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Executive Summary
Access entails the ability of Canadians to gain entry into the needed health services at
the needed time – thus ensuring greater health outcomes for all Canadians. The reality,
however, for many Canadians is that the relationship between access and health is governed
by many inconsistencies.
Much of the public and political discourse around accessibility to health services in
Canada has been, of late, focused on wait lists and waiting times for a narrow range of
surgical services provided by a narrow range of health providers, and furthermore, the
resources (human and otherwise) needed to ensure that these particular services are provided
in a timely manner. This intense focus on a narrow range of services has caused us to lose
sight not only of what a really “accessible” health system should look like, but, perhaps more
importantly, has obscured real problems with access to a range of services needed along a
patient’s care pathway. This study is an attempt to develop a preliminary framework for
understanding the host of factors that may influence or determine Canadians’ ability to
access appropriate services.
The discussion on accessibility within this paper is predicated on three iterative
stages: an environmental scan of literature, a set of key informant telephone interviews, and a
workshop. The methodology used is primarily qualitative and descriptive in nature. The data
from the key informant interviews was used to develop a preliminary model of accessibility
and to refine the definition of access, lists of mediators, indicators as well as outcome
measurements. The third stage to the research involved a workshop held in February 2006 in
which the preliminary model and set of indicators was presented. The feedback from
participants was used to further refine the model and indicator lists.
The model developed in this study is an attempt to reorient our thinking about
accessibility to health services away from the current focus on wait times for particular
surgeries towards a more holistic understanding of access which makes explicit the linkages
between the services needed along a patient’s continuum of care. It is focused on the
patient’s interactions with the health system, beginning with those factors that determine a
patient’s need for services (and their need to access the system) and the mediating factors
that influence the patient’s ability to access services. These mediating factors, along with the
particular mix and availability of health services in both the public and private realms,
determine individual and systemic outcomes.
The model builds on existing work and takes into account the following:
o The social, political and economic context;
o Patient needs, resources and choices;
o Mediating factors such as availability, affordability, accommodation;
o Demographic trends and issues;
o Public sector trends and prioritizations such as delisting, wait list management,
advances in technology;
o Private sector trends and prioritizations such as private clinics and institutions, and
third party intermediaries;
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o Provider trends and issues such as recruitment and retention strategies, expanding
scopes of practice;
o Unmet needs;
o Alternative care provision;
o Availability of care (time, geographic or affordable);
o System outcomes which are measured in terms of equity, quality, effectiveness and
patient safety; and
o Provider outcomes which are measured by productivity, satisfaction and teams.
There is considerable work currently underway to establish indicators of accessibility.
Much of this work is focused on the development of benchmarks for hospital and physician
based services which represent a good start. But this does not provide a view of the overall
health system. A more holistic and consistent set of measurements is required to determine
what services are needed, their effectiveness and their impact on outcomes. Dialogues
around these indicators need to be intersectoral and systemic and include the perspectives of
a wide range of stakeholders such as educators, employers, evaluators, funders, health
professionals, IT specialists, policymakers, planners, and patients.
The study recommends the development of more specific and targeted performance
measurements for the many care settings and providers that comprise the current health
system. It also recommends examination of the role of care guarantees in determining timely
access to services as well as the linkages between human resource planning and accessibility.
But more importantly the study highlights the importance of expanding the current
discussion on access to include a greater range of health services and sectors.
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1. INTRODUCTION
This study is motivated by a concern that much of the public and political discourse
around accessibility to health services in Canada has been, of late, narrowed to a discussion
of access to a narrow range of surgical services provided by a narrow range of health
providers. Thus, the discussion of “access” has become, for a whole host of reasons, a
discussion of waitlists and wait times for five particular services. This paper is intended to
broaden the discussion.
This intense focus on a narrow range of services has, we would argue, caused
Canadians to lose sight not only of what a really “accessible” health system should look like,
but more importantly, it has obscured the fact that the health of Canadians is challenged by a
number of conditions and diseases, each needing appropriate health services and expertise.
The result is something of a vicious circle – as attention is focused on those services deemed
to be a priority, the system is giving priority to developing benchmarks to measure progress
on improving access to those services, moving resources to those parts of the health system
where those services are provided. As a result, effort is not being put to investigating,
monitoring and measuring access issues for other health services, other diseases and
conditions. Furthermore, these narrow range of services which are the focus of the current
debate, are themselves linked to a whole host of other services which must be in place to be
successfully delivered and achieve good outcomes for patients and their families. For
example, a patient in need of a joint replacement requires, at the front end, a range of
diagnostic and therapeutic services that can prepare a patient for surgery. These same
services may obviate the patient’s need for the surgery itself or ensure that the patient’s wait
for surgery comes with as little restriction on the lifestyle as possible. The success of the
surgery is thereby dependent not only on what happens in the operating theatre but also on
the patient being able to access a range of post-operative home-care, physiotherapy or
rehabilitation services.
Following a brief discussion of the methodology employed in the paper – a
combination of a detailed literature review, a small number of key informant interviews and
a workshop attended by a range of health policy and stakeholder representatives, we
examine how the discourse on access became narrowed to a focus on a small number of
surgical procedures. The paper builds on the literature, interviews with key informants and
the workshop participants to reexamine the concept and definition of accessibility. What is
evident from this discussion is that, while there are any number of ways to both define and
operationalize access, there is a strong consensus that the hallmark of an accessible health
system is one that can provide the right service at the right time in the right context. But it is
also evident that getting to that goal is far more complex and difficult than that simple
definition might suggest.
The model that is developed in the heart of the study is really an elucidation of the
host of factors that must be taken into account in moving toward a more holistic
understanding of accessibility. It is focused on the patient’s interactions with the health
system, beginning with those factors that determine a patient’s need for services (and their
need to access the system) and those factors that influence the patient’s ability to access
1
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services. From there it moves to a discussion of mediating factors, or those which either
facilitate or hinder accessibility to appropriate services. Those mediating factors, along with
the particular mix and availability of health services in both the public and private realms
then are the determinants of the kind of outcomes the system produces at both the individual
and systemic levels. The paper then makes a series of recommendations, based in part on the
limitations in data and other knowledge uncovered in the study, concerning how to begin a
more holistic debate or discourse around accessibility in Canada.
The model is presented as a way to reorient our thinking about accessibility to health
services away from the current focus on wait times for particular surgeries towards a more
holistic understanding that makes explicit the linkages that one service has to another across
a patient’s continuum of care. Questions on what access means, how it is operationalized,
what resources are needed, what barriers exist, and how it is measured must be addressed.
There is still a great deal that is not known about access to health services in Canada – and
this is especially true for those services that exist outside of the core hospital and physician
services covered under the terms of the Canada Health Act. Nevertheless the overall goal is
to provide a starting point for a more fulsome discussion of what it means for the Canadian
health system to be “accessible”. But this study is only a starting point and the model it
provides is far from definitive.

2. METHODOLOGY
The discussion on accessibility within this paper is predicated on three iterative
stages: an environmental scan of literature, a set of key informant telephone interviews, and a
workshop. The methodology used is primarily qualitative and descriptive in nature.
The first stage involved an environmental scan of international Canadian peer
reviewed and grey literature on models, definitions and current issues around accessibility in
Canada. The materials were searched using a key word search of the internet and library
search engines including PubMed and the Social Science Citation Index1.
The second stage involved key informant interviews. A preliminary set of indicators,
definitions, mediators, and models was sent to 11 key informants. They were then asked
during a structured telephone interviews to provide feedback on the preliminary work and to
fill in any gaps in knowledge around prioritizations and data needs.
1

The keywords included the following around providers: “physician(s)”, “doctor(s)”, “nurse(s)”,
“psychologist(s)”, “therapist(s)”, laboratory, “physiotherapist(s)”, “pharmacist(s)”, “health”, “medical”,
“technician(s)”, “provider(s)”, “professional(s)”, “occupational”, “practitioner(s)”, “rehabilitation”,
“respiratory”, “licensed”, “practical”, “occupation”, “radiologist(s)”, “operating”, etc. The keyword search for
context and care provision included the following: “Canada”, “Canadian”, “Medicare”, “services”, “medical”,
“mental”, “home-care”, “emergency”, “long-term”, “care”, “primary”, “emergency”, etc. The keyword list for
the definition and conceptualization of accessibility included: “access”; “accessibility”; “indicator(s)”;
“model(s)”, “definition”, framework”, “conceptual”, mediator(s)”, “facilitator(s)”, “barrier(s)”, “outcome”,
“process”, etc. The characteristics of the patients/clients were included in a keyword search of: “gender”,
“women”, Northern”, “poverty”, “income”, “immigrant”, “Aboriginal”, “geography”, “rural”, “urban”, etc.
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The results of the key informant interviews was used to develop a preliminary model
of accessibility and to refine the definition of access, lists of mediators, indicators and
outcome measurements. The third stage to the research involved a workshop held in
February 2006 in which the preliminary model and set of indicators was presented. The
resulting feedback was used to further refine the model and indicator lists.
The key informants and workshop participants were selected to represent the
following groups:
o Representatives of nursing regulatory bodies;
o Front-line providers;
o Representative(s) of unions;
o Members of f/t/p health departments;
o Representative(s) from CIHI; and
o Representative(s) from the Health Council of Canada.
The data from all three sources was analyzed using a qualitative thematic analysis.
The first section describes the current situation around access in Canada including the
commitments made by the First Ministers and the experiences of Canadians. We then discuss
the definitions and models of access to health services found within the literature and noted
by the interview respondents and workshop participants. This discussion forms the basis for
the development of a model which serves as a roadmap for understanding accessibility in
Canada and which outlines the pertinent issues related to the current Canadian debates.
Finally, noted gaps in the literature and next steps for further exploration into accessibility
are presented.

3. ACCESSIBILITY IN CANADA
Access entails the ability of Canadians to gain entry into the needed health services at
the needed time – thus ensuring greater health outcomes for all Canadians. The reality,
however, is that the relationship between access and health is fraught with many
inconsistencies. For instance, much depends on the political and social constructions of
“equitable access”; “medically necessary” services, “timeliness”; “appropriate”; and
“reasonable access” as well as the identification of what constitutes an important health need
within the Canadian health system.
At its most basic level, access to health is a personal issue – as individuals we need
specific services determined by our individual health status. Our health status as individuals
is, at the same time, highly dependent on our social circumstances – our level of education,
employment status, family circumstances, financial situation, and support networks.
Moreover, while basic hospital and physician services are free at the point of service, other
services, including home care, dental care, long-term care and many mental health services,
may have financial and other barriers to access.
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Access can also be understood as an indicator of system performance. Most of the
current discussion, as noted above, is around the timeliness of care for orthopaedic surgeries
(esp. hip and knee replacements), cataract surgeries and advanced diagnostics such as MRI
scans in most jurisdictions. Other procedures, such cancer and cardiac surgeries have had
less severe, yet still serious waiting periods. If we take a more comprehensive approach to
system performance, we have large gaps in our knowledge about the extent of waiting
periods for a wide range of services1. One example here is the lack of inclusion of either
entirely or partly privately funded (e.g. dental, psychology and physiotherapy services)
within our discussion of access. Virtually all of the key informant interviews stressed the
need for the current debate about access to reflect a broad continuum of care which includes
the services from a wide range of providers. It was acknowledged that, for those services
whose costs are not covered by Medicare, the issues of access, wait times and health
outcomes must include financial factors.
Yet the public debate has focused almost entirely on issues involving access to
specific surgical interventions, with the focus on availability of surgeons. Although
important, surgery is only one point along a care pathway for a patient. Not only does this
limited focus obscure issues around access to other services offered by physicians, it ignores
barriers to access to services provided by other health providers. In other words, the current
debate on accessibility by zeroing in on specific surgical wait lists has lost sight of the
continuum of care and the full range of services that make up the health system.
Often what Canadians get are “bytes” of information which do not provide the
underlying complexity of the system. As one interview respondent noted:
We have some models about things that do work…we are demonstrating that we can use providers
better and need to communicate the success. From my perspective it is not so much that information is
missing but how we communicate what we know and what we want to the public in a way [so] that
they can understand the issues in a broader more holistic manner.

Many interview respondents noted that planning and policy making reflects a
segmented approach to understanding access and that decisions aimed at improving access to
diagnostics, surgery, etc, often do not map out the intricate interplays between various
factors, for instance equipment purchases, human resource needs and population health
needs2. We cannot, for instance, concentrate resources into one area (e.g. elective surgery)
without understanding the impact it will have on other health needs. A theme that emerged
along these lines from the interviews and workshop is that the current movement to improve
the timeliness of access to elective surgical procedures needs to be balanced with the need to
ensure access to other services as well. There is a growing concern that in privileging certain
procedures for special attention one runs a risk of undermining the integrity and
sustainability of other services.
The First Ministers have grappled with laying out both a process and goals for health
reform. In the 2003 Accord on Health Care Renewal governments committed to ensure that
“all Canadians have timely access to health services on the basis of need, not ability to pay,
regardless of where they live or move in Canada”3. The phrase “timely access to health
services” suggests a broad conception of a fulsome range of services. The Accord itself
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enumerates specific areas including diagnostic procedures, treatments, home and community
care services, pharmaceutical care and primary care4.
Although this broad range of health services is reiterated in the 2004 Ten Year Plan
to Strengthen Health Care there is also evidence that what preoccupied the First Ministers
was the issue of wait times and wait list management in five specific areas. The Accord
committed $5.5B to a Wait List Reduction Fund specifically aimed at wait times for
advanced diagnostics, cataract surgery, joint replacements, cancer and heart surgery. For
each of the five, governments agreed to create a set of evidence-based benchmarks for
medically acceptable waiting times by December 2005 and the meaningful reduction in
waiting times by March of 2007.
There is considerable information regarding access to physician- and hospital-based
care, including the difficulties that Canadians face in accessing specialist care, routine care,
and diagnostics. Indeed, Statistics Canada puts out an annual report on access to these
services. Moreover, the Canadian Institute for Health Information (CIHI) recently outlined a
report on wait times for health services; yet this again focused on physician-based and
hospital services though they do include at the end an analysis of “alternative levels of care”
post surgery or hospitalization5. There is therefore a gap in data and information on the
accessibility of community-based health services, of public health initiatives as well as those
services offered by providers who are not physicians. Data is not consistently collected for
instance, on Canadians’ experiences with accessing needed mental health or home care
services across the country. Nor is there a good information base from which to build an
understanding of the experiences of Canadians vis-à-vis services offered by providers who
work either entirely or partly within the privately funded system. At issue here therefore, is
full knowledge of the barriers and enablers to access to appropriate services including those
delivered through collaborative teams and those supported by electronic and information
technologies.

4. EVIDENCE FROM THE LITERATURE, INTERVIEWS AND
WORKSHOP
The following section draws upon the literature, interviews with key informants and
response from workshop participants, highlighting emerging themes and issues that must be
incorporated into any conceptual model.
4.1. Definitions of Access
While there is an extensive literature on accessibility to health services there are no
generally accepted definitions of “access”. Much of the definitions and typologies in many
ways reflect a singular theme – that access depends on the availability of services and that
access to these services is mediated in some way through social, political and economic
forces. Gulliford et al, for instance, incorporate in their study on accessibility in health
within the National Health System (UK) argued that access requires the following
components6:
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o If services are available, in terms of an adequate supply of services, then a population
may ‘have access’ to health;
o The extent to which a population ‘gains access’ to health also depends on financial,
organizational and social or cultural barriers that limit utilization. Thus utilization is
dependent on the affordability, physical accessibility and acceptability of services
and not merely the adequacy of supply;
o The services available must be relevant and effective if the population is to ‘gain
access to satisfactory health outcomes’. This requires a careful examination of
availability and utilization of resources, including the appropriate human resources;
and
o The availability of services, and barriers to utilization, has to be evaluated in the
context of the differing perspectives, health needs and the material and cultural
settings of diverse groups in society.
Other definitions incorporate individual action as an important element of access. For
instance, Aday, Fleming and Andersen define accessibility as:
Those dimensions which describe the potential and actual entry of a given population
group to the health care delivery system. The probability of an individual’s entry into
the health care system is influenced by the structure of the delivery system itself (the
availability and organization of health care resources) and the nature of the wants,
resources and needs that potential consumers may bring to the care-seeking process7.

The element of individual action was reiterated by the interview respondents. Many
confirmed that each patient brings to the patient-provider relationship a pre-existing set of
expectations about the type of services they need and/or want from their providers. Some of
the interview respondents contextualized this within the current discourse over patient
empowerment and rights.
In many ways access is a very complex term and as illustrated above, many attempts
have been made to define and conceptualized it within the literature. Within the current
discourse over access within the Canadian health sector the concept of access has been
reduced to its essential components. Thus, when asked to define access, the vast majority of
the interview respondents stated that it means: “The right services at the right time, in the
right place or context”. This definition includes the following dimensions:
o Temporal Dimension: the care needs to be accessed at the time that it is needed
or wanted;
o Context: care is provided in different settings including community care or home
care; and
o Appropriateness and Quality: health service is delivered by a provider or care
team which has the skills and knowledge to do so. Canadians may have access to
services but not to the appropriate provider.
According to the interview respondents, the principle of “reasonableness” is also part
of an understanding of access. What is reasonable is underscored by the availability of
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resources and capacity, the effectiveness of the treatment and the urgency or severity of the
need.
Finally, the concept of “appropriateness” opens up the discussion beyond the current
debates over waiting times. In some cases one service may be needed; in others, many
services may be required within a care plan. The appropriate service(s) may include
preventative care and public health (e.g. immunizations) or it may involve services which
extend beyond what is covered under the Canada Health Act (CHA). For instance, home
care, long -term care, much of the mental health system, prescription medications and a host
of other services all fall outside of the scope of the CHA, but they all can be key elements of
a patient’s care pathway. To illustrate this point, one can think about a patient who has just
undergone a surgery. The care pathway for that patient may include physiotherapy. While
the surgical procedure may have been accessible, the physiotherapy services may not due to
costs (physiotherapy services may not be covered by the province). As a result the patient
may risk further surgical intervention8. Finally, another important element around
appropriateness is that services reflect the cultural and demographic makeup of the
population.
The participants in the interviews and workshop consistently made the point that
access needs to be framed holistically and that to date, much of the planning process around
access to health services has been segmented.
4.2 Core Values
In 2001 the Canadian Policy Research Networks as part of its Dialogue with Canadians on
the Future of Health Care in Canada (undertaken on behalf of the Romano Commission),
Canadian citizens prioritized the following issues around their vision for the Canadian health
system9:
o The preservation of the core Medicare values of universal coverage, access based
on need, and fairness;
o A system of primary care coordinated by a team of health professionals (doctors,
nurses, pharmacists, and others), whose practice would include a focus on
wellness and prevention supported by a central information system;
o Responsibility for their own care (e.g. follow-up on treatments, monitor
conditions, etc);
o An electronic health card, or "smart card";
o Additional funds for their preferred health system ruling out greater private
investment through a parallel private system;
o A consideration of user fees for extra services (e.g. second opinion);
o Public funding for health through taxation that would include:
• Better accountability from providers and governments as well as users;
• Greater transparency about where the money goes and its impact; and
• Additional taxes must be earmarked for health;
o Creation of an "auditor general for health"; and
o Greater efficiency and co-operation within and among governments.
Much of the discussion within the workshop and key informant interviews reflected these
core values. They reiterated the need for multidisciplinary teams with the appropriate mix of
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skills to best respond to the needs of the community. They also argued that providers need to
be able to better communicate with each other and with patients.
The interview respondents and workshop participants also noted the need for more
cost effective strategies. For instance, they pointed to production efficiency to ensure that the
investments (e.g. equipment, technology and personnel) in responding to a disease or health
condition or situation translate into better health outcomes then the next-best option. This
might include balancing the costs and outcomes associated with difference care models and
that provided by different providers10. For instance, delivering services in the community is
often less costly than delivering those same services in an acute care facility. While we
always need to be wary of professional interests and turf protection within these discussions,
the fact remains that if “service X” provides comparable or better quality care at a lower cost,
then this needs to be incorporated into discussions around access.
4.3. Mediating Factors
Much of the literature on access incorporates a more systemic analysis of mediating
factors or factors which by their presence either impede or facilitate access to health. These
mediating factors include, as Andersen (1995), notes, the physical, political and economic
environments and the structure of the health system (policy, resources, and organization)11.
One typology on access developed by Penchansky and Thomas (1981), for instance, is
predicated on a “fit” between the client/patient and the provider which is mediated by several
factors including12:
o Availability: Prices in relation to the client’s ability to pay and perception of
worth;
o Spatial Accessibility: the geographic or spatial accessibility of providers;
o Accommodation: the extent to which the provider’s operation is organized to meet
the needs and preferences of the patient/client; and
o Affordability: the ability and willingness of clients to pay for services.
Other authors outline other mediating factors. Mackillop (2004), for instance, adds
the awareness of services and the indications for their use among providers and patients as
another important mediating factor13. Sinay (2002) argues that barriers to care include factors
related to the receipt of services like financial capacity (e.g. lack of insurance or too little
insurance, high co-payments and deductibles); health provider and organization-related
difficulties (e.g. lack of physicians, hospitals in the network, and referral problems); and
personal problems (e.g. those related to culture, language, or knowledge)14. Mediating
factors also include spatial considerations (e.g. distance) though for a number of the
interview respondents, this was related more to access to transportation than distance to
services.
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5. CONCEPTUAL MODEL
5.1 Overview
The following section builds on the themes developed in section 4 and provides a
conceptual model for understanding access to health services in a broader context. The
model developed below [Figure One] builds on previous definitions, typologies and models
on access found within the literature and suggestions arising from key informant interviews
and the workshop participants. One issue the workshop participants raised was that current
models and definitions of access are rarely “forward looking”; that is, they often describe the
system as it exists rather than envisioning what it is that we want our health system to be and
how we can get there.
The conceptual model and indicator lists provide a roadmap for framing discussions
around which services are available and for whom. Performance measurements or indicators
are needed to measure and monitor the impacts of new policies or programs and ease of
access. As defined earlier these measures would incorporate indicators of quality or care and
patient safety. Indicator lists are provided in the Appendices and within the body of the
paper, though it should be noted that the development of indicators and performance
measurements is on-going in Canada and internationally.
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FIGURE 1: A Conceptual Model for Accessibility to Health Services
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The following are discussions of the various elements of the model.
5.2. Social, Political and Economic Context
Rather than attempt to elucidate all of these elements in the conceptual model
presented, we have tried to indicate those points of intersection and to examine where
specific elements of the social, political or economic context has a direct impact on the issue
of how we think about accessibility to health services and where those services have an
impact on or are conditioned by other social services or social needs of patients.
5.3. Patient Needs, Resources and Choices
According to the interview respondents and workshop participants services need to be
patient-centred, with service delivery reflecting the continuum of care required by each
patient. The patient is an active rather than passive participant in the development of care
pathways which reflect genetic make-up, language, skills, cultural mores, affordability,
transportation, etc. A patient may choose to seek alternative health therapies (e.g. traditional
healers, Chinese acupuncturists15, homeopathy, etc). Or the patient may develop their own
self-care plan based on available information (e.g. through the media, word of mouth or the
internet), provider input, or through seeking “virtual care”, for instance internet support
groups. He or she may also have access to care provided by family members, mainly women,
who themselves often require support and respite.
These service choices may also be used to complement the services of regulated
providers; the interplays between all sources of care, however, are often unknowns. So too,
little is known about how these choices translate into unmet needs, or the “difference
between health services deemed necessary to deal with a particular problem or the actual
services received”16. It is as important to understand why Canadians may not choose to
access care within both the publicly funded and privately funded sectors as it is in
understanding how many Canadians do access care. For instance, negative experiences with
service provided (e.g. experiences of adverse events or discriminatory practices) may factor
into decisions to not enter the health sector. Finally, patients also have choices around the
number of times they access services and under what circumstances though these choices
may be ameliorated by their available resources, financial or otherwise. They may, for
instance, over-utilize some health services or choose to use the health system responsibly.
Much depends on which services are available.
5.4. Mediating Factors
There are various factors which govern the relationship between the decision to
access services and service availability. Many of these factors are related to the resources
available to the patient or client which are determined by the socioeconomic and political
contexts (e.g. rates of poverty, unemployment, etc). The interview respondents and workshop
participants were given a preliminary set of meditating factors. Their comments and
prioritizations are woven into the following discussions. The mediating factors described
below are illustrations.
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5.4.1. Demographic Trends and Issues
There are numerous examples of how demographics and social trends mediate the
availability of services. The literature review provided a wide range of population trends
which mediate accessibility including: gender17, immigration status18, geographic
residency19, ethnicity20 (e.g. Aboriginal Canadians21), age22, and socioeconomic status23. For
instance, the influx of immigrants to urban areas plays an important role in determining the
mix of needed services which includes cultural awareness and languages. Ensuring that all
Canadians can access the most appropriate services means shifts in prioritizations, resource
allocation and program development.
Examples of the mediating factors related to population health trends are outlined
below.
•

Aging Population
One of the most pressing population trends is that of an overall aging of the
population. According to Health Canada by 2026, one Canadian in five will have reached
age 6524. Life expectancy at birth is expected to reach 81 years for men and 86 years for
women in 204125. This has implications for the prioritizations of services needed that are
needed now and within the future. For instance, the current benchmarking and the ensuring
allocation of resources for cataract surgery and joint replacement surgery reveal to an extent,
the political and social clout of the large age cohort especially since these interventions are
relatively unheard of for Canadians 40 years of age and younger26. A number of interview
respondents and workshop participants stated that while there is a need for benchmarks in
these areas; this took resources and time away from other subpopulations. One interview
respondent took this one step further by arguing that pouring resources into enhancing access
to some elective surgeries diverts resources away from other more pressing health concerns,
including those of children.
•

Aboriginal Health
Much work is underway to improve overall health outcomes for Aboriginal
Canadians. To begin with, ensuring quality outcomes for Aboriginal Canadians has meant a
fundamental reworking of the importance of the complexity of culture within health service
delivery27. Prioritizing Aboriginal health translates into a transformative reworking of
Canadian health by highlighting the importance of culture in the patients’ care plan which
includes the availability of services of traditional healers and a holistic and balanced
approach to health and wellness.
There have been commitments made in further prioritizing Aboriginal health and
wellbeing. In November, 2005, the First Ministers confirmed their commitment to health
improvements with the Blueprint on Aboriginal Health28. This prioritization includes
resource allocation and funding aimed at improving the health and well being of Aboriginal
Canadians.
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•

Population Health Trends
Population health trends also emerge which directly impacts policy prioritization and
service availability. Rates of obesity, smoking, sedentary lifestyles are rooted within both
social and personal responsibility. For instance, investigations into rates of obesity have
branched out from the individualist approach (e.g. lifestyle choices) to the connections
between obesity and other determinants of health including job stress, access to high-quality
foods, etc. Curbing this health trend therefore entails a multi-dimensional approach which
includes access to other services such as the affordability of nutritious food and workplace
fitness29. Thus, attention needs to be paid on the various connections between obesity and
access to several health services (e.g. access to nutritionists and dieticians for preventative
services), the linkages between the social determinants of health and obesity (e.g. stress) and
through the promotion of healthy lifestyle choices within the educational institutions and
workplaces.
•

Mental Health and Addictions
Another important prioritization in recent years is the greater attention being paid to
the need for improved access to mental and addictions services in Canada due to the
recognition of its impact not only on health outcomes (e.g. mortality rates) but on patients’
quality of life, family cohesion and productivity. Partly this has meant breaking down
barriers such as the stigma associated with mental illness but it has also meant understanding
the most effective mix of services needed by patients which may include a wide range of
private and public sector health services and community based services. The announcement
of the position of a Mental Health Commissioner for Canada in November, 2005 and the
recent release of Out of the Shadows at Last by the Standing Senate Committee on Social
Affairs, Science and Technology30 signal a movement towards addressing access to mental
health services. We need, however, to be very clear about what services are the most
effective for recovery keeping in mind the availability of practitioners.
5.4.2. Government Legislation, Policies and Priorities
There are several issues related to the organization of publicly funded services which
serve as important enablers to accessing health services. The Canada Health Act (CHA)
serves as an important enabler for accessing physician-based and hospital services. Provincial
plans provide some services outside of the scope of the CHA such as home and long-term
care, although these services often involve user fees or co-payments that can limit access. In
addition, all provinces provide some services, such as prescription drug coverage, to specific
populations such as low-income families or the elderly but this coverage varies considerably
across Canada. Many Canadians rely on employer-provided insurance for access to non-CHA
services but many Canadians must pay for these services out of pocket 31. In many cases
community-based services (e.g. some mental health services) are also provided through
public funding, though again, access is often inconsistent across provinces and though little is
known about their exact nature, waiting lists for these services may be extensive.
The Canada Health Act covers only those medically necessary services delivered by
physicians or within hospital or clinical settings. Although there is a high level of
consistency across provinces in terms of what services are covered under the CHA, there is
some variation mostly in the scope and extent of coverage of “medically necessary” services
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provided outside of hospitals or by health professionals other than doctors. Thus, many
provincial health insurance plans may provide for bi-annual eye exams or some
physiotherapy services or some form of home care and these services may have significant
variations in terms of required user fees or co-payments. 32
The following provides a brief description of some of the public sector trends:
•

Delisting
In an effort to contain costs within a system with scant resources, provinces have
significant discretion to “de-list” non-CHA services and make access to those services
conditional on an individual’s ability to pay (directly or through private insurance). In recent
years there have been moves to remove the provision of physiotherapy and chiropractic
services from provincial insurance plans or to move from annual to bi-annual eye exams.
There is much less discretion to de-list physician and hospital services, though provinces can
sometimes delay adding new procedures to the list of covered services and some minor
procedures, like routine male circumcisions, have been removed from coverage in most
jurisdictions. Many of these decisions are often made without developing a framework for
understanding how the delisting of services impacts Canadians access to health services, their
impact on health spending, and the impact on overall health outcomes.
•

Gatekeeping and Referrals
The ease of accessibility to services is often mediated by the “gatekeeper” model of
care. The current system tends to place physicians as the primary point of entry to other
health services. Oft-times, the current shortage of family physicians structurally hinders
patients from accessing appropriate care within a reasonable time frame. A point raised
within the interviews is that physician-based referrals are not always appropriate. It has been
suggested that changes need to be made in the way people can access primary care allowing
for more patient control over the point of entry to specialist services. As noted by one
interview respondent: “The system should be centered [on] the service rather than the health
provider”. Another interview respondent noted that changes in referral practices are linked to
changes in waiting times. If for instance, a physician refers a patient to a hip and knee
replacement centre then the patient gets placed within the first available slot rather than
spending time waiting for the visit to a specialist. In some jurisdictions patients are provided
with information regarding waiting times for procedures thereby allowing for more informed
decisions about the waiting period.
•

Wait List Management
One of the key drivers of the current debate about accessibility has been the perceived
failure of the public health system to effectively manage wait lists and wait times for certain
surgical procedures. In 2005 the Supreme Court of Canada ruled in Chaoulli v. A.G. Quebec
that the government of Quebec was violating the Quebec Charter of Rights by refusing to
allow patients to purchase private insurance for those procedures for which they had waited
an unduly long time to receive in the public system. As a direct result of these concerns both
the federal Liberal and Conservative parties made the development of “care guarantees” for
some surgical services key planks in their 2006 election campaigns.
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Wait list reform in the publicly funded sector, while incremental and inconsistent
across Canada is leading to positive changes in the timeliness of care. For instance, the
efficient management and monitoring of waiting times through the Saskatchewan Surgical
Care Network requires that regional health authorities assume responsibility for reducing
waiting times through effective scheduling, and/or the management of the necessary human
and financial resources33. Other models involve streamlining the referral system. In the
traditional referral practice, family physicians refer their patients to a specific specialist
which creates a variable wait list. Within new models, patients are referred to a triage centre
(e.g. a hip and knee clinic) which places them within one list. This ensures that the person
with the greatest health and social need is given first available slot within a managed system.
The Alberta Hip & Knee Replacement Project, which includes a standardized referral system,
has already shown a marked reduction in waiting times for hip and knee replacement34.
Indeed, the development of a regulated list-length policy reduces uncertainly in reporting
expected waits which in turn serves to improve resource planning35.
•

Advances in Technology
Finally, many of the innovations in pharmaceuticals, health technology and
information technology (IT) will continue to shift the dynamics of accessibility in Canada.
Improvements in surgical procedures can result in shorter hospital stays and greater reliance
on post-operative home-care for which the patient may have to pay out –of- pocket expenses.
New pharmaceuticals can mean the deinstitutionalization of psychiatric patients who may
then need access to better and more coordinated community based services. Ever-improving
diagnostic imaging requires either greater investments within the public system to meet both
the demands and expectations of patients and providers or the shifting of those services to the
private sector where access becomes a question of personal resources.
There have been vast improvements in our health information systems creating new
avenues for service availability. In 2001, for instance, the Canada Health Infoway –
established through the collaboration of the federal, provincial and territorial governments –
was launched to develop and deliver several health information based solutions to ensuring
more timely access to health information and records across Canada. This involves the
creation of a more comprehensive information infrastructure for the development and
delivery of electronic health records (EHR).
Electronic health records (EHR) ensures greater access to health records which would
not only improve patient safety but also assist in the ease of intake for patients since they
would not have to repeat their health or social history to different providers at each point of
intake. The use of EHR systems may also facilitate the tracking of patients within the system,
providing needed information on waiting times. Moreover, electronic health records not only
facilitate the ease by which information about our health needs can be accessed, it improves
the quality of our care by ensuring that providers can access information about our care at
any point of our health plan. This improves the integration of services, reduces the
occurrence of errors, and enhances the efficiency by reducing duplication and improving the
flow of information36.
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As well, innovations in telehealth services have transformed accessibility concerns
for many Canadians. For instance, telehealth services have been developed to mediate
accessibility to health services for Canadians living in remote regions in Canada. Technology
also enables self care. One example of this is the telehomecare services pilot in Toronto
which uses technological advancements in enabling self-care among home care patients37.
There are several technological advances noted in the literature and by the interview
respondents as mediating accessibility in Canadian health. One of the most critical of these
advances is the availability of telehealth services38 and communications which mediates
accessibility after hours and for Canadians living in remote and rural areas39. There are many
different capabilities of telehealth which ensure better accessibility including40:
o The ability of two physicians to discuss a patient's problems by telephone;
o Health information being transferred, safely and confidentially, between
computers via high-speed telephone lines;
o A patient getting a face-to-face examination by a remotely located doctor, through
interactive video-conferencing; and
o Medical images previously photographed and stored on computers, being
forwarded later to remotely located professionals.
5.4.3. Private Sector Trends and Prioritizations
An analysis of accessibility in Canada cannot downplay the importance of the
marketplace and the divide between the private and the public. Seventy percent of health
spending comes from public sources with the remaining thirty percent coming from a
combination of private insurance purchases (by employers and individuals) and out of pocket
payments by individuals. The delivery of health services is a complicated mix of private,
quasi-public and direct public provision. Most physicians are private sector actors (although
paid with public funds) while hospitals are operated by arms-length regional health
authorities in most provinces or are not-for-profit private facilities paid with public funds in
Ontario and Quebec. In addition, private sector actors, including but not limited to, multinational pharmaceutical companies can play important roles in shaping the demand for the
specific services and our expectations for what services we should have access to41.
At the one end of the spectrum are those that maintain that health services are the
purview of the public sector and as such services should be publicly owned and financed. At
the other end are those that argue that introducing market incentives into the health system
will ensure speedier and more efficient access to health services and the development forprofit specialized clinics which would take some of the burden off the public sector.
Navigating this divide and its impact on access is difficult since it is manifested not
only in terms of practice but in the manner in which providers are paid (e.g. fee for service,
salary, mix funding models, etc). This also encompasses the role of both for-profit and notfor-profit third parties (e.g. private insurance, hospitals and services, R&D, etc) in
determining appropriate care. A full analysis of these intersections is beyond the scope of this
paper; the role of the marketplace in mediating access to quality care will need to be more
fully mapped out. However as a simplistic description shows, there are many facets to the
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private/public models and their role in accessibility. First, access to health services may
involve a continuum of payment options which range from being entirely paid by public
funds to those which are entirely out of pocket. We cannot, for instance, understand
accessibility as solely resting within publicly paid for services but rather, need to extend our
understanding to privately paid for services such as dentists, chiropractors, those who
straddle the private/public payment divide (e.g. psychologists, physiotherapists, etc) and
those who are paid through public funds through various models (e.g. fee for service, salary,
etc). Some physicians, for instance, work under a salary though most work in private practice
with their fees paid for through public funds. It is beyond the scope of this paper to make
these intersections though they are of primary importance.
Secondly, private care itself is comprised of two separate models: for-profit which
encompasses care which is owned by investors, and not-for-profit care which is owned by
communities, religious organizations, or philanthropic groups (e.g. hospitals). As well, most
physicians operate as small private businesses paid by public funds. It is difficult to compare
for-profit and not-for-profit care provision since they generally do not provide the same
services, have different priorities and serve different clientele42, there is a growing consensus
that while for-profit hospitals and care provision in general may be appear to more innovative
and more flexible, they may be more costly and provide less than optimal health outcomes43.
On the other hand, innovations in the public health system, such as those in reducing waiting
times (e.g. Alberta Joint and Knee Replacement Project and provincial waiting times
websites) show that flexibility and innovation can also be exhibited within the public sectors.
There are, however, sides being drawn up between those who fear creeping privatization and
thus adopt the “wait and hold” approach and those who argue that change has been too slow
– that more privatization may stimulate the reduction in wait times.
•

Private Institutions
Experiments in service provision, such as private clinics which provide standardized,
highly replicable services (e.g. hernia operations) may increase access to services, though
there is little evidence that it may apply to more complicated procedures such as cancer
surgery44. Nor, if they were forced to internalize all costs, such as the cost for shifting
complicated cases back to the public sector, if they would remain profitable. As well, there is
no reason that public sector services could not benefit from learning from private efficiency
models.
•

Third Party Intermediaries
A general discussion within the workshop centred on the inclusion of how third party
intermediaries, especially private insurance, determine access to services. For instance,
private insurance companies often serve as gatekeepers to what care is needed and available
along the patients’ care pathways. One interview respondent noted that: “One of the things
that insurance companies encourage is having gatekeeper role – they claim that it gets
patients to right providers. But this limits access. If someone has a car accident getting the
most appropriate treatment, for instance, from physiotherapists, is critical. Third party payers
determine what and how many treatments are needed; although by the time intervention takes
place, there has often been muscle tissue damage over time”. Their role in the timeliness of
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access to appropriate services is critical. Third party payers may also have a policy of
limiting or denying access to pre-existing conditions45.
Another example offered by an interview respondent is the role of drug companies in
mediating the availability of appropriate drugs for Canadians. Here, the decision to launch or
not launch medicines within Canada are affected by changes in Canadian regulatory
practices. Manufacturers may delay launching product in Canada or not launch it at all
because of regulatory issues such as the Common Drug Review.
5.4.4. Provider Trends and Issues
There is an existing and growing shortage in health providers within the country and
internationally. This shortage directly affects the availability of services. For instance, many
Canadians lack a family physician46 and there are critical shortages and misdistributions for
other health professionals. The following highlights some of the human resource issues
affecting accessibility.
•

Recruitment and Retention Strategies
A human resource capacity within the system is intrinsically linked to accessibility.
Ensuring the right skill mix and the availability of services is closely linked with the
availability of providers. To ensure that we have a human resource capacity, several
recruitment and retention strategies have been proposed or developed to maximize the
availability of providers within the system. These include quality workplace and “magnet”
hospital initiatives47, retaining older workers48, improving the assessment and integration of
internationally trained physicians and nurses49, and introducing measures to recruit First
Nations, Inuit and Métis Canadians into not only health professions but also within
leadership roles, research, policy, and teaching50.
•

Maximization of Scope of Practice
If providers are not working to their full capacity, then the availability of services is
more difficult. . One interview respondent, for instance, noted that “Full scope of practice
policies would also help use providers more efficiently and this especially true in emergency
rooms where RNs could do so much more”. . Another strategy for ensuring the availability of
appropriate care is the expansion of the scope of practice of providers, namely nurse
practitioners51, midwives52 and pharmacists53. The United Kingdom, for instance, has
expanded the scope of practice for pharmacists since they are typically the first contact
patients have with health system. The strategy of broadening scopes of practice, however,
needs to be contextualized within impending human resource shortages in other providers.
Work is needed, however, to ensure that the roles of providers are coordinated.
•

Interprofessional Collaboration
An important component of primary care reform in Canada is the development of
multidisciplinary teams which facilitates the ability of Canadians to access the most
appropriate care provider ideally within a one-stop integrated care model (e.g. group health
centres or primary healthcare advancement sites54) which focus on the needs of the specific
condition or patient55.
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The development of ideal mixes and availability of health providers and services has
necessitated the incorporation of different educational models which train students to work
together as teams rather than within their own professional silos. Currently, the model being
investigated is the Interprofessional Education for Collaborative Patient-Centred Practice
(IECPCP) wherein students are trained to work to their full practice within teams56.
The goals of IECPCP training include:
o Enhancing patient-, family-, and community-centred goals and values,
o Providing mechanisms for continuous communication among health providers,
o Optimizing staff participation in clinical decision making (within and across
disciplines), and
o Fostering respect for the contributions of all providers57.
Several initiatives are underway in Canada based on the IECPCP model. It is too soon
to comment on their impact on job satisfaction and/or in optimizing health outcomes for
Canada.
5.5. Availability of Appropriate Care
According to the interview respondents, access means the right services at the right
time, in the right place or context. We therefore need to develop a more concise picture of
what services and provider mixtures are appropriate for the patients’ overall care plans (e.g.
pre- and post operative care) which extend beyond services covered under the Canada
Health Act and those (though inconsistent across the country) covered by provincial plans.
Appropriate care within a patient’s care pathway may require services provided within the
privately funded system. Their availability (e.g. affordability) must be part of the overall
discussion on access. A preliminary set of indicators can be found in Appendix Three.
Much of the discussion and policy around the appropriateness of available services
and the ease by which they are accessed have typically been reductive in approach, reflecting
acute and physician-based services though there is more of a willingness to expand this
discussion to incorporate other providers. According to one interview respondent, the most
appropriate service mix for a child experiencing behavioral problems at school may include
the services of educational psychologists, general practitioners, psychiatrists, social workers
and/or nurses. If these services are beyond the scope of the patient financially, are not
available due to worker shortages, or the rationalization of services (e.g. delisting of services)
then the term “appropriate” becomes more of a catchphrase with little operational value. The
respondent noted that services may exist but be out of the reach of the low income people
who need them the most.
According to the literature and the key informants, the availability of services has
three components:
1) Time-based (services are available when they are needed);
2) Financially (services are affordable); and
3) Geographic location (services are available e.g. their existence within a health
region).
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The first of these criteria – time-based availability, has been defined in Canada
through waiting times for services and the number of patients or clients on waiting lists.
Much of the activity around timeliness, as stated before, has reduced to diagnostics and four
health procedures and interventions (e.g. cataract surgery, cancer care, coronary care and
joint replacement surgery) and diagnostics. CIHI has recently released a document which
outlines the difficulty in measuring waiting times for the five areas noting there are
extenuating circumstances around differences in the types of patients, differences in defining
waiting times, and differences in the ways to measure waiting times58.
Time-based availability can also be defined through the need for after-hours care, or
that which extends beyond the traditional 9-5 working days especially in light of the
commitments made by the First Ministers to move towards accessibility to primary care 24/7.
There is an operational disconnect issue here, however, between ensuring greater after-hours
accessibility through the provision of walk-in clinics and telehealth services (which enhance
the availability of care) and continuity of care59.
Another element of availability to appropriate care is its affordability though this is
also framed within discussions over the sustainability of health services in Canada rather than
solely as an element of individual access. While the Canada Health Act and provincial plans
ameliorate much of the issue around affordability, there is a lack of a robust discussion over
the affordability of services available within the privately funded sector (e.g. dental health,
optometry, and private practice psychologists).
The availability of appropriate services can also be understood geographically – or
whether they are available within a health region or neighbourhood. Often this is framed
within a discussion of what is reasonable given the dispersion of the population in Canada.
What is reasonable varies for different population groups. For instance, a low-income mother
without access to a car may not have reasonable access to services beyond her
neighbourhood while geographic distances often impedes access to services for Northern
residents.
There has been increased activity in developing consistent measures on various
aspects of the health system, mainly due to greater demands for more accountable reporting
structures. The Canadian Institute for Health Information (CIHI) has taken the lead in
developing indicator lists around access, though to date, many pertain to hospital and
physician based services. They are developing indicator lists on access to primary care which
will yield invaluable information. In addition, there are indicator lists being developed for
other sectors, for instance, the number of patients on waiting lists for home care services60;
and the average wait time to access a primary health team or organization for acute episodic
care and non-urgent and routine care61. These types of indicators could feasibly be expanded
to include other health professionals and care settings, for instance mental health services and
community-based addictions services, and long-term care.
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5.6. Outcomes
There are two levels of outcomes noted within the model. The first are the
intermediate outcomes which related to specific system and provider outcomes. These
outcomes may be viewed as the end-result of investigation; for instance, we may wish to
know if the availability and mix of some services result in cost effectiveness for the overall
health system or improve its quality. Ultimately, however, we want to know what factors are
related to the optimization of health and quality of life outcomes for all Canadians. Thus,
including outcome measures sets up the feedback loop to policy and program development
and/or implementation.
There are some caveats. Not all outcome or performance indicators can be easily
measured nor can they be accurately measured at any one time. For instance, measuring
quality in health is often reduced to readmission rates, yet it is intrinsically linked to cost
effectiveness models and efficiency. It is also difficult to ferret out the cause and effect of
interventions with outcome measurements especially due to the complexities within the
health system.
5.6.1 System Outcomes
It is important to be able to evaluate and measure access around several system
variables. They include:
•

Equity
Most Canadians value the Medicare system because it mediates the affordability of
core services. This value has been enshrined within the Canada Health Act which defines
accessibility as: “reasonable access by insured persons to medically necessary hospital and
physician services must be unimpeded by financial or other barriers”. There is a moral
obligation explicit within this definition – equitable access depends on an adherence to
principles of fairness, equal merit, and the application of similar treatment for similar needs.
Monitoring the equity of the health system is typically done through monitoring
differential health outcomes of various Canadian subpopulations (e.g. Aboriginal Canadians,
women, and children). What is seldom researched and which has important implications for
policy, is differential access to private services and other care settings (e.g. home care) which
is mediated by their inclusion or exclusion within provincial insurance plans and the nature
and extent of co-payment or user fees, and their health outcomes. One interview respondent,
for instance, stated that little is known about the impact of delisting services on health
outcomes.
•

Quality Care
The key informants as well as the participants in the workshop stressed the
importance of contextualizing accessibility within a discussion of quality care. Simply put
Hospital A may perform more surgeries than Hospital B, but this does not mean that Hospital
A has better outcomes or provides better quality care. Thus we cannot simply refer to a
quantitative analysis of services per se in order to monitor accessibility; we need to also
assess the quality of the services provided.
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There is an inherent paradox that exists here between quality and provider
productivity. We may have more people seen by physicians which increases accessibility in
numerical terms; however we also need to reflect on whether this translates into optimal
overall health outcomes. Thus, as OECD notes, quality of care indicators provide information
around the “value” in the “value for money” equation in health which is a key issue in
measuring the performance of health systems62. The OECD provides quality of care
indicator lists for five program areas: Cardiac Care; Diabetes Care; Primary Care and
Prevention; Mental Health and Patient Safety which are available on their website and
currently developed a conceptual framework for developing indicators for quality care63.
Another example is the American Agency for Health Research and Quality’s State Snapshots
2005 which presents a list of dashboard indicators used to compare state performance across
various health areas from maternal and child health to mental health services64.
•

Effectiveness
The system must be effective, sometimes defined as whether the “health system
interventions achieve defined goals for health outcomes, and for the outputs and quality of
the process of care”65. CIHI has developed several indicators around the effectiveness of
services, though they mainly relate to ambulatory and acute care services66.
•

Patient Safety
Patient safety can be viewed as freedom from accidental injury or the avoidance of
injuries or harm to patients67. It is assured through the “establishment of operational systems
and processes that minimize the likelihood of errors and maximizes the likelihood of
intercepting them when they occur”68. These could be measured through several indicators
including incidents of foreign bodies left during procedure69; wrong-site surgery70; selected
infections due to medical care; mortality for selected tracer conditions and procedures71;
readmission for selected tracer conditions and procedures72; admission after day surgery for
selected tracer procedures73; return to higher level of care (e.g. from acute to intensive care)
for selected tracer conditions and procedures within 48 hours74; rates of drug interactions;
rates of misdiagnosis; in-hospital hip fracture75; birth trauma76, etc.
5.6.2. Provider Outcomes
Provider outcomes are linked to access and overall health outcomes. These could include
workers who work in quality workplaces, are well trained, have a good work-life balance,
and are mutually respectful and communicate well with each other. Linkages are being made
between patient safety and outcomes to the working conditions of health care providers (e.g.
shift work, extended work hours, etc). Other areas of exploration include the impact of the
quality of relationships between providers77 (e.g. communication, respect) and between
providers and patients78 (e.g. participation in consultation process, family counseling) on the
optimization of outcomes.
•

Multidisciplinary Teams
Some work on indicator lists around access to multidisciplinary care is already been
underway, especially by the Canadian Institute for Health Information79. The rate and success
of multi-disciplinary teams can begin to be measured through the following indicators:
percentage of GP/FPs who report working in the same practice setting as selected other
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providers80; number of multi-disciplinary primary health organizations or teams by region
(rural/urban)81; percentage of population routinely receiving needed care from a multidisciplinary primary health organization or team82. An indicator list also needs to reflect
different units of analysis such as a health practice or institution. For instance, innovations in
one-stop integrated care practices will need to be reflected in our overall analysis and
measurements.
•

Communications and Mutual Respect
The quality of the relationships between health providers within their workplaces and
between patients and providers has important implications for the provision of quality care.
This means assessing the quantity and quality of communications between health providers
within various settings, and the more qualitative elements of mutual respect and relational
dimensions. Much of the work in this area reflects the traditional physician-nurse
relationship; in a cursory review of the literature, little of the research focuses on the
relationship and quality and quantity of communication (or lack thereof) between other care
providers working within the system.
•

Productivity
Provider productivity, which is traditionally defined as “the ratio of outputs (goods
and services produced) to inputs (resources used in production)”, emerged as an issue within
the workshop. If a provider is more productive than another, than he or she sees more
patients with the same resources or sees the same amount of patients with fewer resources. It
provides an important measure of performance against available resources and may be
developed according to accepted workplace standards or through qualitative self-assessment.
There is also an important distinction between productivity and quality. A provider may be
very productive in that he or she is able to see more patients than others in the same time
span, but may not necessarily provide better quality of care. For instance, being rushed
through a provider’s office may not give patients a chance to ensure that all of their needs are
adequately addressed. Thus the availability of services is linked to the time spent in offices.
One workshop participant argued that we cannot just count the times a provider sees a client,
we also need to know what happened within that visit – for instance, the length of the visit
and which issues were discussed.
Tomblin Murphy and O’Brien-Pallas (2004) suggest the following priority national
indicators for measuring worker productivity: The proportion of health personnel working
beyond some measure of maximum capacity; worked hours/activity statistics; and earned
compensation/activity statistics83. They however, note that we need to customize our
indicators to capture the specific productivity of providers other than physicians and nurses:
“The concepts of maximum capacity and/or activity statistics are not consistently defined for
all types of health care providers. For example, research in these areas has been more
prevalent for physicians, nurses and some of the allied health personnel.
Therefore, it must be recognized that this may be an area that requires further customization
based on the type of health care professional”84.
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5.6.3. Health Outcomes, Quality of Life and Patient Satisfaction
The overall health outcomes, good or bad will all loop back to the policies and
programs that we’ve prioritized. We have many measures by which to judge performance.
We need to ensure that they are consistently collected so that we can make the best
judgments about what we need in terms of service mix and appropriateness and how to tell if
they worked or did not work to ensure the best outcomes. One approach, taken by the King’s
Fund Measuring Success in the NHS is predicated on the development of patient health
outcomes through the use of patient questionnaires85.
Many health indicators have been developed by various national and international
agencies. The OECD, for instance, has created a series of health status indicator lists within
their Health at a Glance series which is maintained by the Canadian Institute for Health
Research86. Other outcome measurements noted within the literature include patient
satisfaction levels87, psychological distress88, and quality of life indicators89. One caveat
noted by one interview respondent is that the type of outcome measurement needs to be
specifically related to the type of service provided.

6. CONCLUSIONS
6.1 Emerging Themes
A number of themes on accessibility to health services in Canada emerged from the
environmental scan, key informant interviews and the workshop which informed the basis of
the conceptual model. These themes include the following:
1. Context: The health system does not exist in a vacuum, but within a specific social,
political and economic context which can directly and indirectly influence both how and
when patients access services and how the system itself responds to issues surrounding
accessibility. Levels of health spending by the state are subject to intense political debate
and the need to balance that spending with other social spending or other political and
economic objectives (e.g. lowering taxes or job creation). The changing demographic
profile of the country shifts which services are needed. For instance, an aging population
puts pressure on the systems ability to provide appropriate services for the elderly while a
declining rural population often forces those remaining outside of Canada’s cities to
travel great distances for care. Technological advances within health can create pressures
to continually invest in the “latest and best” while some technology, such as the internet
has become a key vehicle for disseminating information (for both good and ill) about the
health system by governments, stakeholders and private sector actors. The emergence of
a public discourse centred on individual legal and constitutional rights in the past few
decades is proving to be an emerging vehicle for citizen recourse when access to some
services is curtailed or denied. All of these factors, and a host of others, coalesce to
determine the expectations that Canadians have for the health system and provide both
opportunities and constraints on how the system can or should respond.
2. Development of a Roadmap: According to the workshop participants, discussions on
accessibility need to be more “forward looking” and incorporate planning and
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prioritizations within the overall model. This involves an action plan which outlines what
we want and how to achieve it while taking into consideration current trends in
population health and policy prioritization. This involves a mapping out of how all the
factors relate to one another. There are, for instance, relationships between the population
health needs, the mix of providers needed to meet these needs and the factors which
either impede or facilitate these needs (e.g. recruitment and retention strategies).
3. Determinants of Health: We know that access to services is only one component in
producing good health outcomes. A myriad of social and economic factors (income
level, income disparity, education level, access to a clean environment and adequate
housing, access to social capital and level of social inclusion, etc.) can be more important
in determining population health outcomes than the ability to access health services. At
the same time, individuals’ ability and need to access needed services can be significantly
determined by those same factors that determine health outcomes.
4. Outcomes: The interview respondents and workshop participants stressed that an
understanding of accessibility needs to incorporate system, provider and health outcomes
and the interplays between them. One of the most common arguments that arose within
the interviews and the workshop is we cannot separate access from the provision of
quality care. Canadians deserve the best outcomes possible with the financial and nonfinancial (e.g. human) resources available. For instance, one interview respondent
commented that: “We worry about joint replacement – we don’t think about whether it
was done well”.
5. Mediating Factors: There are important mediating factors which intersect between need
and the translation of need into the availability of services. These include demographics,
social forces, population health trends, public and private system trends and issues, and
trends related to providers (e.g. recruitment and retention strategies).
6. Patient Centeredness and Care Pathways: Accessibility needs to be framed within an
expanded care pathway approach which includes health promotion and prevention
strategies. For a number of interview respondents and workshop participants this was an
important point. One interview respondent, for instance, noted that: “It not just about wait
times for surgery it is about the continuum of care and care pathways”. Another stated
that: “There is a broad continuum of care – home care, psychology services, long-term,
physiotherapy. It is not just about wait [times] for surgery, it is broader”.
7. Private/Public Interface: We need to become much clearer on the private-public
interface around payment options and delivery, especially in light of the need for better
models of integrated care. For instance, most governments offer very few psychological
services through public services therefore many Canadians needing their services need to
pay out of pocket for these services or have access to private insurance. Moreover, the
delisting of services such as physiotherapy has important implications for not only the
health of Canadians but also in readmission rates. However, there is little discussion on
these linkages. One workshop participant noted that: “What really upsets us about the
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political debate... is that the private is viewed as bad and the public as good. There is a
bunch of us in private sector, and this doesn’t work. We need to broaden the debate”.
8. Expansion of Scope of Access to Include a Wide Variety of Services: The lens around
accessibility to health services needs to be expanded to encompass the services provided
by the multitude of providers along patients’ care pathways. Most of the interview
respondents and workshop participants agreed that this was an important factor and often
they discussed the implications of how the narrowed scope of discussion misses the
nuances of the services a wide range of health providers. For instance, according to one
interview respondent, access to surgery can be constrained if there is a lack of providers
other than surgeons such as operating room technicians. Another interview respondent
further notes that: “Most people that really understand the issue know that it is about nonphysicians”.
9. Connections to System Capacity: According to the interview respondents and workshop
participants we need to explore the connections between resource management and
system capacity (e.g. human resource planning) and the availability of health services.
This involves:
o Paying attention to the overall health system and the amount of resources
available. For instance, focusing on elective surgeries may take resources away
from long-term treatments or acute care cases; and
o Exploring the linkages between health human resource planning and the
availability of health services. One interview respondent noted here that often
“[Health human resource] planning is not typically connected to health services
planning and it should be. You need the people to provide the services”.
10. Unmet Needs: Often understandings of accessibility begin once the patient or client has
entered into the system. The unmet needs of patients/clients and the rationales behind
decisions to not access needed care are also important elements within an overall
understanding of access. Yet as several interview respondent noted there is not much
information on the unmet needs of Canadians therefore not much is known about it.
11. Information Transfer: A number of the interview respondents noted that information
about waiting times and access in general is not communicated well to Canadians. Often
Canadians receive only parts of information which does not allow them to make informed
decisions about their care. One interview respondent, for instance, commented that: “For
the average consumer access to sources about access are generally poor. Their first
understanding of access comes from seeing family doctor”.
12. Data Limitations: Many of the interview respondents and workshop participants noted
that they do not have access to comprehensive data about the nature of access to a wide
range of services within the acute care setting and more so for other services and care
settings. There is a dearth of information, for instance, around the affordability of
privately funded services or the impact of policy decisions (e.g. delisting) on the quality
of care received by Canadians. This has led to a lack of informed and comprehensive
planning around service availability for a wide variety of areas. Where information is
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available the interview respondents argued that it is often not well coordinated or
integrated. As one workshop participant stated: “Just to have a comprehensive list of
indicators would really help”. Other limitations to current resources noted by the
interview respondents and workshop participants include the following:
o Most data sources do not provide information on how long patients have been waiting
for services;
o Many data sources do not include the Territories, which skews the results;
o There are issues around scope of practice and reporting. For instance, a nurse in the
city may specialize but nurses in rural areas are more generalized (e.g. public health,
community health, etc); and
o The data sources and policy statements rarely speak directly to citizens; the
educational value of these sources for enhancing citizen understanding of the issues
involved in accessibility, therefore, needs to be considered.
6.2. Gaps in Knowledge
There were a wide variety of information needs noted by the interview respondents.
On the main, there was a call for better evidence-based information on the accessibility
issues arising from policy changes (e.g. delisting). Other gaps in knowledge reported by the
interview respondents and workshop participants include the following:
1. General Gaps in Knowledge:
• Information on access issues regarding home care, public health interventions such as
prenatal programming or immunization etc;
• Development of proxy measures of access (e.g. receipt of a health card as a proxy
measure of access);
• Comprehensive data which captures the work of other providers in the system; and
• Appropriateness of access to care.
2. Gaps in Knowledge about the Private Sector:
• The impact of the delisting of services (e.g. the recent delisting of physiotherapy
services in Ontario) on service availability and health outcomes;
• Statistics on the number of providers working within the private sector or within both
the private and public sectors90;
• The connections between affordability and access to some services such as
pharmaceuticals, physiotherapy and psychology91; and
• The issue of data availability by third party intermediators was discussed within the
workshop. There was a consensus that there needs to be more innovative ways of
eliciting information about the private sector from third party intermediaries (e.g.
private insurance brokers).
3. Gaps in Knowledge about Waiting Times
• The number of Canadians who are waiting for various health services including
mental health services, home care, etc;
• The type of services (broadly defined) Canadians are waiting for; and
• The duration of the wait for various services.
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4. Gaps in Knowledge about Process and Capacity
• Cost analysis of revolving door referrals at a national level;
• Capacity needs (e.g. data on volumes and dollars);
• The appropriateness or quality of referrals;
• The impact of regulatory changes (e.g. Canadian Common Drug Review) on access to
services; and
• Data which breaks down the complexity within provider groups. For instance, little is
known about family practice nurses – what they are doing and where they are
practicing in the community.

7. RECOMMENDATIONS
There are several points that emerge. Although there is work being undertaken in Canada
around the development of indicators for accessibility, much of this activity focuses on the
development of benchmarks for hospital and physician-based services. It represents a good
start but it is an incomplete picture. There are movements underway at the Canadian Institute
for Health Information to develop indicators on access, for instance to primary care teams.
Yet much of the discussion to date and the development of benchmarks has resulted in a
concentration on access to five areas despite commitments made to more fully discuss access
to other health areas (e.g. access to drug therapy, and home care). On balance, a good start
has been made, now the momentum needs to steer the discussions around access to define
what is “appropriate” and how this pertains to both privately and publicly funded services.
Privately funded services are typically not included in discussions around access even though
they comprise 30% of the overall health expenditures and are important components in the
overall health system. One interview respondent in particular noted that what is needed is an
“open, transparent and lively debate about the interface between the private and public
sectors”.
Moreover, dialogues around accessibility need to be intersectoral and more systemic by
including the perspectives of a wide variety of stakeholders including physicians,
government, physiotherapists, nurses, psychologists, pharmacists, occupational therapists,
speech therapists, patients, employers, government, etc. One interview respondent, for
instance, noted that although employers play an important role in the accessibility of care,
they are rarely asked for input.
Recommendations
1. Develop more specific and targeted performance measurements for the indicators for the
many care settings and providers or link the existing databases within a comprehensive
and integrated approach.
2. Another area for further investigation is that of the necessity and usage of patient
recourse mechanisms such as care guarantees in expediting accessibility. While this is
currently on the political and policy agendas, little is known about their composition and
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impact. We recommend an investigation into the role of care guarantees in
determining timely access to services.
3. Citizens are provided with information which lacks comprehensiveness and does not
promote the innovations taking place within the public sector. We recommend exploring
effective knowledge transfer approaches to provide Canadians with more comprehensive
information about the status of access in Canada including better information about what
is working and what is not to manage waiting times.
4. Many of the interview respondents stressed the linkages between human resource
capacity and accessibility. If, for instance, we seek to attain 24/7 access to appropriate
care providers, then what does this mean for health human resource planning? We
recommend exploring the linkages between human resource planning and accessibility.
5. Finally, this paper does not delve into any new areas, nor does it raise any points which
have not been around for many years. In many respects this is a call to action to ensure
that access to services is viewed holistically and thus that the current discussion on access
be expanded to include other health sectors and services. For instance, we know that there
are more cost effective and more efficient means of doing things, including queue
management strategies within the public sector and we know that when we consider the
mix of services needed that it needs to go beyond health services. What is needed is
leadership from many sectors; including patient advocacy groups, provider groups,
unions, government, researchers, and policy makers. We thus recommend identifying
leaders who will move an agenda forward in exploring access as it pertains to services
outside of physician base and acute care services.
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APPENDIX 1: CURRENT POLICIES AROUND ACCESSIBILITY IN
CANADA
To date, discussions and policy formation around accessibility are as follows:
• The College of Physiotherapists have developed policy statements using accessibility
as an umbrella issue;
• The College of Family Physicians is working with CIHI on developing indicators for
access.
• The College of Family Physicians of Canada did a paper in 2000 on primary care
prescription for renewal and one on home care.
• The College of Family Physicians of Canada released two reports:
o Discussion Paper: Family Physicians Caring for Hospital Inpatients,
2003; and
o Family Medicine in Canada: Vision for the Future, 2004.
• The Canadian Medical Association has been working with the Wait Time Alliance on
the development of evidence for benchmarking.
• The Office of Nursing Policy is doing work on First Ministers’ Meeting (FMM) 10
year plan.
• The Canadian Nurses Association is promoting the continuum of care and care
pathways.
• The work on the role of the Nurse Practitioner is part of the Canadian Nurses
Association policy around access. “It is about getting different resources into the
system but we need to coordinate their role with the role of other providers.”
• The Canadian Nurses Association National Nursing Portal can help with access issues
and can support things like telehealth which is helping on the access front.
• According to the Canadian Nurses Association, a full scope of practice policies would
also help – use providers more efficiently. This is especially true in emergency rooms
where RNs could do so much more.
• Cost effectiveness reports92 for psychological services have been around for many
years as have had on-going discussions among Canadian Psychological Association
members about accessibility.
To some extent, policy formation around accessibility is dependent upon the level of actors.
For instance, it is easier to understand issues pertaining to accessibility and develop local
solutions to ameliorating them at the regional health authority level since they have the best
understanding of which services are best given the specific population health needs within
their communities.
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APPENDIX 2: INFORMATION RESOURCES
There are several sources available for understanding accessibility in Canadian health
including:
• Members of Professional Associations and Regulatory Bodies93;
• Reports from the provincial and federal Commissions on health care (e.g. the
Romanow Commission report and Fyke Commission Report)
• The Health Council of Canada;
• Canadian Health Network;
• Manitoba Centre for Health Policy;
• The Canadian Medical Association;
• The Canadian Nurses Association;
• The Canadian Community Health Survey94.
• Aggregate measures of physician supply and physician population ratios;
• OECD data on comparative supply95;
• Canadian Council on Health Services Accreditation96;
• The Canadian Institute for Health Information97;
• National Physician Survey98;
• Physician projections such as aging, provider behaviour, workload issues99;
• Canadian Health Association policy documents;
• Statistics Canada Health Services Access Survey100;
• The College of Family Physicians of Canada policy statements;
• The Western Canada Waiting List Project101;
• The Local Community Service Centres (CLSC) in Québec;
• The World Health Organization definition of Primary Health Care102;
• Public opinion data103 (IPSO-REID);
• Taming of the Queue Reports104;
• Provincial Quality Councils105;
• Ontario Cardiac Care Network;
• Conference Board of Canada;
• Canadian Home Care Association; and
• College of Psychiatric Nurses of Manitoba.
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APPENDIX 3: INDICATOR LISTS
Preliminary sets of indicators on service availability are presented below. There are two very
pressing limitations to these lists. First, what is needed in terms of a next stage approach is a
more focused discussion around indicator lists – that is, which are the most valuable in terms
of measuring system performance and which are not. Secondly, many of the indicator lists
found within the literature focus on physicians and medical procedures thus they were used
to used to develop indicators for other provider groups – they need to be rigourously
evaluated. They are meant as illustrations.
The first general measure of availability to services is the proximity and distribution of
services within a given area [Table One]. The interview respondents argued that distance to
care needs to include the time it takes to reach a provider or service rather than simply the
distance.
Table One: Indicators for Geographically Defined Availability
Dimension
Proximity

Indicator List
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Distribution
of Services

•
•
•
•
•
•

Average distance to the nearest public health services;
Average distance to the nearest home care services;
Average distance to the nearest specialist services;
Average distance to the nearest long-term care facility;
Average distance to the nearest community based mental health
centre;
Average distance to the nearest primary care centre;
Average distance to the nearest primary care team;
Average time to nearest emergency room services;
Average time to nearest hospital;
Average time to nearest primary care services;
Average time to nearest diagnostic services (e.g. MRI, CTs, etc);
Average time to nearest specialist services;
Average time to nearest addictions services; and
Average time to nearest mental health services.

Primary care provider/patient ratios within a specified region106;
Number of practicing primary care providers within a specified
region;
Number of practicing specialists within a specified region;
Distribution of full time workload equivalent for providers107;
Number of patients/clients reporting having a regular provider within
a specified region;
Number of general practitioners accepting new patients into practice;
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•
•
•
•
•
•
•
•
•

Number of primary health teams accepting new patients into practice;
Number of home care services;
Number of long-term care facilities;
Number of physician practices/clinics;
Number of community care mental health services;
Number of hospital beds;
Number of primary care outreach services provided to persons with
mental health issues or addictions;
The number of hospital beds available for continuing care; and
The number of beds for long-term care.

Another measure of availability is that of time to care, measured through the proximity of
services based on time elapsed to care, waiting times, and waiting lists.
Table Two: Indicator List for Time-Based Availability
Dimension
Wait Lists

Indicator List
•
•
•
•
•
•
•
•
•
•

Number of patients on waiting lists for elective surgical
intervention;
Number of patients on waiting lists for non-elective surgical
intervention;
Number of patients on waiting lists for home care108services;
Number of patients on waiting lists for admission to long-term
care facilities;
Number of patients on waiting lists for home-care services;
Number of patients on waiting lists for admission to mental health
services;
Number of patients/clients on waiting lists for diagnostics (MRA,
CT scans);
Number of patients/clients on waiting lists for physiotherapist
services;
Number of patients/clients on waiting lists for occupational
therapy services; and
Number of patients/clients on waiting lists for specialist services
(e.g. internists, psychiatrists, oncologists, etc).

Notes:
Home care services can be broken down by type of service required and
provided (e.g. foot care, meals on wheels, palliative care, intravenous
care, physiotherapy, wound care, etc.)
After-hours care

•

Number of primary health services with after-hours (evenings and
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•
•

Waiting Times

•
•
•
•

•

weekends) service provision;
Number of primary health services with 24 hour coverage; and
Proportion of communities with extended hours (evenings,
weekends) for mental health coverage109.
Average time between assessment and the provision of their first
home care service;
Average waiting time between referral and assessment;
Average waiting time between assessment and intervention;
Average wait time to access a primary health team or organization
for110:
o Acute episodic care
o Non-urgent and routine care
Average time between assessment and admission to long-term
facility.

Financial-Based Indicators of Accessibility
The final set of indicators stems from the interview respondents. For a number of them, the
financial availability of services requires further exploration.
Table Three: Indicators for Financially Based Measure of Access
Dimension
Affordability

Indicator List
•
•
•

Percentage of population without access to provincial plans;
Prescription drug spending as a percentage of income;111 and
Percentage of population without health insurance.
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