
Taking health information further

À l’avant-garde de l’information sur la santé
www.cihi.ca

www.icis.ca

space for FSC logo
colour: pantone 3288 C

 
2009

 
 

 
 

 
 

 
                                    H

ealth C
are in C

anada 2009: A
 D

ecade in R
eview

A Decade  Decade inin Review  Review 

Health Care in Canada 2009 



Production of this report is made possible by financial contributions from Health Canada and pro-
vincial and territorial governments. The views expressed herein do not necessarily represent the 
views of Health Canada or any provincial or territorial government.

The contents of this publication may be reproduced in whole or in part, provided the intended use 
is for non-commercial purposes and full acknowledgement is given to the Canadian Institute for 
Health Information.

Requests for permission should be addressed to:

Canadian Institute for Health Information
495 Richmond Road, Suite 600
Ottawa, Ontario  K2A 4H6
Phone: 613-241-7860
Fax: 613-241-8120

www.cihi.ca

ISBN 978-1-55465-631-8 (PDF)

© 2009 Canadian Institute for Health Information

How to cite this document:

Canadian Institute for Health Information, Health Care in Canada 2009: A Decade in Review 
(Ottawa, Ont.: CIHI, 2009).

Cette publication est aussi disponible en français sous le titre Les soins de santé au Canada 2009 : 
revue de la dernière décennie.

ISBN 978-1-55465-633-2 (PDF)

Who We Are
Established in 1994, CIHI is an 
independent, not-for-profit corporation 
that provides essential information 
on Canada’s health system and 
the health of Canadians. Funded 
by federal, provincial and territorial 
governments, we are guided by a 
Board of Directors made up of health 
leaders across the country.

Our Vision
CIHI’s vision is to help improve  
Canada’s health system and the 
well-being of Canadians by being a 
leading source of unbiased, credible 
and comparable information that will 
enable health leaders to make better-
informed decisions.

http://www.cihi.ca


Health Care in 
Canada 2009: 
A Decade in Review





Chapter 1 Forces That Shaped Health Care in Canada

About the Canadian Institute for Health Information

17

7

Chapter 2 The Health of Canadians: Health Care and Health Policy Responses

Acknowledgements

33

8

Chapter 4 Access to Care: A Complex Story

Report Highlights

61

10

Chapter 5 Quality, Safety and Outcomes: A Decade of Development

Introduction

81

13

Chapter 3 Follow the Money: What We Spent, Where It Went, What We Got

About This Report

45

9

Conclusion: Looking Ahead

Index

107

110

Chapter 6 Taking Health Information Further 97

Contents



Canadian Institute for Health Information (CIHI)



Health Care in Canada 2009: A Decade in Review

7

Mr. Graham W. S. Scott, C.M., Q.C.
Chair of the Board, CIHI; President, 
Graham Scott Strategies Inc.

Ms. Anne McFarlane (ex officio)
Interim President and Chief Executive Officer, CIHI 

Dr. Peter Barrett 
Physician and Faculty, University of 
Saskatchewan Medical School 

Dr. Luc Boileau
President and Director General, Institut 
national de santé publique du Québec 

Dr. Karen Dodds
Assistant Deputy Minister, Health Canada

Dr. Chris Eagle
Executive Vice President, Quality and Service 
Improvement, Alberta Health Services

Mr. Kevin Empey
Chief Executive Officer, Lakeridge Health Corporation

Mr. Donald Ferguson
Deputy Minister, Department of Health, New Brunswick

Dr. Vivek Goel
President and Chief Executive Officer, Ontario 
Agency for Health Protection and Promotion

Ms. Alice Kennedy 
Chief Operating Officer, Long Term Care, Eastern 
Health, Newfoundland and Labrador

Mr. Denis Lalumière
Assistant Deputy Minister, Strategic Planning, 
Evaluation and Quality, ministère de la Santé 
et des Services sociaux du Québec

Dr. Cordell Neudorf
Chair, Canadian Population Health Initiative Council; 
Chief Medical Health Officer, Saskatoon Health Region

Dr. Brian Postl 
Vice Chair of the Board, CIHI;
President and Chief Executive Officer, 
Winnipeg Regional Health Authority 

Mr. Ron Sapsford
Deputy Minister, Ministry of Health 
and Long-Term Care, Ontario 

Mr. Munir Sheikh
Chief Statistician of Canada, Statistics Canada

Mr. Howard Waldner
President and Chief Executive Officer, 
Vancouver Island Health Authority

About the Canadian 
Institute for 
Health Information
The Canadian Institute for Health Information (CIHI) collects and analyzes information 
on health and health care in Canada and makes it publicly available. Canada’s federal, 
provincial and territorial governments created CIHI as a not-for-profit, independent 
organization dedicated to forging a common approach to Canadian health information. 
CIHI’s goal: to provide timely, accurate and comparable information. CIHI’s data and 
reports inform health policies, support the effective delivery of health services and 
raise awareness among Canadians of the factors that contribute to good health.

For more information, visit our website at www.cihi.ca.

As of September 2009, the following individuals are members of CIHI’s Board of Directors: 

http://www.cihi.ca


Health Care in Canada 2009: A Decade in Review

8

The Canadian Institute for Health Information 
(CIHI) wishes to acknowledge and thank the 
many individuals and organizations whose work 
contributed to the development of this report. 

Steven Lewis contributed substantially 
to the vision and intellectual 
development of the content for this 
report and was the principal writer. 

Health Care in Canada 2009 represents the work 
of many CIHI and contract staff, who compiled 
and validated the data, and provided generous 
and ongoing support to the core team. 

The core project team responsible 
for this report comprises: 

Janine Arkinson, Analyst

Jean-Marie Berthelot, Vice President

Xi-Kuan Chen, Senior Analyst 

Alice De Wolff, Qualitative Researcher

Alexey Dudevich, Analyst

Colleen Dwyer, Analyst

Lise Gagnon, Project Manager 

Hui Jia, Analyst 

Kira Leeb, Director 

Steven Lewis, Principal Writer

Megan Mueller, Editor

Pauline O’Connor, Manager

Michelle Parker, Coordinator

Joan Porter, Program Lead

Health Care in Canada 2009 supports CIHI’s 
mandate to provide essential data and analysis 
on Canada’s health system and the health of 
Canadians, both key to sound decision-making.

Acknowledgements



Health Care in Canada 2009: A Decade in Review

9

Health Care in Canada 2009 (HCIC 2009) 
is the 10th anniversary edition in a series of 
annual reports on the health care system 
and the health of Canadians. As the 10th 
edition, HCIC 2009 offers a decade-long 
perspective on how the health care system 
has changed since the production of 
the very first in this series of reports.

As with previous reports, this report draws 
on information and data held both within and 
external to CIHI. It provides a retrospective 
look at many health care priorities such as 
access, costs and quality of care, and the 
health care workforce and how these have 
changed since 1998–1999. Where possible, 
our retrospective look includes 10 years of 
data and trends. In some places, however, 
we have had to consider shorter trends 
due to data availability and comparability.

This report also provides a forward-
looking perspective. Each chapter 
concludes with issues potentially on 
the horizon for the health care system 
in the years and decades to come.

CIHI welcomes comments about this 
report and would like to know how 
future reports can meet your information 
needs. We encourage you to email your 
comments to healthreports@cihi.ca.

Want to Know More?
Please visit the CIHI website 
(www.cihi.ca) for enhanced visuals, in-depth 
examples and more specific information 
about any area of interest or research 
involving health care in Canada.

Highlights and the full text of Health Care in 
Canada 2009 are available free of charge in 
English and French on the CIHI website.

To order additional print copies of 
the report, please contact:

Order Desk
Canadian Institute for Health Information
495 Richmond Road, Suite 600
Ottawa, Ontario  K2A 4H6
Phone: 613-241-7860
Fax: 613-241-8120

A charge will apply to cover printing, 
shipping and handling costs.
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Forces That Have Shaped 
Health Care in Canada

At the end of the 1990s, governments • 
were just beginning to reinvest in 
health care after an unprecedented 
period of mid-decade restraint. 

Access to care became a focal point. In • 
2003 and 2004, wait time reduction in 
five priority areas featured prominently 
in the first ministers’ negotiated health 
accords, with a $5.5 billion dedicated 
federal government investment. 

Trends in technology development • 
over the past 10 years included a 
move toward less invasive surgery, 
increased use of diagnostic imaging 
and the introduction and utilization of 
biological and tailored drug therapies. 

There were significant changes in the use • 
of products and services. The number 
of cardiovascular drug prescriptions 
increased from 32 million in 1998 to 
71 million in 2008; age-standardized 
hip and knee replacement rates 
increased 24% and 83%, respectively, 
between 1998–1999 and 2007–2008. 

The Health of Canadians: 
Health Care and Health 
Policy Responses

The life expectancy of Canadians • 
continued to rise, from 78 years 
in 1996 to 81 years in 2006. 

Over the past decade risk factors such • 
as obesity, diabetes and high blood 
pressure increased; the impact of these 
increases on the health of Canadians 
is likely to be felt in the coming years.

Rates of heart attacks and death • 
following heart attacks have declined 
in recent years. Heart and stroke 
care in Canada is more effective and 
timely than it was five years ago.

A number of initiatives were launched to • 
promote population health. For example, 
smoking in the workplace is now almost 
completely prohibited by federal and 
provincial law, and many municipalities 
have banned smoking in public places. 
A notable result of these initiatives is 
the continued reduction in smoking 
rates, especially among teenagers. 

Report Highlights
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Follow the Money: What 
We Spent, Where It 
Went, What We Got

In 2008, $172 billion was spent on • 
health care—in real terms, nearly 
60% more than a decade ago.

Governments have invested in training • 
more health care professionals. 
In 10 years the entering class of 
medical students increased by 
about 68%, and the entering class 
of nursing students by 51%.

Drugs were the fastest growing • 
expenditure in health care, having 
increased by about 136% since 1998.

Access to Care: A Complex Story
The supply of family doctors increased • 
from 95 to 98 per 100,000 population 
from 2001 to 2007 in Canada, whereas 
the proportion of people with a regular 
family doctor fell from 88% to 85% 
nationally. There remains wide variation 
in both the supply of doctors and 
the percentage of people with family 
doctors across jurisdictions in Canada.

Many strategies to better measure • 
and manage wait times have been 
put in place over the last decade. 
For jurisdictions where trends can be 
calculated, wait times have declined 
for hip and knee replacement and 
cataract surgery in recent years. 

Benchmark wait times were established • 
for priority areas of heart surgery 
and cancer radiation among others. 
All seven provinces that report wait 
times information met the 182-
day benchmark for 90% or more of 
coronary artery bypass graft (CABG) 
procedures in 2007–2008. In these 
same provinces, at least 80% of cancer 
patients received radiation treatment 
within the benchmark of 28 days. 

Quality, Safety and Outcomes: 
A Decade of Development

In 2004, the Canadian Adverse • 
Events Study estimated that 70,000 
preventable adverse events occur 
annually in hospitals, causing 
from 9,250 to 23,750 deaths.

Quality and safety joined access and • 
money as dominant topics in the 
discussion about health care over 
the past decade. In response, many 
jurisdictions established health quality 
and/or patient safety councils.

Numerous initiatives were implemented • 
to improve patient safety and quality 
of care. At the national level, the 
Safer Healthcare Now! campaign has 
produced some exceptional results. 
Participating hospitals in the campaign 
have achieved a 50% reduction in both 
ventilator-assisted pneumonia rates and 
central-line blood-stream infections, 
among other accomplishments.

Taking Health Information Further
There has been progress in our ability to • 
answer important health care questions 
with available data. For example, hospital 
standardized mortality ratios, a “big-dot” 
measure of quality of care, are publicly 
reported at the hospital level. But there is 
still a long way to go because there is little 
systematic data and information available 
about health outcomes following care.

Over the last 10 years information has • 
become much more decentralized 
and democratized through the 
technology explosion of digitization 
and the World Wide Web. This has 
served to level the previous imbalance 
of power and create the possibility 
of a more engaged partnership 
between providers and patients.
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CIHI is 15 years old. Its annual flagship 
publication, Health Care in Canada 
(HCIC), has been around for 10 of 
those 15 years. Anniversaries are 
special occasions, and those ending 
in zero usually get a commemorative 
upgrade. It’s a time to celebrate, reflect, 
sum up and look to the future.

Health care spans a huge terrain, and 
there are endless possible ways to craft 
a report on health care in Canada that 
encapsulates the last decade. We needed 
to devise an approach compatible with 
the inevitable constraints, such as

The obligation to be brief;• 

The sparseness of data in some areas;• 

The imperative to avoid repetition of • 
work already done well by others; and

The importance of distinguishing • 
the seminal from the merely 
interesting and possible. 

We put a high premium on telling a 
good story. While CIHI’s core assets are 
databases, our core business is information. 
And information requires a narrative, or, in 
this case, a series of narratives. Together, 
the narratives in this report are designed 
to present a cohesive picture of health 
care in Canada over the past decade.

That is a tall order since there are endless 
stories in health care and HCIC is not 
an encyclopedia, a Royal Commission 
or a multi-volume journal of record. So, 
how do we, in a few dozen pages, create 
a report that accurately and objectively 
reflects the important events and trends 
in health care over a decade? What 
level of detail and analysis is required to 
illuminate the subject? What stories do we 
cover, and how do we justify the selection 
and inclusion of some over others? 

In order to move forward, we had to first take 
a step back and devise a filtering process. 
In health care, what you see depends on 
where you stand; each perspective yields 
a partial and unique view of the health care 
landscape. Some people are interested in 
some views and not others; some want the 
panoramic whole. In this report, we sought 
to accommodate both approaches. 

Introduction
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We began with two basic questions: 

What would readers need to know • 
in order to acquire a thorough and 
balanced understanding of the 
last decade of health care? 

Which pictures do we need to assemble • 
in order to generate the album of images? 

From a long list of possibilities, the 
following areas emerged as paramount:

Policy Direction
What big-picture policies and priorities 
have shaped health care? How have 
governments defined their major 
aspirations? What broad directions have 
governments set, and how did governments 
organize and reorganize the system?

Innovation
What new health care capabilities have 
emerged? What can we do in 2009 that 
could not have been accomplished in 
1999? Which interventions got simpler 
and which got more complex? What 
were the breakthroughs in diagnosis and 
treatment, and how did these advancements 
affect service delivery and outcomes?

The Health and Health Care Link
How did the health status of Canadians 
change over the decade? Which groups 
fared the best and which lagged behind? 
How did health care respond to old and 
emerging needs, and how successful was 
it in these areas? What new knowledge 
affected our understanding, and how did this 
knowledge influence health care delivery? 

Money
How much did we spend, where did it go 
and what did it accomplish? Which slices 
of the spending pie grew the fastest? How 
did dollars translate into health human 
resources capacity, jobs, technology 
and units of service delivered? To what 
extent did spending patterns reflect the 
stated priorities of governments?

Access
How did the relationships among access, 
capacity and need evolve over the decade? 
How did wait times change for consultations, 
diagnosis and treatment? Which procedures 
do we do more frequently? Which do we 
do less frequently? Did increases in supply 
reduce wait times, expand the pool of patients 
deemed suitable for interventions, or both?

Quality and Safety
How did the quality of care change over 
the last decade? What drove the quality 
improvement (QI) movement and what QI 
capacity has emerged? What instruments 
have been designed to accelerate QI and 
what does the future hold in this area? 

Health Information
What health information did we have at the 
beginning of the decade and what do we 
have at the end? How timely and useful is 
the information? More specifically, how are 
people in the system using information and 
how has their use of information changed? 
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The Future
What’s on the horizon for the next 
decade in health care technology, 
quality and access? What will primary 
health care look like in the future? 

Some of these questions cut across 
numerous topic areas, while others pertain 
to discrete and relatively contained areas 
of inquiry. Have we been successful in the 
selection of topics and the organization 
of material? If the parts gel into a concise 
and coherent history of health care in 
Canada over the last decade then our 
efforts will have been successful. 

A note about the time frame: in an ideal 
world, we would be able to produce a report 
based on comprehensive data beginning in 
1999 and ending in 2009. However, we are 
not there yet; this information is not always 
consistently available. So we have had to 
make do with what currently exists. In some 
cases, the data series available for analysis 
ends in 2008. More often, it ends in 2007. 
And in some cases, it ends earlier. Some data 
series begin in this century—meaning the 
retrospective scope is less than a decade—
while some stories require going back more 
than a decade in order to generate true 
meaning. Standardizing the time frame would 
have meant settling for the lowest common 
denominator of available data and truncating 
important pieces of history. We decided 
that an elastic interpretation of “decade” 
would, in the end, serve readers better and 
allow for a more insightful examination. 

Finally, we look to the future. Although 
health care history may be intrinsically 
captivating, we assume that readers are 
also interested in its significance for future 
developments. Most chapters end with a 
section outlining issues on the horizon. The 
intent of this section is not to predict the 
future, but instead to stimulate conversation 
and debate. We make no claim to have 
predicted the single or the most important 
issues that the system will face in the coming 
decade. A decade is a long time in health 
care, after all. There are only two predictions 
in which we are confident. One is that the 
landscape of 2019 will be recognizable in 
some aspects and wondrously different in 
others. Change is inevitable. The other—both 
an aspiration and a prediction—is that we 
will possess information that is immensely 
richer. With this report as a well-built 
keystone, spanning 10 years’ time, future 
reports can build upon this foundation 
to further advance the knowledge and 
understanding of health care in this country.



Forces

2000 
First Ministers’ Meeting • 
Communiqué on Health 

2001 
Caring for Medicare: • 
Sustaining a Quality 
System, Saskatchewan 
Commission on 
Medicare, Kenneth Fyke, 
Commissioner 

Quebec’s Health Review, • 
The Clair Commission

A Framework for Reform: • 
Report of the [Alberta] 
Premier’s Advisory 
Council on Health, 
Don Mazankowski, Chair 

2004
First Ministers’ 10-Year Plan • 
to Strengthen Health Care 

2005 
Chaoulli Decision by the • 
Supreme Court of Canada

Blueprint on Aboriginal • 
Health: A 10-Year 
Transformative Plan

2006
Out of the Shadows at Last: • 
Transforming Mental Health, 
Mental Illness and Addiction 
Services in Canada, Standing 
Senate Committee on Social 
Affairs, Science and Technology, 
Michael Kirby, Chair

2003 
First Ministers’ 2003 • 
Accord on Health 
Care Renewal 

2002 
Commission on the Future • 
of Health Care in Canada, 
Roy Romanow, Commissioner

Standing Senate Committee • 
on Social Affairs, Science and 
Technology Study on the State 
of the Health Care System in 
Canada, Michael Kirby, Chair 

Policy Development Highlights
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A decade is an epoch in 
contemporary health care. As 
science and technology limit 
the damage of old diseases, 
nature concocts new threats. 

Governments wrestle with competing 
demands from providers and the public, 
and then set priorities accordingly. There 
are inevitable tensions between what 
is possible and what is affordable.

Put another way, health care changes 
for three main reasons: policy, need and 
innovation. Governments change funding, 
structure, the scope of programs and 
services, and regulation in response to 
changes in need as well as new prevention 
and treatment approaches. As some diseases 
retreat and others emerge, health care needs 

change. Science generates new strategies 
to prevent illness, new procedures, new 
diagnostic technologies and new treatments. 

A decade ago seems like another century—
and it was. A 10-year retrospective written 
in 1999 would have differed dramatically 
from this one. At the end of the 1990s, 
governments were just beginning to reinvest 
in health care after an unprecedented period 
of mid-decade restraint. In 1992, health 
care consumed 10% of the gross domestic 
product (GDP). By 1996, it had fallen to 
8.9% and would not reach 10% again until 
2002.1 While governments scaled growth 
back significantly, growth in private-sector 
spending decelerated more slowly. As a 
result, over time its share of total spending 
increased from 25% in 1989 to 30% in 1999, 
and has remained at that level ever since.1
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Figure 1. Annual Percent Growth in Public-Sector Health Spending, 
Canada, 1980 to 2008 (Constant Dollars)

Death, taxes and health care change: 
these are life’s certainties.

Note
2007 and 2008 figures are 
based on forecasted data.

Source 
Canadian Institute for 
Health Information, National 
Health Expenditure Trends, 
1975–2008 (Ottawa, Ont.: 
Canadian Institute for Health 
Information, 2008).



Chapter 1 Forces That Have Shaped Health Care in Canada 

19

Government Policy 
and Investments
Health care is a huge and complex sector 
and sometimes appears to evolve on its own 
terms, as if largely immune to external forces. 
But, as Romanow noted, health systems are 
not on autopilot and, in largely public systems, 
policies and priorities matter. Governments 
shape health care by what they say—via 
election platforms, throne speeches, white 
papers—and by what they do. They make 
policy, set priorities and allocate resources, 
often in response to the interests and advice 
of the public, professional associations, health 
care organizations and the media. In the past 
decade, a number of government initiatives 
stand out as major influences on health care. 

Ottawa Changes Course
The federal government began the 1990s with 
substantial deficits and a weakening economy. 
It embarked on a major effort to balance the 
books. One of the approaches was to reduce 
health care and social-service transfers to the 
provinces, which fell to $12.6 billion in 1997. 
By the end of the decade, the economy was 
booming, the balance sheet was sound, and 
Ottawa began to put money back on the table. 
Three major agreements—in 2000, 2003 and 
2004—resulted in new federal commitments. 
In 1998–1999, the Canada Health and 
Social Transfer was $16 billion,2 and 
included money for health, postsecondary 
education, social assistance and social 
services. By 2008–2009, the Canada 
Health Transfer designated specifically 
for health had reached $22.6 billion.3

Provinces Reinvest
Provincial and territorial governments’ 
fiscal health turned for the better alongside 
Ottawa’s by the end of the 1990s. At that 
time, most had balanced their budgets and 
some had begun to pay down their debt. 
This created room for new spending and, 
after the restraint of the mid-1990s, there 
was strong commitment to reinvestment. 
As a result, the last decade has seen the 
biggest sustained increases in health care 
spending since the dawn of medicare.

Quality and Safety 
Come to the Fore 
Beginning in the 1990s, a growing body 
of international literature revealed major 
quality and safety issues with health care. 
The Fyke Commission’s 2001 report in 
Saskatchewan was the first (and thus far the 
only) Canadian report to define problems 
in health care in terms of quality rather than 
access or money.4 The 2004 Baker–Norton 
study found that between 9,250 and 23,750 
people died as a result of errors in Canadian 
hospital care—at least one-third of which 
were avoidable.5 A landmark American study 
(2003) revealed that patients receive only 
about 50% to 60% of the care that sound, 
evidence-based practice should deliver.6 
These findings confirmed that it takes more 
than money and highly trained personnel 
to create a safe, high-quality health system. 
To accelerate improvement, governments 
established the Canadian Patient Safety 
Institute (2003) and five provincial health 
quality councils, and funded numerous 
quality improvement projects.
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Reducing Wait Times 
Becomes the Top Priority 
Access to care has often been viewed as 
the Achilles’ heel of the Canadian health 
care system. A decade ago, there was 
little systematic reporting of wait times, 
but anecdotal accounts of long wait times 
frequently turned up in the media and fuelled 
the concerns of providers and users of 
services. A report published in 1998 revealed 
the absence of solid wait times information 
and a desire for standardized approaches to 
wait times management and reporting.7 The 
Western Canada Waiting List (WCWL) Project 
subsequently received a $2 million grant from 
the Health Transition Fund.8 The WCWL was 
established to enhance understanding of wait 
times and to determine criteria to prioritize 
wait times based on needs and benefits.9

The pioneering efforts of the WCWL—a 
consortium of 19 partners—have been built 
into wait time information systems in many 
provinces today. Wait times reduction in 
five priority areas also featured prominently 
in the 2003 and 2004 health accords, with 
$5.5 billion of dedicated investment.10

Prominent New National 
Agencies Emerge 
1998: Canadian Blood Services was created 
to safeguard Canada’s blood supply 
following the results of the Krever Inquiry. 

2000: The Medical Research Council 
transformed into the Canadian Institutes of 
Health Research, with an expanded scientific 
mandate and a major budget increase.

2001: Ottawa established Canada Health 
Infoway to spearhead the implementation 
of a pan-Canadian e-health network.

2003: The Canadian Patient Safety 
Institute was established to accelerate 
improvements in health care.

2004: In response to the water contamination 
incidents in Walkerton and North Battleford, 
as well as the SARS (severe acute 
respiratory syndrome) outbreak in Ontario, 
the federal government established the 
Public Health Agency of Canada (PHAC) 
to strengthen capacity to prevent, identify 
and contain outbreaks of diseases.

2007: The 2006 Senate report, Out of the 
Shadows at Last—Transforming Mental 
Health, Mental Illness and Addiction 
Services in Canada, led to the creation 
of the Mental Health Commission. 
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Science and 
Technology 
Health science and technology developments 
never cease, yet there is no reliable method 
to determine which are most important, or 
when their full impact will be felt. Among the 
trends in the past decade, examples include:

Less Invasive Surgery
From gallbladder removal to kidney donation, 
the laparoscope has reduced the number 
of open-wound procedures significantly. In 
cardiac care, surgeons are performing fewer 
coronary artery bypass grafts (CABGs) but 
more angioplasties.11 Angioplasty and stents 
are less invasive, allow quicker recovery, 
use fewer hospital resources and produce 
better outcomes11—a win-win situation. 

Two new surgery types are on the horizon: 
laparoendoscopic single-site surgery 
(LESS), which reduces the incision to a 
small cut in the navel, and natural orifice 
transluminal endoscopic surgery (NOTES), 
which gains access to the site through 
natural body cavities.12 The benefits include 
shorter hospital stays and faster recovery. 
But technical advances do not always 
translate into more effective care. For 
example, recent literature suggests that 
arthroscopic knee procedures are of little 
benefit for patients with osteoarthritis.13–15

Diagnostic Imaging 
The number of installed magnetic resonance 
imaging (MRI), computed tomography (CT) 
and positron emission tomography (PET) 
scanners (including PET/CT) increased by 
49%, 29% and 121%, respectively, from 
2003 to 2007.16 PET, often combined with 

CT (PET/CT), is one of the newest and 
most rapidly expanding technologies. This 
combination scanner was first installed in 
Canada in 2002. As of January 2007, there 
were 18 PET/CT scanners in Canada.16 
Distribution and utilization of this technology 
remain uneven across the country.17 

Once considered exotic and rarely used 
technologies, CT or MRI is often the test of 
first resort. In Ontario, the number of MRI 
machines increased sixfold, and CT scanners 
almost twofold, between 1993 and 2006.16 
In 2007, the Institute for Clinical Evaluative 
Sciences (ICES) in Ontario published 
the first major review of the impact and 
appropriateness of diagnostic imaging.18 
The report noted that some testing patterns 
yield either very little or uncertain clinical 
information. It also noted that high-income 
Ontarians have more MRI scans (but not 
CT) than groups likely to be in poorer 
health, raising the possibility that need is not 
necessarily driving some of the increase. 

Tailored Therapies, 
Biologicals and Stem Cells 
For some, the ultimate biomedical goal is 
now to find a way to develop drug therapies 
tailored to an individual’s genetic makeup. 
These drugs would ultimately provide 
maximum response with minimal adverse 
side effects. A number of new drugs known 
as “biologicals” have been introduced 
to the Canadian market. These drugs 
utilize the current knowledge of genetics 
to predict which patients will respond 
to treatments. Many of these innovative 
therapies are for treating cancers. One 
such drug, Herceptin, is indicated for breast 
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22 cancer patients who are over-expressing 
a protein known as HER2. This occurs in 
20% to 30% of breast cancer patients.19, 20 

Beyond advancements in the drug industry, 
advancements in stem cell research have 
also occurred. A decade ago scientists had 
to rely exclusively on embryonic stem cells 
for experiments and growth. Since then, there 
has been steady progress in exploiting the 
potential of adult stem cells.21 This scientific 
advancement has broader implications as 
it sidesteps the ethical dilemma of using 
and destroying the discarded embryos 
from in vitro fertilization procedures. 

E-health 
Information technology (IT) and application 
are fundamental to quality improvement. 
A 2006 international study placed Canada 
last among seven countries surveyed in 
the use of health IT among primary care 

physicians.22 This is changing, however. 
Infoway’s new target is for every Canadian 
to have an electronic health record (EHR) 
by 2016.23 There has been good progress 
on some fronts, notably in radiology, where 
picture archiving and communication systems 
(PACS) are in place in several provinces. 
These systems allow clinicians to examine 
patient images from anywhere in the province 
by logging on to the computer network. 

So far, e-health has been a partnership 
among governments, health care facilities 
and physicians. However, they’ve now got 
competition: Microsoft Health Vault (to be 
offered through TELUS Health Space) and 
Google Health have developed secure online 
records that will allow users to exchange 
health information from partnering sites, to 
access and control their own data, and to link 
to information relevant to their own conditions. 

The Alberta Netcare Portal
Alberta is ahead of other provinces in the implementation 

of electronic health records (EHRs), according 

to the Canadian Medical Association.56

Provincial EHR activities are consolidated under Alberta Netcare, a program 
run by Alberta Health and Wellness since 2004.57 Core EHR components 
include remote access to drug dispensing records, electronic transmissions 
of laboratory and diagnostic imaging test results, demographic information 
on patients, known allergies or intolerances and immunizations.58

Physicians and authorized health professionals access information on patients 
and their treatment58—via EHRs—through an e-portal, although the patients 
themselves cannot access this information or use the e-portal.59
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23The Impact 
of Innovation 
on Spending
Innovation comes at a cost. Research 
and development costs for new drugs 
and sophisticated machinery can run 
to the hundreds of millions of dollars. 
Often, and particularly in health care, the 
introductory price of innovations is very high. 
Innovations that replace their predecessors 
allow for opportunities to reallocate funds 
without necessarily increasing the size 
of the pie. Others will add to, rather than 
replace, existing services, and these tend 
to increase total costs. Some—we hope 
the majority—will significantly improve 
outcomes and prolong life—major benefits 
that provide good value for money.

Below are some examples of changes 
in the use of products and services: 

Cardiovascular drug prescriptions • 
increased from 32 million in 1998 to 71 
million in 2008—up 118%. Prescriptions 
of statins, to control cholesterol, more 
than quadrupled from 6 million to 26 
million. In 1998, there were 1 million 
prescriptions of angiotensin-2 receptor 
inhibitors (to treat high blood pressure 
and congestive heart failure) and 13 
million prescriptions a decade later.24 

Celebrex and Vioxx are but two of the • 
class of drugs known as COX-2 inhibitors, 
designed to relieve musculoskeletal 
pain. These drugs were not yet on the 
market in 1998. By 2003, there were 
7.7 million prescriptions for this drug 
class.25 Then came the Vioxx safety 
concerns that resulted in its withdrawal 
from the market in September of 2004.26

By 2008, prescriptions for COX-2 
inhibitors had dropped to 3.6 million.24 

How the Portal Works
Physicians provide much of the core information in the patient EHRs. Through 
its Physician Office System Program (POSP), the province has offset up to 70% 
of physicians’ EHR start-up costs in order to encourage enrolment in the EHR 
system.60 About 1,500 physicians enrolled in the program between October 2001 
and March 2003, and another 1,800 between March 2003 and March 2006.60

Implementation and Use
By 2008, about 25,000 Alberta health care providers had access to patient 
information through the Alberta Netcare Portal.56 Another 10,000 or so users 
in Calgary and Chinook are expected to gain access in 2009.61

As of 2009, the portal holds information on over 90% of current prescribed 
medication-dispensing activity in the province.62 In all regions, blood bank 
results, as well as general, microbiology and pathology lab data, are available.63

Physicians can also download approximately 90% of current diagnostic imaging 
reports.64 Additional information continues to become available, including 
emergency room reports, event history and electrocardiograms.63
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24 Hospital spending for cancer drugs • 
quintupled nationally between 
1998 and 2008, from $145 million to 
$725 million.27 During the same period, 
spending by jurisdictions for cancer drugs 
also grew. For example, British Columbia’s 
total spending on oral and intravenous 
oncology drugs, which includes both 
hospital and community spending, rose 
from $17 million28 to $114 million.29 

Age-standardized hip and knee • 
replacement rates rose by 24% 
and 83% respectively between 
1998–1999 and 2007–2008.11 
Increases are especially pronounced 
among younger patients (age 45 to 64) 
and very old patients (85 and older).30 
Since the major indication for both 
procedures is intractable pain and loss 
of mobility, there is speculation that the 
increases are needs-driven (for knees 
in particular) and related to obesity.30 

In summary, declarations, aspirations, 
innovations and tragedies are the forces 
that shape health care and also make 
headlines. Table 1 on pages 24 and 25 
is a bird’s-eye view of some key events 
that defined health and health care issues 
and captured the attention of the media 
and public over the last decade. 

HIV/AIDS: 
The Leap From Fatal to Chronic
Up to a decade or so ago, infection with HIV 

typically led to AIDS and, later, death. 

There has been a decline in both the incidence of AIDS cases and the number of reported 
AIDS-related deaths in Canada. Quite remarkably, deaths due to AIDS have declined from 
over 1,000 a year in the early 1990s, to only 28 in 2007—this, despite the fact that the 
number of positive HIV tests has remained the same since 2002, at about 2,500 per year.53

What is saving peoples’ lives? In large part the answer is better drugs. Over the 
past 15 years, two distinct classes of antiretroviral (ARV) drugs were introduced 
to inhibit virus replication.54 As well, a group of therapeutics known as protease 
inhibitors proved effective in preventing the formation of mature viruses.54 The 
most recent innovation has been the combination of multiple ARVs into one 
pill, thereby reducing the patients’ burden of having to take multiple pills.

Between 1998 and 2008, the number of prescriptions for HIV/AIDS filled in Canada more 
than doubled from 241,000 to 504,000.24 In 2005, an estimated 58,000 Canadians were 
living with HIV/AIDS—a 16% increase in those living with the disease from 2002.55 
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Key Events That Defined Health and 
Health Care Issues in Canada, 1998 to 2008

1998 1999 2000 2001 2002 2003

Canadian Blood 
Services and 

Héma-Québec created.

Liberal 
government 

promised more 
money for 

health care.31

Canada 
Health Infoway 

established.

Canadian 
Patient Safety 

Institute created.

Health Council of 
Canada created.

Seven dead, 
thousands ill from 

contaminated water in 
Walkerton, Ontario.34

North Battleford, 
Saskatchewan, 

contaminated 
water made 

thousands ill.36

SARS killed 44 
in Ontario.44

West Nile virus 
first detected 
in Canada.40

Women’s hormone 
replacement 
therapy study 
revealed major 
health risks.41

Health Accord 42 

promised 
$17.3 billion in 
additional funding.43

Caring for Medicare: 
Sustaining a Quality 
System (Fyke 
Commission, Saskatchewan).4 

Quebec’s Health Review 
(Clair Commission).35

A Framework for 
Reform (Mazankowski 
Council, Alberta).39

First Ministers’ 
Communiqué on 

Health outlined 
broad agenda 

for health; 
sets stage 
for billions 
of dollars 
in future 

commitments.32

Ontario 
Health Services 

Restructuring 
Commission.33

Canadian 
Institutes of Health 

Research established.

Building on Values: 
The Future of Health 
Care in Canada 
(Romanow Commission).37

The Health of Canadians: 
The Federal Role (Kirby 
Senate Committee).38

Table 1.

Health Care in Canada 2009: A Decade in Review

26



2004 2005 2006 2007 2008

Public Health Agency 
of Canada established.

Quebec created 
Centres de santé 

et de services 
sociaux (CSSS).

First Ministers’ 
Accord: A 

10-Year Plan 
to Strengthen 

Health Care 
committed 

a further 
$41 billion.45

Ontario established  
14 local 
health integration 
networks (LHINs).

Prince Edward 
Island abolished 
health regions.

Mental Health 
Commission of 

Canada created.

Alberta 
abolishes 

health regions.

New Brunswick 
replaces eight 
health regions 

with two.

Nunavut suicides 
averaged 27 a year 

compared to 1 in 
the entire decade 

of the 1960s.50

Report of Gouge 
Inquiry into Pediatric 
Forensic Pathology 

in Ontario.51

Improperly reused 
hospital syringes 

identified in Alberta.52

Hospitals in Ontario 46

and Quebec 47 

revealed surgical 
instruments 
improperly sterilized.

Chaoulli Supreme 
Court decision opened 

door to private health 
insurance for medically 

necessary  services.48

Out of the Shadows at 
Last: Transforming Mental 
Health, Mental Illness 
and Addiction Services 
in Canada (Kirby Senate 
Standing Committee).49

Policy and Funding

Arrivals and Departures

Risks, Setbacks and System Error

Key
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A Shift in Thinking: 
The Ministries’ Adoption of Health Promotion 

2003 
Manitoba

The Executive Council • 
of Manitoba included a 
new minister responsible 
for the Department of 
Healthy Living.

2005
Ontario

The Ministry of Health • 
Promotion was created.

Saskatchewan

Healthy Living Services • 
was established (dissolved 
in 2007).

2006
Nova Scotia

The Department of Health • 
Promotion and Protection 
was created.

New Brunswick

The Wellness Department • 
united with the Culture 
and Sport Secretariat to 
form the new Department 
of Wellness, Culture 
and Sport.

2008
British Columbia

The Ministry of Healthy • 
Living and Sport 
was created. 

2000 
New Brunswick

The Department of Health • 
and Community Services 
changed its name to the 
Department of Health 
and Wellness.

1999 
Alberta

Alberta Health changed • 
its name to Alberta Health 
and Wellness.
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Some advances are very 
successful—the virtual eradication 
of polio, declining smoking rates.

Others that appear strong—such as 
the declining rates of heart disease and 
death from heart attacks in adults—may 
be vulnerable to new threats in the form 
of increased rates of childhood obesity. 
While overall health indicators like life 
expectancy and infant mortality do not shift 
very much in a decade, the underlying 
trends can change more significantly.

This chapter examines changes in health 
status patterns over the past decade. It looks 
at how the health care system and health 
policy have mobilized to address problems 
and effect improvements. There are three 
main routes to health improvement:

Addressing the non-medical determinants • 
of health, such as income, housing, 
the environment and education;

Promoting health and • 
preventing illness; and

Providing appropriate and timely • 
high-quality health care.

It is widely recognized that health care 
by itself cannot make a nation healthier. 
Making a difference in the entire 
population, as opposed to individual 
cases, requires action on several fronts.

Improving health is like a chess match.

Prevalence of Selected Health Status and Conditions, 
Population Age 12 and Older, Canada, 1996–1997 Compared to 2007
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Notes 
*  Due to differences in questions 

and response categories 
between the two surveys, 
activity limitation data in the 
Canadian Community Health 
Survey is not comparable with 
data in the National Population 
Health Survey. This bar is from 
2001 data.

† Age-standardized rates 
using 1991 Canadian 
census population 12 and 
older; obesity rates were for 
population 18 and older.

 represents 95% 
confidence intervals.

Sources 
National Population Health Survey 
(NPHS), 1996–1997, and Canadian 
Community Health Survey, 2001 
and 2007, Statistics Canada.
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General 
Health Status
At the beginning of the last century, life 
expectancy was near 50 years.1 By the 
beginning of this century, it approached 
80 years.2 The natural limit of human 
longevity (somewhere between 85 and 
110 years) did not change during the 
20th century. A huge decline in premature 
mortality is responsible for extending 
the average life by three decades.3

As the 20th century drew to a close, 
the question arose as to whether and 
when progress would slow down, stop 
or even reverse. Throughout history 
some people made it to 90 years of age 
and even 100, while most succumbed 
much earlier. Life expectancy cannot 
increase by two to three years per 
decade indefinitely . . . unless scientists 
literally discover the fountain of youth. 

Still, life expectancy continued to rise, from 
78 years in 1996 to 81 years in 2006.2 But 
underneath the positive longevity data lie 
worrisome trends in risk factors. Lifestyles 
and behaviours are risk factors for many 
health problems. High-calorie, high-sugar 
and high-sodium diets can compromise 
health status, as can smoking and lack of 
exercise. Between 1996 and 2007, obesity, 
diabetes and high blood pressure were on 
the rise (Figure 2), suggesting that the long 
winning streak may be coming to an end. 

On the upside, national smoking rates among 
Canadians age 15 and over continued to 
decline, from 24% nationally in 2000 to 
19% in 2007. British Columbia’s rate is 

down to 14%— just over half that of the 
highest provincial rate (Saskatchewan, 
which is at 24%). And there is good news 
among the young: only 15% of teens 
(15 to 19 years of age) smoked in 2007, 
which is down from 25% in 2000.4 

It would take volumes to describe all of the 
changes in incidence and prevalence of 
health conditions and attempt to explain 
their origins. The story of heart health 
and stroke illustrates how trends in health 
and health care affect the population. 

Good News About 
Heart and Stroke 
Heart health is, for now, a good news 
story. Fewer Canadians are suffering from 
heart attacks, and heart attack death rates 
continue to decline—down 30% between 
1998 and 2004 alone.5, 6 Hospitalization 
rates for stroke and new heart attack 
events also declined between 2003–2004 
and 2007–2008 (see figures 3 and 4). 

The two main surgical interventions for heart 
disease are coronary artery bypass graft 
(CABG) and angioplasty (percutaneous 
coronary intervention or PCI), which is a 
less invasive procedure. PCI rates nearly 
doubled between 1998 and 2006, but have 
declined since. CABG rates have declined 
over the past five years (see Figure 4). Two 
phenomena are at work: a shift toward less 
invasive but still effective procedures, and 
fewer people with severe heart blockages due 
partly to advances in medical management 
of heart disease such as statins. 

Heart and stroke care today is more effective 
and timely compared to five years ago. 
For example, the death rate from heart 
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36 attacks within 30 days of hospitalization 
has declined by 11%.7 Fewer patients are 
admitted with heart attacks, but more of 
them have surgery—45% in 2007–2008, 
compared to 34% four years earlier. Also, the 
surgery takes place sooner—43% within one 
day of admission in 2007–2008, compared 
to 28% four years earlier. Readmission 
rates declined by 31% during the same 
period.7 The use of aspirin, beta-blockers 
and statins has become more routine, 
which has also improved outcomes.

However, differences across the country 
suggest that there is still much to do in 
order to reduce the prevalence and impact 
of heart disease and stroke, for example:

Newfoundland and Labrador residents • 
are hospitalized twice as often due 
to heart attacks than residents of 
British Columbia (351 versus 169 
per 100,000 in 2007–2008).7

There is improvement across the board, • 
but it is still better in more affluent 
neighbourhoods. For example, those 

in the bottom 20% of neighbourhoods 
by income are hospitalized more often 
for heart attacks than those in the top 
20% (290 versus 175 per 100,000).7 

A recent Canadian study that charted the • 
decline in mortality from heart disease and 
stroke noted that the risk factor profile of 
the population improved in one area—
smoking—but worsened in others—
obesity and diabetes.8 A decline in risk 
factors accounts for about two-thirds of 
the reduced mortality rates, while better 
treatment accounts for the other third.9, 10

Recent research has revealed a halt • 
in the decline in heart death rates in 
younger age groups (for example, 
35 to 54 years old) in countries such 
as the United States and the United 
Kingdom,11, 12 suggesting that the effects 
of the risk factors moving in the wrong 
direction are beginning to be felt.11 
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Notes 
The rates include people age 20 
and older. Rates for all years do 
not include Quebec due to the 
differences in data collection. 
Trend is statistically significant 
at p<0.05.

Source
Canadian Institute for Health 
Information, Health Indicators 2009 
(Ottawa, Ont.: CIHI, 2009), p. 33.
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37Variations in 
Health: Looking 
for Explanations
Four major demographic factors explain a 
large proportion of differences in health in 
Canada: gender, Aboriginal status, age and 
socio-economic status (SES). The impact of 
the first three has been identified often.2, 13–16 
In very general terms, women do better 
than men on most health indicators. Fewer 
women have cancer and fewer die from this 
disease.15 Women are less likely to develop 
diabetes14 and they live, on average, five 
years longer than men.2 Men, on the other 
hand, have less asthma and arthritis and 
are less likely to have activity limitations 
when compared to women.14 Aboriginal 
People have more disability and earlier 
deaths than non-Aboriginal people.13, 16 

For SES, a landmark study in Saskatoon 
published in 2008 revealed substantial 
differences in the prevalence of various 

conditions and risk factors for declines 
in health status within urban areas. For 
some conditions, people living in the 
poorest inner-city areas were 10 times (and 
sometimes more) more likely to experience 
poor health or elevated risks than people 
in affluent neighbourhoods.17 The fact that 
disparities exist was not a novel finding, 
but the magnitude of the difference in 
some areas was unexpected. This study 
illustrated the importance of drilling down 
to very local areas in order to identify 
major variations and high needs that may 
be invisible in analyses conducted only at 
the municipality or health-region level.

CIHI’s Canadian Population Health Initiative 
(CPHI) has extended neighbourhood-level 
analysis to 15 census metropolitan areas 
across the country.18 While the cities are not 
identical, on the whole, the report confirms 
the Saskatoon findings. People in low-income 
neighbourhoods were two to three times more 
likely to be hospitalized than people in affluent 
areas for mental health, diabetes, chronic 
obstructive pulmonary disease (COPD) 

Notes 
Rates include people age 20 
and older. Rates for all years do 
not include Quebec due to the 
differences in data collection. Rate 
of hospitalized acute myocardial 
infarction (AMI) events for 2003–2004 
does not include Manitoba due to 
the differences in AMI definition 
in ICD-9-CM and ICD-10-CA. This 
exclusion does not affect the trend. 
All trends are statistically significant 
at p<0.05.

Source
Canadian Institute for Health 
Information, Health Indicators 2009 
(Ottawa, Ont.: CIHI, 2009).
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38 and disorders related to substance abuse. 
They were twice as likely to be hospitalized 
for ambulatory care sensitive conditions 
(ACSCs) which, in a well-functioning health 
care system, could be addressed in the 
community, not in hospital (see Figure 5).18 

It is noteworthy that the major demographic 
factors are not mutually exclusive: individuals 
may have both protective (for example, 
high-income) and risk-elevating (for example, 
elderly) characteristics, and there are 
SES variations within neighbourhoods as 
well as between them. Nonetheless, it is 
clear that disadvantage and advantage 
tend to cluster and health conditions 
and health care use vary accordingly. 

The Policy 
Responses
It is one thing to report on health status and 
trends in health care use. However, the goals 
are to improve health, reduce dependency on 
health care and decrease health disparities 
within the population. A number of initiatives 
have been launched to promote population 
health. Additionally, findings related to 
disparities have informed the dialogue 
about which policies and programs might 
be effective in reducing their magnitude. 

There have been some notable successes. 
Nationally, as of 2007, the percentage of 
seniors living below the Statistics Canada 
low-income cut-off (LICO) level was 4.8%, 
compared to 9.2% in all age groups.19 In 
1996, 18% of children were living in low-
income families. This fell to 9.5% in 2007.19 
At a local level, successes are also evident. 
For example, financial and public health 
support for pregnant women resulted in fewer 
low-birth-weight babies in Newfoundland 
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39and Labrador.20 In the low-income Saint-
Henri neighbourhood of Montréal, 22% of 
women targeted by a smoking cessation 
program had quit outright after six months, 
and non-quitters had reduced their daily 
consumption by seven cigarettes.21 

In general, provincial and municipal 
governments moved aggressively during the 
decade on the anti-smoking front. Smoking 
in the workplace is almost completely 
prohibited by federal and provincial law, and 
many municipalities have banned smoking 
in all public places. These laws have played 
an important role in continuing to reduce 
smoking rates, as well as to reduce exposure 
to second-hand smoke for non-smokers. 

As the Canadian population ages, more 
Canadians are developing chronic diseases 
such as diabetes, heart disease and 
cancer. A number of federal coalitions and 
resulting strategies were initiated during 
the past decade to prevent and manage 

certain chronic diseases—for example, 
the Canadian Diabetes Strategy and the 
Canadian Partnership Against Cancer. 

At the provincial level, efforts have also been 
enhanced to prevent and manage chronic 
diseases. At least three jurisdictions (British 
Columbia, Saskatchewan and Newfoundland 
and Labrador) have well-developed chronic 
disease management strategies that use a 
collaborative care delivery model for providing 
and managing care for those with chronic 
illnesses. These models all feature a focus on 
(1) improving accessibility, (2) using 
standardized treatment protocols to improve 
quality and (3) implementing electronic 
health records. Patient education and 
disease management support are also 
key components of these collaboratives. 
Across Canada, initiatives are under way 
to promote healthy living and/or improve 
chronic disease management.22–34 

Stop-Smoking Strategies in Ontario: 
A Success Story
Over the past decade, tobacco-control strategies have been implemented at the 

federal, provincial and municipal levels. For example, Ontario has pursued a multi-

faceted strategy that has already produced some encouraging results. 

Enacted May 31, 2006, the Smoke-Free Ontario Act prohibits smoking in enclosed workplaces and public places. This 
Act is part of a larger strategy, Smoke-Free Ontario, which seeks to help smokers quit, to protect non-smokers from 
exposure to second-hand smoke and to encourage young people not to smoke. In January 2009, the Ontario government 
took a step further by prohibiting smoking in motor vehicles with children under the age of 16 in the vehicle.39 

In addition, many free programs and quit-smoking clinics are available across the province, and numerous campaigns 
have been launched in schools and communities with the specific goal of reducing tobacco use in youth. 

The effort has paid off. Smoking prevalence in Ontario has shown a marked decline, especially in youth.4 
Ten years ago, one-quarter of Ontario’s teenagers (age 15 to 19) were smokers. By 2007, the rate had nearly 
halved, to only 13%. Also, smokers are smoking fewer cigarettes, from 17 per day in 1999 to 15.5 in 2007. 
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Issues on 
the Horizon
As a nation, Canada is healthy by world 
standards, and Canadians live longer 
now than ever before. The most positive 
change in behaviour has been a reduction 
in smoking rates, especially among 
teenagers. This success has contributed 
to notable improvements in heart health, 
fewer admissions to hospital for heart 
attacks and lower rates of stroke. Offsetting 
these achievements are worrisome upward 
trends in obesity and diabetes— warning 
of a potential pause or even reversal in 
the century-long rise in health status. 
“Prevention, therefore, becomes vital.”9

A major challenge is determining the most 
effective ways to reduce health disparities 
within and across populations. Reporting 
on the nature and magnitude of disparities 
reached new levels of sophistication 
and granularity during the past decade. 
Approaches to addressing the non-medical 
determinants of health have included 
income support for seniors and families 
with children. More focused efforts have 
targeted support for early childhood 
development and at-risk pregnant women. 

Material disadvantage does not account for all 
ill health, and some high-income people are 
ill and some low-income people are healthy. 
Moreover, there is a gradient in health status 
that affects all socio-economic groups. But 
low SES explains a good deal of ill health 
and disadvantaged pockets of communities 
have poor health status. These realities have 
spurred international and Canadian efforts 

to propose policies that would accelerate 
the difficult work of reducing disparities. 
Many countries have produced reports on 
and adopted government-wide strategies 
for reducing health inequalities.35–38 

Challenging questions for the coming 
decade include the following: 

Will there be population-wide behaviour • 
changes to arrest the increases in 
obesity and diabetes that threaten to 
halt the upward trend in health status? 

Will the downward trajectory in smoking • 
rates persist, yielding further gains 
in the battle to prevent lung cancer, 
emphysema, heart disease and stroke? 

On the disparities front, there are short- 
and long-term issues. As mentioned in 
Chapter 1, the past decade was an economic 
renaissance for the country as a whole, with 
world-leading growth rates, largely eliminated 
government deficits and reduced debt. Health 
care spending doubled, but aside from 
initiatives such as the Child Tax Credit, there 
were no large-scale and sustained national 
initiatives to reduce disparities. With the 
dramatic economic downturn beginning in 
2008, unemployment rates have risen, most 
governments face major deficits and stimulus 
programs are mainly targeted at industry and 
infrastructure projects. Lower-SES groups 
are most vulnerable in these circumstances, 
and economic and psychological stressors 
may increase health disparities. 
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Money

1999
Annual 
Federal Budget

$11.5 billion to • 
the provinces and 
territories over five 
years, specifically 
for health care 
(largest single new 
investment this 
government has 
ever made)

2003
First Ministers’ Accord on 
Health Care Renewal 

$36.8 billion over • 
five years to improve 
accessibility, quality 
and sustainability of 
the public health care 
system and enhance 
transparency and 
accountability in health 
care spending (includes 
CHST, health reform 
transfer, diagnostic and 
medical equipment, and 
federal health programs)

2004
First Ministers’ 10-Year 
Plan to Strengthen 
Health Care

$41.3 billion in increased • 
cash transfers to the 
provinces and territories 
for health care over 
10 years (includes 
Canada Health Transfer 
[CHT], wait times 
reduction transfer, 
and medical and 
diagnostic equipment)

2007
Annual Federal Budget

$612 million to the • 
provinces and territories 
to support meeting 
their commitments 
to implement patient 
wait times guarantees 
+ $30 million over 
three years for patient 
wait times guarantee 
pilot projects

$400 million to Canada • 
Health Infoway 

2009
Annual Federal Budget

$500 million to Canada • 
Health Infoway for 
electronic health 
records (EHRs)

2000
Agreements on 
Health Renewal and Early 
Childhood Development 

$23.4 billion in additional • 
funding (includes $500 
million to Canada Health 
Infoway; Canada Health 
and Social Transfer 
[CHST]; primary health 
care [PHC] reforms; 
diagnostic and treatment 
equipment; and early 
childhood development)

Major Health Funding Investments
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And it was never bigger business 
than in the past decade when 
spending rose faster than ever 
before. It was a far cry from 
the mid-1990s, when real, per 
capita spending declined over 
a four-year period as a result of 
government fiscal restraint. 

In isolation, the numbers by themselves are 
not terribly meaningful, and it is easy to get 
overwhelmed by the sheer volume of financial 
data available. This chapter explores how 
money is used in health care, how patterns 
have changed over the past decade and—
where possible—what we got for the money. 

Health care is big business—over 
10% of the GDP and about $172 
billion a year in Canada.1

Breakdown of Health Expenditure
by Use of Funds, 1997–1998 and 2007–2008

Hospitals
Other Institutions

Physicians

Dental Services

Vision Care Services
Other Professionals

Prescribed Drugs
Non-Prescribed Drugs

Capital 
Public Health

Administration
Health Research 

Other Health Spending 

28.0%
10.0%

13.4%
7.0%

2.3%

1.6%
14.6%

2.7%
4.1%

6.6%
3.4%

1.8%
4.4%

2007–2008 
$172 Billion

30.7%
11.2%

14.1%

7.5%
2.7%
1.8%

11.3%

3.8%
2.7%

5.2%
2.9%
1.4%

4.8%

1997–1998 
$84 Billion
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Turkey† 5.7
Mexico 5.9
Poland 6.4
Korea 6.8
Czech Republic 6.8
Luxembourg*‡ 7.3
Hungary 7.4
Slovak Republic 7.7
Japan* 8.1
Finland 8.2
Spain 8.5
Australia* 8.7
Norway 8.9
Sweden 9.1
New Zealand 9.2
Iceland 9.3
the Netherlands‡ 9.8
Denmark 9.8
Portugal* 9.9

Austria 10.1
Belgium‡ 10.2
Germany 10.4
Switzerland‡ 10.8
France 11.0
United States 16.0

CANADA 10.1

What We Spent
It is hard to make $172 billion comprehensible. 
This sum is, by any standards, an enormous 
amount of money. It amounts to:

$5,170 per person, annually.• 1 

Nearly half a billion dollars • 
per day, every day.

Nearly 60% more in real terms • 
than a decade ago.

Among the 20 or so richest nations in the 
world, Canada’s spending levels and growth 
patterns are not unusual. Depending on the 
year and the method of calculation, we are in 
the top 5 to 10 countries in terms of proportion 
of GDP spent on health care and per capita 
health spending. Most OECDi countries 
have spent heavily on health care during the 

i. The Organisation for Economic Co-operation and 
Development (OECD) is composed of 30 countries and is 
committed to the production of highly comparable statistics 
in the economic, health and social fields. 

past decade. We spend a lot less than the 
United States, and about the same as other 
developed countries in our economic league.

Where Canada did appear to lead the pack 
in the last decade was in the amount of 
energy focused on the discussion of cost 
and sustainability. And a major driver of this 
conversation is the nature of federalism. 
Health care in Canada is mainly a provincial 
or territorial responsibility. It now consumes 
over 40% of some provincial and territorial 
government budgets. Health care spending 
has risen faster than government revenues. 
Governments and other sources have 
produced projections that show health care 
consuming even higher percentages in 
the future.2–4 Concerned about essentially 
becoming—in an extreme scenario—
ministries of health with other responsibilities, 
provincial and territorial governments 
are now focusing more on efficiency, 
value for money and accountability.

Notes
* Data for 2006.

† Data for 2005.

‡ Estimate.

Source
Organisation for Economic Co-
operation and Development. OECD 
Health Data 2009—Frequently 
Requested Data. Paris, France: 
OECD, 2009. Cited June 29, 2009, 
from <http://www.oecd.org/
document/16/0,3343,en_2649_
34631_2085200_1_1_1_1,00.html>.

Total Health Expenditure as a Percent of GDP 
in 26 Selected OECD Countries, 2007Figure 6.

http://www.oecd.org/document/16/0,3343
http://www.oecd.org/document/16/0,3343
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and How Much
Almost all Canadians use some health care 
services in any given year. The average per 
capita figure of $5,170 is high, but it is not 
typical. Health care use is distributed very 
unevenly across the population. Citizens 
with serious conditions and high health 
care needs consume tens of thousands 
of dollars worth of services in relatively 
short periods of time. But most of the 
time, people need modest amounts of 
care, which does not cost anywhere near 
the average annual per capita amount. 

As one would expect, spending concentrates 
among the elderly, and toward the end of 
life. Figure 7 shows per capita spending 
by age group, which rises steeply after 
age 70. This phenomenon has led to the 
erroneous but popular belief that the needs 
of an aging population will unavoidably 
drive spending increases and create 
unsustainable pressures on resources. This 
is an enduring myth that persists despite 

being frequently and articulately debunked 
in the literature.5–7 The aging population, 
on its own, is responsible for no more than 
a 1% annual increase in health spending.8 
The rest comes from higher prices, higher 
volumes of some types of services and more 
intensive services for various conditions. 

There are also spending bulges in two 
other age categories: children in the first 
year of life and child-bearing women. Since 
women live longer, there are more older 
women than older men, and therefore 
women account for greater proportions of 
health spending among older age groups. 

What this does not tell us is whether spending 
is distributed according to need. The answer 
is a qualified yes. Less healthy people 
use more health care, and low income—
associated with worse health status—is not 
a barrier to the use of tax-funded services. 
For example, there are 54% more per capita 
admissions to hospital for stroke from bottom-
income quintile neighbourhoods than from 
those of the top quintile.9 Lower-income 

Note
Both 1998 and 2006 data 
expressed in current dollars 
of their respective years.

Source
National Health Expenditure 
Database, Canadian Institute 
for Health Information.
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Total Health Expenditure per Capita, 
by Age and Sex, Canada, 1998 and 2006Figure 7.
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49people visit family doctors more often than 
their wealthier counterparts.10 In other words, 
health care use and costs are inversely 
proportional to income and health status. 
Simply put: the better off you are, the healthier 
you are—and the less health care you use. 

But there is an important wrinkle in this data. 
There are big variations in health care use by 
region for specific procedures. Some Ontario 
regions do twice as many knee procedures 
per capita as others, and Quebec stands 
out for its low rates of hip and knee surgery 
compared to other provinces (see Chapter 4). 
But because public health care dollars are 
generally allocated by geographic area in 
Canada, it is highly unlikely that there are 
huge variations in overall per capita spending 
between cities in the same province. The 
highest-spending province spends 23% 
more per person on health care than the 
lowest spender. By contrast, there are major 
variations in total per capita spending in the 
U.S. Seniors in Miami use three times as 
much health care as seniors in Honolulu, just 
as seniors in McAllen, Texas, use twice as 

much as seniors in Minneapolis.11 The U.S. 
studies found no differences in outcomes 
or patient satisfaction associated with these 
very different service use patterns.12 

What We Bought
Health care spending buys things, often 
referred to as inputs (personnel, equipment, 
buildings), outputs (surgical procedures, 
office visits) and outcomes (health results). 
There are many ways to categorize inputs, 
but two predominate: personnel and drugs.

Personnel 
There have been two dominant and related 
themes in health human resources over the 
past decade. One is the steady increase 
in the numbers of practitioners, with large 
increases in some occupations and more 
modest growth in others. The second 
is the ongoing debate about the nature, 
extent and consequences of personnel 
shortages, and how to address them. 
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Percent Change in Number of Health Professionals 
and New Graduates for Selected Health Professions, 1997 to 2006Figure 8.

Notes
* The employment status of the 

health professionals varies 
in this graph. Physicians 
(excluding residents), 
occupational therapists (OTs), 
physiotherapists (PTs) and 
pharmacists are those listed 
as “active registered”; RNs 
are those listed as “employed 
active registered.” 

† Data for numbers of “health 
professionals” for both OTs and 
pharmacists is reported from 
1997 to 2005 due to changes 
in data collection methodology 
from 2006 onward.

Source
Canadian Institute for Health 
Information, Canada’s Health 
Care Providers, 1997 to 2006, 
A Reference Guide (Ottawa, Ont.: 
CIHI, 2008). 
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Both the numbers of practising professionals 
and new graduates from education programs 
have risen significantly in recent years. Many 
more people are working in health care 
than a decade ago, with especially marked 
growth in chiropractic, dental hygiene, 
social work and occupational therapy. There 
were smaller increases in nursing—by far 
the largest group numerically—with some 
variations among categories. Between 2003 
and 2007, the number of licensed practical 
nurses (LPNs) increased by 15.9%, and 
registered nurses (RNs) increased by 6.9%, 
with no increase in the number of registered 
psychiatric nurses (Western Canada only). 
We do not yet have comprehensive data 
on enrolment for the past three years, 
but in nursing and medicine in particular, 
educational enrolment is up considerably. 
There have also been off-shore (international) 
recruitment programs, especially in nursing.13

Note that the numbers represent active 
registrants according to professional 
associations; they are not full-time 
equivalents. Systematic data on casual, part-
time and full-time employment status does 
not exist. But among active registrants, in 
the largest profession—nursing—employers 
have prioritized a shift to more full-time 
jobs. This suggests that the growth in 
health care spending has created a lot of 
new capacity over the 10-year period.

The numbers by themselves do not mean 
much; the real question is whether Canada 
will have enough health care providers. 
Data on the supply of health care workers 
in OECD countries suggests that there 
is no one “magic” number. For example, 
in 2007, Canada had about as many 

physicians per 1,000 population as the U.S. 
but less than many European countries. 
By contrast, Canada had more practising 
nurses per 1,000 population than many 
other countries—but fewer than the U.S. 
Regardless, since 1998, the focus on the 
impending “shortages” of doctors14–16 and 
nurses17, 18 in Canada has been intense. 

In health care, the meaning of a perceived 
shortage is not straightforward. It could 
mean any or all of the following:

There are more jobs than qualified people, • 
resulting in persistent vacancy rates.

Qualified people have, for various • 
reasons, left the workforce.

The need for service is growing faster • 
than the capacity to address it.

Overall capacity is sufficient, but • 
is poorly distributed (for example, 
some areas are over-served while 
others are under-served).

The division of labour is inefficient • 
(for example, nurses doing work that 
could be done by a licensed practical 
nurse, or doctors doing work that could 
be done by a nurse practitioner).

Work is not organized efficiently, • 
resulting in wasted time and lower 
productivity (for example, no telephone 
consultations, difficulties in finding 
supplies on hospital wards).

People are getting services that they • 
do not need (for example, for many, an 
annual complete physical examination 
is not necessary), which effectively 
crowds out services they do need.
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Making plans and projections without fully 
understanding which of these is at work 
may fail to solve the problem, or solve it 
inefficiently. Furthermore, both health needs 
and service delivery options are constantly 
changing. More sophisticated modelling 
shows how anticipated needs can change 
dramatically if the system becomes more 
efficient. A recent report indicated that a 1% 
annual increase in nursing productivity would 
eliminate half of the projected shortage of 
nurses by 2022.19 By international standards, 
this is a modest goal: in the early stages 
of implementation, the United Kingdom’s 
Releasing Time to Care20 initiative has shown 
up to a 30% increase in time devoted to 
direct patient care. A number of Canadian 
jurisdictions have introduced the program. If 
this effort is similarly successful, the supply 
of nursing will increase significantly without 
any increase in the number of nurses. 

Analysts often cite two other potential causes 
of the perceived shortages: the looming 
retirement of large numbers of baby boomers 
and the desire for greater work–life balance 
in some professions, notably medicine. 
In the 2007 National Physician Survey, for 
example, over 6% of doctors stated that 
they intended to leave their practice, and 
35% said they would reduce their hours of 
work in the next two years. (By contrast, 8% 
said that they would increase their hours of 
work.) However, fewer than 1% of doctors 
left work annually, and while 27% reduced 
their work hours, 21% increased their work 
hours.21 Intention does not always lead to 
action, and uncertainty invariably clouds the 
future. Health human resource planning has 
always been notoriously difficult because the 
only constant in the environment is change. 

The assumptions made and the data 
consulted affect decisions about educational 
program seats and off-shore recruitment 
practices, targets and regulations. 
Governments have significantly increased 
health science program enrolments. The 
entering class of medical students in 
2008–2009 was 68.3% larger than the class 
of 1998–1999.22 For nursing, the increase 
from 199723 to 200724 was 51.4%. 

Regardless of its overall merits, increasing 
enrolment is not a short-term fix because 
it takes several years to produce new 
graduates. The full effects of today’s 
decisions will play out in the coming years 
and decades. For example, physicians 
must complete residency programs and 
pass examinations to become full-fledged 
licensed practitioners. Enrolment increases 
and enhanced opportunities for international 
medical graduates (IMGs) have boosted 
the number of first-year residents by 58%, 
from 1,582 in 1999–2000 to 2,504 in 2008–
2009.25 The number will grow substantially 
in the next few years—the first-year medical 
class size reached 2,653 in 2008–200926 
and it will increase further because some 
medical schools have already announced 
their intentions to add seats in the future.

Already the discourse has started to change. 
Early in 2009, Alberta Health Services stated 
that previous projections of large nursing 
shortages were wrong.27 Any prolonged 
period of spending constraint will have an 
impact on the labour market, and it is not 
inconceivable that new graduates in some 
professions will experience difficulties finding 
full-time work, as they did in the 1990s.
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Overall, drugs are the fastest-growing 
expenditure item in health care, having 
increased by about 136% since 1998. Some 
factors that influence the growth in spending 
include the replacement of older, cheaper 
drugs with newer and more expensive drugs, 
as well as increased use of certain categories 
of drugs—notably, cardiovascular drugs.28 

Canadian drug-spending patterns and 
policies are notable in several respects. First, 
the publicly financed proportion of drug 
expenditures is comparatively low. Canada 
ranked 21st of 24 OECD countries in 2007.29

Second, drug coverage is uneven across 
populations. Some Canadians have relatively 
good public coverage—for example, seniors 
in some provinces but not others30—while 
others have good private coverage through 
employer-based benefit plans. But many have 
only catastrophic drug coverage with high 
deductibles. Third, drug spending varies by 
55% between the lowest-cost province (British 
Columbia) and the highest (Quebec).28 

A significant development in the past 
decade has been the adoption of a more 
coordinated approach to drug evaluation. 
All jurisdictions except Quebec participate 
in and support the Common Drug Review 
(CDR), under the auspices of the Canadian 
Agency for Drugs and Technologies in 
Health (CADTH). The process culminates 
in non-binding recommendations to list or 
exclude a drug from provincial formularies. 
The generally accepted principle is that 
no means no, and yes means maybe.
Provinces follow the CDR recommendations 
over 90% of the time, resulting in greater 
consistency across the country.31 

Notes
* Data for 2006.

† Data for 2005.

‡ Estimate.

§  Includes prescription and 
non-prescription information.

Source
Organisation for Economic Co-
operation and Development. OECD 
Health Data 2009—Frequently 
Requested Data. Paris, France: 
OECD, 2009. Cited June 29, 2009, 
from <http://www.oecd.org/document/
16/0,3343,en_2649_34631_2085200_1
_1_1_1,00.html>.
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Services and Technology 
Health care dollars bought changing arrays 
of services over the decade (see Chapter 
2 for a fuller account of these changes). 
Among the notable changes with major 
financial implications are the following:

Drug Use.•  As discussed, expenditures 
are increasing rapidly with newer 
drugs frequently replacing older 
ones. The question facing policy-
makers, benefits plan administrators, 
physicians and patients is the extent 
to which the new drugs are more 
effective, and at what price. 

Diagnostic Imaging Capacity.•  In the last 
10 years, this has grown. The rate has 
been steepest for MRI scanners—over 
300%—on top of 71% for CT scanners.32 

Hospital Stays.•  The number of overnight 
hospitalizations continues a decade-
long trend downward, but length of 
stay has ceased declining. A continuing 
factor in the decline is the shift from 
inpatient (down 16.5% for the decade) 
to outpatient surgery (up 30.6%).33 

What We Achieved
About half of the increase in health care 
spending over the decade was due to a 
combination of population growth (14%), 
aging (11%) and inflation (27%).7 So 
$85 billion in spending in 1998 would 
have had to grow to about $130 billion in 
2008 just to provide the same services in 
the same way. We actually spent another 
$42 billion. As noted, this new money bought 
more personnel, technology, innovation 
and services. So, what were the results?

This is the hardest question to answer. Health 
status in Canada is good overall, but it is 
not good among low-income people and 
Aboriginal populations. Some health care is 
undoubtedly more effective—for instance, 
cardiovascular surgery—and people who 
would have died a decade or two ago 
now get added years of life. And some 
procedures, like hip and knee replacements, 
can reduce pain and suffering, thereby 
dramatically improving quality of life.

But attributing population health outcomes 
to health care spending is confounded by 
five important realities. First, non-medical 
factors—education, income, social support, 
food security, the environment, etc.—have 
a bigger lifetime effect on population health 
status than health care. Second, everyone 
dies eventually, and Canadians already live 
just about as long as any other people on 
earth. No amount of health care spending 
can overcome the limits of the human 
life span. Third, we cannot carry out an 
experiment that withholds health care from 
a large group of people and provides it to 
others, and observe the differences over time. 
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returns from increased per capita spending 
drop off severely beyond about $1,000 or 
$1,500.34 Finally, many conditions are self-
limiting—that is, we get better regardless 
of whether we seek health care—and some 
are impervious to health care (incurable). 

Ultimately, this is about value for money, 
and the Health Council of Canada has made 
a serious attempt to clarify what is meant 
by this term and to assess the relationship 
between spending and outcomes.7 Among 
their key findings are the following:

Among highly industrialized countries, • 
health outcomes are not related to the 
numbers of doctors35 and nurses.36 Italy 
has 67% more doctors per capita than 
Canada, yet Italians have a life expectancy 
that is only six months longer than ours.29

Some health care is either harmful • 
or useless. Thousands of seniors are 
prescribed drugs they should never take.37 
In Vancouver, a study showed that one-
quarter of cataract surgery recipients 
had worse vision after the procedure.38 

Some people may need more service, • 
while others may need less. 

Overall, we do not have enough 
comprehensive information to link, with any 
precision, health care spending to health 
outcomes. In some cases, innovation makes 
health care cheaper: it costs less to perform 
angioplasty on a heart patient than a coronary 
artery bypass graft. In some cases innovation 
is more expensive, for example, the cost of 
using CT or MRI scans for an increasing range 
of symptoms. Governments often set access 
targets, but not quality or outcomes goals. It 
is not surprising that a $172 billion system is 
imperfect, but the fact that we have so little 
information to quantify how this spending 
actually affects health is a major gap.

Measuring 

Health Outcomes
Outcomes analysis is necessary to understand the end results of 

health care practices and interventions, and ultimately to understand 

the relationships among patient characteristics, health care and 

patient health status. To explore the feasibility of conducting health 

outcomes analysis, the Canadian Institute for Health Information 

and Statistics Canada have collaborated on two reports.
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the Horizon
Health expenditure data is abundant. We 
can readily describe how much money goes 
where in many different ways. Interpretation, 
however, is far more difficult and contentious 
because there is no standard approach 
to linking volumes and activity to clinical 
and population health outcomes. Nor is 
there a method for comparing observed to 
“ideal” efficiency, or otherwise assessing 
value for money. All we can say for sure 
is that the system got a good deal more 
costly during the past decade; Canadians 
consumed more health care and more 
expensive drugs; the numbers of doctors and 
nurses roughly kept pace with population 
growth, while numbers in other health care 
professions grew much more rapidly; and 
diagnostic imaging became commonplace. 

The most intriguing developments occurred 
in health human resources. The latest data 
available, from 2006, shows a 25% to 30% 
increase in the number of new graduates 
compared to a decade earlier. These 
numbers will rise again shortly in medicine 
and nursing because enrolment increases 
are much higher, and the new graduates 
have yet to appear in the workforce. Overall, 
the supply of new graduates will be at 
an all-time high, further augmented by 
unprecedented numbers of overseas recruits. 

How this affects the system will depend 
on a number of factors, including:

The state of the economy and the rate • 
of increase in health care spending. 
The next few years promise to be fiscally 
turbulent, and governments will be 
struggling with deficits and the need 
for restraint in the wake of the world-
wide economic recession. If health care 
spending slows down—a likely scenario—
then the ability to absorb all of the new 
personnel may be a challenge. This may 

Health Outcomes: Report One 
The first outcomes report, A Framework for Health Outcomes Analysis: 
Diabetes and Depression Case Studies, released in July of 2008, 
sparked the development of the new Health Outcomes Conceptual 
Framework, which guides data development and analysis for health 
outcomes at a population level. With a specific focus on diabetes 
and depression, results demonstrated that existing data sources 

are very limited in their ability to provide information about health outcomes of care.

Health Outcomes: Report Two
The second report in the series, Health Outcomes of Care: An Idea Whose Time 
Has Come, to be released in 2009, focuses on options for outcomes-oriented 
data development and enhancement. Based on Canadian and international 
initiatives and case studies, the report proposes short- and long-term options for 
upgrading the availability of health care outcomes information in Canada.
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be a case of déjà vu: little more than a 
decade ago, health care organizations 
were laying off workers and new nursing 
graduates could not find permanent jobs. 

Retirement rates in the current • 
workforce. Economic uncertainty, 
reduced pension valuations and 
diminished investment portfolios are likely 
to change the retirement plans for many 
health care workers in their fifties and 
sixties. If doctors, nurses and others defer 
their exits for even two or three years, 
then the impact on the system could be 
substantial. A markedly higher retention 
rate could augment the numbers of active 
personnel even more than the combined 
effect of increased numbers of new 
graduates and international migration. 
Salaried personnel typically achieve 
their highest incomes at the end of their 
careers. Their delayed departure could 
potentially create a higher cost bubble, 
and the opportunity to replace people at 
the top of the range with new entrants at 
the bottom could be deferred. A Manitoba 
study found that physicians over 50 
years of age are higher fee-for-service 
billers than their younger counterparts.39 
If they continue to practise longer than 
anticipated, there will be major upward 
pressure on total spending because new 
medical licensees are entitled to billing 
numbers regardless of whether there 
is the expected number of retirees.

Developments in scope of practice • 
and interprofessional collaborative 
practice. There is a good deal of 
interest in new approaches to care that 
maximize the capacity of all occupations 

to apply all of their knowledge, skills and 
experience. Given the right incentives, 
family doctors might manage cases 
currently referred to specialists, just as 
community-based nurses might acquire 
more responsibility for chronic disease 
management from family doctors, and 
ward clerks and licensed practical nurses 
might perform duties now the province 
of RNs. Any significant changes on these 
fronts could substantially alter desired 
personnel ratios. Health science students 
educated in traditional silos and with 
today’s expectations may confront a 
considerably altered world when they 
hit the workforce in a few years’ time.

Perhaps the biggest issue for the coming 
decade is the speed with which quality 
improvement, accountability for performance 
and e-health are embraced as fundamental 
to system change. Everything from the 
way people work to the tools they use and 
the adoption of innovation is susceptible 
to change, if policies and practices now 
considered leading edge become the norm. 

With some exceptions, particularly when new 
money is available, health care spending 
patterns usually change incrementally, 
and both increases and restraint tend 
to apply across the board. The growing 
focus on quality suggests the potential 
for transformation and perhaps will be 
a driving force to demand it. Faster and 
larger-scale changes are likely to alter 
patterns of health care spending, and 
broader economic forces may create a 
new sense of urgency as well as a greater 
appetite for new approaches to funding.
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Access 
Capacity and Need

1990
Quebec

Creation of Info-Santé • 
CSCL, a 24/7 telephone 
service available to 
everyone in Quebec 

1997
Manitoba

Health Links-Info • 
Santé created

New Brunswick

Province-wide • 
Tele-Care created

2001
Ontario

Telehealth Ontario created• 

British Columbia

BC NurseLine created• 

2003
Saskatchewan

HealthLine created• 

Alberta

HEALTHLink Alberta created• 

2004
Northwest Territories

Tele-Care Health Line created• 

2006
Newfoundland 
and Labrador

HealthLine created• 

2008
British Columbia

BC NurseLine • 
renamed HealthLink 
BC—amalgamation 
of telephone services

Yukon

Yukon HealthLine-811 • 
created—connected to 
B.C.’s HealthLink

Quebec

Info-Santé changed to • 
Info-Santé 811—one 
general number for the 
entire province

2009
Nova Scotia

HealthLink 811 created• 

Access to Care: 
Telephone Health Lines
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62 On the surface, access seems 
uncomplicated and is often 
defined simply as “the right 
service in the right place at the 
right time.” But, as this chapter 
shows, it is far from simple.

Wait times are the flash point for access 
concerns. They featured prominently in 
the health accords of 20031 and 2004.2 
Access was at the heart of the Chaoulli case 
(2005) in which the Supreme Court decided 
that excessively long waits invalidate the 
Quebec government’s prohibition of private 
health insurance for medically necessary 
services. Since then governments have 
set wait times targets and guarantees, and 
many interest groups have kept the issue 
before the media and the general public. 
This chapter explores wait time trends over 
the past decade, with some analysis of 
how waiting relates to capacity and need. 

Waiting is a legitimate concern in all 
health care systems, but it should be 
neither the last word on nor the only 
criterion by which access is evaluated. 
Here are other things to keep in mind:

Need: If patients are waiting for some 
type of service, the assumption is that the 
service is needed. But needs vary and 
they could refer to anything from a need 
for diagnostics to a need for treatment. 
Sometimes the need is not for treatment, 
but for reassurance—the consultation, 
MRI or CT scan that confirms or rules out 
a diagnosis. These are often questions of 
probability: if a physician is 98% sure that 
there is no tumour, is there an obligation 
to provide a CT scan to make it 100%?

Appropriateness: This speaks to the 
circumstances in which treatment is 
warranted. Some interventions once 
thought to be useful—for example, 
arthroscopic knee surgery—have been 
shown to be ineffective.3 A great deal of 
back surgery has been proven unlikely to 

Access is a central issue to Canadian 
debates about health care and 
our views of the system. 
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Private health care is a confusing concept. In one definition, “private” means 

non-governmental. In this case, most health care in Canada has always been 

privately delivered. The controversial interpretation of private, however, has two 

elements: the financing of medically necessary services (as defined by the Canada 

Health Act) outside the public system; and the delivery of medical services by 

investor-owned, for-profit clinics, where the investors do not work in the facilities 

(as distinct from physicians who own and work in their own practices). 

There are some misconceptions about what Canadian and 

provincial law allows and prohibits. In a nutshell:

Every province allows doctors to practise outside of the public system. In 2004, • 
Ontario enacted legislation that prohibits new doctors from opting out but allowed 
those who had previously left the public system to continue to practise.31

Five provinces (B.C., Alberta, Saskatchewan, New Brunswick and P.E.I.) allow doctors to practise both • 
inside and outside of the system. The others do not. Three provinces (Manitoba, Ontario and Nova Scotia) 
do not allow opted-out physicians to charge their patients more than the public tariff for services.32

Five provinces (B.C., Alberta, Manitoba, Ontario and P.E.I.) prohibit private • 
insurance for services covered by the Canada Health Act. Quebec used to be in this 
category until the Supreme Court ruled that the prohibition was illegal.32

Several provinces allow the public system to contract with private clinics to deliver publicly insured services.• 32

Private Health Care in Canada

The Supreme Court 
Adds a New Wrinkle
On June 9, 2005, the Supreme Court of Canada 
struck down a law that banned the sale of private 
insurance for medically necessary services in Quebec. 
It did so on the grounds that the law violated the 
right to life and security of the person guaranteed 
by Section 1 of Quebec’s Charter of Human Rights 
and Freedoms. The case was brought by Quebec 
doctor Jacques Chaoulli on behalf of his patient, 
George Zeliotis, a 73-year-old Montréaler who had 
waited one year for a hip replacement. After two 
Quebec courts rejected the claim, the Supreme Court, 
in a 4–3 decision, ruled in favour of the applicant. 
Additionally, three of the majority judges found 
that the law against private insurance also violated 
the Canadian Charter of Rights and Freedoms.33

As a result, the Quebec government now allows 
Quebec residents to purchase private insurance for 
a limited range of services—to date, hip and knee 
replacements and cataract surgery.34 In addition, 
Quebec implemented wait time guarantees in these 
areas. However, no private insurance policies were 
sold in the two years following the decision.35 This 
mirrors the historical experience in the four provinces 
where private insurance has never been prohibited.

Clinics Across the Country
The legal challenges are important, but they have 
not been central to the development of private 
health care clinics across the country. How much 
private health care exists in Canada? There is 
no comprehensive source of information, but 
the sector is growing, with the bulk of activity 
concentrated in the four largest provinces (Ontario, 
Quebec, B.C. and Alberta), for example 

Private diagnostic imaging clinics (Ontario: • 
6, Alberta: 3, B.C.: 5 and Quebec: 11); 36

Private surgical centres, offering mainly cataract, • 
orthopedic and cosmetic surgery; and 36

Private medical clinics, offering • 
premium primary care. 36

So where are we now? The debate is primarily about 
whether the public system should allow, encourage or 
prohibit the creation of clinics that both serve publicly 
funded patients as part of medicare, and generate 
additional income by marketing enhanced services to 
patients who are willing to pay the costs themselves.37
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64 benefit patients.4 And cataract surgery on 
patients with minor visual difficulties may 
actually decrease quality of life.5 

Consequence of Waiting: In some cases—
for instance, the time it takes to get the 
results from cancer biopsies or to start 
treatment—the delays may have no adverse 
effects on prognosis, but they may cause 
considerable anxiety.6 In other cases, waiting 
leaves people in considerable pain (often the 
case for hip and knee surgery), diminishes 
capacity (cataracts) or increases the risk 
of health decline or even death (cardiac 
surgery and hip-fracture repair). And in 
other cases, waiting is an inconvenience 
or a minor irritation, for example, a three-
week wait to see a family doctor. 

Geography: People in rural and remote 
Canada typically do not live near specialists 
and large institutions. The need to travel 
long distances to receive service is a 
practical (and sometimes financial) barrier 
to access. Referral networks may not be as 
well-developed between rural practitioners 

and urban specialists.7 Telehealth and 
other communications technologies have 
been designed to address geographic 
issues related to access to care.

The patient experience of access is unique 
and dependent on individual circumstances—
after all, no one needs access to all parts of 
a complex health system at the same time. If 
your family doctor can meet all of your needs, 
you are unaffected by the level of access 
to other health care professionals. If your 
knees are a problem, you may need access 
to specialists, diagnostic imaging, surgery 
and rehabilitation. Delays in the journey 
can cause anxiety, prolong suffering and, 
in some cases, affect outcomes following 
care. Long waits for nursing home beds 
can cause a great deal of family stress.

While access is multi-dimensional, the 
available data is primarily about wait times 
for specific types of care. We cannot fairly 
evaluate wait time trends unless we also 
track volumes of services. For example, if 
volumes increase significantly and wait times 

Telehealth in Canada
Telehealth or Telemedicine?
There is no pan-Canadian definition of telehealth. In fact, the terms telehealth and 
telemedicine are often used interchangeably. Health Canada defines telehealth as the 
application of telecommunications and information technology to the delivery of health care 
and health-related services and information over large and small distances.38

With the exception of Ontario, all provinces, as well as pan-Canadian initiatives, use the term telehealth. 
Ontario uses the term telemedicine. 

Goals and Benefits 
Although telehealth can be used over any distance, its 
main value-added role is to improve access to health 
care for people in rural or remote locations. For these 
people, telehealth offers many benefits, including

Less time away from home or work;• 

Fewer travel-related expenses;• 

Care in the patient’s own community; • 

Faster response times for tests • 
and consultations; and

Face-to-face consultations with a specialist.• 
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65stay the same, this might reasonably be 
regarded as an achievement. If wait times 
shorten and more people are referred for 
surgery, both volumes and wait times may 
subsequently increase. Increased volumes of 
surgery may not always improve outcomes. 
Appropriateness also matters. In the following 
section, we present information on how wait 
times have changed over the past decade 
and, where possible, how this relates to 
changes in volumes and outcomes.

Primary Care
Family doctors are the gatekeepers to most 
public health care in Canada. About 8 in 10 
Canadians (age 12 and older) see a family 
doctor at least once a year.8 The supply 
of family doctors grew from 95 to 98 per 
100,000 population from 2001 to 2007. Yet 
the percentage of people with a regular 
family doctor fell from 88% to 85% nationally, 
ranging from 74% in Quebec to 93% in 
Nova Scotia in 2007.9 According to national 
surveys, many people in 2007 still experience 
significant access problems, for example

One in six Canadians (age 15 and • 
older) experience difficulty accessing 
routine or ongoing health care, and 
getting health information or advice.10 

One in four report difficulty • 
getting immediate care for a 
minor health problem.10 

One in seven report waiting three • 
months or longer to see a specialist 
for a new illness or condition.10 

On the positive side, the vast majority (96%) 
of Canadian adults with selected common 
chronic conditions reported that they had 
access to a regular place of care, such as a 
family doctor or a walk-in clinic. More than 
three-quarters (76%) reported that the quality 
of the primary health care they received in the 
previous 12 months was either “excellent” or 
“very good.” In addition, 92% of Canadians 
with a regular place of care would recommend 
their doctors to a friend or relative.11 

Services
Services common to most telehealth programs 
across Canada include diabetes care, home 
care, mental health, obstetrics/gynecology, 
oncology, pediatrics, psychiatry, radiology, 
rehabilitation, rheumatology and wound care. 

Coverage
Coverage also varies from province to province. In 
Yukon 14 communities are connected,39 while 10 are 
connected in the Northwest Territories.40 Ontario has the 
largest coverage, with 615 sites across the province.41

Growth Across the Country
Telehealth has spread across the country at varying 
rates. Canada’s first province-wide telehealth 
network was launched in Nova Scotia in 1996.42

Other provinces quickly followed suit: B.C. and 
New Brunswick in 1997;43, 44 pilot projects were 

launched in the Northwest Territories in 199845 
and Saskatchewan in 1999;46 Nunavut began 
in 1999 and completed the network in 2004. 

In a number of cases, telehealth was an 
extension of an existing initiative. Newfoundland 
and Labrador, for example, had a long history 
of telehealth through TETRA (Telehealth and 
Educational Technology Resource Agency) at 
Memorial University. Then, in 2004, a provincial 
telehealth strategy was developed.47 Similarly, the 
Ontario Telemedicine Network was created in April 
2006, merging three previously existing networks: 
CareConnect, NORTH Network and VideoCare.41

Pan-Canadian Approach: 
Canada Health Infoway
As of March 31, 2009, 47 telehealth projects had 
been funded by Canada Health Infoway, a not-for-
profit organization funded by the federal government. 
Infoway works with provinces and territories to 
develop projects that best suit their needs. 
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There are greater variations in access to 
specialists than to family doctors. Specialists 
are heavily concentrated in urban areas 
and in larger provinces. Canada has 
comparatively long wait times for specialists: 
according to the 2008 Commonwealth Fund 
survey, 42% of Canadians with chronic 
conditions waited more than two months 
to see a specialist, compared to 33% in 
New Zealand and the United Kingdom, 
and 10% in the United States.12 For all 
Canadians age 15 and older, the median 
wait time to see a specialist hovered 
around four weeks from 2001 to 2007.13 

It is not possible to get an accurate account 
of how the number of specialists translates 
into service volumes and wait times. Service 
volumes are available only for fee-for-service 
specialists, and in some provinces, such as 
Nova Scotia, many specialists are funded 
by other methods. The data available, 
for example, shows that Nova Scotia has 
113 specialists per 100,000 population 
compared to 86 in New Brunswick,14 but 
New Brunswick specialists perform almost 
three times as many procedures.15 The 
majority of Nova Scotia procedures are 
effectively “hidden” from the available data 
because they are performed by specialists 
who are not paid fee for service. 
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Notes
There were no MRI scanners in 
the territories.

The number of scanners as of 
January 1, 2007.

The number includes only the 
scanners that were reported 
being used 50% of the time or 
more for clinical purposes.

Scanners used mainly for 
research and scanners whose 
purpose was not reported are 
therefore excluded.

Sources
National Survey of Selected 
Medical Imaging Equipment, 
Canadian Institute for Health 
Information; 2007 population 
estimates, Statistics Canada.
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There has been major growth in the number 
of CT and MRI scanners and procedures 
over the past decade, both in Canada and 
internationally. Utilization varies markedly 
among countries. In 2006–2007, Canadians 
had only about 35% of the MRI and half 
the CT exams as Americans, but nearly 
double the rate of MRIs and more than triple 
the rate of CTs as Denmark.16 However, 
Canadians underwent over a million more 
exams in 2006 than in 2003;16 the median 
wait stayed the same at about two to three 
weeks.10 We also know a bit about how 
this varies by jurisdiction in Canada. 

While both MRI and CT exam rates • 
vary considerably by jurisdiction, 
they are unrelated to the number of 
machines per capita. Clearly, there 
is more and less intensive use of the 
technology depending on jurisdiction.16

As noted in Chapter 1, diagnostic imaging • 
utilization has risen rapidly in the past 
decade. About 55% of Canadians wait 
less than a month for a CT and MRI scan 
(the data is lumped in with angiography), 
and 11% wait more than three months.10 
There appears to be some relationship 
between utilization and waiting: New 
Brunswick and Alberta have high rates of 
scanning and somewhat longer waits.16, 17 

There is no systematic data on the • 
impact of increased utilization on 
diagnostic accuracy, management 
or outcomes of care. 
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Notes 
Numbers are for the fiscal 
year from April 1, 2006, to 
March 31, 2007.

Sources 
National Survey of 
Selected Medical 
Imaging Equipment, 
Canadian Institute for 
Health Information; 2007 
population estimates, 
Statistics Canada.
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Surgical wait times have been a hot-button 
issue for a decade or more. Concerns and 
action have focused on four areas: hip 
replacements, knee replacements, heart 
surgery and cataract surgery. While there 
is no standardized data on wait times over 
the 10-year period, we know more about 
the volume of procedures being done over 
the 10 years as well as some outcomes 
of care. What we know about volumes, 
wait times and outcomes follows.

Hip Replacements
Rates rose over the decade, but have • 
stabilized in recent years. The variation 
among provinces has narrowed, 
although Quebec remains a significant 
outlier on the low side (see sidebar).

Wait times have declined in recent years, • 
but in four provinces (Prince Edward 
Island, Nova Scotia, New Brunswick 
and Saskatchewan) fewer than 75% 
of patients undergo surgery within the 
182-day benchmark.18 Wait times vary 
considerably by province. In Ontario, 
where waits are shortest, half of hip 
replacement procedures were completed 
within 63 days in 2008. In Nova Scotia, 
where waits are longest, the median wait 
was 201 days. Waits for hip replacements 
have declined over the past three years 
in provinces where trend data is available 
(Ontario, Manitoba, Alberta and B.C.).18

There are no systematically reported • 
outcomes following hip replacements. 

Notes
Rates include people age 20 
and older. Quebec data for 
2007–2008 was not available 
at the time of publication. 
Rates for the territories 
are not presented due to 
small numbers. 

 represents 95% 
confidence intervals.

Source
Canadian Institute for Health 
Information, Health Indicators 
2009 (Ottawa, Ont.: CIHI, 
2009), p. 65. 
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In 2005–2006, the hip replacement rate 

in Quebec was 64 per 100,000 people—

much lower than the national average. 

Quebec’s knee replacement rate was 85 

per 100,000 people—again, much lower 

than the national average and less than 

half that of Manitoba (190), Ontario (181), 

Alberta (173) and Saskatchewan (171). 

What might account for these differences?

Healthier people. This may be a partial explanation. • 
Quebec has among the lowest self-reported 
prevalence of arthritis, rheumatism and obesity 
when compared to other provinces.48, 49 

Fewer orthopedic surgeons performing • 
these surgeries. Not so—Quebec has 
typical rates of orthopedic surgeons.14 

Long waits, suggesting unmet needs. Not so—the • 
proportion of Quebec patients whose surgery is 
completed within the national benchmark is higher 
than that reported in many other provinces.18

Less orthopedic surgery in general. Again, • 
this is not the case. Quebec’s overall rate is 
comparable to that of other provinces.15

Less access to non–life threatening procedures. • 
This may be a partial explanation. Quebec 
has the highest proportion of people 
reporting unmet health care needs.50

Greater use of drugs to manage pain instead • 
of surgery. Not so—Morgan et al.51 reported 
that Quebecers spent less on pain medications 
per capita than residents of other provinces, 
especially in the older age groups.

Differences in data collection. Data collection • 
on hospital-based surgery is mandatory in 
Quebec, as it is in the rest of the country. Any 
small variation that may exist in data collection 
does not explain the differences in rates.

The reason why Quebec performs fewer hip and knee 
replacements remains somewhat of a mystery.

Why Does Quebec Perform 
so Few Hip and Knee Replacements?
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Rates rose steeply over the decade • 
but, as with hips, they stabilized in 
recent years and, in some provinces, 
they declined. Rates in Ontario and the 
west are higher than those in the east, 
and Quebec rates remain significantly 
lower than elsewhere (see sidebar).

In all provinces able to report trends • 
(Ontario and Western Canada), wait 
times are down over the last three years. 
Despite this fact, wait times still fall short 
of the benchmarks in many areas. Only 
three provinces (P.E.I., Quebec and 
Ontario) reported that over 75% of patients 
received their knee replacement surgery 
within the recommended 182 days.18

There are no systematically reported • 
outcomes following knee replacements. 

Heart Surgery
Coronary artery bypass graft (CABG) • 
rates declined over the decade while 
angioplasty rose significantly before 
declining toward the end of the decade 
(see Chapter 2 for more details).19

All seven provinces that report wait times • 
information met the 182-day benchmark 
for 90% or more of CABG procedures, 
but this data combines a number of 
urgency categories.18 (Work is under 
way to make reported wait times for this 
procedure more detailed and meaningful.) 
Wait times for angioplasty are not 
widely available, and pan-Canadian 
benchmarks have not been established.

Heart health outcomes are improving. • 
In-hospital mortality rates continue 
to decline (see Chapter 2).

Notes
Rates include people age 
20 and older. Quebec 
data for 2007–2008 was 
not available at the time 
of publication. Rates 
for the territories are 
not presented due to 
small numbers. 

  represents 95% 
confidence intervals.

Source
Canadian Institute for 
Health Information, Health 
Indicators 2009 (Ottawa, 
Ont.: CIHI, 2009), p. 63.
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Cataract surgery has increased in • 
all provinces over the past 10 years. 
Rates of growth have been most 
dramatic in provinces that reported 
lower rates in 1998–1999. 

Wait times for cataract procedures have • 
dropped in three of the four provinces 
with trend data over the past three 
years. (The fourth province reported 
no change.) Five of the eight provinces 
for which data is available report that 

in 2008 about 75% or more cataract 
procedures were completed within the 
recommended benchmark of 112 days.18 

There is no systematic outcome data on • 
cataract procedures. A 2002 Canadian 
study found wide variation in how well 
patients were able to see before cataract 
surgery, as well as the degree to which 
patients’ eyesight was improved after 
surgery.20 Not without controversy, the 
study found that one-quarter of patients 
had worse health-related quality of life 
after the operation than they did before. 

Notes
Rates include people age 
20 and older. Quebec, 
Manitoba and Alberta are 
not presented. Data reported 
to CIHI is incomplete to 
calculate comparable rates. 
Rates for the territories 
are not presented due to 
small numbers.

 represents 95% 
confidence intervals.

Sources
Hospital Morbidity Database 
and Discharge Abstract 
Database, Canadian Institute 
for Health Information. 
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Radiation Therapy

The recommended benchmark is • 
within 28 days of when the patient is 
ready for treatment. At least 80% of 
radiation patients meet the target in 
all provinces. In several provinces, 
well over 90% are treated within 
the recommended time frame.18 

Cancer has among the most • 
comprehensive long-term outcome 
data of any disease category. Five-
year survival rates have improved 
marginally in the past decade for most 
types of cancer (see Figure 15).21 

Access 
Improvement Efforts
The first comprehensive report that identified 
wait time issues and proposed solutions 
appeared in 1998.22 Since then there has 
been a great deal of activity to quantify and 
address wait time issues. In particular, in 
the fall of 2004, the first ministers put timely 
access to quality care at the top of their 
collective agenda and committed $4.5 billion 
in the Wait Times Reduction Fund between 
2004–2005 and 2009–2010 to reduce wait 
times.23 Many strategies to better measure 
and manage wait times have been put in 
place over the last decade, including:

Notes
Data from Quebec was 
excluded, in part, because the 
method for ascertaining the 
date of cancer diagnosis differs 
from the method used by other 
provinces or territories and 
because of issues in correctly 
ascertaining the vital status of 
cases. The data for bladder 
cancer excluded Ontario, which 
did not report in situ bladder 
cases. Body of uterus does not 
include “uterus not otherwise 
stated” and colorectal does not 
include “anus.”

Source
Canadian Cancer Society’s 
Steering Committee, Canadian 
Cancer Statistics 2009 (Toronto, 
Ont.: Canadian Cancer Society, 
2009), p. 61.
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Figure 15.
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The reduction of backlogs by funding • 
additional procedures in five areas 
identified as priorities: cancer, heart, 
joint replacements, sight restoration 
and diagnostic imaging.

The development of protocols for • 
prioritizing queues. The Western Canada 
Waiting List (WCWL) project pioneered 
efforts in this area that have subsequently 
been built into wait time systems in 
many provinces (for example, the 
Saskatchewan Surgical Care Network 
and the Ontario Wait Times Strategy). 

The establishment of wait time • 
measures to be used by all provinces 
except Quebec. These definitions 
form the foundation for comparable 
wait time measurement for health care 
professionals, as well as diagnostic 
and treatment procedures.

Governments jointly commissioned • 
research led by the Canadian Institutes 
for Health Research (CIHR) to develop 
wait time benchmarks: the amount of 
time that clinical evidence shows is 
appropriate for a particular procedure. 
Several other groups, including the Wait 
Time Alliance (comprising physician 
specialty societies) have continued 
to propose benchmarks for different 
clinical conditions and procedures.

The collection and reporting of wait times • 
using provincial wait time registries and 
websites accessible to the public. These 
sites create more transparency and allow 
both patients and health care providers to 
check for facilities where waits are shorter. 

The development of new centres of • 
excellence for joint replacement (for 
example, Alberta Hip and Knee Joint 
Replacement Project) and cataract 
removal (for example, Kensington Clinic 
in Ontario). These centres are designed 
to improve coordination of patient care, 
ideally leading to shorter wait times.

The introduction of queuing theory into • 
wait times management. Queuing models 
assist in matching demand and capacity 
to improve flow and remove bottlenecks 
for patients.24 For example, backups in 
the emergency room often result from 
the unavailability of beds on medical and 
surgical wards. Better modelling of needs 
and flows can effectively reduce backups. 

The introduction of advanced-access • 
scheduling into clinical practices. This 
approach to scheduling presumes 
that the daily demand for visits is 
predictable given a large enough 
practice. By leaving about two-thirds 
of appointment slots open, practices 
can usually serve patients on the day 
the patients call. A number of clinics in 
Canada have adopted advanced-access 
scheduling with excellent results.25–27 
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the Horizon
Canada has focused on wait time reduction 
for much of the past decade. In many 
areas, wait times have reduced as volumes 
of services have risen, suggesting that 
access has improved. Where delays can 
be harmful and even life-threatening, efforts 
to reduce wait times have been largely 
successful. While circumstances vary from 
province to province, in general, orthopedic 
patients experience the longest waits.

Variations in wait times continue to be a 
central issue. Overall, for most non-urgent 
procedures, half of all patients wait about four 
to five weeks.10 But some wait much longer 
and some hardly wait at all. The distribution 
of waits for all surgery performed in New 
Brunswick is a case in point: in this province, 
more than half of all patients receive non-
emergency surgery within six weeks, but 
close to a quarter wait a year or more.29 

If the vast majority of people experienced 
the median wait time for all procedures, wait 
times would likely cease to be a major issue 
in Canada. The cases that draw attention tend 
to be the very long waits, which the public 
may interpret as typical rather than unusual. 
The United Kingdom’s National Health Service 
(NHS) chose to address this issue by setting 
a firm target of 18 weeks maximum from 
the time of referral to the completion of any 
procedure and it has achieved its goal.30 
Doing this required standardized and system-
wide approaches to wait list management.

As has been noted throughout this chapter, 
systematic outcome data following surgery 
is not available for many types of care, and 
it is possible to reduce wait times but not 
produce better health outcomes. From other 
sectors of care we know that both over-
utilization and under-utilization of health 
services exist. Linking wait times management 
more explicitly to appropriateness and 
outcomes will, perhaps, be the next frontier.

Source
New Brunswick 
Surgical Access 
Registry, New Brunswick 
Department of Health.

All Surgical Wait Times for New Brunswick 
From January 1 to March 31, 2009Figure16.
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Percent of Patients Receiving Treatment 
Within Wait Time Benchmarks, April to December, 2008Table 2.
Table 2 summarizes provincial wait time achievements as of 2008 in meeting 
the recommended benchmarks for the five priority areas established in 2004. 
It illustrates the efforts made to provide information about wait times by the 
provinces but also confirms that performance continues to vary among treatment 
categories and by province. The number of interventions outside of priority areas 
has continued to grow since 2004. This indicates that the system was able to 
accommodate an increasing number of wait time priority area procedures without 
reducing the number of surgical procedures performed for other reasons.28

Notes 
NA Benchmark data is not available.

*  Pan-Canadian benchmark specifies surgery within 2 to 26 weeks, depending on how urgently 
care is required. There is no consensus on definitions for urgency levels, so the benchmark is 
applied across all priority levels.

†  Pan-Canadian benchmark specifies surgery within 16 weeks for patients who are at high risk. 
There is no consensus on a definition for high risk, so the benchmark is applied across all 
priority levels.

There are no pan-Canadian benchmarks for angioplasty, MRI and CT scans. 

Wait time was defined as the number of days that patients waited, between the date the surgeon 
made a decision to treat and the date the patient received a planned total surgery.

Population: Adults (age 18 and older); excludes emergency cases; for all priority levels.

Source 
Canadian Institute for Health Information, Wait Times Tables—A Comparison by Province, 2009 
(Ottawa, Ont.: CIHI, 2009).
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Cancer—
Radiation Treatment

Coronary Artery 
Bypass Surgery Hip Replacement Knee Replacement Cataract Surgery†

Treatment within 
4 weeks (28 days) of 
being ready to treat

Surgery within 
26 weeks*

Surgery within 
26 weeks 
(182 days)

Surgery within 
26 weeks 
(182 days)

Surgery within 
16 weeks 
(112 days)

85% 95% 79%–100% 67%–100% 29%–100%

100% NA 71% 75% 60%

NA NA 45% 46% 75%

94% 95% 66% 55% 74%

79%–100% NA 90% 86% NA

90% 100% 90% 85% 88%

99% 96% 80% 71% 77%

81% 98% 56% 37% 84%

NA 99% 77% 72% 71%

95% 91% 78% 71% 78%

N.L.

P.E.I.

N.S.

N.B.

Que.

Ont.

Man.

Sask.

Alta.

B.C.

Wait Time 
Benchmarks
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Institutions Supporting 
Quality Improvement 
and Patient Safety

2002
Saskatchewan Health Quality Council • 
www.hqc.sk.ca

Health Quality Council of Alberta • 
www.hqca.ca  2003

Health Council of Canada  • 
www.healthcouncilcanada.ca  

Canadian Patient Safety Institute • 
www.patientsafetyinstitute.ca 

2008
New Brunswick • 
Health Council 
www.nbhc.ca

B.C. Patient Safety • 
and Quality Council 
www.bcpsqc.ca

2004
Manitoba Institute • 
for Patient Safety 
www.mbips.ca 

2005
Quebec’s Commissaire • 
à la santé et au bien-être 
www.csbe.gouv.qc.ca 

Ontario Health Quality Council • 
www.ohqc.ca 

http://www.hqc.sk.ca
http://www.hqca.ca
http://www.healthcouncilcanada.ca
http://www.patientsafetyinstitute.ca
http://www.mbips.ca
http://www.nbhc.ca
http://www.bcpsqc.ca
http://www.csbe.gouv.qc.ca
http://www.ohqc.ca
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82 More recently, two related topics 
have come to the fore: quality and 
safety. Like many other health care 
stories, the quality and safety tale 
begins with bad news and unfolds 
with more positive developments. 
Quality and safety issues 
transcend domestic boundaries; 
Canada has learned a great deal 
from international experiences.

Quality and 
Safety Issues 
in Health Care
Of the many studies revealing quality and 
safety defects around the world, three have 
had special significance for Canada, and 
one is home-grown. The U.S. Institute of 
Medicine report, To Err Is Human, estimated 
that 44,000 to 98,000 Americans died in 
hospitals each year because of preventable 
error.1 The Canadian Adverse Events Study 
estimated that 70,000 preventable adverse 
events occur annually in hospitals, causing 
from 9,250 to 23,750 deaths.2 A U.S. RAND 
Corporation study revealed that people 
receive only 50% to 60% of recommended 
preventive, chronic and acute care.3 

Access and money have long 
dominated the discussion about 
Canadian health care. 
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Collectively, this research confirms that 
quality and safety problems are not rare 
events attributable only to bad luck, 
fate, maverick practitioner behaviour or 
accidents. They are endemic to the whole 
system, and commonly involve overuse, 
underuse or inappropriate use of drugs; 
misdiagnoses; and infections, falls and 
other mishaps in health care institutions. 

These general findings—and again, they are 
world-wide phenomena—are the context for 
some of the more notable and newsworthy 
misadventures in Canadian health care over 
the past decade. Table 3 lists prominent 
cases where the system failed, and some 
of the known consequences and causes. 

The upside of the story is that these high-
profile cases revealed larger underlying 
problems that led to efforts to address 
problems and create systemic change. 
The investigations into the causes of these 
tragedies generated policy, structural and 
organizational efforts to improve performance 
and prevent future tragedies. And most 
importantly, quality improvement is now a 
major part of the health care agenda across 
the country. For example, in order to reduce 
the occurrence of hospital-acquired infection, 
the Stop! Clean Your Hands campaign was 
launched in 2007 by the Canadian Patient 
Safety Institute, the Community and Hospital 

Infection Control Association, Accreditation 
Canada (formerly the Canadian Council 
on Health Services Accreditation) and the 
Public Health Agency of Canada.4 More 
recently, in order to monitor rates of hospital-
acquired infections, mandatory reporting has 
been established in some jurisdictions.5

Some common themes run through these and 
other events. In most cases, the problems 
persist over time; early detection has failed. 
This does not mean that the health care 
system never prevents a problem—it surely 
does, every day, even though there is virtually 
no data on near-misses or quality problems 
nipped in the bud. But the formal inquiries 
frequently cite inadequate mechanisms 
to detect substandard quality or elevated 
risks.5, 24 Also, it often takes considerable 
time to communicate the newly discovered 
problems to those at risk. There is a 
tendency not to disclose until the facts are 
definitively known—a cultural feature that is 
in opposition to quality improvement experts’ 
call for timely disclosure.26 Furthermore, 
individuals and units often fail because 
the system is not organized to prevent 
them from failing. Time and again reports 
identify lack of oversight, confusions of 
authority and lack of accountability as 
core factors in repeated failure.4, 16



Some Major Canadian Quality 
and Safety EventsTable 3.

Event, 
Location and Year What Happened Consequences Causes

Surgery-Related Deaths
Pediatric cardiac surgery, 
Manitoba, 19944

Surgeon performed high-
risk surgery on infants.4

12 deaths—5 or more 
were preventable.4

Flaws including overly 
ambitious program, lack of 
oversight, failure to listen to 
nurses and underdeveloped 
culture of disclosure.4

Clostridium 
difficile Infections
Ontario, 2006 to 20085 

Quebec, 2002 to 20096

 

Numerous outbreaks 
of hospital-acquired 
C. difficile infections, 
with severe symptoms 
in the elderly.

 

91 deaths in Burlington, Ontario hospital 
between 2006 and 2008; at least 
460 deaths in 22 Ontario hospitals in 
2007 and 2008.5 

Infection rates in Quebec increased 
from 36 per 100,000 in 1991 to 156 per 
100,000 local population in 2003. The 
proportion of patients who died within 
30 days of diagnosis increased from 
4.7% in 1991 to 13.8% in 2003.6 

 

General problems with 
infection control procedures, 
hygiene, cleaning, antibiotic 
control and infection 
tracking in Burlington, 
Ontario hospital.5

Adverse Drug Events
Vioxx, Celebrex and other 
COX-2 inhibitors, 2004

Research on Vioxx found 
elevated risk of heart attack 
and stroke in people taking 
the drugs.7

Merck & Co. withdrew Vioxx from the 
market in September 2004.8

Canadian use of COX-2 inhibitors 
dropped by half: in 2003, there were 
7.7 million prescriptions for COX-2s; in 
2005–2006 there were 3.4 million.9 This 
increased slightly to 3.6 million in 2008.10

Lawsuits allege that drug 
companies suppressed 
evidence of elevated 
health risks. In the 
U.S., Merck & Co. paid 
$4.85 billion to settle 
27,000 suits with 47,000 sets 
of plaintiffs in 2007.11 

Canadian lawsuits are still in 
the courts.12 

Hospital Instrument
Sterilization Failures
Alberta, 200713

Ontario, 2004

Newfoundland and Labrador,
2003–2004

Quebec, 2004

Failure to follow standard 
sterilization protocols 
may have put patients 
undergoing procedures at 
risk of infections, such as 
hepatitis and HIV.

In Alberta, the hospital was closed 
to new admissions. Approximately 
3,000 people were contacted and 
tested for infection of hepatitis B and C, 
and HIV.13 

In Ontario, 1,600 patients were asked 
to get HIV and hepatitis tests.14 

In Newfoundland and Labrador, 
300 patients were asked to get hepatitis 
and HIV tests, and in Montréal, Quebec, 
300 hip surgery patients were re-
contacted for infection testing.15

In Alberta, attributed to 
ambiguity in authority, 
accountability and 
responsibility between 
region and hospital.13 
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Event, 
Location and Year What Happened Consequences Causes

Forensic Pediatric 
Pathology Errors
Ontario, 1991 to 200116 Between 1991 and 2001, 

pathologist Dr. Charles Smith 
found 45 cases to be homicides 
or criminally suspicious.16

Inquiry disagreed with facts 
presented in 9 of these cases 
and took issue with 20.16

Criminal convictions in 13 cases 
have been re-opened.17 

Lack of oversight in 
the program.16 

Breast Cancer
Test Errors 
Newfoundland and Labrador, 
1997 to 200518 

Quebec, 2009

In Newfoundland and Labrador, 
between 1,200 and 1,500 women 
received faulty tests.18

In Quebec, 2,730 breast cancer 
samples had to be re-tested, 
after a study found error rates of 
15% to 30% in the detection of 
hormone markers that were used to 
determine treatment.19, 20

High anxiety and potential harm 
for those with false negative results.

Lack of accountability, 
oversight and quality 
control at all levels.18

No formal inquiry has 
been conducted in 
Quebec. Lack of quality 
control measures cited.20

Pathology
Diagnoses Errors 
New Brunswick, 1995 to 200721 Forty incomplete and seven false 

negative prostate and breast cancer 
biopsies were identified out of 227 
reviewed from 2004–2005.21

 

High anxiety and potential 
harm for those with false 
negative results.

Absence of clear lines 
of authority, inadequate 
quality assurance 
and accountability 
mechanisms in place.21

Radiology Errors
Saskatchewan, 2004 to 200922 Review revealed major 

discrepancies in interpretation of 
images and significant potential for 
harm. Seventy thousand images 
from five-year period had to 
be reinterpreted.22

High anxiety and potential 
harm for those with false 
negative results.

Case still under review. 
No report issued.

Dialysis IV Errors
Alberta, 200423 Potassium chloride, instead of 

sodium chloride, was administered 
to two dialysis patients.23

Both patients died.23 Packaging for solutions 
was nearly identical and 
stored adjacently.23

Contaminated
Water Systems
Ontario, 200024

Saskatchewan, 200125

Escherichia coli (E. coli) 
contamination in Walkerton, 
Ontario24 and 
Cryptosporidium contamination in 
North Battleford, Saskatchewan.25

7 confirmed deaths and 2,300 ill 
in Walkerton, Ontario.24

6,850 ill in North 
Battleford, Saskatchewan.25

In Walkerton, Ontario, 
attributed to lack of 
regulatory oversight, 
reduced public health 
funding and absence of 
failure detection.24
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86 The Quality and 
Safety Journey 
Efforts to improve quality and safety are 
as old as health care. The body of indexed 
literature on quality has grown immensely 
over the past 40 years (see Figure 17). 
The scale is unprecedented and interest 
extends to every corner of health care. 

What is new is the recognition that these 
are systemic issues rather than indicators of 
individual performance, and that it takes much 
more than individual motivation and behaviour 
change to fix the system. Leadership, 
combined with appropriate incentives, 
create the pathway to improvement.

In the three decades following the 
implementation of medicare, most high-level 
task force or commission reports dealt with 
organization, access and the medical and 
non-medical determinants of health. During 
this time, health services researchers began 
to use data to show variations in health 

care use and outcomes. Organizations 
such as the Institute for Clinical Evaluative 
Sciences (ICES) in Ontario, the UBC Centre 
for Health Services and Policy Research 
(CHSPR) and the Manitoba Centre for 
Health Policy (MCHP) at the University of 
Manitoba, produced comparative analyses 
and atlases that revealed major and often 
unexplainable differences in hospitalization 
rates and the use of other types of services.27–

30 Known as small-area variation studies, 
their findings raised important questions 
about quality: Which rate is right? Is there 
over- or under-use of services? What service 
patterns account for the best outcomes?

The first major Canadian inquiry to make 
quality the focal point for system reform was 
the Fyke Commission in Saskatchewan.31 
Fyke recommended the establishment 
of a health quality council to spearhead 
quality improvement in the province; it 
was established in 2002. Headquartered in 
Saskatoon, it is the biggest and best-funded 
quality organization in the country, with 

Source
Compiled by CIHI, 
using PubMed with 
“healthcare quality” as 
a key search term with 
limitations to year and 
human randomized 
controlled trials. 

Number of Randomized Controlled Trials (RCTs) 
With Key Term “Healthcare Quality,” Selected YearsFigure 17.
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Various ingredients are needed for system improvements in quality of 

care. Below are two international examples of organizations that undertook 

substantial effort to improve the quality of care for their patients.

Toward “Quality by Design”
Components of Success:

Component

Veterans Health 
Administration, 
New England, U.S.43, 44

Jonkoping 
County Council, 
Smaland, Sweden44

Culture Managerial style characterized by 

positive, informal and collaborative 

attitude. A shift in perspective from 

victim-oriented to positive mentality.

Developed a “Toyota in healthcare.”

A culture of “doing it all 

at the same time.”44

Leadership Long tenure and stability of 

leadership during reform benefitted 

the organization. Kenneth Kizer was 

a key agent of change.

Sven-Olof Karlsson committed 

to creating a system capable of 

improvement in Jonkoping. He 

has been a leader for 18 years.

Strategy Working to achieve systematization 

and standardization.

“[We] involve employees in lots of 

quality improvement projects and help 

them learn how to make change and let 

them define how to create results using 

learning and innovation.” 

(Sven-Olof Karlsson)44

Information Implementation of electronic 

health records facilitated success 

in (i) indicator management 

systems and (ii) coordinated 

patient care management.

Jonkoping was among the earliest 

to employ the data from clinical 

registries for quality improvement. 

Now, the organization strives to 

implement electronic health records.

Staff 

Development/ 

Skills Training

VHA employees have access to 

various training programs and 

leadership opportunities.

The city council established the 

Qulturum learning centre as an 

educational site for front-line staff.

Performance 

Improvement

Based on 348 quality indicators, 

which targeted 26 conditions, patients 

from the VHA scored significantly 

higher for overall quality, chronic 

disease care and preventive care, 

when compared to a national sample.

In a comparison of 20 counties 

in Sweden, Jonkoping achieved 

the best overall ranking across 

11 indicators related to efficiency, 

timeliness, safety, patient-centredness, 

equity and effectiveness. 
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annual expenditures of about $6 million.i 
In 2008–2009, the Health Quality Council 
received an additional $5 million to support 
its Accelerating Excellence program, 
designed to scale up quality improvement 
initiatives to a more systemic level.32

The Romanow Commission recommended 
the establishment of the Health Council 
of Canada with a mandate to establish 
a quality and outcomes framework, to 
measure and report on performance and 
to compare Canada with other OECD 
countries.33 The federal–provincial health 
accords of 200334 and 200435 included a 
commitment to report on a number of safety, 
satisfaction and outcomes indicators. 

Following Saskatchewan’s lead, a number of 
organizations have been created to pursue 
the quality and safety agenda, including

The Health Quality Council of Alberta • 

The Canadian Patient Safety Institute • 

The Manitoba Institute for Patient Safety • 

Quebec’s Commissaire à la • 
santé et au bien-être

The Ontario Health Quality Council • 

The New Brunswick Health Council • 

The BC Patient Safety & Quality Council• 

These organizations all have distinct 
mandates. Some primarily report publicly 
on quality, while others—again, the scale of 
activity in Saskatchewan is notable in this 
regard—have a hands-on mandate to bring 
about improvements on the front lines of care. 

i. Saskatchewan’s funding level is higher than any counterpart 
organization in absolute terms; in per capita terms the gap is 
even wider.

The Health Council of Canada was formed 
in 2003. Formally mandated to report on 
progress toward the goals laid out in the first 
ministers’ accords of 2003 and 2004, the 
council has produced reports on a variety of 
topics. Its 2006 annual report, entitled Health 
Care Renewal in Canada: Clearing the Road 
to Quality,36 highlighted the quality focus that 
is also reflected in its reports on primary care 
and home care37 and value for money.38

In 2005, the Canadian Patient Safety Institute 
(CPSI), together with partners across the 
country, launched its flagship Safer Healthcare 
Now! campaign. Nearly 1,100 teams in 
more than 300 health care organizations 
have enrolled.39 The effort began in the U.S. 
in response to a perceived lack of progress 
in patient safety in the aftermath of 
the To Err Is Human report.1 Leaders 
recognized that it takes more than highly 
publicized reports and declarations of good 
intentions to make real progress. One of 
the mantras of the quality movement is 
“Some is not a number, soon is not a time.” 
Clear, quantified targets are essential. 

Practice collaboratives bring together health 
care providers and managers to learn about, 
plan, implement and measure changes 
designed to bring patient care closer to the 
standard set by expert guidelines. The first 
Canadian collaborative was launched in B.C. 
in 2003.40 Since then, over 30 others 
have been created throughout Canada. 
Topics for these collaboratives include 
diabetes, emergency room triaging, 
practice scheduling, office practice 
redesign and maternity care.
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Activity Achieving?
The past decade has seen an explosion of 
interest and activity in quality and safety. We 
do not yet have system-wide, comprehensive, 
real-time quality and outcomes data that 
report on the fruits of these labours. There 
are some encouraging signs, but the ultimate 
goal—to turn incremental and successful 
small-scale initiatives into permanent, system-
wide improvements—remains unrealized. 

The Safer Healthcare Now! campaign 
has produced some sterling results. 
Hundreds of teams across the country 
are participating in various initiatives. 
The improvements reported by 2008 
(compared to the 2005 baseline) include39

The in-hospital death rate for AMI • 
patients fell from 13% to 4%.ii

ii. These rates are from hospital sites participating in the 
Safer Healthcare Now! campaign only and hence do not 
compare to national 30-day in-hospital mortality rates 
reported elsewhere.

Central line blood stream • 
infections fell by half. 

Ventilator-assisted pneumonia • 
rates dropped by half.

Surgical site infections fell by one-third.• 

Intentional medication discrepancies • 
(that is, where documentation was 
accurate) fell by two-thirds, while 
unintentional discrepancies (medication 
errors) decreased by 50%. 

An important measure of system quality is 
the hospitalization rate for what are known 
as ambulatory care sensitive conditions 
(ACSCs). These are conditions such as 
angina, asthma, diabetes and hypertension, 
which good community care should be 
able to manage. In this case, the trend is 
in the right direction, declining from 459 
hospitalizations per 100,000 population in 
2001–2002 to 326 in 2007–2008. However, 
people living in lower socio-economic 
neighbourhoods were much more likely to be 
hospitalized for ACSCs, compared to those 
residing in more affluent areas (Figure 18).41 

Notes 
Rates include 
people younger than 
75 years of age.

Rates do not include 
Quebec; data for 2007–2008 
was not available at the time 
of publication. 

Population by income 
quintile for 2007–2008 was 
projected using 2001 and 
2006 Canadian census data. 

 represents 95% 
confidence intervals.

Source 
Canadian Institute for 
Health Information, Health 
Indicators 2009 (Ottawa, 
Ont.: CIHI, 2009).

Ambulatory Care Sensitive Condition Hospitalization 
Rates by Neighbourhood Income Quintile, Canada, 2007–2008 Figure 18.
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Notes
Based on Canadian household 
population (excluding Nunavut) 
age 18 or older. Population includes 
Canadians diagnosed with non-
gestational diabetes that received 1 or 
more A1C tests in the previous year, 
had their feet checked in the previous 
year, and had a urine test in the 
previous year and an eye exam in the 
previous two years. Age-standardized 
to the 2007 population with diabetes. 

Non-respondents excluded.

F: coefficient of variation greater than 
33.3% (suppressed because of 
extreme sampling variability) or 
sample size too small.

Canada reference category.

* Statistically significant difference 
from reference category.

 represents 95% confidence intervals.

Source 
Canadian Community Health Survey, 
2007 (CCHS cycle 4.1 diabetes file), 
Statistics Canada.

Much, however, remains to be done. For 
example, as the number of people with 
diabetes increases, the quality of care 
remains well below the level recommended 
by practice guidelines (see Figure 19).42 
Stroke patients attended by a neurologist or 
neurosurgeon were 40% less likely to die in 
hospital than others, yet only one-quarter of 
stroke patients are under a specialist’s care.41 
While pan-Canadian in-hospital heart attack 
death rates fell by 11% between 2003–2004 
and 2007–2008,41 there is some evidence 
to suggest that clinical improvement efforts 
could continue lowering these rates.39

Issues on 
the Horizon
Quality and safety—two interconnected 
issues—emerged as a growing movement 
in the past decade. There are provincial 
and national organizations with mandates 
to improve both, and literally thousands 
of projects, of varying scales, that engage 
health care workers in all settings. We are 
much farther ahead than a decade ago, 
but there is a very long way to go before 
quality is uniformly high, and avoidable 
errors are eliminated. And new evidence 
of system error continues to emerge. 

Population Who Received All Recommended 
Care Components for Diabetes Care, 2007 Figure 19.
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The literature and experiences43 around the 
world point to a variety of factors that appear 
to be essential in improving quality. Among 
the most important are the following: 

Converting health information into • 
an electronic format (e-health) and a 
culture of evidence-informed decision-
making. The analysis of accurate, 
standardized, comprehensive data is a 
core element of continuous improvement 
that supports decision-making at the 
clinical, managerial and policy levels. 
Using data well requires policies that 
both protect privacy and facilitate the 
collection and analysis of data. 

A shared culture of teamwork, • 
disclosure of near-misses and 
errors, and process improvement. 
Breakthroughs require abandoning 
traditional modes of practice based 
on individual autonomy and very 
loose accountability. In quality-
oriented cultures, mistakes are 
seen as learning opportunities, 
not evidence for punishment. 

The development of performance • 
indicators and accountability criteria 
built around quality and safety. 
Standardization is a hallmark of quality 
in all industries, but health care is 
fraught with variations that, even when 
identified, still persist. A commitment to 
measuring performance and developing 
strategies to narrow unjustifiable 
variations has been central to many 
quality improvement successes.

Continued investment in safety and • 
quality improvement. Dedicated 
organizations can lead and be catalysts 
for improvement, but system-wide 
success depends on the extent to which 
health care organizations build these 
activities into their core budgets. 
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Information

National Health Expenditure Database (NHEX) 
1975 to 2006
Forecasts for 2007 and 2008

Canadian Management Information Standards (MIS) 
Database (CMDB) 
Note: Database name change
1995–1996 to 2006–2007

Hospital Morbidity Database (HMDB) 
1994–1995 to 2007–2008 (excluding Quebec; Quebec to be 
included as of fall 2009)

Discharge Abstract Database (DAD)—acute inpatient and 
day surgery
1979–1980 to 2007–2008 

National Ambulatory Care Reporting System (NACRS) 
2001–2002 to 2007–2008

Therapeutic Abortions Database (TADB)—1996 to 2006

Canadian Organ Replacement Register (CORR) 
1981 to 2006 (renal-specific data)
1992 to 2006 (extra-renal data)

National Trauma Registry (NTR) 
1994–1995 to 2005–2006 (Minimal Data Set)
1996–1997 to 2005–2006 (Comprehensive Data Set)

Ontario Trauma Registry (OTR) 
1994–1995 to 2005–2006 (Minimal Data Set)
1991–1992 to 2006–2007 (Comprehensive Data Set)
1986–1987 to 2004–2005 (Death Data Set)

Canadian Joint Replacement Registry (CJRR) 
2003–2004 to 2005–2006

Continuing Care Reporting System (CCRS) 
1996–1997 to December 31, 2008

Home Care Reporting System (HCRS) 
2006–2007 to December 31, 2008

National Rehabilitation Reporting System (NRS) 
April 1, 2001, to December 31, 2008

Hospital Mental Health Database (HMHDB)—1994–1995 to 
2005–2006 

Ontario Mental Health Reporting System (OMHRS) 
October 1, 2005, to December 31, 2008

National Prescription Drug Utilization Information System 
Database (NPDUIS Database) 
January 1, 2000, to March 31, 2008 

National System for Incident Reporting (NSIR) 
Pilot completed February 2009
Rollout planned for spring 2010

OECD Health Database (Canadian Segment) 
CIHI and Statistics Canada maintain the Canadian segment
1960 to 2007

Medical Imaging Technologies (MIT)
CIHI took over the National Survey of Selected Medical Imaging 
Equipment in 2003
2003 to 2007

National Health Expenditure Database (NHEX)
1975 to 1996
Forecasts for 1997 and 1998

Annual Hospital Survey (AHS)
1995–1996 to 1996–1997
1932 to 1994–1995 (available from Statistics Canada)

Hospital Morbidity Database (HMDB)
1994–1995 to 1996–1997
1960 to 1993–1994 (available from Statistics Canada)

Discharge Abstract Database (DAD)—acute inpatient and 
day surgery
1979–1980 to 1997–1998 

Therapeutic Abortions Database (TADB)
CIHI began data collection in 1996
1969 to 1995 (available from Statistics Canada)

Canadian Organ Replacement Register (CORR)
1981 to 1996 (renal-specific data)
1992 to 1996 (extra-renal data)

National Trauma Registry (NTR)
1994–1995 to 1995–1996 (Minimal Data Set)

Ontario Trauma Registry (OTR)
1994–1995 to 1996–1997 (Minimal Data Set)
1991–1992 to 1996–1997 (Comprehensive Data Set)
1986–1987 to 1995–1996 (Death Data Set)

Ontario Chronic Care Patient System
Data collection began July 1, 1996

Hospital Mental Health Database (HMHDB)
1994–1995 to 1996–1997
1930 to 1993–1994 (available from Statistics Canada)

OECD Health Database (Canadian Segment)
CIHI and Statistics Canada maintain the Canadian segment 
1960 to 1997

CIHI Databases—Then and Now 

Database name change
Database added

Key
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Health Personnel Database (HPDB)
1988 to 1996

National Physician Database (NPDB)
1989–1990 to 1995–1996

Southam Medical Database (SMDB) 
1968 to 1997

Registered Nurses Database (RNDB)
1980 to 1998

Health Personnel Database (HPDB)
1988 to 2007—member data where possible
1988 to 2006—graduate data where possible

National Physician Database (NPDB)
1989–1990 to 2006–2007 

Scott’s Medical Database (SMDB)—1968 to 2007
Note: Database name change

Nurses Database (NDB) 
Note: Database name change
Registered Nurse (RN) Data—1980 to 2007
Nurse Practitioner (NP) Data—2003 to 2007
Licensed Practical Nurse (LPN) Data—2002 to 2007
Registered Psychiatric Nurse (RPN) Data—2002 to 2007

Occupational Therapist Database (OTDB)—2006 to 2007 

Pharmacist Database (PDB)—2006 to 2007 

Physiotherapist Database (PTDB)—2007

Medical Laboratory Technologist Database (MLTDB) 
No data 

Medical Radiation Technologist Database (MRTDB) 
No data 
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98 The evolution of health information 
is a story in itself. It is, of course, 
central to CIHI; good data is the 
lifeblood of what we are and what 
we do. But health information is 
fundamental to how the system 
works—its quality, efficiency 
and fairness. Information drives 
improvement, reveals gaps and 
makes accountability possible. 

Where are we on the health information 
journey and where do we need to go? 
Ultimately, this is a practical question: 
What does the system need to meet its 
substantive goals? Of course, “the system” 
comprises a cast of thousands who use 
information for various purposes. There 
is no limit to the number of questions one 
can ask about health care at all levels, from 
an individual practice to a large facility 

to a health region, province or the whole 
country. Everyone’s “top 10” list of critically 
important questions would be different. 

One way to begin to understand this journey 
is to examine what sorts of questions we can 
now answer, with available data, and what 
data we would need to answer questions 
in the future. Table 4 is a progress report; it 
shows our current ability, using systematic, 
comprehensive information, to answer a 
variety of questions likely to be of interest 
to people working in various capacities. 
The list is hardly definitive, uniquely 
important or reflective of all needs. It is, 
however, intended to reflect the interests 
of a reasonably wide variety of clinical, 
managerial and policy-level decision-makers.

As the table shows, there has been progress, 
but there is a long way to go. Perhaps 
the biggest gap is in outcomes data.

As this report shows, the ability to 
chronicle health care trends and 
to describe system characteristics 
and performance depends on the 
quality, comprehensiveness and 
timeliness of health information. 
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99The information world has changed at 
incredible speed. Massive libraries are 
being digitized. Cell phones have become 
powerful, multi-faceted communications and 
entertainment devices. It is impossible to 
predict accurately which new applications 
and communications avenues will become 
permanent features. But if knowledge is 
power, it is already clear that power has 
shifted from the closely held confines of 
experts to a vast army of search-savvy 
consumers. Information has become much 
more decentralized and democratized. 
Blogs, social networks and multi-channel 
information streams have turned yesterday’s 
world upside down. Once-mighty daily 
newspapers have folded their print 
editions in Seattle and Denver. Dubious 
information mixes freely with peer-reviewed 
excellence on the World Wide Web. 

Health care is prime territory for these 
trends. International examples of 
innovations, unavailable a decade ago, 
include the following advances:

Software giants stake their claims • 
to electronic health records (EHRs). 
Canadians can now create their 
own record with Google; Microsoft’s 
product, HealthVault, has partnered with 
TELUS.1 These are much more than 
just passive repositories of personal 
health information; they can link to 
provider databases, selected web-based 
information portals and retail health care 
sites. Google’s platform has partnered 
with the Cleveland Clinic,2 which offers 
a menu of consultations and other 
services on a fee-for-service basis. 

The desire for closer-to-real-• 
time aggregate information on 
system performance. The U.K.’s 
National Health Service produces 
comprehensive wait times information 
that is barely one month old.3 

Lessons From Google
In the days leading up to an announcement in the mainstream media of a potential 

flu pandemic headed our way, the popular search engine Google noted a spike in the 

number of flu-related searches originating in Mexico, and in particular Mexico City.10 

As part of its flu watch campaign in the U.S., Google had identified a link between the number 
of online queries about the flu and actual flu cases. However, it would be almost a week before 
Mexico’s health officials issued an alert.10 Whether a week’s lead time would have made a 
difference in the global spread of the flu virus is debatable. The larger story is that commercial 
interests pre-empted the surveillance professionals in tracking infectious disease. 

The evolution of the internet as a tool for real-time epidemiologic surveillance based on user behaviour is not 
quite upon us. But there can be no doubt that a seismic shift has occurred. In the old and slower approach 
of public health surveillance, a physician would communicate a reportable illness to a government entity. 
This system, at least in Canada, requires the cooperation and participation of 13 health systems—one for 
each province and territory. By contrast, Google operates in near-instant, borderless cyberspace. No single 
government is likely to have the breadth or resources to create, maintain and improve systems in the way that 
Google does. Google, or similar search engines, may actually be our public health watchdogs in the future. 



Progress Report on 10 Key QuestionsTable 4.
Question Rationale Data Required

Available 
in 1998?

Available 
in 2008?

What are the highest and 
lowest costs per case 
hospitals in the country?

Measure 
of efficiency.

Case-mix adjusted and 
weighted costs.

No Qualified yes. Cost 
per weighted case 
published at a 
regional level. While 
this information 
exists at a hospital 
level, work is 
ongoing to improve 
data quality.

What are the wait times 
for major diagnostic and 
interventional procedures 
by province or region?

Measure 
of access.

Standardized wait 
time calculations.

No Yes. Waits according 
to standardized 
definitions, reported 
at 50th/90th 
percentile and 
percent meeting 
benchmark available 
for major procedures 
by province. Some 
measures available 
by region (e.g. hip 
fracture repair).

What is the hospital 
standardized mortality 
rate for major 
Canadian hospitals?

“Big dot” 
measure 
of quality. 

Standardized data 
adjusted for severity.

No Yes. Publicly 
available by hospital.

What percentage 
of cataract surgery 
recipients has significantly 
improved vision after 
the procedures?

Measure of 
appropriateness 
and outcomes 
following care.

Pre- and post-
surgery visual 
acuity measurements.

No No

What proportion of CT, 
MRI and PET scans 
reveals new clinical 
information, change 
management and 
change outcomes?

Measure of 
appropriateness 
and impact 
of expensive 
diagnostic 
technologies 
with rapidly rising 
utilization rates.

Data on clinical 
diagnosis with and 
without scans, 
and changes in 
management and 
outcome attributable to 
the scans.

No No
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Question Rationale Data Required
Available 
in 1998?

Available 
in 2008?

What percentage of 
patients receives a 
contraindicated drug?

Measure of 
appropriateness 
and safety.

Comprehensive 
patient-level data 
linking diagnoses to 
prescribed drugs and 
contraindications.

No Partially available for 
some populations 
(e.g. number of 
seniors prescribed 
drugs listed on 
the Beers list 
of potentially 
inappropriate drugs).

What percentage of 
patients, with various 
cancer diagnoses, 
survives 1, 3, 5 and 
10 years?

Measure of 
effectiveness 
of treatment. 

Comprehensive 
patient-level diagnostic 
and survival data.

No Yes, for major 
cancers (e.g. lung, 
breast, prostate 
and colorectal).

How does obesity affect 
health care utilization 
and health outcomes 
over time?

Measure of impact 
of rapidly growing 
risk factor.

Longitudinal data with 
measures of individual 
height and weight 
over time.

No Partially available 
for some health 
service utilization 
through linked 
health surveys and 
administrative data.

What percentage of 
diabetic patients gets all 
of the recommended care 
necessary to adequately 
manage the disease?

Measure of quality 
of care. 

Comprehensive 
primary care data for 
patients with diabetes. 

No No, although 
self-reported data 
is available in 
some provinces 
for some years 
through Statistics 
Canada’s Canadian 
Community Health 
Survey and for 
all provinces for 
2008 only from 
Statistics Canada’s 
Canadian Survey of 
Experiences With 
Primary Health Care 
(CSE-PHC).

How much does an 
additional quality-
adjusted life year cost 
per major category of 
surgery (e.g. CABG, 
angioplasty, lumpectomy 
and kidney transplant)?

Indication of 
comparative 
return on various 
investments in 
health care.

Case costing over 
time and outcomes 
over time, often 
by sub-populations.

No No 
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User-friendly, participatory health • 
records. At the Group Health 
Cooperative based in Seattle, patient 
needs and preferences drove the 
design of the electronic health record. 
In addition, Danish people have access 
to their own health records online 
and can view a list of providers who 
have looked at these records.4 

Analyses that not only describe, but • 
reveal cause and effect. A foundation 
of improved quality and safety is the 
continuous flow of information to 
practitioners and managers that charts 
performance and pinpoints the impact 
of often-subtle changes in practice. 
Improving cystic fibrosis care in the United 
States and elsewhere has involved the 
development of data-driven microsystems 
that involve collaboration between 
practitioners, managers, patients and 
families. Patient benefits include gains in 
lung function and body mass index, as 
well as evidence-based prescribing.5 

Information that helps health care • 
users make choices about where 
to receive care and from whom. In 
the U.K., the public can find hospital- 
and surgeon-specific cardiac surgery 
30-day survival rates6 and a wide 
range of comparative performance 
indicators on hospitals, mental health 
organizations, ambulances, etc.7

Issues on 
the Horizon
Those who create policy for, design, fund and 
implement health information systems will 
have to navigate this fluid world and adapt 
to changing expectations. The look and feel 
of Canada’s health information future will 
largely depend on how the system evolves 
in response to a number of key issues:

The architecture of the office-based • 
medical record. Will it be the electronic 
version of the paper-based past, or a 
fundamentally new concept? Will patients 
have web-based access to their records 
and control over who sees them? Will 
records be structured to facilitate team-
based care or will care remain physician-
centred? Will designers and providers 
view the Microsoft, Google and other 
developments as partners or threats? 

The use of electronically generated • 
data for multiple purposes. Will 
governments and health authorities be 
able to harvest data from the office-based 
record to support more robust analyses 
of quality, efficiency and outcomes? Will 
there be data repositories accessible 
to clinicians and others seeking to 
improve practice? Will the public 
have access to detailed performance 
information and comparisons? 
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The prospect of integrating data from • 
the public and private sectors. Some 
provincial governments receive utilization 
data irrespective of who pays for the 
service (for example, total population 
prescription drug databases exist in 
Saskatchewan and British Columbia). 
For most privately paid care—diagnostic 
imaging, physiotherapy, home support 
services, etc.—the data remains isolated 
from the rest of the patient’s record. 

The capacity to link information from • 
clinical encounters to other, non-
medical determinants of health data. 
Our health is influenced by income, 
education, occupation, environmental 
exposures and a whole host of other 
factors. This information is increasingly 
essential to understanding individuals’ 
health needs and formulating plans to 
help them maintain and improve health. 
It is also central to better understanding 
health disparities among vulnerable 
population groups and addressing 
fundamental causes in tandem.

Balancing public benefit and • 
individual autonomy. There is universal 
commitment to protecting the privacy 
of health information. But there is still 
some debate about whether anonymized 
health data—that is, data stripped of 
personal details such as name and 
address that could identify an individual—
should be widely used without explicit 
consent.8 Likewise, there is the issue 
of whether health care providers are 
entitled to prevent public agencies 

from gathering and analyzing data from 
office records. These are important 
matters; put simply, the value of health 
information depends entirely on its use.

There are endless technical and policy 
details to iron out. But the technical barriers 
are disappearing daily; never before have 
machines been so powerful and inexpensive. 
The fundamental issues are cultural. Is there 
an appetite for more and better information? 
Will information be used to unite the public, 
providers and health system managers 
in efforts to improve, or will it be viewed 
as intrusive and threatening? Will health 
care organizations embrace openness 
and transparency as key elements of 
accountability and improvement? Will the 
key players in the system be comfortable in 
an era where the public and patients have 
a much clearer and deeper knowledge of 
the system’s strengths and weaknesses? 

There are no simple answers to these 
questions, but there is little mystery as to 
where society is heading. For decades, 
there have been calls for greater public and 
patient involvement in decision-making.9 
A major barrier has been the imbalance of 
information between providers and recipients 
of care. Information is the great leveller; it 
creates the possibility of a more engaged 
partnership. In an important sense, the 
health information culture and the transition 
to a patient-centred, high-quality health care 
system are inextricably linked. And that, 
in the end, may be the most valuable and 
constructive lesson from the last decade. 
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If there is a unifying theme to the past 
decade in Canadian health care, it is 
abundance. Spending rose substantially, 
compared to the previous decade’s restraint. 
Many new agencies were created. On the 
pharmaceutical front, the use of statins 
skyrocketed and spending in this area rose 
faster than in any other sector. The number of 
procedures rose and, with some exceptions, 
wait times moderated. High-end diagnostic 
imaging capacity expanded. There were more 
people working in health care than a decade 
earlier. Medical school enrolment reached an 
all-time high and nursing school enrolment 
achieved levels not seen for three decades. 

What has this report been able to say about 
all of this activity? By and large, we are able 
to count up dollars and units of activity, 
although we are losing some precision in 
areas such as the services performed by 
physicians who are not paid fee-for-service. 
We can describe changes in the distribution 
of services and dollars. There is more health 
status survey data and, consequently, 
more information on how socio-economic 
status, health status and health care use 

relate. There is an increasing amount of 
standardized information that compares 
regions and provinces—although here, too, 
there are ebbs and flows in reporting on 
indicators, and the regional map rarely stays 
the same across the country for very long.

The ultimate goal is to show the connections 
among health status, health care needs, 
health care services and outcomes. We can 
say a good deal more about these links 
than we could a decade ago, but the picture 
remains incomplete. While we can report 
on 30-day and, in some cases, one-year 
survival rates for heart surgery patients, 
we cannot tell whether these patients are 
alive now or how healthy they are five 
years following the surgery. Similarly, we 
do not have systematic data on the quality 
of life of hip or knee replacement patients 
following surgery. We know little about the 
comparative costs of interventions in different 
parts of the country. And the effectiveness of 
primary care remains largely a black box. 

As new questions emerge, we need new data 
to answer them. The next decade will be a 
critical period in health information capacity 

Conclusion:
Looking Ahead
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development. The electronic health record is 
a potential treasure trove to support analyses 
at various levels, but only if these uses 
are built into its architecture and the rules 
governing access to data. Understanding 
where and why health care is effective or 
not requires linking comprehensive data 
from various sources. Again, progress 
will depend on policies and practices that 
promote analysis while protecting privacy. 

As a Canada-wide entity, CIHI has a special 
interest in comprehensive data. Whole-
population data clearly yields the best 
information. But it is not always feasible to 
create and maintain Canada-wide databases, 
nor is it always necessary. Much of this report 
is based on partial data, often supplemented 
by findings from the scientific literature. Our 
purpose is not to create data warehouses; 
it is to help Canadians better understand 
the system and improve it. Encyclopedic 
completeness should not be the enemy of 
the suggestive and relevant partial tale. Often 
these exploratory analyses and findings 
spur an interest in creating better data. One 
might expect an increasingly data-intensive, 
quality-oriented health care environment 
to generate “steeper and deeper” local 
information for which comprehensive Canada-
wide data is desirable, but not essential. 

Predicting either the health care or 
the health information future 10 years 
from now is, indeed, a risky enterprise, 
but some trends seem clear: 

The health information infrastructure • 
will be far better developed. 

By 2019, every Canadian citizen • 
should have an EHR, and there 
will be far less paper. 

There will be more real-time analyses • 
and templates that make information 
easily available in various formats. 

The public will have an ever-expanding • 
library of online information to tap into. 

Governments will be expected • 
to report more fully on outcomes 
and value for money. 

What is less certain is the extent to which 
both health care and health information will 
be a true partnership between the public and 
the system. If the emerging focus on patient-
centredness gathers momentum, public 
expectations and preferences will influence 
policy and practice to an unprecedented 
extent. In that event, one can envision 
interactive EHRs, intense measurement and 
reporting on the patient experience, and 
portals that allow the public to view, and 
even analyze, previously inaccessible data. 
Vigorously pursued, these developments 
would stand the system on its head. And 
in doing so, they would lay the foundations 
for Health Care in Canada 2019—no doubt, 
vastly different from this 10th edition.  
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