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I

n a linked population-based study,1 Nakhla and colleagues
show that among Quebec youth with new-onset diabetes,
having no primary care visits in two years is associated with a
more than 30% higher likelihood of presenting to medical services with potentially life-threatening diabetic ketoacidosis.This
study serves to highlight the importance of focusing on interventions that are aimed explicitly at ensuring equitable access to
high-quality primary care. S trong primary health care systems
have been associated with increased equity in important popu
lation health outcomes across many jurisdictions.2 Although
the findings of ecologic studies likely also reflect the importance
of other societal influences, such as economic and policy
approaches that support investments in primary care, primary
care reforms that fail to address existing disparities in access to
care are unlikely to achieve equitable outcomes.
Some of the linked study’s descriptive findings warrant attention. More than 40% of the cohort of 3014 children and youth had
no visits to a “usual care provider” in the two years preceding
their diabetes diagnosis. The Canadian Paediatric Society and
the College of Family Physicians of Canada recommend annual
primary care visits for preschool children and at least biennial
ones for school-aged children. Not using primary care is not
equivalent to having no access to care, and additional data (e.g.,
from surveys) would be required to establish rates of access.
However, barriers to care can be inferred from the findings of
additional analyses. Although the study’s main analysis used a
definition of usual provider of care as any pediatrician or family
physician who was consulted in the two years to seven days
before the diabetes diagnosis (to exclude the period when many
of the cohort would have been showing symptoms related to diabetes onset), a sensitivity analysis that included providers seen
up to one day before diagnosis showed similar estimates. The
findings may also relate to parental beliefs or knowledge with
respect to recognition of health problems and health care–
seeking behaviour. Yet, a similar association between lack of primary care contact and diabetic ketoacidosis at diabetes presentation in children has been shown in other settings.3
Although 93% of Canadians report having a regular doctor or
place of care, in a recent international comparison, 4 Canada
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Access to timely primary care can mediate important child
health outcomes.
Across health systems, despite universal health care insurance,
children experience inequities in both access to timely primary
care and health outcomes related to family socioeconomic status.
Without an explicit focus on health equity, current reform
efforts in primary care across Canadian provinces may do
nothing to address and even worsen these disparities.

ranked last and second-last of 11 Organisation of Economic Cooperation and Development countries on measures of access to
same- or next-day primary care appointments and after-hours
care. Quebec is below the national average for both metrics.4
Whether or not important socioeconomic disparities drive these
access measures is not well understood. In the linked study,
although children from lower income neighbourhoods were
independently more likely to have diabetic ketoacidosis on presentation, no baseline characteristics linking socioeconomic with
primary care status were provided.1 However, other studies conducted in Beveridge-style universal insurance health care systems
have suggested that there are important socioeconomic dispar
ities associated with access to timely primary care.5–9 Canadian
studies using health administrative data and primarily censusbased measures of socioeconomic status have shown that children from more deprived neighbourhoods or vulnerable families
are less likely to be fully immunized5 or attend routine developmental surveillance visits.6 They are also more likely to use emergency departments for nonemergency conditions or to be admitted to hospital for conditions considered to be “ambulatory care
sensitive”7,8 — that is, conditions for which timely care could prevent the need for admission to hospital. The strongest evidence on
the relation of self-reported access to care and deprivation comes
from a recent British study that used an annual national household survey on multiple dimensions of access.9 In this study population involving over 9 million children, 56.8% of families of children in the most deprived neighbourhoods compared with 7.7% of
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study serves as an example of one of many important child health
outcomes that are both sensitive to access to timely care and
independently related to socioeconomic status. Achieving equity
in access and, ultimately, in health outcomes will require an
explicit focus — both in the specific policies and programs that
are implemented and in ongoing performance measurement.
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those in the least deprived ones, reported having difficulties in
seeing or speaking with their general practitioner or nurse. The
mechanisms by which aspects of socioeconomic status (e.g., education, income) influence care-seeking and subsequent outcomes
cannot be explored in observational studies. However, they provide a stark reminder that the mediating effect of access to health
care on children’s health outcomes remains inequitable, despite a
context of universal health care insurance.
How should health systems address these inequities? The limited evidence on policies and programs aimed at general
improvement of access to primary care or other measures of the
quality of primary health care suggests that they will not achieve
goals of equity and may worsen disparities. An investigation of
changes in early primary care follow-up of newborns after implementation of professional guidelines to improve detection of
hyperbilirubinemia in Ontario showed that gains in timely followup were seen predominantly in the highest-income families such
that the pre-existing disparities actually increased.10 Similar findings from an observational study evaluating the effect of a payfor-performance primary care program to incentivize childhood
immunizations in Manitoba showed modest improvements on
immunization coverage overall but did not change socioeconomic differences that were noted at baseline.11 An important
analysis of the populations not enrolled in primary care reform
models in Ontario that, among other things, seek to improve
multiple dimensions of access to care, found those who were the
most socially vulnerable (low-income and newcomer populations) were less likely to be enrolled and had worse measures of
quality of care.12 More direct evidence on the importance of
equity-focused policy is reflected in a recent comparative study
that compared amendable mortality rates in adults in Ontario
and England, and found a significant improvement of 10% in the
relative gap in mortality by income in England compared with
Ontario.13 At the time of the study, England had an explicit primary care policy focus that targeted health inequality reduction,13 whereas primary care reform in Ontario focused on payment and organizational reform aimed at improving overall
access (in addition to increasing screening and other specific services) for the population as a whole.
Primary care reform continues to be an important policy focus
across a number of Canadian provinces. Nakhla and colleagues’

