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Diabetes Care Gaps and Disparities in Canada 

Introduction 
Diabetes is a common condition that is rising in prevalence. This report examines  
the extent to which people with diabetes received recommended care to prevent 
complications and the disparities in receiving this care. The results show there is a gap 
between recommended care and the care that patients say they receive. These gaps 
may result in serious complications for patients and increased costs for the health care 
system. There are also disparities in this care gap, such that adults with diabetes who 
live in lower income households are less likely to receive recommended diabetes care 
than those in higher income households. There are many initiatives under way to 
improve the provision of recommended diabetes care.  

Diabetes is a disease in which the body is unable to produce insulin (type 1 diabetes) or 
the body does not produce enough insulin or is unable to effectively use insulin (type 2 
diabetes). Most adults (approximately 90%) with diabetes have type 2.1 Both type 1 
diabetes and type 2 diabetes require ongoing clinical and self-care management to 
prevent or delay serious complications, including heart disease, kidney disease, 
blindness and nerve damage.  

Key Findings 
• In 2007, the self-reported prevalence of a diagnosis of diabetes was 5.1%  

(age-standardized) in Canada for people 12 and older. Diabetes prevalence is 
highest in the 65-and-older group (17%). 

• Of the four screening tests measured, adults with diabetes most frequently had  
one or more hemoglobin A1c (HbA1c) tests in the last 12 months (81%) and  
least frequently had their feet checked by a health care professional (51%)  
(age-standardized). Seventy-four percent of adults with diabetes reported having 
their urine tested for protein within the last year and 66% reported having a dilated 
eye exam in the last two years (age-standardized). 
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• In Canada, the age-standardized percentage of adults with diabetes who reported 
that they received all four of the recommended care components was just 32%. 
This ranged from a low of 21% in Newfoundland and Labrador to a high of 39%  
for British Columbia. This indicates that there is room for improvement in care 
provision for adults with diabetes in all jurisdictions. 

• Use of insulin, consultation with a medical specialist and having two or more 
comorbidities (other conditions) may indicate greater diabetes severity and were 
generally associated with greater likelihood of receiving the recommended care 
components. That is, adults with diabetes who 

– Used insulin were more likely to receive all four care components than those 
who did not use insulin (50% versus 28%).  

– Consulted another doctor or specialist were more likely to receive all four care 
components than those who did not (38% versus 28%).  

– Had two or more additional chronic conditions were more likely to receive all 
four care components than those with none (36% versus 27%).  

• Diabetes prevalence was highest among adults with a household income of less 
than $20,000 (8%); this rate was twice that of the group with an income of 
$60,000 and over (4%) (age-standardized). 

• People with higher household incomes were more likely to receive tests such as  
an HbA1c test, a urine test for protein, a dilated eye exam and a foot exam by a 
health care professional and to receive all four recommended care tests combined. 
The percentage of adults with diabetes receiving all four recommended care tests 
combined was highest in the highest household income group (42%) and lowest in 
the lowest household income group (21%) (age-standardized). 

Why Measure Diabetes Care 
Diabetes is a prevalent and serious chronic condition and a growing problem. According 
to the World Health Organization, at least 171 million people worldwide have diabetes, 
and this figure is expected to more than double by 2030.2 Diabetes has high associated 
costs for the people who have it and for the health care system. Approximately 80% of 
adults with diabetes die from heart disease and stroke. Life expectancy for adults with 
diabetes is shorter by up to 15 years for type 1 diabetes and by 5 to 10 years for type 
2 diabetes.3 A British Columbia study showed that adults with diabetes used, on 
average, 2.4 times the health resources of the general population.4  

Diabetes care has been identified as a priority condition for policy-makers, health 
system managers and health care providers. Some studies have shown a gap between 
recommended care and the actual care received by adults with diabetes.5 This analysis 
provides new information on the provision of select recommended diabetes care 
practices across Canada as reported by adults with diabetes. It highlights areas of 
strength and opportunities for improvement to inform efforts to improve diabetes care. 
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It also includes information on self-managed care. Self-managed care refers to patients 
or their family/friends providing management and monitoring between patients’ visits  
to their professional health care providers. While this analysis demonstrates some 
associations between various factors and the receipt of care, further research is 
required to identify the causes of these associations. 

Methodology 
The analyses on prevalence and respondent characteristics (for example, age,  
sex and income) were based on the core content of the 2007 and 2005 Canadian 
Community Health Survey (CCHS) conducted by Statistics Canada. Data was 
collected between January and December of 2007 and 2005 from persons 12 and 
older living in private dwellings. In 2007, the CCHS had 65,946 respondents, and  
the Canada-level combined response rate was 77.6%. The data collection approach  
for the CCHS changed in 2007; additional details are available from the Statistics 
Canada website.6, 7  

The analyses on diabetes care were based on the CCHS diabetes care (DIA)  
module, which was introduced in 2005 as optional content. In 2007, CIHI funded  
an expanded sample for this module. As a result, for the first six months, data for 
diabetes care was available for Newfoundland and Labrador, Prince Edward Island, 
Nova Scotia, New Brunswick, Ontario, British Columbia, the Yukon and the 
Northwest Territories. The DIA module data was collected from all provinces and  
two territories (Nunavut is excluded) from July to December 2007. Special survey 
weights were created to adjust for differing data collection periods. Because not  
all the provinces and territories selected the DIA module in 2005, it is difficult to 
compare 2005 results released by Statistics Canada and the 2007 results included  
in this report. The CCHS does not directly distinguish between type 1 and type 2 
diabetes; however, the majority of adults with diabetes (including those responding 
to the survey) have type 2 diabetes. In most cases, the recommended care pertains 
to both type 1 and type 2 diabetes. 

Respondents were included in the diabetes care analyses if they responded to the 
2007 DIA module, were over 18 and had non-gestational diabetes, resulting in a 
study sample of 3,769. The Canada estimate includes data from all 10 provinces,  
the Yukon and the Northwest Territories.  

Some recommended care elements were not included in the analysis for the following 
reasons: information was not collected from all provinces and territories and/or the 
question did not relate to primary health care (PHC) service provision or was not 
asked. Gestational diabetes was excluded from the analysis because the 
recommended care protocols are different for this patient group.  
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Item non-response (“don’t know,” not stated and refusal) were not included  
in the recommended care analyses, but are included in prevalence calculations. 
Bootstrapping was used to estimate the variance and confidence intervals to account 
for the complex survey design. Confidence intervals were established at the level of 
p<0.05 and are identified by vertical lines at the top of the bars in the figures. The 
confidence intervals show the range of estimates for the true value 19 times out  
of 20. 

CIHI technical notes provide additional methodological information and are available 
upon request at phc@cihi.ca. Requests for access to data should be directed to 
Statistics Canada (ssd@statcan.ca).  

Sources  
Canadian Institute for Health Information and Statistics Canada. 

 

Results 
Section 1: Diabetes Prevalence on the Rise in Canada  
Diabetes prevalence is higher in older age groups, so age-standardized rates are 
presented to show differences across the country that are unrelated to age differences 
in the populations. In 2007, the age-standardizedi prevalence of diabetes was 5.1% 
(Figure 1) of the population 12 or older. This rate has increased since 2005, when  
the age-standardized prevalencei of diabetes was 4.3% in Canada (Figure 1). 

Most parts of Canada saw increases in diabetes prevalence in the two years from  
2005 to 2007. In 2007, the age-standardized provincial diabetes prevalence rates 
ranged from 7.6% in Newfoundland and Labrador to 4.3% in Manitoba. In 2007, the 
Newfoundland and Labrador (7.6%) and Ontario (5.4%) rates were significantly higher 
than the Canada rate (5.1%). In 2005, the age-standardized provincial rates ranged 
from 5.9% in Newfoundland and Labrador to 3.8% in Alberta. Statistically significant 
increases between age-standardized 2005 and 2007 rates were found in rates for 
Canada, Newfoundland and Labrador, Ontario and British Columbia. The prevalence of 
diabetes is predicted to rise for reasons such as increasing obesity, sedentary lifestyles, 
unhealthy diets and average age of the population.2  

                                         
i. Age-standardized to the 1991 Canadian population 12 and older. The methodology for  

age-standardization is included in the technical notes. 

mailto:phc@cihi.ca
mailto:ssd@statcan.ca
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Figure 1  Age-Standardized Percentage of Population 12 and Older Who Reported  
a Diagnosis of Diabetes, for Canada and by Province/Territory, 2005  
and 2007  
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Notes 
E Use with caution. 
* Significantly different than 2005 data at p<0.05 level. 
† Significantly different than Canada 2007 data at p<0.05 level. 
Data was too unreliable to be published for Nunavut for 2005. Estimates for 2007 for the Northwest 
Territories may not be comparable to estimates from previous years due to differences in the geographic 
and Aboriginal/non-Aboriginal distribution of the samples.  
Age-standardized to the 1991 Canadian population 12 and older.  
Excludes gestational diabetes. 

Source 
Canadian Community Health Survey, 2005 and 2007, Statistics Canada.  

Diabetes Prevalence Increases With Age 
The 2007 CCHS data showed an increasing prevalence of diabetes with increasing age, 
with the highest rate in the population 65 and older (17%) (Figure 2) and the lowest 
rate found in those 18 to 34 (1%). That is, one in six adults over 65 had diabetes.  
The age group patterns were similar in 2005. Considering Canada’s aging population, 
this has important implications for planning health care services. 
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Figure 2 Percentage of Population Who Reported a Diagnosis of Diabetes, by Age 
Group and by Household Income Group, Canada, 2007  

 

Notes  
* Statistically significantly different from the 18-to-34 reference category at p<0.05 level. 
† Statistically significantly different than the $60,000-and-over reference category at p<0.05 level.  
Unknown responses (missing responses, refused to answer or “don’t know”) were included in the  
age group analysis and excluded from the household income analysis, but account for <5% of  
responses overall.  
Household income results have been age-standardized to the 1991 Canadian population  
12 and older.  
Excludes gestational diabetes.  
Data for those age 12 to 17 not shown (less than 1.0%). 

Source 
Canadian Community Health Survey, 2007, Statistics Canada. 

Diabetes Prevalence Increases as Household Income Decreases 
In 2007, adults in the lowest income group were twice as likely to have diabetes as 
adults in the highest income group (Figure 2). The diabetes rate (4%) among those  
with a household income of $60,000 and over was significantly lower than the rate 
(8%) for those with a household income of under $20,000 (age-standardized). 
Similarly, in 2005, the highest prevalence of diabetes was in the lowest household 
income group (6%). 

Impact of Other Factors 
Other socio-economic and demographic factors that some studies have suggested may 
influence receipt of health services were also considered. Some of these other factors, 
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specifically, rural/urban status, ethnicity, Aboriginal status (for example, First Nations,  
Inuit, Métis), self-reported health status, gender and immigration status, showed few or 
no significant associations in this study, in some cases due to small sample size, and 
hence are not highlighted in this report. 

Section 2: Diabetes Clinical Care and Self-Care Gaps 
Access to Care 
In these analyses, 96% of people 12 and older with diabetes reported having a regular 
medical doctor and 42% reported they consulted with another medical doctor or 
specialist. These percentages were similar to the 2005 results. 

Recommended Screening Tests for Diabetes 
There are many types of care that are recommended for adults with diabetes.  
These analyses looked at the following four recommended care components: 
• One or more HbA1c tests in the previous year; 
• A urine test for protein in the previous year; 
• A dilated eye exam in the previous two years; and 
• A foot exam for sores or irritation by a health professional in the previous year. 

An HbA1c test provides the average blood glucose (glycemic) level over three months 
and is fundamental to evaluate diabetes control. Some clinical practice guidelines 
recommend that adults with diabetes have an HbA1c test every three months when 
glycemic targets are not being met or when treatment is being adjusted or every six 
months when glycemic targets are being consistently met.8–10 

Diabetes can cause kidney damage (also called nephropathy), resulting in kidney  
failure requiring dialysis or kidney transplant. Individuals with type 2 diabetes should  
be screened at diagnosis and every 12 months thereafter using a urine test for 
microalbuminuria. It is recommended that individuals with type 1 diabetes for more 
than five years be screened annually. Individuals with diabetes and kidney disease 
should be tested at least every six months.8–10  

Damage to the small blood vessels in the eyes (also called retinopathy) is a 
complication of diabetes that can lead to blindness. Some clinical practice guidelines 
recommend that adults with type 2 diabetes have their eyes tested every one to two 
years if there are no signs of retinopathy. People with type 1 diabetes for more than 
five years should be screened annually if there are no signs of retinopathy.8–10  

Diabetes can also cause damage to the nerves (called neuropathy) that can lead to 
decreased sensation. For example, an individual may be unable to feel sores on his or 
her feet. Poorly controlled diabetes can also result in a reduced ability to fight infections 
(called immunopathy). For adults with diabetes who have neuropathy or peripheral 
vascular disease (damage to the blood vessels in the extremities), minor foot injuries  
can produce skin ulcers, which can then lead to infection and to gangrene that requires 
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amputation. It is recommended that people with diabetes have their feet checked at 
least annually and that those at high risk have a foot exam more frequently. 8, 9  

Adults With Diabetes Receive Less Care Than Is Recommended  
Adults with diabetes are receiving less care than is recommended, including HbA1c 
tests, urine protein tests, dilated eye exams, foot exams, influenza immunizations and 
self-managed care. In Canada, 81% of the adult population with diabetes received an 
HbA1c test, 74% received a urine protein test, 66% received a dilated eye exam within 
the past two years, 51% had their feet checked by a health professional, and only 32% 
had all four of these recommended care components (Figure 3).  

Figure 3 Age-Standardized Percentage of Adults 18 and Older With Diabetes  
Who Received Recommended Care Components From a Health Care 
Professional, Canada, 2007  

Notes  
Unknown responses (missing responses, refused to answer or “don’t know”) were excluded from the 
analysis. Unknown responses account for <5% of responses for each question individually and for ~10% 
for all four recommended care components combined.  
Age-standardized to the 2007 Canadian population 18 and older with non-gestational diabetes.  
Excludes gestational diabetes.  

Source 
Canadian Community Health Survey, 2007, Statistics Canada. 
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The percentage of adults with diabetes who reported they had all four of these 
recommended care components ranged from 39% in British Columbia to 21% in 
Newfoundland and Labrador (age-standardized) (Figure 4). It is important to note  
that all reported jurisdictions’ rates indicate room for improvement. 

Figure 4  Age-Standardized Percentage of Adults 18 and Older With Diabetes  
Who Received All Four Recommended Care Components in the Last Year  
(Two Years for Eye Exams), for Canada and by Province, 2007 

Notes 
* Significantly different than the percentage for Canada at the p<0.05 level. 
F: data not published for the Yukon and the Northwest Territories because of small sample size. 
Percentages represent people who answered “yes” for all four tests; the remainder includes people who 
answered “no.” Unknown responses were excluded (missing responses, refused to answer or “don’t 
know” responses, which were ~10% for Canada).  
Age-standardized to the 2007 Canadian population 18 and older with non-gestational diabetes.  
Excludes gestational diabetes.  
Data not available for Nunavut. 

Source  
Canadian Community Health Survey, 2007, Statistics Canada. 

Insulin users were almost twice as likely to receive all recommended care components 
as those who did not use insulin (50% versus 28%); nonetheless, only half of insulin 
users reported receiving the four recommended care components.  
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Adults with diabetes who consulted with another medical doctor or specialist were 
more likely to get all recommended care components (38% versus 28%). 

Adults with diabetes who had two or more chronic conditionsii in addition to diabetes 
were more likely to get all recommended care components compared with those with 
no additional conditions (36% versus 27%). Adults with diabetes and one additional 
condition (33%) were not statistically significantly different than adults with no 
additional conditions (27%). 

Thirty percent of adults with diabetes in the oldest age group of 65 and older received 
all four recommended care components, compared with 37% in the youngest age 
group (18 to 34) and 34% in the 35-to-64 age group. These differences were not 
statistically significant. 

Annual HbA1c Testing  
In 2007, 8 out of 10 people with diabetes (81%) had one or more HbA1c tests 
performed in the past 12 months by a health care professional (Figure 5). For Canada, 
this was the highest percentage of any of the tests studied. This age-standardized 
percentage ranged from 86% in Prince Edward Island to 75% in Newfoundland and 
Labrador and the Northwest Territories. No province/territory had a percentage 
significantly different than the percentage for Canada. 

Adults with diabetes who use insulin were more likely to receive an HbA1c test than 
those with diabetes who did not use insulin (87% versus 80%). Adults who had a 
regular medical doctor were more likely to receive an HbA1c test than those who  
did not (82% versus 59%). Both these differences were statistically significant. 

The youngest age group (18 to 34) of adults with diabetes was more likely to receive 
an HbA1c test (84%) than the oldest age group (65 and older) (79%). Eighty-three 
percent of adults age 35 to 64 received an HbA1c test, which was not significantly 
different than the youngest age group.  

                                         
ii. Selected chronic health conditions include arthritis, chronic obstructive pulmonary disease, heart 

disease, cancer, high blood pressure and mood disorders. 
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Figure 5  Age-Standardized Percentage of Adults 18 and Older With Diabetes  
Who Received an HbA1c Test in the Past Year, for Canada and by 
Province/Territory, 2007  

Notes 
* Statistically different than Canada at the p<0.05 level. 
Unknown responses (missing responses, refused to answer or “don’t know”) were excluded from the 
analysis, but account for <5% of responses overall.  
Age-standardized to the 2007 Canadian population 18 and older with non-gestational diabetes.  
Excludes gestational diabetes.  
Data not available for Nunavut. 

Source 
Canadian Community Health Survey, 2007, Statistics Canada.  

Urine Testing Annually 
Seventy-four percent of adults with diabetes reported that they had their urine tested 
for protein within the last year (Figure 6). The age-standardized percentage ranged  
from 87% in the Northwest Territories to 63% in New Brunswick. New Brunswick and 
Quebec were statistically different from the Canada rate. Adults with diabetes were 
significantly more likely to have a urine test if they 

• Used insulin (78%), compared with those who did not use insulin (73%).  

• Had a regular medical doctor (74%), compared with those who did not have a 
regular medical doctor (59%). 
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Figure 6  Age-Standardized Percentage of Adults 18 and Older With Diabetes  
Who Received a Urine Protein Test in the Past Year, for Canada and by 
Province/Territory, 2007  

Notes 
* Statistically different than Canada at the p<0.05 level. 
Unknown responses (missing responses, refused to answer or “don’t know”) were excluded from the 
analysis, but account for <5% of responses overall.  
Age-standardized to the 2007 Canadian population 18 and older with non-gestational diabetes.  
Excludes gestational diabetes.  
Data not available for Nunavut. 

Source 
Canadian Community Health Survey, 2007, Statistics Canada.  

Dilated Eye Examinations Every Two Years 
In Canada, two in three adults (66%) with diabetes reported having a dilated eye  
exam within the past two years (Figure 7). The percentages ranged from 82% in the 
Northwest Territories to 46% in Manitoba (age-standardized). The percentages for the 
Northwest Territories (82%), Alberta (80%), Ontario (70%) and Nova Scotia (74%) 
were significantly higher than the percentage for Canada. New Brunswick (57%), 
Quebec (55%), Newfoundland and Labrador (49%) and Manitoba (46%) had 
significantly lower rates than Canada.  

More adults with diabetes who used insulin reported having a dilated eye exam than 
those who did not use insulin (79% versus 63%); however, this difference was not 
statistically significant. More adults with diabetes who consulted with another medical 
doctor or specialist reported having a dilated eye exam than those who did not (69% 
versus 64%, which is statistically significant). 
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Figure 7  Age-Standardized Percentage of Adults 18 and Older With Diabetes Who 
Received a Dilated Eye Exam in the Past Two Years, for Canada and by 
Province/Territory, 2007  

Notes 
* Statistically different than Canada at the p<0.05 level. 
Unknown responses (missing responses, refused to answer or “don’t know”) were excluded from the 
analysis, but account for <5% of responses overall.  
Age-standardized to the 2007 Canadian population 18 and older with non-gestational diabetes. 
Excludes gestational diabetes.  
Data not available for Nunavut.  

Source 
Canadian Community Health Survey, 2007, Statistics Canada.  
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difference was not statistically significant. Early identification of foot sores and 
irritation is important to prevent minor sores and irritations from developing and 
requiring amputations and is easy to do with minimal cost.  

Figure 8  Age-Standardized Percentage of Adults 18 and Older With Diabetes  
Who Had Their Feet Checked by a Health Professional in the Past Year,  
for Canada and by Province/Territory, 2007  

Notes 
* Statistically different than the rate for Canada. 
Unknown responses (missing responses, refused to answer or “don’t know”) were excluded from the 
analysis, but account for <5% of responses overall.  
Age-standardized to the 2007 Canadian population 18 and older with non-gestational diabetes.  
Excludes gestational diabetes.  
Data not available for Nunavut. 

Source 
Canadian Community Health Survey, 2007, Statistics Canada.  

Influenza Immunization Higher in Older Age Groups 
Adults with diabetes are at higher risk for mortality and morbidity from influenza. 
Studies on high-risk populations that include diabetes have shown that immunization 
can reduce hospitalizations from influenza by 40%.8 Some guidelines recommend that 
individuals with diabetes have influenza immunizations annually.8 
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In Canada, 62% of adults 18 and older with diabetes reported having an influenza 
immunization in the past year. The age-standardizediii percentages ranged from 76%  
in Nova Scotia to 50% in Newfoundland and Labrador. Nova Scotia and Ontario (69%) 
were significantly higher than the rate for Canada, whereas Newfoundland and Quebec 
(53%) were significantly lower than the rate for Canada.  

Adults with diabetes reported having influenza immunizations at about twice the rate  
of the rest of the population. Statistics Canada data indicates that, in 2007, 30% of 
the general population 12 and older reported having an influenza immunization in the 
past year.11 

More people in the older age groups received an influenza immunization. Adults with 
diabetes age 65 or older (76%) and those age 35 to 64 (53%) were more likely to get 
an influenza immunization than those age 18 to 34 (40%).  

Opportunities for Improvement in Self-Care for Adults With Diabetes 
Self-care management is an important part of diabetes care that can identify potential 
problems early and prevent complications. Self-care management includes diet, 
exercise, taking medication as prescribed, self-monitoring of blood glucose (SMBG) and 
checking feet for sores or irritation. Recommended care guidelines suggest that SMBG 
is an integral component of self-management for some adults with diabetes. For adults 
with type 1 diabetes, daily monitoring of blood glucose is considered essential.  
Testing three or more times per day has been associated with statistically significant 
improvement in blood glucose levels. Frequent testing is also considered important for 
adults with type 2 diabetes who use insulin. However, there is little research evidence 
on the effect of SMBG in patients with type 2 diabetes who do not use insulin or 
medications and the optimal frequency for SMBG in adults with type 2 diabetes is  
not known.8 Improved blood glucose control can help patients avoid potential  
diabetes complications and daily fluctuations in blood glucose. It is recommended that 
individuals and their health care professionals conduct foot exams annually, and more 
frequently for those at high risk,8 to lower the risk of lesions and amputations.  

Half of Adults With Diabetes Self-Monitor Blood Glucose Daily 
Half (50%) of adults with diabetes reported that they self-monitored their blood glucose 
daily (Figure 9). An additional 28% reported that they monitored weekly, 9% monitored 
monthly, 4% monitored yearly and 9% never monitored their blood glucose.  

In the 2008 Canadian Survey of Experiences With Primary Health Care, most adults 
with diabetes and a regular medical doctor were confident that they could follow 
through on medical treatments at home (89% strongly agreed or agreed). This survey 
also found that 40% of adults with diabetes who had a regular medical doctor “almost 
always” or “most of the time” were helped to develop a treatment plan in the past  
 
                                         
iii. Age-standardized to the 2007 Canadian population 18 or older with diabetes. 
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12 months that they could use in their daily life. Another 11% were “sometimes” 
helped to develop a plan. Almost half (46%) of those with diabetes generally didn’t, 
almost never or never developed a treatment plan. Three percent of responses  
were unknown. 

Almost One in Three Adults With Diabetes Never Check Their Feet  
Thirty-eight percent of adults with diabetes reported that they or a family member or 
friend checked their feet daily (Figure 9). An additional 20% checked their feet weekly, 
8% checked monthly and 4% checked yearly. Thirty-one percent reported that they 
never checked their feet.  

Figure 9 Percentage of Adults 18 and Older With Diabetes Who Had Checked Their 
Blood Glucose and Who Checked Their Feet Themselves or Had Their Feet 
Checked by a Family Member or Friend, Canada, 2007  

Notes 
Unknown responses (missing responses, refused to answer or “don’t know”) were excluded from the 
analysis, but account for <5% of responses overall.  
Excludes gestational diabetes. 

Source 
Canadian Community Health Survey, 2007, Statistics Canada.  
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Section 3: Socio-Economic Disparities in Diabetes Care  
Adults with diabetes in the highest household income group (age-standardized) were 
twice as likely to receive all four types of recommended care as those in the lowest 
household income group (42% versus 21%). Forty-two percent of adults with diabetes 
with a household income of $60,000 and over reported receiving all four types of 
recommended care (Figure 10). This was statistically higher than those with a 
household income of $40,000 to $59,999 (32%), those with a household income  
of $20,000 to $39,999 (32%) and those with a household income of less than 
$20,000 (21%).  

Figure 10  Age-Standardized Percentage of Adults 18 and Older With Diabetes  
Who Received Recommended Care Components, by Household Income, 
Canada, 2007  

Notes  
* Statistically different than $60,000 and over at the p<0.05 level.  
Unknown responses (missing responses, refused to answer or ‘don’t know’) were excluded from the 
analysis. Unknown responses account for <5% of responses for each question individually and for ~10% 
for all four recommended care components combined.  
Age-standardized to the 2007 Canadian population 18 and older with non-gestational diabetes.  
Excludes gestational diabetes.  

Source 
Canadian Community Health Survey, 2007, Statistics Canada.  
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Adults with diabetes in the highest household income group (age-standardized) were 
more likely than those in the lowest income group to have at least one HbA1c test  
in the past year, a urine protein test in the past year and a foot exam by a health 
professional in the past year and to have all four recommended tests (Figure 10).  
Those with a household income of less than $20,000 reported having fewer eye exams 
in the past two years than those with incomes of $60,000 and over (54% versus 71%) 
(age-standardized) (Figure 10). These patterns may lead to more complications for 
people with diabetes and lower household incomes. A recent study found higher  
age-standardized hospitalization rates for adults with diabetes in low socio-economic 
groups compared with high socio-economic groups (102 per 100,000 versus  
43 per 100,000).12 

Discussion 
Diabetes prevalence is rising2, 13 and has nearly doubled since 1995. According to 
Statistics Canada, the prevalence of diabetes in Canada among those 12 and older was 
3.0% from 1994 to 1995,14 compared with 5.8% in 2007 (or 5.1%iv age-standardized) 
in this study. While prevalence is rising, fewer than one in three (32%) adults with 
diabetes reported receiving all four of the recommended care components addressed  
in this report. This gap may lead to an increased number of diabetes-related 
complications. This indicates there is room for improvement in diabetes care  
across Canada.  

Comparisons with the United Kingdom also suggest that there is room for improvement 
in diabetes care in Canada. In Canada, 81% of adults with diabetes reported having at 
least one HbA1c test in the past 12 months, 74% had their urine tested for protein in 
the past year and 66% had a dilated eye exam in the past two years. By contrast, in 
the United Kingdom in 2006–2007, over 95% of adults with diabetes had a record  
for each of an HbA1c test, a blood pressure test and/or a total cholesterol test15; in 
addition, 86% were offered screening for diabetic retinopathy in the past year.16, v  

Adults with diabetes who use insulin and/or consulted with another medical doctor  
or specialist and/or had two or more comorbidities are likely to be more seriously ill,  
and this analysis showed that they were more likely to have recommended tests.  

Opportunities for Improvement 
Trends over time are important to monitor, especially with respect to receipt of care 
and comorbidities. CIHI is currently working with jurisdictions, clinicians and other 
health organizations across the country to promote the development and use of 
common data standards for electronic medical records used in primary health care 
settings. This may lead to the increased availability of standardized data on diabetes  

                                         
iv. Age-standardized to the 1991 Canadian population. 
v. The United Kingdom has an administrative data source that may be more accurate than survey data. 
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care that can then be used to support the efforts of health care professionals, 
researchers and policy-makers to increase the proportion of people with diabetes  
who receive recommended care. 

Most jurisdictions have initiatives to improve the quality of care for diabetes, such as 
diabetes registries that can track whether individuals with diabetes are receiving care 
and send out reminder notices for missed tests. For example, one British Columbia 
project improved diabetes care rates by supporting the efforts of primary care 
physicians to monitor and respond to diabetes care gaps through the use of  
disease registries and incentives, respectively.17, 18 

Additional Resources  
Canadian Institute for Health Information 

www.cihi.ca 

• Experiences With Primary Health Care in Canada, 2009 
• A Framework for Health Outcomes Analysis: Diabetes and Depression Case Studies 
• Reducing Gaps in Health: A Focus on Socio-Economic Status in Urban Canada 

Statistics Canada  

www.statcan.gc.ca/pub 

• Diabetes: Prevalence and Care Practices 
• Smoking and Diabetes Care: Results From CCHS Cycle 3.1 (2005) 

About CIHI 
The Canadian Institute for Health Information (CIHI) collects and analyzes information 
on health and health care in Canada and makes it publicly available. Canada’s federal, 
provincial and territorial governments created CIHI as a not-for-profit, independent 
organization dedicated to forging a common approach to Canadian health information. 
CIHI’s goal: to provide timely, accurate and comparable information. CIHI’s data and 
reports inform health policies, support the effective delivery of health services and  
raise awareness among Canadians of the factors that contribute to good health.  

Production of this analysis is made possible by financial contributions from Health 
Canada and provincial and territorial governments. The views expressed herein 
do not necessarily represent the views of Health Canada or any provincial or 
territorial government.  

http://www.cihi.ca
http://www.statcan.gc.ca/pub


 

 20 

References 
 1.  Canadian Diabetes Association, Diabetes Facts, last updated October 2, 2008, 

cited October 2, 2008, from <http://www.diabetes.ca/about-diabetes/ 
what/facts/>. 

2.  World Health Organization, Diabetes Programme, last updated 2008, cited 
December 1, 2008, from <http://www.who.int/diabetes/commoncondition/en/>. 

3.  Canadian Diabetes Association, The Prevalence and Costs of Diabetes, last 
updated 2008, cited October 2, 2008, from <http://www.diabetes.ca/ 
about-diabetes/what/prevalence/>. 

4.  A. Broemeling et al., Chronic Conditions and Co-Morbidity Among Residents of 
British Columbia (Vancouver, B.C.: UBC Centre for Health Services and Policy 
Research, 2005), pp. 1–46. 

5.  Canadian Institute for Health Information, A Framework for Health Outcomes 
Analysis: Diabetes and Depression Case Studies (Ottawa, Ont.: CIHI, 2008). 

6.  Statistics Canada, Canadian Community Health Survey (CCHS) Detailed 
Information for 2005 (Cycle 3.1), last updated 2007, cited June 3, 2009, from 
<http://www.statcan.gc.ca/cgi-bin/imdb/p2SV.pl?Function=getSurvey&SurvId= 
3226&SurvVer=0&InstaId=15282&InstaVer=3&SDDS=3226&lang=en&db= 
imdb&adm=8&dis=2>. 

7.  Statistics Canada, Canadian Community Health Survey (CCHS) Detailed 
Information for 2007 (Cycle 4.1), last updated June 18, 2008, cited June 15, 
2009, from <http://www.statcan.gc.ca/cgi-bin/imdb/p2SV.pl?Function= 
getSurvey&SurvId=3226&SurvVer=1&InstaId=15282&InstaVer=4&SDDS= 
p3226&lang=en&db=imdb&adm=8&dis=2>. 

8.  Canadian Diabetes Association Clinical Practice Guidelines Expert Committee, 
Canadian Diabetes Association 2008 Clinical Practice Guidelines for the 
Prevention and Management of Diabetes in Canada, Canadian Journal of  
Diabetes 32 Suppl. (September 2008). 

9.  A. Allen and C. Rea, Type 2 Diabetes: Living With the Disease, last updated 
November 14, 2007, cited June 15, 2009, from <http://www.healthlinkbc.ca/ 
kbase/topic/special/uq1114/sec9.htm>. 

 10.  National Collaborating Centre for Chronic Conditions, Type 2 Diabetes: The 
Management of Type 2 Diabetes, last updated May 2008, cited June 30, 2009, 
from <http://www.nice.org.uk/nicemedia/pdf/CG66NICEGuideline.pdf>. 

  

http://www.diabetes.ca
http://www.diabetes.ca
http://www.statcan.gc.ca
http://www.statcan.gc.ca
http://www.healthlinkbc.ca
http://www.nice.org.uk
http://www.who.int


 

 21 

11.  Statistics Canada, Table 105-0501: Health  Indicator Profile, by Age Group  
and Sex, Canada, Provinces, Territories, Health Regions (2007 Boundaries)  
and Peer Groups, Annual, last updated 2007, cited June 15, 2009, from 
<http://cansim2.statcan.ca/cgi-win/cnsmcgi.pgm?regtkt=&C2Sub=&ARRAYID= 
1050501&C2DB=PRD&VEC=&LANG=E&SrchVer=2&ChunkSize=50&SDDSLO
C=&ROOTDIR=CII/&RESULTTEMPLATE=CII/CII_PICK&ARRAY_PICK=1&SDDSI
D=&SDDSDESC=>. 

12.  Canadian Institute for Health Information, Reducing Gaps in Health: A Focus on 
Socio-Economic Status in Urban Canada (Ottawa, Ont.: CIHI, 2008). 

13.  L. L. Lipscombe and J. E. Hux, “Trends in Diabetes Prevalence, Incidence,  
and Mortality in Ontario, Canada 1995–2005: A Population-Based Study,”  
The Lancet 369, 9563 (March 3, 2007): pp. 750–756. 

14.  Statistics Canada, Health and Social Conditions, last updated 2008, cited 
December 9, 2008, from <http://cansim2.statcan.ca/cgi-win/cnsmcgi.pgm?Lang 
=E&CII_DDSect=101&CII_Blurb=DIRBLURBS&ResultTemplate=CII/CII_Dir&Root
Dir=CII/#H2_4>. 

15.  United Kingdom Department of Health, Five Years On: Delivering the  
Diabetes National Service Framework, last updated 2008, cited from 
<http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/ 
PublicationsPolicyAndGuidance/DH_087123>. 

16.  United Kingdom Department of Health, Diabetic Retinopathy Screening,  
last updated March 4, 2008, cited from <http://www.dh.gov.uk/en/ 
Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/ 
DH_083895>. 

17.  Government of British Columbia, Chronic Disease Management for Practitioners, 
last updated December 17, 2007, cited October 13, 2009, from 
<http://www.health.gov.bc.ca/cdm/practitioners/index.html>. 

18.  M. J. Hollander and A. Tessaro, Evaluation of the Full Service Family Practice 
Incentive Program and the Practice Support Program (unpublished report) 
(Victoria, B.C.: British Columbia Ministry of Health Services and the General 
Practice Services Committee, 2009). 

 

 

http://cansim2.statcan.ca
http://cansim2.statcan.ca
http://www.dh.gov.uk
http://www.dh.gov.uk
http://www.health.gov.bc.ca

	Introduction
	Key Findings
	Why Measure Diabetes Care
	Methodology
	Results
	Section 1: Diabetes Prevalence on the Rise in Canada
	Diabetes Prevalence Increases With Age
	Diabetes Prevalence Increases as Household Income Decreases
	Impact of Other Factors

	Section 2: Diabetes Clinical Care and Self-Care Gaps
	Access to Care
	Recommended Screening Tests for Diabetes
	Adults With Diabetes Receive Less Care Than Is Recommended
	Annual HbA1c Testing
	Urine Testing Annually
	Dilated Eye Examinations Every Two Years
	Half of Adults With Diabetes Have Feet Checked Annually by a Professional
	Influenza Immunization Higher in Older Age Groups
	Opportunities for Improvement in Self-Care for Adults With Diabetes
	Half of Adults With Diabetes Self-Monitor Blood Glucose Daily
	Almost One in Three Adults With Diabetes Never Check Their Feet

	Section 3: Socio-Economic Disparities in Diabetes Care

	Discussion
	Opportunities for Improvement

	Additional Resources
	About CIHI
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


