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The impacts of the COVID-19 pandemic 
continue to be felt in Canadian dentistry.

In the past our environmental scanning report 
could identify and rank  dentistry megatrends for the 
next several years.  This worked well and provided 
a longer horizon in a pre-pandemic world. The 
current scan reflects the limitations, uncertainty 
and extreme volatility in all key health, political, 
economic, social and technological indicators. 

This year the pandemic has caused major 
disruptions across the entire environmental 
scanning spectrum. Planning for the longer term 
at this juncture is not ideal; there are too many 
changing and interrelated variables that are 
affected by the prolonged length of the pandemic.

More than ever, health care and economic factors 
will have a major impact on how dentistry and 

the oral health care sector adapts and evolves  
in Canada over the next few years. Instead of 
megatrends, this COVID-19 edition of the CDA 
environmental scan will identify key COVID-19 
factors that will directly or indirectly impact 
Canadian dentistry in the short term.  These key 
factors are discussed below, classified as supply 
side or demand side. 

Demand side factors will have a greater impact 
on the recovery of dentistry and are mostly out of 
the control of the profession.  Organized dentistry 
needs to monitor, anticipate and adapt to change 
much more quickly than in the past.

Supply side factors will have a lesser impact on 
dentistry, although the profession will have  some 
control over these factors.

As a point of reference, the megatrends 
section of the most recent 2020 Environmental 
Scan is included in the Appendix of this report, 
with a brief commentary on the impact of the 
pandemic on each megatrend.



PANDEMIC  
IMPACT 
ON DENTISTRY
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DEMAND SIDE FACTORS
 X The COVID-19 pandemic has affected local lives 

and economies differently and there are regional 
differences in the impact on practice. The number 
of dental patients and the frequency of their visits 
have declined and may not recover for several years.  
Employment levels, interest rates, inflation, household 
spending, debt levels and savings rates all factor into 
the rate of economic recovery.  The Bank of Canada 
stated in July that “the reopening of the economy 
will be a complex process, and the responses of 
consumers to new spending options will be difficult 
to predict,” and “we will continue to provide the 
appropriate degree of monetary policy stimulus to 
support the recovery.”

SO WHAT? 
With such difficulties in predicting consumer 
spending, it will be an ongoing challenge to 
predict the normalization of the dental sector. It 
will not normalize until annual visitation rates reach 
the 75% pre-pandemic level.  Every percentage 
point below that will have significant impact.

 X Workplaces have changed considerably and 
some of those changes will be permanent.  Flexible 
work arrangements, working from home, new 
workforce expectations—all will contribute to a very 
different practice environment for dentists, while 
patients will have a much greater degree of control 
of services offered and frequency of care. 

SO WHAT?
The impact is twofold: 

a) dental office staff will expect alternative work 
arrangements and 

b) dental patients will have differing work 
arrangements and thus change their 
dental appointment behaviors and 
types of benefit plans.

 X Health and dental benefits packages will evolve 
and change permanently.  Flexible benefits will 
take on a new look as employers grapple with 
new service offerings for their employees, many 
of whom will work remotely and have different 
expectations. It is unclear how extensive changes 
in benefits will be over the next few years.

SO WHAT?  
These changes will affect dentists’ practice 
volumes and the types of dental care patients 
seek. Digital disruptors will continue to create a 
paradigm shift across dental care in Canada, as 
more people have become accustomed to using 
digital solutions in the pandemic environment.   

 X Canadians are adopting digital solutions and 
forming new, longer-term habits, such as online 
booking and virtual visits.  

SO WHAT?
Dental practices will need to rapidly evolve to 
meet these expectations.  The dental industry, like 
any other business, will need to focus more on its 
online presence and offerings to reach a large 
number of people.

 X The greater financial impacts of the pandemic 
on certain groups will create even further 
inequities in oral health care. The pandemic 
has created an environment that threatens an 
inclusive recovery for all Canadians, and minority 
groups, low-income, unemployed young people, 
certain industry sectors and other vulnerable 
Canadians will have more difficulty accessing 
dental care. Public dental programs may also be 
significantly impacted as Canada deals with a 
massive debt burden caused by the pandemic.

SO WHAT?  
Dentists across the country will see differing 
impacts on their practice or incomes depending on 
their patient profiles and regional demographics. 
Organized dentistry will need to take a segmented 
approach to address recovery.
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SUPPLY SIDE FACTORS
 X Dental market consolidation will continue 

at an increased pace.  The recent dental IPO 
this year is a good indicator of the trends in 
the sector. The pandemic has made the dental 
practice environment even more economically 
challenging for new dentists and the trend 
towards larger groups, network of dental practices 
and dental management firms will outpace solo 
practices and partnerships. 

SO WHAT? 
The practice environment of dentists has been 
changing and will continue to change,  as trend 
towards larger, multi-site practices continues. 
Organized dentistry needs to maintain its 
relevance to individual practitioners while 
showing value for large, potentially corporate 
practice owners.

 X The commercial nature of dentistry will become 
more pronounced due to the pandemic. Dentists 
and group practices need to find ways to survive 
and thrive in the post-COVID era.  The public will 
also look increasingly for cheaper alternatives 
such as direct-to-consumer and may not be as 
concerned with safety considerations of dental 
treatments after the COVID experience.

SO WHAT? 
Lower revenues per patient per year will give 
dentists the incentive to treat more patients to 
maintain incomes that justify their investment in 
dental education and practice.  To cope with 
increasing competition, dentists may adopt 
business strategies, including marketing and 
advertising, to attract patients, upsell services or 
retain their patient base. This could be perceived 
negatively by the public.

 X Staffing challenges in dentistry may become 
severe. Because of the pandemic, allied dental 
providers are facing unprecedented challenges.  
Even before the pandemic, a shortage of dental 
assistants and concerns about unhealthy work 
environments were issues.  

SO WHAT?  
Organized dentistry needs to research and share 
information about the viability and sustainability 
of new alternative and integrated practice 
models. A systematic analysis of the current 
workforce structure and ways it can be mended 
is also required.

 X The numbers of dentists may start to decline 
but will not be problematic if demand also 
declines. The reasons for this are twofold: 1) 
Currently, dentistry has the most expensive of all 
post-secondary tuition fees. As the effects of the 
pandemic continue to be felt across society, there 
may be an increased hesitancy to undertake 
studies in this field, especially if reports surface 
of challenges and decreased earnings of dental 
professionals; and 2) a negligible number of 
foreign-trained dentists have been licensed in 
Canada during the pandemic, and this trend 
may continue.

SO WHAT? 
Now more than ever before there is a need for 
well-designed and researched human resources 
planning model for oral health care to quantify the 
number and location of oral health providers, their 
practice environments and demand projections. 
This is even more important given the move 
towards voluntary association membership.

 X The pandemic is not over.  Pandemic measures 
and procedures implemented in dental practice 
over the last two years will need to be continuously 
modified as new information becomes available, 
and dentists need to work in this unstable 
environment.  This may contribute to burnout and 
other issues.

SO WHAT? 
Organized dentistry will need to help members 
navigate in a post-COVID-19 practice environment 
for many years to come.
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POLITICAL
BUDGET 2021 

On April 19, Deputy Prime Minister and Minister 
of Finance Chrystia Freeland tabled the first 
federal budget in over two years. There is no 
specific mention of dental care or oral health 
care in the budget. However, several measures 
and commitments are related to dentistry. These 
are outlined below:

Providing Access to Vaccines: 
Canada is on track to meet the commitment 
that every Canadian who wants to be fully 
vaccinated will be by the end of September. As 
a result of the federal government’s ongoing 
efforts to accelerate the delivery of COVID-19 
vaccines, Canada received a total of 9.5 million 
doses by the end of March 2021, 3.5 million more 
than the initial target.  

Supporting Long Term Care: 
Budget 2021 proposed spending $3 billion 
over five years, starting in 2022-23, to support 
the provinces and territories in ensuring that 
standards for long-term care are enforced 
and permanent changes are made. To ensure 
seniors and those in care live in safe and 
dignified conditions, the federal government will 
collaborate with provinces and territories, while 
respecting their jurisdiction over health care. 
Budget 2021 also includes $41.3 million over 
six years, starting in 2021-22, and $7.7 million 
ongoing, for Statistics Canada to improve data 
infrastructure and data collection on supportive 
care, primary care and pharmaceuticals. 

Helping Our Health Care Systems Recover:
As announced in March 2021, the federal 
government will provide provinces and territories 
with $4 billion through a one-time top-up to the 
Canada Health Transfer. This will help clear the 
backlog of delayed procedures and treatments 
that Canadians need to stay healthy. 

Renewing the Territorial Health  
Investment Fund:
Budget 2021 included $54 million over two years, 
starting in 2021-22, to renew the Territorial Health 
Investment Fund. Of this amount, $27 million would 
be allocated to Nunavut, $12.8 million to Yukon 
and $14.2 million to the Northwest Territories. 

Extending the Canada Emergency  
Wage Subsidy:
Budget 2021 proposed extending the wage 
subsidy until September 25, 2021. It also 
proposed gradually decreasing the subsidy 
rate, beginning July 4, 2021, to ensure an orderly 
phase-out of the program as vaccination rates 
climb and the economy reopens.  

Extending the CEBA and Lockdown Support:
Budget 2021 proposed extending the rent subsidy 
and Lockdown Support until September 25, 2021. It 
also proposed gradually decreasing the rate of the 
rent subsidy, beginning July 4, 2021, to ensure an 
orderly phase-out of this program as vaccinations 
rates climb and the economy reopens.  

Extending the Canada Emergency Business 
Account (CEBA): 
Budget 2021 extended the application deadline 
for the CEBA to June 30, 2021.  

Maintaining Flexible Access to Employment 
Insurance (EI) Benefits: 
Budget 2021 announced future consultations on 
long-term reforms to EI. The government proposes 
to provide $5 million over two years, starting in 
2021-22, to Employment and Social Development 
Canada for targeted consultations with 
Canadians, employers, and other stakeholders 
from across the country. These consultations will 
examine systemic gaps exposed by COVID-19.

Providing Relief from Student Debt: 
Budget 2021 proposed introducing legislation that 
would extend the waiver of interest accrual on 
Canada Student Loans and Canada Apprentice 
Loans until March 31, 2023. This change has an 
estimated cost of $392.7 million in 2022-23.  
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Towards a New Disability Benefit: 
Budget 2021 proposed providing $11.9 million over 
three years, starting in 2021-22, to Employment 
and Social Development Canada to undertake 
consultations to reform the eligibility process 
for federal disability programs and benefits. This 
will help maximize the reach of these programs 
to improve the lives of Canadians living with 
disabilities. This work would feed directly into the 
design of a new disability benefit.

Moving Forward on National  
Universal Pharmacare:
The case for national universal pharmacare is 
well-established. The government is committed to 
work with provinces, territories and stakeholders 
to build on the foundational elements that are 
already in progress, like the national strategy 
on high-cost drugs for rare diseases, toward the 
goal of a universal national program. To maintain 
momentum, the government will proceed with its 
announced plan to provide ongoing funding of 
$500 million for the program for high-cost drugs 
for rare diseases. The government will also directly 
engage with willing partners on national universal 
pharmacare, alongside other important health 
priorities, that can be advanced at the provincial 
and territorial level. 

Improving Health Outcomes in  
Indigenous Communities:
Budget 2021 proposed investing $1.4 billion 
over five years, beginning in 2021-22, and $40.6 
million ongoing, to maintain essential health 
care services for First Nations and Inuit peoples, 
and to continue transforming First Nations health 
systems. These include: 

• $774.6 million over five years, beginning in 
2021-22, to ensure continued high-quality 
care through the Non-Insured Health Benefits 
Program, which supports First Nations and 
Inuit people with medically necessary services 
not otherwise covered, such as mental health 
services, medical travel, medications and more. 

• $354 million over five years, beginning in 2021-
22, to increase the number of nurses and other 
medical professionals in remote and isolated 
First Nations communities.

• $107.1 million over three years, beginning in 
2021-22, to continue efforts to transform how 
health care services are designed and delivered 
by First Nations communities, building on the 
government’s commitment to improve access to 
high-quality and culturally relevant health care 
for Indigenous peoples.

• $125.2 million over four years, beginning in 
2022-23, to continue to support First Nations 
communities’ reliable access to clean water 
and to help ensure the safe delivery of health 
and social services on reserve.

Source: Temple Scott Associates, 2021.
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ECONOMIC
THE PANDEMIC’S LONGER TERM  
LINGERING EFFECTS 
• The long-term outlook is for modest economic 

growth, with immigration and productivity gains 
helping to counter the impact on the labour 
force of the last wave of retiring baby boomers. 

• Inflation will rise over the near term but return to 
the 2.0% range and remain at this level into the 
long term. This will enable the Bank of Canada 
to keep interest rates at historically low levels 
through 2040. 

• Fiscal deficits will persist over the long term, as 
the federal government will find it challenging 
to contain spending due to rising health care 
expenditure and demands from the provinces 
and cities for funding. 

• Investment in Canada’s energy patch will be 
weak over the long term because of the winding 
down of existing projects, a lack of new projects 
and ongoing difficulties in delivering energy to 
foreign markets. 

• The pandemic has added to the trend toward 
deglobalization, which emerged during the 
Trump administration and could persist over the 
long term to the detriment of Canada’s exporters.

Source: Pandemic’s Lingering Effects Will Haunt Canada’s 
Long-Term Prospects. Canada’s Outlook to 2040. Issue 
briefing, June, 2021. Conference Board of Canada.

SHORT-TERM ECONOMIC INDICATORS
• Canada’s economy will expand by 5.8% this 

year and 4.0% in 2022 thanks to the rollout of 
vaccines, which has led to a gradual reopening 
of the economy and boosted confidence. 

• A sharp rebound in household spending over the 
near term is due, in part, to households starting to 
spend some of the savings they built up over the 
course of 2020. The savings rate surged from 1.4% 
prior to the pandemic to 14.8% in 2020. 

• The Canadian economy has already recovered 
close to 80% of the jobs lost during the severe 
recession last year and the unemployment rate 
stood at 8.2% in February, down from double 
digits in the spring and summer of 2020. 

• The Bank of Canada will keep interest rate hikes 
on hold until the early part of 2023, as inflation, 
while spiking higher in the spring of this year, will 
remain in the Bank’s 2.0% target range through 
the medium term.

• After depreciating to US$0.72 in the second 
quarter of last year, the loonie has recovered 
sharply thanks to a rebound in world oil prices 
and a slump in the greenback. We expect the 
loonie to trade in the US$0.79–US$0.80 range 
over the near term.

• The federal fiscal deficit will improve from the 
$219 billion recorded in 2020 but will remain 
uncomfortably high. 

• Inflation will spike higher this spring but will moderate 
in the second half of 2021. Consumer prices will 
increase by 2.4% this year and 2.0% in 2022. 

• Despite rising long-term bond yields in the U.S., 
the Fed likely won’t increase interest rates before 
2023, as the labour participation rate and the 
employment rate among low-income Americans 
remain well below pre-pandemic levels.

Source: Hope at Last: Canada’s Two-Year Outlook.  Impact 
Paper March 2021. Conference Board of Canada.
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BANK OF CANADA APRIL 2021 MONETARY 
POLICY REPORT- KEY MESSAGES 
• The Canadian economy showed impressive 

resilience during the second wave of the 
pandemic, and estimates of growth in the first 
quarter have been revised up significantly.

• Although recent job numbers have been 
encouraging, many Canadians remain out 
of work, particularly low-wage workers, young 
people and women. It may take considerable 
time for overall employment to recover.

• The current resurgence of the virus is a setback. 
Health care systems are under strain, and 
workers in sectors in which social distancing is 
difficult will bear the brunt of the new restrictions. 
The economic impact of the third wave is 
expected to be material but temporary. 

• The Bank now estimates that the pandemic will 
be less detrimental to the economy’s output 
than previously assessed.

• In the near term, inflation is expected to rise 
temporarily to around the top of the 1 to 3 
percent inflation-control target range, largely 
reflecting base year effects and gasoline 
price dynamics. 

• Because of the more favourable economic 
outlook, the Bank now expects slack will be 
absorbed and inflation will sustainably return to 
target some time in the second half of 2022. This 
timing is less predictable than usual, however, 
given the uncertainty around projected output 
and the highly uneven impacts of the pandemic.

KEY ECONOMIC INDICATORS
 (forecast completed March 17, 2021) 

Sources: Statistics Canada; Bank of Canada; CMHC Housing 
Time Series Database; U.S. Bureau of Economic Analysis; The 
Conference Board of Canada.
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CANADA LABOUR FORCE HIGHLIGHTS, APRIL 2021

Employment growth continues and 
unemployment rate falls
• Employment rose 303,000 (+1.6%) in March, 

and was within 1.5% of its pre-COVID February 
2020 level.

• The unemployment rate fell 0.7 percentage points 
to 7.5%, the lowest level since February 2020.

• Both full- (+175,000; +1.2%) and part-time 
(+128,000; +3.9%) employment increased.

• Self-employment rose for the first time in three 
months, up 56,000 (+2.1%), but remained 
5.4% (-156,000) below its pre-COVID February 
2020 level.

• Total hours worked rose 2.0% in March, driven by 
gains in several industries, including educational 
services, retail trade and construction.

• There were 1.5 million Canadians unemployed, up 
371,000 (+32.4%) compared with February 2020.

• Compared with February 2020, there were 
296,000 (-1.5%) fewer people employed in 
March 2021, and 247,000 (+30.4%) more people 
worked less than half of their usual hours.

• The labour underutilization rate fell 1.9 
percentage points to 14.7%, the lowest level 
since February 2020.

Employment up in industries most affected by 
easing of public health restrictions
• Employment in retail trade rose by 95,000 

(+4.5%) in March, fully recouping the remainder 
of the losses sustained in January.

• Employment in information, culture and 
recreation increased (+62,000; +9.4%) for the 
first time since September.

• There were 21,000 (+2.4%) more people working 
in accommodation and food services.

• Following little change in February, employment 
in the goods-producing sector rose 43,000 
(+1.1%) in March, with construction contributing 
most of the gain (+26,000; +1.8%).
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Employment increases in most provinces
• Employment increased in seven provinces: 

Newfoundland and Labrador, Prince Edward 
Island, Quebec, Ontario, Manitoba, Alberta and 
British Columbia.Employment was unchanged in 
Nova Scotia, New Brunswick and Saskatchewan.

• Young women continue to face challenges 
despite growth in youth employment

• Employment among youth aged 15 to 24 rose 
by 115,000 (+5.0%) in March, with gains entirely 
in part-time work.

• Compared with February 2020, employment was 
down 122,000 (-9.5%) among young women, 
compared with 39,000 (-3.0%) among young men.

• Building on an increase of 134,000 (+1.1%) in 
February, employment among people aged 25 
to 54 rose a further 87,000 (+0.7%) in March.

• Employment among people aged 55 and older 
rose by 101,000 (+2.5%) but their employment 
rate was 0.8 percentage points lower than in 
February 2020.

Source: The Daily, Labour Force Survey March 2021, Statistics 
Canada. April 9, 2021.

LABOUR MARKET INDICATORS
(forecast completed March 17, 2021)

Sources: Statistics Canada; The Conference Board of 
Canada.



a)  Extra savings per capita, seasonally adjusted*

*

†

b)  Share of accumulated savings over 2020 
      by income quintile†
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and K. See. “The Heterogeneous Effects of COVID-19 on 
Canadian Household Consumption, Debt and Savings,” 
Bank of Canada Staff Working Paper No. 2020-51 
(November 2020). 

Source: 
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CONSUMER HOUSEHOLD SPENDING IN 
CANADA TO UNDERPIN THE RECOVERY 
Consumption is anticipated to rebound in the 
second half of 2021 with increased spending 
on high-contact services. Growth of consumer 
expenditures is expected to remain strong until 
Q4 2022. Contributing factors include improved 
confidence, relatively high disposable income 
and low interest rates. As labour employment and 
income continue to recover, government transfers 
will become a decreasingly important source of 
disposable income. 

On average, Canadian households have 
accumulated significantly more savings during 
the pandemic than usual. The Bank continues 
to assume that households will choose not to 
spend these savings on goods and services but 
instead use them to pay down debt, buy homes 
or invest. In addition, a heightened demand for 
precautionary savings is assumed to persist for 
some time. The savings rate is therefore expected 
to decline gradually and stay somewhat above 
its pre-pandemic level until Q4 2022. 

It may take a long time for some businesses in 
severely affected sectors to recover and rehire 
workers. Moreover, employment in some sectors 
may never return to pre-pandemic levels, 
meaning workers may need to find jobs in other 
sectors—a process that could take some time 
and require retraining.
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January 2021
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SOCIAL 
GREATER FINANCIAL IMPACTS ON VISIBLE 
MINORITY GROUPS THREATENS AN  
INCLUSIVE RECOVERY
Visible minority groups continue to experience:

• higher levels of unemployment

• higher levels of financial difficulties

• higher representation in low-wage jobs.

CANADIANS EXPERIENCING FOOD INSECURITY 
DURING THE COVID-19 PANDEMIC, MAY 2020 
 
• 15 percent of Canadians reported living in a 

food-insecure household.

• 2% - severely food insecure

• 13% - food insecure, less than severe

• Canadians living with children are more likely to 
be in a food-insecure household

• 19% - Canadians with children living in a food-
insecure household

• 12% - Canadians with no children living in a 
food-insecure household

• 28% of those who were absent from work 
because of a business closure, layoff or personal 
circumstances due to COVID-19 lived in a food-
insecure household

Source: Statistics Canada Infographic. 2020. Canadians 
experiencing food insecurity.



10.4

10.4

17.0

27.3

29.1

27.4

23.9

18.7

22.7

2020 PERCENT

January

February

March

April

May

June

July

August

September

18.5October

Source: Statistics Canada table 14-10-0287-01.

UNEMPLOYMENT RATE, 15- TO 24-YEAR-OLDS, 
JANUARY, 2020 TO 2021

17.2Novermber

17.8December

19.7January

2021

PEST page 16

TELEWORKING AND RETURN TO EMPLOYMENT 
In January 2021, the number of Canadians working 
from home rose by nearly 700,000 to 5.4 million, 
surpassing the 5.1 million who worked from home 
during the initial lockdowns in April 2020.

• Increases in educational services accounted for 
part of the increase in telework, as many schools 
transitioned to remote learning.

• Teleworking in professional, scientific and 
technical services is 80%. Employment in this 
industry returned to pre-COVID-19 levels by 
September and, as of January 2021, was 4.9% 
above levels in February 2020. 

• Teleworking in accommodation and food services 
is about 5%. As of January 2021, employment 
was still down one-third from pre-pandemic 
levels, and the sector accounted for 45% of net 
employment losses since COVID-19 began. 

• Companies continue to grapple with motivating 
and supporting employees in the virtual world. 

• The impact of the pandemic on subsets of 
people within the workplace—particularly 
women with children and lower income families 
without regular access to technology and 
internet—requires consideration.  

• There is also an urgent need for organizations 
to create a strategic and holistic approach to 
promoting employee mental health.

Source: Statistics Canada https://www150.statcan.gc.ca/
n1/pub/11-631-x/11-631-x2021001-eng.htm

WORKING THROUGH COVID-19- THE NEW 
NORMAL FOR WORK  
• In-person work has long been the norm for most 

organizations, and the chance to work remotely 
was a perk offered by few. The pandemic 
flipped this on its head. On average, surveyed 
organizations saw the remote portion of their 
workforce grow tenfold during COVID-19.

• With the vaccine rollout well under way, 
organizations are beginning to make decisions 
about a return to work. Only 6% are planning to 
bring their entire workforce back to the office.

• Employees who worked from home throughout the 
pandemic have benefited from more flexibility in 
how, where, and when they work. They have been 
vocal about wanting to work from home—at least 
some of the time—once a return to the office is 
possible. And organizations are responding: Many 
plan to offer hybrid or remote work to at least some 
employees post-vaccine rollout.

• Decisions around how a hybrid model will work 
are still largely in development. On average, 
organizations will require their employees to be 
in the office half the time; most are structuring 
their hybrid schedule by the week. Many plan 
to redesign their workspaces to incorporate 
hoteling and other forms of shared office space.

• At the end of the day, flexibility will be key. Almost 
half of the  organizations will be offering flexible 
work arrangements to their employees. Flexible 
time around core hours is the most common 
flexible work arrangement for all employees.

Source: Working Through COVID-19: The Next Normal. The 
Conference Board of Canada, 2021

YOUNG CANADIANS REMAIN THE MOST 
IMPACTED BY LOCKDOWNS
• After seven months of gains, employment fell 

in December and January as public health 
restrictions tightened in many regions of the 
country. Total employment declined by 266,000 
during this two-month period—over one-half 
of these employment losses (148,000) were 
among young Canadians.



AVERAGE UNDERGRADUATE TUITION FEES FOR CANADIAN FULL-TIME STUDENTS, 
BY FIELD OF STUDY, 2020/2021

Source: Statistics Canada Table 37-10-0003-01.

Dentistry
Medicine

Veterinary medicine
Law

Optometry
Pharmacy

Engineering
Mathematics, computer and information sciences
Business, management and public administration

Architecture
Physical and life sciences and technologies

Other health, parks, recreation and �tness
Visual and performance arts, and communications technologies

Personal, protective and transportation services

Nursing
Social and behavioural sciences, and legal studies

Humanities
Education

Agriculture, natural resources and conservation

0 5,000 10,000

current dollars

15,000 20,000 25,000

PEST page 17

WORKERS IN LOWER-PAYING SERVICE 
INDUSTRIES REMAIN SEVERELY AFFECTED
• As of December 2020, employment at significant 

hours was 4.7% lower overall than it was in 
December 2019.

• In accommodation and food services, the 
employment gap over this one-year period 
was 30%.

• The corresponding gap was 39% in arts, 
entertainment and recreation.

THE INITIAL LOCKDOWNS LED TO A SHARP RISE 
IN LONG-TERM UNEMPLOYMENT
• The number of long-term unemployed workers 

rose sharply in September and October as a 
result of the initial lockdowns.

• As of January 2021, 512,000 workers were 
experiencing long-term unemployment, 
about 27% of all unemployed people. This 
proportion stood below 16% prior to COVID-19.

• The degree to which COVID-19 results in 
permanent layoffs is crucial to understanding 
how the pandemic will affect Canadian 
workers over the longer term. During recent 
decades, at least one in five permanently laid-
off workers saw their real earnings decline by 
at least 25%, even five years after job loss.

• During the last three recessions, 45% of workers 
were permanently laid off.

POSTSECONDARY STUDENTS ARE FACING 
HIGHER FEES DESPITE STUDYING ONLINE
• Nationally, students enrolled full time in 

undergraduate programs will pay average 
tuition fees of $6,580 in 2020/2021, up 1.7% 
from the previous year. The average cost for 
graduate programs rose by 1.6% to $7,304.

• Faced with fewer job prospects, over three-
quarters of returning students (77%) who 
responded to Statistics Canada’s crowdsourcing 
survey were very or extremely concerned about 
their finances.

• While the Canada Emergency Student Benefit 
reduced these concerns, almost one-half of 
returning students who participated in the 
survey were still worried about their ability to 
pay tuition. 

• Average tuition fees for international 
undergraduate and graduate students in 
Canada rose 7.1% to $32,019 and 7.3% to 
$19,252, respectively, in 2020/2021.



Proportion of 18-24 year-olds in college or university in 2018/2019 44%
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Participation in college and university studies among young adults aged 18 to 24 years 
increased by 29% in Canada between 2000/2001 and 2018/2019 

The university participation rate increased in 8 out of 10 provinces. 

The largest increases were: +84% in B.C, +69% in Alberta, +58% in Ontario

The rise in participation in higher education was due mainly to a 56% increase 
in the popularity of university studies.

Source: Statistics Canada Infographic. 2020. Then and Now: Participation rates in college and university studies.

According to the 2018 National Graduates Survey, about half of postsecondary graduates 
who completed their education in 2015 had student debt at graduation.

Percentage of graduates with student debt at graduation, by level of study, class of 2015 85% 36%

$60,287 $25,401
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53%

$20,004
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50%

$17,496Median student debt at graduation, by level of study, class of 2015
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Trends in student debt in Canada
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Two-thirds of the class of 2015 still had an 
outstanding debt three years after graduation. 
The median student debt for those who had 
not repaid their debt was at least twice as 
high as for those who had repaid their debt 
completely in three years.

The professional degree category is comprised 
of bachelor’s degree and university certificate 
or diploma above bachelor’s degree in the 
following fields: 

• Law (LLB, JD, BCL); Medicine (MD); Dentistry (DDS, 

• DMD); Veterinary medicine (DVM); Optometry 
(OD); and Pharmacy 

• (PharmD, BS, BSc, BPharm).
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THE ECONOMIC IMPACTS OF THE PANDEMIC 
WERE NOT FELT EQUALLY ACROSS  
THE COUNTRY
• As of September 2020, Alberta, Saskatchewan 

and Ontario had the largest declines in 
economic activity.

• Lower activity in Alberta reflected declines in 
energy prices.

• Lower activity in Ontario reflected tighter 
COVID-19 restrictions on economic activity.

• Manitoba, Yukon and Nunavut were the least-
affected economies.

• The effects of COVID-19 in New Brunswick, Nova 
Scotia, British Columbia and Quebec were 
less severe or these provinces began relaxing 
restrictions earlier.

• Estimates of economic activity in October 
showed that the pace of the recovery had slowed 
in most provinces and territories. Lower economic 
activity in Quebec reflected earlier reintroduction 
of stronger public health restrictions.

WITH FALL 2020’S TIGHTER RESTRICTIONS ON 
BUSINESSES, HIGH LEVELS OF UNCERTAINTY 
During the fall of 2020, almost 20% of businesses 
reported they could operate for less than six 
months at current revenue and expenditure levels, 
and 30% more were uncertain as to how long they 
could continue to operate.
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TECHNOLOGICAL
IMPACT OF COVID-19 ON AUTOMATION
• Skills and activities that are complementary to 

automation, including non-routine cognitive 
analytical and interpersonal tasks, have 
become increasingly important to the working 
lives of Canadians.

• The more pronounced these skills are within a 
workforce, the less likely automation will lead 
to large-scale job transformation or job loss in 
the near term.

• The risk of automation-related job transformation 
varies widely across occupations and 
educational backgrounds. More than one-third 
of office support workers were at a high risk of 
job transformation, while those in professional 
and technical occupations faced little to no risk.

INVESTING IN ROBOTS AND FIRM EMPLOYMENT
• Statistics Canada reports that investments in 

robotics have not been accompanied by 
mass layoffs—on the contrary, firms that invest 
in robots tend to be more productive and hire 
more workers.

• But robot-driven automation does affect the type 
of workers that businesses require, leading to 
increases in non-managerial employees and 
declines in the number of middle managers.

CADTH COMPILATION OF HEALTH 
TECHNOLOGY TRENDS TO WATCH
Among others, these trends and technologies 
include:

• developments in artificial intelligence within 
imaging technologies

• greater integration and connectedness of 
wearables to improving patient  
monitoring systems

• proliferation of transcatheter valve devices 
driving innovations for interventional cardiology

• increasing interest and development of 
non-pharmacological solutions for pain 
management

• rapid growth in technologies and digital services 
enabling virtual care
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3-D PRINTING AND BIOPRINTING
Additive manufacturing, or 3-D printing (3-DP), is 
the process of creating 3-D objects, layer by layer, 
from raw materials — such as plastics or powdered 
metals — guided by a digital design file. In health 
care, 3-D printing promises to disrupt procurement 
practices and supply chains by allowing health 
care facilities to produce needed equipment and 
supplies on-demand and onsite. 3-D printing may 
also benefit patients by allowing for the creation 
of customized implants and other personalized 
devices, like prosthetics, and by allowing clinicians 
to plan and practice complex procedures on 3-D 
printed models before surgery. Bioprinting is a 
3-DP technique that uses living cells (e.g., stem 
cells) and supportive biocompatible materials 
(i.e., scaffolds) as living bio-inks to build living 
tissues such as cartilage or skin. Long-term goals 
of bioprinting include creating or regenerating 
organs and tissues, ultimately replacing the need 
for donor banks.

ARTIFICIAL INTELLIGENCE
Artificial intelligence (AI) and machine learning 
together form a branch of computer science 
concerned with developing systems that can 
perform tasks that would usually require human 
intelligence, such as problem-solving, reasoning 
and recognition. Because of factors such as 
advanced computing power, ability to understand 
and interpret algorithms, and ability to obtain 
large datasets sourced from medical records and 
wearable data, AI has the potential to transform 
the delivery of health care and improve patient 
outcomes and health system sustainability. AI-
based systems are already being used in all 
provinces and some territories in Canada to 
support patient care. In radiology, for example, AI 
tools are used clinically in imaging departments 

across Canada to reconstruct images, lower 
radiation doses, and to read and interpret 
imaging exams. Along with technical innovation 
in AI, there is a need to understand the ethical, 
legal, and equity-related issues associated with 
the use of AI tools. AI applications are being used 
to support system efficiencies and patient care, 
and to advance clinical research.

Example: 
AI for brain CT exam analysis. This AI-enhanced 
software automatically detects and notifies health 
care professionals of critical brain abnormalities 
after analysis of CT scans, such as intracranial 
hemorrhage and large vessel occlusion in stroke.

AUGMENTED REALITY AND VIRTUAL REALITY
Augmented reality (AR) technology modifies 
or enhances the real-world environment in real 
time using computer-generated information 
such as text, images, or sounds that could be 
helpful or informative to clinicians or patients. In 
virtual reality (VR), users (typically patients) don 
a headset to enter computer-generated worlds 
and experiences designed to immerse, engage 
or calm. AR and VR have the potential to alter 
how health care providers are trained and how 
patients are diagnosed and treated in fields 
ranging from pain medicine to physiotherapy 
to ophthalmology.

Example: VR distraction therapy. Pain, anxiety, 
and distress are often experienced by people 
undergoing common medical procedures. 
Potential of VR to deliver distraction therapy in 
these situations.

CONNECTED DEVICES AND WEARABLES
Connected devices are physical objects that 
can connect to each other and other systems 

via the internet. The use of these types of devices 
in the medical context is often but not exclusively 
to provide health care in places outside of 
the hospital environment, such as in homes or 
ambulances. A subcategory of connected devices 
are wearable devices, which are items embedded 
with small, inexpensive electronic sensors that 
can be comfortably worn and are typically used 
in patient monitoring. These technologies allow 
both patients and their health care providers to 
have up-to-date information about health status. 
With the arrival of new delivery methods, such as 
the first smart pill approved in 2017 by the FDA, 
patients and practitioners will have decisions to 
make about balancing privacy with innovative 
and effective care.

Example: 
Respiratory sensor for respiratory depression. 
Respmeter is a chest-worn wireless sensor that 
detects when the wearer is facing opioid-induced 
respiratory depression, or OIRD — a common and 
often fatal side effect of using opioid drugs.

COVID-19 TESTING AND IDENTIFICATION
The approval and initial stages of the rollout of 
vaccines for COVID-19 began in December 
2020. With the volume of vaccine produced, the 
number of people wanting to be vaccinated, 
and the uncertainty regarding lasting immunity 
for COVID-19, testing will remain an important 
and evolving factor in managing the pandemic. 
Rapid, accessible testing and sample collection 
may be of particular importance as access to 
vaccines and vaccination rates increase. Testing 
innovations and approvals are happening rapidly: 
at the time of this writing, the testing trends to 
watch include home testing, home sampling and 
direct-to-consumer sampling.
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INTERVENTIONAL CARDIOLOGY
Advances in cardiac medical devices and 
procedures may offer new therapeutic options 
for people living with atrial fibrillation and heart 
failure, and assist with preventing associated 
infections. Technological innovations in AI and 
wearables are driving many of the therapeutic 
developments in interventional cardiology.

MINIMALLY AND LESS-INVASIVE DIAGNOSTICS
Diagnostic tests are essential to the delivery of 
safe, high-quality, and affordable health care, and 
have become indispensable for diagnosing and 
monitoring disease, for providing prognoses, and 
for predicting treatment responses. Technological 
advances in minimally and less-invasive diagnostic 
tests facilitate faster and more accurate testing, 
can be less painful to the patient, may be more 
cost-effective, and can provide insight that guides 
decisions on patient care.

NEUROMODULATION AND NEUROSTIMULATION
Neuromodulation involves the alteration of 
nerve activity through the targeted delivery of a 
chemical, electrical, or other stimulus to specific 
neurologic sites in the body. Neurostimulation 
devices deliver electrical stimulation to sites in the 
brain, spine, or peripheral nerves via transcranial 
or transdermal techniques or implanted 
electrodes. These therapies are used to manage 
and treat a range of health conditions, with some 
common indications being chronic neuropathic 
pain, Parkinson disease, essential tremor, and 
mental health issues. The diverse applications 
of neuromodulation in health care continues to 
foster broad interest in the field, innovation, and 
significant activity in research and development 
of new devices for various conditions. These 
technologies seek to provide relief or help people 

recover from conditions that have a neurologic 
basis and can improve quality of life.

Example: Chronic migraine therapy.  Companies 
are developing a neurostimulation system as a 
treatment for refractory chronic migraine.

PAIN MANAGEMENT
Chronic pain is estimated to affect approximately 
19% of adults in Canada, resulting in substantial 
physical and psychological morbidity and 
cost to the health care system. Current 
guidelines recommend the use of non-opioid 
pharmacotherapy and non-pharmacological 
interventions in caring for chronic non-cancer 
pain. The ability to deliver this type of care partly 
rests on the availability of effective and reliable non-
pharmacological solutions designed to treat and 
manage different pain-related conditions. Amid a 
range of unmet needs in chronic pain care, new 
and innovative medical devices are proposed 
on a regular basis to address this challenge and 
help individuals affected by this condition. Two 
emerging devices are laser treatments for lower 
back pain and spinal implants.

REGENERATIVE MEDICINE
Regenerative medicine involves restoring or 
establishing normal functioning by replacing, 
repairing, or regenerating body organs, tissues, 
and cells that have been damaged by disease, 
trauma, or congenital issues. The three main 
strategies used in regenerative medicine are cell-
based therapy, the use of biologic or synthetic 
material to lead repair processes and cell growth, 
and the implantation of scaffolds seeded with cells. 
Canada’s stem cell and regenerative medicine 
research network supports projects that address 
health challenges including type 1 diabetes, 
cancer, blood disorders, heart disease, multiple 

sclerosis, cystic fibrosis and muscular dystrophy. 
Recent innovations in regenerative medicine may 
provide potential cures or improve the quality of 
life of people living with these conditions.

TECHNOLOGIES TO SUPPORT VIRTUAL CARE
Virtual care is facilitated by a range of technologies 
that aim to help health care providers deliver care 
remotely. Some of these technologies are audio 
and video conferencing, secure messaging and 
patient monitoring systems. These technologies 
offer many benefits to patients such as improved 
access to services, convenience, and a greater 
involvement of patients and caregivers. While 
virtual care has existed in Canada for many years, 
2020 and the COVID-19 pandemic ushered in a 
new wave of rapid expansion and uptake. Virtual 
care is expected to see increased investment from 
public and private institutions, spurring further 
development to enhance integration with patient 
records, contribute to more robust AI prediction 
models and improve access to high-demand 
services. Questions about which services return 
to being in-person and which services continue 
to expand within virtual care, and about how best 
to structure the care that remains virtual (such 
as privacy legislation, scope of practice, and 
interjurisdictional licensing), will be pertinent in 
2021 and beyond.   Examples include physician 
consultation applications, remote monitoring 
devices and self-management applications.

Source: CADTH Horizon Scan: A Compilation of Emerging 
Health Technology Trends and Devices to Watch in 2021. 
January 2021 Issue 1.
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IMPACT OF COVID-19 ON HEALTH CARE IN CANADA 
• COVID-19 applied significant pressure to our 

health care system, exposing the fragility of 
its infrastructure.

• Between January - June 5, 2020, nearly $11.5 
billion in public spending was attributed directly 
to dealing with COVID-19. 

• COVID-19 is a new and significant cost driver. 

 t 2020-21, additional costs: $20 - $27 billion 

 t 2021-22, additional costs: $16 - $22 billion 

Focus on improving health outcomes:
• Canada’s health care system is  

fragmented, inefficient.

• Poor health is costly for all.

• Canada has many competing priorities, though 
needs are interrelated.

• Efforts to manage COVID have undermined 
capacity to manage other health conditions.

• Strategic investments in our health systems must 
be made.

Building resilience through a focus on value:
• Transformational change requires investment – 

increased and upfront investment in infrastructure 
and innovative technologies.

• Focus on value to improve patient outcomes and 
system efficiencies, but value-based approaches 
need to be enabled through leadership, data 
infrastructure, innovative interventions.

• Coordination and joint efforts across the health 
sector and across jurisdictions are needed to 
build capacity and resilience.

• Every stakeholder in the health sector has a 
role to play.

Source: The impact of COVD-19 on Canada’s health and 

wealth. Conference Board of Canada 2021.
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LONG-TERM CHANGES TO HOW HEALTH CARE 
SERVICES ARE PROVIDED
The effects of the pandemic will be felt for many 
years. Companies developed new staff positions 
responsible for the health and wellness of 
employees.  Temporary billing codes for physicians 
(and dentists) enabled the expansion of virtual 
health care and Canadians will undoubtedly 
expect the convenience and benefits that come 
with virtual health care to continue. 

SHIFTING GOVERNMENT PRIORITIES
Fiscally hard hit governments will be looking for 
savings, particularly within health care budgets. 
Value-based health care decision-making will take 
centre-stage.  Uptake in therapies like biosimilars, 
a budget-friendly alternative to biologics, will 
be prioritized.  Governments will be looking for 
innovative ideas to recover budgets in a post-
pandemic world.

CANADIAN MEDICAL ASSOCIATION’S (CMA) 
POSITION ON THE IMPACT OF THE PANDEMIC 
FOR SHORT-TERM 
The CMA established the Post-Pandemic Expert 
Advisory Group (EAG) in April 2020 to develop a 
holistic position on the impact of the COVID-19 
pandemic by leveraging the expertise of a group of 
interdisciplinary experts. The objective is to provide 
future-focused advice to the CMA board and 
management on the impact of the pandemic in 
the short and long term, and what this will mean for 
the CMA’s actions and strategic direction.

Through stakeholder engagement, a broad set of 
COVID-19’s short-term impacts were determined. 
For the purposes of the COVID-19 Short-Term 
Considerations report, impacts are considered 
short term if they are presently affecting the 
health of patients, families or caregivers, the 

health workforce or the health system or they 
are expected to have an effect within the next 
12 to 18 months. 

Following the identification of the COVID-19 
pandemic’s short-term impacts, CMA’s 
management prioritized a short list of four key 
themes for deep analysis: 

1) Backlog of medical needs resulting from 
reduced and postponed access to services 

 t Explore opportunities to address the 
backlog of services and wait times 
in Canada on the basis of the CMA’s 
broader work on access to care 

2) Long-term care (LTC) reform 

 t Explore partnerships with key national 
and provincial/territorial organizations to 
investigate and recommend changes to LTC 
standards and practices across Canada 

 t Identify opportunities to provide greater 
support for aging in place and aging with 
dignity, build at-home supports and protect 
the family and caregiver to make LTC the last 
resort instead of the only resort 

3) Mental health impacts on the health 
care workforce 

 t Partner with key national organizations 
representing other health professionals to 
develop a national health care workforce 
mental health strategy to leverage present 
momentum and awareness around the 
mental health of the health care workforce 

4) Innovations in virtual care 

 t Advocate for consistent and permanent 
adoption of physician billing codes for 
virtual care and explore options for cross-
jurisdictional collaboration on virtual care 
throughout Canada 

 t Explore opportunities to expand virtual care 
access in remote communities 

Source: COVID-19 Short-Term Considerations for the 
Canadian Medical Association. Executive Report.  August 
2020.

DEMAND FOR ELDER CARE SET TO DOUBLE  
IN 10 YEARS 
• By 2031, nearly twice as many older adults will 

require care. 

• Demand for long-term care is expected to reach 
606,000 patients in 2031, up from 380,000 in 2019. 

• Demand for home care will increase from close 
to 1.2 million to roughly 1.8 million patients.

• With increased demand, costs are also set to 
double; the annual cost of services for aging 
Canadians will grow from $29.7 billion per year 
in 2019 to $58.5 billion per year in 2031.

• Canada’s long-term care system does not 
have the capacity to meet current demand, 
with wait list numbers totalling more than 
77,000 people in 2019. 

• The increased demand for long-term care and 
home care is projected to cost a total of $490.6 
billion over the next 10 years.

• There has been a downward trend in the use 
of long-term care by seniors. If that trend is 
sustained by making use of home care, moving 
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37,000 Canadians out of long-term care by 
2031 would save health care an estimated $794 
million per year.

• There are thousands of patients in hospitals 
waiting to be transferred to home care or 
long-term care. Moving these patients to 
appropriate care settings could save $1.4 
billion annually by 2031.

• Based on these numbers, the CMA is advocating 
for new demographic-based annual funding 
to the provinces and territories to support 
improving elder care ($1.8 billion investment 
in 2021) and a pan-Canadian plan to improve 
elder care in Canada, including committing to 
working with the provinces and territories on new, 
national standards for long-term care. 

Source: Canada’s elder care crisis: Addressing the doubling 
demand. March 2021. Deloitte and Canadian Medical 

Association.

CANADA’S SECONDARY HEALTH CRISIS
• COVID-19 exposed the fragility of Canada’s 

health system, from cancelled surgeries to 
deferred screening of life-threatening diseases. 

• Recognizing the need to build a more resilient 
health system, a group of Canadian health 
leaders joined a roundtable discussion on how 
to turn the COVID-19 crisis into an opportunity 
for health system reform.

• The roundtable yielded two key 
recommendations for immediate action:

1) prioritizing value-driven investments in 
health systems;

2) building on the strengths of the initial 
response to the COVID-19 crisis by: 

 t accelerating integration of virtual care and 
digital health technologies

 t advancing systematic measurement and 
data sharing to support evidence-based 
decision-making

 t advancing public-private partnerships.

Source: Moroz, Isabella and Monika Slovinec D’Angelo. 
Canada’s Secondary Health Crisis: A Call to Build on Health 
System Strengths and Value-Driven Investments. Ottawa: The 
Conference Board of Canada, 2021. 
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Proportion of Canadians not very likely to get a vaccine, Canada, September 2020
Table summary
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COVID VACCINE HESITANCY
Despite optimism, fewer Canadians are very likely 
to get a COVID-19 vaccine.

Early in the pandemic, 58% of people were very 
likely to get a vaccine (July 2020)—this dropped 
to 48% in September 2020.

By contrast, 49% of Canadians were not very likely 
to get a vaccine. Less likely to get a vaccine were 

• those aged 25 to 44 (56%) 

• those with a grade 13 education or less or some 
postsecondary education (64%)

• Black Canadians (77%).



NO 
RESTRICTIONS RESTRICTIONS

Excellent or very good 
mental health

Good mental health

Fair or poor mental health

Mental health worsened

Most days are quite a 
bit or extremely stressful

Sources: Impact of COVID-19 on Health Care Workers: 
Infection Prevention and Control, 
November 24 to December 13, 2020: Statistics Canada

Mental health and stress outcomes, 
participating health care workers with 
and without restrictions in supply of 
personal protective equipment in month 
previous to crowdsourcing initiative, 
proportion (%), Canada

39

34

27

63

49

27

33

40

77

63
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INDIRECT HEALTH IMPACTS OF COVID-19
From January to November 2020, there were an 
estimated 259,836 deaths in Canada—12,067 
more deaths than would have been expected if 
there was no pandemic.

Non-COVID-19-related deaths account for some 
of the excess mortality.

Early in the pandemic, deaths occurred mostly 
among the elderly, many living in long-term 
care facilities.

By midsummer, the trend shifted to higher mortality 
than expected among young males, particularly 
in British Columbia and Alberta.

From May to November, an excess of 1,691 deaths 
were reported among Canadians aged 0 to 44 
years. Males accounted for 77% of these excess 
deaths and, overall, experienced a 25% higher-
than-expected number of deaths over that period.

As of December 30, 2020, there have been 144 
deaths among Canadians aged 0 to 49 because 
of COVID-19 

Source: Government of Canada; https://www.canada.ca/
en/public-health/services/diseases/2019-novel-coronavirus-
infection.html

WORSENING MENTAL HEALTH AMONG HEALTH 
CARE WORKERS 
• One-third (33%) reported very good or excellent 

mental health and one-third (33%) reported fair 
or poor mental health.

• Seven in 10 health care workers who participated 
in a crowdsourcing initiative reported worsening 
mental health during the COVID-19 pandemic.

• Rates were higher among those in contact with 
confirmed or suspected COVID-19 cases (77%) 
compared with those who were not in contact 
(62%).

• Access to personal protective equipment (PPE) 
matters—those with unrestricted access to PPE 
were less likely to report worsening mental health 
compared with those experiencing at least one 
restriction (63% vs. 77%).
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HEALTH CARE BACKLOG CAUSED BY COVID-19 
The impact of the pandemic will be felt for years to 
come and for many Canadians, it could become 
a serious quality of life issue as they wait for their 
medical procedures.

A report commissioned by the Canadian Medical 
Association (CMA) determined that more than 
$1.3 billion is needed to clear the health care 
backlog caused by the first wave of COVID-19 and 
to return wait times to pre-pandemic levels.  

The study examined the financial investment 
needed to return procedure wait times to pre-
pandemic levels, within one year.  It considered 
six procedures: coronary artery bypass grafting 
(CABG), cataract surgeries, hip replacements, 
knee replacements, MRI scans and CT scans. 
Collectively, these account for nearly 80% of the 
diagnostic and surgical care provided in hospitals 
across Canada.

Wait t ime delays due to the first wave of 
COVID-19 and additional costs to clear the 
backlog (estimates don’t include impact on 
primary care services):

• CABG: 34.4 days; $103.3 million

• Cataract: 75.5 days; $357.4 million

• Hip replacement: 55.7 days; $77.4 million

• Knee replacement 64.7 days; $101.2 million

• MRI scan: 52.0 days; $377.0 million

• CT scan: 33.1 days; $377.0 million

All provinces will require at least 15% more funding 
over baseline costs to return wait times to pre-
pandemic levels, but the needs of individual 

provinces vary because of differences in several 
factors. These include accumulated backlog, 
capacity and population size.

Ontario and Quebec require the largest funding 
boost because they have the largest populations; 
however, Prince Edward Island will need the 
highest percentage increase in health care 
funding to cover costs.

The commissioning of this expert study is part of 
the CMA’s ongoing work to push for policies that 
will assist in pandemic recovery. The CMA is calling 
on the federal government to include a Health 
Care and Innovation Fund in its upcoming budget 
to help resume health care services, bolster public 
health capacity and expand primary care teams.

Source: Clearing the Backlog the Cost to Return Wait Times to 
Pre-Pandemic Levels, October 2020. Deloitte. 

GROUP HEALTH INSURANCE TRENDS  
IN CANADA 
COVID-19 will be a major force affecting the group 
health insurance industry for many years. It will 
result in: 

• Increasing adoption of telehealth and 
telemedicine services

• Increasing need to address the mental health 
impact on employees and workplaces

 t A continued rise in Employee Assistance 
Programs (EAP)s as employers amplify the 
importance of employee mental health. 

 t Rising Long Term Disability (LTD) incidence 
rates as disability claims for mental health 
increase through a combination of COVID-19 
and reduced stigma.

 t Separation of paramedical practitioners and 
plan maximums, specifically for psychologists 
and social workers, to allow employees 
access to more support.

 t A struggle to maintain work-life balance due 
to work from home arrangements potentially 
leading to increased feelings of isolation, 
overwork, anxiety and depression.

 t Increased use of anti-anxiety and depression 
medication to combat mental health issues.

• Changes to benefit plans

 t The potential for increased costs due to 
Personal Protective Equipment (PPE) charges, 
specifically for dental and paramedical 
claims, is high. Many practitioners will incur 
additional costs to ensure their patients’ 
safety, such as PPE and plexiglass. Likewise, 
increased sanitization protocols may also be 
a factor that inflates claims costs.

 t With more Canadians working from home 
due to COVID-19, traditional plan designs 
will continue to be challenged. A desire for 
greater flexibility from both plan members and 
employers will drive this change.  Increased 
adoption of defined contribution plans, such 
as Health Care Spending Accounts (HCSA)s 
for options like dental, will continue.

 t There will be a renewed focus on analyzing and 
reviewing benefit plans, and a continuation of 
updates to existing plan designs as workplaces 
aim to accommodate not only work from 
home, but increasing mental health claims, 
drug uptake, paramedicals, and more.
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• Potential impact on renewals

 t A more ‘hands-on’ approach to renewals in 
2021, with more aggressive negotiations.

 t Rising LTD incidence rates will play a role 
in renewals as insurers adjust rates to 
account for the increasing likelihood of 
disability claims.

• Employers will need to make major decisions 
as the trend towards work from home and a 
growing gig economy continues

 t How will they maintain corporate  
culture remotely?

 t Will benefits offerings need to change to 
reflect the new work style?

 t Should they invest in mental health resources?

 t Can they safely bring employees back 
to work? 

DIGITAL DISRUPTORS CREATING PARADIGM 
SHIFT ACROSS HEALTH CARE IN CANADA
In the pandemic environment, the Canadian 
digital health space is getting increasing attention 
as health systems increase adoption and more 
people become comfortable with digital solutions.

Digital health companies are accelerating 
transformation in health care by enabling shifts to 
a care system that’s more predictive, preventative, 
personalized and participatory.

Key digital health segments and trends to watch 
include virtual care, home care, predictive 
analytics, privacy and mental health.

It is not just demand that’s up; so are levels 
of satisfaction with digital health solutions as 
Canadians are forming new, potentially 
longer-term habits, such as online booking 
and virtual visits.

Shifts continue from institutional care to digitally 
enabled care in the community and from doctor-
centred care to patient-centred care. 

There is increased adoption of 4P medicine: 
predictive, preventative, personalized  
and participatory:

• Predictive health technologies are all about 
the intelligent use of data: many of these tools 
accumulate, analyze, synthesize and act on 
data—often proactively.

• As we learn and begin to be able to predict risks 
for people, we can take preventative action, 
whether at home or in the community.

• Instant, real-time health monitoring allows us 
to understand the consumer’s needs as an 
individual and help them act on and manage 
their health in a personalized way.

• In a connected health system, individuals  take 
a more participatory role in managing their 
own health.

Home care: 
Remote care monitoring and other innovative 
home-based care solutions are helping 
reduce the risk of infection in more cost-effective 
care settings. 

Privacy:
Individuals have become more comfortable 
allowing companies to not only use their data to 
better protect and manage their health and also 
to store it in the cloud and provide it to third parties. 
This means we’ll likely continue to see solutions 
that help organizations keep data secure.

Mental health:
We can expect increased momentum in digital 
mental health solut ions as many people 
struggle with the short- and long-term effects 
of social isolation.

Source: The digital disruptors changing health care in 
Canada. Pwc Canada 2021.
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HEALTH CARE SYSTEM EXPENDITURES IN 2019

This is the most recent year that accurate pre-COVID data is available from the Canadian Institute for Health Information (CIHI). No reliable figures 
are available yet for 2020 but we can be certain they will be drastically different due to the impact of COVID-19.

The following information is taken from the 
National Health Expenditure Trends, 1975 to 2019 
— the CIHI’s 23rd annual health expenditure 
trends publication providing detailed, updated 
information on health expenditures in Canada.

KEY FINDINGS
• Total health expenditure reached $264.4 billion 

or $7,068 per Canadian in 2019

• Overall, health expenditure represented 11.6% 
of Canada’s gross domestic product in 2019.

In 2019, total health expenditure rose by 
3.9%, a slight increase in the rate of growth 
compared with earlier in the decade
• Between 2014 and 2019, health spending per 

capita in real terms increased an estimated 
average of 1.4% per year. This reflected 
continuous economic growth. 

Provincial per capita health  
expenditures vary
• In 2019, total health expenditures per capita 

ranged from $8,190 in Newfoundland and 
Labrador to $6,953 in Ontario and $6,548 in 
British Columbia.

Physician expenditure grew fastest among 
the 3 largest health spending categories
• Hospitals (26.6%), Drugs (15.3%) and Physicians 

(15.1%) continued to account for the largest 
shares of health dollars (close to 60% of total 
health spending) in 2019.

• Physician expenditure grew by an estimated 
4.4% in 2019. Spending on hospitals in 2019 grew 
by 3.0%, while drug spending grew by 2.7%.

Canada’s per capita health care spending 
among the highest internationally 
• In 2018, the latest year for which comparable 

data is available, the United States had the 
highest per capita spending (CA$13,722) 
among the 36 countries in the Organisation 
for Economic Co-operation and Development 
(OECD). Canada’s per capita spending on 
health care was among the highest in the OECD, 
at CA$6,448 — less than in the Netherlands 
(CA$6,855) and Australia (CA$6,488), but more 
than in France (CA$6,436) and the United 
Kingdom (CA$5,275).

Total health expenditures by source  
of funding
Provincial and territorial government spending 
on health accounted for 65.1% of total health 
expenditure in 2019. 

Another 5.3% came from other parts of the 
public sector: the federal government, municipal 
governments and social security funds.

Out-of-pocket health expenditures per person 
increased from $278 in 1988 to $973 in 2017. 
Private health insurance expenditure per person 
increased from $139 to $824 over the same period.

After accounting for inflation,  the average 
annual growth from 1988 to 2017 for out-of-
pocket spending and private insurance was 
2.2% and 4.1%, respectively.

In 2017, out-of-pocket expenditure accounted for 
48.8% of private-sector expenditure, down from 
58.1% in 1988. Private health insurance expenditure 
has grown more rapidly than out-of-pocket 
spending. As a result, the share of private health 
insurance has steadily increased, reaching 41.3% 
in 2017, up from 29.2% in 1988. 

Who is paying for services?
In 2019, the public sector paid about 70% of total 
health expenditure (65.1% from the provincial and 
territorial governments and 5.3% from other parts 
of the public sector). 

Private-sector spending accounted for the other 
30% of total health expenditure in 2019.

The private sector has 3 components, the largest 
of which is out-of-pocket spending (14.4%), 
followed by private health insurance (12.3%) and 
non-consumption (2.9%).

The public/private split has been fairly consistent 
since the early 2000s, remaining at around 70%.

The National Health Expenditure Database, 
Canadian Institute for Health Information 

Physicians expenditure growth highest among 3 
largest health spending categories.



% of total 
health spending

$ spending 
per person

% per person 
annual increase

Hospitals

Drugs

Physicians

Dental Services

2.0%

1.8%

3.5%

3.4%

$1,880

$1,078

$1,064

$450

26.6%

15.3%

15.1%

6.4%

CATEGORY SHARE OF HEALTH EXPENDITUREPER CAPITA HEALTH EXPENDITURE

Hospitals 

Drugs: Prescribed

Drugs: Non-Prescribed 

Physicians

Other Institutions 

Other Professionals: Dental Services

Other Professionals: Vision Care Services 

Other Professionals: Other Health Professionals

OHS: Other Health Spending 

OHS: Health Research

Source: National Health Expenditure Database, Canadian Institute for Health Information 2019

TOTAL HEALTH EXPENDITURE PER CAPITA BY HEALTH SPENDING CATEGORY,
*CANADA, 2019 (DOLLARS AND PERCENTAGE SHARE)

Public Health 

Capital 

26.60%

13.00%

2.30%

15.10%

10.90%

6.40%

2.10%

7.80%

2.40%

1.70%

5.40%

3.40%

2.90%

$1,880

$918

$160

$1,064

$772

$450

$151

$551

$171

$118

$384

$243

$205Administration 
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Hospitals (26.6%), Drugs (15.3%) and Physicians 
(15.1%) are expected to continue to account 
for the largest shares of health dollars (close to 
60% of total health spending) in 2019. Although 
spending continues to grow in all 3 categories, 
the pace varies:

• Hospitals grew by an estimated 2.0% in 2019, 
reaching $1,880 per person.

• The majority (more than 60%) of Hospitals 
expenditure was on compensation for the 
hospital workforce.

• Drugs spending was $1,078 per person, an 
increase of 1.8% in 2019.

Physicians spending was $1,064 per person in 
2019, a growth rate of 3.5% over previous year. The 
growth of physicians expenditure has outpaced 
that for Hospitals and for Drugs, due in part to the 
increased number of physicians.
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Health care issues to monitor 
• Canada’s economy is projected to grow by 

almost 4% per year for the foreseeable future. 
Continuous economic growth and the prospects 
for higher government revenues in the next few 
years may lead to sustained health spending 
increases in the near future.

• High-cost medicines coming to the market will 
drive prescribed drug spending growth but 
savings from generics will have a dampening 
effect. A national pharmacare program could 
impact future spending trends.

• More growth in the number of physicians as well 
as higher demand for physician services due to 
an aging population will contribute to a rise in 
physician expenditure.

• New health technologies drive change but their 
development and impact are hard to predict.
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VALUE-BASED HEALTH CARE (VBHC)
HEALTH SYSTEMS GOALS AND CONTEXT 

Health systems – in Canada and elsewhere – are 
well-intentioned, complex and imperfect. 

Many things work well; some do not. To build on 
our systems’ strengths and address their deficits, 
agreement on the results we seek matters.  

Improving patients’ experiences and outcomes is 
a priority for Canadians, for health care providers 
and for governments. It is a shared purpose that 
can unite collective interests and efforts. So too 
is achieving health gains for the population 
as a whole. Doing either depends on the long-
term resilience of systems that focus on these 
overarching goals. 

Progress requires new models of care tailored to 
today’s realities. Federal, provincial, and territorial 
Ministers of Health reinforced this in 2016 when 
they identified the spread and scale of “proven 
and promising approaches that improve the 
quality of care and value for money” as one of 
their top three immediate priorities. 

Others share this goal. Demographic pressures, 
changing patterns of health and disease, and 
the need to ensure health system resilience have 
driven global interest in aligning payment systems 
and incentives in a way that recognizes health, 
health care and financial imperatives. 

What is Value-Based Health care?
Value-based health care (VBHC) is gaining 
traction. Popularized in recent years, the concept 
builds on decades of work in areas such as cost-
effectiveness, outcomes measurement, patient 
preferences and adoption of innovations.

While there are various ways of defining value, 
at its core VBHC is about linking dollars spent 
to outcomes that matter to patients, rather 
than to volumes of services or to specific 
processes or products that may or may not 
achieve those outcomes. 

This conceptualization of VBHC focuses on goals 
that align with the intrinsic motivation of key 
stakeholders. It also recognizes that what works 
best for whom in different contexts will vary, and 
our knowledge will evolve over time. As a result, 
VBHC aims to avoid over-specifying how these 
outcomes will be achieved. 

The focus of VBHC is not cost-containment. 
Both overuse and underuse can affect value. 
Rather, the aim is to encourage services that 
deliver high value, scale back or drop those that 
do not, and/or re-balance the mix of services to 
improve the ratio of outcomes to overall costs. 
Better outcomes at the same or lower total cost 
is the goal.

Equally, evidence-informed practice can 
facilitate more appropriate care and 
improved outcomes but it is not the ultimate 
goal of VBHC.  
Providers should and will use evidence regarding 
the effectiveness of interventions to design and 
continuously adapt models of care to optimize 
value. However, VBHC is not the same as pay-
for-performance models that reward delivery 
of specific care processes, e.g. prescribing of 
medications recommended in clinical guidelines. 
Such approaches have had mixed results.

VBHC focuses on the whole, not the parts. 
It does not aim to optimize individual components 
of an episode of care in isolation. Rather, it seeks 
to understand and promote improvement in 
outcomes and costs that span an episode of care 
or population group, not just those delivered by 
a specific health care provider or at a particular 
time. Any targeted improvements must contribute 
to the overall goal that cuts across organizational 
and budgetary boundaries.  Design features and 
context appear to have a strong influence on both 
direct results and broader effects on health sector 
governance and strategic purchasing. 

VBHC also does not reward cost reductions 
in isolation. 
Instead, it targets improvement in outcomes 
experienced by patients relative to resources used. 
Specific operational improvements may – or may 
not – deliver value for patients in this context. In 
some cases, this increased value may come from 
options outside the health sector that improve 
health outcomes, not just services offered by 
traditional health care providers. How we learn, live, 
work, and play can all affect our health. A broader 
focus that includes interventions addressing social 
determinants of health is sometimes referred to as 
value-based care. 

Value grows when the total costs of 
achieving the same or better outcomes fall. 
Source: Aligning Outcomes and Spending. 
Canadian Experiences with Value-Based Health 
Care. Canadian Foundation for Health Care 
Improvement. 2018.



VALUE Outcomes that matter to patients

Cost throughout the patient journey
=

page 35Health CareHealth Care

Value-based health care Criteria:
A true value-based health care approach is 
guided by six principles. 

1) Care is structured around the medical conditions 
of the patient. Care delivery is organized around 
patients’ medical conditions. In primary care, it 
is structured around population segments with 
differing primary care needs, such as healthy 
adults, patients with chronic illnesses and 
lower income elderly. Value is derived through 
the full cycle of care and is driven by provider 
experience, scale and learning at the medical 
condition level. 

2) Outcomes and costs are measured for every 
patient. Outcomes and cost are measured 
for every patient and the resulting information 
is widely available to support value-based 
learning and competition. 

3) Health care costs align to the value of care. 
Focus is on enhancing value for patients, not just 
lowering costs, such that reimbursement models 
reward both better outcomes and efficiency. 

4) Efficient and proper care practices are 
effectively integrated. Regional delivery of care 
is organized around matching patients with 
the correct provider, treatment and setting. 
System integration yields higher quality care 
which is less costly over the long-term. 

5) Standards of care apply across geographies. 
Approaches to standards implementation 
and measured outcomes are relevant to and 
scalable at local, regional and national levels.  

6)  nnovations that increase value to the system 
are rewarded. Innovations that improve 
care and/or the patient’s experience are 
acknowledged and, if necessary, incentivized.

Source: The Conference Board of Canada. VBHC Canada: 
Project Advisory Report. July 2019.
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VISITS TO THE DENTISTS SINCE MARCH 2020
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COVID-19 - OVERVIEW OF PUBLIC OPINION AND PERCEPTION ON DENTISTRY IN JUNE 2021

Highlights of COVID-19 Survey Results and 
Tracking: Abacus Data most recent survey 
of 4,400 Canadians from June 11 to 17, 2021 
and June 18 to 21, 2021.

With vaccine procurement and rollout at an 
all-time high in June, Canadians’ positive 
feelings about the virus and the future have 
increased considerably. 

Concern about transmission of the virus through 
dental visits is lower than  seen throughout the 
pandemic – dropping 27 percentage points from 
May 2020. 

Comfort in visiting the dentist has skyrocketed in 
the past few months, with 3 in 4 Canadians now 
being comfortable.

Plans to visit the dentist soon have increased 
considerably from April and intentions have 
resumed their steady rise from November 2020. 

With the initial financial impacts of the pandemic 
subsiding, fewer are making dental appointments 
driven by fear of losing their job or insurance.

Dental visits are continuing – a third of survey 
respondents had 2 or more appointments since 
the pandemic began in March 2020. 

The main reasons for dental visits are regular 
cleanings and checkups, though there is a small 
uptick in Canadians completing a treatment 
started before the pandemic.

Fear of losing a job or benefits continue to drop, 
likely because many Canadians have recovered

from the initial financial impacts of the pandemic.

The percentage of Canadians with dental coverage 
benefits is up 6 points from February 2021.  

Four in 10 Canadians say that they are behind 
on important dental appointments since the 
shutdowns; the same amount were already 

behind before the pandemic hit.

The percentage of Canadians having an 
appointment in the next 3-6 months with a 
dentist or a specialist hasn’t changed from 
April, though it is up 5 points from October 2020. 

Dental cleanings make up just over half (53%) 
of dental services Canadians expect to get at 
their next visit. 

2 in 3 Canadians are no more or no less likely to 
schedule dental care now than pre-pandemic – 
up 10 points from October 2020.



CONCERN ABOUT COVID-19 TRANSMISSION BY TREATMENT 
FROM A DENTIST IN JUNE 2021
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CONCERNS INTO THE FUTURE
The rush to make appointments with dentists 
or other professionals has tapered off  – likely 
due to most essential services like dentist offices 
staying open during lockdowns now. Still, a third 
expect to make an appointment as soon as 
possible or very soon. 

The percentage of Canadians having an 
appointment in the next 3-6 months with a dentist 
or a specialist hasn’t changed from February. The 
same is true for visits with a dentist or specialist 
at a later time.

Dental cleanings make up half of dental services 
Canadians expect to get at their next visit. 
Emergency care, fillings and root canals are more 
likely to have been resolved since May 2020.

6 in 10 are no more or less likely to schedule 
dental care as pre-pandemic – up 6-points from 
October 2020. 

Just over half feel as safe scheduling dental 
care as they did before the pandemic. Younger 
Canadians have retained unsafe feelings more 
so than others.



COVID-19 EFFECT ON SCHEDULED DENTAL CARE AS OF JUNE 2021
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Source: Canadian Community Health Survey, Statistics Canada, 2018. 

Note: Respondents were asked to report the last time they visited a dental professional. A dental professional 
includes dentist, dental hygienist, denturologist, orthodontist, periodontist, dental surgeon or dental therapist.
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PERCENTAGE REPORTING A DENTAL VISIT IN THE LAST YEAR, 
POPULATION AGED 12 AND OVER, CANADA 2018

Percent Males Percent Females
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DENTAL UTILIZATION IN CANADA

LATEST INDICATOR OF PRE-COVID BASELINE 
ANNUAL USE OF DENTAL SERVICES 
Three-quarters of Canadians saw a dental 
professional in the last year.  Overall, 74.7% of 
Canadians reported that they saw a dental 
professional in the past year. A lower percentage 
of males (72.1%) reported visiting a dental 
professional in the past 12 months compared to 
females (77.1%). Among both males and females, 
those aged 12 to 17 were the most likely to report 
a recent visit to a dental professional (91.5% of 
males, 92.3% of females).



PERCENTAGE REPORTING A DENTAL VISIT IN THE LAST YEAR, BY HOUSEHOLD 
INCOME QUINTILE AND INSURANCE COVERAGE CANADA, 2018 

Source: Canadian Community Health Survey, Statistics Canada, 2018. Note: respondents were asked if they 
had insurance or a government program that covered all or part of their dental expenses.
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In 2018, 22.4% of Canadians (roughly 6.8 million 
people) avoided visiting a dental professional 
due to cost. Females (24.1%) were more likely 
than males (20.6%) to report cost as a barrier. 
Canadians aged 18 to 34 (28.3%) were the age 
group most likely to report cost as a barrier to 
dental care.  

In 2018, 64.6% of Canadians reported they had 
dental insurance that covered all or part of their 
expenses. Canadians with dental insurance were 
more likely to report visiting a dental professional 
in the past 12 months (82.5%) compared to those 
without insurance (60.5%). Furthermore, those 
with insurance were less likely to avoid going to a 
dental professional due to cost (13.7%) than those 
who did not have coverage (39.1%).

Source: Statistics Canada, Health Fact Sheets. Dental 
Care, 2018

Understanding dental use by the various 
segments of the Canadian population before 
COVID is very important because it provides a 
general measure of what to expect in the years 
following COVID. Specifically, it will highlight the 
groups that will be impacted more for a return 
to pre-COVID levels of use.

The following tables show segmentation by industry 
group, by dental insurance, avoidance because 
of cost by age,  and rural versus urban locations.  
(Note that F= too few to indicate on table).

 



VISIT DENTAL PROFESSIONALS (FREQUENCY) BY INDUSTRY 

Industry    

More than once a 
year

About once a 
year

Less than once a 
year

Only for emergency 
care

 
Never

 
Total

 

Estimate % Estimate % Estimate % Estimate % Estimate % Estimate % 

Total
 

8,767,500 47.9 5,610,700 30.7 1,534,300 8.4 1,911,000 10.4 476,700 2.6 18,300,300 100.0 

Agriculture, forestry, �shing and hunting 103,200 30.2 135,600 39.7 33,800 9.9 56,800 16.6 12,000 3.5 341,400 100.0 

Mining, quarrying, and oil/gas extraction 141,700 46.0 97,100 31.6 28,000 9.1 33,800 11.0 7,100 2.3 307,800 100.0 

Utilities
 

90,600 61.5 43,000 29.2 8,300 5.6 F F F F 147,300 100.0 

Construction
 

542,000 41.7 406,300 31.2 131,500 10.1 177,900 13.7 43,300 3.3 1,301,000 100.0 

Manufacturing
 

735,700 48.7 410,500 27.2 131,400 8.7 184,000 12.2 50,000 3.3 1,511,600 100.0 

Wholesale trade
 

292,600 49.8 190,400 32.4 40,900 7.0 55,200 9.4 8,300 F 587,500 100.0 

Retail trade
 

803,600 39.9 634,900 31.5 213,600 10.6 263,900 13.1 97,100 4.8 2,013,100 100.0 

Transportation and warehousing
 

353,800 41.0 245,200 28.4 66,400 7.7 155,500 18.0 41,400 4.8 862,200 100.0 

Information and cultural industries
 

177,200 51.9 88,500 25.9 42,200 12.4 F F F F 341,200 100.0 

Finance and insurance
 

431,000 51.4 277,700 33.1 49,500 5.9 60,500 7.2 F F 838,900 100.0 

Real estate and rental and leasing
 

178,600 50.5 87,500 24.7 44,100 12.5 39,800 11.2 F F 353,800 100.0 

Professional, scienti�c and technical services
 

904,500 53.7 453,500 26.9 153,400 9.1 142,500 8.5 30,700 1.8 1,684,700 100.0 

Admin and support, waste management, remediation services
 

309,700 41.1 221,500 29.4 54,200 7.2 132,600 17.6 35,900 4.8 753,900 100.0 

Educational services
 

725,600 52.7 483,300 35.1 83,300 6.0 70,900 5.1 15,000 1.1 1,378,100 100.0 
 

Health care and social assistance
 

1,308,700 52.8 789,000 31.8 191,200 7.7 169,000 6.8 22,800 0.9 2,480,700 100.0 

Arts, entertainment and recreation
 

215,600 47.0 155,900 34.0 48,200 10.5 32,900 7.2 F F 459,000 100.0 

Accommodation and food services 549,000 45.5 327,100 27.1 99,900 8.3 187,100 15.5 44,100 3.7 1,207,200 100.0 

Other services (except public administration)
 

289,000 40.6 244,200 34.3 70,000 9.8 85,200 12.0 22,800 3.2 711,200 100.0 

Public administration
 

615,300 60.3 319,600 31.3 44,400 4.4 29,300 2.9 11,100 1.1 1,019,700 100.0 

Source: Statistics Canada, Canadian Community Health Survey (CCHS), 2018
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 INSURANCE - DENTAL INSURANCE BY INDUSTRY GROUP, CANADA, 2018 

Industry 

Have insurance- dental insurance by industry group, Canada 2018  

No Yes All 

Estimate % Estimate % Estimate % 
Total 

5,030,500 27.7 13,154,400 72.3 18,184,900 100.0 
Agriculture, forestry, �shing and hunting 

175,500 52.0 162,200 48.0 337,600 100.0 
Mining, quarrying, and oil/gas extraction 

39,100 12.7 268,800 87.3 307,900 100.0 
Utilities 

7,300 4.9 140,000 95.1 147,300 100.0 
Construction 

470,400 36.3 823,800 63.7 1,294,200 100.0 
Manufacturing 

330,900 21.9 1,181,700 78.1 1,512,600 100.0 
Wholesale trade 

137,800 23.5 448,400 76.5 586,200 100.0 
Retail trade 

621,100 31.1 1,377,900 68.9 1,999,100 100.0 
Transportation and warehousing 

258,800 30.2 598,900 69.8 857,700 100.0 
Information and cultural industries 

47,100 13.9 291,100 86.1 338,200 100.0 
Finance and insurance 

83,300 9.9 756,000 90.1 839,300 100.0 
Real estate and rental and leasing 

144,200 40.8 209,200 59.2 353,400 100.0 
Professional, scienti�c and technical services 

504,800 30.0 1,177,100 70.0 1,681,800 100.0 
Admin and support, waste management, remediation services 322,800 43.1 426,900 56.9 749,700 100.0 
Educational services 

308,700 22.5 1,063,700 77.5 1,372,400 100.0 
Health care and social assistance 

569,100 23.0 1,906,800 77.0 2,475,900 100.0 
Arts, entertainment and recreation 

131,700 29.5 314,800 70.5 446,600 100.0 
Accommodation and food services 

477,500 40.9 688,900 59.1 1,166,400 100.0 
Other services (except public administration) 

290,100 41.5 409,600 58.5 699,700 100.0 
Public administration 

110,300 10.8 908,600 89.2 1,018,900 100.0 

Source: Statistics Canada, Canadian Community Health Survey (CCHS), 2018 
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Less than 1 year to 
 1 year ago

 
 

More than 1 year 
to 2 years ago

 

More than 2 years 
 to 3 years ago

 

More than 3 years
 years agoto 4
 

More than 4 years
 years agoto 5
 

 
More than 5 

years ago Never
 

Total
 

Estimate % Estimate % Estimate % Estimate % Estimate % Estimate % Estimate % Estimate % 
Insurance  

Age Group 

22,134,300 74.7 9.9 1,375,800 4.6 632,200 2.1 513,100 1.7 1,809,000 6.1 216,200 0.7 29,619,900 100.0 All
  

    
 

2,571,500 88.4 212,900 7.3 41,500 1.4 24,000 0.8 F F 33,000 1.1 17,500 0.6 2,908,500 100.0 
 

3,099,300 68.2 638,200 14.0 302,900 6.7 125,600 2.8 73,700 1.6 244,100 5.4 63,800 1.4 4,547,500 100.0 
 

3,772,500 74.2 534,600 10.5 252,200 5.0 112,100 2.2 99,000 1.9 274,600 5.4 42,600 0.8 5,087,600 100.0 
 

3,602,800 77.3 455,300 9.8 223,200 4.8 74,800 1.6 84,700 1.8 183,900 3.9 33,400 0.7 4,658,100 100.0 

All

12 to 20

21 to 30

31 to 40

41 to 50

51 to 60
 

3,862,000 77.5 470,500 9.4 183,000 3.7 110,200 2.2 67,000 1.3 266,000 5.3 21,900 0.4 4,980,600 100.0 

61 to 70
 

3,177,200 74.3 345,900 8.1 194,600 4.6 94,600 2.2 90,700 2.1 356,400 8.3 F F 4,274,900 100.0 
 

65 and over 3,777,800 68.0 494,100 8.9 292,300 5.3 146,400 2.6 148,600 2.7 665,500 12.0 27,300 0.5 5,552,000 100.0 
 

71 and over 2,049,000 64.8 281,800 8.9 178,500 5.6 91,000 2.9 89,800 2.8 451,000 14.3 21,500 0.7 3,162,700 100.0 

Yes
  

15,813,800 82.5 1,533,900 8.0 580,800 3.0 276,600 1.4 214,000 1.1 676,500 3.5 72,000 0.4 19,167,600 100.0 
 

2,131,400 92.5 123,700 5.4 18,400 0.8 13,200 0.6 F F 9,000 0.4 F F 2,304,900 100.0 
 

2,255,500 75.1 358,900 11.9 138,500 4.6 65,900 2.2 39,500 1.3 125,800 4.2 F F 3,003,100 100.0 
 

2,946,400 80.4 315,900 8.6 134,900 3.7 67,000 1.8 51,600 1.4 125,700 3.4 F F 3,665,000 100.0 
 

2,918,900 83.3 288,800 8.2 107,700 3.1 38,400 1.1 37,800 1.1 91,600 2.6 F F 3,502,000 100.0 
 

2,879,900 84.1 260,000 7.6 82,000 2.4 46,500 1.4 35,300 1.0 117,800 3.4 F F 3,425,300 100.0 

All

12 to 20

21 to 30

31 to 40

41 to 50

51 to 60

61 to 70
 

1,837,600 83.8 114,800 5.2 69,000 3.1 26,500 1.2 31,900 1.5 111,200 5.1 F F 2,192,400 100.0 
 

65 and over 1,734,100 81.6 127,200 6.0 58,300 2.7 31,700 1.5 28,400 1.3 144,400 6.8 F F 2,125,600 100.0 

71 and over 844,100 78.5 71,700 6.7 30,300 2.8 19,100 1.8 13,400 1.2 95,300 8.9 F F 1,075,000 100.0 

No
  

6,320,500 60.5 1,405,400 13.4 795,000 7.6 355,600 3.4 299,100 2.9 1,132,500 10.8 144,200 1.4 10,452,300 100.0 
 

440,100 72.9 89,200 14.8 23,100 3.8 10,800 1.8 F F 24,000 4.0 F F 603,700 100.0 
 

843,800 54.6 279,300 18.1 164,400 10.6 59,700 3.9 34,200 2.2 118,200 7.7 44,800 2.9 1,544,400 100.0 
 

826,100 58.1 218,700 15.4 117,200 8.2 45,100 3.2 47,400 3.3 148,900 10.5 F F 1,422,600 100.0 
 

683,900 59.2 166,500 14.4 115,500 10.0 36,400 3.1 46,900 4.1 92,300 8.0 14,700 1.3 1,156,100 100.0 
 

982,100 63.1 210,500 13.5 101,000 6.5 63,700 4.1 31,600 2.0 148,200 9.5 F F 1,555,300 100.0 

All

12 to 20

21 to 30

31 to 40

41 to 50

51 to 60

61 to 70
 

1,339,600 64.3 231,100 11.1 125,600 6.0 68,100 3.3 58,800 2.8 245,200 11.8 F F 2,082,500 100.0 
 

65 and over 2,043,800 59.6 366,900 10.7 234,000 6.8 114,700 3.3 120,100 3.5 521,100 15.2 25,900 0.8 3,426,400 100.0 
 

71 and over 1,204,900 57.7 210,000 10.1 148,200 7.1 71,900 3.4 76,400 3.7 355,700 17.0 20,400 1.0 2,087,700 100.0 

2,939,300 

VISITED DENTAL PROFESSIONAL (LAST TIME) BY INSURANCE
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AVOIDED GOING TO A DENTAL PROFESSIONAL BECAUSE OF THE COST (12 MONTHS) BY INSURANCE 

  

Avoided going to a dental professional because of the cost (12 months) by Insurance 

Yes No All 

Estimate % Estimate % Estimate % 
Insurance Age Group 

6,739,400 22.6 23,020,600 77.4 29,760,100 100.0 All All 

12 to 20 258,900 8.8 2,685,000 91.2 2,944,000 100.0 
21 to 30 1,506,500 32.9 3,069,100 67.1 4,575,600 100.0 
31 to 40 1,327,400 26.0 3,773,700 74.0 5,101,100 100.0 
41 to 50 1,058,600 22.6 3,616,800 77.4 4,675,400 100.0 
51 to 60 1,031,300 20.7 3,945,800 79.3 4,977,000 100.0 
61 to 70 977,900 22.8 3,315,300 77.2 4,293,200 100.0 
65 and over 1,135,200 20.3 4,459,300 79.7 5,594,400 100.0 
71 and over 578,900 18.1 2,614,900 81.9 3,193,800 100.0 

Yes All 2,630,300 13.7 16,618,900 86.3 19,249,200 100.0 
12 to 20 122,600 5.3 2,205,200 94.7 2,327,800 100.0 
21 to 30 627,300 20.8 2,388,000 79.2 3,015,300 100.0 
31 to 40 615,500 16.8 3,056,000 83.2 3,671,500 100.0 
41 to 50 479,300 13.6 3,034,500 86.4 3,513,700 100.0 
51 to 60 449,800 13.1 2,979,900 86.9 3,429,600 100.0 
61 to 70 239,700 10.9 1,962,300 89.1 2,202,100 100.0 
65 and over 194,600 9.1 1,951,100 90.9 2,145,700 100.0 
71 and over 96,100 8.8 993,000 91.2 1,089,100 100.0 

No All 4,109,100 39.1 6,401,800 60.9 10,510,900 100.0 
12 to 20 136,300 22.1 479,900 77.9 616,100 100.0 
21 to 30 879,100 56.3 681,100 43.7 1,560,200 100.0 
31 to 40 711,900 49.8 717,700 50.2 1,429,600 100.0 
41 to 50 579,300 49.9 582,300 50.1 1,161,700 100.0 
51 to 60 581,500 37.6 965,900 62.4 1,547,400 100.0 
61 to 70 738,200 35.3 1,353,000 64.7 2,091,200 100.0 
65 and over 940,600 27.3 2,508,200 72.7 3,448,800 100.0 
71 and over 482,800 22.9 1,621,800 77.1 2,104,700 100.0 

Source: Statistics Canada, 
Canadian Community Health Survey (CCHS), 2018
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Source: Statistics Canada, Canadian Community Health Survey (CCHS), 2018

More than once a 
year  

About once a 
year  

Less than once a 
year  

Only for emergency 
care  Never  Total  

Estimate  % Estimate  % Estimate  % Estimate  % Estimate  % Estimate  %
Rurality  Age Group  

13,888,300  45.7  9,159,300  30.2  2,393,200  7.9  3,678,500  12.1  1,243,100  4.1  30,362,300  100.0All  All  

12 to 17  1,288,000  60.3  689,100  32.3  71,700  3.4  65,500  3.1  21,800  1.0  2,136,100  100.0  

18 to 34  3,206,000  39.6  2,763,700  34.1  851,500  10.5  964,800  11.9  316,700  3.9  8,102,800  100.0  

35 to 49  3,464,700  48.9  2,088,100  29.5  598,700  8.5  750,200  10.6  178,200  2.5  7,079,800  100.0  

50 to 64  3,678,300  49.6  2,106,200  28.4  487,500  6.6  880,700  11.9  262,900  3.5  7,415,700  100.0  

65 and over  2,251,300  40.0  1,512,100  26.9  383,800  6.8  1,017,300  18.1  463,300  8.2  5,627,800  100.0  

Urban  All  11,715,400  46.6  7,503,600  29.8  1,967,600  7.8  2,952,700  11.7  1,008,400  4.0  25,147,700  100.0  

12 to 17  1,059,600  61.0  556,200  32.0  55,300  3.2  51,100  2.9  13,900  0.8  1,736,100  100.0  

18 to 34  2,832,900  40.1  2,352,000  33.3  743,000  10.5  845,400  12.0  289,900  4.1  7,063,200  100.0  

35 to 49  2,994,200  49.9  1,731,200  28.8  493,900  8.2  623,000  10.4  162,000  2.7  6,004,300  100.0  

50 to 64  2,988,200  50.8  1,651,600  28.1  378,100  6.4  667,400  11.4  192,200  3.3  5,877,600  100.0  

65 and over  1,840,400  41.2  1,212,600  27.1  297,300  6.7  765,900  17.1  350,400  7.8  4,466,500  100.0  

Rural  All  2,172,900  41.7  1,655,600  31.8  425,600  8.2  725,800  13.9  234,700  4.5  5,214,600  100.0  

12 to 17  228,400  57.1  132,900  33.2  16,400  4.1  14,400  3.6  7,900  2.0  400,000  100.0  

18 to 34  373,100  35.9  411,700  39.6  108,500  10.4  119,400  11.5  26,800  2.6  1,039,600  100.0  

35 to 49  470,400  43.7  356,800  33.2  104,800  9.7  127,200  11.8  16,200  1.5  1,075,500  100.0  

50 to 64  690,100  44.9  454,600  29.6  109,400  7.1  213,300  13.9  70,700  4.6  1,538,200  100.0  

65 and over  410,900  35.4  299,600  25.8  86,600  7.5  251,400  21.7  112,900  9.7  1,161,300  100.0  

VISIT DENTAL PROFESSIONALS (FREQUENCY) BY RURALITY
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Source: Canadian Community Health Survey, Statistics Canada, 2018.
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BRUSHING TWICE AND FLOSSING ONCE DAILY CANADA, 2018
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ORAL HEALTH HABITS
78.3% of Canadians aged 12 and older reported 
brushing their teeth at least two times per day, 
while less than half (43.0%) reported flossing their 
teeth at least once per day. Together, just over one-
third (37.5%) of Canadians reported meeting the 
CDA recommendations of both brushing teeth 
twice a day and flossing daily. Significantly more 
females (45.3%) than males (29.5%) reported 
meeting the guidelines for both brushing and 
flossing. Among males, those aged 50 to 64 were 
the most likely to meet the care recommendations. 
For females, those aged 50 to 64 and 65 and older 
were most likely to meet the guidelines.

Source: Statistics Canada, Health Fact Sheets. Dental 
Care, 2018.

FIRST DENTAL CORPORATION GOES PUBLIC IN CANADA  

Dentalcorp Holdings Ltd., Canada’s biggest 
network of dental practices, raised $950 million 
in its public market debut, making it the largest 
health care IPO ever on the Toronto Stock 
Exchange, and the biggest public offering to 
date this year.

Shares of Dentalcorp were priced at $14 before 
trading began, and were virtually unchanged 
by mid-day, hovering near $13.95. While the 
common shares of the company raised $700 
million, the offering also included a $250 million 
private placement of 10 million shares sold to 
institutional shareholders.

Dentalcorp’s largest shareholders – before and 
after the IPO – include the American-French 
private equity giant L Catterton, Toronto-based 
Imperial Capital, the pension fund OPTrust and 
company founder and chief executive officer 
Graham Rosenberg.

Dentalcorp was founded in 2011 and has 
approximately 7,000 employees across the 
434 dental practices it owns. A majority of the 
clinics are in Ontario and Alberta. The company 
grew steadily over the past decade, sometimes 
acquiring up to 60 dental practices a year. 
That process, however, involved taking on huge 
amounts of debt. As of March 31, 2021, company 
filings indicate Dentalcorp had approximately $1.7 
billion in debt.

Dentalcorp plans to use the proceeds of the IPO 
mainly to recapitalize its business and continue 
acquiring dental practices.  The  main objective is 
to drive double-digit growth in terms of locations, 
revenue and EBITDA [earnings before interest, 
taxes, depreciation and amortization].

The IPO will also include a new $1.3 billion 
credit facility issued by a group of lenders that 
includes all of the Big Five Canadian banks and 
Merrill Lynch.

The offering was initially priced at between $16 
and $19 a share, but market volatility over the past 
few weeks, and the $250 million private placement, 
compelled underwriters to reprice it at $14.
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L Catterton, the biggest pre-IPO shareholder, 
operates a $25 billion consumer-focused 
private equity business and stands to receive 
approximately $865 million from the IPO. 

Dentalcorp’s 2020 revenue was affected by 
the COVID-19 pandemic because most clinics 
were forced to shut from March to July, 2020. The 
company’s prospectus indicates it took a revenue 
hit of $35 million in the first quarter of 2020 and 
$215 million for all of last year.

The company is currently not profitable, reporting 
a net loss of $157 million in 2020. Revenue was 
$666 million, compared with $768 million in 2019. 
Dentalcorp is sitting on $232 million in cash.

Dentalcorp’s business model is predicated on 
acquiring existing dental practices and handing 
out equity to the owners of those independent 
businesses. The dentists operating under the 
Dentalcorp banner technically are not employees 
of the company, remaining independent 
contractors through a revenue-sharing agreement.

Dentalcorp sees the Canadian dental market 
as a massive opportunity because about 
95% of dental practices in Canada are still 
independently owned. The company believes 
it will continue to grow partly because dentists 
have an incentive to shift away from running their 
practices independently.

“Dental professionals want to spend more time 
delivering care to patients, maintain clinical 
autonomy and relieve the burden of practice 
administration,” says the company’s prospectus 
for investors. There is a 96% retention rate among 
dentists who have joined the corporation.

The offering was led by CIBC Capital Markets, 
Jefferies Securities Inc., BMO Capital Markets and 
TD Securities Inc. RBC Capital Markets and Bank 
of America Securities acted as secondary book 
runners, together with Canaccord Genuity Corp. 
and Scotia Capital Inc.

The underwriters will be paid a cash fee equivalent 
to 5% of the total proceeds of the raise. They have 
also obtained an overallotment option of shares 
that, if exercised in full, could yield Dentalcorp an 
additional $105 million.

Source: Vanmala Subramaniam, Capital Markets 
Reporter, May 21, 2021. The Globe and Mail.

DENTAL EXPENDITURES
Latest figures available are from  
pre-COVID in 2019
Dental spending 2019 in Canada 

• Total expenditures on dental services: 
$16.852 billion

• Annual change in total expenditures on dental 
services: 4.4%

• Percentage of total health expenditures on 
dental services: 6.4%

• Per capita total expenditure on dental 
services: $450.40

• Private sector health expenditure on dental 
services: $15.826 billion

• Total private sector health expenditures in 
Canada: $78.104 billion

• Percentage of private-sector health 
expenditures on dental services: 20.3%.

• Annual percentage change in private 
expenditures on dental services: 4.3%

• Per capita private expenditure on dental 
services: $423.00

• Public sector health expenditure on dental 
services: $1.026 billion

• Annual percentage change in public 
expenditures on dental services: 5.7%

• Percentage of public-sector health 
expenditures on dental services: 0.6%

• Out-of-pocket expenditures decreased from 
50% in 1988 to 43.6% in 2016

• Private insurance expenditures increased from 
50% in 1988 to 56.4% in 2016

Source: CIHI National Health Expenditure Trends 2019.
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DENTAL CERTIFICATION
Equivalency Process
Since the establishment of the Equivalency 
Process in 2010, the National Dental 
Examining Board (NDEB) has received just 
under 12,000 applications.

2,799 applications were received for the 
equivalency process in 2018, a 20% increase 
from the previous year. 

The number of applications received annually 
increased at a consistent rate between 2011 
and 2015, with a significant increase occurring in 
2017 and 2018.

Individuals who apply to the Equivalency Process 
are graduates of non-accredited dental programs 
around the world, with the highest numbers being 
from India, Pakistan, China and the Philippines.



Source: National Dental Assisting Examination Board, Annual Report 2019.
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DENTAL ASSISTANTS 
• Just under one-quarter, (23.1%), of surveyed 

DAs are supplementing their income with work 
outside the profession. 

• Just over two-thirds of DAs surveyed (67%) said 
they do not plan to leave the practice where 
they currently work, while 14% said they do plan 
to leave and 19% were unsure. 

• A significant portion of DAs surveyed do not 
feel that they are fairly compensated for their 
contribution to their oral health team (38.8%). 

Source: Factors, Realities, and Experiences of Employment 
as a Dental Assistant in Canada. Final Report on a National 
Survey of Canadian Dental Assistants. Lawford, K and 
James, Y. 2019. 



Source: Topline Report. Dentists’ survey on dental assistants. CDA. April 2019. 
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ENVIRONMENT; 51% CHOSE HIGHER SALARY 

CURRENT EMPLOYMENT STATUS OF DENTAL ASSISTANTS, 2019

Source: Factors, Realities, and Experiences of Employment as a Dental Assistant in Canada. Final Report on a National 
Survey of Canadian Dental Assistants. Lawford, K and James, Y. 2019.  
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DIAC SURVEY 2020
As might be expected given the COVID-19 
pandemic, “Financial Concerns” are now the top 
challenge Canadian dentists intend to address 
in their practice in 2020 (as compared to fourth 
highest ranked challenge in 2019), according to 
results from the DIAC (Dental Industry Association 
of Canada) twenty-fourth Annual Future of 
Dentistry Survey.   

Dentists in 2020 remained optimistic regarding 
most other aspects of operating their practices. 

This year’s survey was designed and launched 
before the COVID-19 pandemic but was 
conducted between February 1 and the first 
week of June 2020. Although this period included 
closures due to the COVID-19 lockdowns, the 
survey was developed too late to include 
questions about the impact of COVID-19.

As with past surveys, the challenges, other than 
Financial Concerns, were ranked in their traditional 
order as in 2018 and 2019: Getting More Patients, 
Staffing Issues, Acceptance of Treatment Plans, 
and Installing New Equipment/Office Upgrades. 
These reflect the continuing concerns of the 
typical dental practice before the pandemic. 

What does appear to be growing is the impact of 
incorporating technology in the office (32% now 
rate it as a key metric for success), as well as the 
creation of a new category “Securing proper PPE”, 
an obvious reference to COVID-19.

Dentists continued to have a positive outlook 
towards the future, as reflected in their investments 
in their practices and abilities moving forward:

• While the trend towards larger practices in 
terms of numbers of dentists and operatories 
noted in previous surveys has continued, over 
22% of 2020 respondents still intend to add 
one or more new operatories in the next two 
years. This percentage has remained basically 
unchanged since 2017.

• Dentists still intend to purchase new equipment 
over the next two years at the same rate as in 
the past, with Digital Impression Systems still the 
top intended purchase (38% of respondents), 
followed by Electric Handpiece (29%) and 
Cone Beam Computed Tomography (23%).

• The percentage of respondents with a fully 
paperless office reached 40% in 2020.

• The percentages of digitization in the individual 
practice areas studied - X-Ray (91%), Operatories 
(71%), Private Office (70%) and Charting (57%) - 
are now all over 50% and continue to increase.

• Social media continues to climb the list of 
practice-building tools used (52% of respondents 
in 2020 use social media and it is now second 
only to asking for referrals in popularity) 

Source: Twenty-Fourth Annual Future of Dentistry Survey. 
Dental Industry Association of Canada / Eric P. Jones & 
Associates Inc.
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The chart below shows the impact of the peak of the pandemic during total 
lockdown in December 2020. Practice volumes stabilized in April 2021.
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REVISITING DENTISTRY  
2020 MEGATRENDS

As discussed in the Overview, COVID-19 will continue to have a 
profound impact on  Canadian dentistry for several years. For this 
reason, we did not produce a new Megatrends section for 2021. 
Instead, we are indicating before each Megatrend section from 2020 
whether it has been positively or negatively impacted by COVID-19.



Human Resources Challenges in Dentistry-

Evolution of Alternative Dental Care Delivery Models-
Growing Income Inequality A�ecting Access to Dental Care-
Growing Commercial Nature of Oral Health Care-

Evolving Concepts of the Workplace and Benefits-
Disruptive Technologies Continuously Changing Practice -
Expansion of Alternative Health Providers-

The Rise of Empowered Health Consumers-
Increasing Global Mobility of Health Professionals-
Shifting Care Needs for an Aging Population-

MEGATRENDS IN DENTISTRY
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SCOPING THE FUTURE
The purpose of environmental scanning is to identify key information and trends as well as changes and 
emerging issues to assess how they may impact the profession, either positively or negatively. Ultimately, 
the process tries to answer two questions, What? and So What? to help the profession decide how to react 
(Now What?).

To support the CDA board as it sets its priorities, the report looks at the environment at three levels:

 ο The external environment where political, economic, social and technological (PEST) dimensions are 
considered, particularly factors that can relate to and can impact dentistry and demand for oral health 
care.

 ο The health environment where pertinent information, trends and factors are explored from both the 
provider and patient perspectives and in the context of potentially having an impact on oral health care 
delivery.

 ο The dentistry environment where data and trends across the dental spectrum are examined including 
demographics, practice settings, economics, education, workforce, oral health status, regulation and 
models of care.

Given the volume of information presented, in order to bring attention to and highlight the most relevant 
information for dentistry in Canada, the environmental scanning report features a megatrends section- the 
first section of the report- which serves as an overview of the key major trends. It ranks the importance of 
ten identified megatrends based on their potential impact on dentistry as well as the timeframe in which 
the megatrend is expected to have an effect.  Megatrends that are expected to have the biggest impact in 
many areas within a 5-year time frame are identified as prominent (red and orange).  Megatrends that are 
expected to have a lesser impact and in a longer time frame (more than 5 years) are identified as emerging 
(yellow and teal). 

A megatrend results from the convergence of several issues identified in the environmental scan.  A mega-
trend has the potential to lead to major changes in the dental profession.   This section answers three ques-
tions:  What?  So What? and Now What?

WHAT
Highlights key emerging trends identified in the environmental scan that contribute to the megatrend.

SO WHAT
Summarizes the potential impact of the megatrend on dentistry.

NOW WHAT
Outlines options that organized dentistry can consider in response to the megatrend.



1.Megatrends
We are in an age of disruption. Nimbleness, resiliency, and strong 
connections to stakeholders are important to successfully navigate 
the forces shaping the future



Impacts of COVID-19

All of these trends identified last year became more critical:
Growing supply of dentists relative to population
Shortage of dental assistants developing across country
High attrition rates for dental assisting profession
Distribution imbalances in many regions
Healthy and respectful dental workplaces a key issue

1 .  HUMAN  RESOURCES CHALLENGES IN DENTISTRY

6
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HUMAN RESOURCES CHALLENGES IN DENTISTRY

WHAT
Growing supply of dentists  
relative to population

 ο Population to dentist ratios have been decreasing 
across all provinces/territories for many years and 
this trend continues.

 ο Canadian population has grown 12% between 
2008 and 2018 whereas the number of licensed 
dentists has grown by 18%.

 ο Larger urban centres in Canada are experienc-
ing even lower population to dentist ratios and 
decreasing levels of “busyness”.

 ο Supply pool increasing continuously primarily due 
to increasing sources of new dentists, postpone-
ment of retirement.

 ο Dental schools’ producing new dentists at a faster 
rate than the growth in the population. 

Shortage of dental assistants  
developing across country

 ο Increase in the number of new dentists practicing 
outpacing the number of new dental assistants 
registering in most jurisdictions.

 ο Perception of 85% of dentists surveyed across 
Canada is that there is a shortage of dental assistants.

 ο One third of dental assistants across Canada 
stated that there are unfilled job openings for 
assistants in their practice.

 ο 44% of recent dental assistant hires are coming 
from another practice, suggesting new graduate 
supply shortage issue.

 ο Decreasing interest in dental assisting as a career 
and thus in applications to schools.

High attrition rates for dental  
assisting profession

 ο Less than half of currently employed dental assis-
tants plan to stay in profession until they retire.

 ο Greatest decline in certified dental assistants is 
in younger age cohort, indicating a problem of 
retention.

 ο 42% are females between ages 20 to 24, large 
exposure to parental leave who often don’t return 
to workforce.

 ο 23% of dental assistants supplement their income with 
work outside dentistry, leading to exit to other field. 

 ο In certain regions, certified dental assistant wages 
have grown less compared to wages in other 
industries. 

Distribution imbalances in many 
regions

 ο Strong relationship between degree of urbanization 
and highest concentration of dental professionals.

 ο GP dentist and specialist dentist imbalance across 
Canada.

 ο Workforce to population ratio of 1:3300 in rural 
areas compared to 1:2283 in urban areas in one 
large province, 90% of dental workforce located 
in urban census subdivisions.

 ο According to 2016 census data from Statistics 
Canada, wide variation in average dentist income 

trends over the last 5-year period, indicating over-
supply in some regions.

 ο Foreign trained dentists establish their practices 
in certain regions in Canada more than others.

Healthy and respectful dental 
workplaces a key issue  

 ο Recent national surveys identified harassment 
and disrespect in the workplace as a major issue 
in dental practices.

 ο Most dental assistants and hygienists reported 
experiencing some form of harassment, bullying, 
abuse in workplace.

 ο A large percentage of dental staff quit their jobs as 
a result of mistreatment experienced in workplace.

 ο Career trajectories of dental assistants that expe-
rience unhealthy workplaces include complete 
exit from the profession. 

 ο Surplus of dental assistants leaving before retire-
ment due to unhealthy workplaces and poor 
remuneration; dental auxiliaries are unionizing 
in some areas. 
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SO WHAT
 ο Decreasing supply of dental assistants is leading 

to increasing labor costs and other staffing 
challenges for dental practices; can be further 
exacerbated if trend continues and if shortages 
materialize in supply of dental hygienists as well.

 ο Consideration of a framework for oral health 
workforce planning and a dental health workforce 
study could be useful in anticipating supply and 
distribution challenges.

 ο Monitoring the distribution of health care 
workforce has the potential to assist in implement-
ing strategies that encourage dental workforce 
to benefit from the advantages of living and 
working in underserviced areas, thus improving 
economics of practice.

NOW WHAT
 ο The Canadian dental profession should ensure 

that all dentists licensed to practice have an 
excellent grounding in the principles of profes-
sionalism, ethics and empathic communication.

 ο The Canadian dental profession should research 
and facilitate the awareness and understanding 
of new alternative and integrated practice models 
and assess their viability and sustainability.

 ο The CDA undertook a survey with the Canadian 
Dental Assistants Association (CDAA) of dental 
assistants across Canada to better understand 
the issues leading to lower recruitment and 
retention of dental assistants.

 ο The CDA undertook a survey of dentists in Canada 
to understand from their perspective the issues 
relating to shortages of dental assistants in Canada.

 ο Need to shift focus to needs-based planning, 
which is a move away from how many do we 
need, to what services do we need to what skills 
do we need to provide services.

 ο CDA/CDHA/CDAA Tripartite Working Group on a 
Healthy Workplace and its mandate to promote 
a safe, healthy and respectful dental workplace.



Impacts of COVID-19

Two of the trends identified last year became more pronounced, 
driven by larger practices with substantial financial resources:

These three trends were una�ected:

Socio-economic practice realities faced by the dental workforce
Increasing integration of oral health into primary care
Increasing implementation of interventions delivered in community settings

Paradigm shift in the delivery of oral health care
Changing practice environments

2. EVOLUTION OF ALTERNATIVE DENTAL CARE 
    DELIVERY MODELS
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EVOLUTION OF ALTERNATIVE DENTAL CARE DELIVERY MODELS

WHAT
Paradigm shift in the delivery of 
oral health care

 ο The type of treatments provided in dental offices is 
evolving; from the treatment of disease (acute surgical 
care) occupying the major portion of a dentist’s time 
to an increasing focus on prevention of disease and 
the maintenance of good health overall.

 ο Dentistry is facing increasing societal expec-
tations; person-centered care is becoming an 
expectation of the cultural transformation that 
health care is moving towards; redefining the 
interactions between dentists and the population.

 ο Ongoing technological advances are increasingly 
changing the current model of treating all dental 
patients the same- one size fits all, without taking 
into consideration their risk profile or probabilities 
of responding to various treatments or interventions.

 ο Precision-medicine, use of diagnostic innovations 
such as the use of saliva and biomarkers and the 
use of big data will target and optimize the type of 
surgical care needed for patients thus requiring 
changes to how dentists’ practice.

 ο An emphasis on quality and value is driving further 
changes in the healthcare delivery model for dentists.

Socio-economic practice realities 
faced by the dental workforce

 ο Highest post-secondary tuition fees of all profes-
sional degrees in Canada; results in debt reduction 
and guaranteed income a priority upon graduating.

 ο Increasing practice set-up costs, ongoing invest-
ment in cutting-edge equipment and technology, 
and rising costs of professional regulations and 
extra-professional issues.

 ο Need for reconciliation of work/family life height-
ened because of the feminization of the profes-
sion which influences workplace priorities.

 ο Millennials and Gen Zs are demanding a level 
of flexibility that is remaking the workplace for 
everyone else; paid family leave, abundant 
vacation time, flexible start and finish times, the 
freedom to work remotely is part of their general 
work routine.

 ο Oversaturation of urban areas and general over-
supply trends make it difficult to open profitable 
practices in cities; suboptimal investment returns 
and depressed resale value of dental practices is 
resulting in extended careers.

Changing practice environments
 ο Proportion of solo and partnership dental 

practices (small practices of 1 to 4 employees) 
are steadily decreasing in Canada; proportion of 
associates increasing rapidly.

 ο In the US, corporate interests own a sizeable 
market share of all dental offices; corporate 
ownership is rising in Canada; increasing private 
equity investments in dental corporations 
worldwide.

 ο Growth in dental management service companies 
and dental support organizations- providing 
business services and centralized outsourcing 
of most business functions such as accounting, 
human resources, marketing, legal and practice 
management.

 ο Non- traditional settings such as walk-in dental 
clinics, tele dentistry, mobile dentistry, and 
overseas dental tourism becoming more 
commonplace and accepted.

 ο Digitization of supply and buyers chain allows 
players outside dental space to enter dental care 
and deliver services directly to patients.
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Increasing integration of oral 
health into primary care

 ο Growing research on correlation between aspects 
of oral health and general health; evidence that 
dentists can play significant role in the systemic 
health of their patients beyond stabilization and 
prevention of oral disease.

 ο Periodontal diseases share many risk factors with 
other non-communicable diseases.

 ο Use of screening processes to identify systemic 
disease indicators during the dental care 
encounter has grown over the last decade 
and there are several disruptive technological 
advances close to the clinical application stage.

 ο Oral cancer screening is being offered in pharma-
cies in some regions of Canada, and interest in other 
areas is picking up; pharmacists are also looking 
to make more preventive caries services (such as 
fluoride varnishes) available to the population.

 ο American Academy of Family Physicians supports 
a new model for delivering preventive oral health 
care as a component of routine medical care and 
enhancing partnerships between primary care 
and dentistry (Oral Health Delivery Framework).

Increasing implementation 
of interventions delivered in 
community settings

 ο Risk assessment and minimally invasive interven-
tions such as those that can control and reverse 
caries process, and community- based strate-
gies for supporting people to practice good oral 
health habits.

 ο Remineralization agents and strategies including 
products such as fluoride varnish that can reverse 
demineralization of enamel early in the caries process.

 ο Caries arresting medications, such as silver 
diamine fluoride that can arrest the progress of 
existing dental caries lesions.

 ο Techniques involving sealing caries that can be 
provided by allied dental personnel in community 
settings, such as interim therapeutic restorations.

 ο Self/wellness and virtual access tools encourage 
some dental consumers to better manage their 
own oral health, which has the potential to reduce 
the need for some preventive oral health services.

SO WHAT
 ο Oral health professionals represent an underuti-

lized group of health care providers that can 
contribute to improved health of populations 
living with chronic diseases by broadening their 
scope of practice.  

 ο New opportunities to integrate oral health 
improvement activities with community education, 
social service, and general health organiza-
tions, and improve and maintain oral health in 
community sites outside dental offices. 

 ο Changing oral disease demographics potentially 
a threat to dentists and their increasing numbers 
if they can’t adapt their practice.

 ο With decreasing prevalence of these diseases 
in the younger population, can expect need for 
this level of care to shift gradually and human 
resource mix will need to reflect this.

 ο Opportunities exist for dentistry to expand 
services, since many medical conditions can 
be first observed intraorally, providing a venue 
through increased scope of practice for early 
diagnosis, prevention, treatment by dentists.

 ο Focus will shift to individual risk assessment and 
prevention for cost-effective treatment plans; 
will lead to more incentives to develop payment 
schemes that put ceilings on dental costs and 
reward prevention.

 ο Dentistry can anticipate potential payment 
reforms and approaches tied to performance 
metrics by observing changes already under way 
in medicine, or re-emergence of capitation.

 ο Further integration into primary care models will 
require dentistry to fully embrace and incorporate 
health care system elements such as electronic 
health records, participating in effectiveness 
research and interdisciplinary oral health preven-
tive interventions.

 ο A holistic model of care, like those at Community 
Health Centres, can help some patients with 
many aspects of health. Different models may 
be required to address the needs of a variety of 
patient population groups.

 ο The development of inter-professional practice 
models (IPPMs) is one option for dentistry to 
explore. Improved collaboration between oral 
and general health care teams will be required 
to overcome dentistry’s previous isolation from 
medical care.

 ο Dentistry must consider alternatives to the tradi-
tional fee-for-service private practice model, 
including a public/private blended approach.
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 ο The trend towards larger, multi-site practices 
will continue. Dental associations will need to 
maintain their relevance to individual practi-
tioners while showing value for large, potentially 
corporate practice owners.

 ο New private delivery models may potentially 
create barriers to patient centered care, as there 
may be an impact on care decisions being based 
on economic or management criteria rather than 
the clinical needs of patients.

 ο Corporations may become too big and change 
the face of organized dentistry, potentially 
replacing dental associations.  

 ο Oral health/ systemic health connection increases 
to the point of absolute need for oral health 
care; makes case for essential dental care and 
increases risk of transfer of primary dental care 
to medical practitioners.

Intensified scrutiny of benefits administration, 
benefits strategy, and drug pricing is already 
occurring. Pharmaceutical pricing in the supply 
chain has taken center stage as a main driver of 
increasing healthcare costs. There will continue 
to be a concerted effort by all stakeholders to 
share the higher costs while increasing the use 
of industry-wide cost-sharing initiatives, such 
as value-based purchasing or direct contracting 
with manufacturers to manage cost trends while 
balancing outcomes for population health.

NOW WHAT
 ο The Canadian dental profession should articu-

late and promote a clear definition of oral health 
that enables the measurement of oral health 
and systemic health outcomes, and that helps to 
demonstrate the value of oral health care.

 ο CDA Promotion of Care Task Force- the priority 
of this task force is to develop public-facing 
messages related to CDA’s newly adopted defi-
nition of oral heath and to focus on the relation-
ship between oral health and overall health and 
the intrinsic importance of oral health.

 ο The Canadian dental profession should embrace 
the inclusion of dentistry in national electronic 
health records (EHR) and include the collection 
of oral health diagnostic data that facilitate the 
development of comprehensive and value-based 
outcomes for both dental care and medical care.

 ο Organized dentistry must advocate for oral health 
care to be integrated in the public system EHR, to 
tap into a large pool of valuable diagnostic and 
treatment data.

 ο The CDA, in association with CDSPI and the Corporate 
Member provincial dental associations are launching 
a dental career options website to help new dentists 
understand and make informed decisions about 
the full range of career options available to them, 
including alternative practice models.

 ο The Canadian dental profession should advocate 
for funding of clinical research that examines the 
relationship between oral and systemic health, 
along with health services research into collabo-
rative models of dental and medical care.

 ο The Canadian dental profession should facil-
itate the provision of business education and 
resources for dentists that are appropriate for 
their chosen model of practice.

 



Impacts of COVID-19

The five trends identified last year became significantly more 
pronounced, especially for lower income and economic status groups. 
Recovery for these vulnerable groups will be a lengthy process. 
Government health budgets are extremely overextended, and priorities 
will be for urgent services with a backlog. Limited resources for public 
oral health programs will also a�ect these groups. 

The five trends identified last year are:
Persistent income inequality in Canada
Income inequality more prevalent in certain groups
Inequality a�ects many health measures
Inadequate funding for public dental programs
Increasing price elasticity of dental care

3.  GROWING INCOME INEQUALITY AFFECTING
    ACCESS TO DENTAL CARE
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GROWING INCOME INEQUALITY AFFECTING  
ACCESS TO DENTAL CARE

WHAT
Persistent income inequality in 
Canada

 ο Based on adjusted after-tax income, Canadians 
in the highest decile accounted for 23.3% of total 
after-tax income in Canada in 2017, while the 
lowest four deciles represented 20.4%.

 ο One in four Canadians describe the economic 
conditions where they live as poor or terrible, 
whereas 41% describe them as good or excellent.

 ο Wealth for households in the highest income 
quintile is 2.5 times higher than the overall average; 
the top 20% of income earners had a net worth of 
$1.8 million per household in 2017, compared with 
about $214,000 for the bottom 20%.

 ο Rich-poor gap, which currently sees the top 20 
per cent of Canadian households holding 66 per 
cent of the country’s wealth.

 ο According to the Conference Board of Canada, 
income inequality is a critical issue in Canada 
which ranked 21st among 34 OECD countries, 
as measured by the gap between the top 10% of 
income earners and the rest of the population. 

Income inequality more prevalent 
in certain groups

 ο House of Commons report on poverty identified 
10 groups most at risk of experiencing low income: 
children, lone-parent, women, unattached individuals, 
seniors, Aboriginal people, people with disabilities, 
immigrants, visible minorities, and low- wage workers.

 ο Key Canadian study points to Aboriginal persons 
living off–reserve; recent immigrants; lone 
parents, persons with disabilities; and unattached 
persons ages 45 to 64 living on their own as more 
prone to persistent poverty.

 ο During the period from 1996 to 2001, low-income 
rates among these groups generally remained in 
the range of 20 to 30 percent, compared with an 
average of 3.4 percent for the nonvulnerable group.

 ο Persons belonging to at least one of these groups 
accounted for less than one-quarter of the popu-
lation (23.8 percent) in 1996 but for over two-thirds 
(67.6 percent) of those who experienced persistent 
low income over the next six years.

 ο Geographically, most of the income inequality felt in 
Canada “exclusively” to those living in major cities, 
such as Toronto, Montreal, Vancouver and Calgary; 
the rapid pace of urbanization is a huge factor in 
the rising income inequality of dense cities.

Inequality affects many health 
measures

 ο In Canada, social and economic conditions account 
for half of population health outcomes, according 
to a study by the Standing Senate Committee on 
Social Affairs, Science and Technology; virtually 
every measure of population health is worse in 
deprived areas than in wealthier ones.

 ο Income, childhood environments, access to food 
and housing, education, and employment condi-
tions influence health.

 ο Large life expectancy gaps of 15 years for men 
and 17 years for women exist between those living 
in the highest and lowest income areas in many 
regions of Canada.

 ο Recent CIHI report indicates that inequalities 
are persistent in Canada, and little has been 
made in reducing them by measuring 16 indica-
tors including factors influencing health such as 
access to housing and food, smoking and obesity.

 ο 1 in 4 Canadians recently surveyed cited financial 
issues and housing affordability as the main 
reason keeping them up at night and hence 
increasing their levels of stress. 

Inadequate funding for public 
dental programs

 ο Expanded public dental funding has become a 
significant issue in recent federal election and past 
electoral campaigns in Ontario and Quebec.

 ο Growing income disparities are resulting in more 
Canadians of low and middle classes needing to 
use public dental programs.

 ο For many years, provincial governments have been 
underfunding dental programs while increasing the 
number of those eligible.
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 ο Majority of people who have access to targeted 
public dental care programs are not receiving 
dental care.

 ο Economically challenged provinces have reim-
bursement rates for public dental programs that are 
significantly reduced from provincial fee guides.

Increasing price elasticity of dental care
 ο A quarter of Canadians do not currently have a 

dentist that they see on a regular basis, and 37% 
of those say it is primarily due to cost.

 ο Most Canadians would not make an extra appointment 
with their dentist if it wasn’t covered by their plan.

 ο Middle income earners reported the greatest 
increase in cost-barriers from 1996 to 2009; also 
had the largest rise in out-of-pocket expenditures 
for dental care since 1978 and the lowest levels of 
dental insurance coverage.

 ο Dental care utilization is associated with relin-
quishing spending on other goods and services.

 ο 65% of Canadians surveyed recently feel that 
covering more under public health care such as 
dental, prescriptions and home care would help 
make life more affordable.

SO WHAT
 ο Only by addressing issues of poverty across 

Canada will it be possible to reduce socio-eco-
nomic gradients in all aspects of health care, 
including oral health care.

 ο The oral health status of the population will be greatly 
affected as the low and lower-middle income class in 
society continues to grow; dental public health programs 
may not have a significant impact at that point.

 ο Dentists cannot sustain their practices by seeing 
more public program patients, further exacerbat-
ing access wait times.

 ο Ongoing increases in provincial health budgets 
results in provinces not prioritizing an adequate 
level of funding for public dental care.

 ο More people will not be able to afford dental care 
creating pressure for the acceleration of new care 
delivery models.

 ο Lack of affordability decreases dental visitation 
rates which impacts dental incomes, creating 
opportunities and a market for practice manage-
ment organizations.

 ο Provincial governments will continue to explore, 
propose dental care as part of medicare as an 
election platform, especially as greater population 
pools experience income inequities.

 ο Increasing visits to emergency rooms for dental 
care will further politicize the dentacare platform 
and increase pressure to include preventive 
dentistry under provincial medical service plans, 
provided by non-dentists.

 ο Organized dentistry needs to join coalitions to 
find solutions for reducing poverty and reducing 
income inequities.

 ο Epidemiological research shows that high levels 
of inequality and extreme poverty negatively 
affect the health of even the affluent, mainly 
because, inequality reduces social cohesion, a 
dynamic that leads to more stress, fear, and inse-
curity for everyone.
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NOW WHAT
 ο The Canadian dental profession should collab-

orate and create coalitions with health care and 
other professional groups as well as civil society 
groups interested in improving the oral health, 
overall health and social and living conditions of 
people in Canada.

 ο The Canadian dental profession should take all 
possible steps to ensure that the basic oral health 
needs of the entire population are met, regard-
less of geography or individual socioeconomic 
circumstances.

 ο The Canadian dental profession should encourage 
the delivery of oral health care to vulnerable patient 
groups in locations and by delivery methods that 
are most appropriate for these groups.

 ο The Canadian dental profession needs to look 
beyond the private practice model, perhaps to 
some sort of blended approach to funding. There 
is a need to find affordable, sustainable ways of 
providing dental care and to experiment with new 
payment models.

 ο CDA Delivery of Care Task Force- the priority 
of this task force is to define the principles of 
essential oral health care for all Canadians and 
to focus on access to care for all Canadians.

 ο CDA’s Access to Care Initiatives for Persons with 
Special Health Care Needs- a three-pronged action 
plan for persons with special health care needs.

 ο Access to Care for Indigenous Children- work in 
this area falls within three priority areas: preven-
tion, programs and policy/advocacy.  

The World Health Organization explains prev-
alence of health inequity as “unequal distribu-
tion of health- damaging experiences that is 
not a ‘natural’ phenomenon but the result of a 
toxic combination of poor social policies and 
programmes, unfair economic arrangements, 
and bad politics.”

 



Impacts of COVID-19

All four trends identified last year became more pronounced. Dentists and 
group practices will need to find ways to survive and thrive in the post-COVID 
era. The public will be looking increasingly for cheaper alternatives, such as 
direct-to-consumer, and may not be as concerned with safety considerations of 
dental treatments after the COVID experience.

The four trends identified last year are:
Behavior of dentists due to economic drivers
Proliferation of marketing of oral care services
Competition from non-traditional sources for certain aspects of dental care
Growing presence of direct-to-consumer dental services

4. GROWING COMMERCIAL NATURE OF ORAL HEALTH CARE
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GROWING COMMERCIAL NATURE OF ORAL HEALTH CARE

WHAT
Behavior of dentists due to 
economic drivers

 ο Dentists offering more purely cosmetic services 
in relation to traditional dental care; as well as an 
increasing trend of promotional materials on cosmetic 
dentistry and luxury service dental centres (i.e., spa 
dentistry) and street corner advertising.

 ο Number of dentists who claimed to be “busy” 
during the last decade has declined, and increas-
ing enrolment in marketing seminars aimed at 
up-selling patients.

 ο One third of Canadians feel dentists are focused 
on making money and patients are wary of dentists 
promoting cosmetic dentistry.

 ο Dentists are frequently viewed by patients as busi-
nesspeople making treatment recommendations 
motivated more by profit than by the health needs 
of individual patients, and many feel that dentists 
sometimes recommend unnecessary treatment.

 ο Potential ownership of larger dental clinics by busi-
nesspeople motivated by maximizing profit.

Proliferation of marketing of oral 
care services

 ο Oversupply of dentists in urban areas reinforcing 
heightened marketing behaviours by dentists.

 ο Internet discount sites that include oral hygiene 
services increase public’s perception of dentistry as 
a commercial or cosmetic service.

 ο Billboards and mall advertisements for exclusive deals 
in hygiene centres being seen by the public regularly.

 ο Dentists joining online preferred provider’s registries to 
compete on price and offer rebates; on-line referrals 
provide information about location, cost, quality which 
gives patients more bargaining power.

 ο Trend towards increasing direct-to-consumer 
marketing, encouraging consumers to ask for specific 
products when they go to their practitioners, because 
of demonstrated results by the pharmaceutical industry 
there is a return on such an investment.

Competition from non-traditional 
sources for certain aspects of 
dental care

 ο Dental care is increasingly being accessed in non- 
traditional locations such as grocery and depart-
ment stores throughout the United States and 
increasingly in Canada.

 ο Mobile units such as mobile dental vans bringing 
dental care to large companies and communities.

 ο Over 1 million Canadians have sought medical or dental 
treatment outside country in one-year period, and is 
expected to grow; over a fifth of Canadians consider 
going abroad for dental work, if too expensive here.

 ο Increased competition from retailers, hygiene centres, 
and now pharmacies for oral health screenings.

 ο Dentists increasingly promoting free services 
such as “free cleaning” and “free examination” 
prominently displayed at dental office locations 
to compete.

Growing presence of direct-to-
consumer dental services

 ο Also known as do-it-yourself (DIY) dentistry, 
patients are instructed how to independently 
take their own impressions and order products 
such as mouth guards, snoring appliances, teeth 
whitening trays and bleaching products, partial 
dentures, veneers and aligners.

 ο According to recent survey by the American Asso-
ciation of Orthodontics, about 13 percent of its 
member orthodontists are seeing patients who have 
tried do-it-yourself teeth straightening, with some of 
those attempts causing irreparable damage.

 ο The DIY trend is primarily linked to social media; 
and 70 percent of DIY patients are between the 
ages of 10 and 34.

 ο Growing number of online health media outlets 
promote to readers that they could save money by 
do-it-yourself dentistry making the practice more 
acceptable; sell many products such as dental 
permanent filling tooth restoration material kits.

 ο Health Canada regulates the sale, advertising 
and importation of these devices however clas-
sifies most of these products as Class II medical 
devices, representing a lower level of risk to the 
public- and can be sold as long as there is no 
significant documented harm to public.
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SO WHAT
 ο Lower expenditures per patient per year, giving 

dentists the incentive to treat more patients to 
maintain incomes that justify their investment in 
dental education and practice.

 ο Difficult to explain to the public why general 
health care is public while oral care is private, 
and the lack of interest for change by the profes-
sion. Without answers for this the perception of 
dentistry as a commercial enterprise continues 
to grow.

 ο With increased competition from a variety of non- 
traditional sources, there is pressure on dentists 
to discount prices from fee guides and promote 
cosmetic services.

 ο To cope with increasing competition, dentists 
may adopt business strategies, such as marketing 
and advertising, to attract patients or retain their 
patient base. 

 ο Competitive pricing, upselling and marketing for 
cosmetic oral services renders dentistry as more 
business, and less a health care profession in the 
public’s eye.

 ο As trend continues, could result in split between 
oral health care provided by regulated health 
professionals and cosmetic services provided 
by unregulated providers.

 ο Through rapid technological and business innova-
tion, potential dental patients have direct access 
to self-care and will be able to avoid what usually 
required a dental visit. The potential for harm and 
appropriateness or value of treatment needs to 
be explored and pursued.

 ο Dental graduates and practitioners need to firmly 
understand that there is a social contract between 
dentistry and society, whereby individual dentists 
promise to put the oral health care needs of their 
patients above other considerations.

 ο Learning how to communicate well and develop 
strong relationships with patients is an essential 
part of dental education. Students must learn 
the important role that patient trust plays in the 
dentist– patient relationship.

 ο Mechanisms must be in place throughout the 
professional cycle to ensure that dentists are 
regulated in such a manner that benefits society 
by maintaining competency and acting ethically 
throughout their lifespan as professionals.

 ο Increasing numbers of consumers, empowered 
through online information, believe that dentists 
are not really needed for certain procedures (like 
treating caries, orthodontic alignment).

NOW WHAT
 ο CDA Lifelong Learning Task Force- the priori-

ties of this task force are to focus on a formal-
ized mentorship program for new graduates and 
on ensuring that all licenced dentists in Canada 
have an excellent grounding in professionalism 
and ethics.

 ο The Canadian dental profession should establish 
a national certification body for continuing dental 
education that assesses courses, to ensure that 
they are based on sound scientific evidence and 
free of funding bias and conflicts of interest.

 ο The profession needs to focus on broader 
societal issues that impact on vulnerable groups 
and become engaged in addressing the social 
determinants of health. This is an effective way to 
foster public trust in the profession and enhance 
the perceived value of oral health.

 ο Dental Associations are launching public 
awareness campaign discouraging DIY dentistry 
as well as providing information on what to know 
before ordering such products.

 



Impacts of COVID-19

All four trends identified last year became more pronounced. Dentists and 
group practices will need to find ways to survive and thrive in the post-COVID 
era. The public will be looking increasingly for cheaper alternatives, such as 
direct-to-consumer, and may not be as concerned with safety considerations of 
dental treatments after the COVID experience.

The four trends identified last year are:
Behavior of dentists due to economic drivers
Proliferation of marketing of oral care services
Competition from non-traditional sources for certain aspects of dental care
Growing presence of direct-to-consumer dental services

5. EVOLVING CONCEPTS OF THE WORKPLACE AND BENEFITS
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EVOLVING CONCEPTS OF THE WORKPLACE AND BENEFITS

WHAT
Proportion of Canadians with 
employer benefits decreasing

 ο As government slowly reacts to current trends 
– there is continued shift of costs between the 
public system and employer-sponsored plans.

 ο One third of employees receive no medical/
dental benefits through their workplace; low-in-
come workers and women most excluded.

 ο Clear majority of workers in low-wage jobs do 
not have employer-provided health benefit plans.

 ο Tomorrow’s typical employee will be a free 
agent, well paid, under contract, better paid than 
permanent counterparts and have personalized 
healthcare on an exchange.

 ο By the year 2025, it is estimated that health 
benefits costs will rise by over 130% forcing 
employers to seek better services and choices.

Healthcare landscape embarking 
on a fundamental transformation

 ο Currently, a significant shift in the health benefits 
landscape is underway: the health care environ-
ment is at a tipping point, with an aging popula-
tion driving rising costs, and more of the burden 
poised to shift to the private sector.

 ο The workplace now encompasses multiple gener-
ations representing a wide variation in skills, life 
experiences, technical training, and college 
education; such a diverse workforce environment 
also creates challenges for healthcare.

 ο Government’s public promise in relation to health 
care coverage will continuously change- resulting 
in cost shifts between the public system and 
employer-sponsored plans.

 ο For the past 25 years the health benefits industry 
has survived under paternalistic insurance model- 
however within a decade the industry will become 
completely disrupted by specialty vendors and 
their innovations.

 ο By 2025 employers will work with dozens of 
specialty healthcare providers, focusing on 
improving costs, efficiency, health outcomes and 
customer service.

Initiatives by carriers trying to 
contain the “dental spend”

 ο De-listing of dentists by insurance providers with 
no transparent process in place.

 ο More demanding documentation requirements 
for some dental procedures, increased number 
and invasiveness of audits.

 ο New adjudication rules such as automated 
recoding of certain service combinations, and 
making investments to accept more types of 
claims and documentation electronically.

 ο Carriers raising the bar in terms of collecting data, 
using technology to profile providers and notifying 
consultants and employers when they find fraud.

 ο Carrier collaboration in dealing with dentists and 
fraud, and use of sophisticated artificial intelli-
gence software to analyse aggregate data from 
all carriers jointly.

Expanding consumer choice in 
selection of health benefits

 ο Millennials are more interested and expect 
more choice in their benefits; more want flexi-
bility in their health benefit plan and the ability to 
choose what’s covered and how much is covered, 
compared with baby boomers.

 ο Employees with access to workplace wellness 
programs (63%) and health-care spending 
accounts (60%) are more likely to be satisfied 
with their health benefits plan compared to those 
without those benefits.

 ο Companies and insurers are altering their 
offerings to appeal to a new generation of 
employees and health benefit offerings will need 
to be even more portable in the future.

 ο Promotion of flexible plans that no longer earmark 
amounts for specific health services.

 ο Growth of health spending accounts that motivate 
plan members to be more price-conscious, 
leading to value-based benefit choices; hence 
more scrutiny for dental care.
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Non-traditional benefits and 
customization on the rise

 ο Employers are now adding a wider variety of 
optional voluntary benefits, such as identity theft 
protection, critical illness insurance, pet insurance, 
legal services, telemedicine, which appeal to 
younger employees.

 ο Employers are increasing access to mobile virtual 
medical care and access to centers of excellence, 
which saves time and money and increases the 
quality of care and employee productivity while 
improving employee health outcomes.

 ο Personal finances are the number one source of 
stress for employees at all stages of their careers; 
one-third of employees admitted to being less 
productive at work because of financial stress; 
benefits to reduce financial stress on the rise.

 ο Benefits such as the ability to work from interest-
ing locales or more time off to pursue personal 
development and charitable causes are becoming 
more commonplace. 

 ο Companies often blindly choose health and 
wellness programs based on trends that don’t 
necessarily fit their workforce; technology firms 
are rolling out tools aimed at solving this problem 
through more robust data analytics and AI.

SO WHAT
 ο A decreasing number of Canadians with dental 

benefits coupled with less generous benefits that 
no longer earmark money for oral health care 
mean fewer dental visits and decreased patient 
willingness to accept treatment plans.

 ο As consumers look at the relative value of various 
parts of their health care plans those who are the 
lower utilizers of dental benefits are more likely 
to opt for other elements of their health care 
package.

 ο Changes in the labour market conditions as 
well as mindset of new generations result in an 
increasing need to promote and explain the value 
of preventive and therapeutic dental care directly 
to consumers. 

 ο Education is increasingly important for the new 
generation of workers who place much more 
emphasis on choice and flexibility.

 ο Workforce of tomorrow will be looking for portable 
dental benefits that can move with the individual 
as they move through their careers.

 ο Increased vigilance of carriers results in an 
increased administrative burden on dental offices.

 ο Carriers will try to continue to increase their involve-
ment in treatment planning decisions. Corporate 
oral health providers may be open to negotiat-
ing preferred provider plans resulting in increased 
competition for traditional dental offices.

 ο Organizations will continue to invest in health 
and wellness programs. At the same time orga-
nizations are shifting the burden of the health-
care benefits to the employees and demanding 
increased vigilance of carriers to control costs.

 ο Personalized medicine, specifically pharmacogenet-
ics, will allow employees to receive the right care, the 
first time, based on their unique genetic make-up. 

 ο More relevant for dentistry, predictive benefits 
will become commonplace, relying on claims 
and personal health data as well as measured 
behavior.

 ο Potential extinction of dental benefits and elim-
ination of equitable dental plans- no affordable 
dental plans available to vast majority of people.

 ο Eventual change that dentistry is paid through 
health spending accounts and the recognition 
that dental insurance not part of a successful 
practice.

NOW WHAT
 ο The Canadian dental profession should advocate 

for funding of health care technology assessment 
research that will help practicing dentists make 
wise choices when considering incorporating 
new technologies into practice.

 ο The CDA Working Group on Claims Verification 
works with CLHIA and industry to advocate and 
ensure dentistry’s voice and priorities.

 ο There is a need to build a consortium to guide 
the pending changes to dental insurance. Led 
by the Canadian dental profession, it should 
include provider groups, plan sponsors, insurance 
providers and government. Changes need to be 
supported by an information technology platform 
that is patient- centred and encompasses various 
types of data.

 ο The Canadian dental profession needs to build 
the infrastructure to analyse and build knowledge 
based on dental claims data across Canada, to 
be able to show leadership in value-based care.



Impacts of COVID-19

All five trends identified last year have become significantly more pronounced as 
dental practice is reshaped by new technologies and treatments.  For example, 
practices have integrated increased infection control protocols and procedures 
along with testing for COVID-19 and other infectious diseases. Many technologies 
focus on convenience, with patients booking appointments and filling out a 
COVID screening questionnaire online, then paying online or with their phone. 
Another emerging trend has been dentists leveraging social media to attract new 
patients, an approach that can make the di�erence between a successful dentist 
and an unsuccessful one. The dental industry has come to understand that, like 
any other business, dentists need to have a strong online presence.

The five trends identified last year are:
Global future projected technological usage
Artificial Intelligence’s time has arrived
“Uberization” of health care
Tele-dentistry going mainstream 
Incorporation of emerging technologies

6. DISRUPTIVE TECHNOLOGIES CONTINUOUSLY 
    CHANGING PRACTICE
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DISRUPTIVE TECHNOLOGIES CONTINUOUSLY  
CHANGING PRACTICE 

WHAT
Global future projected 
technological usage

 ο 80% of people on earth will have a digital 
presence online by 2023.

 ο One trillion sensors will be connected to the 
internet by 2022.

 ο 90% of the global population will have a super-
computer in their pocket by 2023.

 ο First implantable mobile phone becomes 
commercially available in 2025.

 ο Homes of the near future will feature smart 
sensors to enhance home care for patients.

Artificial Intelligence’s time has 
arrived

 ο Development of affordable sophisticated hardware 
to handle the processing of vast sums of data and 
evolving algorithms that benefit from the richness 
of information and computing power.

 ο The emergence of AI as a technology that is on 
the brink of becoming ingrained within business 
products and services is primarily due to new, 
abundant and high-quality data - 90% of the world’s 
data has been created in the past 24 months.

 ο Automation has the potential to transform work 
processes, by replacing humans with machines 
and software; examples include shopping assis-
tants that are changing the way we shop or look 
for services such as health care.

 ο Companies, across the wide business spectrum, 
are investing heftily in AI so quickly for fear of 
being left behind; it is estimated that by 2023, AI 
will be a 14- billion-dollar industry.

 ο “Robot Dentists” have already successfully 
operated on human patients and the first robotic 
dentistry system has been cleared by the FDA. 

‘Uberization’ of health care
 ο Increasing use of innovative practice management 

software is revolutionizing how practices are run; 
equipped with capabilities that introduce practice 
efficiencies, allow voice commands and recogni-
tion in the clinical setting, aid in clinical diagnosis.

 ο Gen Z expectations are to schedule appointments 
and compare providers through social media. 

 ο Virtual health care provider offices that manages 
practices and patients online already exist in a few 
large Canadian urban centres.

 ο This “Uber for health care” approach, claiming 
to provide 24/7 virtual doctors’ offices, offers 
patients online access to register, provide a 
description of their symptoms, and request a 
doctor’s consultation.

 ο A new breed of specialized companies is taking 
over this space, offering advice and to providers 
and managing procurement.
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Tele dentistry going mainstream 
 ο Tele dentistry has been demonstrated to be a 

practical and cost-effective way to improve oral 
health care for rural and disadvantaged children 
in New York state.

 ο Research from university models in New York 
show that tele dentistry reduces costs and 
barriers to care, and most importantly leads to 
the establishment of a dental home for under-
served children.

 ο California tele dentistry Bill was signed into law 
in 2015, permanently expanding government 
funding to pay for dental services provided by 
hygienists and dentists using the Internet.

 ο The American Dental Association recently 
created reimbursement codes for tele dentistry 
services that went into effect in January 2018.

 ο American Tele dentistry Association was recently 
established; objective is to position the practice 
of tele dentistry as a tool that increases access to 
oral care for millions of Americans through inno-
vative technological advancements.

Incorporation of emerging 
technologies

 ο Most clinicians have little knowledge about the 
full range of uses that these technologies could 
be applied to.

 ο Clinicians need to understand their effectiveness 
in enhancing their practices, and how to assess 
the risks and benefits of these technologies.

 ο Emerging technologies are enabling additional 
preventive restorative approaches which in turn 
avail more affordable and responsive services to 
public needs.

 ο Seeing the disparity between dentists in justifi-
ably using new screening tools, patients question 
dentists’ motives, particularly as some providers 
employ these tools and communicate with their 
patients about them.

 ο Key driver of emerging technology adoption is 
the proliferation of dental corporate entities with 
access to larger capital and search for greater ROI.
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SO WHAT
 ο New technologies and outside players providing 

dental services and products further compounds 
human resource challenges as the supply of oral 
care services expands outside the traditional 
office space environments.

 ο Telehealth-connected teams can reach people 
who do not traditionally receive regular dental 
care, increasing the ability to improve overall 
population oral health, lower cost of care, and 
lowering consequences of neglect.

 ο The ‘combinatorial’ effects of technologies – 
mobile, cloud, artificial intelligence, sensors 
and analytics among others – are accelerat-
ing progress exponentially; once physical and 
chemical limitations that are inhibiting exponential 
gains in mass-market technologies are overcome, 
it is likely that the pace of change will accelerate 
even faster.

 ο Dentistry will face increasing societal expecta-
tions, with a greater emphasis on social determi-
nants of health that foster wellness. 

 ο There is a need to shift dental education towards 
a model that emphasizes prevention, diagnosis, 
and non-surgical treatment using modern tech-
nologies, to better prepare dentists for the future 
demands of the oral health care market.

 ο The ‘uberization’ and virtualization of health care 
services to replace face-to-face medical visits are 
increasing at high speed. They are fast becoming 
viable and efficient models for the delivery of care.

 ο The risk of interposition of commercial enterprises 
dedicated to the appropriateness of care is real 
and could have a significant impact on the practice 
of dentistry and the patient-dentist relationship.

 ο New graduates will likely be the drivers of technol-
ogy uptake in dental offices. They are more likely 
to be “tech savvy” than their predecessors to the 
digital dentistry era.

 ο Tele dentistry’s rapid establishment calls for 
its integration with local, regional, and national 
Canadian telehealth programs and within the 
overarching Canadian health care system.

 ο The advent of new technologies and their impact 
on the dentist-patient relationship will mandate 
the constant collaboration between dentists and 
among interdisciplinary health professional teams.

 ο Practice management software will be used to 
enhance marketing efforts and patient recruitment, 
and for the existing patient roster it will be used to 
improve the response to patient care needs.

 ο AI will begin to define the establishment of the 
relationship between systemic and oral health 
including diagnostic tools, genetic diagnosis and 
treatment-based care, imaging, data extrapola-
tion, algorithm-based research.

 ο AI will have a huge impact on dental insurance; 
change of service delivery models and benefit 
packages, automated payments, identification of 
insurance services based on population studies 
and patients’ needs, denial of care based on data 
on lifestyles.

NOW WHAT
 ο The Canadian dental profession should facil-

itate the provision of business education and 
resources for dentists that are appropriate for 
their chosen model of practice.

 ο The CDA has launched a careers website to 
help ensure new dentists understand and make 
informed decisions about the full range of career 
options available to them, including alternative 
practice models.

 ο Dental schools need to continue the process of 
the deployment of AI in the academic curricula 
and into practice.

 ο The Canadian dental profession should advocate 
for funding of health care technology assessment 
research that will help practicing dentists make 
wise choices when considering incorporating 
new technologies into practice.

 ο The Canadian dental profession should establish 
a national certification body for continuing dental 
education that assesses courses, to ensure that 
they are based on sound scientific evidence and 
free of funding bias and conflicts of interest. 

 ο Dentistry needs to invest towards the demon-
stration of value of dental care and commit to the 
discontinuation of the delivery of services that are 
shown to be of low value.

 ο Organized dentistry should focus on harnessing 
the new technologies to enable, ease, and effi-
ciently connect professionals and improve the 
value of care.

 



Impacts of COVID-19

The four trends identified last year have been negatively impacted and now have 
diminished importance. They have been overshadowed by critical issues facing 
oral health care as well as government budgetary constraints throughout the 
health care system. Governments’ priority now is dealing with the backlog of 
patients whose treatment was delayed by the COVD-19 emergency.

The four trends identified last year are:
Growing number of providers substituting for and assisting physicians in Canada
Alternative models of oral care delivery implemented internationally
Oral health models of care in the USA with expanded roles for mid-level providers
Access to care issues fueling discussions of mid- level oral providers in Canada

7.  EXPANSION OF ALTERNATIVE HEALTH PROVIDERS
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EXPANSION OF ALTERNATIVE HEALTH PROVIDERS

WHAT
Growing number of providers 
substituting for and assisting 
physicians in Canada

 ο Number of nurse practitioners has more than doubled 
in the last 5 years nationally, physician assistants 
playing a growing role in Canada and supported by 
the Canadian Medical Association (CMA).

 ο Pharmacists are taking on expanded roles and are 
increasingly being recognized as the medication 
management experts of the health care team, 
more therapeutic roles such administer vaccines, 
review patient records and order and interpret 
diagnostic tests.

 ο Regulatory reviews across the country exploring 
scope of practice of paramedical professions and 
governments are legislating new scopes.

 ο Expanded scopes allowing nurses to discharge in 
specific circumstances and pharmacists to order tests.

 ο Medical clinics established in some communities, 
staffed by nurse practitioners and primary care 
nurses with no physicians.

Alternative models of oral 
care delivery implemented 
internationally

 ο The global literature indicates that dental ther-
apists’ practice in 54 countries and territories, 
including highly developed, industrialized ones 
as well as developing countries.

 ο In the UK, increasing numbers of hygienist-therapists 
that perform restorative procedures are in dental 
teams; recent study finds they should be used to 
screen for dental caries and periodontal disease.

 ο Oral health therapists (combined hygienist/
therapist) are expanding in Australia to improve 
access to care and are expected to increase by 
460% by 2025.

 ο New Zealand dental therapists provide majority 
of oral care to children under 18 years of age, to 
more than 95% of children under age 13, and to 
56% of preschoolers in the School Dental Service.

 ο The amount of preventive and maintenance oral 
health care provided by non-dentists is increasing 
internationally, also by those outside the dental 
field such as physicians, pediatricians and phar-
macists providing some basic oral preventive 
services for young children.

Oral health models of care in the 
USA with expanded roles for mid-
level providers

 ο Kellogg report in the USA concludes the current 
dental delivery system fails one-third of the U.S. 
population, nearly 45 million people live in federally 
designated dental shortage areas, where there are 
not enough dentists to provide needed care and 
millions more can’t afford dental care.

 ο PEW foundation calls for expansion of qualified dental 
providers who can fill the unmet needs of children.

 ο Maine, Minnesota and Vermont, as well as tribal 
lands in Alaska, Oregon and Washington, have 
moved forward to address their access to care 
challenges and now recognize dental therapy as 
a viable model.

 ο States pursuing dental therapist legislation 
include Arizona, Florida, Kansas, Massachusetts, 
Michigan, Mississippi, Ohio, Wisconsin.

 ο States pursuing advanced dental hygienist legisla-
tion include Connecticut, Maryland and Washing-
ton- to allow qualified dental hygienists to perform 
some tooth extractions and other procedures and 
creating the designation of an advanced dental 
hygiene practitioner.

Access to care issues fueling 
discussions of mid- level oral 
providers in Canada

 ο A concern of the First Nations and Inuit Health Branch 
(FNIHB) is that there are a number of therapists in 
northern and remote communities who are retiring, 
and because there are no new graduates, there are 
few candidates to replace them in these roles.

 ο Recommendation from House of Commons 
Standing Committee on Health that Health 
Canada review roles of dental hygienists within 
the Non-Insured Health Benefits (NIHB) program 
to improve ability to provide needed health 
services in rural/ remote communities.
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 ο The government is funding a project (launched 
in 2014) where dental hygienists provide preven-
tive services, which include temporary resto-
rations called interim stabilization therapy, or IST, 
to prevent pain and preserve tooth structure until 
the child can be seen by a dentist.

 ο The Canadian Dental Hygienist Association 
(CDHA) position paper “Filling the Gap in Oral 
Health Care”– proposes dental hygiene can be 
more fully utilized to improve access to care and 
identifies options for dental therapy education in 
Canada putting forward options that would allow 
hygienists to develop dental therapy abilities.

 ο The Federal government has provided funding 
to commission studies on the proposed solutions 
by CDHA and to develop a pilot curriculum with 
dental schools.

SO WHAT
 ο Physicians must learn to embrace and work with 

alternative providers; the same will likely happen 
in dentistry. This will have an impact on the 
prestige, control and income of dentists.

 ο International models using alternative oral care 
providers have shown positive outcomes (access 
and cost effectiveness) that may be difficult to 
advocate against without a more viable solution.

 ο Active efforts to expand the number of jurisdic-
tions where non dentists can provide simple 
restorative and minor surgical procedures under 
differing supervision requirements will continue.

 ο Alternative oral health providers will continue 
to use access issues to justify demands for 
increased scope of practice and it will be difficult 
to challenge without being seen as self-serving.

 ο As a profession, dentistry needs to demonstrate 
to governments and other stakeholders that the 
profession has an open mind about discussing 
solutions. In the context of those discussions, the 
profession should be able to offer viable alterna-
tive solutions to addressing the access problem 
in remote areas.

 ο Independent hygiene, medicine, and pharmacy 
models will be competitive substitutes to dental 
practice and “mid-level” providers in US (advanced 
hygienists, therapists, nurses, etc.) can become 
substitutes to dentists in certain procedures.

 ο An essential aspect of any model put forward 
by the dental profession would need to include 
“continuity of care”. The belief from government 
officials is that this is the added value that thera-
pists in northern and remote communities provide. 

 ο Mid-level providers become gate keepers; 
Government mandated universal dental care 
with preventive and primary care by mid-level 
providers (too expensive now).

NOW WHAT
 ο The Canadian dental profession should promote 

the intrinsic importance of oral health and highlight 
the relationship between oral health and systemic 
health. It is the responsibility of the dentist to 
lead interdisciplinary teams in the collaborative 
management of oral diseases and conditions.

 ο The Canadian dental profession should take all 
possible steps to ensure that the basic oral health 
needs of the entire Canadian population are met, 
regardless of geography or individual socioeco-
nomic circumstances.

 ο The Canadian dental profession should embrace 
the principle of person-centred care and encourage 
the delivery of oral health care to vulnerable patient 
groups in locations and by delivery methods that are 
most appropriate for these groups.

 ο As a profession, dentistry needs to demonstrate to 
governments and other stakeholders that the profes-
sion has an open mind about discussing solutions.

 ο In the context of solutions, the profession should 
be able to offer viable alternative solutions to 
addressing the access problem in remote areas.



Impacts of COVID-19

The five trends identified last year are significantly more pronounced. However, this 
overall megatrend is now blended with megatrend 6, RADICAL CHANGE THROUGH 
DISRUPTIVE TECHNOLOGIES. Together, these have greatly intensified the need for 
self-care and understanding the options in a restricted environment. 

The five trends identified last year are:
Increasingly knowledgeable Canadian health care consumers
Decreasing patient provider information asymmetry
Millennials redefining health and wellness approaches
Drive towards patient’s rights and the personalization of care
Increasing use of mobile applications for dental patients

8. THE RISE OF EMPOWERED HEALTH CONSUMERS
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THE RISE OF EMPOWERED HEALTH CONSUMERS

WHAT
Increasingly knowledgeable 
Canadian health care consumers

 ο In 2018, 73% of Canadian adults owned a smart-
phone and 52% owned a tablet, and 86% owned 
at least one digital device.

 ο North American market for wearable healthcare 
electronic devices was $3.1 billion in 2014 and 
expected to rise to $8.5 billion by 2019.

 ο The largest reason for the “shopper” culture is the 
rise of the Internet; people now actively engaging 
online communities and advice through crowd-
sourcing for peer support with people experienc-
ing similar therapeutic decisions.

 ο 60% of Canadians pro-actively seek out health 
information on their overall health and well-being, 
majority look to the internet, magazines, television 
before seeking health professional advice.

 ο A majority of Canadian adults (66%) regularly track 
one or more aspects of their health or wellbeing, 
such as their weight, blood sugar, blood pressure, 
level of physical activity, physical workout perfor-
mance or sleep quality.

Decreasing patient provider 
information asymmetry

 ο There are thousands of health apps available 
today that allow consumers to track all aspects of 
their lives – including health statistics, emotional 
states, behavior and social environment – 
empowering individuals to take more control over 
their own health and data.

 ο In 2018, 32% of Canadian adults reported using 
one or more mobile apps to monitor aspects of 
their health in the previous three months.

 ο Approximately one in four Canadian adults (24%) 
currently owns at least one smart device for health 
and well-being.

 ο On-line referrals and apps provide information 
about location, cost, quality which gives patients 
more bargaining power.

 ο Through increased information availability, many 
consumers believe that dentists are not really 
needed for certain procedures such as applica-
tion of fluoride varnish, caries detection, treating 
open caries lesions, orthodontic alignment.

Millennials redefining health and 
wellness approaches

 ο Less than half of millennials consider regular 
medical (46%) and dental (44%) checkups as part 
of maintaining overall health.

 ο Millennials are far more likely than other genera-
tions to rely on mobile and online tools to monitor 
and maintain their health.

 ο Most consider maintaining a work/life balance 
as part of staying healthy, ranking it higher than 
regular dental or physical exams.

 ο Millennials are less committed to traditional institu-
tions to receive care- healthcare is no longer confined 
to the hospital, physicians’ and dentists’ offices and 
services they receive need to reflect that.

 ο Social media becoming an increasingly signif-
icant channel of communication between 
dentists and patients.

Drive towards patient’s rights and 
the personalization of care

 ο As part of the movement toward patient-centred 
care, several countries have adopted charters of 
rights for patients, although this has not happened 
yet in Canada.

 ο People naturally strive for self-determination and 
whereas health systems have traditionally been 
structured in top-down approach, people are 
now more aggressively seeking ways to become 
active participants in their personal health journey.

 ο Increasing patient demand for a greater role 
in decisions affecting their care and treatment 
to ensure the best available care is offered 
according to their needs and budget.

 ο Empowered with access to information, 
consumers are striving to create more dialogue 
with their health providers and tailor care to their 
desires and their unique and personalized needs, 
not the providers’.

 ο Shift towards “person-centred care,” rather than 
traditional, paternalistic models of care, a sign of 
the cultural transformation currently occurring in 
health care; it redefines the interactions between 
dentists and those who come to them for care.
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Increasing use of mobile 
applications for dental patients

 ο Patient self-monitoring and management of oral 
disease activity, for example with use of smart 
toothbrushes. 

 ο Patient advice is available through range of 
software apps, ranging from instruction on teeth 
brushing to what to do if you have a toothache.

 ο The NHS app library has identified many safe and 
trusted apps that patients and practitioners can use.

 ο The ADA has a symptom checker app which 
allows patients to check their dental symptoms. 

 ο Explosive growth of social networks, dental health 
forums where patients can get answers from 
dentists and users on topics like teeth bleaching, 
braces, common procedures.

SO WHAT
 ο Dentists need mind-set change; no longer have the 

monopoly on knowledge, patients are now better 
“informed”, and have greater bargaining power.

 ο Communication is paramount - dentists must be 
able to transfer their knowledge in the correct 
perspective and to the individual case and will 
require innovative approaches to care, allowing 
patients to gain control over care in all aspects.

 ο With employers shifting the burden of health 
care benefits to employees as a cost reduction 
strategy, patients   are often   responsible   for 
more out-of-pocket expenses, leading them to 
evaluate dental services extensively.

 ο Growing consumerism trend means dentists 
will need to manage the beliefs of their patients 
and face increasing difficulties in getting them to 
accept guidance based on scientific evidence.

 ο Dentists will need to use social media to build 
relationships with, and educate, members of 
the public. However, any efficient and relevant 
social media presence will require financial and 
labour investments along with the development 
of proper protocols.

 ο Dentists of the future will have to be more cultur-
ally sensitive and competent to better assess, 
treat, and deliver health care to patients. Each 
patient is unique and will respond differently 
to care based on factors such as physiology, 
genetics and culture.

 ο Dentists are becoming facilitators of knowledge 
but ultimately, patients chose the diagnosis and 
treatment options.

 ο Through rapid technological and business inno-
vation, potential dental patients are having direct 
access to self-care, hence avoid what usually 
required a dental visit.

 ο In the absence of alternatives to mercury, BPA 
derived materials and fluoride, biased reporting 
will continue to harm image of dentistry. 

 ο Complete disclosure of potential impact of dental 
materials on the environment will be expected and 
will have to be built into the informed consent process.

 ο Greater onus on the practitioner to demonstrate 
transparency highlights the importance of having 
excellent relationship-building skills.

NOW WHAT
 ο The Canadian dental profession should articu-

late and promote a clear definition of oral health 
that enables the measurement of oral health 
and systemic health outcomes, and that helps to 
demonstrate the value of oral health care.

 ο The Canadian dental profession should ensure 
that all dentists licensed to practice have an 
excellent grounding in the principles of profes-
sionalism, ethics and empathic communication.

 ο The Canadian dental profession should embrace the 
principle of person-centered care and encourage 
the delivery of oral health care to vulnerable patient 
groups in locations and by delivery methods that are 
most appropriate for these groups.

 ο The Canadian dental profession should advocate 
for funding of health care technology assessment 
research that will help practicing dentists make 
wise choices when considering incorporating 
new technologies into practice.

 



Impacts of COVID-19

One of the five trends identified last year has been negatively impacted in the 
short-term due to restrictions on global movement: 

Post-pandemic, there will be a severe shortage of medical workforce, especially 
physicians and nurses. However, this will not apply to dentists and the oral health 
workforce because there is no current shortage.

The other four trends identified last year have not been 
negatively or positively a�ected:

Health human resources workforce planning prioritized by governments
Evolving position of federal government on foreign trained professionals
International mutual recognition agreements
Trend towards new competencies assessment

9. INCREASING GLOBAL MOBILITY OF HEALTH PROFESSIONALS

Increasing number of internationally trained dentists certified annually
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INCREASING GLOBAL MOBILITY OF HEALTH PROFESSIONALS

WHAT
Health human resources 
workforce planning prioritized by 
governments

 ο World Health Organization’s Global Strategy on 
Human Resources for Health: Workforce 2030 
calling for global strategies and cooperation for 
health worker mobility.

 ο Calls for the establishment of a dedicated health 
workforce agency in Canada to effectively 
manage the health worker supply and workforce 
distribution.

 ο The Pan-Canadian Health Human Resources 
Network (CHHRN) established through funds 
from Health Canada, involved in health human 
resource research, policy and/or planning.

 ο Initiatives by most provincial governments to 
develop databases and strategies for sound 
health human resources planning. 

 ο Health Care Innovation Group and other think 
tanks have identified health human resource 
management as priority area. 

Evolving position of federal 
government on foreign trained 
professionals

 ο Canada seeks to attract, retain talent and support 
newcomers so that they are able to overcome 
social and economic barriers to integration; 
there are a slew of initiatives at the federal level 
to combat challenges related to labour market 
integration.

 ο Federal government launched projects that will 
help internationally trained health care profes-
sionals get their credentials recognized faster.

 ο Career Accelerator for Internationally Trained 
Health Professionals - to assist highly skilled 
newcomers with experience and education 
plan for and secure equivalent career levels, 
overcome barriers, and gain Canadian profes-
sional work experience in order to reach their full 
labour market potential.

 ο Pan-Canadian Framework for the Assessment 
& Recognition of Foreign Qualifications had 
targeted dentists as an occupation starting 
December 31, 2012; however, dentistry is no 
longer an eligible occupation on the list of the 
Federal Skilled Workers Program.

 ο As of 2013 licensed foreign professionals undergo 
a pre-assessment prior to immigration to ensure 
that their education and their experience in their 
field of practice meet Canadian standards.

Increasing number of 
internationally trained dentists 
certified annually

 ο From 2010 to 2016 there were 8273 applicants 
from over 120 countries for the National Dental 
Examining Board of Canada (NDEB) equivalency 
process, most recently over 1300 in 2017.

 ο The greatest numbers of applicants to the equiv-
alency process come are from India, Iran, the Phil-
ippines and Egypt.

 ο In 2018, 57% of new dentists certified in Canada 
had completed an accredited qualifying, degree 

completion program or the NBED equivalency 
process- up from 17% in 2011 (significant increase 
in international trained dentists).

 ο Digital exam platform is being implemented by 
NDEB, making it more affordable and easier for 
a non-Canadian individual to take the exam from 
their location.

 ο Digital exam platform facilitating an increased 
number of examinees.

International mutual recognition 
agreements

 ο Recent World Health Organization (WHO) report 
concluded that the international migration of 
health workers is increasing.

 ο There has been a 60% rise in the number of 
migrant doctors and nurses working in Organiza-
tion for Economic Cooperation and Development 
(OECD) countries over the last decade.

 ο Future projections point to a continuing accelera-
tion in the international migration of health workers, 
and international global workforce mobility agree-
ments under increasing development according to 
international health workforce experts.

 ο Commission on Dental Accreditation of Canada 
(CDAC) signs mutual recognition agreements for 
general dentistry programs, Australia 2010, New 
Zealand 2011, Ireland 2012.

 ο Immigration laws in the United States becoming 
more inflexible making Canada a more viable 
alternative for many.
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Trend towards new competencies 
assessment

 ο Assessment reform has emerged as response to 
the need to equip health professional graduates 
with the necessary knowledge, skills and attributes 
to face the challenges of the modern workforce.

 ο Uncontrolled and unrestricted movement of inter-
nationally trained dentists potentially without 
adequate competency training.

 ο The NDEB is exploring alternative ways to address 
competencies which ultimately affect the quality 
of services offered by dentists in Canada, such 
as language competency and professionalism.

 ο The science of psychometrics and assessment 
continues to evolve as new testing approaches 
are implemented for evaluating competencies in 
the health professions.

 ο Competency-based assessment, in career 
assessment, compensatory vs. conjunctive, and 
adaptive testing are examples of where science 
of assessment is evolving.

SO WHAT
 ο A continued trend toward greater global mobility 

suggests that the demand for individuals looking to 
practice dentistry in Canada will increase.

 ο Despite greater mobility, Foreign Qualification Recog-
nition (FQR) continues to be a key labour market inte-
gration challenge for immigrants in both regulated 
and non-regulated occupations.

 ο The number of new dentists is no longer driven by 
dental school capacity but by the number of qualified 
applicants. As a result, it will be much more difficult to 
make forecasts and influence numbers.

 ο This is further compounded by the globalization of 
health care and anticipated international mobility 
agreements impacting the influx of foreign trained 
and outflux of Canadian trained dentists.

 ο The provenance and number of new dentists is 
expected to have an impact on accessibility and 
quality of care, but available evidence does not allow 
forecasting if this impact will be positive or negative.

 ο Triggers that would drive governments to get 
involved in health human resources management 
initiatives are not well understood and as a result 
difficult to influence.

 ο Canadian and other countries’ government policies 
on multinational agreements may impact mobility 
of health workforce including dentists, which could 
result in an escalating mismatch between the supply 
of and economic demand for health workers.

 ο There is an expansion of bridging programs 
across several universities in Canada that assist 
internationally trained dentists to transition from 
their international experience and training to the 
Canadian workplace.

 

NOW WHAT
 ο The Canadian dental profession should ensure 

that all dentists licensed to practice have an 
excellent grounding in the principles of profes-
sionalism, ethics and empathic communication.

 ο Organized dentistry in Canada should advocate 
that internationally-trained dentists coming into 
practice through the NDEB equivalency program 
undergo a comprehensive course on professional-
ism, ethics and communication skills and that they 
be assessed on their competency in these topics.

 ο The Canadian dental profession should ensure 
that graduates are aware of the full range of 
career options available to them, including alter-
native practice models.

 ο The Canadian dental profession should establish 
a formalized mentorship program for new 
graduates to facilitate the transition into profes-
sional practice and to encourage lifelong learning.



Impacts of COVID-19

The five trends identified last year have been significantly more pronounced. 
Governments will focus on meeting the medical care needs of seniors in the 
face of a pronounced capacity reduction in the health care system and severe 
budget deficits. The oral health care of the aging population will have a much 
lower priority and will be negatively impacted.

The five trends identified last year are:
Pressure builds on governments to develop health care strategies
Aging Canadian population
CMA key recommendations for seniors’ care
Oral care delivery for seniors in non-traditional settings
Increasing calls for public health funding for oral care of seniors

10.  SHIFTING NEEDS FOR AN AGING POPULATION
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SHIFTING CARE NEEDS FOR AN AGING POPULATION

WHAT
Pressure builds on governments to 
develop health care strategies

 ο The Canadian Medical Association (CMA) with 
support of many organizations is calling on 
governments to make the development of a 
national seniors’ strategy an immediate priority.

 ο The Canadian Institute for Health Information 
(CIHI) reports that seniors account for less than 
15% of the population, but consume 45% of public 
health spending; the proportion of spending on 
care for seniors will grow by over 15% to almost 
62% of health budgets by 2036.

 ο CMA estimates that Canada is over-spending by 
$2.3 billion in health care because seniors are 
taking up hospital beds.

 ο A 2015 report from the Conference Board of 
Canada estimates that 2.4 million Canadians over 
65 will require continuing care support, both paid 
and unpaid, by 2026. By 2046, that number will 
reach nearly 3.3 million.

 ο Federal Government has identified seniors’ health 
as a priority area and renewed investments in 
research on dementia and related illnesses; 
changing its funding system so that provinces 
caring for a larger share of the country’s seniors 
get more money.

 Aging Canadian population
 ο Number of senior citizens (age 65+) expected to 

double by 2031, outnumbering children for the 
first time; by 2051, about one in four Canadians is 
expected to be 65 or over.

 ο Ratio of the number of people aged 20 to 64 to 
those aged 65 and over expected to fall from 
about 3.7 in 2018 to 2.0 in 2060.

 ο The number of beneficiaries of the Old Age 
Security (OAS) basic pension is expected to 
increase by 61% over fourteen years, growing 
from 5.8 million in 2016 to 9.3 million by 2030.

 ο Number of individuals living with complex medical 
conditions, including dementia, expected to grow 
significantly.

 ο Growth in people aged 85 years and over from 
1993 to 2013 is 127%, and percentage of seniors 
with chronic conditions is 80%. 

CMA key recommendations for 
seniors’ care

 ο Huge priority, for example 71% of growth of seniors 
needing continuing care from 2011 to 2016.

 ο Improve capital investment in residential care 
infrastructure.

 ο Amend and improve awareness of the Canada 
Caregiver Credit.

 ο Develop explicit operating principles for home 
care funding.

 ο Convene a study on appropriate use of acute care 
for elderly persons.

Oral care delivery for seniors in 
non-traditional settings

 ο Over 90% of Canadians believe in the need for 
a national strategy for seniors’ health, including 

support in home, hospice, hospital and long-term 
care facilities.

 ο In 2017 about 1.2 million Canadian adults needed 
home care services.

 ο Nationally 1 in 6 seniors receives home care and this 
number is expected to grow significantly.

 ο Dentists have no presence in homes and minimal 
presence in complex care institutions although 
governments are restructuring funding strategies 
towards home care.

 ο Potential physical, sensory, and cognitive impairments 
associated with aging may make oral health self-care 
and patient education/communications challenging; 
dementia and other comorbidity concerns leading to 
seniors being treated by more geriatric specialists.

Increasing calls for public health 
funding for oral care of seniors

 ο Seniors are vying for appointments in municipal 
public health clinics, and waits are up to three 
years to receive simple dental services such as a 
checkup or cleaning.

 ο Municipal public health officials proposing city- run 
dental programs for low-income seniors using money 
no longer required for children’s dental care-including 
basic care, cleaning, fillings and extracts.

 ο Canadian Academy of Health Sciences (CAHS) 
report recommends publicly funded dental care 
programs need to be broader and more coherent 
and provide essential care to those most in need, 
including seniors living in institutional care.
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 ο Nursing associations have joined alliances calling 
on governments to expedite the expansion of 
public dental programs to low-income adults and 
seniors.

 ο Gerontological Society of America recently 
produced white paper on inter professional 
solutions for improving oral health in older adults- 
calling for a team approach to care with medicine, 
nursing, pharmacy, social work and focus on the 
connection between oral and systemic health.

SO WHAT
 ο There are opportunities for dentistry to address 

access to oral health care for seniors as part of 
national strategy initiatives and with other stake-
holders. There may be more funds available for 
research into new models of oral care.

 ο Legislation may expand scope of physicians, 
nurses and others with advanced geriatrics training 
to provide basic oral care services, particularly 
for seniors in home care, LTC facilities, hospitals, 
community and other non-office settings.

 ο Need for organized dentistry to propose solutions 
and innovative models of care for prompt access 
to oral care for seniors, so that governments do not 
impose their own unilaterally. Could lead to calls 
for more advanced training in geriatric dentistry, 
to deal with the large dentate seniors’ population.

 ο The inclusion of oral health care provision needs 
to be part of the development of innovative and 
alternative models/partnerships that can provide 
services and resources for patients’ seamless 
transition through the continuum of care.

 ο Health-care system is very hospital-centric, and 
Canadians are traditionally big users of emergency 
departments- this needs to be redirected towards 
improving home care and community-based 
services for seniors and dentistry needs to have 
a place in this transformative process.

 ο Canada’s Medicare system was established to 
deal largely with acute, episodic care for a rela-
tively young population, and is ill-prepared for the 
impact an aging population will have on the health 
care system, social services and the economy.

 ο Poverty rates of seniors, particularly those not in 
economic families, has been increasing- these will 
be the hardest to reach for oral health care needs.

NOW WHAT
 ο The Canadian dental profession should take all 

possible steps to ensure that the basic oral health 
needs of the entire Canadian population are met, 
regardless of geography or individual socioeco-
nomic circumstances.

 ο The Canadian dental profession should collabo-
rate and create coalitions with health care and other 
professional groups as well as civil society groups 
interested in improving the oral health, overall health 
and social and living conditions of people in Canada.

 ο The Canadian dental profession should 
embrace the principle of person-centred care 
and encourage the delivery of oral health care 
to vulnerable patient groups in locations and by 
delivery methods that are most appropriate for 
these groups.

 ο The Canadian dental profession should promote 
the intrinsic importance of oral health and highlight 
the relationship between oral health and systemic 
health. It is the responsibility of the dentist to 
lead interdisciplinary teams in the collaborative 
management of oral diseases and conditions.

 ο The Canadian Dental Association’s National Coor-
dinating Group on Access to Care produced an 
advocacy toolkit that can be used by dentists 
who advocate for improving dental conditions 
for seniors in long-term care facilities.


