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ExecutiveSummary 

ExecutiveSummary 
 
Health services in Canada are delivered by a 
comprehensive range of public and private sector 
providers. Although a wealth of information 
describing the consumption of health services by 
Canadians is available through sources such as 
Statistics Canada and the Canadian Institute 
for Health Information, together with detailed 
information describing health services 
provided by public agencies, access to 
consolidated information describing the scope 
and extent of private sector involvement in 
delivering health services to Canadians is 
much more limited. 
 
Commissioned under the Health Policy 
Research Program of Health Canada, this s
seeks to address this shortcoming by gather
aggregate data about a range of privately 
delivered health services from key informants
coast to coast, and combining this information 
(where possible) with information available 
from secondary sources. 

tudy 
ing 

 

o 

 
This study will be of interest to policy makers, 
researchers, and providers themselves. It 
represents one of the first efforts to develop a 
comprehensive inventory of the role played by 
the private sector in the delivery of health 
care services in Canada – a sector estimated t
represent at least $36 billion in health 
spending in 2003.1

 
The health services examined include:  
 
• chiropractic services; 
• continuing care – both facility based (residential 

health care facilities) and home care; 
• dental care (including dental surgeon and 

dental hygiene services); 
• diagnostic imaging and laboratory services 

(including radiation technologies); 
• hospital based care (including purchased and 

referred-out-services); 
• nursing care;  
• optometry services; 
• physician care; 
• rehabilitation services not hospital based 

(including massage therapy, occupational 
therapy, physiotherapy, respiratory therapy); 
and 

• other health services (including midwifery, 
naturopathic, podiatry).  

 

                                                 

variety of viewpoints or per
be 
sts, 

r 
lves – 
 most 

 

ectives are 
sed to organise the 

or 
en 

s 
 the 

or – such as 
as a “for 

tor 
elivery activities to exist when providers have a 

onsiders private sector delivery 
 exist when payment for the services rendered 

l three of these 
erspectives represent valid and accepted 

or 
 about 

t the utility of the study is enhanced 
 this approach, thus providing the greatest benefit 

arized results. An 
electronic Findings Database with an accompanying 

 
 

1  CIHI, 2004. Health Care in Canada 2004. 
http://secure.cihi.ca/en.media, accessed Sept 2004. 

Executing this study was made challenging by the 
fact that background research revealed there is not 
a single, universally accepted definition of what 
constitutes private sector involvement in the 
delivery of health services.  
 
In the absence of a universally accepted definition, 
this study makes an explicit effort to embrace a 

spectives.  This allows 
users of this study – 
they health economi
planners, policy 
analysts, researchers, o
providers themse
to apply the lens
appropriate for their 
needs when considering 
the data that has been
collected.  
 
Three persp
u
findings. The first 
considers private sect
delivery to exist wh
providers exhibit 
structural characteristic
commonly found in
private sect
being organised 
profit” entity. 
 
A second viewpoint 
considers private sec

d
high level of control over the resources needed to 
provide care – such as having the ability to make 
decisions about resource allocations, administrative 
structures, opening hours, etc. 
 
A final perspective c
to
comes from non-public funds. 
 
As this report demonstrates, al
p
viewpoints when assessing whether private sect
delivery activities are present. The decision
which perspective is the most appropriate to use 
must be determined by the nature of the question 
being asked. 
  
It is hoped tha
by
to readers interested in understanding the scope and 
extent of private sector involvement in the delivery 
of health services in Canada. 

This report contains only summ

data browser application is available to interested
readers. The data browser application provides more
freedom to explore the data collected than is 
possible through the presentation of static exhibits. 
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ExecutiveSummary 

The data browser application can be obtained 
directly from the ideas FOR HEALTH research cluster 
at the University of Waterloo (ideas.uwaterloo.
 

ca). 

Learned 

ne of the reasons 
riginally used to motivate the project – there is a 

r 
at 

is study reveals that the problem is not one 
f simply collecting the data needed to accurately 

 

herwise 
on of 

ather than express 
oncern about the creation of a consolidated 

tor 

 

hat they play a 
gnificant role in delivering health services to 

es 
ed. 

roviders appear extremely interested in ensuring 

 
-

he 

Findings 

 activities of over 135,000 
ealth care providers was collected for this study.  

 

What We 
 
This study unfortunately confirms o
o
dearth of information available that accurately 
describes the scope and extent of private sector 
delivery activities in Canada.  The project charte
made the assumption that these data exist, and th
the underlying challenge was simply to identify 
these data, and collect the data into a consolidated 
format. 
 
Sadly, th
o
describe the private sector’s involvement in 
Canada’s health care system. It appears that data to
make this assessment is, in many cases, not 
routinely collected by provider organisations 
themselves, or by other parties who might ot
be expected to have insights into this dimensi
Canada’s health care system. 
 
The encouraging news is that r
c
database describing private sector involvement in 
Canada’s health care system, many private sec
providers and provider organisations endorsed the 
effort being made by researchers and Health Canada
to develop such an inventory. 
 
Private sector providers know t
si
Canadians.  They also shared that they sometim
feel their role is misunderstood or misrepresent
 
And herein lies the dilemma. Private sector 
p
that the scope and extent of the services they 
provide be properly recognized in the datasets used
by the researchers, policy analysts and decision
makers involved in guiding the direction of Canada’s 
health care system.  At the same time, private 
sector providers are cautious about how these data 
could be used to draw inappropriate conclusions 
about the role they play in Canada’s health care 
system, or to potentially compromise their 
competitive position in the marketplace through t
disclosure of sensitive information. 
 
 

Key 
 
Information reflecting the
h  

 

OVERVIEW OF FINDINGS 

% of Providers Exhibiting Characteristics 
Indicating that Private Sector Delivery Activities Exist 

(weighted average of jurisdictions reporting) 

Service 
j = number of jurisdictions reporting 

 p | e = # of providers | entities 
(centers, facilities, operators) 

reporting 
 

When 
viewed 
from a 

structural  
perspective  

When 
viewed 
from a 
control 

perspective 

When 
viewed 
from a 

funding 
perspective 

Chiropractic 
j = 11 p = 6373 

97% 96% 97% 

Continuing Care –  
Home Care 
j = 8 p|e = 905 | 68 

100% 100% 99% 

Continuing Care –  
Residential Facilities 
J = 10 e = 5438 

32% 100% 36% 

Dental Care –  
Dental Surgeons 
j = 8 p = 7984 

93% 85% 94% 

Dental Care –  
Dental Hygienists 
j = 13 p = 15052 

11% 11% 97% 

Diagnostic Imaging 
j = 2 e = 6 

<> <> <> 

Laboratory Technology 
j = 2 p = 3055 29% 1% 29% 

Radiation Technology 
j = 1 p = 4061 30% <> 30% 

Hospital based Care 
j = 1 e = 4 <> <> <> 

Nursing Care 
j = 5 p = 38873 1% 5% 1% 

Optometry 
j =  13 p = 3652 93% 66% 75% 

Physician Care 
j =  4 p = 26400 <> <> <> 

Rehab– Massage Therapy 
j = 5 p = 1213 96% 80% 100% 

Rehab – Occup Therapy 
j = 13 p = 6809 <> <> 49% 

Rehab – Physiotherapy 
j = 5 p = 13365 43% 22% 44% 

Rehab – Resp Therapy 
j = 4 p = 3351 17% 6% 3% 

Other – Midwifery 
j = 2 p = 95 100% 100% 100% 

Other – Naturopathic 
j = 11 p = 935 100% 98% 100% 

Other – Podiatry 
j = 8 p = 242 96% 96% 96% 
 

Green values are based on routinely collected data. Yellow values are based on 
estimates received from informed sources. Red chevrons indicate a value exists, but 
data could not be obtained, or the data that was received has been suppressed in 
compliance with research privacy policies.  
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ExecutiveSummary 

Irrespective of the perspective taken (structure, 
ng or control), the following health services 

vices 
• dental care 

 – massage therapy 

 
In co ra  and respiratory therapy services 
roviders exhibit attributes suggesting a fairly low 

roviders who receive funding from non-public 

as being 

in 
rol 

gs confirm that the private sector plays an 
ctive and significant role in the delivery of health 

ecommendations 

he purpose of this project is not to make 
commendations regarding the nature or structure 

 care 

r 
t data 

ecommendation 1 

 that involve any health 
rvice where private sector delivery activity exists 

fundi
exhibit attributes indicating significant private 
sector delivery activity: 
 

• chiropractic ser

• optometry 
• rehabilitation
• midwifery 
• naturopathy 
• podiatry 

nt st, nursing
p
involvement in private sector delivery activities. The 
unit of analysis may be affecting this observation. 
 
A third trend observed is that the proportion of 
p
sources is often similar to the proportion of 
providers who exhibit structural characteristics 
commonly found in the private sector – such 
organised as a “for profit” entity. This value was 
almost always different from the proportion of 
providers for the same health service who engage 
private sector delivery when viewed from a cont
perspective.  (See Overview of Findings table on 
page 2.) 
 
The findin
a
services in Canada.  
 

 
R
 
 
T
re
of private sector activity in Canada’s health
system. It is simply to develop, to the extent 
possible, a high-level picture of what private secto
delivery activities currently exist. The fact tha
limitations make this so difficult to achieve leads to 
three key recommendations for consideration. 
 
 
R
 
Policy and planning decisions
se
(and this report demonstrates that this involves all 
health services in Canada to some extent) will be 
compromised in the absence of a comprehensive suite  
of information describing the activities of private 
sector providers. 
 
 
 
 
 

 
Mechanisms should be developed, in consultation 
with private sector providers, to ensure that private 
sector delivery activities are fully represented in 
Canada’s national health databases. 
 
 
 

Recommendation 2 

ee the level of 
isclosure that was provided to the research team, it 

ector 

 

 
While we were delighted to s
d
would be inaccurate to say that the private s
was eager to share any and all information that was 
sought.  For example, while many felt comfortable 
sharing information regarding the relative proportion
of revenues received from various sources, the 
disclosure of the dollar value of these revenue 
streams was a more sensitive issue. 
 
 
Efforts must be made to build trust between private 
sector providers, data collection agencies, and the 
users of these data to ensure that the private sector 
is properly recognized as a significant participant in 
the delivery of health services in Canada. 
 
A valuable first step would be to engage providers 
from service sectors with large private sector 
involvement (e.g., homecare) in national data 
stewardship committee activities, or in other roles 
where they can provide input and leadership with 
respect to the development of routine data 
collection processes able to support 
provincial/territorial and national planning needs 
without compromising the positions of private sector 
providers. 
 
 
 

Recommendation 3 

s indicated an interest 
 seeing the development of routinely collected 

 
g 

 
Many private sector provider
in
minimum data sets. It is expected that many private
sector providers may lack experience with creatin
mechanisms for the routine collection of 
standardized data. 
 
 
Organisations that already have this expertise (such 
as CIHI or Statistics Canada) should be provided the 
resources to facilitate the development of data 
collection capacity for private sector providers. 
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AnOverview 

AnOverview 
 
 
The report begins with a high level overview of the 
Canadian health care system designed to place the 
involvement of the private sector in the delivery of 
health services into context. This is followed by an 
examination of selected previous studies, with a 
particular focus on establishing an understanding of 
what is meant by “private sector delivery.” 
 
Work stemming from previous studies is used to 
inform the framework that guides the collection and 
organisation of the findings in this study.  A high-
level description of how the study was executed is 
presented, followed by a summary of findings for 
each health service examined.  The study concludes 
with a discussion of potential next steps that could 
stem from this project. 
 
 
 
 

Background 
 
 
Currently, the legislative and regulatory framework 
of Canada’s national health care system is based on 
two statutes: the federal Canada Health Act (1984) 
and the Canada Health Transfer Regulation (2004). 
The Canada Health 
Transfer Regulation 
determines the cost 
sharing formulae and the 
transfer of funds from 
the federal to the 
provincial/territorial 
governments for 
“medically necessary” 
services stipulated in the 
Canada Health Act. The 
Canada Health Act 
establishes the program 
criteria based on the 
principles of universality, 
accessibility, portability, 
comprehensiveness, and 
public administration.  
 
While the cost sharing 
program has been 
amended a number of 
times to keep pace with 
health and fiscal policies; 
the fundamental p
of the Canada Health Act have remained the sam
for the last 20 years. During this period, providers in
both the public and private sector have been 
actively engaged in providing health services t
Canadians. 

 

Financing 
 
Canadians spent a total of about $112 billion or 
$3,572 per capita on health care in 2002. Of this 
amount, about 70% of the total expenditures 
(including almost all physician and hospital based 
care) are paid for with public funds. The remainder 
is paid through “out-of-pocket” payments or private 
insurance.2  The forecast for 2003 is that these 
amounts will have risen to $121.4 billion, or an 
average of $3,839 per person.3  
 
Thus, to a large extent, Canada’s health care system 
is publicly financed. The public financing component 
of the system is built around thirteen provincial and 
territorial health insurance plans that are structured 
in a manner that is consistent with principles 
outlined in the Canada Health Act, such as ensuring 
publicly funded access by all Canadians to medically 
necessary services.4   
 
 
Although representing only about 30% of total 
financing, the $36 billion in funding that originates 
from non-public sources supports a significant 
portion of health care delivery activities when 
considered from an aggregate perspective.  
 
 
 

 

Delivery 
 
While the provinces and territories have a legal 
obligation to fund “medically necessary” 
health care services as defined by the Canada 
Health Act there are fewer restrictions placed 
on the way providers organise themselves in 
order to provide health services, ignoring for 
the moment issues related to regulatory 
compliance and the licensing of health 
professionals.  Depending upon customary 
practices, some providers may work in settings 
that are a part of the broader public sector, 
such as a regional public health unit or a 
hospital facility. Others may be employed by 
private corporations, such as a technician 
working for a private imaging lab, or a doctor 
working in a private health care facility (e.g., 
private surgical clinic).  
 

                                                 rinciples and structural features 
e 

 

o 

2  CIHI, 2003. Health Care in Canada 2003, 
http://secure.cihi.ca/en.media accessed May, 2003 

3  CIHI, 2004. Health Care in Canada 2004, 
http://secure.cihi.ca/en.media accessed Sept, 2004 

4  HC, 2003. Health Canada – Health Care, http://www.hc-
sc.ca/english/care/index.html accessed May, 2003 
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AnOverview 

In each of these scenarios, the services provided 
may be fully paid for using public funds, although 
the services are not necessarily being delivered by a 
public entity. Equally possible are situations where 
payment is made using private sources (such as an 
out-of-pocket expense by the patient) even though 
the service is being delivered by a public entity.  
 
This blurry line between who is funding the delivery 
of health services, and who is providing health 
services, lies as the root of lively discussions about 
the state of the Canadian health care system that 
appear with some frequency in the press and casual 
discussions amongst Canadians. 
 
 
The reality is that both the public and the private 
sector are actively involved in the delivery of health 
services to Canadians. As is shown in this report, the 
extent of the relative involvement of each sector is 
a matter of perspective. It is important to note, 
however, that irrespective of the perspective taken, 
the private sector plays an active and significant 
role in the delivery of health services in Canada.  
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Previous&RelatedStudies 
 

Previous&Related 
Studies 
 
 
 
This project began with a review of published and 
gray literature related to private sector involvement 
in health care delivery in Canada and elsewhere. 
Medline, Proquest and other abstracting sources 
were used to identify articles of potential relevance, 
concentrating on materials published in the past six 
years. Of the more than 170 papers, reports and 
books selected for deeper examination, over 60 
contributions were found that were relevant to the 
project goals.  
 
 
Our review revealed that while there is consensus 
amongst experts on criteria that determine whether 
health care is being financed by the private sector, 
there is much less consensus around establishing 
criteria to determine whether health care is being 
delivered by the private sector. 
 
 
The literature also demonstrates that this project is 
not the first endeavour to face this dilemma. Other 
research projects and expert agencies have 
previously examined this issue and offered guidance 
from their perspectives. 
 
The Canadian Institute for Health Information’s 
(CIHI) operational definition of private sector is 
attractive because it dovetails with what Health 
Canada thinks when they use the word “private” 
with respect to national health expenditures. 
 
 
In CIHI documents, “national health expenditures 
are reported based on the principle of responsibility 
for payment rather than on the source of the 
funds.”  [CIHI, 2003, p58]  [The private sector] 
“includes out-of-pocket expenditures made by 
individuals for health care goods and services; the 
health insurance claims paid by commercial and not-
for-profit insurance firms, as well as the cost of 
administering those claims; non-patient revenues 
received by health care institutions such as 
donations and investments income; private spending 
on health-related capital construction and 
equipment; and health research funded by private 
sources.” [CIHI, 2003, p59]  
 
 
This perspective places the focus on the source of 
funds used to support the expenditure on health 
services when determining whether private sector 
delivery activities are present.  
 
Deber, Narine, et al., [1998, p423] define private 
delivery of health services as delivery of services 
from entities such as, “corporate for profit entities, 

small businesses, individuals 
and their families, or 
charitable not-for-profit 
entities…” Using this 
perspective, determining 
whether private sector 
delivery of health services 
has occurred is a function of 
the underlying structure of 
the organisation delivering 
the care.  
 
Evans, Barer, et al., [2000]  
define “private financing as 
‘out-of-pocket’ payments by 
individuals or households 
(users of services), either 
directly to the firms 
providing health care or as 

user charges imposed by public or private insurers 
(private purchase of insurance coverage) for some 
defined set of benefits.” 
 
Evans, Barer, et al., [2000, pp8-9] explicitly address 
the distinction between private sector financing of 
health services and private sector delivery of health 
services, and stress that while “the financing for 
health care may be drawn from public or from 
private sources: this is logically independent of 
whether the services themselves are provided by 
public or private agencies.”   
 
These authors take an economic approach that 
examines the system in the context of global and 
regional financial, delivery, and policy issues. The 
authors provide a general framework to illustrate 
the distinction between private financing (ways in 
which revenues are raised) and private provision 
(ownership and motivation of the organisations that 
are funded from these revenues).  
 
Many other studies were also examined. There are 
many areas of commonality in the operational 
definitions used by the informed sources we 
reviewed. There are also many points of disjuncture.  
 
Our assessment is that there does not appear to be a 
universally accepted definition of what is meant 
exactly when one says, “private sector delivery.”  

7 



Previous&RelatedStudies 
 

 
 
 

When is health care being delivered 
by the private sector? 
 
 
In the absence of a universally accepted definition 
for “private sector delivery”, consideration was 
given to how this study would determine whether 
private sector delivery activities are present for a 
particular health service.  Various perspectives of 
the “correct” answer became evident.  
 
 

Canada’s Public/Private Health Care Services 
Continuum 

 
 
 
Some people would consider a self-employed 
physician who is paid entirely from provincial health 
premiums to be engaged in private sector delivery 
because of the self-employed nature of the 
physician’s business practice. Others may reserve 

this assessment for a large laboratory firm 
traded on a public stock exchange. Yet others 
may view private sector involvement to occur 
whenever a provider is paid directly by a 
patient or an insurance company. 
 
The challenge is that none of these perspectives 
is incorrect. 
 
It is argued that the perspective through which 
one should view the scope and extent of private 
sector delivery in Canada’s health care system 
is framed as much by the policy and planning 
decisions for which the data will be used as it is 
by assumptions and values of the user. 
 
Of the work reviewed, Evans, Barer, et al., 
[2000] best captures the dilemma faced in this 
study with respect to determining if a service is 
being delivered privately. The authors argue 
that the distinction is one of gradations. 
Identifying endpoints on the scale is not 

difficult. A for-profit, publicly traded corporation 
whose revenues come directly from patients is 
clearly engaged in private sector delivery.  At the 
other end of the spectrum is care provided by 
government employees, working for a government 
agency, fully funded by tax revenues. Clearly this is 
not private. 

 
The Many Meanings of “Private”  

A Skeleton of a Taxonomy 
By Evans, RG, ML Barer, et al., 2000 [p9] 

 
 

Payment of Health Care Services 
 

Public 
 Taxes 
 Social Insurance 
Private 
 Out of pocket 
 Private insurance 
  without public subsidy 
  with public subsidy 
 

Provision of Health Care Services 
 

Government Organisation 
 Non-Government Organisati n  o
  Not for Profit Institution 
   Private Firm  
    With Well-defined Owners/Residual Claimants 
    Mixed Motives: Professional and Profit 
     Purely For-Profit Motive 
 

 
Although the continuum portrayed above is easy to 
describe, it is much more difficult to translate into a 
taxonomy both because of the multiple axes 
involved, and the inability to identify discrete points 
along each axis.   
 
For example, assuming that one wishes to examine 
private sector delivery from the perspective of 
funding, what percentage of funding must come 
from private sources before a provider is considered 
to be engaged in private sector delivery?  Likewise, 
how much control must a provider have over the 

Not Private Mix Private 

Services delivered by public 
agencies. All revenues from 
public sources. 

Service delivered by publicly traded corporations. All 
revenues from non-public sources. 

Service delivered by a 
mix of public/private 
partnerships. Mix of 
public/private revenue 
sources. 

8 



Previous&RelatedStudies 
 

resources needed to provide 
care before that provider is 
considered to be engaged in 
private sector delivery? These 
are not easy questions to 
answer. 
 
Notwithstanding these 
challenges, discussions with key 
informants and the review of 
previous studies indicates that 
there are a number of legitimate 
perspectives from which the 
concept of “private health care 
delivery” can be viewed. 
Without detracting from the 
richness of the work completed 
to date, our review suggests 
that these various approaches 
can be grouped into three broad 
perspectives; structure, control 
and funding. 
 
 

Perspectives that can be used to 
describe private sector delivery 
 
 
The first perspective suggests that privately 
delivered services can be identified by examining 
structural characteristics of the organisation 
delivering the care. These characteristics include 
factors such as who owns the delivery setting, to 
whom the provider is accountable, how provider 
services are administered, how surpluses are 
treated, and the underlying motives of the service 
provider.  
 
A provider organisation where external shareholders 
expect to share in any annual profit would be an 
example of a provider that would be considered to 
be engaged in private sector delivery using this 
perspective. 
 
The second perspective suggests that privately 
delivered services can be identified by examining 
the extent to which the provider can exercise 
control over the use and allocation of resources, and 
the extent to which the provider faces financial risk. 
Providers able to exercise extensive control over 
resource allocation decisions exhibit characteristics 
of private sector delivery under this perspective.  
 
An example would be a provider who is able to 
establish operating hours, staffing levels, and has 
total freedom to decide the range of services to 
provide.  
 
The third perspective suggests that privately 
delivered services can be identified by examining 
the source of funds used to compensate the 
provider.  
 

In this case, if the funds used to compensate the 
provider originate from non-public sources (such as 
out-of-pocket payments by patients), then private 
sector delivery is deemed to be present. 
  
Given that the policy or planning issue under 
discussion will have a significant influence on the 
data needed to address the questions of interest, 
and given that there is more than one legitimate 
way in which to determine whether or not private 
sector delivery is occurring, this study embraces an 
approach that recognizes the legitimacy of all three 
perspectives. It is hoped that this will permit this 
work to have value for a wide range of stakeholders. 
 
 
 
 
 
 
 

 
PERSPECTIVES THAT CAN BE USED TO DESCRIBE PRIVATE 

SECTOR DELIVERY 
 

Perspective “Private Sector Delivery” is 
determined by… 

Representative Literature 
Using this Approach 

Structure 
 

…elements of organisational 
structure such as ownership; 
accountability, control of 
production, motives, and how 
surpluses are treated. 

Evans, Barer, et al. [2000]; 
Stoddart & Labelle [1985]. 

Control 
…extent to which a provider 
exercises control over use and 
allocation of resources. 

Deber, Narine, et al. [1996, 
1998]; Evans, Barer, et al. 
[2000].  

Funding …source of the funds used to 
compensate the provider. 

CIHI [2000, 2002], Evans 
[2002]; Evans, Barer, et al. 
[2000].  
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Operationalising the 
definition of private 
sector delivery used in 
this study 
 
Attributes that indicate the 
presence of private sector 
activity were identified in the 
literature. These attributes 
were then attached to one of 
the three perspectives used to 
frame the data gathered in this 
report.  In doing so, these 
attributes provide a screening 
tool that is used to determine 
whether elements of private 
sector delivery exist.   
 
These criteria make it possible 
to identify whether some element of private sector 
delivery is present when considering the provision of 
a particular health service. As noted earlier, 
determining the intensity of private sector 
involvement is much more difficult to assess, and is 
considered to be beyond the scope of this study. 
 
 
Guided by the objective to develop an inclusive 
inventory of private sector delivery activities in 
Canada, it was decided to operationalise the 
definition of private sector involvement by 
classifying a health service provider as being 
engaged in private sector delivery if any attribute 
suggesting private sector delivery activity is present. 
 
As a result, the scope and extent of services 
delivered by providers where none of the attributes 
of private sector delivery are present are not 
represented in the data presented in this study. 
 
 
 
 

Measuring Scope & Extent  
 
Measures describing the scope and extent of services 
provided are gathered for health services where 
attributes indicating the presence of private sector 
delivery activity are found to exist.  The data sought 
includes data describing the proportion of 
compensation received from various funding 
sources, the proportion of compensation paid using 
various methods; and activity measures describing 
the volume of services provided. 
 

 
Specific data elements sought are listed below: 
 
Sources of compensation 

• proportion of revenue received from third 
party sources, e.g., private insurance 
schemes on behalf of individuals; 

• proportion of revenue received directly 
from individuals, e.g., out-of-pocket 
payments; 

• proportion of revenue received from public 
insurance schemes, e.g., provincial health 
plans; 

• proportion of revenue received from other 
sources (e.g., from a Regional Health 
Authority or Work Place Safety Schemes). 

 
Methods of compensation 

• proportion of revenue paid via a pre-
determined revenue method, irrespective 
of the volume of services offered; 

• proportion of revenue paid via a service-
based payment method (e.g., fee-for-
service or a pre-determined price per 
diem); 

• proportion of revenue paid via a fixed-
payment method (e.g., capitation, locum, 
salary); 

• proportion of revenue paid via a block or 
global funding method (lump sum basis); 

• proportion of revenue paid using a facility-
based funding method; 

• proportion of revenue paid using a case 
mixed-funding method; 

• proportion of revenue paid via a line-by-
line funding method. 

 

 
ASSESSING WHETHER PRIVATE SECTOR DELIVERY IS PRESENT 

 
 

Perspective 
 

Representative attributes suggesting  
private sector involvement 

 

Structure 
Views private sector involvement to 
be a function of organisational 
structure. 

• surpluses are considered to be a 
profit 

• corporate “for profit” ownership 
structure 

• existence of shareholders other than 
the service provider 

 

Control 
Views private sector involvement to 
be a function of the extent to which 
control exists over the use of 
resources needed to provide care. 

• provider has high level of control 
over resource allocation 

• provider has freedom to make all 
administration and operational 
decisions 

 

Funding 
Views private sector involvement to 
be a function of the source of 
financing.  

• compensation is received directly 
from non-public funds, such as direct 
payments from patients and/or 3rd 
party insurers 
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Measures of size for practice settings commonly used 
by providers: 

• Number of patients per year; 
• Number of visits per year; 
• Number of beds per facility; 
• Number of treatment hours per year; 
• Number of treatment services provided per 

year. 
 
 

Identification of Candidate Data 
Sources  
 
A single reference source listing providers engaged 
in private sector delivery does not exist in Canada.  
To address this challenge, over 2000 documents 
were examined from websites and libraries which 
resulted in identifying 500 candidate data sources 
thought to potentially possess the data elements 
sought for this study. 

 
A health services directory was created from this 
information and was captured in an electronic 
database. The database contains telephone 
numbers, addresses and key contact information for 
provincial, territorial, and national associations, 
regulatory bodies, government ministries, regional 
health authorities, and other health care 
agencies/organisations involved in delivering or 
overseeing health services from coast to coast, and 
in each of the health service domains examined in 
this study.  This database is made available to 
Health Canada as an output from this study.  
 

Collecting Data from primary sources  
 
Although the unit of analysis is at the service 
provider level, the sample frame was drawn from 
organisations or other bodies engaged in roles such 
as regulating the delivery of health services, or 
acting as professional associations for health 
providers.  The exceptions are diagnostic centers, 
facility based care, and home care where the 
sample frame was entities engaged in the delivery of 
care.  
 
For each service/jurisdiction combination, candidate 
data sources were identified, and for each candidate 
data source, a ‘person of knowledge’ was sought 
who could potentially have either access to data 
describing the scope and extent of private sector 
delivery activities, or who might alternatively have 
insights into these factors if routinely collected data 
was not available. 
 
These ‘persons of knowledge’ held positions such as 
government employee, Executive Directors, 
Presidents, Registrars, or other senior informed 
positions. Depending upon the province/territory 
and health service, data was sought from multiple 
sources describing the same health service to 
support a data reconciliation process. 

 
SERVICES FOR WHICH DATA WAS SOUGHT 

 
 

Chiropractic services 
 

Continuing care 
including residential health care facilities and home care 

 

Dental care 
including dental surgeon and dental hygiene services 

 

Diagnostic imaging 
 

Hospital based care 
including purchased and referred-out services 

 

Nursing care 
 

Optometry services 
 

Physician care 
 

Rehabilitation services (not hospital based) 
including massage therapy, occupation therapy, 

physiotherapy, respiratory therapy 
 

Other health services 
including midwifery, naturopathic, podiatry 

 

 
Candidate data sources were invited to participate 
by a combination of e-mail, fax and letter. A copy of 
the invitation to participate is provided in the 
Appendix. 
 
The invitation to participate was prepared in English 
and French. The French version was sent to 
candidate data sources in the Province of Quebec 
and to others upon request. The English version was 
sent to all the other candidate data sources. 
 
The invitation to participate and the 
instrumentation used was reviewed and approved by 
the Research Ethics Board at the University of 
Waterloo.  
 
Candidate data sources were made aware that data 
submitted would be made available in a publicly 
available database, but that the source of the data 
would not appear in the dataset.   
 
 
Users of this report are cautioned not to infer the 
source of data for any combination of 
province/territory and health service. 
This is because often more than one primary data 
source may have contributed data for any particular 
jurisdiction/service combination. 
 
Data was also obtained from secondary sources 
where available, and is merged with data collected 
from primary sources. 
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In cases where candidate data sources did not wish 
to have the scope and extent of services about 
which they had knowledge included in this study 
because they perceived some risk associated with 
this (such as loss of privacy), the research protocol 
provided for these organisations to decline to 
participate, or to participate in only those parts of 
the study where they felt comfortable contributing 
data.  
 
In situations where data was received describing 
private sector delivery activities, but these data 
related to less than five providers for a particular 
service in a particular jurisdiction, the data is 
suppressed and has been purged from the electronic 
database that accompanies this report. 
  
Anonymized keys were used to identify organisations 
providing data, and the list to match keys to 
organisation names was maintained separately from 
the findings database and is not available to users of 
this report.  
 
Mechanisms were made available to receive 
responses via fax, mail, telephone and electronically 
using a dedicated website.  Data was purged from 
the web server regularly and transferred to a 
database that was not online.  
 
The data collection instrument was adapted to 
match vocabulary and service delivery 
characteristics of specific service domains when 
appropriate.   
 

Pre-Testing 
 
E-mail invitations were sent to a sample drawn 
from one half of the health service domains 
examined in this project asking candidate data 
sources to respond to an early version of the 
data collection instrument. 
 
The pretest identified challenges in securing 
data elements for measures of extent.  It was 
also discovered that the data being sought was 
rarely available in aggregate form. Of the 30% 
who responded to our pretest, most advised that 
they do not routinely collect the data regarding 
scope and extent of private sector delivery activities 
that we were seeking. Others felt able to provide 
“estimated” values for the measures of extent, and 
others referred us to other sources.  
 
A key learning from the pre-test was that many 
respondents found they were either unable or 
unqualified to provide definitive responses for many 
of the data elements being sought. A number of 
respondents did indicate, however, that they could 
provide estimates based on their professional 
knowledge or personal experiences. 
 

As a result of the pre-test, significant changes were 
made in the data collection instrument, most 
notable among these was the development of a data 
quality flag allowing respondents to indicate a level 
of comfort with the data they chose to submit.  
 
Respondents could indicate that the data provided 
came from routinely collected sources, or in cases 
were such information wasn’t available, could either 
provide an informed estimate based on professional 
knowledge or personal experiences, or could 
indicate that the data element exists but the 
respondent felt unable to estimate its value. 
 
Changes in the solicitation letter were also 
incorporated as a result of the pre-test.  
 

Execution 
 
Invitations to participate were e-mailed, faxed, or 
mailed to more than 400 candidate data sources in 
early 2004. Three follow-up contacts were made at 
15 day intervals, as needed.  
 
To gain further insights into the information 
obtained from ‘persons of knowledge’ who were 
able to provide data describing private sector 
involvement in the delivery of health services at an 
aggregate level, similar data was also sought from 

drawing a convenience sample from health service 
providers in each province and territory from the 
online directory SUPERPAGES.CA 
<www.superpages.ca>.   
 

providers themselves.  This was operationalised by 
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Collecting Other Data 

asure the scope and 
xtent of private sector involvement in Canada’s 

ealth Information 
(CIHI) maintains several databases with 

 

 

 
2.  this study were also 

obtained from the Statistics Canada Residential 

 
Cert ces 

ere not available. 

s available, but where the 
isclosure of these data would contravene 

l 

. 

 
Some of the data needed to me
e
health care system is held in publicly available 
secondary data sources.  Two key data sources of 
secondary data were accessed:  
 
1. The Canadian Institute for H

information relevant to this study. These 
include the National Physician Database,
Canadian MIS Database, Health Personnel 
Trends in Canada, and the National Health
Expenditures Database.  

Data elements relevant to

Care Facilities (RCF) Survey 2001-2002.  

ain data elements sought from these sour
w
 
In cases where data wa
d
confidentiality or data privacy guidelines (e.g., cel
counts less than 5), data was suppressed or 
aggregated by CIHI and/or Statistics Canada prior to 
the data being received by the research team
 

 
SECONDARY DATA SOURCES PURSUED 

 

Type of Service Secondary Data Sources Data Elements Sought by Province/Territory 

Dental CIHI: Health Personnel Trends in Canada, 1993- • Number of Providers – Dentists. 
2002  
CIHI: National Health Expenditure Database, 
2002  

• % of Out of Pocket/Total Private 
• % Insurance/Total Private 
• % Fee-For-Service/Total Payments. 

Hospital Canada Health Act (CHA): Annual Statement 
2002-2003 
CIHI: Canadian MIS Database 2001-2002  

• Number of licensed hospitals providing insured 
service. 

• f Proprietary Hospitals (Ontario and Number o
Quebec only), 

• eferred-Out Services. Purchased & R

Laboratory/ Radiation Technology CIHI: Health Personnel Trends in Canada, 1993- • Number of Providers - Medical Laboratory 
2002 ) Technologists, 

• ders - Medical Radiation Number of Provi
Technologists. 

Nursing CIHI: Workforce Trends in Registered Nursing  • Number of Providers - Registered Nurses, 
2002  
 

• Employment in nursing  

Optometry • Number of Providers – Optometrists CIHI: Health Personnel Trends in Canada, 1993-
2002  
CIHI: National Health Expenditure Database , 
2002 

• $ Private (% of Out of Pocket/Total Private), 
• $ Private (% Insurance/Total Private), 
• % Fee-For-Service/Total Payments. 

Other Health Services: Midwifery CIHI: Health Personnel Trends in Canada, 1993-
2002  

• Number of Providers – Midwives. 

Physician  CIHI: Health Personnel Trends in Canada, 1993- • Number of Providers – Physicians. 
2002 
CIHI: National Health Expenditure Database 
(2002), Alternative Payments and the National 
Physician Database. 

• $ Private (% of Out of Pocket/Total Private), 
• $ Private (% Insurance/Total Private), 
• % Fee-For-Service/Total Payments, 
• % Alternative Payment/Total Payments  

Rehabilitation/ CIHI: Health Personnel Trends in Canada, 1993-
Physiotherapy 2002 

• Number of Providers – Physiotherapists. 

Rehabilitation/ Respiratory 
Therapy 

CIHI: Health Personnel Trends in Canada, 1993-
2002 

• Number of Providers – Respiratory Therapists. 

Residential Health Care Facilities Statistics Canada: Residential Care Facilities • Number of Facilities – Residential Care, 
Survey 2001-2002 (does not include data from 
Quebec) 

• Ownership structure (does not include Nursing 
homes), 

• y source. Income b
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Secondary data was used to cross-validate data 
r to 

 

e 

 
m 

 situations where we received different values for 

 

ta 

Case Studies 

o gain insights into alternative approaches for 
to 

 

acute 

 

received directly from primary data providers, o
provide missing data elements where possible.  For 
example, we may have obtained data indicating that
a particular health service commonly received 
compensation from insurance companies, but th
respondent was unable to estimate the relative 
proportion of compensation that comes from this
source. In some cases, these data are available fro
secondary data sources, and where this is true, 
these secondary data are added to the Findings 
Database. 
 
In
the same data element from different sources, we 
have favoured the presentation of routinely 
collected data over informed estimates in the
printed version of our study. If multiple sources 
reported different values for the same data 
element, and all sources reported that the da
element came from routinely collected data, we 
have averaged the values received in the printed 
version of our study. 
 

 
T
incorporating private sector delivery activities in
largely publicly-funded health systems, a case study
approach was employed to examine selected 
Canadian and Swedish examples of privatized 
care hospitals and selected other health services. 
 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

14 



Findings 

Findings 
Participation Rate 
 
More than 100 data sources consisting of national 
and provincial organisations, government ministries, 
health authorities, and health care services agencies 
contributed aggregate data to the study describing 
the scope and extent of health services offered by 
providers about whom the data source had 
knowledge. Of the 417 invitations to participate 
distributed, 42% responded with full or partial data, 
indicated that data was not available, referred us to 
another source, or declined to participate.  

 
 

Evaluating Data Quality  
 
Data for this study is obtained from a wide variety of 
sources.  Even in situations where it was possible to 
cross-reference similar data elements obtained from 
different sources, it is impossible to attest to the 
accuracy or completeness of the findings presented.  
 
As was discovered during the pre-test phase and 
confirmed during the subsequent coast-to-coast data 
collection activity, many candidate data sources 
indicated that there is a dearth of routinely 
collected data describing the scope and extent of 
private sector involvement in the delivery of health 
services – even within groups or agencies where one 
might expect these data to exist.  
 

And even in situations where data elements are 
available, differences in the fiscal year to which 
data applies can make it inappropriate to make 
comparisons between jurisdictions and across 
service types. 
 
 
The finding that there are actually more data cells 
for which absolutely no data exists, even amongst 
informed sources, provides possibly one of the most 
salient insights into what we know (or don’t know) 
about private sector delivery in Canada.  
 
The reality is that not only do researchers and policy 
makers have scarce access to data describing the 
scope and extent of private sector delivery, but 
providers themselves also lack these data.  
   

PARTICIPATION RATE 
(417 invitations to participate 

distributed) 
 

 

 

177 
 

Responded 
 

 

42% 
 

 121 responded with full or partial data 29% 
 

 
31 responded that data was not 

available 
 

7% 

 
16 responded that they do not collect 
this data and gave a referral source 

 

4% 
 

 
9 responded that they declined to 

participate 
 

2% 
 

26 
Did not respond, but data was provided 

from another source 
 

6% 
 

36 
Did not respond, follow up contact 
discontinued as no longer including 

these sub-services 
 

9% 
 

154 
Did not respond to the invitation for the 

data we were seeking 
 

37% 
 

24 
Unable to reach for follow up (e-mail 

address, fax or phone number no longer 
in service). 

 

6% 
 

 
Many candidate data sources commended us for 
seeking to collect these data, and commented that 
while they were unable to provide these data at this 
time, our inquiry gave them pause to consider the 
merits of beginning to collect these data from 
providers in their province/territory.   
 
As researchers, we find it intriguing that one of the 
most interesting findings/contributions from this 
study may stem from what we didn’t learn about 
private sector delivery in Canada, rather than from 
what we did learn. 
 
If providers involved in private sector delivery feel 
engaged to begin routinely collecting data describing 
the scope and extent of the services they offer, a 
replication of this study in the future will yield 
valuable insights.  The health services directory 
database provided to Health Canada as an output 
from this study will be of value in any such effort.   
 
 
Because of the limitations noted above, readers are 
reminded that caution must be used when 
interpreting the data elements presented in this 
report. 
 
 
There is more “non available” data than there is 
available data.  Furthermore, many data values are 
estimated – albeit by sources that we have reason to 
believe are well informed, but none-the-less, the 
values are estimates around which we are unable to 
establish a confidence interval. 
  
To assist readers in attaching some degree of 
comfort to the data reported in this study, data 
presented in tables, charts, and in the electronic 
Findings Database are colour coded using these 
criteria: 
  

Green The value presented is based on 
routinely collected data. 
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Yellow The value presented is based on an 
informed estimate. 

 
Red  A value is known to exist but is not 

presented for one of two reasons: 
1) the data element is not routinely 
collected, and an informed estimate 
could not be obtained,  
2) the value we received is suppressed 
to comply with data disclosure 
policies. (Cell count < 5) 

 
The issue of potentially poor data quality (or at least 
the inability to assess data quality) caused the 
research team to struggle with how we might gain 
some level of confidence in the data being provided 
to us by sources in our sample frame. 
 
We elected to pursue a convenience sample of 
providers from whom we sought data that could be 
compared with data received from the candidate 
data sources.  Participants in the convenience 
sample were promised complete anonymity in 
response to their participation, and as such data 
elements collected from these individual providers is 
not included in the data reported in this report, nor 
does it appear in the Findings Database. 
  
The response received from the convenience sample 
of providers (15 of 130) is not large enough to 
permit a robust statistical assessment to be made of 
the extent to which the data collected from 
candidate data sources are a valid proxy for the data 
obtained from providers themselves.   
 
Notwithstanding this point, casual observation 
indicates that data received from the candidate 
data sources was quite representative of the data 
received directly from providers in those situations 
where we are able to make a match.  
 
In most cases, the data presented in this report is 
based on data collected in 2003/04. Certain data 
elements collected from secondary data sources 
(most of which can be found under “Other Data is 
Available” in the Findings Database) is from 
2002/03.  
 
In some cases the relative proportions reported may 
not sum to 100%. This can be because data has been 
suppressed for confidentiality purposes, or the data 
received was reported in this manner.  
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Chiropractic Services  
 
Data from 2003 was obtained describing the 
scope and extent of private sector delivery 
activities for chiropractic services in eleven 
jurisdictions. Data for the Atlantic provinces 
has been consolidated. 
 
We received routinely collected data 
describing the activities of 6,373 providers. 
CIHI reports that there were 6,418 
chiropractors in Canada in 2002. 
 
The data collected suggests the following regarding 
the scope and extent of private sector delivery 
activities in this sector: 
 
• From a structural perspective – Almost all 

chiropractors (97%) in Canada exhibit attributes 
indicating private sector delivery activities are 
present such as operating as the sole and/or 
joint proprietor of a practice setting. 

 
• From a control perspective – Almost all 

chiropractors (96%) exhibit attributes indicating 
private sector delivery activities are present 
such as having the ability to make almost all of 
the decisions regarding the allocation and use 
of resources needed in the provision of care. 

 
• From a funding perspective – Almost all 

chiropractors (97%) exhibit attributes indicating 
private sector delivery activities are present 
such as receiving revenues from non-public 
funds. 

 

Under all three perspectives, chiropractors would be 
considered to be active participants in the private 
sector delivery of health services in Canada. 

 
• In most jurisdictions, chiropractors engaged in 

private sector delivery activities receive more 
than half of their total revenues directly from 
individuals (e.g., out-of-pocket payments). 
Nationally, the average proportion of 
compensation received directly from individuals 
was 56%, with a high of 79% reported in 
Quebec.  Only Manitoba and Saskatchewan 

reported values under 50%. 
 
• The second most common source of 

compensation for chiropractic services is from 
public and private insurance schemes. Each 
averaged nationally 22% and 23% respectively. 
There is a clear distinction, however, between 
jurisdictions in terms of whether private insur-
ance schemes outweigh public schemes as the 
second most common source of compensation.  
In Atlantic Canada and Quebec, private insur-
ance schemes dominate as the second most 
common source of compensation for 
chiropractors. 

 
• Chiropractors report that compensation for 

services is received exclusively via a service-
based payment method. 

 
Practice size varies across Canada, but is relatively 
consistent hovering around a weighted mean of 
6,428 patient visits per year. 

 

% of CHIROPRACT0RS exhibiting characteristics 
indicating private sector delivery activities exist 

(data for 11 jurisdictions and 6,373 providers) 

When viewed from a 
structural  perspective  

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

97% 96% 97% 
 

Green values indicate routinely collected data. 
Values are weighted averages. 

 

Proportion of Revenue Received from Various 
Sources by CHIROPRACTORS engaged in private 

sector delivery activities - 2003 
 

Province/ 
Territory 

From 
Third 

Parties 
From 

Individuals 
From 
Public 

Insurance 
Other 

AB 12% 54% 35% 9% 
Atlantic 
Canada 32% 54% 17% 16% 

BC 9% 76% 15% 6% 
MB 24% 41% 27% 11% 
ON * 18% 56% 27%* 7% 
QC 38% 79% 5% 6% 
SK 10% 43% 41% 10% 
YT 15% 50% 27% 8% 
 

Green values indicate routinely collected data. Data presented is from 
multiple sources. 
* Ontario reported that services were de-listed in 2004, and as such, 
revenues received from public insurance schemes are expected to change 
significantly. 

 

CHIROPRATIC SERVICES 
Reported Measures of Practice Size 

 

Province/ 
Territory 

Number  of 
Providers 

 

Total 
Patients 
Per Year 

 

Patient 
Visits Per 

Year 
 

AB 790 4067 6419 
 

Atlantic Canada 192 3430 5096 
 

BC 859 3577 5537 

MB 224 5390 8820 
 

ON 3073 4263 6860 
 

QC 1045 4018 5929 
 

SK 183 4312 6713 
 

Green values indicate routinely collected data. 
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Continuing Care –  
Home Care Services  
 
 
There are wide variations in how home care 
services are provided across Canada which 
makes it particularly challenging to identify 
data sources qualified to comment on matters 
related to the scope and extent of private 
sector involvement in this service sector. 
 
Even in settings where these services are contracted 
by a public agency like a Regional Health Authority, 
an in-depth understanding of the revenue patterns 
and service delivery activities of the contracted 
providers themselves is often invisible to the funder.  
 
As a result, the sampling frame for this service 
sector was altered from that used for other services. 
Data describing private sector delivery activities was 
solicited directly from provider organisations – many 
of whom were private corporations and would 
therefore immediately qualify for being included in 
this study.  
 
Twenty-three of the 92 (25%) candidate 
data sources contacted responded with 
full or partial data.  We received data 
spread across eight jurisdictions that 
reflected the activities of 68 provider 
organisations (i.e., operators). 
 
Despite the small return, the depth of 
disclosure by these participants was 
quite good.   
 
In accordance with our privacy 
agreement with participants, we had 
promised respondents that their data 
would only be included in our study if 
we were able to do so in a way that ensured the 
confidentiality of the data received.  The specific 
nature of the data received (revenues per provider 
organisation, patient volumes, etc), and the small 
sample size (particularly when viewed on a province-
by-province basis) makes it impossible for us to 
include these data while conforming with the 
privacy commitment made to the respondents. 
 
As such, home care data received in this study is 
suppressed for reasons of small cell counts in the 
Findings Database, and we are unable to comment 
on the scope and extent of home care services in 
Canada. 
 
Although data describing scope and extent are 
suppressed, we are able to assess that home care 
providers would be considered to be active 
participants in the private sector delivery of health 
services in Canada under any of the three 
perspectives examined in this study. 
 

 

 
 
 
 
 

 
 
 
 

 

 

 

% of HOME CARE PROVIDERS exhibiting characteristics 
indicating private sector delivery activities exist 

(data based on 8 jurisdictions and 68 provider organisations) 

When viewed from a 
structural  perspective  

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

100% 100% 99% 
 

Green values indicate routinely collected data.  
Values are weighted averages. 
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Continuing Care -  
Residential Health Care 
Facilities 
 
Data describing the scope and extent of 
private sector delivery activities for 
residential health care facilities was 
obtained from ten jurisdictions.  
 
We received routinely collected data describing the 
activities of 3,925 facilities in 2002 for seven 
jurisdictions. From three other jurisdictions we 
received informed estimates describing the 

activities of 1,513 facilities in 2003/04. 
 
The unit of analysis for this service sector is at the 
provider organisation (i.e., facility) level. 
 
Across Canada, Residential Health Care Facilities 
reported total income (i.e., revenues) from all 
sources of $6,833,742,832. (Source: Statistics 
Canada RCF Survey 2002.) 
 
Of this amount, Statistics Canada data indicates that 
all but 4.7% ($322.2 million) comes from various 
sources of public funds including public health 
insurance payments, social services payments, 
municipal governments, etc.  
 
The data collected suggests the following regarding 
the scope and extent of private sector delivery 
activities in this sector: 

 
• When viewed from a structural perspective – 

On average, about one third of residential 
health care facilities in the jurisdictions 
reporting exhibit attributes indicating private 
sector delivery activities are present such as 
the existence of shareholders and/or that 
surpluses are considered to be a profit.  This 
ranged from a low of 5% in Saskatchewan to a 
high of 68% in Newfoundland and Labrador.  

 
From a structural perspective, there are about 
1,256 residential health care facilities engaged 
in private sector delivery. 

 
• From a control perspective – All of the 

residential health care facilities submitting data 
for use in this study exhibit attributes indicating 
private sector delivery activities are present 
such as having the ability to make almost all of 
the decisions regarding the allocation and use 
of resources needed in the provision of care, 
setting hours of operation, etc.  (We are 
referring here to exercising control over 
decisions that are not prescribed by legislative 
or regulatory requirements.) 

 
• From a funding perspective – On average, one 

third of the residential health care facilities 
submitting data for use in this study exhibit 
attributes indicating private sector delivery 
activities are present when considered from the 
perspective of funding.  

 
There are wide variations in the values 
reported, ranging from a low of 2% in Manitoba 
to a high of 90% in New Brunswick. The very 
limited number of jurisdictions reporting values 
for this data element makes it impossible to 
draw conclusions about the extent of private 
sector involvement in the delivery of residential 
health care services when viewed from a 
funding perspective. 

 
Notwithstanding this point, it is interesting to 
note that, on a weighted average basis, almost 
two thirds of residential facilities report that 
they do not receive revenues from non-public 
sources, such as differential accommodation 
fees charged directly to residents, or other co-
payments by residents.  

 

% of Residential Facility providers exhibiting characteristics 
indicating private sector delivery activities exist 

(data based on up to 10 jurisdictions and 5,438 provider organisations) 

When viewed from a 
structural  perspective  

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

32% 100%‡ 36% 
 

Green values indicate routinely collected data. Yellow values indicate an informed estimate.  
Values are weighted averages.  ‡Only 1 jurisdiction reporting. 

 

Proportion of Revenues Received from Various 
Sources by RESIDENTIAL HEALTH CARE 

FACILITIES engaged in private sector delivery 
activities – 2002 

(10 jurisdictions / 5438 provider organisations) 
 (Does not include Nursing Homes) 

 

Province/ 
Territory 

From 
Third 

Parties 

From 
Indivi-
duals 

 

From 
Public 

Insurance 

From 
RHAs Other 

NL 26% 1% 40%   

PE 31% 1% 40%  11% 

NS 24%  43% 7% 7% 

NB 25%  16% 1%  

ON 34% 9% 47% 1% 6% 

MB 31%  54%  4% 

SK 25%  72%  3% 

AB 15% 6% 61% 6% 1% 

BC 27% 1% 57% 1% 2% 

NT   32%   
 

Green values indicate routinely collected data.  
Source: Statistics Canada RCF Survey 2002. 
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System-wide, we know from secondary data 
sources that 4.7% of the total revenues 
collected by residential health 
care facilities originates from 
non-public sources (Statistics 
Canada RCF Survey, 2002). The 
implication is that these non-
public sources of funds are b
received by only about one third 
of the residential health care
facilities. 

eing 

 

 
• Almost all Residential Health 

Care Facilities are compensated 
using a service-based payment 
method.  

 

• Private Residential Health Care 
facilities reported that they 
commonly use number of beds 
to describe the size of their 
practice settings. Of the 
facilities reporting data for this study, average 
bed sizes ranged from a low of 1.7 beds per 
facility in the Territories to a high of 32 beds 
per facility in Ontario. 

 
 
 
 
 

 
 
 
 
 
 
 
 
 

 
 

 
  

Private RESIDENTIAL HEALTH CARE FACILITIES 
Reported Measures of Facility Size – 2002 

 

 

Province/ 
Territory 

 

Number of Facilities  

 

Total Number of Beds 

AB 390 4133 
BC 778 9668 
MB 282 3247 
NB 427 3038 
NL 138 2297 
NS 209 3329 
ON 1364 43597 
PE 56 1128 
SK 250 731 
YK/NT/NU 31 54 
 

Green values indicate routinely collected data.  
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Dental Care -  
Dental Surgeon 
Services  
 
Data from 2003/04 was obtained describing 
the scope and extent of private sector 
delivery activities for dental surgeon 
services in eight jurisdictions. 
 
We received both routinely collected data and 
informed estimates describing the activities of 7,894 
providers.  CIHI reports that in 2002 there were 
17,961 dentists in Canada.  
 
The data collected suggests the following regarding 
the scope and extent of private sector delivery 
activities in this 
sector: 
 
• From a 

structural 
perspective – 
A high 
proportion of 
dental 
surgeons in 
Canada (93%) 
exhibit 
attributes 
indicating 
private sector 
delivery 
activities are 
present such 
as operating 
as the sole or j
 

oint owner of a practice setting.  

his proportion is noticeably lower in Alberta, 

ist 

actice 

 

 
From a control perspective – A large 

ibit 

ed 

es 

ova 
l 

nition.  
 

Similar to our observations regarding structure, 

 

 

ing 
perspective – Almost 

 

nt 
m a 

 
Dent

anitoba, New Brunswick, 
 Yukon 

es came 

econdary data sources indicate that of the 
n 

 
nder all three perspectives, dental surgeons can be 

 In five of the six jurisdictions for which we 

ged in 
alf 

tion 

 
 In four of the six jurisdictions for which we 

received data regarding sources of 

T
where only 75% of dentists exhibit attributes 
indicating private sector delivery activities ex
when viewed from a structural perspective.  
This either suggests a sampling error (these 
dentists may be working as associates in 
practices owned by colleagues, but the pr
itself would exhibit private sector attributes), 
or there may be a higher proportion of dentists
employed by public sector agencies in Alberta 
than is found elsewhere. 

• 
proportion of dental surgeons (85%) exh
characteristics indicating the presence of 
private sector delivery activities when view
from a control perspective such as having the 
ability to make almost all of the decisions 
regarding the allocation and use of resourc
needed in the provision of care. In some 
jurisdictions (Manitoba, New Brunswick, N
Scotia and the Yukon Territory), 100% of denta
surgeons fit our definition of being engaged in 
private sector delivery when viewed from a 

control perspective. Only 70% of dental 
surgeons in Quebec would meet this defi

it may be that dentists in Quebec practice in 
group settings where control decisions are left
to practice owners, or it may be that Quebec 
has a higher proportion of dentists employed in

public sector settings. 
 
• From a fund

all dental surgeons
exhibit attributes 
indicating private 
sector delivery 
activities are prese
when viewed fro
funding perspective.  

al surgeons in 
M
Nova Scotia and the
Territory report that 100% 
of their revenues originate 
from non-public funds. The 
remaining jurisdictions 

reported that more than 90% of revenu
from non-public funds.  
 
S
total revenues collected by dental surgeons i
2001, $7.933 million, or 94.8% originates from 
private sources.  (Total revenues collected by 
dental surgeons was $8.362 million in 2001. 
(CIHI NHEX 2002)) 

U
considered to be active participants in the private 
sector delivery of health services in Canada. 
 
•

received data regarding sources of 
compensation, dental surgeons enga
private sector delivery receive more than h
of their total revenue from third party sources 
such as private insurance schemes making 
payments on behalf of individuals. An excep
is Quebec, where this value was reported to be 
only 25%.   

•

 

% of DENTAL SURGEONS exhibiting characteristics indicating 
private sector delivery activities exist 

(data based on 8 jurisdictions and 7,894 providers) 

When viewed from a 
structural  perspective  

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

93% 85% 94% 
 

Yellow values indicate an informed estimate. 
Values are weighted averages. 
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compensation, less than half of total revenu
received by dental surgeons come d
individuals via out-of-pocket payments. The 
exception is Quebec, where 65% of revenues are 
received directly from patients, and Alberta 
where this data element was reported to be 
97%.  A similar value was reported for paymen
received from third parties in Alberta, 
suggesting that there may be some overlap in 
how these amounts are being determined. 
(Patients paying out-of-pocket but who are then 
reimbursed by third-party insurers may be b
double counted.) 

Dental surgeons ar

es 
irectly from 

ts 

eing 

 
• e most commonly 

compensated using either a service based-
 revenue 

 

 
 

payment method or a pre-determined
method. The latter is irrespective of the 
number of services provided. 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 

Proportion Of Revenues Received From Various Sources 
By DENTAL SURGEONS Engaged In Private Sector 

Delivery – 2002/03 
 

 

Province/ 
Territory 

 

From Third 
Parties 

 

From 
Individuals   

 

From 
Public  

Insurance 
Schemes 

 

Other 
(e.g., RHA, 

WPS  
Schemes) 

AB 52% 40% 7%  
BC 56% 38% 6%  
MB 34% 55% 11%  
NB 45% 49% 6%  
NL 49% 42% 9%  
NS 45% 47% 8%  
NT 16% 17% 67%  
NU 45%  55%  
ON 61% 37% 2%  
PE 47% 43% 10%  
QC 38%/25%‡ 53%/65%‡ 9% 10% 
SK 44%/60%‡ 42%20%‡ 14% <> 
YT 19% 55% 26%  
 

Green values indi lle d chevr cate a valu , 
ould not be obta data has b ressed. 
ls with two values indicate situations where we received routinely collected data 

ted.   

cate routinely co cted data.  Re ons indi e exists
but c ined or een supp
‡ Cel
from two different sources and there was a difference in the values reported. For 
completeness, both of the values we received are presen
(Some data has been sourced from CIHI HPTC & NHEX 2002)  

 

DENTAL SURGEONS 
Reported Measures of Practice Size by 

Province/Territory – 2003 
 

 

Province/ 
Territory 

 

# of 
Providers 

 

Patients 
Per Year 

 

Visits Per  
Year 

 

Total  
Revenue 

NB 270 2,000 4,000  
NS 488 <> <>  
PE 68 2,500   
QC 3,800   300,000 
SK 365 2,780   
 

Green values indicate routinely collected data. Yellow values indicate an 
informed estimate. Red chevrons indicate a value exists, but could not be 
obtained or data has been suppressed.   
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Dental Care –  
Dental Hygiene 
Services  
 
Data describing the scope and extent of 
private sector delivery activities for dental 
hygiene providers was obtained for thirteen 
jurisdictions. 
 
We received data based on informed estimates 
describing the activities of 15,052 providers in 
2003/04. CIHI reports that there were 16,128 dental 
hygienists in Canada in 2002. 
 
The data collected suggests the following regarding 
the scope and extent of private sector delivery 
activities in this sector: 
  
• From a structural perspective – Very few 

dental hygienists exhibit characteristics 
indicating that they are engaged in private 
sector delivery activities when viewed from a 
structural perspective.  

 
Only Ontario (14%) reported a value higher than 
10%, with all other jurisdictions reporting values 
less than 10%.  (British Columbia (8%), Alberta 
(6%), New Brunswick (2%), Newfound-
land/Labrador (2%), Prince Edward Island (2%), 
and Manitoba (1%))  

 
• From a control perspective – Very few dental 

hygienists (11%) reported having control of a 
practice setting as evidenced by being able to 
make decisions regarding the allocation and use 
of resources (such as deciding opening hours, or 
staffing levels). This is most likely because most 
dental hygienists practice in settings managed 
and/or owned by dental surgeons.  

 
A value of 100% was reported in the Yukon. We 
expect this may be a reporting error. Ontario 
(14%) was the only other jurisdiction to report a 
value higher than 10%. This may suggest that 
dental hygienists engage in practice 
arrangements in Ontario that are different from 
those observed in other jurisdictions. 

 
• From a funding perspective – Almost all dental 

hygienists exhibit attributes indicating private 
sector delivery activities are present such as 
receiving revenues from non public funds.  
Values reported ranged from a low of 91% in 
Alberta to a high of 100% in Nova Scotia and the 
Yukon, with a weighted average value for the 
jurisdictions reporting of 97%. 

 
For these dental hygienists less than 25% of 
total revenues came from third party sources. 

 
Although there appear to be small differences in 
practice characteristics across Canada, in general, 
dental hygienists would not be considered to be 
active participants in the private sector delivery of 
health services in Canada when viewed from the 
perspectives of structure or control. 
 
In contrast, the fact that 97% of Dental Hygienists 
report that their compensation comes from non-
public funds indicates that from a funding 
perspective, hygienists are engaged in private sector 
delivery activities. 
 
Given the very low values reported for structure and 
control, it is expected that what is being observed 
here is that most dental hygienists may work in 
practice settings where the hygienist does not have 
ownership or control involvement, but where some 
type of profit sharing or incentive compensation 
scheme may be in place.  
 
Those dental hygienists who did exhibit attributes 
indicating private sector activities are present 
reported that more than half of total revenues are 
generated via a pre-determined revenue method, 
irrespective of the volume of services offered. 
 

 
 
 
 
 
 

 

 

% of DENTAL HYGIENISTS exhibiting characteristics 
indicating private sector delivery activities exist 
(data based on 13 jurisdictions and 15,052 providers) 

When viewed from a 
structural  perspective  

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

11% 11% 97% 
 

Yellow values indicate an informed estimate.  
Values are weighted averages. 
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Diagnostic Imaging and 
Laboratory Services  
 
 
Data from 2003/04 was obtained describing 
the scope and extent of private sector 
delivery activities for diagnostic imaging, 
laboratory and radiation services in five 
jurisdictions. 
 
We received both routinely collected data 
and informed estimates describing the 
activities of six diagnostic imaging provider 
organisations in two jurisdictions, 3,055 
providers of laboratory services in two 
jurisdictions and 4,061 providers of 
radiation services in one jurisdiction. 
 
With so few jurisdictions reporting data for 
specific sub-services in this service sector, it 
is difficult to draw conclusions regarding the 
scope and extent of private sector delivery 
activities in imaging, laboratory and 
radiation services in Canada. 
 
Data collected for these services is further 
confounded by the difficulty in gathering 
data at an appropriate unit of analysis. 
 
Unlike many health care providers (such as dentists, 
physicians, physiotherapists, etc.), many laboratory 
and radiation technicians provide health care in 
settings where they are likely to be employees. As 
such, the data gathered from these providers does 
not reflect the perspective that would be obtained if 
it was possible to obtain data directly from the 
organisation for which the provider works. 
 
This service sector provides an excellent 
example of the wealth of data describing 
private sector involvement in the delivery of 
health services that is difficult to observe. 
 
The Health Services Directory Database 
generated as part of this study identifies f
five organisations that provide various 
combinations of diagnostic, laboratory and 
radiation services. 

orty-

 
These organisations were contacted to solicit 
data for this study, but a response was 
received from so few organisations that the 
data we received needed to be suppressed to 
maintain the confidentiality of the 
respondents. 
 
Because many providers of these services 
receive some compensation from public funds, 
a strategy was also pursued to determine if 
the extent of private sector activity could be 
inferred by backing out the observable extent 
of public sector delivery activities from the total 

expenditures made in this sector. This latter figure 
also proved difficult to assess, making this strategy 
equally unworkable. 
 
The perceived growing involvement of private sector 
delivery activities in areas such as radiation 
therapies and diagnostic imaging makes it 
imperative that mechanisms be developed to 
identify and capture information regarding the scope 
and extent of these activities so as to ensure that a 

comprehensive picture of 
the services provided to 
Canadians is available for 
planning and stewardship 
purposes. 
 

 

 

% DIAGNOSTIC IMAGING provider organisations exhibiting 
characteristics indicating private sector delivery activities 

exist 
(data based on 2 jurisdictions and 6 provider organisations) 

When viewed from a 
structural  perspective  

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

<> <> <> 

% LABORATORY technologists exhibiting characteristics 
indicating private sector delivery activities exist 

(data based on 2 jurisdictions and 3,055 providers) 

When viewed from a 
structural  perspective  

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

29% 1% 29% 

% RADIATION technologists exhibiting characteristics 
indicating private sector delivery activities exist 

(data based on 1 jurisdiction and 4,061 providers) 

When viewed from a 
structural  perspective  

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

30% <> 30% 
 

Green values indicate routinely collected data. Yellow values indicate an informed estimate. 
Red chevrons indicate a value exists, but could not be obtained, or data has been suppressed. 
Values are weighted averages. 
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Hospital Based Care  
 
 
Information describing the scope and extent 
of private sector delivery of hospital based 
care in Canada is very limited.  Data based 
on estimates was received from four of 
sixteen hospitals/clinics identified that we 
believe had the potential to exhibit one or 
more of the characteristics of private sector delivery 
used in this study.  
 
Hospitals/clinics that our research suggests may 
exhibit these characteristics were found in Alberta 
(1), British Columbia (7), Ontario (7), and Quebec 
(1). These hospitals/clinics provide services such as 
acute care, alcohol & drug rehabilitation, complex 
continuing care, psychiatric care, and surgical care.  
 
According to the Canadian MIS Database there were 
fourteen privately owned hospitals and six federally 

owned hospitals in 2001/02. Combined, these 
twenty hospitals represent less than 3% of all 
Canadian hospitals.5

 
Before 1973 there were approximately 114 private 
hospitals in Canada providing acute care, chronic 
care, or rehabilitative care).  In 2004, we identified 
only two privately-operated licensed hospitals, both 
located in Ontario, and both providing acute care 
services. 
 

                                                 
5 CIHI, 2003. Hospital financial performance indicators, 1999-2000 to 
2001-2002: Section 2: System characteristics. Ottawa: Canadian MIS 
Database 

In general, private hospitals either did not respond 
to our request for data or declined to participate.  
One private hospital did, however, invite members  
of the research team for a site visit to familiarize 
the researchers with the operation of a hospital 
governed under private hospital legislation. The 
hospital was family-owned, and like most Canadian 
hospitals, the cost of medical services provided by 
this hospital were covered by a provincial health 
insurance plan. 
 
Preferential accommodation fees were paid by third 
party insurers or by individuals.  Consistent with one 
of the characteristics indicating the presence of 
private sector delivery activity, surpluses generated 
by preferential accommodation revenues, or 
payments on capital beyond the cost of capital were 
returned to the shareholders. However, in all other 
respects, the hospital exhibited characteristics 
consistent with those that would be observed for a 
publicly operated hospital. 
 
A second dimension of private sector involvement in 
the delivery of hospital based care was also 
explored. 
 
Increasingly, publicly funded hospitals are finding 
themselves transferring activities that they have 
traditionally performed and/or managed in-house, 
to outside agencies. An early example of this 
strategy was seen in shared laundry facilities where 
one public hospital undertook to manage the linen 
program of other public hospitals.   
 
In these early out-sourcing examples there was 
limited involvement of the private sector. 
 
As new opportunities to leverage efficiencies 
emerged, and as challenges in managing staffing 
levels grew, public hospitals began to develop 
relationships with private sector providers able to 
offer not only clinical support services but also 
administrative support. 
  
As a result, many public hospitals now purchase 
services from the private sector that would 
otherwise be provided by the hospital itself. The 
impact of this strategy on this study is that a range 
of private-sector delivery activities and providers lie 
“hidden” inside publicly-funded hospitals 
 
Some understanding of the scope and extent of the 
private sector’s involvement in the delivery of 

 

% of HOSPITAL BASED CARE exhibiting characteristics 
indicating private sector delivery activities exist 

(data based on 1 jurisdiction and 4 provider organisations) 

When viewed from a 
structural  perspective  

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

< > < > < > 
 

Red chevrons indicate a value exists, but could not be obtained, or data has been suppressed. 
Values are weighted averages. 

 

Extent to which hospitals PURCHASED OUTSIDE 
staff in fiscal 2001 

 

 

Province/ 
Territory 

 

Spending on 
Management & 

Operational Support  
Personnel ($) 

 

Spending on Unit 
Producing Personnel 

($) 

AB 12,412,348 41,955,138 
BC 9,726,469 12,246,661 
MB 2,150,281 5,645,771 
NB 4,379,122 3,508,190 
NL 415,604 2,729,675 
NS 2,872,270 9,235,567 
NT 703,402 2,527,299 
ON 48,278,179 201,734,870 
QC  97,735,185 
SK 809,855 3,661,994 

Total 81,747, 530 380,981,350 
 

Green values indicate routinely collected data. 
Source: CIHI, Canadian MIS Database (Aug 2002) 
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hospital-related services can be identified through 
CIHI’s Canadian MIS Database, CIHI collects a variety 
of information to describe spending on human 
resources that are not a part of a hospital’s normal 
staff complement (purchased compensation 
expenses), as well as information on expenditures 
made for referred-out services (services the hospital 
has out-sourced to other providers.) 
 
 A selection of data drawn from this source is 
included in this report and in 
the Findings Database. 
 
These data illustrate that a 
non-trivial quantity of 
services are being sourced 
externally by hospitals.  
 
It is not possible to 
determine the proportion of 
these expenditures that 
represent purchases from 
private-sector providers. 
Some of these expenditures 
relate to funds being 
transferred from one 
publicly-funded agency to 
another publicly-funded 
agency.  
 
Discussions with hospitals 
reveal, however, that 
services provided by private-
sector delivery providers 
comprise a significant portion 
of these expenditures.  For 
example, almost $381 million 
was spent in purchased compensation costs for unit 
producing personnel in 2000/01.  The majority of 
this expenditure is expected to have been directed 
to private-sector providers for purposes such as the 
hiring of agency nurses. 
 

 
 
 
 
 
 
 

 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Extent to which hospitals REFERRED-OUT services 

in fiscal 2001 
 

 

Province/ 
Territory 

Nursing 
Inpatient 

Ambulatory 
Care 

Diagnostic & 
Therapeutic 

Administrative & 
Support 

Community 
Services 

AB 11,376,434 6,265,102 58,55,208 48,813,443 1,941,309 
BC 3,502,052 11,613,503 6,427,880 49,869,118 15,765,753 
MB   1,359,257 26,110,667  
NB 2,010,278 639,399 3,561,335 12,834,257 22,547 
NL 1,670 1,575 238,564 401,585  
NS   2,508,548 4,231,789  
NT   407,582   
ON 549,282   125,995,008  
PE 868,147  205,185  3,870,489 
QC 5,587,429 6,452,505 25,385,469 208,256,831 1,523 
SK 3,471 149,817 783,054 34,551,632  
YT   885,413 97,744 74,009,833 

Total 23,030,616 25,131,901 100,319,495 512,030,221 88,614,805 
 

Green values indicate routinely collected data.  
Source: CIHI, Canadian MIS Database (Aug 2002) 
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Nursing Care  
 
Data from 2003/04 was obtained describing 
the scope and extent of private sector 
delivery activities by nursing care providers 
in five jurisdictions.  
 
We received data based on informed 
estimates describing the activities of 38,873 
providers. Included are 28,255 registered 
nurses (RN), 2,235 registered psychiatric nurses 
(RPN), and 637 practical licensed nurses (LPN). 
There are an additional 7,746 nurse providers 
represented in the database for whom we do not 
know the level of qualification. 
 
The unit of analysis for this sector is at the provider 
level. In the case of this service, this is at the nurse 
level. 
 
Similar to the situation seen for laboratory and 
imaging technicians, many nurses provide health 
care in settings where they are likely to be 
employees. As such, the data gathered from these 
providers does not reflect the perspective that 
would be obtained if it was possible to obtain data 
directly from the organisation for which the provider 
works.  
 
The data we collected from hospitals confirms that 
nursing professionals are actively engaged in private 
sector delivery. Many work for agencies that provide 
casual and temporary coverage in acute care 
settings. We also know that many nurses are also 
actively employed in the home care sector.  
 
The Health Services Directory Database generated 
as part of this study identifies 42 organisations that 
potentially provide nursing services in a private 
sector setting. 
 
These organisations were contacted to solicit data 
for this study, but as was experienced in similar 
situations, private sector providers of nursing 
services were hesitant to provide information that 
could potentially compromise their competitive 
position in the market. We received responses from 
so few organisations on a per jurisdiction basis that 
the data we received has been suppressed to 
maintain the confidentiality of the repondents. 
 
This once again reinforces the need to develop data 
collection mechanisms that ensure the important 
role played by nurses involved in private sector 
delivery is appropriately captured in national and 
provincial datasets so that this information can be 
used for planning and system stewardship purposes. 
These data must be collected in a manner that 
ensures these important objectives can be achieved, 
while not compromising the market position of those 
providing these services. 
 

 
 
The data collected suggests the following regarding 
the scope and extent of private sector delivery 
activities in this sector: 
 
• From a structural perspective – We received 

so little data that it is impossible to draw 
conclusions at a national level. We learned that 
in a number of jurisdictions nurses do exhibit 
attributes indicating that private sector 
delivery activities are present such as operating 
as the sole or joint owner of a nursing practice, 
or treating excess revenues over expenditures 
as income to the provider, however in most 
cases the proportion of nurses to which this 
would apply is unknown. Our expectation is that 
this value is quite low nationally, given that 
jurisdictions providing informed estimates 
placed the value around only 1%. 

 
• From a control perspective – A number of 

jurisdictions reported that nurses practiced in 
settings where they were able to make almost 
all the decisions regarding the allocation of 
resources needed in the provision of care, but 
were unable to provide estimates of the 
proportion of nursing professionals to whom this 
would apply. Alberta reported the highest value 
we received, at 8%. This may represent nurse 
practitioners working as the primary lead 
provider in practice settings. 

 
• From a funding perspective – The jurisdictions 

providing data indicated that only a negligible 
percentage of nurses receive funding directly 
from non-public sources. Again, it is expected 
that this is because most nursing professionals 
practice as employees of health care 
organisations.  

 

 

% of NURSING CARE exhibiting characteristics indicating 
private sector delivery activities exist 

(data based on 5 jurisdictions and 38,873 providers) 

When viewed from a 
structural  perspective  

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

1% 5% 1% 
 

Yellow values indicate an informed estimate.  
Values are weighted averages. 
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Optometry Services 
 
Data was obtained describing the scope and 
extent of private sector delivery activities 
by optometrists in thirteen jurisdictions.  
 
The data received was based on informed 
estimates and reflects the activities of 3,652 
providers in 2003/04. CIHI data indicates 
that there were 3,587 optometrists in 
Canada in 2002. 
 
Across Canada, total expenditures on Optometric 
services was $2.893 million in 2001. (CIHI NHEX 
2002.)  
 
The data collected suggests the following regarding 
the scope and extent of private sector delivery 
activities by optometrists: 
 
• From a structural perspective – Almost all 

optometrists in Canada exhibit attributes 
indicating private sector delivery activities are 
present such as, operating as a sole or joint 
proprietor of a practice setting, working in 
settings where shareholders exist, or having the 
ability to retain a surplus for the benefit of the 
provider. One province reported that 85% of 
optometrists are operating as a sole or joint 
proprietor of a practice setting. 

 
Some provinces (Alberta, Nova Scotia and 
Saskatchewan) reported that one or more of 
these criteria apply to 100% of the optometrists 
in their province. Ontario reported that one or 
more of these criteria would apply to only 90% 
of providers in that province. 

 
• From a control perspective – Most 

optometrists in 
Canada exhibit 
attributes 
indicating 
private sector 
delivery 
activities are 
present such as 
the ability to 
make almost all 
of the decisions 
regarding the 
allocation and 
use of 
resources 
needed in the 
provision of 
care. The 
percentages a
quite high in 
Alberta (10
Saskatch
(100%) and 

Prince Edward Island (98%). The percentage 
slightly lower in New Brunswick (85%), and Nova 
Scotia (85%) and Quebec (60%). 

re 

0%), 
ewan 

was 

 
• From a funding perspective – More than half of 

the optometrists in Canada exhibit attributes 
indicating private sector delivery activities are 
present such as receiving revenues from non 

public funds: Alberta (100%), Nova Scotia 
(100%), Prince Edward Island (98%), Ontario 
(90%) and New Brunswick (85%), Quebec (50%), 
and Saskatchewan (50%). 

 
For these optometrists less than 30% of total 
revenues come from third party sources such as 
private insurance schemes making payments on 
behalf of individuals. The exception is Nova 
Scotia where this value is 60%.  
 
CIHI data indicates that private expenditures on 
optometric services represented 93% of the 
revenues received by optometrists in 2001.  

 

 

% of OPTOMETRISTS exhibiting characteristics indicating 
private sector delivery activities exist 

(data based on 13 jurisdictions and 3,652 providers) 

When viewed from a 
structural  perspective  

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

93% 66% 75% 
 

Green values indicate routinely collected data. Yellow values indicate an informed estimate. 
Red chevrons indicate a value exists, but could not be obtained, or data has been suppressed. 
Values are weighted averages. 

 

Proportion of revenue received from various 
sources by OPTOMETRISTS engaged in private 

sector delivery - 2003 
 

 

Province/ 
Territory 

 

Paid by 
insurance 
company 

 

Out of 
pocket 

 

Public 
Insurance 

 

Other 

AB 13% 82%  5% 
BC 16% 76%   
MB 17% 78%   
NB 24% 73% 3%  
NL 22% 78%   
NS 25% 72% 15%  
NT <> <>   
NU <> <>   
ON 27% 62%  8% 
PE 26% 74%   
QC 18% 79% 40%  
SK 15% 78%   
YT <> <>   
 

Green values indicate routinely collected data. Yellow values indicate an 
informed estimate. Red chevrons indicate a value exists, but could not be 
obtained or has been suppressed. 
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• Most optometrists report that compensation is 
based on a service-based funding method. Some 
optometrists did report being compensated 
using a pre-determined revenue method which 
is irrespective of patient volumes.  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
  

OPTOMETRISTS 
Reported Measures of Practice Size - 2003 

 
 

 

Province/ 
Territory 

 

Number of  
Providers 

 

Patients 
Per Year 

 

Visits  
Per Year 

NB 100  350,000 
NS 74  185,000 
ON 1,300 --- --- 
PE 15  38,500 
QC 1,200 2,250  
SK 108  3,680 
 

Yellow values indicate an informed estimate. 
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Physician Care 
 
Data for 2003/04 was obtained describing 
the scope and extent of private sector 
delivery activities of 26,400 physicians in 
four jurisdictions. CIHI reports that in 2002 
there were 59,412 physicians in Canada. In 
that year, the total expenditure on 
physician care was $14.964 million. 

 
None of the organisations representing 
physicians were able to provide routinely 
collected data or informed estimates for 
the data elements we sought.  
 
Our observations from the data collected 
are limited to determining that some 
physicians are engaged in private sector 
delivery activities when viewed from the 
three perspectives of structure, control 
and funding. The proportion of physicians 
to whom these assessments would apply i
not known. 

s 

 
Data describing the sources of 
compensation received by physicians was 
obtained from secondary data sources.  
 
The very high proportion of compensation that 
comes from public insurance (over 98% in all 
jurisdictions) indicates that while there is some 
portion of physician income being generated from 
non-public funds, the amount is negligible. CIHI 

reports total private expenditures on physician 
services across Canada to be only $160 million in 
2002. This represents only 0.01% of the total 
expenditures on physician services. 
 
 

 
 
 
 
 

 
 
 
 
 

 
 
 
 

 

% of PHYSICIANS exhibiting characteristics indicating private 
sector delivery activities exist 

(data based on 4 jurisdictions and 26,400 providers) 

When viewed from a 
structural  perspective  

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

<> <> <> 
 

Red chevrons indicate a value exists, but could not be obtained, or data has been suppressed.  

 
Proportion Of Revenues Received From Various 

Sources by PHYSICIANS Engaged In Private 
Sector Delivery – 2002/03 

 
 

Province/ 
Territory 

 

From 
Third 

Parties 

 

From 
Individuals  

 

From 
Public 

Insurance 

 
Other  

AB 0.03% 1.7% 98.0%  
BC 0.07% 1.1% 98.8%  
MB 0.07% 0.7% 99.3%  
NB 0.02% 0.99% 98.9%  
NL 0.05%  99.9%  
NS 0.02% 0.98% 99.3%  
NT   100%  
NU   100%  
ON 0.08% 0.72% 99.2%  
PE 0.02% 0.98% 99.0%  
QC 0.02% 0.98% 98.6%  
SK  0.3% 99.7%  
YT 9%  100%  
 

Green values indicate routinely collected data. Yellow values indicate an 
informed estimate. Red chevrons indicate a value exists, but could not be 
obtained. It is assumed that revenues are equal to expenditures reported 
in other available data. Source for any secondary data included in this 
table: CIHI HPTC & NHEX 2002 
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Rehabilitation Services 
(not hospital based) 
 
Data from 2003/04 was obtained describing 
the scope and extent of private sector 
delivery activities for four rehabilitation 
services in various combinations of up to 
thirteen jurisdictions. 
 
The data received was largely based on 
informed estimates and reflects the 
activities of 6,809 occupational therapists in 
thirteen jurisdictions, 13,365 
physiotherapists in five jurisdictions, 3,351 
respiratory therapists in four jurisdictions 
and 1,213 massage therapists in five 
jurisdictions. 
 
The data collected suggests the following 
regarding the scope and extent of private 
sector delivery in these sectors: 
 
• From a structural perspective – 

Private sector delivery activities are 
present in all four of the rehabilitation 
services examined. 

 
Massage therapists were most likely to 
operate in settings where a surplus 
would be considered income to the 
provider.  
 
Respiratory therapists were least likely 
to work in settings matching these 
criteria, although 20% of respiratory 
therapists in Alberta and 16% in Ontario  
did report the existence of private 
sector delivery activities from a structural 
perspective.  Other jurisdictions reported lesser 
values. As most 
respiratory 
therapists work in 
acute clinical 
settings, this 
finding is not 
unexpected. 

 
Physiotherapists 
reported that, on 
average, 43% of 
providers worked 
in settings where 
the provider 
would be viewed 
as being engaged 
in private sector 
delivery activities from a structural 
perspective. This figure is influenced heavily by 
the proportionately large number of Ontario 
physiotherapists in the Findings Database. 
Ontario physiotherapists reported a value of 
45% for this attribute, while other jurisdictions 
providing data suggested values around 30%. 

 
Occupational therapists indicated that some 
providers worked in settings meeting these 

criteria, but the relative 
proportion was not known. 
 
• From a control 

perspective – Private s
delivery activities are also
present in all four of the 
rehabilitation services
examined when viewed 
from a control perspect

ector 
 

 

ive. 
 

ore than three quarters of 
hat 

in the 
, 

. 

M
massage therapists reported t
they had decision-making control 
over the resources needed 
provision of care. In Alberta
Newfoundland and Labrador, and 

the Northwest Territories, this value was 100%
 
 

 

% of MASSAGE THERAPISTS exhibiting characteristics 
indicating private sector delivery activities exist 

(responses from 5 jurisdictions representing 1,213 providers) 

When viewed from a 
structural  perspective  

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

96% 80% 100% 

% of OCCUPATIONAL THERAPISTS exhibiting characteristics 
indicating private sector delivery activities exist 

(responses from 13 jurisdictions representing 6,809 providers) 

When viewed from a 
structural  perspective 

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

<> <> 49%‡ 

% PHYSIOTHERAPISTS exhibiting characteristics indicating 
private sector delivery activities exist 

(responses from 5 jurisdictions representing 13,365 providers) 

When viewed from a 
structural  perspective 

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

43% 22% 44% 

% of RESPIRATORY THERAPISTS exhibiting characteristics 
indicating private sector delivery activities exist 

(responses from 4 jurisdictions representing 3,351 providers) 

When viewed from a 
structural  perspective 

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

17% 6% 3% 
 

Green values indicate routinely collected data. Yellow values indicate an informed estimate. 
Red chevrons indicate a value exists, but could not be obtained, or data has been suppressed. 
Values are weighted averages. 
‡ Only 1 jurisdiction reported a value. All other jurisdictions indicated a value exists, but 
could not be obtained. 
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The proportion of providers for the other 
rehabilitation services reporting that they 
exercised control over a practice setting was 
much lower. Values for p
ranged from 17% to 30%, and for 
respiratory therapists, from 2% to 10
The small number of jurisdictions 
reporting makes it difficult to dr
conclusions about an appropriate range 
from a national perspective. 
 

hysiotherapists 

%.  

aw 

• rom a funding perspective – All of 

 
Reparatory therapists reported that, 

sts 
-

 

s noted earlier, conclusions about the 

F
the rehabilitation services examined 
exhibited characteristics of private 
sector delivery when viewed from a 
funding perspective. 

depending upon the jurisdiction, 
between 2% and 10% of technologi
would receive compensation from non
public sources. The proportion was 
higher for physiotherapists (between
34% and 48%) and higher again for 
massage therapists (100%).  
 
A
extent of private sector delivery 
activities by rehabilitation therapists must be 
tempered by the knowledge that only a small 
proportion of jurisdictions reported data. 
Notwithstanding this point, it does appear that 
physiotherapists and massage therapists are 
actively involved in the private sector delivery 
of health services when viewed from a funding 
perspective. 

 
It is important to stress that, similar to other health 
services surveyed for this study, there are more 
jurisdictions for which we do not have data than 
jurisdictions for which we do have data.  
 
As such, it is difficult to draw generalized 
conclusions regarding this service sector. Based on 
the limited data available, however, it does appear 
that private sector delivery activities are more 
prevalent in massage therapy and physiotherapy 
than in respiratory therapy. 
 
We also learned relatively little about sources of 
compensation for rehabilitation services. In 
Manitoba, massage therapists report that 90% of 
their compensation comes from insurance 
companies, and 10% from out of pocket payments. 
Manitoba was the only province to report that it has 
access to routinely collected data for this therapy. 
 
In Alberta, the only province for which routinely 
collected data was available describing services 
provided by respiratory therapists, 10% of 
compensation came from insurance companies. 

 
We did not obtain any routinely collected data 
describing compensation sources for 

physiotherapists. Informed estimates suggested that 
70% of the revenue stream of physiotherapists 
involved in private sector delivery comes from a 

combination of out-of-
pocket payments and 
payments from insurance 
companies. 
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Other Health Services  
 
Data from 2003/04 was obtained describing the 
scope and extent of private sector delivery activities 
for midwifes in two jurisdictions, naturopathic 
doctors in eleven jurisdictions and podiatrists in 
eight jurisdictions. 
 
We received data based on informed estimates 
describing the activities of 95 midwifes, 935 
naturopathic doctors, and 242 podiatrists. 
 
The data collected suggests the following regarding 
the scope and extent of private sector delivery 
activities in this sector: 

 
• From a structure perspective – Almost all of 

the midwifes, naturopathic doctors and 
podiatrists represented in this report exhibit 
attributes indicating the presence of private 
sector delivery activities such as operating as 
the sole owner of a practice setting, or treating 
excess revenues over expenditures as income to 
the provider.  

 
Only Podiatrists in Saskatchewan reported a 
value of less than 100% where it was reported 
that one or more of the criteria we used to 
determine the presence of private sector 
delivery activities apply to only 60% of 
providers. 

 
• From a control 

perspective – 
Similar to the 
data collected 
describing 
private sector 
delivery when 
viewed from a 
structural 
perspective, 
almost all 
midwifes, 
naturopathic 
doctors and 
podiatrists 
represented in 
this report 
exhibit 
attributes 
indicating the 
presence of 
private sector delivery activities when viewed 
from a control perspective. These would 
include characteristics such as the provider 
having the ability to make almost all of the 
decisions regarding the allocation and use of 
resources needed in the provision of care. 

 
Podiatrists in Saskatchewan were the only 
providers to report a value less than 100%,  

where it was reported that one or more of the 
criteria we used to determine the presence of 
private sector delivery activities apply to only 
60% of providers. 

 
• From a funding perspective – Podiatrists, 

naturopathic doctors and midwifes would all 
qualify as being engaged in private sector 
delivery from a funding perspective. The 
jurisdictions reporting indicated that 100% of 
revenues for these services originates from non-
public funds.  

 
Under all three perspectives, podiatrists, 
naturopathic doctors, and midwifes would be 
considered to be active participants in the private 
sector delivery of health services in Canada. 

 

% MIDWIFES exhibiting characteristics indicating private 
sector delivery activities exist 

(2 jurisdictions reporting 95 providers) 

When viewed from a 
structural  perspective  

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

100% 100% 100% 

% NATUROPATHIC DOCTORS exhibiting characteristics 
indicating private sector delivery activities exist 

(11 jurisdictions reporting 935 providers) 

When viewed from a 
structural  perspective  

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

100% 98% 100% 

% PODIATRISTS exhibiting characteristics indicating private 
sector delivery activities exist 

(8 jurisdictions reporting 242 providers) 

When viewed from a 
structural  perspective  

When viewed from a 
control perspective 

When viewed from a 
funding perspective 

96% 96% 96% 
 

Yellow values indicate an informed estimate. Values are weighted averages. 

 
 

OTHER HEALTH SERVICES - NATUROPATHIC  
Reported Measures of Practice Size – 2003 

 
 

Province/ 
Territory 

 

# of  
Providers 

 

Patients  
Per Year 

 

Visits  
Per Year 

AB 59 495 94,400 
BC 213 495 340,800 
MB 15 365 18,000 
NB 9 275 8,100 
NS 21 300 25,200 
ON 583 500 1,000,000 
QC 13 400 19,500 
SK 14 250 16,800 
 

Yellow values indicate informed estimates. 
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Private sector delivery of 
health services in Another 
Jurisdiction 
 
Canada has relatively few examples of privately run 
acute care hospitals operating within the context of 
a publicly-funded, universal healthcare system. One 
such hospital in Canada provided outstanding 
support to this study by participating in an in-depth 
site visit.  The site visit revealed that the hospital, 
while clearly a private entity, was subject to the 
same operational constraints that exist for public 
hospitals in the same province (for example, with 
respect to operating plans, government oversight, 
etc.) As such, while this hospital provides an 
example of the relationship that can exist between a 
private sector provider operating in a publicly 
funded health system, this Canadian example 
provides relatively little insight into how other 
models of private sector delivery in a universal 
healthcare system might function. 
 
We also have limited exposure in Canada to 
observing publicly delivered health services 
migrating to become largely delivered by the private 
sector.  
 
To gain insights into functioning alternate models of 
private sector delivery in a publicly-funded health 
system, two case studies were obtained describing 
such entities in Sweden. 
 
The first case study reports on the conversion of a 
publicly managed hospital to a hospital that was 
reorganized as a limited company. The second case 
study reports on the conversion of a publicly 
operated and financed dental practice to a co-
operative ownership structure.  
 
In Sweden, County Councils have a roughly analogous 
role to Provinces in Canada in terms of the funding 
and oversight of health services.  
 

Case 1 – Ängelholm Hospital Ltd. 6

 
The hospital in Ängelholm, which is located in the 
southern part of Sweden, was reorganized as a 
limited company on January 1st 2000. Prior to the 
reorganization, the hospital was owned and run by 
the county council in the Skåne region. Together 
with the sister-hospital in the region, the hospital in 
Ängelholm is responsible for the medical care of the 
240,000 inhabitants in the northwest of Skåne and 
has approximately 1,200 employees. The hospital 

                                                                                                 
6 Aidemark, L.-G. & Lindkvist L. The vision gives wings – a study of 
two hospitals run as limited companies, Management Accounting 
Research 15 (2004), page 305-318.  

offers health care within most medical 
specialization, with the exception of birth delivery, 
pediatric care and psychiatry. Over the years, the 
annual turnover has been approximately 750M SEK7.  
 
The purpose of the reorganisation to a limited 
company was to create new incentives for 
developing the hospital, create more attractive 
working conditions for the employees and provide a 
path to the more effective use of resources in 
providing medical care, and as a result, to promote 
the shortening of waiting lists. 8  
 
The weak financial situation in the region with a 
large annual deficit was also a reason why the local 
politicians wanted to take this step. The local union 
was very positive about restructuring the hospital as 
a limited company and they were supportive of the 
change. The employees were “transferred” to the 
company the first day.  
 
The public organisation  (The Skåne Region) was a 
passive owner of the company and gave the CEO and 
the management team at Ängelholm hospital 
significant freedom to run the organisation and 
shape its own future. The control of the company 
was aimed to be minimal. The revenues, based on a 
certain price per treatment, came mainly from the 
county council but also from insurance companies 
and user fees. The county council signed a co-
operation agreement with Ängelholm Hospital Ltd 
for a five-year period. Aidemark & Lindqvist observe 
about the establishment of the company that: 
 

“hospitals that are Public Limited companies and 
financed according to performance are 
something new for the Swedish welfare system. 
They are neither commercial entities (for profit) 
nor charitable trusts (not for profit). They are 
hospitals which generate a determined surplus 
(not without profit).” 

A board of directors was formed to ensure freedom 
from the owner, to keep track of financial 
performance, and to manage the hospital. The 
members of the board were respected local 
entrepreneurs and business leaders with many years 
of board experience. Their involvement in the first 
year of activities was important for creating the 
“corporate spirit” within the organisation.  
 
According to the CEO Lars Håkansson, the selected 
board members had an important impact on the 
company and on the improvements that took place 
during the restructuring of the hospital as a limited 
company. Numerous development projects aimed to 
improve the routines were carried out and this 
indicates that the leadership and the board 
attempted to meet the expectations and goals of 
the owner. Information required from Ängelholm 
Hospital Ltd. by the owners, were mainly the annual 

 
7 1 CAD = 5,7 SEK. 
8 Interview with former CEO Lars Håkansson 040929.  
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financial report and data about the quality criteria, 
the waiting period, number of doctor visits and 
medical treatments. The increased interest for 
performance measurements at the hospital led to 
the management team initiating a Balanced 
Scorecard for use at the clinic level. 
 
The company formation of Ängelholm Hospital Ltd. 
had both short and long term effects. One short-
term effect is that the productivity increased and 
the financial situation improved9. The waiting lists 
for treatments were shortened by 56 % after one 
year. Another significant effect was that the 
leadership of the hospital became more 
commercially minded and developed a more rapid 
decision making process. Most of the employees 
were positive about the changes, became more 
involved in the decision process, received quicker 
feedback to their ideas of improvement and became 
more enthusiastic about their work. 
 
The physicians, who were against the changes in 
the beginning, became more and more positive 
over time.  
 
But highly motivated and positive employees 
have compensated for many of the worries that 
were raised when the idea of converting a public 
hospital to a limited company was first 
proposed. Overall, the people in Ängelholm s
happy about the improvements at their hospita
 

eem  
l.  

ne long-term effect that could be found is that 

is 

ng 

 

ccording to the signed agreement Ängelholm 

 

Case 2 – Dalbo Dentist Team 

albo Dentist Team is a cooperative owned and run 

                                                

O
the board of directors seem to take corporate 
governance responsibilities more seriously in th
type of organisation. Also, a more optimistic 
perspective of the future could be found amo
the employees as they discovered that health 
care delivery could be done differently without
loosing the fundamental ideology – good 
healthcare for everyone. 
 
A
Hospital Ltd. should have been in operation until 
the end of 2004 but after a change in the 
political majority, Ängelholm Hospital Ltd.
ended its business as a company the 1st of April 2003 
and became a public organisation again.  
 
 

 
D
by its employees since 1990. Prior to the change in 
ownership, the clinic was owned and run by the 
county council in Kronoberg.  
 

 

nd 
st 

                                                

9 Ängelholm Hospital Ltd. went from a deficit of 68 million SEK to a 
profit of 33.000 SEK (from 1999 to 2000)  

A financially difficult situation in the late 1980’s for 
publicly financed dental care is the reason this 
cooperative was formed.  
 
It was felt that public dental care was suffering and 
changes were needed. The county council initiated 
these changes because they wanted to increase the 
efficiency of dental services and at the same time 
give employees increased influence over their work 
and more responsibilities. 
 
This led to all dental clinics being given an 
opportunity to either start their own business or 
remain being owned and run by the county council. 
Among all the 27 dental clinics in Växjö (Sweden), 
the employees at 12 clinics chose to take the 
opportunity and start their own dental cooperative 
company. This meant that they had to resign from 
their public-sector employment positions and form a 
new company from scratch.  

 
The clinic owned a
run by Dalbo Denti
Team is one of the 
12 clinics that 
emerged as 
independent 
companies. The 
clinic has been the 
subject of a number 
of studies, several of 
which have been 
conducted at Växjö 
University.10,11  
 
When the 
cooperative formed, 
each of the 12 
employees became 
an owner, and each 
employee 
contributed 6.000 
SEK in equity. 
 
The financial goal is 
to make a net profit 

every year. After a limited interest charge is paid on 
the equity, most of the surplus goes back to the 
employees as bonus. The size of the bonus is about 
one month’s salary. This is a significant incentive for 
everyone at the clinic.  
 
The county council in Kronoberg is responsible for all 
dental care for children in the region. The county 
council signs contracts with dental care providers 
every third year. This means that the employee 

 
10 Lindkvist L. Employee-owned health care in Sweden, Reports from 
Växjö University – Business Administration and Economics, No. 
5/1996.  
11 Lindkvist L. Employee-owned dental care, Reports from Växjö 
University – Business Administration and Economics, No. 6/1996.  
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owned dental cooperative has to compete with the 
dental care clinics run by the public sector (called 
“Folktandvården”) for these contracts.  
 
Dental care for adults is usually paid directly by 
patients, and only part of the cost is covered by 
public funding.  
 
The positive effects from the years as an employee 
owned dental clinic can be summarized by the 
following observations.  
 

• There is an increased awareness by the 
staff about expenses at the clinics. (This 
has also proven true for clinics that 
remained as part of the public sector.) 

• There is a sense of a shared responsibility 
among the employees for the clinic and an 
increased awareness that everyone has to 
contribute to the success of the company. 

• A more equal power balance among the 
employees was established which meant 
that everybody has to agree in the decision 
process.  

• The surplus from the business stays in the 
company and gives each clinic new 
opportunities to prioritize among the needs 
for the future. 

• The cooperative led to more motivated 
employees, higher salary levels, and more 
money being spent on education than the 
public dental providers. 

• The cooperatives reports having more 
happy and satisfied dental staff. 

• The waiting list has gone down and the 
patients are generally satisfied with the 
treatments.  

 
One negative effect which some of the employees 
have brought forward is that they have to worry 
about the ongoing business at the same time as 
thinking about the medical aspects of providing 
quality care.  Employees also recognize that in the 
long run, they may not have a job if the clinic 
cannot remain competitive. 
 
Another negative effect is that each clinic must now 
do its own purchasing, and this has led to higher 
prices on materials because of the loss of bulk 
purchasing arrangements that are available to the 
larger collection of public dental clinics. 
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Summary 

Summary 
   
Intriguingly, one of the most significant findings 
from this study is the fact that we could collect 
relatively little data about the scope and extent of 
private sector delivery activities in Canada. 
  
What is interesting is that 
the reason for this is not 
that providers were 
unwilling to share these 
data. Instead, it appears 
that data describing the 
scope and extent of private 
sector delivery activities is 
generally not routinely 
collected in Canada. 
 
Despite this limitation, this 
study does confirm that the 
private sector plays an 
active role in the delivery 
of health services in 
Canada. Private sector 
delivery activity was found 
to occur in all of the health 
services examined, 
although there is wide 
variation between services 
with respect to the extent of private sector 
involvement.  But even in acute care, a service that 
on one dimension appears not to have a large 
proportion of providers functioning as private sector 
providers, we see the noticeable involvement of the 
private sector through purchased services. 
 
 

What We Learned 
 
This study unfortunately confirms one of the reasons 
originally used to motivate the project – there is a 
dearth of information available that accurately 
describes the scope and extent of private sector 
delivery activities in Canada.  The project charter 
made the assumption that these data exist, and that 
the underlying challenge was simply to identify 
these data, and collect the data into a consolidated 
format. 
 
Sadly, our study has revealed that the problem is not 
one of simply collecting the data needed to 
accurately describe the private sector’s involvement 
in Canada’s health care system. It appears that data 
to make this assessment is, in many cases not 
routinely collected by provider organisations 
themselves, or by other parties who might otherwise 
be expected to have insights into this dimension of 
Canada’s health care system. 
 

The encouraging news is that rather than express 
concern about the creation of a consolidated 
database describing private sector involvement in 
Canada’s health care system, many private sector 
providers and provider organisations endorsed the 
effort being made by researchers and Health Canada 
to develop such an inventory. 

 
Private sector providers know that they play a 
significant role in delivering health services to 
Canadians.  They also shared with us that they 
sometimes feel their role is misunderstood or 
misrepresented. 
 
And herein lies the dilemma. Private sector 
providers appear extremely interested in 
ensuring that the scope and extent of the 
services they provide be properly recognized in 
the datasets used by the researchers, policy 
analysts and decision-makers involved in guiding 
the direction of Canada’s health care system.  
At the same time, private sector providers are 
cautious about how these data could be used to 
draw inappropriate conclusions about the role 
they play in Canada’s health care system, or to 
potentially compromise their competitive 
position in the marketplace through the 
disclosure of sensitive information. 
 
 

Recommendations 
 
The purpose of this project is not to make 
recommendations regarding the nature or structure 
of private sector activity in Canada’s health care 
system. It is simply to develop, to the extent 
possible, a high-level picture of what private sector 
delivery activities currently exist. The fact that data 
limitations make this so difficult to achieve leads to 
three key recommendations for consideration. 
 
 
 
Recommendation 1 
 
Policy and planning decisions that involve 
any health service where private sector 
delivery activity exists (and this report 
demonstrates that this involves all health 
services in Canada to some extent) will be 
compromised in the absence of a 
comprehensive suite of information 
describing the activities of private sector 
providers. 
 
 
Mechanisms should be developed, in 
consultation with private sector providers, 
to ensure that private sector delivery 
activities are fully represented in Canada’s 
national health databases. 
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Recommendation 2 
 
While we were delighted to see the level of 
disclosure that was provided to our research 
team, it would be inaccurate to say that the 
private sector was eager to share any and all 
information that we sought.  For example, 
while many felt comfortable sharing 
information regarding the relative proportion 
of revenues received from various sources, the 
disclosure of the monetary value of these 
revenue streams was a more sensitive issue. 
 
 
Efforts must be made to build trust between 
private sector providers, data collection 
agencies, and the users of these data to 
ensure that the private sector is properly 
recognized as a significant participant in the 
delivery of health services in Canada. 
 
A valuable first step would be to engage 
providers from service sectors with large 
private sector involvement (e.g., homecare) in 
national data stewardship committee 
activities, or in other roles where they can 
provide input and leadership with respect to 
the development of routine data collection 
processes able to support provincial/ter-
ritorial and national planning needs without 
compromising the positions of private sector 
providers. 
 
 

Recommendation 3 
 
Many private sector providers indicated an interest 
in seeing the development of routinely collected 
minimum data sets. It is expected that many private 
sector providers may lack experience with creating 
mechanisms for the routine collection of 
standardized data. 
 
 
Organisations who already have this expertise (such 
as CIHI or Statistics Canada) should be provided the 
resources to facilitate the development of data 
collection capacity for private sector providers. 
 
 
 

Databases & Applications 
provided with this report 
 
Data collected during this study have been captured 
in two electronic databases, both of which are 
provided to Health Canada. 
 

The Health Services Directory lists over 500 
resources that will hopefully assist policy analysts 
and researchers in identifying potential sources for 
“hard to get” publicly available information and will 
support future research efforts with respect to 
privately delivered health care in Canada.  This 
database represents the sample frame from which 
primary data was sought for the study.  
 
The Health Services Directory can be interrogated 
using  Microsoft Access®. Users will require a 
licenced copy of MS Access® to be loaded on their 
computer before being able to use the Health 
Services Directory database. 
 
Screens have been developed in MS Access® that 
provide an intuitive means to access the records.  
The Health Services Database is provided with write-
permissions enabled, permitting users to update, 
delete and add new records as additional 
information becomes available.  
 
In addition to the Health Services Directory, a  
Findings Database has also been developed. The 
Findings Database contains data collected from 
primary and secondary data sources describing the 
private sector delivery activities in Canada. 
  
There are no records linking the Findings Database 
to the Health Services Directory. Furthermore, 
records in the Findings Database are assembled 
using data from multiple sources, and as such users 
are again reminded that it is impossible to make 
inferences about the source of data provided for 
any combination of service and province/territory.  
 
The Findings Database can be explored using a data 
browser application developed specifically for this 
project using Microsoft Visual Basic. The data 
browser application functions in read-only mode and 
does not require other software applications to be 
present to function. 
 
The data browser application can be obtained from 
ideas FOR HEALTH at the University of Waterloo 
(ideas.uwaterloo.ca). ideas FOR HEALTH is a research 
cluster that promotes innovations in data, evidence 
and applications for healthcare settings. 
  
Although the Findings Database application may run 
on earlier versions of Windows, the application has 
been developed under Windows XP Pro and has only 
been tested in this environment. 
 
 
 

Next Steps 
 
There are a number of next steps that could stem 
from the study. The first is an in-depth review of the 
findings by experts and policy analysts at Health 
Canada who will be in a position to provide further 
insight into what the findings inform.  Secondly, 
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readers of this report who have access to data not 
available to the research team (such as data on 
aggregate total revenues for a particular service 
category in a particular province) will be in a 
position to develop a much deeper picture of the 
scope and extent of private sector delivery activities 
as they will be able to convert the percentages 
reported in our findings into aggregate dollar 
amounts. 
 
On a broader scale, we hope that this study will 
stimulate a discussion of the need to engage in 
processes that will result in data describing private 
sector delivery activities not only becoming 
routinely collected, but being made routinely 
available as part of other national data collection 
activities such as those managed by CIHI or Statistics 
Canada.  The Health Services Directory database 
should prove useful in facilitating this process should 
this discussion occur. 
 
In the discussion of our findings we noted that many 
candidate data sources commented that they saw 
considerable merit in ensuring that a comprehensive 
picture of the scope and extent of private sector 
delivery activities in Canada be developed, and the 
nature of the questions we were asking caused them 
to recognize gaps in their own understanding of 
provider activities. In many cases we were told that 
our study was prompting local discussions about how 
the data elements we were seeking might be more 
routinely collected. Assuming organisations move 
forward with this strategy, replication of this study 
in a few years time will yield results that are not 
only far more comprehensive, but also have a higher 
level of data quality. 
 
The contacts made with publicly funded health 
systems in other jurisdictions who are also exploring 
their inter-relationships with the private sector 
suggest that there is a strong potential to learn 
more about how other countries are adapting to the 
changing landscape of private/public involvement in 
delivering health services. It is proposed to deepen 
this understanding with additional case studies from 
settings where innovative (or different) models of 
private sector delivery exist within the context of a 
health system that is largely publicly funded. It 
would also be valuable to learn the extent to which 
comparative data could be collected from these 
jurisdictions. 
  
The delivery of this report to Health Canada 
represents an important waypoint in the project’s 
journey, however, this is not the endpoint. There 
are a number of dissemination activities that are 
planned. These include: 
 

• Organisations and providers who have 
submitted data to this study will all be 
provided with a summary of the study’s 
findings in early 2005 after the report has 
been released by Health Canada. (The 

summary document is available in French 
and English.) 

 
• A presentation to review findings and 

engage in a dialog to consider what insights 
can be teased from these data is scheduled 
with Health Canada for early 2005. 

 
• The findings from this study will be made 

available to interested members of the 
research community once the production 
version of the report is in the hands of 
Health Canada.  

 
• The findings of this report will be shared in 

various venues, such as academic 
conferences, journal outlets, or engaging 
in discussions with provider organisations 
themselves. 

 
• Members of the research team may 

participate in activities that may stem 
from the recommendations made in this 
report related to supporting mechanisms to 
encourage and foster the routine collection 
of data describing private sector delivery 
activities in Canada. 
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Appendix 
Selected data collection instruments 
 

 

                      Department of Health Studies and Gerontology
Faculty of Applied Health Sciences 

CONFIDENTIAL 
Outgoing Fax Message 

Original Follows? Yes  No   

This message is     page(s) long (including this cover sheet). If there is a transmission problem, please contact the sender. 
Sent to FAX #:       Date:                                                                       
Company/Location:       Response Key:   
Please Route To:  
From:     
 
Re: Ensuring activities of your members are properly reflected in an upcoming Health Canada Study 
 
Our research team based at the University of Waterloo is currently engaged in a project sponsored by the Health Policy 
Research Program at Health Canada. The goal of the study is to help health planners, health providers and other 
researchers better understand the role played by the private sector in the delivery of health care services in Canada. 
 
We appreciate that “private sector” involvement in the delivery of health services can be viewed from a variety of 
perspectives. For example, some people view a self-employed physician who is paid entirely from provincial health 
premiums to be engaged in private sector delivery. Others may reserve this assessment for a large laboratory firm traded 
on a public stock exchange. Yet others may view private sector involvement to occur whenever a provider is paid directly 
by a patient or an insurance company. 
 
There is no single correct perspective. This is why we hope organisations such as yours will be interested in working with 
us to ensure that the report we are producing will, as completely as possible, reflect the scope and extent of services 
provided by your members that encompass any dimension of “private sector” involvement. 
 
We are inviting approximately four hundred health care organisations to participate in this study. We are interested in 
obtaining highly aggregated data about the types of services offered by providers that fit into some broad categories (such 
as the types of practice settings in which providers usually work; the source of most payments for services; the volume of 
patients seen; etc.)  We do not need, nor are we collecting, any form of identifying information about specific providers. 
Our goal is simply to describe the scope and extent of selected health care services that are offered in each province or 
territory.  
 
If you are the appropriate contact who could help us with this information, we would welcome your assistance. We have 
attached a short questionnaire for the data we are seeking.   
 
We appreciate that the data needed to answer some of our questions may not be readily available. Please feel free to use 
estimates where appropriate, or to leave questions blank at your choosing. 
  
The information you provide will be aggregated by health service with data from similar organisations and will be made 
available as part of a national database used by Health Canada and other interested researchers. Information you provide 
will not be explicitly linked with your organisation’s name, although users of our report and database will know that data 
elements in the database were contributed by your organisation. 
 
We would be happy to provide your organisation with a summary of our findings. If you are interested in receiving a copy 
of the summary report, please provide your mailing address where indicated on our data form and we will forward this to 
you. 
 
If there is someone else who you feel would be more appropriate for us to connect with to obtain the information we are 
seeking, we would welcome learning of this contact.  

 
Our study has been reviewed and received ethics clearance through the Office of Research Ethics at the University of 
Waterloo. However, the final decision about participation is yours. If you have any comments or concerns resulting from 
your participation in this study, please feel free to contact Dr. Susan Sykes, Director, Office of Research Ethics at 
519.888-4567, ext. 6005, or by email at ssykes@uwaterloo.ca . 
 

 



 

 
Members of our research team would be very happy to respond to questions you may have. Please call us at 519.888-4567 
ext. 3123 for information regarding our website or fax. For information regarding the study contact Lynda Schertzer at 
ext. 2131 (Research Associate responsible for the project) or Dr Ian McKillop (Principal Investigator) at ext. 7127. In both 
cases, the University switchboard can be reached at 519.888-4567. 

 
For your convenience we have designed several methods for you to participate; these are mentioned on the next page. 

 
We would like to thank you for considering participating in this important study. 

 
 
 
 

  
Convenient Ways to Respond 

 
 To ensure activities of your members are properly reflected in an upcoming  

Health Canada Study 
 

 Respond by Fax   .  Complete and return the attached questionnaire to our private fax line 
at 519.888-4343. 
 
Information received by fax or mail will be kept in a secure cabinet in a locked office at the 
University of Waterloo for one year and then destroyed. 
 

 Respond via the Web   .  Enter your responses online using our study website 
http://healthy.uwaterloo.ca/~hlthpriv.    
 
When using our website, please enter your organisation’s private response key in the box at 
the top of our web page. Your response key is XXXX. 
 
Our website does not collect any identifiers from participants, i.e. IP addresses, and it is 
important to call us if you have any questions before or after you submit information online.  
 
When using our website, your information is only transmitted to us if you click on the SUBMIT 
INFO button at the bottom of the screen. If you begin entering responses but then choose not 
to complete the questionnaire, the information you have entered will not be transmitted to us 
provided you do not click the SUBMIT INFO button.  
 
The information you provide on our website is purged from the web server regularly and 
transferred to a database that is not online.   
 

 Respond by E-Mail   .  Send us an email with your responses. Our e-mail address is 
hlthpriv@healthy.uwaterloo.ca 
 
Please call us at 519.888-4567 ext. 3123 and we can provide details if you are interested. 
 

 Telephone   .  Give us a call at 519.888-4567 ext. 2131. We would be delighted to respond 
to any questions you may have about the project. 
 

 Once again, thank you for considering participating in this important study. 
 

 
 

 



 

 

 

 Private Sector Delivery of Health Services in Canada 
A Study Being Conducted at the University of Waterloo (Department of Health 
Studies) (Funded by Health Canada) 

The data you provide on this form will be aggregated with data from other organisations and will be made available as 
part of a national database used by Health Canada and other interested researchers. The data you provide will not be 
explicitly linked with your organisation’s name, although users of our report and database will know that information 
in the database was contributed by your organisation.  

 
We do not need, nor are we collecting, any form of identifying information about specific providers. Our goal is simply 
to describe the scope and extent of selected health care services provided by each province or territory. 

  
We appreciate that the data to answer some of our questions may not be readily available. Feel free to use estimates 
where appropriate. Please base your estimates on the most recent year for which you have data available, if 
applicable. 

 
When completed, please fax this sheet to us at 519.888-4343. Alternatively, we can also receive your data 
electronically. Please call us at 519.888-4567 ext. 3123 and we can provide details if you are interested. We would 
also be delighted to respond to questions you may have about the project. Our project manager is Lynda Schertzer. 
She can be reached at ext. 2131. The lead investigator is Dr Ian McKillop. He can be reached at ext. 7127.  You can 
also contact us via email at hlthpriv@healthy.uwaterloo.ca.  
 
Our letter/fax inviting your organisation to participate in this study also contains additional information. Response Key 

 
    

  What is the TOTAL number of practicing providers registered with your organisation?    

    
 

  
 Can you tell us the types of services that are offered by these providers?  

       

       
       

       
 

    
 Do ANY of the following statements apply to providers registered with 

your organisation? Please check √ all that apply: 
To what % of 

providers would this 
statement apply? 

Feel free to use an 
informed estimate. 

Check √  here if the 
statement applies 

but it is impossible to 
make an informed 

estimate. 
 Revenues are received from sources NOT considered to be public funds.   %   

  Providers have the ability to make almost all of the decisions regarding 
control and allocation of resources (such as being able to make major 
equipment purchases, choosing the number of and types of staff to 
employ, deciding on hours of operation, etc.)  

%   

   
 Providers have sole or joint proprietorship of a practice setting. %   

     

%  Stakeholders (such as shareholders or a non-employee owner) would 
normally expect to receive a share of any annual surplus (i.e., a profit). 

 

  

 
 

If NONE of the items in Question  apply you do not need to proceed. However, please return this sheet within 
the next week. We thank you for your help with this study. 

 
 

 



 

 
    

 From what sources do the providers you chose in Question  
normally receive compensation for their services? Please check 
√ all that apply: 

What % of total revenue 
comes from this source? 

Feel free to use an 
informed estimate. 

Check √   here if the 
statement applies but it is 

impossible to make an 
informed estimate. 

      
 From private insurance schemes on behalf of individuals.  % 

 
  

      
 Directly from individuals.  

 
 % 

 
  

      
 From public health insurance schemes  % 

 
  

      
 Other, e.g. Work Place Safety Schemes 

(please specify): 
  % 

 
  

      
 

    
 How are the providers that you chose in Question  normally 

compensated for their services? Please check √ all that apply: 
What % of total revenue 
comes from this source? 

Feel free to use an 
informed estimate. 

Check √   here if the 
statement applies but it is 

impossible to make an 
informed estimate. 

      
 On a fee-for-service basis.  % 

 
  

      
 On a pre-determined revenue method, irrespective of the 

number of services offered. 
 % 

 
  

      
 On a lump sum basis for an agreed upon service.   % 

 
  

      
 Other (please specify):   % 

 
  

      
 

   
 

 
How do the providers you chose in Question  commonly 
describe/measure the size of their practice? Some representative 
examples are provided. Feel free to suggest as many units of 
measurement as are appropriate. 

For each unit of measurement 
you suggest, can you estimate 
the total value? 

      
 Number of visits 46300 
 Number of patients 6090 
   

 
    
 What year is the information you have been able to provide in this survey based on?  

 
 

 Have you based the information on:   
    
 Personal experience and/or knowledge of the field   

    
 Data collected by (or available to) your organisation   

    
 Other (please specify):    

    

 

 

We want to ensure that our report to Health Canada properly reflects the scope and extent of health care services 
offered by your members. Feel free to provide us with any other information that may be helpful in the 
preparation of our report.  
 
Our sincere thanks for your organisation’s valuable contribution to this study. 
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