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Abstract 

Background: COVID‑19 catalyzed a rapid and substantial reorganization of primary care, accelerating the spread of 
existing strategies and fostering a proliferation of innovations. Access to primary care is an essential component of a 
healthcare system, particularly during a pandemic. We describe organizational innovations aiming to improve access 
to primary care and related contextual changes during the first 18 months of the COVID‑19 pandemic in two Cana‑
dian provinces, Quebec and Nova Scotia.

Methods: We conducted a multiple case study based on 63 semi‑structured interviews (n = 33 in Quebec, n = 30 
in Nova Scotia) conducted between October 2020 and May 2021 and 71 documents from both jurisdictions. We 
recruited a diverse range of provincial and regional stakeholders (e.g., policy‑makers, decision‑makers, family physi‑
cians, nurses) involved in reorganizing primary care during the COVID‑19 pandemic using purposeful sampling (e.g., 
based on role, region). Interviews were transcribed verbatim and thematic analysis was conducted in NVivo12. Emerg‑
ing results were discussed by team members to identify salient themes and organized into logic models.

Results: We identified and analyzed six organizational innovations. Four of these – centralized public online booking 
systems, centralized access centers for unattached patients, interim primary care clinics for unattached patients, and 
a community connector to health and social services for older adults – pre‑dated COVID‑19 but were accelerated by 
the pandemic context. The remaining two innovations were created to specifically address pandemic‑related needs: 
COVID‑19 hotlines and COVID‑dedicated primary healthcare clinics.

Innovation spread and proliferation was influenced by several factors, such as a strengthened sense of community 
amongst providers, decreased patient demand at the beginning of the first wave, renewed policy and provider inter‑
est in population‑wide access (versus attachment of patients only), suspended performance targets (e.g., continuity 
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Introduction
Primary care is central to high performing health sys-
tems, reducing disparities in health and improving popu-
lation health [1]. Access to primary care, which includes 
considerations of timeliness, distance, and costs of appro-
priate services, is therefore essential [2]. Patients with 
adequate high-quality primary care access have more 
preventive care, better chronic disease management, 
fewer emergency department visits and hospitalizations, 
increased satisfaction, and better care coordination and 
health outcomes. Inadequate primary care access is a 
major concern facing health systems worldwide and a 
high priority for their populations, clinicians, and policy- 
and decision-makers.

A recent international report measuring primary care 
access found that Canada ranks poorly compared to 
other high-income countries for many indicators. Canada 
ranked 10th out of 11 countries in the 2020 Common-
wealth Fund survey of the proportion of the population 
with a regular primary care provider [3]. Across Canada, 
timely access to primary care also remains a major chal-
lenge [4].

Organizational innovations have the potential to 
improve access to primary care by adjusting care deliv-
ery or developing new services [5]. Various organiza-
tional innovations, including centralized waiting lists 
(CWLs) for patients unattached to a primary care pro-
vider, advanced access models, interdisciplinary teams, 
community health workers, expanded scopes of practice, 
and virtual services, have been implemented around the 
world with the aim of improving access to primary care 
[6–8].

Worldwide, the COVID-19 pandemic spurred health 
systems to rapidly adapt their services [9–11]. Primary 
care played, and continues to play, key roles in health 
systems’ responses to the pandemic, including reducing 
avoidable emergency department visits and hospitali-
zations, supporting testing and vaccination, and caring 
for convalescing COVID-19 patients or those requiring 
rehabilitation services [12, 13]. In addition, primary care 
continues to provide non-COVID-19 care and attend to 

pent-up demand resulting from delayed care. To address 
pandemic-related primary care needs, organizational 
innovations have been developed or adapted, including 
COVID-19 testing clinics, dedicated COVID-19 clinics, 
apps for follow-up with COVID-19 patients in the com-
munity, and virtual care options for responding to the 
needs of COVID-19 and non-COVID-19 patients [14].

COVID-19 catalyzed a rapid and substantial reorgani-
zation of primary care, accelerating the spread of existing 
strategies and fostering a proliferation of innovations [10, 
11]. To our knowledge, no study has analyzed organiza-
tional innovations implemented with the goal of improv-
ing access to primary care in the context of the pandemic. 
The general aim of this study was to describe the organi-
zational innovations developed or adapted during the 
COVID-19 pandemic’s first 18 months to improve pri-
mary care access in two provinces in Canada. The spe-
cific aims of this study were to 1) describe contextual 
changes during the pandemic that influenced primary 
care innovations; 2) describe organizational innovations 
to improve primary care access adapted or developed 
during the COVID-19 pandemic; and 3) describe par-
ticipants’ views on the potential impacts of these innova-
tions on future access to primary care after the pandemic.

Methods
Study setting
We studied organizational innovations in two prov-
inces of Canada. Canada has universal healthcare sys-
tems, administered publicly by each province. Quebec 
and Nova Scotia are among seven provinces which have 
implemented CWLs for patients who are unattached to 
a primary care provider due to challenges with primary 
care access. These regions represent both provinces 
highly impacted by COVID-19 cases (Quebec) and prov-
inces less impacted by COVID-19 cases (Nova Scotia).

Quebec, home to over 8.6 million people, has the sec-
ond highest population among Canadian provinces. 
Quebec’s health and social services system has two main 
governance levels: 1) the Ministry of Health and Social 
Services that regulates, coordinates, and oversees the 

≥80%) in Quebec, modality of care delivery, modified fee codes, and greater regional flexibility to implement tailored 
innovations.

Conclusion: COVID‑19 accelerated the uptake and creation of organizational innovations to potentially improve 
access to primary healthcare, removing, at least temporarily, certain longstanding barriers. Many stakeholders 
believed this reorganization would have positive impacts on access to primary care after the pandemic. Further stud‑
ies should analyze the effectiveness and sustainability of innovations adapted, developed, and implemented during 
the COVID‑19 pandemic.
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system province-wide and 2) integrated health and social 
services centres (Centres intégrés de santé et de services 
sociaux) that plan and coordinate regional health and 
social services in accordance with ministerial directions. 
Public health and primary care are managed in paral-
lel within these two levels of governance [15]. The main 
organizational model for the delivery of primary care ser-
vices in Quebec is the Family Medicine Group (Groupe 
de médecine de famille): around 370 clinics composed of 
six or more family physicians working in collaboration 
with an interdisciplinary team of nurses and allied health 
professionals (e.g., social workers, pharmacists) [16]. 
Most primary care models are publicly funded, including 
those privately owned and managed by family physicians. 
Family physicians are mainly paid fee-for-service.

Quebec implemented formal attachment to family phy-
sicians, meaning that patients are officially enrolled with 
a family physician who agrees to be their regular pro-
vider. Family physicians across all models of primary care 
(Family Medicine Groups, solo practices, community 
health centers) are incentivized to attach patients and 
to provide continuity of care to their attached patients. 
Most primary care clinics deliver services exclusively to 
their attached patients. Access to primary care remains 
limited for patients unattached to a family physician. 
Network Family Medicine Groups (Groupe de médecine 
de famille – Réseau, commonly known as super clinics) 
offer walk-in services to unattached patients, but sub-
stantial access gaps remain, especially outside urban 
areas. In 2019, 21.5% of Quebec’s population was report-
edly unattached to a primary care provider. CWLs have 
been implemented across the province to help unat-
tached patients find a family physician, with about 
800,000 patients waiting for attachment in November 
2021. Attachment remains challenging, and wait times 
for attachment can be well over a year.

Nova Scotia has a population of almost 1 million peo-
ple, the highest of the Maritime provinces, and one of the 
oldest demographics in Canada. In Nova Scotia, there are 
two key programs funded and directed by the provincial 
Department of Health and Wellness (DHW): 1) IWK 
Health (formerly the Izaak Walton Killam Health Cen-
tre) serves children, youth, women, and families, deliver-
ing secondary and tertiary care and services, and 2) Nova 
Scotia Health manages primary and public care. In Nova 
Scotia, the majority of primary care providers are family 
physicians working in fee-for-service models; however, 
the number of family physicians remunerated via alterna-
tive payment plans (APP) has increased by 39% over the 
last 5 years. Over the last decade, the province has incre-
mentally invested in collaborative family practice teams 
consisting of family physicians, nurse practitioners, regis-
tered nurses, and other allied health professionals. As of 

October 1, 2021, there were 92 collaborative family prac-
tice teams in Nova Scotia, ranging from smaller teams of 
at least three health professionals (with a minimum of 
two different professional disciplines) up to larger multi-
disciplinary teams composed of a larger number of health 
professionals from a variety of disciplines, including fam-
ily physicians, nurse practitioners, dietitians, pharma-
cists, and social workers.

Although Nova Scotia does not have formal attachment 
to providers through enrollment or rostering, family phy-
sicians must adhere to standards of practice when taking 
on new patients. Physicians should accept patients into 
their practice on a first-come, first-served basis [17] and 
must not discriminate against patients according to the 
Nova Scotia Human Rights Act. Family physicians have 
been offered financial incentives for attaching patients to 
their practice and providing ongoing care [18]. In Nova 
Scotia, 14.4% of the population was reported as unat-
tached as of 2019, and there has been growth in the unat-
tached population in the province over the course of the 
pandemic. Over 77,000 individuals were registered on 
the provincial CWL (Need a Family Practice Registry) at 
the end of May 2021.

Study design
The purpose of this study is to describe the organizational 
innovations to improve primary care access developed or 
adapted in the Canadian provinces of Quebec and Nova 
Scotia during the first 18 months of the COVID-19 pan-
demic. We conducted multiple case studies to describe 
a contemporary phenomenon – the reorganization of 
access to primary care – within the real-life context of 
the first and a half year of the COVID-19 pandemic [19]. 
Organizational innovations were identified by experts on 
our research team as well as by exchanges with key stake-
holders through interviews according to a snowball strat-
egy. We included innovations that a) aimed to improve 
primary care access, b) were adapted or developed during 
the COVID-19 pandemic, and c) changed how primary 
care is organized or delivered beyond a single clinic.

This study is part of the multi-provincial Canadian 
study, “Problems Coordinating and Accessing Primary 
Care for Attached and Unattached Patients Exacerbated 
During the COVID-19 Pandemic Year” (PUPPY Study) 
[20]. The overall aim of the PUPPY Study is to under-
stand the impact of COVID-19 on access to primary care.

Data collection
Data were collected via 1) semi-structured interviews 
with various stakeholders and 2) key documents related 
to primary care reorganization.

Participants for semi-structured interviews included 
provincial and regional stakeholders (policy-makers, 
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decision-makers) and primary healthcare providers (fam-
ily physicians, nurses) involved in reorganizing primary 
care during the COVID-19 pandemic. Using purpose-
ful sampling [21], we ensured respondent profiles rep-
resented different roles (providers, policy-makers, and 
decision-makers), health system levels (local, regional, 
and provincial), and regions (urban, rural). Potential 
participants were identified by knowledge users on the 
research team, through the research team’s network of 
primary care stakeholders, and by participants. Potential 
participants were sent an email explaining the objectives 
of the study and asked to respond by email to confirm 
their interest in participating in an interview. Recruit-
ment continued until saturation was reached, i.e., more 
interviews would not provide new ideas [22]. Thirty-
three participants were from Quebec, including 15 physi-
cians, 2 nurses, 9 stakeholders, and 7 participants with a 
dual role of physician or nurse/stakeholder. In Nova Sco-
tia, a total of 30 participants were interviewed, including 
20 family physicians, 9 stakeholders, and one dual-role 
physician/stakeholder.

Interviews were conducted online via Zoom or by 
telephone between October 2020 and May 2021, were 
digitally recorded, and lasted 45–90 minutes. MB and 
two research associates (MAS and VD) conducted the 
interviews in Quebec in French or English according to 
the participant’s preference. In Nova Scotia, interviews 
were conducted in English by three research associates 
(CA, LM, SN). Notes were taken and transcribed in a log-
book allowing for comparisons of salient points observed 
during the interviews. One way we have been reflexive 
in this study is through regular team discussions about 
our interpretations of the results. Interviews were tran-
scribed verbatim, and personally identifying information 
was removed. Free and informed consent was obtained 
prior to each interview in accordance with Research Eth-
ics Board requirements.

The interview guide approached pre-COVID and 
COVID-19 periods separately, the objective being 

to better understand the role of the pandemic in the 
reorganization of access to primary care (see Addi-
tional file 1). After discussing each participant’s role, the 
following topics were discussed: 1) access to primary care 
for unattached patients and strategies to foster attach-
ment; 2) how COVID-19 transformed access to primary 
care services; 3) innovations developed or adapted during 
the pandemic; 4) how the pandemic context fostered or 
hindered primary care innovations; and 5) recommenda-
tions and lessons for the future of primary care.

For key documents, we searched relevant websites (e.g., 
Ministry of Health, public health, health professional 
associations and colleges, regional health authorities) 
and monitored news articles related to primary care reor-
ganization during the COVID-19 pandemic. We included 
publicly available documents that facilitated understand-
ing of the primary care context during the pandemic and/
or specific organizational innovations. Thirty-six docu-
ments were selected for inclusion in Quebec, and 35 doc-
uments were selected for inclusion in Nova Scotia.

Data analysis
Logic models were used to analyze the data – a com-
monly used technique for case studies. A logic model 
graphically depicts how a program (or innovation) works 
under contextual conditions to address an identified 
problem or need through logical sequences of inputs, 
processes, and intended outcomes [23]. Logic models 
are useful analytic tools for summarizing and integrat-
ing data from various sources. We used a logic model 
template based on Mitchell and Lewis’ Manual to Guide 
the Development of Local Evaluation Plans [24]. This 
particular logic model involves a diagram of main inter-
vention components and has been used in primary care 
research in Canada. Table  1 presents a summary of the 
key components of the logic model adapted for our 
research purpose. Similar components are shown in logic 
model graphics (Figs. 1, 2, 3, 4, 5 and 6).

Table 1 Logic model components adapted from Mitchell & Lewis (2006)

Component Description

Problem addressed The broad focus of the intervention

Strategies and resources Resources and activities needed for the intervention

Processes Service and service system characteristics that are considered necessary to 
bring about lasting impacts on target individuals, communities, and/or service 
systems

Expected effects Changes anticipated for individuals, communities, and/or service systems 
because of the intervention and measured by, for example, performance 
indicators

Context and implementation Contextual elements that have guided the implementation of the intervention
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Fig. 1 Logic model of a centralized public online booking system

Fig. 2 Logic model of centralized access centers to care for unattached patients
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Fig. 3 Logic model of temporary primary care clinic for unattached patients

Fig. 4 Logic model of Community Connector for older adults
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Fig. 5 Logic model of COVID‑19 hotlines

Fig. 6 Primary healthcare clinics for monitoring COVID‑19 patients in the community
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We conducted thematic analysis based on an iterative 
mixed inductive and deductive approach [25]. Analysis 
of both interviews and documents was performed using 
NVivo12 software. Detailed summaries of each organi-
zational innovation were prepared through an iterative 
process, deductively coding to logic model components, 
and conducting further interviews to confirm details. 
As the analysis progressed, several codes and categories 
were added to reflect the data content. The interpretation 
of the content was carried out through regular research 
team discussions.

Results
This section first presents the contextual changes that, 
according to our participants, have contributed to a cli-
mate favourable to the implementation of innovations 
promoting access to primary care. Next, descriptions 
of the innovations – distinguishing between those cre-
ated during the first year and a half of the pandemic and 
those that have been adapted to this new context – are 
presented in the form of logic models. Finally, we present 
the participants’ visions for post-pandemic organiza-
tion of healthcare services (although the pandemic is still 
ongoing).

COVID‑19 contextual changes influencing primary care 
innovations
Most stakeholders described several COVID-19-related 
contextual changes that drastically facilitated the devel-
opment or adaptation of organizational innovations to 
improve access to primary care. COVID-19 created an 
unprecedented sense of urgency and common interest to 
address gaps in access to primary care amongst providers, 
stakeholders, and patients. Specifically, the COVID-19 
pandemic created a need for rapid responses to barriers 
in primary care access, alternatives to in-person care, 
and alternatives to visit modalities that were only avail-
able to attached patients. Providers’ (including family 
physicians’) renewed sense of community and duty was 
also thought to have contributed to creating a window 
for organizational innovations. These perceptions of key 
stakeholders were similar in the two jurisdictions studied. 
Stakeholders highlighted how this engagement in finding 
creative solutions contrasted with a more closed stance 
prior to the pandemic:

“Considerations of infection prevention, having a 
population-based approach, so we took advantage 
of all these cracks. I think we took advantage of this 
momentum of flexibility, you know, or of urgency 
which brought a certain flexibility” (family physi-
cian/stakeholder-QC#1).

Stakeholders in both Nova Scotia and Quebec repeat-
edly identified the rapid acceptance and implementa-
tion of virtual care, a previously underutilized modality, 
as an enormous enabler of access and opportunity for 
innovation:

“You know, there’s nothing like a good crisis for inno-
vation. We had talked and talked and talked and 
talked about the importance of virtual care models 
[pre-COVID-19], and how we’d do that, and how it 
would impact access. And we had … some ability to 
do virtual care, but it was mired in so much bureau-
cracy and so much billing controls that nobody used 
it. So it was very low utility. And all of a sudden, in 
the space of 48 hours, we just had to do it. And so 
you look back at that with some pride that you com-
pletely … transformed how primary care is delivered 
in this province in the space of a very short time.” 
(family physician-NS#13).

In Quebec, one notable change during the beginning 
of the pandemic was that family physicians were more 
willing than before to provide services to unattached 
patients. Providers’ openness to see unattached patients 
was due to a substantial decrease in overall patient 
demand for primary care services.

“If we go back to spring, there was such a vacuum in 
the GMFs [Family Medicine Groups], people didn’t 
go out anymore, and this created some empty walk-
ins. This raised the possibility that doctors could see 
people who were not registered with their clientele.” 
(family physician-QC#4).

Also, according to respondents, COVID-19 had a posi-
tive impact on the bureaucracy that exists in healthcare 
organizations by eliminating barriers and facilitating 
the primary healthcare provider community working 
together to get things done without bureaucratic impedi-
ments. Decentralized leadership (i.e., decisions were 
made at a more local level, for example, by local medi-
cal coordinators or physicians in management positions), 
particularly medical and regional leadership, as well as 
regional leeway to adapt to local needs were seen as hav-
ing facilitated the rapid and agile response to emerging 
access needs during the pandemic, to both accelerate the 
spread of existing innovations and the creation of innova-
tions tailored to meet local access needs.

“There was an emergency. We came back to our 
value, our, our, our duty, it’s not a word that we say, 
that we don’t like to say, but to our duty as caregiv-
ers which is to care because there was an emergency 
situation. So, so much the better, it put us in an 
emergency situation and then in a mode of creativity 
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rather than in a mode of closure.” (family physician-
QC#3)

Organizational innovations aiming to improve access 
to primary care
Among the six organizational innovations aiming to 
improve access to primary care documented in this study 
using logic models, four existed prior to the pandemic 
but saw increased uptake and spread in the context of 
the pandemic, whereas the remaining two were created 
during the pandemic. Details are provided regarding the 
type of patient (attached, unattached, or awaiting attach-
ment on the waiting list) concerned with each innova-
tion. Figures 1, 2, 3, 4, 5 and 6 were developed using both 
the content of the interviews and documents analyzed, 
and all quotes stem from participant interviews.

Organizational innovations existing prior to COVID‑19

Centralized public online booking system In Quebec, 
Rendez-vous santé Québec (RVSQ) is a centralized public 
system for making online appointments with family phy-
sicians that existed in Quebec pre-pandemic (see Fig. 1). 
At first, RVSQ was intended for patients (attached, 
awaiting attachment, and unattached) to book medi-
cal appointments with a primary healthcare provider. 
This web platform was designed to be compatible with 
appointment management software within clinics’ elec-
tronic medical records. Patients could use RVSQ to book 
an appointment with their family physician, another fam-
ily physician in the same clinic, or another clinic in their 
area, based on geographic location and availability and 
needs.

Before the pandemic, RVSQ had faced challenges in 
uptake by medical clinics across the province, and its 
implementation varied widely between regions. Few 
medical clinics across Quebec had used RVSQ prior to 
the pandemic. Only one region, which had proactively 
promoted RVSQ and supported clinics in its imple-
mentation, had seen high uptake, while implementation 
remained limited in other regions.

The COVID-19 pandemic created a need for the man-
agement of appointment supply and demand, particu-
larly to help coordinate services between organizations. 
Emerging needs included requests for consultations in 
COVID-19 screening and evaluation clinics (see below 
for more details), redirecting symptomatic and asymp-
tomatic patients to appropriate services, and reorienting 
non-urgent patients from emergency departments to pri-
mary care clinics. The pandemic transformed RVSQ into 

a transactional tool for providers to help coordinate ser-
vices between multiple health organizations. “RVSQ has 
developed a lot because we needed a transactional tool 
to schedule appointments quickly” (stakeholder-QC#4). 
Some appointment slots were reserved and only avail-
able for providers to book an appointment based on their 
assessment of patients’ needs.

The main intended impact of this organizational innova-
tion was to provide population-based access to primary 
care appointments. This was already the case before the 
pandemic, with this tool freely available to all patients to 
book an appointment in participating clinics, but even 
more so during COVID-19 given its even greater use 
by health professionals to coordinate services between 
organizations and to orient patients to the right place. 
Note that this innovation has not been implemented in 
Nova Scotia.

Centralized access centers to care for unattached 
patients In Quebec, this innovation was born from 
unattached patients’ need for support in navigating 
the health system and for access to primary care (see 
Fig.  2). Based on document analysis, Quebec faces sub-
stantial gaps in the population’s access to primary care, 
and unattached patients have few options other than the 
emergency department, particularly in rural settings. 
This innovation included assessing the needs of patients 
awaiting attachment (on the waiting list) and oriented 
them to the most appropriate service in the community.

Access barriers for unattached patients were com-
pounded by two primary care features in Quebec: for-
mal attachment of patients to family physicians and the 
provincial continuity target for physicians to see their 
attached patients for ≥80% of their visits. Attachment 
and continuity targets were seen as hindering access 
for unattached patients, as they encouraged physicians 
and clinics to see only their attached patients: “They are 
incompatible” and limit contact between unattached 
patients and primary care providers. “The doctor-unat-
tached patient relationship had disappeared over time 
(...). We wanted to re-establish this relationship” (family 
physician and stakeholder-QC#3).

To address these access gaps, a local medical coordinator 
led piloting and implementation, in a rural region first, of 
the Centralized access center care for unattached patients, 
creating partnerships with eight local Family Medicine 
Groups and services such as community pharmacy and 
physiotherapy clinics who agreed to provide services 
to unattached patients. The access center care relies on 
a strategy of appropriateness management, facilitated 
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by the implementation of a call center that allows unat-
tached patients to be guided and referred to the most rel-
evant primary care service to meet their need. Following 
a needs assessment conducted by phone by a secretary or 
nurse, the patient is either referred to a health resource in 
the community or booked an appointment with a family 
physician. RVSQ is used as an online transactional tool to 
book medical appointments that are visible only to pro-
fessionals from the call center.

This innovation had been piloted since 2020, and had 
garnered interest from the Ministry of Health and Social 
Services and other regions prior to the pandemic. How-
ever, COVID-19 was said to have accelerated the spread 
and scale-up of this innovation across the province, given 
that patient demand decreased, making more appoint-
ments available for unattached patients in clinics: “We 
had plateaued, then COVID hit, then it was as if the pro-
ject became an elegant way to put unattached patients 
in contact with a medical service, then there was like, I 
don’t know, it was like a revelation [ …] we were asked to 
deploy the project throughout Quebec” (physician/stake-
holder #3-QC). One key factor emphasized by stakehold-
ers as contributing to the rapid spread of this innovation 
was local ownership and medical leadership to adapt and 
implement the innovation: “Change management can 
never be systemic. It must always be local” (family physi-
cian/stakeholder-QC#3). There was no analogous inno-
vation in Nova Scotia.

Temporary primary healthcare clinic for unattached 
patients Temporary primary healthcare clinics for 
unattached patients (see Fig. 3) are an innovation imple-
mented in both Quebec and Nova Scotia to help meet 
unattached patients’ non-urgent needs. Across Nova 
Scotia, there are eight “Primary Care Clinics,” available 
exclusively to patients registered on the CWL (Need a 
Family Practice Registry). These clinics provide tempo-
rary, short-term access to care while patients wait for 
attachment to a primary care provider.

In Nova Scotia, during the first wave of the pandemic, 
additional clinics in one geographical area were estab-
lished or expanded to provide additional primary care 
access options for unattached patients and prevent them 
from “falling through the cracks”:

“ … the changes we made in terms of … increased 
service offerings and opening up some additional 
primary care clinic options, I think there’s been 
definitely positive feedback. I think we’ve really seen 
kind of the all-hands-on-deck approach in a lot of 

communities where people are kind of stepping up to 
help out. And recognizing that we don’t want anyone 
to kind of fall through the cracks, especially during 
this time. Which, you know, certainly can happen for 
unattached patients.” (stakeholder-NS#2)

In Quebec, there is one small nurse-led clinic in one 
region offering services only to unattached patients reg-
istered on the CWL. This innovation was designed and 
implemented by the local medical coordinator of the 
CWL. “I was scandalized that, for years, we don’t offer 
care to this population (unattached patients)” (family 
physician/stakeholder-QC#1).

Local stakeholders in Quebec emphasized that the 
strength of the nurse-led clinic was delivering care 
by nurses and referring patients to the right service if 
needed. As a secondary impact, the local leaders hoped 
that putting unattached patients in touch with fam-
ily physicians to meet their one-time needs would help 
facilitate long-term attachment (e.g., a family physician 
who had seen the same diabetic patients several times 
upon referral through the nurse-led clinic may be more 
inclined to attach that patient). The nurse-led clinics are 
run through a collaborative effort between an adminis-
trative assistant (who takes the message), a nurse (who 
assesses patients’ needs), and a physician (who supports 
the nurse, notably with collective prescriptions, and 
coordinates with other primary care services). Most of 
the services are offered to patients by telephone. If neces-
sary, the nurse can redirect the patient to the appropriate 
primary care service (e.g., in-person nurse visit, medical 
consultation with a family physician, community phar-
macist for medication renewal or adjustment). If appro-
priate, the nurse can book an appointment with a family 
physician in a local Family Medicine Group through the 
online booking system (RVSQ).

While this innovation had been in development before 
the COVID-19 pandemic, local stakeholders in Quebec 
perceived COVID-19 as having facilitated the implemen-
tation of the nurse-led clinic:

“We returned to our values, our duty [ …] as caregiv-
ers which is to CARE, because there was an emer-
gency situation. So, for the better, [COVID-19] put 
us in an emergency situation, in creativity mode 
rather than a stance of closure. [ …] Considerations 
of infection prevention, treatment of the population, 
having a population-based approach, so we took 
advantage of all these cracks” (family physician/
stakeholder-QC#1).

According to the local medical coordinator and the nurse 
involved in this innovation, the fact that it was imple-
mented in a small community contributed to its success.
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Community connector for older adults awaiting health 
and social services Existing prior to the pandemic, 
Community Connector is a Canadian Red Cross pro-
gram supporting isolated seniors in the community (see 
Fig. 4). COVID-19 transformed this intervention, includ-
ing through the use of the CWL for unattached patients 
to identify the most vulnerable seniors (70 years and 
older) and the addition of a vulnerability assessment tool 
(First-level Socio-Geriatric Assessment in times of Social 
Distancing; ESOGER) to identify seniors’ physical, social, 
and cognitive needs and to connect them to the most rel-
evant community resources. The main expected impact 
of this innovation is to provide access to community, 
social, and health resources to seniors without a family 
physician affiliation. Also, specifically in the context of 
COVID-19, the use of the assessment tool was intended 
to evaluate, using a holistic approach to wellness, home-
bound seniors’ risks and to limit the adverse effects of 
prolonged confinement:

“We must accompany them [the most fragile older 
adults] and not just make calls of convenience. We 
have to assess them. We have to respond to their 
needs because they are going to be in trouble. (...) We 
have to target physical health, mental health, psy-
chological stress and then cover their social needs” 
(geriatrician-QC#14).

According to a project manager, the program’s willing-
ness to facilitate connections between community organ-
izations and seniors, without making the process more 
complex for the latter, should be highlighted: “What dis-
tinguishes them a lot is the proximity accompaniment. I 
think that the word proximity is something that really sets 
us apart and brings the services to the vulnerable person” 
(stakeholder-QC#9). Finally, the assessment of each sen-
ior contacted by telephone is transmitted to an individu-
alised follow-up manager who determines whether it is 
relevant to continue the follow-up of certain individuals 
beyond 1 year, based on the severity of their social and 
health needs.

According to our interviewees, the bottom-up 
approach combined with a willingness to support indi-
viduals and community partner organizations by the 
Red Cross has helped make this innovation stand out. 
Indeed, a manager in charge of implementing the inno-
vation explained that “It is already a person who is in a 
vulnerable situation, who has difficulties, difficulties that 
are increasing, so the objective is not to make everything 
more complex, it is rather to accompany them and then 
the various partners. We accompany community organi-
zations that really don’t have many resources “ (nurse & 
stakeholder-QC#9). Currently, this innovation has only 

been implemented in one local area of Montreal. This 
innovation has not been implemented in Nova Scotia.

Organizational innovations created during the first 
18 months of the COVID‑19 pandemic
In addition to the aforementioned accelerated and 
expanded organizational innovations, two entirely new 
innovations were identified. These organizational inno-
vations were created specifically to respond to COVID-
19-related needs.

COVID-19 hotlines During the COVID-19 pandemic, 
patients experiencing COVID-19 symptoms needed 
to be appropriately referred for testing, assessment, 
or emergency care. In Quebec, COVID-19-dedicated 
regional call centres were created during the pandemic 
to respond to the rapid reorganization of services dur-
ing this period (see Fig.  5). These call centres are tools 
to support the navigation of primary care services for all 
patients (attached, awaiting attachment, and unattached). 
At the outset, they were developed to screen prioritized 
populations and orient patients to the right place. They 
quickly became complementary to the Info-Santé (8-1-
1) hotline, which also provides health advice from a 
professional based on a phone assessment, which had a 
limited capacity to handle the volume of calls resulting 
from the pandemic and did not have the mandate to book 
appointments.

The intended impact of this innovation is to first promote 
population-based evaluation by providing screening 
appointments or assessment for symptomatic COVID-19 
patients. Telephone triage by a nurse was also intended 
to contribute to better referral of patients to primary ser-
vices by promoting appropriateness management. This 
innovation was perceived as fostering the population’s 
access to primary care:

“The introduction of COVID regional call centers 
really, really made a change in access, in the sense 
that patients who were lost or unattached, and who 
had COVID symptoms, had an opportunity to be 
seen, at least to be triaged by a nurse or prior to that 
and then after that, to have a contact with a physi-
cian whether it was by telemedicine or in person. The 
advent of this telephone appointment center has, I 
would say, changed the situation a lot.” (stakeholder-
QC#5)

Receptionists and nurses were rapidly hired to implement 
this regional COVID-19 hotline. Several retirees were 
hired for these new functions. Patients needing informa-
tion or medical consultations call the central line, which 
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is managed by receptionists who redirect calls to nurses 
answering the regional lines. When a medical appoint-
ment is required in Quebec, RVSQ is the preferred 
transactional tool. The regional centre directs patients 
according to their needs and geographic proximity.

According to many stakeholders, although this inno-
vation was deployed in an emergency with limited 
resources, the rapid mobilization of health profession-
als and the decentralized approach to its implementa-
tion contributed to its smooth operation. The capacity 
improved over time with more dedicated staff.

In Nova Scotia, there was no creation of a dedicated 
COVID-19 hotline. Patients with COVID-related ques-
tions were invited to call HealthLink 811 which is a 
24-hour, 7-days-a-week provincial telecare service. Health-
Link 811 is available for all Nova Scotian patients and is 
staffed by nurses who provide health advice and informa-
tion. 811 is also the central number for patients who wish 
to register for the provincial CWL via telephone.

During the COVID-19 pandemic, 811 was the cen-
tral hub in Nova Scotia for COVID-19 information and 
screening. Patients were also asked to call 811 if they 
were experiencing COVID-19 symptoms so they could 
be screened and referred to specific services, such as ded-
icated COVID-19 primary care clinics or the emergency 
department. During the COVID-19 pandemic, additional 
nursing staff were hired to help with the high number of 
calls to 811. Due to the constant evolution of COVID-19 
information and associated frequent changes to screen-
ing protocols, having a central source of reliable informa-
tion was valuable.

“The 811 line, like having that for patients with 
COVID questions, that was a huge support. Because 
it takes volume off of the front desk staff of patients 
calling our front desk staff, who are not clinical, and 
saying, “I had coughed three days ago. Like what do I 
do?” And they didn’t have to feel pressure to answer 
the patient or make a recommendation. They could 
just say, “Oh, like call 811.” And that was really help-
ful.” (family physician-NS#17)

In Nova Scotia, one stakeholder felt that the 811 line 
was a “one-stop shop” for unattached patients who could 
access the number for both COVID-19 information and 
to register on the CWL:

“I think attaching [the centralized waitlist] with 
811 has been an enabler because it is kind of a com-
monly known number. You know, people remember 
it, and now even more so than ever, that it’s linked 
to COVID screening. It definitely makes that phone 
number kind of a one-stop shop for folks.” (stake-
holder-NS#2)

Primary healthcare clinics for monitoring COVID-19 
patients in the community In both jurisdictions under 
study, dedicated primary care was implemented to 
deliver care to patients (attached, awaiting attachment, 
and unattached) who tested positive for COVID-19. 
Patients with COVID-19 were monitored by primary 
care providers for adverse reactions while patients iso-
lated, thereby avoiding contagion between symptomatic 
and non-symptomatic COVID-19 patients (see Fig. 6). In 
Quebec, clinics were called “hot clinics” and were distinct 
from “cold” clinics, which exclusively provided services 
to non-symptomatic patients. In Quebec, during the first 
year, services for COVID-19 in dedicated primary health-
care clinics were delivered in person. These temporary 
COVID-19 clinics closed in the fall of 2021. In Nova Sco-
tia, this program, referred to as COVID Community Vir-
tual Care Team (CCVCT), is delivered virtually and still 
exists.

In Quebec, implementation was guided by regional direc-
tives and local appropriation according to the needs and 
resources of communities. “There were no one size fits all 
model,” explained a physician involved in the implemen-
tation. According to one stakeholder, this way of offering 
medical consultations was successful in overcoming pro-
tection material shortages:

“I think that the model is good because in fact it 
allows us to separate the hot clientele [COVID-19] 
from the cold clientele, so I think that we, especially 
in our medical clinics which are not necessarily 
equipped to deal with all of them, and we have seen 
this” (stakeholder-QC#5).

In Quebec, even though there were common practices 
across the province (e.g., RVSQ for appointments), 
daily operations varied widely between regions. There 
were several entry points to get an appointment at 
these clinics, but generally, triage was done after the 
patient called the COVID-19 hotline. At that point, 
a nurse from the regional headquarters referred the 
patient to a nearby hot clinic, where they would have a 
face-to-face consultation or teleconsultation. The par-
ticipation of family physicians in those dedicated clin-
ics was on a voluntary basis. Initially, these clinics were 
in-person, but moved to being virtual at the beginning 
of the fourth wave.

In Nova Scotia, in response to the first wave of the 
pandemic, the CCVCT was rolled out by Nova Scotia 
Health. The goal of this initiative is to support COVID-
19 positive patients to manage their COVID-19 symp-
toms at home, thereby preventing exacerbations that 
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may result in admissions to intensive care units or 
emergency departments. Initially, patients must meet 
eligibility criteria (i.e., known diagnosis, at risk of 
deterioration in the community) and are monitored 
virtually by physicians or nurse practitioners who are 
available 24/7.

In the third wave of the pandemic, the eligibility cri-
teria and referral process were removed, and the team 
followed up with all positive cases over the age of 16 to 
identify individuals who needed monitoring.

“So there is a COVID Community Virtual Care 
Team. And what it is, it’s a Telus product where 
the person who has positive COVID, if they get dis-
charged from hospital, then they do this assessment. 
So it can be done for COPD, for … Like for diseases 
that have like screening questions to see how well 
you are or if you’re having an exacerbation, etc. And 
then it gives you instructions what to do next and 
where to go. Like those are things that, you know, 
when you see the technology and the potential for it, 
it’s like, wow, like here’s how we can have someone 
who can access care quickly and have information 
given to them so they can also be part of their self-
care.” (family physician/stakeholder-NS#7)

According to several stakeholders involved in the rollout 
of these clinics, rapid mobilization and the local leader-
ship of healthcare professionals were major contributors 
to the success of these clinics:

“Wow! My biggest word here is “wow” in the sense 
that yes, I feel the physicians are mobilized. I feel 
like they want to be involved. The sense of urgency, 
the sense of wanting to do their job. I know that I feel 
they are very engaged.” (stakeholder-QC#7)

“ … I would say family physicians were absolutely 
wonderful as a general rule in terms of stepping for-
ward for our assessment units and for our COVID 
inpatient units, for even working together to provide 
inpatient needs and inpatient coverage.” (family 
physician-NS#13)

In Nova Scotia, proactive follow-up with patients test-
ing positive for COVID-19 allowed for timely referrals to 
emergency care in the case of exacerbations and provided 
access to primary care while patients were in isolation. 
This service was an important safety measure for both 
patients testing positive for COVID-19 and the wider 
community.

Potential impacts on post‑pandemic access to primary care
Although at the time of the interviews the pandemic 
was still ongoing, stakeholders anticipated both positive 

and negative impacts of these contextual changes and 
innovations on post-pandemic access to primary care. 
A few stakeholders in both jurisdictions worried that 
the COVID-19 pandemic would lead to increased 
demand for primary care after the pandemic, due to 
both patients postponing seeking care during COVID-
19 and new needs created by the COVID-19 context 
(e.g., mental health needs, COVID-19 sequalae).

“I don’t agree that it’s brought better accessibility. 
It brought a dip in demand, you know. It’s like a 
tsunami in the background, before the tsunami the 
sea level decreases so if we put the demand as the 
level of the wave, well there in March then April, 
well the sea level dropped and then there slowly 
the wave rises.” ( family physician-QC#10)

“We probably have missed some Paps even though 
we have been able to continue to do those, aside 
from a brief period at the beginning. You know, 
people are not interested in coming in to the doc-
tor unless it’s really necessary so … the prevention 
piece is something that I worry about a little bit.” 
( family physician-NS#8)

Some feared that pent-up demand for primary care in 
combination with provider fatigue and burnout caused 
by the burden of innovating and continuously reorgan-
izing during the pandemic would lead to future issues 
in access to primary care:

“COVID-19 is like an iceberg, it’s just the part 
you see. Access, access problems, it’s everything 
underneath that we don’t see. The post-COVID 
period, you start to feel it. We’re starting to feel the 
exhaustion of physicians. The next few months, the 
recovery is going to be quite challenging.” (stake-
holder-QC#8)

“ … most of us who have been kind of on deck 
since March [2020] or before March, it’s not really 
relented … I think I definitely suffered PTSD, for 
sure, because I was getting flashbacks of March and 
April [2020] … I’m seeing doctors who are at retire-
ment place making that decision - I’m going to retire 
now … if we are still going into next March raging 
like it’s raging … I think you’re going to see health-
care workers drop off, and sick leaves, and all that.” 
(family physician/stakeholder-NS#7)

However, most stakeholders also felt optimistic that the 
innovations rapidly implemented during the beginning 
of the pandemic would improve access to primary care 
in the future. A silver lining of the pandemic was that it 
accelerated innovation:
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“For me, it was a gas pedal. I think it’s an opportu-
nity. In the literature, change management doesn’t 
take 2 years. It’s done here and now in a short 
period of time, and I think that the notion of soci-
etal urgency was really one of the facilitators” (stake-
holder-QC#7).

“So I find, you know, everything seems to be able to 
move a lot faster... I think from our perspective, we’ve 
certainly seen it be a pro. We’ve been able to kind 
of move things forward in a much more timely and 
much more responsive way that might have taken 
weeks, if not months in a pre-COVID kind of land-
scape. So that’s been really positive.” (stakeholder-
NS#2)

The pandemic was said to have created a unique window 
of opportunity to redesign primary care and make pro-
gress on access issues that were important prior to the 
pandemic, but had faced substantial implementation bar-
riers that were minimized during the pandemic. Stake-
holders hoped that future access would be improved 
thanks to gains made during the pandemic related to 
virtual care (e.g., the RVSQ online appointment book-
ing system), better navigational support for patients (e.g., 
regional hotlines to help patients access appropriate pri-
mary care), and population-based approaches to access 
(e.g., more services for unattached patients).

“There were still improvements to be made in terms 
of legal recognition for pharmacists, and this was 
done as we went along, and with COVID-19, these 
are elements that are not just for pharmacists, for 
nurse practitioners and for other types of profession-
als that are very much unraveled, so this is a gain to 
be maintained.” (stakeholder-QC#5)

Discussion
Although access to primary care is central to population 
health, inadequate access to primary care was a major 
concern in Canada before COVID-19. The COVID-19 
pandemic not only exacerbated the need to address pri-
mary care gaps in access, particularly for unattached 
patients, but has also acted as a catalyst for innovation. 
This study aimed to describe organizational innovations 
designed to improve primary care access and document 
related contextual changes that enabled these innova-
tions. Building on the experience of various stakeholders 
from Nova Scotia and Quebec who were closely involved 
in the primary care transformation during the pandemic, 
this study identified six organizational innovations that 
have been developed or adapted during the first year 
and a half of the COVID-19 pandemic. Although these 

innovations are different in scope (local or regional), sev-
eral common and recurring characteristics have been 
identified across settings, including support for patient 
navigation and orientation as well as services dedicated 
to unattached patients – with the common goal of ori-
enting patients toward the right primary care service to 
meet their needs. The sense of urgency caused by the 
pandemic was associated with greater openness shown 
by both policy-makers and health professionals in the 
management and delivery of primary care. The adoption 
of teleconsultations as well as decentralized decision-
making has been conducive to innovations fostering 
access to care, including for unattached patients and 
those awaiting attachment.

Population‑based responsibility to primary care 
and support for navigation
The pandemic context seems to have renewed inter-
est in population-based responsibility – the mandate to 
maintain and improve the health and wellbeing of a geo-
graphically-defined population [26]. This contrasts with 
a pre-pandemic focus on clientele-based responsibility, 
where many providers and organizations delivered pri-
mary care mostly to attached patients, leaving unattached 
patients to rely on walk-in clinics or emergency depart-
ments with variable availability across the province. The 
Community Connector for older adults and Centralized 
access centers care for unattached patients highlight 
actions that aim to increase access for patients awaiting 
affiliation. Although these actions do not involve affilia-
tion with a family physician, they provide access to pri-
mary care while patients await attachment. The need to 
better orient patients to care close to their home to limit 
travel and COVID-19 transmission reinforced the idea of 
creating innovations that supported navigation, thereby 
addressing the accessibility dimension of access. Online 
booking tools also made use of geo-localisation based on 
postal codes to orient patients to proximity services in 
their communities, thereby improving the accessibility of 
healthcare services.

Supporting patient navigation in health systems was 
critical to improving access in the context of the pan-
demic, as service delivery underwent rapid and substan-
tial transformations. These patient navigation innovations 
can be mapped onto domains of access identified by Pen-
chansky and Thomas [27] and Levesque and colleagues 
[2]. Navigation could provide assistance with referrals to 
support groups and counselling services, information on 
existing resources, planning appointments, completing 
forms and care coordination, and organizing resources 
to accommodate patient needs [14, 28–30]. Several inno-
vations identified in our study focused on supporting 
patient navigation and guiding patients to appropriate 
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primary care, such as regional COVID-19 hotlines, 
online booking platforms, and community connectors. 
An important component of these innovations was the 
use of evaluation tools to assess patients’ needs and ori-
ent them to the appropriate service [2].

Repurposing existing resources in primary care 
and openness to changing contexts
During the pandemic period covered by our study, sev-
eral primary care organizations tried transforming, 
through coordination and partnerships between organi-
zations and repurposing existing resources, to provide 
better access to services for the population living in their 
region or community, whether patients were attached 
or unattached to a primary care provider. For example, 
Quebec’s online booking tool (RVSQ), developed prior to 
COVID-19 but with limited uptake amongst providers, 
was repurposed and became an important transactional 
tool used behind the scenes by providers and organiza-
tions to coordinate and orient patients to the right place, 
such as hot or cold clinics, or to reorient non-urgent 
patients from emergency departments to clinics near 
their home. Stakeholders perceived this novel use of the 
pre-existing booking tool as having increased uptake 
amongst providers and patients and as having the poten-
tial to improve access to primary care in the long term by 
better aligning supply with demand for primary care in 
local areas.

However, some innovations have changed and trans-
formed throughout the evolution of the pandemic. For 
example, dedicated COVID-19 primary care has been 
closed, and increased follow-up of COVID-19 in the com-
munity has been conducted remotely by providers. This 
transformation has been adapted to the context and asso-
ciated challenges of scarce professional resources. Inno-
vations involving the monitoring of COVID-19 patients 
in the community were implemented outside of Canada 
as well. Belgium implemented a novel innovation during 
the COVID-19 pandemic involving physician reimburse-
ments for providing medical advice via teleconsultations 
to patients potentially infected with COVID-19 and a 
“smart-patch” for remote monitoring of vital signs. France 
also recommended that potential COVID-19 patients uti-
lize virtual care for COVID-19 diagnosis and monitoring 
and implemented daily self-assessment surveys for daily 
monitoring of COVID-19 patients [31].

Centralized governance allowed leaders to address 
issues raised by COVID-19. However, regional deci-
sion-makers played an important role in adapting inno-
vations to local contexts. In Quebec, initiatives born 
from the pandemic came from the “top,” but there was 
greater uptake of innovations that emerged regionally 
or were “bottom-up.” Few of the innovations described 

were mandated provincially, leaving room to maneu-
ver within the model to be implemented. In Nova Sco-
tia, the innovations under study were mostly mandated 
by the Minister of Health through policy. We observed 
several regional variations in the implementation of the 
COVID-19-dedicated screening clinics. Several innova-
tions implemented in Quebec emerged from local lead-
ers responding to local needs, such as a nurse-led clinic 
for unattached patients, community navigators for sen-
iors, and regional call centers to refer unattached patients 
to appropriate care. Medical leadership emerged in a 
context of reduced barriers for local leadership, fewer 
bureaucratic hurdles regarding guidelines, greater stake-
holder collaboration, and openness to experiment with 
new ways of delivering care with fewer cost constraints. 
Several innovations emerged through the reorganization 
of the same resources, expanding roles of providers, or 
developing new settings. While recreating these contex-
tual elements may not be feasible post-pandemic, learn-
ing from these decentralized approaches to governance 
and reallocation of resources may be useful for creating 
conditions favorable to innovation in the future.

Implications for practice
These findings shed light on potential avenues for improv-
ing the organization of primary care services and its capac-
ity to respond to patient demand. These avenues are:

• Allowing greater local rather than centralized lead-
ership in the management of health services, which 
would contribute to more timely responses more in 
tune with population needs.

• Allocating financial and human resources to the reor-
ganization of existing health service structures rather 
than creating new ones, which could allow for rapid 
adaptation to new needs.

• Supporting patients’ navigation of the healthcare sys-
tem (through hotlines, for example), which would 
contribute to optimal use of health services (i.e., the 
right provider at the right time).

Strengths and limitations
One strength of this study is that we elicited multiple per-
spectives (n = 63 interviews) until saturation in each of 
the two jurisdictions and complemented this with a pol-
icy scan based on more than 70 documents. Also, the fact 
that our participants were stakeholders involved in the 
implementation and/or development of the innovations 
allowed us to describe these from an insider’s perspective 
with the most up-to-date information. However, the six 
innovations under study are not exhaustive. We began by 
looking more closely at innovations related to unattached 
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patients and access of the general population as reported 
by the respondents using a snowball technique. Thus, 
several innovations were not brought to our attention. 
Quebec’s nurse-led clinic and Community Connector 
for older adults awaiting health and social services are 
two examples of local level innovations that have not yet 
had a systemic effect on access to primary care. Yet, we 
believe they deserve to be included in our sample given 
their potential for scale-up in the future and as examples 
of the diversity of innovations that have taken place.

In addition, our sample does not include participants 
from regions where no innovations have been developed 
or patient participants. As the objective was to document 
innovations, an inclusion criterion for our participants 
was that they were involved in delivering or developing 
the innovation. We felt that policy-makers, managers, 
and health professionals were the stakeholders with the 
most complete behind-the-scenes knowledge to explain 
the innovations in which they have been involved. The 
PUPPY study does contain an important component 
involving patient perspectives on access to primary care. 
It will be interesting in the future to assess their percep-
tions, as service users, of the role of these innovations in 
access to care during the pandemic. This study primarily 
examined innovations relevant to the general population, 
rather than those developed specifically for more vulner-
able population segments including seniors and unat-
tached patients. The way we have documented how these 
innovations have improved access may, therefore, may 
not be as applicable for these subpopulations.

This was not a complete logic model analysis; rather 
this framework was employed to allow a description 
of the innovations that emerged from the analysis. 
The broad description of several innovations did not 
allow us to analyze each of those innovations in detail 
and assess their impact. It is important to remember 
that our data collection and analysis took place dur-
ing a pandemic and while the innovations were being 
implemented. Thus, our view of these innovations may 
be enriched later, when the actors have more distance 
from the innovations and their effects on access. The 
timing of this study also explains the lack of quantita-
tive data on the effect of each of these innovations on 
access. We rely on participants’ responses to suggest 
the increased use of various services (such as RVSQ), 
but this study is not an evaluation of the performance of 
those innovations.

Future research
The question remains as to how the momentum spurred by 
the first months of the pandemic can be maintained. What 
can be retained from this innovation for a future crisis or 
for longer-term access? There is little research discussing 

how unattached patients experienced the COVID-19 
pandemic and how the pandemic enabled organizational 
innovations. This study found that the pandemic enabled 
innovation through leadership agility, a collective sense of 
responsibility and flexibility, engagement of both provincial 
and regional leadership, and openness to change exhib-
ited by the public. Although these enablers were initiated 
by the pandemic, they are not exclusive to public health 
emergencies and can be leveraged post-pandemic. Many 
participants in this study voiced the desire for changes to 
remain post-pandemic. Many innovations will be valuable 
for addressing access to primary care in a post-COVID-19 
world, and stakeholders will need to be engaged in making 
decisions about which innovations are most valuable and 
how to maintain valuable innovations. Several innovations 
required redeployment of providers and resources; there-
fore, the sustainability of these innovations may be threat-
ened when resources are allocated back to their original 
areas. Because there is a finite number of resources within 
the health system, improvements in primary care access 
may come at the cost of continuity and patient-centred 
care. Given the rapid implementation of these innovations, 
further evaluation will be needed to assess the effectiveness 
and sustainability of these innovations in terms of adequate 
access, continuity of care, and patient-centredness of care.

Considering that this study focused on two provinces 
in Canada, it would be interesting to expand the scope of 
this study by looking at organizational innovations that 
have been developed or transformed during the pan-
demic in other countries. Given the current challenges 
in Canada with providing appropriate access to care, 
understanding how other jurisdictions enable access to 
primary care may provide a broader picture of best prac-
tices and what needs to be done across Canada.

Most innovations we described aimed at improv-
ing access to primary healthcare and services, but their 
impacts on continuity and quality of care remain unknown. 
The pandemic has resulted in an increase in unmet need 
among patients because primary care is less aligned with 
quality guidelines when consultations, tests, exams, and 
referrals are postponed. Some participants referred to a 
tsunami, where delays in diagnosis and the management 
of chronic care will have an important impact on primary 
healthcare in the future. Future research is needed to bet-
ter understand the impact of COVID-19 on the quality, 
continuity, and delivery of primary healthcare. Perspec-
tives of different stakeholders, including policy-makers but 
also patients, should be taken into consideration.

Conclusion
Our findings suggest the pandemic context renewed some 
providers’ and stakeholders’ priorities in improving access 
to primary care, strengthened their sense of community 
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and population-based responsibility, temporarily reduced 
demand for most types of primary care, and allowed for 
greater policy flexibility and regional leeway – creating a 
unique window of opportunity to implement organiza-
tional innovations. Primary healthcare engaged in rapid 
transformation and role shifting: new patient needs related 
to COVID-19, providing testing in the community, treat-
ing patients with COVID-19, and managing acute, chronic, 
and preventive care in a primary healthcare setting [32]. 
The pandemic modified the organization and processes of 
primary care, and changes, in the form of innovations, col-
laborations, and improvements, were implemented, some 
of which may last beyond the pandemic [9].

This study explored the innovations developed or 
adapted during the first 18 months of the COVID-19 
pandemic and discussed how contextual factors influ-
enced these innovations. Primary care access is a chal-
lenge in Canada and worldwide. To ensure the viability of 
healthcare systems, significant changes must be made to 
improve access to timely and appropriate primary care, 
and the COVID-19 pandemic has further highlighted 
inequities in healthcare access and creative solutions for 
enabling access. It is important to see how innovations 
have been developed in the context of the pandemic and 
what facilitated these changes to provide evidence as to 
how continuous innovation can be incorporated into 
primary care. Many innovations developed and adapted 
during the pandemic were desirable advancements, 
aimed at improving the accessibility, accommodative-
ness, and appropriateness of primary care services. Some 
innovations were substantial and were implemented rap-
idly despite having previously lacked sufficient momen-
tum. The pandemic has shown us that primary care can 
respond rapidly to healthcare needs when sufficient 
motivation and tools are available. This evidence should 
be used to improve primary care and to better prepare 
for future pandemics.

Abbreviations
APP: Alternative payment plans; CCVCT: COVID Community Virtual Care 
Team; CWL: Centralized waiting list; NS: Nova Scotia; PUPPY: Problems Coor‑
dinating and Accessing Primary Care for Attached and Unattached Patients 
Exacerbated During the COVID‑19 Pandemic Year; QC: Quebec; RVSQ: 
Rendez‑vous santé Québec.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12913‑ 022‑ 08140‑w.

Additional file 1. Interview guide, one interview guide including ques‑
tions asked to policy‑makers and/or health professionnals.

Additional file 2. Policy scan documents, list of all documents used by 
Nova Scotia and Quebec to document and describe innovations’ contexts.

Acknowledgements
We would like to acknowledge the support of the key stakeholders who 
participated in the interviews.

Authors’ contributions
MB, MAS and VD conceptualized the study and led data collection and analysis 
in Quebec. EGM and LRM led the data collection and analysis in Nova Scotia. MB, 
MAS, VD, EGM and LRM wrote the first draft of the manuscript. All authors (MB, 
EGM, MAS, LRM, RB, VD, BMo, EKC, MMc, KS, CGS, NS, ML, AM, JEI, AD, RA, MMa, BC, 
CH, BM, LG, & RK) critically reviewed the manuscript and provided comments to 
improve the manuscript. All authors read and approved the final manuscript.

Funding
This study is funded by the Canadian Institutes of Health Research (#447605). The 
authors are grateful to the Canadian Institutes for Health Research for Mylaine 
Breton’s Canada Research Chair in Clinical Governance in Primary Health Care. The 
funding bodies had no role in the design of the study, collection or analysis of the 
data, interpretation of the results, or writing of the manuscript.

Availability of data and materials
The datasets used and/or analyzed for this study are available from the cor‑
responding author on reasonable request.

Declarations

Ethics approval and consent to participate
This study was approved by the Comité d’éthique de la recherche du CIUSSS 
de l’Estrie – Centre hospitalier universitaire de Sherbrooke (#2020–3446). This 
study was approved by the Nova Scotia Health Authority Research Ethics 
Board (#1024979). Participants consented and signed informed consent forms 
prior to each interview. All methods were performed in accordance with the 
relevant guidelines and regulations which are aligned in accordance with the 
Declaration of Helsinki.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Université de Sherbrooke, Sherbrooke, Canada. 2 Dalhousie University, Halifax, 
Canada. 3 St. Francis Xavier University, Antigonish, Canada. 4 Nova Scotia Health 
Authority, Halifax, Canada. 5 Doctors Nova Scotia, Dartmouth, Canada. 6 McGill 
University, Montreal, Canada. 7 Université de Montréal, Montreal, Canada. 
8 Université Laval, Québec, Canada. 9 University of Toronto, Toronto, Canada. 
10 Western University, London, Canada. 11 College of Physicians and Surgeons 
of Nova Scotia, Bedford, Canada. 12 Queen’s University, Kingston, Canada. 

Received: 18 November 2021   Accepted: 23 May 2022

References
 1. Starfield B, Shi L, Macinko J. Contribution of primary care to health sys‑

tems and health. Milbank Q. 2005;83(3):457–502.
 2. Levesque J‑F, Harris MF, Russell G. Patient‑centred access to health care: 

conceptualising access at the interface of health systems and popula‑
tions. Int J Equity Health. 2013;12(1):1–9.

 3. Canadian Institute for Health Information. How Canada compares: results 
from the Commonwealth Fund’s 2020 International Health Policy Survey 
of the General Population in 11 Countries. 2021.

 4. Breton M, Maillet L, Duhoux A, Malham SA, Gaboury I, Manceau LM, et al. 
Evaluation of the implementation and associated effects of advanced 
access in university family medicine groups: a study protocol. BMC Fam 
Pract. 2020;21(1):1–11.

 5. Chapman JL, Zechel A, Carter YH, Abbott S. Systematic review of recent 
innovations in service provision to improve access to primary care. Br J 
Gen Pract. 2004;54(502):374–81.

https://doi.org/10.1186/s12913-022-08140-w
https://doi.org/10.1186/s12913-022-08140-w


Page 18 of 18Breton et al. BMC Health Services Research          (2022) 22:759 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 6. Breton M, Smithman MA, Sasseville M, Kreindler SA, Sutherland JM, 
Beauséjour M, et al. How the design and implementation of centralized 
waiting lists influence their use and effect on access to healthcare‑a real‑
ist review. Health Policy. 2020;124(8):787–95.

 7. Breton M, Wong ST, Smithman MA, Kreindler S, Jbilou J, Sutherland J, et al. 
Centralized waiting lists for unattached patients in primary care: learning 
from an intervention implemented in seven Canadian provinces. Healthc 
Policy. 2018;13(4):65.

 8. Murray M, Bodenheimer T, Rittenhouse D, Grumbach K. Improving timely 
access to primary care: case studies of the advanced access model. JAMA. 
2003;289(8):1042–6.

 9. Krist AH, DeVoe JE, Cheng A, Ehrlich T, Jones SM. Redesigning primary 
care to address the COVID‑19 pandemic in the midst of the pandemic. 
Ann Fam Med. 2020;18(4):349–54.

 10. Gray R, Sanders C. A reflection on the impact of COVID‑19 on primary 
care in the United Kingdom. J Interprof Care. 2020;34(5):672–8.

 11. Rawaf S, Allen LN, Stigler FL, Kringos D, Quezada Yamamoto H, van Weel 
C, et al. Lessons on the COVID‑19 pandemic, for and by primary care 
professionals worldwide. Eur J Gen Pract. 2020;26(1):129–33.

 12. Duckett S. What should primary care look like after the COVID‑19 pan‑
demic? Aust J Prim Health. 2020;26(3):207–11.

 13. Kidd MR. Five principles for pandemic preparedness: lessons from 
the Australian COVID‑19 primary care response. Br J Gen Pract. 
2020;70(696):316–7.

 14. Viswanathan M, Kraschnewski J, Nishikawa B, Morgan L, Honeycutt A, 
Thieda P. Outcomes and costs of community health worker interventions: 
a systematic review. Med Care. 2010;48(9):792–808.

 15. Breton M, Lévesque J‑F, Pineault R, Lamothe L, Denis J‑L. Integrating 
public health into local healthcare governance in Quebec: challenges 
in combining population and organization perspectives. Healthc Policy. 
2009;4(3):e159.

 16. Breton M, Lévesque J‑F, Pineault R, Hogg W. Primary care reform: can 
Quebec’s family medicine group model benefit from the experience of 
Ontario’s family health teams? Healthc Policy. 2011;7(2):e122.

 17. Marshall EG, Ogah I, Lawson B, Gibson RJ, Burge F. ‘Meet and greet’intake 
appointments in primary care: a new pattern of patient intakes? Fam 
Pract. 2017;34(6):697–701.

 18. Breton M, Smithman MA, Kreindler SA, Jbilou J, Wong ST, Marshall EG, 
et al. Designing centralized waiting lists for attachment to a primary 
care provider: considerations from a logic analysis. Eval Program Plann. 
2021;89:101962.

 19. Yin R. Case study research: design and methods (applied social research 
methods). Thousand Oaks: Sage; 2014.

 20. Marshall EG, Breton M, Cossette B, Isenor J, Mathews M, Ayn C, et al. 
Problems in coordinating and accessing primary Care for Attached and 
Unattached Patients Exacerbated during the COVID‑19 pandemic year 
(the PUPPY study): protocol for a longitudinal mixed methods study. JMIR 
Research Protocols. 2021;10(10):e29984.

 21. Emmel N. Sampling and choosing cases in qualitative research: a realist 
approach. United Kingdom: SAGE; 2013.

 22. Lowe A, Norris A, Farris A, Babbage D. Quantifying thematic saturation in 
qualitative data analysis. Field Methods. 2018;30(3):191–207.

 23. McLaughlin JA, Jordan GB. Using logic models. Handbook of practical 
program evaluation. Hoboken: Jossey‑Bass; 2004.

 24. Mitchell P, Lewis V. A manual to guide the development of local evalu‑
ation plans: evaluating initiatives within the LIFE framework using a 
program logic approach. Canberra: Australian Government Department 
of Health and Ageing; 2006.

 25. Miles MB, Huberman AM. Qualitative data analysis: an expanded source‑
book. Thousand Oaks: Sage; 1994.

 26. Breton M, Haggerty J, Roberge D, Freeman GK. Management continuity 
in local health networks. Int J Integr Care. 2012;12:e14.

 27. Penchansky R, Thomas J. The concept of access: definition and relation‑
ship to consumer satisfaction. Med Care. 1981;19(2):127–40.

 28. Carroll JK, Humiston SG, Meldrum C, Salamone M, Jean‑Pierre P, Epstein 
MP, et al. Patients’ experiences with navigation for cancer care. Patient 
Educ Couns. 2010;80(2):241–7.

 29. Balaban R, Galbraith A, Burns M, Vialle‑Valentin C, Larochelle M, Ross‑
Degnan D. A patient navigator intervention to reduce hospital readmis‑
sions among high‑risk safety‑net patients: a randomized controlled trial. J 
Gen Intern Med. 2015;30(7):907–15.

 30. Enard K, Ganelin D, Dent R. Reducing preventable emergency depart‑
ment utilization and costs by using community health workers as patient 
navigators. J Healthc Manag. 2013;58(6):412–27.

 31. Bourgueil Y, Breton M, Cohidon C, Hudon C, Senn N, Van Durme T. Les 
soins primaires face à la Covid‑19: une comparaison Belgique, France, 
Québec et Suisse. Sante Publique. 2022;33:1–5.

 32. Srinivasan M, Asch S, Vilendrer S, Thomas SC, Bajra R, Barman L, et al. 
Qualitative assessment of rapid system transformation to primary 
care video visits at an academic medical center. Ann Intern Med. 
2020;173(7):527–35.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.


	COVID-19 – an opportunity to improve access to primary care through organizational innovations? A qualitative multiple case study in Quebec and Nova Scotia (Canada)
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Introduction
	Methods
	Study setting
	Study design
	Data collection
	Data analysis

	Results
	COVID-19 contextual changes influencing primary care innovations
	Organizational innovations aiming to improve access to primary care
	Organizational innovations existing prior to COVID-19
	Organizational innovations created during the first 18 months of the COVID-19 pandemic

	Potential impacts on post-pandemic access to primary care

	Discussion
	Population-based responsibility to primary care and support for navigation
	Repurposing existing resources in primary care and openness to changing contexts
	Implications for practice
	Strengths and limitations
	Future research

	Conclusion
	Acknowledgements
	References


