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Letters } Correspondance

Time to invest in team-based care

Dr Christie Newton’s President’s Message in the 
February 2023 issue of Canadian Family Physician1 

encouraging the adoption of team-based care as one 
solution to alleviating the current strain on our fam-
ily physician resources is well timed. Five years ago, 
I received a request from the Pharmacy Association 
of Nova Scotia asking for my assistance with the 
implementation of a Community Pharmacist–led 
Anticoagulation Management Service (CPAMS) pilot 
project involving 40 pharmacies in Nova Scotia. The 
problem facing the province at the time was an acute 
shortage of family physicians, resulting in a number of 
patients taking warfarin with no physician managing 
their care. The proposed solution was to train commu-
nity pharmacists in CPAMS through a 6-week online 
course from the University of Waterloo in Ontario, 
the Management of Oral Anticoagulation Therapy, 
using point-of-care international normalized ratio 
(INR) testing devices (CoaguChek XS Pro) and warfa-
rin decision-support software (INR Online) through a  
government-sponsored 1-year pilot project. Five years 
later, the project is a wonderful success and strongly 
supported by family physicians, community pharma-
cists, nurses and nurse practitioners, and the Nova 
Scotia government, which has fully funded the pro-
gram, now available at 95 pharmacies across the prov-
ince. Many family physicians in Nova Scotia refer their 
patients to CPAMS because it offloads a cumbersome 
management issue, provides a more convenient solu-
tion for patients, and, most important, greatly enhances 
the effectiveness and safety of warfarin. The aver-
age percentage of time the INR is in therapeutic range 
(TTR) with CPAMS in Nova Scotia is 75% for patients 
with atrial fibrillation (2 out of 3 have a TTR >85.7%)2,3 
compared with 54% with standard or usual care with 
warfarin in North America.4 White et al demonstrated 
that a difference in TTR from below 60% to above 75% 
resulted in a 49% reduction in the incidence of stroke 
and systemic embolism, a 55% reduction in myocar-
dial infarction, a 59% reduction in major bleeding, and 
a 60% reduction in all-cause mortality in patients with 
atrial fibrillation.5 Direct oral anticoagulants in Canada 
have failed to reduce the incidence of stroke and sys-
temic embolism and myocardial infarction compared 
with standard or usual care with warfarin after nearly a 
decade of use in the real world (Table 1).6 

The CPAMS project in Nova Scotia is a great exam-
ple of a team-based solution with large, measurable 
improvements in patient care and safety, which could be 
employed to greatly improve oral anticoagulation man-
agement across Canada.

—Murray B. Trusler MD CCFP FCFP LM FRRMS

Peachland, BC

Table 1. Comparison of adverse events among those 
receiving warfarin (usual care) and those receiving DOACs

EVENT

NO. OF EVENTS

STANDARD OR USUAL 
CARE WITH WARFARIN 

(n=128,273)
DOACs 

(n=128,273)

Stroke or systemic 
embolism*

2694 2732

Myocardial 
infarction*

1551 1798

Major bleeding† 9023 9358

DOAC—direct oral anticoagulant.
*Similar risk.
†Lower risk with DOAC therapy.
Data from Durand et al.6
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Three-year residency
I am a family doctor who practises both in the city and 

in rural and remote locations. I fully support the shift 
to 3 years of residency training.1 The shift away from 
acute care since 1993 is largely appropriate. However, 
the lack of intensive care units, in Calgary anyway, 
increases the fear that newer family doctors have of 
working on the periphery. That is where I learned to get 
an airway reliably and use vasopressors. There are other 
ways to do this, I am sure. 

The competencies required in obstetrics have also 
steadily declined, while the distances a rural person in 
labour has to travel are ever greater as communities close 
their obstetric programs. With all due respect to the “soft” 
skills we also desperately need, there are some hard skills 
that are being lost. Working rurally will never give a res-
ident the volume of hands-on airway management or 
obstetric skills they need to safely work out there. In fact, it 
would be wonderful if rural docs could also rotate through 
as a resident in the city sometimes for a week here or there.

—Janet Northcott MD CCFP

Calgary, Alta
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