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Outline
• Background and Context;
• The Current landscape;
• The Vision;
• The Foundation;
• The Enablers; and
• The Progress.
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Background and Context
Integrated Care (from the Harmonized Principles for Home Care): 
Patients’ needs are met through coordinated clinical and service-
level planning and delivery involving multiple health care 
providers and organizations.  The goal is to:
• Build strong foundational partnerships between home care         
x     and primary care;
• Optimize system resources and seamless navigation through         
x care coordination;
• Facilitate joint planning, decision-making, and open                   
X communication; and
• Engage health and social care sectors with a focus on 

x continuity for the client.
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Why Integrated Home 
and Primary Health Care?

• Maintain health;
• Prevent and/or delay illness;
• Prevent adverse events;
• Support individuals to improve their management of chronic  x
conditions;
• Reduce unnecessary ED usage;
• Reduce unnecessary hospital utilization;
• Reduce unnecessary or premature nursing home admission; and
• Provide palliative care at home.
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Current Landscape
Nova Scotia:
• Population: 953,900 (2017); 
• Population: > 75 years: 8% NS, 7% CA; Median age 44.6 NS, 40.6 CA;
• One Health Authority plus the IWK;
• DHW budget: $4.2B;
• Home Care budget: $255M; 
• 30,000 home care clients;
• 3.2 million home support hours;
• 1 million nursing visits;
• 21 home care providers/ VON provides 97% home nursing;
• 137 LTC facilities (7,851 beds);
• 40 hospitals;
• 1092 GP's;
• 70 NP's;
• 35+ FPN's; and 
• 50+ PHC + CHC teams.

Photo: courtesy of Novascotia.com
Cape Split Provincial Park, Bay of Fundy 

& Annapolis Valley
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Access to Physicians
•   NS has the highest # of physicians per population of all                      
x provinces in Canada and has held that position for most of      x 
the past twenty years;
•   The % of Nova Scotians who have a regular healthcare             x
provider is statistically higher than the national average;
•   Despite the relatively high number of physicians, a growing    x 
number of residents are unable to find a family physician;
# of Nova Scotians without a primary care provider?  
•  Stats Canada 2016 = 97,850 (10.3% compared to 15.8%             
x nationally); and
• Needs a Family Practice Registry, Oct. 1/17 = 37,339.00.
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Continuing Care Programs 
and Services

Single Entry Access (SEA)
1-800-225-7225

Self-
Managed Care 
160 clients annually

Home Care 
(Home Support & Nursing)
29,000 clients annually

Long -Term Care 
Nursing Home (6,923 beds) 

Residential Care Facility (927 beds)
10,000 residents annually

Caregiver 
Benefit 

3,000  clients annually

Supportive 
Care

240 clients annually

Personal Alert 
Assistance 

700 clients annually

BehaviouralH
ealth 

Program

IADL Supports 
Funding 

OT/PT
Community

Seniors’ 
Wheelchair 

Loan 
300 clients annually

Facility Based 
Respite 
(44 beds)

H
om

e O
xygen

1,300 clients annually

Intake & Referral
Assessment & Care Planning

Case Management

Specialized 
Equipment 

Program
Under  65 

Pharmacare

Home First 
Funding 

Over Cost Fund

Home First Approach
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The Vision
Nova Scotians and their communities are served by collaborative 
primary health care teams delivery comprehensive care to 
individuals, families, and communities. 

The team will provide:
• Comprehensive care;
• Accessible care;
• Coordinated care;
• Continuity of care;
• Integrated care;
• Community oriented care; and
• Population health focus.
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The Foundation
• One Health Authority (2015); 
• Government Commitment & Minister’s Mandate (2017); 
• DHW focus (2016); 
• Doctor’s NS support; 
• Other professionals support (nursing, pharmacists, paramedics, etc.);
• Provincial 811 (2009; 2016); and 911 (1997) 
• Provincial Home Nursing system (VON does 97%); 
• Electronic Records (>80% GPs using EMR; MyHealthNS; OPOR; provincial  x 
x data warehouse); 
• InterRAI; 
•      Legislation and Regulation; 
•      Physician Resource Plan (2012);
• SHIFT Strategy; 
• Dementia Strategy; and 
• Geographic framework (zone, community health network, community      x
x cluster geographic levels.
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The Enablers
• Governance & Leadership;
• Economic Conditions;
• Workforce;
• Engagement platform;
• Quality, safety & Risk;
• Infrastructure;
• Accountability; and
• Culture.
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The Progress
• Continue building the foundation; 
• 50+ collaborative teams; 
• 4 year PHC investment commitment ($78M) 
• Reduction of home care and LTC waitlists; 
• 10 year HC investment commitment ($125M); 
• 4,331 patients placed with a provider or practice;  
• Multi year implementation plan; 
• Home Care nursing lined with primary care; 
• Primary Health Care networks (home care coordinators, caseloads            
x     aligned with networks and embedded in primary care practices);
• Palliative Home Care program; 
• Paramedics providing palliative care at home program; 
• Home Care performance based contracts; and  
• Extended Care paramedicine in LTC.
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Questions and Advice

Photo: courtesy of Destination Halifax
Dartmouth Waterfront, looking towards Halifax
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