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Objective: To determine parents’ attitudes toward and acceptance of waiting times for their child’s op-
eration. Design: Waiting times were measured by a cross-sectional method. A descriptive survey was
conducted of families with a child waiting for a non-urgent operation. Setting: A university teaching
hospital. Subjects: Parents of children (age < 20 yr) waiting for non-urgent pediatric general-surgery
operations. Main outcome measures: Parents’ concerns and attitudes about waiting for their child’s
operation, how it was affecting the child and family, how urgent they felt the need for surgery was, and
what they thought was a reasonable maximum waiting period. Results: Of 89 patients waiting for non-
urgent pediatric general-surgery operations at the time of the survey, 61% had been waiting > 6 months
and 30% > 12 months. Of the 57 families (64%) who returned completed surveys, 94% reported the wait
to be emotionally stressful for the family; 81.5% expected their child’s quality of life would improve after
the operation. As for length of wait, 83% felt that > 3 months was unacceptable, and 98% > 6 months.
Conclusions: Parents of children waiting for pediatric general surgery operations thought that the need
for the operation was significantly more urgent then their classification of elective. They felt that waiting
periods should not exceed 3 months. Long waiting periods are stressful for both family and child.
Parental perceptions are important when considering strategies for wait-list management.

Objectif : Déterminer les attitudes de parents à l’égard des périodes d’attente pour l’opération de leur
enfant et leur acceptation de celles-ci. Conception : On a mesuré les temps d’attente par une méthode
transversale. On a procédé à une enquête descriptive auprès de familles dont un enfant attendait une in-
tervention non urgente. Contexte : Hôpital universitaire. Sujets : Parents d’enfants (âgés de moins de
20 ans) en attente d’une intervention de chirurgie générale pédiatrique non urgente. Principales
mesures de résultats : Préoccupations et attitudes des parents face à l’obligation d’attendre pour l’in-
tervention de leur enfant, répercussions sur l’enfant et la famille, urgence qu’ils attribuaient au besoin de
l’intervention chirurgicale et période d’attente maximale qu’ils jugeaient raisonnable. Résultats : Sur 89
patients qui attendaient une intervention de chirurgie générale pédiatrique non urgente au moment de
l’enquête, 61 % attendaient depuis plus de six mois et 30 %, depuis plus de douze mois. Des 57 familles
(64 %) qui ont renvoyé les questionnaires remplis, 94 % ont déclaré que l’attente était une cause de
stress émotionnel pour la famille et 81,5 % s’attendaient à ce que la qualité de vie de leur enfant s’amé-
liore après l’intervention. Quant à la durée de l’attente, 83 % étaient d’avis qu’il était inacceptable d’at-
tendre trois mois, et 98 %, d’attendre plus de six mois. Conclusions : Les parents d’enfants qui atten-
daient une intervention en chirurgie générale pédiatrique étaient d’avis que le besoin de l’intervention
était beaucoup plus urgent que ne l’établissait son classement parmi les chirurgies électives. Les périodes
d’attente ne devraient pas dépasser trois mois selon eux. Les longues périodes d’attente sont une cause
de stress à la fois pour la famille et pour l’enfant. Les perceptions des parents sont des facteurs impor-
tants lorsqu’on envisage des stratégies de gestion des listes d’attente.
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Waiting for an operation is an
emotionally charged issue for

Canadians, and this is reflected in
their declining approval of the health

care system. Their dissatisfaction is
due, in no small part, to their frustra-
tion with the perception of excessive-
ly long waiting times for surgical op-

erations. Physicians share the public’s
perception. Providers attribute prob-
lems to the general lack of accurate
and reliable information about wait-



ing lists and wait-list management
systems that are woefully inadequate.

Major changes in prioritizing pa-
tients for surgical operations and al-
location of resources are needed to
ensure that patients with the greatest
need receive the highest priority.
While providers’ perceptions and in-
put are the cornerstone to most wait
list systems, public perception is im-
portant. There has been little pub-
lished about patients’ perspectives on
waiting for surgical operations, and
no reports of parents waiting on be-
half of their children.1–3

The success of new wait-list man-
agement strategies will depend, in
part, on public acceptance. The pur-
pose of this study was to determine
parents’ concerns and the acceptabil-
ity of waiting times for non-urgent
pediatric general surgery procedures.

Methods

This study is based on a pediatric
general surgery service in an urban
health region with a referral popula-
tion base of about 500 000 covering
a vast, sparsely populated area. For
this study, waiting period was de-

fined as starting when the patient’s
family and the surgeon (GGM)
agreed on the treatment plan. The
wait list is created and maintained in
cooperation with the regional health
authority; it is not audited. A cross-
sectional measurement method was
used to determine how long respon-
dents had been waiting for operative
procedures at the time of the survey.

Parents (a term we use here to in-
clude primary caregivers) of patients
on the waiting list were surveyed by
a postal questionnaire to determine
their concerns and attitudes about
waiting and how it affects their child
and family. There was a single mail-
ing of the survey, without telephone
follow-up. Using a 5-point Likert re-
sponse scale, parents were asked to
indicate their level of agreement or
disagreement with statements related
to their duration of waiting for an
operation; the changing status of
their child’s health; the perceived
emotional stress in the child and
family; their participation in usual ac-
tivities; and the improvement antici-
pated in the child’s quality of life.

All patients were entered into the
waiting list under the regional health
authority category of “elective” sur-
gery, defined by the regional health
authority as “patients [who] require
surgery, but their condition is not
considered to pose an immediate
threat to their health or life.” This
determination was based on the au-
thor’s judgement that at the time of
assessment the risk of an adverse
event while waiting was not greater
then those already on the waiting
list. Families were asked to rate how
urgent they felt the need was for the
procedure, using a visual analog scale
ranging from not urgent to extreme-

ly urgent (just short of an emergen-
cy). Additionally, they were asked to
judge what maximum waiting time
they thought was reasonable for their
child’s operation.

Results

Fifty-seven of 89 surveys (64%) were
completed and returned. At the time
of the survey, the mean wait for all
patients surveyed was 39.2 weeks
(95% confidence interval [CI] 4.45
wk) and the median 40 weeks, with a
range of 5–72 weeks. Table 1 por-
trays by 3-month interval the num-
ber of patients waiting. The types of
operations pending are presented in
Table 2.

Twenty-seven respondents (47%)
felt their child’s physical health was
getting worse while waiting. Waiting
was felt to be emotionally stressful
for the child in 63%, and for the fam-
ily in 95% of respondents. Twenty-
one respondents (37%) reported that
their child’s condition prevented
them from participating in their
usual activities. Improvement in the
child’s quality of life after the opera-
tion was anticipated by 48 (84%).

Parents perceived the urgency for
their child’s operation to be greater
than the defined category (Fig. 1).
When asked about maximum tolera-
ble wait times, 82% of respondents
felt that 3 months or less was reason-
able (Table 3).

Discussion

Few studies have been published that
evaluate patients’ perception of wait-
ing for non-urgent surgical proce-
dures. This is the first report from
the perspective of parents whose chil-
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FIG. 1. Visual analog scale showing mean and median scores of parents’ evalua-
tions of the urgency of the need for their children’s surgery.

Table 1

Number of children waiting for
elective surgery, by interval

Wait interval, mo Patients

1–3 10

4–6 19

7–9 14

10–12 18

13–15 15

> 15 13

Table 2

Elective surgeries pending

Operative procedure Patients

Inguinal hernia repair 44

Umbilical hernia repair 24

Congenital neck cyst
/sinus excision 6

Orchidopexy 6

Other 9

TOTAL 89



dren are waiting for an operation.
Long waiting periods engender

strong emotional responses from par-
ents, as evinced by the large number
of respondents in this study who felt
waiting was emotionally stressful.
Half of the respondents felt that their
child’s health was adversely affected
by waiting, and more than three-
quarters felt their child’s quality of
life would improve once his or her
problem was treated. While the pro-
cedures were considered by the au-
thor and the local health authority to
be of a non-urgent nature, the par-
ents had a very different perspective.

Advances in medicine are challen-
ging governments to be fiscally res-
ponsible in providing comprehensive
health care that meets public expec-
tations. It has been predicted that by
2020, health care costs will increase
from 31% to 42% of provincial rev-
enues.4 New strategies or new funds
sufficient to reduce waiting times
dramatically are difficult to imagine.
Rationalization of limited resources
has become a well-entrenched part
of our publicly funded health care
system.

Some argue that there is no actual
evidence that a wait list problem
exists, and that physician-controlled
wait lists may actually put the needs
of patients last.5 In the absence of
clinical thresholds, physicians may
feel compelled to put patients on
long wait lists in anticipation of fu-
ture need. Studies have reported that

15%–70% of patients are inappropri-
ately placed on lists.6–10 Such rhetoric
challenges surgeons to validate their
wait lists to ensure best practices are
employed and that the process is ac-
countable and transparent. The re-
sults of this study have prompted me
to adhere to four tasks:
• To critically evaluate and apply,

where appropriate, available evi-
dence to determine appropriate
entry criteria. (Unfortunately, at
present, there is little such evi-
dence.)

• To ensure that those with the
greatest need are treated first, by
prioritizing patients with the gen-
eral surgery prioritization tool
being developed by the Western
Canada Wait List Project11 and
adapting it to the special needs of
children.

• To audit, by postal questionnaire,
patients who have been waiting
for longer than 6 months. This
has been useful in identifying
families that have changed their
mind, moved away, or had the
procedure done elsewhere.

• To inform patients of the option
of referral to the next nearest
pediatric surgeon, 250 km away.

Immediate access is not essential for
non-urgent surgery, and patients will
accept some wait, but the wait must
be within reason. In a study of pa-
tients who have undergone knee re-
placement, a wait of 8 weeks but not
32 weeks was acceptable.1 In my
study, the majority of parents sur-
veyed (83%) would accept a wait of
up to 3 months, but only 2% would
accept a wait exceeding 6 months.

In summary, parents find pro-
longed waiting for surgery stressful,
and they are concerned about its ef-
fect on the well-being of their child.
It is noteworthy that parents will ac-
cept wait times of 3 months but not

more than 6 months. Parental per-
ception is important to the devel-
opment of wait list management
strategies, the success of which will
depend on public acceptance.
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Table 3

Maximum waiting period con-
sidered reasonable by parents

Wait period, mo Respondents, n

< 1 11

1–3 36

4–6 9

7–9 1


