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Abstract
THIS ARTICLE DESCRIBES THE MANITOBA CATARACT WAITING LIST PROGRAM. This program
uses a centralized database to track and prioritize all patients waiting for cataract
surgery. It provides an objective and reliable measure of the length of the wait, and
patients on the waiting list are treated in a more equitable fashion through application of a uniform method of prioritization. The program will allow for long-term
tracking of quality of care through monitoring of the average length of wait for patients with comparable functional impairment. It will also allow for long-term monitoring of thresholds for surgery. It has brought to light previously undocumented issues, such as the simultaneous booking of both eyes for cataract surgery and
variations in waiting time between surgeons.
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T

he rate of cataract surgery has increased significantly in Western countries
in the last 2 decades.1 Presumed causes include lowered thresholds for
surgery as surgical techniques and corresponding outcomes have improved, and, to a lesser extent, changes in demographic features.2 In countries with
a socialized medical system this has led to significant waiting times for this procedure.3 As waiting times have grown longer, the need to prioritize patients has become more important. Several different models for prioritization have been developed.4–9 In this article we describe the Manitoba Cataract Waiting List Program
(MCWLP), developed at the Misericordia Health Centre, Winnipeg. The
MCWLP is the first Canadian provincial program for monitoring cataract surgery
waiting lists and prioritizing patients.

Program description
The MCWLP was created as part of the contractual agreement between the
Misericordia Health Centre and Manitoba Health when all adult ophthalmologic
surgical services were consolidated at the centre, in 1993. It was decided that the
list would record all patients waiting for cataract surgery in Winnipeg (representing
over 90% of all cataract cases done in the province) and prioritize them. All members of the Department of Ophthalmology were invited to a series of planning
meetings in 1997. A medical ethicist was invited at that time to give departmental
rounds on the ethics of waiting lists and their management. There was consensus
that the scoring system should be heavily weighted by the degree of functional impairment related to the cataract. This is consistent with other Canadian models for
prioritizing elective surgery.10 The 14-item Visual Functioning Index (VF-14),11 a
questionnaire based on common patient symptoms and their severity, was selected
to measure the severity of functional impairment. Manitoba had been involved in
the International Cataract Surgery Outcomes Study,12–15 which developed the VF14, and thus there was some local familiarity with the instrument. Also, the VF-14
score had been shown to be the best preoperative predictor of gain in patient satisfaction11 and to have a high degree of reliability and interobserver scoring consistency.16,17 Finally, the use of this independently measured assessment of functional
impairment was felt to eliminate possible manipulation by physicians to enhance
the appearance of their waiting list.
There was also consensus that difficulty at work due to visual impairment and
potential loss of one’s driver’s licence should be factored into prioritization for
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cataract surgery. Precedent for incorporating social factors
into a cataract surgery prioritization system comes from
New Zealand, where, after public hearings, it was decided
to take into account whether a patient’s clinical condition
threatened his or her ability to work, care for dependants
or live independently.9
There was a strong feeling that spending a longer time
on the waiting list constituted a burden to the patient, and
so length of wait needed to be included. It was recognized
that advanced age has been linked with a reduced likelihood of gain from cataract surgery,18 but it was felt that it
would be socially unacceptable to penalize older patients.
The department then agreed on the points to be awarded
for all the scoring factors, and the final questionnaire with
the final scoring formula was developed (Appendix 1).
A new computer program was created early in 1998 to
maintain the waiting list. This program was divided into
an active component, tracking all patients who had been
booked to undergo surgery and were waiting, and an
archive component, containing the records of all completed cataract procedures and bookings that were cancelled. Before this system was introduced, ophthalmologists kept their own waiting lists and, at a time of their
choosing (no later than 2 weeks before their intended
surgery date), would then send in a booking request form
to the hospital specifying the time and date for surgery.
Under the new system they are instructed to send in a
booking request form to the hospital at the time when the
decision to proceed with surgery is made. The hospital
then contacts each patient by telephone to administer the
questionnaire. Translators are used when necessary. The
results are entered into the database to create the prioritization score. If both eyes are booked at the same time, the
interview is conducted once, and the VF-14 score is used
for both eyes.
Each ophthalmologist receives a monthly report listing
his or her patients in order of priority as determined by the
scoring system. Using this report, the doctors indicate
which patients they wish to operate on and in what order
for their month of surgical slates 3 months hence. The report is also used to transmit information in case there has
been a change in patient status. Cancellations are transferred to the archive, but postponements remain in the active waiting list. The ophthalmologist can also revise or
override the VF-14 score if a patient’s condition deteriorates or if the physician believes that coexisting disease
causes the functional impairment score to overestimate the
potential gain from cataract surgery. The ophthalmologist
is also asked to provide a VF-14 score for patients who
could not be reached or who could not answer the questionnaire (e.g., because of mental handicap or deafness).
Each day a record of completed operations is sent from the
operating room to the MCWLP staff; this list is used to
transfer records from the active database to the archive.
The data from the entire waiting list are produced monthly
and are examined in depth twice yearly.
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The costs of developing and running the program were
paid by the Misericordia Health Centre.

Preliminary evaluation
During the transition period, because of the unexpectedly large number of patients waiting, there was a backlog
to get on the waiting list. The initial assessment of the
database was conducted in January 1999 once the backlog
had been eliminated. In January 1999 there were 5372
bookings on the active waiting list; by November the
number had grown to 5481. Comparisons of VF-14 distribution curves were similar for all surgeons except for
retina specialists, whose patients presumably had higher
rates of coexisting disease. The reasons for transfer to the
archive portion of the database during the 3 months preceding the 2 study periods are shown in Table 1. For patients who were interviewed and had surgery, there was no
statistically significant difference in age, VF-14 score or
patient’s assessment of the degree of work impairment between the 2 study periods. The mean length of time waiting for surgery fell from 34.7 weeks in January to 28.9
weeks in November. Between January and November the
number of cases fully insured by Manitoba Health increased from 6600 to 8600 per year (in January Manitoba
Health agreed to pay the facility fee for 2000 cases performed at private surgery centres [these cases are tracked
in the database]).
There was significant variation in waiting times between
physicians. In January, for the ophthalmologists with more
than 300 patients on the active waiting list (surgeons operating both at the Misericordia Health Centre and at the
private centres), the individual mean waiting time ranged
from 13.3 to 65.2 weeks (group average 31.6 weeks). The
subspecialists who performed some cataract surgery had individual mean waiting times ranging from 10.0 to 23.7
weeks (group average 12.2 weeks). The mean waiting times
in November were similar.
For surgery completed in the 3 months before January
1999, no statistically significant correlation for variation in
time spent waiting for cataract surgery could be attributed
to differences in VF-14 score or patients’ response to questions about work impairment, driving difficulties at work or
potential loss of driver’s licence in analysis of variance. The
same analysis for the 3 months preceding November 1999
showed that all of these factors correlated with waiting time.

Comments
The creation of the MCWLP involved a significant degree of upheaval. During the transition period, there was a
backlog to get on the waiting list. Initially it was forecast
that 1.5 staff would be needed to run the program. For a 2month period 8 temporary staff were needed to catch up on
the backlog, and, ultimately, 2.0 staff have been required to
run the program.

Manitoba Cataract Waiting List Program

The program was designed to provide a standard scoring system to be used as a guide, but the actual slating of
dates was still left in the hands of the individual ophthalmologists. This was done so that the surgeons would not
lose control and could factor in any issues the system did
not measure that they felt were important. In the first few
months of the program, however, several surgeons told patients enquiring about their surgery date to call the hospital
because it was now making all decisions. This was ultimately resolved after greater familiarization with the program. Also, one surgeon suggested that he would try to
sabotage the program by instructing his patients to give in-

appropriate answers to all the questions; subsequent analysis showed that this did not occur.
Surgeons have complained that there is more paperwork
for private offices. Computerization of data transfer between the offices and the hospital could significantly reduce
the amount of paperwork, but this has not yet been accomplished. Surgeons have also complained that they can no
longer give patients a fixed date when the decision to proceed with surgery is made, but can give them only a rough
estimate of the expected waiting time. A surgery date can
be confirmed only about 3 months in advance.
The scoring system has been criticized for overemphasizing driving, not giving extra credit for
people who have dependants for whom
Table 1: Reasons why patients’ records were transferred from the active to the
they are the sole caregiver, and giving too
archive component of the Manitoba Cataract Waiting List Program database in
many points for time waiting. At departthe 3 months before the 2 study periods
mental meetings the consensus has been
Period; no. (and %) of patients
to leave the model unchanged for now.
January 1999 November 1999
The introduction of the MCWLP
Reason
n = 2628
n = 2209
provides an accurate system to determine the number of patients waiting,
1220 (46.4)
1466 (66.4)
Patient interviewed and surgery completed
their need for cataract surgery and waitPatient not interviewed and surgery completed
847 (32.2)
546 (24.7)
ing times. Prior estimates of waiting
Surgery completed at Misericordia Health Centre
before interview
787 (29.9)
405 (18.3)
time for cataract surgery in Manitoba
Patient unable to be interviewed for medical reasons
13 (0.5)
10 (0.4)
(18 weeks by the Fraser Institute19 and
Patient stated surgery cancelled
4 (0.2)
0
23 weeks [for high-volume cataract surPatient refused to be interviewed
4 (0.2)
2 (0.1)
geons] by the Manitoba Centre for
Unable to contact patient
21 (0.8)
27 (1.2)
Health Policy and Evaluation20) have
Translation unavailable
4 (0.2)
3 (0.1)
been too low.
Waiting for mailed questionnaire
0
2 (0.1)
This program has introduced a
Patient interviewed for first eye
14 (0.5)
97 (4.4)
greater degree of equality, since all paPatient Interviewed but surgery cancelled
201 (7.6)
106 (4.8)
tients are now prioritized by the same
Patient moved away
6 (0.2)
0
criteria. The data for November 1999
Surgery being done out of province
2 (0.1)
2 (0.1)
show that these factors are now influSurgery being done privately*
66 (2.5)
0
encing patients’ position on their surPatient ill
22 (0.8)
32 (1.4)
geon’s waiting list in a significant way;
Patient cancelled surgery
90 (3.4)
39 (1.8)
thus, the system is achieving its goal.
Patient died
8 (0.3)
13 (0.6)
The introduction of the MCWLP
Booking conflict: 2 surgeons booking same patient
7 (0.3)
12 (0.5)
has brought to light the previously unUnable to contact patient
0
1 (0.04)
recognized issue of the simultaneous
Doctor cancelled surgery
0
7 (0.3)
booking of both eyes for surgery. It had
Patient not interviewed and surgery cancelled
360 (13.7)
91 (4.1)
been assumed when the system was esUnable to contact patient
192 (7.3)
48 (2.2)
tablished that the waiting list would rePatient medically unable to be interviewed
10 (0.4)
5 (0.2)
flect the number of patients waiting
Patient refused to be interviewed
9 (0.3)
2 (0.1)
rather than the number of eyes waiting.
Patient stated surgery cancelled
20 (0.8)
5 (0.2)
However, since in about 10% of cases
Surgery being done out of province
5 (0.2)
0
surgeons are submitting booking reSurgery being done privately
28 (1.1)
0
quests for both eyes at the same time, the
Patient ill
4 (0.2)
3 (0.1)
active waiting list records a number waitBooking conflict: 2 surgeons booking same patient
2 (0.1)
0
ing that is 10% larger than the number
Translation unavailable
0
1 (0.04)
of patients waiting. It is well established
Patient moved away
2 (0.1)
0
that there is benefit equal to that of the
Patient died
12 (0.4)
4 (0.2)
first eye for cataract surgery on symptoWaiting for mailed questionnaire
0
3 (0.1)
matic second eyes.21,22
Patient interviewed for first eye
76 (2.9)
20 (0.9)
The MCWLP has also brought to
*Private surgery was eliminated in Manitoba in January 1999.
light the enormous variation that exists
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in waiting time between surgeons. Much of this variation
arises because of the substantially shorter waiting times for
subspecialists. This shorter waiting time is somewhat misleading because subspecialists do substantially lower volumes of cataract surgery than primary cataract surgeons
and devote most of their operating room time to cases involving their own subspecialty.
Discussions have commenced with the Regional Health
Authority about publishing surgeons’ mean waiting times so
that patients unhappy with their long wait would have the
option of transferring to a surgeon with a shorter wait, but
so far no action has been taken. Data from the MCWLP
have recently been sent to the Regional Health Authority to
petition for increased operating room time to reduce the average waiting time.
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Appendix 1: Scoring system for the Manitoba Cataract Waiting List
Program. Patient’s prioritizaton score is the sum of the scores for the
5 factors
Factor
Functional impairment
Length of wait
Work impairment
Work driving impairment
Potential loss of driver’s licence

Score
100 – VF-14 score*
No. of mo waiting for surgery × 5
None = 0, mild = 10, severe = 25
No = 0, yes = 20
No = 0, yes = 15

*For the VF-14 (14-item Visual Functioning Index11) a lower score implies higher impairment.
However, since this score is being added to other factors, it was necessary to convert the score
so that a higher score is associated with higher impairment.

