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Utilizing team-based care for lung cancer screening: Implementing a screening tool to assess eligibility for lung cancer screening at the  St. Michael’s
Smoking Cessation Clinic at SMH-FHT

eshini Abeyewardene, MD!.2 Alida Devine' NP?; Lisa Miller'; Dr. Caroline Ruder

MDl.Z

Inspired Care.
Inspiring Science.

Deparment of Family and Community Medicine, St Michael's Hospital, Torontol, Deparment of Family and Community Medicine, University of Toronto?

BACKGROUND

« Lung cancer (LC) remains the leading cause of global cancer
incidence and morality wordwide, with 2.1 million cases and 1.8
million deaths in 2018 [1].

* The Canadian Task Force on Preventive Health Care
recommends annual lowdose CT (LDCT) screening for adults
aged 55-74 with a 30 pack-year smoking history or quitting less
than 15 years ago [2].

« The National Lung Screening Trial demonstrated a 20% relative
reduction in lung cancer mortality with Low dose CT [3].

* EMR prompts and integrated shared decision making (SDM)
tools show promise for enhancing lung cancer screening in
primary care [4].
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AIM STATEMENT

By the end of Q2 2025, the Academic Family Health Team at SMH
aimed to implement a screening tool accessible to the smoking
cession clinic of the Family Health Team ( FHT) at SMH to identif
and fag all eligible patients for lowdose CT lung cancer screening,
aiming to increase identification and referral rates by 25%.

METHODS

Seting:
Conducted at the Smoking cessation clinic at the SMH Family Health
Team.

PDSA Cycle summar:

In the first PDSA cycle, a lung cancer screening tool was
embedded into the new patient consult form at the Smoking
Cessation Clinic to enhance assessment of screening eligibility.
When eligible patients were identified through the tool, an
automatic message was sent to their Most Responsible Provider
(MRP).

After nine weeks, 11 out of 12 new patients were screened; five
were eligible for low-dose CT, with one referred to their MRP and
one referred directiy for LDCT by the MRP.

Based on these results, the next step was to increase the sample
size to include all patients seen at the clinic and to raise staff
awareness about the tool's availability in the EMR.

In the second PDSA cycle, the screening tool was expanded to
include all patients, including followups, and staff were infon, ed
via email about the tool and the referral process.

After7.5 weeks, out of 37 patients, seven were eligible (most
followup patients had already been screened previously), three

were newly eligible for referral, and one was referred to their MRP.

LIMITATIONS:

+ PDSA2 was shortened due to reduced funding for the smoking
cessation clinic and a temporary pause in clinic operations,
cutting patient visits by one-third.

+ High no-show rates—around 50% [lindered efforts to expand
screening.

ADDITIONAL INFORMATION:

+ Both PDSA cycles showed an increase in screening-eligible
patients, especially after including follow-up visits

+ Some eligible patients in PDSA1 declined lowdose CT, likely
due to social barriers.

RESULTS
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Figure 1. PDSA 1Vs PDSA 2

Summary of screened patients for low dose CT
eligibility

PDAI PDA2

Total eligible ptients for screeningm total numbr of screened patient

mTotal numbr referred to MRP

DISCUSSION

Utilizing team-based care and implementation of an EMR-
embedded lung cancer screening tool in a smoking cessation
clinic led to high rates of identifying eligible patients.
Expansion of the tool to include all patients (new and follow
up), increased the number of eligible patients in PDSA2.
Despite improved identification, referral rates remained low,
indicating a gap between eligibility and action.

Limitations such as reduced clinic activity, appointment
cancellations, and patient hesitancy contributed to barriers in
screening uptake.

These findings show promise and value in utilizing team-
based care and integrating EMR prompts and structured tools
in routine care to identify eligible patients for lung cancer
screening.

However, addressing gaps in the referral process, ensuring
staff clarity on next steps, and exploring patient-centered
barriers (e.g., social concerns or reluctance toward imaging)
are essential for increasing uptake in screening which could
be potential next steps in enhancing lung cancer screening.
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Participant satisfaction and perceived impacts of the EMBOLDEN program:
A co-designed community-based intervention to promote mobility and social
participation to support older adults experiencing health inequities
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EMBOLDEN

Background

Results

.

EMBOLDEN is a community-based
healthy lifestyles program promoting
mobility and social participation in older
adults facing health inequities

.

The program and its implementation were
co-designed with older adults and jointly
delivered by providers from primary care,
public health, and recreation partners

.

Aim: To present older adults’ satisfaction
and perceived impacts of the program
(part of an implementation-effectiveness
trial in Hamilton and Toronto)

Approach

* Randomized control trail in 10 urban
neighbourhoods with higher i) proportions
of older adults and ii) levels of health
inequity across in Hamilton (8) and
Toronto (2)

® Surveys conducted at the midpoint and
end of intervention to measure
satisfaction

* Midpoint feedback received (via multiple
mechanisms) incorporated into program

* Convergence of descriptive and thematic
analysis of 5-point Likert scale and open-
ended response questions, respectively

Participants (n=157) reported high satisfaction across all neighbourhoods (mean = 4.68/5
overall program; 4.33-4.68 across program components)

@ #

N Higher satisfaction with unstructured social activities than structured (4.61 vs.
4.33); emphasized forming ongoing connections and meeting socialization need

High satisfaction with healthy eating discussions (4.61) and demonstrations
(4.59), and physical activities (4.59); highlighted educational and social
benefits

@ High satisfaction with system navigation (4.36-4.61), with benefits such as new
knowledge about programs and services

Suggestions for improvement included more time for connecting socially, refinements to
the system navigation approach, and accessibility considerations

Satisfaction Survey Results
Average scores across all neighbourhoods midpoint and endpoint, scale from 10 5
(n = 119, participants who completed both surveys)
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“It has made a huge impression and difference for me and
my family food-wise, fitness-wise and awareness[-wise].
[The] information has been (is) very useful.”

“Loved the program. Didn't realize how active they could
be in 25 minutes. Loved that it was nutrition, physical
and other information; it was all-encompassing.”

“It's a good way to learn healthy habits while socializing
and learning about the community.*

“This program has helped me in many aspects of
my daily living and social interaction.”

“It gave me the impetus to try things |
wouldn’t have tried by myself.”

“I look forward to every Wednesday'’s
EMBOLDEN class to see everyone.”

"I wish everyone could take these classes!”

Conclusions

* High participant satisfaction across neighbourhoods infers
that older adults experiencing health inequities valued
program

Increasing scores following midpoint improvements
demonstrate the value of co-design and responsiveness to
community feedback, aligning community priorities with
EMBOLDEN'’s mission to promote improved mobility,
nutrition, and social participation in older adults

.

Continuing to evaluate EMBOLDEN'’s feasibility,
acceptability, and effectiveness will inform its long-term
implementation and sustainability strategy

Further convergence with forthcoming trial findings will
provide a rich understanding of EMBOLDEN’s outcomes
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Intervention Components

# J8) mjfo)

Physical Healthy
activity eating

Format: Group sessions
+ < 3 individual
navigation sessions

Mode of delivery: In-
person at a local
community venue

Participating Neighborhoods

Hamilton:

System
navigation

Duration:
3 months

Frequency:
Weekly
(90-120 min)

Integrated
health and social
care




Primary Care Clinicians Sending Referrals, a Time-Based Comparison of Fax and Electronic Referral (eReferral) Workflows

Dr. Mohamed Alarakhia, Sarah Newman, & Kayla Wierts

Background

Clinician burnout is a significant issue and can result in a number of negative consequences including
suboptimal patient care delivery, adverse mental health outcomes, and an increased likelihood to
leave the practice.t According to the 2024 National Survey of Canadian Physicians, 44% of
respondents reported feeling burned out to some extent, with 5% feeling completely burned out.2 One
source of clinician burnout is increased time spent on clerical and administrative tasks within electronic
medical records (EMR).! Ideally, clinicians would prefer to spend less of their time on administrative
tasks so they can maintain a better work-life balance and increase capacity for clinical care.! As there
is significant risk to primary care practices, solutions or interventions are needed to ensure primary
care clinicians can continue to deliver critical care to their patient populations while minimizing the risk
of burnout.

eReferral could provide a way to decrease administrative burden by reducing the manual
documentation and tracking required to send referrals — supporting the goals of Ontario Health and
Patients Before Paperwork (Pb4P).

The aim of this study is to assess the impact that eReferral can have on the time spent sending
referrals.

@A\ amplify care

Methods & Approach

For this study, four different test patient scenarios were developed, that indicated the need to send a referral
to a specialist or health service with the main goal of mirroring real-world scenarios as much as possible.

The four health services included:

« CT

« MRI

* Orthopedics Visit our website to
« Cardiology learn more.

Three primary care clinicians participated and completed the study requirements. The clinicians were asked to send
referrals as they would in normal practice using their fax workflow first and then send the referral through the eReferral
network to create comparable pairs of referral scenarios.

The participating clinicians had been using eReferral for multiple years and are very comfortable with their workflows, all
working within an integrated Telus PSS EMR.

In total, 11 paired referral scenarios, one fax referral and one eReferral, were created within the study and used for
analysis.

Key Findings

The findings in this case study, despite the limited sample size, highlight that utilizing the eReferral
solution could reduce the number of minutes clinicians spend sending referrals on a daily basis.
This creates the potential to increase efficiency in their administrative tasks, and when fully adopted
and implemented across the province, the time-savings of eReferral become even more impactful.

Across the 11 paired referral scenarios, a total of 13 minutes and 29 seconds
were saved when clinicians used eReferral to send referrals in comparison to
using their fax-based workflows - an average of 1 minute and 13 seconds
saved per case. In every case, the eReferral solution was quicker and
saved the clinicians’ time.

The clinicians who participated in this case study estimated they send an average of 22 referrals per
week. Utilizing this number as an average for clinicians more broadly, we could predict some
possible time savings:

If clinicians were using fax to send, on average, 22 fax referrals per week and if
all these referrals were all completed using eReferral — that would mean that
clinicians could save upwards of 26 minutes per week based on the findings

from this study.

References and Resources:
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& Participant Testimonials:

I have been using [Amplify Care] digital health supports, like
eReferral, for many years now. Every minute that can be saved on
administrative tasks allows me to have extra time to spend with my
patients, providing direct patient care. eReferral specifically, allows

me to avoid doing long searches to find out where to refer my
patient or spending time figuring out if a specific referral form is
required and often allows me to see an approximate wait time for
an appointment. Additionally, tracking messages are automatically
sent to the reception team to ensure that the referral doesn't fall
through the cracks and there are direct links in the chart for the
team to check the referral status and add additional information as
needed. eReferral is an invaluable tool in my practice.

eReferrals make communication between the referring
clinician and the referral source much easier. They
can add comments or requests which are easier to
reply to, and we can add further requests (for
example, to triage a diagnostic imaging request more
urgently based on new clinical symptoms) or add
documents requested by them, all directly through the
eReferral tool in the chart. This is not only more useful
but saves a considerable amount of time for both the
clinician and the referral source by not having to
spend time on the phone trying to reach each other.

Nurse Practitioner Family Physician

Limitations & Future Opportunities

This study was completed on a small scale and had a limited sample size and paired scenarios; this reduced the variety of workflows to
assess. In addition, there was limited capacity, and the participating clinicians were only able to complete one comparison for each tested
specialty. The participating clinicians were also experienced with eReferral, which will increase the speed at which they are able to use
the eReferral solution. As well, each clinician had an integrated Telus PSS EMR, other EMRs may have a different workflow than the one
tested. And finally, this study was completed in a test scenario, which is more controlled than a real-world practice scenario.

Future study opportunities may include testing the amount of time required to manage and track previously sent referrals, as participating
clinicians noted the most significant time savings occurs after the referral has been sent. Additionally, testing the receiving process could
provide further insights across the continuum of care. And finally, this study could be expanded in scope to include more clinicians,
specialties, EMR systems and regions to make more wide-reaching claims.




Co-Creating a Future for Primary Care Sustainability: A Relational Approach to Building a
Saskatchewan Participatory Practice-Based Research and Learning Network (PBRLN)

Background

Brenda Andreas, Udoka Okpalauwaekwe, Vivian R Ramsden
Department of Family Medicine, University of Saskatchewan

Approach

Findings (Short-term and
Expected long-term

* The complexity of patient care and
the shift towards person-centered
care demands transformation that
fully integrates the patient/family
preferences, needs, and values while
at the same time recognizing each
person not merely as a recipient of
care but as an expert in their own
lived experience.

* Saskatchewan has shown this
strength in building relational equity-
driven partnerships across primary
care settings.

* Using enhanced participatory
approaches, we continued to
engaged clinics, providers,
patients/people with lived experience
(PWLE), and administrators in co-
creating context specific processes
for strengthening primary care in their
clinics.

* This momentum has catalyzed
interest in establishing a province-
wide Practice-Based Research and
Learning Network (PBRLN).

UNIVERSITY OF
SASKATCHEWAN

Department of
Family Medicine

* We are using relationship-based, value-driven, context-specific strategies
grounded in participatory research methodologies to co-design a PBRLN that
reflects Saskatchewan’s diverse primary care contexts.

0 .

* Within this approach, values such as respect, humility, relationships, responsibility,
reciprocity are optimized within engagement capable environments.

* We are harmonizing (opposed to integrating) roles, voices, strengths and capacities
to foster an environment where everyone belongs.

* This process of co-creation has been

supported by facilitating engagement
with physicians, nurse practitioners,
administrators, Indigenous partners,
PWLE, decision makers, Site Scholarship
Leads (SSLs), and researchers from
multiple practice settings.

Our early engagement prioritized
collaborative governance structures,
shared infrastructure, and the co-
development of tools for team-based
care and learning.

Site-specific needs, equity principles,
and transformative learning
environments (TLEs) are guiding our
short/long-term co-designed outcomes.

Conclusion

* We envision this evolving PBRLN will

reflect a shift from traditional, top-down
research networks to one centered on
relational equity, local responsiveness,
and co-ownership.

* We believe this approach will foster a

sense of belonging among stakeholders
and enable sustainable, context-specific
innovations in care delivery, cultural
humility & safety, practice improvement

including research, and education.



Differences in Mental Healthcare Utilization Among Children and Youth in Ontario: Interrupted Time-series Analysis of Population-based Data
Amanda Bakke'? | Barbara Zelek!? | Christa Wang® | Roya Daneshmand® | Brianne Wood?+
NOSM University*, The Dr. Gilles Arcand Centre for Health Equity?, Thunder Bay Regional Health Research Institute?, ICES*, Kiiwetinoong Healing Waters Ontario Health Team

Introduction

The high prevalence of mental health dificulties in adolescents
is seen as the single most critical issue facing young people today'. The
largest cause of years lived with disability worldwide is mental illness,
and 75% of mental disorders emerge in early adulthood?®: In Canada,
youth experience the highest rate of unmet mental health needs, with
75% who require mental health care not receiving specialized servicese.
Therefore, rates of youth mental disorders are increasing while efective
access to mental health care is limited. Barriers to accessing mental
health care are further complicated by several intersecting factors,
including gender disparities?, living in rural and remote communities®,
and possessing racialized identities®.

Objectives

1. Analyze the prevalence of mental health system utilization in
children, adolescents, and young adults aged 5 to 25 years in
Ontario.

2. Examine the impact of sex, age, geography, and marginalization on

service utilization.
Methods

*  Repeated cross-secional interrupted time-series study.

*  Examined physician-based mental health service utilization among
adolescents and young adults aged 5 to 25 years in Ontario, Canada
from 2017-2023 using data from ICES.

+  Descriptive statistics characterized mental health service use trends by
age, sex, and year.

*  Multivariable logistic regression models examined associations
between mental health service use and oovariates, induding
geography, and indices of marginalization.

Conclusions

Findings indicate that male youth and those living in rural and remote
oommunities are less likely to access physician services for mental health
presentation. Northern Ontario youth had diferent patterns of utilization
oompared to Southern Ontario youth. These results undersoore the
importance of examining region-specific barriers and highlight the need r
population-specific access strategies. Such evidence should be oonsidered
when planning and implementing mental health serices delivery in Ontario.

Results

Demographics
3,772,145 Ontario residents aged 5-25 were included in
this study cohort between 2017-2023.
« Northern Ontario:
o 5% study population
o 70% 11-25 years
o 37% live in rural areas
« Southern Ontario:
o 95% study population
o 70% 11-25 years
o 6% live in rural areas

Regional Variations in Mental Health Service Utilization by Urban and

Rural Setting
Regional disparities were observed in both urban and rural settings across Northern and
Southern Ontario, with more pronounced diferences in the north.
- Northern Ontario:
0 Rural females RR-0.90, 95% CI10.79-1.02!
0 Rural males RR-0.77, 95% 0.68-0.86]
0 When comparing rural females and males, female RR was 13% higher than males
+ Southern Ontario:
0 Rural females RR=0.99, 95% CIl10.94-1.04|
0 Rural males RR-0.94, 95% CI[0.82-1.07]
0 When comparing rural females and males, female RR was 5% higher than males
+ Norhern vs Southern Ontario:
o Rural females in Southern Ontario RR 1% lower than expected, in Northern Ontario
RR 10% lower than expected = 9% difference.
0 Rural males in Southern Ontario RR 6% lower than expected, in Northern Ontario
RR 23% lower than expected = 17% difference.
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Sex Variations in Mental Health Service Utilization
Female participants consistently showed higher relative rates (RR) of mental
health visits when compared to males during the study period.

« Northern Ontario:
o Females aged 11-15 years had highest RR=1.17, 95% Cl[1.11-1.23]
o Males aged 11-15 years had highest RR=0.89, 95% CI[0.84-0.94]
o When comparing female and male RR of visits for those aged 11-15
years, females RR was 28% higher than males
« Southern Ontario:
o Females aged 11-15 years had highest RR=1.12, 95% Cl[1.11-1.14]
o Males aged 21-25 years had highest RR=0.97, 95% CI[0.96-0.98]
o When comparing highest female and male RR of visits, females RR
was 15% higher than males.

Marginalization Index Variation in Mental Health Service Utilization
Associations between mental health service utilization and ON-Marg were largely non-
significant in both regions. However, some trends were observed.

+ Material Resource Domain:

0 Southern Ontario females in quantile 1 RR=1.05, 95% CI[1.01, 1.10]
0 Southern Ontario males quantile 1 RR=0.91, 95% (!(0.83, 0.99]
o All other groupings were not statistically significant
+ Age-Labour Force Domain:
0 Southern Ontario females in quantile 1 RR=1.05, 95% CI[1.02, 1.09]
0 Northern Ontario males quantile 1 RR=0.73, 95% CI[0.62, 0.86]
0 Northern Ontario males quantile 5 RR=0.75 95%CI[0.69, 0.81]
o0 All other groupings were not statistically significant
+ Household and Dwellings Domain:
o0 Southern Ontario females in quantile 1 RR=1.11, 95% CI[1.07, 1.15]
o All other groupings were not statistically significant

+ Racialized and Newcomer Population Domain:
o0 No statistically significant diferences in the relative rates
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4 Challenges in Recruitment and Retention of Paramedics: Insights and Solutions in Northern Ontario  [EmS

Introduction

How, where, and when people access health care are key
indicators on the equity and efectiveness of health systems in Canada.
Disparities in access to healthcare are more prevalent in rural
communities compared to urban counterparts’. Paramedicine is an
essential aspect of the healthcare system, with paramedics ofen
exposed first-hand to the social determinants which influence a patient's
state2. In Ontario, Omge is the provincial air ambulance service provider
and the primary employer of flight paramedics. Patients living in
Northern, rural and isolated regions, including many First Nations
communities, whose local health care services range from nursing
stations to small clinics to a community hospital, must fly to access
emergency or specialized services®#.

Like other workforce sectors who are in "crisis mode" following
pandemic conditions’, flight paramedicine, and paramedicine more
generally, is plagued by workforce shortages, in Ontario and Canada.
For the paramedic workforce, particularly those working in these high
need and under-resourced areas, understanding how to optimize the
paramedic workforce could give insight into immediate ways to improve
stafing in Northern and rural settings, and increase the desirability to
work and stay in these areas.

Objectives

1. Examine the facilitators and barriers to recruitment and
retention of flight paramedics, specifically in Norhern and
rural Ontario settings.

2. Identif recommendations for Ornge to strengthen the flight
paramedic workforce in these settings.

Methods

*  Mixed-Methods: Online survey & interview discussions (Romeo File
No: 31571).

*  Quantitative Analysis for survey response data.

=  Qualitative Thematic Analysis for survey open-ended response and
interview discussion data.

*  Results mapped to Whole-of-Person Retention Improvement
Framework encompassing Workplace/Organizational, Role/Career,
Community/Places and the Plan, Recruit, Retain framework
encompassing necessary elements incorporated into strategic
planning to ensure recruitment and retention of the right
professionals in rural and remote communities”.

: Community / Place -
Established community roots = T quality of)

Amanda Bakke'? | Meagan Slack?* | Michael Longeway* | Brianne Wood' 23
NOSM University!, The Dr. Gilles Arcand Centre for Health Equity (NOSM U) 2, Thunder Bay Regional Health Research Institute?, Ornge*
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Results

Facilitators and Barriers for Recruitment and Retention

am able to live in a northern city where |
can enjoy northern outdoor activities
(downhill skiing in winter, Ciling on Lake
Superior, camping, fishing in summer) and
also enjoy aspects of city life, my wife grew |
up here, her parents live hereand have
helped with child care over the years ...

life, connections and support

Role / Career

/ Professional development, expanded medicai\__ -

scope, career growth = Retention at Ornge

s lot more diversity, which | thinkis
a big reason paramedics in general like
~ their jobs .And probably something
that medics coming to Ornge would
look for is that ability to not be doing
,  the same thing day in and day &7utJ
—

ace / Organizational n

e = o . N Jn
ACP/CCP certification and training for a higher | I reallyenjoyed tand ambulancebut |
scope of practice = Recruitment to Ornge | saw that pretty much immediately
that | wouldwant to progressfurher

at some point in my career.And
given that Ornge provided education

. Frus thatwasabig draw. ¢
Commumtyl Place
a
0:0T; DD i00hO0 €000 Encu O%o0! O€00:0z 7 D
impacts work culture and morale

|
)
Role / Career

Career inequities of Northern paramedics + lack of acc%
to professional development. low-acuity calls= Loss uf

confidence for certain procedures

== Youh,ve tobe aminimlm adv,nced care -
1,nd paramedic tobe @le to do it,which
me,nswe're, again, recruitingfromtheSolth
andbringingth€= people upwhowantto
work forOrnge, which is*** cool. Theyl
comedo their timein norhemOnterio ,nd
webecore thlsfactoryuftmmngn—
trainin®
ke

So it'sburnout from doing lower
~ acuity issues, especiallywhen you
come from southern Ontario and
that's what all you did for 60% or
70%ofyourcaHs...That's itsown
, burnout. Its ownmental fatigue..

* == There havebeen a few who have starld
and had familyhere andeverthingbut
uhimatelyfelt thanhe_yhadtorpove

Mo training pipelines in Morth = | recruitment to Narthen ‘_\‘.1
Ornge bases, Different roles of Northern vs Southern paramedicsy
=ik Sl (o) wing Wil j‘

type ofwork that we do. So that's another
touchstone .| don'tfeel that the draw ofthe *
b Isstrong enough to hold people In the
___nonh comOred tothe draw of family. .¢.¢

This study explored paramedics’
specifically in Northern Ontario. Our team identified themes to enhance workforce policies at
regional and provincial levels. Northem Ontario recruitment strategies, education pathways, and a
health equity emphasis are important to ensure a strong critical care paramedic workforce, and
equitable access to care for Northern Ontario communities.

insights into recruitment and retention at Ornge,

- Community / Place

Workplace / Organization,
Build training pipelines for paromedics in Morthern Ontaric[PCF -= CCP}
Increase funding options for frainees.

Recruit”

Recommendations for Recruitment and Retention

Invest in long-term solutions lo promote o positive work culture ol
Northern boses for those committed to these oreos.

I 4

to aeguire
certifications,

Community / Place
Engage locol communities&heolth system partners to develop
. Exomine strategies to oddress
impacts for staff in Northern/rurol setings.

Workplace / Organizational
Invest in supports for ond communill i

for Nnew to the North” Ornge stoff.
Increase transparency in the application process.

~ Community / Place 1
~ Recruit stoff with roots in Northern, rurol ond remote communities=
- i likelihood of retention, promote o cuhural/contextual relevance of
. service deliv., y
!

Workplace / Organizational
Recognize/incentivize contributions of Northern

vocotion li

iorily for lime worked ot a

Northern base.
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Post-Natal Care for Newborns in the Post-COVID-Pandemic Era : A Descriptive Longitudinal

o
Analysis Exploring Access to Primary Care for Infants Born at the Montfort Hospital in Ottawa, ON m Montfort

124

Cerine Benomar? Nina Kucheran: Heather Dunlap,”* Sharon Johnston;**Kamila Premji:** Miryam Duquet,’ Joseph Abdulnour,” Jason Brophy,” Michael Saginur*

Facult of Medicine, Univerit of Ottawa; ? Institut du Savoir Montfort, H6pital Mont¥rt; *Department of Pediatrics, H6pital Montfort; * Department of Family Medicine, Univer ity of Ottawa; °Centre Fr Public Health and Family Medicine,
Univerit of Western Ontario; ® Performance and Decision Support, H6pital Montfort; " Department of Infectious Diseases, Children's Hospital of Easte r Ontario

01. Context 04. Preliminary Results
In 2023, over one in five Canadians (~6.5 million), did not have a regular family physician or nurse
practitioner - a stark increase from the pre-pandemic 4.5 million (15%) in 2019, With this growing
gap in care, newborns' access to routine and continuous primary care may be impaired at a critical
period for growth and development. Currently, there is a gap in the available research
characterizing the impact of this issue on the newborn population.

* 181 of 521 families completed the survey at 2 months - final sample size of 97 after including only those who completed the

survey at all three time points (2, 4, and 6 months), at both 2 and 6 months, and at both 4 and 6 months

Majority of the sample reside in Ontario, are non-racialized White, and hold Canadian citizenship (Table 1)

Overall comparisons of the prevalence of PCP access across all three time points were statistically significant, indicating a

change in access over time (Q = 12, p = 0.002). A pairwise test revealed a statistically significant difference between 2- and 6-
. . : month postnatal access (Figure 1)

02. ObJeCtlveS Majority of those with access to a PCP sought medical consultations and routine vaccinations at medical-based services

Quantiative across all three time points (Figure 2 and 3)

Majority of those without access to a PCP sought medical consultations at community-based centres at 2 and 6 months, and

routine vaccinations were provided at community-based public health centres at all three time points (Figure 2 and 3)

Although the information provided was largely found to be useful (Figure 4), thematicanalysis of 56 open-ended comments

e To survey parents of babies born at 'Hépital Montfort (HM) at regular intervals to capture
patterns in healthcare utilization during the first 2 years of life.
* To explore the relationship between newborns’ patterns of access to primary care and social

determinants of health such as language, immigration status, and socioeconomic status. revealed both positive feedback and potential areas for improvement
Oualifa ﬁVe Characteristics Trend in postnatal acess to primary care at 2, 4, and 6 months
« To assess the value of sharing digital health information messages with families at regular Mother’s age, mean (SD) 32.7 (4.249) i e e
intervals to offer anticipatory guidance. Region of residence, n (%) S
Ontario 83 (85.6%) R
Quebec 14 (14.4%) ¢ .
03. Methodology Race, n (%) i E
. I . . . Non-racialized 60 (61.9%, 3
« Study Design: Longitudinal mixed-methods prospective cohort study. The preliminary data on Racialized E] :17 5%: .
this poster is from a pilot study, and also part of an overarching project in which recruitment will Missing 20 (20.6%) —e .
continue until April 2026. Immigration Status, n (%) o
« Setting: Hopital Montfort Family Birthing Centre, Ottawa, Ontario Canadian Citizen 70 (72.2%) : Time period in monihs )
Non-Canadian Citizen 10(10.3% Figure 1. Line plot displaying the trend in postnatal access in the first 6
Ellgibliity Criteria Missing 17 (17.5%) monthspost-birth
1 Table 1. Baselinecharacteristics ofthe sample (n = 97)
Invitations for the2, 4, PopoOoflocalioiso,RoulineVacdnel JakebyPCPA Wt
3 Families with bables born at - Inclusion of those who W oimedica corsuaioi 00,y ocaloNEY PCPat = el ok ee
HM and discharged home = e el a T T EweErET—] I . S A 7L =
b R e June 1, 2024 to obtained 2024 m 4and6
- Decemniier 18, tn=521) and July 4, 2025, via point) e s
« Atleast one parent who _ REDCap (n=180) manths oy
speaks English or French. Ll (n=521) = § :
l z=o<es—yool lo =: .01 £ — ? b to
Smonth (n=30) f I e 7. B oy e e
Exclusion Criteria e ) : i wei i 1T
& month survey only (n = 26) 2. | e
I 2and 4 month surveys only (n = 34) -
2and 6 month surveys only (n = 20)
. Bables apprehended by child- [4and 8 morttisurveys only in=15) . .
Pprotection services prior to 2,4,and 6 month surveys (n = 62) . T - ! | Sreeran g !
eturpy o orosin ot )
« Famllies In which no parent Figure 3. Bar plot showing the proportion of locations where routine vaccinations were
speats Engitsh or French :L‘r‘:lr;pzxnf: Lif:.‘fnZ":xf."r;iz‘:i,‘éi.":ﬁm:,fn'.liffi.i‘;"i“v'ﬁ'ﬂ"(’;ié’,’ location among ociveq among participants with and without attachment to a primary care provider (PCP)
N Scan the QR code below to 7 1 y " .
e Qutcome an n . Distribution of participants' perceived utility of thehealth
ut and Analysis getaglimpse of thehealth infSrmation sheets
Quantitative information sheets sent to @ Agee @Newnl @ Disagree
- — families. ] Overall themes on the utility of the
imary Meas u ’
* Timing and frequency of routine well- Descriptive statistics were employed to . - yE health information sheets |
child checks Illustrate the distribution of access toa £ -
« Rate of uptake of standard pediatric Pprimary care provider (PCP), the uptake i = |
vaccinations of routine vaccinations, and the Appreciation of Health > > =
Secondary Measures: frequency with which medical care was il Vague/Common Knowledge Seeking Comprehensive
- Rate of primary care attachment sought u Sources
a S ey - “Post partus inder: “Not helpful for myseif because | “If you have any tips for toys that
Qualitative e et o ial it e s e hetp withdevelopment, those
Comments obtained from familles were Figure 4. Distribution of families’ perceived utility of the health read.” g would be helpful to know for
Utility of health information sheets analyzed using Thematic Analysls information sheets based on the following prompt: “I foundthis parents.”

information sheet to be valuable”

Hapital universitaire
Academic Hospital

0S5. Discussion

Feasibility

* We anticipate reaching a response rate
threshold of at least 40% by the end
of recruitment.

* There remains the potential for
selection bias (affluent families
responded).

Qualitative Results

e Email is an appreciated mode of
communication.

¢ We should include more specific
evidence-based resources to improve
access.

* We will continue to edit health
infographics as we receive feedback.

Quantitative Results

* There is an increasing trajectory in
newborns' access to primary care
providers during the first six months
after birth

* By six months, participants without
access to a PCP primarily obtained
vaccinations and sought medical
consultations at community-based
centres.

06. Next Steps

Recruitment is ongoing until 2026 and data
collection is still ongoing until 2028. By
then, we aim to better characterize the
landscape of newborn access to primary
care. A qualitative project is also underway
with the aim of adapting our health
information messaging to better meet the
needs of families via semi-structured
interviews.
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Centring Primary Health Care in the Advancement of Perinatal Mental Health
in Newfoundland and Labrador
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Transitioning Medically Complex Youth from Pediatric to Adult Care
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The Hospital for Sick Children, Toronto, ON; # Brain & Mental Health Services, The Hospital for Sick Children, Toronto, ON; ° Temerty Faculty of Medicine, University of Toronto, Toronto, ON.

o BACKGROUND » Collaborative, team-supported transitions which partner
« As youth with complex healthcare needs transition from pediatric
to adult care, primary care providers (PCPs) play a vital role in With primary care providers youth a nd families are
ensuring continuity of care. . . . ? . .
+ The Transition to Adult Care (TAC) Program at Sick Kids is a associated with |mproved satisfaction and Stronger
hospital-wide program aimed to enhance health outcomes of .
youth with complex healthcare needs through supporting safe and attach ment to ad u It services

secure attachment to PCPs and adult subspecialists.
It offers a holistic youth and caregiver-centered approach that
integrates navigational support, addresses social determinants of

health, physical & psychosocial health needs, and leverages STRENGTHENING PCPs are essential partners in 2 i e e e FreEs D
community resources to promote continuity into adult care. COLLABORTION ensuring continuity and * Facilitating appointments and connection to adult
. resources
TO SUPPORT attachment for medlca"y complex e Proactive planning with PCPs, including emergency care
APPROACH ATTACHMENT youth transitioning to adult care. - strategies
» TAC program development was informed by provincial quality v
standards, an environmental scan and knowledge user engagement -
(people with lived eXperi?hcev PCP_S _and adult subspecialists). _ ENHANCING For PCPs to feel comfortable and 6 o Bridging pediatric and adult care by supporting PCPs with
« The program offers transition specific support to youth, caregivers ACCESS TO confident to provide quality care, pt access to historical information
and providers for approximately 2-3 years, including 1 year post- access to relevant health « Sharing insights into effective past care strategies
transfer. CLINICL INFO information is in tegral T ¢ Continued involvement post-transfer
» Evaluation is based on measures of feasibility and usability, health ' =
service utilization, costs and patient reported outcomes. [a)
Positive communication pathways — e Individualized transition planning to reduce fragmentation
RESULTS FOSTERING between PCPs, youth and families : e Coaching youth and families in healthcare communication,
. _ _— TRUST & ’ self-management and building relationships with the PCP
* Preliminary findings indicate the value the TAC team adds to the foster trust and sustained X . s S
transition continuum and successful transition to adult services CONNECTION o * Setling expeciations of shifting respansibliities, time and
T hel h - inf . : engagement. a. resource constraints in adult care
* The team helps to enhance 's access to information, a
suppor transition related tasks and facilitate communication and -
connection with PCPs (Figure 1). ) . W  Collaboration with community services to expand support
« Further opportunities to partner with adult care continue to be REDUCING Reducing barriers for youth and networks

explored. BARRIERS TO families strengthens the  Addressing caregiver burden and using a trauma informed
IMPROVE ACCESS foundation for sustained PCP care approach y o
CO N C |_ U S | O N S &ENGAGEMENT access and attachment. e Assisting with complex transition related administrative

tasks

Early engagement, flexible post-transfer support and close
partnership with youth, caregivers and providers are key to
facilitating sucessful transition through personalized and holistic
support.

* These insights help to inform iterative cycles of improvement in
the approach to transition with youth, families, communit
partners, adult subspecialists and PCPs.

Figure 1. Description of TAC activites that suppor transition outcomes thtough patnership with PCPs, youth, and families.

Ontario Quality Health
Transitions from Youth to
Adult Healthcare Services

= UNIVERSITY OF o =~ | Transition to
@ TORONTO SICkK'dS Adult Care Program

Health Hub in Transition Dr. Alene Toulany, Medical Director: alene.toulany@sickkids.ca
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Background

« Virtual primary care services have rapidly
expanded in Canada through corporate

investment in online, walk-in style platforms.
+ Episodic virtual care (EVC) offers timely
access to care but lacks continuity for
ongoing management and coordination.
» Nova Scotia and New Brunswick have
publicly funded EVC through provincial
insurance to address primary care gaps.

Table 1. Summary of EVC visits

Objective

We investigated patient experiences
with EVC, considering differences by
access to a regular family physician

(FP) or nurse practitioner (NP) and self- .

rated complexity of medical needs.

Method

We used a mixed methods design:
+ Participants: Adults (218) in Nova Scotia or New

Brunswick who reported EVC use in the past year.
Data source: Descriptive and exploratory online
questionnaire about health access, needs, EVC use,
and demographics.

Analysis: We analyzed quantitative data
descriptively and stratified by attachment status and
medical complexity. Free-text responses underwent
inductive content analysis.

Table 2. Experiences during EVC visits

Currently have FP or NP Do not have FP or NP Total Currently have FP or NP Do not have FP or NP \ Total
Fairly routine [Complex needs| Fairly routine [Complex needs Fairlyroutine  Complex Fairly routine Complex
needs needs needs needs needs needs
(n=1,344) (n=279) (n=1116) (n=237) (n=2,976) . . M__sD M sD M SD M sSD M sb
Purpose of EVC visit, n (%) Accessing the appointment
For your own health needs 1,082 (83.6) 236 (89.4) 1,032 (93.8) 213 (918) 2,563 (88.7) Itwas easy to request a visit | 433 098 404 114 [ 407 1l [365 120 414 109
For someone you care for 206 (15.9) 27 (10.2) 64 (5.8) 18 (7.8) 315 (10.9) The wait time was reasonable for me | 429 097 405 106 | 391 113 3852 129 | 406 110
Method to communicate, n (%) The physical location was convenient | 450 085 427 100 | 428 095 387 124 | 434 096
Video call 63 (4.7) 18 (65) 115 (10.3) 33 (13.9) 229 (7.7) Experience of care
Audio/phone call 147 (10.9) 42 (151) 13 (10.1) 31 (13.) 333 (1L.2) The clinician understood and responded to | ;o7 5 403 123 ‘ 416 104 361 130 ‘ 419 109
Chat or text messages 873 (65.0) 154 (55.2) 583 (52.2) 117 (49.4) 1,727 (58.0) my needs and concerns
Multiple ways 202 (15.0) 48 (17.2) 275 (24.6) 49 (20.7) 574 (19.3) The clinician communicated inaway [could |, 12 195 450 108 ‘ 425 097 383 118 ‘ 429 099
Type of clinician, n (%) understand )
2 EB(EEH) (@) 27 (@) 0 (@59 2 (@) Iwas involved as much aslwanted tobein | 5 599 413 115 ‘ 41 106 363 133 ‘ 416 108
NP 716 (53.3) 18 (42.3) 665 (59.6) 125 (52.7) 1,624 (54.6) decisions about health/treatment
Unsure 215 (16.0) 66 (23.7) 147 (13.2) 47 (19.8) 475 (16.0) 1 trusted the clinician’s advice 431 102 404 120 | 412 106 363 135 | 416 109
Purpose(s) of visit, n (%) Experience of technology
Minor short-term health concerns 877 (67.7) 140 (53.0) 324 (29.5) 49 (21.1) 1,390 (48.1) The technology was easy to use | 422 096 394 114 (398 107 379 il | 407 105
Ongoing health condition 83 (6.4) 56 (21.2) 213 (19.4) 77 (33.2) 429 (14.9) The technology met my accessibility ‘ ‘
Mental health concerns 35(2.7) 13 (4.9) 54 (4.9) 29 (12.5) 131 (4.5) requirements 447 o83 423 10 EERERIRERIRG 430 0%
Prescription renewal 169 (13.1) 51 (19.3) 440 (40.1) 92 (39.7) 752 (26.0) Follow-Uplrlforg\u_tl:nh = ] e
New prescription 186 (14.4) 47 (17.8) 129 (11.8) 48 (20.7) 410 (14.2) | was satisfied with the information provide ‘ ‘
Referral for lab or diagnostic test 96 (7.4) 24.(9.1) 249 (22.7) 65 (28.0) 434 (15.0) during the visit 421 ua 1382 136 b ©° =
Referral to specialist physician 45 (3.5) 17 (6.4) 110 (10.0) 51 (22.0) 223(7.7) | was satisfied with any referrals | received \ 4.04 126 359 146 \ 3.72 134 315 149 \ 378 136
Overall experiences
The visit met my needs | 421 122 378 145 | 395 129 325 156 | 399 132
Results Conclusions Study protocol .
L " . . xod . Lavergne MR, Easley J, McDonald T, Grudniewicz
° Quonptotwe dgto shoyved mgstly positive + We identified mixed experiences among EVC A Welton S, Austin N, Correia RH, Doucet S,
experiences, Wlt.h EVC improving access and users. ' Gallant F, Hasan E, Hedden L Examinin
largely addressing health concerns. + EVC improves primary care access, but Iogks experiences and system impacts of publicly
° E\{C was most favourable among people the continuity needed for long-term chronic funded episodic virtual care: protocol for o
W|th'e><|st|ng access to a regular FP or NP and care management. ' ' cross-provincial mixed methods study. BMJ
routine health needs. o ' . EVC mo.y.comple.ment in-person services but Open. 2025 Mar 115(3):¢099098.
» Free-text responses highlighted mixed is insufficient on its own to resolve primary
experiences, with some users frustrated by care access challenges.
technological barriers (e.g, describing o : ACknOW|edgementS
The visit was very short. It did what was needed for my

symptoms via text, uploading images) and
preferring in-person care.

acute care requirements [..] but I didn't feel a long-term
connection needed to get continuous, preventive care

that

| would get from a family doctor.

- P4018, not attached, routine needs

CIHR project grant, PJT-191772
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UNIVERSITY OF TORONTO

Leigh Caplan'3, Marsha Feldt?, Lani Copeland?, Karen Fung?, Tania Johannsen?3, Ingrid Wirsig?, Kim Truong?, Melissa Demirjian', Debbie EIman?3, Karen Fleming®3
1Sunnybrook Academic Family Health Team, 2Sunnybrook Research Institute, 3University of Toronto

INTRODUCTION

Cardiovascular and hemodynamic changes associated with hypertensive disorders
of pregnancy can persist post-pregnancy and predispose patients to future
cardiovascular disease (CVD) (1).

« Lack of patient and provider awareness of the long-term implications of HDP to
cardiovascular health have hindered progress in preventative care (2).

« Black and Southeast and South Asian populations are at a higher risk than other
populations for HDP and CVD, and socioeconomic disparities, inequities in access
to care, systemic racism and healthcare provider bias continue to contribute to this
increased risk (3,4).

* The Canadian Postpregnancy Clinical Network will soon release new Canadian
guidelines that outline best practices for the prevention, screening and
management of CVD risk after HDP (5).

« Team-based primary care is correlated with greater engagement with preventative
health interventions (6).

« Interprofessional healthcare providers (IHPs) are well-positioned to provide
patient education that takes into account social determinants of health, cultural
differences and mental health challenges. IHPs are also well-positioned to
promote health by using gender transformative principles to address the role of
gender inequity in health (7).

OBJECTIVE

This project aimed to develop a clinically integrated and evidence-based
interprofessional postpartum workshop (Post Pregnancy Heart Health (PPHH)) to
provide education about post-pregnancy cardiovascular health for people with a
history of HDP.

Literature review of guidelines and best practices around post-pregnancy
cardiovascular care in HDP patients.

An interprofessional team including dietitians, a social worker, a diabetes nurse
educator/health coach, family physicians, obstetrical medicine specialists, and
persons with lived experience met regularly to discuss and develop a pilot workshop
for people with a recent history of HDP.

Interprofessional workshop pilot implemented virtually on October 24, 2024.
Participants could attend workshop without participating in research study.

Informed consent, demographic information and pre-workshop expectations
collected from study participants.

Post workshop feedback collected from study participants via post-workshop survey.

Facilitators met to review workshop successes and areas for improvement.
Feedback was used to improve the workshop and expand outreach.

Second and third iterations of the workshop were held virtually on January 30, 2025
and September 25, 2005.

Further iterations will be informed through team and participant feedback and
stakeholder engagement. The next workshop is scheduled for December 4, 2025.

ITERATIVE PPHH WORKSHOP REFINEMENT

Team meets to
discuss participant
and provider
feedback and
impact of outreach
strategy

Workshop
delivered by nurse
educator, dietitian,
social worker, and

family physician

RESULTS: DEMOGRAPHICS

Demographic Race/Ethnicity
Information (open-ended)

Household Income

Workshop Range:  1American 3 Heterosexual ~ 1CisFemale 6Married  1<19,000supporting2 3 Undergraduate
Attendees (27-39) 1 Canadian, British 1Preferred notto 5 Female 1Unableto  160,000-70,000 3 Postgraduate
@) 1Bi-racial Whiteand  answer 1Preferred  determine  supporting 5 1Unable to
Median: ~ Jamaican 1Unable to not to 1120,000-150,000 determine
34 1 Eastern European determine answer supporting 4
1Jamaican 2 No answer due 1>150,000 supporting 4
Mean: 33 1 Preferred not to to technical issue 1>150,000 supporting 3
answer 1>150,000 supporting 2

1 Unable to determine 1 Unable to determine

RESULTS: PARTICIPANT FEEDBACK

+ Knowledge gained: average increase of 1.6 on a 5 point Likert scale
« Confidence in making changes: average of 4.3 out of 5 on a Likert scale

« Likelihood to start a conversation with primary health care provider because of what
was learned in the workshop: 4.6 on a Likert scale of 1 (unlikely) to 5 (extremely likely)

Most important aspect of Topics you'd like to learn more
the workshop about

Suggestions for
improvement

« Opportunity to ask questions * Mental health
to the team * Intersection of race with
« Examples of things that postpartum health and targeted
participants could do to be information for prevention
healthier * How to get more sleep heart in the long term and
* How diet affects blood * Hormonal changes and nutrition short term
pressure surrounding breastfeeding
* Stress management * Return to physical activity and preventative care
* Concrete diet * How to explain health changes * Evening and weekend
recommendations to partner workshops
* Understanding CVD risk * Warning signs

factors * Preparing for future pregnancies

* More time to ask questions

* More time for presentations

* More of the science behind
how preeclampsia affects the

* How to advocate for testing

DISCUSSION

ACCESSIBILITY
* Workshop held in the afternoon in order to align with nap time
* Virtual format to reduce barriers to attendance, e.g. transportation, time,
child care
« Consider patient requests for evenings/weekends and 1:1 follow-up with
funding and staffing constraints
WORKSHOP DESIGN
 lterative development according to participant, patient partner and
provider feedback
*  Workshop format adaptable to participant characteristics, concerns
* Incorporate new postpartum physical activity, sedentary behaviour and
sleep guidelines
*  Workshop was extended from 1 % hours to 2 hours based on feedback
* Renew patient partner recruitment targeting equity deserving groups

OUTREACH STRATEGY
« Attendance lower than anticipated
* Future strategies: target high risk, equity deserving populations, create
workshop referral pathway from Sunnybrook Women & Babies program,
partner with community clinics (Vibrant Community Health, Don Mills
Family Health Team, Seventh Generation Midwives)

STRENGTHS/AREAS FOR IMPROVEMENT
« Virtual can reduce barriers but less intimate than in person
* Able to reach more participants through group format but less opportunity
to engage with participants individually
* Reaching people with a variety of HDP-related health concerns but cannot
cover all details specific to each participant
SPREAD AND SCALE
« Create an implementation guide for primary care teams that is adaptable
to local communities

CONCLUSIONS

The post-pregnancy period is a crucial window of opportunity for cardiovascular
risk assessment and preventative care. An interprofessional workshop
embedded in primary care provides one such opportunity.
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Connect with us!
www.aurorac.ca

@ [ ] G : connect@aurorac.ca
Ret h I n kl n A pathway for health I Linkedin: Aurora Constellations
care to advance with the We are a physician lead team of software developers

and researchers. Our team is composed of MSc

the repre Se nta tio nal dESign dis‘ﬂplines- » graduate students, mentored by the professors of the

s a ce of EH Rs By Arnold Kim, Sabah Mohammed computer science department at Lakehead University.
p = g G | We are happy to have been able to hire student
Jinan Fiaidhi, Laila lkki, Yash Ameth 2 i
; v - L researchers through the Mitacs Accelerate program.
aly
' d

d Semitacs e Fewo

0 - We want to leverage existing
Let's start a movement rethinking the . aspects of modern design tools and

representational / design space of clinical ; apply them to EHRs. Here are some
discrete and non-discrete concepts. examples from other industries:

Complex clinical decision-making is at the forefront of modern medicine.
Healthcare providers continue to juggle increasingly detailed discrete
concepts (e.g., screenings, laboratory test resuilts, clinical observations).
The difficulty of this is exacerbated by the uncertainty and ambiguity
concomitant with the discipline. During the diagnosis, treatment and
management of medical conditions, the sheer volume of information that
a healthcare provider must consider is colossal.

Image A: Engineers are able to draft
blueprints from multiple perspectives
with a 3D preview before committing
to production. Predominant discrete
concepts are spatial.

: Image B: | SQL as a DSL that models
Over-dependence on static spatial allocation of widgets to delineate - - entity relationships with visualization.
discrete data types causes display fragmentation and sacrificing = . This is an example of concept modeling.
portraying key relationships between them. Many healthcare providers ;
report spending more time with pull-down menus than with patients'. R - Image C: Software languages model
4 5 ; data representations and algorithms, and
F‘-—“ Disjointed medical data forces healthcare = balance expression of discrete and non-
providers to retain information in working : - discrete. (Note the comments.)
memory. This is known as cognitive s
load’. Performing such cognitively- - -
straining processes in highly stressful . JmageD:| Although CAD (computer
and time-sensitive situations can lead to aided design) began with engineering
dissatisfaction, frustration, and burnout’. . e Bt i and other technical fields, today they
pervade the arts. 3D software provides
Healthcare providers are architects of the patient's treatment plan. - artists and technicians the ability to
Their job is to draft, propose, adapt, and revise medical plans. i visually simulate all the complexities
: R\ of our physical reality. The success of
Where other industries have streamlined the joint drafting =N these programs lies in how they handle

. DU A 5 the advanced computations in the
capabilities of a multidisciplinary team, healthcare is lagging g
sorely behind. backend, allowing the user to focus on

bringing their creative visions to life.

Introducing Vurora Constellations Core principles we are introducing to EHRs:

The VYurora research prototype presents an E -

N d N Xpressiveness
aI!:e_rnatlve framework th_at IS con_gruen? V_VI!h the 3 Formal discrete elements and their relationships are
clinical workflow and actively assists clinicians ; interleaved with supporting narrative.

with live feedback.

Synthesis of Information
Aurora uses a domain specific language (DSL) to unify the different Information is displayed in a way that makes it easier
components of traditional EHRs into one continuous workspace. The DSL [ to identify relationships between information. This is
is capable of capturing medical orders while simultaneously providing facilitated by an algebraic approach to composability
the expressiveness that would otherwise only be feasible in clinical of prebuilt protocols.
documentation. We constructed a language specific to healthcare that
not only captures what doctors do but is also machine understandable.
Collaborative Drafting
Healthcare is collaborative in nature. Traditionally, the
clinical reasoning of members of the primary care team
is buried in extensive clinical documentation. With Aurora,
colleagues’ contributions are contextualized against the
overarching synthesis.

Ask fora
DEMO! = gl _ Magnification of Detail

Zooming between higher to lower level of detail, helps ease
cognitive burden, prioritizing tasks and minimizes repetition.
As an example, signover can be represented as a “zoomed
out” view of the patient care model.

Contemporaneous Learning and Decision Support
Design environment provides reactive feedback to flag
errors, as well provision integrated information resources
to educate and support decision making.

We demoed our prototype for 35 registered nurses and 6 medical doctors
and asked for their feedback. Feedback was requested on a scale of 1-5,
1 being the least and 5 being the most:

Dy b o W ks
-

A more comprehensive overview of the mechanisms that make
our prototype possible will be discussed in an upcoming white
paper. Featured in this report will be a commentary regarding
the limitations of modern EHRs, as well as the software tools
and concepts used to craft the prototype.
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Patient and Family Engagement in Population-Based Primary Care Research

Lucie Langford?, Rebecca Theal!, Gerhard Wendt!

1. Eastern Ontario Network, Centre for Studies in Primary Care, Department of Family Medicine, Queen’s University.

1. Background 3. Results
Patient and family engagement in research is a robust and growing framework Regular in-person and electronic communication helped to build strong and sustainable relationships between EON core staff and patient and
in Canada. Traditionally, this engagement involves including people with family partners. To date, three partners are actively working with the EON team to support and direct key activities.

lived/living experience of health conditions and/or their family members on a
research project team to shape research ideas, apply for funding, and execute
the project over its lifetime.

“Participating in
meetings has built
trust and relationships

The Eastern Ontario Network (EON), however, aims to meaningfully engage
people with lived experience in the stewardship of big data holdings for
population-based primary care research, rather than on a project-by-project

basis.
2

"l am a co-designer
and true partnerin this
work.”

beyond ‘ticking a box’”

“| advocate for more
data to be collected
50 physicians can
make better
decisions, leading to
better outcomes.”

EON: EASTERN ONTARID NETWORK

The Eastern Ontario Network (EON), Queen's University practice-
based learning and research natwork (PELRN) is a natwark of
aver 150 primary cara providers in practice at 15 clinics across
Eastern Ontaric. The network is a multidisciplinary collaboration
between primary care providers. researchers, and cammunity
partners to answer important healthcare questions and
findings into practi

Figure 1: Our patient partner’s words describe the impact

EdN's goslis to enhance primary care thiugh cngoing he has on population-based primary care research

collection and application of primary care data for research and
quality improvement

2. Approach

We utilized a collaborative approach with our patient and family partners
to identify ways in they could be embedded within the core EON team:

4. Conclusions

We rely on clinicians, researchers and people/families with lived experience to understand the problems patients in the region are facing and

Team meetings Content expertise collaboratively design research questions to address these problems. Having a dedicated group of patients and family members who

@ Attending bi- Provide review of understand the data EON collects, and the types of questions we can answer with this data will be invaluable for timely and relevant
thi ? It key documentation population-based primary care research. With the success of collaboratively embedding partners into our work, we will use lessons learned
i | mont_ ytulliteam for patient focus to expand the inclusion of patient and family partners in population-based primary care research throughout Eastern Ontario.

meetings

Regular updates Representing EON

Receiving news \ Sit on external C S C ENTRE Fo R ST UDIE s

and opportunities EON'\, committees (i.e.

through email POPLAR Patient ueenrs EON\‘ | IN PRIMARY _CAR_E

\ PEEC at Queen’s University

Engagement) UNIVERSITY EASTERN ONTARID NETWORK
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Introduction

Intimate Partner Violence (IPV): “Behaviour by a current or former intimate partner causing physical,
sexual or psychological harm which may include physical aggression, sexual coercion, psychological

Care Approach to Intimate Partner Violence
Anchaleena Mandal, MD™ and Amrita Roy, PhD MD CCFP'2

Results

PHASE |, PART 1: Needs Assessment of Family Medicine Residents

PHASE |, PART 2: Interview of Key Informants

Finding Hidden Bruises: Designing an Educational Presentation on the Primary

Follow along with
the audio-recoding!

Department of Family Medicine, Queen's University, Kingston, ON; 2Department of Public Health Sciences, Queen’s University, Kingston, ON
*Current affiliation: Department of Family Medicine, University of Ottawa, Ottawa, ON

Discussion

KEY TAKEAWAY #1:
Despite ongoing debate, all interviewed experts supported universal

abuse and/or controlling behaviours Themes Quotes ! screening for IPV—believing it leads to better health outcomes and
o o o o How residents currently manage IPV: Populations I tend to talk about ‘shes, but you know that there are statistic | patient safety when followed by proper intervention.
. . Affected by [PV that women can be abusive too. It just that given our social sconomic
Tin 4 women WORLDWIDE aged 15-49 years have been subjected inequities, the consequences are often much worse for women and the This aligns with U.S. Preventive Services Task Force:s
to IPV by their intimate partner at least once in their lifetime.! 2 (PN /4] validate them, thank them for childcare responsibilities too when that happens.” = Key Infarmant #1 9 > = h | 3
18.1% BEAA)  chring, fanc) ask what they would S0 on thing 1w thinking about [wes] ustthe importance of speciic * Screening alone = inconclusive benefit
° ° ° ° ° ° ° o ° ° 4in10 in CANADA h ) " Family Medicine /0 like to do [..]"- Respondent #5 populations. [..] For example, people with disabilities [..] are more prone to + But effective post-screening intervention = reduced
in 10 women in ave experience [experiencing] violence [.] The trans population as well, Just more .
T T ﬂ w ﬂ ﬂ T T T N Ve exp residents responded N 1 violence, abuse, and harm
T some form of IPV in their lifetime.” o the survey "l assess whether there is immediate Import f "I think we make a mistake in trying to be sel::tive because my experience :
i suri p mportance o ] _ _ _
reported cur;em:y sﬁ;‘e’cnvely Ensiring Z«Z’ff’;;ﬁ;z :’a';’g’j’r’/[”;i;iiﬁzz Universal in practice is that it wasnt necessarily the people | expected who reported. | 1 Access Challenges: Implementation of screening remains
. ) ) . screening for Catle 0 L1 : ) " o . L
« While women are disproportionately affected by IPV, anyone can experience IPV regardless of gender, ey ﬂa'allenlhzs[i/“s‘azfefyp/an Screening IA"M the W;’;'“Se'hid | would not have anticipated it all” - Kay challenging in rural Canada due to limited local resources.
] 8 ; . can ~ Respondent farmant i ion: i
race, ethnicity, educ status, age or r status.® st depends on thei i “We should universally screen for PV, because it s a health issue, It can Potential Solution: Impruvgd access to telehealth and virtual
« IPV has significant impacts on: ¢ depends on their age, and i cause health issues, physical and emotional. [] Because some people are care may help to bridge this gap.
O ECONOMIC COSTS lanceny children or elderlies are involved but | ‘waiting almost for someone to ask, so they can disclose.” - Ky
GCLULN  address the issue and name it clearly. i
PHYSICAL HEALTH’&B MENTAL HEALTH? @ (67.4 billion/year)t 81.3% » 62.5% QUEEESY  Then | ask their thoughts about P L] Py e T KEY TAKEAWAY #2:
ook . otting the _ “Because, unfortunately, what we need to realize is people [-] have the o . _ _
. - o i . . . . ) reporting.”- Respondent #20 Patient Guide  right to make bad choices. [] And you know that they shouldn' go back to Identifying and managing SADV is a core competency for Canadian
+ With longitudinal relationships with patients, family physicians can play a pivotal role in halting the 1 |Their care their partners. But they have that right to make that choice, because I don't | Family Medicine graduates.!®
cycle of abuse through screening and offering ongoing support. This can in turn increase safety and reported learning about _did not feel they raceived  (BCR {14 provide resources for shelter/ know what may occur if they don't go back. Because | am not walking in H
improve health outcomes for these patients.® IPV i mtical schoo adeguate raining n medcal ommun organiations who can brovide L:“:;:’:’;;:"‘j"aiﬁh"e";:i:;:a;:y‘sbi :“’e"“yv'::fs':“:‘::f::z::e":;g"‘ i « In this study, residents reported low confidence in
! ) ) elp." - Respondent . . . . - - o
« However, the literature demonstrates longstanding low IPV screening rates by healthcare sehool about » P they dontt go back. = Key Informant #& managing IPV due to limited prior training
professionals, including in primary care (<10%).6 *Just making sure that, like, you're at every step kind of giving them some * US & Canadian studies show family physicians often feel
« Barriers to screening: pover ”a‘:-""‘:"““”- ‘"?"“’“a‘ ‘:9¥ W"‘“ “’l"k“"f-"'?" °":""9 ""?"""5 undertrained, anxious, and uncomfortable with IPV care®?
is 2 big part of the trauma-informed piece tao, like offering a few options
Lack of T Anxiety and Lack of Lack of Notatall - somewhat Py ey confident and lecting them piek Confid i d Grand Rounds attend fter th
ack of ime nxiety an ack o ack o i i “Evenif the child threatened themselves directly, ] 1 onfidence improved among Grand Rounds attendees after the
| o o —— o mprove smongGrand Rounds e e e
Trauma informed Care Approach 3(9.4) 14(438) 12(375) 1(31) Children children are traumatized by this and ' bad for their emotional and L targete: (e.g., , medical ani
. hological health. They might not be doing well in school, etcetera.” = 1 " ; "
. y . Screening 3(9.4) 19(59.4) 8(25.0) 0(0.0) Exposedta IPV  Psyc residency curricula) can:
The international screening controversy: 1 Key Informant #1 1
United States Preventive Services Task Canadian Task Force on World Health Organization: “Healthcare :L:::;,’:em 132((235705)) igg:; iggg 28% i “But if we think about the impact on children and what they're learning, then i t Physician confidence t Comfort with IPV screening and care
Force: “Recommends that clinicians Preventive Health Care : “There providers should ask about exposure to Documentation 10(313) 7(2L9 13(406) 161 1 it just comes back with the focus on trying to prevent it for future 1 Y 9
intit i i e i il i - 8 lions. [..] lly want kids to get the message that it's just not
screen for intimate partner violence is currently insufficient evidence intimate partner violence when . (59, w‘-ralonsv[ ] We really g ¢ Il
(IPV) in wamen of reproductive age and to recommend screening the assessing conditions that may be Referrals/Community Resources. 8(250) 19(50.4) 131 2(63) okay. So [.] i they're really unsure, they call and do a back door [consult]
provide or refer women who screen general Canadian population for caused or complicated by intimate Resources for self-directed learning  11(34.4) 16(50.0) 3(94) 0(0.0) and just say [.], you know, s this something thal's reportable? The intake o
positive to ongoing support services" IPV or elder abuse partner violence " workers are great.” = C 0 n C lu S | 0 n
- e : . N . - 3 i i i i i , = Table 2: Key the d tes from key infc ts dy interview in Ph: |, Part2
+ Keren et al. (2023) identified that Canadian Family Medicine residents reported feeling inadequatel Table 1: Level of confidence of respondents with the different steps in the management of IPV in Phase I, Part 1 (n = 32) able 2: Key themes and quotes from key informants during interview in Phase |, Par

taught and unprepared to care for patients experiencing sexual assault and domestic violence (SADV).” Se R4
b oo TR %
M et h ods PHASE Ill, PART 2: Post-presentation Survey
Our rigorous academic 1. Small sample size and
process followed to create lack of generalizability
STUDY OBJECTIVE: To develop an evidence-based and expert-reviewed educational presentation about the screening 81.8% an expert-reviewed and 2. Difficulty finding

1

evidence-based physician experts

and management of IPV in primary care to be posted online as an open access educational resource.

54.5%} ' 81.8% }

Grand Rounds presentation regarding IPV care

Attendees responded

! 1
! 1
! |
! 1
! 1
1
1
! 1
did not feel they reported felt that this
oaRT2 . s | tothesurvey  received adequate currently presentation wil 1
Al training in medical selectively make a change to ir i
Interview of Key Post-presentation Survey  Creating the Final ! schoolabout IV screening for IPV  their practice. 1 Future Directions
A Informants by Grand Rounds Attendees Presentation 1 1
- . Creation of First Draft PART1 Categories Before Presentation - No. After Presentation . . "
Needs Assessmentof /oy aPer e 0 L Presentation Pre-testing By Key  WHO: _+ Based on he posi- ! Notatall somewhat fFary  Very |Notatall Somewnat faiy Ve | | Further research will be needed to identify the best
Queen's Family Toe e ot oY Informants  * The second draft presentation  presentation survey 1 confident_confident_conident_confident | conident_contdent_onfizent_conticers| | THE FINAL PRODUCT methodology for training to produce sustained
Modicion Rocdonts WHAT: Creation of a first was delivered in-persan to all_ responses,the authors | e iomed behaviourat change
draft of the PowerPoint WHO: The same key DFM staff (including allied edited the presentation 0(00) 6(545) 4(36.4) 1(91) | 0(00) 3(27.3) 4(36.4) 4(36.4) 1 ge.
WHo:First- and second= T onevonmone presentation informants from Phase | heallh and admin staf) - The fina version was | [Care Approach i
Vear Queers Fandy 60-minute one-on-one + A post-presentation survey video-recorded and Screening 2(182) 4(364) 5(455) 0(00) | 1(91) 1(91) 5455 4(364| | References &
Medicine residents. conferencing HOW: Based on a WHAT: Critical review of W3S requested from onlythe  posted online as an | [Responding to o
e ot narrative review of the a1-hour dry-run attendees who identified as open-access | |disclosure 1(01) 4(364) 4(364) 2(182) | 0(00) 1(91) 6(545 3(27.3 ) Acknowledgements:
WHAT 10-question onlne~ Flm SR itrature as informed by recording of the draft  residents and staff physicians  educational resource a7 665 252 163|060 2@ 6eE 2ma] ! Home should not continue to .
survey exploring current ntatic the survey responses of presentation . ] : E - - E 2.
raining on [PV SCreening . ety eeneaon Queen's Family Medicine WHEN/WHERE: Grand Rounds at Reporting 1(01) 4(3%4) 5(%5 0000 | 000 000 6(s45 @] | Check out our be the most dangerous place. g
and management and e e atim, and residents and key How the Kingston and Thausand. | [oocumentation  0(00) _4(364) 5(45) 1(01) | 000) 1(1) 55 4@ | | e JSE
learning gaps i P informant input The same process was g Referrals/Communi s e
e g an oo, used as in Phase |, ! o e <o 3273 2082 3(73) 20182 | 000) 1(01) 5055 4@364l| | open at.:cess . .
HOW: Recruited through altative descritn Part2 WHAT 15-question onine post. 1 | educational Family physicians can play a
mass emails by program thematic analysis + Asecond draft  oduestion onine pest= | [Resourcesforselt 505 33 a@s4) 000 | 000 2082 5@ 373 . N .
coordinators and presentation was  Bresentation survey evaluating directed learning 1 ideo! crucial role in helping
WhatsApp group chats. HOW: Recruited through created based on their the presentation’s effectiveness 1 video! .
email from authore: input and content Table 3; Confidence level of about screening and of PV both prior toand | patients heal from abuse.
professional network 1 after the Grand Rounds presentation in Phase lll, Part 2 (n = 11) I
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» Historically, Persistently and/or Systematically Marginalized (HPSM)

people are often excluded economically and socially by status, gender,

class, race, ethnicity, age, sexuality, or “other” group identities

HPSM populations face health inequities, disparities, and poorer
access to healthcare services

These challenges are associated with worse health outcomes and
reduced quality of life
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The U-Path study aims to understand the needs and lived experiences
of people belonging to HPSM communities within Halifax and
Dartmouth Nova Scotia, with respect to their health needs, access to
primary care, other health services, and community services

Ny=

&

3-year multi-phase community based qualitative study

Interviews with HPSM participants

Interviews with primary care physicians who work with HPSM patients

Recruitment via community organizations (e.g., shelters, street walks,
YM(W)CA’s, libraries, immigration and education organizations, and
community clinics)

The U-Path Study: Recruitment strategies & early findings from a
community-based study of underserved populations in Nova Scotia

Abraham Munene PhD , Aishwarya Radhakrishnan MA, and Emily G. Marshall PhD

* Following our interview guide, 14 HPSM participants have participated to date, including 12 in-

person and two phone interviews. Recruitment is ongoing.

* Recruitment goals included addressing HPSM lived experiences and their recommendations

* Interview sessions vary in length. The shortest interview was approximately 25 min and the

longest over 2 hours

Sex Income

v

m less than $5000

= $5000 to less than $10000
$10000 to less than $15000

m $20000 to less than $30000

= Did not disclose or know

Female mMale

Race

4

Black m White m Asian ® Mixed ® Other

Self reported physical health

= Poor = Fair Good = Excellent

Substance use

A,

m Does not use substances

u Infrequent substance use

m Poor
u Moderate substance use Frequent substance use
® Very frequent substance use
LEARNMORSEY  puppy@dal.ca

Place of birth

m Bornin Canada
Born outside Canada

Housing

m Rents home or room in home
Lives in Shelter

Self reported mental health

Fair m Good

While conducting research to understand the needs of HPSM people, it

is important to reflect best practice in recruiting patients from underserved
communities which includes unique challenges (e.g., participant and
researcher physical and psychological safety, participant access and
availability)

Participants were provided with $25 compensation for their time

Fostering and building relationships with community members is important
for recruitment and data that can be shared with stakeholders in the hopes
of improving their daily lives

Observation and taking note of contextual factors surrounding participants
situations while recruiting and during interview sessions should be
considered

Ethical obligations to share resources to participants across various needs
and taking the time and effort to meet patients where they are, while being
empathetic and non-judgemental to the needs, situations, and challenges
they are facing is imperative

Considerations towards both participant and researcher physical and
psychological safety, e.g. conducting interviews in safe spaces such as
libraries or coffee shop

Examples include choosing locations that are safe and convenient to get to
for participants. Taking time to familiarize yourself and build rapport with
participants. Noting any changes in behaviour that may take place before,
during, and after interviews. Modifying your questioning route, and ensuring
researcher safety (e. g two to one interviews, debrief sessions)

T |
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Participatory Evaluation for System Change in the OECD PaRIS Project in
Saskatchewan: Lessons in Recruitment and Engagement

Udoka Okpalauwaekwe, Brenda Andreas, Mark Lees, Nazeem Muhajarine, Vivian R Ramsden, and the PaRIS Saskatchewan Research Team

Departments of Academic Family Medicine and Community Health and Epidemiology, University of Saskatchewan

Background

Findings

Discussion

* The Organisation for Economic Co-operation
and Development (OECD)’s Patient-Reported
Indicator Surveys (PaRIS) Project was
implemented in Saskatchewan in 2023 to
center the voices of patients and providers
using a standardized collection of patient-
reported experience and outcome measures
(PREMs and PROMs).

« Saskatchewan adopted a participatory
approach to survey implementation,
grounded in the philosophy that authentic
engagement enhances data quality,
relevance, and use.

Objectives

¢ This study evaluated how the participatory and
relational processes shaped clinic and
community engagement with the PaRIS
Project and the resulting data

Approach

¢ This study was informed by an integrated
framework of participatory evaluation and
transformative learning; grounded in relational
equity.

* Seven primary care clinics co-developed and
received feedback dashboards.

* Key measures discussed in the participatory
evaluation included: a) Response rates (PCPs
and PWLE); b) Perceptions of dashboard
relevance, c) Ease and relevance of use and
interpretation, d) Identified data-to-practice
linkages, e) Recommendations for future
engagement and, f) data
presentation/visualization strategies

Supported by:

U SASKATCHEWAN

UNIVERSITY OF Department of
Family Medicine

« Early and trust-based engagement fostered strong participation, meaningful interpretation, and a
sense of co-ownership.

* Participating clinics described the dashboards as empowering and validating.

Facilitators and Challenges in Engagement and Data Interpretation/Use

Facilitators

Created spaces for trust,
transparency and interest to
participate

Individualized data presentation
tools as wellincorporated
feedback from multiple sessions
Clarity of language, use of
summary narratives and creatio
of feedback loops

Barriers

Complex visuals,
especially on mobile.
Time constraints for team
data review.

Limited accessibility for
older or digitally
underserved patients.

Opportunities for enhancing future primary care research

* Simplifying data visuals and optimizing presentation formats for mobile and/or low-bandwidth
environments.

* Providing real-time feedback mechanisms, such as using tablets or research kiosks in clinic
waiting rooms for ongoing data collection.

» Tailoring engagement and data dissemination strategies for multilingual or digitally underserved
populations.

» Extending engagement timelines to facilitate the inclusion of and working with Indigenous
communities, to ensure engagement processes are culturally appropriate and respectful for them
to participate in.

@ » cCanadian Primary Care Research Network
® @ e Réseaucanadien de recherche en soins primaines

| b

Health
Canada

Participation in PROMs/PREMs has been
shown in studies to be influenced by a mix of
practical, motivational, and relational factors,
such as instrument design, ease of use,
patient beliefs, clinician engagement, and
workflow integration.

However, our findings highlight that trusting,
equitable relationships between patients and
clinicians are the key facilitators that enhance
motivation, follow-through, and meaningful
engagement.

Thus, relationships (i.e. relational equity)
functions as the engagement enabling
environment that links individual,
organizational, and contextual drivers of
participation; shaping co-ownership,
belonging and sustainability of outcomes.

Conclusion

Santé V4
Canada e

Our study showed that early, inclusive, and
trust-based engagement led to strong clinic
participation, a sense of co-ownership of the
data, and more willingness to use findings for
internal reflection and quality improvement.

Future directions of this work will build on the
lessons learned to continue with co-creating
more inclusive, culturally responsive, and
sustainable approaches for engaging patients,
health care providers and other stakeholders.

PaRIS Saskatchewan Research Team Members

Reem Abdul Hadl

Kali Gartner, Megan Clark, ki

Kamrul, Loung Kviok, Kathy

Ruda,
Rivas,

Somn

‘Andries Muller, Clara Rocha



Trends in attachment to family physicians among assisted living residents in

Ontario, Canada: A home-level repeated cross-sectional study
Pasat, Z. MSc” Kirkwood, D. MSc, Manis, D.R. PhD, Siu, H. MD, Jones, A. PhD,Tillman, J. MSc, Gardner, L MN,

McMaster

University @

Health Research
Methods, Evidence
& Impact

' Introduction . Findings |

Fig 1: Time trend of the proportion of residents rostered from 2013 to 2023 and forecasted to 2028.

Retirement homes (RHs) (also known as retirement homes) in Ontario, Canada,
are privately financed, supportive, and congregate residential care facilities for
older adults. RHs are rapidly outpacing the growth of nursing homes, housing
older adults with growing clinical and social complexity, including dementia,
cancer, and congestive heart failure. However, despite residents’ comorbidities,
the role of family physicians (FPs) is not a regulated requirement within RHs.
Previous studies have observed that RH residents have less primary care access
and higher rates of emergency department visits and hospitalizations than
long-term care residents.

Attachment (or rostering) is a formal mechanism to affiliate patients with FPs,
although approaches and priorities to roster patients vary by jurisdiction and
medical practice. Attachment is thought to improve access to FPs, promote
timely care, and improve patients’ health outcomes, although this has not
been shown in AL settings. In Ontario, there is a current crisis of over 2.5
million unattached patients, and efforts are underway to achieve 100%
attachment within the next 5 years. However, it is unclear whether AL
residents are attached to FPs to a lesser or greater extent than the general
population.

Objectives

Describe trends in the
rostering of AL residents to
FPs in Ontario, Canada, over
the last decade.

Examine home-level factors
associated with AL residents
rostering and FP visits.

Design: Repeated cross-sectional study using administrative data from ICES
(formally the Institute for Clinical Evaluative Sciences).

Population: All retirement home residents between 2013 and 2023, identified
using a derived cohort of retirement homes across Ontario.

Outcomes: 1) Proportion of RH residents formally rostered, 2) Practice type of
rostering physicians, & 3) Rate of primary care visits among RH residents with
any FP.

Analyses: 1) Time-trend analyses of rostering patterns and forecasting using
autoregressive integrated moving average models (ARIMA), & 2) Regression
with generalized estimating equation modelling proportion rostered and rate
of primary care visits.

Proportion of Residens Rostered

Fig 2: Forest plots depicting odds ratios of the association between the proportion of attached

Costa, A.P. PhD, Correia, R.H. PhD

*Corresponding Author:’ pasatz@mcmaster.ca
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The proportion of RH residents attached to an FP has remained relatively stable
(~80%), despite ongoing challenges with primary care access in Canada, yet
lower than community-dwelling older adults (~90%).

RHs that provided medical services were less likely to be attached, yet had a

higher rate of visits with any FP, suggesting access to RH-affiliated physicians
may substitute the need for formal attachment.

RH homes located in marginalized communities with a high concentration of
visible minorities and newcomers had a lower proportion of residents rostered,
reflecting concerns of equitable access to a responsible FP




Conversational Agent Interventions in Diabetes Care: A Systematic Review
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Introducion

« In 2021, approximately 529 million
people had diabetes, projected to reach
10% of the world by 2050.

« Diabetes
management to prevent complications.

requires proper  self-

Self-management education (SME) can
help, but benefits fade without ongoing
support.

» Ongoing reinforcement from
conversational agents (CAs) can
improve clinical outcomes among

patients.

» CAs are computer software systems
that simulate human-like interactions.

Aims

« We sought to evaluate (i) the
effectiveness of CAs in improving
clinical outcomes such as glycemic
control; (ii) the acceptability of CAs
with respect to patients finding the
technology useful; and, (iii) the safety of
CAs with regard to the potential risks
associated with using digital health
technologies.

of Public Health, Universit of Toronto

Methodolog

« A systematic review was conducted to
synthesize evidence on CA
interventions for individuals with
diabetes. Six databases were searched.
Eligible studies evaluated health
outcomes, acceptability, or safety of
CAs. Data extraction and quality

assessments were performed.

Studies identified through
database searching (n =3107)
=

Duplicates removed(n"* 1134)

Identification

Studies Identified through
other sources (n=7)

Studies screaned (1 = 1940) me—p Studies irrelevant(n=1921) |

Full-text articles excluded with
- reason(n "'43)

Full-text articles dfor | 4| Nochatsotintenventin (= 22
eligibility (n—59) nathae

Eligibility

g 2

Studies Included In review
(n=16)

Fgre 1. PRSM diagram ofincluded studies

Results
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Results

e Our findings indicate that CAs show
promise, especially with regard to
diabetes self-management.

 Eleven studies assessed effectiveness;
most reported improvements in health
outcomes. Thirteen studies evaluated
acceptability,  generally  reporting
positive results. Four studies addressed
safety. In one study of older adults with
T2D, nearly 40% of participants found

the virtual assistant difficult to use.

Discussion

* CA technologies show promise for
delivering SME and improving clinical
outcomes, but evidence is limited by a
lack of both safety reporting and long-
term follow-up. Large-scale trials are
needed to inform the role of CAs in
diabetes care.
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Co-Designing Research Tools with Clinicians to Understand and
Advance eConsult’s Use in Dementia Care
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(PWLLED) face complex health needs'+?

* PCPs (primary care providers) experience a burden
in caring for PWLLED and can benefit from timely
specialist advice?

+ eConsult offers PCPs with rapid advice from
specialists®for improved patient care

<, G
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Patient BEP

+ Co-design of research tools with clinicians enables
effective design, implementation, and dissemination
of research*

OBJECTIVE: To explore clinician perspectives on the
use of eConsult for providing equitable care to PWLLED

Approach

+ Co-designing a
semi-structured
interview guide
to use with PCPs
and specialists

+ Organizing,
facilitating, and
incorporating

Specialist

Background
readings

Draft interview
guides

Revision of
materials

Co-design with fee(;ba.ck from
advisory group co-design
meetings

Sociodemographic

questions

Accessing specialist

advice

Introduction to
eConsult

Perspectives on

eConsult

Closing remarks

+ Persons with lived or living experience of dementia » Engaging clinicians in the co-design of study
INTERVIEW GUIDE

CO-DESIGN FEEDBACK

Inclusive terminology:
“patients” 0 “persons”

Asking about needs
for support

Ensure up-to-date
clinical guidelines

Importance of including
goals of care

Space for open-ended
reflections

PCP guide |

Specialist guide |

Integration of
eConsultinto
clinical practice
and understanding
motivations for its use

Identifying appropriate
questions and clinical
scenarios or
applications for
eConsult

materials improved the clinical relevance, clarity,
and utility of the instruments

* A new project emerged from the clinician
discussions: services in Canada supporting PCP-
specialist communication in dementia care - an
environmental scan

NEXT STEPS

LI
Follow-up co-design
session

Interview 10-12 PCPs
and specialists

Environmental scan
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Primary Care and Background
Asse rtive com mu “ ity People with serious mental illness (SMI) face barriers to quality primary care. Assertive

Community Treatment (ACT) teams provide intensive mental and social health services
Treatment (ACT) Teams for people with SMI, but generally do not provide physical health services. This study

aimed to understand how ACT team members perceive primary care integration (the
addition of primary care clinicians to their teams or, the provision of primary care services
as part of the ACT mandate), and their experiences collaborating with external primary

Rachel Thelen and Agnes Grudniewicz
Telfer School of Management, University of Ottawa

care clinicians in the community.

Approach

27 ACT team members from five ACT teams in a single Ontario region participated in
individual, semi-structured interviews lasting 45-60 minutes. Interviews were conducted
between October 2021-February 2022 and audio-recorded and transcribed. Qualitative
inductive thematic analysis was conducted on interview transcripts using a codebook
approach.

"Each team handles the
functjoning a little bit
idifferent'v ., In our team, we

have a very larde crossover ...

Results
. L. . . Quotes from individual interviews with a
ACT team members view health holistically but see ACT as specifically responsible for mental health worker (team 1) then social

mental health, while community primary care clinicians support physical health. worker (team 4) illustrating variety of
However, clients often cannot access quality community primary care, so ACT teams teamwork strategies
sometimes provide basic physical care services (although strategies vary across

interdisciplinary roles). Participants had diverse opinions about whether primary care “For me and for team

— _ 5 ! should be formally integrated into ACT. ACT’s primary care responsibilities increased :

Quote from individualinterviews with a team lead (team 4) during the pandemic, illustrating potential consequences and benefits. something physical-related,
\/ K [

showcasing viewing health holistically LW
coMifortable”]

] get concerned about people saying they want a nurse

practitioner on the ACT team.
“] think if we had a GP [family physician] on every AC

~ Iz
[P
ealr Nnat Would pe the u T e darearlr

Conclusions

Traditionally, ACT's scope has been contained to mental health. Since ACT clients face
growing unmet primary care needs in Canada, primary care integration may be enticing.
However, views diverge about the appropriateness of integration, so approaches need
careful consideration and flexibility. Future research must explore preferences and
capacities for primary care integration in ACT teams across regions, and the views of ACT
clients and primary care clinicians.

Quotes from individualinterviews with social workers on different ACT
teams (teams 3, then team 4) illustrating diverse opinions on
integration

Contact: rthelen@uottawa.ca




Influence of Organizational Attributes on Registered Nurse
Contributions to Well-Child Care: A Scoping Review

Braithwaite S, RN, PhD; Lukewich J, RN, PhD; Macdonald D, PhD;
Tucker H, RN, BScN, Ryan D, MA; Olsen-Lynch E, BSc MLIS

Background

< Well-child care is a critical component of preventive
care for child health and well-being

Well-child care generally consists of a series of
structured health visits to monitor growth and
development, conduct screenings, provide health
education and deliver preventive care'

Well-child care models vary internationally and can
include the role of the Registered Nurse (RN)

RNs are well-equipped to address the unique and
multifaceted needs of children in primary care,

afirming RNs as capable providers of well-child care?

Current healthcare system challenges, including the
workload of primary care providers, incentivize the
need for RNs to engage in well-child care delivery® *
To date, no study has examined the scope of the
literature regarding organizational attributes that
influence RN contributions to well-child care

Aim & Research Question

To identiF the scope and characteristics of the
literature related to organizational attributes that
act as barriers to, or facilitators for, RN delivery of
well-child care within the primary care contextin
high-income countries

What is the current state of the knowledge of the
@ organizational atributes that influence RN

—&_contributions to well-child care within the context
(@) of primary care in high-income countries?

Guiding Framework

Nursing Care Organization Framework
Adapted from Dubois et al.’

Organizational Context
~ —
Work Environment }

Data Ex<raction Tool

Methods

¢ Joanna Briggs Institute (JBI)
nine-stage scoping review

methodology j::::mm"
Based on a previously
published a priori protocol® D"T‘mmype
Updated search of three iy

Participants and Context

databases in June/July 2025
1536 titles/abstracts screened

by two independent reviewers z:::;:'z’ °;::iL:;'"d i [
Full-text articles screened (concept) |
based on established criteria  |qoeeeg €y
Data Extraction Tool to extract |capacityforinnovation _;:
and organize findings after :::::‘:“mw ﬁ

successful piloting of tool

(population; context)
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Preliminary Results

e 13 articles included in the final review, published
between 2010 and 2024, in English-language only
« Studies were conducted in Australia (n=6), Canada

(n=2), Chile (n=1), Portugal (n=1), United States (n=2)

and multiple high-income economies (n=1)
Organizational _::_
Atributes Staffing
Described or n=10
Repored in
Studies (N=13)

Capacity for Innovation

Scope of practice is the n=12
most commonly described
organizational attribute 7
influencing RN @
contributions to WCC Practics Environment
(n=13) (reported or n=11
described in all studies)
[ ]
Conclusions

» Review findings will inform future research
priorities (e.g., nursing workforce) examining the
influence of organizational attributes on primary
care nursing contributions to well-child care
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