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Following the September 2000 First Ministers' Health Accord, it was agreed that federal, 
provincial and territorial governments would report to their constituents on the results 
and performance of the health care systems starting in September 2002. These reports 
would contain measures for 14 health indicator areas. Within the quality of service, there 
were two measures for which data were not available: a) waiting time for key diagnostic 
and treatment service and b) access to 24/7 first contact health services. The Health 
Services Access Survey (HSAS) was designed to collect this information including 
patient experiences, acceptance and perceptions of waiting for care. 
 
Information on 24/7 access to first contact services includes: 
  

• experience of respondents in getting health information or advice; 
• experience of respondents in getting health care services for routine or on-going 

care; 
• experience of respondents in getting immediate care for minor heath problems 

such as fever, headache; sprained ankle, vomiting or unexplained rash, etc. 
• experience of respondents in getting health care services in general. 

 
Respondents were asked about their use of first contact services at different times of the 
day, difficulties accessing services, and where services were obtained. 
 
Information on access to specialized services includes: 
 

• experience of respondents requiring care from a medical specialist such as a 
cardiologist, allergist, etc. to obtain a diagnostic for a new illness or condition; 

• experience of respondents requiring non-emergency surgery such as cardiac 
surgery, joint surgery, etc.;  

• experience of respondents requiring selected diagnostic tests: MRIs, CAT scans 
and angiographies. 

 
Respondents were asked about their experiences accessing these services including 
waiting times, acceptability of the waiting time and impact of the wait on the respondent. 
 
This survey was done as a “one-time” survey in 2001 and is documented separately 
under Health Services Access Survey (survey number 5002). In 2003, this survey was 
amalgamated to the Canadian Community Health Survey (CCHS) (survey number 3226) 
cycle 2.1, and is now part of that statistical program, even if it was released as a 
separate file. For the next cycle of the CCHS, to be released in 2006, this survey will be 
completely amalgamated and there will no longer be a separate file and a separate 
questionnaire. 
 
Target population 
 
The HSAS targets persons aged 15 or older living in private dwellings in the ten 
provinces. Residents of the three territories, persons living on Indian Reserves or Crown 
lands, clientele of institutions, full-time members of the Canadian Forces and residents 
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of certain remote regions are excluded from this survey. The HSAS covered 
approximately 98% of the population aged 15 or older in the 10 provinces. 
 
Sampling Frame 
 
Given that the HSAS is a sub-sample of the CCHS cycle 2.1, the HSAS uses the same 
sample frames as the CCHS, which uses a multiple frames design. First, it uses the area 
frame designed for the Canadian Labour Force Survey (LFS). The sampling plan of the 
LFS is a multistage stratified cluster design in which the dwelling is the final sampling 
unit. The CCHS uses two types of telephone frames; list frames of telephone numbers 
and a Random Digit Dialling (RDD) sampling frame of telephone numbers. For more 
detailed information in regards to these sampling frames, please consult the CCHS cycle 
2.1 user guide (this document will be available during the Fall 2004). 
 
Sample Size and Allocation 
 
For the purpose of producing reliable estimates for the ten provinces, namely in regards 
to the estimations of the waiting times, the following sample sizes were established: 
 
Table 1: Targeted sample size by province for HSAS 
 

Province Targeted total 
sample size 

 
Newfoundland and Labrador 

 
2,400 

Prince Edward Island 1,200 
Nova Scotia 3,000 
New Brunswick 3,000 
Quebec 4,000 
Ontario 4,800 
Manitoba 3,200 
Saskatchewan 3,200 
Alberta 3,600 
British Columbia 4,000 
  
Canada 32,400 

 
In order to reach these targeted sample sizes, a sub-sample of the CCHS respondents 
was selected. However, due to the timeframe for the implementation of the HSAS 
(summer-fall 2003), the sub-sample selection of CCHS respondents had to be divided in 
two parts. To begin, a first part of the HSAS sample (named the part A) comes directly 
from the CCHS. That is, from September 2003, the waiting times module was added to 
the CCHS questionnaire. Then, this module and the other HSAS modules were asked 
within the CCHS interview for a sub-sample of the CCHS (called the CCHS sub-sample 
3) between the months of September and December 2003. However, in some provinces, 
the CCHS sample size during that period was insufficient to reach the HSAS targeted 
sample size, even if 100% of the CCHS respondents were selected for the HSAS during 
that period (in 6 of the 10 provinces, 100% of the CCHS sample was selected for the 
HSAS). Therefore, in order to fulfil the need in sample, it was decided to re-contact by 
telephone a sub-sample of the persons who were interviewed in the CCHS between 
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January and September 2003. This part of the HSAS sample is named the part B. Even 
though, in a few provinces (for example, in Quebec and in Ontario), it was possible to 
reach the HSAS targeted sample sizes with the Part A only, it was decided, for 
consistency purpose, to allocate the HSAS sample to the two parts for all provinces. The 
table 2 presents the sample allocation for the two HSAS parts. 
 
Since the CCHS respondents originate from the two types of sampling frames (area and 
telephone), the HSAS sample allocation was also controlled at the sampling frame level. 
For part A, an equal allocation was made between the two types of frames because 
about 50% of the CCHS sample came from the area frame and the other 50% from the 
telephone frames. For the part B, given that re-contacts were going to be done by 
telephone, a larger proportion of the sample was allocated to the CCHS respondents 
originating from the telephone frames. Since in three provinces, all the CCHS 
respondents (who were eligible) had to be re-contacted to reach the targeted sample 
sizes and that these CCHS respondents originated from both types of frames, then, for 
consistency purpose again, the part B sample was allocated to both types of frames in 
all other provinces as well. The table 2 presents the sample allocation by sampling 
frame. 
 
Table 2 Targeted sample sizes by HSAS part (A & B) 

 
Part A 

(targeted sizes) 
Part B 

(targeted sizes) Province 
Total Area 

Frame 
Phone 
Frame Total Area 

Frame 
Phone
Frame

 
Newfoundland and 
Labrador 

   880 440 440 1,520
 

720 800

Prince Edward Island    560 280 280    640 310 330
Nova Scotia 1,200 600 600 1,800 850 950
New Brunswick 1,160 580 580 1,840 740 1,100
Quebec 3,000  1,500 1,500 1,000 250 750
Ontario 3,800 1,900 1,900 1,000 250 750
Manitoba 1,640 820 820 1,560 520 1,040
Saskatchewan 1,810 905 905 1,390 410   980
Alberta 3,000 1,500 1,500    600 200 400
British Columbia 3,200 1,600 1,600    800 200 600
  
Canada 20,250 10,125 10,125 12,150 4,450 7,700
 
Sample allocation at the sub-provincial level 
 
The CCHS aims to produce reliable estimates at the health region level whereas the 
HSAS aims to produce reliable estimates at the provincial level. For this reason, the 
CCHS sample allocation by health region is not optimal for the HSAS. Therefore, in the 
provinces where it was possible, the HSAS sample was allocated within each province in 
such a way that the sample size by health region is as close as possible to the sample 
size that would be obtained with a sample allocation proportional to the health region 
size (the optimal allocation). For example, the Montreal-Centre region represents 25% of 
the population in Quebec, but, in CCHS, only 13% of the Quebec total sample was 

Health Services Access Survey 2003 3



allocated to that region. However, for HSAS, the sample was allocated in such a way 
that the Montreal-Centre region gets approximately 25% of the Quebec total sample. It 
was possible to obtain an optimal allocation in Quebec and in Ontario, but it was not 
possible to obtain it in the other provinces because of all the sampling constraints related 
to the HSAS and the CCHS. 
 
Sample selection of Part A 
 
Once the sample was allocated to the two parts of HSAS, the sample of part A was 
selected in each health region by frames (area and telephone). This selection consisted 
simply in randomly choosing a sub-sample of dwellings already selected in the CCHS 
sample (between September and December 2003) according to the targeted sample 
size in each health region by sampling frames. In some provinces, the part A sample 
consisted in all the dwellings selected in the CCHS during that period. Note that the 
targeted sample sizes for the part A were previously inflated to take into account the 
anticipated nonresponse, the proxy respondents (considered nonrespondents for HSAS 
but respondents for CCHS) and the vacant dwellings. 
 
Sample selection of Part B 
 
The HSAS part B consisted in re-contacting a proportion of the CCHS respondents by 
telephone. However, not all the CCHS respondents were eligible to be re-contacted for 
the HSAS. The eligibility criteria were the following: 
 

i) The respondent was in one of the monthly CCHS samples from January to 
August 2003 (inclusively). 

ii) The respondent was aged 15 or older at the time of the CCHS interview. 
iii) The respondent was not part of the sub-sample 3 of CCHS (i.e., not having 

already answered to the module Access to health care services). 
iv) It was not a proxy respondent in CCHS. 
v) A valid and unique telephone number had to be provided by the respondent 

(this criterion applied only to those from the area frame). 
 
Once the eligible respondents were identified, the sample selection of the part B 
consisted simply in choosing randomly a sub-sample of these eligible respondents 
according to the targeted sample size in each health region by sampling frame. Note that 
the targeted sample sizes for the part B were previously inflated to take into account the 
anticipated nonresponse. A response rate of 80% was assumed for the part B. 
 
Sample allocation over the collection period 
 
Since for part A, the HSAS content was asked at the same time as the CCHS interview, 
the collection of the HSAS part A sample had to follow the collection period for the 
CCHS. The collection of part A started in the month of September 2003 and ended in 
December 2003 (very few cases were done at the beginning of January 2003). The part 
A sample was divided to the three collection periods of September, October and 
November. In general, the sample size for September and October were identical 
whereas the sample size for November was half of the size of the other two months. 
 
For part B, there was only one collection period. The collection started in October 2003 
and ended in December 2003. 
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Response Rate 
 
Given that the collection for HSAS was divided in two parts, it is not possible to report an 
overall response rate for the survey. We could only report the response rate for each of 
the two sample parts (A & B) independently. 
 
For part A, having removed the out-of-scope units, 26,394 households were selected to 
participate in the CCHS/HSAS. From those, 22,972 accepted to participate to the 
survey, which resulted in a household response rate of 87.0%. Among these responding 
households, 21,680 persons were selected for the survey and were part of the target 
population of the HSAS (the 12 to 14 years old were excluded from HSAS). From those, 
18,981 were considered respondents for the HSAS, which resulted in a response rate of 
87.6% at the person level. A person was considered a respondent for the HSAS if that 
person answered to all the modules of HSAS questionnaire (a person could be 
considered a respondent for CCHS but not for HSAS). Therefore, at the national level, a 
combined response rate of 76.2% was observed for the part A of the HSAS. The 
combined response rate was obtained simply by multiplying the response rates at the 
household and person level.  
 
For part B, 15,051 persons were initially selected (from the CCHS respondents) to 
participate in the HSAS. From those, 13,024 accepted to participate in the survey, which 
resulted in a response rate of 86.5% at the national level for part B. Note that all the 
selected persons for part B (15,051) were considered in-scope in the calculation of the 
response rate even though for a few persons it was impossible to reach them (for 
example, because of a wrong telephone number).  
 
 
For more information 
 
Health Statistics Division 
hd-ds@statcan.ca
(613) 951-1746 
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