Early TJR surgery is associated with better functional
outcomes. Fortin et al. (2002) followed a group of 165
THR/TKR surgery patients in Boston and Montreal
assessing pain and function using the WOMAC and SF-36
at baseline, six months and two years.

Improvements in pain and function at two years were
similar to those observed at six months. In addition,
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patients with worse WOMAC and SF-36 scores at baseline
had comparatively worse function six months and two
years after surgery. They conclude that early surgical inter-
vention in the course of functional decline is warranted.
An earlier study by Fortin et al. (1999) also indicated that
THR/TKR patients with better function before surgery
had better function six months post-surgery.

Holtzman et al. (2002) investigating hip arthroplasty
(using Medicare administrative data in Minneapolis) echoed
Fortin et al’s findings. They measured activity level, pain,
ability to walk and ability to perform Instrumental
Activities of Daily Living (IADLs). In all cases, patients
with worse pre-operative status were more likely to be worse
off one year post-surgery. They conclude that patients who
are more likely to benefit from total hip arthroplasty are
those with graver pre-operative status. Still, superior pre-
operative status is associated with better outcomes. 

Also in a 2002 study, Hajat et al. concur that measures
of pain and function are worse one year later among
patients with worse scores prior to THR. And patients who
waited more than twelve months for consultation with a
surgeon or for the actual surgery suffered significantly worse
measures of pain and function twelve months post-THR.

Health status declines while waiting for surgery. Killi et
al. (2003) indicate that Harrison hip scores declined signif-
icantly with time on the waiting list for THR The median
wait for surgery in the study is 330 days. They conclude
that patients requiring total hip replacement deteriorate
while on the waiting list. Waiting times should be as short
as possible to reduce unnecessary suffering. Mahon et al.
(2002) conclude that clinically important losses in
HRQOL and mobility occur in patients waiting more than
6 months for THA.

It is well known that patient lose knee range of motion
as their arthritis worsens. It is also known that the ROM
achieved by TKR is primarily determined by the pre-opera-
tive ROM. Hence, a long wait for TKR is likely to leave
patients with less ROM than they might have had if their
surgery had not been delayed.

Saleh et al (1997) carried out an economic analysis to
determine whether there were economic advantages to per-
forming THA early rather than having patients wait. They
conclude that there is the potential for substantial savings
in resources as a result of timely surgery. 
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-guarantee on the national level for visits in primary care (non-urgent patients 
should get a visit within 7 days)
-referral to a specialist should not take more than 90 days

-plans to introduce a waiting time guarantee of three months for all elective 
treatment
- a maximum waiting time of six months for first specialist assessment

- all patients with a level of need which can be met within the resources (funding) 
available are provided with surgery within six months of assessment (decision to 
treat)
- at present there are no maximum waiting time guarantees
- discussions about such initiatives for the future
- There is no waiting time guarantee in Ireland
- A 2001 government strategy document outlined these goals:
-By the end of 2002—12 month wait
-By the end of 2003—6 month wait
-By the end of 2004—3 month wait
-maximum waiting time guarantee in Spain set by each regional health service

-maximum waiting time is set to six months except for cardiac surgery

- public patient requiring elective surgery is assigned to an elective surgery 
category
-Category 1: Admission within 30 days desirable for a condition that has the 
potential to deteriorate quickly to the point that it may become an emergency.

-Category 2: Admission within 90 days desirable for a condition causing some 
pain, dysfunction or disability but which is not likely to deteriorate quickly or 
become an emergency
-Category 3: Admission at some time in the future acceptable for a condition 
causing minimal or no pain, dysfunction or disability, which is unlikely to 
deteriorate quickly and which does not have the potential to become an 
emergency
-Achieve a maximum wait of four months (17 weeks) for an outpatient 
appointment and reduce the number of >13-week outpatient waits by March 
2004, as progress towards achieving a maximum wait of three months for an 
outpatient appointment by December 2005

-Achieve a maximum wait of nine months for all inpatient waits and reduce the 
number of six-month inpatient waits by 40 per cent by March 2004, as progress 
towards achieving a maximum six-month wait for inpatients by December 2005 
and a three-month maximum wait by 2008. This will ensure an overall reduction 
in the total list size and reduction of at least 80 per cent by March 2005 in the 
number of over six month inpatient waits from the March 2004 baseline

- In all other inpatient and day case treatment, including orthopaedic treatment, 
the current maximum waiting time for 2004-05 was 18 months, but on 30th June 
2004 the Minister announced that the 2nd Offer Scheme will be extended to 
support a maximum length of wait of 12 months by the end of March 2005

Elective
-1 week: locked knee, malignant bone tumour, secondary placement of fracture, 
implant failure (fracture& infection), some cases of peripheral nerve injury

-2 weeks: acute tear of major tendon or meniscus in active patient athletes, recent 
acute lumbar disc protrusion with paralysis, paresis or severe pain, some cases of 
implant failure and peripheral nerve injury

-6 weeks: selected joint replacement (polyarthritis, bilateral disease, revision or 
when indicated by concomitant disease, recurrent dislocation of total joint, 
subacute implant infection, congenital dislocation of the hip, routine spinal disk 
herniation, rotator cuff repair, knee arthroscopy

-3 months: club foot correction, anterior cruciate reconstruction, shoulder 
acromioplasty, selected joint replacements, selected spinal fusion

-6 months: all elective surgery

Appendix I: International comparison: Maximum acceptable waiting times

Saskatchewan

United Kingdom

Australia

Spain

Ireland

Finland

New Zealand

Sweden
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Western Canada Waiting List Project Hip and Knee
Replacement Panel, Edmonton, Alta.

INTRODUCTION: The Western Canada Waiting List
Project (WCWL), a federally funded partnership of 19
organizations, was created to develop tools for managing
waiting lists. The WCWL panel on hip and knee replace-
ment surgery was 1 of 5 panels constituted under this proj-
ect. METHODS: The panel developed and tested a collec-
tion of standardized clinical criteria for setting priorities
among patients awaiting hip and knee replacement. The cri-
teria were applied to 405 patients in 4 provinces. Regression
analysis was used to determine the set of criteria weights that
collectively best predicted clinicians’ overall urgency ratings.
Inter-rater and test-retest reliability was assessed from

6 videotaped patient interviews, scored by orthopedic sur-
geons, related professionals and general practitioners.
RESULTS: The priority criteria accounted for over two-
thirds of the observed variance in overall urgency ratings
(adjusted R2 = 0.676). The panel modified the criteria and
weights based on the empirical findings and on clinical
judgement. The reliability of the priority criteria for the hip
and knee replacement tool was among the strongest of the 5
instruments developed in the WCWL project. CONCLU-
SIONS: The panel considered the criteria easy to use and
reasonably reflective of expert surgical judgement regarding
clinical urgency for hip and knee replacement. Further
development and testing of the tool appears warranted.

Additional information may be obtained by consulting
the Western Canada Waiting List Project Web site:
www.wcwl.ca

Appendix II: Developing priority criteria for hip 
and knee replacement: results from the Western Canada Waiting List Project

Can J Surg 2003;46(4):290-6

Arnett G, Hadorn DC, and the Steering Committee of the Western Canada Waiting List Project

Reprinted with permission from the CMA Media Inc.
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Definition of radiation therapy waiting

By: Manpower and Standards of Care in Radiation
Oncology Committee, September 2000

1. The interval between the date of the initial referral to
radiation oncology and the date of the radiation oncolo-
gy consultation reflects the waiting time for radiation
oncology consultation, and this should not exceed 10
working days.

2. For routine single modality treatments, the interval
between the radiation therapy requisition date OR the
radiation oncology consultation date, whichever is later,
and the first day of therapy reflects the waiting for radia-
tion therapy.

3. For multi-modality treatments, the interval between
the target RT start date and the first day of therapy
reflects the waiting for radiation therapy. 

4. The waiting for radiation therapy should not exceed
10 working days.

5. As a quality indicator, radiation centres can report at
regular intervals the number OR percentage of patients
who have waited more than 10 working days for radia-
tion oncology consultation or for radiation therapy.

F. Wong, MD
Chair, Manpower and Standards of Care in Radiation
Oncology Committee
Presented/Accepted CARO Board of Directors, Sept. 21, 2000
Presented/Accepted CARO Members, Sept. 22, 2000

Canadian Association of Radiation
Oncologists
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Introduction

The Wait Time Alliance is a working group of the
Canadian Medical Association and six national specialty
societies that are most directly affected by the federal gov-
ernment’s recent announcement to allocate $5.5 billion to
shorten waiting times in designated areas. The Canadian
Ophthalmological Society (COS) is pleased to be a mem-
ber of the Alliance and to have the opportunity to com-
ment on the allocation of additional resources aimed at
reducing waiting times for sight restoration procedures.
The COS has chosen to focus its comments on waiting
times for cataract surgery since this is the area that affects
the greatest number of Canadians and has the greatest
number of patients waiting for sight restoration surgery.

Methodology

As part of its role in the Alliance the COS created a wait
time subcommittee to review the available literature and
make a recommendation about medically acceptable wait-
ing time for cataract surgery. This committee contained
representatives from all regions of the country and had sev-
eral members who had previously been involved in studies
looking at cataract waiting time such as the Western
Canada Wait List Project (WCWLP). The committee
relied heavily on an extensive literature review on this issue
which had previously been undertaken by the WCWLP.
This committee’s report was then reviewed by the COS
Council on Provincial Affairs, a committee made up of the
chairs of the provincial ophthalmological associations. The
document was then further modified and approved by the
COS board of directors.

Benchmarks

The Canadian Ophthalmological Society advocates that 16
weeks represents a reasonable medically acceptable wait
time for visually significant cataract surgery. Ideally 90% of
surgeries would be done within this benchmark time. It is
felt that higher priority cases should have expedited surgery
with the shortening of the waiting time to be proportional
to the relative degree of priority. Since the COS made this
recommendation the Institute for Clinical Evaluative
Sciences (ICES) has come out recommending 16 weeks as

an appropriate wait benchmark for cataract surgery
(www.ices.on.ca/file/Chp4_v5.pdf ). This 16 week bench-
mark is only looking at the time from when the patient
and surgeon agreed to proceed with surgery until the day it
is done. It does not include the time the patient had to
wait from their referral by their primary care physician or
optometrist until their saw the ophthalmologist. Although
data is not available for all part of the country in the
regions where data is available there is a significant gap
between the proposed benchmark and current wait-times.
In Saskatchewan and PEI less than 25% of patients receive
their surgery within 16 weeks. In Manitoba 45% and in
Ontario 50% receive their surgery within 16 weeks. There
is also enormous regional variation within provinces so that
in Alberta, for example, waiting times between surgeons
can very from only a few weeks to as long as 18 months. 

Other procedures for benchmarking

In Ophthalmology there are significant waiting time prob-
lems for other medical problems besides cataract surgery.
Age-related macular degeneration (AMD) is the leading
cause of severe and irreversible vision loss in patients over
the age of 50 years in many Western countries. For the
majority of patients with this condition there are limited
treatments available and they experience slow progressive
loss of central vision. However, in approximately 10% with
so-called “wet” AMD new fragile blood vessels form
beneath the damaged retina that are prone to rupture
resulted in sudden catastrophic visual loss. Administration
of a photo sensitizer followed by laser treatment has been
shown to seal these fragile vessels and significantly reduce
loss of vision. Currently this treatment is not funded by all
provinces. Furthermore, in some provinces where it is
funded, the lengthy delays for fluorescein angiography (the
diagnostic test needed to confirm the presence of these
abnormal vessels) is so great (e.g. 5 months in Manitoba)
that many patients permanently loose vision while waiting
for the diagnosis to be confirmed. Sometimes lack of man-
power makes it difficult to provide consultations for
patients with acute vision loss in a timely fashion. While
new technologies could expedite screening they are not
being funded in all provinces. 

Another problem area is in the provision of pediatric
ophthalmology services. In most provinces there is a signifi-

Canadian Ophthalmological 
Society
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cant shortage of pediatric ophthalmologists. It is recognized
that children with eyes turned in optimally should have sur-
gical correction by the age of one. Because of shortages of
pediatric ophthalmologists and operating room time this is
frequently not done in a timely fashion resulting in some
loss of vision. Similarly, because of the long waits for initial
office consultation visits (e.g. 9 months in Manitoba), some
children with crossed eyes because of unrecognized cataracts
are losing vision because of the long delays. Screening for
retinopathy of prematurity is a major problem in some
provinces.

Implementation issues

i) Health human resources issues
In the long-term our biggest health human resources issue
will be the need for more ophthalmologists. This is because
the aging demographic shift for society, the aging demo-
graphic shift for ophthalmologists, and the reduction
almost in half of the number of ophthalmologists trained
per year in Canada over the last twenty years when added
together lead to projections that the ratio of ophthalmolo-
gists to population will drop in half over the next 20 years
(www.eyesite.ca/english/romanow.html). There has been a
small increase in the number of training positions national-
ly in the last year but it is still not enough to prevent this
future crisis. In the short term several provinces indicate
that the lack of sufficient dedicated ophthalmic OR nurses
or technicians is the limiting factor determining the num-
ber of cataract surgeries that can be performed. Shortages
of anesthesiologists have led to cancellation of surgical
slates in some areas. 

ii) Infrastructure
This is not a major problem in most provinces at this time
for cataract surgery. Manitoba needs an additional dedicat-
ed operating room and PEI is looking forward to the devel-
opment of ambulatory care center which will meet their
needs. In some regions there is a shortage of operating
room time for pediatric ophthalmology and retinal surgery. 

iii) Organizational structures
Improved efficiencies in use of operating rooms could
allow more cases to be done in some settings. Dedicated
ophthalmic surgery rooms along with dedicated oph-
thalmic nurses/ technicians result in optimal efficiencies.

iv) Family physicians
Family physicians play an important role in identifying
their patients who have medical conditions requiring oph-
thalmic assessment. Family physicians currently participate
in cataract surgery by performing a preoperative exam to
ensure that their patient is fit for the procedure. They also

modify medications such as anticoagulants when needed.
There is no other specific role envisioned that they could
play that would enhance the delivery of cataract surgery.

v) Surgical guidelines
BC has provincial guidelines for cataract surgery
(www.healthservices.gov.bc.ca/msp/protoguides/gps
/cat.pdf ) while nationally most ophthalmologists follow
the American Academy of Ophthalmology guidelines. The
AAO guidelines (www.aao.org/education/library
/ppp/loader.cfm?url=/commonspot/security/getfile.cfm&
PageID=1247) are generally endorsed but don’t set a specif-
ic threshold for surgical intervention but rather indicated
that surgery is appropriate when the cataract it is causing
significant functional impairment for the patient. 

vi) Utilization issues
The COS does not have any perception that there is exces-
sive or inappropriate cataract surgery occurring in Canada
currently. However, some demand for surgery is motivated
by the potential loss of a driver’s license. The COS has rec-
ommended new vision standards for driving in Canada,
which, if implemented would reduce this type of demand.
There is limited data to suggest that ultraviolet exposure
promotes the development of cataracts so that encouraging
people to wear sunglasses when they are out in sunlight
may have a tiny impact on the volume of cataract surgery.
Demand is more likely to increases because of projected
demographic changes in the population. 

vii) Other implementation issues
• There are several prioritization processes that are used

for cataract surgery in the world. The two that have
been in place in Canada for several years are the
Misericordia Cataract Wait List Program (CMAJ 2001;
164:1177-80) and the cataract prioritization system
from the Western Canada Wait List Project
(www.wcwl.ca/media/pdf/library/prioritization
_tools.5.pdf ). Other models are being developed in
other provinces. At this point we see no need for a pri-
oritization tool that will prioritize across specialties.

• Maintaining a centralized waiting list using a prioriti-
zation tool will assist in managing waiting times. At
this point in time there is no support for pooling of
waiting lists within ophthalmology.

• It is difficult to predict how long it will take to have
90% of the population receive care within our pro-
posed benchmark if we were provided the financial
resources because of the limited data available nation-
ally. In Manitoba, assuming the rate of submission of
booking forms for cataract surgery remains the same,
with the addition of the extra operating time that has
been requested from the federal–provincial transfer
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funds directed to waiting times it is projected that it
will take 5 years for 90% of the population to receive
their surgery within the 16 week benchmark.

• It is not possible to project the cost nationally for
achieving the benchmark because of data limitations at
this time. The cost per case is currently approximately
$750 for the hospital plus the surgeon’s fee, biometry
costs (ultrasound and/or other measurements to deter-
mine the required power for the artificial lens
implant), the anesthetist’s fee, and the cost of the pre-
operative examination by the family physician and any
lab tests that are mandated by the province prior to
surgery.

• Diagnostic imaging is not necessary for cataract sur-
gery and so does not need to be integrated in the plan-
ning to meet the benchmark.

Monitoring the progress

• The first step towards monitoring the achievement of
the benchmarks will be the implementation of
provincial centralized waiting list systems. Data col-
lection from the centralized lists will enable monitor-
ing of progress. If the benchmarks are not met it will
be up to the provincial section of ophthalmology to

work with both levels of government to try to deter-
mine the obstacles that have prevented achieving the
benchmarks and overcome them. We do not have any
concerns about liability related to striving to achieve
the benchmarks. Benchmarks should be reviewed
every 5 years for currency.

• We do believe that attention to meeting the proposed
benchmarks will come at the expense of reducing
access to other procedures. This is why we feel that it is
so important to increase the number of ophthalmolo-
gists in the country, not just have those practicing
spending more time on cataract surgery. We also feel
that efforts to achieve the benchmarks should be
implemented gradually to minimize their disruptive
impact on care for other ophthalmic conditions.
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Executive summary

The Alliance for Timely Access (the Alliance) consists of
the Canadian Medical Association (the CMA) and medical
specialty societies representing the five priority areas identi-
fied by Canada’s First Ministers to improve access to health
services. The Alliance has undertaken to establish pan-
Canadian wait times, drawing upon appropriate evidence
and clinical expertise to establish reasonable benchmarks.

As a member of the Alliance, the Canadian
Cardiovascular Society (CCS) was asked to develop wait-
time benchmarks for key cardiac services and procedures.
In response to that request, the CCS Access to Care
Working Group established seven subgroups to develop
wait-time benchmarks and urgency categories for the full
continuum of adult cardiovascular services and proce-
dures. This report is a consolidation of the final reports
prepared by each of the subgroups. The individual sub-
group reports will be made available on the CCS Web site
(www.ccs.ca).

The CCS believes that wait lists are an acceptable, and
in fact an essential, component of an efficient publicly-
funded health care system, but unmanaged wait lists that
do not reflect patient need could well be its death knell.
The Canadian healthcare system desperately needs national
standards and an effective approach to managing wait lists
to ensure timely access to care. 

Wait lists must be patient focused and based upon
measurable encounters with the health system. Ideally, the
wait time would be calculated from the onset of symptoms
to treatment and rehabilitation. However, in cardiovascular
medicine, there is no reliable way to identify the onset of
symptoms from health records. Therefore, the measurable
wait time begins at the point of first medical contact (e.g.,
visit to general practitioner or specialist, visit to an emer-
gency room, hospital admission). 

The wait time must incorporate access to the specialist,
as well as access to the appropriate investigation, invasive
or non-invasive. The wait time must include access to
definitive treatments such as surgery and percutaneous

interventions. Cardiovascular queues must also include
newer diagnostic procedures such as electrophysiology test-
ing, newer interventions such as radiofrequency ablation,
and access to lifesaving pacemakers and implantable defib-
rillators. Recognizing that cardiovascular disease is a chron-
ic disease, wait times must include access to chronic disease
management programs such as heart failure clinics or reha-
bilitation and risk factor modification programs. 

Prioritization must be need-based, with urgency of
access based upon objective criteria aimed at minimizing
potential morbidity and mortality on the wait list.

Scope of this report
This report focuses on timely access to cardiovascular servic-
es and procedures through the entire continuum of care
from consultation and diagnosis to therapeutic procedures to
rehabilitation. This approach is consistent with the patient’s
overall experience, reflecting the entire wait period for the
patient from the onset of symptoms to treatment and to
rehabilitation.

There are many different types of cardiovascular dis-
ease, including, for example:
• Coronary artery disease, when one or more of the

coronary arteries are blocked, 
• Valvular disease, when one or more of the valves of the

heart are not working properly, 
• Chronic heart failure, when the heart is unable to

pump a sufficient amount of blood to meet the
demands of the body, 

• Arrhythmias, when there is a disturbance in the regular
rhythm (too slow or too fast) of the heartbeat,

• Congenital heart disease, and
• Diseases of the myocardium, pericardium and great

vessels.
Wait-time benchmarks are required for all diagnostic

and therapeutic procedures required to treat the range of
cardiac diseases. Therefore, the procedures covered in this
report include cardiac catheterization, nuclear imaging,
electrophysiology (EP)* studies, percutaneous coronary

Wait-time benchmarks for cardiovascular
services and procedures

Submitted to the Canadian Wait Time Alliance
Submitted by the CCS Access to Care Working Group

Final report
July 27, 2005
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interventions (PCI), coronary artery bypass graft (CABG)
surgery, valve surgeries, implantation of pacemakers and
implantable cardioverter defibrillators (ICDs), and percuta-
neous ablations.

Methodology
The CCS Access to Care Working Group established sub-
groups to develop wait-time benchmarks in seven areas of
care. Each subgroup had between six and eight physicians
representing various disciplines from across Canada. 

To the degree possible, each of the subgroups used the
following methodology:
• Identified and recruited appropriate specialists to partici-

pate in the subgroup, ensuring representation from the
relevant medical subspecialties and respecting Canada’s
geography.

• Conducted a literature review on wait times and access
to care.

• Conducted a review (if relevant) of existing clinical
practice guidelines and wait time and access to care
standards.

• Surveyed Canadian centres regarding current wait
times.

• Developed and documented a consensus opinion on
appropriate wait times.

• Established a secondary review panel (typically a
Canadian stakeholder association) to provide addition-
al input on the proposed pan-Canadian wait times.
Where little relevant literature was available, the sub-

groups ensured that the consensus-building process
involved a broad and comprehensive stakeholder group.
Forty-nine physicians and related healthcare experts partic-
ipated as working members within the subgroups to build
an initial consensus on wait-time benchmarks. Each sub-
group developed a draft report documenting its research,
analysis, consensus process and proposed wait time bench-

marks. The subgroup’s draft reports were
provided to a total of six national societies
and associations and individual specialists
for a secondary review. 

How the benchmarks should be
interpreted
These benchmarks are not standards and
are not to be interpreted as a line beyond
which a healthcare provider or funder has
acted with negligence. These benchmarks
have been derived by medical experts —
cardiovascular specialist physicians —
who, using the best evidence available,
have determined acceptable wait times
from a patient-advocate perspective. These
benchmarks do not reflect current con-
straints on the capacity required to meet
these benchmarks.

If current wait times were acceptable
from the perspective of patients and pol-
icy makers, the development of wait-
time benchmarks for these services and
procedures would not be a health care
priority today. The physicians who con-
tributed to this document believe that
these benchmarks represent a goal
towards which we should all be striving
to improve access to care and public con-
fidence in our wait list management for
cardiovascular services.

Wait-time benchmarks
In Table 1, we present a summary of the
wait-time benchmarks as proposed by the
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Emergent Urgent
Semi-
urgent Non-urgent

Immediate to 
24 hours 1 week 4 weeks 6 weeks

1 working day 3 working days 2 weeks

After STEMI*
Immediate to 

24 hours 3 days 7 days N/A

after NSTEACS†
Immediate to 

48 hours 3 days 7 days N/A
Stable angina N/A N/A N/A 6 weeks
Stable valvular heart 
disease N/A N/A 14 days 6 weeks

After STEMI* Immediate Immediate Immediate N/A
After NSTEACS† Immediate Immediate Immediate N/A
Stable angina N/A 7 days 4 weeks 6 weeks

After STEMI*
Immediate to 

24 hours 7 days 14 days N/A

After NSTEACS†
Immediate to 

48 hours 14 days 14 days 6 weeks
Immediate to 

24 hours 14 days 6 weeks
Immediate to 

24 hours 14 days 4 weeks 6 weeks

30 days 90 days

Pacemaker Immediate to 3 days 14 days 30 days 6 weeks

14 days 3 months

ICD‡ Immediate to 3 days 8 weeks
Immediate§ 7 days 30 days

* ST segment elevation myocardial infarction.
† Non-ST segment elevation acute coronary syndrome.
‡ Implantable cardioverter defibrillator.

Cardiac Rehabilitation

Table 1:  Proposed upper limit for wait-time benchmarks for cardiovascular services 
and procedures by urgency category

§ Some patients are identified by the family or referring physician as being extremely depressed and possibly 
suicidal. Such patients should be managed by emergency or acute care psychiatry.

Heart Failure services
Electrophysiology:

Referral to electrophysiologist

EP testing and Catheter Ablation

Diagnostic catheterization (cath)

Percutaneous coronary intervention (PCI):

Coronary Artery Bypass Graft surgery (CABG):

Valvular Cardiac Surgery

Indication

Upper limit of wait-time benchmarks

Initial specialist consultation

Cardiac nuclear imaging



subgroups. The wait time shown in the table is the longest
benchmark within a particular category. The reader is
referred to the body of this report and the individual sub-
group reports for a description of the urgency categories
and a more detailed breakdown of wait times by indica-
tion. 

In summary, the CCS feels that no person should have
to wait longer than:
• Six weeks for an initial consultation with a

cardiologist,
• Fourteen days for diagnostic cardiac nuclear imaging,
• Six weeks for a diagnostic catheterization (when the

condition is stable), percutaneous coronary interven-
tion (PCI) for stable conditions, coronary artery bypass
graft (CABG) surgery for non-emergent cases, valvular
cardiac surgery, pacemaker implant, or heart failure
services,

• Twelve weeks for referral to an electrophysiologist,
electrophysiologic testing or catheter ablation, and

• Thirty days to begin cardiac rehabilitation.
For the most part, the wait times were developed based

only on medical evidence, the potential psychological
impact on patients and clinical best practice. Limitations to
achieving these benchmarks have not been explicitly incor-
porated into our proposed wait-time benchmarks.
Therefore, these benchmarks are felt to be patient based and
do not reflect current resource availability.

These wait times are intended as initial guidelines.
They are not intended as to be punitive to
individuals or processes that lack resources
to perform within them. They should be
considered as a first step in establishing
pan-Canadian standards, based on existing
evidence and consensus opinion. As a next
step, these benchmarks should be validat-
ed through a broader consultation process
with clinicians and patients.

1.0 Introduction

The Alliance for Timely Access (Alliance)
consists of the Canadian Medical
Association (CMA) and medical specialty
societies representing the five priority
areas identified by Canada’s First Ministers
to improve access to health services. The
Alliance has undertaken to establish pan-
Canadian wait times, drawing upon
appropriate evidence and clinical expertise
to establish reasonable benchmarks.

As a member of the Alliance, the
Canadian Cardiovascular Society (CCS)
was asked to develop wait-time bench-

marks for key cardiac services and procedures. In response
to that request, the CCS Access to Care Working Group
established seven subgroups to develop wait-time bench-
marks and urgency categories for the full continuum of
adult cardiovascular services and procedures. This report is
a consolidation of the final reports prepared by each of the
subgroups. The individual subgroup reports will be made
available on the CCS Web site (www.ccs.ca). 

With the recent Supreme Court of Canada decision sug-
gesting Canadians have a right to timely access to care with-
in a publicly funded system or other options, this process has
taken on even more meaning. The CCS believes that wait
lists are an acceptable component of an efficient publicly-
funded health care system, but unmanaged wait lists that do
not reflect patient need could well be its death knell. The
Canadian healthcare system desperately needs national stan-
dards for access to care and an effective approach to manag-
ing wait lists to ensure timely access to care.

While the First Ministers Agreement (A 10-Year Plan
to Strengthen Health Care) identifies five initial areas of
focus, we believe that this process can be the genesis of a
broader policy approach to measuring, managing and
monitoring Canadians’ access to a range of health services.

1.1 Importance of managing the entire
continuum of care
The report focuses on timely access to cardiovascular ser-
vices and procedures through the entire continuum of care
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P E R IOD 2

Figure 1: Patient’s waiting periods from onset of symptoms to rehabilitation

Onset of
symptoms
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admission

General 
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testing
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Non-invasive 
testing

Secondary prevention 
and rehabilitation

PERIOD 3
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PERIOD 5
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PERIOD 2

PERIOD 1



from consultation and diagnosis to therapeutic procedures
to rehabilitation. This approach is consistent with the
patient’s overall experience, reflecting the entire wait period
for the patient from the onset of symptoms to treatment
and to rehabilitation.

The patient’s journey from the initial onset of cardiac
symptoms to rehabilitation is shown graphically in Figure 1.
As shown in the figure, there are five major time intervals
between the various access points to care and services. Each of
these intervals is often made up of smaller waits. For example,
the family physician may refer a patient to a cardiologist, but
only after receiving test results. Any delay in receiving these
tests extends the overall waiting period for the patient. 

Although there has been much focus on access to ther-
apeutic procedures (e.g., surgery), the CCS strongly
believes that every access point on this continuum of
care must have a wait-time benchmark for the following
reasons:
• Procedural wait times measure only one of the five

waiting periods identified in the figure. The patient’s
experience is much longer than this single time inter-
val. Often, the wait for a procedure is one of the
shortest waits.

• Further, the typical measure for access to procedures is
from the date the procedure is booked (i.e., the deci-
sion-to-treat date), and not necessarily the date of the
first consultation with the subspecialist. The procedure
may be delayed pending the results of other tests (e.g.,
cardiac catheterization, electrophysiology study).

• Some patients will be referred to more than one spe-
cialist. For example, for some cardiac arrhythmias, the
patient will first see a family physician, then a cardiolo-
gist, who may then refer the patient to an electrophysi-
ologist (i.e., a cardiologist who has further subspecial-
ized in electrophysiology). The wait times to see each
physician are additive.

• Any delay along the continuum can result in the
patient’s condition becoming more urgent while wait-
ing. As a result, once the need for a procedure is finally
identified, the remaining available wait time may be
significantly shorter than it would have been with an
earlier diagnosis. 

• In extreme cases, the patient may short circuit the sys-
tem by presenting at an emergency department. This
tendency creates a reactive response to the patient’s
condition and can add an unnecessary burden to an
already overtaxed emergency system.

• Figure 1 is meant to be representative of the process,
but cannot represent all scenarios. For example, some
patients may enter rehabilitation programs on referral
from their family physician or prior to any definitive
therapeutic procedure.

1.2 Importance of a programmatic or
patient centred approach
There are many different types of cardiovascular disease,
including, for example:
• Coronary artery disease, when one or more of the

coronary arteries are blocked, 
• Valvular disease, when one or more of the valves of the

heart are not working properly, 
• Chronic heart failure, when the heart is unable to

pump a sufficient amount of blood to meet the
demands of the body,

• Arrhythmia, when there is a disturbance in the regular
rhythm (too slow or too fast) of the heartbeat,

• Congenital heart disease, and
• Diseases of the myocardium, pericardium and great

vessels.
The urgency of these indications varies significantly;

some that can be treated with life style changes or medica-
tion, while others are life-threatening and require emer-

gency diagnosis and treatment. 
Although cardiac surgery has

received much attention over the past
ten years or so, many cardiac indica-
tions do not require surgery, but do
require other diagnostic and therapeu-
tic procedures. The focus on cardiac
surgery, while extremely important,
must be expanded to these other pro-
cedures. Indeed, as shown in Table 2,
for every CABG surgery performed,
225 electrocardiograms are performed. 

The table also shows that, based on
current indications, some services and
procedures (e.g., implantable cardiovert-
er defibrillators and rehabilitation serv-
ices) are provided to only a small pro-
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Table 2: Cardiovascular procedures, volumes and rates for 100,000 population, Canada

No. of 
services 
provided

No. of 
patients 
indicated

No per 
100,000 

adult 
population Comment

Electrocardiogram 5,017,200 15,999 2002/03 data1

Cardiac catheterization 131,277 419 2002/03 data*

Coronary angioplasty 44,946 143 2002/03 data*

CABG 22,167 71 2002/03 data*

Insertion of pacemaker 27,427 87 2002/03 data*

ICDs (actual) 2,300 74 2003/04 CCS estimate

ICDs (indicated) 92,000 296 2003/04 CCS estimate

Heart failure 500,000 1,610 2005/06 CCS estimate

Rehabilitation 750,000 2,415 2005/06 CCS estimate

*Some patients are identified by the family or referring physician as being extremely depressed and possibly suicidal. 
Such patients should be managed by emergency or acute care psychiatry.



portion of the population for whom the services are clinical-
ly indicated. Effectively managing a wait list for a particular
cardiovascular service or procedure will cause increased
demands elsewhere which also must be managed. For exam-
ple, more pacemakers and defibrillators will require more
pacemaker and device clinic visits, more noninvasive cardiac
testing and more heart failure clinic visits.

Given the breadth of cardiovascular medicine, the
huge current and forecasted future demands in our aging
population, wait-time benchmarks are required for all diag-
nostic and therapeutic procedures. Therefore, the proce-
dures covered in this report include cardiac catheterization,
nuclear imaging, electrophysiology (EP) studies, percuta-
neous coronary interventions (PCI), coronary artery bypass
graft (CABG) surgeries, valve surgeries, implantation of
pacemakers and implantable cardioverter defibrillators
(ICDs), and percutaneous ablations.

1.3 How the benchmarks should be
interpreted
These benchmarks are not standards and are not to be
interpreted as a line beyond which a healthcare provider or
funder has acted with negligence. These benchmarks have
been derived by medical experts — cardiovascular specialist
physicians — who, using the best evidence available, have
determined acceptable wait times from a patient-advocate
perspective. These benchmarks do not reflect current con-
straints on the capacity required to meet these benchmarks.

If current wait times were acceptable from the per-
spective of patients and policy makers, the development
of wait-time benchmarks for these services and proce-
dures would not be a healthcare priority today. The
physicians who contributed to this document believe
that these benchmarks represent a goal towards which we
should all be striving to improve access to care and pub-
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Table 3: Wait-time benchmarks for hospital-based referral and expedited consultation

Indication Priority categories Benchmark
Comment on 
benchmark

Known or suspected STEMI or 
NSTEMI
Rest pain consistent with 
ischemia

Arrhythmias Hemodynamically significant 
Heart Failure New onset Class III or IV
Endocarditis Known or suspected
Cardiac tamponade
Aortic dissection
Pulmonary embolism Suspected or known but 

untreated 
Emergent assessment for 
non-cardiac surgery 
Embolism With suspected cardiac 

source
Post-cardiac 
transplantation

With suspected rejection

Syncope With prior myocardial 
infarction or significant left 
ventricular dysfunction or 
aortic stenosis

Prosthetic valve 
dysfunction

Suspected with hemodynamic 
compromise

Hypertensive crisis

Atrial fibrillation Initial onset without 
associated chest pain and 
without hemodynamic 
compromise.

Within 1 week.  If time 
of onset is clear, 
assessment and 

possible cardioversion 
is ideally performed 

within 48 hours.

Supra-ventricular 
tachycardia

Symptomatic or hemodynamic 
instability

Within 1 week

Ventricular tachycardia Asymptomatic Within 1 week
Angina Crescendo or initial onset 

without rest pain
Within 1 week Rapid assessment chest 

pain clinic is helpful. 

Syncope With structural heart disease, 
family history of sudden death 
and Wolff Parkinson White 
Syndrome or other ECG 
evidence for possible cause

Within 1 week

Hospital-based referral and testing

Acute coronary 
syndromes

These indications would be 
best facilitated by hospital-
based evaluation and 
urgent referral.

Expedited consultation
These indications are best 
dealt with in the 
emergency department as 
this setting is needed for 
parenteral drug 
administration and 
electrical cardioversion

CHF New onset or known with 
deterioration (ischemic and 
non-ischemic heart disease)

Heart function clinics useful 
in this setting. Early 
echocardiography by 
primary care.

Within 1 week



lic confidence in our wait list management for cardiovas-
cular services.

2.0 Methodology

The CCS Access to Care Working Group established sub-
groups to develop wait-time benchmarks in seven areas of
care. Each subgroup had between six and eight physicians
and recognized health care experts in the related field, rep-
resenting various disciplines from across Canada. The
members of the Working Group are identified in
Appendix A. The membership of the seven subgroups is
shown in Appendix B.

To the degree possible, each of the subgroups used the
following methodology:
• Identified and recruited appropriate specialists to par-

ticipate in the subgroup, ensuring representation from
the affected medical subspecialties and respecting
Canada’s geography.

• Conducted a literature review on wait times and access
to care.

• Conducted a review (if relevant) of existing clinical
practice guidelines and wait time and access to care
standards.

• Surveyed Canadian centres regarding current wait
times.

• Developed and documented a consensus opinion on
appropriate wait times.

• Established a secondary review panel (typically a
Canadian stakeholder association) to provide addition-
al input on the proposed pan-Canadian wait times.
In some areas, an extensive literature review had been

undertaken recently, and the subgroup’s efforts were limit-
ed to updating that work. For many cardiovascular indica-
tions (e.g., revascularization, implantation of pacemakers
and ICDs, heart failure, rehabilitation), a sufficient body of
evidence exists to support the development of wait-time
benchmarks. For other areas, there was little or no relevant
published literature to guide deliberations. 

Where little relevant literature was available, the sub-
groups ensured that the consensus-building process
involved a broad and comprehensive stakeholder group.
Forty-nine physicians and related health care experts par-
ticipated as working members within the subgroups to
build an initial consensus on wait-time benchmarks. 

Each subgroup developed a draft report documenting
its research, analysis, consensus process and proposed
wait-time benchmarks. The subgroup’s draft reports were
provided to a total of six national societies and associa-
tions and individual specialists for a secondary review. See
Appendix C for a list of participating organizations and
specialists.

For the most part, the wait times were developed based

only on medical evidence, the potential psychological
impact on patients and clinical best practice. Limitations to
achieving these benchmarks have not been explicitly incor-
porated into our proposed wait-time benchmarks.
Therefore, these benchmarks are felt to be patient based
and do not reflect current resource availability.

These wait times are intended as guidelines, many of
which were developed by consensus and require validation.
They will require time to achieve what for many jurisdictions
will be ambitious targets. They are not intended to be puni-
tive to individuals or processes that lack resources to perform
within them. 

These benchmarks are intended to be applied only to
clinically-indicated procedures. For all services and proce-
dures, we have determined an urgency category to differ-
entiate the level of risk between clinical conditions. We
recognize that it is difficult for a patient to understand
that any cardiovascular service is not urgent. The category
labels used in this document are not intended to belittle
the importance of or need for any procedure. The labels
are simply used to distinguish between categories of more
or less risk. We feel strongly that the term “elective” is
pejorative and, as such, outdated in a patient-centered
model of care. The term non-urgent is used in place of the
older terminology.

The wait-time benchmarks contained in this report are
a first step in establishing pan-Canadian standards, based
on existing evidence and consensus opinion. As a next step,
these benchmarks should be validated through a broader
consultation process with clinicians and patients.

3.0 Wait-time benchmarks

In the following sections, we present wait-time benchmarks
for the following services and procedures:
• Diagnostic services and procedures, including:

- Specialist consultations and non-invasive testing, and
- Nuclear cardiology.

• Therapeutic services and procedures for the following
indications:
- Acute coronary syndrome (ACS),
- Coronary artery disease,
- Valvular disease,
- Heart failure, and
- Arrhythmia.

• Cardiac Rehabilitation.
These wait times are only one part of an effective wait-list
management system. We believe that the following prin-
ciples should guide the development and use of any wait
list system to ensure timely care for individual patients:
1. Triage categories must be determined based on the risk

of waiting to that individual patient, based on the best
available science.
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Table 4: Wait-time benchmarks for outpatient referral and non-invasive testing

Indication
Priority 

categories Benchmark Comment on benchmark

Indication-specific 
treatment-to-wait-time 

benchmark Non-invasive testing
ASA

Beta blockers

Lipid lowering medications
Nitrates

Atypical chest pain 6 weeks This limit may not always be 
appropriate in women for 
presenting symptoms of serious 
disease are frequently atypical.

Beta blockers
With aortic stenosis 2–4 weeks Depending upon level of 

symptoms
ACE inhibitors

With deterioration 1–2 weeks Depending upon clinical course Statins
Without 
deterioration

4 weeks ASA

Ischemic 4 weeks Common clinical problem 
effectively handled by many 
family physicians and internists.

Identify potentially pro-
arrhythmic medications
Identify and treat electrolyte 
disorders.
Examine for orthostasis.
Institute precautionary 
measures.
Examine for orthostatic 
hypotension and institute 
precautionary measures 
prior to consultation

Orthostatic 
hypotension

6 weeks

Anticoagulation (except age 
< 65 with no other stroke 
risks); if contraindicated, 
urgent telephone 
consultation needed.  

Ambulatory ECG only when diagnosis 
is suspected but not confirmed. 

Rate control with calcium 
channel blockers or beta 
blockers

Wait time –  within total 6 week 
consult period

Echocardiography – Evidence 
supporting routine pre-referral testing 
is weak.
Chest X-Ray
Echocardiography not routinely 
needed before consultation. 

Urgent surgery with 
known CAD or 
structural heart 
disease

Before optimal 
surgical date

E.g., cancer, unstable vascular 
disease, abdominal or 
orthopedic disease

Other 4 weeks Non-urgent non-cardiac surgery
Including 
documented 
episodic supra-
ventricular 
tachycardia

6 weeks In the absence of worrisome co-
morbidities (e.g., syncope or  
presyncope, LV dysfunction, 
family history of sudden death)

Other 6 weeks
Pre-pregnancy risk 
assessment

6 weeks

Pregnancy with 
known structural 
heart disease

2 weeks

Non-specific 
assessment 
requests

Referrals not 
motivated by 
symptoms or where 
length of wait is 
unlikely to add to 
patient risk or 
anxiety.

10 weeks These referrals are those 
motivated by the family history 
or other risk factor in absence of 
symptoms.

It is assumed that 
identifiable risk factors 
would be modified during 
the wait time.

*Known coronary artery or structural heart disease.

Palpitation Attempt symptom-rhythm correlation 
while waiting for referral and forward 
results when available.

Pregnancy-
related 
assessment

Management and family 
counselling before or during 
pregnancy in adults with 
congenital heart disease or 
significant valvular heart disease 
can be complex and is often 
best managed through 
multidisciplinary specialized 
clinics

Apart from ECG, not indicated prior 
to consultation

Routine testing is not indicated prior to 
consultation

6 weeksHeart murmurs First discovery 
(asymptomatic) or 
chronic and 

Committee opinions vary widely 
as nature and consequences of 
symptomatic episodes must be 
factored in.

Bacterial endocarditis 
prophylaxis for lesions 
prone to infection

Assessment for 
non-cardiac 
surgery*

Chest Pain Stable angina

ECG to be sent with consult.  Tests are 
often best left until after the first direct 
patient contact with the cardiologist.

Atrial Fibrillation Persistent or 
paroxysmal

6 weeks Urgent consultation needed with 
uncontrolled rates

Dizziness or 
syncope

Recurrent syncope Early phone call 
to consultant to 
develop plan

4 weeks Strongly-positive stress non-
invasive test usually requires 
more urgent invasive testing.  
Wait time also depends upon 
professional and psycho-social 
factors.  

Wait time should include the 
performance of non-invasive tests.  
Exercise or pharmacological imaging 
study should be considered in the 
presence of exercise limitations, 
resting ECG abnormalities or other 
confounding factors.

Class I or II Heart 
Failure

Valvular heart disease Echocardiography – With this 
indication, there is evidence to 
support routine ordering of 
echocardiography by primary care 
physicians.  This should be performed 
prior to consultation and within one 
week of ordering the test.Cardiomyopathy without deterioration in status

Non-ischemic 6 weeks



2. Once triaged to a specific category, a patient’s care
should be provided on a first-come first-served basis.
Discretionary queue reassignment should not occur.

3. Because most triaging systems rely heavily on patient-
reported symptoms, there must be ongoing treatment
and surveillance of patients on the waitlist and re-cate-
gorizing of those whose symptoms have changed.

4. The waitlist management system and current wait
times must be transparent and visible to both the med-
ical profession and the public. Both referring sources
and the patients should be informed if the preferred
specialist’s wait time is longer than waits for other
available specialists so they can make an informed deci-
sion regarding the choice of specialist.

5. The length of waiting times must be monitored so that
appropriate adjustments can be made in capacity.

6. To safely move patients from the “in-house” category
to “urgent outpatient”, there must be access to neces-
sary supporting infrastructure in the community. 

With the rapid development of cardiac magnetic resonance
(MR) and CT scanning, similar clarity on waiting times
(and indications) will soon be required for these new and
expensive diagnostic procedures.

Notwithstanding the above principles, it is important to
appreciate that efficient use of resources dictates that the week-
ly procedural mix of cases includes patients from all triage cat-
egories, not just the most ill or urgent. This is essential to
ensure that the system does not develop bottlenecks in inten-
sive care or long-term care facilities that might occur if only
very ill patients received services and procedures and to ensure
that patients waiting at home are moving up the queue.

3.1 Diagnostic services and procedures
Access to diagnostic services is vitally important to deter-
mine the nature and urgency of the patient’s condition.
Only after an initial assessment has been performed can the
physician determine what services are actually needed, and
how long the patient can comfortably wait. 

3.1.1 Access to specialist consults and non-inva-
sive tests
The initial diagnosis is typically made (or confirmed)
through consultation with a specialist (i.e., cardiologist or
general internist), with the support of non-invasive diagnos-
tic tests (e.g., echocardiograph, stress test). Many of these
tests can be ordered by either the general practitioner (GP)
or the specialist.

The subgroups took the perspective that appropriate
waiting times for diagnostic services and procedures are
linked to the speed with which the information provided
is required to plan or execute therapy. For example,
myocardial perfusion imaging (MPI) may be used to
determine which patients presenting with unstable coro-
nary syndromes should be advanced urgently for cardiac
catheterization. If urgent catheterization should be car-
ried out within eight days, then wait times for urgent
MPI must be shorter than eight days for the test to be
appropriately used. In each case we have selected the
shortest wait times among all indications as the wait-time
benchmark for procedures to provide best clinical care. 

The CCS subgroup identified three general urgency
levels for access to these services:
• Hospital-based referral and testing, where the indica-

tions would be best facilitated by hospital-based evalu-
ation and urgent referral. See Table 3 for a list of indi-
cations.

• Expedited consultation, including some indications
that are best dealt with in an emergency room setting.
See Table 3 for a list of indications and associated wait
times.

• Outpatient referral. See Table 4 (see page 76) for a list
of indications and associated wait times. 
The subgroup members felt that all expedited consulta-

tions should occur within one week of referral. A consensus
opinion emerged that six weeks should be the absolute limit
for referral waiting times for the lowest priority indications,
including performance of exercise treadmill testing, nuclear
imaging and echocardiography, as shown in Table 4.

3.1.2 Nuclear Imaging
Cardiovascular nuclear medicine or nuclear cardiology uses
agents labelled with radioisotopes that can be imaged with
cameras capable of detecting the gamma photons. These
include single photon emission computed tomography
(SPECT) and positron emission tomography (PET). In
contrast to most other forms of imaging, nuclear imaging
tests show the physiological or biological function of the
system being investigated rather than the anatomy. In car-
diology, nuclear imaging is most often used to examine
myocardial perfusion, ventricular function and/or viability.

The Canadian Association of Nuclear Medicine
(CANM) is also a member organization of the Alliance and
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Emergent Urgent Non-urgent

Myocardial perfusion – 
Exercise or 
pharmacologic - SPECT 
or PET

0 3 14

Myocardial Viability – 
FDG  or thallium

1 3 14

Radionuclide 
Angiography (RNA)

1 3 14

Note: 0 means within 24 hours of the referring physician’s recommended date 
of the test.

Table 5: Wait-time benchmarks for cardiac nuclear 
imaging, by indication, days



has submitted benchmarks for nuclear imaging. The CCS,
through one of its subgroups, reviewed the CANM’s docu-
ment and confirmed the wait times for nuclear cardiology. 

The CANM chose perfusion imaging and FDG imag-
ing as its benchmarks; therefore, these benchmarks were
also used for the CCS report. The wait times for cardiac
nuclear imaging are zero to one day for emergent cases, up
to three days for urgent cases, and up to 14 days for rou-
tine tests, as shown in Table 5.

In non-invasive cardiac imaging, appropriate waiting
times are linked to the speed with which the information
provided is required to plan or execute other diagnostic tests
including angiography and therapies such as PCI and CABG.
Wait times, therefore, may contrast with the wait times noted
in Radiological Sections for
Diagnostic Imaging.2 Wait times
for non-invasive cardiac imaging
must be viewed in the clinical
context in which the patient
presents. 

Urgent wait times apply in
all conditions where the
patient’s clinical status dictates
the need for diagnostic infor-
mation in order to make urgent
therapeutic decisions. For
example, in patients with acute
coronary syndromes in whom
nuclear imaging is indicated,3

testing is considered emergent
or urgent in order to identify
those patients who would bene-
fit most by further invasive pro-
cedures, PCI or CABG during
their index hospitalization.

In out-patients with stable
cardiac disease in whom nuclear
imaging is indicated3 for diag-
nosis or risk stratification, non-
urgent wait times are reason-
able. 

Myocardial viability assess-
ment (FDG or thallium imag-
ing) can also be emergent or
urgent in critically ill patients
with heart failure where deci-
sions need to be made rapidly as
to whether a revascularization
procedure is indicated. Most
cases of viability assessment are
semi-urgent or non-urgent
investigations. However, data
from previous Canadian studies

indicate that there is increased mortality when revasculariza-
tion is delayed more than five weeks after significant viability
is defined. Therefore, investigation and prescription of a
treatment plan needs to be completed promptly. Hence a
benchmark of within 14 days has been determined.

For ventricular function assessment with radionuclide
angiography (RNA), appropriate wait times are again best
defined by the clinical presentation. In the assessment of
pre-chemotherapy, assessment may also be considered
urgent (i.e., within three working days of the specified time-
frame), required before instituting chemotherapy regimens. 

Further discussion and details can be obtained in the
CANM submission to the Wait Time Alliance4 and the report
from the CCS Cardiac Nuclear Medicine subgroup report.5
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Table 6: Wait-time benchmarks for after STEMI, by indication

Target Benchmark Benchmark

Urgent indication for transfer/cath/PCI cath/PCI cath/PCI± CABG§

In candidates for primary* or rescue** PCI. < 90 minutes 90 minutes < 2 hours

% within benchmark 90% 90% 90%
In cardiogenic shock who are candidates for revascularization. < 90 minutes 12–18 hours < 2 hours

% within benchmark Varies¥ Varies 90%
In candidates for surgical repair of ventricular septal rupture or 
severe mitral regurgitation (MR). 

< 90 minutes 12-18 hours < 2 hours

% within benchmark Varies Varies 90%
In patients with persistent ischemic symptoms, hemodynamic 
and/or electrical instability.

< 90 minutes 12-18 hours <2 hours

% within benchmark Varies Varies 90%

In patients where there is objective evidence of recurrent 
myocardial infarction (MI). 

< 90 minutes 12 hours < 2 hours

% within benchmark Varies Varies 90%
In patients with moderate or severe spontaneous myocardial 
ischemia during recovery from STEMI.

< 24 hours < 24 hours <24 hours

% within benchmark 90% 90% 90%
In patients with provocable myocardial ischemia during recovery 
from STEMI.**

< 3 days 5 days < 7 days

% within benchmark 90% 90% 90%

In patients with LV ejection fraction (LVEF) ≤ .40
CHF, or serious ventricular arrhythmias.**

% within benchmark 90% 90% 90%

% within benchmark 90% 90% 90%
Non-urgent coronary angiography might be considered as part 
of an invasive strategy after fibrinolytic therapy particularly 
anterior MI or aborted or near aborted MI.+

< 3 days 5 days < 14 days

% within benchmark 90% 90% 90%

+ Aborted MI was defined as maximal CK ≤ 2x upper limit of normal combined with typical evolutionary ECG changes.  Near 
aborted MI is defined as maximal CK ≥ 2x upper limit of normal but elevation considered considerably less than expected 
given extent of ST elevation on presenting ECG.

** Rescue PCI implies use of angioplasty when there is evidence of reperfusion failure following fibrinolysis.

In patients who had clinical heart failure during the acute 
episode but subsequently demonstrated well preserved LV 
function.**

< 3 days 5 days < 7 days

< 3 days 5 days < 7 days

± Wait time for cath/PCI represents the timeframe in which the evidence suggests the intervention is felt to be beneficial.  
All evidence supports the best outcomes occur when the optimal targets are achieved.

§ Wait time for CABG is additional wait time after cardiac catheterization

* Primary PCI implies choice of angioplasty as reperfusion therapy in acute ST segment elevation myocardial infarction 
(STEMI). The target for primary PCI as preferred reperfusion strategy for AMI is 90% < 90 minutes.  When primary angioplasty 
cannot be reasonably made available within Wait time, then medical jurisdictions should employ every means possible to 
administer thrombolysis in as timely a manner as possible including in the prehospital setting.

¥ Target Time is dependent upon geographic availability of the service but should be minimized to achieve the target 
benchmark as closely as possible.



3.2 Therapeutic services and procedures
Once an initial diagnosis has been made regarding the
underlying cause of the patient’s cardiovascular symptoms,
the appropriate therapeutic procedure is recommended.
The diagnoses that have been examined as part of this work
include:
• Acute coronary syndrome (i.e., unstable angina or

heart attacks),
• Coronary artery disease (i.e., blockage of one or more

coronary arteries),
• Valvular disease,
• Heart failure, and
• Arrhythmias.

For each of these indications, we provide a short
description of the disease, the prescribed therapeutic proce-
dures, and the wait-time benchmarks. 

3.2.1 Acute coronary syndrome (ACS) — STEMI
Acute coronary syndromes (ACS), myocardial infarction
and unstable angina, are amongst the most common causes
of hospitalization. ACS is subdivided on the basis of initial
presenting ECG into ST elevation (STEMI) and non ST
segment elevation acute coronary syndromes (NSTEACS).
NSTEACS are further divided by presence of biochemical
markers of myocardial necrosis into unstable angina or, if
biomarker positive, non ST segment myocardial infarction
(NSTEMI).

Wait-time benchmarks for revascularization after
STEMI are shown in Table 6 and for after NSTEACS in

Table 7. In addition to the benchmarks, the table also
provides target wait times for cath and PCI. In this con-
text, the target wait times are the ideal times to achieve
optimal results. The benchmark wait-times in this table
represent acceptable times given external constraints
(e.g., geography).

3.2.2 NSTEACS (see table 8)

3.2.3 Coronary artery disease 
Coronary artery disease (CAD) is caused by the buildup
of cholesterol-containing plaques in the walls of the arter-
ies that supply the heart muscle (myocardium). Patients
do not generally experience symptoms until 70% or more
of the artery is obstructed. Ischemia occurs when the
amount of oxygen supplied to the myocardium is insuffi-
cient for optimal function, and any damage to the heart
muscle can be reversed when oxygen supply is again ade-
quate. Infarction (i.e., heart attack) occurs when the heart
muscle suffers irreversible damage from such a blockage
which usually has progressed to 100%.

The diagnosis of coronary artery disease is typically con-
firmed with a cardiac catheterization (cath). Depending on
the results of this invasive cardiac test, the patient may require
revascularization by either percutaneous coronary interven-
tion (PCI) or coronary artery bypass graft (CABG) surgery. 

Due to public perception that patients were waiting too
long for cardiac care (especially CABG), this area of cardiac
care has received a considerable amount of attention relative

to other indications. Most cardiac surger-
ies are CABG; the second most common
cardiac surgery is for valvular disease. In
some cardiac surgeries, the patient
requires both CABG and valve surgery
combined in one operation. 

Wait-time benchmarks for cardiac
catheterization and PCI are shown in
Table 8 and for CABG in Table 9.

3.2.4 Valvular heart disease
Valvular heart disease occurs when one
or more of the valves of the heart are
not working properly. Valves may not
open completely (stenosis). They may
close incompletely (insufficiency). For
example, the aortic valve can be affect-
ed by a range of diseases that cause it to
become leaky or stuck partially closed
(i.e., stenotic). Aortic valve replacement
currently requires open heart surgery.
Valve surgery is performed at the same
time as CABG if there are coexisting
blockages.
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Table 7: Wait-time Benchmarks for after NSTEACS, by indication

High risk
TIMI Risk Score 5-7, Or

Persistent or recurrent chest pain

Dynamic ECG changes with chest pain

CHF, hypotension, arrhythmias with C/P

Moderate or high (>5ng/ml) Troponin Rise

Intermediate risk
TIMI Risk Score 3-4, Or

NSTEMI with small troponin rise (>1<5ng/ml)

Worst ECG T wave inversion or flattening

Significant LV dysfunction (EF<40%)

Previous documented CAD, MI or CABG, PCI

Low risk
TIMI Risk Score 1-2, Or

Age < 65 years

No or minimum troponin rise (<1.0ng/ml)

No further Chest Pain

Inducible ischemia ≤ 7 MET’s workload

90% within 24-48 hours 90% within 24-48 hours

Wait-time benchmark

Risk category
For cardiac cath 

and PCI For CABG

90% within 6 weeks90% within 5-7 days

90% within 3-5 days 90% within 1-2 weeks



Wait-time benchmarks for valvular sur-
gery are shown in Table 10.

3.2.5  Heart failure (HF)
Chronic heart failure (CHF) is the inability of
the heart to pump a sufficient amount of
blood to meet the demands of the body. Heart
failure is categorized according to the side of
the heart (i.e., left versus right heart failure),
or whether the problem originates during con-
traction (systolic heart failure) or relaxation
(diastolic).

Chronic HF affects approximately 500,000 Canadians
with 50,000 new cases diagnosed per year. The prevalence
of HF increases with age such that 1% of Canadians over
age 65 and 4% of Canadians over age 70 have HF. In
Canada, HF is reaching epidemic proportions with an age-
adjusted mortality of 106/100,000, which is greater than
the combined age-adjusted mortality for AIDS and breast
cancer. 

Wait-time benchmarks for heart failure are shown in
Table 11. During the waiting period, it is critically impor-
tant that the clinical practice guidelines are adhered to.

3.2.6 Arrhythmias
A cardiac arrhythmia is a disturbance in the regular rhythm
of the heartbeat. There are two major classes of cardiac
arrhythmias:
• Bradycardia: This is a heart rhythm which beats too

slowly. Treatment may involve
the implant of a pacemaker. 

• Tachycardia: This is a heart
rhythm which is too fast.
Conditions range from the
entirely benign to the instantly
fatal. Treatment strategies
include pharmacotherapy,
radiofrequency ablation, and
implantable cardioverter defib-
rillator (ICD) implants.
An electrophysiology (EP) con-

sultation can be obtained for various
arrhythmia diagnoses or symptoms.
It can be prescribed from a general
practitioner, an internist, a cardiolo-
gist or cardiac surgeon. After the EP
assessment, additional tests can be
ordered to support a precise diagnosis
or to decide on the final treatment.
These special tests will have to be
performed according to the outpa-
tient waiting list for each test. At the
end, the cumulative waiting time is
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Table 8: Wait-time benchmarks for cardiac catheterization and PCI

Urgency category Cath PCI
STEMI

Primary PCI, Rescue PCI, Shock, Complications Immediate —18 hours Immediate
Recurrent ischemia 24 hours
Provocable ischemia/CHF 3 days

NSTEMI
High risk 24–48 hours Immediate
Intermediate risk 3–5 days
Low risk 5–7 days

Stable angina 6 weeks High risk — 1 week
Semi-urgent — 4 weeks

Others — 6 weeks
Stable valvular heart disease 6 weeks N/A

High risk (Critical AS) 2 weeks

Table 9: Wait-time benchmarks for CABG

 Urgency category Target Benchmark

Emergency (unrelenting cardiac compromise 
unresponsive to all therapy except surgery)

< 90 minutes < 4 hours

In house urgent (unable to be discharged due to 
need for intravenous nitroglycerine, heparin, or 
intra-aortic balloon pump (IABP))

1 day 7 days

Urgent outpatient 7 days 14 days

Non-urgent outpatient 6 weeks 6 weeks

Table 10: Wait-time benchmarks for valvular cardiac surgery

Urgency category Target Benchmark
Emergency (unrelenting cardiac compromise 
unresponsive to all therapy except surgery for 
valvular complications of endocarditis, aortic 
dissection, myocardial infarction and trauma)

< 4 hours < 1 day

Aortic Stenosis – critical with symptoms 14 days 14 days
Non-urgent Outpatient – all others 6 weeks 6 weeks

Table 11: Wait-time benchmarks for heart failure, by indication

Triage category Examples Standard Professional health care provider
Emergent <24 hours Heart failure specialist (HFS), Disease 

management program (DMP)

Acute severe myocarditis
Cardiogenic shock
Transplant evaluation — acutely unstable patient
First episode of Acute Pulmonary Edema
Acute cardiac valvular regurgitation

Urgent HFS, DMP, Cardiologist
New diagnosis of HF — unstable, decompensated< 1 week

Progressive Heart Failure < 2 weeks

Post MI heart failure < 2 weeks
New progression to AHA/ACC class D* < 2 weeks
Post hospitalization discharge heart failure < 2 weeks

Semi urgent < 4 weeks HFS, DMP, Cardiologist, Internist

AHA class C† 

New diagnosis of HF — stable, compensated

Non urgent GP, Internist, Cardiologist, DMP or HFS
Chronic HF management < 6 weeks
AHA class A‡  and B§ < 6 weeks

* AHA/ACC class D Patients with advanced structural heart disease and marked symptoms of HF at rest despite maximal medical therapy and 
who require specialized interventions.

† AHA/ACC class C Patients who have current or prior symptoms of HF associated with underlying structural heart disease. Dyspnea or 
fatigue due to left ventricular systolic dysfunction; asymptomatic patients who are undergoing treatment for prior symptoms of HF.

‡ AHA/ACC class A Patients at high risk of developing HF because of the presence of conditions that are strongly associated with the 
development of HF. Such patients have no identified structural or functional abnormalities of the pericardium, myocardium, or cardiac valves 
and have never shown signs or symptoms of HF. Systemic hypertension; coronary artery disease; diabetes mellitus; history of cardiotoxic drug 
therapy or alcohol abuse; personal history of rheumatic fever; family history of cardiomyopathy.

§ AHA/ACC class B Patients who have developed structural heart disease that is strongly associated with the development of HF but who have 
never shown signs or symptoms of HF. Left ventricular hypertrophy or fibrosis; left ventricular dilatation or hypocontractility; asymptomatic 
valvular heart disease; previous myocardial infarction. 



the total elapsed time from the initial
EP reference to the final decision to
proceed to an EP study, ablation,
pacemaker or ICD implant.

Wait-time benchmarks for an
electrophysiology consultation are
shown in Table 12.

Permanent pacemaker implanta-
tion may be done on either an urgent
or semi-urgent basis (i.e., the patient
is an inpatient who requires the

implant of a permanent pacemaker before the patient can be
safely discharged from hospital); or on a non-urgent or elec-
tive basis. Most patients requiring pacemakers have sinus
node dysfunction, atrial fibrillation with a slow ventricular
response, or atrioventricular node disease. 

Typically, urgent and semi-urgent patients (non-elec-
tive) are admitted to hospital either because their brad-
yarrhythmia has been symptomatic, or because there is con-
cern that the patient is at high risk for the development of
an adverse event. Symptoms may include presyncope, syn-
cope, fatigue, or dyspnea. Adverse events include falls with
injury, the development of heart failure, and sudden death.

Wait-time benchmarks for pacemakers are shown in
Table 13.

Electrophysiologic studies and catheter ablation are
central to the contemporary management of many cardiac
arrhythmias. Newer ablation techniques using advanced
mapping systems are emerging that permit improved man-
agement of previously untreatable arrhythmic conditions. 

Catheter ablation is a first-line treatment for many car-
diac arrhythmias, including supra-ventricular tachycardia
(SVT), atrial flutter and idiopathic forms of ventricular
tachycardia (VT). These procedures are routinely performed
on an outpatient basis, with very few complications and, in
contrast to most pharmacological and surgical therapies in
medicine, are typically curative. 

Wait-time benchmarks for electrophysiologic testing
and catheter ablations are shown in Table 14.

The implantable cardioverter defibrillator (ICD) is
accepted as the dominant direct therapy for the pri-
mary prevention of sudden death in patients with a
demonstrated propensity to, or considered to be at
high risk for, life-threatening ventricular tach-
yarrhythmias. Prevention of sudden death in
patients with a history of life-threatening ventricular
tachyarrhythmias is termed secondary prevention. 

Most patients who have experienced an episode
of a life-threatening ventricular tachyarrhythmia are
admitted to hospital. In the absence of identifica-
tion of a reversible or transient cause for the ventric-
ular tachyarrhythmia and in the absence of prohibi-
tive comorbiditites, most such patients will receive
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Table 12: Wait-time benchmarks for an electrophysiology consultation

Urgency category Benchmark

Emergent Refer to Emergency Room or to EP on duty

Patients with syncope and structural heart disease (e.g., ejection 
fraction less than 40%), bundle branch block, hypertrophic 
cardiomyopathy, congenital heart disease, family history of sudden 
cardiac death, inherited heart disease)

30 days

Patients referred for consideration of an ICD implantation (primary 
prevention) and/or cardiac resynchronization therapy (CRT) device

30 days

Patients electively referred for an electrophysiologist opinion (e.g., 
palpitation, supraventricular tachycardia, syncope without structural 
heart disease, or other medical conditions)

90 days

Table 13: Wait-time benchmarks for pacemakers

Urgency category Benchmark
Single and dual Chamber Pacemakers
   Urgent/semi-urgent*  with TTVP 1 working day
   Urgent/semi-urgent* with no TTVP 3 working days
   Non-urgent, with high risk of syncope 14 days
   Non-urgent, with lower risk of syncope 30 days
Resynchronization (biventricular) pacemakers 
   With or without a defibrillator 6 weeks

TTVP= temporary transvenous pacemaker
*In the judgment of the physician, the patient cannot safely leave the hospital until 
a permanent pacemaker is implanted.

Urgency category Benchmark
Patients with the Wolff-Parkinson-White syndrome who have 
rapid atrial fibrillation or syncope

Patients with high-risk arrhythmias due to congenital heart 
disease or inherited arrhythmia diseases.

Patients with left ventricular dysfunction who are at risk for, 
or who have documented, ventricular arrhythmias.

All indications not noted above 3 months

2 weeks

Table 14: Wait-time Benchmarks for electrophysiologic testing 
and catheter ablation

Urgency category Benchmark

Patients meeting established criteria to 
receive an ICD who have had a life-
threatening episode of ventricular 
tachycardia (VT)/ventricular fibrillation (VF) 
for secondary prevention of sudden 
death.

Within 3 working days

Patients meeting established criteria to 
receive an ICD who have not had a life-
threatening episode of VT/VF for primary 
prevention of sudden death.

Within 8 weeks

Table 15: Wait-time Benchmarks for implantable 
cardioverter defibrillators (from decision to proceed)

Urgency category Target Benchmark

Urgent patients
Would show marked deterioration in 
medical or psychological state if not treated 
within a very short time frame.

Within 24 hrs* Within 1–3 days

Semi-urgent
Need to be seen within an earlier time frame 
or they would likely not receive 
rehabilitation, or significant deterioration 
(either physical or mental) might occur with 
any delay.

24–48 hours 1 week (depending on 
circumstances)

Table 16: Wait-time benchmarks for cardiac rehabilitation, urgent and semi-
urgent patients

*Some patients are identified by the family or referring physician as being extremely depressed and 
possibly suicidal. Such patients should be managed by emergency or acute care psychiatry.



an ICD during the index hospitalization. These patients
should receive their secondary prevention ICD within three
working days of the decision to proceed. Most patients
identified as being an appropriate candidate for treatment
with a primary prevention ICD are outpatients. 

Because the purpose of ICD therapy is to prevent sudden
death in patients at high-risk of experiencing a life-threatening
ventricular tachyarrhythmia, patients who are waiting to
receive ICD therapy are at risk of death that would likely have
been prevented had the ICD therapy been provided in a time-
ly fashion. To date, there are no published reports detailing the
risk of death among patients waiting to receive an ICD.

Wait-time benchmarks for ICDs are shown in
Table 15.

3.3 Rehabilitation
Cardiovascular disease (CVD) is a chronic disease, one
that can be controlled and not, at present, cured. In
today’s environment of less invasive interventions and
shorter hospital lengths of stay, the needs of patients with
chronic CVD are not fully addressed by acute care alone.
Good chronic disease management and secondary preven-
tion have become essential elements in contemporary car-
diac care. Core elements of CR programs include manage-
ment of cardiac risk factors, education, individualized
exercise programs, nutrition counseling, and psychosocial
and vocational counseling. 

It is important to clarify the difference between patients
who are able to access cardiac rehabilitation services (i.e., a
referral is made but they may have to wait to participate in a
program, which represents approximately 20% of all eligible
patients) and those who are not able to access such services
(i.e., no referral is made, which represents approximately
80% of all eligible patients). 

Wait-time benchmarks for urgent and semi-urgent car-
diac rehabilitation are shown in Table 16 and for outpatient
cardiac rehabilitation in Table 17.

Elective referral patients are those who are stable at the
time of assessment and who can wait for cardiac reha-
bilitation without experiencing any significant adverse
events. The wait time will likely vary according to the
diagnostic category. 

The notes below reflect some of the issues that
may relate to each diagnostic category. The ‘ideal
time’ reflects some of the guidelines used by various
programs and reflects the time when optimal bene-
fits should accrue. The “benchmark time” has been
set by the expert committee as that time where
most of the benefits should be available.
(1) Physical issues (sternotomy) may prevent these

patients from beginning exercise earlier, but all
other aspects of cardiac rehabilitation (CR)
could start immediately.

(2) These patients tend to return to work and ‘normal
duties’ shortly after the procedure.

(3) These patients likely need to be seen earlier as there
may be more significant medical, vocational and social
decisions required.

(4) If the cardiac rehabilitation team is seeing the patient
for early mobilization post transplant, then the patient
needs to be seen as soon as possible. Often these
patients may be from out of town.

(5) Urgency likely reflects the psychosocial sequelae.

4.0 Considerations

Human Resource Issues
This document outlines appropriate wait times for cardiac
patients. We cannot currently achieve and maintain these
standards in Canada because of the current shortage of
physicians, nurses and technologists trained in many sub-
specialties (e.g., HF, interventional cardiology, electrophysi-
ology, echocardiography) in Canada. 

The increased requirement for human resource
requirements is driven by two major factors:
• In many of these professions, we are already experienc-

ing a shortage of needed health care professions, which
is causing bottlenecks and unacceptably long wait
times for care. We desperately need trained profession-
als to help clear the backlog and to ensure that the wait
lists do not climb again after they have been reduced to
an acceptable level.

• For many of these services and procedures (e.g., heart
failure clinics, ICDs), the current utilization rate is
well below the appropriate rate based on current evi-
dence, which means that many patients who are indi-
cated for this care are not receiving it. Achieving a
more appropriate utilization rate will require a signifi-
cant investment in human resources, as well as in phys-
ical resources and supporting infrastructure.
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Table 17: Wait-time benchmarks for outpatient cardiac rehabilitation

Diagnostic Category Ideal* Preferable† Benchmark‡ Notes

CABG/Valvular disease 21 days 21–30 days 30 days (1)
PTCA 2 days 2–7 days 7–30 days (2)

MI/CHF/Stable and unstable 
angina

7 days 7–30 days 30 days (3)

Heart transplantation 4 days 4–10 days 10–30 days (4)

Arrhythmias 1–7 days 7–30 days 30 days (5)

Waiting time (event to program entry)

* There would be no adverse effects of waiting, and optimal benefit of CR intervention 
should be possible.

† It is not anticipated that there would be significant adverse events, and most, if not all, of 
the benefits can be achieved.

‡ This time frame recognizes the reality of the present waiting lists.  Given that patients do 
show improvement and that any increase in the referral pool could delay even these times, it 
is felt that these times are acceptable.



Impact on other medical or non-medical
services
These benchmarks have profound implications at all levels
within cardiology and the interdisciplinary teams that treat
our patients:
• After their procedure, many patients will require repa-

triation to their community or regional hospitals,
which will affect both equipment and personnel
requirements. 

• The multidisciplinary requirements of disease manage-
ment program for heart failure patients will involve
significant recruitment and training of health care pro-
fessionals.

• Information transfer and electronic health records will
greatly facilitate this process. 
At present, urgent and semi-urgent patients are direct-

ed to the emergency room for quick assessment and treat-
ment. Successful implementation of these wait-time bench-
marks might result in a reduced demand for emergency
room services.

Effects if not followed

With diagnostic procedures, when the risk of waiting for
the most appropriate diagnostic test exceeds the risk of an
alternative though less appropriate testing and treatment
strategy, the physician, in consultation with the patient,
will chose the latter. Adding the collection of data regard-
ing inappropriate use of technologies would provide a
more complete picture of “bottlenecks” in the system and
their impact.

Suggestions to meet benchmarks

The collection and posting of wait time data in each
jurisdiction for a specific list of services and procedures
should be automated through the use of each facility’s
information system. This will require the creation of a
common procedures list across the country for the select-
ed procedures to allow system management and inter-
jurisdictional comparisons against benchmarks. This
information will also help to identify areas with surplus
capacity (if any) to assist more constrained centres to
achieve the wait-time benchmarks.

All facilities that receive public funding should be obli-
gated to provide information regarding wait times and
resource information such as staffing, equipment type,
numbers and age as a condition of operation. 

Most provinces and health regions will find these
benchmarks challenging without patient-focused programs
at a local, as well regional and provincial level. They will
require detailed planning and integration of providers at
primary, secondary and tertiary/quarternary levels. Systems
will have to explore innovative models of care and physi-
cian remuneration models that allow such integrated mul-

tidisciplinary triage and care to occur. Wait lists must be
managed, and patients in the queue still need to be man-
aged and monitored for any signs of deterioration.
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Appendix C: Secondary review participating
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Access to Care in Emergent and Urgent Situations
Canadian Association of Interventional Cardiologists (CAIC)
Canadian Society for Cardiac Surgeons (CSCS)
Access to Specialist Consultation and Non-invasive Testing
Canadian Cardiovascular Society (CCS) invited 20 community cardiol-
ogist members to review the report
Access to Revascularization Procedures
Canadian Cardiovascular Society (CCS) invited 20 community cardiol-
ogist members to review the report
Access to Nuclear Cardiology
Canadian Association of Nuclear Medicine (CANM)
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Ross A. Davies, MD, Ottawa, Ontario
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Canadian Heart Rhythm Society
Access to cardiac Rehabilitation
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List of acronyms
ACC American College of Cardiology
ACS Acute coronary syndrome
AF Atrial fibrillation
AHA American Heart Association
AMI Acute myocardial infarction
CABG Coronary artery bypass graft surgery
CAD Coronary artery disease
CANM Canadian Association of Nuclear Medicine
CCS Canadian Cardiovascular Society
CHF Chronic heart failure
CMA Canadian Medical Association
CNS Clinical nurse specialist
CR Cardiac rehabilitation
CRT Cardiac resynchronization therapy
DMP Disease management program
ECG Electrocardiogram
EP Electrophysiology or Electrophysiologist
ER Emergency Room
FDG Fluorodeoxyglycose
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GP General practitioner
HF Heart failure
HFS Heart failure specialist
ICD Implantable cardioverter defibrillator
LV Left ventricle
MD Medical doctor, physician
MI Myocardial infarction
MPI Myocardial perfusion imaging
NP Nurse practitioner
NSTEACS Non-ST segment elevation acute coronary syndrome
PCI Percutaneous coronary intervention
PET Positron emission tomography
SPECT Single photon emission computed tomography
STEMI ST segment elevation myocardial infarction
TTVP Temporary trans-venous pacing
VF Ventricular fibrillation
VT Ventricular tachycardia
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Situation analysis

In 2004, Canada’s First Ministers concluded A Ten-Year
Plan to Strengthen Health Care, stating that improving access
to care and reducing wait times are of national concern and
a clear priority. Canada’s physicians and provincial govern-
ments have taken some important first steps to reducing
wait times starting with five priority areas including cardiac
care, cancer care, diagnostic imaging, sight restoration and
joint replacement.

The Wait Times Alliance, made up of six specialty
groups, was formed to assist federal-provincial-territorial
ministers of health in identifying evidence-based bench-
marks for medically acceptable wait times for the five pri-
ority areas and to provide advice on the implementation of
wait time reduction strategies.

Through the Canada Health Transfer, the federal gov-
ernment has committed $4.5 billion over the next six years
to a Wait Times Reduction Fund. Provinces and territories
will determine where those dollars are allocated based on
jurisdictional priorities within the framework of the Health
Accord. In the 2005 budget, the federal government
announced an additional $15 million for wait time initia-
tives.

Work on the Wait Time Reduction Strategy is under-
way in each of the provinces. The Health Accord commit-
ted the federal and provincial governments to develop evi-
dence-based benchmarks for medically acceptable wait
times in five specific areas by December 2005. Multi-year
plans to achieve these targets are to be in place by March
2007.

What’s missing from the wait time strategy:
The need to address the crisis in Canada’s
emergency departments

Wait time in Canada’s Emergency Departments is an issue
of great importance to Canadians. Seventy-four percent
(74%) of Canadians have indicated that they are concerned
about prolonged Emergency Department (ED) waits and
deteriorating service. Prolonged wait time is a national epi-
demic in Canada and a continuing issue in other countries

around the world, including the United States. The princi-
pal cause of prolonged wait times is Emergency
Department overcrowding. 

ED overcrowding is the most serious issue facing
Canada’s Emergency Departments and is a very serious
patient health issue. Overcrowding results in increased
patient suffering, prolonged wait time, deteriorating levels
of service, and on occasion, a worsened medical condition
or even loss of life. Unless action is taken to effectively deal
with this need, patient health will continue to be compro-
mised and preventable patient deaths may continue.

In addition, Emergency Departments continue to be a
major access point to the health care system and as such,
have become a highly visible indicator of the state of
Canadian health care generally. 

With 10 million visits made to Canadian Emergency
Departments every year, Canadians’ opinions about wait
times are determined very substantially by their Emergency
Department experiences. 

Emergency department overcrowding —
front line crisis

Overcrowding is defined as a situation in which the
demand for emergency services exceeds the ability of an
Emergency Department to provide quality care within
medically acceptable time frames. 

The principal cause of overcrowding is the lack of beds
on hospital wards and in Intensive Care Units. With the
shortage of hospital beds, overflow patients are often
“warehoused” in Emergency Departments, creating a situa-
tion where the sickest patients are “blocked” from accessing
timely care. Acute care bed capacity is also significantly
affected by patients who require an “alternate level of care”
(ALC), patients who could be served at home, shortages in
home care resources as well as a lack of chronic and pallia-
tive care beds. These patients account for up to 20% of
acute care hospital beds and act as “bed blockers”, thereby
contributing to the problem of ED overcrowding by pre-
venting the admission of emergency patients to hospital
beds. On average, one patient “warehoused” in the
Emergency Department denies access to four patients per

Appendix C: Benchmarks of the Canadian
Association of Emergency Physicians

Taking action on the issue of overcrowding in Canada’s emergency departments
June 16, 2005

88 Achieving benchmarks and best practices in wait time



hour to the Emergency Department, directly contributing
to prolonged wait times and patient suffering. 

Over the past decade, Canada has seen a forty percent
(40%) decrease in overall hospital bed capacity due to gov-
ernment funding cuts. Hospital and bed closures, coupled
with an aging and increasingly complex patient population
have created an overcrowding crisis in Emergency
Departments across the country.

British studies have shown that ED overcrowding
rarely occurs when bed occupancy rates approach eighty-
five percent (85%), but consistently occurs when occupan-
cy is greater than ninety percent (90%). Most hospitals in
Canada currently operate on ninety-five percent (95%) bed
occupancy rates. The Canadian Association of Emergency
Physicians (CAEP) believes that if bed capacity could be
restored and there was a focus on matching the level of care
to the level of patient need and on moving the ‘right
patient’ to the ‘right bed.’, then the issue of long wait times
and overcrowding could be largely resolved.

Medically acceptable wait times in
Canadian emergency departments

Medically acceptable wait times in Canadian Emergency
Departments have already been identified and are defined
by the Canadian Triage and Acuity Scale (CTAS). 

The scale was developed by CAEP in 1998. The objec-
tives of CTAS were to more accurately define patients’
needs for timely care and to allow Emergency Departments
to evaluate their acuity level, resource needs and perform-
ance against certain operating objectives.

Patients are assigned a triage level on initial registration
in the Emergency Department based on the perceived
urgency of their presenting complaint. Patients are assigned
to one of five categories according to level of urgency and,
with each level, comes an expected fractile response time
indicating maximum waiting time for the type of com-
plaint.

CTAS is currently used in approximately eighty per-
cent (80%) of Canadian Emergency Departments.

The five CTAS triage levels are as follows:

Notes:
• In recognition of wide variations in demand for care

and that ideals cannot always be achieved without
unlimited resources, each triage level is given a fractile
response objective. A fractile response is the proportion
of patient visits for a given triage level where the
patients were seen within the CTAS time frame
defined for that level. Fractile response does not deal
with whether the absolute delay for an individual is
reasonable or acceptable.

• This would mean that even though a Level 2 patient
should be seen within 15 minutes, it might only occur
95% of the time. Although Level 5 patients have been
given a time response objective of 2 hours, the fractile of
80% means that patients may have to wait over 6 hours
on occasion. Patient assessment errors may occur when
waiting times are beyond the recommended response
times.

• The physician response time for CTAS Levels 1 and 2
are based on scientific evidence. The physician response
times for all other levels are based on physician expert
opinion and consensus and assumes ideal operational
conditions.

• The CTAS defined response times are, at present,
guidelines only. There remain no articulated, enforced,
minimum guidelines for operational performance for
Canadian Emergency Departments.

Not addressing the issue of ED wait times
and overcrowding — What’s at stake?

Until the issue of wait times and overcrowding on the front
line within Canadian Emergency Departments is
addressed, CAEP believes that Canadians will continue to
doubt the safety and accessibility of their health care sys-
tem. 

No matter what progress is being made in other areas
with respect to wait time, if we can’t improve the front line
experience of patients, then we run the risk of looking as
though wait times are not being addressed. The prevalence
of media reports about diverted ambulances, long waits

and regrettably, a worsened medical
condition or even loss of life will
continue to erode confidence in our
health care system. 

CAEP believes that success in
relieving ED overcrowding will help
build positive momentum for other
key health care reforms and demon-
strate meaningful reform to improve
patient care.
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CTAS level 
Level of 

illness/acuity

Nursing 
response 

time

Physician 
response 

time 
Sentinel 

diagnosis 
Fractile 

response
Admission 

rate 
Level 1 Resuscitation Immediate Immediate Cardiac 

arrest
98% 70–90%

Level 2 Emergent Immediate <15 minutes Chest pain 95% 40–70%

Level 3 Urgent <30 minutes <30 minutes Moderate 
asthma

90% 20–40%

Level 4 Less urgent <60 minutes <60 minutes Minor trauma 85% 10–20%

Level 5 Non urgent <120 minutes <120 minutes Common cold 80%  0–10%
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Diversion of patients is not the main issue
One of the most common myths about overcrowding is the
notion that it is caused by people who opt for a visit to the
emergency ward when they could be cared for elsewhere.
This is simply not the case. The reality is that Emergency
Departments can handle these cases efficiently and at little,
if any, incremental cost. Given the relatively fixed costs of
the ED operation (facility, staffing, 24-hour access), non-
urgent patients do not cost the system more money. 

The reason that “non-urgent” patients are not relevant
to the overcrowding problem is because they do not occu-
py acute care stretchers, they require little or no nursing
care, and they typically have brief treatment times. In its
report on primary care renewal, the Canadian Medical
Association stated unequivocally that public health initia-
tives aimed at diverting non-urgent patients from the ED
would not have an impact on the overcrowding issue.
Similarly, the American College of Emergency Physicians’
study on overcrowding found that while there were more
people in the waiting room area, non-urgent use of the ED
had no effect on the treatment areas. 

Emergency Departments also provide those in need
with important access to care. By moving these patients to
other primary care facilities, extra costs will be incurred.

Solutions and critical success factors

CAEP believes that the CTAS scale already serves as THE
standard for medically acceptable wait times in Canadian
Emergency Departments. CAEP strongly recommends that
the scale be adopted by federal and provincial governments
and incorporated into the National Wait Time Strategy.

Not all hospitals have incorporated CTAS into emer-
gency care management. As a first step to implementation,
each jurisdiction must ensure that the CTAS scale is used
in every hospital. In many hospitals, there is no common
computerized system for recording Emergency
Department operations. CAEP recommends that each
jurisdiction ensure that systems are put in place to record
wait time against the CTAS scale.

CAEP also recommends that each jurisdiction estab-
lish working groups to investigate and address challenges
in meeting the CTAS standard for all Emergency
Department visits. This will include determining the
number of additional acute care beds required in each hos-

pital and outside the hospital in the community, human
resource issues, minimum operational standards for
Emergency Departments and other factors.

Benchmarks and indicators

In the majority of Emergency Departments in Canada,
there are already indicators and benchmarks in place to
monitor Emergency Department activity. The data base
has been developed by the National CTAS Working Group
and the Canadian Emergency Department Working Group
(CEDIS). The standards have been set and the collection
of the data can be undertaken. Time to triage, time to
nurse, time to physician, time to admission and time to
transfer to floor are all indicators of overcrowding. This
data is easily retrievable and can be used as benchmarks
when implementing changes needed to relieve Emergency
Department overcrowding. 

About CAEP

The Canadian Association of Emergency Physicians is a
national advocacy and professional development organiza-
tion representing 1,800 of Canada’s emergency physicians.
CAEP’s mission is to provide leadership in emergency
health care with a goal to enhance the health and safety of
all Canadians. 

Contact information
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President, CAEP
Tel: 807 624-4839
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Dr. Alan Drummond
Chair, Public Affairs Committee, CAEP
Tel: 613 267-6222
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