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3. Health and Wellbeing
We Don’t Know What We Don’t Measure: Data Gaps
in Rural Health and Wellbeing
Kyle Rich and Sarah Giles

Delimiting the data gaps in rural health and wellbeing is
daunting. While sparse data does exist thanks to several
research programs focusing on issues related to rural
health1 , there is no comprehensive repository that puts
data in one place to help inform decision-making about
rural health and wellbeing. As a result, showing where
health disparities exist and making informed policy
decisions about rural and remote health and wellbeing are
very difficult tasks. Many questions remain, particularly
regarding the effects of changing—and often diminishing—
1 For example, see the University of British Columbia’s Centre for Rural
Health Research (CRHR, n.d.), the Centre for Rural and Northern Health
Research (CRaNHR, 2018) Laurentian University, and Memorial University’s Labrador Institute (Labrador Institute, 2017).
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services in various health and social programs for rural and
remote Canadians2.
In this chapter, we review some key questions surrounding
health and wellbeing in rural areas and highlight the gaps
in existing data that represent some of the more pressing
2 A 2006 report produced by the Canadian Institute for Health Research,
the Public Health Agency of Canada, and the Centre for Rural and Northern
Health Research sought to solidify “the role of place in shaping people’s
heath experiences” (p. iii) in rural and remote regions by mapping determinants of health across Canada. While this report lays an important
foundation for understanding the health of people living in rural and
remote regions, less work has been done to systematically track these
determinants across time, regions, and policy changes
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Case Study: Sioux Lookout First Nations Health
Authority
Kyle Rich and Sarah Giles
The Sioux Lookout First Nations Health Authority (SLFNHA, 2018) provides an important example from which
many communities may learn.1 SLFNHA is dedicated to providing health services, as well and advocating and
developing leadership in 33 First Nations across the Sioux Lookout Region in Northern Ontario. After advocating
for access to region-specific data on health and wellbeing , it produced a report allowing for a strong understanding
of health and wellness in the region compared to the rest of the province. Further, the report highlights troubling
gaps in local data pertaining to preschool oral health and youth mental health. Collectively, the document is a
collaborative effort which seeks to “tell the story of health and wellness for infants, children and youth…[and]
serve as a tool in the continued struggle for…achieving equity in access to quality health services and underlying
determinants of health” (SLFNHA, 2018, p. 46). It is an example of how local data can be collected and mobilized
to inform policy.
References
Sioux Lookout First Nations Health Authority. (2018). Our Children and Youth: Health Report. Retrieved on
March 22, 2019 from https://slfnha.com/application/files/6215/4022/0883/CHSR_FINAL_-_Web_Version.
pdf.
1 SLFNHA gathered data through a variety of existing sources such as the Canadian Institute for Health Information, IntelliHEALTH Ontario,
and local elders and youth.

issues for rural and remote communities. We explore these
issues around three themes: medicine, allied health
professions, and community-level issues. Following a
review of the themes, we present a brief case study of the
Sioux Lookout First Nations Health Authority, which
actively engaged in a process of addressing the lack of data
related to health and wellbeing in its jurisdiction. Finally,
we provide overarching policy recommendations to address
the data gaps and improve policy-making capacity moving
forward.

Medicine
Providing primary care in rural and remote regions is an
ongoing struggle across Canada. An unknown number of
remote and rural regions in Canada rely on “locum
tenens”—temporary staff—to fill long-standing gaps in
health service provision. The shortage of healthcare
professionals in rural and remote communities is so
prevalent that it is now common for small towns to have
their own health professions recruiter. Even when primary
care is available, access to more specialized services (e.g.,
diagnostic imaging or referral to specialists) may be
hindered by long travel times, a lack of upfront funds for
travel, and a dearth of public trasportation options. We do
not know how these variables influence morbidity (i.e., rate
of sickness, disease, or illness) and mortality (i.e., rate of
death) of rural populations.
There is no organization in Canada with a mandate to
amalgamate, organize, and analyze nation-wide data

about rural and remote medicine. While some organizations
(e.g., the Society of Rural Physicians of Canada) and
training programs (e.g., the Northern Ontario School of
Medicine) have rural-specific mandates, for the most part
their work is focused on training, connecting, and/or
supporting rural doctors in Canada, rather than engaging
in or stimulating research or data-gathering. As a result,
there is a lack of analysis examining regional differences in
healthcare provision and outcomes for rural residents.
Without this data, it is difficult to determine the implications
of policy decisions on service delivery, access to screening
and treatment, morbidity/mortality, and emerging and
promising practices in rural contexts.

Allied Health Professions
In rural areas, the provision of allied health services (i.e.,
health services which are not provided by medical doctors,
for example, physiotherapy) faces similar challenges to
their traditional medical counterparts. However, in most
cases, these providers lack professional organizations that
oversee and support rural practitioners. While research has
investigated the rural and remote practice of allied health
professions3 , the focus of these and other studies remains
on professionals and their experiences rather than on
3 For examples see Canadian Physiotherapy Association (2016), the
Canadian Psychology Association (2002), the Canadian Occupational
Therapy Association (2016), and Soon and Levine (2011).

Continued on page 25
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Case Study: Physician Recruitment in Goderich,
Ontario
Gwen Devereaux
Goderich, a small Southwestern Ontario town on the shores of Lake Huron, faced a crisis in 2002 when it lost
several family physicians in a very short time. The community of approximately 8,000 residents was left with
five doctors to provide services to its people. Like in many small towns with a hospital, the family doctors support
the emergency department, do low risk births, assist in surgery, care for their in-patients, and provide service
in long term care facilities and other institutions. Adding to the pressure were the arrival of summer tourists,
which doubled the town’s population, and meeting the demands of other small towns in the region that were
struggling to find doctors.
To address this situation, the community took action. A campaign was launched to build a new medical clinic
for twelve doctors. The plan was to move the existing doctors into this facility while attracting new young doctors
wishing to work in a group practice. With the building plans underway, Town Council looked at what was important
to young people moving into a small rural community. After surveying several stakeholders, they concluded that
in order to be competitive with urban centres the community needed better recreation facilities. Since the
community had no YMCA at the time, Council opted to build a new YMCA with a beautiful swimming pool,
fitness centre, year-round ice surface, and other amenities.
While Town Council wrestled with the issues of rural physician recruitment, Goderich suffered two more blows.
One of the two largest employers, Volvo Construction Equipment, moved to the USA and a tornado hit the centre
of the town in August 2011. In less than five minutes, one person was dead, 37 were injured, and the centre of
the town was devastated.
A physician recruitment committee was formed, comprising physician, town, hospital, clinic, and community
representatives. Due to the hard work of this committee, three major strategies were launched that brought us
new doctors. First, we hosted an annual residents’ retreat, bringing 25 medical residents and their families into
the community to showcase our region. The second initiative was Health HealthKick Huron, a community project
that worked with medical students to host a summer camp for high school students interested in pursuing a
healthcare career. The third strategy was the formation of the Gateway Centre of Excellence in Rural Health,
which provided opportunities for local doctors, medical residents, and students to research relevant rural health
issues. These strategies aimed to set Goderich apart from other communities by taking an innovative approach
to get the attention of doctors considering moving to rural communities. The challenge was explaining Gateway
to the community when there was nothing comparable to it anywhere in Canada. All three of these initiatives
showed potential new doctors that Goderich had an innovative approach to rural physician recruitment and
amenities for living a healthy and active lifestyle. As a result of these strategies, Goderich now has 18 family
physicians.
What are the lessons learned from getting here? Engaging community stakeholders at every level and ensuring
that the community takes ownership of the issue have been very important. The commitment of the Recruitment
& Retention Committee, which meets monthly and pays attention to retention, has proven essential. Monthly
reports from the recruiter about contacts made, site visits, and successful recruits were valuable for keeping the
campaign focused. The community also had the foresight to employ a dedicated physician recruiter. Too many
communities make it part of an economic development officer role, allowing other issues to become a priority
over physician recruitment. Goderich is beautiful, with sandy beaches, reasonable housing prices, and great
schools,. However, we are still rural and must deal with issues like lack of diversity, partner employment,
transportation, and other challenges. Nonetheless, what sets Goderich apart is consistent vigilance and an
innovative character, showcased by the novel strategies that the community used in these physician recruitment
efforts.
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patient outcomes. Further, given that busy rural allied
professionals do not often engage in research activities,
there is a lack of large-scale, longitudinal, and/or regional
data.

Community-Level Issues

community members and organizations. Indeed, it has
been speculated that rural health and social issues (e.g.,
poverty) may be under-reported due to the strong social
relationships and community support in many rural
communities, which lead to fewer residents accessing
formal services in these areas 4. Changes in broader social

The health of rural and remote people is not solely based
on access to health services. Social, emotional, and spiritual
health and wellbeing are supported by a range of

4 See report by the Standing Senate Committee on Agriculture and
Forestry (2006).

Case Study: Homelessness in Hinton, Alberta
Candace Pambrun
Homelessness in rural communities is not a small-town tale. Rural homelessness is often hidden, with people
living in campers, tents, vehicles, couch-surfing, staying in flop houses in overcrowded conditions, and sleeping
wherever one might find space. In boom and bust industry communities, many residents are continually at risk
of homelessness due to insecure employment and income.
Homelessness became an issue at the Hinton Employment and Learning Place (HELP) in 2015. While assisting
individuals in the community to acquire employment, it was discovered that many residents did not actually have
a residence: many lived in vehicles and with friends while others were too ashamed to discuss their housing
situation. HELP staff began to collect data quite simply in the beginning, identifying the number of homeless
people attending HELP. In discussions with clients, and out of a desire to help meet the basic needs of these
individuals, we offered a Tuesday lunch and did our best to provide our clients with nutrition and whatever else
we could. In 2016, a community discussion was initiated that resulted in adding those at risk of homelessness,
emergency shelters, and couch surfers to our data collection. Data collected by staff included attendance, meals
provided, and the current living circumstances of our friends. Through these efforts, we were addressing
homelessness off the side of our desks using the best practices we could employ.
HELP received a community grant in 2017, allowing us to open a Homeless Resource Room in unused office space.
Freddy’s Homeless Resource Room is a home-like space, including a shower, laundry facilities, a meal, and some
basic necessities which come from community donations. With Freddy’s, we are able to help our friends meet
their basic needs and provide some of the opportunities that were requested by the homeless population. At
this time, data is under revision and is being regularly collected.
In 2018, the Alberta Rural Development Network (ARDN) created and released the first edition of a homeless
estimation for rural and remote communities. HELP was able to carry out and complete the estimation in the
hope that this data will meet the requirements for grant proposals and funding opportunities. The analysis of
that data is in process.
HELP continues to operate Freddy’s through fundraising and sponsorship opportunities. In March 2019, a grant
was received to provide funding for a Homelessness Coordinator position for a period of 15 months. Data collection
is required to create accurate statistics during this time period as we work towards securing permanent funding
for Freddy’s Homeless Resource Room and the Coordinator position.
HELP continues to seek best practices to collect and analyze data. We remain in collaboration with ARDN and
are eager to conduct another estimation in 2020 with the revised edition of the Homeless Estimation. Deterrents
to data collection include very minimal funding streams for homelessness in rural communities; freedom of
information and protection of privacy issues; the lower value of larger scale databases in rural communities; and
the lack of guidelines for data collection and interpretations. Other gaps in data occur when collaborations are
insecure and primary service providers are unable to participate and share information. Lastly, information being
gathered from rural communities needs to be recognized with as much regard as that from urban centres.
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policy and economic development have implications for
the health of rural and remote communities, but these
implications have largely gone unmeasured. The lack of
studies in this area highlights the need for national-level
data analyses to fill this gap.
Within this context, rural development organizations and
research centres 5 that engage in interdisciplinary
discussions about these complex issues play a key role in
connecting communities, data, and policy makers at
various levels. However, local planners, healthcare
professionals, and policy makers often lack useful, regionspecific data to inform their decisions. With regard to
health and wellbeing, data gaps include: the rates of work
mobility in various regions and industries and how these
mobilities impact the health and wellbeing of families and
communities (both where people travel for work as well as
where they travel from); how engagement with community
organizations (e.g., churches, fraternal organizations,
sport/recreation/arts, etc.) is changing in rural contexts,
and what the implications are for wellbeing; and how travel
time, access to transportation, availability of broadband
internet, and/or pharmaceutical delivery services influences
rural people’s ability to access, understand, and engage in
health services.

Policy Recommendations
At the federal level, a framework for recording and
collecting health data is needed that is accessible and
allows for comparison and analysis across rural and remote
regions within the country. This would involve the
standardized measurement of various rural metrics6 , as
well as the tracking of health-related measures across time
and regions. This national-level framework would allow
researchers, practitioners, non-profit organizations, and
policy-makers to amalgamate and streamline data
collection and analyses to provide a clearer picture of rural
health and wellbeing across the country. Importantly, we
need organizations to encourage data collection and
analysis in rural and remote areas rather than only focusing
on the provision of services, as one necessarily informs the
other.

At the provincial and territorial level, a clearer
understanding is needed of how healthcare and the
delivery of other services affect the health and wellbeing
of rural and remote Canadians. This understanding would
first require an investigation into how health services are
provided in rural and remote regions7,and what implications
the provision of other services 8 has on rural health
outcomes. Provincial and territorial organizations that
regulate healthcare professions, as well as those which
advocate for quality and equity within healthcare systems,
must continue to seek out interdisciplinary analyses of
health outcomes in rural and remote regions to effectively
train and support practitioners to work in and with
communities.
Health outcomes may vary drastically among rural and
remote regions. Therefore, municipal and regional policy
making should be evidence-based and informed by
regional-level data. Decision-makers should seek out who
is and is not being served by local health services and try to
conceptualize healthcare beyond standard metrics of
access to primary care providers. Considering the
perspectives of allied health professionals and community
service providers is also integral to a holistic and informed
planning strategy to promote the health and wellbeing of
regions and municipalities. In the process of recruiting local
health professionals and negotiating terms with local
health organizations, community representatives might
consider incentivizing health professionals to participate
in data-gathering and reporting in order to provide policy
makers with a clear picture of how their strategies affect
the health and wellbeing of local residents. While this
research may not be as expansive, the reporting of data
collected in-house (e.g., what patients are being served and
how) may provide important insights for policy makers in
terms of supporting the health and wellbeing of rural and
remote citizens. Further, local policy makers should also
consider the role of community organizations in supporting
health and wellbeing. Connecting local data on social and
community services to data related to health and wellbeing
is necessary for a holistic understanding of health in
communities. This holistic approach may in turn provide
the foundation for innovative and effective policy making
to promote the health and wellbeing of residents in rural
and remote Canadian communities.

5 For example, the Canadian Rural Revitalization Foundation, the Rural
Development Institute in Brandon, and the Harris Centre in St John’s.

7 For example, by locum tenens physicians and nurses, family health
teams/organizations, regional health organizations.

6 For example, metropolitan influence, distance to access specific
services, workforce mobility.

8 For example, transportation, allied healthcare, meal and pharmaceutical delivery services.
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Case Study: Analyzing 211 Rural Unmet Service
Needs in Ontario
Norman Ragetlie
Organizations that are concerned with rural regions are all too familiar with the lack of local data. Datasets held
by non-profit organizations may provide some solutions. Imagine Canada sponsored a meeting of non-profit
leaders through which the Rural Ontario Institute (ROI) discovered that 211 Ontario was willing to share the
information it generates from the operation of its human services referral service. This connection ultimately
led to a collaborative exploratory research project.
About the Project
211 Ontario records a variety of detailed information on caller demography and needs regarding community,
health, social, and government services that could be of use for policy-makers in the provincial and municipal
sectors. In early 2018, ROI and 211 Ontario received financial assistance from the Ministry of Municipal Affairs
and Housing Research and Analysis grant program for a collaborative project to analyze data records of 211 caller
needs originating in rural Ontario jurisdictions. This dataset included those calls which were logged as “unmet
needs”. Dillon Consulting was retained to undertake the exploratory research project, working with nearly 500,000
recorded needs to develop a standardized, extensible approach to analyze 211 call centre data. Another objective
was to review the planning and delivery of programs and services in Ontario with a focus on the rural context.
Using a suite of web-based mapping and data visualization tools, as well as a participatory stakeholder workshop,
the project team answered a number of these questions. They also uncovered new lines of inquiry and developed
recommendations for improving the utility of 211 data. The project team also found opportunities to share and
extend the value of this data with potential partners. Since 211 Ontario has counterparts in other provinces, its
success may be of interest across the country. Moreover, the project utilized a new “Index of Remoteness”
produced by Statistics Canada that proved helpful.
Where You Are Does Matter
The exploratory analysis of 211 user needs pointed to differences in per-capita call volumes and types of needs
between remote, rural, and urban geographies. For example, the results suggest that utility assistance and
transportation needs are more prevalent among callers from rural regions than in urban centres. It also showed
that the absence of available services was a more common reason for a need being unmet in more remote areas.
Where you are does matter when it comes to service accessibility.
211 Data: A Resource to Complement Other Data Sources
There has been a high degree of support for this work, notwithstanding the fact that the data clearly has a
self-selection bias. For example, people are unlikely to call if they do not know about 211, are disinclined to use
central support services like 211, or have been told that there are no services. As a result, statistics from this
database should not be extrapolated to the population of people who might be in need at large. With this caveat
in mind, the database is a valuable information resource for policy-makers and social planners. Many types of
municipal, health, and social service providers, including non-profit organizations, are likely to be interested in
such findings and seek continued access to the underlying information. Such information needs to be interpreted
in the context of local knowledge of service delivery, regional levels of awareness and use of the 211 service, and
supplementary socio-economic data or service-user statistics. Greater awareness and use of 211 will increase
the value of the data.
The full report, including contact information for the project team, can be found here: http://www.ruralontarioinstitute.
ca/knowledge-centre/reports.
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Case Study: Rural Homelessness Estimation Counts
Jonn Kmech, Scott Travis, Julia Juco, Zain Abedin, and Dee Ann Benard
Homelessness and housing insecurity in rural Canada is critically under-studied and official data on rural
homelessness is minimal (Waegemakers Schiff et. al, 2015). Data that does exist is rarely comparable with its
urban counterpart, since homelessness in rural, remote, and northern areas of Canada is often manifested
differently. Rural homeless people are less likely to be absolutely unsheltered. Instead, they are more often
considered to be provisionally accommodated or part of the “hidden homeless” (i.e., couch-surfing, living in
abandoned buildings or vehicles, or living in overcrowded or unfit housing). While some research does exist (e.g.,
Kauppi et al., 2017; Waegemakers Schiff et al., 2016), the lack of clear, consistent, and available data on the extent
of rural homelessness makes it difficult to understand its nature, causes, and effective actions needed to tackle
it.
This lack of data and recognition of the problem limits funding opportunities for rural communities attempting
to address homelessness. It further limits the collection of adequate data and provision of sufficient services in
small communities. This in turn impacts homelessness in major Canadian cities, as people seeking support migrate
to city centres—straining existing urban systems for service provisions and affordable housing (Waegemakers
Schiff et al., 2015). In order to effectively address urban homelessness in Canada, rural and remote homelessness
must also be addressed. In both rural and urban contexts, reliable and accurate data is essential for driving
evidence-based practices.
In 2016, the Alberta Rural Development Network (ARDN), a non-profit that works on homelessness and affordable
housing in rural and remote Alberta, received funding from the Homelessness Partnering Strategy’s Innovative
Solutions to Homelessness Fund to develop a Step-by-Step Guide to Estimate Rural Homelessness. This guide,
available for free download at ardn.ca in both English and French, utilizes the population estimation method of
conducting homelessness counts. In this approach, surveys are conducted at local service agencies instead of
through volunteers conducting surveys on the street. This increases the possibility of capturing data from people
experiencing hidden homelessness who are still utilizing local service providers such as food banks and women’s
shelters.
In 2018, following an expression of interest, 20 rural communities worked with ARDN to facilitate their homelessness
estimation count as part of the Rural Homelessness Estimation Project (RHEP). It was based on the methodology
utilized in the ARDN’s Step-by-Step Guide. These communities included the Kainai First Nation, the largest First
Nation territory in the country. This project used a revised version of the survey, which was offered in both paper
and online versions. Communities conducted their estimation counts over a consecutive 30-day period sometime
between September 10 and December 3, 2018. Across the 20 communities, 1,771 surveys were collected in total,
of which 1,098 people answered “yes” or “not sure” when asked if they felt they were living in unstable housing
or could easily lose their housing. There were an additional 905 children reported as staying with people in unstable
living situations. Of those 1,098 respondents, 335 (30.5%) of homeless respondents were employed, 381 (34.7%)
self-identified as Indigenous (First Nations, Métis, or Inuit), 167 (15.2%) were youth under 25 years of age, 77
(7.0%) were seniors over age 65, and 72 people (6.6%) self-identified as a gender or sexual minority.
Perhaps most significantly, the proportion of people reporting an unstable housing situation (not including
children), taken as a percentage of the total population for those communities (based on 2016 StatsCan census
data), was 0.37%—which is comparable to the per capita homeless population previously identified in major
Canadian cities (Homeless Hub, 2014). It is worth noting that our numbers are a very conservative estimate due
to a number of limitations. For example, not every agency in each community was involved, not all individuals
requiring support may have entered an engaged agency during the specific 30-day survey window, not everyone
who entered engaged agencies consented to the survey, and surveyed individuals may not consider themselves
as housing-unstable or “homeless” due to social stigmas that may lead them not to self-identify, even if they
would be by Canadian definitions of homelessness.
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The 20 individual community reports and the aggregated provincial report can be found at https://www.ardn.ca/
publications/2018-rural-homelessness-estimation-project-rhep. The ARDN has since released a 2nd edition of the
Step-by-Step Guide with revisions to both the methodology and survey based on lessons learned over the past two
years. We hope to continue determining the extent of rural, remote, and northern homelessness with more
communities in Canada.
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