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Executive Summary 

Background & Context 

Many Canadians experience unequal access to health care, despite living in a country with a universal health 

care system. Health inequalities affect all Canadians, but have a much stronger impact on the health of 

vulnerable populations1–6. Health inequalities are preventable differences in the health status or in the 

distribution of health resources as experienced by vulnerable populations. These inequalities are shaped by 

deep social structures and processes, including social norms, policies, and practices that promote systemic 

inequality, which encourage the unequal distribution of and access to power, wealth, and social resources7. The 

way that society is shaped engenders social hierarchies where populations are organized according to 

characteristics such as income, education, ethnicity, geography, ability, and gender. These factors are often 

referred to as the social determinants of health. An individual’s position within this social hierarchy (often the 

position into which people are born) affects the conditions in which they live, grow, work, and age, which in turn 

determines a) their vulnerability to illness, b) the severity and consequences of ill health; and c) their ability to 

access health care7.  

The purpose of this report is to inform the development of recommendations that support equitable access to 

primary care for individuals most impacted by the social determinants of health in the South West Local Health 

Integration Network (South West LHIN). The recommendations aim to meet the needs of the entire population, 

including the weighted needs of those in vulnerable groups that face multiple barriers to primary care. To 

develop the recommendations, several phases of research were conducted: 1) a literature review focusing on 

access and barriers to primary care; 2) geospatial and geostatistical analysis of the distribution of primary care 

providers (PCPs) and different population subgroups in the South West LHIN; 3) surveys of the population and 

health care providers in the South West LHIN to validate collected data, address gaps, and collect peoples’ lived 

experiences; and (4) focus groups to collect peoples’ lived experiences in accessing primary care. The following 

key questions guided the research: 

1. How closely do primary care services in the South West LHIN meet the needs of the population based on 
the social determinants of health? 

2. What does the evidence tell us about how the spectrum of social determinants of health that people 
experience affects their primary care needs? 

3. How do the social determinants of health measures correlate with health service use (as a proxy of 
health service need)? 

This report will focus specifically on the following five vulnerable groups: a) Indigenous people; b) ethno-cultural 

groups and recent immigrants; c) rural residents; d) people with low socioeconomic status; and e) seniors. It is 

important to note that this is not an exhaustive list as many other vulnerable groups live in our region; however, 

there is a lack of available data on these additional groups, and small populations make these groups difficult to 

examine. The report is framed around five key barriers identified by the literature: poor timeliness of care, 

geographical, financial, health literacy, and poor relationships with health care providers. Results are presented 
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for the South West LHIN and for the five sub-LHIN areas including Grey Bruce, Huron Perth, London Middlesex, 

Oxford, and Elgin. 

Methods 

The overarching aim of this report is to gain a better understanding of access to primary care providers (PCPs) 

for the general population and a subset of vulnerable populations within the South West LHIN. To achieve this 

aim we utilized a mixed-methods research approach. Four key data analyses were conducted to inform the 

content of this report: 

1. Census data from Statistics Canada were examined statistically and geographically to describe the 

sociodemographic characteristics of the population living within the South West LHIN and the five 

sub-LHIN areas;  

2. Population health and service utilization data were examined statistically and geographically to 

understand the health needs and service patterns of the population for the South West LHIN and 

sub-LHIN areas; 

3. Census population counts and locations of PCP practices were examined using the enhanced two-

step floating catching area method in a geographic information system (GIS) to understand 

geographic accessibility to PCPs for the general population (in relation to all PCPs, team-based PCPs; 

and PCPs under 60 years old) and identified vulnerable populations (Aboriginal; French-Speaking; 

Spanish-Speaking; Arabic-Speaking; Seniors; Low Income; Rural) in the South West LHIN and sub-

LHIN areas; and  

4. Surveys, focus group and engagement sessions with residents, PCPs, and other health service 

providers were conducted and examined to better understand the lived experiences of those who 

reside and work within the South West LHIN and the five sub-LHIN geographies. 

 Through the use of a mixed-methods approach, this report combines the data about those who reside within 

the South West LHIN in terms of their demographic, socioeconomic, and health needs. Together with the lived 

experience from multiple stakeholders and objective measures of geographic accessibility the goal is to better 

understand what changes need to be made to increase the availability of high quality, equitable and accessible 

primary care throughout the South West LHIN.  

Overview of Geography 

South West LHIN. The South West LHIN is located in South Western Ontario (SWO) and includes five sub-LHIN 

areas (Grey Bruce, Huron Perth, London Middlesex, Oxford, and Elgin) with a total population of nearly 1 million 

(956,468 inhabitants). The South West LHIN region encompasses seven urban settlements (Owen Sound, 

Stratford, London, Strathroy, Woodstock, Tillsonburg, and St. Thomas), which, collectively, are home to half 

(50.0%) of the population of the South West LHIN. An additional 19.8% of the South West LHIN population lives 

within a 30-minute drive of one of these urban settlements, and the remaining 30.2% of the population lives in 

rural areas.  The characteristics of the population vary by sub-LHIN area, but the overall characteristics of the 

South West population are as follows. 

 2.8% of the population identifies as Aboriginal and there are five Indigenous nations within the LHIN. 
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 6.9% of the population identifies as visible minority and 1.2% of the population are recent immigrants, 

with the majority living in London Middlesex. 

 11.9% of the population are seniors 65 years and older. 

 30.0% of the population are living under the low income cut-off and the median household income 

before taxes is $60,037 per year. 

Grey Bruce. The Grey Bruce sub-LHIN area is in the northernmost part of the South West LHIN. The sub-LHIN 

area contains two Health Links, North Grey Bruce and South Grey Bruce, and one urban settlement, Owen 

Sound. Grey Bruce has a population of 148,178 inhabitants, with 69.5% living in rural areas. Seniors 65 years and 

older make up 17.9% of the total population, and 29.8% of all residents are living below the low income cut-off. 

While 5.2% of the population identifies as Aboriginal, only a very small percentage of the population identifies as 

ethno-cultural minorities.   

Huron Perth. The Huron Perth sub-LHIN area is located in the middle of the South West LHIN. The sub-LHIN area 

contains two counties, Huron and Perth, and one settlement qualifying as urban, Stratford. The population of 

Huron Perth (145,794 inhabitants) is predominantly rural (62.3%) and is characterized by a high proportion of 

seniors 65 year and older (15.1%). Only very small proportions of the population in this sub-LHIN area self-

identify as Aboriginal or belonging to other ethno-cultural minority populations.   

London Middlesex. The London Middlesex sub-LHIN area is located in the southwestern section of the South 

West LHIN. The sub-LHIN area contains two settlements qualifying as urban, London and Strathroy, and three 

Indigenous Nations. London Middlesex has the largest population of any sub-LHIN area (444,509 inhabitants) 

and is predominantly urban (80.0%).  London Middlesex also has the highest proportion of ethno-cultural groups 

than any other sub-LHIN area (e.g., 13.1% visible minority, 2.3% recent immigrants, 2.0% Spanish mother 

tongue), and 33.5% of the population is living under the low income cut-off.  Compared to other sub-LHIN areas, 

only a small proportion of the population in London Middlesex are 65 years or older; however, the total senior 

population is large given the overall size of London Middlesex.   

Oxford. The Oxford sub-LHIN area is located in the south east section of the South West LHIN. The sub-LHIN area 

contains two settlements qualifying as urban, Woodstock and Tillsonburg. The area has a population of 113,943 

inhabitants, 40% of whom live within the two urban areas, and 47% of the population live within the 30-minute 

commute zone of Woodstock, Tillsonburg, or London. The sub-LHIN area is characterized as not having a high 

proportion of vulnerable populations, although there are small regions of high vulnerability throughout the sub-

LHIN area.   

 

Elgin. The Elgin sub-LHIN area is located at the southern end of the South West LHIN. The sub-LHIN area 

contains one settlement qualifying as urban, St. Thomas. The area has the smallest population of any sub-LHIN 

area (88,849 inhabitants) and only 12.8% of the population is characterized as rural, as the majority of the 

population live within St. Thomas or an urban commute zone of St. Thomas, London, or Tillsonburg. The sub-

LHIN area is characterized as having a high proportion of the population living below the low income cut-off 
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(29.0%) and a high proportion of seniors 65 years or older (12.3%). Only a small percentage of the population 

are Aboriginal or from ethno-cultural groups.   

 

Summary of Findings 

South West LHIN.  

1. The health status of residents in the LHIN is comparable to the Ontario population; however, the prevalence 
rate of several chronic diseases is notably higher.  

2. The LHIN has the second highest rate of avoidable emergency department use of all 14 LHINs, and the third 
highest rate of avoidable hospitalizations for Ambulatory Care Sensitive Conditions (ACSCs).  

3. Mental health and addictions are a growing concern in the South West LHIN. Lived experience of patients 
and physicians indicates that team-based care is optimal to meet these needs. 

4. There are significant geographic differences across the LHIN in accessibility to team-based care.  

5. Most PCPs in urban centres are required to provide regular after-hours care clinics. In rural and urban 
commute zones after-hours care is provided mainly in emergency departments. Lived experience of patients 
indicates that current levels of after-hours care in all geographies are inadequate.   

6. Timely access is a consistent barrier across the LHIN. Only one third of the population in the LHIN are able to 
see their PCP on the same or next day. 

7. There are gaps in geographic accessibility due to distance, access to transportation, and costs to primary 
care within the LHIN.    

8. Vulnerable populations face many financial barriers when accessing primary care. 

9. Potential physician retirements may lead to PCP shortages in many regions of the LHIN without targeted 
recruitment.  

10. The Indigenous population in the LHIN experiences low geographic accessibility to culturally safe primary 
care.   

11. The LHIN has a small ethno-cultural population with a significant, but small concentration in London.  

12. Patients with more complex needs may have a harder time finding and keeping a PCP.   

Grey Bruce.  

1. “Poor timely access” is consistently reported as the largest barrier to primary care which is compounded by 
winter weather and limited after-hours access. 

2. There are significant differences between South Grey Bruce and North Grey Bruce with accessibility to team-
based care.   
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3. The number of accessible PCPs may not be adequate to meet the primary care needs of the vulnerable 
populations. Pockets of underservice include Chippewas of Nawash Unceded First Nation, Kincardine and 
Walkerton.   

4. The Indigenous population of Grey Bruce faces low accessibility to culturally safe primary care providers and 
significant barriers to accessing care.   

5. Lived experience identified additional challenges including difficulty navigating a fragmented system, not 
knowing how to access supports, challenges with communication and health literacy. 

6. Family physicians expressed a need for support to make better use of technology, with system navigation 
and with access to outreach models. 

Huron Perth.  

1. The demographics and distribution of primary care providers in Huron Perth are the most “positive in the 
LHIN”.   

2. Despite reasonably good accessibility, there are pockets of vulnerability including lowest median income, 
highest proportion of residents with chronic conditions and the unique challenges of the Amish and 
Mennonite population that need scrutiny. 

3. Huron Perth residents have limited access to after-hours care outside of the ED, and have the second 
highest number of ED visits in the South West LHIN for conditions best managed elsewhere. Additionally, 
the timing of appointments is the greatest barrier reported by residents.  

4. The area is predominantly rural and has the second highest percentage of people over the age of 65, which 
leads to challenges associated with these demographics. 

5. There are certain rural areas where accessibility to PCPs is not as good as areas closer to settlements like 
Stratford and St. Mary’s. There is also a vulnerable area in Goderich which has a high proportion of seniors, 
low SES, and low accessibility to PCPs. 

London Middlesex.  

1. London Middlesex has the highest density of Indigenous population compared to other sub-LHIN areas, with 
the highest densities in three Indigenous Nations and a need for more culturally safe PCPs for Indigenous 
people in the rural areas of Middlesex County. 

2. Recent immigrants experience significant language barriers when attempting to access primary care.   

3. There are generally enough PCPs in London Middlesex; however, there is a need for more PCPs focused on 
serving the most complex and vulnerable populations. There are a few distinct geographic areas of poor 
accessibility for vulnerable populations correlating with high primary care need: the three Indigenous 
Nations, Newbury, Strathroy, North Middlesex, and Adelaide-Metcalfe. 
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4. ”Poor timely access” is reported as a barrier to primary care access including having to wait too long, unable 
to get same day/next day appointment and being limited in the number of issues addressed at an 
appointment. 

5. London has the lowest levels of accessibility to team-based care within the South West LHIN, but London has 
the highest accessibility to walk-in care and the lowest ED visits for conditions that could be treated in 
alternative primary care settings. 

6. Middlesex residents report having to travel too far as a barrier, and London residents experience barriers 
with cost and convenience of public transportation and paratransit. 

7. The highest proportion of survey respondents report that their PCP does not help them to effectively 
manage their physical and mental health concerns (12.1%) compared to other sub-LHIN areas (8.9% LHIN-
wide average). 

Oxford. 

1. The impact of the social determinants of health and primary care need of the sub-LHIN area is lower than 
the South West LHIN as a whole; however, there are some areas of very high need in Woodstock and 
Tillsonburg. 

2. High roster size combined with high risk of potential retirement could lead to a significant decrease in 
primary care accessibility in the future, which may require targeted recruitment to fill the gaps.  

3. The areas of greatest need in Oxford, according to the Social Determinants of Need Index, have good 
primary care accessibility.  

4. ”Poor timely access” is reported as a barrier to primary care access. 

Elgin. 

1. Elgin has the highest proportion of PCPs aged 60 years or older. The combination of potential retirements 
and patches of low accessibility to primary care could be a further risk to accessibility.  

2. Average levels of vulnerability and accessibility do not indicate a high level of need. 

3. Elgin has the highest rate of avoidable hospitalizations and re-admits for chronic conditions in the LHIN. 

4. The PCPs of Elgin report challenges with providing mental health support to patients (children/adolescents), 
including long wait times for specialists and not having enough time with their patients. 

5. Lower than average challenges reported in the lived experience compared to the other sub-LIHN areas 
related to timing of appointments, issues getting to appointments, and same/next day appointments. 

6. Evidence from health service providers identified that geographic, financial, and cultural barriers were 
significant barriers for the Amish and Mennonite population.   
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Conclusions 

The findings presented in this report provide the framework for five overarching recommendations that support 

equitable access to primary care for individuals most impacted by the social determinants of health in the South 

West LHIN.  

1. Every person in the South West LHIN will have access to culturally safe primary care, regardless of their 
culture, economic status or where they live, that is provided by primary care providers who have the 
necessary knowledge and skills to communicate with patients such that the patients feel respected and 
receive information that they can understand and act on to improve their health.  

2. Every person in the South West LHIN will have timely access to primary care, including same day, next day, 
planned visits and after-hours care. 

3. To support the provision of optimal (quality) primary care, all primary care providers must have access to 
timely, consistent, effective wrap-around services in office (or virtual) for patients aligned with need. 

4. Timely, quality primary care will be available to people in the South West LHIN by ensuring the right mix and 
distribution of primary health care providers throughout the region. 

5. Primary care providers will have access to shared information on patients including real time data and 
resources available to enable them manage the health of the population and work collaboratively with other 
health care providers in the provision of seamless care and services for their patients. 

Appendix A of the report details the overarching recommendations and related actions to guide the South West 

LHIN and health system partners over the coming years.   
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1 Background and Context 

Despite having a universal health care system, many Canadians experience unequal access to health care, 

including inequitable access to primary care. Health inequalities affect all Canadians, but have a much stronger 

impact on the health of vulnerable populations1–6. These inequalities are shaped by deep social structures and 

processes such as social norms, policies, and practices that promote systemic inequality, which encourage the 

unequal distribution of and access to power, wealth, and social resources7. The way that society is shaped 

engenders social hierarchies where populations are organized according to characteristics such as income, 

education, ethnicity, geography, ability, and gender. These are often referred to as the social determinants of 

health. An individual’s position within this social hierarchy (often the position in which people are born) affects 

the conditions in which they live, grow, work, and age, which in turn determines a) their vulnerability to illness, 

b) the severity and consequences of ill health; and c) their ability to access health care7.  

Particularly concerning is the inability to access primary care services, a division of the health system directly 

associated with improved health outcomes, lower mortality rates, and lower health system costs8. Over the past 

decade, Canadian provinces and territories have made considerable progress implementing primary care reform 

strategies to improve access and quality of these health services. However, despite these efforts, up to 15% of 

Canadians do not have a regular family physician and almost half report using emergency room departments for 

health issues that could be easily resolved in a primary care setting9. In Southwestern Ontario, 9.1% of 

individuals do not have a regular family physician. Of those, 13% report using emergency room departments as 

their usual source of care, while 5.9% report never receiving care at all10. The most frequently reported reasons 

for those to not have a regular family physician are physicians’ retirement, illness, career change, or low 

availability of physicians in their area11. Across Canada, access to primary care varies by sex, neighborhood 

income, age, time since immigration, and geography. 

Exploring and understanding the relationship between social determinants of health and access to primary care 

is critical to providing services that reflect local community needs. Ultimately, population-based analyses 

incorporating a socio-economic context allow health care organizations and policymakers to design sustainable, 

comprehensive, evidence-informed solutions that will improve population health. 

The purpose of this report is to inform the development of recommendations to help create an equitable 

primary care system in the South West Local Health Integration Network (South West LHIN). This set of 

recommendations aims to address the social determinants of health while meeting the needs of the population, 

including the weighted needs of those in vulnerable groups that face multiple barriers to primary care. To 

accomplish this, several phases of research were conducted: (1) a literature review focusing on access and 

barriers to primary care; (2) geospatial and geostatistical analysis of the distribution of PCPs and different 

population subgroups in the South West LHIN; (3) surveys of the population and health care providers to 

validate collected data, address gaps, and collect peoples’ lived experiences; and (4) focus groups to collect 

peoples’ lived experiences in accessing primary care. The following key questions guided the research: 
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1. How closely do primary care services in the South West LHIN meet the needs of the population based on 
the social determinants of health? 

2. What does the evidence tell us about how the spectrum of social determinants of health that people 
experience affects their primary care needs? 

3. How do the social determinants of health measures correlate with health service use (as a proxy of 
health service need)? 

This report will focus specifically on the following five vulnerable groups: a) Aboriginal people; b) ethno-cultural 

groups and recent immigrants; c) rural residents; d) people of low socioeconomic status; and e) seniors. It is 

important to note that this is not an exhaustive list, as many other important subgroups, such as the homeless, 

old order Mennonites, and LGBTQ populations live in our region, but there is a lack of available data on these 

subgroups, and small populations make these groups difficult to examine. Our report is framed around five key 

barriers identified by the literature: poor timeliness of care, geographical barriers, financial barriers, health 

literacy barriers, and poor relationships with health care providers. 

 Primary Care Overview 

Primary care is acknowledged as the foundation of any high performing health-care system. A population’s 

ability to access primary care is critical to optimizing health outcomes. Primary care is the level of the health 

system that provides access to healthcare services for all health related needs and problems, providing person-

focused care over time in a continuous and co-ordinated fashion12. Ontario’s primary care system is made up of 

a wide range of provider groups and clinicians, each with their own funding and accountability relationships.  

For the purposes of this report, we have defined a “primary care provider” (or “PCP”) as a Family Physician, 

General Practitioner (GP), or a Nurse Practitioner (NP) in a Nurse Practitioner Led Clinic (NPLC) that has a roster 

of patients to whom they provide comprehensive primary care. Family physicians that work solely in other 

settings including Walk-in Clinics, Emergency Departments (ED), Sports Medicine Clinics, hospitals and other 

sub-specialized clinics are not included as primary care providers in this report. 

Family Physicians and GPs (to be referred to as family physicians) may practice independently in offices or clinics 

where they employ their own staff which may or may not include other interdisciplinary health professionals 

such as nurses.  Family Physicians may also practice alongside a team of Interdisciplinary Health Professionals 

(IHP). Family Health Teams (FHT), Community Health Centres (CHC), and Aboriginal Health Access Centres 

(AHAC) all provide team-based care to rostered or enrolled patients.  

A Family Health Team is an approach to primary health care that brings together different health care providers 

to co-ordinate the highest possible quality of care13. Designed to improve and expand access to primary care, a 

team’s size, focus, and services reflect the needs of the patients they serve. Patients have access to health care 

professionals which may include: Nurse Practitioners (NP), Pharmacists, Registered Nurses (RN), Registered 

Practical Nurses (RPN), Dietitians, Social Workers, Occupational Therapists, Mental Health Workers, 

Chiropodists, Physician Assistants, Health Educators, and Psychologists. 
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CHCs deliver primary care services in combination with health promotion and illness prevention services to 

populations who have traditionally faced barriers accessing health services14.  Family Physicians work in a team 

with other interdisciplinary health professionals.  

The Southwest Ontario Aboriginal Health Access Centre (SOAHAC) is an Aboriginal Health Access Centre (AHAC) 

that provides a combination of health and social services to First Nations, Metis and Inuit communities. AHACs 

are innovative, Aboriginal specific, Indigenous informed health care agencies. Along with primary health care, 

they provide traditional healing, health promotion services, cultural programs, community development 

initiatives and social support services15. 

Nurse Practitioner Led Clinics are primary health care models in which NPs work collaboratively with an inter-

professional team, including a consulting physician, to provide comprehensive, accessible, and coordinated 

family health care services16. 

 Social Determinants of Health and Priority Populations 

Below are discussions on identified priority populations in Canada who are disproportionately affected by health 

inequalities that result in ill health, the consequences of ill health, and barriers to accessing health care. It is 

important to note that this is not an exhaustive list; many other important subgroups such as the homeless, old 

order Mennonites, and LGBTQ* populations live in our region, but there is a lack of data and potential sample 

size which makes these groups difficult to examine. This review will focus specifically on the following five 

groups: Aboriginal populations; ethno-cultural groups and recent immigrants; rural populations; populations 

with low socioeconomic status; and seniors. 

Indigenous Population. The terms “Aboriginal” and “Indigenous” are used interchangeably in this report. 

Indigenous is becoming more prominent or preferred terminology internationally. According to the 2011 Census 

of Canada (the most recent Census of Canada), approximately 1,400,000 Canadians, or 4.3% of the total 

population, identified as Aboriginal (including First Nations, Inuit, and Metis)17. Aboriginal people typically have 

poorer overall health and higher health requirements than the average Canadian18. 

Ethno-Cultural Groups and Recent Immigrants. As of 2011, approximately 6 million Canadians, or one out of 

every five Canadians (19.1%), identified themselves as a visible minority. Of these visible minorities, 30.9% were 

born in Canada and 65.1% were born outside of Canada (having come to Canada as immigrants). The number of 

visible minorities has increased in the last decade largely due to an increase in the number of immigrants 

arriving in Canada from non-European countries. Ontario holds the largest number of visible minorities, with 

25.9% of its population belonging to a visible minority. The three largest visible minority groups – South Asians, 

Chinese, and Blacks – accounted for 61.3% of the visible minority population. With a growing minority 

population, Canada is becoming even more multicultural and multilingual19.   

The French presence in Ontario dates back nearly 400 years to the establishment of the Mission of Sainte-Marie-

Among-the-Hurons (Simcoe County) in 1639. Like the general population of Ontario, the Franco-Ontarian 

community is diverse and vibrant. For many years, it has welcomed Francophones from Africa, Asia, the Middle 
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East and Europe. Today, Francophone racial minorities represent 10% of the province’s Francophone population. 

Ontario is home to 611,500 Franco-Ontarians, with approximately 14,000 in the South West LHIN. London is a 

designated region and is home of around 7,175 Francophones which represent about 2% of the population.  

In 2011, Canada’s immigrant population represented 20.6% of the total population; one out of every five 

Canadians is foreign-born.  Between 2006 and 2011, 1.2 million foreign-born people immigrated to Canada, an 

increase from previous decades. These recent immigrants made up 17.2% of the immigrant population, and 3% 

of the total Canadian population19. Immigrants and refugees face particular barriers related to employment, 

income, language, literacy,  and culture20–24. 

Rural Populations. In 2011, 6.5 million Canadians, or 20% of the population, lived in rural and remote 

communities, making it challenging to ensure that all Canadians have equal access to health care services 

regardless of where they live25. Rural populations face unique health problems and conditions that need to be 

taken into account when addressing issues of accessibility18,26–28. Often a person’s choice of whether they can 

live or remain in a rural community depends on whether they can access primary care28. People in rural and 

remote communities tend to have a poorer health status than those who live in urban areas. Rural populations 

in Canada are also more likely to have higher rates of unemployment, lower levels of educational attainment, 

less healthy habits and behaviours, and higher mortality rates than urban populations18,26,28,29. People in rural 

areas have higher primary care needs, but are more likely to lack access28.  

Populations with Low Socioeconomic Status. According to the 2011 Census, approximately three million 

Canadians (8.8% of the population) lived in below the Low-Income Cut-Off (LICO)17. While the average income  

of Canadians  has risen over the past few census periods, the income disparities between the bottom 20% and 

top 20% of the population for average after-tax income has risen17,30,31. Aboriginal people, recent immigrants, 

lone parents, and people with disabilities are disproportionately represented among low income individuals17,31. 

Working is not always enough to prevent an individual or family from experiencing low income; in 2011, 6.4% of 

individuals living in households where the primary income provider had at least 910 hours of paid work lived 

below the LICO17. The negative effects associated with low income persist and become more damaging the 

longer the individual experiences low income32,33. 

Seniors. Canada’s population is aging. In 2011, there were almost 5 million seniors aged 65 and older in Canada 

accounting for 14.8% of the country’s population. This is an increase of over half a million people, or 14.1% since 

2006 (average increases per age group range from 0.5% to 5.7%). By 2051, projections predict seniors will 

account for 25% of Canada’s population. People aged 65 and older visit their family physician three times more 

frequently than children under age 1834. 

The primary purpose of this literature review is to inform different knowledge users about the extent to which 

social and health disadvantage or vulnerability affects different groups by exploring which factors influence 

health disparities related to accessing primary care services. Secondly, this literature review explores how 

priority populations are identified and engaged in primary care research in order to best inform the 
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development of research tools, strategies, and techniques for understanding the primary care needs of the 

people living in the South West LHIN. 

 Barriers to Health Care 

This section will examine access and barriers to health care for our five vulnerable populations: rural residents; 

Aboriginal people; ethno-cultural groups and recent immigrants; people with low socioeconomic status; and 

seniors. It is important to note, however, that these vulnerable populations often intersect at multiple levels. For 

example, a low income individual may also be a senior and be living in a rural area. In these instances, the 

challenges relating to primary care access become more complex. 

1.3.1 Geographical Barriers to Primary Care Access 

Canada faces unique challenges in the delivery of health care. Geographic proximity is typically evaluated in 

terms of distance (or travel time), and is a fundamental element of access to health care.  Health care 

accessibility tends to decrease as distance or travel time to health care services increases18,26–28,35–37. Yet, 

geography is not just a function of distance or travel time; geography can affect access to health care in terms of 

neighbourhood equity and the quality of health care services available, how certain populations such as those 

lacking a home access health care, and the geographies of everyday spaces for those with intrinsic and extrinsic 

constraints on their mobility, whether intrinsic (e.g., physical disabilities) or extrinsic (e.g., lack of public transit).  

Even within urban areas, transportation is one of the most commonly cited barriers to primary care access38,39. 

Indigenous Population.   Approximately half of all Aboriginal people live in rural areas (30% live on rural 

reserves, while 20% live in rural areas other than reserves)18,40. Reserves and remote rural locations are typically 

characterized by larger distances to urban centres, low population density, a lack of transportation 

infrastructure, and a shortage of health care professionals. These characteristics act as significant barriers to 

primary care access41. Large distances and low population densities mean that it costs more to provide health 

care services per capita, resulting in reduced access to health care services and providers; accessibility decreases 

as distance or travel time to health care increases18,26–28,35–37. Many Indigenous people believe that they do not 

have the same level of primary care services as the rest of Canada42. The remoteness, isolation, and low 

densities of Aboriginal communities result in a low retention rate for health professionals, further worsening 

access18,26,28,35,43.  

The lack of access to health services and the low retention rate of health professionals means that many 

Aboriginal people needing treatment may be required to travel great distances for health care, typically to the 

nearest urban area. They may be required to spend significant amounts of time separated from their family and 

community, even for non-critical events like childbirth42.  

The Aboriginal population is highly mobile with frequent migration between reserve communities and urban 

areas. This mobility makes access to primary care challenging and places Indigenous people at a greater risk for 

homelessness44–46. According to Hwang47, “Aboriginal people are overrepresented in Canada’s homeless 
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population by a factor of about ten”. The homeless are the most marginalized of the poor and face significant 

issues related to health care access29,47–49.  

Ethno-Cultural Groups and Recent Immigrants. Minorities, immigrants, and refugees tend to live in more urban 

areas, allowing for better geographical access to health care. However, delays in provincial health coverage are a 

problem for many recent immigrants and refugees, as is a lack of knowledge of how to access and navigate 

Canada’s health care system28. Recent immigrant populations also  appear to have better access to walk-in 

clinics, but this accessibility is reduced because of issues relating to accessing language-specific health care23,50,51.  

Rural Populations. Canadians in rural communities face many challenges accessing primary care and retaining 

health care providers (e.g., nurses, doctors) in their communities. Rural communities are characterized by large 

distances between destinations and low population densities which results in a higher cost per capita for health 

care services and reduced access to health care services and providers. Accessibility decreases as distance or 

travel time to health care services increases9–12.  

The challenge of accessing primary care in rural communities is worsened by shortages of health care providers. 

Access to nurses, physicians, and specialists varies considerably across each province. Some rural communities 

lack access to even the most basic primary care services due to a shortage of health care providers9,11,12. Those 

living in Canadian rural communities are also least likely to have a regular family physician or to have specialty 

physicians visit52. In fact, while 20% of the Canadian population lives in rural communities, only 9.4% of family 

physicians and 3% of specialist physicians are considered rural health professionals53. According to the 

Commission on the Future of Health Care in Canada35, there is a trend for physicians to specialize. An increasing 

number of specialists may meet the needs of highly intensive and technical hospitals in major urban centres, but 

rural communities need well-trained family physicians who are able to deliver high quality, general, yet diverse 

primary care35.  

However, rural residents experience more timely medical care by their health care provider, and are more 

frequently accommodated in a timely manner. This can include physicians providing medical advice by 

telephone, offering home visits, and seeing patients in between appointments. These accommodations are a 

result of the informal social structures and close relationships developed in rural communities rather than the 

formal policies of larger urban health care54–59.   

People with Low Socioeconomic Status. Geography is the largest barrier to health care access experienced by 

low income individuals. Poor Canadians are more restricted in the services offered in their neighbourhoods, and 

because services in other neighbourhoods or communities are often costly and too difficult to reach60. The 

poorest Canadians are the most likely to visit emergency departments for conditions that would be treatable by 

a primary care provider61. While geographic access to primary care has been found to be adequate in deprived 

areas62–67, health care services are more likely to be underused in deprived areas despite a greater need68–70. It 

has been suggested that this pattern exists because those living in disadvantaged areas are less likely to be able 

to see a family doctor at short notice, to have access to a female family doctor, or to have access to primary care 

services in the evenings62. In other words, while health care services in deprived areas are not lacking in 
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quantity, they are lacking in quality62. Low socioeconomic status (SES) individuals are also less likely to take 

advantage of health care opportunities as a means to prevent disease than are their high SES counterparts, 

meaning that targeted interventions and quality care that meets the needs of the population are necessary to 

improve uptake of preventative services by low SES individuals33. 

Seniors. Seniors often lack access to specialized medical care and the support services needed to be 

independent. This is particularly an issue for those living in rural and remote communities; most specialized 

services and long term care facilities operate out of urban centers. As a result, individuals may be forced to 

move away from their family and community in order to access these necessary services71–76. 

Seniors may also be limited in their choice of health care providers due to barriers caused by mobility issues. For 

example, a provider may be located in close proximity, but in a location that is not highly accessible for those 

with certain disabilities224. There may be further physical barriers once inside the primary care facility: 

inaccessible bathroom facilities; a lack of special seating in waiting areas; inaccessible examination tables; a lack 

of information provided to patients in a variety of formats; a lack of telecommunication devices for deaf 

patients; and constraints relating to special transportation systems72.  

1.3.2 Financial Barriers to Primary Care Access 

Although the majority of Canadians enjoy a universal health care system, economically disadvantaged 

individuals struggle with the financial barriers to health care services and subsequent indirect financial costs 

associated with health care access. While financial barriers to primary care accessibility generally affect those 

who are socioeconomically distressed, there are vulnerable populations who are disproportionally represented 

among these lower socioeconomic groups. These vulnerable populations face unique financial barriers on top of 

the financial insecurity they face due to their low socioeconomic status and high deprivation.  

Indigenous Population. Aboriginal Canadians are disproportionately represented among lower socioeconomic 

groups. The added costs that Aboriginal populations incur to access primary care (e.g., meals, accommodation, 

and transportation) further exacerbate financial challenges and poverty status77. 

Ethno-Cultural Groups and Recent Immigrants. Statistics Canada21 has found that recent Canadian immigrants 

have lower rates of employment and participation in the labour market, and lower levels of earnings and family 

income than in the past; poverty rates for recent immigrants was also lower three decades ago20. These rates 

can be attributed to recessions in the 1980s, 1990s, and in 200821. In fact, in 2010, the rate of poverty for new 

immigrants was 17.6% (5% higher than in 1981) and almost twice the poverty rate for all of Canada20,78. As a 

result, immigrants face difficulties related to the indirect costs of health care access (e.g., finding child care and 

transportation to attend an appointment). Furthermore, because many immigrants hold jobs with limited job 

security and few benefits, the time taken from work for medical appointments may result in lost pay which 

further burdens the individual35,79–82.  

Rural Populations. In the 1990s, many provinces took measures to streamline the delivery and management of 

the Canadian health care system as part of major health care reforms35,83,84. In doing so, some health care 
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services were consolidated to larger urban centres, making it difficult for rural communities to access those 

services85. Because rural communities often face issues of access due to the distance to health care services, 

there is the added burden of paying for travel costs to access the health care they need 35,60,86,87. These costs can 

be exacerbated by a lack of time available, weather conditions, the potential for lost wages, and transportation 

costs (e.g., vehicles, vehicle maintenance, parking, etc.). These costs are financial and social; individuals in more 

remote locations often face the added financial costs of accommodation, in addition to transportation and 

meals outside the home, as well as  social costs of being away from their family and social support networks35,79. 

Rural populations are particularly affected by these indirect financial barriers resulting from geography because 

median incomes are approximately $10,000 less than those living in urban centres26. 

People with Low Socioeconomic Status. Low income Canadians are challenged by indirect financial costs 

associated with accessing primary care. These costs can include childcare, transportation (availability of public 

transit, gas, vehicle maintenance, etc.), and unpaid time off work for health care appointments35,79.  Low income 

individuals reported that these issues, particularly transportation, deterred them from seeking health care35,79. 

Although it is challenging to calculate the indirect costs of health care access, it is apparent that accessible 

services should address locational issues and hours of operation, which may help alleviate the impact of these 

indirect costs35. Studies have also indicated low rates of referrals to secondary health care (i.e., specialists) for 

poorer groups, suggesting that family physicians, who act as gatekeepers to secondary care, may themselves be 

a barrier 35,62,79. 

While many financial barriers to insured services have been removed in Canada due to its universal health care 

system, there is a growing disparity in access to non-insured services31. Those living in poverty struggle with 

accessing quality primary care, but also the ability to pay for the private costs of health care (e.g., dental, vision, 

prescription drugs, physical therapy etc.) that play a vital role in preventative health care1,35,60,86,88,89. Similarly, 

economically disadvantaged individuals lack the funds to utilize preventative health services (e.g., recreation 

programs, gym memberships) that contribute to  health88. As their health continues to deteriorate, those living 

in poverty lack the finances to access services that may improve their quality of life and functionality (e.g., 

physiotherapy). Thus, those living in poverty are stuck in a cycle in which they lack the finances to grant them 

access to programs and services to improve health, which in turn contributes to poor health88,90–92.  

Seniors. Financial barriers are an important concern for seniors with age-related or other disabilities. Not only 

do seniors with disabilities face many of the same access issues that those living in low income face, these 

access issues become even more challenging with the added costs of transportation, visits not covered by 

provincial health, disability-related aids and devices (e.g., communication aids, walkers, canes, wheelchairs), 

costs incurred to repair said devices, out of pocket prescription costs, and meals and accommodations (for rural 

populations travelling to urban centres for specialist care)71–76,93.   

1.3.3 Health Literacy Barriers to Primary Care Access 

Health literacy is a multi-dimensional concept which includes not only the skills to access health information, but 

the ability to understand and make use of that information94. Fundamental to the definition of health literacy is 
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an individual’s ability to evaluate and communicate information, and apply it to a variety of contexts across the 

life course95. However, 60% of Canadian adults lack sufficient health literacy skills, potentially jeopardizing an 

individual’s overall health94. Low health literacy skills have far-reaching implications for perceived quality of 

health and actual health outcomes. Controlling for age, education, and gender, Canadians ranking lowest in 

health literacy are more likely to report being in fair to poor health relative to those with high health literacy 

skills94. Additionally, possessing lower health literacy can act as a barrier for Canadians managing chronic disease 

and following prescribed medication schedules, as they may not possess a full understanding of the available 

treatment options, what risks they face, and how to access necessary care24.  

A myriad of factors could contribute to an individual’s health literacy. Personal barriers to improving health 

literacy could include: declines that occur during the aging process; lack of formal education or knowledge and 

skills related to health; not speaking English or French as a first language; living with disabilities; and/or cultural 

beliefs96. All of these factors may have different impacts on individual health, depending on the group being 

examined. The ability to comfortably and coherently communicate is important in any relationship.  

Indigenous Population. Health care providers may possess a limited knowledge of health literacy, and be 

unaware of what the implications of having a low health literacy might have for Indigenous patients97. This 

revelation limits health care providers’ ability to assist in improving the health literacy among Indigenous 

patients97. Lower literacy levels among the Canadian First Nations population98 represent a barrier to improving 

health literacy, as literacy is closely tied to health status99. Additionally, lower levels of educational attainment 

are correlated with poorer health outcomes, highlighting the importance of increasing health literacy31. 

Improving general literacy levels among Aboriginal populations, and better informing health care providers 

about how to communicate health literacy topics to members of this group may serve to improve health 

literacy. 

Ethno-Cultural Groups and Recent Immigrants. Those who don’t speak the language of the majority may 

experience difficulties with the health care system. French speaking individuals prefer to have their health care 

in their own language, and a lack of available French services can lead to dissatisfaction with care, emotional 

stress, or delay in seeking out health care100. Language is also a barrier for immigrants and refugees, with some 

patients only able to communicate with health care providers through an interpreter101. Those without access to 

an interpreter may experience errors in translation or in understanding the implications of their health status102. 

Research from Mississauga noted that some non-English speaking populations have better access to health care 

in their mother tongue than others51. Linguistic barriers must be accommodated to allow patients and health 

care providers to appropriately communicate with one another.  

Arriving in a new country presents a unique and diverse set of pressures for immigrants from any nation. Verbal 

and written communication barriers exist, especially when the individual’s first language is not English. The 

inability to read health material is a barrier to improving health literacy, as 32% of foreign-born women and 24% 

of foreign born men struggle with reading printed health materials24. Immigrant women with poor literacy and 

English skills may lack knowledge about preventative services (i.e., breast examination, mammography, pap 

tests) that are available to them, as well as why these services are important103. Language is not a one-way 
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barrier; health care providers with immigrant patients have noted that they are sometimes unable to 

communicate knowledge to patients, which could delay or minimize the usage of health services101. The ability 

to adequately communicate and comprehend health information is a key determinant of health literacy among 

immigrant populations. 

While definitions of health literacy tend to focus on specific components, it is important to place these 

components into their appropriate cultural context. In addition to the definition of health literacy outlined 

above, the concept of health literacy is an agglomeration of multiple skills, including both social and cultural 

aspects of communication104. This is an important consideration for health care providers, as patients may have 

a diverse range of expectations and preferences for the care they receive as a result of their cultural 

background104,105. Feelings of skepticism about services, as well as cultural preferences regarding the type of 

care received, can affect immigrants’ participation in the health care system101. Different cultural perspectives 

and preferences for health care are necessary when assessing an individual’s health literacy. 

Rural Populations. Canada has regional differences in health literacy. Those living in rural areas typically have 

lower rates of health literacy, due in part to lower levels of education and lower socioeconomic status106. Rural 

areas also tend to have more limited access to knowledge resources, including broadband internet access106.  

People with Low Socioeconomic Status. People with low socioeconomic status typically have lower levels of 

education and limited access to knowledge resources. This results in lower rates of health literacy among low 

income individuals107.  In a study of patient use of telephone-based health information services, callers from low 

income households were less satisfied with the care received due to the inability to understand and use the 

information they received107.  

Seniors. Changes that accompany the aging process create barriers for older individuals in improving or 

maintaining health literacy. Seniors have the lowest levels of health literacy in Canada, with 88% of those over 

age 65 lacking sufficient health literacy skills94. The senior population faces the most barriers of any group in 

accessing health care resources online108,109. This is caused by reduced vision, declining cognitive abilities, and 

greater physical limitations109. In fact, many websites are designed without consideration for the specific 

internet accessibility needs of seniors, which acts as a major obstacle to gaining access to services and 

information online109. As online resources continue to play an increasingly large role in delivering health 

information, greater care is needed to accommodate the specific needs of seniors110. Attempts to improve 

health literacy for seniors, a growing part of the Canadian population, will also need to consider topics covered 

in the sections above to meet additional cultural, ethnic and linguistic needs related to health literacy. 

1.3.4 Poor Relationships with Health Care Providers 

The quality of the relationship between health care provider and patient is fundamentally important in 

determining an individual’s access to care. Real or perceived unjust treatment due to gender, ethnicity, personal 

appearance, income, place of residence, or a host of  other social barriers by providers can affect the quality of 
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care received by patients60,96. Similarly, adherence to treatment regimens by patients is greater when physicians 

communicate well and develop trust with patients111,112. 

For patients seeking a primary care provider, poor relationships with physicians and staff can start at initial 

contact and prevent the patient from even being rostered10. Patients in Southwestern Ontario report being 

subjected to degrading assessments of their suitability as a patient, with some comparing the process to that of 

“applying for a job”10. Patients who are “too sick” or “too complex” may be rejected, and members of vulnerable 

groups may be rejected due to implicit bias10. 

Poor relationships with primary providers can also be caused by, or contribute to, an inability to receive 

adequate mental health care. In general, primary care in Canada has been ineffective at meeting the mental 

health needs of the population113. Primary care providers report having inadequate education and postgraduate 

support, and inadequate connections to other providers and specialists, leading to a lack of confidence in 

providing effective mental health care113–115. Patients report feeling uncomfortable or unsatisfied with mental 

health care due to perceived stigma and judgement from their primary care providers116,117. Research shows that 

between 45% and 75% of patients with anxiety and depressive disorders have their mental health needs 

partially or completely unmet through primary care118.  

Indigenous Population. Aboriginal people frequently experience barriers to quality care as a result of strained 

relationships with health care providers. Many Aboriginal people report experiencing racism, discrimination, and 

a lack of cultural understanding that leads to lack of trust, avoidance, or delays in seeking care119. Because of 

these issues, Aboriginal populations need culturally safe and culturally appropriate care from both Aboriginal 

and non-Aboriginal providers. 

Aboriginal Canadians also have significantly higher rates of mental health problems, including depression, 

suicide, and addictions120. These issues are compounded by the challenges Aboriginal people face in accessing 

culturally safe care; historical power relationships and past colonial abuses not only contribute to mental health 

problems, but impede trust in the provider/patient relationship, especially given the traditionally paternalistic 

attitude among mental health care providers115,120. Studies from across Canada have shown a need for 

“collaborative, culturally safe [mental health] services that integrate clinical approaches with traditional 

Aboriginal healing”120. 

Ethno-Cultural Groups and Recent Immigrants. Recent arrivals to Canada face a combination of institutional 

and personal barriers that impact their relationship with health care providers. Governmental policies can delay 

a recent immigrant’s access to health care providers. The waiting period between arrival and receiving a health 

card can act as a barrier, delaying individuals in seeking health care121. These issues in accessing health care are 

further compounded as the various programs that are available to immigrants can be difficult to navigate, 

especially with language barriers, which are cited as one of the biggest challenges newcomers to Canada face 

when accessing health care102.  

Further, personal factors, including the individual’s financial situation and cultural beliefs may impact their 

relationship with health care providers. A lack of extended and/or private insurance coverage may mean 
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immigrants are unable to follow a prescription they are given for financial reasons121. Cultural expectations of 

health care can impact interactions with family physicians, as they may be perceived to be “rushed, impersonal, 

incomprehensive and lack depth”121. Minorities, immigrants, and refugees may also experience problems with 

racism and judgement. Gender may also play a role in the provider-patient relationship. Some immigrant 

women prefer to receive care from female health care providers, and may avoid seeking care if one is not 

available121. In addressing immigrants’ relationships with health care providers, it is important to acknowledge 

and accommodate the host of personal characteristics and experiences of this group. 

Cultural differences also play a role in how mental health services are accessed. Visible minorities and 

immigrants may have different religious or cultural interpretations of mental health that are not well 

understood by Western, biomedical physicians122. Ethno-cultural groups also experience varying forms of 

stigmatization of mental health within their communities, which may prevent them from seeking care122.  

Linguistic challenges are also a significant barrier for ethno-cultural groups and immigrants when seeking mental 

health care; different perspectives on mental health combined with different terminology makes 

communication with health care providers more challenging for these groups122. 

Rural Populations. While the informal social structures and close relationships developed in rural communities 

allow for more timely care, there are drawbacks to receiving health care in this type of closely integrated 

environment. The social structure of rural communities can reduce anonymity and confidentiality, which may 

create a negative stigma associated with seeking controversial services including mental health care123,115. Rural 

communities are also less likely to have dedicated mental health services, leaving residents dependent upon 

primary care services to connect them with mental health resources115.  

People with Low Socioeconomic Status. The health care service environment can influence the use of resources 

and services by low income Canadians88. Further, treatment by those administering the care can impact service 

use. Health care providers’ ability to display care, compassion, empathy, an ability to listen, respect, and 

understanding are highly valued, especially by low income populations as they are more likely to have been 

treated poorly by providers in the past60,88. Conversely, poor attitudes, perceived aggressive interactions, being 

controlling, or not being able to build relationships with clients has been noted to deter low income women 

from seeking health care4,60. Primary care providers view low income individuals more negatively in terms of 

personalities, abilities, behavioural tendencies, and role demands124. In a 2013 study from Ontario, patients who 

presented themselves as having high income jobs were more likely to get primary care appointments than those 

who presented themselves as recipients of social assistance124.  

People with low socioeconomic status also experience mental health challenges disproportionately. Children 

living in poverty have higher rates of depression and antisocial behavioral challenges than do their wealthier 

counterparts, and research shows these effects increase with duration of living in poverty33. In addition, children 

with mental health problems are less likely to complete high school, college, or university, contributing to poor 

socioeconomic status as adults125. As we have discussed, lone-parent families are at increased risk of living in 

poverty. Adults who head lone-parent families have higher rates of mental health problems, primarily due to 
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financial strain, work strain, and care-giving strain, and children whose parents go through a divorce are more 

likely to develop anxiety and depression33. 

Greater sensitivity is required to ensure that low income individuals are not further marginalized in their 

experiences seeking health care, as this has far reaching implications for sustained usage and future health 

outcomes. 

Seniors. Social and physiological changes that occur throughout the aging process can impact the provider-

patient relationship. Demographic shifts have led to a growing proportion of seniors in the Canadian 

population110. This means that health care providers will be forced to deal with these changes as a larger share 

of their patients will be older. Health care providers may need to take a special approach for older patients. The 

increased number of visitations by seniors create opportunities for the physician to extend care beyond 

biomedical and psychosocial needs to deliver emotional and affective care126.  In addition to physical ailments, 

the provision of holistic care that acknowledges the increasing importance of mental health in later years is 

important127. For the health care provider perspective, unrealistically high or low expectations regarding aging 

can not only affect the quality of care administered to patients, but also influence the patient’s own expectation 

regarding aging128. Care must be taken not to transfer unrealistic expectations onto patients, while also 

accounting for the unique needs that members of the senior population may have. 

 Identifying Vulnerable Populations in Primary Care Research 

The second part of this literature review, which aimed to investigate how vulnerable populations are identified 

and engaged in primary care research, found a variety of study designs, measures of access, recruitment 

strategies, data collection methods, and outcome measures. The sheer complexity and variety of research 

frameworks (i.e., how vulnerable populations are defined), study designs, measures of access, methodologies, 

and outcome measures makes it difficult to compare the level of success of these different techniques, and how 

they may be employed for different groups. 

Issues of access are typically studied within specific vulnerable groups, or focus on differences between groups 

rather than similarities across groups129. Research studies looking at specific vulnerable populations included the 

following: rural populations; Indigenous people those living in poverty; the homeless; immigrants and refugees; 

visible minorities; seniors; and those with intellectual, physical, or developmental 

disabilities26,37,45,49,68,74,75,80,88,130. Studies investigating specific groups within these vulnerable populations 

included the following subgroups: adults with disabilities; homeless women and youth; women with low family 

income; French-speaking immigrants; Iranian immigrants; Aboriginal women; and children and youth in rural 

communities4,23,75,90,100,123,131–134. The remaining studies identified vulnerable populations as a measure of 

employment, education, and income (using census data) by using either, a) a composite index, or b) individual 

measures to define low socio-economic status or to demarcate geographic boundaries for deprived areas (e.g., 

neighbourhoods)64,65,67,78,86,135. Rather than investigating gaps between the least and most advantaged groups, or 

exploring the continuum between the least and most advantaged groups, most studies targeted specific 
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vulnerable populations or focused on differences between vulnerable groups; this may be an area of 

consideration for future studies.  

How priority populations are identified largely depends on the definitional framework employed by each study. 

Different definitions of vulnerable populations translate into different measures to identify those populations. 

Thus, it is extremely important to clarify how each population is defined. While it is easy to define some 

populations using standard measures (e.g., immigrant or refugee status, age, etc.), some populations are 

inherently more complex. 

Indigenous Population. “Aboriginal” and “Indigenous” are used interchangeably in this report. The term 

Indigenous is becoming more the prominent or preferred terminology internationally. Aboriginal peoples are 

identified in four ways: ethnic origin including Aboriginal ancestries; Aboriginal identity; registered or treaty 

Indian; and/or member of an Indian band or First Nation. There is no uniform definition of Aboriginal 

populations; the definition depends on how the information will be used. Thus, it is important for health care 

researchers to define and clarify what is meant by “Aboriginal”136.  

The Aboriginal population is calculated by using the Aboriginal Identity variable from the 2011 Census and the 

on-Reserve population from the Aboriginal Affairs and Northern Development Canada Reserve profiles. 

Although this is the most accurate method to measure the Aboriginal population available, the population may 

still be significantly undercounted in the 2011 census137. 

Ethno-Cultural Groups and Recent Immigrants. Ethno-cultural groups include visible minorities and Canadians 

whose first language is not English or French. In this report, “ethno-cultural groups” will refer to visible 

minorities, those whose mother-tongue is Spanish, French, or Arabic (as these are the groups most prevalent 

within the South West LHIN), and those whose first language is not English or French. 

Recent immigrants sometimes include those who have been living in Canada for less than five years, and 

sometimes includes those living in Canada for less than 10 years. For the purposes of this study, “recent 

immigrants” will refer to those who immigrated to Canada between 2006 and 2011.  

According to the government of Canada, refugees are people who have been offered protection in Canada out 

of fear of persecution, and who are unwilling or unable to return to their home country. This is the definition 

that will be used in this report. 

Rural Populations. There are differences in how “rural” is defined. Statistics Canada defines rural areas as those 

with a population less than 1,000 people138. Yet, rurality can be measured on a continuum (i.e., the degree of 

rurality), whereby differences between rural and non-rural areas are unclear and/or rapidly changing. Some 

rural communities are very close to major urban centres, while others are more remote. Thus, there are multiple 

definitions and approaches for determining the level of “rurality” between communities18,26,138,139. While 

individuals living in these areas can all be considered “rural”, the ways in which these communities are 

addressed for primary care access should vary based on the needs of each region18,28. 
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For the purposes of this report, geographical regions will be referred to as “urban settlements” (those with a 

population of 10,000 or greater), “urban commute zones” (regions within a 15-minute travel time to an urban 

settlement), and “rural areas” (regions with greater than 15-minute travel time to an urban settlement).   

People with Low Socioeconomic Status. Similarly, there is little agreement on how poverty is defined. A 

fundamental issue is the space in which poverty is defined; different definitions of poverty span different areas 

of concern. Should poverty only include material resources, or should it include social, cultural, and political 

resources? It is very important to clarify how poverty is defined because different definitions will imply different 

indicators for measurement and, thus, the identification of those who live in poverty140. 

In this report, low socioeconomic status will be determined by the following factors: low-income cut-off (LICO), 

median household income, educational attainment, and lone parenthood. Due to the unreliability of income 

data from the 2011 National Household Survey stemming from response bias, median household income and 

percentage of the population who live under the Census Canada low income cut-off has been taken from the 

2006 census. While this data is out of date due to inflation and other economic effects, we maintain that the 

relative income levels of dissemination areas do not change drastically between census years. 

Seniors.  According to statistics Canada, seniors are those aged 65 and older. In this report, we will refer to the 

total senior population of those aged 65 and older, as well as the sub-population of “older seniors” aged 75 and 

up.  

 Engaging Vulnerable Populations in Primary Care Research 

Measures of access to primary care were varied and included the following: having a regular family physician; 

whether the individual had seen a health professional in the last year; whether the individual visited a dentist in 

the last year; use of various diagnostic services and screening tests (e.g., mammogram, pap smear);  the average 

wait time to see a specialist; the amount of time patients wait for their clinical appointments; whether patients 

are able to see their health care provider on time; the amount of time spent with a physician; the satisfaction 

with their physician and the encounter; the ability to receive evening or after-hours health care; and emergency 

health care use23,35,48,73,76,85,113,120–124. 

A wide variety of participant sampling strategies have been used to investigate access barriers, from 

convenience-based methods like snowball sampling, to more rigorous forms of random sampling. In a review on 

smoking cessation interventions among disadvantaged populations, studies used emails, faxes, introduction 

letters, phone calls, flyers delivered at appropriate agencies, random seat selection at the study site, consumer 

group meetings, employment skills classes, church groups, high school health fairs, and consultations at 

community centres and neighbourhood organizations127.The use of incentives may also be a useful tool for 

improving recruitment among members of vulnerable populations150.  

Primary care research uses both qualitative and quantitative methodological approaches due to the multi-

faceted nature of social and medical science, both of which investigate health care. Epidemiological techniques 

(such as population health surveys) are frequently used in the health sciences literature, while qualitative 
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techniques (such as focus groups and interviews) are frequently used in social science literature. Surveys are 

used in both medical and social science domains due to their flexibility and ease of use. The epidemiological 

literature is dominated by large population health surveys (e.g., the Canadian Community Health Survey; the 

National Population Health Survey, National Longitudinal Survey of Children and Youth), while social science 

research is dominated by small scale, author developed surveys. In fact, due to an increase in available internet-

based health information, the use of electronic survey collection as a research method has increased. Yet, using 

computers with disadvantaged populations remains challenging due to the inaccessibility of computers (and the 

internet) and computer skill limitations (e.g., literacy, language issues)109,151. Beyond surveys, numerous other 

data collection methods were employed, such as telephone surveys50,56,85,130,152, face-to-face interviews, self-

administered surveys, focus groups, mailed questionnaires, and national population health surveys.  

We suggest that a combination of research designs and methodologies will produce the most contextually rich 

evidence for a population or region. Quantitative methodologies, such as those which incorporate census data 

within Geographic Information Systems (GIS), are useful for identifying deprivation areas. Administrative data, 

such as disease rates or utilization of health services, is not sufficient alone support an integrated population 

health approach153. Using GIS along with administrative data will produce more accurate representations of the 

health needs of vulnerable populations in the context of health services and outcomes153. Qualitative methods, 

however, provide populations with a voice and allow them to tell their stories, identify the areas of primary care 

important for them, and suggest solutions to improve the health care system from their perspective47,73,92,137–139. 

Qualitative methods used in conjunction with traditional health service data (i.e., quantitative methods), is more 

likely to capture the complex realities of vulnerable populations and allow for a more targeted focus on health 

inequalities. It is extremely important to clarify how priority populations are identified; different definitions of 

vulnerable populations translate into different measures to identify those populations. 

The ability of GIS to incorporate multiple ‘layers’ of data allows for a robust analysis of health inequalities158,159. 

The use of qualitative approaches allows participants’ voices to be heard, identifies the non-quantifiable 

dimensions of health care that are important to them, and offers potential improvements that can be made to 

health care provision from the patients’ perspective85,159. Triangulating GIS analysis, qualitative methodologies, 

and traditional approaches using health service data should allow for more accurate representations of health 

care while hastening the identification of inequalities when compared to unidimensional research 

approaches158. 
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2 Definitions, Sources, and Methods 

The aim of this report is to gain a better understanding of access to primary care providers (PCPs) for the general 

population and a subset of vulnerable populations within the South West LHIN. This aim was achieved through a 

mixed-methods research approach. Four key analyses were conducted to inform the content of this report: 

1. Census data from Statistics Canada were used to describe the sociodemographic characteristics of 

the population living within the South West LHIN and the five sub-LHIN areas;  

2. Population health and service utilization data were used to understand the health needs and service 

patterns of the population for the South West LHIN and sub-LHIN areas; 

3. Census population counts and locations of PCP practices were used to understand geographic 

accessibility to PCPs for the general and identified vulnerable populations in the South West LHIN 

and sub-LHIN areas; and  

4. Surveys, focus group and engagement sessions with residents and health service providers were 

utilized to better understand the lived experiences of those who reside and work within the South 

West LHIN and the five sub-LHIN geographies. 

In using a mixed methods approach, this report combines the knowledge of those who reside within the South 

West LHIN in terms of their demographic, socioeconomic, and health needs, with objective measures of 

geographic accessibility and lived experiences from multiple stakeholders to better understand what changes 

need to be made to increase the availability of high quality health care throughout the South West LHIN. This 

evidence was used to collaboratively develop recommendations to improve the ability of PCPs to provide quality 

care.  

 Definitions of Terminology used in this Report 

Choropleth Maps. The majority of maps included in this report are “choropleth maps”. A choropleth map is a 

type of thematic map that uses differences in colouring, shading or patterns within predefined areas to indicate 

the average values or ranges of values of a property or quantity within those areas. Choropleth maps allow us to 

easily visualize how a quantity or statistical value, such as the density of seniors over 65, varies geographically 

across a city or sub-LHIN area. 

Dissemination Areas. The “dissemination area” (DA) is the smallest geographic unit for which Statistics Canada 

releases comprehensive Census data, and therefore it is used in this report as a proxy for neighbourhood, or 

‘local’ environment. The DA was first introduced in the 2001 Census of Canada, replacing a similar data 

aggregation unit known as “enumeration area”. In this report, all Census of Canada data is measured at the DA 

level, with the exception of population counts. 

Dissemination Block. The “dissemination bock” (DB) is an area bounded on all sides by roads and/or other 

geographic boundaries (e.g., rivers). The DB is the smallest geographic area for which population and dwelling 

counts are disseminated by Statistics Canada.  In this report, all total population counts are measured at the DB 

level. 
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Geographic Accessibility. Commonly defined as the ease in which a location may be reached from other 

locations. In this report, accessibility refers to the ratio of the number of primary care providers per 1,000 

population, as measured using the enhanced 2-step floating catchment area method defined in section 3.5.  

Geographical Information System. A “geographic information system” (GIS) is a collection of computer 

hardware and software for storing, managing, analyzing, and visualizing spatially-referenced data. The maps and 

all geographical analyses used in this report were created and conducted with a GIS, using the ArcGIS 10.2 suite 

of software160. 

Graduated Symbol Maps. A “graduated symbol map” is a type of thematic map that represents count or 

frequency attributes of a variable, such as the number of PCPs at a location, using multiple sized icons. In this 

report, the distribution of PCPs throughout the South West LHIN is represented by placing circles on the postal 

code of a primary care practice with the smallest circle representing the fewest PCPs (1 – 2) and the largest 

circle representing the most PCPs (>8). 

Indigenous Population. The Indigenous population is calculated by using the Aboriginal Identity variable from 

the 2011 Census and the on-Reserve population from the Aboriginal Affairs and Northern Development Canada 

Reserve profiles. The terms Aboriginal and Indigenous are used interchangeably in this report. 

People with Low Socioeconomic Status. Low socioeconomic (SES) is determined by examining the following 

individual factors: low-income cut-off (LICO), median household income, educational attainment, and lone 

parenthood. Low SES group is categorized from the population survey as low educational attainment with 

participants having a high school diploma or less. 

Population of Ethno-Cultural Groups and Recent Immigrants. In this report, “ethno-cultural groups” refers to 

visible minorities, those whose mother-tongue is Spanish, French, or Arabic (as these are the groups most 

prevalent within the South West LHIN), and those whose primary language is not English or French.  For the 

purposes of this study, “recent immigrants” refers to the population in the South West LHIN who immigrated to 

Canada between 2006 and 2011 (as the 2016 Census data are not yet available).  

Population of Seniors. “Seniors” are defined as people 65 years and older. 

Primary Care Providers. “Primary Care Providers” (PCP) are defined, for the purpose of this report, as Family 

Physicians and Nurse Practitioners who have their own patients in a family medicine practice.  

Rural Population. “Rural areas” are referred to as regions with greater than 15-minute travel time to an urban 

settlement that has a population more than 10,000 people. 

Southwest Ontario Aboriginal Health Access Centre (SOAHAC). Aboriginal community-led, primary health care 

organizations which provide a combination of traditional healing, primary care, cultural programs, health 

promotion programs, community development initiatives, and social support services to First Nations, Métis and 

Inuit communities. There are currently three sites provides service in the South West LHIN, located in the Cities 

of London, Owen Sound and Chippewas of the Thames First Nations. 
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Team-based Primary Care Providers. “Team-based primary care providers” are defined as practices that are 

part of Community Health Centres, Family Health Teams, or Nurse Practitioner Led Clinics. Southwest Ontario 

Aboriginal Health Access Centres (SOAHACs) are also a team-based practice, but are excluded from this 

definition as they are not accessible to the general public. 

Urban Areas. “Urban areas” are referred to as settlements with a population of 10,000 or greater. 

Urban Commute Zone. An “urban commute zone” refers to an area that is within 15-minute travel time of an 

urban settlement that has a population more than 10,000 people.  

 Definition of Acronyms 

2SFCA. 2-step floating catchment area 

ACG. John’s Hopkins Adjusted Clinical Group Methodology 

ACSC. Ambulatory Care Sensitive Conditions 

AHAC. Aboriginal Health Access Centre 

CHC. Community Health Centre 

DA. Dissemination Areas 

DB. Dissemination Blocks 

E2SFCA. Enhanced 2-Step Floating Catchment Area 

ED. Emergency Departments 

FHT. Family Health Team 

FP. Family Physician 

FTE. Full Time Equivalent 

GIS. Geographic Information System 

GP. General Practitioner 

IHP. Interdisciplinary Health Professional 

LICO. Low Income Cut-Off 

NP. Nurse Practitioner 

NPLC. Nurse Practitioner Led Clinics 
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OHIP. Ontario Health Insurance Plan 

PCP. Primary Care Provider 

PEM. Patient Enrollment Model 

RUB. Resource Utilization Bands 

SAMI. Standardized ACG Morbidity Index 

SES. Socio-Economic Status 

SOAHAC. Southwest Ontario Aboriginal Health Access Centre 

South West LHIN. South West Local Health Integration Network  

 Social Determinants of Health Data 

Social determinants of health are the socio‐economic conditions that influence the health of individuals, 

communities, regions, and entire nations.  “Social determinants”, according to Raphael161, “also establish the 

extent to which a person possesses the physical, social, and personal resources to identify and achieve personal 

aspirations, satisfy needs, and cope with the environment.”  Furthermore, social determinants of health relate 

to the quantity and quality of various opportunities and resources that a society makes available to its 

members161,162.  

2.3.1 Data and Measures 

 In this report social determinants of health indicators are presented in both maps and summary tables.  Three 

sources of data were used to develop these variables: 2011 Census of Canada, 2011 National Household Survey, 

and 2006 Census of Canada. The social determinants of health variables examined in this report are measured at 

the dissemination area level and focus primarily on the five vulnerable population groups under examination in 

this study: Indigenous peoples, ethno-cultural groups and recent immigrants, seniors, rural residents, and those 

with low socioeconomic status. Additional supplemental data is included to provide further context regarding 

the characteristics of populations within the South West LHIN. Social determinant indicators used in this study 

and associated methodology is described in Table 2-1. 

Table 2-1. Definition, scale, and data source of social determinants of health variables used in this report 

Social Determinant of 
Health Variables 

Definition Scale Data Source 

Indigenous Population    

# of Aboriginal people 
per sq. km 

# of people who self-Identify as Aboriginal identity 
and the # of people living on-Reserve divided by 

the area of the dissemination area in square 
kilometres 

Dissemination 
Area 

2011 National 
Household Survey; 
Aboriginal Affairs & 

Northern 
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Social Determinant of 
Health Variables 

Definition Scale Data Source 

Development Canada 
Reserve profiles 

% of the population that 
are Aboriginal 

# of people who self-Identify as Aboriginal identity 
and the # of people living on-Reserve divided by 

the total population 

Dissemination 
Area 

2011 National 
Household Survey; 
Aboriginal Affairs & 

Northern 
Development Canada 

Reserve profiles 

Population of Ethno-
Cultural Groups and 
Recent Immigrants 

   

% of the population that 
immigrated to Canada 
between 2006 and 2011 

# of people who immigrated to Canada between 
2006 and 2011 divided by total population 

Dissemination 
Area 

2011 National 
Household Survey 

% of the population that 
are visible minority 

# of people who are visible minority divided by the 
total population 

Dissemination 
Area 

2011 National 
Household Survey 

% of the population that 
have Arabic as their 
Mother-Tongue 

# of people who self-identify Arabic as their 
mother-tongue divided by the total population 

Dissemination 
Area 

2011 Census of 
Canada 

% of the population that 
have Spanish as their 
Mother-Tongue 

# of people who self-identify Spanish as their 
mother-tongue divided by the total population 

Dissemination 
Area 

2011 Census of 
Canada 

% of the population that 
have French as their 
Mother-Tongue 

# of people who self-identify French as their 
mother-tongue divided by the total population 

Dissemination 
Area 

2011 Census of 
Canada 

% of the population who 
do not speak English or 
French 

# of people who self-identify that they speak 
neither English nor French divided by the total 

population 

Dissemination 
Area 

2011 Census of 
Canada 

Population of Seniors    

# of seniors 65 years 
and older per sq. km 

# of people 65 years and older divided by the area 
of the dissemination area in square kilometres 

Dissemination 
Area 

2011 Census of 
Canada 

% of seniors 65 years 
and older 

# of people 65 years and older divided by the total 
population 

Dissemination 
Area 

2011 Census of 
Canada 

# of seniors 75 years 
and older per sq. km 

# of people 75 years and older divided by the area 
of the dissemination area in square kilometres 

Dissemination 
Area 

2011 Census of 
Canada 

% of seniors 75 years 
and older 

# of people 75 years and older divided by the total 
population 

Dissemination 
Area 

2011 Census of 
Canada 

Rural Population    

% of the population 
living in urban areas 

# of people that live within the urban area (defined 
as settlements that have more than 10,000 people) 

divided by the total population 

Dissemination 
Area 

2011 Census of 
Canada 
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Social Determinant of 
Health Variables 

Definition Scale Data Source 

% of the population 
living in urban commute 
zone 

# of people that live within the urban commute 
zone (defined as within a 15-minute drive of an 

urban area) divided by the total population 

Dissemination 
Area 

Imputed 

% of the population 
living in rural areas 

# of people that live within the rural area (defined 
as further than a 15-minute drive of an urban area) 

divided by the total population 

Dissemination 
Area 

Imputed 

Low Socioeconomic 
Status Population 

   

Median Household 
Income 

Median household income, with any aggregated 
value being the average median household income 

within a larger area (i.e., City County, sub-LHIN 
area)  

Dissemination 
Area 

2006 Census of 
Canada 

% of the population who 
live under the low 
income cut off 

# of people who live under the low income cut-off 
(defined by the Statistics Canada after-tax low-

income measure) divided by the total population 

Dissemination 
Area 

2006 Census of 
Canada 

% of the population 
between 25 and 64 
years old without a high 
school diploma 

# of people between 25 and 64 years old without a 
high school diploma divided by the total number of 

people between 25 and 64 years old. 

Dissemination 
Area 

2011 National 
Household Survey 

% of families who have 
lone parents 

# of lone-parent families divided by the total 
number of families 

Dissemination 
Area 

2011 Census of 
Canada 

Supplemental Variables    

# of children under 18 
years per sq. km 

# of children under 18 years old divided by the 
area of the dissemination area in square 

kilometres 

Dissemination 
Area 

2011 Census of 
Canada 

% of population change 
between 2006 and 2011 

% of population change between 2006 and 2011 
calculated by Statistics Canada 

Dissemination 
Area 

2011 Census of 
Canada 

Total Population, 2006 # of people who live within each DB Dissemination 
Block 

2006 Census of 
Canada 

Total Population, 2011 # of people who live within a DB Dissemination 
Block 

2011 Census of 
Canada 

# of people per sq. km # of people divided by the area of the 
dissemination area in square kilometres 

Dissemination 
Area 

2011 Census of 
Canada 

A Social Determinants of Needs Index was developed to better understand geographic distribution of 

vulnerable groups in the South West LHIN. The needs index was constructed as follows: 

1. Social determinants of health were selected to represent the vulnerable populations in the South West 

LHIN: # of Aboriginal people per sq. km; % of the population living under the low income cut-off; % of 

families who have lone parents; % of the population between 25 and 64 years old without a high school 

diploma; # of seniors over 75 per sq. km; % of the population who are recent immigrants; and % of the 

population who are visible minorities. 
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2. To enable us to compare variables with different distributions, z-scores were calculated to normalize 

each of the variables to a standardized reference point (z= [x – mean]/standard deviation) for each 

dissemination area in the South West LHIN.  

3. Resulting z-scores were summed and divided by the number of variables for each dissemination area.  

The social determinants of need index value represents the cumulative need of the population for primary care 

providers (PCPs) as defined in this report. 

All of these social determinants of health variables are used in order to provide context as to where the 

vulnerable populations live within the South West LHIN. This context has been provided at various levels of 

geography, including: 1) the entire South West LHIN; 2) Health Links areas in the South West LHIN; 3) Counties in 

the South West LHIN; and 4) Larger settlements in the South West LHIN.  A full list of Health Links, Counties, and 

Settlements for which these analyses were conducted can be found in Table 2-2.  

Table 2-2. Scales of geography used to measure social determinants of health and the geographic accessibility 
within the South West LHIN 

Health Link County Settlement 

North Grey Bruce Health Link 
Grey Bruce County City of Owen Sound 

South Grey Bruce Health Link 

Huron Perth Health Link 
Huron County Town of Goderich 

Perth County City of Stratford 

London Middlesex Health Link Middlesex County 
City of London 

Town of Strathroy 

Oxford Health Link Oxford County City of Woodstock 

Elgin Health Link Elgin County City of St. Thomas 

2.3.2 Data Analysis 

Data analysis of the social determinants of health variables are presented in two ways, as summary statistics and 

choropleth maps, in the report sections relating to Characteristics of the Vulnerable Populations for the South 

West LHIN and all sub-LHIN areas. The summary statistics for the vulnerable populations presented in this 

report have each of the selected variables from Table 2-1 recalculated for each of the scales of geography (Table 

2-2) using the formula presented in the definition field. The only exception is median household income, which 

is calculated as the average median household income across the geography of interest because actual median 

household income is not available for all geographic scales in this study. 

The choropleth maps of social determinants of health are created by measuring each variable for the census 

dissemination area. The dissemination areas (DAs) are categorized by quintiles, which includes one-fifth of the 

DAs in each category or class. The quintiles were reclassified for every geographic scale in order to understand 
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the relative vulnerability within each level of geography. Determining the degree in which the population of a 

given scale is vulnerable can be determined through the graduated colours, with vulnerability increasing as the 

colour gets darker and the highest vulnerability being the DAs with the darkest colour.  

2.3.3 Limitations 

There are two key limitations that need to be understood in order to help contextualize the results found from 

analysis of the social determinants of health data. The first limitation lies with the 2011 National Household 

Survey, formerly called the Long-Form Census. For 2011, Statistics Canada changed their policy on the long-form 

census and no longer made it mandatory to complete, so it was not completed by all potential respondents. As a 

result, data used from this National Household Survey may be less reliable than in previous years. The issues are 

exacerbated when discussing questions about household income, which many respondents did not provide, 

leading to decreased data accuracy. This has led this study to use the 2006 Census of Canada for median 

household income and the proportion of the population that live under the low income cut-off. While this 

introduces some temporal mismatches in the data, it is believed that the relative status of low income 

populations within the South West LHIN has not changed drastically since 2006, making the 2006 data valid for 

the purposes of this project. 

The second limitation is the known undercounting of Indigenous people in Canada, which is a major concern to 

any research conducted using Statistics Canada data to represent the Aboriginal population137. As a result, this 

report has incorporated data from the Aboriginal Affairs & Northern Development Canada Reserve profiles to 

get a more accurate estimation of Aboriginal population on the Reserves, although the urban Aboriginal 

population is still believed to be significantly undercounted. 

 Population Health, Primary Care Landscape, and Health Service Utilization 

Knowing a population’s general health status is key to understanding the burden of disease within a geography, 

and associated need for health human resources and service utilization. By focusing on interrelated conditions 

and factors that influence the health of populations over the life course along with our knowledge of local 

primary care landscapes, this report looks for systematic variations in patterns of disease and utilization 

occurrence across the South West LHIN to develop and implement recommendations to support primary care 

access based on the need of each respective population.  

2.4.1 Data Sources 

The health status indicators used in this study are described in Table 2-3 along with associated methodology. 

Objective assessments of a population’s health status, burden of disease, mortality, and their preventability can 

help guide the allocation of resources and prioritize areas for further attention. For example, an older 

population will suffer from more chronic disease. Longer life with no corresponding improvements in health will 

result in escalated spending for direct medical care and increased use of health care technologies.  
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Table 2-3. Descriptions of health status indicators used in this report 

Health Status Definition Scale Data Source 

Self-reported 
Prevalence of 
Chronic Conditions 

Weighted proportion of respondents who reported 
they have been diagnosed by a health professional 
with the following long-term chronic condition, 
lasting or expected to last for at least 6 months: 

County 
Canadian Community Health 
Survey, 2013-2014. Ontario 
LHIN Share File 

Arthritis Arthritis excluding fibromyalgia age 14+(CCC-051) 

Asthma Asthma age 12+ (CCC-031) 

COPD 
Chronic bronchitis, emphysema or chronic 
obstructive pulmonary disease age 35+ (CCC-091) 

Cancer Cancer age 12+ (CCC-131) 

Diabetes Diabetes age 12+ (CCC-101) 

Hypertension High blood pressure age 12+ (CCC-071) 

Ischemic Heart 
Disease 

Heart disease age 12+ (CCC-121) 

Stroke Effects of a stroke age 12+ (CCC-151) 

Mortality Rate for 
Select Chronic 
Conditions, per 
100,000 Population 

# of deaths in 2010 with a primary cause of each 
condition listed below, divided by the total 
population in 2010 x 100,000. 

# of deaths in 2011 with a primary cause of each 
condition listed below, divided by the total 
population in 2011 x 100,000.  

Calculate the two year average mortality rate: 2010 
rate + 2011 rate, divided by 2. 

County 

Vital Statistics Registry, 
Ontario Registrar General 
2010-2011. Retrieved from 
IntelliHEALTH Ontario, 
MOHLTC. 

Arthritis 
ICD-10/ICD-10-CA Codes: M00-M03, M05-M19, 
M22-M25, M32-M36, M45-M47, M48-M482, M488-
M489, M65-M68, M70-M71, M75-M77, M79, M99 

Asthma ICD-10/ICD-10-CA Codes: J45 

COPD ICD-10/ICD-10-CA Codes: J40-J44 

Cancer 
ICD-10/ICD-10-CA Codes: C00-C97 

 

Diabetes 
ICD-10/ICD-10-CA Codes: E10-E14 

 

Hypertension ICD-10/ICD-10-CA Codes: I10-I15 

Ischemic Heart 
Disease 

ICD-10/ICD-10-CA Codes: I20-I25 

Stroke 

 

ICD-10/ICD-10-CA Codes: I60, I61, I63, I64, H341, 
G464-G467, G45 
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Health Status Definition Scale Data Source 

Health Complexity    

Expected Primary 
Care Need Ratio 
(Standardized 
ACG Morbidity 
Index; SAMI) 

Standardized John Hopkins ACG Morbidity Index 
(ICD-10 codes allocated to one of 32 diagnosis 
clusters known as Adjusted Clinical Groups [ACGs]), 
with ACG weights standardized to the Ontario 
population (1.0 = average Ontario resident) 

Health 
Link, 
Census 
Division 

Linked Databases for Fiscal 
2012/13, 2013/14: OHIP 
Claims, Registered Persons 
Database, Discharge Abstract 
Database, National 
Ambulatory Care Reporting 
System, ICES Disease Cohorts; 
provided by  

Institute for Clinical Evaluative 
Sciences  

Proportion of the 
Population with 
Expected High 
Health Care Need 
(Resource 
Utilization Bands 
4,5) 

John Hopkins ACG Morbidity Index (ICD-10 codes 
allocated to one of 32 diagnosis clusters known as 
Adjusted Clinical Groups [ACGs]). Individuals 
expected to use the same level of resources are 
grouped together. Individuals are assigned to a 
Resource Utilization Band (RUB) based on sorting 
their ACG value into one of six categories: 

0 – non-user 

1 – Healthy User 

2 – Low Morbidity 

3 – Moderate Morbidity 

4 – High Morbidity 

5 – Very High Morbidity 

Health 
Link, 
Census 
Division 

Linked Databases for Fiscal 
2012/13, 2013/14: OHIP 
Claims, Registered Persons 
Database, Discharge Abstract 
Database, National 
Ambulatory Care Reporting 
System, ICES Disease Cohorts; 
provided by  

Institute for Clinical Evaluative 
Sciences  

Proportion of the 
Population 
Recently 
Registered with 
OHIP 

# of Ontario residents aged 10+ with a first 
registration in OHIP within the previous 10 years, 
divided by the total population  

(proxy measure for recent immigrants in the absence 
of long-form Census) 

Health 
Link, 
Census 
Division 

OHIP Claims Databases 2014, 
Registered Persons Database 
2014. Provided by the 
Institute of Clinical Evaluative 
Sciences 

Proportion of the 
Population with a 
Known Mental 
Health Condition 

# of residents with a health service history 
containing two or more primary care/psychiatric 
visits and/or two emergency department visits 
and/or one inpatient hospitalization for a primary 
diagnosis of mental illness or addiction, divided by 
the total population 

 

ICD-10/ICD-10-CA Codes: F00-F99 

Health 
Link, 
Census 
Division 

Linked Databases for Fiscal 
2012/13, 2013/14: OHIP 
Claims, Registered Persons 
Database, Discharge Abstract 
Database, National 
Ambulatory Care Reporting 
System, ICES Disease Cohorts; 
provided by  

Institute for Clinical Evaluative 
Sciences 

Table 2-4 describes the health human resource indicators used in this study. Primary care is the fundamental 
entry point of the health care system and understanding the current supply and demand for primary care 
services is essential to supporting and maintaining population health. The number of active primary care 
providers and their demographic/practice characteristics are used in this report to provide contextual 
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information as well to understand geographical patterning in primary care service gaps which potentially exist 
within the South West LHIN. 

Table 2-4. Descriptions of health human resources used in this report 

Health Human 
Resources 

Definition Scale Data Source 

# of Active Primary 
Care Providers 
(GP/FP + NP’s in 
NPLCs) 

# of Ontario physicians holding a valid OHIP claims 
submission number and a Ministry assigned billing 
specialty of 00 as of July 2015, plus the # of GP/FP 
full-time equivalents funded in CHCs, plus the # of 
Nurse Practitioners full-time equivalents funded in 
NPLCs in the South West LHIN for fiscal 2015/16.  

 

Notes:  

CHC and NLPC and data represents funded positions 
and capacity for primary care – some positions may 
have been unfilled at times throughout the year; 
Physician addresses represent primary practice 
locations at the time of quarterly reporting – 
physicians may have moved from these locations. 

Postal 
Code 

College of Physicians and 
Surgeons of Ontario 
Corporate Provider Database 
(2015), Provided by Health 
Analytics Branch MOHLTC. 

 

South West LHIN Funding 
Accounts (2015) 

% of Family 
Physician Aged 60+ 

# of active GP/FPs over the age of 60 years in the 
geography of interest, divided by the total number 
of active GP/FPs in a given geography. 

County 

College of Physicians and 
Surgeons of Ontario 
Corporate Provider Database 
(2015), Client Agency Program 
Enrollments (CAPE, 2015). 
Provided by Health Analytics 
Branch MOHLTC. 

% of Primary Care 
Providers affiliated 
with team-based 
care  

# of active GP/FP and NPs in NLPCs affiliated with a 
FHT, CHC, NPLC or SOAHAC primary care model in a 
given geography, divided by the total number of 
active GP/FPs and NPs (NPLCs) in that geography. 

Postal 
Code 

College of Physicians and 
Surgeons of Ontario 
Corporate Provider Database 
(2015), Provided by Health 
Analytics Branch MOHLTC; 
South West LHIN Funding 
Accounts (2015) 

# of 
CHC/NPLC/AHAC 

# of Community Health Centres, Nurse-Practitioner 
Led Clinics and Aboriginal Health Access Centres in 
the South West LHIN by location of service delivery 

County 
South West LHIN, Funding 
accounts (2016) 

# of Walk-in Clinics # of walk-in and/or after- hours medical clinics  County 
SouthWestLHINHealthline.ca 

(2015) 

% of Population 
Self-Reporting 
Access to a Regular 
Family Physician 

Weighted proportion of respondents who reported 
they have access to a regular medical doctor. 

County 
Canadian Community Health 
Survey, 2013-2014. Ontario 
LHIN Share File 

% of Population 
without a 

# of Ontario residents who 1) are non-users of the 
health care system, or 2) are not enrolled to a fee-
for-service or PEM based primary care provider, but 

County 
OHIP Claims, Client Agency 
Program Enrollment (CAPE), 
Registered Persons Database 
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Health Human 
Resources 

Definition Scale Data Source 

Consistent Primary 
Care Provider 

do use the health care system for occasional need 
(walk-in, ED, hospitalization), divided by the total 
population. 

 

Notes: 

Patients attached to CHCs are counted in the % of 
population without consistent primary care. This 
represents approx.15% of the unattached population 
size. 

(2013); provided by Health 
Analytics Branch, MOHLTC. 

Interdisciplinary 
Health 
Professionals 

# of total Interdisciplinary Health Professionals 
publicly funded in a given geography 

County 

South West LHIN Team Allied 
Health FTE County by 
Speciality (2015); Provided by 
Health Analytics Branch 
MOHLTC 

Total 
Interdisciplinary 
Health 
Professionals per 
10,000 population 

# of total Interdisciplinary Health Professionals 
publicly funded in a given geography, divided by 
total population x 10,000  

County 

South West LHIN Team Allied 
Health FTE County by 
Speciality (2015); Provided by 
Health Analytics Branch 
MOHLTC 

One method of assessing the effectiveness of primary care is to look at the number of residents that visit local 
emergency departments or require hospitalization for conditions that should be manageable in primary care and 
alternative primary care settings. Timely and effective primary care should be accessible in the community, and 
should prevent the onset of complications, reduce the risk of acute episodes and prevent hospitalization for 
people living with chronic disease. Geographies with high avoidable acute service utilization signal potential 
barriers with primary care access for residents, such as long wait times for appointments, limited afterhours 
care, inconvenient distances for rural populations, and/or a lack of/inconsistent access to a regular primary care 
provider (PCP). Indicators of acute service utilization are described in Table 3-5 along with associated 
methodology. 

Table 2-5. Descriptions of acute service utilization data used in this report 

Acute Service 
Utilization 

Definition Scale Data Source 

Emergency 
Department Visits 
for Conditions that 
could be Treated in 
Alternative Primary 
Care Settings, per 
1,000 population 

# of unscheduled emergency visits that could be 
treated in alternative primary care settings  

(age 1-74), divided by the total population aged 

1-74 years, x 1,000 

 

ICD-10/ICD-10-CA Codes: 

 

Conjunctivitis: A740, B309, H100, H101, H102, H103, 
H104, H105, H108, H109, H130, H131, H132, H133 

County 

Discharge Abstract Database 
(Fiscal 2014/14), 2011 Canada 
Census. Retrieved from 
IntelliHEALTH, Ontario 
MOHLTC. 
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Acute Service 
Utilization 

Definition Scale Data Source 

Otitis Media: H650, H651, H652, H653, H654, H659, 
H660, H661, H662, H663, H664, H669, H670, H671, 
H678 

Upper Respiratory Tract Infections: J00, J010, J011, 
J012, J013, J014, J018, J019, J028, J029, J038, J039, 
J040, J041, J060, J068, J069, J310, J311, J312, J320, 
J321, J322, J323, J324, J328, J329, J350, J351, J352, 
J353, J358, J359, J399 

Cystitis: N300, N301, N302, N303, N304, N308, 
N309, N330, N390 

 

Exclusions: 

Scheduled ED visits; Residents under 1 year of age or 
age 75 and older; ED visits resulting in admission; 
patients triaged at CTAS-levels I-III. 

Hospitalizations 
that could be 
Avoided through 
Appropriate 
Ambulatory Care, 
per 100,000 
population 

Medical conditions that when appropriate managed, 
prevents or reduces the need for admission to 
hospital. 

 

# of acute hospitalizations for ambulatory care 
sensitive conditions listed below (age < 75), divided 
by the total population < 75 years x 100,000 

 

ICD-10/ICD-10-CA Codes: 

Asthma: J45 

Seizures/convulsions: G40, G41 

Angina: I20, I23.82, I24.0, I24.8, or I24.9  

Diabetes: E10.0, E10.1, E10.63, E10.64, E10.9, E11.0, 
E11.1, E11.63, E11.64, E11.9, E13.0, E13.1, E13.63, 
E13.64, E13.9, E14.0, E14.1, E14.63, E14.64, E14.9 

COPD: J41, J42, J43, J44, or J47, or ICD-10 codes that 
begin with J10.0, J11.0, J12-J16, J18, or J20-J22 ONLY 
when a secondary diagnosis (defined as any 
diagnosis other than a most responsible diagnosis) of 
J44 is also present 

CHF and pulmonary edema: I50, J81 (excluding. 
those followed by cardiac intervention codes) 

Hypertension: I10.0, I10.1, or I11 (excluding. those 
followed by cardiac intervention codes) 

 

Exclusions: 

Residents aged 75 and older; hospitalization of 
newborn/stillborn; patients who died in hospital 

County 

Discharge Abstract Database 
(Fiscal 2014/14), 2011 Canada 
Census. Retrieved from 
IntelliHEALTH, Ontario 
MOHLTC. 



 

30 

  

Acute Service 
Utilization 

Definition Scale Data Source 

Readmissions to 
Acute Beds within 
30-days of 
Discharge for Select 
Chronic Diseases 

# of readmissions to acute care facilities within 30-
days of discharge for index cases with select chronic 
conditions listed below, divided by total # discharges 
for cases with select chronic conditions at facility of 
interest. 

 

HIG Groups: 

Acute Myocardial Infarction (Age ≥ 45): 193a, 193b, 
194a, 194b  

Congestive Heart Failure (Age ≥ 45): 196 

Cardiac (Age ≥ 40):  202, 204a, 204b, 208a, 208b  

COPD (Age ≥ 45): 139c, 139d  

Diabetes (All Ages): 137a, 137b, 137c, 137d 

Pneumonia (All ages): 136, 138, 143 

Stroke (Age ≥ 45): 25, 26, 28 

Gastrointestinal (All ages): 231, 248, 251,253, 254 

 

Exclusions: 

Patients who died in hospital; index cases 
transferred from other acute hospital. 

Acute Care 
Facility, 
aggregated 
to County 

MLAA Supplementary Data 
Report - Readmissions within 
30 days for selected HBAM 
Inpatient Grouper (HIG) 
conditions (2014), Health 
Analytics Branch MOHLTC. 

2.4.2 Limitations 

Several limitations with respect to the data are worth noting. Prevalence rates of chronic disease cited in this 

study are based on self-report data, which underestimate the true burden of disease present in the South West 

population. While alternative methods exist for estimating disease burden based on service utilization 

algorithms, this approach is only available for a limited number of chronic diseases for which the province of 

Ontario has maintained publicly funded disease ‘registries’. Similarly, mortality rates are determined based on a 

persons’ primary cause of death. As a result, the cumulative effects of chronic disease as contributing factors to 

mortality are underestimated. Calculations of Expected Primary Care Need (SAMI/RUB Scores) at the South 

West LHIN and Sub-LHIN geographies do not include residents attached to the five Community Health Centres 

(CHC) or Indigenous Peoples living on reserve. While SAMI scores are available for the Aboriginal Health Access 

Centre and individual CHCs, their clients’ health data is hosted in a separate database that was unable to be 

linked and merged with the larger population file prior to the time of report writing. Population SAMI/RUBs data 

are underestimated in those geographies where larger number of CHC clients and/or Indigenous populations 

reside 

In addition, counts of Interdisciplinary Health Professionals (IHPs) only include the number of full-time 

equivalent positions publicly supported under a Primary Health Care Functional Funding Centre. IHPs can be 

funded privately through a variety of staffing and salary arrangements and are not reflected in the human 
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resource ratios cited in this report. Additional limitations relating to data and geographic mapping of Primary 

Care Providers (PCPs) are described in subsection 3.5.3 below, following the methods which describe 

Geographic Accessibility to Primary Care Providers. 

Lastly, the indicator on avoidable emergency department (ED) visits assesses unscheduled visits that occur at the 

ED. Some primary care physicians have practice and funding models in place which permit them to refer to and 

assess their patients in the ED after hours. These instances are considered ‘scheduled’ ED visits, and are 

excluded from the indicator’s calculation, reflecting appropriate primary care access. However, it is unknown to 

what extent scheduled visits are triaged, flagged and coded as such at each of the hospital sites. Rates of 

avoidable ED use may appear artificially high and risk being interpreted as ‘poor’, or ‘problematic’ in geographies 

where scheduled ED visits are common, if they are being captured and coded incorrectly.  

 Geographic Accessibility 

Accessibility measures are an important policy tool for managing healthcare provision and reducing health 

inequality. This study uses the enhanced 2-step floating catchment area (E2SFCA) method to identify where the 

potential under-served general population and vulnerable populations are located within the South West LHIN 

and sub-LHIN areas. 

2.5.1 Data Sources 

The data used for this analysis come from three key sources: Health Force Ontario, 2011 Census of Canada, 2011 

National Household Survey, and Aboriginal Affairs & Northern Development Canada Reserve profiles. Health 

Force Ontario supplied the primary care provider data that includes information about primary care provider, 

postal code of practice, language in which they provide care, type of practice, and graduation year. The 2011 

Census of Canada supplies population counts for the dissemination blocks throughout the LHIN. The 2011 

National Household Survey provides the # of people who have French, Spanish, and Arabic as their mother 

tongue for dissemination areas throughout the LHIN. Finally, the 2011 National Household Survey and Aboriginal 

Affairs & Northern Development Canada Reserves profile are combined to determine the number of people who 

self-identify as Aboriginal Identity. This data was then used to develop the variables presented in Table 2-6, all of 

which are used to calculate various measures of the enhanced 2-step floating catchment area method. 

Table 2-6. Variables used to measure geographic accessibility of the population to primary care providers 

Variables Definition 
Geographic 

Extent 
Data source 

Total Population # of people at the dissemination block level Ontario-wide 
Census of Canada, 
2011 

Total # of people who self-
identify as Aboriginal  

# of people who self-Identify as Aboriginal 
identity and the # of people living on-
Reserve divided by the total population at 
the dissemination area level 

Ontario-wide 

2011 National 
Household 
Survey; Aboriginal 
Affairs & 
Northern 
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Variables Definition 
Geographic 

Extent 
Data source 

Development 
Canada Reserve 
profiles 

Total # of people who speak 
French as their mother tongue 

# of people who self-identify French as their 
mother-tongue  

Ontario-wide 
2011 Census of 
Canada 

Total # of people who speak 
Spanish as their mother tongue 

# of people who self-identify Spanish as 
their mother-tongue  

Ontario-wide 
2011 Census of 
Canada 

Total # of people who speak 
Arabic as their mother tongue 

# of people who self-identify Arabic as their 
mother-tongue 

Ontario-wide 
2011 Census of 
Canada 

All Primary Care Providers 

# of primary care providers by postal code. 

Ontario-wide 

College of 
Physicians and 
Surgeons of 
Ontario 
Corporate 
Provider 
Database (2015), 
Provided by 
Health Analytics 
Branch MOHLTC. 

 

South West LHIN 
Funding Accounts 
(2015) 

Primary Care Providers Under 60 

# of primary care providers under 60, as 
estimated by having graduated from 
Medical School before 1980.  

Note: This is an estimation because exact 
ages are not available from available data. South West LHIN 

wide plus those 
who practice 
within a 30-
minute buffer 

College of 
Physicians and 
Surgeons of 
Ontario 
Corporate 
Provider 
Database (2015), 
Client Agency 
Program 
Enrollments 
(CAPE, 2015). 
Provided by 
Health Analytics 
Branch MOHLTC. 

Primary Care Providers who are 
part of Team-based Care 

# of primary care providers who practice as 
part of a Community Health Centre, Family 
Health Team, or Nurse Practitioner Led 
Clinic by postal code. 

South West LHIN 
wide plus those 
who practice 
within a 30-
minute buffer 

College of 
Physicians and 
Surgeons of 
Ontario 
Corporate 
Provider 
Database (2015), 
Provided by 
Health Analytics 
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Variables Definition 
Geographic 

Extent 
Data source 

Branch MOHLTC; 
South West LHIN 
Funding Accounts 
(2015) 

Culturally Safe Primary Care 
Providers for Indigenous 
populations 

# of primary care providers who provide 
culturally safe primary care for Indigenous 
populations, which includes SOAHAC clinics 
and affiliated providers, by postal code 

South West LHIN 
wide plus those 
who practice 
within a 30-
minute buffer 

College of 
Physicians and 
Surgeons of 
Ontario, 
Retrieved 2015 

Primary Care Providers that speak 
French 

# of primary care providers who offer 
service in French by postal code. 

South West LHIN 
wide plus those 
who practice 
within a 30-
minute buffer 

College of 
Physicians and 
Surgeons of 
Ontario, 
Retrieved 2015 

Primary Care Providers that speak 
Spanish 

# of primary care providers who offer 
service in Spanish by postal code. 

South West LHIN 
wide plus those 
who practice 
within a 30-
minute buffer 

College of 
Physicians and 
Surgeons of 
Ontario, 
Retrieved 2015 

Primary Care Providers that speak 
Arabic 

# of primary care providers who offer 
service in Arabic by postal code. 

South West LHIN 
wide plus those 
who practice 
within a 30-
minute buffer 

College of 
Physicians and 
Surgeons of 
Ontario, 
Retrieved 2015 

2.5.2 Data Analysis 

Description of enhanced 2-step floating catchment area method: This report uses the E2SFCA method which 

was implemented in ArcGIS 10.2 with the Network Analyst extension by using the tool called USWFCA 

developed by Langford and Fry163 and applied for four different catchment area (15 minutes, 30 minutes, 45 

minutes and 60 minutes driving distance) at dissemination area (DA) and dissemination bock (DB) level. The 

weighted x-y coordinates based on DB level population for each DA were used to represent the location of 

demands. The doctor’s locations were geocoded based on either their exact address or 6 digital postal codes 

(Salary Model). The Gaussian decay function with the bandwidth of 50 was used for the calculation of the 

accessibility scores.  

The E2SFCA method is used to understand the potential geographic accessibility that the population have to 

primary care providers (PCPs) within the South West LHIN. The E2SFCA method is used in four ways in this 

report: 1) To compare all population with all PCPs; 2) To compare all population with sub-groups of PCPs; 3) To 

compare sub-groups of the population with sub-groups of PCPs; and 4) To compare all population-all PCP within 

areas that have the highest quintile of vulnerable populations as defined by the social determinants of health 

variables. Table 2-7 describes how each of these types of E2SFCA analyses were done to better understand the 

geographic accessibility of general and vulnerable populations. 
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Table 2-7. Measuring geographic accessibility of the general and vulnerable populations to primary care 
providers 

Geographic 
Accessibility Measure 

Population 
Data 

Population 
Scale 

Primary Care 
Provider Data 

Primary Care 
Provider Scale 

Social Determinant 
of Health Data 

# of primary care 
providers per 1,000 
population 

Total population 
Dissemination 

block 
All primary 

care providers 
Ontario-wide N/A 

# of primary care 
providers under 60 
years old per 1,000 
population 

Total population 
Dissemination 

block 

Primary care 
providers 
under 60 

South West LHIN 
wide plus those 

who practice within 
a 30-minute buffer 

N/A 

# of team-based 
primary care providers 
per 1,000 population 

Total population 
Dissemination 

block 

Primary care 
providers who 

are part of 
team-based 

care 

South West LHIN 
wide plus those 

who practice within 
a 30-minute buffer 

N/A 

# of PCPs providing 
culturally safe services 
to Aboriginal & First 
Nations People per 
1,000 Aboriginal 
population 

Total # of 
people who 

self-identify as 
Aboriginal 

Dissemination 
area 

Culturally safe 
primary care 
providers for 
Indigenous 
populations 

South West LHIN 
wide plus those 

who practice within 
a 30-minute buffer 

N/A 

# of Arabic-speaking 
PCPs per 1,000 Arabic-
speaking population 

Total # of 
people who 

speak French as 
their mother 

tongue 

Dissemination 
area 

Primary care 
providers that 
speak French 

South West LHIN 
wide plus those 

who practice within 
a 30-minute buffer 

N/A 

# of French-speaking 
PCPs per 1,000 French-
speaking population 

Total # of 
people who 

speak Spanish 
as their mother 

tongue 

Dissemination 
area 

Primary care 
providers that 
speak Spanish 

South West LHIN 
wide plus those 

who practice within 
a 30-minute buffer 

N/A 

# of Spanish-speaking 
PCPs per 1,000 
Spanish-speaking 
population 

Total # of 
people who 

speak Arabic as 
their mother 

tongue 

Dissemination 
area 

Primary care 
providers that 
speak Arabic 

South West LHIN 
wide plus those 

who practice within 
a 30-minute buffer 

N/A 

# of primary care 
providers per 1,000 
population in areas 
with high # of seniors 
75 years and older 

Total population 
Dissemination 

block 
All primary 

care providers 
Ontario-wide 

Highest quintile of 
# of seniors 75 
years and older 

# of primary care 
providers per 1,000 
population in rural 
areas 

Total population 
Dissemination 

block 
All primary 

care providers 
Ontario-wide 

Rural area 
boundary 
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Geographic 
Accessibility Measure 

Population 
Data 

Population 
Scale 

Primary Care 
Provider Data 

Primary Care 
Provider Scale 

Social Determinant 
of Health Data 

# of primary care 
providers per 1,000 
population in areas 
with low median 
household income 

Total population 
Dissemination 

block 
All primary 

care providers 
Ontario-wide 

Lowest quintile of 
median household 

income 

# of primary care 
providers per 1,000 
population in areas 
with high proportion of 
low income population 

Total population 
Dissemination 

block 
All primary 

care providers 
Ontario-wide 

Highest quintile of 
proportion of the 

population who live 
under Statistics 
Canada’s low 

income cut-off 

# of primary care 
providers per 1,000 
population in areas 
with high social 
determinants of need 
index 

Total population 
Dissemination 

block 
All primary 

care providers 
Ontario-wide 

Highest quintile of 
the social 

determinants of 
need index 

Interpretation. Each of the analysis discussed above was conducted using 15-minute, 30-minute, 45-minute, and 

60-minute maximum distance cut-offs, but this report only discusses the geographic accessibility using the 30-

minute cut-off. The full set of maps can be found here. The results of all E2SFCA analyses described are 

presented in two sections for the South West LHIN and every sub-LHIN area: Geographic Accessibility to Primary 

Care Providers and Geographic Accessibility to Primary Care Providers for Vulnerable Populations. The summary 

statistics presented in the tables are an average of the E2SFCA values for all dissemination blocks or areas within 

the geographic scale being measured. They can be interpreted as the higher the value the more global 

accessibility exists for the population.  

The choropleth geographic accessibility maps represent the ratio of PCPs to population for each set of analyses. 

The DBs and DAs are categorized by quintiles, which includes one-fifth of DAs in each class. The quintiles were 

reclassified for every geographic scale (e.g., all South West LHIN, each Health Link area, major settlements) in 

order to understand the relative vulnerability within each level of geography. The accessibility of each 

population to PCPs can be identified through the graduated colours, with geographic accessibility increasing as 

the colour gets darker, and the highest accessibility is found in the DBs and DAs with the darkest colour.  

2.5.3 Limitations 

There are a few limitations that need to be considered when interpreting the results of the geographic 

accessibility analyses in this report. This analysis method compares the population counts found in the 2011 

Census of Canada to PCPs in Ontario, as of July 2015. While this data was the most recent available at the time 

of the analysis, using population data from 2011 will result in small inaccuracies as the population across the 

LHIN continues to change with time. Similarly, the PCPs locations were accurate as of 2015 when the analysis 

was conducted, but as new PCPs open practices and existing PCPs move or retire, levels of geographic 

http://theheal.ca/PrimaryCare_project.php
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accessibility will also change. Nevertheless, there will be minimal impact of PCP distribution changing the overall 

accessibility levels unless changes occur in rural areas with very few PCPs.  

Another limitation to this analysis results from having no clear definition of full time equivalent (FTE). In some 

areas, a FTE PCP is well defined by the number of hours per week spent in primary care. Unfortunately, Ontario 

has yet to define this, thus the analysis considers each PCP a full time position, which means that PCPs who split 

their time between family practice, as a specialist, or in a hospital or clinic are counted the same as those who 

spend 50 hours a week with their own PCP patients. This is especially important to understand when examining 

the results in small communities that do not have as many hospitalists and specialists to cover the area, thus 

increasing the responsibilities of PCPs outside of their practice. 

Finally, a few of the E2SFCA analyses completed for this report have limitations to their findings as a result of 

data availability. Due to the lack of data on the true ages of PCPs and their anticipated retirement dates, the age 

threshold for PCPs over 60 years of age in this report was crudely estimated as those PCPs who graduated 

medical school before 1980. It is believed that this method will likely lead to an underestimation of the number 

of PCPs who are nearing retirement. Additionally, there is likely also an over-estimation in the accessibility of the 

Indigenous population to culturally-safe PCPs, due to an under representation of Indigenous populations in the 

census counts. All results from the analyses of under 60 PCPs, team-based PCPs, Indigenous PCPs, and non-

English PCPs (i.e., French, Spanish, and Arabic) are less accurate near the edges of the South West LHIN, as PCP 

counts were only available for these groups within the South West LHIN. 

 Understanding the Lived Experience of Primary Care 

Between December 2015 and January 2016, the South West LHIN conducted research with patients, health 

service providers, and primary care providers across the region to gain a better understanding of people’s 

experiences in accessing and providing primary care.  Multiple data collection tools were used to allow for a 

more complete picture of people’s lived experiences, including a population survey, primary care provider (PCP) 

survey, health service provider (HSP) survey, and focus groups. Examples of these tools can be found in 

Appendix B.  

2.6.1 Data Collection 

Population survey. Two versions of the population survey were designed for the general population: 

Respondents who have a PCP and respondents who do not have a PCP. Those who have a PCP were asked 

questions about their experiences, including about their usage of their PCP, 21 Likert-scale questions about 

barriers experienced in regards to one’s current PCP, and two open-ended questions that allowed respondents 

to provide further details about the barriers they experience, and/or suggestions for the improvement of 

Ontario’s primary care system. The questions about barriers to PCP were presented with Likert-scale options 

ranging from “strongly agree” to “strongly disagree”. Questions were phrased in a positive manner, meaning 

that if an individual agreed with the statement, they had no issues with that aspect of care, while if they 

disagreed, they had experienced barriers related to that aspect of care. 
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The survey version for those without a PCP included three quantitative questions about their usage of the 

primary care system, and two open-ended questions that allowed respondents to provide further details about 

why they lack access to primary care and/or suggestions for the improvement of Ontario’s primary care system. 

Both versions of the survey also included questions about the respondents’ health status and socio-

demographics. Both surveys were available online via secure survey software called Qualtrics and paper format 

by request. The surveys were made available to the general public through multiple avenues including the South 

West LHIN website and through social media campaigns. The South West LHIN communicated the survey 

availability and encouraged distribution to people through health service providers, primary health care 

providers and other partner organizations. 

Primary Care Provider Survey. The primary care provider survey was developed to understand the experience 

that PCPs have in providing service to the South West LHIN population. The survey includes questions about the 

respondent and their practice, their confidence in providing certain services, the health care system in Ontario, 

their ability to provide quality care for their patients within the existing system, and four open-ended questions 

allowing respondents to provide further details about their responses to the previous questions, and/or 

suggestions for the improvement of Ontario’s primary care system. This survey also contained a section of 

questions on team-based care for respondents who indicated that they work in a team-based setting. This 

survey was available online via secure survey software called Qualtrics. The surveys were made available 

through multiple avenues including the South West LHIN website and through social media campaigns. The 

South West LHIN encouraged participation from PCPs through the LHIN Primary Care Co-Leads and Primary Care 

Network members.  

Health Service Provider Survey. A final survey was created for non-PCP health service providers (e.g., mental 

health worker, case coordinator, and front line staff). These HSPs were asked to respond to questions about 

barriers to quality primary care on behalf of the patient populations with whom they work. This survey included 

four questions about the respondent’s role and the population they work with, followed by a series of 6 open-

ended questions asking about various barriers to primary care access, as well as suggestions for improving 

access to primary care in Ontario. This survey was available online via secure survey software called Qualtrics. 

The South West LHIN communicated the survey’s availability to all health service providers.  

Focus Groups. Focus groups were held with HSPs and members of the general population in various locations 

across the LHIN. Focus groups began with four questions about the group’s characteristics, followed by a series 

of six open-ended questions asking about participants’ experiences with accessing primary care, as well as their 

suggestions for improving access to primary care in Ontario. Responses were translated into English (when 

applicable) and transcribed into online survey software called Qualtrics for analysis. The project Steering 

Committee members were recruited to facilitate focus groups with an emphasis on gathering information from 

vulnerable people and populations.  

PCP Engagement Sessions. In November and December 2015, the South West LHIN and the Primary Care Co-

leads conducted a series of engagement sessions which aimed to build understanding of the context for 

strengthening primary care in Ontario, to ensure awareness of the primary care planning work being undertaken 
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in the South West, and to elicit feedback on how to incorporate local context into the South West LHIN primary 

care planning.  Sessions were held on November 24th in Huron Perth, November 25th in Grey Bruce, November 

26th in Elgin, December 1st, in Oxford and December 2nd in London Middlesex.  Across sessions, there were 236 

people in attendance who were not LHIN staff; 39% were Family Physicians and 9% were Nurse Practitioners 

(NPs). 

For each engagement session, a World Café methodology was employed to ensure that all voices in attendance 

were heard and themes captured and validated in real time. Each participant would choose three different 

questions to provide feedback on and rotate to through three different stations during the course of the 

discussion.  Each table had a facilitator who made sure that all who were present had a chance to provide 

feedback, captured the raw information on flipchart paper for all to see, and then worked with the group to 

capture the three most important themes from that particular discussion.  Six questions were used to initiate 

discussion:  

 What are the current strengths in your community that we should know about and leverage more fully? 

 What are the challenges you are experiencing in meeting the needs of the patients in your practice? 

 What resources in your community could be better aligned to help you meet the challenges you are 

experiencing in primary health care? 

 What criteria are important for leaders to have in moving change forward? 

 Which populations of your patients are the most vulnerable? 

 How can we improve access/attachment to primary care? 

The themes that were developed and validated at each table were posted at the end of the evening for all 

participants to assess. Participants were given five dots, and asked to vote beside which of the themed 

comments were the most important, in their opinion, based on the evening’s discussion. Participants could 

choose to place all five dots on the same theme, or spread them throughout the items identified.  LHIN Staff 

then took this information and recorded the three top themes from each geography for each question. The 

Primary Care Network Executive reviewed the top three themes and endorsed an overarching theme for each 

question that could be used for high level communication.  LHIN staff collected all flip chart paper and 

transcribed all feedback.  This resulted in the ability to further review the data for detail that may have been lost 

in the overall theming exercise.  Using a hermeneutic approach to qualitative review, the detail was reviewed for 

ideas that could be considered for implementation as future planning to strengthen primary care occurred in 

each geography took place.   

2.6.2 Quantitative Analysis Methods 

The population and primary care provider surveys were both analyzed using IBM SPSS Statistics 23.0164. All 

analyses were conducted for the South West LHIN and for any sub-LHIN area with more than 40 respondents. 

The analyses conducted for the population survey includes providing descriptive statistics for the South West 

LHIN and the sub-LHIN areas, including sample characteristics, the health status of the respondents, and lived 

experience. The health status of respondents with a PCP were compared to the health status of those without a 

PCP using chi-square analysis to understand if there are significant difference in the trends between the two 
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groups. The 22 questions relating to different types of barriers to primary care access were measured using the 

percentage in which a specific barrier was indicated as an issue by respondents. If more than 10% of the sample 

indicated it is a concern, then it was discussed in the report. Health status and lived experience of the 

population were discussed for all vulnerable populations with a sample size over 40 for the LHIN and sub-LHIN 

areas. 

The PCP survey provides summary descriptive statistics for the South West LHIN, including sample 

characteristics of the PCPs and their practice, and lived experiences. These analyses were only conducted for the 

South West LHIN, as the sample size was too small for any sub-LHIN area. The lived experience data examined 

various comfort levels with providing services, barriers to providing quality care, and experience with providing 

primary care in Ontario for the LHIN only. Further analysis was also conducted to understand how PCPs who are 

part of a team-based practice and those who are not part of a team-based practice using a chi-square analysis 

answer these lived experience questions.  

2.6.3 Qualitative Analysis Methods  

Qualitative analyses were conducted to understand the responses to the open-ended questions from the 

population survey, health service provider survey, and primary care provider survey. Analysis of the transcribed 

data gathered from the population survey, health service provider survey, and focus groups was conducted by 

sorting all responses to the open-ended questions into the five broad themes (geographical accessibility timing 

of appointments, financial accessibility, health literacy and communication, and poor relationships with PCPs). 

Within those themes, responses were further sorted into more specific codes (e.g. for geographical accessibility, 

codes may have been given for issues such as distance, weather, or availability of parking). Each of these codes 

was then quantified by counting the total number of times that each specific code was mentioned, and dividing 

it by total responses to develop a quantified response rate. This process was then repeated for each vulnerable 

population and sub-LHIN area to quantify how often a particular code was mentioned by a vulnerable group or 

by respondents from a certain area. Tables were created displaying the quantified percentages from across the 

LHIN and between each vulnerable group and sub-LHIN area to show trends and comparisons. During the coding 

process, certain open-ended responses were highlighted as being especially poignant or informative to mark 

them as potential quotes to incorporate into this final report. Select quotes were then chosen to support and/or 

add to the quantitative data presented within the report.  

Responses to focus groups and open-ended questions from the PCP survey were themed and coded; they were 

not quantified due to the low number of focus groups and the variation in participant numbers. Rather, the 

overall trends of themes and codes were used to discuss common barriers identified by participants, and select 

quotes from participants were included throughout the report to provide further insight into their lived 

experiences in support of the quantitative data. 
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2.6.4 Limitations 

The purpose of the primary data collection was to understand the lived experiences of the population, primary 

care providers, and health service providers in accessing and providing quality primary care. Although the 

sample was not meant to be a representative sample, it should be noted that the method used to recruit the 

participants may result in certain biases in the data gathered and therefore limitations in the extent of reported 

findings. Participants were recruited primarily through community health centres and other partners across the 

LHIN. It is likely that patients who were willing to engage with the steering committee for this project may have 

had better experiences with primary care than those who did not engage in the project. 
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3 South West Local Health Integration Network 

 Characteristics of Vulnerable Populations 

Indigenous Population. Aboriginal and Indigenous are used interchangeably in this report. Indigenous is 

becoming more prominent or preferred. As presented in Table 3-1, the overall density of the Aboriginal 

population in the South West LHIN (1.2 people / km2) is low. Within the South West LHIN, the highest densities 

of Indigenous populations are located in the northwest and southwest. The highest density is found in the 

London Middlesex sub-LHIN area (4.4 people / km2), followed by the Grey Bruce sub-LHIN area (1.0 people / 

km2). The area that has the largest proportion of its population that is Indigenous is the Grey Bruce sub-LHIN 

area (5.2%). 

Table 3-1. Indigenous population 

 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

Total Population (2011) 148,178 145,794 113,943 444,509 88,849 956,468 

# of Aboriginal people per sq. km 1.0 0.1 0.3 4.4 0.5 1.2 

% of the population that are Aboriginal 5.2% 0.5% 0.7% 3.8% 1.2% 2.8% 

Ethno-cultural Groups and Recent Immigrant Populations. In the South West LHIN (Table 3-2), 1.2% of the total 

population reported themselves as recent immigrants, and 6.9% self-identify as a visible minority. London 

Middlesex has the highest proportion of its population self-identified as visible minorities (13.1%) and recent 

immigrants (2.3%). In comparison, the Grey Bruce sub-LHIN area has the lowest proportion of its population 

reporting to be visible minorities (1.2%) and recent immigrants (0.1%). Overall, only a small proportion of the 

population in the South West LHIN report as being recent immigrants, having a mother-tongue other than 

English, and/or belonging to various ethno-cultural groups. 

Table 3-2. Ethno-cultural groups and recent immigrant populations 

 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

Total Population (2011) 148,178 145,794 113,943 444,509 88,849 956,468 

% of the population that immigrated 
to Canada between 2006 and 2011 

0.1% 0.3% 0.3% 2.3% 0.6% 1.2% 

% of the population that are visible 
minority 

1.2% 1.2% 2.0% 13.1% 2.0% 6.9% 

% of the population that have Arabic 
as their Mother-Tongue 

0.0% 0.0% 0.1% 1.8% 0.1% 0.8% 

% of the population that have Spanish 
as their Mother-Tongue 

0.1% 0.3% 0.2% 2.0% 0.3% 1.0% 

http://theheal.ca/images/PCP_Images/SW_LHIN_Aboriginal.jpg
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 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

% of the population that have French 
as their Mother-Tongue 

0.9% 0.7% 1.0% 1.2% 1.0% 1.0% 

% of the population who do not speak 
English or French 

0.3% 0.7% 0.4% 1.1% 0.8% 0.8% 

Population of Seniors. As seen in Table 3-3, the population density of seniors 65 years and older in South West 

LHIN is 6.8 people/km2. The density of seniors aged 65 years and older is far greater in London Middlesex (17.2 

people/km2) than in any other sub-LHIN area. That stated, other sub-LHIN areas have much higher proportions 

of their total populations which are aged 65 years and older:  Grey Bruce (17.9%), Huron Perth (15.1%) and Elgin 

(12.3%). An examination of the density of seniors 75 years and older throughout the sub-LHIN areas reveals 

similar geographical patterns; however, there are about half as many seniors aged 75 years and older (3.2 

people/km2) compared to seniors aged 65 years and older (6.8 people/km2) across the South West LHIN and its 

sub-LHIN areas. The distribution of those over 75 years of age across the South West LHIN is similar to those 

over 65; the Grey Bruce sub-LHIN area has the highest percentage of its population aged 75 years and older 

(7.6%), followed by Huron Perth (7.1%) and Elgin (5.0%). 

Table 3-3. Population of seniors 

 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

Total Population (2011) 148,178 145,794 113,943 444,509 88,849 956,468 

# of seniors 65 years and older per sq. 
km 

3.8 4.2 7.4 17.2 6.8 6.8 

% of seniors 65 years and older 17.9% 15.1% 10.9% 8.6% 12.3% 11.9% 

# of seniors 75 years and older per sq. 
km 

1.7 2.0 3.5 8.2 2.9 3.2 

% of seniors 75 years and older 7.6% 7.1% 4.1% 3.7% 5.0% 5.2% 

Rural population. The population of the South West LHIN is predominately urban, with 50.0% of the population 

living in urban areas, and an additional 19.8% that live within a 30-minute drive from urban areas, defined as the 

urban commute zone (Table 3-4). About thirty percent (30.2%) of the population live in rural areas. The sub-

LHIN areas with the highest proportion of its population categorized as rural are Grey Bruce (69.5%) and Huron 

Perth (62.3%). In comparison, London Middlesex (7.7%) and Elgin (12.8%) have the lowest proportions of its 

population categorized as rural. Meanwhile, 47.0% of the population in the Oxford sub-LHIN area live in an 

urban commute zone compared to 12.3% in the London Middlesex sub-LHIN area.   

http://theheal.ca/images/PCP_Images/SW_LHIN_O65.jpg
http://theheal.ca/images/PCP_Images/SW_LHIN_O65.jpg
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Table 3-4. Rural population 

 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

Total Population (2011) 148,178 145,794 113,943 444,509 88,849 956,468 

% of the population living in urban 
areas 

20.0% 20.0% 40.0% 80.0% 50.0% 50.0% 

% of the population living in urban 
commute zone 

10.5% 17.7% 47.0% 12.3% 37.2% 19.8% 

% of the population living in rural areas 69.5% 62.3% 13.0% 7.7% 12.8% 30.2% 

People with Low Socioeconomic Status. Full description of people with low socioeconomic status (SES) can be 

found in Table 3-5. The median household income in the South West LHIN is $60,037, with 30% of the total 

population living under the low-income cut-off (LICO). A closer look at regional variations reveals that the 

median household incomes are slightly higher in the Oxford ($61,042) and London Middlesex ($64,196) sub-

LHIN areas, while Grey Bruce ($52,770) and Huron Perth ($56,375) are somewhat lower. Oxford has the lowest 

proportion of people living below the LICO (23.1%). Interestingly, the highest proportions of those living below 

the LICO are found in London Middlesex (33.5%), despite it being the sub-LHIN area with the highest median 

household income. This suggests higher income inequality in London Middlesex relative to other sub-LHIN areas. 

In addition to income, educational attainment and lone parenthood rates are other key determinants of 

socioeconomic status. Across the South West LHIN, 12.6% of adults (aged 25-64 years) do not have a high school 

diploma. London Middlesex has the lowest percentage of the adult population without a high school diploma 

(9.3%), while Elgin and Huron Perth have the highest percentage (16.7% and 16.5% respectively). The 

percentage of families that are headed by lone parents in the South West LHIN is 14.5%. The sub-LHIN areas 

with the highest percentage of lone parent families are London Middlesex (17.1%) and Elgin (14.0%). 

Table 3-5. Low socioeconomic status population 

 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

Total Population (2011) 148,178 145,794 113,943 444,509 88,849 956,468 

Median Household Income $52,770 $56,375 $61,042 $64,196 $59,392 $60,037 

% of the population who live under the 
low income cut off 

29.8% 23.7% 23.1% 33.5% 29.0% 30.0% 

% of the population between 25 and 
64 years old without a high school 
diploma 

13.2% 16.5% 15.0% 9.3% 16.7% 12.6% 

% of families who have lone parents 11.7% 11.2% 13.7% 17.1% 14.0% 14.5% 

Social Determinants of Need Index. The social determinants of need index (Table 3-6) was used to understand 

how the five vulnerable populations overlap within the South West LHIN area (for explanation of the index see 

Section 2.3). The index can be interpreted as the higher the index value, the higher the need of the population.  

http://theheal.ca/images/PCP_Images/SW_LHIN_MHHI.jpg
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Overall, the South West LHIN has an average social determinants of need index value of (-1.035). The sub-LHIN 

area that has the highest average need is London Middlesex (1.730), whereas the Elgin and Oxford sub-LHIN 

areas also have higher average need scores than the South West LHIN overall. Visual inspection of the map 

reveals pockets of high need (darkest shading) in parts of London Middlesex, Elgin, and in the north of Grey 

Bruce. 

Table 3-6. Social determinants of need index 

 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

Total Population (2011) 148,178 145,794 113,943 444,509 88,849 956,468 

Social Determinants of Need Index -1.220 -1.407 -0.880 1.730 -0.063 -1.035 

 Health Status of the Population 

The health status of residents in the South West LHIN is largely comparable to the Ontario population. 39.3% of 

the adult population has one or more chronic conditions (ON: 37%), 56% are overweight or obese (ON: 52%), 

20% are daily or occasional smokers (ON: 19%) and 49% are physically inactive (ON: 49%; CCHS, 2013/14).  

Prevalence and mortality rate of chronic disease in the South West LHIN are presented in Table 3-7. The South 

West LHIN has the second highest prevalence rate of asthma in Ontario, comprising 9.0% of the population 12 

and older based on self-report (ON: 7.5%); 4.8% of the population has chronic obstructive pulmonary disease 

(COPD; ON: 4.3%). Despite their relatively low prevalence, these two chronic respiratory conditions accounted 

for approximately 12% of all chronic disease-related hospitalizations and 7% of mortality in the South West LHIN 

in 2013/14 (MOHLTC). The LHIN also has a significantly higher rates of arthritis compared to Ontario (20.6% vs 

17.3%, respectively). The prevalence of arthritis, asthma, diabetes and COPD have all increased significantly 

across the South West LHIN since 2009/10. 

In general, the prevalence of many chronic health conditions increases with age. As a result, as a population 

ages, so does the proportion of the population with one or more chronic conditions which has an impact on 

health service utilization. The prevalence of chronic disease in the South West LHIN is highest in Grey Bruce, 

followed by Huron Perth sub-LHIN area, which have the highest proportion of their populations over the age of 

65. Asthma is an exception to this trend, where prevalence is highest among children aged 5 to 17 years. The 

prevalence of asthma in the South West LHIN is highest in London Middlesex, which also has the highest 

proportion of children in the population. 

Table 3-7. Prevalence and mortality rate for chronic conditions 

 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

Prevalence of Chronic Conditions, 
Based on Self-Report (CCHS 2013/14) 

      

Arthritis 22.6% 20.9% 17.0% 16.4% 21.9% 20.6% 

http://theheal.ca/images/PCP_Images/SW_LHIN_SDNI.jpg


 

45 

  

 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

Asthma 8.0% 5.6% 7.2% 9.7% 9.0% 9.0% 

COPD 4.4% 3.0% 3.1% 1.5% 3.3% 4.8% 

Cancer 1.5% 1.1% 0.9% 1.2% 1.0% 1.0% 

Diabetes 7.3% 8.0% 5.6% 6.5% 6.6% 7.0% 

Hypertension 23.4% 22.4% 17.4% 16.5% 16.9% 17.5% 

Ischemic Heart Disease 4.7% 5.3% 4.6% 4.1% 5.2% 4.7% 

Stroke 1.6% 1.1% 0.9% 0.8% 1.7% 1.4% 

Mortality Rate per 100,000 
Population, for Select Chronic 
Conditions (Statistics Canada 2011) 

      

Arthritis 6.4 5.8 2.9 3.0 1.7 3.8 

Asthma 0.7 0.7 < 0.5 0.4 0.6 0.5 

COPD 44.6 48.0 31.9 27.9 40.0 34.8 

Cancer 279.1 245.6 231.6 218.0 216.1 231.6 

Diabetes 34.9 31.3 22.0 19.3 29.4 24.6 

Hypertension 42.2 12.7 9.1 7.8 10.6 8.6 

Ischemic Heart Disease 165.2 141.6 174.4 94.9 156.7 127.7 

Stroke 45.9 45.9 37.7 29.0 36.7 35.7 

Using a combination of demographic and clinical data, a population profile can be built to estimate the expected 

healthcare need of each person in a population. By taking into account differences in demographics and illness 

burden among different patient populations, needs profiles explain variation in disease prevalence and resource 

use. Health care need is estimated at the person level, but becomes meaningful when aggregated to a regional 

or systems level.  These indicators can be used to monitor population health and disease, understand and 

predict health care utilization patterns, and explain variations in health care resource use across diverse 

populations. Health care needs profiling can also help explain variability in referral rates and differences in 

primary care services costs by linking changes in primary care use to changes in the need and morbidity of a 

population. 

The John’s Hopkins Adjusted Clinical Group (ACG) methodology is one population grouping method commonly 

used to estimate the disease burden of patients and populations. Each member of a population is assigned to a 

single, mutually exclusive ACG value which measures the individuals’ expected consumption of health services. 

From here, two indicators can be used to describe a population by two differing dimensions of health need: 

predicted morbidity, and service use (Table 3-8). 

Morbidity is estimated by the Standardized ACG Morbidity Index, commonly referred to as the SAMI score. The 

SAMI score predicts an individual’s expected number of primary care visits, adjusted for age, sex, and clinical 
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morbidity. The index is standardized at 1, where a SAMI score below 1 indicates a less complex individual, 

patient, practice or population; and a SAMI score above 1 indicates a more complex individual, patient, practice 

or population. The ‘average’ patient or population has a SAMI score of 1. A SAMI score of 1.40 can be 

interpreted as an expected need for primary health care that is 40% higher than in the average patient while a 

SAMI score of 0.80 can be interpreted as a 20% lower expected need.  

The expected primary care need for residents of the South West LHIN is 8% lower than the average Ontario 

resident. The SAMI score suggests that the least complex populations in our LHIN reside in the Huron Perth sub-

LHIN area, and the most complex populations reside in London Middlesex. SAMI scores tend to be higher in 

urban geographies, and for residents attached to Community Health Centres (CHC).  

Service use is estimated by Resource Utilization Bands (RUBs). RUBs are quintiles of expected resource use and 

therefore are measures of overall morbidity and expected health care cost. RUB 0 is comprised of non-users of 

the health system, RUB 1 is the quintile with the least expected health care use, and RUB 5 is the quintile with 

the highest expected health care use. The proportion of a population falling into RUBs 4 and 5 represent the 

population with the greatest expected need for health care and associated resources. 

Approximately 15% of the South West LHIN’s population is predicted to have a high need for health care 

utilization. Expected need is lowest in Oxford County and Huron Perth, and highest in Grey Bruce. Populations 

with higher expected health care need have a corresponding high SAMI score. Higher RUBs tend to be seen in 

urban geographies, and amongst vulnerable populations. 

Table 3-8. Health complexity, 2012/13 

 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

Expected Primary Care Need Ratio 
(Standardized ACG Morbidity Index; 
SAMI) 

0.92 0.86 0.87 0.95 0.92 0.92 

Proportion of the Population with 
Expected High Health Care Need 
(Resource Utilization Bands 4,5) 

16.1% 14.1% 13.9% 15.6% 15.2% 15.2% 

Proportion of the Population Recently 
Registered with OHIP 

1.9% 1.9% 1.9% 6.5% 2.3% 4.0% 

Proportion of the Population with a 
Known Mental Health Condition 

16.2% 14.5% 15.3% 20.9% 16.0% 18.0% 

Mental health and addictions are a growing concern for populations in the South West LHIN, with almost 20% of 

residents living with a diagnosed mental health condition. The prevalence of mental illness is highest in London 

Middlesex and Grey Bruce, followed by Elgin, Oxford and Huron Perth. The LHIN has experienced dramatic 

increases in the number of emergency department (ED) visits, acute hospitalizations and re- visits for mental 

health and substance abuse over the past several years. Between 2010/11 and 2013/14, the LHIN experienced a 

7.9% growth in ED visits for people with a mental health or substance abuse main problem diagnosis, and a 9.3% 
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growth in ED visits with a mental health or substance abuse condition coded in any diagnostic field (NACRS, 

Retrieved through Intellihealth, MOHLTC). ED visits for mental health and substance abuse currently accounts 

for 2.9% of all unscheduled ED visits for South West LHIN residents (NACRS, Retrieved through Intellihealth, 

MOHLTC). 

Lastly, recent Ontario Health Insurance Plan (OHIP) registrants (> 10 years of age) can be used to approximate 

the proportion of a population newly settled in Ontario. While there is strong evidence that immigrants to 

Canada tend to have higher health status on arrival to Canada compared to the overall Canadian population, the 

healthy immigrant effect is generally not evident among refugees22. Refugees to Canada often have lower health 

status on arrival than that of voluntary immigrants, arriving with additional health problems resulting from 

trauma, malnutrition and infectious disease81. This may impact the need for primary care and associated human 

resources. While the overall proportion of recent OHIP registrants is low in the South West LHIN, the prevalence 

of recent immigrants is high within the city of London. Since December 2015, there has been a significant influx 

of newcomers from Syria in the London Middlesex sub-LHIN area. At the time of this report, the impact of this 

influx is unknown. 

 Primary Care Landscape  

Of the province’s 12,635 Family Physicians (FP), 892 practice within the South West LHIN’s geographic 

boundaries (7.1%; MOHLTC 2014). There are 609 FPs providing comprehensive primary care (68.3%) for 956,468 

residents (full breakdown can be found in Table 3-9). The remaining 31.7% of FPs work in alternative practice 

models including emergency medicine and inpatient hospitalist care. Eight Nurse Practitioners (NP) provide 

additional primary care capacity working in two Nurse-Practitioner-Led Clinics (NPLCs), for a total of 617 primary 

care providers in the LHIN. In the South West LHIN, 53% of primary care providers (PCPs) are affiliated with 

team-based care. Residents are served by 19 Family Health Teams (FHTs), five Community Health Centres 

(CHCs), two NLPCs, and one Aboriginal Health Access Centre (AHAC).  

Access to FHTs varies considerably across the sub-LHIN areas. Most FPs in Huron Perth are affiliated with a FHT 

(80%), while less than half of all FPs in London Middlesex (41%) and Oxford (48%) are affiliated with FHTs. In the 

19 FHTs there are approximately 380,000 patients or 40% of the total LHIN population rostered to 291 FPs. 

After-hours care is provided by physicians either in the clinics or in rural hospitals when the physicians work to 

cover the emergency department. 

There are five CHCs in the South West LHIN located in London, St. Thomas, Woodstock, West Lorne and 

Markdale, some with satellite sites. There is no CHC in Huron Perth. There are 17.5 full time equivalent (FTE) FPs 

funded across the five CHCs. In addition, there are 20.8 NP FTEs who may also provide primary care services to 

patients. Each CHC is expected to serve a targeted number of patients for their catchment area based on the 

clinical complexity of the population. The five CHCs are currently expected to serve 19,556 residents across the 

LHIN, representing 2% of the total population. All of the CHCs in the South West LHIN offer some afterhours care 

for their patients. 
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There are two NPLCs in the South West LHIN located in Ingersoll and London. Eight Nurse Practitioner FTEs 

provide care to 4,904 residents. The two clinics in the LHIN are staffed by a team of eight Interdisciplinary Health 

Professional (IHP) FTEs.  No afterhours care is available at the NPLCs.  

The Southwest Ontario Aboriginal Health Access Centre (SOAHAC) operates three sites in the South West LHIN 

located in London, Chippewas of the Thames and Owen Sound.  There are 2.6 FP FTEs and 6.0 NP FTEs funded 

across the three sites supporting 3317 residents. There are no requirements for providers to deliver after-hours 

care.  

Fifty one percent of FPs work independently with no affiliated IHPs. These physicians may be in solo or group 

practices and are most prevalent in Oxford, Elgin and the city of London. The vast majority of these physicians 

are required to provide afterhours service either in their office or in local rural emergency departments. 

The vast majority (84%) of walk-in clinics within the LHIN are located in the city of London. Most FPs who staff 

these clinics do not have comprehensive practices, and thus do not roster patients. London is also home to 

Western University’s Student Health Services and a Faculty/Staff Family Practice Clinic. This clinic is staffed by 

solo, fee-for service practitioners.  

Family physicians in rural communities may also provide other medical care outside of the office setting, 

including in emergency departments, to inpatients, as well as surgical assists, obstetrical, anesthesia, and long-

term care coverage, which means they may not be working full time providing primary care in the office setting. 

It is unknown to what extent physicians’ workload and practice type allocations impacts roster size.  

Table 3-9. Primary care capacity, 2015 

 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

Total Population (2011) 148,178 145,794 113,943 444,509 88,849 956,468 

# of Active Primary Care Providers 
(GP/FP + NP’s in NPLCs) 

108 101 56 312 40 617 

% of Family Physician Aged 60+ 22% 15% 24% 21% 34% 21% 

% of Primary Care Providers affiliated 
with team-based care 

67% 80% 48% 41% 53% 53% 

# of CHC/NPLC/AHAC 1/0/1 0/0/0 1/1/0 1/1/2 2/0/0 5/2/3 

# of Walk-in Clinics 1 1 1 21 1 25 

Attachment to PCPs is high within the LHIN and equivalent to the population of Ontario, with 90.9% of the 

population self-reporting that they had access to a regular family doctor in 2013/2014 (Aged 12+; CCHS, 

2013/14). While most residents report having a family doctor, only 85.1% of the population visits a consistent 

provider when they access the primary care system (MOHLTC, 2014). The proportion of the population without 

a consistent primary care provider varies considerably across the LHIN’s geography, with 11.9% of the 

population unattached in Grey Bruce compared to 17.5% in London Middlesex (Table 3-10). 
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Table 3-10. Unattached population, 2015 

 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

Total Population (2011) 148,178 145,794 113,943 444,509 88,849 956,468 

% of Population Self-Reporting Access 
to a Regular Family Physician 

86.5% 93.0% 96.3% 90.1% 89.9% 90.9% 

% of Population without a Consistent 
Primary Care Provider 

11.9% 12.1% 12.3% 17.5% 16.2% 14.9% 

Although the proportion of patients attached to a regular PCP has increased, timely access to primary care when 

individuals need service remains a challenge. Only 36.2% of residents in the LHIN reported being able to see 

their PCP on the same or next day the last time they were sick, compared to 42.8% amongst the remainder of 

the province (Health Care Experience Survey, 2015). 

53% of primary care providers in the South West LHIN are supported by a team of funded interdisciplinary 

health professionals. Residents of Huron Perth have access to the largest number of interdisciplinary health 

professionals for every 10,000 people – the highest of the sub-LHIN areas. This is driven by the high proportion 

of team-based care located in Huron Perth. Access to interdisciplinary, team-based care is lowest in Oxford and 

London Middlesex. A full description of the IHPs for the South West LHIN can be found in Table 4-11. 

Table 3-11. Interdisciplinary health professionals in team-based care, 2015 

 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

Total Population (2011) 148,178 145,794 113,943 444,509 88,849 956,468 

Nurse Practitioners (excluding NPLC)* 19.3 15.6 6.0 25.9 11.8 78.6 

Registered Nurse 13.7 21.7 4.0 22.6 4.4 66.4 

Registered Practical Nurse 2.3 4.5 1.8 0.2 1.9 10.7 

Registered Dietitian 4.2 7.5 1.0 8.0 2.2 22.9 

Mental Health Worker 0.0 3.5 1.0 0.0 0.0 4.5 

Social Worker 10.5 11.5 4.2 19.2 2.8 48.2 

Pharmacist 2.7 3.9 0.8 5.4 0.8 13.6 

Educator 3.8 1.7 0.3 0.0 0.0 5.8 

Other 7.3 6.6 2.8 8.6 3.0 28.3 

Total 63.8 76.5 21.9 89.9 26.9 279.0 

Total Interdisciplinary Health 
Professionals per 10,000 population 

4.3 5.2 1.9 2.0 3.0 2.9 

*Nurse Practitioners in NPLCs are counted within the primary care provider numbers. 
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 Health Service Utilization  

Emergency departments (ED) operate by giving priority to patients with critical or emergency needs who require 

timely and highly skilled care. Despite this, many Ontarians visit the ED for conditions that might be better dealt 

with in a different care setting. Shifting these patients away from the ED to more appropriate settings may 

improve their continuity of care and overall experience, while ensuring ED resources are focused on those who 

more appropriately require them; however, in the South West LHIN, high attachment to providers of primary 

care and increased access to team-based care have not been successful in decreasing avoidable ED visits.  

The South West LHIN has the second highest rate of unnecessary ED use amongst the 14 LHINs for minor 

conditions such as conjunctivitis, cystitis, otitis media and upper respiratory infections which should be treated 

in more appropriate primary care settings such as a family physician’s office or walk-in clinic (excluding visits for 

infants under the age of one and seniors age 75 and over). Avoidable ED use is lowest in London, where 

residents have access to a large number of walk-in and after-hours clinics. Longer wait times in local emergency 

departments may also deter visits to more appropriate settings. Avoidable ED use is highest in Grey Bruce, a 

rural geography with high expected need for primary care amongst residents (indicated by SAMI/RUBs). It is 

important to note that in rural communities, many of the Family Physicians (FPs) provide comprehensive 

medical care outside of the office setting which can include emergency departments, inpatient/hospitalist, 

obstetrical, anesthesia, and long-term care coverage. It is not uncommon for FPs in these communities to 

arrange after-hours visits with patients in their local ED, particularly when they are providing hospital and/or ED 

coverage. While these scheduled visits can be noted and subsequently excluded from metrics of ED utilization, it 

is unknown to what extent scheduled ED visits are flagged and recorded at the time of triage in these scenarios. 

Table 3-12 shows that over the past four years, the number of acute hospitalizations and total days spent in 

hospital by residents of the South West LHIN have both increased by 4.6%. One method of assessing the 

effectiveness of primary care is to examine the number of residents that require hospitalization for conditions 

that should be manageable in primary care and community-based settings. Timely and effective primary care, 

particularly for people living with chronic disease, should prevent the onset of complications, reduce the risk of 

acute episodes, and subsequently prevent hospitalizations. Ambulatory Care Sensitive Conditions (ACSCs) are 

medical conditions that when appropriately managed through outpatient care, can prevent or reduce the need 

for admission to hospital for residents under 75 years of age. 

The South West LHIN has the third highest rate of hospitalization amongst the 14 LHINs for ACSC conditions 

including asthma, diabetes, hypertension, congestive heart failure, angina, and chronic obstructive pulmonary 

disease. Avoidable hospitalization rates are lowest in London Middlesex and highest in Elgin and Huron Perth 

sub-LHIN areas. ACSC hospitalization rates tend to be higher in geographies with an older age distribution, and a 

subsequent higher prevalence of chronic disease.  
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Table 3-12. Acute service utilization, 2014/15 

 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

Emergency Department Visits for 
Conditions that could be Treated in 
Alternative Primary Care Settings, per 
1,000 population 

94.4 77.5 57.8 13.9 46.9 44.7 

Hospitalizations that could be Avoided 
through Appropriate Ambulatory Care, 
per 100,000 population 

403.6 437.1 418.2 339.6 473.1 393.8 

Readmissions to Acute Beds within 30-
days of Discharge for Select Chronic 
Diseases 

16.0% 13.8% 17.7% 18.0% 20.1% 17.1% 

Once residents in the South West LHIN are admitted to hospital for chronic disease, they are more likely to be 

readmitted to hospital within 30-days of discharge compared to the rest of the province. The South West LHIN 

has the second highest rate of readmission for select chronic diseases amongst the 14 LHINs. In general, 20% of 

Canadians discharged from hospital are readmitted within 30 days for an exacerbation of the diagnosed 

condition. Among readmitted patients, 50.0% will have had no contact with a health care professional in the 

time between index discharge and readmission165,166. As such, readmissions reflect the primary care systems’ 

capacity and ability to manage chronic disease at the right time and setting, and the acute care systems ability to 

communicate with primary care in a timely, effective manner.  

 Geographic Accessibility to Primary Care Providers 

Geographic Accessibility to All Primary Care Providers for the Entire Population. The map of primary care 

providers (PCPs) in the South West LHIN shows a higher concentration of PCPs in the south where there is a 

higher population density. More gaps exist further north in the LHIN, especially in the Grey Bruce sub-LHIN area. 

An examination of the map of geographic accessibility to PCPs within 30 minutes reveals that there are clusters 

of high and low accessibility throughout the South West LHIN. The global measures included in Table 3-13 

reseals that the London Middlesex sub-LHIN area has the highest average accessibility to PCPs (0.7081 

PCPs/1,000 population), with the highest accessibility levels located within London and Strathroy. Oxford and 

Elgin sub-LHIN areas have the lowest average accessibility to PCPs (0.4722 and 0.5544, respectively). While the 

Grey Bruce and Huron Perth sub-LHINs areas seem to have relatively high geographic accessibility to PCPs, 

access to these providers may be limited due to family physicians (FPs) having additional responsibilities in 

hospitals and the community.   

Geographic Accessibility to Primary Care Providers Under 60 Years Old for the Entire Population. Examining 

the accessibility to PCPs under 60 years old provides evidence as to how anticipated retirement may impact 

access to PCPs in the future. Comparing the maps of PCPs less than 60 years of age in the South West LHIN to 

the map of all PCPs shows that the urban areas seem relatively steady with a decline in many small towns and 

rural areas throughout the South West LHIN. Examining the map of accessibility to PCPs less than 60 years of age 
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confirms this finding, as the patterns of accessibility do not substantially change in the urban areas compared to 

the map showing accessibility to all PCPs. There are, however, differences in accessibility in rural areas when 

accounting for potential retirees. The global results in Table 3-13 reveals that the number of PCPs per 1,000 

population decreases by 20.3% in the South West LHIN when PCPs over 60 years of age are removed, with the 

largest decrease occurring in Oxford and Grey Bruce sub-LHIN areas (decreases of 29.3% and 25.1% 

respectively). Though Elgin has the highest proportion of physicians over the age of 60 years, it is not impacted 

as much because of low population and proximity to London. The smallest decrease in accessibility due to 

potential retirements occur in Huron Perth (13.8%) and London Middlesex (18.8%). 

Geographic Accessibility to Team-based Primary Care Providers for the Entire Population. The map of team-

based PCPs in the South West LHIN reveals that while team-based PCPs are well distributed throughout the 

South West LHIN area, there are gaps in service in rural areas, particularly along the western and eastern 

borders of the Grey Bruce sub-LHIN area, the southern portion of Huron Perth, the northern area of London 

Middlesex, and all of the rural areas in Oxford. Extending this analysis to the maps of accessibility to team-based 

PCPs, there is relatively high accessibility extending from Owen Sound south through Huron Perth. There are 

still, however, large pockets of lower accessibility in the southwest region of the LHIN, as well as the areas 

already identified from the team-based PCP map. The global statistics presented in Table 3-13 show an average 

of 0.3935 team-based PCPs per 1,000 people, which is almost half the accessibility level compared to all PCPs. 

The northern sub-LHIN areas of Huron Perth and Grey Bruce have the highest accessibility to team-based PCPs, 

while the southern sub-LHIN areas of Oxford, London Middlesex, and Elgin have the lowest accessibility to team-

based PCPs. 

Table 3-13. Geographic accessibility for the general population 

 Geographic Accessibility to Primary Care Providers for Vulnerable Populations 

Indigenous Populations. The map of primary care providers (PCPs) who provide culturally safe services to 

Aboriginal peoples in the South West LHIN reveals that the PCPs are located in close proximity to existing 

reserves, although not always directly on the reserve. Neyaashiinigmiing and Saugeen reserves do not have PCPs 

located on the reserve, but there are PCPs located in Lion’s Head and Owen Sound. The map of accessibility to 

PCPs providing culturally safe services to Indigenous people highlights these findings, where the accessibility 

levels for those living close to the reserves in the south are relatively high, but accessibility levels for those living 

 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

Average # of primary care providers 
per 1,000 population 

0.6919 0.6979 0.4722 0.7081 0.5544 0.6492 

Average # of primary care providers 
under 60 years old per 1,000 
population 

0.5185 0.6017 0.3334 0.5752 0.4487 0.5174 

Average # of team-based primary care 
providers per 1,000 population 

0.4522 0.5811 0.2240 0.3083 0.3288 0.3935 
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close to the reserves in the north are much lower. Globally, as seen in Table 3-14, the average accessibility to 

culturally safe PCPs for Indigenous people is highest in Grey Bruce (0.8248) and London Middlesex (0.8167), 

although there are areas of low accessibility throughout all sub-LHIN areas. Despite having culturally safe 

services for Indigenous people close to the reserves, three of the five reserves are in the second lowest quintile 

of accessibility, suggesting that these populations are significantly underserviced by PCPs. It is worth noting that 

the people living in the reserves, along with London and Owen Sound, do have the support of other Indigenous 

health resources that provide access to alternative or traditional medicine. 

Ethno-cultural Groups and Recent Immigrant Populations. The map of Arabic-speaking PCPs in the South West 

LHIN reveals that they are located almost exclusively in London Middlesex, which is also where the Arabic-

speaking population is geographically clustered. An examination of the accessibility to Arabic-speaking PCPs 

within 30 minutes map reveals that there are relatively high accessibility levels among those living in London 

Middlesex, with an average of 1.2412 Arabic-speaking PCPs/1,000 Arabic-speaking population (Table 3-14).  

The map of French-speaking PCPs shows that they are dispersed throughout the South West LHIN. This results in 

a relatively high number of French-speaking PCPs per 1,000 French-speaking population in most areas of the 

South West LHIN. This finding is supported in Table 3-14, on the average accessibility of French-speaking 

populations to French-speaking PCPs (3.3360). In most areas exhibiting low accessibility levels, there are few 

French-speaking people living within the area. The areas of low accessibility, as seen in the accessibility to 

French-speaking PCPs within 30 minutes map, can be found primarily along the edges of the South West LHIN 

and in the south. 

The map of Spanish-speaking PCPs for the South West LHIN reveals that the Spanish-speaking population and 

PCPs are all located in the southern regions of the LHIN, particularly within London and St. Thomas. As a result, 

the PCPs located in Grey Bruce and Huron Perth sub-LHIN areas provide a relatively high level of accessibility, 

with 5.2632 and 5.0185 Spanish-speaking PCPs per 1,000 Spanish-speaking population within those regions 

(Table 3-14). Unfortunately, the accessibility in London Middlesex and Elgin sub-LHIN areas are low, due to a 

small number of Spanish-speaking PCPs compared to the total Spanish population that live within the region.  

Table 3-14. Geographic accessibility for vulnerable populations 

 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

Average # of PCPs providing culturally 
safe services to Aboriginal & First 
Nations People per 1,000 Aboriginal 
population 

0.8248 0.0000 0.0086 0.8167 0.0706 0.5670 

Average # of Arabic-speaking PCPs per 
1,000 Arabic-speaking population 

29.0292 0.0000 1.0522 1.2412 0.1077 2.0314 

Average # of French-speaking PCPs per 
1,000 French-speaking population 

8.8660 3.1369 1.1785 2.6292 1.7580 3.3360 
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 Grey Bruce 
Huron 
Perth 

Oxford 
London 

Middlesex 
Elgin 

South 
West LHIN 

Average # of Spanish-speaking PCPs 
per 1,000 Spanish-speaking population 

5.2632 5.0185 1.5919 0.4554 0.0179 1.1397 

Senior Population. The census dissemination areas in the highest quintile of the senior population over 75 

within the South West LHIN are primarily located in the rural areas. While there are various clusters of seniors 

throughout the LHIN, the lowest accessibility for seniors appears to be in the Oxford sub-LHIN area, and in areas 

of the Grey Bruce sub-LHIN area near Markdale, Tobermory, and Port Elgin. Areas of the Huron Perth sub-LHIN, 

around Brussels and Milverton, also have low accessibility for their senior populations.  

Rural Populations. An examination of the map of accessibility to PCPs in rural areas for the South West LHIN 

shows that the location with the lowest accessibility is between Highway 8 and Wingham and Listowel in Huron 

Perth, along with areas in the south end of Grey Bruce and Tobermory. The remaining areas with low 

accessibility in the South West LHIN are located in the commute zones surrounding the urban areas. 

People with Low Socioeconomic Status. The accessibility to PCPs by people of low socioeconomic status in the 

South West LHIN is evaluated by using the most vulnerable quintile in terms of median household income and 

the proportion of people who live under the low income cut-off (LICO). The map of accessibility to PCPs within 

30 minutes in areas of low median household income reveals that those living in the lowest income quintile are 

often located in the areas with lowest accessibility to PCPs. Areas near the North and South Grey Bruce border 

have particularly low accessibility, along with the area near the South Grey Bruce and Huron Perth sub-LHIN area 

border.  

The map of accessibility to PCPs within 30 minutes in areas with a high proportion of low income populations 

shows that the dissemination areas in the quintile with the highest proportion of the population living under the 

LICO are distributed throughout the South West LHIN, but are mostly in rural areas. The majority of areas with 

low accessibility are located in the Huron Perth and Grey Bruce sub-LHIN areas. The urban areas with high 

proportions of the population living under the LICO are among those with the highest geographic accessibility. 

Social Determinants of Need Index. The social determinants of need index provides a snapshot of which areas 

within a region have the highest cumulative need for PCPs, as determined by concentrations of the five 

vulnerable populations. In the South West LHIN, the dissemination areas of greatest need according to the social 

determinants of need index map are mostly clustered in the south of the LHIN, with London Middlesex, Elgin, 

and Oxford sub-LHIN areas having the highest levels of need. These areas also have the highest accessibility, 

with the exception of an area in south east Elgin and the Indigenous reserves in London Middlesex (i.e., 

Chippewas of the Thames, Munsee-Delaware, and Oneida). 

A series of Spearman’s correlation coefficients were calculated to examine the strength and direction of the 

relationship between the social determinants of need and geographic accessibility to PCPs across the South 

West LHIN.  The results of this analysis, as seen in Table 3-15, did not identify any strong association between 

any social determinant and accessibility values. Nevertheless, there are moderate positive relationships 
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between accessibility to PCPs within a 30 minute drive and population density, density of population 65 years 

and over, and density of population 75 years and older. 

Table 3-15. Examining the correlation between accessibility to primary care providers per 1,000 population and 
social determinants of health measures in the South West LHIN. 

 

Cut-Off Distances for Calculating Accessibility to 
Primary Care Providers 

15-min 30-min 45-min 60-min 

Population Density, 2011 0.427 0.369 0.374 0.427 

Density of population 18 years or under, 2011 0.362 0.293 0.304 0.362 

Density of population 65 years and over, 2011 0.461 0.366 0.346 0.378 

Density of population 75 years and older, 2011 0.484 0.366 0.330 0.353 

Percentage of families that are lone parents, 2011 0.198 0.130 0.119 0.430 

Percentage of the population that are recent immigrants, 2006-
2011 

0.077 0.135 0.178 0.171 

Percentage of the population that are visible minorities, 2011 0.196 0.297 0.335 0.398 

Density of Aboriginal population, 2011 0.148 0.118 0.116 0.140 

Percentage of the population that did not graduate high school, 
2011 

-0.141 -0.250 -0.279 -0.308 

Median Household Income, 2006 -0.221 -0.160 -0.129 -0.090 

Percentage of population that lives under the Statistics Canada 
Low Income Cut-Off, 2006 

0.271 0.222 0.202 0.208 

Note: This table contains R-values from Spearman's Correlation analysis. The values can be interpreted as follows: Strong 
Relationship (+/-1 to +/-0.5); Moderate Relationship (+/-0.5 to +/-0.3); Weak Relationship (+/-0.3 to +/-0.1); and No 
Relationship (-0.1 to 0.1). 

 Lived Experiences of the Population  

3.7.1 Characteristics of the Respondents 

Between December 2015 and January 2016, a survey was available to the general population across the South 

West LHIN region to gain a better understanding of people’s experiences in accessing primary care. The survey 

was completed by 866 adults, with 808 respondents including information that provided some geographical 

context, the characteristics of which can be found in Table 3-16. The largest response came from the London 

Middlesex and Grey Bruce sub-LHIN areas (30.1% and 28.9% of all respondents, respectively).  Among the survey 

respondent population, 93.4% having a primary care provider (PCP) compared to 85.1% of the South West LHIN 

population who visits a consistent provider when they access the primary care system.  1.9% of respondents 

who self-identified as being Aboriginal. There were several different Ethno-Cultural groups represented among 

the survey respondents: 3.7% identified as visible minorities and 1.9% prefer to receive health care in French or 



 

56 

  

a non-official language. The senior population (65 and over) represented 27.1% of respondents. About half 

(47.6%) of the respondents live in rural areas, 36.7% in urban areas, and 9.0% in commute zones.  As a 

significant portion of respondents preferred not to provide information on household income, we used 

educational attainment – another key social determinant of health – to estimate the proportion of respondents 

who can be considered low socio-economic status: 22.2% of respondents indicated that their highest level of 

educational attainment was a high school diploma or lower. 

Table 3-16. Sample characteristics of respondents from South West LHIN 

 
# of Total 

Responses 
% of Total 
Responses 

   
# of Total 

Responses 
% of Total 
Responses 

Responses by Sub-LHIN Area    Household Composition   

South West LHIN 866 100.0%  Single Parent 62 7.2% 

Elgin 94 10.9%  Two Parents 206 23.8% 

Huron Perth 80 9.2%  No Children 549 63.4% 

London Middlesex 261 30.1%  Race/Ethnicity   

Norfolk 1 0.1%  White 783 90.4% 

Grey Bruce 250 28.9%  Aboriginal 16 1.8% 

Oxford 122 14.1%  Visible Minorities 32 3.7% 

Urbanicity    
Language Prefer to Receive 
Health Care 

 
 

Urban Areas 318 36.7%  English-speakers 828 95.6% 

Commute Zones 78 9.0%  French-speakers 8 0.9% 

Rural Areas 412 47.6%  
Non-Official Language 
Speakers 

9 
1.0% 

PCP Status    Education Attainment   

Have PCP 809 93.4%  High School Diploma or less 192 22.2% 

Do Not Have PCP 57 6.6%  Some Post-Secondary 111 12.8% 

Gender    Completed Post-Secondary 530 61.2% 

Male 211 24.4%  Household Income   

Female 620 71.6%  $0 to $29,999 124 14.3% 

Other 2 0.2%  $30,000 to $59,999 175 20.2% 

Age    $60,000 to $89,999 139 16.1% 

Under 35 141 16.3%  $90,000 to $119,999 101 11.7% 

35-49 185 21.4%  $120,000 to $149,999 49 5.7% 

50-64 274 31.6%  $150,000 or more 84 9.7% 

65 and Over 235 27.1%  Prefer not to answer 173 20.0% 
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In addition to the population survey, 409 health service providers (HSPs) from a variety of disciplines (e.g., 

mental health workers, non-PCP nurse practitioners, registered nurses, administrators) were surveyed in an 

open-ended format about their experiences working with primary care patients. Respondents to this survey 

work in a variety of health care settings, including primary care offices, hospitals, Community Care Access 

Centers (CCAC), long-term care (LTC) homes, addictions services, public health units, Community Support Service 

agencies, Mental Health and Addiction agencies, and other organizations. These HSPs were asked to respond to 

questions about barriers to quality primary care on behalf of the patient populations with whom they work. 

Their responses were also coded and quantified, and will be reported as a percentage of total responses (out of 

409) to provide an additional perspective on patient care. 

A total of 19 focus groups with a mixture of HSPs and members of target sub-populations were also held 

throughout the LHIN. Participants were asked a series of questions relating to their experiences accessing 

primary care for themselves or the patients they work with. Focus group questions were based on the five key 

barriers to primary care access as identified in this report; temporal, geographical, financial, communication and 

health literacy, and relationships and discrimination. Eight of the focus groups were held in London Middlesex, 7 

in Elgin, 3 in Grey Bruce, and 1 in Oxford. No focus groups were conducted in Huron Perth. Seven focus groups 

were conducted with ethno cultural populations, including two Mennonite groups (total n=7), and 5 

Francophone groups (total n=62), one of which consisted only of seniors (n=11), and one of which consisted of 

French-speaking refugees from Haiti and Africa (n=8). Two additional focus group were held with health service 

providers who work with Mennonite populations (total n=3). Two focus groups were conducted with Indigenous 

health service providers on behalf of their Indigenous patients (total n=22). One focus group with people living 

with mental illness was conducted (n=5). The remaining eight focus groups were comprised of HSPs from a 

variety of backgrounds (total n=63).  

3.7.2 Health Status of the Respondents 

In order to better understand the underlying needs of our population, we asked three questions about physical 

health, mental health, and any specific health concerns, answers of which are described in Table 3-17.  The 

results showed that the majority of respondents believe their physical health (79.8%) and mental health (84.6%) 

are good to excellent.  Respondents that do not have a PCP have lower self-rated physical and mental health 

compared to respondents with a PCP, although the differences between the two groups are not statistically 

significant. The most frequent conditions that respondents reported as having been treated for, or diagnosed 

with, were high blood pressure or hypertension (31.8%), mood disorder (23.0%), respiratory conditions (18.1%), 

anxiety disorders (17.4%), and heart and cardiovascular disease (15.1%).  A few conditions were significantly 

more prevalent among respondents without a PCP, including alcohol dependence (10.2% higher), substance use 

(4.2% higher), sensory disabilities (9.3% higher), and immune disorders (1.6% higher). Alternatively, the 

proportion of respondents who reported having been treated for or diagnosed with cancer was significantly 

higher (9.8% higher) for respondents with a PCP compared to those who do not have a PCP.  
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Table 3-17. Self-rated health status of respondents from the South West LHIN 

 
% of All 

Respondents 
(n=866) 

% of 
Respondents 

with a PCP 
(n=809) 

% of 
Respondents 
without a PCP 

(n=57) 

Self-report physical health status    

Excellent 12.7 13.0 8.8 

Very good 35.2 35.8 26.3 

Good 31.9 31.4 38.6 

Fair 14.2 14.3 12.3 

Poor 3.8 3.6 7.0 

Self-reported mental health status    

Excellent 21.0 21.4 15.8 

Very Good 33.6 34.4 22.8 

Good 30.0 29.3 40.4 

Fair 9.8 9.8 10.5 

Poor 3.1 3.1 3.5 

Self-reported identified health concerns that respondents have been 
diagnosed with or treated for    

Mental Health 32.0 32.0 33.3 

Alcohol Dependence* 2.8 2.1 12.3 

Anxiety Disorder 17.4 17.2 21.1 

Eating Disorder 4.2 4.2 3.5 

Mood Disorder 23.0 23.0 22.8 

Schizophrenia/Other Psychotic Disorder 1.0 1.0 1.8 

Substance Use* 1.4 1.1 5.3 

Disabilities* 23.9 23.0 38.6 

Developmental Disability 2.2 2.0 5.3 

Physical Disability 15.6 15.2 21.1 

Sensory Disability* 10.6 10.0 19.3 

Chronic Diseases 54.3 54.3 54.4 

Cancer* 12.7 13.3 3.5 

Diabetes 11.4 11.0 17.5 

Gastrointestinal Disorder 1.0 1.0 1.8 

Heart and Cardiovascular Disease 15.1 14.8 19.3 

High Blood Pressure or Hypertension 31.8 32.0 28.1 
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% of All 

Respondents 
(n=866) 

% of 
Respondents 

with a PCP 
(n=809) 

% of 
Respondents 
without a PCP 

(n=57) 

Immune Disorder* 0.3 0.2 1.8 

Neurological Disorder 1.2 1.2 0.0 

Reproductive Condition 0.5 0.5 0.0 

Respiratory Condition 18.1 17.9 21.1 

Stroke 2.7 2.6 3.5 

Thyroid Disease 0.3 0.4 0.0 

Other 2.5 2.6 1.8 

* Indicates a significant difference in responses between those who have a PCP and those who do not have a PCP using a 
chi-square analysis (p<0.05).  

3.7.3 Experience of the Respondents Accessing Primary Care  

To gain a better understanding of primary care experiences among the population, we asked questions about 

potential barriers they encounter when seeing primary care providers. Some people do not have PCPs and go to 

walk-in clinics or the emergency department (ED) for primary care. Our sample included 57 respondents (6.6%) 

who do not have a PCP, of which 85.3% are currently looking for a PCP.  Additionally, 52.8% of these 

respondents indicated that there was a time when they needed primary care but were unable to access it. The 

majority of participants stated that not having a PCP was the reason they were unable to access care which 

resulted in many issues, the greatest of which involves the inability to manage and follow-up with a PCP about 

recurring and chronic conditions (e.g., mental health and heart disease). Other reasons respondents were 

unable to access primary care included the lack of convenience of other options for care (e.g., walk-in clinics not 

being available close to their home), the lack of respect shown by staff in the ED, and wait times in the ED.  

Additionally, there were concerns about the long wait times for finding a PCP through a Southwest Ontario 

Aboriginal Health Access Centre (SOAHAC) and Health Care Connect. 

Table 3-18 and Table 3-19 describe the lived experiences of the sample who completed the population survey, 

including a summary of all respondents, and the respondents from each vulnerable population that have 

sufficient sample size to analyze (n>40). To interpret the table, it is important to only consider each vulnerable 

population on its own, as the purpose of this analysis is to understand the lived experiences of each group. 

Additionally, lived experiences reported from the health service provider survey will be integrated with the 

discussion about the population survey lived experiences. Full Tables detailing this data can be found in 

Appendix C.  

The majority of the respondents reported having a PCP (93.4%), of which 77.1% are seeing a family doctor, 

18.4% are seeing a nurse practitioner, and 2.5% see both a family physician (FP) and nurse practitioner (NP) 

(Table 3-18). The respondents also reported on how frequently they see their PCP. The results showed that 
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about half (47.2%) of respondents who have a PCP see them two times or fewer per year; as the frequency of 

visits increase, the proportion of respondents decreases, with 3.7% of respondents seeing their PCP more than 

12 times each year. 

Table 3-18. Lived experience with primary care providers of respondents from the South West LHIN 

 

 

% of All 
Respondents 

with a 
Primary Care 

Provider 
(n=809) 

% of 
Respondents 
from Ethno-

Cultural 
Groups with a 
Primary Care 

Provider 
(n=46) 

% of Senior 
Respondents 
65 Years and 
Over with a 

Primary Care 
Provider 
(n=226) 

% of Rural 
Respondents 

with a 
Primary Care 

Provider 
(n=405) 

% of Low SES 
Respondents 

with a 
Primary Care 

Provider 
(n=174) 

Type of Primary Care Provider      

Family Physician 77.1 85.7 72.1 67.2 73.0 

Nurse Practitioner 18.4 9.5 22.1 28.1 20.7 

Family Physician & Nurse 
Practitioner 2.5 2.4 3.1 3.7 4.0 

Other 2.0 2.4 2.7 1.0 2.3 

# of Times Visiting a Primary Care 
Provider per Year      

Never 4.6 7.1 2.7 4.0 5.2 

1 to 2 times 42.6 45.2 33.6 41.5 33.3 

3 to 6 times 39.6 40.5 46.5 40.0 41.4 

7 to 12 times 8.7 7.1 14.6 9.4 13.8 

More than 12 times 3.7 0.0 2.2 4.7 6.3 

# of Days to Wait for an 
Appointment      

Same or next day 23.0 31.0 27.9 23.0 24.7 

Within 7 days 47.8 38.1 47.8 49.1 46.6 

More than 7 days 27.9 31.0 23.9 26.9 28.2 

PCPs Limit # of Issues to Discuss at 
an Appointment      

Yes 18.3 26.2 14.6 11.9 17.8 

No 60.7 40.5 65.5 64.9 59.8 

Do not know 17.2 21.4 14.2 18.8 15.5 

Note: Data for the Indigenous population was not included in this table due to an insufficient number of responses to the 
population survey. 
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Respondents to the population survey were asked 22 questions about barriers they face in accessing quality 

primary care, results of which are found in Table 3-19. Questions were framed as Likert-scale questions, with 

responses ranging from Strongly Disagree to Strongly Agree. This report refers to each barrier by indicating the 

percentage of respondents who indicate the barrier impacts their ability to access quality primary care.  

Respondents were also asked to provide further details about their lived experiences with these barriers in an 

open-ended question; 168 of 808 total respondents, or 20.8%, completed this question. Responses to these 

questions were coded and quantified, and will be reported throughout this document as a percentage of total 

responses (out of 808) and as select direct quotations to provide further context and detail. 8.9% of population 

survey respondents identifies that their PCP does not help them to effectively manage their physical and mental 

health. Although few respondents feel their health is not being effectively managed, there are several other 

barriers the population faces in accessing quality primary care, including the timing of appointments, 

geographical accessibility, financial accessibility, health literacy, and poor relationships between patients and 

PCPs. 

The timing of appointments is the greatest barrier reported by respondents when attempting to access primary 

care. The most commonly reported issue is having to wait too long when booking a primary care appointment, 

with 25.3% of the general population and 40.1% of HSPs reporting this as a major issue. When asked specifically 

about the length of time they have to wait, 23.0% of all respondents reported that they could get an 

appointment the same or next day, while the majority had to wait 2 to 6 days (47.8%), or more than a week 

(27.9%) before being able to see their PCP.  In the open-ended survey question, many respondents reported 

having to wait between 1-6 months to see their PCP.  The length of time a patient has to wait to get an 

appointment to see their PCP is compounded by the fact that 20.6% of the general population and 24.9% of 

HSPs stated that the office hours of their PCP do not fit their schedule, with 7.4% of the general population and 

11.0% of HSPs specifically requesting more evening and weekend office hours. Once at the appointment, 13.0% 

of respondents expressed concerns with not having enough time to talk about their issues with their PCP, which 

is especially problematic for the 18.3% of respondents whose PCP has a policy of limiting the number of 

concerns they can discuss during an appointment. One respondent mentioned this lack of time with his PCP, 

noting “I know [they are] very busy so it's hard not to feel rushed when I go to visit [my PCP]”. In addition, 23.0% 

of HSPs reported that their clients lack sufficient time to address their concerns during appointments with their 

PCP.  One CCAC case manager stated, “I have heard that many patients feel rushed during their appointments 

and feel as though many issues are overlooked”. 

Geographic accessibility is another major barrier to accessing primary care as respondents who live a long 

distance from their PCP may have difficulty getting to appointments. Many respondents stated that their PCP is 

not located a convenient distance from their home or work (18.4%) and they have difficulty getting to their PCP 

for appointments (12.9%). This percentage aligns with the geographical accessibility analysis which shows that 

while there is fairly equal access to PCPs across the South West LHIN, there are gaps where people will be 

required to travel longer in order to visit PCPs, especially in rural areas. It is important to note that although an 

individual may have high access to PCPs within their region, their particular PCP may be far from their home; 

many respondents noted a lack of available PCPs in their immediate area.  
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An additional 37.7% of HSPs cited distance between their clients’ home or work and their PCP as a major 

challenge to access, and 27.1% cited a lack of accessible transportation, including challenges with booking 

specialized medical transportation such as Paratransit, and inadequate public transportation. Patients noted 

that distance acts as a barrier in more ways than just additional travel time, including the inability to travel due 

to poor weather, difficulty travelling with children, and an inability to travel due to physical disability or illness. 

The barriers of distance and weather are amplified for certain sub-groups of the population such as Mennonites 

and the Amish; one public health nurse noted that “the distance to [primary care] is beyond the comfortable 

reach of a horse and buggy”. 

Financial accessibility is closely tied to both the timing of appointments and geographic accessibility of a PCP to 

their patients, as many of the financial barriers identified in the literature are a result of timing of appointments, 

distance, and/or transportation. Many respondents specifically noted the cost of transportation (including gas, 

bus/cab fare, and parking) and child care when visiting PCPs as barriers to access. 23.1% of population 

respondents also identify that they are unable to take time off work to attend primary care appointments, and 

22.2% of HSPs cited this as a challenge for their clients. One wrote, “My doctor's office hours do not work well 

with my work schedule. I am forced to take time off work to see my doctor, and I do not have any benefits or 

paid time away from work, so I lose income when I go to an appointment.” Some respondents also mentioned 

costs associated with the receipt of care itself, such as being prescribed name-brand medications when they lack 

drug coverage, or being charged fees by their PCP for things such as doctor’s notes, prescription renewals, or 

cancelled appointments. 

Health literacy and communication are not major concerns for most respondents. The most frequently cited 

barrier is that their PCP does not supply them with the resources and education needed to understand their care 

plan (10.0%). Fewer than 10% of respondents identified other health literacy barriers, and the most frequent 

open-ended response from HSPs in this category (24%) is that their clients have good literacy and experience 

good communication, suggesting that respondents have PCPs that provide enough information to them so that 

they understand their health. 

While not frequently cited, there are a few specific issues mentioned in open-ended questions by the 

respondents. For example, 4.5% of population survey respondents and 9.3% of HSP respondents mentioned 

having challenges with poor bedside manners from PCPs. 1.9% of population respondents and 7.6% of HSP 

respondents mentioned difficulty booking appointments with PCPs (e.g., phones only answered during certain 

windows of time, no ability to leave voicemails, confusing automated phone systems). 2.0% of population 

respondents and 10.0% of HSP respondents mentioned a need for increased support for health system 

navigation for patients. 0.9% of population respondents and 14.4% of HSP respondents mentioned difficulties 

communicating due to language barriers.    

Poor relationships with PCPs are not a major concern for most respondents; of the 9 Likert-scale questions 

asked about relationships with PCPs, no single question received more than 7.7% of respondents who identified 

it as an issue. Nevertheless, certain sub-groups of the population report higher rates of concerns with their 

relationships with their PCPs, and many respondents provided more detailed explanations of their concerns in 
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the open-ended question responses. The most frequently mentioned reasons for poor relationships were poor 

bedside manner (e.g., unprofessional behavior, impersonal care, lack of respect) and discrimination (e.g., 

labelling, stigma, judgement) based on a variety of factors: race, religion, culture, gender, age, mental illness, 

physical disability, substance use, poverty, lifestyle choices, and appearance.  

Table 3-19. Barriers to accessing quality primary care for respondents from the South West LHIN 

% of respondents with PCPs who 
disagree with the following 
statements about accessing 
quality primary care 

% of All 
Respondents 

with a 
Primary Care 

Provider 
(n=809) 

% of 
Respondents 
from Ethno-

Cultural 
Groups with a 
Primary Care 

Provider 
(n=46) 

% of Senior 
Respondents 
65 Years and 
Over with a 

Primary Care 
Provider 
(n=226) 

% of Rural 
Respondents 

with a 
Primary Care 

Provider 
(n=405) 

% of Low SES 
Respondents 

with a 
Primary Care 

Provider 
(n=174) 

My primary care provider helps 
me to effectively manage my 
physical and mental health. 

8.9 15.2 7.5 5.7 8.0 

Timing of Appointments      

I do not have to wait too long 
when booking an appointment 
with my primary care provider. 

25.3 34.8 19.5 23.2 21.8 

I have enough time during 
appointments with my primary 
care provider to talk about all of 
my concerns. 

13.0 28.3 10.6 8.6 14.4 

My primary care provider has 
office hours that fit my schedule. 

20.6 30.4 8.4 18.0 13.2 

Geographical Accessibility      

I have no difficulty traveling to 
my primary care provider’s office 
for appointments. 

12.9 17.4 8.8 9.4 13.2 

My primary care provider is 
located within a convenient 
distance from where I live or 
work. 

18.4 26.1 11.5 13.1 10.9 

Financial Accessibility      

I can afford to take time off work 
to attend primary care 
appointments. 

23.1 28.3 4.4 20.2 19.5 

My primary care provider takes 
my ability to pay into 
consideration when prescribing 
medications or recommending 
services 

8.0 17.4 6.6 5.4 5.7 
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% of respondents with PCPs who 
disagree with the following 
statements about accessing 
quality primary care 

% of All 
Respondents 

with a 
Primary Care 

Provider 
(n=809) 

% of 
Respondents 
from Ethno-

Cultural 
Groups with a 
Primary Care 

Provider 
(n=46) 

% of Senior 
Respondents 
65 Years and 
Over with a 

Primary Care 
Provider 
(n=226) 

% of Rural 
Respondents 

with a 
Primary Care 

Provider 
(n=405) 

% of Low SES 
Respondents 

with a 
Primary Care 

Provider 
(n=174) 

Paying for childcare does not 
prevent me from seeing my 
primary care provider. 

5.1 17.4 3.1 3.7 5.2 

Paying for transportation and 
parking do not prevent me from 
seeing my primary care provider. 

8.2 6.5 4.9 5.4 8.0 

Health Literacy & Communication      

My primary care provider 
explains things in a way that is 
easy to understand. 

5.8 13.0 4.4 4.7 7.5 

My primary care provider speaks 
in my preferred language. 

2.8 21.7 3.5 1.2 1.7 

My primary care provider 
supplies me with the resources 
and education I need to 
understand my care plan. 

10.0 26.1 6.6 6.2 10.9 

Relationships with PCPs      

I am treated with respect when I 
visit my primary care provider. 

3.5 6.5 3.5 2.2 2.9 

I feel that I can speak honestly to 
my primary care provider. 

7.2 19.6 4.9 5.2 6.3 

I have never been hurt, 
threatened, or made to feel 
unsafe by my primary care 
provider. 

3.0 6.5 3.1 1.5 4.0 

I know that I will not be judged 
when I visit my primary care 
provider. 

7.5 15.2 5.3 4.7 6.3 

I trust that my personal 
information will be kept private 
when I visit my primary care 
provider. 

3.6 6.5 2.2 3.5 3.4 

My primary care provider always 
makes sure I know what to 
expect during treatments and 
procedures. 

7.7 17.4 5.8 4.9 6.9 
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% of respondents with PCPs who 
disagree with the following 
statements about accessing 
quality primary care 

% of All 
Respondents 

with a 
Primary Care 

Provider 
(n=809) 

% of 
Respondents 
from Ethno-

Cultural 
Groups with a 
Primary Care 

Provider 
(n=46) 

% of Senior 
Respondents 
65 Years and 
Over with a 

Primary Care 
Provider 
(n=226) 

% of Rural 
Respondents 

with a 
Primary Care 

Provider 
(n=405) 

% of Low SES 
Respondents 

with a 
Primary Care 

Provider 
(n=174) 

My primary care provider 
includes me in decisions about 
my care as much as I want to be. 

5.4 17.4 4.0 4.2 5.7 

My primary care provider treats 
me fairly regardless of my race or 
ethnic background. 

1.4 2.2 1.8 0.5 2.9 

My primary care provider 
understands my cultural needs. 

2.8 19.6 2.7 1.0 5.2 

Note: The Indigenous population did not have sufficient sample size from the population survey to be included in this 
table. 

3.7.4 Experience of the Vulnerable Populations 

Indigenous Population.  The limited data provided by respondents who self-identified as Aboriginal in the 

population survey (n=16), HSP survey (n=2), and focus groups (n= 2), cannot fully explain the experiences 

Indigenous people have when accessing primary care. As a result, the qualitative data provided by the surveys 

and focus groups will be combined with other recent research that has been conducted on Indigenous access to 

primary care, which has identified several key barriers experienced by Indigenous populations within the South 

West LHIN.  

Indigenous populations experience barriers related to the timing of appointments, with timely access to primary 

care being a major barrier cited by past research reports, particularly long wait times for appointments, and long 

wait times to find a new PCP. Concerns regarding wait times for appointments were mentioned by several of our 

respondents, including one HSP who works with Indigenous patients: “Some patients have reported waiting over 

1.5 weeks to see their physician once their appointment has been made.” An inability to find a PCP was 

frequently mentioned by Indigenous respondents. One respondent wrote, “I applied for my spouse and I for a 

family practitioner on the Care Connect website and we waited 3 years with no response”, while another wrote 

that “the waitlist…was too long”. A focus group participant also mentioned that in their area, “some people have 

waited ten (10) years to find a family physician”, while one HSP from the same region explained that “if 

clients/patients [are] seen by another Practitioner (such as a SOAHAC NP), they are fired by their Physician as 

shared care is frowned upon in this area.” 

Indigenous residents of the South West LHIN have been found to have various barriers to geographical 

accessibility, including a lack of PCPs in their areas, distance to their PCPs, and a lack of transportation. One 

focus group participant mentioned a logistical challenge specific to those living on reserve: “when primary care 
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is located on another reserve, transportation is not covered for cross-reserve travel”. Geographical barriers are 

especially challenging for Indigenous patients who live in rural areas; as one rural Indigenous respondent wrote, 

“there is NO public transport up here and NO funding from anyone to help with this”, while another wrote that 

“I have to drive out of town by highway for at least twenty minutes to see a doctor/nurse practitioner…there are 

appointments cancelled due to highway driving conditions in winter”. 

Financial accessibility may also pose a problem for Indigenous populations as they are more likely to have low 

SES than the general population. One HSP writes about one of the financial challenges unique to Indigenous 

patients: “PCPs will give clients/patients prescriptions that are not covered by Non-Insured Health Benefits 

[NIHB] and will not assist in speaking with NIHB to explain the need for either the medication/equipment, 

leaving the client to figure it out on their own.” Other responses demonstrate how multiple financial strains can 

accumulate for low income Indigenous patients. One focus group participant wrote that it is “difficult to take 

time off work in the middle of the work day to travel to an appointment …to find child care, transportation, and 

from time-to-time, funds to purchase meals and drinks throughout the day”. 

Past studies within the South West LHIN have shown that the Indigenous population in the South West LHIN 

experience communication barriers and poor relationships with PCPs. In particular, the Indigenous population in 

the South West LHIN generally has low access to PCPs that provide culturally safe practices. One respondent 

wrote that PCPs “need to understand the history of First Nations People’s and their struggles”, and suggested 

that it may be helpful “for Primary Care Providers to take the Indigenous Cultural Sensitivity Training”. Past 

reports have also mentioned the need to make space for traditional medicine and alternate healing in Western 

medicine. One respondent wrote that “primary health providers need to strongly consider the blend of 

alternative meds and traditional meds,“ while a HSP wrote that “patients have expressed that they want to use 

Traditional Medicines, but are intimidated by their Primary Care Provider and won’t bring it up”. Findings from 

past studies have also indicated a lack of trust in health care providers, and experiences of racial discrimination. 

One respondent wrote, “As a light-skinned First Nations woman, I absolutely get better care…but I have friends 

and family who have been treated poorly and racially discriminated against in the same office.” Participants in 

one focus group discussed “feel[ing] very unwelcome”, and hearing “openly discriminating remarks” including 

having PCPs “assuming they are drunk or high”. Another respondent wrote of the poor relationships they have 

had with PCPs, ending with a poignant reminder that “you should be able to trust your family physician and you 

should be able to have a good rapport”.  

Ethno-cultural Groups and Recent Immigrant Populations. Ethno-cultural groups and recent immigrants make 

up 5.7% of total respondents to the population survey. Among this group of respondents, 91.7% have a PCP 

(85.7% with FP, 9.5% with NP, and 2.4% with both), which is slightly lower than the overall average across all 

survey respondents (93.4%). The majority of these respondents (52.3%) see their PCP two or fewer times per 

year. Of all sub-populations, ethno-cultural groups reported facing the most barriers to accessing quality primary 

care; for 17 out of 22 of the survey questions related to barriers, rates of disagreement are higher among 

respondents who belong to one of the vulnerable ethno-cultural groups in the South West LHIN.  As a result of 

these barriers, the proportion of respondents from ethno-cultural groups who believe their physical and mental 
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health is not being effectively managed (15.2%) is higher than the proportion of the general population who 

responded the same way (8.9%). 

Ethno-cultural populations indicate that the timing of appointments is the biggest barrier to accessing primary 

care, with a quarter of respondents indicating that each of the three barriers are concerns for them, including 

office hours that do not fit their schedule (30.4%), not having enough time to talk about all of their problems 

(28.3%), and having to wait too long when booking an appointment (34.8%). Many respondents (26.2%) indicate 

that their PCPs limit the number of issues that can be discussed at an appointment, which may make 

appointments less productive for patients and make them feel that they do not have enough time during 

appointments. Having to wait too long when booking an appointment is supported by the 38.1% of respondents 

who indicate they have to wait two to seven days before getting an appointment or the 31.0% who have to wait 

more than seven days to get an appointment with their PCP. 

Geographical accessibility is also a major concern among respondents from ethno-cultural groups, with primary 

care providers not being located within a convenient distance from home or work (26.1%). 17.4% of these 

respondents indicated that they have difficulty travelling to their PCP. Among HSPs, those who work with ethno-

cultural groups were the most likely to report poor geographic access to both PCP offices and walk-in clinics. In 

addition, both HSPs who work with ethno-cultural groups and ethno-cultural respondents themselves were the 

most likely to cite affordable transportation as one of their biggest needs. Combined, the geographical 

accessibility barriers show that simply having a PCP does not mean they are easy to get to, as many people do 

not see the PCP who is geographically closest to them. Ethno-cultural groups may have even more difficulty 

finding PCPs close to them because they may be looking for someone that speaks their language or understands 

their cultural needs, thus making the commute to their PCP longer than for the general public. 

Three of the four financial accessibility barriers contribute to not receiving quality primary care (>10%). This 

suggests that ethno-cultural groups may have greater financial concerns compared to the general public. Among 

HSPs, those who work with ethno-cultural groups were almost twice as likely as the overall average to report 

financial barriers to access (27.8% vs. 14.2%). Being unable to afford to take time off work for appointments 

(28.3%), not being able to pay for transportation and parking (17.4%), and PCPs not taking ability to pay into 

account when prescribing medicine or services (17.4%) have higher proportions of being identified as issues 

compared to the general respondents.  

Financial costs also arise for recent immigrants who lack provincial health insurance. As a focus group participant 

from London Middlesex stated, “Many newcomers who do not have OHIP find [accessing health care] very 

difficult”, while another Francophone focus group participant commented that “services to refugees have been 

cut”. A public health nurse from Grey Bruce who works with Old Order Mennonite and Amish people also 

mentioned that, “Many (shall I say most) of these communities do not have OHIP and therefore bear the burden 

of fee for service both at the doctor's office and at the local hospitals.” Ethno-cultural respondents to the open-

ended question were also more likely to report difficulties paying for prescriptions (4.1%) than the overall survey 

sample (0.5%), as were HSPs who work with ethno-cultural groups (22.2% vs 20.5%). 
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Respondents from ethno-cultural groups have identified health literacy and communication as a barrier to 

quality primary care. Not having a PCP speak their language may be one of the biggest barriers to health literacy, 

with 37.8% of respondents indicating they prefer to receive care in a language other than English. 21.7% of 

respondents reported that their PCP does not speak their preferred language, with 12.2% of ethno-cultural 

respondents and 50.0% of HSPs who work with ethno-cultural groups mentioning that language barriers play a 

role in the ability to access health care in general. This is significantly higher than the overall average of 0.9% for 

all population respondents and 14.4% of all HSP respondents. Ethno-cultural respondents also reported issues 

surrounding poor communication by the PCP, such as ensuring patients understand their care plan (26.1%), and 

explaining things in a way that is easy to understand (13.0%). Ethno-cultural respondents were also more likely 

to mention difficulty booking appointments than all survey respondents (4.1% vs. 1.9%), as were HSPs who work 

with ethno-cultural groups (11.1% vs 7.6%). One focus group participant suggested that offices should “have 

voice messages in German – Aylmer has significant German-speaking population”, while another participant 

mentioned that they “don’t usually leave a message because of language barrier”. 

Having a poor relationship with your provider is one of the most common concerns from the literature 

pertaining to ethno-cultural populations. In fact, ethno-cultural is the only vulnerable population where having 

any barriers involving poor relationships are an issue for greater than 8% of the vulnerable population 

respondents. When ethno-cultural populations seek out primary care, the individual may feel like they are 

treated poorly because of their ethno-cultural status. The findings of the survey showed that 19.6% of 

respondents are not having their cultural needs met by their PCP. Another common concern among members of 

ethno-cultural groups is that they feel they are not treated with respect which results in a lack of trust with their 

PCP. This is supported by our findings, where 19.6% of respondents from ethno-cultural groups feel they cannot 

speak honestly with their PCP (compared with 7.2% of all respondents), 15.2% feel judged by their PCP 

(compared to 5.4% of all respondents), and 15.6% feel they are not treated with respect by their PCP (compared 

with 3.5% of all respondents). One Francophone focus group participant said that there is sometimes a “lack of 

respect and compassion from [PCPs] to francophone patients that don’t communicate well in English”. 

Additionally, ethno-cultural respondents do not feel their PCP includes them in their decisions about their care 

(17.4%) and do not make sure they know what to expect during treatments and procedures (17.4%). One 

Francophone HSP who participated in a focus group said that “some [patients] prefer to not see the doctor at all 

if they don’t have someone that can help translate”. 

Senior Populations. Seniors represent 27.1% of the respondents to the population survey.  4.8% of senior 

respondents do not have a PCP, and of those 95.2% that do have a PCP, 72.1% have a FP, 22.1% have a NP, and 

3.1% have both. There is a higher proportion of senior respondents seeing their PCP three to six times and fewer 

seeing their PCP one to two times per year compared to all respondents, which is likely due to the health 

concerns that compound as people age. 7.5% of seniors believe their PCP does not help them effectively 

manage their physical and mental health. This corresponds with finding that only three of the 22 potential 

barriers listed on the survey have more than 10% of seniors identifying them as being issues for them accessing 

quality primary care. Overall, it appears that the senior population receives quality care from their PCPs 

compared to the general respondents. 
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Barriers surrounding the timing of appointments for seniors remain a concern, with 19.5% of the population 

indicating they have to wait too long before seeing a PCP; however, 23.9% of seniors report that they wait more 

than seven days to see their PCP and another 47.8% can normally see their PCP within 7 days. This contradiction 

may be due to seniors having regularly scheduled appointments to manage their health issues which are booked 

in advance (i.e., more than seven days in the future). Once at an appointment, 10.6% of senior respondents 

indicate they do not have enough time to discuss all of their issues, which is lower compared to the general 

respondents and other vulnerable populations. This is consistent with the relatively low percentage of seniors 

(14.6%) who are limited by their PCP in the number of issues they can discuss. Limited appointment times may 

be especially problematic for seniors as they typically have more chronic health concerns than the general 

population. As one respondent wrote, “My doctor will deal with only one item at a time. Being a senior on 

medications, there is always more than one concern at a time.”  

Seniors in the South West LHIN also experience barriers to geographical accessibility. 11.5% of senior 

respondents indicated that the distance between their home or work and their PCP is too far, and while only 

8.8% of seniors have trouble accessing transportation to their PCP, a higher than average proportion of seniors 

specifically mentioned transportation barriers in the open-ended portion of the survey. Seniors specifically 

mention challenges related to their own physical mobility in regards to travelling to their PCP; availability of 

specialized transportation such as Paratransit, difficulty driving when sick or in poor weather, and loss of licence 

due to age all present barriers for seniors. One participant spoke of having serious challenges accessing primary 

care because they are “a senior who does not drive and cannot physically access public transit”. Another senior 

spoke of the need for home visits for “geriatric patients…[who have] high needs and limited mobility”. 

While senior respondents reported good financial access to their PCPs, many reported challenges with health 

literacy and communication. Of the 3 Likert-scale questions about literacy and communication, seniors reported 

higher than average problems with language barriers (3.5% vs 2.8%). However, on the open-ended question, 

more seniors mentioned the need for increased health literacy support for patients (1.9% vs 1.1%), including the 

need for more system navigation support for seniors who access multiple health services, as well as increased 

time for explanations of their care plan from their PCP. HSPs who work with senior populations frequently 

mentioned the need for their clients to bring an escort to appointments to help them understand and 

remember complex care plans (8.9% vs 5.1% of all respondents). However, 3.6% of HSPs who work with seniors 

noted that this sometimes results in the patient being disregarded; as one senior support worker noted, 

“sometimes the doctors will ignore communication with the client and only engage with the support staff”. 

Seniors also experienced poor relationships with PCPs. In the open ended questions, 6.6% of seniors specifically 

reporting poor relationships with their PCP. Specific concerns included ageism, discrimination based on chronic 

health concerns, and a lack of accommodation for disabilities. One senior made a request for “quality doctors 

who understand geriatric needs and are willing to treat seniors in the same caring fashion that they would treat 

a much younger patient”. A blind senior noted that their “primary care provider does not have access to 

alternative format information [for the blind]”, while another senior who uses a wheelchair complained of 

“several physicians’ offices that do not have access or wheelchairs or walkers”.  
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Rural Populations. Respondents living in rural areas make up 47.6% of the sample for the population survey.  

1.7% of rural respondents do not have a PCP. Of the 98.3% (which is the highest among any vulnerable 

population) that do have a PCP, 67.2% have a FP, 28.1% have an NP (which is the highest among any vulnerable 

population), and 3.7% have both. The frequency with which these respondents see their PCPs mirrors all 

respondents. As with the senior population, a high proportion of respondents report that their PCPs help them 

manage their physical and mental health (94.3%).  

The timing of appointments is a barrier among all populations, but as with seniors, a smaller proportion of rural 

populations identify timing as being a concern compared to all respondents. This is despite the fact that there 

are no differences in the number of days respondents needed to wait for an appointment (23.0% same or next 

day, 49.1% within 7 days, 26.9% more than 7 days). 18.0% of respondents’ PCPs do not have office hours that fit 

their schedules.  This is lower than the overall average of 20.6% of respondents whose PCPs do not offer office 

hours that fit their schedules. The one timing barrier that is less frequently identified as a concern is having 

enough time to talk about all concerns during an appointment (8.6%). This aligns well with the fact that 11.9% of 

rural respondents report that their PCP limits the number of issues they can discuss at an appointment. 

Rural respondents identified geographical accessibility as a barrier, which is expected due to the relative 

clustering of health services in urban areas. 13.1% of respondents identify that their PCP is not located within a 

convenient distance from where they live or work. As one rural HSP from Huron Perth wrote, “Transportation is 

huge for our community, which is primarily rural. My clients would prefer to see a PCP closer to their homes”. 

These findings lend additional support to the issues of timing that were identified previously, where office hours 

may not fit the schedule of rural residents. This is especially the case where people live, work, and have a PCP in 

three completely different places (e.g., live in Milverton, work in Stratford, and see a PCP in Listowel); as one 

survey respondent said, “I work outside of the community in which I live, and am not able to get back to the 

community in which my physician practices during office hours”. The added distance between rural residents 

and their PCP’s offices also makes travel more precarious during inclement weather. As one respondent wrote, 

“My primary care provider is an hour drive away. In the winter there are many days that I cannot drive there due 

to closed roads or very poor visibility. I am not able to get a provider in my town.”  

One component of financial accessibility, directly related to geographical accessibility, was also found to be a 

barrier related to accessibility PCPs by 20.2% of the population: I cannot afford to take time off work to attend 

primary care appointments. Rural respondents reported better than average health literacy and relationships 

with PCPs compared to the South West LHIN as a whole. 

People with Low Socioeconomic Status (SES). The low SES populations represent 22.2% of total respondents to 

the population survey, 90.2% of whom have a PCP (73.0% with FP, 20.7% with NP, and 4.0% with both), which is 

somewhat lower than the overall average across all survey respondents (93.4%). The frequency with which 

these respondents see their PCPs is similar to the pattern seen across all respondents, but there are increases in 

the higher frequencies of visits with a PCP: 6.3% of low SES respondents see their PCP more than 12 times; 

13.8% see their PCP 7 to 12 times; and 41.4% see their PCP 3 to 6 times. Of all sub-populations, those with low 

SES are among the highest proportions of respondents who believe their PCP does not help them to effectively 
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manage their physical and mental health (8.0%). There are 7 of the 22 potential barriers that more than 10% of 

low SES respondents identify as being a barrier to accessing quality primary care, many of which are related to 

the financial limitations associated with having low SES.  

Timing of appointments is one of the greatest concerns among respondents with low SES. 21.8% identify that 

they have to wait too long to book an appointment, 14.4% indicate they do not have enough time to talk about 

their concerns during an appointment, and 13.2% stating the office hours do not fit their schedules. Both the 

number of days needed to wait for an appointment and the number of issues discussed at an appointment are 

consistent with the proportions reported for the general respondents. Thus any differences between low SES 

and the general respondents may be driven by other factors, such as financial and geographic barriers to 

accessing quality primary care. Challenges related to taking time off work were frequently mentioned by low SES 

respondents in the open-ended portion of the survey. One respondent noted that they “work shift work and 

[are] unable to take appointments during work hours”. 

The geographical accessibility barriers to accessing quality primary care are also a concern for low SES 

respondents. On the open-ended survey questions, both low SES respondents and HSPs who work with low SES 

populations reported higher than average challenges with geographical access to primary care, including a lack 

of PCPs in their area, distance between home/work and their current PCP, and a lack of transportation. 10.9% of 

respondents reported that their PCPs were located far from their home and work, and 13.2% reported having 

difficulty travelling to a PCP office. Further examples of this come from an HSP who works with low income rural 

populations at a Community Health Center (CHC): “The CHC has a variety of outreach locations which helps with 

distance, however, we cannot provide all services at each outreach location so this still presents barriers. 

Transportation is a significant barrier to accessing primary care and all health and social services”.  

The findings from geographical accessibility is consistent with respondents reporting that they face difficulties 

with financial accessibility, in which they are unable to afford the cost of transportation (8.0%) or to take time 

off work to attend appointments (19.5%). Many minimum wage jobs do not have benefits or paid personal days 

that allow people to go to an appointment with their PCP. As one low-SES respondent wrote, “I don’t get paid if 

I’m not at work, so I try to schedule appointments for days off”, while another wrote, “It is hard financially to 

take time off work to go to the Doctor during their office hours”. In the open-ended portion of the survey, low 

SES respondents also reported many challenges with the additional costs associated with accessing primary 

care, including the cost of child care, the cost of prescriptions, the cost of non-OHIP insured services, and the 

cost of following through on recommendations such as healthy eating and physical activity. One HSP who works 

with low-income patients wrote, “For individuals who identify as low income but do not qualify for government 

assistance with health care related costs (medication, physio, counseling, chiro, etc.) they often choose to go 

without these important services. This is detrimental to the treatment plan that was recommended by their 

physician who did not consider the cost of the treatment when the referral/prescription is made.” 

Health literacy and communication is also more of a challenge for respondents with low SES than the general 

population, which may be due to lower levels of education. 10.9% of low SES respondents reported that their 

PCP does not provide adequate education to understand their care plan, and 7.5% report that their PCP does 
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not explain things in a way that is easy to understand. One low SES respondent wrote, “I do not feel comfortable 

with my doctor, they talk in a manner that is too clinical with…long drawn out explanations”. A higher than 

average proportion of HSPs who work with low SES groups reported that their clients feel unheard and excluded 

from decisions (20.7% vs 14.9% of all respondents) and experience challenges navigating the health system 

(17.2% vs 7.8% of all respondents). One HSP who works with low income populations wrote, “We work with 

clients who have varying levels of education and language understanding so I find it's important to tailor 

information (i.e., health advice, diagnosis, interpretation of test results) to the client's level of understanding 

and to clarify if they understand or have questions about what has been communicated”.  

Respondents with low SES also reported experiencing poor relationships with PCPs. These respondents 

reported dissatisfaction with their relationships with PCPs, including trust and privacy, feeling safe with one’s 

PCP, being treated fairly regardless of race/ethnicity, and having one’s cultural needs understood. Among the 

open-ended survey responses, low SES respondents and HSPs who work with them reported more experiences 

with various types of stigma and discrimination than general respondents, including discrimination due to race, 

culture, mental illness, substance use, appearance, poverty, and language differences. One HSP wrote, “I feel 

low income individuals, through appearance or their behaviour, are often not provided with the same level of 

care or support”, while a mental health and addictions HSP from London Middlesex wrote that “With our mental 

health clients, stigma is always a big issue.  At times, it is difficult to obtain doctor's support in applying for ODSP 

[the Ontario Disability Support Program] due to stigma related to mental health and addictions issues”. 3.4% of 

low SES respondents also reported fears of losing their PCP due to missed appointments, non-compliance with 

care plans, or strained relationships with PCPs. One focus group participant said that they are “made to feel 

grateful for having a doctor at all”, and an HSP who works with low SES populations reported that “many times 

our clients have lost a GP due to inability to attend all appointments”. A CHC shared, “I think that regardless of 

race, socioeconomic status, previous/current health concerns, age, gender, etc. everyone is entitled to equitable 

health care and that all health care providers should be expected the share the load of the "easy client" and the 

"high needs client". 

 Lived Experiences of Primary Care Providers 

3.8.1 Characteristics of the Primary Care Provider Respondents 

Between December 2015 and January 2016, a survey was available to primary care providers (PCPs) across the 

South West LHIN region to assess their experiences with providing primary care to the general population as 

well as the vulnerable populations detailed in this report. Further details on the content and methodology of the 

survey can be found in Section 2.6. As seen in Table 3-20, the PCP survey was completed by 84 physicians and 16 

nurse practitioners, which represents 16.2% of the 617 PCPs who practice within the LHIN (Please Note: n = 

number of PCP who responded and N = total number of PCPs). Survey participation rates were highest among 

PCPs who practice in the Elgin and Huron Perth sub-LHIN areas: 40% of all PCPs in Elgin and 27.7% of all PCPs in 

Huron Perth completed the survey.  The sample of survey respondents is well-distributed across age and gender. 

As expected, the majority of respondents practice in urban areas (59.0%). The majority of survey respondents 

self-reported as being White, born in Canada, and provide care only in English. Small proportions of the survey 
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respondents self-reported as being immigrants, visible minorities, and PCPs who practice medicine in languages 

in addition to English. 

A series of five PCP engagement sessions were also held across the South West LHIN from November to 

December 2015 in order to more fully understand the strengths and challenges of primary care in the region. 

Engagement sessions were held in London, St. Thomas, Ingersoll, Mitchell, and Owen Sound, with a total of 116 

primary care provider participants (80.2% physicians, 19.8% NPs). Themes identified during these sessions will 

be discussed as they arise in discussion of survey analysis.   

Table 3-20. Sample characteristics of primary care provider respondents from South West LHIN 

 
# of Total 

Responses 
% of Total 
Responses   

# of Total 
Responses 

% of Total 
Responses 

Sample Size [n (N)] 100 (617) 16.2%  Age   

Sub-LHIN Area [n (N)]    Under 35 10 10.5% 

Elgin 16 (40) 40.0%  35-49 42 44.2% 

Huron Perth 28 (101) 27.7%  50-64 37 38.9% 

London Middlesex 30 (312) 9.6%  65 or older 6 6.3% 

Grey Bruce 16 (108) 14.8%  Location of Birth   

Oxford 10 (56) 17.9%  Born in Canada 81 86.2% 

Urbanicity    Born Outside of Canada 13 13.8% 

Urban Areas 59 59.0%  Race/Ethnicity   

Commute Zones 15 15.0%  White 76 80.0% 

Rural Areas 26 26.0%  Aboriginal 4 21.1% 

Profession    Visible Minority 15 5.3% 

Physician 84 84.0%  Languages they provide care   

Nurse Practitioner 16 16.0%  English Only 81 80.2% 

Gender    English & French 13 12.9% 

Male 43 46.2%  
English & Non-Official 
Language(s) 7 6.9% 

Female 50 53.8%       

3.8.2 Characteristics of the Practice 

The majority of PCP respondents (64.3%) work in team-based practices, such as a Family Health Team (FHT), 

Community Health Centre (CHC), and Nurse Practitioner Led Clinics (NPLC). The PCPs have an average of 1,375 

patients, ranging between 159 and 5,000 rostered patients. This suggests that the amount of time spent in a 

practice seeing patients is significantly different between practices. Similarly, the number of appointments a PCP 

has in a week ranges between 18 and 160 patients (average=82 patients). A closer look at the number of hours 

spent on professional tasks outside of the family practice reveals that PCPs split their time between primary care 
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and other tasks. In fact, a typical PCP in our sample spends an average of 10.5 hours per week (median=8 hrs) on 

non-practice related work (e.g., emergency department and specialist duties), a quarter of whom spend more 

than 20 hours per week on work outside of their practice. The actual ratio of PCPs to the population may be 

lower than the reported estimates due to PCPs spending less than a full time equivalent in the primary care 

setting. Additionally, approximately 8.1% of the PCP surveys from the South West LHIN see scheduled patients 

during their ED hours.  

Given the wide range of roster sizes help by PCPs in the South West LHIN, it is expected that not all PCPs have 

the same capacity to accept new patients in their practice. The survey questioned PCPs about their ability to 

accept new patients: only 11.1% of PCPs reported that they are actively accepting new patients, while 15.2% 

stated they are not accepting new patients. Other PCPs are accepting patients, but only in special circumstances, 

such as being a family member of a current patient (48.5%), being referred by another doctor (31.3%), or the 

prospective patients being vulnerable (27.3%).  

When PCPs were asked if they have plans to leave their practice within 5 years, only 43.4% of participants stated 

they do not plan to leave. The rest of the PCPs are either planning to leave within 5 years (30.4%) or they are 

considering leaving within 5 years (32.2%). PCPs report a variety of reasons why they are planning or considering 

to leave their practice, including issues surrounding Ministry of Health policies, such as fee cuts, changes to the 

system, and workload (40.3%); planning or considering to retire (32.3%); and burnout due to having to work 

with complex patients without the proper support and the current political climate (4.5%). 

3.8.3 Experience of Primary Care Providers 

Some sub-populations of patients have multiple primary health needs that may lie beyond the comfort level of 

their PCPs. Additional support and training can provide PCPs with the confidence to provide quality health care 

for all people, but some PCPs within the South West LHIN do not have confidence in the support they receive to 

provide certain care (Table 3-21).  For instance, 41.4% of PCPs reported that they lack the confidence in the 

support they have to provide care for those who suffer from addiction. Additionally, 24.2% of PCPs lack the 

confidence in the support they have to treat someone who suffers from physical or sexual abuse. There is also a 

lack of confidence in the support they have to provide culturally safe care (23.2%) and advice to patients about 

alternative or traditional medicine (39.4%). PCPs who practice in a non-team setting reported less confidence 

than their team-based peers in the support they receive to manage their patients’ mental health issues (22.2% 

compared to 7.9%). This may be because team-based PCPs are more likely to have additional support of 

Interdisciplinary Health Professionals (IHPs), such as a social worker or mental health worker, who provide 

expertise and explicit training to address concerns surrounding mental health. Many PCPs noted that providing 

mental health care to certain sub-populations adds an increased layer of complexity. One Family Physician notes 

that providing mental health care “is toughest with children, adolescents, PTSD, [patients with] addictions, and 

LGBT populations”. Results from the PCP engagement sessions mirrored these viewpoints, with mental health 

and addictions being the main services that PCPs felt they needed more resources and support for, and team-

based approaches being a commonly mentioned strength. During these sessions, PCPs also expressed concerns 

related to providing quality care for Indigenous and ethno-cultural populations (including Mennonite and 
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Amish), terminally ill patients, the increasingly complex needs of the aging population, and an inability to 

address the social determinants of health. 

Table 3-21. Confidence that primary care providers have in the support they receive for providing quality care 

% PCPs are not confident in the support they have to… 
All PCPs 
(n=100) 

Team PCPs 
(n=64) 

Non Team 
PCPs 

(n=36) 

Provide care to patients with addictions. 41.4 36.5 50.0 

Discuss alternative, traditional, or holistic medicine with patients. 39.4 41.3 36.1 

Screen for abuse, trauma, and sexual violence. 24.2 20.6 30.6 

Provide culturally safe care to patients. 23.2 25.4 19.4 

Provide care to patients of all religious backgrounds. 19.2 22.2 13.9 

Provide care for patients of all gender identities and sexual orientations. 13.1 14.3 11.1 

Manage a patient's mental health issues.* 13.1 7.9 22.2 

Provide prescriptions for birth control pills. 2.0 1.6 2.8 

* Indicates a significant difference in responses between team and non-team PCPs using a chi-square analysis (p<0.05).  

Respondents of the PCP survey were asked whether they agree or disagree with a series of statements 

discussing their experiences providing primary health care in Ontario. Questions were framed as Likert-scale 

questions, with responses ranging from Strongly Disagree to Strongly Agree. This report refers to each issue by 

indicating the percentage of respondents who indicate the issue impacts their ability to provide quality primary 

care. The results presented in Table 3-22 indicate that there are two key concerns that may affect the quality of 

care PCPs can provide to their patients.  Almost half of surveyed PCPs (45.5%) indicated that it not easy for them 

to refer patients to specialists when needed, with 25% of respondents specifically mentioning challenges with 

making referrals and/or wait times for referrals in the optional comments section below. One nurse practitioner 

noted that NPs have additional difficulties with referrals as “some specialists…still insist on MD referral”. Results 

of the PCP engagement sessions were similar, with a need for “improved linkages between specialists and 

primary care” being a commonly identified theme. One engagement session participant said that it is a “bit of a 

complex web to refer to specialist – don’t know [what] resources exist”. 

31.6% of surveyed PCPs reported dissatisfaction with the time they are able to spend with each patient, with 

many respondents citing an increasing number of complex and aging patients, and large roster sizes as 

contributing factors. 19% of respondents mentioned a need for more PCPs and/or team-based practices to meet 

the needs of patients in their area. 31.6% indicated that they are unable to connect their patients with local 

services and organizations to help them manage their health concerns, and many respondents suggested that 

incorporating a “system navigator” role within primary care practices who could “follow patients through the 

system” may help to bridge this gap, including several participants in the London Middlesex PCP engagement 

session. Team-based PCPs believe they are able to provide their patients with a higher quality of care and are 

better able to connect them to services to manage health concerns compared to non-team-based PCPs. 97% of 
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respondents agreed that a team-based approach to primary care has a positive impact on patient care, with 

many PCPs mentioning the ability to address all aspects of a patient’s care in a holistic manner. One family 

physician noted that team-based care allows PCPs to view patients as “whole persons, not diseases”, while a 

common theme from the PCP engagement sessions was “team approaches where people are enabled to 

practice to their full scope of practice.” 

Table 3-22. Primary care providers’ feelings on the primary health care environment in Ontario 

% of PCPs who disagree with the following statements about providing primary 
health care in Ontario 

All PCP 
(n=100) 

Team PCPs 
(n=64) 

Non-Team 
PCPs 

(n=36) 

I can easily refer my patients to specialists when needed. 45.5 44.4 45.7 

I am satisfied with the time I have available to spend with each patient. 31.6 31.7 32.4 

I am able to connect my patients with local services and organizations to help 
them manage their health concerns. 

31.6 24.2 42.9 

Access to health services is mostly an absolute right; everyone should have the 
same access to health care, based on need, regardless of financial ability to pay. 

13.1 9.5 20.0 

Health is mostly a collective responsibility; it is up to society to create conditions 
that help maintain or improve health. 

9.1 7.9 11.4 

Overall, I am able to provide high quality care for my patients.* 6.1 1.6 14.3 

A team-based approach to primary care has a positive impact on patient care. 3.0 3.2 2.9 

I am able to communicate effectively with my patients in a way they can 
understand. 

1.0 0.0 2.9 

* Indicates a significant difference in responses between team and non-team PCPs using a chi-square analysis (p<0.05).  

While 97% of PCPs support a team-based approach (Table 3-23), not all team-based PCPs are fully satisfied with 

the way their practice is run. The only concern that the majority of the PCPs raised is that they are so busy 

seeing patients that they have difficulty making changes to the practice (54.8%). Similarly, 24.2% of team-based 

PCPs indicate they are not satisfied with their participation in administrative decision making in the practice. The 

other key concerns relate to communication between PCPs within the clinic, including low frequency of team 

meetings (16.1%) and lack of collaboration regarding patient care (15.9%). Participants of the PCP engagement 

sessions also mentioned challenges with “competing demands on their time” and struggles related to 

“coordination with all partners”. 

Table 3-23. Team-based primary care providers’ opinions on the efficiency and effectiveness of his or her team 

% in which Team-based PCPs disagree with the following statements 
Team 
PCPs 

(n=64) 

It is not hard to make changes in this practice because we are so busy seeing patients. 54.8 

I am satisfied with my participation in administrative decision-making within the practice. 24.2 

I am satisfied with the frequency with which the team is able to meet as a group. 16.1 



 

77 

  

% in which Team-based PCPs disagree with the following statements 
Team 
PCPs 

(n=64) 

I am satisfied with the collaboration across practice team members in setting goals and plans for patient 
care (regarding patients who are cared for by more than one member of the practice team). 

15.9 

The practice is always seeking to improve through the development of new ways of doing or organizing 
things. 

11.3 

Team members are prepared to question decisions being made/direction being taken by the practice. 8.1 

I am satisfied with the level of understanding others have of my scope of practice. 7.9 

I am satisfied how members of the practice communicate among themselves about patients and the 
practice. 

4.8 

My colleagues provide useful ideas and practical help to enable me to do the job to the best of my abilities. 3.2 

I am satisfied with my level of understanding of my role with the team. 1.6 

I am satisfied with my level of understanding of the role of others within the team. 1.6 

At the end of the survey, PCPs were asked for any general suggestions that may help to improve access to 

primary care for vulnerable patients within the South West LHIN. The most common responses were to increase 

the number of PCPs and/or team-based practices in the area (19%), to provide affordable transportation options 

for patients (15%), to provide resources for PCPs to make home visits (14%), and to increase capacity for patient 

outreach and system navigation (12%). Other suggestions included providing financial incentives for PCPs 

working with complex populations (6%), increasing funding to pay front line workers, interdisciplinary staff, and 

office staff (6%), and increasing the use of internet and phone technology to connect with patients (4%). 

Suggestions from the PCP engagement sessions were similar. Participants discussed the need for increased 

use of technology, including optimizing the use of electronic medical records (EMRs), and the “leveraging [of] 

technology for communication… [and] consumer-friendly tech options that incorporate wait times, primary care 

business hours, and after-hours availability”. Participants also addressed the issue of home visits, suggesting 

“flexible care delivery models built for the population they serve”. Other suggestions included increased funding 

for front line workers, transportation support for isolated populations, and implementation of health literacy 

education for patients. 
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4 Grey Bruce Sub-LHIN Area 

The Grey Bruce sub-LHIN area is in the northern most part of the South West LHIN. There are two Health Links in 

Grey Bruce: North Grey Bruce and South Grey Bruce. South Grey Bruce is completely rural, and located east of 

Lake Huron, south of North Grey Bruce, north of Huron Perth sub-LHIN area and Wellington County, and west of 

Simcoe County. North Grey Bruce has a mix of urban, rural, and remote within the Health Link with the City of 

Owen Sound along the shore of Georgian Bay, the rural areas through the central region of the Health Link, and 

remote through the Bruce Peninsula. 

 Characteristics of Vulnerable Populations 

Indigenous Population. Aboriginal and Indigenous are used interchangeably in this report. Indigenous is 

becoming more prominent or preferred. As seen in Table 4-1, the overall density of the Aboriginal population in 

the Grey Bruce sub-LHIN area (0.96 people/km2) is low. The density and proportion of Indigenous residents are 

much higher in North Grey Bruce (1.53 people/km2; 8.1%) than in South Grey Bruce (0.10 people/km2; 0.5%). 

Within North Grey Bruce, the City of Owen Sound contributes to the high density, with the city containing a 

density of 20.49 people/km2. 

Table 4-1. Indigenous population 

 Grey Bruce 
North 

Grey Bruce 
South 

Grey Bruce 

City of 
Owen 
Sound 

South 
West LHIN 

Total Population (2011) 148,178 90,351 57,827 20,958 956,468 

# of Aboriginal people per sq. km 0.96 1.53 0.10 20.49 1.17 

% of the population that are Aboriginal 5.1% 8.1% 0.5% 2.3% 2.8% 

Ethno-Cultural Groups and Recent Immigrants. In the Grey Bruce sub-LHIN area, 1.2% of the total population 

self-identify as a visible minority, with 0.1% of the population self-identifying as recent immigrants (Table 4-2). 

These proportions are relatively similar to other regions within the Grey Bruce sub-LHIN area. The proportion of 

those who have a mother-tongue other than English is negligible. Overall, the Grey Bruce sub-LHIN area has a 

small proportion of recent immigrants, have a mother-tongue other than English, and/or belong to various 

ethno-cultural groups. 

Table 4-2. Ethno-cultural groups and recent immigrant populations 

 Grey Bruce 
North 

Grey Bruce 
South 

Grey Bruce 

City of 
Owen 
Sound 

South 
West LHIN 

Total Population (2011) 148,178 90,351 57,827 20,958 956,468 

% of the population that immigrated to Canada 
between 2006 and 2011 

0.1% 0.1% 0.1% 0.0% 1.2% 
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 Grey Bruce 
North 

Grey Bruce 
South 

Grey Bruce 

City of 
Owen 
Sound 

South 
West LHIN 

% of the population that are visible minority 1.2% 1.3% 1.1% 2.2% 6.9% 

% of the population that have Arabic as their 
Mother-Tongue 

0.0% 0.0% 0.0% 0.1% 0.8% 

% of the population that have Spanish as their 
Mother-Tongue 

0.1% 0.1% 0.1% 0.1% 1.0% 

% of the population that have French as their 
Mother-Tongue 

0.9% 0.9% 0.8% 1.0% 1.0% 

% of the population who do not speak English or 
French 

0.3% 0.2% 0.6% 0.1% 0.8% 

Population of Seniors. The population density of seniors 65 years and older in the Grey Bruce sub-LHIN is 3.8 

people/km2. The density of seniors aged 65 years and older is slightly greater in North Grey Bruce (4.1 

people/km2) than in South Grey Bruce (3.4 people/km2). An examination of the density of seniors 75 years and 

older throughout the area reveals similar geographical patterns; however, as revealed in Table 4-3, there are 

about half as many seniors aged 75 years and older (1.7 people/km2) compared to seniors 65 years and older 

(3.8 people/km2) across Grey Bruce. 

Table 4-3. Population of seniors 

 Grey Bruce 
North 

Grey Bruce 
South 

Grey Bruce 

City of 
Owen 
Sound 

South 
West LHIN 

Total Population (2011) 148,178 90,351 57,827 20,958 956,468 

# of seniors 65 years and older per sq. km 3.8 4.1 3.4 192.7 6.8 

% of the population that are seniors 65 years and 
older 

 17.9% 18.2% 17.4% 10.7% 11.9% 

# of seniors 75 years and older per sq. km 1.7 1.9 1.6 107.7 3.2 

% of the population that are seniors 75 years and 
older 

7.6% 7.5% 7.7% 5.2% 5.2% 

Rural Population. The population of Grey Bruce is predominantly rural, with 69.5% of the population living in 

rural areas (Table 4-4). The other 30.5% of the population live in urban areas (20.0%) and urban commute zones 

(10.5%). South Grey Bruce is significantly more rural in character than North Grey Bruce (98.3 vs. 63.9%). The 

highest percentage of urban inhabitants live in North Grey Bruce (20.0%), due to its containing the City of Owen 

Sound.  
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Table 4-4. Rural population 

 Grey Bruce 
North 

Grey Bruce 
South 

Grey Bruce 

City of 
Owen 
Sound 

South 
West LHIN 

Total Population (2011) 148,178 90,351 57,827 20,958 956,468 

% of the population living in urban areas 20.0% 20.0% 0.00% 100.0% 50.0% 

% of the population living in urban commute zone 10.5% 16.1% 1.7% 0.00% 19.8% 

% of the population living in rural areas 69.5% 63.9% 98.3% 0.00% 30.2% 

Population with Low Socioeconomic Status. As seen in Table 4-5, median household income in the Grey Bruce 

sub-LHIN area is $52,770, which is lower than that of the South West LHIN overall ($60,037). However, the 

proportion of the total population living under the low-income cut-off (LICO) is approximately the same in Grey 

Bruce as it is across the LHIN (29.8% vs 30.0%, respectively). A closer look at the regional variations reveals that 

the median household incomes are slightly higher in South Grey Bruce ($53,753) compared to North Grey Bruce 

($52,146). In addition to income, educational attainment and lone parenthood rates are other key determinants 

of socioeconomic status. Across the Grey Bruce sub-LHIN area, 13.2% of the people aged 25 to 64 do not have a 

high school diploma, which is slightly higher than across the LHIN (12.6%). There is a slightly higher percentage 

of those without a high school diploma residing in South Grey Bruce (14.2%) than in North Grey Bruce (12.3%) 

than The percentage of lone parent families across the Grey Bruce sub-LHIN is 11.7%. There is a higher 

proportion of lone parent families in North Grey Bruce (12.4%) than South Grey Bruce (10.6%). Overall, despite a 

lower median household income, a lower proportion of the population from this sub-LHIN area are living in 

vulnerable conditions due to low SES compared to the population in the South West LHIN as a whole. 

Table 4-5. Low socioeconomic status population 

 
Grey 
Bruce 

North 
Grey 
Bruce 

South 
Grey 
Bruce 

City of 
Owen 
Sound 

South 
West LHIN 

Total Population (2011) 148,178 90,351 57,827 20,958 956,468 

Median Household Income $52,770 $52,146 $53,753 $44,777 $60,037 

% of the population who live under the low income 
cut off 

29.8% 30.0% 29.5% 38.7% 30.0% 

% of the population between 25 and 64 years old 
without a high school diploma 

13.2% 12.3% 14.2% 15.1% 12.6% 

% of families who have lone parents 11.7% 12.4% 10.6% 19.8% 14.5% 

Social Determinants of Need Index. The social determinants of need index (Table 4-6) was used to understand 

how the five vulnerable populations overlap within the South West LHIN area (for explanation of the index see 

Section 2.3). The index can be interpreted as the higher the index value, the higher the need of the population.  

Areas that have a higher social determinants of need index are located throughout the Grey Bruce sub-LHIN. 

That stated, the region that has the lowest level of vulnerability is South Grey Bruce (-1.459). The area with the 
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highest level of vulnerability is the City of Owen Sound (1.396) in North Grey Bruce (-1.068). Overall, the Grey 

Bruce sub-LHIN area (-1.220) has a higher index value than the South West LHIN (-1.035) area which indicates a 

lower level of vulnerability. 

Table 4-6. Social determinants of need index 

 Grey Bruce 
North 

Grey Bruce 
South 

Grey Bruce 

City of 
Owen 
Sound 

South 
West LHIN 

Total Population (2011) 148,178 90,351 57,827 20,958 956,468 

Social Determinants of Need Index -1.220 -1.068 -1.459 1.396 -1.035 

 Health Status of the Population 

Prevalence and mortality rates of chronic disease in the Grey Bruce sub-LHIN are presented in Table 4-7. The 

Grey Bruce sub-LHIN area contains the highest proportion of the population aged 65 and over in the South West 

LHIN. With a higher incidence and prevalence of chronic disease found amongst older adults and seniors, a 

greater number of people in Grey Bruce are living with and managing chronic disease. Locally, age-standardized 

mortality rates are higher in Grey Bruce than the remainder of the South West LHIN, meaning that individuals of 

all ages are at greater risk of death than elsewhere in the region.  The prevalence of disease and the proportion 

of deaths in Grey Bruce attributable to cancer and cardiovascular diseases are significantly higher than the South 

West LHIN and the remainder of the province.  59% of residents in Grey Bruce report ‘very good’ or ‘excellent’ 

general health; and 71% report excellent/very good mental health (South West LHIN: 62% general, 74% mental 

health respectively; CCHS, 2013/14). Compared to the South West LHIN, residents of Grey Bruce self-report 

higher rates of chronic disease and more risk factors for poor health, including smoking and regular heavy 

drinking (CCHS, 2013/14).  

Table 4-7. Prevalence and mortality rate for chronic conditions 

 Grey Bruce 
South 

West LHIN 

Prevalence of Chronic Conditions, Based on Self-Report (CCHS 2013/14)   

Arthritis 22.6% 20.6% 

Asthma 8.0% 9.0% 

COPD 4.4% 4.8% 

Cancer 1.5% 1.0% 

Diabetes 7.3% 7.0% 

Hypertension 23.4% 17.5% 

Ischemic Heart Disease 4.7% 4.7% 

Stroke 1.6% 1.4% 
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 Grey Bruce 
South 

West LHIN 

Mortality Rate per 100,000 Population, for Select Chronic Conditions (Statistics Canada 2011)   

Arthritis 6.4 3.8 

Asthma 0.7 0.5 

COPD 44.6 34.8 

Cancer 279.1 231.6 

Diabetes 34.9 24.6 

Hypertension 42.2 8.6 

Ischemic Heart Disease 165.2 127.7 

Stroke 45.9 35.7 

The expected primary care need for residents of Grey Bruce (see SAMI score in Table 4-8) is equivalent to the 

South West LHIN average, although the expected need for primary care is higher in North Grey Bruce (0.96), 

including the municipalities of Northern Bruce Peninsula (1.00), Meaford (1.01), Owen Sound (1.00) and The 

Blue Mountains (1.12). The expected primary care need score (SAMI) of patients rostered to South East Grey 

Community Health Centre (CHC) is 1.55. This means their patients’ anticipated primary care need is 68% higher 

than the South West LHIN. South East Grey CHC has the second lowest SAMI score amongst the five CHCs. 

Table 4-8. Health complexity, 2012/13 

 Grey Bruce 
North 

Grey Bruce 
South 

Grey Bruce 

City of 
Owen 
Sound  

South 
West LHIN 

Expected Primary Care Need Ratio (Standardized 
ACG Morbidity Index; SAMI) 

0.92 0.96 0.88 1.00 0.92 

Proportion of the Population with Expected High 
Health Care Need (Resource Utilization Bands 4,5) 

16.1% 16.8% 14.8% 17.7% 15.2% 

Proportion of the Population Recently Registered 
with OHIP 

1.9% 2.0% 1.8% 1.8% 4.0% 

Proportion of the Population with a Known Mental 
Health Condition 

16.2% 17.6% 14.0% 20.1% 18.0% 

The population in Grey Bruce with known mental health conditions is 1.8% lower than the South West LHIN 

average (16.2% vs. 18.0%); however, mental health and addictions are higher in the urban centres of Owen 

Sound and Meaford, where 1 in 5 residents are living with mental illness (20.1%; 20.0% respectively). This is the 

highest burden of mental health and addiction in the South West LHIN geography outside of London (21.6%). 
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 Primary Care Landscape 

The status of the primary care landscape in Grey Bruce sub-LHIN area, as of July 2015, is presented in Table 4-9. 

There were 64 active family physicians (FPs) practicing in North Grey Bruce and 44 in South Grey Bruce for a 

total of 108 family physicians providing comprehensive primary care to a population of 148,178 residents. 

Primary care practices are located in 12 communities throughout North Grey Bruce and eight communities 

throughout South Grey Bruce. There are eight Family Health Teams (FHT) providing primary care services in Grey 

Bruce, and 67% of family physicians in the region are affiliated with a FHT.  Primary care providers are affiliated 

with team-based practices in only six of the 12 communities in North Grey Bruce, whereas all communities in 

South Grey Bruce have team-based practices.  

There is one Community Health Centre (CHC) located in Markdale which provides primary care services with 

extended daytime hours to enrolled patients. Primary care services are also offered at two satellite sites, located 

in Dundalk and Chatsworth. The Aboriginal Health Access Centre (AHAC) in Owen Sound provides primary care, 

traditional healing, and mental health services to Indigenous people living in the surrounding areas and in 

nearby communities of Saugeen and Chippewas of Nawash.  

One walk-in clinic is located in Owen Sound. The clinic operates Monday-Thursday mornings, with no evening or 

weekend service. FHTs in the region provide additional after-hours care for attached patients. 

Family physicians in rural communities may also provide other medical care outside of the office setting, 

including in emergency departments (EDs), to inpatients, as well as surgical assists, obstetrical, anesthesia, and 

long-term care coverage, which means they may not be working full-time providing primary care in the office 

setting. It is unknown to what extent physicians’ workload and practice type allocations impacts roster size.  

Table 4-9. Primary care capacity, 2015 

 Grey Bruce 
North 

Grey Bruce 
South 

Grey Bruce 

City of 
Owen 
Sound  

South 
West LHIN 

Total Population (2011) 148,178 90,351 57,827 20,958 956,468 

# of Primary Care Providers (GP/FP + NP’s in NPLCs) 108 64 44 21 617 

% of Family Physician Aged 60+ 22% 26% 23% 24% 21% 

% of Primary Care Providers affiliated with team-
based care  

67% 45% 100% 91% 53% 

# of CHC/NPLC/AHAC 1/0/1 1/0/1 0/0/0 1/0/1 5/2/3 

# of Walk-in Clinics 1 1 0 1 25 

As seen in Table 4-10, 86.5% of residents in Grey Bruce self-report they have access to a regular family physician 

(CCHS, 2013/14), and 88% obtain primary care services from a consistent primary care provider (OHIP Claims 

Database/Client Agency Program Enrollment, 2013). The proportion of residents attached to a regular primary 
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care provider (PCP) in Grey Bruce is similar to that of South West LHIN. Family physicians in the region carry an 

average roster of 1,210 patients per PCP (MOHLTC, 2015).  

Table 4-10. Unattached population, 2015 

 Grey Bruce 
North 

Grey Bruce 
South 

Grey Bruce 

City of 
Owen 
Sound  

South 
West LHIN 

Total Population (2011) 148,178 90,351 57,827 20,958 956,468 

% of Population Self-Reporting Access to a Regular 
Family Physician 

86.5% 85.7% 90.3% N/A 90.9% 

% of Population without a Consistent Primary Care 
Provider 

11.9% N/A N/A N/A 14.9% 

Grey Bruce has 4.3 Interdisciplinary Health Professionals (IHPs) for every 10,000 residents – the second highest 

of the five sub-LHIN areas after Huron Perth. Access to IHPs is higher in South Grey Bruce (4.8 per 100,000 

population) compared to North Grey Bruce (3.9 per 100,000 population), as all FPs in South Grey Bruce are 

affiliated with a FHT. A full description of the IHPs for Grey Bruce can be found in Table 4-11. 

Table 4-11. Interdisciplinary health professionals in team-based care, 2015 

 Grey Bruce 
North 

Grey Bruce 
South 

Grey Bruce 

City of 
Owen 
Sound  

South 
West LHIN 

Total Population (2011) 148,178 90,351 57,827 20,958 956,468 

Nurse Practitioners (excluding NPLC)* 19.3 13.3 5.0 5.0 78.6 

Registered Nurse 13.7 7.0 6.7 4.0 66.4 

Registered Practical Nurse 2.3 1.8 0.5 1.0 10.7 

Registered Dietitian 4.2 2.0 2.2 2.0 22.9 

Mental Health Worker 0.0 0.0 0.0 0.0 4.5 

Social Worker 10.5 4.6 5.9 3.0 48.2 

Pharmacist 2.7 1.0 1.7 1.0 13.6 

Educator 3.8 2.2 1.6 2.0 5.8 

Other 7.3 3.0 4.3 3.0 28.3 

Total 63.8 34.9 27.9 21.0 279.0 

Total Interdisciplinary Health Professionals per 
10,000 population 

4.3 3.9 4.8 10.0 2.6 

*Nurse Practitioners in NPLCs are counted within the primary care provider numbers. 
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 Health Service Utilization  

As described in Table 4-12, Grey Bruce has the highest rate of unnecessary emergency department (ED) use 

among the five sub-LHIN areas, almost double the rate of the South West LHIN. For rural communities, the ED is 

often the only after-hours access point to the health care system for a wide variety of services beyond usual care 

for acute illness and injury. Unnecessary ED visits are highest in Durham, Walkerton, Chelsey, and Kincardine. All 

of the FPs practicing in these geographies work in team-based settings but do not provide after-hours care due 

to exemptions in their group practice contracts. Despite good access to team-based primary care, the majority 

of residents in Grey Bruce lack access to after-hours care outside the ED.  

While local residents visit nearby EDs more frequently for the treatment of minor conditions, rates of 

hospitalization and readmission for chronic disease are comparable in Grey Bruce to the South West LHIN, 

suggesting that primary care providers (PCPs) are largely managing the burden of chronic disease in their 

practices with appropriate home and community supports.  

Table 4-12. Acute service utilization, 2014/15 

 Grey Bruce 
North 

Grey Bruce 
South 

Grey Bruce 

City of 
Owen 
Sound  

South 
West LHIN 

Emergency Department Visits for Conditions that 
could be Treated in Alternative Primary Care 
Settings, per 1,000 population 

94.4 79.7 145.5 96.3 44.7 

Hospitalizations that could be Avoided through 
Appropriate Ambulatory Care, per 100,000 
population 

403.6 492.9 374.5 786.0 393.8 

Readmissions to Acute Beds within 30-days of 
Discharge for Select Chronic Diseases 

16.0% 15.6% 17.2% 15.6% 17.1% 

 Geographic Accessibility to Primary Care Providers 

Geographic Accessibility to All Primary Care Providers for the Entire Population. The map of primary care 

providers (PCPs) in Grey Bruce reveals that PCPs are well distributed throughout the south end of the sub-LHIN 

area, but there are very few on the Bruce Peninsula. An examination of the map of geographic accessibility to 

PCPs within 30 minutes reveals relatively high accessibility levels surrounding Hanover and in the region from 

Owen Sound up to Lion’s Head. The area around Lion’s Head has four PCPs with a satellite in Tobermory, but the 

population is relatively low, which results in a high ratio of PCPs to population. There is relatively low 

accessibility in the central region of the sub-LHIN area south of Owen Sound and west of Wiarton.  Additionally, 

the map does not reflect the satellite in Tobermory.   

In the City of Owen Sound, levels of accessibility to PCPs are relatively high overall due to the family health team 

located in the west end of the City. The other PCPs located within Owen Sound are also located very close to the 

family health team (FHT), meaning that accessibility is also very high in the area surrounding these PCPs. The 
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east side of the City still has relatively high access to PCPs compared to the rest of the sub-LHIN area, but it has 

the lowest PCP accessibility within Owen Sound (Table 4-13).  

Geographic Accessibility to Primary Care Providers Under 60 Years Old for the Entire Population. The map of 

PCPs under 60 years of age in the Grey Bruce sub-LHIN area is different than the map of all PCPS, suggesting that 

there may be a need for new PCPs in the future. The map of accessibility to PCPs under 60 suggests that the 

overall pattern of accessibility will not change much outside of the area around Kincardine, but a closer 

comparison of the map legends suggests that overall accessibility within Grey Bruce will be much lower if all of 

the PCPs over 60 were to retire. When comparing the global accessibility levels (Table 4-13) between the current 

PCPs and the anticipated PCP landscape if PCPs over 60 retire and are removed from the calculations, there is a 

25.1% decrease in accessibility to PCPs, which is the second highest projected decrease in accessibility among 

sub-LHIN areas of the South West LHIN.  

Geographic Accessibility to Team-based Primary Care Providers for the Entire Population. The map of team-

based PCPs in the Grey Bruce sub-LHIN area reveals that while team-based PCPs are distributed throughout the 

sub-LHIN area, there appears to be major gaps in service along with western shore of the region north of 

Kincardine. There are especially large gaps around Southampton, Port Elgin, Wiarton, and the region around 

Meaford on the east side of the sub-LHIN area. Extending this analysis to the maps of accessibility to team-based 

PCPs shows the areas where a lack of team-based PCPs corresponds with lower levels of accessibility to PCPs.  

The overall pattern of accessibility to team-based PCPs looks substantially different than the map of accessibility 

to all PCPs; however, certain areas appear to have relatively poor accessibility on both maps, including 

Tobermory and certain areas on Georgian Bay, including Neyaashiinnigmiing.  In Owen Sound, in addition to the 

culturally safe team-based care offered to the indigenous population, there is only one team-based practice, so 

accessibility to team-based care declines with increasing distance from that practice and accessibility is the 

lowest in the east end of the City. This is evident when comparing the accessibility to team-based PCP within 30 

minutes map to the map of accessibility to all PCPs within 30 minutes (Table 4-13)  

Table 4-13. Geographic accessibility for the general population 

 

  

 Grey Bruce 
North 

Grey Bruce 
South 

Grey Bruce 

City of 
Owen 
Sound 

South 
West LHIN 

Average # of primary care providers per 1,000 
population 

0.6919 0.7049 0.6749 0.7685 0.6492 

Average # of primary care providers under 60 years 
old per 1,000 population 

0.5185 0.5404 0.4917 0.5837 0.5174 

Average # of team-based primary care providers per 
1,000 population 

0.4522 0.3056 0.6403 0.5547 0.3935 
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 Geographic Accessibility to Primary Care Providers for Vulnerable Populations 

Indigenous Populations. The map of primary care providers (PCPs) who provide culturally safe services to 

Aboriginal people in the Grey Bruce sub-LHIN area reveals that PCPs providing culturally safe care are located in 

Lion’s Head and Owen Sound. This results in the accessibility to these PCPs being relatively high in Owen Sound 

and the areas surrounding Lion’s Head, but very poor elsewhere throughout the sub-LHIN area, including the 

Neyaashiinigmiing and Saugeen reserves. There are other supportive Indigenous health resources located on 

both reserves and within Owen Sound to provide additional care to these populations including team-based 

care. In Owen Sound, the PCP that provides culturally safe care is located in the centre-west section of the city, 

while the majority of the Indigenous population living within Owen Sound are in the east. Nevertheless, the 

small geographic territory of Owen Sound leads to this spatial pattern having minimal impact on accessibility as 

the entire Indigenous population in Owen Sound has an accessibility level over 2 PCPs per 1,000 population, 

which is over four times higher than in the South West LHIN as a whole (Table 4-14).   

Ethno-cultural Groups and Recent Immigrant Populations. The map of French-Speaking PCPs in the Grey Bruce 

sub-LHIN area shows that there are French-speaking PCPs well-dispersed throughout the sub-LHIN area; 

however, there are no French-speaking PCPs around Kincardine, where there is a relatively large French-

speaking population. Examining the map of accessibility to French-speaking PCPs finds that there is relatively 

high accessibility throughout the sub-LHIN area, with the exception of Kincardine and Tobermory. In addition, 

global accessibility to French-speaking PCPs is much greater in Grey Bruce than in the South West LHIN as a 

whole. The accessibility to French-Speaking PCPs within Owen Sound is even greater still, and almost four times 

greater than the sub-LHIN area as a whole (Table 4-14).  

The map of Spanish speaking PCPs in Grey Bruce indicates that there is one Spanish-speaking PCP located in 

Walkerton, and there is a very small population of Spanish-speakers within the sub-LHIN. As a result, the map of 

accessibility to Spanish-speaking PCPs in Grey Bruce shows there is very high accessibility within the south of the 

region (Table 4-14), but no accessibility in the north, including Owen Sound.   

Table 4-14. Geographic accessibility for vulnerable populations 

 Grey Bruce 
North 

Grey Bruce 
South 

Grey Bruce 
Owen 
Sound 

South 
West LHIN 

Average # of PCPs providing culturally safe services 
to Aboriginal & First Nations People per 1,000 
Aboriginal population 

0.8248 1.151074 0.000 2.3801 0.5670 

Average # of Arabic-speaking PCPs per 1,000 Arabic-
speaking population 

N/A N/A N/A N/A 2.0314 

Average # of French-speaking PCPs per 1,000 French-
speaking population 

8.8660 12.2312 3.1027 12.2221 3.3360 

Average # of Spanish-speaking PCPs per 1,000 
Spanish-speaking population 

5.2632 0.0960 16.3404 0.0000 1.1397 
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Senior Population. The census dissemination areas in the highest quintile of the senior population over 75 

within the Grey Bruce sub-LHIN area are primarily located in the areas around Port Elgin, Suable Beach, 

Lucknow, and north of Wiarton. The areas of lowest accessibility for seniors over 75 years of age are found in 

the south of the sub-LHIN area around Lucknow and Sauble Beach. While the areas north and south of Wiarton 

have a high number of seniors, these areas also have relatively high accessibility due to the PCPs located in 

Wiarton and Lion’s Head.  In Owen Sound, the map of accessibility to PCPs for seniors 75 years and older reveals 

that the areas with the highest quintile of seniors are close to the existing PCPs, with the exception of the area 

to the south east, which still has relatively high accessibility. 

Rural Populations. An examination of the map of accessibility to PCPs in rural areas for the Grey Bruce sub-LHIN 

area shows that the locations with the lowest accessibility levels can be found around Tobermory and the region 

between Kincardine and Walkerton. Areas just outside of the Owen Sound commute zone also appear to have 

relatively low accessibility. 

People with Low Socioeconomic Status (SES). The accessibility to PCPs by people of low socioeconomic status in 

the Grey Bruce sub-LHIN area is evaluated two ways, by using the most vulnerable quintile in terms of 1) median 

household income and 2) the proportion of people who live under the low income cut-off (LICO). The map of 

accessibility to PCPs within 30 minutes in areas of low median household income reveals that those living in the 

lowest income quintile are often located in the areas with lowest accessibility to PCPs. Again, the areas near 

Tobermory and Neyaashiinigmiing are identified as highly vulnerable due to having no accessibility to a PCP 

within 30 minutes. The map indicates that a rural area in central Grey Bruce east of Port Elgin also has 

particularly low level of accessibility. In Owen Sound, those living in areas with low median household income 

also have high accessibility across the City, as even the lowest quintile has relatively high accessibility compared 

to the sub-LHIN as a whole. 

The map of accessibility to PCPs within 30 minutes in areas with a high proportion of low income populations 

shows that the dissemination areas in the quintile with the highest proportion of the population living under the 

low income cut-off (LICO) in the Grey Bruce sub-LHIN are found mostly in rural areas. Almost all of the rural 

areas with low income in the south of the sub-LHIN area have low accessibility to PCPs. This is similarly the case 

in Owen Sound, where the global accessibility to PCP is very high, although the low income populations in the 

north east have lowest accessibility in the City. 

Social Determinants of Need Index. The social determinants of need index (SDNI) provides a snapshot of which 

areas within a region have the highest cumulative need for PCPs, as determined by concentrations of the five 

vulnerable populations under focus in this study. In the Grey Bruce sub-LHIN area, the dissemination areas of 

greatest need according to the social determinants of need index map are mostly clustered close to the Saugeen 

reserve, as well as in Owen Sound and Meaford. These areas also have the highest accessibility, with the 

exception of an area just outside of Owen Sound. Within Owen Sound, areas with high SDNI are associated with 

high accessibility throughout the City. 
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A series of Spearman’s correlation coefficients were calculated to examine the strength and direction of the 

relationship between the social determinants of need and geographic accessibility to PCPs across the Grey Bruce 

sub-LHIN area.  The results of this analysis, as seen in Table 4-15, did not identify any strong association between 

any social determinant and accessibility values. Nevertheless, there are moderate positive relationships 

between accessibility to PCPs within a 30 minute drive and population density, density of population 18 years or 

under, density of population 65 years and over, and density of population 75 years and older. These findings 

suggest that areas with higher density of all populations are more likely to have higher accessibility to PCPs 

within the Grey Bruce sub-LHIN area. 

Table 4-15. Examining the correlation between accessibility to primary care providers per 1,000 population and 
social determinants of health measures in the Grey Bruce sub-LHIN area. 

 

Cut-Off Distances for Calculating Accessibility to 
Primary Care Providers 

15-min 30-min 45-min 60-min 

Population Density, 2011 0.583 0.395 0.398 0.414 

Density of population 18 years or under, 2011 0.578 0.377 0.392 0.417 

Density of population 65 years and over, 2011 0.571 0.376 0.362 0.352 

Density of population 75 years and older, 2011 0.565 0.362 0.350 0.345 

Percentage of families that are lone parents, 2011 0.426 0.279 0.287 0.318 

Percentage of the population that are recent immigrants, 2006-
2011 

0.082 -0.026 -0.105 -0.122 

Percentage of the population that are visible minorities, 2011 0.197 0.063 -0.058 -0.082 

Density of Aboriginal population, 2011 -0.045 -0.053 -0.071 -0.010 

Percentage of the population that did not graduate high school, 
2011 

0.042 0.098 0.0176 0.185 

Median Household Income, 2006 -0.070 -0.054 -0.166 -0.206 

Percentage of population that lives under the Statistics Canada 
Low Income Cut-Off, 2006 

0.167 0.091 0.122 0.147 

Note: This table contains R-values from Spearman's Correlation analysis. The values can be interpreted as follows: Strong 
Relationship (+/-1 to +/-0.5); Moderate Relationship (+/-0.5 to +/-0.3); Weak Relationship (+/-0.3 to +/-0.1); and No 
Relationship (-0.1 to 0.1). 

 Lived Experiences of the Population 

4.7.1 Characteristics of the Respondents 

Between December 2015 and January 2016, a survey was available to the general population across the South 

West LHIN region to gain a better understanding of people’s experiences in accessing primary care.  The survey 

was completed by 250 adults from the Grey Bruce sub-LHIN area, which represents 28.9% of total respondents 
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across the South West LHIN. The characteristics of respondents can be found in Table 4-16.  While 93.4% of all 

survey respondents from the South West LHIN reported having access to a consistent primary care provider 

(PCP), access among respondents in Grey Bruce is even greater, where 99.2%% reported having a PCP.  A 

considerable number of respondents from the Grey Bruce sub-LHIN area belong to one of the vulnerable 

populations under focus in this report; however, only four (1.6%) survey respondents self-identified as a recent 

immigrant or belonging to one of the ethno-cultural groups under focus. A total of 97 respondents from Grey 

Bruce were seniors over 65 years old (38.8%), 215 (86.0%) were rural residents, and 66 (26.4%) were of low 

socioeconomic status, as defined by level of educational attainment. 

Table 4-16. Sample characteristics of respondents from Grey Bruce sub-LHIN area 

 
# of Total 

Responses 
% of Total 
Responses 

   
# of Total 

Responses 
% of Total 
Responses 

# of Respondents 250   Race/Ethnicity   

Urbanicity    White 234 93.6% 

Urban Areas 23 9.2%  Aboriginal 0 0.0% 

Commute Zones 12 4.8%  Visible Minorities 2 0.8% 

Rural Areas 215 
86.0% 

 
Language Prefer to Receive 
Health Care 

 
 

PCP Status    English-speakers 246 98.4% 

Have PCP 248 99.2%  French-speakers 0 0.0% 

Do Not Have PCP 2 0.8%  
Non-Official Language 
Speakers 

0 0.0% 

Gender    Education Attainment   

Male 68 27.2%  High School Diploma or less 66 26.4% 

Female 174 69.6%  Some Post-Secondary 33 13.2% 

Other 0 0.0%  Completed Post-Secondary 143 57.2% 

Age    Household Income   

Under 35 23 9.2%  $0 to $29,999 37 14.8% 

35-49 38 15.2%  $30,000 to $59,999 53 21.2% 

50-64 87 34.8%  $60,000 to $89,999 28 11.2% 

65 and Over 97 38.8%  $90,000 to $119,999 23 9.2% 

Household Composition    $120,000 to $149,999 14 5.6% 

Single Parent 15 6.0%  $150,000 or more 27 10.8% 

Two Parents 42 16.8%  Prefer not to answer 68 27.2% 

No Children 181 72.4%        

In addition to the 250 respondents to the population survey, 39 health service providers (HSPs) from Grey Bruce 

responded to an open-ended survey about their experiences working with primary care patients. These HSPs 
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were asked to respond to questions about barriers to quality primary care on behalf of the patient populations 

with whom they work. While quantification of this data would be inappropriate due to the small sample size, we 

can glean information from selected quotes from these participants to help us understand their lived 

experiences.  Three focus groups were held in Grey Bruce, including one with rural patients (n=12 participants), 

one with HSPs who work with Indigenous patients (n=7 participants), and one with HSPs serving Mennonite 

populations (n=1 participant). Participants were asked a series of questions relating to their experiences 

accessing primary care for themselves or the patients they work with. Focus group questions were based on the 

five key barriers to primary care access as identified in this report: temporal, geographical, financial, 

communication & health literacy, and relationships & discrimination. 

4.7.2 Health Status of the Respondents 

To better understand the underlying needs of our sample population from Grey Bruce, three questions were 

asked about physical health, mental health, and specific health concerns of the population, answers of which are 

described in Table 4-17. The results indicate that the population self-rated their overall physical health among 

the worst in the South West LHIN: 18.4% of Grey Bruce respondents indicated they have fair or poor physical 

health. In contrast, Grey Bruce respondents’ self-rated mental health is the best in the entire South West LHIN, 

as only 10.4% of respondents from Grey Bruce indicated their mental health is poor or fair.  Examining the 

health conditions reported by the Grey Bruce respondents reveals that 30.8% of the population have been 

diagnosed with or treated for mental health conditions, the most common being mood disorders (24.0%) and 

anxiety disorders (14.4%).  Additionally, 64.0% of the respondent population have been diagnosed with or 

treated for chronic diseases, the most frequently reported conditions being high blood pressure/hypertension 

(38.0%), heart and cardiovascular disease (19.6%), cancer (17.2%), and diabetes (12.8%).  Comparing survey 

results of respondents from the Grey Bruce sub-LHIN versus respondents from the entire South West LHIN 

reveals marginal differences in the proportion of respondents identifying mental health concerns (30.8% vs. 

32.1%) and disabilities (24.4% vs. 24.0%). Meanwhile, a considerably higher proportion of Grey Bruce 

respondents report having a chronic disease (64.0%) compared to respondents from the entire South West LHIN 

(54.3%).   

Table 4-17. Self-rated health status of respondents from the Grey Bruce sub-LHIN area 

 % of all Respondents 

 
Grey Bruce 

(n=250) 

South West 
LHIN     

(n=866) 

Self-report physical health status   

Excellent 9.2 12.7 

Very good 38.8 35.2 

Good 33.2 31.9 

Fair 15.6 14.2 
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 % of all Respondents 

 
Grey Bruce 

(n=250) 

South West 
LHIN     

(n=866) 

Poor 2.8 3.8 

Self-reported mental health status   

Excellent 21.6 21.0 

Very Good 36.0 33.6 

Good 31.2 30.0 

Fair 8.0 9.8 

Poor 2.4 3.1 

Self-reported identified health concerns that respondents have been diagnosed with 
or treated for   

Mental Health 30.8 32.0 

Alcohol Dependence 2.8 2.8 

Anxiety Disorder 14.4 17.4 

Eating Disorder 2.4 4.2 

Mood Disorder 24.0 23.0 

Schizophrenia/Other Psychotic Disorder 1.2 1.0 

Substance Use 1.2 1.4 

Disabilities 24.4 23.9 

Developmental Disability 0.8 2.2 

Physical Disability 13.6 15.6 

Sensory Disability 13.6 10.6 

Chronic Diseases 64.0 54.3 

Cancer 17.2 12.7 

Diabetes 12.8 11.4 

Gastrointestinal Disorder 0.8 1.0 

Heart and Cardiovascular Disease 20.0 15.1 

High Blood Pressure or Hypertension 38.0 31.8 

Immune Disorder 0.4 0.3 

Neurological Disorder 1.6 1.2 

Reproductive Condition 0.0 0.5 

Respiratory Condition 19.6 18.1 

Stroke 3.2 2.7 
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 % of all Respondents 

 
Grey Bruce 

(n=250) 

South West 
LHIN     

(n=866) 

Thyroid Disease 0.4 0.3 

Other 1.6 2.5 

4.7.3 Experience of the Respondents Accessing Primary Care  

To better understand the lived experiences that the people of Grey Bruce have in accessing primary care, 

questions were asked about potential barriers they encounter when seeing primary care providers. Table 4-18 

and Table 4-19 describe the lived experiences of the sample who completed the population survey, including a 

summary of all respondents and the respondents from each vulnerable population that have sufficient sample 

size to analyze. To interpret the table, it is important to only consider each vulnerable population on its own, as 

the purpose of this analysis is to understand the lived experiences of each group. Additionally, lived experiences 

reported from the health service provider survey will be integrated with the discussion about the population 

survey lived experiences. Full Tables detailing this data can be found in Appendix C.  

This discussion surrounding lived experiences of Grey Bruce respondents will focus on the responses from 

people who have a PCP (Table 3-18), as only two (0.8%) respondents to this survey did not have a PCP, which is 

too small of a sample size to analyze further. Of the 248 respondents who have a PCP (99.2%), a high proportion 

of the population have a nurse practitioner (NP; 48.0%) or a family physician (FP; 46.4%). The respondents also 

reported on how frequently they see their PCP. The results showed that Grey Bruce respondents see their PCP 

about as frequently as respondents across the South West LHIN visit their PCP. Among Grey Bruce respondents, 

48.8% see their PCP two times or fewer per year, whereas 12.1% see their PCP seven or more times per year. 

Table 4-18. Lived experience with primary care providers of respondents from the Grey Bruce sub-LHIN area 

  

% of All Respondents 
with a Primary Care 

Provider 

% of Senior 
Respondents with a 

Primary Care 
Provider 

% of Rural 
Respondents with a 

Primary Care 
Provider 

% of Low SES 
Respondents with a 

Primary Care 
Provider 

Grey 
Bruce 

(n=248) 

South 
West 
LHIN 

(n=809) 

Grey 
Bruce 
(n=97) 

South 
West 
LHIN 

(n=226) 

Grey 
Bruce 

(n=213) 

South 
West 
LHIN 

(n=405) 

Grey 
Bruce 
(n=66) 

South 
West 
LHIN 

(n=174) 

Type of Primary Care 
Provider 

        

FP 46.4 77.1 47.4 72.1 46.5 67.2 47.0 73.0 

NP 48.0 18.4 45.4 22.1 47.9 28.1 47.0 20.7 

FP & NP 4.8 2.5 5.2 3.1 5.2 3.7 6.0 4.0 

Other 0.8 2.0 2.1 2.7 0.5 1.0 0.0 2.3 
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% of All Respondents 
with a Primary Care 

Provider 

% of Senior 
Respondents with a 

Primary Care 
Provider 

% of Rural 
Respondents with a 

Primary Care 
Provider 

% of Low SES 
Respondents with a 

Primary Care 
Provider 

Grey 
Bruce 

(n=248) 

South 
West 
LHIN 

(n=809) 

Grey 
Bruce 
(n=97) 

South 
West 
LHIN 

(n=226) 

Grey 
Bruce 

(n=213) 

South 
West 
LHIN 

(n=405) 

Grey 
Bruce 
(n=66) 

South 
West 
LHIN 

(n=174) 

# of Times Visiting a 
Primary Care Provider 
per Year         

Never 2.4 4.6 0.0 2.7 1.4 4.0 1.5 5.2 

1 to 2 times 46.4 42.6 41.2 33.6 46.9 41.5 40.9 33.3 

3 to 6 times 39.1 39.6 47.4 46.5 39.9 40.0 45.5 41.4 

7 to 12 times 7.7 8.7 10.3 14.6 7.5 9.4 9.1 13.8 

More than 12 times 4.4 3.7 1.0 2.2 4.2 4.7 3.0 6.3 

# of Days to Wait for an 
Appointment         

Same or next day 18.1 23.0 15.5 27.9 18.3 23.0 19.7 24.7 

Within 7 days 52.8 47.8 60.8 47.8 52.6 49.1 56.1 46.6 

More than 7 days 28.6 27.9 23.7 23.9 29.1 26.9 24.2 28.2 

PCPs Limit # of Issues to 
Discuss at an 
Appointment         

Yes 6.5 18.3 4.1 14.6 6.1 11.9 4.5 17.8 

No 71.8 60.7 75.3 65.5 71.4 64.9 77.3 59.8 

Do not know 19.0 17.2 15.5 14.2 19.7 18.8 16.7 15.5 

Note: The Indigenous population and Ethno-Cultural and Recent Immigrant populations did not have sufficient sample 
sizes from the population survey to be included in this table. 

Respondents to the population survey were asked 22 questions about the barriers they face to accessing quality 

primary care, results of which are found in Table 4-19. These questions were framed as Likert-scale questions 

with response options that ranged from strongly disagree to strongly agree. This report will be referring to the 

barriers in terms of the percentage of respondents who either strongly disagree or disagree with the positively 

worded statements and discussed in the context of being the percentage who indicate that they are a barrier 

impacting their ability to access quality primary care. Respondents were also asked to provide further details 

about their lived experiences with these barriers, as well as any suggestions they may have to improve access to 

primary care, in two open-ended questions; 95 of 250 total respondents in Grey Bruce, or 38.0% of the sample, 

completed these questions. Responses to these questions were coded and quantified, and will be reported 
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throughout this document as a percentage of total responses (out of 250) and as select direct quotations to 

provide further context and detail. 

To understand the overall effectiveness of each respondent’s primary care, participants were asked to evaluate 

the effectiveness of their PCP in helping them manage their physical and mental health concerns. The results 

found that 95.2% of Grey Bruce sub-LHIN area respondents feel their PCP effectively manages their health 

concerns, which is higher than the South West LHIN-wide average of 91.1%. Grey Bruce respondents also 

reported very few barriers to accessing quality primary care, as only five of the 22 barriers were identified by 

10% or more of Grey Bruce survey respondents. 

The timing of appointments is a common barrier to accessing primary care among Grey Bruce respondents. 

Having to wait too long when booking an appointment is a concern to 22.6%. As one respondent wrote, “When I 

need to see a doctor for something that just appears, I go directly to [the emergency department] as I know I 

can’t get in to see my doctor”. When asked how long they had to wait, only 18.1% reported they could see their 

PCP on the same or next day, while 52.8% could see their PCP within seven days, and 28.6% have to wait more 

than seven days. Inaccessible office hours are the next most commonly identified barrier related to timing, with 

15.7% of Grey Bruce respondents indicating that they cannot see their PCP because the hours do not fit their 

schedule. In the open-ended question that asked participants for suggestions about how to improve access, 

8.0% of respondents from Grey Bruce wrote about a need for extended office hours, which is slightly higher than 

the LHIN-wide average of 7.4%. Respondents to open-ended questions also frequently mentioned long wait 

times in their PCP’s office. One respondent wrote “Wait times in the office of my doctor are too long, i.e. 1-2 

hours beyond my appointment time”.  

Problems related to geographic accessibility, such as having to travel a long distance to get to a PCP 

appointment, are common barriers to accessing primary care in predominantly rural regions such as Grey Bruce. 

Surprisingly, only 10.9% of respondents from Grey Bruce report that their PCP is not located within a convenient 

distance from their home and work and only 10.9% report that they have difficulty traveling to their PCP for 

appointments. Compared to the LHIN-wide responses to these two questions (18.4% and 12.9%, respectively), 

geographic accessibility appears to be less of a problem for the respondents in Grey Bruce.  According to one 

focus group participant from South Grey Bruce, this may be because “rural citizens expect to drive to access 

some services – e.g., 30-45 minute drive to doctor”, implying that rural residents perceive travel times and 

distances differently than urban residents. It is important to note that winter weather was a more commonly-

cited barrier in Grey Bruce than in any other sub-LHIN area or the South West LHIN as a whole, and the 

problems of extreme weather conditions were raised among population respondents and HSPs. One respondent 

from North Grey Bruce wrote, “I have to drive out of town by highway for at least twenty minutes to see a 

doctor/nurse practitioner. There are appointments cancelled due to highway driving conditions in winter. I make 

appointments for times other than in the winter, and if really necessary use the Owen Sound hospital 

emergency [department].” The locations of PCPs across the Grey Bruce LHIN reveals that most PCPs are located 

in the settlements, with the highest number being in Owen Sound, Wiarton, Kincardine, and Hanover, which 

coincides within a close proximity of where the majority of the Grey Bruce sample resides.  
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The only major barrier to financial accessibility reported among Grey Bruce respondents is being able to afford 

to take time off work to attend PCP appointments; 14.5% report this being a problem, compared to 23.6% of 

LHIN-wide respondents reporting this as a barrier. This barrier is closely related to previously discussed barriers 

such as a participant’s provider not having office hours that fit their schedule and the proximity of work and 

home to their PCP. While paying for child care may not prevent people from attending child care in Grey Bruce 

(2.0%), some with children bring their children to their appointments with them, which has other associated 

problems. One HSP who participated in a focus group in South Grey Bruce wrote that it is “difficult to arrange 

daycare for medical appointments; limited options for child care, high costs of child care. Many people bring 

children to appointments, making it difficult for patients to focus on their health needs.”    

Respondents from Grey Bruce reported lower than average issues with health literacy and communication and 

relationships with PCPs, suggesting that once residents in the region physically access primary care (despite 

temporal, geographical, or financial barriers), they generally receive good quality care from their PCPs. The only 

challenge frequently cited by Grey Bruce respondents in the open-ended questions was with navigating the 

health care system; 20.5% of Grey Bruce HSPs (vs. 5.1% LHIN-wide) and 1.2% of survey respondents (vs 0.9% 

LHIN-wide) specifically mentioned encountering challenges with system navigation. A focus group participant in 

South Grey Bruce wrote that “system navigation is a challenge - don’t know how to access services… [there is] 

no ‘one stop shop’ where you can access all services in one location or even in same community”.  Another 

survey respondent from North Grey Bruce wrote that “there are very few opportunities for access to other 

health care providers such as dietitians, mental health, social work, [or] foot care”. 

Table 4-19. Barriers to accessing quality primary care for respondents from the Grey Bruce sub-LHIN area 

% who disagree with the 
following statements 

about accessing quality 
primary care 

% of All Respondents 
with a Primary Care 

Provider 

% of Senior 
Respondents with a 

Primary Care 
Provider 

% of Rural 
Respondents with a 

Primary Care 
Provider 

% of Low SES 
Respondents with a 

Primary Care 
Provider 

Grey 
Bruce 

(n=248) 

South 
West 
LHIN 

(n=809) 

Grey 
Bruce 

(n=97) 

South 
West 
LHIN 

(n=226) 

Grey 
Bruce 

(n=213) 

South 
West 
LHIN 

(n=809) 

Grey 
Bruce 

(n=66) 

South 
West 
LHIN 

(n=226) 

My primary care 
provider helps me to 
effectively manage my 
physical and mental 
health. 

4.8 8.9 3.1 7.5 4.7 5.7 0.0 8.0 

Timing of Appointments         

I do not have to wait 
too long when booking 
an appointment with 
my primary care 
provider. 

22.6 25.3 12.4 19.5 23.5 23.2 13.6 21.8 
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% who disagree with the 
following statements 

about accessing quality 
primary care 

% of All Respondents 
with a Primary Care 

Provider 

% of Senior 
Respondents with a 

Primary Care 
Provider 

% of Rural 
Respondents with a 

Primary Care 
Provider 

% of Low SES 
Respondents with a 

Primary Care 
Provider 

Grey 
Bruce 

(n=248) 

South 
West 
LHIN 

(n=809) 

Grey 
Bruce 

(n=97) 

South 
West 
LHIN 

(n=226) 

Grey 
Bruce 

(n=213) 

South 
West 
LHIN 

(n=809) 

Grey 
Bruce 

(n=66) 

South 
West 
LHIN 

(n=226) 

I have enough time 
during appointments 
with my primary care 
provider to talk about 
all of my concerns. 

4.4 13.0 4.1 10.6 3.8 8.6 1.5 14.4 

My primary care 
provider has office 
hours that fit my 
schedule. 

15.7 20.6 4.1 8.4 15.0 18.0 3.0 13.2 

Geographical 

Accessibility         

I have no difficulty 
traveling to my 
primary care 
provider’s office for 
appointments. 

10.9 12.9 7.2 8.8 9.4 9.4 6.1 13.2 

My primary care 
provider is located 
within a convenient 
distance from where I 
live or work. 

10.9 18.4 7.2 11.5 8.9 13.1 6.1 10.9 

Financial Accessibility         

I can afford to take 
time off work to 
attend primary care 
appointments. 

14.5 23.1 2.1 4.4 14.6 20.2 15.2 19.5 

My primary care 
provider takes my 
ability to pay into 
consideration when 
prescribing 
medications or 
recommending 
services 

4.4 8.0 3.1 6.6 4.2 5.4 3.0 5.7 

Paying for child care 
does not prevent me 
from seeing my 
primary care provider. 

2.0 5.1 1.0 3.1 1.9 3.7 1.5 5.2 
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% who disagree with the 
following statements 

about accessing quality 
primary care 

% of All Respondents 
with a Primary Care 

Provider 

% of Senior 
Respondents with a 

Primary Care 
Provider 

% of Rural 
Respondents with a 

Primary Care 
Provider 

% of Low SES 
Respondents with a 

Primary Care 
Provider 

Grey 
Bruce 

(n=248) 

South 
West 
LHIN 

(n=809) 

Grey 
Bruce 

(n=97) 

South 
West 
LHIN 

(n=226) 

Grey 
Bruce 

(n=213) 

South 
West 
LHIN 

(n=809) 

Grey 
Bruce 

(n=66) 

South 
West 
LHIN 

(n=226) 

Paying for 
transportation and 
parking do not prevent 
me from seeing my 
primary care provider. 

4.0 8.2 3.1 4.9 3.8 5.4 3.0 8.0 

Health Literacy & 

Communication         

My primary care 
provider explains 
things in a way that is 
easy to understand. 

2.4 5.8 2.1 4.4 2.3 4.7 0.0 7.5 

My primary care 
provider speaks in my 
preferred language. 

0.4 2.8 1.0 3.5 0.5 1.2 0.0 1.7 

My primary care 
provider supplies me 
with the resources and 
education I need to 
understand my care 
plan. 

3.2 9.8 2.1 6.6 3.3 6.2 0.0 10.9 

Relationships with PCPs         

I am treated with 
respect when I visit my 
primary care provider. 

1.2 3.5 2.1 3.5 0.9 2.2 0.0 2.9 

I feel that I can speak 
honestly to my 
primary care provider. 

3.2 7.2 2.1 4.9 3.3 5.2 0.0 6.3 

I have never been 
hurt, threatened, or 
made to feel unsafe by 
my primary care 
provider. 

0.8 3.0 1.0 3.1 0.9 1.5 0.0 4.0 

I know that I will not 
be judged when I visit 
my primary care 
provider. 

3.6 7.5 4.1 5.3 3.3 4.7 1.5 6.3 



 

99 

  

% who disagree with the 
following statements 

about accessing quality 
primary care 

% of All Respondents 
with a Primary Care 

Provider 

% of Senior 
Respondents with a 

Primary Care 
Provider 

% of Rural 
Respondents with a 

Primary Care 
Provider 

% of Low SES 
Respondents with a 

Primary Care 
Provider 

Grey 
Bruce 

(n=248) 

South 
West 
LHIN 

(n=809) 

Grey 
Bruce 

(n=97) 

South 
West 
LHIN 

(n=226) 

Grey 
Bruce 

(n=213) 

South 
West 
LHIN 

(n=809) 

Grey 
Bruce 

(n=66) 

South 
West 
LHIN 

(n=226) 

I trust that my 
personal information 
will be kept private 
when I visit my 
primary care provider. 

2.0 3.6 2.1 2.2 2.3 3.5 1.5 3.4 

My primary care 
provider always makes 
sure I know what to 
expect during 
treatments and 
procedures. 

2.8 7.7 3.1 5.8 2.3 4.9 0.0 6.9 

My primary care 
provider includes me 
in decisions about my 
care as much as I want 
to be. 

2.8 5.4 3.1 4.0 2.8 4.2 0.0 5.7 

My primary care 
provider treats me 
fairly regardless of my 
race or ethnic 
background. 

0.0 1.4 0.0 1.8 0.0 0.5 0.0 2.9 

My primary care 
provider understands 
my cultural needs. 

0.8 2.8 1.0 2.7 0.9 1.0 1.5 5.2 

Note: The Indigenous population and Ethno-Cultural and Recent Immigrant populations did not have sufficient sample 
sizes from the population survey to be included in this table. 

4.7.4 Experience of the Vulnerable Populations in Accessing Primary Care 

Indigenous Population. The population survey only received two responses from the Indigenous community 

living in the Grey Bruce sub-LHIN area. Both respondents have a PCP, but the sample size is too small to provide 

any additional analysis and interpretation. The HSP survey did not receive any responses from HSPs serving 

Indigenous populations in Grey Bruce. One focus group was conducted in North Grey Bruce with HSPs who work 

with Indigenous patients in Grey Bruce counties (n=7 participants). Participants in this focus group discussed 

their experiences with each barrier type while working with Indigenous patients.  
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One participant discussed issues with the timing of appointments: “Clients/patients feel very unwelcome…they 

wait for up to two hours to be seen for one concern; if there are multiple concerns, they are asked to make 

another appointment”. Another participant discussed the barriers that some Indigenous patients face related to 

geographic accessibility: “There are some clients/patients that live in the area that have been denied access to 

medical transportation from [Non-Insured Health Benefits] NIHB. There is a transient population that struggle 

with home/community policies in accessing transportation.” Another participant discussed issues of financial 

accessibility: “Office hours often leave the client/patient scrambling to find child care, as well as having to find 

funds and transportation to get to these appointments as well as lost wages.” Other participants discussed poor 

relationships with PCPs due to discrimination and lack of cultural understanding: “A number of primary care 

providers are not culturally sensitive and do not understand the many barriers present to accessing health care.  

They need to understand the history of First Nations People’s and their struggles.” These experiences were not 

only limited to Indigenous patients, but to some of the HSPs themselves: “Primary Care Providers discriminate 

by the color of your skin at first sight. However, once you identify yourself as a professional person, you are 

treated with a little more respect.” 

Ethno-cultural Groups and Recent Immigrant Population. Only four respondents to the population survey were 

self-defined as being part of an ethno-cultural group or recent immigrant.  This finding is not surprising due to 

the fact that the Census of Canada indicates that only a small percentage of the entire Grey Bruce population 

are visible minorities, non-English speakers, and recent immigrants. All four respondents have a PCP, but the 

sample size is too small to provide any additional analysis and interpretation from the population survey.  

Similarly, the HSP survey only had three respondents who specifically work with ethno-cultural groups, all of 

whom work with Amish and Mennonite populations. One focus group was conducted in South Grey Bruce with a 

single HSP who works with Amish and Mennonite communities (although this should be considered an 

interview, as there was only one participant). Unfortunately, Census of Canada data does not exist to tell us 

what proportion of the Grey Bruce population is Amish or Mennonite.  

Amish and Mennonite populations face barriers to geographic accessibility primarily due to their rural status 

and lack of motor vehicles. One HSP survey respondent wrote that “horse and buggy families are limited in the 

distance they can travel and the challenges of travelling in poor weather with ill infants etc.” Financial 

accessibility can also be a big problem for Amish and Mennonite populations as many lack OHIP coverage. One 

Community Health Center (CHC) based HSP wrote that the “cost of services beyond the CHC's current scope is 

difficult in particular for clients without a health card such as Amish families.” Another HSP who works primarily 

with Old Order Mennonite and Amish patients wrote, “There are huge financial ramifications related to extra 

transportation costs, fee for service bills for everything from a minor assessment to an emergency helicopter 

transfer. I don't think that enough creativity or sensitivity is used in coming up with solutions that minimize the 

financial impact of accessing health care for this community.” Communication and health literacy were 

commonly cited challenges among Amish and Mennonite HSPs. One HSP wrote that “English is a second 

language to all of these community members. Young children cannot understand English until they begin to 

learn at school around age six.” Another wrote: “Cultural/religious factors are also at play causing reluctance 

and sometimes mistrust between community members and health care providers”, while the focus group 
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participant mentioned that it is “difficult sometimes [for Amish/Mennonite people] to feel like a part of 

community”.  Poor relationships with PCPs may also be a challenge when providing care for ethno-cultural 

groups. One HSP wrote that “PCPs are often not terribly respectful and see the old order communities as odd 

and annoying causing extra work for everyone involved with them.” 

Seniors Population. There were 97 seniors aged 65 years or older from Grey Bruce who completed the 

population survey. All of these seniors currently have a PCP, 47.4 % of whom have a FP, 45.4% of whom have a 

NP, and 5.2% have both. There were also six HSP survey respondents from Grey Bruce who work with senior 

patients, but no focus groups with this population were held in Grey Bruce. The seniors from Grey Bruce see 

their PCP about the same as the entire Grey Bruce sample, with 11.3% seeing their PCP 7 or more times per 

year. Of the senior respondents with a PCP, 96.9% indicate their PCP effectively helps them manage their 

physical and mental health; this result is further supported by the finding that only one of the 22 potential 

barriers listed on the survey was identified as a problem by more than 10% of Grey Bruce senior respondents.  

The barrier identified was the timing of appointments: 12.4% of senior respondents indicated that they have to 

wait too long when booking an appointment. When asked how long they have to wait, only 15.5% indicate they 

can get an appointment the same or next day, which is lower than reported for all Grey Bruce respondents 

(18.1%), and very low compared to responses from seniors across the entire South West LHIN (27.9%). In 

contrast, only 23.7% of the Grey Bruce seniors indicated they had to wait more than 7 days to see their PCP, 

which is 5% lower than the proportion of all Grey Bruce respondents reporting the problem. One HSP who works 

with seniors in Grey Bruce wrote of the added strain this puts on older patients with more complex health 

problems: “The waiting time from making the appointment to seeing the doctor…is very stressful especially 

when there isn't much information regarding the condition given to the patient, and they need someone to 

discuss their fear of the unknown with.”  

Many seniors who responded to the population survey wrote about a lack of PCPs in their area presenting 

barriers to geographic accessibility. One respondent wrote that they are leaving the region this year, and that 

the “lack of primary care in Grey Bruce is the reason. We might vacation here, but if we need health care, we 

need to be in a city.” Financial accessibility can also be a challenge for both seniors and their caregivers. One 

senior respondent from Grey Bruce wrote about the challenges taking time off work to attend primary care 

appointments with their elderly parents: “As a teacher I had used up too much of my sick leave to get Mom and 

Dad appointments, especially when my Dad became ill in April 2012, so that I retired from my profession by 

March 2013”.  

Seniors in Grey Bruce may also experience challenges with communication and health literacy. One HSP 

respondent wrote “We do have some elderly clients with dementia who return to their first language, and this 

may not be apparent in the early days of the dementia. I believe that hearing loss is a large effect on ability to 

understand and communicate, and we underestimate this.” Some seniors also experience poor relationships 

with PCPs due to ageism. One respondent wrote that health care providers in the area are “unprofessional 

towards elder patients”, while one HSP wrote that their “elderly [patients] often have complaints that nothing is 

being done for them.” 
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Rural Population. The population survey received 215 respondents from rural Grey Bruce, which is 86.0% of all 

respondents from the Grey Bruce sub-LHIN area. Of the 99.1% of respondents who have a PCP, the largest 

proportion has a NP (47.9%), followed by a FP (46.5%), with only 5.2% having both. The rural respondents tend 

to visit their PCPs almost as often as the overall Grey Bruce sample, which is expected with so many of the full 

Grey Bruce sample being from rural areas. Of the Grey Bruce rural respondents who have a PCP, only 4.7% do 

not believe their PCP helps to manage their physical and mental health. This result is supported by the finding 

that only three of the 22 barriers listed on the survey are a concern to more than 10% of rural respondents. The 

HSP survey respondents included 19 rural residents, and there was one focus group conducted among rural 

residents of South Grey Bruce (n=12 participants).  

Rural respondents from Grey Bruce identify the timing of appointments as a barrier to accessing quality primary 

care. Almost a quarter of all respondents indicated they have to wait too long when booking an appointment 

(23.5%), which corresponds with the proportion of rural respondents who indicate they have to wait more than 

7 days to see their PCP (29.1%). Furthermore, only 18.3% of respondents report they can see their PCP the same 

or next day when booking an appointment, which is identical to the responses among the entire Grey Bruce 

sample. Not only do rural Grey Bruce residents have difficulty booking a prompt appointment, but 15.0% also 

have trouble finding times to see their PCP that fit their schedule, compounding the issue in accessing their PCP 

in a timely manner. One rural survey respondent put this succinctly: “We need far more full time doctor's 

hours”, while another wrote that we need to “figure out a way to get more doctors to work in the boonies.”  

Geographic accessibility is another barrier to accessing primary care, as respondents who live a long distance 

from their PCP may have difficulty getting to appointments. One rural HSP from North Grey Bruce wrote of the 

challenges presented by distance and weather: “Most of my patients live in very remote locations. Most never 

leave home in the winter because they are snowbound”.  

Financial accessibility is perceived to be the most common barrier among rural residents in the Grey Bruce sub-

LHIN area as being unable to afford to take time off work is a concern for 14.6% of respondents. Rural focus 

group participants spoke of the high cost of transportation due to a lack of public transit and the need to 

sometimes pay for parking and even hotels if their PCP is in a distant city, while a rural HSP wrote of the 

intersection between geographic and financial accessibility for rural patients: “Transportation in a rural area 

especially in winter months for the older population, this can be a cost barrier if arranging a mobility service or 

taxi is needed.”  

Poor communication with PCPs due to feeling judged, fearing a lack of privacy, and being unable to speak 

honestly to a PCP are frequent concerns among those living in small towns and rural areas; when you live in a 

smaller settlement there is a better chance that you know your PCP in a personal manner outside of his or her 

practice. These personal connections can lead to a fear that an individual’s health conditions will become public 

knowledge because of the close-knit social environment. One rural respondent from South Grey Bruce wrote of 

how these issues prevent them from accessing care: “I avoid seeing my doctor for certain issues as several ladies 

from my church work in the office”. Another respondent from North Grey Bruce wrote, “In rural communities, if 
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you do not trust or get along with or have conflict with your family doctor, there is no recourse for you - you will 

not have a family physician then and no access to primary care.” 

People with Low Socioeconomic Status (SES). The population survey received 66 respondents from the Grey 

Bruce sub-LHIN area that were categorized as being of low SES, which is 26.4% of all Grey Bruce respondents. All 

of these respondents have a PCP, 47.0% of whom have NP, 47.0% of whom have a FP, and 6.0% have both. Low 

SES respondents tend to visit their PCPs slightly more often than the total sample of respondents from Grey 

Bruce. All of the Grey Bruce low SES respondents believe their PCP helps them manage their physical and mental 

health (100%).  Furthermore, low SES respondents also believe they receive a high quality of care, as only two of 

the 22 potential barriers listed on the survey are a concern to more than 10% of low SES respondents. The HSP 

survey only had five respondents from Grey Bruce who identified that they specifically work with people with 

low SES, so quantification of this data would be inappropriate due to the small sample size. Nevertheless, 

selected quotes from these participants will be offered below to offer insights into their lived experiences. There 

were no focus groups held with low SES individuals in Grey Bruce.  

As with all of the other vulnerable population groups in Grey Bruce, low SES respondents identify the timing of 

appointments as a barrier to accessing quality primary care. In particular, having to wait too long when booking 

an appointment (13.6%) is a common concern, which is supported by the finding that a quarter of respondents 

have to wait more than seven days to see their PCP (24.2%). Furthermore, only 19.7% of respondents report 

they can see their PCP same or next day when booking an appointment, which is similar to the finding reported 

for the entire Grey Bruce sample.  

Financial accessibility is the most commonly reported barrier among low SES residents in Grey Bruce sub-LHIN 

area. Being unable to afford to take time off work is a concern for 15.2% of respondents. One HSP who works 

with low income individuals in Grey Bruce wrote that their patients “are abjectly poor; they cannot afford the 

gas money to visit me”. Another HSP wrote of how their clinic addressed the financial needs of their population 

by extending office hours: “Child care and time off work [were a problem]. The NP weekend clinic has been of 

huge benefit to the community.” Overall, low SES respondents from Huron Perth reported good relationships 

with PCPs, although one HSP did note that their patients “feel rushed out the door and often feel like they are 

being labelled.” 

 Lived Experiences of Primary Care Providers  

4.8.1 Characteristics of the Primary Care Provider Respondents 

Although the primary care provider (PCP) survey was completed by a total of 100 PCPs across the entire LHIN, 

the number of responses is insufficient to conduct analyses disaggregated by individual sub-LHIN area. A full 

description of respondent characteristics across the LHIN can be found above in section 3.8.1. Of the 100 

respondents, 16 were from Grey Bruce, of which 14 were family physicians (FPs; 87.5%) and two were nurse 

practitioners (NPs; 12.5%). One PCP engagement session was held in the Grey Bruce sub-LHIN area, in Owen 

Sound. A total of 17 PCPs participated in this session, of which 15 (88.2%) were physicians and two were NPs 
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(11.8%). Themes identified during these sessions will be discussed in relation to the key barriers and populations 

addressed in this report.   

4.8.2 Characteristics of the Practice 

As mentioned in the previous section, an analysis of practice characteristics by sub-LHIN area cannot be 

presented due to the small sample size and risk of identifying participants. A full description of practice 

characteristics across the LHIN can be found above in section 3.8.2. 

4.8.3 Experience of Primary Care Providers 

Due to the small sample size of PCPs in each sub-LHIN area, quantitative analysis of survey data by region 

will not be included here; however, respondents who provided further details about their lived experiences in 

the open-ended survey questions and comments made by engagement session participants will be included to 

provide context into the perspectives of Grey Bruce PCPs. Some sub-populations of patients have multifaceted 

primary health needs that may lie beyond the comfort level of some PCPs. A series of survey questions were 

asked of PCPs to determine their confidence in providing various types of care, including care for people with 

mental health issues, trauma/violence, or addictions, as well as care for patients of all religious backgrounds and 

culturally safe care. Full results of PCP responses from across the LHIN can be found in section 3.8.3. While most 

respondents from Grey Bruce did not fill out the open ended question following this question series, providing 

mental health care and trauma screening were most frequently mentioned as areas of concern, while mental 

health and addictions were most commonly mentioned during the PCP engagement session, along with 

“providing equitable access particularly to Amish and Mennonite people”.  

Respondents of the PCP survey were also asked whether they agree or disagree with a series of statements 

discussing their experiences providing primary health care in Ontario. Questions related to the ability to refer 

patients to specialists, ability to spend adequate time with patients, and attitudes towards team-based care.  

Full results of PCP responses from across the LHIN can be found in section 3.8.3. One PCP from Grey Bruce wrote 

of the challenges in providing care to a growing seniors’ population, “As far as time goes with patients, we have 

an aging population with multiple health issues that need frequent monitoring at times, and it is getting more 

difficult and stressful to find the time”. Comments from the PCP engagement session were of a similar vein; 

indeed, providing care for the “frail elderly” and the “increasing complexity of patients on roster” were common 

themes in Grey Bruce, while Indigenous, Amish and Mennonite patients were identified as key vulnerable 

populations requiring more support. 

At the end of the survey, PCPs were asked for any general suggestions that may help to improve access to 

primary care for vulnerable patients within the South West LHIN. The most common responses from Grey Bruce 

PCPs included more community outreach (including home visits and videoconferencing) and/or transportation 

assistance for patients, system navigation support for both patients and PCPs, and increased recruitment and 

retention of PCPs in the area. One physician from Grey Bruce suggested “empower[ing] physicians such that 

there is confidence with these demographics such that they are more willing to open their practice”.  



 

105 

  

5 Huron Perth Sub-LHIN 

The Huron Perth sub-LHIN is located in the middle of the South West LHIN between the Grey Bruce, London 

Middlesex, and Oxford sub-LHIN areas. The sub-LHIN area is comprised of two counties: Huron County and Perth 

County. Huron County is located to the west along Lake Huron.  Huron is predominantly rural and its largest 

settlement is the Town of Goderich. Perth County is to the East, bordering Waterloo Region. Perth is also 

predominantly rural and its largest settlement is the City of Stratford. 

 Characteristics of Vulnerable Populations 

Indigenous Populations.  Aboriginal and Indigenous are used interchangeably in this report. Indigenous is 

becoming more prominent or preferred. As seen in Table 5-1, the Indigenous population represents a small 

proportion of the total population in the Huron Perth sub-LHIN area. The density of Aboriginal population is also 

lower in the Huron Perth sub-LHIN area (0.11 people / km2) compared to the entire South West LHIN (1.17 

people / km2). Within the Huron Perth sub-LHIN area, urban areas have a higher density of Indigenous peoples 

than rural areas; for example, the Indigenous population density is 10.76 people per square kilometre in the 

Town of Goderich and 7.47 people per square kilometre in the City of Stratford. Overall, Huron Perth does not 

have a large representation of the Indigenous population. 

Table 5-1. Indigenous population 

 
Huron 
Perth 

Huron 
County 

Perth 
County 

Town of 
Goderich 

City of 
Stratford 

South 
West LHIN 

Total Population (2011) 145,794 59,827 85,967 7,521 30,156 956,468 

# of Aboriginal people per sq. km 0.1 0.1 0.1 10.8 7.5 1.2 

% of the population that are Aboriginal 0.5% 0.6% 0.4% 1.1% 0.6% 2.8% 

Ethno-cultural Groups and Recent Immigrant Populations. In the Huron Perth sub-LHIN area, only 1.2% self-

identify as a visible minority, with almost 0% of the population self-identifying as recent immigrants or other 

ethno-cultural groups (Table 5-2).  These proportions are low compared to the overall South West LHIN. The City 

of Stratford has the highest percentage of visible minorities (3.9%) compared to the rest of the sub-LHIN area.   

Table 5-2. Ethno-cultural groups and recent immigrant populations 

 
Huron 
Perth 

Huron 
County 

Perth 
County 

Town of 
Goderich 

City of 
Stratford 

South 
West LHIN 

Total Population (2011) 145,794 59,827 85,967 7,521 30,156 956,468 

% of the population that immigrated 
to Canada between 2006 and 2011 

0.3% 0.1% 0.4% 0.0% 0.7% 1.2% 

% of the population that are visible 
minority 

1.2% 0.4% 1.8% 0.5% 3.9% 6.9% 

% of the population that have Arabic 
as their Mother-Tongue 

0.0% 0.0% 0.0% 0.1% 0.1% 0.8% 
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Huron 
Perth 

Huron 
County 

Perth 
County 

Town of 
Goderich 

City of 
Stratford 

South 
West LHIN 

% of the population that have Spanish 
as their Mother-Tongue 

0.3% 0.2% 0.3% 0.1% 0.4% 1.0% 

% of the population that have French 
as their Mother-Tongue 

0.7% 0.8% 0.7% 1.0% 0.8% 1.0% 

% of the population who do not speak 
English or French 

0.7% 0.7% 0.7% 0.1% 0.3% 0.8% 

Senior Population. In the Huron Perth sub-LHIN the proportion of seniors 65 years and older and 75 years and 

older are relatively high compared to the South West LHIN. In contrast, the density of seniors (both over 65 and 

over 75) is less than the South West LHIN due to the large rural areas throughout the sub-LHIN. The highest 

density of seniors are located within Stratford (216.6 seniors over 65/km2 and 112.5 seniors over 75/km2) and 

Goderich (215.8 seniors over 65/km2 and 113.3 seniors over 75/km2), as the total population density is greater in 

settlements than rural areas. Although, as revealed in Table 5-3, there is a higher proportion of seniors (both 

over 65 and 75) in Huron County compared to Perth County within the Huron Perth sub-LHIN area. 

Table 5-3. Population of seniors 

 
Huron 
Perth 

Huron 
County 

Perth 
County 

Town of 
Goderich 

City of 
Stratford 

South 
West LHIN 

Total Population (2011) 145,794 59,827 85,967 7,521 30,156 956,468 

# of seniors 65 years and older per sq. 
km 

4.2 3.8 5.1 215.8 216.6 6.8 

% of the population who are seniors 
65 years and older 

14.6% 17.9% 12.2% 16.0% 11.1% 10.6% 

# of seniors 75 years and older per sq. 
km 

2.0 1.6 2.6 113.3 112.5 3.2 

% of the population who are seniors 
75 years and older 

6.8% 8.1% 5.8% 8.2% 5.0% 2.3% 

Rural populations. The Huron Perth sub-LHIN area is predominantly rural in character (Table 5-4). Over three-

fifths (60.5%) of the population live in rural areas, which is more than twice the proportion of rural population in 

the South West LHIN overall (30.2% rural).  The Town of Goderich is located in this rural area, along with 

numerous other small settlements, such as Exeter, Wingham, Listowel, Clinton, and Seaforth. The only 

settlement officially categorized as urban in this sub-LHIN area is the City of Stratford with a population of 

30,156, which is about one-fifth (20.7%) of the people living in the sub-LHIN area. Approximately one-fifth 

(19.8%) of the population lives in the urban commute zone within a 15 minute drive of Stratford, which includes 

the settlements of Mitchell and St Mary’s.  
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Table 5-4. Rural population 

 
Huron 
Perth 

Huron 
County 

Perth 
County 

Town of 
Goderich 

City of 
Stratford 

South 
West LHIN 

Total Population (2011) 145,794 59,827 85,967 7,521 30,156 956,468 

% of the population living in urban 
areas 

20.7% 0.00% 40.0% 0.00% 100.0% 50.0% 

% of the population living in urban 
commute zone 

19.8% 0.00% 30.0% 0.00% 0.00% 19.8% 

% of the population living in rural 
areas 

60.5% 100.0% 30.0% 100.0% 0.00% 30.2% 

People with Low Socioeconomic Status (SES). As seen in Table 5-5, the median household income in the Huron 

Perth sub-LHIN area is slightly lower than that of the South West LHIN overall ($56,375 and $60,037, 

respectively). A closer look at variations in the region reveals that median household incomes are lower in the 

Town of Goderich ($51,148) compared to the City of Stratford ($55,376). Despite having lower median 

household incomes than the South West LHIN overall, the proportion of the population living under the low-

income cut-off (LICO) is lower in the Huron Perth sub-LHIN compared to the South West LHIN (23.7% vs 30.0%, 

respectively). In addition to income, educational attainment and lone-parenthood are key determinants of 

socio-economic status.  The percentage of people in Huron Perth sub-LHIN who do not have a high school 

diploma is higher (16.5%) than in the rest of the South West LHIN (12.6%). The percentage of lone parent 

families in Huron Perth sub-LHIN area is 3.3% lower than in the South West LHIN (11.2% vs 14.5% respectively). 

The majority of lone parent families in the Huron Perth sub-LHIN area live in the major settlements: 13.6% of 

families in Goderich and 17.3% in Stratford.  

A lower proportion of the overall population in this sub-LHIN area are living in vulnerable conditions compared 

to the population in the South West LHIN as a whole.  Compared to the entire Huron Perth sub-LHIN, a greater 

proportion of the population of the City of Stratford are living in vulnerable conditions (according to multiple 

indicators). 

Table 5-5. Low socioeconomic status population 

 
Huron 
Perth 

Huron 
County 

Perth 
County 

Town of 
Goderich 

City of 
Stratford 

South 
West LHIN 

Total Population (2011) 145,794 59,827 85,967 7,521 30,156 956,468 

Median Household Income $56,375 $53,141 $59,143 $51,148 $55,376 $60,037 

% of the population who live under 
the low income cut off 

23.7% 22.9% 24.2% 28.6% 31.8% 30.0% 

% of the population between 25 and 
64 years old without a high school 
diploma 

16.5% 16.7% 16.4% 10.3% 12.9% 12.6% 

% of families headed by lone parents 11.2% 10.0% 12.1% 13.6% 17.3% 14.5% 
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Social Determinants of Need Index. The social determinants of need index (Table 5-6) was used to understand 

how the five vulnerable populations overlap within the South West LHIN area (for explanation of the index see 

Section 2.3). The index can be interpreted as the higher the index value, the higher the need of the population. 

On average, the Huron Perth sub-LHIN area social determinants of needs index score (-1.420) is lower than the 

score of the South West LHIN (-1.012). Although the overall need is low within the larger scope of the LHIN and 

sub-LHIN areas, Goderich (-0.851) and Stratford (0.827) both have high average need compared to the rest of 

Huron Perth. According to the social determinants of need index map for the Huron Perth sub-LHIN area, other 

areas that have a high needs index value include Millbank, Milverton, St. Marys, Exeter, and Bayfield. 

Table 5-6. Social determinants of need index 

 
Huron 
Perth 

Huron 
County 

Perth 
County 

Town of 
Goderich 

City of 
Stratford 

South 
West LHIN 

Total Population (2011) 145,794 59,827 85,967 7,521 30,156 956,468 

Social Determinants of Needs Index -1.420 -1.771 -1.114 -0.851 0.827 -1.012 

 Health Status of the Population 

The Huron Perth sub-LHIN area comprises the second highest proportion of older adults and seniors out of the 

five sub-LHIN areas. There is a higher incidence and prevalence of chronic disease amongst older adults and 

seniors, as seen in Table 5-7. This means a greater number of people are living with and managing chronic 

disease in this region. Chronic disease is one of the leading causes of morbidity and mortality for residents of 

Huron County, with almost one half of all residents reporting the presence of one or more chronic health 

conditions (49.0%) and 70.0% of all deaths are attributable to chronic disease. 27.8% of residents have high 

blood pressure, 8.4% have diabetes, and 7.5% have ischemic heart disease. The health status of Perth residents 

is comparable to the overall population of the South West LHIN. Residents self-report lower rates of chronic 

disease and fewer risk factors for poor health, including smoking and drinking prevalence, and obesity (CCHS, 

2013/14). A higher percentage of Perth County residents report ‘very good’ or ‘excellent’ physical and mental 

health compared to their LHIN counterparts (CCHS, 2013/14). Despite this picture of good self-reported health, 

mortality attributable to chronic disease is high. 

Table 5-7. Prevalence and mortality rate for chronic conditions 

 
Huron 
Perth 

Huron 
County 

Perth 
County 

South 
West LHIN 

Prevalence of Chronic Conditions Based on Self-Report (CCHS 
2013/14)     

Arthritis 20.9% 21.4% 20.5% 20.6% 

Asthma 5.6% 5.9% 5.3% 9.0% 

COPD 3.0% 2.4% 3.6% 4.8% 

Cancer 1.1% 1.0% 1.1% 1.0% 

http://theheal.ca/images/PCP_Images/goderich_SDNI.jpg
http://theheal.ca/images/PCP_Images/Stratford_SDNI.jpg
http://theheal.ca/images/PCP_Images/HuronPerthHL_SDNI.jpg


 

109 

  

 
Huron 
Perth 

Huron 
County 

Perth 
County 

South 
West LHIN 

Diabetes 8.0% 8.4% 7.7% 7.0% 

Hypertension 22.4% 27.8% 18.4% 17.5% 

Ischemic Heart Disease 5.3% 7.5% 3.6% 4.7% 

Stroke 1.1% 1.2% 1.0% 1.4% 

Mortality Rate per 100,000 population, for Select Chronic 
Conditions (Statistics Canada 2011) 

    

Arthritis 5.8 5.0 6.5 3.8 

Asthma 0.67 0.2 1.3 0.5 

COPD 48.0 60.3 39.1 34.8 

Cancer 245.6 258.6 235.4 231.6 

Diabetes 31.3 34.7 28.6 24.6 

Hypertension 12.7 11.6 13.7 8.6 

Ischemic Heart Disease 141.6 168.6 120.3 127.7 

Stroke 45.9 49.6 42.9 35.7 

The expected primary care need for residents of Huron Perth (see SAMI score in Table 5-8) is 6% lower than for 

the South West LHIN, although the expected need for primary care is higher in the town of Goderich.  Goderich 

has a growing list of unattached patients without access to primary care as well as significant transient and 

tourist/seasonal populations.  This creates additional pressure on the emergency department as it becomes the 

primary location for transient populations to access primary care services. 

Table 5-8. Health complexity, 2012/13 

 
Huron 
Perth 

Town of 
Goderich 

City of 
Stratford 

South 
West LHIN 

Expected Primary Care Need Ratio (Standardized ACG Morbidity 
Index; SAMI) 

0.86 1.00 0.89 0.92 

Proportion of the Population with Expected High Health Care 
Need (Resource Utilization Bands 4,5) 

14.1% 16.6% 14.4% 15.2% 

Proportion of the Population Recently Registered with OHIP 1.9% 1.7% 2.4% 4.0% 

Proportion of the Population with a Known Mental Health 
Condition 

14.5% 15.3% 17.0% 18.0% 

 Primary Care Landscape  

The status of the primary care landscape in Huron Perth sub-LHIN area, as of July 2015, is presented in Table 5-9. 

Huron Perth contains the youngest demographic group of family physicians (FPs) in the LHIN, with only 15% of 

FPs over the age of 60.  As of July 2015, there were 47 active FPs practicing in Huron County and 54 in Perth 
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County for a total of 101 FPs providing comprehensive primary care to a population of 145,794 residents. 

Primary care practices are located in seven communities throughout Huron and five communities throughout 

Perth County. 80% of FPs in Huron Perth are affiliated with a Family Health Team.  There are two communities 

without team-based practices: Exeter, located in Huron County, and Mitchell, located in Perth County. There are 

no Community Health Centres (CHC), Nurse Practitioner Led Clinics (NPLC), or Aboriginal Health Access Centres 

(AHAC) in the Huron Perth area. There is one after-hours walk-in clinic located in Exeter.  

Table 5-9. Primary care capacity, 2015 

 
Huron 
Perth 

Huron 
County 

Perth 
County 

Town of 
Goderich 

City of 
Stratford 

South 
West LHIN 

Total Population (2011) 145,794 59,827 85,967 7,521 30,156 956,468 

# of Active Primary Care Providers (FP 
+ NP’s in NPLC) 

101 47 54 14 24 617 

% of Family Physician Aged 60+ 15% 15% 15% 7% 13% 21% 

% of Primary Care Providers affiliated 
with team-based care  

80% 83% 78% 100% 88% 53% 

# of CHC/NPLC/AHAC 0/0/0 0/0/0 0/0/0 0/0/0 0/0/0 5/2/3 

# of Walk-in Clinics 1 1 0 0 0 25 

While 93.0% of residents in Huron Perth self-report they have access to a regular family physician (CCHS, 

2013/14), only 88.7% of residents actually obtain primary care services from a consistent primary care provider 

(OHIP Claims Database/Client Agency Program Enrollment, 2013), which is presented in Table 5-10. Huron Perth 

family physicians carry an average roster of 1,174 patients (MOHLTC, 2014). The average roster size in Huron 

County (961 patients) is the lowest in the LHIN and notably less than the average in Perth County (1,359 

patients). Family physicians in several communities provide comprehensive medical care outside of the office 

setting, including emergency departments (EDs), inpatient/hospitalist, obstetrical, anesthesia, and long-term 

care coverage, which means they may not be working full time providing primary care in the office setting. It is 

unknown to what extent physicians’ workload and practice type allocations impacts roster size.  

Table 5-10. Unattached population, 2015 

 
Huron 
Perth 

Huron 
County 

Perth 
County 

South 
West LHIN 

Total Population (2011) 145,794 59,827 85,967 956,468 

% of Population Self-Reporting Access to a Regular Family 
Physician 

93.0% 87.2% 97.4% 90.9% 

% of Population without a Consistent Primary Care Provider 12.1% 14.1% 10.5% 14.9% 

Huron Perth has 5.2 Interdisciplinary Health Professionals for every 10,000 people – the highest of the five sub-

LHIN areas. This is driven by the high proportion of team-based care located in the region. A full description of 

the IHPs for Huron Perth can be found in Table 5-11. 
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Table 5-11. Interdisciplinary health professionals in team-based care, 2015 

 
Huron 
Perth 

Huron 
County 

Perth 
County 

Town of 
Goderich 

City of 
Stratford 

South 
West LHIN 

Nurse Practitioner* 15.6 9.0 6.6 3.0 2.6 78.6 

Registered Nurse 21.7 9.5 12.2 3.0 6.7 66.4 

Registered Practical Nurse 4.5 1.0 3.5 0.0 1.5 10.7 

Registered Dietitian 7.5 2.5 5.0 1.1 2 22.9 

Mental Health Worker 3.5 0.0 3.5 0.0 1.5 4.5 

Social Worker 11.5 5.0 6.5 1.0 3.5 48.2 

Pharmacist 3.9 1.5 2.4 0.5 1.25 13.6 

Educator 1.7 1.0 0.7 1 0.2 5.8 

Other 6.6 2.9 3.7 0.4 2.3 28.3 

Total Interdisciplinary Health 
Professionals per 10,000 population 

5.2 5.4 4.6 13.2 7.1 279.0 

*Nurse Practitioners in NPLCs are counted within the primary care provider numbers. 

 Health Service Utilization 

While the population of Huron Perth appears to have good access to primary care services and team-based 

resources, local residents are visiting nearby emergency departments more frequently than in other areas of the 

LHIN for the treatment of minor conditions which should be treated in alternative primary care settings such as 

a family physician’s office or a walk-in clinic. As described in Table 5-12, Huron County has the second highest 

rate of unnecessary emergency department use amongst the counties in the LHIN. For rural communities, the 

hospital emergency department is often the only after-hours access point to the health care system for a wide 

variety of services beyond usual care for acute illness and injury. In Huron Perth, many family physicians arrange 

after-hours visits with patients in their local emergency department (ED). While these scheduled visits can be 

noted and subsequently excluded from utilization data, it is unknown to what extent scheduled ED visits are 

flagged and recorded at the time of triage. The walk-in clinic in Exeter serves residents of both Huron and Perth 

Counties. Residents from Goderich frequently travel to Exeter to access the ED for after-hours care when the ED 

at Alexandra Marine and General Hospital gets busy. 

Rates of hospitalization for ambulatory care sensitive conditions (ACSC) are high in the Huron Perth sub-LHIN 

area compared to the LHIN. A higher prevalence of chronic disease, an older age distribution of a population, 

and admission of rural residents to urban hospitals drive increased ACSC hospitalization rates.  Once residents of 

Huron Perth are admitted to hospital for chronic disease, their likelihood of readmission is considerably lower 

than the other four sub-LHIN areas.  
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Table 5-12. Acute service utilization, 2014/15 

 
Huron 
Perth 

Huron 
County 

Perth 
County 

Town of 
Goderich 

City of 
Stratford 

South 
West LHIN 

Emergency department visits for 
conditions that could be treated in 
alternative primary care settings, per 
1,000 population 

77.5 116.3 49.1 162.2 35.7 44.7 

Hospitalizations that could be avoided 
through appropriate ambulatory care, 
per 100,000 population 

437.1 460.5 419.9 767.1 490.7 393.8 

Readmissions to acute bed within 30-
days of discharge for select chronic 
diseases 

13.8% 14.2% 13.7% 12.6% 14.1% 17.1% 

  Geographic Accessibility to Primary Care Providers  

Accessibility to All Primary Care Providers for the Entire Population. The map of primary care providers (PCPs) 

in the Huron Perth Health Link reveals that primary care providers are distributed throughout this sub-LHIN 

area.  An examination of the map of accessibility to primary care providers within 30 minutes reveals relatively 

high accessibility levels in most towns throughout the sub-LHIN area (Table 5-13). The highest accessibility levels 

in this region are found along the Highway 8 corridor between Goderich and Stratford, and the Highway 4 

corridor between Clinton and Exeter.  The lowest accessibility levels are found in the northern part of this sub-

LHIN area, specifically in the low density rural areas just south of the communities of Wingham and Listowel.  

In the Town of Goderich, levels of accessibility to primary care providers are relatively high overall, and are 

among the highest in all of Huron Perth.  The close-up map of accessibility to primary care providers within 

Goderich reveals that the south and west end of the town have the lowest levels of accessibility, because all of 

the PCPs are located in the north end of town. 

In the City of Stratford, levels of accessibility to primary care providers are similar to the average levels found 

across the Huron Perth sub-LHIN area.  The core of Stratford has average accessibility levels; however, the east 

and north-west sections of the City have relatively low levels of accessibility to primary care providers compared 

to the rest of the Huron Perth sub-LHIN area.  

Accessibility to Primary Care Providers Under 60 Years Old for the Entire Population. The map of primary care 

providers under 60 years of age in the Huron Perth Sub-LHIN area is virtually identical to the map of all primary 

care providers, and therefore suggests that the distribution of primary care providers in the area will not be 

immediately impacted by anticipated retirements. Examining the map of accessibility to primary care providers 

under 60 confirms this finding, as the patterns of accessibility do not substantially change when accounting for 

potential retirees. The global results of the analysis reported in Table 5-13 reveals that the number of primary 

care providers per 1,000 population only decreases by 14% across the sub-LHIN area when PCPs over 60 years of 

age are removed, which is the lowest decrease of any sub-LHIN area due to anticipated retirement.  Accordingly, 
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the geographic patterns of high and low accessibility are almost identical when comparing the accessibility to all 

primary care provider map to the accessibility to primary care providers under 60 map.  

A closer look at accessibility data for Goderich and Stratford reveals that there is only a small anticipated 

decrease in the number of PCPs per 1,000 population due to potential retirement. Goderich would only 

experience a 14% decrease in primary care providers per 1,000 population and Stratford a 12% decrease. There 

is very little difference in the geographic patterning of accessibility between the maps with all PCPs compared to 

the maps with PCPs over 60 years of age removed. As shown on the accessibility to PCPs under 60 years of age 

maps, Goderich has higher accessibility in the East than the West, and in Stratford, the highest accessibility is 

near the central core of the city. 

Accessibility to Team-based Primary Care Providers for the Entire Population. The map of team-based primary 

care providers in the Huron Perth Sub-LHIN area reveals that while team-based primary care providers are well 

distributed throughout the sub-LHIN area, there are gaps in service in the rural areas, such as the areas around 

Exeter and Mitchell. Extending this analysis to the maps of accessibility to team-based primary care providers, 

there is relatively high accessibility extending out from Goderich on the West coast, as well as the regions 

surrounding Wingham, Listowel, and between Stratford and St. Mary’s. The global statistics presented in Table 

5-13 show an average of 0.581 team-based primary care providers per 1,000 people, which is the second best 

accessibility to team-based PCPs among sub-LHIN areas. Despite this, there are still geographic gaps in accessing 

team-based PCPs within the Huron Perth sub-LHIN area. 

In Goderich, all of the PCPs within the town are in team-based primary clinics. The map of accessibility to team-

based primary care providers is only marginally different from the map of accessibility to all primary care 

providers. Table 5-13 supports this interpretation, showing only a 0.3% difference in global accessibility levels 

between all PCPs and team-based PCPs. Unlike in Goderich, a smaller proportion (88%) of the primary care 

providers in Stratford practice in a team-based setting; as a result, global accessibility to considering team-based 

PCPs is 23.1% lower than levels for all primary care providers in Stratford. The map of accessibility to team-

based primary care providers shows that those living in downtown Stratford and live along the north-south 

corridor have relatively high accessibility to team-based providers, but those living elsewhere have relatively low 

accessibility.  

Table 5-13. Geographic accessibility for the general population 

 
Huron 
Perth 

Huron 
County 

Perth 
County 

Town of 
Goderich 

City of 
Stratford 

South 
West LHIN 

Average # of primary care providers 
per 1,000 population 

0.6979 0.7345 0.6539 1.1961 0.7997 0.6492 

Average # of primary care providers 
under 60 years old per 1,000 
population 

0.6017 0.6297 0.5680 1.0323 0.7055 0.5174 

Average # of team-based primary care 
providers per 1,000 population 

0.5811 0.6687 0.4758 1.1926 0.6153 0.3935 

http://theheal.ca/images/PCP_Images/HuronPerthHL_30min_AllPopAllDr.jpg
http://theheal.ca/images/PCP_Images/HuronPerthHL_30min_AllPopAllDr.jpg
http://theheal.ca/images/PCP_Images/HuronPerthHL_30min_AllPopU60Dr.jpg
http://theheal.ca/images/PCP_Images/goderich_30min_AllPopU60Drs.jpg
http://theheal.ca/images/PCP_Images/Stratford_30min_AllPopU60Drs.jpg
http://theheal.ca/images/PCP_Images/HuronPerthHL_DrLocations_AllPopTeamDr.jpg
http://theheal.ca/images/PCP_Images/HuronPerthHL_DrLocations_AllPopTeamDr.jpg
http://theheal.ca/images/PCP_Images/HuronPerthHL_30min_AllPopTeamDr.jpg
http://theheal.ca/images/PCP_Images/goderich_DrLocations_AllPopTeamDrs.jpg
http://theheal.ca/images/PCP_Images/goderich_30min_AllPopTeamDrs.jpg
http://theheal.ca/images/PCP_Images/goderich_30min_AllPopTeamDrs.jpg
http://theheal.ca/images/PCP_Images/Stratford_DrLocations_AllPopTeamDrs.jpg
http://theheal.ca/images/PCP_Images/Stratford_DrLocations_AllPopTeamDrs.jpg
http://theheal.ca/images/PCP_Images/Stratford_30min_AllPopTeamDrs.jpg
http://theheal.ca/images/PCP_Images/Stratford_30min_AllPopTeamDrs.jpg


 

114 

  

 Geographic Accessibility to Primary Care Providers for Vulnerable Populations 

Indigenous Population. The map of primary care providers (PCPs) who provide culturally safe services to 

Aboriginal peoples reveals there are no such providers within the Huron Perth sub-LHIN area (Table 5-14). There 

are also no additional Indigenous health resources that would support the health needs of the Indigenous 

population within the region. The lack of resources in the sub-LHIN area result in the Indigenous population that 

live there having no accessibility to such culturally safe providers within 30 minutes, as evident in the 

accessibility map. This can also be seen when focusing on the maps of accessibility of Indigenous providers in 

Goderich and Stratford. 

Ethno-cultural Groups and Recent Immigrant Population. Ethno-cultural minority groups represent a very small 

proportion of the population within the Huron Perth sub-LHIN area. The map of French-speaking primary care 

providers shows that there are only three French-speaking PCPs in the sub-LHIN, and they are geographically 

dispersed in different areas of the sub-LHIN. That dispersion results in a relatively high number of French-

speaking primary care providers per 1,000 French-speaking population in most areas (Table 5-14). The areas 

where the French-speaking population in the Huron Perth sub-LHIN area have lowest accessibility to French-

speaking PCPs are in the South near Dashwood and Exeter and the Northwest between Goderich and Wingham.  

The French-speaking populations of Stratford and Goderich have very good accessibility to French-speaking 

PCPs, with average accessibility values of 3.13 and 2.63 French-speaking PCPs per 1,000 population respectively.   

There are two Spanish-speaking primary care providers within the entire Huron Perth sub-LHIN area, one of 

whom is located in close proximity to the largest population of Spanish-speakers near the community of Exeter, 

and the other is located in Clinton. These PCPs provide a relatively high level of accessibility in the sub-LHIN 

area, with over 1.394 Spanish-speaking PCPs per 1,000 Spanish-speaking population within the region (Table 

5-14). The accessibility map reveals low accessibility levels for the Spanish-speaking population near Stratford, 

which has no Spanish-speaking PCP accessible within 30 minutes.  A closer look at Stratford’s Spanish-speaking 

primary care provider map reveals that there is a small Spanish-speaking population within the city, but no 

Spanish-speaking PCPs to serve them. This results in the entire population within the city having no access to 

Spanish-speaking primary care providers with 30 minutes. 

Table 5-14. Geographic accessibility for vulnerable populations 

 
Huron 
Perth 

Huron 
County 

Perth 
County 

Town of 
Goderich 

City of 
Stratford 

South 
West LHIN 

Average # of PCPs providing culturally 
safe services to Aboriginal & First 
Nations People per 1,000 Aboriginal 
population 

0.0000 0.0000 0.0000 0.0000 0.0000 0.5670 

Average # of Arabic-speaking PCPs per 
1,000 Arabic-speaking population 

3.0222 2.5507 3.4198 2.6337 3.1302 3.3360 

Average # of French-speaking PCPs per 
1,000 French-speaking population 

4.3958 14.0413 0.1089 11.7921 0.0000 1.1397 
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Huron 
Perth 

Huron 
County 

Perth 
County 

Town of 
Goderich 

City of 
Stratford 

South 
West LHIN 

Average # of Spanish-speaking PCPs 
per 1,000 Spanish-speaking population 

0.6979 0.7345 0.6539 1.1961 0.7997 0.6492 

Senior Population. The census dissemination areas in the highest quintile of senior population over 75 within 

the Huron Perth sub-LHIN are primarily located along Highway 8 and near settlements, including Stratford, 

Exeter, St. Marys, Zurich, and Bayfield. While there are various population clusters of seniors throughout the 

sub-LHIN, the lowest accessibility for seniors appears along the Eastern border of the region, North of Mitchell 

and Stratford. In Goderich, the western coast of the town has the highest number of seniors 75 year and older 

and the lowest accessibility; however, the proportion of primary care providers per 1,000 population aged 75 

years and older in these areas is actually much higher than the rest of Huron Perth. In Stratford, the map 

showing accessibility to primary care providers 75 years and older indicates that the western and northern 

borders of the city have the highest proportion of seniors and lowest accessibility. 

Rural Population. The Huron Perth classification of urban and rural area map shows Stratford as the only urban 

area within the sub-LHIN area, with the surrounding region being within the Stratford commute zone (15 minute 

drive), which includes the towns of Mitchell and St. Mary’s. An examination of the map of accessibility to 

primary care providers in rural areas shows that the location with the lowest accessibility within the sub-LHIN is 

the rural area between Highway 8 and Wingham and Listowel. The rest of the Huron Perth has relatively high 

accessibility to PCPs due to their dispersed distribution throughout the area. 

People with Low Socioeconomic Status. The accessibility to primary care providers by people with low 

socioeconomic status in Huron Perth sub-LHIN area is evaluated by using the most vulnerable quintile in terms 

of median household income and the proportion of people who live under the low income cut-off. Those who 

live in census dissemination areas with a median household income among the lowest quintile mostly live in the 

north west and south west of the sub-LHIN area. Examining the map showing accessibility to primary care 

providers from low median household income areas, the lowest relative accessibility occurs in the north west of 

the sub-LHIN area, as well as south and west of Wingham. Other areas near Dashwood, Clinton, Seaforth, and 

Stratford have low incomes, but relatively high accessibility. An examination of accessibility in the low income 

areas of Goderich reveals that there is high accessibility to PCPs in these areas. In contrast, many of the low 

income areas of Stratford have lower accessibility, especially away from the core of the city.  

The dissemination areas in the most vulnerable quintile according to proportion of the population living under 

the low-income cut off (LICO) are distributed throughout the Huron Perth sub-LHIN area. The map of 

accessibility to primary care providers from areas with a high proportion of low income population reveals that 

the majority of areas with low accessibility are located North of Highway 8. In the Southern part of the region, 

areas with a high proportion of low income population appear to have relatively high accessibility to PCPs. Areas 

with high proportions of low income population in Goderich, particularly in the South end of the town, tend to 

have relatively low accessibility compared to the rest of Goderich; however, these areas have far higher 

accessibility compared to the rest of the Huron Perth sub-LHIN area. In Stratford, areas with high proportions of 
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low income population (i.e., the most vulnerable quintile) also have the lowest relative accessibility levels in the 

city, especially along the western limits. Areas closer to central Stratford have a wide range of accessibility, with 

most being average compared to the rest of the city.  

Social Determinants of Need Index. The social determinants of need index provides an overview of what areas 

within a region have the highest cumulative need of PCPs, as defined by five vulnerable populations. In Huron 

Perth, the dissemination areas of greatest need according to the social determinants of need index map are 

clustered in Stratford and an area just South of Exeter, as well as dispersed throughout the region. An 

examination of accessibility to primary care providers within the areas with highest need reveals that the 

majority of these most vulnerable areas are relatively well served with PCPs, with the exception of an area just 

South East of Listowel.  

A focus on Goderich finds that the most vulnerable population live in the core, although in general, Goderich is 

well served by PCPs. In Stratford, the western edge of the city has the most need, with areas of central Stratford 

also having high relative need. The central areas of Stratford have relatively high accessibility levels, while the 

western region has the lowest proportion of primary care providers per 1,000 population.  

A series of Spearman’s correlation coefficients were calculated to examine the relationship between the social 

determinants of need and accessibility to primary care providers across the Huron Perth sub-LHIN areas.  The 

results of this analysis, as seen in Table 5-15, did not identify any strong relationship between any social 

determinant and accessibility values. Nevertheless, there are moderate positive relationships between 

accessibility to primary care providers within a 30 minute drive and population density, density of children 18 

year or under, density of population 65 years and over, density of population 75 years and older, and 

percentage of families that have lone parents. These findings suggest that areas with higher densities of 

children, seniors, and proportion of lone parent families are more likely to have higher accessibility to PCPs. 

Table 5-15. Examining the correlation between accessibility to primary care providers per 1,000 population and 
social determinants of health measures in the Huron Perth sub-LHIN area. 

 

Cut-Off Distances for Calculating Accessibility to 
Primary Care Providers 

15-min 30-min 45-min 60-min 

Population Density, 2011 0.440 0.359 0.069 -0.031 

Density of population 18 years or under, 2011 0.417 0.323 0.040 -0.050 

Density of population 65 years and over, 2011 0.472 0.383 0.096 0.004 

Density of population 75 years and older, 2011 0.467 0.368 0.092 0.004 

Percentage of families that are lone parents, 2011 0.311 0.313 0.112 0.056 

Percentage of the population that are recent immigrants, 2006-
2011 

-0.162 -0.127 -0.060 -0.078 

Percentage of the population that are visible minorities, 2011 0.320 0.104 -0.015 -0.087 
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Cut-Off Distances for Calculating Accessibility to 
Primary Care Providers 

15-min 30-min 45-min 60-min 

Density of Aboriginal population, 2011 0.185 0.127 0.142 0.099 

Percentage of the population that did not graduate high school, 
2011 

-0.212 -0.277 -0.273 -0.214 

Median Household Income, 2006 -0.089 -0.065 -0.070 -0.140 

Percentage of population that lives under the Statistics Canada 
Low Income Cut-Off, 2006 

0.036 0.079 0.030 0.027 

Note: This table contains R-values from Spearman's Correlation analysis. The values can be interpreted as follows: Strong 
Relationship (+/-1 to +/-0.5); Moderate Relationship (+/-0.5 to +/-0.3); Weak Relationship (+/-0.3 to +/-0.1); and No 
Relationship (-0.1 to 0.1). 

 Lived Experiences of the Population  

5.7.1 Characteristics of the Respondents  

Between December 2015 and January 2016, a survey was available to the general population across the South 

West LHIN region to gain a better understanding of people’s experiences in accessing primary care. The survey 

was completed by 80 adults from the Huron Perth sub-LHIN area, which represents 9.2% of total respondents 

across the South West LHIN. The characteristics of respondents can be found in Table 5-16. Among the survey 

respondents from Huron Perth, 96.3% reported having a primary care provider (PCP).  In comparison, 93.4% of 

all survey respondents from across the South West LHIN reported having access to a consistent PCP.  Only a very 

small proportion of respondents from the Huron Perth sub-LHIN area were identified as belonging to one of the 

key vulnerable populations under focus in this report.  The population of respondents includes seven (8.8%) 

seniors over 65 years of age, two (2.5%) members of specific ethno-cultural groups, and eight (10.0%) who are 

considered low SES according to having a low level of educational attainment. Alternatively, one vulnerable 

population group that is well-represented in the respondent population from Huron Perth is rural residents with 

53 respondents (66.3% of total). 

Table 5-16. Sample characteristics of respondents from Huron Perth sub-LHIN area 

 
# of Total 

Responses 
% of Total 
Responses   

 
# of Total 

Responses 
% of Total 
Responses 

# of Respondents 80   Race/Ethnicity   

Urbanicity    White 74 92.5% 

Urban Areas 22 27.5%  Aboriginal 0 0.0% 

Commute Zones 5 6.3%  Visible Minorities 2 2.5% 

Rural Areas 
53 66.3% 

 
Language Prefer to Receive 
Health Care 
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# of Total 

Responses 
% of Total 
Responses   

 
# of Total 

Responses 
% of Total 
Responses 

PCP Status    English-speakers 78 97.5% 

Have PCP 76 96.3%  French-speakers 0 0.0% 

Do Not Have PCP 4 3.8% 
 

Non-Official Language 
Speakers 

0 0.0% 

Gender    Education Attainment   

Male 14 17.5%  High School Diploma or less 8 10.0% 

Female 64 80.0%  Some Post-Secondary 11 13.8% 

Other 0 0.0%  Completed Post-Secondary 59 73.8% 

Age    Household Income   

Under 35 16 20.0%  $0 to $29,999 9 11.3% 

35-49 14 17.5%  $30,000 to $59,999 14 17.5% 

50-64 40 50.0%  $60,000 to $89,999 16 20.0% 

65 and Over 7 8.8%  $90,000 to $119,999 11 13.8% 

Household Composition    $120,000 to $149,999 10 12.5% 

Single Parent 7 8.8%  $150,000 or more 8 10.0% 

Two Parents 19 23.8%  Prefer not to answer 12 15.0% 

No Children 52 65.0%    
  

In addition to the 80 respondents to the population survey, 54 health service providers (HSPs) from Huron Perth 

responded to an open-ended survey about their clients’ experiences with primary care. These HSPs were asked 

to respond to questions about barriers to quality primary care on behalf of the populations with whom they 

work. Their responses were coded and quantified, and will be reported as a percentage of total responses (out 

of 54) to provide an additional perspective on primary care in Huron Perth in the sections below. 

5.7.2 Health Status of the Respondents 

To better understand the underlying needs of the respondent population from Huron Perth, three questions 

were asked about physical health, mental health, and specific health concerns of the population, answers of 

which are described in Table 5-17. The results indicate that the population self-rated their overall physical and 

mental relatively high, with only 11.3% of respondents indicating they have fair or poor physical health and 

12.5% indicating fair or poor mental health. The findings related to physical health are favourable compared to 

the South West LHIN as a whole, as 18.0% of all respondents to the population survey in the LHIN report their 

physical health as fair or poor. Meanwhile, responses to the mental health status question appear to be similar 

between the Huron Perth sub-LHIN area and the South West LHIN as a whole. Compared to findings for the 

South West LHIN as a whole, lower proportions of respondents from the Huron Perth sub-LHIN area report 

having been diagnosed or treated for concerns related to mental health (32.0% vs. 23.8%), disabilities (23.9% vs. 
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12.5%), and chronic diseases (54.3% vs. 45.0%). Overall, the respondents from the Huron Perth sub-LHIN area 

report being in better health than respondents from the South West LHIN as a whole. 

Table 5-17. Self-rated health status of respondents from the Huron Perth sub-LHIN area 

 

% of all Respondents 

Huron Perth 
(n=80) 

South West 
LHIN    

(n=866) 

Self-report physical health status   

Excellent 21.3 12.7 

Very good 41.3 35.2 

Good 23.8 31.9 

Fair 8.8 14.2 

Poor 2.5 3.8 

Self-reported mental health status   

Excellent 23.8 21.0 

Very Good 38.8 33.6 

Good 21.3 30.0 

Fair 10.0 9.8 

Poor 2.5 3.1 

Self-reported identified health concerns that respondents have been diagnosed with 
or treated for   

Mental Health 23.8 32.0 

Alcohol Dependence 5.0 2.8 

Anxiety Disorder 11.3 17.4 

Eating Disorder 6.3 4.2 

Mood Disorder 17.5 23.0 

Schizophrenia/Other Psychotic Disorder 1.3 1.0 

Substance Use 1.3 1.4 

Disabilities 12.5 23.9 

Developmental Disability 3.8 2.2 

Physical Disability 6.3 15.6 

Sensory Disability 3.8 10.6 

Chronic Diseases 45.0 54.3 

Cancer 10.0 12.7 

Diabetes 12.5 11.4 
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% of all Respondents 

Huron Perth 
(n=80) 

South West 
LHIN    

(n=866) 

Gastrointestinal Disorder 0.0 1.0 

Heart and Cardiovascular Disease 8.8 15.1 

High Blood Pressure or Hypertension 23.8 31.8 

Immune Disorder 0.0 0.3 

Neurological Disorder 1.3 1.2 

Reproductive Condition 0.0 0.5 

Respiratory Condition 11.3 18.1 

Stroke 1.3 2.7 

Thyroid Disease 0.0 0.3 

Other 1.3 2.5 

5.7.3 Experience of the Respondents Accessing Primary Care  

To better understand the experiences that the Huron Perth population has in accessing primary care, survey 

questions were asked about potential barriers respondents encounter when seeing primary care providers. 

Table 5-18 and Table 5-19 describe these lived experiences of the sample who completed the population survey, 

including a summary of all respondents and the respondents from each vulnerable population that have 

sufficient sample size to analyze (n>40). To interpret the table, it is important to only consider each vulnerable 

population on its own, as the purpose of this analysis is to understand the lived experiences of each group. 

Additionally, lived experiences reported from the health service provider survey will be integrated with the 

discussion about the population survey lived experiences. Full Tables detailing this data can be found in 

Appendix C.  

Only four (5.0%) respondents did not have a PCP, so this discussion will focus on those who do have a PCP as the 

sample size without a PCP is too small to examine further (Table 5-18). Of the 76 respondents who have a PCP 

(95.0%), the majority have a family physician (FP; 89.5%), while some have a nurse practitioner (NP; 7.9%), or 

both FP and NP (2.6%). The respondents also reported on how frequently they see their PCP. The results showed 

that the majority of respondents (59.2%) see their PCP two times or fewer per year and only 5.2% of 

respondents see their PCP seven or more times per year. 
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Table 5-18. Lived experience with primary care providers of respondents from the Huron Perth sub-LHIN area  

  

% of All Respondents 
with a Primary Care 

Provider 

% of Rural Respondents 
with a Primary Care 

Provider 

Huron 
Perth 
(n=76) 

South 
West LHIN 

(n=806) 

Huron 
Perth 
(n=53) 

South 
West LHIN 

(n=405) 

Type of Primary Care Provider 
    

Family Physician 89.5 77.1 88.5 67.2 

Nurse Practitioner 7.9 18.4 9.6 28.1 

Family Physician & Nurse Practitioner 2.6 2.5 1.9 3.7 

Other 0.0 2.0 0.0 1.0 

# of Times Visiting a Primary Care Provider per Year     

Never 6.6 4.6 7.7 4.0 

1 to 2 times 52.6 42.6 53.8 41.5 

3 to 6 times 35.5 39.6 34.6 40.0 

7 to 12 times 3.9 8.7 1.9 9.4 

More than 12 times 1.3 3.7 1.9 4.7 

# of Days to Wait for an Appointment     

Same or next day 21.1 23.0 17.3 23.0 

Within 7 days 44.7 47.8 50.0 49.1 

More than 7 days 34.2 27.9 32.7 26.9 

PCPs Limit # of Issues to Discuss at an Appointment     

Yes 21.1 18.3 23.1 11.9 

No 59.2 60.7 57.7 64.9 

Do not know 18.4 17.2 17.3 18.8 

Note: The Indigenous population, Ethno-Cultural and Recent Immigrant populations, Senior Population, and People with 
Low Socioeconomic Status did not have sufficient sample sizes from the population survey to be included in this table. 

Respondents to the population survey were asked 22 questions about barriers they face in accessing quality 

primary care, results of which are found in Table 5-19. Questions were framed as Likert-scale questions, with 

responses ranging from strongly disagree to strongly agree. This report refers to each barrier by indicating the 

percentage of respondents who indicate the barrier impacts their ability to access quality primary care.  

Respondents were also asked to provide further details about their lived experiences with these barriers, as well 

as any suggestions they may have to improve access to primary care, in two open-ended questions; 30 of 80 

total respondents, or 37.5%, completed these questions. Responses to these questions were coded and 
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quantified, and will be reported throughout this document as a percentage of total responses (out of 80) and as 

select direct quotations to provide further context and detail.  

Only 7.9% of the population survey respondents indicate that their PCP does not help them effectively manage 

their physical and mental health concerns. Although most respondents feel their health is being effectively 

managed, there are several barriers the population faces in accessing quality primary care, including the timing 

of appointments, geographical accessibility, financial accessibility, health literacy, and poor relationships 

between patients and PCPs. 

Similar to the South West LHIN as a whole, the timing of appointments is the greatest barrier reported by Huron 

Perth respondents when attempting to access primary care. Inaccessible office hours are the most commonly 

reported timing barrier for those residing in Huron Perth, as 27.6% of respondents indicate that they cannot see 

their PCP because the hours do not fit their schedule, which is higher than the LHIN-wide average of 20.6%. 

Challenges with offices hours, including a need for more evening and weekend hours, were also more commonly 

reported in the open-ended sections by Huron Perth residents and HSPs than the LHIN-wide averages. One 

participant from Huron Perth wrote, “My doctor's hours are not consistent so I never know what hours or what 

days [they are] working, so it is hard to schedule an appointment”. 

Having to wait too long when booking an appointment is also a concern for 27.6% of respondents, compared to 

25.3% of respondents across the LHIN. When asked how long they had to wait, only 21.1% reported they could 

see their PCP on the same or next day (vs. 23.0% LHIN-wide), while 44.7% could see their PCP within 7 days (vs. 

47.8% LHIN-wide), and 34.2% had to wait more than 7 days to see their PCP (vs only 27.9% LHIN-wide). Another 

Huron Perth respondent wrote about his reliance on emergency departments (EDs) when unable to see his PCP: 

“Waiting 2 weeks to see a doctor when you are worried about your heath forces me to go to the Emergency 

Department”.  

Finally, 17.1% of Huron Perth respondents indicate they do not have enough time during appointments with 

their PCP to discuss all their concerns, compared to only 13.0% of respondents across the LHIN. These numbers 

are also supported by the finding that 21.1% of Huron Perth respondents report that they are limited in the 

number of issues they are allowed to discuss at an appointment, compared to 18.3% across the LHIN. 

Respondents from Huron Perth were also more likely than respondents from across the South West LHIN to 

mention feeling rushed during their primary care appointments. 

Geographic accessibility is another barrier to accessing primary care for respondents from Huron Perth. Several 

respondents stated that their PCP is not located a convenient distance from their home or work (17.1%), 

although few actually have issues getting to their appointments (7.9%). The map of the locations of PCPs across 

Huron Perth shows that most are located in the larger settlements, with the greatest number being in Stratford 

and Goderich and others located in the small towns between these two centres. As a result, there are gaps in 

service where the respondents may be required to drive a long distance in order to get to their PCP for an 

appointment. A higher-than-average percentage of respondents from Huron Perth specifically mentioned in the 

open ended questions that distance to their PCP is a major barrier to access (6.3% vs 4.0% LHIN-wide), and HSPs 
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from Huron Perth were more likely than the LHIN-wide average to report there were insufficient PCPs available 

in their area (14.8% vs 7.8% LHIN-wide). 

 Financial accessibility is closely tied to both the timing of appointments and geographic accessibility of a PCP to 

their patients, as many of the financial barriers identified in the literature are a result of timing of appointments, 

distance, and/or transportation. The results indicate that the most common barrier to quality primary care is not 

being able to take time off work for an appointment, with 26.3% of the population indicating it is a barrier. One 

respondent wrote that “it is difficult to make appointments for when I am not working. I work 12 hour shifts and 

do not get paid if I miss a shift”. One HSP wrote of their experiences working with patients of Huron Perth: “I 

know that it is a real hardship financially to take time from work to attend [appointments], and to get child care 

as well for many patients…I had a young mother who used to come in with 5 children because she did not have 

anybody to watch them.” 

Health literacy and communication are not major concerns for most population survey respondents in Huron 

Perth. The most frequently cited health literacy and communication barrier (by 10.5% of respondents) is that 

their PCP does not supply them with the resources and education needed to understand their care plan. Fewer 

than 10% of respondents identified other health literacy barriers in the population survey. 

Poor relationships are another barrier to quality health care among respondents from the Huron Perth sub-LHIN 

area. Not knowing what to expect during treatments is a concern for 14.5% of Huron Perth respondents. One 

respondent from Huron Perth wrote “I want to understand how to manage my health but if I ask [my PCP] any 

questions about what is ordered [my PCP] just says ‘that is the way we do it’ and provides no extra 

explanations”. Feeling judged (13.2%) and being able to speak honestly to a PCP (11.8%) are more frequent 

concerns among those living in Huron Perth than across the LHIN (7.5% and 7.2%, respectively). In the open-

ended questions, 8.8% of Huron Perth respondents described having poor relationships with their PCPs, 

compared to only 5.0% of respondents from across the LHIN. Ageism was a barrier to primary care in Huron 

Perth that was specifically mentioned by respondents to the population survey and the HSP surveys. As one HSP 

wrote, “Many seniors that I see feel that once they reach a certain age, any health concerns they have are put 

down to old age. They feel that ageism is a factor in care and their concerns are not taken as seriously as 

someone younger.” 

Table 5-19. Barriers to accessing quality primary care for respondents from the Huron Perth sub-LHIN area 

% of respondents with PCPs who disagree with the following 
statements about accessing quality primary care 

% of All Respondents 
with a Primary Care 

Provider 

% of Rural Respondents 
with a Primary Care 

Provider 

Huron 
Perth 
(n=77) 

South 
West LHIN 

(n=809) 

Huron 
Perth 
(n=52) 

South 
West LHIN 

(n=405) 

My primary care provider helps me to effectively manage my 
physical and mental health. 

7.9 8.9 7.7 5.7 

Timing of Appointments     
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% of respondents with PCPs who disagree with the following 
statements about accessing quality primary care 

% of All Respondents 
with a Primary Care 

Provider 

% of Rural Respondents 
with a Primary Care 

Provider 

Huron 
Perth 
(n=77) 

South 
West LHIN 

(n=809) 

Huron 
Perth 
(n=52) 

South 
West LHIN 

(n=405) 

I do not have to wait too long when booking an appointment 
with my primary care provider. 

27.6 25.3 32.7 23.2 

I have enough time during appointments with my primary care 
provider to talk about all of my concerns. 

17.1 13.0 17.3 8.6 

My primary care provider has office hours that fit my schedule. 27.6 20.6 32.7 18.0 

Geographical Accessibility     

I have no difficulty traveling to my primary care provider’s office 
for appointments. 

7.9 12.9 5.8 9.4 

My primary care provider is located within a convenient distance 
from where I live or work. 

17.1 18.4 15.4 13.1 

Financial Accessibility     

I can afford to take time off work to attend primary care 
appointments. 

26.3 23.1 30.8 20.2 

My primary care provider takes my ability to pay into 
consideration when prescribing medications or recommending 
services 

5.3 8.0 1.9 5.4 

Paying for child care does not prevent me from seeing my 
primary care provider. 

6.6 5.1 5.8 3.7 

Paying for transportation and parking do not prevent me from 
seeing my primary care provider. 

7.9 8.2 7.7 5.4 

Health Literacy & Communication     

My primary care provider explains things in a way that is easy to 
understand. 

7.9 5.8 9.6 4.7 

My primary care provider speaks in my preferred language. 3.9 2.8 3.8 1.2 

My primary care provider supplies me with the resources and 
education I need to understand my care plan. 

10.5 10.0 11.5 6.2 

Relationships with PCPs     

I am treated with respect when I visit my primary care provider. 3.9 3.5 5.8 2.2 

I feel that I can speak honestly to my primary care provider. 11.8 7.2 11.5 5.2 

I have never been hurt, threatened, or made to feel unsafe by 
my primary care provider. 

3.9 3.0 3.8 1.5 

I know that I will not be judged when I visit my primary care 
provider. 

13.2 7.5 11.5 4.7 
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% of respondents with PCPs who disagree with the following 
statements about accessing quality primary care 

% of All Respondents 
with a Primary Care 

Provider 

% of Rural Respondents 
with a Primary Care 

Provider 

Huron 
Perth 
(n=77) 

South 
West LHIN 

(n=809) 

Huron 
Perth 
(n=52) 

South 
West LHIN 

(n=405) 

I trust that my personal information will be kept private when I 
visit my primary care provider. 

7.9 3.6 11.5 3.5 

My primary care provider always makes sure I know what to 
expect during treatments and procedures. 

14.5 7.7 15.4 4.9 

My primary care provider includes me in decisions about my 
care as much as I want to be. 

6.6 5.4 5.8 4.2 

My primary care provider treats me fairly regardless of my race 
or ethnic background. 

1.3 1.4 1.9 0.5 

My primary care provider understands my cultural needs. 2.6 2.8 1.9 1.0 

Note: The Indigenous population, Ethno-Cultural and Recent Immigrant populations, Senior Population, and People with 
Low Socioeconomic Status did not have sufficient sample sizes from the population survey to be included in this table. 

5.7.4 Experience of the Vulnerable Populations in Accessing Primary Care 

Indigenous Population. Neither the population survey, HSP survey, nor focus groups received any responses 

from Indigenous peoples (nor HSPs who work with them) living in Huron Perth.  

Ethno-cultural Groups and Recent Immigrant Population. Only two respondents to the population survey self-

identified as being part of an ethno-cultural group or a recent immigrant. In general, as indicated in section * of 

the report, only very small percentages of the Huron Perth sub-LHIN area are identified as visible minorities, 

non-English speakers, and recent immigrants.  The two respondents in this category have a PCP, but the sample 

size is too small to provide any additional analysis and interpretation from the population survey. Similarly, the 

HSP survey only had 3 respondents (out of 54) who specifically work with ethno-cultural groups, so 

quantification of this data is inappropriate due to small sample size. We can, however, offer selected quotes 

from these participants to allow for a better understanding of their lived experiences. Interestingly, all three of 

those HSP respondents work with Amish or Mennonite populations. One HSP wrote of how financial and 

geographical barriers are confounded for their Old Order Amish patients: “Hiring a driver to travel to Stratford, 

London, etc. can be very expensive, and can be difficult to find child care for large numbers of children”. 

Additional challenges to primary care access may be caused by lack of technology among the Amish and 

Mennonites: “The Amish in Perth County may have a telephone hut 100 feet from their home, [and] it is difficult 

for them to coordinate appointments with health care providers when they reach only voicemail [and] leave a 

message. Sometimes they are put on hold for a long period of time during winter months (very cold)”. Another 

HSP wrote of challenges these patients face with communication and relationships: “Sometimes a lack of 

understanding of the Amish culture and health needs can be frustrating for our clients…This lack of information 

and understanding sometimes results in clients withdrawing from providers”.  
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Senior Population.  Only a small number (n=7) of seniors over 65 years of age from Huron Perth completed the 

population survey. All of these seniors currently have a PCP, six of whom have a FP and one has a NP. The 

sample size is too small to provide any additional analysis and interpretation from the population survey. While 

quantification of this data would be inappropriate due to small sample size, we can glean information from 

selected quotes from these participants to help us understand their lived experiences.  Of the respondents to 

the HSP survey in Huron Perth, only six work with seniors in particular. One senior wrote of their difficulties with 

geographic accessibility due to needing accompaniment to appointments: “My kids live in London, doctor in 

Stratford - they must take day off work, take train to Stratford, cab to doctor, and then back.” An HSP who works 

with seniors further described the challenges experienced by seniors who need accompaniment: “A person with 

dementia and their care partner with limited access to transportation support may be unable to arrange 

appropriate transportation once an appointment is obtained”. The challenges associated with providing primary 

care to seniors with dementia was further described by another HSP who wrote about avoiding poor 

relationships: “Because of the nature of dementia, some difficult decisions, e.g. suspension of driving license, 

can cause relationship strains and thus cause persons to seek out other primary care providers.  This change 

needs to be supported in the best way possible if we are to provide truly person centered care”. 

Rural Population. The population survey had 53 rural respondents from the Huron Perth sub-LHIN area, of 

which 17 completed the additional open ended questions. Additionally, the HSP survey was completed by 37 

HSPs who live in rural areas in Huron Perth, meaning there was sufficient data for quantification of findings.  Of 

the 52 rural respondents to the population survey, only one (1.9%) did not have a PCP and of those who have a 

PCP, the majority have a FP (88.5%) with a small percentage having a NP (9.6%) or both (1.9%). The rural 

respondents tend to visit their PCPs the same or slightly fewer times than the overall Huron Perth sample, with 

61.5% of respondents seeing their PCP two times or less in a year and 3.8% of respondents seeing their PCP 

seven times or more. Of the Huron Perth rural respondents who have a PCP, 92.3% reveal that their PCP 

effectively helps them manage their physical and mental health; however, a closer look at barriers to quality 

primary care reveals that more than 10% of respondents reported having concerns with 10 of the 22 barriers on 

the list.  

Rural respondents from Huron Perth identify the timing of appointments as a major barrier to accessing quality 

primary care. A third of all respondents indicate they have to wait too long when booking an appointment 

(32.7%), which corresponds exactly with the proportion of rural respondents who indicate they have to wait 

more than seven days to see their PCP (32.7%). Furthermore, only 17.3% of respondents report they can see 

their PCP the same or next day when booking an appointment, which is almost 4% lower than those in Huron 

Perth as a whole. Additionally, 64.7% of rural HSPs from Huron Perth report that their clients wait too long to 

get primary care appointments, which is 40% higher than HSPs from Huron Perth as a whole.  

Not only do rural Huron Perth residents have difficulty booking a prompt appointment, but 32.7% also have 

trouble finding times to see their PCP that fit their schedule compounding the issue in accessing their PCP in a 

timely manner. One survey respondent from Huron Perth noted, “I work outside of the community in which I 

live, and am not able to get back to the community in which my physician practices during office hours”. Finally, 
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17.3% of rural respondents indicate they do not have enough time during appointments to talk about all of their 

concerns. This is also supported by the 23.1% of respondents who indicate that their PCP limits the number of 

issues they are allowed to discuss at an appointment. Almost one-quarter (24.3%) of rural HSPs from Huron 

Perth report that their clients experience rushed appointments, which is slightly higher than the 20.4% of HSPs 

from Huron Perth as a whole. One rural HSP wrote of the variability between the PCPs who work at their clinic: 

“Some MDs spend 15 mins or longer with each patient, [while] other MDs book 4 people per 15 mins…you see 

the MD for less than 5 mins and are told you can only address 1 concern per visit.” 

Geographical accessibility is another barrier to accessing quality primary care, but much less of concern to rural 

Huron Perth respondents compared to other regions in the South West LHIN. There are 15.4% of respondents 

who state their PCP is not located within a convenient distance of their home or work, and only 5.8% of 

respondents have any difficulty getting to their PCP appointment. When comparing this to the financial 

accessibility concerns, it becomes apparent that while traveling to a PCP is not a concern in itself, being able to 

take time off work for an appointment (30.8%) and paying for transportation (12.1%) and child care (15.8%) in 

order to attend the appointment makes both the timing of appointments and distance from home/work a very 

large barrier to access. Almost one-quarter (24.3%) of rural HSPs from Huron Perth report that their clients have 

trouble paying for costs of getting to appointments (including transportation, parking, and child care), which is 

higher than the 18.8% of HSPs from Huron Perth as a whole who report the same. One rural HSP wrote that “all 

of the above [financial] issues impact women in our community, especially”, noting that poverty is often 

gendered. 

Health literacy and communication and relationships with PCPs are both a concern to a small proportion of 

rural residents in Huron Perth. Poor communication surrounding treatments and procedures (15.4%), and not 

providing information needed to understand care (11.5%) are the most frequently occurring barrier. One rural 

HSP wrote that they “have had patients say that their family physician is too busy and does not explain the 

reasons why medication or diagnostic testing is ordered”. Other barriers include not being able to speak 

honestly with one’s PCP (11.5%), feeling judged (11.5%), and not trusting that their personal information will be 

kept private (11.5%). One rural HSP gave an example of how rural populations may have increased barriers to 

accessing controversial services: “Some doctors in the FHT I worked with in the past would not see patients who 

were trying to access birth control and/or abortions due to religious beliefs. With "right to choose" [physician-

assisted dying] legislation, I know that this will continue to be a very large problem in terms of palliative care, 

especially in our rural area”. 

People with Low Socioeconomic Status (SES). Only eight population survey respondents from the Huron Perth 

sub-LHIN area were defined as having low SES, and seven of those eight respondents have a PCP.  This sample 

size is too small to provide any additional analysis and interpretation of responses from the population survey. 

Similarly, the HSP survey only had three respondents (out of 54) from Huron Perth who specifically work with 

people with low SES, so quantification of this data would be inappropriate due to the small sample size. 

Nevertheless, selected quotes from these participants are offered below to offer insights into their lived 

experiences. 
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Respondents from Huron Perth mentioned that the timing of appointments is a challenge in terms of getting 

time off work. One low SES respondent wrote that it is “difficult to get appointments when off work 

sometimes”. In other cases, distance and transportation present a larger barrier; one HSP who works with low 

SES patients wrote, “Transportation is huge for our community, which is primarily rural. My clients would prefer 

to see a PCP closer to their homes. My clients are low income and often do not hold jobs”. Challenges associated 

with financial accessibility were also frequently mentioned among the low SES participants and HSPs 

respondents. One HSP wrote that a common concern “noted by clients and their caregivers when they are billed 

for the day when they cannot attend [primary care appointments]”. Another HSP wrote of challenges with 

health literacy and communication among low SES clients: “My clients usually have difficulty in advocating for 

themselves around their struggles or issues. PCPs who are mindful of low income population needs are 

important, as well as their awareness of community supports and resources to refer these types of clients for 

support”. Overall, low SES respondents from Huron Perth reported good relationships with PCPs, although one 

HSP did note that “low income individuals, through appearance or their behaviour, are often not provided with 

the same level of care or support”. 

 Lived Experiences of Primary Care Providers  

5.8.1 Characteristics of the Primary Care Provider Respondents 

Although the primary care provider (PCP) survey was completed by a total of 100 PCPs across the entire LHIN, 

the number of responses are insufficient to conduct analyses by individual sub-LHIN area. A full description of 

respondent characteristics across the LHIN can be found above in section 3.8.1. Of the 100 respondents, 28 were 

from Huron Perth, of which 22 were family physicians (FPs; 78.6%) and 6 were nurse practitioners (NPs; 21.4%).  

A PCP engagement session was held in the Huron Perth sub-LHIN area, in the town of Mitchell, in Perth County 

in November 2015. A total of 21 PCPs participated in this session, of which 17 (81.0%) were physicians and 4 

were NPs (19.0%). Themes identified during these sessions will be discussed in relation to the key barriers and 

populations addressed in this report.   

5.8.2 Characteristics of the Practice 

As mentioned in the previous section, an analysis of practice characteristics by sub-LHIN area cannot be 

presented due to the small sample size and risk of identifying participants. A full description of practice 

characteristics across the LHIN can be found above in section 3.8.2. 

5.8.3 Experience of Primary Care Providers 

Due to the small sample size of PCPs in each sub-LHIN area, quantitative analysis of survey data by region will 

not be included here; however, respondents who provided further details about their lived experiences in the 

open-ended survey questions and comments made by engagement session participants will be included to 

provide context into the perspectives of Huron Perth PCPs. Some sub-populations of patients have multifaceted 

primary health needs that may lie beyond the comfort level of some PCPs. A series of survey questions were 
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asked of PCPs to determine their confidence in providing various types of care, including care for people with 

mental health issues, trauma/violence, or addictions, as well as care for patients of all religious backgrounds and 

culturally safe care. Full results of PCP responses from across the LHIN can be found in section 3.8.3. Being able 

to provide quality mental health supports for their patients was a main concern of engagement session 

participants in Huron Perth, including the ability to connect patients with mental health services, and wait times 

for referrals to mental health specialists. One respondent to the PCP survey wrote that “often these patients are 

not seeking our care...the addicted, mentally ill, and the poor are not accessing the health care system in the 

usual way”, and also commented on the need for more outreach programs and community services that are 

connected to primary care. 

 Respondents of the PCP survey were also asked whether they agree or disagree with a series of 

statements discussing their experiences providing primary health care in Ontario. Questions related to the 

ability to refer patients to specialists, ability to spend adequate time with patients, and attitudes towards team-

based care. Full results of PCP responses from across the LHIN can be found in section 3.8.3. While most 

respondents from Huron Perth did not fill out the open ended question following the question series, one PCP 

wrote, “Wait times are enormous. Referral systems are not standardized. The patient to doc vs patient to 

administrator ratio is appalling”. Another respondent wrote, “I quite often run behind schedule due to time 

constraints”. Comments from the PCP engagement session were of a similar vein; indeed, “competing demands 

on time” was a common theme in Huron Perth. Responses during the engagement session also showed a trend 

of positive perceptions of team-based care, with one main theme from Huron Perth being that PCPs were in 

support of “team approaches where people are enabled to practice to their full scope of practice.” 

At the end of the survey, PCPs were asked for any general suggestions that may help to improve access to 

primary care for vulnerable patients within the South West LHIN. The most common responses from Huron 

Perth PCPs included the need for more community outreach (including home visits and improved telehealth), 

better connections between primary care and community services, and increased recruitment and retention of 

PCPs in the area.  
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6 London Middlesex Sub-LHIN 

The London Middlesex sub-LHIN area is located in the middle of the South West LHIN between the Huron Perth, 

Elgin, and Oxford sub-LHIN areas, and is home to 444,509 inhabitants or nearly half of the total population in the 

South West LHIN. The sub-LHIN area is comprised of the City of London and Middlesex County.  With 366,151 

inhabitants, the City of London is the largest urban settlement in South West Ontario.  As Middlesex County 

(78,358 inhabitants) surrounds London along its western, northern, and eastern city limits, most of the County 

falls within the urban commute zone of London; nevertheless, there are rural sections located to the north west 

and south west of the sub-LHIN area. Middlesex County also includes the Town of Strathroy with a population of 

13,978. 

 Characteristics of Vulnerable Populations 

Indigenous Population. Aboriginal and Indigenous are used interchangeably in this report. Indigenous is 

becoming more prominent or preferred terminology internationally. As seen in Table 6-1, the overall density 

and proportion of the Aboriginal population in the London Middlesex sub-LHIN area (4.39 people / km2; 3.78% 

of sub-LHIN population) is higher than that for the South West LHIN as a whole (1.17 people / km2; 2.84% of 

LHIN population).  In terms of population density, the Town of Strathroy has a higher density of Aboriginal 

populations (12.29 people / km2) than the City of London (11.29 people / km2) and the sub-LHIN area as a whole. 

Meanwhile, the greatest concentrations of the Indigenous populations in the London Middlesex sub-LHIN area 

are found in the Oneida Nation of the Thames, Chippewas of the Thames First Nation, and Munsee-Delaware 

Nation. 

Table 6-1. Indigenous population 

 
London 

Middlesex 
City of 

London 
Town of 

Strathroy 
South West 

LHIN 

Total Population (2011) 444,509 366,151 13,978 956,468 

# of Aboriginal people per sq. km 4.39 11.29 12.29 1.17 

% of the population that are Aboriginal 3.78% 1.30% 1.36% 2.84% 

Ethno-cultural Groups and Recent Immigrant Populations. In the London Middlesex sub-LHIN area, 2.3% of the 

total population reported themselves as being recent immigrants and 13.1% of the population self-identify as a 

visible minority (Table 6-2). Compared to the South West LHIN as a whole, a higher proportion of the population 

in this sub-LHIN area have a mother tongue that is Spanish (2.0%) and Arabic (1.8%). The proportion of French-

speaking population (1.2%) in this sub-LHIN area is very similar to that in the rest of the South West LHIN (1.0%). 

The City of London has a slightly higher population of all ethno-cultural groups under focus than the London 

Middlesex sub-LHIN area as a whole, including 15.6% of the population self-reporting to be visible minorities.  

There is a small proportion of the population of Strathroy that self-define as recent immigrants, visible 

minorities or belonging to one of the other ethno-cultural groups under study.  Overall, the London Middlesex 
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sub-LHIN area has the highest total population of ethno-cultural groups and recent immigrants in the entire 

LHIN due to the large population found within the City of London. 

Table 6-2. Ethno-cultural groups and recent immigrant populations 

 
London 

Middlesex 
City of 

London 
Town of 

Strathroy 
South West 

LHIN 

Total Population (2011) 444,509 366,151 13,978 956,468 

% of the population that immigrated to Canada 
between 2006 and 2011 

2.3% 2.7% 0.0% 1.2% 

% of the population that are visible minority 13.1% 15.6% 1.2% 6.9% 

% of the population that have Arabic as their 
Mother-Tongue 

1.8% 2.1% 0.0% 0.8% 

% of the population that have Spanish as their 
Mother-Tongue 

2.0% 2.4% 0.1% 1.0% 

% of the population that have French as their 
Mother-Tongue 

1.2% 1.3% 0.9% 1.0% 

% of the population who do not speak English or 
French 

1.1% 1.3% 1.3% 0.8% 

Senior Population. The population density of seniors 65 years and older in London Middlesex sub-LHIN areas is 

17.20 people / km2.  In the London Middlesex sub-LHIN area, 8.6% of the total population is 65 years of age and 

older. The overall density of seniors aged 65 years and older is higher in the Town of Strathroy (161.71 people / 

km2; 17.1% of the population) than in the City of London (127.52 people / km2; 7.4% of the population). An 

examination of the density of seniors 75 years and older throughout the London Middlesex sub-LHIN area 

reveals similar geographical patterns; however, as revealed in Table 6-3 there are about half as many seniors 

aged 75 years and older (8.23 people / km2; 3.7% of the population) than seniors aged 65 years and older across 

the London Middlesex sub-LHIN area. 

Table 6-3. Population of seniors 

 
London 

Middlesex 
City of 

London 
Town of 

Strathroy 
South West 

LHIN 

Total Population (2011) 444,509 366,151 13,978 956,468 

# of seniors 65 years and older per sq. km 17.20 127.52 161.71 6.77 

% of the population who are seniors 65 years and 
older 

8.6% 7.4% 17.1% 11.9% 

# of seniors 75 years and older per sq. km 8.23 62.28 87.00 3.17 

% of the population who are seniors 75 years and 
older 

3.7% 3.3% 7.7% 5.2% 

Rural Population.  The population of the London Middlesex sub-LHIN area is predominantly urban with the 

majority (80%) of the population living in urban areas and another 12.3% of the population in urban commute 
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areas (Table 6-4). The high urban population is primarily due to the City of London, which is home to 38.3% of 

the entire population of the South West LHIN. As both the City of London and the Town of Strathroy are 

classified as urban settlements, a considerable portion of the sub-LHIN population falls within their urban 

commute zones, according to the definition used in this report. The other 7.7% of the population live in rural 

areas highlighted in the north west and south west of the sub-LHIN area.  

Table 6-4. Rural population 

 
London 

Middlesex 
City of 

London 
Town of 

Strathroy 
South West 

LHIN 

Total Population (2011) 444,509 366,151 13,978 956,468 

% of the population living in urban areas 80.0% 100.0% 100.0% 50.0% 

% of the population living in urban commute zones 12.3% 0.0% 0.0% 19.8% 

% of the population living in rural areas 7.7% 0.0% 0.0% 30.2% 

People with Low Socioeconomic Status. As seen in Table 6-5, the median household income in the London 

Middlesex sub-LHIN area is $64,196, with 33.5% of the total population living under the low-income cut-off 

(LICO). A closer look at the regional variations reveals that the median household income is higher in the London 

Middlesex sub-LHIN area ($64,196) compared to the South West LHIN ($60,037) overall. Within the London 

Middlesex sub-LHIN area, median household incomes in the City of London and the Town of Strathroy ($63,123 

& $57,358, respectively) are lower than in the surrounding commute zones and rural areas. While the median 

household income in Strathroy is lower than in London, a smaller proportion of households in the Town of 

Strathroy live below the LICO (25.6%) compared to the City of London (35.9%), as well as the London Middlesex 

sub-LHIN area (33.5%). In addition to income, educational attainment and lone parenthood rates are other key 

determinants of socioeconomic status. Both determinants have similar geographical patterns as the map of 

LICO, with the proportion of the population without a high school diploma and proportion of families headed by 

a lone parent being highest in the City of London, followed by London Middlesex, and then the lowest 

proportions in the Town of Strathroy. 

Table 6-5. Low socioeconomic status population 

 
London 

Middlesex 
City of 

London 
Town of 

Strathroy 
South West 

LHIN 

Total Population (2011) 444,509 366,151 13,978 956,468 

Median Household Income $64,196 $63,123 $57,358 $60,037 

% of the population who live under the low income 
cut off 

33.5% 35.9% 25.6% 30.0% 

% of the population between 25 and 64 years old 
without a high school diploma 

9.3% 8.8% 15.6% 12.6% 

% of families who have lone parents 17.1% 18.5% 16.1% 14.5% 
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Social Determinants of Need Index. The social determinants of need index map presents a perspective on how 

area-level need varies throughout the sub-LHIN area to supplement the overall values in Table 6-6. The areas 

that show higher social determinants of needs index values are in the central and western regions of the London 

Middlesex sub-LHIN area. The area that has the highest overall need is the City of London (2.753). Overall, the 

London Middlesex sub-LHIN area (1.730) has a higher index value than the South West LHIN (-1.035) area. 

Table 6-6. Social determinants of need index 

 
London 

Middlesex 
City of 

London 
Town of 

Strathroy 
South West 

LHIN 

Total Population (2011) 444,509 366,151 13,978 956,468 

Social Determinants of Need Index 1.730 2.753 -0.772 -1.035 

 Health Status of the Population 

In general, the prevalence of many chronic health conditions increase with age. As a result, as a population ages, 

so does the proportion of the population with one or more chronic conditions which has a subsequent impact 

on increased health service utilization. London Middlesex sub-LHIN area has the lowest prevalence of chronic 

diseases in the South West LHIN, which is directly related to the younger age distribution of the population. As a 

result, the expected need for primary care and health service utilization associated with chronic disease are also 

considerably lower than what is seen throughout the remainder of the South West LHIN geography, as seen in 

Table 6-7. Cardiovascular and respiratory diseases are the leading causes of hospitalization and deaths in the 

London Middlesex sub-LHIN area (MOHLTC, 2015). This sub-LHIN area has seen a decline in the prevalence and 

mortality of both conditions over time, where rates remain lower than the South West LHIN and the rest of the 

province.  

While these trends are fairly consistent across chronic conditions in London Middlesex, asthma is an exception, 

where the greatest burden of disease is apparent among younger age groups. The prevalence of asthma in the 

South West LHIN is highest in the London Middlesex sub-LHIN area, which also has the highest proportion of 

children aged 5-17 years in the population. 

Chronic diseases account for all of the top 10 leading causes of death in the London Middlesex sub-LHIN area. In 

2011, deaths due to ischemic heart disease and cancer were the most-common causes of premature death. 

Table 6-7. Prevalence and mortality rate for chronic conditions 

 
London 

Middlesex 
South West 

LHIN 

Prevalence of Chronic Conditions Based on Self-Report (CCHS 2013/14)   

Arthritis 16.4% 20.6% 

Asthma 9.7% 9.0% 

COPD 1.5% 4.8% 
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London 

Middlesex 
South West 

LHIN 

Cancer 1.2% 1.0% 

Diabetes 6.5% 7.0% 

Hypertension 16.5% 17.5% 

Ischemic Heart Disease 4.1% 4.7% 

Stroke 0.8% 1.4% 

Mortality Rate per 100,000 population, for Select Chronic Conditions (Statistics 
Canada 2011) 

  

Arthritis 3.0 3.8 

Asthma 0.4 0.5 

COPD 27.9 34.8 

Cancer 218.0 231.6 

Diabetes 19.3 24.6 

Hypertension 7.8 8.6 

Ischemic Heart Disease 94.9 127.7 

Stroke 29.0 35.7 

63% of London Middlesex residents report ‘very good’ or ‘excellent’ general health; and 73% report 

excellent/very good mental health (South West LHIN: 62%, 74% respectively; CCHS, 2013/14). London Middlesex 

residents have the lowest rates of obesity and physical inactivity in the LHIN (CCHS, 2013/14). Self-reported 

rates of smoking and heavy drinking are similar to the South West LHIN average (CCHS, 2013/14).   

The expected primary care need for residents of the London Middlesex sub-LHIN area (see SAMI score in Table 

6-8) is equivalent to the South West LHIN average. Expected primary care need (SAMI) is lower in Adelaide-

Metcalfe (0.80), Southwest Middlesex (0.85), and Thames Centre (0.8); but considerably higher within the City of 

London (SAMI: 0.96; RUBS 4/5: 15.8%). The expected primary care need for Indigenous Peoples of Munsee-

Delaware Nation, Chippewas of the Thames First Nation, and Oneida Nation of the Thames is unknown due to 

several complex factors. These include the interchange between federal and provincial health services utilized 

on and off-reserve, as well as a known issue with underutilization of western health systems as a result of 

colonial traumas including residential schools, Indian hospitals, systemic racism, and patient preference for 

traditional healing services. 

The expected primary care need score (SAMI) of patients rostered to London InterCommunity Health Centre 

(CHC) is 78% higher (1.64) than the South West LHIN (0.92). London InterCommunity has the second highest 

SAMI score amongst the five CHCs, falling just below Woodstock and Area CHC (1.67). 
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Table 6-8. Health complexity, 2012/13 

 
London 

Middlesex 
City of 

London 
City of 

Strathroy 
South West 

LHIN 

Expected Primary Care Need Ratio (Standardized 
ACG Morbidity Index; SAMI) 

0.95 0.96 0.92 0.92 

Proportion of the Population with Expected High 
Health Care Need (Resource Utilization Bands 4,5) 

15.6% 15.8% 15.3% 15.2% 

Proportion of the Population Recently Registered 
with OHIP 

6.5% 7.1% 1.3% 4.0% 

Proportion of the Population with a Known Mental 
Health Condition 

20.9% 21.6% 17.9% 18.0% 

The prevalence of mental health conditions in the London Middlesex sub-LHIN area including the City of London 

is considerably higher than the South West LHIN, where more than 1 in 5 residents are living with mental illness 

and/or addiction (20.9%). Literature has consistently demonstrated a higher risk and prevalence of mental 

illness and addiction among populations living in urban vs. rural areas. Urban environments are characterized by 

higher levels of concentrated disadvantage, social environmental stressors, racial/cultural segregation, crime, all 

of which are associated with chronic psychological and physiological stress167,168. The prevalence of mental 

health conditions in London exceeds 22% in pockets of the City of London which include neighbourhoods of 

Carling, East London, Hamilton Road, and Westmount. These are neighbourhoods with lower socioeconomic 

status, affordable housing units and supportive housing facilities for people living with mental illness and 

associated disability. London is also home to 45,000+ transient students who attend educational facilities at 

Western University and Fanshawe College. The need for mental health services for students has grown over the 

last few years, and mental health pressures experienced by students are a concern on both campuses.  

 Primary Care Landscape 

As of July 2015, there are 312 active primary care providers (PCPs) delivering comprehensive primary care to a 

population of 444,509 residents in London Middlesex (Table 6-9). Approximately 86% of PCPs are located in the 

City of London, four PCPs are in Thames Centre (1%), four are in Southwest Middlesex/Newbury (1%), 20 are in 

Strathroy-Caradoc (6.4%), five are in Middlesex Centre (1.6%), and five are in Adelaide Metcalfe, North 

Middlesex, and Lucan-Buddulph (1.6%). There are two Family Health Teams (FHTs) with multiple sites in London 

and five FHT sites in Middlesex County. Primary care services are also provided at one Community Health Centre 

(CHC) and one Nurse Practitioner Led Clinic (NPLC), both located in London. The Aboriginal Health Access Centre 

(AHAC) operates two primary care sites in the region: one in London and one on the Chippewas of the Thames 

First Nation. 33% of PCPs in London and 41% of PCPs in the region are affiliated with a team-based practice. This 

is the lowest proportion of team-based care in the LHIN. Family physicians carry an average roster of 1,276 

(1,256 in London and 1,418 in Middlesex County) patients (Corporate Provider Database, 2014, MOHLTC).   

Twenty walk-in clinics are located in London and one walk-in clinic is located in Strathroy. Clinics in London offer 

a full spectrum of after-hours coverage on evenings and weekends; the clinic in Strathroy accepts drop-in visits 
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weekdays from 5-9pm, and weekends 10am-2pm. Most family physicians (FPs) who staff these clinics do not 

have comprehensive practices, and therefore do not roster patients. London is also home to Western 

University’s Student Health Services and a Faculty/Staff Family Practice Clinic. Both clinics are staffed by solo, 

fee-for service practitioners.  St. Joseph’s Health Care London also operates an Urgent Care Centre, which is 

open 365 days a year, offering daytime hours. The Urgent Care Centre provides treatment for minor illness and 

injury – conditions that cannot wait (or are not appropriate) for a family physician, but are unlikely to require 

hospital admission. Examples include strains, sprains and fractures, ear, eye and gastrointestinal infections.  

Table 6-9. Primary care capacity, 2015 

 
London 

Middlesex 
City of 
London 

City of 
Strathroy 

South West 
LHIN 

Total Population (2011) 444,509 366,151 13,978 956,468 

# of Active Primary Care Providers (GP/FP + NP’s in 
NPLCs) 

312 267 16 617 

% of Family Physician Aged 60+ 21% 19% 38% 21% 

% of Primary Care Providers affiliated with team-
based care  

41% 33% 81% 53% 

# of CHC/NPLC/AHAC 1/1/2 1/1/1 0/0/0 5/2/3 

# of Walk-in Clinics 21 20 1 25 

Ninety percent of London Middlesex sub-LHIN area residents self-report they have access to a regular family 

physician (CCHS, 2013/14); however, only 82.5% obtain primary care services from a consistent primary care 

provider (OHIP Claims Database/Client Agency Program Enrollment, 2013), which is presented in Table 6-10. The 

proportion of residents attached to a regular PCP in London is the lowest in the South West LHIN. The majority 

of London residents who are not obtaining care from a consistent PCP can access care through the walk-in, 

after-hours clinics, Urgent Care Centre, and emergency departments (EDs). Since December 2015, 917 Ontario 

new immigrants from Syria arrived to the London Middlesex sub-LHIN area. An additional 700 new immigrants 

from Syria are expected by the end of 2016. While the impact of this population influx on primary care need in 

unknown, all will require primary care placement and attachment in the coming months. 

The majority of family physicians in London work in office-based primary care practices. 17 FPs in London and 14 

in Middlesex are affiliated with teaching units associated with the Department of Family Medicine at Schulich 

School of Medicine and Dentistry. Practices for these physicians are divided between clinical, teaching, and 

research. It is unknown to what extent physicians’ workload and practice allocations in London Middlesex 

impact patient roster size.   

Table 6-10. Unattached population, 2015 

 
London 

Middlesex 
South West 

LHIN 

Total Population (2011) 444,509 956,468 
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London 

Middlesex 
South West 

LHIN 

% of Population Self-Reporting Access to a Regular Family Physician 90.1% 90.9% 

% of Population without a Consistent Primary Care Provider 17.5% 14.9% 

The London Middlesex sub-LHIN area has 2.0 Interdisciplinary Health Professionals (IHPs) for every 10,000 

residents, which represents the second lowest access to team-based care amongst the five sub-LHIN areas. 

Access to IHPs is highest in the Strathroy, (7.7 per 100,000 population).  This is driven by presence of the FHT 

and the high proportion of PCPs working within the FHT in this municipality. IHPs working in the two AHAC sites 

are accessible to Indigenous Peoples, and to their family members living on-reserve. A full description of IHPs for 

London Middlesex can be found in Table 6-11. 

Table 6-11. Interdisciplinary health professionals in team-based care, 2015 

 
London 

Middlesex 
City of 

London 
City of 

Strathroy 

South West 

LHIN 

Total Population (2011) 444,509 366,151 13,978 956,468 

Nurse Practitioners (excluding NPLC)* 25.9 20.6 2.5 78.6 

Registered Nurse 22.6 15.1 3.1 66.4 

Registered Practical Nurse 0.2 0.0 0.0 10.7 

Registered Dietitian 8.0 5.2 0.8 22.9 

Mental Health Worker 0.0 0.0 0.0 4.5 

Social Worker 19.2 12.5 3.0 48.2 

Pharmacist 5.4 4.2 0.6 13.6 

Educator 0.0 0.0 0.0 5.8 

Other 8.6 6.1 0.7 28.3 

Total 89.9     63.7   10.7 279.0 

Total Interdisciplinary Health Professionals per 
10,000 population 

2.0 1.7 7.7 2.6 

*Nurse Practitioners in NPLCs are counted within the primary care provider numbers. 

 Health Service Utilization  

London Middlesex has relatively low rates of avoidable acute service use, indicating that residents are seeking 

and receiving primary and preventative care in appropriate community settings. As described in Table 6-12, 

avoidable emergency department (ED) use is lowest in London, where residents have reasonable accessibility to 

after-hours coverage from either their primary care provider’s office, a walk-in or after-hours clinics, or the 

Urgent Care Centre. Long wait times in the tertiary academic emergency departments help to deter avoidable 

visits to more appropriate settings. Rates of hospitalization for ambulatory care sensitive conditions (ACSCs) 

area also low, and reflective of the provincial average. Once patients are admitted to hospital for chronic 
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disease, more are readmitted back to hospital than would be expected; however, higher readmission rates are 

seen in academic teaching hospitals due to the greater severity of patients and later stages of disease 

progression.  

Table 6-12. Acute service utilization, 2014/15 

 
London 

Middlesex 
City of 

London 
City of 

Strathroy 
South West 

LHIN 

Emergency Department Visits for Conditions that 
could be Treated in Alternative Primary Care 
Settings, per 1,000 population 

13.9 5.9 45.8 44.7 

Hospitalizations that could be Avoided through 
Appropriate Ambulatory Care, per 100,000 
population 

339.6 359.5 400.2 393.8 

Readmissions to Acute Beds within 30-days of 
Discharge for Select Chronic Diseases 

18.0% 18.4% 16.3% 17.1% 

 Geographic Accessibility to Primary Care Providers 

Accessibility to All Primary Care Providers for the Entire Population. The map of primary care providers (PCPs) 

in the London Middlesex Health Link reveals that while primary care providers are distributed throughout this 

sub-LHIN area, the majority of PCPs are located within London (Table 6-13). An examination of the map of 

accessibility to primary care providers within 30 minutes reveals highest accessibility levels in London and the 

region south of Glencoe, which is in close proximity to the West Elgin Community Health Centre to the south.   

In the Town of Strathroy, the levels of accessibility to primary care providers are relatively low overall compared 

to the City of London and London Middlesex.  The close-up map of accessibility to primary care providers within 

Strathroy reveals that accessibility is highest in the central region of the town and decreases towards the edges 

of the town. The levels of accessibility to primary care providers in the City of London are the highest in the 

London Middlesex sub-LHIN area. The core of London has high levels of accessibility to PCPs; the regions to the 

east and south of the City have relatively low levels of accessibility compared to the rest of the city; however, 

these areas at the edges of the city, particularly south of Highway 401, primarily have low population density.  

Accessibility to Primary Care Providers Under 60 Years Old for the Entire Population. The map of primary care 

providers under 60 years of age in the London Middlesex Sub-LHIN area shows that removing PCPs over 60 years 

of age due to potential retirements will lead to fewer PCPs throughout the area, and may impact the 

geographical distribution of primary care providers in the area. Examining the map of accessibility to primary 

care providers under 60, however, reveals similar patterns of accessibility to the all primary care provider map, 

as many of the potential retirees practice in areas which already have low accessibility.  Potential retirements in 

these areas will exacerbate problems of low accessibility, especially in locations which currently have only one 

PCP. The results of the analysis reported in Table 6-13 reveals that the number of PCPs per 1,000 population 

decreases by 18.8% across the sub-LHIN area when PCPs over 60 years of age are removed.  
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A closer look at accessibility data for London reveals that the decrease in the number of PCPs per 1,000 people 

due to potential retirement is about the same as the sub-LHIN area (16.1%), but the Town of Strathroy has the 

potential to experience a 41.4% decrease in accessibility due to anticipated retirement.  

Accessibility to Team-based Primary Care Providers for the Entire Population. The map of team-based primary 

care providers in the London Middlesex Sub-LHIN area reveals that team-based PCPs are not very well 

distributed throughout the sub-LHIN area, with most being located in London and Strathroy. This suggests that 

there will be service gaps in the rural areas, especially to the north and east of the region. Extending this analysis 

to the maps of accessibility to team-based primary care providers, there is relatively high accessibility extending 

from London to Strathroy, as well as areas south of Glencoe, north of Parkhill, and north of Thorndale; the latter 

three areas benefit from close proximity to team-based PCPs located just outside of Middlesex. The global 

statistics presented in Table 6-13 show an average of 0.3083 team-based PCPs per 1,000 people, which is similar 

to the average within the South West LHIN as a whole (0.3935).  

In Strathroy, only one of the primary care practices within the town is not a team-based primary care clinic. The 

map of accessibility to team-based primary care providers in Strathroy is only marginally different from the map 

of accessibility to all PCPs. A smaller proportion of the primary care providers in London practice in a team-

based setting; as a result, global accessibility to team-based PCPs is much lower than accessibility levels for all 

PCPs in London. The map of accessibility to team-based primary care providers shows an east west divide, with 

those living in the east having lower levels of accessibility to a team-based PCP than those living in the east, 

although there is relatively low accessibility throughout the city.  

Table 6-13. Geographic accessibility for the general population 

 
London 

Middlesex 
City of 

London 
Town of 

Strathroy 
South West 

LHIN 

Average # of primary care providers per 1,000 
population 

0.7081 0.8325 0.5054 0.6492 

Average # of primary care providers under 60 years 
old per 1,000 population 

0.5752 0.6982 0.2962 0.5174 

Average # of team-based primary care providers per 
1,000 population 

0.3083 0.3074 0.3823 0.3935 

 Geographic Accessibility to Primary Care Providers for Vulnerable Populations 

Indigenous Population. The map of primary care providers (PCPs) who provide culturally safe services to 

Aboriginal peoples reveals there are two identified clinics within the London Middlesex sub-LHIN area (Table 

6-14). There are also five additional Indigenous health resource locations that support the health needs of the 

Indigenous peoples within the region. The results of the accessibility map shows that the Indigenous peoples 

who live within the City of London have high accessibility to culturally safe services, but there is a need in rural 

London Middlesex sub-LHIN area, including the Chippewa of the Thames, Oneida, and Munsee-Delaware First 

Nations. These communities do have PCPs located within their borders, but the high population of Indigenous 

peoples living on-reserve leads to a lower accessibility. In the City of London, the overall accessibility to 
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Indigenous PCPs is relatively high, with the lowest accessibility occurring in the south west. In the Town of 

Strathroy, due to a lack of culturally safe PCPs there is very low accessibility. 

Ethno-cultural Groups and Recent Immigrant Population. The London Middlesex sub-LHIN area has the highest 

proportion of ethno-cultural minority groups within the South West LHIN. The map of French-speaking primary 

care providers shows that there are a number of French-speaking PCPs in the sub-LHIN area, but most practice 

within London. As a result, the French-speaking PCPs per 1,000 French-speaking population in London is very 

high, but those living towards the edges of the London Middlesex sub-LHIN area have poor accessibility. The 

French-speaking populations of London have very high accessibility to French-speaking PCPs, but those in 

Strathroy have very low levels of accessibility to French-speaking PCPs (Table 6-14).   

There are eight Arabic-speaking primary care providers within the London Middlesex sub-LHIN area, with seven 

located within London and one in Strathroy. The largest population of Arabic-speaking people in the South West 

LHIN also reside in London. As there are very few Arabic-speaking people outside of the City of London, the rest 

of the interpretation will only focus on the accessibility levels that the Arabic-speaking population of London 

have to Arabic-speaking PCPs. Within London there is very high accessibility with very little variation between 

regions of the city, although the highest accessibility is in the central region and it decreases towards the north 

and south of London (Table 6-14).  

There are four Spanish-speaking primary care providers within the entire London Middlesex sub-LHIN area, all of 

whom are located in London, which is home to the largest population of Spanish-speaking people in the South 

West LHIN. There is relatively low level of accessibility in the sub-LHIN area, with only 0.4554 Spanish-speaking 

primary care providers per 1,000 Spanish-speaking population within the region (Table 6-14). The accessibility 

map for London reveals relatively low accessibility levels for the Spanish-speaking population throughout the 

City, but the lowest accessibility is for the Spanish-speaking population in the south of London. A closer look at 

Strathroy’s Spanish-speaking primary care provider map reveals that there is a small Spanish-speaking 

population within the city, but no Spanish-speaking PCPs to serve them.  

Table 6-14. Geographic accessibility for vulnerable populations 

 
London 

Middlesex 
City of 
London 

Town of 
Strathroy 

South West 
LHIN 

Average # of PCPs providing culturally safe services 
to Aboriginal & First Nations People per 1,000 
Aboriginal population 

0.8167 0.9064 0.1117 0.0706 

Average # of Arabic-speaking PCPs per 1,000 Arabic-
speaking population 

2.6292 3.0073 0.2257 1.7580 

Average # of French-speaking PCPs per 1,000 
French-speaking population 

1.2412 1.2432 3.4161 0.1077 

Average # of Spanish-speaking PCPs per 1,000 
Spanish-speaking population 

0.4554 0.4522 0.0167 0.0179 
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Senior Population. The census dissemination areas in the highest quintile of senior population over 75 within 

the London Middlesex sub-LHIN are primarily located along the edges of the City of London and the areas 

surrounding the settlements where there are retirement homes and long term care facilities. The lowest 

accessibility for seniors appears to be along the edges of the sub-LHIN area outside the City of London. In 

London, the map showing accessibility to primary care providers in areas with high numbers of seniors 75 years 

and older indicates that the south west corner of the city has the highest proportion of seniors and lowest 

accessibility, although there are other areas within the city that have similar patterns. 

Rural Population. The definition of urban/rural in the London Middlesex sub-LHIN area map shows Strathroy 

and London are the urban areas within the sub-LHIN area, with the surrounding region being within the 

commute zones (15 minute drive), which includes all of London Middlesex with the exception of two areas: 

north west and south west. An examination of the map of accessibility to primary care providers in rural areas 

shows that the rural area in the north west of the sub-LHIN area has the lowest accessibility, while the rural 

south west region has relatively high accessibility. 

People with Low Socioeconomic Status. The accessibility to primary care providers by people with low 

socioeconomic status in London Middlesex sub-LHIN area is evaluated by using the most vulnerable quintile in 

terms of median household income and the proportion of people who live under the low income cut-off. Those 

who live in census dissemination areas with a median household income among the lowest quintile mostly live 

in London, but other areas also have low median household income, such as the area around Oneida Nation of 

the Thames, Chippewas of the Thames First Nation, Munsee-Delaware Nation, parts of Strathroy, and the areas 

between Parkhill and Ailsa Craig. Examining the map showing accessibility to primary care providers from low 

median household income areas, the lowest relative accessibility occurs in the areas outside of London. An 

examination of accessibility in the low income areas of Strathroy reveals that overall there is low accessibility 

with little variation in accessibility throughout the town. In contrast, most of the low median household income 

areas within London are among the highest accessibility values in the sub-LHIN area, and even the lowest 

accessibility is still relatively high compared to the rest of the sub-LHIN.  

The dissemination areas in the most vulnerable quintile according to proportion of the population living under 

the low-income cut off (LICO) within London Middlesex sub-LHIN area are mainly located in and around London 

as well as in the north around Parkhill and Ailsa Craig. The map of accessibility to primary care providers from 

areas with a high proportion of low income population reveals that the majority of areas with low accessibility 

are located in the north, but the east side of London towards Dorchester also has relatively low accessibility. In 

London, areas with high proportions of low income population (i.e., the most vulnerable quintile) also have the 

lowest relative accessibility levels in the city, with the exception of the area along the eastern limits. Areas closer 

to central London have high accessibility compared to the rest of the city.  

Social Determinants of Need Index. The social determinants of need index provides an overview of what areas 

within a region have the highest cumulative need of primary care providers, as defined by five vulnerable 

populations. In London Middlesex, the dissemination areas of greatest need according to the social 

determinants of need index map are clustered in London, Strathroy and on-reserve in Oneida Nation of the 
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Thames, Chippewas of the Thames First Nation, and Munsee-Delaware Nation. An examination of accessibility to 

primary care providers within the areas with highest need reveals that most of the most vulnerable areas within 

London are relatively well served with primary care providers, but those in Strathroy and on the First Nations 

seem to be underserved.  

Correlation statistics were calculated to examine the relationship between the social determinants of need and 

accessibility to primary care providers across the London Middlesex sub-LHIN areas.  The results of this analysis, 

as seen in the following summary table, did not identify any strong relationship between any social determinant 

and accessibility values. Nevertheless, there are moderate positive relationships between accessibility to 

primary care providers within a 30 minute drive and population density (r=0.437), density of population 65 years 

and over (r=0.447), and density of population 75 years and older (r=0.476).  

Table 6-15. Examining the correlation between accessibility to primary care providers per 1,000 population and 
social determinants of health measures in the London Middlesex sub-LHIN area. 

 

Cut-Off Distances for Calculating Accessibility to Primary Care 
Providers 

15-min 30-min 45-min 60-min 

Population Density, 2011 0.334 0.437 0.500 0.481 

Density of population 18 years or under, 2011 0.170 0.266 0.342 0.330 

Density of population 65 years and over, 2011 0.376 0.447 0.481 0.449 

Density of population 75 years and older, 2011 0.421 0.476 0.497 0.463 

Percentage of families that are lone parents, 2011 0.259 0.278 0.315 0.306 

Percentage of the population that are recent 
immigrants, 2006-2011 

0.180 0.246 0.245 0.232 

Percentage of the population that are visible 
minorities, 2011 

0.157 0.277 0.319 0.323 

Density of Aboriginal population, 2011 0.077 0.072 0.101 0.102 

Percentage of the population that did not graduate 
high school, 2011 

-0.169 -0.242 -0.210 -0.202 

Median Household Income, 2006 -0.332 -0.275 -0.265 -0.246 

Percentage of population that lives under the 
Statistics Canada Low Income Cut-Off, 2006 

0.357 0.347 0.336 0.323 

Note: This table contains r-values from Spearman's rank correlation coefficient. The values can be interpreted as follows: 
Strong Relationship (+/-1 to +/-0.5); Moderate Relationship (+/-0.5 to +/-0.3); Weak Relationship (+/-0.3 to +/-0.1); and No 
Relationship (-0.1 to 0.1). 
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 Lived Experiences of the Population  

6.7.1 Characteristics of the Respondents 

Between December 2015 and January 2016, a survey was available to the general population across the South 

West LHIN to gain a better understanding of people’s experiences in accessing primary care. The survey was 

completed by 261 adults from the London Middlesex sub-LHIN area, which represents 30.1% of total 

respondents across the South West LHIN. Among the survey respondents from London Middlesex, 94.6% 

reported having a primary care provider (PCP). In comparison, 93.0% of all survey respondents from across the 

South West LHIN reported having access to a consistent PCP. The population of respondents includes 43 (17.1%) 

seniors over 65 years of age, 15 (6.1%) members of specific ethno-cultural groups, and 45 (18.1%) who are 

considered to have low socioeconomic status (SES) according to having a low level of educational attainment, 

and 77 respondents (29.5%) who live in rural areas. Only seven respondents (2.9%) from London Middlesex self-

identified as Aboriginal.  

Table 6-16. Sample characteristics of respondents from London Middlesex sub-LHIN area 

 
# of Total 

Responses 
% of Total 
Responses 

   
# of Total 

Responses 
% of Total 
Responses 

# of Respondents 261 30.1%  Race/Ethnicity   

Urbanicity    White 222 91.0% 

Urban Areas 173 66.3%  Aboriginal 7 2.9% 

Commute Zones 11 4.2%  Visible Minorities 15 6.1% 

Rural Areas 77 29.5%  
Language Prefer to Receive 
Health Care 

  

PCP Status    English-speakers 241 95.6% 

Have PCP 247 94.6%  French-speakers 7 2.8% 

Do Not Have PCP 14 5.4%  
Non-Official Language 
Speakers 

4 1.6% 

Gender    Education Attainment   

Male 61 24.5%  High School Diploma or less 45 18.1% 

Female 188 75.5%  Some Post-Secondary 28 11.2% 

Other 0 0.0%  Completed Post-Secondary 176 70.7% 

Age    Household Income   

Under 35 59 23.4%  $0 to $29,999 28 11.0% 

35-49 74 29.4%  $30,000 to $59,999 16 6.3% 

50-64 76 30.2%  $60,000 to $89,999 33 13.0% 

65 and Over 43 17.1%  $90,000 to $119,999 45 17.7% 

Household Composition    $120,000 to $149,999 45 17.7% 
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# of Total 

Responses 
% of Total 
Responses 

   
# of Total 

Responses 
% of Total 
Responses 

Single Parent 19 7.8%  $150,000 or more 37 14.6% 

Two Parents 83 34.0%  Prefer not to answer 50 19.7% 

No Children 142 58.2%        

In addition to the 80 respondents to the population survey, 194 health service providers (HSPs) from London 

Middlesex responded to an open-ended survey about their experiences working with primary care patients. 

These HSPs were asked to respond to questions about barriers to quality primary care on behalf of the patient 

populations with whom they work. Their responses were also coded and quantified, and will be reported as a 

percentage of total responses (out of 194) to provide an additional perspective on patient care in London 

Middlesex. 

Eight focus groups were held in London Middlesex, including 5 with Francophone participants (total n=62), one 

with HSPs who work directly with Indigenous patients (n=15), one with people living with mental illness (n=5), 

and one with HSPs who work with the general population (n=7). One of the Francophone focus groups (n=11) 

was conducted specifically with Francophone seniors, while another was conducted specifically with French-

speaking refugees from Haiti and Africa (n=8). Participants of these focus groups were asked a series of 

questions relating to their experiences accessing primary care for themselves or the patients they work with. 

Focus group questions were based on the five key barriers to primary care access as identified in this report: 

temporal, geographical, financial, communication & health literacy, and relationships & discrimination. 

6.7.2 Health Status of the Respondents 

To better understand the underlying needs of our respondent population from London Middlesex, three 

questions were asked about physical health, mental health, and specific health concerns of the population, 

answers of which are described in Table 6-17. The results indicate that the population self-rated their overall 

physical and mental similar to the overall population in the South West LHIN, with 16.8% of respondents 

indicating they have fair or poor physical health and 14.5% indicating fair or poor mental health. A further 

examination of the health conditions reported by the London Middlesex respondents reveals very little 

difference in the health conditions of London Middlesex compared to the LHIN overall, with the exception of 

chronic health conditions, which is considerably lower in London Middlesex. Among the London Middlesex 

respondents, 34.9% have been diagnosed with or treated for mental health concerns, the most frequently being 

mood disorders (24.1%) and anxiety disorders (20.7%). There are also 23.4% of respondents who indicate they 

have been diagnosed or treated for a disability, with physical disability being the more frequently identified 

condition (16.9%). Meanwhile, 45.2% of respondents have been diagnosed with or treated for chronic diseases, 

and the most frequently reported conditions are high blood pressure/hypertension (23.4%), respiratory 

conditions (18.0%), and heart and cardiovascular disease (11.9%). Overall, the respondents from the London 

Middlesex sub-LHIN area report to be in similar health as those from the South West LHIN as a whole. 
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Table 6-17. Self-rated health status of respondents from the London Middlesex sub-LHIN area 

 

% of all Respondents 

London 
Middlesex 

(n=261) 

South West 
LHIN    

(n=866) 

Self-report physical health status   

Excellent 15.3 12.7 

Very good 34.5 35.2 

Good 30.7 31.9 

Fair 13.0 14.2 

Poor 3.8 3.8 

Self-reported mental health status   

Excellent 23.0 21.0 

Very Good 32.2 33.6 

Good 27.6 30.0 

Fair 11.1 9.8 

Poor 3.4 3.1 

Self-reported identified health concerns that respondents have been diagnosed with 
or treated for   

Mental Health 34.9 32.0 

Alcohol Dependence 2.3 2.8 

Anxiety Disorder 20.7 17.4 

Eating Disorder 5.4 4.2 

Mood Disorder 24.1 23.0 

Schizophrenia/Other Psychotic Disorder 1.1 1.0 

Substance Use 1.9 1.4 

Disabilities 23.4 23.9 

Developmental Disability 2.3 2.2 

Physical Disability 16.9 15.6 

Sensory Disability 7.3 10.6 

Chronic Diseases 45.2 54.3 

Cancer 8.8 12.7 

Diabetes 8.4 11.4 

Gastrointestinal Disorder 1.9 1.0 

Heart and Cardiovascular Disease 11.9 15.1 

High Blood Pressure or Hypertension 23.4 31.8 
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% of all Respondents 

London 
Middlesex 

(n=261) 

South West 
LHIN    

(n=866) 

Immune Disorder 0.4 0.3 

Neurological Disorder 0.8 1.2 

Reproductive Condition 0.0 0.5 

Respiratory Condition 18.0 18.1 

Stroke 2.3 2.7 

Thyroid Disease 0.4 0.3 

Other 2.7 2.5 

6.7.3 Experience of the Respondents Accessing Primary Care  

To better understand the experiences that the London Middlesex sub-LHIN population has in accessing primary 

care, survey questions asked about potential barriers respondents encounter when seeing primary care 

providers. Table 6-18 and Table 6-19 describe the lived experiences of the sample who completed the 

population survey, including a summary of all respondents and the respondents from each vulnerable 

population that have sufficient sample size to analyze (n>40). To interpret the table, it is important to only 

consider each vulnerable population on its own, as the purpose of this analysis is to understand the lived 

experiences of each group. Additionally, lived experiences reported from the health service provider survey will 

be integrated with the discussion about the population survey lived experiences. Full Tables detailing this data 

can be found in Appendix C.  

Only 5.4% of respondents to this survey did not have a PCP, so this discussion will focus on those who do have a 

PCP as the sample size without a PCP is too small to examine further (Table 6-18). Of the 247 respondents who 

have a PCP (95.0%), the majority have a family physician (FP; 93.1%), while some have a nurse practitioner (NP; 

2.8%), or both FP and NP (1.2%). The respondents also reported on how frequently they see their PCP. The 

results showed that 46.2% of respondents see their PCP two times or fewer per year and 13.4% of respondents 

see their PCP seven or more times per year. 

Respondents to the population survey were asked 22 questions about barriers they face in accessing quality 

primary care, results of which are found in Table 6-19. Questions were framed as Likert-scale questions, with 

responses ranging from Strongly Disagree to Strongly Agree. This report refers to each barrier by indicating the 

percentage of respondents who indicate the barrier impacts their ability to access quality primary care.  

Respondents were also asked to provide further details about their lived experiences with these barriers, as well 

as any suggestions they may have to improve access to primary care, in two open-ended questions; 120 of 261 

total respondents, or 46.0%, completed these questions. Responses to these questions were coded and 

quantified, and will be reported throughout this document as a percentage of total responses (out of 261) and 

as select direct quotations to provide further context and detail.  
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Table 6-18. Lived experience with primary care providers of respondents from the London Middlesex sub-LHIN 
area 

 

% of All Respondents 
with a Primary Care 

Provider 

% of Senior 
Respondents with a 

Primary Care 
Provider 

% of Rural 
Respondents with a 

Primary Care 
Provider 

% of Low Income 
Respondents with a 

Primary Care 
Provider 

London 
Middlesex 

(n=247) 

South 
West 
LHIN 

(n=809) 

London 
Middlesex 

(n=43) 

South 
West 
LHIN 

(n=226) 

London 
Middlesex 

(n=74) 

South 
West 
LHIN 

(n=405) 

London 
Middlesex 

(n=44) 

South 
West 
LHIN 

(n=174) 

Type of Primary Care 
Provider 

        

Family Physician 93.1 77.1 93.0 72.1 94.6 67.2 90.9 73.0 

Nurse Practitioner 2.8 18.4 2.3 22.1 1.4 28.1 0.0 20.7 

Family Physician & 
Nurse Practitioner 1.2 2.5 0.0 3.1 1.4 3.7 4.5 4.0 

Other 0.4 2.0 0.0 2.7 0.0 1.0 2.3 2.3 

# of Times Visiting a 
Primary Care Provider 
per Year         

Never 6.1 4.6 0.0 2.7 6.8 4.0 9.1 5.2 

1 to 2 times 40.1 42.6 25.6 33.6 28.4 41.5 22.7 33.3 

3 to 6 times 38.9 39.6 44.2 46.5 43.2 40.0 43.2 41.4 

7 to 12 times 8.9 8.7 23.3 14.6 14.9 9.4 15.9 13.8 

More than 12 times 4.5 3.7 4.7 2.2 5.4 4.7 9.1 6.3 

# of Days to Wait for an 
Appointment         

Same or next day 22.7 23.0 30.2 27.9 21.6 23.0 11.4 24.7 

Within 7 days 47.4 47.8 53.5 47.8 47.3 49.1 47.7 46.6 

More than 7 days 27.9 27.9 14.0 23.9 28.4 26.9 40.9 28.2 

PCPs Limit # of Issues to 
Discuss at an 
Appointment         

Yes 27.5 18.3 27.9 14.6 17.6 11.9 20.5 17.8 

No 51.0 60.7 48.8 65.5 58.1 64.9 52.3 59.8 

Do not know 17.8 17.2 14.0 14.2 18.9 18.8 20.5 15.5 

Note: The Indigenous population and Ethno-Cultural and Recent Immigrant populations did not have sufficient sample sizes 
from the population survey to be included in this table. 
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There are 12.1% of the population survey respondents who indicate that their PCP does not help them 

effectively manage their physical and mental health concerns. This is higher than the 8.9% of South West LHIN 

respondents who feel their health is not being effectively managed. A total of 12 of 22 potential barriers were 

identified by more than 10% of the London Middlesex sub-LHIN respondents, including the timing of 

appointments, geographical accessibility, financial accessibility, health literacy, and poor relationships between 

patients and PCPs. This is the highest number of barriers identified by respondents from any of the sub-LHIN 

areas. 

Similar to the South West LHIN as a whole, the timing of appointments is the most commonly reported barrier 

by London Middlesex respondents when attempting to access primary care. Having to wait too long when 

booking an appointment is a concern of 29.1 % of respondents, which corresponds to the results showing that 

only 22.7% of respondents are able to get an appointment the same or next day. Inaccessible office hours is 

another commonly reported timing barrier for those residing in London Middlesex, as 23.5% of respondents 

indicate that they cannot see their PCP because the hours do not fit their schedule, which is higher than the 

LHIN-wide average of 20.6%. The need for more evening and weekend hours was specifically mentioned by 8.8% 

of respondents from London Middlesex in the optional open-ended question portion of the survey, which is 

higher than in any other sub-LHIN area or across the LHIN as a whole. One respondent wrote, “We need office 

hours that are longer than the standard 9-5 work day…being open a little earlier or a little later, office being 

open on weekends…even reduced hours on weekends would help”.   

Not having enough time to talk about all of their concerns during appointments with their PCP is a concern to 

16.6% of respondents, compared to only 13.0% of respondents across the LHIN. These numbers are also 

supported by the finding that 27.5% of London Middlesex respondents report that they are limited in the 

number of issues they are allowed to discuss at an appointment, compared to 18.3% across the LHIN. One 

respondent from London Middlesex wrote that they “usually can talk about two short things, if you can sneak 

one in”, which results in them having “to book multiple appointments”. 

Geographic accessibility is another barrier to accessing primary care for respondents from London Middlesex. A 

quarter of all respondents stated that their PCP is not located a convenient distance from their home or work 

(23.9%), while 13.8% actually have issues getting to their appointments. The map of the locations of PCPs across 

London Middlesex shows that most are located in the urban areas of the sub-LHIN area (London and Strathroy), 

which will require people living in the small towns outside these two centres to travel greater distances. As a 

result, there are gaps in service where the respondents may be required to drive a long distance in order to get 

to their PCP for an appointment. For those living within London, challenges with both public transit and 

specialized medical transit were frequently mentioned. One respondent wrote that “booking Paratransit buses is 

very difficult” while another wrote of the need for “more Paratransit buses on the road, and free buses to 

medical appointments”. Another respondent wrote, “My family doctor is on the far side of the city and I need to 

use several buses, cab, or get a ride to get there. Mainly the problem is the City of London having poor public 

transit and few doctors in the east end of the city”. 
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Financial accessibility is closely tied to both the timing of appointments and geographic accessibility of a PCP to 

their patients, as many of the financial barriers identified in the literature are a result of timing of appointments, 

distance, and/or transportation. The results indicate that the most common barrier to quality primary care is not 

being able to afford to take time off work for an appointment, with 28.3% of the population indicating it is a 

barrier. One respondent wrote, “My doctor's office hours do not work well with my work schedule. I am forced 

to take time off work to see my doctor, and I do not have any benefits or paid time away from work, so I lose 

income when I go to an appointment.” A focus group facilitator from London Middlesex also said that “many 

participants shared they have to pay an annual fee to the clinic to avoid extra charge for services“. Paying for 

transportation is another financial barrier to accessing quality primary care, which was identified by 11.3% of 

London Middlesex respondents. Another respondent wrote that having a “caregiver in London means we often 

have to find someone to watch kids while we go or take them to the appointment (can be a hassle.) Also limits 

appointment availability as travelling from Parkhill too frequently can be expensive.” Finally, 11.3% of 

respondents report that their PCP does not take their ability to pay for medications or services into account 

when prescribing, which can influence their ability to actually fill prescriptions or use the services 

recommended. 

Health literacy and communication are not major concerns for most population survey respondents in London 

Middlesex. The most frequently cited barrier is that their PCP does not supply them with the resources and 

education needed to understand their care plan, which was cited by 13.8% of respondents. Fewer than 10% of 

respondents identified other health literacy barriers in the population survey. 

Poor relationships are another barrier that impacts the health care of only a small proportion of the London 

Middlesex sub-LHIN area respondents. Not knowing what to expect during treatments is a concern for 10.9% of 

respondents. Feeling judged (10.1%) and being able to speak honestly to a PCP (9.7%) are other concerns more 

frequently identified among those respondents from London Middlesex than across the LHIN (7.7% and 7.5%, 

respectively). Respondents to open ended questions from London Middlesex were more likely to report 

experiences of ableism, ageism, sexism, and general discrimination. One respondent wrote, “I think providers 

need to treat women and people of all ages with more respect. Being a young female adult, I am always brushed 

off and told that everything is ‘normal’ even for recurring issues”, while another respondent mentioned “the 

negative attitudes [of PCPs] towards the older generations”. 
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Table 6-19. Barriers to accessing quality primary care for respondents from the London Middlesex sub-LHIN area 

% of respondents with PCPs 
who disagree with the 
following statements about 
accessing quality primary 
care 

% of All Respondents 
with a Primary Care 

Provider 

% of Senior 
Respondents with a 

Primary Care 
Provider 

% of Rural 
Respondents with a 

Primary Care 
Provider 

% of Low Income 
Respondents with a 

Primary Care 
Provider 

London 
Middlesex 

(n=247) 

South 
West 
LHIN 

(n=809) 

London 
Middlesex 

(n=43) 

South 
West 
LHIN 

(n=226) 

London 
Middlesex 

(n=74) 

South 
West 
LHIN 

(n=405) 

London 
Middlesex 

(n=44) 

South 
West 
LHIN 

(n=174) 

My primary care provider 
helps me to effectively 
manage my physical and 
mental health. 

12.1 8.9 16.3 7.5 8.1 5.7 11.4 8.0 

Timing of Appointments         

I do not have to wait too 
long when booking an 
appointment with my 
primary care provider. 

29.1 25.3 18.6 19.5 23.0 23.2 34.1 21.8 

I have enough time during 
appointments with my 
primary care provider to 
talk about all of my 
concerns. 

16.6 13.0 25.6 10.6 13.5 8.6 13.6 14.4 

My primary care provider 
has office hours that fit 
my schedule. 

23.5 20.6 9.3 8.4 21.6 18.0 20.5 13.2 

Geographical Accessibility         

I have no difficulty 
traveling to my primary 
care provider’s office for 
appointments. 

13.8 12.9 11.6 8.8 12.2 9.4 15.9 13.2 

My primary care provider 
is located within a 
convenient distance from 
where I live or work. 

23.9 18.4 14.0 11.5 25.7 13.1 22.7 10.9 

Financial Accessibility         

I can afford to take time 
off work to attend 
primary care 
appointments. 

28.3 23.1 7.0 4.4 27.0 20.2 20.5 19.5 

My primary care provider 
takes my ability to pay 
into consideration when 
prescribing medications 
or recommending services 

11.3 8.0 11.6 6.6 8.1 5.4 4.5 5.7 
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% of respondents with PCPs 
who disagree with the 
following statements about 
accessing quality primary 
care 

% of All Respondents 
with a Primary Care 

Provider 

% of Senior 
Respondents with a 

Primary Care 
Provider 

% of Rural 
Respondents with a 

Primary Care 
Provider 

% of Low Income 
Respondents with a 

Primary Care 
Provider 

London 
Middlesex 

(n=247) 

South 
West 
LHIN 

(n=809) 

London 
Middlesex 

(n=43) 

South 
West 
LHIN 

(n=226) 

London 
Middlesex 

(n=74) 

South 
West 
LHIN 

(n=405) 

London 
Middlesex 

(n=44) 

South 
West 
LHIN 

(n=174) 

Paying for child care does 
not prevent me from 
seeing my primary care 
provider. 

6.1 5.1 4.7 3.1 6.8 3.7 4.5 5.2 

Paying for transportation 
and parking do not 
prevent me from seeing 
my primary care provider. 

11.3 8.2 4.7 4.9 9.5 5.4 13.6 8.0 

Health Literacy & 
Communication 

        

My primary care provider 
explains things in a way 
that is easy to 
understand. 

7.7 5.8 9.3 4.4 6.8 4.7 15.9 7.5 

My primary care provider 
speaks in my preferred 
language. 

6.1 2.8 11.6 3.5 2.7 1.2 2.3 1.7 

My primary care provider 
supplies me with the 
resources and education I 
need to understand my 
care plan. 

13.8 9.8 18.6 6.6 12.2 6.2 13.6 10.9 

Relationships with PCPs         

I am treated with respect 
when I visit my primary 
care provider. 

4.5 3.5 7.0 3.5 2.7 2.2 4.5 2.9 

I feel that I can speak 
honestly to my primary 
care provider. 

9.7 7.2 9.3 4.9 6.8 5.2 11.4 6.3 

I have never been hurt, 
threatened, or made to 
feel unsafe by my primary 
care provider. 

4.9 3.0 7.0 3.1 2.7 1.5 9.1 4.0 

I know that I will not be 
judged when I visit my 
primary care provider. 

10.1 7.5 11.6 5.3 4.1 4.7 9.1 6.3 
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% of respondents with PCPs 
who disagree with the 
following statements about 
accessing quality primary 
care 

% of All Respondents 
with a Primary Care 

Provider 

% of Senior 
Respondents with a 

Primary Care 
Provider 

% of Rural 
Respondents with a 

Primary Care 
Provider 

% of Low Income 
Respondents with a 

Primary Care 
Provider 

London 
Middlesex 

(n=247) 

South 
West 
LHIN 

(n=809) 

London 
Middlesex 

(n=43) 

South 
West 
LHIN 

(n=226) 

London 
Middlesex 

(n=74) 

South 
West 
LHIN 

(n=405) 

London 
Middlesex 

(n=44) 

South 
West 
LHIN 

(n=174) 

I trust that my personal 
information will be kept 
private when I visit my 
primary care provider. 

4.9 3.6 4.7 2.2 4.1 3.5 6.8 3.4 

My primary care provider 
always makes sure I know 
what to expect during 
treatments and 
procedures. 

10.9 7.7 11.6 5.8 8.1 4.9 11.4 6.9 

My primary care provider 
includes me in decisions 
about my care as much as 
I want to be. 

7.3 5.4 11.6 4.0 6.8 4.2 9.1 5.7 

My primary care provider 
treats me fairly regardless 
of my race or ethnic 
background. 

2.4 1.4 4.7 1.8 0.0 0.5 2.3 2.9 

My primary care provider 
understands my cultural 
needs. 

5.3 2.8 7.0 2.7 0.0 1.0 2.3 5.2 

Note: The Indigenous population and Ethno-Cultural and Recent Immigrant populations did not have sufficient sample sizes 
from the population survey to be included in this table. 

6.7.4 Experience of the Vulnerable Populations in Accessing Primary Care 

Indigenous Population. Only seven respondents to the population survey from London Middlesex self-identified 

as being Aboriginal. Of the seven respondents, five report that they have a PCP, but the sample size is too small 

to provide any additional analysis and interpretation from the population survey. Similarly, the HSP survey only 

received two responses from HSPs serving Indigenous populations in London Middlesex. One focus group was 

conducted in London Middlesex with HSPs who work directly with Indigenous patients (n=15). Participants in 

this focus group discussed their experiences with each barrier while working with Indigenous patients.  

One participant indicated issues with geographic accessibility: “When primary care is located in another First 

Nation, transportation is not covered for cross-reserve travel.” Another participant described how issues of 

geography tie into financial accessibility: “When patients need to travel and leave reserve for care, 

family/supports do not have funds to travel with the patient (funds are provided to transfer the patient to/from 
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clinic, but not for their family members, elders, healers etc.)”. As another participant stated, “There are large 

financial barriers for Aboriginal people around transportation, medication and resources for mental health.”  

Other participants described poor relationships with PCPs due to discrimination and lack of cultural 

understanding: one Indigenous survey respondent wrote that “as a light-skinned First Nations woman, I 

absolutely get better care…but I have friends and family who have been treated poorly and racially 

discriminated against in the same office.” Other challenges discussed by participants included logistical gaps 

specific to Indigenous health care. One focus group participant said “there are transitional barriers between 

federal/provincial responsibilities for payment”, while another discussed how “Aboriginal people face significant 

barriers to Mental Health (MH) services because funds for MH services flow from the federal government (as 

opposed to through the LHIN).” Another participant said, “Caregivers know a reserve client was sent to hospital, 

but they can't facilitate transition plans back to the community once they leave reserve. Primary care providers 

receive no information for on-reserve Aboriginal People once discharged.” 

Ethno-cultural Groups and Recent Immigrant Population.  There are 23 respondents to the population survey 

self-identified as being part of an ethno-cultural group or a recent immigrant. As indicated in Section 3.1 of the 

report, London Middlesex has the highest percentage of the population who identified as visible minorities, non-

English speaking, and recent immigrants. From the 23 respondents in this category, 21 have a PCP, but the 

sample size is too small to provide any additional analysis and interpretation from the population survey. 

Similarly, the HSP survey only had seven respondents who specifically work with ethno-cultural groups, most of 

whom work with recent immigrants and refugees. Five focus groups were conducted with Francophone 

participants as well (total n=62).  

Ethno-cultural respondents and focus group participants most frequently cited challenges with health literacy 

and communication. In some cases, this was due to challenges with system navigation. One focus group 

participant said that “access and communication are difficult for newcomers; the system is really complex”. In 

other cases, challenges were related to language barriers. A higher percentage of London Middlesex 

respondents specifically mentioned language barriers in the optional open-ended portion of the survey 

compared to the South West LHIN (2.7% vs 0.9%). One respondent who is a recent immigrant wrote, “I think this 

is a huge barrier for many immigrants: not having access to interpretation services at the family doctor office. 

Some are using family members, including kids, as interpreters for complex appointments.” An HSP who works 

with recent immigrants wrote that “some patients have had to pay for interpretation services when they are 

feeling very sick and need to be seen by his/her family doctor”.  

A focus group facilitator (francophone group) mentioned that “one of the participants shared their lived 

experience of getting a wrong diagnosis because they did not speak good English”. Another facilitator said that 

“language is often the barrier for a proper assessment and this can have terrible impact”, and a focus group 

participant gave an example: they recounted being “sent back without any treatment or exam” after describing 

their symptoms as a “hangover” as it was “the only term known” and they “did not know it meant sick from 

alcohol”. Another participant offered some suggestions: “We need a French language services directory - French 

Language Health Hub, French Family Health Team”. Another Francophone respondent summarized their 
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challenges succinctly: “Mon médecin est anglophone et je suis francophone” which translates to “My doctor is 

English and I am a Francophone”.  

Seniors Population. There were 43 seniors aged 65 years or older from London Middlesex who completed the 

population survey. All of these seniors currently have a PCP, 93.0% of whom have a FP and 2.3% of whom have a 

NP. There were also 19 HSP survey respondents from London Middlesex who work with senior patients, and one 

focus group conducted with seniors from London Middlesex (n=11). The seniors from London Middlesex see 

their PCP much more frequently then all London Middlesex respondents, with 28.0% seeing their PCP seven or 

more times per year compared to 13.4% for all London Middlesex respondents. Of the senior respondents with a 

PCP, 16.3% indicate their PCP does not effectively help them manage their physical and mental health; this 

result is further supported by the finding that 10 of the 22 potential barriers listed on the survey were identified 

as a problem by more than 10% of London Middlesex senior respondents.  

The timing of appointments is a concern for seniors within London Middlesex. Not having enough time during 

appointments to talk about all concerns effects the quality of care received by the most people, with 25.6% of 

seniors identifying it as a concern, which is much higher than seniors in the entire LHIN (10.6%). One senior 

respondent wrote, “My Doctor will deal with only one item at a time.  Being a senior on medications there is 

always more than one concern at a time.” When asked if their PCPs limit the number of issues that can be 

discussed at an appointment, 27.9% of London Middlesex seniors indicate their PCP does, which is nearly double 

the percentage of South West LHIN seniors (14.6%). Many seniors also indicate that they have to wait too long 

when booking an appointment with their PCP (18.6%), which is consistent with the overall senior respondents 

from the LHIN (19.5%). When asked how long they have to wait, 31% of respondents indicate they can get an 

appointment the same or next day, which is higher than reported for seniors across the entire South West LHIN 

(14.6%) and about the same as responses from all London Middlesex respondents (27.5%).  

More than 10% of London Middlesex seniors who responded to the population survey, also indicated that they 

face geographical accessibility barriers to accessing quality primary care. These barriers include the distance 

between their PCP and home or work are too far (14.0%) and it is difficult to travel to their PCP for 

appointments (11.6%). Both of these barriers affect a lower proportion of seniors than all London Middlesex 

respondents (11.5% and 8.8% respectively). These findings are consistent with the fact that many of the seniors 

within the sub-LHIN area live within the urban areas which have higher number of PCPs, thus fewer seniors have 

geographical barriers compared to the sub-LHIN area as a whole. However, physical mobility may also play a role 

for seniors: one senior respondent from London Middlesex wrote of having challenges accessing primary care 

because they are “a senior who does not drive and cannot physically access public transit”, while an HSP who 

works primarily with seniors wrote that their “patients have trouble getting to appointments and need family to 

assist”. Losing one’s license due to age-related factors was also commonly mentioned among London Middlesex 

seniors and the HSPs who work with them. One HSP wrote that “transportation is a definite concern for the 

elderly; often they have lost or given up driving”.  

There are 11.6% of senior respondents from London Middlesex sub-LHIN area who experience their PCP not 

taking their ability to pay into consideration when prescribing medications or recommending services as a 
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financial accessibility barrier to accessing quality care. This is much more than seniors in the South West LHIN 

(6.6%), but no different than all of London Middlesex sub-LHIN respondents (11.3%). One senior from London 

Middlesex wrote that they are “currently not covered by a medical/drug plan and some medications are 

expensive”. 

A higher than average proportion of senior respondents from London Middlesex report health literacy and 

communication as a concern for their ability to access quality primary care. There are barriers related to 

receiving the resources and education needed to understand their care plan (18.6%), difficulty communicating 

because of language barriers (11.6%), and not having things explained in a way that is easy to understand 

(9.3%). These communication barriers can also lead to poor relationships with PCPs, which is evident from three 

relationship barriers identified by more than 10% of senior respondents. The barriers that are directly related to 

poor communication include not knowing what to expect during treatments (11.6%) and not being included in 

decisions about care (11.6%). A blind senior from London Middlesex noted that their “primary care provider 

does not have access to alternative format information [for the blind]”, while another senior respondent wrote 

that their PCP “does not include me in any decisions, nor explain anything”. There are also relationship barriers 

identified that have resulted in seniors not trusting their provider, such as feeling judged by their PCP (11.6%). 

One senior respondent wrote that “the issue of cultural concerns/cultural sensitivity could be expanded to 

include sensitivity to other diversity issues, i.e. age, disability, sexual orientation, or marital status”. 

Rural Population. There were 77 rural respondents from the London Middlesex sub-LHIN area who completed 

the population survey, 52 of whom also completed the open ended survey questions. 96.1% of rural 

respondents have a PCP, with 94.6% of them having a FP. London Middlesex sub-LHIN area rural respondents 

see their PCP more often than the South West LHIN rural respondents, with 20.3% seeing their PCP seven or 

more times over the last year compared to only 14.3% of South West LHIN rural respondents.  The HSP survey 

respondents included 25 rural providers. There will no focus groups conducted with rural populations in London 

Middlesex.  

Overall, there are seven of the 22 potential barriers from the survey identified as an issue by more than 10% of 

London Middlesex rural respondents. The timing of appointments has been identified as a concern for many 

rural respondents, patterns of which are not much different than the LHIN senior respondents but lower than all 

London Middlesex respondents. Twenty-three percent of rural residents identify that they have to wait too long 

when booking an appointment. Having to wait too long to book an appointment is an issue for many, as only 

21.6% of rural respondents are able to see their PCP the same or next day, while 28.4% have to wait more than 

seven days for an appointment with their PCP. There are also 21.6% of respondents whose PCP does not have 

office hours that fit their schedule, with 13.0% of rural respondents specifically mentioning insufficient office 

hours in the optional open-ended portion of the survey. One rural respondent wrote, “Although I understand 

that we are lucky to even have access to a family doc within driving distance, the office is not open enough to 

service this small community within timely way.” Finally, 13.5% of respondents feel they do not have enough 

time to talk about their concerns during appointments, which is slightly lower than the 16.6% of all London 

Middlesex respondents who do not have enough time. This decrease may be a result of a lower proportion of 
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PCPs limiting the number of issues that can be discussed in an appointment (27.5% for all respondents and 

17.6% for rural respondents). 

Geographical accessibility was mentioned by many rural respondents to the population survey, which is 

expected as the majority of PCPs within London Middlesex are located within the urban areas. The most 

frequently identified geographic access barrier among rural residents is that the PCP is not located within a 

convenient distance of where they live or work (25.7%), and 12.2% of rural respondents have trouble traveling 

to their PCP appointments due to this long distance. 9.1% of rural respondents from London Middlesex 

specifically wrote that there are a lack of PCPs in their area (compared with only 3.4% of all respondents from 

London Middlesex). One rural HSP wrote of their clients, “Many of them are unable to find a provider at all, let 

alone one close to home.” One rural respondent wrote, “It's difficult for me (and many others) to travel to the 

doctor's office when acutely ill”.  These barriers affect a larger proportion of the rural London Middlesex 

respondents than rural respondents from the LHIN as a whole. 

Related to both timing and geographic accessibility, financial accessibility is another barrier facing more than 

10% of the rural population. Being able to take time work off to attend PCP appointments is especially difficult 

for 27.0% of respondents, and has a greater than the proportion effected in other rural respondent throughout 

the South West LHIN (20.2%). Associated with long distances between a PCP and the place where rural 

respondents live and work is the fact that 9.5% of respondents indicate transportation costs can prevent them 

from seeing their PCP. One rural HSP wrote that their rural patients often have “difficulty finding transportation 

to and from appointments…taxis are very expensive due to the rurality of the area”.   

Some rural London Middlesex sub-LHIN area respondents report that PCPs do not supply them with information 

they need to understand their care plan (12.2%), which indicates that rural residents experience barriers related 

to health literacy and communication. Rural respondents were also more likely than other respondents from 

London Middlesex to report feeling unable to speak honestly with their PCP, indicating they experience 

challenges related to poor relationships with PCPs. One rural HSP wrote of the strained relationships their 

patients experience: “Patients tell me they often feel judged by the primary physician and staff at the physician 

office.  Of particular concern to First Nations and people who cannot afford to spend money on clothing.” 

People with Low Socioeconomic Status (SES). There are 45 people defined as from low SES populations (18.1%) 

from London Middlesex, 97.8% of whom have a PCP (90.9% with FP and 4.5% with both FP and NP). The 

frequency with which these respondents see their PCPs is higher compared to all London Middlesex 

respondents, as 25.0% of low SES respondents see their PCP seven or more times compared to 13.4% among all 

respondents. Of those with low SES only 11.4% do not believe their PCP helps them effectively manage their 

physical and mental health, although there are 12 of the 22 potential barriers that more than 10% of low SES 

respondents identify as a concern to accessing quality primary care. The HSP survey had 16 respondents who 

work primarily with low-SES populations. There were no focus groups held with low-SES individuals in London 

Middlesex. 
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Timing of appointments is one of the greatest concerns among respondents with low SES. 34.1% identify that 

they have to wait too long to book an appointment, 13.6% indicate they do not have enough time to talk about 

their concerns during an appointment, and 20.5% state the office hours do not fit their schedules. One low-SES 

respondent wrote, “Over the last year, the receptionists no longer get back to any messages. I now have to go 

into the office and schedule appointments, which is difficult to manage with my work schedule.” The number of 

issues discussed at an appointment is consistent with the proportions reported for the general respondents, but 

there are very few low SES respondents who were able to see their PCP the same or next day (11.4%). In fact, 

40.9% of respondents have to wait more than seven days when booking an appointment, the highest amongst 

any sub-group of vulnerable groups across all sub-LHIN areas.  

The geographical accessibility barriers to accessing quality primary care are also a concern for low SES 

respondents, but are consistent with the findings from the general London Middlesex respondents. Low SES 

respondents indicate that their PCP is not a convenient distance from home/work (22.7%) and difficulty 

travelling to a PCP office (15.9%). One HSP who works with low-income patients in London Middlesex wrote, 

“Many folks do not drive and some have difficulty with public transportation. If they are on [Ontario Works] OW 

or [Ontario Disability Support Program] ODSP, being able to afford a taxi, especially an accessible one, is 

difficult.”  

This is consistent with respondents reporting that they face difficulties with financial accessibility, in which they 

are unable to afford the cost of transportation (13.6%) or to take time off work to attend appointments (20.5%). 

Many minimum wage jobs do not have benefits or paid personal days that allow people to go to an appointment 

with their PCP. Another HSP who works with low-SES patients wrote, “For individuals who identify as low 

income but do not qualify for government assistance with health care related costs (medication, physio, 

counseling, chiro, etc.) they often choose to go without these important services.” One focus group participant 

said, “My doctor doesn’t consider my ability to pay. They say get it done and do it, but I can’t because I don’t 

have the money for it. They say find someone to cover it. It’s not that easy. I know it would helpful, but you can't 

do it.”  

Health literacy and communication is also more of a challenge for respondents with low SES than the general 

population, which may be due to lower levels of education. One respondent with low SES who does not have a 

PCP wrote that “I have had difficulty finding care…I don't know how to find a doctor”. Of low SES respondents 

with a PCP, 13.6% reported that their PCP does not provide adequate education to understand their care plan, 

and 15.9% report that their PCP does not explain things in a way that is easy to understand.  

These issues surround poor communication have led to low SES respondents experiencing some poor 

relationships with PCPs. In particular, they experience dissatisfaction when asked about their relationships with 

PCPs, including not being able to speak honestly with their PCP (11.4%) and knowing what to expect during 

treatments and procedures (11.4%). Many respondents to open-ended questions wrote about feeling excluded 

and unheard by their PCP. One low SES respondent from London Middlesex wrote, “They explain very little to 

me. Sometimes I feel like they aren't totally listening to my concerns and they always brush all my problems 

off.” 



 

158 

  

 Lived Experiences of Primary Care Providers  

6.8.1 Characteristics of the Primary Care Provider Respondents 

Although the primary care provider (PCP) survey was completed by a total of 100 PCPs across the South West 

LHIN, the disaggregated number of respondents is insufficient to conduct analyses by individual sub-LHIN area. A 

full description of respondent characteristics across the LHIN can be found above in section 3.8.1. Of the 100 

respondents, 29 were from London Middlesex, of which 27 were family physicians (FPs; 93.1%) and 2 were 

nurse practitioners (NPs; 6.9%). One PCP engagement session was also held in the London Middlesex sub-LHIN 

area, in the city of London. A total of 49 PCPs participated in this session, of which 38 (77.6%) were FPs and 11 

were NPs (22.4%). Themes identified during these sessions will be discussed in relation to the key barriers and 

populations addressed in this report.  

6.8.2 Characteristics of the Practice 

As mentioned in the previous section, an analysis of practice characteristics by sub-LHIN area cannot be 

presented due to the small sample size and risk of identifying participants. A full description of practice 

characteristics across the LHIN can be found above in section 3.8.2. 

6.8.3 Experience of Primary Care Providers 

Due to the small sample size of PCPs in each sub-LHIN area, quantitative analysis of survey data by region will 

not be included here; however, respondents who provided further details about their lived experiences in the 

open-ended survey questions and comments made by engagement session participants will be included to 

provide context into the perspectives of London Middlesex PCPs.  

Some sub-populations of patients have multifaceted primary health needs that may lie beyond the comfort level 

of some PCPs. A series of survey questions were asked of PCPs to determine their confidence in providing 

various types of care, including care for people with mental health issues, trauma/violence, or addictions, as well 

as care for patients of all religious backgrounds and culturally safe care. Full results of PCP responses from across 

the LHIN can be found in section 3.8.3. While only a small proportion of respondents from London Middlesex 

filled out the open ended question following this series, responses frequently involved challenges providing care 

for patients with mental illness as well as patients with addictions, and providing culturally safe care. Mental 

health was also a common theme at the PCP engagement session, with participants voicing concerns that 

"resources often not enough to meet the needs of complex and special populations (including mental health)”, 

and a need to “better align mental health community resources”. Engagement session participants from London 

Middlesex also spoke of the challenges associated with providing care for patients with low socioeconomic 

status (SES). Participants stated that in addition to “patients with mental health challenges”, those “living in 

poverty and those with low socio-economic status” are “among the most vulnerable” of their patients, and that 

“being able to address the social determinants of health (literacy, housing, poverty, education)” presents major 

challenges. 
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Respondents of the PCP survey were also asked whether they agree or disagree with a series of statements 

discussing their experiences providing primary health care in Ontario. Questions related to the ability to refer 

patients to specialists, ability to spend adequate time with patients, and attitudes towards team-based 

care.  Full results of PCP responses from across the LHIN can be found in section 3.8.3. Many London Middlesex 

PCPs specifically mentioned challenges with making referrals and/or wait times for referrals in the optional 

comments section below. One physician wrote of the many challenges they encounter: “Referrals to specialists 

are often met with silence, resulting in duplicate referrals being made, lots of administrative burden, long waits, 

and little communication to patient directly from specialist.  Local services are variable across the province, 

some services seem to have excessive duplication and others are severely lacking.”  Another respondent noted 

that NPs have additional difficulties with referrals as “some specialists…still insist on MD referral”. Similar 

concerns were raised at the PCP engagement session, where “access to specialists and diagnostics” were listed 

as major challenges in London Middlesex. Participants in the London Middlesex PCP engagement session and 

survey respondents also suggested that incorporating a “system navigator” role within primary care practices; 

someone who could “follow patients through the system” may help to bridge this gap. 

At the end of the survey, PCPs were asked for any general suggestions that may help to improve access to 

primary care for vulnerable patients within the South West LHIN. The most common responses from London 

Middlesex PCPs included more community outreach (including home visits), more team-based care, additional 

support for addressing the social determinants of health, transportation assistance for patients, system 

navigation support for both patients and PCPs, and increased recruitment and retention of PCPs in the area. One 

area physician also wrote that “[vulnerable] patients require more time and more resources -- unless rostered 

systems recognize this, cherry picking ‘easy’ patients occurs and the most vulnerable who were supposed to be 

served by these systems are in fact left behind.” 
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7 Oxford Sub-LHIN 

The Oxford sub-LHIN area is in the south eastern corner of the South West LHIN. Oxford is almost completely 

urban or part of an urban commute zone, and located east of Waterloo Region, south of Huron Perth sub-LHIN 

area, north of Elgin sub-LHIN area, and west of London Middlesex sub-LHIN area. Oxford has two smaller urban 

settlements within the sub-LHIN area: City of Woodstock and Town of Tillsonburg. 

 Characteristics of Vulnerable Populations 

Indigenous Population. Aboriginal and Indigenous are used interchangeably in this report. Indigenous is 

becoming more prominent or preferred. As seen in Table 7-1, the overall density of the Aboriginal population in 

the Oxford sub-LHIN area (0.32 people / km2) and the proportion of the population that are Aboriginal (0.69%) is 

lower than South West LHIN’s Aboriginal population (1.17 people / km2; 2.84%). The highest density and 

proportion is found within the City of Woodstock (10.55 people / km2; 0.94%). Geographically, the distribution 

of the Indigenous population is highest in the City of Woodstock. 

Table 7-1. Indigenous population 

 Oxford 
City of 

Woodstock 
South West 

LHIN 

Total Population (2011) 113,943  34,583 956,468 

# of Aboriginal people per sq. km 0.32 10.55 1.17 

% of the population that are Aboriginal 0.69% 0.94% 2.84% 

Ethno-cultural Groups and Recent Immigrants. In the Oxford sub-LHIN area, 0.3% of the total population 

reported themselves as being recent immigrants and 2.0% of the population self-identify as a visible minority 

(Table 7-2). In particular, the City of Woodstock has 3.2% of its population as visible minorities. Moreover, the 

percentage of the Woodstock population that has French as their mother-tongue is 1.2%, while in the Oxford 

sub-LHIN area that percentage is 1.0%. Overall in the 2011 Census the population in the Oxford sub-LHIN area 

reported to have a minimal proportion of recent immigrants, have a mother tongue other than English, and/or 

belong to various ethno-cultural groups. 

Table 7-2. Ethno-cultural groups and recent immigrant populations 

 Oxford 
City of 

Woodstock 
South West 

LHIN 

Total Population (2011) 113,943 34,583 956,468 

% of the population that immigrated to Canada between 2006 and 
2011 

0.3% 0.4% 1.2% 

% of the population that are visible minority 2.0% 3.2% 6.9% 

% of the population that have Arabic as their Mother-Tongue 0.1% 0.1% 0.8% 

% of the population that have Spanish as their Mother-Tongue 0.2% 0.2% 1.0% 
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 Oxford 
City of 

Woodstock 
South West 

LHIN 

% of the population that have French as their Mother-Tongue 1.0% 1.2% 1.0% 

% of the population who do not speak English or French 0.4% 0.3% 0.8% 

Population of Seniors. The population density of seniors 65 years and older in the Oxford sub-LHIN area is 7.44 

people / km2. The density of seniors aged 65 years and older is higher in the City of Woodstock (194.26 people / 

km2). The percentage of the population that is 65 years and older in Woodstock (9.7%) is less than Oxford sub-

LHIN area’s percentage (10.9%). An examination of the density of the seniors 75 years and older throughout 

Oxford sub-LHIN reveals a similar geographical pattern. As revealed in Table 7-3, there are about half as many 

seniors aged 75 years and older (3.50 people / km2; 4.1%) across the Oxford sub-LHIN area. 

Table 7-3. Population of seniors 

 Oxford 
City of 

Woodstock 
South West 

LHIN 

Total Population (2011) 113,943 34,583 956,468 

# of seniors 65 years and older per sq. km 7.44 194.26 6.77 

% of seniors 65 years and older 10.9% 9.7% 11.9% 

# of seniors 75 years and older per sq. km 3.50 100.62 3.17 

% of seniors 75 years and older 4.1% 4.3% 5.2% 

Rural Population. The map showing the classification of urban and rural areas within the Oxford sub-LHIN area, 

finds that 40% of the population lives in urban areas, which are made up of the City of Woodstock and Town of 

Tillsonburg. The urban commute zones of these settlements capture an additional 47% of the Oxford sub-LHIN 

area population, leaving only 13.0% of the population living in rural areas (Table 7-4). 

Table 7-4. Rural population 

 Oxford 
City of 

Woodstock 
South West 

LHIN 

Total Population (2011) 113,943 34,583 956,468 

% of the population living in urban areas 40.0% 100.0% 50.0% 

% of the population living in urban commute areas 47.0% 0.00% 19.8% 

% of the population living in rural areas 13.0% 0.00% 30.2% 

Population with Low Socioeconomic Status. As seen in Table 7-5, the median household income in the Oxford 

sub-LHIN area is $61,042, with 23.1% of the total population living under the low-income cut-off (LICO). A closer 

look at the regional variations reveals that the median household income is slightly lower in South West LHIN 

($60,037) compared to Oxford sub-LHIN area ($61,042). The City of Woodstock has a relatively lower median 

household income ($56,252) than the Oxford sub-LHIN. When examining LICO there is a higher proportion of 
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those living under the LICO in the South West LHIN (30.0%) compared to the Oxford sub-LHIN area (23.1%). In 

addition to income, educational attainment and lone parenthood are other key determinants of socioeconomic 

status. Across the Oxford sub-LHIN area, 15.0% of the population aged 25 to 64 do not have a high school 

diploma, with a slightly higher percentage in the City of Woodstock (15.4%). The percentage of lone parent 

families across the Oxford sub-LHIN area is 13.7%. There is a higher proportion of lone parent families in the City 

of Woodstock (18.8%) than other geographic sections of the Oxford sub-LHIN. 

Table 7-5. Low socioeconomic status population 

 Oxford 
City of 

Woodstock 
South West 

LHIN 

Total Population (2011) 113,943 34,583 956,468 

Median Household Income $61,042 $56,252 $60,037 

% of the population who live under the low income cut off 23.1% 30.8% 30.0% 

% of the population between 25 and 64 years old without a high 
school diploma 

15.0% 15.4% 12.6% 

% of families who have lone parents 13.7% 18.8% 14.5% 

Social Determinants of Need Index. The social determinants of need index (Table 7-6) was used to understand 

how the five vulnerable populations overlap within the South West LHIN area (for explanation of the index see 

Section 2.3). The index can be interpreted as the higher the index value, the higher the need of the population. 

In the map, the areas that have lowest needs are in the northern part of the Oxford sub-LHIN area, while the 

area that has the highest level of vulnerability is the City of Woodstock (1.171) within the Oxford sub-LHIN area 

(-0.880) which has a higher index value than the South West LHIN area (-1.035). 

Table 7-6. Social determinants of need index 

 Oxford 
City of 

Woodstock 
South West 

LHIN 

Total Population (2011) 113,943 34,583 956,468 

Social Determinants of Need Index -0.880 1.171 -1.035 

  Health Status of the Population 

Prevalence and mortality rate of chronic disease in the Oxford sub-LHIN area are presented in Table 7-7Table 

3-7. The prevalence of chronic diseases in the Oxford sub-LHIN area is the second lowest in the South West 

LHIN, falling above the prevalence in London Middlesex but below Grey Bruce, Elgin, and Huron Perth. Age-

standardized mortality rates follow a similar trend, although mortality for cardiovascular diseases are above the 

South West LHIN average. In 2011, the most common causes of death affecting Oxford residents included 

cancer, ischemic heart disease and stroke.  
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Table 7-7. Prevalence and mortality rate for chronic conditions 

 Oxford 
South West 

LHIN 

Prevalence of Chronic Conditions Based on Self-Report (CCHS 2013/14)   

Arthritis 17.0% 20.6% 

Asthma 7.2% 9.0% 

COPD 3.1% 4.8% 

Cancer 0.9% 1.0% 

Diabetes 5.6% 7.0% 

Hypertension 17.4% 17.5% 

Ischemic Heart Disease 4.6% 4.7% 

Stroke 0.9% 1.4% 

Mortality Rate per 100,000 population, for Select Chronic Conditions (Statistics 
Canada 2011) 

  

Arthritis 2.9 3.8 

Asthma < 0.5 0.5 

COPD 31.9 34.8 

Cancer 231.6 231.6 

Diabetes 22.0 24.6 

Hypertension 9.1 8.6 

Ischemic Heart Disease 174.4 127.7 

Stroke 37.7 35.7 

Sixty percent of Oxford residents report ‘very good’ or ‘excellent’ general health; and 75% report excellent/very 

good mental health (South West LHIN: 62%, 74% respectively; CCHS, 2013/14). Despite good self-reported 

health, more residents in Oxford are overweight, obese and inactive compared to the remainder of the LHIN 

(CCHS, 2013/14). Residents also self-report higher rates of smoking and regular heavy drinking (CCHS, 2013/14) 

when compared to the South West.  

The expected primary care need for Oxford residents (see SAMI score below) is 5% lower than the South West 

LHIN average. The highest expected need for primary care in the region is in Tillsonburg (SAMI: 0.94; RUBs 4/5: 

16.2%). The prevalence of mental health conditions in the Oxford sub-LHIN area and in all surrounding 

municipalities is significantly lower than the remainder of the South West LHIN.  

The expected primary care need score (SAMI) of patients rostered to the Woodstock and Area Community 

Health Centre (CHC) is 82% higher than the South West LHIN (1.67). Woodstock and Area CHC has the highest 

SAMI score amongst the five CHCs. 
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Table 7-8. Health complexity, 2012/13 

 Oxford 
City of 

Woodstock 
South West 

LHIN 

Expected Primary Care Need Ratio (Standardized ACG Morbidity 
Index; SAMI) 

0.87 0.89 0.92 

Proportion of the Population with Expected High Health Care Need 
(Resource Utilization Bands 4,5) 

13.9% 14.1% 15.2% 

Proportion of the Population Recently Registered with OHIP 1.9% 2.2% 4.0% 

Proportion of the Population with a Known Mental Health Condition 15.3% 16.5% 18.0% 

  Primary Care Landscape 

The status of the primary care landscape in Oxford sub-LHIN area, as of July 2015, is presented in Table 7-9. 

There are 56 active primary care providers (PCPs) delivering comprehensive primary care to a population of 

113,943 residents in Oxford. Nineteen PCPs are located in Woodstock, 14 are in Ingersoll and 13 are in 

Tillsonburg. These three communities account for 82% of the PCPs. There are two Family Health Teams (FHT) 

with three sites in the Oxford sub-LHIN area; two located in Woodstock and one in Tavistock. Primary care 

services are also provided at one Community Health Centre (CHC) located in Woodstock and one Nurse 

Practitioner Led Clinic located in Ingersoll. Forty-eight percent of PCPs in the region are affiliated with a team-

based practice, which is slightly lower than the LHIN average. One walk-in clinic is located in Woodstock. The 

clinic provides after-hours care Tuesday through Thursday and Saturday mornings.  

Table 7-9. Primary Care Capacity, 2015 

 Oxford 
City of 

Woodstock 
South West 

LHIN 

Total Population (2011) 113,943 34,583 956,468 

# of Active Primary Care Providers (GP/FP + NP’s in NPLCs) 56 19 617 

% of Family Physician Aged 60+ 24% 11% 21% 

% of Primary Care Providers affiliated with team-based care  48% 84% 53% 

# of CHC/NPLC/AHAC 1/1/0 1/0/0 5/2/3 

# of Walk-in Clinics 1 1 25 

As seen in Table 7-10, 96.3% of residents in Oxford self-report they have access to a regular family physician 

(CCHS, 2013/14); however, only 87.7% of the population obtains primary care services from a consistent primary 

care provider (OHIP Claims Database/Client Agency Program Enrollment, 2013). The proportion of residents 

attached to a regular PCP in Oxford is higher than that of South West LHIN. Family physicians carry an average 

roster of 1,868 patients (MOHLTC, 2014). This is the largest patient roster size per PCP in the South West LHIN. 

Family physicians in rural communities may provide comprehensive medical care outside of the office setting, 

including emergency departments, inpatient/hospitalist, obstetrical, anesthesia, and long-term care coverage, 
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which means they may not be working full time providing primary care in the office setting. It is unknown to 

what extent physicians’ workload and practice type allocations impacts roster size.  

Table 7-10. Unattached Population, 2015 

 Oxford 
South West 

LHIN 

Total Population (2011) 113,943 956,468 

% of Population Self-Reporting Access to a Regular Family Physician 96.3% 90.9% 

% of Population without a Consistent Primary Care Provider 12.3% 14.9% 

Oxford has 1.9 Interdisciplinary Health Professionals (IHPs) for every 10,000 residents, which represents the 

lowest access to team-based care amongst the five sub-LHIN areas. Access to IHPs is higher in Woodstock (5.1 

per 100,000 population).  This is driven by presence of the two FHT sites and the CHC in the city. A full 

description of the IHPs for Oxford can be found in Table 7-11. 

Table 7-11. Interdisciplinary Health Professionals, 2015 

 Oxford 
City of 

Woodstock 
South West 

LHIN 

Total Population (2011) 113,943 34,583 956,468 

Nurse Practitioners (excluding NPLC) 6.0 6.0 78.6 

Registered Nurse 4.0 4.0 66.4 

Registered Practical Nurse 1.8 0.0 10.7 

Registered Dietitian 1.0 1.0 22.9 

Mental Health Worker 1.0 0.0 4.5 

Social Worker 4.2 3.2 48.2 

Pharmacist 0.8 0.8 13.6 

Educator 0.3 0.0 5.8 

Other 2.8 2.8 28.3 

Total 21.9 17.8 279.0 

Total Interdisciplinary Health Professionals per 10,000 population 1.9 5.1 2.6 

  Health Service Utilization  

Three community hospitals provide acute care services in the Oxford sub-LHIN area: Woodstock General, 

Tillsonburg District Memorial, and Alexandra Hospital in Ingersoll. As described in Table 7-12, all three hospitals 

have high rates of avoidable emergency department visits and unnecessary hospitalizations. Local residents visit 

nearby emergency departments frequently for the treatment of minor conditions, and more residents are 

readmitted back to hospital following an initial admission than expected, given the medical complexity and 

known comorbidities of patients. Unnecessary acute service utilization is highest in Tillsonburg and Woodstock.  
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Table 7-12. Acute Service Utilization, 2014/15 

 Oxford 
City of 

Woodstock 
South West 

LHIN 

Emergency Department Visits for Conditions that could be Treated in 
Alternative Primary Care Settings, per 1,000 population 

57.8 72.2 44.7 

Hospitalizations that could be Avoided through Appropriate 
Ambulatory Care, per 100,000 population 

418.2 558.5 393.8 

Readmissions to Acute Beds within 30-days of Discharge for Select 
Chronic Diseases 

17.7% 15.8% 17.1% 

 Geographic Accessibility to Primary Care Providers 

Accessibility to All Primary Care Providers for the Entire Population. The map of primary care providers (PCPs) 

in the Oxford sub-LHIN area reveals a relatively good distribution of PCPs throughout this sub-LHIN area, 

although there are some gaps in the north where population can be served by PCPs just outside of Oxford sub-

LHIN area.  An examination of the map of accessibility to primary care providers within 30 minutes reveals high 

accessibility levels along the 401 corridor between Ingersoll and Woodstock, as well as high accessibility levels 

around Tavistock in the north and Tillsonburg in the south. The rest of the sub-LHIN area has relatively low 

accessibility. The Oxford sub-LHIN area has the lowest accessibility to PCPs in the South West LHIN with an 

average of only 0.4722 PCPs per 1,000 population (Table 7-13). 

In the City of Woodstock, levels of accessibility to PCPs is higher than the Oxford sub-LHIN area as a whole, but 

the lack of PCPs in the surrounding rural areas lowers the accessibility for those who live within Woodstock.  

Accessibility to Primary Care Providers Under 60 Years Old for the Entire Population. The map of primary care 

providers under 60 years of age in the Oxford Sub-LHIN area shows the risk of potential retirement over the next 

few years. In particular, Tavistock, and the rural areas south of Woodstock are especially vulnerable. Examining 

the map of accessibility to primary care providers under 60 confirms this finding, as the patterns of accessibility 

changes when accounting for potential retirees. These changes are especially noticeable south of the 401 and in 

the north east of the sub-LHIN area. The results of the analysis reported in Table 7-13 reveals that the number of 

PCPs per 1,000 population decreases by 29.4% across the sub-LHIN area when PCPs over 60 years of age are 

removed, which is one of the highest decrease of any sub-LHIN area due to potential retirements.   

Accessibility to Team-based Primary Care Providers for the Entire Population. The map of team-based primary 

care providers in the Oxford Sub-LHIN area reveals that team-based PCPs are located in Woodstock, Tavistock 

and Ingersoll which results in gaps in service in Tillsonburg and the rural areas throughout the rest of the region. 

Extending this analysis to the maps of accessibility to team-based primary care providers shows that the north 

west region of the sub-LHIN area stretching from Woodstock to Ingersoll to Tavistock has relatively high 

accessibility, while the north east and south areas of Oxford have extremely low access to team-based PCPs. 

Even in areas where PCPs are located, the ratio of PCP per 1,000 population is quite low. This is evident from the 

statistics presented in Table 7-13, which show an average of 0.2240 team-based PCPs per 1,000 people. This is 
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the lowest average accessibility to team-based PCPs in the entire LHIN. In Woodstock, there are several team-

based primary clinics. The map of accessibility to team-based primary care providers is quite different than the 

map of accessibility to all primary care providers. The biggest difference is seen in the southern part of the 

Woodstock, where relative high accessibility has changed to relatively low accessibility.  

Table 7-13. Geographic accessibility for the general population 

 Oxford 
City of 

Woodstock 
South West 

LHIN 

Average # of primary care providers per 1,000 population 0.4722 0.5345 0.6492 

Average # of primary care providers under 60 years old per 1,000 
population 

0.3334 0.4315 0.5174 

Average # of team-based primary care providers per 1,000 population 0.2240 0.3713 0.3935 

 Geographic Accessibility to Primary Care Providers for Vulnerable Populations 

Indigenous Population. The map of primary care providers (PCPs) who provide culturally safe services to 

Aboriginal peoples reveals there are no identified providers within the Oxford sub-LHIN area. There are also no 

additional Indigenous health resources that would support the health needs of the Indigenous population within 

the region. The accessibility map shows that the only location where there is accessibility to culturally safe PCPs 

is Ingersoll, which is within 30 minutes of the PCPs within the City of London. The rest of the sub-LHIN area, 

including Woodstock, has no accessibility within 30 minutes (Table 7-14). 

Ethno-cultural Groups and Recent Immigrant Population. Ethno-cultural minority groups represent a small 

proportion of the population within the Oxford sub-LHIN area. The map of French-speaking primary care 

providers shows that there is only one French-speaking PCP in the sub-LHIN area, located in Ingersoll resulting in 

the highest accessibility of the sub-LHIN are. There is also a small number of French-speaking people within the 

Oxford sub-LHIN area, which results in relatively high accessibility values throughout the region, as seen by an 

average ratio of 1.5953 French-speaking PCPs per 1,000 French-speaking population (Table 7-14). The lowest 

accessibility values, as shown on the accessibility map, are found in the north east starting in Woodstock, and 

decreasing to the east.   

There is only one Arabic-speaking primary care provider within the Oxford sub-LHIN area, but very few Arabic-

speakers throughout the region. As a result, this analysis is not relevant to the sub-LHIN area (Table 7-14). 

There is one Spanish-speaking primary care provider within the entire Oxford sub-LHIN area. In addition, there is 

a small population of Spanish-speakers within Oxford (0.2% of the total population), which results in a high 

average accessibility of 3.1549 Spanish-speaking PCPs per 1,000 Spanish-speaking population (Table 7-14). The 

accessibility map reveals high accessibility levels for the Spanish-speaking population throughout the region, 

with the highest being around Norwich, where the Spanish speaking PCP is located. The accessibility in the City 

of Woodstock is also high, with the highest accessibility being in the south, which is closest to Norwich.  
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Table 7-14. Geographic accessibility for vulnerable populations 

 Oxford 
City of 

Woodstock 
South West 

LHIN 

Average # of PCPs providing culturally safe services to Aboriginal & 
First Nations People per 1,000 Aboriginal population 

0.0086 0.0000 0.5670 

Average # of Arabic-speaking PCPs per 1,000 Arabic-speaking 
population 

N/A N/A 2.0314 

Average # of French-speaking PCPs per 1,000 French-speaking 
population 

1.5953 0.7146 3.3360 

Average # of Spanish-speaking PCPs per 1,000 Spanish-speaking 
population 

3.1549 1.1911 1.1397 

Senior Population. The census dissemination areas in the highest quintile of the senior population over 75 years 

within the Oxford sub-LHIN are primarily located near settlements, including Tavistock, Woodstock, Norwich, 

and Tillsonburg. Most of these regions have relatively high accessibility to PCPs due to their proximity to 

population centres, but those living near Norwich and north of Woodstock have the lowest accessibility. In 

Woodstock, the highest number of seniors 75 years of age and older are scattered throughout the City; 

however, those in the north seem to have the lowest proportion of PCPs per 1,000 population aged 75 years and 

older compared to the rest of the City. 

Rural Population. The Oxford classification of urban and rural area map shows Woodstock and Tillsonburg as 

the two urban settlements within the sub-LHIN area, with the surrounding region being within the commute 

zone. As a result, there are few rural areas within the Oxford sub-LHIN area. An examination of the map of 

accessibility to primary care providers in rural areas shows that all three areas defined as rural (i.e., around 

Plattsville, east of Norwich, and the Area west of Embro) have low accessibility. Much of the commute zone to 

the north has relatively low accessibility, especially along the Drumbo-Innerkip-Embro corridor. 

People with Low Socioeconomic Status (SES). The accessibility to primary care providers by people with low SES 

in the Oxford sub-LHIN area is evaluated by using the most vulnerable quintile in terms of median household 

income and the proportion of people who live under the low income cut-off (LICO). Those who live in census 

dissemination areas with a median household income among the lowest quintile are scattered throughout the 

sub-LHIN area, although there does seem to be some clustering around Mount Elgin, Tavistock, Otterville, and 

Tillsonburg. Examining the map showing accessibility to primary care providers from low median household 

income areas reveals that a great deal of the low income areas outside of Ingersoll and Woodstock have low to 

middle low accessibility to PCPs.  An examination of accessibility in the low median household income areas of 

Woodstock reveals that the lowest income areas are in the central area of the city, although all of those 

dissemination areas have higher accessibility. The lowest accessibility for low median household income areas 

can be found in the north of the city.  

The dissemination areas in the most vulnerable quintile, according to the proportion of the population living 

under the LICO, are distributed throughout the Oxford sub-LHIN area. The map of accessibility to primary care 
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providers from areas with a high proportion of low income population reveals that there is also no real pattern 

to where high or low accessibility to PCPs intersect with low income populations, as areas throughout Oxford 

have both high and low accessibility. Areas with high proportions of low income population in Woodstock tend 

to be located in the core, but all have relatively low accessibility compared to the rest of Woodstock, with the 

exception of one dissemination area located in the north east of the City.  

Social Determinants of Need Index. The social determinants of need index provides an overview of which areas 

within a region have the highest cumulative need of primary care providers, as defined by five vulnerable 

populations. In the Oxford sub-LHIN area, the dissemination areas of greatest need according to the social 

determinants of need index map are clustered in Woodstock, Ingersoll, and Tillsonburg. An examination of 

accessibility to primary care providers within the areas with highest need reveals that most of these vulnerable 

areas are well served with PCPs compared to the rest of the sub-LHIN area. Within Woodstock, most of the 

vulnerable populations live in the core and south west quadrant of the City, although the area with the highest 

need and lowest accessibility is located in one dissemination area in the north east of the City.  

A series of Spearman’s correlation coefficients were calculated to examine the strength and direction of the 

relationship between social determinants of need and accessibility to primary care providers across the Oxford 

sub-LHIN area. As seen in Table 7-15, there were no strong associations between any social determinant and 

accessibility values. Nevertheless, there are moderate positive relationships between accessibility to primary 

care providers within a 30 minute drive and six social determinants of health, including population density, 

density of population under 18, density of population 65 years and older, density of population 75 years and 

older, percentage of families that have lone parents, and percentage of the population that lives under the LICO. 

These results suggest that areas with a higher need, as measured by these six determinants, are actually more 

likely to have higher accessibility to primary care providers.  

Table 7-15. Examining the correlation between accessibility to primary care providers per 1,000 population and 
social determinants of health measures in the Oxford sub-LHIN area. 

 

Cut-Off Distances for Calculating Accessibility to 
Primary Care Providers 

15-min 30-min 45-min 60-min 

Population Density, 2011 0.626 0.363 -0.120 0.029 

Density of population 18 years or under, 2011 0.633 0.343 -0.110 0.020 

Density of population 65 years and over, 2011 0.683 0.367 -0.170 -0.044 

Density of population 75 years and older, 2011 0.700 0.369 -0.177 -0.061 

Percentage of families that are lone parents, 2011 0.561 0.432 -0.006 0.071 

Percentage of the population that are recent immigrants, 2006-
2011 

-0.043 -0.038 -0.190 -0.160 

Percentage of the population that are visible minorities, 2011 0.181 0.191 -0.193 -0.136 

Density of Aboriginal population, 2011 0.174 0.054 -0.090 -0.026 
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Cut-Off Distances for Calculating Accessibility to 
Primary Care Providers 

15-min 30-min 45-min 60-min 

Percentage of the population that did not graduate high school, 
2011 

0.232 0.172 -0.173 -0.154 

Median Household Income, 2006 -0.378 -0.292 0.104 0.125 

Percentage of population that lives under the Statistics Canada 
Low Income Cut-Off, 2006 

0.462 0.338 -0.111 -0.120 

Note: This table contains r-values from Spearman's rank correlation coefficient. The values can be interpreted as follows: 
Strong Relationship (+/-1 to +/-0.5); Moderate Relationship (+/-0.5 to +/-0.3); Weak Relationship (+/-0.3 to +/-0.1); and No 
Relationship (-0.1 to 0.1). 

 Lived Experiences of the Population  

Between December 2015 and January 2016, a survey was available to the general population across the South 

West LHIN region to gain a better understanding of people’s experiences in accessing primary care.  The survey 

was completed by 122 adults from the Oxford sub-LHIN area, which represents 14.1% of total respondents 

across the South West LHIN. The characteristics of respondents can be found in Table 7-16.  Among the survey 

respondents from Oxford, 86.9% reported having a primary care provider (PCP), which is lowest among all sub-

LHIN areas.  In comparison, 93.4% of survey respondents from across the South West LHIN reported having 

access to a consistent PCP. A very small proportion of respondents from the Oxford sub-LHIN area were 

identified as belonging to one of the identified vulnerable population groups for this report.  The population of 

respondents includes 14 (11.5%) rural residents, two (1.6%) members of specific ethno-cultural groups, and 25 

(20.5%) who are considered to have low socioeconomic status (SES) according based on having a low level of 

educational attainment. Alternatively, one vulnerable population group that is well-represented in the 

respondent population from Oxford are seniors over 65, with 40 respondents (32.8%). 

Table 7-16. Sample characteristics of respondents from Oxford sub-LHIN Area 

 
# of Total 

Responses 
% of Total 
Responses 

   
# of Total 

Responses 
% of Total 
Responses 

# of Respondents 122   Race/Ethnicity   

Urbanicity    White 115 94.3% 

Urban Areas 69 56.6%  Aboriginal 3 2.5% 

Commute Zones 39 32.0%  Visible Minorities 1 0.8% 

Rural Areas 14 11.5%  
Language Prefer to Receive 
Health Care 

  

PCP Status    English-speakers 121 99.2% 

Have PCP 106 86.9%  French-speakers 1 0.8% 

Do Not Have PCP 16 13.1%  
Non-Official Language 
Speakers 

0 0.0% 
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# of Total 

Responses 
% of Total 
Responses 

   
# of Total 

Responses 
% of Total 
Responses 

Gender    Education Attainment   

Male 22 18.0%  High School Diploma or less 25 20.5% 

Female 94 77.0%  Some Post-Secondary 23 18.9% 

Other 1 0.8%  Completed Post-Secondary 70 57.4% 

Age    Household Income   

Under 35 16 13.1%  $0 to $29,999 19 15.6% 

35-49 27 22.1%  $30,000 to $59,999 28 23.0% 

50-64 36 29.5%  $60,000 to $89,999 21 17.2% 

65 and Over 40 32.8%  $90,000 to $119,999 13 10.7% 

Household Composition    $120,000 to $149,999 6 4.9% 

Single Parent 6 4.9%  $150,000 or more 8 6.6% 

Two Parents 32 26.2%  Prefer not to answer 27 22.1% 

No Children 81 66.4%        

In addition to the 122 respondents to the population survey, 71 health service providers (HSPs) from Oxford 

responded to an open-ended survey about their experiences working with primary care patients. These HSPs 

were asked to respond to questions about barriers to quality primary care on behalf of the patient populations 

with whom they work. Their responses were also coded and quantified, and will be reported as a percentage of 

total responses (out of 71) to provide an additional perspective on patient care in Oxford. 

One focus group was held in the Oxford sub-LHIN area with members of the general population (n=10). 

Participants were asked a series of questions relating to their experiences accessing primary care. Focus group 

questions were based on the five key barriers to primary care access as identified in this report: temporal, 

geographical, financial, communication & health literacy, and relationships & discrimination. 

7.7.1 Health Status of the Respondents 

To better understand the underlying needs of our respondent population from Oxford, three questions were 

asked about physical health, mental health, and specific health concerns of the population, answers of which are 

described in Table 7-17. The results indicate that the population self-rated their overall physical health relatively 

low compared to the South West LHIN, with 24.6% of respondents indicating they have fair or poor physical 

health, compared to 18.0% in the South West LHIN. On the other hand, the Oxford respondents ranked their 

mental health similar to those across the LHIN as a whole, with 15.6% indicating they have fair or poor mental 

health. Furthermore, the mental health conditions that respondents were either diagnosed with or treated for 

are consistent with the LHIN. The results indicate that 33.6% of respondents have experienced mental health 

concerns, with the most frequent being mood disorders (24.6%) and anxiety disorders (22.1%). Chronic diseases 

are also quite prevalent in the Oxford sub-LHIN area, with 64.8% of the respondents having been diagnosed with 
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or treated for chronic diseases, which is higher than any other sub-LHIN area. The most frequently reported 

conditions are high blood pressure/hypertension (42.6%), respiratory conditions (23.8%), and heart and 

cardiovascular disease (18.9%). Overall, the respondents from the Oxford sub-LHIN area report to be in poorer 

physical health than those from the South West LHIN as a whole. 

Table 7-17. Self-rated health status of respondents from the Oxford sub-LHIN area 

 

% of all Respondents 

Oxford 

(n=122) 

LHIN 

(n=866) 

% of how the respondents rate their overall physical health   

Excellent 10.7 12.7 

Very good 28.7 35.2 

Good 36.1 31.9 

Fair 18.9 14.2 

Poor 5.7 3.8 

% of how the respondents rate their overall mental health   

Excellent 14.8 21.0 

Very Good 33.6 33.6 

Good 36.1 30.0 

Fair 10.7 9.8 

Poor 4.9 3.1 

% in which the population have identified health concerns that they have been 
diagnosed with or treated for   

Mental Health 33.6 32.0 

Alcohol Dependence 2.5 2.8 

Anxiety Disorder 22.1 17.4 

Eating Disorder 4.9 4.2 

Mood Disorder 24.6 23.0 

Schizophrenia/Other Psychotic Disorder 1.6 1.0 

Substance Use 1.6 1.4 

Disabilities 31.1 23.9 

Developmental Disability 2.5 2.2 

Physical Disability 23.0 15.6 

Sensory Disability 15.6 10.6 

Chronic Diseases 64.8 54.3 

Cancer 16.4 12.7 
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% of all Respondents 

Oxford 

(n=122) 

LHIN 

(n=866) 

Diabetes 12.3 11.4 

Gastrointestinal Disorder 0.0 1.0 

Heart and Cardiovascular Disease 18.9 15.1 

High Blood Pressure or Hypertension 42.6 31.8 

Immune Disorder 0.0 0.3 

Neurological Disorder 0.8 1.2 

Reproductive Condition 3.3 0.5 

Respiratory Condition 23.8 18.1 

Stroke 2.5 2.7 

Thyroid Disease 0.8 0.3 

Other 4.1 2.5 

7.7.2 Experience of the Respondents Accessing Primary Care  

To better understand the experiences that the Oxford sub-LHIN area respondents have in accessing primary 

care, survey questions asked about potential barriers respondents encounter when seeing primary care 

providers. Table 7-18 and Table 7-19 describe these lived experiences of the sample who completed the 

population survey, including a summary of all respondents and the respondents from each vulnerable 

population that have sufficient sample size to analyze (n>40). To interpret the table, it is important to only 

consider each vulnerable population on its own, as the purpose of this analysis is to understand the lived 

experiences of each group. Additionally, lived experiences reported from the health service provider survey will 

be integrated with the discussion about the population survey lived experiences. Full Tables detailing this data 

can be found in Appendix C. 

There were only 16 (13.1%) respondents of this survey who did not have a PCP, so this discussion will focus on 

those who do have a PCP as the sample size without a PCP is too small to examine further (Table 7-18). Of the 

106 respondents who have a PCP (86.9%), the majority have a family physician (FP; 90.6%), while some also 

have a nurse practitioner (NP; 5.7%). In addition, 12.2% of respondents see their PCP seven or more per year 

and 43.4% of respondents report seeing their PCP two or fewer times per year. 
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Table 7-18. Lived experience with primary care providers of respondents from the Oxford sub-LHIN area 

  

% of All Respondents 
with a Primary Care 

Provider 

% of Senior 
Respondents with a 

Primary Care Provider 

Oxford 
(n=106) 

South 
West LHIN 

(n=809) 

Oxford 
(n=33) 

South 
West LHIN 

(n=226) 

Type of Primary Care Provider     

Family Physician 90.6 77.1 93.9 72.1 

Nurse Practitioner 5.7 18.4 6.1 22.1 

Family Physician & Nurse Practitioner 0.9 2.5 0.0 3.1 

Other 2.8 2.0 0.0 2.7 

# of Times Visiting a Primary Care Provider per Year     

Never 4.7 4.6 6.1 2.7 

1 to 2 times 38.7 42.6 27.3 33.6 

3 to 6 times 44.3 39.6 54.5 46.5 

7 to 12 times 9.4 8.7 9.1 14.6 

More than 12 times 2.8 3.7 3.0 2.2 

# of Days to Wait for an Appointment     

Same or next day 22.6 23.0 24.2 27.9 

Within 7 days 42.5 47.8 24.2 47.8 

More than 7 days 34.9 27.9 51.5 23.9 

PCPs Limit # of Issues to Discuss at an Appointment     

Yes 24.5 18.3 30.3 14.6 

No 59.4 60.7 57.6 65.5 

Do not know 16.0 17.2 12.1 14.2 

Note: The Indigenous population, Ethno-Cultural and Recent Immigrant populations, Rural Population, and People with 
Low Socioeconomic Status did not have sufficient sample sizes from the population survey to be included in this table. 

Respondents to the population survey were asked 22 questions about barriers they face in accessing quality 

primary care, results of which are found in Table 7-19. Questions were framed as Likert-scale questions, with 

responses ranging from Strongly Disagree to Strongly Agree. This report refers to each barrier by indicating the 

percentage of respondents who indicate the barrier impacts their ability to access quality primary care. 

Respondents were also asked to provide details about their lived experiences with these barriers, as well as any 

suggestions they may have to improve access to primary care, in two open-ended questions; 72 of 122 

respondents (59.0%) completed these questions. Responses to these questions were coded and quantified, and 

will be reported throughout this document as a percentage of total responses (out of 122), and as select direct 

quotations to provide further context and detail.  
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Overall, the quality of care that PCPs provide Oxford respondents is reported to be lower than in the South West 

LHIN, with 84.9% of the population survey respondents indicating that their PCP helps them effectively manage 

their physical and mental health concerns. A total of nine of 22 potential barriers were identified by more than 

10% of the Oxford sub-LHIN area respondents, including the timing of appointments, geographical accessibility, 

financial accessibility, and health literacy/communication. 

The timing of appointments is one of the most commonly reported barriers by Oxford respondents regarding 

accessing primary care. Inaccessible office hours are an important timing barrier of Oxford respondents, as 

28.3% of respondents (the highest of any sub-LHIN area) indicate that they cannot see their PCP because the 

hours do not fit their schedule. In addition, 27.5% of HSPs from Oxford (also the highest of any sub-LHIN area) 

report that their clients have challenges due to insufficient office hours, while 7.4% of population survey 

respondents cited the need for extended office hours (compared to only 3.7% of respondents LHIN-wide). One 

respondent from Oxford wrote that their PCP’s “office hours are minimal – my primary care provider works only 

part time & I cannot find another doctor”.  

Having to wait too long when booking an appointment is a concern for 37.7% of respondents, which 

corresponds to the results showing that only 22.6% of respondents are able to see their PCP the same or next 

day when trying to book an appointment. Wait times for appointments was also more commonly cited by HSPs 

and population survey respondents from Oxford than from any other sub-LHIN area. One respondent from 

Oxford wrote, “I have a great family doctor, I just can't access them. I work 9-5 Monday-Friday and [my PCP] 

works 9-4 Monday, Tuesday and Thursday.”  

Not having enough time to talk about all of their concerns during appointments with their PCP is a concern 

among 22.6% of respondents, compared to only 13.0% of respondents across the LHIN. 4.1% of respondents 

from Oxford specifically mentioned feeling rushed during their appointments in the optional open-ended 

portion, compared to just 2.0% of respondents LHIN-wide, and 33.3% of HSPs reported that their clients feel 

rushed during appointments which is higher than any other sub-LHIN area and the LHIN as a whole. Related to 

this barrier is that a quarter (24.5%) of Oxford respondents have PCPs that limit the number of issues they are 

allowed to discuss during an appointment.  

Geographic accessibility is another barrier to accessing primary care for respondents from the Oxford sub-LHIN 

area. There are 21.7% of respondents who believe their PCP is not located within a convenient distance of 

where they live and work, and 18.9% of respondents feel they have difficulty getting to appointments. The map 

of the locations of PCPs in Oxford shows that the PCPs are distributed equitably across the sub-LHIN area, with 

the highest number in the higher populated areas in Woodstock, Tillsonburg, and Ingersoll. As one Oxford HSP 

wrote, “All [PCP] offices are dispersed throughout our town, but no family MDs are accepting new patients in 

our town”. This is supported by findings that more respondents from Oxford than in any other sub-LHIN area, or 

the LHIN as a whole, specifically mentioned a lack of available PCPs in their area as a main geographical 

challenge. HSPs from Oxford were also more likely to cite a lack of PCPs in their area as a main geographical 

challenge (14.5% in Oxford vs. 7.8% LHIN-wide). One respondent wrote that they are without a PCP because 

their “family doctor passed away and no one replaced him”. Many respondents wrote that their PCP is located in 

http://theheal.ca/images/PCP_Images/OxfordHlthLink_DrLocations_AllPopAllDr.jpg
http://theheal.ca/images/PCP_Images/OxfordHlthLink_DrLocations_AllPopAllDr.jpg
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the City of London. One respondent wrote, “I live in Woodstock and I have given up looking for a doctor but I 

would like a doctor in Woodstock.  My doctor is in London and I have to travel 40 minutes to get to him.” 

Financial accessibility is closely tied to both the timing of appointments and geographic accessibility of a PCP to 

their patients, as many of the financial barriers identified in the literature are a result of timing of appointments, 

distance, and/or transportation. The results of the survey show that the most common barrier to quality primary 

care is not being able to afford to take time off work for an appointment, with 32.1% of respondents indicating it 

is a barrier. As one respondent wrote, “I cannot afford to take time off work to attend appointments so have to 

flex my time at work to be able to do so”. Adding to the cost of taking time off work is the difficulty that 12.3% 

of respondents have in paying for transportation and parking in order to attend an appointment with their PCP. 

One respondent from Oxford wrote that “transportation is a real and expensive concern at times in town”.  

These financial concerns are exacerbated by the additional barrier of a PCP not considering the ability to pay 

when prescribing medicine and treatment, which was identified by 13.2% of Oxford respondents. Respondents 

from Oxford were more likely than those from any other sub-LHIN area to mention financial challenges as a 

barrier to primary care access in the optional open-ended portion of the survey. One respondent from Oxford 

summarized how temporal, geographical, and financial barriers can be combined: “My physician has a note in 

the office stating they will only deal with one medical issue per appointment. I have to drive over 20 minutes out 

of town to see them…it costs me money to go to medical appointments. I could have an earache and a pain in 

my leg but they would require me to make 2 different appointments. With 2 young children, this is also a 

problem.” 

Health literacy and communication are not major concerns for most population survey respondents in the 

Oxford sub-LHIN area. The most frequently cited barrier is that their PCPs do not supply them with the resources 

and education they need to understand their care plan. Related to this is the fact that 8.5% of respondents do 

not believe their PCP explains things in a way that is easy to understand. One respondent wrote that their PCP 

“isn’t so good at explaining what is going on and I often leave more confused than I was when I came”. Fewer 

than 10% of respondents identified other health literacy barriers in the population survey.  

Poor relationships with PCPs is another barrier that impacts the health care of only a small proportion of the 

Oxford sub-LHIN area respondents with no more than 7.5% of respondents identifying these barriers.  

Table 7-19. Barriers to accessing quality primary care for respondents from the Oxford sub-LHIN area 

% of respondents with PCPs who disagree with the following 
statements about accessing quality primary care 

% of All Respondents 
with a Primary Care 

Provider 

% of Senior 
Respondents with a 

Primary Care Provider 

Oxford 
(n=106) 

South 
West LHIN 

(n=809) 

Oxford 
(n=33) 

South 
West LHIN 

(n=226) 

My primary care provider helps me to effectively manage my 
physical and mental health. 

15.1 8.9 12.1 7.5 
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% of respondents with PCPs who disagree with the following 
statements about accessing quality primary care 

% of All Respondents 
with a Primary Care 

Provider 

% of Senior 
Respondents with a 

Primary Care Provider 

Oxford 
(n=106) 

South 
West LHIN 

(n=809) 

Oxford 
(n=33) 

South 
West LHIN 

(n=226) 

Timing of Appointments     

I do not have to wait too long when booking an appointment 
with my primary care provider. 

37.7 25.3 51.5 19.5 

I have enough time during appointments with my primary care 
provider to talk about all of my concerns. 

22.6 13.0 15.2 10.6 

My primary care provider has office hours that fit my schedule. 28.3 20.6 24.2 8.4 

Geographical Accessibility     

I have no difficulty traveling to my primary care provider’s office 
for appointments. 

18.9 12.9 15.2 8.8 

My primary care provider is located within a convenient distance 
from where I live or work. 

21.7 18.4 18.2 11.5 

Financial Accessibility     

I can afford to take time off work to attend primary care 
appointments. 

32.1 23.1 9.1 4.4 

My primary care provider takes my ability to pay into 
consideration when prescribing medications or recommending 
services 

13.2 8.0 18.2 6.6 

Paying for child care does not prevent me from seeing my 
primary care provider. 

7.5 5.1 9.1 3.1 

Paying for transportation and parking do not prevent me from 
seeing my primary care provider. 

12.3 8.2 12.1 4.9 

Health Literacy & Communication     

My primary care provider explains things in a way that is easy to 
understand. 

8.5 5.8 9.1 4.4 

My primary care provider speaks in my preferred language. 0.0 2.8 0.0 3.5 

My primary care provider supplies me with the resources and 
education I need to understand my care plan. 

13.2 10.0 6.1 6.6 

Relationships with PCPs     

I am treated with respect when I visit my primary care provider. 5.7 3.5 6.1 3.5 

I feel that I can speak honestly to my primary care provider. 7.5 7.2 12.1 4.9 

I have never been hurt, threatened, or made to feel unsafe by 
my primary care provider. 

4.7 3.0 6.1 3.1 

I know that I will not be judged when I visit my primary care 
provider. 

7.5 7.5 6.1 5.3 



 

178 

  

% of respondents with PCPs who disagree with the following 
statements about accessing quality primary care 

% of All Respondents 
with a Primary Care 

Provider 

% of Senior 
Respondents with a 

Primary Care Provider 

Oxford 
(n=106) 

South 
West LHIN 

(n=809) 

Oxford 
(n=33) 

South 
West LHIN 

(n=226) 

I trust that my personal information will be kept private when I 
visit my primary care provider. 

1.9 3.6 0.0 2.2 

My primary care provider always makes sure I know what to 
expect during treatments and procedures. 

7.5 7.7 6.1 5.8 

My primary care provider includes me in decisions about my 
care as much as I want to be. 

5.7 5.4 0.0 4.0 

My primary care provider treats me fairly regardless of my race 
or ethnic background. 

2.8 1.4 3.0 1.8 

My primary care provider understands my cultural needs. 2.8 2.8 3.0 2.7 

Note: The Indigenous population, Ethno-Cultural and Recent Immigrant populations, Rural Population, and People with 
Low Socioeconomic Status did not have sufficient sample sizes from the population survey to be included in this table. 

7.7.3 Experience of the Vulnerable Populations in Accessing Primary Care 

Indigenous Population. Only three respondents in the Oxford population survey self-identified as being 

Aboriginal. Of the three respondents, two report that they have a PCP, but the sample size is too small to 

provide any additional analysis and interpretation. Neither the HSP survey nor focus groups received any 

responses from Indigenous people (nor HSPs who work with them) living in the Oxford sub-LHIN area. 

Ethno-cultural Groups and Recent Immigrant Population.  Two respondents to the population survey self-

identified as being part of an ethno-cultural group or a recent immigrant from the Oxford sub-LHIN area. The 

two respondents both have a PCP. Similarly, the HSP survey only had 1 respondent who specifically works with 

ethno-cultural groups - in this case, Mennonites - so analysis of this data is inappropriate due to the small 

sample size. We can, however, offer selected quotes from these participants to allow for a better understanding 

of their lived experiences. The sole Oxford focus group did not include any ethno-cultural people (nor HSPs who 

work with them) living in the Oxford sub-LHIN area. 

Senior Population. There were 40 seniors aged 65 years or older from the Oxford sub-LHIN area who completed 

the population survey. Only 82.5% of these seniors have a PCP, the lowest of any sub-LHIN area. Of those who 

have a PCP, 93.9% have a FP and 6.1% have a NP. There were also nine HSP survey respondents from Oxford 

who work with senior patients, but no focus groups with this population were held in Oxford.  

Seniors from Oxford see their PCP about the same as the average Oxford respondent, but slightly more than 

South West LHIN respondents, with 12.1% seeing their PCP seven or more times per year. Of the senior 

respondents with a PCP, 12.1% indicate their PCP does not effectively help them manage their physical and 
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mental health. Only nine of the 22 potential barriers listed on the survey were identified as a problem by more 

than 10% of Oxford senior respondents.  

The timing of appointments is a concern with many seniors within Oxford, and has the highest proportion of the 

population indicating it is an issue compared with the other sub-LHIN areas. This finding is consistent with the 

overall respondents from Oxford as well. The proportion of the population who have to wait too long when 

booking an appointment (37.7%), not having office hours that fit their schedule (28.3%), and not having enough 

time during an appointment to talk about their concerns (22.6%) are all higher than the overall senior 

population in the LHIN. One senior from Oxford wrote, “My primary care provider works only 4 days per week, 

and we wait at least 3 weeks to see a PCP. The office staff often block requests for earlier appointments. Once at 

the office, we wait up to 2 hours.” This lived experience corresponds with the finding that the proportion of 

Oxford seniors are double those from the South West LHIN who need to wait more than seven days to see a PCP 

(51.5% vs. 23.9%) and who are limited to the number of issues that can discussed at an appointment (30.3% vs. 

14.6%).  One HSP who works with seniors in Oxford wrote that their clients experience a variety of timing-

related challenges: “My clients often have to wait over a month to see a GP. They often have to go to emergency 

when they need to see a doctor before the above time. If they have an appointment, it is often at least a one 

hour wait. Often they only get 15 minutes of the doctor’s time and only one physical problem can be presented 

at a time.” 

There were more than 10% of the Oxford senior respondents who indicated that they face geographical 

accessibility barriers to accessing quality primary care. These barriers include the distance between their PCP 

and home or work being too far (18.2%) and difficulty travelling to their PCP for appointments (15.2%). Both of 

these barriers affect a lower proportion of seniors than all Oxford respondents (21.7% and 18.9% respectively), 

though individual exceptions apply. One senior respondent wrote, “My husband and myself are in our mid 70's. 

We drive 52 minutes to the office of our family doctor (from Tillsonburg to London). As long as one of us is 

healthy and can drive we can access good primary care…in the event of a change in this status, I don't know 

where we will turn. There are NO primary care providers who are taking patients in Tillsonburg.” Since many 

seniors live in settlements, they may live closer to their PCP than those in the general population, suggesting 

geography will have less of an impact on them. As seniors age and mobility decreases, it will be increasingly 

difficult for seniors to access their PCPs. As one senior respondent wrote, “Being that my wife and I are in our 

late 80th, it is becoming increasingly difficult travelling to London where our doctor is located. We live in 

Woodstock, 55km away from the doctor’s office.” 

The financial accessibility barriers to accessing quality primary care area directly related to the timing and 

geographic accessibility already discussed for seniors. In the case of seniors in the Oxford sub-LHIN area, the 

inability to pay for transportation and parking in order to get to a PCP appointment affects 2.1% of respondents. 

This is higher than what seniors in the entire LHIN are experiencing (4.9%). PCPs of Oxford seniors are also 

reported as not taking into consideration that ability to pay when prescribing medicine or recommending 

services (18.2%). These issues are particularly important for seniors who are retired, as they may have fewer 

health care benefits, lower disposable income, and potential mobility constraints. One HSP who works primarily 
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with seniors wrote that “for most pensioned seniors, benefits do not exist...hearing aids, glasses, medications, 

physio, etc. become 'things they can live without' if it means exhausting their funds”. 

There are no health literacy and communication barriers identified by more than 10% of the Oxford senior 

respondents, although PCPs failing to explain things in a way they can understand was mentioned more 

frequently by Oxford seniors than by seniors LHIN-wide (9.1% vs 4.4%). One HSP who works primarily with 

seniors wrote that PCPs need “not to use medical jargon when asking questions, and above all, be respectful of 

seniors when they are experiencing difficulties with communicating their thoughts to the primary care provider. 

We hear many times that the senior felt ‘rushed’ through the appointment and that their concerns weren't 

heard or dismissed.” Having accompaniment to appointments was also a common issue; one HSP from Oxford 

wrote that their senior patients “many times do not fully understand all of the terminology and having a family 

member available would be beneficial”. There is also only one barrier related to poor relationships with PCPs 

identified by Oxford sub-LHIN area senior respondents, which is that 12.1% of respondents do not feel they can 

speak honestly to their PCP. One senior from the Oxford sub-LHIN area made a request for “quality doctors who 

understand geriatric needs and are willing to treat seniors in the same caring fashion that they would treat a 

much younger patient”. 

Rural Population. There were 14 rural respondents from the Oxford sub-LHIN area, 13 of whom have a PCP. The 

13% of rural respondents who completed this survey is on par with the 13% of the Oxford population that live in 

a rural area. Due to the small sample size, no additional analysis or interpretation from the population survey 

will be provided. The HSP survey received two responses from rural health service providers. There were no 

focus groups held with rural people (nor HSPs who work with them) living in the Oxford sub-LHIN area. 

People with Low Socioeconomic Status (SES). There are 25 respondents (20.5%) with low SES in the Oxford sub-

LHIN area. Of these 25 respondents, only 17 indicate that they have a PCP (68%). The small sample size of low 

SES respondents is too small to provide any additional analysis and interpretation from the population survey. 

The HSP survey received two responses from health service providers that work with low-SES populations. There 

were no focus groups held with this population living in the Oxford sub-LHIN area. 

Amongst the 25 low SES respondents who completed the survey, financial accessibility was the most commonly 

mentioned barrier in the optional open-ended question. One respondent wrote that “$50 a month for one 

medication is too much without benefits. I cannot even afford therapy or any other treatment if I wanted it.” 

Timing of appointments acts as a barrier as well, as taking time off work is not financially feasible for 

respondents. One low SES respondent noted that they “work shift work and [are] unable to take appointments 

during work hours”, while another wrote, “I don’t get paid if I’m not at work, so I try to schedule appointments 

for days off”. 
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 Lived Experiences of Primary Care Providers  

7.8.1 Characteristics of the Primary Care Provider Respondents 

Although the primary care provider (PCP) survey was completed by a total of 100 PCPs across the South West 

LHIN, the number of responses are insufficient to conduct analyses by individual sub-LHIN area. A full 

description of respondent characteristics across the LHIN can be found above in section 3.8.1. Of the 100 

respondents, nine were from Oxford, of which six were family physicians (FPs; 66.6%) and 3 were nurse 

practitioners (NPs; 33.3%). 

One PCP engagement session was held in the Oxford sub-LHIN area, in the town of Ingersoll. A total of 10 PCPs 

participated in this session, of whom eight were FPs (80.0%) and two were NPs (20.0%). Themes identified 

during these sessions will be discussed in relation to the key barriers and populations addressed in this report.  

7.8.2 Characteristics of the Practice 

As mentioned in the previous section, an analysis of practice characteristics by sub-LHIN area cannot be 

presented due to the small sample size and risk of identifying participants. A full description of practice 

characteristics across the LHIN can be found in section 3.8.2. 

7.8.3 Experience of Primary Care Providers 

Due to the small sample size of PCPs in each sub-LHIN area, quantitative analysis of survey data by region will 

not be included here; however, respondents who provided further details about their lived experiences in the 

open-ended survey questions and comments made by engagement session participants will be included to 

provide context into the perspectives of Oxford PCPs.  

Some sub-populations of patients have multifaceted primary health needs that may lie beyond the comfort level 

of some PCPs. A series of survey questions were asked of PCPs to determine their confidence in providing 

various types of care, including care for people with mental health issues, trauma/violence, or addictions, as well 

as care for patients of all religious backgrounds and culturally safe care. Full results of PCP responses from across 

the LHIN can be found in section 3.8.3. While only a small proportion of respondents from Oxford filled out the 

open-ended question following this series, responses frequently involved challenges providing care for patients 

with mental illness, with one respondent even reporting that “there is no real mental health care available in our 

area”. Mental health was also a common theme at the PCP engagement session, with participants stating there 

is a “need for better access to mental health care that is comprehensive”. Engagement session participants from 

Oxford also spoke of the challenges associated with providing care for patients with low SES. Participants stated 

that in addition to “people with mental health and addictions issues”, “those with low socio-economic status” 

are “among the most vulnerable” of their patients. 

Respondents of the PCP survey were also asked whether they agree or disagree with a series of statements 

discussing their experiences providing primary health care in Ontario. Questions related to the ability to refer 

patients to specialists, ability to spend adequate time with patients, and attitudes towards team-based 
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care.  Full results of PCP responses from across the LHIN can be found in section 3.8.3. Of the PCPs from Oxford 

who commented on these questions, difficulties with making referrals and/or wait times for referrals were 

mentioned by all respondents. One NP in the area wrote that “many specialists have very long wait times 

(mental health being the longest)”, again supporting the earlier finding that providing adequate mental health 

care is a challenge for PCPs in Oxford.  

At the end of the survey, PCPs were asked for any general suggestions that may help to improve access to 

primary care for vulnerable patients within the South West LHIN. Unfortunately, due to the small number of 

respondents from Oxford and low response rate to the open-ended questions, there were few suggestions 

made. The most common responses among those who did respond included the expansion of health coverage 

for vulnerable populations and more team-based care.  

  



 

183 

  

8 Elgin Sub-LHIN 

The Elgin sub-LHIN area is located in the south of the South West LHIN, bordered by Middlesex London and 

Oxford sub-LHIN areas to the north, Norfolk County to the east, Chatham-Kent County to the west, and Lake Erie 

to the south. Elgin County is predominantly urban because the majority of the population lives in its largest 

settlement, the City of St. Thomas and within the commute zone. 

 Characteristics of Vulnerable Populations 

Indigenous Population.  Aboriginal and Indigenous are used interchangeably in this report. Indigenous is 

becoming more prominent or preferred. As seen in Table 8-1, the overall density of the Aboriginal population in 

the Elgin sub-LHIN area (0.50 people / km2; 1.15%) is low. The highest density is found within the City of St. 

Thomas (14.66 people / km2; 1.37%). 

Table 8-1. Indigenous population 

 Elgin 
City of St. 
Thomas 

South West 
LHIN 

Total Population (2011) 88,849 38,584 956,468 

# of Aboriginal people per sq. km 0.50 14.66 1.17 

% of the population that are Aboriginal 1.15% 1.37% 2.84% 

Ethno-cultural groups and recent immigrant populations. In the Elgin sub-LHIN area, 0.6% of the total 

population are recent immigrants and 2.0% self-identify as a visible minority (Table 8-2).These proportions are 

similar to other ethno-cultural groups within the Elgin sub-LHIN area, which represent a negligible proportion of 

the population (e.g., Spanish mother tongue and French mother tongue). Similar proportions can be found in the 

City of St. Thomas. Overall, the 2011 Census of the population in the Elgin sub-LHIN area has a low proportion of 

the population who are recent immigrants, whose mother tongue is a language other than English, and belong 

to various ethno-cultural groups. 

Table 8-2. Ethno-cultural groups and recent immigrant populations 

 Elgin 
City of St. 
Thomas 

South West 
LHIN 

Total Population (2011) 88,849 38,584 956,468 

% of the population that immigrated to Canada between 2006 and 
2011 

0.6% 0.1% 1.2% 

% of the population that are visible minority 2.0% 3.6% 6.9% 

% of the population that have Arabic as their Mother-Tongue 0.1% 0.2% 0.8% 

% of the population that have Spanish as their Mother-Tongue 0.3% 0.3% 1.0% 

% of the population that have French as their Mother-Tongue 1.0% 1.1% 1.0% 

% of the population who do not speak English or French 0.8% 0.3% 0.8% 
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Population of Seniors. The population density of seniors 65 years and older in Elgin sub-LHIN area is 6.79 people 

/ km2 or 12.3%. The density of seniors aged 65 years and older is slightly greater overall within the Elgin sub-

LHIN area (12.3%) than in the City of St. Thomas (10.1%). An examination of the density of seniors 75 years and 

older throughout the sub-LHIN area reveals similar geographical patterns; however, as revealed in Table 8-3, 

there are about half as many seniors aged 75 years and older (2.94 people / km2, 5.0%) across Elgin sub-LHIN 

area. 

Table 8-3. Population of seniors 

 Elgin 
City of St. 
Thomas 

South West 
LHIN 

Total Population (2011) 88,849 38,584 956,468 

# of seniors 65 years and older per sq. km 6.79 176.58 6.77 

% of the population who are seniors 65 years and older 12.3% 10.1% 11.9% 

# of seniors 75 years and older per sq. km 2.94 80.06 3.17 

% of the population who are seniors 75 years and older 5.0% 4.1% 5.2% 

Rural Population. The population of the Elgin sub-LHIN area is predominantly urban, with the majority of the 

population living in the urban area of the City of St. Thomas (50.0%) as well as urban commute zones of the City 

of St. Thomas, the City of London, and the Town of Tillsonburg (37.2%). The other 12.8% of the population live in 

rural areas (Table 8-4).  

Table 8-4. Rural population 

 Elgin 
City of St. 
Thomas 

South West 
LHIN 

Total Population (2011) 88,849 38,584 956,468 

% of the population living in urban areas 50.0% 100.0% 50.0% 

% of the population living in urban commute zones 37.2% 0.00% 19.8% 

% of the population living in rural areas 12.8% 0.00% 30.2% 

Low socioeconomic status population. As seen in Table 8-5, the median household income in the Elgin sub-LHIN 

area is $59,392, with 29.0% of the total population living under the low-income cut-off (LICO). A closer look at 

the regional variations reveal that the median household incomes are almost identical when comparing to the 

South West LHIN ($60,037). Within the Elgin sub-LHIN area, the City of St. Thomas has a slightly lower median 

household income ($56,607). LICO levels follow a similar trend with median household income. In the City of St. 

Thomas, 33.2% of the population are living below the LICO. In addition to income, educational attainment, and 

lone parenthood rates are other key determinants socioeconomic status. The proportion of the population 

without a high school diploma between the ages of 25 to 64 is 16.7% in the Elgin sub-LHIN area, which is higher 

than across the LHIN (12.6%), but is lower within the city of St. Thomas (12.7%). The percentage of lone parent 
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families across the Elgin sub-LHIN area is 14.0% and 18.6% in the City of St. Thomas. Overall, the Elgin sub-LHIN 

area has very similar characteristics as the South West LHIN as a whole.  

Table 8-5. Low socioeconomic status population 

 Elgin 
City of St. 
Thomas 

South West 
LHIN 

Total Population (2011) 88,849 38,584 956,468 

Median Household Income $59,392 $56,607 $60,037 

% of the population who live under the low income cut off 29.0% 33.2% 30.0% 

% of the population between 25 and 64 years old without a high 
school diploma 

16.7% 12.7% 12.6% 

% of families who have lone parents 14.0% 18.6% 14.5% 

Social Determinants of Need Index. The social determinants of need index (Table 7-6) was used to understand 

how the five vulnerable populations overlap within the South West LHIN area (for explanation of the index see 

Section 2.3). The index can be interpreted as the higher the index value, the higher the need of the population. 

Areas on the social determinants of need index map that show a high social determinants of need index are 

located throughout the Elgin sub-LHIN area. Areas of highest vulnerability are in portions of St Thomas (1.314), 

Port Stanley, and areas in the east of the region. Overall, the Elgin sub-LHIN (-0.063) has more need than the 

South West LHIN (-1.035). 

Table 8-6. Social determinants of need index 

 Elgin 
City of St. 
Thomas 

South West 

LHIN 

Total Population (2011) 88,849 38,584 956,468 

Social Determinants of Need Index -0.063 1.314 -1.035 

 Health Status of the Population 

Prevalence and mortality rate of chronic disease in the Elgin sub-LHIN area are presented in Table 8-7. Elgin 

residents have the second highest prevalence of chronic diseases amongst the five sub-LHIN areas, falling 

slightly below rates in Grey Bruce. Elgin has a high density of seniors aged 65 and older, which contributes to 

high prevalence; however, the largest segment of the population in Elgin consists of adults who are between the 

ages of 50 and 70 years. In the next several years, the proportion of the population aged 65+ is expected to grow 

considerably in Elgin, increasing by 25% by 2021 (Statistics Canada, 2011).  

Chronic diseases and injuries account for the majority of emergency department visits, hospitalizations and 

mortality in Elgin. Elgin has considerable higher rates of hospitalization and mortality due to cardiovascular 

disease and ischemic heart disease compared to neighbouring sub-LHIN areas, although both rates have 

declined over time.   
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The rate of all-cause mortality in Elgin is significantly higher than both the South West LHIN and Ontario. Leading 

causes of death in Elgin include heart disease, lung cancer, dementia/Alzheimer’s disease, and stroke. Heart 

disease and lung cancer are also the leading causes of premature mortality (potential years of life lost; Vital 

Statistics 2011).  

Table 8-7. Prevalence and mortality rate for chronic conditions 

 Elgin 
South West 

LHIN 

Prevalence of Chronic Conditions Based on Self-Report (CCHS 2013/14)   

Arthritis 20.9% 21.4% 

Asthma 21.9% 20.6% 

COPD 9.0% 9.0% 

Cancer 3.3% 4.8% 

Diabetes 1.0% 1.0% 

Hypertension 6.6% 7.0% 

Ischemic Heart Disease 16.9% 17.5% 

Stroke 5.2% 4.7% 

Mortality Rate per 100,000 population, for Select Chronic Conditions (Statistics 
Canada 2011) 

  

Arthritis 1.7 3.8 

Asthma 0.6 0.5 

COPD 40.0 34.8 

Cancer 216.1 231.6 

Diabetes 29.4 24.6 

Hypertension 10.6 8.6 

Ischemic Heart Disease 156.7 127.7 

Stroke 36.7 35.7 

66% of Elgin residents report ‘very good’ or ‘excellent’ general health, and 78% report excellent/very good 

mental health – the highest of the sub-LHIN geographies (South West LHIN: 62%, 74% respectively; CCHS, 

2013/14). A lower proportion of the population in Elgin is overweight or obese compared to the South West 

LHIN and neighbouring sub-LHIN areas (CCHS, 2013/14); however, more residents in Elgin are regular smokers 

and smoking rates have not decreased over time (CCHS, 2013/14).  

The expected primary care need for Elgin residents (see SAMI score below) is equivalent to the South West LHIN 

average. Anticipated primary care need is considerably lower in west and east Elgin (SAMI < 0.80), and higher in 

the city of St. Thomas (1.00). Similarly, the prevalence of mental health conditions is also significantly lower in 
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West and East Elgin compared to the remainder of the South West LHIN (< 13.0%), and higher in the city of St. 

Thomas (19.1%). Elgin has the second lowest rate of hospitalization for mental illness among the five sub-LHINs.  

The expected primary care need score (SAMI) of patients rostered to the West Elgin Community Health Centre 

(West Lorne) is 1.36, the lowest of the five Community Health Centers (CHCs). The SAMI score for patients 

rostered to Central Community Health Centre is 1.63 (St. Thomas). 

Table 8-8. Health Complexity, 2012/13 

 Elgin 
City of St. 
Thomas 

South West 
LHIN 

Expected Primary Care Need Ratio (Standardized ACG Morbidity 
Index; SAMI) 

0.92 1.00 0.92 

Proportion of the Population with Expected High Health Care Need 
(Resource Utilization Bands 4,5) 

15.2% 16.5% 15.2% 

Proportion of the Population Recently Registered with OHIP 2.3% 2.2% 4.0% 

Proportion of the Population with a Known Mental Health Condition 16.0% 19.1% 18.0% 

 Primary Care Landscape 

The status of the primary care landscape in Elgin sub-LHIN area, as of July 2015, is presented in Table 8-9. There 

were 40 active primary care providers (PCPs) delivering comprehensive primary care in Elgin sub-LHIN area. 

Twenty-six PCPs are located in St. Thomas and seven are in Aylmer (82.5%). There are two Family Health Teams 

(FHTs) in the Elgin sub-LHIN area: two sites of the Thames Valley FHT in St. Thomas, and the East Elgin FHT in 

Aylmer. Primary care services are also provided at two Community Health Centres (CHCs), one located in St. 

Thomas and one in West Lorne. 53% percent of PCPs in the region are affiliated with a team-based practice, 

which is the highest representation of team-based care among the three southern sub-regions.  

One walk-in clinic is located in St. Thomas. The clinic operates Monday-Friday evenings, and on the weekend 

from 9am to 3pm each day. The FHTs and CHCs in the region provide additional after-hours care for attached 

patients. 

Table 8-9. Primary Care Capacity, 2015 

 Elgin 
City of St. 
Thomas 

South West 
LHIN 

Total Population (2011) 88,849 38,584 956,468 

# of Active Primary Care Providers (GP/FP + NP’s in NPLCs) 40 26 617 

% of Family Physician Aged 60+ 34% 36% 21% 

% of Primary Care Providers affiliated with team-based care  53% 54% 53% 

# of CHC/NPLC/AHAC 2/0/0 1/0/0 5/2/3 

# of Walk-in Clinics 1 1 25 
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As seen in Table 8-10, 89.9% of residents in Elgin self-report they have access to a regular family physician 

(CCHS, 2013/14), and approximately 84% obtain primary care services from a consistent primary care provider 

(OHIP Claims Database/Client Agency Program Enrollment, 2013). The proportion of residents attached to a PCP 

in Elgin is similar to that of South West LHIN.  Family physicians outside of the CHCs carry an average roster of 

1,557 patients (MOHLTC, 2014). This average roster size 20% larger compared to the LHIN average, and is 

primarily carried by physicians in the region at or nearing the age of retirement. Family Physicians in Elgin tend 

not work in additional practice settings outside of their primary care offices. St. Thomas Elgin General Hospital is 

the only acute hospital in the LHIN’s geography with a fully funded hospitalist program and a group of dedicated 

Emergency Medicine physicians in the emergency department (ED).  

Table 8-10. Unattached Population, 2015 

 Elgin 
South West 

LHIN 

Total Population (2011) 88,849 956,468 

% of Population Self-Reporting Access to a Regular Family Physician 89.9% 90.9% 

% of Population without a Consistent Primary Care Provider 16.2% 14.9% 

Elgin has 3.0 Interdisciplinary Health Professionals (IHPs) for every 10,000 residents. Access to IHPs is highest in 

St. Thomas (3.9 per 100,000 population).  This is driven by the high proportion of team-based care (including the 

two CHCs) located in the Elgin sub-LHIN area. A full description of the IHPs for Elgin can be found in Table 8-11. 

Table 8-11. Interdisciplinary Health Professionals, 2015 

 Elgin 
City of St. 
Thomas 

South West 
LHIN 

Total Population (2011) 88,849 38,584 956,468 

Nurse Practitioners (excluding NPLC) 11.8 5.8 78.6 

Registered Nurse 4.4 3.4 66.4 

Registered Practical Nurse 1.9 0.0 10.7 

Registered Dietitian 2.2 1.2 22.9 

Mental Health Worker 0.0 0.0 4.5 

Social Worker 2.8 1.8 48.2 

Pharmacist 0.8 0.8 13.6 

Educator 0.0 0.0 5.8 

Other 3.0 2.0 28.3 

Total 26.9 15.0 279.0 

Total Interdisciplinary Health Professionals per 10,000 population 3.0 3.9 2.6 
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 Health Service Utilization  

St. Thomas Elgin General Hospital (STEGH) is the only community hospital located in the Elgin sub-LHIN area. As 

described in Table 8-12, Elgin has the second lowest rate of unnecessary emergency department (ED) use 

amongst the five sub-LHIN areas for minor conditions best treated in alternative primary care settings.  The rate 

of avoidable ED use in Elgin is similar to that of South West LHIN, and likely attributable to after-hours, walk-in, 

and team-based accessibility within the region - all of which support timely access to care in the appropriate 

community settings.  

Despite appropriate ED use within the area, Elgin has the highest rates of avoidable hospitalization and re-

hospitalization for chronic conditions including diabetes, hypertension, congestive heart failure, pneumonia, 

chronic obstructive pulmonary disease, and gastrointestinal infections amongst the five sub-regions. High 

hospitalizations in Elgin increase avoidable hospitalization metrics across the entire South West LHIN. These 

rates tend to be higher in geographies with an older age distribution in the population, a higher prevalence of 

chronic disease, and low primary care capacity. Elgin has a high density of adults aged 50 to 70, seniors aged 65 

and older, and the second highest prevalence of chronic diseases amongst the five sub-regions. The map of 

primary care providers in the Elgin sub-LHIN area further reveals poor distribution of PCPs throughout this sub-

LHIN, particularly through Malahide, Bayham and Norfolk. 

Table 8-12. Acute Service Utilization, 2014/15 

 Elgin 
City of St. 
Thomas 

South West 
LHIN 

Emergency Department Visits for Conditions that could be Treated in 
Alternative Primary Care Settings, per 1,000 population 

46.9 88.5 44.7 

Hospitalizations that could be Avoided through Appropriate 
Ambulatory Care, per 100,000 population 

473.1 664.0 393.8 

Readmissions to Acute Beds within 30-days of Discharge for Select 
Chronic Diseases 

20.1% 20.1% 17.1% 

 Geographic Accessibility to Primary Care Providers 

Accessibility to All Primary Care Providers for the Entire Population. The map of primary care providers(PCPs) 

in the Elgin sub-LHIN area reveals a poor distribution of PCPs throughout this sub-LHIN area (especially in the 

east), although Aylmer, West Lorne, and St. Thomas have clusters of PCPs that provide regional primary care 

across Elgin.  An examination of the map of accessibility to primary care providers within 30 minutes reveals a 

decline in accessibility levels from the highest in the west to the lowest in the east. The highest accessibility 

levels in this region are found surrounding West Lorne, which is a result of the smaller population and high 

density of PCPs in the region. The lowest accessibility levels are found in the eastern part of this sub-LHIN area, 

specifically in the low density rural areas from Aylmer, east to the Elgin-Norfolk County boundary. The central 

region of the sub-LHIN area surrounding St. Thomas is relatively high. Accessibility in the Elgin sub-LHIN area 
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(Table 8-13) is the second lowest of the five sub-LHIN areas with only 0.5544 PCPs per 1,000 population, which is 

also lower than the South West LHIN as a whole (0.6492). 

In the City of St. Thomas, levels of accessibility to PCPs is relatively high compared to the Elgin sub-LHIN area as a 

whole, but the lack of PCPs in the surrounding rural areas lowers the accessibility for those who live within St. 

Thomas. The close-up map of accessibility to primary care providers within St. Thomas reveals that the north 

and south sides of the City have the lowest levels of accessibility, although there seems to be gaps in areas 

closer to where PCPs are located as well. 

Accessibility to Primary Care Providers Under 60 Years Old for the Entire Population. The map of primary care 

providers under 60 years of age in the Elgin Sub-LHIN area is similar to the map of all primary care providers, and 

therefore suggests that the distribution of PCPs in the area will not be immediately impacted by anticipated 

retirements. Examining the map of accessibility to primary care providers under 60 suggests that the overall 

pattern of accessibility will not change, but a closer comparison of the legends suggests that overall accessibility 

within Elgin will be much lower if all of the PCPs over 60 were to retire. The global results of the analysis 

reported in Table 8-13 reveals that the number of PCPs per 1,000 population decreases by 19.1% across the sub-

LHIN area when PCPs over 60 years of age are removed. A closer look at accessibility for St. Thomas reveals that 

there is 25.1% decrease in the number of PCPs per 1,000 population due to potential retirement.  

Accessibility to Team-based Primary Care Providers for the Entire Population. The map of team-based primary 

care providers in the Elgin Sub-LHIN area reveals that while team-based PCPs are only located in West Lorne, St. 

Thomas, and Aylmer, there are gaps in service in the rural areas throughout the rest of the region. Extending this 

analysis to the maps of accessibility to team-based primary care providers shows a very similar pattern in 

accessibility from the west border to St. Thomas, although at a smaller magnitude. From St. Thomas to the 

border of the sub-LHIN area to the east border, the accessibility decreases until there is no accessibility to team-

based PCPs within 30 minutes. The global statistics presented in Table 8-13 show an average of 0.3288 team-

based PCPs per 1,000 people, which is just below the average accessibility to team-based PCPs in the LHIN. In St. 

Thomas, there are three team-based primary clinics. The map of accessibility to team-based primary care 

providers is only marginally different from the map of accessibility to all PCPs. However, the magnitude of 

accessibility is much smaller in the team-based accessibility measure when considering all PCPs. The results 

show a 40.7% decrease in accessibility in St. Thomas when only considering team-based PCPs. 

Table 8-13. Geographic accessibility for the general population 

 Elgin 
City of St. 
Thomas 

South West 
LHIN 

Average # of primary care providers per 1,000 population 0.5544 0.5607 0.6492 

Average # of primary care providers under 60 years old per 1,000 
population 

0.4487 0.4198 0.5174 

Average # of team-based primary care providers per 1,000 population 0.3288 0.3049 0.3935 
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 Geographic Accessibility to Primary Care Providers for Vulnerable Populations 

Indigenous Population. The map of primary care providers who provide culturally safe services to Aboriginal 

peoples reveals there are no identified providers within the Elgin sub-LHIN area, but there are some located just 

north of Elgin in Middlesex London. There are also no additional Indigenous health resources that would support 

the health needs of the Indigenous population within the region, but again, Middlesex London has those 

resources available, especially those who live in the northern part of the sub-LHIN area. The highest quintile of 

accessibility in the Elgin sub-LHIN area for this population is considerably lower than the remaining sub-LHIN 

areas (Table 8-14).  

Ethno-cultural Groups and Recent Immigrant Population. Ethno-cultural minority groups represent a small 

proportion of the population within the Elgin sub-LHIN area. The map of French-speaking primary care providers 

shows that there are two French-speaking PCP in the sub-LHIN area, located in St. Thomas. There is also a low 

number of French-speaking people within the Elgin sub-LHIN area, which results in relatively high accessibility 

values throughout the region, as seen by an average ratio of 1.7580 French-speaking PCPs per 1,000 French-

speaking population (Table 8-14). The lowest accessibility values, as shown on the accessibility map, are found in 

the west and the southeast, all of which are farther away from the St Thomas provider. The highest accessibility 

is found in St. Thomas and its immediate surroundings. The French-speaking populations of St. Thomas have 

very good accessibility to French-speaking PCPs throughout the City, with an average accessibility of 2.6422 

French-speaking PCPs per 1,000 French-speaking population.   

There are no Arabic-speaking primary care providers within the Elgin sub-LHIN area. The map shows that 

Middlesex London does have Arabic-speaking PCPs, which are accessible to Arabic-speaking populations living in 

the north central part of the sub-LHIN area. Despite this the map of accessibility to Arabic-speaking PCPs within 

30 minutes suggests that people across the entire sub-LHIN area have little to no access to Arabic-speaking PCPs, 

as the average ratio of PCPs per 1,000 population is only 0.1077, much lower than the South West LHIN average.  

There are no Spanish-speaking primary care providers within the entire Elgin sub-LHIN area, although there are 

several in nearby London. As a result, there is very low accessibility within Elgin with an average of 0.0179 

Spanish-speaking PCPs per 1,000 Spanish-speaking population (Table 8-14). The accessibility map reveals low to 

no accessibility levels for the Spanish-speaking population throughout the region, with the exception of the area 

just surrounding the City of St. Thomas, which is within 30 minutes of the Spanish-speaking PCPs located in 

London.   

Table 8-14. Geographic accessibility for vulnerable populations 

 Elgin 
City of St. 
Thomas 

South West 
LHIN 

Average # of PCPs providing culturally safe services to Aboriginal & 
First Nations People per 1,000 Aboriginal population 

0.0706 0.0677 0.5670 

Average # of Arabic-speaking PCPs per 1,000 Arabic-speaking 
population 

0.1077 0.0904 2.0314 
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 Elgin 
City of St. 
Thomas 

South West 
LHIN 

Average # of French-speaking PCPs per 1,000 French-speaking 
population 

1.7580 2.6422 3.3360 

Average # of Spanish-speaking PCPs per 1,000 Spanish-speaking 
population 

0.0179 0.0220 1.1397 

Senior Population. The census dissemination areas in the highest quintile of the senior population over 75 

within the Elgin sub-LHIN area are primarily located near settlements, including St. Thomas, Aylmer, and Port 

Stanley. While there are various population clusters of seniors throughout the sub-LHIN area, the lowest 

accessibility for seniors appears in Aylmer and Port Stanley. In St. Thomas, the south west edge of the City has 

the highest number of seniors 75 years of age and older and the lowest accessibility; however, the proportion of 

primary care providers per 1,000 population aged 75 years and older in these areas is average compared to the 

rest of Elgin. 

Rural Population. The Elgin classification of urban and rural area map shows St. Thomas as the urban area 

within the sub-LHIN area, with the surrounding region being within the St. Thomas commute zone, which 

includes the towns of Aylmer and Port Stanley. The north east area of the sub-LHIN area is also in the commute 

zones of London and Tillsonburg. An examination of the map of accessibility to primary care providers in rural 

areas shows that the location with the lowest accessibility within the sub-LHIN area is the rural area in south 

east Elgin between Port Bruce and Port Burwell. The rest of the rural areas within the Elgin sub-LHIN area have 

relatively high accessibility to PCPs. 

People with Low Socioeconomic Status. The accessibility to primary care providers by people with low 

socioeconomic status in Elgin sub-LHIN area is evaluated by using the most vulnerable quintile in terms of 

median household income and the proportion of people who live under the low income cut-off (LICO). Those 

who live in census dissemination areas with a median household income in the lowest quintile live primarily in St 

Thomas, Aylmer, and rural areas scattered throughout the sub-LHIN area. Examining the map showing 

accessibility to primary care providers from low median household income areas, the lowest relative 

accessibility occurs in the east of the sub-LHIN area, stretching from Aylmer to the Elgin-Norfolk border.  An 

examination of accessibility in the low median household income areas of St. Thomas reveals that the lowest 

income areas are in the north west of the city, but most of these areas have high accessibility to PCPs.  

The dissemination areas in the most vulnerable quintile, according to the proportion of the population living 

under the LICO, are distributed throughout the Elgin sub-LHIN. The map of accessibility to primary care providers 

from areas with a high proportion of low income population reveals that the majority of areas with low 

accessibility are located south and east of St. Thomas. In St. Thomas and western parts of the region, the areas 

with a high proportion of low income population appear to have relatively high accessibility to PCPs. Areas with 

high proportions of low income population in St. Thomas tend to have relatively low accessibility compared to 

the rest of St. Thomas; however, these areas are around the average accessibility compared to the rest of the 

Elgin sub-LHIN area.  
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Social Determinants of Need Index. The social determinants of need index provides an overview of what areas 

within a region have the highest cumulative need of PCPs, as defined by five vulnerable populations. In the Elgin 

sub-LHIN area, the dissemination areas of greatest need according to the social determinants of need index map 

are clustered in St. Thomas and an area stretching from Port Stanley to Port Burwell. An examination of 

accessibility to primary care providers within the areas with highest need reveals that most of these vulnerable 

areas have lower accessibility when compared to the rest of the sub-LHIN area, with the exception of the City of 

St. Thomas. Within St. Thomas, most of the vulnerable populations live in three dissemination areas spread 

throughout the City, all of which have high accessibility values.  

A series of Spearman’s correlation coefficients were calculated to examine the strength and direction of the 

relationship between social determinants of need and accessibility to PCPs across the Elgin sub-LHIN area. As 

seen in the following Table 8-15, there were no associations between any social determinant and accessibility 

values.  

Table 8-15. Examining the correlation between accessibility to primary care providers per 1,000 population and 
social determinants of health measures in the Elgin sub-LHIN area. 

 

Cut-Off Distances for Calculating Accessibility to 
Primary Care Providers 

15-min 30-min 45-min 60-min 

Population Density, 2011 0.507 0.147 0.199 0.317 

Density of population 18 years or under, 2011 0.473 0.107 0.165 0.289 

Density of population 65 years and over, 2011 0.535 0.182 0.205 0.316 

Density of population 75 years and older, 2011 0.546 0.192 0.204 0.305 

Percentage of families that are lone parents, 2011 0.548 0.349 0.285 0.311 

Percentage of the population that are recent immigrants, 2006-
2011 

-0.334 -0.316 -0.341 -0.329 

Percentage of the population that are visible minorities, 2011 0.123 0.026 0.044 0.134 

Density of Aboriginal population, 2011 0.165 0.128 0.103 0.121 

Percentage of the population that did not graduate high school, 
2011 

-0.235 -0.356 -0.437 -0.447 

Median Household Income, 2006 -0.235 -0.165 0.005 0.085 

Percentage of population that lives under the Statistics Canada 
Low Income Cut-Off, 2006 

0.238 0.234 0.162 0.123 

Note: This table contains r-values from Spearman's rank correlation coefficient. The values can be interpreted as follows: 
Strong Relationship (+/-1 to +/-0.5); Moderate Relationship (+/-0.5 to +/-0.3); Weak Relationship (+/-0.3 to +/-0.1); and No 
Relationship (-0.1 to 0.1). 
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 Lived Experiences of the Population  

8.7.1 Characteristics of the Respondents 

Between December 2015 and January 2016, a survey was available to the general population across the South 

West LHIN region to gain a better understanding of people’s experiences in accessing primary care. The survey 

was completed by 94 adults from the Elgin sub-LHIN area, which represents 10.9% of total respondents across 

the South West LHIN. The characteristics of respondents can be found in Table 8-16.  Among the survey 

respondents from Elgin, 92.6% reported having a PCP.  In comparison, 93.4% of all survey respondents from 

across the South West LHIN reported having access to a consistent PCP. Only a very small proportion of 

respondents from the Elgin sub-LHIN area were identified as belonging to one of the identified vulnerable 

population groups for this report.  The sample of respondents includes 37 seniors over 65 years of age (39.4%), 3 

members of specific ethno-cultural groups (3.2%), 34 who are considered to have low socioeconomic status 

(SES) according to having a low level of educational attainment (36.2%), and 53 respondents are from rural areas 

(56.4%). 

Table 8-16. Sample characteristics of respondents from Elgin sub-LHIN Area 

 
# of Total 

Responses 
% of Total 
Responses  

 
# of Total 

Responses 
% of Total 
Responses 

# of Respondents 94   Race/Ethnicity   

Urbanicity    White 88 93.6% 

Urban Areas 31 33.0%  Aboriginal 1 1.1% 

Commute Zones 10 10.6%  Visible Minorities 2 2.1% 

Rural Areas 53 56.4% 
 

Language Prefer to Receive 
Health Care 

  

PCP Status    English-speakers 92 97.9% 

Have PCP 87 92.6%  French-speakers 0 0.0% 

Do Not Have PCP 7 7.4% 
 

Non-Official Language 
Speakers 

1 1.1% 

Gender    Education Attainment   

Male 23 24.5%  High School Diploma or less 34 36.2% 

Female 69 73.4%  Some Post-Secondary 11 11.7% 

Other 2 2.1%  Completed Post-Secondary 47 50.0% 

Age    Household Income   

Under 35 9 9.6%  $0 to $29,999 19 20.2% 

35-49 20 21.3%  $30,000 to $59,999 21 22.3% 

50-64 24 25.5%  $60,000 to $89,999 17 18.1% 

65 and Over 37 39.4%  $90,000 to $119,999 13 13.8% 
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# of Total 

Responses 
% of Total 
Responses  

 
# of Total 

Responses 
% of Total 
Responses 

Household Composition    $120,000 to $149,999 0 0.0% 

Single Parent 10 10.6%  $150,000 or more 2 2.1% 

Two Parents 16 17.0%  Prefer not to answer 22 23.4% 

No Children 60 63.8%        

In addition to the 94 respondents to the population survey, 32 health service providers (HSPs) from Elgin 

responded to an open-ended survey about their experiences working with primary care patients. These HSPs 

were asked to respond to questions about barriers to quality primary care on behalf of the patient populations 

with whom they work. While quantification of this data would be inappropriate due to the small sample size, we 

can glean information from selected quotes from these participants to help us understand their lived 

experiences.  

Seven focus groups were held in the Elgin sub-LHIN area, including three with rural HSPs (n=7, n=5, n=6), one 

with HSPs serving Mennonite populations (n=2), and one with Mennonite women (n=7). Participants were asked 

a series of questions relating to their experiences accessing primary care for themselves or the patients they 

work with. Focus group questions were based on the five key barriers to primary care access as identified in this 

report: temporal, geographical, financial, communication & health literacy, and relationships & discrimination. 

8.7.2 Health Status of the Respondents 

To better understand the underlying needs of our respondent population from the Elgin sub-LHIN area, three 

questions were asked about physical health, mental health, and specific health concerns of the population, 

answers of which are described in Table 8-17. A high proportion of respondents reported their physical health to 

be relatively good, considering only 14.9% rated their physical health as fair or poor, while 18.0% of Elgin 

respondents self-rated their mental health as fair or poor. Comparing this to the South West LHIN respondents, 

Elgin has a lower proportion of respondents with fair or poor physical health (18.0%) and about the same 

proportion with fair or poor mental health (12.9%). 58.5% of respondents reported that they have been 

diagnosed with or treated for at least one chronic disease, with the most frequently occurring being high blood 

pressure/hypertension (36.2%), respiratory condition (18.1%), and cancer (14.9%). There are 31.9% of Elgin 

respondents who are experiencing mental health concerns. The mental health concerns identified include mood 

disorders (24.5%), anxiety disorders (17.0%), and eating disorder (2.1%). Finally, 26.6% of respondents suffer 

from some type of disability, with 11.7% of respondents diagnosed or treated for physical disabilities, and 12.8% 

for sensory disabilities. Comparing these Elgin proportions to the South West LHIN shows very little difference in 

the proportion of the population diagnosed or treated for various mental health (32.0%), disabilities (23.9%), 

and chronic diseases (54.3%).  



 

196 

  

Table 8-17. Self-rated health status of respondents from the Elgin sub-LHIN area 

 

% of All Respondents 

Elgin      
(n=94) 

South West 
LHIN    

(n=866) 

Self-report physical health status   

Excellent 5.3 12.7 

Very good 37.2 35.2 

Good 38.3 31.9 

Fair 10.6 14.2 

Poor 4.3 3.8 

Self-reported mental health status   

Excellent 18.1 21.0 

Very Good 33.0 33.6 

Good 30.9 30.0 

Fair 10.6 9.8 

Poor 3.2 3.1 

Self-reported identified health concerns that respondents have been diagnosed with 
or treated for   

Mental Health 31.9 32.0 

Alcohol Dependence 0.0 2.8 

Anxiety Disorder 17.0 17.4 

Eating Disorder 2.1 4.2 

Mood Disorder 24.5 23.0 

Schizophrenia/Other Psychotic Disorder 0.0 1.0 

Substance Use 0.0 1.4 

Disabilities 26.6 23.9 

Developmental Disability 3.2 2.2 

Physical Disability 16.0 15.6 

Sensory Disability 12.8 10.6 

Chronic Diseases 58.5 54.3 

Cancer 14.9 12.7 

Diabetes 12.8 11.4 

Gastrointestinal Disorder 1.1 1.0 

Heart and Cardiovascular Disease 13.8 15.1 
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% of All Respondents 

Elgin      
(n=94) 

South West 
LHIN    

(n=866) 

High Blood Pressure or Hypertension 36.2 31.8 

Immune Disorder 0.0 0.3 

Neurological Disorder 2.1 1.2 

Reproductive Condition 0.0 0.5 

Respiratory Condition 18.1 18.1 

Stroke 4.3 2.7 

Thyroid Disease 0.0 0.3 

Other 4.3 2.5 

8.7.3 Experience of the Respondents Accessing Primary Care  

To better understand the experiences that the population of Elgin has in accessing primary care, survey 

questions were asked about potential barriers respondents encounter when seeing primary care providers. 

Table 8-18 and Table 8-19 describe these lived experiences of the sample who completed the population survey, 

including a summary of all respondents and the respondents from each vulnerable population that have 

sufficient sample size to analyze (n>40). To interpret the table, it is important to only consider each vulnerable 

population on its own, as the purpose of this analysis is to understand the lived experiences of each group. 

Additionally, lived experiences reported from the health service provider survey will be integrated with the 

discussion about the population survey lived experiences. Full Tables detailing this data can be found in 

Appendix C. 

Only 7.4% of respondents did not have a PCP, so this discussion will focus on those who do have a PCP as the 

sample size without a PCP is too small to examine further (Table 8-18). Of the 80 respondents who have a PCP 

(92.6%), almost all of them have a family physician (FP; 92.0%), while a few have a nurse practitioner (NP; 5.7%). 

The respondents also reported on how frequently they see their PCP, with 18.4% seeing their PCP seven times or 

more per year, higher than the South West LHIN at 12.4%. 

Table 8-18. Lived experience with primary care providers of respondents from the Elgin sub-LHIN area 

 

% of All Respondents 
with a Primary Care 

Provider 

% of Rural Respondents 
with a Primary Care 

Provider 

Elgin 
(n=80) 

South 
West LHIN 

(n=809) 

Elgin 
(n=53) 

South 
West LHIN    

(n=405) 

Type of Primary Care Provider     

Family Physician 92.0 77.1 86.8 67.2 
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% of All Respondents 
with a Primary Care 

Provider 

% of Rural Respondents 
with a Primary Care 

Provider 

Elgin 
(n=80) 

South 
West LHIN 

(n=809) 

Elgin 
(n=53) 

South 
West LHIN    

(n=405) 

Nurse Practitioner 5.7 18.4 9.4 28.1 

Family Physician & Nurse Practitioner 1.1 2.5 1.9 3.7 

Other 0.0 2.0 1.9 1.0 

# of Times Visiting a Primary Care Provider per Year     

Never 3.4 4.6 3.8 4.0 

1 to 2 times 34.5 42.6 30.2 41.5 

3 to 6 times 42.5 39.6 37.7 40.0 

7 to 12 times 13.8 8.7 18.9 9.4 

More than 12 times 4.6 3.7 7.5 4.7 

# of Days to Wait for an Appointment     

Same or next day 35.6 23.0 49.1 23.0 

Within 7 days 48.3 47.8 41.5 49.1 

More than 7 days 13.8 27.9 5.7 26.9 

PCPs Limit # of Issues to Discuss at an Appointment     

Yes 18.4 18.3 13.2 11.9 

No 58.6 60.7 58.5 64.9 

Do not know 14.9 17.2 15.1 18.8 

Note: The Indigenous population, Ethno-Cultural and Recent Immigrant populations, Senior Population, and People with 
Low Socioeconomic Status did not have sufficient sample sizes from the population survey to be included in this table. 

Respondents to the population survey were asked 22 questions about barriers they face in accessing quality 

primary care, results of which are found in Table 8-18. Questions were framed as Likert-scale questions, with 

responses ranging from strongly disagree to strongly agree. This report refers to each barrier by indicating the 

percentage of respondents who indicate the barrier impacts their ability to access quality primary care.  

Respondents were also asked to provide further details about their lived experiences with these barriers, as well 

as any suggestions they may have to improve access to primary care in 2 open-ended questions; 27 of 94 

respondents (28.7%) completed these questions. Responses to these questions were coded and quantified, and 

will be reported throughout this document as a percentage of total responses (out of 94) and as select direct 

quotations to provide further context and detail. In almost every category, Elgin respondents mentioned fewer 

challenges with accessing primary care than the averages of respondents from across the LHIN. 



 

199 

  

Almost all (98.9%) of the population survey respondents believe their PCPs help them effectively manage their 

physical and mental health concerns. Although few respondents feel their health is not being effectively 

managed, there are still several barriers the population faces in accessing quality primary care, including the 

timing of appointments, geographical accessibility, and financial accessibility. 

The timing of appointments is a barrier reported by Elgin sub-LHIN area respondents when attempting to access 

primary care. Not having enough time during appointments to talk about all of their concerns is the most 

frequently identified barrier among Elgin respondents (10.3%). This may be a result of PCPs limiting the number 

of issues they are allowed to discuss at an appointment, as 18.4 of respondents indicate their PCPs have this rule 

during appointments. One respondent from Elgin summarized this phenomenon: “My primary care provider 

limits the number of concerns that can be discussed and seems to always be in a rush -- I feel like I am not 

getting their full attention.” Elgin’s respondents to open-ended survey questions and the HSP survey reported 

lower-than-average challenges with all aspects related to timing of appointments, compared to respondents 

across the LHIN as a whole. 

Geographic accessibility is another barrier to accessing primary care for respondents from Elgin. For example, 

20.7% of respondents stated that their PCP is not located a convenient distance from their home or work, 

although only 10.3% of respondents actually have issues getting to their appointments. Respondents to open-

ended questions from Elgin mentioned challenges with distance to their PCP more frequently than respondents 

LHIN-wide (5.3% vs 4.0%), making this the only other barrier that Elgin respondents mentioned at a higher-than-

average rate. One respondent wrote, “I am not able to acquire a doctor in my own county/city. Myself and my 

two children see the same doctor in London which is not convenient in terms of time and can make scheduling 

appointments difficult.” Distance was also frequently mentioned by HSPs working in the Elgin sub-LHIN area 

(43.8% vs. 37.7% across the LHIN, respectively), where one HSP wrote, “Some of our clients have PCPs in 

London, which is half an hour car ride away”. The map of the locations of PCPs across Elgin shows that there are 

three main hubs of PCPs: West Lorne, St. Thomas, and Aylmer. Even within these hubs, transportation can be a 

barrier. One HSP from St. Thomas wrote, “Many of our clients do not have transportation and the bus system 

either doesn't operate frequently enough or they are unable to use it due to their health situation.  Our city is 

designed mostly for people with vehicles.” Outside of these larger PCP hubs, there are only a few other PCPs, 

requiring a greater distance of travel to get to appointments.  

Financial accessibility is closely tied to both the timing of appointments and geographic accessibility of a PCP to 

their patients, as many of the financial barriers identified in the literature are a result of timing of appointments, 

distance, and/or transportation. The only financial accessibility barrier identified by at least 10% of the 

respondents is not being able to afford to take time off work to attend PCP appointments, identified by 20.7% of 

respondents. Financial barriers were rarely mentioned in the open-ended question responses. 

Health literacy and communication are not concerns for most population survey respondents in Elgin, as the 

most frequently mentioned barrier to quality primary care was mentioned by just 4.6% of respondents. 

Respondents from Elgin reported good literacy and communication in the open-ended questions, and more 

frequently than respondents from any other sub-LHIN area. Poor relationships are another barrier that is not a 
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concern for most of the Elgin respondents. The most frequently mentioned barrier was only mentioned by 5.7% 

of the respondents. Similar trends were found in the open-ended survey questions, as well as the HSP survey. 

Table 8-19. Barriers to accessing quality primary care for respondents from the Huron Perth sub-LHIN area 

% of respondents with PCPs who disagree with the following 
statements about accessing quality primary care 

% of All Respondents 
with a Primary Care 

Provider 

% of Rural Respondents 
with a Primary Care 

Provider 

Elgin 
(n=80) 

South 
West LHIN 

(n=809) 

Elgin 
(n=53) 

South 
West LHIN 

(n=405) 

My primary care provider helps me to effectively manage my 
physical and mental health. 

1.1 8.9 1.9 5.7 

Timing of Appointments     

I do not have to wait too long when booking an appointment 
with my primary care provider. 

8.0 25.3 7.5 23.2 

I have enough time during appointments with my primary care 
provider to talk about all of my concerns. 

10.3 13.0 11.3 8.6 

My primary care provider has office hours that fit my schedule. 9.2 20.6 7.5 18.0 

Geographical Accessibility     

I have no difficulty traveling to my primary care provider’s office 
for appointments. 

10.3 12.9 9.4 9.4 

My primary care provider is located within a convenient distance 
from where I live or work. 

20.7 18.4 7.5 13.1 

Financial Accessibility     

I can afford to take time off work to attend primary care 
appointments. 

20.7 23.1 13.2 20.2 

My primary care provider takes my ability to pay into 
consideration when prescribing medications or recommending 
services 

4.6 8.0 5.7 5.4 

Paying for child care does not prevent me from seeing my 
primary care provider. 

3.4 5.1 3.8 3.7 

Paying for transportation and parking do not prevent me from 
seeing my primary care provider. 

4.6 8.2 3.8 5.4 

Health Literacy & Communication     

My primary care provider explains things in a way that is easy to 
understand. 

2.3 5.8 3.8 4.7 

My primary care provider speaks in my preferred language. 0.0 2.8 0.0 1.2 

My primary care provider supplies me with the resources and 
education I need to understand my care plan. 

4.6 10 5.7 6.2 

Relationships with PCPs     
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% of respondents with PCPs who disagree with the following 
statements about accessing quality primary care 

% of All Respondents 
with a Primary Care 

Provider 

% of Rural Respondents 
with a Primary Care 

Provider 

Elgin 
(n=80) 

South 
West LHIN 

(n=809) 

Elgin 
(n=53) 

South 
West LHIN 

(n=405) 

I am treated with respect when I visit my primary care provider. 1.1 3.5 0.0 2.2 

I feel that I can speak honestly to my primary care provider. 2.3 7.2 1.9 5.2 

I have never been hurt, threatened, or made to feel unsafe by 
my primary care provider. 

0.0 3.0 0.0 1.5 

I know that I will not be judged when I visit my primary care 
provider. 

3.4 7.5 3.8 4.7 

I trust that my personal information will be kept private when I 
visit my primary care provider. 

0.0 3.6 0.0 3.5 

My primary care provider always makes sure I know what to 
expect during treatments and procedures. 

2.3 7.7 1.9 4.9 

My primary care provider includes me in decisions about my 
care as much as I want to be. 

5.7 5.4 5.7 4.2 

My primary care provider treats me fairly regardless of my race 
or ethnic background. 

0.0 1.4 0.0 0.5 

My primary care provider understands my cultural needs. 0.0 2.8 0.0 1.0 

Note: The Indigenous population, Ethno-Cultural and Recent Immigrant populations, Senior Population, and People with 
Low Socioeconomic Status did not have sufficient sample sizes from the population survey to be included in this table. 

8.7.4 Experience of the Vulnerable Populations in Accessing Primary Care 

Indigenous Population. Neither the population survey, HSP survey, nor focus groups received any responses 

from Indigenous people (nor HSPs who work with them) living in the Elgin sub-LHIN area.  

Ethno-cultural Groups and Recent Immigrant Population.  Only two respondents to the population survey self-

identified as being part of an ethno-cultural group or a recent immigrant. The two respondents in this category 

have a PCP, but the sample size is too small to provide any additional analysis and interpretation from the 

population survey. Similarly, the HSP survey only had 3 respondents (out of 54) who specifically work with 

ethno-cultural groups, so analysis of this data is inappropriate due to the small sample size. We can, however, 

offer selected quotes from these participants to allow for a better understanding of their lived experiences. 

Interestingly, all 3 of the HSP respondents work with Amish or Mennonite populations. One focus group was also 

held with HSPs serving Mennonite populations (n=2), while another was held with Mennonites women 

themselves (n=7).  

Participants identified that they face barriers to geographic accessibility primarily due to their rural status and 

lack of motor vehicles. One HSP focus group participant mentioned that their Mennonite clients “need to hire 

people to drive them to doctor appointments – can be price gauged”, linking to challenges with financial 
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accessibility. Amish and Mennonite people also often lack OHIP coverage. One Mennonite focus group 

participant said that “many newcomers who do not have OHIP find it very difficult [to access health care]”, while 

another HSP said that “sometimes the name on OHIP card is not identical to patients’ name (e.g., coming from 

Mexico where surnames are different)”. Another HSP mentioned that “many families will travel back to Mexico 

for treatment because they feel foreign medical services are faster and less costly”.  

Communication and health literacy were commonly-cited challenges among Amish and Mennonite HSP 

respondents and patient participants, particularly due to language barriers. One Mennonite focus group 

participant said that “some doctors okay if you do your best with limited language; others ask for language 

support (translation) because [they] do not want to take time with translation/language problems”. Poor 

relationships with PCPs may also be a challenge when providing care for ethno-cultural groups. One HSP wrote 

that “sometimes a lack of understanding of the Amish culture and health needs can be frustrating for our 

clients”, while another HSP focus group participant said that “culturally, many patients (women) are taught not 

to question authority – they may not question a doctor’s advice but will get frustrated if feel they are not being 

listened to”. In other cases, cultural differences, such as large family size, precludes Amish or Mennonite 

patients from accessing the care they need. One HSP wrote that when a “doctor is asked to take on a family, 

family size (e.g., family of 10) can limit access…especially if family has prior health issues”. 

One HSP focus group participant summarized the challenges faced by Mennonites in their community: “Patients 

will often self-treat illness/injury until medical care absolutely require because of long waits, transportation, 

language barriers, child care needs, children do not like hospitals, do not have child care so need to bring 

children to appointment, etc.” 

Senior Population. Only a small number (n=24) of seniors over 65 years of age from Elgin completed the 

population survey. All of these seniors currently have a PCP, 22 of whom have a FP. The sample size is too small 

to provide any additional analysis and interpretation from the population survey. Likewise, there were three HSP 

survey respondents from Elgin who work with senior patients, so analysis of this data would be not be 

appropriate. Nevertheless, selected quotes from these participants will be offered below to offer insights into 

their lived experiences. No focus groups with this population were held in Elgin. 

Geographic accessibility can be a challenge for seniors with limited mobility. One senior respondent from Elgin 

suggested “hav[ing] a doctor or NP who travel within the community - visiting areas where there are high needs 

and limited mobility. Geriatric patients who live in apartment or condo complexes would be a great avenue.” 

One HSP also wrote of the poor relationships with PCPs when senior clients’ “concerns [are] not taken seriously 

due to ‘being elderly’ (stereotyping)”. 

Rural Population. There were 53 rural respondents from the Elgin sub-LHIN area who completed the population 

survey, only three of whom also completed any open ended survey questions. All of the rural respondents have 

a PCP, with 86.8% of them having a FP and 9.4% having a NP. Elgin sub-LHIN rural respondents see their PCP 

more often than the South West LHIN as a whole, with 26.4% of Elgin rural respondents see their PCP seven or 

more times over the last year compared to only 14.1% of South West LHIN rural respondents.  The HSP survey 
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respondents included only 3 rural providers. There were, however, three focus groups conducted with HSPs who 

work in rural Elgin (n=5, n=6, n=7). 

Overall, there are only two of the 22 potential barriers from the survey identified as an issue by more than 10% 

of Elgin rural respondents. The timing of appointments has been identified as a concern by 11.3% of 

respondents stating they do not have enough time during appointments, and this is lower than all LHIN rural 

respondents (8.6%) despite having an almost identical percentage of respondents whose PCP limits the number 

of problems they can discuss during an appointment.  

Geographical accessibility is only a concern for 7.5% of the Elgin rural population who note their PCP is not 

located a convenient distance from their home or work. This leads a portion of the population having difficulty 

traveling to their PCP, which was mentioned by many rural HSP focus group participants, although only 9.4% of 

respondents to the population survey. One participant mentioned that “if only same day appointments are 

available, transportation becomes a barrier as some require notice to arrange particularly in our rural area”, 

while another noted that “winter transportation poses additional problems” in rural areas. Transportation also 

relates to financial accessibility concerns about the cost of parking and transportation itself. One HSP focus 

group participant noted that “limitations in travel to and from appointments due to financial restrictions 

(mileage and gas money)” are a concern for their patients. The population survey shows 13.2% of Elgin sub-LHIN 

area respondents have difficulty accessing their PCP because they can’t afford to take time off work for an 

appointment.  

Relationships with PCPs are a concern to some rural HSPs and residents as well. One HSP spoke of the need for 

increased cultural competency in their rural community: “There is a call for more information on cultural 

education for patient demographics (i.e., it would be beneficial for care providers to have some education on 

traditional and cultural elements of medicine and healing in order to provide better service for their 

patients/clients)”. 

People with Low Socioeconomic Status (SES). 23 population survey respondents from the Elgin sub-LHIN were 

defined as having low SES, and 20 of those 23 respondents have a PCP. Of the low SES respondents, 90.0% see a 

FP as their PCP and 10% see a NP. The HSP survey only had two respondents from Elgin who identified that they 

specifically work with people with low SES. Nevertheless, selected quotes from these participants will be offered 

below to offer insights into their lived experiences. There were no focus groups held with low SES individuals in 

the Elgin sub-LHIN area.  

Challenges associated with financial accessibility were most frequently mentioned among the low SES 

respondents. One focus group participant stated, “I had to cancel a medical appointment because I couldn’t 

afford the cab fare”, while another said that “doctors charge if you miss appointments but I worked shifts and 

always was forgetting things. I forgot an appointment and owed my doctor money. I couldn’t see [my PCP] for 

two years because I owed them money.” Another low SES respondent wrote of the financial strain of having no 

private health coverage: "My parents are helping me out but I hate being dependant. My dad is footing the bill 

for me to get assessed.” Geographical accessibility is impacted by cost as well; one low SES respondent wrote of 
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the need for “more affordable transportation for people on ODSP to get to appointments.” Individuals with low 

SES may also experience poor relationships with PCPs. One HSP from Elgin reported that “poverty [and] 

homelessness are not treated the same as a young, healthy, good looking, well-dressed person”. 

 Lived Experiences of Primary Care Providers  

8.8.1 Characteristics of the Primary Care Provider Respondents 

Although the primary care provider (PCP) survey was completed by 100 PCPs across the South West LHIN, the 

number of responses is insufficient to conduct analyses by any individual sub-LHIN area. A full description of 

respondent characteristics across the LHIN can be found above in section 3.8.1. Of the 100 respondents, 16 were 

from Elgin, of whom 13 were family physicians (FPs 81.2%) and 3 were nurse practitioners (NPs; 18.8%). One 

PCP engagement session was held in the Elgin sub-LHIN area, in the city of St. Thomas. A total of 19 PCPs 

participated in this session, of whom 15 (79.0%) were FPs and four were NPs (21.0%). Themes identified during 

these sessions will be discussed in relation to the key barriers and populations addressed in this report.   

8.8.2 Characteristics of the Practice 

As mentioned in the previous section, an analysis of practice characteristics by sub-LHIN area cannot be 

presented due to the small sample size and risk of identifying participants. A full description of practice 

characteristics across the LHIN can be found above in section 3.8.2. 

8.8.3 Experience of Primary Care Providers 

Due to the small sample size of PCPs in each sub-LHIN area, statistical analysis of survey data by region will not 

be included here. However, respondents who provided details about their lived experiences in the open-ended 

survey questions and comments made by engagement session participants will be included to provide context 

into the perspectives of Elgin PCPs. Some sub-populations of patients have multifaceted primary health needs 

that may lie beyond the comfort level of PCPs. A series of survey questions were asked of PCPs to determine 

their confidence in providing various types of care, including care for people with mental health issues, 

trauma/violence, or addictions, as well as care for patients of all religious backgrounds and culturally safe care. 

Full results of PCP responses from across the LHIN can be found in section 3.8.3. While most respondents from 

Elgin did not fill out the open ended question following this question series, some themes that arose involved 

challenges providing care for patients with mental illness, patients with addictions, and victims of abuse. 

Participants in the PCP engagement session identified the need for “better care for children/adolescents with 

mental illness”, as well as for “those with lack of social support/social isolation” and “vulnerable, isolated 

seniors”. Respondents of the PCP survey were also asked whether they agree or disagree with a series of 

statements discussing their experiences providing primary health care in Ontario. Questions related to the 

ability to refer patients to specialists, ability to spend adequate time with patients, and attitudes towards team-

based care.  Full results of PCP responses from across the LHIN can be found in section 3.8.3. The most 

commonly cited challenges by Elgin PCPs were not having enough time for their patients, and long wait times for 

specialists. One physician wrote of the many challenges they encounter with referrals: “Referrals to specialists 
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are often met with silence, resulting in duplicate referrals being made, lots of administrative burden, long waits, 

and little communication to patient directly from specialist.  Local services are variable across the province. 

Some services seem to have excessive duplication and others are severely lacking.” 

At the end of the survey, PCPs were asked for any general suggestions that may help to improve access to 

primary care for vulnerable patients within the South West LHIN. The most common responses from Elgin PCPs 

included more community outreach (including home visits), transportation assistance for patients, system 

navigation support for both patients and PCPs, and increased recruitment and retention of PCPs in the area. One 

physician wrote that “young doctors are being discouraged from working rurally as the responsibilities and 

patient load is higher but the incentives are not there in Ontario”.  
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Appendix A: Recommendations 

 

*** Recommendations will be added once they have been approved. ***  
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Appendix B: Tools 

The tools used for this report are presented as follows: 

1. Population Survey – “I have a primary care provider” 

2. Population Survey – “I do not have a primary care provider” 

3. Focus Group Guide for general and targeted population groups 

4. Primary Care Provider Survey 

5. Health Service Provider Survey 



Population Survey for those who have a primary care provider 

Population Survey: Experiences Accessing Primary Care in 
the South West Local Health Integration Network 

“I have a primary care provider” 

 

I. Questions about your primary care 

The following questions relate to your primary care experiences. Primary care is the delivery of services 

provided by family doctors and nurse practitioners, including health promotion, illness and injury 

prevention, and the diagnosis and treatment of illness and injury.  

1. Where do you typically go when you need to see a primary care provider (family doctor or nurse 

practitioner)?  Choose only one.  

 Your own primary care provider (family doctor or nurse practitioner) 

 A doctor or clinic that specializes in alternative medicine (e.g., naturopath, herbalist) 

 A walk-in clinic 

 An after-hours clinic (other than at your primary care provider’s office) 

 A hospital emergency department 

 An urgent care clinic 

 Do not need help/would not seek care 

 Other (please specify): ____________________ 

2. What type of primary care provider do you see?  

 Family doctor  

 Nurse practitioner  

 Other (please specify): ________________  

 Do not know 

3. Where is your primary care provider located?  

City/Town: ______________________ 

4. How often have you visited your primary care provider in the last 12 months?   

 Never 

 1 to 2 times 

 3 to 6 times 

 7 to 12 times 

 More than 12 times 

5. How long do you typically have to wait between booking an appointment and seeing your primary 

care provider? 

 Same or next day 

 Within 7 days 

 More than 7 days 
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6. Does your primary care provider limit the number of health problems  

you can discuss during an appointment?   

 Yes  

 No  

 Do not know  
 

Please indicate whether you agree with the following statements with regard to your experience with 
your current primary care provider: 

 

 Strongly 
Disagree 

Disagree Agree 
Strongly 
Agree 

Not 
Applicable 

7. My primary care provider is located within a 
convenient distance from where I live or work. 

     

8. I have no difficulty traveling to my primary 
care provider’s office for appointments. 

     

9. My primary care provider has office hours that 
fit my schedule. 

     

10. I do not have to wait too long when booking 
an appointment with my primary care 
provider. 

     

11. I have enough time during appointments with 
my primary care provider to talk about all of 
my concerns. 

     

12. My primary care provider takes my ability to 
pay into consideration when prescribing 
medications or recommending services (e.g. 
lab tests, physiotherapy, counselling). 

     

13. I can afford to take time off work to attend 
primary care appointments. 

     

14. Paying for transportation and parking do not 
prevent me from seeing my primary care 
provider. 

     

15. Paying for child care does not prevent me 
from seeing my primary care provider. 

     

16. My primary care provider includes me in 
decisions about my care as much as I want to 
be. 

     

17. I am treated with respect when I visit my 
primary care provider. 

     

18. My primary care provider always makes sure I 
know what to expect during treatments and 
procedures.  

     

19. My primary care provider supplies me with the 
resources and education I need to understand 
my care plan.  

     
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29. If you have answered “Strongly Disagree” for any of questions 8 to 29, please tell us more about your 

experiences. 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

30. Thinking about the previous questions, do you have any ideas that may help improve access to quality 

primary care?  

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

 

 Strongly 
Disagree 

Disagree Agree 
Strongly 
Agree 

Not 
Applicable 

20. I feel that I can speak honestly to my primary 
care provider. 

     

21. I trust that my personal information will be 
kept private when I visit my primary care 
provider. 

     

22. My primary care provider explains things in a 
way that is easy to understand. 

     

23. My primary care provider speaks in my 
preferred language. 

     

24. I know that I will not be judged when I visit 
my primary care provider. 

     

25. My primary care provider treats me fairly 
regardless of my race or ethnic background.  

     

26. My primary care provider understands my 
cultural needs. 

     

27. I have never been hurt, threatened, or made 
to feel unsafe by my primary care provider.  

     

28. My primary care provider helps me to 
effectively manage my physical and mental 
health. 

     
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II. Health Indicators 

31. In general, would you say your overall physical health is: 

 Excellent 

 Very good 

 Good 

 Fair 

 Poor 

32. In general, would you say your overall mental health is: 

 Excellent 

 Very good 

 Good 

 Fair 

 Poor 

33. Has any health professional ever diagnosed you with, or treated you for, any of the following health 

conditions?   

 Diagnosed 
with 

Treated 
for 

No 

Alcohol dependence    

Anxiety disorder (e.g., phobia, obsessive-compulsive disorder, panic 
disorder) 

   

Cancer    

Diabetes    

Developmental disability    

Eating disorder    

Heart and cardiovascular disease    

High blood pressure or hypertension    

Mood disorder (e.g., depression, bipolar disorder, mania, dysthymia)    

Physical disability    

Respiratory condition (e.g.., Bronchitis, Emphysema, COPD)    

Schizophrenia or other psychotic disorder    

Sensory disability (e.g., hearing loss, vision loss)    

Stroke    

Substance use    

Other (please specify): 
__________________________________________________________ 
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III. Demographics 

This information will be used to increase access to services and improve the quality of care. As stated 

in the Letter of Information at the beginning of the survey, inputting your postal code is necessary for 

our data analysis. All other demographics questions are voluntary; you can choose "prefer not to 

answer" to any or all of these questions.  

34. What is your Postal code? __ __ __   __ __ __  

35. What is your age in year? _______  

36. What is your marital status?  

 Never legally married (and not separated) 

 Married 

 Living with a common-law partner 

 Separated, but still legally married 

 Divorced 

 Widowed 

 Other (please specify): ______________ 

 Prefer not to answer 

37. What is your religion?  

 No Religion 

 Please Specify ____________________ 

 Prefer not to answer 

38. What is the highest grade or year of school you completed? (Select the single best option)  

 Less than high school diploma or its equivalent  

 High school diploma or a high school equivalency certificate   

 Trade certificate or diploma  

 College, CEGEP, or other non-university certificate or diploma (other than trades 
certificates or diplomas)  

 University certificate or diploma below the bachelor's level  

 Bachelor's degree  

 University certificate, diploma, degree above the bachelor's level  

 Prefer not to answer 

39. What is your current occupational status?  

 Employed full-time (including self-employed or on a work training program) 

 Employed part-time (including self-employed or on a work training program) 

 Unemployed and looking for work 

 At school or in full-time education 

 Unable to work due to long-term sickness or disability 

 Looking after your home/family 

 Retired from paid work 

 Other (please specify): _________________ 

 Prefer not to answer 
 
 
 



Population Survey for those who have a primary care provider 

40. What language would you feel most comfortable speaking in with your primary care provider?  

 English 

 French 

 Spanish 

 Arabic 

 German 

 Other (specify): ___________ 

 Prefer not to answer 

41. Where were you born? 

 Canada 

 Born Outside of Canada:  Country of Origin: ______________ 
Year moved to Canada: __________ 

 Prefer not to answer  

42. Which of the following best describes your racial or ethnic group? (Choose all that apply)  

 Aboriginal (e.g., First Nations, Métis, Inuit) 

 Arab 

 Black 

 Chinese 

 Filipino 

 Japanese 

 Korean 

 Latin American 

 South Asian (e.g., East Indian, Pakistani, Sri Lankan) 

 Southeast Asian (e.g., Vietnamese, Cambodian, Malaysian, Laotian) 

 West Asian (e.g., Iranian, Afghan, etc.) 

 White 

 Other (please specify) ___________________ 

 Do not know 

 Prefer not to answer 

43. What is your gender?   

 Male 

 Female 

 Intersex 

 Trans – Female to Male 

 Trans – Male to Female 

 Other (please specify): __________________ 

 Prefer not to answer 

44. What is your sexual orientation?  

 Bisexual 

 Gay 

 Heterosexual (straight) 

 Lesbian 

 Queer 

 Two-Spirit 

 Other (please specify): _________ 

 Prefer not to answer 
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45. What type of home do you live in?  

 I do not have a permanent home 

 Group home 

 Assisted living home 

 Long-term care 

 Rented home 

 Owned home 

 Other (please specify): ______________________ 

 Prefer not to answer 

46. How many people are supported by your household income (including yourself)? _______  

47. How many children 18 years old or younger live in your household? ___________  

48. Are you a single parent?  

 Yes 

 No 

 Prefer not to answer 

49. What is your annual household income before taxes?   

 $0 to $29,999 

 $30,000 to $59,999 

 $60,000 to $89,999 

 $90,000 to $119,999 

 $120,000 to $149,999 

 $150,000 or more 

 Prefer not to answer 
 



  

Population Survey for those who do not have a primary care provider 

Population Survey: Experiences Accessing Primary Care in 
the South West Local Health Integration Network 

“I do not have a primary care provider” 

 

I. Questions about your primary care 

The following questions relate to your primary care experiences. Primary care is the delivery of services 

provided by family doctors and nurse practitioners, including health promotion, illness and injury 

prevention, and the diagnosis and treatment of illness and injury.  

1. Where do you typically go when you need to see a primary care provider (family doctor or nurse 

practitioner)?  Choose only one.  

 A doctor or clinic that specializes in alternative medicine (e.g., naturopath, herbalist) 

 A walk-in clinic 

 An after-hours clinic (other than at your primary care provider’s office) 

 A hospital emergency department 

 An urgent care clinic 

 Do not need help/would not seek care 

 Other [Specify]: ____________________ 

2. In the previous 12 months, was there a time you felt you needed primary health care services but 

did not receive them?  

 No 

 Yes (please explain why you did not receive them): 
 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

3. Would you like to have a primary care provider?  

 Yes 

 No 

4. Do you have any ideas that may help improve access to quality primary care?  

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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II. Health Indicators 

1. In general, would you say your overall physical health is: 

 Excellent 

 Very good 

 Good 

 Fair 

 Poor 

2. In general, would you say your overall mental health is: 

 Excellent 

 Very good 

 Good 

 Fair 

 Poor 

3. Has any health professional ever diagnosed you with, or treated you for, any of the following health 

conditions?   

 Diagnosed 
with 

Treated 
for 

No 

Alcohol dependence    

Anxiety disorder (e.g., phobia, obsessive-compulsive disorder, panic 
disorder) 

   

Cancer    

Diabetes    

Developmental disability    

Eating disorder    

Heart and cardiovascular disease    

High blood pressure or hypertension    

Mood disorder (e.g., depression, bipolar disorder, mania, dysthymia)    

Physical disability    

Respiratory condition (e.g.., Bronchitis, Emphysema, COPD)    

Schizophrenia or other psychotic disorder    

Sensory disability (e.g., hearing loss, vision loss)    

Stroke    

Substance use    

Other (please specify): __________________________    
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III. Demographics 

This information will be used to increase access to services and improve the quality of care. As stated in 

the Letter of Information at the beginning of the survey, inputting your postal code is necessary for our data 

analysis. All other demographics questions are voluntary; you can choose "prefer not to answer" to any or 

all of these questions.  

4. What is your Postal code? __ __ __   __ __ __  

5. What is your age in year? _______ 

6. What is your marital status?  

 Never legally married (and not separated) 

 Married 

 Living with a common-law partner 

 Separated, but still legally married 

 Divorced 

 Widowed 

 Other (please specify): ______________ 

 Prefer not to answer 

7. What is your religion?  

 No Religion 

 Please Specify ____________________ 

 Prefer not to answer 

8. What is the highest grade or year of school you completed? (Select the single best option)  

 Less than high school diploma or its equivalent  

 High school diploma or a high school equivalency certificate   

 Trade certificate or diploma  

 College, CEGEP, or other non-university certificate or diploma (other than trades 
certificates or diplomas)  

 University certificate or diploma below the bachelor's level  

 Bachelor's degree  

 University certificate, diploma, degree above the bachelor's level  

 Prefer not to answer 

9. What is your current occupational status?  

 Employed full-time (including self-employed or on a work training program) 

 Employed part-time (including self-employed or on a work training program) 

 Unemployed and looking for work 

 At school or in full-time education 

 Unable to work due to long-term sickness or disability 

 Looking after your home/family 

 Retired from paid work 

 Other (please specify): _________________ 

 Prefer not to answer 
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10. What language would you feel most comfortable speaking in with your primary care provider?  

 English 

 French 

 Spanish 

 Arabic 

 German 

 Other (specify): ___________ 

 Prefer not to answer 

11. Where were you born? 

 Canada 

 Born Outside of Canada:  Country of Origin: ______________ 
Year moved to Canada: __________ 

 Prefer not to answer  

12. Which of the following best describes your racial or ethnic group? (Choose all that apply)  

 Aboriginal (e.g., First Nations, Métis, Inuit) 

 Arab 

 Black 

 Chinese 

 Filipino 

 Japanese 

 Korean 

 Latin American 

 South Asian (e.g., East Indian, Pakistani, Sri Lankan) 

 Southeast Asian (e.g., Vietnamese, Cambodian, Malaysian, Laotian) 

 West Asian (e.g., Iranian, Afghan, etc.) 

 White 

 Other (please specify) ___________________ 

 Do not know 

 Prefer not to answer 

13. What is your gender?   

 Male 

 Female 

 Intersex 

 Trans – Female to Male 

 Trans – Male to Female 

 Other (please specify): __________________ 

 Prefer not to answer 

14. What is your sexual orientation?  

 Bisexual 

 Gay 

 Heterosexual (straight) 

 Lesbian 

 Queer 

 Two-Spirit 

 Other (please specify): _________ 

 Prefer not to answer 
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15. What type of home do you live in?  

 I do not have a permanent home 

 Group home 

 Assisted living home 

 Long-term care 

 Rented home 

 Owned home 

 Other (please specify): ______________________ 

 Prefer not to answer 

16. How many people are supported by your household income (including yourself)? _______  

17. How many children 18 years old or younger live in your household? ___________  

18. Are you a single parent?  

 Yes 

 No 

 Prefer not to answer 

19. What is your annual household income before taxes?   

 $0 to $29,999 

 $30,000 to $59,999 

 $60,000 to $89,999 

 $90,000 to $119,999 

 $120,000 to $149,999 

 $150,000 or more 

 Prefer not to answer 
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Population Focus Group Guide: Experiences Accessing 
Primary Care in the South West Local Health Integration 
Network 

 

Instructions for Facilitating Focus Groups/Interviews: 

Step 1: You will need 2 people to conduct the focus group: a facilitator and a note taker. For focus 
groups of health service providers, the facilitator should not be a direct manager. For focus groups of 
patients/clients, the facilitator should not be their direct care providers. This is to ensure that participants are 
comfortable sharing positive and negative experiences.  

Step 2: Facilitator: Distribute and review the cover letter explaining the project and what is involved. 
Provide an opportunity for participants to ask questions and to withdraw from participation at any time if they 
choose. 

Step 3: Facilitator: Follow the focus group guide to ask participants questions about their experiences in 
primary care. Use the prompt questions to help clarify the questions or reign in conversation that gets too off 
topic if necessary. Let the conversation develop and don’t be afraid to move away from the guide questions 
if the conversation goes a different direction but is relevant to identifying gaps and barriers to quality primary 
care.  

Step 4: Note taker: Take detailed notes throughout the entire focus group or interview to ensure that you 
can provide as much information to HEAL as possible.  Facilitator:  Read the notes to the group at the end 
of the session to ensure that no important details were missed. Please ensure your notes are typed or 
written legibly so HEAL can fully and accurately understand the notes. 

 

Details about the Focus Group/Interview: 

Who is leading the focus group/interview:  
 

Location of focus group:  

 

Who is participating in this focus group? 

 Population (i.e., patients, general population, Aboriginal, elderly, low income, rural, Spanish-
speaking, Francophone, Arabic Speaking, new immigrants): Please specify: 

 

 Someone on behalf of population (e.g., Mental Health Worker, Case Coordinator, Other Front Line 

Staff): Please specify:  (we do not need names) 

 

Number of participants:  
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Focus Group/Interview Script: 

Lead-In Script: We would like to talk with you about your experiences accessing primary care. A Primary 
Care Provider is defined as a family doctor or nurse practitioner who delivers primary health services, 
including health promotion, illness and injury prevention, and the diagnosis and treatment of illness and 
injury. 

1. Let’s start by talking about how you access primary care. Some of you may not have a primary care 
provider right now – we would also like to hear your experiences. What are your experiences accessing 
care? If you do not have a provider right now, what are your experiences now and when (if) you had a 
provider in the past? 

Prompt: Think specifically about timing of appointments, that is: (1) office hours, (2) the length of time 
between making an appointment and being able to see your provider, (3) and the amount of time your 
provider spends with you. Please tell me about that. 

Prompt: What about specific challenges you have faced? [Ask if they answer the above very positively or if 
they have indicated that they do not have a primary care providers at this time] 

2. Next I would like to better understand your experiences in accessing primary care. Is your primary 
care provider’s office located within a convenient distance from where you live or work?  

Prompt: What are your experiences in traveling to their office?  

Prompt: If available, would you prefer to see a different primary care provider closer to where you live or 
work? 

Prompt: Have you had challenges getting a primary care provider when you moved or when your primary 
care provider retired etc.? 

3. I want to learn more about the communication you have with your provider and their staff. Please tell 
me about a time you have experienced either good, or bad communication with your primary care providers 
or their office staff.  

Prompt: What is important to you when it comes to understanding your care and your visit with your primary 
care provider? 

 Sub-Prompt: Is language something that factors into your communication experience?  

 Sub- Prompt: What factors are important for good communication between you and your primary 
care provider?  

 Sub-Prompt: What about respectful communication and shared decision making? 

4. Have you run into financial challenges when accessing primary care?   

Prompt: Is it difficult for you to take time off work to attend primary care appointments? 

Prompt: Do you have difficulty paying for child care when you need to see your primary care provider? 

Prompt: Does your provider take into consideration your ability to pay when prescribing medications or 
recommending services (e.g. lab tests, physiotherapy, counselling)? 
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5. This next question attempts to bring some of what we have talked about together – it is okay if you 
feel like repeating what you have already mentioned. We are interested in understanding your relationship 
with your primary care provider. 

Prompt: do you think your race or religion, gender, cultural needs, appearance, or previous health issues 
affects the way you are treated? 

6. Our last question. You can be as innovative and outside-the-box as you want. Thinking about what 
we have discussed today, do you have any ideas that may help improve access to primary care? [Potential 
follow-up questions would refer back to focus group questions 1-5 looking for solutions and 
recommendations] 
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Primary Care Provider Survey 

The following questions are about your role as a primary care provider. 
Primary care is defined as "a service at the entrance to the healthcare 
system. It addresses diagnosis, ongoing treatment and the management of 
health conditions, as well as health promotion and disease and injury 
prevention. Primary care is responsible for coordinating the care of patients and integrating their care with the 
rest of the health system by enabling access to other healthcare providers and services" (Kingston-Richers et 
al., 2010).  

I. Practice Details 

1. Please enter the postal code of your practice location:  

2. Profession (choose the one that best describes you):   

 Physician 

 Nurse practitioner 

3. Is your primary care practice a (check all that apply):   

 FFS (Fee For Service) 

 CCM (Comprehensive Care Model) 

 Family Health Group 

 Family Health Network 

 Family Health Organization 

 Affiliated with a Family Health Team 

 Community Health Center 

 Aboriginal Health Access Centre 

 Nurse Practitioner Led Clinic 

 Walk In Clinic  

 Focused Practice Specialty Clinic (please specify): __________________ 

 Other (please specify): ____________________ 

4. In an average week, how many appointments do you have scheduled for patients in your office?  

______________________ 

5. In an average week, how many hours do you spend outside your office performing other professional 

duties (LTC, OB, ED, Surgical Assists, Impatient, etc.)? ______________________ 

6. Do you schedule appointments to see your patients in the emergency department?  

 Yes 

 No 

7. Do you use an Electronic Medical Record (EMR) system in your primary care practice?  

 Yes 

 No 

 No, but planning to adopt the use of EMRs within a year. 
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8. How many patients are currently rostered and/or have an active file with you at this clinic? (Your best 

estimate) __________________ 

9. Are you currently accepting new patients for management and follow-up? Select all that apply. 

 I accept all new patients who ask. 

 I accept new patients based on family member of a followed patient at the clinic.  

 I accept new patients who are referred by another doctor. 

 I accept new patients who are considered vulnerable patients. 

 I accept new patients who are orphan patients/registered on Health Care Connect. 

 I do not accept any new patients. 

 Other (please specify): ________________________________________ 

10. Do you plan to leave your primary care practice within the next 5 years?  

 Yes, retiring 

 Yes, leaving for other reasons (please specify): ____________________________________ 

 Maybe (please specify influential factors): _________________________________________ 

 No  

II. Quality of Care: 

If you have any additional comments about this section, please share them here. 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

 

How confident are you in the support you have to… 
Not at all 
Confident 

Not 
Confident 

Confident 
Very 

Confident 

11. Provide culturally safe care to patients.     

12. Provide care to patients with addictions.      

13. Provide care to patients of all religious backgrounds.     

14. Discuss alternative, traditional, or holistic medicine 

with patients.  
    

15. Provide prescription for birth control pills.     

16. Provide care for patients of all gender identities and 

sexual orientations. 
    

17. Screen for abuse, trauma, and sexual violence.     

18. Manage a patient’s mental health issues.      
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Please state whether you agree with the following statements about health care in Ontario:  

 

If you have any additional comments about this section, please share them here. 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

Please state whether you agree with the following statements about your experiences practicing primary care in 

Ontario:  

 

 

 

 

 

 
 
 
 
 
 

If you have any additional comments about this section, please share them here. 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

 
Strongly 
Disagree 

Disagree Agree 
Strongly 
Agree 

19. A team-based approach to primary care has a positive impact 
on patient care. 

    

20. Health is mostly a collective responsibility; it is up to society to 
create conditions that help maintain or improve health. 

    

21. Access to health services is mostly an absolute right; everyone 
should have the same access to health care, based on need, 
regardless of financial ability to pay. 

    

 
Strongly 
Disagree 

Disagree Agree 
Strongly 
Agree 

22. I am satisfied with the time I have available to spend with 

each patient. 
    

23. Overall, I am able to provide high quality care for my 

patients. 
    

24. I am able to connect my patients with local services and 

organizations to help them manage their health concerns. 
    

25. I am able to communicate effectively with my patients in a 

way they can understand. 
    

26. I can easily refer my patients to specialists when needed.     
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27. What do you think could be done to improve access to primary care for vulnerable patients (e.g., low 

income, rural, elderly, ethno-cultural minorities)?   

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

III. Team-Based Care 

28. Do you consider yourself a member of a team-based practice?  

□ Yes (if yes, continue to question 28) 

□ No (if no, skip to question 39) 

Please indicate how satisfied you are with the 

following: 

Not at all 

Satisfied 
Dissatisfied Neutral Satisfied 

Very 

Satisfied 

29. How members of the practice communicate among 

themselves about patients and the practice. 
     

30. The level of understanding others have of my scope 

of practice. 
     

31. My level of understanding of my role with the team.      

32. My level of understanding of the role of others 

within the team. 
     

33. The frequency with which the team is able to meet 

as a group. 
     

34. The collaboration across practice team members in 

setting goals and plans for patient care (regarding 

patients who are cared for by more than one 

member of the practice team) 

     

35. Your participation in administrative decision-making 

within the practice. 
     

 

Please indicate your level of agreement/ disagreement 

with the following statements: 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

36. My colleagues provide useful ideas and practical help to 

enable me to do the job to the best of my abilities. 
     

37. Team members are prepared to question decisions 

being made/direction being taken by the practice. 
     

38. The practice is always seeking to improve through the 

development of new ways of doing things. 
     

39. It is hard to make changes in this practice because we 

are so busy seeing patients. 
     



Primary Care Provider Survey 

IV. Demographics 

40. Where were you born? 

 Canada 

 Born Outside of Canada:  

 Country of Origin: _______________ 

 Year moved to Canada: ___________ 

 Prefer not to answer 

41. In what languages do you provide care, in addition to English? _______________________________  

42. Which of the following best describes your racial or ethnic group? (Choose all that apply)  

 Aboriginal (e.g., First Nations, Métis, Inuit) 

 Arab 

 Black 

 Chinese 

 Filipino 

 Japanese 

 Korean 

 Latin American 

 South Asian (e.g., East Indian, Pakistani, Sri Lankan) 

 Southeast Asian (e.g., Vietnamese, Cambodian, Malaysian, Laotian) 

 West Asian (e.g., Iranian, Afghan, etc.) 

 White 

 Other (Specify) _________________ 

 Prefer not to answer 

43. What is your age?   

 Under 35 

 35-49 

 50-64 

 65 or older 

 Prefer not to answer 

44. What is your gender?   

 Male 

 Female 

 Intersex 

 Trans – Female to Male 

 Trans – Male to Female 

 Other (specify): __________________ 

 Prefer not to answer 
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Health Service Provider Survey: Experiences Accessing 
Primary Care in the South West Local Health Integration 
Network 

This survey is to be completed by health care service providers (e.g., 
mental health worker, case coordinator, other front line staff) who are providing information on 
behalf of the population. As front line service providers, you are often the voice of the 
population you support. As a result, we need your help for us to fully understand the gaps and 
barriers that prevent your clients from receiving quality primary care. Primary care is the delivery 
of services provided by family doctors and nurse practitioners, including health promotion, illness 
and injury prevention, and the diagnosis and treatment of illness and injury.  
  
Please complete the following survey with your clients' experiences in mind and provide as 
specific examples as possible. 

I. Organization Information 

1. What organization do you represent? __________________________ 

2. Please enter the postal code of your organization? (e.g., N5G 0G4) _____________________ 

3. What population do you primarily work with? 

 General Population (i.e., patients of no particular sub-group) 

 Targeted Population (e.g., Aboriginal, elderly, low income, rural, Francophone, Spanish-
speaking, Arabic-speaking, immigrants). Please specify:  

_________________________________________________ 

II. Questions about Accessing Primary Care 

1. What are the experiences in accessing care you have heard about?  

 

Think specifically about 1) office hours, (2) the length of time between making an 

appointment and being able to see a provider, and (3) the amount of time a provider 

spends with patients. What specific challenges do patients face? 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 
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2. Are primary care provider's offices located within a convenient distance from where people 

live or work?  

In particular, have your clients / patients / residents experienced difficulty in travelling to a 

primary care provider's office? Would they prefer to see a PCP closer to where they live or 

work, and why or why not? 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

3. What experiences, good or bad, have you heard about the communication between 

patients and primary care providers or their office staff? 

Think specifically about what is important when it comes to understanding health care and 

visiting with a primary care provider. Is language a barrier that impacts communication? 

What factors are important for good communication between patients and a primary care 

provider? Are primary care providers respectful? Do they include patients and team 

members in decision-making regarding a patient's care? Please provide specific examples 

where appropriate. 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 
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4. What financial challenges are experienced when accessing primary care? 

In particular, is it difficult to take time off work to attend primary care appointments? Do 

people have difficulty paying for child care when they need to see a primary care provider? 

Do providers take the ability to pay into consideration when prescribing medications or 

recommending services (e.g. lab tests, physiotherapy, counselling)? 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

5. How do you feel about the relationships people have with primary care providers? Do you 

feel race or religion, gender, cultural needs, appearance, or previous health issues affects 

the way people are treated by primary care providers? 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 



  

Health Service Provider Survey 

6. Thinking about what has already been written, do you have any ideas that may help to 

improve access to primary care? You can be as innovative and outside-the-box as you 

want. 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 
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Appendix C: Summary Tables of Lived Experiences from Focus Groups and 
Health Service Provider Surveys 

 

Table C.1. Sample size of the open ended questions from the population survey, by vulnerable population and 

sub-LHIN area. 

 n 

Total Respondents 808 

Vulnerable Populations  

Seniors  317 

Aboriginal 16 

Rural 412 

Ethno-Cultural 49 

Low income 192 

Sub-LHIN Area  

Huron Perth 80 

Oxford 122 

Elgin-St. Thomas  94 

Middlesex-London  261 

Grey Bruce 250 

 

Table C.2. Coding of qualitative responses from the population survey discussing barriers to receiving quality 

primary care, by vulnerable population group. 

Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Seniors 
Respondents 

with a PCP 

% of Aboriginal 
Respondents 

with a PCP 

% of Rural 
Respondents 

with a PCP 

% of Ethno-
Cultural 

Respondents 
with a PCP 

% of Low 
Income 

Respondents 
with a PCP 

Timing of Appointments       

Wait time for appointments 5.9% 5.0% 6.3% 5.1% 6.1% 3.6% 

Insufficient office hours 3.7% 2.2% 0.0% 2.9% 0.0% 2.1% 

Time off work 3.3% 1.6% 0.0% 1.7% 0.0% 1.6% 

Wait times in office 3.0% 0.6% 6.3% 2.7% 0.0% 2.1% 

Rushed appointments 2.0% 1.3% 6.3% 1.0% 2.0% 1.6% 

Limits the number of 
concerns per visit 

1.7% 1.6% 0.0% 0.7% 2.0% 0.5% 
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Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Seniors 
Respondents 

with a PCP 

% of Aboriginal 
Respondents 

with a PCP 

% of Rural 
Respondents 

with a PCP 

% of Ethno-
Cultural 

Respondents 
with a PCP 

% of Low 
Income 

Respondents 
with a PCP 

Geographical Accessibility       

Distance to PCP 4.0% 2.5% 0.0% 2.9% 4.1% 2.6% 

Lack of PCPs in area 3.8% 1.3% 18.8% 1.5% 2.0% 4.2% 

Lack of transportation 2.2% 2.5% 0.0% 0.7% 0.0% 0.0% 

Weather 0.5% 0.0% 6.3% 0.5% 0.0% 0.0% 

Financial Accessibility       

Cost of taking time off work 1.1% 0.9% 0.0% 0.5% 0.0% 0.0% 

Cost of visit (meals, child 
care, gas, parking) 

1.0% 0.9% 0.0% 0.5% 2.0% 0.5% 

Cost of prescriptions 0.5% 0.6% 0.0% 0.2% 4.1% 1.6% 

Health Literacy & 
Communication 

      

Poor quality of care 4.5% 3.5% 0.0% 3.9% 2.0% 2.1% 

Difficulty booking 
appointments 

1.9% 1.3% 0.0% 0.7% 4.1% 1.0% 

Good quality of care 2.8% 3.8% 12.5% 3.2% 2.0% 1.6% 

Lack of mental health 
support 

1.1% 0.3% 0.0% 1.0% 2.0% 1.0% 

Fragmented system 
navigation 

0.9% 0.0% 0.0% 1.2% 0.0% 0.0% 

Language barriers 0.9% 0.6% 0.0% 0.2% 12.2% 3.1% 

Relationships with PCPs       

Poor relationships with 
PCPs 

5.0% 6.6% 0.0% 3.9% 0.0% 0.5% 

Poor relationships with 
office staff 

2.0% 1.3% 6.3% 1.9% 0.0% 0.0% 

Ableism 1.0% 1.6% 6.3% 0.2% 0.0% 1.0% 

Ageism 0.5% 0.9% 0.0% 0.0% 0.0% 0.0% 
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Table C.3. Coding of qualitative responses from the population survey discussing barriers to receiving quality 

primary care, by sub-LHIN area 

Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Total 
Respondents 
from Huron 

Perth 

% of Total 
Respondents 
from Oxford 

% of Total 
Respondents 

from Elgin 

% of Total 
Respondents 

from 
Middlesex 

London 

% of Total 
Respondents 

from Grey 
Bruce 

Timing of Appointments       

Wait time for appointments 5.9% 3.8% 10.7% 3.2% 5.7% 5.6% 

Insufficient office hours 3.7% 2.5% 7.4% 1.1% 3.8% 3.2% 

Time off work 3.3% 2.5% 5.7% 1.1% 5.4% 1.2% 

Wait times in office 3.0% 1.3% 3.3% 1.1% 1.5% 1.2% 

Rushed appointments 2.0% 2.5% 4.1% 2.1% 2.3% 0.4% 

Limits the number of 
concerns per visit 

1.7% 1.3% 3.3% 1.1% 2.3% 0.8% 

Geographical Accessibility       

Distance to PCP 4.0% 6.3% 5.7% 5.3% 3.8% 2.0% 

Lack of PCPs in area 3.8% 3.8% 10.7% 2.1% 3.4% 1.6% 

Lack of transportation 2.2% 1.3% 4.1% 0.0% 3.8% 0.8% 

Weather 0.5% 0.0% 0.0% 0.0% 0.4% 0.8% 

Financial Accessibility       

Cost of taking time off work 1.1% 1.3% 2.5% 0.0% 1.5% 0.4% 

Cost of visit (meals, child 
care, gas, parking) 

1.0% 0.0% 1.6% 1.1% 1.5% 0.4% 

Cost of prescriptions 0.5% 0.0% 0.8% 0.0% 1.1% 0.0% 

Health Literacy & 
Communication 

      

Poor quality of care 4.5% 7.5% 9.0% 2.1% 3.8% 2.8% 

Difficulty booking 
appointments 

1.9% 1.3% 4.1% 1.1% 1.9% 1.2% 

Good quality of care 2.8% 0.0% 0.8% 4.3% 2.7% 0.8% 

Lack of mental health 
support 

1.1% 0.0% 1.6% 1.1% 1.1% 1.2% 

Fragmented system 
navigation 

0.9% 1.3% 1.6% 0.0% 0.4% 1.2% 

Language barriers 0.9% 0.0% 0.0% 0.0% 2.7% 0.0% 

Relationships with PCPs       
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Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Total 
Respondents 
from Huron 

Perth 

% of Total 
Respondents 
from Oxford 

% of Total 
Respondents 

from Elgin 

% of Total 
Respondents 

from 
Middlesex 

London 

% of Total 
Respondents 

from Grey 
Bruce 

Poor relationships with 
PCPs 

5.0% 8.8% 11.5% 1.1% 4.6% 2.4% 

Poor relationships with 
office staff 

2.0% 0.0% 3.3% 0.0% 1.5% 0.8% 

Ableism 1.0% 0.0% 0.8% 0.0% 2.7% 0.0% 

Ageism 0.5% 1.3% 0.8% 0.0% 0.8% 0.0% 

Table C.4. Coding of qualitative responses from the population survey discussing improvements to improve 

access to primary care in Ontario, by vulnerable population group. 

Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Seniors 
Respondents 

with a PCP 

% of Aboriginal 
Respondents 

with a PCP 

% of Rural 
Respondents 

with a PCP 

% of Ethno-
Cultural 

Respondents 
with a PCP 

% of Low 
Income 

Respondents 
with a PCP 

More PCPs 8.2% 6.3% 7.0% 0.0% 6.8% 7.3% 

Evening/weekend office 
hours 

7.3% 6.3% 5.3% 4.1% 4.2% 7.3% 

More FHTs/CHCs 5.7% 0.0% 7.0% 2.0% 3.1% 7.3% 

More walk-in clinics 2.8% 6.3% 1.2% 0.0% 3.6% 2.7% 

Expand technology/telehealth 
services (email, skype, 
texting, etc.) 

0.9% 6.3% 1.2% 0.0% 1.6% 1.2% 

PCP recruitment/retention 1.9% 0.0% 1.9% 0.0% 2.1% 1.5% 

Affordable/accessible 
transportation 

0.6% 6.3% 1.0% 2.0% 1.0% 0.4% 

Health literacy/education 
support 

1.9% 0.0% 1.7% 0.0% 1.0% 0.8% 

Table C.5. Coding of qualitative responses from the population survey discussing improvements to improve 

access to primary care in Ontario, by sub-LHIN area. 

Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Total 
Respondents 
from Huron 

Perth 

% of Total 
Respondents 
from Oxford 

% of Total 
Respondents 

from Elgin 

% of Total 
Respondents 

from 
Middlesex 

London 

% of Total 
Respondents 

from Grey 
Bruce 

More PCPs 8.2% 5.0% 17.2% 5.3% 7.7% 8.0% 

Evening/weekend office 
hours 

7.3% 8.8% 6.6% 2.1% 8.8% 8.0% 
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Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Total 
Respondents 
from Huron 

Perth 

% of Total 
Respondents 
from Oxford 

% of Total 
Respondents 

from Elgin 

% of Total 
Respondents 

from 
Middlesex 

London 

% of Total 
Respondents 

from Grey 
Bruce 

More FHTs/CHCs 5.7% 2.5% 12.3% 3.2% 6.9% 5.6% 

More walk-in clinics 2.8% 3.8% 7.4% 0.0% 0.4% 2.8% 

Expand technology/telehealth 
services (email, skype, 
texting, etc.) 

0.9% 1.3% 0.8% 2.1% 1.1% 2.4% 

PCP recruitment/retention 1.9% 3.8% 4.1% 2.1% 0.8% 1.2% 

Affordable/accessible 
transportation 

0.6% 1.3% 0.8% 1.1% 1.9% 0.4% 

Health literacy/education 
support 

1.9% 2.5% 0.0% 0.0% 1.5% 1.2% 

Table C.6. Sample size of the open ended questions from the health service provider survey, by vulnerable 

population and sub-LHIN area. 

 n 

Total Respondents 388 

Vulnerable Populations  

Seniors  56 

Aboriginal 4 

Rural 93 

Ethno-Cultural 18 

Low income 29 

Sub-LHIN Area  

Huron Perth 54 

Oxford 69 

Elgin-St. Thomas  32 

Middlesex-London  194 

Grey Bruce 39 
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Table C.7. Coding of qualitative responses from the health service provider survey discussing barriers to 

receiving quality primary care, by vulnerable population group. 

Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Seniors 
Respondents 

with a PCP 

% of 
Aboriginal 

Respondents 
with a PCP 

% of Rural 
Respondents 

with a PCP 

% of Ethno-
Cultural 

Respondents 
with a PCP 

% of Low 
Income 

Respondents 
with a PCP 

Timing of Appointments       

Wait time for appointments 37.5% 25.0% 34.4% 38.9% 37.9% 37.5% 

Insufficient office hours 19.6% 25.0% 18.3% 22.2% 20.7% 19.6% 

Lack of PCP in area 8.9% 25.0% 9.7% 33.3% 13.8% 8.9% 

Rushed appointments 33.9% 25.0% 16.1% 11.1% 24.1% 33.9% 

Wait times for specialists 10.7% 0.0% 9.7% 0.0% 6.9% 10.7% 

Insufficient staffing 7.1% 25.0% 1.1% 11.1% 6.9% 7.1% 

Good Temporal Access 7.1% 0.0% 8.6% 0.0% 3.4% 7.1% 

Time off work 1.8% 0.0% 2.2% 0.0% 3.4% 1.8% 

Wait times in office 3.6% 25.0% 3.2% 0.0% 3.4% 3.6% 

Geographical Accessibility       

Distance between 
home/work and PCPs 

37.7% 21.4% 50.0% 29.0% 66.7% 41.4% 

Good geographical access 35.0% 30.4% 25.0% 37.6% 11.1% 31.0% 

Cost of transportation (e.g. 
cab rides, bus fare, gas, etc.) 

16.1% 12.5% 100.0% 4.3% 16.7% 10.3% 

Lack transportation in 
general  

13.2% 8.9% 25.0% 8.6% 11.1% 17.2% 

Physical mobility/accessibility 
of facility (e.g. difficulty 
travelling, no handicapped 
parking, no ramps, etc.) 

12.5% 14.3% 0.0% 3.2% 5.6% 10.3% 

Want in-home services/visits 
(or currently have them and 
like them) 

11.5% 16.1% 0.0% 7.5% 0.0% 10.3% 

Lack of public transportation 9.5% 7.1% 0.0% 4.3% 11.1% 6.9% 

Lack of PCPs in area 7.8% 3.6% 0.0% 6.5% 11.1% 6.9% 

Ability to get accompaniment 
to visits (e.g. need to bring a 
caregiver along) 

5.6% 14.3% 50.0% 2.2% 0.0% 6.9% 

Availability of specialized 
transportation services (e.g. 
Paratransit) 

3.9% 1.8% 0.0% 0.0% 0.0% 0.0% 
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Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Seniors 
Respondents 

with a PCP 

% of 
Aboriginal 

Respondents 
with a PCP 

% of Rural 
Respondents 

with a PCP 

% of Ethno-
Cultural 

Respondents 
with a PCP 

% of Low 
Income 

Respondents 
with a PCP 

Weather 3.4% 3.6% 25.0% 2.2% 5.6% 3.4% 

Loss of license (e.g. elderly 
people can no longer drive 
selves to appointment) 

2.4% 3.6% 0.0% 1.1% 0.0% 3.4% 

Availability/cost of parking 2.4% 5.4% 0.0% 4.3% 5.6% 0.0% 

Lack of walk-in/after-hours 
clinics in area 

1.7% 1.8% 0.0% 0.0% 11.1% 0.0% 

Difficulty finding 
transportation with children 

1.2% 0.0% 0.0% 0.0% 0.0% 0.0% 

Financial Accessibility       

Cost of transportation 29.6% 28.6% 50.0% 19.4% 22.2% 24.1% 

Lost wages/time off work 22.2% 12.5% 0.0% 18.3% 11.1% 3.4% 

Cost of prescription medicine 20.5% 5.4% 0.0% 19.4% 22.2% 13.8% 

General financial barriers  14.2% 8.9% 0.0% 18.3% 27.8% 6.9% 

Cost of childcare 11.2% 5.4% 0.0% 11.8% 11.1% 13.8% 

Cost of tests/services 16.6% 7.1% 0.0% 21.5% 16.7% 10.3% 

Cost of non-OHIP insured 
services (mental health, 
physio, dentist, etc.) 8.1% 7.1% 0.0% 3.2% 0.0% 13.8% 

Cost of parking 5.9% 5.4% 0.0% 7.5% 5.6% 0.0% 

Poor awareness from PCP 
about patients’ financial 
situation 5.6% 1.8% 0.0% 0.0% 5.6% 3.4% 

Lack of health insurance 3.4% 0.0% 25.0% 2.2% 0.0% 3.8% 

Cost of food/healthy eating 2.7% 3.6% 0.0% 1.1% 5.6% 3.4% 

Cost of assistive devices 2.7% 1.8% 0.0% 0.0% 0.0% 10.3% 

Fixed income/poverty 2.4% 10.7% 0.0% 3.2% 0.0% 6.9% 

Charge for missed/cancelling 
appointment 1.2% 1.8% 0.0% 1.1% 0.0% 0.0% 

Health Literacy & 
Communication 

      

Good literacy & 
communication 

24.0% 21.4% 0.0% 18.3% 22.2% 10.3% 

Rushed appointments 16.9% 12.5% 50.0% 11.8% 27.8% 20.7% 
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Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Seniors 
Respondents 

with a PCP 

% of 
Aboriginal 

Respondents 
with a PCP 

% of Rural 
Respondents 

with a PCP 

% of Ethno-
Cultural 

Respondents 
with a PCP 

% of Low 
Income 

Respondents 
with a PCP 

Not being heard/included in 
decisions 

14.9% 7.1% 50.0% 4.3% 33.3% 20.7% 

Language barriers 14.4% 8.9% 0.0% 6.5% 50.0% 17.2% 

Labelling/stereotypes/stigma
/discrimination 

9.3% 7.1% 75.0% 2.2% 11.1% 17.2% 

Poor bedside manner 
(disrespectful, rude, etc.) 

8.1% 3.6% 0.0% 7.5% 11.1% 6.9% 

Health literacy 7.8% 8.9% 0.0% 7.5% 11.1% 10.3% 

Rude office staff 7.6% 5.4% 25.0% 4.3% 5.6% 3.4% 

Difficulty booking 
appointments 

7.6% 3.6% 0.0% 5.4% 11.1% 3.4% 

Lack of health teaching 
(education for pts about care 
plan, meds, etc) 

6.6% 5.4% 25.0% 3.2% 5.6% 0.0% 

Fragmented system 6.6% 10.7% 0.0% 3.2% 0.0% 3.4% 

Want translators or have 
good translators  

5.9% 3.6% 25.0% 1.1% 33.3% 10.3% 

Receptionists as gatekeepers 
to appointments 

5.1% 3.6% 25.0% 3.2% 0.0% 3.4% 

Lack of support with system 
navigation (PCPs can't/don't 
connect pts with other 
services/resources) 

5.1% 7.1% 0.0% 1.1% 5.6% 6.9% 

Needing accompaniment (e.g. 
seniors need escort to help 
interpret & remember) 

5.1% 8.9% 25.0% 3.2% 5.6% 6.9% 

Impersonal care/lack of eye 
contact 

4.9% 1.8% 25.0% 4.3% 11.1% 0.0% 

Use of medical jargon 4.6% 7.1% 25.0% 3.2% 5.6% 0.0% 

Lack of trust 4.2% 1.8% 25.0% 1.1% 0.0% 3.4% 

Lack of technology in homes 
(e.g. phones, computer) 

3.7% 1.8% 0.0% 6.5% 11.1% 3.4% 

Impairments from disabilities 
(vision loss, hearing loss, 
stroke, speech impediment, 
TBI) 

3.4% 7.1% 0.0% 2.2% 0.0% 6.9% 

Lack of followup 
communication 

3.4% 1.8% 25.0% 4.3% 0.0% 0.0% 
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Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Seniors 
Respondents 

with a PCP 

% of 
Aboriginal 

Respondents 
with a PCP 

% of Rural 
Respondents 

with a PCP 

% of Ethno-
Cultural 

Respondents 
with a PCP 

% of Low 
Income 

Respondents 
with a PCP 

Limit of one problem per visit 
(ppv) 

3.2% 0.0% 0.0% 2.2% 16.7% 3.4% 

Threats of being "fired" by 
PCP for noncompliance 

3.2% 0.0% 0.0% 1.1% 5.6% 3.4% 

Lack of mental health support 
from PCPs 

2.7% 0.0% 0.0% 0.0% 0.0% 0.0% 

PCPs ignoring pts in favor of 
talking to 
accompaniment/escort 

2.2% 3.6% 50.0% 0.0% 6.3% 0.0% 

Relationships with PCPs       

Good relationships/no 
discrimination 

33.7% 26.8% 0.0% 31.2% 22.2% 13.8% 

Racism/culture/religion 15.6% 8.9% 100.0% 12.9% 55.6% 20.7% 

Discrimination of mentally ill 12.5% 7.1% 0.0% 7.5% 11.1% 13.8% 

Discrimination of chronically 
ill/complex patients 

10.5% 12.5% 0.0% 4.3% 0.0% 10.3% 

General discrimination 9.0% 7.1% 0.0% 5.4% 0.0% 17.2% 

Discrimination of substance 
abusers 

7.6% 0.0% 50.0% 2.2% 11.1% 13.8% 

Discrimination of lifestyle 
choices 

4.4% 3.6% 0.0% 3.2% 0.0% 3.4% 

Sexism 4.2% 1.8% 0.0% 7.5% 11.1% 0.0% 

Discrimination based on 
appearance 

3.9% 1.8% 0.0% 6.5% 5.6% 6.9% 

Discrimination based on 
language differences 

3.7% 5.4% 0.0% 1.1% 5.6% 10.3% 

Discrimination of poverty 2.9% 0.0% 0.0% 1.1% 0.0% 10.3% 

Ageism 2.7% 5.9% 25.0% 2.2% 0.0% 0.0% 

Discrimination based on lack 
of health literacy/perceived 
intelligence 

2.4% 1.8% 0.0% 3.2% 0.0% 6.9% 

Discrimination towards PCPs 2.4% 1.8% 0.0% 4.3% 0.0% 0.0% 

Discrimination of narcotic 
users 

2.2% 0.0% 0.0% 0.0% 5.6% 6.9% 
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Table C.8. Coding of qualitative responses from the health service provider survey discussing barriers to 

receiving quality primary care, by sub-LHIN area 

Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Total 
Respondents 
from Huron 

Perth 

% of Total 
Respondents 
from Oxford 

% of Total 
Respondents 

from Elgin 

% of Total 
Respondents 

from 
Middlesex 

London 

% of Total 
Respondents 

from Grey 
Bruce 

Timing of Appointments       

Wait time for appointments 37.5% 24.1% 47.8% 21.9% 27.8% 35.9% 

Insufficient office hours 19.6% 24.1% 27.5% 18.8% 22.7% 20.5% 

Lack of PCP in area 8.9% 5.6% 18.8% 15.6% 12.4% 5.1% 

Rushed appointments 33.9% 20.4% 33.3% 15.6% 22.2% 25.6% 

Wait times for specialists 10.7% 13.0% 11.6% 9.4% 9.8% 15.4% 

Insufficient staffing 7.1% 3.7% 5.8% 0.0% 7.7% 2.6% 

Good Temporal Access 7.1% 16.7% 5.8% 3.0% 7.2% 15.4% 

Time off work 1.8% 1.9% 7.2% 0.0% 6.7% 17.9% 

Wait times in office 3.6% 1.9% 7.2% 0.0% 3.1% 5.1% 

Geographical Accessibility       

Distance between 
home/work and PCPs 

37.7% 37.0% 30.4% 43.8% 27.3% 38.5% 

Good geographical access 35.0% 33.3% 42.0% 28.1% 31.4% 56.4% 

Cost of transportation (e.g. 
cab rides, bus fare, gas, etc.) 

16.1% 13.0% 10.1% 12.5% 14.4% 20.5% 

Lack transportation in 
general  

13.2% 11.1% 14.5% 28.1% 17.5% 15.4% 

Physical mobility/accessibility 
of facility (e.g. difficulty 
travelling, no handicapped 
parking, no ramps, etc.) 

12.5% 1.9% 8.7% 12.5% 14.9% 2.6% 

Want in-home services/visits 
(or currently have them and 
like them) 

11.5% 7.4% 10.1% 15.6% 10.3% 7.7% 

Lack of public transportation 9.5% 3.7% 5.8% 9.4% 7.2% 10.3% 

Lack of PCPs in area 7.8% 14.8% 14.5% 6.3% 9.3% 5.1% 

Ability to get accompaniment 
to visits (e.g. need to bring a 
caregiver along) 

5.6% 0.0% 7.2% 6.3% 4.1% 2.6% 

Availability of specialized 
transportation services (e.g. 
Paratransit) 

3.9% 1.9% 1.4% 0.0% 4.1% 0.0% 
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Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Total 
Respondents 
from Huron 

Perth 

% of Total 
Respondents 
from Oxford 

% of Total 
Respondents 

from Elgin 

% of Total 
Respondents 

from 
Middlesex 

London 

% of Total 
Respondents 

from Grey 
Bruce 

Weather 3.4% 1.9% 2.9% 3.1% 2.1% 7.7% 

Loss of license (e.g. elderly 
people can no longer drive 
selves to appointment) 

2.4% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Availability/cost of parking 2.4% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Lack of walk-in/after-hours 
clinics in area 

1.7% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Difficulty finding 
transportation with children 

1.2% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Financial Accessibility       

Cost of transportation 29.6% 29.0% 23.2% 31.3% 27.3% 46.2% 

Lost wages/time off work 22.2% 18.8% 21.7% 9.4% 19.6% 7.7% 

Cost of prescription medicine 20.5% 18.8% 15.9% 15.6% 16.5% 17.9% 

General financial barriers  
14.2% 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Cost of childcare 
11.2% 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Cost of tests/services 
16.6% 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Cost of non-OHIP insured 
services (mental health, 
physio, dentist, etc.) 8.1% 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Cost of parking 
5.9% 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Poor awareness from PCP 
about patients’ financial 
situation 5.6% 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Lack of health insurance 
3.4% 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Cost of food/healthy eating 
2.7% 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Cost of assistive devices 
2.7% 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Fixed income/poverty 
2.4% 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 
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Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Total 
Respondents 
from Huron 

Perth 

% of Total 
Respondents 
from Oxford 

% of Total 
Respondents 

from Elgin 

% of Total 
Respondents 

from 
Middlesex 

London 

% of Total 
Respondents 

from Grey 
Bruce 

Charge for missed/cancelling 
appointment 1.2% 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Insufficient 
Data 

Health Literacy & 
Communication 

      

Good literacy & 
communication 

24.0% 
22.2% 23.2% 21.9% 22.7% 46.2% 

Rushed appointments 16.9% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Not being heard/included in 
decisions 

14.9% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Language barriers 14.4% 7.4% 15.3% 9.4% 11.3% 15.4% 

Labelling/stereotypes/stigma
/discrimination 

9.3% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Poor bedside manner 
(disrespectful, rude, etc.) 

8.1% 
9.3% 20.3% 18.8% 10.3% 17.9% 

Health literacy 7.8% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Rude office staff 7.6% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Difficulty booking 
appointments 

7.6% 
13.0% 7.2% 0.0% 5.7% 12.8% 

Lack of health teaching 
(education for pts about care 
plan, meds, etc) 

6.6% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Fragmented system 6.6% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Want translators or have 
good translators  

5.9% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Receptionists as gatekeepers 
to appointments 

5.1% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Lack of support with system 
navigation (PCPs can't/don't 
connect pts with other 
services/resources) 

5.1% 

9.3% 2.9% 6.3% 9.8% 20.5% 

Needing accompaniment (e.g. 
seniors need escort to help 
interpret & remember) 

5.1% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
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Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Total 
Respondents 
from Huron 

Perth 

% of Total 
Respondents 
from Oxford 

% of Total 
Respondents 

from Elgin 

% of Total 
Respondents 

from 
Middlesex 

London 

% of Total 
Respondents 

from Grey 
Bruce 

Impersonal care/lack of eye 
contact 

4.9% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Use of medical jargon 4.6% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Lack of trust 4.2% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Lack of technology in homes 
(e.g. phones, computer) 

3.7% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Impairments from disabilities 
(vision loss, hearing loss, 
stroke, speech impediment, 
TBI) 

3.4% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Lack of followup 
communication 

3.4% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Limit of one problem per visit 
(ppv) 

3.2% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Threats of being "fired" by 
PCP for noncompliance 

3.2% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Lack of mental health support 
from PCPs 

2.7% 
0.0% 2.9% 6.3% 3.1% 0.0% 

PCPs ignoring pts in favor of 
talking to 
accompaniment/escort 

2.2% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Relationships with PCPs       

Good relationships/no 
discrimination 

33.7% 
37.0% 40.6% 25.0% 25.3% 38.5% 

Racism/culture/religion 15.6% 5.6% 2.9% 3.1% 11.9% 7.7% 

Discrimination of mentally ill 12.5% 9.3% 7.2% 12.5% 10.8% 12.8% 

Discrimination of chronically 
ill/complex patients 

10.5% 
1.9% 5.8% 3.1% 13.9% 10.3% 

General discrimination 9.0% 0.0% 5.8% 9.4% 5.2% 7.7% 

Discrimination of substance 
abusers 

7.6% 
3.7% 8.7% 0.0% 6.7% 5.1% 

Discrimination of lifestyle 
choices 

4.4% 
1.9% 1.4% 3.1% 0.5% 0.0% 

Sexism 4.2% 5.6% 2.9% 0.0% 4.1% 2.6% 



 

XL 

  

Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Total 
Respondents 
from Huron 

Perth 

% of Total 
Respondents 
from Oxford 

% of Total 
Respondents 

from Elgin 

% of Total 
Respondents 

from 
Middlesex 

London 

% of Total 
Respondents 

from Grey 
Bruce 

Discrimination based on 
appearance 

3.9% 
1.9% 1.4% 0.0% 4.1% 2.6% 

Discrimination based on 
language differences 

3.7% 
0.0% 2.9% 0.0% 4.1% 2.6% 

Discrimination of poverty 2.9% 1.9% 4.3% 0.0% 2.6% 2.6% 

Ageism 2.7% 5.6% 0.0% 0.0% 2.6% 2.6% 

Discrimination based on lack 
of health literacy/perceived 
intelligence 

2.4% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Discrimination towards PCPs 2.4% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Discrimination of narcotic 
users 

2.2% 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 
Insufficient 

Data 

Table C.9. Coding of qualitative responses from the health service provider survey discussing improvements to 

improve access to primary care in Ontario, by vulnerable population group. 

Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Seniors 
Respondents 

with a PCP 

% of Aboriginal 
Respondents 

with a PCP 

% of Rural 
Respondents 

with a PCP 

% of Ethno-
Cultural 

Respondents 
with a PCP 

% of Low 
Income 

Respondents 
with a PCP 

Home visits 12.7% 14.3% 50.0% 9.7% 16.7% 10.3% 

More FHTs/CHCs 12.7% 10.7% 0.0% 7.5% 5.6% 10.3% 

Evening/weekend office 
hours 

11.0% 5.4% 0.0% 4.3% 16.7% 6.9% 

Training/education for PCPs 10.8% 16.1% 25.0% 6.5% 16.7% 6.9% 

More PCPs 9.8% 7.1% 25.0% 6.5% 22.2% 10.3% 

Affordable/accessible 
transportation 

8.3% 5.4% 25.0% 4.3% 22.2% 3.4% 

Change PCP funding model 8.1% 5.4% 0.0% 2.2% 11.1% 13.8% 

More support for system 
navigation 

7.8% 5.4% 0.0% 2.2% 0.0% 17.2% 

More NPs 7.1% 8.9% 0.0% 5.4% 0.0% 10.3% 

More walk-in clinics 6.8% 0.0% 0.0% 3.2% 16.7% 3.4% 
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Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Seniors 
Respondents 

with a PCP 

% of Aboriginal 
Respondents 

with a PCP 

% of Rural 
Respondents 

with a PCP 

% of Ethno-
Cultural 

Respondents 
with a PCP 

% of Low 
Income 

Respondents 
with a PCP 

Improve appt booking 
services (online booking, no 
automated calls, friendlier 
staff, etc.) 

5.9% 5.4% 0.0% 1.1% 11.1% 6.9% 

More mental health support 
in primary care 

5.6% 0.0% 25.0% 2.2% 0.0% 3.4% 

Expand technology/telehealth 
services (email, skype, 
texting, etc.) 

5.4% 0.0% 0.0% 2.2% 16.7% 10.3% 

Universal EMRs 5.4% 7.1% 0.0% 3.2% 0.0% 3.4% 

Accountability 5.1% 5.4% 0.0% 3.2% 5.6% 6.9% 

Longer appts 3.4% 3.6% 0.0% 3.2% 5.6% 0.0% 

Retention of PCPs 3.4% 0.0% 0.0% 3.2% 5.6% 6.9% 

Increase funding for frontline 
staff 

3.2% 1.8% 25.0% 5.4% 0.0% 0.0% 

Ban rejection by PCPs 2.2% 1.8% 0.0% 2.2% 0.0% 0.0% 

Address health literacy gaps 
via pt. education 

2.2% 0.0% 0.0% 0.0% 5.6% 3.4% 

Increase 
funding/compensation for 
PCPs 

2.0% 0.0% 0.0% 2.2% 0.0% 3.4% 

Mandatory roster sizes 1.7% 1.8% 0.0% 1.1% 0.0% 0.0% 

Blended appts 1.7% 1.8% 0.0% 1.1% 16.7% 0.0% 

Include social workers/SDH in 
primary care 

0.7% 0.0% 0.0% 0.0% 0.0% 0.0% 

Table C.10. Coding of qualitative responses from the health service provider survey discussing improvements to 

improve access to primary care in Ontario, by sub-LHIN area. 

Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Total 
Respondents 
from Huron 

Perth 

% of Total 
Respondents 
from Oxford 

% of Total 
Respondents 

from Elgin 

% of Total 
Respondents 

from 
Middlesex 

London 

% of Total 
Respondents 

from Grey 
Bruce 

Home visits 12.7% 14.3% 50.0% 9.7% 16.7% 10.3% 

More FHTs/CHCs 12.7% 10.7% 0.0% 7.5% 5.6% 10.3% 

Evening/weekend office 
hours 

11.0% 5.4% 0.0% 4.3% 16.7% 6.9% 
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Coding of Qualitative 
Responses 

% of Total 
Respondents 

with a PCP 

% of Total 
Respondents 
from Huron 

Perth 

% of Total 
Respondents 
from Oxford 

% of Total 
Respondents 

from Elgin 

% of Total 
Respondents 

from 
Middlesex 

London 

% of Total 
Respondents 

from Grey 
Bruce 

Training/education for PCPs 10.8% 16.1% 25.0% 6.5% 16.7% 6.9% 

More PCPs 9.8% 7.1% 25.0% 6.5% 22.2% 10.3% 

Affordable/accessible 
transportation 

8.3% 5.4% 25.0% 4.3% 22.2% 3.4% 

Change PCP funding model 8.1% 5.4% 0.0% 2.2% 11.1% 13.8% 

More support for system 
navigation 

7.8% 5.4% 0.0% 2.2% 0.0% 17.2% 

More NPs 7.1% 8.9% 0.0% 5.4% 0.0% 10.3% 

More walk-in clinics 6.8% 0.0% 0.0% 3.2% 16.7% 3.4% 

Improve appt booking 
services (online booking, no 
automated calls, friendlier 
staff, etc.) 

5.9% 5.4% 0.0% 1.1% 11.1% 6.9% 

More mental health support 
in primary care 

5.6% 0.0% 25.0% 2.2% 0.0% 3.4% 

Expand technology/telehealth 
services (email, skype, 
texting, etc.) 

5.4% 0.0% 0.0% 2.2% 16.7% 10.3% 

Universal EMRs 5.4% 7.1% 0.0% 3.2% 0.0% 3.4% 

Accountability 5.1% 5.4% 0.0% 3.2% 5.6% 6.9% 

Longer appts 3.4% 3.6% 0.0% 3.2% 5.6% 0.0% 

Retention of PCPs 3.4% 0.0% 0.0% 3.2% 5.6% 6.9% 

Increase funding for frontline 
staff 

3.2% 1.8% 25.0% 5.4% 0.0% 0.0% 

Ban rejection by PCPs 2.2% 1.8% 0.0% 2.2% 0.0% 0.0% 

Address health literacy gaps 
via pt. education 

2.2% 0.0% 0.0% 0.0% 5.6% 3.4% 

Increase 
funding/compensation for 
PCPs 

2.0% 0.0% 0.0% 2.2% 0.0% 3.4% 

Mandatory roster sizes 1.7% 1.8% 0.0% 1.1% 0.0% 0.0% 

Blended appts 1.7% 1.8% 0.0% 1.1% 16.7% 0.0% 

Include social workers/SDH in 
primary care 

0.7% 0.0% 0.0% 0.0% 0.0% 0.0% 
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Accessibility of Spanish-speaking primary 
care providers 

       

Spanish-speaking primary care 
providers’ locations 

Link Link Link Link Link Link N/A 

Within 15 minutes Link Link Link Link Link Link N/A 

Within 30 minutes Link Link Link Link Link Link N/A 

Accessibility to Arabic-speaking primary 
care providers 

       

Arabic-speaking primary care 
providers’ locations 
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locations 
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rural areas 
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Accessibility to primary care providers 
among seniors 75 and older 
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Accessibility to primary care providers in 
areas with high social determinants of 
need values 
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Maps for Health Links 
South 
West 
LHIN 

Elgin 
Huron 
Perth 

Middlesex 
London 

North 
Grey 
Bruce 

Oxford 
South 
Grey 
Bruce 

Within 30 minutes Link Link Link Link Link Link Link 

Within 45 minutes Link Link Link Link Link Link Link 

Within 60 minutes Link Link Link Link Link Link Link 

 

Maps for Counties 
Elgin 

County 

Grey 
Bruce 

County 

Huron 
County 

Middlesex 
County 

Oxford 
County 

Perth 
County 

Vulnerable Populations       

Population Density Link Link Link Link Link Link 

Density of Children (under 18) Link Link Link Link Link Link 

Density of Seniors (65 & over) Link Link Link Link Link Link 

Density of Seniors (75 and over) Link Link Link Link Link Link 

Lone Parenthood Link Link Link Link Link Link 

Recent Immigrant Population Link Link N/A Link Link Link 

Visible Minority Population Link Link Link Link Link Link 

Median Household Income Link Link Link Link Link Link 

Low Income Cut-Off Link Link Link Link Link Link 

Educational Attainment Link Link Link Link Link Link 

No Official Language Spoken Link Link Link Link Link Link 

Aboriginal Density Link Link Link Link Link Link 

Francophone Density Link Link Link Link Link Link 

Spanish Population Link Link Link Link Link Link 

Arabic Population Link Link N/A Link Link Link 

Population Change Link Link Link Link Link Link 

Index of Need Link Link Link Link Link Link 

Geographic Accessibility       

Accessibility to primary care providers       

Primary care provider locations Link Link Link Link Link Link 

Within 15 minutes Link Link Link Link Link  Link 

Within 30 minutes Link Link Link Link Link Link 

Within 45 minutes Link Link Link Link Link Link 

Within 60 minutes Link Link Link Link Link Link 

Accessibility to primary care providers under 60       

Primary care providers under 60 locations Link Link Link Link Link Link 

Within 15 minutes Link Link Link Link Link Link 

Within 30 minutes Link Link Link Link Link Link 

Accessibility to team-based primary care providers       

Team-based primary care provider locations Link Link Link Link Link Link 

Within 15 minutes Link Link Link Link Link Link 

Within 30 minutes Link Link Link Link Link Link 

Geographic Accessibility Among Vulnerable Populations       

Accessibility to French-speaking primary care 
providers 

      

French-speaking primary care providers’ locations Link Link Link Link Link Link 

Within 15 minutes Link Link Link Link Link Link 

Within 30 minutes Link Link Link Link Link Link 
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LII 

  

Maps for Counties 
Elgin 

County 

Grey 
Bruce 

County 

Huron 
County 

Middlesex 
County 

Oxford 
County 

Perth 
County 

Accessibility of Spanish-speaking primary care 
providers 

      

Spanish-speaking primary care providers’ 
locations 

Link Link Link Link Link Link 

Within 15 minutes Link Link Link Link Link Link 

Within 30 minutes Link Link Link Link Link Link 

Accessibility to Arabic-speaking primary care 
providers 

      

Arabic-speaking primary care providers’ locations Link N/A N/A Link Link N/A 

Within 15 minutes Link N/A N/A Link Link N/A 

Within 30 minutes Link N/A N/A Link Link N/A 

Accessibility to Aboriginal primary care providers       

Culturally safe primary care providers’ locations Link Link Link Link Link Link 

Within 15 minutes Link Link Link Link Link Link 

Within 30 minutes Link Link Link Link Link Link 

Accessibility to primary care providers in rural areas       

Definition of rural areas Link Link Link Link Link Link 

Within 15 minutes Link Link Link Link Link Link 

Within 30 minutes Link Link Link Link Link Link 

Within 45 minutes Link Link Link Link Link Link 

Within 60 minutes Link Link Link Link Link Link 

Accessibility to primary care providers among low 
income population 

      

Within 15 minutes Link Link Link Link Link Link 

Within 30 minutes Link Link Link Link Link Link 

Within 45 minutes Link Link Link Link Link Link 

Within 60 minutes Link Link Link Link Link Link 

Accessibility to primary care providers with low 
median household incomes 

      

Within 15 minutes Link Link Link Link Link Link 

Within 30 minutes Link Link Link Link Link Link 

Within 45 minutes Link Link Link Link Link Link 

Within 60 minutes Link Link Link Link Link Link 

Accessibility to primary care providers among seniors 
75 and older 

      

Within 15 minutes Link Link Link Link Link Link 

Within 30 minutes Link Link Link Link Link Link 

Within 45 minutes Link Link Link Link Link Link 

Within 60 minutes Link Link Link Link Link Link 

Accessibility to primary care providers in areas with 
high social determinants of need values 

      

Within 15 minutes Link Link Link Link Link Link 

Within 30 minutes Link Link Link Link Link Link 

Within 45 minutes Link Link Link Link Link Link 

Within 60 minutes Link Link Link Link Link Link 
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LIII 

  

Maps for Settlements 
City of 

St. 
Thomas 

City of 
Owen 
Sound 

Town of 
Goderich 

City of 
London 

Town of 
Strathroy 

City of 
Woodstock 

City of 
Stratford 

Vulnerable Populations        

Population Density Link Link Link Link Link Link Link 

Density of Children (under 18) Link Link Link Link Link Link Link 

Density of Seniors (65 & over) Link Link Link Link Link Link Link 

Density of Seniors (75 & over) Link Link Link Link Link Link Link 

Lone Parenthood Link Link Link Link Link Link Link 

Recent Immigrant Population N/A N/A N/A Link N/A Link Link 

Visible Minority Population Link Link N/A Link Link Link Link 

Median Household Income Link Link Link Link Link Link Link 

Low Income Cut-Off Link Link Link Link Link Link Link 

Educational Attainment Link Link Link Link Link Link Link 

No Official Language Spoken Link Link N/A Link Link Link Link 

Aboriginal Density Link Link Link Link Link Link Link 

Francophone Density Link Link Link Link Link Link Link 

Spanish Population Link Link N/A Link Link Link Link 

Arabic Population Link Link N/A Link N/A N/A Link 

Population Change Link Link Link Link Link Link Link 

Index of Need Link Link Link Link Link Link Link 

Geographic Accessibility        
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