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We define the meaning of quality as it pertains to health
care, and provide strategic advice so all the parts of
the system can improve. We also analyze virtually all
aspects of Ontario’s health care. This includes looking
at the overall health of Ontarians, how well different
areas of the system are working together, and most
importantly, patient experience. We then produce
comprehensive, objective reports based on data, facts
and the voice of patients, caregivers and those who
work each day in the health system. As well, we make
recommendations on how to improve care using the
best evidence. Finally, we support large scale quality
improvements by working with our partners to facilitate
ways for health care providers to learn from each other
and share innovative approaches.

Why It Matters.
We recognize that, as a system, there is much to
be proud of, but also that it often falls short of being
the best it can be. Plus, certain vulnerable segments
of the population are not receiving acceptable levels
of attention. Our intent at Health Quality Ontario is to
continuously improve the quality of health care in this

province regardless of who you are or where you live.
We are driven by the desire to make the system better,
and by the inarguable fact that better has no limit.

Health Quality Ontario’s Performance
Monitoring and Public Reporting
Since 2006, Health Quality Ontario has been creating
a better health system by reporting on its performance
Our public reporting not only gives Ontarians the
information they need to understand about their
health system, it can also lead to direct improvements. Our public reporting products include:
Measuring Up, our yearly report on the health
system’s performance, theme reports that delve
into focused topics and online reporting of health
system indicators.

The Common Quality Agenda
The Common Quality Agenda is the name for a set
of measures or indicators selected by Health Quality
Ontario in collaboration with health system partners to
focus performance reporting. Health Quality Ontario
uses the Common Quality Agenda to focus improvement efforts to track long-term progress in meeting
health system goals to make the health system more
transparent and accountable. The indicators promote
integrated, patient-centred care and form the foundation of our yearly report, Measuring Up. As we grow
our public reporting on health system performance,
the Common Quality Agenda will evolve and serve as
a cornerstone for all of our public reporting products.
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Foreword

Foreword
The internationally renowned Institute of Medicine
observed “The only way to know whether the quality of
care is improving is to measure performance.” Without
measuring performance we don’t know where we are
starting, where to focus quality improvement efforts
and how to assess change over time.
Quality in Primary Care: Setting a foundation for monitoring and reporting in Ontario begins that process
of measuring the quality of primary care in Ontario. It
provides a snapshot of three key areas: access to
primary care providers, the provision of specific primary
care services, and the sector’s coordination of their
patients’ care with other sectors of the health system.
This report is a culmination of many years of work by
the Primary Care Performance Measurement Advisory
Committee, a group of dedicated system partners,
including patients, with expertise and experience in
primary care. The Committee created a set of primary
care indicators that Health Quality Ontario has committed to monitoring and reporting over time.
Quality in Primary Care reports on nine of the indicators
identified by the Committee and also reports on how
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equitable the quality of primary care is for all Ontarians, by looking at the data from these nine indicators
in different ways. This report builds on the six primary
care measures that appear in the Common Quality
Agenda (a set of more than 40 indicators that Health
Quality Ontario uses to measure the performance of
the entire system), providing us with more information
about the quality of primary care in Ontario.

As the provincial advisor on the quality of health care
in Ontario we are motivated by one single-minded
purpose: Better health for all Ontarians. Our work in
primary care, including this foundational theme report,
is designed to contribute meaningfully to that purpose.

This report is the beginning, but only part of, our commitment to measuring performance in primary care.
Health Quality Ontario will be providing regular updates
on the set of primary care indicators included in this
report through online reporting, in order to provide ongoing monitoring and reporting on primary care.
But monitoring and reporting on system performance
constitute only one step toward improving the quality of primary care in Ontario. Health Quality Ontario
complements our reporting activity with quality
improvement efforts. Two examples are providing
individual quality reports directly to primary care
doctors, and reporting on the annual Quality Improvement Plans that articulate the quality objectives for
more than 200 team-based primary care practices.

Sincerely,

Dr. Joshua Tepper
President and CEO
Health Quality Ontario

Executive Summary

Executive Summary
Ontarians rely on primary care for their general health
and well-being. Primary care providers (who include
family doctors, general practitioners, nurse practitioners,
and other health care providers) are often Ontarians’
first point of contact with the health system. They offer
different types of care—from vaccination and promoting healthy behaviours to assessment and diagnosis,
and more—and they play a coordinating role when
patients receive care from other health care providers.
Their work is fundamental to their patients’ health, so
ensuring the best quality of care is imperative. Primary
care is the foundation of Ontario’s health system.
Monitoring and reporting on the quality of primary
care in Ontario is an important first step in making
sure our primary care system is strong and able to
support the needs of all Ontarians.
Using a set of indicators selected with our system
partners, Quality in Primary Care: Setting a foundation for monitoring and reporting in Ontario provides
a snapshot of how well primary care is performing
in three key areas: access to primary care providers, provision of specific primary care services, and
coordination with other sectors of the health system.

We look at the data in a few different ways to determine whether the quality of primary care is similar for
all Ontarians.
Quality in Primary Care shows that across three key
areas, where you live matters, as do factors such as
your income, the language you speak, and whether
you are new to Canada (and Ontario).
Most Ontarians have a primary care provider, but less
than half (44.3%) are able to see their provider within
24 hours when they are sick. Internationally, this is the
lowest rate among 10 countries of similar social and
economic status. In addition, only 28.4% of Ontarians
living in some northern regions and 34.6% in rural areas
can get an appointment within a day when they are sick.
Approximately three-quarters (77.9%) of patients in
Ontario receive a call back from their primary care
provider or someone else in the office within a day,
but if the main language spoken at home is not English
or French, this proportion drops to just over two-thirds
(67.6%).
While access to primary care can be problematic,
there have been some improvements in the primary

care services being offered. The percentage of
Ontarians who are overdue for colorectal cancer
screening has decreased over the past three years
(from 46.2% in 2010 to 41.5% in 2013), and the rate
of diabetes complications has gone down over eight
years (from 6.0 per 100 people with diabetes in 2005/06
to 4.1 per 100 people with diabetes in 2013/14).
Despite an overall improvement in these rates, however, there is still variation throughout the province: those
living in northern regions are more likely to be overdue
for colorectal cancer screening, and Ontarians with
diabetes who live in rural areas or have lower incomes
are more likely to experience diabetes complications.
The coordination of care between hospitals and
primary care is also inconsistent. Overall, less than a
third (29.1%) of Ontarians see a primary care doctor
within seven days of leaving the hospital, but in some
regions this rate is less than a quarter (22.0%).
Quality in Primary Care provides a baseline for
measuring the quality of primary care in Ontario.
These indicators represent a set that Health Quality Ontario will continue to monitor via annual online
reporting to help improve the quality of primary care
and the overall health of Ontarians.
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Introduction

What is primary care, and what role does it
play in overall health and well-being?
Primary care is the foundation of people’s health
care: it supports people throughout their lifetime, from
birth to death, providing comprehensive care that
promotes health and well-being and prevents,
detects, treats and manages illnesses. High-quality primary care is patient-focused, meaning that the
care provided considers the person, not just the illness
being treated; it connects people to other parts of the
system when needed; and it provides ongoing care
for chronic illnesses.[1-4]
Primary care also forms the foundation of Ontario’s
health system: it is usually patients’ first contact
with the system and serves as a gateway to other
health care providers such as specialist doctors,
nurses, social workers and others.[5] Many primary
care providers act as the main point of contact as
patients move through the system, helping them
navigate health care transitions and coordinate
multiple appointments and treatments. High-quality
primary care is considered key for building a strong
health system [5,6]; it is associated with improved
overall population health, a more equitable distribution
of health in populations and lower health care costs.
[2,7]

A primary care provider is often, but not always, a
family doctor or nurse practitioner. In Ontario, primary
care is delivered in over a dozen different ways. These
include a single family physician with a receptionist;
nursing stations in remote and isolated communities;
group practices of three or more family doctors; and
many types of inter-professional team models led by
family doctors or nurse practitioners, which may
include nurses, dieticians, pharmacists, social
workers and others. Different models of primary
care may serve specific groups of people, including
patients with chronic illnesses, people who are new to
Canada (and Ontario) or people with a lower income.[8,9]

What is known about the quality of primary
care in Ontario?
Are Ontarians getting the best primary care possible?
Despite the importance of primary care, historically
there has not been regular, ongoing reporting about its
quality and accessibility in Ontario. The collection, measurement and reporting of information about the quality
of primary care is a first step in ongoing improvement.
In this report, Health Quality Ontario (HQO) sets
the foundation for ongoing work we will be doing to
monitor and report on the quality of primary care in
Ontario. In particular, this report provides information

on three key areas—accessibility, specific primary
care services, and coordination with other sectors
of the health system—using data from the most
recent year available. To determine whether the
quality of primary care is equitable for all Ontarians (see sidebar: Setting the context), we report on
results province-wide, by health region (see sidebar:
Local Health Integration Networks) and for specific
groups, including immigrants and rural Ontarians.
For the most part, the indicators we report here cover
a range of primary care providers (that is doctors,
nurse practitioners, and nurses). A few indicators
report only on the activities of primary care doctors;
in those cases, we use the term primary care doctor.
In this report, we refer only to statistically significant
differences in quality. For all results, visit HQO’s public
reporting in primary care webpage at hqontario.ca.
To understand performance in primary care, we
use indicators selected in partnership with Ontario’s
primary care sector, patients and other health system
organizations.[10] These do not cover all aspects of
primary care and cannot provide a complete picture
of primary care performance, but they do provide an
important starting point in understanding the quality
of primary care in Ontario.
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Local Health
Integration Networks
Ontario has 14 Local Health

Integration Networks (LHINs),

based on geographical regions

Figure 1.1 Map of Local Health Integration Networks in Ontario
Map
Falls Title
and Fall-related Fractures in the Community-Dwelling Elderly

Southern Ontario

Northern
Ontario

13
13

11

14
13

(Figure 1.1). In this report, we use

the geographical boundaries of the

10

12

9
10

11

8

5

LHINs to compare performance

2

across regions.

3
6

7

4
7

1

Greater Toronto
Area

Ontario LHINs
1 Erie St. Clair
2 South West
3 Waterloo Wellington
4 Hamilton Niagara Haldimand Brant

8

Quality in Primary Care

|

Health Quality Ontario

5
6
7
8

Central West
Mississauga Halton
Toronto Central
Central

9 Central East
10 South East
11 Champlain
12 North Simcoe Muskoka

13 North East
14 North West

Introduction

Setting the context
To help set the demographic context
for the indicators in this report, here
are some statistics from the 2011
Canadian Census:

•

About 13 million people live in Ontario,[11] representing roughly 40% of Canada’s total population

•

Most Ontarians (86%) live in an urban area[12]

•

Two LHIN regions cover approximately 91% of Ontario’s land mass (North West LHIN region 47%
and North East LHIN region 44%) but make up only about 6% of the population (North West LHIN
region approximately 2% and North East LHIN region approximately 4%)[13-15]

•

Approximately 21% of Ontarians are established immigrants (in Canada for 10 years or longer);
about 8% are recent immigrants (in Canada for less than 10 years)[16]

•

English is the language Ontarians speak most often at home (81%);
just over 2% speak French most often and 16% speak another language[17]
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Real-World Experiences
While this is a report about numbers, behind all
the data are people who receive health care and
people who deliver it. For those perspectives,
we include stories from patients and health care
providers who experience the challenges in the
province’s health system and are often working to improve it. These stories are based in
primary care but the patients’ experiences span
the entire health system showing us how primary
care is the foundation of health care in Ontario.

Madonna: At the centre of her care
Is patient-centred care a reality in Ontario? It is for
Madonna in her relationship with her long-time family
doctor. Her family doctor treats her as a person, not
as a collection of illnesses or symptoms.
Sometimes she feels too unwell to travel from her
west Toronto apartment to his office across town. “If I
call him and say ‘I can’t get to you, but I need to see
you,’ he comes to me. And I can always get him on
the phone,” she says. “He’ll either take it, or he’ll call
me back in 10 or 20 minutes.”
This relationship is the foundation she relies on in
a health care journey that has involved 15 surgeries in the past 14 years. She also depends on her
pharmacist. “I’ve got a good team there. They work
together.” They communicate with each other, and
with Madonna, to review her many medications
(12 or more a day), to prevent harmful interactions or
other problems.

Photo by Roger Yip
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Diagnosed with diabetes in 2006, Madonna
also lives with other chronic illnesses including
fibromyalgia, chronic obstructive pulmonary disease
(otherwise known as COPD), emphysema, osteoarthritis, and sleep apnea. And she lives with fear.

In 2011, she lost sight in one eye. That loss, she
says, is “terrifying.”
She then describes another frightening experience:
going into septic shock from an infection after kneereplacement surgery—and being turned away
from an emergency department. “I’m a former
addict,” she says. “I’m clean 15 years. But still, quite
often with specialists and emergency doctors, I get
treated like I’m there to get pills. It’s a stigma.”
To deal with her multiple health challenges, Madonna
relies on her own strength—“I pretty much push
through the pain”— as well as her two daughters, her
pharmacist, and her regular visits with the long-time
family doctor.
But Madonna’s connection with her family doctor
hasn’t always been this close, it has changed over
time—a story of why communication matters, and
how it can improve. She believes her health was
compromised, years ago, because the family
doctor “didn’t explain the dangers of diabetes to me.
He didn’t give me information” about dietary changes
she should have made. She has since talked to him
about her concerns, and “now we have discussions
about everything. I’d go to British Columbia to see
him if I had to”.

Introduction

However, when Rana developed anxiety and depression, which is not unusual for cancer patients, she
found she had to advocate for herself and work hard
to get the care she needed in what she says is a “hitand-miss” primary care system.

While Rana’s own resourcefulness and tenacity have
helped her successfully navigate the health system,
she has seen others in her South Asian immigrant
community cope poorly with health issues due to
language and cultural barriers to care.

“I had heard horror stories,” says Rana, who is
originally from India and currently lives in Toronto.
A year later, when Rana turned 50, the doctor again
urged her to get a mammogram. She recalls the doctor
saying to her: “No, no, you must go and just have a
baseline checkup and then you can forget about it.”

After talking with her family doctor about her anxiety
and depression, she was offered medication, but
Rana did not like this approach. She suggested to
her family doctor that counselling might help her deal
with the anxiety and depression and asked the doctor
to connect her to a program that provided it. Once
suggested, the family doctor connected her to a
program, but she had to ask for it.

“You have to be A, well-informed, and B, slightly
proactive, and both these things are a little difficult
generally,” she says, noting immigrants often find it
intimidating to deal with an unfamiliar medical system
or “don’t want to trouble their doctor” with what they
think are minor problems.

So Rana went, but the results indicated she couldn’t
forget about it.

“I’m thinking that if I did not get that counselling, I
would be in a really bad state.”

“The result came back that I needed a biopsy and 10
days later I found out I had malignant breast cancer.”

Having to help find these connections is something
Rana has done often during her recovery phase, back
in the primary care sector. She has had to find various
breast cancer support programs and groups on her
own, or hear about them almost by chance from others.

Rana: Taking her health into her own hands
Rana found a family doctor only a few months after
arriving in Richmond Hill from Dubai in 2008. When her
new doctor urged her to get a mammogram to screen
for breast cancer, she didn’t go because she thought
having her breasts x-rayed would be unpleasant.

After her family doctor connected her to the appropriate specialists, everything happened very quickly
and efficiently -- biopsy, surgery and radiation.

Rana, who remains cancer-free, is looking for an
opportunity to help break down the barriers. She wants
to speak to South Asian community groups, to share
what she has learned dealing with her own health issues
and help keep people from falling through the cracks.
“There is so much help and support out there, but we
don’t know anything about it.”
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Brian: Creating a circle of care
Brian’s resolve to keep his left foot came almost too
late, but he met Sandra at a family health team clinic
just in time to help him save it.
Brian (not his real name) first encountered Sandra in
September 2013 at the Strathroy family health team
clinic where she was a triage nurse. When he came
into her care that day with a grossly infected left foot,
it was the culmination of a problem that had spiralled
out of control over two-and-a-half years.
“Brian has diabetes and a long-standing history of
anxiety, depression and other mental health challenges,” says Sandra, noting he had been leading a
fairly solitary life. “I think he just needed somebody to
help him initially navigate the whole system.”

Brian originally came to the family health team clinic
with foot swelling in February 2011. After tests and
x-rays ruled out a blood clot but indicated bone
malformation, a family doctor at the clinic referred
him to an orthopedic surgeon, but it’s not clear
whether Brian went to the appointment.
The problem received no further medical attention
until Brian returned to the family health team clinic
in January 2013 with foot pain and a misshapen
foot. Over the next few months, he was seen by
various clinic doctors, referred to specialists and
received home care for pressure sores that developed on his foot.
But he ignored repeated recommendations from
doctors to buy supportive shoes, even after being
diagnosed in March 2013 with Charcot Foot, a
deterioration of the foot structure in people who have
significant nerve damage, including people living
with diabetes. It can lead to severe deformity and is
often accompanied by pressure sores.
“I didn’t think I needed the shoes,” says Brian, who’s
66 years old and has never been one to fuss over
his health.

Photo by Roger Yip
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By August 2013 the foot had become infected and
the wound specialist he was seeing urged Brian to
get a custom-made orthotic walking boot designed
to minimize the damage caused by Charcot Foot.

A month later, when Brian arrived back at the family
health team clinic and was seen by triage nurse
Sandra for the first time, he still didn’t have any
special footwear. The infection had become so
severe that Sandra, together with a family doctor at
the clinic, expedited his admission to hospital. He
remained there for 10 days, and doctors at the
hospital initially recommended amputating his foot.
But Brian told the doctors he wanted to discuss it with
Sandra, who was maintaining contact with him while
he was in hospital. He told Sandra he didn’t want his
foot amputated.
When Brian started responding to antibiotics, and
Sandra told the hospital doctors he was adamant
about keeping his foot, they agreed to a discharge
plan she helped put together. When he got out of
hospital, she then helped to navigate the care he needed, made sure he got the orthotic boot, and hooked
him up with community mental health services.
Brian’s foot started to heal and in February 2014 the
wound finally closed. Sandra credits Brian’s determination and the “circle of care” that developed around
him, which included the family health clinic team
helping to coordinate his care, as well as outside
medical specialists and community health services.

Access to
Primary Care
in Ontario

Photo by Roger Yip
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Access to Primary Care in Ontario

Using survey data from adults
aged 16 years and older, the specific indicators we report on in this
chapter are:
•

Percentage of adults who have a
primary care provider

•

Percentage of adults who can always
or often reach their primary care
provider or someone else in the office
when they call, or receive a call back
the same day

•

Percentage of adults who were able to
see their primary care provider on the
same day or the next day when they
were sick

For detailed information on indicators
and data sources, please see the online
Technical Appendix.

Access to primary care is very important for people’s
health. Access can mean having a regular primary
care provider, being able to get primary care when it
is needed and getting the right kind of primary care.
[18,19] Receiving timely care from their primary care
provider (whether this is their regular doctor, nurse, or
a member of their health team) rather than going to a
walk-in clinic, emergency department, or elsewhere,
can keep people from getting sicker and can give
them a better health care experience. A high-quality
primary care system can also reduce the need for
more expensive emergency department or hospital
visits.[2,20]
There are many ways to measure access. Here, we
report on three indicators: whether people in Ontario
have a primary care provider they see regularly;
whether they receive a same-day response when
they call their primary care provider’s office; and
whether they can get appointments with their regular
primary care provider when they need care.

Overall in Ontario
Data from 2014 show that the vast majority (94.0%)
of people aged 16 and older have a primary care
provider (Figure 2.1).
More than three-quarters (77.9%) report that if they
call the office during the business week with a
medical question or concern, they always or often
receive a same-day response from either the primary
care provider or someone else in the office.[21]
Less than half (44.3%) of Ontarians say they are able
to see their provider on the same day or the next
day when they are sick.[21] This is on par with other
provinces in Canada, but when we look at countries
with similar social and economic status, Ontarians
and Canadians as a whole have among the poorest
rates of timely access.[22]

Figure 2.1 Percentage of adults who have a primary
care provider, in Ontario, 2014

94.0

%

of Ontarians aged 16 and
older reported having a
primary care provider

Data source:
20142014
HCES,HCES,
provided provided
by MOHLTC.by MOHLTC.
Data
source:
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Access to Primary Care in Ontario

Across regions in Ontario
Access to primary care varies across the province.
Compared with the provincial rate (94.0%), a smaller
percentage of people living in the North West and
North East LHIN regions report having a primary
care provider they see regularly (87.3% and 88.3%,
respectively).[21] In the South East LHIN region, the
percentage who report having a regular primary care
provider (97.3%) is higher than the provincial rate.[21]
The rates for same-day response to a phone call
are similar across the province, except in two LHIN
regions, where the rates are higher (better) than the
provincial average of 77.9%: the South East LHIN
region (85.3%) and the Hamilton Niagara Haldimand
Brant LHIN region (84.3%).[21]
Compared with the provincial rate (44.3%), only
28.4% of people in the North West LHIN region
report being able to see a provider the same day or
next when they are sick, while 57.0% of people in
the Central West LHIN region report being able to do
so (Figure 2.2). From another perspective, a lower
percentage of people in rural areas (34.6%) report
being able to see a provider on the same day or next
when they are sick compared with those in urban
areas (46.0%).[21]

Figure 2.2 Percentage of adults who were able to see their primary care provider on the same day or the next day
when
they were sick, in Ontario, by LHIN region, 2014
Map Title
Falls and Fall-related Fractures in the Community-Dwelling Elderly

Southern Ontario

Northern
Ontario

13
13

11

14
13

10

12

10

11

8

5
2

Ontario Average 44.3%

3
6

7

4

*Significantly lower than Ontario average

Same as Ontario average

1
*Significantly higher than Ontario average

Ontario LHINs
1 Erie St. Clair 42.5%
2 South West 41.3%
3 Waterloo Wellington 42.6%
4 Hamilton Niagara Haldimand Brant 48.7%

9

7

Greater Toronto
Area

5
6
7
8

Central West 57.0%
Mississauga Halton 47.6%
Toronto Central 49.3%
Central 48.1%

9 Central East 39.0%
13 North East 31.9%
10 South East 39.5%
14 North West 28.4%
11 Champlain 44.0%
12 North Simcoe Muskoka 29.4%

Data source: 2014 HCES, provided by MOHLTC.
*Denotes a statistically significant difference.
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Access to Primary Care in Ontario

Across groups of people in Ontario
In 2014, 85.5% of recent immigrants (those in Canada
for less than 10 years) have a primary care provider
they see regularly, compared with 95.3% of established immigrants (those in Canada for 10 years or
more) and 94.4% of Ontarians born in Canada.[21]
Established immigrants who have a primary care
provider may be less likely than Canadian-born
patients to get a same-day response when they call
the office (74.0% versus 79.6%).[21]
The rates of same-day response to a patient phone
call are significantly lower (67.6%) for those who
primarily speak a language at home other than
English or French than for those who primarily speak
English (79.2%). For Ontarians who primarily speak
French, the rates of same-day response are 80.2%.
(Figure 2.3).
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In summary
Figure 2.3 Percentage of adults who can always or
often reach their primary care provider or someone
else in the office when they call, or receive a call
Percentage of survey respondents who report that
back the same day, in Ontario, by language spoken
their
primary care provider’s office speaks to them
most often
2014
when
they at
callhome,
or gets
back to them the same day,

by language spoken most often at home

79.2%

80.2%

67.6%*

English

French

Other

Data source: 2014 HCES, provided by MOHLTC.
*Denotes
a statistically
significant
difference
compared to English.
Data source:
2014 HCES,
provided
by MOHLTC.

*Denotes a statistically significant difference compared to English.

In Ontario, the vast majority of people have a primary
care provider, but this does not necessarily mean
they have timely access to primary care. Many may
be unable to see their provider on the same day or
the next when they are sick, or to speak with someone on the phone on the same day they call their
provider’s office.
Also, not everyone has the same degree of access.
Access depends, in part, on where people live, and
on other factors such as immigration status or the
language spoken most often at home. Given that
access to primary care is of benefit to both the
individual and the health system, it remains an area
of focus for health care improvement.

Illness Prevention,
Detection and
Patient-Centred
Approach in
Ontario’s Primary
Care Services

Photo by Roger Yip
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Patient-Centred Approach in Primary Care Services

Using survey data from adults
aged 16 years and older, as well
as administrative data, the
specific indicators we report on
in this chapter are:
•

Percentage of adults who report that
their primary care provider always or
often involves them in decisions about
their care and treatment

•

Percentage of adults who, in the
last year, reviewed their prescription
medications with their primary care
provider

•

•

Percentage of people aged 50 to 74
overdue for colorectal cancer screening
Rate of serious complications in the last
year among people with diabetes

For detailed information on indicators and
data sources, please see the online
Technical Appendix.
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High-quality primary care should focus on each
patient’s specific needs. That is, it should be
patient-centred. Patient-centred care depends on
communication and respect for patients’ values and
preferences. It invites people to be involved as partners
in their care and treatment decisions—a key step in
engaging patients in their care overall.[10,23-25]
Engaged and involved patients may have better
recall of medical information, as well as more knowledge and confidence to manage a condition or
adhere to a treatment plan.[25,26] They may be more
satisfied with their care [27] and more active in illness
prevention, screening and health promotion activities.
Promoting good health by preventing illnesses
and detecting them early are important aspects of
primary care.[28]
In this chapter, we report on one measure of a
patient-centred approach to care: people’s involvement in decisions about their care and treatment.
We also look at indicators for three preventative
primary care services: regular prescription reviews
(especially important for patients on multiple medications), colorectal cancer screening and diabetes care.

All three of the preventative services we look at have
the potential to improve health outcomes by ensuring
that patients receive the most appropriate prescription medications for their conditions and preventing
adverse drug reactions; promoting early detection
and treatment (for colorectal cancer); or preventing
serious complications (diabetes care). These three
represent just a small number of the core services
that primary care providers offer, but they are also
performed for conditions that affect the health of a
large number of Ontarians.[29-33]

Overall in Ontario
Data from 2014 show that more than four out of five
(86.2%) Ontarians aged 16 and older who have a
primary care provider say the provider always or
often involves them (to the degree they wish) in
decisions about their care and treatment.[21]
Among Ontarians aged 16 and older who are taking
at least one prescription medication, just over twothirds (69.2%) say they have had a review of their
medications with their primary care provider in the
past year (Figure 3.1). Note, however, that other medication discussions and reviews may be occurring,

Patient-Centred Approach in Primary Care Services

because this indicator does not capture discussions
people may have had with their pharmacists, or that
family members may have had with the primary care
provider on their behalf.
As part of preventative care, primary care providers
can play a central role by speaking to their patients
about colorectal cancer screening, especially
patients aged 50 to 74 or those who have colorec-

Figure 3.1 Percentage of adults who, in the last year,
reviewed their prescription medications with their
primary care provider, in Ontario, 2014

tal cancer in their family.[34] However, not all eligible
patients get screened. In 2013, 41.5% of Ontarians
aged 50 to 74 were overdue for colorectal cancer
screening. Although this rate remains high, it is a
significant improvement from three years before
(2010), when 46.2% were overdue.[35]
Another notable improvement is the rate of serious
diabetes complications (such as hospitalization for

coronary heart disease, kidney failure requiring
dialysis, or amputations): it has dropped from 6.0 per
100 people with diabetes in 2005/06 to 4.1 per 100
people with diabetes in 2013/14 (Figure 3.2). Note
that this measure applies only to people who have
been clinically diagnosed with diabetes for at least
one year.

Figure 3.2 Rate of serious complications in the last year among people with diabetes, in Ontario, 2013/14

6.0%

2005-06

69.2%

4.1%

2013-14
Medication Reviews
Medication
Reviews
In the past year, more than
two-thirds have had a review
of medications with their
Data source: 2014 HCES, provided by MOHLTC.

Data sources: DAD, RPDB, OHIP, ODD, provided by ICES.
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Figure 3.3 Percentage of people aged 50 - 74 overdue for colorectal cancer screening, in Ontario, by LHIN region, 2013
Map
Falls Title
and Fall-related Fractures in the Community-Dwelling Elderly

Southern Ontario

Northern
Ontario

13
13

11

14
13

8

5
2

Ontario Average 41.5%

3
6

Same as Ontario average

1
*Significantly higher than Ontario average

7

Greater Toronto
Area

Ontario LHINs
1 Erie St. Clair 42.3%
2 South West 44.2%
3 Waterloo Wellington 41.7%
4 Hamilton Niagara Haldimand Brant 43.7%

5
6
7
8

Central West 44.5%
Mississauga Halton 41.2%
Toronto Central 43.5%
Central 37.8%

Data sources: OHIP, LRT, CIRT, OCR, RPDB, PCCF+6A, provided by CCO.
*Denotes a statistically significant difference.
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*Significantly lower than Ontario average
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9 Central East 39.6%
13 North East 41.8%
10 South East 43.9%
14 North West 46.4%
11 Champlain 40.5%
12 North Simcoe Muskoka 37.5%

Across regions in Ontario
Data from 2014 show that the rate of patient
involvement in decisions about care and treatment
is similar across the province (average of 86.2%),
except in the South East LHIN region. There,
90.9% of people who have a primary care provider
say their provider always or often involves them in
decisions about their care.[21]
The percentage of patients overdue for colorectal
cancer screening in 2013 varies across LHINs,
ranging from 37.5% in the North Simcoe Muskoka
LHIN region to 46.4% in the North West LHIN region
(Figure 3.3). The percentage of people aged 50 to
74 overdue for colorectal cancer screening is higher
in rural–very remote areas (45.0%) and rural-remote
areas (43.1%) than in urban areas (41.4%).[35]

Approach in Ontario’s Primary Care Services

Across groups of people in Ontario
Almost 90 percent (88.3%) of Ontarians born in
Canada say their provider always or often involves
them in decisions about their care and treatment,
compared with 78.4% of recent immigrants (in Canada for less than 10 years) and 82.1% of established
immigrants (in Canada for 10 years or more) (Figure
3.4). Also, a smaller percentage (64.6%) of established immigrants than of Canadian-born Ontarians
(71.1%) say they have had a medication review with
their provider within the past year.[21]

The language most often spoken at home may have
an impact on a patient’s involvement in decisions
about care and treatment. Specifically, Ontarians
who primarily speak a language other than English or
French at home have lower rates (80.1%) of involvement in decisions than those who primarily speak
English (87.3%). More than four-fifths (82.7%) of
Ontarians who speak French are involved in
decisions about their care (Figure 3.5).

Figure 3.4 Percentage of adults who report that
their primary care provider always or often involves
them in decisions about their care and treatment, in
Percentage of survey respondents who report that
Ontario, by immigration status, 2014

Figure 3.5 Percentage of adults who report that their
primary care provider always or often involves them
in decisions about their care and treatment, in Ontario,
Percentage of survey respondents who report that their
by language
most often
spoken
at home,
2014 about
primary
care provider
involves
them
in decisions

their primary care provider involves them in decisions
about their care by immigration status

82.1%

88.3%

87.3%

82.7%

80.1%*

Less than
10 years
in Canada

More than
10 years
in Canada

Ontarians
born in
Canada

English

French

Other

Data source: 2014 HCES, provided by MOHLTC

sources: DAD, RPDB,
Rates of serious diabetes Data
complications
are provided
higherby ICES.
(4.6%) in the lowest-income neighbourhoods than in the
highest-income neighbourhoods (3.8%) (Figure 3.6).

Figure 3.6 Rate of serious complications among
serious complication
the last
peopleRate
withofdiabetes,
in Ontario, byinneighbourhood
year among people with diabetes by
income,
2013/14
neighbourhood
income quintile, 2013-14

their care by language most often spoken at home

78.4%

Data source: 2014 HCES, provided by MOHLTC.

In urban areas, data from 2013 show that the
percentage of people aged 50 to 74 overdue for
colorectal cancer screening decreases
11.
15.0% as neighbourhood income increases—ranging from 49.7% in
the lowest-income urban neighbourhoods to 34.9%
HighestLowest-Income
in the highest-income urbanNeighbourhood
neighbourhoods.[35] Neighbo

Data source: 2014 HCES, provided by MOHLTC.
*Denotes a statistically significant difference compared to English.

Data source: 2014 HCES, provided by MOHLTC.
*Denotes a statistically significant difference compared to English.

4.6%

3.8%

Lowest-Income
Neighbourhood

Highest-Income
Neighbourhood

Data sources: DAD, RPDB, ODD, provided by ICES.

Data sources: DAD, RPDB, OHIP, ODD, provided by ICES.
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In summary
Patient-centred and preventative primary care is
more available to some Ontarians than others.
Results for all four measures in this chapter point
to this inequity; location, immigration status and
language are the most common influencing factors.
Patients who are actively involved in one-to-one
interactions with their primary care provider are
likely to be more engaged in their own care,
overall. Ultimately, the benefit of patient engagement
goes beyond the individual, helping to foster a more
patient-centred approach to health care and
potentially a healthier population.[23] Most Ontarians
report being involved in care decisions and having
had a medication review in the past year, but rates
are lower among immigrants who have been in
Canada for less than 10 years. Also, patients’
primary language may affect how involved they are
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in decisions about their care. It is encouraging that
the overall rate of serious diabetes complications
and the percentage of people overdue for colorectal
cancer screening are both decreasing. However,
the rates for both of these indicators are worse for
Ontarians in lowest-income neighbourhoods than for
those in highest-income neighbourhoods. Further
improvement is needed, but overall reductions in
these rates are positive steps for health promotion
and illness prevention in primary care.

Coordination
Across the
Health System
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Coordination Across the Health System

Using administrative data, the
specific indicators we report on in
this chapter are:
•

Hospital readmission rates within 30
days of leaving hospital for some
conditions

•

Rate of follow-up with a primary care
doctor within seven days of leaving
hospital for some conditions

•

‘Some conditions’ include: pneumonia,
heart failure, chronic obstructive
pulmonary disease, gastrointestinal
conditions, stroke, diabetes, and
cardiac conditions
(excluding heart attack)

For detailed information on indicators
and data sources, please see the online
Technical Appendix.

Some patients require services from multiple parts of
the health system. Ideally, one service connects to
another service or provider seamlessly; patients have
confidence that they are cared for and supported
regardless of the setting; they are informed about
what is happening with their care; and they understand the next step in their care journey. For example,
patients leaving hospital need timely follow-up. Gaps
in communication or coordination can keep them
from getting the care they need when they are most
vulnerable.[36] It is important that primary care
providers receive information about hospital stays so
they can support patients’ recovery. Seamless care is
often a result of collaborative and coordinated efforts
by patients, family members and care providers.
In this chapter, we report on two measures that help
gauge how well primary care is coordinated with
hospital care and other areas of the health system:
rates of hospital readmission within 30 days, and
rates of follow-up visits with a primary care doctor
within seven days.

Readmission (that is, being admitted to hospital again)
within 30 days of leaving the hospital may point to
problems in the quality of care the patient received
while in the hospital, or to missed opportunities in care
coordination with primary care or other parts of the system after the hospital stay. Follow-up care after leaving
hospital is an important piece of care coordination and
may help reduce readmissions for some conditions.
[37-39] A follow-up visit with a primary care doctor lets
the patient raise questions or issues and lets the doctor
see how well things are progressing.

Figure 4.1 Hospital readmission rates within 30 days of
leaving hospital for some conditions, in Ontario, 2013/14

Hospital readmission rates within
30 days for leaving the hospital
for some conditions in 2013-14

Hospital readmission rates within
30 days for leaving the hospital
for some conditions in 2013-14

13.5%

13.5%

Data sources: Data
DAD,
OHIP, RPDB, provided by ICES.
sources: DAD, RPDB, provided by ICES.

Data sources: DAD, RPDB, provided by ICES.
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Overall in Ontario
The rate for 30-day readmission to hospital increased
from 12.0% in 2009/10 to 13.5% in 2013/14 (Figure
4.1). It is important to note that many experts believe
most readmissions are unavoidable.[40] However,
variation in the readmission rate may signal differences in the quality of care received in hospital or in
the coordination of follow-up care (such as primary
care) after patients leave hospital.
Data from 2013/14 show that less than a third (29.1%)
of people who are hospitalized for selected conditions have a follow-up visit with a primary care doctor
within seven days of leaving hospital.[41] It is important to note that this indicator involves patients with
certain conditions only, and excludes any follow-up
visits they may have had with other care providers,
either in primary care (e.g., a nurse) or another sector
of the system (e.g., a specialist).

Figure 4.2 Rate of follow-up with a primary care doctor within seven days of leaving hospital for some conditions, in
Ontario,
by LHIN region, 2013/14
Map Title
Falls and Fall-related Fractures in the Community-Dwelling Elderly

Southern Ontario

Northern
Ontario

13
13

11

14
13

10

12

9
10

11

8

5
2

Ontario Average 29.1%

3
6

7

4

*Significantly lower than Ontario average

7

Same as Ontario average

1
*Significantly higher than Ontario average

Ontario LHINs
1 Erie St. Clair 30.4%
2 South West 23.2%
3 Waterloo Wellington 30.0%
4 Hamilton Niagara Haldimand Brant 28.6%

Greater Toronto
Area

5
6
7
8

Central West 37.5%
Mississauga Halton 33.7%
Toronto Central 28.9%
Central 33.6%

9 Central East 31.3%
13 North East 22.0%
10 South East 27.1%
14 North West 22.1%
11 Champlain 24.6%
12 North Simcoe Muskoka 26.2%

Data sources: OHIP, DAD, IPDB, RPDB, provided by ICES.
*Denotes a statistically significant difference.
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Across regions in Ontario

In summary

For 30-day hospital readmissions in 2013/14, almost
all rates in the LHIN regions are comparable to the
provincial average of 13.5%, except for the North
East LHIN region. Its rate of 16.2% is significantly
higher (worse) than the provincial average.[42]

The transition from hospital to home is a time when
patients are especially vulnerable. Early follow-up
care with a primary care doctor or nurse practitioner
is important for monitoring, coordination, and ensuring
that patients understand what happened in hospital
and what should happen next.

For seven-day follow-up with a primary care doctor
after leaving hospital, people in northern LHIN
regions have lower (worse) rates than the provincial
average of 29.1% in 2013/14. Specifically, the North
East LHIN region has the lowest rate (22.0%), while
the Central West LHIN region has the highest rate
(37.5%) (Figure 4.2).
Also, people in rural areas have lower (worse)
seven-day follow-up rates (24.9%) than those in
urban areas (29.7%) (Figure 4.3).

Overall in Ontario, the coordination of care after
leaving hospital needs improvement, and the care
provided is not equal for all. For example, patients in
rural and northern communities are less likely to see

Figure 4.3 Rate of follow-up with a primary care
doctor within seven days of leaving hospital for some
conditions, in Ontario, by rural or urban setting, 2013/14

a primary care doctor within seven days of hospital
discharge, and Ontarians with low incomes are more
likely to be readmitted to hospital. Results for both
indicators are similar to results from other studies,
and emphasize the need for more equitable care
and better coordination across sectors of the health
system, including primary care.[43,44]

Figure 4.4 Hospital readmission rates within 30 days
Hospital
readmission
within 30 days
of leaving
hospital
for somerates
conditions,
in Ontario, by
of leaving hospital for some conditions by
neighbourhood
income,
2013/14
neighbourhood income quintile, 2013-14

Across groups of people in Ontario
People in the lowest-income neighbourhoods have
higher (worse) 30-day hospital readmission rates
than those in the highest-income neighbourhoods
(15.0% versus 11.6%) (Figure 4.4). This link to socioeconomic status is in keeping with results for other
indicators in this report.
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24.9%

29.7%

People in rural areas have lower seven-day follow-up
rates than those in urban areas, at 24.9% versus 29.7%
Data sources: OHIP, DAD, IPDB, RPDB, provided by ICES.

Data sources: OHIP, DAD, CPDB, RPDB, IPDB, provided by ICES.

15.0%

11.6%

Lowest-Income
Neighbourhood

Highest-Income
Neighbourhood

Data
sources:
DAD, RPDB,
RPDB, provided
by ICES.
Data sources:
DAD,
OHIP,
provided
by ICES.
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Not all Ontarians have timely access to primary care,
receive optimal care, or benefit from well-coordinated
care when they are leaving hospital. Most report that
they have a primary care provider, but over half are
unable to get a same-day or next-day appointment
when they are sick. Of the measures included in this
report, there was improvement in colorectal cancer
screening and early detection across the province,
but the results for all measures showed variation
across different groups of people and locations.
This means that some populations in Ontario are not
receiving the best quality of primary care. Also, work
is still needed to better connect primary care with
other care that patients receive, especially when they
leave hospital.

What this means for patients in Ontario
This foundational report provides a snapshot of the
current state of primary care in Ontario, based on
selected indicators that have been identified as key
in monitoring primary care performance. It shows
where improvements can be made in access, illness
prevention, chronic disease management and care
coordination.

Work underway to improve
primary care in Ontario
Primary care providers, as well as the Ministry of
Health and Long-term Care, HQO, and primary care
organizations and associations, are embarking on a
variety of activities to improve primary care in Ontario.
Team-based primary care practices complete annual
goals for quality improvement and describe their
improvement activities through Quality Improvement
Plans. They complete these plans as part of their
accountabilities with the Ministry of Health and LongTerm Care. (This is similar to the hospital, long-term
care and home care sectors.) HQO provides tools
and resources to support the development and
implementation of Quality Improvement Plans, and
it identifies annual priorities for improvement in each
sector, including primary care.
One way to support quality improvement is by letting
providers know how their results on quality indicators compare with those of others. HQO can provide
primary care doctors with a Primary Care Practice
Report. All doctors who sign up for it receive annually
confidential data about how their practice compares
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with regional and provincial performance on 19
quality indicators. The practice report also includes
tips for improvement.
To improve the quality of care, it is also important
to understand patients’ perspectives. HQO has
developed a primary care patient experience survey in collaboration with partners in the primary care
sector. It serves as an evidence-based resource
to help primary care providers understand their
patients’ experiences and develop targeted quality
improvement initiatives.
For a full list of HQO quality improvement initiatives in
primary care, please visit www.hqontario.ca.
Other organizations are playing important roles in
improving primary care, including the Association
of Family Health Teams of Ontario, the Association
of Ontario Health Centres, the Nurse Practitioners
Association of Ontario, the Ontario College of Family
Physicians, the Ontario Medical Association, and the
Registered Nurses’ Association of Ontario.

Many activities to improve primary care are underway
across the province—too many to capture here—but
a more coordinated strategy is needed to increase
the spread and adoption of quality improvement
initiatives. An example of a large-scale initiative that
includes a coordinated strategy is the introduction of
Health Links. Health Links are designed to support
patients with multiple chronic illnesses by connecting health care and social service providers across
sectors. Primary care providers have often taken a leadership role in Health Link teams, linking
primary care with home care and/or other services in
the community to better and more quickly coordinate
care for high-needs patients. Health Links tend to
focus on select populations, including those
highlighted in this report (that is, people with lower
incomes, new immigrants) and others (such as
aboriginal and First Nations people) to address their
specific health care needs and overcome inequities
in care.

Next steps
This report helps set the foundation for continuous monitoring of primary care quality in Ontario. It
provides important information about the quality of
primary care for all Ontarians by reporting on a key
set of performance measures, and by presenting the
data not only at the provincial and regional levels but
also by different population characteristics. HQO
is also launching online reporting of the indicators
included in this report; the data will be updated
annually. We will review the indicators periodically
to see if they are still relevant to the monitoring of
primary care performance, and new indicators may
be added as they are developed.
We continue to work towards a more coordinated
strategy in primary care, connecting performance
measurement with quality improvement in Ontario,
because a high-quality primary care system means
better health for all.
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Methods Notes
Below is a brief description of the methods used in
this report. For more detail, please see the Technical
Appendix on our website (www.hqontario.ca).

Indicator selection
HQO collaborates with organizations across the
province that represent patients, primary care
clinicians, data holders, researchers, managers
and policymakers. This collaboration has resulted
in the development of a Primary Care Performance
Measurement (PCPM) framework to measure and
report on performance.[10] Through a prioritization
process, a subset of measures (12 core indicators)
at the system level (community, regional, provincial)
were selected to give insight into the quality of the
primary care system in Ontario. This report looks at
nine of these 12 indicators, based on HQO’s data
access at the time of writing and alignment with
HQO’s online reporting of primary care indicators.
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Data sources

Administrative data sources used:

The indicator results presented in this report were
supplied by a variety of data providers, including
the Ontario Ministry of Health and Long-Term Care
(MOHLTC), the Institute for Clinical Evaluative
Sciences (ICES) and Cancer Care Ontario (CCO).

•

Colonoscopy Interim Reporting Tool (CIRT)

•

Discharge Abstract Database (DAD)

•

ICES Physician Database (IPDB)

•

Laboratory Reporting Tool (LRT)

•

Ontario Cancer Registry (OCR)

•

Ontario Diabetes Database (ODD)

•

Claims History Database—Ontario Health
Insurance Plan (OHIP)

•

Postal Code Conversion File version 6A
(PCCF+6A)

•

Registered Persons Database (RPDB)

Both survey and administrative data were used for
the analysis. The former includes data from the 2014
Health Care Experience Survey (HCES), implemented
by the MOHLTC, which is a telephone-based
survey of adults aged 16 and over.

For a full list of data sources as they relate to each
indicator, please refer to the Technical Appendix.

Methods Notes

Analysis
To enable appropriate and fair comparisons of
primary care performance, some of the indicators
were age- and sex-adjusted to the 1991 Canadian
census population. This is the population standard
specified by Statistics Canada.[45] The 2011 Canadian census population was used to calculate agestandardized rates for the percentage of people aged
50 to 74 overdue for colorectal cancer screening.[46]
For the diabetes complications indicator, the
standardized rate was adjusted by age, sex and duration of diabetes using the population of prevalent cases of diabetes in Ontario on April 1, 2013.
Survey data were weighted to reflect the design
characteristics of the survey and the population of
Ontario. For further details on which indicators were
adjusted, which were weighted, and the methodology used, please see the individual indicator
templates in the online Technical Appendix.

Significance testing
Income analyses provided by Cancer Care Ontario for the percentage of people aged 50 to 74
overdue for colorectal cancer screening are based
on residents living in urban areas only.[46] In
contrast, income analyses for other indicators include
residents of both rural and urban Ontario. Rural and
urban analyses provided by Cancer Care Ontario
for the percentage of people aged 50 to 74 overdue
for colorectal cancer screening are based on four
categories (rural–very remote, rural-remote, rural and
urban). In contrast, rural and urban analyses for other
indicators are based on two categories only (urban
and rural).[46]

Confidence intervals around each result were calculated at the 95% confidence level. Confidence
intervals were used to compare results by time point,
region, rural or urban area, neighbourhood income,
language primarily spoken at home and immigration status. The report states an increase/decrease
or higher/lower result only when the 95% confidence
intervals of the results do not overlap (i.e., when the
differences in the results are statistically significant).

Limitations
There are certain limitations of the analysis that should
be considered when interpreting the results. Some
of the limitations are specific to the data source, the
indicator and the methodology used to calculate it.
For details on indicator-specific limitations, please
see the individual indicator templates in the online
Technical Appendix.
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