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Prioritization and willingness to pay for bariatric
surgery: the patient perspective

Background: Access to publicly funded bariatric surgery is limited, potential candi-
dates face lengthy waits, and no universally accepted prioritization criteria exist. We
examined patients’ perspectives regarding prioritization for surgery.

Methods: We surveyed consecutively recruited patients awaiting bariatric surgery
about 9 hypothetical scenarios describing patients waiting for surgery. Respondents
were asked to rank the priority of these hypothetical patients on the wait list relative
to their own. Scenarios examined variations in age, clinical severity, functional impair-
ment, social dependence and socioeconomic status. Willingness to pay for faster access
was assessed using a 5-point ordinal scale and analyzed using multivariable logistic
regression.

Results: The 99 respondents had mean age of 44.7 ± 9.9 years, 76% were women,
and the mean body mass index was 47.3 ± SD 7.6. The mean wait for surgery was 34.4
± 9.4 months. Respondents assigned similar priority to hypothetical patients with
characteristics identical to theirs (p = 0.22) and higher priority (greater urgency) to
those exhibiting greater clinical severity (p < 0.001) and functional impairment
(p = 0.003). Lower priority was assigned to patients at the extremes of age (p = 0.006),
on social assistance (p < 0.001) and of high socioeconomic status (p < 0.001). Most
(85%) respondents disagreed with payment to expedite access, although participants
earning more than $80 000/year were less likely to disagree.

Conclusion: Most patients waiting for bariatric surgery consider greater clinical
severity and functional impairments related to obesity to be important prioritization
indicators and disagreed with paying for faster access. These findings may help inform
future efforts to develop acceptable prioritization strategies for publicly funded
bariatric surgery.

Contexte : Les régimes publics donnent un accès limité à la chirurgie bariatrique; les
candidats potentiels font face à des attentes prolongées et il n’existe pas de critères de
priorisation universellement acceptés. Nous avons analysé le point de vue des patients
relativement à la priorisation des candidats à la chirurgie.

Méthodes : Nous avons recruté consécutivement des patients en attente de chirurgie
bariatrique et nous les avons interrogés au sujet de 9 scénarios hypothétiques
décrivant des patients en attente de chirurgie. Nous avons demandé aux répondants de
classer ces patients hypothétiques par ordre de priorité sur la liste d’attente par rap-
port à la priorité de leur propre cas. Les scénarios présentaient des variations d’âge, de
gravité de l’état clinique, d’atteintes fonctionnelles, de dépendance sociale et de statut
socioéconomique. Nous avons déterminé au moyen d’une échelle ordinale en 5 points
si les patients étaient disposés à payer pour accéder plus rapidement au traitement et
nous avons analysé les réponses par régression logistique multivariée.

Résultats : Les 99 répondants avaient en moyenne 44,7 ± 9,9 ans, 76 % étaient des
femmes dont l’indice de masse corporelle moyen était de 47,3 ± 7,6. Le temps d’at-
tente moyen pour la chirurgie était de 34,4 ± 9,4 mois. Les répondants ont assigné une
priorité similaire aux patients hypothétiques dont les caractéristiques étaient iden-
tiques aux leurs (p = 0,22) et une priorité plus élevée (urgence supérieure) à ceux qui
présentaient un état clinique plus grave (p < 0,001) et une détérioration fonctionnelle
plus prononcée (p = 0,003). Une priorité moins grande a été assignée aux patients qui
se trouvaient aux 2 extrémités de l’éventail des âges (p = 0,006), aux bénéficiaires de
l’aide sociale (p < 0,001) et aux personnes de statut socioéconomique élevé (p < 0,001).
La plupart des répondants (85 %) se sont exprimés contre le paiement pour accélérer
l’accès, même si les participants qui gagnaient plus de 80 000 $ par année étaient
moins enclins à s’y opposer.
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E xtreme obesity (body mass index [BMI] ≥ 35) in
Canada has increased in prevalence by 400% over
2 decades and is rising at a disproportionately faster

rate than lesser degrees of obesity.1,2 Clinical practice
guidelines recommend that bariatric surgery be considered
for extremely obese patients refractory to nonsurgical ther-
apy.3 Patients who have a BMI of 35–39.9 and a major
 obesity-related comorbidity or a BMI of 40 or higher are
considered eligible for surgery.3 Surgery reduces weight by
approximately 35% and 15-year mortality by 30%, sub-
stantially decreases obesity-related comorbidity,3–5 im -
proves quality of life, and is cost-effective.6,7

On the basis of these data, use of bariatric surgery has
risen dramatically. Between 1998 and 2008, the annual num-
ber of procedures performed worldwide increased 8-fold.8 In
Canada, the number of publicly funded bariatric surgeries
performed annually has increased 12-fold to 1882 pro -
cedures over 2 decades.9,10 Despite this trend, demand for
surgery greatly exceeds supply.11 An estimated 1.5 million
adults in Canada meet guideline-concordant eligibility cri -
teria for surgery; however, less than 1% of these patients
access surgery annually within the publically funded health
care system, and wait times average 5 years.11,12

Even if future surgical capacity is dramatically increased,
only a very small proportion of eligible candidates will be
able to access surgery, and a dilemma exists in terms of how
to optimally allocate this scarce resource.11,13 Currently, no
universally accepted prioritization criteria exist. In Canada,
eligible candidates are placed in the queue on a first come,
first served basis. Critics of this method of allocation con-
tend that it ignores other relevant prioritization indicators,
including greatest need or capacity for benefit, and that it
is subject to manipulation if patients are placed on multiple
wait lists.14 With limited evidence to guide selection, ensur-
ing transparency and consistency in the triage process is
important, and the viewpoints of all key stakeholders
require consideration. The objective of this study was to
examine the perspectives of patients approved for and
awaiting surgery to identify the factors they feel to be key
prioritization indicators for bariatric surgery.

METHODS

Participants and setting

We invited all consecutive adult (age ≥ 18 yr) patients in
the Adult Specialty Clinic of the Edmonton Weight Wise
regional obesity program who were approved for and

awaiting bariatric surgery between Nov. 1, 2010, and Mar.
30, 2011, to participate in this study. This clinic delivers
medical and surgical obesity treatment to patients with a
BMI of 35 or higher (approximately 125 000 adult
patients within a catchment area of about 1.5 million).15

Annually, approximately 800 new referrals are processed
and 200–250 bariatric surgeries are performed. During the
study period, 1050 patients were added to the wait list.

New referrals are placed in the queue from the date of
initial processing, and patients enter the clinic on a first
come, first served basis. All patients undergo multidisci -
plin ary obesity evaluation and receive medical manage-
ment (e.g., intensive lifestyle modification, mental health
assessment, screening for obstructive sleep apnea and eat-
ing disorders, physiotherapy and social worker assessment
if needed), which may take 3–12 months. Patients inter-
ested in surgery then undergo multidisciplinary assessment
to determine suitability and, if approved, receive surgery
within 4–6 weeks. Overall, the total time period from the
point of referral to surgery is 2–3 years.

Study sample

The University of Alberta Research Ethics Board ap -
proved the study, and written informed consent was
obtained from each participant. Patients were approached
while attending a preoperative bariatric surgery education
session (2–4 weeks before surgery). Those who consented
completed a survey, which was administered online using
SurveyMonkey.

Survey instrument

A previously published survey used to examine patients’
views regarding prioritization for coronary artery bypass
grafting in the Canadian public health care system was
modified and adapted for use (see the Appendix, available
at cma.ca/cjs).16 Participants were presented a series of
9 hypothetical scenarios. In each, respondents were asked
to rank where they would place the patient depicted in the
scenario in the queue for bariatric surgery relative to
themselves.16 For example, in scenario A, respondents were
asked, “Patient A is at home and is waiting to have the
same obesity surgery procedure as you. Patient A has
waited the same length of time, and has the exact same
symptoms as you. Patient A is also the same age as you and
has the same medical problems. Please rank where you
think Patient A should be on the waiting list compared to
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Conclusion : La plupart des patients en attente d’une chirurgie bariatrique consi -
dèrent que la gravité de l’état clinique et les atteintes fonctionnelles associées à l’obé -
sité sont d’importants indicateurs de priorisation et s’opposent à payer pour un accès
plus rapide à l’intervention. Ces observations pourraient guider une éventuelle mise
au point de stratégies de priorisation pour la chirurgie bariatrique financée par les
régimes publics.
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you.” Respondents were asked to choose one of the fol-
lowing options: 0 = very far behind you, 1 = a little bit
behind you, 2 = your place, 3 = a little bit ahead of you, 4 =
very far ahead of you. The subsequent 8 scenarios exam-
ined variations in the age, clinical acuity, functional im -
pairment, social dependence and socioeconomic status of
the hypothetical patient. Two final questions examined
willingness to pay for expedited surgery by assessing 1) if
the participant agreed that this option should be available
for those who can pay and 2) if the participant would be
prepared to pay to expedite his or her own surgery.
Responses were scored along a 5-point ordinal scale
 ranging from 1 = strongly disagree to 5 = strongly agree.

Statistical analysis

We assigned an integer value ranging from –2 (very far
behind you) to +2 (very far ahead of you) to each  response
about the 9 hypothetical scenarios. A response of “your
place” was assigned a score of 0, indicating an equivalent
place in the queue as the respondent. We then used
Wilcoxon signed rank tests to compare the mean score to
a score of 0. A Bonferroni adjustment was applied to the
conventional p value of 0.05; thus, we considered results to
be significant at p < 0.006 (i.e., 0.05 divided by 9).

We undertook several exploratory analyses. First, we
performed a sensitivity analysis stratified by the age of the
hypothetical patient (20 yr v. 60 yr) to examine the relative
effect of increasing social and physical dependency on pri-
oritization. In this analysis, pairwise comparisons between
scenarios B1–B3 and scenarios C1–C3 were performed.
Second, we performed subgroup analyses to examine varia-
tions in scenario responses by survey respondent age, sex,
BMI, education level and annual income. Third, the we
grouped the “strongly disagree” and “disagree” responses
and the “neutral,” “agree” and “strongly agree’ responses to
create a dichotomous outcome variable, and 2 multiple
logistic regression models were constructed to identify sig-
nificant (p < 0.05) predictors of disagreeing with out-of-
pocket payments for surgery. One model assessed the
probability of disagreeing with faster access for others, and
the second model examined the probability of disagreeing
with expedited access for oneself. Age, sex, BMI, education
level, socioeconomic tertile and time in the queue from in -
itial referral to survey completion were predictors of inter-
est and were forced into each model. All analyses were con-
ducted using SAS version 9.1.

RESULTS

Survey respondent characteristics

Of the 105 patients invited to participate, 99 consented
and completed the survey, for a response rate of 94%. The
mean age of respondents was 44.7 ± 9.9 years, the mean

BMI was 47.3 ± 7.6, and most (76%) respondentes were
women (Table 1). Nearly half (46%) had completed post-
secondary education and 38% had an income of $80 000
or more. The average wait from initial referral to survey
completion averaged 34.4 ± 9.4 months, and the time
spent in the Adult Weight Management Clinic averaged
14.2 ± 7.2 months.

Survey scenario results

The hypothetical patients from the survey are described in
Table 2, and participant responses are summarized in
Table 3 and Figure 1. Respondents assigned a similar
mean priority score to hypothetical patients with charac-
teristics identical to their own (mean score relative to the
respondent’s own position –0.04, Wilcoxon signed-rank
statistic [WSR] –7.0, p = 0.22). Conversely, higher mean
scores were assigned to hypothetical patients exhibiting
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Table 1. Baseline characteristics of survey respondents, n = 99 

Characteristic No. (%)* 

 9.9 ± 7.44 ry ,DS ± naem ,egA

Sex, female 75 (76) 

 3.62 ± 6.431 gk ,DS ± naem ,thgieW

BMI mean ± SD 47.3 ± 7.6 

Education  

 )74( 64 yradnocestsop detelpmoC

Did not complete postsecondary 53 (53) 

Income level†  

< $50 000 29 (29) 

 )22( 22 999 97$–000 05$

≥ $80 000 38 (38) 

Time from initial assessment in the adult 
specialty clinic to approval for surgery, 
mean ± SD, mo‡ 

14.2 ± 7.2 

Time from initial referral to Weight Wise 
to approval for surgery, mean ± SD, mo§ 

34.4 ± 9.4 

BMI = body mass index; SD = standard deviation. 
*Unless otherwise indicated. 
†n = 89 owing to missing responses. 
‡n = 94 owing to missing responses. 
§n = 93 owing to missing responses. 

 

Table 2. Hypothetical patient scenarios included in survey 

Scenario Description 

A1 Exactly the same as respondent 

A2 Recently admitted to hospital with acute illness related to 
obesity 

B1 60 years old 

B2 60 years old, uses wheelchair, receives home care support 

B3 60 years old, unable to get out of bed, living in nursing 
home 

C1 20 years old 

C2 20 years old, married with 4 children, sole income earner for 
family 

C3 20 years old, unmarried, receives social assistance 

D Donated $5 million to the hospital foundation 
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greater clinical severity, as manifested by a recent obesity-
related hospital admission (mean score 0.70, WSR 1269,
p < 0.001), being wheelchair bound and receiving home
care (mean score 0.24; WSR 297, p = 0.003) and being
bed-ridden in a nursing home (mean score 0.30, WSR
297, p = 0.003). Conversely, lower mean scores were
assigned to the hypothetical patient who was 20 years old
(mean score –0.24, WSR –175, p < 0.001), to the one who
was 60 years old (mean score –0.18, WSR –125, p = 0.006),
to the younger patient with no dependents who was
receiving social assistance (mean score –0.22, WSR –110,
p < 0.001) and to the wealthy hospital donor (mean score 
–0.37, WSR –163, p < 0.001).

Survey scenario subgroup analyses

Within the 3 scenarios involving a 60-year-old patient,
respondents prioritized moderate (wheelchair bound/
receiving home care) and severe (bed-ridden in a nursing
home) functional dependence over functional independ -
ence (Table 4; both p < 0.001). The direct comparison
between moderate and severe functional dependence indi-
cated that both were felt to be of equal priority (p = 0.37).
Within the 3 scenarios involving 20-year-old patients,
respondents prioritized the young sole-income earner
with 4 dependents over the unmarried 20-year-old receiv-
ing social assistance and the 20-year-old with no other his-
tory (both p < 0.001; Table 4). No major differences in pri-
oritization scores were identified when subgroup analyses
were performed according to age, sex, education and
income (Appendix, Tables S1 and S2).

Willingness to pay

In all, 85% of the respondents disagreed with the idea of
allowing patients to hasten surgical access through out-of-
pocket payments, and 6% of respondents were uncertain
(Table 5). However, fewer respondents (64%) disagreed
with paying to expedite access for themselves, and 27%
were uncertain.

Results of the multivariable logistic regression models
predicting the probability of disagreeing with payment to
expedite access to surgery are shown in Table 6. The time
spent in the queue was not a significant predictor in either
model. Compared with participants earning less than
$50 000 per year, Those earning $50 000–$79 999
(adjusted odds ratio [OR] 0.11, 95% confidence interval
[CI] 0.03–0.46) and those earning $80 000 or more
(adjusted OR 0.16, 95% CI 0.04–0.65) were less likely to
disagree with paying for faster access for themselves.

DISCUSSION

Respondents indicated that patients waiting for bariatric
surgery should be prioritized based on clinical severity and

functional impairment rather than on the traditional first
come, first served approach. Respondents ranked hypo-
thetical patients at the extremes of age and socioeconomic
status further behind in the bariatric surgery queue than
those of middle age and middle income. Finally, most
respondents were against allowing out-of-pocket pay-
ments to expedite surgery for others or themselves,
although fewer participants disagreed with paying for
faster access for themselves — especially those earning
higher incomes. To our knowledge, this is the first pub-
lished study to examine patients’ views regarding priori -
tization and willingness to pay for bariatric surgery.

The large gap between supply and demand for publicly
funded bariatric surgery has resulted in protracted wait
times for this procedure in Canada and in similarly struc-
tured health care systems throughout the world.11,13,17 Wait
times for bariatric surgery in Canada, which average
5 years, are the longest for any type of surgical treatment in
this country.12 No universally accepted and validated sys-
tems to prioritize patients for surgery currently exist,
although we and others are developing more rigorous
methods that account for more than just weight.18

At least 4 basic ethical principles are considered import -
ant when designing allocation systems for scarce medical
resources.14 These principles include treating people
equally, favouring those with more severe illness, maximiz-
ing total benefits (utilitarianism) and rewarding social use-
fulness.14,19 Of these, we consider the first 3 to be the most
relevant when designing a prioritization system for pub-
licly funded bariatric surgery. None of these principles is
currently being used to guide allocation decisions for
bariatric surgery in Canada. Instead, allocation is on a first
come, first served basis — a method considered to be
inherently flawed because it favours those who can more
easily access medical services.14 Such an allocation system
also fails to incorporate underlying disease severity, future
prognosis or capacity to benefit into the prioritization
process.20 These factors were positively valued by the
respondents of our survey (all Canadian taxpayers), are
commonly included prioritization systems for other med-
ical resources (e.g., transplants, cardiac interventions) and
should be considered in future efforts to define prioritiza-
tion strategies for bariatric surgery.

Respondents disagreed with a pay-for-access system of
allocation, and this finding is consistent with those of other
studies involving Canadians awaiting coronary procedures
and cataract surgery.16,21 Respondents negatively viewed
higher socioeconomic status, placing the hypothetical hos-
pital donor behind them in the bariatric surgery queue.
That stated, respondents who earned higher incomes were
also more likely to consider paying for faster access them-
selves. The role — if any — that a parallel private system
should play in reducing wait times within the public system
remains undefined and understudied but needs to be
explored and understood in greater depth. Clearly, much
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work needs to be done before valid and reliable prioritiza-
tion strategies are available. The views of other key stake-
holders, including health care providers, administrators,
funders and the general public, should also be examined
and then incorporated into a more evidence-based and
stakeholder-informed process for the allocation of the very
scarce resource that is bariatric surgery.

Limitations

This study was performed in a sample of patients ap -
proved for and awaiting bariatric surgery (i.e., who were
near the front of the queue) in a population-based pro-
gram in Canada; in the absence of confirmatory  studies,
the results should be generalized with caution to other
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Table 3. Survey scenario mean scores 

Scenario* 
Mean difference ± SD relative to 

respondent’s own position† 

Wilcoxon 
signed-rank 

statistic p value‡ 

.7– 52.0 ± 40.0– tnednopser sa emas eht yltcaxE :1A 0 0.22 
A2: Recently admitted to hospital with acute illness 
related to obesity 0.70 ± 0.85 1269.5 < 0.001 

B1: 60 years old –0.18 ± 0.66 –124.5 0.006 
B2: 60 years old, uses wheelchair, receives home 
care support  300.0 0.792 08.0 ± 42.0

B3: 60 years old, unable to get out of bed, living in 
nursing home 

 300.0 0.534 69.0 ± 03.0

C1: 20 years old –0.24 ± 0.55 –174.5 < 0.001 
C2: 20 years old, married with 4 children and only 
income earner for family 

 70.0 0.29 07.0 ± 21.0

C3: 20 years old, unmarried, receives social 
assistance 

–0.22 ± 0.58 –109.5 < 0.001 

D: Donated $5 million dollars to the hospital 
foundation –0.37 ± 0.68 –162.5 < 0.001 

SD = standard deviation. 
*Answer scale: 0 = very far behind you; 1 = a little bit behind you; 2 = your place; 3 = a little bit ahead of you; 4 = very far ahead of you. 
†Ranges from –2 to 2; a mean score of 0 indicates that the person in the scenario was ranked at a position identical to that of the respondent; a score above 0 
indicates that the person was ranked ahead of the respondent and a score below 0, behind the respondent. 
‡Tests whether mean is signi!cantly different from 0. The p value for statistical signi!cance set at ≤ 0.006 to correct for multiple comparisons. 
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Fig. 1. Survey responses for Scenarios A–D comparing the mean hypothetical patient ranking to the
respondent’s own position on the wait list for bariatric surgery (*p < 0.006 v. respondents own place in
the queue). A1 = exactly the same as respondent; A2 = recently admitted to hospital with acute illness
related to obesity; B1 = 60 years old; B2 = 60 years old, uses wheelchair, receives home care support;
B3 = 60 years old, unable to get out of bed, living in nursing home; C1 = 20 years old; C2 = 20 years old,
married with 4 children, sole income earner for family; C3 = 20 years old, unmarried, receives social
assistance; D = donated 5 million dollars to the hospital foundation.
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patients on the wait list. As it is possible that the survey
results may vary according to the position of participants
within the queue, it would be important to examine the
opinions of patients who are at an earlier stage in the
referral process, particularly to determine if opinions and

values evolve over time. In addition, we used structured
scenarios to solicit the opinions of study participants, and
the knowledge gained from this study is inherently limited
to the content and context of the questions asked. Future
studies using qualitative methods, such as focus groups
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Table 6. Results of multivariable logistic regression models examining willingness to pay 

Question Predictors (reference category) Coef�cients (SE) OR (95%CI) 

Disagreed or strongly disagreed that 
payment for faster access should be 
allowed* 

 

Age, yr 0.009 (0.03) 1.01 (0.94–1.08) 

Sex, male (female) –0.24 (0.72) 0.79 (0.19–3.25) 

Income    

06.0 )09.0( 15.0– )ry/000 05$ <( ry/999 97$–000 05$  (0.10–3.53) 

60.0( 72.0 )08.0( 23.1– )ry/000 05$ <( ry/000 08$ ≥ –1.30) 

Postsecondary education (< postsecondary) 0.13 (0.67) 1.14 (0.31–4.19) 

BMI –0.06 (0.04) 0.95 (0.87–1.03) 

3.0( 37.0 )93.0( 23.0– margorp WW ni eueuq ni sraeY 4–1.55) 

Disagreed or strongly disagreed with 
paying for faster access for themselves† 

Age, yr 0.004 (0.03) 1.00 (0.95–1.06) 

Sex, male (female) –0.60 (0.60) 0.55 (0.17–1.80) 

Income    

11.0 )37.0( 12.2– )ry/000 05$ <( ry/999 97$–000 05$  (0.03– 0.46) 

40.0( 61.0 )07.0( 18.1– )ry/000 05$ <( ry/000 08$ ≥ –0.65) 

Postsecondary education (< postsecondary) –0.00004 (0.55) 1.00 (0.34–2.93) 

BMI 0.005 (0.04) 1.01 (0.94–1.08) 

3.0( 36.0 )53.0( 64.0– margorp WW ni eueuq ni sraeY 2–1.27) 

BMI = body mass index; CI = con�dence interval; OR = odds ratio; SE = standard error; WW = Weight Wise. 
*Model c-statistic = 0.706. 
†Model c-statistic = 0.717. 

Table 5. Participants' responses regarding the possibility of paying and their willingness to pay 
for expedited surgery 

Response; no. (%) 

eergAniatrecnUeergasiDeergasidylgnortSnoitseuQ  Strongly agree 

Patients who can afford to pay 
for obesity surgery should 
receive their obesity surgery 
faster than those who cannot 
afford to pay 

54 (54.55) 30 (30.30) 6 (6.06) 7 (7.07) 2 (2.02) 

Would you be willing to pay 
extra to avoid having to wait 
for your obesity surgery? 

33 (33.33) 30 (30.30) 27 (27.27) 6 (6.06) 3 (3.03) 

Table 4. Subgroup analysis of survey scenario scores within age strata to examine the effect of 
variations in social and/or physical dependency 

Scenario* Relative rank score ± SD Wilcoxon signed-rank statistic p value† 

100.0<14467.0±24.01B.v2B

100.0<5.74509.0±84.01B.v3B

73.00697.0±60.02B.v3B

100.0<5.24147.0±53.01C.v2C

99.0>5.474.0±10.01C.v3C

100.0<5.741–37.0±43.0–2C.v3C

B1 = a 60-year-old patient who is otherwise identical to the respondent; B2 = a 60-year-old patient who has waited the same length of time 
in the queue with same symptoms as that of the respondent, but uses a wheelchair to move around and receives home care support;  
B3 = A 60-year-old patient who has waited the same length of time in the queue with same symptoms as that of the respondent, but is 
unable to get out of bed and lives in a nursing home; C1 = a 20-year-old patient who is otherwise identical to the respondent; C2 = a 20-year-
old patient who has waited the same length of time in the queue with the same symptoms as that of the respondent, but is married with 
4 children and is the sole income earner for the family; C3 = A 20-year-old patient who has waited the same length of time in the queue with 
the same symptoms as that of the respondent, but is not married and receives social assistance; SD = standard deviation. 
*Answer scale: 0 = very far behind you; 1 = a little bit behind you; 2 = your place; 3 = a little bit ahead of you; 4 = very far ahead of you.
†Tests whether mean is signi!cantly different from 0. 
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and semistructured, in-depth interviews, may provide im -
portant insights and complement our data.

CONCLUSION

This study improves current understanding of how pa -
tients view prioritization for bariatric surgery. Ultimately
our findings and future work should help develop a better
allocation system for bariatric surgery — one that is more
equitable and transparent and acceptable to patients. Until
then, it needs to be acknowledged that the most important
stakeholders — patients awaiting bariatric surgery — are
not well represented in current prioritization strategies and
that their values and beliefs are not necessarily what the
health care system assumes them to be.

Acknowledgements: Canadian Institutes of Health Research (CIHR)
grant number 106572 was the source of funding for this analysis and the
APPLES study. The study sponsor had no role in study design; the col-
lection, analysis, and interpretation of data; or the writing of the article
and the decision to submit it for publication. R.S. Padwal had full access
to the data and takes responsibility for the integrity of the data and
accuracy of the data analysis. R.S. Padwal, S.R. Majumdar, S. Karmali
and A.M. Sharma are supported by an alternative funding plan from the
Government of Alberta and the University of Alberta. S.R. Majumdar
and S. Karmali are supported by the Alberta Heritage Foundation for
Medical Research/Alberta Innovates — Health Solutions. A.M. Sharma
is supported by an Alberta Health Services Chair in Obesity Research
and Management. S.R. Majumdar holds the Endowed Chair in Patient
Health Management of the Faculties of Medicine and Dentistry and
Pharmacy and Pharmaceutical Sciences, University of Alberta.

Competing interests: D.W. Birch is an advisor for Johnson & Johnson
Medical Products and Eithicon Endo-Surgery, Covidien, Baxter and Bard,
and has received teaching honoraria and research funding from Johnson &
Johnson Medical Products and Eithicon Endo-Surgery. A. Sharma has
received consultant fees and speaking honoraria from Allergan and John-
son & Johnson. No other competing interests declared.

Contributors: S.R. Majumdar, S.W. Klarenbach, A.M. Sharma and
R.S. Padwal designed the study. R. Tuepah and R.S. Padwal acquired the
data, which R.S. Gill, S.R. Majumdar, X. Wang, D.W. Birch, S. Karmali,
A.M. Sharma and R.S. Padwal analyzed. R.S. Gill, X. Wang and
R.S. Padwal wrote the article, which all authors reviewed and approved
for publication.

References

1. Shields M, Carroll M, Ogden C. Adult obesity prevalence in Canada
and the United States. NCHS Data Brief 2011;56:1-8.

2. Katzmarzyk PT, Mason C. Prevalence of class I, II and III obesity in
Canada. CMAJ 2006;174:156-7.

3. Lau DCW, Douketis JD, Morrison KM, et al. 2006 Canadian clinical
practice guidelines on the management and prevention of obesity in
adults and children. CMAJ 2007;176(Suppl 8):1-117.

4. Buchwald H, Avidor Y, Braunwald E, et al. Bariatric surgery: a sys-
tematic review and meta-analysis. JAMA 2004;292:1724-37.

5. Sjöström L, Narbro K, Sjostrom CD, et al. Effects of bariatric surgery
on mortality in Swedish obese subjects. N Engl J Med 2007; 357:741-52.

6. Padwal R, Klarenbach S, Wiebe N, et al. Bariatric surgery: a system-
atic review of the clinical and economic evidence. J Gen Intern Med
2011;26:1183-94.

7. Gill RS, Birch DW, Shi X, et al. Sleeve gastrectomy and type 2 dia-
betes mellitus: a systematic review. Surg Obes Relat Dis 2010;6:707-13.

8. Buchwald H, Oien DM. Metabolic/bariatric surgery worldwide 2008.
Obes Surg 2009;19:1605-11.

9. Padwal RS, Lewanczuk RZ. Trends in bariatric surgery in Canada,
1993-2003. CMAJ 2005;172:735.

10. Arkinson J, Ji H, Fallah S, et al. Bariatric surgery in Canada: a focus
on day surgery procedures. Healthc Q 2010;13:15-8.

11. Padwal RS, Sharma AM. Treating severe obesity: morbid weights and
morbid waits. CMAJ 2009;181:777-8.

12. Christou NV, Efthimiou E. Bariatric surgery waiting times in
Canada. Can J Surg 2009;52:229-34.

13. Flum DR, Khan TV, Dellinger EP. Toward the rational and equitable
use of bariatric surgery. JAMA 2007;298:1442-4.

14. Persad G, Wertheimer A, Emanuel EJ. Principles for allocation of
scarce medical interventions. Lancet 2009;373:423-31.

15. Padwal RS, Majumdar SR, Klarenbach S, et al. The Alberta population-
based prospective evaluation of the quality of life outcomes and eco-
nomic impact of bariatric surgery (APPLES) study: background, design
and rationale. BMC Health Serv Res 2010;10:284.

16. Shufelt K, Chong A, Alter DA. Triage for coronary artery bypass graft
surgery in Canada: Do patients agree on who should come first?
BMC Health Serv Res 2007;7:118.

17. Office of Health Economics. Shedding the pounds. Obesity manage-
ment, NICE guidance and bariatric surgery in England. 2010. Avail-
able: www.ohe.org (accessed 2011 June 2).

18. Padwal RS, Pajewski NM, Allison DB, et al. Using the Edmonton
 obesity staging system to predict mortality in a population-
 representative cohort of people with overweight and obesity.
CMAJ 2011; 183:E1059-66.

19. Cookson R, Dolan P. Principles of justice in health care rationing. 
J Med Ethics 2000;26:323-9.

20. Proceedings of the Joint Western Canada Waiting List Project and
Canadian Bioethics Society. Colloquium on the ethical aspects of pri-
ority setting and access to healthcare. 2004. Available: www .wcwl .ca
/media /pdf/library/proceedings_04.pdf (accessed 2012 Jan 29).

21. Anderson G, Black C, Dunn E, et al. Willingness to pay to shorten
waiting time for cataract surgery. Health Aff (Millwood) 1997;16:181-90.

                                                                                                                                                        Can J Surg, Vol. 57, No. 1, February 2014          39


