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Executive SummaryThe Disability Rights Movement of the 1950s and 1960s in Canada was a response tonegative stereotypes and social biases experienced by people with disabilities. Sally Rogowwrote, “Throughout history, people with disabilities have been the forgotten victims ofprejudice and abuse. During the first part of the 20th century, they were assumed to be athreat and a burden to the larger society. Devalued, segregated and isolated in institutions,they were deprived of normal social environments and socially distanced from the largersociety.”1 People with disabilities experienced attitudinal, social, environmental,communication, transportation, and educational barriers, as well as vulnerability and abuse.Throughout the last sixty years, there have been significant improvements to services forpeople with disabilities. There is more awareness and accessible environments, as well aslegislation and court cases that have made slow progress through the years. People withdisabilities, their families, and supporters have fought hard to reach equality. Even today,many people with cognitive disabilities continue to experience inappropriate communicationmaterials, while the Deaf and Hard of Hearing are faced with a scarcity of interpretiveservices necessary for proper communication. Individuals with vision impairments still facebarriers, inaccessible environments, and a shortage of resources in alternative formats; andpeople with mobility impairments struggle with environments that are physicallyinaccessible to them. Individuals with mental health illnesses face societal labels andinappropriate and scarce supports.ACCD’s Barrier-Free Health and Medical Services in Alberta project was an initiative toidentify the barriers to health and medical services perceived and experienced by Albertanswith disabilities when accessing preventative and ongoing health services. This projectconsisted of a systematic review of existing literature, and a multi-phase needs assessment oftwo groups: Albertans with disabilities when accessing health and medical services inAlberta; and health care professionals when providing services to people with disabilities.This enabled the project to achieve the following objectives:
 To identify the perceived barriers of people with disabilities when accessinghealth and medical services in Alberta.
 To identify the needs of health professionals in the delivery of services to peoplewith disabilities in Alberta.
 To evaluate and develop strategies to remove barriers to health and medicalservices in Alberta.
 To develop an education and awareness campaign to promote barrier-free healthand medical services in Alberta.The target populations for this project were the following:
- People with disabilities: chronic medical impairments, cognitive impairments,intellectual impairments, mental health and substance abuse, physicalimpairments, and/or sensory impairments.
- Healthcare professionals: physicians, surgeons, laboratory personnel.

1 Rogow, Sally. The Disability Rights Movement: The Canadian Experience. Retrieved on March 25, 2011, fromhttp://www.internationalsped.com/magazines_articles/The%20Disability%20Rights%20Movement%20Ed.1.pdf
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The project had two phases. In the first phase, a systematic literature review was conductedto identify existing research, policies, case studies, government initiatives, legislation, andopinions on the current status of access to health and medical services for people withdisabilities. The quality of perceived and received primary care depends on access issues liketransportation, office design, ability to use the washrooms, making appointments, time spentwith medical professionals, and the knowledge and expertise of health and medicalprofessionals when delivering services. These elements were crucial to the purpose of the
Barrier-Free Health and Medical Services in Alberta project – to develop recommendationsand strategies for creating accessible health care services in Alberta.
Needs AssessmentFrom April to July 2010, ACCD conducted a multi-part needs assessment of the barriers thatpeople with disabilities experience when accessing health and medical services in Alberta.Given that the literature review indicated the importance of creating health care that isresponsive to the needs of all citizens, ACCD considered it essential to solicit input frompeople with disabilities, not-for-profit organizations, and health care professionals. A balanceof urban and rural discussion was sought in the consultations. Despite this diversity, eachphase reported similar themes.
Community ConsultationsBetween May 30 and June 11, 2010, ACCD hosted six community consultations attended bypeople with disabilities, not-for-profit organizations, government representatives of variousfunding programs, and family members. The community consultations were about sharinginformation and exploring the unique barriers that are being faced by Albertans withdisabilities when accessing health and medical services. The goals of the consultations wereto inform, consult, and involve the public in the development of recommendations forbarrier-free health and medical services in Alberta. The consultation process made itpossible for ACCD to collect information directly from citizens with disabilities, their families,community agencies, and health care professionals in Alberta.Community consultations were held at the following locations: Edmonton (May 20, 2010),Calgary (May 31, 2010), Vegreville (June 3, 2010), Rocky Mountain House (June 4, 2010),Lethbridge (June 7, 2010), and Grande Prairie (June 11, 2010). A press release wasdistributed on April 26, 2010 to inform the media about the project and the communityconsultations. Information about the consultations was distributed through promotional e-mails, and individuals were asked to register. 114 Albertans attended the communityconsultations and 109 requested follow-up contact concerning the project.Generally, participants identified the same key challenges and solutions regardless oflocation. The most reoccurring challenges were concerns about the health care system andmedical professionals, lack of access to health and medical services, and inaccessibility ofmedical clinics and medical equipment. In addition, issues concerning transportation,information and referral, advocacy, lack of government accountability, and caregiverchallenges were discussed.
People with Disabilities SurveyThe People with Disabilities Survey was filled out by 464 individuals, representing urban,rural, and First Nations perspectives about barriers to health and medical services. Theresults show that individuals with disabilities have unique needs that should be addressed
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by the Alberta health care system. Generally, people are satisfied with the medical care theyreceive; however, personal statements of the survey participants show that the system hasmany barriers for people with disabilities. Inaccessible medical clinics, inappropriate medicalequipment, and long wait times are just a few of the many issues brought forward by theparticipants.Survey participants indicated that they support health professionals that offer and provideservices, but survey participants perceived flaws in the health care system. Healthprofessionals are required to follow the policies and procedures that are put in place by theGovernment of Alberta.Participants recognized that no general practitioner can have knowledge about alldisabilities, so they suggested that there be better communication and relationships betweengeneral practitioners and specialists.In addition, project participants said that the Government of Alberta should supportphysicians and create a means for medical offices and medical equipment to be madeaccessible for use by all.Disability awareness is another area that the survey respondents felt needed improvement.Offering disability awareness sessions on a regular basis for health and medical professionalswill create understanding about the various disabilities and the needs of patients withdisabilities.
Health Professionals SurveyThe Health Professionals Survey was developed to assess the knowledge and needs ofphysicians in Alberta who provide services to people with disabilities. The survey consistedof questions regarding types of practices, numbers of patients with disabilities, physicalaccessibility, availability of disability-related policies and procedures, and opinionsregarding the current state of the health care system, among others.The health professionals that participated in the survey expressed the need for improvementin accessible services for people with disabilities. Programs and services restructuring, thedecrease in funding opportunities, and the limited resources that are available leave fewoptions for physicians. A reoccurring question from health professionals is “who will pay forany changes,” and this issue needs to be addressed before the health care system is able toaccommodate and provide services to all Albertans who are in need of medical and healthcare services.
Accessibility AuditsThe purpose of this component of the needs assessment was to conduct accessibility audits,according to a pre-established audit tool, to gather information about the accessibility ofsettings that provide health and medical services to Albertans. The intent was to comparevarious settings such as community health centers, physician clinics, and locations thatprovide diagnostic services, and to present information that illustrates current access tohealth care services for people with disabilities at the audited sites.The ACCD Barrier-Free Health and Medical Services Audit Tool was developed from thefollowing sources: section 3.8 (in addition, referencing sections 3.3, 3.4 and 3.5) of the 2006Alberta Building Code, which deals specifically with barrier-free design for people with
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disabilities; the Hotel Association of Canada’s Access Canada Property Standards Manual; anda paper titled Making Our Offices Universally Accessible: Guidelines for Physicians, which waspublished in the Canadian Medical Association Journal in 1997.ACCD submitted 41 audit requests to five health care service delivery settings in the provincebetween May 11 and September 20, 2010; however, ACCD only received permission fromseven locations. The remaining number of sites declined to participate in ACCD’s project. InDecember 2010, ACCD received a requested to audit three diagnostic clinics, which werecompleted in January 2011.ACCD’s accessibility audits revealed that there are numerous barriers to health and medicalservices in Alberta. Individuals are prevented from entering medical offices because ofinaccessibility and a lack of adherence to the Alberta Building Code.Also, the site audits revealed that site managers are cognizant of the various barriers;however, limited funding allocations and current policies lead, in many cases, to processesand procedures that are limiting for patients with disabilities. In addition, there was anevident lack of written policies and procedures about provision of care to patients withdisabilities.
Existence of barriers to health and medical services in AlbertaDespite the diversity of participants present at each phase, each needs assessment sectionreported similar themes. Most notably, all needs assessment phases reported that there arebarriers in the health care system – barriers that are being created as a response to currentpolicymaking without seeking input from patients and health care professionals.Participants overwhelmingly presented the need for a diverse range of services and for thegovernment to assist health care professionals to provide these services in an appropriateand timely manner. Every consulted location has been significantly affected by currentgovernment restructuring of services and lack of funding opportunities.
Recommendations for the establishment of barrier-free health and medical services in
AlbertaThe results of the ACCD Barrier-Free Health and Medical Services in Alberta project cannot besummed up in a single overarching recommendation for creating barrier-free health andmedical services. The literature review, the community consultations, and the questionnairesfilled out by people with disabilities and health professionals portrayed a picture ofcomplexity – a health services delivery system that depends on budgets, human resources,and the needs of the population it serves. The challenge is how to establish a proficienthealth care system and meet the funding requirements that will follow.ACCD developed recommendations based on the findings from the needs assessment phaseof the project. The recommendations have been categorized under system-wideimprovement recommendations and disability-specific recommendations.
System-Wide Improvement RecommendationsUnder system-wide improvements, the following recommendations were developed toenhance the Alberta health care system service delivery:
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Disability Awareness and EducationDisability awareness and education is crucial for establishing a foundation for barrier-freehealth and medical services in Alberta. Comments received from participants at thecommunity consultations and from the online questionnaires stated that healthprofessionals’ lack of knowledge about disabilities acts as a roadblock to people withdisabilities when accessing health and medical services.The following recommendations will contribute toward higher disability awareness:
 Develop effective strategies to raise awareness about the health care needs ofpeople with disabilities.
 Create a program that will distinguish health care professionals who excel beyondtheir duties to assist patients with disabilities.
 Establish a patient-centred system where the patient will be considered a part ofthe decision-making team

Service DeliveryProject participants stated that it is vital for services to be delivered when needed ratherthan after long-waiting periods.The following recommendations will contribute toward establishing an efficient servicedelivery system:
 Establish an effective compensation system that will allow health careprofessionals to assist people with disabilities in a suitable and timely manner.
 Establish protocols and resources for health care professionals to develop writtenreports when considered essential for diagnosis and treatment of patients withdisabilities.
 Appointments should be according to patient need (shorter for prescriptionrenewal and longer for more complex needs).
 Allow, in extreme cases, home visitations by health care professionals.
 Create incentives to allow health professionals to develop care manuals.
 Create a tool that will allow disability knowledge sharing among health careprofessionals, such as establishing an electronic knowledge database.
 Provide incentives to recruit more specialists (e.g. autism spectrum disorders) inadult services.
 Develop a system that is proactive and focused on preventative services.

Rural Health Care Service DeliveryPatients with disabilities in rural areas are not able to access timely services because of aninsufficient number of doctors and specialists providing services.The following are proposed recommendations for improvement in rural health servicedelivery:
 Establish infrastructure for health services in rural areas so people can accessservices in their communities.
 Allocate resources for services in rural areas to perform day surgeries which willreduce waiting times and people will be able to receive timely and appropriateservices in their own communities.
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 Set up more frequent specialized traveling clinics for diagnostic tests.
 Eliminate the pay scale difference between urban and rural doctors.
 Create a plan of how to contract more health professionals to move to rural areasand remain long term.
 Establish medical teams with various specialists in every community.

Transition to servicesAt each consultation and in many survey responses, an issue that was commonly cited wasthe lack of transition from child to adult services. Once children turn 18, the support systemis no longer effective or efficient.Extensive transition planning has to be conducted to achieve the following:
 Ease the transition from children’s health services to adult’s health services.
 The transition of services between age 16 to 65 to 65 and over should beconnected and seamless for the individual in the system.

CollaborationsACCD project participants stated that there is a disconnect between various ministries andhealth departments in Alberta. Participants said they have to navigate through a system thatdoes not include the opinion of the patient. The following collaborations are crucial:
 Establish collaborative initiatives between health professionals, Alberta HealthServices, and Alberta Health and Wellness.
 Establish doctor-patient collaborative initiatives.

Decision makingThere is a perception that patients are never consulted when changes are being consideredand/or implemented.The findings from the ACCD Barrier-Free Health and Medical Services in Alberta projectindicate a need for the following:
 Patients with disabilities should be an integral part of the decision-making medicalteam.
 Decision-makers must understand the diversity of each community in Alberta.Many locations such as Lethbridge and Grande Prairie are still considered ruralwhen services are allocated.

Information and referralSignificant frustration comes from the inability of patients to find appropriate and necessaryinformation. Patients are being sent from one point of entry to another without success. It iscrucial for the government to do the following:
 Establish a coordinated information system that will guide patients and theirfamilies toward appropriate and timely services. Even though there are variousinitiatives, such as the Health Link Information Line, many patients are unaware ofthese information and referral systems.
 Community organizations should act as information and referral resources.
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Accessible offices and equipmentAccessibility is essential not only for patients with disabilities, but also for seniors andparents with children. Decision makers must establish polices that will maintain andencourage the following recommendations:
 New health care facilities should comply with and go beyond the Alberta BuildingCode.
 Develop standards that will guide health and medical professionals whenestablishing accessible offices.
 Provide incentives for health care professionals to establish practices in accessibleoffices.
 Mandate a minimum number of accessible exam rooms per number of patients orhealth care professionals.
 Mandate one fully accessible facility where people with disabilities can go toreceive appropriate and adequate medical care.
 Update medical equipment to reflect the needs of the population. Whendeveloping policies regarding medical equipment, there should be considerationgiven to universally usable equipment. Equipment should be used by themaximum number of people.

Patient EducationAccording to the survey participants, many of the issues arise from patients with disabilitiesnot having proper education about preventative and ongoing health care services andprocedures. Establishing educational campaigns for patients with disabilities to learn abouttheir responsibilities and the services available would assist them to become activeparticipants in their health care needs. These educational campaigns could be successfullyadministered and delivered by community organizations that already assist people withdisabilities to understand the health care system.
Disability-Specific RecommendationsThe following recommendations address the particular challenges that are experienced bypeople with various impairments.
Hearing Impairment: Service Delivery Recommendations

 Provide disability awareness programs about the specific needs of individualswith hearing impairments.
 Establish protocols and standards for American Sign Language interpretingservices when accessing health and medical services in Alberta.
 Provide education and awareness about the communication needs of individualswho are hard of hearing or deaf.
 Provide incentives for training and usage of communication technology.

Seeing Impairment: Service Delivery Recommendations
 Provide disability awareness programs about the specific needs of individualswith seeing impairments.
 Establish standards and requirements for better signage in health care facilities.
 Provide health care information in alternative forms of communication.
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Speech Impairment: Service-Delivery Recommendations
 Provide disability awareness programs about the specific needs of individualswith speech impairments.
 Allow health care professionals to allocate extra appointment times for individualswith speech impairments, as proper communication is imperative for diagnosisand treatment.

Pain Impairment: Service-Delivery Recommendations
 Provide disability awareness programs about the specific needs of individualswith pain impairments.
 Establish a system that will address the need for shorter waiting times.
 Implement and practice an holistic approach to illness management.
 Improve patient-doctor communication.

Learning Impairment: Service-Delivery Recommendations
 Provide disability awareness programs about the specific needs of individualswith learning impairments.
 Establish communication resources between patients with learning impairmentsand health care professionals.

Mobility and Agility Impairment: Service-Delivery Recommendations
 Provide disability awareness programs about the specific needs of individualswith mobility and agility impairments.
 Enhance collaborations between general practitioners and specialists whentreating patients with mobility and agility impairments.
 Mandate the development of accessible health care clinics and facilities, and thepurchase of accessible medical equipment.
 Focus on preventative care.

Memory Impairment: Service-Delivery Recommendations
 Provide disability awareness programs about the specific needs of individualswith memory impairments.
 Enhance the follow up system for patients with memory impairments.

Developmental Impairment: Service-Delivery Recommendations
 Provide disability awareness programs about the specific needs of individualswith developmental impairments.
 Establish efficient access to patient information.
 Recruit specialists who can treat adults with Autistic Spectrum Disorders andother developmental impairments.

Psychological (mental) Impairments: Service-Delivery Recommendations
 Provide disability awareness programs about the specific needs of individualswith psychological (mental) impairments.
 Create a system that will focus on appropriate and timely mental health services.
 Provide services with respect and dignity.
 Establish appropriate communication methods with individuals withpsychological (mental) impairments.
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 Provide patient education and appropriate information and referral services.
 Create awareness about the side effects of diagnosis and treatment.

Multiple Impairments: Service-Delivery Recommendations
 Provide disability awareness programs about the specific needs of individualswith multiple impairments.
 Allocate extra appointment times for multiple diagnosis and treatments.
 Train health care professionals about multiple diagnosis patients.
 Use an holistic approach to care.
 Develop efficient access to new treatments and therapies.

ConclusionAs Patricia Benner writes, “our moral sensibilities and possibilities in relation to ourlifesaving technologies will require more than the objectified clinical vocabularies andclinical language that we presently use. Perhaps such development cannot be accomplishedwithout some public space for weeping and for considering illness and death as humanpassages and not just clinical courses of disease.”2ACCD’s position in the disability community, and its ability to engage health careprofessionals and government underlie the successful completion of each phase of thisproject. The recommendations offered would not have been possible without collaborationfrom people with disabilities, community agencies, health care professionals, andgovernment decision-makers.The recommendations are based on the findings from the ACCD Barrier-Free Health and
Medical Services in Alberta project. We strongly believe that evidence-based solutions cancreate a system where all patients can receive proper medical care. “Evidence-baseddecision-making as the ‘foundation for an effective and efficient health system’ has beenendorsed by a number of Canadian Health Organizations including Health Canada and theCanadian Health Services Research Foundation.”3ACCD acknowledges the complexity of the issues and that many of the solutions requirefinancial investment; however, implementing these recommendations will create cost-effective strategies by reducing the number of individuals with disabilities accessing long-term care facilities.Albertans with disabilities are passionate about health care issues, and they contributed tothe development of the recommendations for barrier-free health and medical services inAlberta. Moving forward, the intent of the project will be to assist decision-makers toproduce policies that will have the greatest impact on the lives of people with disabilities.

2 Benner, P. (2004). Seeing the Person beyond the Disease. American Journal of Critical Care January 2004, Volume 13, No. 1. Retrieved onMarch 8, 2010, from http://ajcc.aacnjournals.org/cgi/reprint/13/1/753 Armitage, G. et al. (2009). Health Systems Integration: State of the Evidence. International Journal of Integrated Care – Vol. 9, 17 June 2009.Retrieved on March 8, 2010, from http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2707589/pdf/ijic2009-200982.pdf
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Introduction: Project Scope

Project OverviewACCD’s Barrier-Free Health and Medical Services in Alberta project was an initiative toidentify barriers to health and medical services perceived and experienced by Albertans withdisabilities when accessing preventative and ongoing health services.The project had two phases. In the first phase, a systematic literature review was conductedto identify existing research, policies, case studies, government initiatives, legislation, andopinions on the current status of access to health and medical services for people withdisabilities.In order to gain insight into personal experiences, ACCD distributed a questionnaire topeople with disabilities and health care professionals. In addition, ACCD hosted communityconsultations in Calgary, Edmonton, Grande Prairie, Lethbridge, Rocky Mountain House, andVegreville.During the second phase, ACCD developed a communication and educational mediacampaign for disseminating the project findings and recommendations to medicalprofessionals, the disability community, and the general public.
PurposeAvedis Donabedian4 wrote that health care should be safe, effective, patient-centered, timely,efficient, and equitable in order to reach optimal levels of health care quality. “The criteria ofquality are nothing more than value judgments that are applied to several aspects,properties, ingredients or dimensions of a process called medical care. As such, the definitionof quality may be almost anything anyone wishes it to be, although it is, ordinarily, areflection of values and goals current in the medical care system and in the larger society ofwhich it is a part.”5 It is clear that quality of care depends on the information available andused to assess the needs of the patients. For people with disabilities, “the questions of accessand quality of primary care are intimately connected.”6The quality of perceived and received primary care depends on access issues liketransportation, office design, ability to use the washroom, making appointments, time spentwith medical professionals, and knowledge and expertise of health care and medicalprofessionals when delivering services. These elements are central to the Barrier-Free Health
and Medical Services in Alberta project, and findings regarding these elements guided thedevelopment of ACCD’s recommendations and strategies for creating accessible health careservices in Alberta.
4 Donabedian’s three volume book set on the ‘‘Explorations in quality assessment and monitoring’’ (1980–1985) is a monumentalcontribution to health care quality. He articulated seven pillars of quality as being: efficacy, efficiency, optimality, acceptability, legitimacy,equity, and cost. His contributions to health care quality include addressing issues such as access to health care, measuring and evaluatinghealth care quality, completeness and accuracy of medical records, observer bias, patient satisfaction, and cultural preferences in healthcare. http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1743903/pdf/v013p00472.pdf5 Donabedian, Avedis. (2005). Evaluating the Quality of Medical Care. The Milbank Quarterly, Vol. 83, No. 4, 2005 (pp. 691–729). Retrieved onMarch 8, 2010, from www.milbank.org/quarterly/830416donabedian.pdf6 Branigan, M. et al. (2001). Perceptions of Primary health care Services among Persons with Physical Disabilities. Part 2: Quality Issues.
Medscape General Medicine. 2001; 3(2). Retrieved on March 8, 2010, from http://www.medscape.com/viewarticle/408123
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ObjectiveThe Barrier-Free Health and Medical Services in Alberta project had the following objectives:
 To identify the perceived barriers of people with disabilities when accessinghealth and medical services in Alberta.
 To identify the needs of health professionals in the delivery of services to peoplewith disabilities in Alberta.
 To evaluate and develop strategies to remove barriers to health and medicalservices in Alberta.
 To develop an education and awareness campaign for the development of barrier-free health and medical services in Alberta.These objectives were achieved using the following methods: a systematic review of existingliterature; and a multi-phase assessment of the needs of Albertans with disabilities whenaccessing health and medical services, as well as the needs of health care professionals whenproviding services.

FrameworkThis project approached access to and delivery of health and medical services as cited by theCanadian Health Care Act and provincial legislation.This approach allowed the following:
 Recommendations to be developed that will serve as a guide for barrier-freehealth and medical services in Alberta.
 People with disabilities will be able to fully participate in the health and medicalservices system in Alberta.
 Creation of a system that is equal and equitable for all citizens. This system willnot only benefit people with disabilities, but any Albertan who, at some point inhis or her life, may acquire a short- or long-term disability, seniors and those withage-related disabilities, and people who will be accessing health and medicalservices in a community setting (e.g., diagnostic labs, doctors’ offices, etc.), as thefocus is enhancement of community-based health and medical services.

Report OutlineThe following section describes the systematic literature review process and highlights thefindings in regard to barriers to health care services, previously conducted studies, variouscourt cases, and established practices in eliminating barriers for people with disabilitieswhen accessing the health care system.The following section also reports on each needs assessment of perceived and experiencedbarriers by people with disabilities, and the perspectives of health care professionals whendelivering health care services.Following the needs assessment results, the report includes a discussion identifying commonthemes in the areas of access to health and medical services in Alberta, as identified duringthe literature review, community consultations, surveys, and case studies.
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The report’s final section presents recommendations for the establishment of barrier-freehealth and medical services in Alberta. These recommendations are guided by the findingsfrom the community consultations, surveys and accessibility audits.
Systematic Literature Review: The ProcessA systematic review of literature was conducted with the rationale of synthesizingcontemporary studies, policies, case studies, government initiatives, legislation, opinions,and grey literature on the current state of access to health and medical services for peoplewith disabilities. 7 This synthesis of literature included both qualitative and quantitative dataproduced by various organizations and institutes.
DatabasesFor the systematic literature review the following search databases were used:

 Canadian Institute for Health Information – “CIHI is responsible for many databasesand registries that capture information across the continuum of health care servicesin Canada. This information supports research and analysis for planning and policymaking purposes.”8
 Medscape – “Medscape from WebMD offers specialists, primary care physicians, andother health professionals the Web's most robust and integrated medical informationand educational tools.”9
 Medical Literature Analysis and Retrieval System MEDLARS/ MEDLINE - is the “U.S.National Library of Medicine's (NLM) premier bibliographic database that containsover 16 million references to journal articles in life sciences with a concentration onbiomedicine.”10
 PubMed – “comprises approximately 20 million citations for biomedical literaturefrom MEDLINE, life science journals, and online books. PubMed citations andabstracts include the fields of medicine, nursing, dentistry, veterinary medicine, thehealth care system, and preclinical sciences. PubMed also provides access toadditional relevant Web sites and links to the other NCBI molecular biologyresources.”11
 Entrez – “the Entrez Global Query Cross-Database Search System is a powerfulfederated search engine, or web portal that allows users to search many discretehealth sciences databases at the National Center for Biotechnology Information(NCBI) website. NCBI is part of the National Library of Medicine (NLM), itself adepartment of the National Institutes of Health (NIH) of the United States.”12
 BioInfoBank Library – “this site is aimed at supporting and promoting the scientificactivity of students and scientists.”13

7 Armitage, G. et al. (2009). Health Systems Integration: State of the Evidence. International Journal of Integrated Care – Vol. 9, 17 June 2009.Retrieved on March 8, 2010, from http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2707589/pdf/ijic2009-200982.pdf8 Canadian Institute for Health Information. Web Site. Retrieved May 15, 2010, fromhttp://secure.cihi.ca/cihiweb/dispPage.jsp?cw_page=services_e9 Medscape. Web Site. Retrieved May 15, 2010, from http://www.medscape.com/public/about10 National Library of Medicine. Web Site. Retrieved May 15, 2010, from http://www.nlm.nih.gov/pubs/factsheets/medline.html11 PubMed. Web Site. Retrieved on May 15, 2010, fromhttp://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=helppubmed&part=pubmedhelp#pubmedhelp.FAQs12 Entrex. Web Site. Retrieved on May 15, 2010, from http://www.ncbi.nlm.nih.gov/gquery/gquery.fcgi13 BioInfoBank Library. Web Site. Retrieved on May 15, 2010, from http://lib.bioinfo.pl/home/about
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 Wiley InterScience – “an online service that provides access to over 3 million articlesacross nearly 1500 journals and 7000 Online Books and major reference works.”14
 The Clinics of North America – “comprehensive, state-of-the-art reviews by experts inthe field provide current, practical information on the diagnosis and treatment ofconditions that your patients present with every day.”15

Searched PhrasesThe databases were searched with the following phrases:
 People with disabilities and access to health care
 Special needs populations and access to health care
 Barrier free health care
 Barrier free patient room
 Health care services for people with disabilities
 Barrier free access to services
 Universal design
 Barrier free design guidelines
 Health care policies and people with disabilities
 Access to health care
 People with disabilities health care access studies
 Disability policies
 Healthcare in Canada
 Healthcare in Alberta
 Disability legislation
 Duty to accommodate
 Medical imaging technologySearch methods were broad because of the inconsistencies in terminology and classification.Studies used inconsistent terms in describing people with disabilities as “people withdisabilities,” “disabled people,” “special needs people,” “people with special needs,” “disabledpopulations,” or “special needs populations.” The term “accessible” was used to describemonetary value rather than physical accessibility to a place. In addition, there wasinconsistency in using terms like “barrier-free” and “universal design,” although these twoterms have particular definitions.

Target PopulationsThe following populations were targeted for this project:
- People with disabilities: chronic medical disorders, cognitive disorders,intellectual disorders, mental health and substance abuse, physical disorders,and/or sensory disorders.
- Healthcare professional: physicians, surgeons, laboratory personnel.

14 Wiley InterScience. Web Site. Retrieved on May 15, 2010, from http://www3.interscience.wiley.com/aboutus/15 The Clinics of North America. Web Site. Retrieved on May 15, 2010, from http://www.theclinics.com/



26

Annotated bibliographyThe systematic literature review produced scholarly articles, reports, books andpresentations that were grouped in the following themes for the development of the Barrier-
Free Health and Medical Services in Alberta project’s Annotated Bibliography:16

 access to government programs  access to health care services
 accessibility guidelines  accessible health facilities
 accessible transportation  acts
 assistive technology  consumer involvement in decision making
 consumer satisfaction with health care survey result  court cases
 defining disability  demographic information
 design guidelines  disability policies
 healthcare disparities  healthcare expenditures
 healthcare models  healthcare reforms
 healthcare policy framework  health workforce planning
 healthcare systems  healthcare indicators
 home care  impact of the aging population
 independent living  international classification of functioning, disability,and health
 medical equipment  people with disabilities
 people with disabilities and health services  policy research
 primary health care  proposed acts
 rural health care services  survey
 universal design  women and health services
 women with disabilities and health services

The systematic literature review revealed the inconsistencies in terminology and lack ofpolicies for barrier-free health and medical services. Work is being done to address thisproblem. One medical organization in particular - the Trillium Health Centre17 - is creatingaccessible environments and providing information in alternative forms. Studies with thepurpose of identifying barriers for people with disabilities lack general populationcomparative analysis because of out-dated statistical information, non-existence of Stats
16 The Barrier-Free Health and Medical Services in Alberta Project Annotated Bibliography is available in Appendix V.17 Trillium Health Centre. (2004). Creating a Barrier-Free World: Annual Accessibility Plan 2004-2005.http://www.trilliumhealthcentre.org/about/AccessibilityPlan2004_05_v2.pdf
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Canada people with disabilities population specific information, or the inability to securefunds to conduct large comparative studies.The following section summarizes the findings from the systematic literature reviewconducted by ACCD.
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Systematic Literature Review: A Summary of the Findings

IntroductionAccording to Dr. Eike-Henner Kluge18, “for decades, the problem of how to allocate healthcare resources in a just and equitable fashion has been the subject of concerted discussionand analysis, yet the issue has stubbornly resisted resolution.”19 Decision-making onappropriate allocations has been entwined with human rights, legislation, basic needs, andquality of life. There are various perspectives of how countries should institute theirresources and services in health care, depending on the types of patient-physicianrelationships that are being encouraged and practiced.How physicians form ongoing relationships with patients with varying needs is an importantissue. Also, there are various polices and legislation that influence this relationship, and thequestion of how much accommodation is appropriate without causing hardship for both thepatient and the health care service provider. Governments tend to see health care as abusiness that requires an enormous amount of assets and monetary allocations, with veryfew tangible outcomes, while patients tend to see health care as a basic right.20The systematic literature review conducted by ACCD reveals that creating barrier-free healthand medical services requires a philosophical shift in how the patient-physician relationshipis perceived, and how current legislations are enforced. The findings show that the primarygoal of service delivery must be to help people achieve independence, and services mustemphasize wellness and prevention. With the aging of the baby boomers and the growingnumber of people with disabilities in Canada and Alberta, the cost of health care will onlyincrease, and creating sustainability will continue to be one of the most demandingpolicymaking resolutions.
The Systematic Literature Review: Summary of the Findings section provides a brief overviewof the literature review including various studies and court cases in relation to people withdisabilities and access to health care services. A systematic review of literature wasconducted with the rationale of synthesizing contemporary studies, policies, case studies,government initiatives, legislation, opinions, and grey literature on the current state of accessto health and medical services for people with disabilities. 21 This synthesis of literatureincludes both qualitative and quantitative data and grey literature produced by variousorganizations and institutes.
People with Disabilities: Defining Consumer-DrivenIn the 1970s, people with disabilities began establishing consumer-driven movements thatdemanded equitable choice and inclusion in the decision-making processes. Thesemovements set out to create theoretical change in the “individualistic conceptualization of
18 Professor at the at the University of Victoria, British Columbia,19 Kluge, Eike-Henner. (2007). Resource Allocation in health care: Implications of Models of Medicine as a Profession. Medscape General
Medicine. 2007; 9(1):57. Retrieved on March 8, 2010, from http://www.medscape.com/viewarticle/55180220 Kluge, Eike-Henner. (2007). Comparing Health Care Systems: Outcomes, Ethical Principles, and Social Values. Medscape General
Medicine. 2007;9(4):29. Retrieved on March 8, 2010, from http://www.medscape.com/viewarticle/56414421 Armitage, G. et al. (2009). Health Systems Integration: State of the Evidence. International Journal of Integrated Care – Vol. 9, 17 June 2009.Retrieved on March 8, 2010, from http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2707589/pdf/ijic2009-200982.pdf
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disability by stating that disability stems not from individual limitations but from the failureof the social environment to adjust to the needs of people with different abilities.”22These disability rights movements created public awareness about living with a disability.Disability theorists attempted to eliminate labelling of people with disabilities and determinewhy terms such as “impaired” or “disabled” are used in wrong or negative contextsthroughout disability-related research and studies.“Disability studies are a new approach to understanding disability, arising out of the socialmovement of disabled people.”23 The World Health Organization (WHO) defines disability “asa medically or psychologically diagnosed condition that restricts a person’s functional abilityand activity.” Impairment is defined as a “medical condition that is the result of an injury,disease, or other disorder which interferes with the structure of the body, producing areduction in physical or mental ability and activity.” Handicap is “an environment and/orsocial barrier that limits or prevents an individual from fully participating in everydayactivities and opportunities.”24 An impairment is a problem in body function or structure; anactivity limitation is a difficulty encountered by an individual in executing a task or action;while a participation restriction is a problem experienced by an individual in involvement inlife situations.25Disability theorists have been attempting to separate disability from the term impairment,because society tends to use the term disability in order to create a picture of something thatis incomplete or broken. People with disabilities are often perceived as broken or unable tofit society’s collectively held image of what constitutes a person. The disability rightsmovements argued that people with disabilities should have the same opportunities in life asable-bodied people, without being placed into categories and segregated, and that beingdisabled by no means represents a broken individual.People with disabilities demanded and began to receive respect and equality, and they usedthese changes towards further empowerment. These “counter-hegemonic politics” sought toeliminate societal ideas that people with disabilities are at the mercy of the able-bodiedpopulation and that people with disabilities are a burden to society.26 These changesintended to eliminate attitudinal and environmental barriers that were and are stillexperienced by people with disabilities.The disability movements opposed legislations that limited the abilities of people withdisabilities. Perhaps the greatest example of achieved societal change occurred with theabolishment of the 1928 Sexual Sterilization Act of Alberta. More than 3000 individuals weresterilized between 1928 and 1972 because they had disabilities.27 The Act was repealed in1972 and ended a dim chapter of Alberta’s history, but the effects of this legislation are stillfelt by many to this day.
22 Jongbloed, Lyn. (2003). Disability Policy in Canada: An Overview. Journal of Disability Policy Studies. Volume: 13. Issue: 4. Publication Year:
2003. Page Number: 203+. Retrieved on March 8, 2010, fromhttp://www.questia.com/read/5001705967?title=Disability%20Policy%20in%20Canada%3a%20An%20Overview23 Shakespeare, T. (1999). The Sexual Politics of Disabled Masculinity. Sexuality and Disability, 17(1), 53-64.24 World Health Organization. Disabilities. Retrieved on March 8, 2010, from http://www.who.int/topics/disabilities/en/25 Ibid26 Ibid27 Institute of Law and Research and Reform. (1989). Competence and Human Reproduction. Retrieved on March 8, 2010, fromhttp://www.law.ualberta.ca/alri/docs/fr52.pdf
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In 1996, the Government of Canada agreed to examine the needs of people with disabilitiesand list gaps in services as one of the government priorities. In 1998, In Unison: A Canadian
Approach to Disability Issues was jointly released by the Government of Canada and theprovinces and territories. This framework document provided a shared vision, principles,and objectives to guide future action on disability issues and policymaking by the federal andprovincial governments. In addition, the report defined “objectives for the futuredevelopment of disability supports: accessibility, portability, and an individual focus.”28
The Social Union Framework Agreement, signed in February 1999, had the goal of providingdefinitions and consistency of terminology in the creation of disability-related policies.29 Thevision for this framework was to establish grounds for “full citizenship for all Canadians —including persons with disabilities.”30 The assumption was that if people with disabilities areable to receive proper supports, they will be able to secure employment and becomecontributing citizens. This report confirmed the complexity in defining disability as anidentifying label. During the discussions, it became apparent that assessing disability-relatedterminology was very different than assessing the needs of an individual living with adisability.In 2003, the Government of Canada produced a document entitled Defining Disability: A
Complex Issue with the rationale of providing a “framework for understanding, disabilitydefinitions in key Government of Canada initiatives.” This report highlighted the perplexitythat exists between “definitions, eligibility criteria, and program objectives.”31 The problemhas always been how to define the term disability, and how to create programs that will beresponsive to the needs of individuals with disabilities. The report concludes with thefollowing statement:“disability is difficult to define because it is a multi-dimensional concept with both objective andsubjective characteristics. When interpreted as an illness or impairment, disability is seen as fixed in anindividual’s body or mind. When interpreted as a social construct, disability is seen in terms of thesocio-economic, cultural and political disadvantages resulting from an individual’s exclusion.” Inaddition, “the medical model assumes that disability is an intrinsic characteristic of individuals withdisabilities. This assumption translates into practices that attempt to “fix” individuals’ abnormalitiesand defects, which are seen as strictly personal conditions. The functional limitations perspective arosefrom attempts to expand the medical model to include non-medical criteria of disability, especially thesocial and physical environment.”32The literature review confirmed that defining disability is not a straightforward undertaking.With the intent of creating standardized disability-related measurement tools, countries likeCanada, Australia, Italy, India, Japan, and Mexico developed and implemented reportingsystems for rehabilitation, home care, and disability impact based on the International
Classification of Functioning, Disability and Health (ICF).In 2001, the World Health organization adopted the International Classification of
Functioning, Disability and Health framework. This framework is used as the “international
28 Human Resources and Skills Development. (1999). Future directions To Address Disability Issues for the Government of Canada: Working
Together for Full Citizenship. Retrieved on March 8, 2010, fromhttp://www.servicecanada.gc.ca/eng/cs/sp/sdc/socpol/publications/reports/1999-000046/page08.shtml29 Ibid30 Ibid31 Government of Canada. (2003). Defining Disability: A Complex Issue. Retrieved on March 8, 2010, from http://dsp-psd.communication.gc.ca/Collection/RH37-4-3-2003E.pdf32 Ibid
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standard to describe and measure health and disability.”33 The goal of ICF is to show thatdisability is not something that is experienced by a few individuals but it is “universal humanexperience.”34 This standardized tool has assisted in the development of health standards,disability policies, and various legislations in many countries.35
People with Disabilities: Experiencing BarriersThe consumer-driven movements were a response to barriers that were experienced bypeople with disabilities – barriers ranging from attitudinal, to environmental,communication, transportation, vulnerability and/or violence. Many individuals withcognitive disabilities continue to experience lack of appropriate communication materials,while deaf and hard of hearing individuals are faced with a lack of interpretive servicesnecessary for proper communication. Citizens with vision impairments still face barriersbecause of the lack of accessible environments and lack of resources in alternative formats.People with mobility impairments are struggling with environments that are inaccessible.Individuals with mental health illness are faced with societal labels and inappropriatesupports.The following section illustrates the findings from the literature review in relation to thebarriers that are faced by people with disabilities.
Attitudinal BarriersThe utmost barriers that people with disabilities face today are attitudinal barriers and theimplications associated with them. Gerschick writes that “the greatest impediment to aperson’s taking a full participation in this society are not his physical flaws, but rather thetissue of myths, fears, and misunderstandings that society attaches to them.”36In a literature review conducted by the National Disability Authority from Ireland, it becameapparent that there is not a universally accepted definition of what attitudinal barriers areand how to classify attitudes.37 Attitudes affect people with disabilities when seekingemployment, education or health care and in their everyday life interactions. This studyfound that perceptions of the public regarding disability have improved but not towarddisabilities that are invisible or unpredictable such as mental health:38“A major reason proposed for negative social attitudes, resulting in the denial of basic values andrights/conditions, is the way disability is portrayed and interpreted in society. Biklen (1987) andTaylor et al (1993) identified social construction of disability as a barrier to social inclusion. Atcommunity level negative attitudes can become structured into social patterns of segregation anddiscrimination. The theory of social construction attempts to explain the process by which knowledgeis created and assumed as reality (Douglas, 1970 cited by Devine, 1997). The theory asserts thatmeanings are created, learned and shared by people and then reflected in their behaviour, attitudesand language (Devine 1997 citing Berger et al, 1966).
33 World Health Organization. Web Site. Retrieved on March 8, 2010, from http://www.who.int/classifications/icf/en/34 Ibid35 World Health Organization. Sample of ICF Checklist Version 2.1a, Clinician Form for International Classification of Functioning, Disability
and Health. Retrieved on March 8, 2010, from http://www.who.int/classifications/icf/training/icfchecklist.pdf36 Gerschick, T. J. (2000). Toward a theory of disability and gender. Signs, 25(4), 1263.37 National Disability Authority. (2006). Literature Review on Attitudes towards Disability. Retrieved on September 25, 2010, fromhttp://issda.ucd.ie/documentation/nda/nda06-literature.pdf38 Ibid
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Particular social constructions of disability portray people with disabilities as “other” and not as anintegral part of the ‘normal’ world. Negative attitudes and behaviours develop from this ‘worldview’. Inthe last two decades disability rights activists and academics have highlighted cultural andenvironmental factors that marginalise people with disabilities, denying them basic values and theaccompanying basic rights/conditions. This social model of disability places a person’s impairment inthe context of social and environmental factors, which create disabling barriers to participation (Oliver,1990).”39Attitudinal barriers are created and maintained by the low expectations of what people withdisabilities can and cannot do – perceptions that people with disabilities are burdens, ageneral misunderstanding of what disability is, and the perceived lack of ability thatindividuals with disabilities have when seeking employment and educational opportunities.Research shows that there is a lack of disability awareness that is effective and impactful.40“The root of disability lies in a failure of the environment to allow someone to function tohis/her full capacity as much as in any functional impairment that the person may have.”41
Environmental BarriersAdditional obstacles for people with disabilities are the environmental barriers created byarchitectural designs that limit accessibility for individuals with mobility or visualimpairments. In 1981, Berube wrote, “barrier-free design is not architecture specifically forthe disabled. It's simply design that takes into account the wide range of potential users of abuilding - the temporarily or chronically disabled, the elderly, children, and indeed, the able-bodied making deliveries, carrying groceries, pushing a baby carriage or moving furniture.”42Elizabeth Brawley states that “physically and mentally challenged individuals become morevulnerable and dependent on their environment to compensate for sensory impairments,including dimming eyesight, which interferes to some degree with daily activities as well associal and leisure activities – the things that provide emotional and social well-being.” 43The Alberta Building Code is in place to guide the development of structures. Section 3.8 ofthe code deals with barrier free code criteria and is limited in its application, most notably inprivate residences and in certain industrial settings. In unique circumstances, contractorsand builders are able to apply for relaxation of criteria contained in Section 3.8. In Alberta,code enforcement is the responsibility of municipalities; however, finite financial resourceslimit the ability of municipal governments to enforce the building code.There are two important philosophies regarding accessible environments: barrier-freedesign and universal design. The Government of Alberta defines barrier-free as “the absenceof obstacles in an environment, therefore allowing persons with physical, mental or sensorydisabilities safer and easier access into buildings and then use of those buildings and relatedfacilities and services.”44
39 Ibid40 Ibid41 Ibid42 Berube, B. (1981). Barrier-Free Design – Making the Environment Accessible to the Disabled. CMA Journal, January 1, 1981, Volume 124.Retrieved on March 8, 2010, from http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1705088/pdf/canmedaj01473-0070.pdf43 Brawely, Elizabeth. (2009). Enriching Lighting Design. NeuroRehabilitation 25 (2009) 189–199. Retrieved on March 8, 2010, fromhttp://iospress.metapress.com/content/t5151v545346x40l/fulltext.pdf44 Safety Codes Council. (2008). Design for Independence and Dignity for Everyone: Vision, Hearing, Communication, Mobility, Cognition –
Barrier-Free Design Guide. Retrieved on September 10, 2010, from http://www.safetycodes.ab.ca/upload/docs/SCC-BFDG-FINAL-protected.pdf
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“Universal access or universal design is a concept, that, when applied to environments,ensures that facilities, products, and services are usable by all people.”45 Joines writes that“universal design focuses on selecting products and creating environments in whichindividuals can use their abilities (senses, strength, coordination, reflexes and sensation) toaccomplish tasks without special accommodation.”46 The seven principles of universal designare equitable use, flexibility in use, simple and intuitive use, perceptible information,tolerance for error, low physical effort, and size and space for approach and use.47The disability community has been vocal regarding the need for barrier-free environmentsand equal access to services. Many organizations, like the Council of Canadians withDisabilities48 or the Canadian Paraplegic Association, have been demanding implementationand enforcement of the barrier-free building codes and for the establishment of a UniversalDesign Centre “that would act as a cross-departmental focal point of responsibility toharmonize, track and deliver results in the area of barrier removal.”49As Lepofsky and Graham50 state “there is no entrenched sector of society which wouldoppose the task of making legislation barrier-free for persons with disabilities.”51 Thegovernment has a duty to assure that all legislations, services, and products are accessible toall citizens. “Those who participate in the legislative process cannot consciously orunconsciously assume that all those who will be affected by that legislation have nodisabilities now and will never get one.”52 Implementation of barrier-free and universaldesign principles and concepts must eliminate environmental barriers that are faced bypeople with disabilities.
Communication BarriersThe ability to effectively communicate is limited for some individuals with disabilitiesbecause of inappropriate communication formats or methods. “Communication is thefoundation of much of our lives and a basic human right.”53 The communication process canbe influenced by someone’s ability to speak, understand, read or write. Various research hasbeen conducted with the intent of developing effective strategies in the removal ofcommunication barriers for people with disabilities.54
45 North Carolina Office on Disability and Health. Partners in health care. Retrieved on March 8, 2010, fromhttp://www.fpg.unc.edu/~ncodh/pdfs/partners.pdf46 Joines, S. (2009). Enhancing Quality of Life through Universal Design. NeuroRehabilitation. 2009; 25 (3):155-67. Retrieved on March 8,2010, from http://iospress.metapress.com/content/5g112p283123h141/fulltext.html47 Steinfeld, E. and Danford, S. (2006). Universal Design and the ICF. Retrieved on March 8, 2010, fromhttp://secure.cihi.ca/cihiweb/en/downloads/New%20Presentations/ICF%20Presentation%20Notes.pdf48 Council of Canadians with Disabilities. (2008). A Disability Rights Analysis of Canada's Record Regarding the Human Rights of Persons with
Disabilities: A Submission by CCD to the Human Rights Council in Relation to the 2009 Periodic Review of Canada. Retrieved on March 8, 2010,from http://www.ccdonline.ca/en/humanrights/promoting/periodic-review-200949 Ibid50 Lepofsky, D., and Graham, R. Universal Design in Legislative Drafting – How to Ensure Legislation is Barrier-Free for People with Disabilities.Retrieved on March 8, 2010, fromhttp://www.crvawc.ca/documents/Universal%20design%20in%20drafting%20barrier%20free%20legislation%20for%20people%20with%20disabilities.pdf51 Ibid52 Ibid53 Ontario Ministry of Community and Social Services. (2009). Communication Access for People who have Communication Disabilities:
Guidelines and Resources on Communication with People who Have Communications Disabilities. Retrieved on March 8, 2010, fromhttp://www.accesson.ca/documents/en/mcss/accessibility/DevelopingStandards/Communication_Access_ENG_no_ack.pdf54 Brathwaite, D. and Thompson, T. (ed). (2002). Handbook of Communication and People with Disabilities: Research and Application.Retrieved on March 8, 2010, fromhttp://www.questia.com/read/28054019?title=Handbook%20of%20Communication%20and%20People%20with%20Disabilities%3a%20Research%20and%20Application
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Individuals with communication impairments experience barriers when accessing programsand services due to the impatience of others who do not take time to adjust to thecommunication needs of the individual. There are augmentative communication devices thatallow individuals with disabilities to communicate; however, finite financial resources limitthe ability for service providers to take full advantage of these technologies.
Transportation BarriersInappropriate and inaccessible transportation is another barrier faced by people withdisabilities when attempting to access services. The federal government of Canada conducteda review on the Canada Transportation Act in order to see what needs to be implemented forequal access to transportation for people with disabilities and the general public.55 Accordingto the Review Panel, “people with disabilities have traditionally had difficulty making full useof the transportation system to get to work, travel on business, visit friends and relatives, ortake a vacation. Obstacles in the system have prevented these Canadians from participatingfully in activities others take for granted.”56

Figure 1: Canadians With Disabilities - DemographicsInappropriate transportation leads to social exclusion which “refers to constraints thatprevent people from participating adequately in society, including education, employment,public services and activities.”57 Various court cases filed in Canada have successfullyinformed the public about transportation barriers that are faced by Canadians withdisabilities. For example, the Canadian Transportation Agency ruled that obesity is adisability, and it should be accommodated.58In Council of Canadians with Disabilities vs. Via Rail Canada Inc., the Supreme Court of Canadadeclared the following:
55 Canada Transportation Act Review Panel. (2001). Vision and Balance: Report of the Canada Transportation Act Review Panel. Retrieved onMarch 8, 2010, from http://www.reviewcta-examenltc.gc.ca/english/pages/final/tablee.htm56 Ibid57 Litman, Todd. (2003). Social Inclusion As A Transport Planning Issue in Canada: Contribution To The FIA Foundation G7 Comparison.Retrieved on March 8, 2010, from http://www.vtpi.org/soc_ex.pdf
58 McKay-Panos v. Air Canada. Retrieved on March 8, 2010, from http://www.schenklaw.ca/resource/mackay.htm

Canadians With Disabilities – Demographics

 In 1991 15.5% of the population – 4.2 million people – reported having a disability.
 Adults with disabilities numbered 3.53 million (16.8%).
 Those with mobility disabilities were estimated at 2.02 million (9.6%), and those usingwheelchair at 124,000 (0.6%).
 Adults unable to use intercity services or having difficulties using them represented5% of the total adult population (1.06 million people), and those experiencingdifficulties using local transportation also represented about 5%.
 Individuals with limitations relating to mobility amounted to 7.2% of the adultpopulation, and 75% of those were classified as transportation disabled.
 Among persons classified at transportation disabled, 31% had hearing limitations,19% had sight limitations and 9% had speech limitations.
 About 40% of transportation disabled individual had disabilities relating to mentalhealth conditions, learning disabilities, or developmental disabilities.Source: Canada Transportation Act Review Panel
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“that a safe, economic, efficient and adequate network of viable and effective transportation servicesaccessible to persons with disabilities and that makes the best use of all available modes oftransportation at the lowest total cost is essential to serve the transportation needs of shippers andtravellers, including persons with disabilities, and to maintain the economic well-being and growth ofCanada and its regions and that those objectives are most likely to be achieved when all carriers areable to compete, both within and among the various modes of transportation, under conditionsensuring that, having due regard to national policy, to the advantages of harmonized federal andprovincial regulatory approaches and to legal and constitutional requirements.”59This court decision demanded that rail transportation be made accessible and available forpeople with disabilities who use wheelchairs or scooters.“Accommodating disabled people should be seen as part of the cost of doing business inCanada,”60 and without the effort of the federal, provincial, or municipal governments thiscannot be accomplished. Without proper transportation methods, people with disabilitieswill continue to be excluded from society and services necessary for maintaining quality oflife.
Barriers to Access Health and Medical ServicesAccording to Health Canada, Canadians experience barriers to health care such as“availability of services, financial barriers, non-financial barriers to presentation of healthcare needs, and barriers to equitable treatment.”61 Access to services for health support,prevention, and medical treatments is vital for people with and without disabilities. Withoutproper access to health and medical services, individuals might experience an increase inhealth problems or develop new conditions. Without proper diagnosis, individuals areunable to maintain proper quality of life. People with disabilities require the health caresystem to be more receptive because of the varying needs for health promotion, prevention,and treatment.Although medical technology and treatments have advanced, many people with disabilitiesstill experience barriers when accessing health and medical services. Few studies have beenconducted where “the findings highlight the complex nature of access barriers for peoplewith disabilities and underscore the importance of disability literacy in the health servicedelivery process.”62 These studies identified barriers to health and medical services like“environmental barriers; structural barriers, related to participants' insurance plan benefitsand requirements; and process barriers, related to the way that providers deliver services.”As Scheer, Kroll, Neri, and Beatty describe, individuals identified barriers because of thedifficulty in accessing appropriate transportation, difficulty in making timely appointmentsand describing symptoms, and the inability to have appropriate communications with themedical staff. 63
59 Council of Canadians with Disabilities vs. Via Rail Canada Inc. Retrieved on March 8, 2010, fromhttp://scc.lexum.umontreal.ca/en/2007/2007scc15/2007scc15.html60 Council of Canadians with Disabilities. (2008). CCD Wins Removal of Longstanding Barrier to Mobility and Travel. Retrieved on March 8,2010, from http://www.ccdonline.ca/en/transportation/air/no-surcharge-extra-inflight-seat61 Health Canada. (2001). Certain Circumstances: Issues in Equity and Responsiveness in Access to Health Care in Canada. Retrieved onSeptember 28, 2010, from http://www.hc-sc.gc.ca/hcs-sss/alt_formats/hpb-dgps/pdf/pubs/2001-certain-equit-acces/2001-certain-equit-acces-eng.pdf62 Scheer, J.; Kroll, T.; Neri, M.T.; and Beatty, P. (2003). Access barriers for persons with disabilities, Journal of Disability Policy Studies, 13(4):221-230.63 Bachman, S. et al. (2006). Provider Perceptions of Their Capacity to Offer Accessible Health Care for People with Disabilities. Retrieved onMarch 8, 2010, from
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The following section will present the literature review findings concerning barriers tohealth and medical services experienced by people with disabilities.
Attitudinal BarriersWhen accessing health and medical services, people with disabilities experience a focus ontheir disabilities rather than abilities. It seems that “health care professionals are just as lostas everyone else when dealing with people with disabilities.”64A study conducted in Ontario probed the difference of service provision between people withdisabilities and people without disabilities. “Statistics at both the national and local levelsconfirm that although people with disabilities have greater need for health services,including both institutional and community services, they also experience significantdisadvantages in attempting to access service.”65 One of the main findings in this study wasthat patients with disabilities take and require more time when accessing health services –extra time that physicians do not have and do not want to allocate. In addition, since patientswith disabilities require assistance during exams, many physicians refuse to take on theliability of assisting them.
CareAccessing appropriate ongoing and preventive care has been a challenge for many peoplewith disabilities.66 One issue is determining how to synchronize and assure that the patient-provider relationship is continuous and without major interruptions.67 According to Bowerset al, barriers to care “are physical, social and economic, the most significant of whichinclude: transportation difficulties, inaccessible offices, inadequate provider knowledge,provider attitudes, and inadequate medical insurance coverage.68 Various studies haveshown that when people with disabilities do not have proper access to heath and medicalservices, hospitalization incidents are high and development of “secondary conditions.”69 In2003, “fifteen percent of Canadians reported difficulty accessing routine care, and 23%reported difficulties with immediate care” according to the Health Services Access Survey andthe Canadian Community Health Survey.70 In another study, “35% to 50% of respondents who
http://www.questia.com/read/5018547466?title=Provider%20Perceptions%20of%20Their%20Capacity%20to%20Offer%20Accessible%20Health%20Care%20for%20People%20with%20Disabilities64 Roush, Susan. (1986). Health Professionals as Contributors to Attitudes towards Persons with Disabilities: A Special Communication.
Physical Therapy Volume 66/November 10, October 1986. Retrieved on March 8, 2010, fromhttp://ptjournal.apta.org/content/66/10/1551.full.pdf65 McColl, M., Forster, D., Shortt, S., Hunter, D., Dorland, J., Godwin, M. and Rosser, W. (2008). Physician Experiences Providing Primary Careto People with Disabilities. HealthCare Policy, 4(1) 2008: e129-e147. Retrieved on March 8, 2010, fromhttp://www.longwoods.com/content/1998966 Iezzoni, L., Davis, R., Soukup, J. and O’Day, B. (2003). Quality Dimensions That Most Concern People With Physical and SensoryDisabilities. ARCH INTERN MED/VOL 163, SEP 22, 2003. Retrieved on March 8, 2010, from http://archinte.ama-assn.org/cgi/reprint/163/17/208567 Bowers, B., Esmond, S., Lutz, B. and Jacobson, N. (2003). Improving Primary Care for Persons with Disabilities: the Nature of Expertise.
Disability & Society, Vol. 18, No. 4, 2003, pp. 443–455. Retrieved on March 8, 2010, from http://www.dhs.wisconsin.gov/wipartnership/pdf-wpp/appe.pdf68 Ibid69 Ibid70 Sanmartin, C. and Ross, N. (2006). Experiencing Difficulties Accessing First-Contact Health Services in Canada. HealthCare Policy, 1(2):
103-119. Retrieved on September 29, 2010, from http://www.longwoods.com/content/17882
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met the criteria for mental health or substance abuse did not seek services” because of theperception that services will not be appropriate and that self-treatments will work better.71The literature review conducted by ACCD revealed that there is a gap between the servicesthat have been prescribed and the actual delivery of care. According to Morgan et al, the gapthat currently exists in the delivery of care in Canada not only “results in significantpreventable morbidity and mortality but also lengthens wait time for health care servicesand threatens the sustainability of our health care system.”72In order to eliminate barriers to adequate care, the development of a health care systemwhich includes preventative strategies,73 or initiatives to develop practical guidelines74 in thedelivery of care, is suggested. By incorporating best practices, health care professionals willbe able to diagnose and treat patients with disabilities more effectively.
Environmental BarriersStudies75 show that individuals with physical disabilities experience difficulties in accessinghealth and medical services because they are unable to enter the doctor’s office, use thenecessary equipment, or access the washrooms. “About one third of people with physicaldisabilities feel they are experiencing access barriers to receiving appropriate primary healthcare.”76Another study77 demonstrated that there is a difference between stated and actualaccessibility at various health care services delivery sites. Services providers assume theirlocations are accessible to all, but this is not always the case. The difference in theperceptions of accessibility lies in the lack of appropriate knowledge or limited financialresources to upgrade offices and facilities.
Medical EquipmentFor people with disabilities, accessing medical equipment represents another barrier inreceiving proper health care and health-promotion services. Individuals experience lack ofaccess due to inaccessible diagnostic, therapeutic, procedural, rehabilitation, and exerciseequipment, such as examination and treatment tables and chairs, weights scales, x-rayequipment, glucometers, blood pressure cuffs, and exercise machines.78
71 Urbanoski, K., Cairney, J., Bassani, D. and Rush, B. (2008). Perceived Unmet Need for Mental HealthCare for Canadians With Co-occurring Mental and Substance Use Disorders. Psychiatric Services March 2008 Vol. 59 No. 3. Retrieved onMarch 8, 2010, from http://psychservices.psychiatryonline.org/cgi/reprint/59/3/28372 Morgan, M., Zamora, N. and Hindmarsh, M. (2007). An Inconvenient Truth: A Sustainable health care System Requires Chronic Disease
Prevention and Management Transformation. Retrieved on March 8, 2010, fromhttp://www.northwestlhin.on.ca/uploadedFiles/Home_Page/Integrated_Health_Service_Plan/An%20Inconvenient%20Truth.pdf73 Ibid74 William F. Sullivan, John Heng, Yona Lunsky, et al. (2006). Consensus Guidelines for Primary Health Care of Adults with DevelopmentalDisabilities. Canadian Family Physician 52: 1410-18. Retrieved on September 29, 2010, fromhttp://www.cfpc.ca/cfp/2006/Nov/_pdf/vol52-nov-cme-sullivan.pdf75 Veltman, A., Stewart, D., Tardif, G. and Branigan, M. (2001). Health care for People with Physical Disabilities - Access Issues: Discussion.
Medscape General Medicine. 2001;3(2).Retrieved on September 29, 2010, from http://www.medscape.com/viewarticle/408122_476 Ibid77 Pritzlaff, C., Cesar, K., Tymus, T. and Fiedler, I. (2002). Perceived Versus Actual Physical Accessibility of Substance Abuse TreatmentFacilities. Top Spinal Cord Inj Rehabil 2002;7(3):47–55. Retrieved on September 29, 2010, fromhttp://thomasland.metapress.com/content/tv0rt8tle3j57k2l/fulltext.pdf78 Canadian Institute for Health Information. (2006). Medical Imaging Technologies in Canada, 2006—Supply, Utilization and Sources of
Operating Funds. Retrieved on March 8, 2010, from http://secure.cihi.ca/cihiweb/products/mit_analysis_in_brief_e.pdf
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People with disabilities face the potential of misdiagnosis and inappropriate preventativetreatments if the physician does not have an accessible medical exam table or if tests areconducted with inaccessible imaging technology. Inconsistencies in policies regardingservices provision to people with disabilities has allowed physicians across Canada toprovide services according to their personal preferences and choices rather than accordingto best practices. Even laboratory development policies differ from province to province.79According to Kelly Mack, “the predominance of inaccessible examination tables” have left“many wheelchair users not to have thorough medical examinations in years.” Lack ofaccessible tables and chairs prevents people with disabilities from receiving quality healthcare. One of the primary reasons that many health care clinics and facilities do not haveaccessible equipment is because physicians fear the cost of making improvements. Whenpurchasing new medical equipment such as exam tables and chairs, the cost for accessibleand inaccessible exam tables and chairs is comparable. Mack stated that no transfer staff willbe needed if a physician has an accessible exam table and the accessible chair or table willnot only benefit the patient but also the physician.80Individuals with mobility issues have difficulty accessing proper diagnostic tests as they arenot able to transfer to and from the equipment without proper supports or transfer teams;therefore, the rate of misdiagnosis is much higher. Women with physical disabilities are lesslikely to receive PAP tests compared to women without disabilities.81With the passing of the American with Disabilities Act in the United States, many health careinstitutions were obligated to purchase height-adjustable examination tables, provide stafftraining, and pay monetary penalties. 82 Furthermore, medical professionals were given taxcredits to purchase accessible equipment. These legislatives policies and incentives assistedin creating accessible health and medical services for Americans with disabilities.83In order to address these challenges, health care service providers need to incorporateaccessibility into their practices and the “ability to identify the need for equipment to assurean exam or procedure can be fully conducted,” and gain knowledge about what accessibleequipment is and the proper usage of it.84
Communication BarriersPatients with communication, intellectual or developmental impairments experiencedifficulties in establishing appropriate patient-doctor relationships because of thecommunications barriers they experience.85 Literature reveals that health care providers feel
79 Ibid80 Mack, Kelly. (2005). Accessible Medical Exam Tables: Just Ask. Retrieved on March 8, 2010, fromhttp://www.equalizers.org/issues/New_Mobility_Dec05.pdf81 Ibid82 Ibid.83 Issaacson Kailes, J. and Mac Donald, C. (2009). Importance of Accessible Examination Tables, Chairs and Weight Scales. Retrieved on March8, 2010, from http://www.cdihp.org/briefs/1%20%20Brief-Exam%20Tables%20and%20Scales-FINAL%20Edition%204_4%208%2009.pdf84 Mudrick, N. and Yee, S. (2007). Defining Programmatic Access to health care for People with Disabilities. Retrieved on March 8, 2010, fromhttp://www.dredf.org/healthcare/Healthcarepgmaccess.pdf85 Wullink, M., Veldhuijzen, W., Schrojenstein Lantman, H., Metsemakers, J., and Dinant, G. (2009). Doctor-Patient Communication withPeople with Intellectual Disability - a Qualitative Study. BMC Family Practice 2009, 10:82 doi:10.1186/1471-2296-10-82. Retrieved onMarch 8, 2010, from http://www.biomedcentral.com/content/pdf/1471-2296-10-82.pdf
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more uneasy providing medical care to individuals with communication impairments than toindividuals with physical disabilities.86 These communication barriers exist because of a lackof training in communication alternatives.In Provider Perceptions of Their Capacity to Offer Accessible Health Care for People with
Disabilities, Bachman, Vedrani, Drainoni, Tobias, and Maisels present “preliminary data aboutthe results of a comprehensive survey of providers regarding their perceptions of access tohealth care for people with a broad range of disabilities.”87 The results of this study indicatedthat medical professionals are “more likely to provide services to patients with chronicillness, mobility, cognitive, or psychiatric impairments than they are to serve individuals withcommunication limitations or visual impairments.”88 It was reported that assistingindividuals with communication impairments represents a barrier for the physicians and thepatients because of the inability to appropriately communicate symptoms and treatments.“Provider perceptions of access to health care suggest that individuals with disabilities donot have easy access to health-care providers, despite changes brought on by the ADA.”89Individuals who are Deaf or Hard of Hearing tend to experience barriers to services becauseof the inability to secure sign language interpreters or communication technology. Thesebarriers are even more profound when accessing counselling services.ACCD’s literature review revealed that there are many barriers within the health careprofessionals’ service provision, as doctors or specialist do not always have proper access todisability-related training and ongoing guidance with new available technologies.90
Wait timesAccording to Statistics Canada, 49% to 71% of individuals waiting for surgery in 2005 wereaffected by worry, stress, and anxiety.91 The chart below shows that the longest waitingtimes are for non-emergency surgeries, followed by waiting times for specialist visits.

86 Chew, K., Iacono, T. and Tracy, J. 2009). Overcoming Communication Barriers: Working with Patients with Intellectual Disabilities.
Australian Family Physician Vol. 30, January/February 2009. Retrieved on March 8, 2010, fromhttp://www.racgp.org.au/afp/200901/200901chew.pdf87 Bachman, S. et al. (2006). Provider Perceptions of Their Capacity to Offer Accessible Health Care for People with Disabilities. Retrieved onMarch 8, 2010, fromhttp://www.questia.com/read/5018547466?title=Provider%20Perceptions%20of%20Their%20Capacity%20to%20Offer%20Accessible%20Health%20Care%20for%20People%20with%20Disabilities88 Ibid89 Ibid90 Hogg, J. (2001). Essential health care for People with Learning Disabilities: Barriers and Opportunities. Journal of the Royal Society of
Medicine 2001 July; 94(7): 333–336. Retrieved on March 8, 2010, from http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1281596/91 Statistics Canada. (2005). Access to Health Care Services in Canada. Retrieved on March 8, 2010, from http://www.statcan.gc.ca/pub/82-575-x/82-575-x2006002-eng.pdf
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Figure 2: Distribution of waiting times by specialized services, Canada, 2005Access to timely health services became a debated issue even at the Supreme Court of Canadaduring the Chaoulli v. Quebec case in 2005.Governments have been attempting to tackle this issue and create standards of acceptablewait times for health services. Provinces, such as Ontario, have developed a Wait Time
Strategy92 with the goals of creating an effective prioritisation for surgery, improvement ofpatient access to services, and elimination of the development of additional symptoms.
Gender-related disparities in the access of health care servicesDisability feminists have raised valuable awareness on issues experienced by women withdisabilities and the struggles faced on a daily basis when accessing health and medicalservices; however, the literature review conducted by ACCD found that women withdisabilities are not alone in their struggle for accessibility and equal treatment. The literaturerevealed that men with disabilities faced disadvantages as well, but there was a lack of indepth research describing the precise nature of these disadvantages.Even though extensive research has been conducted on the experiences of women withdisabilities when accessing preventative and ongoing health services, there is little researchavailable regarding the experiences of men with disabilities who access these same services.From the evidence we found, it became evident that people with disabilities, regardless ofgender, experience barriers when accessing health and medical services. As a result of thesebarriers, many provincial governments have started including gender as a category whendeveloping health care strategies and delivery of health care services. 93
Women with disabilities and access to health careThe ACCD literature review revealed that women with disabilities face many barriers andchallenges when accessing preventative, ongoing, and therapeutic health services. “Womenwith chronic illnesses often feel labelled as malingerers, rather than offered support.”94Women with disabilities identify barriers created by inappropriately-designed medical
92 Walker, Sarah. (2009). Waiting for Care: A Study of Physical and Psychological Symptoms and health care Utilization for Pain whilst Waiting
for Gynaecological Surgery. Retrieved on March 8, 2010, fromhttp://qspace.library.queensu.ca/jspui/bitstream/1974/5247/1/Walker_Sarah_200909_MSc.pdf93 Prairie Women’s Health Centre of Excellence. (2003). Including Gender in Health Planning: A Guide for Regional Health Authorities.Retrieved on March 8, 2010, from http://www.pwhce.ca/pdf/gba.pdf94 Ibid
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equipment such as examination tables or chairs, inability of physicians to perform PAP teststo individuals with spinal cord injuries, lack of appropriate information regarding sexuality,and inappropriateness for various treatment options.95 96
Men with disabilities and health careMen with disabilities face gender stereotypes. They have been represented as “feminised andlacking masculine traits.”97 In his personal reflections on masculinity and disability, Teppercomments that “the social construction of masculinity begins as soon as we are born andcontinues for the rest of our life…from the moment the doctor pronounces ‘it’s a boy’ malesbegin to establish a sense of gender identity.”98In many cases, living with a disability compels an individual to reflect upon perceptions ofmanhood and masculinity. Research suggests that men with disabilities who “measurethemselves against typical masculine ideals and obsess about their inability to adequatelyembody them were more apt to remain emotionally immobilized.”99 This is obviouslydebilitating and is an issue that needs to be addressed in a positive way.Various sources indicate that men tend to have poorer health than women. “Masculine rolesand ideologies (including those of male health professionals) are most likely to play a part indiscouraging men’s help-seeking”.100 Men tend to consider themselves as self-reliant and incontrol. Seeking assistance and help regarding health-related issues is not perceived asnecessary.There is a need “to address how men’s behaviour and lifestyles contribute to their immediateand long-term health needs”.101 Countries like New Zealand and Australia have conductedresearch in order to address the gaps in services offered to men. In addition, thegovernments of these two countries have been developing health policies that can addressthe unique needs of men and how to encourage them to access preventive and ongoinghealth services. 102 103
Lack of Health-Related Disability PoliciesOur systematic literature review as well as other reviews undertaken by variousorganizations104 demonstrated the lack of disability policies in Canada that can be used as a
95 Tudiver, S. and Hall, M. (2005). Women and Health Care Delivery in Canada. Retrieved on March 8, 2010, from http://www.hc-sc.gc.ca/hl-vs/pubs/women-femmes/can-usa/can-back-promo_9-eng.php96 Clow, B., Pederson, A. Haworth-Brockman, M. and Bernier, J. (2009). Rising to the Challenge: Sex- and Gender-Based Analysis for Health
Planning, Policy and Research in Canada. Retrieved on March 8, 2010, from http://www.pwhce.ca/pdf/RisingToTheChallenge.pdf97 Meekosha, Helen. (2004). Gender and Disability. Retrieved on March 8, 2010, from http://www.wwda.org.au/meekoshagendis1.pdf98 Tepper, M. S. (1999). Letting Go of Restrictive Notions of Manhood: Male Sexuality, Disability and Chronic Illness. Sexuality and Disability,
17(1), 37-52.99 Shuttleworth, R. P. (2004). Disabled masculinity: Expanding the masculine repertoire. In B. Hutchinson & B. G. Smith (Eds.), Gendering
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template by the provincial or territorial governments when developing programs andservices. “Disability policy in Canada has been described as conflicting, fragmented,incoherent, not user-friendly, a “hit-or-miss” affair.”105 There have been variouscommitments and funding opportunities for research in the development of disability-related policies and procedures; however, nothing concrete has been established by any levelof government.The only policy that ACCD’s research found was Duty to Accommodate by the CanadianHuman Rights Commission106 and the provincial commissions. This policy was put intopractice by the Ontario Human Rights Commission, which in 2008 requested that the Collegeof Physicians and Surgeons of Ontario pass the Physicians and the Ontario Human Rights Codepolicy document. “The goal of this policy is to help physicians understand the scope of theirobligations under the code and to set out the College’s expectation that physicians willrespect the fundamental rights of those who seek their medical services.” This policy set outto clarify the basic rights and obligations of physicians toward their patients and that nodiscrimination should occur based “on clinical competence, moral and religious beliefs anddisability.”In Section 2 of the Physicians and the Ontario Human Rights Code policy document, there is anexplanation about expectations under the duty to accommodate statement and what unduehardship is. “When physicians become aware that existing patients or individuals who wishto become patients have a disability which may impede or limit access to medical services,the code requires physicians to take steps to accommodate the needs of these patients orindividuals. The purpose in doing so is to eliminate or reduce any barriers or obstacles thatdisabled persons may experience.” Physicians are not obligated to provide accommodation ifthe actions will cause undue hardship to the physician and the practice.107Before the policy was finalized, the Ontario Human Rights Commission submitted a responseopinion to the College of Physicians and Surgeons of Ontario with the intent of clarifying that“the right to accommodation rests with the person requesting the accommodation, whereasthe duty to provide the accommodation rests with the service provider, employer or otherorganization.” The Ontario Human Rights Commission acknowledges “the pressures thatphysicians face in managing their caseload and their interactions with patients in a context ofdoctor shortages, and an aging and increasingly diverse society. At the same time, asproviders of such an essential service as health care, their efforts to ensure that their policies,practices, and decisions are free of bias and discrimination can have a significant positiveimpact on the lives of Ontarians.”108The Physicians and the Ontario Human Rights Code policy document is the only documentthat addresses accommodations in terms of the physician-patient relationship. A searchwithin the College of Physicians and Surgeons from other provinces in Canada did notproduce any policies that address this issue.
105 Ibid106 Canadian Human Rights Commission. Duty to Accommodate. Retrieved on March 10, 2010 from http://www.chrc-ccdp.ca/portal_portail/duty_obligation-en.asp .107 College of Physicians and Surgeons of Ontario. (2008). Physicians and the Ontario Human Rights Code: Policy Statement #5-08. Retrievedon March 8, 2010, from http://www.cpso.on.ca/uploadedFiles/downloads/cpsodocuments/policies/policies/human_rights.pdf108 Ontario Human Rights Commission. (2000). Submission of the Ontario Human Rights Commission to the College of Physicians and Surgeons
of Ontario Regarding the draft policy, "Physicians and the Ontario Human Rights Code.” Retrieved on March 8, 2010, fromhttp://www.ohrc.on.ca/en/resources/submissions/physur?page=suben-Contents.html
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Challenging the health-care system: Court CasesThere have been several court cases that have shaped how health and medical services areprovided to people with disabilities. “Legal mobilization” has been implemented as aneffective process in bringing change and challenging a system where certain rules do notexist.109 According to Manfredi and Maioni, “litigation occurs when groups are systematicallyblocked from other avenues of political change.” This is a process where disadvantagedgroups seek to improve their conditions and search for justice. These types of cases cannotinfluence change if there is no interest in creating the ground for a transformation by thepolitical or the judicial system.The following cases show how litigation has been used in the courts to bring about change invarious health care systems.
The Eldridge Case (Canada)This case is in relation to accessing timely and appropriate sign language interpretativeservices when accessing health and medical services. The appellants, Robin Eldridge andJohn and Linda Warren, were born deaf, and their preferred method of communication wassign language. They were able to access these services from the Western Institute for theDeaf and Hard of Hearing – services paid for by private sources, without any contributionsfrom the government of British Columbia.In 1990, the Western Institute for the Deaf and Hard of Hearing decided to discontinueservices because of funding cuts. The Institute tried to secure government funding, but nofunding opportunities were available. The appellants contended: “the absence of interpretersimpairs their ability to communicate with their doctors and other health care providers, andthus increases the risk of misdiagnosis and ineffective treatment.”110  Their argument wasbased on the fact that if Deaf individuals are not able to receive Sign Language services, thentheir citizenship rights are being eliminated.The court stated that although hospitals are considered private entities, they still have theobligation to provide equal services. By not providing Sign language interpreters, Deafpatients will not be able to communicate with health professionals and receive appropriatecare. The case was won by the appellants.
Chaoulli v. Quebec (Canada)This case involved “an individual litigant and seeked [sic] to restrict the scope of the publichealth care system, and challenges the very existence of publicly provided health care.”111 In2005, George Zeliotis decided to file a complaint against the Quebec health care systembecause of inappropriate wait times in Quebec’s public health care system. His physician,Jacques Chaoulli, wanted his home-delivered medical activities to be recognized under thehealth care insurance. They argued that the waiting times in the health care system areagainst the Canadian Charter of Rights and Freedoms and the Quebec Charter of HumanRights and Freedoms.
109 Manfredi, C. and Maioni, A. (2005). Litigating Innovation: Health Care Policy and the Canadian Charter of Rights and Freedoms. RetrievedJune 15, 2010, from http://www.cpsa-acsp.ca/papers-2005/Manfredi.pdf110 Supreme Court of Canada. Eldridge v. British Columbia (Attorney General), [1997] 3 S.C.R. 624. Retrieved June 15, 2010, fromhttp://scc.lexum.umontreal.ca/en/1997/1997scr3-624/1997scr3-624.html111 Manfredi, C. and Maioni, A. (2005). Litigating Innovation: Health Care Policy and the Canadian Charter of Rights and Freedoms. RetrievedJune 15, 2010, from http://www.cpsa-acsp.ca/papers-2005/Manfredi.pdf
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“The evidence shows that, in the case of certain surgical procedures, the delays that are thenecessary result of waiting lists increase the patient’s risk of mortality or the risk that his orher injuries will become irreparable. The evidence also shows that many patients onnon-urgent waiting lists are in pain and cannot fully enjoy any real quality of life. The right tolife and to personal inviolability is therefore affected by the waiting times.”112 Individualswaiting to access health care can lead to a decrease in quality of life and sometimes death.The idea here is not to eliminate public health care but to allow individuals that areexperiencing long wait times to access private health care and purchase private insurance toaccess these services. The government has an interest in protecting public health care but itfails to provide appropriate and timely services to its citizens. Judges agreed that the decisionregarding access to private health care services has to come from within the provincialgovernments; however, the rights of individuals under the Charter should not be infringed bythe inability to provide appropriate access.113
Stein v Québec Régie de l’Assurance-maladie (Canada)Stein v. Québec Régie de l’Assurance-maladie case is about the right to access timely healthservices that are not available in Quebec. Mr. Stein was diagnosed at age 41 with colon cancerand had colon surgery performed. During the surgery, the doctors discovered liver lesions.Medical staff members were not able to remove them because of lack of appropriate medicalequipment in the operating room. Mr. Stein was told that he will need to have surgery assoon as possible in order to prevent further spreading of the lesions. His surgery waspostponed three times and after a year he was told by his doctors to have the surgery in NewYork. Québec Régie de l’Assurance-maladie refused to pay for his surgery because thesurgery could be performed in Canada, even though Mr. Stein had been waiting for more thana year. Finally, he went to New York and had the surgery performed within eight days, whichprolonged his life expectancy.Mr. Stein was denied reimbursements, and he took his case to the Quebec Superior Court.Justice Carol Cohen held that the Régie’s refusal to reimburse Stein was patentlyunreasonable, since it had failed to recognize that Stein had requested treatment in NewYork precisely because the surgery was not being performed in Montreal in a timely fashion,and because it was more than 12 weeks since the liver lesions had first been discovered. Thecourt responded in the following way:“[T]o maintain that it was reasonable to make Stein continue to wait for surgery in Montreal when thedanger to his well-being increased daily is irrational, unreasonable and contrary to the purposes of theHealth Insurance Act, which is designed to make necessary medical treatment available to allQuebecers. (Stein 1998, paragraph 32.)”114
C.R. v. Alberta (Director of Child Welfare) (Canada)This case involved the province of Alberta paying for Lovass Autism Treatment of behaviourtherapy for C.R. who was diagnosed with autism and numerous behavioural problems. C.R.was enrolled in various programs, but none were helpful, and the child continued to becomemore aggressive and isolated. In 1995, C.R. started the Lovass Treatment for 20 hours a week
112 Supreme Court of Canada. Chaoulli v. Quebec (Attorney General). Retrieved June 15, 2010, fromhttp://csc.lexum.umontreal.ca/en/2005/2005scc35/2005scc35.html113 Ibid114 Stein v Québec (Régie de l’Assurance-maladie), [2000] QJ No 1241 (Que SC, March 28, 2000).
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which was paid for by the family. C.R. exhibited major behavioural improvements. His familyasked for additional hours as the child was now able to speak and recognize objects andshow eye contact.The family asked Handicapped Children's Services to pay for the additional hours and theDirector of Child Welfare declined the request. The case was brought before Alberta Queen’sBench Court and the Court stated that the Director of Child Welfare erred by declaring thistherapy as an education program when it assisted the child in many aspects of life. The Courtsaw this therapy as a great benefit to the child, and because the family had been struggling topay for the therapy, the province should be responsible for funding 90% and the family theremaining 10%.This case was a victory for many families in Alberta who had been trying to have the LovassTreatment available for their children.
Auton v. British Columbia (Canada)“The Auton case involves a well-organized social movement seeking to extend the system’scoverage.”115 It challenged the authority of provincial governments to determine whichservices are medically necessary and included within the public health care system.This case was about the responsibility of the provincial government to fund therapy that wasnot recognized by British Columbia as a necessary service and for the therapy to be providedthrough the province’s publicly funded health care system. The intent was to have BC changeits perspective toward Lovass Autism Treatment.Even though the lower courts judged favourably towards funding the treatment, theSupreme Court of Canada reversed all previous decisions and stated that the policies ofBritish Columbia in not funding Lovass Autism Treatment were not discriminatory. TheCourt stated that as long as the provinces provide necessary services, any additional newtreatments are at the discretion of the provinces to fund or not to fund. Provinces are notobliged to fund new treatments if they see that current services provide all necessarysupports. The Supreme Court considered this case and decided that this therapy will benefitonly a few and not all citizens.
Alexander v. Choate (United States of America)In the United States during the 1980s, many states were considering ways of how to cut backhealth and medical services and decrease health care spending. Many individuals withdisabilities saw this as unequal treatment because cutbacks to services for able bodied anddisabled individuals were considered by the states as having equivalent impact.“Since 1985, Alexander v. Choate has stood for the proposition that financially-motivatedlimitations and cutbacks in state-provided health care services imposing significant negativeimpacts on people with disabilities are very difficult to challenge successfully under theRehabilitation Act of 1973” (Francis and Silvers 2008). The purpose of the court case is toprove that posing a 14 day hospital limitation stay per year will have a greater negativeimpact on people with disabilities than on non-disabled individuals, who most of the time do
115 Manfredi, C. and Maioni, A. (2005). Litigating Innovation: Health Care Policy and the Canadian Charter of Rights and Freedoms. RetrievedJune 15, 2010, from http://www.cpsa-acsp.ca/papers-2005/Manfredi.pdf
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not need long hospital stays. The issue was how to apply meaningful access to services forpeople with disabilities.116 The Supreme Court ruled that limitations and cutbacks on healthservices are not discriminatory as long as they are applied equally for everyone. Critics arguethat the Supreme Court failed to consider the debilitating effects of improper access to healthcare on people with disabilities.117
Disability Rights Council et al. v. Washington Hospital Center (United States of America)Four individuals brought an action suit against the largest private hospital in WashingtonD.C. because of inaccessible patient rooms and inappropriate exam tables and equipment.The Plaintiffs alleged that Washington Hospital Center discriminated against the “individualplaintiffs by denying each of them the full and equal enjoyment of and access to its healthcare services and health care facilities, on the basis of their disabilities, in violation of Title IIIof the Americans with Disabilities Act.”This case is considered a landmark settlement because it addressed issues of accessibility tohealth care services for people with mobility and other disabilities. Washington HospitalCenter, as part of the settlement, agreed to create an accessible patient room, to implementaccessible medical equipment (examination tables and chairs), to develop disability relatedpolicies and procedures, and information referral and sharing. In addition, the hospital hadto provide staff disability-awareness training programs.118
Gillespie, et al. v. Laurel Regional Hospital (United States of America)This was a landmark case on behalf of seven Deaf individuals with the Laurel RegionalHospital in Maryland. “The individuals had alleged in their Complaint that despite theirspecific and repeated requests for in-person qualified Sign Language interpreter services atLaurel Hospital, these requests were denied and plaintiffs were forced to communicatethrough cryptic notes, lip-reading, or inadequate video interpreting, or were provided withno communication at all in critical medical situations.”One of the major issues was the inadequate video interpreting services that were providedbecause of the inability to have a Sign Language interpreter on site. Because the videotechnology used was unsuitable for their needs, patients stated that they were unable towatch the video and be assured that services were being delivered according to needs.This case was triumphant because it conveyed a Consent Decree which required “acommunication assessment of each patient, provision of appropriate auxiliary aids andservices, including determining appropriate use of Laurel’s new DOJ-approved VISequipment, new policies outlining situations in which VIS is not appropriate, provision ofspecial television equipment and telephones for deaf patients, notice to patients of theirrights under the Decree, and training of staff as to its provisions.”119

116 Francis, L. and Silvers, A. (2008). Debilitating Alexander V. Choate: "Meaningful Access" to Health Care for People with Disabilities.Retrieved on March 8, 2010, fromhttp://www.questia.com/read/5027722057?title=Debilitating%20Alexander%20V.%20Choate%3a%20%22Meaningful%20Access%22%20to%20Health%20Care%20for%20People%20with%20Disabilities117 Ibid118 Disability Rights Council et al. v. Washington Hospital Center. Retrieved on March 8, 2010, from http://www.ada.gov/whc.htm119 Gillespie, et al. v. Laurel Regional Hospital. Retrieved on March 8, 2010, from http://thebarrierfreehealthcareinitiative.org/?page_id=16
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ConclusionThese cases show various issues and challenges that are being faced by people withdisabilities regarding access to health care services. Currently in the United States manyissues are resolved through negotiations rather than through filing lawsuits. In Canada, themain document used to prove the need for appropriate services is the Charter of Rights andFreedoms. Litigation has been used as a way to create a change when that change does notbenefit all citizens but only a few. But as Manfredi and Maioni (2005) point out “success isnot a simple concept, nor is it identical to influence,” and these kinds of court cases willcontinue until people with disabilities receive appropriate health services.120
Investigating barriers: Previously conducted studiesThe systematic literature review produced information concerning a small number of studiespreviously concluded with reference to people with disabilities and access to health andmedical services.
Deaf Canadians and the Canada Community Health SurveyThe purpose of this survey was to correlate the health and well-being of Deaf and hard-of-hearing Canadians with Canadians who do not report a hearing impairment. The study wasconducted by a cross-sectional analysis of the Canada Community Health Survey (CCHS).121Four percent of the Canada Community health Survey respondents stated that they have ahearing problem.122This study concluded that people with hearing impairments experience lower health andwell-being status compared to their counterparts without hearing problems. The studyidentified access to health services as a barrier because of the inability to receive propercommunication, information, and diagnosis. The recommendation from this study was toinstitute “a national approach to communication accommodations should be the ultimategoal for any future policymaking.” 123
Aphasia StudyThis study was initiated to explore the “environmental factors that hinder or support thecommunity participation of adults with aphasia.”124 There were twenty-five interviews withadults with aphasia and ten participant observations. More than 181 barriers were recordedby 238 facilitators.The study found that individuals with aphasia experience barriers by products andtechnology used. Additionally, there is inappropriate written information and lack ofstandardized equipment and signage. When it comes to the environment, people withaphasia experience barriers because of background noise and visual distractions. They
120 Manfredi, C. and Maioni, A. (2005). Litigating Innovation: Health Care Policy and the Canadian Charter of Rights and Freedoms. RetrievedJune 15, 2010, from http://www.cpsa-acsp.ca/papers-2005/Manfredi.pdf121 Woodcock, K. and Pole, J. (2007). Health profile of Deaf Canadians: Analysis of the Canada Community Health Survey. Can Fam Physician
2007;53:2140-2141. Retrieved on March 8, 2010, from http://www.cfp.ca/cgi/reprint/53/12/2140122 Ibid123 Ibid124 Howe, T. and Worrall, L. (2006). Environmental Factors and People with the Language Disorder of Aphasia. Retrieved on March 8, 2010,from http://secure.cihi.ca/cihiweb/en/downloads/Tami%20Howe%20-%20Oral%20Health%20&%20the%20Environment.pdf
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experience attitudinal barriers because those with whom they are trying to communicate areimpatient and do not take the time to listen. “Health professionals as a barrier: the doctortells the participant he wants him to have PSA blood tests and he will give him someprescriptions…After the appointment, the participant shows the researcher his lab test andprescription forms and asks what the forms are for.”125This study presented the findings from the interviews and proposed recommendations forchanges in the health care system when working with individuals with aphasia.
Accessible OfficesThe purpose of the study was to put forward recommendations of how health careprofessionals can make their offices physically accessible to all patients:126“General practitioners are thought to have more contact with persons with disabilities than any otherprofession or agency. Nevertheless, many physicians’ offices are inaccessible, and there is littleinformation readily available to Canadian physicians who wish to improve the accessibility of theiroffices. Persons with disabilities who require medical care are therefore deterred from seeking it by thedifficulties they encounter when visiting a physician.”127The authors developed guidelines and recommendations of what an accessible office shouldlook like and the types of policies that need to be implemented to accomplish the removal ofbarriers to physical accessibility. “Development of these guidelines was guided by a belief inthe importance of this area from patient-care, ethical, societal and legal perspectives, and byinput from stakeholder groups.”128
Toronto and Area StudyThe intent of the study was to explore access to primary health care for people with physicaldisabilities in Toronto and the surrounding area. The authors of the study examined accessto health care and satisfaction of people with physical disabilities. In addition, the authorsexplored different elements of health care such as referrals, exams, information, andaccessibility.129A questionnaire was mailed to 1026 individuals with disabilities, and 201 were returned.“Among the respondents to the questionnaire, 17.4% reported having difficulty obtaining afamily doctor's services and 8.0% reported having been refused medical treatment by afamily doctor because of their disability. Respondents also reported difficulty in physicallyaccessing their family doctor's office (32.3%), equipment (38.3%), and washroom (22.9%).Although 82.1% of respondents claimed they were very or somewhat satisfied with theirfamily doctor's services, 19.4% felt they were receiving inadequate primary health care and21.9% felt that their disability prevented them from receiving appropriate primary healthcare.”130 Among respondents, women with disabilities were able to access importantscreening tests. Health promotion services were often not offered.
125 Ibid126 Jones, K. and Tamari, I. (1997). Making Our Offices Universally Accessible: Guidelines for Physicians. Can Med Assoc J 1997;156:647-56.Retrieved on March 8, 2010, from http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1232828/pdf/cmaj_156_5_647.pdf127 Ibid128 Ibid129 Veltman, Albina et al. (2001). Perceptions of Primary Health Care Services among People with Physical Disabilities. Part 1: Access Issues.
Medscape General Medicine. 2001; 3(2). Retrieved on March 8, 2010, from http://www.medscape.com/viewarticle/408122130 Ibid
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The study showed that the majority of individuals with disabilities reported experiencingvarious barriers when accessing health and medical services. The researchers acknowledgethat the results are not compared to the general population, and the study depended onvoluntary participants.131
Alberta Health Services Calgary Demographic StudyThis study, undertaken by the Calgary Health Region within Alberta Health Services, is theonly major study conducted in Alberta with the intention of exploring and identifyingbarriers that Albertans with disabilities experience when accessing health and medicalservices. “In Calgary, 15% of the population is people with disabilities. The percentage ofpeople with a disability living in Calgary is likely higher than the provincial percentage asmore services are available in urban settings (Personal Communication, Premier’s Council onthe Status of Persons with Disabilities, 2008).”132 As a result of the high percentage of peoplewith disabilities in Calgary, the Calgary Health Region needed to gather information on thebarriers in order to produce solutions and establish recommendations on how to provideservices to people with disabilities:133“The research found that persons with disabilities, as a group, are more likely than able-bodiedcounterparts to have multiple and complex health care needs, in some cases leading to proper care notbeing provided; perceive their health status as poor; report having unmet health care needs (includingreduced rates of preventive health care services); and have lower levels of satisfaction with health care.Focus groups, however, also revealed that many persons with disabilities have had exceptionallypositive experiences with individual practitioners/providers. This suggests that actions already beingtaken are helping to reduce barriers.”134The study identified three types of barriers: environmental, process, and individual.135Environmental barriers were identified as medical facilities and equipment, thetransportation system, the provision of health information, aids and devices, and support forthe activities of daily living. The study identifies process barriers such as “knowledge andexperience, attitudinal influences, focus on disability, communication, sign languageinterpretation and coordination of care.”136Researchers felt that it was significant to explore individual barriers faced by people withdisabilities when they attempt to communicate their personal health problems and thecourage to demand health care services.137This study helped the development of policies and procedures according to the needs of thepopulation – in this instance, the population is people with disabilities. This reportrecommended that services for people with disabilities need to be tailored toward theelimination of the environmental, process, and individuals barriers that are experienced bypeople with disabilities when accessing health and medical services in Alberta.
131 Branigan, M. et al. (2001). Perceptions of Primary Health Care Services among Persons with Physical Disabilities. Part 2: Quality Issues.
Medscape General Medicine. 2001; 3(2). Retrieved on March 8, 2010, from http://www.medscape.com/viewarticle/408123132 Alberta Health Services. (2008). Demographics: Demographic Information of Diverse Populations. Retrieved on March 07, 2010, fromhttp://www.calgaryhealthregion.ca/programs/diversity/demographics/demographics_of_div_pop.pdf133 Alberta Health Services. (2008). Persons with Disabilities: Health Services Literature Review and Community Consultations. Retrieved onMarch 07, 2010, fromhttp://www.calgaryhealthregion.ca/programs/diversity/diversity_resources/research_publications/disabilities_report.pdf134 Ibid135 Ibid136 Ibid137 Ibid
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ConclusionThese studies show the many barriers that people with disabilities face when accessinghealth and medical services and the need to further explore and study these barriers.Without proper understanding of the various access barriers that are experienced by peoplewith disabilities, provincial governments will not have the awareness about the provision ofproper health services. The demands on the health care system will only become greater.Understanding what is needed is a more desirable approach that can prove to be cost savingin the long run.
SummaryAs Patricia Benner writes, it is crucial to develop “our moral sensibilities and possibilities inrelation to our lifesaving technologies will require more than the objectified clinicalvocabularies and clinical language that we presently use. Perhaps such development cannotbe accomplished without some public space for weeping and for considering illness anddeath as human passages and not just clinical courses of disease.”138Creating barrier free health and medical services for persons with disabilities is a large andcomplex task that each government must undertake in order to create an equitable society.Environments should adhere to building codes and medical equipment should be purchasedwith barrier-free accessibility as a top priority. Service providers must have continuousdisability-related education, and governments must step in and ensure that citizens arereceiving access to appropriate preventative and ongoing health and medical services.

138 Benner, P. (2004). Seeing the Person beyond the Disease. American Journal of Critical Care January 2004, Volume 13, No. . Retrieved onMarch 8, 2010, from http://ajcc.aacnjournals.org/cgi/reprint/13/1/75
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People with Disabilities: The Impact of NumbersDisability programs, services, and policies have their foundation in the Canadian Charter ofRights and Freedoms139, the Canadian Human Rights Act140, and the UN Convention on theRights of Persons with Disabilities141. These legislations prevent discrimination and barriers,and seek full participation in society for persons with disabilities. They influenceemployment and education, and create opportunities for necessary accommodations andsupports.The following section demonstrates the demographic situation of people with disabilities inCanada.
Canadians with DisabilitiesThe most recent survey on people with disabilities conducted by Stats Canada was the 2006Participation and Activity Limitation Survey (PALS). “PALS is a national survey designed tocollect information on adults and children with disabilities […] whose everyday activities arelimited because of a condition or health problem. Funded by Human Resources DevelopmentCanada and conducted by Statistics Canada, PALS provides essential information on theprevalence of various disabilities, the supports for persons with disabilities, theiremployment profile, their income and their participation in society.”142The results from the 2006 PALS were compared to the 2001 HALS survey and according toStats Canada, from 2001 to 2006, “the number of persons who reported having a disabilityincreased by three-quarters of a million people (+21.2%), reaching 4.4 million in 2006 from3.6 million in 2001.143 At the same time, the non-disabled population experienced lessergrowth, increasing by 3.3% to reach 26.2 million people. As a result, the national disabilityrate increased 1.9 percentage points from its level of 12.4% in 2001 to reach 14.3% in2006.”144The following table shows the population with and without disabilities, and the disabilityrate, by province, Canada and provinces in 2006.145

139 Canada Department of Justice. Canadian Charter of Rights and Freedoms. Retrieved on March 8, 2010, fromhttp://laws.justice.gc.ca/en/charter/140 Canada Department of Justice. Canadian Human Rights Act (R.S., 1985, c. H-6). Retrieved on March 8, 2010, fromhttp://laws.justice.gc.ca/en/H-6/index.html141 United Nations. Convention on the Rights of Persons with Disabilities. Retrieved on March 8, 2010, fromhttp://www.un.org/disabilities/convention/conventionfull.shtml142 Statistics Canada. (2001). A Profile of Disability in Canada, 2001. Retrieved on March 8, 2010, fromhttp://www.rhdcc.gc.ca/eng/cs/sp/sdc/pkrf/publications/research/2001-000123/89-577-XIE01001.pdf143 Statistics Canada. (2001). Participation and Activity Limitation Survey. Retrieved on March 8, 2010, from http://www.statcan.gc.ca/cgi-bin/imdb/p2SV.pl?Function=getSurvey&SDDS=3251&lang=en&db=imdb&adm=8&dis=2144 Statistics Canada. Participation and Activity Limitation Survey 2006: Analytical Report. Retrieved on March 8, 2010, fromhttp://www.statcan.gc.ca/pub/89-628-x/89-628-x2007002-eng.pdf145 Ibid
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Total Population Persons with disabilities Persons without disabilities Disability rate
Geographic name

number %

Source: Statistics Canada, Participation and Activity Limitation Survey, 2006.Canada (excluding territories) 30,793,810 4,408,470 26,385,340 14.3Canada (including territories) 30,893,640 4,417,870 26,475,770 14.3Newfoundland and Labrador 498,920 74,510 424,410 14.9Prince Edward Island 133,750 21,750 111,990 16.3Nova Scotia 893,790 179,100 714,690 20.0New Brunswick 711,440 122,540 588,900 17.2Quebec 7,396,960 768,140 6,628,830 10.4Ontario 11,970,000 1,853,570 10,116,420 15.5Manitoba 1,075,490 169,170 906,320 15.7Saskatchewan 905,510 145,230 760,290 16.0
Alberta 3,212,360 435,820 2,776,540 13.6British Columbia 3,995,600 638,640 3,356,960 16.0Yukon 29,780 4,020 25,760 13.5Northwest Territories 40,730 3,500 37,230 8.6Nunavut 29,320 1,890 27,430 6.4
Figure 3: Demographic informationThe highest disability rate increase in 2006 was in Nova Scotia with 20% and the lowest inNunavut with 6.4%. The largest population of people with disabilities reside in Ontario andQuebec.In addition, the PALS study found that disability increases with age and disability onset ishigher with women, as shown on the following chart.
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Figure 4: Population with a disability, by age, 2006 (Source: Statistic Canada, 2006)The highest frequencies of disability types in Canada are pain (11.7%), mobility (11.5%) andagility (11.1%) impairments146.
146 Human Resources and Skills Development Canada. Advancing the Inclusion of People with Disabilities: 2009 Federal Disability Report.Retrieved on March 8, 2010, from http://www.hrsdc.gc.ca/eng/disability_issues/reports/fdr/2009/fdr_2009.pdf
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Adult population with a disability , by type, Canada, 2006 (percent)
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Figure 5: Adult population with a disability, by type, Canada, 2006 (Source: Statistic Canada, 2006)147Comparing the Health and Activity Limitation Survey conducted in 2001 and theParticipation and Activity Limitation Survey of 2006, 30% of Canadians with disabilitiesdeclared their health as Good which is a 1.60% drop from the survey in 2001. The chartbelow shows that Canadians with disabilities have stayed the same or similar during the fiveyear span between the two surveys.
Self-rated health status for adults aged 15 and over, 2001 and 2006
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Figure 6: Self-rated health status for adults aged 15 and over, 2001 and 2006 (Source: Health and Activity Limitation Survey, 2001 and
Participation and Activity Limitation Survey, 2006)The main source of stress in 2001 for Canadians with disabilities was Work, while in 2005,the main source was Health.

147 Ibid
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Main source of stress for adults aged 15 and over by severity of disability, 2006
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Figure 7: Main source of stress for adults aged 15 and over by severity of disability, 2006 (Source: Health and Activity Limitation Survey, 2001
and Participation and Activity Limitation Survey, 2006)The increase of Health as a stress factor between 2001 and 2005 is 26.70%. This was relatedto Canadians with disabilities finding health services Too Expensive, or needed services Not
Covered by Insurance. In the 2006 survey, 21.50% of participants did not know where theycan access services.

Reasons for not receiving needed health care, adults aged 15 and over, 2001 and 2006
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Figure 8: Reasons for not receiving needed health care, adults aged 15 and over, 2001 and 2006 (Source: Health and Activity Limitation Survey,
2001 and Participation and Activity Limitation Survey, 2006)The number of Canadians with disabilities is expected to rise as Canada’s baby boomergeneration ages. According to Human Resources and Skills Development Canada, the numberof Canadians with disabilities will increase, and it is projected that by 2026, there “will beover three million people with disabilities over 65 years of age – almost double the 1.6million reported in 2001, outnumbering those with disabilities aged 25 to 64.”148
148 Human Resources and Skill Development Canada. (2007) Addressing the Challenges and Opportunities of Ageing in Canada. Retrieved onMarch 8, 2010, from http://www.hrsdc.gc.ca/eng/publications_resources/research/categories/population_aging_e/madrid/madride.pdf
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The increase will not only affect the demographic set up of Canada, it also will transform howservices are designed and delivered. “Canada is increasing its efforts to better understand theimplications of the ageing population on health and long-term care needs and costs: what thefuture health status and health needs of the seniors’ population will be and the most effectiveinterventions to support healthy ageing.”149
Albertans with DisabilitiesAccording to Stats Canada the number of Albertans with disabilities increased from 354,740in 2001 to 435,820 in 2006.150 Fourteen percent of the population in Alberta has reportedhaving a disability.

Adults w ith Disabilities by Age and Gender, Alberta, 2006
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Figure 9: Adults with disabilities by age and gender, Alberta, 2006 (Source: Statistics Canada, PALS 2006)151In 2006, Alberta Seniors and Community Supports issued a Profile of Albertans with
Disabilities: A Compilation of Information from National Data Sources report with theobjective of presenting demographic information on Albertans with disabilities.152 Thereport states that Alberta has the third lowest disability rate among the provinces. “Over half(55.6%) of Albertans with disabilities aged 15 to 64 are active in the labour force (activelyseeking employment or are employed). More than half (52%) of Albertans with disabilitiesaged 15 to 64 are employed. In comparison, 79.3% of Albertans aged 15 to 64 withoutdisabilities are employed, a difference of 27%. Albertans with disabilities have the secondhighest employment rate across the provinces, and have the highest average total income.”153The most common disability impairments of Albertans are pain (68.6%), mobility (63.6%),and agility (61.30%).
149 Ibid150 Ibid151 Alberta Employment and Immigration. (2006). 2006 Census Analysis: Persons with Disabilities Profile.  Retrieved on March 8, 2010, fromhttp://employment.alberta.ca/documents/LMI/LMI-LFP_profile_disabilities.pdf152 Alberta Seniors and Community Supports. (2006). A Profile of Albertans with Disabilities: a Compilation of Information from National Data
Sources. Retrieved on March 8, 2010, from http://www.assembly.ab.ca/lao/library/egovdocs/2006/als/164878.pdf153 Ibid
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Figure 10: Types of disabilities, Alberta, 2006 (Source: Statistics Canada, PALS 2006)154According to Statistics Canada, individuals between the ages of 15 to 64 make up the largestage group in Canada, as well as in Alberta.
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Figure 11: Population age trends – Canada and Alberta (2001 and 2006 censuses) (Source: Statistics Canada, 2007)155Our literature review showed the lack of reports or demographic analysis about Albertanswith disabilities. The last available demographic study was done by Alberta Health Servicesfor the City of Calgary in 2008.156
Health Care in CanadaThe health care system in Canada is guided by the Canada Health Act with the objective “toprotect, promote and restore the physical and mental well-being of residents of Canada andto facilitate reasonable access to health services without financial or other barriers,"157through “13 interlocking provincial and territorial health insurance plans.”158 The CanadaHealth Act guides the health system in the matters of “public administration,comprehensiveness, universality, portability, and accessibility.”159 Accessibility in this act isdefined as monetary value and the ability for citizens to access services without beinghindered by the ability to pay. “The Canada Health Act seems to be too imprecise and blunt
154 Alberta Employment and Immigration. (2006). 2006 Census Analysis: Persons with Disabilities Profile.  Retrieved on March 8, 2010, fromhttp://employment.alberta.ca/documents/LMI/LMI-LFP_profile_disabilities.pdf155 Alberta Health Services. (2009). Demographics: Demographic Information of Diverse Populations. Retrieved on March 8, 2010, fromhttp://www.calgaryhealthregion.ca/programs/diversity/demographics/demographics_of_div_pop.pdf156 Ibid157 Government of Canada. (2010). Canada Health Act. Retrieved on March 8, 2010, from, http://laws.justice.gc.ca/PDF/Statute/C/C-6.pdf158 Health Canada. (2009). Canada Health Act – Annual Report 2008-2009. Retrieved on March 8, 2010, from, http://www.hc-sc.gc.ca/hcs-sss/alt_formats/pdf/pubs/cha-ics/2209-cha-ics-ar-ra/chaar-ralcs-09-eng.pdf159 Ibid
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an instrument to define and ensure comprehensiveness, accessibility, and quality throughoutsuch a vast and diverse country.”160The Canada Health Act has been implemented in each province/territory through differentheath care systems. The federal government has restricted the ability to implement anddirect how health care systems should function and provinces/territories have a propensityto oppose conditions imposed on them. “As a result, Canada’s health care system is bestdescribed as a collection of plans administered by the ten provinces and three territories,each differing from the others in some respects but similarly structured to meet the federalconditions for funding.”161Universal health care system is an expensive undertaking that has required muchconsideration on how to establish a sustainable system and deliver the care needed. AsCrichton et al state:“the formidable commitment which the Canadian government took on when it decided to move to apublicly financed model of providing health care for all its citizens. It would seem that Canada is nowmoving toward greater community involvement, better understanding of the meaning of collectivisthealth care and ways of reforming and restructuring social organizations to increase communityparticipation and to provide better health services to those who need those most. However, one majorproblem is the Canadian national deficit situation which is leading to federal withdrawal from socialprogram support.”162Many of the provinces have created regional health authorities to assist with provision ofservices. The term privatisation has become a subject of discussion and a possible reality;however, “evidence from polls suggests that Canadians are unhappy with privatisation eitherby stealth or by policy.”163In 2004, all provinces and territories agreed on the Ten-Year Plan to Strengthen Health
Care.164 This was a starting point of how to improve on the following issues:

 Reducing Wait Times and Improving Access
 Strategic Health Human Resource (HHR) Action Plans
 Home Care
 Primary Care Reform
 Access to Care in the North
 National Pharmaceuticals Strategy
 Prevention, Promotion and Public Health
 Health Innovation
 Accountability and Reporting to Citizens
 Dispute Avoidance and Resolution165

160 Lewis, S., Donaldson, C., Mitton, C. and Currie, G. (2001). The Future of Health Care in Canada. British Medical Journal 2001;323:926–9.Retrieved on March 8, 2010, from, http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1121447/pdf/926.pdf161 Detsky, A. and Naylor, D. (2003). Canada’s Health Care System – Reform Delayed. The New England Journal of Medicine 349;8 August 21,2003. Retrieved on March 8, 2010, from, http://www.gdctn.org/info/HealthCare/Canada%20Reform%20Delayed-%20NEJM%202003.pdf162 Crichton, A., Robertson, A., Gordon, C. and Farrant, W. (1997). Health Care: A Community Concern? Developments in the Organization of
Canadian Health Services. Retrieved on March 8, 2010, fromhttp://www.questia.com/read/102576070?title=Health%20Care%3a%20A%20Community%20Concern%3f163 Lewis, S., Donaldson, C., Mitton, C. and Currie, G. (2001). The Future of Health Care in Canada. British Medical Journal 2001;323:926–9.Retrieved on March 8, 2010, from, http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1121447/pdf/926.pdf164 Wiget, M., Turner, D., Tonita, J., King., Nuget, Z., Alvi, R. and Barss, R. (2007). Across-Province Standardization and Comparative Analysisof Time-to-Care Intervals for Cancer. BMC Cancer 2007, 7:186 doi:10.1186/1471-2407-7-186. Retrieved on March 8, 2010, from,http://www.biomedcentral.com/content/pdf/1471-2407-7-186.pdf
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So far, this plan has been implemented by each province/territory in a different manner andwith inconsistent results. The common goals were interpreted differently and implementedwith varying results.
Health Care ExpendituresAccording to the Canadian Institute for Health Information, in 2009, total healthexpenditures in Canada were $183.1 billion.

Provinces ExpendituresOntario 72.3 billionQuebec 38.1 billionBritish Columbia 23.3 billion
Alberta 22 billionManitoba 7.0 billionSaskatchewan 5.9 billionNewfound Land and Labrador 3 billionPrince Edward Island 0.8 billionNorthwest Territories 0.4 billionNunavut 0.4 billionYukon 0.3 billion

Figure 12: Health care expenditures (Source: Canadian Institute for Health Information)166The highest health expenditures in Canada are for the provision of health care in hospitalsettings, followed by reimbursements for medical doctors and prescription drugs.167 Whilethe Fraser Institute168 foresees that the aging population will cause the health care system tocollapse, Marc Lee states,“the population aging, in and of itself, is but a small contributor to rising cost pressures in the healthcare system. Based on current projections there is little to suggest a demographic time-bomb about togo off. Instead, the real challenge for financing the health care system is advances in technologicalpossibilities, broadly defined to include pharmaceutical drugs, new surgical techniques, new diagnosticand imaging technologies, and end-of-life care.”169As per Canadian Institute for Health Information, one quarter of all health expenditures arefor improvement and purchase of new medical technologies. “Technological change andheightened public expectations are seen as the primary sources of escalating costs.”Consumers of health services are demanding the latest and most effective technology neededfor diagnosis and prevention.170
Lack of PhysiciansLack of physicians and specialists has added to the strain on the Canadian health care system.Contributing factors to this predicament are Canadian physicians moving to other countries
165 Government of Canada. (2004). A 10-Year Plan to Strengthen Health Care. Retrieved on March 8, 2010, from,http://www.scics.gc.ca/cinfo04/800042005_e.pdf166 Canadian Institute for Health Information. (2009). National Health Expenditure Trends, 1975 to 2009. Retrieved on March 8, 2010, fromhttp://secure.cihi.ca/cihiweb/products/National_health_expenditure_trends_1975_to_2009_en.pdf167 Evans, Robert. (2007). Economic Myths and Political Realities: The Inequality Agenda and the Sustainability of Medicare. Retrieved onSeptember 28, 2010, from http://www.chspr.ubc.ca/files/publications/2007/chspr07-13W.pdf168 Skinner, B. and Roevere, M. (2009). Paying More, Getting Less: Measuring the Sustainability of Government Health Spending in Canada.Retrieved on September 28, 2010, from http://www.fraseramerica.org/commerce.web/product_files/PayingMoreGettingLess2009_US.pdf169 Marc Lee. (2007). How Sustainable is Medicare? A Closer Look at Aging, Technology and Other Cost Drivers in the Canada’s Health Care
System. Retrieved on March 8, 2010, fromhttp://www.policyalternatives.ca/sites/default/files/uploads/publications/National_Office_Pubs/2007/How_Sustainable_is_Medicare.pdf170 Health Technology Assessment Task Group. Health Technology Strategy 1.0 Final Report, 2004. Retrieved on September 28, 2010, fromhttp://www.cadth.ca/media/policy_forum_section/1_health_tech_strategy_1.0_nov-2004_e.pdf
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and the reluctance to practice and specialize in locations where there is a great need forservices. Physicians are reluctant to establish practices in areas that lack a desired standardof living.According to the Canadian Community Health Survey, in 2008, 84% of Canadians aged 12and older reported that they had a regular medical doctor.171 Although, the number ofphysicians has doubled between 1978 (35,400) and 2008 (65,440), many Canadians areusing emergency departments as a primary source of care.172
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Figure 13: Use of emergency department for primary care, public survey, provinces, 2008 (Source: Commonwealth Fund, 2008)173The national average for reported difficulties in accessing ongoing care is 14%. Nova Scotiahas reported the lowest, while Prince Edward Island, the highest percentage of individualsthat are unable to access ongoing care in 2007.
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Figure 14: Reported difficulties accessing routine or ongoing care, aged 15+ years, 2007 (Source: Statistics Canada, CCHS, 2007)174

171 Statistics Canada. (2009). Canadian Community Health Survey 2008. Retrieved on March 8, 2010, from http://www.statcan.gc.ca/daily-quotidien/090626/dq090626b-eng.htm172 Canadian Institute for Health Information. (2009). Supply, Distribution and Migration of Canadian Physicians, 2008. Retrieved on March 8,2010, from http://secure.cihi.ca/cihiweb/products/SMDB_2008_e.pdf173 Leatherman, S. and Sutherland, K. (2010). Quality of health care in Canada: A Chartbook. Retrieved on September 28, 2010, fromhttp://www.chsrf.ca/pdf/chartbook/CHARTBOOK%20Eng_June_withdate.pdf174 Ibid
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The following chart shows the percentages of reported unmet health care needs in 2008.
U nmet healthcare needs, public survey, provinces, 2008
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Figure 15: Unmet health care needs, public survey, provinces, 2008 (Source: CSE-PHC, 2008)175These results show that the lack of physicians and specialists cause many Canadians to beunable to meet their basic health care needs and improve their quality of life.
Rural health care service deliveryIndividuals living in rural areas experience challenges in accessing health and medicalservices in a timely and appropriate manner. These challenges do not only exist for peoplewith disabilities, but also for the able-bodied population. It has become a more evidentreality that “Canada has found it difficult to provide universal, comprehensive and equitablehealth care to people living in rural areas, partly because of the way in which the medicalprofession is organized into regional hierarchies located mainly in the larger cities, andpartly because of the more advanced technology which requires complex services to becentralized.”176
Population urban and rural, by province and territory (Canada)

Total population Urban Rural Urban Rural

Canada Number % of total population1996 28,846,758 22,461,207 6,385,551 78 222001 30,007,094 23,908,211 6,098,883 80 202006 31,612,897 25,350,743 6,262,154 80 20
Note: The rural population from 1981 to 2006 refers to persons living outside centres with a population of 1,000 AND outside areas with 400 personsper square kilometre. Previous to 1981, the definitions differed slightly but consistently referred to populations outside centres of 1,000 populations.

Figure 16: Population urban and rural, by province and territory (Source: Statistics Canada, Census of Population, 1851 to 2006. Last modified:
2009-09-22.)

175 Ibid176 Ibid
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Complexity arises from the unequal distribution of physicians and specialists between urbanand rural locations and the inability to have long-term physician practices in rural locationscompared to the number of long-term practices in urban settings. In addition, ruralphysicians are expected to have a broad spectrum of knowledge and be able to respond tothe diverse needs of the populations they serve.In 2005, the Canadian Institute for Health Information produced a report titled Geographic
Distribution of Physicians in Canada: Beyond How Many and Where in which it providedinformation of the current status of physicians in Canada and their distribution. As seenbelow, physicians are almost non existent in the northern part of Canada, and specialists areunevenly distributed across the provinces and territories.177

Figure 17: Number of physicians per 10,000 population mapped by census division, Canada, 2004 (Source: 2004 population estimates, Statistics
Canada)

177 Canadian Institute for Health Information. (2005). Geographic Distribution of Physicians in
Canada: Beyond How Many and Where. Retrieved on September 1, 2010, fromhttp://secure.cihi.ca/cihiweb/products/Geographic_Distribution_of_Physicians_FINAL_e.pdf
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Figure 18: Number of specialist physicians per 10,000 population mapped by census division, Canada, 2004 (Source: 2004 population estimates,
Statistics Canada)The unequal distribution has affected the level of service delivery and provided challengesfor policy makers during uncertain economic times. Even defining what is considered ruralhas added to the disparities that exist in these areas of health care delivery. “Rural Canadacan be summarized as approximately one-fifth to one-quarter of the Canadian populationspread over 95% of Canada’s territory, there exists incredible diversity among rural regions,both demographically and economically.”178 In rural areas, patients experience higher-than-average physician turnover rate compared to turnover in urban locations.179 180A study conducted between 2002 and 2004 showed that 11% of first-year medical studentsthat choose to establish practices in rural area “were more likely to have grown up rurally,graduated from a rural high school and have family in a rural location than others. They weremore likely to be older, in a relationship, to have volunteered in a developing nation and lesslikely to have university-educated parents than those interested in a specialty.”181As Rebecca Herbert points out, “disparity in health status of rural Canadian communities isdirectly functional to their distance from urban centres – ultimately hindering access toavailable health care.”182 Countries like Germany have been working on developing polices
178 Laurent, Stephen. (2002). Rural Canada: Access to Health Care. Retrieved on September 1, 2010, from http://dsp-psd.pwgsc.gc.ca/Collection-R/LoPBdP/BP/prb0245-e.htm179  Audas, R., Ryan, A. and Vardy, D. (2009). Where Did the Doctors Go? A Study of Retention and Migration of Provisionally Licensed
International Medical Graduates Practising in Newfoundland and Labrador between 1995 and 2006. Retrieved on September 1, 2010, fromhttp://www.cma.ca/multimedia/staticContent/HTML/N0/l2/cjrm/vol-14/issue-1/pdf/pg21.pdf180 Alberta Rural Physician Action Plan. (2005). Evaluation of the Alberta Rural Physician Action Plan: Final Report. Retrieved on September1, 2010, from http://www.rpap.ab.ca/pdf/2005_RPAP_Evaluation_Final_Report_9Aug2005.pdf181 Feldman, K., Woloschuk, W., Gowans, M., Delva, D., Brenneis, F., Wright, B., and Scott, I. (2008). The Difference between Medical StudentsInterested in Rural Family Medicine versus Urban Family or Specialty Medicine. Canadian Journal of Rural Medicine 2008; 13(2): 73-9.Retrieved on September 1, 2010, from http://www.cma.ca/index.php/ci_id/85634/la_id/1/print/true.htm182 Herbert, R. (2007). Canada’s Health Care Challenge: Recognizing and Addressing the Health Needs of Rural Canadians. Lethbridge
Undergraduate Research Journal, 2007, Volume 2 Number 1. Retrieved on September 1, 2010, fromhttp://www.uleth.ca/dspace/bitstream/10133/495/1/Herbert.pdf
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for rural areas that will enhance service delivery and promote innovative solutions.183Ontario has also created initiatives dealing with delivery of health services in rural areas,such as enhancement of the International Medical Graduates program, investment intelemedicine technology, and the establishment of the Northern Ontario School of Medicineto help keep doctors in the North.184In Alberta, in 1990, a stakeholder working group was established to address the problem ofrural doctor’s shortages. This stakeholder working group developed a Rural Physician ActionPlan. The goals were to “address primarily professional issues, but it also [encouraged]communities to enhance their capacity to address lifestyle issues,” and create environmentswhere physicians will be encouraged to live and work long-term. 185
Population urban and rural, by province and territory (Alberta)

Total population Urban Rural Urban RuralNumber % of total population
Alta.1996 2,696,826 2,142,815 554,011 79 212001 2,974,807 2,405,160 569,647 81 192006 3,290,350 2,699,851 590,499 82 18

Note: The rural population for 1981 to 2006 refers to persons living outside centres with a population of 1,000 AND outside areaswith 400 persons per square kilometre. Previous to 1981, the definitions differed slightly but consistently referred to populationsoutside centres of 1,000 population.
Figure 19: Population urban and rural, by province and territory (Alberta) (Source: Statistics Canada, Census of Population, 1851 to 2006. Last
modified: 2009-09-22.)Students and residents in medical practice are required to have a certain amount of trainingand residency in rural locations. In order to entice physicians to stay in rural areas, theAlberta Rural Physician Action Plan developed programs to increase retention, such asvarious expanded continuing medical education programs, enrichment, and the rural locumprograms.186 A similar plan was developed in Manitoba to address the challenges in ruralhealth care.187The literature review conducted by ACCD demonstrated that in today’s health care system,the challenges faced by policymakers involve establishing services that will be deemedappropriate and timely by the rural population, while making sure investments do notexceed the returns.
183 Federal Ministry of Food, Agriculture and Consumer Protection. (2008). Innovative Service Delivery: Meeting the Challenges of Rural
Regions. Retrieved on September 1, 2010, from http://www.oecd.org/dataoecd/14/42/41063088.pdf184 Ontario Ministry of Municipal Affairs and Housing. (2004). Strong Rural Communities: Working Together for Success Ontario’s Rural Plan.Retrieved on September 1, 2010, from http://www.omafra.gov.on.ca/english/rural/rural_plan/rp06heal.htm185 Wilson, D., Woodhead-Lyons, S. and Moores, D. (1998). Alberta’s Rural Physician Action Plan: An Integrated Approach to Education,Recruitment and Retention. Canadian Medical Association Journal February 10, 1998; 158(3). Retrieved on September 1, 2010, fromhttp://www.cmaj.ca/cgi/reprint/158/3/351186 Ibid187 Manitoba Office of Rural and Northern Health. From Rural High School to Rural Practice. http://www.ornh.mb.ca/docs/edu_to_sust.pdf
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The Cost of Disability on the Canadian Health Care SystemMarks and Teasell write that “one in 8 Canadians — a number in excess of 3.5 million people— lives with a disability. Advances in the provision of acute health care and an agingpopulation mean that the number of people in Canada with disabilities will continue to grow.Hitherto little attention is directed toward the needs of this large patient population.” Newpolicies and initiatives have been considered with the intent of instituting timely access tocare within budgets influenced and guided by cuts.188The total cost of Alzheimer’s disease, amyotrophic lateral sclerosis, brain tumours, cerebralpalsy, epilepsy, head injury, headaches, multiple sclerosis, Parkinson’s disease, spinalinjuries, and stroke in Canada is estimated to be around $8.8 billion, representing 6.7% of thetotal attributable cost of illness in Canada in 2001.189 Over 9% of acute care hospitalizationsand 19% of patient days in acute care hospitals in Canada during the period of 2004 to 2005were for patients with one of the above mentioned conditions as a primary or secondarydiagnosis.Marks and Teasell point out that 20% of patients receiving inpatient rehabilitation from2005 to 2006 had one of the following conditions: head injury, multiple sclerosis, Parkinson’sdisease, spinal injury, or stroke.190An Overview of Diseases Important in Canada191
Mortality

Morbidity
(total days stay in acute care) Economic BurdenRank 1 Cancer Circulatory disease Cardiovascular diseaseRank 2 Heart disease Cancer Musculoskeletal diseaseRank 3 Stroke Mental health CancerRank 4 Chronic respiratorydisease Injuries/poisoning InjuriesRank 5 Accidents Digestive disease Respiratory diseaseSources: Statistic Canada, online: CIHI, 2001; Health Canada, 1998

Figure 20: An Overview of Diseases Important in Canada (Sources: Statistic Canada, online: CIHI, 2001; Health Canada, 1998)

188 Marks, M. and Teasell, R. (2006). More than Ramps: Accessible Health Care for People with Disabilities. CMAJ. 2006 August 15; 175(4): 329.Retrieved on March 8, 2010, from http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1534102/?tool=pubmed189 Ibid190 Ibid191 Leatherman, S. and Sutherland, K. (2010). Quality of health care in Canada: A Chartbook. Retrieved on September 28, 2010, fromhttp://www.chsrf.ca/pdf/chartbook/CHARTBOOK%20Eng_June_withdate.pdf



65

Healthcare in the Provinces and TerritoriesThe following section outlines the health care system and some current initiatives in the tenprovinces and three territories in Canada.
Healthcare in AlbertaThe health care system in Alberta is governed by the Alberta Health Care Act, which statesthat “the Government of Alberta is committed to the preservation of the principles ofuniversality, comprehensiveness, accessibility, portability and public administration, asdescribed in the Canada Health Act (Canada), as the foundation of the health system inAlberta.”192 In addition to the Alberta Health Care Act, there are approximately thirtyseparate pieces of legislation that guide the health system in Alberta.193 All these legislationsand regulations lead to enormous complexity for patients who access the system. In 2008,the nine regional health authorities amalgamated into one corporate organization – AlbertaHealth Services.According to the Government of Alberta, policymakers are faced with developing policies foran aging population that is estimated to be 20% age 65 and over by 2031. In addition, theprovince has experienced increased economic costs for prevention, diagnosis, and treatmentof chronic diseases. Alberta has one of the highest rates of preventable injuries and illnesses,and the need for new technologies has added to overall health care costs. Alberta is alsofaced with a shortage of skilled health care workers.194 The challenge faced is how to “satisfythe needs of the public today, without compromising the needs of future generations.”195The vision of Alberta Health and Wellness is “healthy Albertans in a Healthy Alberta,”196 andthe challenge is how to establish sustainability when the cost “every hour is $1.7 million tomaintain and improve Alberta’s health care system.”197 Alberta Health Services has beenallocated a $9.0 billion budget to deliver necessary services to Albertans.198 According to thehealth care budget, “$3.3 billion (22.36%) has been allocated for physician compensation anddevelopment including funding for physician compensation, primary care networks, andphysician office computerization.”199In order to build an effective health care system, the government is developing plans on howto maintain sustainability. According to Alberta Health and Wellness, “a sustainable healthsystem is one that is accountable, operates efficiently, is cost-effective and is able to balancepatients’ needs with limited financial resources.”200 In addition, the system must beaccountable – “measuring results, assuring Albertans an enhanced quality of services, and
192 The Government of Alberta. (2000). Health Care Protection Act. Retrieved on March 8, 2010, fromhttp://www.qp.alberta.ca/574.cfm?page=H01.cfm&leg_type=Acts&isbncln=9780779724987193 Alberta Health and Wellness. (2010). A Foundation for Alberta’s Health System: Report of the Minister’s Advisory Committee on Health.Retrieved on September 28, 2010, from http://www.health.alberta.ca/documents/MACH-Final-Report-2010-01-20.pdf194 Ibid195 Di Matteo, L. and Di Matteo, R. (2009). The Fiscal Sustainability of Alberta’s Public Health Care System. Retrieved on September 28, 2010,from http://policyschool.ucalgary.ca/files/publicpolicy/diMatteo%20ONLINE%20(Apr%2009).pdf196 Alberta Health and Wellness. (2010). Annual Report 2009-2010. http://www.health.alberta.ca/documents/Annual-Report-10.pdf197 Alberta Health and Wellness. (2010). Health Coverage and Funding Quick Facts 2010. Retrieved on September 28, 2010, fromhttp://www.health.alberta.ca/newsroom/funding-quick-facts.html198 Ibid199 Ibid200 Alberta Health and Wellness. (2010). Annual Report 2009-2010. http://www.health.alberta.ca/documents/Annual-Report-10.pdf
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evaluating effective programs in the interests of continuous service improvement andenhanced health system outcomes.”201In 2008, the Government of Alberta developed a Vision 2020 Plan, to address many of thechallenges that the health system is facing and to assure that the system will remainresponsive to the needs of the patient. “Vision 2020 sets the course for a health system that isfirst and foremost geared toward the needs of the patient.”202 The report states that“Albertans want and deserve an excellent health care system.”203 The government wants “tooffer seniors and persons with disabilities more options for quality accommodations that suittheir lifestyles and service needs.”204There is the ongoing discussion of how to establish a new legislative framework for thehealth care system in Alberta that will be patient-care centered. Alberta has been the leaderin health care improvement by establishing and maintaining a 24-hour telephone healthadvice service and Canada’s first electronic heath record system. The province has also beena leader in establishing multi-disciplinary health care teams in the provision of care. TheGovernment has invested in the homecare system with the intent of keeping Albertans intheir homes as long as possible.205In addition, Alberta Health and Wellness has begun developing new and innovative servicedelivery methods such as telemental health, expansion of provider roles, enhancement ofeducation and training, Rural Workforce Strategy implementation, virtual campus, andflexibility for change.206 In 2007, Alberta created the Health Workforce Action Plan 2007-2016, to tackle the problem of how to address the shortage of health care professionals.207Even though there are many innovations and changes in Alberta’s health care system, thereare still many barriers that exist in access to services by people with disabilities. According tothe Alberta Human Rights Act, no person shall deny or discriminate “any person or class ofpersons any goods, services, accommodation or facilities that are customarily available to thepublic.”208The most contentious issues are duty to accommodate and undue hardship:“Accommodation means making changes to certain rules, standards, policies, workplace cultures andphysical environments to ensure that they don’t have a negative effect on a person because of theperson’s mental or physical disability, religion, gender or any other protected ground.” Undue hardshipoccurs if accommodation would create onerous conditions for an employer or service provider, forexample, intolerable financial costs or serious disruption to business.”209

201 Ibid202 Alberta Health and Wellness. (2008). Vision 2020: The Future of Health Care in Alberta. Retrieved on March 07, 2010, fromhttp://www.health.alberta.ca/documents/Vision-2020-Phase-1-2008.pdf203 Ibid204 Alberta Health Services. (2009). Strategic Direction 2009-2010: Defining Our Focus/Measuring Our Progress. Retrieved on March 07,2010, from http://www.albertahealthservices.ca/files/org-strategic-direction.pdf205 Alberta Health and Wellness. (2010). A Foundation for Alberta’s Health System: Report of the Minister’s Advisory Committee on Health.Retrieved on September 28, 2010, from http://www.health.alberta.ca/documents/MACH-Final-Report-2010-01-20.pdf206 Ibid207 Alberta Health and Wellness. (2006). Alberta Progress on the 10-Year Plan to Strengthen Health Care . Retrieved on September 28, 2010,from http://www.health.alberta.ca/documents/Strengthen-Health-Care-Progress-2007.pdf208 Alberta Human Rights Commission. Alberta Human Rights Act. Retrieved on March 07, 2010, fromhttp://www.albertahumanrights.ab.ca/services/medical/faqs.asp209 Alberta Human Rights Commission. Web Site. http://www.albertahumanrights.ab.ca/Bull_DutytoAccom_web.pdf
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From this a question arises: how can services be provided to patients while at the same timeremaining profitable? Currently, the Government of Alberta is reviewing the various healthcare legislations that are in effect to try to establish a system where the patient will be acontributing partner.210In December 2010, the Health Quality Council of Alberta issued Satisfaction and Experience
with Health Care Services: A Survey of Albertans 2010.211 According to the survey, 48% ofAlbertans stated that it is easy to access health care services in the province. From thesurveyed Albertans, the most common reason why people do not have a family doctor wasbecause “personal family doctor not taking new patients, family doctor left/retired, andpeople feeling they do not need one.”212 Individuals who do not have a family doctor accesswalk-in clinics (56%) and emergency departments (7%) for health services.Coordination of care still remains a challenge. According to Figure 21, 52% of surveyedAlbertans expressed that the coordination of care is good, fair or poor.

2010 (%) 2008 (%) 2006 (%) 2004 (%) 2003 (%)Excellent orvery good 48 49 46 48 48Good, fair orpoor 52 51 54 52 52
Figure 21: Coordination of Care Satisfaction, Health Quality Council of Alberta Survey Satisfaction 2010.213The following figures show some of the findings from the Health Quality Council of AlbertaSurvey Satisfaction 2010.

210 Alberta Health and Wellness. (2010). Putting People First: Recommendations for an Alberta Health Act. Retrieved on September 28, 2010,from http://www.health.alberta.ca/documents/Alberta-Health-Act-Report-2010.pdf211 Health Quality Council of Alberta. (2010). Satisfaction and Experience with Health Care Services: A Survey of Albertans 2010. Retrieved onDecember 26, 2010, from http://www.hqca.ca/assets/pdf/Surveys/HQCA_SE_Technical_Report_2010.pdf212 Ibid213 Ibid
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Figure 22: Proportion of Albertans (18+) receiving various health services within the past 12 months, Health Quality Council of Alberta Survey
Satisfaction 2010.214

Figure 23: Perceived Quality of Health Care Services Overall, in Alberta, by year of survey, Health Quality Council of Alberta Survey Satisfaction
2010.215

214 Ibid215 Ibid
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Figure 24: Percent of respondents who currently have a personal family doctor in Alberta, by year of survey, Health Quality Council of Alberta
Survey Satisfaction 2010.216The results from the survey show that Albertans are generally satisfied with the receivedhealth care; however, there are still areas, such as coordination of care, that need to beimproved.
Healthcare in Newfoundland and LabradorHealthcare services in Newfoundland and Labrador are delivered through the Department ofHealth and Community Services and four regional health authorities. “They focus on the fullcontinuum of care including health promotion and protection, public health, communityservices, acute and long-term care services.”217 The vision of the Department of Health andCommunity Services is “for individuals, families and communities to achieve optimal healthand well-being.”218Newfoundland and Labrador spent $2.53 billion during the 2009-2010 fiscal year, and 74.8%was spent on the health authorities and related services, 13.7% for physician services, 5.2%for the medical and drug subsidy program, 3.7% for capital, and 2.6% for other expenses.219The Department outlined the following strategic goals:

 Improve population health;
 Strengthen public health capacity;
 Improved accessibility to priority services; and,
 Improved accountability and stability in the delivery of health and communityservices within available resources.220

216 Ibid217 Health Canada. (2009). Canada Health Act – Annual Report 2008-2009. Retrieved on March 8, 2010, from, http://www.hc-sc.gc.ca/hcs-sss/alt_formats/pdf/pubs/cha-ics/2209-cha-ics-ar-ra/chaar-ralcs-09-eng.pdf218 Department of Health and Community Services (Newfoundland and Labrador). (2011). Annual Performance Report 2009-2010.Retrieved on October 09, 2010, from, http://www.health.gov.nl.ca/health/publications/2009_2010_DHCS_Annual_Report_Tabled_Final.pdf219 Ibid220 Ibid
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In the Annual Performance Report 2009-2010, the Department acknowledged there are manychallenges that will need continuous improvement such as cancer care, rural health services,mental health and addictions, workforce planning, and pandemic planning.221
Healthcare in Prince Edward IslandThe Department of Health and Wellness has the responsibility of delivery of necessary healthand medical services in this province. The vision is:“Care will be delivered through a single, integrated system of care, one grounded in evidence-baseddecision making and focused on improving health, enhancing access and refocusing the emphasis of thecare delivery system on primary health care and services that can appropriately and safely be providedlocally. The system is more focused on meeting needs in the most appropriate setting, by the mostappropriate provider and in the most cost effective manner.”222For the fiscal year 2007-2008, the Department of Health and Wellness spent $376.8 millionon the delivery of health and medical services in Prince Edward Island.The Department continues with the development of various initiatives such as “several acuteand chronic conditions including cancer, heart attack, stroke, diabetes, arthritis andasthma.”223 Prevention and health enhancement are important strategic goals for thisprovince.Strengthening physician service-delivery remains a priority for the Department of Healthand Wellness of Prince Edward Island. According to Health Canada, there is approximately4,500 health care staff that provide services.224 In 2007, the Department and the MedicalSociety of Prince Edward Island negotiated a Master Agreement with the intent of providingappropriate health services and “to establish a Tariff of Fees or other system of payment forhealth services.”225 As an incentive, each physician that accepts a new patient will receive$150 per new patient.226
Healthcare in Nova ScotiaIn Nova Scotia, the Department of Health, through nine District Health Authorities and thethirty-seven Community Health Boards, delivers medical services necessary for maintainingand improving the health of its residents. “The Department of Health is responsible forsetting the strategic direction and standards for health services; ensuring availability ofquality health care; monitoring, evaluating and reporting on performance and outcomes; andfunding health services.” In addition, the Department of Health is “directly responsible forphysician and pharmaceutical services, emergency health, continuing care, and many otherinsured and publicly funded health programs and services.”227
221 Ibid222 Department of Health and Wellness Prince Edward Island. Web Site. Retrieved on October 8, 2010, from,http://www.gov.pe.ca/health/index.php3?number=1025090&lang=E223 Prince Edward Island Department of Health. (2008). Department of Health Annual Report 2007-2008. Retrieved on October 8, 2010, from,http://www.gov.pe.ca/photos/original/doh.pdf224 Health Canada. (2009). Canada Health Act – Annual Report 2008-2009. Retrieved on March 8, 2010, from, http://www.hc-sc.gc.ca/hcs-sss/alt_formats/pdf/pubs/cha-ics/2209-cha-ics-ar-ra/chaar-ralcs-09-eng.pdf225 The Government of Prince Edward Island. (2007). Master Agreement between the Medical Society of Prince Edward Island and the
Government of Prince Edward Island: April 1, 2007-March 31, 2010. Retrieved on October 8, 2010, from,http://www.gov.pe.ca/photos/original/doh_masteragree.pdf226 Ibid227 Health Canada. (2009). Canada Health Act – Annual Report 2008-2009. Retrieved on March 8, 2010, from, http://www.hc-sc.gc.ca/hcs-sss/alt_formats/pdf/pubs/cha-ics/2209-cha-ics-ar-ra/chaar-ralcs-09-eng.pdf
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The vision of the Department of Health is “generations of Nova Scotians Living Well.” 228Expenditures for the delivery of health services in 2009-2010 were $3,369,000. Strategicgoals for 2009-2010 were to improve access to care and reduce wait times for surgeries.Goals have also been to improve emergency medical departments, reduce paperworkrequired by physicians, and enhance access to necessary mental health services.229Nova Scotia has been experiencing high health costs because of the increase of the agingpopulation compared to other provinces, the second highest rate of cancer, a high rate ofdiabetes, and the highest increase of reported mental health illnesses.230
Healthcare in New BrunswickThe vision for health care in New Brunswick is “a single, integrated provincial health caresystem that is patient-focused and community-based, providing health services in the officiallanguage of choice at a cost New Brunswickers can afford.”231 Health services in NewBrunswick are delivered through two Regional Health Authorities. In 2008, a new provincialplan Advancing Health Care by Putting Patients First was introduced. The intent of this plan isto establish policies and practices that will enhance health services and implementinnovation. 232In the 2008-2009 Annual Report, the Department of Health addressed the following corebusiness areas:

 Protection of those most at risk;
 Prevention/education/awareness; and,
 Provision of care.233The budget for health expenditures in New Brunswick is $2,247,100 for the 2008-2009 fiscalyear. The largest expenditures (58.2%) are for hospital services. 234 According to HealthCanada, as of 2009, there are 1,500 physicians practicing in New Brunswick.235

Healthcare in QuebecThe Quebec Department of Health and Social Services (the ministère de la Santé et desServices sociaux) is responsible for delivery of health services in the province. The mission ofthe ministry is to “maintain, improve, and restore the health and well-being of Quebecers byproviding access to a set of integrated and high-quality health services and social services,
228 Nova Scotia Department of Health. (2009). Annual Accountability Report for the Fiscal Year 2009-2010. Retrieved on October 8, 2010,from, http://www.gov.ns.ca/health/reports/pubs/DOH_Accountability_2009_10.pdf229 Nova Scotia Department of Health. (2010). 2010-2011 Statement of Mandate. Retrieved on October 8, 2010, from,http://www.gov.ns.ca/health/reports/pubs/DOH_Statement_of_Mandate_2010_2011.pdf230 Health Canada. (2009). Canada Health Act – Annual Report 2008-2009. Retrieved on March 8, 2010, from, http://www.hc-sc.gc.ca/hcs-sss/alt_formats/pdf/pubs/cha-ics/2209-cha-ics-ar-ra/chaar-ralcs-09-eng.pdf231 New Brunswick Health and Wellness. (2004). Healthy Futures: Securing New Brunswick’s Health Care System – The Provincial Health Plan
2004-2008. Retrieved on October 8, 2010, from, http://www.gnb.ca/0051/pdf/healthplan-2004-2008_e.pdf232 Health Canada. (2009). Canada Health Act – Annual Report 2008-2009. Retrieved on March 8, 2010, from, http://www.hc-sc.gc.ca/hcs-sss/alt_formats/pdf/pubs/cha-ics/2209-cha-ics-ar-ra/chaar-ralcs-09-eng.pdf233 New Brunswick Department of Health. (2009). 2008-2009 Annual Report. Retrieved on October 8, 2010, from,http://www.gnb.ca/0051/pub/pdf/6698ef.pdf234 Ibid235 Health Canada. (2009). Canada Health Act – Annual Report 2008-2009. Retrieved on March 8, 2010, from, http://www.hc-sc.gc.ca/hcs-sss/alt_formats/pdf/pubs/cha-ics/2209-cha-ics-ar-ra/chaar-ralcs-09-eng.pdf
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thereby contributing to the social and economic development of Québec.”236 All persons whoreside or stay in Quebec must be registered with the Régie de l’assurance maladie du Québecto be eligible for coverage under the province’s health insurance plan.237 Health careexpenditures for the 2007-2008 fiscal year were $23.8 billion, and 60% was allocated towardthe support of various institutions.238
Healthcare in OntarioAccording to Health Canada, “Ontario has one of the largest and most complex publiclyfunded health care systems in the world. Administered by the province’s Ministry of Healthand Long-Term Care (MOHLTC), Ontario’s health care system was supported by over $40billion (including capital) in spending for 2008–2009.”239 Local health services are deliveredthrough fourteen Local Health Integration Networks.The vision of the Ministry of Health and Long-Term Care is “to establish a patient-focused,results-driven, integrated and sustainable publicly funded health system.”240 Ontario’sMinistry of Health and Long-Term Care is the only health ministry in Canada that hasremoval of access barriers to health and medical services as part of its mandate:“The Accessibility for Ontarians with Disabilities Act, 2005 sets out the roadmap to make Ontarioaccessible by 2025. Under this act, accessibility standards are being developed and implemented tobreak down barriers in key areas of everyday life. These standards will increase accessibility for peoplewith disabilities in the areas of customer service, information and communications, employment,transportation and the built environment.The Government of Ontario is preparing to lead the way towards an accessible province, beginning inJanuary 2010 when the first standard — for customer service — comes into force.”241According to the province’s Accessibility Plan for 2009-2010, the Ministry will be focusing onensuring that persons with disabilities do not experience barriers when accessing health andmedical services. The ministry has committed “to [providing] accessibility training for allstaff to ensure they are trained, as appropriate, on policies, practices and procedures thataffect the way goods and services are provided to persons with disabilities.” In addition,communication methods and materials will be provided in alternative forms and methods.242The Ministry has taken on the responsibility of developing a health care system that will bebarrier free for all Ontarians.Since the passage of the Ontarians with Disabilities Act in 2001, the Trillium Health Centre inOntario has been committed to the “ongoing process of improving access to all of its facilities,programs, policies and services.” The Centre “will conduct an ongoing review of bothphysical and attitudinal barriers to remove and prevent such barriers.” According to the
236 The Ministère de la Santé et des Services sociaux. (2006). Annual Management Report 2005-2006. Retrieved on October 8, 2010, from,http://publications.msss.gouv.qc.ca/acrobat/f/documentation/2006/06-102-01.pdf237 Health Canada. (2009). Canada Health Act – Annual Report 2008-2009. Retrieved on March 8, 2010, from, http://www.hc-sc.gc.ca/hcs-sss/alt_formats/pdf/pubs/cha-ics/2209-cha-ics-ar-ra/chaar-ralcs-09-eng.pdf238 The Ministère de la Santé et des Services sociaux. Web Site. Retrieved on October 8, 2010, from,http://www.msss.gouv.qc.ca/sujets/organisation/ssss_enbref/index.php?repartition_budgetaire_en239 Health Canada. (2009). Canada Health Act – Annual Report 2008-2009. Retrieved on March 8, 2010, from, http://www.hc-sc.gc.ca/hcs-sss/alt_formats/pdf/pubs/cha-ics/2209-cha-ics-ar-ra/chaar-ralcs-09-eng.pdf240 Ontario Ministry of Health and Long-Term Care. Web Site. Retrieved on October 8, 2010, from,http://www.health.gov.on.ca/en/ministry/default.aspx241 Ontario Ministry of Health and Long-Term Care. (2009). 2009-2010 Accessibility Plan. Retrieved on October 8, 2010, from,http://www.health.gov.on.ca/en/public/publications/aplans/aplan10/aplan10.pdf242 Ibid



73

centre’s documents, Trillium is one of Canada’s largest community hospitals. Trillium createdan Accessibility Advisory Committee to audit and conduct necessary changes. In 2004,Trillium conducted a site audit and contracted an architectural firm to assist withmodifications. Trillium has an annual budget for upgrades and necessary renovations inorder to provide barrier-free access to care. In addition to renovations and structuralupgrades, Trillium has conducted disability awareness training workshops for the staff.243
Healthcare in ManitobaManitoba’s Ministry of Health and Ministry of Healthy Living provide leadership in healthcare delivery for all Manitobans. The vision statement is “healthy Manitobans through anappropriate balance of prevention and care.”244The Ministry is organized into six areas: Corporate and Provincial Program Support; PrimaryCare & Healthy Living; Health Workforce; Regional Affairs; Administration, Finance andAccountability, and Public Health.245 The budget for 2008-2009 was $4.371 million,246 and asof March 31, 2009, there were 1,209,401 residents registered with the health care insuranceplan.
Healthcare in SaskatchewanThe Ministry of Health, through thirteen Regional Health Authorities is responsible for thedelivery of necessary health and medical services in Saskatchewan. “The Ministry strives toimprove the quality and accessibility of publicly funded and publicly administered healthcare in Saskatchewan.”247 The Ministry is organized into 16 branches – “each working toensure that the province’s health care system operates in an effective and sustainablemanner while remaining accountable to the people of Saskatchewan.”248The health budget for 2010-2011 is $4.202 billion and the largest portion (74%) will gotoward paying health care workers. As of March 31, 2009, there were 1,836 physicianslicensed to practice in the province and eligible to participate in the medical care insuranceplan.
Healthcare in British ColumbiaThe British Columbia Ministry of Health Services has the responsibility of assuring citizenshave access to timely and appropriate health services. Its vision is to establish “a healthsystem that supports people to stay healthy, and when they are sick provides high qualitypublicly funded health care services that meet their needs.”249 There are six health
243 Trillium Health Centre. (2004). Creating a Barrier-Free World: Annual Accessibility Plan 2004-2005. Retrieved on March 8, 2010, fromhttp://www.trilliumhealthcentre.org/about/AccessibilityPlan2004_05_v2.pdf244 Manitoba Health and Healthy Living. (2008). Annual Report 2008-2009. Retrieved on October 8, 2010, from,http://www.gov.mb.ca/health/ann/docs/0809.pdf245 Health Canada. (2009). Canada Health Act – Annual Report 2008-2009. Retrieved on March 8, 2010, from, http://www.hc-sc.gc.ca/hcs-sss/alt_formats/pdf/pubs/cha-ics/2209-cha-ics-ar-ra/chaar-ralcs-09-eng.pdf246 Government of Manitoba. (2008). Manitoba Budget 2008. Retrieved on October 8, 2010, from,http://www.gov.mb.ca/finance/budget08/papers/budget.pdf247 Saskatchewan Ministry of Health. Plan for 2010-2011. Retrieved on October 8, 2010, from,http://www.finance.gov.sk.ca/PlanningAndReporting/2010-11/HealthPlan1011.pdf248 Health Canada. (2009). Canada Health Act – Annual Report 2008-2009. Retrieved on March 8, 2010, from, http://www.hc-sc.gc.ca/hcs-sss/alt_formats/pdf/pubs/cha-ics/2209-cha-ics-ar-ra/chaar-ralcs-09-eng.pdf249 British Columbia Ministry of Health. (2007). 2007/08-2009/10 Service Plan. Retrieved on October 8, 2010, from,http://www.bcbudget.gov.bc.ca/2007/sp/pdf/ministry/hlth.pdf
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authorities that provide services under the guidance of the Ministry of Health Services. Thehealth care budget for 2008-2009 was $13.59 billion.250In 2008–2009, the Ministry of Health Services introduced, continued or enhanced a numberof strategies across the span of health services. These include: population health promotionand health protection, disease and injury prevention, primary care, chronic diseasemanagement, Fair PharmaCare, ambulance services, community programs for mental healthand addictions, hospital and surgical services, home care, assisted living, residential care, andend-of-life care.251The Ministry has identified increasing demands on the health care system as the populationages. There is also a rise in the cost of treatments for chronic diseases and the need topurchase new technologies. In addition, “the Ministry is challenged in meeting this risingdemand by increasing world-wide competition for health professionals and health workers,and the need to direct investments to maintain and improve the health system’s physicalinfrastructure (buildings and equipment).”252
Healthcare in YukonThe Department of Health and Social Services is responsible for the delivery of necessaryhealth and medical services in Yukon with a budget of $257,271,000.253 The mission is to“commit the department and its employees to quality health and social services forYukoners.”254Some of the issues in health delivery are:

 “Effective linkages and coordination of existing services and service providers;
 Recruitment and retention of qualified health care professionals;
 Increasing costs related to service delivery;
 Increasing costs related to changing demographics; and
 Acquiring and maintaining new and advanced high-technology diagnostic andtreatment equipment.”255According to Health Canada, there are fifty-eight general/family practitioners, ninespecialists, and one dentist offering services to about 33,000 residents.

Healthcare in Northwest TerritoriesThe Department of Health and Social Services, seven Heath and Social Services Authorities,and the Tlicho Community Services Agency are responsible for delivery of health services inthe Territory. “The Department’s mission is to promote, protect and provide for the health
250 Health Canada. (2009). Canada Health Act – Annual Report 2008-2009. Retrieved on March 8, 2010, from, http://www.hc-sc.gc.ca/hcs-sss/alt_formats/pdf/pubs/cha-ics/2209-cha-ics-ar-ra/chaar-ralcs-09-eng.pdf251 Ibid252 British Columbia Ministry of Health. (2007). 2007/08-2009/10 Service Plan. Retrieved on October 8, 2010, from,http://www.bcbudget.gov.bc.ca/2007/sp/pdf/ministry/hlth.pdf253 Yukon Health and Social Services. (2010). Financial Information: 2010/2011. Retrieved on March 24, 2011, from,http://www.finance.gov.yk.ca/pdf/budget/2011_12_fininfo_e.pdf254 Yukon Health and Social Services. Web Site. Retrieved on October 8, 2010, from, http://www.hss.gov.yk.ca/mission.php255 Health Canada. (2009). Canada Health Act – Annual Report 2008-2009. Retrieved on March 8, 2010, from, http://www.hc-sc.gc.ca/hcs-sss/alt_formats/pdf/pubs/cha-ics/2209-cha-ics-ar-ra/chaar-ralcs-09-eng.pdf
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and well-being of the people of the Northwest Territories.”256 The operating budget is $326million.257
Healthcare in NunavutThe Department of Health and Social Services ensures that residents receive proper servicesand its mission is “to promote, protect and provide for the health and well-being of Nunavutresidents, in support of leading self-reliant and productive lives.”258 In 2009, the Departmentissued Tamapta: Building Our Future Together 2009-2013259 strategic plan. The delivery ofhealth care is based on a primary health care model. The budget for 2008-2009 was$251,388,000.260 “Over one quarter of the Department’s total operational budget is spent oncosts associated with medical travel and treatment provided in out-of-territory facilities.”261There are 134 general/family practitioners and eighty-four specialists, and Nunavut hasbeen trying to address the acute shortage of nurses.
The Direction of health care in Canada: Barrier-Free Health and Medical
ServicesThe disability rate in Canada is on the rise. Presently, one in seven Canadians has adisability.262 As the number of individuals with disabilities grows, so too does the need forbarrier-free access to health and medical care and services.In the 2006 PALS, 15.8% of participants reported that they do not have appropriate access tohealth care services and most of their medical and health needs go unmet. The reasons areexpenses for transportation or out-of-the pocket medical expenses and a lack of availabilityof services in the area of residency. In addition, 21.5% reported that they were not sure howto obtain the health care services that they needed.263The federal, provincial, and territorial governments support various program and projectsthat are set up to eliminate barriers to full inclusion for people with disabilities. Variousreports have been produced by different government departments, but they rely onstatistical data from surveys conducted in 2001 and 2006.264 Today, programs are set up as aresult of findings that were collected in 2006 and, therefore, do not reflect current changes inthe health care systems.

256 Northwest Territories Health and Social Services. Web Site. Retrieved on October 8, 2010, from,http://www.hlthss.gov.nt.ca/english/our_system/about_us/hss_department.htm257 Northwest Territories Ministry of Finance. Web Site. Retrieved on October 8, 2010, from, http://www.fin.gov.nt.ca/address/index.htm258 Nunavut Health and Social Services. Web Site. Retrieved on October 8, 2010, from, http://www.gov.nu.ca/health/259 The Government of Nunavut. (2009). Tamapta: Building Our Future Together 2009-2013. Retrieved on October 8, 2010, from,http://www.gov.nu.ca/files/Tamapta%20Action%20Plan_ENG.pdf260 Health Canada. (2009). Canada Health Act – Annual Report 2008-2009. Retrieved on March 8, 2010, from, http://www.hc-sc.gc.ca/hcs-sss/alt_formats/pdf/pubs/cha-ics/2209-cha-ics-ar-ra/chaar-ralcs-09-eng.pdf261 Ibid262 Ibid263 Ibid264 Government of Canada. (2009). 2009 Federal Disability Report. Retrieved on September 28, 2010, fromhttp://www.hrsdc.gc.ca/eng/disability_issues/reports/fdr/2008/fdr_2008.pdf
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Figure 25: Prevalence of Disability by age group, 2001 and 2006 comparable265 (Source: Participation and Activity Limitation Survey, 2006)According to the 2006 PALS, transportation still remains a major barrier for people withdisabilities when accessing health and medical services. According to the Government ofCanada, 12.3% of the people that responded to the 2006 PALS stated that their reason forbeing housebound is because accessible transportation is not available. For 24.2%, thereason is because there is no assistance once they arrive at their destination.

Figure 26: Reasons preventing long-distance travel, 2006266 (Source: Participation and Activity Limitation Survey, 2006)In 2007, the Canadian Transportation Agency conducted hearings regarding medical oxygenusage during transportation and found that there are many obstacles for individuals usingthis type of medical equipment. The Agency issued a decision, 336-AT-A-2008, which ruledthat passengers should be allowed to carry their own medical oxygen and that this isaccording to the safety rules and regulations.Another issue considered by the Canadian Transportation Agency was regarding allergies.The Agency is currently considering how to create barrier-free environments for people withsevere allergies without limiting transportation for other individuals.
265 Ibid266 Ibid
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In 2003, the Canadian Transportation Agency ruled that VIA Rail had to improve physicalaccessibility of its cars and create barrier-free access for people with physical disabilities.267Effort is needed to “inform the public about available treatments, and to motivate primarycare physicians to recognize and treat” various conditions experienced by people withdisabilities.268 People with disabilities, especially individuals with mental health issues, areless inclined to seek medical assistance because of the scepticism that is demonstrated byhealth professionals concerning various symptoms. As David Mechanic points out “themagnitude and severity of distress and disability are the most important determinants ofperceiving a need for care.”269 Mechanic also states the following:“the processes that define how persons with symptoms identify need and decide to seek care arecommon to most types of illness. However, the values measured on predictors such as perceivedstigma, insurance coverage, expectations of treatment benefits, and the like may vary a great deal fromone illness to another.”270The term reasonable access from the Canada Health Act has not been defined. The questionsare who decides what services are medically necessary,271and how will individuals be able toreceive the necessary care in appropriate timeframe.There is a great need to close the gaps in the current health systems between the need formedical services and the actual care that is being delivered to people with disabilities.“Behavioural research makes clear that knowledge by itself is not a sufficient inducement tobring people into needed care.”272 How to allocate resources has become a great challengefor policymakers. The demand for services and care is constantly increasing.273 Morrisrecommends that if we want to eliminate barriers to health care then “a mobilization ofprofessional-expert opinion” is necessary, but he admits that the likelihood of that happeningis very slim.274 Without all parties that are involved in the health care service deliverycoming together solutions will always remain inequitable.According to Casebeer and Reay, “when family physicians actively participate in reform,effective changes happen” and this is what is necessary in Alberta and in Canada.275 Theprimary health care service delivery is in need of change because many individuals do notreceive the much needed medical treatment and prevention they require. Studies haveshown that today “family physicians are playing critical roles in developing innovativesolutions to long-standing problems” by creating environments where “joint leadership” isencouraged and developed.
267 Ibid268 Mechanic, D. (2002). Removing Barriers to Care among Persons with Psychiatric Symptoms. Retrieved on September 28, 2010, fromhttp://content.healthaffairs.org/cgi/reprint/21/3/137269 Ibid270 Ibid271 Health Canada. (2001). Certain Circumstances: Issues in Equity and Responsiveness in Access to Health Care in Canada. Retrieved onSeptember 28, 2010, from http://www.hc-sc.gc.ca/hcs-sss/alt_formats/hpb-dgps/pdf/pubs/2001-certain-equit-acces/2001-certain-equit-acces-eng.pdf272 Ibid273 Morris, R. (1965). Next Steps in Removing Barriers to Health Care. Retrieved on September 28, 2010, fromhttp://www.ncbi.nlm.nih.gov/pmc/articles/PMC1750845/pdf/bullnyacadmed00285-0086.pdf274 Ibid275 Casebeer, A. and Reay, T. (2004). Reinventing Primary Health Care: Physicians Have a Pivotal Part to Play. Canadian Family Physician VOL
50: OCTOBER. Retrieved on September 28, 2010, from http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2214508/pdf/15526866.pdf
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Family physicians are establishing new settings by “working together with other health careproviders” and encouraging collaborative and innovative ways of delivering care. In addition,physicians in Alberta are “partnering with social service and education and communityrepresentatives” and creating a wider pool of resources. Each of these innovations andchanges are intended to provide “continued provision of high-quality primary care” andunderstand the needs of patients.276 Only with continued changes and collaboration will thebarriers that exist in the system be eliminated. We need to continue to educate ourselves. AsGregor Wolbring writes, “solutions follow perceptions and perceptions are changed bysolutions.”277In 2001, the US Institute of Medicine stated that improving access to health care will bepossible only if polices are based on the following practicalities: “safe, effective, patient-centered, timely, efficient, and equitable.”278 In a report produced by the Canadian HealthServices Research Foundation, primary health care has to be based on principles such as“effectiveness, productivity, accessibility, continuity, quality, and responsiveness.”279Research has shown that when citizens have quality access to primary health care, thenhealth and well-being is higher and incidences of developing chronic diseases are lower.Glazier points out,“despite this high level of innovation in every province and territory, there is no coordinated nationalplan for evaluation. Innovations often attract those most able to learn about them and experience theirbenefits and there are concerns that the needs of disadvantaged and vulnerable populations are notbeing specifically addressed in most primary care reform efforts. Nationally coordinated strategies areneeded to ensure that primary care reform is appropriately evaluated and that mid-course correctionscan be made to ensure effectiveness and equity.”280Any changes within the current health care service delivery have to be supported by strongpolitical leadership and the desire to undertake major system overhaul. In addition, thesechanges have to incorporate societal demands for types of care – what people need cannot beignored. “Societal attitudes can help overcome governmental barriers.”281 Any health reformsmust be applicable to all levels and types of service providers if the desire is for measuredoutcomes to be positive and significant.No changes will be effective if the patient is not consulted. “In today’s information-richsociety, where patients are apt to see themselves as health care consumers with options andrights, some jurisdictions are setting down those rights in formal bills of rights or
276 Ibid277 Wolbring, Gregor. (2005). The Triangle of Enhancement Medicine, Disabled People, and the Concept of Health: a New Challenge for HTA,
Health Research, and Health Policy. Retrieved on September 28, 2010, from http://www.ihe.ca/documents/HTA-FR23.pdf278 Iezzoni, L. (2003). Targeting Health Care Improvement for People with Disabilities. International Journal for Quality in Health Care 2003:
Volume 15, Number 4, pp. 279-281. Retrieved on September 28, 2010, fromhttp://intqhc.oxfordjournals.org/content/15/4/279.full.pdf+html279 Canadian Health Services Research Foundation. (2003). Choices for Change: The Path for Reconstructing Primary Health Care Services in
Canada. Retrieved on September 28, 2010, fromhttp://www.chsrf.ca/final_research/commissioned_research/policy_synthesis/pdf/choices_for_change_e.pdf280 Glazier, Richard. (2007). Balancing Equity Issues in Health Systems: Perspectives of Primary Health Care. Healthcare Papers, 8(Sp) 2007:
35-45. Retrieved on September 28, 2010, from http://www.longwoods.com/content/19218281 Institute for Clinical Evaluative Sciences. (2009). What Does it Take to Make a Healthy Province? A Benchmark Study of Jurisdictions in
Canada and Around the World with the Highest Levels of Health and the Best Health Behaviours: ICES Investigative Report. Retrieved onSeptember 28, 2010, from http://www.ices.on.ca/file/Healthy%20province%20November%20release.pdf
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charters.”282 Alberta is developing a Health Charter. The United Kingdom and New Zealandhave developed and implemented a code of rights for health care consumers.283Many critics have argued that rights and obligations do not create seamless systems of caredelivery but increase the financial investments need to support health care systems.284Consumer involvement in decision making is vital for the future of health care in Canada.285“Citizens wish not only to preserve and protect the best of the Medicare system built overrecent decades but also to update it and to make it sustainable for the future.”286According to a report released in 2008, the Government of Canada acknowledged thefollowing:“creating accessible communities and providing disability supports is integral to achieving the fullparticipation of people with disabilities in Canadian society. This approach requires action on twolevels: at the societal level, the reduction or elimination of the environmental barriers that affect thelives of people with disabilities and prevent their full inclusion in society; and, on a personal level, theavailability of disability supports that address individual needs, further participation and maximizeindependence.”287Recognizing a need for communities that are accessible and inclusive is an important steptowards eliminating the disparity between those with disabilities and those withoutdisabilities.
Community EngagementAccording to Mitton et all, “there seems to be no clear consensus in the literature on whenpublic engagement should be sought, how it should be obtained, or how it might beincorporated by decision-makers into priority setting and resource allocation processes.”288Public engagement is defined as “processes [that] are characterized by bilateral anddeliberative dialogue, mutual respect, power sharing, and in some instances, long-termpartnership between citizens and government.”289 The term “engagement” has beendistinguished from the term “consultations.” The first relates to obligation and the second toopinion.The reason for public engagement is that people are generally interested in health care. Theytend to be vocal about decisions that undermine personal interests. Decision-makers havebeen reluctant to seek public engagement, because, as Steven Lewis points out, “in the face ofsuch complex issues, there is a public that has a relatively stable and even apprehendable
282 Commission on the Future of Health Care in Canada. (2002). Access to health care in Canada. Retrieved on March 8, 2010, fromhttp://www.chsrf.ca/other_documents/romanow/pdf/accesstocare_e.pdf283 Ibid284 Ibid285 MacKinnon, M., Maxwell, J., Rosell, S. and Saxena, N. (2003). Citizens’ Dialogue on Canada’s Future: A 21st Century Social Contract.Retrieved on March 8, 2010, from http://www.owr.ca/19110_en.pdf286 Commission on the Future of Health Care in Canada. (2002). Report on Citizens’ Dialogue on the Future of Health Care in Canada.Retrieved on March 8, 2010, from http://www.cprn.org/documents/12704_en.PDF287 Government of Canada. (2008). 2008 Federal Disability Report. Retrieved on September 28, 2010, fromhttp://www.hrsdc.gc.ca/eng/disability_issues/reports/fdr/2008/fdr_2008.pdf288 Mitton, C., Smith, N., Peacock, S., Evoy, B. and Abelson, J. (2009). Public Participation in Health Care Priority Setting: A Scoping Review.
Health Policy 91 (2009) 219–228. Retrieved on March 8, 2010, fromhttp://www.canprep.ca/library/Public_Participation_in_Priority_Setting.pdf289 UBC Centre for Health Services and Policy Research. (2007). Voices and Choices: Public Engagement in Health Care Policy. Retrieved onMarch 8, 2010, from http://www.chspr.ubc.ca/files/publications/2007/chspr07-11.pdf
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point of view. And this leads to the question: Is health care policy an appropriate field inwhich to be investing in public engagement?”290There have been many instances where public engagement has been integrated in the healthcare decision-making process. “Effective community engagement brings people to the table –both community members and professionals – and nurtures their active participation in allaspects of decision-making processes.”291Alberta recently completed a consultation process that asked “Albertans to share their viewson four areas: Principles, Patient Charter, New Legislation and Consulting Albertans.”292In Ontario, “Local Health Integration Networks were created in 2006 with an explicitmandate to engage stakeholders and their communities. More than this, the idea ofengagement was central to their rationale. Proponents of the LHIN system argued thatregional planning authorities would be better positioned than ministry officials to assess andinterpret local needs. LHINs could do this because they would be in closer contact with thecommunities they served and because of the strength and number of local relationships theycould forge and sustain.”293 Ontario’s LHIN’s used the following formula as a guide for publicengagement: Purpose + Context + People + Process = Outcome294In British Columbia, public engagement295 was sought by the Vancouver Coast HealthRegional Authority and this “is the only health authority in Canada with a dedicatedcommunity engagement team.”296 This team is focused on engaging the public and seekinginput on how to improve services and maintain healthy communities. Additionally, in 2006the BC provincial government launched a campaign of public engagement and asked forinput on health priorities and for ideas of how to create a sustainable system.Many countries like Australia and New Zealand, have sought public engagement in thedevelopment of rural health policies.297 The Northern Ontario School of Medicine has alsoincorporated public engagement with the intent to minimize the challenges felt by residentsliving in rural and remote areas in Ontario:“Through community engagement, community members are actively involved in hosting students andcontributing to their educative experience. Community engagement for NOSM is consistent with itssocial accountability mandate and has a particular focus on collaborative relationships with Aboriginalcommunities and organizations, Francophone communities and organizations, and rural and remotecommunities, as well as the larger urban centres of Northern Ontario. For NOSM, community
290 Ibid291 Minnesota Department of Health. (2002). Strategies for Public Health: A Compendium of Ideas, Experience, and Research
From Minnesota’s Public Health Professionals. Retrieved on March 8, 2010, from http://www.health.state.mn.us/strategies/engagement.pdf292 Alberta Health and Wellness. (2010). Putting People First: A Summary of Albertans’ Views. Retrieved on November 8, 2010, fromhttp://www.health.alberta.ca/documents/Alberta-Health-Act-Summary-2010.pdf293 MASS LBP. (2009). Engaging with Impact:  Targets and Indicators for Successful Community Engagement by Ontario’s Local Health
Integration Networks: A Citizens’ Report from Kingston, Richmond Hill and Thunder Bay. Retrieved on March 8, 2010, fromhttp://www.masslbp.com/media/engagingreport.pdf294 Ibid295 Vancouver Costal Health. (2009). Community Engagement Framework. Retrieved on March 8, 2010, fromhttp://www.vch.ca/get_involved/community_engagement/296 UBC Centre for Health Services and Policy Research. (2007). Voices and Choices: Public Engagement in Health Care Policy. Retrieved onMarch 8, 2010, from297 Strasser, Roger. (2010). Community Engagement: A Key to Successful Rural Clinical Education. Rural and Remote Health  10: 1543.(Online), 2010. Retrieved on November 10, 2010, from http://www.rrh.org.au/publishedarticles/article_print_1543.pdf
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engagement occurs through interdependent partnerships between the School and the communitieswhereby the communities, through local NOSM groups, are as much a part of NOSM as the maincampuses in Thunder Bay and Sudbury. These relationships are fostered through the AboriginalReference Group, the Francophone Reference Group, local NOSM groups, and a vast network of formalaffiliation agreements and memoranda of understanding.”298The report states that implementing public engagement by the Northern Ontario School ofMedicine was not an easy task. The challenge was how to eliminate the assumptions by the“conventional wisdom that the University is an ivory tower separated from the ‘real world’community.”299According to Bruni et all, public engagement in health care is vital because: “(1) the public isthe most important stakeholder in the health care system; (2) engaging the public is inkeeping with the principles of a democracy; (3) members of the public can provide insightson the values and priorities of their communities; and (4) engaging the public can lead toimproved public trust and confidence in the health care system.”300As Bryan Burns states, public engagement has evolved over time and today engagement ischaracterized by the following steps:
 Inform (step 1)
 Consult (step 2)
 Involve (step 3)
 Collaborate (step 4)
 Partner (step 5)
 Delegate Authority (step 6)
 Establish Autonomy (step 7)
 Advise (step 8)
 Enable (step 9)301However, public engagement has its limitations such as time, resources and expertise inconducting these kinds of activities.302 As Abelson and Gauvin point out, there tends to be“lack of commitment to evaluation from senior management”. 303 The challenge is how toevaluate public engagement because of the “the complexity and value-laden nature of publicparticipation as a concept; the absence of widely held criteria for judging its success andfailure; the lack of agreed-upon evaluation methods; and the paucity of reliable measurementtools.”304Citizens participate in public engagement because they “need to have a voice in definingaccountability, the roles, responsibilities and relationships among all parties involved and in

298 Ibid299 Ibid300 Bruni, R., Laupacis, A. and Martin, D. Public Engagement in Setting priorities in Health Care. Canadian Medical Association Journal. July 1,2008: 179(1). Retrieved on November 10, 2010 from http://www.cmaj.ca/cgi/reprint/179/1/15301 Bruns, Bryan. (2003). Water Tenure Reform: Developing an Extended Ladder of Participation. Retrieved on November 10, 2010 fromhttp://www.bryanbruns.com/bruns-ladder.pdf302 Abelson, J. and Gauvin, F. (2006). Assessing the Impacts of Public Participation: Concepts, Evidence and Policy Implications. Retrieved onNovember 10, 2010 from http://www.cprn.org/documents/42669_fr.pdf303 Ibid304 Ibid
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determining what mechanisms are needed and acceptable to uphold that trust.”305 If themessage provided by the government is not clear then the public does not see how it canprovide constructive opinions. Regardless of realization public engagement in health caredecision-making, citizens will continue to hold the government accountable for their actionsand service delivery.

305 Abelson, J. and Gauvin, F. (2004). Transparency, Trust and Citizen Engagement: What Canadians are Saying about Accountability.Retrieved on November 10, 2010 from http://cprn.org/documents/33621_en.pdf
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Needs Assessment: Assessing the Needs of Albertans with
DisabilitiesFrom April to July 2010, ACCD conducted a multi-part needs assessment process todetermine barriers that people with disabilities experience in Alberta. Given that the reviewof literature indicated the importance of creating health care that is responsive to the needsof all citizens; it was essential to solicit input from people with disabilities, not-for-profitorganizations, and health care professionals. A balance of urban and rural consultation wassought in each phase. Despite this diversity, each phase reported similar themes.As part of the needs assessment, ACCD hosted six community consultations across theprovince. The goals of the community consultations were to inform, consult and involve thepublic in the development of recommendations for barrier-free health and medical servicesin Alberta for the benefit of all citizens.The needs assessment process included distribution of questionnaires to people withdisabilities and health care professionals. These questionnaires gathered the perceivedbarriers of individuals who are accessing the system and individuals who are in the systemproviding services.Each phase of the needs assessment reported common themes. Most notably, all phasesreported that there are barriers in the health care system – barriers that are being created inresponse to current policymaking without seeking input from patients and health careprofessionals. Participants overwhelmingly presented the need for a diverse range ofservices and for the government to assist health care professionals in providing appropriateand timely services. Every consulted location has been significantly affected by currentgovernment restructuring of services and lack of funding for health care professionals toprovide timely and appropriate health care services.This section provides a thorough description of the format, data collection methods, andresults of each phase of the needs assessment, including thematic highlights. The sectionconcludes with a summary of key messages from all needs assessment phases.



84

Community Consultations: A Summary Report on the Findings

IntroductionBetween May 30 and June 11, 2010, ACCD hosted six community consultations attended bypeople with disabilities, not-for-profit organizations, government representatives of variousfunding programs, and family members. The community consultations were about sharinginformation and exploring the unique barriers that are being faced by Albertans withdisabilities when accessing health and medical services. The goals of the consultations wereto inform, consult, and involve the public in the development of recommendations forbarrier-free health and medical services in Alberta. The consultation process made itpossible for ACCD to collect information directly from citizens with disabilities, their families,community agencies, and health care professionals in Alberta.Community consultations were held at the following locations: Edmonton (May 20, 2010),Calgary (May 31, 2010), Vegreville (June 3, 2010), Rocky Mountain House (June 4, 2010),Lethbridge (June 7, 2010) and Grande Prairie (June 11, 2010).306 A press release wasconducted on April 26, 2010 to inform the media about the project and the communityconsultations. Information about the consultations was distributed through promotional e-mails, and individuals were asked to register. 114 Albertans attended the communityconsultations and 109 requested follow-up contact concerning the project.
Consultation FormatThe same agenda and processes were used in all sessions. Representatives of ACCD openedthe sessions by welcoming participants and presenting an overview of the organization, thepurpose of the session, and how the information will be used.Participants were asked to introduce themselves and respond to the following question:‘The reason I attended this community consultation is...’Some of the answers were:

 Lack of initiatives by Alberta Health and Wellness to assist people with disabilities inthe system.
 I am not able to receive proper x-ray exams.
 People travel to other provinces and countries in order to access appropriaterehabilitation services. We need good services in Alberta.
 I have an interest in eliminating barriers to health and emergency room services.
 To bring issues forward experienced by people with brain injury.
 I am here to bring in the parent perspective and the struggles in navigating thesystem.
 I am here to share my experiences about the challenges of blind Albertans.
 I am here to present my struggles and to see how I can get some help.
 To speak about the issues that people in rural Alberta face every day.

306 The summaries from each community consultation can be viewed in Appendix I.
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 My challenges with inaccessible exam rooms and medical laboratories.
 How to access mental health supports and services?
 There are too many issues for people with spinal cord injury when comes to healthcare services.
 To learn how the rest of the community is coping.
 To raise awareness about the DeafBlind community and the barriers faced.
 To present issues about the struggle that people with autism have from childhood toadulthood.
 I would like to know how to navigate the system and find services.
 What can be done about the deterioration of the system?
 Without barrier-free health services, people with disabilities cannot keep jobs.
 Healthcare access is limited when you have a chemical sensitivity.
 There is no recognition for invisible disabilities.
 I need to receive better education and awareness about various services. It seems thatI am slipping through the cracks of the system.
 I am frustrated with the lack of transition services for children who turn 18.
 To bring forward the concerns of the hard of hearing community.
 I am facing many barriers at doctor’s offices and universal design implementation ismy goal.
 We have to travel in order to access service.
 To bring some of the FASD concerns.
 To see how I can help my son in his struggles.
 To see what others are saying and how I can contribute.
 I am here on behalf of brain injury clients and to present some of the communicationbarriers.
 So far I have found doctors very supportive and accessibility is very good.
 I have experienced barriers with the home care system.
 To share some of the many attitudinal barriers that I have experienced.307Following this warm-up exercise, participants worked in small groups to identify thechallenges and potential solutions, all of which were recorded on sheets of paper posted onthe walls. Each workshop was approximately three hours long.

Data CollectionAt the conclusion of each consultation session, the facilitator gathered the charts containingparticipants’ identified challenges and solutions. The common themes identified in eachsession have been included in the summary below. Closely related themes with significantoverlap, however, have been combined for the sake of clarity.
Overview of the FindingsGenerally, participants identified the same key challenges and solutions regardless oflocation. The most reoccurring challenges were concerns about the health care system andmedical professionals, lack of access to health and medical services, and inaccessibility of
307 These statements were recorded on a flip chart and are verbatim.
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medical clinics and medical equipment. In addition, issues concerning transportation,information and referral, advocacy, lack of government accountability, and caregiverchallenges were discussed.The following challenges were common to most settings.
Concerns with the health system and medical professionals

 The waiting lists for seeing specialists are very long and this problem is worse in ruralareas where people have to travel to other locations in order to access specialists.
 Many communities are experiencing high turnover of health and medical staff, andpatients need to start over with every new staff that comes to their location.
 Smaller communities expressed the concern that health and medical staff do not stayvery long.
 There are six doctors in a community that needs at least twelve.
 Many general practitioners and specialists refuse to fill out forms because they do notknow the patient. As a result, the patient is not able to access funding services likeAISH or CPP.
 Because of the low number of general practitioners in many locations, acceptance ofnew patients is virtually nonexistent.
 Health and medical staff are fearful to assist individuals to get on the examining table.
 There is a lack of appropriate patient history knowledge transfer when medicalprofessionals leave a community.
 Medical professionals do not have time allocated to fill out forms, talk to the patientsand provide appropriate directions because of the number of patients they have to seeevery day.
 Short allocations for appointment times.
 Lack of treatment consistencies between doctors educated in Canada and doctorseducated in other countries.
 People with disabilities are last to receive care in the emergency room.
 Prejudice within the medical system towards people with disabilities. They areperceived as a burden to the health system.
 Staff does not have appropriate knowledge about various disabilities, how tocommunicate and identify needs, and to understand behaviours and reactions tosituations.
 Walk-in-clinics should not be a source for primary patient care.
 There is a lack of choice for specialists. One specialist serving a large area and nooptions to choose someone else.
 Medical professionals do not utilize community advocates to assist people withdisabilities with their health and medical needs.
 There is a shortage of health care professionals who are willing to work and assistindividuals with disabilities.
 There are many attitudinal barriers for people with disabilities and their familieswhen accessing health and medical services.
 People with multiple disabilities tend to receive services for one disability and bedenied other necessary services.
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 Healthcare professionals do not understand the system well enough to assist peoplein accessing necessary services.
 Lack of specialized disability clinics.
 Non-inclusion of the patient as part of the team.
 Medical professionals are strapped for time and training.
 People are being sent home without explaining how to use equipment.
 Doctors are affected by cutbacks and patients are experiencing the consequences.
 Lack of appropriate funding necessary for health professionals to train and improvetheir knowledge.
 Attitudes toward individuals with mental health that “we do not deal with people likethat.”
 Negative attitudes at medical clinics – “what is wrong with him?”

Lack of access to health and medical services

 Individuals have to wait extensively to access medical tests and exams.
 There is a lack of transition of services from children to adult services.
 Individuals are not able to obtain diagnosis in a timely manner, leading to barriers inaccessing necessary health and medical services.
 Individuals that are not able to access proper mental health services tend to end up injail, the street or the hospital. Individuals have to go from department to departmentto locate someone who will assist them.
 Many financial barriers are in place now that prevent people from accessing services.
 There is one x-ray room in many rural hospitals; consequently wait times for accessfor this service is very long.
 Travelling specialized services come once a year in many rural locations.
 Because of inappropriate long term care and supportive living accommodations,people are transferred away from their communities.
 People with disabilities have difficulties in accessing and searching for availableservices.
 Single-service providers for community services has proven to be an ineffective modelbecause of long waiting lists, exclusionary criteria, must-fit-in certain criteria, and notconsumer-directed.
 Lack of follow up services after hospitalization.
 Lack of collaboration between PDD and Alberta Health Services.
 Lack of funding to conduct appropriate assessments.
 Access to services has been compromised because of cuts to funding.
 Need better integration of service providers and easier transfer of medicalinformation.

Inaccessibility of medical clinics and equipment

 There is a lack of standards for clinics and offices concerning accessible parking,waiting room, and patient rooms.
 Exam rooms are very small to accommodate individuals that usewheelchairs/scooters.
 Merely few clinics have weight scales for individuals that use wheelchairs/scooters.
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 Lack of height-adjustable examination tables and equipment for various tests.
 Reception desks are not appropriately designed for wheelchair/scooter users.
 Specialized equipment not readily available, even in medical facilities.
 The travelling specialist clinic transportation is not accessible for people withdisabilities.
 Lack of funding for new communication devices, alternative communicationmaterials, and interpreters.

Transportation

 People use the ambulance frequently because of the lack of appropriatetransportation systems.
 There is a lack of appropriate transportation system to access health and medicalservices. People have to rely on their families, friends, and neighbours if they are toget to any kind of services.
 People incur very high transportation expenses when accessing services outside oftheir communities.
 Lack of accessible taxis. Very few to serve many.
 Lack of organizations that can assist people with disabilities to and from medicalappointments.
 Lack of late night transportation to emergency services.

Advocacy and navigation of the system

 Advocates have to act as detectives in order to assist their clients in accessing healthand medical services.
 There is lack of a standard processes when assisting people with disabilities.
 Lack of information and referral services.
 People tend to be viewed as a nuisance when trying to ask for information andreferral services.
 Disconnect between service provider agencies and the government departments thatfund the services.
 How to navigate a system that is not understood even by the individuals who work init?
 Organizations play a guessing game with reference to what can be funded and whatcannot.
 Referrals have a tendency to cost money to families that are navigating the system.

Lack of government responsibilities

 The Alberta Building Code is not properly enforced.
 Failure to promote barrier-free and universal design.
 What is the exact number of people with disabilities in Alberta? Is the governmentcollecting any information in order to allocate appropriate services?
 Lack of ombudsman for people with disabilities that can lead to policy changes.
 Many ambiguities in jurisdiction processes for various programs.
 Service providers need to be consumer driven and held accountable.
 Lack of media coverage on issues that people with disabilities experience.
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 The health care Act needs changes to reflect more of society’s current needs.
 Minimum requirements for accessibility need to be raised in order to reflect the needsof the population.
 Provincial disparity between cities and rural programs.
 Lack of appropriate knowledge of various funding programs.
 Non-existent transition processes from children services to adult services.

Home care, caregiver and respite care supports

 There is a shortage of qualified caregivers, so families have difficulty finding paid staffto help and relieve them.
 Respite is designed for the schedule of others, not the caregiver. There is no weekendin-home respite because of staff shortages.
 Funding for caregiving involves so many complications – paperwork, HR issues,changes in staff, freedom of information regulations.
 Regional and provincial coordination of respite programs and resources is missing.

From Challenges to SolutionsThe following actions and solutions were proposed by participants in response to the abovechallenges.
Concerns with the health system and medical professionals

 Eliminate the pay scale difference between urban and rural doctors.
 Enhance the rural Alberta recruiting program for health care professionals. Create astrategic plan of how to get more health professionals to move to rural areas andremain long term.
 Allow disability experts, advocates, guardians, support staff, and caregivers to be partof the decision-making team.
 Create a program that will recognize health care professionals that go above andbeyond their duties to assist patients.
 People with disabilities should be an integral part of the decision-making medicalteam.
 Allowing health care professionals the time and resources to develop written reportsfor patients that have cognitive impairments.
 Ease the transition from child health services to adult health services.
 Assist in the removal of attitudinal barriers by health care professionals to be morepatient-centred rather then seeing patients as burden.
 Reimbursement system that will allow health professionals to assist people withdisabilities in an appropriate and timely manner.
 Innovative reimbursement system to allow patients with disabilities the appointmenttime that they need when accessing health and medical services.
 Augment the work between health professionals, Alberta Health Services, and AlbertaHealth and Wellness.
 Incentives for students to go into the medical profession.
 Appointments should be according to time needs (shorter for prescription renewaland longer for more complex needs).
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 Pharmacist should play a bigger role in the education of patients about propermedication usage.
 There should be a medical team with various specialists set up in every community sopeople do not have to travel in order to access services.

Lack of access to health and medical services

 Create incentives to recruit more specialists in adult services.
 The transition of services between age 16 to 65 to 65 and over should be connectedand seamless for the individual in the system.
 The ability to set up services in rural areas that will perform day surgeries which willreduce waiting times and people will be able to receive timely and appropriateservices in their own communities.
 Set up of more frequent specialized traveling clinics for mammograms, bone density,foot, hearing aid etc. They work very well and people appreciate the access.
 Infrastructure for health services to be set up so people can access services in theircommunities.
 Remove Alberta Health Services hiring freeze in order to increase the number ofhealth professionals assisting patients.
 More support services for individuals that are going through the rehabilitationprocess and living a life with a disability.
 Allow, in extreme cases, home visitations by health care professionals.
 Enhance home care services.
 Enhance community-based medical services.
 Prevent movement of services from smaller communities to larger cities.

Inaccessibility of medical clinics and equipment

 Develop standards that will guide health and medical professionals to establishaccessible offices.
 New buildings should comply with the Alberta Building Code.
 A concern’s line where people can call and express barrier issues, so there is acontinuous record of issues.
 Mandate a minimum number of accessible exam rooms per number of patients orhealth care professionals.
 Provide incentives for health care professionals to establish practices in accessibleoffices.
 Allow grants and funding opportunities for health care professionals to make theiroffices accessible.
 There should be at least one place that is fully accessible where people withdisabilities will be able to receive appropriate and adequate medical care.
 Medical equipment should be updated and reflect the needs of the population.

Transportation

 Money to initiate a program that will provide appropriate and necessarytransportation services.
 Transportation connection between smaller communities.
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 Incentives for the local taxi services to have accessible transportation.
Advocacy and navigation of the system

 Alberta Health Services needs a listing of information on social media outlets in orderto inform individuals about accessible clinics and available services in their area.
 Medical receptionists should have proper training in information and referral.
 Incentives to allow health professionals to develop care manuals.
 Training for professionals to provide appropriate referrals to available mental healthservices, addiction, and sexual abuse programs.
 Information and referral for peer support groups.
 Provide information in plain language and alternative forms.
 Establish a coordinated information system.
 Enhance the volunteer service sector.
 Create a cross-disability information and referral navigator in each community.
 Establish uniform advocacy processes for community organizations.

Lack of government responsibilities

 Develop strategies to raise awareness about people with disabilities.
 Create a tool that will allow disability knowledge sharing among health professionals.
 Community organizations to act as information resources.
 Enhance media coverage on universal design.
 The UN Convention on the Right of Persons with Disabilities requires that thegovernment ensure that all services that are provided for able-bodied individuals beprovided to people with disabilities.
 Appropriate provision of services for people with disabilities will assure that there isno exploitation of services and inappropriate allocations.
 Financial support for networking groups.
 Establish an electronic knowledge database.
 Establish education and awareness training funding.
 Create a solid system navigation process.
 Changes to the health care rules and regulations to reflect the needs of the patient.
 Decision-makers to grasp the diversity of each community in Alberta. Many locationslike Lethbridge and Grande Prairie are still considered as rural when services areallocated.

Home care, caregiver, and respite care supports

 Set up services such as a 24/7 help line with information on where respite isavailable, an online peer support group, and a Provincial Caregivers Network.
 Create a registry of care providers; set up cooperative and peer respite options.
 Allow living allowance for family caregivers unable to access employment.
 Create funding methods for family caregivers to access respite care services.
 Create opportunities for caregivers to be paid for the services they provide.
 Programs that will help caregivers to understand the needs of the individuals andhow to cope and manage with the caregiving demands.
 Create programs that will assist caregivers in navigating the system.
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Community ExemplarsAs a final exercise, attendees were asked to provide names ofphysicians/clinics/organizations that work toward barrier-free health and medical servicesin their communities. Participants at some of the community consultations provided namesof physicians, specialists, dentists, and social workers.
ConclusionThe issues raised by nearly all participants were similar despite differences in location.Notwithstanding these differences, these consultations displayed strong province widesupport for addressing barriers to health and medical services for people with disabilities.
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Survey Results for health care Professionals: Summary of the
Findings

IntroductionA survey was developed to assess the knowledge and the needs of physicians in Alberta intheir provision of services to people with disabilities. It was mailed to physicians on the listfrom the College of Physicians and Surgeons website under the heading Accepting New
Patients. The total number of surveys mailed on April 23, 2010 was 1020. The total numberof Surveys received back by the June 30, 2010 deadline was 44, a 4.31percentage return rate.The Survey was comprised of questions about types of practices,patients with disabilities, physical accessibility, availability ofdisability-related policies and procedures, and opinions regarding thecurrent state of the health care system in Alberta.The following sections demonstrate the results from the Survey.
Survey Participant Geographical LocationThe survey was mailed to 87 different locations across the province; however, we receivedsurveys back from the following 24 locations, as shown on the map below:

Figure 27: Health professional’s survey: participant locations

First task is to de-
stigmatise disability,
talk about it, and
accept it.

- Comment from a Survey
participant
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Gender of Participants

Gender of respondents

24

20

Male
Female

Figure 28: Gender of respondents

Type of Practice

65.91%

31.82%

2.27%

Type of a practice

 I am in full-time
medical practice

I am in part-time
medical practice

No Answer

Figure 29: Type of practice

“Which of these best describes you?” and “How long has your office/clinic been open?”From the 44 participants, 75% stated that they are best described by the statement familyphysician/general practitioner, 11.36% as medical/surgery/laboratory specialist, and13.64% as one of the following:
 Palliative care/geriatrics/Pain Control Clinic
 Generalist in mental health working with developmentally disabled/delayed adults
 Mental health generalist
 Chronic pain specialist
 Emergency physician

From the 44 participants inthe survey, 29 stated that theyare in a full-time medicalpractice, and 14 stated thatthey are in a part-timemedical practice (oneparticipants did not respondto this question).

From our sample,54.55% were maleand 45.45% werefemale healthpractitioners.
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 Phlebology and complementary medicine
Description of practice

33

5

0

6 Family physician/general
practitioner

Medical/surgical/ laboratory
specialist

Physician working
exclusively in a non-clinical
setting

Other

Figure 30: Description of practice

“The setting(s) where you work”Twenty-two respondents reported two or more settings (multiple answers by participants).There were no survey participants that identified with Free-Standing Lab/Diagnostic Clinicsettings.
Check the category(ies) which best describe(s) the setting(s) where

you work
31

6

2
4

18
16

2

Private office/clinic

Community clinic/Community
health centre

Free-standing walk-in clinic

Academic health sciences
centre

Community hospital

Emergency department

Free-standing lab/diagnostic
clinic

Other

Figure 31: Setting(s) of work

Two participantsidentified under
other as workingin nursing homesand palliative andlong term carefacilities.

From 44 participants, 37answered the questionabout the length of theirpractice. The averagelength of clinical practiceis 18.18 years. Thelongest practice wasidentified as 50 years, andthe shortest one year.
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“With respect to your MAIN patient care setting specified, describe the population PRIMARILY served by
you in your practice” (multiple answers)From the survey participants 18 serve populations primarily in urban/suburban locations.One participant serves geographically isolated locations. Out of the 44 participants, 9respondents chose two or more settings to describe their practices.

1
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6

0

2

4

6

8
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18

With respect to your MAIN patient care setting specified, describe the population
PRIMARILY served by you in your practice

 Inner city

Urban/Suburban

Small town

 Rural

 Geographically
isolated/Remote

Figure 32: Main patient care settingOne respondent chose all settings as the physician receives secondary/tertiary referrals frompatients from all settings.
“Why did you consider establishing your practice at your current location?”

W h y  d id  y o u  c o n s id e r  e s ta b lis h in g  y o u r  p ra c tic e  a t y o u r  c u r re n t lo c a tio n ?

2 7

8

1

4 4

L o c a tio n

Affo rda bility

W he e lc ha ir
a c c e s s ible

P ublic  tra ns it
ro ute

O the r

Figure 33: Reasons for practice establishment at the current locationFrom the total number of returned surveys, 61.35% participants chose location as aconsideration for establishing their practices. For 18.18% participants, affordability was thechoosing factor. Only one (2.27%) participant stated that having wheelchair access was adetermining factor. For four participants (9.10%), public transit route was the determiningfactor and for four (9.10%) physicians, Other factors contributed to the decision-making.
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“Please indicate with whom you regularly collaborate in providing patient care” (multiple answers)Participants were asked to illustrate their medical collaborations. Each participant was askedto mark all collaborations that apply to his or her practice. The largest collaboration(90.69%) is conducted with other family physicians in the care ofpatients. The second largest collaboration (74.41%) is with mentalhealth counsellors. 72.09% of the participants collaborate withphysiotherapists, and the fourth largest identified collaboration of67.40% is with internal specialists.From the total number of returned surveys, 62.79% participants choselocation as a consideration for establishing their practices. For 18.60%participants, affordability was the choosing factor. Only one (2.32%)participant stated that having wheelchair access was a determining factor. One respondentdid not provide an answer.
Please indicate with whom you regularly collaborate in prov iding patient care.

90.69%

55.81%

41.86%

59.10%

65.91%

56.82%
59.10%

47.72%

70.45%
72.72%

54.54%

25.00%

18.18%

Family physicians

Psychiatric specialists

Pediatric specialists

Obstetrical/gynecological
specialists

Internal specialists

Surgical specialists

D ieticians/nutritionists

Occupational therapists

Physiotherapists

Mental health counsellors

Social workers

Speech-language pathologists

Other

Figure 34: Regular collaborationsFrom the 44 participants, 18.18% stated under Other that in addition to the stated surveychoices, they collaborate with nurses, pharmacists, massage therapists, hospitals, andcommunity organizations.

I do feel yourgroup or thegovernmentshould providefunding as we havenone.- Comment from aSurvey participant
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Types of disabilities and number of patients with disabilitiesQuestions 10 and 11 from the survey enquired about the number of patients and type ofdisabilities that the survey participants provided services to. As per figure 35, the majority ofparticipants (70.45%) provide services to More than 21 Patients with Disabilities. Patientswith chronic medical disorders (95.45%), physical impairment (88.63%), and cognitivedisorders (88.63%) are the most recurrent.
H o w  m a n y  p a t ie n t s  w it h  d is a b il i t ie s  d o  y o u  h a v e  a t  y o u r  c u r r e n t

p r a c t ic e ?

6 .8 1 %

9 .1 0 %

1 1 .3 7 %
2 .2 7 %

7 0 .4 5 %

1  to  5  p a t ie n t s

6  t o  1 0  p a t ie n t s

1 1  t o  2 0  p a t ie n t s

M o r e  t h a n  2 1
p a t ie n t s

N o  A n s w e r

Figure 35: Number of patients with disabilities

95.45%

88.63%

61.36%

86.36%

88.63%

63.63%

Types of disabilities represented by your patients (check ALL that apply)

Sensory impairment

Physical impairment

Mental health and
substance abuse

Intellectual disorders

Cognitive disorders

Chronic medical disorders

Figure 36: Types of disabilities represented by the patients (multiple answers)Participants were asked to check all types of disabilities. Only two participants marked onetype of disability.It is unreasonable for all facilities to be capable of providing access for all classes of disability.Some are too extreme and if patients with extreme disability are referred, advance assessmentneeds to be done. - Comment from a survey participant
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Physical accessibility, polices, and procedures for people with disabilitiesThe next set of 35 questions in the Survey asked the participants about physical accessibilityoutside the clinic, inside the clinic, in the examination room, types of equipment, andavailability of certain services that people with disabilities might deem necessary.Physical Accessibility – Outside the ClinicOverall, the participants identified accessible access to their clinics. Only two participantsidentified that there are no clearly marked parking stalls, and five participants acknowledgedthat there is no appropriate directional signage. More than 50% of the participants identifiedthat there are no power door operators at the entrance of their clinics.
Question Yes No Not Sure No Answer Not

Applicable41 2 0 1 0Are there clearly marked accessibleparking stalls at your office? 93.18% 4.55% 0.00% 2.27% 0.00%38 6 0 0 0Is there a path of travel that does notrequire the use of stairs? 86.36% 13.64% 0.00% 0.00% 0.00%19 3 1 12 9If there are stairs, is there a ramp thatallows easy access to the entrance? 43.19% 6.82% 2.27% 27.27% 20.45%38 5 1 0 0Are there clearly visible and easilyunderstood signs to indicate theentrance? 86.36% 11.37% 2.27% 0.00% 0.00%38 4 2 0 0Is there a smooth surface transitionfrom the parking to the entrance? 86.36% 9.09% 4.55% 0.00% 0.00%21 23 0 0 0Are there power door operators at theinterior and exterior entrances of youroffice? 47.73% 52.27% 0.00% 0.00% 0.00%41 1 1 1 0Is there enough space for awheelchair/scooter to use theentrance? 93.19% 2.27% 2.27% 2.27% 0.00%
Figure 37: Physical accessibility – outside the clinicPhysical Accessibility – Inside the ClinicIn this part of the Survey, 76.74% of the participants identified that the doors to the clinic areeasy to open, and 95.46% stated that the hallways leading to the examining room are wideenough for a wheelchair/scooter to pass. It was identified by 30 participants that their clinicsdo not have a lower section of counter for people who cannot stand when speaking with thereceptionist. Thirty-seven participants identified strong colour contrast between the wallsand the doors in their clinic.
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Question Yes No Not Sure No Answer33 8 3 0Is the entrance door to your office easy to open (minimalstrength required to open or close) 75.00% 18.18% 6.82% 0.00%11 30 1 2Does the reception area have a lowered section of counterfor people who cannot stand when speaking with thereceptionist? 25.00% 68.18% 2.27% 4.55%29 5 9 1Can objects protruding from the walls be easily detectedby canes used by people with visual impairments? 65.91% 11.36% 20.46% 2.27%42 1 1 0Are the hallways leading to the examining room wideenough for a wheelchair/scooter? 95.46% 2.27% 2.27% 0.00%28 12 3 1Is there visible and easily understood directional signage? 63.64% 27.27% 6.82% 2.27%37 5 2 0Is there strong colour contrast between the doors andwalls? 84.09% 11.36% 4.55% 0.00%42 1 1 0Are there enough chairs for use by people who cannotstand while waiting? 95.46% 2.27% 2.27% 0.00%40 2 2 0Is there enough space in the waiting room for people inwheelchairs/scooters to manoeuvre/wait? 90.90% 4.55% 4.55% 0.00%39 4 1 0Is there an accessible washroom with enough space for awheelchair/scooter to fit and close the door? 88.64% 9.09% 2.27% 0.00%2 34 7 1Is there a washroom sign with Braille or raised letterinstructions? 4.55% 77.27% 15.91% 2.27%
Figure 38: Physical accessibility – inside the clinicThirty-nine of the Survey participants marked that there is an accessible washroom in theirclinics; however, only two of the participants stated that there is a washroom sign withBraille or raised letter instructions available for patients with visual impairments.The Examination RoomOne of the issues identified by people with disabilities is the inappropriate size of thephysician’s examination rooms. In our Survey, only 15.91% of the participants identified thatthere is not enough space in the examination room in their clinics for the patient and the staffmembers to move around comfortably.

Question Yes No Not Sure
No

Answer39 3 2 0Is the doorway into the examination roomwide enough for a wheelchair/scooter? 88.63% 6.82% 4.55% 0.00%18 23 3 0Are the door handles on the examinationroom’s lever type? 40.91% 52.27% 6.82% 0.00%37 7 0 0Is there enough space in the patient room foryou and the staff to move around comfortably? 84.09% 15.91% 0.00% 0.00%25 19 0 0Is there an adjustable examining table or achair? 56.82% 43.18% 0.00% 0.00%
Figure 39: Accessibility of the examination roomAnother participant recognized barrier for people with disabilities is the examinationtable/chair. Twenty-five participants acknowledged that their clinics are equipped with aheight-adjustable examining table or chair.
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Available EquipmentIt is unsurprising that only a small number of clinics are equipped with equipment that isused by individuals with certain disabilities. Only 9.09% of the participants answered thattheir clinic has a scale with grab bars for individuals who have difficulty standing. Only6.82% answered that there is a scale that allows people to be weighed while sitting in a chair.These participants identified that the reason for this availability is because their clinic issituated within a hospital or next to a hospital.
Question Yes No Not Sure No Answer4 39 1 0Is there a scale with grab bars in your office forpeople who have difficulty standing? 9.09% 88.64% 2.27% 0.00%3 38 3 0Is there a scale that allows people to be weighedwhile sitting in a wheelchair? 6.82% 86.36% 6.82% 0.00%4 39 1 0Is there a scale that is attached to a sling lift so thanan individual can be lifted and weighed? 9.09% 88.64% 2.27% 0.00%7 32 5 0Is there a scale for people who weigh in excess of350 lbs (158.75 kg)? 15.91% 72.72% 11.37% 0.00%3 34 5 2Is there an amplified communication system ordevice with volume control at the reception desk? 6.82% 77.27% 11.36% 4.55%2 34 7 1Is there a TTY phone at your office in order tocontact patients with hearing impairments? 4.55% 77.27% 15.91% 2.27%2 28 12 2Are the staff knowledgeable in using a TTY phonewhen contacting patients with hearing impairments? 4.55% 63.63% 27.27% 4.55%

Figure 40: Medical equipmentIn addition, only 4.55% of the participants marked that there is a phone equipped with relayservice available in their office with the purpose of contacting individuals with hearingimpairments.Provision of ServicesIn the survey, we asked the participants about assistance being offered to patients withdisabilities when moving from the mobility device to the examination table, and 15responded that the staff arranges a transfer team. Nineteen participants checked that there isassistance throughout procedures to move people with disabilities from one apparatus toanother, and 75.00% identified that there is assistance available for individuals withdisabilities to undress and dress.
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Question Yes No Not Sure No Answer15 28 1 0Do the staff arrange to have a transfer team to assist peoplewith physical impairments when moving from the mobilitydevice/wheelchair/scooter to the table? 34.10% 63.63% 2.27% 0.00%19 16 5 4Is there assistance throughout procedures to move peoplewith disabilities from one apparatus to another? 43.19% 36.36% 11.36% 9.09%33 8 2 1Is there assistance for people with disabilities toundress/dress? 75.00% 18.18% 4.55% 2.27%6 29 5 4If needed, do the staff arrange for sign language interpreters inadvance? 13.63% 65.91% 11.37% 9.09%16 20 7 1Are alternate formats of communication provided? 36.37% 45.45% 15.91% 2.27%1 36 6 1Is informational material available in various formats (Braille)at your office? 2.27% 81.83% 13.63% 2.27%23 16 3 2Does your office accommodate various disability needs (e.g.interpreter, alternative forms of communication, extra time foran appointment)? 52.27% 36.36% 6.82% 4.55%
Figure 41: Provision of servicesTwenty participants stated that their patients are able to receive alternative forms ofcommunication; but only one participant stated that information is available in variousformats at their office.From the 44 survey participants, 52.27% identified that their office accommodated variousdisability needs when needing to access an interpreter, other forms of communication, orextra appointment times.
When you prescribe a test like a mammogram or a CT scan, how do you assure that the location has
accessible imaging devices?In this open-ended question, participants were asked about assuring accessibility tolocations outside of their practice when prescribing tests that use imaging devices. Manystated, “I just assume that they are accessible”308 or “I assume the location has accessibleimaging devices.” Some pointed out that the “booking clerk tells them,” or “did not know thiswas possible” or “we have limited resources and make do with what we have currently.”Fourteen participants wrote that they did not know what can be done.
My office has everything needed to provide patients with disabilities with complete medical care.The next set of questions, asked the participants if they feel that their practice is set up toprovide complete medical care to patients with disabilities. From our respondents, 43.18%stated Strongly Agree or Agree with the statement. 31.82% identified with Disagree and
Strongly Disagree. 25.00% were Uncertain if their practice can provide complete medical careto people with disabilities.
308 These statements are verbatim.

“Many patients cannot have diagnostic tests (including MRI, CT) due to obesityor immobility.” - Comment from a survey participant
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M y  o ff ic e  ha s  e v e ry th ing  ne e de d  to  p ro v ide  pa t ie n ts  w ith
d is a b i li t ie s  w ith  c o m p le te  m e d ic a l c a re .

4 .5 5 %

3 8 .6 3 %

2 5 .0 0 %

2 7 .2 7 %

4 .5 5 %

S tro ng ly  A g re e
A gre e
U nc e rta in
D is a g re e
S tro ng ly  D is a g re e

Figure 42: My office has everything needed to provide patients with disabilities with complete medical care

Does your practice have a process to identify the needs of patients with disabilities?One of the goals of the Survey was to identify processes of how health and medicalprofessionals respond to the needs of patients with disabilities. From the received responses,31.81% stated that they have processes in place as “multidisciplinary team doing initialassessments,” “questioning, history, exam,” “alerts on charts,” “as the physician gets to knowthe patient they will identify these needs,”
D o e s  y o u r  p ra c t ic e  h a v e  a  p ro c e s s  to  id e n t ify  th e  n e e d s  o f  p a t ie n ts  w ith

d is a b ilit ie s ?

3 1 .8 1 %

6 8 .1 9 %

Y e s
N o

Figure 43: Does your practice have a process to identify the needs of patients with disabilities?“visual inspection,” “triage screening, “and “PT, OT and nursing assessments on each newpatient.” One Survey participant stated because the medical practice is in a small rural area,physicians have a good understanding of the needs of their patients.
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68.19% stated that their medical clinic does not have processes set in place to identify theneeds of patients with disabilities. These Survey participants stated that even though they donot have processes in place, they rely on their ability to assess patients and provideappropriate medical care.
Do you have policies and procedures for managing patients with disabilities?

25.00%

68.18%

6.82%

Do you have policies and procedures for managing patients with disabilities?

Yes

No

No Answer

Figure 44: Do you have policies and procedures for managing patients with disabilities?

Do you offer training to your support staff in how to work and assist people with disabilities?The purpose of the question was to identify the training available to staff for working andassisting people with disabilities. The majority of Survey participants answered that they donot provide training because “we have RNs on site who supply expertise,” “knowledgeablestaff train new staff,” and “staff aware of what to explain on the phone and to help when inclinic.”

ACCD enquired aboutpolices and proceduresfor managing patientswith disabilities. ThirtySurvey participantsmarked No as theanswer. Reasons for lackof written policies andprocedures, “if help isneeded with disabledpeople we call fornursing support,”“multidisciplinary teamdoes initialassessments,” “staffidentify and assist allpatients withdisabilities,” “triagenurse, hospitalprotocols,” and “a smalloffice.”There must be some responsibility on the part of the disabled to make their needs andexpectations known before the visit. - Comment from a Survey participant
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D o  y o u  o ffe r  tr a in in g  to  y o u r  s u p p o r t s ta ff in  h o w  to  w o r k  a n d  a s s is t p e o p le
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Figure 45: Do you offer training to your support staff in how to work and assist people with disabilities?The nine participants that checked Yes, provided the following explanations: “hospital andnursing home staff have ongoing educational sessions,” “part of orientation and ongoingeducation,” “regular monthly in-service,” and “in clinic training.”
Do you give people with disabilities written instructions on managing care at home?

Do you giv e people with disabilities written instructions on m anaging
care at hom e?

52.28%
45.45%

2.27%

Yes

No

No Answer

Figure 46: Do you give people with disabilities written instructions on managing care at home?We asked the health professionals if they give written instructions for managing care athome. The results were 52.28% give written instructions, and 45.45% do not provide thisservice.We followed up with the question by asking how long it takes to provide this service for theones that checked Yes. The average time allocated to provide written instructions wasbetween 15 to 20 minutes per patient. One participant stated that they need a half hour to anhour on certain occasions to provide this service.

One of thechallenges thatpeople withdisabilities faceis the ability toreceiveinformation in amanner that isunderstandableand easy tofollow.
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Do you routinely give patients a written list of all medications?

17

26

1

Yes

No

No Answer

Figure 47: Do you routinely give patients a written list of all medications?

How would you rate your personal satisfaction with your practice?

0.00%
2.27%

68.18%

29.55%

How would you rate your personal satifaction with your practice?

Very poor

Poor

Good

Excellent

Figure 48: Personal satisfaction with the practice

The next questionenquired if the surveyparticipants routinelygive their patients awritten list of allmedications, and 59.09%marked No.

On the subjectconcerningpersonalsatisfaction withthe practice, onlyone participantmarked Poor. Allother surveyparticipantsmarked Good or
Excellent.
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View on the current health systemFrom the 44 Survey participants, 56.82% believe that the health care system in Alberta needsfundamental changes in order to improve services not only for peoplewith disabilities but all Albertans. 9.09% marked that the health caresystem needs to be completely rebuilt, and 22.73% stated only minorchanges are needed.
Your v iew on the current health system

22.73%

56.82%

9.09%

11.36%

Only minor changes are
needed
Fundamental changes are
needed
System needs to be
completely rebuilt
No Answer

Figure 49: View of the current health care system

What do you see as a major barrier to providing care to people with disabilities?In this open-ended question, we asked what the major barriers arethat health professionals see when providing care to people withdisabilities. For some it was that there are “No incentives to makechanges to current practice; little time to make changes due topatient load and burnout,” “lack of government acknowledgement orthe will to change,” “funding for facilities like medical offices that are‘private’ businesses,” “all procedures/mechanisms are expensive,” or“government politics/lack of time/many forms to fill in.”For others “it is unreasonable for all facilities to be capable ofproviding access for all classes of disability. Some are too extremeand if patients with extreme disabilities are referred advance assessment needs to be done.”One participant stated that “people have a narrow view of disability and are often unwillingto make modifications, need to make more people aware, and greater advocacy.” The criticalimportance of having enough time was also acknowledged.“Time - these patients require more time than others. They also need extra nursing help. It seems otherpatients suffer at their expense due to their need for more time,”and

1. Financial problems- it's expensive tomodify offices;2. Time Constraints -lots of peopleneeding to be seen,so each patientgets less time- Comment from a surveyparticipant

Unsure of available help
- Comment from a surveyparticipant
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“They take more time in the office which used to be a loss of income for the doctor and the clinic. Thenew formulas reorganizing time have helped with this.”Participants stated that often landlords do not allow physical modifications and accessibleequipment, settings are very costly, and there are no government funds that can assist withthis need.
What would you like to see improved immediately regarding barrier-free access to
medical clinics and diagnostic tests for people with disabilities?The final question in the Survey was to see what health professionals needto have in order to improve service provision to patients with disabilities.Many of the answers were associated with funds and responsibilities:“We have building laws, sidewalk laws already. Where are you coming from with this? Are youfundraising to help the health providers provide more than is already in place? Good for you if you got agrant! We are getting funds frozen, eliminated or clawed back to provide what your group wants.”“Consider that resources for people with disabilities are very costly yet they only constitute a minorityof all patients, and most other patients do not need them and all costs may not befinancially/statistically justifiable unless a clinic is specifically dedicated to managing disorders.”“Lack of time to appropriately assess and manage complex issues/situations; my ignorance of how toaccess community resources.”It was stated that policymakers do not understand the needs of physicians or patients:“For example, distant based administrators who never come to 'walk a mile in theother guy's boots', who make decisions without consulting the people who do thejob, and who are seldom available when help is needed, e.g. 'I am not at my desk atthe present, please leave a message..."“Governmental intervention, i.e. have specialists in this area examine site andarrange for accommodation. I do feel your group or the government should providefunding as we have none.”

ConclusionThe statements above clearly show that there is a need forimprovement in accessible services for people withdisabilities, but programs and services restructuring and thedecrease in funding opportunities, provide no alternativeoptions for physicians but to provide health services based on the limited resources availableto them. The recurring question is “who will pay for any changes,” and this issue needs to beaddressed before the health care system is able to accommodate and provide services to allAlbertans who are in need of medical and health services.

“No incentive tomake changes tocurrent practice.”- Comment from asurvey participant

Lack of governmentacknowledgement orthe will to changethis; inadequatefunding- Comment from a surveyparticipant

First task is tode-stigmatisedisability, talkabout it, andaccept it.- Comment from asurvey participant



109

Survey Results for People with Disabilities: Summary of the
Findings

IntroductionFor the purpose of identifying barriers to health and medical services for people withdisabilities, a survey was designed to gather information about perceived and experiencedbarriers. The survey was released through Survey Monkey(http://www.surveymonkey.com/) on April 14, 2010, with June 30, 2010, as the deadline forinput.
Sample SelectionThe target population for the survey was people with disabilities309. This population wastargeted via e-mail, newsletters, and community consultations. In addition, a press releasewas disseminated on April 26, 2010, to inform the public about the survey and thecommunity consultations. Our method was chain sampling as we relied on people withdisabilities or those who know people with disabilities to complete the survey. Because ofthis method of sampling, we could not provide a reliable return rate. The sample is notrepresentative of the population because we did not have control over who filled out thequestionnaires; conversely, the broad promotion ensured a sample of individuals withvarious disabilities.
Data CollectionACCD collected classifying data such as age, location, employment, disability/disabilities,living settings, and care. In addition, data was collected to identify the perceived barriers anddesired solutions when accessing health and medical services. By June 30, 2010, 464individuals had filled out the survey; however, only 335 individuals (72.2%) answered all thequestions.The following categories were addressed in the survey:

 General information
 You, as the user of services
 Accessing health and medical services in Alberta
 The service
 The need for changeSurvey participants were asked to state their disability/disabilities and the followingcategories were identified:

309 The survey was filled out by a guardian or a family member on behalf of the individual.



110

Disability Category Classification310

Number of
Identified

Participants

Percentage of
Identified

ParticipantsHearing 22 4.74%Seeing 8 1.72%Speech 1 0.22%Pain 41 8.84%Learning 20 4.31%Mobility and Agility 171 36.85%Memory 2 0.43%Developmental 18 3.88%Psychological (mental) 14 3.02%Multiple 73 15.73%None 94 20.26%
TOTAL 464 100.00%

Figure 50: Disability Category ClassificationThe survey produced quantitative and non-quantitative data. Participants were asked toanswer only the questions that related to them personally, and the answers reflect theunique needs of individuals with varying disabilities.The calculated percentages are from the total number of answered questions, withoutincluding the number of skipped questions in the equation.The following sections demonstrate the findings from the survey for people with disabilities.
General Information

Age

Figure 51: Age of survey participants

310 Human Resources and Skills Development Canada. Indicators of Well-being in Canada: Canadians in Context – People with Disabilities.Retrieved on July 25, 2010, from http://www4.hrsdc.gc.ca/.3ndic.1t.4r@-eng.jsp?iid=40.

What is your age?

4.15%

15.94%

37.77%

36.90%

5.24%

0-18

19-30

31-50

51-70

71 and over

From the survey participants,the largest majority (74.67%)were individuals between theages of 31 to 70 years old.Although, the survey targetedindividuals 18 and over,nineteen individuals under theage of 18 filled out the survey.Six individuals skipped thisquestion.
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Disability 0-18 19-30 31-50 51-70
71 and

over
Skipped
Question1 3 10 7 1Hearing 0.22% 0.65% 2.18% 1.53% 0.22% 00 2 2 3 1Seeing 0.00% 0.43% 0.43% 0.65% 0.22% 00 0 1 0 0Speech 0.00% 0.00% 0.22% 0.00% 0.00% 00 1 17 22 1Pain 0.00% 0.22% 3.71% 4.80% 0.22% 01 14 2 3 0Learning 0.22% 3.06% 0.43% 0.65% 0.00% 08 20 67 63 12Mobility and Agility 1.74% 4.37% 14.63% 13.76% 2.62% 10 0 1 0 1Memory 0.00% 0.00% 0.22% 0.00% 0.22% 02 3 8 5 0Developmental 0.43% 0.65% 1.75% 1.10% 0.00% 01 5 5 3 0Psychological (Mental) 0.22% 1.10% 1.10% 0.65% 0.00% 05 10 31 25 2Multiple 1.10% 2.18% 6.77% 5.46% 0.43% 01 15 29 38 6None 0.22% 3.28% 6.33% 8.30% 1.31% 5

answered question 458
skipped question 6

Figure 52: Age of survey participants according to disability classification

GenderOn the question, What is your gender?, 132 (28.81%) individuals answered male and 326(71.19%) female.
Disability Male Female

Skipped
Question3 19Hearing 0.65% 4.15% 04 4Seeing 0.87% 0.87% 00 1Speech 0.00% 0.22% 06 35Pain 1.31% 7.64% 06 13Learning 1.31% 2.84% 164 107Mobility and Agility 13.97% 23.37% 01 1Memory 0.22% 0.22% 07 11Developmental 1.53% 2.40% 02 12Psychological (Mental) 0.43% 2.62% 019 54Multiple 4.15% 11.80% 020 69None 4.37% 15.06% 5

answered question 458
skipped question 6

Figure 53: Gender of survey participants according to disability classification
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Location of ParticipantsThe survey was filled out by 464 Albertans, of which 435 provided information about thelocation of their residences. From the 435 participants, 326 (74.94%) were from urbanlocations, 108 (24.83%) from rural locations in Alberta and one participant (0.23%)identified location as a reserve. The following map shows the distribution of surveyparticipants throughout the province:

Figure 54: Participants locations of residenceThe survey participants represent 56 identified locations in Alberta.Three individuals identified their residences in Whitehorse, San Antonio, and Toronto, eventhough the project targeted residents of Alberta, which was clearly identified in the preambleto the survey.



113

Although, extensive promotion of the survey was conducted, we were not able to reachindividuals in the High Level/Fort Vermillion/Fort Chipewyan area. The ACCD teamcontacted Family and Community Support Services in those areas, but with no success. Acomplete list of the locations is included in Appendix IV.The following chart illustrates the residence locations according to the disability categories:
Disability Urban Rural

Skipped
Question19 2Hearing 4.50% 0.47% 16 2Seeing 1.42% 0.47% 00 1Speech 0.00% 0.24% 028 9Pain 6.63% 2.13% 417 1Learning 4.06% 0.24% 2128 37Mobility and Agility 30.33% 8.77% 62 0Memory 0.47% 0.00% 07 9Developmental 1.66% 2.13% 212 2Psychological (Mental) 2.84% 0.47% 057 12Multiple 13.50% 2.84% 450 21None 11.85% 4.98% 23

answered question 422
skipped question 42

Figure 55: Residence locations according to the disability classification

Living SettingThe survey enquired about the living settings of the participants. Out of the 406 participantswho answered the question, 76.11% (309) live independently, 12.07% (49) marked variousother explanations such as currently no permanent residence or sleeping on someone’s sofa,10.10% (41) reside in supportive living, 0.74% (3) reside in a lodge, and 0.98% (4) reside ina long term care facility.311
L iv ing S e ttings

3 0 9

4 1

3

4 4 9

Inde pe nde ntly

S uppo rtiv e  L iv ing

L o dge

L o ng-Te rm C a re
F a c ility

O the r

Figure 56: Living settings

311 A break down by disability category and living settings is included in Appendix IV.
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Identified DisabilitiesThe question about what are the disability/disabilities of the survey participants was anopen-ended question. Individuals were asked to explain and state their disability/disabilities.The following list states the various disabilities represented in our survey sample:
 Acute Disseminated Encephalomyelitis  Fibromyalgia
 ADHD/ADD  Generalized Anxiety Disorder
 Amputee  Hard of Hearing
 Aneurisms  Heart Stroke
 Ankylosing Spondylitis  Hemiplegia
 Arthritis  Hyperacusis
 ArthroGryposis  Hypoglycemia
 Asperger Syndrome  Immune Deficiency
 Asthma  Learning Disability
 Autism  Lupus
 Bi-Polar  Lyme Disease
 Blind  Memory
 Brain Injury  Metal Health
 Cancer  Multiple Chemical Sensitivities
 Central Core Disease  Multiple Sclerosis
 Cerebral Palsy  Myotonic Dystrophy
 Chromosome Abnormality  Obesity
 Chronic Pain  Organic Affective Disorder
 Coccydynia  Osteoporosis
 Cognitive  Peripheral Neuropathy
 Colitis  Polio
 Colostomy  Polycystic Liver Disorder
 Crohn's Disease  Polymyalgia Rheumatica
 Deaf  Post-Traumatic Stress Syndrome
 Degenerative Disc Disease  Raynaud's Phenomenon
 Depression  Retinopathy
 Developmental  Scoliosis
 Diabetes  Severe Global Developmental Delay
 Dissociative Disorder  Sleeping Disorder
 Down Syndrome  Speech Impaired
 Dysthymia  Spina Bifida
 Edema  Spinal Cord Injury
 Epilepsy  Voice Disorder
 Fetal Alcohol Syndrome DisorderIn order to correlate findings and provide recommendations, all declared disabilities weregrouped in the following categories:

 Hearing: individuals that identified that they are Deaf, hard of hearing or hearingimpaired.
 Seeing: individuals that identified Blind, visually impaired or eyesight issues.
 Speech: individuals that identified voice disorders or speech impairments.
 Pain: individuals that identified chronic pain conditions.
 Learning: individuals that identified learning disabilities.
 Mobility and Agility: individuals that identified mobility issues caused by injury ordegenerative disease.
 Memory: individuals that identified memory issues.
 Developmental: individuals that identified developmental disabilities.
 Psychological (mental): individuals that identified mental health conditions.
 Multiple Disabilities: individuals that identified more than one disability.
 None: individuals that declared None.

My household is unique in that we have three disabled people living together; husband andwife and a roommate; without the support of the other people in the house, I would not beable to live independently. - Comment from a survey participant
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The category None is to some extent an anomaly because even though individuals wrote
None as their answer, they answered some questions as if they have a disability. In addition,numerous participants in this category did not answer many of the questions. Morecomprehensive information relating to each disability group will be presented in the nextsection of the paper.
Employment Status
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Figure 57: Employment status

Household Income
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Figure 58: Income

From the 464 participants, 434answered the question aboutemployment status, and thehighest declared options were42.62% (185) as employed and25.11% (109) as unable to workbecause of a disability.

This question wasanswered by 405 surveyparticipants. The largestmajority (48.39%)declared that their incomeis less than $39,999 a year.

Would like to work however one or all disabilities affect my job performance. Also have foundemployers not willing to give me a chance. - Comment from a survey participant

Fact that don't drive and have MS and don't live in city makes employment difficult. - Comment from
a survey participant
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The following charts show the income levels according to disability category:
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Figure 59: Income according to disability classification (hearing, seeing, speech, and pain)
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Figure 60: Income according to disability classification (learning, mobility and agility, memory, developmental)
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Figure 61: Income according to disability classification (psychological (mental), multiple, noneThe charts show that the highest number of individuals who declared income of less than$20,000 a year, are individuals with mobility and agility issues and multiple disabilities.

It's tough with no income. Mental disabilities receive less attention. - Comment from a survey participant

I cannot comment because it is private...    I suffered by this system. - Comment from a survey participant
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Source of SupportThe purpose of this question was to establish an understanding of the care and supportsystem that is required by some people with disabilities. This question was answered by 429participants, and the majority of participants identified multiple sources of support. From the429 participants, 63.17% declared themselves as a source of support. Many who answered
Myself, also added checked Family as their additional source of support.
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Figure 62: Source of care support

A few respondents that marked Required, but not available stated that their support systemsthat were built on family and friends are declining, and they are not able to find ways torenew the supports. Some stated that, even though their physicians recommend moretherapy sessions, due to the lack of staff, they are not able to receive the supports they need.

Health and Well-BeingThis question was answered by 442 survey participants, and 60.20% declared that theirhealth and well-being is between good to excellent.

My husband is becoming worn out from all the extra duties involved in caring for a sick wife.Household chores such as cleaning, cooking, and shopping fall largely to him. He must drive meto all medical appointments (and there are many) because I can't drive. It is very hard for us tolearn what kind of support might be available. It seems many of the disabled services arefractured into organizations that don't include me. - Comment from a survey participant

We are trying to find appropriate care that covers our situation. Not many people are available inCochrane, my husband's work hours vary (usually evening and weekend) and it’s harder to gethelp in these hours. We have special needs child that needs car. - Comment from a survey participant
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Health and Well Being
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Figure 63: Self-described health and well beingFifty individuals with multiple disabilities identified with Poor or Fair health and well being.In addition, 57 individuals with mobility and agility issues identified with Fair.
You, as the user of servicesThe following sets of questions enquire about people with disabilities as patients and howthey access services.
Having a Regular DoctorFrom 388 participants (76 skipped this question), 56.70% (220) stated that they have aregular doctor who is familiar with their disability. Twenty-seven marked Regular doctor
(general practitioner) who is familiar with my disability but who is reluctant to help me have
my needs met.
Regular doctor (general practitioner) who is not familiar with my disability but is willing to
work with me to help me have my needs met was the choice answer of 15.98% (62)participants.

I have a GP who is not familiar with my disability and speaks about me to my parents eventhough I am in the room. - Comment from a survey participant
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Figure 64: Having a regular doctorTwenty two (5.67%) individuals declared they have a Problem finding a regular doctor and29 (7.47%) individuals use medical centers to access health and medical services.

The following chart shows the breakdown according to each disability category:
Disability

Regular doctor(generalpractitioner)who is familiarwith mydisability
Regular doctor (generalpractitioner) who isfamiliar with my disabilitybut who is reluctant tohelp me have my needsmet

Regular doctor(generalpractitioner)who is notfamiliar with mydisability

Regular doctor (generalpractitioner) who is notfamiliar with mydisability but is willingto work with me andhelp me have my needsmet
Problem findinga regular doctor(generalpractitioner)

I use a medicalcenter to accessmy regulardoctor (generalpractitioner) SkippedQuestion17 0 2 0 0 0Hearing 4.38% 0.00% 0.52% 0.00% 0.00% 0.00% 35 0 1 0 0 0Seeing 1.29% 0.00% 0.26% 0.00% 0.00% 0.00% 20 1 0 0 0 0Speech 0.00% 0.26% 0.00% 0.00% 0.00% 0.00% 011 8 3 7 3 2Pain 2.84% 2.06% 0.77% 1.80% 0.77% 0.52% 78 0 4 1 4 1Learning 2.06% 0.00% 1.03% 0.26% 1.03% 0.26% 2102 9 8 35 3 6Mobility andAgility 26.29% 2.32% 2.06% 9.02% 0.77% 1.54% 81 0 1 0 0 0Memory 0.26% 0.00% 0.26% 0.00% 0.00% 0.00% 012 1 0 1 1 2Developmental 3.10% 0.26% 0.00% 0.26% 0.26% 0.52% 16 0 3 3 1 0Psychological(Mental) 1.54% 0.00% 0.77% 0.77% 0.26% 0.00% 138 7 5 12 3 4Multiple 9.79% 1.80% 1.29% 3.10% 0.77% 1.03% 420 1 1 3 7 14None 5.15% 0.26% 0.26% 0.77% 1.80% 3.61% 48
answered question 388

skipped question 76
Figure 65: Finding a regular doctor according to disability classification

My doctor is reluctant to help because of the ethics governing his profession, the so-so called costof the diagnostic procedure, the lack of necessary diagnostic equipment, and the indifferentprocedure to treat the diagnosed problem for my disability. - Comment from a survey participant

Two minds working together we figure most things out, what we can't figure out we use thespecialists for. - Comment from a survey participant



120

Does this doctor handle most of your health care needs?

Does this doctor handle most of your
health care needs.

76.7%

23.3%

Yes

No

Figure 66: Does this doctor handle most of your health care needs.

Accessing medical and health services for REGULAR check ups
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Figure 67: How often do you access medical and health services for regular
check-ups?

This question was answered by 387survey participants and themajority checked that their doctorhandles the majority of their healthcare needs. The 23.3% of theparticipants that answered No,stated that they have variousspecialists that assist them withtheir medical needs.

MS clinic staff (neurologist, nurse, PT, OT) share my care. - Comment from a survey participant

In regard to the question of how often
the participants access medical and
health services for regular check-ups,out of 397 respondents to thisquestion, 30.98% of the participantsthat responded to this question,access regular check-ups once a year,and 27.96% access once every 6
months. From the five participantsthat responded once a week, one hasa mobility and agility disability-related issue, one declared as nodisability, and three identifiedmultiple disabilities.
I only access my doctor (general practitioner) in relation to my disability. He is only availablewhen school (university) is in session. Most of my other medical needs are addressed at walk-inclinics. - Comment from a survey participant
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Accessing medical and health services for EMERGENCY services
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Figure 68: How often do you access medical and health services for emergency services?

Diagnostic health servicesThe following two charts present the results from the two questions for the survey exploringthe types of diagnostic services that survey participants were referred to and accessedwithin the past year.
What diagnostic health services have you been referred  to within the

past year (please check ALL that apply)?
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Figure 69: Diagnostic health services being referred to within the past year.

I only go when there's an issue. I never have 'check ups' because that would require getting onthe exam table. She never assesses me. I tell her what the condition is, what I think I need, andshe provides it. Sometimes I'll take a photo of the area of my body that has the issue for her tolook and assess. - Comment from a survey participant

When accessing emergencymedical and health services, themajority of the participants thatanswered this question (372participants) stated that theyaccess emergency servicesdepending on their disabilitychanges and needs. If they have anemergency, they tend to go or bereferred to the emergency room.
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What diagnostic health services have you accessed  within the past
year?
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Figure 70: Diagnostic health services accessed within the past year (multiple answers)

Accessing Health and Medical Services in AlbertaThis section of the survey investigates the experienced challenges and barriers of peoplewith disabilities when accessing health and medical services in Alberta.
TransportationDuring the community consultations, one of the reoccurring challenges mentioned byparticipants was transportation and how to arrive at appointments on time. Participantswere able to check multiple answers and the majority (77.7%) use private vehicles as ameans to get to and from appointments. In addition to private vehicles, respondents (30.3%)stated that they use combination of specialized transportation and public transit, andindividuals that use these types of transportation expressed that they tend to be late becauseof the time inconsistencies.
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Figure 71: Types of transportation used for accessing appointments (Multiple answers)

It's harder to access the services than it is to live with the pain. So I didn't bother trying to get thex-ray. - Comment from a survey participant
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Participants expressed that specialized transportation like DATS and HandiBus have manylimitations and do not drive to all locations. Individuals who live in areas like Stony Plain,Sherwood Park or St. Albert are not able to access these types of service because of DATSarea limitations. Booking a return ride is problematic because waiting times at the doctor’soffice vary and the appointment might take longer than expected.

Traveling to the doctor's office

How many minutes does it usually take
to get to your regular doctor's office?

37.4%
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More than 60
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Figure 72: Travel time to medical appointments
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Figure 73: Doctor’s clinic and public transportation availability

If I could not get the correct time for my doctor's appointment from DATS, I must take the publictransit system. - Comment from a survey participant

Without actual utilizing this service, I have heard from my DEAF and DEAF BLIND friends whorequired specialized transportation that they have utterly DIFFICULT time contacting throughmessage relay service (TELUS) and the driver has NO means of communication (ASL) with thepassengers. - Comment from a survey participant

From 486 participants, 350 answeredthis question and 73.10% express thatit takes them less than 30 minutes toarrive at their regular doctor’s officefor an appointment. Surveyparticipants living in rural areaspointed out that they are not able toaccess health and medical services, andthey have to travel to urban locationsfor these necessary medicalprocedures services.

According to the survey results,the majority of the surveyparticipants’ offices are locatednear public transportation, andthis allows individuals to usepublic transportation to andfrom appointments.

Depending on weather....I try to be proactive in winter and renew/refill my prescriptions early in caserural roads become risky in bad weather. My doctor works with me on this. I try to limit doctor visits byrenewing all prescriptions all at same time. I had to fight Alberta blue cross to accomplish approval of allspecial authorization at same time as usually they don't speak directly to the client. - Comment from a survey
participant
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Physical Accessibility and Provision of ServicesIn this section of the survey, ACCD asked the participants to explain the accessibility of theirdoctor’s office from outside the premises, to inside the clinic, to accessibility of theexamination room, to accessibility of services that might be required by patients with variousdisabilities.
Outside Physical Accessibility of the Doctor’s OfficeThe first seven questions in this section of the survey probed the physical accessibilityoutside of the doctor’s office:1. Are there clearly marked accessible parking stalls at your doctor's office? (Yes256, No 38, Not Sure 41, Not Applicable 21)2. Is there a path of travel that does not require the use of stairs? (Yes 316, No 24,

Not Sure 6, Not Applicable 11)3. If there are stairs, is there a ramp that allows easy access to the entrance? (Yes 89,
No 23, Not Sure 22, Not Applicable 166)4. Is there clearly visible and easily understood signage to indicate entrance? (Yes271, No 47, Not Sure 23, Not Applicable 13)5. Is there a smooth surface transition from parking to entrance? (Yes 230, No 72,
Not Sure 35, Not Applicable 15)6. Are there power door operators at the interior and exterior entrances of yourdoctor’s office? (Yes 147, No 157, Not Sure 40, Not Applicable 9)7. Is there enough space for a wheelchair/scooter to use the entrance? (Yes 222, No44, Not Sure 66, Not Applicable 19)
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Figure 74: Physical accessibility – outside the clinicThe results show that the majority of doctor’s offices that the survey participants attend areaccessible in regard to parking, parking stalls, ramps, and spaces. From 353 participants, 157stated that there are no power operated doors at their doctor’s offices, and this is causinghardship for individuals who do not have the strength to open doors without assistance.
Our medical clinic is not wheelchair assessable. It has stairs inside the building with no ramp orelevator. People with mobility issues are forced to go to the hospital to see a doctor. - Comment from
a survey participant
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Inside Physical AccessibilityThe next twelve questions addressed issues with physical accessibility inside the doctor’soffice. ACCD designed the survey to capture accessibility issues that are currently causingchallenges and barriers for people with disabilities.
Inside Accessibility of the Doctor's Office
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Figure 75: Physical accessibility – inside the clinicFor this set of questions, the results were fairly diverse. For 174 participants, the entrancedoors are easy to open, and for 143 participants this is not the case. From the 354participants that responded to the question Does the reception area have a lowered section of
counter for people who cannot stand when speaking with the receptionist? 70.05% responded
No.In regard to the question If objects protruding from the walls can easily be detected by canes,39.94% stated that they were Not Sure, and 37.57% stated that there is not a strong colourcontrast on the doors and the walls.

Answer Options Yes No Not Sure
Not

Applicable
Response

Count

Are there enough chairs for use by people whocannot stand while waiting? 288 46 11 7 352
Is there enough space in the waiting room forpeople in wheelchairs to manoeuvre/wait? 203 102 34 13 352Is there an accessible washroom with enoughspace for a wheelchair/scooter to fit and closethe door? 145 68 119 18 350
Is there space in the waiting room’s seating areato accommodate a wheelchair or scooter? 210 89 37 15 351
Is there a scale with grabbers in your doctor’soffice for people who have difficulty standing? 24 136 145 38 343
Is there a washroom sign with Braille or raised-letter instructions? 18 117 161 42 338

Figure 76: Physical accessibility – inside the clinic
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In regard to having enough chairs and space in the waiting room, the majority of the surveyparticipants answered Yes. Many of the participants were not sure if the doctor’s office isequipped with a scale with grabbers or if there is a washroom sign with Braille or raised-letter instructions.

Examination RoomsThe size and accessibility of examination rooms has been one of the major issues brought toACCD’s attention throughout the years. Many individuals with disabilities expressedconcerns that the examination rooms are too small for their wheelchair and there is notenough space for their care attendant to be present during the examination process. Inaddition, not having height-adjustable examination tables or chairs has caused barriers forindividuals who are unable to transfer from their wheelchairs to the table.In the survey, ACCD asked survey participants about the width of the doorway leading to theexamination room, the door handle of the examination room, the size of the examinationroom, and the availability of an adjustable examination table or chair.The results indicate that if an issue is of no concern to a particular disability, then individualstend to answer Not Sure or Not Applicable, because of a lack of awareness of issues thatrepresent barriers to other disabilities. 193 individuals agreed that the doorway to theexamination room is wide enough for a wheelchair/scooter; however, only 85 answered Yesto if the door handle is lever type. The majority of survey participants for this question were
Not Sure about the handle.162 participants answered No if there is an adjustable examination table or chair. This showsthe limited access for some individuals with disabilities when trying to get on the exam tablefrom their wheelchair or scooter. From the 353 participants that answered this question, 100confirmed that their doctor’s office is equipped with a height-adjustable table or a chair.
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Figure 77: Examination room accessibility

The washroom facilities at the Cold Lake Hospital do not have automatic doors for people stuckin a wheelchair. I have raised this issue with them - how do they expect me to reach thewashroom? A money problem is always the answer. - Comment from a survey participant
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Provision of ServicesThis set of questions was asked to find out more about provision of services that areconsidered necessary to eliminate barriers to health services for people with disabilities.The first question asked participants if they had knowledge about whether the staff arrangesto have a transfer team to assist individuals when moving from the mobilitydevice/wheelchair/scooter to the table and to assist with positioning. This question wasanswered by 347 individuals out of which 216 (62.24%) answered Not Sure or Not
Applicable. Only 41 (11.81%) participants answered Yes.
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Figure 78: Provision of services

If there is assistance throughout the procedures to move from one apparatus to another wasanswered by 343 individuals and again the majority, 190 (55.39%) answered Not Sure or Not
Applicable and 86 (25.07%) answered No. The question if there is assistance to undress/dresswas answered by 345 participants and again only a small fraction of 70 (20.28%) answered
Yes to the question.ACCD has heard complaints that many individuals who are in wheelchairs or who are obeseare unable to have their weight measured.

I find that when it comes to any kind of physical manoeuvring the staff are very hesitant and don't reallyknow how to or what to do unless I tell them and I also have my own person along with me. - Comment
from a survey participant

Have not had an exam due to not being able to access the examination table. - Comment from a survey
participant

My mom bought a scale used in industry to weigh animals. My home care hangs it from my track lift,then hangs me from the scale. I don't think my doctor has ever asked about my weight. - Comment from a
survey participant

At home. My fiancée weighs himself, then lifts me and weighs both of us then takes the difference. -
Comment from a survey participant
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The answers show that only small numbers of doctor’s offices are equipped to deal withthese situations and assist individuals to have their weight measured. Survey participantsstated that if their office is located within a hospital, then they are able to provide this serviceto patients.

Alternative forms of communication are crucial for many Albertans with visual, hearing,speech, learning, and developmental impairments; however, only a small number of doctor’soffices provide these services. The chart below shows that a very limited number of doctor’soffices provide services like TTY (relay), arrangement of sign language interpreters orinformational material in various formats like Braille or Plain Language.
Answer Options Yes No Not Sure

Not
Applicable

Skipped
QuestionIs there an amplified communication systemor device with volume control at thereception desk? 21 118 153 50 122

Is there a TTY for use to make phone calls? 13 86 176 64 125
Are the staff knowledgeable in using TTYwhen contacting you? 12 40 186 97 129
If needed, do the staff arrange for signlanguage interpreters in advance? 9 37 187 100 131
When making an appointment are alternateformats of communication provided? 23 67 170 78 126
Is the informational material available invarious formats at your doctor’s office? 55 92 148 44 125

Figure 79: Availability of alternative forms of communication

The Steadward Centre at the U of A.  A few years ago I needed to lose weight (about 40 lbs). I can't stand ortransfer easily. I checked around the city and the only scale I could use was at the Glenrose. It was in fact thefreight weigh scale at the loading dock in the basement! But that's not all ... the Glenrose policy was to requirepeople to bring an assistant with them even though no transferring or lifting was required! Then a friend ofmine was working as a nurse at the dialysis unit at the U of A and she showed me the role-on wheelchairscales they had. These scales were great but the hospital did not have any scales that could be used by peoplewho were not on dialysis. The only other possibility was the Steadward Centre but their scale requiredtransferring. Eventually I worked with the Steadward Centre and they purchased a wheelchair scale. - Comment
from a survey participant
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The Skills of the Health Care Personnel Assisting Patients
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Figure 80: Skills of the health care personnel

Can you access services like mammograms, x-rays or CT scans?
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Figure 81: Access to services

No offer of help. Doctor comes out and calls me. Not sure if he knows I am legally blind. One of myparents is with me most of the time to assist me. - Comment from a survey participant

My doctor appears to have a lack of knowledge in the area of learning disabilities and mentalhealth. - Comment from a survey participant This question asked the surveyparticipants to rate the skills of thehealth care personnel assistingpatients during disability-relatedexams. 324 individuals responded tothis question and 40.4% rated theskills of the staff as Good and 13.6%as Excellent. Very Poor or Poor were achoice of 17.60% of the surveycontributors.

An overwhelming majority (250) of theparticipants stated that they are able toaccess services like mammograms, x-rays or CT scans.The remaining 27.10% stated that thediagnostic clinics are far from theirresidence and there is inaccessibilitymedical equipment and an inability ofthe staff to assist them during the exams.
Mammograms are tricky. The machine will adjust to the height of a person in a wheelchair but often the roomitself is not big enough to manoeuvre a chair around in. X-rays and CT scans have height adjustable tables sotransfers do not require lifting, but I do need help sliding across to the table. However, most facilities will NOTallow their staff to assist with transfers. Clients are told to bring someone with them. This is difficult for me asall my friends work during the day, and when I called Homecare I was told by my case manager that he wasnot allowed to authorize any staff to come with me, even to help me dress and undress. (Although people withmemory loss and mental impairments can access homecare staff to go with them to appointments.) BoneDensity (which everyone who can not stand or walk should have) are the most difficult. This is because themachines do not lower and one must be lifted on to the table. The place I go to is buying a portable Hoyer lift.-
Comment from a survey participant
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Where do you access services like mammograms, x-rays or CT scans (multiple answers)?Survey participants access services like mammograms, x-rays or CT scans mainly indiagnostic clinics (68.5%) and/or hospital settings (51.8%).
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sca ns?
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4.7%
0.0%
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60.0%
80.0%

Hospital Diagnostic clinic Other

Figure 82: Where do you access services?The participants that answered Other, stated that on several occasions the doctor came toperform the test at their home, or they have not had a mammogram for more than threeyears. A few individuals answered that they accessed these services at private clinics.
Personal ExperiencesThe following statements are from the survey participants about barriers to health andmedical services312:

 If my family isn't available to help transfer me, I generally don't have the test. Oftenthe staff who are trying to do the transfers don't have enough experience and I don'tfeel safe with them. It's one thing to get me onto the table for the test. The next thingis to be sure I don't fall off. And finally I have to get back into my chair properly so I'mcomfortable for the rest of the day.
 I sometimes don't know what the words mean. or what I am supposed to do.
 An MRI was booked at a time when there was not adequate staff to assist with lift sohad to be rescheduled.
 Went to Hys Center for bone densitromity test could not get on examining bed did notlower no help to get on table had to reschedule to different location and made sure Ihad lots of help come with me to lift on bed same at university hospital to get MRI.
 The eye exam was difficult. It was hard to reach my eye to the place where themachine took pictures of it. We were able to do it after moving the equipment gettingsomeone to help me hold my head in the right place.

312 These statements are taken directly for the survey and are verbatim.

I have used both and some places have some adaptable equipment but most do not. - Comment from
a survey participant
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 X-ray, Bone scan & even some MRI (Misericordia Hospital) Labs NEVER have liftingequipment. They require my caregivers to manually lift & transfer me.
 PAP tests. Cannot get up on the doc’s table, so had to make special arrangements to goto the pelvic floor clinic.
 For those of us with mobility problems, the distances involved in most hospitals makeit exhausting to get from A to B in the time that is often necessary, makes it stressful.Sometimes staff have failed to inform one of a change of venue for an examination soyou have been waiting in the 'wrong' place & sometimes miss your appointed time &then you get 'scolded' for not being on time! If you mention to them that you had notbeen properly informed, they can act quite impolite, as it is always the fault of thepatient. No wonder I have developed distaste for seeking examinations unless itbecomes an urgent matter.
 When the technicians are wearing cologne, scented body or hair products, or laundryfragrance on their clothing, it makes me ill. I get an asthma attack and migraine.
 My doctor has tried to refer me for a colonoscopy but he is having trouble finding adoctor that will perform the procedure on a paraplegic.
 Yes because I am a larger gal, I have had issues with the facilities not being able toaccommodate a person that is larger and the equipment is not designed for people ofall sizes. If I am not able to be accommodated in a regular diagnostic center, then Ihave to make arrangements and go to a hospital.
 The delaying when you need to book an exam. Depending on the exam, your waitingcan last for 6 to 10 months. This is not fair when you need a prompt diagnosis.

The Service

Knowledge, Coordination and MannerParticipants were asked to rate following:
 The knowledge of the additional medical personnel (specialists, technicians,reception, nurses, and other doctors) of you as a patient?
 The coordination between the additional medical personnel (specialists,technicians, reception, nurses, and other doctors) and your regular doctor?
 The personal manner (courtesy, carefulness etc) of the health care professional atyour doctor’s office?
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Knowledge, Coordination and Manner
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Figure 83: Knowledge, coordination and manner of staffAs the chart above shows, participants expressed concerns about the knowledge,coordination, and courtesy of medical personnel. The knowledge of the additional medicalpersonnel was rated by 111 participants and the coordination or services by 98 individualsas Fair.
Making Appointments
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Figure 84: Appointments during emergencies

When individuals attempted to bookan appointment in emergencysituations, 95 (32.1%) answered thatthey have been able to see the doctorthe same day. Forty-four stated thatit takes more than a week to see thedoctor in an emergency situation. Acommon theme emerged from theparticipants that when they call theirdoctor’s office with an emergency,the staff refer them to the emergencyroom.
With my Doctor, I would be lucky to be able to get an appointment in SIX weeks. His services arevery difficult to access & if I complain, I am told to go find another Doctor. Needless to say,another Doctor is most difficult to obtain. - Comment from a survey participant

Average wait time for a specialist is a year. The only time this wasn't true was a TMJ specialistthat AISH didn’t cover and so I had to pay $325 out of pocket for a 15 minute visit only to be toldthat he couldn't do anything because he is an orthodontist and can't move up 2 centimetres tobroken sinuses. It would have been nice to know this prior to being billed at the TMJ clinic,obviously he would have known from seeing me there. That was highway robbery. - Comment from a
survey participant
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Figure 85: Appointments without emergencies
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Figure 86: Appointment times

Accommodate disability needs (e.g. interpreter, alternative forms of communication, extra time for an
appointment)From all survey participants, 58.9% answered this question agreed that their doctoraccommodates most of their needs. A few participants who are Deaf stated that because thedoctor is not able to provide Sign Language interpreters, they have to communicate bywriting, even though this is not a preferred method of communication.

Does the doctor’s office accommodate your disability needs (e.g. interpreter, alternative forms of communication, extra
time for an appointment)?Answer Options Response Percent Response CountYes 58.9% 165No 23.2% 65Sometimes 17.9% 50

answered question 280
skipped question 184

Figure 87: Accommodation of disability needs

In non-emergencysituations, 105(32.5%) stated thatthey are able to bookan appointmentwithin a week.Thirty-five said ittakes more than amonth to see theirdoctor.
Over a month notice is required to see my psychiatrist. - Comment from a survey participant

When asked aboutsufficient time for anappointment, 145participants marked
Sufficient, and 59marked Very
Sufficient. Fifty-sevenof the 324participants markedNot Sufficient.

Too rushed to be adequate, treated like cattle, not patients.....no one doctor learns enough aboutyou as a patient to make an informed decision regarding your (my) Medical needs.- Comment from a
survey participant
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Personal PerspectivesThe following section of questions explores the personal experiences of people withdisabilities when accessing health and medical services in Alberta.
My doctor sees my abilities rather than my disability
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Figure 88: My doctor sees my abilities rather than my disability

My doctor needs to be more thorough in treating and examining me

26

98

52
109

40

My doctor needs to be more thorough in treating
and examining me

Strongly Agree

Agree

Uncertain

Disagree

Strongly Disagree

Figure 89: My doctor needs to be more through in treating and examining me

I am VERY fortunate and it took me a long time to find this doctor. He is the exception and part ofa dying breed, I'm afraid. However because of the generation he grew up in I feel he tends tofocus on my disability and not my ability. When we first met he was very surprised to hear that Iworked full time, almost to the point of denial. - Comment from a survey participant

At times I don't know what to ask. He speaks to my parents, not to me. Asks my parents if I needanything else instead of asking me. - Comment from a survey participant

In the ACCD survey, weasked participants to stateif their doctor sees theirabilities rather than theirdisabilities. 211 of theparticipants that answeredthis question agreed thattheir doctor sees theirability rather thandisability.

149 survey participants thatresponded to this question,answered Strongly Disagree or
Disagree that their doctorneeds to be more thorough intreating or examining them.124 participants stated thatthe doctor needs to be morethorough.
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My doctor sees my disability as a cause for every symptom
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Figure 90: My doctor sees my disability as a cause for every symptom
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Figure 91: My doctor listens to my concerns and symptoms
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Figure 92: My doctor pays attention to my privacy

Only 15.84% of theparticipants Agreeor Strongly Agreewith this statement.24.54% wereuncertain and59.62% Disagree or
Strongly Disagree.

81% of the 325 survey participants thatresponded to this question marked Agree or
Strongly Agree. In the comments area,participants expressed frustration aboutgeneral practitioners understanding variousdisabilities; however, these individualsacknowledge that it is impossible for onemedical professional to understand andrespond to the diversity of disabilities.

287 survey participants from 327marked Strongly Agree or Agree thattheir doctor pays attention to theirprivacy during medical care. The 4%that disagreed with this statement,pointed out that medical personnelspeak loudly in the reception areaabout treatment and diagnosis whenthe patient comes for an appointment.
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It is easy for me to get medical care
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Figure 93: It is easy for me to get medical care

The medical personnel are good about explaining the reasons for medical tests
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Figure 94: The medical personnel are good about explaining the reasons for medical tests

Medical Services in the Encana Wellness center are limited; doctors are 45-80 minutes behindschedule, the doctor is always rushed and isn't able to listen to my concerns, so many underlyingissues go unresolved. With that being said, I don't believe the fault is with the doctor; she doesher best to be a thorough as possible but there just isn't enough time as appointments areallotted only 10 minutes.- Comment from a survey participant

Not  a lot of privacy in front end of either doctors offices or entering emergency - you won't giveout medical info but you sure have everyone broadcast it when we show up for appointments orhelp. - Comment from a survey participant

From 324 participants thatresponded to this question, 81marked Strongly Disagree or
Disagree with the statement that it iseasy for them to receive medicalcare. 195 survey participants expressthat it is easy for them to getappropriate and necessary medicalcare in Alberta.

The majority ofsurvey participantsexpressed positivestatements aboutmedical personnelexplaining thereasons for medicaltests. Only 47individuals from 325disagreed with thisstatement.
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My doctor’s office has everything needed to provide me with complete medical care
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Figure 95: My doctor’s office has everything needed to provide me with complete medical care
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Figure 96: The doctors who treat me should be more respectful

When comes to MS/epilepsy, specialist often want you to see GP. GP doesn't know a lot of thingsnecessary to comply, including medications, general. - Comment from a survey participant

My doctor tells me that my issues are all in my head. - Comment from a survey participant

In regard to this question, 25.31%of participants were Uncertainabout whether their doctor’s officehas everything to provide completemedical care. Strongly Agree or
Agree was a choice of 38.27% ofindividuals in the survey. Almostequally, 36.42% of participantsmarked Disagree or Strongly
Disagree.

From 316 answers,63.60% of theparticipants thatanswered this question
Disagreed or Strongly
Disagreed with thisstatement. 22.46% ofthe participants Agreedor Strongly Agreed thattheir doctor shouldtreat them with morerespect.
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During my medical visits, I am always allowed to say everything I think is important
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Figure 97: During my medical visits, I am always allowed to say everything I this is important

When I go for medical care, they are careful to check everything when treating and examining me
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Figure 98: Doctors are careful to check everything when treating and examining me

My doctor doesn't seem to know what to do with me. My symptoms don't seem to have atreatment but I often feel that because of this, I'm referred for tests that don't directly contributeto solving my main concerns. I'm not keen to go for a lot of tests and don't have the energy to lotsof times so I don't always follow up on what is recommended. An analogy for this:  I go to thedoctor with a broken wrist and rather than send me for x-rays or splint the wrist, I'm sent for ascan of my leg. Just misses the boat. - Comment from a survey participant

For this question,75% from 323participantsanswered Agreeor Strongly Agree,and 18% marked
Disagree or
Strongly
Disagree.

53.75% of the 320participants responded tothis question with apositive attitude, and25.93% expressedconcerns that theirdisability symptoms arenot easily diagnosed andat the end, the patientand the medicalprofessional experiencefrustration and a state ofdisappointment.
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It is hard for me to get medical care on short notice
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Figure 99: It is hard for me to get medical care on short notice

The doctors who treat me have a genuine interest in me as a person
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Figure 100: The doctors who treat me have a genuine interest in me as a person

My GP is very good. He listens well, treats me with respect, is open to discussing new treatmentoptions, and is supportive. Many specialists are not. Some are arrogant. Some are at least adecade behind in their research. I know this because I've asked them about treatments that havebeen available for ten years or more, and I have yet to meet specialists who know much, ifanything, about them. I don't expect the specialists to agree with every treatment, but I expectthem to know about them--especially when the treatments have been reported in well-established journals and researched at large research facilities in the USA and elsewhere.Because they are behind in their research, I have to fight these specialists for the treatment I amon now (developed by American MDs). When local specialists tinker with my treatment (as theyoften do), I'm the one who ends up bedridden for 3 - 6 months, but I often can't get them tolisten.- Comment from a survey participant

45% of 320 Agreed or Strongly
Agreed with this statement and39.37% marked Disagree or
Strongly Disagree. From the 320that answered this question,15.63% were Uncertain aboutgetting medical care on shortnotice. Participants expressedthat most of the time when theyexperience a medical emergency,the first recommendation is to goto the emergency room and try toget access to medical and healthservices at that setting.

Majority (210) of the323 participants thatresponded to thisquestion Agreed or
Strongly Agreed withthis statement.
Uncertain was a choiceof 65 individuals and48 individuals checked
Disagree or Strongly
Disagree.
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Sometimes doctors use medical terms without explaining what they mean
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Figure 101: Sometimes doctors use medical terms without explaining what they mean

My doctor gives me advice and helps me to make decisions about my care
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Figure 102: My doctor gives me advice and helps me to make decision about my care

Especially in the hospital, the hospital doctor did not treat me with respect (my GP does), thehospital doctors used medical terms without explaining what they meant. - Comment from a survey
participant

27.81% confirmed Agreeor Strongly Agree with thestatement that sometimesdoctors use medical termswithout explaining whatthey mean. One hundredand eighty participantsfrom 320 pointed out thatthey get very goodassistance from medicalprofessionals about theirdiagnosis and treatment.

74.92% of 323 pointed outthat their doctor gives themadvice and helps them tomake decisions about theircare. Thirty-seven were
Uncertain and 13.62%expressed negativeperceptions and stated thatit all depends on theirsymptoms and the doctor’swillingness to explore othermethods of care.
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My doctor is supportive in completing forms on my behalf
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Figure 103: My doctor is supportive in completing forms on my behalfIn the survey, ACCD found out that 74.69% of the participants stated Agree or Strongly Agreethat their doctor is supportive in completing forms on their behalf. Only 10.80% expressedfrustration with having forms completed on time and with all the necessary information.Forty-seven individuals were Uncertain if their doctor is supportive.
How often do you leave your doctor’s office with unanswered questions?Three hundred and twenty-six individuals responded to this question and 39.9% stated that
Almost Never they leave their doctor’s office with unanswered questions. 32.2% marked that
Some of the Time they leave with some unanswered questions. Fifty-two participants checked
Always, Almost Always or A Lot of the Time. Many participants commented that they writetheir questions at home and come prepared because of the short time allocated forappointments. Others wrote that their doctor refers them to specialists if there are questionsthat they are not able to answer for the patient.

How often do you leave your doctor’s office with
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Figure 104: How often do you leave your doctor’s office with unanswered questions?

Any time my Dr. signs a form for me, I am whacked with a Bill... minimum $35.00. - Comment from
a survey participant

If my doctor cannot provide me with answers, he will refer me somewhere that I can get theanswers I need. - Comment from a survey participant

For people with disabilities,medical forms that are filled outproperly and efficiently meansgetting on various social-assistance based programs orbeing denied services. In ourcommunity consultations, ACCDheard numerous complaintsabout doctors not having enoughtime to fill out forms forindividuals.
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Do you think that the health care system in Alberta needs
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Figure 105: Changes to the Alberta health care system

What would you like to see improve immediately in your access to medical clinics and diagnostic tests?This was an opened ended question and the following are some of the suggestions from thesurvey participants:
 Be paid for physiotherapy. Physiotherapy at $90.00 per visit keeps seniors away fromgetting help, even me.
 Better signage on doors and elevators (for the blind).
 Access to testing and treatment for CCSVI to open up blocked veins using angioplasty.This is available for other patients who do not have MS and should be available forthose of us who do.
 Transportation needs to be easier to access. The door to my doctor’s office is veryhard to open.

I think that more preventive and especially immediate care of illness or injury would prevent manyconditions from becoming more serious and costly. Waiting times are too long in emergency andfor tests and specialists. I think there should be regular mandatory reviews of medications forthose with complex health needs. - Comment from a survey participant

I hesitate to say anything but "minor reforms" because people seem to use that as a justificationfor advocating private health care - definitely NOT what I want to see. I do think the best thingour health care system could do is have GPs and specialists work in groups so patient'sinformation can be shared and faster diagnosis/treatment decided upon. Trying to obtain adiagnosis for my problem (ultimately determined to be MS) took almost 4 years of manyreferrals and no one talking to the other specialists. Needless - and difficult - waiting is involved.Also, it seems our GPs are now just "referrers" - they don't seem to actually touch patients anddon't want to. For example, need a needle - see a nurse! Have an infected wound that needs to beopened to drain - take antibiotics instead of having it opened. Too dangerous! Well, so areantibiotics. - Comment from a survey participant

The majority of the ACCD surveyrespondents believe that the healthcare system in Alberta needs Major
Reforms. 33.5% believe that itneeds only Minor Reforms while15.5% marked that the systemneeds Complete Overhaul.Participants pointed out that if thegovernment invests in preventativecare, then the cost for health caremight decline significantly andpeople will access the health caresystem less and less.
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 That all my information would be somewhere in one place where different doctorscould see it so I won't have to explain all about myself every time.
 I would like to see a doctor in few days of appointment rather than waiting few weeksand then forgetting about the problem. Able to discuss everything in one sitting.
 More accessible washrooms.
 Shorter wait times.
 MRI, x-ray blood back in the doctor's offices or at least adjoining.
 Height adjustable examining tables, portable Hoyer lifts, roll-on wheelchair scales atgovernment community health care centres (name?) and homecare support forpersonal care attendants to go to medical appointments.
 Educating hospital staff on physical and mental disabilities; enough to provideworking knowledge. Also the emotional trauma children with disabilities face;showing empathy.
 Accessibility in regards to examination tables e.g.: ceiling lifts, weight scales andinformed and trained staff to use them correctly or ask the clients for input.
 One location in each major centre to handle women's issues would be the most costeffective. It would have access, equipment and trained staff on site. It isn't reasonableto have such facilities at a regular doctor's office. Some location such as the Lois HoleHospital in Edmonton could have a special clinic specifically set up for women like me.Those needing the specialized services should get priority for appointments, butothers could use it as well to keep it cost efficient. Specialists could then be availableat that clinic to assess the woman's health in all areas (i.e. gynaecologist).
 When Specialist says need blood test or other test, either directly give request for testor ensure GP knows test is needed, no questions asked.
 All clinics should be easily accessible. I could not use many of them without myhusband's assistance. Luckily my husband is strong to lift my wheelchair to move mein certain directions where hallways are skinny and difficult to turn corners. On somecorners there are marks on the walls and corners from wheelchairs or scooters.
 Ability to access medical services more quickly and effectively when required.Increase handibus access by increasing the number of buses and operation dates forthis service. Too many people are left with being unable to get to their appointmentsand that is not acceptable. You should be able to get to your medical appointments asrequired.
 Each medical clinic across Alberta should have a barrier free standard in office layoutand equipment thereby eliminating the question, Will I be able to access the office andwill I be able to have a thorough examination, if needed. This would be helpful notonly for wheelchair bound but useful for crutches, walkers, and adjustable tables forshorter individuals, elderly even pregnant ladies.
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 Improve EMS services! Improve emergency room triage.
 For all medical services to comply with both human rights and building codes asrelated to providing services to persons with disabilities (e.g. every office should havean adjustable height examination table, all staff should have disability awarenesstraining)!
 Full access to ASL interpreters.
 More understanding of mental illness and addiction.
 Treat nurses and other health care professionals with respect. Stop making themwork split shifts and part-time. Overhaul the hierarchy in the hospitals. There are toomany middle managers with no health care experience. Provide workers withprotection against workplace bullies (there are many in the health care system--especially the hospitals--and no one is dealing with them. We are losing skills nursesand technicians because of poor working environments. Stop following the drugmodel of care, and start incorporating money-saving treatments such as nutrition,massage, chiropractic, and other "alternative" therapies that are more effective andcheaper than drugs and surgery.
 All hospitals, clinics, doctors offices, diagnostic and other labs need to have a scentfree policy. They are supposed to help people get well or obtain testing, not make aperson ill. Cologne, scented body and hair products, laundry scent on clothing, all havechemical fragrance in them. Patients with asthma, allergies, COPD, chemicalsensitivities, and respiratory illnesses are made ill by having to be exposed to these.We can choose not to go to a public gathering or concert or meeting, but we cannotchoose not to go to the hospital, doctor's office, lab, other medical facility when weneed to be treated for something.
 More doctors who understand and communicate in clearly understood English andcan access a family doctor that is not a walk in clinic. Medi Centres are being usedinstead of a family doctor because there are no family doctors around in my area ofthe city that are accepting new patients and can clearly communicate in English andare easily understood.
 I am impressed with the care that I personally get. I believe it is a two-way street, Irespect my physician and he/she respects me. I don't waste their time and I don'texpect them to waste mine.
 More respect from staff at diagnostic centres as they can be quite rude.
 A lowered counter so that the receptionist can see me and I can see her. Alsoexamination tables that can be lowered so that I can transfer from my chair to thetable more easily.
 Ability for all exam tables or tables used for services to be able to be lowered/raisedor an alternate means of getting patients onto the table/machines. When booking anappointment the person’s disability should be highlighted so the person doing thebooking can ask or be told any limitations that may be faced by the clients.
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 Access to accessible medical exams / procedures (accessible exam tables). Disabilityawareness/sensitivity training for all professionals working with disabled.
 More availability of weight scales to accommodate wheelchair users; a requirementfor an accessible treatment area in offices that have more than 2 - 3 practisingphysicians.
 More Doctors!
 I would like better access to information. I find it to be scattered and hard to find. Forthe first five years that I was ill, I didn't even know I could apply to CPP for disabilitybenefits. It may have made the difference between our losing our home and not.
 There needs to be a central location where anyone with any kind of disability can goto get information--and we should not have to dig and dig for it because, often, we justdo not have the energy for that kind of searching.
 Better hours as in later hours – say until 21:00 hours.
 X-ray, cat scan, MRI, and gynaecological examinations should be available for peoplein wheelchairs and transfer teams should be available at all facilities. Earlier detectionof diseases like cancer would save money in the long run --there should be moreaccess for the poor and disabled for important tests—A person shouldn’t have to waitfor months if there is a chance that they have cancer or some other serious disease.The tests should be available quicker and access to these tests not limited to thewealthy.

The Need for Change

Importance of Services and Improvements NeededThe following section addresses the needs and what people with disabilities deem asimportant to barrier-free access to health and medical services in Alberta. The highest choicefor Very Important was for establishment of medical services that are appropriate to theneeds of the patient. Survey participants expressed the importance of accessible medicalexams, accessible entrances at medical clinics, parking stalls, and accessible and reliabletransportation to and from medical appointments.
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Participants also pointed out that disability awareness is very crucial for the establishment ofbarrier-free medical services in this province. Many stated that it is because medicalpersonnel do not have knowledge about all disabilities so disability awareness will createtwo-way communication between the patients and their doctors.
Personal ExperiencesThe following statements were stated by the survey participants:

 My biggest concern is the poor washroom facilities and access to them especially inrestaurants and in some offices. There are way too many doors to get in, too fewwith automatic door buttons, toilets that are too low (they all need to be 19 incheshigh, bars are often impeded by toilet paper dispensers.
 Service in rural areas is horrendous for people with any form of disability. Thefacility and services are not friendly, and the staff are uneducated or impatient withpatients who are disabled. The doctors themselves are uneducated and arrogant intheir practice. They seem unwilling to make proper referrals; rather they choose tomake the patients undergo unnecessary testing, or incorrect diagnosis, or just nothelp them.
 Just because I have a disability, doesn't mean my time is not as valuable as an ablebodied person and I like to take my turn in order also.
 The more severe your condition, the less availability of services. Unfortunately, themore severe your condition, the more important it is to have ongoing care so yourneeds escalate to requiring hospitalization. Then it gets really expensive!
 I'm not satisfied with my current physician but am reluctant to leave because it's sohard to find anyone else accepting new patients. There need to be more physicians(GPs and specialists) available in Alberta. Physicians need to be aware there areexplanations for symptoms and not be so quick to assume that if they haven't beenable to find the cause then it must not exist.
 Medicine is an art based on science. If multi-disciplinary teams were used, perhapsthis situation would not arise so often. I've discussed my experiences with otherswho have chronic health problems and struggled to obtain a diagnosis and theirexperiences were far too similar to my own. That is, referred to multiple specialistswho may or may not send test results back to my GP but who never speak to oneanother. These people then decide that when they can't find an explanation - thesymptoms must be imagined - thank goodness for MRI's or I'd still be making therounds to specialists. I'd like to see them go through a similar experience and seehow they feel - perhaps medical schools should introduce them to this more withcase studies that address the consequences of "no diagnosis" for years.
 Honestly I wouldn't know where to start. Whether it's a dentist, a physio, a doctor,testing and evaluation, there is ALWAYS an issue related to accessibility andtherefore having to settle for LESS services than able bodied persons, and thenthere's the attitude of professionals/technicians of just not knowing how, or even awillingness, to address the needs of persons with disabilities.
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 Communication access is usually very poor with staff other than my own doctorwho I have trained. In most other public facilities it is a nightmare. There was notmuch provision here in this questionnaire to answer questions related to hearingissues! In particular for hospital stays!
 Printed information materials and/or instructions for procedures are useless to meas I am blind.
 At DynaLife clinic, they sometime call for my name without their noticeable with mydeafness. It happened once or twice I missed my appointment and waited for a 1/2hour or late. Tell them to write down what color of jacket or clothing a deaf personwears while waiting.
 Finding a GP who understands my disability has been a nightmare. I have gone toseveral who don't understand disability and will not make the effort to do so. Havingadvocates to access the proper services is very important. Sometimes it is 'who youknow'. I also live on AISH (low income) and feel that I am not able to access thingsthat will help me because there is a cost (i.e. acupuncture, massage therapy,supplements etc.
 I've likely said enough as it is. We have some superb physicians but generally by thetime you have gotten to know which are which, they are either no longer taking newpatients or have moved away or retired or have switched to doing research & limitthemselves to only those persons who fit into the criteria of their research.
 Not enough awareness, or financial support of alternative traditional medicine, suchas holistic medicine practiced by other cultures.
 In Emergency one doctor said "Saw you last week --seeking drugs? You haveMunchausen Syndrome!" Family Doctor angry and confirmed NO MUNCHAUSENSYNDROME but Capital Health refuses to remove it from hospital medical records.Now whenever I go to Emergency--even with broken bones--told hurt on purposeand NO PAIN KILLER cause I am addict--all because of that one doctor!! Every time.
 More closed captions! Figure out how to fix the bus calling to see how manyminutes. Deaf people can never call.
 Generally I am very happy with my medical service from a general healthperspective. Regarding my health conditions. Much better awareness and treatmentoptions for these conditions.
 Dr's not very familiar with developmental disabilities and not aware of autism andpersonal space issues.
 I feel I have been lucky with the medical care I have received.
 I have had no success with treatment of my severe chemical sensitivities; one Dr.even suggested I see a Naturopathic Doctor. No one can explain why this hashappened to me or provide me with the support I need.



148

 There are no mental health services for people with a DID diagnosis. If you are verylucky someone may become sympathetic and take your case but a lot of people getsome stability clinically but they are generally left to their own devices to cope aftera time without the proper resolution of the treatment. There are no diagnosticfacilities for very large people or disabled people who need tests that are able to beused comfortably and safely. My worst experiences are having to purge my bodywith laxatives for an abdominal CT scan because my doctor told me I would surelyfit in the machine and luckily the tech let me try the machine before I swallowed theisotopes. I had to go home without the tests and in tears. I broke a stool when I couldnot get up on an exam table for my last genecology exam. I was given an x ray forsevere arthritis where I had to stand and could not stand well. I was in absolute painand was told I could not take even one minute to rest because there were peoplewaiting. I did remain in the room a minute because I simply could not move andluckily was out before the tech returned with the next arrival, but I was in pain fordays. Nobody summoned the caregiver to help me. I have never had proper access totreatment for my mental health issues and this is like surgery without anaesthetic. Iwanted to say that my providers were at least kind, but they allow this type ofneglect to perpetuate itself, so is this kind? Is this professional? Is this nice? Peoplewith disabilities are denied proper care every day. One of my friends had booked atransfer team and they were not present when she arrived at the appointment aspromised. Though she had spina bifida from birth and has never walked, they said"Can't you just jump up on the table?" There is a lot of talk about "people takingresponsibility for their health" yet the disabled are blamed for the inability to takecare of theirs.
 There is a lot of prejudice doctors against patients with a diagnosis of ME/CFS andFM. I've run into doctors that won't take you if you mention this diagnosis. I've metdoctors on the phone that indicated that I have a mental illness without evenspeaking with me. Most doctors have never heard of these illnesses or pretend theyhave but know nothing about it. My GP told me "Don't go there. Don't even say thosewords," when I told her what I believed was my diagnosis. I was desperate to go towork and my GP with a special interest was out of town. I then went to many otherdoctors and I saw a specialist when I told her about my problem. We made a deal isall she would do. I had to commit myself to physiotherapy everyday for an hour for amonth in exchange for 1 month off work.
 My Doctor is excellent. He has been my primary physician since I was 2 years oldand now I am 19, but I am grown up now and it is time for me to find a new primarycare physician. There doesn't seem to be anyone who is willing or able to take me onas a patient and give me the services that I need.
 Strict policy for providing ASL interpreters in hospital settings.
 Being told that once I am over 17, will have long waits and harder access toprocedures and testing.
 I was suicidal and if it were not for my GP's "connections" it would have been a fourmonth wait to see my Psychiatrist as it had been a year since being there (was not
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required). I had an intended "date" of my suicide as March 21st. The referral wassent to the Mental Health Clinic at Northgate as urgent and I was contacted March26th with the first available appointment being May 20th. Only advice given was "ifit gets bad enough go to Emergency."
ConclusionThe results show that individuals with disabilities have unique needs to be addressed by theAlberta health care system. Generally, people are satisfied with the medical care they receive;however, the personal statements of the survey participants show that the system has manybarriers for people with disabilities. Inaccessible medical clinics, inappropriate medicalequipment, and long wait times are just a few of the many issues brought forward by theparticipants.It is imperative to affirm that survey participants support the health professionals that offerand provide services; however, they perceive the health care system as flawed. Healthprofessionals have no other choice but to implement the policies and procedures required bythe Government of Alberta.Participants are aware and acknowledge that no general practitioner will have knowledgeabout all disabilities, so they recommended better communication and relationships betweenGP’s and specialists.Participants recommended that the Government of Alberta support physicians and create ameans for medical offices and medical equipment to be made accessible for use by all.Disability awareness is another area that the survey respondents felt needed improvement.Conducting disability awareness sessions on a regular basis to health and medicalprofessionals will create understanding about the various disabilities and the needs ofpatients with disabilities.

Alberta should take bits and pieces of other countries medical procedures, and successes and puttogether the best health care system. - Comment from a survey participant
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Survey Results for People with Disabilities: Survey Findings
According to Disability Categories

IntroductionThis section of the report presents the findings from the surveys filled out by people withdisabilities according to disability categories, which were identified as the following:
 Hearing
 Seeing
 Speech
 Pain
 Learning
 Mobility and Agility
 Memory
 Developmental
 Psychological (mental)
 Multiple Disabilities
 NoneDetailed results for each disability category can be viewed in Appendix IV.

People with Disabilities: Hearing ImpairmentTwenty-two individuals (4.74%) who participated in the ACCD Barrier-Free Health andMedical Services in Alberta Survey identified themselves as Deaf, Hard of Hearing or HearingImpaired.

The majority (45.45%) of the participants with hearing impairments are between the ages of31 to 50, and 86.36% of the participants are female. Nineteen of the 22 participants declaredliving independently and only one (4.54%) declared that he or she is unable to work becauseof his or her disability.
From the 22 individuals, 17 (77.27%) stated that they have a regular doctor (generalpractitioner) who is familiar with their disability. The average length of time the generalpractitioner has been their doctor is 12.26 years.The results from the questions that ask about physical accessibility of the medical clinics andprovision of services show that Survey participants with hearing impairments generally

There are jobs that are perfectly available for me but other people don't think so. And there arejobs that I cannot do, but the things I can do, I am very good at. - Comment from a Survey participant

I am healthy in every way except my hearing and self esteem, I feel as a person of color and withhearing problem I can’t get into good jobs or into college, it feels like a challenge every time Iwish to go get an education or a good job. - Comment from a survey participant
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answered Not Sure or Not Applicable to the questions that probe the physical accessibility ofthe clinic and the equipment.To the question is there an amplified communication system or device with volume control at
the reception desk, 6 (27.27%) answered No and 10 (45.45%) marked Not Sure. Is there a TTY
for use to make phone calls was the following question and 82.35% answered No, and 64.70%marked that the staff are not knowledgeable using a TTY when contacting patients withhearing impairments. The next question if needed, do the staff arrange for sign language
interpreters in advance, only one participant stated Yes and 6 stated No.The following are some of the issues that were brought forward by patients with hearingimpairments, when accessing health and medical services in Alberta:

 I really don’t know because we never talk about my hearing loss, just once or twice. Iget a lot of ear infections which he knows about and gives me antibiotics. But thespecialist I went to see years ago I really didn’t like him.
 For my yearly check-up, I called to make an appointment that will be held maybe in 3or 4 months. My family doctor is really good but apparently she is fully booked easily.
 Because by the time the appointment comes around I don’t need the doctor any more,the problem is either solved. Or I just end up going to medic center where they justdon’t do nothing just fill medications. Wasted time really.
 I mainly communicate through writing; however most Deaf patients prefer to haveASL interpreters. Hospitals and some doctors do not accommodate such criticalcommunication access AT ALL.
 Waiting times are too long!
 Communication access is usually very poor with staff other than my own doctor who Ihave trained. In most other public facilities it is a nightmare.
 At DynaLife clinic, they sometime call for my name without their noticeable with mydeafness. It happened once or twice I missed my appointment and waited for a 1/2hour or late. Tell them to write down what color of jacket or clothing a deaf personwears.
 I was hospitalized for 2 1/2 months recently and I had a very bad experience there.The nurses tried speak to me through masks and I could not lip-read them throughthe masks. They got mad at me.
 We are in dire need of full time interpreters for the Deaf in the hospitals.

The major issue for Albertans who are hearing impaired is not having Sign Languageinterpreters available for communication during medical care. Not having ASL interpretersrepresents a barrier to accessing appropriate health and medical services for Albertans whoare hearing impaired.
Tell me what my options are. - Comment from a survey participant
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It is not only when people with hearing impairments visit their general practitioner that theyneed ASL interpreters, but also when they access mental health counselling, dental care, andhome care. The situation is even worse when Deaf or Hard of Hearing individuals are in thehospital and are unable to understand what they are being told or what the diagnosis is.Many will try to speechread but medical personnel sometimes speak from behind computersor with their backs turned. Writing as a means of communication is not always acceptable toindividuals who have hearing impairments.ACCD asked the survey contributors to provide solutions on how the system can operatebetter according to their unique disability needs. The following statements describe theirpersonal perspectives for improvement of the Alberta health care system:
 I think it needs to be more productive, especially with seniors if they go there formore than one thing then they should be able to talk about everything in one sittingrather than going there over and over again. In long run it would cost less to medicalsystem.
 Capital Health needs a blanket approach for ASL Interpreting Services...includingpsychiatrist and psychological assessment and long-term counselling...especiallyHOMECARE assessments for Deaf Seniors do not often include ASL interpreters!
 In regard to accessible through the entrance and the examining room.
 Full time interpreters for the Deaf in the hospitals!!!! And available at any time.
 Customer service by doctors and medical personnel is the biggest issue - in any otherbusiness the current level of customer service would not be tolerated. If doctors andmedical personnel were paid based on customer service, it would be a drasticallydifferent system.
 I would like to see a doctor in few days of appointment rather than waiting few weeksand then forgetting about the problem. Able to discuss everything in one sitting.
 If they do not have a TTY, they can use a fax machine instead.
 Less time waiting for my appointment. Immediate access when emergency especiallyat the clinic or hospital. Medical people need to take some basic sign language ratherthan pulling or pushing me around.
 Full access to ASL interpreters.
 Automatic hiring of ASL interpreters for hospital rounds!
 Correct days of appointment, they give you one date and then they don’t make theappointment and you show up and there is no appointment made wasted time andmoney.
 Most of Doctors are well respected but at the clinic or hospital - nurses and staff needto improve their mannerisms toward deaf people like me.
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 More closed captions! Figure out how to fix the bus calling. Deaf people can never call.
 Strict policy for providing ASL interpreters in hospital settings.The recommended solutions undoubtedly indicate that it is necessary to improvecommunication between patients with hearing impairments and providers of health andmedical services. Medical professionals and staff should have knowledge about tools that canbe used to communicate with individuals who are Deaf or Hard of Hearing, and to know howto book ASL interpreters. Without appropriate communication methods, many Albertans willremain isolated and unable to access appropriate health and medical services. Removal ofthese communication barriers will improve access to barrier-free health and medicalservices in Alberta for Albertans with hearing impairments.

People with Disabilities: Seeing ImpairmentThis section reports on eight individuals (1.72%) who identified themselves as blind, visuallyimpaired, or having eyesight issues. 50% were male and 50% were female. Six participants(75.00%) marked that they reside in urban locations and all eight contributors (100%) liveindependently in the community. Some receive care support from family and friends. Five ofthe eight participants declared their health as Good and only one as Poor.Several issues were raised by Albertans with seeing impairments, such as appropriatesignage in buildings, transportation, and communication materials in alternative formats.For Albertans with seeing impairments unsuitable transportation to and from medicalappointments signifies a major barrier to accessing health and medical services. Oneparticipant stated that the “City of Airdrie provides a special needs bus for which I pay totake me to my appointments” but the service is never on time. Many pointed out that theydepend on “rides from family and friends.” Here are some additional issues withtransportation:
 I am often late. Not so much so that the buses run late but the routes seem to changeoften and I regularly end up on the wrong bus at the wrong time. I will say that thebus drivers are very nice and helpful getting me back on track.
 Edmonton Transit/DATS policy dictates up to a 1 & 1/2 hour window after pickup toreach a destination. If you include the 1/2 hour pick up window that gives a potentialtravel time of 2 hours. While this is a worst case scenario and DATS usually picks upand drops off well within the window, it makes it difficult to meet appointment timesand causes difficulties with employers and care givers. Regular Public Transit is notpractical for Blind folks based on safe transit to most medical facilities.
 It can take longer if there are others on the bus who need to be taken to a differentdestination than mine.
 Appointments have to be on Tuesdays or Thursdays as the bus from Airdrie only goesto Calgary on those two days.
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Lack of or inappropriate tactile signage at medical clinics and hospitals causes manyAlbertans with visual impairments to have difficulties navigating accurately betweenservices and offices.
 Many buildings housing medical, dental, social services have poor or no tactile signagesuch as elevators with no Braille markings, washrooms with no tactile genderindications, and office doors with no raised numbers. Stairwells, which are a goodalternative to elevators, are not easy to find.
 Often services are housed in different parts of the building or in different locationsaround the City. This leads to accessibility and transportation concerns.
 Plenty of clinics are not accessible to wheelchairs and many elevators do not havetalking indicators.One participant pointed out that her general practitioner does not assist her with issuesrelated to her vision, and she has to make appointments with a specialist for any visionrelated issues.
 I have a regular doctor (general practitioner) but I do not consult with her regardingdisability related issues. I have a specialist I see annually regarding my vision.
 Wait times are an issue especially when you take into account travel times to andfrom appointments.Although the Government of Alberta passed the Service Dogs Act313, many facilities andbusinesses still practice discriminatory practices against guide dogs used by individuals withvision impairments. Long wait times can cause discomfort to the animal and this can causevarious issues for the individual.
 I use a service dog and his care and comfort is an issue during long waits at theEmergency Ward. I have also experienced an isolated incident of discriminationregarding the use of a service dog within a Doctor's office.Accessible communication methods and alternative formats are minimal to none. Technologyused by Albertans with vision impairments is not being utilized by medical institutions.Referral forms are given in print format rather than electronically or in Braille.
 No accessible appointment reminders - i.e. email text message, etc.
 Printed information materials and/or instructions for procedures are useless to me asI am blind.
 Referrals are not sent electronically for blind people using Adaptive Technology.
 Prescriptions and usage instructions are not accessible.
 Sometimes I feel the doctor rushes me through because he is running behindschedule.

313 Province of Alberta. (2007). Service Dogs Act. Retrieved on January 15, 2011, fromhttp://www.qp.alberta.ca/documents/Acts/S07P5.pdf
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 Example, it seems a waste of resources to go to the Dr. for a simple prescriptionrenewal and not be done over the phone if applicable.
 Information about these services or results are never in alternate format this is alsotrue of preliminary do’s or don’ts required before the test. Assumed that husband willread printed information.
 The only time I have ever received information in alternate format was from a weightloss specialist and that took some time.
 Everything is print based.

ACCD asked the survey participants to provide solutions on how coordination of the healthcare system can function better according to their unique disability needs. The followingstatements describe their personal viewpoints for enhancing the Alberta health care system:
 Better signage on doors and elevators (for the blind).
 Accessible information in alternative formats.
 Let me sum up with the following:  Universal Access & Barrier Free Design!
 As long as it still remains a public system! I would rather keep what we have then togo to a privatized system.
 More awareness of disability related issues.
 Proactive approaches to care rather than reactive.
 Treatment of the whole person (listening and taking into account everything thepatient says, they are the expert on how they feel and what they are experiencing).
 Accessible entrances i.e. sidewalks and indicators for doors, particularly at thediagnostic clinic.The suggested solutions unquestionably point out that it is essential to establish appropriatetransportation, accessible medical offices and hospitals, and alternative communicationmethods between patients with seeing impairments and providers of medical and healthservices throughout the Alberta health care system. Disability awareness and training willassist medical professionals to understand the unique needs of Albertans who have seeingimpairments. New technologies should be utilized to improve communication. Tactilesignage in buildings should be implemented in ways that will assist individuals to find the

I have had good medical care in Alberta; but I enjoy reasonably good health and have not had toaccess "out-of-the-ordinary" basic services. I do fear that if I did have a major health concern, Iwould not be able to access the information I require privately because it would not be inalternate format. To date, I have been comfortable having my husband read this information, butI might not always have this luxury, or in some situations, might prefer to have the informationmore privately first. - Comment from a survey participant
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right place. Removal of these barriers in the health care system will create the grounds forbarrier-free health and medical services for individuals with seeing impairments.
People with Disabilities: Speech ImpairmentOne individual (0.22%) identified as having voice disorder and speech impairment. Theparticipant is a female, living in a rural location, employed with income of less than $20,000.The participant depends on her family for care and has a regular doctor (generalpractitioner) who is familiar with her disability, but who has been reluctant to help her tohave her needs met.This survey contributor stated that her health is good, and she has not been referred to oraccessed any diagnostic health services within the past year. In order to access her regulardoctor, she has to travel more than 60 minutes. According to the survey responses, shereported that the doctor’s office where she receives health and medical care is physicallyaccessible, but there is no height-adjustable examination table or chair. In addition, thedoctor’s office does not provide sign language interpreters in advance or informationmaterials in alternative formats.The survey participant with a speech impairment marked that the health care system inAlberta needs minor reforms. For this participant, it is important to establish a reliabletransportation system, make communication materials available in alternative formats, andprovide medical services that are needs oriented.According to the survey responses, for an individual with a speech impairment, it is vital thatthe system be reflective of his or her unique medical needs and that doctor’s offices providealternative communication methods. Proper communication is crucial for the right diagnosisand treatment, and without proper communication, Albertans with speech impairments willcontinue to experience barriers to health and medical services.
People with Disabilities: Pain ImpairmentThis group of 41 individuals (8.84%) identified chronic pain conditions such as fibromyalgia,chronic pain, arthritis, and various other disabilities that the participants described as painrelated. 53.65% of the participants in this group are between the ages of 51 to 70 and85.36% are female. Twenty-seven live independently and two in supportive living. Eleven ofthe participants have declared that they are unable to work because of their disabilities.Three of the 41 individuals are not able to find a regular doctor. The average length of timewith their current general practitioner or doctor is 7.10 years.Individuals with impairments caused by pain experience various barriers when accessinghealth and medical services in Alberta. One occurring issue is the inability of medicalpersonnel to understand their disability/disabilities and offer appropriate therapies. Oneparticipant stated that services are accessed in Regina because the services are not offered inAlberta.

 I also see a neurologist in Regina to be checked and to have my intrathecal pump filledwith pain medication.
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 My general practitioner is reluctant to help me have my needs met. I feel he belittlesmy concerns and is too busy to follow my health.Lack of sufficient appointment times and wait times represents another challenge forindividuals with pain impairments, because of the multitude of symptoms and conditions.
 I feel rushed. He does not give value to what I am saying and I feel like he tries tospeed up my visit because there is a waiting room full of people.
 Not enough time for my appointment
 Many times, the doctors are rushed and only allocate a certain time period. If you havemore issues to discuss it is generally recommended that you make anotherappointment which is not very effective depending on the issues and having to waitagain to access another appointment time.
 Inappropriate waiting times (usually months and months) to get appointments to seea Specialist or accessing certain medical procedures/tests in a timely manner.
 The allocated time is far too short. However, my doctor almost always gives me muchmore than the allocated time--which must make him run late for other patients.
 Not enough time to converse about other medical issues besides the particular onethe appointment is for.Transportation methods and distances also represent a barrier for people with painimpairments, as the following statements point out:
 My husband must drive me to appointments. I am too ill to drive, take public transit,or even tolerate a taxi.
 Even when asked to drive slowly and carefully due to my illness, drivers go too fastand turn corners too sharply. My body cannot tolerate the jostling. Also, taking a taxihome from the doctor's office may require me to wait longer than I can manage.
 Where public transit stops are, it’s a long walk to the doctor’s office, and walking isvery difficult.Individuals with pain-related disabilities stated that medical professionals and staff lackdisability training and awareness about various disabilities such as Fibromyalgia, chronicpain, and environmental-related pain conditions. The following statements describe the lackof disability awareness:
 They have very little knowledge of Fibromyalgia and Chronic Fatigue Syndrome.Although both have been listed in the WHO list of diseases for two decades, thesediseases are woefully misunderstood by most medical staff.
 The staff are woefully uninformed about FM/CFS. Often, these appointments are anordeal because the staff is impatient or uninformed about my limitations. Even when Itell them, many tend to be almost indifferent. I don't think it's intentional; I think it's a
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matter of their not being properly informed or trained--and, of course, they are undersignificant pressure due to cutbacks.
 I have spent many hours waiting in emergency for what, in one case, turned out to bea life-threatening illness. I was sent home 3 times after a total of 24 hours of waitingin ER. It turned out that a main artery was about to burst. Luckily by the time it did, Iwas in the hospital.
 There are very few doctors knowledgeable about environmental health issues.
 The doctor is good, but the staff need a lot of training.Inability to find a doctor is another barrier that is experienced by this group. Many statedthat it is because of their disabilities and others stated it is because there are no doctors inthe area where they reside, as the subsequent statements illustrate:
 It has been well over a year and a half as I cannot find a doctor, and the closest one Iwould be accepted at is one hour and forty five minutes away.... way to far to drive fora regular check-up.
 My doctor fired me right after my diagnosis of Fibromyalgia with no reason given. Iwas told no other doctor at that clinic would take me on as a patient either. I had beena patient since 1997 at this clinic.
 When my husband retires, we will lose our GP because this doctor is employed by theHealth Center at the University where my husband teaches. We have been looking forfive years for another doctor, but have not been successful. Most are not interested inor willing to take on an FM/CFS patient. We are scared to death of losing our familydoctor. It's another reason my husband cannot retire.Physical inaccessibility of clinics and diagnostic imaging technology embodies discomfortwhen accessing medical care for individuals with pain conditions, as some surveycontributors pointed out:
 Some places are not willing to help you move or stand or are not wheelchair friendly,too many people crammed into a little space or giving me no access in at all.
 I’m also my extremely claustrophobic, so MRI's are inaccessible to me.This group of individuals also expressed that additional health-related costs representbarriers to health and social-based services:
 The cost of getting forms signs (i.e.:  special needs bus pass, Disability placards) at thedoctor’s office is very expensive ($60.00 for each form) for seniors who are on fixedincome.
 Upon arriving at my appointment for my mammogram I get a card to fill out that saysfor an extra $40.00 I can have a better image done by computer, to me this is a insultto a breast cancer survivor, and to a patient that my first mammogram missed mybreast tumour 4 week earlier, so this upsets me greatly.
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Survey participants were asked to provide solutions of how the health care system canfunction better according to their unique disability needs. The following statements portraythe personal viewpoints for improvement of the Alberta health care system.Hiring and treatment of medical professionals:
 Treat nurses and other health care professionals with respect. Stop making themwork split shifts and part-time.
 Overhaul the hierarchy in the hospitals. There are too many middle managers with nohealth care experience.
 We are losing skills nurses and technicians because of poor working environments.Preventative health care:
 I think that more preventive and especially immediate care of illness or injury wouldprevent many conditions from becoming more serious and costly. Waiting times aretoo long in emergency and for tests and specialists. I think there should be regularmandatory reviews of medications for those with complex health needs.
 Stop following the drug model of care, and start incorporating money-savingtreatments such as nutrition, massage, chiropractic, and other "alternative" therapiesthat are more effective and cheaper than drugs and surgery.
 Really the health care system costs have not risen much in many years, yet it isblamed for costing so much. It needs to be rejuvenated with funds and a push isneeded for more holistic, natural and home care.
 I would like to see clinics that utilize teams. Doctors, nurse practitioners, pharmacistsetc. I think a lot of managing my illness could be done by a nurse practitioner.Access to services and information:
 Access to additional services, less wait time, better care. I would like to be able tochange/find an appropriate family doctor.
 Ability to access medical services more quickly and effectively when required.Increase handibus access by increasing the number of buses and operation dates forthis service. Too many people are left with being unable to get to their appointmentsand that is not acceptable. You should be able to get to your medical appointments asrequired.
 I would like less wait times, better doctor-patient communication.

Soon, I will have to switch doctors due to retirement. I have known this day is coming for severalyears and have made many attempts to find a new doctor. They are either too far away or unwillingto work with me. My current doctor and I have developed a treatment protocol based ontreatments developed in the USA, but no new doctor will continue the treatment without tinkeringwith it (which makes me very ill for months or years). I am threatened by their ignorance andunwillingness to listen. - Comment from a survey participant
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 I would like better access to information. I find it to be scattered and hard to find. Forthe first five years that I was ill, I didn't even know I could apply to CPP for disabilitybenefits. It may have made the difference between our losing our home and not. Thereneeds to be a central location where anyone with any kind of disability can go to getinformation--and we should not have to dig and dig for it because, often, we just donot have the energy for that kind of searching.Disability training and awareness:
 Much better awareness and treatment options for these conditions.
 Specialists can diagnose CFS but will not provide ongoing treatment. Many familyphysicians feel the illness is "too complicated" and they do not know ANYTHINGabout it. They need to be educated to recognize the symptoms, as an early diagnosis isessential to allow for treatment and recovery. This will prevent a "disability" or lessenthe impact.The suggested solutions conclusively state that it is essential to establish efficient andappropriate access to services in the current health care system. For individuals with painimpairments, recognition and awareness about their condition seems to be the major barrier.Survey participants expressed that their doctor is not able to assist them or they are not ableto find a doctor because of their condition. Coordination of services seems to be vital for thisgroup of individuals in the creation of barrier-free health and medical services for individualswith pain impairments.

People with Disabilities: Learning ImpairmentTwenty individuals (4.31%) that participated in the survey acknowledged having learningdisabilities. Seventeen are between the ages of 19 and 30 and 68.42% from the 19participants that answered this question are female. Eleven live independently and three insupportive living. 55.00% of the twenty participants are students and seven are currentlyemployed. Four participants are unable to find a regular doctor and four have a regulardoctor who is not familiar with their disability. One individual stated “don’t need a regulardoctor,” as they consider their health very good.Average length of time with the same doctor providing medical care for this group of surveyparticipants is 5.46 years. Physical accessibility was described as not an issue for a few of theparticipants in this disability group.For Albertans with learning disabilities, barriers in access to health and medical services arethe inability to find a doctor that understands their needs, timely and appropriate access toservices, appointment times, and communication with medical staff. A few participantspointed out that the inappropriate medical equipment used in the clinics or hospitalsrepresents a barrier in their access to health and medical services, as these individuals havedifficulties in understanding how to properly use the equipment.
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Inability to find a doctor barrier:
 I am currently really struggling to find both a family doctor, but to find someonefamiliar with my disabilities is so hard. I even went to see the doctors at my schooland they still don't know much, I had to go to the urgent care center for a medsconsultation because there doesn’t' seem to be doctors out there (that I have accessto) that can help me.
 For the purpose of regular, long-term medical care, I have had problems findingdoctor; therefore, I do not have a regular doctor who is familiar with my disability.
 Although I am not sure if Health Services in the Encana Wellness Center is a branch ofAlberta health care, but in general, neither my husband nor I have access to a reliablefamily doctor. We have tried to capitalize on new physician openings and using the listprovided by Alberta health care, but my experience has left me feeling completelyoverlooked.Inappropriate access to services for individuals who live in rural areas and wait times fortraveling diagnostic clinics to arrive in order to be able to schedule certain exams:
 Have to travel out of town. Ultrasound comes to Vegreville, along with bone density.
 Waiting for traveling mammogram.Appointment and communication issues:
 I never seem to talk about everything I need to because I feel rushed.
 They don't seem to care they want to see me and get me out of the way as soon aspossible.
 It is very difficult to develop trust with a doctor if they don't take what you are sayingseriously and treat you with respect.
 One major concern is that in the wake of nursing/administrative staff in clinics andhospitals posting signs such as "abuse will not be tolerated", it seems patients aresubject to relational aggression forms of bullying, are unable to stand up for theirrights, and generally made to be powerless. I appreciate the need for such staff toassert their rights, but it seems less about holding patients to their responsibility to berespectful and more about saying "the nurse is always right, don't bother arguing".Inappropriate equipment in clinics and hospitals concern:
 My weight is over 350+ so sometimes I'm too big for their equipment.From the sixteen participants that responded to the question if the health care system inAlberta needs any changes, 62.50% responded that only minor reforms are need and 6individuals answered between Major Reforms or Complete Overhaul. The followingstatements represent some of the suggestions that individuals with learning disabilities sayabout improvements to health and medical services for Albertans:
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 Shorter wait times.
 More doctors.
 Doctors who understand.
 I would like to see a change in the way I am treated. I always feel like I am beingrushed and that I am a burden.
 Be able to get in to them sooner, and have equipment that I can use.
 I understand funding is an issue, but the ability for people to get everything they needall in one place, at the same time, decreases the amount of visits needed and allowsthe doctor to adequately assess the nature of the patents concerns.
 Although the initial expenditure would be huge, it would save money in the long run ifmajor communities were given a clinic which was able to perform blood work, x-rays,ultra-sounds, etc. (the basic, and most common laboratory/diagnostic services. Also, ifthese resources were more localized it would make them much more accessible tothose with mobility issues, cannot/do not drive, etc.For people with learning disabilities there are many challenges in finding a regular doctorand communication health and medical needs with medical professionals. Individuals livingin rural areas are experiencing longer wait times as services are not established on apermanent basis but on the traveling clinics model. Without permanent, appropriate, andflexible services, individuals with learning disabilities will continue to experience barriers intheir access to health and medical services in Alberta.

People with Disabilities: Mobility and AgilityFrom 464 survey participants, 171 persons (36.85%) identified as having mobility issuescaused by injury such as spinal cord injury or degenerative disease like multiple sclerosis,muscular dystrophy or spina bifida. One hundred and twenty-eight are from urban and 37are from rural locations. The majority (83.80%) of the 142 individuals responded that theylive independently in the community, 9.15% are in a supportive living setting, 1.40% are in alodge, and 2.11% are in a long term care facility. Forty-six individuals declared that they areunable to work because of their disability, and 11.69% are currently unemployed.
From the survey participants with mobility and agility issues, 62.57% have a regular doctorwho is familiar with their disability. Another 21.47% have a regular doctor who is notfamiliar with their disability, and 1.84% have difficulties in finding a regular doctor. Sixindividuals use medical centers to access health and medical services. The average length oftime with the same regular doctor providing services is 8.77 years.

I go to Beaumont to see my long-time family doctor. I rarely access the SCI specialists. - Comment
from a survey participant

Doctors only know so much about paralysis they probably only take a day or two on it. But mineis willing to learn and listen and between the two of us we can figure most things out. - Comment
from a survey participant
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For Albertans with mobility and agility impairments, physical inaccessibility of clinics,hospitals, and medical equipment represents a major barrier when accessing health andmedical services. Individuals are unable to enter doctor’s offices or get on the examinationtable to have a test performed. Diagnostics tests like MRI’s and CT scans are not accessiblefor individuals in wheelchairs who are unable to transfer on their own. The followingstatements describe some of the situations that individuals with mobility and agilityimpairments had to face while accessing the Alberta health care system:
 My doctor usually tries to work on me, but relies on me often to find some specialistservices as there is nothing set up to overcome physical barriers as I am unable totransfer to exam/procedure tables.
 Even cancer association, Calgary’s 311, and the spinal cord clinic were unable to giveme advice where to access pap tests, due to barriers of being unable to stand. Spinalcord clinic physiatrist said "it's a problem for folks like you”, and no solutions weregiven or physiatrist effort to assist with locating the service.
 I haven’t had a complete physical since I was at the Mayo Clinic two years ago.
 I have only seen my general doctor a couple of time since leaving the hospital after myaccident and both times, I did not have to get onto an examining table. I stayed in mywheelchair.
 My mom usually lifts me onto the table and helps me with my clothing. I can transfermyself from the table to my wheelchair.
 I find that when it comes to any kind of physical manoeuvring the staff are veryhesitant and don't really know how to or what to do unless I tell them and I also havemy own person along with me.
 My physician is part of a Primary Care Network. I think it's through the support of thePCN that she makes a home visit to do my PAP, since her office doesn't have anaccessible exam table/bed for me to transfer to.
 I do not have my weight measured.
 My mom bought a scale used in industry to weigh animals. My home care hangs itfrom my track lift, and then hangs me from the scale. I don't think my doctor has everasked about my weight.
 Mammograms are tricky. The machine will adjust to the height of a person in awheelchair but often the room itself is not big enough to manoeuvre a chair around in.X-rays and CT scans have height adjustable tables so transfers do not require lifting,but I do need help sliding across to the table.
 Most facilities will NOT allow their staff to assist with transfers. Clients are told tobring someone with them. This is difficult for me as all my friends work during theday, and when I called Homecare I was told by my case manager that he was notallowed to authorize any staff to come with me, even to help me dress and undress.
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 Bone Density (which everyone who cannot stand or walk should have) are the mostdifficult. This is because the machines do not lower and one must be lifted on to thetable.
 I had fluoroscopy done and they could not do most of the test because it was designedfor people who could stand.
 Small examining rooms.
 An MRI was booked at a time when there was not adequate staff to assist with lift sohad to be rescheduled.
 Presently, I am having difficulty accessing medical devices (and medicalprofessionals) to diagnosis and treat the conditions of malformed or blocked veins. Avascular issue that could potentially kill me or worsen my disability.
 The eye exam was difficult. It was hard to reach my eye to the place where themachine took pictures of it. We were able to do it after moving the equipment gettingsomeone to help me hold my head in the right place.
 Most medical devices are too high and too firm. Very painful experience!
 I have had issues with the facilities not being able to accommodate a person that islarger and the equipment is not designed for people of all sizes.
 Need to work on making sure the automatic doors work and fixing the paved ramp upto sidewalk. Very poorly designed would not meet code.
 Wheel chair parking spots are way too small to accommodate a van with a lift. Theyshould be wider.The next issue brought up by this group was access to medical care and services andtreatments for their unique disability needs:
 My doctor is reluctant to help because of the ethics governing his profession, the so-socalled cost of the diagnostic procedure, the lack of necessary diagnostic equipment,and the indifferent procedure to treat the diagnosed problem for my disability.
 I believe I am the first paralysed patient my doctor has experienced, but he learns theintricacies of my condition as I learn more myself, and will refer me to specialistswhen presented with situations he does not feel qualified to treat in the best fashion.
 When comes to MS/epilepsy, specialist often want you to see GP. GP doesn't know alot of things necessary to comply, including medications, general.
 I cannot get in to see him on short notice, and his staff do not seem to have anyunderstanding that I'm not just a nag, but need to see him at times on very shortnotice. However, when I see him, for regular check-ups, he is knowledgeable and opento exploring all methods of addressing my issues.
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 GP does not know the answers that the specialist would; however, a person does notsee the specialist nearly as often.
 Always "fighting the system" to obtain necessary services because they are not set upfor people with disabilities who don't fit into "the box". System is designed forreaction to health problems and not much attention to preventative and healthmaintenance.
 Disabled persons not considered as "team player" in health, and if I try to be amconsidered by some medical professionals as pushy or having a mind of my own.
 My doctor is in a Medi Centre and only works 3 days a week.
 My regular gynaecologist is great but the family doctor really didn’t know how to domy pap smear. It is embarrassing to say that but she really had no clue how to handlea paraplegic during a gynaecological exam.
 I have never had the need to be transferred to the examination table. Most of myexamination is done in my wheelchair
 Need transfer assistance- staff is reluctant/unable to do so.
 Couldn't find anyone that would give me ultrasound or mammograms. So still not surewhat to do.
 Refused to give referral for angioplasty.
 The more severe your condition, the less availability of services.

Regardless of disability type, the length of appointment times seemed to be an issue foreveryone that participated in the ACCD survey. The reason for insufficient appointmenttimes creates situations where patients are not able to receive proper treatments from theirdoctors, as the following statements point out:
 I don't think anybody gets sufficient time with their doctors anymore.
 Doctors always seem to be in a rush to move on.
 The doctors have to move the patients through quickly to make a reasonable living.
 In most cases, even with an appointment I have to wait in the waiting room for at leastan hour. Then another hour in the examination room before the Dr. even comes in.
 My appointments are consultation only. The doctor can never do a hands-on exam asI'm in my chair all the time.

I feel very privileged because my doctor goes out of his way to treat me. he understands me...is inregular contact with my neurologist...always put my appointments at the end of the day so he canspend longer with me...does research for me. He too has M.S. - Comment from a survey participant
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Finding a new doctor is another issue that impacts all disabilities and people express fearand concern about not being able to find a new doctor:
 GP soon to retire. Having trouble finding GP to accept new patients.
 I moved to Alberta in 2006 and can't find a regular doctor. I did find a doctor willingto take on patients but if I want to see him I have to wait at the clinic - usually at least3 hours.
 My doctor is due to retire and works short weeks/months so finding a replacementwill be a challenge.
 I still see my pediatrician.In addition, lack of disability awareness represents a challenge in the relationship betweenthe individual with a disability and the health care system in Alberta.
 He knows what my disability is, but sometimes forgets when he asks me to do a test. Iwill say and how am I going to manage to take that test. His response is oh right Ididn't think of that.
 My doctor is sympathetic towards my disability and helps to a degree but does notreally understand just how far my disabilities go. I understand this because hesometimes suggests my trying things which are outside the abilities of my disabilities:balance, strength, etc.
 I don’t feel the staff understand what I go through.Without an appropriate transportation system, individuals with disabilities will have to waitlonger to access health services. This situation is worse for individuals living in rural areaswhere there is a lack of many services. Traveling to other cities is the only way to accesswhat is needed, as the following examples describe:
 No public transports within my town or to the big city (Edmonton).
 Specialized parallel transportation (ACCESS CALGARY) is undependable/not reliable.
 No public transit or access to handicap buses where I live.
 Most often unable to use handibus as they are heavily booked and run very limitedhours (and don't operate past 4 pm or on w/e) in rural cities and outside areas.
 Specialized Parallel Transit is not reliable. Fortunately for me, I can access publictransit and taxis. Others are not so fortunate.
 Depending on weather.Sixteen individuals with mobility and agility impairments believe that the health care systemin Alberta needs Complete Overhaul, 62 that it needs Major Reforms, and 56 agreed that itneeds Minor Reforms. Two individuals stated that the system does not need any reforms.Here are some of their suggestions:
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 Need to attract more doctors.
 Specialist and GP need to communicate better and GP's need to update knowledge of,needs of chronic diseases that are very common (i.e. MS, Cancer, etc.).
 I hesitate to say anything but "minor reforms" because people seem to use that as ajustification for advocating private health care - definitely NOT what I want to see.
 I do think the best thing our health care system could do is have GPs and specialistswork in groups so patient's information can be shared and faster diagnosis/treatmentdecided upon.
 Access to adjustable examination tables, being able to keep check of my weight.
 All medical facilities - especially privately owned labs should be totally accessible toall disabilities from staff knowledge to the equipment being used.
 The Health Care system must be patient driven, not cost driven. If funding is short,reinstitute AHC premiums. Have employers pay a 1% health care surtax, with anemployee matching fund contribution.
 Any high level management must be removed, have health care professionals managethe system, not politicians or bureaucrats.
 I would like to see more clinics with nurse practitioners and other health careproviders all working together with the doctors.
 All medical records including the chart notes should be on line and accessible to thepatient and other health care providers.
 More focus on supporting preventative care. I have stayed out of hospital and offmedications for over a decade, yet none of the alternative therapies or supplements Ihave used to maintain my state of health are supported - I'm on my own footing thebill, yet I've saved the government thousands of dollars by investing in my own health.
 Be paid for physiotherapy.
 The Liberation testing and treatment in Alberta and Canada.
 More accessible washrooms.
 Height adjustable examining tables, portable Hoyer lifts, roll-on wheelchair scales atgovernment community health care centres and homecare support for personal careattendants to go to medical appointments.
 One location in each major centre to handle women's issues would be the most costeffective. It would have access, equipment and trained staff on site. It isn't reasonableto have such facilities at a regular doctor's office.
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 Totality accessible diagnostic labs - knowledgeable staff when it comes to assistingthe disabled appropriate equipment that can assist and accommodate people withdisabilities.The proposed solutions require a health care system where individuals will be able to accesstimely and appropriate medical services without being told that the doctor does not haveproper training to treat their disability. Changes require policymakers to implement policiesthat will assure physical accessibility of clinics, hospitals, and diagnostic labs. Accessiblemedical equipment such as examination tables, weigh scales, MRI’s, CT machines, and othermedically necessary equipment should be purchased and available for usage. Disabilityawareness should be part of the training program for medical personnel and staff. A holisticapproach to care has been requested by many project participants, and some participantshave requested the approval of treatments that are not available in Alberta or Canada, butare available in other countries.Without elimination of attitudinal and physical barriers in the Alberta health care system,many Albertans with disabilities will not be able to access appropriate care and may end upneeding more costly medical care. The goal of the government of Alberta should be to createan accessible health care system and remove systematic barriers experienced by people withmobility and agility impairments.
People with Disabilities: Memory ImpairmentTwo individuals (0.43%) identified as having memory issues. One participant was male andone female, both residing independently in an urban location. One participant marked thatthey require care support but none is available.One participant has a regular doctor who is familiar with his or her disability. The otherstated that he or she has a regular doctor who is not familiar with his or her disability. Forthis group, the average time of the doctor patient relationship is 6.50 years.Only one participant answered the question about the reforms to the Alberta health caresystem and pointed out that the system needs major reforms. In addition, in order to accessappropriate and timely health services, the participant identified the importance of havingaccessible and reliable transportation to and from medical appointments.The following statements are personal reflections of how the health care system in Albertacan be improved for patients with memory impairments:

 I believe that a public health care system can work if it is organized and structured towork. Health care costs money and that's life. Health care should be a fundamentalpriority.
 A better organized system that works for the inflow of patients.For individuals with memory impairments, it is important to have a system that is connectedand patient-oriented. Eliminating individual fragments and creating one unified health caresystem will eliminate barriers to health and medical services and decrease the cost ofrunning the health care system.
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People with Disabilities: Developmental ImpairmentEighteen participants (3.88%) identified as having developmental disabilities that haveoccurred prior to the age 18 such as autism spectrum disorders or brain injury. Sevenparticipants are males and 11 are females. Seven live in urban and nine in rural locations andthree of the participants are unable to work because of their disability, and 66.66% make lessthan $20,000 a year.Twelve participants have a regular doctor who is familiar with their disability and one statedthat they are unable to find a regular doctor. The average length of time the surveyparticipants have with their doctor is 7.91 years.For people with developmental disabilities, wait times represent a major barrier in accessingappropriate medical care:
 My community has 2 regular doctors who are busy and are too full for me, and so I seethe visiting doctors when I need to see them.
 We have a walk in clinic from Monday to Thursday but line ups are extremely long.
 The Doctors are always running behind so that makes it hard for any others waiting.The Dr's are always in a hurry due to being behind.
 Medical services are too rushed and behind and a person never gets enough time toask any questions or be able to cover all my needs at that time.
 During a hospital stay I developed foot drop and currently need to wear a brace forsame.When moving from child to adult services, individuals with developmental disabilitiesexperience that the paediatrician has more knowledge about their disability/disabilities, andthey tend to stay with their pediatrician for medical care and treatment:
 Recently, started to also see a developmental pediatrician who is gatheringinformation about me.Access to services has to be done with various accommodations as some individuals areunable to access traditional means of transportation:
 I have assistance by my community support worker to attend medical appointmentsas well as my job and recreational activities as public transportation increases myanxiety.
 Had to come in for a doctor appointment on the Greyhound when I was out visiting.
 There is no public transportation in the city other than taxi.Communication is critical for proper medical care and few survey participants pointed outthat medical professional and staff tend to use language that is not easily understood:
 I sometimes don't know what the words mean, or what I am supposed to do.
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There is a lack of disability awareness and sensitivity training among employees of theAlberta health care system:
 People are always joking and somewhat teasing people with disabilities, not reallysure how to handle them.The eighteen survey participants with developmental disabilities proposed the followingsolutions in order to create a system that will be responsive to their unique needs:
 All my information would be somewhere in one place where different doctors couldsee it so I won't have to explain all about myself every time.
 Other than a better understanding of Autistic Spectrum Disorders, there's not a lot tobe done.
 More doctors on staff. Diagnostic tests take forever to get in.
 Taking care of my needs and finding answers to my medical issues.
 Less wait time to see specialists.The proposed solutions show that individuals with developmental disabilities need medicalcare with disability awareness and appropriate communication methods. Without sensitivitytraining medical personnel and staff will not be able to provide services that are necessaryfor the health and wellbeing of Albertans with developmental disabilities. These barriersneed to be removed, and a more responsive health care system needs to be established.

People with Disabilities: Psychological (mental) ImpairmentsFrom 464 participants, 14 individuals (3.01%) identified as having mental health conditionssuch as schizophrenia, bi-polar, depression, post-traumatic stress syndrome, and othermental health related conditions. Twelve survey contributors were females and two males.Eight are employed and four are unable to work because of their disabilities.Six participants have a regular doctor that understands their disabilities and three statedthat their regular doctor is not familiar with their disability needs. For this group, theaverage length of time between patient and doctor is 5.85 years. Except for their regulardoctor, psychologists and psychiatrists offer medical care to these individuals.Survey participants with psychological impairments stated that mental health awareness is amajor barrier in their access to health and medical services in Alberta. Doctors and staff donot distinguish mental health problems from situations like aggression or disobedience. Hereare some personal perspectives:
 Mental disabilities receive less attention
 Moved from High River where I had a doctor, can’t find a doctor taking new patient inCalgary.Critical and immediate care is sometimes a must for individuals with mental health illness:
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 My family doctor is booked up months in advance and if I have an urgent need I haveto go to a walk-in clinic.
 I only access my doctor (general practitioner) in relation to my disability. He is onlyavailable when school (university) is in session. Most of my other medical needs areaddressed at walk-in clinics.
 Because my seizures are not fully controlled by mediation, if I have a seizure outsideof my home, EMR is called. This causes me significant financial hardship because Ihave often been without benefits and never have enough coverage for ambulanceservice.
 There are no mental health services for people with a Dissociative identity disorderdiagnosis. If you are very lucky someone may become sympathetic and take your casebut a lot of people get some stability clinically but they are generally left to their owndevices to cope after a time without the proper resolution of the treatment.
 For my GP-the Psychiatrist was a 4 month wait.

Inappropriate transportation is a challenge for this group of survey participants as well:
 Driven by a family member because public transportation cannot get me to and fromwork in a timely way. Maintaining employment has been challenging for me. I havehad 7 employers in 7 years. I have been let go because I have had a seizure at work orbecause I have difficulty with memory because of my medication.
 The service is only reliable if you book right at the doorway in the case of a taxi; thehandibus may not always be available or where I live they only may be able to go oneway but not the other. I have also heard that the bus may get you there so late.Inappropriate and inaccessible medical equipment is also an issue:
 I broke a stool when I could not get up on an exam table for my last genecology exam.
 I was given an x ray for severe arthritis where I had to stand and could not stand well.I was in absolute pain and was told I could not take even one minute to rest becausethere were people waiting.People with mental health illness offered the following recommendations for improvementto the Alberta health care system in order to have an appropriate medical system that willrespond to their unique disability needs:
 The health care system had just begun to adjust to regionalization and is nowdismantling the process. Government needs to stop moving things around andaround. Focus on SERVICE and treatment. INCLUDE and ACCOMMODATE people withdisabilities.
 More doctors are needed.
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 More respect from staff at diagnostic centres as they can be quite rude.
 It is unconscionable that disabled people are not being accommodated in things likeMRIs and CT scans.
 ALL tables should raise/lower and there should also be clinics for people who areunable to physically disabled until ALL clinics and diagnostic test can accommodatethem.
 Establish diagnostic facilities for very large people or disabled people who need teststhat are able to be used comfortably and safely.People with psychological (mental) impairments need effective, immediate, and appropriateaccess to health care. Doctors should not refuse patients based on their disability, and mentalhealth awareness should be enhanced and implemented on a wider scale. People with mentalhealth issues experience barriers in the current health care system, and the next step wouldbe to eliminate these obstacles and create a system that is fair and equitable for all.

People with Disabilities: Multiple ImpairmentsSeventy-three survey participants (15.73%) identified as having more than one disability.The contributors acknowledged as having multiple disabilities that consist of combinationsof two or more of the following: hearing, seeing, speech, pain, learning, mobility, memory,developmental, and psychological disabilities.In this group, 73.97% are females and 82.60% are from urban locations. From all disabilitycategories, this group has the highest percentage (48.61%) of individuals who are unable towork because of their disabilities. Thirty-four out of 67 individuals reported annual incomeless than $20,000 per year.
In regard to having a regular doctor, the following information was compiled:I have a:Answer Options ResponsePercent ResponseCountRegular doctor (general practitioner) who is familiar with my disability 55.07% 38Regular doctor (general practitioner) who is familiar with my disability but who isreluctant to help me have my needs met 10.15% 7Regular doctor (general practitioner) who is not familiar with my disability 7.25% 5Regular doctor (general practitioner) who is not familiar with my disability but iswilling to work with me and help me have my needs met 17.39% 12Problem finding a regular doctor (general practitioner) 4.35% 3I use a medical center to access my regular doctor (general practitioner) 5.79% 4

answered question 69
skipped question 4

Figure 107: People with multiple impairments and having a regular doctorThe average length for patient doctor relationship for individuals with multiple disabilities is6.80 years. Thirty-six individuals stated that their doctor sees their abilities rather than theirdisabilities. Sixty percent of the 60 participants that answered the question about system

4 different part time jobs, I am frustrated to get one fulltime job. - Comment from a survey participant
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reforms believe that the Alberta health care system needs major reforms, 21.66% stated thatthe system needs minor reforms, and 16.66% believe that a complete overhaul is needed.

For people with multiple disabilities, access to health and medical services is one of themajor barriers, as the following statements reflect upon personal experiences:
 My doctor would like me to see my therapist once a week, however due to a lack ofstaff and large amount of clients I can only see her once every 3 weeks.
 Brain injury support is focused on rehab not on continuing care.
 We are trying to find appropriate care that covers our situation. Not many people areavailable in Cochrane, my husband's work hours vary (usually evening a weekend)and it’s harder to get help in these hours. We have special needs child that needs carealongside me. We are having trouble finding care that fits our situation.
 Use medi-centre doctors and they will not help me with my AISH application at all.
 Family doctor of some 15 years dismissed us as patients; we now go to a medi-centre.
 I have a regular doctor who is a pediatrician. I should graduate to a generalpractitioner but have not found one who can provide the care that I need, so I keepseeing my pediatrician even though I am an adult.
 Have not had an exam due to not being able to access the examination table.
 I have not had a proper weight measure in about 10 years or so.
 I think the biggest issues are around getting onto and off of an x-ray table or examtable. Most of the clinics don't have enough space for wheelchair folks to manoeuvrearound and also the rarity of lifting teams are a BIG barrier.
 I need someone to explain or translate on my behalf. They do not have someone onstaff to translate for me. I cannot access medical assistance without support.
 Poor communication between clinics, some doctors and hospitals.
 Not enough doctors at Medi-centres; too long waiting times for Medi-centres andgetting tests done and then finding out the results; not enough doctors who specializein CFS (my CFS doctor has a 2 year waiting list).
 While doctor's office visits are not difficult to access, there have been times when thewaits for special diagnostic testing (CT, MRI, EEG, DNA analysis) have beenunacceptably long.

I am so wedged between the cracks in the system it’s a joke. There is help for people with cancer,MS, "popular" diseases, workplace injuries, motor vehicle accidents, sports injuries, but once youhave multiple traumas no one wants to look at more than one injury or how they interact. Also noone wants to deal with injuries caused by an assault. The waiting lists for pain clinics exceed theStatute of Limitations for pressing charges and getting help for an assault. This is madness. -
Comment from a survey participant
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 Service in rural areas is horrendous for people with any form of disability.

Disability awareness is also lacking according to people with multiple disabilities:
 I have a GP who is not familiar with my disability and speaks about me to my parentseven though I am in the room.
 My doctor appears to have a lack of knowledge in the area of learning disabilities andmental health.
 No eye contact or patience in dealing with communication access.One participant stated “I do not have the emotional and physical energy to do much of thesearching, phoning, interviewing”.

People with multiple conditions and disabilities presented the following recommendationsfor the improvement of the Alberta health care system in order to have a more appropriatemedical system that will respond to their unique disability needs:
 Where more time is needed, it should be given.
 Transportation needs to be easier to access.
 Nurses and technicians at hospitals need to be educated and more empathetictowards patients.
 The people making the decisions on health care are only concerned with the dollaramount, and don't know anything about the training and guidelines the staff followdaily to ensure patient care.
 Needs to have some sort of system of patient advocacy for those with disabilities whohave problems with communicating about their symptoms as often taken as psychpatients and receive inappropriate response from staff and paramedics.
 The psychiatric community as a whole must be made to understand that a personwith developmental disability is to be valued as much as anyone else in society andthe care given to them should be the same.

I am considering euthanasia. I am in so much pain and there's nothing the province will do exceptdrug therapy. I can't afford massage therapy or acupuncture or anything that will help and I needflexibility due to the anxiety and other side effects of the pain. I feel there is no place for me in thisworld. Even my family has turned their backs (and moved to Utah, how helpful). - Comment from a survey
participant

When this child was young, her pediatrician called during the evening at home to announce that shewas dropping this child as a patient because she was "too complex" and there wasn't enough supportfrom the neurologist. This doctor left her patient without care during a period of change inmedications - an irresponsible and unprofessional act. No follow-up was provided and no assistancegiven in finding a new doctor during this critical period. - Comment from a survey participant
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 I want a more holistic approach that emphasizes supports for wellness so maybe wedon't need so many expensive treatments.
 Educating hospital staff on physical and mental disabilities; enough to provideworking knowledge. Also the emotional trauma children with disabilities face;showing empathy.
 Shorter waiting times for certain procedures and tests.
 More lifting teams in place in clinics.
 Better access to primary care.
 More access to new treatments.The survey participants that declared having two or more disabilities require a system that isresponsive to the numerous needs they have as patients. Appointment times are insufficientbecause one issue per visit policy does not allow enough time to address the variousproblems. Doctors need disability awareness training and a better understanding about thepain that some participants experience. People with multiple disabilities experience variousbarriers to which they have offered some solutions. The system needs to adapt and eliminatebarriers to appropriate health and medical services for people with multiple disabilities.

People with Disabilities: None declaredThe category None is to some extent an anomaly as even though individuals wrote None astheir answer, they answered some questions as they have a disability. In addition, numerousparticipants in this category did not answer many of the questions. From the 464 surveys, 94individuals (20.25%) declared None to the question that asked for the participants to identifytheir disability/disabilities. The majority of the individuals in the None category haverecovered from an illness such as cancer, or have symptoms that are occurring at intervalssuch as occasional seizures.
This group of survey participants expressed concerns regarding access to services,appointment times, and physical accessibility to buildings and medical equipment. Lack ofappropriate and timely services is a challenge when accessing health and medical services, asthe following personal statements describe:

 Mammograms are not done here except when a van comes through once a year.
 We have to travel to Edmonton to access services.
 Not a lot of privacy in front end of either doctors offices or entering emergency - youwon't give out medical info but you sure have everyone broadcast it when we show upfor appointments or help.

As doctors come and go in my town, permanent staff keep new doctors up to date on mydisability. - Comment from a survey participant
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Appointment times are an issue because of not enough time for the extremely busy doctorsto spend with their patients:
 I try to keep everything down to a minimum, since the doctor is always booked so farin advance, that it almost makes me feel bad to take up her time.
 10 minutes appointments is not enough time and only being able to discuss one issueat time is inconvenient and caused frequent doctor's visits.
 I feel that I am always rushed and never actually looked at. Yes, they take your bloodpressure and other vitals, but never really spend the time needed to assess.Survey participants expressed concerns with the inappropriateness of the physicalaccessibility of buildings and medical equipment:
 The table for x-ray does not adjust up or down.
 Inaccessibility of devices using a wheelchair, lack of knowledge or skill of technician’spart to provide assistance.
 Whether it's a dentist, a physio, a doctor, testing and evaluation, there is ALWAYS anissue related to accessibility and therefore having to settle for LESS services than ablebodied persons, and then there's the attitude of professionals/technicians of just notknowing how, or even a willingness, to address the needs of persons with disabilities.Survey participants were asked to present solutions that will enhance their access to healthand medical services in Alberta and the following recommendations were provided:
 All hospitals and doctors’ offices should have adjustable height tables.
 Allowing more time for appointments. Also to get in quicker to specialists.
 For all medical services to comply with both human rights and building codes asrelated to providing services to persons with disabilities (e.g. every office should havean adjustable height examination table, all staff should have disability awarenesstraining)!
 Every Albertan deserves medical care, regardless of income.
 More spacious doctor's examination rooms.
 All medical building should be wheelchair assessable, if not then should be enforced.
 Alberta should take bits and pieces of other countries medical procedures, andsuccesses and put together the best health care system.For this group of survey participants, ongoing access to health care is crucial as theseindividuals are trying to practice preventative rather than reactive health care. If the systemis not appropriately set up, then preventative and continuing care will not function properlyand people will relapse into their previous conditions. All participants expressed the need forpreventative care, not only through medication but also holistic programs. The governmentmust take these recommendations into consideration if the goal is to have patients as part of
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the health care team. If patients believe that there are other options to therapy than theseoptions should be explored.
ConclusionThe personal statements reflected in this section clearly show the need for improvement tothe health care system in Alberta. Survey participants were generally satisfied with theservices provided; however, there is a need for change so the system can be more responsiveto the unique needs of individuals with disabilities.

I think we have a great health care system. Every time I have needed it, it has been there for me. -
Comment from a survey participant
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Site Visits: Accessibility Audits

PurposeThe purpose of this component of the needs-assessment was to conduct accessibility auditsaccording to a pre-established audit tool and gather information about the accessibility ofsettings that provide and deliver health and medical services to Albertans. The intent was tocompare various settings such as community health centers, physician clinics, and locationsthat provide diagnostic services, and present information that illustrates current access tohealth care services for people with disabilities at the audited sites.ACCD submitted 41 audit requests to five health care services delivery setting types in theprovince between May 11 and September 20, 2010; however, ACCD only received permissionto perform an audit from seven locations. The remaining number of sites declined toparticipate in the ACCD project. In December 2010, ACCD received a requested to audit threediagnostic clinics, which were completed in January 2011.
ACCD Accessibility Audits: An Historical PerspectiveAccessibility has always been an immense concern to people with disabilities. Obstacles arebeing created by architectural designs that limit accessibility to individuals with mobility,visual or cognitive impairments.For the Alberta Committee of Citizens with Disabilities, as a consumer-directed organization,elimination of barriers to accessibility is a priority. In 1988, ACCD developed an Accessibility
Audit Summary Checklist – a tool that was designed to audit businesses and providerecommendations for removal of physical barriers for people with disabilities. This ACCDchecklist was seen as a positive initiative by the Government of Alberta, which began fundingthe ACCD Accessibility Audit Program. Throughout the years, ACCD has built on this originalchecklist and revised its audit tool in 1998, 2000 and 2009.

Historical Perspective of the Development of the ACCD Audit Tool
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Figure 108: Historical Perspective of the Development of the ACCD Audit Tool
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The rationale for revisions to the code was the development of new standards related to newequipment utilized by people with disabilities. Below is a comparison of some of the changesthat have occurred from 1988 until 2009 regarding accessibility code requirements:
Accessibility Area Requirements 1988 2009

Walk surface requirements 920 mm No less than 1100mmEntrance door width 760 mm 800 mmVestibules between the wall containing in-swingingdoors and the facing wall Minimum of 1980mm Minimum of 1200mmRams width 900 mm 870 mmDrop off zone 3900 mm 1500 mmTelephone built-in shelves depth 265 mm 400 mm
Figure 109: Comparison of accessibility requirementsIn 2009, ACCD began work on the Hotel Accessibility project314, a research initiative thatmeasured building code compliance in a sampling of hotels throughout the Edmonton-Calgary corridor. This project garnered the attention of the Alberta Safety Codes Council, andACCD now works with building code inspectors in the City of Edmonton, to help ensure thatnew construction projects are meeting the building code’s barrier-free requirements.
ACCD Barrier-Free Health and Medical Services Audit Tool SourcesThe ACCD Barrier-Free Health and Medical Services Audit Tool was developed from thefollowing sources: section 3.8 (in addition, referencing sections 3.3, 3.4 and 3.5) of the 2006Alberta Building Code, which deals specifically with barrier-free design for people withdisabilities; the Hotel Association of Canada’s Access Canada Property Standards Manual; anda paper titled Making Our Offices Universally Accessible: Guidelines for Physicians, which waspublished in the Canadian Medical Association Journal in 1997.
Alberta Building CodeWith the exception of Ontario315, all provincial building codes use Canada’s National BuildingCode as their foundation. In 1937316, the National Research Council (NRC) was approachedby the federal government with a request to develop building code standards. In 1941, theNRC published the first version of Canada’s National Building Code. Today, the NRC’sInstitute for Research in Construction oversees the development of the National BuildingCode, with revisions and additions occurring every five years.
314 Alberta Committee of Citizens with Disabilities. Web Site. Retrieved on December 10, 2010 fromhttp://accd.net/html/what_we_do_projects.html315 Ontario Ministry of Municipal Affairs and Housing. Ontario Building Code Web Site. Retrieved on December 23, 2010, fromhttp://www.mah.gov.on.ca/Page7393.aspx/userfiles/HTML/nts_4_27461_1.html316 National Research Council of Canada. A Brief History of Canada’s National Codes. Retrieved on December 23, 2010, fromhttp://www.nationalcodes.ca/eng/building_code_history.ppt
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Provinces have the option of either adopting Canada’s National Building Code in its entiretyor modifying it to suit local or regional needs, which is the case with Alberta’s building code.Alberta uses the National Building Code as its base document, but Alberta’s Safety CodesCouncil and its technical sub-councils consult with municipalities and a variety ofstakeholders to ensure that the Alberta Building Code meets the unique needs of theprovince. The Alberta Building Code is divided into sections that are specific to matters likeplumbing, heating, and structural integrity, to name a few. Section 3.8 from the AlbertaBuilding Code addresses barrier-free design building requirements.Like any built environment designated for public occupancy, buildings in which health andmedical services are provided must comply with the provincial barrier-free code criteria thatwas current at the time of construction, renovation, or change of occupancy classification.Older buildings that have not had renovations or a change of occupancy are not required tomeet code updates or revisions. For example, if a built environment was constructed duringthe 1970s, and it has not undergone renovations or a change of occupancy, that building isnot expected to meet any building code criteria other than what was current at the time of itsconstruction.Since the passing of the Alberta Building Code in 2006, there have been many challenges withthe implementation of the Code’s Barrier-Free Section (section 3.8) during design,construction, and renovation of buildings in Alberta. In 2008, the Safety Codes Councilproduced the Barrier Free Design Guide. “The purpose for this Guide is to provide anexplanation of the intents and objectives of each Code, as well as to make recommendationsthat are viewed as best practices where accessibility and safety are concerns to people withdisabilities and to seniors.”317
Access Canada Property Standards Manual 2007Access Canada was designed to assist hoteliers in creating a comfortable and welcomingenvironment for guests with disabilities and senior citizens.In 2007, the Hotel Association of Canada released Access Canada Property Standards
Manual318, a publication that outlines four levels of accessibility, ranging from basic tooptimal. Most of the criteria found in section 3.8 of the Alberta Building Code are found in
Access Canada, but in many areas, such as signage, Access Canada goes well beyond barrier-free building code requirements.

317 Safety Codes Council. (2008). Barrier-Free Design Guide: Design for Independence and Dignity for Everyone. Retrieved on December 1,2010, from http://www.safetycodes.ab.ca/upload/docs/SCC-BFDG-FINAL-protected.pdf
318 Access Canada. (2007). Property Standards Manual. Retrieved on December 23, 2010, fromhttp://www.gnb.ca/0048/pcsdp/PDF/PublicationsWebpage/Access%20Canada%20Standards[1].pdf
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Making Our Offices Universally Accessible: Guidelines for Physicians319Dr. Karen E. Jones, physician and University of Toronto lecturer, and Dr. Itamar E. Tamari, aToronto-area physician, produced a paper titled Making Our Offices Universally Accessible:
Guidelines for Physicians, with the intent to provide guidelines to physicians to establishhealth service delivery that will be accessible to all their patients. The authors are membersof a group made up of physicians and persons with disabilities who are working together toimprove primary health care for persons with disabilities.Because the Alberta Building Code does not deal specifically with doctors’ offices or medicalequipment, we used recommendations from Making Our Offices Universally Accessible:
Guidelines for Physicians, to add to the Barrier-Free Health and Medical Services Audit Tool.These sources represent current minimum code requirements and best practices in barrier-free design. Although many of the facilities are not required to meet current code or bestpractice standards, ACCD’s audit tool is designed to measure the presence or absence ofbarrier-free design that a person with a disability requires in order to have equitable accessto a public space.
Barrier-Free Health and Medical Services Audit Tool: StructureACCD’s audit tool considers the following areas of accessibility:

 Parking, driveways and exterior walks
 Accessible entrances, doorways and doors
 Exterior ramps
 Handrails, guards, slip resistance, treads and risers on exterior ramps
 Handrails and guards on exit and exterior stairways
 Headroom clearance
 Interior barrier-free path of travel
 Corridors
 Interior ramps
 Handrails, guards, slip resistance, treads and risers on interior ramps
 Handrails on interior stairways
 Elevators
 Washrooms
 Water closet stalls and water closets
 Urinals
 Lavatories
 Universal Washrooms
 Counters
 Telephone equipment shelves and counters
 Drinking fountains
 Controls

319Jones, K. and Tamari, I. (1997). Making Our Offices Universally Accessible: Guidelines for Physicians. Can Med Assoc J 1997;156:647-56.Retrieved on March 8, 2010, from http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1232828/pdf/cmaj_156_5_647.pdf
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Criteria from each source are presented as a question, to be answered Yes, No, or Not
Applicable. Questions answered Yes indicate compliance with a criterion, questions answered
No indicate non-compliance, and questions answered Not Applicable indicate that aparticular criterion did not relate to a particular area of the facility being assessed. The actualmeasurements are conducted according to the metric scale in millimetres.
MethodologyForty-one medical facilities were contacted by mail on May 11, June 8, July 22, September 1,and September 20, 2010. Follow-up calls were conducted within a week after letters weresent to health and medical facilities. Of the 41 requests sent to medical facilities, there were34 negative responses. Some of the reasons for negative responses included plans to move toa new, more accessible facility; approval denied by managers in Alberta Health Service; beingtoo busy to participate, scepticism about confidentiality of the study, and general lack ofinterest.Those who agreed to participate were interested in improving accessibility or curious toknow how their sites measured up to accessibility standards. Each interviewed participantstated that he or she believed in the importance of making health and medical servicesbarrier-free to all people.The request from the three diagnostic clinics was initiated by the management bodyresponsible for the clinics. They were interested in learning about the accessibility level oftheir diagnostics clinics.
LocationsACCD conducted site visits at urban and rural locations. Because of the anonymity requestedby the audited site, ACCD is not able to state the names of the audited locations.320
The Audit ProcessFor the purpose of gathering information for the ACCD Barrier-Free Health and Medical
Services in Alberta project, the audit process included conducting interviews with on-sitemanagers and site audits using the accessibility audit tool designed for this project.
Interviews with health facility managersACCD interviewed on-site managers at each audited facility, exploring the following:

 policies and procedures for accommodating people with disabilities
 disability training opportunities for staff
 transfer of patients from wheelchair/scooter to the examining table/chair
 written instructions for managing care at home
 written instruction for prescribed medications
 flexibility in appointment times and procedures
 personal opinions regarding current practice and service delivery
 personal opinions about the current health care system

320 The ACCD letter requesting permission to conduct site audits can be viewed in Appendix V.
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 personal opinions about perceived and experienced barriers to health care
 personal opinions about immediate necessary improvements.

Site VisitsThe site visits consisted of conducting accessibility audits by using the ACCD Barrier-FreeHealth and Medical Services Audit Tool checklist.
Site Visits: Report of the FindingsACCD visited ten sites that represent a variety of medical and health facility settings atvarious locations across the province. Managers and directors were interviewed and asked torespond to a series of questions about policy for managing people with disabilities, as well astheir personal opinions regarding barriers and problems within Alberta’s health care system.Upon completion of these interviews, ACCD staff members conducted audits, measuring builtenvironments against the criteria in the audit tool.The sites were rated according to the Barrier-Free Health and Medical Services Audit Tool, the
Alberta Building Code Barrier-Free Design Criteria, the Access Canada Optimal Accessibility
Criteria, and Making Our Offices Universally Accessible: Guidelines for Physicians. Thecalculated percentages state the compliance rate to the four accessibility audit tools.

Site 1 Site 2 Site 3 Site 4 Site 5 Site 6 Site 7 Site 8 Site 9
Site
10Barrier-Free Health and Medical ServicesAudit Tool 72% 74% 91% 60% 76% 86% 82% 77% 78% 83%Number of Criteria Adhered to (Yes) 95 73 111 71 82 83 96 79 81 95Number of Criteria Not Adhered to (No) 37 25 11 48 26 14 21 24 23 20Number of Criteria Not Applicable 135 169 145 148 159 170 150 164 163 152Alberta Building Code Barrier-Free DesignCriteria Only 76% 76% 93% 61% 76% 92% 86% 78% 82% 84%Number of Criteria Adhered to (Yes) 92 63 99 66 69 78 90 69 72 85Number of Criteria Not Adhered to (No) 29 20 8 43 22 7 15 20 16 16Number of Criteria Not Applicable 126 164 140 138 156 162 142 158 159 146Access Canada Optimal Accessibility CriteriaOnly 50% 71% 67% 100% 88% 33% 67% 75% 75% 75%Number of Criteria Adhered to (Yes) 1 5 4 2 7 1 2 6 6 6Number of Criteria Not Adhered to (No) 1 2 2 0 1 2 1 2 2 2Number of Criteria Not Applicable 9 4 5 9 3 8 8 3 3 3Making Our Offices Universally Accessible:Guidelines for Physicians Only 22% 63% 89% 38% 67% 44% 44% 67% 38% 67%Number of Criteria Adhered to (Yes) 2 5 8 3 6 4 4 4 3 4Number of Criteria Not Adhered to (No) 7 3 1 5 3 5 5 2 5 2Number of Criteria Not Applicable 0 1 0 1 0 0 0 3 1 3

Figure 110: Results from the accessibility audits conducted by ACCD.The following section describes the details of each interview and audit.
Site 1: Community Health Center

Site DescriptionSite 1 was located in a low-income neighbourhood with a high concentration of substanceabuse, homelessness, drugs, and prostitution. The demographic consists mainly of FirstNations people, single unemployed males, and a large immigrant population. According to
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the director, the majority of patients accessing health and medical services have disabilitiessuch as Fetal Alcohol Spectrum Disorder, mental illness, or physical impairments.This facility offers medical, dental, mental health services, and health advocacy. In addition,at this facility individuals can access laboratory, chiropractor, acupuncture and optometryservices. There is a women’s health clinic and community nursing station. This site alsooffers occupational health programs.In addition to these programs, Site 1 runs a safe house for women and a program designed tohelp people with a history of homelessness comply with their medication treatmentregimens.
Interview: What We HeardMany that access health and medical services at Site 1 are substance abusers, individualswith mental health impairments, and individuals that are experiencing many forms ofviolence. In light of these actualities, Site 1 has policies concerning these issues, but they donot have policies related specifically to people with disabilities. The facility does offer staffmembers five days of paid professional development – which can include training regardingdisabilities. Currently, there is a scent-free policy in place that applies to administrative andmedical staff members, but there is a lack of enforcement when it comes to non-medical staffand patients.Site 1 has no policy regarding alternate forms of communication for people with disabilities,but the manager did say that every attempt is made to remove communication barriers whencircumstance arise. For example, doctors and nurses at the facility have had to use writtenmessages to communicate with patients with disabilities, and, at the patient’s request,conversations have been typed on a computer, as well.There are also no policies for managing the transfer of people with disabilities. If a patientneeded to be transferred from his or her wheelchair to an examination table, the patientwould be moved by staff members, regardless of the level of training staff have. During theinterview it was stated that the facility does not have the capacity to weigh individuals inwheelchairs/scooters.The facility does not normally provide written instructions for managing care at home. Themain reason is that most of the patients who access this facility are homeless, withoutsupport, and have a variety of mental and physical health issues; however, if a patientrequested this information, he or she would be provided with it.In terms of providing patients with a written list of all medications, the manager does not feelthis practice is applicable to the facility. As mentioned above, the majority of the healthcenter’s patients are homeless, and they have a variety of mental and physical health issues.Furthermore, many of the patients are not capable of keeping appointments orunderstanding their own health issues. And because most of the patients are poor andhomeless, it is impossible to contact them by phone or by making a house call. To get aroundthis problem, the health center has an outreach team both of whom make their presence inthe community known. The outreach team will visit local bars, hotels, drop-in centers, parks,and well-known hangout spots to track down patients, encourage them to keep
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appointments, ask if they are taking their medication, and, in general, keep up to date ontheir condition and whereabouts.The facility manager identified the following major barriers to providing care to people withdisabilities:
 Lack of resources. Mental health programs and supports for people with physicaldisabilities are under-resourced.
 Poverty makes it impossible for people to access quality health care. The healthcenter’s representative said that poverty was a symptom of other problems. In toomany cases, the people that walk through the center’s doors have fallen through thecracks of the health care system because of mental health issues. In therepresentative’s words, “they become involved with prostitution to earn money, begintaking drugs to cope with earning money in this way, and then are forced to continuewith prostitution to make money to feed their drug habit.”321It is believed that allocation of financial resources needs to be done more efficiently.Government needs to understand the needs of the low income population and manageresources according to needs and not budgets. In addition, the health care system in Albertais not reflective of the need for equity, especially when it comes to the treatment of homelessand mentally ill Albertans who cannot access appropriate health and medical services.

Accessibility AuditAccording to the Barrier-Free Health and Medical Services Audit Tool, site 1 was 72% incompliance to the accessibility standards that were being measured. This site was 76%compliant to the standards outlined by the Alberta Building Code.
Site 1

Barrier-Free Health and Medical Services Audit Tool 72%Number of Criteria Adhered to (Yes) 95Number of Criteria Not Adhered to (No) 37Number of Criteria Not Applicable 135
Alberta Building Code Barrier-Free Design Criteria 76%Number of Criteria Adhered to (Yes) 92Number of Criteria Not Adhered to (No) 29Number of Criteria Not Applicable 126
Access Canada Optimal Accessibility Criteria 50%Number of Criteria Adhered to (Yes) 1Number of Criteria Not Adhered to (No) 1Number of Criteria Not Applicable 9
Making Our Offices Universally Accessible: Guidelines for Physicians 22%Number of Criteria Adhered to (Yes) 2Number of Criteria Do Not Adhered to (No) 7Number of Criteria Not Applicable 0

Figure 111: Site 1: Accessibility audit resultsSome of the major non-compliances with the Alberta Building Code for Site 1 are lack ofaccessible parking stalls, failure to maintain the outside pavement surfaces, lack ofdirectional or informational signage to services, narrow hallways that lead to examinationrooms and administrative offices, and lack of colour contrast.
321 This statement is verbatim.
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The examination rooms at this site did not have adjustable-height examination tables, andthere were no horizontal grab bars mounted on the wall behind the examination table tosupport those who are trying to get on it.The public washrooms at site 1 did not adhere to the Alberta Building Code. The lavatoriesstand at a height of 895 mm, well above the maximum allowable height of 865 mm. The pipesunderneath were not insulated which could lead to potential hazardous situations. Inaddition, the faucet handles were not of a lever type which is required by the Code. Althoughthe public washrooms do have grab bars, they were not of a kind permitted by code, and theywere mounted incorrectly.Other noted infractions for site 1 were:
 The door had no sliding latch or operating mechanism;
 The coat hook was mounted more than 200 mm above the maximum allowableheight;
 There was no accessible table or shelf for changing a baby.Site 1 lacked appropriate accessibility for patients with disabilities. The on-site managerclearly noted that the facility needs upgrading, and the goal is to have funds allocated towardaccessibility improvements during the next fiscal year.

Site 2: Community Health Centre

Site DescriptionSite 2 is located in a rural community. People of all ages use this service, but it is increasinglybeing used by a significant numbers of First Nations people and senior citizens.This site offers the following services such as an adult day program, community care, AlbertaAids to Daily Living equipment, and nursing services such as wound care, dressing changes,medication assistance, and intravenous therapy. Patients are able to access palliative care,respite services, early childhood development, and mental health services at this location. Inaddition, patients at Site 2 are able to access the following:
 Dental Health,
 Environmental Health,
 Health Promotion / Health Education / Injury Prevention,
 Nutrition Services,
 Public Health Nursing,
 Pre Natal Education,
 Communicable Disease Control and Follow Up,
 Healthy Beginnings,
 Healthy Families Home Visitation Program,
 Sexual Health,
 Traffic Safety,
 Travel Health,
 Well Child and Immunization Clinics,
 Social Work services,
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 Rehabilitation Services such as audiology, occupational therapy, physiotherapy(including cardiac rehabilitation), respiratory, and speech language pathology.
Interview: What We HeardThe manager of Site 2 stated that there is a scent-free policy in place, but was unaware of anycommunication tools, policies, or strategies for people with disabilities who have troublecommunicating. Although the manager reported that the staff is trained on policies andprocedures for managing patients with disabilities, ACCD was not able to receive a copy ofthe policies and procedures, as they are internal documents.The manager pointed out that staff members do receive professional developmentopportunities, which sometimes include safe-lifting practices, and courses on communicationstrategies.People with disabilities who access this facility are provided with written instructions formanaging care at home. The extra time required to provide this service is relative to theindividual case. In some instances, it can take an additional 10 to 15 minutes. In manyinstances, no extra time is required at all, since generic written instructions are available,they can be printed and provided to patients.The manager’s personal satisfaction with the community health centre rated as excellent,due to dedicated staff members who contribute to the patient-centred focus and vision of thecommunity health centre.The principal barrier to health and medical services, according to the manager, is funding. Atthe time of the interview, the manager was expecting cuts to respite services andpreventative care. Another major barrier for patients is transportation. The region in whichthis facility is located is spread out over a large area, and patients have to travel significantdistances in order to access services, which is often not possible.The manager felt this problem could be remedied by allowing nurses to transport patients intheir own vehicles to and from appointments. Unfortunately, there is no funding for theacquisition of proper insurance to allow nurses to drive patients when needed. The manageralso felt nurses should have funding to make house calls to conduct minor health check tests.
Accessibility AuditAccording to the accessibility audit conducted by ACCD, site 2 was 74% compliant to the
Barrier-Free Health and Medical Services Audit Tool, and it was 76% compliant to the Alberta
Building Code Barrier-Free Design Criteria.
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Site 2

Barrier-Free Health and Medical Services Entire Audit Tool 74%Number of Criteria Adhered to (Yes) 73Number of Criteria Not Adhered to (No) 25Number of Criteria Not Applicable 169
Alberta Building Code Barrier-Free Design Criteria 76%Number of Criteria Adhered to (Yes) 63Number of Criteria Not Adhered to (No) 20Number of Criteria Not Applicable 164
Access Canada Optimal Accessibility Criteria 71%Number of Criteria Adhered to (Yes) 5Number of Criteria Not Adhered to (No) 2Number of Criteria Not Applicable 4
Making Our Offices Universally Accessible: Guidelines for Physicians 63%Number of Criteria Adhered to (Yes) 5Number of Criteria Not Adhered to (No) 3Number of Criteria Not Applicable 1

Figure 112: Site 2: Accessibility audit resultsThe ACCD audit revealed few accessibility non-compliances with the parking area at Site 2.The surface signs indicating the universal symbol of accessibility were mostly worn away,and the width of accessible stalls was impossible to determine, since the lines that oncemarked them were no longer apparent.In the Alberta Building Code, it is stated that any openings on the path of travel should not begreater than 13 mm in diameter. At site 2, the sphere openings that were aligned with thepath of travel and permit the passage, measured greater than the Code requirements. Inaddition, at site 2 every door had a knob handle instead of a lever handle.The audit revealed that there is a height-adjustable bed at site 2; however, none of theexaminations tables had grab bars mounted on the walls behind them.The doors to the public washrooms had knob handles. The door lock was also inaccessible,since it was a small push button that required strength and dexterity to operate. In addition,the toilet was mounted 30 mm above the maximum height allowance of 490 mm. There wasa grab bar to help with transferring, but it did not have the proper knurled finish ordimensions.
Site 3: Geriatric Outpatient Clinic in a Hospital Setting

Site DescriptionSite 3 is located in an urban inner-city area. It provides in-depth geriatric diagnostic,assessment and treatment recommendations on an outpatient basis.
Interview: What We HeardSite 3 has a scent-free policy which is strictly enforced. In terms of having tools, policies, orstrategies for people with disabilities, the interviewed manager stated that staff members donot rely on strict policies. It is assumed that policies can be limiting because each patient’s
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needs are unique. Staff members assess the individual needs of each person that comes to theclinic.The manager explained that they do have procedures in place for properly lifting and/ortransferring patients. The purpose of these procedures is to prevent injuries to staffmembers and the patients with whom they work.Training is offered to the support staff regarding how to work and assist people withdisabilities. Yearly training is mandatory and related to the procedures followed in the clinic.People with disabilities are given written instructions on managing care at home. The time ittakes to do this it is not considered extra time but as a component of the assessment. Ifneeded, patients are also given a written list of all medications.The site manager sees transportation to the clinic as a major barrier to providing care topeople with disabilities. Patients with disabilities have problems with accessing appropriatepublic transit and they are often unable to secure transportation from family members.Removing transportation barriers would help a lot more people access the services providedby the clinic.
Accessibility AuditThis geriatric outpatient clinic was 93% compliant to the Alberta Building Code Barrier-Free
Design Criteria. This site measured a higher percentage of compliance when compared toother sites in terms of the Alberta Building Code requirements.

Site 3

Barrier-Free Health and Medical Services Entire Audit Tool 91%Number of Criteria Adhered to (Yes) 111Number of Criteria Not Adhered to (No) 11Number of Criteria Not Applicable 145
Alberta Building Code Barrier-Free Design Criteria 93%Number of Criteria Adhered to (Yes) 99Number of Criteria Not Adhered to (No) 8Number of Criteria Not Applicable 140
Access Canada Optimal Accessibility Criteria 67%Number of Criteria Adhered to (Yes) 4Number of Criteria Not Adhered to (No) 2Number of Criteria Not Applicable 5

Making Our Offices Universally Accessible: Guidelines for Physicians 89%Number of Criteria Adhered to (Yes) 8Number of Criteria Not Adhered to (No) 1Number of Criteria Not Applicable 0
Figure 113: Site 3: Accessibility audit resultsThe parking lot and exterior paths of travel showed no barriers to accessibility according tothe requirements. The number of accessible stalls is in excess of what is required, and theunderground parkade in which they are located ensures that the surface is always free ofsnow and ice.The only barrier noted in the waiting room was the lowered section of counter at thereceptionist’s desk. Although this section of counter space was wide enough and the right
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height, the depth of space measured at 300 mm which is 185 mm short of the minimumallowable depth.The examination rooms were accessible to people with disabilities. In addition to meeting allthe requirements of the Alberta Building Code, these rooms each have an electronic height-adjustable table. The only barrier noted in the examination rooms was the lack of grab barsthat need to be mounted on the walls behind examination tables.The following are some of the improvements necessary for this clinic to be 100% compliantwith the building code:
 Serif fonts are found on all of the signage in the clinic, which poses a barrier to peoplewith visual disabilities. Also, there is no Braille incorporated into any of the signs.
 The door of the public washroom does not have a lock option that can be operatedwith a closed fist.
 The pipes below the lavatory are exposed, but the water temperature at this site isregulated, so there is no chance of people receiving a burn.
 The vanity was mounted at a height greater than 1000 mm which the maximumallowable under the Alberta Building Code.
 The coat hook in this washroom is mounted at a height of 1800 mm instead of 1400mm.
 Where the washroom door swings towards the approach side, there was not adequatespace for wheelchair users beyond the latch side of the door.

Site 4: Diagnostic Laboratory

Site DescriptionSite 4 is located in an older building in an urban setting that serves approximately sixtythousand residents.Patients are able to access the following services:
 Biochemistry and Toxicology
 Urinalysis
 Transfusion medicine
 Hematology
 Coagulation studies
 Microbiology
 Serology
 Surgical pathology
 Cytopathology
 Autopsy pathology
 Morgue services
 Point of care servicesThe laboratory performs testing for screening, diagnosis, treatment, monitoring, andprevention of disease. In addition, the laboratory receives requests from physicians, dentists,nurse and infection control practioners, medical officer's of health, and pharmacists. Itprovides specimen collection, analysis of blood and body fluids and test results, and
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interpretation to inpatient's, outpatients, emergency, community, ambulatory, cancer clinicand public health requests.
Interview: What We HeardSite 4 has a scent-free policy that addresses the smell of staff members who are cigarettesmokers.Currently, site 4 does not have any particular communication tools, policies, or strategies forpeople who have difficulty communicating; however, the manager is aware that otherfacilities use pictograms to explain procedures to those who have difficulty communicating.There are no policies or procedures for managing people with disabilities, but the manageremphasized that each staff member is aware of the need to accommodate those who requireaccommodation. For example, staff members do make house calls when patients cannotmake it to site 4 for services such as blood work.There is no specific policy for training support staff in how to work with and assist peoplewith disabilities; however, such training would be provided upon request. The manager didsay that staff members are trained in the provision of home care services. Depending onneed, written instructions on managing home care are given to people with disabilities, butthese instructions are only relevant to giving blood samples.The manager of site 4 was very pleased with service provision at the laboratory and feelsthat the health care system needs only minor reforms. One change would be to empowerhome care nurses to be able to do point of care testing. The manager added that doctors donot need to be the “gatekeepers” – nurses, pharmacists, and other disciplines could worktogether better and make the system more efficient.
Accessibility AuditAccording to the Barrier-Free Health and Medical Services Audit Tool, this site adhered to thecriteria 60% and according to the Alberta Building Code Barrier-Free Design Criteria 61%.

Site 4

Barrier-Free Health and Medical Services Entire Audit Tool 60%Number of Criteria Adhered to (Yes) 71Number of Criteria Not Adhered to (No) 48Number of Criteria Not Applicable 148
Alberta Building Code Barrier-Free Design Criteria 61%Number of Criteria Adhered to (Yes) 66Number of Criteria Not Adhered to (No) 43Number of Criteria Not Applicable 138
Access Canada Optimal Accessibility Criteria 100%Number of Criteria Adhered to (Yes) 2Number of Criteria Not Adhered to (No) 0Number of Criteria Not Applicable 9
Making Our Offices Universally Accessible: Guidelines for Physicians 38%Number of Criteria Adhered to (Yes) 3Number of Criteria Not Adhered to (No) 5Number of Criteria Not Applicable 1

Figure 114: Site 4: Accessibility audit results
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The audit performed by ACCD revealed many non-compliance issues regarding accessibilityat site 4. Some of the issues were:
 No clearly defined accessible parking stalls;
 Lack of directional and informational signage;
 Lack of handrails on the exterior stairs;
 Doors have knob handles;In addition, the building has not been properly maintained in order to prevent imperfectionsto the outdoor surface.The elevator’s vintage predates barrier-free design. The lights and sounds to indicate wherethe elevator is in the hoist way were ineffective. The elevator buttons were imperceptible topeople who are blind or those who have a visual disability. In addition, the size of the car isnot suited to accommodate wheelchair users.The examination rooms did not have adjustable examination tables and grab bars mountedbehind the tables.The ACCD audit revealed accessibility barriers at the washroom as well:
 Knob door handle;
 Faucets that are not lever type;
 The space underneath the lavatory measured less than the required 760 mm forwidth and 735 mm for height.
 The toilet was 390 mm which is 10 mm lower than the minimum required height.

Site 5: Diagnostic Imaging Facility

Site DescriptionSite 5 is located in a hospital that is in an urban setting. This site provides basic diagnosticimaging examinations, including MRIs, CT scans, X-rays, fluoroscopy, and mammograms.
Interview: What We HeardAccording to the interviewed manager, site 5 has had a scent-free policy in place for morethan ten years. Site 5’s strategy for communicating with people with disabilities who havecommunication difficulties is to ensure that all potential barriers are disclosed at the time ofthe appointment. Once barriers are identified, staff members do their best to accommodatepeople with disabilities. According to the manager there have been no communication issueswith people with disabilities.The manager of site 5 stated that their policies and procedures for managing people withdisabilities include training staff for manual and equipment-assisted lifting techniques. Sincepatients with dementia or brain injuries are often fearful or suspicious of laboratory exams,staff members are trained to manage these situations so that patients are as comfortable aspossible with the services provided.When needed, written instructions for managing home care are provided, but this takes noextra time. Instructions are printed off of the computer.
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When enquired about the personal view on the current state of the health system, themanager of site 5 said that fundamental changes were needed. The manager recognizes theneed for fiscal accountability, but feels that too often money is put before patients. Themanager wants to see a system that is more patient focused and dedicated to helping people.Training, communication materials, and allocated funding are the largest barriers existing inthe health care system, according to the interviewed manager. The manager feels the currenttraining is too general and that staff members would benefit from training that teaches staffmembers to manage specific disabilities. When it comes to communication materials, themanager said that Alberta Health Services should develop a cost-effective plan forproduction and distribution of communications in alternate formats, such as Braille.The manager also cited the need for better access to acute care exams and diagnostic tests;accessible information, produced in a central location that can be adjusted according to need.Also, the manager suggested the development of a communication strategy outlining theneed for better barrier-free policy and physical environments, one that is directed towardsdecision makers.
Accessibility AuditSite 5 was 76% compliant to the Barrier-Free Health and Medical Services Audit Tool, and76% compliant to the Alberta Building Code.

Site 5

Barrier-Free Health and Medical Services Entire Audit Tool 76%Number of Criteria Adhered to (Yes) 82Number of Criteria Not Adhered to (No) 26Number of Criteria Not Applicable 159
Alberta Building Code Barrier-Free Design Criteria 76%Number of Criteria Adhered to (Yes) 69Number of Criteria Not Adhered to (No) 22Number of Criteria Not Applicable 156
Access Canada Optimal Accessibility Criteria 88%Number of Criteria Adhered to (Yes) 7Number of Criteria Do Not Adhered to (No) 1Number of Criteria Not Applicable 3
Making Our Offices Universally Accessible: Guidelines for Physicians 67%Number of Criteria Adhered to (Yes) 6Number of Criteria Not Adhered to (No) 3Number of Criteria Not Applicable 0

Figure 115: Site 5: Accessibility audit resultsThe audit revealed that this site had a parking area that complied with the accessibilityrequirements; however, it was noted that there was a lack of signage to inform visitors aboutaccessible parking and path of travel. In addition, it was noted that many of the doors at thissite measured the mandatory 600 mm of space beyond the latch side of the door where thedoor swings toward the approach.Other areas that were not according to standards:
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 Lack of necessary colour contrast.
 The mammogram room lacked the necessary 1500 mm turning radius and passageways that are a minimum of 920 mm wide.
 Lack of grab bars in the examination rooms.
 No back support on the toilet in the washroom.
 Grab bars in the washroom not installed according to the Alberta Building Coderequirements.
 The coat hook in the washroom is mounted 100 mm too high.It was noted that the examination rooms at this site were equipped with height-adjustabletables.

Site 6: Gynaecologist and Obstetrician Clinic

Site DescriptionSite 6 is located in an urban setting. The services offered in this office are used by womenonly.
Interview: What We HeardThe interviewed manager informed that there is a scent-free policy at this site. There are nocommunication tools, policies, or strategies in place for managing patients with disabilities,but the manager stated that accommodations would be made if a situation were to arise.According to the manager, there have been no requests about training opportunities forsupport staff who want to learn how to work with and assist people with disabilities. Themanager would not reveal if such training would be provided upon request.It was stated that the patients who access health services at site 6 have never requestedwritten instructions for managing home care, and staff members rely on pharmacies toprovide people with written lists of medications.The manager said the prevalent barrier in site 6 is the lack of ability to accommodate womenwith severe physical disabilities who have to be referred to a nearby hospital forgynaecological and obstetrician services.When asked for solutions to improve access to the health care system, the manager pointedout that accessibility is not an issue; however, things might change in the future.
Accessibility AuditThe gynaecological and obstetrician clinic was 86% compliant to the accessibilityrequirements in the Barrier-Free Health and Medical Services Audit Tool, and 92% compliantto the Alberta Building Code. The chart below shows the accessibility of site 6 in accordanceto the various measurement tools.
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Site 6

Barrier-Free Health and Medical Services Entire Audit Tool 86%Number of Criteria Adhered to (Yes) 83Number of Criteria Not Adhered to (No) 14Number of Criteria Not Applicable 170
Alberta Building Code Barrier-Free Design Criteria 92%Number of Criteria Adhered to (Yes) 78Number of Criteria Not Adhered to (No) 7Number of Criteria Not Applicable 162
Access Canada Optimal Accessibility Criteria 33%Number of Criteria Adhered to (Yes) 1Number of Criteria Not Adhered to (No) 2Number of Criteria Not Applicable 8
Making Our Offices Universally Accessible: Guidelines for Physicians 44%Number of Criteria Adhered to (Yes) 4Number of Criteria Not Adhered to (No) 5Number of Criteria Not Applicable 0

Figure 116: Site 6: Accessibility audit resultsThe parking area at this clinic meets the requirements of the Alberta Building Code and the
ACCD Barrier-Free Health and Medical Services Audit Tool.It was noted that the clinic lacks directional and informational signage, and there was nospace in the waiting room to accommodate wheelchair/scooter users. Examination roomswere not equipped with height-adjustable tables, and there were no grab bars installed toassist patients.The public washroom was not according to the Alberta Building Code requirements. Thesoap, towel dispensers and the coat hook were mounted higher than the 1200 mm maximumallowable height, and there were no signs to identify the public washroom as accessible.
Site 7: Community Health Clinic

Site DescriptionSite 7 is a community health clinic located in an urban area on a college campus. Access tosexual health, mental health, STD tracing, body image, immunization, and lactationconsultant services are available at site 7. In addition, laboratory and x-ray services areavailable on site. This clinic has ten patient rooms, one lab, one X-ray, and a procedure room.Site 7 is a primary health care clinic where patients have the option to make appointments orwalk-in.
Interview: What we HeardThere is a scent policy which is strictly enforced, in part because there is a staff member whois scent sensitive. This site does not exclusively have communication tools, policies, orstrategies for people with disabilities who have difficulty communicating.The director of this facility stated that they do have policies for managing patients withdisabilities, but could not recall any situations where there have been issues about providingservices to patients with disabilities. It was mentioned that if an issue came up, the policiesand procedures would then be accessed and implemented. In addition, written instructions
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regarding managing care at home are given to those who need them. Patients are notroutinely given a written list of all medications.Training is offered to support staff in how to assist people with disabilities. Staff memberswere recently trained in crisis intervention and how to assist patients with brain injuries.When asked to rate personal satisfaction with the community health centre, the director saidit was poor. The physicians are chronically late for work, and they often leave early, makingthings incredibly frustrating for patients and other staff members.When asked for an opinion on the state of Alberta’s health care system, the director said itonly required minor changes, that things are generally headed in the right direction, and thatstreamlining services is the way to go.The following were listed as the major barriers to providing care to people with disabilities:
 Lack of knowledge and resources;
 People’s unwillingness to disclose hidden disabilities; and,
 TransportationWhen asked what could be improved immediately, the director said that training formanagement and staff needed immediate improvement. This training should focus oncommunication and background knowledge.

Accessibility AuditSite 7 exhibited higher compliance with the Alberta Building Code requirements than therequirements of the Barrier-Free Health and Medical Services Audit Tool. The chart belowshows the compliances to the four different measurement tools.
Site 7

Barrier-Free Health and Medical Services Entire Audit Tool 82%Number of Criteria Adhered to (Yes) 96Number of Criteria Not Adhered to (No) 21Number of Criteria Not Applicable 150
Alberta Building Code Barrier-Free Design Criteria 86%Number of Criteria Adhered to (Yes) 90Number of Criteria Not Adhered to (No) 15Number of Criteria Not Applicable 142
Access Canada Optimal Accessibility Criteria 67%Number of Criteria Adhered to (Yes) 2Number of Criteria Not Adhered to (No) 1Number of Criteria Not Applicable 8
Making Our Offices Universally Accessible: Guidelines for Physicians 44%Number of Criteria Adhered to (Yes) 4Number of Criteria Not Adhered to (No) 5Number of Criteria Not Applicable 0

Figure 117: Site 7: Accessibility audit resultsThe parking lot at this facility had clearly marked parking stalls for people with disabilitiesand a path of travel to the front door that was free of any barriers; however, the site lackssignage to inform patients about accessible entrances. The front steps did not have tactilestrips to indicate change in elevation.
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The public washroom at site 7 had accessibility issues such as:
 The front edge of the counter measured a height of 650 mm, which is lower than the856 mm required according to the Alberta Building Code.
 The toilet stands at 390 mm. The Alberta Building Code allows toilets to stand at aheight between 400 mm and 460 mm above the finished floor surface. Any heightoutside of this range is considered inaccessible.
 The mirror is mounted at 1230 mm above the floor while the requirement is for themirror not to be mounted more than 1000 mm above the floor.The ACCD audit revealed that the examination rooms are not equipped with adjustabletables, or horizontal grab bars mounted on the wall behind the tables, or fixed or portable liftsystems, or scales for weighing patients who use wheelchairs.

Sites 8, 9 and 10: Diagnostic Laboratory Services

Sites DescriptionSites 8, 9, and 10 are part of a corporate chain of diagnostic laboratories. They are located inan urban setting.
Interview: What we HeardAll three laboratories are guided by the same policies and procedures. The laboratories havea scent-free policy that is strictly enforced. The scent-free policy was part of theenvironmental policies in place for the laboratory setting.This corporate chain does not have communication tools, policies, or strategies for peoplewith disabilities who have difficulty communicating. They do provide translation services toovercome language barriers. In addition, there are policies regarding service dogs and dogsin training, which are allowed at all laboratory locations.There are no specific procedures or policies for assisting people with disabilities who aretrying to access services. Staff members are provided with limited details about the patienthistory and each situation is considered on individual merits. If unusual circumstances arise,management is contacted which guides the decision-making process.The laboratories are guided by procedures for immobilizing patients who have involuntarymovement or whose anxiety might cause them to move suddenly thus creating a hazard forstaff members. There are also policies for positioning patients so that they are comfortableand safe. This involves a discussion directly with the patient or with the patient’s caregiver.Training and support for assisting people with disabilities is not specifically provided.Management offers professional development seminars once a year, but the content usuallydeals with emerging issues which are determined in advance.Patients are given written instructions for providing samples at home and for preparing forcollection; however, these instructions are not provided in alternate formats for people whoare blind or those with visual impairments.
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The interviewed manager revealed that the most recent internal environmental scanrevealed gaps in accessibility for people with disabilities. It was noted that many of thepolicies are broad and do not deal directly with specific issues.The manager was confident about the care plans they provide to people with disabilities.This involves a dialogue with patients with disabilities in determining the most suitablecollection sites and necessary accommodations.Concerning the current state of the health system in Alberta, the interviewed manager statedthat the emerging gaps suggest that changes are desirable; however, the optimism ofanything improving immediately was minimal.The following improvements to accessibility were recommended by the manager:
 Standardized accessibility features at every facility
 Better information and communications strategies for engaging people withdisabilities.The following sections will describe the findings from the accessibility audits conducted atsites 8, 9 and 10.

Site 8: Diagnostic Laboratory Services

Accessibility AuditSite 8 exhibited higher compliance with the Alberta Building Code than the Barrier-Free
Health and Medical Services Audit Tool. The chart below shows the compliances to the fourdifferent measurement tools.

Site 8Barrier-Free Health and Medical Services Audit Tool 77%Number of Criteria Adhered to (Yes) 79Number of Criteria Not Adhered to (No) 24Number of Criteria Not Applicable 164Alberta Building Code Barrier-Free Design Criteria Only 78%Number of Criteria Adhered to (Yes) 69Number of Criteria Not Adhered to (No) 20Number of Criteria Not Applicable 158Access Canada Optimal Accessibility Criteria Only 75%Number of Criteria Adhered to (Yes) 6Number of Criteria Not Adhered to (No) 2Number of Criteria Not Applicable 3Making Our Offices Universally Accessible: Guidelines for Physicians Only 67%Number of Criteria Adhered to (Yes) 4Number of Criteria Not Adhered to (No) 2Number of Criteria Not Applicable 3
Figure 118: Site 8: Accessibility audit resultsThe parking lot at this site was not in compliance with the requirements of the AlbertaBuilding Code. There were no clearly marked accessible parking stalls or directional signage.Individuals with disabilities will have to walk approximately 50 yards to the east side of thebuilding, in order to access a curb cut. In addition, the pavement has heaved and caused thedoor’s threshold to be raised more than the 13 mm allowed by the Alberta Building Code.The universal washroom showed few accessibility issues during the audit:
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 The washroom door had a push-button lock – a style of lock which is not easilyoperable by individuals with limited dexterity.
 The lavatory does not provide enough room between the side wall and the centre ofthe sink. Currently there is 400 mm of free space rather than the 460 mm required.
 The front edge of the washroom counter measured 730 mm high rather than theminimum allowable height of 735 mm.
 The pipes below the lavatory pose a barrier to wheelchair users who can still fit underthe lavatory, despite its non-compliant dimensions. The metal pipes had no insulation.
 The overall dimensions of the universal toilet room were also non-compliant with theAlberta Building Code. The code requires that universal toilet rooms have dimensionno less than 1700 mm. The washroom at Site 8 measured at 1500 mm.
 The universal washroom’s coat hook was mounted too high and protruded too far.Instead of being mounted at a height of 1400 mm and protruding no more than 50mm, the coat hook in this washroom was mounted at 1600 mm and protruded 90 mm.The waiting room exhibited accessibility barriers as well. There were no open spaces forpatients who are wheelchairs/scooters users. The counter at reception had a loweredsection; however, there was no recessed space below it to accommodate wheelchair/scooterusers. The requirement is for the space below the counter to be 760 mm wide, 685 mm high,and 485 mm deep.In the patient rooms, there were no grab bars on the walls to assist individuals withdisabilities during tests.

Site 9: Diagnostic Laboratory Services

Accessibility AuditSite 9 exhibited higher compliance with the Alberta Building Code rather than the Barrier-
Free Health and Medical Services Audit Tool. This site rated only 38% in compliance with therecommendations from the Making Our Offices Universally Accessible: Guidelines for
Physicians. The chart below shows the compliances for site 9 to the four differentmeasurement tools.

Site 9Barrier-Free Health and Medical Services Audit Tool 78%Number of Criteria Adhered to (Yes) 81Number of Criteria Not Adhered to (No) 23Number of Criteria Not Applicable 163Alberta Building Code Barrier-Free Design Criteria Only 82%Number of Criteria Adhered to (Yes) 72Number of Criteria Not Adhered to (No) 16Number of Criteria Not Applicable 159Access Canada Optimal Accessibility Criteria Only 75%Number of Criteria Adhered to (Yes) 6Number of Criteria Not Adhered to (No) 2Number of Criteria Not Applicable 3Making Our Offices Universally Accessible: Guidelines for Physicians Only 38%Number of Criteria Adhered to (Yes) 3Number of Criteria Not Adhered to (No) 5Number of Criteria Not Applicable 1
Figure 119: Site 9: Accessibility audit results
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The parking area at site 9 met the requirements of the Alberta Building Code; however, therewere no directional and informational signs to indicate the presence of a barrier-freeentrance.The following non-compliances were noted regarding the universal washroom:
 There was a button lock rather than a sliding latch on the door.
 The pipes underneath the lavatory were exposed.
 The coat hook was mounted 100 mm too high than the requirements.
 No folding table for changing babies.The waiting room doors have knobs rather than lever. In addition, there were no spaces inthe waiting room to accommodate wheelchairs/scooter users. Also, there was no loweredsection at the receptionist’s counter.The examination table used for patients to lie down on during blood tests was not height-adjustable, and there were no grab bars on the wall.There was a lack of directional and informational signage for individuals with visualimpairments.

Site 10: Diagnostic Laboratory Services

Accessibility AuditSite 10 exhibited the highest compliance rate compared to site 8 and site 9. The chart belowshows the compliances to the four different measurement tools.
Site 10Barrier-Free Health and Medical Services Audit Tool 83%Number of Criteria Adhered to (Yes) 95Number of Criteria Not Adhered to (No) 20Number of Criteria Not Applicable 152Alberta Building Code Barrier-Free Design Criteria Only 84%Number of Criteria Adhered to (Yes) 85Number of Criteria Not Adhered to (No) 16Number of Criteria Not Applicable 146Access Canada Optimal Accessibility Criteria Only 75%Number of Criteria Adhered to (Yes) 6Number of Criteria Not Adhered to (No) 2Number of Criteria Not Applicable 3Making Our Offices Universally Accessible: Guidelines for Physicians Only 67%Number of Criteria Adhered to (Yes) 4Number of Criteria Not Adhered to (No) 2Number of Criteria Not Applicable 3

Figure 120: Site 10: Accessibility audit resultsAt site 10, the parking stalls for people with disabilities were not clearly marked, and therewere no clearly defined accessible stalls. Also, there was no directional and informationalsignage to lead patients to accessible entrances.This clinic had a set of interior stairs. With the exception of handrails that did not extend for300 mm beyond the last riser, these stairs were compliant with the barrier-free section of thebuilding code.
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The following barriers were noted in the universal washroom:
 No sliding latch on the door.
 At the lavatory, the distance between the side wall and the centre of the sink is 380mm, when it should be 460 mm.
 For people who use wheelchairs, fitting under the front edge of the lavatory counterwould be difficult. The front edge, which measures 725 mm above the finished floorsurface, is 10 mm short of the minimum allowable height, 735 mm. At a distance 205mm back from the front edge, the height is also insufficient, measuring less than theminimum allowable height of 685 mm.
 The grab bars at the washroom were mounted incorrectly.
 The coat hook was mounted at a height greater than 1400 mm.
 There is no folding table for changing babies.The receptionist’s counter did not have a lowered section, and there was no available spacefor patients who are wheelchair/scooter users. Also, in the patient rooms there were nohorizontal grab bars mounted on the walls.

ConclusionThe ACCD accessibility audits revealed that there are numerous barriers to health andmedical services in Alberta. Individuals are prevented from entering medical offices becauseof inaccessibility and lack of adherence to the Alberta Building Code.The site audits revealed that site managers are aware of the various barriers; however,limited funding allocations and established policies lead to processes and procedures thatare limiting to many patients with disabilities. In addition, there was an evident lack ofwritten policies and procedures about provision of care to patients with disabilities.
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Barrier-Free Health and Medical Services in Alberta Project:
RecommendationsACCD’s Barrier-Free Health and Medical Services in Alberta project was an initiative toidentify barriers to health and medical services perceived and experienced by Albertans withdisabilities when accessing preventative and ongoing health services.From April to July 2010, ACCD conducted a multi-part needs assessment of the barriers thatpeople with disabilities experience when accessing health and medical services in Alberta.Given that a review of the literature indicated the importance of creating health care that isresponsive to the needs of all citizens; it was considered essential to solicit input from peoplewith disabilities, not-for-profit organizations, and health care professionals. A balance ofurban and rural discussion was sought in the consultations.Despite this diversity, each phase of the needs assessment reported common themes. Mostnotably, all phases reported that there are barriers in the health care system – barriers thatare being created as a response to current policymaking without seeking input from patientsand health care professionals. Participants overwhelmingly reported the need for a diverserange of services and for the government to assist health care professionals in providingthese services in an appropriate and timely manner. Every consulted location has beensignificantly affected by current government restructuring of services and lack of fundingopportunities.The results of the ACCD Barrier-Free Health and Medical Services in Alberta project cannot besummed up in a single overarching recommendation for creating barrier free health andmedical services. The literature review, the community consultations, and the questionnairesfilled out by people with disabilities and health care professionals portrayed a picture ofcomplexity – a health services delivery system that depends on budgets, human resources,and meeting the needs of the population it serves. The challenge is how to establish aproficient health care system and meet the funding requirements that will follow.This section outlines the recommendations that were developed as a result of the findingsfrom the ACCD Barrier-Free Health and Medical Services in Alberta project. Therecommendations are categorized under two headings:

 System-wide improvement recommendations
 Disability-specific recommendations

System-Wide Improvement RecommendationsThe following recommendations were developed to enhance Alberta’s health care servicedelivery system:
Disability Awareness and EducationDisability awareness and education is crucial for establishing a foundation for barrier-freehealth and medical services in Alberta. Comments received from participants at the
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community consultations and from the online questionnaires stated that lack of knowledgeabout disabilities acts as a roadblock to accessing health and medical services.The following recommendations will contribute toward higher disability awareness:
 Develop effective strategies to raise awareness about the health care needs ofpeople with disabilities.
 Create a program that will distinguish health care professionals who excel beyondtheir duties to assist patients with disabilities.
 Establish a patient-centred system where the patient will be considered a part ofthe decision-making team.

Service DeliveryProject participants stated that it is vital for services to be delivered when needed ratherthan after long-waiting periods.The following recommendations will contribute toward establishing an efficient servicedelivery system:
 Establish an effective compensation system that will allow health careprofessionals to assist people with disabilities in a suitable and timely manner.
 Establish protocols and resources for health care professionals to develop writtenreports when considered essential for diagnosis and treatment of patients withdisabilities.
 Appointments should be according to patient need (shorter for prescriptionrenewal and longer for more complex needs).
 Allow, in extreme cases, home visitations by health care professionals.
 Create incentives to allow health professionals to develop care manuals.
 Create a tool that will allow disability knowledge sharing among health careprofessionals, such as establishing an electronic knowledge database.
 Provide incentives to recruit more specialists (e.g. autism spectrum disorders) inadult services.
 Develop a system that is proactive and focused on preventative services.

Rural health care Service DeliveryPatients with disabilities in rural areas are not able to access timely services because of aninsufficient number of doctors and specialists providing services.The following are proposed recommendations for improvement in rural health servicedelivery:
 Establish infrastructure for health services in rural areas so people can accessservices in their communities.
 Allocate resources for services in rural areas to perform day surgeries which willreduce waiting times and people will be able to receive timely and appropriateservices in their own communities.
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 Set up more frequent specialized traveling clinics for diagnostic tests.
 Eliminate the pay scale difference between urban and rural doctors.
 Create a plan of how to contract more health professionals to move to rural areasand remain long term.
 Establish medical teams with various specialists in every community.

Transition to servicesAt each consultation and in many survey responses, an issue that was commonly cited wasthe lack of transition from child to adult services. Once children turn 18, the support systemis no longer effective or efficient.Extensive transition planning has to be conducted to achieve the following:
 Ease the transition from children’s health services to adult’s health services.
 The transition of services between age 16 to 65 to 65 and over should beconnected and seamless for the individual in the system.

CollaborationsACCD project participants stated that there is a disconnect between various ministries andhealth departments in Alberta. Participants said they have to navigate through a system thatdoes not include the opinion of the patient. The following collaborations are crucial:
 Establish collaborative initiatives between health professionals, Alberta HealthServices, and Alberta Health and Wellness.
 Establish doctor-patient collaborative initiatives.

Decision makingThere is a perception that patients are never consulted when changes are being consideredand/or implemented.The findings from the ACCD Barrier-Free Health and Medical Services in Alberta projectindicate a need for the following:
 Patients with disabilities to be an integral part of the decision-making medicalteam.
 Decision-makers must understand the diversity of each community in Alberta.Many locations such as Lethbridge and Grande Prairie are still considered ruralwhen services are allocated.

Information and referralSignificant frustration comes from the inability of patients to find appropriate and necessaryinformation. Patients are being sent from one point of entry to another without success. It iscrucial for the government to do the following:
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 Establish a coordinated information system that will guide patients and theirfamilies toward appropriate and timely services. Even though there are variousinitiatives, such as the Health Link Information Line, many patients are unaware ofthese information and referral systems.
 Community organizations can act as information and referral resources.

Accessible offices and equipmentAccessibility is essential not only for patients with disabilities, but also for seniors andparents with children. Decision makers must establish polices that will maintain andencourage the following recommendations:
 New health care facilities should comply with and go beyond the Alberta BuildingCode.
 Develop standards that will guide health and medical professionals whenestablishing accessible offices.
 Provide incentives for health care professionals to establish practices in accessibleoffices.
 Mandate a minimum number of accessible exam rooms per number of patients orhealth care professionals.
 Mandate at least one fully accessible facility where people with disabilities can goto receive appropriate and adequate medical care.
 Update medical equipment to reflect the needs of the population. Whendeveloping policies regarding medical equipment, there should be considerationgiven to universally usable equipment. Equipment should be used by themaximum number of people.

Patient EducationAccording to the survey participants, many of the issues arise from patients with disabilitiesnot having proper education about preventative and ongoing health care services andprocedures. Establishing educational campaigns for patients with disabilities to learn abouttheir responsibilities and the services available would assist them to become activeparticipants in their health care needs. These educational campaigns could be successfullyadministered and delivered by community organizations that already assist people withdisabilities to understand the health care system.
Disability-Specific RecommendationsThe following recommendations address the particular challenges that are experienced bypeople with various impairments.
Hearing Impairment: Service-Delivery Recommendations

 Provide disability awareness programs about the specific needs of individualswith hearing impairments.



206

 Establish protocols and standards for American Sign Language interpretingservices when accessing health and medical services in Alberta.
 Provide education and awareness about the communication needs of individualswho are hard of hearing or deaf.
 Provide incentives for training and usage of communication technology.

Seeing Impairment: Service-Delivery Recommendations

 Provide disability awareness programs about the specific needs of individualswith seeing impairments.
 Establish standards and requirements for better signage in health care facilities.
 Provide health care information in alternative forms of communication.

Speech Impairment: Service-Delivery Recommendations

 Provide disability awareness programs about the specific needs of individualswith speech impairments.
 Allow health care professionals to allocate extra appointment times for individualswith speech impairments as proper communication is imperative for diagnosisand treatment.

Pain Impairment: Service-Delivery Recommendations

 Provide disability awareness programs about the specific needs of individualswith pain impairments.
 Establish a system that will address the need for shorter waiting times.
 Implement and practice an holistic approach to illness management.
 Improve patient-doctor communication.

Learning Impairment: Service-Delivery Recommendations

 Provide disability awareness programs about the specific needs of individualswith learning impairments.
 Establish communication resources between patients with learning impairmentsand health care professionals.

Mobility and Agility Impairment: Service-Delivery Recommendations

 Provide disability awareness programs about the specific needs of individualswith mobility and agility impairments.
 Enhance collaborations between general practitioners and specialists whentreating patients with mobility and agility impairments.
 Mandate development of accessible health care clinics and facilities, and thepurchase of accessible medical equipment.
 Focus on preventative care.
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Memory Impairment: Service-Delivery Recommendations

 Provide disability awareness programs about the specific needs of individualswith memory impairments.
 Enhance the follow up system for patients with memory impairments.

Developmental Impairment: Service-Delivery Recommendations

 Provide disability awareness programs about the specific needs of individualswith developmental impairments.
 Establish efficient access to patient information.
 Recruit specialists who can treat adults with Autistic Spectrum Disorders andother developmental impairments.

Psychological (mental) Impairments: Service-Delivery Recommendations

 Provide disability awareness programs about the specific needs of individualswith psychological (mental) impairments.
 Create a system that will focus on appropriate and timely mental health services.
 Provide services with respect and dignity.
 Establish appropriate communication methods with individuals withpsychological (mental) impairments.
 Provide patient education and appropriate information and referral services.
 Create awareness about the side effects of diagnosis and treatment.

Multiple Impairments Related Service-Delivery Recommendations

 Provide disability awareness programs about the specific needs of individualswith multiple impairments.
 Allocate extra appointment times for multiple diagnosis and treatments.
 Train health care professionals about multiple diagnosis patients.
 Use an holistic approach to care.
 Develop efficient access to new treatments and therapies.

ConclusionAs Patricia Benner writes, “our moral sensibilities and possibilities in relation to ourlifesaving technologies will require more than the objectified clinical vocabularies andclinical language that we presently use. Perhaps such development cannot be accomplishedwithout some public space for weeping and for considering illness and death as humanpassages and not just clinical courses of disease.”322ACCD’s position in the disability community, and its ability to engage health careprofessionals and government underlie the successful completion of each phase of this
322 Benner, P. (2004). Seeing the Person beyond the Disease. American Journal of Critical Care January 2004, Volume 13, No . Retrieved onMarch 8, 2010, from http://ajcc.aacnjournals.org/cgi/reprint/13/1/75
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project. The recommendations offered would not have been possible without collaborationfrom people with disabilities, community agencies, health care professionals, andgovernment decision-makers.The recommendations are based on the findings from the ACCD Barrier-Free Health and
Medical Services in Alberta project. We strongly believe that evidence-based solutions cancreate a system where all patients can receive proper medical care. “Evidence-baseddecision-making as the ‘foundation for an effective and efficient health system’ has beenendorsed by a number of Canadian Health Organizations including Health Canada and theCanadian Health Services Research Foundation.”323ACCD acknowledges the complexity of the issues and that many of the solutions requirefinancial investment; however, implementing these recommendations will create cost-effective strategies by reducing the number of individuals with disabilities accessing long-term care facilities.Albertans with disabilities are passionate about health care issues, and they contributed tothe development of the recommendations for barrier-free health and medical services inAlberta. Moving forward, the intent of the project will be to assist decision-makers toproduce policies that will have the greatest impact on the lives of people with disabilities.

323 Armitage, G. et al. (2009). Health Systems Integration: State of the Evidence. International Journal of Integrated Care – Vol. 9, 17 June 2009.Retrieved on March 8, 2010, from http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2707589/pdf/ijic2009-200982.pdf
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Appendix I: Community Consultations Summaries

Edmonton Community Consultation: A Summary of the Discussion (May 20,
2010)

Opening RemarksBev Matthiessen, Executive Director, and Melita Avdagovska, Research and ProjectsCoordinator, from the Alberta Committee of Citizens with Disabilities welcomed theparticipants and thanked them for coming today to be part of this very important initiative.Bev opened the consultation with an historical perspective of ACCD and the work that ispresently being done. She explained that ACCD has received numerous complaints throughthe years about access issues people with disabilities have to health and medical services.That is why ACCD became involved in this project.Melita explained that ACCD’s Barrier-Free Health and Medical Services in Alberta project is aninitiative to identify the barriers that Albertans with disabilities face when accessingpreventative and ongoing health services. The Barrier-Free Health and Medical Services in
Alberta project has two phases. During the first phase, ACCD will be conducting a systematicliterature review to identify existing research, policies, case studies, government initiatives,legislation, and opinions on the state of access to health and medical services for people withdisabilities. Questionnaires have been distributed to people with disabilities and healthprofessionals, and there will be six community consultations at various locations throughoutthe province. The information collected from the literature review, the questionnaires, andthe community consultations will be used to identify issues, develop strategies, and producerecommendations for creating inclusive, accessible health, and medical services for peoplewith disabilities. In the second phase, ACCD will develop a communications plan and mediacampaign for disseminating our findings and recommendations to medical professionals, thedisability community, and the general public.Melita began the session by asking participants to introduce themselves by completing thefollowing sentence:

The reason I attended this community consultation is…The responses were:
 I have seen many barriers to health services and experienced many of them myselfpersonally.
 I struggle with accessibility and communication.
 There are too many issues for people with spinal cord injury when it comes to healthcare services.
 I have MS and my tolerance with barriers is gone. There is a constant struggle for me.
 To learn how the rest of the community is coping.
 To raise awareness about the Deaf Blind community and the barriers faced.
 To present issues about the struggle that people with autism have from childhood toadulthood.
 I would like to know how to navigate the system and find services.
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 How caregivers can be assisted in their valuable role.
 Time for a change within the medical system.
 I am here to learn from other individuals who are helping others access health andmedical services.
 What can be done about the deterioration of the system?
 I am not able to receive any help.
 Without barrier-free health services, people with disabilities cannot keep jobs.
 Healthcare access is limited when you have chemical sensitivity.
 The medical system has become too dependant on the pharmaceutical industry.
 There is no recognition for invisible disabilities.
 I need to receive better education and awareness about various services. It seems thatI am falling through the cracks of the system.

Barriers to Accessing Health and Medical ServicesNext, participants broke into small groups to discuss barriers when accessing health andmedical services, with someone in each group chosen to act as a facilitator. Each member of thegroup was asked to list the significant barriers that he or she has experienced. Participantswere asked to explain the process of how they experience barriers rather than give broadgeneral statements. The barriers were categorized and written on post-it notes.The post-it notes from each small discussion group were gathered and clustered by themeson flip-chart sheets.The barriers by theme were:
 The inappropriateness of the medical system and health professionals

o Waiting time for a specialist and to find out that no help can be offered.
o Physically inaccessible offices.
o Inaccessible exam rooms.
o Labelled as a difficult or uncooperative patient.
o New doctors prescribing ineffective therapies.
o Lack of education and awareness regarding disabilities: symptoms, treatment,and disease.
o Single symptom system.
o Assistance only for those that ‘fit in the box’.
o Lack of patience.
o Lack of basic medical equipment.
o Over/under diagnosis due to lack of standardization.
o Inefficiently connected medical system: inability to navigate through services.
o Lack of appropriate physician/patient communication.
o Lack of appropriate communication regarding side effects.
o One appointment – one symptom.
o Inappropriate access to emergency services.
o Lack of scent-free environments.
o Lack of acceptance for accompanying family members or care attendants.
o Physicians are influenced by pharmaceutical companies.
o Inappropriate referrals to avoid dealing with the problem.
o Lack of disability clinics.
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o More supports in Ontario than in Alberta.
o Inappropriate lighting in the rooms.
o Lack of appropriate signage.

 Assistive technology and medical equipment
o Lack of funding for new communication devices.
o Inappropriate AADL funding criteria.
o Lack of education and awareness of necessary medical equipment.
o Lack of alternative communication materials.
o Lack of interpreters.
o Inappropriate exam tables and medical equipment.

 Communication barriers
o Interpreters are not trained to work with individuals who are deaf and havedevelopmental disabilities.
o How to encourage independence when that will require intrusion.
o Physicians do not have patience to work with Deaf individuals.
o Non-inclusion of the patient as part of the team.

 System navigation
o Disconnect between service provider agencies and the government.
o How to navigate a system that is not understood even by the individuals whowork in it.

 Government
o Provincial disparity between cities and rural programs.
o Disparity among provinces.
o Lack of appropriate information to guide you through the system.
o Lack of appropriate knowledge of various funding programs.
o Non-existent transition process from children services to adult services.
o As soon as an individual leaves the school system, supports disappear.
o No provincial employment strategies for people with disabilities.
o Inconsistent transportation for doctor appointments.
o Home care limitations.
o More disabilities means programs and services are harder to find.
o No abuse prevention programs that lead to life-long health issues.
o Lack of training programs.

 Caregiver
o No appropriate respite care programs.
o Lack of respect and recognition.
o Lack of staff recognition for the caregivers that come with the patients toappointments.

From Barriers to SolutionsEach of the themes was stated at the top of flip-chart sheets. Each flip-chart sheet had thepost-it-notes on it that stated the barriers identified by the participants. The participantgroups were asked to go to each flip chart sheet and discuss possible solutions to address the
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barriers on post-it notes. When members had reached agreement, they wrote theirsuggestions on the flip-chart sheet. They moved to the next flip-chart sheet to consider theideas left by the previous group and added any further solutions.
 The inappropriateness of the medical system and health professionals

o Health professionals should participate in mandatory education andawareness training programs.
o  Health professionals should work with patient advocates to assist patients andtheir needs.
o More rigorous oversight of how health professionals prescribepharmaceuticals.
o Implement the Alberta Building Code and create barrier-free facilities.
o Portable patient lifts to be available at various locations.
o Reimbursement system that will allow health professionals to assist peoplewith disabilities in an appropriate and timely manner.
o Disability navigators – the life span model.
o Enhance capacity building.
o Directed PCN’s.
o Purchase accessible medical equipment to perform various exams.
o Height-adjustable medical exam tables.

 Assistive technology and medical equipment
o Set up video phones/TTY in public places.
o Clinics should have at least one height-adjustable exam table.
o There should be patient lift equipment in more locations.
o Braille on signs.

 Communication barriers
o Electronic record so conditions do not need to be re-explained.
o Innovative reimbursement system to allow patients with disabilities theappointment time they need when accessing health and medical services.
o The patient needs to be made part of the medical team.
o Staff education and awareness regarding various disabilities.
o Respectful attitudes by medical professionals.
o Funding for interpreters and interveners.
o Communication assistance.
o Guardians/support staff/caregivers should be included in the decision makingprocess.

 System navigation
o Coordinated information systems.
o Support groups organized by medical facilities and specialist offices.
o Create a patient database that is connected so people can network.

 Government
o Need for a change with the AISH regulations.
o Financial support for networking groups.
o Establish an electronic knowledge database.
o Establish education and awareness training funding.
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o Create a solid system navigation process.
o Change to the health care rules and regulations.

Other issuesParticipants raised the following additional barriers:
 Housing shortage

o Housing that is not accessible.
o There is a lack of accessible, safe, and affordable housing.
o Low interest funds for renovations and modifications.
o Enforce the building code.
o Age appropriate housing options.
o Supportive living options.

 Inappropriate home care
o Insufficient amount of assistance.
o Lack of care attendants.
o Long assessments.

 Caregiver
o Create an awareness campaign.
o Individual capacity building.
o Supportive services.
o Enhance community resources.

Community ExemplarsAs a final exercise, attendees were asked to provide names ofphysicians/clinics/organizations that work toward barrier-free health and medical servicesin their communities. The following examples were given:
 Dr. Doug Klein at the Royal Alex Family Clinic
 Dr. Qaiser Raza Rizvi at the Plaza 66 Medicentre
 Dr. Mabel Luscombe at the Red Deer Hospital
 Dr. Mark Blais (Psychiatrist)
 Dr. Blaine Sanderman (pain specialist)
 Dr. Ken Makus (neurologist)
 Dr. Stephen Genuis (environmental specialist)
 Dr. John Guthrie at the Glenrose Hospital
 Autism Society of Edmonton Area
 Allin Medical Clinic in Edmonton
 Dr. Robert Pokroy (neurologist)
 Lynn Whitman (MS Specialist Nurse)
 Multiple Sclerosis Society of Alberta
 Down Syndrome Clinic

Wrap UpAttendees were thanked for their participation and asked to contact ACCD if they had anyfurther questions or comments.
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Calgary Community Consultation: A Summary of the Discussion (May 31,
2010)

Opening RemarksBev Matthiessen, Executive Director, and Melita Avdagovska, Research and ProjectsCoordinator, from the Alberta Committee of Citizens with Disabilities welcomed theparticipants and thanked them for coming to be part of this very important initiative. Bevopened the consultation with an historical perspective of ACCD and the work that ispresently being done. She explained that ACCD has received numerous complaints throughthe years about access issues people with disabilities have to health and medical services.That is why ACCD became involved in this project. She also explained that ACCD’s Barrier-
Free Health and Medical Services in Alberta project is an initiative to identify the barriers thatAlbertans with disabilities face when accessing preventative and ongoing health services.The Barrier-Free Health and Medical Services in Alberta project has two phases. During thefirst phase, ACCD will be conducting a systematic literature review to identify existingresearch, policies, case studies, government initiatives, legislation, and opinions on the stateof access to health and medical services for people with disabilities. Questionnaires havebeen distributed to people with disabilities and health professionals, and there will be sixcommunity consultations at various locations throughout the province. The informationcollected from the literature review, the questionnaires, and the community consultationswill be used to identify issues, develop strategies, and produce recommendations for creatinginclusive, accessible health and medical services for people with disabilities. In the secondphase, ACCD will develop a communications plan and media campaign for disseminating ourfindings and recommendations to medical professionals, the disability community, and thegeneral public.Melita began the session by asking participants to introduce themselves by completing thefollowing statement:

The reason I attended this community consultation is…The responses were:
 Many personal barriers.
 Referral barriers experienced.
 I am an architect, and I have a lot to offer in regards to universal design.
 General interest in the issues.
 Here to gain more insight into the issues.
 How to make Alberta barrier-free?
 Support for CCSVI (chronic cerebro-spinal venous insufficiency) treatment that thegovernment is not willing to pay for.
 Barriers when entering a building.
 Lack of initiatives by Alberta Health and Wellness to assist people with disabilities inthe system.
 I am not able to receive proper x-ray exams.
 People travel to other provinces and countries in order to access appropriaterehabilitation services. We need good services in Alberta.
 Transportation is a barrier for me.
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 I have an interest in eliminating barriers to health and emergency room services.
 To bring issues forward experienced by people with a brain injury.
 I am here to bring in the parent perspective and the struggles in navigating thesystem.
 To identify barriers to medical offices.
 Identify the barriers that people with brain injuries face.
 I am looking for resources.
 I am here to share my experiences about the challenges that blind individualsexperience. The need for universal design.
 I am here to present my struggles and to see how I can get some help.
 I want the government to fund and approve medical treatments that are available inother countries.
 To present my struggles in accessing services and prejudice.
 To inform about various education material development.
 To make communities accessible.
 To speak about the issues that people in rural Alberta face every day.
 My challenges with inaccessible exam rooms and medical laboratories.
 How to access mental health supports and services.

Barriers to Accessing Health and Medical ServicesNext, participants broke into small groups to discuss barriers when accessing health andmedical services, with someone in each group chosen to act as a facilitator. Each member of thegroup was asked to list the significant barriers that he or she has experienced. Participantswere asked to explain the process of how they experience barriers rather than give broadgeneral statements. The barriers were categorized and written on post-it notes.The post-it notes from each small discussion group were gathered and clustered by themeson flip-chart sheets.The barriers by theme were:
 The inappropriateness of the medical system and health professionals

o Emergency rooms label individuals. People with disabilities need moreunderstanding and assistance from health professionals when accessingemergency room services.
o Prejudice within the medical system towards people with disabilities. We areperceived as a burden to the health care system.
o People with cognitive impairments have a difficult time understanding andcomprehending what the health professionals are asking and recommending.Health professionals are not allocating enough time to ensure that peopleunderstand what is being told to them.
o Individuals are being penalized for missing an appointment that has beenscheduled over a year ago. Memory issues can lead to this.
o Staff does not have appropriate knowledge about various disabilities, how tocommunicate and identify needs, and how to understand behaviours andreactions to situations.
o Walk-in-clinics should not be a source for primary patient care.
o Health professionals fail to diagnose medical and social issues.
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o Lack of understanding the needs of individuals with learning disabilities.
o Lack of understanding the need for equitable human rights.
o There is a lack of choice of specialists. One specialist serves a large area leavingno option to choose someone else.
o Certain health services are available only to those individuals that fit a veryspecific criterion.
o Healthcare professionals do not utilize advocates to assist people withdisabilities with their health and medical needs.
o People with disabilities are being turned away from emergency departments.
o Lack of appropriate appointment times.
o Lack of lifts in medical clinics to assist in the transfer of patients.
o Shortage of health care professionals who are willing to work and assistindividuals with disabilities.
o Transportation is a major barrier when accessing health and medical servicesin Calgary. Calgary Transit drivers are prohibited from assisting an individualin securing his/her wheelchair.
o Some health care professionals are not able to adapt to the changing nature ofhealth of people with disabilities.
o Attitudinal barriers when accessing health and medical services.
o Healthcare funding for certain disabilities only.
o General practitioners are unwilling to accept new patients with complex needs.
o People with multiple disabilities tend to receive services for one disabilityneed and be denied other necessary services.
o Inaccessible equipment is purchased by health care professionals. People withdisabilities experience barriers when they are told to only present onesymptom per appointment. Complex needs are not being recognized.
o Healthcare professionals do not understand the system well enough to assistpeople in accessing necessary services.

 Government
o The Alberta Building Code is not properly enforced.
o Failure to promote barrier-free and universal design.
o What is the exact number of people with disabilities in Alberta? Is thegovernment collecting any information in order to allocate adequateresources?
o There are financial barriers in accessing prescribed medication. In addition,there are barriers in accessing other services like dental, chiropractor orpsychologist.
o Lack of ombudsman for people with disabilities that can lead to policy changes.
o Many loopholes in jurisdiction process for various programs.
o How can appeal boards be effective when they lack jurisdiction powers?
o Service providers need to be consumer driven and held accountable.
o Increase funding for not-for-profit organizations that assist individuals withdisabilities. Include these organizations in the decision-making processes.
o Lack of statistical information regarding people with disabilities.
o There is a need for the government to provide appropriate and accessibleinformation on referral to services.
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o Lack of media coverage on issues that people with disabilities experience.
o Lack of support with universal design.
o The health care Act needs changes to reflect more of society’s current needs.
o Minimum requirements for accessibility need to be raised in order to reflectthe needs of the population.

 Transportation
o The Calgary C-Train system has not created an accessible transportationsystem for people with disabilities. If all platforms were developed with equalheights, then there would not have been the need to install ramps. Instead ofpoles, straps should be installed for people to hold on to.
o I do not qualify for Access Calgary, and I am not able to fully utilize publictransportation. This makes me unable to go to appointments.
o Because of the ways Access Calgary works regarding pick up and drop offtimes, sometimes I have to leave without seeing the doctor.
o Access Calgary has many issues when accessing certain locations.
o Lack of accessible taxis. Very few to serve many.
o Inappropriate available space for wheelchairs in the public transportationsystem.
o Accessibility issues with parking meters for people with limited handfunctions.

 Access to services and treatments
o People with disabilities have difficulties in accessing and searching foravailable services.
o Lack of new education and methods in rehabilitation services.
o Single-service provider for community services has proven to be an ineffectivemodel because of long wait lists, exclusionary criteria, must fit in certaincriteria, and not consumer directed.
o Long waiting lists.
o Lack of follow up services after hospitalization.
o Lack of accessible fitness equipment and facilities necessary for rehabilitation.
o Many buildings that house certain services are not accessible.
o Medical exam tables and equipment used for x-rays, bone scans, and other arenot height adjustable.
o Lack of appropriate transfer knowledge.
o Lack of appropriate services for individuals with mental health and addictions.
o When a test is performed, people are always told “do not call us, we will callyou.”
o Not enough spaces to accommodate individuals with mental health needs.
o The financial burden that people with disabilities experience for treatmentsthat are not funded by the government.
o X-ray tables do not have lift apparatus to assist transfer. The case is same withexamination tables.
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 Clinics and health care professional offices
o There is a lack of standards for clinics and offices when it comes to accessibleparking, waiting rooms, and patient rooms. There is an issue with hygiene, aswell.
o The number one barrier is getting through the front door in many places.
o Without a general practitioner, individuals cannot access mental healthservices or specialists.
o There are various disability-specific clinics but they fail to provide the fullrange of services.
o The parking stalls are too narrow and the parking meters are not accessible.
o Exam rooms are very small to accommodate individuals withwheelchairs/scooters.
o There are no weight scales for individuals in wheelchair/scooter.
o Lack of height-adjustable examination tables.
o Reception desks are not appropriately designed for wheelchair/scooter users.
o Parking cost for medical appointments is so high.

 Information and referral
o There is a difficulty in knowing and accessing where accessible MRI/CAT scanequipment is available.
o Lack of information and referral services.
o People tend to be viewed as a nuisance when trying to ask for information andreferral services.
o Lack of essential individual information for people with disabilities.

From Barriers to SolutionsEach of the themes was stated at the top of flip-chart sheets. Each flip-chart sheet had thepost-it-notes on it that stated the barriers identified by the participants. The participantgroups were asked to go to each flip chart sheet and discuss possible solutions to address thebarriers on the post-it notes. When members had reached agreement, they wrote theirsuggestions on the flip-chart sheet. They moved to the next flip-chart sheet to consider theideas left by the previous group and added any further solutions.
 The inappropriateness of the medical system and health professionals

o Bringing disability experts and advocates to be part of the medical team.
o Independent patient advocates who will assist with navigating the system.
o Recognition of health care professionals that go above and beyond their dutiesto assist patients.
o People with disabilities should be an integral part of the decision-makingmedical team.
o The health care system needs to be revamped and more flexible.
o Allow health care professionals the time and resources to develop writtenreports for patients that have cognitive impairments.
o Chronic health conditions require a team approach.
o Ease the transition from child health services to adult health services.
o Provide educational opportunities for emergency room health professionalsregarding mental health issues.
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o Assist in the removal of attitudinal barriers by health care professionals to bemore patient centred rather then seeing patients as a burden.
o Provide training for health care professionals in dealing with multiplediagnoses.
o Disability-related education and awareness.
o Affordable dental care for low-income Albertans that are not on any program.
o Create a continuous transition between general practitioners and hospitalpersonnel. Communication of medical history and needs.
o Healthcare professionals must be trained in service provision to individualswith mental health, addiction, and sexual trauma.
o Involve peer organizations in the care and consultation.
o Emphasis on health care practitioners and referrals to services.

 Government
o Create a federal act to mandate universal design for new buildings.
o Enhance media coverage on universal design.
o All publicly funded buildings should be a subject to an independent designaudit.
o The UN Convention on the Right of Persons with Disabilities requiresgovernments to ensure that all services that are provided for able-bodiedindividuals be provided to people with disabilities.
o Appropriate provision of services for people with disabilities will aid with theeconomic stimulus. These services should not be affected by the changes in theeconomy.

 Transportation
o Enhance rural handibus transportation so people will be able to utilize rural-Calgary services. There are local rural handibus services, and they need to beable to assist individuals that need to access services in Calgary.
o If an individual misses a pick-up time because of longer waiting times at adoctor’s office, then the government should provide a voucher for accessibletaxi services.
o The municipal government should mediate workshops between Access Calgaryand its customers.
o Encourage the provision of more accessible taxi services.
o Enhance the design of parking meters for people with limited hand functions.
o Implement an announcement system on the public transit system.

 Access to services and treatments
o Remove Alberta Health Services hiring freeze in order to increase the numberof health professionals assisting patients.
o Understand that we all will be temporarily handicapped at times during ourlives.
o More support services for individuals who are going through the rehabilitationprocess and living a life with a disability.
o Allocate more funds for rehabilitation services.
o Allow, in extreme cases, home visitations by health care professionals.
o Staff education in assisting people with disabilities.
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o One resource centre that will guide people in accessing services.
o Accessible fitness facilities with proper and accessible equipment.
o Encourage the purchase of medical equipment by health care professionalsthat is height-adjustable.
o Proper-transfer techniques workshops for health care professionals.
o Develop appropriate programs and services for individuals with mental healthand addiction.
o Enhance home care services.
o Financial coverage for treatments that are not offered in Alberta or Canada.
o Assist caregivers in their valuable roles.
o Develop standards for accessible medical equipment.

 Clinics and health care professional offices
o Government Act that will require all buildings, private and public, to beaccessible to everyone.
o Mandate a minimum number of accessible exam rooms per number of patientsor health care professionals.
o Provide incentives for health care professionals to establish practices inaccessible offices.
o Free parking for low-income disabled individuals.
o Reference to the health care offered in San Paulo.
o Increase minimal accessibility standards.
o Allow grants and funding opportunities for health care professionals to maketheir offices accessible.
o Centralization of available health services for persons with disabilities that arefully accessible.
o Accountability for provision of services.
o Provide training, knowledge, and access to peer support for people whoexperience mental health, addiction, abuse, and related trauma issues.
o Provide training, knowledge, and access to peer support for people withdevelopmental disabilities.
o Universal design awareness campaigns.
o Establish standards for accessibility for health care practitioner offices.

 Information and referral
o Alberta Health Services needs a listing of information on social media outlets inorder to inform individuals about accessible clinics in their areas.
o Medical receptionists should have proper training in information and referralwhen working with people with disabilities.
o Incentives to allow health professionals to develop care manuals.
o Training for professionals to provide appropriate referrals to available mentalhealth services, addiction, and sexual abuse programs.
o Information and referral for peer support groups.
o Information in plain language.
o Information available in alternative forms.
o Enhance interpretative services.
o Health Electronic Records to benefit individuals and at the same time toprotect the privacy of individuals.
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o Cost of obtaining medical records should be decreased.
o Hiring individuals with disabilities to work in clinics.
o Allow employees to express concerns about lack of services without anyreprimands.
o Proper training in making referrals.

Community ExemplarsAs a final exercise, attendees were asked to provide names ofphysicians/clinics/organizations that work toward barrier-free health and medical servicesin their communities. The following community examples were given:
 Dr. Sandy McDonald (Cardiovascular Thoracic Surgeon with Barrie VascularImaging)
 Dr. Kirsty Duncan (international expert on corporate responsibility)
 Sheldon M. Chumir Health Centre
 Alex Seniors Centre
 Dr. Denise Hill (Clinical Assistant Professor for the Department of ClinicalNeurosciences, University of Calgary)
 Dr. Stuart Wilkinson
 Dr. Trey Petty (Dentist)
 Ron Semanoff (Calgary Counselling)
 Myrna Schillinger (citizen)

Wrap UpAttendees were thanked for their participation and asked to contact ACCD if they had anyfurther questions or comments.
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Vegreville Community Consultation: A Summary of the Discussion (June 3,
2010)

Opening RemarksBev Matthiessen, Executive Director, and Melita Avdagovska, Research and ProjectsCoordinator, from the Alberta Committee of Citizens with Disabilities welcomed theparticipants and thanked them for coming to be part of this very important initiative. Bevopened the consultation with an historical perspective of ACCD and the work that ispresently being done. She explained that ACCD has received numerous complaints throughthe years about access issues people with disabilities have to health and medical services.That is why ACCD became involved in this project. She also explained that ACCD’s Barrier-
Free Health and Medical Services in Alberta project is an initiative to identify the barriers thatAlbertans with disabilities face when accessing preventative and ongoing health services.The Barrier-Free Health and Medical Services in Alberta project has two phases. During thefirst phase ACCD will be conducting a systematic literature review to identify existingresearch, policies, case studies, government initiatives, legislation, and opinions on the stateof access to health and medical services for people with disabilities. Questionnaires havebeen distributed to people with disabilities and health professionals, and there will be sixcommunity consultations at various locations throughout the province. The informationcollected from the literature review, the questionnaires, and the community consultationswill be used to identify issues, develop strategies, and produce recommendations for creatinginclusive, accessible health and medical services for people with disabilities. In the secondphase, ACCD will develop a communications plan and media campaign for disseminating ourfindings and recommendations to medical professionals, the disability community, and thegeneral public.Melita began the session by asking participants to introduce themselves by completing thefollowing statement:

The reason I attended this community consultation is…The responses were:
 To express my anger and dissatisfaction with some medical personal who treated mewithout professional mannerisms.
 To express some of the issues that our clients are experiencing.
 To present some of the barriers that our clients are experiencing when accessinghealth services.
 To see what others are saying and what I can contribute.
 To present some of the challenges.
 We cover a big area and we are faced with numerous challenges, especially thetransition from children to adult services.
 To bring forward some of the FASD concerns.
 To share some of the challenges that young mothers are facing.
 My struggles with the medical professionals and their lack of understanding aboutfilling out forms necessary for benefits.
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 To see how I can help my son in his struggles.
 What can we do to enhance supports for people with disabilities when seekingemployment?
 To see what other have to say.

Barriers to Accessing Health and Medical ServicesNext, participants broke into small groups to discuss barriers when accessing health andmedical services, with someone in each group chosen to act as a facilitator. Each member of thegroup was asked to list the significant barriers that he or she has experienced. Participantswere asked to explain the process of how they experience barriers rather than give broadgeneral statements. The barriers were categorized and written on post-it notes.The post-it notes from each small discussion group were gathered and clustered by themeson flip-chart sheets.The barriers by theme were:
 The inappropriateness of the medical system and health professionals

o Waiting list for mental health services in Vegreville is 3 months.
o Individuals on AISH are being charged extra fees from dentists and foreyeglasses.
o I went to the clinic to talk to my doctor and the receptionist was so rude anddid not want to work with me.
o Always new doctors that need to be educated.
o There is a shortage of specialists and people must go to Edmonton to accessthese services.
o Location of the offices and the hospital are very difficult to get to because ofunpaved roads and parking places.
o Smaller communities surrounding Vegreville do not have any medical andhealth services so people come here to access what they need.
o There is a constant turnover of medical and health professionals in the field ofFASD.
o There are 6 doctors in the community but we need at least 12 because thewaiting times for appointments are very long.
o Doctors refuse to fill out forms because they do not know the patient. Then thepatient is not able to access programs like AISH or CPP.
o There is limited acceptance of new patients in some clinics.
o Staff are afraid to help people to get on the examining table.
o Lack of appropriate patient history knowledge transfer.
o Doctors do not have time allocated to fill out forms.
o Lack of medical technicians. People have to travel to Camrose to access theseservices.
o There is big frustration when people go to the doctor because the doctor doesnot have time to answer all the questions, and they do not provide appropriatedirections.
o Only one issue per appointment.
o Very short time allocated for appointments.
o Lack of written care instructions.
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o Lack of appropriate training for doctors from different countries.
o Lack of treatment consistencies between doctors educated in Canada anddoctors educated in other countries.

 Access to services
o People have to wait too long in order to access medical tests.
o Lack of transition from child to adult services. Pediatric medical professionalsunderstand disabilities like autism, but when a child turns 18, finding a doctorthat understands autism is very difficult.
o When creating services, there is a disability priority selection. Cancer patientsget higher priority but other needs do not.
o There is a lack of psychiatric services.
o No assistance in explaining and reviewing prescribed medications.
o Lack of appropriate service provision by AADL and when a client needs tocontact a vendor.
o People from Vegreville and surrounding areas travel to Edmonton for services.
o How to afford medication that is prescribed by a physician but not on theformulary?
o How long do we have to wait for cataract surgery? Then we wait for a bed.
o When individuals are not able to obtain diagnosis in a timely manner, thenthey are not able to access services.
o Because of lack of mental health services, people end up in the jail, on thestreet, or in the hospital.
o Many financial barriers are in place now that prevent people from accessingservices.
o Waiting two years to diagnose.

 Transportation
o There is a lack of appropriate transportation system in Vegreville. People haveto rely on their families, friends, and neighbours if they are to get to any kind ofservices. There is only one set transportation system but individuals can onlyaccess it in Vegreville. Many not-for-profit organizations are using resources toassist individuals in accessing transportation to get to medical appointments.
o Here transportation is very costly.
o Buses no longer run when people need them. The impact of Greyhound cuttingservices is very profound.
o There is no transportation system to Camrose where most of the medicalappointments are being set up.
o People that go to St. Paul experience lack of parking stalls and people thattravel to Edmonton have to pay large sums for parking.
o How can people go to appointments in Edmonton, when they have to pay foraccommodations?
o Lack of appropriate transportation for seniors.

 Physical accessibility
o Examining rooms are very small and there is insufficient space for wheelchairusers.
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o Most of the clinics do not have automated door openers, and the entrancedoors are very heavy.
o Doctors do not own the clinics so they tend to rent a space that is affordablerather than accessible.

 Attitude, communication, and community advocates
o There is a great challenge with doctor attitudes toward people withdisabilities.
o Health professionals are unwilling to assist people with filling out formsnecessary for funding programs.
o Clients need to have advocates with them when going to appointments becausedoctors do not give easily understood directions.
o Doctors from other countries have different expectations and treatments.
o Every time a new doctor comes, needs to be trained.
o People that are trying to get on AISH cannot get support from the medicalpersonnel.
o There is a lack of appropriate referral and advocacy.
o Lack of plain language.
o Lack of understanding guardianship.
o FASD is misunderstood and often leads people to live in poverty.

From Barriers to SolutionsEach of the themes was stated at the top of flip-chart sheets. Each flip-chart sheet had thepost-it-notes on it that stated the barriers identified by the participants. The participantgroups were asked to go to each flip chart sheet and discuss possible solutions to address thebarriers on the post-it notes. When members had reached agreement, they wrote theirsuggestions on the flip-chart sheet. They moved to the next flip-chart sheet to consider theideas left by the previous group and added any further solutions.
 The inappropriateness of the medical system and health professionals

o Eliminate the pay scale difference between urban and rural doctors.
o Enhance the rural Alberta recruiting program.
o Create incentives for health professionals to come and work in rural areas.
o There is a drop-in clinic in Viking and it works very well.
o Eliminate operator machine telephone system.
o Create access to medication that is appropriate and necessary for individuals.
o Inform health professionals on how to give clear directions.

 Access to Services
o Rapid access to services.
o More specialists in adult services.
o When a child is transitioning to adult services, then the pediatrician needs tokeep the patient until proper services are set up in the adult world.
o The transition of services between age 18 to 65 and 65 and over should beconnected and seamless for the individual in the system.
o The ability to set up a program in Vegreville that will perform day surgerieswhich will cut down waiting time and people will be able to receive timely andappropriate services in their own communities.
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o Set up of specialized traveling clinics for mammograms, bone density, foot,hearing aid, etc. They work very well and people appreciate the access.
 Transportation

o Money to initiate a program that will provide appropriate and necessarytransportation services.
o Transportation connection between smaller communities.
o The Vegreville Transportation System to be enhanced.
o Municipalities to start taking on the responsibility for appropriatetransportation.
o Information and referral program about transportation services.
o To see how volunteers can be drivers.

 Physical accessibility
o Standards should be set about accessibility in doctor’s offices.
o The government should provide incentives to encourage medical clinics to beaccessible.
o New buildings should comply with the Alberta Building Code and createbarrier free designs.
o Doctors should have accessible exam rooms.

 Attitude, communication, and community advocates
o Sensitivity training offered to health professionals.
o To establish a good referral’s system to community resources.
o Education and awareness regarding various disabilities.
o Health professionals should use community advocates to assist them in helpingpeople.
o Education and awareness about the usage and benefits of plain language.
o Advocates play the role of an interpreter of the doctor orders.
o There should be campaigns to recruit more volunteers.
o The government should invest in building the natural support system. This willlead to long term investments.

Community ExemplarsAs a final exercise, attendees were asked to provide names ofphysicians/clinics/organizations that work toward barrier-free health and medical servicesin their communities. During this community consultation, none were provided.
Wrap UpAttendees were thanked for their participation and asked to contact ACCD if they had anyfurther questions or comments.
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Rocky Mountain House Community Consultation: A Summary of the
Discussion (June 4, 2010)

Opening RemarksBev Matthiessen, Executive Director, and Melita Avdagovska, Research and ProjectsCoordinator, from the Alberta Committee of Citizens with Disabilities welcomed theparticipants and thanked them for coming to be part of this very important initiative. Bevopened the consultation with an historical perspective of ACCD and the work that ispresently being done. She explained that ACCD has received numerous complaints throughthe years about access issues people with disabilities have to health and medical services.That is why ACCD became involved in this project. She also explained that ACCD’s Barrier-
Free Health and Medical Services in Alberta project is an initiative to identify the barriers thatAlbertans with disabilities face when accessing preventative and ongoing health services.The Barrier-Free Health and Medical Services in Alberta project has two phases. During thefirst phase, ACCD will be conducting a systematic literature review to identify existingresearch, policies, case studies, government initiatives, legislation, and opinions on the stateof access to health and medical services for people with disabilities. Questionnaires havebeen distributed to people with disabilities and health professionals, and there will be sixcommunity consultations at various locations throughout the province. The informationcollected from the literature review, the questionnaires, and the community consultationswill be used to identify issues, develop strategies, and produce recommendations for creatinginclusive, accessible health and medical services for people with disabilities. In the secondphase, ACCD will develop a communications plan and media campaign for disseminating ourfindings and recommendations to medical professionals, the disability community, and thegeneral public.Melita began the session by asking participants to introduce themselves by completing thefollowing statement:

The reason I attended this community consultation is…The responses were:
 To learn what everyone is experiencing.
 So far I have found doctors very supportive and accessibility is very good.
 I want to know about the upcoming issues that might affect me.
 Why don’t doctors do home visits? During winter, it is very difficult for me to accesshealth services.
 Here to learn and contribute.
 To see what others are saying.
 Came to participate.
 To learn.
 I have experienced barriers with the home care system. Many attitudinal barriers.
 We have to travel in order to access services.
 There are challenges to accessing basic health care.
 Issues with physical accessibility.
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Barriers to Accessing Health and Medical ServicesNext, participants broke into small groups to discuss barriers when accessing health andmedical services, with someone in each group chosen to act as a facilitator. Each member of thegroup was asked to list the significant barriers that he or she has experienced. Participantswere asked to explain the process of how they experience barriers rather than give broadgeneral statements. The barriers were categorized and written on post-it notes.The post-it notes from each small discussion group were gathered and clustered by themeson flip-chart sheets.The barriers by theme were:
 The inappropriateness of the medical system and health professionals

o There are no specialists here. People have to travel to Red Deer to access theseservices.
o If an individual needs mental health supports in Rocky Mountain House,he/she is told to wait 90 days or go and access services in Red Deer.
o People need to fight in order to get a pacemaker.
o Health professionals put off tests for seniors, because “they do not have long tolive.”
o We have to do research before we go to the doctor’s office.
o Doctors do not use plain language when giving directions.
o We advocate for people to take someone with them when going to the doctor.
o People with disabilities are last to receive care in the emergency room.
o If you go often to the ER, they make you wait more than anyone else.
o Medical staff at the laboratory ignore abuse complaints.
o Everything is rushed.
o People with chronic conditions cannot go and see their doctor for all theirneeds. One symptom per visit.
o Wait times are too long for services.

 Access to services
o Red Deer is where people from Rocky Mountain House try to access services,but it is very booked as well.
o Poor access to family doctor.
o Wait time is too long for many services.
o There is one x-ray room, so wait times for appointments are very long.
o Mental health services are being accessed in Red Deer.
o Jumping through various hoops in order to access mental health services.
o There are two reserves outside of Rocky Mountain House and the individualsliving there are also struggling with accessing services.
o People use the ambulance very frequently because of the lack of appropriatetransportation.
o Referrals to specialists are in Red Deer.
o The ‘good’ doctor in the community is backed up because everyone is waitingto see him.
o The MS clinic is in Red Deer and because of the transportation costs the MSSociety is offering some financial relief.
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o Travelling mammogram service comes once a year.
o The parking lot at most of the clinics is not paved so that creates accessibilitybarriers.
o There are no services for people that suffer a stroke.
o Because of inappropriate long term care and supportive livingaccommodations, people are transferred away from their communities.
o Support staff are asked to sit with the person with a disability after surgery,rather than have medical staff do it.
o 3 months to get on AISH.
o There is a poor mental health network.
o Lack of appropriate community follow up by medical staff.
o Health professionals do not like the community organizations that help peoplewith disabilities.

 Transportation
o There is a van available at the Good Sam that is supposed to be for communityuse; however, it is not being shared.
o There is no transportation system that is accessible and affordable.
o People incur very high transportation costs.

 Advocacy
o In Rocky Mountain House, advocates are doing all the work.
o Advocates have to act as detectives in order to assist their clients.
o There is lack of a standard processes when assisting people with disabilities.
o There are no home visits.

 Attitudes
o Negative attitudes toward people with disabilities.
o “Those people.”
o Attitudes toward individuals with mental health that “we do not deal withpeople like that.”
o Negative attitudes at medical clinics – “what is wrong with him?”
o “No need to help because he will die anyway.”
o Lack of appropriate bed-side manners.

 Financial barriers
o The accommodation fees at the long term care facilities have increased.
o The cost for long term and supportive living accommodations is higher thanthe pension.

 Housing
o Lack of affordable and accessible housing.
o People with mental health issues are living in tents; they are falling throughthe cracks.
o Many people are homeless because of lack of services.

 Physical Accessibility
o The weight of the doors and how they are installed creates a barrier for people.
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o Clinics in Rocky Mountain House are not very accessible. Even the door to theelevator is not user-friendly.
o The travelling bus for mammogram services is not accessible for people withdisabilities.
o Lack of accessible sidewalks.

 Equipment
o Lack of appropriate design.
o Backpacks need more space so assumed accessibility is no longer enough.

 Home care, caregiver, and respite care supports
o There are five nurses that do the assessments.
o It takes more than 3 weeks to have someone do the assessment.
o Lack of homemaking options.
o No support for caregivers.
o No respite care services.
o No respite care beds.
o Nothing in place to assure appropriateness of caregivers.
o No caregiver incentives.
o Families need support and the system does not assist them.
o There are financial and emotional burdens.
o High time demands.

From Barriers to SolutionsEach of the themes was stated at the top of flip-chart sheets. Each flip-chart sheet had thepost-it-notes on it that stated the barriers identified by the participants. The participantgroups were asked to go to each flip chart sheet and discuss possible solutions to address thebarriers on the post-it notes. When members had reached agreement, they wrote theirsuggestions on the flip-chart sheet. They moved to the next flip-chart sheet to consider theideas left by the previous group and added any further solutions.
 The inappropriateness of the medical system and health professionals

o There should be a medical team with various specialists set up in everycommunity so people do not have to travel in order to access services.
o Standards for practice set up.
o Education and awareness regarding various disabilities and accessible medicalequipment usage.
o Thinking in advance – planning from the beginning.
o Doctors need to do home visits for people that cannot access transportation.
o Incentives to attract more doctors in rural areas.

 Access to services
o Discharge follow-up with education and awareness.
o Eliminate criteria that prevent people from accessing supports.
o Traveling specialist medical teams to come to Rocky Mountain House on bi-weekly or monthly basis.
o Infrastructure for health services to be set up so people can access services intheir communities.
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o Install lifts to assist people to transfer.
o Usage of equipment by all that have a need.

 Transportation
o Grants to assist with transportation expenses.
o Vouchers for people to access transportation to and from medical exams.
o Incentives for the local taxi services to have accessible transportation.
o Doctors should do home visits and cut down on the wait times.
o Create a community access transportation system in Rocky Mountain House.

 Advocacy
o Create a cross-disability information and referral navigator.
o Allow individuals to lodge complaints without fear of reprimands.
o Educate people with disabilities about how to lodge a complaint.
o Create advocacy groups for individuals that do not belong to any organization.
o Establish uniform advocacy processes for community organizations.
o Establish a ParticipAction campaign.

 Attitudes
o Develop strategies to raise awareness about people with disabilities.
o Create a tool that will allow disability knowledge sharing among healthprofessionals.
o Teach people how to inform health professionals about situations – “You donot want this to happen but it has happened.”
o “Stand in our shoes to understand why we want and demand services.”
o Challenge the medical staff to understand the need.
o Community organizations to act as an information resource.
o We can all be teachers.

 Financial barriers
o Invest in appropriate and necessary services.
o Educate policy makers to differentiate between need versus not vital spending.

 Housing
o Establish a homeless shelter in Rocky Mountain House.
o Create incentives for builders to build affordable and accessible housingoptions.
o Incentives to sustain affordable and accessible housing.

 Physical Accessibility
o Create a rating scale for accessibility among the doctors.
o Awareness through the media.
o A “concern’s line” where people can call and express barrier issues, so there isa continuous record of issues.
o Initiatives to create accessible streets.
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 Equipment

o Develop appropriate equipment according to the needs of the individual(manufacturing and design).
 Home care, caregiver, and respite care supports

o Programs that will help caregivers to understand the needs of the individualsand how to cope and manage with the caregiving demands.
o Create programs that will assist caregivers to navigate the system.
o Provide family supports to assure continuation of care.
o Information and referral system.

Community ExemplarsAs a final exercise, attendees were asked to provide names ofphysicians/clinics/organizations that work toward barrier-free health and medical servicesin their communities. During this community consultation, none were provided.
Wrap UpAttendees were thanked for their participation and asked to contact ACCD if they had anyfurther questions or comments.
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Lethbridge Community Consultation: A Summary of the Discussion (June 7,
2010)

Opening RemarksMelita Avdagovska, Research and Projects Coordinator, from the Alberta Committee ofCitizens with Disabilities welcomed the participants and thanked them for coming to be partof this very important initiative. Melita opened the consultation with an historicalperspective of ACCD and the work that is presently being done. She explained that ACCD hasreceived numerous complaints through the years about access issues people with disabilitieshave to health and medical services. That is why ACCD became involved in this project. Shealso explained that ACCD’s Barrier-Free Health and Medical Services in Alberta project is aninitiative to identify the barriers that Albertans with disabilities face when accessingpreventative and ongoing health services. The Barrier-Free Health and Medical Services in
Alberta project has two phases. During the first phase, ACCD will be conducting a systematicliterature review to identify existing research, policies, case studies, government initiatives,legislation, and opinions on the state of access to health and medical services for people withdisabilities. Questionnaires have been distributed to people with disabilities and healthprofessionals, and there will be six community consultations at various locations throughoutthe province. The information collected from the literature review, the questionnaires, andthe community consultations will be used to identify issues, develop strategies, and producerecommendations for creating inclusive, accessible health and medical services for peoplewith disabilities. In the second phase, ACCD will develop a communications plan and mediacampaign for disseminating our findings and recommendations to medical professionals, thedisability community, and the general public.Melita began the session by asking participants to introduce themselves by completing thefollowing statement:

The reason I attended this community consultation is…The responses were:
 To represent a person with a disability.
 To identify problems and see what this consultation is all about.
 To represent my client and to learn more.
 I live with a disability.
 Working with people with disabilities and assisting them in accessing health services.
 To gather more information.
 I have a grandson with a disability living on his own, and I want to see what others aredoing.
 Assist people with disabilities who are seeking employment opportunities and bringforward some of the issues.
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 Clients are experiencing physical and health barriers.
 To gather more information.
 To bring forward the concerns of the hard of hearing community.
 I am a self-advocate, and I came to share some information.
 I am here on behalf of brain injury clients and to present some of the communicationbarriers.
 To learn more about the issues.
 I am facing many barriers at doctor’s offices and universal design implementation ismy goal.
 The MS advisory council wants to see equal access to resources regardless ofdisability. In Lethbridge, there is a lack of resources like housing and transportation.
 To hear what others have to say and gather more knowledge.
 To present my issues.
 To bring my issues forward.
 To see what is happening.
 To offer support.

Barriers to Accessing Health and Medical ServicesNext, participants broke into small groups to discuss barriers when accessing health andmedical services, with someone in each group chosen to act as a facilitator. Each member ofthe group was asked to list the significant barriers that he or she has experienced.Participants were asked to explain the process of how they experience barriers rather thangive broad general statements. The barriers were categorized and written on post-it notes.The post-it notes from each small discussion group were gathered and clustered by themeson flip-chart sheets.The barriers by theme were:
 The inappropriateness of the medical system and the health professionals

o If you do not appear disabled enough, doctors do not offer any assistance.
o There is an issue with doctors constantly moving and leaving.
o No consistent family physicians, especially in the rural areas aroundLethbridge.
o Doctors are unable to take on patients with complex and unique conditions.
o Health professionals lack appropriate disability-related knowledge.
o There is a lack of medical specialists.
o Medical professionals have a poor understanding of the implications of hearingloss.
o Lack of knowledge regarding how to speak to a person who is hard of hearing.
o Long waiting times for appointments.
o Lack of support in the emergency room for people with developmentaldisabilities and the behaviours.
o No or limited speech therapists, O.T.’s or physical therapy specialists in therural communities.
o The language that doctors use is very difficult to understand.
o Long waiting lists to access specialists.
o Doctors interviewing new patients and refusing patients with complex cases.
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o There are difficulties in finding a doctor who will assist individuals to fill outmedical assessments necessary for access to services.
o There are various policies that cause many issues for people with disabilities –when outside is -30C, people still have to show up at the doctor’s office inorder to renew their prescriptions.
o No lifts at doctor offices and staff does not have knowledge of how to conductappropriate transfers.
o It is very difficult to understand what is being said during a medical exam.
o Lack of assisting staff during appointments.
o Lack of doctors that take the time to listen to their patients.
o Need more trustworthy doctors.

 Access to services
o Radiology rooms too small for wheelchair users.
o No transfer teams available.
o Cuts to previously-covered services.
o Lack of screening for conditions that might require additional supports. Peopleneed to access services from the beginning.
o Need better integration of service providers and easier transfer of medicalinformation.
o Hospital staff does not want to acknowledge that people face barriers whenthey are hard of hearing.
o People that need to be placed in long term care facilities are moved away fromthe community.
o Lack of medical services leads people to move to bigger cities in order to accessservices.
o Adults with developmental disabilities who do not meet the PDD criteria facemany barriers.
o No supports or services for some disabilities.
o No ongoing rehabilitation programs and services for people on CPP or AISH.
o Lack of adequate in-home support for young adults.
o Limited funding for rehabilitation programs.
o Barriers to accessing mental health services – long waiting lists, no referral orrefusal to do a referral.
o The cost of neuropsychiatric or psychiatric assessments for those on limitedincome.
o Huge service gaps for those with disabilities between the ages of 18 to 65.
o No easy access to interpreters for individuals with hearing impairments.
o Many treatments that are available in other countries are not available inCanada/Alberta.
o One specialist has to see more than 40 patients a day.
o Some services are only partially covered, and some not at all.
o Lack of funding for necessary medical needs.
o Not enough financial support to pay for medical services.
o Too many medication errors by pharmacies.
o Eye prescriptions and eyewear are very expensive.
o High cost of staying in the hospital.
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 Transportation
o HandiBus schedule is unreliable.
o There is not enough seating space for wheelchair users or obese people on thepublic transportation system.
o Because of lack of appropriate public transportation, many individuals are notable to access appointments in a timely manner.
o There are no means of transporting non-ambulatory individuals to medicalcenters or between departments at hospitals.
o There is a lack of adequate transportation in the surrounding rural areas.
o Without appropriate transportation, individuals are not able to access a doctoror the emergency department.
o Transportation expense after discharge at another location is often theresponsibility of the individual.
o Lack of late night transportation to emergency services.

 Advocacy
o Lack of advocates because of funding barriers.

 Housing
o Lack of affordable and accessible housing for people with disabilities.

 Physical Accessibility
o Doors are too heavy to pull open.
o In the older sections of the city, sidewalks do not have curb cuts.
o Often the elevators at the hospital are not working and people cannot use thestairs.
o Entrance to buildings and medical offices are often inaccessible for wheelchairusers.
o Most of the time, automatic doors are locked so people are not able to accessthe entrance.
o Not having an accessible path of travel for people with visual impairments.
o Lack of accessible washrooms.
o Many places lack ramps.
o Specialized equipment not readily available, even in medical facilities.
o No railings on the stairs for support.

 Equipment
o AADL/government funding does not continue to pay equipment expenseswhen the client turns 18 (for example, hearing aids).
o Costs for equipment. Basic hearing aids are so expensive, and they are notcovered by various assistance plans.
o Lack of timely approval for wheelchairs for people that depend on thisequipment.
o Limited or insufficient funding for AADL supplies.

From Barriers to SolutionsEach of the themes was stated at the top of flip-chart sheets. Each flip-chart sheet had thepost-it-notes on it that stated the barriers identified by the participants. The participant
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groups were asked to go to each flip chart sheet and discuss possible solutions to address thebarriers on the post-it-notes. When members had reached agreement, they wrote theirsuggestions on the flip-chart sheet. They moved to the next flip-chart sheet to consider theideas left by the previous group and added any further solutions.
 The inappropriateness of the medical system and health professionals

o Appropriate access to medications.
o Incentives to recruit more doctors.
o Younger individuals to be encouraged to enter the medical field.
o Appointments should be according to time needs (shorter for prescriptionrenewal and longer for more complex needs).
o Pharmacist should play a bigger role in the education of patients about propermedication usage.
o To accept people regardless of the complexity of their disability.
o Provide financial reimbursement to doctors for filling out medical formsnecessary to access services.
o Enhance mental health services.
o Inform people with disabilities about organizations and advocates that canhelp them out to fill out forms.
o Incentives for doctors to take on educational and awareness workshopsregarding various disabilities.
o Fix the billable hour’s concept.
o Any therapy prescribed by a specialist or a doctor should be subsidized andavailable to the individuals that are low-income or living on AISH.
o To remove the assumptions that Lethbridge is a rural community.

 Access to services
o Portability of services.
o Removal of funding caps.
o Satellite medical clinics and having facilities set up to offer these travelingservices.
o Establish rehabilitation services.
o Recruit specialists that can assist many individuals.
o Enhance community-based medical services.
o Create a funding opportunity for the University of Lethbridge to establish amovement clinic.
o Prevent movement of services to Calgary.
o Have an individual from Lethbridge that will sit on the Alberta Health Servicesboard.
o Patient should not pay for equipment when it is being purchased by medicalstaff.
o Dentists now require a credit card on file. Many low income individuals cannotafford additional expenses.

 Transportation
o Assure a transportation system that will respond to medical appointmentneeds.
o Establish incentives for taxi companies to have accessible taxis.
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o Education and awareness about what is considered accessible transportation.
o Mandate accessible taxis for each taxi company.

 Advocacy
o Decision makers to grasp the diversity of each location.
o To challenge doctors and decision makers to understand barriers.
o Education and awareness.
o Disability should be federal so there is consistency in the message.
o Funding for legal representation concerning disability issues.

 Housing
o All architects should be educated in universal design.
o Create independent living possibilities for people with disabilities who wouldlike to remain in the community.

 Physical Accessibility
o Building inspectors to enforce the Alberta Building Code.
o Funding for health professionals to purchase accessible medical exam tables.
o Standards for accessible clinics.
o Incentives for doctors to renovate their clinics and create accessibleenvironments.
o Purchase height-adjustable equipment.
o Lifts in exam rooms to assist with patient transfers.

 Equipment
o Appropriate assessments to be conducted.
o Vendors to be screened.
o Allow people to obtain appropriate equipment and enhance their quality of life.
o Allocated equipment should be updated and reflect the needs of the individual.
o Timeline usage to be decreased. It is very inefficient to have one hearing aid forevery five years.
o Enhance cost sharing.
o Transparent appeal process for AADL.
o Programs that will cover all parts of assistive technologies and not just someparts.

Other issuesParticipants raised the following additional barriers:
 Hotels do not have accessible accommodations when people have to travel to accessmedical appointments.
 Hotel rooms are not equipped for people with disabilities and their care attendants.
 Limited amount of flexible employment for people with disabilities.
 Difficult to survive on the AISH monthly allowance.

Community ExemplarsAs a final exercise, attendees were asked to provide names ofphysicians/clinics/organizations that work toward barrier-free health and medical servicesin their communities. The following community examples were given:
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 Dr. Longhail (Bigelow Fowler West)
 Dr. Coma (Family Medical)
 Dr. Ron Tuzjikawa
 Dr. A. Smith (Bigelow Fowler Clinic)
 Dr. Meyer (#2, 1718 3 Avenue S)
 Dr. Daniel Steves (Bigelow Fowler South Clinic)
 Dr. Ikuto (Geriatrics)
 Dr. Mike T Neurosurgeon Foothills Medical Center

Wrap UpAttendees were thanked for their participation and asked to contact ACCD if they had anyfurther questions or comments.
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Grande Prairie Community Consultation: A Summary of the Discussion (June
11, 2010)

Opening RemarksMelita Avdagovska, Research and Project Coordinator, from the Alberta Committee ofCitizens with Disabilities welcomed the participants and thanked them for coming today tobe part of this very important initiative. Melita opened the consultation with an historicalperspective of ACCD and the work that is presently being done. She explained that ACCD hasreceived numerous complaints through the years about access issues people with disabilitieshave to health and medical services. That is why ACCD became involved in this project. Shealso explained that ACCD’s Barrier-Free Health and Medical Services in Alberta project is aninitiative to identify the barriers that Albertans with disabilities face when accessingpreventative and ongoing health services. The Barrier-Free Health and Medical Services in
Alberta project has two phases. During the first phase, ACCD will be conducting a systematicliterature review to identify existing research, policies, case studies, government initiatives,legislation, and opinions on the state of access to health and medical services for people withdisabilities. Questionnaires have been distributed to people with disabilities and healthprofessionals, and there will be six community consultations at various locations throughoutthe province. The information collected from the literature review, the questionnaires, andthe community consultations will be used to identify issues, develop strategies, and producerecommendations for creating inclusive, accessible health and medical services for peoplewith disabilities. In the second phase, ACCD will develop a communications plan and mediacampaign for disseminating our findings and recommendations to medical professionals, thedisability community, and the general public.Melita began the session by asking participants to introduce themselves by completing thefollowing sentence:

The reason I attended this community consultation is…The responses were:
 Removal of barriers is one of our priorities.
 I am extremely upset because of the lack of services in the area. Something has to bedone.
 Here to learn.
 I am interested to learn what others are saying. I am frustrated about the variousbarriers that I am seeing.
 To talk about the lack of specialists and services.
 I am here to talk about how difficult it is to find a clinic that is accessible. Staff doesnot know how to transfer me.
 To gather information.
 I am here to share information. We have not been able to find a family doctor forseveral years.
 I am frustrated with the lack of transition services for children that turn 18.
 To find out more about what is happening in this community.
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 To listen to the concerns.
 Here to present some of the barriers that our clients are experiencing.

Barriers to Accessing Health and Medical ServicesNext, participants broke into small groups to discuss barriers when accessing health andmedical services, with someone in each group chosen to act as a facilitator. Each member of thegroup was asked to list the significant barriers that he or she has experienced. Participantswere asked to explain the process of how they experience barriers rather than giving broadgeneral statements. The barriers were categorized and written on post-it notes.The post-it notes from each small discussion group were gathered and clustered by themeson flip-chart sheets.The barriers by theme were:
 The inappropriateness of the medical system and health professionals

o Lack of psychiatrists who are trained in developmental disabilities and willingto treat them.
o Doctors present negative attitudes toward people with disabilities, lack ofknowledge.
o Doctors are strapped for time and training.
o Many health professionals are not aware about disability-related behaviour ortherapies.
o People are being sent home without explaining how to use equipment.
o Doctors are affected by the cutbacks and the patients are experiencing theconsequences.
o Inappropriate bedside manner with people with developmental disabilities.
o Doctors are not listening to patients to understand their needs.
o Lack of recruitment of doctors for family practice.
o Lack of appropriate funding necessary for health professionals to train andimprove their knowledge.
o Doctors are under pressure to see many patients every day.
o Doctors are not taking complaints seriously from people with developmentaldisabilities.
o High turnover rate of doctors.
o Doctors are not willing to stay very long in areas like Grande Prairie.
o Lack of trained staff to work with people with complex needs.

 Access to services
o People with developmental disabilities are being denied access to psychiatricservices at the hospital while everyone else with same symptoms gainadmission to acute care.
o Lack of psychiatric services for children in acute care.
o Lack of access to neurological services.
o People have to travel to Edmonton in order to access services.
o More impaired an individual – less available services.
o Lack of specialized equipment services.
o No emergency placement for people lacking family support.
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o Services for individuals that are living off the reserves are virtually non-existent.
o Lack of collaboration between PDD and Alberta Health Services.
o Lack of funding to conduct appropriate assessments.
o People are not able to access services because of attitudinal barriers.
o Access to services has been compromised because of cuts to funding.
o People who try to access services outside of Grande Prairie have to bear thecost of the travel.
o “A person with 69 IQ is living comfortably, while a person with 71 IQ is on thestreets.”
o People are “surviving but not thriving.”
o Neglect and abuse.
o Unrealistic timelines and lack of financial support to meet mandated standardsimposed by funders.
o Lack of transparent information of how budget allocations are being used.
o Lack of access to necessary medical equipment.
o Lack of mental health services available for families of people with disabilities.
o People leave by air ambulance or ambulance to Edmonton and upon releasefrom the hospital they have to pay for their transportation back.
o Very long wait lists for diagnosis and treatment services.
o Lack of transition planning services for young adults 17 to 18 years old.
o Walk-in clinics have very long wait times.
o Very high parking fees.
o Lack of appropriate responses to referrals.
o Many issues with WCB and access to services.
o Financial assistance is not accessible equally throughout the province. Localmanagement determines what their office will pay for.
o People are being released from the hospital without ensuring that they have asupport system.

 Transportation
o Lack of organizations that can assist people with disabilities to and frommedical appointments.
o People who live outside of Grande Prairie have difficulties accessingtransportation to and from medical appointments.
o In Grande Prairie, there are limited numbers of DATS buses, and it is verydifficult to access them in a timely manner.
o Ambulances are used because there is no appropriate accessibletransportation system.

 Advocacy and community organizations
o People have to constantly search through various organizations in order to seewho offers what services.
o Lack of communication between organizations.
o Organizations want to do more but there is a lack of opportunities and funding.
o Lack of unified national disability voice.
o Organizations are not sure how to create action.
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 Caregivers and family members
o Lack of financial support for caregivers.
o Lack of respite care services.
o Lack of training and support services for family members that provide care.

 Physical Accessibility
o Lack of height-adjustable exam tables at doctor’s offices.
o Sidewalks are not accessible for wheelchair users.
o Parking not properly used.
o There are many physical barriers that prevent people from entering doctor’soffices.

 Information and resource navigation
o People are referred from one place to another and back and forth.
o Lack of cooperation among professionals to make people aware of resourcesthat are available in their communities.
o FSCD plays a guessing game about telling people what it can fund and what itcannot.
o Referrals cost money to families.
o Lack of meaningful and incorporated participation of clients, caregivers, andfamilies.

 Disability awareness
o Health professionals lack the understanding of decision-making rights andguardianship.
o Person has to look disabled in order to qualify for a program.
o Lack of disability-related education and awareness.

 Financial Barriers and Employment
o People who choose to work in the disability field cannot afford to live off thewages this sector pays. Consequently, there are too many undereducated frontline staff working in this sector.
o People who are on AISH or CPP struggle to afford basic necessities.
o People do not want to be poor and left out.

From Barriers to SolutionsEach of the themes was stated at the top of flip-chart sheets. Each flip-chart sheet had thepost-it-notes on it that stated the barriers identified by the participants. The participantgroups were asked to go to each flip chart sheet and discuss possible solutions to address thebarriers on post-it notes. When members had reached agreement, they wrote theirsuggestions on the flip-chart sheet. They moved to the next flip-chart sheet to consider theideas left by the previous group and added any further solutions.
 The inappropriateness of the medical system and health professionals

o Enhance the work between health professionals, Alberta Health Services, andAlberta Health and Wellness.
o Incentives for students to go into the medical profession.
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o Broaden the concepts for diagnosis and treatments in order for people to beable to access appropriate services.
o Offer disability-appropriate training for health professionals.
o Create a strategic plan of how to get more health professionals to move toGrande Prairie and remain long term.
o Enhance rural recruitment of health professionals.

 Access to services
o Enhance services in smaller communities.
o Ensure funding for information and referral services.
o Education and understanding about why referral services are necessary.
o Create additional traveling specialist clinics.
o Improve the support system for accessing services that are not offered inGrande Prairie.
o People should be allowed medical appointment days when they need to traveloutside of Grande Prairie when accessing medical appointments and services.
o Appropriate and timely access to medical services.
o Discharge planners who will assist people to integrate back into thecommunity.
o Government departments that are committed to collaboration.
o Establish a community resource centre that will offer counselling, support,advocacy, and resources.

 Transportation
o Increase the number of accessible transit busses.
o Create a transportation system that it is accessible and timely.
o Create an efficient booking system for DATS.

 Advocacy and community organizations
o Enhance the volunteer service sector.
o Organizations need to take on the responsibility of updating the informationthat they provide.
o All organizations need to unite and create one point of access for people thatare looking for help.

 Caregivers and family members
o Create a pool of staff that will be able to provide respite care services to people.
o Enhance support groups.
o Flexibility for staff that care for more than one client.
o Create funding methods for family caregivers to be able to access respite careservices.
o Improve respite care services.
o Create opportunities for caregivers to be paid for the services they provide.
o Create a tool that will allow sharing of tips and services.

 Physical Accessibility
o Create standards for accessible clinics and equipment.
o Educate on universal design.
o There should be at least one place that is fully accessible.
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 Information and resource navigation
o One point of access – creation of a community connector.
o More information sharing about funding programs – people need to knowwhat exactly is being funded.
o Programs are being shut down without informing everyone in the system.
o There should be knowledge sharing sessions about funding criteria.
o Improve the assessment system and remove the financial barriers associatedwith it.

 Disability awareness
o There should be more disability awareness presentations and follow up.
o There should be new research information sessions. People should be able toknow what is out there as a therapy possibility.
o Enhance the methods of how verification of disability is done. The system hasto be appropriate.
o Educate court employees about disability-related behaviour.

 Financial Barriers and Employment
o People want to have appropriate housing, food, health, and be able toparticipate in society as contributing citizens.

Community ExemplarsAs a final exercise, attendees were asked to provide names ofphysicians/clinics/organizations that work toward barrier-free health and medical servicesin their communities. The following community examples were given:
 Bonnie Sunde, teacher at Crystal Park School
 Connie Pilgrim, teacher at Crystal Park School
 Dr. James Pope
 Employers: Sears and the Daily Herald Tribune
 Bryan Zacharious, Goodwill support worker
 Dr. Chip Ingraham, dentist
 Dr. Brad Martin
 Dr. Alexandra Noga
 Dr. Richard Martin
 Karla Sondrup, nurse
 Curtis Crough, pharmacist

Wrap UpAttendees were thanked for their participation and asked to contact ACCD if they had anyfurther questions or comments.



246

Appendix II: Health Professionals and People with Disabilities
Surveys

Health Professionals SurveyDear Health Professional:You are invited to participate in a research study to identify the barriers that Albertans withdisabilities face when accessing preventative and ongoing health and medical services.The Alberta Committee of Citizens with Disabilities is a consumer-directed provincial cross-disabilityorganization that has worked since 1973 to promote full participation in society for Albertans withdisabilities. ACCD recently received a grant from the Alberta Human Rights and MulticulturalismFund for a project entitled Barrier-Free Health and Medical Services in Alberta.As part of this study, we are conducting a systematic literature review to identify existing research,policies, case studies, government initiatives, legislation, and opinions on the state of access to healthand medical services for people with disabilities. Information is also being gathered throughquestionnaires that have been distributed to health professionals and people with disabilities. Inaddition, we will be hosting focus groups at various locations throughout the province. Theinformation collected from the literature review, the questionnaires, and the focus groups will beused to identify issues, develop strategies, and produce recommendations for creating inclusive,accessible health and medical services for people with disabilities.Our advisory committee is comprised of government personnel, medical professionals, disabilitycommunity representatives, and various experts in the field of health and medical services delivery.The survey is ANONYMOUS! The information gathered is confidential and will not be shared with anyother organization or regulatory body. There are no costs or risks to you for filling out thequestionnaire.Your answers will help us identify YOUR NEEDS as a health professional when providing health andmedical services to Albertans with disabilities. Your participation is voluntary.The survey should take about 15 minutes to complete. We ask that you complete and return it by June30, 2010 in the enclosed envelope, or by fax or by email.
YOUR PARTICIPATION IS GREATLY APPRECIATED!If you have any questions or concerns about completing the questionnaire or about being in thisstudy, please contact us in Edmonton at 780-488-9088, or toll free at 1-800-387-2514. You can alsoreach us by e-mail at Melita@accd.net.We will be hosting FOCUS GROUPS, as well, and if you are interested in participating in one, pleasecontact us.Sincerely,ACCD Project Team
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1. Please check ALL that apply.I am in full-time medical practiceI am in part-time medical practice
2. Which of these best describes you?Family physician/general practitionerMedical/surgical/laboratory specialistPhysician working exclusively in a non-clinical settingOther, please specify:

3. For statistical purposes, what is your gender?MaleFemale
4. Where is your office located in Alberta? ______________________________________________
5. How long has your office/clinic been open?______________________________________________
6. Check the category (ies) which best describe(s) the setting(s) where you work.Private office/clinicCommunity clinic/Community health centreFree-standing walk-in clinicAcademic health sciences centreCommunity hospitalEmergency departmentFree-standing lab/diagnostic clinicOther, please specify:
7. With respect to your MAIN patient care setting specified, describe the populationPRIMARILY served by you in your practice.Inner cityUrban/SuburbanSmall townRuralGeographically isolated/Remote
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Other, please specify
8. Why did you consider establishing your practice at your current location?LocationAffordabilityWheelchair accessiblePublic transit routeOther, please specify:
9. Please indicate with whom you regularly collaborate in providing patient care.Family physiciansPsychiatric specialistsPediatric specialistsObstetrical/gynaecological specialistsInternal specialistsSurgical specialistsDieticians/nutritionistsOccupational therapistsPhysiotherapistsMental health counsellorsSocial workersSpeech-language pathologistsOther
10.How many patients with disabilities do you have at your current practice?1 to 5 patients6 to 10 patients11 to 20 patientsmore than 21 patients
11.Types of disabilities represented by your patients (check ALL that apply):Chronic medical disordersCognitive disordersIntellectual disorders
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Mental health and substance abusePhysical impairmentSensory impairment
Questions Yes No Not Sure

12. Are there clearly marked accessible parking stalls at youroffice?
13. Is there a path of travel that does not require the use of stairs?
14. If there are stairs, is there a ramp that allows easy access to theentrance?
15. Are there clearly visible and easily understood signs to indicatethe entrance?
16. Is there a smooth surface transition from the parking to theentrance?
17. Are there power door operators at the interior and exteriorentrances of your office?
18. Is there enough space for a wheelchair/scooter to use theentrance?
19. Is the entrance door to your office easy to open (minimalstrength required to open or close)
20. Does the reception area have a lowered section of counter forpeople who cannot stand when speaking with the receptionist?
21. Can objects protruding from the walls be easily detected bycanes used by people with visual impairments?
22. Are the hallways leading to the examining room wide enoughfor a wheelchair/scooter?
23. Is the doorway into the examination room wide enough for awheelchair/scooter?
24. Are the door handles on the examination rooms lever type?
25. Is there visible and easily understood directional signage?
26. Is there strong colour contrast between the doors and walls?
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Questions Yes No Not Sure
27. Are there enough chairs for use by people who cannot standwhile waiting?
28. Is there enough space in the waiting room for people inwheelchairs/scooters to manoeuvre/wait?
29. Is there an accessible washroom with enough space for awheelchair/scooter to fit and close the door?
30. Is there enough space in the patient room for you and the staffto move around comfortably?
31. Is there an adjustable examining table or a chair?
32. Do the staff arrange to have a transfer team to assist peoplewith physical impairments when moving from the mobilitydevice/wheelchair/scooter to the table?
33. Is there assistance throughout the procedures to move peoplewith disabilities from one apparatus to another?
34. Is there assistance for people with disabilities toundress/dress?
35. Is there a scale with grab bars in your office for people whohave difficulty standing?
36. Is there a scale that allows people to be weighed while sitting ina wheelchair?
37. Is there a scale that is attached to a sling lift so than anindividual can be lifted and weighed?
38. Is there a scale for people who weigh in excess of 350 lbs(158.75 kg)?
39. Is there an amplified communication system or device withvolume control at the reception desk?
40. Is there a TTY phone at your office in order to contact patientswith hearing impairments?
41. Are the staff knowledgeable in using a TTY phone whencontacting patients with hearing impairments?
42. If needed, do the staff arrange for sign language interpreters inadvance?
43. Are alternate formats of communication provided?
44. Is informational material available in various formats (Braille)at your office?
45. Is there a washroom sign with Braille or raised letterinstructions?



251

Questions Yes No Not Sure
46. Does your office accommodate various disability needs (e.g.interpreter, alternative forms of communication, extra time foran appointment)?

47.When you prescribe a test like a mammogram or a CT scan, how do you assure that thelocation has accessible imaging devices? ____________________________________________________
48.My office has everything needed to provide patients with disabilities with completemedical care. Strongly AgreeAgreeUncertainDisagreeStrongly Disagree
49.Does your practice have a process to identify the needs of patients with disabilities?YesNo
50.If you answered Yes to Question 49, please explain your process._________________________
51.Do you have policies and procedures for managing patients with disabilities?YesNo
52.If you answered Yes to Question 51, please explain your policies and procedures inmanaging patients with disabilities.____________________________________________________________
53.Do you offer training to your support staff in how to work and assist people withdisabilities? YesNo
54.If you answered Yes to Question 53, please state examples of the training.__________________
55.Do you give people with disabilities written instructions on managing care at home?YesNo
56.If you answered Yes to Question 55, how much extra time is needed in order to accomplishthis?____________________________________________________________________________
57.Do you routinely give patients a written list of all medications?Yes
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No
58.How would you rate your personal satisfaction with your practice?Very poorPoorGoodExcellent
59.Your view on the current health system.Only minor changes are neededFundamental changes are neededSystem needs to be completely rebuilt
60.What do you see as a major barrier to providing care to people with disabilities? ____________
61.What would you like to see improved immediately regarding barrier-free access to medicalclinics and diagnostic tests for people with disabilities? _______________________________________
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People with Disabilities SurveyDear Participant,ACCD recently received a grant from the Alberta Human Rights andMulticulturalism Fund for a project entitled Barrier-Free Health and MedicalServices in Alberta. This is not a government initiative but rather a projectdeveloped by ACCD in response to our members' personal experiences accessinghealth and medical services at doctors’ offices throughout the province.The Alberta Committee of Citizens with Disabilities is a consumer-directedprovincial cross-disability organization that has worked since 1973 to promotefull participation in society for Albertans with disabilities.Over the years, we have heard numerous stories from people with disabilitiesabout the barriers they face when visiting doctors' offices and accessingprocedures in diagnostic labs. ACCD wishes to identify these barriers and worktowards removing them by recommending changes so that people withdisabilities can fully access necessary health and medical services.ACCD has developed a survey to gather information on the experiences peoplewith disabilities have when going to a doctor's office or diagnostic clinic.The survey is ANONYMOUS! The information gathered is confidential and will notbe shared with any other organization or regulatory body. There are no costs orrisks to you for filling out the questionnaire.Your answers will help us assess the needs of Albertans with disabilities whenaccessing health and medical services. We ask that you fill out the survey by June30, 2010.Please ANSWER ONLY THE QUESTIONS THAT RELATE TO YOU PERSONALLY!The questionnaire takes 15 20 minutes to complete. YOUR PARTICIPATION ISGREATLY APPRECIATED!If you have questions or need assistance filling out this questionnaire, pleasecontact us at 780-4889088 or 1-800-387-2514 or email Melita@accd.net.We will be hosting FOCUS GROUPS, as well, and if you are interested inparticipating in one, please contact us.Sincerely,ACCD Project Team
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General Information1. What is your age?
o 0-18
o 19-30
o 31-50
o 51-70
o 71 and over2. What is your gender?
o Male
o Female3. Where do you live in Alberta?4. You live
o Independently
o Supportive Living
o Lodge
o Long-Term Care Facility
o Other
o Other (please specify)5. What is/are your disability/disabilities?6. You are
o Employed
o Unemployed
o Unable to work because of a disability
o Student
o Retired7. What is your total annual household income?
o Less than $20,000
o $20,000 to $39,999
o $40,000 to $59,999
o $60,000 to $79,999
o $80,000 or more8. Source of care support (please check ALL that apply)
o My self
o Family
o Friends
o Home care
o Self-managed care
o Supportive living
o None required
o Required, but not available
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9. In general would you say your health is:
o Poor
o Fair
o Good
o Very Good
o Excellent

You, as the User of Services10. I have a:
o Regular doctor (general practitioner) who is familiar with my disability
o Regular doctor (general practitioner) who is familiar with my disabilitybut who is reluctant to help me have my needs met
o Regular doctor (general practitioner) who is not familiar with my disability
o Regular doctor (general practitioner) who is not familiar with my disabilitybut is willing to work with me to help me have my needs met
o Problem finding a regular doctor (general practitioner)
o I use a medical center to access my regular doctor (general practitioner)11. If you do have a regular doctor (general practitioner), how long has thisperson been your doctor?12. Does this doctor handle most of your health care needs?
o Yes
o NoIf you answered No, please explain who else handles your health care needs.13. How often do you access medical and health services for REGULAR check ups?
o Once a week
o Once a month
o Once every 6 months
o Once a year
o OtherIf you answered OTHER, please explain14. How often do you access medical and health services for EMERGENCYservices?
o Once a week
o Once a month
o Once every 6 months
o Once a year
o OtherIf you answered OTHER, please explain15. What diagnostic health services have you been referred to within the past year(please check ALL that apply)?
o Mammogram
o Blood test
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o Bone scan
o PAP test
o X-ray
o MRI scan
o CT scan
o Prostate/bladder exam
o Colon exam
o None
o OtherIf you answered OTHER, please explain16. What diagnostic health services have you accessed within the past year?
o Mammogram
o Blood test
o Bone scan
o PAP test
o X-ray
o MRI scan
o CT scan
o Prostate/bladder exam
o Colon exam
o None
o OtherIf you answered OTHER, please explain

Accessing Health and Medical Services in Alberta17. What transportation do you use when accessing medical appointments anddiagnostic tests?
o Private vehicle
o Specialized parallel transportation (Handibus)
o Taxi
o Public transit
o Other18. If you answered Specialized Parallel Transportation, Taxi, or Public Transit forQuestion 17, how do you find using this transportation for accessing medicalappointments?
o Very reliable
o Reliable
o Minor delays
o Not reliableIf you answered NOT RELIABLE please explain why___________________________________19. How many minutes does it usually take to get to your regular doctor's office?
o Less than 15 minutes
o 16 to 30 minutes
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o 31 to 60 minutes
o More than 60 minutes20. Is your doctor's clinic in a location where public transportation is available?
o Yes
o Somewhat
o No21. Please answer the following questions:Questions Yes No Not Sure NotApplicableAre there clearly marked accessible parking stalls at your doctor'soffice?Is there a path of travel that does not require the use of stairs?If there are stairs, is there a ramp that allows easy access to theentrance?Is there clearly visible and easily understood signage to indicateentrance?Is there a smooth surface transition from parking to entrance?Are there power door operators at the interior and exteriorentrances of your doctor’s office?Is there enough space for a wheelchair/scooter to use theentrance?Is the entrance door to the doctor's office easy to open (minimalstrength required to open or close)Does the reception area have a lowered section of counter forpeople who cannot stand when speaking with the receptionist?Can objects protruding from walls be easily detected by canes?Are the hallways leading to the examining room wide enough for awheelchair/scooter?Is the doorway into the examination room, wide enough for awheelchair/scooter?Is the door handle on the examination rooms lever type?Is there visible and easily understood directional signage?Is there strong colour contrast on the doors and walls?Are there enough chairs for use by people who cannot stand whilewaiting?Is there enough space in the waiting room for people inwheelchairs to manoeuvre/wait?Is there an accessible washroom with enough space for awheelchair/scooter to fit and close the door?Is there space in the waiting room’s seating area to accommodatea wheelchair or scooter?Is there enough space in the patient room for you and the staff tomove around comfortably?
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Is there an adjustable examining table or a chair?Do the staff arrange to have a transfer team to assist you whenmoving from the mobility device/wheelchair/scooter to the tableand assist you with positioning?Is there assistance throughout the procedures to move from oneapparatus to another?Is there assistance to undress/dress?Is there a scale with grabbers in your doctor’s office for peoplewho have difficulty standing?Is there a scale that allows people to be weighed while sitting in awheelchair?Is there a scale that is attached to a sling lift so than an individualcan be lifted and weighed?Is there a scale for people who weigh in excess of 350lbs?Is there an amplified communication system or device withvolume control at the reception desk?Is there a TTY for use to make phone calls?Are the staff knowledgeable in using TTY when contacting you?If needed, do the staff arrange for sign language interpreters inadvance?When making an appointment are alternate formats ofcommunication provided?Is the informational material available in various formats at yourdoctor’s office?Is there a washroom sign with Braille or raised letter instructions?
22. How would you rate the skills of the health care personnel assisting you withyour disability-related needs during the exam?

o Very poor
o Poor
o Fair
o Good
o Excellent23. If your doctor does not have an appropriate scale to weigh you, where do youhave your weight measured? Please explain.24. Can you access services like mammograms, x-rays or CT scans?
o Yes
o No
o SometimesIf you answered NO or SOMETIMES, please explain why25. Where do you access services like mammograms, x-rays or CT scans?
o Hospital
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o Diagnostic clinic
o OtherIf you answered OTHER, please explain26. Please tell us if you have had any issues when accessing medical devices forvarious exams that were prescribed by your doctor? ______________________________

The Service27. Please check the appropriate box for each question:
Question VeryPoor Poor Fair Good VeryGoodThe knowledge of the additional medical personnel(specialists, technicians, reception, nurses, and otherdoctors) of you as a patient.The coordination between the additional medicalpersonnel (specialists, technicians, reception, nurses,and other doctors) and your regular doctorThe personal manner (courtesy, carefulness, etc) ofthe health care professional at your doctor’s office?

28. When you have a medical emergency and call the doctor’s office for anappointment, how quickly do they usually see you?
o The same day
o The next day
o In 2 to 3 days
o In 4 to 5 days
o More than a week29. How long do you wait to get an appointment if you do not have an emergency?
o The same day
o The next day
o In 2 to 3 days
o In a week
o In 2 to 3 weeks
o More than a month30. Do you feel that the allocated time for an appointment is sufficient to meetyour needs?
o Very sufficient
o Sufficient
o Somewhat sufficient
o Not sufficientIf you answered SOMEWHAT SUFFICIENT and NOT SUFFICIENT, please specifywhy_________________________________________________________________________________________
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31. Does the doctor’s office accommodate your disability needs (e.g. interpreter,alternative forms of communication, extra time for an appointment)?
o Yes
o No
o SometimesIf answered NO or SOMETIMES, please specify why___________________________________32. Please answer the following questions:Questions StronglyAgree Agree Uncertain Disagree StronglyDisagreeMy doctor sees my abilities rather than mydisabilityMy doctor needs to be more thorough in treatingand examining meMy doctor sees my disability as a cause for everysymptomMy doctor listens to my concerns and symptomsWhen I am receiving medical care, my doctor paysattention to my privacyIt is easy for me to get medical careThe medical personnel are good about explainingthe reasons for medical testsMy doctor’s office has everything needed toprovide me with complete medical careThe doctors who treat me should be morerespectfulDuring my medical visits, I am always allowed tosay everything I think is importantWhen I go for medical care, they are careful tocheck everything when treating and examining meIt is hard for me to get medical care on short noticeThe doctors who treat me have a genuine interestin me as a personSometimes doctors use medical terms withoutexplaining what they meanMy doctor gives me advice and helps me to makedecisions about my careMy doctor is supportive in completing forms onmy behalf33. How often do you leave your doctor’s office with unanswered questions?
o Always
o Almost always
o A lot of the time
o Some of the time
o Almost never
o Never
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34. Do you think that the health care system in Alberta needs:
o Complete overhaul
o Major reforms
o Minor reforms
o No reforms35. What would you like to see improve immediately in your access to medicalclinics and diagnostic tests? _____________________________________________________

The Need for Change36. Please rate the following in importance for you:Question VeryImportant Important Neutral SomewhatImportant NotImportantAccessible transportationReliable transportationParking stall for people withdisabilitiesAccessible entrances at medicalclinicsAccessible medical examsAvailability of communicationmaterials in alternative formatsDisability awarenessMedical services that areappropriate for my needs37. Please tell us any additional information regarding your experiences whenaccessing health and medical services in Alberta.38. If you would like us to contact you for further discussion, please provide yourcontact information, contact us at 1-800-387-2514, or email Melita@accd.net.  Wewill be hosting FOCUS GROUPS as well, and if you are interested in participatingin one, please contact us.
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Appendix III: Health Professionals Survey Supplementary
Tables

Table 1: Health Professionals Survey: Participant LocationBlack Diamond Calgary CastorDrumheller Edmonton EdsonFairview Fort Macleod Fort McMurrayFox Creek Grande Cache LethbridgeMedicine Hat Okotoks OldsPonoka Red Deer Rocky Mountain HouseStand Off Stony Plain SundreTofield Vermillion Vulcan
Table 2: Health Professionals Survey: Medical PracticePlease check ALL that apply:Answer Options ResponsePercent ResponseCountI am in full-time medical practice 67.45% 29I am in part-time medical practice 32.55% 14

answered question 43
skipped question 1

Table 3: Health Professionals Survey: Type of Health ProfessionalWhich of these best describes you?Answer Options ResponsePercent ResponseCountFamily physician/General Practitioner 75.00% 33Medical/Surgical/Laboratory specialist 11.37% 5Physician working exclusively in a non-clinical setting 0.00% 0Other 13.63% 6
Answered question 44

skipped question 0
Table 4: Health Professionals Survey: GenderGenderAnswer Options ResponsePercent ResponseCountMale 54.55% 24Female 45.45% 20

answered question 44
skipped question 0
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Table 5: Health Professionals Survey: Setting(s) of practice (multiple answers per participant)Check the category(ies) which best describe(s) the setting(s) where you work (ALL thatapply)Answer Options ResponsePercent ResponseCountPrivate office/clinic 70.45% 31Community clinic/Community health centre 13.63% 6Free-standing walk-in clinic 4.54% 2Academic health sciences centre 9.09% 4Community hospital 40.90% 18Emergency department 36.36% 16Free-standing lab/diagnostic clinic 0% 0Other 4.54% 2
answered question 79

skipped question 0
Table 6: Health Professionals Survey: Population Served (multiple answers per participant)With respect to your MAIN patient care setting specified, describe the populationPRIMARILY served by you in your practice (ALL that apply).Answer Options ResponsePercent ResponseCountInner city 13.63% 6Urban/Suburban 40.90% 18Small town 34.09% 15Rural 36.36% 16Geographically isolated/Remote 2.27% 1Other

answered question 56
skipped question 0

Table 7: Health Professionals Survey: Reasons for establishment of practice at the current locationWhy did you consider establishing your practice at your current location?Answer Options ResponsePercent ResponseCountLocation 67.50% 27Affordability 20.00% 8Wheelchair accessible 2.50% 1Public transit route 10.00% 4Other
answered question 40

skipped question 4
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Table 8: Health Professionals Survey: The collaborative process (multiple answers per participant)Please indicate with whom you regularly collaborate in providing patient care.Answer Options ResponsePercent ResponseCountFamily physicians 88.63% 39Psychiatric specialists 59.09% 26Pediatric specialists 40.90% 18Obstetrical/gynaecological specialists 59.09% 26Internal specialists 65.90% 29Surgical specialists 56.81% 25Dieticians/nutritionists 59.09% 26Occupational therapists 47.72% 21Physiotherapists 70.45% 31Mental health counsellors 72.72% 32Social workers 54.54% 24Speech-language pathologists 25.00% 11Other 18.18% 8
answered question 316

skipped question 0
Table 9: Health Professionals Survey: Current number of patients with disabilitiesHow many patients with disabilities do you have at your current practice?Answer Options ResponsePercent ResponseCount1 to 5 patients 11.63% 56 to 10 patients 9.30% 411 to 20 patients 6.98% 3More than 21 patients 72.09% 31

answered question 43
skipped question 1

Table 10: Health Professionals Survey: Types of disabilities represented in the practice (multiple
answers per participant)Types of disabilities represented by your patients (check ALL that apply):Answer Options ResponsePercent ResponseCountChronic medical disorders 95.45% 42Cognitive disorders 88.63% 39Intellectual disorders 61.36% 27Mental health and substance abuse 86.36% 38Physical impairment 88.63% 39Sensory impairment 63.63% 28

answered question 213
skipped question 0
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Table 11: Health Professionals Survey: Physical accessibility - outside

Question Yes No Not Sure No Answer Not
Applicable41 2 0 1 0Are there clearly marked accessibleparking stalls at your office? 93.18% 4.55% 0.00% 2.27% 0.00%38 6 0 0 0Is there a path of travel that doesnot require the use of stairs? 86.36% 13.64% 0.00% 0.00% 0.00%19 3 1 12 9If there are stairs, is there a rampthat allows easy access to theentrance? 43.19% 6.82% 2.27% 27.27% 20.45%38 5 1 0 0Are there clearly visible and easilyunderstood signs to indicate theentrance? 86.36% 11.37% 2.27% 0.00% 0.00%38 4 2 0 0Is there a smooth surface transitionfrom the parking to the entrance? 86.36% 9.09% 4.55% 0.00% 0.00%21 23 0 0 0Are there power door operators atthe interior and exterior entrancesof your office? 47.73% 52.27% 0.00% 0.00% 0.00%41 1 1 1 0Is there enough space for awheelchair/scooter to use theentrance? 93.19% 2.27% 2.27% 2.27% 0.00%

Table 12: Health Professionals Survey: Physical accessibility - insideQuestion Yes No Not Sure NoAnswer33 8 3 0Is the entrance door to your office easy toopen (minimal strength required to open orclose) 75.00% 18.18% 6.82% 0.00%11 30 1 2Does the reception area have a loweredsection of counter for people who cannotstand when speaking with the receptionist? 25.00% 68.18% 2.27% 4.55%29 5 9 1Can objects protruding from the walls beeasily detected by canes used by people withvisual impairments? 65.91% 11.36% 20.46% 2.27%42 1 1 0Are the hallways leading to the examiningroom wide enough for a wheelchair/scooter? 95.46% 2.27% 2.27% 0.00%28 12 3 1Is there visible and easily understooddirectional signage? 63.64% 27.27% 6.82% 2.27%37 5 2 0Is there strong colour contrast between thedoors and walls? 84.09% 11.36% 4.55% 0.00%42 1 1 0Are there enough chairs for use by peoplewho cannot stand while waiting? 95.46% 2.27% 2.27% 0.00%40 2 2 0Is there enough space in the waiting room forpeople in wheelchairs/scooters tomanoeuvre/wait? 90.90% 4.55% 4.55% 0.00%39 4 1 0Is there an accessible washroom with enoughspace for a wheelchair/scooter to fit andclose the door? 88.64% 9.09% 2.27% 0.00%2 34 7 1Is there a washroom sign with Braille orraised letter instructions? 4.55% 77.27% 15.91% 2.27%
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Table 13: Health Professionals Survey: Examination room accessibilityQuestion Yes No Not Sure NoAnswer39 3 2 0Is the doorway into the examination roomwide enough for a wheelchair/scooter? 88.63% 6.82% 4.55% 0.00%18 23 3 0Are the door handles on the examinationroom’s lever type? 40.91% 52.27% 6.82% 0.00%37 7 0 0Is there enough space in the patient room foryou and the staff to move aroundcomfortably? 84.09% 15.91% 0.00% 0.00%25 19 0 0Is there an adjustable examining table or achair? 56.82% 43.18% 0.00% 0.00%
Table 14: Health Professionals Survey: EquipmentQuestion Yes No Not Sure NoAnswer4 39 1 0Is there a scale with grab bars in your officefor people who have difficulty standing? 9.09% 88.64% 2.27% 0.00%3 38 3 0Is there a scale that allows people to beweighed while sitting in a wheelchair? 6.82% 86.36% 6.82% 0.00%4 39 1 0Is there a scale that is attached to a sling liftso than an individual can be lifted andweighed? 9.09% 88.64% 2.27% 0.00%7 32 5 0Is there a scale for people who weigh inexcess of 350 lbs (158.75 kg)? 15.91% 72.72% 11.37% 0.00%3 34 5 2Is there an amplified communication systemor device with volume control at thereception desk? 6.82% 77.27% 11.36% 4.55%2 34 7 1Is there a TTY phone at your office in order tocontact patients with hearing impairments? 4.55% 77.27% 15.91% 2.27%2 28 12 2Are the staff knowledgeable in using a TTYphone when contacting patients with hearingimpairments? 4.55% 63.63% 27.27% 4.55%
Table 15: Health Professionals Survey: ServicesQuestion Yes No Not Sure NoAnswer15 28 1 0Do the staff arrange to have a transfer team to assist people with physicalimpairments when moving from the mobility device/wheelchair/scooterto the table? 34.10% 63.63% 2.27% 0.00%19 16 5 4Is there assistance throughout procedures to move people withdisabilities from one apparatus to another? 43.19% 36.36% 11.36% 9.09%33 8 2 1Is there assistance for people with disabilities to undress/dress? 75.00% 18.18% 4.55% 2.27%6 29 5 4If needed, do the staff arrange for sign language interpreters in advance? 13.63% 65.91% 11.37% 9.09%16 20 7 1Are alternate formats of communication provided? 36.37% 45.45% 15.91% 2.27%1 36 6 1Is informational material available in various formats (Braille) at youroffice? 2.27% 81.83% 13.63% 2.27%23 16 3 2Does your office accommodate various disability needs (e.g. interpreter,alternative forms of communication, extra time for an appointment)? 52.27% 36.36% 6.82% 4.55%
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Table 16: Health Professionals Survey: My office has everything needed to provide patients with
disabilities with complete medical careMy office has everything needed to provide patients with disabilities with completemedical care.Answer Options ResponsePercent ResponseCountYes 54.76% 23No 38.09% 16Not Sure 7.15% 3

answered question 42
skipped question 2

Table 17: Health Professionals Survey: My office has everything needed to provide patients with
disabilities with complete medical care.My office has everything needed to provide patients with disabilities with completemedical care.Answer Options ResponsePercent ResponseCountStrongly Agree 4.54% 2Agree 38.64% 17Uncertain 25.00% 11Disagree 27.27% 12Strongly Disagree 4.55% 2

answered question 44
skipped question 0

Table 18: Health Professionals Survey: Does your practice have a process to identify the needs of
patients with disabilities?Does your practice have a process to identify the needs of patients with disabilities?Answer Options ResponsePercent ResponseCountYes 31.82% 14No 68.18% 30

answered question 44
skipped question 0

Table 19: Health Professionals Survey: Policies and procedures for managing patients with
disabilitiesDo you have policies and procedures for managing patients with disabilities?Answer Options ResponsePercent ResponseCountYes 26.83% 11No 73.17% 30

answered question 41
skipped question 3
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Table 20: Health Professionals Survey: Training to your support staff in how to work and assist
people with disabilitiesDo you offer training to your support staff in how to work and assist people withdisabilities?Answer Options ResponsePercent ResponseCountYes 24.33% 9No 75.67% 28

answered question 37
skipped question 7

Table 21: Health Professionals Survey: Written instructions on managing care at homeDo you give people with disabilities written instructions on managing care at home?Answer Options ResponsePercent ResponseCountYes 53.48% 23No 46.52% 20
answered question 43

skipped question 1
Table 22: Health Professionals Survey: Written list of all medicationsDo you routinely give patients a written list of all medications?Answer Options ResponsePercent ResponseCountYes 39.54% 17No 60.46% 26

answered question 43
skipped question 1

Table 23: Health Professionals Survey: Personal satisfaction with practiceHow would your rate your personal satisfaction with your practice?Answer Options ResponsePercent ResponseCountVery poor 0.00% 0Poor 2.27% 1Good 68.18% 30Excellent 29.55% 13
answered question 44

Table 24: Health Professionals Survey: View on the current health systemYour view on the current health systemAnswer Options Response Percent Response CountOnly minor changes are needed 25.65% 10Fundamental changes are needed 64.10% 25System needs to be completely rebuilt 10.25% 4
answered question 39

skipped question 5
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Appendix IV: People with Disabilities Survey Results
Supplementary Tables

Table 25: People with Disabilities Survey: AgeWhat is your age?Answer Options ResponsePercent ResponseCount0-18 4.15% 1919-30 15.94% 7331-50 37.77% 17351-70 36.90% 16971 and over 5.24% 24
Answered question 458

Skipped question 6
Table 26: People with Disabilities Survey: Age and Disability Category

Disability 0-18 19-30 31-50 51-70
71 and

over
Skipped
Question1 3 10 7 1Hearing 0.22% 0.65% 2.18% 1.53% 0.22% 00 2 2 3 1Seeing 0.00% 0.43% 0.43% 0.65% 0.22% 00 0 1 0 0Speech 0.00% 0.00% 0.22% 0.00% 0.00% 00 1 17 22 1Pain 0.00% 0.22% 3.71% 4.80% 0.22% 01 14 2 3 0Learning 0.22% 3.06% 0.43% 0.65% 0.00% 08 20 67 63 12Mobility and Agility 1.74% 4.37% 14.63% 13.76% 2.62% 10 0 1 0 1Memory 0.00% 0.00% 0.22% 0.00% 0.22% 02 3 8 5 0Developmental 0.43% 0.65% 1.75% 1.10% 0.00% 01 5 5 3 0Psychological (Mental) 0.22% 1.10% 1.10% 0.65% 0.00% 05 10 31 25 2Multiple 1.10% 2.18% 6.77% 5.46% 0.43% 01 15 29 38 6None 0.22% 3.28% 6.33% 8.30% 1.31% 5

answered question 458
skipped question 6

Table 27: People with Disabilities Survey: GenderWhat is your gender?Answer Options ResponsePercent ResponseCountMale 28.81% 132Female 71.19% 326
Answered question 458

Skipped question 6
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Table 28: People with Disabilities Survey: Gender and Disability Category

Disability Male Female
Skipped
Question3 19Hearing 0.65% 4.15% 04 4Seeing 0.87% 0.87% 00 1Speech 0.00% 0.22% 06 35Pain 1.31% 7.64% 06 13Learning 1.31% 2.84% 164 107Mobility and Agility 13.97% 23.37% 01 1Memory 0.22% 0.22% 07 11Developmental 1.53% 2.40% 02 12Psychological (Mental) 0.43% 2.62% 019 54Multiple 4.15% 11.80% 020 69None 4.37% 15.06% 5

answered question 458
skipped question 6

Table 29: People with Disabilities Survey: Location of ParticipantsAirdrie Drayton Valley Irricana Red DeerBlack Diamond Drumheller Lacombe Sherwood ParkBotha Duchess Legal Spruce GroveBow Island Edmonton Lethbridge St AlbertBrooks Edson Lloydminster StettlerCalgary Elk Point Mayerthorpe Stony PlainCamrose Fairview Medicine Hat StrathmoreCanmore Fallis Neerlandia Sylvan LakeClaresholm Fort McMurray Ohaton ThorsbyCochrane Fort Saskatchewan Okotoks TofieldCold Lake Grande Prairie Onoway Turner ValleyCoutts High Prairie Peace River VegrevilleCrowsnest Pass High River Picture Butte VermilionDevon Innisfail Ponoka Wetaskiwin
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Table 30: People with Disabilities Survey: Location of Participants and Disability-

Disability Urban Rural
Skipped
Question19 2Hearing 4.50% 0.47% 16 2Seeing 1.42% 0.47% 00 1Speech 0.00% 0.23% 028 9Pain 6.64% 2.13% 417 1Learning 4.06% 0.23% 2128 37Mobility and Agility 30.34% 8.77% 62 0Memory 0.47% 0.00% 07 9Developmental 1.66% 2.13% 212 2Psychological (Mental) 2.84% 0.47% 057 12Multiple 13.51% 2.84% 450 21None 11.84% 4.98% 23

answered question 422
skipped question 42

Table 31: People with Disabilities Survey: Living SettingsYou liveAnswer Options Response Percent Response CountIndependently 76.11% 309Supportive Living 10.10% 41Lodge 0.74% 3Long-Term Care Facility 0.98% 4Other 12.07% 49
answered question 406

skipped question 58
Table 32: People with Disabilities Survey: Disability Type

Disability Category Number of Survey Participants Percentage of Survey ParticipantsHearing 22 4.74%Seeing 8 1.72%Speech 1 0.22%Pain 41 8.84%Learning 20 4.31%Mobility and Agility 171 36.85%Memory 2 0.43%Developmental 18 3.88%Psychological (mental) 14 3.02%Multiple 73 15.73%None 94 20.26%TOTAL 464 100.00%
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Table 33: People with Disabilities Survey: EmploymentYou areAnswer Options ResponsePercent ResponseCountEmployed 42.62% 185Unemployed 9.91% 43Unable to work because of a disability 25.11% 109Student 11.52% 50Retired 10.84% 47
answered question 434

skipped question 30
Table 34: People with Disabilities Survey: Household IncomeWhat is your total annual household income?Answer Options ResponsePercent ResponseCountLess than $20,000 31.11% 126$20,000 to $39,999 17.28% 70$40,000 to $59,999 14.32% 58$60,000 to $79,999 14.32% 58$80,000 or more 22.97% 93

answered question 405
skipped question 59

Table 35: People with Disabilities Survey: Household Income and Disability Category

Disability Less than$20,000 $20,000 to$39,999 $40,000 to$59,999 $60,000 to$79,999 $80,000 ormore SkippedQuestion6 2 4 1 6Hearing 1.48% 0.49% 0.98% 0.25% 1.48% 32 1 1 1 3Seeing 0.49% 0.25% 0.25% 0.25% 0.74% 01 0 0 0 0Speech 0.25% 0.00% 0.00% 0.00% 0.00% 06 5 10 6 10Pain 1.48% 1.23% 2.47% 1.48% 2.47% 412 2 3 0 0Learning 2.96% 0.49% 0.74% 0.00% 0.00% 339 25 18 36 39Mobility andAgility 9.63% 6.18% 4.44% 8.88% 9.63% 140 1 1 0 0Memory 0.00% 0.25% 0.25% 0.00% 0.00% 010 3 0 1 1Developmental 2.47% 0.74% 0.00% 0.25% 0.25% 35 6 0 0 2Psychological(Mental) 1.23% 1.48% 0.00% 0.00% 0.49% 134 10 7 6 10Multiple 8.41% 2.47% 1.73% 1.48% 2.47% 611 15 14 7 22None 2.71% 3.70% 3.46% 1.73% 5.44% 25
answered question 405

skipped question 59
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Table 36: People with Disabilities Survey: Source of Support (multiple responses per participant)Source of care support (please check ALL that apply)Answer Options ResponsePercent ResponseCountMy self 63.17% 271Family 58.04% 249Friends 21.21% 91Home care 9.79% 42Self-managed care 17.01% 73Supportive living 8.85% 38None required 11.42% 49Required, but not available 5.12% 22
answered question 429

skipped question 35
Table 37: People with Disabilities Survey: Source of Support and Disability Category(multiple
answers per participant)

Disability My self Family Friends Homecare Self-managedcare Supportiveliving Nonerequired Required,but notavailable SkippedQuestion14 10 2 1 0 1 5 0Hearing 3.26% 2.33% 0.46% 0.23% 0.00% 0.23% 1.16% 0.00% 05 4 2 0 0 0 3 0Seeing 1.16% 0.93% 0.46% 0.00% 0.00% 0.00% 0.69% 0.00% 00 1 0 0 0 0 0 0Speech 0.00% 0.23% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 029 28 11 0 11 0 3 5Pain 6.75% 6.52% 2.56% 0.00% 2.56% 0.00% 0.69% 1.16% 416 10 1 0 1 2 2 0Learning 3.72% 2.33% 0.23% 0.00% 0.23% 0.46% 0.46% 0.00% 0107 102 33 29 42 14 8 2Mobility andAgility 24.94% 23.77% 7.69% 6.75% 9.79% 3.26% 1.86% 0.46% 40 1 0 0 0 0 0 1Memory 0.00% 0.23% 0.00% 0.00% 0.00% 0.00% 0.00% 0.23% 011 13 5 1 2 8 1 0Developmental 2.56% 3.03% 1.16% 0.23% 0.46% 1.86% 0.23% 0.00% 08 6 6 1 1 1 1 4Psychological(Mental) 1.86% 1.39% 1.39% 0.23% 0.23% 0.23% 0.23% 0.93% 043 45 17 6 12 7 4 8Multiple 10.02% 10.48% 3.96% 1.39% 2.79% 1.63% 0.93% 1.86% 339 29 14 4 4 5 22 2None 9.09% 6.75% 3.26% 0.93% 0.93% 1.16% 5.12% 0.46% 24
answered question 429

skipped question 35
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Table 38: People with Disabilities Survey: Health and Well-beingIn general would you say your health isAnswer Options ResponsePercent ResponseCountPoor 11.3% 50Fair 28.5% 126Good 35.7% 158Very Good 18.6% 82Excellent 5.9% 26
answered question 442

skipped question 22
Table 39: People with Disabilities Survey: Regular DoctorI have a:Answer Options ResponsePercent Response CountRegular doctor (general practitioner) who is familiar with my disability 56.70% 220Regular doctor (general practitioner) who is familiar with my disability butwho is reluctant to help me have my needs met 6.95% 27Regular doctor (general practitioner) who is not familiar with my disability 7.23% 28Regular doctor (general practitioner) who is not familiar with my disabilitybut is willing to work with me to help me have my needs met 15.98% 62Problem finding a regular doctor (general practitioner) 5.67% 22I use a medical center to access my regular doctor (general practitioner) 7.47% 29

answered question 388
skipped question 76

Table 40: People with Disabilities Survey: Regular Doctor and Disability Category

Disability
Regular doctor(general practitioner)who is familiar withmy disability

Regular doctor(general practitioner)who is familiar withmy disability but whois reluctant to help mehave my needs met
Regular doctor(general practitioner)who is not familiarwith my disability

Regular doctor(general practitioner)who is not familiarwith my disability butis willing to work withme and help me havemy needs met Problem finding aregular doctor(general practitioner)
I use a medical centerto access my regulardoctor (generalpractitioner) SkippedQuestion17 0 2 0 0 0Hearing 4.38% 0.00% 0.52% 0.00% 0.00% 0.00% 35 0 1 0 0 0Seeing 1.29% 0.00% 0.26% 0.00% 0.00% 0.00% 20 1 0 0 0 0Speech 0.00% 0.26% 0.00% 0.00% 0.00% 0.00% 011 8 3 7 3 2Pain 2.84% 2.06% 0.77% 1.80% 0.77% 0.52% 78 0 4 1 4 1Learning 2.06% 0.00% 1.03% 0.26% 1.03% 0.26% 2102 9 8 35 3 6Mobility and Agility 26.29% 2.32% 2.06% 9.02% 0.77% 1.54% 81 0 1 0 0 0Memory 0.26% 0.00% 0.26% 0.00% 0.00% 0.00% 012 1 0 1 1 2Developmental 3.10% 0.26% 0.00% 0.26% 0.26% 0.52% 16 0 3 3 1 0Psychological(Mental) 1.54% 0.00% 0.77% 0.77% 0.26% 0.00% 138 7 5 12 3 4Multiple 9.79% 1.80% 1.29% 3.10% 0.77% 1.03% 420 1 1 3 7 14None 5.15% 0.26% 0.26% 0.77% 1.80% 3.61% 48
answered question 388

skipped question 76
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Table 41: People with Disabilities Survey: Does this doctor handle most of your health care needsDoes this doctor handle most of your health care needs?Answer Options Response Percent Response CountYes 76.7% 297No 23.3% 90
answered question 387

skipped question 77
Table 42: People with Disabilities Survey: How often do you access medical and health services for
REGULAR checkups?How often do you access medical and health services for REGULAR check ups?Answer Options Response Percent Response CountOnce a week 1.26% 5Once a month 16.63% 66Once every 6 months 27.96% 111Once a year 30.98% 123Other 23.17% 92

answered question 397
skipped question 67

Table 43: People with Disabilities Survey: How often do you access medical and health services for
EMERGENCY services?How often do you access medical and health services for EMERGENCY services?Answer Options Response Percent Response CountOnce a week 0.3% 1Once a month 4.0% 15Once every 6 months 12.6% 47Once a year 26.1% 97Other 57.0% 212

answered question 372
skipped question 92

Table 44: People with Disabilities Survey: What diagnostic health services have you been referred to
within the past year (please check ALL that apply)?What diagnostic health services have you been referred to within the past year (pleasecheck ALL that apply)?Answer Options Response Percent Response CountMammogram 28.6% 114Blood test 79.9% 319Bone scan 19.5% 78PAP test 30.6% 122X-ray 47.4% 189MRI scan 25.1% 100CT scan 20.8% 83Prostate/bladder exam 16.8% 67Colon exam 10.0% 40None 7.5% 30Other 20.1% 80

answered question 399
skipped question 65
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Table 45: People with Disabilities Survey: What diagnostic health services have you accessed within
the past year?What diagnostic health services have you accessed within the past year?Answer Options ResponsePercent ResponseCountMammogram 25.2% 98Blood test 77.9% 303Bone scan 17.0% 66PAP test 27.8% 108X-ray 46.3% 180MRI scan 23.9% 93CT scan 18.8% 73Prostate/bladder exam 16.5% 64Colon exam 6.9% 27None 9.0% 35Other 18.0% 70

answered question 389
skipped question 75

Table 46: People with Disabilities Survey: Transportation used when accessing health and medical
services (multiple answers per participant)What transportation do you use when accessing medical appointments and diagnostic tests?Answer Options Response Percent Response CountPrivate vehicle 77.7% 285Specialized parallel transportation (Handibus) 15.3% 56Taxi 3.8% 14Public transit 15.0% 55Other 11.4% 42

answered question 367
skipped question 97

Table 47: People with Disabilities Survey: If you answered Specialized Parallel Transportation, Taxi,
or Public Transit for Question 17, how do you find using this transportation for accessing medical
appointments?If you answered Specialized Parallel Transportation, Taxi, or Public Transit for Question17, how do you find using this transportation for accessing medical appointments?Answer Options ResponsePercent ResponseCountVery reliable 19.3% 20Reliable 22.1% 23Minor delays 34.6% 36Not reliable 24.0% 25

answered question 104
skipped question 360
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Table 48: People with Disabilities Survey: How many minutes does it usually take to get to your
regular doctor's office?How many minutes does it usually take to get to your regular doctor's office?Answer Options ResponsePercent ResponseCountLess than 15 minutes 37.4% 13216 to 30 minutes 35.7% 12631 to 60 minutes 20.1% 71More than 60 minutes 6.8% 24

answered question 353
skipped question 111

Table 49: People with Disabilities Survey: Is your doctor's clinic in a location where public
transportation is available?Is your doctor's clinic in a location where public transportation is available?Answer Options ResponsePercent ResponseCountYes 62.3% 218Somewhat 20.6% 72No 17.1% 60

answered question 350
skipped question 114

Table 50: People with Disabilities Survey: Accessibility

Answer Options Yes No
Not

Sure
Not

Applicable
Response

CountAre there clearly marked accessible parking stalls at yourdoctor's office? 256 38 41 21 356
Is there a path of travel that does not require the use ofstairs? 316 24 6 11 357
If there are stairs, is there a ramp that allows easy access tothe entrance? 89 23 22 166 300
Is there clearly visible and easily understood signage toindicate entrance? 271 47 23 13 354
Is there a smooth surface transition from parking toentrance? 230 72 35 15 352
Are there power door operators at the interior and exteriorentrances of your doctor’s office? 147 157 40 9 353
Is there enough space for a wheelchair/scooter to use theentrance? 222 44 66 19 351
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Answer Options Yes No
Not

Sure
Not

Applicable
Response

CountIs the entrance door to the doctor's office easy to open(minimal strength required to open or close) 174 143 27 11 355Does the reception area have a lowered section of counterfor people who cannot stand when speaking with thereceptionist? 67 248 28 11 354
Can objects protruding from walls be easily detected bycanes? 99 58 139 52 348
Are the hallways leading to the examining room wideenough for a wheelchair/scooter? 238 35 64 15 352
Is the doorway into the examination room, wide enough fora wheelchair/scooter? 193 54 90 14 351
Is the door handle on the examination rooms lever type? 85 108 145 14 352
Is there visible and easily understood directional signage? 164 80 86 18 348
Is there strong colour contrast on the doors and walls? 85 130 116 15 346
Are there enough chairs for use by people who cannot standwhile waiting? 288 46 11 7 352
Is there enough space in the waiting room for people inwheelchairs to manoeuvre/wait? 203 102 34 13 352
Is there an accessible washroom with enough space for awheelchair/scooter to fit and close the door? 145 68 119 18 350
Is there space in the waiting room’s seating area toaccommodate a wheelchair or scooter? 210 89 37 15 351
Is there enough space in the patient room for you and thestaff to move around comfortably? 198 123 23 11 355
Is there an adjustable examining table or a chair? 100 162 77 14 353Do the staff arrange to have a transfer team to assist youwhen moving from the mobility device/wheelchair/scooterto the table and assist you with positioning? 41 90 92 124 347
Is there assistance throughout the procedures to move fromone apparatus to another? 67 86 89 101 343
Is there assistance to undress/dress? 70 86 87 102 345
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Answer Options Yes No
Not

Sure
Not

Applicable
Response

CountIs there a scale with grabbers in your doctor’s office forpeople who have difficulty standing? 24 136 145 38 343
Is there a scale that allows people to be weighed whilesitting in a wheelchair? 11 163 126 43 343
Is there a scale that is attached to a sling lift so than anindividual can be lifted and weighed? 9 157 128 47 341
Is there a scale for people who weigh in excess of 350lbs? 11 92 180 62 345
Is there an amplified communication system or device withvolume control at the reception desk? 21 118 153 50 342
Is there a TTY for use to make phone calls? 13 86 176 64 339
Are the staff knowledgeable in using TTY when contactingyou? 12 40 186 97 335
If needed, do the staff arrange for sign languageinterpreters in advance? 9 37 187 100 333
When making an appointment are alternate formats ofcommunication provided? 23 67 170 78 338
Is the informational material available in various formats atyour doctor’s office? 55 92 148 44 339
Is there a washroom sign with Braille or raised-letterinstructions? 18 117 161 42 338

answered question 358
skipped question 106

Table 51: People with Disabilities Survey: How would you rate the skills of the health care personnel
assisting you with your disability-related needs during the exam?How would you rate the skills of the health care personnel assisting you with yourdisability-related needs during the exam?Answer Options ResponsePercent ResponseCountVery poor 6.2% 20Poor 11.4% 37Fair 28.4% 92Good 40.4% 131Excellent 13.6% 44

answered question 324
skipped question 140
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Table 52: People with Disabilities Survey: Can you access services like mammograms, x-rays or CT
scans?Can you access services like mammograms, x-rays or CT scans?Answer Options ResponsePercent ResponseCountYes 72.9% 250No 5.8% 20Sometimes 21.3% 73

answered question 343
skipped question 121

Table 53: People with Disabilities Survey: Where do you access services like mammograms, x-rays or
CT scans? (multiple answers per participants)Where do you access services like mammograms, x-rays or CT scans?Answer Options ResponsePercent ResponseCountHospital 51.8% 176Diagnostic clinic 68.5% 233Other 4.7% 16

answered question 340
skipped question 124

Table 54: People with Disabilities Survey: Courtesy and KnowledgePlease check the appropriate box for each question:Answer Options VeryPoor Poor Fair Good VeryGood ResponseCountThe knowledge of the additional medical personnel(specialists, technicians, reception, nurses, and otherdoctors) of you as a patient. 30 48 111 97 38 324The coordination between the additional medical personnel(specialists, technicians, reception, nurses, and otherdoctors) and your regular doctor 29 51 98 106 36 320The personal manner (courtesy, carefulness etc) of thehealth care professional at your doctor’s office? 16 35 66 126 83 326
answered question 329

skipped question 135
Table 55: People with Disabilities Survey: When you have a medical emergency and call the doctor’s
office for an appointment, how quickly do they usually see you?When you have a medical emergency and call the doctor’s office for an appointment, how quicklydo they usually see you?Answer Options Response Percent Response CountThe same day 32.1% 95The next day 23.3% 69In 2 to 3 days 18.9% 56In 4 to 5 days 10.8% 32More than a week 14.9% 44

answered question 296
skipped question 168
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Table 56: People with Disabilities Survey: How long do you wait to get an appointment if you do not
have an emergency?How long do you wait to get an appointment if you do not have an emergency?Answer Options ResponsePercent ResponseCountThe same day 6.2% 20The next day 7.1% 23In 2 to 3 days 19.9% 64In a week 32.5% 105In 2 to 3 weeks 23.5% 76More than a month 10.8% 35

answered question 323
skipped question 141

Table 57: People with Disabilities Survey: Do you feel that the allocated time for an appointment is
sufficient to meet your needs?Do you feel that the allocated time for an appointment is sufficient to meet your needs?Answer Options Response Percent Response CountVery sufficient 18.2% 59Sufficient 44.8% 145Somewhat sufficient 19.4% 63Not sufficient 17.6% 57

answered question 324
skipped question 140

Table 58: People with Disabilities Survey: Does the doctor’s office accommodate your disability needs
(e.g. interpreter, alternative forms of communication, extra time for an appointment)?Does the doctor’s office accommodate your disability needs (e.g. interpreter, alternativeforms of communication, extra time for an appointment)?Answer Options ResponsePercent ResponseCountYes 58.9% 165No 23.2% 65Sometimes 17.9% 50

answered question 280
skipped question 184

Table 59: People with Disabilities Survey: Personal Perspectives

Answer Options
Strongly

Agree
Agree Uncertain Disagree

Strongly
Disagree

Response
CountMy doctor sees my abilities rather thanmy disability 98 113 91 14 10 326My doctor needs to be more thorough intreating and examining me 26 98 52 109 40 325My doctor sees my disability as a causefor every symptom 16 35 79 126 66 322My doctor listens to my concerns andsymptoms 120 140 37 20 8 325When I am receiving medical care, mydoctor pays attention to my privacy 137 150 24 8 8 327

It is easy for me to get medical care 66 129 48 55 26 324
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Answer Options
Strongly

Agree
Agree Uncertain Disagree

Strongly
Disagree

Response
CountThe medical personnel are good aboutexplaining the reasons for medical tests 74 170 34 37 10 325My doctor’s office has everything neededto provide me with complete medicalcare 35 89 82 84 34 324

The doctors who treat me should bemore respectful 29 42 44 132 69 316During my medical visits, I am alwaysallowed to say everything I think isimportant 102 138 23 42 18 323When I go for medical care, they arecareful to check everything when treatingand examining me 62 110 65 69 14 320
It is hard for me to get medical care onshort notice 56 88 50 97 29 320
The doctors who treat me have a genuineinterest in me as a person 82 128 65 35 13 323
Sometimes doctors use medical termswithout explaining what they mean 14 75 51 150 30 320
My doctor gives me advice and helps meto make decisions about my care 68 174 37 37 7 323
My doctor is supportive in completingforms on my behalf 101 141 47 22 13 324

answered question 331
skipped question 133

Table 60: People with Disabilities Survey: How often do you leave your doctor’s office with
unanswered questions?How often do you leave your doctor’s office with unanswered questions?Answer Options ResponsePercent ResponseCountAlways 2.5% 8Almost always 6.1% 20A lot of the time 7.4% 24Some of the time 32.1% 105Almost never 39.9% 130Never 12.0% 39

answered question 326
skipped question 138
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Table 61: People with Disabilities Survey: Do you think that the health care system in Alberta needsDo you think that the health care system in Alberta needsAnswer Options ResponsePercent ResponseCountComplete overhaul 15.5% 50Major reforms 49.7% 160Minor reforms 33.6% 108No reforms 1.2% 4
answered question 322

skipped question 142
Table 62: People with Disabilities Survey: The Need for ChangeThe Need for ChangeAnswer Options VeryImportant Important Neutral SomewhatImportant NotImportant ResponseCountAccessibletransportation 154 76 41 18 32 321Reliabletransportation 192 63 36 11 17 319Parking stall forpeople withdisabilities 180 58 36 9 34 317Accessibleentrances atmedical clinics 200 59 29 11 18 317Accessible medicalexams 213 64 22 7 11 317Availability ofcommunicationmaterials inalternative formats 101 59 82 19 51 312

Disabilityawareness 194 86 27 6 2 315Medical servicesthat are appropriatefor my needs 231 66 15 3 2 318
answered question 325

skipped question 139
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Appendix V: Site Audit Request LetterDear Health Professional:In February of 2010, the Alberta Committee of Citizens with Disabilities beganworking on a project to identify barriers to health and medical services in Alberta.ACCD’s project team is currently working with professional associations and thehealth sector on an extensive literature review, community consultations, andaudit-based case studies of health care facilities to determine best practices forreducing barriers to health and medical services.
ACCD is requesting permission to conduct an accessibility audit for the
purposes of a case study in your health care facility. The audit, which will takeabout 45 minutes, can be conducted at a time that bests suits you, and theinformation gathered is strictly confidential. No identifying information will becited, you will not be asked or expected to improve accessibility in your facility,and no personal information will be shared with any other organizations orgovernment.I will be contacting you shortly to arrange a suitable time. If you have anyquestions regarding this project, please contact me at 780-488-9088 or by emailat travis@accd.net.We appreciate your support.
Sincerely,
Travis Grant
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Appendix VI: Barrier-Free Health and Medical Services in
Alberta Annotated Bibliography

Access to Government ProgramsHuman Resources and Skills Development. (1999). Future Directions to Address
Disability Issues for the Government of Canada: Working Together for Full
Citizenship.The purpose of this document is to outline future directions the Government of Canadabelieves it must take to move towards full citizenship for all Canadians who are livingwith disabilities. These directions are consistent with the joint work begun with provincesand territories.
Link:http://www.servicecanada.gc.ca/eng/cs/sp/sdc/socpol/publications/reports/1999-
000046/page08.shtml

Access to Health Care ServicesAlberta Health and Wellness. (2004). Improving Access to Health Services.This document describes how wait lists are one of the primary concerns to Albertans andwhat can be done to eliminate this problem.
Link: http://www.health.alberta.ca/documents/Comparable-Improve-Access-2004.pdfAlberta Health and Wellness. (2008). Vision 2020: The Future of Health Care in
Alberta.VISION 2020 sets the course for a health system that is first and foremost geared towardthe needs of the patient. Albertans want and deserve an excellent health-care system.They want a system that provides the care they need today and into the future and onethat adapts to Albertans’ changing needs, but will be there for them when they need it.They want a system that supports a high quality of life now and in the years to come.VISION 2020 identifies a path forward for Alberta’s health system and describes howhealth care will be delivered in a strong, sustainable way by the year 2020. It builds on,and goes beyond, the studies and work done to date to improve access and quality – fromthe Mazankowski report in 2001, to a recent review of health service delivery. VISION2020 provides direction on how to improve the delivery of services across the entirehealth system including public health, acute and continuing care, and delivery ofpharmaceuticals, ambulance services, health system governance, and accountability.
Link: http://www.health.alberta.ca/documents/Vision-2020-Phase-1-2008.pdfAlberta Health Services. (2009). Strategic Direction 2009-2010: Defining Our
Focus/Measuring Our Progress.This plan describes our values, goals, focus and key priorities. These priorities addressgoals established by the Government of Alberta and are aligned with Vision 2020. Thisplan also incorporates feedback received through a consultation process. Input wasreceived from a number of sources including physicians, staff, associations andfoundations. The plan was endorsed by the Alberta Health Services Board on June 30,2009.
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Access, quality and sustainability are challenges facing health care systems across Canadaand in most jurisdictions around the world. Meeting these challenges requires us to focuson the system as a whole, while addressing key priorities. This document outlines theapproach that Alberta Health Services will take.The Alberta Health Services strategic plan will guide our organization and initially beoperationalized by implementation of key initiatives outlined in the subsequent pages. Itwill be refreshed every year. Everyone throughout the organization will contribute toachieving the priorities through portfolio specific action plans and be measured throughaccountability agreements.
Link: http://www.albertahealthservices.ca/files/org-strategic-direction.pdfDepartment of Health. (2003). Fair Access to Care Services - Guidance on Eligibility
Criteria for Adult Social Care.This guidance provides councils with social services responsibilities (hereafter referred toas “councils”) with a framework for determining eligibility for adult social care. It covershow councils should carry out assessments and reviews, and support individuals throughthese processes. Councils should ensure that they can provide or commission services tomeet eligible needs, subject to their resources and, that within a council area, individualsin similar circumstances receive services capable of achieving broadly similar outcomes.
Link:
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/D
H_4009653Drainoni, Mari-Lynn; et al. (2006). Cross-disability Experiences of Barriers to
Health-care Access: Consumer Perspectives.In this article, the results of a series of focus groups with people with disabilities arepresented. Consumers were asked about a broad set of barriers, such as problems withcommunication, transportation, and insurance, as well as about barriers related tophysical accessibility. We used the Institute of Medicine's framework to categorizebarriers as either structural, financial, or personal/cultural. Our results suggest thatindividuals with disabilities experience multiple barriers to obtaining health care and thatthese barriers are more pronounced for some types of health care than others. Inaddition, regardless of disability type, consumers consistently spoke about similarbarriers. The results underscore the importance of taking a broad perspective whenmaking policy decisions and the need for continued change and improvement in this area.
Link: http://www.accessmylibrary.com/article-1G1-152195979/cross-disability-experiences-
barriers.htmlDevaney, J. et al. (2009). Navigatinghealth care: Gateways to Cancer ScreeningThis article is the first phase in the Gateways to Cancer Screening project - a user-drivenparticipatory research project that examines barriers and facilitators to preventive cancerscreening for women with physical mobility disabilities. Through a systematic review ofthe existing literature on this subject, we discover that, despite the fact that women withdisabilities have the same biological risk of developing cancer as non-disabled women,women with mobility impairments face systemic, architectural, procedural and attitudinalbarriers to preventive cancer screening. Our goals are to identify barriers and facilitatorsto screening, identify the gaps in the existing literature related to issues of diversity and
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ultimately set the stage for disabled women to effect change through the telling of theirown stories.
Link: http://www.informaworld.com/smpp/content~content=a915168538~db=all~jumptype=rssDevaney, J. et al. (2009) Gateways to Cancer Screening Project: Preliminary
Findings.This report outlines the main activities and accomplishments of the Gateways to CancerScreening Project. The project is based on the premise that women with physical mobilitydisabilities have faced significant barriers in accessing cancer screening. The Gatewaysproject developed a series of 5 peer-led focus groups in the Greater Toronto Area wherewomen with physical mobility disabilities came forward to describe their experienceswith cancer screening and propose recommendations to facilitate positive change.
Link:http://www.cilt.ca/Documents%20of%20the%20CILT%20Website/Report%20May%2023.pdfHansen-Turton, T. et al. (2007). Convenient Care Clinics: The Future of Accessible
Health Care.The need for accessible, affordable, quality health care in the United States has never beengreater. In response to this need, convenient care clinics (CCC) are being launched acrossthe country to help provide care to meet the basic health needs of the public. These healthcare clinics, based in retail stores and pharmacies, are staffed by nurse practitioners(NPs). CCCs have been called a “disruptive innovation” because they are consumer-drivenand they serve as a response to many health care patients who are unhappy with thecurrent conventional health care delivery system – a system that is challenged to provideaccess to basic health care services when people need it the most. CCCs have evolved at atime when our health care system is floundering, and the need for accessible, affordablehealth care is at its greatest. NPs, possessing advanced clinical skills and a strong desire toexpand access to care, are identified as the ideal provider to be in this setting and deliverthese needed services. Easily accessible and affordable, this health care model provides anentry point into the health care system for those who were previously restricted access. InCCCs, NPs will diagnose and treat common health problems, triage patients to theappropriate level of care, advocate for a medical home for all patients, and reduceunnecessary visits to Emergency Rooms and Urgent Care Clinics.
Link: http://www.acnpweb.org/files/public/CCAWhitePaperFINAL.pdfIezzoni, Lisa and O’Day, Bonnie. (2006). More Than Ramps: A Guide to Improving
Health Care Quality and Access for People with Disabilities.The book covers disability and access to health care, health care experiences of peoplewith disabilities, and improving their health care in the USA. The authors give invaluableinsights, being researchers/doctors who have experienced disabilities and who havespent much time with people having disabilities. The work is well constructed,documented, written and accessible to everyone. To illustrate various problems, theauthors use clear examples and figures plentifully, which are easier to understand thanwritten descriptions of the issues. Pertinent statistics are provided to state differentissues. The roles of the Americans with Disabilities Act, Medicare, Medicaid and privateinsurance schemes are well discussed.
Link: http://books.google.com/books?id=S6X0fsGu-
n4C&printsec=frontcover&dq=More+Than+Ramps:+A+Guide+to+Improving+Health+Care+Quality+a
nd+Access+for+People+with+Disabilities&source=bl&ots=ffha-
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pEAsg&sig=8aQwVBxQGx2cC1D30rom9Mmf8Eo&hl=en&ei=HhpzS9HcCMf5nAfq2bidCw&sa=X&oi=b
ook_result&ct=result&resnum=1&ved=0CAcQ6AEwAA#v=onepage&q=&f=falseIssaacson Kailes, J. (2008). “G’s”: Getting Access to Health Care for People with
Physical Disabilities.The following article highlights steps people with disabilities can take to increase chancesof getting the health care that they need.
Link: http://www.cdihp.org/5%20Gs%20aug08.pdfIssaacson Kailes, J. and Mac Donald, C. (2005). Providing Information in Alternative
Formats.This brief will assist you in providing alternative formats. It reviews communicationneeds of people with visual, hearing, learning, and cognitive disabilities; and explains howyou plan, produce, and deliver alternate formatted material. This brief also containssources (vendors) for the production of alternative formats.
Link: http://www.cdihp.org/briefs/brief6a-alt-formats.htmlIssaacson Kailes, J. and MacDonald, C. (2005). Tools for Decreasing Health Care
Barriers.The article discusses the Americans with Disabilities Act (ADA) as a tool to raise thequality and the standard of care that people with disabilities receive.
Link: http://www.cdihp.org/briefs/brief-intro.htmlIssaacson Kailes, J. and MacDonald, C. (2008). Choosing and Negotiating an
Accessible Facility Location.The major pieces of federal legislation governing equal access to health care services forindividuals with disabilities are the Rehabilitation Act (Rehab Act) and the Americanswith Disabilities Act (ADA). These laws constitute a national mandate prohibitingdiscrimination based on disability in the provision of goods and services available to thepublic.
Link: http://www.cdihp.org/briefs/2.%20Brief-Choosing%20Location-
FINAL%20Edition%202_12.22.08.pdfIssaacson Kailes, J. and MacDonald, C. (2008). Improving Accessibility with Limited
Resources.When funds are not available to remove all existing barriers, the Department of Justice(DOJ) recommends an order of priorities for barrier removal:1. Provide access from public transportation, parking areas, sidewalks, andentrances to the public (e.g., installing an entrance ramp, widening entrances, andproviding accessible parking spaces).2. Provide access to those areas where goods and services are provided (e.g.,adjusting the layout of display racks, clearing routes to exam rooms, rearrangingtables, providing Braille and raised character signage, widening doors, providingvisual alarms, and installing ramps).3. Provide access to rest room facilities when they are open to the public (e.g.,removal of obstructing furniture or vending machines, widening of doors,
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installing of ramps, providing accessible signage, widening of toilet stalls, andinstallation of grab bars).4. Take other measures to provide access to goods, services, or facilities.
Link: http://www.cdihp.org/briefs/3.%20Brief-Access%20Limited$-
FINAL%20Edition%202_12.28.08.pdfIssaacson Kailes, J. and MacDonald, C. (2009). Health Care (Clinic/Out-patient)
Facilities Access.People with disabilities should be able to travel to a health care site, approach and enterand move around the building as conveniently as everyone else.
Link: http://www.cdihp.org/briefs/4.%20Brief-
Health%20Care%20(outpatient_clincs)%20Facilites%20-%20FINAL%20Edition%202_1.5.09.pdfMudrick, N. and Yee, S. (2007). Defining Programmatic Access to health care for
People with Disabilities.A growing number of publications document that people with disabilities experiencebarriers in the delivery of appropriate primary and preventive health care. The barriers toaccess that can be considered programmatic include aspects of how physician officesoperate, the accessibility of the equipment utilized for medical examinations, the medicalresponses of doctors and nurses to patients with disabilities, and the absence of physicianand allied health professional expertise regarding the provision of primary care tosomeone with a disability.
Link: http://www.dredf.org/healthcare/Healthcarepgmaccess.pdfRichards, Elizabeth. (2007). Hospital Quality Study in America: Annual Report Polls
5000 Hospitals based on Medicare Records.This article comments on the annual Hospital Quality in America Study which wasreleased in 2007 and showed a wide gap in the quality of care between the topperforming hospitals and all other care providers. The study included evaluation of 18procedures and conditions. 5000 hospitals across the US were studied over a two yearperiod. Results were based on Medicare records from over 40 million hospitals.Researchers used the data to determine the best and worst regions and states in thecountry for hospital care.
Link: http://healthcare-research.suite101.com/article.cfm/best_places_for_good_hospital_careSofaer, S. and Carmel, M. (2000). Coordination of Care for Persons with Disabilities
Enrolled in Medicaid Managed Care: A Conceptual Framework to Guide the
Development of Measures.The purpose of this document is to present a conceptual framework to guide thedevelopment of measures of care coordination that would be both feasible to apply andmeaningful in assessing the performance of Medicaid managed care organizations (MCOs)that enroll people with disabilities. Although there are no explicitly required carecoordination systems now in place, some states are providing systems of coordinationand doing it with existing resources. This document presents a structure for defining andmeasuring good care coordination for states that have systems and want to measurethem, and for those who may wish to implement systems in the future.
Link: http://aspe.hhs.gov/daltcp/reports/carecoor.htm
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The Center for Universal Design and The North Carolina Office on Disability andHealth. Removing Barriers to Health Care: A Guide for Health Professionals.This document provides guidelines and recommendations to help health careprofessionals ensure equal use of the facility and services by all their patients. Theinformation in this guide gives health care providers a better understanding of how toimprove not only the physical environment, but also their personal interactions withpatients with disabilities. There is also a review of some of the design standardsestablished through state and federal laws, such as the Americans with Disabilities Act(ADA), that health care professionals need to know.
Link: http://www.fpg.unc.edu/~ncodh/RBar/index.htmThe Practice-based Research Network of the Family, Medicine Department ofUniversité de Montréal. (2009). Are Relational and Technical Quality of Care
Related to One Another?Few studies take into account simultaneously the relational and technical aspects ofquality of care. A pilot study to explore the determinants of quality of care in patientsfollowed for either HBP, Type II Diabetes and/or COPD in family medicine trainingsettings.
Link: http://www.f2fe.com/CAHSPR/2009/docs/A6/a6a%20Marie-Dominique%20Beaulieu.pdf

Accessibility GuidelinesAmericans with Disabilities Act. Accessibility Guidelines for Buildings and Facilities.This document contains scoping and technical requirements for accessibility to buildingsand facilities by individuals with disabilities under the Americans with Disabilities Act of1990. These scoping and technical requirements are to be applied during the design,construction, and alteration of buildings and facilities.
Link: http://www.access-board.gov/adaag/ADAAG.pdfBell, B. (2009). Universal Design and ADA.The combination of enforcing the law enacted in 1990 on both a federal and state level ledto creating new building codes and local legislation. This momentum directly resulted inthe creation of a Universal Design initiative, which enables millions of Americans to livemore comfortable and accessible lives. In the course of growing the public's awareness ofaccessibility for a small portion of the population, a better lifestyle has evolved for all -and for younger generations this societal "attitude adjustment" is probably taken forgranted.
Link: http://public-healthcare-issues.suite101.com/article.cfm/universal_design_and_adaJones, K. and Tamari, I. (1997). Making Our Offices Universally Accessible:
Guidelines for Physicians.The purpose of this project was to develop specific recommendations to help physiciansmake their offices accessible to all patients and to provide some practical suggestionsconcerning how to do this.
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Link: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1232828/pdf/cmaj_156_5_647.pdf
Accessible Health FacilitiesCenter for Disability Issues and the Health Professions. (2007). Policy and
Procedures: Accessible Medical Facility Series.The purpose of this document is to establish written procedures (for all departments inmedical clinics, doctors offices and other appropriate settings) for obtaining anddocumenting an accurate weight measurement for all patients; including those withphysical disabilities and/or activity limitations which may include but not be limited tothe inability to stand, balance, weakness, and spasticity.
Link: http://www.chcs.org/usr_doc/People_with_Disabilites_-
_Sample_Policy_&_Procedure_Templates_for_Clinics_and_Doctors_Offices.pdfFinch, Paul. (2005). Doctors' Orders: health care Architecture, Too Often a
Functionalist Response to Short-Term Budgeting, Should Increasingly Be Based on
the Wealth of Evidence about How Patients Respond to Different Physical
Environments.What sort of hospitals do we want in the twenty-first century, how might they differ fromthose of the recent past, and why would we change them? In March 2002, AR carried anarticle on evidence-based design which showed that certain environments would helppatients recover more quickly, using fewer drug treatments. That sort of researchcontinues, and continues to confirm what every patient knows: that physical environmenthas an effect on the way you feel; and as every doctor knows, the way you feel has aneffect on your state of both mind and health. The dilemma for designers, both generalistsand specialists, is how to synthesise the increasing body of knowledge about therelationship between design and well-being with the requirements of those whocommission hospitals. It is all very well saying that every patient should have their ownroom with their own nurse and (to exaggerate) their own personal physician on calltwenty-four hours a day. Life is not like that. But how close would it be possible to cometo the civilised environment for patient, staff and visitor without incurring costsdisproportionate to the improvements achieved?
Link: http://findarticles.com/p/articles/mi_m3575/is_1299_217/ai_n13810224/Radaj, D. (2009). Creating an Age-less and Barrier-free Bathroom.Great trends are occurring in bathrooms, such as incorporating more Universal Designelements, while making bathrooms aesthetically pleasing and not looking like hospitalfacilities. Since the population is aging, even if you aren’t retiring soon, incorporatingUniversal Design features into a bathroom remodel will not only add value to your home,but will help ensure your age-less bathroom is ready if and when it may be needed. Ofcourse, Universal Design features aren’t only for the elderly but also for those who’vebeen in an accident, suffer from arthritis or other disability.
Link: http://www.healthyhouseinstitute.com/a_1028-
Creating_an_Age_less_and_Barrier_free_Bathroom
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Rawlings, S. and White, D. (2005). Beyond the Universal Patient Room.The idea behind the original universal room concept was to allow patients to stay in asingle location for the duration of their hospital stay, rather than moving them three tofour times as their acuity level changed. The model, toured extensively at CelebrationHealth in Florida, provided rooms that were private and large enough to accommodatewhatever level of care the patient required. Patient satisfaction, safety, and operationalbenefits were identified immediately, and the concept took hold. The universal roomregenerated the need for a decentralized nursing model. This system, while still preferredby most nurses for its ability to deliver more personalized care, has its disadvantages. Theneed for teaming, “cross-pollination,” and simple co-mingling of staff is critical indeveloping a supportive work environment. Purely decentralized models neglected thisreality and tended to separate the staff. Newer models, referred to as “hybrid” or“decentralized teaming,” modify these restrictions. For the best patient units today, notonly are family amenities being planned, but also spaces for caregivers to relax, conductconversations, and basically recharge. Architectural firm RTKL Associates, Inc., refers tothese areas as “nursing rest stops” and considers them as important to the success of theunit design as any other part of the plan.
Link:http://www.healthcaredesignmagazine.com/ME2/Sites/dirmod.asp?sid=&nm=&type=Publishin
g&mod=Publications%3A%3AArticle&mid=8F3A7027421841978F18BE895F87F791&tier=4&id=62
BADF96EC3F46FBB82B4F1ED94B93ED&SiteID=Main%20Si_eThe FPG Child Development Institute. Removing Barriers to Health Care.This booklet provides guidelines and recommendations to help health care professionalsensure equal use of the facility and services by all their patients. The information in thisguide gives health care providers a better understanding of how to improve not only thephysical environment, but also their personal interactions with patients with disabilities.There is also a review of some of the design standards established through state andfederal laws, such as the Americans with Disabilities Act (ADA), that health careprofessionals need to know.
Link: http://www.fpg.unc.edu/~ncodh/pdfs/rbhealthcare.pdfThe Government of Alberta. (2009). Technical Design Requirements for Health
Care Facilities.The purpose of this document is to provide architects, engineers, health care providers,facility administrators and operators involved in designing health care facilities with acomprehensive set of guidelines. The guidelines are intended as a reference rather thandetailed instruction and should be useful for planning new facilities, and renovating andoperating existing facilities.
Link:http://www.infrastructure.alberta.ca/Content/docType486/Production/BlueBook_2009.pdfWells, Jon. Efficient Office Design for a Successful PracticeThis article will explain how design elements can optimize efficiency and patient care.Some suggestions are more applicable to those starting from scratch or making large-scale changes, but even if construction isn't on your agenda, these tips can help youimprove your current setup.
Link: http://www.aafp.org/fpm/2007/0500/p46.html
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Accessible TransportationThe Government of Alberta Interdepartmental Working Group on AccessibleTransportation. (1999). Checklists for Policy Makers and Planners.The checklists outline key areas to consider when introducing a new program, or alteringan existing service. These key areas are further developed into specific questions andformulae to address the realities of transportation demand associated with developingand delivering community based services across Alberta.
Link: http://www.transportation.alberta.ca/Content/docType55/Production/LITCChecklists.pdf

Act

Accessibility for Ontarians with Disabilities Act. (2007). Accessibility Standards for
Customer Service.Recognizing the history of discrimination against persons with disabilities in Ontario, thepurpose of this Act is to benefit all Ontarians by,(a) developing, implementing and enforcing accessibility standards in order to achieveaccessibility for Ontarians with disabilities with respect to goods, services, facilities,accommodation, employment, buildings, structures and premises on or beforeJanuary 1, 2025; and(b) providing for the involvement of persons with disabilities, of the Government ofOntario and of representatives of industries and of various sectors of the economy inthe development of the accessibility standards.
Link: http://www.e-laws.gov.on.ca/html/source/regs/english/2007/elaws_src_regs_r07429_e.htmAlberta Human Rights Commission. (2009). Alberta Human Rights Act.The act describes that no person shall:(a) deny to any person or class of persons any goods, services, accommodation orfacilities that are customarily available to the public, or(b) discriminate against any person or class of persons with respect to any goods,services, accommodation or facilities that are customarily available to the public,because of the race, religious beliefs, colour, gender, physical disability, mentaldisability, ancestry, place of origin, marital status, source of income, family statusor sexual orientation of that person or class of persons or of any other person orclass of persons.
Link:http://www.qp.alberta.ca/574.cfm?page=A25P5.cfm&leg_type=Acts&isbncln=9780779744060The Government of Alberta. (2000). Alberta Regulation 208/2000: Health Care
Protection Regulation.This Regulation lays down detailed provisions concerning, inter alia: the definition ofmajor surgical services (Sec. 2) and minor surgical services (Sec. 3), the consultation ofpatients with regard to enhanced medical goods or services (Sec. 5), record keeping bysurgical facilities (Sec. 9), private and semi-private accommodation at surgical facilities(Sec. 11), periodic reporting to health authorities of the provision of insured surgicalservices (Sec. 15), the submission to health authorities of annual performance reports bysurgical facilities (Sec. 16), the reporting to health authorities by surgical facilities ofmishaps (Sec. 17), the change in ownership of surgical facilities (Sec. 19), and the
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composition of the Premier's Advisory Council on Health, appointed by the LieutenantGovernor in Council (Sec. 21). The following Schedules are appended: 1. Minor surgicalprocedures; and 2. Standard and enhanced medical goods and services.
Link:http://www.qp.alberta.ca/574.cfm?page=2000_208.cfm&leg_type=Regs&isbncln=97807797249
94The Government of Alberta. (2000). Health Care Protection Act.Alberta's Health Care Protection Act governs the provision of surgical services throughnon-hospital surgical facilities. Ministerial approval of a contract between the facilityoperator and a regional health authority is required to provide insured services.Ministerial designation of a non-hospital surgical facility and accreditation by the Collegeof Physicians and Surgeons of Alberta are also required. According to the College, thereare currently 58 non-hospital surgical facilities with accreditation status. Of these, 26facilities have contracts with regional health authorities to provide insured services.
Link:http://www.qp.alberta.ca/574.cfm?page=H01.cfm&leg_type=Acts&isbncln=9780779724987

Assistive TechnologyBrady, R. et al. (2007). Assistive Technology Curriculum Structure and Content in
Professional Preparation Service Provider Training Programs.ASSISTIVE TECHNOLOGY (AT) and AT services that enable people with disabilities toparticipate in society are increasingly a part of service provider practice. Professionalpreparation programs in the United States structure their courses and practiceexperiences to prepare students to meet the credential requirements to enter theirprofession. It is not clear, however, how the professional preparation programs aremeeting the challenge of preparing service providers such as those in occupationaltherapy (OT), physical therapy (PT), special education (SE), and speech languagepathology (SLP) to competently provide AT services. This article reports on the AT/ATservices component of a study that examined the curriculum structure and content inprofessional preparation service provider programs in the United States in the area of ATand telehealth, particularly as it relates to children and youth with disabilities and specialhealth care needs.
Link:http://www.questia.com/read/5035162560?title=Assistive%20Technology%20Curriculum%20Structure%20and%20Content%20in%20Professional%20Preparation%20Service%20Provider%20Training%20ProgramsDepartment of Health. (2008). Research and Development Work Relating to
Assistive Technology 2007-2008.The report covers research and development work carried out by or on behalf of anygovernment department in relation to equipment that might increase the range andindependence of older and disabled people.The report places such research in the context of the National Service Framework forLong-term conditions and the White Paper on Health and Social Care. The reportdescribes the wide range of government-funded projects supporting the development,introduction and evaluation of assistive technology. Relevant projects funded by the EUare also listed.
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Link:http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_086061.pdfDethlefs, N. and Martin, B. (2006). Japanese Technology Policy for Aged Care.Aged care provision is a burning issue in Japan due to the country's unparalleled longevityand a fraying tradition of children caring for parents. Use of technology offers oneapproach to helping ease the increasing burden of aged care. Ways of using technologycan be conveniently classified into three options. The first is to rely on well-testedtechnologies developed outside Japan. The second option is for significant Japaneseinvestment in high-technology aged care supports, including robotics. The third option isfor significant Japanese development in barrier-free technology, a low-technologydirection. Articulating these options and spelling out their likely consequences helps tohighlight some of the implicit value judgements involved in Japanese technology policy foraged care.
Link: http://www.uow.edu.au/~bmartin/pubs/06spp.htmlHarris, F. and Sprigle, S. Outcomes of an Assistive Technology Intervention among
Wheeled Mobility Users.This paper reports the outcomes of an assistive technology (AT) intervention amongseating and mobility clients at an acute rehabilitation hospital between 2002 and 2004.Three instruments, OTFACT, PIADS, and the ATOM, were administered during baselineand assessments made at 1 and 12 months post-intervention. Results showed that themeasures were not significantly correlated at baseline, post 1 and post 12 months,indicating the intervention had a dissimilar impact on their respective constructs. Resultsare discussed in terms of methodological implications for future outcomes studies.
Link: http://www.mobilityrerc.gatech.edu/publications/OutcomesAssistiveTech.pdfJacobs, P. et al. (2003). Economic Evaluation for Assistive Technology Policy
Decisions.In order to assess AT policies, including whether AT use should be expanded and whichtechnologies to focus on, policy makers will need to obtain more concrete informationabout economic and health outcomes. Economic evaluation analysis and healthtechnology assessment (HTA) are two related areas that have been used to assess theresults and appropriateness of a wide range of health interventions and programs.Relatively few researchers have completed economic evaluation studies of AT systems,however. This article presents an outline of these tools and suggests the degree to whichthey can be used to provide further information regarding AT use.
Link:http://www.questia.com/read/5002017906?title=Economic%20Evaluation%20for%20Assistive%20Technology%20Policy%20DecisionsLahm, E. and Sizemore, L. (2002). Factors That Influence Assistive Technology
Decision Making.Assistive technology has reached a level of sophistication and affordability that makes itavailable to a wide range of people with disabilities. In an era of information technology,both individuals with disabilities and their families are becoming more insistent onassistive technology as an option to be considered for increasing independence. EvenCongress recognized the importance of technology for those with disabilities as specified
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in the 1997 reauthorization of the Individuals with Disabilities Education Act (PL 105-17).(Individuals with Disabilities Education Act Amendments, 1997). That law includesmandates that committees that plan Individualized Education Programs (IEPs) considerassistive technology for children who might require it in order to obtain an appropriateeducation (Proffit & Combs, 1998).
Link:http://www.questia.com/read/5035110753?title=Factors%20That%20Influence%20Assistive%20Technology%20Decision%20MakingLenker, J. and Jutai, J. (2002). Assistive Technology Outcomes Research and Clinical
Practice: What Role for ICF?Design of products and environments for people with disabilities falls along a continuumof research and practice areas for clinicians and engineers who work in the field ofassistive technology (AT)(Vanderheiden, 1997). This continuum encompasses a range ofdevices and products that include: crutches, canes, walkers and wheelchairs that facilitatemobility; computer-based software and hardware that aid spoken and writtencommunication; and relatively simple devices used for dressing, bathing, and eating (Cook& Hussey, 2002). Practitioners in the AT field include occupational and physicaltherapists, speech-language pathologists, special educators, rehabilitation engineers,prosthetists and orthotists, and information technologists.
Link: http://secure.cihi.ca/cihiweb/en/downloads/icf_jun02_papers_6A_e.pdfWinters, Jack. (2006). Interface Technologies for Enhancing Universal Access Tele-
Exercise.PowerPoint presentation regarding implementation of tele-health services.
Link: http://www.rectech.org/conference/presentations/V%20-%20Tele-exercise%20Panel/Winters.pdfZabala, J. (1995). The SETT Framework: Critical Areas to Consider When Making
Informed Assistive Technologies Decisions.As the language of the Individuals with Disabilities Education Act (IDEA, P.L. 101-476)regarding assistive technology becomes widely known, much attention is being focusedon school districts and the procedures and practices which school personnel use inarriving at decisions regarding the provision of assistive technology devices and services.Which students need assistive technology? What kind of technology is needed? Who isinvolved in making these decisions? What sort of data should be gathered to aid in thedecision-making process? Much discussion has been generated about each of thesequestions. Though there are few quick and easy answers to any of there questions, thefirst three are generally addressed in some way by a combination of federal law and bestpractices in fields related to assistive technology. The answer to the fourth question isevolving and is the subject of this discussion.
Link:http://www.2learn.ca/advancingaccessibility/AThandouts/Scott%20Marfilius%20PDF%20and%20PPT%20Resources/SETTshortpaper.pdf
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Business PlanAlberta Seniors and Community Supports. (2009). Business Plan 2009-2012.This document describes the Business Plan for Alberta Seniors and Community supportsand the strategic goals that are to be accomplished between 2009 and 2012.
Link: http://www.seniors.alberta.ca/publications/businessplan/

Consumer Involvement in Decision MakingAbelson, Julia and Gauvin, Francois-Pierre. (2009). Assessing the Impacts of Public
Engagement: Putting the Cart Before the Horse?Review of published and grey literature about public engagement impacts.
Link: http://www.f2fe.com/CAHSPR/2009/docs/A5/a5c%20Julia%20Abelson.pdfCrichton, Anne, et al. (1997). Health Care: A Community Concern? Developments in
the Organization of Canadian Health Services.The origin of this book was a 1989 NHRDP grant to conduct a literature review on specificstrategies for strengthening community health services. In the final product, this objectiveseems to have been largely abandoned. Instead, the book focuses on three themes: (i) theimperatives for health care reform, (ii) the welfare state as the context for reforms, and(iii) the rise and nature of community participation in health care policy and practice. Themain thesis of this book is that current reforms of the health care system signal a shiftfrom the welfare state, as the context within which access to health care services isguaranteed, to the welfare society, where the emphasis is on health outcomes and“stakeholder” participation in health policy formation and service delivery. These changesare argued to be the result of two developments. First, the need to control and reducegovernment deficits and debts, which gave rise to the need to increase the efficacy andefficiency of the health care system. Second, the emergence of the health promotionmovement as an expression of a shift in the goals of health care policy from a focus onaccess to health care services to a focus on health status and outcomes. The shift towardthe welfare society is presented as part of a move toward various corporatistarrangements that are currently deemed to be both more effective in achieving politicalconsensus and more efficient in achieving redistributional objectives.
Link:http://www.questia.com/read/102576070?title=Health%20Care%3a%20A%20Community%2
0Concern%3fMASS LBP. (2009). Engaging with Impact: Targets and Indicators for Successful
Community Engagement by Ontario’s Local Health Integration Networks, ACitizens’ Report from Kingston, Richmond Hill and Thunder Bay.

Engaging with Impact: Targets and Indicators for Successful Community Engagement byOntario’s LHINs focuses on the value of community engagement. Specifically, it deals withthe challenge of evaluating engagement and proposes a series of recommendations andindicators that can be used to assess performance and develop a culture of engagementthat will help to rewrite the relationship between health administrators and their public.Local Health Integration Networks were created in 2006 with an explicit mandate toengage stakeholders and their communities. More than this, the idea of engagement was
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central to their rationale. Proponents of the LHIN system argued that regional planningauthorities would be better positioned than ministry officials to assess and interpret localneeds. LHINs could do this because they would be in closer contact with the communitiesthey served and because of the strength and number of local relationships they couldforge and sustain.Many of Ontario’s LHINs have spent their first three years demonstrating the feasibilityand merit of this rationale. Using their own expertise and intuition and sometimes relyingon simple trial and error, they are working to better engage stakeholders and members ofthe public and to connect their efforts to other planning and integration processes.
Link: http://www.masslbp.com/media/engagingreport.pdfPerry, Rowney, Casebeer, et al. (2007). Determinants of Stakeholder
Preferences for Health Resource Allocation.The objective was to explore the effects of selected demographic, economic, political,historical, and psychosocial background variables on the health resource allocationpreferences expressed by professional, management, governance, client, private andpublic stakeholder groups in the Calgary Health Region.
Link: http://www.f2fe.com/CAHSPR/2009/docs/A5/a5a%20Mary%20Perry.pdf

Consumer Satisfaction with Health Care Survey ResultsThe Government of Alberta. (2003). Focus Alberta: Research Findings.Results from a survey conducted in 2003. The survey gathered information regardingissues that Albertans are facing. The most important issues were heath care, education,infrastructure and crime.
Link: http://www.alberta.ca/home/documents/FocusABPresentationAug2003.pdfUniversity of Alberta. (2004). The 2004 Public Survey About Health and the Health
System in Alberta.Since 1996, Alberta Health and Wellness has contracted the Population ResearchLaboratory (PRL) at the University of Alberta to conduct the annual survey of 4000 adultAlbertans. The purpose of the surveys is to obtain the views of the public on theperformance of the health system in Alberta. The 2004 survey questionnaire wasadministered to a stratified sample of Albertans in each of the province’s nine healthregions. The PRL’s computer assisted telephone interviewing (CATI) system was used toconduct the survey which took place from February 10 to March 31, 2004. This reportdetails the findings from the survey.
Link: http://www.health.alberta.ca/documents/Health-System-Survey-2004.pdf

Court CasesAmericans with Disabilities Act. (2003). Disability Rights Council et al. v.
Washington Hospital Center.This court case deals with people with disabilities not being placed in an accessibleinpatient room; being examined on inaccessible equipment which required them to belifted onto an examination table; having such lifting performed in an improper manner;
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having to wait significantly longer than other patients for an outpatient exam because theexamination room with an accessible table was occupied; not receiving adequateinpatient services required as a result of a disability, such as assistance with eating,drinking and having bowel movements; and not receiving accessible equipment needed asan inpatient, such as an accessible call buttons and telephones.
Link: http://www.ada.gov/whc.htmAmericans with Disabilities Act. (2006). Olson, et al. v. Sutter Health.Sutter agreed to take important steps over the next 10 years to improve access in theareas of architectural barrier removal, installation and use of accessible medicalequipment, provision of auxiliary aids and services to assist in communication withpeople with sensory disabilities, and enhanced staff training and policy development ondisability issues.
Link: http://www.dralegal.org/downloads/cases/Sutter/Fact_sheet_final.docTate, Karla. (2001). Disability and Health Care: The Eldridge Case.The relationship between health and disability can be relatively simple, such as attendingroutine examinations, or it can prove to be more complex, such as providing access tomedical services for all persons. Access is the foremost issue embodied in the 1997Supreme Court of Canada case, Eldridge v. British Columbia (Attorney General). Thisdocument will briefly explain the case and its implications on the delivery of socialprograms in the future.
Link: http://dsp-psd.pwgsc.gc.ca/Collection-R/LoPBdP/BP/prb012-e.htmThe Barrier Free Health Care Initiative. (2009). Accessiblehealth care Legal
Advocacy.This document summarizes various court cases that illustrate how legal advocacy canimprove access to health care for people with disabilities.
Link: http://thebarrierfreehealthcareinitiative.org/?page_id=16

Defining DisabilitySalvador-Carulla, L. and Gasca, V. (2010). Defining disability, functioning,
autonomy and dependency in person-centered medicine and integrated care.According to the integrative or holistic approach to health, medicine should not only befocused in disease and illness, but also on the consequences of disease and its contextualfactors, as well as the positive aspects of health, such as adaptive functioning, protectivefactors, quality of life and the links of all these domains to care policy and planning.Functioning and disability (D&F) are two related domains of a single health construct keyto understand the relationship between the individual and the disease, where socialsupport plays an effect modifier role. Therefore, D&F is regarded as a key domain in therecent models of diagnosis (i.e. person-centered medicine) and intervention (i.e.Integrated Care as a complex adaptive system) within the holistic paradigm.
Link: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2834916/?tool=pubmed
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Demographic InformationAlberta Health Services. (2008). Demographics: Demographic Information of
Diverse Populations.This document presents the demographic information of diverse populations in the City ofCalgary, and when possible provincial (Alberta) and national (Canada) comparisons havealso been made. Developing a demographic profile is important, for it assists in measuringthe socioeconomic and health conditions of a population. The amount of demographicinformation available on each topic in this document varies. This variation is due to lackof information in some of the key priority areas. All efforts have been made to include themost recent information in the document.
Link:http://www.calgaryhealthregion.ca/programs/diversity/demographics/demographics_of_div_pop.pdfAlberta Seniors and Community Supports. (2006). A Profile of Albertans with
Disabilities: a Compilation of Information from National Data Sources.This report provides an overview of disability demographic research and serves as aresource where readers can find descriptive information, such as the average total incomefor an Alberta woman with disabilities, or how Alberta compares to Canada or the otherprovinces in terms of disability prevalence.
Link: http://www.assembly.ab.ca/lao/library/egovdocs/2006/als/164878.pdfStatistics Canada. (2001). A Profile of Disability in Canada, 2001.This article is the first in a series of PALS data releases. It contains survey results on theprevalence, type and severity of disability by age and sex.
Link: http://www.rhdcc.gc.ca/eng/cs/sp/sdc/pkrf/publications/research/2001-000123/89-577-XIE01001.pdf
Design GuidelinesBrawely, Elizabeth. (2009). Enriching lighting design.Good lighting is perhaps the most important and least understood element in designinghealth care environments. Both physically and mentally challenged individuals becomemore vulnerable and dependent on their environment to compensate for sensoryimpairments, including dimming eyesight, which interferes to some degree with dailyactivities as well as social and leisure activities – the things that provide emotional andsocial well-being.
Link: http://iospress.metapress.com/content/t5151v545346x40l/fulltext.pdf
Disability PoliciesBridget Murray, K. (2004). Do Not Disturb: "Vulnerable Populations" in Federal
Government Policy Discourses and Practices.This paper explores the emergence of "vulnerable populations" within federalgovernment policy discourses, and considers the implications of this development for
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governmental practices. The paper argues that rather than defining poverty as a productof broader social and economic forces, the new focus on vulnerable populations isinextricably bound to neoliberal sensibilities that seek to individualize a wide range ofsocial ills, and to the notion that communities are the appropriate locales for respondingto individuals unwilling or unable to meet their own basic human needs.
Link: http://www.questia.com/googleScholar.qst?docId=5008899671Cameron, David. (2001). Disability and Federalism: Comparing Different
Approaches to Full Participation.All modern democratic states have fashioned policies and programs in response to theneeds of persons with disabilities. These vary from nation to nation and in Disability andFederalism the authors examine the impact of the federal regimes of Australia, Belgium,Canada, Germany, and the United States on disability policy and programs and evaluatewhether disablement - including its international, organizational, political, and attitudinaldimensions - has affected the operation of federalism in the five countries studied. Theconclusion that emerges is that neither federalism nor the specific type of federal regimemakes much difference to the philosophy of government, the values that underlie policy-making, or the general policy orientation to disabled people at any given historicalmoment. Individual federal realities, however, are at the heart of the formation ofdisability policy and the striking variations in program design and delivery that occurbetween states.
Link:http://books.google.ca/books?id=q5F8Oqks7oUC&dq=Disability+and+Federalism:+Comparing+
Different+Approaches+to+Full+Participation&printsec=frontcover&source=bl&ots=vgsapfXSg2&sig=
85UMk1JtdbnNFIJg1pRwvoxNZs0&hl=en&ei=nIoBS-
arNM7ZnAeqz5Al&sa=X&oi=book_result&#v=onepage&q=&f=falseCollege of Physicians and Surgeons of Ontario. (2008). Physicians and the Ontario
Human Rights Code: Policy Statement #5-08.The goal of this policy is to help physicians understand the scope of their obligationsunder the Code and to set out the College’s expectation that physicians will respect thefundamental rights of those who seek their medical services.
Link:
http://www.cpso.on.ca/uploadedFiles/downloads/cpsodocuments/policies/policies/human_rights.p
dfGrabois , E. and Nosek, M. (2001). The Americans with Disabilities Act and Medical
Providers: Ten Years after Passage of the Act.This article discusses the impact of the Americans With Disabilities Act (ADA) on healthcare providers, both those serving women in state and locally funded health care facilities,and those serving women in private offices. It begins with a review of literature sincepassage of the ADA in 1990, followed by a summary of a National Study of Women WithPhysical Disabilities that was done at the Center for Research on Women With Disabilities(CROWD) (Nosek, Howland, Rintala, Young, & Chanpong, 1997), exploring whatparticipants said about their health care providers and the kind of medical care they havereceived. It also outlines another CROWD study of primary care physicians' offices(Grabois, Nosek, & Rossi, 1999). Last is a review of a physician survey by CROWD thatanalyzes what physicians say about caring for women with physical disabilities.
Link:http://www.questia.com/read/5000949280?title=The%20Americans%20with%20Disabilities%
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20Act%20and%20Medical%20Providers%3a%20Ten%20Years%20after%20Passage%20of%20the%20ActHuman Resources Development Canada. (1999). Lessons Learned from Evaluation
of Disability Policy and Programs.This article discusses the impact of the Americans With Disabilities Act (ADA) on healthcare providers, both those serving women in state and locally funded health care facilities,and those serving women in private offices. It begins with a review of literature sincepassage of the ADA in 1990, followed by a summary of a National Study of Women WithPhysical Disabilities that was done at the Center for Research on Women With Disabilities(CROWD) (Nosek, Howland, Rintala, Young, & Chanpong, 1997), exploring whatparticipants said about their health care providers and the kind of medical care they havereceived. It also outlines another CROWD study of primary care physicians' offices(Grabois, Nosek, & Rossi, 1999). Last is a review of a physician survey by CROWD thatanalyzes what physicians say about caring for women with physical disabilities.
Link: http://www.hrsdc.gc.ca/eng/cs/sp/edd/reports/1999-000363/dpptr.pdfJongbloed, Lyn. (2003). Disability Policy in Canada: An Overview. Journal of
Disability.Over the last century there has been a shift from conceptualizing disability as a challengeto law and order, to viewing disability as a medical and/or economic deficit and then as asociopolitical issue. In Canada, these changing conceptualizations of disability have beenreflected in the development of disability policies, which form part of general Canadiansocial policies. Each model of disability captures a particular aspect of disability andfocuses on particular goals, and each depicts a different account of what society owespeople with disabilities. However, the lack of linkages between the models and theirconceptual bases means that no one model can be used to guide disability policydevelopment. Decision making about the goals of disability policy and the rights of peoplewith disabilities requires the development of a normative foundation.
Link:http://www.questia.com/read/5001705967?title=Disability%20Policy%20in%20Canada%3a%20An%20OverviewMartin, M. and Nordal, C. (2008). A Visit Down Under: Our Journey to Improve
Canada’s health care System.This article discusses the impact of the Americans With Disabilities Act (ADA) on healthcare providers, both those serving women in state and locally funded health care facilities,and those serving women in private offices. It begins with a review of literature sincepassage of the ADA in 1990, followed by a summary of a National Study of Women WithPhysical Disabilities that was done at the Center for Research on Women With Disabilities(CROWD) (Nosek, Howland, Rintala, Young, & Chanpong, 1997), exploring whatparticipants said about their health care providers and the kind of medical care they havereceived. It also outlines another CROWD study of primary care physicians' offices(Grabois, Nosek, & Rossi, 1999). Last is a review of a physician survey by CROWD thatanalyzes what physicians say about caring for women with physical disabilities.
Link: http://www.caho-hospitals.com/docs/AustraliaArticle_HQ_.pdf
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O’Day, B. and Goldstein, M. (2005). Advocacy Issues and Strategies for the 21st
Century: Key Informant Interviews.The authors conducted key informant interviews with 16 disability advocacy andresearch leaders; half of the interviews were with leaders in shaping national disabilitypolicy during and after passage of the Americans with Disabilities Act of 1990, and halfwere with state and local leaders representing constituencies who had not had a visiblepresence at the national level. During audiotaped telephone interviews, we asked theinformants to identify the top 5 advocacy priorities for the next 10 years, as well as whatstrategies they thought could advance the disability advocacy agenda. Two overarchingthemes emerged: the impact of poverty among people with disabilities and theconnections among various advocacy issues. The authors discuss the 5 issues most oftencited by the participants, as well as issues particular to various constituencies, and drawconclusions about what strategies would advance the disability agenda.
Link:http://www.questia.com/read/5009049335?title=Advocacy%20Issues%20and%20Strategies%20for%20the%2021st%20Century%3a%20Key%20Informant%20InterviewsOntario Human Rights Commission. (2000). Submission of the Ontario Human
Rights Commission to the College of Physicians and Surgeons of Ontario Regarding
the draft policy, "Physicians and the Ontario Human Rights Code.”This document presents the submission of the Ontario Human Rights Commission (the“Commission in response to the College’s draft policy, “Physicians and the Ontario Human

Rights Code” (the “draft policy”).
Link: http://www.ohrc.on.ca/en/resources/submissions/physur?page=suben-Contents.htmlOntario Human Rights Commission. (2009). Policy and Guidelines on Disability and
the Duty to Accommodate.In 1989, the OHRC published its Guidelines on Assessing Accommodation Requirements for

Persons with Disabilities. These Guidelines were introduced after extensive consultationswith stakeholders, and created for the first time a standard for the interpretation of“undue hardship.” The Guidelines were cited before tribunals and the courts, and were animportant interpretative tool. Since that time, there have been several important legaldecisions, notably from the Supreme Court of Canada, with respect to the ground ofdisability and the duty to accommodate. These decisions have assisted the OHRC in itsevolving understanding of equality for persons with disabilities. Significantly, theSupreme Court has noted the need to adapt society so that its structures and attitudesinclude persons with disabilities. This requires a shift in our approach to the entire area,one that affirms the centrality of human dignity in achieving equality.
Link: http://www.ohrc.on.ca/en/resources/Policies/PolicyDisAccom2/pdfPutnam, M. (2005). Developing a Framework for Political Disability Identity.Empirical analysis of disability identity has great potential to improve understanding ofthe role of disability status in identity politics. Despite ongoing discussions of therelevance of disability identity in the disability rights movement and political actionsrelated to disability, there is limited research into its nature and its underlyingpsychological, social, and political constructs. This may in part be caused by the lack of atheoretical model to guide analysis. This article proposes a conceptual framework to
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guide empirical analysis of disability identity, outlining six potential construct domainsand their subdomains based on a review of scholarly discussions and empirical research.
Link:http://www.questia.com/read/5012409037?title=Developing%20a%20Framework%20for%20Political%20Disability%20Identity
Health Care DisparitiesAgency for health care Research and Quality. (2008). National health care
Disparities Report.Examining health care disparities is an integral part of improving health care quality.Health care disparities are the differences or gaps in care experienced by one populationcompared with another population. As the National health care Quality Report (NHQR)shows, Americans too often do not receive care that they need or they receive care thatcauses harm. The National health care Disparities Report (NHDR) shows that moreover,some Americans receive even worse care than other Americans. The quality of health careis different for different people. Within the scope of health care delivery, these disparitiesare due to differences in access to care, provider biases, poor provider-patientcommunication, poor health literacy, and other factors.The NHDR uses the same 220 measures used in the NHQR categorized across fourdimensions of quality: effectiveness, patient safety, timeliness, and patient centeredness.This year’s report focuses on the state of health care disparities for a group of 45 coremeasures that represent the most important and scientifically credible measures of healthcare quality for the Nation, as selected by the Department of Health and Human Services(HHS) Interagency Work Group. By focusing on core measures, the 2008 report provides amore readily understandable summary and explanation of the key results derived fromthe data. While the measures selected for inclusion in the NHDR are derived from themost current scientific knowledge, this knowledge base is not evenly distributed acrossthe dimensions of health care quality, nor across racial, ethnic, and other prioritypopulations. The analysis in the following pages centers on measures for which data areavailable and that fit within the framework provided by the Institute of Medicine.
Link: http://www.ahrq.gov/qual/nhdr08/nhdr08.pdfCanadian Institute for Health Information. (2006). Waiting for Health Care in
Canada: What We Know and What We Don’t Know.Chapter 1 addresses these issues. It tracks progress on understanding wait times acrossCanada. The chapter profiles a sample of the work underway, both within and outside ofgovernment. Drawing on results from a symposium on wait times measurement held inthe fall of 2005, it also highlights shared underlying challenges in measuring andunderstanding wait times. The rest of the report explores what we know and do not knowabout wait times across the spectrum of care. It highlights findings from a range ofsurveys, provincial wait times data and other sources. Given the patchwork of informationavailable, our intent is not to be comprehensive. Instead, our aim is to provide usefulinsights and a starting point for collective efforts to understand and reduce wait times. Ifyou are interested in knowing more about a particular area, we have provided referencesto detailed documents or data sources where possible.
Link: http://secure.cihi.ca/cihiweb/products/WaitTimesReport_06_e.pdf
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Lasser, K. et al. (2006). Access to Care, Health Status, and Health Disparities in the
United States and Canada: Results of a Cross-National Based Survey.Comparisons of access to dental care in the 2 countries are of interest, given that neithercountry has universal dental coverage. Unlike physician services in Canada, which arefully insured in every province, dental coverage varies from province to province. InCanada, income disparities were much more pronounced for dental care than for medicalcare and were of a similar magnitude to the US disparities.
Link: http://www.medscape.com/viewarticle/536459Parish, S. and Huh, J. (2006). Health Care for Women with Disabilities: Population-
Based Evidence of Disparities.These findings suggest some troubling health care disparities exist between disabled andnondisabled women. Contrary to established trends in the general population, potentialhealth care access for women with disabilities does not necessarily translate into receiptof care when it is needed. Social workers and advocates, both within and outside of healthcare settings, have unique and important opportunities to address these disparitiesthrough patient education, linkage to services, needs assessment, and policy development.Meeting the health care needs of women with disabilities is vitally important becausethese women are at greater risk of developing secondary conditions if their care needs areunmet.
Link:http://www.questia.com/read/5013997991?title=Health%20Care%20for%20Women%20with%20Disabilities%3a%20Population-Based%20Evidence%20of%20DisparitiesTorres, Tan et al. (2008). Burden of Illness: Health Needs Assessment.It is difficult to decide because the choices are limited to the technologies beingconsidered, and the needs are vaguely described (i.e. a “worried” district doctor,“recommended” by a newly trained radiologist). To avoid being placed in such a difficultsituation, one should pro-actively and regularly do a needs assessment. These needs canbe prioritised based on burden of disease, availability of cost-effective technology andvalues or preferences of the community. A rational and responsive technology acquisitionand implementation program can then be subsequently drafted.
Link:http://www.intermed.med.uottawa.ca/research/globalhealth/whocc/projects/eo_toolkit/download/EOT_Burden_of_Illness.pdf
Health Care ExpendituresCanadian Institute for Health Information. (2002). Public Health and
Administration in National Health Expenditures: Feasibility Study.This report discusses the results of a CIHI Roadmap project to examine the NationalHealth Expenditures (NHEX) category of Public Health and Administrative Costs todetermine the feasibility of separating public health expenditures from administrativecost estimates. Provincial and territorial estimates were revised back to 1989–1990 toseparate public health and administration. Factors influencing the variability of provincialestimates were identified and recommendations to achieve greater consistency weredeveloped. Differences in the way specific expenditures are reported in provincial publicaccounts are responsible for much of the variability and will continue to pose challenges
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in classifying expenditures for NHEX. The report also recommends definitions forgovernment administrative costs and prepayment administration that will result in moreconsistent classifications and resolve ambiguities that presently exist in classifying theadministrative costs associated with delivering specific service programs.
Link: http://secure.cihi.ca/cihiweb/en/downloads/spend_PublicHealthNHEX_e.pdf
Health Care ModelsHarper, K et al. (2006). Low Vision Service Models in Alberta: Innovation,
Collaboration, and Future Opportunities.As Alberta’s population ages over the next 20 years, the number of older adultsexperiencing age-related blindness or vision loss is likely to at least double. To prevent acrisis in low vision service provision, we need to build upon, and extend, existingpartnerships between the CNIB and ophthalmologists, optometrists, government policymakers, and other service providers. Future service models for low vision rehabilitationshould also emphasize interventions such as counselling and peer support that enhancequality of life. With thoughtful planning, adequate funding, and involvement of allstakeholders, Alberta has the potential to become a world leader in the field of low visiontreatment and rehabilitation.
Link: http://article.pubs.nrc-cnrc.gc.ca/RPAS/rpv?hm=HInit&journal=cjo&volume=41&afpf=i06-028.pdfLouise Lapointe, Marie. (2006). Services Available to Sight-Impaired and Legally
Blind Patients in Ontario: the Ontario Model.The Participation and Activity Limitation Survey undertaken by Statistics Canada in 2001identified 635 000 Canadians who have a seeing disability. By 2015 these numbers areexpected to double, with the largest group of patients residing in Ontario, the provincewith the largest population. Ontario has a long established history of vision rehabilitation,but recent demographic changes and an ever-increasing older population have made theplanning of vision rehabilitation services in Ontario (as in the rest of Canada) even moreurgent. The intent of this paper is to present the variety of services currently available tothe visually impaired in Ontario.
Link: http://article.pubs.nrc-cnrc.gc.ca/RPAS/rpv?hm=HInit&journal=cjo&volume=41&afpf=i06-023.pdf
Health Care ReformsAcquilano, Nelson. (2009). Health Care Reform: Essential Steps for Success.This article describes the health care system in the United States and the author makesvarious recommendations of how the health care system can be fixed. It is oftencharacterized as a fragmented and haphazard system, inefficient, too expensive, and onewhich rewards insurance providers for denial of necessary coverage. Data released by theCensus Bureau shows that the number of uninsured Americans stood at a record 46.6million in 2005 - 15.9 percent of Americans lack health coverage. Tens of millions morefind that their coverage is incomplete or denied and insufficient to the need. A price tag ofone trillion dollars has been suggested to pay for the overhaul of the American system ofhealth care in the present reform proposals. Many fear that the politics involved willcreate even greater fragmentation rather than fix a broken system. The Health Care
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industry is currently guided not by consumer needs but by profit, lobbying and politics.Removing these variables and taking appropriate action steps on behalf of the needs ofcitizens is paramount for the long term success of any significant health care reform plan.The Health Care industry is currently guided not by consumer needs but by profit,lobbying and politics. Removing these variables and taking appropriate action steps onbehalf of the needs of citizens is paramount for the long term success of any significanthealth care reform plan.
Link: http://public-healthcare-
issues.suite101.com/article.cfm/health_care_reform_essential_steps_for_successArmitage, G. et al. (2009). Health Systems Integration: State of the Evidence.Integrated health systems are considered a solution to the challenge of maintaining theaccessibility and integrity of health care in numerous jurisdictions worldwide. However,decision makers in a Canadian health region indicated they were challenged to findevidence-based information to assist with the planning and implementation of integratedhealth care systems.
Link: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2707589/pdf/ijic2009-200982.pdfCanadian Institute for Health Information. (2001). Conceptual Health Data Model
v2.3. The Conceptual Health Data Model project provides an overview of the essentialfoundations of data to be captured that can then be transformed into meaningfulinformation to support the many different uses across the health system. Consistent datacapture and systematic information transformation processes can result in more effectiveevidence being available to support health system management purposes. Moreimportantly, value-added information can be supplied back to the clinician at the point ofcare, not only improving the clinician’s ability to deliver quality health care but alsoproviding an incentive to the clinician to capture the highest quality data as a by-productof providing first quality care.
Link: http://secure.cihi.ca/cihiweb/en/downloads/infostand_chdm_e_CHDMv2_31.pdfChapman, Audrey (ed). (1994). Health Care Reform: A Human Rights Approach.Arguing that health care should be a human right rather than a commodity, thecontributors to this volume call for a new social covenant establishing a right to astandard of health care consistent with society's level of resources. By linking rights withlimits, they present a framework for seeking national consensus on a cost-consciousstandard.
Link:http://www.questia.com/read/99219813?title=Health%20Care%20Reform%3a%20A%20Hum
an%20Rights%20ApproachDonabedian, Avedis. (2005). Evaluating the Quality of Medical Care.This paper is an attempt to describe and evaluate current methods for assessing thequality of medical care and to suggest some directions for further study. It is concernedwith methods rather than findings, and with an evaluation of methodology in general,rather than a detailed critique of methods in specific studies.
Link: www.milbank.org/quarterly/830416donabedian.pdf
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European Union. (2004). Summary of EU Legislation Regarding the Development of
High-quality, Accessible and Sustainable Health Care and Long-Term Care.Social protection is a way of distributing, at the level of an entire society, costs whichoften exceed the means of an individual or his/her family, ensuring that even those on alow income have access to care. The social protection systems in the Member States haveconsiderably reduced the risk of poverty and helped to improve the state of health of thepeople of Europe. They are therefore an important part of the European social model.
Link:http://europa.eu/legislation_summaries/employment_and_social_policy/social_protection/c10
122_en.htmExpert Advisory Panel to Review Publicly Funded Health Services. (2003). The
Burden of Proof: An Alberta Model for Assessing Publicly Funded Health Services.This report outlines the Panel’s recommendations for a new appraisal process for healthtechnologies and services in Alberta. The proposed process is comprehensive andrigorous and would make Alberta a leader in appraisal of health services, treatments, andtechnologies in Canada. It would streamline and replace some of the ad hoc committeesand decision-making processes currently in place. The process would be open andtransparent to all parties, including the public, so people would know the outcomes ofappraisals and the reasons why certain services or treatments are recommended or notrecommended for public funding. Perhaps most important, it would assure Albertans thatthe best decisions are made and provide the best value from the basket of health servicesfunded in the province.
Link: http://www.health.alberta.ca/documents/Assessing-Funding-Report-2003.pdfHussey, Peter, et all. (2010). Feasibility and Design Options for a Potential Entity to
Research the Comparative Effectiveness of Medical Treatments.This report outlines several design options that Massachusetts could follow inestablishing an interstate CEC. The choice of design option will be determined by thespecific objectives of the legislature and by the legislature’s prioritization of comparativeeffectiveness research over other options under consideration for improving quality andreducing spending growth in health care.
Link: http://www.rand.org/pubs/technical_reports/2010/RAND_TR803.pdfInstitute of Medicine of the National Academies. (2006). Performance
Measurement: Accelerating Improvement.In 2001, the Institute of Medicine (IOM) released the report Crossing the Quality Chasm: A New

Health System for the 21st Century (IOM, 2001). That report identified six aims for the health caresystem—health care should be safe, effective, patient-centered, timely, efficient, and equitable—andchallenged the health care sector to achieve substantial improvements in each of these dimensionsof quality over the coming decade. The report acknowledged that achieving significantimprovement in quality across all six dimensions would necessitate behavioral and structuralchange at many levels, including patient–clinician relationships, small practice settings, health careorganizations (e.g., hospitals and health plans), and the environment of care (e.g., regulatoryprocesses and payment policies) (Berwick, 2002).
Link: http://www.nap.edu/openbook.php?record_id=11517&page=R1Morone, James and Belkin, Gary (ed). (1994). The Politics of Health Care Reform:
Lessons from the Past, Prospects for the Future.
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This ambitious work helps explain why the American public should have expected thepassage of health care reform legislation by the 103rd Congress and the Clintonadministration. The book assesses health care politics in the United States, politicalinstitutions related to health care, the relation between business and health care, therelation between federal and state governments with respect to health care, and lessonsfrom other countries that might apply to the United States.
Link:http://www.questia.com/read/11224287?title=The%20Politics%20of%20Health%20Care%20
Reform%3a%20Lessons%20from%20the%20Past%2c%20Prospects%20for%20the%20FutureRamsay, C. and Esmail, N. (2004). The Alberta Health Care Advantage: An
Accessible, High Quality, and Sustainable System.Already, by contracting out certain publicly insured procedures to private health facilities,Alberta is seen by many people as violating the national health act—even though it is not.But Alberta would be contravening the provisions against extra billing and user chargescontained within the act if it did implement user fees, so the key word in Klein’s quote,perhaps, is that the province will live up to the CHA’s fundamental principles, but notnecessarily the specific rules and regulations surrounding them. The impetus for suchcontroversial action and the possible consequences of it are two key aspects of this study,which begins with a brief discussion of the basic economics of health care and theimplications of the CHA for meaningful health care reform in Canada.
Link: http://www.fraserinstitute.org/commerce.web/product_files/AlbertaHealthCare.pdfSkinner, Brett. (2009). Canadian Health Policy Failures: What’s Wrong? Who gets
Hurt? Why Nothing Changes.Canadian health policy is increasingly failing patients and taxpayers. Canadians spend alot on health care relative to comparable countries, yet our high relative level of spendingdoes not buy Canadians as many health care resources as patients in other countriesenjoy. Shortages of medical resources, as well as improper economic incentives within theCanadian health system, have resulted in growing waits for access to publicly funded,medically necessary goods and services. The available evidence indicates that wait timesare longer in Canada than in almost all other comparable countries. Not only has our highlevel of spending not produced better access to health care, government health spendinghas also been growing at rates that are faster than our ability to pay for it through publicmeans alone. This has resulted in health care consuming ever greater shares of therevenue available to governments, leaving proportionally less available for other publicresponsibilities and obligations.
Link:
http://www.fraserinstitute.org/commerce.web/product_files/CanadianHealthPolicyFailures.pdfThe Conference Board of Canada. (2004). Challenging Health Care System
Sustainability: Understanding Health System Performance of Leading Countries.The purpose of this report is to provide insights for key decision-makers on theperformance, productivity and management practices of health care in other OECDcountries. The focus is on Switzerland, Sweden, Spain, France, Australia and New Zealand.Link: http://www.health.alberta.ca/documents/Sustainable-system-CBC-2004.pdf
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Health Care SystemsAhmed, A. and Fincham, J. (2010). Physician Office vs. Retail Clinic: Patient
Preferences in Care Seeking for Minor Illnesses.Retail clinics are a relatively new phenomenon in the United States, offering cheaper andconvenient alternatives to physician offices for minor illness and wellness care. Theobjective of this study was to investigate the effects of cost of care and appointment waittime on care-seeking decisions at retail clinics or physician offices.
Link:http://www.annfammed.org/cgi/reprint/8/2/117?maxtoshow=&hits=10&RESULTFORMAT=&fulltext=%22universal+design%22%3A&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&sortspec=relevance&resourcetype=HWCITCanadian Health Services Research Foundation. (2010). Effective Governance for
Quality and Patient Safety in Canadian health care Organizations.The following report presents case studies for quality and patient safety in Canadianhealth care organizations.
Link: http://www.chsrf.ca/pdf/Case_Study_Annex_FINAL.pdfCanadian Institute for Health Information. (2001). Health Care in Canada.As part of this commitment, CIHI has once again joined forces with Statistics Canada toreport on the health of Canadians and on the health of our health care system. This report,

Health Care in Canada 2001, focuses on the health care system. Its companion report, How
healthy are Canadians 2001? focuses on the health status of Canadians and the factorsaffecting their health.

Link: http://secure.cihi.ca/cihiweb/products/Hlthrpt2001.pdfCanadian Institute for Health Information. (2003). The Changing Hospital.Hundreds of “H” signs still line Canada’s highways, but the hospitals they point travelersto are very different than they were a decade or even five years ago. For example, fewerpatients are staying overnight, but day surgeries are on the rise. The number of hospitalbeds and the number of hospitals have also fallen. Between 1995.1996 and 1999.2000,275 hospitals closed, merged, or changed to provide other types of care. Administration ofhospitals has changed as well. In most parts of the country, health regions are nowresponsible for providing acute care services. They also manage long-term care, publicand community health services, some mental health programs, and other types of care.
Link: http://secure.cihi.ca/cihiweb/products/hcic2003_Ch6_e.pdfCanadian Institute for Health Information. (2007). Canada’s Health Care Providers,
2007. In 2001, CIHI released Canada’s Health Care Providers, which provided an overview of thehealth human resources (HHR) landscape in Canada at the time. The report described thehealth care workforce and highlighted trends based on available data. In 2005, CIHIprovided an update entitled Canada’s Health Care Providers: 2005 Chartbook. This thirdreport in the series—Canada’s Health Care Providers, 2007—builds on the work of thefirst two reports.
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Link: http://secure.cihi.ca/cihiweb/products/HCProviders_07_EN_final.pdfCanadian Institute for Health Information. (2008). Health Care in Canada 2008.

Health Care in Canada 2008 (HCIC 2008) is the ninth in a series of annual reports on thehealth care system and the health of Canadians. This year, HCIC 2008 provides a review ofkey analytic work undertaken at CIHI that highlights CIHI’s health care research priorities(access, quality of care, costs, health human resources and population mental health). Alsoincluded in this report are key findings from seminal Canadian and international healthcare research as they relate to these health care priorities. HCIC 2008 is a reference tool toidentify current priorities in health care for health researchers, persons involved instrategic decision-making in health care, the media and Canadians in general.
Link: http://secure.cihi.ca/cihiweb/products/HCIC_2008_e.pdfCanadian Institute for Health Information. (2009). Health Care in Canada 2009: A
Decade in Review.

Health Care in Canada 2009 (HCIC 2009) is the 10th anniversary edition in a series ofannual reports on the health care system and the health of Canadians. As the 10th edition,HCIC 2009 offers a decade-long perspective on how the health care system has changedsince the production of the very first in this series of reports. As with previous reports,this report draws on information and data held both within and external to CIHI. Itprovides a retrospective look at many health care priorities such as access, costs andquality of care, and the health care workforce and how these have changed since 1998–1999. Where possible, our retrospective look includes 10 years of data and trends. Insome places, however, we have had to consider shorter trends due to data availability andcomparability.
Link: http://secure.cihi.ca/cihiweb/products/HCIC_2009_Web_e.pdfCohen, Richard. (2007). Accessible Health Care.By stipulating that health care must be accessible, universal and publicly administered,the Canada Health Act de facto ensures that people with disabilities are not denied healthcare coverage or do not have their coverage loaded (i.e., higher premiums to reflectgreater actuarial risk). Although health care funding in Canada is not calculatedactuarially, its costs are shared by all Canadians through their taxes.
Link: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1764786/?tool=pubmedFlood, Colleen. (2001). Profiles of Six Health Care Systems: Canada, Australia, the
Netherlands, New Zealand, the UK, and the USA.Canada is not alone in struggling with the complexities of managing and ensuring thesustainability of an equitable health care system. In this paper we take a snapshot look atthe health systems in six different countries. The goal is to identify the salient lessons forCanada in terms of its own health reform agenda and where further research and studywould prove fruitful for Canadian policymakers.
Link: http://www.parl.gc.ca/37/1/parlbus/commbus/senate/com-e/soci-e/rep-e/volume3ver1-
e.pdf
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Harris, L. (ed). (1995). Health and the New Media: Technologies Transforming
Personal and Public Health.As the nation has wrestled with new initiatives in health care and informationinfrastructure, we already see patterns of growth that form a useful basis for forecastingwhat an American health care system might look like by the year 2000. Yet the fieldremains a rich and uncharted frontier that beckons the scientist, the policy maker, and theentrepreneur to make critical contributions.This book is the best compendium of these first forces, which will help determine thescope and potential of the emerging interactive media as they are being applied to healthconcerns. The distinguished authors, all pioneers in their own fields, describe such thingsas member-centered managed care, demand management, telemedicine, providerteamwork, patient involvement in health care decision making, reinventing government,new media pedagogy, interactive health education in schools, simulation in healtheducation, and the new dynamics of public-private sector responsibilities. For readerswho are struggling to understand health from the perspective of the new media, or thenew media from the perspective of health, this book will help them knit together the earlyvectors of managed care, a reinvented public health and health education, an empoweredpublic, and the interactive media into a tapestry of their own making on which futurecontributions will be made.
Link:http://www.questia.com/read/9597518?title=Health%20and%20the%20New%20Media%3a%20Technologies%20Transforming%20Personal%20and%20Public%20HealthKluge, Eike-Henner. (2007). Comparing health care Systems: Outcomes, Ethical
Principles, and Social Values.The question of how health care should be structured has been at the forefront of publicdebate for quite some time. In particular, debate has raged over the acceptability ofsocialized and rights-oriented approaches to health care as opposed to privatized andcommodity-oriented approaches. The present discussion looks at the underlying logic ofthe debate and at the use of outcome measures as a primary determinant. It suggests thatoutcome measures are of limited use in deciding the issue because they ignore importantvariables and further suggests that outcome measures are inappropriate tools whencomparing distinct health care systems because they ignore valuational components thatare integral to deciding whether a health care system is consistent with a society'sprinciples and values.
Link: http://www.medscape.com/viewarticle/564144Kluge, Eike-Henner. (2007). Resource Allocation in health care: Implications of
Models of Medicine as a Profession.For decades, the problem of how to allocate health care resources in a just and equitablefashion has been the subject of concerted discussion and analysis, yet the issue hasstubbornly resisted resolution. This article suggests that a major reason for this is that thediscussion has focused exclusively on the nature and status of the material resources, andthat the nature and role of the medical profession have been entirely ignored. Becausephysicians are gatekeepers to health care resources, their role in allocation is central froma process perspective. This article identifies 3 distinct interpretations of the nature ofmedicine, shows how each mandates a different method of allocation, and argues thatunless an appropriate model of medicine is developed that acknowledges the valid pointscontained in each of the 3 approaches, the allocation problem will remain unsolvable.
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Link: http://www.medscape.com/viewarticle/551802
Health Care ExpendituresCanadian Institute for Health Information. (2009). National Health Expenditure
Trends, 1975 to 2009.Both the public and private sectors finance Canada’s health system. Public-sector fundingincludes payments by governments at the federal, provincial/territorial and municipallevels and by workers’ compensation boards and other social security schemes. Private-sector funding consists primarily of health expenditures by households and privateinsurance firms.The Canadian Institute for Health Information (CIHI) tracks health care spending by eachsource of finance in the National Health Expenditure Database (NHEX). This databasecontains a historical series of macro-level health expenditure statistics by province andterritory. CIHI assumed responsibility from Health Canada for the national healthaccounts, including NHEX, in 1995.
Link:http://secure.cihi.ca/cihiweb/dispPage.jsp?cw_page=download_form_e&cw_sku=NHEX2009EPDF&cw_ctt=1&cw_dform=N
Health IndicatorsCanadian Institute for Health Information. (2004). The Health Indicators Project:
The Next 5 Years.Interest in sound health information and health indicators, has never been higher. Healthindicators can be used to inform health policy, manage the health care system, enhanceour understanding of the broader determinants of health, as well as to identify gaps in thehealth status and outcomes for specific populations. While there are an infinite number ofindicators that could be calculated, which ones are the most important to measure andtrack and what types of indicators best reflect the needs of those who use them? Theseand other questions were discussed at the 2004 Second Consensus Conference onPopulation Health Indicators. The results of this conference, and what has happened sincethen, are summarized in this report.
Link:http://secure.cihi.ca/indicators/2005/en/downloads/March_2004_Conference_Report_e.pdfCanadian Institute for Health Information. (2006). Pan-Canadian Primary Health
Care Indicator Project: Indicators.The following list of pan-Canadian primary health care (PHC) indicators was developedfor the National Evaluation Strategy through the PHC Indicator Development Project.
Link: http://secure.cihi.ca/cihiweb/en/downloads/Final_PHC_Indicator_List_-_Labels_-_Mar_29_2006_E.pdfCanadian Institute for Health Information. (2006). Pan-Canadian Primary Health
Care Indicators: Report 1, Volume 2.
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Primary health care (PHC) has been called the foundation of Canada’s health system andis the most common type of health care that Canadians experience.1 The Primary HealthCare Transition Fund (PHCTF) was established in September 2000 as a sharedcommitment between federal and provincial/territorial governments to work together onimproving PHC across the country, and to explore new ways of delivering PHC. Currently,we know little about how the structure of our PHC system is evolving or about the wayservices are delivered and the results of these services. Measuring PHC renewal in Canadarequires harnessing and enhancing data sources at the local, regional, provincial/territorial and pan-Canadian levels. PHC indicators and the data required to report theseindicators can contribute to the measurement and management of PHC in Canada.
Link: http://secure.cihi.ca/cihiweb/products/PHC_Indicator_Report_1-Volume_2_Final_E.pdfCanadian Institute for Health Information. (2009). Health Indicators 2009.Since 1999, CIHI and Statistics Canada have collaborated on the Health Indicators project,developing and providing a broad range of indicators for health regions across thecountry. The first Health Indicators report was released in 2000, published along with

Health Care in Canada. At that time, the report included 13 indicators, providing the first-ever comparative data on a range of health and health system measures for Canada’s 63largest health regions as well as the provinces and territories. The goal was to provideobjective and up-to-date information to support evidence-based decision-making forregional, provincial and national stakeholders. The indicators were to help answer twoquestions: how healthy are Canadians, and how healthy is the Canadian health caresystem? This year, CIHI and Statistics Canada celebrate the 10th release of this report—
Health Indicators 2009.

Link: http://secure.cihi.ca/cihiweb/products/Healthindicators2009_en.pdf
Health Policy FrameworkAlberta Health and Wellness. (2006). Getting on with Better Health Care: Health
Policy Framework.Albertans place great value on their health system. They have told their government thatthey expect the health system to provide them with high quality care and to ensure thatthey have access to prompt and effective treatment. Albertans also want their healthsystem to be sustainable and affordable. Albertans accept the Canada Health Actprinciples of comprehensiveness, universality, accessibility, portability and publicadministration; however, they view these principles as part of a larger framework ofvalues and beliefs. The values of Albertans include: (1) patient-focused health care; (2)delivery of quality health services; (3) timely and fair access to services; (4) accountabilityfor sound evidence-based investments, fiscal management and responsive service; and(5) increased choice and control over one’s own health and wellness. The purpose of thisHealth Policy Framework is to provide health system leaders and governors with theneeded support and guidance as they tackle some of the difficult challenges and search forways to better organize, deliver and pay for health services. Innovative policy directionsare needed to guide the evolution of the health system in ways that will put it on a moresustainable footing while responding to the values and expectations of Albertans. Theseten policy directions are not stand-alone. They are all related and progress must be madeon each one to achieve the intent of the policy framework.
Link: http://www.health.alberta.ca/documents/Better-Health-Care-2006.pdf
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Alberta Health and Wellness. (2006). Health Policy Framework.The purpose of this Health Policy Framework is to provide health system leaders andgovernors with the needed support and guidance as they tackle some of the difficultchallenges and search for Released in February 2006, Alberta's Health Policy Frameworkitemized ten new policy directions for sustainable, flexible and accessible health servicesfor Albertans. The framework was created to guide government and health care partnersin making positive, innovative changes to the public health care system that work forAlbertans and Alberta's health care providers.
Link: http://www.health.alberta.ca/documents/Health-Policy-Framework-2006.pdfAlberta Health and Wellness. (2006). What We Heard from Albertans during March
2006. The Alberta Government announced the Getting on with Better Health Care package inJuly, 2005. This package contained 13 actions to improve the health care system. Theseactions include the priorities areas of access, continuing care, wellness, mental health,primary health care, children’s health, pharmaceuticals, electronic health records andrural health. One of the actions included developing a Health Policy Framework to set theoverall direction this government will take to protect the public health system. The Health

Policy Framework was released in February, 2006 with ten policy directions to improvethe performance and sustainability of Alberta’s health system. Many Albertans have takenthe time to express their views and offer their ideas on the Health Policy Framework. Thisreport describes the findings from the consultations.
Link: http://www.health.alberta.ca/documents/What-We-Heard-Report-2006.pdfStange, Kurt. (2010). Power to Advocate for Health.This is the seventh and final editorial in a series about integrative approaches topromoting health and personalized, high-value health and personalized, high-value healthcare. This editorial examines how we can develop the power to act on key values,knowledge, and principles to advance health for people, communities, and the population.This article asks the following questions:1. What is moral authority and why is it important?2. How can we understand the process for developing moral authority to advocate forhealth?3. How might we act differently as individuals and as organizations if we developed thismoral authority?The article concludes with a summary of the 7 pieces in this editorial series and aninvitation to join the online discussion.
Link:http://www.annfammed.org/cgi/reprint/8/2/100?maxtoshow=&hits=10&RESULTFORMAT=&fulltext=%22universal+design%22%3A&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&sortspec=relevance&resourcetype=HWCITThe Government of Alberta. (2006). Health Policy Framework.Albertans place great value on their health system. They have told their government thatthey expect the health system to provide them with high quality care and to ensure thatthey have access to prompt and effective treatment. Albertans also want their healthsystem to be sustainable and affordable. Albertans accept the Canada Health Actprinciples of comprehensiveness, universality, accessibility, portability and publicadministration; however, they view these principles as part of a larger framework of
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values and beliefs. The values of Albertans include: (1) patient-focused health care; (2)delivery of quality health services; (3) timely and fair access to services; (4) accountabilityfor sound evidence-based investments, fiscal management and responsive service; and(5) increased choice and control over one’s own health and wellness. The purpose of thisHealth Policy Framework is to provide health system leaders and governors with theneeded support and guidance as they tackle some of the difficult challenges and search forways to better organize, deliver and pay for health services.
Link: http://www.health.alberta.ca/documents/Health-Policy-Framework-2006.pdf
Health Workforce PlanningAlberta Health and Wellness. (2003). Provincial Comprehensive Health Workforce
Plan. The framework identifies some of the existing strategies for health workforce planningthat are ongoing in Alberta. It is important to note existing strategies should haveaccountabilities, performance measures and targets built into them and should continuewithin the mandate set out for the strategy. The creation of accountabilities /performance measures / targets are the responsibility of organizations utilizing thisframework. The comprehensive health workforce planning committee recognizes thatthis framework is only the base that organizations must consider when developing healthworkforce plans and that there may be additional building blocks that may be added inorder to respond to particular system or organizational needs.
Link: http://www.health.alberta.ca/documents/Workforce-Plan-2003.pdf

Home CareCanadian Institute for Health Information. (2004). Development of National
Indicators and Reports for Home Care: Final Project Report.This report is the final project report of Phase 2 of the Development of National Indicators

and Reports for Home Care Project undertaken by the Canadian Institute for HealthInformation (CIHI). The aims of this phase were to further enhance of the indicatorsdeveloped in Phase 1 and to conduct a National Pilot Test (NPT) of a minimum reportingdata set to populate the indicators.
Link: http://secure.cihi.ca/cihiweb/products/HC_NPT2004_e.pdf
Impact of the Aging PopulationAlberta Seniors and Community Supports. (1999). Alberta Seniors and Community
Supports.This report provides a summary of the written feedback received by the SteeringCommittee for the Government-Wide Study on the Impact of the Aging Population in thefall of 1999.
Link:http://www.seniors.alberta.ca/policy_planning/archives/aging_study/impact/survey&submissi
ons.pdf
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Christensen, K. et al. (2009). Ageing Populations: The Challenges Ahead.If the pace of increase in life expectancy in developed countries over the past twocenturies continues through the 21st century, most babies born since 2000 in France,Germany, Italy, the UK, the USA, Canada, Japan, and other countries with long lifeexpectancies will celebrate their 100th birthdays. Although trends differ betweencountries, populations of nearly all such countries are ageing as a result of low fertility,low immigration, and long lives. A key question is: are increases in life expectancyaccompanied by a concurrent postponement of functional limitations and disability? Theanswer is still open, but research suggests that ageing processes are modifiable and thatpeople are living longer without severe disability. This finding, together withtechnological and medical development and redistribution of work, will be important forour chances to meet the challenges of ageing populations.
Link: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2810516/pdf/nihms164804.pdfMort, M., et al. (ed) (2008). Ageing, Technology and Home Care: New Actors, New
Responsibilities.The aim of the conference was to discuss actual practices that actors are developing andproblems they are confronting, and to draw on exchanges for setting a research agenda onquestions that need further consideration. The conference was conceived of as aparticipative event.
Link: http://catalog.ensmp.fr/Files/Homecare_1res.pdfWalters, K et al. (2000). Assessing Needs from Patient, Carer and Professional
Perspective: the Camberwell Assessment of Need for Elderly People in Primary Care.The article describes the Camberwell Assessment of Need for the Elderly, which is a newtool.
Link: http://ageing.oxfordjournals.org/cgi/reprint/29/6/505
Independent LivingNason, Edward et al. (2008). Supporting Independent Living for Disabled People:
An Evaluation of the Foundations for Living Project.Over the last 15 years, both the demand for and suitability of residential care facilities fordisabled people has been decreasing steadily, as Government policy has undergone agradual shift towards enabling disabled people to live independently in the community.Against this background, the Papworth Trust identified the need for innovative ways toprovide services for disabled people wishing to lead independent lives. The Foundationsfor Living (FFL) initiative is the Trust’s response to this need.
Link: http://www.rand.org/pubs/technical_reports/2009/RAND_TR616.pdfSpinal Cord Injury Solutions Network. (2008). A Scoping Review of Disability Policy
in Canada: Effects on Community Integration for People with Spinal Cord Injuries.The purpose of this research is to begin a comprehensive survey of disability policy inCanada (including provincial and federal jurisdictions) with the potential to effectcommunity integration for people with spinal cord injuries.
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Link:http://chspr.queensu.ca/downloads/Reports/Disability%20Policy%20in%20Canada-
final%20report-May09.pdf

International Classification of Functioning, Disability and HealthCanadian Institute for Health Information. (2002). ICF Model in the Context of the
AT Field.The article describes the ICF model in the context of assistive technology.
Link: http://secure.cihi.ca/cihiweb/en/downloads/icf_jun02_papers_6B_e.pdfCanadian Institute for Health Information. (2009). International Statistical
Classification of Diseases and Related Health Problems: Volume One – Tabular List.A classification of diseases may be defined as a system of categories to which morbidentities are assigned according to established criteria. There are many possible axes ofclassification and the one selected will depend upon the use to be made of the statistics tobe compiled. A statistical classification of diseases must encompass the entire range ofmorbid conditions within a manageable number of categories.The Tenth Revision of the International Statistical Classification of Diseases and RelatedHealth Problems (ICD-10) is the latest in a series that was formalized in 1893 as theBertillon Classification or International List of Causes of Death. A complete review of thehistorical background to the classification is given in Volume 2 of ICD-10. While the titlehas been amended to make clearer the content and purpose, and to reflect the progressiveextension of the scope of the classification beyond diseases and injuries, the familiarabbreviation "ICD" has been retained. In the updated classification, conditions have beengrouped in a way that was felt to be most suitable for general epidemiological purposesand the evaluation of health care.
Link: http://www.cihi.ca/cihiweb/en/downloads/ICD-10-CA_Vol1_2009.pdfHahn, Harlan. (2002). The ICF and the ICICDH: Privacy, Paradigms, and Definitions.During the past three decades, a host of dedicated volunteers have participated in a globalproject under the aegis of the World Health Organization (WHO) to develop aclassification system for disabilities and chronic health conditions. The endeavor mayhave extensive implications for the development of law and public policy in many nations.In many respects, the task, which was apparently intended to supplement the famous

International Classification of Diseases (ICD), appeared to reflect a growing belief that theprincipal medical challenges of the future will consist of disabilities and other enduringhealth problems. The work has produced several documents thus far including the
International Classification of Impairments, Disabilities, and Handicaps (ICIDH) in 19801and the International Classification of Functioning, Disability, and Health (ICF) in 2001.Unlike the definition of acute illnesses, which was facilitated by widespread acceptance ofthe so-called “germ theory” of disease, the goal of formulating the ICIDH and the ICFrequired researchers to engage in the study of unfamiliar concepts that precipitatednumerous controversies.

Link: http://secure.cihi.ca/cihiweb/en/downloads/icf_jun02_papers_3A_e.pdf
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Kostanjsek, Nenad. International Classification of Functioning, Disability and
Health.: Implementation and Research.This is a PowerPoint presentation about the ICF.
Link: http://secure.cihi.ca/cihiweb/en/downloads/Nenad_Kostanjsek_WHO_Report.pdfLollar, D. and Simeonsson, R. (2006). Rights, Rehabilitation, and Disability: ICF.This is a PowerPoint presentation about ICF, rehabilitation and disability rights.
Link: http://secure.cihi.ca/cihiweb/en/downloads/Rune%20Simeonsson%20-%20Rights%20Rehab%20&%20Disability.pdfNoonan, V. et al. (2009). Comparing the content of participation instruments using
the International Classification of Functioning, Disability and Health.The concept of participation is recognized as an important rehabilitation outcome andinstruments have been developed to measure participation using the InternationalClassification of Functioning, Disability and Health (ICF). To date, few studies haveexamined the content of these instruments to determine how participation has beenoperationalized. The purpose of this study was to compare the content of participationinstruments using the ICF classification.
Link: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2785762/pdf/1477-7525-7-93.pdfStucki, G. et al. (2002). Application of the International Classification of
Functioning, Disability and Health (ICF) in Clinical Practice.Rehabilitation medicine is dedicated to optimizing patient functioning and health. Modelsof functioning and health are the basis for clinical practice, teaching and research. The ICF(International Classification of Functioning Disability and Health, formerly ICIDH-2http://www3.who.int/icf/icftemplate.cfm) is designed to record and organize a widerange of information about health and health-related states. Since the ICF has beendeveloped in a worldwide comprehensive consensus process over the last few years andhas recently been endorsed by the World Health Assembly as a member of the WHOFamily of International Classifications, it is likely to become the generally acceptedframework to describe functioning in rehabilitation. The ICF is intended for use inmultiple sectors that include, besides health, education, insurance, labour, health anddisability policy, statistics, etc. In the clinical context, it is intended for use in needsassessment, matching interventions to specific health states, rehabilitation and outcomeevaluation. However, the ICF will have to be tailored in order to suit these specific uses.The joint use of the ICF and the International Classification of Diseases ICD-10, needs tobe addressed when applying the ICF to rehabilitation medicine.
Link: http://secure.cihi.ca/cihiweb/en/downloads/icf_jun02_papers_4_e.pdf
Medical EquipmentCanadian Institute for Health Information. (2006). Medical Imaging Technologies
in Canada, 2006—Supply, Utilization and Sources of Operating Funds.The appropriate numbers, types, institutional setting and funding of medical imagingequipment in Canada are hotly debated issues. This Analysis in Brief presents the latestdata on the availability of medical imaging equipment, as well as its setting, utilization and
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sources of operating funds, and focuses on the most recent data from the 2006 NationalSurvey of Selected Medical Imaging Equipment rather than on trends. Analysis of trendswill be included in a more extensive report planned for 2007.
Link: http://secure.cihi.ca/cihiweb/products/mit_analysis_in_brief_e.pdfCanadian Institute for Health Information. (2007). Medical Imaging Technologies
in Canada, 2006 – Supply, Utilization and Sources of Operating Funds.In the past century, we have witnessed dramatic technological changes in the field ofmedicine. The same is true for medical imaging. For example, X-rays were just starting tobe used for medical purposes in the late 1890s. Today, radiologists can read X-rays andother diagnostic images produced thousands of kilometres away in a matter of minutes.Surgical procedures that once required several days of hospitalization are now beingperformed on an outpatient basis. And more sophisticated forms of medical imaging, suchas the ability to generate images of almost any structure within the body, are becomingessential to the provision of general and specialized medical care and treatment.Nevertheless, little is known about the actual use of these technologies in Canada. Thisreport aims to address this gap. It is meant to serve as a consolidated reference of whatwe know about medical imaging across Canada, helping to inform decisions as we moveforward. We look in particular at the numbers of different kinds of machines in Canadaand how they are used, as well as the skilled health professionals who operate theequipment and interpret results. In general, we tend to focus on a selection of more recentimaging technologies for which the information base is strongest. Many of the issues thatwe highlight, however, may apply across the spectrum of imaging technologies.
Link: http://secure.cihi.ca/cihiweb/products/MIT_2007_e.pdfIssaacson Kailes, J. and Mac Donald, C. (2009). Importance of Accessible
Examination Tables, Chairs and Weight Scales.Health care providers should have accessible examination tables, chairs and weightscales. This report describes the various needs and barriers.
Link: http://www.cdihp.org/briefs/1%20%20Brief-Exam%20Tables%20and%20Scales-
FINAL%20Edition%204_4%208%2009.pdfKailes, June (2007). Just Hop Up, Look Here, Read This, Listen Up, Don’t Breathe &
Stay Still! Access to Medical Equipment – Where are We?This report describes the results from data from the National Consumer NeedsAssessment Survey on medical equipment; strategies for getting accessible medicalequipment into offices of health providers, existing resources for accessible equipment(exam tables, chairs, scales, mammography); using tools to communicate with providersabout accessible equipment needs; and the Research Engineering and RehabilitationCenter’s next steps - designing new equipment, effecting change within the medicalequipment and health care industry and health care public policy.
Link: http://www.bcm.edu/ilru/html/training/webcasts/archive/2007/01-04-JK.htmlLeibs, Andrew. (2009). Accessible Medical Equipment: Study Shows Key Gap,
Solution in Providing Health Care for Disabled.The article describes the various barriers that people with disabilities experience indoctor’s offices. Stepping up onto or supporting oneself on an examination table is
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difficult for many with mobility limitations. Most doctors’ offices lack wheelchair scalesand the personnel to lift patients onto and off equipment. Many obese patients andwheelchair users find exams so exhausting or demeaning they stop seeking carealtogether. Inaccurate weight readings can mean medication errors and missed warningsigns (and treatment options), for conditions ranging from depression to cancer.
Link: http://public-healthcare-
issues.suite101.com/article.cfm/accessible_medical_equipment#ixzz0cW9HA84NLishan, X. et al. (2007). A Review of health care Devices: Moving Design from Object
to User.This paper examines the design evolution of a selection of health care devices andidentifies some characterizations in their design which could not be isolated at each point.Beginning from a problem to solution (functional); to the need for safety and comfort withan ergonomic approach; to include technology that replaces many mechanically-operatedfunctional aspects; enabling design to integrate new materials or forms to be aestheticallyappealing, understandable and user-friendly; then trying to solve the ‘failure’ of designthrough universal design. Sensory and symbolic attributes which are successful inenhancing interaction, experience, and emotions can be understood as a decisive factorshaping the future of health care devices. It concludes with implications that encouragedesigners to broaden their perspectives towards health care.
Link:http://www.sd.polyu.edu.hk/iasdr/proceeding/papers/A%20Review%20of%20Healthcare%20
Devices.pdfMack, Kelly. (2005). Accessible Medical Exam Tables: Just Ask.This article discusses the need for medical examination tables that are accessible forpeople who use wheelchairs. Midmark Corporation is a market leader in accessibleexamination tables, as the company conducted background research and consulted withexperts on the Americans with Disabilities Act before marketing a table. From theirresearch the company was able to identify the ideal high and low table needs, as 37 inchesshould be the high point, and 17 to 19 inches should be the low point. Midmark’s tablealso features a scissor-lift mechanism for switching between height options.
Link: http://www.equalizers.org/issues/New_Mobility_Dec05.pdfQuan, Kathy. (2008) New Devices Meet Health Care Needs: Consumer Technology
Expands to the Health Care Arena.The article describes that during International CES, the consumer electronic trade show ofthe Consumer Electronic Association, more and more medical and health care relatedproducts are being showcased. The article describes the various devices that wereshowcased during the January, 2008 trade show.
Link:http://healthfieldmedicare.suite101.com/article.cfm/new_devices_meet_health_care_needsSchwier, E. and Issaacson Kailes, J. (2006). Getting the Right Gear: Taking Charge
of Obtaining Durable Medical Equipment.The annual Hospital Quality in America Study was released and shows a wide gap in thequality of care between the top performing hospitals and all others. The study includedevaluation of 18 procedures and conditions.
Link: http://www.cdihp.org/GettingDME.html
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Wilcox, S. (2003). Applying Universal Design to Medical Devices.As the trend toward minimizing patient time in the hospital continues, one notableconsequence has been the migration of medical devices from medical facilities to patients'homes. This phenomenon means that, increasingly, the patient, rather than the medicalprofessional, is the device user. The effect of this change on the design of many medicalproducts is substantial.
Link: http://www.dscience.com/articles/MDDIJanO3UnivDesign.pdfWinters, J. (2007). Medical Instrumentation: Accessibility and Usability
Considerations.Two of the most important yet often overlooked aspects of a medical device are itsusability and accessibility. This is important not only for health care providers, but alsofor older patients and users with disabilities or activity limitations. MedicalInstrumentation: Accessibility and Usability Considerations focuses on how lack ofusability and accessibility pose problems for designers and users of medical devices, andhow to overcome these limitations. Divided into five broad sections, the book firstaddresses the nature and extent of the problem by identifying access barriers, humanfactors, and policy issues focused on the existing infrastructure. The subsequent sectionsexamine responses to the problem, beginning with tools for usability and accessibilityanalysis and principles of design for medical instrumentation. Building on this foundation,the third section focuses on recommendations for design guidelines while the fourthsection explores emerging trends and future technologies for improving medical deviceusability. The final section outlines key challenges, knowledge gaps, andrecommendations from accomplished experts in the field presented at the recentWorkshop on Accessible Interfaces for Medical Instrumentation. Integrating expertperspectives from a wide array of disciplines, Medical Instrumentation traces a clearroadmap for improving accessibility and usability for a variety of stakeholders andprovides the tools necessary to follow it.
Link:http://books.google.com/books?id=y_GtESjOI5IC&dq=Medical+Instrumentation+Accessibility+a
nd+Usability+Considerations&printsec=frontcover&source=bn&hl=en&ei=nQ9OS8qOL4PoM_uFxesM
&sa=X&oi=book_result&ct=result&resnum=4&ved=0CBoQ6AEwAw#v=onepage&q=&f=false

People with Disabilities and Access BarriersSanford, J. and Bruce, C. (2006). The Physical Environment as an Independent
Measure: A Framework for Understanding the Role of Environmental Attributes in
Activity and Performance Outcomes.This is a PowerPoint presentation that explains the role of environmental attributes inactivity and performance outcomes.
Link: http://www.cihi.ca/cihiweb/en/downloads/Jon%20A.%20Sanford%20-
%20Environmental%20Factors.pdfScheer, J et al. (2003). Access Barriers for Persons with Disabilities: The Consumer's
Perspective.This article delineates the scope and the nature of specific barriers people withdisabilities face in obtaining needed health-care services. Access is generally defined asthe use of services relative to the actual need for care; lack of access occurs when there is
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a need for services but those services are not utilized (Aday, 1975). Barriers to access arethose factors that contribute to preventing a person from utilizing a service when needed.Although many of the health-care needs of individuals with disabilities are similar tothose of people without disabilities, the presence of a disabling condition can place theindividual at greater risk for secondary conditions, higher utilization of downstreamservices, increased need for durable medical equipment, functional decline, decreasedindependence, and psychological distress than is found in the general population (Sutton& DeJong, 1998).
Link:http://www.questia.com/read/5001705978?title=Access%20Barriers%20for%20Persons%20with%20Disabilities%3a%20The%20Consumer%27s%20PerspectiveHuman Resources Development Canada. (2000). In Unison: A Canadian Approach
to Disability Issues.This report sets the stage for governments, persons with disabilities, disability advocates,communities, employers, labour and the non-profit sector to jointly focus on disabilityissues. It builds on the framework document entitled In Unison: A Canadian Approach to

Disability Issues, which was released in 1998, by federal, provincial and territorialministers responsible for social services.
Link: http://www.socialunion.gc.ca/In_Unison2000/iu00100e.html
People with Disabilities and Health ServicesAlberta Health Services. (2008). Persons with Disabilities: Health Services
Literature Review and Community Consultations.The purpose of this literature review and community consultation was to identify barriersto health care experienced by persons with disabilities and ways in which the CalgaryHealth Region may become more competent in meeting the needs of persons withdisabilities. The literature focused on articles published since 2001 and the communityconsultation involved four focus groups with a total of 34 participants, including personswith disabilities (including communication, developmental, intellectual, physical andpsychiatric disability), support workers, family members and representatives oforganizations who work with persons with disabilities.The research found that persons with disabilities, as a group, are more likely than able-bodied counterparts to have multiple and complex health care needs, in some casesleading to proper care not being provided; perceive their health status as poor; reporthaving unmet health care needs (including reduced rates of preventive health careservices); and have lower levels of satisfaction with health care. Focus groups, however,also revealed that many persons with disabilities have had exceptionally positiveexperiences with individual practitioners/providers.This suggests that actions already being taken are helping to reduce barriers. Barriers tohealth care experienced by persons with disabilities were identified and organized intothree types: environmental, process, and individual barriers. Each type of barrier wasexplored in depth and recommendations are made for enhancing the disabilitycompetency of health care systems.
Link:http://www.calgaryhealthregion.ca/programs/diversity/diversity_resources/research_publicat
ions/disabilities_report.pdf
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Alston, R. et al. (2004). Reform Laws and Health Care Coverage: Combating
Exclusion of Persons with Disabilities.The quest for accountability and efficiency of health care in the United States has been apriority for almost twenty-five years. With the passage of the Health MaintenanceOrganization Act in 1973 and the subsequent acceptance of the concept of diagnosticrelated groups, the federal government attempted to better regulate health care delivery(Schriner & Batavia, 1995). However, not until the last few years has national health carereform become the focus of intense analysis, discussion, and debate. For the public atlarge, and for persons with disabilities in particular, it was the Clinton administration'spush for reform of health care that moved the issue to a new level of national awareness.Though the Clinton administration's attempt at national health care reform did notsucceed, there have been changes in health care service delivery. For example, there is acontinuing shift from the more traditional fee-for-service approach of health care to whathas become known as the managed care approach.
Link:http://www.questia.com/read/5002243819?title=Reform%20Laws%20and%20Health%20Care%20Coverage%3a%20Combating%20Exclusion%20of%20Persons%20with%20DisabilitiesBachman, S. et al. (2006). Provider Perceptions of Their Capacity to Offer Accessible
Health Care for People with Disabilities.The purpose of this article is to provide preliminary data about the results of acomprehensive survey of providers regarding their perceptions of access to health carefor people with a broad range of disabilities. We conducted a mail and telephone follow-up survey of providers that contract with two managed care organizations, theMassachusetts Division of Medical Assistance, and the Assisted Living Association (36%response rate). Data were analyzed using standard methods. Results suggest thatproviders are more likely to provide services to patients with chronic illness, mobility,cognitive, or psychiatric impairments than they are to serve individuals withcommunication limitations or visual impairments. Providers also reported that peoplewith communication impairments are the most difficult to serve. However, respondentperceptions also suggest that individuals with disabilities do not have easy access tohealth-care providers, despite changes brought on by the Americans with Disabilities Act.
Link:http://www.questia.com/read/5018547466?title=Provider%20Perceptions%20of%20Their%20Capacity%20to%20Offer%20Accessible%20Health%20Care%20for%20People%20with%20DisabilitiesBatavia, Andrew. (1993). Health Care Reform and People with Disabilities.As a group, people with disabilities or chronic conditions experience higher-than-averagehealth care costs and have difficulty gaining access to affordable private health insurancecoverage. While the Americans with Disabilities Act will enhance access by prohibitingdifferential treatment without sound actuarial justification, it will not guarantee equalaccess for people in impairment groups with high utilization rates. Health care reform isneeded to subsidize the coverage of such individuals. Such subsidization can he achievedunder either a casualty insurance model, in which premiums based on expected costs aresubsidized directly, or a social insurance model, in which low-cost enrollees cross-subsidize high-cost enrollees. Cost containment provisions that focus on the provider,such as global budgeting and managed competition, will adversely affect disabled peopleif providers do not have adequate incentives to meet these people’s needs. Provisions
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focusing on the consumer, such as cost sharing, case management, and benefit reductions,will adversely affect disabled people if they unduly limit needed services or impose adisproportionate financial burden on disabled people.
Link: http://content.healthaffairs.org/cgi/reprint/12/1/40.pdfBranigan, M. et al. (2001). Perceptions of Primary health care Services among
Persons with Physical Disabilities. Part 2: Quality Issues.The ability of persons with disabilities to access quality primary care in Canada is not welldocumented. This article reports on the perceived quality of primary care received bypersons with disabilities by looking at utilization of elements of the health maintenanceexamination, referrals, health promotion, health care provider role clarification, andsatisfaction.
Link: http://www.medscape.com/viewarticle/408123Canadian Institute for Health Information. (2007). Health Status and Health Care
in the Disability Community in Canada: Summary of Results.Recent international studies have shown that Canadians with disabilities are less healthythan their American and British counterparts. People with disabilities experience shorterlife expectancy, take more disability days and tend to use more health services than theircounterparts without disabilities. The research also shows that disabled people are oftendisadvantaged in terms of income, labour force participation, education and socialopportunities. Given the relationship between socio-economic factors and health, it isimportant to understand how social, economic and health care system factors affect thehealth of people with disabilities. The purpose of this study was to provide populationbased information on the health of people with disabilities living in Canada.
Link: http://secure.cihi.ca/cihiweb/en/downloads/summary_mccoll_m_2007_e.pdfCanadian Institute for Health Information. (2007). The Burden of Neurological
Diseases, Disorders and Injuries in Canada.Neurological diseases, disorders and injuries represent one of the leading causes ofdisability in the Canadian population. Very few neurological conditions are curable, andmany worsen over time. They produce a range of symptoms and functional limitationsthat pose daily challenges to individuals and their families. In addition, neurologicalconditions pose an economic burden to society. Because the incidence of neurologicalconditions increases with age, this burden may magnify as Canada’s population ages. Todate, there has been little focus on the burden of neurological diseases, disorders andinjuries in Canada. Recognizing this, the Canadian Brain and Nerve Health Coalitionpartnered with the Canadian Institute for Health Information and the Public HealthAgency of Canada to create this report.
Link: http://secure.cihi.ca/cihiweb/products/BND_e.pdfCenter for Health Care Strategies, Inc. (2005). A Training Program for Medical
Professionals about Improving the Quality of Care for People with Disability.Medical professionals are increasingly required to have a broader view of the social,emotional, and political context of disability. They need to see disability as more thanphysical, cognitive, or emotional dysfunction. New models of the disability experienceassert that a range of factors including environmental, architectural, logistical, societal,and cultural influences define and impact the health and wellness of disabled individuals,



326

at least as much as their biologic impairments. This training program is geared formanaged care professionals. It offers practitioners, including physicians and nurses, aswell as ancillary, social service and support staff, an introduction to crucial issues thataffect the quality of care for patients with physical, sensory and communicationdisabilities. This program does not address the unique needs of people with cognitivedisabilities, such as mental retardation or traumatic brain injury or psychiatric disability,nor does it address care of children with disabilities.
Link: http://www.chcs.org/usr_doc/99911Final4-05.pdfChesson, R. and Sutherland, A. (1992). General Practice and the Provisions and
Services for Physically Disabled People Aged 16 to 65 Years.The study reported here was part of a larger survey investigating the nature and extent ofdisability in the Grampian region. Interviews with 212 people aged between 16 and 65years who had a wide range of physical disabilities elicited perceptions of current andpast service provision. Respondents expressed a strong need for information on disabilityservices and reported difficulty in knowing whom to approach for this. Generalpractitioners were the most commonly reported source of such information and lowusage of the Department of Social Security, social work departments and voluntaryorganizations was identified. The need to reevaluate the role of the general practitioner inthe provision of information and services is discussed.
Link: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1372271/pdf/brjgenprac00050-0027.pdfEdwards, L., Krassioukov, A. and Fehlings, MG. (2002). Importance of Access to
Research Information among Individuals with Spinal Cord Injury: Results of an
Evidenced-Based Questionnaire.The majority of SCI patients have a high interest in accessing SCI research information.The Internet is favourable, comfortable and accessible tool for providing this informationand will benefit all SCI patients. These results suggest that a significant number of patientswith SCI would benefit from an accessible Internet-based information database that isrelevant to the SCI patients population.
Link: http://www.nature.com/sc/journal/v40/n10/pdf/3101364a.pdfFrancis, L. and Silvers, A. (2008). Debilitating Alexander V. Choate: "Meaningful
Access" to Health Care for People with Disabilities.Since 1985, Alexander v. Choate (1) has stood for the proposition that financially-motivated limitations and cutbacks in state-provided health care services imposingsignificant negative impacts on people with disabilities are very difficult to challengesuccessfully under the Rehabilitation Act of 1973 ("Rehabilitation Act") (2) and, forsimilar reasons, under the Americans with Disabilities Act of 1990 ("ADA"). (3) During thetwenty years following the Choate decision, acquiescence in this proposition has largelyprevailed. (4) This discouraging picture, however, reads Choate far too expansively. Inthis Article, we develop a strategy for addressing and, we hope ultimately, circumscribingChoate's influence and debilitating its effects.Part I of this Article analyzes in detail the Court's decision in Choate. Part II thenestablishes how a wide array of cases, both in and out of the health care area, haveexplained the meaningful access requirement under the ADA, which the Choate Courtanalyzed in terms of the equal opportunity to make use of or enjoy a benefit or service.Part III suggests, in light of several examples, that understanding meaningful access in
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terms of equality of opportunity may provide a blueprint for success despite Choate.Finally, this Article concludes that the meaningful access standard should be understoodin terms of fair equality of opportunity. This reading brings Choate in line with Congress'sgoal in passing the ADA to provide equal opportunity for people with disabilities.
Link:http://www.questia.com/read/5027722057?title=Debilitating%20Alexander%20V.%20Choate%3a%20%22Meaningful%20Access%22%20to%20Health%20Care%20for%20People%20with%20DisabilitiesGovernment of Canada. (2003). Defining Disability: A Complex Issue.This document provides a review of, and framework for understanding, disabilitydefinitions in key Government of Canada initiatives.
Link: http://dsp-psd.communication.gc.ca/Collection/RH37-4-3-2003E.pdfGreat Lakes ADA Center. (2007). Medical Examinations and Inquiries under the
Americans with Disabilities Act.While the ADA’s provisions covering disability-related inquiries and medicalexaminations have not resulted in as much litigation as other provisions of the ADA, suchas the definition of disability, several interesting issues have been examined by the courts.This Legal Brief will review the legal issues related to disability-related inquiries andmedical examinations that have been the subject of litigation, and the court decisionsinterpreting those issues.
Link: http://www.ada-il.org/resources/Great%20Lakes%20Subcontract%20Brief%20-
%20Disability%20Inquiries%20and%20Medical%20Exams%20Legal%20Brief%204-30-07.docHanson, K et al. (2003). Understanding the Health-Care Needs and Experiences of
People with Disabilities: Findings from a 2003 Survey.The data presented in this report are based on a national, telephone survey of 1,505 non-elderly adults ages 18-64 with permanent physical and/or mental disabilities. The samplewas drawn from a nationally representative survey of households to identify individualswith disabilities. Households were contacted through random-digit dialing and screenedbetween June 19, 2002, and January 28, 2003, and the survey interviews were conductedbetween January 9 and February 11, 2003. International Communications Research, Inc.(ICR), conducted the fieldwork and the survey instrument was developed by a team ofresearchers at ICR and The Henry J. Kaiser Family Foundation.
Link: http://www.kff.org/medicare/upload/Understanding-the-Health-Care-Needs-and-Experiences-of-People-with-Disabilities-Findings-from-a-2003-Survey.pdfHowe, T. and Worrall, Linda. (2006). Environmental Factors and People with the
Language Disorder of Aphasia.This is a PowerPoint presentation that explains the issues and barriers that people withaphasia face.
Link: http://secure.cihi.ca/cihiweb/en/downloads/Tami%20Howe%20-%20Oral%20Health%20&%20the%20Environment.pdf
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Kinnee, S. et al. (2004). Prevalence of Secondary Conditions Among People With
Disabilities.One in 5 Americans reports disability or limitation in major life activities because ofphysical, mental, or emotional conditions lasting 6 or more months. Disability isincreasing as the population ages with chronic conditions and more young people survivebirth- and injury- related limitations. People with disabilities are at risk for "secondaryconditions," preventable physical, mental, and social disorders resulting directly orindirectly from an initial disabling condition. There is agreement that prevention ofsecondary conditions should be a major component of health promotion for people withdisabilities. What is known about the prevalence of these conditions comes from clinicalstudies of patients and convenience samples. This article reports the first effort to collectdata on population prevalence and impact of common secondary conditions.
Link: http://www.medscape.com/viewarticle/470375Lindsey, Mary. (2002). Comprehensive Health Services for People with Learning
Disabilities.Comprehensive health care services respond effectively to the needs of their patients notjust in terms of treatment of health problems but also by addressing overall well-being byunderstanding, informing, involving, counselling and respecting the individual. Bycontrast, the history of health care for people with learning disabilities has beencharacterised by a lack of communication and poor understanding of their ordinary andspecial needs. There have been many barriers to access to health services that mostmembers of the population take for granted. In addition, people with learning disabilitieshave many special health care needs that also have to be addressed. Therefore, person-centred services must be aware of the wide range of needs to which they must be able torespond while treating each person as an individual.
Link: http://apt.rcpsych.org/cgi/reprint/8/2/138Marks, M. and Teasell, R. (2006). More than Ramps: Accessible Health Care for
People with Disabilities.Recent discussions on health care in Canada have focused on 2 principal areas: the use ofprivate services and the potential emergence of a 2-tier health system, and wait times forservices. However, to consider the accessibility of health care for people with disabilitiesis to see that Canada already has a 2-tier health system. As important as timely access tocare may be, of prime concern to this patient population is their access to medicallynecessary care. In spite of their potential complexity, many of the basic health care needsof people with disabilities are the same as those of the general population. Yet people withdisabilities do not receive the same level of primary and preventive care as others do.Routine interventions such as a Pap smear or prostate exam are not consistently providedto them. Even more disturbing, people with disabilities are 4 times as likely as able-bodied people to report an inability to obtain required medical care when it is needed.
Link: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1534102/?tool=pubmedMorrison, E. et al. (2008). Primary Care for Adults With Physical Disabilities:
Perceptions From Consumer and Provider Focus Groups.
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Family physicians lack data on how best to address the needs of adults with physicaldisabilities. We undertook this study to understand how consumers, educators, and otherprofessionals perceive primary care for people with disabilities.
Link: http://www.stfm.org/fmhub/fm2008/October/Elizabeth645.pdfNational Council on Disability. (2009). The Current State of Health Care for People
with Disabilities.Primary barriers to health and health care for the general population are becoming welldocumented, and heightened national awareness of these obstacles has spurrednumerous proposals for health care reform. Among the groups that face such barriers areAmericans with disabilities. Even as information remains limited, recent studies indicatethat people with disabilities experience both health disparities and specific problems ingaining access to appropriate health care, including health promotion and diseaseprevention programs and services. They also frequently lack either health insurance orcoverage for necessary services such as specialty care, long-term care, prescriptionmedications, durable medical equipment, and assistive technologies.Although attempts have been made to address some of these barriers, significantproblems remain. For example, Federal health care funding agencies such as the Centersfor Medicare & Medicaid Services (CMS) do not conduct oversight of Americans withDisabilities Act (ADA) architectural and programmatic accessibility compliance by states,health plans, and medical providers or assess health providers’ disability culturalcompetence. Few health care training programs address disability issues in theircurriculums, and most federally funded health disparities research does not recognizeand include people with disabilities as a disparity population. These and relatedchallenges will affect the quality of life, productivity, and well-being of greater numbers ofAmericans as the population ages and the number of people with disabilities increases.Given these changes, it is especially important to understand the complex and interrelatedfactors that contribute to health and health care inequities for people with disabilities,and to identify practical solutions. NCD undertook “The Current State of Health Care forPeople with Disabilities” study to focus the nation’s attention on these concerns andprovide information and recommendations that will help guide the development of long-term solutions for Congress, the Administration, and other stakeholders, including healthcare organizations, insurers, health care providers, the health and disability researchcommunity, and people with disabilities. This chapter sets the stage for the report byintroducing key problems and barriers to health and health care, and summarizing healthtrends for the nation’s 54.4 million people with disabilities. It also sets forth the project’sresearch questions and presents a brief overview of the research methodology NCD usedto collect and evaluate information. The chapter provides a short discussion of thedifferences among disability, impairment, and health condition, and why thesedistinctions are important, especially for health and health care policy and research. Thechapter concludes with a short road map, or overview, of the report.
Link:http://www.ncd.gov/newsroom/publications/2009/HealthCare/HealthCare.html#Need%20for%20the%20StudyNorth Carolina Office on Disability and Health. Partners in health care.Individuals with disabilities face the same health problems as all people but have theadded responsibility of dealing with accessibility and health concerns related to theirdisability. From parking to being able to get onto an exam table, people with disabilitiesare faced with many obstacles at medical facilities. Consequently, those with disabilitiesare less likely to seek out and receive preventive health services as well as information
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about their sexuality, pregnancy, parenting or aging. As a health care provider, you canmake a real difference in promoting the health of a population that has been traditionallyunderserved. These steps will help you create more accessible environments and servicesand to engage people with disabilities as partners in care.
Link: http://www.fpg.unc.edu/~ncodh/pdfs/partners.pdfOuellette-Kuntz, Helene. (2006). Commentary: Comprehensive Health Assessments
for Adults with Intellectual Disabilities.While regular general health screening has been an expectation of preventative services,it is recognized that, to ensure efficient use of limited resources, protocols should beadapted to reflect the particular risk of individual patients or patient groups. In aCommentary in the Canadian Medical Association Journal titled ‘Preventive care: so manyrecommendations, so little time’, Nicholas Pimlott stresses the importance of basingpriorities and practice on evidence of effectiveness. Furthermore, means of implementingrecommendations for preventative services must consider the most appropriate roles forpatients, caregivers, allied health professionals and primary care physicians. The authorsof the guidelines concerning ‘Preventive Services in Adults’ stipulate that ‘one-on-oneinterviews by clinicians are the least efficient way to obtain and update [needed]information’.Comprehensive health assessments are no longer accepted at face value. One mustconsider both the evidence for inclusion of specific assessments for a given individualpatient, and the evidence indicating how the assessment should be conducted.
Link: http://ije.oxfordjournals.org/cgi/reprint/36/1/147Patrick, D et al. (1982). Disablement and Care: A Comparison of Patient Views and
general Practitioner Knowledge.A questionnaire was used to assess general practitioners' knowledge of handicaps andservice use among disabled patients in a group practice. The disabled patients wereidentified by a postal screening questionnaire. Sixty eight were subsequently interviewedto assess the severity of restrictions on their activities and to collect information aboutinformal support and use of community or hospital services. The areas of life in which thedisabled were most affected by their medical conditions were sleep and rest, householdmanagement emotion and mood. Relatives assisted the disabled considerably with alldaily activities but more help was requested. Most disabled patients had consulted theirgeneral practitioner or attended casualty and out patient clinics, but only a minority hadused other community services. Prescription of drugs was considered the most importantservice the doctor provided. A second questionnaire, which the general practitionerscompleted with the help of their records, revealed that they knew of only 50 per cent ofthe difficulties with daily living reported by the disabled and even less of the aids,appliances and services used. A better awareness of these facilities among generalpractitioners might lead to a more effective distribution of resources among theirpatients.
Link: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1972508/pdf/jroyalcgprac00091-0047.pdfQueensland Government. (2005). A Way with Words: Guidelines for the Portrayal
of People with Disability.The purpose of this booklet is to promote inclusiveness and the fair and accurateportrayal of people with a disability. It is intended as an aid for professionalcommunicators, such as journalists, writers, producers and broadcasters, and provides
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suggestions for appropriate language, interviewing techniques and media coverageinvolving people with a disability.
Link: http://www.disability.qld.gov.au/community/communication/way-words/documents/way_with_words.pdfRimmer, James. (1999). Health Promotion for People with Disabilities: The
Emerging Paradigm Shift from Disability Prevention to Prevention of Secondary
Conditions.The premise of this article is that, until recently, health promotion for people withdisabilities has been a neglected area of interest on the part of the general healthcommunity. Today, researchers, funding agencies, and health care providers andconsumers are leading an effort to establish higher-quality health care for the millions ofAmericans with disabilities. The aims of a health promotion program for people withdisabilities are to reduce secondary conditions (eg, obesity, hypertension, pressure sores),to maintain functional independence, to provide an opportunity for leisure andenjoyment, and to enhance the overall quality of life by reducing environmental barriersto good health. A greater emphasis must be placed on community-based health promotioninitiatives for people with disabilities in order to achieve these objectives. Healthpromotion for people with disabilities: the emerging paradigm shift from disabilityprevention to prevention of secondary conditions.
Link: http://ptjournal.apta.org/cgi/reprint/79/5/495Rubin, L. et al. (2007). Delivery of Health Care for People with “Dual Diagnosis”:
From the Person to the Policy.This paper will examine the complexity and challenges in providing effective delivery ofphysical and mental health care to people with developmental disabilities. We willhighlight a model of service delivery that focuses on "behavioral" crisis intervention andprevention which leads to a comprehensive set of interdisciplinary services and supportsas well as a network of community linkages that facilitate the delivery of services.Suggestions will be offered for improving the systems of health care that will address themultiple levels of service delivery and ultimately improve the health care for people withintellectual and developmental disabilities more effectively and more efficiently andreduce the health disparities in our society.
Link:http://www.questia.com/read/5028577132?title=Delivery%20of%20Health%20Care%20for%20People%20with%20%22Dual%20Diagnosis%22%3a%20From%20the%20Person%20to%20the%20PolicySchickedanz, A. et al. (2009). A Clinical Framework for Improving the Advance Care
Planning Process: Start with Patients' Self-Identified Barriers.To explore barriers to multiple advance care planning (ACP) steps and identify commonbarrier themes that impede older adults from engaging in the process as a whole.
Link: http://www.medscape.com/viewarticle/586744
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Trillium Health Centre. (2004). Creating a Barrier-Free World: Annual Accessibility
Plan 2004-2005.Trillium Health Centre (Trillium) has been committed to the ongoing process ofimproving access to all of its facilities, programs, policies and services. Trillium welcomesthe formal opportunity to create an Accessibility Committee and invite the participation ofpersons with disabilities in the development and review of its annual accessibility plans.We will conduct an ongoing review of both physical and attitudinal barriers to removeand prevent such barriers in our two hospital sites.
Link: http://www.trilliumhealthcentre.org/about/AccessibilityPlan2004_05_v2.pdfThe U.S. Equal Employment Opportunity Commission. (2008). EEOC Enforcement
Guidance on Disability-Related Inquiries and Medical Examinations of Employees
Under the Americans with Disabilities Act.This enforcement guidance explains when it is permissible for employers to makedisability-related inquiries or require medical examinations of employees.
Link: http://www.eeoc.gov/policy/docs/guidance-inquiries.htmlU.S. Department of Health and Human Services. (1998). Meeting the Challenge of
Serving People with Disabilities: A Resource Guide for Assessing the Performance of
Managed Care Organizations.Comprehensive systems for measuring the performance of health care systems in caringfor persons with disabilities do not yet exist. At the same time, thousands of individualquality measures exist but it is often difficult to discern which will be most reliable andrelevant to measure MCO performance in caring for people with disabilities. In thesecircumstances, it is easy to respond either by (1) doing little or nothing to measure MCOperformance or (2) mounting costly efforts to measure hundreds of highly specific aspectsof quality that may fail to provide a coherent picture of performance. This Resource Guideis designed to help those who want to begin to work toward a comprehensive system,today, by using measures available right now that have a clear relationship to domains ofperformance important to the care of persons with disabilities.
Link: http://aspe.hhs.gov/daltcp/reports/resource.pdfVeltman, Albina et al. (2001). Perceptions of Primary health care Services among
People with Physical Disabilities. Part 1: Access Issues.Access to primary health care among people with physical disabilities has been aneglected research area in Canada. The authors sought to examine the extent of access toand satisfaction with primary health care services for people with physical disabilitiesliving in Canada's largest metropolitan area -- the Toronto region.
Link: http://www.medscape.com/viewarticle/408122Woodcock, K. and Pole, Jason. (2007). Health profile of deaf Canadians: Analysis of
the Canada Community Health Survey.To profile the health of deaf and hard-of-hearing Canadians in relation to the populationas a whole.
Link: http://www.cfp.ca/cgi/reprint/53/12/2140
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World Health Organization. (2009). Access to Health Care Difficult for People with
Disabilities.People with disabilities make up more than 10% of the world's population. Too oftenthough, they are unable to access health care services. This is not about just the physicalaccess to buildings, but also access to services, information, care and support.
Link:http://www.who.int/mediacentre/multimedia/podcasts/2009/disability_access_20090220/en/
index.html

Policy ResearchCanadian Institute for Health Information. (2002). Tools for Knowledge Exchange:
Scanning Best Practices in Policy Research.This working paper from the Canadian Population Health Initiative (CPHI) provides asnapshot of how a number of Canadian organizations that produce or are receptors ofpolicy research describe their view of best practices in helping to ensure policy researchuptake. Organizations considered leaders in health and social policy in Canadaparticipated in a survey commissioned by CPHI in 2001.
Link: http://secure.cihi.ca/cihiweb/en/downloads/cphi_policy_practices_e.pdf
Primary Health CareAlberta Health and Wellness. (2004). Primary Health Care Discussion.Primary health care is a concept that has captured the interest and attention of policymakers, providers and communities around the world over the past twenty years since itwas defined and endorsed by the World Health Organization. Recent efforts to reform thehealth system across Canada have resulted in a renewed focus on primary health care.While specific definitions of primary health care vary in the current literature, they havein common, key concepts, elements and terminology. One common element is thatprimary health care involves the first contact an individual has with the health system.Primary health care, while recognizing the importance and need for intervention and carecomponents of health, is also consistent with a stronger emphasis on determinants ofhealth and population health strategies, disease and injury prevention, health promotion,and the active involvement of communities and individuals, in partnership withproviders, regarding decisions that affect their health.
Link: http://www.health.alberta.ca/documents/Primary-Health-Care-discuss.pdfHaggerty, J. et al. (2008). Practice Features Associated with Patient-Reported
Accessibility, Continuity, and Coordination of Primary Health Care.In 2002, Family Medicine Groups (FMGs) were proposed as a new organizational modelto enhance integration between private practices and community health centers. The FMGis a volunteer administrative arrangement for existing practices or networks of 8 to 10physicians who are accredited by the regional health authority to provide a basket ofplanned services, have extended service hours (including evenings, Saturdays, andSundays), and have formal agreements with other establishments to offer the full range ofservices to a population of registered patients. In turn, the FMG receives 1 or more nursespaid from the budget of the local community health center. These organizational features
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are similar to those of primary health care models that are being introduced throughoutCanada in an effort to strengthen primary health care.
Link: http://www.annfammed.org/cgi/reprint/6/2/116
Proposed ActBruno, R. (2009). Act for Physical Access to Care.In this article, Dr. Bruno argues for the need to make Physical Access to Health Care Act thelaw.
Link: http://www.unitedspinal.org/publications/action/2009/05/15/act-for-physical-access-to-
care/California Citizens for Health Freedom. (2001). Call for the Access to Medical
Treatment Act (AMTA).The Access to Medical Treatment Act (AMTA) would allow an individual to be treated byany health care practitioner who is legally authorized to provide health services in thestate in which the services are provided, with any method of medical treatment theindividual desires, so long as the treatment causes no harm more serious than reactionsexperienced with routinely used medical treatments for the same medical conditions; andthe patient is fully informed about the treatment and its possible side effects.
Link: http://www.citizenshealth.org/amta.htmThe Government of United States of America. (2005). Access to Medical Treatment
Act. The purpose of the Act was “to permit an individual to be treated by a health carepractitioner with any method of medical treatment such individual requests, and for otherpurposes.”
Link: http://www.govtrack.us/congress/billtext.xpd?bill=h109-2792

Rural Health Care ServicesLishner, D. et al. (1996). Access to Primary Health Care among Persons with
Disabilities in Rural Areas: A Summary of the Literature.Despite the prevalence of disabilities among persons living in rural areas, scarce dataexist on their health care needs. While rural residents generally experience barriers toaccess to primary health care, these problems are further exacerbated for people withdisabilities. This article summarizes findings from the published literature one access toprimary health care among people with disabilities living in rural locations. Acomprehensive computerized literature search turned up 86 articles meeting the studycriteria, focused on the following rural populations affected by disabilities: children andadolescents, working-age adults, the elderly, the mentally ill, and people with AIDS. Foreach of these populations, substantial problems in accessing appropriate health care havebeen documented. The literature consistently emphasizes the failure of local health caresystems in nonmetropolitan areas to adequately address the complex medical and relatedneeds of individuals with disabilities. In the absence of specialized expertise, facilities, andprimary care providers trained specifically to care for disabled persons, local programsrely heavily on the use of indigenous paraprofessionals and alternative models of care.
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Further research is needed to identify and test the efficacy of innovative service deliverystrategies to improve health care access for this population.
Link: http://www.amsa.org/programs/barriers/access.pdfJennissen, T. (1992). Health Issues in Rural Canada.This paper examines two important issues. The first is the availability of and access togood quality health care in rural areas, paying particular attention to needs of women,children, youth, disabled persons, immigrants and elderly people. The second is the healthproblems unique to certain groups in specified rural areas: farmers on the prairies,Indians and Metis on reserves, and fishermen in single-industry towns in the Maritimes.
Link: http://dsp-psd.pwgsc.gc.ca/Collection-R/LoPBdP/BP/bp325-e.htmNew South Wales Government. Rural Spinal Cord Injury Service.The goal is to ensure more equitable delivery of specialist spinal services in rural NSW, inpartnership with local agencies and service providers.
Link: http://www.health.nsw.gov.au/gmct/spinal/rscis_background.asp

SurveysFougeyrollas, P. et al. (2006). Subjective Measurement of Participation and
Environmental Barriers and Facilitators in Population Surveys: Use of Standardized
Tools with a Sub-Sample of the Quebec Activity Limitations Survey.Partial results of a research on Personal and Environmental factors associated to povertyprogression of people with disabilities in Quebec.
Link: http://secure.cihi.ca/cihiweb/en/downloads/Patrick%20Fougeyrollas%20-%20ICF%20in%20Surveys.pdf
Universal DesignBerube, B. (1981). Barrier-Free Design – Making the Environment Accessible to the
Disabled.Designing barrier free environments for people with disabilities.
Link: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1705088/pdf/canmedaj01473-0070.pdfJoines, S. (2009). Enhancing Quality of Life through Universal Design.By focusing on challenges in the residence, this article will inform readers how rewritingproblems and supporting solutions guided by the principles of universal design willenable individuals to complete more tasks. Although the individual’s capabilities do notchange as a result of the design, his/her abilities do.
Link: http://iospress.metapress.com/content/5g112p283123h141/fulltext.html



336

Steinfeld, E. and Danford, S. (2006). Universal Design and the ICF.How can you recognize a universal design? It is not simply a matter of providing anaccessible environment in accordance with codes and standards. The photographs of thepicnic area demonstrate that one can have a functionally accessible, code compliantenvironment but not a universal design. The only accessible picnic tables are located inthe parking lot. But this creates isolation and stigma for their users. A universal designapproach would have made as many tables as possible fully accessible throughout themain part of the picnic area. Universal design involves social participation as well asfunction. In fact, this example supports the concept of universal design as an alternative totraditional accessible design. The sign prohibiting use by others demonstrates that theaccessible feature of the “reserved” tables were highly desirable by others. Thus, a localordinance was passed to ensure that people with disabilities could get access to thisvaluable resource on a priority basis.
Link:http://secure.cihi.ca/cihiweb/en/downloads/New%20Presentations/ICF%20Presentation%20Notes.pdfTravers, A. (1991). Ramps and Rails.This article explains the advantages of ramps and rails.
Link: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1669507/pdf/bmj00122-0041.pdfYork, S. (2009). Residential Design and Outdoor Area Accessibility.The outdoor environment can provide many positive and therapeutic benefits for personswith complex neurological conditions. In order to benefit from outdoor exposure andexperiences, individuals need to be able to access that environment. This article providesa discussion of physical and programmatic access to outdoor living elements in homesand residential facilities for persons with neuro-disabilities. Design considerations foroutdoor elements such as common gathering areas, walking paths and paths to/betweenelements, gardens (viewing and working), and resting areas are presented using legalstandards or universal design principles as guides.
Link: http://iospress.metapress.com/content/bk81r4g115p24x38/fulltext.pdf
Women with Disabilities and Health ServicesBlanchard, Janice, Susan Hosek. (2005). Financing Health Care for Women with
Disabilities.Women with disabilities, a large and growing segment of the U.S. population, are as agroup underserved in primary health care services that are appropriate to their needs. Todate, few (if any) formal studies have been done examining the short-term costs or long-term benefits of providing specialized care for these women. This paper describes themajor financial issues affecting access to appropriate primary health care for women withdisabilities. The assessment is based on a review of the published literature,supplemented by key stakeholder interviews; and covers issues that are relevant at thenational level and in southwestern Pennsylvania specifically. The findings andrecommendations should be of interest to public and private decision makers seeking toimprove access to health care for women with disabilities.
Link: http://www.rand.org/pubs/white_papers/2005/WP139.pdf
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Canadian Institute for Health Information. (2003). Women’s Health: A Multi-
Dimensional Look at the Health of Canadian Women.This report on the health of Canadian women is intended to: (i) determine the extent towhich currently available data can be used to provide gender-relevant insights intowomen’s health; (ii) provide information to support the development of health policy,public health programs, and interventions aimed at improving the health of Canadianwomen; and (iii) serve as the basis for further indicator development.The report provides information and descriptive statistics on determinants of health,health status, and health outcomes for Canadian women. To the extent possible, eachchapter presents new, gender-relevant information on a health condition or issueidentified as important to women’s health during national expert and stakeholderconsultations in 1999. Where data or appropriate data are lacking, this is documented.Recommendations for change are made at the end of each chapter, accompanied by adiscussion of the gaps in and policy implications of the findings.
Link: http://secure.cihi.ca/cihiweb/products/CPHI_WomensHealth_e.pdfDepartment for Health and Human Services. (2006). Access to Health.Good access to health care is particularly important for women with disabilities becausethey often have other health concerns in addition to their disabilities. Yet women withdisabilities face many barriers to care, often simply because people haven't thought aboutthe problems they may encounter. Women with disabilities may not receive regularmedical care because of barriers in the physical environment or the attitudes andperceptions of health-care providers.
Link: http://www.cdc.gov/ncbddd/women/access.htmMeekosha, Helen. (2001). In/Different Health: Rethinking Gender, Disability and
Health.The main argument in this paper is that a central paradox exists when we look at theinterconnections between gender, disability and health. We know that disability is not adeficit, not an abnormality to be cured or eliminated, that disability is not incompatiblewith life's satisfaction, yet disabled women are at higher risk of acquired ill health. We areat high risk of chronic urinary tract infections, major depression, osteoporosis. Mostgynaecologists argue that women who use wheel chairs are prime candidates forOsteoporosis and recommend hormone replacement therapy (HRT). But there is littleresearch about the interaction between HRT and our other medications. We are at greaterrisk of kidney disease, restricted lung disorders, lung disease and heart disease. This isespecially so for groups of older women with disabilities (Gill 1996).
Link: http://www.wwda.org.au/indiff.htmNational Coordinating Group on Health Care Reform and Women. (2002). Women
and Health Care Reform.Women are the majority of health care receivers and health care providers in Canada.Approximately 80% of paid health care workers are women. Women provide most of theunpaid health care within the home. During the past decade, federal and provincialgovernments introduced major changes to the health care system. These health carereforms have a significant impact on women as patients, health care providers, and familycaregivers. Health care reforms affect women’s health, work and financial well-being.
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Link: http://www.womenandhealthcarereform.ca/publications/women-hcren.pdfTraustadottir, Rannveig. Women with Disabilities: The Double Discrimination.People with disabilities face many obstacles in their struggle for equality. Although menand women with disabilities are subject to discrimination because of their disabilities,women with disabilities are at a further disadvantage because of the combineddiscrimination based on disability. This article examines the lives of women withdisabilities and explores the effects of this double discrimination.
Link: http://thechp.syr.edu/womdis1.htmTudiver, S. & Hall, M. (2005). Women and Health Care Delivery in Canada.This paper addresses some major issues and current trends pertaining to delivery ofhealth services to women in Canada. A gendered approach to health services is necessarysince women make up the majority of health care workers and consumers, and serve as`health guardians' of their families. Women have been in the forefront of those offeringsubstantive critiques of health care delivery in Canada and of the ways women have beenexcluded from determining major directions in scientific research and practice. Womenhave urged governments to recognize the importance of social, economic, and otherdeterminants to health, and organized quality services to address population, communityand individual health needs.
Link: http://www.hc-sc.gc.ca/hl-vs/pubs/women-femmes/can-usa/can-back-promo_9-eng.phpTurk, Margaret. Barriers to Health Care for Women with Disabilities: Education of
Health Care Providers.The PowerPoint describes the barriers to health care that women experience whenattempting to obtain primary health care, gynaecological services, mental health services,dental care, prescriptions, eyeglasses, fitness, etc.
Link: http://www.hhs.gov/od/summit/Turk.ppt#1
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