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Executive summary

In many OECD countries, long waiting times for health care services is an important health

policy issue. A recent OECD survey revealed problems with waiting times in almost all OECD

countries including primary care, out-patient specialist care, emergency care, cancer care

and elective (non-emergency) care. More than half of OECD countries have long waiting

times for elective treatments, and these waiting times are often a contentious political issue.

In 2001-04, the OECD carried out a project reviewing policies to tackle excessive waiting times

for elective treatments in 13 countries (Australia, Canada, Denmark, Finland, Ireland, Italy,

the Netherlands, New Zealand, Norway, Portugal, Spain, Sweden and the United Kingdom).

At that time, waiting times in many countries were long and a series of policies were just

being introduced. However assessing the effectiveness of these policies was difficult, given

the short time-frame since implementation. A decade later, many of these countries have

made considerable progress in reducing waiting times. This book reviews options for on-

going monitoring of waiting times, and highlights the most effective policies to decrease

waiting times for elective care. Given the economic crisis in some countries, less money will

be available for elective care. Governments need to be ready to address potential increases in

waiting times.

Long waiting times for elective treatments generally tend to be found in countries that

combine public health insurance with zero or low patient cost-sharing and constraints on

capacity. Long waiting times are found less often in countries with social insurance that

allow choice of provider, but there are some social insurance systems with below average

spending that do have waiting times for elective care. Countries with no waiting times tend

to spend more on health and have higher hospital capacity.

Over the past decade, waiting time guarantees have become the most common and effective

policy tool to tackle long waiting times, but are only effective if enforced. There are two

approaches to enforcement: setting waiting time targets and holding health providers to

account for achieving the targets, or allowing patients to choose alternate health providers,

including the private sector, if patients have to wait beyond a maximum time. In the United

Kingdom and Finland, health providers were penalized if they exceeded a target. As a result

waiting times decreased. This method is often known as “targets and terror” and though

effective, it is unpopular with health professionals and difficult to sustain over a long time.

Portugal, the Netherlands and Denmark have introduced choice and competition

successfully, and this is the direction recently taken by the United Kingdom. The Portuguese

model has been particularly effective in decreasing waiting times. The model entails a

unified information system containing data on waiting times for all public and private

providers, and vouchers allowing free choice of any provider which are issued to patients

when 75% of the waiting time guarantee is reached.
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Supply-side waiting time policies, by themselves, are usually not successful. In the earlier

OECD study on waiting time policies, the most common policy was to provide increased

funding to health providers to decrease waiting times, and this type of policy continues to be

a common approach. It has almost invariably been unsuccessful in bringing down waiting

times over the long term. Generally, there is a short-term burst of funding that initially

reduces waiting times, but then waiting times increase, and occasionally return to even

higher levels when the temporary funding runs out. The other main supply-side policy is

increasing hospital productivity, by introducing new payment methods such as activity-

based financing (ABF) using diagnosis-related groups. This increases hospital productivity,

but does not necessarily decrease waiting times.

The introduction of ABF, however, is often one of the key components in introducing choice

and competition which can lower waiting times. The Netherlands successfully eliminated

waiting times by a combination of ABF, lifting a cap on hospital spending, allowing choice

and competition, and introducing waiting time norms. In general, it appears that a

combination of sufficient supply, payment systems that reward activity for both specialists

and hospitals, and limited constraints on hospital spending are associated with low waiting

times. However, these policies tend to be expensive and given the current economic

environment may not be feasible in all countries.

A complementary approach to reduce waiting times is to implement demand-side policies in

order to reduce or shift the demand for elective treatments. One approach is to shift demand

to the private sector using private insurance. In general, this has failed to reduce demand for

elective treatments in public hospitals and decrease waiting times. The other approach is to

introduce tools to improve clinical prioritisation for elective treatments. Clinical

prioritisation tools have been used most widely in New Zealand with some success.They can

be difficult to implement since they depend on setting a clear clinical threshold in a valid and

reliable manner. In some countries, such as Norway and Australia, clinical prioritisation is

linked to waiting time guarantees, with different guarantees depending on the level of need.

This appears to be a promising approach, but requires better tools for clinical prioritisation

that measure reliably clinical need and the benefit of the elective procedures.

To enforce waiting time guarantees, waiting times need to be measured systematically.

Currently, there is no common definition for measuring waiting times across OECD

countries. There is an emerging best practice that includes measuring the waiting time of

patients rather than the length of the waiting list, and moving beyond measuring only

hospital waiting to measuring the total patient journey beginning in primary care. The

referral to treatment time used in the United Kingdom, which measures the waiting time

from referral of the general practitioner to hospital treatment, is a good approach to

measuring the patient journey for elective care. Many countries, such as Sweden, are

attempting to measure the entire patient journey for cancer care.

Cross-country data on waiting times are useful for evaluating health system performance

and the effectiveness of policies. Survey data are available for selected OECD countries from

the Commonwealth Fund International Health Policy Survey. This is a household survey

which collects information on health system performance that encompasses waiting time

data across different parts of the health system including elective surgery. However, survey

data are less useful in monitoring changes in waiting times associated with policies, as

elective care is a relatively rare event and requires a large sample.
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The best method for accurately measuring waiting times is through administrative data.

Currently, the OECD is piloting a data collection on waiting times for selected elective

procedures for a group of countries. Given the economic crisis and the likelihood that waiting

times will increase, and the new European Union regulations allowing patients to seek

treatment in other countries if there is “undue delay” from waiting times, there is a growing

interest in developing a common approach for defining and measuring waiting times.


