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any chronic conditions, such as diabetes or

asthma, can be successfully managed in the

community. Appropriate screening, ongoing
monitoring, prescribing of medications, providing patient
education and other supportive measures that help keep these
conditions under control are provided in primary healthcare
settings. However, sometimes people with such conditions
require hospitalization. Although not all admissions for these
conditions are avoidable, timely and effective ambulatory care
can potentially reduce the risk of hospitalization by possibly
preventing or controlling the onset of an illness or condition or
by managing the chronic condition (World Health Organization
2005). These conditions are often referred to as ambulatory care
sensitive conditions (ACSC).

The conditions used to define ACSC in this analysis include
angina, asthma, chronic obstructive pulmonary disorder
(COPD), diabetes, grand mal status and other epileptic convul-
sions, heart failure and pulmonary edema and hypertension
(Canadian Institute for Health Information 2008). This is based
on an adaptation of the widely used definition of ACSC by
Billings et al. (1993).

Research shows that variations in ACSC hospitalization rates
may be related to factors such as differences in access to and
quality of primary healthcare (Ansari et al. 2006; Caminal et al.
2004). They may also be due to differences in community- or
hospital-based practice patterns or other factors.

ACSC Hospitalization Rates Are Falling

In 2006-2007, ACSC hospitalizations accounted for one out of
every eight (13%) medical hospitalizations (excluding surgical,
obstetrical, newborn and mental health cases) for patients
younger than 75 years of age in Canada, outside Quebec. The
highest proportion of these hospitalizations was for COPD
(Figure 1). However, over the past six years, the number of
people admitted to hospital for an ACSC has decreased. After
adjusting for population growth and aging, the hospitaliza-
tion rate for ACSC dropped by 22% between 2001-2002 and
2006-2007. The analysis shows that, with the exception of
COPD (which increased by 1%), hospital admissions for each
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of the other six ACSC decreased during the six-year period. The
largest drop (almost 50%) observed was for hospitalizations for
angina. In 2006-2007, 351 people out of every 100,000 were
admitted to a hospital for an ACSC.

Figure 1. ACSC hospitalizations by condition, in Canada*,
2006-2007
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This graph shows the distribution of ACSC hospitalizations by condition. Of the estimated
87,500 hospitalizations, COPD and angina accounted for nearly half of the total. *Data from
Quebec were not available for 2006-2007 at the time of publication.

Source: Discharge Abstract Database, Canadian Institute for Health Information.

Geographical Variations in ACSC Hospitalization
Rates

Although the overall ACSC age-adjusted hospitalization rate
decreased over the six-year period, the rates varied markedly
across the country. In 2006-2007, hospitalization rates in
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Ontario and British Columbia were lower than the overall
average, while rates in all other provinces and territories, outside
Quebec, were higher. At the regional level, a five-fold difference
in rates was observed (Figure 2).

Sizable variations in ACSC hospitalization rates between
rural and urban areas were also observed. In 20062007, the
overall age-adjusted hospitalization rate for all ACSC in rural
areas, outside Quebec, was about 510 per 100,000, 60%
higher than in urban areas, where the rate was 318 per 100,000
population. Hospitalization rates for each of the seven chronic
conditions were also higher in rural areas. For example, hospital-
ization rates for hypertension were significantly higher in rural
areas compared with urban areas: 22 versus seven per 100,000
population, respectively.

Variations by Income

Certain patient and system characteristics can affect hospital-
ization rates. A number of studies have identified an inverse
relationship between neighbourhood income and ACSC
hospitalizations (Agha et al. 2007; Billings et al. 1993; Booth
and Hux 2004; Roos et al. 2005). Neighbourhood income
is frequently used as a proxy measure of individuals’ income

levels (Borugian et al. 2005). To help quantify neighbourhood
income, households are often divided into quintiles according
to their gross income. Each quintile represents 20%, or one
fifth, of all households. In 2006-2007, outside Quebec, hospi-
talization rates decreased as income levels rose (Figure 3). In
the lowest income group, the age-adjusted rate for all ACSC
hospitalizations was 521 per 100,000, the highest among all
income quintiles. This rate was more than twice as high as the
rate in the most affluent income group, which had a rate of 234
per 100,000 population.

Conclusions

A number of different factors are related to the observed varia-
tions in ACSC hospitalization rates across the country. Factors
associated with these rates include, but are not limited to, age,
gender, income level and geographic location. Yet the reasons
underlying these variations are not well understood. However,
as ACSC hospitalizations are potentially preventable, research
suggests that issues related to access and well-functioning
primary healthcare services may play an important role in the
management of these conditions (Ansari et al. 2006; Caminal
et al. 2004). Initiatives designed to enhance access to and the

Figure 2. Regional variations in ACSC hospitalization rates, in Canada*, 2006-2007
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This graph shows the age-standardized hospitalization rates for ACSC among Canadians, outside Quebec, younger than 75 years of age in 2006-2007 based on where patients lived, not where they were
treated. The solid line indicates the overall ACSC hospitalization rate (351 per 100,000 population). *Regions not shown were excluded due to small numbers. Data from Quebec were not available for

20062007 at the time of publication.
Source: Discharge Abstract Database, Canadian Institute for Health Information.

Healthcare Quarterly Vol.11 No.4 2008 21



Variations in Canadian Rates of Hospitalization for Ambulatory Care Sensitive Conditions Maria Sanchez et al.

Figure 3. Overall ACSC hospitalizations by income quintiles*, in Canadat,
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This graph shows the age-standardized rates for overall ACSC hospitalizations by income quintile among Canadians younger than
75 years of age, outside Quebec, for 2006-2007. Hospitalization rates decreased across income quintiles.
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using the 2001 Canadian census.

* Data from Quebec were not available for 2006-2007 at the time of publication.
Source: Discharge Abstract Database, Canadian Institute for Health Information

quality of primary healthcare services have been implemented in
various countries, including Canada (Campbell et al. 2007; Cyr
et al. 2006; Sargious 2007; Starfield et al. 2005). These initia-
tives include improving access to services, educating patients,
implementing electronic health records, promoting coordina-
tion and continuity of care, setting standards for treatment
of major chronic diseases and improving models of primary

healthcare delivery.
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