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Racial and ethnic disparities in the use of health ser-
vices and in health outcomes have been extensively
studied and well documented in the United States

and the United Kingdom. Studies from both countries reveal
that black, Hispanic and Asian people are less likely to access
health care and experience more barriers than people who
are not visibly members of ethnic minorities — that is, white
people.1–7 The factors underlying ethnic disparities in health

service usage are complex and could include such variables as
health insurance coverage, physicians’ attitudes toward min-
ority patients, language, poverty, transportation, education,
familiarity with the health care delivery system, and the de-
gree and kind of family support.3,6–17

The evidence from the United States and the United
Kingdom cannot automatically be generalized to Canada,
and there is a need for rigorous study of Canadian ethnic
populations and their use of health services. The first rea-
son is that much of the US and UK literature on this topic is
broadly categorized into “black” and “Hispanic” popula-
tions. The United States, the United Kingdom and Canada
have different racial and ethnic population compositions
because of historical factors. The legacy of slavery in the
United States and of colonization in the United Kingdom
have led to a higher proportion of persons identified as
black. In contrast, Canada has many Asian people in its eth-
nic make-up, because in recent years a large proportion of
immigrants to Canada have come from Asia (59%), with a
small proportion from Central and South America and the
Caribbean (11%) and Africa (8%).18 At present, the 3 largest
visible minority groups in Canada are Chinese (mainly from
Hong Kong, Taiwan and mainland China), South Asian
(from Asian India, Pakistan, Bangladesh and Sri Lanka) and
black people.

The second reason is that culture, health status and socio-
demographic characteristics even in the same racial or ethnic
population may differ between Canada and the United States
or the United Kingdom. In recent years, Canada has selected
immigrants with high education, strong technical skills and
correspondingly favourable health status, with only a rela-
tively small number of immigrants arriving as refugees; US
and UK ethnic minorities may differ in those respects. The
third reason is that the Canadian health system differs fun-
damentally from the US health system, and somewhat from
the parallel public and private systems of the United King-
dom. The Canada Health Act19 promises to facilitate reason-
able access to health services without financial or other bar-
riers. Residents should therefore have equal access,
regardless of ethnic origins. Health services usage patterns
by Canadian ethnic populations may therefore have unique
features.

In 2001, Statistics Canada conducted the Canadian
Community Health Survey (CCHS),20 which collected in-
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Background:: Although racial and ethnic disparities in health
services utilization and outcomes have been extensively
studied in several countries, this issue has received little
attention in Canada. We therefore analyzed data from the
2001 Canadian Community Health Survey to compare the
use of health services by members of visible minority groups
and nonmembers (white people) in Canada.

Methods:: Logistic regression was used to compare physician
contacts and hospital admissions during the 12 months be-
fore the survey and recent cancer screening tests. Explanatory
variables recorded from the survey included visible minority
status, sociodemographic factors and health measures.

Results:: Respondents included 7057 members of visible
minorities and 114 255 white people for analysis. After ad-
justments for sociodemographic and health characteristics,
we found that minority members were more likely than white
people to have had contact with a general practitioner (ad-
justed odds ratio [OR] 1.28, 95% confidence interval [CI]
1.14–1.42), but not specialist physicians (OR 1.01, 95% CI
0.93–1.10). Members of visible minorities were less likely to
have been admitted to hospital (OR 0.83, 95% CI 0.70–
0.98), tested for prostate-specific antigen (OR 0.64, 95% CI
0.52–0.79), administered a mammogram (OR 0.68, 95% CI
0.59–0.80) or given a Pap test (OR 0.47, 95% CI 0.39–0.56).

Interpretation:: Use of health services in Canada varies con-
siderably by ethnicity according to type of service. Although
there is no evidence that members of visible minorities use
general physician and specialist services less often than
white people, their utilization of hospital and cancer screen-
ing services is significantly less.
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formation on ethnicity as well as health service utilization
from a large sample of Canadians. This study analyzed the
national data to assess use of health services by white and
visible-minority populations residing in Canada. The find-
ings provide evidence of the degree to which Canada’s
publicly funded, universal health care system provides
equal access to all.

Methods

Cycle 1.1 of the CCHS targeted household residents aged 12
years or older in all Canadian provinces and territories. A
complex multiple-stage sampling method was used to locate
households in 136 health regions across Canada. One respon-
dent per household was randomly selected for telephone in-
terview in any of several languages.20 Aboriginal people were
excluded from our analysis because the CCHS did not survey
people on Indian reserves. White people and members of visi-
ble minority groups were included, whether they were immi-
grants or born in Canada.

The dependent variables included measures of health ser-
vice utilization: visits to or telephone contact with general
practitioners and specialist physicians; hospital admissions
during the 12 months before the survey; and receipt of a Pap
test, mammogram or prostate-specific antigen (PSA) test at
least once. Both Pap testing and mammography are screen-
ing tests universally recommended by several authoritative
agencies, such as the Canadian Cancer Society; there is less
universal endorsement in authoritative guideline statements
of PSA testing, but there is nevertheless evidence of reason-
ably widespread use.

Contact with physicians was obtained by asking “In the
past 12 months, how many times have you seen or talked on
the telephone about your physical, emotional or mental
health with ...” any of a provided list of health care profes-
sionals, including “a family doctor or general practitioner; 
an eye specialist (such as an ophthalmologist or optometrist);
and any other medical doctor (such as a surgeon, allergist or
orthopedist, gynecologist or psychiatrist).” For this study, we
combined the eye and other specialist categories into “spe-
cialist physicians.” Although the number of contacts in each
category was recorded, we dichotomized responses into
“zero” or “any.”

For hospital admissions, the question was: “In the past
12 months, have you been a patient overnight in a hospital,
nursing home or convalescent home?” Use of cancer
screening tests was collected by asking women aged 18
years or older “Have you ever had a Pap smear test?,”
women aged 35 years or more “Have you ever had a mam-
mogram?” and men aged 40 years or older “Have you ever
had a prostate-specific antigen test for prostate cancer, that
is, a PSA blood test?”

Ethnicity, the independent variable, was obtained by ask-
ing, “People living in Canada come from many different cul-
tural and racial backgrounds. Are you ...” white, Chinese,
South Asian (including East Indian, Pakistani or Sri Lankan),
black, Latin American, Southeast Asian (Cambodian, Indone-
sian, Laotian or Vietnamese), West Asian (Afghani or Iran-

ian), Japanese, Korean, Filipino, Arab, one of the Aboriginal
peoples of North America or “other.” Because of small num-
bers in some groups, we combined data from Filipino re-
spondents with data from Southeast Asian respondents, Arab
with West Asian, and Japanese with Korean. Combinations
were based on similarities in culture and geography. We de-
fined “white people” as those who described themselves as
being white. Data from 239 people (0.20% of respondents)
who described themselves as white and also as having an-
other ethnicity were grouped with white participants who ac-
knowledged no other ethnicity.

Other independent variables included age, sex, marital sta-
tus, highest level of education attained, total household annu-
al income, number of years in Canada, ability to speak English
or French, self-reported general health status and number of
chronic health conditions present out of a list of 28 conditions
(e.g., food allergies, asthma, arthritis, migraine headache,
chronic bronchitis, congestive heart failure, cancer, and stom-
ach or intestinal ulcers).

In our statistical analysis, variables were described with
proportions and means across ethnic groups. The sampling
weights endorsed by Statistics Canada were used to calculate
estimates. To test for differences between white people and
members of minorities as a group, we employed χ2 and t test
statistics. Stratified analyses were conducted for the poten-
tially important variables of sex, age, income, speaking Eng-
lish or French, and duration of residence in Canada, to deter-
mine whether the association between ethnicity and health
services utilization varied across strata (effect modification).
Logistic regression models were developed to test the associ-
ation between ethnicity and use of health services before and
after adjustment for potential confounding. Because the
CCHS used a complex sampling design, we calculated the
95% confidence intervals (CIs) of odds ratios (ORs) with the
bootstrap macros provided by Statistics Canada to account for
design effect.20

Results

Of 131 535 respondents, we excluded data from 3665 native
Aboriginal people (2.8%), 1027 responses that lacked ethnici-
ty data (0.8%) and 5531 records (4.2%) with data missing on
other variables. The resulting data set included 7057 people
who were members of visible minorities (2111 Chinese, 585
Japanese/Korean, 1447 South Asian, 973 Filipino/Southeast
Asian, 506 Arab/West Asian, 1016 black and 419 Latin Ameri-
can people) and 114 255 white people. To adjust for multiple
stratified sample design effect, we weighted numbers of re-
spondents using the sample weights provided by Statistics
Canada to obtain estimates representative of the ethnicity of
the Canadian population. The weighted sample sizes for the 7
grouped ethnicities are those shown in Appendix 1 and Ap-
pendix 2, available online (www.cmaj.ca/cgi/content/full/174
/6/787/DC1).

Compared with white people, minority members as a
group were significantly younger and more likely to be mar-
ried, to have achieved secondary or postsecondary education
(74% v. 71%) and to have a family income below $30 000.
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Only 19% of members of visible minorities were born in
Canada; however, 51% of that group had lived in Canada for
10 years or longer. Most minority members (87%) spoke Eng-
lish or French. Fewer members of visible minorities perceived
their health as fair or poor than did white people (10% v.
12%), or reported having 3 or more chronic diseases. Most of
these patterns were repeated within the minority subgroups,
with one notable exception: half of those in the Japanese/Kor-
ean group were born in Canada.

Appendix 2 shows the use of health services broken down
by ethnicity. The proportion of members of visible minorities
who had at least one contact with a general practitioner was
as high as that of white people. Among visible minorities,
Japanese/Korean people used a general practitioner the least
and South Asian people, the most (range 70%–84%). Mem-
bers of visible minorities were less likely than white people to
have been in contact with specialist physicians or admitted to
hospital. The hospital admission rate was even lower among
Chinese and Japanese/Korean people (about 4%), and highest
among Arab/West Asian people (> 9%). Members of visible
minorities were less likely than white people to have had a
PSA test, mammogram or Pap test.

The disparities between minorities and white people with
respect to having contact with a general practitioner or spe-
cialist physician, having been admitted to hospital and under-
going cancer screening tests among members of visible min-
orities were consistent across subgroups by age, sex, income,
language and length of residence in Canada (see Appendix 3
and Appendix 4, available online at www.cmaj.ca/cgi/content
/full/174/6/787/DC1).

Table 1 reveals that, after adjustment for sociodemographic
characteristics and health status, members of visible minor-
ities were more likely than white people to have had contact
with a general practitioner, equally as likely to have had con-
tact with a specialist physician, and less likely to have been ad-
mitted to hospital. They were also less likely to have received
any of the 3 cancer screening tests investigated.

Interpretation

Use of health services in Canada by ethnicity varies consider-
ably according to the type of service. Overall, members of visi-
ble minorities’ use of the services of specialist physicians was
the same as, and of general practitioners even greater than,
that by white people — although members of certain visible
minorities tended to visit physicians less frequently. The rate
of hospital admissions was lower and that of cancer screen-
ing tests, markedly lower among members of visible minor-
ities than among white people. These findings suggest that
Canadian ethnic residents appear to have equal utilization of
physicians but differ in the level of use of hospital and cancer
screening services.

Use of health services can be influenced by a combina-
tion of system, provider and patient variables.21 In this
study, one major system variable, insurance coverage, was
irrelevant because Canada has a universal, publicly financed
system.

We were able to adjust for several sociodemographic and

health status characteristics that could explain disparities in
rates of use. After these adjustments, we found that contact
with general practitioners was higher among members of
minorities than among white people. This suggests that des-
pite known barriers such as language and cultural attitudes
toward Western medicine,22,23 minority members are able to
make use of primary care providers at least as well as white
people.

A visit to a family physician is most often initiated by the
patient; seeing a specialist, however, usually requires a refer-
ral from the family physician. If there were biases against
minorities, we would expect to have seen a lower rate of visits
to specialists. After adjusting for patient characteristics, we
found no difference in the proportion of minorities and white
people who saw a specialist physician.

Minorities were less likely than white people to be admit-
ted to hospital. The lower admission rate might have been be-
cause of better health in the minority groups (i.e., our ability
to adjust for severity of disease and urgency of treatment re-
quired may have been insufficient) or cultural differences in
attitudes toward hospital admission. In our study, 81% of
members of visible minorities were immigrants. New immi-
grants tend to be healthy, but their health status declines as
their length of residence in Canada increases.24–30 We found
that members of visible minorities who reported a longer
duration in Canada also reported using health services more
frequently. However, among people born in Canada, health
service use was slightly less frequent among members of visi-
ble minorities than among white people. This finding sug-
gests that the disparity in utilization is not completely ex-
plained by acculturation alone.

This study has limitations. First, the CCHS survey collec-
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Table 1: Odds ratios for the utilization of health services by
members of visible minorities compared with white people

Odds ratios (95% CI)
Health service
(sex and age, yr) Unadjusted  Adjusted*

General practitioner 1.00 (0.96–1.04) 1.28 (1.14–1.42)

Specialist physician 0.77 (0.75–0.80) 1.01 (0.93–1.10)

Hospital admission 0.65 (0.60–0.70) 0.83 (0.70–0.98)

PSA blood test (men ≥ 40) 0.54 (0.50–0.59) 0.64 (0.52–0.79)

Mammogram (women ≥ 35) 0.61 (0.57–0.65) 0.68 (0.59–0.80)

Pap smear (women ≥ 18) 0.31 (0.29–0.33) 0.47 (0.39–0.56)

Note: CI = confidence interval, PSA = prostate-specific antigen.
*Adjusted for sex, age (< 65 yr or ≥ 65 yr), marital status (married or common-
law; single: others, including widowed, separated and divorced), highest level
of education (less than secondary, secondary, postsecondary), annual income
(< $30 000, $30 000–$49 999, $50 000–$79 999, ≥ $80 000, datum missing),
immigrant status and length of stay in Canada (born in Canada, < 10 yr or
≥ 10 yr since immigration), speaking English or French (yes or no), self-
perceived health (excellent, very good, good, fair, poor) and number of
chronic diseases (0, 1, 2 or ≥ 3). Immigrant status and length of residence in
Canada are proxies of acculturation. After categorizing the study population
based on immigration status (born in Canada: yes or no), we then grouped those
not born in Canada into 2 subgroups (< 10 yr or ≥ 10 yr since immigration);
1 variable therefore has 3 categories (born in Canada and < 10 yr or ≥ 10 yr
since immigration). In our actual modelling, we specified this 3-level variable
by entering 2 yes-or-no dummy variables (immigration < 10 yr ago and ≥ 10 yr
ago) into our model; being born in Canada (or not) was the baseline variable.



ted self-reported use of health services, so its results are sub-
ject to recall bias. There is some evidence that respondents
tend to overestimate their use of health services; however,
this might not vary by ethnicity.31,32 The reported rates of use
may therefore be higher than actual usage. Second, although
the CCHS collected data with use of several languages, people
with a language barrier were nevertheless less likely to be sur-
veyed. This selection bias might lead to overestimates of the
level of health service use among members of visible minori-
ties, since language barriers can themselves lead to lower use
of services. Third, nearly all members of visible minorities (in
our sample, 98.3%) lived in large cities.18 In our risk adjust-
ment, we could not control for geographic location and so
would tend to overestimate the odds of use by visible minor-
ities compared with those by white people.

In conclusion, there was no evidence of disparities in
rates of contact with physicians, both general practitioners
and specialists, between members of visible minorities and
white people, but minority members used hospitals less fre-
quently than white people did. The lower rates of hospital
admission may be because members of minorities, particu-
larly recent immigrants, are healthier, though there may be
unrecognized barriers to hospital utilization. As found in
other studies,10,15,33–40 members of visible minorities under-
went cancer screening tests less often than white people did.
This may relate to differences in referral patterns or beliefs
about cancer screening across ethnicities. Our preliminary
analysis of individual ethnicity subgroups, meanwhile,
showed that certain subgroups (e.g., people of Japanese and
Korean extraction) used general practitioners and specialists
less frequently than white people did. Further studies are
needed to explore the factors underlying such differences
across ethnicities and if it is associated with altered health
outcomes.
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Editor's take

• Racial and ethnic disparities in health and use of health serv-
ices have been reported in the United States and the United
Kingdom. Given the different ethnic composition of the
Canadian population and our universal health care system,
do similar differences in the use of health and cancer screen-
ing services exist in Canada?

• In this study there was no difference in the use of general
physician and specialist services between white people and
members of visible minorities, but the latter group had less
use of hospital and cancer screening services.

Implications for practice: Access to physician services is similar
by ethnic groups in Canada. The reasons for the differences in
use of hospital and cancer screening services and whether they
affect health outcomes by ethnicity need to be further explored.
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