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ABSTRACT

Background: The provision of timely access to health care for those in need is a key objective of global health
systems and an important predictor of how health systems respond to demand. This makes the time people wait
to access health care services a top priority on the policy agenda of many countries, especially in climes that
offer universal access to health care for their citizens. Nigeria is also striving towards universal health care
coverage for its citizens amidst a system with no formalized waiting time regimen. Therefore, excessively long
waits at points of services utilization is particularly rife at all levels of the public health care. Several studies
have explored waiting times in outpatient clinics and surgical settings, but none have examined the phenomenon
using an economic lens. This study fills this gap by exploring surgical cancellation in the urology unit of Jos
University Teaching Hospital (JUTH), Nigeria.

Method: The study adopted a retrospective descriptive design, undertaken at the Jos University Teaching
Hospital (JUTH) between March and June, 2019. Case files of all patients booked for elective urological surgery
from January 2014 to December, 2018 were retrieved and information related to patients’ socio-demographics,
if surgery was performed as planned or cancelled and reasons for cancellation were extracted and analyzed
using Statistical Package for Social Sciences (SPSS) version 25.0.

Results: A total of 906 cases of elective surgical cases were booked over the period studied. 244 cases were
cancelled, giving a cancellation rate of 26.9%. Cancellations were higher among men (92.2%) than in women
(9.8%). Supply causes such as health workforce strikes, institutional issues, theatre factors and students’
examinations contributed 38.7% (90 cases) to cancellations. Demand oriented causes were dominant factors,
accounting for 61.3% (150 cases) of deferrals and include patients being absent; un-affordability, co-morbidities
and outright refusal. The median waiting time was 31 days, with a range of 1-1,958 days (3.4years).
Conclusion: The study concluded that excessively long waiting time is a public health concern in Nigeria, and
recommends urgent government policy initiatives to comprehensively address the menace to strengthen health
system performance and improve consumer satisfaction.
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I. INTRODUCTION

The provision of timely access to health care for citizens is a key objective of global health systems and
an important predictor of a health system’s responsiveness to demand."* This makes the time people wait to
access health services top on the policy agenda of many countries, especially climes that offer universal access
to health care for their citizens, such as obtains in most of Europe.** Waiting time is the period of time a patient
spends in a health facility for consultation and treatment.>® The phenomenon occurs in all health systems where
supply capacity constraints exist and services production lags demand for health care. More typically, waiting
times are a policy concern in countries which combine public health insurance with zero or low cost sharing,
and less so where health care is funded by private insurance, such as the USA."®° Health systems the world over
face resource constraint,’** therefore, people needing care at hospitals inevitably must experience a form of
waiting: waiting at the outpatient to see a GP or specialist, waiting for admission to undergo surgical procedures
(including cancellations of booked cases), or waiting to receive diagnostic tests results. However, excessively
long waiting times come with costs to both the system and consumers, which may include deterioration in
health, dissatisfaction, anxiety and loss of utility.”**** In this light therefore, waiting time regimes are designed
to guarantee access to care within a maximum time limit, and have been argued to also serve as effective tools to
improve equity and efficiency in the management of scarce health system resources.®™* Furthermore, in
competitively managed health care environments, patients’ waiting times play an important role in the ability of
health facilities to attract new clients and in retaining past service users.’® Waiting regimes also provide the
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foundation for performance management and a basis for the design of rewards and sanctioning systems.'*®

Thus, waiting times are considerably significant to public health systems, and efforts are constantly directed
towards continually setting progressively shorter waiting time targets. In OECD countries for example, where
waiting times regimens are top policy priorities, patients requiring elective surgical care are guaranteed to wait
no longer than four months on the average.'®'"® Theoretically, the idea of provider responses to waiting time
targets is premised on the principal-agent economic model, in the presence of information asymmetry between
both actors. The model assumes that the principal or policy maker desires to maximize some unobserved health
outcome which may be influenced by an agent’s level of effort. Because of the asymmetric information, the
principal can only imperfectly observe the agent’s efforts towards achieving a set health outcome.™ Therefore,
waiting time target(s) serve to provide an objective measure of the agent’s performance. Meeting targeted
performance level is rewarded financially or non-financially, while non-performance attracts some penalty.
Empirical evidence suggests that hospital professionals do respond positively to waiting time targets,”*>*° and it
is thus conceptually plausible to think of socially optimal levels of surgical output and demand for elective
surgery.

In many African countries however, efforts at waiting time policies are limited and public sector health
facilities are commonly under enormous pressure due to large numbers of patients, under-staffing and poor
resources. Typically, access to health care is largely supported from out-of-pocket payment, so both financial
barriers and health system constraints combine to generate very long waiting times.*’This has caused patients to
sometimes leave clinics without treatment, poor medication compliance, skipped appointments, low morale of
health workers and poor health outcomes among health care consumers.?*?? The Waiting times conundrum in
Nigeria is much the same as in any African country and like the rest of the world, Nigeria is striving towards
universal health care coverage for all its citizens.”? These efforts are however, hobbled by an intrinsically
weak health system,?>? with plural implications for health service delivery and in a system with no formalized
waiting time regimen, excessively long waits at points of services utilization is particularly rife at all levels of
the public health care.?”*2*° Several studies have explored this phenomenon in outpatient clinics and surgical
settings,**2%%335 byt none have examined waiting times using an economic lens. This study purposes to fill this
gap by exploring surgical cancellation in the urology unit of Jos University Teaching Hospital (JUTH), Nigeria
and propose policy actionable strategies towards ameliorating the impact of long waiting times in the Nigerian
public health care sector.

1. METHODOLOGY

The study adopted a retrospective descriptive study design undertaken at the Jos University Teaching
Hospital (JUTH) between March and June, 2019. Case files of all patients who were booked for elective
urological surgery in JUTH, from January 2014 to December, 2018 were retrieved from the records department
and patient’s information related to socio-demographics, if surgery was performed as planned or cancelled and
if the latter, the reasons for cancellation were extracted onto a paper based proforma. The information was
double checked for completeness and then entered into the research computer and quantitatively analyzed using
Statistical Package for Social Sciences (SPSS) version 25.0.

Ethical clearance for the study was obtained from the Jos University Teaching Hospital Ethical
Research Committee and information obtained from patients’ files was anonymized and handled with due
confidentiality.

I11. RESULTS
A total of 906 cases of elective surgical cases were booked over the period studied. 244 cases were
cancelled, giving a cancellation rate of 26.9%. 92.2 % and 9.8% of cancellations affected men and women
respectively. High rates of postponements were observed among public servants 20.1%, students 17.2%, farmers
16.4% and petit business owners 15.2%, who together accounted for 70% of cancellations. The occupations
discovered are portrayed in Table 1.

Table 1: Occupation of Surgical Clients Experiencing Cancellations

S/Nos. Occupation Frequency Percentage
(n) (%)

1 Civil Servants 49 20.1

2 Students 42 17.2

3 Farmers 40 16.4

4 Petit Trading 37 15.2

5 Retirees 24 9.8

6 Unemployed 18 7.4

7 Others” 34 13.9
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TOTAL 244 100
* Includes members of the armed forces, tailors, technicians, drivers, butchers, carpenters, masons
and miners.

A number of factors were identified as responsible for these surgical deferrals of which failure of
clients to present for surgery was the commonest reason, accounting for 37.1% of total cancellations. Inability to
afford the cost of surgery was second commonest reason for deferring surgery (15.6%), followed by health
workforce strikes (9.8%). A full ordering of variables related to elective surgical cancellations are presented in
Table 2, below:

Table 1: Factors causing surgical cancellation at JUTH

S/Nos. Cause for Cancellations Frequency Percentage
(n) (%)
1 Patient Absent 91 37.1
2 Cost unaffordable 38 15.6
3 Health Worker Strike 24 9.8
4 Institutional Issues 19 7.8
5 Co-morbidities 19 7.8
6 Theatre Factors 11 45
7 Students Exams 9 3.7
8 Patient Refusal 2 0.8
9 Reason Undocumented” 31 12.7
TOTAL 244 100

“No reasons for non-performance of planned surgical procedures were documented in these case files and thus,
interpreted as institutional process failures, even though these could mean clients’ failures to show up for
reasons such as costs, co-morbidities or deaths.

These factors can broadly be classified into demand (patient absent; unaffordable cost; co-morbidities
and patient refusal) and supply causes (health worker strikes, institutional issues, theatre factors and students’
exams). Demand based factors constituted 61.3% (150 cases) of deferrals, while supply related variables
accounted for 38.7% (90 cases) of cancellations, signifying the dominance of demand issues determining
surgical postponements in the setting. The median waiting time was 31 days, with a range of 1-1,958 days
(approx. 3.4years).

V. DISCUSSION

The cancellation rate at our study site was 26.9% which is much higher relative to the 15..6% reported
earlier in the centre by Dakum and colleagues and the 9.1% cancellation rate at the University of llorin Teaching
Hospital also in Nigeria.*** The wide variation might have resulted from the fact that while our study looked at
all cancellations, the llorin group studied only cancellations on day of surgery, while Dakum et al., looked at
day-case surgery cancellation only. The highest causes of cancellations were attributable to patient factors
(61.3%). This is similar to the earlier findings of 61.9% by Dakum and colleagues at the same facility, and
Kolawale and Bolaji,*® who also found that although patient related factors contributed the most to
postponements, theirs was only 47.5% of cancellation cases. Whilst the llorin study found patient’s inability to
pay as the most common reason for cancellation of planned surgeries, the Jos group discovered that patients’
absence on day of admission for surgery accounted for the most cancellations (57.1%).**® Our findings
collaborates the latter study, with the highest cases of deferrals (37.1%) arising from a patient being absent,
while financial constraint was the next common patient related determinant of postponement (15.6%). In broad
terms, our study has revealed demand based causes to be responsible for 61.3% of surgical case cancellations.
This agrees with earlier studies of Ramyil et al.,*® who reported 62.7% demand driven cancellations in Jos, and
Bode and Adeyemi,* who found demand related deferrals of 62% among pediatrics surgical bookings in Lagos.
In this study and related studies cited, supply based causes of surgical postponement contributed just over a third
of cancellations, and related to health workforce industrial strikes institutional factors and process related
factors. The preponderance of demand driven factors in the determination of elective surgical cancellation in
this study might be due to the mode of health care access in the country, which is largely out-of-pocket.® This
system of payment clearly poses a significant barrier for health care in poor resource settings like Nigeria.

Surgical cancellations naturally extend the time patients have to wait before having surgeries
performed. In this study, the median waiting time was determined to be 31 days, with a range of 1-1,958 days.
Currently, no international consensus in relation to what constitutes either optimal or excessive waiting times for
elective surgeries exist, but several European countries have recently began setting targets of either three
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months or six months for maximum waiting times. However, in some of these countries, mean waiting times for
elective surgeries is in excess of six months and maximum waiting times have stretched into years.®

A number of policies to tackle elective surgical waiting times can be found in health economics
literature, and have been categorized as those acting on the supply of elective surgery, policies affecting the
demand for elective surgery and interventions impacting directly on waiting times.*3*

Demand-Side Policies

The demand for elective surgery in the public health sector may be influenced by available health
technologies (which determine the range of conditions that can be treated), the health status of the population
and the people’s expectations from the health system. Divers financial incentives can also affect the demand for
elective surgery in public health care facilities, and may include the level of cost sharing by patients, prices of
surgeries in the private sector and the extent of private health insurance coverage available. Demand-side
policies are considered when the volume of surgery is adjudged to be optimal, yet waiting times remain
unacceptably high, and may include triaging by prioritization of patients by needs, redirecting demand to the
private sector from the public and enhanced uptake of private health insurance through government
subsidization of private health insurance coverage.

Prioritization of patients by triaging

The policy option can assume the form of prioritization guidelines that equitably identifies who should
wait, based on objective criterion such as allocating patients into classes and homogeneous groups having
similar waiting times. Alternatively, the sorting of cases can be premised on the severity of patients’ conditions,
expected need, expected benefits, or urgency, determined by decay rate of the disease condition, or time already
spent on the waiting list. These criteria have been used to develop less formal prioritization systems as high or
low priority and very urgent, urgent or non-urgent disease states.**> More stringent and formalized systems of
prioritization can be generated based on an explicit scoring approach, which assigns a score to the need of each
patient, such as the nationally consistent clinical assessment strategy adopted by New Zealand or the waiting list
project, in Canada.’

Government subsidization of private health insurance

Government can subsidize private health insurance for its citizens as an incentive for people to buy
more private health insurance schemes. By this strategy, there is the potential to shift from public demand for
elective surgery through substitution effect to private demand for surgery, and lowering of waiting time.®

Supply Side Policies

Supply-side strategies to reduce elective surgical waiting times are deployed when the volume of
surgery is considered inadequate for demand. The supply of elective surgery is determined by a combination of
public and private surgical capacities and the productivity with which the capacities are put to. Therefore,
supply-side policies that have proven effective in dealing with waiting times have been classified broadly into
three categories.*®® These are policy levers that increase the productivity of public hospitals, those increasing
surgical capacities in both public and private sectors and policies that work directly on waiting times.

Increasing productivity of hospitals
Funding extra activity

Public hospitals in Nigeria are funded through fixed annual budgets. Therefore, government may tackle
high waiting times by providing extra-funds to hospitals to facilitate performance of extra activity for a fixed
capacity. This measure could raise institutional productivity in terms of numbers of treatments per surgeon or
increased hospital beds occupancy rates. When adopted, the approach should aim to provide incentives to boost
supply and control surges in demand for surgery by maintaining a high clinical threshold for surgical
admissions.*!’

Activity Related Payments (Performance based funding) for public hospitals

Fixed budgets for organizations provide poor incentives for enhanced organizational productivity,
because production managers are mindful of the fact that higher activity leaves total revenues unchanged, and
greater ingenuity to raise productivity goes unrewarded. Structuring budgetary allocation around activity levels
should stimulate more intensive use of existing hospital capacity to raise productivity. This approach would
mean higher revenues following higher activities and consequently, waiting time reduction. England, Denmark
and Norway have recorded waiting times reduction with this policy approach.®*
Reforming contracts of hospital specialists’ remuneration
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Nigerian surgeons employed in public sector of the economy are salaried. This payment mechanism in
an atmosphere where there are no strict gatekeepers at tertiary hospitals makes doctors comfortable with
lowered activity, quieter life with no adverse impact on their salaries. A complementary, but competitive fee-
for-service payment of surgeons may improve access to faster operations and shorter queues.* Two main
approaches have been employed in other climes. The first is to provide rewards for specialists who attain
targeted output levels, or in terms of reductions in predetermined waiting times. Surgeons whole fail on targets
are penalized. The second approach seeks to deal with conflict of interest in publicly paid surgeons by requiring
the insertion of exclusivity agreement between the government and specialists. This arrangement limits the
extent to which government employed surgeons can run parallel practices (working in publicly and privately
funded institutions at the same time), as allowing dual practice by salaried public surgeons may offer perverse
incentive for some surgeons to lengthen public queues, while boosting the demand for their private
practices.*"*2** Mot found that in the Netherlands the replacement of specialists’ fee-for-service payments with
fixed budget payments reduced on average the admissions rate and increased the waiting times for surgery.*
Also, systems of paying surgeons is likely to influence their productivity and evidence suggests that payment
premised on fee-for-service deliver more surgical procedures than when physicians are salaried.’

This approach seeks to improve individual surgeon’s efforts and productivity through linkage of a
surgeon’s remuneration to increased activity or reduction in waiting times.

Raising the use of day-surgery

Where hospitals have taken steps to encourage day surgery, for a fixed endowment of bed spaces,
adoption of less invasive surgeries can increase the volume of surgical treatments undertaken and free up
hospital beds and corresponding reduction in waiting times. A number of OECD countries have had remarkable
improvements in the waiting times of surgical units, through raising the levels day surgeries.***

Funding extra capacity in the public sector

Capacity building can take the form of increasing the number of doctors, or increasing public hospital
beds. Capacity improvement in terms of increased numbers of beds and quantity of surgeons has been associated
with lower waiting times.***® The construction of additional hospitals can also be adopted as a long term
intervention to expand the volume of services to meet demand for elective surgery. Increasing the number of
beds and specialists can improve public hospitals capacity can lower waiting times substantially.***

Policies affecting both demand and supply of elective surgery

Policies acting directly on waiting times include maximum waiting-times guarantees, financial and
non-financial incentives and management of waiting time list.
Maximum waiting time guarantees

This strategy ensures that patients do not wait beyond a specified period of time before getting
operated.”® Guarantees may be unconditional, if they cover all patients or conditioned to cover only patients
with higher needs. Waiting time guarantees usually make statements such as a particular percentage of cases
must be treated within a given time period.

Financial and non-financial incentives to reduce waiting times

These policies will aim at rewarding hospitals and surgeons directly, financially or non-financially for
achieving reductions in waiting times. The policies contrasts policies which allocate more resources to hospitals
with higher waiting times, on the assumption that higher waiting time may indicate higher need. Rewards will
lower waiting times through better management and higher efficiency. Financial incentives can be in the form of
premiums and bonuses, while non-financial incentives may be enhanced management autonomy.’*2

Improving management of waiting list

This strategy may involve organizational and structural changes and process improvement and aim to
eliminating inefficiency in the management of waiting lists, through the introduction of measures such as pre-
admission and admission services that serve to optimize the health of patients before admission for surgeries.
This helps to avoid surgical cancellations and extension of waiting arising from pre-admission factors. Other
waiting time management approaches may include optimization of theatre scheduling, education of patients and
their families about hospital procedures and computerization of patients’ records. Where applied, these measures
have yielded overall efficiency gains.’®'’ One pre-requisite for the development and evaluation of policies is the
collection of an adequate database. Investments in improving the quality of administrative database on waiting-
times to track data to inform waiting time policy can also be undertaken
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Practically, no one policy approach has been adopted in isolation, but a combination of approaches,
such as a smooth blend of maximum waiting-time targets, additional activity and changed incentives have
proven effective in waiting time reduction in several European countries.*®

V. CONCLUSION

The absence of formalized waiting time regime for health care services utilization in Nigeria and hence,
excessively long waiting for publicly provided elective surgery is a serious public health concern. Demand-side
factors account for the highest incidence of surgical cancellations and consequently, waiting times. The Nigerian
government must innovate policies to tackle long waiting times, which should particularly target demand, but
supply sides policies can also be adopted. However, the biggest gains in reducing waiting times and improving
hospitals performances and consumer satisfaction would be a multi-prong approach that blends both demand
and supply measures that consistently serve their purpose, rather than fragmented vertical approaches. This
approach may potentially strengthen public health system, while also improving consumer satisfaction (in terms
of quality and value) and consequentially, sustained health care services utilization.
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