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Context: Approximately 20% of Canadians reside in rural or
remote communities where access to medical specialties such as
otolaryngology remains challenging due to long wait times and
distance to services. The purpose of this study was to characterize
patient demographics, common clinical diagnoses, and barriers to
accessing otolaryngology services, in a remote Northern Ontario
setting. A secondary objective was to describe a care model that
provides multi-subspecialty otolaryngology services to a remote
community.
Issue:  A team of academic otolaryngologists provided annual
(2020–2021) subspecialty services in otology, neurotology,
rhinology, head and neck oncology, and pediatrics to a remote
hospital with admitting, general anesthesia and surgical resources.
Data regarding patient demographics, otolaryngology-related

diagnosis, wait times and distance travelled were recorded. Data
were obtained for 276 patients treated in the clinic. The median
age was 47 years (range 0–85 years). The most common
otolaryngological conditions were hearing loss (n=62) and nasal
obstruction (n=34). Nearly 30% of patients traveled further than
150 km to access care, and 62% waited 3–6 months for a
consultation.
Lessons learned: This is the first study to characterize the
demographics and range of otolaryngological disorders
encountered in a remote Northern Ontario setting. The results
have identified specific otolaryngology needs and barriers to
access to care. The data can be used to guide healthcare providers
and administrators on resource allocation to optimize the delivery
of otolaryngology services.
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FULL ARTICLE:
Context

Statistics Canada defines an urban area (or population center) as
having a population of at least 1000 and a density of 400 or more
people per square kilometer. Any territory not meeting this
definition is considered a rural area . In 2017, Statistics Canada
developed a remoteness index (RI) for almost all Canadian census
subdivisions . The RI is assigned on a normalized scale of 0 to 1
where 0 is the most accessible (urban) and 1 is the least accessible
(remote) area . According to these definitions, approximately 20%
of Canadians reside in rural or remote communities and the
majority of Northern Ontario can be classified as rural or remote.
In Canada, most otolaryngologists practice in urban centers and
the number of practicing otolaryngologists in rural and/or remote
areas of Canada is decreasing . The main cities in rural Northern
Ontario with populations of 7500–160 000 people have either
‘permanent’ otolaryngology physicians (Greater Sudbury, Thunder
Bay, Sault Ste. Marie, North Bay and Timmins), ‘visiting’

otolaryngology providers (Kenora, Elliot Lake and Dryden) or no
regular access to otolaryngology services. Less populated
communities, such as Kapuskasing, Kirkland Lake, Fort Frances and
communities in the Sioux Lookout area, also have access to
‘visiting’ otolaryngology providers.

The Meno Ya Win Health Centre is a 60-bed hospital in Sioux
Lookout, Ontario. The hospital provides healthcare services to
30 000 people across 31 remote communities (Fig1) including all
residents of Sioux Lookout and the surrounding area, including
Hudson, Pickle Lake, Savant Lake and the First Nation communities
in the region. The center has a broad range of general and
specialized resources including acute care, admitting, general
anesthesia and surgical resources. The Meno Ya Win Health Centre
is a centre of excellence for Aboriginal care. Sioux Lookout has a
population of 5272 encompassing an area of 536 km , and a
population density of 9.8 people per square kilometer. Sioux
Lookout is therefore considered a rural and remote area.
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Figure 1:  Map of service area of Meno Ya Win Health Centre, Northern Ontario, Canada.

Issue

There is a discordance between the prevalence of otolaryngologic
disease and the availability of otolaryngology services in remote
and rural communities in Canada and other countries . Crowson
and Lin (2017) described the urbanization of otolaryngology –
head and neck surgery (OHNS) providers, in which the number of
rural OHNS providers is decreasing annually (–0.38 providers/year)
and the number of urban OHNS providers is increasing annually
(11.4 providers/year) . Diminished access to otolaryngology
services in rural areas will undoubtedly delay timely diagnosis and
treatment. Underserved and vulnerable populations are less
frequently diagnosed with common otolaryngologic disorders and
come to clinical attention with advanced forms of disease .
Diminished accessibility to otolaryngology care in rural and remote
areas is prevalent across other developed countries including the
US and Australia . Timely access to medical specialties such as
OHNS in Northern Ontario is further challenged by long wait times
and long distances to services . It is evident that new models of
care delivery are required that are efficient, cost effective and
tailored to the needs of the population by minimizing disruption
caused by travel and financial burden.

The visiting otolaryngology team

The authors proposed the implementation of a visiting
otolaryngology team consisting of three surgeons with expertise in
multiple subspecialty areas, including otology, neurotology,

rhinology, head and neck surgical oncology and pediatric
otolaryngology, as well as one otolaryngology trainee. Patients
were not assigned a priori to a specific otolaryngologist based on
patient age or presenting problem. Rather, patients were seen in
the order of their appointment time by the first available
otolaryngologist. Subsequent consultation with a second
otolaryngologist with the relevant expertise was frequently done
to ensure the most appropriate and timely investigative and
treatment recommendations were provided to patients. This
practice provided reassurance to the otolaryngology team
members from a quality perspective and eliminated the need for
referral to another subspecialist.

The team treated patients in the otolaryngology clinic at Meno Ya
Win Health Centre over two 1-week periods in March 2020 and
March 2021. Patients were referred to the clinic from primary care
providers and nurse practitioners located in the northern
communities. The COVID-19 pandemic did not influence the
number of referrals to the clinic, or the level of care provided
during the two seasonal visits. It should be noted that the annual
team visit replaced an occasional single visiting otolaryngologist.
As such, the annual visit has augmented the visiting outreach and
represents a net gain in otolaryngology service.

Demographic and clinical data were collected from patients during
clinical visits. The following information was recorded: gender, age,
chief complaint, past medical history, past surgical history, tobacco
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use and alcohol use. The patients’ access to a GP, wait time to see
a GP, wait time to see a specialist and distance traveled for the
current visit were also recorded. Chief otolaryngology complaints
were categorized as maxillofacial traumas; sleep-related breathing
disorders; head and neck cancers/mass; general ear, nose and
throat conditions; laryngology; rhinology; nasal obstructions and
sinusitis; otology and neurotology; or other.

Ethics approval

The study was reviewed and approved by the Institutional
Research Ethics Board at Meno Ya Win Health Centre (REB #03-21,

23 April 2021).

Demographics

Demographic and clinical data were retrieved from 276
consecutive patients presenting to the Meno Ya Win Health Centre
otolaryngology clinic during the March 2020 (n=154 patients) and
March 2021 (n=122) clinics. The median age was 47 years (range:
newborn to 85 years). Seventy-one patients (26%) were children
(age <18 years) and 78 patients (28%) were older than 60 years. A
prominent cohort (n=110, 40%) was adults aged 31–60 or more
years (Table 1).

Table 1:  Patient characteristics, alcohol and tobacco use

Clinical presentations

In all patients, the most common otolaryngology-related clinical
complaints were hearing loss (n=62, 23%), nasal obstruction (n=34,
12%), vertigo (n=16, 6%), tinnitus (n=15, 5%) and adenotonsillar
disease (n=14, 5%). It should be noted that some patients
presented with more than one complaint in the clinic and the total
number of clinical complaints was greater than the number of
patients (n=279). Clinical presentations were categorized and
summarized for pediatric and adult patients in Figure 2. Pediatric
patients most commonly presented with otitis media (n=12, 17%)

and hearing loss (n=10, 14%). Patients older than 18 years most
commonly presented with hearing loss (n=52, 25%), nasal
obstruction (n=29, 14%), vertigo (n=15, 7%) and tinnitus (n=14,
7%). Surgical interventions were limited to adenotonsillectomy,
myringotomy and tube insertion, functional endoscopic sinus
surgery, tympanoplasty, septoplasty, rhinoplasty, and needle and
open biopsy procedures in patients without serious comorbidities.
Patients requiring similar procedures and who had comorbidities
were referred to regional centres. Very complex surgeries or
patients with significant comorbidities were referred to academic
tertiary centres for treatment.

Figure 2:  Presenting complaints (adults and pediatric)  at Meno Ya Win Health Centre otolaryngology clinic, March 2020
(n=154) and March 2021 (n=122).

Comorbidities

†

Comorbidities were reported in 32% (n=23) of the pediatric 
patients and included diagnoses such as metabolic disorders



(obesity and type 2 diabetes mellitus), inflammatory disorders
(eczema), mental health disorders (attention deficit hyperactivity
disorder, drug abuse), and congenital disorders (fetal alcohol
syndrome, 22q11.2 deletion syndrome and cerebral palsy).

In contrast, comorbidities were reported in 66% (n=135) of the
adult patients. The most commonly reported comorbidities were
hypertension (n=34), type 2 diabetes mellitus (n=24), respiratory
disease (chronic obstructive pulmonary disease, asthma; n=17),
cancer (melanoma, non-Hodgkin lymphoma, osteosarcoma, breast
carcinoma, gastric carcinoma; n=12), mental health disorders
(anxiety, depression and substance use disorders; n=12), and
musculoskeletal disorders (n=10). Gall bladder disease requiring
cholecystectomy was identified in 10 adult patients.

Access to care

Nearly 30% (n=81) of patients traveled further than 150 km to
access otolaryngology services at the Meno Ya Win Health Centre,
and 5% (n=13) of patients traveled further than 250 km. The
majority of the patients (n=172, 62.3%) reported a 3–6-month wait
time to be assessed in the Meno Ya Win Health Centre
otolaryngology clinic. However, due to time constraints, not all
patients referred to the clinic were able to meet with an OHNS
care provider as the consultation waitlist ranged between 300 and
500 patients. Wait times experienced by these patients were not
considered. A summary of distances traveled and access metrics
for general medical and otolaryngology services is presented in
Table 2.

Table 2:  Access to care for patients attending Meno Ya Win Health Centre otolaryngology clinic, March 2020 (n=154) and
March 2021 (n=122)

Lessons learned

The authors have expanded the concept of the ‘visiting’
otolaryngology provider to a visiting otolaryngology team with
expertise in multiple subspecialty areas. This approach has
facilitated the management of a wider variety of clinical
presentations locally rather than reliance on the costly, multiple
referrals to subspecialists at academic centers. The approach has
also been instrumental in the building of professional relationships
with local primary care providers, streamlining communication,
and facilitating diagnostic and treatment planning. Key features of
this project are relevant to the rural and remote context and may
be used to inform similar programs for providing care in other
specialties or other rural and remote areas.

First, the authors were able to identify common clinical complaints
specific to rural and remote Northern Ontario and include
subspecialty care providers as part of the visiting otolaryngology
team to address these conditions. The findings of the current study
and a previous Canadian study by Crowson and Lin  suggest that
otolaryngology expertise is needed in the areas of hearing loss and
nasal obstruction in order to address common clinical complaints
in rural/remote populations in Northern Ontario. Similarly, studies
conducted in the US identified hearing loss, chronic ear disease
and non-malignant sinonasal disease as the most commonly
encountered otolaryngological conditions in rural and remote

settings , whereas studies in Australia noted a high prevalence
of otitis media among rural children . There are considerable
differences between common otolaryngological complaints
encountered in an urban setting compared to a rural/remote
setting. The presence of a visiting otolaryngology team with
subexpertise can be utilized to optimize patient outcomes.

Second, the implementation of a visiting otolaryngology team
offers an effective solution to overcome geographical barriers to
otolaryngology services. Although there is no permanent
otolaryngologist, the Meno Ya Win Health Centre now has access
to a visiting otolaryngology team comprising otolaryngologists
with subspeciality training in otology, neurotology, rhinology, head
and neck surgical oncology, and pediatric otolaryngology. For
patients, travel from remote communities to urban centers for
medical care is difficult and expensive, especially during the winter
months. Coordination of air travel and accommodation is time
consuming, requires considerable human resources for planning,
and is costly for provincial government agencies. By having the
OHNS team travel to the local community, the costs associated
with patients traveling to urban centers to receive care are
reduced.

The visiting otolaryngology team-based approach can similarly be
implemented in other rural and remote communities without
access to a permanent otolaryngologist. In a study that observed
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patient access to otolaryngology providers in Iowa, 59% of
patients were located within a 30-minute driving distance of an
otolaryngologist’s primary practice location, compared to 92% of
patients living within a 30-minute driving distance of a visiting
consultant clinic . Significant geographical distances to health
services may lead to reduced healthcare utilization, treatment
effectiveness and overall health outcomes . It has been
reported in studies from Canada, the US and Australia that there is
a significant trend of increasing otolaryngology providers located
in urban centers and decreasing providers in rural or remote
communities . In an Australian study by Gunasekera et al,
33.3% of rural and remote practitioners reported no OHNS services
available in their town, compared to 3.9% of urban practitioners .
There is a clear discordance between the prevalence of
otolaryngologic disease and the availability of local otolaryngology
services in remote and rural communities. The visiting
otolaryngology team is able to address this challenge by traveling
to the community to provide subspecialty care.

Third, the visiting otolaryngology team is able to provide timely
subspecialty otolaryngology care to the local community. Physician
shortages and limited access to specialists can result in longer wait
times for appointments . Rural and remote otolaryngology
providers in Australia noted 14% of patients waited longer than
6 months for appointments compared to 11% for urban
otolaryngologists . Underserved and vulnerable populations are
less frequently diagnosed with common otolaryngologic disorders
and come to clinical attention with advanced forms of disease .
Delays in diagnosis and treatment for patients living in rural
communities can lead to reduced survival rates for patients with
head and neck , and oral cancer . In a study conducted among
children living in Torres Strait and the Cape York region in
Australia, the waitlist for OHNS surgery ranged from 11 months to
3.7 years, far exceeding the local health recommendations . In a
scoping review by Urban et al it was stated that ‘Many studies
cited rural access to care as the reason for advanced disease
progression and poorer outcomes’ . Timely and accessible
otolaryngology services are needed in rural and remote
communities to address population health needs.

The visiting team has engaged the community by contributing to
continuing medical education activities, teaching medical students
from the Northern Ontario School of Medicine, and collaborating
with healthcare administrators to enhance clinic and operating
theatre resources. This has also provided a learning opportunity to
an otolaryngology resident to experience exposure to rural patient
populations. Establishing a consistent presence at the Meno Ya
Win Health Centre will provide an opportunity for outreach and
collaboration with regional Indigenous communities that respects
values and is culturally competent. Further studies such as
satisfaction surveys of patients and local providers, wait-time
quality assessments, and formal cost-effective analyses are
required to fully quantify the benefit of the visiting team approach
and to guide refinements in the model. The visiting otolaryngology
team concept has also been regarded as an important strategy to
address the increase in wait times for assessment and treatment
caused by the COVID-19 pandemic. The increase in local wait times
has been aggravated by backlogs currently facing the secondary
and tertiary referral centres in Ontario and the moratorium on
interprovincial otolaryngology services provided by Manitoba.

The key lessons learned from this study and care delivery model
include that:

it identified a significant need for otolaryngology specialty
care in Northern Ontario
directed investment in the visiting otolaryngology model
should be informed by data that identifies common clinical
complains, resource utilization trends and clinical outcomes
the ‘visiting’ model provides important educational
opportunities for local trainees and faculty. Moreover, it
provides visiting trainees exposure to potential careers in
rural and remote communities
the psychosocial and economic impacts to the patient and
family, such as delayed access to specialty care, and
disruption due to travel and time away from home, were
mitigated by the visiting model
the visiting model has the potential to reduce the
considerable financial burden on the healthcare system by
reducing the costs associated with travel and lodging to
urban centers.
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Research gaps and future directions

There is a paucity of data regarding the demand for and 
availability of otolaryngology services in remote and rural areas of 
Canada. The data are required to inform healthcare providers and 
health resource administrators to address barriers to access, 
reduce wait times for care and improve health outcomes. The 
findings of this study can be used to identify specific 
otolaryngology needs and barriers to access to care. Furthermore, 
the data may guide healthcare providers and administrators on 
resource allocation and optimization of the delivery of 
otolaryngology services. A similar approach may be applied to 
different medical specialties in order to design a visiting team of 
medical providers who can provide subspecialty care that caters to 
the needs of rural and remote communities in Canada and other 
countries.

Conclusion

This project report describes a visiting otolaryngology team that 
provides OHNS services to a Northern Ontario community with the 
aim of providing accessible specialty care catering to treatment 
common clinical complaints. The study findings highlight the need 
for otology and rhinology services and the need to develop 
efficient and cost-effective otolaryngology delivery models to 
serve remote and rural communities in Canada and other 
countries. The data can be used to guide healthcare providers and 
administrators on resource allocation to optimize the delivery of 
otolaryngology services. Further studies are needed to define the 
benefit of a team approach for patients, local providers and 
healthcare delivery.

Acknowledgements

Sioux Lookout Meno Ya Win Health Centre acknowledges that it 
was built on the sacred land and traditional territory of the Lac 
Seul Ojibwe Nation. The authors acknowledge the contributions of 
our clinic nurses Kim Suprovich and Kim Coughlin for their 
commitment and invaluable contributions to the success of the 
otolaryngology clinic. The authors also thank Dr John Rutka for 
establishing the visiting otolaryngology clinic at the Meno Ya Win 
Health Centre, for numerous years of service to the community, 
and for supporting the team clinic approach.

Funding
The authors received no funding for this research. 



The authors declare no conflicts of interest for this study.

REFERENCES:
1 Statistics Canada. Population centre and rural area classification
2016. Ottawa: Statistics Canada, 2016.
2 Subedi R, Roshanafshar S, Greenberg TL. Developing meaningful
categories for distinguishing levels of remoteness in Canada.
Ottawa: Statistics Canada, 2020.
3 Crowson MG, Lin V. The Canadian otolaryngology-head and neck
surgery workforce in the urban-rural continuum: longitudinal data
from 2002 to 2013. Otolaryngology-Head and Neck Surgery 2017;
158(1): 127-134. DOI link, PMid:28949835
4 Erickson B, Biron VL, Zhang H, Seikaly H, Côté DWJ. Survival
outcomes of First Nations patients with oral cavity squamous cell
carcinoma. Journal of Otolaryngology - Head & Neck Surgery 2015;
44(4). DOI link, PMid:25645260
5 Westerberg BD, Lango MN. Otolaryngology-related disorders in
underserved populations, otolaryngology training and workforce
considerations in North America. Otolaryngologic Clinics of North
America 2018; 51(3): 685-695. DOI link, PMid:29482920
6 Rechel B, Džakula A, Duran A, Fattore G, Edwards N, Grignon M,
et al. Hospitals in rural or remote areas: an exploratory review of
policies in 8 high-income countries. Health Policy 2016; 120(7):
758-769. DOI link, PMid:27312144
7 Barr M, Dally K, Duncan J. Service accessibility for children with
hearing loss in rural areas of the United States and Canada.
International Journal of Pediatric Otorhinolaryngology 2019; 123:
15-21. DOI link, PMid:31054536
8 Gunasekera H, Morris PS, Daniels J, Couzos S, Craig JC. Otitis
media in Aboriginal children: the discordance between burden of
illness and access to services in rural/remote and urban Australia.
Journal of Paediatrics and Child Health 2009; 45(7-8). DOI link,
PMid:19722295
9 Wang L, Tormala T. Integrating spatial and aspatial factors in
measuring accessibility to primary health care physicians: a case
study of Aboriginal population in Sudbury, Canada. Journal of
Community Medicine and Health Education 2014; 4: 284.
10 Teach SJ, Guagliardo MF, Crain EF, McCarter RJ, Quint DM, Shao
C, et al. Spatial accessibility of primary care pediatric services in an
urban environment: association with asthma management and
outcome. Pediatrics 2006; 117(S2): S78. DOI link, PMid:16777835
11 Scott PA, Temovsky CJ, Lawrence K, Gudaitis E, Lowell MJ.
Analysis of Canadian population with potential geographic access
to intravenous thrombolysis for acute ischemic stroke. Stroke 1998;
29(11): 2304-2310. DOI link, PMid:9804638
12 Young TK, Chatwood S. Health care in the north: what Canada
can learn from its circumpolar neighbours. Canadian Medical
Association Journal 2011; 183(2): 209-214. DOI link,
PMid:21041430
13 Golnick C, Asay E, Provost E, Van Liere D, Bosshart C, Rounds-

Riley J, et al. Innovative primary care delivery in rural Alaska: a
review of patient encounters seen by community health aides.
International Journal of Circumpolar Health 2012; 71(1): 18543.
DOI link, PMid:22765934
14 Urban MJ, Shimomura A, Shah S, Losenegger T, Westrick J,
Jagasia AA. Rural otolaryngology care disparities: a scoping review.
Otolaryngology-Head and Neck Surgery 2022; 166(6): 1219-1227.
DOI link, PMid:35015580
15 Coates H. Chronic suppurative otitis media in indigenous
populations: the Australian Aborigine. Ear, Nose and Throat Journal
2002; 81(8): S11.
16 Gruca TS, Nam I, Tracy R. Reaching rural patients through
otolaryngology visiting consultant clinics. Otolaryngology-Head
and Neck Surgery 2014; 151(6). DOI link, PMid:25281751
17 Davy C, Harfield S, McArthur A, Munn Z, Brown A. Access to
primary health care services for Indigenous peoples: a framework
synthesis. International Journal for Equity in Health 2016; 15(1):
163. DOI link, PMid:27716235
18 McGrail MR, Humphreys JS. A new index of access to primary
care services in rural areas. Australian and New Zealand Journal of
Public Health 2009; 33(5): 418-423. DOI link, PMid:19811476
19 Winters R, Pou A, Friedlander P. A ‘medical mission’ at home:
the needs of rural America in terms of otolaryngology care. The
Journal of Rural Health 2011; 27(3): 297-301. DOI link,
PMid:21729157
20 Jacklin KM, Henderson RI, Green ME, Walker LM, Calam B,
Crowshoe LJ. Health care experiences of Indigenous people living
with type 2 diabetes in Canada. Canadian Medical Association
Journal 2017; 189(3): E106-E112. DOI link, PMid:28246155
21 Nelson SE, Wilson K. Understanding barriers to health care
access through cultural safety and ethical space: Indigenous
people's experiences in Prince George, Canada. Social Science &
Medicine 2018; 218: 21-27. DOI link, PMid:30316132
22 Murphy CT, Galloway TJ, Handorf EA, Egleston BL, Wang LS,
Mehra R, et al. Survival impact of increasing time to treatment
initiation for patients with head and neck cancer in the United
States. Journal of Clinical Oncology 2016; 34(2): 169. DOI link,
PMid:26628469
23 Zhang H, Dziegielewski PT, Jean Nguyen TT, Jeffery CC,
O'Connell DA, Harris JR, et al. The effects of geography on survival
in patients with oral cavity squamous cell carcinoma. Oral
Oncology 2015; 51(6): 578-585. DOI link, PMid:25865551
24 Jacups SP, Newman D, Dean D, Richards A, McConnon KM. An
innovative approach to improve ear, nose and throat surgical
access for remote living Cape York Indigenous children.
International Journal of Pediatric Otorhinolaryngology 2017; 100:
225-231. DOI link, PMid:28802377

This PDF has been produced for your convenience. Always refer to the live site https://www.rrh.org.au/journal/article/8574 for the
Version of Record.

Conflicts of interest




