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Can we develop wait lists for public health issues?

Nancy C. Edwards, Barbara L. Riley

ait lists have gained sharp prominence within the

landscape of health care issues. Stories and sta-

tistics of how the common citizen has suffered
and sometimes died while waiting for surgical and other
medical procedures are legion, and they describe a failure of
the health care system in a way that is easy to understand
and that demands prompt and definitive attention.

However, there are also wait lists for public health serv-
ices, and they rarely receive attention. These wait lists involve
populations of citizens who have to wait (and sometimes die
waiting) for clean water, adequate housing, safe transporta-
tion, and preventive and primary health care. For example,
the wait times for sewage treatment facilities and potable wa-
ter in some Northern Aboriginal communities run to 1o or
more years, and there is no doubt that many people have suf-
fered during that period.

Public health wait lists are real but hidden or ignored. In-
creasing their visibility is essential for making priorities for
public health services more compelling for politicians and the
public. In turn, wait lists in public health would allow us to
assess and address the longstanding imbalance in resources
for acute care and public health services.*

Wait lists for medical procedures have become the meas-
ure of choice to assess how the Canadian health care system
is doing, whether health services are operating effectively and
efficiently, and whether taxpayers are getting value for
money. Yet, in a pivotal report, wait lists in Canada were de-
scribed as “non-standardized, capriciously organized, and
poorly monitored.”” There were calls for major investments
to improve management systems so that accurate and useful
information can be delivered in a timely manner. Efforts to
systematically document wait times across the acute care sec-
tor have grown.* Wait lists for public health services ought
to be included in these measurement systems and in public
reports.

There are 2 fundamental questions regarding wait lists for
public health services: What are they? And, if we do not make
public health wait lists visible, what are the risks? Unlike wait
lists in acute care, which predominantly describe the patient
numerators (patients who are seeking care but are unable to
obtain timely services), public health wait lists are about the
denominators (populations that need services, whether or not
individuals within the population are seeking those services).
Public health wait lists also reflect the wide range of health
determinants targeted and services delivered by the health
protection and preventive health sector. Thus, many public
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health wait lists reflect the complex determinants of health
experienced most forcefully by vulnerable populations. A
noninclusive set of wait lists is shown in Box 1. We invite
readers to add their own examples to this list.

In the absence of discussion of public health wait lists and
the presence of much discussion of acute care wait lists, gov-
ernments put available resources into acute care rather than
investing in public health services. The risk, and we would ar-
gue it is considerable, of not having public health wait lists to
bring to the resource allocation table is that public health will
not be at the table.

Can wait lists for public health care
services be measured?

Hadorn and colleagues define wait lists as “a queue of pa-
tients who are deemed to need a health service that is in short
supply relative to demand.”® We can readily apply elements of
this definition to public health. Public health is a health serv-
ice; public health professionals work with communities and
patients whom they refer to as clients; and the supply of pub-
lic health services is often woefully insufficient to yield sub-
stantial population health gains.* Thus, a definition of public
health wait lists would be “individuals and groups in the
community who are in need of illness, injury and disease pre-

Box 1: Examples of public health wait lists and their
corresponding population or health determinant

» Wait lists for policies to regulate reductions in
carcinogenic exposures (exposure to environmental
tobacco smoke in the workplace)

» Wait lists for physical activity programs among youth
(students in senior grades of high school where there
is no mandatory physical activity and a lack of
affordable organized sports)

» Wait lists for subsidized housing (lack of low-cost
housing)

» Wait lists for potable water (Aboriginal communities on
reserves with contaminated drinking water supplies)

» Wait lists for safe and affordable day care (single-parent
families without day care)

» Wait lists for essential and safe play areas (the working
poor with no access to parks, safe playgrounds or
affordable recreation services for their children)
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vention or health protection services that are in short supply
relative to need.” In Table 1 we suggest 4 dimensions for pub-
lic health wait lists, using prevention and protection as 2 do-
mains of public health services. Again, we invite readers to
provide their input on these ideas.

Although wait lists may not be the most accurate platform
for presenting the problems pervasive among the populations
that require public health services, they are a means to make
unmet and inequitable population health needs visible and
prominent. The public health wait lists of today are the acute
care wait lists of tomorrow. Ignoring wait lists for public
health services fails the vulnerable population in the short
term and the whole population in the long term. It would be
naive to believe that public health wait lists alone will create
the conditions sufficient for a more balanced approach to
health care resource allocation. Nevertheless, developing a
wait-list metric for use across both acute care and public
health sectors would allow for better-informed decisions

about that allocation. Perhaps most importantly, wait lists in
public health would remind all of us that a primary goal of
our health care system is to prevent illness and injury, and not
justto treat the queue of patients requiring medical care.
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Table 1: Proposed dimensions for wait lists in the public health sector with examples from 2 domains of public health services

Dimension and definition

Public health service domain; example

Illness, injury and disease prevention;
Immunization

Health protection;
Environmental tobacco smoke policies

Burden of illness: The unmet burden
of illness in the population.
Typically described using
epidemiologic indicators. Both
immediate and longer-term
projections of illness and disease
burden need to be assessed.

Inequitable burden of illness: The
unequal and unfair distribution of
existing illness and disease, or
illness and disease potential across
population subgroups. Subgroups
are disaggregated by characteristics
such as sex, income, class and
socioeconomic status.

Expected benefits (immediate and
long term): Anticipated benefits
resulting from the provision of
effective intervention strategies.

Inequitable distribution of benefits:
Anticipated unequal and unfair
differential benefits by class,
income, sex or other subgroup
characteristic when effective
interventions are applied.

Incidence of influenza, measles and
hepatitis A among nonimmunized
populations.

Prevalence of post-infectious disease
complications among those not immunized
(e.g., male sterility resulting from mumps,
pneumonia following flu, pregnancy
complications following rubella).

Sex and income gradients in immunization
coverage.

Differential rates of post-flu pneumonia
among low-income older adults living in
crowded housing conditions and high-
income older adults living in good housing
conditions.

Reduced incidence of disease and sequelae,
both short and long term.

Differential benefits due to uneven efficacy
of vaccine distribution system with higher
potential for breakdown of cold chain in
remote areas with personnel not adequately
trained in cold chain maintenance.

Differential uptake of flu immunization
among caregivers due to presence or
absence of employment requirements and
support for immunization.

Incidence of chronic ear infections, sudden
infant death syndrome and bronchitis among
children exposed to second-hand smoke.

Severity of asthma symptoms among
children and adults exposed to second-hand
smoke.

Relative risk of lung cancer after prolonged
exposure to second-hand smoke.

Differential exposure to second-hand smoke
due to lack of policies in the home and lack
of policy enforcement in some workplaces.

Environmental tobacco smoke policies in the
workplace reduce second-hand smoke
exposure and increase smoking cessation
rates.

Environmental tobacco smoke policies in
public places reduce second-hand smoke
exposure. Benefits are influenced by
strength and coverage of restrictions and by
patterns of enforcement.

Differential benefits of environmental
tobacco smoke policies in workplaces when
certain workplaces are exempt from
regulations (e.g., bars, bingo halls).

Differential benefits from environmental
tobacco smoke policy due to uneven policy
enforcement.
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Revolution in Non-Invasive
Coronary Artery Disease Diagnosis

State-of-the-art 64-detector CT Makes Coronary CT Angiography a Reality

Minimally Invasive: Outpatient procedure requiring no sedation
Cardiologist & Radiologist Partnership: Patients benefit from

both specialties

Maximum Information: Detailed images of coronary arteries,

plaque and arterial wall

Clinical Indications for Coronary CT Angiography (CCTA)
Atypical chest pain in a patient at risk for coronary artery

disease (CAD)

Clarification of inconclusive non-invasive studies, e.g. stress tests
Screening in high risk individuals when soft plague is suspected
Interval evaluation of known CAD, in patients who have

indeterminate symptoms
Evaluation of bypass grafts and stents

To exclude CAD in patients with impaired left ventricular function

For more information on CCTA, visit www.CanadaDiagnostic.com
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