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Abstract
This paper examines the contentious issue of using contracted surgical facilities (CSFs) for 
scheduled eye surgeries within Canada’s publicly funded healthcare system. Despite the 
debate over the use of CSFs, there is a stark lack of Canadian-focused empirical evidence to 
guide policy decisions. This paper uses the Organisation for Economic Co-operation and 

DISCUSSION AND DEBATE



[34] HEALTHCARE POLICY Vol.19 No.3, 2024

R. Trafford Crump et al.

Development’s healthcare system performance conceptual model – access, quality and cost/
expenditures – as a framework to explore the debates surrounding CSFs. It highlights the 
mixed evidence from international studies and proposes recommendations for policy mak-
ers to ensure equitable access, maintain high-quality care and achieve cost-effectiveness. The 
paper underscores the necessity for informed policy making supported by robust empirical 
research, stakeholder engagement and continuous policy evaluation to address the challenges 
posed by the integration of CSFs into Canada’s healthcare landscape.

Résumé
Ce document examine la question litigieuse de l’utilisation des établissements chirurgicaux 
sous contrat (ECC) pour des chirurgies oculaires planifiées au sein du système de santé 
public du Canada. Malgré le débat sur l’utilisation des ECC, il y a un manque flagrant de 
données sur le contexte canadien pour guider les décisions politiques. Ce document emploie 
le modèle conceptuel de performance de l’Organisation de coopération et de développement 
économiques – accès, qualité et coût/dépenses dans le système de santé – comme cadre pour 
explorer le débat entourant les ECC. Il met en évidence les preuves mitigées tirées d’études 
internationales et propose des recommandations aux décideurs pour assurer un accès équi-
table, maintenir des soins de haute qualité et atteindre la rentabilité. Le document souligne 
la nécessité d’élaborer des politiques éclairées appuyées par de solides recherches, par la 
mobilisation des intervenants et par une évaluation continue pour relever les défis posés par 
l’intégration des ECC dans le paysage des soins de santé au Canada.

Introduction
The demand for “elective” (i.e., scheduled) eye surgery in Canada outstretches the available 
supply of surgical resources, including operating rooms, ophthalmologists, anesthesiologists 
and nursing care. The insufficient supply of scheduled eye surgeries is evident by the length 
of time it takes patients to receive their surgery. For example, in Alberta patients wait, on 
average, 17.7 weeks for non-urgent cataract surgery and 13.0 weeks for “[o]ther interventions 
on the eye” from decision to surgery to the delivery of the actual service (Government of 
Alberta n.d.). In Ontario, the average wait time is 20.2 and 10.1 weeks,1 respectively (Ontario 
Health 2023). Whether these wait times are appropriate is beyond the scope of this article; 
they are merely provided as evidence that the demand for these surgeries outstrips the avail-
ability of supply. 

The demand for eye surgery is not expected to abate. The demand for cataract surgery 
in Ontario is estimated to more than double in the next 25 years (Hatch et al. 2012). This 
growing demand can be explained by an aging population, reduced thresholds of visual 
impairment warranting surgery, increased frequency of repeated eye surgery and higher 
expectations of patients for better vision (Erie 2014).

The insufficient supply of resources for scheduled eye surgeries is an issue for health 
ministries and regional health authorities because the length of time spent waiting for these 
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surgeries is widely reported in the media and used as an indicator for the performance of 
provincial health systems. Some provincial policy makers have turned to contracting with 
private, for-profit surgical facilities (i.e., contracted surgical facilities [CSFs]) (Government 
of Alberta 2022; Monga 2023). The use of CSFs is a contentious issue in Canada, and it is 
often difficult to parse fact from fiction. In this article, we aim to frame the issues underlying 
the contention, highlight relevant empirical evidence and recommend solutions to make more 
informed decisions regarding the use of CSFs in the Canadian context.

What Is the Debate Over CSFs?
The use of CSFs to provide publicly funded surgeries is not new in Canada. Several prov-
inces have contracted scheduled eye surgeries with CSFs for years. Health regions in Alberta 
and British Columbia, for example, have been contracting out cataract surgery since the 
1990s (Adams 2003; Armstrong 2009; Kent 2020). Since that time, provincial governments 
have passed legislation that specifies how CSFs can comply with the Canada Health Act 
(1985) (Allin et al. 2020).

More recently, several health authorities (i.e., provincial health ministries or health 
regions) have announced additional agreements with CSFs to perform scheduled eye surger-
ies paid for by the respective provincial health insurance plans, and remain free to patients. 
These agreements have been motivated by the growing backlog of patients waiting for their 
scheduled eye surgeries.

Heated debates over the use of CSFs – for all types of surgery, not just eye surgeries – 
in Canada’s publicly funded healthcare system have been going on for decades. The issue 
was given consideration during the Commission on the Future of Health Care in Canada 
(i.e., The Romanow Commission) (Deber 2002). To characterize these debates, we have 
adopted the framework for healthcare system performance measurement developed by the 
Organisation for Economic Co-operation and Development. While originally designed to 
facilitate comparisons of healthcare quality across systems (Arah et al. 2006), it has been 
updated to more broadly compare health system performance (Carinci et al. 2015). It is one 
of the few frameworks that includes the importance of core services (e.g., elective surgery) in 
defining health system performance and, therefore, provides an appropriate foundation upon 
which we can frame the debate (Busse et al. 2019). The framework defines performance 
through the following three dimensions: 

1.	 Access. Do patients have equitable access to scheduled surgeries, irrespective of their 
medical complexity, ability to pay or geographic location? Some argue that CSFs cream 
skim or cherry-pick patients, taking those that are less complicated and leaving the more 
difficult patients for the public system (Armstrong et al. 2000; Friends of Medicare 
2019; Mehra 2017). Proponents of their use, however, argue that CSFs open surgical 
capacity in publicly administered hospitals to deal with more urgent or complicated pro-
cedures (Scholl and Bhandari 2022).
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2.	 Quality. Are the desirable outcomes from scheduled surgeries achieved? Are they 
provided in an appropriate and safe manner? Are the providers of these surgeries patient-
centred? Critics of CSFs argue that there is a profit motive that leads these providers to 
cut corners, which results in poorer quality of care (Armstrong et al. 2000; Friends of 
Medicare 2022). 

3.	 Cost/expenditures. Establishing whether health authorities receive good value for their 
spending on CSFs is complex as the concept of value incorporates measures of access, 
quality and price over short-term and long-term horizons. Relevant to elective sur-
gery, this includes the cost of labour or, more specifically, the cost of nursing services. 
Proponents claim that CSFs are more cost-efficient at delivering surgeries (Miller and 
Shingler 2022). Critics argue that CSFs “poach” nurses from public hospitals, ultimately 
weakening publicly funded healthcare models (ONA 2023; Payne 2023a). Feeding this 
debate is the perception that CSFs offer better pay and daytime shifts to nurses com-
pared with public hospitals (Payne 2023b). Others counter this argument claiming that 
this could put pressure on provincial governments to seek nursing staff from agencies 
or pay up at the negotiating table with unions (“Health Coalition Vows to Fight” 2022; 
The Canadian Press 2023), which possibly eliminates any cost savings offered by CSFs. 

What Does the Empirical Evidence Tell Us?
Despite the history with and debate over CSFs for scheduled eye surgeries, there is no 
Canadian-focused empirical evidence regarding whether CSFs offer the same access, qual-
ity or value to the taxpayer that public hospitals do. As a result, policies are being made in a 
vacuum – void of any evidence – leaving only opinion and rhetoric to fill.

There are some empirical studies regarding the use of CSFs for scheduled eye surger-
ies from other countries with universal healthcare systems. There have been no systematic 
reviews conducted on this topic, and there have been no studies conducted in a Canadian 
setting. With the weak base of evidence, one must be cautious when generalizing the results 
of these studies to the Canadian context. Differences in insurance systems, performance 
measurements and restrictions on healthcare providers make direct generalizations difficult 
(Holom et al. 2018).

Below, we have attempted to summarize the studies we could find comparing public 
versus private delivery of scheduled eye surgeries in universal healthcare systems. This is not 
intended to be a comprehensive review, rather it is intended to demonstrate the mixed evi-
dence that has been published on the topic. 

	• Access. Browne et al. (2008) reported that patients undergoing cataract surgeries 
at private facilities in the UK’s National Health Service (NHS) tended to be 
healthier with less severe cataracts compared to those undergoing the same 
surgery in public hospitals. Similarly, Solborg Bjerrum et al. (2015) observed 
that patients receiving surgery in Denmark’s private facilities were younger 
and healthier. These results, however, cannot be assumed to demonstrate 
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cherry-picking by private facilities; as Browne et al. (2008) noted in their 
paper, having the less complicated patients treated at private facilities was the 
underlying intent of contracts.

	• Quality. Two studies reported that patients who underwent cataract surgery 
at private facilities in western Australia and Denmark were at greater risk for 
post-operative endophthalmitis compared to those undergoing the same surgery 
at a public hospital (Li et al. 2004; Solborg Bjerrum et al. 2013). Browne et al. 
(2008) observed that patients treated for cataracts at private facilities in the 
NHS experienced greater post-operative improvements and lower incidence 
of complications. Pager and McCluskey (2004) reported that cataract patients 
in Australia were more satisfied with the pre-operative information and post-
operative experience surveys if they underwent surgery in a private facility. 

	• Cost/expenditures. Kruse et al. (2019) reported that private facilities in the 
NHS provided more “value” (p. 1357) – defined as patient-related outcomes 
relative to costs – for cataract care as compared with public hospitals. However, 
these findings were disputed a year later by Tulp et al. (2020), who reported 
no evidence that private facilities in the NHS outperform public hospitals on 
quality or price for eye surgery.  
	 In terms of nurses leaving the public system for CSFs, there is very little 
empirical evidence investigating such occurrences. Chan et al. (2013) conducted 
a qualitative study on nurses in Hong Kong who had made such a move, 
revealing multifactorial motivations. However, this study only involved  
12 nurses, and the prevalence of nurses leaving the public system for CSFs  
was not discussed.

What Are the Recommendations?
The limited empirical evidence on the use of CSFs to perform scheduled eye surgeries in 
Canada has exposed the vacuity to the recent request for proposals made by health authori-
ties. This leads to the pertinent question: How are contracts with CSFs to be evaluated? If 
CSFs are to be used, we offer a number of recommendations for addressing the concepts of 
access, quality and value. 

	• Access. Health regions should designate who receives eye surgeries from CSFs. 
This should safeguard against potential cream skimming by providers and 
ensure equitable access for all patients. To facilitate this, health regions could 
administer a centralized referral system from primary care to ophthalmology. 
Patients would be seen by the ophthalmologist with the shortest wait times, 
irrespective of where they performed their surgery. Alberta Health Services has 
begun testing such a system for referrals to urology and orthopedics (Alberta 
Surgical Initiative n.d.).

The Eye-Opening Truth About Private Surgical Facilities in Canada
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	• Quality. CSFs should be required to provide timely and reliable data on the 
quality of eye surgeries they perform. This means that CSFs would have to 
collect and report the same safety and quality measures collected by public 
hospitals, including reporting to the National Ambulatory Care Reporting 
System or Discharge Abstract Database. Reports should be publicly available 
analogous with public healthcare facilities. The responsibility and costs for 
implementing this data collection should be borne by the CSFs and be part of 
their qualification to bid on contracts with health authorities. 
	 Provinces should create an infrastructure to collect surgical outcomes that 
are important to patients, such as patient-reported outcomes and experience 
measures. To ensure that these outcomes can be compared across settings and 
time, the federal government should offer provinces a targeted transfer of funds 
for developing this infrastructure, just as it has for previous priorities (CMA 
2023). The federal government should also mandate the standards by which 
this data collection needs to be done, again, as it has been done for previous 
priorities (e.g., wait times) (Government of Canada 2012). The responsibility for 
collecting and reporting these data should fall to health regions, hospitals and 
CSFs though possibly funded federally. Such a system would be analogous to 
how hospital and emergency utilization data are currently collected and reported 
(Lucyk et al. 2015). 

	• Cost/expenditures. Health authorities should measure how much scheduled  
eye surgeries in public hospitals cost. Very few public hospitals in Canada 
measure their costs for specific activities, such as eye surgery, although the 
feasibility of the practice has been established at the Kensington Eye Institute 
(Sadri et al. 2021). The price paid to CSFs by health authorities for scheduled 
eye surgeries should be made publicly available. This cost information would 
allow for an apples-to-apples comparison between the two facility types.  
When coupled with our recommendation for collecting patient-reported 
outcomes, health authorities would be able to start understanding 
whether expanding the supply of eye surgeries using CSFs is a good return 
on investment.

Conclusion
The increasing demand for scheduled eye surgeries, a trend likely to be seen across many 
surgical specialties where elective surgery is an effective treatment option, necessitates that 
health authorities considering contracting out some elective treatments to CSFs develop 
and implement policies to manage this increased supply. Contracting out surgical services to 
CSFs is not a new concept, yet provinces should be proactive in determining how to man-
date new reporting and data collection methods and how to measure the value of this policy 
option. We offer several recommendations that could equip health authorities to negotiate 
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smarter contracts with CSFs, rewarding better performance or value. Health authorities  
will also need to monitor the number of nurses attracted to CSFs and assess the impact it 
has on the public system. If this proves to be problematic, policy makers and nursing unions 
may need to focus on creating more competitive working conditions for nurses in the  
public system. The potential impact of these changes on healthcare costs will need to be 
empirically studied. 

Correspondence may be directed to R. Trafford Crump by e-mail at trafford.crump@mcgill.ca.

Note
1. Ontario Health reports specific eye surgeries, rather than Alberta’s global “[o]ther inter-
vention on the eye” (Government of Alberta n.d.). We are referencing the average wait time 
for non-urgent glaucoma (eye pressure-lowering surgery).
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