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Article 
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Abstract 

Background: The persistent challenge of not having a physician or nurse practitioner for ongoing 
care for millions of residents imposes a burden on the health economy in Canada and demands a 
shift in focus from mere system registry to the value-based concept of attachment readiness. With a 
hypothesis that true attachment is a function of attachment readiness, a relational process shaped by 
the intersection of patients’ preparation, providers’ capacity, and systemic support, this study aims 
to investigate challenges of attachment c reating b arriers t o m eaningful h ealthcare r elationships. 
Methods: This sequential mixed-methods study was designed to integrate a comprehensive scoping 
review of academic librarian-guided databases, search engines, grey literature, and snowballing, 
followed by 360-degree qualitative interviews with experts, service providers, and clients. Qualitative 
data was analyzed by thematic coding to answer the research questions. Results: Attachment is a 
function of a multitude of factors from patients and physicians, ‘attachment readiness’ is a multilevel, 
process-oriented condition shaped by patient preparedness, provider capacity, and system design 
more than a single episodic event or individual attribute. Facilitators such as team-based care, patient 
navigation, culturally responsive outreach, and structured onboarding reinforce readiness as a 
system-enabled condition. However, persistent system-level barriers delay attachment a mong 
motivated patients (readiness decay), leading to frustration, disengagement, and reduced trust. 
Findings further suggest that attachment i s constrained not only by physician supply but a lso by 
time-sensitive readiness conditions. Conclusions: This study suggests that attachment to primary 
care is one leg of a three-legged stool, upheld and sustained by the two others- equity and access. To 
facilitate true attachment and to move beyond fragmented care and reliance on high-cost emergency 
departments, Canadian healthcare policy must consider attachment readiness through standardizing 
onboarding (Implementing uniform digital intake processes to reduce repetitive data entry and 
administrative friction), equity lens for prioritizing vulnerability (Refining centralized waitlist 
algorithms to account for clinical urgency and social determinants of health), and supporting 
provider capacity (Providing financial and administrative incentives that recognize the labour 
involved in establishing new longitudinal relationships for patients with complex needs).  

Keywords: attachment t o p rimary c are; a ttachment re adiness; eq uity in  attachment; pri mary 
healthcare system; immigrants and newcomers 

Background 

According to the Canadian Medical Association (CMA), approximately 6.5 million Canadians 
remain unattached to ongoing primary care, which is the essential front door to the healthcare system 
in Canada and foundational to accessing timely preventive care and chronic disease management 
(Ross, 2024). This represents more than 15% of the population, indicating limited consistent access to 
primary care (Haggerty, 2025). Certain groups, such as immigrants, low-income individuals, 
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formerly incarcerated people, people with a history of opioid use, and those experiencing mental 
health challenges, are disproportionately less likely to have a regular primary care provider (Batista 
et al., 2019; Irurzun-Lopez, Jeffreys, & Cumming, 2021; Bayoumi et al., 2023). Patients who are not 
attached to a primary care provider often rely on walk-in clinics or emergency departments for both 
basic and preventive health services (Lambrew et al., 1996; Sullivan, 2000). 

Canada ranks among the lowest in primary care attachment rates within the Organization for 
Economic Co-operation and Development (OECD) countries (Breton et al., 2019). This lack of 
attachment to primary care providers limits access to healthcare and diminishes the quality of care, 
largely due to disruption in system navigation and fragmented care (Fitzsimon et al., 2025). For 
residents without a consistent healthcare provider, it is a significant contributor to preventable health 
problems (Fitzsimon et al., 2025). Those without a regular family doctor or nurse practitioner face 
substantial barriers to care. Research by Crooks, Agarwal, and Harrison (2012) revealed that 
unattached individuals experience fragmented medical records, limited access to specialized care due 
to missing referrals, and the absence of a continuous doctor-patient relationship that fosters trust and 
communication (Macdonald, 2026). Experiencing longer periods without attachment is associated 
with poorer health outcomes and higher healthcare costs, particularly among individuals with 
moderate-to-high comorbidities (Fitzsimon et al., 2025). 

In Ontario, systemic issues, such as an ongoing severe shortage of family physicians and Family 
Health Teams, compound these challenges. The Canadian Health Workforce Education, Training, 
and Distribution Study (2025) reported a deficit of about 23,000 family doctors, with only 1,700 new 
graduates entering the workforce each year, far below replacement levels. This shortage, along with 
underutilized internal training programs in Canada and an aging physician population, exacerbates 
the attachment gap. Primary care providers face increasing administrative burdens, outdated billing 
and remuneration models, and significant workforce challenges that impact both recruitment and 
retention. These structural challenges contribute to burnout and reduced capacity, thereby further 
straining access to primary care. Despite the need for more medical professionals, Ontario 
experiences significant brain waste, with many internationally educated professionals not hired and 
their skills going to waste (Alamgir, Janczur, Bhuiyan, Richmond, & Rezk, 2020). This shortage of 
health professionals exacerbates the gap in healthcare access. Solo family medicine practices are 
overstretched and do not have the necessary resources and access to team-based care to manage the 
needs of complex patients experiencing multiple social, health, and structural vulnerabilities such as 
food insecurity, poverty, and complex co-occurring mental health or substance use challenges. 
Subsequently, solo family medicine practices are forced to maintain smaller rosters and selectively 
accept patients due to limited capacity and resources to adequately care for patients with severe, 
complex chronic conditions or substance use (Crooks et al., 2012). 

To address these challenges, governments at all levels have introduced multiple initiatives to 
enhance attachment to primary care. Ontario’s Primary Care Action Plan (2025–2029), a provincial 
government strategy, aims to connect approximately 2 million residents by creating and expanding 
interprofessional primary care teams (Government of Ontario, 2025). Further, Ontario’s Healthcare 
Connect is a centralized waitlist for unattached patients awaiting attachment. Other provinces have 
implemented similar policies and programs. British Columbia’s Provincial Attachment System uses 
the Health Connect Registry and Provider Panel Registry to link patients and providers. Québec’s 
Guichet d’accès à la première ligne (GAP) and GAMF, Nova Scotia’s Need a Family Practice Registry, 
Alberta’s Primary Care Networks and AlbertaFindADoctor.ca, Prince Edward Island’s Family Care 
Teams, and Newfoundland and Labrador’s Patient Connect NL all aim to improve equitable, 
longitudinal access to primary healthcare across jurisdictions. 
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Problem Statement: 

Despite these nationwide efforts, millions of Canadians remain unattached to a consistent 
primary care provider. Improving access requires more than just system capacity. The readiness of 
both patients and providers to engage in and sustain ongoing primary care relationships is crucial 
but underexplored. This study explores attachment readiness from both perspectives. 

This article informs strategies that streamline and strengthen the onboarding process for 
primary care attachment by integrating the perspectives of patients, providers, and the healthcare 
system to support equitable, sustainable, and person-centred care. 

Research Questions: 

• What are the global concepts of ‘Attachment’ and ‘Attachment Readiness’ to Primary Care? 
• What is the impact of attachment and attachment readiness (attaching prepared or not prepared 

patients) on the healthcare system (cost of non-attachment)? 
• What are the challenges to and facilitators of attachment readiness? 

Specifically, this review seeks to clarify the global concepts of attachment and attachment 
readiness within primary care, examine the impact of attachment and non-attachment on health 
system outcomes, including the costs associated with unattached care, and explore the key challenges 
and facilitators that influence patients’ readiness to attach to a primary care provider. 

Methodology 

This project employed a sequential approach (Cresswell, 2014): a scoping review to generate 
foundational information, followed by interviews with patients and providers based on the 
information gathered during the scoping review, and, finally, validation by expert consultation. A 
scoping review was considered most appropriate given the novelty of the area of study and the 
scarcity of relevant articles, to capture anecdotal experiences, and to define clinical attachment and 
to differentiate between other attachments. 

Scoping Review 

This scoping review activity, conducted in September and October of 2025, followed an 
enhanced modeling (Alamgir et al., 2024) of the Arksey and O’Malley framework (2005), and 
included peer-reviewed literature from databases, search engines such as Google Scholar, snowball 
searches from references of other literature, and grey literature sources. PubMed, MEDLINE, 
ProQuest, ScienceDirect, and JSTOR databases were searched following PRISMA-ScR guidance 
(Grant & Booth, 2009). Grey literature searches were conducted through Google and other references. 
Databases, search terms and Boolean Operators were reviewed and guided by an academic librarian 
from Seneca College in Toronto. Search strategy details are available in Appendix B. 

Inclusion criteria required articles in English (published in English or English translation 
available) that examined the concepts of attachment to primary care and attachment readiness within 
primary healthcare systems in Canada or other countries with comparable health care systems 
(Alliance for Healthier Communities, 2026). Considering the relative scarcity of relevant literature 
and rapidly changing strategies for health-system reforms and attachment initiatives, articles 
published in the last 15 years were included. Exceptions were made for seminal articles or articles of 
high relevance and value. Studies were excluded from this review if they did not address tools or 
practices that were grounded in evidence, full texts were not available, and scientific rigour was not 
validated during quality checks by the Critical Appraisal Skills Programme (CASP) checklist 
(Alamgir et al., 2025b) (Figure 1). 

Conventional five-step strategy of scoping review practice (identifying the research questions, 
identifying relevant studies, selecting eligible studies, charting the data, and collating, summarizing, 
and reporting the results) was strengthened by adding four practice-based components. First, the 
PRISMA-ScR guidelines were incorporated to systematically screen, sort, and select relevant articles 
retrieved from databases. Second, Flicker and Nixon’s collaborative data analysis approach was 
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adopted to minimize individual researcher bias and reduce variability in interpretations among 
researchers. Third, the traditional role of the principal investigator was shifted to an “insider–
outsider” perspective, which helped limit the investigator’s influence on the data analysis process 
(Dwyer & Buckle, 2009). Finally, the CASP checklist was integrated as a quality monitoring tool to 
ensure the rigour and credibility of the review process and its outcomes. 

Identified literature was manually screened for duplicates and for eligibility by one independent 
reviewer (PY). Articles were then exported into MyBib, a citation management website, to sort 
through relevant articles. Grey literature sources were assessed for relevance and credibility based 
on authoring organization, publication date, and alignment with the review’s focus on attachment. 
Specific sources include government reports and policy documents. A thematic reflexive approach 
was conducted on the extracted articles and included themes surrounding attachments and its 
impacts, facilitators, barriers, readiness, and other characteristics (Braun & Clarke, 2006). Reflexive 
thematic analysis positions researcher subjectivity as a valuable resource and views coding as 
inherently interpretive rather than fixed (Braun & Clarke, 2022).  

 
Figure 1. PRISMA flow diagram. 

Qualitative – Semi-Structured Interviews 

This study further employed a qualitative descriptive design using semi-structured, in-depth 
interviews to explore attachment readiness to primary care from the perspectives of 8 patients, two 
physicians from two private clinics, one physician from a community health centre and two project 
managers. A qualitative approach was selected to capture participants’ experiences, perceptions, and 
interpretations of attachment and onboarding processes within real-world primary care contexts 
(Braun & Clarke, 2006). 
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Participant Sampling and Recruitment 

This study used a purposive snowballing sampling approach with intentional design to ensure 
heterogeneity and maximum variation (Arcaya et al., 2018). This strategy was used to recruit 
participants with direct experience of primary care attachment processes. Sampling aimed to capture 
diverse perspectives from patients and providers relevant to attachment readiness. Sampling 
continued until information power was achieved, defined as the point at which additional interviews 
did not yield substantively new insights relevant to attachment readiness (Malterud et al., 2016). 
Patients were recruited through the Access Alliance Multicultural Healthcare Centre and were either 
randomly phoned or approached by staff or study team members, who provided information about 
the study. Patients were eligible to participate if they had recently sought attachment to a primary 
care provider or had experienced onboarding or intake processes related to primary care attachment. 
Providers were recruited via professional networks, organizational contacts, and email invitations. 
Primary healthcare providers and staff were eligible if they were involved in patient attachment, 
intake, onboarding, or panel management and practised in private primary care clinics, community 
health centres, or team-based primary care settings. Interested individuals were contacted directly by 
the research team. 

Data Collection 

Data collection began between October 2025 and December 2025. Interviews were conducted by 
a trained qualitative researcher (PY). An interview guide was developed based on the study 
objectives and existing literature on primary care attachment and attachment readiness. The guide 
included open-ended questions and probes exploring perceptions of readiness, administrative 
processes, barriers and facilitators, and suggestions for improvement. Interviews were conducted in 
person or virtually (by phone/video), depending on participantsʹ preferences and availability. 
Interviews lasted approximately 30–60 minutes and were audio-recorded with participant consent. 
Field notes were taken during and immediately after interviews to capture contextual details and 
initial analytic impressions. 

Thematic analysis was practiced using an iterative, inductive approach, ensuring a reflexive 
process (Braun & Clarke, 2006). Analysis was conducted manually by one researcher (PY), where 
codes were developed using the interview guide and discussions with the Principal Investigator.  

Result 

A. Scoping Review Findings: Characteristics of Included Studies 

After removal of duplicates, the search yielded 86 studies. Once screening commenced, 38 were 
excluded, leaving 48 studies screened for eligibility. After excluding 24 articles, 24 peer-reviewed 
literature articles remained (Figure 1). An additional 10 grey literature articles were identified. Most 
studies for both peer review (n = 14/24, 58%) and grey (n = 9/10, 90%) were based in Canada. Other 
articles outside of Canada were in the context of other comparable health systems or discussed 
multiple countries (Figure 2). Namely, they were from Iran, the Netherlands, New Zealand, France, 
China, and Indonesia (n=6/24, 25%). A summary table of themes is available in Appendix B. 
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Figure 2. Geographic distribution of Included Studies (N = 50). 

Attachment and Influencing Factors 

Attachment in primary care refers to a provider’s responsibility for continuous, comprehensive 
patient care, with the linking process known as enrollment, empanelment, or rostering (Aggarwal & 
Glazier, 2024; Marchildon et al., 2021). Terminology varies globally, where China uses the Family 
Doctor System with “contracting,” the Netherlands uses “registration,” some countries use 
gatekeeping models, and others rely on voluntary attachment (Zhao et al., 2024; Kroneman et al., 
2024). Strong primary care access supports equitable, cost-effective outcomes through prevention and 
early treatment (Godfrey et al., 2024). Attachment is influenced by factors such as patient awareness, 
trust in the healthcare system, life transitions, provider attitudes, and cultural preferences, including 
mistrust of general practitioners compared to specialists (Dumontet et al., 2017; Crooks et al., 2012; 
Shams & Mohammadi, 2024). 

Barriers & Facilitators to Attachment 

Attachment to primary care is shaped by a range of barriers and facilitators, particularly those 
related to the social determinants of health (Kouyoumdjian et al., 2019). Factors such as immigration 
status, experiences of discrimination by service providers, and broader social and economic 
conditions can limit individuals’ ability or willingness to attach to a provider (Karen et al., 2015). At 
the same time, membership in supportive communities can facilitate attachment by providing 
information, encouragement, and navigation support. Additional challenges, including a lack of 
knowledge about how to access primary care and logistical issues such as transportation, scheduling, 
and system complexity, further influence whether individuals can establish and maintain attachment 
(Kouyoumdjian et al., 2019; The College of Family Physicians, 2018). 

Characteristics of an Attachment-Ready Provider 

An attachment-ready primary healthcare provider is one who has the capacity, through 
appropriate panel size, staffing, and team composition, to take on new patients while ensuring 
availability, longitudinal care, and coordination across the patient’s healthcare journey (Stone, 2025). 
Their team and infrastructure support continuity through tools such as EMR tracking, follow-up 
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systems, proactive outreach, and care coordination. They also have efficient onboarding processes 
that enable understanding of patients’ histories and contexts, insurance verification, timely 
scheduling, patient education, and clear communication of clinic policies (Stone, 2025). Beyond 
operational readiness, these providers demonstrate a commitment to meeting diverse patient needs, 
including a willingness to accept patients regardless of background or disease complexity, even 
though they tend to prefer less complex cases (Breton et al., 2019). They take accountability for 
ongoing, continuous care, are comfortable working within patient-panel and team-based care 
models, and are equipped to address social and clinical complexity. Additionally, they support 
improved access by offering care beyond regular office hours and aligning with remuneration 
models, such as capitation, that account for patient size and complexity (Marchildon et al., 2021). 

B. Findings from Qualitative Interviews 

The scoping review findings were reinforced through a qualitative approach, using semi-
structured, in-depth interviews to explore attachment readiness to primary care from the 
perspectives of patients and primary healthcare providers. 

Attachment Readiness from Patient, Provider, and System Perspectives 

Attachment readiness emerged across all interviews as a process rather than a single event, 
shaped by interactions among patient need, provider capacity, onboarding practices, and system-
level supports. Findings from patients, physicians, onboarding staff, and program managers 
collectively illustrate how readiness is constructed, constrained, and supported at multiple points 
along the attachment pathway. 

Patient Perspectives: Readiness Driven by Need, Experience, and Uncertainty 

From the patient perspective, attachment readiness was rooted in the recognition that episodic 
or fragmented care was insufficient to meet ongoing health needs. Patients described specific triggers 
that prompted them to seek attachment, including the need for routine cancer screening, persistent 
unmanaged pain, hypertension, mental health concerns, and delays in diagnostic follow-up. Prior 
reliance on walk-in clinics was commonly described as inadequate for continuity, reinforcing the 
need for a consistent primary care provider. 

Social and contextual experiences further shaped readiness. Patients described traumatic 
community events, legal and psychosocial challenges, and the COVID-19 pandemic as moments that 
clarified the importance of having an attached provider capable of understanding complex, 
intersecting needs. For these patients, readiness was not abstract but urgent and grounded in lived 
experience. 

Despite both patientsʹ and providersʹ readiness, patients described system-level barriers that 
disrupted attachment. These included long waits for acceptance, delays in scheduling a first 
appointment, and repeated requests to restate information already provided in shared records, all of 
which extended onboarding time. 

While many patients felt personally prepared to complete registration and intake forms, their 
readiness was undermined by prolonged waiting periods between application and acceptance, as 
well as other barriers, including language and digital literacy. These barriers persisted for individuals 
when completing intake and registration forms and booking appointments online. Reported wait 
times ranged from one to seven months, during which patients experienced uncertainty, limited 
communication, and difficulty identifying whom to contact for updates. Inconsistent information 
from front-desk staff further contributed to frustration and, in some cases, regret over changing 
providers. These delays and ambiguities strained readiness despite patients’ motivation to attach. 

Patients also identified communication and system navigation as ongoing challenges even after 
attachment. Difficulty reaching clinics by phone, unanswered calls, long hold times, and confusion 
about follow-up care disrupted continuity of care. In some cases, patients were removed from clinic 
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rosters after prolonged absence, without a clear understanding of their status, resulting in re-
registration and further destabilizing attachment. 

Despite these barriers, patients reported that attachment readiness was strengthened when 
onboarding staff and providers demonstrated empathy, patience, and preparedness. Reviewing 
medical histories in advance, facilitating interpreter support, allowing sufficient time during first 
visits, and addressing both physical and psychosocial concerns reinforced patients’ sense of being 
understood and supported. The first clinical encounter proved critical in solidifying readiness and 
attachment. Patients also highlighted the need for greater onboarding capacity, dedicated staff to 
manage intake and phone communication, and prioritization based on urgency or clinical need. 

Physician Perspectives: Readiness Constrained by Capacity and Administrative Burden 

Physicians described attachment readiness as closely tied to clinic capacity, administrative 
workload, and the availability of support structures. In private community clinics, onboarding new 
patients was characterized as substantial, unpaid and often invisible work, encompassing chart 
creation, consent management, portal registration, medication reconciliation, and retrieval of external 
records. This work competed directly with clinical responsibilities and influenced decisions about 
accepting new patients. 

Physicians emphasized deliberate efforts to structure onboarding through meet-and-greet 
appointments, policy explanations, and repeated communication of expectations. However, reliance 
on voicemail and email disadvantaged patients with limited digital access, necessitating repeated 
explanations and increasing workload. Capacity limitations led many clinics to restrict acceptance to 
specific groups, such as children or family members of existing patients, highlighting ethical tensions 
between the desire to help and practical constraints. 

In community health centres and team-based models, readiness was shaped differently but 
remained constrained by system factors. Physicians reported limited real-time information on 
onboarding timelines, eligibility criteria, and capacity changes, which reduced their ability to provide 
clear guidance to patients. Staffing changes, such as leaves, could rapidly alter onboarding capacity, 
creating pauses that were difficult to communicate transparently. 

Across settings, physicians identified administrative overload as a persistent barrier. Even when 
supportive intake roles were introduced, workload shifted rather than disappeared, often without 
additional staffing. Bottlenecks during first visits—including insufficient buffer time, late arrivals, 
and missing records—further strained readiness and disrupted clinic flow. Physicians consistently 
noted that attachment readiness would improve when information was gathered, organized, and 
entered into electronic medical records prior to the physician encounter. 

From the onboarding staffʹs perspective, attachment readiness began when patients recognized 
the need for a family doctor and submitted an application. Readiness was conceptualized as a process 
dependent on accurate assessment, eligibility screening, and completeness of information, rather 
than as a single step. Onboarding staff emphasized prioritization and fast-tracking those needing 
immediate care, while processing standard intake pathways. Otherwise, there may be a risk of 
‘readiness decay’ among patients, particularly if they are newcomers, refugees, or members of equity-
deserving populations. 

Staff reported the need to repeat and rephrase questions to verify accuracy, particularly when 
language barriers, literacy challenges, or interpreter-mediated communication were present. Even 
English-speaking patients sometimes provided excessive or irrelevant documentation, increasing 
intake time. In cases involving illiteracy, staff relied on family members or children, further extending 
onboarding appointments. 

Onboarding staff acknowledged that repeating questions already captured on registration forms 
was necessary to ensure reliability for physician screening. Obtaining prior medical records with 
patient consent added further coordination demands. While most patients were described as 
cooperative, inconsistent or unclear responses delayed progression through onboarding and affected 
readiness. 
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Onboarding staff suggested that earlier physician involvement and more structured registration 
forms could improve efficiency and reduce task repetition. However, they clarified that intake 
remained primarily administrative, with physicians assuming responsibility for detailed clinical 
questioning later in the attachment process. 

Program Manager Perspectives: Readiness as a System-Enabled Condition 

Program managers framed attachment readiness as a system-supported, relational process 
contingent on the alignment of patient preparedness, provider capacity, and intermediary supports. 
In private clinic contexts, readiness was enhanced through attachment liaison roles, often staffed by 
registered nurses, who conducted early assessments, consolidated histories, completed preventive 
care tasks, and coordinated referrals prior to the first physician visit. These supports reduced 
physician burden and increased willingness to accept new patients. 

Within community health centre settings, readiness was described as emerging through holistic 
engagement and stabilization rather than discrete onboarding events. Roles such as holistic 
navigation counsellors supported patients with intersecting health and social needs, fostering 
continuity and trust before formal attachment. In this model, readiness is developed through 
sustained engagement rather than immediate physician attachment. 

Across both contexts, program managers emphasized the importance of intermediary roles, 
centralized intake mechanisms, standardized data collection, and structured communication. 
Readiness was consistently described not as an individual attribute but as an emergent outcome of 
coordinated systems that supported both patients and providers at the point of attachment. 

C. Corroborated Results 

Below is a synthesis of the attachment efforts across Canada pilots and international models 
found in our scoping review and interviews (Table 1). A full summary of these models is available in 
Appendix A. 

Table 1. Core themes identified combining findings from scoping review and interviews. 

Theme How it shows up in the examples Why it matters 

Centralized intake / 
single-point 
registration 

CWLs in PEI, Quebec, Ontario, NB, 
BC, Nova Scotia, Alberta, PAI; BC PAS 
Health-Connect Registry; 
England/France “gatekeeper” 
enrolment 

Reduces fragmentation, provides 
health system planners with a real-
time view of demand, and makes 
the process transparent to patients. 

Standardized 
assessment & 
prioritization 

Quebec’s A-E algorithm; Ontario’s 
health questionnaire; Alberta PAI’s 
onboarding interview; BC RAP’s 
clinical-risk triage; Iran’s family-
physician programme 

Allows scarce provider capacity to 
be directed toward the most 
vulnerable or complex patients, 
and creates an objective basis for 
matching. 

Explicit matching 
algorithm or 
coordinator role 

Ontario’s algorithmic scoring; 
Manitoba’s coordinator-driven fast 
match; BC PAS coordinators; 
Concierge-model nurse in Ontario 
pilot 

Human or automated matching 
improves speed and fit (geography, 
gender preference, chronic-disease 
expertise) compared with pure 
“first come first served”. 

Financial or non-
financial incentives 
for providers 

Quebec’s incentives for vulnerable 
patients; NB’s requirement to attach 
600 CWL patients; BC’s new-to-

Incentives motivate providers to 
open slots for unattached patients 
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practice incentive; Alberta’s panel-
capacity flex-funding 

and to take on more complex cases 
that they might otherwise decline. 

Data integration 
with existing 
health-system 
records 

Quebec’s link to RAMQ insurance 
database; Ontario’s Healthcare 
Connect data feeds; BC’s Panel 
Registry linked to provider capacity; 
Canada-wide EMR access in concierge 
pilot 

Accurate, up-to-date data reduces 
duplicate registrations, keeps 
patient status visible, and enables 
analytics for planning. 

Public awareness & 
easy access 
channels 

Online portals (PEI, Quebec, NB, 
Nova Scotia); phone/811 lines 
(Manitoba, NB, Nova Scotia); limited 
online options (BC) – a cautionary note 

Simpler registration lowers 
barriers for vulnerable groups (e.g., 
the elderly and those with low 
digital literacy) and improves 
uptake. 

Dedicated staff or 
“concierge” role 

Manitoba & BC coordinators; Ontario 
concierge-nurse pilot; Alberta PAI 
staff; BC PAS coordinators; 
Flemingdon Health Centre, Midwest-
Toronto Family Practice Network 

A human point of contact can 
resolve data errors, answer patient 
questions, and keep the pipeline 
moving when algorithms stall. 

Flexibility for 
patient preferences 
  

Alberta PAI (gender, location, practice 
type); BC PAS (regional & specialty 
needs); Ontario concierge (EMR set-
up) 

Respecting patient choice improves 
satisfaction and reduces drop-out 
after attachment. 

Monitoring, 
reporting & 
sustainability 
planning 

Quebec’s strong reporting tools; 
Ontario’s regional monitoring; Nova 
Scotia’s panel-identification phases; 
BC’s $692 M investment with 
performance metrics 

Ongoing evaluation lets programs 
adapt, justify funding, and 
demonstrate impact. 

Conversely, the literature identifies facilitators that enhance readiness, including team-based 
primary care models, patient navigation supports, culturally responsive outreach, and structured 
onboarding processes. Collectively, these findings support the conceptualization of attachment 
readiness as a system-enabled condition that must be intentionally supported through coordinated 
policy, organizational design, and practice-level interventions. 

Our qualitative findings support these findings. Even when patients are motivated, informed, 
and willing to attach, prolonged waiting periods and lack of communication undermine their 
readiness. This aligns with evidence that unattached patients experience frustration, disengagement, 
and a breakdown in trust during prolonged attachment processes. Attachment is not solely 
constrained by physician supply but by readiness conditions that shape whether attachment efforts 
succeed or fail. Our interviews also highlighted readiness as time-sensitive, suggesting that 
attachment initiatives that do not account for delays risk losing prepared patients, a dimension less 
explicitly addressed in prior work. 
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Discussion 

This study and analysis were conducted using data on residents of Ontario; however, they have 
significant implications for equity-deserving populations such as newcomers, refugees, and people 
without status. Across jurisdictions and health system models, attachment readiness emerges as a 
relational, process-oriented, and context-dependent construct. While attachment is widely defined as 
the formal enrollment or registration of patients with a primary care provider or team, the literature 
consistently indicates that attachment alone does not ensure effective or sustained primary care 
relationships. We tested the strategies against the context to move Canadian primary care policy from 
a ‘volume-based matching’ model to an ‘equity-driven readiness’ model that ensures sustainable 
longitudinal patient-provider relationships. Current centralized waiting lists (CWLs) often treat 
attachment as a binary administrative event (matched/unmatched). However, evidence shows that 
without readiness, these matches frequently fail, leading to: 

• Patient Disengagement: Trust erodes during long wait times with zero communication. 
• Provider Burnout: Excessive uncompensated administrative labour during onboarding. 
• System Inequity: Marginalized populations face higher barriers to establishing stable care. 

The review further demonstrates that readiness is shaped by the interaction of patient-level 
factors (such as health literacy, trust, documentation, and logistical capacity), provider-level factors 
(including panel capacity, staffing, onboarding processes, and willingness to accept complex cases), 
and system-level conditions (such as workforce supply, centralized waiting-list design, and 
availability of team-based supports). Our interview findings corroborated the scoping review 
findings that patient readiness is influenced by health literacy, trust, documentation, and logistical 
capacity. These interrelated factors indicate that readiness cannot be reduced to a singular 
administrative act such as registration or waitlist placement. 

The review further highlights that attachment initiatives focused primarily on increasing 
capacity or accelerating patient–provider matching often overlook readiness-related barriers that 
undermine sustainability. Structural challenges—including workforce shortages, administrative 
fragmentation, inequities linked to social determinants of health, and inconsistent onboarding 
practices—continue to limit the effectiveness of attachment efforts with equity-needs. 

Aligning with existing literature, our findings underscore that policies aimed solely at increasing 
attachment numbers risk overlooking the foundational role of readiness. Integrating readiness 
assessments into centralized waitlist algorithms, standardizing electronic onboarding, and 
supporting providers with capacity-building resources are recommended to improve attachment 
rates, reduce wasteful disengagement, and advance equitable continuous primary care. 

Findings across patients, providers, onboarding staff, and program managers demonstrate that 
attachment readiness is a multi-level, process-oriented construct shaped by information flow, 
capacity, communication, and system design (Figure 3). Attachment is successful only when the three 
domains of readiness intersect simultaneously. At the patient level, the strategic priority is to enhance 
health literacy and build trust in the system through transparent communication. At the provider 
level, efforts need to focus on strengthening clinic infrastructure and reducing administrative burden, 
particularly through EMR optimization. At the system level, integrating intermediary “navigator” 
roles is essential to bridge the gap between patient registration and the first clinical encounter (Figure 
3). While patients often arrive motivated and prepared, readiness is constrained by waiting periods, 
administrative complexity, and unclear communication. Providers and staff navigate competing 
demands and limited resources, while system-level supports play a critical role in enabling 
sustainable attachment. From all perspectives, attachment readiness is best understood as a shared 
condition arising from coordinated onboarding processes rather than from individual readiness 
alone.  
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Figure 3. Conceptual Framework of Attachment Readiness. 

After analyzing all data, this study finds that effective policy and implementation need to clearly 
distinguish attachment readiness from attachment itself, recognizing readiness as a distinct construct 
across patients, providers, and systems rather than assuming that enrollment alone signals 
preparedness. Current policy metrics often treat attachment as complete once a patient is formally 
linked to a provider’s billing number; however, this is a lagging indicator that overlooks whether 
patients are functionally prepared to sustain a longitudinal care relationship. Our findings suggest 
that attachment must be preceded by readiness, understood as the patient’s capacity, confidence, and 
contextual ability to engage in ongoing primary care. As such, health systems should adopt Readiness 
Key Performance Indicators (KPIs) as leading indicators of successful attachment, including 
measures such as time from registration to intake completion and patient preparedness scores 
derived from pre-appointment surveys. Tracking readiness in this way would enable decision-
makers to identify systemic bottlenecks, such as prolonged “in-between” stages, before these delays 
lead to failed or unstable attachments, particularly given that readiness is time-sensitive and may 
decay amid prolonged uncertainty during onboarding. 

To operationalize this shift, readiness assessments should be embedded into centralized 
attachment mechanisms such as waiting lists and registries, with standardized data collected at 
intake and updated over time to improve prioritization and reduce mismatches. At the system level, 
investment in infrastructure is essential to support readiness across all actors, including interoperable 
data systems, adequate staffing, and sustained intermediary roles such as navigators and onboarding 
teams, with successful pilots scaled and replicated across similar organizations. Strengthening 
patient readiness further requires clear, multimodal communication and navigation support to 
ensure that information about processes, timelines, and requirements is accessible through both 
digital and non-digital channels. Provider and practice readiness should be reinforced through 
structured onboarding, team-based care models, reduced administrative burden, appropriate EMR 
access for interdisciplinary staff, and alignment of attachment targets with realistic capacity. 
Standardizing data collection, onboarding workflows, and feedback loops across initiatives enhances 
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consistency and transparency, while ongoing research should continue to refine readiness concepts 
and tools and embed these measures into evaluations to better understand what drives success or 
failure. 

Table 2. Implications and key takeaways at different levels. 

Level of 
intervention 

Implications 

Primary 
Healthcare 
Organization 

• Tap existing organizational assets (e.g., registration portals, provider 
rosters, linked databases) to identify integration opportunities 

• Develop a minimum viable centralized platform with a secure web 
form, phone line, and basic triage system to prioritize patients 

• Pilot a rapid access stream for high-need patients, with dedicated slots 
and measurement of attachment and retention outcomes 

• Use early data to continuously refine triage, incentives, and staffing to 
address bottlenecks and improve performance 

Toronto 
Regions 

• Strengthen system capacity by investing in dedicated coordinators 
with read-only EMR access to support coordination and verification 

• Implement a tiered incentive framework with baseline payments and 
additional rewards for managing complex patients and ensuring 
retention 

• Establish centralized, real-time reporting dashboards to track key 
metrics 

• Publicly share data to improve transparency, accountability, and 
system performance 

Global Regions • Use a hybrid matching approach that combines technology with 
human judgment to balance efficiency and nuance 

• Prioritize data integration with existing health system databases to 
improve accuracy and reduce administrative burden 

• Implement tiered incentive structures to better support complex 
patients and avoid unintended effects of volume-based targets 

• Enhance transparency through public dashboards and clear 
communication to build trust and encourage enrollment 

• Pilot the model on a small scale, refine based on results, and then scale 
toward a centralized, coordinated, and equitable attachment system 

Limitations 

Articles that were included were in English only and excluded other languages and definitions 
that may have been relevant to attachment and primary care systems. Further, other methodological 
limitations include a varied timeframe, geographic distribution, and reviewers. Timeframe 
limitations may have excluded relevant policy documents, although an approach prioritizing current 
literature was taken. Most included studies were conducted in Canada, therefore limiting the 
generalizability of these findings to other contexts and health systems. Further, the barriers and 
challenges to attachment identified in this review may not adequately reflect the experiences of 
underrepresented regions. While health systems mobilize to increase patient attachment to primary 
healthcare, there is a scarcity of studies on attachment readiness, which plays a vital role in successful 
patient attachment to primary healthcare providers. Moreover, as scoping reviews typically have two 
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reviewers for screening and validation, some articles may not have been captured in this study. 
Limitations also persisted in qualitative interviews. Given the small number of participants, not all 
views may be represented.  

Conclusions 

This study contributes to the growing body of literature on primary care attachment by 
empirically examining attachment readiness from the perspectives of patients, physicians, 
onboarding staff, and program managers. The implications are more for newcomers, refugees, and 
other equity-deserving populations. Consistent with existing research, the findings demonstrate that 
attachment readiness is not a single event or an individual attribute but a multilevel, process-oriented 
condition, e.g., patients, providers, and the system design. 

Patients in this study were often motivated and willing to attend; however, readiness was 
undermined by prolonged waits, unclear communication, and administrative complexity. Providers 
expressed willingness to accept new patients but identified administrative burden, staffing 
constraints, and workflow pressures as key limits to readiness. At the system level, structured 
onboarding roles, centralized coordination, and team-based models emerged as critical facilitators of 
sustainable attachment, while fragmented processes and limited resources constrained effectiveness. 

Aligning with the literature, these findings underscore that policies aimed solely at increasing 
attachment numbers risk overlooking the foundational role of readiness. Attachment initiatives that 
fail to address readiness may lead to disengagement, inefficient use of resources, and inequitable 
access, particularly for patients with complex needs. 

This study reinforces the importance of reframing attachment as a system-enabled relationship 
rather than a simple administrative match. Embedding attachment readiness into policy design, 
onboarding processes, and primary care reform efforts is essential to advancing equitable, 
continuous, and sustainable primary healthcare. 

In conclusion, achieving equitable, sustainable, and effective primary care in Canada depends 
on fostering an ‘attachment-ready ecosystem’. By addressing the barriers identified in this research—
ranging from systemic (administrative) burdens on physicians to logistical hurdles in intake—
healthcare systems can ensure that when a patientʹs and provider’s needs are each identified, 
acknowledged, addressed, and finally linked through formal attachment, they are both prepared to 
sustain a continuous, high-quality healing relationship. By addressing the barriers identified in this 
research—ranging from systemic physician shortages to the logistical hurdles of intake—healthcare 
systems can ensure that when a patient and provider are finally linked, they are both prepared to 
sustain a continuous, high-quality healing relationship. 

Recommendations for Next Steps: Operational Level 

To move beyond fragmented care and reliance on high-cost emergency departments, Canadian 
healthcare policy must evolve. Enhancing attachment requires: 

1. Ongoing ‘Realist Evaluation’ for Sustainability: This current, more political, ‘rapid attachment’ 
strategy has been promulgated as a heuristic decision-making stem to support the ailing 
residents, conducive to improving the public health system, productivity, and reducing the high 
burden on the healthcare system. The implementation was rapid and unsynchronized, requiring 
multi-level, complex evaluation matrices to ensure sustainability. Access Alliance and Alliance 
for Healthier Communities can jointly conduct this multi-metric evaluation going forward. 

2. Standardizing Onboarding: Implementing uniform digital intake processes to reduce repetitive 
data entry and administrative friction. 

3. Prioritizing Vulnerability: Refining centralized waitlist algorithms to account for clinical 
urgency and social determinants of health rather than simple chronological order. 
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4. Supporting Provider Capacity: Providing financial and administrative incentives that recognize 
the labour involved in establishing new longitudinal relationships, particularly for patients with 
complex needs. 

Recommendations for Next Steps: System Transformation Level 

1. Funding for evaluation for sustainability with redefined metrics: Implement "Readiness 
Indicators" (e.g., patient health literacy scores, clinic onboarding capacity) as distinct KPIs from 
raw enrollment data. This shift in the paradigm can ensure a transition from a quantity-based to 
a value-based framework. 

2. Fund for intermediary roles: Institutionalize Primary Care Attachment Liaisons and Holistic 
Navigators to manage the "in-between" stage of the patient journey. 

3. Modified intake algorithm: Create a uniform, provincial digital onboarding protocol to reduce 
redundant data entry and unpaid physician labour. 

4. Diligence to protect trust: Deploy automated, multimodal updates for patients on waiting lists 
to prevent ‘readiness decay’ and loss of system confidence. 
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Appendix A: Existing Initiatives in Primary Healthcare Attachment 

Millions of people remain unattached to primary healthcare, leading to fragmented care, delayed 
diagnoses, and unmet health needs. In response to this growing concern, governments, health 
authorities, and community organizations have developed a range of programs, policies, and pilot 
initiatives to improve attachment and strengthen continuity of care. These efforts are intended to 
mitigate the adverse consequences associated with being unattached and to enhance overall 
population health, equity, and system performance. Some prominent initiatives are discussed below:  

Centralized Waiting Lists  
In a Centralized Waiting List (CWL), patients are registered at a single central intake point, then 

lined up and assigned to the next available service from a list of participating providers (Breton et al., 
2019). CWLs are seen as an important part of attaching patients to primary care to improve access. 
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Table 3. Centralized waiting lists in the 7 Provinces. 

Provinc

e 

Program 

name 

Imple

mentati

on year 

Registration 

Process 

Patient 

Assessm

ent and 

Prioritiz

ation 

Patient 

Attachment 

Process  

Good 

Practice 

Challenge

s 

Prince 

Edward 

Island 

Patient 

Registry 

Program 

1998 Online + 

phone; 

simple 

system; 

reasonable 

duplication 

control 

Basic 

prioritiz

ation for 

urgent 

cases/ho

spital 

discharg

es 

Informal; 

physicians 

rewarded 

after panel 

exceeds 

1,200 

patients 

Easy 

registrat

ion, 

strong 

reportin

g tools, 

and 

high 

public 

awarene

ss 

Outdated 

provider 

lists; 

patient 

refusals; 

weak 

mechanis

ms for 

complex 

cases 

Quebec Guichets 

dʹaccès à 

un 

médecin 

2008 Online or 

phone; 

linked to 

RAMQ 

Automat

ed 

priority 

levels 

Formal 

attachment 

to physician 

panels; 

Best 

data 

integrati

on; clear 

Cherry-

picking 

risk; 

difficult to 
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de 

famille 

insurance 

database 

A–E 

using 

self-

report + 

RAMQ 

data; 

nurses 

review 

complex 

cases 

financial 

incentives 

for 

attaching 

vulnerable 

patients 

prioritiz

ation, 

strong 

incentiv

es 

attach 

complex 

patients; 

provider 

shortages; 

complicate

d 

detachmen

t rules 

Ontario Healthca

re 

Connect 

2009 Online or 

phone; long 

process 

Algorith

mic 

scoring 

using a 

standard

ized 

health 

question

naire 

Formal 

attachment 

via 

Healthcare 

Connect; 

early 

incentives 

removed 

due to 

gaming 

Highly 

standar

dized 

assessm

ent; 

strong 

regional 

monitor

ing 

Long 

waits, low 

public 

awareness, 

vulnerable 

patients 

struggle 

with 

forms, and 

provider 

shortages 
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Manitob

a 

Family 

Doctor 

Finder 

2013 Phone 

registration 

with clerks; 

easy access 

Limited 

prioritiz

ation 

(newbor

ns, 

hospital 

discharg

e); 

health 

info 

cannot 

be 

updated 

later 

Informal 

but fast 

matching 

using 

coordinator 

knowledge; 

high 

attachment 

success 

Strong 

coordin

ator 

relations

hips; 

fast 

attachm

ent 

(≈95% 

within 

30 days) 

Manual 

systems; 

outdated 

info; 

complex 

cases hard 

to attach; 

staffing 

shortages 

New 

Brunswi

ck 

Patient 

Connect 

NB 

2013 Online or 

811 phone 

registration 

No 

prioritiz

ation; 

first-

come, 

first-

served 

Informal; 

new 

physicians 

required to 

attach 600 

CWL 

patients; 

Very 

transpar

ent; 

simple 

process; 

strong 

incentiv

Sick/vulne

rable 

patients 

wait too 

long; high 

refusal 
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incentives 

provided 

es for 

new 

doctors 

rate; long 

wait times 

British 

Columbi

a 

A GP for 

Me, 

Health 

Connect 

Registry, 

RAP 

2015 Phone 

registration; 

no online 

option; 

regional 

CWLs 

No 

formal 

criteria; 

prioritiz

ation 

done 

subjectiv

ely by 

coordina

tors 

Informal; 

strong local 

coordinator

–provider 

matching 

Local 

autono

my; 

tailored 

to 

commu

nity 

needs 

Limited 

data (don’t 

track 

waitlist 

size); 

temporary 

funding; 

inconsisten

t processes; 

hard to 

attach 

complex 

patients 

Nova 

Scotia 

Need a 

Family 

Practice 

2016 Online + 811 

phone; 

mainly 

tracks 

demand 

Minimal 

prioritiz

ation; 

health 

changes 

Informal; 

attachment 

not 

guaranteed; 

coordinator

Strong 

monitor

ing; 

aligned 

with 

Limited 

staff; 

outdated 

provider 

info; very 
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are not 

easily 

updated 

s shift 

supply 

across 

regions 

collabor

ative 

care 

teams 

long waits; 

complex 

cases 

difficult to 

attach 

The objective of these CWLs was to reduce the number of unattached patients by attaching them 
to a primary healthcare provider through a centralized channel. It was also a way of finding out who 
wants to be attached and, accordingly, measuring demand without the obligation to have them 
attached, ultimately making the healthcare system more accessible, continuous, and comprehensive 
(Five principles of the healthcare system). CWLs are implemented in three stages: 

• Registration of the patients  
• Assessment of the patients 
• Attachment to the matching provider 

Implementation of the CWLs encountered systemic challenges at each stage of registration, 
assessment, and attachment.  

Limited staffing and high call volumes, outdated or manually managed systems, and low overall 
public awareness of waitlists made registration challenging. In many areas, registration was 
conducted by phone with no online options, resulting in long wait times and inaccurate information. 
Patients also frequently encounter difficulties with lengthy or complex forms, and many are unaware 
of their current attachment status. Inadequate follow-up and outdated patient or provider contact 
details further complicate registration efforts. 

Assessment was hindered by the limited or overly simplistic prioritization methods, and in some 
cases, it was carried out entirely on a first-come, first-served basis. Even when assessments are in 
place, patients may misreport or exaggerate their symptoms to try to increase their priority. Staff 
often lack the authority to collect detailed health information or to update a patient’s priority status 
when their condition changes. Without standardized assessment tools, decisions become subjective 
and inconsistent, and because the process relies on manual data entry, errors and outdated 
information are common. 

The attachment stage faced difficulties due to provider shortages, especially in rural or 
underserved areas, resulting in long waits and limited capacity to place patients. Providers frequently 
decline complex cases, including those involving mental health or chronic conditions, creating 
inequitable attachment outcomes. Inefficiencies arise from outdated or manually maintained 
provider availability lists, while short booking windows and the absence of tracking for informal 
attachments leave additional gaps in the process. Sustainability concerns, such as temporary funding 
and inadequate monitoring systems, further undermine long-term stability. As a result, complex 
patients encounter the most significant barriers, and the system continues to struggle with 
consistency, fairness, and timely placement.” 
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Alberta Patient Attachment Initiative (PAI)  

The Alberta Patient Attachment Initiative (PAI) helps attach patients with complex needs to a 
Primary Care Provider (PCP) through referrals. PAI maintains panels for the participating PCP with 
flexibility in patient types and demographics. 

The process involves: 

1. Referral received: Referral of an unattached patient to PAI. PAI staff records the referral and 
confirms eligibility. 

2. Assessment: An onboarding assessment is carried out through a phone call or an online form to 
determine the care needs and preferences of the patient, including the location of PCP, gender, 
etc. 

3. Match request: An anonymized request is sent to the most suitable PCP for the patient, ensuring 
it matches the PCP’s panel need and capacity. 

4. Acceptance and Package: On acceptance by the PCP, a package is sent to the PCP’s place of 
practice with the referral letter, acceptance by the PCP and patients’ medical records. The patient 
is advised to book their first appointment within 4 weeks of referral. 

Some of the factors that affected attachment were:   

• Educating patients about attachments and the importance of notifying their PCP if they end the 
relationship, which could minimize conflicts between panels. 

• A more structured and standardized panelling approach across a network of clinics or at the 
provincial level would help mitigate conflicts. 

• Panelling regularly. 
• Patient’s autonomy to continue or terminate the attachment. 
• The PCP and his practice’s characteristics, the patient’s overall health condition or the general 

attitude of the patients regarding the requirement for the PCP. 
• Gender of the PCP, as some patients prefer to consult a PCP of a specific gender due to the nature 

of their health issue. 
• Patient not understanding the importance of attachment, although they should be given the 

flexibility to seek care from other PCPs 
• The patients might have unmet mental needs, hence seeking care from multiple PCPs. 

British Columbia Patient Attachment System (PAS)  

This system is a coordinated approach by the provincial government, Doctors of British 
Columbia, and Nurses and Nurse Practitioners of BC to match patients with physicians who are 
accepting new patients. The process is further supported by recruiting additional coordinators who 
will try to match registered individuals and families with available providers locally. 

This is carried out through two interfaces: 

• Health Connect Registry: Interface for the patients who are ready to be attached. 
• Panel Registry: Interface for family physicians. 

There is another interface for medical directors of clinics (team-based care) called the Clinic and 
Provider Registry. 

The patients register through the Health Connect Registry, and concurrently, providers, 
especially new family doctors or nurse practitioners, register through Panel Registry. New clinics or 
team-based care providers register through the Clinic and Provider registry. Patients provide 
information such as their geographic region and healthcare needs, while providers provide details of 
their practice, available patient capacity, and willingness to accept new patients. Patients detail their 
practice, available patient capacity, and willingness to accept new patients. Patients are matched with 
providers based on the patient’s healthcare needs, the provider’s ability to take on those needs, and 
the region. 

The provincial government is taking significant action to expand this initiative throughout the 
province by strategies such as a new-to-practice incentive program for early-career doctors. The 
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government is also investing over $692 million to expand team-based care, including the 
development of Primary-Care Networks and Urgent and Primary-Care Centres. Furthermore, the 
Health Human Resources Strategy is actively working to recruit, train, and retain healthcare workers, 
including making it easier for internationally educated professionals to work in B.C., while 
empowering pharmacists to manage minor ailments to ease the burden on primary care. 

There is another registry for patients who need specialized care: the Rapid Access for Patients 
(RAP) program. Patients on the RAP waitlist are often already receiving care from specialty 
healthcare services or require a primary care provider to coordinate care with specialty providers. 
RAP patients take priority over Health Connect Registry HCR patients when it comes to attachment 
and must be referred by a healthcare provider on a case-by-case basis. Priority is given to urgent and 
vulnerable patient populations, such as frail adults, new moms and infants, mental health and/ or 
substance use patients, moderate-to-high needs individuals, and those with complex chronic 
conditions. The attachment wait time is approximately four months.  

Nova Scotia Panel Identification  

Nova Scotia Health maintains a list of patients for whom primary healthcare providers are 
responsible. The main aim of this process is to maintain the relationship between the patient and the 
care provider to provide better primary care, preventive care, timely access to care, continuity of care, 
team-based care, and allow performance measurement. 

This process of attachment and panel identification is carried out in three phases: 
Phase 1: Identify: Includes steps to identify an accurate, up-to-date list of patients on a provider’s 

panel  
Phase 2: Adjust: Guides determining whether supply and demand are in balance, informs 

conversations about panel size adjustments, and supports.  
Phase 3: Support and sustain: Establishes mechanisms for ongoing maintenance of the panel to 

sustain improvements. 
Concierge Model Pilot Project (Berinstein, 2024) 

The concierge pilot project was a collaboration between the Mid-West Toronto Ontario Health Team, 

Access Alliance Multicultural Health and Community Services, MyFamilyMD, and the Open-Door 

Program. It evaluated the practicality and effectiveness of the concierge role in managing the 

onboarding process of new patients in a non-group primary care practice. A registered nurse carried 

out the concierge role. 

The concierge collected patient histories, educating patients about the practice, and setting up their 

electronic medical records (EMR). 

The project divided participants into two groups: a test group onboarded through the concierge 

process, and a control group onboarded directly by primary care providers.  
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Figure 4. Concierge model versus the Model without a Concierge. source: (Berinstein, 2024). 

The Concierge Pilot Project examined the feasibility of using a registered nurse to support 
patient onboarding in a non-group primary care setting, assessing time efficiency, provider 
experience, and patient satisfaction. Led by Access Alliance Multicultural Health and Community 
Services in collaboration with MyFamilyMD under the Mid-West Toronto Ontario Health Team, the 
pilot involved twelve patients divided into two groups: six patients supported by the Concierge and 
six onboarded directly by primary care providers. Providers noted that having patient information 
collected in advance improved efficiency and quality of care, and patients reported high satisfaction 
with the clarity and friendliness of the Concierge-supported onboarding experience. 

Overall, the model was reported to improve care providers’ workflow, be time-efficient, and 
increase patients’ satisfaction. There were a few challenges due to logistical constraints and 
differences in data organization preferences among the providers. Some recommendations that came 
out of this project are: 

• The Concierge staff person should have remote access to the primary care providers’ electronic 
medical record (EMR) 

• Having access to Ontario’s centralized waiting list would be useful 

The concierge nurse role should be dedicated and focused on helping manage administrative 
tasks. 

International Attachment Examples 

Different names across countries refer to the same concept: attaching patients to primary 
healthcare. 

In England, France, the Netherlands, and Indonesia, a “gatekeeper" model exists, in which a 
general practitioner must be chosen as the primary doctor. (Zhao, Gu, Li, Zhang, & Yang, 2024 & 
Marchildon et al., 2021). Without a referral from the gatekeeper, it is difficult for patients to access 
specialist (secondary and tertiary) healthcare. 

In China, a Family Doctor Contracting System (FDCS) exists, where registration is called 
contracting. To increase the sign-up rate for family doctors, a tailored approach has been 
implemented that addresses the varying needs of different communities, using financial incentives 
such as higher insurance reimbursements, lower out-of-pocket payments, and loyalty discounts for 
repeat patients to mitigate individual concerns. 

The Family Physician Programme and Referral system in Iran was initiated in remote areas and 
later rolled out in urban areas to provide effective, preventive, and curative care with fewer resources. 
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This program was a strategy to achieve the World Health Organization’s (WHO) goal of “health for 
all”, and involved establishing a healthcare insurance system (Shams & Mohammadi, 2024).  

In Israel, patients are free to choose from four private nonprofit Health Plans. Patient registration 
is limited to Chalit Health Plan, the largest of the four health plans. Patients with this Health plan is 
automatically registered to a local clinic in their district. This plan adopts the gatekeeper system to 
emphasize the importance of continuity in primary healthcare (Marchildon et al., 2021).  

In Sweden and Italy, patients are attached to a PCP. In Italy, patients have the freedom to change 
PCPs. In Denmark, it is voluntary to register with a PCP. However, most patients register to avoid 
the co-payment fee that all non-registrants are mandated to pay. 

Ireland has an attachment system only for the poor and the elderly to provide free care via a 
medical card scheme, which requires patients to enroll with a GP practice. 

Appendix B: Literature Review Methodology 

We used the scoping methodology and steps to carry out the review, as illustrated in Figure A1. 

 
Figure A1. Scoping Review Model (Alamgir, Yahia, Pradhan, & Axelle Janczur, 2025). 

Databases and geographical regions to search for relevant papers are shown in the table below: 

Table A1. List of databases used for search. 

Databases Geographical areas of the primary research 

PubMed 

Search Premier 

MEDLINE (Ovid) 

ProQuest 

Science Direct 

Canadian Provinces 

Global (US, UK, Australia, other countries of Europe, China, 

Japan, and Iran) 
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JSTOR 

Search Method 

We used a Seneca College Librarian’s help to ensure we followed appropriate search methods 
and found relevant papers, using the strategies outlined below. 

Keywords for search: Attachment, Attachment readiness, Primary Healthcare, Family Doctor, 
Nurse practitioner, Team-based healthcare, Community health centers/centres, MD, NP.  

The filtered and selected data were then entered into the online database (MyBib.com) for 
managing reference articles and papers. 

Inclusion Criterion: 

• Articles relevant to attachment to primary healthcare providers 
• Year: 2010 and 2025, except for relevant articles or seminal articles. 

Exclusion Criterion: 

• Exclude articles not in English or any English version not available 
• Exclude tools/practices that are not grounded in evidence 

Quality check of the review process  
We consulted the academic librarian for advice on adhering to the quality search and record 

system.  

• The principal investigator (AA) played an Insider-Outsider role (Dwyer & Buckle, 2009) in the 
review process. 

• We adopted the PRISMA-ScR (Tricco et al., 2018) flowchart to record and report the data search 
process.  

Summary of Findings 

Supporting Article Theme Findings 

Aggarwal & Glazier 

(2024); 

Marchildon et al., 

(2021) 

Zhao, Gu, Li, Zhang, 

& Yang (2024) 

Attachment ● Attachment in primary care is a provider’s 

responsibility for a patient’s continuous 

and comprehensive care. 

● The process of linking patients with a 

provider is also known as enrollment, 

empanelment, or rostering. 

● In China:  
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Kroneman, De Jong, 

Polin, Webb, & 

Maresso (2024) 

Godfrey, St-Amant, 

Premji, & Fitzsimon 

(2025) 

Dumontet, 

Buchmueller, 

Dourgnon, Jusot, & 

Wittwer (2017) 

o The concept of attachment is called 

the Family Doctor System. 

o The process of attaching is called 

contracting 

o And the relationship is called a 

contract 

● In the Netherlands, the process is called 

registration 

● The gatekeeper system in England, France, 

and Indonesia 

● Voluntary attachment in the USA, Japan 

and Belgium 

Crooks, Agarwal, & 

Harrison (2012) 

 

Impacts of 

attachment 

 

● Access to primary care is vital for fostering 

inclusive, equitable, and cost-effective 

health outcomes. 

● Provides preventive services, early 

detection and treatment of diseases 

Zhao, Gu, Li, Zhang, 

& Yang (2024) 

Factors influencing 

attachment 

● Patients’ awareness of the importance of 

Primary Care attachment. 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 7 July 2026 doi:10.20944/preprints202607.0469.v1

© 2026 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202607.0469.v1
http://creativecommons.org/licenses/by/4.0/


 27 of 34 

 

Crooks, Agarwal, & 

Harrison (2012) 

Shams & 

Mohammadi (2024), 

 

Holyk, Pavlovich, 

Ross, & Hooper, 

(2017) 

 

● Patient’s trust in the health system and 

institution. 

● Life Transition, such as when moving from 

one province to another 

● Mentality of the Healthcare provider 

● Culture of using services provided by 

family physicians and their mistrust of 

general practitioners in comparison to 

specialists 

Innovation in 

Primary Care: 

Caring for 

Unattached and 

Marginalized 

Patients (2018) 

Kouyoumdjian et al. 

(2019) 

Karen J. Grant, 

Maureen Mayhew, 

Lorena Mota, 

Challenges/ barriers 

and facilitators to 

attachment 

● Social Determinants of Health 

● Discrimination by service providers 

● Immigration status 

● Membership in communities 

● Lack of knowledge 

● Logistical issues 
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Michael J. Klein and 

Armine´e Kazanjian 

(2015) 

Zhao, Gu, Li, Zhang, 

& Yang (2024) 

Randall, Crooks, & 

Goldsmith (2012) 

Böhm, Schmid, 

Götze, Landwehr, & 

Rothgang (2013) 

Attachment 

Readiness 

 

● For patients: 

● Willing to trust a specific provider 

● Ready to attach to any doctor 

● Willing to go beyond their geographic 

neighbourhood 

● Are eligible to be covered by the National 

Health Service. 

Stone (2025) 

Breton et al. (2019) 

 

Characteristics of an 

attachment-ready 

PHC provider 

 

● Efficient onboarding system 

● Willing to take on patients regardless of 

their background 

● Willing to be accountable for the patient’s 

longitudinal and continued care 

● They are willing to extend access to the 

patients beyond regular office hours 
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● willing to provide a basis for capitation-

based remuneration 

Breton et al. (2019) 

 

Centralized Waiting 

Lists 

 

Central intake point, then lined up and assigned to 

the next available service from a pool of 

participating providers. 

Cook, Gelber, & 

Cook (2019) 

 

Alberta Patient 

Attachment 

Initiative (PAI)  

 

● Helps in attaching unattached patients 

with complex needs to find a PCP through 

referrals 

● Attach each patient within a Primary Care 

Network’s (PCN) catchment area with a 

single Primary Care Provider 

 

Provincial 

Attachment System 

| Doctors of BC 

(2023), Ministry of 

Health, British 

Columbia (2025) 

 

 

British Columbia 

Patient Attachment 

System (PAS)  

 

● Health Connect Registry: Interface for the 

patients who are ready to be attached. 

● Panel Registry: Interface for family 

physicians providing longitudinal care. 

● Clinic and Provider Registry: Registry for 

the medical directors of clinics (team-based 

care) 
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● Rapid Access for Patients (RAP) program 

(Attachment and 

Panel Identification in 

Primary Healthcare: A 

Step-By-Step 

Workbook for Primary 

Healthcare Providers, 

Teams and Leaders in 

Nova Scotia Primary 

Healthcare and 

Chronic Disease 

Management Network 

2 (2021) 

 

Nova Scotia Panel 

identification  

 

Maintain the relationship between the patient and 

the care provider to provide better primary care, 

preventive care, timely access to care, continuity of 

care, team-based care, and allow performance 

measurement. 

 

(Berinstein, 2024) Concierge Model 

Pilot 

 

Integrating the role of a concierge, a practical nurse, 

to manage the patient onboarding process 

efficiently 

Zhao, Gu, Li, Zhang, 

& Yang, 2024 & 

International Forms 

of Attachments 

 

Gatekeeper model in England, France, the 

Netherlands, Israel and Indonesia. 

Family Doctor Contracting System in China 
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Marchildon et al. 

(2021) 

Shams & 

Mohammadi (2024) 

 

Family Physician Programme and referral system in 

Iran 

Mandatory attachment, but freedom to change PCP 

in Sweden and Italy. 

Voluntary attachment in Denmark 

References 

Aggarwal, M., & Glazier, R. H. (2024). Toward a universal definition of provider-patient attachment in primary 
care. Canadian Family Physician, 70(10), 634–641. https://doi.org/10.46747/cfp.7010634 

Alamgir, A., Janczur, A., Bhuiyan, S., Richmond, T., & Rezk, A. (2020). EC EMERGENCY MEDICINE AND 
CRITICAL CARE EC EMERGENCY MEDICINE AND CRITICAL CARE Research Article Labour Market 
Barriers and Solutions for Internationally Educated Researchers in Canada: Social and Health Implications. 

Alamgir, A., Roy, P., & Taverna, F. (2024). Levels of Engagement of South Asian Participants in Health Research: 
Effectiveness of Community-Based Research (CBR) Framework. Journal of Sci Res Reports, 30 (9):880–97. 
https://doi.org/10.9734/jsrr/2024/v30i92415.  

Alamgir, A., Raghunauth, R., Momoh, O., & Ledwos, C. (2025a). Assessing the Risks and Cultural Relativity of 
Diabetes in Black Individuals of African Caribbean Ancestry (ACB) Aged 18–39 Years in Toronto. 
International Journal of Environmental Research and Public Health, 22(1), 85. 
https://doi.org/10.3390/ijerph22010085 

Alamgir, A., Yahia, M., Pradhan, S. M., & Axelle Janczur. (2025b). Healthcare Service Needs for Refugees, 
Asylum Seekers and Residents with Precarious Immigration Status in Canada: A Scoping Review. Journal 
of Scientific Research and Reports, 31(1), 117–144. https://doi.org/10.9734/jsrr/2025/v31i12752 

Alliance for Healthier Communities, EPIC News. (2026). Sustainable Primary Care Attachment: Insights from 
community-based research [Review of Sustainable Primary Care Attachment: Insights from community-
based research]. 

Arcaya, M. C., Schnake-Mahl, A., Binet, A., Simpson, S., Church, M. S., Gavin, V., Coleman, B., Levine, S., 
Nielsen, A., Carroll, L., Ursprung, S., Wood, B., Reeves, H., Keppard, B., Sportiche, N., Partridge, J., 
Figueora, J., Frakt, A., Alfonzo, M., & Abreu, D. (2018). Community change and resident needs: Designing 
a Participatory Action Research study in Metropolitan Boston. Health & Place, 52, 221–230. 
https://doi.org/10.1016/j.healthplace.2018.05.014 

Arksey, H., & O’Malley, L. (2005). Scoping studies: Towards a Methodological Framework. International Journal 
of Social Research Methodology, 8(1), 19–32. https://doi.org/10.1080/1364557032000119616 

Attachment and Panel Identification in Primary Health Care. (2021a). Nova Scotia Health. 
Attachment and Panel Identification in Primary Health Care. (2024). Nova Scotia Health. 
Attachment and Panel Identification in Primary Health Care (p. 2). (2021b). Nova Scotia Health. 
Batista, R., Pottie, K. C., Dahrouge, S., Manuel, D. G., Tanuseputro, P., Mark, A. E., & Ng, E. (2019). Impact of 

healthcare reform on enrolment of immigrants in primary care in Ontario, Canada. Fam Pract, 36(4), 445–
451. https://doi.org/10.1093/fampra/cmy082 

Bayoumi, I., Glazier, R. H., Jaakkimainen, L., Premji, K., Kiran, T., Frymire, E., … Green, M. E. (2023). Trends in 
attachment to a primary care provider in Ontario, 2008–2018: an interrupted time-series analysis. CMAJ 
Open, 11(5), E809–E819. https://doi.org/10.9778/cmajo.20220167 

Berinstein, C. (2024). Concierge Pilot Project Findings + Recommendations. 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 7 July 2026 doi:10.20944/preprints202607.0469.v1

© 2026 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202607.0469.v1
http://creativecommons.org/licenses/by/4.0/


 32 of 34 

 

Böhm, K., Schmid, A., Götze, R., Landwehr, C., & Rothgang, H. (2013). Five types of OECD healthcare systems: 
Empirical results of a deductive classification. Health Policy, 113(3), 258–269. 
https://doi.org/10.1016/j.healthpol.2013.09.003 

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in Psychology, 3(2), 
77–101. https://doi.org/10.1191/1478088706qp063oa 

Braun, V., & Clarke, V. (2022). Toward Good Practice in Thematic analysis: Avoiding Common Problems and 
be(com)ing a Knowing Researcher. International Journal of Transgender Health, 24(1), 1–6. tandfonline. 
https://doi.org/10.1080/26895269.2022.2129597 

Breton, M., Smithman, M. A., Vandesrasier, A., Kreindler, S., Sasseville, M., Sutherland, J., … Wong, S. T. (2019). 
Attaching Patients In Primary Care Through Centralized Waiting Lists: Seven Canadian Provinces 
Compared. Health Reform Observer - Observatoire Des Réformes de Santé, 7(1). 
https://doi.org/10.13162/hro-ors.v7i1.3773 

Catherine Macdonald. (February, 2026). Sustainable Primary Care Attachment: Insights from community-based 
research. Epic News, Issue 33. https://www.allianceon.org/EPIC-News-Case-You-Missed-It 

Cook, L. L., Gelber, T., & Cook, C. M. (2019). Implementation of a Physician-Patient Attachment Initiative in 
Alberta. Healthcare quarterly (Toronto, Ont.), 22(3), 40–46. https://doi.org/10.12927/hcq.2019.26018 

Creswell, J. (2014). Research design: Qualitative, quantitative, and Mixed Methods Approaches (4th ed.). Sage 
Publications Ltd. 

Crooks, V. A., Agarwal, G., & Harrison, A. (2012). Chronically ill Canadians’ experiences of being unattached to 
a family doctor: a qualitative study of marginalized patients in British Columbia. BMC Family Practice, 
13(1). https://doi.org/10.1186/1471-2296-13-69 

Dumontet, M., Buchmueller, T., Dourgnon, P., Jusot, F., & Wittwer, J. (2017). Gatekeeping and the utilization of 
physician services in France: Evidence on the Médecin traitant reform. Health Policy, 121(6), 675–682. 
https://doi.org/10.1016/j.healthpol.2017.04.006 

Dwyer, S. C., & Buckle, J. L. (2009). The space between: on being an insider-outsider in qualitative research. 
International Journal of Qualitative Methods, 8(1), 54–63. https://doi.org/10.1177/160940690900800105 

FHC HINCs + MGH Collaboration Case Study. (n.d.). Health Commons Solutions Lab. 
Fitzsimon, J., Cronin, S., Gayowsky, A., St-Amant, A., & M. Bjerre, L. (2025). Assessing the impact of attachment 

to primary care and unattachment duration on healthcare utilization and cost in Ontario, Canada: a 
population-based retrospective cohort study using health administrative data. BMC Primary Care, 26(1). 
https://doi.org/10.1186/s12875-025-02771-8 

Fitzsimon, J., St-Amant, A., Green, M. E., Glazier, R. H., Gayowsky, A., Premji, K., Frymire, E., & Bjerre, L. M. 
(2026). Primary care unattachment: impact on mortality, hospitalizations and costs. Health Affairs Scholar, 
4(2). https://doi.org/10.1093/haschl/qxag030 

Godfrey, L., St-Amant, A., Premji, K., & Fitzsimon, J. (2025). Impact of changes in primary care attachment: a 
scoping review. Family Medicine and Community Health, 13(1), e003115. https://doi.org/10.1136/fmch-
2024-003115 

Government of Ontario. (2025). Ontario’s Primary Care Action Plan Connecting Every Person in Ontario to 
Primary Care. 

Grant M.J., Booth A. A Typology of Reviews: An Analysis of 14 Review Types and Associated Methodologies. 
Health Inf. Libr. J. 2009;26:91–108. doi: 10.1111/j.1471-1842.2009.00848.x. 

Grant, K. J., Mayhew, M., Mota, L., Klein, M. C., & Kazanjian, A. (2015). The refugee experience of acquiring a 
family doctor. International Journal of Migration, Health and Social Care, 11(1), 18–28. 
https://doi.org/10.1108/ijmhsc-12-2013-0047 

Haggerty, C. (2025, March 20). Canada’s family doctor shortage is worsening. Are primary care teams the 
answer? | The Chronicle. Retrieved April 14, 2025, from Durhamcollege.ca website: 
https://chronicle.durhamcollege.ca/2025/03/canadas-family-doctor-shortage-is-worsening-are-primary-
care-teams-the-answer/ 

Health Canada. (2025). CARING FOR CANADIANS: CANADA’S FUTURE HEALTH WORKFORCE The 
Canadian Health Workforce Education, Training and Distribution Study EXECUTIVE SUMMARY. 
Retrieved from https://www.canada.ca/content/dam/hc-sc/documents/services/health-care-system/health-

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 7 July 2026 doi:10.20944/preprints202607.0469.v1

© 2026 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202607.0469.v1
http://creativecommons.org/licenses/by/4.0/


 33 of 34 

 

human-resources/workforce-education-training-distribution-study/workforce-education-training-
distribution-study.pdf 

Holyk, T., Pawlovich, J., Ross, C., & Hooper, A. (2017, November). The role of telehealth in improving continuity 
of care: The Carrier Sekani Family Services primary care model | British Columbia Medical Journal. 
Retrieved from bcmj.org website: https://bcmj.org/articles/role-telehealth-improving-continuity-care-
carrier-sekani-family-services-primary-care-model 

Innovation in Primary Care: Caring for Unattached and Marginalized Patients. (2018). The College of Family 
Physicians of Canada. 

Irurzun-Lopez, M., Jeffreys, M., & Cumming, J. (2021). The enrolment gap: who is not enrolling with primary 
health organizations in Aotearoa New Zealand and what are the implications? An exploration of 2015–2019 
administrative data. International Journal for Equity in Health, 20(1). https://doi.org/10.1186/s12939-021-
01423-4 

Jaakkimainen, L., Bayoumi, I., Glazier, R. H., Premji, K., Kiran, T., Khan, S., Frymire, E., & Green, M. E. (2021). 
Development and validation of an algorithm using health administrative data to define patient attachment 
to primary care providers. Journal of Health Organization and Management, 35(6), 733–743. 
https://doi.org/10.1108/jhom-05-2020-0171 

Kouyoumdjian, F., Kim, M., Kiran, T., Cheng, S., Fung, K., Orkin, A., Kendall, C. E., Green, S., Matheson, F. I., & 
Kiefer, L. (2019). Attachment to primary care and team-based primary care: Retrospective cohort study of 
people who experienced imprisonment in Ontario. Canadian family physician Medecin de famille 
canadien, 65(10), e433–e442.Kroneman, M., De Jong, J., Polin, K., Webb, E., & Maresso, A. (2024). The 
Netherlands. 

LAMBREW, J. M., DEFRIESE, G. H., CAREY, T. S., RICKETTS, T. C., & BIDDLE, A. K. (1996). The Effects of 
Having a Regular Doctor on Access to Primary Care. Medical Care, 34(2). Retrieved from 
https://journals.lww.com/lwwmedicalcare/fulltext/1996/02000/the_effects_of_having_a_regular_doctor_o
n_access.6.aspx 

  
Malterud, K., Siersma, V. D., & Guassora, A. D. (2016). Sample Size in Qualitative Interview Studies: Guided by 

Information Power. Qualitative health research, 26(13), 1753–1760. 
https://doi.org/10.1177/1049732315617444 

Marchildon, G. P., Brammli-Greenberg, S., Dayan, M., De Belvis, A. G., Gandré, C., Isaksson, D., … Quentin, W. 
(2021). Achieving higher performing primary care through patient registration: A review of twelve high-
income countries. Health Policy, 125(12), 1507–1516. https://doi.org/10.1016/j.healthpol.2021.09.001 

Marshall, E. G., Wuite, S., Lawson, B., Andrew, M. K., Edwards, L., MacKenzie, A., Woodrow, A. C., & Peddle, 
S. (2022). “What do you mean I can’t have a doctor? this is Canada!” – a qualitative study of the myriad 
consequences for unattached patients awaiting primary care attachment. BMC Primary Care, 23(1). 
https://doi.org/10.1186/s12875-022-01671-5 

Mulyanto, J., Wibowo, Y., & Kringos, D. S. (2021). Exploring general practitioners’ perceptions about the primary 
care gatekeeper role in Indonesia. BMC Family Practice, 22(1). https://doi.org/10.1186/s12875-020-01365-w 

Ontario’s Primary Care Action Plan Connecting Every Person in Ontario to Primary Care. (2025). 
Provincial Attachment System | Doctors of BC. (2023). Doctorsofbc.ca. https://www.doctorsofbc.ca/pay-

contracts/provincial-attachment-system 
Provincial Attachment System Resources and Support for Providers - Province of British Columbia. (2025). 

Gov.bc.ca; Ministry of Health, British Columbia. https://www2.gov.bc.ca/gov/content/health/provincial-
attachment-system/provincial-attachment-system-resources-and-support-for-providers 

Randall, E., Crooks, V. A., & Goldsmith, L. J. (2012). In search of attachment: a qualitative study of chronically 
ill women transitioning between family physicians in rural Ontario, Canada. BMC Family Practice, 13(1). 
https://doi.org/10.1186/1471-2296-13-125 

Ross, K. (2024, March 21). Commentary: Misinformation and the Primary Care Crisis | CMA. Canadian Medical 
Association. https://www.cma.ca/about-us/what-we-do/press-room/commentary-misinformation-and-
primary-care-crisis 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 7 July 2026 doi:10.20944/preprints202607.0469.v1

© 2026 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202607.0469.v1
http://creativecommons.org/licenses/by/4.0/


 34 of 34 

 

Shams, L., & Mohammadi, F. (2024). Assessing urban family physician program challenges in Iran: the insurance 
organizations’ perspective (2021). BMC Public Health, 24(1). https://doi.org/10.1186/s12889-024-19434-5 

Smithman, M. A., Haggerty, J., Gaboury, I., & Breton, M. (2022). Improved access to and continuity of primary 
care after attachment to a family physician: longitudinal cohort study on centralized waiting lists for 
unattached patients in Quebec, Canada. BMC Primary Care, 23(1). https://doi.org/10.1186/s12875-022-
01850-4 

Soman, N. (2024). Crucial Steps in Effectively Onboarding Direct Primary Care Patients. Retrieved October 24, 
2025, from Decent.com website: https://www.decent.com/blog/crucial-steps-in-effectively-onboarding-
direct-primary-care-patients 

Stone, P. (2025, March 25). Patient Onboarding: A Complete Guide to Automation. Retrieved October 24, 2025, 
from Flowforma.com website: https://www.flowforma.com/demo-library/how-to-automate-patient-
onboarding 

Sullivan, P. (2000). Enter the hospitalist: new type of patient creating a new type of specialist. CMAJ : Canadian 
Medical Association Journal = Journal de l’Association Medicale Canadienne, 162(9), 1345–1346. Retrieved 
from https://pubmed.ncbi.nlm.nih.gov/10813020/ 

Tricco, A. C., Lillie, E., Zarin, W., O’Brien, K. K., Colquhoun, H., Levac, D., … Lewin, S. (2018). PRISMA 
Extension for Scoping Reviews (PRISMA-ScR): Checklist and Explanation. Annals of Internal Medicine, 
169(7), 467–473. https://doi.org/10.7326/M18-0850 

Zhao, N., Gu, M., Li, J., Zhang, H., & Yang, J. (2024). Factors influencing contracting of residents with family 
doctors in China: a national cross-sectional survey. BMC Health Services Research, 24(1). 
https://doi.org/10.1186/s12913-024-10606-y 

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those 
of the individual author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) 
disclaim responsibility for any injury to people or property resulting from any ideas, methods, instructions or 
products referred to in the content. 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 7 July 2026 doi:10.20944/preprints202607.0469.v1

© 2026 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202607.0469.v1
http://creativecommons.org/licenses/by/4.0/

