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Abstract 

Access has been a significant issue within the discourse in health geography for decades 

(Wilson and Rosenberg, 2004; Harrington et al., 2013). In the Canadian healthcare system, 

access to dermatological services generally involves receiving a referral from a general 

practitioner to a dermatologist. Literature on dermatological care has revealed inequities and 

comorbidities associated with skin disease that require greater attention. This thesis is thus an 

exploratory project on access to dermatological care to see what might be found at this specific 

level of specialist care in Ontario. I surveyed 49 adults who had visited a dermatologist regarding 

a chronic skin disease. Responses were analyzed using four stages of quantitative analysis as 

well as qualitative analysis of open-ended survey responses. Simple logistic regression revealed 

that there were significant differences between respondents who saw a specialist relatively 

quickly and those who had to wait a longer time. The likelihood of having to wait longer for a 

dermatologist visit increased between the youngest and oldest age cohorts, which was consistent 

with the general literature on specialist access. The likelihood of having to wait longer also 

increased for high-income individuals and males. A one-way analysis of variance was conducted 

using mean self-reported scores from the Dermatology Quality of Life Index (DQLI). The 

differences between the means was significant, where stigma and cutaneous body image had the 

highest mean scores out of all areas addressed by the DQLI. As an exploratory study, the results 

cannot be considered conclusive but make the case that further research is required on how 

access to dermatological care fits within the broader context of equity in Canadian healthcare, as 

well as how it relates to psychosocial issues like stigma and body image. 
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Chapter 1 

Introduction 

 

Access has been a significant issue within the discourse in health geography for decades 

(Wilson and Rosenberg, 2004; Harrington et al., 2013). In healthcare, ‘access’ is defined in a 

number of ways, although its usage and context are often assumed (Guagliardo, 2004). Norris 

and Aiken even observed that: “It is as if everyone is writing about ‘[access]’ but no one is 

saying what ‘it’ is” (2006). Broadly speaking, access refers to both the potential for healthcare 

delivery, which is the coexistence of individuals with a need for healthcare and a system willing 

and able to provide that care; and realized delivery: the point at which an individual attains the 

care they need (Guagliardo, 2004; McGrail, 2012). Whether healthcare delivery can be realized 

depends on whether an individual or population can overcome barriers to healthcare (Guagliardo, 

2004), which health geographers are in a unique position to address given the spatial dimension 

of healthcare delivery.  

In order to address access more effectively, Penchansky and Thomas’ (1981) framework, 

which is still widely used in health geography, includes five general criteria of healthcare access: 

availability, accessibility, affordability, accommodation, and acceptability. Availability refers to 

the presence of health professionals and practitioners, as well as the infrastructure and resources 

necessary to provide services. Accessibility (not to be confused with access) refers to the 

“relationship between the location of supply, and location of clients” (1981), which includes 

transportation, costs, and time. Accommodation involves the organization of resources in a 

manner that best serves patients, such as communication and hours of operation. Affordability 



 2 

refers to the cost of healthcare services compared to the patient’s ability to pay, and finally, 

Acceptability refers to the attitudes patients have toward the existing healthcare providers. 

The Canadian healthcare system has been referred to as a Universal Coverage System 

(Benatar et al., 2018). In this system, affordability is, in theory, emphasized so that individuals 

can receive basic healthcare regardless of their ability to pay; this was outlined in the 1984 

Canada Health Act (Canada Health Act, 1985; Harrington et al., 2013). The basic premise that 

healthcare is provided based on need rather than the ability to pay is often regarded as a source of 

national pride (Martin et al., 2018); however, Canada’s healthcare system is not free of 

inequities. At various scales of the healthcare system, be it primary or specialist care, different 

demographic and socioeconomic groups experience inequitable healthcare (Feldman et al., 2009; 

Denburg, 2016; Benatar et al., 2018; Ohle et al., 2018; Salami et al., 2019). These inequities are 

especially visible within specialist services, where coverage becomes limited for various 

procedures and treatments. Services that are considered ‘medically necessary’ or ‘essential’ are 

covered by provincial public insurance plans (Yadav, 2016), yet even certain common specialist 

services are not. For instance, one survey from 2016 revealed that out of 11 high-income 

countries, Canada had the second-highest percentage of adults who reported having skipped a 

dental check-up due to the cost (Osborn et al., 2016). 

 In this thesis, the focus is on access to dermatological services and the inequities 

involved in accessing dermatological services. In the remainder of the chapter, prevalence and 

severity of chronic skin diseases, health-related quality of life, the supply of dermatologists in 

Ontario, and psychosocial implications of skin diseases are introduced, before breaking down the 

organization of subsequent chapters. 
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1.1 Prevalence and Severity of Chronic Skin Disease 

Globally, skin disease is one of the most prevalent classifications of illnesses, affecting 

30% to 70% of the population (Hay et al., 2014). These statistics vary greatly, partially due to the 

range of at-risk subpopulations for each skin disease resulting from age and gender to medical 

and socioeconomic predispositions. In Canada and the United States, skin disease morbidity and 

mortality rates are expected to continue to increase, and related health expenditures are among 

the fastest growing (Kalia & Haiducu, 2012). The three most common skin diseases, and those of 

the greatest prevalence in this study, are acne, atopic dermatitis (AD; also referred to as eczema), 

and psoriasis (Magin et al., 2011), and all three are chronic inflammatory diseases. 

Prevalence of acne, the most common cutaneous disease, is largely concentrated in 

adolescents and young adults, with a prevalence of 85% in youth (Bhate & Williams, 2013; Asai 

et al., 2016; Burleigh et al., 2018), although it can persist into adulthood (Bhate & Williams, 

2013; Asai et al., 2016). While acne is nearly universal in young people, moderate or severe acne 

is present in 15–20% of this demographic (Bhate & Williams, 2013). Tan et al. 2008 examined 

the relationship between demographic factors among acne patients and quality of life in 

Canadian metropolitan areas. They found that quality of life impact was associated with older 

ages, females, and an acne duration of more than 5 years; while acne severity was associated 

with younger ages, males, and shorter acne durations.  

Atopic Dermatitis (AD) affects about 10–20% of children and 3–7% of adults, impeding 

their quality of life and posing a strain on healthcare resources (Kiebert et al., 2002; Leung et al., 

2004; Slattery et al., 2011; Cheng et al., 2015; Nutten, 2015; Drucker et al., 2018; Eckert et al., 

2019). The 2010 Global Burden of Disease Study reported that among all non-communicable 

skin diseases, AD had the highest number of disability-adjusted life-years (Murray et al., 2012). 
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In Canada, the prevalence of AD is generally lower than most countries; ranging from 

2.6% to 3.5% of adults, with a point prevalence range of 2.3% of adults aged 18–24 and 5.5% of 

adults aged 35–44 (Barbarot et al., 2018). Females are found to have a higher prevalence rate 

compared to men, at 4% and 3% respectively (Barbarot et al., 2018), and one study suggested the 

significance of health impacts on females is also greater than for males (Silverberg, 2015). 

Furthermore, Habbick et al. indicate that this overrepresentation of females with AD begins after 

15 years of age, before which 2 in 3 children with AD are males (1999). 

For Canadian children, point prevalence is 8.5% for those aged 6–7, and 9.4% for those 

aged 13–14 (Barbeau & Lalonde, 2006). A study conducted across five major Canadian cities 

found that AD had a point prevalence of 8.2%–10.4% among those aged 13–14. The difference 

in prevalence for both age and sex, with a higher rate for females and young adults, was 

consistent with a study of European countries (Svensson et al., 2018). Canada ranks in the 

middle of high-income countries for AD prevalence, lower than the United States, Italy, and 

Spain, but higher than other members of the European Union and Japan (Barbarot, 2018). 

Psoriasis prevalence in Ontario is 2.54%, with a 0.17% prevalence for Psoriatic Arthritis, 

and both conditions have seen an increase in the last decade that is relatively unobserved at a 

global scale (Eder et al., 2019). Interestingly, age-specific prevalence rates between diseases vary 

greatly. For example, prevalence of atopic dermatitis decreases with age, while for psoriasis it 

increases with age (Svensson et al., 2018). Other chronic inflammatory skin diseases, such as 

rosacea, have a significantly wide range of prevalence due to different criteria for the disease 

(Picardo et al., 2018). 

In addition to prevalence of skin diseases, severity ranges greatly depending on the 

particular condition. Hay et al. (2014) analyzed the comparative severity of skin diseases using 
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the Global Burden of Disease Study (1990 – 2010). Their results revealed that “skin diseases 

were the 4th leading cause of nonfatal burden expressed as years lost due to disability in 2010; 

taking into account health loss due to premature death expressed as disability-adjusted life years 

(DALYs), skin remains the 18th leading cause of health burden worldwide.” Regarding specific 

skin diseases, among the top 50 most prevalent diseases globally were fungal skin diseases, acne 

vulgaris, and AD, ranging from more than 200 million to nearly 1 billion affected globally (Hay 

et al., 2014). In terms of disability weights, determined by indicators such as itch and 

disfigurement, the highest-ranking skin diseases were non-melanoma skin cancer, psoriasis, and 

AD. In summary, severity of skin diseases globally, especially with the exception of premature 

deaths, is of vital importance in the discourse on health care and disease burden and requires 

more attention in the “health debate” (Hay et al., 2014). 

 

1.2 Health-Related Quality of Life 

Quality of life is often ill-defined, with numerous different standards with which to 

measure it. For use in health and geography, Williams and Patterson (2008) refer to the 

Millenium Ecosystem Assessment (MEA) for a general definition of ‘quality of life’: “being able 

to achieve what a person values doing or being” (Alcamo & Bennett, 2003). On the other hand, 

Karimi and Brazier (2016) illuminate the importance of distinguishing between ‘health’, ‘quality 

of life’, and ‘health-related quality of life.’ For the purposes of this research, health-related 

quality of life (HRQoL) will be defined and applied, since the aim is to assess how an 

individual’s health (specifically related to skin) impacts their quality of life. 

Karimi and Brazier (2016) recognize four common definitions of HRQoL in the 

literature. Drawing from their use, I define HRQoL as “those aspects of self-perceived well-
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being that are related to or affected by the presence of disease or treatment” (Ebrahim, 1995; 

Karimi & Brazier 2016). Hongbo et al. (2005) echo a similar notion, stating that “[HRQoL] can 

be defined as the subjective perception of the impact of health status, including disease and 

treatment, on physical, psychological, and social well-being” (Hongbo et al., 2005). In the case 

of this study, the diseases of interest are skin-related, and the treatments are whatever prescribed 

or recommended strategies the individual has used or is currently using. The criteria for HRQoL 

with respect to this study will be adapted from Finlay and Khan (1994). At the time of the 

implementation of their Dermatology Life Quality Index (DLQI), they determined that among 

their 200 patient respondents, ‘atopic eczema’ and psoriasis had a greater impact on quality of 

life than acne, basal cell carcinomas, and viral warts. 

As Wu et al. (2019) state: “Regardless of patient location, AD patients generally share the 

same goal: to be clear of their disease. Therefore, differences in healthcare resource use among 

AD patients living in different regions are considered disparities”. Though the process of 

receiving the appropriate care when it comes to skin diseases has its barriers, and information on 

types and satisfaction of treatment is still lacking.  

A 2004 epidemiological survey in Canada found that 70% of patients received treatments 

for acne prescribed by family physicians, and 42% received treatments for acne prescribed by 

dermatologists (Tan, 2004). The majority of treatments for acne were prescription and non-

prescription topicals (Tan, 2004). Tan et al. (2015) found that out of a sample of 1083 subjects, 

almost half of the treatments for acne were topicals alone. Interestingly, Jones-Caballero et al. 

(2006) conducted a study of over 2,000 acne patients and found that 4.2% of patients 

experienced side-effects of their topical treatment, which included dermatitis, eczema, and other 

reactions. This raises the concern of topical treatments in the greater context of skin diseases, and 
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further illuminates the need for funding of other treatments. Fuhrmann et al. (2010) examined the 

use of alternative medicine among adults to treat skin disease and found adults reporting skin 

problems were more likely to use alternative medicine than adults who did not report skin 

problems. 

 

1.3 Shortage of Dermatological Services in Ontario 

According to the Canadian Medical Association (CMA), as of 2018, there were 219 

certified dermatologists in Ontario, who comprise over 35% of the country’s total dermatologists 

(CMA, 2018). This is 3% smaller than the province’s proportion of the national population, 

while provinces such as Québec, with over 34% of dermatologists compared to 23% of the 

national population, reveal far more significant disparities in practicing dermatologists (Statistics 

Canada, 2016; CMA, 2018).  

Micieli and Alhusayen (2018) report that from 2009 to 2014, there were 25 more 

dermatologists in Ontario, with a rate of 1.62 dermatologists per 100,000 people. Their 

calculation was based on 222 practicing dermatologists in Ontario, and the increase was 

consistent with a decrease in the mean number of visits per dermatologist at 5,877 (Micieli & 

Alhusayen, 2018). Ontario has witnessed a convergence between the number of male and female 

dermatologists in the last few years (Micieli & Alhusayen 2018); while simultaneously, certain 

skin diseases such as AD have consistently been more prevalent among females (Wang et al., 

2010; Halvorsen, 2014; Cheng et al., 2015; Barbarot et al., 2018; Andersen et al., 2019).  

Yadav et al. (2016) found 265 registered dermatologists in Ontario, 216 of whom were 

registered with the College of Physicians and Surgeons of Ontario and comprised a study 

population where the greatest number practiced in the Toronto Central health region, followed by 
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the Central and Champlain health regions. The number of dermatologists proportionate to the 

population in these health regions was also grossly overrepresented, with 5.6 dermatologists per 

100,000 people compared to 0.6 in the Northwest and Southwest regions of the province (Yadav 

et al., 2016). 

Studies that link skin conditions to the distribution of specialists in Ontario generally 

focus on specific conditions, such as acne, and melanoma. A study on acne found that out of 

almost 300,000 patients diagnosed with acne in Ontario, only 20% were referred to a 

dermatologist (Haider et al., 2006). A population-based study on melanoma care found that 

almost 11% of melanoma patients in Ontario received inadequate or no treatment for their 

condition following diagnosis (Look Hong et al., 2018). Furthermore, Heughan et al. (2008) 

identified a shortage of dermatologists in Eastern Ontario resulting in increased wait times or a 

need for long-distance travel to larger urban areas to see a specialist. It also left an aging 

dermatology workforce, with a widely expressed plan for retirement within 5 years among those 

still practicing in the region (Heughan et al., 2008). A surprising result from another Ontario 

study found that the shortest wait times for dermatological care was for cosmetic procedures, 

followed by urgent and non-urgent care (Yadav et al., 2016). Yadav et al. (2016) produced a 

comprehensive distribution of practicing dermatologists across Ontario, which revealed that the 

majority practiced in the three largest metropolitan areas: Toronto, Ottawa, and Hamilton, also in 

order of population size. Rural areas and more isolated urban areas held the greatest shortage of 

dermatologists.  

In summary, specialist dermatological care is concentrated in urban areas, people of 

higher socioeconomic status appear to use services more and cosmetic procedures appear to be 

more important in utilization patterns than healthcare procedures. This will continue to impact 
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more adults as the demand for dermatological care increases and if the number of specialists 

does not increase with demand. It is for these reasons that the purpose of this research is to gain 

insight into the quality of life that is directly impacted by skin conditions given the prevalence 

and severity of diseases.  

 

1.4 Psychosocial Implications: Indirect Effects of Barriers to Dermatological Care 

It has been established that skin disease contributes greatly to the global disease burden 

(Hay et al., 2014). Moreover, in their projections of disease burden, Mathar and Loncar note that 

depressive disorder will be the second leading cause of disease burden globally by 2030 (2006). 

Given the increase in chronic skin disease prevalence in high-income countries in recent decades 

(Weidinger & Novak, 2016), and the growing evidence of associations between mental health 

and skin disease (Dalgard et al., 2015), further research on the intersection of these two health 

topics is of paramount concern. A number of studies, especially in Europe, have demonstrated an 

increased risk of mental health issues among patients with certain skin diseases, especially acne, 

AD, and psoriasis (Kurd et al., 2010; Halvorsen et al., 2011; Dowlatshahi et al., 2013; Halvorsen, 

2014). A comprehensive study of 13 European countries revealed “a significantly higher 

prevalence of clinical depression, anxiety disorder, and suicidal ideation among patients with 

common skin diseases compared with controls” and the highest rates of anxiety were among 

patients with psoriasis and hand eczema (Dalgard et al., 2015).  

Farzanfar et al. (2018) focus particularly on the relationship between the “inflammatory” 

function of skin diseases and depressive comorbidity in a comprehensive review which suggests 

a bidirectional relationship between the two variables. Moreover, they establish that psoriasis 

patients may suffer from cognitive impairment by way of working memory and executive 
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function. In AD patients, reduced levels of cortisol and ACTH (Adrenocorticotropic Hormone) 

were observed following a stressful task. This could be explained by the fact that AD patients 

exhibit a predominance of T-helper-2-derived cytokines, which play an important role in the 

body’s immune system. This review suggests that interventions targeting psychological effects or 

inflammation can improve the individual’s quality of life: “Indeed, interrupting any of these 

elements may help improve both skin inflammation and depressive psychological symptoms.” 

More extensive reviews identified categories in the DQLI that are impacted significantly 

more negatively by the presence of skin disease, especially in lower-income countries; from 

depression and anxiety to clothing choice and productivity (Seth et al., 2017). Tan et al., (2015) 

suggested that the duration of acne relates to the way dermatologists consider psychosocial 

impacts of acne treatment.  

Within the last decade, specific attention has been paid to the relationship between AD  

and poor mental health (namely anxiety and depression), with strong associations having been 

determined in both adolescents and adults (Slattery & Essex, 2011; Slattery et al., 2011; Ellis et 

al., 2012; Cheng et al., 2015; Farzanfar et al., 2018; Eckert et al., 2019). This is interesting, 

considering that some literature postulates that AD is not treated or regarded as urgently as other 

dermatological conditions because of its “true and perceived benign nature” and low risk of 

mortality (Baibergenova & Shear, 2011). Unfortunately, a lack of necessary care and treatment 

still exists within Canada, even with psychosocial comorbidities an issue across the country. 

These issues will be unpacked further in section 2.4. 
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1.5 Significance 

 Due to the aforementioned lack of access to necessary healthcare services, as well as the 

serious impacts of skin disease on quality of life, it is crucial that further research examines the 

interplay of various issues: namely dermatologist access, body image, stigma, and mental health. 

Health geographers are in a unique position to offer insight into these issues, given the 

discipline’s emphasis on spatial aspects of healthcare systems. This study aims to address three 

principal questions related to access: 

1. Is there a difference between people who saw a specialist in the past 12 months 

compared to those who saw a specialist more than 12 months ago? 

2. Is there a difference between people who saw a specialist relatively quickly and 

those who had to wait a longer time? 

3. Is there a difference between people who saw a specialist in their current location 

compared to people who saw a specialist in another location? 

This thesis is thus an exploratory project on dermatologist access to see what we might 

find at a specific level of specialist care in Ontario and call for further research on how access to 

dermatological care fits within the broader context of Canadian healthcare and equity. 

 

1.6 Organization of Chapters 

With the overall goals of this thesis being to review the literature on dermatological care 

in Canada within the broader scope of health care, and to then analyze the experiences of 

dermatology patients in Ontario, the remainder of the thesis is divided into four chapters. Chapter 

Two reviews the literature on health care access in Canada, from the foundational principles of 

equity and efficiency, to dermatological services specifically. It will then shift focus to the less-
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frequently applied body of research on stigma and body image, and how it relates to skin disease. 

Chapter Three outlines the key method of research, an on-line survey, including recruitment, data 

collection, and survey response results. Chapter Four analyzes the results from the survey in five 

sections: chi-square tests, simple logistic regression, multivariate logistic regression, one-way 

analysis of variance (ANOVA), and qualitative analysis of the open-ended responses from 

patients who reported barriers to access. Chapter Five discusses the results of the analysis within 

the context of the existing literature and what implications they have on future research and 

dermatological care. The thesis closes with a discussion of the limitations of this study and some 

conclusions. 
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Chapter 2 

Literature Review 

 

 Chronic skin disease has increased significantly in high income countries since the 1960s, 

with an increase in prevalence among children of as much as 10% with those born after 1970 

(Kiebert et al., 2002), and it continued to increase with a recent plateau (Weidinger & Novak, 

2016). This change accompanies an overall increase in the prevalence of most chronic conditions 

in high income countries that Abdel Omran predicted with the Epidemiological Transition (ET) 

model in 1971 (Omran, 1971).  

Skin diseases pose a significant impediment for patients due to the impacts on quality of 

life (Kiebert et al., 2002; Drucker, 2018), and the observed lack of services and treatment 

available (CSPA, 2012). While this study encompasses various skin diseases, special attention is 

paid to certain skin diseases that have been regarded in the literature as having the most 

significant impact on both access to dermatological care (namely treatment), as well as body 

image. These diseases include acne vulgaris, AD (eczema), and psoriasis. All of these diseases, 

while not fully explained, have been pathologically linked to genetics (Nikamo et al., 2014; 

Weidinger & Novak, 2016), although there are several contributors to their onset and severity, 

including the immune system, environmental factors, and acute flare-ups. 

Skin diseases like those emphasized in this study are classified as “inflammatory”, which 

refers to the series of protective and regenerative responses of the body (Dainichi et al., 2014). 

Since the body’s defense system is composed of a barrier as well as innate and acquired 

immunity, inflammatory skin diseases act as a protective response against bacteria and infection 

(2014). Research into the pathology of acne vulgaris has recently made strides in establishing 
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genetic associations with the onset of the disease (Common et al., 2019), although like many skin 

diseases, its pathology is multifactorial and “incompletely understood” (Picardo et al., 2018). 

Key factors include inflammation, keratinization, and sebogenesis, which are common about the 

time of puberty and contribute to the high prevalence of acne among adolescents (Picardo et al., 

2018). Prevalence is also being observed at earlier ages than what was previously considered the 

low end of the range for onset (Goldberg et al., 2011; Picardo et al., 2018) 

Predisposition to AD begins during fetal development with the immune system. Patients 

with AD exhibit fewer antimicrobial peptides, creating a higher susceptibility to irritants, 

allergens, and infections (Nutten, 2015). These infections aggravate the skin and produce lesions, 

sores, redness, itchiness and dryness (Leung et al., 2004; Sargen et al., 2014; Nutten, 2015). Ellis 

et al. brought attention to infectious comorbidities of AD that can be life-threatening (2012). 

Eczema Herpeticum (EH) can be especially life-threatening for patients with AD, as the 

condition leaves the skin susceptible to the transmission of viruses (Ellis et al., 2012; Augustin et 

al., 2015). AD also contributes to increased risk of bacterial colonization, like in cases of 

impetigo (Augustin et al., 2015; Salah and Faergemann, 2015). Spatially, infectious skin disease 

is a greater concern in population-dense settings, especially among lower-income households 

(Seth et al., 2017). 

The risk of AD is increased by genetics, with a positive hereditary link between parents 

and offspring. More recent studies have found that mutations of FLG gene containing the protein 

filaggrin contributes to the impairment of the skin barrier, which is the strongest known genetic 

risk of the disease (Ellis et al., 2012; Weidinger & Novak, 2016). However, “FLG mutations are 

neither necessary nor sufficient to cause atopic dermatitis” (Weidinger & Novak, 2016). This 

combination of immunology and genetics leads to inflammation by the passage and colonization 
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of pathogenic microbes (Nutten, 2015). This process has been termed the “outside-in 

hypothesis”, referring to the correlation between eczema, allergic sensitization and asthma. Thus, 

while AD is not an allergic skin condition, it is strongly associated with allergic reactions via a 

common genetic and immune predisposition. Nutton (2015) indicates that “allergic sensitization 

would be mainly a secondary phenomenon in AD and an important trigger of disease flares and 

driver of disease chronicity.” While the determinants of the disease are diverse and research is 

still ongoing to understand them, there is a strong interconnection between the immune system, 

genetics, and environmental factors. Nutten (2015) continues: “Genetic mutations alone might 

not be enough to cause clinical manifestations of AD, and it is merely the interaction of a 

dysfunctional epidermal barrier in genetically predisposed individuals with harmful effects of 

environmental agents which leads to the development of the disease”. This was also found by 

Weidinger and Novak (2016) who state that “the inherited susceptibility is triggered into disease 

manifestation by environmental and lifestyle factors.” 

Due to the prevalence of AD in childhood, prevention strategies often focus on the 

perinatal period (Nutten, 2015). Spontaneous remission often occurs before adolescence, or 

improves until late childhood (Weidinger & Novak, 2016; Nutten, 2015), but for the 3–7% of 

adults who live with the disease, there is a need for greater access to dermatological services as 

this thesis aims to highlight. Many factors contribute to the disease persisting through to 

adulthood (such allergies and family history), and recent data suggests a significant prevalence of 

adult-onset of the disease (Weidinger & Novak, 2016).  

Like AD, genetic contribution for psoriasis is significant (Nikamo et al., 2014). What 

makes psoriasis dissimilar from AD is that initial onset typically begins before 25 years of age; 

although Lysell et al. (2013) identified an association between the psoriasis susceptibility gene 



 16 

and puberty, which poses a similarity to the general prevalence of AD. This susceptibility gene is 

also involved in the immune system (Nikamo et al., 2014). 

 

2.1 General Access: Equity and Efficiency 

The discourse around healthcare access generally distinguishes between equity and 

efficiency of care, both in terms of measures that seek to balance equity and efficiency, and in 

terms of different national and subnational healthcare systems that are viewed as emphasizing 

one or the other. Equity has been defined as “the absence of unnecessary and avoidable 

disparities in health outcomes based on social, economic, demographic, or geographical 

differences”, whereas efficiency typically refers to a residual between inputs (often financial) 

and outputs of the health care system (Abimbola et al., 2019). Equity is viewed similarly by the 

World Health Organization (WHO), which adds that: “ideally everyone should have a fair 

opportunity to attain their full health potential and that no one should be disadvantaged from 

achieving this potential” (WHO, n.d.). Put more simply, inequities are “inequalities remaining 

after adjusting for needs for health care” (Devaux, 2013). 

The Primary Health Care (PHC) model, which attempts to reduce inequities in health and 

healthcare, generally refers to an approach to healthcare that considers underlying conditions for 

health, or “upstream factors”, rather than solely illness itself (White, 2015). Thus, an approach to 

PHC involves viewing society as a whole, and the greater interrelatedness of variables that 

extend beyond “traditional” healthcare such as socioeconomic status, crime, and education. In 

higher-income countries, systems that lean towards PHC have demonstrated greater quality of 

care and improved indicators like infant mortality rates (Starfield, 2012). The PHC model has 

also proven effective in low-middle income countries, where several underlying health 
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determinants have been identified for achieving improved health outcomes (White, 2015). For 

example, improvement in women’s education accounted for a greater reduction in under-5 

mortality rates than increased income in a number of low-middle income countries according to 

Starfield (2012). PHC is an increasingly important topic in the discourse on global health, 

especially given the growing chronic disease burden which, it has been well-argued, can be 

reduced by targeting modifiable behaviours (White, 2015). 

Under the Canada Health Act, provinces and territories, while in control of their own 

insurance plans, are held to national standards that include portability, universality, accessibility, 

comprehensiveness, and public administration (Martin et al., 2018). Two of these criteria that are 

especially relevant to this thesis are comprehensiveness and accessibility. The former refers to 

the requirement for provincial insurance plans to cover all hospital and physician services, as 

well as certain dental services. The latter refers to the requirement for provinces not to impede 

(including financially) “reasonable” access to insured health services (Martin et al., 2018). This 

means Canadians are entitled to medically necessary healthcare services “regardless of their 

ability to pay” (Harrington et al., 2013). The Canadian health care system has thus been referred 

to as a Universal Coverage System (Benatar et al., 2018). Services that are considered ‘medically 

necessary’ or ‘essential’ are covered by insurance plans, while non-essential services like 

cosmetic procedures are paid for out-of-pocket (Yadav, 2016).  

Despite evidence of success in higher primary care supply and improved socioeconomic 

factors (Starfield, 2012), Canada’s system has been criticized for falling short of various 

indicators of equity (Denburg, 2016; Benatar et al., 2018). Martin et al. (2018) state that a 

substantial portion of the Canadian population does not have supplemental insurance, forcing 

them to pay out-of-pocket for a wide range of services not considered essential, often including 
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pharmaceuticals (CIHI, 2016; Martin et al., 2018). Their commentary that these statistics “have 

led to concerns about equity” may be an understatement, as Law et al. (2014) argue that what 

Canadians receive in health care services is disproportionate to the amount they spend on private 

health insurance. 

According to the Commonwealth Fund (2014), Canada scored 9th in “equity” out of 11 

industrialized countries. Denburg (2016) sheds light on poor overall conditions of child health in 

Canada, which could have important implications for chronic skin diseases that begin, or are 

most prevalent, during childhood (Nutten, 2015; Weidinger & Novak, 2016). Devaux (2013) 

analyzed inequities in 18 OECD countries, and determined that Canada, the United States, and 

France not only had the greatest inequities in need-adjusted doctor visits, but also had the highest 

shares of private insurance and dental expenditures. Moreover, Canada had the third highest 

inequity index for income for both GP and specialist visits, meaning that individuals in lower 

income brackets were less likely to visit a general practitioner or a specialist (Devaux, 2013).  

Comprehensiveness and accessibility are not the only areas of inequity in Canada’s 

healthcare system, as a number of exceptions exist to the Canada Health Act. These include 

federal responsibility for the health of Indigenous people, veterans, and certain refugee groups 

(Martin et al., 2018). Among these health inequities, one of the most staggering is the health of 

Canada’s Indigenous population (Martin et al., 2018). In Ontario, poor health outcomes and 

opportunities are seen among various groups like northern Indigenous communities and low-

income families; disparities even exist among larger demographic groups based on sex and age 

(Mitchell & Maracle, 2005; CIHI, 2016; Dalcin et al., 2018). Most significantly, these inequities 

are exacerbated at the intersection of a combination of these variables (Van Herk et al., 2011; 

Benoit et al., 2016; Wakewich et al., 2016; Jumah et al., 2017). Among these studies, racism was 
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a significant issue both in the treatment of patients by health care workers and in the contribution 

to stress and poor mental health (Van Herk et al., 2011; Benoit et al., 2016).  

Immigrants are also an example of health disparities in Canada. As of 2016, 21.9% of the 

Canadian population were foreign-born, of whom 16.1% immigrated within the last census 

period (Statistics Canada, 2017). Canada’s immigrant population continues to increase with each 

census year and will continue to have implications for Canada’s healthcare system. The Healthy 

Immigrant Effect (HIE) describes the tendency for new immigrants to be healthier than the 

general population, until over time their health declines due to a number of factors (Vang et al., 

2017; Martin et al., 2018). Using the National Population Health Survey, Newbold (2006; 2008) 

identified a decline in health status of immigrants after arrival with respect to chronic conditions. 

Fung and Guzder (2018) identify a similar trend in mental health among immigrants, with a 

contributing factor being access to healthcare services among other social determinants of health. 

Sano and Abada (2019) found that contrary to the HIE, recent immigrants in Ontario did not 

present better oral health than the native-born population upon arrival. However, the findings 

that were consistent with the HIE demonstrated that the oral health of recent immigrants declines 

within less than five years after their arrival. 

As mentioned, a potential contributing factor to the HIE is poorer access to healthcare 

services than native-born Canadians; evidence for which has been mixed overall, although 

observed among refugees (Miedema et al., 2008; Setia et al., 2011). A number of selective 

longitudinal studies have also demonstrated less utilization of healthcare services, and thus 

suggested that barriers to access to preventative healthcare persist (Saunders et al., 2018; Salami 

et al., 2019). These barriers may be influenced by language, stigma, and a lack of familiarity 

with services (Ohle et al., 2018; Salami et al., 2019). Furthermore, immigrants without a primary 



 20 

physician are less likely to report to emergency departments (Ohle et al., 2018), although 

regarding the literature on immigrant access to healthcare, Ohle et al. (2018) make an important 

observation: “In a universally funded health system where inequalities in care delivery continue 

to exist, we need to further evaluate whether this reduced use equates to reduced access”. In 

general, Canada’s healthcare system, while efficient and equitable in specific areas, is not free of 

health disparities among particular groups. 

 

2.2 Specialist Access 

On the matter of specialist access, ‘wait times’ from a patient’s perspective refer to a 

number of stages in the process of receiving care. In Canada, patients in need of specialist 

treatment are referred to specialists by a general practitioner or family physician (Yadav et al., 

2016). ‘Wait time’ can refer to the time between a specialist consultation and actually having a 

procedure done, the window between when a patient gets a referral from a general practitioner 

(GP) or family physician (FP) and when they see the specialist, or the time it takes for results to 

be communicated between the specialist and the GP, FP, or patient (Jaakkimainen et al., 2014). 

This thesis, in line with most Canadian studies and international comparisons, refers to ‘wait 

time’ as the time it takes for a patient to see a specialist after getting a referral. 

In this regard, Canada’s healthcare system has been criticized as among the worst for 

wait times to see a specialist (Harrington et al., 2013). According to Schoen et al. (2010), 41% of 

Canadians waited longer than two months to see a specialist—the highest percentage out of all 

11 countries included in the study. In 2013, a Statistics Canada survey revealed that 43.8% of 

patients accessing specialist care for a new illness or condition waited less than one month, while 

39.7% waited one to three months, and 16.8% waited longer (Statistics Canada, 2014). In 2008, 
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dermatology witnessed the highest number of referrals out of 10 electronic medical record 

(EMR) specialist categories in Canada, and the third shortest median wait time (Jaakkimainen et 

al., 2014). 

Determinants of health care access can be categorized as predisposing, enabling, and 

need-based (Aday & Andersen, 1974, cited in Harrington et al., 2013). The first two have a 

unique emphasis in the methods of this study, as demographic characteristics (age and gender) 

and socioeconomic status (education and income) are present in the existing research as 

important determinants of equity in access to specialist care. For instance, longer wait times have 

been observed for patients with lower socioeconomic status (Pell et al., 2000; Haider et al., 2006; 

Cooper et al., 2009), and women, people living in rural areas, and older adults have been found 

less likely to be referred to some specialist care at all (Carrière & Sanmartin, 2007; Cook et al., 

2009; Feldman et al., 2009). Feldman et al. (2009) also found that patients who were first 

diagnosed by a female physician rather than a male physician were more likely to consult a 

cardiologist. These observed gender disparities in wait times may be the result of systemic 

gender biases in the healthcare system, although limited information has been offered to support 

the possibility of an impact on the severity of the condition that prompted the specialist 

consultation and the timeliness of care (Carrière & Sanmartin, 2007). The correlation between 

socioeconomic status and lengthy wait time in Canada varies across provinces, although patients 

with lower socioeconomic status have been associated with longer wait times in general 

(Hajizadeh, 2018). 
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2.3 Dermatologist Access 

Internationally, access to dermatological care varies greatly. Svensson et al. (2018) noted 

that out of over 12,000 participants over five European countries, 39.7% to 82.8% of skin disease 

cases were treated by dermatologists; including most cases of skin cancer, psoriasis, and acne. 

More women consulted dermatologists for skin diseases than men. For AD, 63.5% of patients 

consulted a dermatologist, and 27.8% consulted a physician. For acne, this was 66.5% and 25.1% 

respectively; for psoriasis, it was 77.3% and 14% respectively. 

Despite its universal coverage system, Canada still relies heavily on private funding for 

pharmaceuticals like out-patient medication (Guyatt et al., 2007; Benatar et al., 2018), for which 

skin care is no exception. Dermatological care accurately reflects observations made about 

general health care—that many of these medications necessary for dermatological patients fall 

through criteria for coverage in provincial insurance plans (Yadav et al., 2016). In 2012, the 

Canadian Skin Patient Alliance (CSPA 2012) released a report on access to dermatologists 

across the country and gave Canada a “failing grade”. The skin condition with the fewest fully 

funded medications was AD, as it was the only skin condition with no fully funded medications 

across all provinces (CSPA 2012). 

Research so far on the demographic and geographic distribution of skin diseases remains 

scarce, with most studies focusing on contingent issues such as the relationship between asthma, 

allergies, and eczema, known as the “atopic march” (Habbick et al., 1999; Wang et al., 2010). 

An older study found that eczema prevalence in two Canadian cities (Hamilton and Saskatoon) 

was among the highest in the world and still increasing (Habbick et al., 1999). One of the most 

comprehensive surveys to date on the effects of eczema on quality of life in Canada was 

conducted by the Eczema Society of Canada (ESC, 2017). They received 1,035 survey responses 
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and conducted several follow-up interviews to gauge the quality of treatment of Canadians with 

AD as well as how much of their daily lives were impacted by the disease. The ESC also 

indicates how most statistics on AD in Canada are estimates, as current data are still largely 

unavailable. 

Yet what much of the literature to date on AD lacks is a geographic component. Some 

studies, such as ESC’s survey take a macroscopic approach, while others remain very 

specialized, such as the focus on sexual impairment among adults with AD (Magin et al., 2010). 

Still, the geographic variation of AD, especially given recognized environmental factors, remains 

relatively unexplored in Canada. In the United States, the American Medical Association found 

that emergency department visits for skin conditions peaked in the summer months and dropped 

in the winter months, consistent with temperature, humidity, and sun exposure (Baibergenova & 

Shear, 2011).  

Seth et al. (2017) state that: “There remains a mismatch between resource allocation and 

the skin diseases with the greatest disability burden – both in grant funding and systematic 

reviews”. Even in high-income countries like the United States, there is an association between a 

lack of practicing dermatologists and higher melanoma mortality rates (Seth et al., 2017). 

Socioeconomic factors play a large role in the prevalence and severity of skin disease, as places 

like low-income countries experience a higher skin disease burden (measured by DALYs). For 

example, Sub-Saharan Africa has the highest DALY rate and mortality rate for certain skin 

diseases, while North America and Australia have the lowest (Seth et al., 2017). 

In this paradigm of chronic diseases and what Omran referred to as the second 

proposition of the epidemiological transition (1971), it is clear that emphasis needs to be placed 

on a more comprehensive view of the health of the individual or as Starfield (2012) termed it, 
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“person- (not disease-) focused health services”. Person-focused health services refer to “services 

that take into account different degrees of ‘morbidity burden’ and different mixes of types of 

problems in people and populations” (Starfield, 2012). This misplaced emphasis is evidently a 

concern given the aforementioned current and projected status of skin diseases among the global 

disease burden; but moreover, the traditionally “disease-focused” approach to dermatological 

care has particular need for this renewed vision of primary care. 

 

2.4 Stigma and Body Image 

Tomas-Aragones and Marron (2016) define body image as “a multidimensional construct 

encompassing self-perceptions and attitudes regarding one’s physical appearance”.  

Contemporary literature on embodiment views body image (BI) as a process that the individual 

undergoes throughout their life; however, it is a necessarily social process, influenced by the 

close relationships one has, from parents to significant others. These social influences exist in 

relationships, as well as at more structural scales like cultural norms and values (Tomas-

Aragones & Marron, 2016). 

Literature linking dermatological care to body image and stigma is scarce. As the largest 

organ of the body, skin contributes immensely to self-esteem, and consequently feelings of 

stigmatization. The societal ideal of ‘perfect skin’ has been linked to the psychological 

comorbidities of people with skin diseases (Magin et al., 2011). Given the pervasiveness and 

severity of the chronic diseases discussed above, the psychosocial comorbidities of skin patients 

are a growing concern (Hinkley et al., 2020). 

In the context of skin, then, stigmatization surrounding the appearance of one’s skin goes 

deeper than conditions and diseases, including perceived imperfections of the especially visible 
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parts of the skin. Sometimes regardless of the reactions of others, one can feel shame about their 

skin due to these expectations that may even be implicit (Tomas-Aragones & Marron, 2016). 

Moreover, the predominantly curative and palliative nature of the available treatments for 

chronic skin diseases raises a question of how negative BI can be effectively addressed, as they 

often suppress temporary symptoms but not long-term persistence of the disease. 

In understanding the vital role that skin plays in BI, Gupta and Gupta (2013) advance the 

notion of BI with cutaneous body image (CBI), which is “the mental perception of the 

appearance of his or her integumentary system” (2013). Given the high prevalence of acne in 

adolescent and teenage years, an 85% point-prevalence (Haider et al., 2006), teenagers are at an 

especially high risk of negative CBI and a loss of self-esteem; up to 50% of patients have 

experienced remarks regarding their skin (Jones-Caballero, 2006). This raises a question about 

the persistence of generally age-specific conditions into early adulthood. Gupta and Gupta 

(2013) draw attention to the feedback effect of CBI:  “In some cases of stress reactive 

dermatoses, such as psoriasis and atopic dermatitis, the psychosocial stress caused by the social 

stigma, cosmetic disfigurement, and body image concerns resulting from the dermatologic 

condition can in turn cause flare-ups of the primary dermatologic disorder”. 

In a Canadian context of dermatological comorbidities that were introduced in Chapter 1, 

a recent study in Ontario discovered a 22% increased risk of suicide associated with persistent 

AD (Drucker et al., 2018). While these cases were also explained by other health conditions, this 

suggests that AD plays some role in an increased risk of suicide in Ontario, and that “physicians 

caring for these patients have opportunities to intervene for suicide prevention” (Drucker et al., 

2018). Corroborating these findings, Halvorsen et al. (2014) examined the relationship between 

AD and adolescents in Oslo, Norway. Adolescents with AD were significantly more likely to 
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report suicidal ideation, mental health issues, and mental distress than adolescents who never had 

AD (Halvorsen, 2014). Similarily, an increased risk of self-harm as well as attempted and 

completed suicide was witnessed among patients with severe psoriasis (Egeberg et al., 2016). 

This was also consistent with a Canadian study that found a higher prevalence of anxiety and 

depression among patients with psoriatic arthritis (McDonough et al., 2014). Along with these 

comorbidities, negative impacts on self-esteem were identified by Misery et al. (2019) to be 

pervasive in patients with AD, which was significantly detrimental to overall well-being and 

intimate relationships. The same was found for acne and psoriasis by Magin et al. (2010). 

From much of the literature, it is evident that the psychological stress experienced by 

patients with chronic skin diseases is largely due to the stigmatization of “imperfect” skin, and 

the social embarrassment of having a skin disease (Magin et al., 2010; Cheng et al., 2015). This 

stress impedes the individual’s daily quality of life (Cheng et al., 2015), which, along with the 

physical and financial burden of the condition, limits the individual’s engagement in other areas 

of their life (Ellis et al., 2012). For example, AD has been found to contribute to sleep 

disturbance (Carroll et al., 2005; Chrostowska-Plak et al., 2012; Ellis et al., 2012; Silverberg et 

al., 2015; Eckert et al., 2019), the combination of which increases the risk of psychological 

disorders and physical accidents (Silverberg et al., 2015). Additionally, Chrostowska et al. 

(2012) discovered that the “itch-scratch” cycle was the greatest determinant of poor sleep and 

was significantly controlled by sleeping drugs. Hebert et al. (2018) address other burdens on 

patients with AD, noting an underassessment of both economic burden and quality of life. 

It is no surprise with the research done that AD has become known as “the leading non-

fatal health burden attributable to skin diseases” (Weidinger & Novak, 2016). Considering the 

above findings related to comorbidities, along with the staggering percent of the population 
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dealing with some form of AD, there is a warrant for greater focus on the access to healthcare for 

individuals with chronic skin conditions that affect their daily life. What makes these findings 

even more interesting is that there were no fully funded medications for AD in Canada as of 

2012 (CSPA, 2012). It remains the case that a large portion of the treatments available for 

inflammatory conditions are topical and not preventative. 

Considering the aforementioned mental health concerns among people with skin diseases, 

Hinkley et al. (2020) examine how CBI acts as a mediator between the disease and comorbidities 

like anxiety and depression. They found that patients with acne, AD, and psoriasis were more 

likely to have a negative CBI than those without, arguing for the validity of CBI as a construct. 

The majority of literature on the association between skin disease and mental health, while 

instrumental in a holistic understanding of health, have analyzed the direct relationship between 

the two; CBI as a mediating construct can help both patients and practitioners to better 

understand this relationship. Indeed, measures like DQLI, which briefly refer to self-

consciousness and social behaviour, should consider adapting CBI when assessing an 

individual’s skin-related quality of life. 

CBI becomes relevant to this study in the self-reported DQLI scores of respondents 

regarding certain questions that relate to body image as well as the implications discussed in 

Chapter 5. While the term “body image” is not used in the DQLI, the second question uses the 

terms “embarrassed” and “self-conscious”. Moreover, other questions are widely interpretable; 

they ask whether one’s skin has “influenced” or “interfered with” activities including those of a 

social or sexual nature. We know from studies of CBI that people who suffer from moderate to 

severe skin diseases, especially in visible regions of the body, have more difficulty engaging in 

aspects of everyday life (Magin et al., 2010; Ellis et al., 2012). 
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The remainder of the survey questions and analysis focus on access at each level of 

healthcare discussed above. Quantitative analysis addresses determinants of access that suggest 

demographic and socioeconomic inequities which might exist in dermatological care. Examining 

these potential inequities within the greater context of equity and efficiency in Canadian 

healthcare highlights how dermatological care fits into the commitments made under the Canada 

Health Act by the provinces and territories, and the dimensions of access integral in meeting the 

needs of skin patients. 
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Chapter 3 

Methods 

 

This research takes an exploratory approach by performing four sets of statistical 

analyses, followed by a qualitative analysis of the open-ended survey responses that were 

provided regarding barriers to access at the end of the questionnaire (See Appendix C – 

Questionnaire). In order to address the objectives of the thesis, an anonymous survey was 

distributed via social media and publicly accessible through an on-line link. The survey was 

created using Qualtrics Survey Software. The target population was Ontario residents over 18 

years of age who had seen a dermatologist at some point in their life. All responses received met 

the above criteria, and all questions were optional, however, incomplete responses were excluded 

from the analysis upon closure of data collection. Respondents were asked a series of 25 

questions divided into three broad sections: quality of life, their most recent experience accessing 

specialist dermatological care, and personal/demographic information. The estimated completion 

time was 10 minutes. The questionnaire used in the survey is included in Appendix C. 

The following steps were carried out for the research methodology: 

1. An electronic questionnaire was created and distributed online using an 

anonymous link.  

2. Organizations and associations were contacted via email and asked to share the 

link on respective platforms. 

3. A physical poster calling for interview participants was created and distributed at 

various healthcare or health-related locations in South Eastern Ontario where 

permission was granted. 
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4. The online questionnaire remained active for a period of about six months 

(November 2019 to April 2020), after which the survey and poster campaign were 

closed, and a database was created and the survey responses were analyzed. 

All aspects of the research design, protocols and instruments were subject to ethics 

review by the Queen’s University General Research Ethics Board (GREB Certificate No. 

6028014 – Appendix A). 

 

3.1 Recruitment and Study Area 

Recruitment was conducted using social media platforms: Facebook and Twitter, as well 

as email to reach out to certain groups and organizations. The Canadian Skin Patient Alliance 

was the only group to respond and agree to share the survey on both platforms, and the Canadian 

Psoriasis Association shared the survey via Facebook. The email campaign did not receive a 

response from the Acne and Rosacea Society of Canada, nor the Canadian Dermatology 

Association. The Eczema Society of Canada responded but declined the request. 

 

Table 3.1: Groups Consulted for Online Survey Distribution 

Canadian Skin Patient Alliance (CSPA) 

Canadian Psoriasis Association (CPA) 

Eczema Society of Canada (ESC) 

Acne and Rosacea Society of Canada 

Canadian Dermatology Association 
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Survey distribution initially focused on a province-wide reach. Ontario is Canada’s most 

populated province, although like much of Canada, its population is distributed unevenly 

between its northern and southern regions. Northwestern Ontario (NWO), made up of three 

census divisions, is more than twice the size of the United Kingdom, yet only accounts for 1% of 

the province’s population (Census Program, 2016). The majority of NWO’s population resides in 

the Thunder Bay Census Metropolitan Area (2016), in which the majority of respondents to the 

survey resided. A map of the Health Regions of Ontario is displayed in Figure 3.1 below. 

Due to the distribution of dermatologists in Ontario and the population distribution of the 

province, ‘location’ was a key component of this research; that is, the location of the patient 

versus the location of their specialist visit. Special attention was paid to location in the open-

ended question responses in section 4.5, given the common theme of geographic barriers in 

access to dermatological care among survey respondents. 

 

Figure 3.1: Ontario Local Health Integration Networks (LHIN) 2018 
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3.2 Limitations 

Initially, this research project involved a more comprehensive component to the methods 

and analysis that would have involved recruiting participants to be interviewed about their 

experience with a skin disease and accessing dermatological care. This would have analyzed 

care-seeking behaviour in Ontario, and the quality, accessibility, and impact of dermatological 

care on the quality of life of skin patients. The interviews were meant to emphasize DQLI scores, 

especially those related to body image and stigma, from the patients’ perspectives. However, the 

principal researcher did not receive any responses to the physical or online recruitment measures, 

so this section of the research project was abandoned. Recruitment posters were distributed at 

various healthcare-related locations targeting potential participants with chronic skin diseases. 

Posters were distributed mostly within the South East LHIN (Figure 3.2), including Kingston, 

Napanee, and Trenton, as well as one location in Cobourg. Two of the four locations had on-site 

dermatologists at the time of recruitment (Table 3.2). 

At the end of the online survey, respondents were asked if they would be willing to 

participate in an interview regarding their survey responses. Those who indicated that they would 

like to be interviewed were to be contacted by email to schedule a Skype call. Semi-structured 

questions were designed to address the same three areas covered in the survey but were used 

only as a general guide. The semi-structured nature of the interviews was to avoid saddling the 

interviewee with any idea or self-diagnosis, and rather allow them to speak about their 

experience with dermatological care and the impacts of their skin condition on their life. Given 

the definition of HRQoL applied to this research, it was imperative that self-perceived quality of 

life would be emphasized. 
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In addition to the limitation of having no interviews, recruitment was conducted using 

social media platforms: Facebook and Twitter. The nature of recruitment via social media 

involves inherent bias. Survey distribution originated with the principal researcher, thus exposing 

the survey largely to social connections in Thunder Bay, Ontario. Potential respondents were 

asked to complete and share the survey further for a larger sample size. This resulted in an 

expected concentration of respondents living in the Thunder Bay area, and a relatively scattered 

distribution of respondents living in Southern Ontario. 

The sample size for the quantitative analysis was 49. The relatively small sample size 

affected some of the Chi-Square tests due to expected cell counts of less than 5, as well as the 

‘gender’ variable for logistic regression where the number of males was 8 and the number of 

females was 41. Furthermore, it is difficult to interpret results given the small sample size, which 

cannot be considered representative of the portion of Ontario’s population that has skin 

conditions. It was not possible to adequately analyze how ethnicity plays a role in access to 

dermatological care. This was mainly due to two factors: the sample size was too small for the 

methods of analysis, and the ethnicity categories were not mutually exclusive because the 

Statistics Canada approach of allowing people to self-identify as many ethnic categories as they 

wanted was followed. Out of those who responded to the survey, 24 out of 49 identified multiple 

ethnic categories making it analytically impossible to analyse the ethnicity variable. Although 

obstacles were encountered collecting an ideal number of respondents, as can be seen in the 

methodology, every effort was made to increase the sample size. The results should therefore be 

interpreted with caution and taken as a call for further research on the topic. 
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Table 3.2: Locations Consulted for Recruitment Poster Distribution 

Locations with Recruitment Posters (Approved) Other Locations Consulted 

Hotel Dieu, Kingston (On-site Dermatologist) Kingston General Hospital, Kingston 

Richmond Medical Centre, Napanee Queen’s University Student Wellness 

Services, Kingston 

QHC Trenton Memorial Hospital, Trenton Lennox and Addington County General 

Hospital, Napanee 

Northumberland Hills Hospital, Cobourg (On-site 

Dermatologist) 

Peterborough Regional Health Centre, 

Peterborough 

 

 

Figure 3.2: South East Local Health Integration Network (10) 
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3.3 Methods of Analysis 

All statistical analyses were performed using SPSS version 26. Firstly, a series of Chi-

square analyses was performed to determine if there existed any significant associations between 

the independent and dependent variables. The seven independent variables included ‘Age’, 

‘Gender’, ‘Language’, ‘Education’, ‘Employment Status’, ‘Income’, and DQLI. When possible, 

variables were aggregated so that no category had less than 10 cases, in order to satisfy a 

minimum for regression analyses. ‘Age’ was aggregated into three categories: 18–25, 26–39, and 

40+. In accordance with the guidelines outlined by GREB, the survey in this study referred to 

“sex assigned at birth” and included male and female, which exhausted all survey responses. 

However, while every respondent indicated either ‘male’ or ‘female’, the remainder of this thesis 

uses ‘Gender’ for inclusivity. ‘Language’ referred to proficiency in either ‘English’, ‘French’, 

‘both’, or ‘neither’. ‘Education’ included six categories: “bachelor’s degree or higher” (BD), 

“university below bachelor’s” (UBB), “college diploma” (CD), “apprenticeship or other trades 

certificate” (AT), “high school diploma” (HSD), and “no certificate, diploma, or degree” (N). 

These categories were aggregated into two: A bachelor’s degree or higher, and anything below a 

bachelor’s degree. ‘Employment Status’ referred to four categories: ‘employed’, ‘unemployed’, 

‘retired’, and ‘other’. The latter three categories were combined into one ‘not employed’ 

category. Of the three respondents who indicated ‘other’, all specified being not employed due to 

disability. ‘Income’ was initially disaggregated into hendeciles, ranging from a yearly income of 

$0–$9,999, to $100,000 or more. Three new categories were created: low income ($0–29,999), 

middle income ($30,000–$59,999), and high income ($60,000 or more). For the survey, ‘DQLI 

score’ was composed of five levels of severity ranging from 0–30, in coherence with the clinical 
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model. For analytical purposes, responses were aggregated into two categories: 0–5 (no or small 

effect on quality of life) and 6–30 (moderate to extremely large effect on quality of life). 

 The survey questions regarding ‘health-related quality of life’ were adapted from Finlay 

and Khan’s (1994) Dermatology Quality of Life Index (DQLI), which is still widely used by 

dermatologists today (Basra et al., 2008; Eckert et al., 2019). This section of the survey consisted 

of 10 questions relating to how different areas of one’s everyday life are impacted by their skin. 

Each question asked for a self-rating from 0–3, and these results were tallied during data analysis 

for a total out of 30. This total is referred to as the “DQLI score”. The DQLI has been applied to 

a variety of skin diseases examined in this study including acne, AD, psoriasis, and vitiligo 

(Kiebert, 2002). 

The three dependent variables for all analyses were: ‘time of specialist visit’, ‘wait time 

between referral and specialist visit’, and ‘location of specialist visit’. ‘Time of specialist visit’ 

referred to those who saw a dermatologist less than 12 months ago versus those who saw a 

dermatologist more than 12 months ago. ‘Wait time between referral and specialist visit’ referred 

to wait times of 0 to 90 days versus more than 90 days. Finally, ‘Location of specialist visit’ 

refers to whether one saw a dermatologist in the same location as their township, village, town, 

or city of residence versus a different location. Reference categories and response categories are 

presented in Table 3.3. 

For the second stage of analysis, 18 simple logistic regressions were performed. Since 

every respondent was proficient in either English, or both English and French, language was 

excluded from this stage of analysis. Of the remaining six variables, only ‘gender’ included less 

than 10 cases in a category, but it was included in the analysis anyway for its significance in the 
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literature as a determinant of access. The other five independent variables were tested using the 

aggregated categories summarized in Table 3.3. 

The third stage of analysis was multivariate logistic regression, using the same dependent 

and independent variables as the simple logistic regressions. Output values for all stages of 

analysis were analyzed using three degrees of association: p<0.10 was considered a weak 

association, p<0.05 was considered a moderate association, and p<0.01 was considered a strong 

association.  

The fourth stage of analysis was an analysis of the mean scores for each question in the 

DQLI, which included an Analysis of Variance (ANOVA) at the end of the section. The DQLI 

section of the survey consisted of 10 questions. Since not every question was relevant to every 

respondent, two separate sets of means were calculated: unadjusted, with “non-relevant” 

responses counted as ‘0’ (standard for measuring total DQLI), and adjusted, which excluded 

“non-relevant” responses from the count altogether. The ANOVA was conducted using the 

adjusted values to better reflect the issues “most impacted” by the skin. For example, to 

determine how much participation in sports is impacted by the skin, the respondents who 

actually participate in sports—or would if not for the condition of their skin—are a more 

accurate reflection than the whole sample, wherein people who do not participate in sports 

(selecting “not relevant”) would reduce the mean DQLI score. 

The final stage of analysis was qualitative, and analyzed the self-reported barriers that 

respondents gave for the open-ended question of the survey: “Apart from wait time or distance, 

what other barriers (if any) did you face to accessing dermatology services for your skin?” These 

were grouped into four categories based on general recurring themes, taking into account the five 

dimensions of access: ‘Barriers related to dermatologist availability’, “Barriers related to 
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acceptability’, ‘Barriers related to accommodation’, and ‘Financial barriers’. Two responses did 

not fall under any of these categories. They included “my age”, and “emotional”.  

 

Table 3.3: Variables, Reference Categories, and Response Categories 

Variable Reference 

Category 

Frequency Response Category Frequency 

Time of Specialist 

Visit 

Within the last 12 

months (1) 

31 More than 12 

months ago (2) 

18 

Wait Time between 

Referral and 

Specialist Visit 

Within 90 days 

(1) 

23 More than 90 days 

(2) 

26 

Location of 

Specialist Visit 

Current location 

(1) 

41 Different location 

(2) 

8 

Gender Male (1) 8 Female (2) 41 

Age 18–25 (1) 23 26–39 (2) 12 

   40+ (3) 14 

Languagea English (1) 41 English and French 

(2) 

8 

Education Bachelor’s degree 

or higher (1) 

27 Below bachelor’s 

(2) 

22 

Employment Status Employed (1) 39 Not employed (2) 10 

Income $0–$29,999 (1) 21 $30,000–$59,999 

(2) 

15 

   $60,000+ (3) 13 

DQLI No–Small effect 

(1) 

21 Moderate–Large 

effect (2) 

28 

aExcluded from regression analyses. 
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3.4 Descriptive Statistics 

The survey received 62 responses, out of which 49 were complete cases. 13 cases were 

excluded due to missing data. Of these 49 cases, the most common skin conditions listed were 

acne (36.7% of cases), eczema (28.6%), psoriasis (22.4%), and rosacea (6.1%). A full list of the 

conditions noted is displayed in Table 3.4, as well as Figure 3.3. Note that the cases add up to 

more than 100% as 10 respondents indicated seeing a dermatologist for more than one 

disease/condition. Additionally, one respondent indicated they “needed a spot burned off”, and 

one respondent listed their condition as “undiagnosed”. 

Of the 49 cases, 41 (83.7%) respondents were female, and 8 (16.3%) were male. The age 

distribution of respondents was 23 (46.9%) from the ages of 18–25, 12 (24.5%) from the ages of 

26–39, and 14 (28.6%) over the age of 40. 

 

Table 3.4: Distribution of Skin Diseases Based on Survey Responses 

Number of Cases Percentage of Cases Skin Disease/Condition 

18 36.7% Acne 

14 28.6% Eczema 

11 22.4% Psoriasis 

3 6.1% Rosacea 

2 4.1% Hidradenitis Suppurativa 

2 4.1% Rash 
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Figure 3.3: Distribution of Skin Diseases Based on Survey Responses 

 

 

Figure 3.4: Distribution of Cases by Age Cohort 
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Additionally, 29 respondents (59.2%) indicated living in Thunder Bay, Ontario at the 

time of their specialist visit, while 20 (40.8%) indicated living in Southern Ontario at the time of 

their visit (Figure 3.5). The most common city listed among the latter group was Kingston, 

followed by Toronto and London. The large numbers from Thunder Bay and Kingston reflect 

where the researcher grew up and where he was living at the time of the study. 

 

Figure 3.5: City of Residence: Survey Response Distribution 

 
 

 

Using the Dermatology Quality of Life Index (DQLI), respondents were asked to report 

how much their skin impacted various aspects of their lives. There were 10 questions in the 

survey that comprised the DQLI section, and every question received a 100% response rate, with 

49 responses for each question. Possible responses included 0 (not at all), 1 (a little), 2 (a lot), 

and 3 (very much). These 10 scores were tallied to establish a total score out of 30, where 

severity was categorized as ‘no effect’ (0–1), ‘small’ (2–5), ‘moderate’ (6–10), ‘large’ (11–20), 

and ‘extremely large’ (21–30). Of the 49 cases, 21 (42.9%) reported no effect or a small effect on 
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quality of life, while 28 (57.1%) reported a moderate to extremely large effect on quality of life 

(Figure 3.6).  

 

Figure 3.6: The Skin’s Effect on Quality of Life: Survey Response Distribution 

 

 

Section 4.4 of Chapter 4 analyses the mean DQLI scores for each question, with 

emphasis on the issues of stigma and CBI introduced in Chapter 2. Given the importance of 

stigma and body image in the literature, questions in the DQLI section of the survey relating to 

stigma and interpersonal relations were specifically noted. One question (question 2) specifically 

related to stigma: “Over the last week, how embarrassed or self-conscious have you been 

because of your skin?”. An additional six questions related broadly to issues that encompassed 

interpersonal relations, wherein stigma is one factor. For analysis, these questions were grouped 

into three categories displayed in Table 3.5. There is ambiguity in grouping these questions, and 

groups were chosen in order to compare physical impacts to impacts from stigma. 
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Table 3.5: DQLI Question Categories 

Questions Relating Primarily to Stigma 

1. Over the last week, how embarrassed or self-conscious have you been because of your 

skin? 

Questions Relating to Stigma and Interpersonal Relations 

1. Over the last week, how much has your skin influenced the clothes you wear? 

2. Over the last week, how much has your skin influenced any social or leisure activities? 

3. Over the last week, how much has your skin made it difficult to do any sport? 

4. Over the last week, how much has your skin prevented you from working or studying? 

5. Over the last week, how much has your skin created problems with your partner or any 

of your close friends or relatives? 

6. Over the last week, how much has your skin caused any sexual difficulties? 

Questions Relating Primarily to Physical Impedance 

1. Over the last week, how itchy, sore, painful, or stinging has your skin been? 

2. Over the last week, how much has your skin interfered with your daily activities, like 

going shopping, looking after your home, etc.? 

3. Over the last week, how much of a problem has the treatment for your skin been, for 

example, by making your home messy, or by taking up time? 

 

As an exploratory project, several significant methodological issues arose that are 

documented above and limit the interpretability and generalizability of the results presented in 

the next chapter. I return to these issues in the final chapter where I discuss how the limitations 

might be eliminated or reduced in future studies with more resources and time to recruit 

participants for both quantitative and qualitative studies of access to dermatological services. 
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Chapter 4 

Results 

 

The results from the statistical analysis are presented below, with the Chi-Square results 

first, followed by the simple logistic regressions and the multivariate logistic regression. 

Statistically significant results are presented in each section, while all the results from both the 

quantitative and qualitative analyses are displayed in Appendices E–L. A summary of the results 

from the open-ended question of the survey, wherein respondents listed additional barriers to 

access, is presented at the end of the chapter.  

 

4.1 Chi-Square Results 

The statistically significant results are summarized in Table 4.1. There was a moderate 

association between ‘employment status’ and ‘wait time for a specialist visit’ (p<0.05), where 

employed individuals were more likely to wait longer than individuals who were “not 

employed”. This might be the result of opportunity costs in that the employed lose income if they 

take time off to see a specialist. The result is that they are more likely to delay seeing a specialist 

and hence more likely to have longer waiting times. There was also a moderate association 

between ‘language’ and ‘time of specialist visit’ (p<0.05). Individuals who were proficient in 

both English and French were more likely to wait longer than individuals who were proficient in 

only English. This result is counter-intuitive; it might be that bilingualism is a proxy for 

employment and the opportunity cost suggested above. For both associations, one cell had a cell 

count of less than five, therefore, these results should be interpreted with caution as small 

expected cell counts are problematic for interpretation. Finally, there was a moderate association 
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between ‘DQLI’ and ‘time of specialist visit’ (p<0.05). Individuals who presented with higher 

DQLI scores were more likely to wait longer than those who presented with lower DQLI scores. 

As higher DQLI scores imply a greater impact on an individual’s personal life, a possible 

interpretation is that people with higher DQLI scores are more likely to wait for an appointment 

regardless of how long they have to wait, while some people with low DQLI scores might only 

want to wait a short time. Interestingly, there were no associations found with income, which 

was a common indicator of inequity in both the general literature and that on dermatological 

care.  

 

Table 4.1: Chi-Square Results 

Crosstabs Pearson Chi-

Square 

Likelihood 

Ratio 

Asymptotic Significance 

(Pearson; 2–sided) 

Wait Time between Referral and 

Specialist Visit 

Employment Statusa 

 

 

.047 

 

 

.047 

 

 

.828 

Time of Specialist Visit 

Languagea 

DQLI 

 

.033 

.030 

 

.033 

.030 

 

.855 

.862 

aOne cell had an expected cell count of less than 5. 

 

4.2 Simple Logistic Regression Results 

Individuals aged 26–39 were more than 8 times more likely to wait longer than three 

months for a dermatologist visit than individuals aged 18–25 (p<0.01), while individuals aged 40 

and older were more than 5 times more likely to wait longer than three months than individuals 

aged 18–25 (p<0.1) (Table 4.2). Moreover, women were less likely to wait longer than three 
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months than men (p<0.1), with an odds ratio of 1.191 that a female respondent would wait longer 

than three months. However, it should be noted that only 8 cases in this variable were ‘male’. 

Respondents in the ‘middle income’ category were more than 13 times more likely to 

wait longer than three months than respondents in the ‘low income’ category’ (p<0.01), while 

respondents in the ‘high income’ category were more than 8 times more likely to wait longer 

than three months than respondents in the ‘low income’ category (p<0.05) (Table 4.2). 

 

Table 4.2: Simple Logistic Regression – Wait Time between Referral and Specialist Visit 

Independent Variable B Significance Odds 

Ratio 

95% C.I. for 

Exp(B) 

Age(1) 

18–25 

 

- 

 

.026 

 

- 

 

- 

Age(2) 

26–39 

 

2.126 

 

.007 

 

8.381 

Upper: 39.692 

Lower: 1.770 

Age(3) 

40+ 

 

1.636 

 

.062 

 

5.133 

Upper: 28.570 

Lower: .922 

Gender(2)a 

Female 

 

–1.443 

 

.099 

 

.236 

Upper: 1.314 

Lower: .042 

Income(1) 

$0–$29,999 

 

- 

 

.015 

 

- 

 

- 

Income(2) 

$30,000–$59,999 

 

2.621 

 

.004 

 

13.750 

Upper: 81.487 

Lower: 2.320 

Income(3) 

$60,000+ 

 

2.110 

 

.024 

 

8.250 

Upper: 51.263 

Lower: 1.328 

aOne category had a minimum case count of less than 10. 
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4.3 Multivariate Logistic Regression Results 

Controlling for all six variables, middle income individuals were more than 8 times more 

likely to wait longer than low income individuals. No other variable was statistically significant. 

 

Table 4.3:  Multivariate Logistic Regression – Wait Time between Referral and Specialist 

Visit 

Covariates B Significance Odds 

Ratio 

95% C.I. for 

Exp(B) 

Age(1) 

18–25 

 

- 

 

.258 

 

- 

 

- 

Age(2) 

26–39 

 

1.665 

 

.101 

 

5.288 

Upper: 38.673 

Lower: .723 

Age(3) 

40+ 

 

1.432 

 

.225 

 

4.188 

Upper: 42.285 

Lower: .415 

Gender(2)a 

Female 

 

–1.458 

 

.173 

 

.233 

Upper: 1.891 

Lower: .029 

Education(2) 

‘Below bachelor’s degree’ 

 

–.339 

 

.674 

 

.713 

Upper: 3.457 

Lower: .147 

Employment Status(2) 

‘Not employed’ 

 

.811 

 

.422 

 

2.250 

Upper: 16.276 

Lower: .311 

Income(1) 

$0–$29,999 

 

- 

 

.140 

 

- 

 

- 

Income(2) 

$30,000–$59,999 

 

2.161 

 

.049 

 

8.681 

Upper: 74.799 

Lower: 1.007 

Income(3) 

$60,000+ 

 

1.742 

 

.124 

 

5.711 

Upper: 52.627 

Lower: .620 

DQLI(2) 

‘Moderate to Extreme’ 

 

–.890 

 

.261 

 

.411 

Upper: 1.937 

Lower: .087 

aOne category had a minimum case count of less than 10. 
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Regarding the Chi-Square tests, there were no significant differences observed in gender, 

age, language, employment, or income between individuals who saw a specialist within the last 

year, and those who saw a specialist more than a year ago. There was, however, a significant 

difference between individuals who saw a specialist relatively quickly and those who had to wait 

a longer time. This difference was observed in gender with a weak association, and age with a 

moderate association. 

Bivariate analysis corroborated the associations found in the Chi-Square tests and 

demonstrated that older individuals were more likely to wait longer than three months for a 

specialist visit after a referral compared to younger individuals. It also demonstrated that men 

were more likely to wait longer than three months for a specialist visit after a referral than 

women, and middle- to high-income individuals were also more likely to wait longer than low-

income individuals. The multivariate analysis revealed only that middle-income individuals were 

more likely to wait longer than low-income individuals. 

 

4.4 Analysis of Mean DQLI Scores 

Paying special attention to questions in the DQLI that addressed stigma and body image, 

question 2 (Table 4.4) asked: “Over the last week, how embarrassed or self-conscious have you 

been because of your skin?”. This question received more responses of “a lot” than any other 

question and received more responses of “very much” than any other question except for 

question 3 (Table 4.4), which also received 11. Of the 49 cases, 11 (22.4%) indicated a response 

of 3 (very much), and 16 (32.7%) indicated a response of 2 (a lot), representing a majority of 

respondents. 



 49 

Question 2 thus had the highest mean score out of all 10 questions in the DQLI and the 

second-highest mean standard deviation (Table 4.4). However, questions 6 through 10 included a 

“not relevant” option which, along with “not at all”, was regarded as 0. To account for this, a 

second table of means was created (Table 4.5; Figure 4.1) displaying the values adjusted to 

include only those cases for which questions 6 through 10 were relevant, as well as their 

frequencies. The highest three mean DQLI scores remained the same, although the order of the 

remaining mean DQLI scores from highest to lowest changed. 
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Table 4.4: Mean DQLI Scores by Question – Unadjusted Values (n=49) 

 Question (DQLI) Mean 

Score 

Mean Standard 

Deviation 

1 Over the last week, how itchy, sore, painful, or 

stinging has your skin been? 

1.37 1.01 

2 Over the last week, how embarrassed or self-

conscious have you been because of your skin? 

1.55 1.15 

3 Over the last week, how much has your skin 

influenced the clothes you wear? 

1.08 1.50 

4 Over the last week, how much has your skin 

interfered with your daily activities, like going 

shopping, looking after your home, etc.? 

.71 1.06 

5 Over the last week, how much has your skin 

influenced any social or leisure activities? 

.84 1.12 

6 Over the last week, how much has your skin 

made it difficult to do any sport? 

.41 .77 

7 Over the last week, how much has your skin 

prevented you from working or studying? 

.33 .42 

8 Over the last week, how much has your skin 

created problems with your partner or any of 

your close friends or relatives? 

.29 .41 

9 Over the last week, how much has your skin 

caused any sexual difficulties? 

.35 .55 

10 Over the last week, how much of a problem has 

the treatment for your skin been, for example, by 

making your home messy, or by taking up time? 

.76 .88 
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Table 4.5: Mean DQLI Scores by Question – Adjusted Values 

 Question (DQLI) Frequency Mean 

Score 

Mean Standard 

Deviation 

1 Over the last week, how itchy, sore, 

painful, or stinging has your skin been? 

49 1.37 1.01 

2 Over the last week, how embarrassed or 

self-conscious have you been because 

of your skin? 

49 1.55 1.15 

3 Over the last week, how much has your 

skin influenced the clothes you wear? 

49 1.08 1.50 

4 Over the last week, how much has your 

skin interfered with your daily 

activities, like going shopping, looking 

after your home, etc.? 

49 .71 1.06 

5 Over the last week, how much has your 

skin influenced any social or leisure 

activities? 

49 .84 1.12 

6 Over the last week, how much has your 

skin made it difficult to do any sport? 

23 .87 1.24 

7 Over the last week, how much has your 

skin prevented you from working or 

studying? 

36 .44 .52 

8 Over the last week, how much has your 

skin created problems with your partner 

or any of your close friends or 

relatives? 

38 .37 .50 

9 Over the last week, how much has your 

skin caused any sexual difficulties? 

31 .55 .76 

10 Over the last week, how much of a 

problem has the treatment for your skin 

been, for example, by making your 

home messy, or by taking up time? 

45 .82 .90 
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Figure 4.1: Mean DQLI Scores by Question 

 
 

To supplement the analysis of mean DQLI scores, a test of homogeneity of variances 

(Table 4.6) indicated that the variances between mean DQLI scores were not equal (p < 

0.00005), thus the null hypothesis was rejected. There is a statistically significant variance 

between the mean scores of each DQLI question, for which there are a number of potential 

explanations that will be discussed in Chapter 5. 

 

Table 4.6: One-Way ANOVA – Mean DQLI Scores 

Value Levene Statistic Significance 

Based on Mean 4.187 .000034 

Based on Median 2.728 .004 
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4.5 Self-Reported Barriers to Care 

During the survey, respondents were asked the question: “Apart from wait time or 

distance, what other barriers (if any) did you face in accessing dermatology services for your 

skin?” Of the 49 respondents, 22 indicated additional barriers to access. These were grouped into 

four categories based on general recurring themes that related to four of the five dimensions of 

access. Examples from each of the four categories are presented below. 

 

Barriers Related to Dermatologist Availability: 

Results from the qualitative component of this study showed barriers to access in 

arguably every category of Penchansky and Thomas’ (1981) framework. Respondents in 

Thunder Bay noted a lack of specialist care in their area due to dermatologists practicing 

remotely and only visiting the city during certain months. Respondents in Southern Ontario did 

not report this issue; moreover, the majority of Southern Ontarians who indicated having to 

travel to a different community listed the nearest Census Metropolitan Area. While a lack of 

practicing dermatologists in Thunder Bay unquestionably falls under availability, it could be 

viewed as a barrier to availability, accessibility, or accommodation. In terms of availability, 

specialist practitioners were not available at the time care was needed: 

 

“[The] dermatologist was not available quickly.” 

~ Male, 28, Thunder Bay (Acne) 

 

“There is no longer a dermatologist in Thunder Bay.” 

~ Female, 50, Thunder Bay (Prurigo Nodularis) 
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Furthermore, certain responses that were not listed in ‘Barriers related to 

accommodation’ could be interpreted as such since from the patients’ perspective, healthcare 

providers only offered limited times of operation to accommodate them: 

 

“The dermatologist only visited the city monthly, making it very hard to schedule appointments.” 

~ Female, 22, Thunder Bay (Acne) 

 

“No specialists in town. Have to wait until they come to town and book for specific dates if I 

want to see him.” 

~ Female, 22, Thunder Bay (Eczema) 

 

In addition to availability and accommodation, there were no Thunder Bay cases in which 

a patient reported having to travel to a different community for care. This may speak to an issue 

in accessibility, given that accessibility is the relationship between the location of healthcare 

services and the location of the patient. Thunder Bay’s location far from any census metropolitan 

areas might make transportation less feasible than waiting for a local appointment. In any case, 

this difference between regions reflects the shortage of dermatologists highlighted in section 1.3. 

These results are also good examples of the necessity for interviews in this type of research, as 

such data would have allowed for a more comprehensive analysis of the barriers to healthcare.  

Aspatially, a number of responses also expressed a level of dissatisfaction with the care 

received, which relates to acceptability in Penchansky and Thomas’ (1981) framework for 

access: 

 

“Still undiagnosed, not being treated, getting worse.” 

~ Female, 58, Sturgeon Falls (Undiagnosed) 
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“Finding the correct diagnosis and correct treatment for it.” 

~ Male, 47, Nepean (Dermatomyositis) 

 

Finally, affordability was addressed by ‘Financial barriers’. These, along with the other 

categories, ranged from responses related to primary care at the point of a general practitioner, to 

specialist care directly from a dermatologist: 

 

“The cost of the treatment was prohibitive. I won’t be able to continue treatment because I can’t 

afford it.” 

~ Female, 23, Thunder Bay (Rosacea) 

 

“It always takes several visits to a [general practitioner] before they refer to a dermatologist. This 

costs time and money.” 

~ Female, 53, Lakefield (Rosacea) 

 

Penchansky and Thomas (1981) note that “clearly, the dimensions of access are not easily 

separated. In some settings accessibility may be closely tied to availability”. Indeed, there are 

several areas of overlap between most of the criteria in the survey results. Most importantly 

though, the open-ended questions contribute to the overall assessment of barriers to access in the 

context of dermatological care and provide significant insight into the geographic disparity of 

dermatologists in Ontario. 
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Chapter 5 

 Conclusions 

 

This thesis was ultimately structured around three key questions related to access: 

1. Is there a difference between people who saw a specialist in the past 12 

months compared to those who saw a specialist more than 12 months ago? 

2. Is there a difference between people who saw a specialist relatively quickly 

and those who had to wait a longer time? 

3. Is there a difference between people who saw a specialist in their current 

location compared to people who saw a specialist in another location? 

We can answer ‘yes’ to one of the three research questions: there were significant 

differences between people who saw a specialist relatively quickly and those who had to wait a 

longer time. The likelihood of having to wait longer for a dermatologist visit increased between 

the youngest and oldest age cohorts, which was consistent with the general literature on 

specialist access (for example, see Feldman et al., 2009). However, the results regarding gender 

and income are less clear; income may be explained as a proxy for age, especially given that the 

majority of low-income cases overlapped with younger respondents, who observed shorter wait 

times in this study.  

Wait times and access are complex issues that vary depending on the country, age, 

gender, and income of people. In Canada, the public health insurance system resolves certain 

direct financial barriers to specialist care, but indirect barriers remain. Although the data in this 

study show that longer wait times are positively associated with age and income, the sub-sample 

sizes are too small to identify and examine what indirect barriers to access are involved. For 
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example, do young people with low-paying jobs delay their access to healthcare services because 

they cannot afford to take the time off, or do older people have longer wait times because there is 

less urgency due to more flexibility? Evidently, a more thorough study with a more robust 

sample is required to sort out these complex factors. The results from this study should be 

interpreted with caution and taken as a call for further research on factors affecting wait times for 

dermatological services and how dermatological conditions affect quality of life. 

The results of this thesis therefore indicate that age, gender, and income are determinants 

of access to dermatological care, most notably expressed by wait times. Further research is 

needed to understand the causal relationships between these determinants and outcomes. 

Statistics from the literature review also suggest there is a gross shortage of dermatologists in 

Ontario, distributed unequally between its regions even after accounting for population 

distribution; an issue highlighted in the open-ended responses of the survey where patients from 

Thunder Bay expressed difficulty in receiving care due to the absence of permanent 

dermatologists in their community. Based on respondent experiences, the referral system can be 

perceived as ineffective in providing the necessary care for skin patients, as some even noted that 

their GPs were barriers to accessing dermatological services. 

There is a growing body of literature that addresses how skin issues relate to stigma and 

body image (Magin et al., 2010; Cheng et al., 2015; Tomas-Aragones & Marron, 2016; Drucker 

et al., 2018; Hinkley et al., 2020). In addition to the research questions posed at the beginning of 

this study, the convergence of these bodies of research brings to light an important topic with 

potential for further research. The results from the DQLI section of the survey indicated that self-

consciousness and embarrassment had the greatest impact on the everyday quality of life of skin 

patients, reinforcing the associations emerging in recent literature. Evidently, the two highest 
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mean DQLI scores were observed for two of the most general and expansive questions: “Over 

the last week, how itchy, sore, painful, or stinging has your skin been?” and “Over the last week, 

how embarrassed or self-conscious have you been because of your skin?”. Two issues these 

questions address—physical discomfort and stigma—are factors in most, if not all, of the other 

questions. The high scores could therefore be a reflection of the pervasiveness of the issues in the 

daily life of the respondent, as overarching issues in which the other questions are nested. 

Regarding the remaining eight questions, mean DQLI scores were mixed between the questions 

that included stigma, and those that did not. In future research with larger data sets, these 

findings suggest that a multi-level or a nested analysis approach might be appropriate. 

An alternative hypothesis that the daily impact of the skin on body image is significantly 

greater than other areas of life due to non-random factors should be investigated further and 

could bring stigma to the forefront of dermatological access. What this preliminary study does 

tell us about the relationship between stigma and access is that while the psychosocial issues are 

at least as significant as the physical issues associated with skin disease, which is well-

documented in the literature focussed on health-related quality of life (Magin et al., 2010; 

Dalgard et al., 2015; Tomas-Aragones & Marron, 2016; Hinkley et al., 2020), they are not 

represented as such by the literature on access. Aforementioned studies on access by 

organizations and researchers often place a disproportionate emphasis on affordability (Kalia & 

Haiducu, 2012; CSPA, 2012; Yadav et al., 2016; ESC, 2017) and availability of treatments for 

the physical symptoms of skin diseases (Fuhrmann et al., 2010; Tan et al., 2015; Yadav et al., 

2016) rather than a consideration for the non-physical impacts. 

The implications therefore of what we know about CBI and specialist access are that both 

GPs and dermatologists need to consider the psychosocial aspects of skin disease in their 
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practice. In terms of policy, there was an international study published in 2018 that interviewed 

patients on the nature and degree of engagement they had with health professionals, specifically 

regarding chronic diseases. Among the consultation procedures included in the interviews, 

patients were asked about whether professionals provided treatment choices, whether they 

provided a written plan for their chronic condition, whether the plan was helpful, whether it was 

easy to contact professionals between visits, and how often professionals asked what mattered 

(Chao et al. 2018). For Canada, nearly 60% of participants felt the plan for their chronic 

condition was feasible; 10.5% were contacted by professionals between visits; and 50.8% felt 

that it was easy to contact professionals between visits. The focus carefully distinguished 

between chronic illness care and specialist care, which mirrors the state of dermatological care in 

Canada, where GPs and specialists are both involved in treating dermatological conditions. 

On this distinction between chronic illness care and specialist care, Chao et al. (2018, pg. 

15) note that: 

The recognition of different settings or contexts can help us to identify important and 

influential factors and prioritize engagement initiatives accordingly. The separation of 

engagement networks into different settings not only helps to better understand the role 

of patient engagement in health care, but also shows how to link the theories of patient 

engagement with real world settings. 

The distinctions suggested in the above study for chronic illness care in addition to the 

common primary versus secondary care distinction thus has potential to improve access to 

dermatological care for skin patients in Ontario, where both the psychosocial and physical 

impacts of skin disease are a concern, and patients who have difficulty accessing specialist care, 

as the results of this thesis suggest, exhibit such difficulty whilst having had consultations with a 
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GP or family physician. Noting what is a “first step” in research in this process, Chao et al. 

(2018) suggest network theories that illustrate how this engagement is conducted and improved, 

which could be adapted and implemented for chronic skin disease care, and hopefully offset the 

issues with access to specialist care through improved engagement at the primary level. 

 

5.1 Limitations 

As previously mentioned, this research project initially involved an interview component 

that emphasized the patient’s experience accessing care and living with a skin disease. However, 

the principal researcher did not receive any responses to the physical or online recruitment 

measures, so this section of the research project was abandoned. The nature of recruitment via 

social media involves bias in the sample population which resulted in a disproportionate number 

of cases from Thunder Bay, Ontario. Potential respondents were asked to complete and share the 

survey further for a larger sample size, which naturally resulted in a larger number of social 

connections to the principal researcher, rather than a truly random sample of skin patients.  

The quantitative analysis would have benefitted from a larger sample size. The small 

sample size affected the Chi-Square tests due to expected cell counts of less than 5, as well as the 

regression ‘gender’ variable which had a minimum case number of less than 10 for the ‘male’ 

category. In general, the sample used in this research cannot be considered representative of 

Ontario’s population. For all stages of analysis, results should be taken with caution, as their 

generalisability is limited by the sample size and the methodological limitations of tools such as 

the DQLI. A scale of 0–3 in terms of “impact on quality of life”, the subjectivity of self-

reporting, and that of the principal researcher to interpret the results, all limit what can be said 

about access to dermatological care. Distinguishing between questions related to stigma and 
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questions related to physical impacts is difficult, partially due to their interconnectedness as well 

as the limits of the DQLI, consisting of only 10 general questions. The results should therefore 

be interpreted with caution and taken as a call for further research on this topic. 

Future directions for research on specialist access might consider using administrative 

data, where figures such as wait times can be calculated. For example, the Institute of Clinical 

Evaluation Sciences (ICES) converts administrative data from the Ontario Health Insurance Plan 

(OHIP) into wait time data. The analysis of administrative data, however, has its own sets of 

limitations. Data for dermatological services in particular are lacking, although there are some 

potential solutions for this that could include approaching professional organizations or 

incorporating GPs into interviews to act as mediators. Such methods would increase both the size 

and the randomness of the sample. Another strategy might be more practitioner- rather than 

patient-centred recruitment, where dermatologists are interviewed directly for an alternative 

perspective. 

Lessons to be learned from the survey used in this study could be adapted to future 

surveys on this topic. For example, the open-ended question about barriers to dermatological 

services was surprisingly insightful. Without over-extending the length of surveys, future studies 

could implement more targeted open-ended questions, or questions that better address the CBI-

related measures in the DQLI. Interviews with skin patients could add more depth to responses, 

specifically related to the DQLI, where the 0–3 rating is difficult to interpret. 
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5.2 Conclusion 

The issue of access to specialist care in Canada is part of a long debate in the geographic 

literature and in the broader debates on equity in health care in Canada. While there exists a 

wealth of research on care in general, there is little in contrast regarding individual specialties; 

among the least of which is on dermatology. In comparison, the emphasis on specialties such as 

cancer or heart disease reflects a bias against fields like dermatology, likely due to the fact that 

diseases addressed by the latter are not fatal (with the exception of examples like melanoma, 

which is often categorized among cancer types). 

This thesis was an exploratory project on dermatology to see what we might find on 

access to care in a non-fatal specialty but one that has implications for physical and mental 

health. Based on a very small sample, age, gender, and income are determinants of longer wait 

times for dermatologist visits; however, the explanations for this could be multi-faceted, and 

need further research to be fully understood. Qualitative analysis of an open-ended question 

demonstrated barriers to access that were clearly related to provincial geography and the 

distribution of dermatologists in Ontario. Financial barriers to access were also worth noting. 

Results of this study, while mixed in terms of the related literature, reflect issues with access that 

are not only unique to dermatology practice in Canada, but extend throughout the healthcare 

system overall. Future studies should consider Cutaneous Body Image (CBI) when examining 

access to dermatological care and seek out larger samples especially for categories that are 

known determinants of longer wait times, such as gender, age, income, and ethnicity. Until 

disparities based on demographic and socioeconomic characteristics are addressed and 

minimized, the Canada Health Act’s objective of providing health services that can accurately be 

considered “accessible” will remain elusive to many Canadians. 



 63 

References 

Abimbola, S., Baatiema, L., & Bigdeli, M. (2019). The Impacts of Decentralization on Health  

System Equity, Efficiency, and Resilience: A Realist Synthesis of the Evidence. Health 

Policy and Planning, 34, 605–617. 

 

Alcamo, J., & Bennett, E.M. (2003). Ecosystems and Human Well-Being: A Report of the  

Conceptual Framework Working Group of the Millenium Ecosystem Assessment. 

Washington: Island Press. 

 

Andersen, L., Nyeland, M.E., & Nyberg, F. (2019). Higher Self-Reported Severity of Atopic  

Dermatitis is Associated with Poorer Self-Reported Health-Related Quality of Life in 

France, Germany, the UK, and the USA. British Journal of Dermatology. 

 

Asai, Y., Baibergenova, A., Dutil, M., Humphrey, S., Hull, P., Lynde, C., Poulin, Y., Shear,  

N.H., Tan, J., Toole, J., & Zip, C. (2016). Management of Acne: Canadian Clinical 

Practice Guideline. CMAJ, 188(2), 118–126. 

 

Ascott, A., Yu, A.M., Schmidt, M., Abuabara, K., Smeeth, L., & Langan, S.M. (2017).  

Association Between Eczema and Major Cardiovascular Outcomes in Population-Based 

Studies: A Systematic Review Protocol. BMJ Open, 7:e017979. 

 

Augustin, M., Radtke, M.A., Glaeske, G., Reich, K., Christophers, E., Schaefer, I., & Jacobi, A.  

(2015).  Epidemiology and Comorbidity in Children with Psoriasis and Atopic Eczema. 

Dermatology, 231, 35–40. 

 

Baibergenova, A., & Shear, N. (2011). Skin Conditions that Bring Patients to Emergency  

Departments. American Medical Association, 147(1). 

 

Barbarot, S., Auziere, S., Gadkari, A., Girolomoni, G., Puig, L., Simpson, E.L., Margolis, D.J.,  

de Bruin-Weller, M., & Eckert, L. (2018). Epidemiology of Atopic Dermatitis in Adults: 

Results from an International Survey. Allergy, 1284–1293. 

 

Barbeau, M., & Lalonde, H. (2006). Burden of Atopic Dermatitis in Canada. International  

Journal of Dermatology, 45, 31–36. 

 

Basra, M.K.A., Fenech, R., Gatt, R.M., Salek, M.S., & Finlay, A.Y. (2008). The Dermatology  

Life Quality Index 1994–2007: A Comprehensive Review of Validation Data and 

Clinical Results. British Journal of Dermatology, 159, 997–1035. 

 

Benatar, S., Sullivan, T., & Brown, A. (2018). Why Equity in Health and in Access to Health  

Care are Elusive: Insights from Canada and South Africa. Global Public Health, 13(11), 

1533–1557. 

 

 

 



 64 

Benoit, A.C., Cotnam, J., Raboud, J., Greene, S., Beaver, K., Zoccole, A., O’Brien-Teengs, D.,  

Balfour, L., Wu, W., & Loufty, M. (2016). Experiences of Chronic Stress and Mental 

Health Concerns among Urban Indigenous Women. Archives of Women’s Mental Health. 

 

Canada Health Act (Revised Statutes of Canada, 1985, c. C-6). Retrieved from  

https://laws-lois.justice.gc.ca/eng/acts/C-6/FullText.html. 

 

Canadian Institute for Health Information. National Health Expenditure Trends, 1975 to 2016.  

(2016). Retrieved from https://secure.cihi.ca/free_products/NHEX-Trends-Narrative-

Report_2016_EN.pdf 

 

Canadian Institute for Health Information. Prescribed Drug Spending in Canada, 2016: A Focus  

on Public Drug Programs. (2016). Retrieved from 

https://secure.cihi.ca/free_products/Prescribed%20Drug%20Spending%20in%20Canada_

2016_EN_web.pdf 

 

Canadian Medical Association. (2018). Number of Physicians by Province/Territory and  

Specialty, Canada, 2018. 

 

Canadian Skin Patient Alliance. (2012). Skin Deep: A Report Card on Access to Dermatological  

Care and Treatment in Canada. Ottawa: Canadian Skin Patient Alliance. 

 

Carrière, G., & Sanmartin, C. (2007). Waiting Time for Medical Specialist Consultations in  

Canada, 2007. Health Reports, 21(2), Statistics Canada, Catalogue no. 82-003-XPE. 

 

Carroll, C.L., Balkrishnan, R., Feldman, S.R., Fleischer, A.B., & Manuel, J.C. (2005). The  

Burden of Atopic Dermatitis: Impact on the Patient, Family, and Society. Pediatric 

Dermatology, 22, 192–199. 

 

Chao, Y-S., Scutari, M., Chen, T-S., Wu, C-J., Durand, M., Boivin, A., Wu, H-C., & Chen, W-C.  

2018. A Network Perspective of Engaging Patients in Specialist and Chronic Illness 

Care: The 2014 International Health Policy Survey. PLoS ONE, 13(8). 

 

Cheng, C.M., Hsu, J.W., Huang, K.L., Bai, Y.M., Su, T.P., Li, C.T., Yang, A.C., Chang, W.H., 

Chen, T.J., Tsai, S.J., & Chen, M.H. (2015). Risk of Developing Major Depressive 

Disorder and Anxiety Disorders among Adolescents and Adults with Atopic Dermatitis: 

A Nationwide Longitudinal Study. Journal of Affective Disorders, 178, 60–65. 

 

Chrostowska-Plak, D., Reich, A., & Szepietowski, J.C. (2012). Relationship Between Ich and  

Psychological Status of Patients with Atopic Dermatitis. Journal of the European 

Academy of Dermatology and Venereology, 27, 239–242. 

 

Commonwealth Fund. (2014). US Health System Ranks Last Among Eleven Countries on  

Measures of Access, Equity, Quality, Efficiency, and Healthy Lives. Retrieved from 

http://www.commonwealthfund.org/publications/press-releases/2014/ jun/us-health-

system-ranks-last. 

https://laws-lois.justice.gc.ca/eng/acts/C-6/FullText.html
https://secure.cihi.ca/free_products/NHEX-Trends-Narrative-Report_2016_EN.pdf
https://secure.cihi.ca/free_products/NHEX-Trends-Narrative-Report_2016_EN.pdf
https://secure.cihi.ca/free_products/Prescribed%20Drug%20Spending%20in%20Canada_2016_EN_web.pdf
https://secure.cihi.ca/free_products/Prescribed%20Drug%20Spending%20in%20Canada_2016_EN_web.pdf


 65 

Cook, N.L., Ayanian, J.Z., Orav, E.J., & Hicks, L.S. (2009). Differences in Specialist  

Consultations for Cardiovascular Disease by Race, Ethnicity, Gender, Insurance Status, 

and Site of Primary Care. Circulation, 119, 2463–2470. 

 

Cooper, Z.N., McGuire, A., Jones, S., Le Grand, J., & Titmuss, R. (2009). Equity, Waiting  

Times, and NHS Reforms: Retrospective Study. BMJ, 339. 

 

Dainichi, T., Hanakawa, S., & Kabashima, K. (2014). Classification of Inflammatory Skin  

Diseases: A Proposal Based on the Disorders of the Three-Layered Defense Systems, 

Barrier, Innate Immunity and Acquired Immunity. Journal of Dermatological Science, 

76(2), 81–89. 

 

Dalcin, D., Sieswerda, L., Dubois, S., & Ulanova, M. (2018). Epidemiology of Invasive  

Pneumococcal Disease in Indigenous and non-Indigenous Adults in Northwestern 

Ontario, Canada, 2006–2015. BMC Infectious Diseases, 18, 621. 

 

Dalgard, F.J., Gieler, U., Tomas-Aragones, L., Lien, L., Poot, F., Jemec, G.B.E., Misery, L.,  

Szabo, C., Linder, D., Sampogna, F., Evers, A.W.M., Halvorsen, J.A., Balieva, F., 

Szepietowski, J., Romanov, D., Marron, S.E., Altunay, I.K., Finlay, A.Y., Salek, S.S., & 

Kupfer, J. (2015). The Psychological Burden of Skin Diseases: A Cross-Sectional 

Multicenter Study among Dermatological Out-Patients in 13 European Countries. 

Journal of Investigative Dermatology, 135, 984–991. 

 

Denburg, A. (2016). Canadian Values, Social Policy and the Health of Our Kids. Paediatr Child  

Health, 21(5), 242–244. 

 

Devaux, M. (2013). Income-Related Inequalities and Inequities in Health Care Services  

Utilisation in 18 Selected OECD Countries. Eur J Health Econ. DOI 10.1007/s10198-

013-0546-4. 

 

Dowlatshahi, E.A., Wakkee, M., Arends, L.R., & Nijsten, T. (2014). The Prevalence and Odds of  

Depressive Symptoms and Clinical Depression in Psoriasis Patients: A Systematic 

Review and Meta-Analysis. Journal of Investigative Dermatology, 134(6), 1542–1551. 

 

Drucker, A,M., Thiruchelvam, D., & Redelmeier, D.A. (2018). Eczema and Subsequent Suicide:  

A Matched Case Control Study. BMJ Open, 8;e023776. Doi: 10.1136/bmjopen-2018-

023776 

 

Ebrahim, S. (1995). Clinical and Public Health Perspectives and Applications of Health-Related  

Quality of Life Measurement. Social Science and Medicine, 41, 1383–94. 

 

Eckert, L., Gupta, S., Amand, C., Gadkari, A., Mahajan, P., & Gelfand, J.M. (2017). Impact of  

Atopic Dermatitis on Health-Related Quality of Life and Productivity in Adults in the 

United States: An Analysis Using the National Health and Wellness Survey. Journal of 

the American Academy of Dermatology, 77(2), 275–279. 

 



 66 

Eckert, L., Gupta, S., Gadkari, A., Mahajan, P., & Gelfand, J.M. (2019). Burden of Illness in  

Adults with Atopic Dermatitis: Analysis of National Health and Wellness Survey Data 

from France, Germany, Italy, Spain, and the United Kingdom. Journal of the American 

Academy of Dermatology, 81(1), 187–195. 

 

Eczema Society of Canada. (2017). Atopic Dermatitis Quality of Life Report: 2016/2017 Survey  

Results. 

 

Eder, L., Widdifield, J., Rosen, C.F., Cook, R., Lee, K-A., Alhusayen, R., Paterson, M.J., Cheng,  

S.Y., Jabbari, S., Campbell, W., Bernatsky, S., Gladman, D.D., & Tu, K. (2019). Trends 

in the Prevalence and Incidence of Psoriasis and Psoriatic Arthritis in Ontario, Canada: A 

Population-Based Study. Arthritis Care & Research, 71(8), 1084–1091. 

 

Ellis, C.N., Mancini, A.J., Paller, A.S., Simpson, E.L., & Eichenfield, L.F. (2012).  

Understanding and Managing Atopic Dermatitis in Adult Patients. Seminars in 

Cutaneous Medicine and Surgery, 31(3), 18–22. 

 

Farzanfar, D., Dowlati, Y., French, L.E., Lowes, M.A., & Alavi, A. (2018). Inflammation: A  

Contributor to Depressive Comorbidity in Inflammatory Skin Disease. Skin, 

Pharmacology, and Physiology, 31, 246–251. 

 

Feldman, D.E., Xiao, Y., Bernatsky, S., Haggerty, J., Leffondré, K., Tousignant, P., Roy, Y.,  
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GREB Approval Letter 

 



 75 

Appendix B 

Letter of Information 
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Appendix C 

Questionnaire 

 

1. When was your most recent visit to a dermatologist? 

a. Within the last 12 months. 

b. Between 13 and 24 months ago. 

c. Between 15 and 60 months ago. 

d. More than 60 months ago. 

 

2. Thinking about your most recent visit, which specific condition led you to see a 

dermatologist? 

a. Eczema 

b. Acne 

c. Psoriasis 

d. Hives 

e. Melanoma 

f. Cellulitis 

g. Rosacea 

h. Other – Please specify: 

 

3. Over the last week, how itchy, sore, painful, or stinging has your skin been? 

a. 0 (Not at all) 

b. 1 (A little) 

c. 2 (A lot) 

d. 3 (Very much) 
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4. Over the last week, how embarrassed or self-conscious have you been because of 

your skin? 

a. 0 

b. 1 

c. 2 

d. 3 

 

5. Over the last week, how much has your skin influenced the clothes you wear? 

a. 0 

b. 1 

c. 2 

d. 3 

 

6. Over the last week, how much has your skin interfered with your daily activities, 

like going shopping, looking after your home, etc.? 

a. 0 

b. 1 

c. 2 

d. 3 

 

7. Over the last week, how much has your skin influenced any social or leisure 

activities? 

a. 0 

b. 1 

c. 2 

d. 3 
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8. Over the last week, how much has your skin made it difficult to do any sport? 

a. Not relevant 

b. 0 

c. 1 

d. 2 

e. 3 

 

9. Over the last week, how much has your skin prevented you from working or 

studying? 

a. Not relevant 

b. 0 

c. 1 

d. 2 

e. 3 

 

10. Over the last week, how much has your skin created problems with your partner or 

any of your close friends or relatives? 

a. Not relevant 

b. 0 

c. 1 

d. 2 

e. 3 

 

11. Over the last week, how much has your skin caused any sexual difficulties? 

a. Not relevant 

b. 0 

c. 1 

d. 2 

e. 3 
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12.  Over the last week, how much of a problem has the treatment for your skin been, 

for example, by making your home messy, or by taking up time? 

a. Not relevant 

b. 0 

c. 1 

d. 2 

e. 3 

 

13. In what township, village, town, or city did you live at the time you saw a 

dermatologist? 

 

14. How long did it take after seeing your general practitioner/family physician for you 

to see a specialist? 

a. Less than 30 days 

b. Between 31 days and 90 days 

c. Between 91 days and 180 days 

d. Between 181 days and 365 days 

e. More than a year 

 

15. Did you see a dermatologist in the township, village, town, or city where you lived, 

or did you have to travel to a different community? 

a. My own community 

b. A different community 

 

16. If you answered, ‘a different community,’ please identify the township, village, 

town, or city where you saw the dermatologist: 
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17. If you had to travel to a different community, how far did you have to travel (in 

kilometres)? 

a. 10 km or less 

b. Between 10 km and 50 km 

c. Between 51 km and 100 km 

d. Between 101 km and 200 km 

e. Between 201 km and 500 km 

f. Between 501 km and 1,000 km 

g. More than 1,000 km 

 

18. Apart from wait time or distance, what other barriers (if any) did you face to 

accessing dermatology services for your skin? 

 

19. What was your year of birth? 

 

20. What biological sex were you assigned at birth? 

a. Male 

b. Female 

c. Intersex 

d. I prefer not to disclose information concerning my sex 

 

21. In which of the languages below are you proficient? 

a. English 

b. French 

c. Both 

d. Neither 
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22. What is your ethnicity? Please select all applicable options. 

English Irish Chinese First Nations 

French Italian Polish Métis 

German Ukrainian Portuguese Inuit 

Scottish Dutch (Netherlands) South Asian Other – Please specify: 

  

23. What is your highest level of education? 

a. Bachelor’s degree or higher 

b. University below Bachelor’s 

c. College diploma 

d. Apprenticeship or other trades certificate 

e. High School diploma 

f. No certificate, diploma, or degree 

 

24. What is your current employment status? 

a. Employed 

b. Unemployed 

c. Retired 

d. Other – Please specify: 

 

25. What is your current gross individual income? 

Less than $10,000 $40,000 - $49,999 $80,000 - $89,999 

$10,000 - $19,999 $50,000 - $59,999 $90,000 - $99,999 

$20,000 - $29,999 $60,000 - $69,999 $100,000 or more 

$30,000 - $39,999 $70,000 - $79,999  
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Appendix D 

Recruitment Poster 
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Appendix E 

Chi-Square Results 

 

Crosstabs Pearson Chi-

Square 

Likelihood 

Ratio 

Asymptotic Significance 

(Pearson; 2–sided) 

Time of Specialist Visit 

Ageb 

Gendera 

Languagea 

Education 

Employment Statusa 

Incomea 

DQLI 

 

1.545 

.989 

.033 

.970 

.122 

1.740 

.030 

 

1.624 

.951 

.033 

.981 

.124 

1.755 

.030 

 

.462 

.320 

.855 

.325 

.727 

.419 

.862 

Wait Time between Referral and 

Specialist Visit 

Age 

Genderb 

Languageb 

Education 

Employment Statusa 

Income 

DQLI 

 

 

8.274 

3.023 

1.848 

.583 

.047 

10.544 

1.536 

 

 

8.629 

3.110 

1.934 

.585 

.047 

11.265 

1.542 

 

 

.016 

.082 

.174 

.445 

.828 

.005 

.215 

Location of Specialist Visit 

Agec 

Gendera 

Languagea 

Educationb 

Employment Statusa 

Incomec 

DQLIb 

 

2.518 

1.866 

.527 

.101 

.124 

1.669 

.112 

 

2.459 

3.142 

.480 

.100 

.119 

1.731 

.113 

 

.284 

.172 

.468 

.751 

.725 

.434 

.738 

aOne cell had an expected cell count of less than 5. 

bTwo cells had an expected cell count of less than 5. 

cThree cells had an expected cell count of less than 5. 
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Appendix F 

Simple Logistic Regression – Time of Specialist Visit 

 

Independent Variables B Significance Odds 

Ratio 

95% C.I. for 

Exp(B) 

Age(1) 

18–25 

 

- 

 

.474 

 

- 

 

- 

Age(2) 

26–39 

 

.857 

 

.271 

 

2.357 

Upper: 10.850 

Lower: .512 

Age(3) 

40+ 

 

.963 

 

.272 

 

2.619 

Upper: 14.577 

Lower: .471 

Gender(2)a 

Female 

 

.767 

 

.327 

 

2.154 

Upper: 9.988 

Lower: .464 

Education(2) 

‘Below bachelor’s degree’ 

 

.606 

 

.327 

 

1.833 

Upper: 6.162 

Lower: .545 

Employment Status(2) 

‘Not employed’ 

 

.267 

 

.727 

 

1.307 

Upper: 5.870 

Lower: .291 

Income(1) 

$0–$29,999 

 

- 

 

.429 

 

- 

 

- 

Income(2) 

$30,000–$59,999 

 

.511 

 

.526 

 

1.667 

Upper: 8.070 

Lower: .344 

Income(3) 

$60,000+ 

 

1.070 

 

.201 

 

2.917 

Upper: 15.054 

Lower: .565 

DQLI(2) 

‘Moderate to Extreme’ 

 

–.105 

 

.862 

 

.900 

Upper: 2.964 

Lower: .273 

aOne category had a minimum case count of less than 10. 
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Appendix G 

Simple Logistic Regression – Wait Time between Referral and Specialist Visit 

 

Independent Variable B Significance Odds 

Ratio 

95% C.I. for 

Exp(B) 

Age(1) 

18–25 

 

- 

 

.026 

 

- 

 

- 

Age(2) 

26–39 

 

2.126 

 

.007 

 

8.381 

Upper: 39.692 

Lower: 1.770 

Age(3) 

40+ 

 

1.636 

 

.062 

 

5.133 

Upper: 28.570 

Lower: .922 

Gender(2)a 

Female 

 

–1.443 

 

.099 

 

.236 

Upper: 1.314 

Lower: .042 

Education(2) 

‘Below bachelor’s degree’ 

 

–.442 

 

.446 

 

.643 

Upper: 2.004 

Lower: .206 

Employment Status(2) 

‘Not employed’ 

 

.154 

 

.828 

 

1.167 

Upper: 4.685 

Lower: .291 

Income(1) 

$0–$29,999 

 

- 

 

.015 

 

- 

 

- 

Income(2) 

$30,000–$59,999 

 

2.621 

 

.004 

 

13.750 

Upper: 81.487 

Lower: 2.320 

Income(3) 

$60,000+ 

 

2.110 

 

.024 

 

8.250 

Upper: 51.263 

Lower: 1.328 

DQLI(2) 

‘Moderate to Extreme’ 

 

–.723 

 

.218 

 

.485 

Upper: 1.532 

Lower: .154 

aOne category had a minimum case count of less than 10. 
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Appendix H 

Simple Logistic Regression – Location of Specialist Visit 

 

Covariates B Significance Odds 

Ratio 

95% C.I. for 

Exp(B) 

Age(1) 

18–25 

 

- 

 

.314 

 

- 

 

- 

Age(2) 

26–39 

 

–1.435 

 

.130 

 

.238 

Upper: 1.525 

Lower: .037 

Age(3) 

40+ 

 

–.693 

 

.477 

 

.500 

Upper: 3.378 

Lower: .074 

Gender(2)a 

Female 

 

–19.786 

 

.999 

 

.000 

Upper: - 

Lower: .000 

Education(2) 

‘Below bachelor’s degree’ 

 

–.245 

 

.751 

 

.783 

Upper: 3.567 

Lower: .172 

Employment Status(2) 

‘Not employed’ 

 

–.318 

 

.725 

 

.727 

Upper: 4.300 

Lower: .123 

Income(1) 

$0–$29,999 

 

- 

 

.459 

 

- 

 

- 

Income(2) 

$30,000–$59,999 

 

1.322 

 

.255 

 

3.750 

Upper: 36.434 

Lower: .386 

Income(3) 

$60,000+ 

 

.613 

 

.634 

 

1.846 

Upper: 23.070 

Lower: .148 

DQLI(2) 

‘Moderate to Extreme’ 

 

–.266 

 

.738 

 

.767 

Upper: 3.643 

Lower: .161 

aOne category had a minimum case count of less than 10. 
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Appendix I 

Multivariate Logistic Regression 

 

Covariates B Significance Odds 

Ratio 

95% C.I. for 

Exp(B) 

Age(1) 

18–25 

 

- 

 

.258 

 

- 

 

- 

Age(2) 

26–39 

 

1.665 

 

.101 

 

5.288 

Upper: 38.673 

Lower: .723 

Age(3) 

40+ 

 

1.432 

 

.225 

 

4.188 

Upper: 42.285 

Lower: .415 

Gender(2)a 

Female 

 

–1.458 

 

.173 

 

.233 

Upper: 1.891 

Lower: .029 

Education(2) 

‘Below bachelor’s degree’ 

 

–.339 

 

.674 

 

.713 

Upper: 3.457 

Lower: .147 

Employment Status(2) 

‘Not employed’ 

 

.811 

 

.422 

 

2.250 

Upper: 16.276 

Lower: .311 

Income(1) 

$0–$29,999 

 

- 

 

.140 

 

- 

 

- 

Income(2) 

$30,000–$59,999 

 

2.161 

 

.049 

 

8.681 

Upper: 74.799 

Lower: 1.007 

Income(3) 

$60,000+ 

 

1.742 

 

.124 

 

5.711 

Upper: 52.627 

Lower: .620 

DQLI(2) 

‘Moderate to Extreme’ 

 

–.890 

 

.261 

 

.411 

Upper: 1.937 

Lower: .087 

aOne category had a minimum case count of less than 10. 
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Appendix J 

Mean DQLI Scores by Question – Adjusted Values 

 

 Question (DQLI) Frequency Mean 

Score 

Mean Standard 

Deviation 

1 Over the last week, how itchy, sore, 

painful, or stinging has your skin been? 

49 1.37 1.01 

2 Over the last week, how embarrassed or 

self-conscious have you been because of 

your skin? 

49 1.55 1.15 

3 Over the last week, how much has your 

skin influenced the clothes you wear? 

49 1.08 1.50 

4 Over the last week, how much has your 

skin interfered with your daily activities, 

like going shopping, looking after your 

home, etc.? 

49 .71 1.06 

5 Over the last week, how much has your 

skin influenced any social or leisure 

activities? 

49 .84 1.12 

6 Over the last week, how much has your 

skin made it difficult to do any sport? 

23 .87 1.24 

7 Over the last week, how much has your 

skin prevented you from working or 

studying? 

36 .44 .52 

8 Over the last week, how much has your 

skin created problems with your partner 

or any of your close friends or relatives? 

38 .37 .50 

9 Over the last week, how much has your 

skin caused any sexual difficulties? 

31 .55 .76 

10 Over the last week, how much of a 

problem has the treatment for your skin 

been, for example, by making your home 

messy, or by taking up time? 

45 .82 .90 
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Appendix K 

One-Way ANOVA – Mean DQLI Scores 

 

Value Levene Statistic Significance 

Based on Mean 4.187 .000034 

Based on Median 2.728 .004 
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Appendix L 

Open-Ended Survey Responses – Self-Reported Barriers to Care 

 

Barriers Related to Dermatologist Availability: 

 

“He is always very booked.” 

~ Female, 18, Thunder Bay (Acne) 

 

“The dermatologist only visited the city monthly, making it very hard to schedule appointments.” 

~ Female, 22, Thunder Bay (Acne) 

 

“[The] dermatologist was seldom in the city.” 

~ Female, 31, Thunder Bay (Acne) 

 

“[The] dermatologist was not available quickly.” 

~ Male, 28, Thunder Bay (Acne) 

 

“The dermatologist lived out of town, so they only came into town every once in a while.” 

~ Female, 25, Thunder Bay (Eczema, Acne) 

 

“There is no longer a dermatologist in Thunder Bay.” 

~ Female, 50, Thunder Bay (Prurigo Nodularis) 

 

“Lack of a dermatologist that practices in my community full time.” 

~ Female, 25, Thunder Bay (Psoriasis) 

 

“No specialists in town. Have to wait until they come to town and book for specific dates if I 

want to see him.” 

~ Female, 22, Thunder Bay (Eczema) 
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Barriers Related to Acceptability: 

 

“I had to wait 2 hours in the doctor’s office after my original appointment time before I got in.” 

~ Female, 20, Thunder Bay (Acne) 

 

“Doctor always hours late on his appointments.” 

~ Female, 25, Thunder Bay (Acne) 

 

“Wait time once at [the] appointment.” 

~ Female, 60, London (Rosacea) 

 

“Still undiagnosed, not being treated, getting worse.” 

~ Female, 58, Sturgeon Falls (Undiagnosed) 

 

“Finding the correct diagnosis and correct treatment for it.” 

~ Male, 47, Nepean (Dermatomyositis) 

 

Barriers Related to Accommodation: 

 

“Getting a referral. I don’t have a doctor so I had to get one via walk-in.” 

~ Female, 19, Thunder Bay (Eczema) 

 

“Needing a referral and not having a family doctor.” 

~ Female, 30, London (Psoriasis) 

 

“Just [the general practitioner] thinking it’d be easier to try a litany of new eczema creams before 

sending [me to a] dermatologist.” 

~ Female, 30, Thunder Bay (Eczema) 
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Financial Barriers: 

 

“Financial.” 

~ Female, 19, Ancaster (Acne, Cellulitis) 

 

“It always takes several visits to a [general practitioner] before they refer to a dermatologist. This 

costs time and money.” 

~ Female, 53, Lakefield (Rosacea) 

 

“Cost.” 

~ Female, 60, Thunder Bay (Psoriasis) 

 

“The cost of the treatment was prohibitive. I won’t be able to continue treatment because I can’t 

afford it.” 

~ Female, 23, Thunder Bay (Rosacea) 

 

Other Barriers: 

 

“My age.” 

~ Female, 18, Thunder Bay (Eczema, Acne, Hives) 

 

“Emotional.” 

~ Female, 60, Thunder Bay (Eczema, Psoriasis) 


