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ABSTRACT
Introduction  The Canadian population has poor 
and inequitable access to psychiatric care despite 
a steady per-capita supply of psychiatrists in most 
provinces. There is some quantitative evidence that 
practice style and characteristics vary substantially 
among psychiatrists. However, how this compares 
across jurisdictions and implications for workforce 
planning require further study. A qualitative 
exploration of psychiatrists’ preferences for practice 
style and the practice choices that result is also 
lacking. The goal of this study is to inform psychiatrist 
workforce planning to improve access to psychiatric 
care by: (1) developing and evaluating comparable 
indicators of supply of psychiatric care across 
provinces, (2) analysing variations and changes in the 
characteristics of the psychiatrist workforce, including 
demographics and practice style and (3) studying 
psychiatrist practice choices and intentions, and the 
factors that lead to these choices.
Methods and analysis  A cross-provincial mixed-
methods study will be conducted in the Canadian 
provinces of British Columbia, Manitoba, Ontario 
and Nova Scotia. We will analyse linked-health 
administrative data within three of the four provinces 
to develop comparable indicators of supply and 
characterise psychiatric services at the regional level 
within provinces. We will use latent profile analysis 
to estimate the probability that a psychiatrist is in a 
particular practice style and map the geographical 
distribution of psychiatrist practices overlayed 
with measures of need for psychiatric care. We will 
also conduct in-depth, semistructured qualitative 
interviews with psychiatrists in each province to 
explore their preferences and practice choices and to 
inform workforce planning.
Ethics and dissemination  This study was approved 
by Ontario Tech University Research Ethics Board 
(16637 and 16795) and institutions affiliated with the 
study team. We built a team comprising experienced 
researchers, psychiatrists, medical educators and 
policymakers in mental health services and workforce 
planning to disseminate knowledge that will support 
effective human resource policies to improve access 
to psychiatric care in Canada.

INTRODUCTION
Unmet psychiatric need in the Canadian 
population
The global socioeconomic burden of mental 
illness is estimated to be in line with physio-
logical diseases like cardiovascular disease, 
and access to mental health services, partic-
ularly during a crisis, is a challenge faced by 
people around the world.1 2 About 5 million 
Canadians access mental health services each 
year.3 The rates of outpatient visits have been 
increasing for psychiatric care.4 While psychi-
atrists are only a part of the mental health 
system—in fact most mental health services 
are provided by other health professionals—
most other mental health professionals are 

STRENGTHS AND LIMITATIONS OF THIS STUDY

	⇒ This study will use population-level health adminis-
trative data from multiple provinces from 2012/2013 
to 2021/2022 to analyse variations and changes in 
the supply of psychiatric care and generate compara-
ble indicators of the supply of psychiatric care across 
provinces.

	⇒ We will compare changes in the supply of psychiatric 
care and the need for psychiatric care before and after 
the COVID-19 pandemic across provinces.

	⇒ We will conduct semistructured interviews with a large 
sample of psychiatrists from various practice back-
grounds across provinces to understand the factors that 
shape their practice choices and preferences.

	⇒ The study will analyse administrative data from three of 
the four provinces as Nova Scotia does not have compa-
rable data; however, the qualitative data gathered from 
Nova Scotia will augment our findings.

	⇒ Our study will measure trends over time of the treated 
prevalence for mental and substance use disorders as a 
proxy for need; however, treated prevalence is underes-
timated as it is limited to those who accessed publicly 
funded care.
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not covered by provincial health insurance plans. As a 
result, people relying on publicly funded services have 
few options when seeking specialised mental healthcare. 
Access to psychiatrists has been challenging for many, but 
particularly for those with the least means and the greatest 
need.5 6 A Canadian multiprovince report showed that 
25%–50% of youth have their first mental health treat-
ment contact in the emergency department rather than 
in the community.7 In Ontario, about 70% of people do 
not see a psychiatrist in the 30 days following a psychiatric 
hospitalisation discharge,5 8 and about 60% do not see 
one within 6 months of a suicide attempt.9 Poor access to 
psychiatric care could lead to relapse, rehospitalisation, 
avoidable costs to the healthcare system and death in the 
case of low post-suicide follow-up.10–12

The supply of psychiatric care is not keeping up with 
increasing patient demand.13 14 Effective health human 
resource policy is an important part of ensuring that 
patients have access to psychiatric care when it is needed. 
One potential solution is to recruit more psychiatrists; it 
has been argued that psychiatrist shortages have caused 
shortfalls in psychiatric care,15 16 though per-capita 
supply of psychiatric care has remained constant in most 
provinces.17

Factors that may affect access to psychiatrists
Practice characteristics and practice style
One explanation for shortfalls in supply is variation in 
practice characteristics and practice style.4 5 9 18 Here, we 
use practice style as shorthand for practice volume, prac-
tice intensity (ie, annual psychiatric services per patient), 
practice location, practice specialisation and patient 
case-mix. In a recent study, our team used administrative 
data to demonstrate that full-time psychiatrists in Ontario 
fall into three distinct practice styles: (1) urban practices 
providing high intensity care to small numbers of patients; 
(2) urban practices providing low intensity care to high 
numbers of patients and (3) rural practices providing 
low intensity care to high numbers of patients.4 We also 
found that psychiatrists in practice style (1) tended to 
see relatively healthier and wealthier patients. More-
over, members of our team found that about a quarter of 
psychiatrists in Ontario see fewer than 100 patients per 
year, and on average, see them 16 times per year; such 
low volume practices limit the availability of psychiatrists 
to a population.4 High intensity care may be beneficial 
following a crisis event like a suicide attempt, but we have 
found that these services are less likely to be accessed by 
people with high needs.5 6 In Ontario, the psychiatric 
workforce is ageing and is increasingly concentrated in 
urban communities,4 which also presents challenges for 
ensuring equitable access to publicly insured mental 
health and addiction services.

The analyses that members of our team have conducted 
in Ontario are the only population-level research that 
explores the supply of publicly insured mental health 
services in Canada, and there is genuine uncertainty 
about how psychiatric care is supplied in other provinces. 

There are several factors that could contribute to variation 
in psychiatric care across provinces and make it difficult 
to generalise findings from Ontario. Regional variation 
may be more pronounced in provinces with fewer large 
urban centres; providers tend to be concentrated in these 
areas leading to greater maldistribution in less urbanised 
provinces. In response to maldistribution, other prov-
inces have implemented health human resource and 
recruitment policies (eg, special licensing from the Royal 
College and provincial colleges to practice in a specific 
geographic area) that may have impacted the supply of 
psychiatric care in ways that have not been observed in 
Ontario. In addition, fee schedules for psychiatric care 
vary across provinces and may have important impacts on 
psychiatrist practice styles that may, in turn, impact access 
to care.19 20

Practice style may also be affected by the environment 
in which physicians work. For instance, differences in the 
physician fee schedules or payment models (eg, alter-
native payment plans) may produce different incentives 
and, ultimately, different practice patterns. Opportunities 
for different kinds of psychiatrist practice, including the 
density of psychiatrists practising within a given geograph-
ical area may present more opportunities for practice style 
selection.5 More information is needed to understand 
how practice opportunities and political environments 
shape decision-making, and whether differences in policy 
environments across Canada influence practice patterns 
and practice location.

Furthermore, policy discourse concerning the supply 
of psychiatric care has been largely absent outside of the 
Ontario context where it has garnered some attention.21 
Local analysis of the supply of psychiatric care may inform 
wider policy debate. Finally, the COVID-19 pandemic has 
had an impact on how psychiatric care is delivered and 
will likely have effects that persist. Thus, the pandemic 
motivates further analysis of psychiatric care in all regions 
to understand its impact, including the benefits and unin-
tended consequences of increased remote and online 
access.

Personal characteristics
There is evidence that a variety of factors related to 
personal characteristics and training experiences are 
related to the choice of psychiatry as a specialty among 
medical students.22–28 Our quantitative work has shown 
that personal factors (eg, age, sex/gender and location 
of training) and structural factors (eg, community size 
and billing schedules) contribute to variation in practice 
style and access to psychiatric care.4 A growing body of 
evidence also suggests that sex/gender influences prac-
tice patterns (eg, hours worked, practice setting and 
patient population).29 30

To design interventions to improve the supply of and 
access to psychiatric care, decision-makers need to under-
stand the factors and preferences that shape practice 
style selection. However, little research exists on factors 
shaping choice of practice style within psychiatry. There 
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is an opportunity to use qualitative methods to explore 
variation in practice style and why psychiatrists choose to 
practice in different ways and in different settings. A qual-
itative exploration focusing on these and other emerging 
factors can deepen our understanding of how psychia-
trists’ training, work and personal experiences and local 
context inform beliefs, attitudes and patterns of practice. 
The range and variety of practice styles raise questions 
about the appropriate role of the specialty within our 
healthcare system. It will be important to determine what 
psychiatrists view as their role, and whether these perspec-
tives vary across different policy environments, regions or 
by physician characteristics (years in practice, location of 
training).

Need for indicators to inform the psychiatric workforce
Thus far, efforts to harmonise and study pan-Canadian 
indicators of mental healthcare have been limited; while 
they establish clear and growing access challenges, they do 
not inform patterns of provision of psychiatric care within 
or across provinces.7 31 32 Meanwhile, several government 
agencies have called for improved access to mental 
health services. For instance, a report commissioned by 
the government of Manitoba highlights the challenges 
of mental health service delivery and the importance of 
developing a plan to improve access.33 In Nova Scotia, the 
Department of Health and Wellness Blueprint for Mental 
Health and Addictions34 calls for intervening and treating 
earlier, shorter waits and better care. Our study will help 
address these calls for improved access by generating indi-
cators that will inform health human resource planning.

Goal and objectives
The overarching goal of this study is to inform psychiatrist 
workforce planning by generating new information about 
the supply of publicly insured mental health services and 
psychiatrist practice style in Canada. Specific objectives 
are to:
1.	 Develop and evaluate comparable indicators of supply 

of psychiatric care across provinces.
2.	 Analyse variation and changes in the characteristics 

of the psychiatrist workforce, including demographics 
and practice style.

3.	 Understand psychiatrist preferences for practice style, 
and their perspectives on factors that lead to practice 
style selection.

METHODS AND ANALYSIS
We will employ a cross-provincial, concurrent mixed-
methods design35 36 integrating quantitative and quali-
tative data from four provinces: British Columbia (BC), 
Manitoba (MB), Ontario (ON) and Nova Scotia (NS). 
These provinces were selected to maximise geographic 
diversity, population density and feasibility of cross-
provincial comparison. We will investigate Objective 1 
and Objective 2 using quantitative methods; data for these 
objectives consist of population-level linked administra-
tive data available in three of the four provinces (BC, MB 

and ON) as these provinces have comparable data on 
mental health services. Objective 1 will describe the supply 
of psychiatric care; it will inform us on how specialised 
mental health services are distributed within and across 
provinces. Objective 2 will develop harmonised measures 
to investigate variation in practice style. We will investi-
gate Objective 3 by conducting qualitative interviews with 
psychiatrists in all four provinces who are in various 
stages of career and practice settings. The interviews will 
further explore the unique practice styles and increase 
our understanding of the factors that shape practice style 
selection. While NS does not have comparable adminis-
trative data on mental health services, the province will be 
included in the qualitative arm of this study. Quantitative 
and qualitative data collection began in January 2023. We 
anticipate all data analysis and interviews to be completed 
by July 2024.

Linked administrative data
We will use linked databases developed and housed sepa-
rately in each province: Population Data BC (PopDataBC), 
Manitoba Centre for Health Policy (MCHP) and ICES 
(formerly the Institute for Clinical Evaluative Sciences) 
in Ontario. Within each province, deidentified data 
with unique patient and physician identifiers will enable 
us to connect records across data sets and over time. 
It is neither possible nor necessary to combine record-
level data across provinces, but parallel analysis using 
comparable variable definitions and identical analytic 
procedures will permit us to explore patterns across the 
three provinces. The following types of databases will be 
accessed in each province:

Physician registry files: This includes data on physician 
demographics, specialty, year of graduation, practice 
location and payment methods.

Physician payment information: This includes data on all 
fee-for-service and shadow-billed medical services claims. 
It describes services used and includes a patient diagnosis 
code for each encounter.

Patient registry files for provincial insurer: This includes 
a record for all provincial residents who are eligible to 
receive publicly funded healthcare services, including 
their demographic information.

Hospital separation files: This includes records of all 
inpatient discharges and in-hospital deaths for provincial 
residents.

Emergency department contact information: This includes 
records of patient contacts in emergency departments.

Vital statistics (deaths): This includes records of the date 
and cause of death.

It will also be possible to obtain some information on 
prescription drugs dispensed, including coverage under 
plans for people with low income or lacking coverage for 
psychiatric medicines, but completeness of prescription 
data varies by province.

We will request data covering a decade of healthcare 
delivery, starting in 2012/2013 through to 2021/2022, 
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or the most recent data available. A look-back period for 
2007/08 will be used for some indicators.

Sex-gender-based analysis considerations
The quantitative data sources we will use capture binary 
variables labelled ‘sex’, but these are not biological 
measures. This information is self-reported by patients 
and physicians at the time of registration, and whether 
legal sex, sex assigned at birth or gender is being reported 
cannot be confirmed. Recognising this lack of specificity 
in our measures, and that socially constructed gender 
roles most plausibly influence practice and healthcare 
seeking behaviour, we will describe these variables as sex/
gender within our methods. We recognise that the cis-
normative conflation of sex and gender is a limitation of 
this analysis.

Despite limitations of quantitative data, we have consid-
ered gender in our research design in several ways. In 
quantitative analysis, we will examine accesses and prac-
tice characteristics stratified by sex/gender. In qualitative 
analysis, we will aim to sample psychiatrists of different 
gender identities and explore how roles and gender 
identities of psychiatrists shape practice intentions 
and choices, as well as the values and preferences that 
underpin them.

Objective 1. Develop and evaluate comparable indicators of 
supply of psychiatric care across provinces
We will develop comparable measures of supply of psychi-
atric care using the administrative data that can be imple-
mented across provinces. Creating measures requires 
data fields from the provincial databases as inputs. In 
cases where measures must rely on non-comparable 
fields, we will focus on differences between psychiatrists 
within, but not between, provinces. This is a limitation of 
using different administrative data sources but does not 
undermine our primary objective of describing the supply 
of psychiatric care across Canada to inform health work-
force policy within each province. These measures have 
been developed in Ontario in previous work by members 
of our research team.4 We will investigate psychiatric care 
supplied to adults between 18 and 105 years of age. These 
indicators will be reported as a comparative study of the 
supply of outpatient psychiatric care in three study prov-
inces. Our descriptive analysis of supply will include the 
following indicators:

Population supply indicators
	► Service Propensity (probability of one or more visits 

with a psychiatrist): We will capture all unique indi-
viduals in each year who received at least one service 
from a psychiatrist. This will be divided by the general 
population eligible for provincial health insurance 
and by the number of adults who have received 
mental health and substance use services (MHSU) 
in the emergency department, hospital or during a 
physician visit in each province.

	► Psychiatric Consultation (probability of one or two 
outpatient visits with a psychiatrist): It is possible for 
psychiatrists to offer consultations over one or two 
visits without providing ongoing psychiatric care. As 
a proxy for the probability of psychiatric consultation, 
we will capture all unique individuals in each year who 
received one or two outpatient services from a psychi-
atrist. This will be divided by the general population 
eligible for provincial health insurance and by the 
number of adults who have received MHSU services 
in each province.

	► Ongoing Psychiatric Care (probability of three or 
more outpatient visits with a psychiatrist): As a proxy 
for the probability of ongoing psychiatric care, we will 
identify all unique individuals in each year with three 
or more outpatient visits to the same psychiatrist. This 
will be divided by the general population eligible 
for provincial health insurance and by the number 
of adults who have received MHSU services in each 
province.

	► Service Intensity (number of visits with a psychiatrist 
per patient): We will capture the number of outpa-
tient visits to a psychiatrist. This will be divided by 
the general population eligible for provincial health 
insurance and by the number of adults who have 
received MHSU services1 in each province.

Within each province, all indicators will be stratified 
by metropolitan (census metropolitan areas and census 
agglomerations) versus non-metropolitan geographic 
areas, neighbourhood income quintile, low-income drug 
programme (where available), age and sex/gender. We 
will also describe supply at the regional level within prov-
inces (16 Health Service Delivery Areas in BC, five health 
regions in MB and 34 public health units in ON). We 
will also assess the impact of the COVID-19 pandemic on 
the supply of psychiatric care by comparing measures of 
supply before and after COVID-19 emerged in Canada 
(March 2020). We will stratify this analysis by subpop-
ulation to see if there have been differential effects on 
subpopulations. We will present our results using descrip-
tive statistics and visualisations. Inferential statistics and 
standardised differences will be used to compare all indi-
cators across strata.

Objective 2. Analyse variation and changes in the 
characteristics of the psychiatrist workforce, including 
demographics and practice style
We will develop measures of psychiatrist supply and prac-
tice style within the administrative billings data that can 
be implemented in comparable ways across provinces.

Psychiatrist personal and practice characteristics
We will describe personal and practice characteristics 
of clinically active psychiatrists between 2012/2013 and 
2021/2022 in three study provinces. Personal charac-
teristics include age, sex/gender, years since graduation 
and full-time status (>30th percentile in billings). Prac-
tice characteristics include total number of inpatients, 
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outpatients, outpatient visit frequencies, number of new 
outpatients, psychotherapy visits, focused psychotherapy 
practice,18 mental health versus addiction visits, number 
of electroconvulsive therapy sessions, number of group 
therapy sessions, number of home visits and virtual care. 
We will plot mean and median changes in these char-
acteristics over the 10 year study period and compare 
distributional changes within provinces using relative 
distributions.37–39 The relative distribution method will 
allow us to account for changes in practice over time that 
may not be reflected in measures of central tendency.

Relationship between psychiatrist supply and patient need
We will describe per-capita supply of clinically active 
psychiatrists between 2012/2013 and 2021/2022 by 
dividing the number of full-time psychiatrists (>30th 
percentile billings) by residents in each province and 
subregion. A proxy for patient need will be generated by 
calculating regional rates (using residents in each region) 
of services for substance use, schizophrenia spectrum 
disorders, and all other mental disorders using ICD-9 
and ICD-10 codes (note: DSM-IV/V codes will be used for 
hospitalisations recorded in the Ontario Mental Health 
Reporting System) in emergency department, hospital 
and outpatient physician services.5

Psychiatrist practice style
We will use distributions of psychiatrist service volume 
(number of unique patient contacts) and service intensity 
(number of visits per patient) to identify distinct psychi-
atrist practice styles. Following Rudoler et al,6 we will use 
a latent profile analysis40 41 that will estimate the proba-
bilities that a psychiatrist is in a particular practice style. 
Based on our previous work, we hypothesise that there 
will be three distinct psychiatrist practice styles in each 
province (high intensity urban, low intensity urban and 
low intensity rural). To test this hypothesis, we will apply 
the model developed with Ontario data in the other study 
provinces. If we find that our hypothesis does not hold 
outside of Ontario, we will fit province-specific models.

Regardless of the model, we will use the results of the 
latent profile analysis to describe the personal and prac-
tice characteristics of high and low intensity practice 
styles as well as outpatient case-mix. Patient case mix will 
be measured using previous psychiatric hospitalisation, 
Charlson Comorbidity Index, neighbourhood income 
quintile, low-income drug programme (where available) 
and diagnosis of schizophrenia spectrum disorder using 
a validated algorithm.42 We will also summarise regional 
supply in each province, stratified by province-specific 
practice style (high/low intensity).

Relationship between psychiatrist supply, practice style and supply 
of psychiatric care
This analysis will integrate our findings from objectives 
1 and 2 by studying the relationship between regional 
psychiatrist supply, psychiatrist practice style (high/low 
intensity) and regional supply of psychiatric care. The 

aim is to provide decision-makers with an overview of the 
regional distribution of psychiatrist practice and practice 
style to inform human resource planning. The analysis 
will be conducted using data aggregated to region level 
(16 regions in BC, 34 regions in ON and 5 regions in 
MB). Data visualisation and geographic mapping will be 
used to show the concentration of psychiatrist practice, 
the quantity and intensity of psychiatric care provided 
and the breakdown of practice style within each region.

Objective 3. Study psychiatrist preferences for practice style, 
and the factors that lead to practice style selection
Semistructured, in-depth interviews
Semistructured, in-depth interviews with psychiatrists 
will be conducted to build on existing knowledge and 
explore factors shaping practice style choices. Some 
potential factors have been identified in our previous 
work,4 6 43 in studies exploring choice of psychiatry.22–28 
Factors to be explored in interviews include prefer-
ences for specific aspects of clinical work (eg, patient 
population, types of services provided and interest in 
particular topics), structural factors (eg, billing sched-
ules and healthcare organisations) and personal factors 
(eg, age, sex/gender and location of training). Inter-
views will also explore the degree to which participants’ 
practice patterns have changed retrospectively and how 
they anticipate practice patterns will evolve over time, 
and why.

We will conduct all interviews by telephone or video 
call at a time that is convenient and acceptable for study 
participants. Telephone, in-depth interviews have been 
shown to produce similar data richness for a lower cost 
when compared with in-person interviews,44 45 can be 
more readily integrated into psychiatrists’ schedules, and 
allow data collection to proceed in the context of COVID-
19. We expect each interview to last between 60 and 90 
min. An honorarium will be offered to compensate for 
time and lost income. Interviews will be digitally recorded 
(audio-only in the case of video calls) and transcribed.

As is usual in qualitative research, our sampling strategy 
is designed to generalise to concepts and theories rather 
than to populations.46 47 Accordingly, we will purposefully 
recruit psychiatrists based on key characteristics identified 
in prior research, including personal characteristics, char-
acteristics of residency training and practice setting. We 
will add to and modify our purposeful sampling strategy 
as we collect data and learn more about the factors that 
shape decision-making.46 48

To ensure as much variation as possible, study partic-
ipants will be recruited in all four provinces using 
multiple recruitment approaches. We will also use the 
team’s contacts with professional psychiatric associations 
to access email lists and circulate recruitment informa-
tion on social media. Potential study participants will be 
asked to complete a screening questionnaire to ensure 
that they meet the study inclusion criteria, to inform 
our purposeful sampling decisions and to document the 
success of various recruitment methods. We will draw on 
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the details collected on an individual’s screening ques-
tionnaire to inform their semistructured interview.

We have planned for sample sizes of 10–15 partic-
ipant interviews in each province, BC, MB and 
NS (n=30–45). A larger sample of n=15–20 will be 
captured in ON due to the potential for greater vari-
ability in psychiatrist practice and larger population. 
We expect that this sample size will allow us to reach 
saturation49 in each province, as well as provide us 
with enough data to investigate potential differences 
by subgroups and by province.48 This sample size 
is consistent with recommendations for minimum 
samples for similar study designs and recommen-
dations for study-specific increases over minimum 
sample sizes to reflect multiple variations within the 
study, such as our four provinces.22 23 25

Interview data will be analysed using thematic and 
framework analysis.50–52 Thematic analysis will occur 
concurrently with qualitative data collection. Analysis 
will consist of a line-by-line examination of interview 
transcripts to identify key themes.50 Constant compar-
ison will also be used to compare and contrast themes 
from our data with concepts already in the litera-
ture.53 The thematic analysis will be used for detailed 
description of practice choice53 and as the initial 
stage of our framework analysis.51 52 Patterns within 
and between cases and themes will be used to develop 
a framework or a typology of factors shaping practice 
choice. The typology will then be used to classify each 
interviewee and look for patterns among physicians 
within provinces and by years in practice.51 52 We will 
explore variations by province and other subgroups 
as appropriate based on the data. NVivo V.12 software 
will be used to facilitate analyses and record analyt-
ical decisions and definitions. Multiple researchers 
from the four provinces will be involved with coding 
and will participate in regular group analytic discus-
sions to help ensure the final analysis meets trustwor-
thiness, validity and reliability criteria for qualitative 
research.54 55

Patient and public involvement
There will be no patient or public involvement in this 
study.

ETHICS AND DISSEMINATION
We received ethics approval for both quantitative 
and qualitative arms of this study from Ontario Tech 
University (REB numbers 16637 and 16795, respec-
tively), Simon Fraser University/University of British 
Columbia (harmonised REB number H21-03694), 
University of Manitoba (REB number HS25310 
(H2022:010) and Nova Scotia Health (REB number 
1028069).

We plan to publish the results from this research 
project in peer-reviewed scientific journals and share 
our findings at conferences to contribute to scientific 

knowledge. We also plan to publish key findings in 
non-academic reports targeted for our partners 
and stakeholders. This will include the geographic 
mapping of psychiatrist supply. To inform decision-
making, outputs will be disseminated to a range of 
audiences, including our partners at the BC Ministry 
of Health, Manitoba Department of Health, Seniors 
and Active Living, Ontario Health, Nova Scotia 
Department of Health and Wellness and Nova Scotia 
Health.
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