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| start with gratitude for being able to speak to you from the ancestral and
unceded territory of the Mi’kmaq people. As a descendent of settlers and Metis
peoples, | feel grateful to live and work on this land. We are all treaty people. |
acknowledge these lands were stolen by colonizers that led to displaced people,
plants, and animals. | fully support the recommendations of the Truth and
Reconciliation Commission of Canada.

| also recognize the histories, contributions and legacies of the African Nova

Scotian people and communities who have been here for over 400 years.




| COULDN'T
FIND A DOCTOR
IN 2015

| moved to NS to join the DAL Family Medicine Dept
in 2015.

Coping with an undiagnosed health issue, | was
unable to get a family doctor, despite being told
we had the most per capita in the country. | could
not get a referral from walk-in clinics.

| chose not to use my social capital at DFM to find a
doctor. | started cold calling primary care offices to
no avail.

| finally got a family doctor 3 years later who
referred me, and | saw a specialist within 4 months
& had surgery two days after that.



MAAP STUDY
(2014-15)

ADDRESSING HOW
LITTLE WE KNOW

ABOUT PRIMARY

CARE

MAAP-NS

MODELS & ACCESS ATLAS OF PRIMARY CARE —NOVA SCOTIA

MAAP NS conducted census surveys with primary care administrative staff, family
physicians, and nurse practitioners with high response rates. Data were linked to
administrative billing data for provider & patient outcomes.

Patient Access Key Findings

» Patients of providers soon to retire were older and have more chronic conditions

> Less than 10% of providers are accepting new patients unconditionally

»27.9% of providers were reported by their receptionist to be accepting new patients, but
would not take patients who require narcotics/opioids

»Only 20% of providers who conditionally accept patients will take new patients who
require prenatal care

»47% of providers who will accept new patients conduct unbilled “meet and greet”
appointments before accepting new patients into practice (Marshall et al. 2017, Family
Practice)

So why are primary care providers so reluctant to take on new patients?



WAIT TIMES FOR SPECIALIST CARE
IN OECD COUNTRIES

The share of people waiting one month or more for a specialist appointment
is two-times greater in some countries than in others, with Canada being the longest
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Source: OECD calculations based on 2013 and 2016 Commonwealth Fund International Health Policy Surveys. https://www.oecd-ilibrary.org/sites/242e3c8c-
en/1/3/2/index.html2itemld=/content/publication/242e3c8c-en& _csp_=e90031be7ceb6b03025f09a0c506286b0&itemlGO=oecd&itemContentType=book



EFFECT OF SPECIALIST WAIT TIMES ON
PRIMARY CARE PROVIDER ACCESS

Y % @

Pervasiveness of Providers Managing Consequences
long wait times experience beyond scope for patients
burnout
|~ - v/
Scheduling Managing Additional work
repeat patient in strategizing
visits /reduced expectations & referring

capacity

This indicates the
problem is broader
than primary care,
and that a whole
system solution is
required to
improve access for
patients.



TOP 3 PROVIDER SUGGESTIONS TO
INCREASE ACCESSIBILITY

. % of
Suggestion
responders
More mental health services support
* more professionals in community 32%
* better access to services Main sugge stion:
Changes in payment
* changes to fee codes to reflect needs and time more suppor’rs needed.
required

e fund nurses 28%

* fund teams

* increase fees for house calls

* blended compensation model

* rostering system of payment

Collaborative teams needed 24%




PUPPY-STUDY:

PROV PROGRAMS TO CONNECT PATIENTS TO PRIMARY CARE PROVIDERS

Ontario

Health Care Connect
https://healthcareathome.ca/homeOnt
ario

~2.2M:illion without @
physician; Est 3 Million by
2025

Quebec

Primary Care Access Point, (GAP-

Chichet d’access a la premiere ling)
https://www.quebec.ca/en/health /finding-a-
resource /primary-care-access-point

Patients that have a family doctor
dropped from 83.1% in 2019 to
73%in 2023

Nova Scotia |

Need a Family Practice

Registry
https:/ /needafamilypractice.nshealth.

ca/

June 1%, 160,234 people were on
the registry, representing about
16.2% of the province’s population



PROVINCIAL GROWTH BY POPULATION, 2019 - 2024

Province

Ontario

Quebec

British Columbia
Alberta
Manitoba
Saskatchewan
Nova Scotia
New Brunswick
Newfoundland

Prince Edward
Island

Yukon
Northwest Territory

Nunavut

2024

Population

15,996,989
9,030,684
5,646 467
4,849 906
1,484,135
1,231,043
1,072,545
850,894
541,391

177,081

45,750
44,920
40,758

2022

Population

15,262,660
8,751,352
5,368,266
4.601,314
1,420,228
1,205,119
1,030,953
820,786
528,818

172,707

43,064
45 602
40,586

2016

Population

13,448,494
8,164,361
4,648,055
4,067,175
1,278,365
1,098,352
923 598
747,101
519,716

142 907

35,874
41,786
35,944

2011
Population

12,851,821
7,903,000
4,400,057
3,645,257
1,208,268
1,053,960
921,727
751,171
514,536

140 204

33,897
41,462
31,906




UP STUDY: QUALITATIVE INTERVIEWS WITH
NS UNATTACHED PATIENTS

Quadruple Aim for NS Primary Health Care:

Patient access to primary health care impacts
all quadrants of the Quadruple Aim.

Population Purpose:
Health Cost P

Outcomes

Optimization " to understand the lived experience of being an
unattached patient

" to inform health system strategies for mitigating
negative consequences of unattachment

" to develop patient-informed strategies to increase
Patient Care Team attachment by understanding patient-defined impacts
Experience Well-being of unattachment and the strategies used to access PHC




- [Numberof Participants (%) |
Female 6 (66%)
A 18-39 2 (22%
ST U DY SEOEEE 30-49 1 511‘%(:))
= o
PARTICIPANTS 5055 1 (1%
60-69 4 (44%)

self-report Good 2 (22%)
Visible Minority Yes 2 (22%)
| e 7o

Highest High School 1 (11%)

Education Trade Diploma 2 (22%)

/ University 3 (33%)

People with acute People who are Cerltlﬂcalt; Olr 3 (33%)
primary health well but see access gglcﬁg;r,s'p oma

care needs as a fur?damental Employment Employed 5 (55%)

right Status Self-Employed 1 (11%)

M Other 3 (33%)

People who do not have Household 10,000-19,000 1(11%)

Income ($CAD) 20,000-29,000 // 2 (22%)
//70,000-79,000 2 (22%)
80,000-89,000 1 (11%)
90,000-99,000 1 (11%)
100,000-149,000 1 (11%)
150,000+ 1 (11%)

acute needs but
anticipate need for a
primary health care
provider in the future



FOUR MAIN FINDINGS




1) CONSEQUENCES OF UNATTACHMENT

Care Burden Lost Care

sInformation *Being known sLifestyle changes
*Medical history *Medical follow-up  *Condition-specific
*Navigation *Prescriptions health impacts
*Patient costs *Referrals *Incorrect, missed,

and delayed

diagnoses

*Self diagnosis and

medication

*Not seeking care

Negative Feelings and Stress

* Concern for the future » Demoralization * Lack of provider choice

/"Having to tell your story over and over and over
again to ...and also | think for a physician, they
may be missing certain links. | think the impact
has been enormous, actually”

— Participant 5j

e
If you don’t have a doctor that’s your own, you

tend to put off going in. It’s not as comfortable.
- Participant 2)

The first time [with an emerging medical issue] |
bounced from doctor to doctor each visit... History
matters. [t matters very much. Yeah, you know
your doctor and your doctor knows you.

- Pdrticipdnty




2) STRATEGIES FOR CARE: ATTACHMENT STRATEGIES

Unattached patients’ registry
Interim PHC provider
Cold-calling PHC practices
Personal networks

Expanding geographical
ared

Giving up

-

...l did a lot of talking to bring the [walk-in clinic] doctor up to speed...
what happens now if | got to somebody that | don’t know and doesn’t
know me or my history, and | have 15 minutes or whatever, and they’re
absolutely overloaded with patients anyway?

- Participant 1/

/

And | always kind of figured that | wouldn’t be on the list for very
long... And so, | figured it was just a matter of time before they called

me or contacted me at all. But no, they never did. They still haven't.
- Participant 7
J

e

I've stopped [calling clinics] because it’s pointless. You know, I’'m well
aware of how bad it is now. So, I've stopped trying.

- Participant 6

)




3) ACCESSING CARE WHILE UNATTACHED

Woalk-in-clinics
Emergency care
Specialists and other

healthcare professionals
o

[e ]

(.Buf having been to a couple of walk-in clinics for
various things... and having to deal with these people
at these walk-in clinics was enough to turn me off and

say, you know what, it’s not worth dealing with.
- Participant 6

)

(was having problems with acid reflux and it was the
hematologist [for cancer care] that prescribed a
medication for that. So I've been getting care that’s
been related even though it’s ... you know, you could
say, well, that’s not the hematologist’s job.

- Pcr’ricipom’r]/




4) NEGATIVE FEELINGS AND STRESS

Concern for future — exacerbation,
recurrence or new issue

Feeling demoralized and “like a
beggar” when seeking a new PHC

provider

Frustration with perceived lack of
choice of providers

| am fortunate right now that things are kind of
stabilized and | am healthy. But you know, if that

changes, ’'m not sure what | would do.
- Participant 9/

...And you begin to feel like you’re some kind of
beggar... [Cold calling practices] is demoralizing. It

really is. And you’re just calling strangers.
- Pcr'ricipqn'r2j

Years ago we used to go in, you'd see a doctor once
or twice, and see what you thought of that doctor, did
you have a rapport with that person, and then you
would say okay, yes, will you take me on as a patient?

Now it is like a lottery.
- quticipany




UP STUDY: CONCLUSIONS

While unattached, much of the “process” of healthcare (medical record
management, system navigation), becomes the patient’s responsibility. This is
burdensome and contributes to poor health and social outcomes.

Potential for inequitable care /re-attachment along socio-demographic axes
(i.e. those who are more educated /have more resources may be more likely to
find alternative care or new attachment).

Unattached patients may benefit from “structural’ interventions to ensure
adequate PHC workforce and patient registries/waitlists for patient attachment

To read the full findings: "What do you mean | can't have a doctor? This is
Canadal“- a qualitative study of the myriad consequences for unattached

patients awaiting primary care attachment” (Marshall, et al; DOI:
10.1186/512875-022-01671-5)



https://doi.org/10.1186/s12875-022-01671-5

KEY PUPPY
STUDY
FINDINGS
DURING

THE
PANDEMIC

Covid-19 brought new care innovations without usual red tape, including
for Unattached Patients (e.g. Virtual care fee codes; dedicated clinics)

Asynchronous virtual care helped patients access primary care and
appropriate provider remuneration, training, staffing, & funding

Unattached patients were far more likely to use ED for issues better
addressed in PC, than patients with PC attachment

Community pharmacists played crucial roles for unattached patients; Both
patients & pharmacists want expansion of services (scopes vary widely by
province)

Interdisciplinary primary care teams are essential for supporting complex &
equity-deserving patients, who were disproportionately affected during the
pandemic

Health systems managed a pandemic backlog in patient care and high acuity
needs patients addressed with increased reliance across allied health
providers

Attachment incentives used to encourage taking on more patients fail to
address systemic challenges

Increasing private primary care grew during the pandemic as patients sought
access. Yet, patients value publicly-funded healthcare & DO NOT want to
see the system eroded by industry profit-driven care.



NEXT STEPS &
MORE

INFORMATION

*Launching our PUPPY survey this fall in Nova Scotia, Ontario, and
Quebec around the experiences of access to primary care.

*New follow-up to the UP-Study study in review for Nova Scotia:

Underserved and Unattached: Providing Access To primary
Healthcare (U-PATH).

*Health Care Management Forum PC Special Edition: “Better, not just
bigger: Resuscitating sustainable and equitable primary care in

Canada.”

* Articles in this special edition address challenges in primary care
authors’ diverse expertise and research, offering evidence-
informed recommendations for policy and decision makers.

https://doi.org/10.1177/08404704231190968
https:/ /journals.sagepub.com /toc /hmfa /36 /5



QUESTIONS ARE WELCOME

4

Email: Website:
egmresearch@dal.ca www.emilygardmarshall.ca

-

Twitter /X:
@DrEmilyMarshall
@MaapStudy


http://www.emilygardmarshall.ca/
http://www.emilygardmarshall.ca/

nova scotia

~= health

Optimizing primary care access for people without a regular primary

care provider
Kolten MacDonell

Director, Primary Health Care, Family Practice,
Chronic Disease Management and Wellness
(Central Zone)
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« Need a Family Practice Registry (NAFP)

« Primary Care Clinics (“PCC”) - first iterations

« ‘unattached environment’, interim primary care clinic focused on providing
care for patients who had waited the longest. Prepare for successful start
with primary care providers.

« lessons learned - timing of transfer of care, patient turnover, repeat
intake processes with ‘permanent’ providers

« Evolutionto 50/50 split of attached/“transitional”. “Interim” care for a
longer period before transfer to ‘permanent’ provider.

« Evolution based on provider and patient feedback. Transfer became
challenging. Anxiety/concern from patients receiving ‘interim’ care

« Virtual Care NS

« Available to all patients registered with NAFP, and two free consults per
year for the general public.

« Evolution of PCC’s to 50/50 split of attached and in-person follow-up
care from Virtual Care NS

u; vo scotia
;5‘_.-'9'5-13:. h

ealth
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« Unattached Newborn Clinic

« Request for Care Clinic

- multiple clinics and entry points into the system. Difficult for patients and
providers to navigate

 Future state

S heaith

N
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Centralized Waiting Lists for Unattached Patients

% fﬁj@“ SaE  Over 6,5 million unattached
[ 0 {3(;7 . 'H'H‘H‘ patients in Canada
> Ve | Quebec

A GP for Me r\
(2013) '
Health Connect
registry *some

v 1,55 million unattached
patients registered to the

Patient Registry

regions
¢ b Program (1998) CWL
Need a Family
Find a Family 7 Practice (2016)
Doctor (2019) f Patient Connect \/
Family Doctor - ‘GUiChef d'a.ccés NB (2013) U p 1.0 6 yec rs 1.0 be
Finder (2013) Health Care & un médecin de Gﬂ.qched 1_0 a PCP

Connect (2009) famille (2008)

Duong et al., 2023; MSSS, 2024



Challenges with Centralized Waiting Lists

Priorization
== =0

? 63 R4Eh A 6£Y]
~ TRALe6D 79
i, 4
British-Columbia

Ontario

Quebec

First-come first served

\_

/

ih.

?

H
£

~N

J

* Long-term relationship

* Population-wide intervention
* Broad-spectrum priorization

Manitoba
Nova Scotia
Price-Edward-
Island
New-Brunswick

Breton et al., 2018



Primary Care Access Points for Unattached Patients
(GAP — Guichet d’acces premiere ligne)

B

Evaluation of the implementation of single points of access for unattached
iil patients in primary care and their effects: a study protocol



Orientation by the GAP and associated unmet needs
(self-reported online questionnaire)

Orientation Unmet needs
2\ Appointment with a 0
o
m 55 /0 family physician ] 7 /O
| 4 o) o 0)
ther reference
Y 21% 59%
Web form
24/7
i @ 0 Only information or 0
G®P G?Ps'raff » dh 8 /0 advice 72 /0
« Administrative cler
@ IA -Nursesr f
Digital GAP . .
) Appointment with a
Pat 0 Y
| Qs 5% 22%
Phone line
811, option 3
Self 2 50, E department 41 9%
elf-care or mergency departmen
other trajectories m 0 geneycep 0
E 3 % Community pharmacist 34 0/0
(@ )
Referral to another healthcare
?? 3% professional (physiotherapist, 20 0/0
psychologist, social worker, etc.)



No guidelines, ++ variations across regions
Heavy processes for users
Constant change in design and process
[ J
Barriers

No standardized training and referral algorithm

Shortage in human ressources

Lack of medical capacity and appointments not evenly distributed over the quarters




Facilitators

Support by high governance
Offload from other tasks and
organizational priority

Financial incentives

to increase physicians’ Multidisciplinary clinic

participation for mental health issus
Mobilize the expertise of

all professionals

Digital GAP

Stardardization of
design and processes



3 types of patients with access disparities according
to attachment status

Global medical capacity did not increase leading to
access barriers for attached patients

Provide first contact of care at the expense of care
continuity and comprehensiveness

UNINTENDED
CONSEQUENCES




5 organizational innovations related to GAPs to meet local needs




Thank you!

Mylaine.breton@usherbrooke.ca
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