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ABSTRACT

Introduction Many Canadians struggle to access the
primary care they need while at the same time primary
care providers report record levels of stress and overwork.
There is an urgent need to understand factors contributing
to the gap between a growing per-capita supply of
primary care providers and declines in the availability of
primary care services. The assumption of responsibility

by primary care teams for services previously delivered
on an in-patient basis, along with a rise in administrative
responsibilities may be factors influencing reduced access
to care.

Methods and analysis In this mixed-methods study, our
first objective is to determine how the volume of services
requiring primary care coordination has changed over
time in the Canadian provinces of Nova Scotia and New
Brunswick. We will collect quantitative administrative

data to investigate how services have shifted in ways

that may impact administrative workload in primary care.
Our second objective is to use qualitative interviews with
family physicians, nurse practitioners and administrative
team members providing primary care to understand

how administrative workload has changed over time. We
will then identify priority issues and practical response
strategies using two deliberative dialogue events convened
with primary care providers, clinical and system leaders,
and policy-makers.

We will analyse changes in service use data between
2001/2002 and 2021/2022 using annual total counts,
rates per capita, rates per primary care provider and per
primary care service. We will conduct reflexive thematic
analysis to develop themes and to compare and contrast
participant responses reflecting differences across
disciplines, payment and practice models, and practice
settings. Areas of concern and potential solutions raised
during interviews will inform deliberative dialogue
events.

Ethics and dissemination We received research ethics
approval from Nova Scotia Health (#1028815). Knowledge
translation will occur through dialogue events, academic
papers and presentations at national and international
conferences.

STRENGTHS AND LIMITATIONS OF THIS STUDY

= This study will involve both quantitative and quali-
tative data complemented by deliberative dialogue
events for robust description, analysis and action-
able recommendations.

= Trustworthiness of qualitative methods and analy-
sis will be demonstrated through inclusion of three
professional groups working in two provinces, the
positionality and reflexivity of diverse research team
members, the use of constant comparison through-
out concurrent data collection, thick description and
an audit trail.

= A population-level analysis of factors shaping
changing workload will inform trends for system-
wide planning, but will not provide detailed clinician-
level information.

INTRODUCTION
There are more primary care providers per
person than ever before in Canada.' At the
same time, primary care is described as being
in crisis,”™* as Canadians struggle to access
needed care’ and primary care providers
report record levels of stress and overwork.’
There is an urgent need to understand
factors contributing to the gap between a
growing number of primary care providers
per person and declines in the availability of
primary care services.” To some extent this
gap may reflect declining hours worked® or
service volume’ per physician, but evidence
also points to broader health system changes
that may impact workload in primary care'’
over and above visit volume. Neither the
extent of these changes, nor their impact on
provider experience and patient access have
been carefully studied.®

Beyond patientvisits, primary care providers
(including family physicians (FPs) and nurse
practitioners (NPs)) are responsible for
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indirect patient care activities such as arranging prescrip-
tions, lab tests, imaging, specialist referrals and medical
forms, as well as maintaining a longitudinal patient
record.'’ Over the past 20 years, we have seen a shift in
care from hospitals to communities,'® a proliferation of
guidelines and increased complexity in the management
of common chronic conditions,”™ and accelerating
population ageing.'?'”'® The intersecting effects of these
trends may mean that there is greater need than ever for
care coordination or indirect patient care, contributing to
expanding administrative workload in primary care. Navi-
gating electronic medical records, complicated referral
processes, and cumbersome forms, may be increasing
the time needed to complete indirect patient related
tasks. Patients may be referred by primary care providers
to programmes or specialists as part of the overall care
plan. These referrals, however, often result in additional
administrative work and record-keeping responsibilities.
Paperwork and tasks flow back to primary care from
referral sources, further increasing workload. In addition
to administrative responsibilities related to care coordi-
nation, primary care providers play varied roles in clinic
administration, depending on service delivery model.

Administrative workload has been described as a source
of burn-out and reduced access to care for patients, and
may push FPs to choose options other than comprehen-
sive community-based practice.'” This has been casually
called ‘death by a thousand papercuts’ or more recently
‘death by a thousand clicks’.*’ Under this view, time spent
on a variety of administrative tasks is secondary to the
‘real” work of primary care. Indeed administration has
been broadly characterised as taking away from other
patient care activities, thereby making health systems
less efficient and also less equitable, as people who most
need coordinated care may struggle to access it.'"’ *' At
the same time, administrative work is central to delivering
coordinated and integrated care to patients and to clinic
operations.

Outcomes of a survey conducted by Doctors Nova
Scotia published in December 2021 revealed that admin-
istrative burdens were included among the top three chal-
lenges facing primary care physicians in that province.?
The magnitude of this problem led to the involvement of
the Office of Regulatory Affairs and Service Effectiveness
(ORASE) of the Nova Scotia government to investigate
and implement concrete action plans to address unnec-
essary administrative burdens on physicians.”> With the
support of Doctors Nova Scotia, a survey administered by
ORASE found that 38% of physicians’ time was spent on
unnecessary administrative tasks, and that 24% of that
work could have been done by someone in a different
role/profession.”” The survey also found that physicians
believed that 14% of that work could be entirely elimi-
nated.” The report on the survey noted that the main
contributors to unnecessary administrative tasks were:
the completion of medical forms, doctor’s notes, business
operations, billing, including shadow billing, licensing,
privileging and tasks associated with requirements of

government and oversight entities. Importantly, physi-
cians indicated that administrative burdens significantly
contributed to burn-out, and that reductions of time
spent on these tasks would allow time for improved work/
life balance and improved patient care.” While adminis-
trative burden is a problem for all acute, specialist and
primary care physicians in Nova Scotia, given the unique
role primary care physicians play in coordinating care, we
need detailed information about, and solutions for, this
setting.

The impact of administrative burdens in primary care
is complex. It is not simply a problem of too much paper-
work. FPs and NPs are also increasingly responding to
issues related to patients’ social determinants of health
without adequate support and resources, often resulting
in frustration, stress and emotional burden.? Wait times
for specialist referrals translate to lengthier periods of
patient management, additional paperwork, follow-up on
referrals and carrying the emotional burden of patients’
unmet needs. Added to these pressures are expectations
to take on more ‘unattached’ patients, while not having
the time or capacity to do so because of the complexity
of care required by existing patients, coupled with heavy
administrative burdens. While the emotional toll of
administrative burden on primary care providers is not
the focus of this study, it is important to recognise that
there are many concerning ripple effects that accompany
this problem.

A 2028 study®* built on the findings of the ORASE’s
Physician Administrative Burden Survey conducted
in Nova Scotia. Study outcomes demonstrated that a
10% reduction of unnecessary paperwork for primary
care physicians in New Brunswick would equal an addi-
tional 119 726 patient visits annually.*” While increased
recognition of this problem and attempts to address it
are welcome, it comes with an implicit expectation that
primary care providers will have the capacity to see new
patients and/or increase the number of visits for existing
patients. This expectation may add to primary care
provider stress and emotional burden.

While there is some limited qualitative research with
primary care physicians in the USA,” none yet exists in
Canada. We also need information drawing on the expe-
rience and expertise of NPs, clinic managers, medical
office assistants and other primary care team members
with administrative responsibilities. New information to
understand the extent and drivers of administrative work-
load, as well as the strategies required to make this activity
more efficient are urgently needed.

STUDY OBJECTIVES

This project will address three objectives and nested

research questions, with the overarching goal of adjusting

administrative workload, while ensuring efficient,

accountable and well-coordinated care:

1. Determine how the volume of services requiring pri-
mary care coordination has changed over time
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1. How has service volume shifted from inpatient ser-
vices to outpatient and community-based services
requiring coordination through primary care?

2. How has the volume of outpatient services requir-
ing primary care coordination and oversight (ie,
prescriptions, testing, imaging and specialist consul-
tations) changed over time?

2. Use interviews with primary care providers (FPs and
NPs) and administrative team members to understand
how administrative workload has changed:

1. What are current experiences of administrative
workload, including work related to patient care
and clinic administration?

2. How has administrative workload changed over
time? What factors have shaped changes?

3. What are areas of particular concern and how might
these be addressed?

1. Drawing on the findings of objectives 1 and 2, with pri-
mary care providers and service planners, coidentify
priority issues and codevelop practical response strate-
gies to make administrative work more efficient:

1. Which areas of concern are addressable in the short,
medium and long term?

2. What actions would be needed, who is in a position
to act, and what resources would be involved?

METHODS

This 2-year study (June 2023-May 2025) will use different
data sources and methodologies to address each project
objective within two study provinces, Nova Scotia and New
Brunswick (figure 1). Findings of descriptive quantitative
analysis under objective 1 and in-depth qualitative inter-
views under objective 2 will inform deliberative dialogues
used to address objective 3.

Objective 1: quantitative administrative data

To address objective 1, we will seek out and combine
administrative data from multiple sources to create a
more complete picture of shifts in service use over time,
accessing data from 2001/2002 (or earliest available,
depending on dataset) and 2023/2024 (or most recent
available). This time frame will allow us to explore long-
term trends, as well as changes since March 2020 due
to the pandemic. We do not need access to individual,
record-level data to meet study objectives and plan only
population-level analysis, using population-based data
that captures service delivery for all insured residents of
the study provinces (approximately 1 million residents
in NS and 800 000 in NB). To address question la, we
will combine publicly available data accessible through
the Canadian Institutes of Health Information at the
provincial level to examine trends in hospital services use
as well as services delivered on an outpatient basis or in
the community. To examine trends in hospitalisations,
we will count the number of discharges recorded in the
Discharge Abstract Database (DAD) and the number
of days patients spent in hospital.”” The DAD captures

administrative, clinical and demographic information
on all hospital discharges (including deaths, sign-outs
and transfers). To capture outpatient physician service
use, we will use the National Physician Database (NPD)
to track number of visits with primary care physicians, as
well as with medical specialists and surgical specialists.
The NPD contains information on both the demographic
characteristics, and their payments and activities within
the healthcare system. We will use the DAD to count the
number of day surgery procedures. Finally, we will use
the National Health Expenditures Database to trian-
gulate findings about service volume, examining shifts
in spending between hospitals and other categories of
healthcare over time.*

To address question 1b, we will track total laboratory
tests and imaging services completed for outpatients, as
FP/NPs have a role in reviewing and coordinating these
even when ordered by other physicians. Public prescrip-
tion data for seniors will be used to count the number
of different drugs dispensed per year, at the level of the
first five digits of the Anatomical Therapeutic Chem-
ical classification code.* We will exclude vaccines (J07),
vitamins (All), mineral supplements (Al2), tonics
(Al3) and various (V) categories. As with lab tests, as
FP/NPs have a role in managing all prescriptions, we
will report the total. We will use NPD to track specialist

Qualitative
Data Collection

Qualitative
Data Analysis

Quantitative
Data Collection

Quantitative
Data Analysis

Joint Analysis

Document preparation for Deliberative Dialogue Event 1

Deliberative Dialogue Event 1

Synthesis and Preparation for Deliberative Dialogue Event 2

Deliberative Dialogue Event 2

Figure 1
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physician visit data, focusing on those seen as outpa-
tients, as reports would go back to NPs/FPs for patient
follow-up.

Quantitative analysis

Our approach is primarily descriptive and it is not neces-
sary to link datasets at the individual level. We will present
service use data as annual total counts (to capture how
total workload has changed), as rates per capita (to
capture how patient-level care has changed), as well as
rates per primary care provider, and per primary care
service (to capture how changes in workload map onto
primary care workforce supply and practice volume).
Following visual inspection of trends over time, we will
use segmented regression to quantify changes in level or
trend of service use over time, including in the context of
the COVID-19 pandemic.”

Objective 2: in-depth video interviews

Our approach most closely resembles a mixed-methods
multilevel plan in which quantitative and qualitative data
will be concurrently collected and analysed, each with
equal weight. The research questions we are attempting
to answer through the use and analysis of quantitative
data while complementary, are distinct from the research
questions we are exploring though qualitative interviews
and analysis. Findings from both methods will contribute
to knowledge generation and may enhance each other;
however, itis impossible to know in advance of data collec-
tion and analysis precisely how this will evolve. We antic-
ipate that findings from quantitative data on changes in
service volume requiring primary care coordination will
be better understood when complemented by narra-
tives from the interviews that add important contextual
information

Interviews
We will use interviews with primary care providers (FPs,
NPs and other team members involved in administra-
tion (clinic managers and/or medical office assistants)
to understand their current administrative workload
(including care coordination and other administrative
activities), how this has changed over time, and what
opportunities exist to manage this differently. See online
supplemental material for interview guides. We will be
interviewing primary care providers and administrative
staff in New Brunswick as well as Nova Scotia to compare
narratives between the two provinces, and to inform a
planned Pan-Canadian study on this topic in the future.
We will conduct interviews via a secure online video
platform. Interviews will last approximately 1 hour and
will be scheduled at a time that is convenient and accept-
able to study participants. This will allow us to reach a
geographically varied set of participants at a lower cost
than conducting in-person interviews. Video interviews
have been shown to produce similar data richness when
compared with in-person interviews.” ** Interviews will
be conducted by Master’s or PhD trained qualitative

research staff. Interview data will be digitally recorded,
professionally transcribed, quality checked for accuracy
and deidentified prior to analysis. Each interviewer will
complete field notes shortly after interviews take place.
Field notes will be reviewed prior to and during analysis.
The research associate will document all analytic deci-
sions for the audit trail.

Recruitment

We will purposively recruit primary care providers who
are funded through a range of payment models (fee-for-
service and alternate payment plans), who work in a range
of clinic models (independent, health authority part-
nered, turn-key health authority operated) and who work
in a range of geographical locations (urban and rural
locations throughout each province). Specifically, we will
recruit from Nova Scotia Health Primary Care Clinics,
Dalhousie Family Medicine teaching sites, Doctors Nova
Scotia and NPs of New Brunswick. Potential participants
will complete a brief on-line screening survey (see online
supplemental information). We plan sample sizes of 20
FP/NP and 20 administrative team member interviews
to investigate differences by models and locations. The
total sample size is 40. This sample size is consistent with
recommendations for similar study designs.” Previous
research we conducted concerning primary care practice
was received with strong interest”’; we anticipate similarly
strong interest in this topic.

The project research associate will contact key indi-
viduals at recruitment organisations to explain the
study and coordinate outreach. Key individuals at each
site will distribute introductory emails along with a
study poster. There will be a link from the poster to the
screening survey. Our aim is to interview participants
from various geographical settings, practice types,
remuneration models, discipline (NP, FP, administra-
tion) and with varying lengths of practice experience
and roles in primary care clinic settings. Sampling from
the results of the screening survey will involve selection
of interview participants with the greatest number of
diverse characteristics. Sampling will depend on the
number and diversity of survey responses. Additional
recruitment will take place until sampling goals have
been reached.

Gender is of central importance in this project. A
substantial body of evidence shows that physician prac-
tice patterns are gendered, as are expectations with
respect to care provision, including potentially admin-
istrative workload.”” ™ We will be attentive to gender in
both interview recruitment and qualitative analysis. As an
increasing proportion of FPs are women, and 92% of NPs
in Canada™ are female we will actively recruit men and
ensure there are no barriers to participation for people
with other genders. We will ask participants about how
they perceive relationships between gender and admin-
istrative workload, and our analysis will explore how
responses and experiences vary by gender.
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Informed consent

Consent is implied by completion of the online survey.
This is clearly articulated in the introductory text to the
survey and has been approved by the local research ethics
board. Potential participants selected for interviews will
be contacted by the research associate. A participant infor-
mation sheet covering all the topics typically included in
consent forms will be provided at that time, and partici-
pants will have an opportunity to ask any questions they
have before interviews are scheduled. At the beginning
of each interview, the research associate will review study
aims, participant rights and obtain verbal consent. The
consent process will be audiotaped for documentation
purposes.

Each participant will be assigned an identification
number in place of their name. All interview transcripts
will bear the identification number. Participant quotes will
be included in presentations and publications emanating
from this study; however, there will not be any personal
identifiers. Quotes will be attributed to the type of profes-
sional, gender and province in which the person is prac-
ticing, with attention to any contextual details of practice
that could be identified.

Data management

Quantitative and qualitative data and consent forms will
be securely stored on encrypted password-protected
computers. Files are backed up monthly on an external
drive. Both quantitative and qualitative data will be stored
for a period of 7 years after which it will be permanently
destroyed in accordance with the policies of Dalhousie
University.

Qualitative analysis

We will employ Braun and Clarke’s reflexive thematic
analysis," which fits well with our critical qualitative
approach® * and relativist epistemology.** Our anal-
ysis will also be guided by social constructivism.* This
blended approach reflects our positionality as active
participants in the research process, our understanding
that meaning is socially constructed, and the key role of
reflexivity throughout the research process. There are six
fluid phases involved when conducting reflexive thematic
analysis. The first phase is becoming familiar with the
interview data by reading through transcripts on several
occasions. The next phase involves initial coding of data
related to the research question. We plan to employ an
inductive approach to analysis at that stage. This will be
followed by the generation of preliminary themes. We will
then return to the data, further develop and revise themes.
Depending on the analysis in progress, we may continue
with the inductive analysis or we may decide to conduct a
deductive analysis based on a concept or framework that
we determine at that point may provide greater depth to
the findings. In the latter case, we will return to the data
and commence a new phase of coding deductively. This
is what is meant by the fluidity of analytic phases. Once
that phase has been completed, we will further refine and

name themes and develop definitions for the themes.
The final stage involves written preparation of the results
including a discussion of their relevance to the existing
literature.

Initially, each member of the qualitative working group
will review 2-3 transcripts each. Working group members
will meet weekly to discuss the transcripts and potential
codes. The research associate will use NVivo software to
begin the inductive coding process based on those discus-
sions. We will begin by generating a detailed description
of administrative workload (research question 2a). Anal-
ysis will occur concurrently with data collection and the
interview guide will be iteratively adjusted if needed as
our understanding of experiences of administrative work-
load develops. We will then expand analysis to explore
changes over time (question 2b) and to make compar-
isons between FP/NP and administrative team member
interviews, as well as to explore variation across payment
model, practice model and practice setting. To address
research question 2c, and in preparation for Objective 3,
we will group and compile areas of concern and potential
solutions raised by participants.

The qualitative working group will continue to meet
biweekly or as needed throughout the analytic process.
The diverse perspectives and expertise of group members
will ensure a robust and meticulous analysis of qualitative
data. We will have representation from family medicine,
nursing, health administration and health policy, as well
as expertise in qualitative research methods, ethnography
and medical anthropology. Each interviewer will prepare
field notes shortly after interviews take place. This may
result in modifications to the interview guides. Field
notes will be reviewed prior to and during analysis. The
research associate will document all analytic decisions as
part of the audit trail.

Time frame: We expect the recruitment period and
interviews to begin in September and be complete
by the end December 2023. Qualitative analysis will
also commence in September 2023 and is expected to
continue through to June 2024.

Objective 3: integration of findings and knowledge exchange
We will work with partners on the team to identify rele-
vant participants for a final two-phase dialogue event,
designed to integrate and interpret both scientific and
contextual data for the purpose of informing policy
development,*® in this case, strategies to address adminis-
trative workload. We will include (1) a subset of interview
participants (primary care providers and administrative
team members) working in varied contexts, (2) clinical
leaders who can make changes within primary care service
delivery environments and (3) system administrators
and policy-maker leaders who can change processes that
involve both primary care and other parts of the health
system or sectors. We anticipate 12—15 participants will be
involved in both the first and second stages of dialogue
events.
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Prior to the first meeting, the study team will review
quantitative findings and the initial list of areas of
concern identified through qualitative interviews. These
will be integrated into a background document circu-
lated in advance of the dialogue process. Quantitative
findings will inform changing administrative workload
over time, and qualitative findings will provide context
for areas of concern and potential solutions that will
be explored during dialogue events. Dialogues will be
conducted via video-conference in two stages. In the
first stage, nominal group technique (NGT)*" * will be
used to guide discussion and prioritisation of issues and
solutions. Nominal group technique has been used since
the 1960s for the identification of problems, priority
ranking of issues, action items or questions in small group
in-person sessions. One of the technique’s key strengths
is it is designed for equal representation among partic-
ipants and is non-hierarchical in nature. In this study,
areas of concern generated and recorded in qualitative
interviews will serve as a starting point for discussion, with
participants invited to add topics not yet mentioned. In a
ranking exercise, participants will be invited to consider
which tasks are time-consuming and/or offer lower value
to patients and the system. Then participants will be asked
to discuss and explain the reasons for their ranking.

The second stage will focus on feasibility and actions
needed to address high-priority areas of concern iden-
tified in the first event. Prior to the second stage, we
will identify any additional participants with knowledge
specific to areas of concern. Participants will be asked to
consider which could be addressable in the short term (<3
months), medium term (3-12 months) and long term (1
year or more). In breakout groups focusing on individual
areas of concern, participants will be asked to consider
what action would be needed and who would need to
be involved. Each breakout group will be led by a facil-
itator briefed and prepared by the research team. After
the breakout group discussions, there will be a debriefing
with the full group of participants. The dialogue process
will provide concrete and actionable strategies tailored
to the primary care setting, which complement other
ongoing work within Nova Scotia and New Brunswick
health systems.

Impact on equity in recruitment and retention of healthcare
professionals

Administrative workload directly impacts recruitment
and retention of healthcare professionals, at times influ-
encing FPs to choose options other than community-
based primary care as a strategy to circumvent burn-out."
Expectations for coordination may vary by how primary
care providers are gendered and racialised*’; women form
a growing proportion of the primary care workforce.”
Addressing coordination workload can, therefore, play a
role in supporting equity in recruitment and retention of
healthcare professionals. Understanding and supporting
coordination of care is central to people-centred, flex-
ible, quality healthcare. Identifying practical strategies

to make coordination more efficient can support innova-
tive healthcare models, and more seamless integration of
virtual care into patients’ journeys.

Patient and public involvement

Patients or members of the public were not involved in
the design of this study and will not be involved during
implementation. While our research questions respond to
topics of patient and public interest, research approaches
focus on routinely collected health system data and
research participants are primary care providers and
administrative staff. We, therefore, focus on including a
range of policy and provider expertise and experience
within the research team. Inclusion of patients in the
deliberative dialogue events is not currently planned.

Study limitations

Available quantitative data sources capture variables
labelled ‘sex’, but there is no measure of gender, and
administrative or legal sex may not correspond to sex
assigned at birth. This is a limitation of secondary anal-
ysis of these data. Where possible, we will distinguish
between patterns plausibly shaped by sex or gender in
interpretation.

Care coordination activities are not recorded in admin-
istrative billing data. It is not possible to directly capture
time spent on care coordination or other administrative
work. Instead, we focus broadly on shifts in care delivery
between hospital and community, as well as changes in
services that require coordination, review and/or admin-
istration on the part of primary care providers. Itis beyond
the scope and budget of this project to obtain access to
linked, record-level data or to collect detailed time use
data. Study objectives can be addressed through aggre-
gate data that can be shared with no risk of identification.
This project will form the groundwork for a future grant
proposal that will use record-level data from the same
sources to analyse changes over time by population age
and generate projections of future primary care capacity.

ETHICS AND DISSEMINATION
Research ethics approval for this protocol was received
from Nova Scotia Health (REB # 1028815) for research
activities in both Nova Scotia and New Brunswick. This
study conforms to the Declaration of Helsinki (June 1962;
amended October 2013) and the Belmont Report (1979).
We are taking an integrated knowledge translation
approach® and have assembled a team that includes
varied perspectives. Primary care provider coinvesti-
gators and policy partners affirm the urgent need to
address administrative workload. We will present find-
ings and seek feedback from the groups represented by
partners and team members following completion of
objectives 1 and 2. Deliberative dialogues under objec-
tive 3 are themselves a method for knowledge translation,
designed to integrate and interpret data to inform strate-
gies addressing administrative workload. This project will
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also yield traditional academic outputs crossing multiple
disciplines and results will be disseminated to a range of
audiences.

Results will inform healthcare delivery excellence that
addresses opportunities for team-based care and the
ability of healthcare providers to work to their full scope
of practice. New or expanded roles for administrative and
other primary care team members are being piloted in
Nova Scotia. This pilot research will enrich the under-
standing of our research outcomes and also support
ongoing innovation. Finally, a robust system of primary
care is fundamental to addressing health inequalities in
access to care. There is evidence of declining equity in
access to primary care in Canada.” Limited primary care
capacity and inadequate systems of coordination impact
patients with more complex health and social needs most
severely. High-performing systems of primary care can
connect healthcare with other community resources.
This coordination is needed to support collaborative
approaches to address the social determinants of health.
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