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What is known about this topic

• Adults with physical disabilities
are less likely to receive the same
level of basic and preventative care
as able-bodied adults.

• They are at high risk of poor
health outcomes.

• Persons with physical disabilities
go to the hospital for things that
could have been prevented with
better primary care.

What this paper adds

• Physicians concur that there are
significant barriers and gaps to
primary care for patients with
impaired mobility.

• Decisions about improving clinical
capacity to manage patients with
mobility impairments are impacted
by low volumes of patients with
disabilities and remuneration
issues.

• Capacity to manage this patient
population is diminished by lack
of access to best practice guidelines
and tools, such as evidence-
informed decision-making
checklists or algorithms, screening,
assessment and monitoring tools,
and other resources that facilitate
optimal care.

Abstract
Despite the high health risks associated with severe mobility
impairments, individuals with physical disabilities are less likely to
receive the same level of primary care as able-bodied persons. This study
explores family physicians’ perspectives on primary care for individuals
with mobility impairments to identify and better understand the
challenges that prevent equitable service delivery to this group of
patients. Semi-structured interviews were conducted in the autumn of
2012 with a purposeful sample of 20 family physicians practising in
Southwestern Ontario to gather their perspectives of the personal and
professional barriers to healthcare delivery for individuals with mobility
impairments, including perceptions of challenges, contributing reasons
and possible improvements. A thematic analysis was conducted on the
transcripts generated from the interviews to identify perceptions of
existing barriers and gaps in care, needs and existing opportunities for
improving primary care for this patient population. Eight themes
emerged from the interviews that contributed to understanding the
perceived challenges of providing care to patients with mobility
impairments: transportation barriers, knowledge gaps and practice
constraints resulting in episodic care rather than preventive care,
incongruence between perceived and actual accessibility to care,
emergency departments used as centres for primary care, inattention to
mobility issues among specialist and community services, lack of easily
accessible practice tools, low patient volumes impact decision-making
regarding building decreased motivation to expand clinical capacity due
to low patient volume, and lastly, remuneration issues. Despite this
patient population presenting with high healthcare needs and significant
barriers and care gaps in primary care, low prevalence rates negatively
impact the acquisition of necessary equipment and knowledge required
to optimally care for these patients in typical primary care settings. Novel
approaches to address inequitable healthcare practices for this vulnerable
group are needed.
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Introduction

Mobility impairment is the inability to ambulate in a
normal manner without the use of an assistive device
such as a cane, walker or wheelchair. Mobility can be
affected by neurological conditions such as spinal
cord injury (SCI), multiple sclerosis and musculo-skel-
etal conditions such as severe arthritis and extreme
obesity. In Canada, 2,923,000 adults (11.5% of the
population) are affected by mobility impairments
(Statistics Canada 2007), with at least 155,000 commu-
nity-dwelling Canadians requiring a wheelchair
(Shields 2004). Mobility impairments place people at
high risk for falls (Chang & Ganz 2007), decreased
independence in activities of daily living (Shields
2004, Hasegawa et al. 2008), condition-specific sec-
ondary complications and can lead to co-morbid
health conditions such as obesity, diabetes and car-
diovascular disease (Krassioukov et al. 2003, Sharts-
Hopko & Sullivan 2003, Chen et al. 2005). Despite
these health risks, adults with physical disabilities are
less likely to receive the same level of preventative
care (Iezzoni et al. 2000) and twice as likely to report
unmet health needs as able-bodied individuals
(McColl et al. 2010).

Individuals with mobility impairments experience
many challenges when attempting to access health-
care. Studies examining the perceptions of persons
with mobility impairments and physical disabilities
have identified issues related to being refused medi-
cal care because of a disability (Nosek & Howland
1997, Veltman et al. 2001), limited physician knowl-
edge about specific disabilities and how these impact
activities of daily living and health (O’Day et al. 2002,
Kroll et al. 2003), negative attitudes towards disabili-
ties (Abresch et al. 1998) and poor communication
with physicians leaving patients with unmet needs
and potentially inappropriate care (Kroll et al. 2003).
An Ontario-based survey of 1026 individuals with
physical disabilities found that 19% believed they
were receiving inadequate healthcare and 22%
believed their disability prevented them from receiv-
ing appropriate primary care (Veltman et al. 2001).

As a result of these barriers to primary care, indi-
viduals with mobility impairments often access emer-
gency departments (ED) for issues that could be
prevented if access to and quality of primary care
were better (Jaglal et al. 2009, Guilcher et al. 2010).
For example, better bladder care for patients with SCI
could potentially reduce urinary tract infections,
which are the most frequent reason for ED visits
(Guilcher et al. 2013). Inadequate prevention and
treatment of secondary complications in primary care
has been identified as a significant factor contributing

to re-hospitalisation within the first year following
acute rehabilitation (Jaglal et al. 2009, Munce et al.
2009). Rates of re-hospitalisation following rehabilita-
tion can be as high as 57% (Cardenas et al. 2004) and
while there may be many factors contributing to
these rates, less than optimal community-based care
may be one of them.

While the challenges associated with accessing pri-
mary care have been studied from the perspective of
patients, fewer studies have examined barriers to care
from the perspective of physicians, particularly as
related to gaps in their practices, requisites to fill
these gaps and potential opportunities for improving
care for individuals with mobility impairments. One
study found that physicians identified examination
room and examination table inaccessibility as a signif-
icant barrier to care in their practices and almost half
of the respondents reported feeling uneasy in caring
for individuals with physical disabilities (Larson
McNeal et al. 2002). Interviews conducted with family
physicians in Eastern Ontario revealed that they were
unaware of how to provide assistance to patients
with physical disabilities, viewed them as an eco-
nomic liability, and were less likely to conduct a
physical examination because of the burden and
amount of time to do so (McColl et al. 2008).

The purpose of this study was to explore family
physicians’ perspectives on primary care for individu-
als with mobility impairments to identify the factors
of why sub-standard care for this vulnerable group
exists. A deeper understanding of the barriers from
care can inform the development of strategies and
alternative models of care better suited for persons
with mobility impairments.

For the purpose of this study, mobility impairment
was defined as physical impairment resulting from
any type of neurological (SCI, multiple sclerosis,
stroke) or musculo-skeletal (arthritis, general frailty)
conditions requiring patients to use a wheelchair as
this indicates significant mobility impairment and
potentially greater barriers to primary care in com-
parison with those who are ambulatory, even though
they may use a mobility aide.

Methodology

The study was framed by a qualitative exploratory
design intended to capture the meanings associated
with a phenomenon and to gain a deeper under-
standing into the complexity of a situation (Creswell
2007). The underlying premise of our research design
reflects a constructivist approach to understanding
these phenomena in that findings were expected to
be multiple, contradictory and reflective of the social
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and historical contexts in which family physicians
currently work (Neuman 2000).

Four of the five authors (family physicians, social
worker and chiropractor) provide primary care to
individuals with mobility impairment at a Family
Health Team (FHT). They share an ideological stand-
point regarding the need for equitable and accessible
healthcare to those with mobility impairments.

This study was approved by the McMaster Uni-
versity Research Ethics Board.

Participants

Invitations to participate in telephone interviews were
distributed to a purposeful sample of 28 family phy-
sicians working in FHTs in the Waterloo Wellington
region of Ontario. The participants were identified as
key informants as known by two of the authors. The
sample used maximal variation in gender and length
of time in clinical practice, with at least one physician
representing each of the FHTs located in the region
(with the exception of the study FHT), which includes
the urban areas of Kitchener, Waterloo, Guelph and
Cambridge, and the surrounding rural areas. In
Ontario, FHTs are interprofessional teams of family
physicians and allied health professionals working
collaboratively to provide primary care to patients;
they present an opportunity to develop new models
of caring for vulnerable populations (Rosser et al.
2010). There are currently 184 FHTs in Ontario.

Participants were identified through a key infor-
mant or snowball approach made possible by the
geographical area covered by the study and the infor-
mal networks established by this group of physicians.
Twenty-eight letters of information and an invitation
to participate were sent through email. Interviews
were completed with 20 physicians, 12 males and 8
females, who had been in practice an average of
16 years (SD = 10.6), with a range of 1.5–38 years.
On average, these physicians had 5.5 patients who
they identified as wheelchair dependent (SD = 4.1,
range = 1–15; median = 4), most commonly due to
SCI, arthritis/osteoarthritis, multiple sclerosis, stroke
and obesity.

Data collection and analysis

A comprehensive literature review on healthcare chal-
lenges for individuals with disabilities informed a
semi-open-ended interview guide. Questions were
framed to capture the meanings family physicians
associated with personal and professional barriers to
healthcare delivery for individuals with mobility
impairments. In this context, healthcare delivery

pertains to the provision of primary care, including
preventive care, episodic care aimed at assessing and
managing acute illnesses, and chronic care aimed at
assessing, monitoring and managing chronic condi-
tions. These included perceptions of challenges, con-
tributing reasons and possible improvements.
Participants were also asked for their opinions on alter-
native models of care for this group of patients. Three
overarching questions framed the interview guide:

• What do you perceive as current barriers for per-
sons with mobility impairments to access primary
care from their family physicians?

• What do you identify as (overall) gaps in care for
patients with mobility impairments within primary
care? How do you currently attempt to manage
these?

• What is needed, such as knowledge, resources or
supports, to make healthcare delivery more acces-
sible for this patient group? Of particular interest
were needs for practice tools that facilitate optimal
care and practice improvements, such as evidence-
informed decision-making checklists or algorithms,
screening, assessment and monitoring tools, best
practice guidelines, and lists of available commu-
nity resources and services.

Interviews were conducted via telephone by one
of the authors, who did not know the participants.
Telephone interviews were selected over face-to-face
interviews to accommodate physicians’ work sched-
ules and maximise the response rate. Verbal consent
was obtained to digitally record the interviews. The
interview guide was forwarded to the participants
prior to the interview so that they could reflect upon
the questions. The interviews were approximately
25 minutes in length and conducted between 16
October and 12 November 2012. Interviews were con-
ducted to the point of thematic saturation (Strauss &
Corbin 1998).

Transcripts were analysed using a qualitative nat-
uralistic enquiry approach (Lincoln & Guba 1985).
Congruent with our research design, the lens of
analysis reflected the constructivist paradigm,
acknowledging multiple perspectives to specific phe-
nomena, such as a better understanding of physician
perspectives within the context of their practice for
patients with mobility issues (Denzin & Lincoln
2002). Initial coding allowed for the generation of
broad categories and the identification of emerging
themes which went through several iterations to
achieve greater clarity (Braun & Clarke 2006). Three
of the five authors independently coded the data with
discussion occurring between subsequent iterations
augmented by revisiting the literature as a form of
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rigour. This also allowed the authors to remain close
to the data, while remaining sensitive to discourses
that emerged outside the interview questions. The
inter-rater coding also acted as a way of avoiding
selection bias regarding affirmative quotes. Negative
case statements in the transcripts were also looked
for. A total of three iterations resulted in broad
themes and smaller, nuanced sub-themes delineated
within four categories (Miles & Huberman 1994).
Questions asked related to barriers to healthcare
delivery for individuals with mobility impairments,
including perceptions of challenges, contributing rea-
sons and possible improvements served as a frame of
reference for the generation of themes. The authors
concluded the analysis by comparing memo notes
taken during the coding process to determine
whether observations of the data reflected an
emerged theme or represented a new direction out-
side the interview questions (Berg 2001).

Findings

The process of collapsing categories by the three
authors resulted in four categories and eight themes
being identified.

Barriers to current care category

Limited assistance with transportation
Issues related to transportation to medical offices,
such as the lack of or difficulty accessing suitable
transportation was a shared concern to family physi-
cians practising in both urban and rural contexts. The
pragmatics associated with simply moving was noted
as a barrier:

When somebody is fairly home bound and it’s not easy to
get around, I think that the issue is getting them to the
office. So, are they going to have a person to assist them
and get them into a vehicle and then transfer them from
their dwelling into a car and for some people it’s a barrier.
I think they’d rather stay home.

Rural geography was a sub-theme that emerged
under transportation barriers as public or commu-
nity-sponsored transportation is absent in rural
communities:

We don’t have a public transport service here [rural area].
We don’t have buses. So for people who say in the winter
months need to get into town who either choose not to
drive because of the weather or whatnot, their only option
would be to have a cab. It’s kind of expensive when people
are coming from [local town]. I heard it could be $20 each
way, so that’s $40 to come to a doctor’s appointment. There
is no option for bus or really any other transport.

The physical health of the caregiver was identified
as a potential barrier, as assistance getting into and
out of vehicles and removing and storing wheelchairs
requires some physical strength. In the absence of a
caregiver or companion, particularly someone physi-
cally fit for the task, travel to the doctor’s office is not
possible or is saved for urgent issues:

His wife finds it difficult to bring him [patient with disabil-
ity] in. She’s frail herself. I just find it’s so difficult to get
him into the wheelchair and get him to our office, so that
it’s probably limited the number of visits that I can see him.

In this situation, the frailty of the caregiver adds
to the complex needs of the partner with disability
further complicated by the lack of safe transportation.

Knowledge gaps
Most physicians reported they were not adequately
prepared to assess and manage patients with mobility
impairments, particularly as related to secondary
complications. Multiple dimensions emerged regard-
ing the category of knowledge; these included learnt
knowledge, specific knowledge and knowledge of
guidelines.

Participants noted their knowledge related to
mobility-related impairments has been gained largely
through ‘on-the-job’ training as minimal attention
was paid to these topics during medical school and
residency training, focused more on the pathology of
impairment, rather than practicalities of managing
this patient population in family practice. The out-
come was an uncertainty pertaining to specific
knowledge areas, including skin integrity and wound
care, chronic oedema, management of complications
associated with chronic catheter use, sexual dysfunc-
tion, and standardised tools or protocols to guide
assessment and care, and resource issues such as
obtaining and funding for assistive devices. The lack
of medical school training combined with minimum
clinical practice opportunities was highlighted:

With respect to the other issues that are more specific to the
patients in wheelchairs like the autonomic dysreflexia and
things like that, I don’t have as much experience with them.
I think that it is a challenge for me because I don’t feel I’ve
been adequately trained and need more training in those
areas so I can adequately take care of them.

A final dimension of the knowledge theme
regarded the void of practice guidelines available for
family physicians:

I feel they [patients with SCI] do need a special approach in
terms of just preventative care, but I don’t really feel like
we have any great guidelines. There’s certainly none that I
follow to specifically identify what issues there may be.
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Care gaps category

Incongruence between perceived and actual accessibility
Although almost all of the physicians described their
medical practices as physically accessible as defined
by features such as handicapped washrooms, auto-
matic doors, ground floor location and office design,
over half were aware that patients had difficulties
getting into their medical office due to inaccessible
parking areas, and limited assistance with prepara-
tion and travel. Most physicians associated the word
‘accessibility’ to that of a wheelchair, as in ‘they can
access any part of the clinic’ later followed by:

The procedure room with the high/low table is actually
quite far away, so if we need to access it, convenience can
be a bit of an issue sometimes to get in there.

Physicians who described their offices as equipped
to manage patients with mobility impairments
acknowledged that despite the presence of specialised
equipment, it may in fact not be used because of the
lack of additional staff required to use the equipment,
or was housed in a room in an inconvenient location,
used primarily for other purposes, or clinicians forget
where it is stored:

You know I’m not sure. I’m not sure. I think we might have
some [equipment] that are portable, but again because
they’re really never used, I’m not sure whether we do or
not or where they are located.

Similarly, physicians reported that even though
their practice had a height adjustable examination
table, in the absence of a transfer mechanism (e.g.
lift), which none of the physicians reported having,
patients with more severe mobility impairments were
unable to get on the table preventing a thorough
physical examination of the lower extremities:

The most difficult thing would be when we have to get a
person out of the wheelchair and on to an examining bed.
They all need step stools to get on to, we don’t have any
beds that lower down to a lower level to get on, so it usu-
ally means we have a couple of nurses who have to assist
someone to get on the examining bed.

None of the physicians had access to a wheelchair
scale resulting in patient weights being estimated,
which was identified as a concern for monitoring
health-related weight issues and medication dosing.

Use of specialist care and EDs for primary care
When specialised equipment or assistance was
needed but unavailable, patient care for things that
are routinely managed in primary care was deferred
elsewhere, such as to a gynaecologist for pap smears

demonstrated by the following quote, ‘I can’t really
get them up on a table to do a pap smear, or even an
abdominal exam. For this, I usually have to refer
them elsewhere [as in] to a specialist’ or alternatively
to the local ED or hospital as a last resort, ‘If all else
fails I would use the hospital’. In rural areas where
family physicians also work in the ED, access to and
provision of care in the ED was perceived as a viable
alternative (referred to as the ‘rural solution’) to care
that cannot be offered within primary care settings.

Focus on episodic care
Physicians reported that for individuals with mobility
impairments, there is greater focus on episodic rather
than preventative care, resulting in more serious (and
preventable) outcomes, such as those related to the
urinary tract infections:

People with mobility issues lose out on a lot of primary care,
like the preventative stuff . . . I’m just thinking about my one
guy who I think we’re always just following for urinary tract
infections or skin breakdowns or his asthma and I can’t
remember if we ever have checked his cholesterol.

This was attributed to challenges patients experi-
ence accessing primary care and the difficulties physi-
cians experience conducting physical examinations
due to time constraints, lack of specialised equipment
and extra staff needed to use the equipment. As with
the knowledge gap category, participants noted the
absence of clinical guidelines and preventive care
protocols resulting in the urgent nature of treating
complications such as urinary tract infections and
skin breakdown.

Needed resources to improve care category

Lack of attention to mobility issues among specialists and
community services
Optimal community-based care for this patient popu-
lation was viewed as compromised by inaccessible
laboratories, diagnostic imaging centres, specialists’
offices and long wait lists for community services
such as occupational and physical therapy because
the needs of this patient population are not priori-
tised. Frustration with community-based support ser-
vices was summed up by one physician who said:

As much as you may think that their issues are a priority
and require attention soon because of the risk of things get-
ting worse in a hurry, home care doesn’t always have the
same opinion. Even if you call to find out what the delay
is, there always is one.

Similarly, it was noted that inconsistent and insuf-
ficient home-based wound care, or standard items
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such as blood tests were not possible because patients
could not access community services in a timely man-
ner.

Even if the patient was referred to a specialist, it
could not be assumed that the patient could access
care:

I wanted to have him [patient with mobility impairment]
see a specialist and again, I think no wheelchair accessibility
for the one specialist that I have referred them to, and then
another they didn’t have a table where they could examine
him.

The belief that health needs of persons with mobil-
ity impairments were ignored by specialist and com-
munity services was shared among this physician
group of participants.

Need for supportive resources, information and
remuneration
A number of needed resources to enhance the care of
individuals with mobility impairments were identi-
fied including point-of-practice tools, such as treat-
ment algorithms and best practice guidelines, to
ensure adherence to best practices and to assess care
needs and guidelines for preventive and follow-up
care. These resources were identified as particularly
important because they cue physicians of care prac-
tices seldomly done and thus do not readily recall:

More standardised guidelines . . . so if your patient has a
traumatic SCI, these are the baseline things to do in prac-
tice, these are the follow-up things you should do, these are
the recommendations for follow-up care that needs to be
repeated in a year, 2, 3, 5 years down the road . . . Guide-
lines for routine skin evaluation so that we’re preventing
things. These are the things we should be doing.

Physicians stated wanting quick and easy access
to these resources suggesting a quickly accessible
website or central repository, or electronic medical
record stamp.

Also identified were needs for greater access to
readily accessible consultation support to assist with
problem-solving complex care issues, staff training on
safe patient transfer techniques, continuing education
on the management of mobility issues, government
support for the purchase of special equipment and
increased remuneration to reflect greater time com-
mitment needed for this patient population.

Time and staffing constraints made it difficult for
family physicians to do a thorough examination, with
limited remuneration being noted for the extra time
required to care for these patients, reflected as follows:

I had a patient just this morning . . . with significant mobil-
ity impairment and she was booked for a physical for

20 minutes. Well, I can’t even do a routine visit with her in
20 minutes . . . Really I should be spending 40, 50 minutes
with her instead of the 20 minutes that I would receive pay-
ment for.

Physicians felt that the low volume of patients on
their caseload with mobility impairments limited
their opportunities to gain and use new knowledge
regarding the care of these patients, and did not jus-
tify the cost of specialised equipment or continuing
education.

Opportunities to improve care category

Model of shared care
During the interview, physicians were asked for their
thoughts on alternative models of care, including the
option of specialised mobility clinics. Such a clinic
was viewed as an opportunity to improve access to
comprehensive assessment and care planning in a
timelier manner than referrals to specialists (physia-
trists). Moreover, a specialised clinic could function
as a central hub to improve care co-ordination, inte-
gration and continuity within a shared care approach,
though transportation to a centralised location, partic-
ularly for patients living in rural areas, poses a
greater logistical challenge than the current delivery
methods:

I can see a need to use it [specialised mobility clinic] cer-
tainly, yes. At the moment it’s hodgepodge. We send them
off to the neurologist and he gives us an opinion and the
occupational therapist does an assessment . . . somebody
has to have a handle on comprehensive care rather than
them [patients] sitting in between the gaps.

Other participants stated feeling more comfortable
assuming a shared care approach to care, whereby
they would continue to assume responsibility for
acute episodic care with mobility clinics assuming
responsibility for more complex preventative or spec-
ialised care needs:

I also think that the comfort level comes from managing a
certain number of patients with conditions and I think that
a more specialised centre would probably provide the best
care.

Discussion

Primary care is challenged to meet the health needs
of individuals with mobility impairments, particularly
wheelchair users. A number of reoccurring themes
were identified in this study highlighting gaps in care
for physically disabled persons related to lack of
specialised equipment, scarcity of preventive care and
lack of availability of and access to standardised care
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tools. In this study, physician perspectives of com-
mon care gaps are consistent with those of patients
with mobility impairments (Branigan et al. 2001, Kroll
et al. 2003). Physical barriers to care have been well
documented (O’Day et al. 2002, Kroll et al. 2003) and
were reconfirmed by the physicians in this study.
Having accessible medical offices is perceived as only
part of the equation; once patients access their family
physicians, lack of specialised equipment or inability
to locate and use the equipment compromises quality
of care and potentially leads to adverse outcomes,
such as when patient weight is incorrectly estimated
in drug dose calculations in the absence of an accessi-
ble scale, or when early signs of secondary complica-
tions are missed because a proper examination is not
possible. Lack of staffing, training or familiarity with
transfer equipment was an additional concern regard-
ing injury to staff or patients. Physicians in this study
acknowledged the inability to conduct a thorough
physical examination had resulted in patients either
not being examined or being referred to the local ED
or to specialists for issues that theoretically should be
managed in primary care. The emphasis on episodic
or acute care, over preventive care, potentially
increased the likelihood of patients only receiving
care for immediate needs and neglecting routine
screening of conditions that may affect long-term
health (diabetes, hypertension, immunisations and
smoking).

The findings from this study provide some insight
into physician’s perspectives on potential opportuni-
ties for better supporting them to care for this patient
population. The participants perceived themselves as
ill-prepared from a knowledge, logistical and practice
perspective, which was surprising given their access
to allied health professionals as part of a FHT. This
might suggest that while an interdisciplinary
approach remains preferred because of the complex-
ity of health issues presented by this patient popula-
tion, more significant barriers are positioned within
the current family physician practice culture and
subsequent clinical approaches.

Despite current literature confirming the need for
more specialised training and supports for family
physicians caring for patients with physical disabili-
ties (Larson McNeal et al. 2002, Aulagnier et al. 2005,
Morrison et al. 2008), practice tools such as structured
questionnaires and standardised protocols have not
fully been integrated for patients with mobility issues
into primary care (Mann et al. 2007). Furthermore,
while the physicians in this study felt the solutions of
continuing education initiatives, resources and access
to consultation support were critical, they also stated
these same solutions would be problematic due to

the necessary time commitment and effort, especially
when considering the small proportion of their
patients who presented with mobility impairments.
More informal and innovative strategies for knowl-
edge translation and mobilisation were stated to offer
greater impact and ease of utility, such as point-of-
practice tools that provide a cue for important care
issues (e.g. algorithms and checklists) consistent with
best practice guidelines.

Physicians in this study also identified the need
for access to expertise for decision-making around
complex health issues. Easy access to consultation
support with minimal time commitment, such as a
‘quick phone call’ could potentially improve care
with timely response to presenting patient problems.
Opportunities for establishing consult support may
exist immediately following inpatient rehabilitation
with specialists working with primary care providers
to facilitate a seamless transition from tertiary to pri-
mary care. Emerging electronic consultation processes
provide a potential mechanism for consultation sup-
port between family physicians and rehabilitation
specialists, either via email, telemedicine or other vir-
tual platforms for quick time management advice
(Kuo et al. 1998, Neufeld et al. 2007, Liddy et al.
2013).

Participant feedback also supported the use of
self-management tools to improve healthcare by
empowering patients to be proactive in identifying
and managing secondary complications and other
health concerns (routine health screening guidelines).
For example, it was suggested that patients could
bring in validated resources, such as the Spinal Cord
Outreach Service Health Questionnaire (SOS-HQ) to
the office visit as one way to prompt physicians to
conduct regular and preventive care. This collabora-
tive approach might result in the earlier identification
of emerging or potential problems, provide cues to
facilitate discussion around relevant physical and
psychosocial issues and elicit information needed to
make decisions about appropriate care (Mann et al.
2007). Using such tools could be easily incorporated
into electronic medical records with reminders for fol-
low-up care.

Lastly, our study supported the future explora-
tion of alternative models of care for this patient
population. Calls for healthcare reform aimed at
improving primary care for persons with mobility
impairments, particularly those transitioning to com-
munity following inpatient rehabilitation, have rec-
ommended co-ordinated and integrated care models
that include community-based primary care that is
patient-focused and ensures capacity building for
healthcare providers (McColl et al. 2006, Hwang
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et al. 2009). There is much support in the literature
for building capacity and developing infrastructure
supports in primary care to assess, manage and
accommodate patients with disabilities and mobility
impairments (Kroll et al. 2003, Mann et al. 2007).
Collaborative, shared care models, with emphasis on
enhancing health professional capacity for meeting
the primary healthcare needs of individuals with
mobility impairments, represent a significant move
towards filling the knowledge gaps that exist in pri-
mary care with improved integrated and co-ordina-
tion of care across sectors (McColl et al. 2008).
Although the prevalence of wheelchair dependence
in primary care medical practices is not known, in
this study it ranged from 1 to 15 patients across
physicians, with a median of 4, suggesting that in
most family physicians’ caseload, the proportion of
patients in who are wheelchair bound is likely quite
low. It has been suggested that a low proportion of
family physicians’ caseload have severe physical dis-
abilities, estimated at approximately 6% (Wallace &
Seidman 2007, McColl & Dickenson 2009), but that
this caseload uses 33% of primary care resources as
care for this patient population can be complicated
(McColl et al. 2013). Physicians in this study noted
that low volumes of disabled patients in their prac-
tice impacted decision-making regarding the acquisi-
tion of specialised equipment and participation in
education initiatives aimed at increasing capacity to
assess and manage conditions that impair mobility.
Specialised primary care-based clinics focusing on
the assessment and management of mobility-related
issues, including the provision of fully accessible
medical offices furnished with equipment necessary
to provide optimal preventive and episodic care,
offer a significant opportunity for improving overall
care by providing lower cost management at the pri-
mary care level. This is particularly relevant in
Ontario, where healthcare is publically funded
within various practice models, including solo prac-
tices, group practices, Family Health Organizations
and FHTs (Muldoon et al. 2006), in which compensa-
tion is based on fee for service models, capitation
models (in which physicians receive care capitation
payments for all patients enrolled in the practice) or
a combination of compensation models, though
there is no specific funding model for specialised
equipment. As it has been recommended that all
medical practices improve accessibility consistent
with the Accessibility for Ontarians with Disabilities
Act by 2025, FHTs were able to apply for one-time
government funding for height-adjustable examina-
tion tables and overheard lifts (McColl et al. 2013).
However, this excluded solo and group practices,

which although publically funded operate as do pri-
vate sector services, where there could be minimal
incentive to fund specialised equipment privately.
As such, the results of this study provide initial evi-
dence towards policy change related to infrastruc-
ture improvements in primary care aimed at
improving access to care, though more research is
needed on the perspective of various key stakehold-
ers and in particular, of those living with severe
mobility impairments.

Methodological considerations

This study was conducted with a small sample of
physicians practising in FHTs. The views of physi-
cians working in non-FHT settings such as solo prac-
tices or community health centres may be different
than those we found. Although this study focused on
the perspectives of physicians and did not include
patients, the findings were consistent with studies
examining primary care from the perspectives of
patients (Branigan et al. 2001, Kroll et al. 2003).

Conclusions

A number of significant primary healthcare gaps exist
for persons with mobility impairments. The healthcare
disparities between persons with physical disabilities
and the general population are well documented and
are associated with a disproportionate use of health
system resources (McColl & Shortt 2006). The physi-
cians in this study identified multiple potential care
improvements for this patient population including
more specialised equipment, increased remuneration
for the additional time needed to care for patients with
disabilities and more training and supportive
resources. Low caseloads meant that many physicians
did not perceive it practical to devote resources and
efforts to building capacity beyond the minimum
requirements (e.g. accessible doorways, washrooms).
The majority of the family physician participants were
in agreement for a centralised site that offered specific
resources and expertise towards the best practice goal
of making healthcare services both equitable and
accessible to persons with mobility impairments.
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