VIEWPOINT

Waiting lists and elective surgery: ordering the queue
Andrea J Curtis, Colin O H Russell, Johannes U Stoelwinder and John J McNeil

I

n Australia and other countries with publicly funded health
systems, such as New Zealand, the United Kingdom and
Canada, waiting lists provide a buffer between the demand
for elective surgery services and the capacity of the public system
to provide them. Waiting lists are consistently newsworthy
because they are perceived to reflect the inadequacy of health
care funding. They are portrayed as one of the major problems of
publicly funded health systems and are a perpetual source of
community and political discontent.
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that those
who have the greatest need for surgery and will benefit
most from it receive it in a timely manner and before those with
lesser need. Three recent high-level reports have underscored
these concepts and emphasised the need for reforms to ensure
equitable, efficient delivery of elective services.6-8
In this article, we review how patients access elective surgery
in Australia, focusing on the assessment of need and timeliness
(prioritisation). We examine the current status of prioritisation
here and overseas and explore the potential for improvement in
prioritisation practices in Australia.
The current prioritisation system in Australia
Most commonly, a patient’s name is placed on an elective surgery
waiting list after a lengthy process of referral, specialist assessment
and investigation. Patients placed on a waiting list have been
assessed to have a clinical need for surgery and are expected to
benefit from that surgery. Despite this, the concepts of clinical
“need” and “benefit” are ill defined. Currently, patients are classified
into one of three nationally agreed-upon clinical urgency categories
that take into account the likelihood of deterioration and are
aligned with recommended waiting times for surgery (Box 1).9,10
Some states have additional subcategories and categories for
patients not ready for care. Guidelines developed in New South
Wales recommend particular urgency categories for specific procedures.11 The guidelines issued by the Victorian Government
Department of Human Services (DHS) simply indicate that patients
should be assigned to urgency categories based on clinical need.12
In public hospitals, it is common practice for waiting list offices
to select patients for elective surgery admission and to manage
their admission process. This occurs in consultation with the
surgeon who will perform the procedure.
Patients with the most urgent need for surgery (Category 1) take
precedence over those in lower urgency categories (Category 2 and
3). Victorian DHS elective surgery guidelines advise that selection
should be based on clinical priority, although other factors should
be taken into account, such as length of time already waited,
previous postponements to surgery, and resource availability.12
Problems with the current system
Although assignment of urgency categories applies a basic form of
prioritisation, it is an informal and relatively insensitive process
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that does not assure transparency and equity of access to available
services, and does not take into account the numerous factors that
can contribute to a patient’s urgency for surgery.
The lack of specific guidelines to help surgeons make decisions
about patients’ need for surgery is a shortcoming of the current
Australian system that may compromise patients’ equity of access
and clinical outcomes. A 1998 independent review of Victorian
elective surgery waiting lists recommended development of specialty-specific clinical guidelines for categorisation of patients
according to urgency.13 This has not occurred.
Clinical indications for “appropriateness” of surgical procedures
or the “likelihood of deterioration” of common conditions are not
well defined. This may contribute to some patients being placed on
waiting lists for clinically inappropriate or untimely procedures, as
identified in clinical audits of waiting lists undertaken overseas.14
Further, priority for surgery is determined implicitly by unspecified, intuitive criteria that may vary between doctors. This
probably explains the substantial variability observed in the use of
urgency categories across surgeons and hospitals in a Victorian
study of waiting list data.15 Variation in Australian waiting times
for surgery according to socioeconomic status and remoteness also
reflect this inconsistency in access to elective services.16
What is happening in other countries
In NZ and Canada, there have been concerted efforts to make
prioritisation for elective surgery more systematic and publicly
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accountable. In both countries, this has involved a shift from
implicit prioritisation to practical, explicit tools that help prioritise patients on waiting lists.

1 Current Victorian urgency categories for elective
surgery
Category 1: Urgent

New Zealand
In the early 1990s, the Core Services Committee recommended
that access to core health services should be guided by evidencebased guidelines and clinical criteria.17 These formed the basis
for subsequent Clinical Priority Assessment Criteria (CPAC)
tools used to assess need for surgery.18 The system aimed to
provide certainty to patients about timing of treatment, ensure
that patients with the greatest need and potential to benefit were
treated first, and to provide nationally consistent access to
surgery. Scoring tools were initially developed for coronary
artery bypass graft surgery, cataract removal, hip and knee
replacement, cholecystectomy and surgery for otitis media.
These tools used a range of clinical and other social factors in a
numerical assessment of patient urgency.19 Until recently, over
30 national CPAC tools were listed on the NZ elective surgery
website.20
After referral by their general practitioner, patients are assessed
and assigned a CPAC score at their first specialist outpatient
appointment. If patients’ level of need, determined by their CPAC
score, meets the threshold for publicly funded treatment, they
are booked for surgery within 6 months. Where urgency exists
(eg, among patients with cancer), waiting times are brief. If the
patients’ score falls below the threshold, they are either referred
back to their GP for ongoing care or are placed under active
review, the latter requiring monitoring and reassessment of
priority every 6 months.20
Despite this attempt to improve equity of access to elective
services, there has been significant criticism about the lack of
scoring tool validation before implementation, inconsistency
between scoring tools, and lack of CPAC score correlation with
measures of patient need.21 NZ clinicians believe the current
CPAC tools do not effectively and consistently prioritise patients,
but many acknowledge the need to work towards achieving this
aim.22
Canada
In Canada, there has been longstanding interest in waiting lists
and long waiting times. Methods for prioritisation are becoming
more widely known, most notably through the work of the
Western Canada Waiting List Project (WCWL), a collaborative
program involving government, health and research organisations. The WCWL aimed to improve the fairness of the Canadian
health system by prioritising access to medical services on the
basis of need and potential to benefit. Its approach to waiting list
management has public support.23
The first phase of the WCWL focused on developing and
validating practical, physician-scored point-based scoring tools
to measure patients’ priority for selected elective procedures.
Expert clinical panels developed tools for five services, including
hip and knee replacement, cataract removal, and general surgery.24-26 The final tools included clinical criteria and non-clinical
patient factors perceived to contribute to urgency, such as ability
to live and work independently, and ability to care for dependants. The second phase of the WCWL developed evidence-based
218

• Has the potential to deteriorate quickly to the point that it may
become an emergency
• Desirable treatment time: admission within 30 days
Category 2: Semi-urgent
• Causes some pain, dysfunction or disability
• Unlikely to deteriorate quickly
• Unlikely to become an emergency
• Desirable treatment time: admission within 90 days
Category 3: Non-urgent
• Causes minimal or no pain, dysfunction or disability
• Unlikely to deteriorate quickly
• Unlikely to become an emergency
• Desirable treatment time: admission at some time in future

◆

benchmark waiting times corresponding to different grades of
urgency for joint replacement and cataract removal.27
WCWL prioritisation tools have now been put into practice in
several elective surgery programs across the Canadian provinces.
The WCWL hip and knee replacement prioritisation tool is part
of a care pathway for joint replacement that has been rolled out
across Alberta. This followed a successful year-long pilot program comprising 1200 patients, in which waiting times were
reduced by 85%.28 The BC Surgical Patient Registry29 in British
Columbia and the Saskatchewan Surgical Care Network30 also
incorporate assessment tools modified from the WCWL tools.
Research in Victoria
Victorian research has focused on the development of tools
suitable for prioritising patients for joint replacement and prostatectomy. For the period July–September 2008, waiting times for
Category 2 hip replacements and prostatectomy ranged from 15
to 315 days and 15 to 336 days, respectively,31 indicating
substantial waiting lists at some Victorian hospitals.
The Victorian Waiting List Prioritisation Study used WCWL
questionnaires as a starting point to develop Australian tools
suitable for prioritising local patients for total hip or knee
replacement and prostatectomy.32 Ranking and rating exercises
performed by medical professionals and laypeople using real
patient vignettes showed that clinical symptoms and psychosocial criteria were considered equally important when assessing a
patient’s urgency for surgery.33 This information provided the
foundation for prioritisation tool frameworks.
The Victorian DHS subsequently established the Orthopaedic
Waiting List Project, which developed a Multi-Attribute Prioritisation Tool (MAPT) through a process involving concept mapping, review and validation with orthopaedic surgeons and
patients.34 The final MAPT contained 11 clinical and psychosocial domains, and included questions about pain, psychological
and economic impact, limitations to activities, and deterioration.
It has been built into the Victorian Osteoarthritis Hip and Knee
Service, an improved service model for management of patients
requiring joint replacement that has been piloted at several
Victorian hospitals.35
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2 Key elements of a prioritisation system for elective surgery
Equity
Capture of all criteria relevant to patient priority (eg, patient-related,
clinical, psychological, social and health service factors

A standard set of defined criteria
used to prioritise patients

Appeal process for consumers to
challenge prioritisation decisions

Transparency
Stakeholder and public involvement in
development of prioritisation processes

Review of prioritisation process in
light of new evidence

Auditing process, including measurement
and assessment of patient outcomes

Certainty
Scheduled bookings for surgery

Scientifically valid
prioritisation tools

Actually measure
priority for surgery

Are simple
to use

Take account of all important criteria that
contribute to priority for surgery

What would the ideal prioritisation system for elective
surgery look like?
An important preliminary step in designing a system that
provides better outcomes for patients is to decide on its main
purpose. UK researchers described five possible goals for waiting
list policies, including reducing numbers of people on waiting
lists, reducing the average waiting time, improving the health
status of those on waiting lists, ensuring equal access for those
with equal need, and ensuring quickest access for those with
greatest need.36 The latter two goals are fundamental objectives
that can facilitate improvement in waiting times and health
status, and should form the foundation of an improved system.
Equity, transparency and certainty should be key elements of this
system, and Box 2 shows how they could be represented. NZ and
Canadian experiences serve to highlight the importance of
ensuring the scientific validity of all prioritisation tools (Box 2).
This requires debate about the key clinical, social, and other
patient- or health service-related criteria that should be considered, development of methods for scoring these criteria and a
contextual framework. Progress is also needed in many other
related areas, some of which are shown in Box 3.
Implications in other areas
Australia is predicted to see an increasing mismatch between
patient demand for services and the capacity of public health
systems to deliver the highest standards of medical care.
Although prioritisation methodology will be important to ensure
fair access to high-demand surgical procedures, it will also be
applicable to new, expensive medical technologies and specialised levels of care where many issues of access already exist.
Allocation policies are widely debated, but progress will be
limited without a foundation of scientifically valid prioritisation
methods. Strategies that support the prioritisation process for
access to elective surgery therefore represent an important
advance in the broader health care resource allocation debate.

Concur with
clinical opinion

Give similar scores when used by
independent assessors

Give similar scores when repeated
by the same assessor

3 Additional developments needed to improve access to
surgery
Appropriateness of surgery
• Development of consensus guidelines to help determine
thresholds for some key surgical interventions
• Better definition of characteristics that might predict deterioration
during the waiting period and surgical outcome
• Determination of safe and acceptable waiting times for specific
surgical procedures
Prioritisation tool development
• Identification and definition of distinct psychosocial characteristics
that should contribute to an overall measure of patient priority
• Development and validation of prioritisation tools for other
surgical disciplines and procedures and standardisation of these in
a manner to enable prioritisation of patients across different
surgical procedures
Prioritisation system
• Determination of the most appropriate method for
operationalising the prioritisation process (eg, should it be the
responsibility of the surgeon or of a “prioritisation officer”?)
Waiting times
• Recognition of the waiting times for primary care, specialist
appointments and diagnostic tests that occur before patients are
placed on waiting lists for surgery, and development of standard
definitions and access measures that encompass the entire patient
journey
• Development of evidence-based waiting time targets or
benchmarks for specific procedures
• Optimisation of medical care for patients during the wait for
surgery
Ethical considerations
• Determination of how the concept of prioritisation can coexist with
the expectation that doctors will do their best for each individual
patient
• Determination of how to utilise community and patient views in
prioritisation processes
◆

Acknowledgements
We thank Tom Noseworthy for information about implementation of the
WCWL prioritisation tools. We also acknowledge the helpful comments of
Terry Symonds, Manager of the Surgical Services Program, Victorian DHS.

Competing interests
None identified.

MJA • Volume 192 Number 4 • 15 February 2010

219

VIEWPOINT

Author details
1

Andrea J Curtis, BSc(Hons), PhD, Research Fellow
Colin O H Russell, MB ChB, FRACS, Adjunct Associate Professor1,2
Johannes U Stoelwinder, MD, FRACMA, FACHSE, Professor 1
John J McNeil, PhD, FRACP, FAFPHM, Professor and Head1
1 Department of Epidemiology and Preventive Medicine, Monash
University, Melbourne, VIC.
2 Department of Surgery, Monash University, Melbourne, VIC.
Correspondence: andrea.curtis@med.monash.edu.au

References
1 Australian Government Department of Health and Ageing. The state of
our public hospitals, June 2007 report. Canberra: Commonwealth of
Australia, 2007. http://www.health.gov.au/internet/main/publishing.nsf/
co nt en t/ 9B 060 2B 1ED D766 8DC A 2573 070 0209 DC E/ $F il e/ 200 7
%20SoOPH_Report.pdf (accessed Sep 2009).
2 Wells VM, Hearn TC, McCaul KA, et al. Changing incidence of primary
total hip arthroplasty and total knee arthroplasty for primary osteoarthritis. J Arthroplasty 2002; 17: 267-273.
3 Tan AG, Wang JJ, Rochtchina E, et al. Increase in cataract surgery
prevalence from 1992–1994 to 1997–2000: analysis of two population
cross-sections. Clin Experiment Ophthalmol 2004; 32: 284-288.

17 Cumming J. Core services and priority-setting: the New Zealand
experience. Health Policy 1994; 29: 41-60.
18 Feek CM. Rationing healthcare in New Zealand: the use of clinical
guidelines. Med J Aust 2000; 173: 423-426.
19 Hadorn DC, Holmes AC. The New Zealand priority criteria project. Part
1: overview. BMJ 1997; 314: 131-134.
20 New Zealand Ministry of Health. Elective services. http://www.electiveservices.govt.nz/ (accessed Jun 2009).
21 Derrett S. Booking systems for elective services in New Zealand:
literature scan to identify any ethical issues of national significance. A
report to the National Ethics Advisory Committee. Newcastle-underLyme, UK: Centre for Health Planning and Management, University of
Keele, 2005. http://www.neac.health.govt.nz/moh.nsf/pagescm/519/
$File/booking-systems-elective-services-nz-feb05.pdf (accessed Sep
2009).
22 McLeod D, Morgan S, McKinlay E, et al. Clinicians’ reported use of
Clinical Priority Assessment Criteria and their attitudes to prioritization
for elective surgery: a cross-sectional survey. ANZ J Surg 2004; 74: 10031009.
23 McGurran J, Noseworthy T. Improving the management of waiting lists
for elective healthcare services: public perspectives on proposed
solutions. Hosp Q 2002; 5: 28-32.

4 Dixon T, Shaw M, Ebrahim S, et al. Trends in hip and knee joint
replacement: socioeconomic inequalities and projections of need. Ann
Rheum Dis 2004; 63: 825-830.

24 Western Canada Waiting List Project. From chaos to order: making
sense of waiting lists in Canada. Final report. March 31, 2001. http://
www.wcwl.org/media/pdf/library/final_reports.2.pdf (accessed Sep
2009).

5 Erie JC, Shaw M, Ebrahim S, et al. Incidence of cataract surgery from
1980 through 2004: 25-year population-based study. J Cataract Refract
Surg 2007; 33: 1273-1277.

25 Conner-Spady BL, Arnett G, McGurran JJ, et al. Prioritization of
patients on scheduled waiting lists: validation of a scoring system for
hip and knee arthroplasty. Can J Surg 2004; 47: 39-46.

6 Managing acute patient flows. Victorian Auditor-General’s report.
November 2008. Melbourne: Victorian Government Printer, 2008. http://
download.audit.vic.gov.au/files/Patient_Flow_Report.pdf (accessed
Sep 2009).

26 Conner-Spady BL, Sanmugasunderam S, Courtright P, et al. The prioritization of patients on waiting lists for cataract surgery: validation of the
Western Canada Waiting List Project cataract priority criteria tool.
Ophthalmic Epidemiol 2005; 12: 81-90.

7 Garling P. Final report of the Special Commission of Inquiry. Acute care
in NSW public hospitals. Volume 2. Sydney: NSW Government, 27 Nov
2008. http://www.lawlink.nsw.gov.au/lawlink/Special_Projects/ll_splprojects.nsf/vwFiles/E_Volume2.pdf/$file/E_Volume2.pdf (accessed
Sep 2009).

27 Western Canada Waiting List Project. Moving forward. Final report.
February 28, 2005. http://www.wcwl.org/media/pdf/news/moving_forward/report.pdf (accessed Sep 2009).

8 National Health and Hospitals Reform Commission. A healthier future
for all Australians — final report June 2009. Canberra: NHHRC, 2009.
http://www.nhhrc.org.au/internet/nhhrc/publishing.nsf/Content/nhhrcreport (accessed Sep 2009).
9 Street A, Duckett S. Are waiting lists inevitable? Health Policy 1996; 36:
1-15.
10 Health Data Standards Committee. National health data dictionary.
Version 14. Canberra: Australian Institute of Health and Welfare, 2008.
(AIHW Cat. No. HWI 101.)
11 NSW Health. Advice for referring and treating doctors — waiting time
and elective patient management [information bulletin]. Sydney: NSW
Health, 2009; 9 Apr. http://www.health.nsw.gov.au/policies/ib/2009/
pdf/IB2009_018.pdf (accessed Aug 2009).

28 Alberta Bone and Joint Health Institute. Alberta Hip and Knee Replacement Project. http://www.albertaboneandjoint.com/hipandknee.asp
(accessed Jun 2009).
29 Provincial Health Services Authority. BC Surgical Patient Registry. http://
www.phsa.ca/HealthProfessionals/Surgical-Services/BC-SurgicalPatient-Registry/default.htm (accessed Jan 2010).
30 Saskatchewan Surgical Care Network [website]. http://www.sasksurgery.ca/ (accessed Jun 2009).
31 Victorian Government Health Information. Your hospitals. An overview
of public hospital activity. Time to treatment for patients admitted for
surgery, July 2008 to September 2008. http://serviceforip.webcentral.com.au/yourhospitals/median.asp (accessed Jun 2009).
32 McNeil J, Russell C, Wolfe R, Curtis A. Waiting list final report. Report to
Victorian Department of Human Services. Melbourne: DHS, 2004.

12 Elective surgery access policy. Managing elective surgery patients and
treatment times in Victoria’s hospitals. Melbourne: Victorian Department of Human Services, Jul 2009.

33 Curtis AJ, Wolfe R, Russell CO, et al. Prioritizing patients for prostatectomy: balancing clinical and psychosocial factors. ANZ J Surg 2007; 77:
112-117.

13 Clarke B, Bennett R. Review of elective surgery waiting lists. Melbourne:
V i ct o ri a n D ep ar t m en t o f H u m an S er v i ce s, 19 9 8. ht t p: //
www.dhs.vic.gov.au/ahs/archive/waitlist/report5.pdf (accessed Sep
2009).

34 Osborne R, Haynes K, Jones C, et al. Orthopaedic Waiting List Project.
Summary report. Melbourne: Victorian Department of Human Services,
2006. http://www.health.vic.gov.au/surgery/pubs/owlsumrep.pdf
(accessed Sep 2009).

14 Sanmartin C, Shortt SE, Barer ML, et al. Waiting for medical services in
Canada: lots of heat, but little light. CMAJ 2000; 162: 1305-1310.

35 Victorian Government Health Information. Osteoarthritis (OA) hip and
knee service. http://www.health.vic.gov.au/oahks/owl-stage2.htm
(accessed Jun 2009).

15 Russell C, Roberts M, Williamson TG, et al. Clinical categorization for
elective surgery in Victoria. ANZ J Surg 2003; 73: 839-842.
16 Australian Institute of Health and Welfare. Elective surgery in Australia:
n ew m eas ures of acces s. C an berr a: A IHW, 200 8. h ttp:/ /
www.aihw.gov.au/publications/hse/esia/esia.pdf (accessed Sep 2009).

220

36 Derrett S, Paul C, Herbison P, et al. Evaluation of explicit prioritisation
for elective surgery: a prospective study. J Health Serv Res Policy 2002;
7 Suppl 1: S14-S22.
(Received 12 Jun 2009, accepted 7 Oct 2009)

MJA • Volume 192 Number 4 • 15 February 2010

❏

