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The Issue

There is a growing shortage of healthcare providers in Canada —
particularly primary care practitioners. In 2007, it was estimated
that 15% of Canadians aged 12 and older did not have a regular
family physician (ranging from 6% in Nova Scotia to 26% in
Quebec); and in 2008, 9% did not have a regular source of care
(Canadian Institute for Health Information 2009). Even those
who do have a regular source of care may still have difficulty
gaining access to necessary care. In 2008, 13% of Canadians who
required routine or ongoing care and 21% of those requiring
immediate care experienced difficulty obtaining it (Canadian
Institute for Health Information 2009).

In 2008, 13% of Canadians who required
routine or ongoing care and 21% of those
requiring immediate care experienced
difficulty obtaining it.

Self-perceived unmet healthcare need is commonly used as
an indicator of access to healthcare. Research using data from
the Canadian Community Health Survey (CCHS 1.1) and the
National Population Health Survey (NPHS) has shown that
the proportion of people reporting unmet healthcare needs
rose from 4.2% in 1994—-1995 to three times that (12.5%) in
2000-2001 (Sanmartin et al. 2002).

In order for policy makers to address a potential worsening in
access to care, greater understanding is needed about the reasons
healthcare needs are not being met and how these reasons vary
by region and segment of the population. Reasons for unmet
need can be classified into three categories: availability of
services, accessibility to services and acceptability of available
services. Because healthcare delivery and planning occur largely
at the provincial level, it is useful to evaluate the reasons for
unmet need by province.

A recent study conducted at the Institute for Clinical
Evaluative Sciences (ICES) compared rates of self-perceived
unmet need across provinces and assessed how the reported
reasons for unmet need varied (Sibley and Glazier 2009).

Variation in determinants of unmet need, including
demographic factors, health status and socioeconomic variables,
were also examined.

The Study

This study used data from the CCHS 2.1 conducted in 2003.
The CCHS sample for this study included 111,258 respondents
aged 20 or older living in one of the 10 Canadian provinces.
It is estimated that the survey represents approximately
22.6 million people or 69.5% of the Canadian population
(Statistics Canada 2005).

Each respondent was asked, “During the past 12 months,
was there ever a time when you felt that you needed healthcare
but didn’t receive it?” To learn about reasons for unmet need,
respondents were asked, “Thinking of the most recent time,
why didn’t you get care?” The reported reasons were grouped
into three categories: availability, accessibility and acceptability
(Table 1), as previously reported by Chen and Hou (2002).

In this study, we constructed regression models to adjust
for predictor variables related to access and use of healthcare
services in the categories of contextual characteristics, need,
predisposing characteristics and enabling factors (Andersen
1995). The statistical techniques of weighting and bootstrap
re-sampling were used to account for the probability sampling

used by the CCHS.

Key Findings

In 2003, 11.7% of Canadians reported unmet healthcare needs
in the previous 12 months. This report was highest in Manitoba
(13.3%) and lowest in Prince Edward Island (7.8%).

The most common reason for unmet need was problems
with availability of services (54.9%), followed by acceptability
(42.8%) and accessibility (12.7%). There was no consistent
pattern by province or by reason (Figure 1). Residents of
Quebec, Newfoundland and Manitoba were most likely to
report unmet need due to problems of availability — the most
common complaint related to availability was long waiting times.
Residents of British Columbia and Alberta were most likely to
have unmet need due to problems of accessibility related to cost
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or transportation.
There was little

Table 1. Reasons for self-perceived unmet need

provincial difference Lack of Availability Lack of Acceptability Lack of Accessibility
in unmet need due to
problems of accept- Reason % Reason % | Reason %
ability. . Waiting time too long 356 | Feltitwould be inadequate 9.9 | Cost 11.5
A comparison of
all of the determi- Not available when required 165 | Other 85 | Transportation 16
nants of unmet need o o .
.. Not available in area 11.0 | Didn'tgetaroundto it 8.4
showed similar results
across the categories Decided not to seek care 79
of reasons, except for
provinces for which Too busy 71
there was large varia- Didn’t know where to go 37
tion. People who
lived in rural commu- Dislike doctors/afraid 1.7
nities, had 10"}’“ Personal/family responsibilities 1.3
levels of education
or were older were Language problems 06

less likely to report
having unmet health-
care needs overall or
problems of avail-
ability and accessibility. People
who had poorer health, had lower
incomes, were women or did not
have a regular medical doctor
were more likely to report having
unmet healthcare needs overall
and for each of the three reasons.
People who had low incomes or
no pharmaceuticals insurance were
more likely to report unmet need
due to problems of cost or trans-
portation.

Problems of
availability were the
most common reasons
for unmet need - these
problems have the
greatest potential for
policy intervention.

Implications

Figure 1. Unmet need by reported reason
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Adjusted for rural-urban status, chronic conditions, self-rated health, sex, age, marital status, educational attainment, ethnic origin,
having a regular medical doctor, income adequacy, pharmaceutical insurance and occupation class.

problems have the greatest potential for policy intervention.
Given that the most common single reason related to avail-
ability was “waiting time too long,” particular attention should
be focused on this issue. Little is known about waiting times

Problems of availability were the most common reasons for  for primary care; international comparisons show that Canada

unmet need and had the most variation across provinces. These  has a great deal of room to improve in access to primary care

20 Healthcare Quarterly Vol.13 No.3 2010



Lyn M. Sibley and Richard H. Glazier Many Canadians Feel Healthcare Needs Are Not Being Met

(Schoen et al. 2005; Walberg et al. 2009) and that enhanced
access is possible through better scheduling practices, without
increasing costs or healthcare personnel (Murray and Berwick
2003). There is also evidence that surgical wait times can be
reduced by centralizing wait lists and wait-list management
(Priest et al. 2007).

One strategy to address these potential barriers to access is to
increase available services through the expansion of the patient-
centred medical care home model of care. In both Canada and
the United States, there is growing attention to patient-centred
medical care homes (College of Family Physicians of Canada
2009; Rosser et al. 2010). These are multidisciplinary patient
care settings where each patient has his or her own family physi-
cian who coordinates care with other health professionals and
services. In a medical care home, patients have an electronic
medical record and can expect timely appointments with their
physician and other team members (Center for Policy Studies
in Family Medicine and Primary Care 2007; College of Family
Physicians of Canada 2009). Medical homes are being promoted
because of their potential to increase appropriate preventive care
measures and improve chronic disease management. Another
important benefit of medical homes is that they are intended
to attract physicians to specialize in family medicine. They also
expand the primary care workforce by including non-physician
care providers, such as physician assistants and nurse practi-
tioners, in primary care teams. A number of provinces have
started to adopt a strategy of patient-centred medical homes;
most prominently, the Ontario Ministry of Health and
Long-Term Care has introduced and continues to expand the
coverage of family health teams (Rosser et al. 2010).

Telemedicine programs are another innovation that may
improve the availability of healthcare services. Some areas of
Canada have successfully implemented telemedicine programs
that expand the delivery of dermatology, radiology, cardiology
and diabetes services (Cheung et al. 1998; Dunscombe and
Roberts 2001; Jin et al. 2003; Reid et al. 1998). Decentralized
service delivery can also be implemented to reduce travel time
from patients’ homes to healthcare services and to decrease
associated out-of-pocket costs (Roberts et al. 2002; Seto 2008).

The second most common category of reasons for unmet
need is acceptability. Unmet need due to problems of accepta-
bility present a quandary as they are generally related to personal
preferences or circumstances of individuals and are, for the most
part, unrelated to characteristics of healthcare services (with the
possible exception of language). Further research to understand
acceptability would help with the interpretation of this variable.

Residents of British Columbia and Alberta were most likely
to report unmet need due to problems of accessibility. The
majority of people who reported such problems cited cost as
the primary barrier. It is unclear if this refers to direct out-of-
pocket costs, costs related to travel or costs of insurance. There

is no evidence that residents of British Columbia or Alberta
pay higher out-of-pocket costs or insurance premiums (Luffman
2005). Costs may be related to how the population is distrib-
uted across the province and the fact that the majority of tertiary
services are centralized at a few locations, therefore requiring
people to take time away from work to travel long distances
to receive healthcare. Telemedicine interventions may address
some of these concerns. Further research should focus on why
residents of British Columbia and Alberta are more likely to
perceive cost-related barriers to healthcare services.

Conclusions

In this study, we compared self-perceived unmet needs and the
reasons for them across the Canadian provinces. Among the
12% of Canadians reporting unmet health service needs, the
leading reason was problems of availability of services (54.9%).
Recent innovations in how primary care is organized and
funded may address some of this unmet need; however, more
can be done to reduce waiting times. Further work is needed
to address cost barriers to healthcare, particularly among lower-
income groups and in British Columbia and Alberta.
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