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Presentation Overview 

 Planning 

 Engagement 

 Implementation 

 Primary Care in Long Term Care



Strong primary health care and robust primary 
health care teams are the foundation of the 
health care system (Baker & Denis, 2011). 

Primary care improvement is viewed as a critical 
starting point for transforming health care 
systems and improving access and quality of care 
(Starfield et al., 2005; Hutchison, 2008; Health Council of Canada, 2009; as 
cited in Baker and Dennis, 2011).

High Performing Health Systems



Research, surveillance, knowledge sharing, and 
evaluation through a Population Health* approach and 

in partnership with Public Health and others

Leadership & 
Governance

Economic 
Conditions

Workforce
Engagement 

Platform
Quality, 

Safety, & Risk
Infrastructure Accountability Culture

Functions and Enablers for the Nova Scotia Primary Health Care System
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What does 

it mean to 

be a health 

home?

• Person– and family- centred

• Timely access

• Every patient has a most responsible 

provider 

• Comprehensive scope of services carried 

out by teams or networks of providers

• Continuity and coordination of

relationships, & information

• Ideal sites for training and research

• Electronic medical records (EMR) 

• Commitment to continuous quality 

improvement and safety

• Strongly supported by governance 

structures, practice management, the 

public, etc. 

• Health homes work in collaboration with 

other health homes to foster collaboration 

Adapted from: A Vision for Canada: Family 
Practice - The Patient's Medical Home (College 

of Family Physicians of Canada, 2011)





Need a Family Practice



Services Outside the Health Home

• Members of the team (in particular, family physicians) are also 

required to provide services outside of the Health Home setting to 

serve the broader community cluster population and network.

• Additional FTE required to be added to the Health Home FTE 

complement for a community cluster: 

 General Inpatient Care 

 Long Term Care (Nursing Homes & Residential Care Facilities) 

 Collaborative Emergency Centre Coverage and Emergency Care 

 Intra-partum care

• These metrics are added separately to account for the variation  

across community clusters in the services that teams are required to 

cover



Positives: 

• Variety of providers 

• Team-based care

• Evening  & weekend access

• EMR/sharing of information

• Teams foster retention 

Concerns:

• Recruitment & retention

• Physician remuneration 

• Understanding collaborative 

care

• More communication 

needed

• NFP Registry data

• Privacy of medical record

• Timelines & cost

Considerations for 

success:

• Promote wellness/consider 

factors that influence 

health 

• Help with navigating the 

health system 

• Be flexible, collaborate, 

understand community 

needs Consider geography-

transportation is an issue

• Rely on community leaders

• Keep communicating 

Stakeholder Conversations: What we heard…..



Implementation Quick Facts



Primary Care in LTC is a partnership

 In 2017, co-lead by NSHA CC & PHC-DFP work started to look at 

primary care coverage in LTC facilities across the province

 Review included the leadership structure required to support this 

work

 Engagement occurred  with multiple stakeholders:

 NSHA PHC, DFP and CC leadership

 LTC Facilities 

 LTC Family & Resident Councils 

 Medical Directors 

 LTC Planning Forum 2017- LTC & PHC stakeholders from 

across the province



The current delivery model requires enhancement with considerations given to:

 Regularly scheduled visits    to sites

 Provide coverage for after-hours, vacations, etc. 

 Medication reviews

 Admitting privileges (to hospital) 

 Providing timely or emergency services

 Occupational Therapy 

 Palliative Care 

 Internal examinations

 Attending care conference

 Physical examinations

 Other services: i.e. ear irrigation, manual wound debridement, removal skin 

lesions, etc.

What we heard…



 No consensus on the right model to manage the care of the elderly to 

achieve improved health outcomes.

Defining characteristics of successful approaches included: 

 Investment in relationship building 

 Responsibility for a defined population

 Providing age appropriate clinical services

 Clear governance arrangements with contractual and financial 

incentives

***Leads to the importance of clear roles and responsibilities

Key takeaways from the literature…. 



 Deliverable from work - 7 recommendations to support the 

development of a sustainable provincial framework for primary care 

coverage in long –term care

 Local adaptability from an implementation perspective critical success 

factor  

 Planning and implementation of the recommendations will require 

cross system partnerships between Department Health & Wellness, 

the Nova Scotia Health Authority’s (NSHA) Continuing Care, 

Department of Family Practice and Primary Health Care portfolios,  the 

long term care sector and partners such as Drs. Nova Scotia.

 Currently working with DHW to review and final recommendations + 

next steps 

Primary Care in LTC is a partnership



Transforming the primary health care system in Nova Scotia is large 

scale change. Principles for large scale change must be front and 

centre in our work as we move forward, including, the “movement 

towards a new vision that is better and fundamentally different from 

the status quo” and recognizing the complexity and uncertainty 

involved and willing to be flexible, adaptable, and engage others  

(NHS, 2017).

Thank you 


