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Abstract
Many rural communities across Canada are facing challenges to the sustainability of core 
emergency and acute care health services, primarily due to problems with medical and nurs-
ing staffing. Data related to service efficacy and effectiveness are not well organized. Most 
of Canada still relies on reporting by large geopolitical areas (local health areas) that do 
not always relate natural catchment population outcomes to community hospital services. 
Re-organizing rural health services’ outcome reporting by the characteristics of geographically 
defined catchment populations would facilitate better planning, systemic quality improvement 
and stronger continuing professional development for health professionals. It may also serve to 
inform the transformation of core health services in larger communities.

DISCUSSION AND DEBATE
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Résumé
Plusieurs communautés rurales au Canada font face à des défis en termes de durabilité des 
services essentiels de santé d’urgence et des soins de courte durée, principalement en raison 
de problèmes de personnel médical et infirmer. Les données sur l’efficacité et l’efficience des 
services ne sont pas bien organisées. Dans la majeure partie du Canada, le traitement des don-
nées est encore lié à de grandes régions géopolitiques (circonscriptions sanitaires), ce qui ne 
permet pas toujours d’associer les résultats d’un bassin naturel de population aux services hos-
pitaliers communautaires. En réorganisant la production de résultats dans les services de santé 
ruraux selon les caractéristiques des bassins de population définis géographiquement, il serait 
plus facile de procéder à la planification, à l’amélioration de la qualité du système et à un meil-
leur perfectionnement professionnel continu pour le personnel. Cela pourrait aussi permettre 
d’éclairer la réorganisation des services de santé essentiels dans les plus grandes communautés. 

T

There has been a steady erosion of rural health services over the past 
15 years in Canada and internationally (Allen et al. 2004; Hutten-Czapski 2009, 
1999; Mungall 2005; Rourke 1998). Maternity care units have closed; emergency 

departments have pulled back to limited hours; family doctors have abandoned their practices 
and left their communities, leaving rural residents with limited access to basic health ser-
vices (Halseth and Ryser 2006; Hays et al. 1997). In British Columbia, a special designation 
has been created for such situations. They are called “communities in crisis,” a term used to 
describe rural services that no longer have adequate resources to staff the core emergency and 
ambulatory health services in their communities. As many as 10% of small rural communities 
in British Columbia have been tagged with this designation at any given time over the past five 
years (E. Rivera, Rural GP, Locum officer, personal communication, March 5, 2012). 

In response, incentives have been developed to try and bolster rural community services, 
including generous locum stipends with attendant coverage of expenses and special perks for 
the physician (BC Ministry of Health Services 2004). Recruitment initiatives to attract new 
physicians to the community have also been developed and have included generous start-up 
bonuses. These incentives, however, have not addressed the root causes of the problems, lead-
ing to the need for increasing “band-aid” solutions to keep rural services running. The health-
care system’s capacity to meet the needs of smaller rural communities is in trouble, and the 
collapse of some small communities’ services may be a harbinger of problems in larger com-
munities. 

Part of the challenge in addressing core issues is that the data that drive our planning are 
focused on process-of-care measures such as staffing, recruitment, diversion and wait times 
(utilization rather than outcomes), and the political drivers are responding to the biggest fires 
at any given time in whatever way is possible to limit the collateral damage. The problems, 
however, are systemic, and the solutions need to be embedded in how we organize services at 
a foundational level. The solutions must be organizational. Currently, however, it is difficult to 
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measure and respond to rural population outcomes as they relate to the specifics of individual 
community services (e.g., prevention of diabetic complications). We are blinding ourselves to 
seeing what works and what doesn’t. 

There are three reasons for this situation. First, in British Columbia the conventional 
approach to using historically defined local health areas (originally based on school district 
boundaries) as the unit of outcomes reporting and analysis is inadequate for the purposes of 
linking the health of a catchment population to the activities of the geographically defined 
points of service. Second, the timing of reporting is delayed such that planners and provid-
ers are always responding to data that may be as much as two years old. The health services 
picture will always be faded with this delay. Third, the integration of appropriately organized 
data into the planning and practice process within a quality improvement framework has not 
been adequately developed.

Other investigators and planners have proposed alternative approaches to data manage-
ment to enhance health services planning. Pong and Pitblado (2001) have criticized the use 
of local health areas, arguing that using geopolitical units did not optimize the usefulness 
of health outcome reporting because outcomes are difficult to link with specific facilities. In 
response, Schuurman and colleagues (2006) have argued for the creation of population catch-
ments surrounding rural hospitals. 

There is also a rich literature on how to measure geographic accessibility to health services 
and the strengths and weaknesses of various methodological approaches to measuring travel 
time and distance (Connor et al. 1994; Guagliardo 2004; Haynes et al. 2006; Lin et al. 2002; 
Pong and Pitblado 2002). Further work has been done related to planning the placement 
of new health services based on geographically linking need for services with existing access 
points (Daskin and Dean 2005; Harper et al. 2005; Langford and Higgs 2006). Complicating 
the analysis of linking need to access and outcomes, however, are the challenges posed by 
dense urban population concentration and the attendant challenges of multiple points of rea-
sonable access to services. This makes geographical definition difficult for catchment popula-
tions dependent on a specific service for comprehensive basic healthcare. Urban centres are 
further complicated by the fragmentation of care between generalist and specialist providers. 
Without the link between service points and service provision, defining a framework for ser-
vice accountability to a specific population is difficult.

Across Canada, some jurisdictions are attempting innovations in data management 
to address the historical limitations affecting health services evaluation and planning, and 
the urban influence dominates most such initiatives. The Canadian Institute for Health 
Information tracks hospital performance across Canada. It has established portals that are 
designed to provide enriched access to facility-identifiable data on the delivery of services by 
Canada’s hospitals. These data can be used to underpin quality management strategies over 
time and across institutions (CIHI 2012). 

In Manitoba, the Need to Know team approach stratifies data across 11 regional health 
authorities and sub-areas within each (Need to Know 2012). Health indicator definition and 
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monitoring occur across the regions and areas, and support comparison of outcomes. Clinical 
process indicators are also supported for physicians through the Physician Integrated Network 
(Government of Manitoba 2012). These electronic medical record indicators are linked to the 
allocation of performance incentive funding. 

In Newfoundland, some hospital and health data reporting is organized across several 
provincial small-area maps which include school districts, health authorities and rural secre-
tariat regions (Government of Newfoundland and Labrador 2012). While all these strategies 
seek to use data more effectively to support performance monitoring and quality improve-
ment, they fall short of the potential provided by tracking outcomes at the service catchment 
level and using population data rather than facility utilization data. 

FIGURE 1. Overlay of 1-hour surface travel-time catchments on the Prince George Local Health 
Area, demonstrating how data from the smaller communities of Mackenzie and McBride would be 
obscured by the larger referral centre of Prince George
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Studying the effectiveness of health services through a rural lens provides insight not 
only into how we can plan effective and efficient services for small rural populations, but also 
into how we might structure healthcare services for larger communities. To close the loop 
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between service provision and outcomes in rural communities, we need to define geographi-
cally the population catchment areas surrounding each rural hospital service (see Figure 1 
for an example from northern British Columbia). This approach would allow us to measure 
the effectiveness of the local services by the population’s outcomes regardless of where access 
takes place. Moreover, the proportion of the population with index conditions seen and dealt 
with locally becomes part of the outcome framework and a measure of the effectiveness of the 
service – and the system. If population catchment need-for-services is systematically quanti-
fied based on demographic and socio-economic characteristics and communities are stratified 
by this measure, a quality-of-care framework can be created for research, innovation, learning 
and improvement. With this approach, we move from a system that is focused on putting out 
political fires and imposing ad hoc solutions on process problems to a system that creates a 
level playing field and identifies and learns from success. Data on outcomes become the driver 
for the system rather than a by-product. Furthermore, we can layer more specialized service 
catchments on top of the core community service organization, which can provide another 
layer of data monitoring and quality improvement.  

As an example of the potential of this conceptual approach, the Centre for Rural Health 
Research in Vancouver, British Columbia has worked extensively on rural maternity services 
over the past seven years. Its Rural Birth Index is a composite score measuring the level of 
need for local intrapartum maternity services (CRHR n.d.). The score is then parameterized 
against an optimal level of service that should be sustainable (Grzybowski et al. 2009). Service 
strata based on index strata can be created and population outcomes compared temporally at 
the hospital catchment level or across the service strata level (Grzybowski et al. 2011). Next 
steps include building a quality-of-care framework for rural maternity care providers and 
hospitals and creating confidential reports for each facility. These reports provide feedback 
on performance for the catchment population and benchmark against the performance for 
the service strata (cross-provincial communities of like service levels), ideally using a process 
control method to flag variances. At the provincial management level, service catchments 
that consistently demonstrate strong performance could provide leadership in the diffusion 
of innovative and successful practice models. At the local level, communities that experience 
less-than-hoped-for results could target continuing medical education/continuing professional 
development opportunities to address potential knowledge areas related to outcomes of con-
cern. The Rural Coordination Centre of BC and the MOREOB (Managing Obstetrical Risk 
Efficiently) Program both encourage and support providing on-site interprofessional courses in 
key clinical content areas, and this would be a logical approach from which to build local skills 
(RCC BC 2012 and MOREOB 2001). 

Rural communities need an integrated and coordinated approach to managing the data 
we are already collecting, with the objectives of providing better care for the population and 
better support for the providers. The recent interest in understanding the potential for inno-
vative primary care models to transform the healthcare system may be the attractor that will 
drive this work forward. Perhaps there is light at the end of the tunnel.

Stefan Grzybowski and Jude Kornelsen
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NOTE 

1.	� While the focus of this commentary is on core services available in a rural community, 
similar modelling can be undertaken for access to more specialized services for larger pop-
ulation catchments. It is important to recognize that there is always a trade-off between 
travel time and access to specialist expertise for residents of rural communities.
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