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All jurisdictions in Canada are experiencing problems with waiting lists.  Despite this, 

bringing about reforms has not been easily achieved across policy and political systems.  

Since the 1990’s, there has been a growing sense of national political- policy crisis over 

waiting times and much pressure to focus attention on the problem, define it, and then 

come up with better solutions.  
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institutional, interest, ideational, and external variables that influence reform outcomes.  

We seek to better understand different public policy processes and contexts in order to 

create new insights to 
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strong level of respect for diversity and multi-level governance, it is really not surprising 

that common problems and underlying contextual factors might create problems for 

universal, pan-
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TABLE ONE:  SELECTED ECONOMIC, SOCIAL, DEMOGRAPHIC AND 

HEALTH MEASURES FOR NEWFOUNDLAND AND LABRADOR
1
 

 

Variable Measure 

Population  515,946 (April, 2005) 

Gross Domestic Product $19.563 billion (2004) 

Per Capita Income $24, 677 (2004) 

Unemployment Rate (unadjusted) 12.5% (June, 2005) 

Employment Rate 73.6% (2000) 
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Second, while the province has begun to experience remarkable economic growth as a 

result of revenues flowing from off-shore oil developments and resource extraction 

(nickel at Voisey Bay in Labrador), the benefits are largely confined to the metropolitan 

St. John’s area and the Avalon peninsula.  Rural or “outport” Newfoundland has suffered 

a tremendous economic decline due to the loss of the in-shore fishery, cuts in federal 

unemployment insurance and out-migration coupled with a lack of educational 

opportunities.  In rural areas, providing basic health services has always been challenging 

and the province is typically preoccupied with issues such as the retention and 

recruitment of physicians, the provision of primary care services, health human resource 

concerns and the location of hospitals and other medical facilities.  In rural 

Newfoundland, health is a major economic engine.  It matters economically, since the 

system is a large employer that pays good wages in areas where rates of unemployment 

and social assistance incidence are high.  Having access to health services also matters 

for other industries hoping to recruit and maintain human resources.   

 

Third, unlike other areas of health reform such as regionalization and alternate physician 

payment, wait list management, while acknowledged as a significant concern, has not 

seized the attention of decision-makers.  Why is this the case?  Several explanations have 

been offered including: 

 

 No formal management structures and system of communication in place across 

the province; 

 Not an explicit component of the province’s Strategic Health Plan; 

 Ad hoc management of lists by physicians; 

 Interest in the 
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basis, up from approximately 10 per week, which is the current average”.
8
  

 

What exists in Newfoundland and Labrador is, in reality, not only a highly decentralized, 

diffused, territorial system of delivery, but in addition, separate silos or systems for 

managing and delivering cardiac, mental health, long-term care, and other programs.  

Each system relies upon its own mechanisms, cultures, and processes to define and solve 

problems.  The locus of power and ability to pressure for change varies from system to 

system.  In addition, in some of these systems, the stakeholders who act as agents for the 

state enjoy much autonomy and capacity.  What complicates matters further is that the 

challenges and problems within any particular location or system of delivery, may not be 

identical. This makes it difficult to agree on common objectives, build support and 

promote new forms of integration and regulation across systems.  Such a complex system 

of waiting list management creates a number of challenges for civic engagement or 

reformers who would like to see a more integrated and formal approach.  

 

The only specific undertaking identified with respect to wait times for medical 

procedures in Newfoundland and Labrador is found in the Department of Health and 

Community Services paper HealthScope: Reporting to Newfoundlanders and 

Labradorians on Comparable Health and Health System Indicators (2002).  This 

document is part of the effort of health ministries across Canada to select and report on a 

set of comparable health indicators.  As such, it would be considered an external attempt 

to reach a broad consensus, change the discourse, and build support (not only across the 

country) but also across the silos which are relied upon to define and address various 

health challenges.  

 

Despite such initiatives, contesting the power of ideas, interests and institutions (either 

formal or informal) within each embedded silo has proven very difficult.  In a clear 

attempt to focus attention on this issue, the HealthScope document examines wait times 

for the following procedures: cardiac surgery; radiation therapy for breast cancer and 

prostate cancer and specialist physician visits (MRIs, CT Scans and angiographies).  In 

an era of New Public Management and federal cutbacks, the purpose of the discussion 

was to focus public attention on policy effectiveness and raise questions not only about 

current circumstances, but what might need to be done to change the status quo. Such 

evidence was important not only in the provincial battle for public opinion support in the 
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waiting time for radiation therapy is a maximum of four weeks as described by the 

Canadian Association of Radiation Oncologists.  The average wait time across Canada is 

8.9 weeks.  In Newfoundland and Labrador, the average wait time for radiation therapy 

for breast cancer in 2001 was six to eight weeks and for prostate cancer eight to ten 

weeks. 

 

For specialized physician services such as MRIs, CT Scans and angiographies, the 

median wait time for non-emergency surgery was 4.3 weeks in Newfoundland and 

Labrador in 2001 (the same figure as Canada).   

 

The Williams administration published a second HealthScope report in November, 2004.  

Unlike the earlier report, this focused mainly on primary care and much less on wait 

times for specialist physicians, diagnostic procedures and surgery.  Briefly, the report 

noted that residents of the province reported a median wait time of 4.3 weeks for non-

emergency surgery (hip and knee replacements and cataract surgery); 46% of provincial 

residents waited less than one month for their non-emergency surgery and 44.1% waited 

between one and three months, and 9.9% of residents waited longer than three months.
12

 

 

The average wait time to see a specialist physician in the province was 4.3 weeks with 

43% of residents reporting that they had visited a specialist within one month of waiting.  

Nearly 38% of residents reported waiting between one and three months to visit a 

specialist.
13

  Wait times for diagnostic services such as non-emergency MRIs, CT scans 

and angiographies was two weeks for residents of the province.  A majority of residents, 

59.6%, received their diagnostic tests within one month; 24.2% received their procedures 

between one and three months and 16.3% waited longer than three months.
14

  Excluding 

paediatric diagnostic procedures, significant improvements have been achieved in the 

province’s wait times due to increased spending on equipment and the addition of a 

second magnetic resonance imager in Corner Brook in February, 2005.  The new imager 

has lightened the wait times for MRIs as residents in central and western Newfoundland 

as well as Labrador no longer need to travel to St. John’s.  The current health minister 

notes that the new MRI allows physicians to better monitor their patients and makes it 

less onerous for the integrated regional health authorities with respect to recruitment and 

retention of general and specialist physicians.
15

 

 

Viewed together, this information does not create the impression that the current system 

was in a state of crisis or that fundamental changes were required.  Rather, it would 

appear that while there were challenges associated with ensuring timely access to 
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with Ottawa over federal transfers, there was little evidence of political protest and 

political challenge, at least in a way that was coordinated and based on an alternative 

vision.  It is also important to take into account that the province was involved with 

various policy experiments
16

, and as a result, there may not have been much interest in 

introducing other reforms. 

 

There is evidence that there were efforts to ensure new challenges and realities were 

constantly assessed, explained, and not ignored.  For example, recent work on wait lists 

has been 
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governance practices.  Unless or until there is sufficient pressure or sense of urgency that 

one model should be imposed upon all communities and services within the province, it 

is unlikely more fundamental change will occur.  In the end, whether change occurs or 

not will likely depend not only on the capacity and autonomy of each community and 

silo, but also the drivers and constraints for contesting and institutionalizing alternative 

visions for health delivery. 

 

Each silo has its own traditions. One of our participants (Respondent 7) stated that for hip 

and knee replacements, the process is not at all scientific and standardized.  There is no 

coordination among surgeons and no voice moving the management process forward.  

Cardiac wait listing is very high profile and is generally well managed since these 

procedures are only performed i
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This means that surgeons will perform as many surgeries as possible to maximize their 

salaries rather than spreading patient scheduling over a longer period of time.  With 

respect to home support and care, our participants noted there is some anecdotal evidence 

to link wait lists with availability of acute care beds.  Many acute care beds are occupied 

in St. John’s by patients from other parts of the province because the patients’ own health 

boards lack the capacity to allow them to recover.  Part of the problem rests with the lack 

of co-ordination among health board CEOs and board autonomy with respect to resource 

allocations.  Another problem is the use of silo budgeting for health reforms in the 

province.  We will return to these issues below. 

 

Most recently, the Williams administration announced new spending to reduce patient 

wait times in a number of medical and diagnostic procedures.  The 2005-06 provincial 

budget allocated a total of $23.2 million ($14.2 million one-time and $9 million on-going 

funding) to “improve access to key services by purchasing new medical equipment, 

modernizing diagnostic and medical equipment and expanding select services in all of the 

province’s major health centres.”
19

  Funding was allocated for equipment including: 

 

 A second MRI for St. John’s to deliver 2500 new exams a year and reducing wait 

times  by four months; 

 New funds to replace two existing CT scanners with new multi-slice CT scanners 
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 An increase in surgical capacity for joint replacement at St. John’s hospitals 

resulting in an additional 340 operations annually; 

 Additional supports for dialysis services in Carbonear and Gander allowing 30 

patients to access care closer to their homes; 

 Extending the hours of operation of the Newfoundland Cancer Treatment and 

Research Foundation centre in St. John’s to allow cancer patients better access to 

chemotherapy and radiation; 

 An increase in surgical capacity for cancer patients with a reduction in wait times 

of 30 percent and an additional 740 operations annually.
21

 

 

The bulk of the funding announced by government came from the 2004 Health Accord 

signed by Prime Minister Paul Martin and the other First Ministers.  As indicated above, 

approximately two-thirds of the funds announced are one-time only.  Government has not 

formally committed to the establishment of permanent funding for either a wait list 

management system or for health human resources to be deployed to develop a 

mechanism for reform.  

 

Six Research Questions 

 

In this section of the paper, we attempt to address six key ana Tm

[t792.1Sop a 
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4. Is there a feedback loop between wait list management and reform and the 
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resources in an efficient manner:  “We have felt enormous cost pressures in the last two 

years in order to continue to do stuff; and part of our approach to try to respond to these 

cost pressures is to try to understand the right level of service to be provided and to 

understand the right level of service, you have to be able to understand the demand and to 

understand the demand, you have to know what the queue of services is that you're meant 

to serve” (Respondent 2).   

 

The context underlying wait list management and reform and other health reforms in 

Newfoundland and Labrador in the past decade was harsh.  The provincial economy took 

a major hit with the closing of the northern cod fishery in 1992, resulting in the loss of 

35,000 jobs and severe dislocation for hundreds of rural communities; the national 

recession of the early 1990s acted as a drag on any potential job recovery; the 

introduction of the federal Canada Health and Social Transfer (CHST) in 1995 meant 

fewer funds for health care and forced the province to pay for a larger share, and the 

Wells administration enacted a policy of economic austerity by reducing the provincial 

civil service, freezing wages for public sector workers and capping expenses for 

hospitals.  This context made health reform difficult (the exception is regionalization of 

health and medical services) in Newfoundland and Labrador.  It is not surprising that wait 

list management and reform ranked low on the priority list for government given the 

overwhelming emphasis by decision-makers to keep the basic health system sustainable:  

“So waiting lists therefore... the lack of enough resources is partially because we have to 

scatter them so far; and then when you look at the tertiary care, then it's in a few areas.  

So it's a phenomenon of a large geographic area with a very small population” 

(Respondent 3). 

 

Question 3 

 

What are the factors that cause wait list reform to appear on the health radar screen?  In 

Newfoundland and Labrador, internal factors most responsible include changes in public 

opinion as a result of media reporting and physicians’ demands for better list 

management.  External factors include national or pan-provincial reports on wait lists, 

reports from think tanks (for example the Fraser Institute) and meetings of federal, 

provincial and territorial health ministers.  However, it is difficult to determine exactly 

when the provincial government became interested in the issue.  Reform of wait list 

management systems has not occurred in Newfoundland and Labrador despite opposition 

calls for change and the ebb and flow of public opinion.  As one respondent noted, “What 

I seem to recall more than anything is that individual cases would seize the attention of 

media and then the media and the Opposition would draw out the issue, but I don't think 

it was an interest group activity” (Respondent 5).  Another respondent (11) stated that “I 

can remember the present Minister of Finance [Loyola Sullivan] always bringing this 

[wait list management] forward in the House about the wait list for cardiac surgery; and 

in fact, even spelling out the number of cases done per week and calling on the 

government 12 to 20 or whatever it was and now we're at 16 and now we're down here”.   

 

Another facet of the governmental agenda that respondents mentioned had to do with 

examples of reform from other jurisdictions, notably Alberta and Ontario.  To what 
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extent, if any, did reform in other provinces contribute to or affect the government to act 

upon the issue of wait list reform?  The short answer:  not much influence.  The key 

reasons why this is the case include the province’s poor fiscal capacity and the lack of 

attention by government to the issue.  Yet, given the challenges associated with 

fragmentation within the health care system and the fact it was more of an urban than 

rural issue, it was difficult developing a popular vision that could be relied upon to effect 

change.  Predictably, the opposition had an incentive to raise the issue sporadically, but 

there were few opportunities or incentives to come with better alternative solutions.  

Rather, the tendency has been to push for more resources, sustain the current system and 

adopt a pragmatic, incremental approach. The fact that the province has a group of 

doctors that know one other may have worked against more ambitious reforms.  A 

number of those interviewed kept referring to the fact that the context is different in 

Newfoundland and Labrador.  There is not a large number of doctors and patients that 

require complex management tools to make sense of circumstances and ensure planners 

have access to the most innovative inventories and rational models.  Rather, according to 

some of those interviewed, the informal systems that have emerged work just as well as 

more formal systems developed in other jurisdictions (Respondent 11).    

 

The variance in which reform appears on the radar screen in Newfoundland and Labrador 

is determined, in part, by the individuals and groups who champion shorter wait times 

and increased access to medical and diagnostic procedures.  Some groups that are highly 

visible and well funded (e.g., the Cancer Society, Heart and Stroke Foundation) can 

command the attention of both decision-makers and the mass media to bring the issue to 

the forefront.  However, as some of our respondents noted, the media tend to pay 

attention only if the stories can prompt shock and outrage among the general public (see 

above with reference to Mitchell Bishop and Ryan Oldford). 

 

Politically speaking, the issue of waiting lists has appeared sporadically and not all areas 

have received the same attention.  According to one interviewee, “if you look at the area 

in the province where we have probably the best and only very good waiting lists the 

waiting trend is for cardiac, and cardiac surgery has been a highly political area  … a 

hotspot for all governments for a long time” (Respondent 2).  It was suggested that 

government was constantly paying attention to waiting times for cardiac care because it 
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collaboration among different policy communities as to what reform should be like and 

how it should proceed.  The initiatives (if we can call them that) that have occurred with 

respect to wait list management over the last decade have been spearheaded by 
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In sum, the current climate is not any better or worse than conditions in the past for 

promoting wait list management and reform.  We argue that reform will occur only if the 

federal government provides funding or the province can create a program that will not 

act as a drain on the treasury.  But in addition, fundamental reform would require 

working across regions and silos.  Funding by itself will not necessarily reinforce a 

common perception of the problem, its nature, and how it should be resolved.  Conditions 

within each silo and region are very different, and unless or until ways can be found for 

promoting integration across systems and reinforcing common perceptions and agendas, 

it will be difficult to reorganize institutions, interests, and ideas in a new common 

direction. 

 

Question 6 

 

What, if anything, can be done to create favourable conditions conducive to the 

implementation of wait list management and reform?  First, additional funding, 

preferably from Ottawa, would be a start.  Second, the province must engage in broad 

consultation with physicians and physician groups, nurses, allied health professional and 

managers employed by the integrated health boards to devise a transparent and cost 

effective management and tracking system.  The silo approach to health reform must be 

dismantled for any reform to be meaningful.   

 

To understand the divisions created by this issue, we need to also be sure and not 

underestimate the competitive and decentralized nature of health governance in 

Newfoundland and Labrador and the different forces that shape the politics and sources 

of power around it. Nor should we underestimate how difficult it has been to obtain 

unanimous support for the project from key stakeholders whose power and autonomy 

should never be underestimated.  The discourse over integrating planning processes and 

reinforcing common structures and systems of data collection and analysis is not new to 

the province.  It was very popular during the days when modernization theory was 

ascendant.  
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doctor’s control, province-centre waiting list reform will not likely be a top political 

priority in Newfoundland and Labrador. 

 

In the end, in order for change to occur a number of things will be required.  First, there 

need to be a sense of political crisis and sustained push for new ways of thinking and 

operating.  To date, there appears to be little evidence of a political crisis over waiting list 

management in Newfoundland, or at least critics have been unable to achieve the 

intellectual breakthroughs necessary for change or contest the power and autonomy of the 

old regime in a way that would make a difference.  Informal changes have occurred in 

areas where there has been pressure for change, for example, cardiac care and St. John’s. 
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APPENDIX 1  CODING REPORT FOR WAIT LIST REFORM:  

NEWFOUNDLAND AND LABRADOR 

 

REPORT ON NODES FROM Tree Nodes '~/' 

Depth: ALL 

Restriction on coding data: NONE 

 

(1)                     /Ideas 

(1 1)                   /Ideas/market 

(1 2)                   /Ideas/urban 

(1 3)                   /Ideas/collaboration 
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(2 27)                  /Interests/Pressure for wait list reforms 

(2 28)                  /Interests/Changes in public opinion 

(2 30)                  /Interests/Poverty and wait list reform 

(2 31)                  /Interests/Poor people 

(2 32)                  /Interests/Network of health professionals 

(2 36)                  /Interests/Advocacy groups for reform 

(2 37)                  /Interests/Medical practitioners and reform 

(2 40)                  /Interests/Agenda for reform 

(2 41)                  /Interests/Wait lists 

(2 44)                  /Interests/Control of wait lists 

(2 48)                  /Interests/Quality of wait listing services 

(2 54)                  /Interests/Technological changes precipitating reform 

(2 59)                  /Interests/Policy with respect to reform 

(2 62)                  /Interests/Lobbying for change 

(3)                     /Institutions 

(3 1)                   /Institutions/urban 

(3 2)                   /Institutions/Management of wait lists 

(3 3)                   /Institutions/external factors 

(3 5)                   /Institutions/government structures federal and provincial 

(3 7)                   /Institutions/funding for wait list reforms 

(3 12)                  /Institutions/Regional Health Boards 

(3 17)                  /Institutions/Management tools for wait list reforms 

(3 17 18)               /Institutions/Management tools for wait list reforms/management tool 

(3 20)                  /Institutions/Fiscal resources for wait list reform55 TTm

[(1 0 0 1 90.024 446.95 Tm

[((
ET
0 0 1 90.024 391.(55/MC  /0c. 1 513.7 405.55 Tm

[( )] )1r TTm

[(1 0 0 1 90.024  0 1 T

1 05090.0EMC   )] T631(I)13(nsti)-4(tut)-3(ions59e)4(nt st)-4(ruc)7(tuer)o4pec)7(t t)-3(o r)-6(2/)-] TJ

ET
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APPENDIX 2 WAIT LIST MANAGEMENT AND REFORM CODING TABLES 

 

NOTES ON TABLES AND METHODOLOGY 

 

The terms employed for the tables are drawn from the coding report found in Appendix 1.  

Codes were devised based on the template from 21 October 2003 (revised) and the report 

distributed to the research team by John Lavis (23 November 2004).  Tables are listed 

numerically as follows:  prefix 1 are ideas; prefix 2, interests; prefix 3, external factors 

and prefix 4, institutions.  The percentage figure in the column “# of mentions” refers to 

the percentage of all text units analyzed that the concept represents.  For our case, there 

were a total of 3765 text units employed in the analysis. 

 

TABLE 1.1  ROLE OF MARKET IDEAS 
 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 0 0 

2 RHA 1 100 

3 RHA 0 0 

4 Politician 0 0 

5 Civil Servant 0 0 

7 Interest Group 0 0 

8 Civil Servant 0 0 

9 Interest Group 0 0 

10 Health Professional 0 0 

11 Health Professional 0 0 
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TABLE 1.3  COLLABORATION AMONG STAKEHOLDERS 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 0 0 

2 RHA 0 0 

3 RHA 1 50 

4 Politician 0 0 

5 Civil Servant 0 0 

7 Interest Group 1 50 

8 Civil Servant 0 0 

9 Interest Group 0 0 

10 Health Professional 0 0 

11 Health Professional 0 0 
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TABLE 1.6  PRIORITY SETTING FOR REFORM 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 0 0 

2 RHA 1 20 

3 RHA 1 20 

4 Politician 1 20 

5 Civil Servant
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TABLE 1.15  QUALITY OF INFORMATION FOR REFORM 

 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 0 0 

2 RHA 0 0 

3 RHA 0 0 

4 Politician 0 0 

5 Civil Servant 1 33.3 

7 Interest Group 0 0 

8 Civil Servant 0 0 

9 Interest Group 0 0 

10 Health Professional 0 0 
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TABLE 1.18  QUALITY OF DATA USED FOR REFORM 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 1 33.3 

2 RHA 1 33.3 

3 RHA 0 0 

4 Politician 0 0 

5 Civil Servant 1 33.4 

7 Interest Group 0 0 

8 Civil Servant 0 0 

9 Interest Group 0 0 

10 Health Professional 0 0 

11 Health Professional 0 0 

TOTAL  3 (0.08%) 100 

 

 

TABLE 1.19  FUNDING MODELS FOR WAIT LIST REFORM 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 7 58.3 

2 RHA 0 0 

3 RHA 3 25 

4 Politician 1 8.3 

5 Civil Servant 0 0 

7 Interest Group 0 0 

8 Civil Servant 0 0 

9 Interest Group 0 0 

10 Health Professional 0 0 

11 Health Professional 1 8.3 

TOTAL  12 (0.32%) 99.9 

 

TABLE 2.1  INTERESTS OF PATIENTS WITH RESPECT TO REFORM 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 21 42.9 

2 RHA 6 12.2 

3 RHA 3 6.1 

4 Politician 2 4.1 

5 Civil Servant 2 4.1 

7 Interest Group 2 4.1 

8 Civil Servant 0 0 

9 Interest Group 2 4.1 

10 Health Professional 0 0 

11 Health Professional 11 22.4 

TOTAL  49 (1.3%) 100 
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TABLE 2.5  INTERESTS OF NURSES IN WAIT LIST REFORM 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 0 0 

2 RHA 0 0 

3 RHA 0 0 

4 Politician 1 50 

5 Civil Servant 0 0 

7 Interest Group 0 0 

8 Civil Servant 0 0 

9 Interest Group 1 50 

10 Health Professional 0 0 

11 Health Professional 0 0 

TOTAL  2 (0.05%) 100 

 

TABLE 2.6  CARDIAC SURGERY AND WAIT LISTS 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 8 11.3 

2 RHA 12 16.9 

3 RHA 18 25.3 

4 Politician 5 7 

5 Civil Servant 5 7 

7 Interest Group 13 18.3 

8 Civil Servant 0 0 

9 Interest Group 2 2.8 

10 Health Professional 0 0 

11 Health Professional 8 11.3 

TOTAL  71 (1.9%) 99.9 

 

TABLE 2.7  INFORMAL NETWORKS OF PHYSICIANS 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 0 0 

2 RHA 4 100 

3 RHA 0 0 

4 Politician 0 0 

5 Civil Servant 0 0 

7 Interest Group 0 0 

8 Civil Servant 0 0 

9 Interest Group 0 0 

10 Health Professional 0 0 

11 Health Professional 0 0 

TOTAL  4 (0.11%) 100 
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TABLE 2.8  CONSEQUENCES OF NOT ESTABLISHING WAIT LIST SYSTEM 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 1 25 

2 RHA 0 0 

3 RHA 0 0 

4 
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TABLE 2.11  NEED VERSUS DEMAND FOR MEDICAL SERVICES 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 15 40.5 

2 RHA 13 35.1 

3 RHA 0 0 

4 Politician 0 0 

5 Civil Servant 0 0 

7 Interest Group 1 2.7 

8 Civil Servant 0 0 

9 Interest Group 0 0 

10 Health Professional 2 5.4 

11 Health Professional 6 16.2 

TOTAL  37 (1.0%) 99.9 

 

TABLE 2.12  MRI ACCESS 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 4 22.2 

2 RHA 0 0 

3 RHA 0 0 

4 Politician 2 11.1 

5 Civil Servant 0 0 

7 Interest Group 0 0 

8 Civil Servant 0 0 

9 Interest Group 1 5.6 

10 Health Professional 0 0 

11 Health Professional 11 61.1 

TOTAL  18 (0.5%) 100 

 

TABLE 2.13  PRESSURE FOR REFORM 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 3 9.1 

2 RHA 10 30.3 

3 RHA 6 18.2 

4 Politician 3 9.1 

5 Civil Servant 0 0 

7 Interest Group 5 15.2 

8 Civil Servant 0 0 

9 Interest Group 1 3 

10 Health Professional 0 0 

11 Health Professional 5 15.2 

TOTAL  33 (0.88%) 100.1 
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TABLE 2.17  AGENDA FOR REFORM 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 3 42.9 

2 RHA 1 14.3 

3 RHA 0 0 
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TABLE 2.20  TECHNOLOGICAL CHANGE DRIVING REFORM 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 0 0 

2 RHA 0 0 

3 RHA 1 50 

4 
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TABLE 3.2  ONTARIO REFORMS 
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TABLE 3.5  ROMANOW INFLUENCES ON REFORM 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 0 0 

2 RHA 0 0 

3 RHA 
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TABLE 4.3  REGIONAL HEALTH BOARDS AND REFORM 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 1 7.1 

2 RHA 0 0 

3 RHA 0 0 

4 Politician 0 0 

5 Civil Servant 0 0 

7 Interest Group 12 85.7 

8 Civil Servant 0 0 

9 Interest Group 0 0 

10 Health Professional 0 0 

11 Health Professional 1 7.1 

TOTAL  14 (0.37%) 99.9 

 

TABLE 4.4  MANAGEMENT TOOLS FOR WAIT LIST REFORM 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 3 25 

2 RHA 5 41.7 

3 RHA 1 8.3 

4 Politician 0 0 

5 Civil Servant 2 16.6 

7 Interest Group 1 8.3 

8 Civil Servant 0 0 

9 Interest Group 0 0 

10 Health Professional 0 0 

11 Health Professional 0 0 

TOTAL  12 (0.32%) 99.9 

 

TABLE 4.5  FISCAL RESOURCES FOR WAIT LIST REFORM 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 0 0 

2 RHA 0 0 

3 RHA 0 0 

4 Politician 3 75 

5 Civil Servant 0 0 

7 Interest Group 0 0 

8 Civil Servant 0 0 

9 Interest Group 0 0 

10 Health Professional 0 0 

11 Health Professional 1 25 

TOTAL  4 (0.11%) 100 
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TABLE 4.6  BUDGETS AND BUDGETING FOR REFORM 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 4 18.2 

2 RHA 0 0 

3 RHA 0 0 

4 Politician 7 31.8 

5 Civil Servant 0 0 

7 Interest Group 8 36.4 

8 Civil Servant 1 4.5 

9 Interest Group 0 0 

10 Health Professional 0 0 

11 Health Professional 2 9 

TOTAL
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TABLE 4.15  REGIONALIZATION AND WAIT LIST REFORM 

 

RESPONDENT CLASSIFICATION # OF MENTIONS % OF MENTIONS 

1 RHA 1 9.1 

2 RHA 4 36.4 

3 RHA 4 36.4 

4 Politician 0 0 

5 Civil Servant 0 0 

7 Interest Group 1 9.1 

8 Civil Servant 0 0 

9 Interest Group 0 0 

10 


