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SUMMARY 

Introduction 

Being diagnosed with cancer and waiting for treatment are significant sources of 

anxiety for patients. Prolonged treatment wait times can increase the risk of the 

disease progressing to a more advanced stage, increase the severity of the 

prognosis and potentially reduce the chances of a successful treatment.   

Treatment wait times are a major issue in many countries. The availability of 

physical and human resources requires implementing strategies to ensure access 

to cancer treatment within a reasonable timeframe. Many countries have therefore 

instituted standards based on maximum wait times to ensure access to treatment. 

Background to the request 

In 2012, the Ministère de la Santé et des Services sociaux established two cancer 

surgery access targets. These targets are independent of tumour site and disease 

severity: 

 90% of patients requiring oncologic surgery for suspected or confirmed 

cancer are to be operated on within 28 days or less (calendar days); 

 100% of these patients are to be operated on within 56 days or less 

(calendar days), and no patient is to wait for more than 56 days (calendar 

days). 

As at the end of period 5 of the year 2017-2018, the 28-day target had been 

achieved for 68.2% of patients, while the 56-day target had been achieved for 

92.9% of cases. It was observed that some of the patients who were operated on 

after longer waits had less aggressive cancers. It was suggested that, for certain 

types of cancer, surgery could be delayed without adversely affecting patient 

survival. 

The Direction générale de cancérologie asked INESSS if it would be appropriate to 

institute maximum initial cancer treatment wait times that would be adjusted 

according to the tumour site. INESSS was also asked to conduct a review of 

practices at the national and international levels regarding standards for access to 

cancer treatment (surgery, radiotherapy and chemotherapy). 

Methodology 

To determine the relevance of establishing tumour site-based initial cancer 

treatment wait times, we conducted a structured search of the scientific literature. 

The documentation sought included systematic reviews and narrative reviews 

concerning the impact of initial cancer treatment wait times on patient survival or 
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progression towards more advanced stages. It also included health technology 

assessment reports, practice guidelines, and reports from government and 

parapublic bodies on indicators, targets and prioritization systems for initial cancer 

treatment wait times. 

Results 

Impact of cancer treatment wait times on clinical outcomes by tumour site 

Ontario and Saskatchewan have published reports on instituting tumour site-based 

standards for access to cancer surgery. Both of these Canadian provinces 

concluded that acceptable maximum tumour site-based cancer surgery wait times 

could not be determined because of the lack of evidence and the weakness of the 

scientific literature. An update of the scientific literature based on systematic and 

narrative reviews enabled us to identify the methodological limitations of the 

primary studies included in the reviews that make it difficult to interpret the results. 

The conclusions are contradictory and do not show a relationship between cancer 

treatment wait times and the risk of death. It is not possible to define a maximum 

wait time that needs to be respected so as not to cause any harm to cancer 

patients. 

Standards for access to initial cancer treatment 

The standards for access to initial cancer treatment reported in the literature can 

be described in terms of four components: the indicator, the target population, the 

maximum wait time and the access target (%). The indicator is used to define the 

interval between two time points during the care trajectory. It varies according to 

the country or province. Two main categories of standards for access to initial 

cancer treatment were identified both at the Canadian and international levels. 

One category, without prioritization, is intended for an entire population regardless 

of disease severity. A second category, with prioritization, is intended for patient 

populations classified according to disease severity and the degree of treatment 

urgency. An complementary category involves standards for access to treatment in 

the form of clinical pathways that are specific to certain types of cancer. Time limits 

are proposed for each stage of patient management. 

Description of the standards for access to cancer treatment in Canada and 

other countries 

The examination of the available evidence showed that the standards for access to 

initial treatment instituted by the different government bodies are heterogeneous. 

Each province and country has adopted its own standards for access to cancer 

treatment. For the government bodies that have opted for access standards 

without prioritization, the maximum wait times established vary and are based 

mainly on expert opinions and recommendations. Certain countries and provinces 

have set access targets, an access target being a minimum percentage of patients 



 3 

who are to be treated within the prescribed time limit, which gives the medical 

team a certain amount of leeway for assessing the priority of a given case. A non-

priority case might not be treated within the maximum wait time in order to give 

priority access to cases deemed urgent. For countries and provinces that have 

instituted standards with prioritization, the priority levels vary and are determined 

according to the medical team's judgment. 

Certain countries and provinces have defined clinical pathways specific to certain 

types of cancer in order to facilitate access to care and to ensure that patients are 

managed within an acceptable timeframe. Clinical pathways are based in part on 

clinical practice guidelines. However, few practice guidelines contain 

recommendations for maximum initial treatment wait times. 

Conclusion 

It is important to implement strategies for ensuring access to cancer treatment 

within a reasonable timeframe. Because of the disparities between and the poor 

quality of the available studies, it is difficult to determine maximum tumour site-

based wait times. Other strategies for managing access to cancer treatment have 

been developed. 

The review of the systems used by the different government bodies led to the 

identification of four components that need to be defined in order to establish 

standards for access to initial treatment: the indicator (or the measured time 

interval), the target population (with or without prioritization), the maximum wait 

time and the access target. However, because of the lack of uniformity in the 

definitions of indicators and the variability in the recommended maximum wait 

times, which are based on expert consensus, it cannot be shown that any 

particular system is superior. 
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