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Key messages for citizens
• The health system’s infrastructure includes both the places where care is 

delivered (e.g., hospitals) and the supports for that care (e.g., electronic 
health records and platforms for data analysis, evidence synthesis, and 
guideline development).

• Some of this infrastructure is planned for and financially supported 
by government (e.g., Community Care Access Centres, private not-
for-profit hospitals, and local public health agencies) whereas other 
parts are not, or are indirectly supported with government funds (e.g., 
community support service agencies, most primary-care practices, and 
Independent Health Facilities).

• Technology is used to support the delivery of care through a teletri-
age system called Telehealth Ontario (to assess a health problem and 
provide advice, but not diagnose or prescribe treatment) and through 
telemedicine (videoconferencing to provide clinical care at a distance 
through the Ontario Telemedicine Network), as well as through an in-
creasing number of patient portals that provide patients with access to 
their personal health information.

• Charitable donations support some infrastructure (e.g., hospitals or 
technology), but often not its ongoing operating costs.

Key messages for health professionals
• Most health professionals work in one of three types of settings outside 

a citizen’s home – 1) offices, clinics, pharmacies and laboratories in the 
community; 2) hospitals; and 3) long-term care homes – most of which 
are located in independently owned or leased space.

• Facilities such as hospitals and long-term care homes, and the profes-
sionals who provide care within them, are typically operating with very 
little reserve capacity.

• Ontario has the third highest percentage of physicians who are us-
ing electronic medical records in Canada (83% compared to 87% in  
Alberta and 85% in British Columbia), but 72% of the physicians in 
Ontario who are not yet using electronic medical records report that 
they do not intend to do so in the next two years.
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Key messages for policymakers
• Many services traditionally provided in capital-intensive hospitals are 

now being provided in community-based speciality clinics (e.g., low-
risk diagnostic and therapeutic procedures in Independent Health  
Facilities).

• Ontario is among a relatively small number of jurisdictions globally 
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ment to support improvements to the care provided to Ontarians.

Most of the chapter is dedicated to highlighting the key features of, and 
observations about, the health system’s infrastructure, with less detail 
provided about capacity planning and capital spending given the lim-
ited amount of information available about these activities. In describing 
the available infrastructure, we include both data about the amount of 
infrastructure (e.g., number of hospitals) and data about how much the 
infrastructure is used (e.g., number of emergency department visits). 
Details about the governance and financial arrangements within which 
infrastructure is used, and about the health workforce that uses it (i.e., the 
other three building blocks of the health system) are covered in Chapters 
2, 3 and 5. Additional details about infrastructure use are also addressed for 
each sector (Chapter 6), for select conditions (Chapter 7) and treatments 
(Chapter 8), and for Indigenous peoples (Chapter 9).

Infrastructure – Places where care is provided
In Table 4.1 we give an overview of where care is provided in Ontario by  
sector, and a brief description of each sector below. We focus on care 
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CCACs has increased 18% from 2010-11 to 2014-15, with the majority 
of clients being 65 years of age or older.(1) Moreover, Table 4.2 points 
to the wide range of services provided, including nursing, rehabilitation 
and personal support and homemaking services, all of which have seen 
total service provision increase over the same time frame. The increases in 
rehabilitation services are exclusively driven by large increases in physio- 
therapy visits. However, as we describe in Chapter 10, the Patients First 
Act, 2016 amended 20 existing acts. Key changes will include an expansion 
of the role of the LHINs for planning and integrating home and commu-
nity care and primary care, with CCAC functions being absorbed into the 
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professionals (e.g., social workers and dietitians), with some working 
in the same location (e.g., for smaller teams) and others working across 
multiple locations (e.g., for larger teams that serve a city or region);

• 
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City 
(corporation name where 

different from name  
of main hospital site)1

Number 
of 

sites1
Name of sites2

Hospital group1

General/
teaching 

(group A)

Cancer 
care 

(group D)

General  
>100 beds 
(group B)

Barrie 1 Royal Victoria Regional 
Health Centre

Belleville (Quinte  
Healthcare  
Corporation)

4 Bancroft North Hastings 
Hospital; Belleville General  
Hospital; Prince Edward 
County Memorial  
Hospital; Trenton  
Memorial Hospital

Brampton (William 
Osler Health System)

2 Brampton Civic Hospital;  
Etobicoke General Hospital 

Brantford (Brant  
Community  
Healthcare)

2 Brantford General  
Hospital; The Willet 
Hospital

Brockville 2 Brockville General  
Hospital; Brockville 
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Orangeville 3 Headwater Health Care 
Centre; Orangeville 
Dufferin Area Hospital; 
Shelburne District Hospital

Orillia 1 Orillia Soldiers’ Memorial 
Hospital

Oshawa (Lakeridge 
Health)

3 Lakeridge Health Oshawa; 
Lakeridge Health Port 
Perry; Lakeridge Health 
Whitby

Ottawa 1 Children’s Hospital of 
Eastern Ontario

Ottawa 1 Hôpital Montfort

Ottawa (The Ottawa 
Hospital)

4 Ottawa Civic Hospital; 
Ottawa General Hospital; 
Ottawa Riverside Hospital; 
The Ottawa Hospital  
Rehabilitation Centre

Ottawa 1 Queensway-Carleton 
Hospital

Owen Sound (Grey 
Bruce Health Services)

5 Lion’s Head Hospital; 
Markdale Hospital; Owen 
Sound Hospital;  
Southamptom Hospital; 
Wiarton Hospital

Pembroke 1 Pembroke Regional 
Hospital

Peterborough 1 Peterborough Regional 
Health Centre

Richmond Hill 
(Mackenzie Health)

1 Mackenzie Richmond Hill 
Hospital

Sarnia (Bluewater 
Health)

2 Bluewater Health Hospital; 
Petrolia Charlotte Eleanor 
Englehart Hospital

Sault Ste. Marie (Sault 
Area Hospital)

3 Sault Area General  
Hospital; Sault Area Hos-
pital - Richards Landing; 
Sault Area Hospital - 
Thessalon

City 
(corporation name where 

different from name  
of main hospital site)1

Number 
of 

sites1
Name of sites2

Hospital group1

General/
teaching 

(group A)

Cancer 
care 

(group D)

General  
>100 beds 
(group B)

Continued on next page
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Simcoe 1 Norfolk General Hospital
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While all types of visits have increased between 2000-01 and 2013-14, day/
night care visits (e.g., for surgeries that now only require a day visit instead 
of inpatient admission) have increased the most overall (87%) (Table 4.4). 
The most striking increases are for psychiatric care, whether that care was 
provided through ambulatory-care service visits (780%), day/night care 
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Condition-specific facilities
Ontario also has facilities designed specifically for people with cancer and 
mental illness or addiction (see Chapter 7 for more details). For cancer, 
there are 14 regional cancer centres (hosted within a hospital in each of 
the 14 LHINs), which are overseen and funded by Cancer Care Ont- 
ario.(22) The centres are responsible for responding to local cancer issues, as  
well as coordinating cancer care across local and regional healthcare provid-
ers.(23) For people living with mental illness or addiction, in addition to 
the hospitals in the province that are equipped to provide varying levels of 
care for such challenges, there are also four ‘psychiatric hospitals’ with eight 
sites in the province that provide specialty mental health and addictions 
care.(24)

Other facilities providing specialty care
There are 934 Independent Health Facilities, and they are independently 
owned and operated, with almost all (98%) of them being for-profit 
corporations. These facilities can take several forms including being part 

Source: 118

Notes:
1 Standardized based on the 2014-15 National Ambulatory Care Reporting System emergency department population. Also, the 
Canadian Institute for Health Information report, from which these data are drawn, indicates that the data are representative of only 
the facilities that submitted to the National Ambulatory Care Reporting System in 2014-2015, as not all facilities in these jurisdictions 
are captured in the National Ambulatory Care Reporting System database. Given this, the Canadian Institute for Health Information 
report notes that comparisons involving these jurisdictions should be made with caution.

2 Those with the most severe signs and symptoms include categories I (resuscitation), II (emergent) and III (urgent) on the Canadian 
Triage and Acuity Scale. 

3 Those with less severe signs and symptoms include categories IV (less urgent – semi-urgent) and V (non urgent).

Figure 4.1: Age-standardized1 total time spent (in hours) in an emergency department, 2014-15
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Table 4.6: Facility fees paid and number of services performed by 934 Independent Health 
Facilities

Types of services provided

Facility fees paid 
($ millions)

Number of 
services  

performed1

2006-07 2010-11 2010-11

Diagnostic procedures/services

Ultrasound 129.9 173.0 4,267,000

Radiology (includes X-rays) 116.1 111.0 3,878,000

Nuclear medicine 39.5 40.8 432,000

Sleep studies 29.3 39.6 106,000

Computed tomography/ 
magnetic resonance imaging 5.7 10.0 —

Pulmonary function studies 2.1 2.4 152,000

Subtotal 322.6 376.8 8,835,000

Therapeutic procedures

Dialysis 9.9 15.2 —

Abortion 6.4 7.1 —

Ophthalmology 6.4 6.4 —

Plastic surgery 1.0 1.1 —

Vascular surgery 0.9 0.8 —

Laser therapy 0.4 0.4 —

Subtotal 25.0 31.0 —

Total 347.6 407.8 —

of an existing health facility (a hospital, Community Health Centre or 
a physician’s office), being located within a multi-office complex, being 
free-standing facilities, or being provided on a mobile basis when specific 
approval has been provided.(25) These facilities receive a facility fee for the 
publicly insured diagnostic and therapeutic procedures they provide (Table 
4.6). For the facilities providing diagnostic procedures/services, most of the 
services provided include ultrasound and radiology (e.g., X-rays), but ser-
vices such as nuclear medicine and medical resonance imaging/computed 
tomography (MRI/CT) scans, as well as those used as part of sleep and pul-
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In addition, there are 273 Out of Hospital Premises that provide services  
that would once have been provided in hospitals (cosmetic surgery, endo-
scopy and interventional pain management under the administration of 
a variety of types of anesthesia).(29) While the Out of Hospital Premises 
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Turning to wait times for CT and MRI scans, data from April to Sep- 
tember 2015 indicate that as compared to the other five provinces for 
which data are available, Ontario has:

• the lowest median wait time for CT scans (n=7 days with the others 
ranging from 17 to 30 days);

• the second-lowest CT scan wait time for those whose waits are among 
the longest (i.e., those in the 90th percentile of wait times) for CT scans 
(n=37 days with the lowest being 28 days and the rest ranging from 50 
to 74 days); 

• the second-lowest median wait time for MRIs (n=36 days with the 
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some hospitals can appear in more than one group. With no defined 
‘basket’ of rehabilitation services, each hospital (sometimes in collabora-
tion with its LHIN) decides on the inpatient and outpatient rehabilitation 
care that will be provided (if any).(44)

Long-term care
While not considered part of the long-term care sector, it is important 
to distinguish licensed retirement homes (of which there are 716) from 
the long-term care homes with which they are sometimes confused. Most 
retirement homes are private for-profit facilities, which can accommodate 
between six and 250 residents who require little to no support, and which 
do not provide access to 24-hour nursing care.(45; 46) More than 55,000 
older adults in Ontario live in retirement homes, eligibility for them is 
determined by one’s ability to pay, and there is no requirement to provide 
proof of one’s health status or the amount of support needed (although 
retirement homes may assess an individual’s needs to determine whether it 
can provide the supports they require).(45; 46) 

Turning to long-term care homes, as of 2013 more than half of them 
are private for-profit (51%), almost one quarter are private not-for-
profit (22%) and the rest are owned by municipal governments or others 
(27%) (Table 4.9). The picture changes slightly based on data from 2015, 

Characteristics of select homes1 Ontario Canada

Homes2
598 1,334

Size

4–99 beds
>100 beds

239
359 

720
614

Type of care3

Type II
Type III or higher

344
254 

650
669

Type of ownership4

Private for-profit
Private not-for-profit
Public

306
129
163

499
410
425

Occupancy rate5 97% 97%

Beds staffed and in operation 78,427 147,926

Table 4.9: Characteristics of select long-term care homes, 2013

Continued on next page
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which indicate that 57% are private for-profit and 24% are private not- 
for-profi
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Long Term Care Association indicate that more than 23,000 older adults 
were on waiting lists for admission to a long-term care home, and that the 
median wait time is 108 days (with more specialized facilities having wait 
times of several years). Moreover, it has also been found that 52% of these 
long-term care homes are not compliant with most of the 2009 provincial 
design standards.(50; 51)

Using the more detailed data available from 2013, when there were fewer 
(598) long-term care homes than counted in the most recent 2015 data 
(636), Ontario had 45% of all such facilities in Canada that are avail-
able to adults aged 18 and older (but as shown in Table 4.9, residents are 
almost exclusively 65 years or older).(52) Based on these more detailed 
data, long-term care homes also vary in size, type of ownership and type 
of care provided. In terms of size, there are more large (>100 beds) long-
term care homes (359, 60%) than small (4-99 beds) homes (239, 40%), 
which differs from the total numbers across Canada where there are more 
small long-term care homes (720, 54%) than large ones (614, 46%).(52) 
Lastly, 344 (58%) of the long-term care homes in Ontario provide type 
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Infrastructure – Supports for care
Information and communication technology that support those who  
receive and provide care
The main information and communication technology used to support 
those who receive care (as distinct from the technology, like EMRs, 
used primarily by those who provide care, which we turn to below) are 
Telehealth Ontario (i.e., a teletriage system that assesses a health problem 
and provides advice, but that does not diagnose or prescribe treatment) and 
telemedicine (i.e., providing remote clinical services, including diagnosis 
and prescribing treatment), as well as a small number of newly developed 
patient portals. Telehealth Ontario provides 24/7 access to a registered 
nurse who can assess the caller’s health problem (but not diagnose it) and 
provide advice about whether and where the caller should seek care. This 
advice could include helping a caller decide if they can manage their health 
problem on their own or should seek medical attention (e.g., by visiting a 
family physician, going to a primary-care team’s clinic, contacting a CCAC 
or going to a hospital or emergency room).(58)

Telemedicine refers to the use of technology (e.g., videoconferencing) 
to provide clinical care at a distance in order to improve access to some 
types of care that are typically not available in rural, northern and remote  
regions.(59) The Ontario Telemedicine Network was originally designed 
for such regions, but now is available to meet the needs of all Ontarians 
and is one of the largest telemedicine networks in the world.(59) The net-
work uses two-way videoconferencing to help address the difficulties faced 
by hard-to-serve residents from across large rural and northern geograph-
ical areas, and to prevent patients from having to travel long distances to 
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by the patient and those to whom they grant permission (as opposed to a 
patient portal that allows patients to view the portions of their health infor-
mation that are made available to them by others).(66) MyOSCAR allows 
patients to control the addition or modification of data and to change who 
can view or change their record. Also, the system provides users with access 
to health-management tools to help with tracking information, identifying 
trends in health indicators (e.g., blood sugar), and monitoring potential 
side-effects of medications.

As an example of a patient portal, Sunnybrook Health Sciences Centre in 
Toronto has implemented MyChart, which allows patients to use a secure 
website (www.mychart.ca, which employs the same type of encryption as 
the major banks in Canada) to view the portions of their health informa-
tion that are made available to them.(67) Access to MyChart is provided 
to patients at participating hospitals, and access can also be granted to 
caregivers, clinicians in other hospitals, primary-care providers, CCACs, 
pharmacists, and other providers. The key features of MyChart include: 

• access to clinical information from Sunnybrook’s electronic patient 
record system (e.g., medical imaging, laboratory results and progress 
notes);

• ability to self-enter or upload personal health information;
• access to appointment information, ability to make appointment 

requests, and opportunity to receive appointment reminders;
• access to Psychiatry Release of Information module;
• access to communications (e.g., announcements, patient information 

and surveys); and
• access to customizable tools and resources (e.g., mood tracker, weight 

tracker, and blood pressure measurement).(67)

While MyChart is likely the most widely used patient portal in the prov-
ince currently, some primary-care teams such as Group Health Centre in 
Sault Ste. Marie – using myCare (68) – and Wise Elephant Family Health 
Team – using miDash (69) – also give their patients online access to their 
personal health information as well as the opportunity to manage their 
appointments online. In addition, LifeLabs provides a patient portal called 
my results, which allows patients in Ontario (as well as in B.C.) to access 
their laboratory results online.(70) However, patient portals such as these 
and MyChart typically do not provide patients with access to the best avail-
able research evidence about how to manage their disease or condition. 
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Instead, patients (and their families and informal caregivers) can seek out 
this type of information from resources such as the McMaster Optimal 
Aging Portal (www.mcmasteroptimalaging.org). 

The availability of these types of consumer-oriented digital health tech-
nologies that aim to improve the patient experience is likely to grow given 
strong demand from patients and their families. For example, consultations 
conducted by Canada Health Infoway about how such technology could 
be harnessed going forward included several consumer-focused technolo-
gies in the top-five priorities, including mobile patient monitoring, online 
access to personal health information, e-visits, and e-scheduling.(71) 

While many of these resources also help those who provide care, the main 
information and technology support for providers is electronic medical 
record (EMR) systems, for which eHealth Ontario is responsible for sup-
porting implementation (and reporting on implementation progress). An 
EMR refers to a computer-based medical record that is specific to and 
maintained by clinicians or the practice or organization in which they work 
(as opposed to interoperable electronic health record systems that integrate 
all medical information about a patient from all clinicians, practices and 
organizations in a system).(72) EMRs also typically include order sets (i.e., 
checklists or decision support for what tests to order or services to provide 
to specific patients based on information in their EMR), but there is no 
statutory requirement that they be based on the best available research evi-
dence.(73)  

The most recent (2014) National Physician Survey found that Ontario has 
the third highest percentage of EMR adoption by physicians in Canada 
(83%) as compared to Alberta (87%) and B.C. (85%).(74) The per-
centage of family physicians (86%) who either use a mix of paper charts  
and EMRs or exclusively use EMRs is slightly higher than specialists 
(81%) (Table 4.10).(65) These levels of EMR adoption in Ontario are 
substantially higher than those reported in the 2010 National Physician 
Survey, which found that 58% of family physicians and 55% of specialists  
were using EMRs (either exclusively or in combination with paper  
charts).(75) Moreover, eHealth Ontario reports that 75% of Ontarians 
receive care from physicians who use an EMR, 3,000 types of laboratory 
results can be accessed through physicians’ EMRs, the medication his-
tory of all seniors in Ontario is accessible to providers in all hospitals and 
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Sources: 65; 75

Notes: 
1 The results from the 2010 survey for this question provided the percentage of respondents who selected ‘not applicable – I do not pro-
vide patient care’ (2.6% of family physicians and 4.9% of specialists) and for whom data were not reported (6.6% of family physicians 
and 9% of specialists), but these categories were not provided in the 2014 survey. 

2 The question about plans to use EMRs was different in the 2010 survey from that in 2014, with the former not phrasing it as a discrete 
‘yes’ or ‘no’ question as in 2014, but as one option that could be selected among a much longer list of electronic resources respondents 
planned to use.

3 Data for this question on the 2010 survey are only available for all physicians and are not separated by family physicians and specialists.
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sults to be viewed securely online (compared to 18% nationally).(76)

Among the 78% of physicians in Ontario reporting barriers to access-
ing EMRs in the 2014 National Physician Survey, the identified barriers 
included:

• technical difficulty/reliability (52%);
• compatibility with other electronic systems (46%);
• firewalls or security issues (25%);
• hardware availability (16%);
• lack of training (16%); and
• privacy (14%).(65)

Other examples of EMR expansion in Ontario include:
• the implementation of more than 5,100 ambulatory EMR seats (i.e., 

access points in hospital ambulatory settings that may be used by  
multiple health professionals) in 36 hospitals;

• enhanced connectedness of EMRs between sites with more than 5,000 
community-based clinicians having access to hospital reports (e.g., dis-
charge summaries) through their EMRs (which are sent through the 
Hospital Report Manager); and

• ongoing implementation of the Ontario Laboratory Information 
System, which currently houses 86% of laboratory results in the  
province, and is accessible to more than 9,000 community-based 
health professionals and more than 26,000 hospital-based health  
professionals.(64; 73)

Turning now to electronic health records (EHRs), meaning health record 
systems that integrate all medical information about a patient from all 
clinicians, practices and organizations, eHealth Ontario reports that  
more than 77,000 health professionals can now access EHRs, and that more 
than 1,970 health organizations are connected to the provincial EHR.(63) 
At the national level, Canada Health Infoway reports that approximately 
139,000 health professionals (as of 2015) are active users of EHR systems, 
which they defined as regular consultation of two or more electronic sys-
tems (e.g., laboratory or drug information systems and diagnostic imaging 
repositories).(64) This suggests that Ontario is home to more than half of 
the health professional users of EHRs in Canada.

In addition to EMRs and EHRs, the Panorama public health surveillance 
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system is being implemented in Canada to digitally track immunizations, 
to manage vaccine inventories, and, in some cases, to monitor communica
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Table 4.11: Examples of centres and initiatives that support improvements to the care provided 
to Ontarians using data, evidence and guidelines 

Continued on next page

Ontario and Canadian centres and initiatives that support Ontario 
(and their principal contributions)

Data analytics

• Institute for Clinical Evaluative Sciences (performance, capacity and other types of data, which are available 
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Table 4.12: Sources for public reporting about the health system
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Host Statement of purpose Type of indicator(s)  
provided

Association initiative – continued

Children's 
Mental 
Health 
Ontario

“Th
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in an effort to advance timely practice-level reporting and to explore new 
models to incentivize quality and timely care.(82)

There are also 21 universities, 17 hospitals, seven non-governmental orga-
nizations, two professional associations and five government agencies in 
Ontario that are eligible to conduct health-related research with funding 
from the Canadian Institutes of Health Research. Also, nine of the 26 
Statistics Canada’s Research Data Centres are hosted in Ontario. These 
are funded by the Canadian Research Data Centre Network, the Social 
Sciences and Humanities Research Council, Canadian Institutes of Health 
Research, the Canadian Foundation for Innovation, and Statistics Canada. 
Other sources for data and analyses that are often called upon include: 
1) consulting firms hired to conduct analyses to support planning and/
or policy or organizational decisions; 2) expert advisory groups that are 
periodically convened to address priorities, with recent examples of such 
groups focusing on home care and primary-care reform;(3; 83) and 3) 
hospital-based research institutes (although these often focus on investi-
gator-driven research that advance scientific knowledge, and they may or 
may not directly inform organizational or policy priorities).

In addition to funding from the Canadian Institutes of Health Research, 
the Ministry of Health and Long-Term Care provides stable long-term 
funding to two specialized research centres (Institute for Clinical Evaluative 
Sciences, and Women's College Hospital: Women’s Xchange), and has his-
torically provided funding to support health-related research in Ontario. 
Most recently, the Ministry of Health and Long-Term Care provided pro-
gram awards to 11 research groups from 2012-15, as well as 11 shorter and 
focused capacity awards to another 11 research groups through its Health 
System Research Fund. However, the funding through this program has 
been temporarily paused.

Capacity planning
Capacity planning generally refers to processes that are used for deter- 
mining what infrastructure is needed in the future.(84) Central to this is 
examining the extent to which existing health-system infrastructure (and 
the resources invested in using it) is able to meet policy or organizational 
objectives, as well as determining whether the existing levels of capacity 
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are sustainable given available resources.(85) This could include assessing 
the impacts of changes in policies, demographics and budgeted resources 
on available health-system capacity.(85) Also, the focus of capacity plan-
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capital is invested in the system (hospitals and to a much lesser extent, com-
munity care) and where ‘beds’ are available (i.e., hospitals and long-term 
care). In contrast, data regarding the availability and use of supports for care 
are detailed on some topics (e.g., for telemedicine and EMRs), but in others 
are reliant on unconfirmed reports by small samples of physicians who 
may or may not be broadly representative (e.g., for EMRs in the National 
Physician Survey). In terms of conducting capacity planning to determine 
what infrastructure is needed in the future, there are formal processes for 
some of the most capital-intensive parts of health-system infrastructure 
(e.g., hospitals and regional cancer centres that operate within hospitals). 
However, many other parts of the system have no formal approach to cap-
acity planning or have some form of capacity planning that is not part of 
an integrated approach across a region or the system. Perhaps as a result of, 
or a reason for this, the vast majority of capital expenses for health-system 
infrastructure in Ontario is directed to hospitals. That said, recent cap-
ital investments have been directed to the community sector, which aligns 
with the shift from having many services traditionally provided in capital- 
intensive hospitals now being provided in community settings.
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