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Results of Literature Review
Many health systems have a limited use of prices to give access 
to health services at the widest share of citizen possible. 
However, in a world with resource constraints on the supply 
side, this appreciable aim leads to an excess of demand. Waiting 
time becomes an implicit nonmonetary rationing instrument 
to maintain equilibrium for supply and demand for health care 
services. Waiting times are an issue in many countries,1 exces-
sive waiting for treatments may deteriorate patient’s health sta-
tus and reduce treatment effectiveness potentially, becoming a 
barrier in the access to health care services.

Landi, Ivaldi, Testi 2018 run an extensive literature review 
on the topic.2 The review were conducted from 2002 to 2017. 
Twenty-eight over 612 articles identified met the criteria (see 
the criteria in the original article2). More than half of the stud-
ies were published after 2012 highlighting the growing interest 
on research about socioeconomic disparities in waiting times.

Waiting time inequalities are of interest for several profes-
sional figures: doctors, politicians, economists, and sociologists. 
Different journals and authors from different research field 
have studied the topic. As shown in Figure 1, medical journal 
collected 14 studies, economics 7, and sociopolitical 6. 
Therefore, we have half articles in social science journals and 
half in medical journals.

Furthermore, it is interesting to note the type of health ser-
vices studied. Elective surgeries are the most analyzed service 
with 19 papers, that is the main attention have been devoted to 
this type of health service (see Figure 2). Specialist visit with 4 
articles is the second type of service. Among surgeries, the 
main focus has been on Orthopedic surgeries (9 studies; see 
Figure 3), in particular knee and hip replacement (5 over 9). 
Surgeries in Oncology, Ophthalmology, and pediatrics were 

explored with 2 studies each. Then there are studies that put 
together a wide range of elective surgery types studyng them as 
a unique sample.

Waiting time to be equitable should be related only to the 
health need, people with the same health need have to wait the 
same time, without any difference due to socioeconomic status. 
The literature review showed the existence of a relationship 
between waiting time and socioeconomic status.2-10 Only 7 of 
27 works did not find a relationship between the 2 domains.

Definitions of Waiting Time
The concept of waiting time can be measured in different ways. 
Usually it is the time (number of days, weeks, or months) before 
receiving the service according on the start and end point cho-
sen or available (ie, out-patient waiting time = time elapsed from 
the date of general practitioner (GP) referral to the date of 
specialist assessment; in-patient waiting time = time elapsed 
from the specialist addition in the list to treatment or the sum 
of the 2 above that is referral-to-treatment waiting time, that is, 
the time elapsed between family doctor referral to treatment).

In authors’ opinion, it is interesting to include in the debate 
a different approach, that is, the notion of excessive waiting 
time with respect to patient’s need. The approach starts form 
the fact that having a certain amount of waiting time is physi-
ological, what is negative is excessive waiting time where 
patient’s health start to be at risk of deterioration. Waiting 
times should be compared with a fixed time threshold based on 
clinical urgency criteria within which it is necessary to be cured 
to avoid a heavy deterioration in health. In these cases, waiting 
times are measured as the number waited over the clinical 
threshold identified or the percentage of people treated beyond 
the threshold of being at risk.
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The Italian Case Study Results
Besides the literature review, the authors developed an empiri-
cal analysis on 3 different health services in Italy: specialist vis-
its, diagnostic tests, and elective surgeries.2

The contribution of this study to the literature resides in the 
simultaneous analysis of 3 different health services. It is impor-
tant to evaluate disparities in service of different levels of sever-
ity (ie, primary care and secondary care) in the same set of space 
and time. In the case study, the authors found higher disparities 
in primary care services in particular specialist visits and diag-
nostic tests, whereas for elective surgeries they were minimal. 
The results for primary care showed the presence of a socioeco-
nomic gradient over the risk to experience excessive waiting 
times; education and economic resources are the 2 main varia-
bles that affect waiting times. It was not the case for elective 
surgeries where significative disparities were not detected.

On one hand, the result is a good achievement because it 
can indicate the ability of the health system to avoid socioeco-
nomic inequalities for high relevant health interventions, as 
surgeries, which impact relevantly patient’s health status. On 
the other hand, we need to consider the complete patient path-
way; in fact before deciding for a surgery, a patient usually 
requires specialist visits and diagnostic tests. Inequalities could 
amass during the clinical pathways; therefore, although in the 
literature the main focus was on elective surgeries, the results 
suggest to investigate also primary services as diagnostic tests 
and doctor visits.

Another point of interest is the relative importance of educa-
tion and economic resources in affecting waiting time disparities. 

Using both logistic regression model and classification trees, the 
empirical results suggest that education has a role beyond 
income. In decision trees analysis, people within the same eco-
nomic resources segment but with a better education seem to 
have a lower risk of suffering excessive waiting times. The result 
is in line with other works that underlined the role of both 
income and education.6,8

The Italian Case Study Results
There is no clear reason on the mechanism producing dispari-
ties. Socioeconomic gradient can be due to a sort of “power” of 
advocacy, made up of abilities due to a better education or 
higher economic resources. Resuming hypothesis stated in the 
literature, well-educated and affluent people achieve lower 
waiting times because they are able (1) to keep up with health 
organizations; (2) to explain better their personal health situa-
tion to the doctor, getting the right priority; (3) to compliance 
with the systems going to the appointments, they may have a 
lower probability of missing scheduled appointments (which 
would increase the waiting time);6,8 (4) to interact with the sys-
tem in an active way getting more information; (5) to exercise 
pressure in case of undue delay; and (6) to use private service 
when public sector are not able to satisfy their needs. Another 
potential reason is that unobserved factors correlated with 
income and education have an influence on waiting time. For 
instance, individuals with higher socioeconomic status may 
have lower search costs because of better informed networks 
and use them to have higher priority.8

Potential Policy Interventions
In this context, policy interventions should face 2 main 
domain. (1) First, from an economic and policy viewpoint, 
waiting times not only depend on resources devoted to health 
care but also on those assigned to economic and education. 
Improving general socioeconomic conditions could affect 
positively waiting times and therefore health status of citi-
zens. (2) Second, it is necessary to implement practical inter-
ventions able to have effects in the short time. Starting from 
the hypothesis presented above, the interaction between 
patient and the system is a key point. There is a sort of co-
production between these 2 actors. 

Figure 1.  Number of studies per journal scientific area.

Figure 2.  Publication for type of health service analyzed.

Figure 3.  Publications per type of surgery.
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It is an intrinsic process of interaction between any service 
organization and its service users at the point of delivery of a 
service. Co-production challenges the assumption that health 
service users are passive recipients of care. The user’s contribu-
tion as a co-producer it is unavoidable and moreover it is cru-
cial to the performance of a service. In healthcare services the 
relationship between clinicians and patients is crucial. 

The clinician has knowledge of diagnosis, treatment options 
and prognosis and the client knows about the experience of ill-
ness, social circumstances, and personal preferences. The contri-
bution of each participant is important. Organizational changes 
need to enhance  this relationship giving at the clinicians the 
tools to build the doctor–patient relationship, open the discus-
sion, understand better the patient’s perspective. Patient’s ability 
to coproduce is a function both of their own capacities (depend-
ing on socioeconomic status) and the relative complexity of the 
task. Implementing practical interventions mean to face the 
second point, trying to enhance patient’s ability to keep up with 
the health system lowering the relative complexity of the task. 
More on these topics need to be studied.

Conclusions and Recommendations
In conclusion, in a system with no or limited price, waiting 
times are not avoidable. The key point is to have the right wait-
ing time according to patient need. Individuals with the same 
problem or health status should wait the same regardless of 
their education or economic resources. Severity has to affect 
waiting time and not socioeconomic status. Given the struc-
tural presence of waiting times, it is important to underline as 
disparities could be evaluated using the concept of excessive 
waiting times. Having a certain amount of waiting time is 
physiological; the real problem is excessive waiting time where 
patient’s health start to be at risk of deterioration. The notion 
of excessive has to be derived from clinical evidences for each 
type of health services. Further work should be done to evalu-
ate socioeconomic disparities in the context of excessive wait-
ing time.

Future research on the topic, where possible, should evaluate 
disparities in service of different levels of severity (ie, primary 
care and secondary care) in the same set of space and time. 
Every health services can suffer different levels of disparities 
with different mechanisms producing them. Landi et al2 found 

that inequalities are higher for primary care. Growing the com-
plexity of the health service disparities were lowering. This 
hypothesis needs to be tested in other contexts. Moreover, 
future works should be devoted to evaluate the total amount of 
waiting time citizens face throughout all clinical paths, from 
primary care to secondary care. Last but not least, future stud-
ies should analyze other characteristics affecting waiting time 
such as the administrative area/region where the patient lives, 
the local health authority, the number of GPs in the area, and 
others to understand whether organizational/administrative 
factors may be more or less important than individual charac-
teristics in determining disparities in waiting times.
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