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C anadians are healthier than ever before,1 and in many 
respects, the quality of health care provided to Canadians 
is also better than ever.2–4 However, there are still large 

gaps between what we know to be high-quality health care and 
the care that many Canadians receive. Many jurisdictions, includ-
ing Ontario,5 have adopted the definition of “quality” in health 
care put forward by the Institute of Medicine (now the Health and 
Medicine Division of the National Academies of Sciences, Engi-
neering and Medicine). This definition holds that high-quality care 
is safe, timely, effective, efficient, equitable and patient centred.6 
Improving quality is a complex endeavour. Health care quality is 
often examined through the lens of the clinician–patient encoun-
ter, yet the quality of care that individual health care profession-
als provide is also strongly determined by the broader contexts in 
which they train and work. The Institute of Medicine settled on its 
definition because it is comprehensive and highlights opportun
ities for improvement, without restriction to a particular sector, 
profession or type of organization. The supporting report also 
clearly acknowledges that the quality of care provided to patients 
is the responsibility of not just individual clinicians but also other 
actors in the health care system.

We use the well-recognized framework of the Institute of Med-
icine6 to appraise the quality of health care in Canada, and also 
as a foundation for discussing strategies that can be used by 
system-level decision-makers who wish to improve health care.

How good is the care that Canadians receive?

In assessing the quality of health care provided to Canadians com-
pared with that in other high-income countries, we rely primarily on 
two data sources: comparative data collated by the Organisation for 
Economic Co-operation and Development (OECD)7 and annual sur-
veys conducted by the Commonwealth Fund.8 Although interna-
tional comparisons are often subject to various biases (e.g., people 
in one country may interpret a survey question differently from 
people in another, data may be collected differently in one country 
than another, and so on) and are limited in scope (e.g., it is usually 
impossible to compare patient-reported outcomes after specific 
surgeries or illnesses across different countries), the data can still be 
used to generate insights and provide opportunity for reflection.

Canadians know that we do not have a single health care 
system in Canada; rather, each of our 10 provinces and three 

territories holds primary responsibility for health care. 
Although there are many similarities between the 13 provincial 
and territorial systems, there are also important differences, 
not only in the way the systems are designed but also in the 
quality of care they provide.

In this article, we generally focus our attention at the national 
level; inevitably, this obscures important differences within Can-
ada, between provinces and territories, and also between groups 
(e.g., Indigenous peoples and non-Indigenous Canadians). Also, 
although we focus here on health care, this does not diminish the 
importance of income, housing, education, social networks and 
other social determinants of health.

In Table 1, we use the six dimensions in the Institute of Medi-
cine’s framework to compare the quality of health care in Can-
ada with that in other high-income countries.

How can we improve the quality of health 
care in Canada?

Health care quality can improve through changes in policy or 
behaviour at all levels (e.g., federal government, provincial and 
territorial governments, regional health authorities, health care 
delivery organizations, individual clinicians and patients). Here 
we focus primarily on a subset of evidence-based actions at the 
system level rather than on the actions that individual clinicians 
or patients can take. These actions would serve to improve care 
across all six of the dimensions described previously.
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Key points
•	 Canadians are healthier than ever before, but there are still 

large gaps between what we know to be high-quality health 
care and the care that many Canadians receive.

•	 High-quality care is safe, timely, effective, efficient, equitable 
and patient centred.

•	 There is opportunity for improvement in all of these 
dimensions.

•	 Ways to improve the quality of care include expanding public 
funding for proven treatments, investing in primary care and 
embedding tools of improvement into practice.

•	 Improving care is more likely with the involvement of both 
front-line clinicians and patients.
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Table 1: Comparison of quality of health care in Canada with that in other high-income countries, along all six dimensions in 
the Institute of Medicine framework

Dimension
Definitions, taken from Institute 

of Medicine framework6 Quality of health care in Canada compared with that in other high-income countries

Safe Avoiding injuries to patients from 
the care that is intended to help 
them.

•	 Although there is ample evidence that Canadians suffer preventable harm owing to unsafe 
care,52,53 useful international comparisons focusing on the safety of health care are rare.

•	 According to OECD, Canadians undergoing hip or knee replacement are nearly twice as 
likely to develop a postoperative pulmonary embolism than individuals in a range of 
comparator countries, and Canadians undergoing abdominal surgery are 37% more likely to 
develop postoperative sepsis.54 However, it is not clear that these comparisons reflect 
genuine differences; OECD cautions in its report that “higher adverse event rates may signal 
more developed patient safety monitoring systems and a stronger patient safety culture 
rather than worse care.”54

Timely Reducing waits and sometimes 
harmful delays for both those who 
receive and those who give care.

•	 Canadians wait longer for nonemergent care than people in many other high-income 
countries.55

•	 A recent Commonwealth Fund survey found that 25% of Canadians reported waiting longer 
than 8 weeks to see a specialist, compared with just 3% in Switzerland and the United 
States, and between 10% and 20% in most other high-income countries.56

•	 With respect to primary care, another Commonwealth Fund survey found that only 53% of 
Canadian family physicians reported that their patients were able to receive an 
appointment on the day they asked for one, or the next day, compared with 72% of 
counterparts across a range of similarly high-income countries.56

Effective Providing services based on 
scientific knowledge to all who 
could benefit, and refraining from 
providing services to those not 
likely to benefit (avoiding underuse 
and overuse, respectively).

•	 International comparisons suggest that Canadians have good health outcomes for many 
health conditions.

•	 For example, Canadians diagnosed with cancer can expect five-year survival rates that are 
as good as or better than those in most other countries.57 Similarly, on measures of 
“avoidable mortality” (i.e., mortality from conditions for which there is effective health 
care), Canada performs well in comparison with other countries.58

•	 Nevertheless, there are still many examples of both underuse and overuse in Canada that 
highlight opportunities for improvement. For example, less than 1% of public drug plan 
beneficiaries in Ontario receive first-line, evidence-based medications for alcohol use 
disorder in the year following this diagnosis.59 With respect to overuse, unnecessary testing 
is a classic example, with preoperative electrocardiography before low-risk surgery ranging 
from 3.4% to 88.8% across different hospitals in one study.60

Efficient Avoiding waste, including waste of 
equipment, supplies, ideas and 
energy.

•	 The amount of money Canada spends on health care, on a per capita basis, is similar to that 
in other high-income countries.61

•	 Looking beyond aggregate expenditure, Canada has fewer hospital beds and physicians62 
for its population size than similar high-income countries, suggesting that physician and 
hospital care in Canada are reasonably efficient.7

•	 However, Canada may seem less efficient on other comparisons; for example, we pay more 
for prescription drugs63 than in most other high-income countries.

Equitable Providing care that does not vary 
in quality because of personal 
characteristics such as gender, 
ethnicity, geographic location, and 
socioeconomic status.

•	 The Canada Health Act was designed to ensure that Canadians are treated by physicians 
and in hospitals without charge. Despite the removal of this financial barrier, many studies 
have shown that poorer Canadians are less likely than richer Canadians to receive evidence-
based preventive health care.64 Poorer Canadians also have worse health outcomes than 
more wealthy Canadians.64 Similarly, Canadians who live outside large urban centres 
appear to receive lower-quality care and often have worse health outcomes.65 This problem 
is particularly severe for Indigenous Canadians.

•	 In areas not covered by the Canada Health Act, such as home care and outpatient 
prescription drugs, financial barriers are common. For example, about 1 in 4 Canadians 
without prescription drug insurance do not take their medications as prescribed because of 
the cost, compared with about 1 in 15 Canadians who do have this insurance.66

•	 The most recent Commonwealth Fund survey showed that 9% of older Canadians have 
problems getting care because of cost. This compares favourably to both the United States 
(23%) and Australia (13%), but unfavourably to Sweden (3%), Norway (4%) and the United 
Kingdom (4%).67

Patient-
centred

Providing care that is respectful of 
and responsive to individual 
patient preferences, needs and 
values, and ensuring that patient 
values guide all clinical decisions.

•	 Commonwealth Fund surveys show that Canadians tend to report good experiences with 
their physicians compared with individuals living in other high-income countries.68

•	 However, there are areas in which patient-centredness could be improved in Canada. For 
example, many hospitals allow visitors only at certain times,69 and many patients report 
that they do not receive care in a culturally sensitive way.70

Note: OECD = Organisation of Economic Co-Operation and Development.
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Expand public funding for treatments proven to be 
cost-effective
The Canada Health Act has established a legal and regulatory 
foundation for the funding of “medically necessary” services pro-
vided by physicians or in hospitals. Some services, although 
proven to be effective and provide good value for money, are not 
publicly funded. One example is psychotherapy for patients with 
depression, which approximately doubles the response rate 
when added to medication.9 Accumulating evidence shows that 
when patients have to bear the cost of their own health care, 
they forgo important treatments.10 At the system level, decisions 
to increase public funding for treatments that are proven to be 
cost-effective would improve the quality of health care and likely 
the health of Canadians.11

Conversely, we should eliminate public funding for treat-
ments that are ineffective, such as arthroscopic surgery for knee 
osteoarthritis.12 Federal and provincial decision-makers should 
also consider a recent recommendation to “put in place an 
ongoing mechanism to define standards for the modernization 
of the basket of publicly funded services in partnership with the 
provinces and territories.”13

Invest in primary care
Nearly 25 years ago, Starfield and colleagues showed that among 
high-income countries, the health care systems that were most 
oriented toward primary care tended to be those that had better 
outcomes, lower costs and greater patient satisfaction. They 
defined primary care as “first-contact, continuous, comprehen-
sive and coordinated care provided to populations undifferenti-
ated by gender, disease or organ system.”14

Although some Canadian provinces have, in recent years, 
begun to re-orient their primary care systems toward this vision,15 
there is still a large gap between the primary care ideal and the 
quality of primary care received by most Canadians. Many efforts 
to reform primary care have focused on the methods used to pay 
family physicians, but payment reform alone is insufficient.16 We 
agree with Hutchison and Glazier that a “clearly articulated policy 
road map that commands the support of the public and key 
stakeholders [i.e., physicians]” is needed.15 We also suggest that a 
system-level road map be designed to support evidence-based, 
practice-level “building blocks” such as engaged leadership, data-
driven improvement, empanelment (assigning patients to individ-
ual primary care clinicians) and team-based care.17

Use information systems that make it easier for 
clinicians to work together and with patients
Most physicians and hospitals in Canada have now transitioned 
from using paper-based health records to electronic health 
records.18 However, in most provinces and territories, the sys-
tems that physicians use in their own offices do not communi-
cate seamlessly with systems used by other health care providers 
(e.g., paramedics, hospital-based physicians, laboratories and 
home and community care providers). We need standards for 
interoperability to ensure these systems work together. This is 
not an innovative idea,19,20 but it is one that requires innovative 
leadership, from both the public and private sectors. We also 

need a legislative and regulatory framework that maximizes 
information sharing while also recognizing privacy rights.

Accumulating evidence clearly shows that the benefits of “open 
notes” (health records that can be easily viewed, and sometimes 
edited, by patients) exceed the harms, and that they may facilitate 
a new era of shared decision-making.21 For example, at the end of 
one large study involving more than 10 000 patients, 99% of 
patients stated they wanted to continue having access to their 
health records.22 Physicians were more likely than patients to note 
both disadvantages as well as advantages, but at the conclusion of 
the study, more than 85% of physicians reported that “making visit 
notes available to patients online is a good idea.”22 When asked 
whether they wished to stop providing access to notes, not a single 
one of the more than 100 physicians in the study elected to stop.

Engage patients
Involving patients in decisions about their own health care is 
now expected within the context of the physician–patient rela-
tionship. However, involving patients at the system level in deci-
sions about what services should be offered by a particular org
anization or the entire health care system,23 and how, is still the 
exception rather than the rule.

Involving patients, and the public, increases the legitimacy of 
decision-making24 and may improve the quality of the decisions 
made. Patients can be involved at the organizational level by 
actively participating in the design of strategic plans, operational 
plans or quality improvement plans.25 One large family practice 
in Ontario that engaged extensively with patients to improve 
their services found that doing so revealed improvement oppor-
tunities that had not occurred to clinicians and administrators.26 
Also, encouragingly, they found this sort of engagement to be 
“inspiring and energizing” for patients and staff.

Patients can also be involved in improvement at the system 
level, either by inviting them to join decision-making committees 
that previously comprised only clinicians, researchers or admin-
istrators,27,28 or by developing “citizens’ councils,” composed 
entirely of noninsiders.29–31

Standardize and embed quality improvement tools 
into practice
Variation in practice is highly desirable when it is consistent with 
the evidence and reflects the values and preferences of patients. 
For example, the Canadian Task Force on Preventive Health Care 
has issued a weak recommendation in favour of screening mam-
mography for women between the ages of 50 and 69.32 The weak 
recommendation implies that most women would want the rec-
ommended course of action, but some would not. In other words, 
it is a reasonable choice to forgo screening mammography.33

However, in many scenarios, variation appears to be related 
to differences in resource availability or in clinician preference 
or knowledge, rather than patient preferences. For example, 
some long-term care homes in Ontario are much more likely 
than others to transfer ill residents to emergency departments.34 
The reasons for this are not completely understood, but it 
appears that factors unrelated to patient preference explain 
much of the variation.35
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Developing and using guidelines and standards to help 
patients and clinicians make evidence-based decisions 
together, in a consistent way, will reduce variations in care 
and improve the quality of care we provide to Canadians.36 
Using guidelines and standards will be easier for clinicians if 
system-level decision-makers also facilitate the development 
of tools, such as standardized order sets, that make it easy 
for patients and clinicians to pursue an evidence-based 
course of action. System-level decision-makers can also 
support initiatives that provide clinicians with data about the 
quality of care they provide. Doing so is proven to improve 
care; typically, the effects are modest,37 but sometimes they 
are dramatic.38

Improve transparency for patients and the public
Over the past few decades, there has been a revolution in 
transparency in many spheres of life, driven in part by 
improvements in computing power and ease of access to the 
Internet, and in part by changing societal norms. Although the 
evidence that transparency improves health outcomes 
remains limited, transparency is at minimum an important 
mechanism to ensure confidence.39

Transparency can also help identify “hot spots” for 
improvement. For example, the use of relatively simple statis-
tical techniques40 can identify hospitals where mortality after a 
specific procedure is consistently higher than expected.41 It is 
important that these analyses be used primarily to offer sup-
port and guide improvement, and for punishment only when 
individuals have acted “wilfully, recklessly, or with a ‘couldn’t 
care less’ attitude.”42

Where data can be used to make valid comparisons, decision-
makers at the system level should publicly report on the quality 
of care provided by individual organizations in a manner that can 
be readily understood by the public. Where the potential harms 
of public reporting outweigh the potential benefits, comparative 
data that can be used to focus quality improvement efforts 
should be provided confidentially to individual organizations 
and clinicians, as described above.38

Carefully conducted studies have shown that the harms of 
public reporting sometimes exceed the benefits,43 and predict-
ing when this might happen is not always easy. However, as 
one observer has noted, we do not stop using effective medica-
tions just because some people have adverse effects. Instead, 
we continue to generate evidence so we can “make thoughtful 
clinical decisions about whether [a treatment is] worth it or 
not and in whom.”44 For some situations, we may need similar 
evidence to make thoughtful policy decisions about when it is 
appropriate to share data publicly.

Involve physicians
The quality improvement “agenda” should reinforce the nat
ural desire of clinicians to provide the best care for their 
patients and not be seen as a burden or running counter to 
their daily efforts. Ensuring this is the case requires physician 
involvement.45 Many efforts to improve health care involve 
physicians too late in the development of the initiative, or 

superficially, or sometimes not at all. This is true with respect 
to other health care professionals as well, but physicians have a 
unique role in the Canadian health care system, given the legal, 
organizational and financial arrangements that influence phys
ician practice. For example, in most Canadian hospitals, phys
icians are not employees and bill provincial health insurance 
plans directly for the services they provide. Decision-makers at 
the system level should pay more attention to the relationship 
between these arrangements and the likelihood that physicians 
will be involved in improvement efforts.46,47

Ensure health education supports high-quality care
Health education curricula in Canada at the undergraduate 
and postgraduate level receive substantial public funding and 
most health professions have nationally coordinated curricu-
lum content. National and provincial education bodies and 
those that fund health education should support the delivery 
of high-quality care. This would include training all health care 
professionals to be capable in a set of core competencies in 
quality improvement.48 This competency development should 
extend throughout the professional career into continuing pro-
fessional development programs.

The Royal College of Physicians and Surgeons of Canada, 
the College of Family Physicians of Canada and other organiza-
tions have recognized and responded to this need through the 
most recent revision of the CanMEDS framework,49 by creating 
a new “leader” role. One of the four key competencies for this 
new role is that physicians “contribute to the improvement of 
health care delivery in teams, organizations and systems.” 
Health care professionals must learn not only how to provide 
care but also how to make systematic improvements to the 
care they provide.

Ensure the well-being and positive experience of health 
professionals
It is impossible to provide high-quality care in an environ-
ment where those at the front line of service delivery feel 
unwell, unsafe or have consistently negative experiences in 
their work environment. 

For this reason, the Institute for Healthcare Improve-
ment in the United States recently emphasized the concept 
of “joy in work,”50 and others have similarly articulated a 
need to expand the Triple Aim —which has included patient 
experience, population health and costs — to the Quadru-
ple Aim, which would also include the experience of health 
care providers.51

Conclusion

The quality of health care in Canada is good, but arguably 
not great. Several key actions at the health-system level 
could go a long way to improving the quality of health care 
that Canadians receive. With thoughtful change, we could all 
benefit from a health care system that provides safe, timely, 
effective, efficient, equitable and patient-centred care at 
every opportunity.
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