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Introduction
This chapter provides updates for estimates published in the 1998
edition of Patterns of Health Care in Ontario: Arthritis and Related
Conditions of regional variation in availability of medical and
health specialists that most commonly provide arthritis-related
clinical services to people in Ontario. Based on data for the period
of 2000 to 2002, the main focus is to highlight the variation in
numbers of available practitioners in regions across Ontario, including
rheumatologists, orthopaedic surgeons, general practitioners,
chiropractors, physiotherapists, occupational therapists, and
therapists of the Arthritis Society Consultation and Rehabilitation
Services and to determine levels of service delivery. In addition,
highlights of practice patterns obtained from recent surveys of
rheumatologists and orthopaedic surgeons are featured.

Key Messages
• The general level of services for people with arthritis
has remained fairly static since 1997. As the number
of people with arthritis increases, this translates
into declining levels of service per individual, and
likely has implications for health care providers’
ability to provide adequate care.

• There was considerable regional disparity in distribution of arthritis-related services and providers.
Low provision was not limited to northern regions,
and was also observed in areas of southern Ontario.

• Regions with the lowest level of rheumatology
service provision had the longest waiting times
for non-urgent cases, suggesting that disparities
in service provision adversely affect care. Across
the province, waiting times for likely inflammatory
arthritis patients were shorter and less variable,
suggesting that, given an adequate referral process,
they have priority access to appropriate care. A
noted exception is the northern regions, where
waiting times are significantly longer than the
provincial average.

• Ontario’s orthopaedic surgeons dedicate only 35%
of their time to surgery, compared to the 62%
recommended for US orthopaedic surgeons.1 This
points to the role of this specialty in the non-surgical
management of arthritis and related conditions and
to barriers imposed by limited access to operating
room time, joint prostheses and other resources.

Background
Approximately three million people in Canada report having arthritis.
Over one hundred forms of arthritis, varying from mild and selflimiting disease to chronic conditions, cause significant disability.2-4
Depending on the type and severity of the arthritis, appropriate care
ranges from a single visit to a health care professional, such as a
primary care physician (general practitioner or family doctor), to
long-term management by a multidisciplinary team, including
physiotherapists, occupational therapists, chiropractors and physician
specialists, such as orthopaedic surgeons and rheumatologists.5
Individuals with arthritis who do seek traditional medical care will
generally see a primary care physician.6 Primary care physicians play
a central role in establishing early diagnosis and coordinating the
ongoing management and monitoring of arthritis.7 A primary care
physician will generally manage the medical care of patients with
non-joint related rheumatism, most osteoarthritis and uncomplicated
inflammatory arthritis.5 However, some of these individuals will
require a referral to a specialist.
It is generally recommended that the management of rheumatoid
arthritis and other arthritis conditions with potential for serious
consequences should involve a rheumatologist.8-11 Some individuals
will make a single visit to a rheumatologist for diagnosis, with the
remaining care managed by other health care professionals, while
others will be co-managed by rheumatologists throughout the course
of their disease.
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When all attempts at non-surgical management have failed to
adequately prevent joint pain or disability, orthopaedic surgery
is effective in reducing pain and restoring function. In Canada,
orthopaedic surgeons also play a relatively large role in the
non-surgical management of their patients.12 Details on arthritisrelevant orthopaedic procedures are provided in Chapter 6.
Physiotherapy and occupational therapy play a central role in the
care of arthritis patients with functional limitations in areas such
as pain management, energy conservation, joint protection,
muscle strengthening and the use of assistive devices.13-17
Rehabilitation is important to restore function following certain
orthopaedic surgeries, such as knee replacement and hip
replacement.
Services received by individuals with arthritis will, in part, be
driven by availability in their locality. The 1998 edition of this
research atlas, drawing on data from 1997, provided information
on the geographical distribution of arthritis-relevant health care
professionals, demonstrating considerable area variation in the
provision of such services across Ontario.18 In this edition, figures
have been updated with data from 2000 to 2002 and comparisons
with provision in 1997 are made where possible.
To establish estimates of regional variation of arthritis-related
services in Ontario, various indicators were used.

Key measures
• Number of active practitioners in each discipline and
geographic distribution of practitioners
• Ratio of practitioners to regional populations (per 100,000)
• Number of half-day rheumatology clinics per week (per 100,000
population) and geographic distribution
• Number of half-day orthopaedic clinics per week (per 100,000
population) and geographic distribution
• Number of half-days surgery per week (per 100,000 population)
and geographic distribution
• Wait times for new non-urgent patients and new likely
inflammatory patients
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Findings and Discussion
Geographic variation
Rheumatology services
3.1

Availability of rheumatology services per 100,000 population by District Health Council, in Ontario, 2000

A total of 158 physicians in Ontario in
2000 were identified as having received
rheumatology training and having a
practice of rheumatology care. All of
these physicians completed the
questionnaire section on practice
patterns and 83% completed the
section on service barriers.
On average, approximately 9 half-day
rheumatology clinics per week per
100,000 population were reported in
Ontario. The level of provision varied
considerably by District Health Council
(DHC) (extremal quotient=31.6),
ranging from 0.5 in Northern Shores to
15.8 half-day clinics per week per 100,000
population in Hamilton (see also Exhibit
3.2). The North Ministry of Health and
Long-Term Care (MOHLTC) planning
region had the lowest rate of provision
with fewer than 3 half-day clinics per
week per 100,000 while Toronto had
the highest at approximately 15 halfday clinics per week per 100,000.

Half-day
Rheumatology
Clinics per Week
per 100,000

Change in Half-day
Rheumatology
Clinics per Week
per 100,000
Since 1997

Average
Wait Time for
New Non-urgent
Patients
(wks)

Algoma-Cochrane
Manitoulin-Sudbury

3.6

-1.3

22.6

10.7

Northern Shores

0.5

0.2

19.3

19.3

Northwestern Ontario

4.3

0.2

56.0

19.0

3.0

*

29.5

14.3

Essex-Kent-Lambton

8.1

3.0

9.0

1.8

Grey-Bruce-Huron-Perth

0.7

0.7

12.0

4.0

Thames Valley

8.3

Health Planning
Regions &
District Health
Councils

Average
Wait Time for
New Likely
Inflammatory
Arthritis Patients (wks)

North

South West

0.7

16.6

3.4

6.8

*

12.6

2.9

Halton-Peel

7.3

-0.6

9.2

2.1

Waterloo RegionWellington-Dufferin

4.6

-0.2

10.4

1.6

6.4

*

9.5

2.0

Central West

Central South

While there has been no change in the
overall level of rheumatology care
provision since 1997, differences have
been noted within the DHCs. The
largest increase (3 half-day clinics per
week per 100,000) was observed in
Essex-Kent-Lambton. Among the DHCs
in northern Ontario, which had some
of the lowest levels of rheumatology
services, provision increased by 0.2 halfday clinics per week per 100,000
population in 2 of the DHCs (Northern
Shores and Northwestern Ontario) and
fell by more than 1 half-day clinic per
week per 100,000 population in
Algoma-Cochrane-Manitoulin-Sudbury.

1.4

-1.8

4.7

2.7

15.8

-2.4

19.0

6.3

6.4

0.0

8.0

2.9

9.4

*

9.2

3.5

15.1

0.4

5.9

2.3

Simcoe-York

6.2

2.4

11.3

2.8

Durham-HaliburtonKawartha-Pine Ridge

8.3

-0.4

11.5

2.8

7.1

*

11.5

2.8

11.1

-3.3

8.8

3.6

6.5

2.6

9.1

2.4

9.6

*

8.8

3.3

8.9

0.0

10.1

3.5

Grand River
Hamilton
Niagara

Toronto

Central East

East

The estimated time a patient waited for a
new consultation with a rheumatologist
was stratified by type of patient.
Non-urgent arthritis patients waited an
average of 10 weeks for an initial
rheumatology consultation, while
patients with likely inflammatory
arthritis waited less than 4 weeks.

Champlain
Southeastern Ontario

Ontario

Total

* Due to changes in health planning regions since 1997, direct comparisons cannot be made.

Data source: Arthritis Community Research and Evaluation Unit (ACREU) Ontario Survey of Rheumatologists
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3

Availability of rheumatology services half-days/week per 100,000 population by District Health Council, in Ontario, 2000
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Availability of rheumatology services
half-days/week per 100,000 population
by District Health Council, in Ontario, 2000
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(Ontario rate = 8.9/100,000 persons)
Rate per
100,000
population

≥ 11.6

Number of
DHCs
in each
category

Comparative
ratio

(2)

9.8 to < 11.6

1.10 to < 1.30

(1)

8.0 to < 9.8

0.90 to < 1.10

(3)

6.7 to < 8.0

0.75 to < 0.90

(1)

< 6.7

< 0.75
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Kincardine
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9

District Health Councils
1 Algoma-Cochrane-Manitoulin-Sudbury
2 Champlain
3 Durham-Haliburton-Kawartha-Pine Ridge

Hamilton
Niagara Falls

Simcoe

4 Essex-Kent-Lambton
5 Grand River
6 Grey-Bruce-Huron-Perth

4

Windsor

Perth

Lindsay

Barrie

16

London

Ottawa

2

Goderich

Chatham

a
Gravenhurst

Pembroke

6
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Ontario

10
Parry
Sound

(9)
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G
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Sudbury
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10 Northern Shores
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13 Southeastern Ontario
14 Thames Valley

Data source: Arthritis Community Research and Evaluation Unit (ACREU) Ontario Survey of Rheumatologists

15 Toronto
16 Waterloo Region-Wellington-Dufferin
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3.3

Average wait time (weeks) for rheumatology services for new non-urgent patients by District Health Council, in Ontario, 2000

As with service availability, wait time varied
considerably across the DHCs for non-urgent
arthritis patients (extremal quotient=11.9).
By health planning region, Toronto had the
shortest wait times and the North had the
longest wait times, at more than double the
provincial average.

©Institute for Clinical Evaluative Sciences

Data source: Arthritis Community Research and Evaluation Unit (ACREU) Ontario Survey of Rheumatologists

46

Availability of Services

3.4

Average wait time (weeks) for rheumatology services for new likely inflammatory arthritis patients by District Health Council,
in Ontario, 2000
Wait time varied considerably for new likely
inflammatory arthritis patients (extremal
quotient=12.1).
By health planning region, Toronto had the
shortest wait times and the North had the
longest wait times, at more than twice the
provincial average.

©Institute for Clinical Evaluative Sciences

Data source: Arthritis Community Research and Evaluation Unit (ACREU) Ontario Survey of Rheumatologists
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3.5

Relationship between rheumatology half-day clinics per week per 100,000 population and wait time for
new non-urgent patients and likely inflammatory arthritis patients by Health Planning Region, in Ontario, 2000

At the regional level, there was an inverse relationship between the level of rheumatology
service provision and wait times for non-urgent arthritis patients. For example, regions
with the lowest rheumatology care provision tended to have the longest wait times and
regions with the highest provision tended to have the shortest wait times.

©Institute for Clinical Evaluative Sciences
Data source: Arthritis Community Research and Evaluation Unit (ACREU) Ontario Survey of Rheumatologists
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Geographic variation
Orthopaedic services
3.6

Availability of orthopaedic services per 100,000 population by District Health Council, in Ontario, 2000

Of the 357 orthopaedic surgeons
identified in Ontario in 2000, 337
(94%) responded to the survey, of
which 315 (93%) reported having at
least some arthritis patients.
Overall, approximately 14 half-days of
office time and 8 half-days of surgery
time were provided in Ontario per week
per 100,000 population by surgeons with
some arthritis patients in their practice.
The level of orthopaedic service
provision fell by just over 2 half-days
per week per 100,000 population
(approximately 200 half-days per week
across Ontario), between 1997 and
2000. Decreases in service provision
were seen in 11 of the 16 DHCs. A
notable exception was Northwestern
Ontario, which experienced a 40%
rise in the number of office/surgery
half-days, likely related to recent
surgeon recruitments to this region.
There was considerable variation among
DHCs in the provision of orthopaedic
services, in terms of half-days of office
time (extremal quotient=2.6) (see map in
Exhibit 3.7) and surgery time (extremal
quotient=3.6) (see map in Exhibit 3.8).
Simcoe-York had the lowest level of
orthopaedic office and surgery provision,
while Hamilton had the highest rate of
orthopaedic office provision and Thames
Valley had the highest rate of surgery
provision. The number of office time
half-days varied by health planning
region, from approximately 9 (Central
East region) to over 18 (Toronto) per
week per 100,000 population. The
number of surgery half-days varied from
4 (Central East region) to more than 10
(Toronto) per week per 100,000 population. As expected, health planning
regions with a high number of office
half-days tended to also have high
numbers of surgery half-days. Total
orthopaedic half-days (office and surgery)
ranged from 13.5 (Central East region) to
28.8 (Toronto) (See map in Exhibit 3.9).

Office

Surgery

Office and
Surgery

Half-days
of Office
and Surgery Time
per Week
per Surgeon

13.7

8.1

21.9

8.3

Half-days per Week per
100,000 Population

Health Planning
Regions &
District Health
Councils

Change in
Half-days of Office
and Surgery Time
per Week per 100,000
Since 1997

-5.2

North
Algoma-Cochrane
Manitoulin-Sudbury
Northern Shores
Northwestern Ontario

9.0

4.4

13.4

9.8

-0.3

18.7

10.7

29.4

9.2

11.4

13.9

7.9

21.9

8.8

*

-1.7

South West
Essex-Kent-Lambton

10.3

7.6

17.9

8.6

Grey-Bruce-Huron-Perth

12.5

8.3

20.9

7.8

4.2

Thames Valley

16.9

13.1

30.0

7.8

-4.5

13.3

9.9

23.2

8.2

*

Halton-Peel

11.8

4.9

16.7

8.3

1.5

Waterloo RegionWellington-Dufferin

12.8

5.4

18.2

9.0

3.3

12.1

5.1

17.3

8.5

*

Central West

Central South

8.4

4.3

12.7

10.0

-4.5

Hamilton

20.2

12.8

33.0

8.2

-2.2

Niagara

17.8

7.6

25.4

8.3

-5.6

16.9

9.2

26.1

8.4

*

18.2

10.6

28.8

7.8

-4.2

7.9

3.6

11.5

8.6

-4.0

11.2

4.6

15.9

7.6

0.5

9.4

4.1

13.5

8.1

*

Champlain

16.0

7.3

23.3

7.6

-4.9

Southeastern Ontario

15.2

9.6

24.8

9.5

-5.7

15.8

8.0

23.8

8.2

*

14.2

7.8

22.0

8.2

-2.3

Grand River

Toronto

Central East
Simcoe-York
Durham-HaliburtonKawartha-Pine Ridge

East

Ontario

Total

* Due to changes in health planning regions since 1997, direct comparisons cannot be made.

Data source: Arthritis Community Research and Evaluation Unit (ACREU) Ontario Survey of Orthopaedic Surgeons
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3.7

Availability of orthopaedic services office half-days/week per 100,000 population by District Health Council, in Ontario, 2000

©Institute for Clinical Evaluative Sciences

Data source: Arthritis Community Research and Evaluation Unit (ACREU) Ontario Survey of Orthopaedic Surgeons
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3.8

Availability of orthopaedic services surgery half-days/week per 100,000 population by District Health Council, in Ontario, 2000

©Institute for Clinical Evaluative Sciences

Data source: Arthritis Community Research and Evaluation Unit (ACREU) Ontario Survey of Orthopaedic Surgeons
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3.9

Availability of orthopaedic services office and surgery half-days/week per 100,000 population by District Health Council,
in Ontario, 2000

©Institute for Clinical Evaluative Sciences

Data source: Arthritis Community Research and Evaluation Unit (ACREU) Ontario Survey of Orthopaedic Surgeons
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Geographic variation
Allied health services
3.10

Availability of allied health professionals per 100,000 population by District Health Council, in Ontario, 2002

Health Planning
Regions &
District Health
Councils

General
Practitioners

Physiotherapists

Occupational
Therapists

Arthritis
Rehabilitation
and Education
Program
Therapists (FTE)

Arthritis
Rehabilitation
and Education
Program
Clients

Chiropractors

North
Algoma-Cochrane
Manitoulin-Sudbury

81.3

36.9

17.7

16.7

Northern Shores

96.0

34.5

18.8

19.8

87.6

41.2

27.4

86.7

37.5

20.7

Northwestern Ontario

16.5
0.7

17.4

175.8

South West
Essex-Kent-Lambton

55.8

29.7

16.8

19.3

Grey-Bruce-Huron-Perth

77.7

36.6

17.6

25.1

Thames Valley

83.7

39.3

36.0

71.0

34.8

24.5

Halton-Peel

68.5

35.7

13.2

Waterloo RegionWellington-Dufferin

68.0

37.3

18.0

68.3

36.2

14.8

17.5
0.4

19.7

145.5

Central West

22.1*
22.4
0.3

69.1

22.2*

Central South
Grand River

62.0

30.0

11.4

11.8

Hamilton

84.9

41.5

35.8

16.5

Niagara

63.9

35.1

22.7

24.8

72.6

36.8

26.1

18.6

105.8

36.7

32.8

Simcoe-York

70.1

49.2

11.6

22.3*

Durham-HaliburtonKawartha-Pine Ridge

67.3

28.4

17.0

20.6

69.0

40.6

13.8

21.6*

Champlain

96.7

49.4

24.3

Southeastern Ontario

98.1

45.6

21.1

97.2

48.2

23.3

0.6

124.9

14.1

82.5

38.6

22.5

0.3

91.8

91.7

Toronto

0.2

21.0

62.4

Central East

East

Ontario

Total

14.1

* As only combined data were provided for Halton-Peel and Simcoe-York, availability has been estimated for these DHCs on a per capita basis.
Data source: See Table 3.1 in Appendix 3.A.

©Institute for Clinical Evaluative Sciences
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3.11

A comparison of arthritis-related health care professionals and services per 100,000 population in the 1998 and
2004 ICES research atlases on arthritis and related conditions

©Institute for Clinical Evaluative Sciences

Data source: See Table 3.1 in Appendix 3.A.
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3.12

3

Availability of general practitioners per 100,000 population by District Health Council, in Ontario, 2002
In 2002, there were approximately 80 GPs/FDs
(general practitioners/family doctors) per
100,000 population in Ontario, and this varied
moderately by DHC (extremal quotient=1.9)
(see also Exhibit 3.10). By health planning
region, the number of GPs/FDs ranged from
approximately 69 per 100,000 (Central East
and Central West) to over 100 per 100,000
(Toronto).
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by District Health Council, in Ontario, 2002
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13 Southeastern Ontario
14 Thames Valley

Data sources: Ontario Health Insurance Plan (OHIP); Corporate Provider Database

15 Toronto
16 Waterloo Region-Wellington-Dufferin
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3.13

Availability of physiotherapists per 100,000 population by District Health Council, in Ontario, 2002
In 2002, there were approximately 39 physiotherapists
per 100,000 population in Ontario with a practice
area potentially relevant to arthritis (Exhibit 3.10).
This represents an increase of approximately
4 physiotherapists per 100,000 population since 1997
(Exhibit 3.11). Compared to variation in provision
of other arthritis-related health care services,
variation in the number of physiotherapists across
the DHCs of Ontario was moderate (extremal
quotient=1.7) (Exhibit 3.10). By health planning
region, the number of physiotherapists ranged
from approximately 35 (South West) to 48 (East)
per 100,000 population.

©Institute for Clinical Evaluative Sciences

Data source: College of Physiotherapists of Ontario Database on Employment Information
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3.14

Availability of occupational therapists per 100,000 population by District Health Council, in Ontario, 2002
In 2002, there were approximately
22 occupational therapists per 100,000
population in Ontario (see Exhibit 3.10),
varying considerably by DHC (extremal
quotient=3.2) from 11 per 100,000 in Grand
River to 36 per 100,000 in Thames Valley and
Hamilton. Overall, the Central East health
planning region had the lowest provision at
approximately 14 occupational therapists per
100,000 and Toronto had the highest at 33
therapists per 100,000. Unlike
physiotherapists, the number of occupational
therapists per capita did not increase
between 1997 and 2000 (Exhibit 3.11).

©Institute for Clinical Evaluative Sciences

Data source: College of Occupational Therapists of Ontario Database Mailing List
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3.15

Availability of chiropractors per 100,000 population by District Health Council, in Ontario, 2002
In 2002, there were fewer than 20
chiropractors per 100,000 population in
Ontario (see Exhibit 3.10). The number of
chiropractors per capita varied moderately
across the DHCs of Ontario (extremal
quotient=2.1). By health planning region,
the number of chiropractors ranged from 14
(East) to more than 20 (Central East, Central
West and Toronto) per 100,000 population.
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Availability of chiropractors
per 100,000 population
by District Health Council, in Ontario, 2002
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0.75 to < 0.90

(3)

< 0.75

(3)*

Ottawa

2

Y
BA

LAKE HURON

Haliburton

13

3
12
Owen
Sound
Kincardine

Perth

Orangeville

Belleville Napanee
Kingston
Oshawa
Markham

Brampton

Cobourg

Picton

15

Guelph

7

Toronto

Kitchener

LAKE ONTARIO

Burlington

8

St. Catharines

Brantford

14

5

9

District Health Councils
1 Algoma-Cochrane-Manitoulin-Sudbury
2 Champlain
3 Durham-Haliburton-Kawartha-Pine Ridge

Hamilton

Woodstock

Sarnia

Cornwall

Peterborough

Stratford

London

Brockville

Lindsay

Barrie

Goderich

Niagara Falls

Simcoe

4 Essex-Kent-Lambton
5 Grand River
6 Grey-Bruce-Huron-Perth

4

Windsor

a
Gravenhurst

Hawkesbury

16

Chatham

10

Pembroke

6

Southern
Ontario

North
Bay

Parry
Sound

N
IA
RG
EO
G

< 14.8

Sudbury

Sault Ste. Marie

Manitoulin
Island

≥ 1.30

≥ 25.6

New
Liskeard

7 Halton-Peel

St. Thomas

8 Hamilton

IE
ER
E
K
LA

©Institute for Clinical Evaluative Sciences

9 Niagara
10 Northern Shores

* One rate was calculated for Southeastern
Ontario and Champlain DHCs.
**One rate was calculated for Halton-Peel and
Simcoe-York DHCs. Dashed boundary indicates
where joined.

11 Northwestern Ontario
12 Simcoe-York
13 Southeastern Ontario
14 Thames Valley
15 Toronto

Data source: Ontario Chiropractors Association

16 Waterloo Region-Wellington-Dufferin
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Arthritis rehabilitation and
education program
The Arthritis Society provides consultation and rehabilitation therapy,
which includes physiotherapy and occupational therapy, for people
with arthritis. The number of full-time equivalent therapists per
100,000 population in Ontario in 2002 was 0.3, slightly less than
the 0.4 full-time equivalents available in 1997 (see Exhibit 3.10).
The number of clients served, however, has nearly doubled in number
since 1997.

Service levels
Between 1997 and 2000, there has been little change in Ontario in
the per capita provision of rheumatological or orthopaedic services,
or in the number of arthritis-relevant health care professionals, with
one exception, which is reflected in a 10% increase in the per capita
number of physiotherapists. The observed increase in physiotherapists
between 1997 and 2000 could be attributed to an increase in the
overall number of physiotherapists or an increase in the number of
physiotherapists working in areas related to arthritis. As the
number of Canadians with arthritis rises, the static nature of
arthritis-related health care is likely to have implications for access
to health care by those with arthritis or related conditions. 21,22

3.16

Ranking of service rates by Health Planning Region in Ontario, 2000 to 2002

Health
Planning
Regions

Half-day
Rheumatology
Clinics
per Week
per 100,000
Population

Average
Rheumatology
Wait Time for
New
Non-urgent
Patients
(wks)

Average
Rheumatology
Wait Time for
New Likely
Inflammatory
Arthritis
Patients
(wks)

North

7

7

7

4

South West

5

6

4

Central West

6

4

Central South

3

Toronto

1

Central East
East

Orthopaedic Orthopaedic
Office
Surgery
Half-days
Half-days
per Week
per Week
per 100,000 per 100,000
Population
Population

General
Practitioner
per
100,000
Population

Physiotherapist
per 100,000
Population

5

3

3

5

6

5

2

5

7

3

4

1

6

6

7

6

6

1

3

6

2

3

4

4

2

5

1

2

1

1

1

5

1

3

4

5

3

7

7

6

2

7

2

2

2

5

3

4

2

1

4

7

1 (best) = highest provision or
shortest wait time

1 2 3 4 5 6 7

Occupational
Therapist
Chiropractor
per 100,000
per 100,000
Population
Population

7 (worst) = lowest provision or
longest wait time

Ranking

Overall, the Toronto region had the highest levels of arthritis-related health care service and personnel. As Toronto also provides the most tertiary
arthritis services in the province, it is also serving people living in areas outside of Toronto. The North, followed by the Central East and Central
West regions, had the lowest levels of arthritis-related health care services and personnel. It is noteworthy that the geographical variation
observed was not accounted for solely by low service provision in northern regions of Ontario.
©Institute for Clinical Evaluative Sciences
Data source: See Table 3.1 in Appendix 3.A.
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3.17

Percentage deviation from provincial average in provision of arthritis-related services by Health Planning Region
in Ontario, 2000

The greatest geographical variation in
provision was seen for rheumatology
and occupational therapy services,
suggesting barriers to access in certain
geographical regions. The observed
inverse relationship between
rheumatology service provision and
wait time for non-urgent arthritis
patients suggests that the level of
services provided is not necessarily in
accord with the level of demand and
that low service provision does have
adverse effects on access to care.
Interestingly, the wait times for likely
inflammatory arthritis patients were
considerably shorter, and varied less
by region, than that for non-urgent
arthritis patients, suggesting that, in
general, the referral and triage
systems work fairly well for urgent
cases. However, the rheumatology
wait times in the North Health
Planning Region were much longer
for all types of patients, indicating
that accommodation of urgent
rheumatology patients in this region
is problematic.
Findings in this chapter correspond
with those in Chapter 4 (Primary and
Specialist Care), which observed the
lowest utilization of rheumatology
services in the North Health Planning
Region, in keeping with low
availability of rheumatologists in that
region. The North region also had
the highest rates of rheumatoid
arthritis (RA) seen only by a primary
care physician (>60% of RA patients),
a finding that strongly suggests
inadequate rheumatological care
in that region.

©Institute for Clinical Evaluative Sciences
Data source: See Table 3.1 in Appendix 3.A.
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Barriers to provision of adequate
arthritis-related care

Figure 3.1

Barriers that affect delivery of services to Ontario
patients as reported by rheumatologists

The surveys conducted in 2000 collected data on the
practice patterns of Ontario rheumatologists and
orthopaedic surgeons, in addition to data on the provision
of rheumatology services and orthopaedic surgery. The full
results are published elsewhere but barriers to effective
service are highlighted here.12,19
The majority of rheumatologists in Ontario reported significant barriers to providing adequate care (see Figure 3.1).
1. The most common barrier noted was cost of drugs
for the patient. This most likely refers to drugs for
inflammatory arthritis, a condition for which some of
the newer drugs are very expensive and not currently on
the Ontario formulary (see Chapter 5, Use of Medication).
2. The second most commonly reported barrier was billing policies and regulations for consultation and
follow-up visits. Rheumatologic care is often longitudinal, especially for inflammatory conditions, yet
Ontario’s fee schedule rewards initial consultations at
a much higher level than follow-up care.
3. Further, medical assessments are poorly remunerated
in comparison with procedures. It is more difficult to
generate income in specialties such as rheumatology
in which the majority of care is provided through
time-intensive review of patient history and physical
examination. The data also suggested that many
rheumatologists are increasing the amount of work
they do in areas that provide additional income, such
as independent medical services (e.g. third party billing
for insurance companies and workers’ compensation)
and pharmaceutical company work.

Reprinted with permission of Shipton et al (ref #19)

4. Long wait times for patients were also frequently
reported as barriers to care. Rheumatologists reporting long wait times as a barrier had significantly
longer wait times for non-urgent arthritis patients
than those not reporting wait time as a barrier (12
weeks vs. 4 weeks). However, the wait times for
likely inflammatory arthritis patients did not differ
significantly by reporting of wait time as a barrier.
This supports earlier findings that, with the exception
of the North Health Planning Region, most urgent
rheumatology patients are accommodated.
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Conclusions
Concern for adequate health human
resources to meet growing need
This chapter provides the most recent estimates of the
variation in the provision of arthritis-relevant health care
services and professionals over time and across regions. Where
necessary, the number of health care professionals per capita
has been used as a proxy for the provision of services provided
by each type of health care professional. It must be noted,
therefore, that variations in the number of hours of service
provided per health care worker may occur and would explain
some of the differences seen between time periods or across
regions, although this is unlikely to account for the large
variations seen across some regions.
The data presented in this chapter indicates that there were
1.35 rheumatologists per 100,000 population in Ontario in 2000.
The Canadian Council of Academic Rheumatologists (CCAR) has
stated that the current recruitment rate of rheumatologists is
insufficient to maintain the current health human resources
level, let alone future needs.23 The CCAR predicts that Canada
will require a rheumatology personnel increase of 64% by
the year 2026, if the recently recommended target of 1.9
rheumatologists per 100,000 population is to be met.23 Therefore,
it is important to address barriers to adequate rheumatological
care, which affect recruitment of rheumatologists.

It is unclear if the current balance of surgery and office time of
orthopaedic surgeons is through choice, resource shortages or
administrative restrictions. With the single payer health care
system in Ontario, availability of resources, including operating
room time and prosthetic joints, is limited by the global health
care budget. Thus, individual surgeons probably have limited
ability to alter the relative proportion of their workweek spent
in the operating room.
In addition to the challenges already outlined, there is a
chronic shortage of women in most surgical specialties and the
data in this chapter indicate that orthopaedics is no different.
In 1997 and 2000, female orthopaedic surgeons were greatly
underrepresented at only 6% of the profession. Overall, the
profession also aged significantly from a mean age of 45 years
in 1997 to 49 years in 2000, and will not be able to sustain
current levels of service over time.

The average orthopaedic surgeon in Ontario is working at
near capacity, providing 8 half-days of office and surgery time
per week. There is, therefore, little potential to increase
orthopaedic surgery care with the current workforce and work
practices. Surgery comprises only 35% of the orthopaedic
surgeons’ time, with the remainder spent on non-surgical
management of patients.
The proportion of time spent on surgery is similar to that
reported in the 1998 research atlas, and is considerably less
than that recommended in a recent U.S. study.1 Surgery rates
in Ontario could theoretically increase with current health
human resources, however, it is important to ensure that the
non-surgical management of patients can be adequately
managed by other health care professionals such as
rheumatologists or primary care physicians.
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Appendix

3.A How the research was done
Data sources
The data used in this chapter provides updates for similar figures
presented in the 1998 research atlas, Patterns of Health Care in
Ontario: Arthritis & Related Conditions, and were obtained through
a variety of sources. A comparison between the two editions
is shown in Table 3.1 (next page).

Rheumatologists
A survey of practising rheumatologists was carried out in 2000
to update information obtained in similar surveys completed
in 1997 and 1992.19,18,20
Rheumatologists (212) were identified from the mailing list of
the College of Physicians and Surgeons of Ontario, directory
listings of the Canadian Rheumatology Association, and lists of
recent graduates from rheumatology training programs across
Ontario. In October 2000, these individuals were sent a selfadministered and semi-structured survey containing 22 questions
with a stamped, addressed return envelope. Telephone follow-up
of non-responders began four weeks after the mail-out.
The questionnaire included two sections. The first section
probed practice patterns (in half-days, defined as 4 hours) of
clinic time provided by the rheumatologist at primary and
secondary locations, and estimates of the wait time (in weeks)
for new non-urgent arthritis patients and new likely
inflammatory arthritis patients. The second section covered
practice conditions including what barriers, if any, impede
ability to practice rheumatology more effectively (see Figure 3.1).

Orthopaedic surgeons
A survey of all practising orthopaedic surgeons was carried out
in 2000 and updates results from a similar survey conducted in
1997.12,18
Orthopaedic surgeons were identified from the mailing list of
the College of Physicians and Surgeons of Ontario, directory
listings of the Ontario Orthopaedic Association and graduate
training programs. These individuals were sent a self-administered
survey that included questions on the length (in hours) of office
and surgery time provided at primary and secondary locations.
The responses were used to calculate the following (per 100,000
population): half-days of office time per week, half-days of surgery
time per week, half-days of office and surgery time (combined)
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per week. Half-days of office and surgery time (combined) per
week per surgeon was also calculated. Service provision data
from only those surgeons reporting at least some arthritisrelated practice are represented.

Primary care physicians
The number and location of primary care physicians in Ontario
in 2002 were obtained from the Institute of Clinical Evaluative
Sciences physician file, which contains information primarily
from billing data submitted to the Ontario Health Insurance
Plan (OHIP) and the corporate provider database of the
Ministry of Health and Long-Term Care (MOHLTC). Billing data
from OHIP were used to identify physicians not certified as
general practitioners but with a family medicine practice.

Therapists
The number and location of physiotherapists and occupational
therapists practising in Ontario in 2002 were obtained through
their colleges. To estimate the number of physiotherapists
likely to be treating at least some patients with arthritis, a subset
of therapists with this area of practice was included. For the
occupational therapists, only therapists reporting at least some
patient contact were included.

Arthritis rehabilitation and education program
Data on clients, physiotherapists and occupational therapists of
the Arthritis Rehabilitation and Education Program (formerly the
Consultation and Rehabilitation Service) of The Arthritis Society
have been presented because these services represent a unique
type of care specializing in patients with arthritis. These therapists
are also members of their respective colleges and, therefore, the
figures do not represent services additional to those reported
for physiotherapists and occupational therapists. The provision
of services by the Arthritis Rehabilitation and Education Program
in 2002 was reported in terms of full-time equivalents (FTEs),
assuming one FTE represented a 7-hour workday, 5-day week
and 48-week year. Data were provided for the health planning
regions, but not the District Health Councils (DHCs) in Ontario.

Chiropractors
The number of chiropractors practising in Ontario in 2002 was
obtained from the Ontario Chiropractors Association (OCA),
which represents approximately 80% of chiropractors practising
in Ontario. Detailed data on the location of non-OCA members
were not available.
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Table 3.1

Data sources for arthritis-related health care services in Ontario, 2000 to 2003

2004 Report

Data Source

Criteria for Inclusion

Date

Comparable
with 1998
Report

Rheumatologists

Arthritis Community Research and
Evaluation Unit (ACREU); Ontario Survey
of Rheumatologists; College of Physicians
and Surgeons of Ontario, Canadian
Rheumatology Association, and
rheumatology training programs

Reported clinical practice

2000

Yes

Orthopaedic surgeons

Arthritis Community Research and
Evaluation Unit (ACREU); Ontario Survey
of Orthopaedic Surgeons; College of
Physicians and Surgeons of Ontario,
Canadian Orthopaedic Association, and
orthopaedic training programs

Reported clinical practice

2000

Yes

General practitioners

Administrative data from the Ontario Health
Insurance Plan (OHIP) and the Corporate
Provider Database (CPDB)

Submitting billing claims to OHIP

2002

No

Physiotherapists

College of Physiotherapists of Ontario
Database on Employment Information

Therapists who worked in general
practice, gerontology, hand injuries,
hydrotherapy, orthopaedics, pain
management, prevention/health
promotion, rheumatology, sports
medicine and pediatric assessment

2002

Yes

Occupational therapists

College of Occupational Therapists of
Ontario Mailing List

Therapists who reported some
direct/indirect patient care

2002

Yes

Therapists—Arthritis Rehabilitation
and Education Program
(formerly the Consultation and
Rehabilitation Service)

The Arthritis Society, Arthritis Rehabilitation
and Education Program Staff List

All therapists included

2002

Yes

Clients—Arthritis Rehabilitation
and Education Program
(formerly the Consultation and
Rehabilitation Service)

The Arthritis Society, Arthritis Rehabilitation
and Education Program Database

All reported client care

2002

No

Chiropractors

Ontario Chiropractors Association

Ontario Chiropractors Association
members only

2002

No

Health Care
Professional
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Analyses
To determine the availability of health care professionals per
capita, the numbers of professionals per 100,000 population were
calculated. Population data were obtained from Statistics
Canada census data; intercensal estimates based on 1996 and
2001 census data were used.
The service provision in each of the 16 DHCs of Ontario is
presented where possible. Data are also presented for the
DHCs grouped into seven MOHLTC planning regions. Direct
comparisons with the data from 1997 cannot be made by
health planning region, as they have changed since the 1998
research atlas. The degree of variation in the examined rates by
DHC is quantified using the extremal quotient (ratio of the
highest to the lowest rate). Data by DHC is also presented using
maps based on comparative ratios (ratio of the DHC rate to the
overall Ontario rate).
The geographical location of the therapists, chiropractors and
primary care physicians was determined by the location of the
office/practice and does not necessarily reflect the catchment
area of the practice.
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