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¢ Mr. Neil Gardner, Executive Director,
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About Statistics Canada

Statistics Canada is authorized under the Statistics Act to collect, compile,

analyze, abstract, and publish statistics related to the health and well-being of

Canadians. The Health Statistics Division's primary objective is to provide statistical

information and analyses about the health of the population, determinants of
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Highlights

A Portrait of Canada's Health Care System

What we know

* The 20" Century saw dramatic gains in life expectancy in Canada and around
the world. From 59 years in the early 1920s, our life expectancy at birth rose
to 69 years in the 1950s and 79 years by 1997. Recent research also suggests
that, compared to 20 years ago, older adults can expect better quality, as well
as greater quantity, of life.

* Public opinion polls offer a perspective on how Canadians' attitudes towards
health care have changed over the last decade. For example, in 1988 Angus
Reid polls, health care didn’t register when Canadians were asked for their
opinions on the top national issue. By 2000, over half of respondents said that
it should be the highest priority.

* Local, national, and international surveys have asked people to rate their
overall impression of the health care system as well as the care they or their
family members have received. Consistently, these surveys find that
respondents give higher ratings to the care they or their family members
receive, rather than to the health care system in general.

What we don't know

* How has the overall performance of the system changed as health care reform
has been introduced?

* How have access to care, costs, patient outcomes after discharge, the impact on
family and friends who act as caregivers, and patient and family satisfaction
changed during and after health care reform?

* How do patient or public expectations influence reported satisfaction with care?

* How does patient satisfaction with particular types of care vary across the country?
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Promotion, Prevention,
and Primary Care:
A Snapshot

What we know

Promoting health and preventing illness
are central functions of our health care
system. Activities range from
immunization for children and others at
risk to prenatal or parenting classes and
campaigns to promote healthy eating or
to reduce drinking and driving.

Many provinces/territories have
intfroduced broad-based influenza
programs in an effort to reduce illness as
well as stress on the health care system.
In some cases, programs are expanding.
For example, some now offer free
influenza shots to all residents.
Telephone triage services are spreading
across the country. These services are
generally available 24-hours a day,
7-days a week. They supply answers to
health-related questions and advise
callers about how to handle non-urgent
medical conditions.

Eighty-five percent of women and 72%
of men reported having contact with a
general practitioner or family physician
in 1998/99. Contacts were about
equally likely for Canadians of all
income levels but did vary by age.
Older adults were more likely to have
visited a general practitioner.

Canada's First Ministers agreed to
continue to make primary care reform a
high priority in September 2000.
Already, pilots of various options are
taking place across the country and
more are planned.

For the second year, CIHI has found wide
variations in regional rates of ambulatory
care sensitive hospitalizations (also
known as preventable admissions). For

example, 11 of Canada's largest regions
had preventable admission rates under
300 per 100,000 population in
1998/99. But a number of areas had
rates that were much higher—up to
1,069 per 100,000 residents.

Many Canadians regularly use
prescription and over-the-counter drugs.
In 1998/99, commonly used medications
included, pain relievers (65% of adults
had taken them in the last month),
antibiotics (8%), and remedies for colds
(20%), stomach problems (10%), blood
pressure (10%), allergies (9%), and
asthma (6%).

Use of complementary and alternative
therapies among Canadians is increasing.
Recent polls suggest 60 to 70% of
Canadians have used some form of
complementary therapy such as vitamins,
mineral supplements, and herbs in the
past 6 months.

What we don't know
* How many Canadian children receive

all recommended immunizations

on schedule?

What services are delivered by physicians
who are not paid on a fee-for-service
basis and by other primary care
providers? How do patterns of care or
health outcomes differ based on who
delivers services?

What impact would different types of
primary care reform have on costs,
outcomes, and access to services?
How safe and effective are various
complementary and alternative
medicines being used today?



Canada's Acute Care
Hospitals: A Snapshot

What we know

¢ For more than a decade, Canadda's
inpatient hospital sector has been
shrinking. Fewer patients are
hospitalized overnight each year. And,
those that are admitted stay, on
average, for shorter periods of time.

In the last five years, more than 275
hospitals have closed, merged, or been
converted to another type of facility.
Many more people are being cared for
in hospital day surgery programs.
Researchers continue to monitor and
evaluate the impact of hospital closures
and health system reform on the health
of Canadians. Early results are already
in for many parts of the country including
British Columbia, Saskatchewan,
Manitoba, and Montreal.

There's no such thing as a Canada-wide
waiting list for surgery. Nevertheless,
there are pockets of information,
collected in a variety of ways, about who
is waiting for what and for how long.
Pregnancy and childbirth are the leading
reasons why women of childbearing
years are hospitalized in Canada. A
significant portion of births occur by
caesarean section. Rates vary widely
across Canada from under 15% to over
25% for some regions.

What we don't know

* What types of services do hospital
emergency departments and outpatient
clinics provide? How well is the changing
mix of hospital services meeting the
needs of the community?

* How do wait times compare across the
country? What percentage of wait times
fall within recommended guidelines for
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most treatments? What is the emotional
and physical impact of waiting for most
treatments?

* To what extent are patients and their
families across the country satisfied with
the hospital care they receive?

* How do most types of patients fare after
they leave hospital?

Providing Special
Care: A Snapshot

What we know

* Many Canadians report being in good to
excellent mental health. But others
experience depression, schizophrenia, or
other mental health and addiction
problems. For example, about 4% of
Canadians aged 12 and over reported
symptoms suggesting that they had had
at least one major depressive episode
during the past year on the 1998/99
National Population Health Survey (NPHS).

* Many of those who report having
symptoms of depression do not receive
treatment for their condition. Under half
(43%) of those who reported symptoms
suggesting a major depressive episode in
the 1994/95 NPHS said that they had
talked to a health professional about
their emotional or mental health in the
past year.

* In 1996/97, nearly 185,000 seniors and
35,000 younger Canadians lived in
nursing homes and other health care
institutions.

* A recent Statistics Canada study followed
2,300 people who were living in health
institutions across the country in 1994/95
for four years. About 50% died over this
period. Of those still alive in 1998/99, 3
out of 5 said their health was as good as
or better than it was in 1994/95.

xi
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* Home care services covered under
publicly funded programs vary across the
country. About 12% of Canadian seniors
reported receiving publicly-funded home
care services in 1998/99. According to
results from CIHI's home care pilot
project, home care clients often need
help with activities such as meal
preparation, bathing, and shopping.
They are more independent with respect
to eating, drinking, and dressing.

* New technologies, collectively known as
telehealth, are beginning to offer
innovative ways of delivering health care
services and information over short and
long distances. Many early evaluation
results are positive; others identify on-
going challenges.

What we don't know

* Who is seeking and paying for public
and private mental health, rehabilitation,
continuing care, and home care
services? Who is providing this type of
care? How is it monitored for quality?
How satisfied are patients?

* How do home care outcomes compare
with those in institutions? How do costs
to the public sector, patients, and families
differ depending on where patients
receive services? How do effects on
patients and their friends and family vary
depending on where care is delivered?

* Are there people who could benefit from
services outside of hospitals who aren't
receiving them? For example, are there
patients in hospitals who would be as
well or better off at home, with the
appropriate help, or in other types of
health care facilities?

* How can e-technology most effectively be
used in health care? What differences in
access to and use of e-health exist across
different groups?

Xii

Providers of Care

What we know

About one in ten employed Canadians
worked in health care in 1999. Many
more Canadians helped to care for their
friends and family members or
volunteered with health organizations.
The health care team continues to evolve.
The numbers and roles of health care
professionals continue to change. So does
the range of regulated professions.

In 1999, over 228,000 RNs were
employed in nursing across the country.
This is about the same as in 1998 but
about 2.5% lower than five years earlier.
However, preliminary estimates for 2000
suggest a slight increase in the number
of RNs employed in nursing across the
country over 1999.

For the past 10 years, RNs have been
more likely to miss work due to any
illness or disability than other types of
shift-work occupations (e.g. police
officers, fire-fighters, and machine
operators). They also tended to be away
from work for longer.

The overall number of physicians per
Canadian is about the same as at the
beginning of the decade, but the mix has
changed. There are fewer family doctors
per person and more specialists. The
percentage of physicians who are female
is also up.

Data from a 1997 national survey on
volunteering show a substantial increase
(71%) over the past decade in the
number of health care organizations with
which Canadians volunteer.

What we don't know

What are the age, sex, and working
patterns of health care providers and
managers other than physicians and
nurses? How quickly is their age
distribution changing?



* How many nurses and other health care
providers (other than physicians) leave
Canada each year? How many return?

* Do the numbers and types of services
provided by fee-for-service physicians
differ from those provided by salaried or
sessional physicians? If so, what impact
does this have on the provision of care to
the population?

* How will changes in the supply and
distribution of health professionals affect
access to care in the future?

* How are employment and practice
patterns changing over time2 How many
health care workers prefer to work full-
time or less than full-time2 How do
differences in labour arrangements affect
the health care system's ability to
respond to changing needs?

* Which strategies will prove most effective
at aftracting, recruiting, and retaining
health professionals in the long-term?

Outcomes of Care

What we know

* In-hospital death rates within 30 days of
initial hospitalization for heart attack
appear to be slowly but steadily falling.
In 1998/99, the overall rate, excluding
Quebec and British Columbia, was
12.65%. After adjusting for differences in
age, sex and comorbidity, most regions
with a population of 100,000 or more
had similar rates. But some regions were
significantly below the overall rate;
others were above it.

* A person's chances of surviving for five
years after being diagnosed with cancer
in 1992 varied dramatically depending
on the type of cancer. New Statistics
Canada data show relative survival rates
for breast, colorectal, prostate, and lung
cancer. Among women, survival rates
were best for those with breast cancer
(better than 80% five-year relative
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survival excluding the very young and
very old). Relative survival for the other
cancers ranged from 15% for men
diagnosed with lung cancer to over 80%
for those with prostate cancer.

At least three out of four people who
received a kidney, heart, or liver
transplant between 1992 and 1998 were
likely to still be alive five years later.
Chances of surviving following transplant
appears to vary little across the country.
Canadian estimates are also relatively
similar to those in the United States,
Australia, and New Zealand.

Research in Canada, the United States,
and overseas has shown that for many
different types of care and for many
different surgeries, patients treated in
hospitals with higher numbers of cases
are less likely to have complications or to
die after surgery. However, some argue
that there are trade-offs to centralizing
care, especially in rural areas where
access to and continuity of care may be
an issue.

In Canada, the extent to which surgical
procedures are centralized varies across
the country. For example, in 1998/99,
96% of bypass surgeries in Ontario took
place in hospitals where more than 500
procedures are performed each year.
This compares with 84% in British
Columbia, 77% in the Atlantic provinces,
65% in the Prairie provinces and 53% in
Quebec. United States researchers
recently found that patients treated at
centres performing fewer than 500
bypass surgeries were 39% more likely to
die before leaving hospital than those
cared for in higher volume hospitals.

What we don't know

How healthy are patients 3, 6, and 12
months after most surgeries?

What is the relationship between how
much we spend on particular interventions
and the health benefits they provide?

xiii
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For which, if any, surgeries do hospitals
performing low numbers of operations
place Canadian patients at higher risk of
complications and death? For these
procedures, what is the optimal number
of cases a hospital should perform to
provide safe and effective care?

How many deaths could potentially be
prevented by ensuring that surgery is
provided at high volume centres?

Spending on
Health Care

What we know

Estimates of public and private spending
on health care topped $95 billion in
2000, 6.9% more than the previous year.
That works out to over $3,000 per
Canadian, up almost $175 from 1999.
Even after adjusting for inflation and
population growth, there was a 4.1%
real increase in spending between 1999
and 2000. Early budget announcements
suggest that public sector spending
increases may continue in 2001, at least
in some parts of the country.

Seven out of every ten dollars spent on
health care comes from the public purse.
The public share rose slightly in 2000.

In 1998, Canada ranked 3 among G-7
countries in terms of expenditure per
person, behind the United States and
Germany.

With almost one-third of the total,
hospitals represent the largest category
of health expenditure. In 2000, hospital
costs are expected to have risen more
than 5% over the previous year.
Nevertheless, their share of total
expenditure continues to slip.

Xiv

* Drug costs now account for over 15% of
total spending. They are expected to
have climbed to $14.7 billion in 2000,
up 9% from the year before. The percent
growth in drug spending between 1985
and 1998 was more than twice as high
as for overall health expenditure.

Spending on physician services grew
relatively rapidly through the mid-1980s,
then slowed during the 1990s. In 2000,
CIHI projects growth of just under 5%.
Physician services now cost almost $13
billion, 13.5% of total expenditure.

* Most physicians are paid on a fee-for-
service basis by provincial and territorial
insurance plans. Some are partially or
fully paid in other ways. Their ranks are
growing in some parts of the country.

* More than half of all Canadians (52%)

donated to one or more health

organizations in 1997.

What we don't know

* How do changes in health care
expenditure affect the health of
Canadians?

* How does health care spending vary
from community to community across the
country?

* How much do Canadians spend on
complementary and alternative
medicines such as massage therapy,
homeopathy, and herbal remedies?

¢ How much do rehabilitation, health
promotion, and community-based
services cost?

¢ How much does it cost, in total, to have
a hip replacement, deliver a baby, or
receive other types of care?



INTRODUCTION

Introduction

What factors affect the health of Canadians? Are we living longer? How long
can we expect to live without an illness or disability? What's happening in our
health care system? How do services compare across the country? What about
wait times? How much are we spending on health care? What do we know
about the supply and distribution of health professionals?

The Canadian Institute for Health Information (CIHI) and Statistics Canada are
committed to improving our ability to answer these questions. Our goal is to
work towards improving the health of Canadians and the health care system by
providing quality and timely health information. In doing so, we hope to support
advances in the development of Canada's health policies, improvements in the
health of the population, a strengthened health care system, and better informed
debates and decisions about health and health care.

As part of this commitment, CIHI has once again joined forces with Statistics
Canada to report on the health of Canadians and on the health of our health
care system. This report, Health Care in Canada 2001, focuses on the health
care system. lts companion report, How healthy are Canadians 20012 focuses on
the health status of Canadians and the factors affecting their health.

These reports build on what we learned from the release of the first annual
reports last year. We tracked the distribution of the reports, consulted with our
Expert Group, and carefully considered the feedback we received from the
reports' evaluation forms. In addition, CIHI commissioned an independent
research group to conduct cross-Canada focus groups on the health care system
report. These groups included health professionals, members of the general
public, and the media. In general, participants indicated the report contained
inferesting, clearly presented, and accessible information.

And they wanted more. Focus group participants asked for additional
information on a wide range of topics, including:

e the continuum of care

¢ health outcomes

* prevention and promotion
* mental health services

¢ the health care team

* health care expenditures
*  wait times
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This year's report draws on new data and
analyses from CIHI and Statistics Canada,
as well as research produced at local,
regional, provincial, national, and
international levels to address these and
many other important issues. But we can
only include what exists—information gaps
remain in many important areas. We plan
to continue to work with our partners
across the country to fill these gaps and
provide updates on the results of our
progress in future reports.

Where the Data Come From 1

Most recent completed data year for pan-Canadian health
data holdings at CIHI and Statistics Canada (as of April 2001).
Data from previous years are also generally available.

1998 or 1998/99

* National Population 1999 or 1999/2000
Health Survey § * Canadian Organ
1997 or 1997/98 |« National Trauma Replacement 2000
199 . H}zulth Pgrs?nnelt Registry t Registryt  National
o Censust | ° V"“'F'“"S"“i * Annual Hospital « Discharge Abstract Health
* Hospital Mental Survey* Database Expenditures
Health * Therapeutic Abortions t | e Southam Medical (forecast) t
* National Physician Database t
Databaset * Registered Nurses
* Hospital Morbidity Database t

* Cancer Registry* t

* Selected provinces/territories only.
t Collected by CIHI.
1 Collected by Statistics Canada.

About This Report

The report is divided into three parts:

* Part A: A Portrait of Canada’s
Health Care System provides an
overview of what we know and don't
know about the complex mix of health
services that make up the health care
system in Canada and how they—and
the public's perceptions of them—are
changing.

* Part B: In-Depth Reports: The
People, The Care, The Cost offers
more detail on the changing mix of
health care providers, the outcomes of
care in Canada's hospitals, and the
cost of health care. Each section
includes new data and analyses along
with recent research findings and
long-term trends.

* Part C: Future Directions highlights
recent developments and suggests
what needs to be done to provide a
more complete picture of overall
performance in subsequent reporting
on Canada's health care system.

The report also includes the insert
"Health Indicators 2001". This reference
piece provides updated comparative data
on a range of health and health system
indicators for Canada's largest health
regions (accounting for over 90% of the
total population) and the provinces and
territories. Whenever the icon which is
shown on the right appears in the main
report text, it is an indication that related
regional or provincial/territorial data can
be found in the insert.


http://www.statcan.ca
http://www.statcan.ca

For More Information

Highlights and the full text of this report
are available free of charge on the CIHI
web site at www.cihi.ca. To order additional
print copies of the report (a nominal
charge applies to cover printing, shipping,
and handling costs), please contact:

Canadian Institute for Health Information
Order Desk

377 Dalhousie Street, Suite 200

Ottawa, Ontario KTN 9N8

Tel: (613) 241-7860

Fax: (613) 241-8120

The companion document How healthy
are Canadians 20012 can be downloaded
or ordered through Statistics Canada's web
site at www.statcan.ca. A summary of that
report is also available on the web site.

We welcome comments and suggestions
on this report and on how to make future
reports more useful and informative. For
your convenience, a feedback sheet "lt's
Your Turn" is provided at the end of this
report. You can also email your comments
to healthreports@cihi.ca.

INTRODUCTION

There's More on the Web

The print-version of this report is only part of what
is available to you. On the day of release, and in the
subsequent weeks and months, CIHI will be adding a
wealth of related information to its web site
(www.cihi.ca). For example, you will be able to:

* Download free copies of the report and insert in
English or French.

* Read an overview of the report in a plain
language brochure.

* Sign-up to receive regular updates to the report
via e-mail.

* View a presentation of the report's highlights.

*  Access some of the documents and data used in
preparing the report.

* Test your knowledge of Canada's health care
system with our on-line quiz.






Part A: A Portrait of Canada's
Health Care System

Each of us is unique. A wide variety of influences—smoking, unemployment, air
quality, and exercise, fo name just a few—affect our health and well-being. Over
time, we may develop diseases, injuries, or other health problems. And we may
experience impairments, limitations of activities, or barriers to our ability to
participate in life situations.

At different times, in different ways, these health issues may cause us to come
into contact with Canadd's large and complex health care system. It can touch
our lives in schools, physicians' offices, pharmacies, community health centres,
hospitals, home care, nursing homes, and

Bringing Together Health and 2
Health Care

People are at the centre of the model of health and health services
shown below. Also identified in the model are issues or factors that
can be associated with how we develop health problems; that
relate to diseases, illnesses, injuries, and other health problems;
and that are pertinent to the consequences of diseases.

many other places. Ideally, it shouldn't matter
where we enter the system. The various
providers and organizations should work
together to provide a continuum of high
quality care from health promotion and
disease prevention, through to curative

Health Issue

_I Intervention

oAl By

Setting

Source: CIHI

treatments, rehabilitation, and other services.

Like many other countries, Canada has seen
profound changes in health and health care
over the last fifty years. What have the impacts
of these changes been? Who provides care
today? How do they do it2 How do they work
together? The answers are complex and
continually evolving. What follows is an
overview of the health care system and a brief
'snapshot' of some of its components and the
impact that they have on the health of
Canadians. It is intended to complement the
picture that we began to build in last year's
report: Health Care in Canada 2000 (available
for free from www.cihi.ca).






1. PORTRAIT OF A CHANGING SYSTEM

1. Portrait of a Changing System

24 hours a day, 7 days a week, a Canadian computer stands guard. The
Global Public Health Information Network (GPHIN) is an early warning system. It
scans the web for news of disease outbreaks around the globe and sends them
to the World Health Organization for verification and follow-up. A figment of the
imagination only a few years ago, GPHIN is but one example of the profound
changes in health care we have witnessed in Canada and around the world in
recent years.

The 1990's brought significant changes to how care is organized and delivered
in most parts of the country. In the last decade, most provinces have made major
structural changes in their health care systems. The pace of change has differed
across the country, but the driving forces have been similar. One key factor was the
fiscal pressures facing governments across the land. Another was a growing
understanding of population health and the broad set of factors that influence it.
Plans tended to emphasize alternatives to hospital care and many provinces sought
to use savings from hospital bed closures to fund community-based services, such
as home care. Most provinces also reorganized their health care services.

This chapter provides an overview of how Canada's health care system is
changing and what we know about the impact of the changes.


http://www.hc-sc.gc.ca/hpb/transitn/gphin_e.pdf
http://www.who.int
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The Health of Canadians

Health care is usually @ means fo an end: better health. A recent controversial report from the World Health Organization
tried to quantify how well health systems around the world were meeting their goals.” But many factors beyond the formal
health care system also affect our health, as well as how health and illness are distributed among the population.

How healthy are Canadians? The 20"
Century saw dramatic gains in life
expectancy in Canada and around the
world. From 59 years in the early
1920s, life expectancy at birth rose to 69
years in the 1950s and 79 years by
1997. And recent research suggests that,
compared fo 20 years ago, older adults
can expedt better quality, as well as
greater quantity, of life.”

Compared with other nationalities,
Canadians tend fo live long
lives—according to United Nations
statistics, we were second in the world
along with lceland in 1998, behind
Japan. In fad, Canada has been near
the top of the international life
expectancy rankings for several decades.
Beginning in the early 1970s and
continuing fo the late 1990s, our gains
in life expectancy for both men and
women have been about average
among OECD countries (twelfth out of
the 29 countries).

Even within countries, not everyone
has the same chance of a long and
healthy life. For example, life
expectancy for Canadian women was 81
years in 1997, compared to almost 76
years for men. Gender gaps also occur
in rates of disease. In 1998/99, females
12 or older were more likely than men
to report having been diagnosed with
such things as high blood pressure,
migraine, asthma, and bronchitis.
Gender gaps for asthma, arthritis, back
problems, and migraine increase for
people who have low incomes.

Significant gaps also occur from
region fo region across the country and
between different population groups.
For example, life expectancy in 1996
within most provinces differed by
upwards of 4 years depending on where
you live. In Quebe, there was over a 10
year difference in life expectancy from
region fo region within the province’

Life Expectancy and Under-Five Mortality Rate:

Comparisons Over Time

According to the data collected by the United Nations Development Programme, life
expectancy has increased from the 1970s for all OECD countries. Mortality rates for those
under the age of five have decreased. The graphs below show the change in life
expectancy (in years gained) from 1970-75 to 1995-2000 and the decrease in under-five
mortality rates from 1970 to 1998 for OECD countries. In general, the largest gains
occurred in countries with lower life expectancy in the 1970s.

Life Expectancy (in years gained) at Birth,

1970-1975 to 1995-2000

Turkey 69 yrs.

Mexico 72.2 yrs.

Korea 72.4 yrs.

Portugal 75.3 yrs.
Japan 80 yrs.
Australia 78.3 yrs.
Austria 77 yrs.
Germany 77.2 yrs.
Italy 78.2 yrs.
Finland 76.8 yrs.
bourg 76.7 yrs.
Greece 78.1 yrs.

Belgium 77.2 yrs.
CANADA 79 yrs.

France 78.1 yrs.

United States 76.7 yrs.
New Zealand 76.9 yrs.
United Kingdom 77.2 yrs.
Ireland 76.4 yrs.

Spain T8 yrs. "
Switzerland 78.7 yrs.
Iceland 79 yrs.

Czech Republic 73.9 yrs.
Netherlands 77.9 yrs.
Sweden 78.6 yrs.
Norway 78.1 yrs.
Denmark 75.7 yrs.
Poland 72.5 yrs.

Hungary 70.9 yrs.
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Note: Years shown represent 1995-2000 life expectancies.

Improvements in

Under-Five Mortality Rate, 1970-1998
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Source: 2000 Human Development Report, United Nations Development Programme

What causes these differences? Health is influenced by many factors—only some of which are well understood today.* What we
eat, whether we smoke, and how much we exercise matter. Our income and education levels; our home, school, and work

environments; and our opportunities for childhood development, among other factors, also play a role.
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Canada's Health Care
System: The Basics

The cornerstone of Canada's health care
system is public funding of virtually the
entire cost of medically necessary physician
and hospital services. What we usually call
"Medicare" is a series of interlocking public
health care insurance plans. It began in
1947 with Saskatchewan becoming the first
Canadian province to introduce a publicly
funded, universal hospital insurance
program. Saskatchewan was also the first
province to insure physician services, in
1962. By 1972, all provinces and
territories had followed suit. Today, all
administer insurance plans guided by
common pan-Canadian principles. The
federal government is also directly
responsible for some health care services
for specific groups, including the Royal
Canadian Mounted Police, members of the
armed forces, veterans, status Indians and
Inuit, and inmates in federal jails.

A Priority for Canadians 4
If you were to think of all the issues presently confronting
Canada, which one do you feel should receive the greatest
aftention from Canada's leaders? Angus Reid polls have asked
Canadians this question for more than a decade. Since 1998,
health care has been identified as the top national issue. In
May 2000, over half of those surveyed listed health care as the
highest priority, more than twice as many as for the next most
common choice.

60%

50%

40% f

30% .

% respondents

we

0% ¢

0% | i
Feb-88  Jul-90 Jul-92

Jul93  Jul-94  Jul96  Jul-97 Jul-98  Nov-98 Jan-99 May-00

=== Healthcare~ - == Unemployment — ~ = Education

Economy—

Source: Northcott, H.C. and Northcott, J.L. (2000) The 2000 Survey About Health and the
Health System in Alberta, Population Research Laboratory: University of Alberta.
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Canadians also use other types of health
care. Drugs, home care, nursing homes,
dental care, physiotherapy, alternative
therapies, and other supplementary
services are funded through a complex mix
of public and private insurance and out-of-
pocket payments.

Reforming the System

How can we best improve Canadians'
health? How can we make our health care
system more responsive and accountable
to the people it serves? How can we make
sure that the right services are efficiently
and effectively delivered, at the right time,
to the right people? Is there a role for the
private sector in improving the delivery of
health care services in Canada?

These and other questions about how
best to fund, organize, and deliver health
care services have long been debated
around the world. Canada is no exception.

Over the past several decades, we have
seen overlapping generations of reform.
The latest wave of reforms swept across the
country in the 1990s. It took place during
a period of concern about fiscal deficits
and of growing awareness of the range of
factors outside the health care system that
affect our health.

As part of these reforms, many provincial
and territorial governments created health
regions and assigned them responsibility
for the day-to-day operation of the health
care system. Goals varied. But most
jurisdictions aimed to streamline health
care services and to bring their planning
and delivery closer to local residents.’
Other common goals included increasing
the focus on health promotion and
committing more resources to community-
based services.


http://www.rcmp-grc.gc.ca
http://www.rcmp-grc.gc.ca
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The objectives may have been similar, but
the size, responsibilities, authorities, and
structure of regions differ from coast to
coast. Typically, provincial governments
delegate authority to regional health
authorities through legislation. These
authorities are then expected to operate
within provincial principles, policy
guidelines, and directives. Their boards are
responsible for a range of health care
services provided in a specified geographic
area. This usually includes hospital care,
long-term care, community health services,
some mental health services, and public
health programs. In most cases, funding for
physician services, cancer care, prescription
drugs, and some specialized services
remains with the province or ferritory.

Regionalization in Canada 5
The pace of regionalization varied across the country. The map
below shows when changes began in each province/territory.
And changes are continuing. For example, former regional
health boards in Nova Scotia are being reformed, and those in
Nunavut were phased out.
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* The British Columbia Health Authorities Act was first infroduced in 1993 as part of "New
Directions". The Health Authorities Act was amended in 1997. Funding and legal responsibility
for delivering services was transferred to BC health authorities in 1997.

Source: HEALNet Regionalization Research Centre, Saskatoon
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Measuring Satisfaction
with Care

The 1990s were a turbulent decade.
Throughout, care providers sought to meet
the expectations of the patients and
communities they serve. This included
ensuring that patients were satisfied with
the care they received and that the public
as a whole believed that the health care
system was working well.

A recent review commissioned by CIHI
found that some type of patient or public
satisfaction measurement is underway in
most parts of the country. Many initiatives
are taking place locally within individual
health regions or hospitals. Broad-based
polls of the general public are also
conducted periodically.

Research shows that measuring
satisfaction is a complex issue, partly
because it can be affected by a wide range
of factors. Some of these factors are related
to the tools used to measure satisfaction.
For example, how and what questions are
asked may affect respondents' opinions. But
different types of people also tend to
respond differently, even when asked
exactly the same questions. In addition,
many surveys have found that respondents
give higher ratings to the care they or their
families received, than to the health care
system in general.

What Pan-Canadian Polls Say

Politicians, governments, the news
media, advocacy groups—-many groups
regularly commission public opinion polls
on a wide variety of subjects. The
Conference Board of Canada recently
collated the results of health-related
national polls conducted between the late
1980s and August 2000.¢ The researchers
recognized that "there are inherent
limitations in public opinion surveys and
dangers in comparing survey results from
different sources because questions


http://www.regionalization.org

sometimes differ and current events can
alter responses over time." Nevertheless,
polls offer some types of information not
available through other means.

For example, a series of Angus Reid polls
offers a perspective on how Canadians'
overall assessment of the health care
system has changed over the last decade.
The latest poll (January 2000) found that
about one-quarter of respondents rated the
system as excellent or very good. The
remainder were about evenly split between
good and fair/poor/very poor ratings.

A 1999 Merck Frosst/Coalition of
National Voluntary Organizations/Pollara
National Survey of Health Care Providers
and Users breaks satisfaction levels down.
It found that almost 80% of respondents
were very or somewhat satisfied with the
ability of the health care system to meet
their or their family's needs. But only 62%
were satisfied with the system's ability to
meet the needs of all residents of the
province.

How Canadians Rated Our 6
Health Care System

Most respondents to Angus Reid polls throughout the last
decade rated the health care system as good or better. But the
proportion of respondents saying the system was excellent or
very good has declined from just over 60% in 1991 to about
one-quarter today. Note: The results are considered accurate
to within 2.5 percentage points, 19 times out of 20.

70%
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Fair/Poor/Very Poor
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Source: Conference Board of Canada (2000). Canadians' Values and Attitudes on Canada's
Health Care System: A Synthesis of Survey Results. Ottawa: The Conference Board of Canada
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Also revealed by the polling data is an
indication of the media's influence on
public opinion of the system. In 1999,
Angus Reid asked Canadians what they
based their opinions of the health system
on. 62% of those who said they felt the
system had gotten worse over the past five
years had based their opinions on
personal experience, 37% had indicated
their opinions were based on what they
had seen, read, or heard in the media.’

Results from Two Recent

Provincial Surveys

Alberta Health and Wellness has
conducted annual surveys on health and
satfisfaction with the health care system
since 1995. In 2000, almost two-thirds of
Albertans (63%) rated the quality of care
available in their community as good or
excellent.® This was down from 75% in
1999. But more-86% in 2000-said that the
care they personally received in the last
year was good or excellent. This was up
from 79% the year before. A deeper look
into the survey results suggests that
respondents' ratings were directly related to
how they perceived their health status and
need for care. Those rating their health as
excellent were more likely to say the health
care system was good or excellent.
Respondents in poorer health were more
apt to say it was fair or poor.

In 1999, hospital patients across Ontario
generally gave high marks to the care they
received.” These results came from a survey
conducted by The University of Toronto,
with support from the Ontario Hospital
Association. Of the more than 26,000
people who responded, over 81% were
satisfied with the outcome of their hospital
stay. They said that they would return to the
hospital where they were treated for care
and would recommend it to friends or
relatives. In particular, respondents gave
high ratings to the care they received from

11
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doctors and nurses. Over 50% said their
nursing (53.2%) and physician care
(54.6%) was excellent. Almost another 30%
rated these services as good. Scores for
support services—like food and
housekeeping-were somewhat lower, with
only 21% rating these services as excellent.
Will results change in subsequent years?
Ontario hospitals plan to repeat
satisfaction surveys each year. Watch for
the next results in the summer of 2001.

How Canada Compares

In the Americas, Asia, Europe, and
elsewhere, health care systems are also in
flux. A series of recent surveys sponsored
by the Commonwealth Fund provide
glimpses of how satisfaction in several
countries is changing. For example, a
1999 survey' found that Canadian seniors
tended to be more positive about the
health care system than in the previous
year. But they were less likely to rate the
quality of care they received as excellent
than their peers in several other countries.

Satisfaction Related to Perceived 8
Need for Care

Over 80% of Albertans in 2000—regardless of their need for
care—said that the health care they had received in the past
12 months was good or excellent. But those who said they had
a high need for care were more likely to give fair or poor
ratings to the care they received.

100 I Excellent/Good Rating

90 I Fair/Poor Rating
80
70
60
50
40
30
20
10

0

% Respondents

Low Moderate High
Level of Need

Source: Northcott, H.C. and Northcott, J.L. (2000) The 2000 Survey About Health and the
Health System in Alberta, Population Research Laboratory: University of Alberta.

Healthy Albertans Give Higher Marks 7
In the 2000 Alberta Survey, respondents who said they were in
excellent health tended to rate the health care system more
favorably than those in poorer health.

100

% Who Rated Quality of Care Good or Excellent

Good Health Poor Health

Self-Reported Health Status

Excellent Health

Fewer Seniors Say System Needs 9
to Be Rebuilt

Seniors in many countries appeared to have had a brighter
view of their health care systems in 1999. In 1998, more than
one in four (27%) Canadian seniors living at home said that
the health care system needed to be completely rebuilt. A year
later, only 18% agreed.

United States

998 1999

United Kingdom

New Zealand

Canada

Australia

0% 5% 10% 15% 2% 25% 30% 35% 40% 45%

Y% saying system needs rebuilding

Source: Northcott, H.C. and Northcott, J.L. (2000) The 2000 Survey About Health and the
Health System in Alberta, Population Research Laboratory: University of Alberta.
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Source: The Commonwealth Fund 1998 and 1999 International Health Policy Surveys
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The Next Round?

A series of Royal Commission and Task
Force reports ushered in health care reform
across Canada in the 1980s. In some parts
of the country, broad re-examinations of
health care are underway again.

For example, in January 2001, only
seven months after it was formed, the
Commission d'étude sur les services de
santé et les services sociaux (the Clair
Commission) in Quebec issued a report. It
offered 95 recommendations for improving
health and social services in the province.
The Commission's recipe for change
includes encouraging family doctors to join
together into group practices to offer 24-
hour, 7-day a week care for their patients.
It also suggested a new insurance scheme
to cover long term care needs, options for
involving the private sector, a renewed
focus on preventing illness, and much
more. For more information, see the full
400-page report at www.cessss.gouv.qc.ca.

Saskatchewan was next in line. The Fyke
Commission on Medicare reported in
mid-April 2001. For more information,
see www.medicare-commission.com. And
the federal government recently
announced a new Commission on the
Future of Health Care in Canada, headed
by Roy Romanow. It is due to report by
November 2002.

1. PORTRAIT OF A CHANGING SYSTEM

Canadian Seniors Less Likely 10
to Report "Excellent" Care

The percentage of seniors who rated the medical care they
received in the past year and the care received at their most
recent doctor visit as excellent was lower in Canada than in
other countries surveyed except the United Kingdom.

Unted Stoes R ER R R T R S

I Core Received at Most Recent
Doctor's Visit, "Excellent"

™ _ [ \edical Care Received in Past
United Kingdom Year, "Excellent”
New Zealand
Canada
Australia
0% 10% 20% 30% 40% 50% 60 %
Percent of Respondents
Source: The Commonwealth Fund 1999 International Health Policy Survey
Tracking Changes in Health Care 11

As the next wave of reforms unfold, Canadians may have access
to a new tool to track changes in health care. When Canada's
First Ministers met in the fall of 2000, they agreed to provide
comprehensive and regular reports on health programs and
services, including fourteen specific indicators (listed below).
Some are already available; others will require significant
development. Reporting is scheduled to begin in 2002.

Reduced burden of disease and illness 14. Adequacy of health

1. Life expectancy 9. Patient satisfaction

2. Infant mortality 10. Readmissions

3. Low birth weight 11. Access to 24-hour, 7-day a week first
4. Self-reported health contact health services

5. Changes in life expectancy 12. Home and community care services

6. Improved quality of life 13. Adequacy of public health surveillance
7.

8.

Waiting fimes protection/promotion

Source: Communiqué from the First Ministers Meeting, September 2000.
www.scics.gc.ca/cinfo00/800038004_e.html
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Information Gaps
What We Know

* In the 1990s, there have been significant changes, such as regionalization and bed
closures in the health care system in most parts of the country.

* The health status of Canadians, as measured by life expectancy and self-reported
health, continued to improve (life expectancy) or remained stable (self-reported
health) during the period of health reform.

* Survey respondents tend to rate the care that they personally receive more positively
than the health care system overall. According to opinion poll data, a significant
percentage of the public and health care providers express concern about the quality
of care and access to care.

What We Don't Know

* Do the findings about the impact of reform from studies and opinion polls in specific
areas apply to other parts of the country? What have the other impacts of reform
been?

* How has the overall performance of the system changed as health care system
reform has been introduced?

* Have there been changes in quality of life after discharge, levels of satisfaction and
stress on family and friends who act as caregivers, and patient satisfaction with the
changes that have accompanied health care reform?

* How do patient or public expectations influence reported satisfaction with care?

What's Happening

* Researchers, managers, and policy-makers in several parts of the country continue to
identify indicators and use existing indicators to track the immediate and long-term
implications of health care reform.

* In the fall of 2000, First Ministers identified patient satisfaction as one of fourteen
indicators to be tracked across the country by 2002.

* A first set of comparable indicators of health status, determinants of health, and
health system performance and characteristics were recently published for regions
across Canada.

14
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2. PROMOTION; PREVENTION, AND PRIMARY CARE: A SNAPSHOT

2. Promotion, Prevention, and
Primary Care: A Snapshot

Promoting Health, Preventing lliness

Promoting health and preventing illness are central functions of our health
care system. Activities include immunization for children and others at-risk;

prenatal and parenting classes;
campaigns to promote healthy
eating, physical activity, and safe
sex; monitoring the safety of water
and food; by-laws to prevent
smoking in public places; media
campaigns to reduce drinking and
driving; and much more.

Many partners are involved, both
within and outside the traditional
health care sector. For example,
public and community health
departments often work with
community health centres, voluntary
health organizations, community
and faith groups, and others to
respond to community needs. Many
advances have been gained
through these and other efforts. Yet
much more remains to be done.

Flu Shots: A New Push

Canadian Children
Weigh In

Public health programs address a wide range of
target groups with different needs. A recent study
points to overweight and obesity as increasingly
important issues for Canada's children.' Children
and adolescents with excessive body mass are more
likely to experience health problems as adults.
Researchers found that the body mass index of
Canadian children between the ages of seven and
13 has increased in recent years. In 1981, 15% of
boys and girls were overweight. This grew to almost
29% of boys and 23% of girls in 1996. Childhood
obesity more than doubled over the same period.
The authors suggest that this is a concern because of
research suggesting that "excessive body mass
during childhood and adolescence is associated with
an increased risk of becoming overweight in
adulthood and with higher morbidity and mortality
rates in adulthood."

Vaccinations are one of the greatest public health achievements of the
last century. For example, immunization helped to defeat smallpox. The world-
wide eradication of polio and Canada-wide elimination of measles are also in
sight. And new vaccines—such as one to protect children from chicken pox—
are being introduced.

But vaccines are not just for children. For example, in many parts of the
country, broad-based programs have recently been introduced to encourage
older Canadians to get flu shots. Many programs aim to both prevent illness and
reduce stresses on the health care system.



HEALTH CARE IN CANADA 2001

Flu Shot Programs 12
Most provinces/territories will pay for seniors and the
chronically ill to get annual flu shots. Some go further by
targeting specific groups (such as health care workers) or
offering the vaccine to all residents.

Jurisdiction Vaccination program

Seniors Chronicallyill | All other residents
Newfoundland

Prince Edward Island
Nova Scotia

New Brunswick
Quebec

Ontario

Manitoba
Saskatchewan
Alberta

British Columbia
Yukon

North West Territories

Nunavut

3% X XN XXX XX

v (over 18)

SISISINSNISISISNE XN

ANANENENENENINENENINENEEN

RIAN

v (over 50)

Source: Information collected from provinces and territories by CIHI

In last year's report, we noted that data
from several provinces show that demands
on hospitals and their emergency rooms
have seasonal peaks during the flu season.
New results suggest that flu-related
demands on Canadian hospitals were
higher in 1999/2000 than in the year
before. Acute care hospitalizations for
patients with a primary diagnosis of
influenza were up in most parts of Canada.*

Since then, new or expanded vaccination
programs have been introduced in many
parts of the country. What's happening this
year? If's too soon to know for sure how
well these programs are working. In fact,
some researchers question whether even a
full program review can conclusively
evaluate their effectiveness.”?
Nevertheless, early evidence suggests that
the 2000/01 flu season may be milder
than the year before. As of March 17,
2001, six out of 10 provinces had fewer
laboratory-confirmed cases of influenza
compared with the same period in the
previous year. Overall, Health Canada's
FluWatch program received only 3772

* Data for Quebec and Manitoba are not yet available.
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case reports in the first 23 weeks of the
2000/01 flu season (from August 27, 2000
to March 17, 2001). There were 6887 cases
over the same period in the previous year.
Early evidence also suggests that Canada,
like other countries, is experiencing a
season influenced by the type B strain of
influenza this year. So far, over two-thirds of
Canada's laboratory confirmed cases in
2000/01 have been type B. This type is less
virulent than the A strain that predominated
from 1994 to 2000.

Flu Cases Down in Ontario in 2000/01 13
So far in 2000/01, flu cases are down in most parts of the
country. As an example, the graph below shows Ontario's
laboratory-confirmed influenza cases in 2000/01 compared to
those for the same period in the previous year. One reason for
the lower number of flu cases this year could be that the
province has recently offered to pay for flu shots for all
residents. But it might also be explained by a later than normal
start to the season, a random fluctuation in the annual
incidence rate, or other factors. We'll be watching to see what
happens over the rest of the year and what evaluators conclude
when they review the results of immunization programs.
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Http://www.hc-sc.gc.ca

2. PROMOTION, PREVENTION, AND PRIMARY CARE: A SNAPSHOT

Where You Go First:
Primary Care and
Emergency Services

Primary health care occurs where you
first contact the health care system—often
in a physician's office, a health clinic, or a
community health centre. It is also meant
to be the first link in a continuum of health
care services.

Your Doctor's Office

Most Canadians visit their doctor at least
once a year. A 1998/99 Statistics Canada
survey found that 85% of females 12 and
older reported having had contact with a
general practitioner within the last year.
The same was true for 72% of men.
Contacts were about equally likely for
Canadians of all income levels, but older
adults were more likely to have visited a
general practitioner.

Reforming Primary Care

Today, most family doctors care for patients on a fee-for-service basis
in solo or group practices. In recent years, many experts have been re-
thinking how to best provide primary care services. Reform discussions
often focus on developing group pradtices where teams of doctors would
work together with nurses, pharmacists, or other care providers.

Pilot projects of several possible options are already underway. For
example, an Ontario initiative includes more than 150,000 patients in
six sites.’ Participating practices sign up a group or "roster" of
patients. They then commit to taking care of the rostered patients'
medical care needs 24-hours a day, 7-days a week. Similar efforts in
Quebec may soon be much more widespread. The recent Clair
Commission Report suggested that 75% of patients might be signed
up within five years.

What do patients think about rostering? A Berger Population
Monitor poll in 2000 found that most Canadians (59%) support the
concept, up from 55% in 1997. However, support drops rapidly if
patients could not use the services of professionals outside the team
with which they are rostered or if they would have to pay for such
care. A recent poll by EKOS Research Associates Inc. (2000) reported
similar findings. Almost three-quarters (74%) of respondents said
that they would prefer to see a family doctor who worked as part of
a team. But over half (52%) said that they would no longer agree if
there was a condition that they could not use any other clinics or
teams of practitioners.

Signing Up: How Canadians Feel 14
According to a recent cross-Canada poll, public support for
patient rostering rose between 1997 and 2000 in all parts of
the country except Quebec.
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British
Columbio 8 1300 00 v e EL ] £ T T

0% 20% 40% 60% 80%
% of respondents

Source: The Berger Population Health Monitor, Hay Health Care Consulting Group

Visits to doctors were more common for
patients with chronic conditions—such as
diabetes, asthma, and hypertension—than
for the population as a whole. Sometimes,
these conditions also lead to the use of
emergency health care services or
hospitalization. But often, they can be
managed by patients who are active in
their own care, with help from physicians
or other health care providers. While not
all hospitalizations can be avoided, there is
evidence to suggest that high rates of
hospitalizations for these types of n
conditions may reflect problems with
access to disease prevention programs or
appropriate primary care.’

For the second year, CIHI has found wide
variations in regional rates of ambulatory
care sensitive hospitalizations (also known
as preventable admissions) across the
country. For example, 11 of Canada's
largest regions (those with a population of
100,000 or more) had preventable
admission rates under 300 per 100,000
population in 1998/99. But a number of
areas had rates that were at least twice the
level in the lowest region. The region with
the highest rate had 1,069 hospitalizations

19
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Regional Variations in 15
Preventable Admissions
Hospitalizations for ambulatory care sensitive conditions (ACSC)

in 1998/99, age standardized rate per 100,000 residents, for
health regions with a population of 100,000 or more.

1998/99 ACSC rates per 100,000
B 691 or more 426 or less 427 10 690
[ Pop. <100,000

Source: Hospital Morbidity Database, CIHI

per 100,000 residents. In part, these
differences may reflect variations in disease
rates, as well as in the availability of
community care. Comparable data on the
prevalence of chronic conditions at a
regional level are not yet available, but
they will be in 2002 through the new
Canadian Community Health Survey.

Detailed reviews of patient charts suggest
that other hospital patients might also
appropriately be cared for in other levels
of care.®

From the Drug Store

Prescription and over-the-counter drugs
help Canadians in many ways. They are
used to overcome infection, control
diabetes, regulate heart rhythms, lower
blood pressure, and relieve pain and
anxiety. But inappropriate use can also
lead to health risks. Health Canada plays
a lead role in evaluating and monitoring
the safety, efficacy, and quality of
therapeutic products, including drugs.

At one time or another, most Canadians
have had a prescription filled, and millions

20

Approving New Drugs 16
When manufacturers want to market a new drug, an application
is submitted to Health Canada with information on the drug's
safety, effectiveness, and quality. The target review time for new
active substances is typically 355 days. Some drugs—particularly
those that appear promising for life-threatening or severely
debilitating conditions for which there are few effective therapies
already on the market—are fast-tracked. The target review time
for these drugs is 235 days. Average review times in 1999
exceeded these targets.
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Source: Health Canada, Annual Drug Submission Performance Report

take drugs daily. Statistics Canada recently
reported that many of us take some type of
over-the-counter and/or prescription
medication each month. For example, the
1998/99 National Population Health Survey
of Canadians aged 12 and over found that:
* Almost two-thirds (65%) of respondents
reported taking acetylsalicylic acid
(eg: Asprin™), acetaminophen
(eg: Tylenol™), arthritis medicine,
anti-inflammatories, or some other
pain reliever in the last month.
* One in five said that they had used
cough and cold medicines in the
same period.

Other types of commonly-used drugs
included stomach remedies (10%),
blood pressure medication (10%),
allergy medicine (9%), penicillin or
other antibiotics (8%), and asthma
medications (6%).
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Use of medications tended to be higher
among women than among men and for
older Canadians. Low-income Canadians
also tended to report higher use of many
medications, except pain relievers and
allergy medications.

Who Gets Prescriptions 17
In a recent national survey, most Canadians said that they had
received one or more prescriptions from their doctor in the
past year. The proportion of respondents who reported
receiving prescriptions across the country is shown below.

Canada

Atlantic

Quebec

Ontario

Manitoba/
Saskatchewan

Alberta

British
Columbia

I

0% 4% S0% 60% 70% 80%  90%

% of respondents

% 1% 2% 100%

Source: The Berger Population Health Monitor, Hay Health Care Consulting Group

When Help is a Call
or Click Away

Patients do not always go to doctors'
offices, pharmacies, or other health care
facilities when they need health care. An
increasing variety of options is becoming
available across the country, offering both
emergency and routine assistance.

Emergency First Response: 9-1-1
In an emergency, every minute can count.

In 1974, 9-1-1 services were first introduced

to Canada. They replaced local seven-digit

numbers for emergency fire, ambulance,
and medical services. These lines aim to
improve the coordination of, and access o,
emergency services and fo reduce the time
that it takes for help to arrive.

Today, most Canadians can call for help
by dialing 9-1-1. Nevertheless, only in
Nova Scotia, Prince Edward Island, and
New Brunswick do services currently cover
the entire province.

WHO CAN CALL 9-1-1? 18
9-1-1 coverage continues to expand across the country. The
map below shows the percentage of residents who had access
to 9-1-1 services as of March 2001.

911 Coverage in Canada

™ 100%
B 751099
5010 74
01049

Health Advice over the Telephone

Not every health problem is an
emergency. People often have questions
about their health and that of their family
members. In many parts of Canada, they
now have a new place to turn.

The names may differ—for example,
some people in New Brunswick have
referred to their line as an "electronic
grandmother"-but telephone triage services
are spreading across the country. These
services are generally available 24-hours a
day, 7-days a week. They supply answers
to health-related questions and advise
callers about how to handle non-urgent
medical conditions.

21
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Quebec's Info-Santé began in 1995. It
later became the first province-wide
telephone triage service. Telephone triage
services are also operating in New
Brunswick, Northern Ontario, Toronto,
Winnipeg, Victoria, and other
communities. Similar or expanded
initiatives are planned in Alberta, Nova
Scotia, British Columbia, the rest of
Ontario, and other parts of Canada.

Telephone triage services are generally
staffed by trained nurses. They work with
computer-assisted tools to help callers
decide whether to care for themselves, see
a doctor or other health care provider, or
go to an emergency room. In some cases,
callers can also listen to pre-taped
information on various health-related
topics. Or they may be referred to other
crisis or community information lines, such
as 9-1-1, medication information lines,
sexual assault services, or poison
information centres.

What do we know about these services?
In total, Quebec's Info-Santé logged more
than 2.5 million calls in 1998/99.7 That's
348 calls for every 1,000 residents.
Women between 25 and 44-especially
those with young children-were the most
frequent users of the service.

Experience in New Brunswick has shown
that only about 1% of callers are told to call
9-1-1.% Another 20% are advised to go to
an emergency department on their own.
Nurses recommend that most callers care
for themselves at home or go to their family
physician or an after-hours clinic.

A recently released evaluation of
Victoria's telephone triage services’
suggests that its Health Support Line
increases the likelihood that callers will
care for themselves. Thirty percent of
callers reported that their initial intention
was to care for themselves when they
called the support line. After talking with

22

the nurses, this number rose to over 48%.
As part of the evaluation, 100 people were
contacted to see if they did what they had
planned. 84% had.

Telephone triage in Edmonton, known
as Capital Health Link, was launched in
September 2000. According to an initial
evaluation, the registered nurses answering
the calls receive 5000 calls a week—60%
of which are for health advice. For
example, they have been able to advise
callers on how to care for themselves, to
go to a doctor within 24 hours, or head to
the emergency room. Over 90% of callers
reported being satisfied with their Capital
Health Link call, and over 95% said they
would recommend the service to family
and friends.

Top 10 Reasons to Call 19
People in Northern Ontario have had access to telehealth
through a pilot project since June 1999. The following are the
top ten reasons people have accessed the service:

Abdominal
pain

Children's
rashes

Women's

Nausea/
health

vomiting

Headache

Children's

Diarrhea e

Colds and flu in
winter; insect
bites and bee

stings in
summer.

Source: Ontario Report to Taxpayers, Winter 2000. www.onreport.gov.on.ca
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Health on the Net

Another new way that Canadians access
information about health and health care
is through the Internet. A 1999 Statistics
Canada survey found that Internet use
among Canadian households continues to
grow rapidly. Almost 42% of households in
the survey reported using the Internet
regularly. And, for an increasing
proportion of households (up from 10% to
19% between 1997 and 1999), using the
Internet at home is a part of daily life.
More than half of these households (54%)
used the Internet to seek medical and
health information.

Complementary and

Alternative Therapies

Massage therapy, traditional Aboriginal
and Chinese medicine, homeopathy, and
herbal products are examples of healing
practices and products that are sometimes
used along with (complementary to) or
instead of (alternatives for) conventional
medical treatment. Growing numbers of
Canadians are using these types of
therapies, even though, in many cases,
there is little information on their
effectiveness in improving health and
treating illness.

In 1998/99, the National Population
Health Survey found that an estimated 16%
of Canadians 12 or older said that they
had consulted a chiropractor or another
type of complementary or alternative
health care provider in the previous year.
This was up from 14% in 1994/95. On
average, women, people between the ages
of 25 and 54, and those with chronic
conditions were more likely to use
complementary and alternative health care
providers. Canadians with higher levels of
education and income, and residents of
the western provinces were also more likely
to do the same.

Results from Recent Polls

Only a minority of those who use
complementary and alternative medicine
consult practitioners. National polls in
2000 estimated that between 60%' and
70%'"" of Canadians had used some type
of complementary and alternative
medicine—particularly vitamins—in the
last year.

Similar results have been found in local
surveys, such as those conducted by the
Summit Strategy Group in Toronto. About
65% of respondents to a 2000 survey said
that they had used some type of
complementary and alternative medicine in
the past year—most commonly herbals or
massage therapy. This survey did not ask
about use of vitamins.

Use of Complementary and Alternative 20
Medicine in Toronto

Percentage of Torontonians who reported having used different
types of complementary and alternative medicine in the last year.

Chinese Medicine -|:|
Naturopathic Medicine ]:l
Homeopathy EEEE EEEER R
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Aromatherapy

Relaxation Therapies

Chiropractic

Meditation

Nutrition/Diet

Massage

0 5 10 15 20 25 30 35 40

% of respondents

Herbals

Source: The Local Market for Complementary Medicine: A Research Report, Summit Strategy Group
Note: Percentages total more than 100 as respondents were able to indicate having
used more than one type of therapy.
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Most of those surveyed used these who use these types of care indicated that
therapies on their own—almost half said they spent no money on the therapy they
that they never see a practitioner of use the most. Another 56% reported
complementary and alternative medicine. spending under $100 per month on a
In contrast, about one-quarter of those particular therapy and a small percentage
surveyed reported seeing a practitioner (3%) spent over $300 per month. Only one
once or twice a year. in five who used complementary and

Torontonians who use complementary alternative medicine indicated that they had
and alternative medicine typically pay the been reimbursed by an insurance plan.

costs themselves. However, 30% of those

Information Gaps
What We Know

* Reported use of physicians' services, as well as those of complementary and
alternative medicine practitioners.

* Types of services provided by physicians paid on a fee-for-service basis.

* Total spending on and reported use of prescription and non-prescription drugs.

* Rates of selected health promotion and prevention services (e.g. mammograms and
pap smears).

What We Don't Know

* How many Canadian children receive all recommended immunizations on schedule?
* What services are delivered by physicians who are not paid on a fee-for-service basis
and by other primary care providers? How do patterns of care or health outcomes

differ based on who delivers services?

* What impact would different types of primary care reform have on costs, outcomes,
and access to services?

* How safe and effective are most complementary and alternative medicines being
used today?

What's Happening

* Canadda's Premiers and the Prime Minister agreed to track and report on the
adequacy of health protection/promotion services and access to 24-hour a day, 7-
day a week first contact health services, along with 12 other indicators, in each of
their jurisdictions by 2002.

¢ Statistics Canada's Canadian Community Health Survey will soon provide regional-
level estimates of use of various types of health care, such as physician services and
prescription drugs.

* A variety of models for the delivery of primary care services are being tested across
the country. Many include evaluation plans.

* An expert group has recently been established to begin to explore primary care
information priorities.
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3. Canada's Acute Care
Hospitals: A Snapshot

Acute hospital care is at the other end of the spectrum from primary health
care. The majority of hospitals offer short-term diagnostic and treatment services
for patients with a wide range of illnesses and injuries.

Most hospitalizations involve care for seniors or are related to pregnancy and
childbirth. In 1998/99, seniors made up about 12% of the Canadian

population, but they accounted for just under
Why Seniors are Hospitalized 21
In 1998/99, Canada's seniors spent over 11million days as
inpatients in acute care hospitals. Younger and older seniors tended
to be hospitalized for somewhat different reasons. The distribution

of the leading causes of hospitalization is shown below. When Hospitals Close
For more than a decade, Canada's inpatient

one in three acute hospital stays and half of
all days spent in hospital.

hospital sector has been shrinking. Fewer
age 6574 patients are hospitalized overnight each year.
And, those who are hospitalized stay, on
average, for a shorter period of time.

In the last five years, CIHI data show that

more than 275 hospitals across the country

have closed, merged, or been converted to

other types of care facilities. The number of
approved beds is also down substantially. At
the same time, many more people are being

cared for in hospital day-surgery programs.
age 85 & over

age 75-84 .

0% 10% 20% 30% 40% 50% 60% 0% 80% 90% 100%
% of acute care hospitalizations

— Cardiovascular Diseases I Digestive Diseases — Cancers and Benign Tumors

1 Respiratory Diseases M Injuries and Poisoning I Other

Source: Hospital Morbidity Database, CIHI
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How Hospitals Are Changing

22

Since the 1980s, Canada's hospitals and the services that they
offer have changed substantially. The graph below shows the
percentage change in the number of approved beds and
ambulatory services since 1984/85.
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Source

: Annual Hospital Survey, Statistics Canada (to 1994/95) and CIHI (1995/96 on)

What impact have these changes had
on our health? It is too soon for a
conclusive answer. Early results are in for
some communities; evaluations are
underway in others.

In last year's report, we presented results
from research in Saskatchewan and
Manitoba. The Saskatchewan study
looked at what happened when the
government closed 52 small rural
hospitals.' Researchers found that residents
in the communities that lost their hospitals
were much less satisfied with health care
after the closures than before. However,
they reported that their fears of worse
health and less access to health care
services had not, in general, come to pass.
As well, the study showed that death rates
fell faster in communities that lost their
small hospitals than in those that kept
them open.

Similarly, Manitoba researchers
assessed the impact of the loss of more
than 700 hospital beds in Winnipeg in the
mid-1990s.? The quality of care-as

28

measured by death rates, frequency of
visits to physicians' offices and emergency
rooms after discharge, and readmission
rates—remained about the same. Seniors
hospitalized during the period of bed
closures had more confidence in the
accessibility of services than did those who
were not hospitalized.?

What's New in the Past Year

Researchers from the University of British
Columbia recently published a report on
the impact of hospital downsizing in their
province.* They compared how seniors
used hospitals, long-term care, and
publicly funded home care services before
(1986-88) and after (1993-95) a reduction
of 30% in the number of hospital beds.
The closures began in 1991/92.

Over the study period, there was a 17%
jump in the number of seniors living in the
province. Nevertheless, researchers found
that seniors used hospital services at
almost the same rates before and after the
bed reductions. Death rates were also
stable over the time period, after
accounting for the population aging. What
did change? While British Columbia
seniors were about as likely to be admitted
to hospital in 1993-95, they tended to
have shorter lengths of stay.

Montreal is also systematically
monitoring the results of health reform.?
The latest series of reforms started in the
early 1990s. They included launching
regional boards in 1991 and adopting a
policy promoting health and well-being in
1992, as well as efforts to slow the
growth of public spending on health care
and to improve overall performance.
Within this context, the Montreal regional
board introduced a three-year
transformation plan in 1995. This was
followed by another plan (Accent on
Access) in 1998.
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Researchers from the Montreal Public

Health Department and other

organizations have been tracking the

results of the plans' implementation.® Early

findings include:

The region closed more than one-
quarter of Montreal hospital beds
between 1995 and 1998. Over the
same period, lengths of stay also
dropped, but day surgeries and
emergency room use were up. The rate
of readmission to hospital was stable
for many patient groups, including
those with hip fractures, heart attacks,
congestive heart failure, colon and
rectal cancers, and chronic obstructive
lung disease. In contrast, the rate of
readmission was higher for new
mothers (they also had an increased
risk of postpartum depression) and for
patients undergoing day surgery
procedures.

Surveys’ in 1994, 1997, and 2000
compared Montrealers' overall
satisfaction with services received on
their last hospital, medical clinic, home
care, or community health centre visit to
their expectations. In most cases (over
85% in all three years) expectations
were mostly or completely met.
Satisfaction levels peaked in 1997, but
continued to be higher in 2000 than
six years earlier.

Montreal residents, particularly those
who did not use health services,
perceived that access to care had
decreased. But, overall, more people
are using services than in the past
(although the frail elderly and the poor
are receiving fewer hospital and
specialist services).

Barriers between hospitals and
community agencies continue to exist.
For example, the elderly, women who
have given birth, and mental health
patients sometimes have difficulty
getting community care services after
discharge from hospital.

* 40% of patients 70 years and older
released from emergency departments,
had some loss in functional status. Their
risk of returning to the hospital following
discharge was greatly reduced when they
received information regarding their
follow-up care and referrals for
homecare services.

* More than one in three seniors who
visited the ER reported that they do not
currently have access to a family doctor.

* The shift to ambulatory services has led
to increased demand for care from
local community health centres (CLSCs).
The researchers suggest that CLSC
programs to promote health and
prevent illness and injury have been
trimmed as a result.

The Impact of Aging on
Hospitals: Experts Disagree

The Canadian population grew and
gradually aged over the course of the 20"
century. This trend is expected to continue.
Seniors made up about 12% of the
population in 1996, and by 2031 they are
expected to account for approximately 20%.

Many experts have explored the possible
impact of population aging on hospital use
in Canada and other countries. There are
basically two sides to the debate.

One side worries that the "greying" of the
population will overwhelm our hospitals.
Proponents of this view point out that the
elderly tend, on average, to use more
health care resources than their younger
counterparts. They then project what would
happen if current rates and hospital use
patterns stayed the same, while the
population grew and aged in line with
expectations. That is, they assume that
Canadians in the future would be equally
as likely to access hospitals as they are
today and that they would be treated in the
same way as current patients. Under these
assumptions, projections show significant
increases in acute care hospital use over
the next 10 years.®
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Those on the other side of the debate
argue that these assumptions are not
realistic. First, they point to recent evidence
of a "compression of morbidity". For
example, recent research by Statistics
Canada suggests that older Canadians can
expect a better quality, as well as an
extended quantity of life, compared with
twenty years ago.’ As a result, today's
seniors are healthier than ever before.
Second, they note the dramatic changes in
the way Canadian hospitals have been
used over the last several decades. For
example, CIHI data show that the rate at
which Canadians were hospitalized has
dropped steadily over this period, even
while the average age of the population
has risen. Average lengths of stay are also
falling. Researchers around the world have
found that changes in how often and for

Falling Hospitalization Rates 23
The rate of inpatient hospitalizations in acute care facilities per
100,000 Canadians has fallen steadily over several years. The

chart below shows age standardized rates for Canadians aged
45-64 and 65 and over.
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how long people in specific age groups are
hospitalized have been more important
than overall population aging in explaining
recent changes in hospital use.'® ' '?
Proponents of this view suggest that,
based on recent experience, any increased
demands due to population aging could
likely be accommodated by an evolving
health care system.'”® For example, they
point to historical projections (e.g. Statistics
Canadd's in the late 1970s') that
significantly overestimated current hospital
use based on anticipated demographic
and other changes. The lowest estimate
from these projections was about 20%
higher than actual hospital use in
1995/96% . Their "most realistic" estimate
was about 50% too high. Why should
today's projections, based on similar
assumptions, fare any better, they ask?

And the debate continues.

Giving Birth in Hospital

Care for seniors may account for a large
share of hospital days, but pregnancy and
childbirth are still the leading reasons why
women of child bearing years are
hospitalized in Canada. A significant
percentage of births occur by caesarean
section (c-section). There has been an
upward trend in national c-section rates
over the past five years. This—especially
after the previous decade of declining
rates—has rekindled the arguments for and
against the surgery.' '

In some cases, c-sections are essential,
life-saving operations. For example,
researchers recently studied 2,083 women
in 26 countries who gave birth to a single
baby who was either in frank (with legs
extended) or complete (with legs tucked)
breech position."” They found that the
women were healthier if they had a
planned c-section, rather than a planned
vaginal birth, as were their babies.

' Part of the difference can be attributed to lower than expected population growth.
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In other cases, surgery may not be in the
best interest of the mother or her baby.
Experts from the Society of Obstetricians
and Gynecologists of Canada have
weighed the evidence and established
guidelines for appropriate care before,
during, and after birth.”® Among other
things, they note that most women, even a
large proportion of those who have
previously had c-sections, can safely
deliver vaginally. In fact, they suggest that
successful vaginal births after c-sections
typically carry lower health risks for
mothers and require shorter hospital stays
than for those having an optional surgical
delivery. There is also recent evidence to
suggest that women having c-sections are
at higher risk of being re-admitted to
hospital than women who have had
vaginal births.*

How Caesarean Section
Rates Vary

C-section rates vary dramatically, both
within and across countries. The World
Health Organization reported national
rates in Europe ranging from a low of 11%
(e.g. Netherlands) to a high of 29% (e.g.
ltaly) in 1998." Within countries, regional

Understanding Regional Variations 24
in C-Section Rates

As the table below shows, two of Canada's largest health
regions had c-section rates below 15% in 1998/99 and four
had rates of 25% or more. Many factors contribute to these
differences in rates. One appears to be how offen women who
have previously had a c-section deliver subsequent babies
vaginally (the VBAC rate).

Region name C-Section rate ~ VBACrate  Average age of mother
Région de |'Estrie (QUE) 11.0 60 28

Région de Laurentides (QUE) 14.0 44 29

North Okanagan (BC) 25.0 2 29

Health and Community 26.7 16 28

Services Eastern Region (NB)

Capital Region (BC) 28.0 30 30

Health and Community 294 7 28

Services Central Region (NB)

Source: Hospital Morbidity Database, CIHI
Note : VBAC-Vaginal birth after c-section

variations in caesarean section rates are
also frequently observed.”

In Canada, CIHI data show that 19.2% of
births were caesarean deliveries in
1998/99. But there were pockets of the
country with higher and lower rates. For
example, four of the country's largest health
regions (populations of 100,000 or more),
had caesarean rates of 25% or more. In
contrast, two regions had rates under 15%.

What causes these variations? Many
factors influence c-section rates, only some
of which are currently understood. For
example, recent research by the Institute
for Clinical Evaluative Sciences in Ontario
suggests that the type of care where the
mother gives birth may matter.”’ This study
found that teaching hospitals and those
with evidence-based guidelines in place
had lower c-section rates.

Waiting for Care

Headlines about waiting for care appear
regularly in newspapers across the country.
And opinion polls suggest that waiting is a
serious concern for many Canadians.

Wait times are affected by many factors,
including changes in the burden of
disease, changes in indications for surgery,
the availability of doctors and other health
professionals, referral patterns, and the
accessibility of operating room time or
other resources.”? Unfortunately,
comparable data about who is waiting for
what, for how long, and the factors that
influence waiting are rare. We also know
relatively little about how waiting for
surgery, chemotherapy, or other treatment
affects patient outcomes in the long term.

Different groups monitor wait fimes in
different ways. One option is to ask
patients who received treatment in a given
period how long they waited for care.
Information on observed patient experience
can also be collected directly from medical
records or specialized monitoring systems.
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When Waits Do (or Don't) Matter

In some cases, a delay of minutes counts. For example, a patient
who is bleeding severely needs emergency care. But often, waiting is
not immediately life threatening. Determining medically-safe waiting
periods is difficult. So is judging the impact of anxiety, missed work,
pain, or other consequences that a patient may experience while
waiting. Experts from across the west recently reviewed current research
on the health effects of waiting for care for breast cancer, knee and hip
replacement, cataract surgery, and colorectal cancer. A sample of what
they found is included below.

For breast cancer ...
* Patients treated within three to six months were more likely to be
alive five years after diagnosis than those who waited longer.
* The time between diagnosis and treatment can be stressful.
Women waiting for surgery often experience insomnia, mood
disturbances, depression, and tension.

For hip and knee replacement ...
* Pain and function improve significantly after surgery.
* Patients' quality of life improves somewhat after surgery.

For cataract surgery ...

* Before surgery, patients' eyesight is between approximately 20
and 25% worse compared with after surgery. Estimates of how
much this affects their quality of life vary greatly. Study resulis
range from between 2% and 25% post-surgery improvements.

For colorectal cancer surgery ...
o It is unclear how delays affect patients' short and long-term
survival changes.
* Patients who are waiting frequently experience pain, but surgery
does not seem to help for most people.
* Timely treatment seems to help reduce the distress, anxiety,
depression, and sleep disturbances that many patients experience.

Source: Western Canada Waiting List Project

An alternative is to survey doctors and
ask them how long they expect that @
patient would wait for a particular type of
care. A review by the Canadian Health
Services Research Foundation (CHSRF)Z
suggests that this approach may best
measure care providers' satisfaction with
access times. Comparisons between
approaches are difficult because of the
differences in definitions used. But for
many areas where reasonably close
comparisons are possible, wait times
reported using the first approach appear to
be shorter than those based on the second.
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When to Start (and Stop) the Clock 25
One of the reasons that it is so hard to compare data from
across the country is that there are many possible ways to
define wait times. Should a "wait" start when someone first has
pain or other symptoms? What about when she sees her family
doctor2 Or when she has tests that confirm the need for further
treatment? No one decision is correct. There are advantages
and disadvantages to each. But these differences must be
reconciled if meaningful comparisons are to be made. The
figure below shows a possible care path, with a variety of

options for calculating wait times.
@
=
" Decide fo seek care

Decide on

surgery Assessed by

family doctor

Re-assessed by specialist

Decide on
non-surgical treatment

Referred to
specialist

Assessed by
specialist

Q =When the clock might start
O = When the clock might stop

More'tests

Tracking Waits for Care in Canada
There's no such thing as a Canada-wide
waiting list for surgery. In many regions, for

many procedures, there is not even a
single shared list of all patients waiting for
care. Nevertheless, there are pockets of
information about who is waiting for what
and for how long, many of which were
included in last year's report.

For example, Ontario's Cardiac Care
Network provides information on waits for
by-pass surgery. According to their most
recent data®, patients in need of
emergency bypass surgery had median
wait times of three days in 2000. Median
waits for semi-urgent and elective cases
were longer—eight and 44 days
respectively. For all three urgency levels,
over 70% of patients had surgery during
the recommended time frame.
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Other provinces also publish information
about wait times for particular types of
care. Examples from Alberta and British
Columbia are shown below.

Waiting in Alberta: An Example 26
Alberta Health and Wellness recently began to publish quarterly
region-by-region comparisons of numbers of patients, wait lists,
and wait times for hip and knee replacement, open heart
surgery, and long-term care, as well as wait fimes in emergency
for in-patient beds. As an example, the chart below compares
how many weeks, on average, cancer patients waited for
radiation therapy in Edmonton and Calgary. Provincial target
times are also shown.

March 31 June 30 Sept. 30 Target wait
2000 2000 2000 time

Radiation Treatment
-breast/prostate
Cross Cancer Institute 11 weeks 9 weeks 4 weeks 4 weeks
(Edmonton)
Tom Baker Cancer 4 10 4.5 weeks 5 weeks 35104 weeks | 4 weeks
Centre (Calgary)
- most other tumours* | 210 3.5weeks | 2to4 weeks | 1.5t03 weeks | 2 to 4 weeks
Chemotherapy* 1 week 1 week 1 week 1 week

How Long British Columbia Patients Wait 27
In British Columbia, over 30 of the province's largest hospitals
regularly report wait times for a range of surgery to the Ministry
of Health and Ministry Responsible for Seniors. Results—by
hospital and surgeon—for times between when the surgery was
booked and when it actually took place are posted on the
Ministry web site. The latest British Columbia report includes
data on median waits—the period at which half of all patients
wait less time and half wait longer—for 17 types of non-
emergency surgery. The graph below shows median weeks
waited for the five most common types of surgery included.
Median waits are calculated over six month periods.

10

9 . . . &

Median wait (weeks)

0
Jun-96  Dec-96  Jun-97

Eye surgery

Dec:97  Jun-98  Dec-98

Gynecological surgery

Jun-99  Dec-99

Urological surgery

Jun-00

* Average times for both centres.

General surgery

Orthopedic surgery

Source: Alberta's Health and Wellness System: Some Performance Indicators,
Alberta Health and Wellness

Untangling
the Evidence

The results of wait A
time studies seem
contradictory, partly
because of variations in
the methods and data
sources used. The table
below outlines some of
the key differences
between selected
Canadian wait time and
wait list studies. In
addition, while most
studies include all
patients who received
care, coverage for
physician surveys varies.
For example, only about
one quarter of doctors
contacted by the Fraser
Institute in 1999
responded fo the survey.

DATA FROM PATIENT EXPERIENCE

-
-

| PHYSICIAN SURVEYS |

B.C

Data source/Coverage

Actual patient experience
reported by hospitals.

Source: Provincial Waiting List Trends, British Columbia Ministry of Health
and Ministry Responsible for Seniors

General finding

Waits generally stable to end
of 1998; tended to rise in next
6 -12 months with slight drop
in last 6 months.

Wait(s) measured

Surgery booking to surgery

Time period
June 1995 - June 2000

Alberta Regional Health Authorities Waits vary across regions, with | Prescription to first treatment |  Cancer: Jan. - Sept. 2000;
(joint replacement); Alberta some below and others above | for radiation and joint replacement: April -
Cancer Board provincial targets; waits for chemotherapy; surgery June 2000
cancer treatment decreased in | booking to surgery for joint
last quarter reported. replacement
Manitoba Actual patient experience from | Little overall change in waits. Specialist visit o surgery 1992/93 - 1996/97
Medicare claims
Nova Scotia Actual patient experience from | Waits generally down, except Specialist visit fo surgery 1992/93 - 1995/96

Medicare claims

for cataract surgery.

Cardiac Care Network

Actual patient experience

Regional differences, but in all

Surgery booking to surgery

August - October 2000

of Ontario reported by hospitals areas urgent/ emergent
patients have shortest waits.
New Brunswick Regional Hospital Corporation | 5.5% more cases waiting at # paitients waiting not March - 1996-99

surgical wait lists

end of March 1999 vs. 1998

wait times

Fraser Institute Survey of physician opinion on | Waits up from 1998, exceptin | GP visit to surgery 1991 - 1999
expecied waits Ontario and Manitoba.
Commonwealth Fund Survey Survey of physician opinion on | Expected hip replacement Not specified April - July 2000

of Physicians

expected waits

waits shorter in Canada than
in Australia, New Zealand, the
UK but longer than in the US.
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Information Gaps
What We Know

* The types of patients who receive inpatient acute care in hospitals, how long they
stay, and what procedures they receive.

* Numbers of emergency visits, clinic visits, and other services provided by reporting
hospitals.

* Selected local and provincial data on wait times for care.

* Information on how patient short- and long-term outcomes for particular types of
care compare across the country (see Outcomes of Care).

* How overall quality of care for most groups (measured by death rates, re-
admissions, emergency room visits, or similar indicators) changed after hospital cuts
in some provinces and communities.

What We Don't Know

* What types of services do hospital emergency departments and outpatient clinics
provide? How well is the changing mix of hospital services meeting the needs of the
community?¢

* How do wait times compare across the country? What percentage of wait times fall
within recommended guidelines for most treatments? What is the emotional and
physical impact of waiting for most treatments?

* To what extent are patients and their families across the country satisfied with the
hospital care they receive?

* How do most types of patients fare after they leave hospital?

What's Happening

* Researchers, managers, and policy-makers in several parts of the country continue to
identify new indicators and use existing indicators to track the immediate and long-
term implications of changes in hospital care.

* Canada's Premiers and the Prime Minister agreed to track and report on
readmissions and wait times, along with 12 other indicators, in each of their
jurisdictions by 2002.

* New tools to help manage waiting lists for cataract surgery, children's mental health,
general surgery, hip and knee replacement, and MRI scans have been developed
and are being tested by the Western Canada Waiting List Project. A similar project is
starting in Ontario.

CIHI is introducing enhanced guidelines for reporting wait times for patients admitted
to hospital through the emergency room in April 2001. Hospitals in Newfoundland,
Nova Scotia, Ontario, and New Brunswick are mandated to collect this information.
They can now compare their patients' wait times with those in other facilities. Some
hospitals in other parts of the country are also participating in this program or
similar initiatives at local or provincial levels.

* The Canadian Joint Replacement Registry will soon be in a position to collect wait
times in participating facilities.
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4. Providing Special Care:
A Snapshot

Some types of care—such as births and major surgery—are typically provided only
in acute care hospitals. Others are delivered through a wide range of other health
care programs and facilities. Compared to hospital care, relatively little information
is reported about these types of care, although pockets of data are available.

In last year's report, we focused on four areas where care continues beyond
hospitals-rehabilitation, long-term, home, and palliative care. We return to home
care and long-term care this year, as well as touching on mental health and tele-
health services.

Mental Health Care in Canada

Many Canadians report being in good to excellent mental health. But others
experience depression, schizophrenia, or other mental health and addiction
problems. For example, about 4% of Canadians aged 12 and over reported
symptoms suggesting that they had had at least one major depressive episode n
during the past year on the 1998/99 National Population Health Survey.
Symptoms were more common for women (6%) than for men (3%).

Many of those who report having symptoms of depression do not receive
treatment for their condition. For example, under half (43%) of those who
reported symptoms suggesting a major depressive episode in the 1994/95
National Population Health Survey said that they had talked to a health
professional about their emotional or mental health in the past year.! Research
from the Institute for Clinical Evaluative Sciences in Ontario also suggests that
many people who have problems with depression often do not seek help for this
problem, but may visit doctors for other complaints.?

Those who do receive treatment or support for mental health and addiction
problems tend to get help from family physicians, case managers, social workers,
and a wide range of other care providers. For example, a recent study showed
that about two-thirds of Ontario residents who received physician care for mental
health issues in 1997/98 visited their family doctor.?

Some people require additional interventions—including hospital care—
because of a severe or persistent mental disorder. A series of reforms of mental
health services beginning in the 1960s emphasized support and treatment for
people with serious mental health problems in the community, with reduced
reliance on long-stay provincial psychiatric hospitals.
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Psychiatric Hospitalizations in Canada 28
Many patients who are hospitalized in acute care or psychiatric
facilities have mental health or addiction problems. For some,
it's the leading reason (primary diagnosis) for their hospital stay.
Others mostly receive care for other reasons but have a
secondary diagnosis of a mental health or addiction problem.
The chart below shows the percentage of patients who were
discharged from, or died, in acute or psychiatric hospitals in
1997/98 who fell into these two categories.
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Source: Hospital Mental Health Database, CIHI

What have been the results of "de-
institutionalization"? Comprehensive
information is not available, but research
has been done in some parts of the
country. For instance, a recent study
followed long-stay patients discharged
from a large psychiatric hospital in Quebec
between 1989 and 1998. It showed that
nearly all were being appropriately cared
for in the community, usually in highly
supervised settings. The costs of supported
living arrangements within the community
were found to be less than the costs of
continued hospitalization.*

A 1997 review of best practices in
mental health reform found that the
availability of supports—such as housing,
vocational and educational services, crisis
response services, and community-based
case managemeni—tended to reduce the
need for institutional care.® The review also
suggested that homeless people with
mental disorders often require community
and professional supports, in addition to a
range of housing options. How many
people are affected? Pockets of evidence
suggest the number maybe quite high. In
1996/97, a survey of adult shelter users

38

was conducted in Toronto. Over 75% of
shelter users were found to have at least
one lifetime diagnosis of a disorder—just
over half (51%) were mood disorders.® A
more recent study in Vancouver reported
that two-thirds of people who used shelters
in 1999 suffered from some form of
mental illness.’

Living in Health

Care Institutions

In 1996/97, nearly 185,000 seniors and
35,000 younger Canadians lived in
nursing homes and other health care
institutions, according to a Statistics
Canada survey. Nearly half were recent
arrivals, having moved into the institution
in the previous two years.

Who's Living in
Health Care Institutions?

According to the 1996/97 National Population Health Survey those
living in health care institutions tend to be:

* More women than men (68% of residents)

* Older seniors (average age for women: 83, for men: 69)

* People with long-term disabilities (71% of residents)

* People with one or more chronic health problems, such as
incontinence, heart disease, and Alzheimer disease or other
dementia (95% of residents).

Health of Seniors 29
As expected, the health profiles of seniors living in health care
institutions in 1996/97 differed from those living in the
community. What kinds of differences exist? Four in 10 residents
reported being in good to excellent health, compared to almost
eight in 10 who were living in households. Residents were also
more likely to report chronic health problems.
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Source: National Population Health Survey, Statistics Canada
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A recent Statistics Canada study followed
2,300 people who were living in health
care institutions across the country in
1994/95 for 4 years.® About two-thirds
were women. Their average age was 80
years, compared to 67 for men. Most (68%
of seniors) reported at least one chronic
condition, such as incontinence, Alzheimer
disease or other dementia, and the effects
of stroke.

How have they fared? Four years later,
about half were deceased. The good news
for the others was that three out of five
said that their health in 1998/99 was as
good as, or better than, in 1994/95. And
a large proportion of residents had a
social life at least as active as four years
previously. For example, two in three
residents with close friends living outside
the institution said that they saw them as or
more often than in the previous survey.
Similarly, almost four in five of those with
close family had contact at least as often
with one family member.

The bad news is that two out of three
residents had more chronic health
problems than four years before. The most
common new conditions were osteoporosis,
heart diseases, and Alzheimer disease and
other forms of dementia. This trend is
expected given that this population tends to
be in poor health and has aged over the
course of the study.

When Health Care
Comes Home

Home care is an important part of our
health care system. At times, it substitutes
for care in hospitals or long-term care
facilities. For other clients, the goal is to
help them remain independent in their
current living environment or to provide
preventive services early with a view to
reducing long-term care needs.
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Who uses home care? About 12% of
Canadian seniors reported receiving
publicly-funded home care services in the
1998/99 National Population Health Survey.
The survey also found that home care use
tended to rise with age. Most recipients
needed help with activities of daily living,
such as preparing meals and housework.

The services covered under publicly-
funded home care programs vary across
the country (see table below). Regardless,
the first step is usually an assessment
process. A recent study—part of an on-
going evaluation of the cost effectiveness
of home care—explored the factors case
managers in five provinces in Canada
weigh when deciding whether an individual
is suited for home care or needs
institutional care.” Researchers found that
the functional ability of the person, as well
as broader factors such as access to and
funding for home care services, the
availability of an informal care provider,
the health of that provider, and access to
home support workers (including home
maintenance support) were considered.

What Services Are Covered? 30
Each province and territory offers somewhat different home care
programs. In 1999, all jurisdictions covered services such as
assessment and case management, nursing care, and home
support for eligible clients. But only some include prescription
drugs and various types of therapy in publicly-funded home
care programs. If home care clients want services beyond those
covered, they typically have to pay for them themselves, either
out-of-pocket or through insurance plans.

Service BC AB SK MB ON QC NB NS PEl NF NWT YK
Assessment & AR AN AR AR AN AN AR ArArArari
case management

Nursing care SIS
Medical equipment | v |/ |V | / |V |V |/ |V |/ |V |/ |V
and supplies

Occupational/ SIS |V v
physiotherapy

Speech therapy v v

Respiratory therapy v 4

Social work AR A AR ARarari V|V v
Home support a4 4 SIS/
Prescription drugs a4 v |/

Source: Health Canada, Provincial and Territorial Home Care Programs:
A Synthesis for Canada, with updates compiled by CIHI
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As interest in home care programs
grows, better information about the types
of services provided-and the outcomes of
the care—is important. With this in mind,
CIHI received funding from the Health
Transition Fund and Health Information
Roadmap to work with 11 health regions
and other home care experts to identify
and pilot meaningful indicators for home
care. These indicators are intended to help
health regions monitor and compare the
health of their clients, as well as the quality
and performance of home care services.

The first step—the results of which have
just come in-was to pilot indicators based
on data available to regions today.
Consistent with the results of other
research, pilot sites reported that:

* Most of the clients they serve are

seniors.

* The maijority of people receiving

services are women.

Differences in Functional Status 31
Canadians receive home care services for many reasons—one
of which is that they need help with preparing meals, bathing, or
other activities. Five regional homecare programs recently
reported the functional status of their clients on admission to the
program as part of a pilot project. Average scores—from 1
(dependent) to 4 (independent)—are shown below. Average
scores were consistently low for some activities, while they
remained high for others.

* Fewer than one-third of clients live
alone, but (particularly for women) the
proportion of those living alone tended
to rise with age.

* Many home care clients have difficulty
with tasks such as bathing, meal
preparation, and shopping.

* Clients most often stop receiving
services because their service goals are
met. In addition, a significant number
are transferred to institutional care
settings.

Watch for more results in future reports.

e-Technology Comes to
Health Care

In a country as vast as Canada,
providing access to quality care for
everyone is a challenge. New technologies,
collectively known as telehealth, are
beginning to offer innovative ways of
delivering health care services and
information over small and large distances.

A wide range of services can now be
provided through telehealth. For instance,
x-rays and other diagnostic images can be

What is Telehealth? 32
Industry Canada defines telehealth as "the use of
communications and information technology to deliver health
and health care services and information over large and small
distances." Examples of telehealth applications are shown below.

3
® Supervision
2 I Required
g2
= : Assistance
i Required
1
Dependent
0 I

Eating/Drinking
Grooming
Dressing
Bathing |
Transfers
Locomotion (Indoors)
Meal Preparation
Shopping |
Medicine Management

Source: Evaluation of Information Standards for Home Care,
Health Transition Fund Final Project Report, CIHI.
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Consultations, dermatology, radiology,
cardiology, psychiatry, ulirasound, diabetes
education, rehabilitation, efc.

Telemedicine, "medicine-at-a-
distance"

Physician and nursing education, patient and
consumer information via Internet, telephone,
(D-ROM, etc.

Tele-education, telephone friage-
information and education for health
professionals, patients, and the public

Monitoring of hemodialysis and cardiac patients,
remote controlled infusion for oncology patients,
assisted home care of the elderly, emergency
systems linking homes to hospitals

Telemonitoring, tele-homecare,
emergency networks

Linked patient health records and information
sources within a network (e.g. pharmacies,
dlinics, patient records, test results, efc.)

Electronic patient records and
information

Source: Industry Canada


http://www.ic.gc.ca

transmitted electronically for interpretation
by radiologists who live many miles from
where the image was taken. Another
example comes from paediatric
ophthalmology. Recent advances help to
avoid premature babies having to travel to
a large hospital for a test to see if they
need treatment to prevent blindness.
Special cameras transmit images of a
baby's retina to specialists in urban centres.
Babies who need treatment might still need
to travel, but those who don't will be able
to stay closer to home. Other uses of e-
technology to deliver care range from tele-
cardiology assessments using video
cameras and electronic stethoscopes to
tele-psychotherapy and cancer support
groups that use telecommunications
technologies to bring people together in
"virtual" space.

How Telehealth Is Being Used
in Canada

Across the country, a number of small
and large telehealth projects are underway.
The range of uses to which the technology
is being put is wide—and growing.

Some telehealth networks connect clinics
and hospitals across provincial, territorial,
and even international boundaries. But not

Telehealth Across the Country 33
There are active telehealth projects in all provinces and
territories. The map below shows a small sample of the initiatives
underway in each jurisdiction in 2000 or 2001.

Tarien Fende la BA
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all telehealth connections cover large
distances. Some connect a patient's in-
home monitoring equipment to local health
facilities over telephone lines. Others allow
hospitals and clinics in the same urban
area to exchange patient and other
information when appropriate.

Evaluating Telehealth
Many telehealth technologies and projects

are relatively new. But evaluations of early

initiatives are arriving and some results
suggest significant promise for telehealth
applications. Others identify a number of
technological, legal, organizational, clinical,
and other challenges.

A recent international systematic review
of studies of patient satisfaction with
telemedicine indicated that under ideal
circumstances patients accept and are
generally satisfied with the care they
received.”® This is reflected in several
Canadian studies.

For example, evaluations of the impact
of five telehealth projects in Nova Scotia
on patient care found many favorable
results. Findings (which generally covered
the period between April 1998 and March
2000) included:

* Teledermatology: The 360 patients
treated traveled an average 35 km
round-trip for a consultation, compared
with 200-1100 km round-trip distances
to their nearest urban centre for a face-
to-face consultation.

¢ Teleradiology: Over 24,500 routine and
about 200 emergency cases had been
transmitted by teleradiology as of May
1998. In a review of 87 emergency
cases, referring physicians indicated that
teleradiology changed patient
management in 68 (78%) of those cases.
For example, for two in five of these
cases, physicians were able to begin
treatment sooner and one-quarter
avoided patient transfer. In 12% of the
cases, admission to hospital was avoided.

a1
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¢ Telepsychiatry: Almost 100 adult and
pediatric telepsychiatry consultations had
taken place. Consulting and referring
physicians reported that the service
enabled earlier initiation of appropriate
treatment, prevented deterioration of
patients' conditions, and either enabled
appropriate or prevented inappropriate
hospital admissions.
Cardiovascular-Thoracic Surgery: As of
the summer of 1999, 15 telehealth
clinics and 93 consultations had been

conducted. The wait time for a post-
angiography appointment decreased
from a minimum of about six weeks to
about one or two weeks.

Similarly, an evaluation of a Labrador
Telemedicine Project'’ was generally
positive. The evaluation tested the
effectiveness of a "store and forward"
method of electronically sending health
information from a nursing station in Black
Tickle to a regional hospital in Goose Bay.
Doctors receiving the electronic file felt they
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were able to make more informed
decisions, and nurses felt more confident in
the treatment they were providing. In
addition, 32 out of the 43 patients whose
information was part of the pilot project
and who responded to a patient
satisfaction survey felt that the care they
received had improved—for example, with
faster access to a doctor. Patient
transportation costs were also lower.

But not all evaluations are as positive.
The Nova Scotia evaluations identified
inappropriate referrals and limitations in
the technology. Pediatric psychiatrists also
felt telepsychiatry was more appropriate for
follow-up visits than initial consultations.
They were concerned about missing subtle
cues (e.g. nonverbal communications and
family interactions) that might affect the
care of their patients. In another recent
study, paediatric psychiatrists in
Newfoundland tended to prefer face-to-
face assessments, although some of the
children being assessed favoured
videoconferencing.'
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Information Gaps
What We Know

* Numbers of residential care beds by type.

* Rates of hospitalizations in acute care and psychiatric facilities related to mental
health and addictions.

* Survey and basic administrative information about care provided beyond hospitals
and doctors' offices.

* Selected local and provincial/territorial information about rehabilitation, continuing
care, mental health, home care, and other services and their outcomes.

What We Don't Know

* Who is seeking and paying for public and private mental health, rehabilitation,
continuing care, and home care services? Who is providing this type of care? How is
it monitored for quality? How satisfied are patients?

* How can e-technology most effectively be used in health care? What differences in
access to and use of e-health exist across different groups?

* How do home care outcomes compare with those in institutions? How do costs to the
public sector, patients, and families differ depending on where patients receive
services? How does the impact on patients and their friends and family vary
depending on whether care is provided at home or in an institution?

* Are there people who could benefit from services outside of hospitals who aren't
receiving them? For example, are there patients in hospitals who would be as well or
better off at home, with the appropriate help, or in other types of health care facilities?

What's Happening

* Statistics Canada's Canadian Community Health Survey will soon provide regional-
level survey estimates of the use of various types of health care services.

* Mental health issues will be the focus of the 2002 cycle of the Canadian Community
Health Survey.

* Canada's Premiers and the Prime Minister agreed to track and report on home and
community care services, along with 13 other indicators, in each of their jurisdictions
by 2002.

* Consensus has been achieved on a national standard for data about rehabilitation
services, and a number of facilities have begun reporting comparable data based on
this standard.
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5. The Providers of Care

Our health care system depends on having
a steady supply of appropriately distributed,
well-trained, and experienced professionals

A Changing Mix 34
There is a wide range of regulated health professions. The
table below shows the number of licensed professionals per

100,000 Canadians and the percentage change in these and committed volunteer caregivers. About
numbers between 1989 and 1998 for health care professions one in ten employed Canadians worked in
regulated in all provinces. health care in 1999. Many more Canadians
1989 1998 Change helped to care for their friends and family
RNs* 804 750 -7.2% members or volunteered with health care
LPNs' 301 250 7% organizations.
Physicians* 187 185 -0.5%
Pharmacists* 67 76 +13% .
Deniss* 52 54 +4% An Evolving Health Care Team
Physiotherapists* 37 49 +32% Health id d administrat
Peychologiss 2 n 2% ealth care providers and administrators are
Dental hygienists 29 46 +59% the backbone of our health care system. More
Chiropradiors 12 E +33% than 30 groups are now regulated under
Optometrists 11 1 0%

legislation in at least one province or territory. n

Source: Health Personnel Database, CIHI Each fends to Speciq“ze in certain areas,

Note: All 1998 counts are preliminary estimates.

* RN numbers are based on those employed in nursing. — allthough skills and roles vary across the

* PN numbers are bosed on those licensed but not necessarlly employed in nursing.

* Based on those active in fhe profession.  country and sometimes overlap.
The ranks and roles of regulated professions continue to expand.

For example:

* British Columbia recently became the first province to regulate Chinese
Medicine practitioners. These practitioners are skilled in a variety of treatments,
including herbal remedies and acupuncture.

* Ontario, Quebec, Manitoba, and British Columbia now fund midwifery services
from the public purse. Typically, midwives provide care to pregnant women
before and after birth. They may also manage planned home births and
hospital births.

* Quebec recently changed legislation to allow nurses to act as surgeons'
assistants. This means they can now perform some surgical tasks, such as
stitching and closing wounds. Medical residents and other doctors have
traditionally been responsible for these functions.

In addition, new roles continue to emerge within existing legislation. For
example, some community hospitals are introducing a new type of specialist-the
hospitalist. These physicians take care of patients in hospital who do not have a
family doctor to care for them. As well, palliative medicine is now being
recognized as a specialty, with postgraduate training being introduced at several

Canadian medical schools.
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Nurses: Who They Are
and Where They Work

Nursing is the largest health profession.
There are three regulated nursing groups:
registered nurses (RNs), licensed practical
nurses (LPNs), and registered psychiatric
nurses (RPNs).

In 1999, over 228,000 RNs were
employed in nursing across the country.!
This is about the same as in 1998, but
about 2.5% lower than five years earlier.
When population growth is accounted for,
there were 7% fewer working RNs per
person in 1999 than in 1994. However,
preliminary estimates for 2000 suggest a
slight reversal of this downward trend.

Recent patterns vary from province to
province. There were actually more RNs in

Canada's RNs

The number of registered nurses employed in nursing per
100,000 Canadians varied between provinces and territories
in 1999, as shown below. Other factors—such as the extent of
full- and part-time employment, where nurses work, their scope
of practice, their geographic distribution, and the availability of
other health care providers—may also be important in
understanding nursing supply variations.

35

Note: Nurses working in Nunavut are registered through
the N\W.T. Registered Nurses Association. At this time,
the available data do not accurately identify in which
territory all of these nurses are employed. Due to
reporting differences, RN data for New Brunswick were
not available at the time this report was developed.

Source: Registered Nurses Database, CIHI

" Due to changes in reporting New Brunswick numbers could not be compared.
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most provinces in 1999 compared to
1994—although only Newfoundland,
Prince Edward Island, and the Yukon had
equal or higher numbers per capita.’
Primarily, overall Canadian RN totals fell
because of substantial drops in RN
numbers in Ontario (4%), Quebec (5%),
and Nova Scotia (6%).

But simply counting RNs does not tell the
whole story. Across the country, just over

Where Nurses Work 36
The total number of Canadians working in nursing is changing,
as is the nature of their work. Most RNs still work in hospitals,
but there was a slight shift out of this sector between 1994 and
1999. In contrast, employment in home care and community
health grew over this period. The graph below shows where
RNs employed in nursing worked in 1999.

Not Stated
1%

Other
16%

Community Health Agency
8% |

Home Care !, .
4% Hospital

59%

Nursing Home/Long Term Care
12%

Source: Registered Nurses Database, CIHI

half of all RNs worked full-time in 1999.
Part-time work and working for more than
one employer have both become more
common in the last five years. In 1999, just
over 45% of RNs working in nursing had
part-time employment. Some choose
regular part-time or casual work. Others
do not. A recent study of hospital RNs in
Alberta and British Columbia found that
over 40% of hospital RNs in British
Columbia and over 60% in Alberta who
were working on a casual basis were doing
so by choice.?

There are also important shifts in the
kind of work that RNs are doing. In 1999,
over 85% of RNs primarily provided direct




patient care. This is down from just over
88% in 1994. Others work in education,
research, and administration. In 1999,
more than 10% of nurses worked primarily
in these areas. There have also been
changes in RNs working in management
positions. Between 1998 and 1999,
increases in nursing managers working in
the community health sector partially offset
a 3% drop in hospital nurse managers.

Overall, most nurses are happy with their
current jobs. About 13 in 15 (87%) RNs
(including head nurses and supervisors) in
Canadian provinces reported being
satisfied or very satisfied in Statistics
Canada's Workplace and Employee Survey
(1999). But, compared with other health
care providers, a larger percent reported
being very dissatisfied with their job.

While overall job satisfaction levels were
high, RNs and other health care providers
were not as positive about specific aspects
of their jobs. For example, they were less
satisfied with their pay and benefits.
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Satisfaction with Pay and Benefits 38
About 67% of RNs (including head nurses and supervisors)
reported being satisfied or very satisfied with their pay and
benefits in 1999. Among health care providers, satisfaction
levels ranged from 65% for Technical and Related Occupations
(e.g. Laboratory Technicians) to 68% for Professional
Occupations (e.g. Physicians and Dentists).

All Other Occupations

Technical and
Related Occupations

Assisting Occupations
i— | L]
weo I

el | L]
in Health =l

0% 10% 2% 30% 40% 50% 60% 70% 80% 90% 100%
% Respondents

70 Very satisfied M Satisfied Dissatisfied I Very dissatisfied

Overall Job Satisfaction 37
Most health care providers reported being satisfied or very
satisfied with their current jobs in 1999. Overall satisfaction
levels for 4 groups of providers (RNs include head nurses and
supervisors) are shown below.

All Other Occupations

Assisting Occupations
in Health

Technical and
Related Occupations

w T

0% 10% 2% 30% 40% 50% 60% 70% 80% 90% 100%
% Respondents

Dissatisfied

Professional Occupations I
in Health

I Very satisfied M Satisfied Very dissatisfied

Source: Workplace and Employee Survey, Statistics Canada

An Aging Workforce

The average age of nurses in Canada is
rising. In 1999, only one in 10 RNs
working in nursing was under 30. The ratio
was one in eight (13%) in 1994. At the
same time, the number of RNs age 50 to
59 has grown. There are now almost
53,000 nurses in this age group, many of
whom will leave the workforce over the
next decade.

Source: Workplace and Employee Survey, Statistics Canada

The Aging of RNs 39
In recent years, the average age of RNs employed in nursing
has risen. The graph below shows how the age distribution of
working nurses changed between 1994 and 1999.
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Source: Registered Nurses Database, CIHI
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In part, the nursing workforce is aging
because fewer young people are joining
the profession. The distribution of students
graduating from college and university RN
programs is also changing.

Nurses In Training 40
The number of students enrolled in registered nurse training
programs in universities and colleges across the country has
fluctuated in recent years, but there has been an overall increase
in baccalaureate program numbers. Note: Some diploma
programs (10 in 1994, 4 in 1996, 15in 1997, 4 in 1998, and
15 in 1999) did not report enrolment numbers.

30,000

25,000
20,000
15,000

10,000

# Enrollees in College & University RN Training Programs

5,000

1994 199 9% 1997 199% 1999
University baccalaureate program
=1 Diploma program

Source: Canadian Nurses Association

Are we heading towards a nursing
shortage? If current patterns of health
status, care, utilization of services, division
of labour among health care workers,
output rates from educational programs,
nursing career patterns, and other factors
continue, many predict significant nursing
shortages.®** Similar arguments have
been made in Australia®, the United
Kingdom’, and the United States.®

Others say that a large-scale shortage is
not inevitable. They suggest that much
depends on how well we recruit and retain
nurses, how roles of nurses and other
professionals evolve, and how effective we
become at promoting health and preventing
illness. Other relevant factors may include
workplace policies, such as mandatory
retirement and labour arrangements.
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In Sickness and In Health
One of the goals of the health care
system is to prevent illness and injury. But
nurses, the largest group of health workers,
suffer from some of the highest rates of
on-the-job injuries. Recent data from the
Association of Workers Compensation
Boards of Canada show that there were
more than 36,000 lost-time injuries among
health care and social services workers in
1998-about three for every 100 workers.
Nurses and assisting occupations (such as
nurse aides and orderlies) account for
over 75% of workplace injuries in health
care. Most injuries stem from lifting and
moving patients.

On-the-Job Injuries Compared 41
Compared with other large industries, Canadian health and
social services workers had the 4th highest rate of workplace
injuries resulting in lost time in 1998. The graph below shows
the five industries with the highest annual injury incidence rates.

Construction

Manufacturing

Transportation
and Storage

Health and
Social Services

Retail Trade

0 1 2 3 4 5 6 7
Annual workplace incidence rate per 100 workers

Source: National Work Injury Statistics Program, Association of
Workers Compensation Boards of Canada.
As a result of workplace and other
injuries and illnesses, health care workers
have high absenteeism rates. According to
Statistics Canada survey results, Canadians
employed in health care were more likely
to miss work because of illness or disability
than workers in other sectors. For example,
an average of 8.5% of full-time nurses
(including RNs, nursing assistants, and
similar professions) were absent from work
for this reason each week in 1999.
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Lost Work Days 42
People employed in health care tend to miss work due to illness
or disability more often than workers in other large industries.
The chart below shows how the average number of lost work
days from this cause for full-time paid workers compared across

the country in 1999.
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Nurses were also away for longer. In
1999, nursing workers lost more than
three weeks of work on average (15.4
days) due to illness or disability, an
average similar to that in the previous year
(15.6 days). This is significantly higher than
the average for all Canadian workers (6.7
days in 1999).

Physicians

Doctors are the third largest group of
regulated health professionals, after RNs and
LPNs. There were about 56,900 non-military
physicians in clinical and non-clinical
practice in Canada in 1999, according to
CIHI data. This is more than ever before.
The number of doctors has steadily
increased over the last three decades. With
population growth, the national physician-to-
population ratio has remained relatively
stable throughout the 1990s.

Although the overall number of
physicians per Canadian is about the same
as at the beginning of the decade, the mix
has changed. There are fewer family
doctors per person, but more specialists.

Nurses More Likely to Miss Work 43
Between 1990 and 1999, RNs were more likely to have
missed work due to illness or disability than workers in
selected other shift-work occupations. The graph below shows
the average percentage of full-time paid workers who missed
work due to illness or injury each week. Data for 1996 and
earlier years includes time on maternity leave. After 1996,
maternity leave is excluded.
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The percentage of physicians who are
female (29% in 1999) is also up. And
more and more new doctors—just under
half of all medical school graduates in

How Many "Share" Doctors 44
The total number of physicians in Canada is about 2.5 times
higher than 30 years ago, but the physician-to-population ratio
has fluctuated over time. In 1999, there were 76 more doctors
per 100,000 Canadians than in 1968 (evenly split between
specialists and family doctors). The chart below shows how the
number of active civilian physicians (excluding residents) per
100,000 population changed between 1968 to 1999.
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1998-are women. These trends matter
because female doctors are more likely to
practice as primary care physicians, tend
to choose different specialties, often work
fewer hours per week, and have other
practice differences compared to their
male colleagues.

Canada's Family Doctors and Specialists 45
Number of active civilian family doctors and specialists per
100,000 population, by province/territory in 1999.
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Physicians Are Aging Too

For several years, the average age of
doctors has been creeping up. In 1999,
almost four in 10 physicians (39%) were 50
or older. This compares with only 35% in
1995. Specialists tend to be somewhat
older than family doctors. In 1999, the
average age of a family doctor was almost
46, whereas the average age for a
specialist was nearly 49. As with nurses,
there is some debate about whether a
physician shortage is imminent. Experts are

divided on the issue.' %1

Recruiting and
Retaining Doctors

Every year, many Canadians move from
province to province, and doctors are no
exception. In fact, movement of physicians
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within Canada has increased slightly over
the last few years. Just over 800 doctors
(excluding residents) moved from one
province to another in 1999. Quebec
experienced the highest net loss of
physicians (78). In contrast, Ontario had
the highest net gain (119). British
Columbia and Alberta also attracted
significant numbers of doctors from other
provinces in 1999.

Migration Within Canada 46
From year fo year, provinces and territories gain and lose
physicians because of migration within Canada. The map
below shows the average annual net numbers of physicians
(excluding residents) lost/gained for this reason between 1995
and 1999. Figures are based on the physicians' province of
residence at the beginning of each year.

Source: Southam Medical Database, CIHI

Internationally, physician migration seems
to occur in cycles. The last peak was in the
mid to late 1970s, followed by a new
(longer-lasting but lower) peak in the mid
1990s. In 1999, CIHI data show that 585
doctors moved abroad, about 3% more
than in 1998. Most were male, specialist
physicians. About half had received their
M.D. education within the last 10 years. In
the same year, 343 physicians returned
from abroad, up about 7% from the year
before. Their characteristics were similar to
those of the doctors who left the country.




Attracting and Keeping Doctors

and Nurses

Recruiting and retaining health professionals is a complex task. In
recent months, many governments have targeted millions of dollars

towards this task. A wide
variety of programs now
exist across the country,
ranging from short-term
cash incentives fo multi-
year integrated strategies.
The table below provides
examples of general policy
approaches being used fo
address physician supply
issues across the country.

What works best? It's difficult to disentangle the effects of different
strategies and to separate them from other factors affecting the health

sector and the economy in
general. The approaches
used are also evolving,
and it takes time to
develop evidence on what
works best. Researchers
recently studied current
knowledge about nursing
recruitment and retention
strategies for the Ontario
Ministry of Health and
Long-Term Care. Examples
of approaches they found
to be the most successful
include:
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In addition, many physicians immigrate
to Canado-243 doctors became landed

immigrants in 1999. Before being licensed

Into medicine

Regulatory/administrative

Practice-related funding

Education and training

Other

Grants, loans, bursaries, fairs/tours

Restrictions on practice location, legislation for
expanded nurses' role

Bonuses for practicing in underserviced areas,
salaried or alternate payment positions, travel
allowances, special on-call payments, subsidized
income

Grants, loans, bursaries, special funding for rural
training/placements, special funding for continuing
education/skills development, special recruitment
policies, nurse practitioner or similar program

Funding for new remote diagnostic technologies,
Physician Resources Co-ordinator

to practice, immigrants must usually
undergo an extensive certification process.

Compared to the year
before, significantly
fewer 1999 immigrants
came with arranged
employment as
physicians (67 in 1999
versus 125 in 1998).
Physicians may also
enter the country under
temporary work visas.
Many of these
physicians practice in
rural and remote areas.

Adapted from: Chan B., Barer M. (2000) Access to
Physicians in Underserved Communities in Canada:

Something Old, Something New. Paper prepared for the

Fifth Annual Quadrilateral Physician Workforce
Conference, Sydney, Australia, November 2000.

Managers of
the System

Managing the day-to-day operations and

Students into nursing profession

Nurses to health-care organizations

Administrative aspects

Organizational aspecis

Professional pradiice

Professional development

Flexible dlass schedules, financial support,
mentor/shadow programs, career counselling,
career fair/days

Strong affiliations with schools of nursing, career
counselling, career fair/days

Satisfying work environment, staff recognition,
accessibility and visibility of nursing leaders

Innovative compensation and benefits, flexibility
in scheduling and work status, parficipation in
committees

Promoting autonomy, enhance decision-making
ability related to patient care, appropriate
workload/staff level/skill-mix

Opportunities for advancement, continuing
education and training

Adapted from: The Ontario Ministry of Health and Long

Term Care (2000) Ensuring The Care Will Be There.
Report on Nursing Recruitment and Retention in Ontario,
Prepared by the Registered Nurses Association in Ontario
and the Registered Practical Nurses Association of

Ontario, March 2000.

planning for the future of Canadd's health

care system are the
roles of health service
executives. Their
responsibilities include
developing
organizational
objectives and
implementing policies,
programs, and systems
to meet changing
needs; recruiting staff;
coordinating the work
of departments,
programs, divisions,
and regions; and

representing their organizations in
negotiations or other situations.

Ministers of Health play a key role in

setting overall direction for Canada's

health care system. At the federal level,

nine Members of Parlioment have been

appointed Health Minister since 1980.
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Allan Rock, the current Minister of Health,
has served the longest term during this
period. He was appointed in 1997. The
extent to which changes of government
and cabinet shuffles have led to turnover of
provincial/territorial Ministers varies. Some
serve only a few months. Others have held
office for more than five years.

Change at the Top 47
Since 1990, 75 Health Ministers have served at the federal,
provincial, or territorial level across the country. The table
below shows the number of Ministers who held office in each
jurisdiction from January 1990 to February 2001 and their
median term (in months). The median is the point at which half
served longer and half served shorter terms.

Jurisdiction Ministers

# Median Term (mons)
Federal 6 24
Newfoundland 6 285
Prince Edward Island 5 29
Nova Scotia 6 235
New Brunswick 4 34
Quebec 4 385
Ontario 7 28
Manitoba 5 25
Saskatchewan 7 19
Alberta 4 415
British Columbia 7 22
Yukon Territories 5 22
Northwest Territories 8 13
Nunavut 1 Appointed April 1999

Source: Compiled by CIHI

Since no formal registration process for
health service executives exists, we do not
know exactly how many are currently
working across the country. Estimates come
from membership lists of the Canadian
College of Health Service Executives
(CCHSE). As membership in CCHSE is
voluntary and the employment status of
members is not known, the actual number
of managers in the health care system will
differ from available estimates.

Annual membership in CCHSE has
fluctuated over the last decade, from a low
of about 2,500 members in 1988 to a
high of slightly over 3,000 in 1994 and
1995. By 1997, membership numbers
(2,675) had returned to levels similar to
the late 1980s.
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In 1993, just over 4,200 CCHSE
members and graduates of health
administration programs at six Canadian
universities were surveyed about their
positions, compensation, job satisfaction,
and other issues.' Of those who received
the survey, seven in 10 completed it. Most
respondents in senior or middle
management positions (70%) were over the
age of 40. Although about as many men as
women completed the survey, they tended to
hold different types of jobs. For example,
women were more likely to hold senior
management positions in rehabilitation and
psychiatric facilities. Male senior managers
were more likely to be employed at
community and teaching hospitals.

Beyond Formal
Care Providers

For health professionals, care is their
"day job". But many other Canadians also
provide support to friends and family
members or volunteer with health
organizations. For example, a recent
survey in Alberta found that more than
one-third of respondents (36%) had

The Family's Contribution to Health Care 48
Albertans aged 25 to 64 were more likely to have provided
health support to a family member in the last six months than
their older or younger counterparts. The graph below shows the
percent of male and female respondents by age group who

reported providing support.
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Source: 2000 Survey About Health and the Health System in Alberta, Alberta Health and Wellness
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provided health care support to a family
member within the past six months."” This
included emotional support, help with
home or personal care, transportation,
childcare, financial assistance, and
palliative care. Up to age 75, women were
more likely than men to have said that they
provided this type of help. Nationally, a
recent poll found that one in four adult
Canadians in 2000 reported providing
some form of care to someone in their

5. THE PROVIDERS OF CARE

home with a long-term physical or mental
illness or who was frail or disabled.™

In addition to acting as caregivers in the
home, Canadians are volunteering with an
increasing number of health organizations.
A 1997 Statistics Canada survey found that
health organizations benefited from almost
12% of volunteer activity in Canada. And,
as in many other sectors, involvement had
increased from a decade before."”

Family Caregivers: 49
An International Perspective

In Canada in 1999, 26% of seniors who had children reported
that their children often helped them when they were ill. Rates in

other countries surveyed by the Commonwealth Fund ranged
from 30% to 37%.

40%

35%

30%"
25%"
20%-
15% -
10%
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0% : -

Australia Canada New Zealand  United Kingdom  United States

% seniors with children receiving family support

Source: The Commonwealth Fund 1999 International Health Policy Survey

Volunteering Up in Health Care 50
Data from national surveys on volunteering show a substantial
increase (71%) between 1987 and 1997 in the number of
health organization with which Canadians report volunteering.
Several other sectors also experienced increases.
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Source: National Survey of Giving, Volunteering and Participation, Statistics Canada
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Information Gaps
What We Know

* The number of physicians by age and sex, where they work, and their migration
patterns.

* The number of registered nurses by age and sex and where they work.

* The number of active professionals for most of the other types of health occupations.

* How workplace injury and absenteeism rates for health workers compare with other
sectors.

* How satisfied some health professionals are with respect to their employment,
compensation, and benefits.

What We Don't Know

* What are the age, sex, and working patterns of health care providers and managers
other than physicians and nurses? How quickly is their age distribution changing?

* How many nurses and other health care providers (other than physicians) leave
Canada each year? How many return?

* Do the number and types of services provided by fee-for-service physicians differ
from those provided by salaried or sessional physicians and what impact does this
have on the provision of care to the population?

e How will changes in the supply and distribution of health professionals affect access
to care in the future?

How are employment and practice patterns changing over time2 How many health
care workers prefer to work less than full-time2 How do differences in labour
arrangements affect the health care system's ability to respond to changing needs?
* Which strategies will prove most effective at attracting, recruiting, and retaining
health professionals in the long-term?

What's Happening

* ClIHI is planning to release a special in-depth report on the health care team in the
fall of 2001.

* A database development project to expand information about licensed practical
nurses and registered psychiatric nurses is underway.

* A new report on RN supply and distribution in Canada was published in 2000.
Other projects to improve the usefulness of data on physicians and RNs are also
underway.

* Human Resource and Development Canada has launched several labour sector and
occupational studies relevant to health care providers. These include an occupational
study of nursing in Canada as well as an Industry Profile of hospitals and other
health institutions.

* An updated survey of Canadian family doctors is underway.
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6. OUTCOMES OF CARE

6. Outcomes of Care

Traditionally, we have been good at counting what the health care system
does—how much money is spent and where, how many doctors and nurses there
are across the country, how many surgeries are done each year, and how these
numbers have changed over time. But health care is about maintaining or
improving health, in other words producing better outcomes. New data are
beginning to provide insights into how health outcomes vary from province to
province or from region to region. This chapter highlights new findings for a
number of important conditions—heart attacks, cancer, transplants, and certain
surgical procedures.

Surviving a Heart Attack

Heart disease is the leading cause of death for Canadian men and women. But
there are large variations in death rates across the country.' To some extent, this is
because of differences in how and why different people experience heart problems.
Maijor risk factors for heart disease include smoking, diabetes, high blood pressure,
obesity, and physical inactivity." Certain social and economic circumstances also
place people at higher risk for having a heart attack. For example, low income
workers have been shown to be more at risk than managers.?

So we know that there are differences in how likely people are to get heart
disease-but what about once you have it2 How do patients across the country fare?

In 1999, the Institute for Clinical Evaluative Sciences (ICES), in conjunction with
the Heart and Stroke Foundation of Ontario, studied heart attack (acute
myocardial infarction or AMI) outcomes in Ontario.? They compared death rates
both after 30 days and after one year in each of the province's District Health
Council (DHC) regions. To make the comparisons fair, they adjusted for regional
differences in age, sex, comorbid conditions (illnesses present at the same time
as the heart attack), and other factors. Even so, they found significant variations
in death rates across the province.
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About Our Study: The Fine Print

This study uses data from CIHI's Hospital Morbidity
Database. To make outcome comparisons as fair as
possible, we used these data to develop risk-adjusted
regional mortality rates. The methods we used have
been well tested in Ontario and elsewhere.* Rates and
confidence intervals for regions with a population of
100,000 or more are included in Health Indicators 2001,
an insert to this report. Detailed descriptions of our
methods and technical notes are available on the CIHI
web site (www.cihi.ca).

What to Watch For
* Qur analysis is based on where patients live, not
where they are treated. As a result, the rates reflect
mortality for AMI patients resident in a region (who
may also receive care elsewhere), rather than the
outcomes of care for hospitals in the region (who
may also treat patients from other areas).
* To make outcome comparisons as fair as possible, we
only included patients who had a new AMI, leaving
out anyone who had already been hospitalized with
a heart attack in the past year. In addition, we used
well-tested methods to adjust for differences in age,
sex, and co-morbidity (e.g. cancer, renal disease, and
conditions of shock) across regions. Nevertheless, we
could only use the data available to us. As a result,
differences across regions may reflect variations in
risk factors or in care before admission and after
discharge that we were not able to adjust for, not just
the quality of care patients received in hospital.
This study compares 30-day in-hospital mortality
rates. There is a strong, but not perfect, relationship
between deaths in hospital and out of hospital over
this period. Statistics Canada data on AMI patients in
health regions in three provinces suggest that 91-
100% of all deaths within 30 days of initial

New Results From Across Canada
For the first time, CIHI has used a similar
approach to compare outcomes across the
country. We looked at in-hospital death
rates within 30 days after being admitted
to hospital with an AMI. Rates were
calculated for most of Canada's largest
health regions (those with a population of
100,000 or more). As in the earlier ICES
work in Ontario, these rates were adjusted
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hospitalization for AMI in 1995/96 occurred in a
hospital. Across all the regions studied, about 95% of
deaths were in hospital. The estimated 5% of deaths
missed is the difference between the end points of the
two lines on the chart below. The majority of deaths
within one year after an AMI occur within the first

30 days.

Deaths In and Out of Hospital 51
Cumulative rate of death up to 30 days after initial
hospitalization with AMI, three provinces, 1995/96.
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Source: Person-Oriented Information Project, Statistics Canada

* 95% confidence intervals were calculated for all
mortality rates. These intervals tend to be larger (i.e.
the rate estimate is less precise) for regions with
fewer patients in a given year. Thus, for example,
Toronto's rate is estimated to be accurate fo within
+/- 0.93 percentage points 19 times out of 20. In
contrast, Lakeland, Alberta's (with only a fraction of
Toronto's cases) is within +/- 4.71 percentage points.

for differences in age, sex, and comorbid
conditions. Rates for regions in British
Columbia and Quebec are not available
because of differences in how hospital data
are collected.

Across all regions (large or small),
12.65% of patients died in hospital within
30 days of an initial AMI hospitalization
in 1998/99.
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Changes in AMI Mortality 52 After risk od|.ustmen1, we fou‘nd that
From 1995/96 to 1998/99, a patient's chances of dying in most large regions had mortality rates
hospital within 30 days of an initial AMI hospitalization appear that were about the same as the overall
to have groduqlly decregse.d. The graph below shows combinefjl average. But some were substantially
trends for provinces/territories that reported data throughout this hiah | h h
period (Alberta, Manitoba, Ontario, Nova Scotia, New igher or lower than the norm. For
Brunswick, Newfoundland, Prince Edward Island, and the example, three Alberta regions (Lakeland,
Territories). The rates* (shown by the circles) are estimated to be David Thompson, and Calgary) had the
accurate to within the range shown by the bars 19 times out of o

o . . lowest rates—all under 10%. On the other
20 (95% confidence interval). ]

1 hand, the province was also home to the
S . region with the second-highest death
g * $ N rates (East Central at just under 17%).
= 1 . . .
£ And the rate in the St. John's region in
=l Newfoundland was over 18%.
£ 8 Why this variation? Some of the
Z differences may be due to risk factors or
g . conditions that we were not able to adjust
2 for. For example, research in Ontario has
g ! shown that, all else being equal, low
- e o8 oy, |n.co.me patients are more likely to die

* Adjusted across all 4 years for comparability within one year of a heart attack than

Source: Hospital Morbidity Database, CIHI their better-off counterparts.” Other

Regional Variations in AMI Mortality 53
The chances of a patient dying within 30 days of initial hospitalization for AMI (adjusted for age, sex, and
comorbidity) varied from region to region in 1998/99, although, few regions' rates were statistically
significantly different from the overall average. Available data for Canadian regions with a population of
100,000 or more are shown below. The rates (shown by the circles) are estimated to be accurate to within
the range shown by the bars 19 times out of 20 (95% confidence interval). The solid line represents the
overall average of 12.65%.
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differences may relate to the access to, or to
the quality of, services in communities
across the country, not all of which are likely
well documented in patient records. Still
other reasons for variations may well exist,
even if they are not well understood today.
What we do know is that many lives could
be saved each year if all regions were able
to achieve 30-day mortality rates similar to
those in the areas with the lowest rates.

Surviving Cancer

Cancer is the number two killer of
Canadians, and the leading cause of death
before age 70. The National Cancer
Institute of Canada estimates that there will

What is a Relative Survival Rate?

Relative survival rates for cancer measure how much more likely it is
that someone diagnosed with cancer will die within a specified time
period compared to a similar person in the general population. For
example, consider two hypothetical groups of ten people. The first is
newly diagnosed with some type of cancer. The second—uwith similar
ages, sexes, and provinces of residence—is chosen at random from the
general population. Five years later, 5 of the first group and 7 of the
second are still alive. The ratio of the survival in the first group to that of
the second group is the relative survival. In the current example, those
diagnosed with this cancer were 71% (5/7) as likely to survive five years
as were those from the general population.

Diagnosed with Cancer

BB OOO OO0

survival = 50%

General Population

00000006

survival = 70%

Relative Survival = 50%/70% = 71%
(© = survived at least 5 years

# = deceased within 5 years

Longer survival fimes could mean one of two things. It could be that
cancer is being caught at an earlier stage (possibly because of expanded
screening programs). O, it could mean that patients with cancer are living
longer, perhaps due to better treatment. With improved tracking of tumor
stage in the future, it should be possible to disentangle these effeds.

Note: Numbers are for illustrative purposes only. They do not represent actual survival rates.
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be 132,100 new cases of cancer and
65,000 cancer deaths in 2000.¢

Cancer death rates have been compared
across provinces and with other countries for
many years. But these rates do not tell us
whether any changes we see-such as recent
trends of falling death rates for some
cancers—are due to differences in how many
people have cancer or in how long patients
live after diagnosis.

For the first time, Statistics Canada
recently released national "relative" survival
rates for patients diagnosed with a primary
lung, breast, prostate, or colorectal cancer
in 19927 Relative survival compares the
survival rate of cancer patients with the
survival rate of members of the general
population with similar key characteristics,
such as age, sex, and geographic place of
residence.

Five-year relative survival rates were
different for the four types of cancer. For
women, they were best for those with breast
cancer—better than 80% five-year survival
(except for the very young and very old).
Five-year relative survival for the other
cancers ranged from 15% for men
diagnosed with lung cancer to over 85% for
men with prostate cancer.

Surviving Breast Cancer: 5 Years Later 54
A woman aged 15-99 diagnosed with a primary breast cancer
in 1992 had a 5-year relative survival rate of over 80%, but
survival chances varied by age, as shown below.
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It will soon be possible to compare
relative survival rates for several types of
cancer across the country and over time.
Calculations are currently underway.

Surviving Prostate Cancer 55
Men age 15-99 diagnosed with prostate cancer in 1992 had
five year relative survival rates of 87%. The graph below shows
how relative survival chances varied by age.
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Transplant Survival:
A Success Story

All surgery carries risks. The goal is to
minimize those immediate risks, with a
view to bettering long-term health, well-
being, and life expectancy. For transplant
patients, survival prospects seem to be
improving steadily over time.

If your kidneys stop working, you usually
only have two treatment options—long-term
dialysis or a transplant. Nearly two-thirds
(63%) of the almost 1,600 single organ
transplants performed across the country in

Five Year Survival After Transplant 56
Five-year survival estimates for Canadians receiving a kidney,
liver, or heart transplant between 1992-1998 were higher than
for patients in 1985-1991. The table below shows these
estimates and their 95% confidence intervals.

Time of Transplant Kidney Liver Heart
1985-1991 85 (84-87) | 69 (65-72) 71 (67-74)
1992-1998 | 88(87-89) | 76(7479) |  78(75-80)

6. OUTCOMES OF CARE

1998 were kidney transplants. Patients who
received kidneys between 1992 and1998
had better survival chances than those
whose surgery occurred between 1985 and
1991. The same was true for patients who
received liver and heart transplants.

In the East? In the West?

From coast to coast, it didn't much matter
where you received a kidney transplant
between 1992 and 1998. Recipients in the
Atlantic Provinces, Quebec, Ontario, and the
West were about as likely to survive one,
three, or five years after their operation. In
all regions, the probability of surviving 3
years was greater than 90% for those who
received kidneys.

The same was true for heart transplants.
But there were some variations for liver
transplants. Patients in Atlantic Canada
had somewhat worse survival chances after
one, three, and five years than those in
other parts of the country.

Regional Differences Following 57
Liver Transplants

Patients who received liver transplants between 1992 and
1998 had relatively similar outcomes across the country. The
exception was Atlantic Canada where patients had somewhat
worse probabilities of surviving.* Small differences between
other regions may be explained by random variation. Estimates
are less precise for smaller regions.

100
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90
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*Statistically significantly different (p=0.05)

Source: Canadian Organ Replacement Register, CIHI

Source: Canadian Organ Replacement Register, CIHI
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How Canada Compares
Internationally

The United States has a population
about 10 times larger than Canada's. And
they do about 10 times as many
transplants. For example, the United
Network for Organ Sharing (UNOS)
Scientific Registry's annual report reported
that 5,400 Americans (between the ages of
18-65) received liver transplants between
January 1996 and December 1997. In
Canada, there were 509 transplants
during this period.

International comparisons of outcomes
are tricky because of potential systematic
differences in the age, health, and other
characteristics of organ donors and
recipients, as well as in how survival data
are collected. Bearing these cautions in
mind, it appears that Canadian and
American survival rates are generally similar
for kidney, liver, and heart transplants.

Canadian survival rates are also
relatively similar to those in Australia and
New Zealand. For example, patients who
received a kidney transplant in 1992 in
Canada, Australia, or New Zealand had at
least a 90% chance of surviving one year.
Canada's rates were highest at 96%.

Cross-Border Comparisons 58
At three and five years, survival estimates in Canada and the
United States are relatively similar for kidney and liver transplant
patients of all age groups. Data are for patients who received
transplants between January 1989 and December 1997. 95%
confidence intervals are shown in brackets below survival estimates.

Age Group

18-34

35-49

50-64

5 Year Survival
Kidney Transplant Liver Transplant
Canada us Canada us
94% 90% 80% 76.8%
(93-95) (89.6:912) (75-86) (76.6-76.9)
88% 85% 75% 71%
(87-90) (84.1-85.3) n-79) (76-78)
79% 74% 70% 69%
(77-81) (73-75) (66-73) (67-70)

Sources: Canadian Organ Replacement Register, CIHI;
1999 Annual Report, UNOS Scientific Registry Data (US)
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When Volume Counts

When patients arrive at a hospital, they
want to know that they will receive high
quality care. Research suggests many factors
affect the likelihood of good outcomes.
Patient characteristics are one such factor.
For example, age and severity of illness
often matter. Other factors relate to how we
organize and deliver health care services.

One factor-the number of cases of a
given procedure that a facility
performs—has been consistently shown to
relate to quality. While only a few types of
care have been studied in detail in
Canada,®? a large number of research
studies—primarily from the United States—
have found a striking relationship between
case volumes and quality. For many
different types of care and for many
different surgeries, researchers have found
that patients treated in hospitals with
higher numbers of cases are less likely to
have complications or to die after surgery.
This relationship occurs in most procedures
that have been studied—ranging from rare
procedures such as pediatric heart
surgery’® "
to more common procedures, such as gall

and coronary bypass surgery,'*'?

bladder removal (cholecystectomy)™ and
removal of the uterus (hysterectomy).'

Why is this so? We don't know exactly.
Some have suggested that high volume
hospitals (those that perform more surgery)
develop greater skills.” 2" According to this
theory, practice makes perfect. Another
possible explanation is that hospitals that
do a good job attract more patients over
time.?" 2 In this case, superior performance
attracts higher volumes of patients—the
"selective referral" theory.

Nevertheless, while research demonstrates
a volume outcome relationship, we have
very little information about the exact
relationship. Is there a "threshold" number
of cases—a specific volume for a particular


http://www.unos.org/frame_Default.asp
http://www.unos.org/frame_Default.asp
http://www.unos.org/frame_Default.asp

Managing System Quality

In Canada and around the world, recent reports highlight the
importance of managing system quality. For example, a recent study by
the Institute of Medicine, To Err is Human: Building a Safer Health
System, estimated that "medical errors" in hospital would likely rate as
the 8" leading cause of death in the United States.” That s, they would
account for more deaths than motor vehicle accidents, breast cancer, or
AIDS. Studies in Australia” and the UK'® have raised similar concerns.

Here in Canada, we do not yet have comprehensive estimates of the
impact of health care system error. Nevertheless, recent events
demonstrate that we are not immune. For example, an inquest inquired
into the deaths of 12 children who had open-heart surgery at Winnipeg's
Health Sciences Centre in 1994. The report”, released in November
2000, found that each of the children died under very specific
circumstances. Nevertheless, it also said that weaknesses in the
program—including policies governing staffing, leadership, teamwork,
communication, decision-making, and quality assurance—contributed
to problems in the procedures and outcomes of the program.

For example, the evidence presented to the inquest suggested that
there was poor case selection: the program undertook some cases that
were beyond the skill and experience of a new surgeon and team. The
report concluded that "the limited number of cases that can be
undertaken in a province like Manitoba with a population of just over
one million increases the risk of morbidity and mortality, particularly in
the case of high-risk surgery." It recommended pursuit of a western or
prairie-region high-risk pediatric cardiac surgery program. A provincial
program would be limited to lower and medium-risk procedures. The
inquest also found that there was a failure of quality assurance and
monitoring of the former program and recommended that "methods
must be developed to reduce the frequency of medical and human errors
within hospitals, trap such errors as they occur, and reduce their impact."
The report stressed that ". . . the recommendations are intended to
establish a structure within which highly skilled and talented people can
establish a health-care team that continually works together fo provide
a high standard of care."

procedure—that is associated with better
outcomes? Or do outcomes steadily get
better with higher case volumes? For the
most part, we don't know. But we do know
that many Canadian hospitals perform
very small numbers of procedures.

Care Volumes in Canada

For most surgical procedures, there are
large differences in the number of cases
performed by different hospitals. This is true
for relatively rare operations like open-

6. OUTCOMES OF CARE

What Research Shows 59
A large number of researchers have studied the relationship
between hospital caseload and outcomes, measured by death
rates. Dudley and colleagues recently summarized the findings
for forty conditions. For most, published studies have
consistently found a relationship between higher procedure
volumes and lower death rates. Examples are shown in the
table below. Some studies only identified a trend in this
direction, but results were statistically significant in most cases.

# with statistically
significant results
showing better
outcomes

# showing better
outcomes with
higher volumes

# published
studies

11 11 9

Condition

Coronary artery bypass
surgery (CABG)

Coronary angioplasty 6 6 6
Cardiac catheterization 4 3 3
Acute myocardial infarcion 4 4 3
Pediatric heart surgery 2 2 2
Pediatric oncology 1 1 1
Pediatric trauma 1 0 0
Pancreatic cancer surgery 8 8 8
Hip replacement 9 9 6
Knee replacement 3 3 2
Colorectal surgery 6 6 5
Cholecystectomy 4 4 2
Hysterectomy 2 2 2

Adapted from: Dudley, R.A., Johansen, K.L., Brand, R., Rennie, D.J., and Milstein A. (2000).
Selective referral to high-volume hospitals: Estimating potentially avoidable deaths.
Journal of the American Medical Association. 283 (9):1159-1166.

heart surgery as well as for more common
procedures, like gall bladder removal
(cholecystectomy). In 1998/99, there were
significant volume variations for
hysterectomies (surgery to remove a
woman's uterus). The more than 55,000
hysterectomies across the country took
place in almost 400 different hospitals.
Seventy-nine facilities reported doing 10 or
fewer procedures, while the highest volume
facility cared for 833 patients (about 1.5%
of the total cases). Similarly, the 10% lowest
volume facilities did only 1% of all
cholecystectomies in Canada, while the top
10% treated almost one-third of all cases.

We find similar patterns for a wide variety
of surgical procedures. Many hospitals
provide a very small number of procedures.
And a much smaller number of centres
perform high volumes of surgery.
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Delivering Specialized Care: The
Case of Bypass Surgery

For both rare and common procedures,
the vast majority of operations occur in
high volume hospitals. For example,
consider the 33 hospitals that did the
almost 22,500 coronary artery bypass
graft surgeries (a major procedure to
repair blockages in the blood supply of the
heart) in Canada in 1998/99. Just over
200 took place at the lowest volume
hospital. In contrast, the highest volume
facility performed over 2,000
surgeries—that's almost 10% of all
procedures across the country being done
in one facility. Together, the top three
(highest volume) hospitals accounted for
almost one-quarter of all surgeries.

This concentration of surgeries at high
volume facilities may be good news for
Canadians. And, patients have been
increasingly treated at high volume centres
in recent years. For example, the highest
volume hospitals (those with 1,000 or
more surgeries per year) did over 5,000

Centralization of Bypass Surgery 60
Between 1996/97 and 1998/99, the number of hospitals
across the country performing lower volumes of bypass surgery
(i.e. fewer than 500 cases) decreased, and there were more
facilities performing high volumes, especially in the category
doing over 1,000 surgeries.

16 T11996/97
14 1 1997/98

T 1998/99

# Hospitals

<200 200-499 500-999 >1000

Annual Number of Bypass Surgeries Being Performed

Note: Hospitals reporting fewer than 10 surgeries in a year are not shown. For 1996/97
and 1997/98, the above results may include programs that opened or closed mid-year.

more bypass surgeries in 1998/99 than in
1996/97. This is an increase of 125%.

But services are not concentrated equally
across the country. Provinces with large
populations tend to have correspondingly
large numbers of patients needing care. As
a result, it may be easier to achieve high
volumes in individual centres in these areas.

The share of bypass surgery performed in
high and low volume settings varies
considerably across provinces. In 1998/99,
most Ontario (77%) and almost half of
Quebec (44%) bypass surgeries took place
in hospitals performing 1,000 or more
operations per year. None of the bypass
procedures in other parts of the country took
place in such high volume centres. There
are also differences in how often services
take place in lower volume settings. Only
4% of Ontario’s bypass surgeries occured in
hospitals that perform fewer than 500
operations per year. In contrast, other
provinces often provide care in these lower
volume settings—16% in British Columbia,
33% in the Prairies, 47% in Quebec, and
23% in the Atlantic provinces.

Volumes of Bypass Surgery 61
Across Canada

The degree of centralization of bypass surgery varies across the
country. The graph below shows the percent of bypass
surgeries performed in the 33 hospitals doing 200-499, 500-
999, and 1000 or more operations in 1998/99.
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% surgeries performed by hospital volume groups
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*Includes one program which transferred to a new facility when its hospital closed. In this
chart, annualized volumes (based on the program's cases in both hospitals) have been used.

Source: Hospital Morbidity Database, CIHI
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US evidence suggests that small case
volumes for bypass surgery may be
associated with poorer outcomes.
Researchers there found that patients
treated at centres performing fewer than
500 bypass surgeries in a year were 39%
more likely to die before leaving hospital
than those cared for in higher volume

12,23

hospitals.

Addressing the Issue Will Involve
Trade-Offs

Concentrating surgical procedures in
centres that perform a large number of
cases—sometimes referred to as
regionalization or centralization-may lead
to significant benefits. These include
developing specialized expertise in health
care teams, optimal use of costly
equipment, and achieving better outcomes
for patients.

On the other hand, many argue that
centralizing care could have adverse effects,
especially in rural areas. For example, it
might create travel burdens, interfere with
continuity of care, and ultimately decrease
access to necessary care for patients living
far from referral centres.

6. OUTCOMES OF CARE

Clearly, deciding how much to centralize
care requires us to strike a balance across
these issues. This balance is likely to vary
from procedure to procedure and place to
place. A new indicator (patient
inflow/outflow) shows variations in the extent
to which patients travel from region to
region to seek care (see Health Indicators
2001 insert). A high score on this measure
suggests a larger degree of centralization
with many patients coming in from outside
the region for care. Specialized procedures,
such as coronary artery bypass surgery, tend
to be more centralized than more common
types of operations, such as gall bladder
removal or hysterectomies.

Better information about patient outcomes
at individual hospitals might help people
decide when centralization of care is
appropriate. Until we have that information,
understanding volume patterns across the
country is an important first step.
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Information Gaps
What We Know

* How death rates (adjusted for age, sex, and comorbidity differences) in the first 30
days after initial hospitalization with an AMI compare across large regions.

* Relative survival rates for breast, prostate, lung, and colorectal cancer.

* Long-term survival for kidney, heart, lung, and other transplant patients.

* For different types of surgery, how many surgical cases take place in low and high
volume settings.

What We Don't Know

* How healthy are patients three, six, and 12 months after most types of surgery?

* What is the relationship between how much we spend on particular interventions and
the health benefits they provide?

* For which, if any, surgeries do hospitals performing low numbers of operations place
patients at higher risk of complications and death? For these procedures, what is the
optimal or minimum number of cases a hospital should perform to provide safe and
effective care? How many deaths could potentially be prevented by ensuring that
surgery is provided at high volume centres?

What's Happening

* Canadian researchers are developing ways to compare the outcomes of hospital
care including complications, readmissions, and mortality.

* Where survey respondents have given permission, Statistics Canada is linking health
survey data with health care administrative data, with a view to better understanding
the factors influencing health and health care outcomes.

* Comparable provincial relative survival rates are being calculated for several types
of cancer.

* CIHI and the Canadian Institutes for Health Research are co-sponsoring research to
estimate the extent of health care system error in Canada.

68


http://www.cihr.ca/

6. OUTCOMES OF CARE

For More Information

' Heart and Stroke Foundation of Canada (1999). The Changing Face of Heart Disease and Stroke
in Canada 2000. Ottawa: Heart and Stroke Foundation of Canada.

2 Hemingway, H., Shipley, M., Macfarlane, P, and Marmot, M. (2000). Impact of socioeconomic
status on coronary mortality in people with symptoms, electrocardiographic abnormalities, both or
neither: The original Whitehall study 25 year follow up. Journal of Epidemiology and Community
Health, 54(7), 510-516.

® Institute for Clinical Evaluative Sciences (1999). Cardiovascular Health and Services in Ontario: An
ICES Atlas. Toronto: Institute for Clinical Evaluative Sciences.

*Tu, J.V,, Austin, P, Naylor, C.D., Iron, K., and Zhang, H. (1999). Acute myocardial infarction
outcomes in Ontario. In Naylor, C.D. and Slaughter, PM. (Eds). Cardiovascular Health and Services
in Ontario: An ICES Atlas. Toronto: Institute for Clinical Evaluative Sciences, 83-110.

5 Alter, D.A., Naylor, C.D., Austin, P. and Tu, J.V. (1999). Effects of socioeconomic status on access
to invasive cardiac procedures and on mortality after acute myocardial infraction. New England
Journal of Medicine, 341 (18), 1359-1367.

¢ National Cancer Institute of Canada: Canadian Cancer Statistics 2000, Toronto, Canada.
www.cancer.ca/stats2000/maine.htm

7 Statistics Canada (2001). How Healthy are Canadians? 2001 Annual Report, Health Reports
(Special Edition), 12 (3).

8 Hamilton, B. H. and Ho, V. (1998). Does practice make perfect? Examining the relationship
between hospital surgical volume and outcomes for hip fracture patients in Quebec. Medical Care,
36 (6), 892-903.

? Simunovic, M., To, T., Theriault, M., and Langer, B. (1999). Relation between hospital surgical
volume and outcome for pancreatic resection for neoplasm in a publicly funded health care system.
Canadian Medical Association Journal, 160 (5), 643-648.

' Hannan, E.L., Racz, M., Kavey, R.E., Quaegebeur, J.M., and Williams R. (1998). Pediatric cardiac
surgery: The effect of hospital and surgeon volume on in-hospital mortality. Pediatrics, 101, 963-
969.

" Jenkins, K.J., Newburger, J.W., Locke, J.E., Davis, R.B., Coffman, G.A., and lezzoni, L.I. (1995).
In-hospital mortality for surgical repair of congenital heart defects: Preliminary observations of
variation by hospital caseload. Pediatrics, 95, 323-330.

2 Hannan, E.L., Kilburn, H. Jr., Bernard, H., O'Donnell, J.F, Lukacik, G., and Shields, E.P (1991).
Coronary artery bypass surgery: The relationship between inhospital mortality rate and surgical
volume after controlling for clinical risk factors. Medical Care, 29,1094-1107.

% Showstack, J.A., Rosenfeld, K.E., Garnick, D.W., Luft, H.S., Schaffarzick, R.W., and Fowles, J.
(1987). Association of volume with outcome of coronary artery bypass surgery. [published
correction appears in Journal of the American Medical Association (1987) 257, 2438]. Journal of
the American Medical Association, 257, 785-789.

" Hannan, E.L., O'Donnell, J.F, Kilburn, H. Jr, Bernard, H.R., and Yozici, A. (1989). Investigation of
the relationship between volume and mortality for surgical procedures performed in New York State
hospitals. Journal of the American Medical Association, 262, 503-510.

> Hughes, R. G., Hunt, S.S., and Luft, H.S. (1987). Effects of surgeon volume and hospital volume
on quality of care in hospitals. Medical Care, 25, 489-503.

1 Kohn L.T., Corrigan J.M., and Donaldson M.S. (2000). To Err Is Human: Building a Safer Health
System. National Academy Press: Washington.

7 Wilson, R.M., Runciman, W.B., Gibberd, R.W., Harrison, B.T., Newby, L., and Hamilton, J.D. (1995).
The quality in Australian health care study. The Medical Journal of Australia, 163 (6), 458-471.

'® Vincent, C., Neale, G., and Woloshynowych, M. (2001) Adverse events in British hospitals:
Preliminary retrospective record review. British Medical Journal, 322, 517-519.

17 Province of Manitoba (2000). The Pediatric Cardiac Surgery Inquest Report.
www.pediatriccardiacinquest.mb.ca/toc/toc.html

» | affel, G.L., Barnett, A.l., Finkelstein, S., and Kaye, M.P. (1992). The relation between experience
and outcome in heart transplantation. New England Journal of Medicine, 327, 1220-1225.

2 Luft, H.S., Hunt, S.S., and Maerki, S.C. (1987). The volume-outcome relationship: Practice-
makes-perfect or selective referral patterns? Health Services Research, 22 (2),157-182.

%2 Farley, D.E. and Ozminkowski, R.J. (1992). Volume-outcome relationships and inhospital
mortality: The effect of changes in volume over time. Medical Care, 30 (1), 77-94.

% Dudley, R.A., Johansen. K.L., Brand, R., Rennie, D., and Milstein, A. (2000). Selective referral to
high-volume hospitals: Estimating potentially avoidable deaths. Journal of the American Medical
Association, 283 (9), 1159-1166.

69


http://www.statcan.ca
http://www.cancer.ca/stats2000/maine.htm
http://www.bmj.com




7. SPENDING ON HEALTH CARE

7. Spending on Health Care

From Band-Aids to births and bypass surgery—health care services account for
a substantial share of Canada's economic output each year. Total spending and
how the money is spent have changed significantly over the last decade. So has
how the bill is split among governments, private insurers, individual Canadians,
and other groups.

Health Care Spending on the Rise

CIHI estimates that the cost of health care topped $95 billion in 2000, 6.9%
more than the previous year.! That works out to over $3,000 per Canadian, up
almost $175 from 1999. Even after adjusting for inflation and population
growth, there was a 4.1% real increase in spending between 1999 and 2000.

Rising health care costs are not unusual. Canada has seen steady increases in
spending over several decades, except for the mid-1990s. Inflation and
population growth partly explain this escalation. But even after they are taken
info account, expenditure in 2000 is forecast to have been more than 70%

higher than 25 years ago. The pace of
The Growth in Health Care Spending 62 | spending growth is also speeding up. Real
Canadians saw continued growth in actual and inflation-adjusted

health care spending per person in both 1999 and 2000. expenditure per person is rising faster today
than at any time since the 1980s. Why the

S350 increases? Possible explanations include

changes in those served by the health system,
53000 different funding patterns, higher costs for
- services similar to those provided in the past,

2510 TR and changes in the way or intensity with which

S per capita
L

we provide care for particular conditions or
32,000 ¢ - - = groups of people.

L Not only is health care expenditure higher
31500 1 = than in the past, we are also spending more
than most other countries. In 1998, Canada
1,000 7 " ranked third among G-7 countries in terms of
= expenditure per person, behind the United
States and Germany. Only the United States

used a higher share of its economic output on

500 =

R R EE NI SSEES SN RRRRE S healthcare (13.6% of their gross domestic

. product in 1998). In the same year, Canada's
Inflation-Adjusted 1992 § = Acual §

rate was 9.3%. More recent estimates have it
remaining at this level in 1999 and 2000.

Note: Open symbols are forecast figures.

Source: National Health Expenditure Database, CIHI
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Does higher spending mean better
health? Not necessarily. The Unites States
spends much more, but Canadians live
longer and our newborns are less likely
to die.

Splitting the Bill:
Public and Private
Spending

Seven out of every 10 dollars spent on
health care comes from the public purse.
For several years in the mid-1980s and
through to the mid-1990s, private
spending growth outpaced that in the
public sector. But recently, the public share
has increased again. CIHI projects 4.4%
and 4.8% increases in public sector
spending for 1999 and 2000 respectively,
after adjusting for inflation and
population growth.

The Public Share

Governments, Workers' Compensation
Boards, and other social security schemes
fund public health care spending. In 2000,
this amounted to about $67.6 billion. The
public sector funds most public health
programs, hospital care, physician services,
and health care for Status Indians and
Inuit. It also shares the costs of other
services. Examples include home care,
prescription drugs, and ambulances. There
are also other services that are mostly
funded privately. For instance, most
Canadians pay for dental services and
complementary and alternative medicine
through supplementary insurance or out of
their own pockets.

The Public/Private Mix 63
The public share of health spending is expected to have grown
from just under 70% in 1997 to 71% in 2000. But this is still
below the 75% public share seen in the 1970s and 1980s. The
graph below shows changes in inflation-adjusted health
expenditure per person by the public and private sectors since
1975. The sector that grew faster (in terms of percentage
change) in each year after 1975 is marked with a triangle.
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How Canada Compares 64

In 1998, Canada was fifth among the 27 OECD countries in
total spending per person on health care. But most had a
higher share of spending from the public sector, as shown
below. Estimates are adjusted for differences in prices
(purchasing power) between countries.
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Source: OECD Health Data 2000

Provincial and territorial governments
administer the bulk of public funding for
health care, some of which is financed
through federal cash and tax points
transfers. But who pays what? Full data



have not been available for several years.
In 1996, the federal government introduced
the Canada Health and Social Transfer.
Under this program, provinces and
territories allocate funding among social
programs according to their individual
priorities. Comparable information on how
these funds are split among health, post-
secondary education, and other social
programs is not published. As a result, data
on total federal contributions to health care
are no longer available.

The Private Share

On top of what was spent by the public
sector, Canadians paid an estimated $27.5
billion for health care through insurance
(mostly through employment) or out-of-
pocket in 2000. That works out to almost
$900 per person. Indirectly, some of these
costs are borne by governments in the form
of foregone tax revenues. For example,
firms can deduct insurance premiums from

Private Coverage Trends 65
Private coverage for dental care and extended health benefits
insurance (e.g. for prescription drugs) appears to be much
higher today than in previous decades. The graph below shows
how many Canadians were covered (including most work-
sponsored plans, but excluding Blue Cross coverage) between

1970 and 1999.
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Notes: Some individuals may be counted more than once in the totals (e.g. when family
members are covered under separate benefit plans for each spouse). Open symbols are
projected figures.
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their taxable income, but employees do not
pay taxes on these benefits.

Drugs, dental care, and vision care
account for the bulk of private spending.
Most are paid by consumers themselves,
but insurance firms are increasing their
share. They accounted for over one-third of
private spending in 1998.

Spending from
Coast to Coast

From east to west, Canadians in all
provinces spend substantial amounts per
person on health care each year. Total n
costs ranged from about $2,800 in Prince
Edward Island to just over $3,400 in

Manitoba in 2000.

Health Care Spending in Canada 66
Forecast public health care expenditure per person averaged
$2,198 in Canada in 2000. Average private spending was
$896 per capita. Across the provinces, the private share varied
from less than one in five dollars in Newfoundland to almost
one in three dollars in Alberta. In the territories, the vast
maijority of health care funds come from the public purse.
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The Cost of Distance

Average health care costs per person are much higher in the
territories than in the rest of the country. A large portion of the
difference can be explained by the costs of serving a small number of
people scattered over a
large geographic area.
For instance, almost
13% of health care
dollars in the North West |
Territories go fowards
medical transportation
while the national
average is less than 2%.

Photos, Health Canada. Reproduced with permission of
the Minister of Public Works and Government Services
Canada, 2001.

Why the differences? Part of the variation
in spending comes from differences in
demographic patterns. Standardizing
expenditures untangles the effect of age
and gender differences from other factors
that affect health care costs. The results tell
us how much health spending would vary if

The Difference Age Makes 67
Health care spending changes over a person's life. In most
cases, provinces/territories spend a great deal on health care in
the first year of life. Expenditures then drop dramatically. They
start o rise in the teen years, particularly for women, because of
costs related to pregnancy and childbirth. Spending is highest for
seniors. In 1998, 12% of Canadians were 65 or older, yet more
than 43% of what provincial and territorial governments spent on
health care went to services for seniors. The graph below shows
estimated spending by provincial/territorial governments per
person for men and women by age group in 1998. As the inset
shows, this covers 64% of total health care costs in Canada.
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the distribution of men and women, young
and old, were the same in each province
as in Canada as a whole. Why do gaps
remain? Explanations may include
differences in health status (e.g. how
common diabetes is among children), in
the use of services (e.g. how many seniors
receive flu shots), and in prices (e.g. how
much hospital staff are paid).

CIHI recently published the first
standardized estimates of how much
provincial/territorial governments spend on
health care. These figures reflect what would
have been spent if the people who lived in a
province had the same demographic profile
as the country as a whole.

A Second Look at Health 68
Spending Across Canada

Health care needs usually grow as people get older. A province
with a young population would, with all else being equal, have
fewer health needs and lower health care costs than one with
older residents. In the map below, the actual spending bar shows
whether a provincial/territorial government's actual per capita
health spending was higher or lower than the national average in
1998. The standardized spending bar shows the same thing but
is adjusted for differences in age and sex patterns. In general, a
higher standardized bar means that a province/

territory's residents are younger than the Canadian average. For
example, the Alberta government's actual spending per person is
about 6% below the national norm. But this can be partly
explained by the relative youth of Albertans. After controlling for
age and sex differences, the province appears to spend slightly
more than the Canadian average.
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What lll Health
Costs Canada

The burden of ill health on the Canadian
economy is much more than what we
spend to treat disease. It includes the time
that we take off work or other regular
activities when we are sick and when we
care for sick friends and family members.
As well, potential output is lost when
someone dies young.

According to a 1997 study by Health
Canada, these "indirect" costs more than
double the country's health care bill.* The
study estimated the economic burden of
illness in Canada in 1993. It looked at
both direct costs—dollars spent on
treatment, care, and rehabilitation—-and
indirect costs—productivity losses due to
premature death and short- or long-term
disability. Indirect costs included the value
of time lost from work and housekeeping
due to illness or injury and output losses
due to premature death. However, these
costs did not take into consideration the
value of time spent by family members or
friends caring for someone who is ill
(except as it led to productivity losses) or
reflect pain and suffering or the
psychosocial consequences of illness.

Under fairly conservative assumptions
about indirect costs, researchers found that
the total cost of illness in 1993 was $156.9
billion. Over $85 billion was due to
indirect costs. Heart disease and stroke
($19.7 billion), musculoskeletal disease
($17.8 billion), injuries ($14.3 billion), and
cancer ($13.1 billion) were the leading cost
drivers. Together, they accounted for more
than half (50.2%) of all costs that could be
classified by type of illness. In all four
cases, indirect costs were much higher than
direct costs.

Researchers from Health Canada,
Statistics Canada, and CIHI are currently
producing updated estimates of the
economic burden of illness. Watch for
results later this year.

7. SPENDING ON HEALTH CARE

Where We Spend

Health Care Dollars

At an estimated $95 billion in 2000, the
Canadian health care system is a vast
enterprise. Together, hospitals, drugs, and
physician services account for more than
three in five dollars spent on health care.

Dividing the Health Care Dollar
The way that we spend health care dollars is changing. Twenty-
five years ago, a much larger share went to hospitals, and

payments to physicians were the second—not the third—largest

area of spending. The figure below shows how the distribution of

total public and private health care expenditure in Canada has
changed between 1975 and 2000 (forecast).
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Source: National Health Expenditure Database, CIHI

75




HEALTH CARE IN CANADA 2001

What Our Taxes Buy

Every day, health care managers, government policy-makers, and
others face tough decisions about how to best allocate public health care
dollars. Is it better to fund more anti-smoking advertising aimed at
teens or to pay for nicotine patches for smokers who are trying to quit?
What about starting a telephone service to provide advice on health
problems 24-hours a day, 7-days a week versus hiring more nurses to
reduce crunches in hospital emergency rooms? The figure below shows
two possible ways of spending $2,150, slightly less than the average
spent on health care per Canadian by the public sector in 2000 ($2,198).
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One 70 year-old hospitalized for
influenza, excluding physician costs

Sources/Notes: The hospital cost is an estimate for an inpatient stay in an acute care hospital for a 70 year-old patient hospitalized for
influenza with no major comorbidities. It is based on CIHI data on average Canadian resource uilization experience (excluding Quebec and
Manitoba). Associated fee-for-service physician costs are not included. Flu shot costs are based on the 2000/01 Ontario program which paid
physicians $8.25 on a fee-for-semvice basis if an influenza vaccination was the sole purpose for the patient's visit.

Hospitals: A Large but
Declining Share of the
Health Care Dollar

With almost one-third of the total,
hospitals represent the largest category of
health expenditure. In 2000, hospital
costs are expected to have risen more
than 5% from the previous year.
Nevertheless, their share of the health
care dollar slipped slightly, as it has every
year since the mid-1970s. Over this
period, the number of overnight hospital
stays has also dropped, but day surgery
has become much more common.

CIHI data show that the vast majority of
hospital funding (92%) comes from the
public purse. How are public services
funded? A team of researchers* recently
investigated funding methods across the
country. They found that governments

76

usually fund hospital services based on
some combination of:

* Who is served (e.g. the proportion of
seniors in the area) or what types of
services are provided (e.g. the number
of hip replacements performed).

* How much the hospital spent in the
past, either overall or for particular
types of costs, measured according to
standardized accounting conventions.

Criteria related to the government's
political platform and the needs of
constituents as identified by elected
members of the legislature (e.g. special
funding for priority programs).

Drugs: Continued
Rapid Growth

Retail drug sales became the second-
largest component of total health
expenditures in 1997, overtaking physician
services. Drug costs now account for over
15% of total spending. They are expected to
have climbed to $14.7 billion in 2000, up
9% from the year before. The percentage
growth in drug spending between 1985 and
1998 was more than twice as high as for
overall health expenditure.

What is driving this growth? There is no
authoritative price index for all drugs sold
in Canada and the existing price indexes
have strengths and limitations.> However,
the Consumer Price Index and Industrial
Product Price Index for drugs, as well as
the Patented Medicine Prices Review Board
Index (PMPI) and provincial drug plan price
indexes have remained virtually unchanged
since about 1993. This suggests that the
increase in drug expenditure may be
largely due to higher average utilization
per person as well as the introduction of
new drugs. Many factors may lead to
changes in utilization rates. Examples
include more extensive insurance coverage,
demographic and health status trends,
changes in prescribing practices, new drug
products, and new treatment modalities.



Understanding Drug Spending

Prescription drugs account for most retail
drug spending, but other products account
for just under one-quarter of spending.
This includes over-the-counter drugs and
personal health supplies, such as
pregnancy test kits and contact lens
solution. Since 1985, spending on
prescribed drugs has grown much faster
than for non-prescribed drugs. As a result,
prescribed drugs account for an increasing
share of the total-up from 67% in 1985 to
77% in 2000.

What Drugs Cost 70
Over the past decade, the average cost (not adjusted for
inflation) of a dispensed prescription in Canada (excluding the
Territories) has continued to increase, as shown below. The
increase has been more rapid for brand-name drugs than for
their generic counterparts.
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In 1998, Canadians paid for 24% of
retail prescription drugs out-of-pocket.
Private insurers financed another 34.6%.
Almost three-quarters (74%) of Canadians
age 12 and older reported some public or
private insurance coverage (with varying
levels of deductibles) for prescription drugs
in 1998/99. Seniors, young adults, and
low income Canadians were least likely to
be insured. In part, this likely reflects the
fact that private insurance is often a benefit
of employment, covering an employee and
his or her dependents.

The Health Transition Fund recently
funded a study on Canadians' access to

7. SPENDING ON HEALTH CARE

this type of insurance.® Researchers found
that some individuals may have problems
ensuring their coverage continues as their
circumstances change. This is particularly
true for those who rely on employer-
sponsored plans or who move

between provinces.

The study also concluded that public
coverage varies significantly from province
to province. Families with similar incomes
and medical needs may receive very
different government-funded benefits
depending on where they live. The
researchers also found that a person's
province of residence is the strongest
determinant of whether she or he has
adequate coverage against catastrophic
drug costs.

Doctors: Slower Growth
than Other Sectors

Spending on physician services grew
relatively rapidly through the mid-1980s,
then slowed during the 1990s. In 2000,
CIHI projects growth of just under 5%. This
is higher than in recent years, but still
below increases in other major types of
spending. As a result, physician services
now cost almost $13 billion, 13.5% of
total expenditure.

Provincial and territorial medical
insurance plans fund almost all physician
services. Canadian doctors billed these
plans for 241 million professional services
performed in 1997/98.7 Insurance plans
paid an average of $29.49 for
consultation and visit-type services. The
average cost for surgical procedures varies
depending on the type of procedure. For
example, fees for a vasectomy were $94
on average, compared with $1,100 for
cardiac bypass surgery.

Physicians' incomes from practicing
medicine are not the amount that they bill
medical insurance plans. They must also
pay practice expenses—such as staff and
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How Much Doctors Bill Provincial Plans 71
Average physician fees vary across the country. Gross billings
must cover staff, office, and other expenses (which may vary from
province to province), as well as the doctor's personal income.
To facilitate comparisons, we looked only at doctors who
received payments of at least $50,000 from provincial fee-for-
service insurance plans in 1997/98. Family doctors averaged
$177,191. Specialists were higher at $239,322. The chart

below shows average gross billings by province.

Province Family Doctors Specialists
Newfoundland $150,987 $215,256
PE.l $195,642 $248,509
Nova Scotia $140,427 $221,114
New Brunswick $162,498 255,065
Quebec $138,122 $§177,089
Ontario $200,076 $278,195
Manitoba $140,169 181,708
Saskatchewan $185,454 $252,570
Alberta §175,427 $237,410
British Columbia $175,589 $240,396

Source: National Physician Database, CIHI

Time's Up 72

Payments to doctors are defined in detailed lists of fees that
vary from province to province. These fee schedules change
regularly, based on negotiations between governments and
medical associations. The map below shows when the current
agreements (as of February 2001) expire.
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Source: Provincial/Territorial Medical Associations
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Fee-For-Service as a Sole

Source of Earnings

Most Canadian doctors hill the province for each
service they provide, but a growing number are paid in
other ways. Their compensation comes from salaries,
sessional arrangements, or a combination of these and
fee-for-service payments. The chart below shows the
estimated percent of active physicians who received all
of their earnings from the province on a fee-for-service
basis in 1994/95 and 1997/98. In some provinces, the
maiority of a physician's income may come from fee-
for-service plans even though they are also receiving
payments under an alternative payment plan or
funding arrangement.

Province 1994/95 1997/98
Newfoundland 12% 12%
PE.I. 92% 76%
Nova Scotia™ 75% 60%
New Brunswick 67% 60%
Quebec* 63% N/A
Ontario* 94% 94%
Manitoba 61% 41%
Saskatchewan 84% 81%
Alberta* 98% 98%
British Columbia 92% 78%

Note: N/A-not available Source: Provincial Ministries of Health

“Nova Scotia counts include 29 physicians receiving radiology/internal
medicine/pathology payments only (both years) and 43 physicians
receiving psychiatric payments only (1997/98). The percentage of
Quebec physicians receiving all earnings on a fee-for-service basis in
1997/98 is not available, however, 88% of physician payments were
through fee-for-service plans in that year. Ontario figures for both
years reflect the number of physicians who are eligible to bill on a fee-
for-service basis. 1997/98 Alberta figures are estimates.

office costs—out of their billings. Estimates of
the magnitude of these expenses vary. For
example, the Canadian Medical Association
has compiled estimates from the mid-1990s
that range from between 26% to 42% of
gross fee-for-service billings. Costs depend
on many factors, including where physicians
practice and whether they are family
doctors or specialists.
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Giving to Health

Canadians donated about $773 million
to hospitals, the Cancer Society, the Heart
and Stroke Foundation, and many other
health organizations in the year leading up
to a 1997 Statistics Canada survey.® More
than half of all Canadians (52%) opened
their wallets to support these groups. In
fact, health organizations got a larger
proportion of all charitable donations
(38%) than any other sector.

Who did these donations come from?
Canadians were more likely to have
donated if they were:

* Older (particularly compared to those

under age 25)

* Female
Married
Employed, better educated, or higher

income

Living in a rural area

Connected with a community of
worship, regardless of their particular
religious affiliation

* Giving or volunteering in other ways.

7. SPENDING ON HEALTH CARE

Who Gives to Health - and How Much 73
Many factors—including economic circumstances, social
values, and cultural conventions—affect how likely people are
to make charitable gifts and how much they give. These and
other factors are reflected in provincial variations in donor
rates. Rates are measured by the percentage of residents who
reported donating to af least one health non-profit or
charitable organization in the year before a 1997 survey was
carried out. Average and typical (median) health donations are
also reported. Half of all donations were lower than the
median; the other half were higher.

Province Donor rate Average Median
Newfoundland 70% $25 ST
PE.I. 69% $62 $20
Nova Scotia 63% $43 $20
New Brunswick 62% 936 $20
Quebec 42% S66 $15
Ontario 56% §75 830
Manitoba 53% S61 $28
Saskafchewan 61% $41 $20
Alberta 52% $54 $28
British Columbia 46% $52 $25

Source: National Survey of Giving, Volunteering, and Participating, Statistics Canada
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Information Gaps
What We Know

* How much is spent in each province and territory on various types of care, such as
hospitals, physician services, and drugs.

* How expenditures were distributed between the public and private sectors.

* How spending is changing over time.

* How spending in Canada compares to other countries.

* How much provincial/territorial governments spend, on average, on health care for
Canadians of different ages and how this affects comparisons of total spending
across jurisdictions.

* How costs for many specific types of health care services compare across the country.

What We Don't Know

* How do changes in health care expenditure affect the health of Canadians?

* What are the direct and indirect costs of different diseases today?

* How does health care spending vary from community to community across the country?

* How much do Canadians spend on complementary and alternative medicines such
as massage therapy, homeopathy, and herbal remedies?

* How much do rehabilitation, health promotion, and community-based services cost?

* How much does it cost, in total, to have a hip replacement, deliver a baby, or receive
other types of care?

* What is the federal government's share of total health care spending after the
introduction of the Canada Health and Social Transfer?

What's Happening

* Several provinces have plans to improve the consistency and timeliness of hospital
financial data. This includes the development of performance indicators to assess
hospital financial condition.

* Methods for reporting spending on community-based services (e.g. public health and
home care) are under development.

* Further refinements to inter-provincial/territorial comparisons of expenditure
are planned.

80



7. SPENDING ON HEALTH CARE

For More Information
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® Moore, R., Mao, Y., Zhang, J. and Clarke, K. (1997). Economic Burden of lllness in Canada,
1993. Ottawa: Health Canada.

* CIHI (2000). Hospital Financial Management Practices in Canada, Funding, Reporting and
Performance Monitoring. Early release version, October 2000. Ottawa: CIHI.

*> CIHI (2001). Drug Expenditures in Canada, 1985 to 2000. Ottawa: CIHI.

¢ Applied Management, Fraser Group, Tristat Resources (2000). Canadians' Access to Insurance for
Prescription Medicine. Ottawa: Health Canada.

7 CIHI (2000). National Physician Database-National Grouping System Categories Report, Canada
1996/97 and 1997/98. Ottawa: CIHI.

® Febbraro, A. and Hall, M. (1999). Charitable Giving and Non-Profit Health Organizations:
Perspectives Provided from the National Survey of Giving, Volunteering, and Participating. Ottawa:
Health Canada.

81


Http://www.hc-sc.gc.ca
Http://www.hc-sc.gc.ca
Http://www.hc-sc.gc.ca




Part C: Future Directions






8. LOOKING BACK~LOOKING AHEAD

8. Looking Back~Looking Ahead

New for 2001

Almost every page of this report features new or
updated data and analyses that were not available to us
last year. Some of the data—such as updated health
spending numbers or research on the impact of health
reform in Montreal and British Columbia—are pulled
from studies published by CIHI or other organizations
over the past year. We have also included new analyses
and fresh updates of data series. Examples are shown
below. A complete list is available at www.cihi.ca.

* How a patient's chances of dying in hospital within
thirty days of an initial admission with a heart attack
(adjusted for differences in several key risk factors)
have changed in recent years—and how they vary,
region by region, across the country.

* How often different types of surgery are performed at
high and low volume centres.

* The extent of hospital bed closures and changes in use
of day surgery programs since the mid-1980s.

* Who has 9-1-1 access across Canada.

* Changes in the supply of pharmacists, dentists,
physiotherapists, and other types of health
professionals.

* How the health and job satisfaction of nurses
compares with other workers within and outside the
health care sector.

* To what extent patients in different parts of the
country receive hospital care outside of the
region where they live—Dboth overall and for specific
types of care.

* How Canada's largest health regions (covering
more than 90% of the total population) compare on
key health and health care indicators.

* Updated information on which home care services are
covered by each province/territory.

After last year's launch of Health Care in Canada 2000:
A First Annual Report, we asked readers what they valued
about the report. Many told us that they most appreciated
the compilation of the latest data, placed in context with
recent research findings—pulling together what we know
and don't know about health care in Canada.

The 2001 report builds on this tradition. In some cases,
we return to important topics covered in 2000. Examples
include the impact of health reform, wait times, and
nurses' health and job satisfaction. For each, there are
updated data and highlights of recent research and
analysis. In addition, we explore new areas, such as
mental health services, the impact of aging on hospitals,
volunteerism in health care, and outcomes of care.

Many of our findings parallel those from last year. For
example, we continue to observe significant changes in
the health care system. Spending is on the rise—up $20
billion since 1996. Overnight hospital stays continue to
drop, but day surgery rates are up. The mix of doctors,
nurses, and other care providers is shifting. And we are
seeing other important changes in health care services,
such as new models for primary care, new applications of
telehealth, and increased use of complementary and
alternative therapies.

And yet, the more things change, the more they stay the
same. Most Canadians continue to enjoy good health.
Life expectancies are also improving, although large
differences remain within and across communities. The
vast majority of Canadians also continue to report being
satisfied with the care they personally receive. But polls
suggest that overall ratings of the health care system are
much lower than they were a decade ago (although there
is some evidence of a stabilization or improvement in
recent months).
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This year's report also includes important
new data and analysis on the outcomes of
care. It shows, for the first time, how a
person's chances of surviving a heart attack
vary—region by region—across the country.
Overall, these survival rates, like those for
several types of transplants, have increased
in recent years. Nevertheless, the data
suggest that there may still
be room to improve some
outcomes of care. For Health Conditions
example, Canadian and
international researchers
have found that survival Helth Behaviours
chances for many types of
surgery are better in

hospitals with higher care Aceptabilty

Health Status

Health System Performance

A Framework for Understanding

Health Indicators
A wide range of important information about health and health care is
currently available, but many gaps remain. The framework below was
developed following the 1999 National Consensus Conference on
Population Health Indicators. It provides a common frame for organizing
and understanding what we know and don't know. Where possible, the
framework's dimensions are aligned with those used in other on-going
initiatives. For
example, some in the
health status category

Human Function Well-Being Deaths are based on concepts
Determinants of Health from the World Health
) i | ] | Organization's
Living &.VYor ing Personal Resources | Environmenta International
Conditions Factors

(lassification of
Functioning and

Accessibility Appropriateness Competence DiSUb“"Y (IGDH'Z

Continuity

volumes. While many
Canadians receive
operations in these types of centres, others
are cared for in hospitals with fewer patients.

In these and other areas, our information
gaps are narrowing. Yet there is still much
that we don't know. The 2000 report
included many unanswered questions. So
does this current edition. For example, how
well does the health care system respond
to needs across the country? How do wait
times compare? Are Canadian rates of
health care error higher or lower than
those found in the United States and
Australiao—iwo countries that have recently
studied the issue? How are changes in
demographics, practice patterns, and other
factors affecting the supply of and need for
doctors, nurses, and other caregivers? How
are services and costs related in terms of
their impact on short- and long-term
health? Pockets of information are
available, but, overall, these and many
other questions remain unanswered.

What are the prospects for getting
answers? In some cases, very good.
Canadd's First Ministers committed in
September 2000 to report to the public on
wait times, patient satisfaction, and twelve
other indicators by the fall of 2002. Other
initiatives to fill information gaps are also
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Community and Health System Characteristics

Beta 2 Version).
Similarly, the
dimensions in the
health system
performance category are from the Canadian Council on Health Services
Accreditation. Already, data are available for many indicators selected at
the consensus conference or in subsequent consultations. Some

appear in the Health Indicators 2001 insert that accompanies this n
report. Additional indicator data are also available through www.cihi.ca.
Over time, the framework and indicators will continue to evolve based on
on-going consultations with key stakeholders across the country.

Effectiveness Efficiency Safety

Source: CIHI

underway. For example, CIHI and the
Canadian Institutes for Health Research
(CIHR) have agreed to co-sponsor research
to study the level of health system error in
Canada; CIHI is planning to release a
special report on the health care team in
the fall of 2001; and updated estimates of
the economic burden of illness are being
calculated. Results from Statistics Canada's
new Canadian Community Health Survey
will also begin to appear later this year.

In other areas, significant challenges
remain. For example, a fuller
understanding of health care performance
depends on a broader range of timely,
reliable, and comparable data and
analysis on satisfaction, access,
appropriateness, efficiency, effectiveness,
and safety (and perhaps other areas as
well). These data must go beyond
hospitals. They must begin to fill the


http://www.statcan.ca/english/concepts/health/index.htm
http://www.cihr.ca/
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http://www.cchsa.ca/index_1.html
http://www.cchsa.ca/index_1.html

important information gaps related to
pharmaceuticals, primary care, public
health, home care, nursing homes, mental
health and addictions, and other services.
Steps are underway in many of these
areas; gradual progress can be expected
over time.

In future reports, we hope to showcase
progress in these and other areas.
Consultations on research priorities are

8. LOOKING BACK~LOOKING AHEAD

already underway across the country. And
we continue to track emerging health
research and data sources. We plan to
use the results, along with feedback on
this report and advice from our Expert
Group, to move ahead. Please help us to
design future reports to better meet your
needs by completing the feedback form at
the end of this report or by e-mailing
ideas to healthreports@cihi.ca.

Building a Health Information System 74
Suppose that you are the manager of a rehabilitation program. Your program's aim is to help people
who have had a stroke, amputation, joint replacement, or other health problem to regain and
improve basic skills, such as walking, climbing stairs, and talking. What information would be
important to you? To find out, we asked rehabilitation experts from across the country. They told us
that how wait times, services, and outcomes for patients compare with those in similar programs is
important. Information about how patients fare (e.g. did their pain get better or worse) while being
treated and after discharge is also essential. The new National Rehabilitation Reporting System is
designed to provide this information and much more. Like many such efforts, the system has evolved
over a number of years, as the timeline below shows. Watch for results on wait times, services
provided, and client outcomes in next year's annual report.

Consultations with health care stakeholders identified filling information gaps about rehabilitation and other
non-acute care services as a priorify.

CIHI undertook an environmental scan of current rehabilitation programs, information needs, and data systems
across Canada.

A multidisciplinary working group—including rehabilitation professionals, government officials, researchers, and
consumers—was convened fo advise CIHI on rehabilitation information issues and priorities.
The working group agreed on a minimum set of data that should be collected by rehabilitation programs.

A pre-pilot fest of the data set with five hospital or home care rehabilitation programs was carried out in Toronto.
This pre-test (as well as subsequent stages) adhered to rigorous privacy and confidentiality principles and standards.
A full pilot with 31 hospital or home care rehabilitation programs in six provinces was completed.

1997/98

Analysis and dissemination of pilot results took place.
Consultations occurred with the working group and others on improvements to be made as a result of the pilot.

1998/99

Consensus was achieved on changes to the data set, as well as on priority indicators and appropriate groupings of
patients/clients for comparative reporting.

Education sessions began for prototype reporting system.

British Columbia Health Information Standards Council adopted standard as inpatient rehabilitation data collection
tool of choice for the province.

1999/00

Prototype reporting system was launched in April 2000.
By March 2001, over 30 inpatient rehabilitation facilities in six provinces were voluntarily participating in the
inifiative. Plans are in place fo expand participation to additional facilities and provinces over the next year.

2000/01

Official launch of National Rehabilitation Reporting System at Canadian Association of Physical Medicine and
Rehabilitation/RehabNet annual conference will take place in June 2001.

2001/02

Encouraging more rehabilitation programs fo join in comparing wait times, service utilization, and patient/client
outcomes, with a view to supporting the management of programs and quality improvement efforts.

Introducing secure electronic reporting tools to enable easier and more flexible access to facility-specific and
comparative results for qualifying participants.

Responding to other priorities for on-going improvement identified by participants.

Expanding the reporting system beyond the adult inpatient population to include pediatric clients and
non-institutional care.

Future
Plans

87
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We welcome comments and suggesfions on this report and how o make future reports more useful and informative. Please complete this
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] It was mailed to me
(L] ! obtained my copy from a colleague
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3. How satisfied are you with the following aspedis of the reporf?

0. length (1 Too short (] About right (] Too long
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¢.  Organization/format (] Excellent (] Good O Fair L Poor
d. Use of figures (] Excellent (] Good ] Fair J Poor
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Usefulness of the Report
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Spending on Health Care (] Very useful () Somewhat useful (] Not useful (] Did not read
Future Directions (] Very useful () Somewhat useful (L] Not useful (] Did not read

Health Indicators 2001 (insert) (] Very useful () Somewhat useful (] Not useful (] Did not read
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6. How have you, or are you likely to, use the information in this repori?

Other Comments
7. What did you find most useful about this report?

8. How would you improve this report? What suggestions do you have for future reports?

Reader Information
9. Where do you live?

(] Newfoundland (] Saskatchewan

(] Nova Scotia ] Alberta

(] New Brunswick (] British Columbia
(] Prince Edward Island (] Northwest Territories
(1] Quebec O Yukon

(] Ontario () Nunavut

(] Manitoba (] Outside Canada

10.  What is your main position or role?
(L) Health services manager or administrator
(] Health care provider
(] Researcher
(L Policy analyst
(] Board member
(L Elected official
(1 Educator
(1 Student
(L Other, please specify

Thank you for completing and returning this questionnaire
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