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COMPARISON OF NL VS. CANADA VS. AUSTRALIA

Administrative Efficiency and Equity in NL  
Compared to Canada and Australia

Objective

To determine the administrative efficiency and equity 
of health care in NL compared to Canada (CAN) and 
Australia (AUS).

 • OECD countries are ranked according to the 
distance the metric is from its mean measured in 
standard deviations. Thus, the score could vary 
from -2 (very bad) to +2 (very good).

 • For each metric NL was ranked in comparison to 
the 9 other provinces: 1st is the best and 10th is the 
worst. In the tables rank 1–3 is coloured green, 4–7 
is yellow, 8–10 is red, and no data is grey.

Results

A. Administrative efficiency and equity scores 
for Canada and Australia

Figure 1. Scores for Administrative Efficiency and Equity 
in Canada and Australia, Defined as + and - Standard 
Deviations (SDs) From the International Mean

 • CAN was average for administrative efficiency 
among the 11 OECD countries compared, whereas 
AUS was ranked number 1. CAN was ranked in the 
lower tier for equity and AUS was ranked 6th.

B. Administrative Efficiency in NL compared to 
Canada and Australia

Table 1. Administrative Efficiency, Reported by Adults (2016)

 • For most of the metrics on administrative efficiency 
NL was comparable to CAN, except for regular FPs 
did not seem informed about care received in 
hospital or ED, and visiting an ED for a condition 
that could have been treated by the regular FP.

AUS (%) CAN (%) NL (%) NL Rank 
(1=best)

In the past 2 years, medical reports/records  
not available at medical appointment

5 8 6 2

Doctor ordered an unnecessary test  
that had already been done

6 6 3 2

In the past 2 years, when seeing a specialist:

The specialist did not have basic medical information or test 
results from the regular family physician

11 13 10 3

After seeing the specialist the regular  
family physician (FP) was not up to date  

on the care the specialist provided

16 21 22 8

After leaving the hospital:

The hospital made arrangements for follow-up

81 73 86 2

The patient received written information  
on what to do on returning home

80 75 74 8

The regular FP seemed informed about  
care received in hospital

75 76 68 9

After visit in emergency department (ED),  
regular FP seemed informed about care received in ED

–– –– 62 8

Adults ≥65 years visited ED for a condition that could have 
been treated by a FP had he/she been available

28 41 49 8

FP reported time spent getting patients needed  
medications or treatment because of coverage  

restrictions was a major problem

11 21 –– ––
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C. Low-Value Care in NL

Table 2. Barriers to Reducing Low-Value Care  
Reported by FPs

AUS (%) CAN (%) NL (%) NL Rank 
(1=best)

Major barriers to reducing low-value care:

Lack of tools or decision aids

25 23 24 7

Patient requests for unnecessary tests and treatment

54 59 63 8

Lack of time for shared decision making with patients

35 37 37 4

The medical malpractice environment

40 27 25 5

NL
(total)

NL 
(N/100)

Hemoglobin 446,689 85

Ferritin 121,837 23

Creatinine 415,903 80

Urea 229,966 44

Uric acid 70,309 14

AST 58,871 11

Creatine kinase 93,784 18

ANA 12,000 2.3

Thyroid tests 168,766 33

CT scans 88,400 17

Lumbar CT Scans 6,760 1.3

 • Rate of biochemical testing and of CT scans is very 
high, particularly for tests that are potentially un-
necessary (ferritin in low risk patients with normal 
hemoglobin, urea, uric acid, AST, creatine kinase, CT 
scans in people without alarm symptoms) or ordered 
too frequently (Hb, creatinine, ANA, thyroid tests).

 • Compared to CAN (15.9 CTs/100 population) and 
AUS (13.4 CTs/100 population), rate of CT scans in NL 
was high (17 CTs/100 population).

D. Health Care Equity in Canada and Australia

Scores for equity were not available by province. CAN’s 
poor score on equity was driven by meaningful differences 
in rates comparing high income to low income for (1) 
coordinated care: specialist lacked medical history or 
regular FP not informed about specialist care in the 
past 2 years, (2) affordability: cost related access to 
medical care in the past year, and (3) skipped dental 
care or checkup because of cost in the past year.

Conclusions

1. Administrative efficiency should be enhanced by 
using electronic infrastructure to improve 
coordination between hospitals and primary care. 
This should also remove equity imbalances that 
relate to coordinated care.

2. Reduction in unnecessary visits to the ED should be 
an objective of primary care reform.

3. Reduction in low-value care and accountability for 
utilization of health care resources should be an 
objective of primary care reform.

4. The biggest barrier to reducing low-value care reported 
by FPs was patient requests. Public engagement 
about low-value care reinforced by FP education will 
be necessary, as will audit and feedback to FPs plus 
system change in the biochemistry laboratory.

5. Electronic ordering matched to criteria of appropri-
ateness for each test will be necessary.

Figure 2. Patient Requests for Unnecessary Tests and 
Treatment

 • 63% of NL FPs believe that patient requests are a 
major barrier of unnecessary tests and treatments.

Table 3. Rate of Biochemical Tests and CT Scans  
Ordered by FPs in NL
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