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Beyond Access: Who Reports
That Health Care Is Not Being
Received When Needed in a
Publicly-funded Health Care
System?
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ABSTRACT

Objectives: To examine the relationship between reporting that health care was not
received when needed in Canada’s publicly-funded health care system and contact with
the health care system, and to explore whether there is a differential impact of specific
chronic conditions.

Methods: Analyses were carried out on the 2000/2001 Canadian Community Health
Survey. The proportion of survey respondents who reported that they had not received
health care when it was needed was determined overall, and for individuals with selected
socio-demographic, health status, and health care utilization characteristics, as well as
stratified by various chronic conditions. Multivariate logistic regression was then employed
to examine possible predictors of having reported that health care was not received when
it was needed during the previous year.

Results: Approximately 13% of Canadians reported that health care was not received
when they felt it was needed during the previous year. These individuals reported higher
rates of health care utilization, worse health status, were more likely to have chronic
health conditions (particularly conditions such as fibromyalgia, Crohn’s disease, and
chronic bronchitis for which there is no effective treatment), and were more likely to be
female, younger, white, have higher education and lower income.

Conclusion: Reporting that health care was not received when it was needed may not be
related to accessibility but rather to a perceived failure of the system to meet the
individual’s needs.

Health surveys and opinion polls
conducted in Canada have con-
sistently shown accessibility to

health care to be of concern for the
public.1 The issue of timeliness of access
was a major concern in the recent federal
government review of the health of
Canadians.2 Research indicates that report-
ed rates of not receiving care have
increased from 4.6% in 1994/95 to 5.9%
in 1998/99 for Canadians aged 25 and
over,1 and that patient satisfaction with
health care that was received has found
higher levels of dissatisfaction for those
who are younger, female and have higher
levels of education.1,3-6 However, previous
research has not taken into account con-
tact with the health care system.1 It is not
clear whether not receiving needed care
refers to an inability to access the health
care system, or whether this relates to the
failure to deliver the type of care needed.
Wilson and Rosenberg1 did find that those
with a chronic condition were more likely
than those without to report they had not
received health care when it was needed.
Such individuals are likely to have more
need for health care, as well as higher usage
rates for ongoing treatment. They are also
more likely to have low income and low
education, which could confound the rela-
tionship with feeling that needed health
care was not received. Earlier research did
not examine specific chronic conditions
for their differential impact, nor did it
adjust for socio-economic variables and
level of health care utilization.1

The objectives of this study are to exam-
ine the relationship between reporting that
health care was not received when needed
and contact with Canada’s publicly-
funded health care system, and to explore
whether there is a differential impact of
specific chronic conditions.

METHODS

Study population
Analyses were carried out on the
2000/2001 Canadian Community Health
Survey (CCHS) which is a cross-sectional
survey that collects information related to
the health status, health care utilization
and health determinants of Canadians.
The CCHS was designed with a very large
sample size (N=130,880) to provide reli-
able estimates at the regional level. The
target population of the CCHS was all
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persons aged 12 or older living in private
occupied dwellings in the ten Canadian
provinces and the three territories at the
time of the survey. Excluded from the sam-
pling frame were individuals living on
Indian Reserves and on Crown Lands,
institutional residents, full-time members
of the Canadian Armed Forces, and resi-
dents of certain remote regions. Details
about the survey methodology have been
published elsewhere.7

Variables
This study only included respondents who
were over the age of 15 at the time of the
survey. The variables included were select-
ed on the basis of previous research find-
ings linking them to health care utilization.
The format in which they were used in the
analyses is shown in Table I. The answer to
the question, “During the past 12 months,
was there ever a time when you felt that
you needed health care but you didn’t
receive it?” was the primary outcome vari-
able for this study.

Statistical analyses
The survey data (n=130,880) were weight-
ed (see reference 8 for the procedure) to
ensure that the results were representative
of the Canadian household population
aged �15 years (n=25,787,000).

Bivariate analyses were performed to
determine what proportion of survey
respondents reported that they had not
received health care when they felt it was
needed. These were then stratified by
selected socio-demographic, health status
and health care utilization characteristics.
Chi-square analyses were carried out to
test for significant differences between
individuals with, and those without, spe-
cific characteristics who reported the out-
come.

To determine how various chronic con-
ditions affected the proportion of individu-
als who felt that health care was not
received when it was needed, stratified
analyses were also carried out for the fol-
lowing chronic conditions: arthritis and
rheumatism, asthma, chronic back pain,
chronic bronchitis/emphysema, Crohn’s
disease/ colitis, diabetes, fibromyalgia,
hypertension/chronic heart disease, and
migraine. These conditions were selected
on the basis of previously documented
associations with long-term disability and

high rates of health care utilization, as well
as sample size considerations. The associa-
tion between these conditions and health
status – measured as long-term disability,
presence of pain, and self-rated health –
was also determined.

Multivariate logistic regression was
employed to examine possible predictors of
having reported that health care was not
received when it was needed. The variables
controlled for in the adjusted regression
were: age, gender, race, education, income,
long-term disability, two-week disability,
pain, number of chronic conditions, self-
rated health, three or more consultations
with a general practitioner, and at least one

consultation with a specialist or physio-
therapist.

For statistical analyses, the original
expansion weights were rescaled by divid-
ing the expansion weights by the mean
weights. As we were unable to calculate the
design effect factor for each individual vari-
able, the rescaled weights were then divid-
ed by the average design effect factor pro-
vided by Statistics Canada to accommo-
date the stratified-cluster sampling scheme.
As this study was based on a very large
sample size, a stringent cut point for statis-
tical significance of 0.01 was used. All sta-
tistical analyses were performed using SAS
version 8.02.

TABLE I
Characteristics of 2000/2001 Canadian Community Health Survey Respondents
Reporting Needed Health Care Not Received in Previous Year

Percentage of Respondents Who Chi-square Test 
Felt That Needed Health Care was not for Significance 

Received in the Previous Year (%) (p value)

Overall sample 12.8
Gender

Male 11.1 0.001
Female 14.5

Age
15-44 14.4 0.001
45-64 12.1
65+ 8.3

Race
White 13.2 0.001
Visible minority 10.3

Education
Less than secondary school 11.0
Secondary school completed 11.8 0.001
Some/All post-secondary school 14.1

Income*
Lowest 16.8
Mid-low 13.0 0.001
Mid-high 12.7
Highest 11.9

Pain
None 10.1 0.001
Present 26.3

Long-term disability
None 9.7 0.001
Present 17.2

Two-week disability
None 10.4 0.001
Present 25.1

Self-rated health
Good/very good/excellent 11.3 0.001
Poor/fair 23.5

Long-term chronic conditions†
<2 conditions 9.6 0.001
2+ conditions 18.2

Health care consultations in previous year
Consulted a GP <3 times 10.1 0.001
Consulted a GP �3 times 17.1
Did not consult a specialist 10.6 0.001
Consulted a specialist 17.5
Did not consult a physiotherapist 12.1 0.001
Consulted a physiotherapist 21.4

* Lowest income - < $15,000 if 1 or 2 people, < $20,000 if 3 or 4 people, < $30,000 if 5+ people
Lower middle income - $15,000 to $29,999 if 1 or 2, $20,000 to $39,999 if 3 or 4, $30,000 to
$59,999 if 5+
Upper middle income - $30,000 to $59,999 if 1 or 2, $40,000 to $79,999 if 3 or 4, $60,000 to
$79,999 if 5+
Highest income - > $60,000 if 1 or 2, > $80,000 if 3+

† A long-term chronic condition was defined as a condition that has been diagnosed by a health
professional and that has lasted or is expected to last 6 or more months
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RESULTS

Bivariate analyses
Table I shows that 12.8% of respondents
reported that health care was not received
when they felt it was required. Being
female, younger, white, with higher levels
of education and lower levels of income
also made an individual more likely to
report having not received care when it was
needed. Health status characteristics were
strongly associated with the outcome, with
a higher proportion of individuals who
reported the presence of pain, long-term or
two-week disability, poor/fair self-rated
health, and two or more chronic condi-
tions reporting that health care was not
received when it was needed (p<0.001). As
well, a higher proportion of individuals
who had consulted with a general practi-

tioner (three or more times), a specialist (at
least once), or a physiotherapist (at least
once) were also more likely to have report-
ed that health care was not received when
needed.

Individuals with fibromyalgia had the
highest proportion of respondents who
reported that health care was not received
when it was needed (29.6%), followed by
Crohn’s disease (25.9%), chronic bronchi-
tis/ emphysema (24.5%) and migraine
(23.4%), while respondents with high
blood pressure/heart disease and diabetes
had the lowest percentages (13.0% and
13.4%, respectively). Further analyses
involving the chronic conditions (Table II)
showed that individuals with fibromyalgia
also had the highest proportion of respon-
dents who reported long-term disability,
pain, and fair/poor self-rated health.

Multivariate analyses
The results of both the unadjusted and
adjusted logistic regression analyses are
shown in Table III. Following adjustment,
few changes were seen in either the direc-
tion or the statistical significance of associ-
ations. Therefore, only adjusted values will
be discussed in the text.

Of the socio-demographic characteris-
tics, being female, under the age of 65,
white, falling into the lowest income quar-
tile, and having completed secondary
school were all associated with a statistical-
ly significant increased risk of reporting
that health care was not received when it
was needed. The strongest health status
predictor for the study outcome was pain.
Reporting long-term or two-week disabili-
ty, two or more chronic conditions, and
fair/poor self-rated health also significantly
increased the odds of reporting that health
care was not received when it was needed.
Consultations with general practitioners,
specialists, and physiotherapists all had sig-
nificant odds ratios.

DISCUSSION

A fairly small proportion (13%) of
Canadians aged 15 years and older report-
ed that health care had not been received
when they felt it was required during the
year prior to the survey, which suggests
that Canada’s public health care system is,
for the majority, effective. However, this
figure is over double that reported for
1998/99,1 although this latter study was
restricted to those aged �25 years. This
makes it difficult to tell whether there has
been a marked decrease in ease of access
since 1999, or whether this difference
could be attributed to a higher rate of per-
ceived access issues in the younger popula-
tion.

Individuals reporting that needed health
care was not received are indeed more like-
ly to be younger. They are also more likely
to be female, and to have high levels of
education and low levels of income.
Studies that have examined patient satis-
faction with health care that was received
have also found that younger individuals
provide the least favourable assessments.3-6

This may reflect a reticence of the older
people to report unfavourable assessments4

or it may be that younger people have
higher expectations of health services.5

TABLE II
Percentage and Ranking of Particular Chronic Conditions and Selected Health Outcomes

Percentage (Rank)
Needed Health Long-term Pain (%) Poor 
Care was not Disability (%) Self-rated 

Received in the Health (%)
Previous Year (%)

Fibromyalgia 29.6 (1) 86.3 (1) 76.7 (1) 49.1 (1)
Crohn’s disease 25.9 (2) 70.9 (6) 45.0 (3) 36.5 (4)
Chronic bronchitis/emphysema 24.5 (3) 75.5 (3) 40.3 (5) 41.8 (3)
Migraine 23.4 (4) 55.1 (8) 33.7 (6) 20.4 (9)
Chronic back pain 22.0 (5) 66.4 (7) 41.8 (4) 23.6 (7)
Asthma 20.2 (6) 55.0 (9) 26.1 (9) 21.7 (8)
Arthritis or rheumatism 17.8 (7) 79.5 (2) 45.7 (2) 31.8 (6)
Diabetes 13.4 (8) 74.4 (4) 32.0 (7) 42.6 (2)
Heart disease/ high blood pressure 13.0 (9) 72.4 (5) 29.5 (8) 33.1 (5)

TABLE III
Risk Factors for Reporting Health Care Not Received When Needed in Previous Year
(2000/2001 Canadian Community Health Survey)

Unadjusted OR Adjusted OR 
(99% CI) (99% CI)

Gender (vs. Male)
Female 1.36* (1.27, 1.45) 1.14* (1.06, 1.23)

Age (vs. 65+)
15-44 1.86* (1.66, 2.08) 3.51* (3.06, 4.03)
45-64 1.52* (1.35, 1.72) 2.02* (1.75, 2.31)

Race (vs. Visible minority)
White 1.32* (1.19, 1.47) 1.32* (1.18, 1.49)

Education (vs. <Secondary school)
Secondary school 1.06 (0.96, 1.18) 1.13* (1.01, 1.28)
Some/All post-secondary school 1.31* (1.21, 1.42) 1.42* (1.29, 1.56)

Income (vs. Highest)
Lowest 1.51* (1.36, 1.69) 1.03 (1.12, 1.44)
Mid-low 1.11* (1.01, 1.22) 1.07 (0.96, 1.19)
Mid-high 1.08* (1.00, 1.18) 1.27* (0.94, 1.12)

Health Status
Pain (vs. None) 3.18* (2.96, 3.43) 1.96* (1.79, 2.16)
Long-term disability (vs. None) 1.92* (1.80, 2.06) 1.43* (1.31, 1.56)
Two-week disability (vs. None) 2.91* (2.70, 3.13) 1.76* (1.61, 1.92)
Poor self-rated health (vs. Good) 2.40* (2.20, 2.60) 1.49* (1.33, 1.66)
2+ chronic conditions (vs. <2) 2.11* (1.97, 2.26) 1.41* (1.29, 1.53)

Health care consultations
Consulted a GP 3+ times (vs. < 3 consults) 1.85* (1.73, 1.97) 1.17* (1.08, 1.17)
Consulted a specialist (vs. No consults) 1.80* (1.67, 1.93) 1.26* (1.16, 1.37)
Consulted a physiotherapist (vs. No consults) 1.99* (1.79, 2.20) 1.17* (1.04, 1.32)

* p�0.01 (relative to the reference group which is shown in parentheses)



Another possibility is that the older
respondents do not remember that there
was a time in the last 12 months that they
wanted to access health care and could not.
Research on the recall of health care uti-
lization of older adults has found that the
accuracy of recall of the volume of contacts
with the health care system in the past
12 months decreases with age.9

People who reported that health care
had not been received also reported poorer
health status than the rest of the popula-
tion; with a higher proportion claiming
disability, pain, fair/poor self-rated health,
and two or more chronic conditions.

Perhaps the most noteworthy finding of
our study is that respondents who reported
not receiving health care when it was
required were more likely to have consult-
ed with a general practitioner three or
more times and with a specialist or a phys-
iotherapist at least once during the previ-
ous year. This suggests that the issue may
not be one of accessibility to health care
services; rather, that due to poor health sta-
tus, being diagnosed with a chronic dis-
ease, lack of effective treatments, or other
unknown reasons, certain individuals are
dissatisfied with the quantity, quality, or
timeliness of health care they are receiving.
The possibility of a lack of available treat-
ments is further supported by our findings
on the differential impact of chronic con-
ditions. High blood pressure and diabetes
were the two chronic conditions with the
smallest proportion of individuals who
reported not receiving needed health care.
Both are largely asymptomatic, as opposed
to more poorly understood disorders with
many symptoms and few treatment
options such as fibromyalgia and Crohn’s
disease. Health status is an issue of particu-
lar importance for patients with chronic
conditions, since by definition cure is not
possible.10 Studies of usual medical care
have repeatedly found serious deficiencies
in care for major chronic illnesses; with the
acute symptoms of patients crowding out
the less urgent concerns related to daily liv-
ing of patients with chronic illness.10,11

Another possible explanation for our find-
ings is that it was an issue of timeliness as
opposed to accessibility; waiting lists – par-
ticularly for specialists who are often
required to treat chronic conditions – can
be lengthy.12,13 Waiting times were found
in the earlier study to be the most fre-

quently reported barrier to receiving care.1

Alternatively, it could be an underlying
characteristic that makes individuals prone
to diseases such as fibromyalgia also be
more likely to be demanding of the health
system.

The current study has a number of limi-
tations due to the data source used. The
CCHS relies on self-reported health infor-
mation which raises questions of validity.
The question about whether health care
had not been received in the last
12 months when it was required could
have several interpretations. Some individ-
uals who eventually received care may
answer ‘no’, while others may answer ‘yes’,
as shown in previous reports that the most
often cited reason for answering yes is
timeliness concerns.1 Further, the question
did not discern as to what service was not
received. If the service not received was a
private sector service, such as a dentist, it
does not reflect on the public health sys-
tem.

Another limitation of these surveys is
that they are cross-sectional, which makes
it difficult to differentiate between cause
and effect. There are also issues around
attributions of health care consultation; it
is not possible to determine whether visits
to physicians can be attributed to chronic
conditions, or what kinds of specialists
were consulted.

Differential access across the provinces
of Canada was beyond the scope of this
study but would be an interesting area for

future research. Further research should
also include a more detailed investigation
into the differential impact of chronic con-
ditions on reporting that health care was
not received when needed to determine
whether it represents individual character-
istics or a lack of effective treatments.

CONCLUSIONS

In this study, individuals who reported
that health care was not received when it
was needed were actually more likely to
have utilized health care services and to
have reported more health problems. This
may reflect a perceived failure of the health
care system to meet the needs of certain
individuals in a timely manner. It could be
that this is related to the limitations of an
acute care-focussed health care system to
meet the needs of individuals with chronic
conditions, or the general intractability and
lack of effective treatment for many chron-
ic conditions.
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RÉSUMÉ

Objectifs : Examiner la relation entre, d’une part, les déclarations selon lesquelles des soins de
santé n’ont pas été reçus au moment nécessaire, dans le cadre du système de soins de santé
canadien financé par l’État, et d’autre part, les contacts avec le système de soins de santé, puis
déterminer si certains états chroniques ont des répercussions différentes.

Méthode : Nous avons analysé les résultats de l’Enquête sur la santé dans les collectivités
canadiennes (2000-2001). La proportion des répondants ayant déclaré ne pas avoir reçu des soins
de santé au moment voulu a été déterminée globalement et individuellement – pour les personnes
présentant certaines caractéristiques socio-démographiques, d’état de santé et d’utilisation des
soins de santé – puis stratifiée selon divers états chroniques. Par régression logistique à plusieurs
variables, nous avons ensuite analysé les prédicteurs éventuels du fait de n’avoir par reçu des soins
de santé au moment nécessaire au cours de l’année précédente.

Résultats : Environ 13 % des Canadiens ont déclaré n’avoir pas reçu des soins de santé au moment
où ils le jugeaient nécessaire au cours de l’année précédente. Ces personnes ont déclaré des taux
supérieurs d’utilisation des soins de santé, un moins bon état de santé, elles étaient plus
susceptibles d’avoir des troubles médicaux chroniques (surtout des troubles comme la
fibromyalgie, la maladie de Crohn et la bronchite chronique, pour lesquels il n’existe pas de
traitement efficace) et d’être des femmes, jeunes, de race blanche, relativement plus scolarisées et
à faible revenu.

Conclusion : Les déclarations selon lesquelles des soins de santé n’ont pas été reçus au moment
nécessaire pourraient ne pas être liées à l’accessibilité des soins de santé, mais plutôt au défaut
perçu du système de répondre aux besoins de l’individu.
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Coming Events / Activités à venir
To be assured of publication in the next issue, announcements should be received by July 15, 2004 and valid as of August 31, 2004.
Announcements received after July 15, 2004 will be inserted as time and space permit.
Pour être publiés dans le prochain numéro, les avis doivent parvenir à la rédaction avant le 15 juillet 2004 et être valables à compter
du 31 août 2004. Les avis reçus après le 15 juillet 2004 seront insérés si le temps et l’espace le permettent.

Promoting Resilient Development in Children
Receiving Care
Sponsored by: Child Welfare League of
Canada; Centre of Excellence for Child
Welfare; Centre for Research on Community
Services, University of Ottawa; Ontario
Association of Children’s Aid Societies; Services
to Children and Adults of Prescott-Russell;
Children’s Aid Society of Ottawa.
General theme: Resilience theory and child wel-
fare services
16-19 August 2004 Ottawa, ON
Contact:

www.cwlc.ca/conference

Older People Deserve the Best! Building a Policy
Framework and Innovative Services for Elder
Health & Elder Care
The Registered Nurses Association of Ontario
Centre for Professional Nursing Excellence
22-23 September 2004 Toronto, ON
Contact:

www.RNAO.org

Primary Health Care in Canada
6th Annual Forum
28-29 September 2004 Toronto, ON
Contact:

InSight Information Co.
Tel: 1-888-777-1707
www.insightinfo.com

Staying the Course: Literacy and Health in the
First Decade
Second Canadian Conference on Literacy and
Health
Organized by the National Literacy and Health
Program, Canadian Public Health Association
17-19 October 2004 Ottawa, ON
Contact:

Lynn Chiarelli, Project Coordinator
Tel: 613-725-3769, ext.112
E-mail: literacyandhealth_conf@cpha.ca
www.cpha.ca

The Politics of Health: Whose Reality Counts?
11th Canadian Conference on International
Health
24-27 October 2004 Ottawa, ON
Contact:

CSIH
E-mail: conference@csih.org

Home Care. From Sea to Sea to Sea:
Collaboration, Caregiving, Coordination

14th Annual Conference of the Canadian Home
Care Association
25-26 October 2004 Halifax, NS
Contact:

International Conference Services Ltd.
Tel: 604-681-2153, Fax: 604-681-1049
www.cdnhomecare.on.ca

Integrated Chronic Disease Prevention: Getting It
Together
Chronic Disease Prevention Association of
Canada
6-8 November 2004 Ottawa, ON
Contact:

Tel: 613-747-0262, Fax: 613-745-1846
E-mail: stmartin@taylorandassociates.ca

Controlling the Risk: Science to Combat Global
Infectious Diseases
The Centre for Global Health Research
(CGHR)
9-10 November 2004 Toronto, ON
The CGHR Conference will bring together sci-
entists from around the world to discuss the
causes, consequences and control of major
infectious diseases. Among the topics discussed
will be influenza, SARS, HIV/AIDS, tuberculo-
sis and malaria.
Contact:

E-mail: cghr@smh.toronto.on.ca
www.cghr.org/ID

55th Annual Ontario Public Health Association
(OPHA) Conference
Public Health: The Best Health Investment
Thinking Fast | Thinking Smart | Thinking New
23-24 November 2004 Toronto, ON
Contact:

www.opha.on.ca

CALL FOR ABSTRACTS
ICCHNR 2005: The 3rd International
Conference on Community Health Nursing
Research
New Challenges and Innovations in Community
Health Nursing
30 September - 2 October 2005
Tokyo, Japan
Contact:

www.ics-inc.co.jp/icchnr2005/
E-mail: icchnr2005@ics-inc.co.jp

Deadline for abstracts: January 2005




