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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
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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.
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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.
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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.”
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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.
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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.
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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.
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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.
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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.

 



25

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.
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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.
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POLITICAL
Justin Trudeau’s Liberal Party won the most seats 
in Election 2019 and now is a minority government.

Liberals must now navigate a strategically 
complex political situation in order to govern, and 
that task will be made more difficult by regional 
divisions that were exposed in the vote. 

The Liberals failed to win any seats in either 
Alberta or Saskatchewan and the bulk of their 
seats are in urban and suburban Canada.

With a strong plurality of seats, however, the Liber-
als do have significant leverage in the necessary 
negotiations to gain the confidence of the House 
of Commons. 

They also have the luxury of drawing on the 
NDP or Bloc for support, meaning they are not 
beholden to one partner. 

Liberals and NDP are likely to have significant 
discussions on the issues of climate change, phar-
macare, dental care, and housing. 

Other issues where there could be convergence 
between the two parties are on raising the minimum 
wage in federally-regulated sectors, taxes on the 
wealthy and greater regulation in federally-regulated 
sectors such as telecommunications and banking. 

Significant natural resource projects of any kind, 
even within the confines of the tougher environ-
mental assessment legislation passed in the last 
Parliament, will likely now face tough opposition 
from the NDP, Bloc, and Green Party. 

The lack of MPs in government from resource-ori-
ented provinces will further complicate that issue, 
and it will be incumbent on the Prime Minister to 
bridge that divide and ensure that Alberta and 
Saskatchewan’s interests are heard in his Cabi-
net and caucus.

NDP-  Loss of a significant amount of caucus, with 
Quebec representation reduced to just one seat, 
only eight years after the Orange Wave of 2011. 
Caucus of 24 MPs, drawn from traditional NDP 
strongholds, will likely hold the balance of power 
in the coming minority Parliament.

Conservative Party- won a larger share of the 
popular vote than the Liberals, unable to expand 
support enough beyond traditional bastions to 
win government. Net loss of one seat in Quebec 
and a net gain of only three in Ontario.

The Conservatives will push ethics, fiscal respon-
sibility and natural resource development issues 
to the forefront in both the House of Commons 
and House Committees as they seek to keep the 
Liberal government and its minority partners on 
the defensive. 

There may be some internal questions about 
Andrew Scheer’s leadership, so he will need to 
move quickly to solidify caucus and Party support 
with a goal at pushing for an election at every 
opportunity.

Green Party, winning a seat in Atlantic Canada 
was a notable breakthrough. In 13 years as leader, 
Elizabeth May has brought the Green Party from 
the fringes of national discourse to a legitimate 
national party with competitive candidates across 
Canada. The question now will be does she need 
to pass the torch in order for the Party to attain 
the next level.  

The renewed presence of the Bloc Quebecois 
in this Parliament also bears mentioning, given 
that the Party’s focus will entirely be on pushing 
Quebec issues – including accommodation of 
multicultural communities and provincial rights – 
to the forefront in both the House of Commons 
and House Committees.
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Impact on Advocacy
A minority government will require renewed focus 
on relationship-building with both the Govern-
ment and Opposition in order to advance advo-
cacy efforts. That is especially true given that 
minorities rarely last the full four years.

Additional attention must now be paid to House 
of Commons Committees, as they will signifi-
cantly impact legislation and policy direction for 
the Government, given the Opposition majority 
on all Committees. 

Private Members’ Bills will also take on additional 
prominence in a minority Parliament.  

Committee memberships and priorities may not 
become clear until after the House returns in January.

Because of the precarious nature of minority 
governments, it will be important to move quickly 
in advocacy efforts with elected officials and staff. 

The fragility of the minority government will need 
to be navigated carefully, and it will be extremely 
difficult for any party to survive until the next 
mandated election in October 2023.  

The Opposition’s increased prominence in a 
minority government means that building links 
with all of the Parties will be key to generating 
successful outcomes.  

No party will want to trigger the fall of the govern-
ment in the next six-to-twelve months. Besides the 
risk of voter blowback, most of the parties are not 
in a position financially to go back into an election 
any time soon.

Key Dentistry Takeaway
The NDP’s demand for a dental plan in order to 
support a governing party is likely a bit less urgent 
to start. The NDP will likely still press the issue, but 
given the relative weakness of their negotiating 
position, and the scope and cost of introducing 
a dental plan, it seems unlikely to be on the front 
burner.

The NDP do not have a specific dental plan on 
the table. What they had was mostly a slogan, 
and a promise. There is no real conception of 
how they would administer such a plan, what the 
involvement of the provinces would be, and how 
it would be rolled out. Given the current state of 
Federal-Provincial relations, this would not be a 
quick and agreeable negotiation.

There is still a strong possibility of the Standing 
Committee on Health undertaking a study on Oral 
Health, which would require a significant commit-
ment of CDA’s focus and energy in the coming year. 
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ECONOMIC
The federal, provincial, and territorial govern-
ments are in substantial deficit positions. However, 
the provinces and territories face a bleaker fiscal 
outlook. Changing demographics will have a 
major impact on health care costs, which is the 
largest spending category for these governments. 
Without substantial changes, the provinces and 
territories will see their collective deficit balloon 
over the next two decades.

The federal and provincial governments ran huge 
deficits in the aftermath of the 2008–09 finan-
cial crisis. Despite decent economic growth since 
then, they have made little progress balancing 
their books. As Canada’s economic growth slows 
in tandem with an aging population, governments 
across the country will face even more challenges 
controlling deficits.

Despite strength over recent months, the Cana-
dian economy is set to grow by an anemic rate of 
only 1.4 per cent this year. Growth will remain soft 
over much of the medium term given transporta-
tion constraints in the energy sector, highly lever-
aged households, and mounting uncertainty on 
the global economic front as threats of trade wars 
weigh on business and consumer confidence.

The combination of lagging productivity and an 
aging population, the latter of which will hold back 
labour force gains, will weigh on our economy’s 
overall rate of potential economic growth. From 
2024 to 2040 we anticipate average annual real 
GDP growth of just 1.8 per cent.

This weaker growth has important implications for 
the fiscal outlook both federally and provincially. 
Revenue growth will slow alongside weaker GDP 
gains and this, in turn, has the potential to limit 
government’s ability to fund public services.

We expect the federal government to return 
to balance by 2030–31, despite a significant 
increase in old age security payments as our 
population ages. Beyond 2030–31, the federal 
government will have substantially more room to 
announce new spending or tax cuts. Based on 
current plans, this improved position will allow the 
government to lower its net debt from its current 
value of $771 billion to $679 billion by 2040.

In contrast, the provinces and territories face 
a bleaker fiscal outlook. The increase in retire-
ments will certainly slow revenues, but health 
care systems in these jurisdictions will also face 
considerable strain in meeting the needs of this 

aging population. Increased demand for health 
services is critical to the provincial and territorial 
fiscal outlook because health care is the largest 
spending item in those budgets. 

In 2018–19, provincial and territorial govern-
ments spent $174.5 billion, or 40 per cent of their 
budgets, on health care services.

The provinces and territories face a rapid and 
large deterioration in their fiscal finances. 

Net debt is projected to reach anywhere from 35 
to 47 percent of GDP.  Since it is highly unlikely 
that the provinces and territories will allow their 
net debt levels to rise anywhere close to even 
the share of GDP observed in the low spending 
scenario. What this means is that they are facing 
some tough decisions ahead on how to manage 
their budgets.

Source: Conference Board of Canada, 2019
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Income Distribution
Upper income limit, income share and average of adjusted market, total and after-tax income by income decile

Statistics Income decile 2013 2017

2017 constant dollars

Upper income limit Total deciles

Lowest decile 19,400 21,200

Second decile 26,400 28,500

Third decile 32,800 34,600

Fourth decile 38,800 40,600

Fifth decile 44,600 47,000

Sixth decile 51,600 53,800

Seventh decile 59,900 61,600

Eighth decile 70,400 71,800

Ninth decile 87,000 89,200

Highest decile

Percent

Share of income Total deciles 100 100

Lowest decile 2.5 2.7

Second decile 4.5 4.7

Third decile 5.8 5.9

Fourth decile  7 7.1

Fifth decile 8.2 8.3

Sixth decile 9.4 9.5

Seventh decile 10.9 10.8

Eighth decile 12.8 12.6

Ninth decile 15.2 12

Highest decile 23.6 23.3
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Source: Statistics Canada.  Table  11-10-0193-01   Upper income limit, income share and average of adjusted market, total and after-tax income by income decile

Canadian Economic Forecast
Key findings

 ο The Canadian economy is projected to grow 
by just 1.4 per cent in 2019.

 ο Despite the slow growth, the economy is 
expected to post one of its strongest job gains 
on record this year, while tight labour markets 
are resulting in strong wage growth.

 ο Consumer spending will post another solid 
increase this year despite ongoing concerns 
about the elevated level of household debt.

 ο The housing market will continue to cool this 
year, with a decline in residential investment 
and prices.

 ο The outlook for business investment is weak. 
Businesses are expressing a great deal of 
pessimism about their future spending.

 ο Canada’s merchandise exports are expected 
to see no growth this year, held back by 
weakness in the energy sector and increased 
protectionism abroad.

Source: Conference Board of Canada

Statistics Income decile 2013 2017

2017 constant dollars

Average Income Total deciles 50,900 53,000

Lowest decile 12,800 14,400

Second decile 23,100 25,000

Third decile 29,500 31,500

Fourth decile 35,800 37,600

Fifth decile 41,700 43,800

Sixth decile 48,100 50,400

Seventh decile 55,600 57,500

Eighth decile 65,000 66,600

Ninth decile 77,500 79.500

Highest decile 120,300 123,800
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Owning a Home Still Considered 
Important – Despite the Challenges
A whopping 84% of Canadians agree with the 
sentiment that housing affordability is a major 
issue that’s negatively impacting Canadians. It’s 
also on the tip of their tongues; 72% of respon-
dents said they had a conversation with a friend, 
family, member, or colleague about housing or the 
real estate market within the last week.

This is keenly felt among respondents, with 91% 
saying they felt the cost of buying a home in their city 
or town has been rising faster than their incomes, and 
92% feeling rising home prices have made it hard for 
middle-class Canadians to buy their first home.

This has fueled the “drive until you qualify” 
approach, as 52% of all first-time buyers saying 
they’d consider moving to another town or city in 
order to be able to afford a home.

While rising home prices have made it challeng-
ing for middle-class Canadians to break into the 
housing market, there is a group who has gener-
ally benefitted from their stratospheric rise – those 
who already own their homes. 

A total of 69% of respondents who identify as 
homeowners agree that owning a home has been 
effective in helping them build wealth.

However, the responses reveal a high level of 
anxiety still persists among this group. A total of 
54% of these respondents say their housing costs 
have increased faster than their income since they 
purchased their home. 

Perhaps more telling is that more than half feel 
that they greatly benefitted from the timing of their 
purchase – 66% said they felt they may not be 
able to afford the home they currently live in if they 
had to buy it in today’s market conditions.

However, all groups of respondents appear to be 
stressed by their finances to a large extent: 79% 
said they were their biggest source of stress at 
least once over the last 12 months, with 75% of 
homeowners and 86% of renters in agreement.

While rising real estate prices were cited as the 
leading obstacle to purchasing a home (accord-
ing to 70% of first-time buyers), they’re only part 
of the equation; earning enough income (64%) 
and saving for a down payment (58%) are also top 
hurdles to achieving homeownership.

Dealing with rising housing costs 
negatively impacted my mental health
All homeowners

 ο At least once or more: 59%

 ο Never: 42%

Homeowners

 ο At least once or more: 50%

 ο Never: 50%

Renters

 ο At least once or more: 76%

 ο Never: 24%

Millennials

 ο At least once or more: 67%

 ο Never: 33%

Obstacles to First-Time Homeownership 
Three biggest obstacles to buying a 
property 
All first-time buyers:

 ο 70% say rising real estate prices

 ο 64% say earning enough income

 ο 58% say saving for a down payment

First-time buyers who are Millennials: 

 ο 75% say rising real estate prices

 ο 65% say earning enough income

 ο 60% say saving for a down payment

Three biggest challenges related to 
saving for a home down payment
All first-time buyers:

 ο 68% say their income isn’t high enough

 ο 40% say they need more time to save

 ο 39% say their rent costs are too high

Source: Zoocasa 2019 Housing Affordability Survey
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Average debt-to-income ratio in Canada

Source: Statistics Canada, Survey of Financial Security, 1999, 2005 and 2016.

Statistics Average debt-to-income ratio

Homeowners Renters

Percent

All Family Units 116.5 27.8

Age of major income earner (years)

25 to 34 208.1 39.3

35 to 54 145.5 28.2

55 or older 59.1 13

Education level of major income earner

High school or less 94.9 20.5

Postsecondary education 130.8 33.4

University degree 132.2 38.1

Immigration status of major income earner

Landed immigrant 129.4 24.2

Canadian-born 113.2 28.8

1999 100 25.2

2005 113.7 27.1

2016 133.1 30.7
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Homeownership and Debt in 
Canada
Homeownership is increasing in Canada.

Up from 60% in 1999 to 63% in 2016.

Homeownership on the rise largely because of 
population aging, as older people are more likely 
to own their homes.

Proportion of homeowners who had paid off their 
mortgage declined from 46% in 1999 to 43% in 
2016.

Mortgage debt is responsible for the majority of 
the increase in total family debt:

 ο Between 1999 and 2016, accounted for 84% 
of the total increase in family debt.

 ο Between 2012 and 2016, 100% of the increase 
in debt of families was due to mortgage debt 
(consumer debt remained constant)

Median mortgage debt among families with a 
mortgage doubled in real terms between 1999 
and 2016:

 ο 1999= $91,900

 ο 2016= $180,000

Source: Statistics Canada Catalogue no. 75-006-X

Financial Health Index
TD Financial Health Index provides key insights into 
the complex state of Canadians’ financial health 
according to how individuals spend, save, borrow 
and plan.  Key findings of recent survey:

Just over a quarter of Canadians surveyed are 
“financially healthy,” 4 in 10 Canadians are strug-
gling with some or all aspects of their finances.

Income alone is not the sole driver of financial 
health and traditional definitions of poverty do not 
provide an accurate picture of the current financial 
state of Canadian households. An individual can 
be financially vulnerable despite having a higher 
income and low debt, as the two do not necessar-
ily equate to having good financial health.

Many Canadians are not confident that they are 
on track to meet their long-term financial goals, 
and 62 per cent don’t know where or who to turn 
to for financial advice, exacerbating the lack of 
confidence in one’s financial health.

There appears to be a link between financial 
health and one’s physical and mental health. Addi-
tionally, those who are “financially vulnerable” 
score lower on mental health measures.

On average, women have lower reported financial 
health than men, particularly amongst younger 
cohorts. Women are less likely than men to feel 
confident in their ability to meet their long-term 
savings goals (41 per cent vs. 49 per cent), are less 
likely than men to have a high annual income (22 
per cent of men vs. 18 per cent of women make 
$100,000+ a year), and are more likely than men 
to be employed part-time (11 per cent vs. 8 per 
cent). 

Those who identify as a person with a disabil-
ity have lower financial health than those who do 
not, and those with developmental disabilities and 
memory problems are affected the most.  People 
with disabilities are more likely to live pay cheque to 
pay cheque and 4 in 10 will miss paying bills on time.

When it comes to financial health, Boomers are 
far ahead of all other generations. Interestingly 
however, even 18 per cent of individuals with a 
high annual income ($150,000 +) have below-av-
erage financial health, suggesting that a higher 

income does not always translate to good finan-
cial habits.

When it comes to financial health, Quebec is the 
“healthiest” province (with an overall score of 67.1 
out of 100), while Alberta lags behind (with an 
overall score of 61.5 out of 100).

Although those living in cities have higher financial 
health than those living in rural areas, there is still 
a large amount of variation within Canada’s cities. 
Among city dwellers, those in Quebec City and 
Halifax have the highest financial health (with an 
overall score of 70.7 and 67.6 out of 100, respec-
tively), whereas those in Windsor and Kitchen-
er-Waterloo have the lowest (with an overall score 
of 57.1 and 59.6 out of 100, respectively).

Source: TD Bank Group unveiled the TD Financial 
Health Index, 2019

After paying all their bills and debt obligations, 
Canadians are, on average, left with $557 at the 
end of the month, a drop of $142 from last wave 
in June and its lowest level since 2016. Nation-
ally, men (down $211 to $662) and those aged 
18-34 (down $278 to $508) have seen the biggest 
decreases in terms of absolute dollar terms. On 
top of that nearly half (48%) of Canadians are 
$200 or less away from financial insolvency.   

Source: ISPOS Poll, September 2019.
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SOCIAL
Canada’s Population
Canada posts the largest annual 
population increase in numbers
Canada’s population was estimated at 37,589,262 
on July 1, 2019, up 531,497 compared with July 
1, 2018. Such an annual increase in the number 
of people living in the country is the highest 
ever observed. This growth also corresponds to 
adding just over one person every minute.

The country’s population aging continues, with 
the number of centenarians topping 10,000 for the 
first time. In addition, baby boomers now account 
for the majority of seniors.

On July 1, 2019:

 ο Media age:  40.8 years  

 ο Proportion of people aged 65 and older: 17.5%

 ο Proportion of people aged 0 to 14 years: 16.0%

Canada’s population growth is the highest 
among G7 countries
The country’s annual population growth rate for 
2018/2019 was 1.4%, the highest percentage 
growth rate since 1989/1990 (+1.5%).

Canada’s population growth rate is the highest 
among G7 countries. It is more than twice that of 

the United States and the United Kingdom (+0.6% 
each) and exceeds the growth in Germany (+0.3%) 
and in France (+0.2%). In the last year, Italy and Japan 
both recorded a population decline (-0.2% each).

Population growth intensifies in several 
provinces
The increase in international migration was felt 
throughout the country. Several provinces saw 
strong population growth rarely been seen 
before.

Population growth in the Atlantic provinces in 
2018/2019 was among the highest observed 
since the 1970s. Prince Edward Island (+2.2%) had 
the highest population growth rate in the coun-
try. Newfoundland and Labrador remained the 
exception, posting a population decrease (-0.8%) 
for a third consecutive year.

In 2018/2019, Quebec (+1.2%) saw its largest popu-
lation increase in 30 years, while Ontario (+1.7%) 
recorded one of the highest growth rates for the 
same period.

Alberta’s population growth (+1.6%) accelerated 
for a second consecutive year, owing in part to 
interprovincial migration exchanges, which were 
positive after three consecutive years of losses.

The high population growth in most provinces 
was driven by significant international migratory 

growth. Levels unequalled since the beginning 
of the current demographic estimate program 
(July 1971) were observed in all provinces except 
Newfoundland and Labrador, Manitoba and 
Alberta, where international migratory growth 
remained strong nonetheless.

Baby boomers now account for the 
majority of seniors
On July 1, 2019, the Canadian population included 
6,592,611 seniors. Of this number, which is increas-
ing quickly, more than one in two people (51.1%) 
were born during the baby boom (1946 to 1965).

Seniors accounted for 17.5% of the Canadian 
population on July 1, 2019, while children aged 0 
to 14 made up 16.0% of the population.

Although the proportion of seniors in Canada has 
been increasing over time, it remains lower than 
the proportion observed in the other G7 countries, 
except the United States (16%). With nearly 3 in 10 
people (28%) aged 65 and older, Japan has one 
of the oldest populations in the world.

The proportion of seniors could continue to 
increase quickly in the coming years. According 
to the medium growth scenario from Statistics 
Canada’s most recent population projections, this 
proportion could reach 22.7% in 2031, the year 
when the last baby boomers will turn 65.
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The Prairie provinces and the territories 
have the youngest populations
The age structure of the population varies consid-
erably from one province or territory to another. 
These variations are most often due to gaps in 
fertility levels, but also partly to internal migration. 
In general, the youngest populations are in the 
Prairie provinces and the territories, whereas the 
oldest are in the Atlantic provinces.

International migration was main driver 
of population growth over last year

Source: Canada’s population estimates: Age and 
sex, July 1, 2019.

Source Statistics Canada Table 17-10-0009-01.

Source: Statistics Canada Table 17-10-0005-01.
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Gender Wage Gap

Source: Statistics Canada, Labour Force Survey, 2019

45% of the gap is accounted for by the different 
distributions of men and women across industries 
and occupations.

For example, men worked more in these higher 
paying sectors: construction, manufacturing, 
mining, oil and gas extraction, professional occu-
pations in natural and applied sciences.

9% of the gap was due to women’s higher rate of 
part-time work which generally pays less. 

GEN Z – Generation poised to 
change everything
Gen Z is defined as those born 1996 and after. 
Millennials are defined as those born between 
1977 and 1995.

95% of Gen Z ages 13 to 22 currently has a 
smartphone.

Key findings:

1. Smartphones are ubiquitous—and at an earlier 
age than ever before 95% of Gen Z between 
ages 13 and 22 already has a smartphone. 

2. Gen Z is constantly connected, even after 
midnight Gen Z spends a lot of time on these 
devices, even when they should be sleeping. 
The downside is that many in Gen Z feel 
uncomfortable and experience levels of stress 
being without their devices for even short 
amounts of time.

3. Gen Z uses different social media platforms 
for different tasks Social media is a space Gen 
Z occupies comfortably and naturally. This is 
especially true for Gen Z females who outpace 
Gen Z males on social media usage for all 
tasks we surveyed.

4. Gen Z uses a variety of sources to earn money. 
The generation also gathers information about 
potential purchases prior to making them 
not only from friends and family, but through 
online reviews by strangers and the input of 
social media influencers.

5. Gen Z interacts with brands online differently 
than Millennials Gen Z prefers to engage 
with brands via Instagram much more so than 
Facebook.   

6. Gen Z brings changing expectations to the 
workplace Gen Z uses their personal networks 
and even YouTube to figure out if they like a 
company before applying. They also believe 
that the application should be short and they 
desire frequent feedback from their supervisors 
once employed.

Generation Z see less segregation between work 
and life — they’re more about balancing that and 
making it seamless so work gets done anywhere, 
anytime; without sacrificing either one.

They have grown up in a connected world where 
humans and machines have coexisted for as long 
as they can remember.

Where elder millennials, Gen Xers, and boomers 
have nostalgia for a time when leaving the office 
meant the end of the workday, Gen Z doesn’t 
even know what a workday is. 

Gen Z is heavily impacted by online influencers. 
45% of Gen Z follows more than 10 online influ-
encers. More than 1 in 10 members of Gen Z follow 
more than 50 online influencers!

Gen Z can’t put their phone away—even to sleep. 
29% of Gen Z are on their smartphones after 
midnight every night of the week. This is signifi-
cantly more than Millennials.

Gen Z needs more frequent feedback while work-
ing than Millennials. In fact, 66% of Gen Z needs 
feedback from their supervisor at least every few 
weeks in order to stay at a job.

Over 50% of Gen Z reads at least three ratings or 
reviews before making a first time purchase. Their 
reliance on strangers to influence their purchasing 
pathway not only shows the importance of outside 
influencers on their consumer journey, but it also 
provides a sneak peek into what brand leaders 
must know to drive engagement. 

Over 30% of Gen Z feels uncomfortable if they are 
away from their smartphone for as little as 30 minutes. 
This anxiety and discomfort provides insight into the 
dependence the generation has on their smartphone. 

Over 65% of Gen Z needs frequent feedback from 
their supervisor to stay at their job. 
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Gen Z is not a continuation of 
Millennials or Millennials 2.0. 
This diverse, energetic, connected generation is 
already on a trajectory that looks to be very differ-
ent than the generations before. 

For employers, marketers, and leaders, recogniz-
ing and understanding the differences between 
Gen Z and Millennials is urgent as Gen Z will soon 
become the fastest-growing generation of both 
entry-level employees and consumers. 

The oldest members of Gen Z are already age 22 
and looking ahead to positively impact employers, 
brands, and communities. 

Most of Gen Z has never have known a world 
without high-speed, wireless Internet, video chat, 
instant messaging, social media, and ever-pres-
ent handheld devices (that are way more power-
ful than the computers that used to occupy entire 
rooms). 

Gen Z uses their phone late at night significantly 
more than Millennials do. Only 39% of Millennials 
say they are on their phones after midnight a few 
times a week or more. 

Gen Z’s parents are not the Baby Boomers who 
raised Millennials but rather Gen X and even 
older Millennials—who our research has shown 
are intentionally choosing to raise their children 
differently than Baby Boomers.

Combining all these external factors, trends, and 
influences, it is clear that Gen Z is not a continua-
tion of Millennials. 

Social Media is THE Medium for 
Brands to Reach Gen Z
If Millennials were the trendsetters for digitally 
connecting to brands, Gen Z is taking the trend 
and turning it into a tidal wave. 

Gen Z expects to interact with companies and 
brands on social media and is doing so in greater 
numbers than Millennials. In fact, while 64% of 
Millennials follow at least 1 brand on social media, 
73% of Gen Z does. And, 52% of these Gen Z 
followers are keeping tabs on 3 or more brands 
through social media. 

Gen Z also differs from Millennials in where they 
choose to follow brands. 

Gen Z prefers to follow brands on Instagram and 
uses it 2.5 times more often than Facebook to do 
so. Millennials, on the other hand, prefer to follow 
brands on Facebook and choose Instagram far 
less often. This is a true generational divergence 
as the preferences between Instagram and Face-
book are clearly opposite one another. 

Gen Z prefers using Instagram to follow brands 
by a 2 to 1 margin when compared to Millennials. 
On the flip side, Millennials have double the pref-
erence of Gen Z to follow brands on Facebook. 

In keeping with the generation’s highly-connected 
lives, Gen Z wants to receive input about their 
shopping and purchasing decisions throughout 
their shopping journey. 

Gen Z is connected to friends, family, and online 
influencers 24/7, 365 through their smartphone. 

For Gen Z, a world of purchasing opinions and 
insights is literally at their fingertips (or the sound 
of their voice), giving the generation the ability to 

quickly gather information and opinions from a 
myriad of diverse sources. 

68% of Gen Z reads at least 3 reviews before 
making a first-time purchase with their own money. 
But more surprising: 16% of Gen Z reads 9 or more 
reviews before making a first-time purchase with 
their own money! 

Gen Z’s extensive social media usage is an import-
ant trend to recognize, but those who truly want 
to understand this generation can’t stop there. 

The fact that the two genders use various social 
platforms at such different rates is a big part of the 
Gen Z story. In terms of reaching and messaging 
to Gen Z, not just as brands, but even as educa-
tors, employers, and parents, understanding how 
differently males and females are immersed in 
and affected by social media is imperative.

Females are more immersed and therefore more 
susceptible to comparing themselves and their lives 
to what they see on social media, and even gauging 
their happiness and self-worth accordingly. 

For Gen Z, different types of communication and 
information goals require different social media 
platforms. For instance, Gen Z uses instagram to 
follow brands, Snapchat to post or send a video 
or a selfie, and Facebook to create or check a 
group event.

58% of Gen Z feels uncomfortable if they don’t 
have their phones for a few hours or less. Of 
these, 31% are uncomfortable being away from 
their phones for 30 minutes or less.

Source: The State of GenZ 2018. The Center for 
Generational Kinetics. Fall 2018.
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DEBT SOURCE OF GRADUATES WITH DEBT
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Government sponsored student loans, 53%
Post-Secondary Graduates in 
Canada
BASED ON CLASS OF 2015

420,300 students graduated from a postsecond-
ary institution in 2015.

Median age at graduation: 24

Share of graduates: 42% male, 58% female

40% of graduates pursued postsecondary educa-
tion after graduation

Of graduates who did not pursue further postsec-
ondary education after graduation in 2015:

50% had student debt at graduation, average 
debt of $24,000

33% of them paid off their student debt within 
three years of graduation

Source: The State of GenZ 2018. The Center for 
Generational Kinetics. Fall 2018.
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EMPLOYMENT OF THOSE EMPLOYED THREE YEARS AFTER GRADUATION

Doctorate

Master's

Bachelor's

College

82% 84% 86% 88% 90% 92% 94% 96% 98% 100%

Part Time Full Time

POSTSECONDARY SCHOOL ENROLLMENT IN CANADA -  2009 VS 2015 
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800 000

1 000 000
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1 400 000

International students Canadian citizens

Men Women

International 
students

$67,934 $54,708

Canadian  
residents

$70,117 $49,150

Percent of graduates employed three years after 
graduation: 90%

Satisfied with their job: 83%

Source: National Graduates Survey, Statistics Canada, 2018

International student enrollment in postsecondary 
programs doubled between 2009 and 2015

On average, international students earn slightly 
less than comparable domestic students six years 
after graduation:

Source: Statistics Canada, Postsecondary student 
information system, 2019 

Climate Change in Canada
Could there be a significant decline in quality of 
life for Canadians, economic, food, fuel, water due 
to climate change?

Canada’s climate has warmed and will warm 
further in the future, driven by human influence. 
Global emissions of carbon dioxide from human 
activity will largely determine how much warm-
ing Canada and the world will experience in the 
future, and this warming is effectively irreversible. 

Both past and future warming in Canada is, on aver-
age, about double the magnitude of global warming. 
Northern Canada has warmed and will continue to 
warm at more than double the global rate. 

Oceans surrounding Canada have warmed, 
become more acidic, and less oxygenated, 
consistent with observed global ocean changes 
over the past century. Ocean warming and loss 
of oxygen will intensify with further emissions of 
all greenhouse gases, whereas ocean acidifica-
tion will increase in response to additional carbon 
dioxide emissions. These changes threaten the 
health of marine ecosystems. 
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The effects of widespread warming are evident in 
many parts of Canada and are projected to inten-
sify in the future. In Canada, these effects include 
more extreme heat, less extreme cold, longer 
growing seasons, shorter snow and ice cover 
seasons, earlier spring peak streamflow, thinning 
glaciers, thawing permafrost, and rising sea level. 
Because some further warming is unavoidable, 
these trends will continue. 

Precipitation is projected to increase for most of 
Canada, on average, although summer rainfall 
may decrease in some areas. Precipitation has 
increased in many parts of Canada, and there has 
been a shift toward less snowfall and more rain-
fall. Annual and winter precipitation is projected 
to increase everywhere in Canada over the 21st 
century. However, reductions in summer rainfall 
are projected for parts of southern Canada under 
a high emission scenario toward the late century. 

The seasonal availability of freshwater is changing, 
with an increased risk of water supply shortages 
in summer. Warmer winters and earlier snowmelt 
will combine to produce higher winter stream-
flows, while smaller snowpacks and loss of glacier 
ice during this century will combine to produce 
lower summer streamflows. Warmer summers will 

increase evaporation of surface water and contrib-
ute to reduced summer water availability in the 
future despite more precipitation in some places. 

A warmer climate will intensify some weather 
extremes in the future. Extreme hot temperatures 
will become more frequent and more intense. This 
will increase the severity of heatwaves, and contrib-
ute to increased drought and wildfire risks. While 
inland flooding results from multiple factors, more 
intense rainfalls will increase urban flood risks. It is 
uncertain how warmer temperatures and smaller 
snowpacks will combine to affect the frequency 
and magnitude of snowmelt-related flooding. 

Canadian areas of the Arctic and Atlantic Oceans 
have experienced longer and more widespread 
sea-ice-free conditions. Canadian Arctic marine 
areas, including the Beaufort Sea and Baffin Bay, 
are projected to have extensive ice-free periods 
during summer by mid-century. The last area in the 
entire Arctic with summer sea ice is projected to 
be north of the Canadian Arctic Archipelago. This 
area will be an important refuge for ice-depen-
dent species and an ongoing source of potentially 
hazardous ice, which will drift into Canadian waters.

Coastal flooding is expected to increase in many 
areas of Canada due to local sea level rise. 

Changes in local sea-level are a combination of 
global sea level rise and local land subsidence 
or uplift. Local sea level is projected to rise, and 
increase flooding, along most of the Atlantic and 
Pacific coasts of Canada and the Beaufort coast 
in the Arctic where the land is subsiding or slowly 
uplifting.  The loss of sea ice in Arctic and Atlantic 
Canada further increases the risk of damage to 
coastal infrastructure and ecosystems as a result 
of larger storm surges and waves. {7.5}

The rate and magnitude of climate change under 
high versus low emission scenarios project two very 
different futures for Canada. Scenarios with large 
and rapid warming illustrate the profound effects 
on Canadian climate of continued growth in green-
house gas emissions. Scenarios with limited warm-
ing will only occur if Canada and the rest of the world 
reduce carbon emissions to near zero early in the 
second half of the century and reduce emissions of 
other greenhouse gases substantially. Projections 
based on a range of emission scenarios are needed 
to inform impact assessment, climate risk manage-
ment, and policy development.

Source: Bush, E. and Lemmen, D.S., editors (2019): 
Canada’s Changing Climate Report; Government of 
Canada, Ottawa, ON. 444 p.
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TECHNOLOGICAL
Canadian Internet Use Survey
In 2018, the share of Canadians aged 15 and older 
who used the Internet was 91%, with more seniors 
reporting Internet use (71%). Results from the previ-
ous survey cycle indicated that 83% of Canadians 
had used the Internet in 2012, with the proportion 
of seniors online at 48%.

Alberta and British Columbia (both 94%) recorded the 
highest proportion of Internet users, while Newfound-
land and Labrador (86%) posted the lowest proportion.

Overall, 94% of Canadians had home Internet 
access. Among those who did not have home 
Internet access, reasons included the cost of 
Internet service (28%) and equipment (19%), and 
the unavailability of Internet service (8%).

Nearly 84% of Internet users bought goods or 
services online in 2018, spending $57.4 billion, up 
from $18.9 billion in 2012.

Almost half of Canadians who used the Internet 
(46%) reported spending more than 10 hours per 
week online in 2018, excluding time spent stream-
ing content and using video gaming services.

In 2018, 69% of Internet users reported paying for or 
using an online video streaming subscription service, 
9% of whom reported spending 20 hours or more per 
week streaming content through these services. In 
addition, online music streaming subscription services 
were used by 49% of all Canadian Internet users.

At the same time, 23% of Internet users chose to 
take a break from or decrease time spent on the 
Internet in the 12 months preceding the survey, 
and 10% of Internet users reported feeling like a 
victim of incidents online.

Most Internet users took some steps to protect 
their privacy in 2018: 61% reported deleting 
their browser history, 60% blocked emails (junk 
mail and spam), and 42% changed the privacy 
settings on accounts or apps to limit their profile 
or personal information.

In 2018, 57% of Canadian Internet users reported 
a cyber security incident, including being redi-
rected to fraudulent websites that asked for 
personal information (19%) or getting a virus or 
other computer infection (11%).

More than half (53%) of Internet users had an Inter-
net-connected smart home device in their home, 
such as a smart television (41%) or smart speaker 
(15%). Other smart home devices that Canadian 
Internet users had in their homes were smart 
thermostats (9%), video cameras connected to 
the Internet (9%) and smart plugs or lights (5%). In 
addition, 88% of Internet users reported having 
a smartphone for personal use, with many using 
it to conduct online banking activities (63%) or to 
purchase (54%) or sell (16%) goods and services 
in the 12 months preceding the survey.

In the 12 months preceding the survey, 30% of 
employed Canadian Internet users reported that 
their employer expected them to use the Internet 
to stay connected outside of their regular work 
hours, and almost one-quarter (23%) of employed 
Canadians reported that they had done some 
telework.

Source: The 2018 Canadian Internet Use Survey, 
sponsored by Innovation, Science and Economic 
Development Canada, was conducted from Novem-
ber 2017 to March 2018.

Canadians Spending Online

84% of Canadians shopped online in 2018 spending 
on average $2,554.

Canadians that shopped online:

 ο 88%- 15 to 24 years old

 ο 94%- 25 to 44 years old

 ο 83%- 45 to 64 years old

 ο 64%- 65 years and over

Among online shoppers:

 ο 24% used ride services such as uber

 ο 17% used accommodation services such as 
Airbnb

 ο 58% purchased clothing, jewellery or acces-
sories

 ο 50% purchased travel arrangements

 ο 35% purchased video or music downloads 
and streaming subscriptions

 ο 54% of Canadians used their smartphone to 
make an online purchase

Among Canadians who didn’t shop online:

 ο 22% worried about security or privacy 
concerns

 ο 21% had lack of confidence on how to order 
online

 ο 21% needed to see, hold or try products before 
purchasing
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Internet users in Canada by age 15-44 Years 24-44 years 45-64 years 65 and over

Canada 2018

Average expenditure on goods and 
services ordered over the Internet

Dollars

Total, average expenditure per 
person

1,356 3,214 2,595 1,928

Digital goods or services 325 381 345 220

Physical goods 678 1,583 1,049 656

Peer-to-peer ride services 234 348 195

Peer-to-peer accommodation 
services

644 1,050 1,340 1,514

Internet use and intensity of use 
per week by gender, age group

15-44 Years 24-44 years 45-64 years 65 and over

Canada 2018

Percent

Total, average expenditure per 
person

98.6 98.2 93.9 71.2

Digital goods or services 12.1 19.2 30.5 38.8

Physical goods 25.1 30.2 29.9 29.8

Peer-to-peer ride services 31.2 26.3 22.1 20.6

Peer-to-peer accommodation 
services

19.7 15.8 11.9 7.8

Other services 11.9 8.6 5.5 3

Source:  Statistics Canada.  Table  22-10-0106-01   Average expenditure on goods  
and services ordered over the Internet by age group

Source: Statistics Canada.  Table  22-10-0082-01   Internet use and intensity of use per week by gender, age group 

Canadians Staying Connected

 ο 91% of Canadians used the Internet in 2018

 ο 88% of Canadians had a smartphone in 2018

 ο 98% of those aged 15-24 years old had a 
smartphone

 ο 60% of those aged 65 and over had a 
smartphone

In a typical day:

 ο 45% checked their smartphone at least every 
30 minutes

 ο 56% checked their smartphone right before 
going to bed 

 ο 54% checked their smartphone while 
watching TV

 ο 21% used their smartphone while eating dinner

Source: Canadian Internet Use Survey, 2018
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Key Technology Trends for 2020
These trends are the result of combinations of 
many IT innovations. Some of the most important 
and fast-growing:

 ο Hyperautomation.

The development of advanced technologies, 
like AO and ML, use of automated processes 
for every possible way.

 ο Blockchain technology.

The individual applications become more 
independent and make a record of important 
events.

 ο Use of AI and its security.

With the help of AI, you with get large data 
sets, media, automatization and predictions.

 ο The distributed cloud.

It means distributing services to other places 
outside the cloud data centers but keeping the 
provider’s control.

 ο The empowered edge.

The information here, as well as content, are 
closer to the sources of the information, this 
will reduce latency.

 ο Multiexpirience.

The idea is to replace people-literate technol-
ogy for every point.

 ο Democratization processes.

Is responsible for ensuring easy access to 
technical or business expertise.

 ο Human augmentation.

The augmentation has four main categories:

• Sensory augmentation (hearing, vision, 
perception),

• Biological function augmentation 
(exoskeletons, prosthetics),

• Brain augmentation (implants) and

• Genetic augmentation (cell therapy). 

 ο Transparency.

The collection and use of data is becoming 
more open, so the liability of gathering and 
storing data increase.

 ο Autonomous things.

Things like drones, robots and others that 
substitute the task that was traditionally made 
by humans.

The 30 Technologies of the Next 
Decade  
Source: Sean Moffitt, Wikibrands.

1. Artificial Intelligence #AI /Machine Learning / 
Deep Learning

2. Internet of Things #IOT / #IIOT & Sensors & 
Wearables

3. Mobile & Social Internet — Advancements, 
Social Networks/Media, Search, Messeng-
ing and Livestreams

4. Blockchain — Cryptocurrencies, Distributed 
Ledger Systems, DAOs, DApps

5. Big Data — Apps, Infrastructure & Predictive 
Analytics

6. Automation — Information, Task, Process, 
Machine, Decision & Action

7. Robots incl. Drones & Autonomous 
Vehicles — Consumer/Commercial/Industrial 
Robots and Robotics

8. Immersive Media — #VR/ #AR/ #MR/ 360°

9. Mobile Technologies & Advance-
ments — infrastructure, networks, standards, 
services & devices

10. Cloud Computing — Software-as-Service 
(SaaS), Infrastructure-as-a-Servcie (IaaS), 
Platform-as-a-Service (PaaS) & MESH Apps

11. 3D Printing — Additive Manufacturing and 
Rapid Prototyping

12. CX — Customer Journey, Experience, 
Personalization & Commerce Tools

13. EnergyTech — Efficiency, Storage & Decen-
tralized Grid

14. Cybersecurity incl. Adaptive 
Security — Security, Intelligence Detection, 
Remediation & Adaptation

15. Voice Assistants -Interfaces, Chatbots & 
Natural Language Processing

16. Nanotechnology - Computing, Medicine, 
Machines + Smart Dust

17. CollaborativeTech — Crowd, Sharing, 
Workplace & Open Source Platforms & Tools

18. Health Tech — Advanced Genomics, Bionics 
& Health Care Tech.

19. Human-Computer Interaction — Facial/Gesture 
Recognition, Biometrics, Gaze Tracking
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20. Geo-spatial Tech — GIS, GPS, Mapping & 
Remote Sensing, Scanning, Navigation

21. Advanced Materials — Composites, Alloys, 
Polymers, Biomimicry, Nanomanufacturing

22. New Touch Interfaces — Touch Screens, 
Haptics, 3D Touch, Paper, Feedback & 
Exoskeletons

23.  Wireless Power

24. Clean Tech. — Bio-/Enviro-Materials + 
Solutions, Sustainability, Treatment & Effi-
ciency

25. Quantum Computing — + Exascale 
Computing

26. Smart Cities — Infrastructure & Transport

27. Edge/Fog Computing

28. Faster, Better Internet — Broadband incl. 
Fiber, 5G, Li-Fi , LPN and LoRa

29. Proximity Tech. — Beacons, .RFID, Wi-Fi, 
Near-Field Communications & Geofencing

30.  New Screens — next evolution TVs, Digital 
Signage, OOH, MicroLEDS & Projections

Technological Predictions
2020

 ο Internet use reaches 5 billion worldwide

 ο The 5G standard is released

 ο Texting by thinking

 ο Complex organ replacements grown from 
stem cells

 ο The first stem cell therapy for congestive heart 
failure

 ο A cure for malaria

 ο 30,000 drones are patrolling the skies of 
America

 ο Mars 2020 rover mission

 ο The first test flights of NASA’s Quiet Super-
sonic Technology

2021

 ο The ExoMars rover touches down on Mars

 ο Male birth control pills are entering the market

 ο The world’s first artificial kidney

 ο Launch of the Terrafugia TF-X flying car

 ο Wireless electricity is reaching critical mass

2022

 ο The ITER experimental fusion reactor is 
switched on

 ο Water is becoming a weapon of war

 ο Nanotech clothes are growing rapidly in use

 ο Driverless hover-taxis are operational 

2023

 ο The Aerion AS2 supersonic jet enters service

 ο Laser-driven fusion energy makes progress

 ο Brain implants to restore lost memories

 ο Rainforests have been wiped from the map

 ο Driverless high-speed trains begin operating 

2024

 ο Open-source, 3D printed clothes at near-zero 
cost

 ο The first probe to fly into the Sun’s outer atmo-
sphere

 ο Bio-electronics for treating arthritis are in 
common use

 ο Carsharing has exploded in popularity

 ο Wind turbine drone inspection is a multi-billion 
dollar industry

2025

 ο A billion human genomes have been sequenced

 ο Human brain simulations are becoming 
possible

 ο 3D-printed human organs

 ο Solid waste is reaching crisis levels

 ο The first test flight of the Skylon spaceplane

 ο High-speed rail networks are being expanded 
in many countries

2025–2030 - Soaring Unemployment
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DIRECTION OF HEALTHCARE SYSTEM IN NEXT 
10 YEARS -  WHAT CANADIANS THINK
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Source: The Future of Connected Healthcare, CMA 2019

Connected and Virtual Healthcare

Only 1% of Canadians report using virtual care or 
online patient portals 

75% of Canadians spend at least 3-4 hours online 
per day

Over 10% spend over 8 hours online per day (2019 
Canada’s Internet Factbook)

Boomers (55+) have seen largest growth in surf-
ing the web with mobile device, from 24% in 2015 
to 57% in 2019.

The generation gap is decreasing- while younger 
Canadians express higher interest, a majority of 
boomers are also interested in virtual care.

Source: The future of connected healthcare, CMA 
2019

Virtual Care Defined
Virtual care is among the many rapidly evolving 
health technology solutions which are reshaping 
the delivery of healthcare in Canada.  Virtual care 
provides patients with the ability to consult with a 
healthcare provider through digital means.  This 
can include live video, audio conferencing, and 
both synchronous or asynchronous messaging.

Delivery of Virtual Care in Canada 
Historically, most of Canada’s virtual care has been 
delivered within the public system between rural/
remote patients and specialists.  In reviewing virtual 
care in several provinces, the McMaster Health 
Forum discovered that the emphasis and/or the 
primary qualifier for using public virtual care services 
was to meet the health needs of those in northern, 
rural, remote or other hard-to-reach communities. 
This was true in each province reviewed except 
Ontario,  where the main eligibility criteria for these 

services is based on those “most likely to derive 
benefit from the services.” 

Primary Care 
Delivery of primary care through publicly-funded 
virtual visits is near non-existent in Canada. Only 
British Columbia covers primary care visits for all 
residents through public health insurance, though 
Ontario makes virtual visits between a patient and 
his/her family physician available in several of its 
Local Health Integration Networks. 

With a growing demand for non-emergency 
primary and/or episodic care to be delivered virtu-
ally, Canada has seen the emergence of a grow-
ing private virtual clinic market. These services 
offer Canadians access to healthcare providers 
from the comfort of their own homes. 

Specialist Care 
The majority of Canada’s virtual care is delivered 
between patients and specialists through juris-
dictional telemedicine/ telehealth networks using 
“room-based” or “hardware-based” virtual care.  
Traditionally, both patients and providers must visit 
a telemedicine room to connect with each other 
using high-end video conferencing hardware. 

As “software-based” virtual care platforms, which 
allow providers to use their own devices to deliver 
virtual care become more pervasive, telemedi-
cine networks are, to varying degrees, piloting or 
adopting these solutions. 

These programs have successfully saved rural/
remote patients stress, travel time, and travel 
expenditures.  These appointments are covered 
under public health insurance programs. 

Critical Care 
Virtual care technologies, through telemedicine 
networks, are also being used to support smaller 
hospitals in accessing expert providers at trauma 
centres to support the delivery of care to criti-
cally ill patients.  In addition to saving lives, these 
programs can also prevent the need for expen-
sive medical transfers when they are not neces-
sary.

Source: Canadian Partnership Against Cancer. Virtual 
Care in Canada: Environmental Scan. Toronto: Cana-
dian Partnership Against Cancer; 2019.

Source: The Future of Connected Healthcare, CMA 2019
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HEALTH CHANGES IN THE NEXT 10 YEARS LIKELY OR VERY LIKELY TO HAPPEN

AI programs or robots will be able to accurately di-
agnose various diseaes and conditions

AI programs or robots will be able to provide real 
health care services

Medical appointments will be booked 
through a robot/ AI
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PERCENT OF CANADIANS INTERESTED IN CONSULTING 
HEALTH PROVIDERS THROUGH VIRTUAL PLATFORM

Aged 18-34

Source: The Future of Connected Healthcare, CMA 2019
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Source: The Future of Connected Healthcare, CMA 2019 

Interest in virtual care is there, but the majority of 
Canadians believe the country has been slow to 
adopt it and 77% believe governments are not 
prepared to fund access through virtual care.

68% of Canadians feel that patients are not ready 
for virtual care.



52

CANADIANS' INTEREST IN PATIENT PORTALS
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74% of Canadians overall are interested in using 
patient portals.

A patient portal is a secure online website that 
gives 24-hour access to their personal health 
information and connects them to their family 
doctor/ health team. Users may be able to book 
appointments and have secure conversations 
with doctors online.

Cannabis Use in Canada
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CANNABIS USE BY FREQUENCY IN THE 
LAST 3 MONTHS -  MALES
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Source: National Cannabis Survey, Quarters 1 and 2. 
Statistics Canada.

Physicians in Canada
The number of physicians in Canada continues 
to increase, outpacing the growth of the general 
population.

 ο 2018 saw the largest single-year increase in 
the number of physicians since 2011. In 2018, 
there were 89,911 physicians in Canada, repre-
senting a 3.8% increase over 2017.

 ο The growth rate for the number of physicians 
has more than doubled that of the population 
since 2014, and there were 241 physicians per 
100,000 population in 2018.

The proportion of female physicians in Canada is 
rising, particularly among family medicine physi-
cians.

 ο In 2018, 46.6% of family medicine physicians 
and 37.5% of specialist physicians in Canada 
were female.

 ο Since 2014, the number of female physicians in 
the workforce has increased by 21.1%, while the 
number of male physicians has increased by 7.0%.

 ο In 2018, Quebec had the highest proportion 
of female physicians, at 50.0%, while Prince 
Edward Island had the lowest, at 33.8%.

Clinical payments to physicians in Canada 
surpassed $27.4 billion in 2017–2018.

 ο Total clinical payments to physicians increased 
3.9% over the previous year to just over $27.4 

billion. Total clinical payments to physicians 
in Canada have increased 14.1% over the past 
5 years.

 ο Since 2012–2013, the proportion of clinical 
payments paid through fee for service has 
gradually increased from 70.6% to 72.6% of 
total clinical payments, a level last observed 
8 years earlier.

 ο In 2017–2018, alternative payments accounted 
for 27.4% of all gross clinical payments, 
compared with 10.6% in 1999–2000.

 ο In Canada, 34% of family medicine physicians, 
17% of medical specialists and 8% of surgical 
specialists received more than half of their 
total clinical payments through alternative 
methods in 2017–2018.

The average gross payment per physician 
reached $345,000 in 2017–2018.

 ο The average gross clinical payment per 
physician increased by 1.3% in 2017–2018 to 
$345,000. It ranged from $267,000 in Nova 
Scotia to $385,000 in Alberta.

 ο The average gross clinical payment per 
family medicine physician increased by 1.4% 
in 2017–2018 to $281,000. The average gross 
clinical payment per medical specialist and 
the average per surgical specialist remained 
virtually unchanged from 2016–2017 (up 
0.7% to $360,000 and up 0.8% to $481,000, 
respectively).

 ο Some jurisdictions had increases in average 
payment, while others had decreases 
or no change at all. Changes in average 
payments ranged from an increase of 6.5% 
in Quebec ($350,000) to a decrease of 3.9% 
in Saskatchewan ($346,000). Newfoundland 
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and Labrador had no change in its average 
payment ($274,000).  Ontario saw the largest 
5-year decrease in average gross payment, 
from $365,000 to $346,000 (-5.1%).

 ο The average gross clinical payment per family 
medicine physician was $281,000. 

 ο The average gross clinical payment per 
medical specialist was $360,000. 

 ο The average gross clinical payment per 
surgical specialist was $481,000.

Consultations and visits made up the majority of 
both services and payments.

 ο In 2017–2018, the average cost per service 
paid to physicians was $67.87. Family medicine 
physicians billed an average cost per service 
of $50.37, while medical and surgical special-
ists billed an average of $87.03 and $91.10 per 
service, respectively. 

Internationally trained physicians

 ο The percentage of physicians who received 
their MD degree outside of Canada has 
remained relatively stable since 2014, ranging 
from 25.6% in 2014 to 26.4% in 2018.

 ο Saskatchewan and Newfoundland and 
Labrador had the largest proportions of inter-
nationally trained physicians (52.7% and 
35.6%, respectively), while Quebec and P.E.I. 
had the smallest (9.1% and 13.9%, respectively).

 ο Physicians from South Africa, India and the 
United Kingdom made up 28.7% of all interna-
tionally trained physicians in Canada in 2018.

Source: Physicians in Canada, 2018, CIHI 

Increasing Health Crisis due the 
Consumption of Sugary Drinks
What are sugary drinks?

These include soda/soft drinks, fruit drinks (punch, 
cocktail), juices (including 100% fruit juice) sport 
drinks, sweetened coffees, sweetened milks, 
teas, and waters and energy drinks.

Heart & Stroke recommends that an individual’s 
total intake of free sugars not exceed 10% of total 
daily calorie (energy) intake, which is in alignment 
with the World Health Organization recommenda-
tions. For the average 2000 calorie diet, 10% of 
total calorie intake would represent a maximum 
of 48 grams, or 12 teaspoons, of sugar per day.

Why are sugary drinks an issue?
Sugary drink consumption is high

 ο Sugary drinks are the single largest contributor 
of sugar in the diet. About 20% of the calories 
from pre-packaged foods and beverages in 
Canada come from free or added sugars. In 
pre-packaged beverages alone, 70% of the 
calories come from free or added sugars.

 ο Between 2004-2015, the sales of some sugary 
drinks have increased significantly: energy 
drinks (638%), sweetened coffees (579%), 
flavoured waters (527%), sweetened teas 
(36%), flavoured milks (21%) and sports drinks 
(4%).

 ο In Canada, about 1/4 of those 5 to 19 years 
of age reported daily consumption of sugary 
drinks. Research shows that soda, energy and 
sports drinks are the top calorie source among 
North Americans ages 12 to 50.

 ο As children get older, they drink more sugar 
from soft drinks. Boys’ average daily consump-
tion of regular soft drinks is 68 grams at ages 4 
to 8 years and increases to 376 grams at ages 
14 to 18 years. Among girls the increase is from 
47 to 179 grams.

 ο The total volume per capita of sugary drinks 
available to the average Canadian per year is 
162 litres. That is roughly 444 ml per Canadian 
per day. Taking into account the sugar content 
of a standard sized soft drink (355 ml), this 
would exceed the daily recommended free 
sugar threshold proposed by Heart & Stroke 
and World Health Organization.

 ο Beverage companies in North America spent 
$866 million in 2013 to market unhealthy 
drinks.

Portion sizes have increased

 ο The average 32 ounce soft drink (standard 
large size) has 374 calories and 102 grams of 
added sugar. A standard soft drink can (355 mL) 
contains about 40 grams (10 teaspoons) of sugar.

 ο Sugary drink portion sizes have increased 
over time. Originally, a 16 ounce bottle size 
was intended to serve three people. The same 
volume is now the standard small, single serving 
size fountain drink. Today, single serving size 
fountain drinks can be as high as 40 ounces in 
Canada.

Sugary drinks and health

 ο Sugary drinks contain empty calories with little 
to no nutritional benefit.

 ο Among adolescents, soft drink intake is asso-
ciated with lower intakes of milk, calcium and 
other essential nutrients.



55

 ο Individuals who drink sugary drinks do not feel 
as full as they do if they eat the same number 
of calories from solid food. Furthermore, they 
do not compensate by eating less, which can 
cause excess calorie intake.

 ο Sugar loaded drinks and excess sugar 
consumption are associated with chronic 
disease including obesity, heart disease and 
stroke, diabetes, dental caries and some 
cancers. Drinking just one can of soda per day 
can increase the risk of developing diabetes 
by 22% and increase the risk of death from 
cardiovascular disease.

 ο With every additional sugary beverage a child 
drinks daily, the odds of becoming obese 
increase by 60%. Children who consume 
sugary drinks during infancy are more likely to 
have obesity within six years. There is emerging 
research to show that drinking 100% fruit juice 
regularly at a young age increases the odds of 
becoming overweight in later years.

 ο The obesity epidemic shows no sign of 
relenting and currently 62% of adults and 
32% of children and youth 6 to17 years in 
Canada are overweight or obese. Obesity is 
a major public health concern because over-
weight and obese individuals are more likely 
to develop serious health problems such as 
cancer and cardiovascular disease. Obesity 
can reduce lifespan and quality of life.

 ο Obesity has become an epidemic and shows 
no signs of going down. Prevention of obesity 
can help reduce treatment costs. Public health 
experts assert that sugary drinks are a leading 
driver of obesity and other chronic diseases.

 ο Childhood obesity has tripled over the last 
30 years. This could be the first generation of 

children to have a shorter lifespan than their 
parents as a result of premature death related 
to chronic disease including obesity.

 ο Access to clean, potable and affordable drinking 
water continues to be a challenge for many 
Indigenous communities. As a result, Indige-
nous people in Canada often turn to sugary 
drinks for hydration, which are usually less 
expensive than milk and bottled water.

 ο While the causes of chronic disease are numerous, 
poor diet and excess caloric intake are the leading 
factors for chronic disease and obesity. Larger 
portion sizes contribute to the overconsumption 
of calories and excess body weight.

 ο Treatment of chronic diseases and other 
illnesses takes up 67% of health care spending 
and costs the Canadian economy $190 billion 
annually in direct and indirect costs. These 
numbers are expected to grow as chronic 
disease rates are increasing by approximately 
14% each year.

 ο It is projected that over the next twenty five 
years, sugary drink consumption in Canada will 
be responsible for over 63,000 deaths, 300,000 
cases of ischemic heart disease and almost 
40,000 strokes, and cost the Canadian health-
care system over $50 billion in direct costs. 

Why now?
Public support

 ο The time is right – the public supports action 
on sugary drinks. In a 2013 Ipsos Reid poll of 
Canadians:

• 88% agree that large serving sizes of 
sugary drinks can lead to bad health.

• 94% consider over consumption of 
sugary drinks to be an important contrib-
utor to obesity among Canadians.

• 79% agree that large sized sugary drinks 
in restaurants and convenience stores 
are usually offered at little additional cost 
in order to encourage people to spend 
and consume more.

• 63% would support a plan to eliminate 
large sugary drink sizes in restaurants 
and large sugary fountain drinks in conve-
nience stores as a way to improve health.

 ο A 2017 Pollara poll found that approximately 
70% of Canadians are supportive of a levy on 
companies that make sugary drinks provided 
some of the resulting revenues are dedicated 
to supporting healthy living initiatives.

Governments are taking action
 ο The 2012 Curbing Childhood Obesity: A 

Federal, Provincial and Territorial Framework 
for Action to Promote Healthy Weights called 
upon all three levels of government to adopt 
interventions to prevent and control obesity.

 ο A 2016 Standing Senate committee report 
on obesity in Canada called upon the federal 
government to consider a levy on sugary drinks.

 ο A variety of Canadian and international health 
experts have called for a reduction in sugar 
consumption and sugary drinks in particular.

 ο Other jurisdictions have shown that by creating 
healthy environments and making the healthy 
choice the easy choice, health outcomes are 
improved. New York City’s plan to increase 
healthy eating focuses on improving the food 
environment and includes legislated calorie 
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CANADIANS IN 2017/2018 , 12 YEARS AND OVER
HEALTH INDICATOR PERCENT
Perceived health, very good or excellent 60.8
Perceived health, fair or poor 11.1
Perceived mental health, very good or excellent 69.4
Perceived mental health, fair or poor 7.4
Perceived life stress, most days quite a bit or extremely stressful 21.4
Body mass index, adjusted self-reported, adult (18 years and over), over-
weight 

36.1

Body mass index, adjusted self-reported, adult (18 years and over), obese 26.9
Body mass index, self-reported, youth (12 to 17 years old), overweight or 
obese 

25.8

Arthritis (15 years and over) 19.1
Diabetes 7.2
Asthma 8.1
Chronic obstructive pulmonary disease (COPD; 35 years and over) 4.2
High blood pressure 17.4
Mood disorder 8.8
Current smoker, daily or occasional 16
Current smoker, daily 11.3
Heavy drinking 19.3
Self-reported physical activity, 150 minutes per week, adult (18 years and over) 56

 

labelling, counter-marketing and restrictions 
on sugary drinks, and the creation of food 
policies in city facilities.

The plan has been successful and has been 
linked to decreases in childhood obesity, heart 
disease and diabetes as well as increased life 
expectancy.

 ο Policy changes that address sugary drink 
consumption to improve community health 
are becoming more common.

Many US jurisdictions have introduced levies 
on sugarydrinks, including: Berkeley, San Fran-
cisco, Albany and Oakland in California; Boul-
der, CO; Philadelphia, PA;

Navajo Nation; and Cook County, IL. Numer-
ous countries have introduced levies on 
sugary drinks including Mexico, Belgium, 
France, Norway, United Kingdom, South Africa, 
Mauritius, Barbados, Chile, Dominica, Tonga, 
St Helena, French Polynesia, Samoa, Hungary 
and Finland.

 ο  San Francisco introduced a law that requires 
health warnings on advertisements for sugary 
drinks in 2016.

Davis and Stockton, CA have mandated water 
or milk as the default beverage option for kids’ 
meals. Hawaii has mandated that beverages 
other than water shall not be sold during meal 
serving period in schools. France introduced 
legislation which disallows free refills of sugary 
drinks in food service outlets. Colombia has 
mandated the removal of all soft drinks from 
elementary schools.

 ο In Mexico, results show that the 1 peso per 
ounce (approximately 10%) tax on sugary drinks 
was associated with as high as a 12% decrease 
in the purchase of taxed beverages among 
the general population, and as high as a 17% 
decrease among low income households

Source: Liquid Candy: Working Together to Reduce 
Consumption of Sugary Drinks, Heart & Stroke Foun-
dation of Canada.

Key Health Indicators
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Exclusive breastfeeding, at least 6 months 34.4
Sense of belonging to local community, somewhat strong or very strong 68.9
Life satisfaction, satisfied or very satisfied 93.1
Has a regular healthcare provider 84.9
Influenza immunization in the past 12 months 32

FREQUENCY OF TAKING OPIOID MEDICATION IN THE 
PAST 12 MONTHS, POPULATION AGED 15 AND 

OLDER, CANADA 2018
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Source: Statistics Canada. Table 13-10-0805-01   
Health characteristics, two-year period estimates, 
census metropolitan areas and population centres

Pain Relief Medication Containing 
Opioids, 2018
Opioid use has emerged as a public health issue 
in Canada in recent years following a rise in 
opioid-related harms, such as increased hospi-
talizations and deaths linked to overdose.

In 2018, the Canadian Community Health Survey 
(CCHS) asked Canadians about their prescrip-
tion and non-prescription use of pain relief medi-
cations containing opioids, such as codeine or 
morphine. Overall, 40.5% of Canadians aged 
15 years and older (roughly 11.8 million people) 
reported they had used this type of pain relief 
product in their lifetime.

In the past 12 months, 12.7% of Canadians (roughly 
3.7 million people) reported they used opioid pain 
relievers. Females were more likely than males to 
report opioid pain medication use in the past year 
(13.9%, 11.4%). Among both sexes, reported use of 
these medications was lowest among those aged 
15 to 17 compared to all other age groups (6.3% 
of males, 7.9% of females). For both males and 
females, the prevalence of opioid medication use 
was highest among those aged 50 to 64 (14.2% of 
males, 16.3% of females).

The proportion of residents who reported using 
opioid medication in the past year was lower than 
the national average (12.7%) in:

 ο Quebec (9.9%)

The proportion of residents who reported using 
opioid medication in the past year was higher than 
the national average in:

 ο Nova Scotia (15.0%)

 ο Ontario (13.5%)

 ο British Columbia (14.2%)

The proportion of residents who reported opioid 
medication use in the past 12 months was similar 
to the national average in all other provinces.

Canadians aged 25 and older with a secondary 
school graduation or less were more likely to 
report past year opioid medication use (14.5%), 
compared to those with a post-secondary grad-
uation (12.2%).

Aboriginal peoples aged 15 years and older were 
more likely to report that they used an opioid 
medication in the past 12 months, with 23.8% of 
First Nations and 22.9% of Métis or Inuit reporting 
opioid medication use compared to 12.4% of the 
non-Aboriginal population.

Most Canadians aged 15 and older who used 
opioid pain relievers in the past year reported 

using products containing codeine (76.3%) followed 
by other opioid products such as hydromorphone or 
morphine (28.2%), oxycodone products (19.8%) and 
medications containing fentanyl (5.0%).    these do 
not add up to 100% because a little over 820,000 
people reported having used more than one of 
these medications in the past year.

Source: Canadian Community Health Survey, 2018

Problematic use is defined as:
 ο taking the medication in greater amounts than 

prescribed or more often than directed

 ο intentional use for the experience, the feeling 
they caused or to get high

 ο use for reasons other than pain relief, for 
example, to feel better (improve mood) or to 
cope with stress or problems
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 ο tampering with a product before taking it (i.e. 
crushing tablets to swallow, snort or inject)

Among the 3.7 million Canadians aged 15 and older 
who reported opioid medication use in the past 
year, 9.6% (roughly 351,000 people) engaged in 
some form of problematic use of these medica-
tions. Males (11.3%) were more likely than females 
(8.2%) to report problematic use of opioid medi-
cations. There were no significant differences 
between age groups for reported problematic use.

Source: Statistics Canada, Health Fact Sheets, Pain 
relief medication containing opioids, 2018

Below Average Patient Safety 
Performance in Canada
Canada’s health care systems fare well in some 
areas compared with other OECD countries, 
particularly in quality of care. 

However, there are a few areas where we are falling 
behind — especially when it comes to patient safety.

New data by the Canadian Institute for Health 
Information (CIHI) shows that Canada’s overall 
performance aligns with the international aver-
age for 32 out of 57 health indicators, but that 
Canada is below average for 12 indicators and 
above average for 13. 

Canada’s strengths
Canada continues to perform better than other 
developed countries in many areas related to 
quality of care. Survival rates for breast and colon 
cancer are among the highest in the world, with 
88% of women with breast cancer surviving over 
5 years and 67% of Canadians with colon cancer 
surviving over 5 years.

Canada has also made improvements in reduc-
ing in-hospital deaths due to heart attacks and 

stroke; across the country, rates of these deaths 
have declined by more than 20% over the past 
5 years. Another highlight is that more seniors 
in Canada (61%) receive a flu vaccine compared 
with the average in other OECD countries (45%). 

Areas for improvement
Canada performs below the international average 
in 4 out of 5 Patient Safety indicators. 

 ο Obstetrical trauma rates — or tears during 
vaginal childbirth — are twice as high as the 
OECD average, and are not improving. 

 ο Rates of avoidable complications after surgery, 
such as lung clots after hip or knee surgery, 
are 90% higher than the OECD average. 

 ο Rates of foreign objects left behind in patients 
after surgery increased by 14% across Canada 
over 5 years.

Source: Canadian Institute for Health Information, 
2019

Antimicrobial Resistance “Future 
Global Health Crisis” 
Canada’s Public Health Officer and the CMA 
released a new policy on Antimicrobial Resistance 
in July 2019.

 “The more and more we use antibiotics unneces-
sarily, the less effective they will become. A world 
without effective antibiotics is not one we would 
wish on future generations.” – Dr. Theresa Tam, 
Chief Public Health Officer of Canada

Antibiotics, once considered a miracle of modern 
medicine, could be contributing to a future global 
health crisis. That’s one of the messages in a 
recent report from the Chief Public Health Officer 
of Canada. 

Pointing to the widespread use of antibiotics, and 
the subsequent spread of antibiotic resistance, 
the report estimates that antibiotic-resistant infec-
tions could cause 10 million deaths a year globally 
by 2050, more than the current annual worldwide 
deaths from cancer.

Knowing these dangers, and the role physicians 
can play in reducing antibiotic use, the Canadian 
Medical Association (CMA) and the Association 
of Medical Microbiology and Infectious Disease 
Canada (AMMI) have jointly released a new policy 
on antimicrobial resistance.  

The new policy directs physicians and patients 
to only use antibiotics for conditions that are clin-
ically infectious and to prevent infections through 
hygiene, vaccinations and appropriate use of 
alternate therapies.

It also urges governments to review the Canadian 
Antimicrobial Resistance Surveillance System, so 
it can be scaled up to provide national, standard-
ized AMR reporting metrics and antimicrobial 
usage rates.

In addition to this new policy, the CMA is also tack-
ling antimicrobial resistance through its ongoing 
support for Choosing Wisely Choosing Wisely is 
a national voice committed to reducing unneces-
sary treatments in health care, and the CMA has 
provided support and funding since its creation 
five years ago.

Source: Handle with Care: Preserving Antibiotics Now 
and Into the Future, CMA 2019
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National Pharmacare
Pharmacare has become probably the most signif-
icant health policy debate in the country in the 
last few years.

To address this issue, in Budget 2018, the federal 
government announced the creation of the Advi-
sory Council on the Implementation of National 
Pharmacare (the Council) with the following 
mandate:

• To provide independent advice to the Minister 
of Health and the Minister of Finance on how to 
best implement national pharmacare in a manner 
that is affordable for Canadians and their families, 
employers and governments.

The Interim Report of the Advisory Council on the 
Implementation of National Pharmacare has made 
the following findings and recommendations:

The Council has identified three major challenges 
facing Canada with respect to prescription drug 
coverage, as outlined below:

Too many Canadians cannot afford the prescrip-
tion drugs they need 

 ο According to the 2016 Canadian Community 
Health Survey, approximately 20 per cent of 
Canadians (as many as 7.5 million people) 
report that they do not have prescription drug 
coverage. This likely reflects both people who 
have no coverage (the uninsured) and those 
who have inadequate coverage (the underin-
sured) – both of which are barriers to access. 
A study conducted by Angus Reid found that 
more than 1 in 5 Canadians report that they 
or someone in their household has not taken 
their medicines as prescribed in the last year 
due to prohibitive cost.

 ο Even those with prescription drug coverage 
can face significant and often prohibitive 
out-of-pocket expenses, in the form of deduct-
ibles, co-payments and annual or lifetime 
maximums. Analysis of the 2016 Canadian 
Community Health Survey found that approx-
imately 1 million Canadians have to choose 
between food and heat or a needed prescrip-
tion. The survey found that affordability chal-
lenges are generally higher among women, 
Indigenous people, low-income individuals, 
young adults between 19 and 34, and those 
without any drug coverage.

 ο Council discussions with patients confirmed 
these affordability challenges and we heard 
countless stories of cost-related hardship 
leading to negative health outcomes.

Access to prescription drug coverage is incon-
sistent across jurisdictions and populations

 ο The majority of Canadians have access to 
some form of prescription drug coverage 
through Canada’s patchwork of more than 100 
public and 100,000 private insurance plans. 
However, patient eligibility and the depth of 
coverage varies dramatically, depending on 
factors such as age, income, employer, place 
of residence, medical condition and drug 
prescribed.

 ο As a result, there are significant inconsisten-
cies in prescription drug coverage across and 
within jurisdictions, which particularly affect 
vulnerable populations, such as low-income 
individuals in precarious working arrange-
ments.

 ο Because of this inconsistent access, too 
many Canadians are forced to go to great 
lengths to ensure they have drug coverage. 

For example, the Council heard from families 
with seriously ill children who moved across 
Canada solely to benefit from another prov-
ince’s more generous public drug plan. We 
also heard from employees who remained in 
unsatisfactory workplaces solely due to their 
reliance on their employer’s prescription drug 
benefits.

Canada’s spending on prescription drugs is 
unsustainable

 ο Prescription drug spending in Canada has 
grown significantly over the past few decades, 
increasing from $2.6 billion in 1985 to $34 
billion in 2018, and anticipated to grow to more 
than $50 billion by 2028.

 ο In fact, drug spending is now the second 
largest category of spending in Canadian 
health care, surpassing spending on physician 
services – only hospitals cost more. Canadians 
pay among the highest prices and spend more 
on prescription drugs than citizens of almost 
every other country in the world.

 ο Part of the challenge is rising drug prices and 
greater use of new high-cost drugs. Today, 
new brand-name drugs can cost thousands or 
tens of thousands of dollars per year. In 2017, 
Canadians with drug costs of $10,000 or more 
represented 2 per cent of beneficiaries but 
accounted for more than one-third of public 
drug spending.

 ο Not only does this impose an unfair burden on 
Canadian families, but as new, high-cost drugs 
enter the market, the financial sustainability of 
both public and private drug plans is increas-
ingly under pressure.
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 ο The message from virtually every public and 
private prescription drug plan provider was 
the same: costs are rising at an unsustainable 
pace. Without reform the system will soon be 
at the breaking point.

In order to improve the health outcomes of Cana-
dians, the Council’s final report will address each 
of the above challenges and will recommend 
an approach to, and an implementation plan for, 
national pharmacare. There are, however, certain 
core principles and foundational elements that 
can be acknowledged now and where implemen-
tation can begin without delay, regardless of the 
pharmacare model chosen. They are described 
below.

Recommendations: Core Principles and Founda-
tional Elements

The Council has identified initial core principles for 
successfully implementing national pharmacare, 
regardless of which specific approach is chosen.

Core Principles of National Pharmacare
In the Council’s view, national pharmacare must:

 ο Ensure that all Canadian residents have access 
to prescription drugs based on medical need, 
without financial or other barriers to access;

 ο Ensure that coverage is portable and consis-
tent across all jurisdictions;

 ο Provide access to a comprehensive, evidence-
based formulary, with special consideration for 
drugs for rare diseases;

 ο Be designed and delivered in partnership with 
patients and citizens;

 ο Be founded on strong partnership between 
federal, provincial and territorial governments 
and Indigenous peoples; and,

 ο Include a robust pharmaceutical manage-
ment system that promotes safety, innova-
tion, value-for-money and the sustainability 
of prescription drug costs.

Foundational Elements
The following recommendations are foundational 
to national pharmacare:

 ο Create a national drug agency.

 ο Develop a comprehensive, evidence-based 
national formulary.

 ο Invest in drug data and information technology 
(IT) systems.

Source: Interim report from the Advisory Council on 
the Implementation of National Pharmacare, Govern-
ment of Canada Website.

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 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, 
healthcare, and financial imperatives. 

What is Value-Based Healthcare?
Value-based healthcare (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 over-
use 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.
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VALUE
=

OUTCOMES THAT 
MATTER TO PATIENTS

COSTS THROUGHOUT 
THE PATIENT JOURNEY

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 effec-
tiveness of interventions to design and contin-
uously adapt models of care to optimize value. 
However, VBHC is not the same as pay-for-per-
formance models that reward delivery of specific 
care processes, e.g. prescribing of medica-
tions 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 healthcare 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 improve-
ments 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 some-
times 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 Healthcare. Canadian 
Foundation for Healthcare Improvement. 2018.

Definition: 

Value-based healthcare (VBHC) is a patient-cen-

tric approach to designing and managing health 
systems. This approach assesses costs incurred 
and services provided to patients with a focus 
on outcomes that are meaningful to them. It 
represents a shift away from the traditional care 
and funding models that focus on volumes of 
services, processes or products that may or may 
not achieve those outcomes.

Criteria:

A true value-based healthcare approach is guided 
by six principles. 

1. Care is structured around the medical 
conditions of the patient. Care delivery is 
organized around patients’ medical condi-
tions. 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 compe-
tition. 

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

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 geogra-
phies. Approaches to standards implemen-
tation and measured outcomes are relevant 
to and scalable at local, regional and 
national levels.  

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

Source: The Conference Board of Canada. VBHC 
Canada: Project Advisory Report. July 2019.
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World Economic Forum- Value in 
Healthcare Project
The World Economic Forum, launched the Value 
in Healthcare project in July 2016. This two-to-
three-year multistakeholder project has four basic 
goals: 

 ο To develop a comprehensive understanding 
of the key components of value-based health 
systems

 ο To draw general lessons about the effective 
implementation of value-based healthcare by 
codifying best practice at leading healthcare 
institutions around the world

 ο To identify the potential obstacles prevent-
ing health systems from delivering better 
outcomes that matter to patients, and at lower 
cost 

 ο To define priorities for industry stakeholders 
to accelerate the adoption of value-based 
models for delivering care 

During the first six months, the project devel-
oped a detailed taxonomy of the components of 
a value-based health system, prepared in-depth 
case studies of leading stakeholders that illustrate 
best practices in the field, identified some of the 
main barriers that hinder further adoption of value-
based healthcare, and devised a preliminary road-
map for health systems to adopt to make them 
truly patient-centric. The project is one of the first 
attempts to take a genuinely systemic approach 
to value-based healthcare in which all industry 
stakeholders have a seat at the table. 

Key findings include the following: 

 ο Despite the sector’s remarkable achieve-
ments over the past century, global health-
care is marked by growing concern over its 
sustainability. In particular, costs are growing 
at roughly double the rate of growth in gross 
domestic product, putting severe pressure on 
healthcare budgets and constraining further 
development.

 ο Value-based healthcare is a genuinely 
patient-centric way to design and manage 
health systems. Compared to what health 
systems currently provide, it has the potential 
to deliver substantially improved health 
outcomes at significantly lower cost.

 ο The fundamental principle of value in health-
care is, first, to align industry stakeholders 
around the shared objective of improving 
health outcomes delivered to patients at a 
given cost, and then to give stakeholders the 
autonomy, the right tools and the accountabil-
ity to pursue the most rational ways of deliver-
ing value to patients. 

 ο The value-based approach to care rests on 
three foundational principles: measuring 
systematically the health outcomes that matter 
to patients and the costs required to deliver 
those outcomes across the full cycle of care, 
tracking those outcomes and costs for defined 
population segments on an ongoing basis, 
and developing customized interventions to 
improve value for each population segment.

 ο Despite considerable progress, however, 
no country has fully embraced value-based 
healthcare at the level of a national health 
system. Moreover, even the institutions 
that have taken the lead are encountering 

obstacles to change that are built in to how 
traditional health systems are organized, 
financed and regulated, and how financial and 
non-financial incentives are structured.

 ο Four enablers are key to accelerating the 
adoption of value-based healthcare: health 
informatics, to facilitate the easy collection, 
analysis and sharing of outcomes and cost 
data; benchmarking, research and tools, to 
leverage data on outcomes and the costs for 
clinical practice improvement and innova-
tion; value-based payments, to create incen-
tives for all stakeholders to focus on value; 
and innovations in organizing care delivery, 
to improve coordination across the health 
system.

 ο Because healthcare is a highly regulated 
industry, public policy has a critical role to play 
in enabling the value-based transformation. 
Policy-makers should mandate the tracking 
of health outcomes and set standards for data 
collection, analysis and transparency. They 
also need to balance the trade-off between 
patient privacy and data sharing; enable 
cooperation, coordination and partnerships 
along care pathways while protecting against 
conflict of interest; establish new payment 
models that support improvement in patient 
value; and make it easier for pharmaceuti-
cal and medical technology companies to be 
more accountable for and contribute more 
actively to healthcare value. 

 ο The Value in Healthcare project’s work will 
focus in more detail on informatics, data and 
applications, new opportunities for clinical 
research, new approaches to the regula-
tion and approval of new drugs and medical 
devices, and priorities for public policy. 
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Source: Value in Healthcare: Laying the Foundation 
for Health System Transformation. World Economic 
Forum, 2017.

Source: BCG Analysis, World Economic Forum.

Health Care System Expenditures 
in 2018
The following information is taken from the 
National Health Expenditure Trends, 1975 to 2019 
— the Canadian Institute for Health Information’s 
23rd annual health expenditure trends publication 
(provides detailed, updated information on health 
expenditure in Canada).

Key findings

Total health expenditure is expected to reach 
$264.4 billion or $7,068 per Canadian in 2019

 ο It is anticipated that, overall, health expendi-
ture will represent 11.6% of Canada’s gross 
domestic product in 2019.

 ο In 2019, total health expenditure is expected 
to rise by 3.9%, a slight increase in the rate of 
growth compared with earlier in the decade

 ο Between 2014 and 2019, health spending 
per capita is estimated to increase in real 
terms by an average of 1.4% per year. This 
reflects continuous economic growth and the 

prospects of higher government revenues 
in the next few years, which may lead to 
sustained health spending increases in the 
near future.

Provincial per capita health expenditures vary
 ο In 2019, total health expenditure per capita is 

expected to range, for example, from $8,190 
in Newfoundland and Labrador to $6,953 in 
Ontario and $6,548 in British Columbia.

Physician expenditure growth fastest 
among 3 largest health spending 
categories

 ο Hospitals (26.6%), Drugs (15.3%) and Physi-
cians (15.1%) are expected to continue to 
account for the largest shares of health dollars 
(close to 60% of total health spending) in 2019.

 ο Physician expenditures are expected to grow 
by an estimated 4.4% in 2019. Spending on 
hospitals in 2019 is estimated to grow by 
3.0%, while drug spending growth is forecast 
at 2.7%.

Canada’s per capita health care spending 
among the highest internationally 

 ο Among 36 countries in the Organisation for 
Economic Co-operation and Development 
(OECD) in 2018, the latest year for which 
comparable data is available, spending per 
person on health care remained highest in 
the United States (CA$13,722). Canada’s per 
capita spending on health care was among 
the highest internationally, at CA$6,448 
— less than in the Netherlands (CA$6,855) 
and Australia (CA$6,488), and more than in 
France (CA$6,436) and the United Kingdom 
(CA$5,275).
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% of total health spending 2019 $ spending per person % per person annual 
increase

Hospitals 26.6% $1,880 2.0%

Drugs 15.3% $1,078 1.8%

Physicians 15.1% $1,064 3.5%

Dental Services 6.4% $450 3.4%

Total health expenditure by source of finance

Provincial and territorial government spending 
on health is expected to account for 65.1% of total 
health expenditure in 2019. 

Another 5.3% will come from other parts of the 
public sector: federal direct government, munici-
pal government and social security funds.

Out-of-pocket health expenditure 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, vi 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 expendi-
ture 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 will pay for about 70% of 
total health expenditures (65.1% from the provin-
cial and territorial governments and 5.3% from 
other parts of the public sector). 

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

The private sector has 3 components, the larg-
est 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 consis-

tent since the early 2000s, with the public-sector 
share of total health spending remaining relatively 
stable at around 70%.

National Health Expenditure Database, Canadian 
Institute for Health Information Physicians expen-
diture growth highest among 3 largest health 
spending categories.

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 spend-
ing continues to grow in all 3 categories, the pace 
varies:

Hospitals spending will grow by an estimated 
2.0% in 2019, reaching $1,880 per person.

The majority (more than 60%) of Hospitals expen-
diture is spent on compensation for the hospital 
workforce.

Drugs spending is projected to be $1,078 per 
person, an increase of 1.8% in 2019.

Physicians spending is forecast to be $1,064 per 
person in 2019, a growth rate of 3.5% over last 
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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Total health expenditure per capita by health spending category, 
* Canada, 2019 (dollars and percentage share)

CATEGORY Per capita health expenditure Share of health expenditure

Hospitals $1,880 26.6%

Drugs: Prescribed $918 13.0%

Drugs: Non-Prescribed $160 2.3%

Physicians $1,064 15.1%

Other Institutions $772 10.9%

Other Professionals: Dental Services $450 6.4%

Other Professionals: Vision Care 
Services $151 2.1%

Other Professionals: Other Health 
Professionals $171 2.4%

OHS: Other Health Spending $551 7.8%

OHS: Health Research $118 1.7%

Public Health $384 5.4%

Capital $243 3.4%

Source: National Health Expenditure Database, Cana-
dian Institute for Health Information. 2019

Issues to monitor in the future

 ο Canada’s economy is projected to grow by almost 
4% per year. 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.

 ο High-cost medicines coming to the market 
will drive prescribed drug spending growth. 
Savings from generics will continue to have a 
dampening effect. 

 ο The prospects for a national pharmacare 
program could impact future spending trends. 

 ο 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.

 ο New health technologies are a factor driving 
change but their development and impact can 
be hard to predict.

Private Health Insurance in Canada
In 2018:

Life and health insurers paid out $98 billion in 
benefits.

Health insurers paid out $36.1 billion on health 
benefits.

26 million Canadians have supplementary health 
insurance. 

$11.7 billion was paid out for prescription drugs, 
which accounts for over 35% of Canada’s total 
spending on prescription drugs.

Health insurance

Insurers protect nearly 70 per cent of Canadians 
against the costs of extended health care.

In 2018, insurers covered $26.9 billion in extended 
health care costs, including the costs of prescrip-
tion drugs, dental procedures and added hospi-
tal costs.

Disability- 12 Million Canadians covered with $9.3 
Billion in premiums.

Percent of working Canadians and their families 
that are protected by private health insurance 
plans in 2018- 79%

Canada’s life and health insurers also covered 
costs of disability claims and other insurable 
services. These benefits cover expenses beyond 
those covered by public health plans.
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2018 HEALTH INSURANCE BENEFITS BY 
COVERAGE TYPE

4%

21%

75%

Extended Health Disability  Accident and Other

BREAKDOWN OF EXTENDED HEALTH BENEFITS 
PAID IN 2018 (BILLIONS)

$11.7B
Drugs

$8.5B
Dental

$3.98 
Paramedic & Vision

$1.9B
Hospital

$0.9B 
Travel

Historic Charter Challenge in B.C. 
on Universal Health Care 
A Charter challenge to the foundations of Cana-
da’s health-care system is underway 10 years after 
private-medicine advocate Dr. Brian Day asked 
the courts to undo a law that effectively bars 
patients from paying for necessary medical care.

At stake in the unusually long British Columbia 
trial is medicare’s central organizing principle that 
hospital and physician care should be doled out 
first to those who need it most, not to those who 
can pay the most.

It could set a precedent for the rest of Canada.

Another, equally important principle at play: the 
Charter-protected right to life, liberty and personal 
security, which is argued is violated by interlocking 
legal provisions that effectively prohibit patients 
from buying private insurance or paying out of 
pocket to relieve their suffering when the public 
system can’t help them in a timely way.

The marathon legal battle is about adding more 
private options to the public system, not unlike 
many European countries that provide faster 
access and spend less per capita on health care 
than Canada.

Two political parties under three premiers in B.C. 
have fought Dr. Day’s claim; the federal govern-
ment joined the case as an intervenor after Justin 
Trudeau’s Liberals won the 2015 election.

The question soon to be in the hands of B.C. 
Supreme Court is whether a handful of provisions 
in B.C.’s Medicare Protection Act violate Canada’s 
Charter of Rights and Freedoms.

The B.C. law doesn’t explicitly prohibit well-off 
patients from buying their way to the front of the 
queue. Rather, it dampens the market for private 

care by prohibiting physicians from “enrolling” to 
work in the public and private systems at the same 
time; by forbidding enrolled doctors from charging 
patients for publicly covered services; and by 
barring the sale of private insurance for medically 
necessary hospital and doctor care. (Private insur-
ance is, of course, widely available for care not 
covered by Canada’s “universal” system, which 
does not include prescription drugs, most dental 
care, home care and other services provided 
outside hospitals and physicians’ offices.)

Lawyers for Dr. Day have argued that: 

Allowing British Columbians to obtain private 
medically necessary services would not result in 
any harm to either the accessibility or viability of 
the public health-care system, as demonstrated 
by the experience over the past 20 years in Brit-
ish Columbia, when the prohibitions on access 
to diagnostic and surgical services were not 
enforced.

Further, the government cannot justify imposing 
severe mental and physical harm on some resi-
dents on the basis of an ideological commitment 
to perfect equality in access to treatment, which is 
neither created by the legislation in question nor 
obtained in practice.
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PERCENTAGE REPORTING ADENTAL VISIT IN THE LAST YEAR, 
POPULATION AGED 12 AND OVER, CANADA 2018
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Dental Utilization in Canada
Three-quarters of Canadians saw a dental profes-
sional 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). 

Source: Canadian Community Health Survey, Statis-
tics 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.

 ο Among Canadians aged 12 and over, 66.5% 
consulted a dental professional in 2014 and 
74.7% did so in 2018.

 ο This shift represents more than 4 million 
people. 

 ο As many people visited dental profession-
als (74.7%) than medical doctors (74%) in a 
one-year period in Canada. 

 ο Suggest that both systems are used by equal 
numbers of Canadians even though one 
public, one private.

 ο The demographic of people 65 and over has 
seen impressive increases in dental care use, 
from 54.8% to 67.5% in four years.

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

PERCENTAGE OF CANADIANS MEETING DENTAL CARE RECOMMENDATIONS 
OF BRUSHING TWICE AND FLOSSING ONCE DAILY -  CANADA, 2018
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Source: Canadian Community Health Survey, Statistics Canada, 2018.

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 meet-
ing 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 recommenda-
tions. For females, those aged 50 to 64 and 65 
and older were the most likely to meet the guide-
lines.

Source: Statistics Canada, Health Fact Sheets. Dental 
Care, 2018.
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TOTAL OTHER PROFESSIONALS SPENDING, CANADA, 2019
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Dental Expenditures
Dental spending 2019 in Canada 
(forecasts)

 ο Total expenditures on dental services: $16,852 
Billion.

 ο  Annual percentage change in total expendi-
tures on dental services: 4.4%.

 ο Percentage distribution of total health expen-
ditures on dental services: 6.4%.

 ο Per capita total expenditure on dental 
services: $450.40.

 ο Private sector health expenditure on dental 
services: $15,826 Billion.

 ο Total private sector health expenditures in 
Canada: $78,104 Billion.

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

 ο Annual percentage change in private expen-
ditures on dental services: 4.3%.

 ο Per capita private expenditure on dental 
services: $423.00.

 ο Public sector health expenditure on dental 
services: $1,026 Billion.

 ο  Annual percentage change in public expen-
ditures on dental services: 5.7%.

 ο Percentage distribution of public-sector health 
expenditures on dental services: 0.6%.

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

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

Source: CIHI National Health Expenditure Trends 2019.

Source: Canadian Institute for Health Information. 
Health Expenditures in the Private Sector – Private 
-Sector Chartbook, 2019. Ottawa, ON: CIHI; 2019.
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Income of Dentists

How does the income of dentists compare to 
other professionals, across Canada? 

Source: Statistics Canada, 2016 Census of Population, 
Statistics Canada Catalogue no. 98-400-X2016281.

Exams and Licensure
Four strategic initiatives of the NDEB:

1. Transition all examinations that are currently 
delivered in a paper and pencil format to an 
electronic format by 2024 in accordance 
with an established rollout plan resulting in 
strengthened security throughout devel-
opment and administration of the examina-
tions and greater access for examinees.

2. Review the Equivalency Process to ensure 
the desired outcomes are being met. 
Consider the knowledge, skills and abilities 

required for initial licensure as a general 
dentist in Canada and investigate ways to 
address competencies which ultimately 
affect the quality of service provided by 
dentists.

3. Enhance stakeholder relationships through 
open communication and collaboration. Be 
more accessible to stakeholders, to ensure 
processes are understood and work collab-
oratively with regulators and other partners. 
Develop ways to disseminate relevant infor-

mation and a consistent message to key 
stakeholders and extend expertise to other 
jurisdictions.

4. Develop and implement a risk management 
program to strengthen governance and 
management of the organization. Identify 
and prioritize risks and establish preventa-
tive and mitigating strategies.
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Distribution of Applicants in 2018

India, Pakistan, Bangladesh 55%

Iran, Iraq, Jordan, Saudi Arabia, UAE 17%

Egypt, Libya, Nigeria, Sudan 8%

Hungary, Serbia, Ukraine 5%

China, Korea Republic 4%

Philippines, Taiwan 3%

CERTIFICATES ISSUED BY NDEB IN CANADA IN 2018

Graduates of 
Canadian 
Programs

43%

Graduates of Canadian Degree 
Completion Programs 6%

Individuals who Completed 
Equivalency Process

28%

Graduates of Other 
Accredited Programs 
(US, Australia, Ireland, 

New Zealand)
23%

New Certified Dental Assistants by Year- DATA by NDAEB

2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018
British Columbia 459 396 371 345 365 372 364 320 336 324 329 359
Alberta 303 258 280 319 309 327 339 289 245 336 357 421
Saskatchewan 61 60 60 60 60 54 49 64 63 52 58 60
Manitoba 109 123 100 132 122 104 119 107 110 112 100 98
Ontario 1152 1081 948 1001 973 822 752 679 632 668 572 629
New Brunswick 34 30 39 53 44 47 68 48 51 26 31 34
Nova Scotia 55 45 38 40 47 32 44 39 40 33 40 38
PEI 25 18 4 33 27 4 32 23 0 27 20 19
Newfoundland Labrador 29 32 33 35 21 25 39 32 43 39 30 33
USA 10 12 8 4 6 5 4 8 3 8 0 0
International 72 62 76 107 93 114 127 128 108 146 119 195

CANADA TOTAL 2309 2117 1957 2129 2067 1906 1937 1737 1631 1771 1656 1886
Source: National Dental Assisting Examination Board, Annual Report 2019.

Equivalency Process
Since the establishment of the Equivalency 
Process in 2010, the NDEB has received just 
under 12,000 applications.

There were 2799 applications received to 
the equivalency process in 2018, this is 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 Philippine

Dental Workforce
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NEW CERTIFIED DENTISTS VS DENTAL ASSISTANTS 
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Dental Assistants 
A Canada-wide survey of dental assistants under-
taken in 2019 suggests that, overall, dental assis-
tants describe their current workplaces as healthy 
environments. Additionally, Canadian DAs report 
that they have healthy working relationships with 
their current employers and colleagues. Dental 
assistants feel well-prepared by their dental 
assisting education for clinical practice and report 
little difficulty in finding employment opportunities. 
At the same time, however, a concerning number 
of dental assistants report that they have experi-
enced mistreatment in the workplace and feel that 
they are not fairly compensated for their contri-
bution to their oral health care team. While the 
majority of DAs describe their current workplace 
situations as healthy, they were more than likely to 
have experienced harassment in prior worplaces. 
As a result, DA career trajectories are character-
ized by experiences of harassment followed by 
either 1) a complete exit from the profession, or 
2) the search for a safe and healthy workplace. 
To that point, the data presented in this report 
demonstrates there may not be a shortage of DAs 
entering the field, but rather a surplus of those 
leaving before retirement due to experiences of 
harassment, disrespect, and poor remuneration.

Implications for retention and recruitment practices. 
Dental assisting is highly feminized and, accord-
ing to the most recent pay equity legislation and 
surrounding research, is at risk for a chronic wage 
equity gap; this gap is even wider for women of 
colour and Indigenous women (Employment and 
Social Development Canada, 2018). Though, the 
extent of the wage equity gap was not measured in 
this report or elsewhere, retention and recruitment 
practices need to be cognizant of current wage 
equity challenges to ensure that future pay scales 
do not widen or contribute to a gap.  
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Implications for retention and recruitment prac-
tices. Current recruitment practices should 
consider outreach to secondary school programs 
and vocational counsellors; the data demon-
strates that there is a lack of awareness about 
dental assisting at the high school level.  

Work  

 ο The majority of surveyed DAs are working 
full-time in one location (n= 70.7) in a private 
practice setting (n= 70.6%).  

 ο Just under one-quarter of surveyed DAs are 
supplementing their income with work outside 
the profession (n= 23.1%). 

 ο Just over two-thirds of DAs surveyed (n= 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. 

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

 ο DAs report mostly positive working relation-
ships with their current dentists and colleagues 
(n= 78.8% and n=82.5%, respectively), but they 
also report that they have experienced unac-
ceptable patient behaviour (n= 61.2%), criticism 
in front of patients (n=43.3%), work place 
bullying (n= 43.1%), unacceptable behaviour 
from a boss or supervisor (n= 42%), violence in 
the workplace (n= 16%), and sexual advances 
in the work place (n= 7%). 

 ο The data suggests that surveyed DAs are 
happy and healthy in their current workplaces 
but have experienced harassment at some 
point during their career.  

Implications for retention and recruitment prac-
tices. The remuneration for DAs should be eval-
uated to ensure their vital contributions to the 
oral health team are financially compensated at 
a level that represents their skilled and profes-
sional contributions to the dental practice; this 
evaluation must include DAs input.  Employers 
must examine their workplace environment and 
communication practices with and between their 
staff members and patients. Based on the survey 
responses, there appears to be a culture of bully-
ing, harassment, and disrespect in a number of 
dental practices, which is affecting their ability to 
recruit and retain DAs. 

Four distinct themes emerged when participants 
were asked about their negative experiences 
as a DA:  

1.  Harassment from dentists; 

2. Harassment from patients; 

3. Bullying from colleagues; and 

4. Unfair expectations for training/skill in 
relation to compensation. 

 Theme 1: Harassment from dentists. Survey partic-
ipants described experiences involving physical 
harassment, sexual harassment, racist and discrim-
inatory remarks, and voyeurism. 

Theme 2: Harassment from patients. Survey 
participants described poor patient behaviour, 
harassment, sexual advances, racist patients, and 
specifically, harassment from the parents of patients.  

Theme 3: Bullying/harassment from colleagues. 
Survey participants described bullying and/or unfair 
treatment from colleagues, unprofessional office 
managers, and favouritism.  

Theme 4: Unfair expectations from dentists. 
Survey participants described an overall disre-
gard by the dentist for the DA’s legal scope of 
practice and an unfair expectation for DAs to 
constantly upgrade their skills despite the lack 
of resources and incentives. Survey participants 
spoke about feeling pressured to perform duties 
that is outside of their scope of practice and the 
willingness of dentists to fire a DA who did not 
do so.  

Motivation to pursue dental assisting as a career. 
When asked, “Why did you become a DA?” partic-
ipant responses revealed four themes: 

1. A well-paying job; 

2. To help people; 

3. Work-life balance; and 

4. To experience the dental field before an 
alternate career

Positive aspects of a DA career. DAs indicated 
several positive aspects of their career, which fell 
into three distinct themes. It is important to note 
that one of the motivations to pursue a DA career 
(e.g., to help people) was also reported as one of 
the most positive aspects of the profession:  

1. Working with patients (emotional labour); 

2. Being part of a positive team environment (feel-
ing valued); and 

3. Good work-life balance.
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70% CHOSE NEED FOR FULL TIME POSITION;67% CHOSE 
POSITIVE WORK ENVIRONMENT; 51% CHOSE HIGHER SALARY

Need for a 
full-time position

Positive work en-
vironment

Higher Salary

Flexable hours
Career Growth

Vacation

OtherBenefits

The negative aspects of a DA career. Despite 
describing several positive aspects of a career in 
dental assisting, DAs also reported several nega-
tive aspects of their career:  

1. Negative patient interactions 

2. Stress and/or harassment from dentists 
(employer) and lack of respect; 

3. Low wages and poor benefits; and 

4. Physically demanding.

Dental assisting career trajectory and retirement. 
Just under half of participants reported they plan 
on staying in the profession until they retire (n= 
47%). This means that over half do not plan on 
remaining a DA until they retire, which is consis-
tent with findings earlier in the survey. Three 
themes emerged from DAs who said they will not 
remain a DA until they retire, including:  

1.  Lack of respect from dentists; 

2. Poor wages and benefits; and 

3. Physically demanding.

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

For the last position dentists hired, what were the 
key factors that dental assistant candidates were 
looking for? (2019)

Source: Topline Report. Dentists’ survey on dental 
assistants. CDA. April 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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AGE GENDER PYRAMID FOR DENTISTS IN CANADA -  JULY 2019
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Practice Statistics
DIAC Future of Dentistry Survey Average Number 
of Patients Treated Per Day Drops Below 10

The number of dentists is growing faster than the 
populations they serve, which affects many facets 
of how dentists practise, according to the 23rd 
Annual Future of Dentistry survey conducted by 
the Dental Industry Association of Canada (DIAC).

For the first time, dentists treated an average of 
less than 10 patients per day (9.8), compared to 
an average of 12.4 patients over the last ten years. 
Ninety seven percent of respondents treated 
fewer than 15 patients a day (compared to 89% in 
2018, 83% in 2017, and an average of 78.6% over 
the last five years).

 ο A trend towards increasing numbers of 
dentists per practice continues, with only 34% 
of practices identifying as sole practitioners.

 ο Practices have more operatories, with 70% 
having four or more operatories (22% have five 
or more). Almost one-quarter of respondents 
plan on adding at least one more operatory in 
the next two years.

 ο The number of chairside days continues to 
increase. One-third (35%) of respondents 
spent 200–249 days chairside, while between 
2010 and 2018 an average of 30% spent that 
amount of time chairside.

There is a continuing trend towards slightly longer 
times to set up practices, with 20% of respon-
dents setting up their practices in the first year 
(down from 26% in 2017 and a high of 44% in 
2010). However, respondents are not waiting 
much longer than a year; 60% had set up in 2 to 5 
years (up from an average of 50% over the previ-
ous 8 surveys).

 ο Respondents said patients ask most often about 
cosmetic dentistry (the top reply in five of the 
previous eight years), implants and whitening.

 ο The top challenge that respondents intend 
to address was “getting more patients/keep 
busy/less patient visit,” followed by “staffing 
issues/keeping staff/vacation time/finding 
associate.

Dentist Demographics

Source: CDA Membership database
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POPULATION TO DENTIST RATIOS JULY 2019
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Source: CDA Membership Database, 2019.

Non-Insured Health Benefits- 
Dental Benefits
Source: Non-Insured Health Benefits Program: First 
Nations and Inuit Health Branch: Annual Report 2017-
2018. Government of Canada website. 

During 2017/18, the Non-Insured Health Bene-
fits (NIHB) program of the First Nations and Inuit 
Health Branch (FNIHB) at Indigenous Services 
Canada provided 867,749 eligible First Nations 
and Inuit clients with access to a range of medi-
cally necessary health-related goods and services 
not otherwise provided through private insur-
ance plans, provincial/territorial health or social 
programs.  Of the 867,749 total eligible clients at 

the end of the 2017/18 fiscal year, 819,977 (94.5%) 
were First Nations clients while 47,772 (5.5%) were 
Inuit clients.

The NIHB program covers the following medically 
necessary benefits:

 ο prescription and over-the-counter drugs

 ο medical supplies and equipment (MS&E)

 ο dental care

 ο vision care

 ο mental health counselling and

 ο medical transportation to access health 
services not available locally

Eligible client population by age group, gender 
and region: March 2018

 ο Of the 867,749 NIHB eligible clients on the 
SVS as of March 31, 2018, 49.2% were male 
(426,884) and 50.8% were female (440,865).

 ο The average age of the eligible client popu-
lation was 33 years of age. By region, this 
average ranged from a low of 27 years of age 
in Nunavut to a high of 38 years of age in the 
Yukon.

 ο The average age of the male and female 
eligible client population was 32 years and 34 
years respectively. The average age for males 
ranged from a low of 27 years in Nunavut to 
a high of 37 years in the Yukon Region. The 
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Proportion of NIHB expenditures by region: 2017/18

Region Medical  
Transportation Pharmacy Dental Vision care Mental health Other health 

care

Proportion of 
NIHB  

expenditure

Proportion of 
NIHB  

population

Atlantic 2.4% 6.3% 4.3% 10.8% 3.6% 3.8% 4.6% 7.6%

Quebec 5.2% 9.3% 7.2% 5.4% 5.6% 2.3% 7.2% 8.3%

Ontario 18.7% 19.0% 20.9% 20.4% 18.2% 3.4% 19.2% 24.2%

Manitoba 33.8% 18.7% 16.8% 13.3% 24.6% 2.2% 23.5% 18.0%

Saskatchewan 14.0% 22.8% 20.3% 20.6% 19.8% 1.9% 18.9% 17.6%

Alberta 11.1% 15.2% 19.1% 20.1% 23.5% 2.6% 14.7% 14.3%

North 14.7% 5.6% 10.1% 9.3% 4.6% 3.1% 9.7% 8.0%

Headquarters 0.0% 3.0% 1.1% 0.0% 0.0% 80.7% 2.1% 0.0%

Total 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

average age for females varied from a low of 
28 years in Nunavut to a high of 39 years in 
the Yukon and Quebec Region.

 ο The NIHB eligible First Nations and Inuit client 
population is relatively young with nearly 
two-thirds (64.4%) under the age of 40. Of the 
total population, almost one-third (32.4%) are 
under the age of 20.

 ο The senior population (clients 65 years of 
age and over) has been slowly increasing as 
a proportion of the total NIHB client popula-

tion. In 2008/09, seniors represented 6.1% of 
the overall NIHB population. Most recently 
in 2017/18, seniors accounted for 8.2%. This 
demographic trend will contribute to cost 
pressures on the NIHB Program.

In 2017/18, total NIHB Program benefit expen-
ditures were $1,309.2 million. This represents 
an increase of 8.4% over NIHB expenditures of 
$1,207.5 million in 2016/17. Of the 2017/18 total, 
Pharmacy costs (including medical supplies 
and equipment) represented the largest 

proportion at $523.0 million (39.9%), followed 
by Medical Transportation costs at $459.5 
million (35.1%) and Dental costs at $249.0 
million (19.0%).  Change in total expenditures 
for Dental increased 5.6% between 2016/17 
and 2017/18.
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NIHB DENTAL EXPENDITURES AND ANNUAL PERCENTAGE CHANGE
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In 2017/18, a total of 310,247 First Nations and Inuit 
clients accessed dental benefits through the NIHB 
Program, based on claims paid through the HICPS 
system. The total expenditure for dental benefit 
claims was $249.0 million or 19.0% of total NIHB 
expenditures. The dental benefit accounts for the 
third largest Program expenditure.

Distribution of NIHB dental expenditures 
($ millions): 2017/18
NIHB Dental expenditures totalled $249.0 
million in 2017/18. Figure 5.1 illustrates the distinct 
components of dental expenditures under the 
NIHB program. Fee-for-service dental costs 
paid through the Health Information and Claims 
Processing Services (HICPS) system represented 
the largest expenditure component, accounting 
for $225.7 million or 90.6% of all NIHB Dental 
costs.

The next highest component was contribution 
agreements, which accounted for $12.3 million 
or 4.9% of total dental expenditures. Contribu-
tion allocations were used to fund the provision 
of dental benefits through agreements such as 
those with the Mohawk Council of Akwesasne in 
Ontario and the Bigstone Cree Nation in Alberta.

Expenditures for contract dentists providing 
services to clients in remote communities totalled 
$8.2 million or 3.3% of total costs.

Other costs totalled $2.8 million or 1.1% in 2017/18. 
The majority of these costs are related to bene-
fit claims processing through the HICPS system.
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Fee-for-service top 5 dental procedures ($ Millions) and percentage change

Dental procedure 2016/17 2017/18 % change from 2016/17

Composite resto-
rations $80.1 $84.3 5.3%

Scaling $20.2 $21.7 7.3%

Extractions $17.0 $17.4 2.3%

Root canal therapy $11.3 $13.4 18.4%

Intraoral radiographs $9.6 $10.1 5.9%

Source: HICPS adapted by Business Support, Audit and Negotiations Division

In 2017/18, the national NIHB dental expenditure 
per claimant (i.e. eligible clients who received 
at least one dental benefit) was $728. This 
represents an increase of 5.2% over the $692 
recorded in 2016/17.

The Northern region had the highest dental 
expenditure per claimant at $904 followed by 
the Alberta region at $903, an increase of 12.7% 
and 5.9% respectively from $802 and $853 in the 
previous year.

Utilization rates
In 2017/18, the national utilization rate for dental 
benefits paid through the HICPS system was 
36%, consistent with the previous four fiscal 
years. National NIHB dental utilization rates have 
remained stable over the past five years.

Dental utilization rates vary across the regions 
with the highest dental utilization rate found in the 
Quebec region (44%). The lowest dental utilization 
rate was in the Ontario region (32%). 

Over the two year period between 2016/17 and 
2017/18, 420,215 distinct clients received NIHB 
Dental services resulting in an overall 48% utili-
zation rate over this period.

The average age of dental claimants was 31 years, 
indicating clients tend to access dental services 
at a slightly younger age compared to pharmacy 
services (35 years of age). The average age for 
female and male claimants was 32 and 30 years 
of age respectively.

Approximately 37% of all dental claimants were 
under 20 years of age. Forty percent of male claim-
ants were in this age group compared to 34% of 
female claimants. Approximately 6% of all claimants 
were seniors (ages 65 and over) in 2017/18.

Community Water Fluoridation
The Canadian Agency for Drugs and Technolo-
gies in Health (CADTH) undertook a Heath Tech-
nology Assessment (HAS) to comprehensively 
review the multi-disciplinary evidence related to 
Community Water Fluoridation (CWF) in order to 
provide guidance to policy- and decision-makers 
in discussions and decisions about water fluori-
dation in Canada. The review sought to address 
whether CWF should be encouraged and main-
tained in Canada through an assessment of its 
effectiveness and safety, economic consider-
ations, implementation issues, environmental 
impact, and ethical considerations. Highlights 
from the evidence found in the CADTH review:

Review of Dental Caries and Other Health 
Outcomes. The review of the health outcomes 
literature found consistent evidence that water 
fluoridation at current Canadian levels was asso-
ciated with a reduction in dental caries in chil-

dren and adults. The rates of tooth loss in children 
and adults, and hospital admissions for remov-
ing decayed teeth under a general anesthetic in 
children tended to be lower in areas with water 
fluoridation. There was insufficient evidence — 
meaning few studies that showed mixed results 
— to assess the extent to which CWF may reduce 
the difference in dental caries experience across 
socioeconomic status. The review found that with 
increasing levels of fluoride in the drinking water, 
there was an increase in the prevalence of dental 
fluorosis (i.e., a side effect from fluoride that can 
cause teeth to become discoloured). However, 
dental fluorosis among Canadian children is rare. 
There was insufficient evidence — meaning few 
studies that showed mixed results — to evalu-
ate the impact of CWF cessation on children’s 
dental caries experience. CADTH examined 22 
additional, non-dental outcomes to determine 
whether CWF is associated with other health 
conditions. For hip fracture, bone cancer, rates 
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of cancer, and cancer-related death, there was 
consistent evidence that these conditions are not 
associated with CWF. For Down syndrome, IQ, 
and cognitive function, there was limited evidence 
that these outcomes are not associated with CWF 
at the current Canadian levels. For the remaining 
16 potential non-dental outcomes, which included 
death, heart attack, and other conditions, there 
was insufficient evidence — few studies and of 
poor quality, or mixed results — to determine if 
there is an association between CWF and these 
outcomes.

Budget Impact Analysis. The HTA looked at both 
the budget impact of introducing water fluorida-
tion in a Canadian municipality without an exist-
ing CWF program, and the impact of stopping 
water fluoridation in a Canadian municipality that 
currently has a CWF program. CADTH’s review 
took a societal perspective and considered costs 
from federal, provincial, and territorial budgets 
(e.g., public health insurance plans); municipal 
budgets (e.g., CWF operations, municipal public 
dental programs); and private budgets (e.g., 
private dental insurance and out-of-pocket costs 
for individuals). Infrastructure and operation costs 
related to CWF, medical costs, productivity loss 
(e.g., taking time off for dentist’s appointments), 
and travel costs were considered in the budget 
impact analysis. For a Canadian municipality that 
currently does not have a CWF program, intro-
ducing CWF was found to be less costly (with 
savings from prevented caries) compared with 
not introducing a program. Overall, the cost of 
CWF introduction was typically recovered within 
the first year of starting a fluoridation program. For 
a Canadian municipality that currently has CWF, 
stopping fluoridation was found to be more costly 
compared with continuing to fluoridate munici-
pal waters, even if the current system had to be 
renovated. Overall, net cost savings were noted 

typically within the first three years of continuing 
CWF. Municipalities were found to be responsible 
for the largest cost of introducing or continuing a 
CWF program but benefited the least given that 
they usually cover the smallest amount of dental 
care costs for their citizens. Private insurance and 
individual patients were found to gain the larg-
est financial benefit given that most dental care 
is paid for by these groups. Smaller cost savings 
were noted for provincial and territorial govern-
ments, with even smaller gains for the federal 
government.

Implementation Issues. Decisions about CWF 
programs are complex and involve many different 
stakeholders from all levels of government, public 
health, and the general public — all of whom may 
have very different opinions on water fluorida-
tion. Issues of access to municipal water and oral 
health care, as well as oral health status, should 
be considered when discussing and making deci-
sions regarding CWF.

Source: EVIDENCE HIGHLIGHTS Community Water 
Fluoridation Programs. CADTH 2019.

Definition of Oral Health
FDI’s Definition of Oral Health

Oral health is multi-faceted and includes the 
ability to speak, smile, smell, taste, touch, chew, 
swallow and convey a range of emotions through 
facial expressions with confidence and without 
pain, discomfort and disease of the craniofacial 
complex.

Further attributes of oral health

Is a fundamental component of health and physi-
cal and mental well-being. It exists along a contin-
uum influenced by the values and attitudes of 
individuals and communities.

Reflects the physiological, social and psycholog-
ical attributes that are essential to quality of life.

Is influenced by the individual’s changing expe-
riences, perceptions, expectations and ability to 
adapt to circumstances.

When drafting this position statement, the FDI 
Think Tank reviewed existing definitions of oral 
health, which for the most part relied on a biomed-
ical perspective, but failed to account for patients’ 
values, perceptions and expectations. The pres-
ent definition is an attempt to propose a univer-
sally applicable and acceptable definition of oral 
health in order to more clearly position oral health 
within health; demonstrate that oral health does 
not occur in isolation, but is an important part   of 
overall health and well-being; raise awareness  
of the different dimensions of oral health as a 
dynamic construct; and to empower patients by 
acknowledging how individual’s values, percep-
tions and expectations impact oral health. Impor-
tantly, this definition lays the foundation for the 
future development of standardized assessment 
and measurement tools.

Although different stakeholders may value the 
importance of the various elements that influence 
oral health differently, the definition is meant to be 
universally applicable in all geographical areas, 
for all populations, and by different stakeholders. 
They are meant to serve as enablers:

For individuals, who are encouraged to value their 
oral health and given an active role in evaluating 
it and assessing their needs, leading to greater 
empowerment.

For oral health practitioners, who are presented 
with a unique opportunity to work in a more 
patient focused way while joining the wider health 
community in acting on driving determinants, 
rather than solely treating existing disease; for 
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other health professionals, who are offered the 
opportunity to better understand oral health, its 
importance, and its rightful place in any and all 
health conversations, and thus, policies related 
to health.

For National Dental Associations who now have a 
globally agreed upon definition that can be used 
to set priorities according to their own need and 
priorities, and who in the future, will have access 
to an accompanying measurement toolbox for 
use to assess individuals and population needs, 
and to be used as an advocacy tool for national 
policymakers.

For FDI who can drive this initiative further by 
providing standardized instruments to collect and 
collate standardized data, which will be funda-
mental in informing policies and priorities at the 
global level and serve as a powerful advocacy 
tool.

Internationally, work is underway to develop suit-
able instruments for measuring oral health. The 
International Consortium for Health Outcomes 
Management (ICHOM) is an independent, 
not-for-profit organization dedicated to support-
ing value-based health care by facilitating the 
mmeasurement and comparison of health care 
outcomes. The ICHOM has launched a project 
aimed at developing a standard set of oral health 
outcome measures.

Education and Research
Declining oral research capacity in 
Canada
General practitioners and specialists are not 
prepared for the research role of a dental faculty 
member unless they invest in getting a PhD.

Limited research time afforded to dental faculty to 
contribute to the university’s research mission (less 
than 1% of national research funding is for oral health).

As government funding continues to fall, univer-
sities are finding it increasingly difficult to recruit 
and retain good dental teachers and researchers.

US universities luring Canadian academics with 

higher salaries, offers to repay loans and superior 
research funding.

Workforce shortfall in numbers choosing careers 
in oral health education/ research.

Traditional 4-year curriculum is stretched to the 
limit by the need to teach new treatment modali-
ties while older ones remain part of the curriculum; 
this will worsen with the innovative technological 
discoveries coming to market.

Budgetary constraints make it difficult to maintain 
infrastructure at the level needed.

Educational framework of dental 
programs undergoing major change
Delivery of primary care is moving towards an inte-
grated approach, with inter-professional educa-
tion of health care providers including dentists.

Many educational and health care facilities 
throughout North America have joined the depart-
ments of medicine and dentistry- for example 
amalgamating Faculties of Medicine, Pharmacy, 
and Nursing under a super faculty.

The Association of Canadian Faculties of Dentistry 
has developed an educational framework for the 
development of competency in dental programs 
outlining core competencies a beginning general 
dentist must successfully integrate.

Core competencies go well beyond clinical 
knowledge and skills and include patient-cen-
tered care, professionalism, communication and 
collaboration, practice and information manage-
ment, and health promotion.
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Special Needs Dentistry
In 2019, the CDA together with IPSOS undertook 
a survey to explore dentists’ awareness, familiar-
ity and preparedness relative to interacting with 
patients with special health care needs. 

Specifically, the objective of the study was to 
understand and explore challenges faced when 
communicating with patients with special health 
care needs; and, determine potential best prac-
tices in communicating with patients with special 
health care needs.

Formalized training opportunities are limited: 

 ο Formal training related to communicating and 
treating patients with special needs in dental 
school is hit and miss at best 

 ο Participants acknowledge limited oppor-
tunities for formalized training (conference 
seminars/lectures).

 ο ‘On the job/ad hoc training’ tends to be more 
commonplace.

 ο Interest in both theoretical and practical 
training to fill the knowledge gap.

 ο Some specialty training focused on special 
needs patients with specific diseases would 
be welcomed.

Most common issues associated with the treat-
ment of patients with special needs:

 ο More time required to obtain consent, explain 
procedures and collect medical history – 
whether it be with patient or caregivers.

 ο Generally speaking, more time required to 
gain patient cooperation, especially with 
young children with behavioral issues. There 
is a need to build in time contingencies even 

for straightforward procedures – real impact on 
day to day operations of the practice. 

 ο Fee structures do not necessarily take into 
consideration these added time considerations. 

 ο Hospitals are overwhelmed due to clinic referrals 
- can in some cases lead to delays in treatment.

 ο Access to specialized care a real challenge for 
those in rural communities.

 ο More training opportunities as a possible means 
of setting some of these concerns aside?

 ο Caregivers/family members are often unaware 
of the information needed in order to treat 
patients with special health care needs (medical 
history, medication). 
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DENTISTS'  TRAINING FOR MANAGING AND TREATING SPECIAL 
NEEDS PATIENTSCANADA ISPOS SURVEY 2019

No specific training 25%

3%

4%

16%

29%

54%

0% 10% 20% 30% 40% 50% 60%

Own experience/ volunteer work

All of the above

Hospital-based general practice residency

Continuing education courses

Undergraduate dental school

Source: 2019 IPSOS and CDA. Patient Understanding Research.

 ο Obtaining consent on behalf of the patient not 
always straight forward – particularly where 
follow-up consent is required.

 ο Discussions around treatment plans and 
procedures with family members and primary 
caregivers are deemed to be essential.

 ο The person who can consent to procedures 
is often not present during the visit. 

 ο Time and cost for dentists to visit long-term 
care facilities.

 ο Regular dental hygiene may not be prioritized 
by facilities.

 ο Transferring people from wheelchairs comes 
with its own set of challenges.

 ο Lack of appropriate room that includes a sink 
and a table

 ο Difficult to bring all the equipment.

 ο Increased training opportunities are welcomed 
however treating patients with special care 
needs requires a level of compassion and 
empathy that is not easily learned.

 ο Ensuring staff also understand implications 
and requirements of treating these patients 
is also a priority.  

What dentists have said about this issue:

 ο For 82% of dentists, treating patients with 
special health care needs is a part of their 
usual practice.

 ο Around a third of dentists treat special 
needs patients monthly, however for nearly 
half, the opportunity arises only a couple of 
times per year.

 ο For many, the reason they do not treat patients 
with special health care needs is because they 
have not encountered them.

 ο While three quarters of dentists will treat 
special needs patients to the best of their 
abilities, significantly fewer are confident 
they can deal with most difficulties they might 
encounter.

 ο One in five dentists indicate time constraints, 
lack of training, and patient non-compliance 
are the main challenges.

 ο A quarter of dentists indicate they have not 
received any specific training to support them 
in communicating, managing and treating 
special needs patients; others feel training 
received was not adequate.

 ο Training is a specific ask, followed by Infra-
structure, Equipment and Resources to 
support patient care.

Main Challenges 
Patient non-compliance. Lack of clear guid-
ance on how best to manage patients in clinic to 
achieve compliance.

Time constraints. Increased time required to treat 
special needs patients. Potentially resulting from 
resulting from lack of experience and lower confi-
dence among dentist.

Treatment obstacles. Difficulty in administering 
treatment.

Lack of formal training/expertise in managing 
special needs patients. Specifically focused on 
special patient populations such as children or 
those with specific medical conditions.

Patient behavioural challenges while receiving 
care in practice which may necessitate sedation 
and can be disruptive to other patients.

Psychosocial factors. Low oral health literacy, 
dental anxiety or past negative experiences
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COMMENTS
To support the production of this report, an environment scanning database was set up to store information 
generated during CDA’s day-to-day activities and because of specific environmental scanning initiatives. 
This information provides a baseline against which the impact of CDA’s actions can be evaluated. 

In addition to the need for updates (e.g., adding issues as they are identified and removing those that are 
no longer current), it is expected that because this report attempts to make predictions about the future, it 
will need to be adjusted as the assumptions presented are shown to have been either accurate or invalid.  
As a result, it will be modified in a continuous fashion and the most current version will be made available 
to relevant stakeholders on an as-needed basis.  Ongoing issues and trends identified from previous envi-
ronmental scans that are still relevant remain in the report. 

While significant efforts went into the identification of as many issues of importance as possible, there is no 
doubt that some will have been missed. To help make this report more comprehensive, we encourage all 
readers to forward their observations by e-mail to: environmentscan@cda-adc.ca.




