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Recommendation: 

1. That the Canadian federal government support Canada’s health systems’ recovery from 
COVID-19, by defining targets for screening, diagnosis and management of 
cardiovascular disease. The development of these targets should begin with 
management of heart failure as a priority as quickly and comprehensively as possible. 
Targets for additional chronic cardiac conditions, and other non-cardiac chronic disease, 
could follow, thereby improving benchmarking, measurement of health service delivery, 
and ultimately patient outcomes for Canadians living with chronic disease. The initial 
work to set target for heart failure care requires an investment of $3 million in funding 
over three years. 
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Heart disease is a leading cause of death, premature death and disability among Canadians. 
There is a steady increase in the health burden of heart disease on individuals, and in the cost 
to taxpayers in Canada. Before the COVID-19 pandemic, the economic burden was expected to 
reach $28.3 billion annually, including more than $2.8 billion (or 1% of GDP) related to heart 
failure (HF).  
 
Heart failure (HF) is a chronic, progressive condition that requires ongoing management.1 It 
occurs when the heart is not able to properly circulate blood throughout the body following heart 
damage or because of a weak heart. One in three Canadian are affected by HF, either directly 
or through a loved one. It is one of the top 3 causes of hospital admission in Canada, requiring 
lifelong treatment.  
 
There is an immediate need to coordinate national, provincial and territorial approaches to its 
prevention and management. COVID-19 has reduced access to care, and waitlists for non-
elective cardiac procedures have grown while patients awaiting postponed procedures become 
more gravely ill.  
 
The pandemic has highlighted the vulnerability of Canadians with cardiovascular conditions and 
the need for solutions. While solutions vary by province and territory, and indeed, even within 
each jurisdiction, the desire to have equitable access to care is a shared value across the 
country. Equitable access is important for Canada’s most vulnerable populations – those who 
are geographically, racially, and/or socially marginalized – who have higher rates of heart 
disease and experience worse outcomes. 

Twenty years ago, in 2004, Canada’s First Ministers agreed to focus on the reduction of specific 
wait times for health care. Provincial governments worked with the Canadian Institute for Health 
Information (CIHI) to improve public wait time reporting. The governments agreed to 
concentrate on wait time problems for joint replacement, coronary artery bypass, cataract 
surgery, radiation therapy and diagnostic imaging. Over time, there were reductions in wait 
times for the five areas identified in the 2004 Health Accord. Health systems and cardiovascular 
care have evolved significantly, yet the the standards for wait times have not been updated 
since 2015. Furthermore, things are not better in disease areas outside of those defined 
benchmarks. The latest Commonwealth Fund report (2017) ranked Canada second last in the 
category of access to care and among the lowest in overall system performance.  

Currently, federal provincial and territorial governments are discussing bilateral funding 
agreements where performance metrics may be attached. The metrics have not yet been 
defined. The buy-in of health care providers, governments and patients must be embedded into 
these metrics for meaningful improvements in care. 
  

 
1 Ensuring Canadian heart failure pa�ents receive op�mal care. Canadian Cardiovascular Society. August 16, 2022.  
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Policy makers have learned about the causes of high wait times and the variety of strategies that 
can be employed to address them. However, most of the attention has focused on the hospital 
component. While hospital-based efforts to improve patient flow and to centralize the intake of 
surgical patients are making a difference, they represent improvements to only one part of the 
system, and do not fully address the range of contributing problems from the perspective of 
patients. Quality improvement efforts by health care providers to prevent, screen for and treat 
illness are implemented daily. But these individual efforts cannot be effective within a system that 
is not designed to support health care in 2023 

 

Acute care hospitals operate at high capacity because there are large numbers of patients 
requiring a vast spectrum care who have nowhere else to go. For example, heart failure patients 
awaiting a transfer home with home care support block the admission of additional patients into 
the hospital while they wait for homecare care to be available. Patients who cannot afford 
medications see worsening of their heart failure and end up with repeated unplanned 
readmissions through emergency departments. The interconnectedness of all the sectors in 
health care has been underappreciated, and poor communication and siloed funding has inhibited 
the real integration that could improve care. There are insufficient health care providers, many of 
whom are not able to practice to their full scope; limited operating room time; limited machines 
for advanced imaging; and other shortages of human and material resources that contribute to 
growing wait lists. Wait times for specialist care and diagnostic imaging, in turn, increase the 
burden placed on family doctors through a greater number of patient visits while patients wait, 
and their conditions deteriorate. There is enormous administrative burden on health providers 
and decreases time for of patient care. In implementing solutions, targets must be known at the 
outset to determine if change measures have been successful. We have not, as a nation 
embraced the notion that we need to measure and publicly report wait times beyond the few 
procedures identified by the Minsters in 2004. Notably, some provinces have reported on wait 
times for some areas of care, but there are no national benchmarks and no accountability to 
achieving acceptable wait times in Canada.  

For example, the province of Saskatchewan focused on reducing wait times by defining targets, 
adding resources, introducing innovative practices and tools, and enabling care providers to 
work to their full scope of practice. This is making a difference. While this is an encouraging 
anecdote, Canadians can and should expect more. Health care delivery in Canada compares so 
poorly to that of other developed nations partly because we have not implemented a consistent 
and wholistic nation-wide strategy to address the problems within the health system.  

Therefore, provinces, territories, and the federal government (for Canadians whose care is 
provided through federally-run programs) must publicly report on a range of metrics describing 
health system performance to, thereby, make it clear where change has been effective in 
improving outcomes, and where improvements remain to be made.  
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Canada should define national wait times that are accepted by provincial and territorial 
governments, health care providers, and patients. 
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A Focus on Heart Failure will Support Canada’s Economic Recovery  

 

A pan-Canadian approach can support Canada’s recovery from the COVID-19 pandemic by the 
efficient use of funds, seizing cost savings, and applying additional tax revenue. For Canada to 
recover economically from COVID-19, we all must contribute. We must reduce the burden of 
chronic disease, like heart failure, on individuals and their families. The economic impact of heart 
failure in Canada is significant – to individuals, our health care system, and our economy. In the 
workforce, heart failure results in early departure from the workforce due to disease-related 
disability, and lost productivity due to absenteeism, early mortality and exclusion from the 
workplace to take care of sick family members.  

With a mandate and federal funding, the CCS will immediately update and establish wait time 
benchmarks for heart failure care. With this as the priority, we will then expand our focus to 
defining wait time benchmarks for all cardiovascular conditions, including those requiring 
surgery, non-invasive procedures, and access to referral rehabilitative services. The CCS is well 
positioned to build consensus by convening its expert members and consulting with its 14 
affiliate sub-specialty societies, to establish benchmarks that will guide improvements of the 
health systems. 

Based on prior experience with this work, to define, monitor and report on cardiovascular 
benchmarks, starting with heart failure, the federal government is asked to fund a task force for 
3 years at a cost of $3 million. The mandate of this task force would be to first collaborate with 
heart failure health care providers, patients living with heart failure, and consult with 
provincial/territorial governments and non-governmental organizations to agree on and 
implement an approach to the reporting of heart failure wait times in Canada.  

Given that HF is common, and progressive disease means that wait times must include all 
aspects of care such as diagnostic testing (echocardiogram and access to NTpro-BNP testing), 
access to specialist care, multi-disciplinary management programs, and newer areas of 
specialties/procedures such as TAVI. 

 
Table 1 
Estimated budget of proposed Cardiovascular Benchmark Task Force 
 

Year Budget 

2023 $ 750,000 

2024 $ 1 250,000 

2025 $ 1 000,000 
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To define national benchmarks for heart failure care, and then follow with benchmarks for all 
cardiovascular conditions, the CCS will:  

1. Work collaboratively with stakeholders to establish evidence-based HF wait times for 
Canada. This will include convening a national consensus conference of experts and 
people with lived experience. 

2. Conduct a thorough assessment of the current HF wait times available with current data 
sources and make recommendations for enhanced data and reporting,  

3. Consult with government officials and seek input about heart failure related wait times 
and additional data required. 

4. Identify bottlenecks and priority areas of improvement. 
 

5. Publicly report HF wait time benchmarks. 
 

6. Evaluate the process and expand the work to additional cardiovascular conditions to 
define wait time benchmarks. 
 

 

The CCS recognizes that First Nations, Métis and Inuit communities have unique challenges 
related to colonization, trauma, and living conditions. Over-crowded and poor-quality housing, 
water quality, lack of access to affordable food, jurisdictional issues and in some cases, 
remoteness, all affect their access to diagnosis and care. Many Indigenous Peoples of Canada 
do not trust the health system to treat them fairly and do not wish to enter into the system. We 
could not begin to justly describe the need for equity of access to care by defining wait times 
alone. We do pledge to work with Indigenous groups to define a path for improving access to care 
that is described and led by Indigenous Peoples.  

 

Patient Engagement – The CCS supports patient-centred care. This means more than an 
individual right to make decisions for one’s own health care and lifestyle choices. It also includes 
the involvement of patients in policy development and at the program planning, implementation, 
and evaluation. Therefore, it is imperative that patients, or members of the family are part of this 
policy discussion and at planning tables.  

 

Vulnerable Populations include the very young and very old, those who are socially 
disadvantaged will benefit from this work. While one does not often think of pediatric patients are 
people living with heart failure or cardiovascular disease – they are. These are young patients 
who often receive excellent life-saving acute care but are lost in the transition from child to adult 
care. They wait for referral to specialists and multi-disciplinary programs and wait times are 
currently unacceptable. 
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Conclusion  

As a significant provider of healthcare funds to the provinces and territories, the federal 
government has an interest in establishing accountability for the health services provided by the 
province and territories and by its own programs. Leadership from the federal government is 
needed to help define national benchmarks relevant to 2023, beginning with cardiovascular 
disease. 

Considering the COVID-19 pandemic, improvements to health systems are more needed than 
ever. Efficiencies within the system and the adoption of innovative change will deliver 
collaborative, value-based healthcare models and a multi-disciplinary, comprehensive approach 
to health care. However, we must be able to define targets, and progress must be measured 
and reported publicly. Given that heart failure is one of the most common, costly, and personally 
devastating chronic diseases, the initiative should start with heart failure and expand to other 
cardiovascular diseases. As a credible and respected leader in health care, the CCS can work 
with all stakeholders to ensure that an evidence-based process is implemented to define 
benchmarks in care to ultimately achieve optimal heart health for Canadians.  
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