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Top Ten 

10. New Zealand does not have a wait time 
guarantee (as in Sweden, Denmark, Norway) nor 
wait time targets (as in the UK)

9.   New Zealand’s strategy is to tackle the demand 
tail so it does not wag the dog, i.e. to manage 
demand and redefine it so that it matches the 
system’s capacity (as opposed to reorganizing 
and reengineering the system to meet demand)



The Ashburton Guardian, Friday, 10 February 2006

• John bumped off the 
waiting lists 

• Life is a painful waiting 
game for John Hurley now 
he’s been dropped from 
the surgical waiting list by 
the Canterbury District 
Health Board.



Top Ten

• 8. If there are waiting lists for the wait lists 
does the problem of wait lists really 
disappear?

• 7.  How much of New Zealand’s approach 
to rationing depends on the existence of a 
parallel private tier that provides an opt-
out?



Top Ten

• 6.  In New Zealand specialists may work in 
the public and private systems at the same 
time; there is no regulation of this divide as 
there is in Canada.  How does this affect the 
public system’s capacity?



Limited Capacity

• New Zealand specialists spent just 48.9% of 
their time in public hospitals.  Most of the 
rest of the time was devoted to their private 
medical activities. [i]

• [I] Medical Council of New Zealand, The New Zealand Medical Workforce in 2000 
(Wellington: Medical Council of New Zealand, 2000), at p. 14, online: Medical Council 
of New Zealand 
<http://www.mcnz.org.nz/portals/1/publications/workforce%202000.pdf>.



Top Ten

• 5. If Canada more aggressively defines what 
services will be publicly funded (tackles the 
demand tail that is waving the dog), redefining 
what is “medically necessary” will private markets 
for excluded services/people grow?  

• 4. What will be the flow-back effects on the public 
system in terms of attracting scarce capacity from 
the public to the private sphere?



Top Ten

• 3.  Existing regulations protecting the public 
system from a private tier all centre on the 
definition of “medically necessary.”

• If we significantly redefine what is medically 
necessary than these regulations loose their power, 
e.g. surgeons may provide medically necessary hip 
operations and hip operations that have been 
excluded from the public system (patient not 
prioritized high enough for public funding)



Top Ten  
• 2.  Within our one-tier system we need to take New 

Zealand’s example on how to fairly prioritize individuals 
in a queue and the benefits of providing certainty to 
patients (certainty might be more important to patients than 
marginal decreases in waiting)

• As a one-tier system, though, we will still have to tackle 
the long tail (we can’t just chop it off and leave it to the 
private sector) – those individuals whose needs may not be 
as high but who have been waiting for a long period and 
continue to be bumped for higher needs.



Top Ten    NUMBER 1
• Process matters!  There must be avenues 

apart from courts for patients unhappy with 
rationing decisions to access

• This is not for the purpose of overturning 
decisions (although that may happen in rare 
cases) but as a means to provide a check 
that the system is operating fairly


