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PLEASE NOTE: THE COMMENTS PROVIDED BELOW SHOULD BE READ IN CONJUNCTION WITH THE RESPONSES 

PROVIDED IN THE HEALTH SYSTEMS CHARACTERISTICS SURVEY RESPONSE TOOL. 
 
 

PART I HEALTH CARE FINANCING  

Q22b: What are the main areas of interventions of secondary private health insurance 

(PHI) in your country? 

Under most provincial/territorial laws, private insurers are restricted from offering coverage that 

duplicates that of the publicly funded plans, but they can compete in the supplementary coverage 

market. 

In Canada, most doctors work in independent or group practices, and are not employed by the 

government. Some work in community health centres, hospital-based group practices, primary health 

care teams or are affiliated with hospital out-patient departments. 

As of 2014, 59.3% of general practitioners/family medicine practitioners in Canada report a 

private office/clinic as their main patient care setting. Close to half of general practitioners/family 

medicine practitioners work in group practice (46.1%), while most remaining family practitioners 

work in either solo practice settings (15.0%) or interdisciplinary settings (19.1%) (Source: 2014 

National Physician Survey). 

Primary health care in Canada continues to evolve from solo and small-group family physician 

practices toward a new care model in which doctors (family physicians/general practitioners), nurses, 

dieticians, pharmacists and other health professionals work in teams to provide coordinated care.  

Doctors in private practice are generally paid through fee-for-service schedules that itemize each 

service and pay a fee to the doctor for each service rendered.  These are negotiated between each 

provincial and territorial government and the medical professions in their respective jurisdictions. 

Those in other practice settings, such as clinics, community health centres and group practices, are 

more likely to be paid through an alternative payment scheme, such as salaries or a blended payment 

(e.g., fee-for-service payments plus incentives for providing certain services such as the enhanced 

management of chronic diseases).   

According to the 2013 National Physician Survey, 32.3% of primary care physicians are paid 

under fee-for-service, 45.9% are paid according to a blended system (which combines elements of 

several payment schemes), 6.3% are salaried and 2.5% are on capitation. 

In the Canadian health care system provinces and territories manage delivery of services; 

remuneration practices vary between these jurisdictions. 
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Canada is also seeing the increasing use of nurse practitioners in primary health care delivery. 

Nurse Practitioners are registered nurses with additional education and experience who are able to 

order and interpret diagnostic tests, communicate diagnoses, prescribe pharmaceuticals and perform 

specific procedures. Nurse Practitioners work in a variety of settings such as community health 

centres, clinics, urgent care centres, public health units, long-term care facilities and hospital in-

patient and outpatient units. Nurse Practitioner roles in Canada have demonstrated significant growth 

and improved integration through the development of legislation to support autonomous practice, an 

increase in the number of graduates, and the funding of new spaces at universities 

 

PART II. HEALTH CARE DELIVERY  

 Q24e: How do key purchasers pay these providers?  

 Q24f: If capitation is one component of payment, is it adjusted in any way? 

As of 2014, 59.3% of general practitioners/family medicine practitioners in Canada report a 

private office/clinic as their main patient care setting.   

Approximately half of general practitioners/family medicine practitioners work in group practice 

(46.1%), while most remaining family practitioners work in either solo practice settings (15%) or 

interdisciplinary settings (19.1%) (Source: 2014 National Physician Survey). 

Primary health care in Canada continues to evolve from solo and small-group family physician 

practices toward new care models in which doctors (family physicians/general practitioners), nurses, 

dieticians, pharmacists and other health professionals work in teams to provide coordinated care 

(Source: Canadian Institute for Health Information [CIHI], Health Care in Canada 2010). 

Doctors in private practice are generally paid through fee-for-service schedules that itemize each 

service and pay a fee to the doctor for each service rendered.  These are negotiated between each 

provincial and territorial government and the medical professions in their respective jurisdictions. 

Those in other practice settings, such as clinics, community health centres and group practices, are 

more likely to be paid through an alternative payment scheme, such as salaries or a blended payment 

(e.g., fee-for-service payments plus incentives for providing certain services such as the enhanced 

management of chronic diseases) (Source: Canada’s Health Care System 2009 (http://www.hc-

sc.gc.ca/hcs-sss/index-eng.php). 

According to the 2013 National Physician Survey, 32.9% of primary care physicians are paid 

under fee-for-service, 45.9% are paid according to a blended system (which combines elements of 

several payment schemes), 6.3% are salaried and 2.5% are on capitation. (Source: 2013 National 

Physician Survey) 

 

Q25a: Are outpatient specialists' services provided predominantly in: 

 
Outpatient departments of public hospitals  

Private solo practices  

 

Q25c: Is there a second significant form of service provision? 
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As of 2014, a majority of specialists report a hospital as one of their patient care setting (40.2% 

include academic health sciences centres, 25% include community hospitals, 9.3% include emergency 

departments), while 28.3% report a private office/clinic as one of their patient care settings. Overall, 

67.5% of specialists report working in a hospital-based practice, 16.3% in solo practice, 8.4% in 

group practice, and 7.1% in interprofessional practice (Source: 2014 National Physician Survey). 

According to the 2013 National Physician Survey, 38.4% of specialists are paid under fee-for-

service, 39.8% are paid according to a blended system (which combines elements of several payment 

schemes), 8.7% are salaried and 0.2% are on capitation. (Source: 2013 National Physician Survey) 

Q26: What is the possible status of hospitals delivering acute inpatient care? 

In Canada, most hospitals are public or private not-for-profit entities, although a limited number 

of private, for-profit hospitals do exist in some provinces.  However, patients who go to them for 

insured health services are still covered by their provincial or territorial health insurance plan.  In all 

cases, however, the vast majority of hospital revenues come from a single funder – the 

provincial/territorial department of health. 

Q27: What is the main payment method key purchasers of care use to pay for acute care in 

each relevant category? 

Hospitals are typically funded through the provision of global budgets and provide care without 

formulating prices for services provided.  Provincial and territorial governments generally set hospital 

budgets on a global budget basis (using historical spending levels to set future expenditure forecasts).      

However, some provinces have signalled an interest/commitment to incorporating DRG-based 

funding into the broader funding arrangement (i.e., instituting a blend of global and DRG-based 

payments). 

Q29: Please provide information on the employment status and payment methods of 

physicians supplying primary care services: 

Doctors in private practice are generally paid through fee-for-service schedules that itemize each 

service and pay a fee to the doctor for each service rendered.  These are negotiated between each 

provincial and territorial government and the medical professions in their respective jurisdictions.  

Those in other practice settings, such as clinics, community health centres and group practices, are 

more likely to be paid through an alternative payment scheme, such as salaries or a blended payment 

(e.g., fee-for-service payments plus incentives for providing certain services such as the enhanced 

management of chronic diseases. 

According to the 2013 National Physician Survey, 32.3% of primary care physicians are paid 

under fee-for-service, 45.9% are paid according to a blended system (which combines elements of 

several payment schemes), 6.3% are salaried and 2.5% are on capitation). 

In 2013-14, altenative clinical payments to physicians totalled 29% of total clinical payments. 

(Alternative clinical payments are payments to physicians other than fee-for-service payments, such 

as salary and capitation.) Source:  Canadian Institute for Health Information, National Physician 

Database data release 2013-14. 

Q36: Are patients required or encouraged to register with a primary care physician or 

practice (i.e., required/encouraged to consult this primary care provider in case of need)? 

Patients obtaining services from a solo-practice primary health care provider are not generally 

obliged to register. However, patients who choose to receive services from a primary health care 
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network or interdisciplinary group practice are almost always obliged to register.  Moreover, if a 

patient enrolled with a group practice decides to receive services from a physician or provider not 

belonging to the group practice, he/she may be removed from the group roster.  This is largely due to 

various payment schemes that are associated with group practices. 

Q37: Do primary care physicians control access to specialist care? 

Only specialist care services that are medically necessary and covered under the Canada Health 

Act require a referral from a primary care physician.  Medical care from some specialties (such as 

Psychology, Occupational Therapy, and Physiotherapy) are covered by the public insurance system 

and require referrals in certain settings (e.g., hospital, primary health care team).  Elective specialist 

care (e.g., cosmetic surgery) is not covered under the Canada Health Act and a referral is not required. 

Q37: Do primary care physicians control access to specialist care? 

Only specialist care services that are medically necessary and covered under the Canada Health 

Act require a referral from a primary care physician.  Medical care from some specialties (such as 

Psychology, Occupational Therapy, and Physiotherapy) are covered by the public insurance system 

and require referrals in certain settings (e.g., hospital, primary health care team).  Elective specialist 

care (e.g., cosmetic surgery) is not covered under the Canada Health Act and a referral is not required. 

Q38.a. Are patients generally free to choose a primary care practice for primary care 

services? 

Patients are generally free to choose a primary care physician of their choice within their 

province/territory, as long as the physician’s practice is open to new patients.  In 2010, 17% of 

physicians reported that their practice was completely closed to new patients, while 41% reported that 

their practice was partially closed (Source: 2010 National Physician Survey). 

Q40a: Are patients usually free to choose hospitals for inpatient care? 

Patients must be seen within their province/territory of residence in most cases, but if province 

agrees to fund services elsewhere (for example, as the result of a service not being available in home 

jurisdiction, long waits, or geographic needs), patients can receive care in another province or, in 

limited cases, in another country with no impact on their level of public coverage. 

Generally, patients choose or are admitted to a hospital within their province of residence, and at 

hospitals where their physician has privileges. However, they can choose or be admitted to any 

hospital outside of their province of residence in case of an emergency. Provinces have an obligation 

to accept out-of-province emergency patients. 

Q40b: Can patients choose their individual doctor within the hospital? 

Yes, but in practice, the choice is usually made by the referring physicians.   

Patients must be seen within their province/territory of residence in most cases, but if province 

agrees to fund services elsewhere (for example, as the result of a service not being available in home 

jurisdiction, long waits, or geographic needs), patients can receive care in another province or, in 

limited cases, in another country with no impact on their level of public coverage. 

Q49c. Have any major changes in nursing student intake occurred during the past 4 years? 

No major change in trends.  
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Note: In Canada, there are four categories of nurses, each with distinct education and 

competency requirements – Nurse Practitioners (NP), Registered Nurses (RNs), Licensed Practical 

Nurses (LPNs) and Registered Psychiatric Nurses (RPNs) 

Q55: How are prices paid to hospitals by key purchasers established for acute inpatient 

services? 

Hospitals are typically funded through the provision of global budgets and provide care without 

formulating prices for services provided.  Provincial and territorial governments generally set hospital 

budgets on a global budget basis (using historical spending levels to set future expenditure forecasts). 

However, some provinces have signalled an interest/commitment to incorporating DRG-based 

funding into the broader funding arrangement (i.e., instituting a blend of global and DRG-based 

payments). 

 

Q62c: Do HTAs normally take into account affordability or budget impact of the use of the 

health technology? 

HTAs for non-drug health technologies, such as medical devices, are performed at a variety of 

levels in Canada. There is an independent, national HTA producer (the Canadian Agency for Drugs 

and Technologies in Health); several provincial HTA producers (in Ontario, Quebec, Alberta); and 

numerous HTA units across the country that operate directly within hospitals. 

Reviews of drugs in Canada are not typically referred to as HTAs; however, the equivalent of 

pharmaceutical HTAs are done primarily by the Canadian Agency for Drugs and Technologies in 

Health, via its Common Drug Review. They review new non-hospital drugs (except for cancer drugs), 

and new indications for existing drugs. One province, Quebec, has its own similar process, the Institut 

national d’excellence en santé et en services sociaux. Cancer drugs are reviewed by another similar 

body, the pan-Canadian 

Oncology Drug Review. Lastly, hospital drugs are assessed by Pharmacy and Therapeutics 

committees, which may exist at the provincial level, health authority level, or hospital level, 

depending on the province. 

PART III.  

Q65. Is there national legislation on health care quality in your country? 

Provincial and territorial governments hold primary responsibility for the design, delivery and 

management of health care systems in their jurisdictions. This includes ensuring the quality of these 

services.   

While the federal government is not directly involved in this matter, the Canada Health Act does 

provide overarching national principles that guide provincial and territorial governments in the design, 

delivery and funding of medically necessary hospital and physician services in their jurisdictions. 

Criteria that must be followed include that there must be: 

· public administration: each provincial health care insurance plan must be administered on a 

non-profit basis by a public authority, which is accountable to the provincial government for its 

financial transactions; 

· comprehensiveness: the health care insurance plan of a province must insure all services that 

are “medically necessary” although the Act does not mention the quantity of services to be provided 
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or give a detailed list of what services will be insured; provincial governments can define these. The 

range of insured services may vary among provinces and from one year to the next; 

· universality: all residents in the province have access to public health care insurance and 

insured services on uniform terms and conditions.  

· portability: provinces must cover insured health services provided to their citizens while 

they are temporarily absent from their province of residence or from Canada; and 

· accessibility: insured persons must have reasonable and uniform access to insured health 

services, free of financial or other barriers. No one may be discriminated against on the basis of such 

factors as income, age, and health status. 

 

Q66: Is there an organisation with responsibility for national policy on health care quality 

in your country? 

As noted above, ensuring the quality of health care is a provincial and territorial government 

responsibility.   Given the dynamic nature of health care systems, a wide array of health professionals, 

providers, researchers, agencies and policy makers are also involved. While the federal government 

does not have a direct role, it helps provinces and territories in their efforts to improve the quality of 

care through federal transfers of funds (most notably through the Canada Health Transfer), and 

through support for research and pan-Canadian health care organizations whose mandates contribute 

to improving specific aspects of quality of care (for example, the Canadian Patient Safety Institute, the 

Canadian Institute for Health Information). 

 

Q67: Are there national standards for health care quality in your country? 

While Accreditation Canada collects data on the facilities it accredits as part of its accreditation 

process, this information is not comprehensive or publicly available. National level metrics are not 

available. 

Q69: How is compliance with these standards  assessed in your country? 

Accreditation Canada is a non-profit, independent organization that provides health care 

organizations with an external peer review process to assess and improve services they provide to 

their patients. The majority of health care institutions in Canada are accredited and monitored through 

Accreditation Canada although the practice is largely voluntary. However, in practice, all teaching 

hospitals are required by the medical education bodies to be accredited and some provincial 

governments require mandatory accreditation for all facilities. 

Q70: Is there a set of national metrics available to monitor compliance with the standards 

in your country? 

While Accreditation Canada collects data on the facilities it accredits as part of its accreditation 

process, this information is not comprehensive or publicly available. National level metrics are not 

available. 
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Q73: Is there a formal role (e.g. participation in decision-making bodies) for citizen or 

patient representatives in the following areas? 

It is not possible to respond definitively yes or no to most of the questions above, since health 

care in Canada involves different levels of government and the delivery of health care is primarily the 

responsibility of provincial and territorial governments. As such, there are cross-country variations in 

the involvement of citizen or patient representatives as part of decision-making processes. While 

some provinces have sought to include citizens in local health councils or in processes to seek input 

on health reform options, in general Canadian policy makers are at any early stage in the design of 

mechanisms for the public to contribute to the above coverage and policy decision areas. In addition, 

while formal roles are not established but on an individual basis, some organizations and institutions 

have patient or public representatives on Boards or involved in advisory capacities. 

Licensing of pharmaceuticals: Licensing of pharmaceuticals: Related to the licensing of 

pharmaceuticals, within Health Canada, there are a number of fora in which citizen or patient 

representatives can be involved.  For instance, within the  

Health Products and Food Branch (HPFB) there is the Patient and Consumer Pool external 

advisory body that provides advice to the Office of Consumer and Public Involvement.  It is an 

outreach mechanism to access a wide variety of patient and consumers for its consultation activities.  

Further, there is a Scientific  

Advisory Committee on Respiratory and Allergy Therapies, a Scientific Advisory Committee on 

Oncology Therapies, an Expert Advisory Committee Blood Regulation, an Expert Advisory 

Committee on Cells, Tissues and Organs, Expert Advisory Committee on the Vigilance of Health 

Products and the National Health Products Program Advisory Committee that all have consumer and 

patient end users that can provide advice related to drugs.  Other mechanisms at HPFB to obtain 

advice from citizen and patient groups include seeking input through public forums, public and town 

hall meetings, expert advisory committees and workshops. 

Coverage or reimbursement: Generally, this is a provincial and territorial responsibility. Health 

Technology Assessment: As part of the HTA process CADTH does have a formal process for patient 

input and this is part of the evidence consider for a listing recommendation. As these 

recommendations guide public plan listing – patient input is consider. Decisions related to service 

planning (if relevant): Generally, this is a provincial and territorial responsibility. Definitions of public 

health objectives: The Public Health Agency of Canada (PHAC) has a number of external advisory 

bodies that provide advice to further public health objectives.  The Arthritis Surveillance Advisory 

Committee advises PHAC on the development, use, and evaluation of high quality, timely arthritis 

surveillance information, which is used to guide and evaluate decisions about arthritis policies, 

programs, services, education and research. The Ministerial Advisory Council to Address HIV/AIDs in 

Canada provides evidence based strategic policy advice to the Minister of Health on the Federal 

Initiative to Address HIV/AIDS in Canada.  This includes advice responsive to identified ministerial 

priorities, key issues related to the implementation of the Federal Initiative, and on current and 

emerging issues in HIV/AIDS related to the needs and vulnerabilities of key populations at risk. 


