
Abstracts and contact information for E-Posters can 

E-Posters
be found in the full program here: 

# E-Poster Tittle Author 

I 
I 
I 
I 
■ 
■ 
I 
I 
■ 
■ 
I 
I 
■ 
I 
I 
I 
I 
■ 
■ 
■ 
■ 

Utilizing Team-Based Care for Lung Cancer Screening: Implementing a Screening Tool to Assess Eligibility for Lung 

Cancer Screening at the Smoking Cessation Clinic at St Michael's Hospital-Family Health Team (SMH-FHT) 

Participant Satisfaction and Perceived Impacts of the EMBOLDEN Program: A Co-Designed and Community­

Based Intervention to Promote Mobility and Social Participation to Support Older Adults Experiencing Health 

Inequities 

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

Workflows 

Co-creating a Future for Primary Care Sustainability: A Relational Approach to Building a Saskatchewan 

Participatory Practice-Based Research and Learning Network (PBRLN) 

A Silent Crisis: Male Adolescent Mental Healthcare Utilization Across Ontario 

Challenges in Recruitment and Retention of Paramedics: Insights and Solutions in Northern Ontario 

Post-Natal Care for Newborns in the Post-COVID-Pandemic Era: A Descriptive Longitudinal Analysis Exploring 

Access to Primary Care for Infants Born at the Montfort Hospital in Ottawa, ON 

Centering Primary Health Care in the Advancement of Perinatal Mental Health in Newfoundland & Labrador 

Transitioning Medically Complex Youth from Pediatric to Adult Care: Collaborating with Primary Care 

Episodic Virtual Care: Patient Experiences by Medical Complexity and Provider Attachment 

The Development of a Workshop to Support Post-Pregnancy Heart Health for People with Hypertensive Disorders 

of Pregnancy 

Rethinking the Representational I Design Space of EH Rs towards Modeling/Design Tools: A Pathway for 

Healthcare to join the "Design Disciplines" 

Patient and Family Engagement in Population-Based Primary Care Research 

Finding Hidden Bruises: Designing an Educational Presentation on the Primary Care Approach to Intimate Partner 

Violence 

Recruitment Strategies and Early Findings from a Community-Based Study of Underserved Populations in Nova 

Scotia 

Participatory Evaluation for System Change in the OECD PaRIS Project in Saskatchewan: Lessons in Recruitment 

and Engagement 

Profiling Primary Care Physicians Involved in Caring for Retirement Home Residents in Ontario, Canada -A Cross­

Sectional Study 

Conversational Agent Interventions in Diabetes Care 

Co-Designing Research Tools with Clinicians to Understand and Advance eConsult's Use in Dementia Care 

Primary Care and Assertive Community Treatment (ACT) Teams 

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

Keshini Abeyewardene 

Janet Adams & Penelope 

Petrie 

Mohamed Alarakhia 

Brenda Andreas 

Amanda Bakke 

Amanda Bakke 

Cerine Benomar 

Uppala Chandrasekera 

Kimberly Colapinto 

Rebecca H. Correia 

Karen Fleming 

Arnold Kim 

Lucie Langford 

Anchaleen Mandal 

Emily Marshall 

Udoka Okpalauwaekwe 

Zain Pasat 

Moshe Shegal & 

Lin Tao Hu 

Shruthi Sundararaman 

Rachel Thelen 

Haley Tucker 



Utilizing team-based care for lung cancer screening: Implementing a screening tool to assess eligibility for lung cancer screening at the 

Smoking Cessation Clinic at SMH-FHT 
St. Michael's 

Inspired Care. 
Inspiring Science. Keshini Abeyewardene, MD1• 2 Alida Devine• NP 1 ; Lisa Miller1 ; Dr. Caroline Ruderman, MD1•2 

Department of Family and Community Medicine, St Michael's Hospital, Toronto 1, Department of Family and Community Medicine, University of Toronto2 

BACKGROUND 

• Lung cancer (LC) remains the leading cause of global cancer 
incidence and mortality wor1dwide, with 2.1 million cases and 1.8 
million deaths in 2018 [1]. 

• The Canadian Task Force on Preventive Health Care 
recommends annual low-dose 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]. 

ROOT CAUSE ANALYSIS 

Enwor.menl )

--

--

Material 

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 identify 
and flag all eligible patients for low-dose CT lung cancer screening, 
aiming to increase identification and referral rates by 25%. 

METHODS 
Setting: 

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

PDSA Cycle summary: 

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 follow-ups, and staff were infom,ed 

via email about the tool and the referral process. 
After7.5 weeks, out of 37 patients, seven were eligible (most 
follow-up 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%�indered 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 PDSA 1 declined low-dose CT, likely 
due to social barriers. 

RESULTS 
""'""'"""" 
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Figure 1. PDSA 1 Vs PDSA 2 

� 
� 

Summary of screened patients for low dose CT 
eligibility 

-­

PDSAl 

•-
PDSA2 

Total eligible patients for screening■ total number of screened patients 

■ Total number 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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Satisfaction Survey Results
Average scores across all neighbourhoods midpoint and endpoint, scale from 1 to 5

(n = 119, participants who completed both surveys)

Average midpoint score Average endpoint score

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
Adams J¹, Petrie P¹, Green J2, Hudson K2,3, MacNeil M2, Romao T2, Siu C2, Alvarez E3 & Ganann R2 on behalf of the EMBOLDEN team

1 Strategic Guiding Council, EMBOLDEN Study, 2 School of Nursing, 3 Department of Health Research Methods, Evidence and Impact, McMaster University Intervention Components

Participating Neighborhoods

Hamilton:

Toronto:

St. James Town

St. Lawrence 
Market

Physical 
activity

Building 
social 

connections

Healthy 
eating

System 
navigation

Duration: 
3 months

Integrated 
health and social 
care

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

Frequency: 
Weekly
(90-120 min)

Format: Group sessions 

navigation sessions

Conclusions

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

Background

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: 
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 

Results

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 

mobility, 
nutrition, and social participation in older adults

acceptability, and effectiveness will inform its long-term 
implementation and sustainability strategy

Further convergence with forthcoming trial findings will 

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

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

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

my family food-wise, fitness-wise and awareness[-wise]. 

be in 25 minutes. Loved that it was nutrition, physical
and other information; it was all-

"I wish everyone could take these classes!

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



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.1 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).1  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.1 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.

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

Dr. Mohamed Alarakhia, Sarah Newman, & Kayla Wierts

References and Resources:
1. Peccoralo, L. A., Kaplan, C. A., Pietrzak, R. H., Charney, D. S., & Ripp, J. A. (2021). The impact of time spent on the

electronic health record after work and of clerical work on burnout among clinical faculty. Journal of the American 
Medical Informatics Association : JAMIA, 28(5), 938 947. https://doi.org/10.1093/jamia/ocaa349 

2. Canada Health Infoway (2024). Infoway Insights: 2024 National Survey of Canadian Physicians. https://insights.infoway-
inforoute.ca/2024-national-physician-survey. 

Background

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
Cardiology

Methods & Approach

Key Findings

Nurse Practitioner

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.

Family Physician

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.

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 

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.

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. 

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.

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. 

Visit our website to 
learn more.

Participant Testimonials:



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

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

Background
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).

Findings (Short-term and 
Expected long-term
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.

Approach
We are using  relationship-based, value-driven, context-specific strategies 
grounded in participatory research methodologies to co-design a PBRLN that 

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.

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. 

Where
Everyone 
belongs



Differences in Mental Healthcare Utilization Among Children and Youth in Ontario: Interrupted Time-series Analysis of Population-based Data 
Amanda Bakke1 •2 1 Barbara Zelek1 •2 1 Christa Wang4 I Roya Daneshmand5 I Brianne Wood1 •3 

NOSM University1 , The Dr. Gilles Arcand Centre for Health Equity2, Thunder Bay Regional Health Research lnstitute3, ICES4 , Kiiwetinoong Healing Waters Ontario Health Team 

Introduction 
The high prevalence of mental health difficulties in adolescents 

is seen as the single most critical issue facing young people today 1
. The 

largest cause of years lived with disability worldwide is mental illness, 
and 75% of mental disorders emerge in early adulthood2 •3 • In Canada, 
youth experience the highest rate of unmet mental health needs, with 
75% who require mental health care not receiving specialized services•. 
Therefore, rates of youth mental disorders are increasing while effective 
access to mental health care is limited. Barriers to accessing mental 
health care are further complicated by several intersecting factors, 
including gender disparities1 , living in rural and remote communities5

, 

and possessing racialized identities6
• 

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-sectional 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 different patterns of utilization 
oompared to Southern Ontario youth. These results undersoore the 
importance of examining region-specific barriers and highlight the need for 
population-specific access strategies. Such evidence should be oonsidered 
when planning and implementing mental health services delivery in Ontario. 

Results 

DemograP-hics 
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 differences in the north. 

• Northern Ontario: 

o Rural females RR-0.90, 95% CII0.79-1.02I 

o Rural males RR-0.77, 95% q0.68-0.86] 

o When comparing rural females and males, female RR was 13% higher than males 

• Southern Ontario: 

o Rural females RR=0.99, 95% CII0.94-1.04I 

o Rural males RR-0.94, 95% Cl[0.82-1.07] 

o When comparing rural females and males, female RR was 5% higher than males 

• Northern vs Southern Ontario: 

o Rural females in Southern Ontario RR 1% lower than expected, in Northern Ontario 

RR 10% lower than expected = 9% difference. 

o Rural males in Southern Ontario RR 6% lower than expected, in Northern Ontario 

RR 23% lower than expected = 17% difference. 

References 

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% Cl[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% Cl[0.96-0.98] 

o When comparing highest female and male RR of visits, females RR 

was 15% higher than males. 

r � 
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: 

o Southern Ontario females in quantile 1 RR=1.05, 95% Cl[1.01, 1.10] 

o Southern Ontario males quantile 1 RR=0.91, 95%(1(0.83, 0.99] 

o All other groupings were not statistically significant 

• Age-Labour Force Domain: 

o Southern Ontario females in quantile 1 RR=1.05, 95% Cl[1.02, 1.09] 

o Northern Ontario males quantile 1 RR=0.73, 95% Cl[0.62, 0.86] 

o Northern Ontario males quantile 5 RR=0.75 95%Cl[0.69, 0.81] 

o All other groupings were not statistically significant 

• Household and Dwellings Domain: 

o Southern Ontario females in quantile 1 RR=1.11, 95% Cl[1.07, 1.15] 

o All other groupings were not statistically significant 

• Racialized and Newcomer Population Domain: 

o No statistically significant differences in the relative rates 
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care 1n motion 

Challenges in Recruitment and Retention of Paramedics: Insights and Solutions in Northern Ontario 
Amanda Bakke 1 ,2 I Meagan Slack2 .4 I Michael Longeway4 I Brianne Wood 1 ,2 ,3 

n...nc1era..,,�-I 
Health Sciences 

Centre 

NOSM University1
, The Dr. Gilles Arcand Centre for Health Equity (NOSM U) 2, Thunder Bay Regional Health Research lnstitute3, Ornge4 

Introduction 
How, where, and when people access health care are key 

indicators on the equity and effectiveness of health systems in Canada. 

Disparities in access to healthcare are more prevalent in rural 

communities compared to urban counterparts'. Para medicine is an 
essential aspect of the healthcare system, with paramedics often 

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 services3 ,•. 

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 

staffing 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 Northern and
rural Ontario settings.

2. Identify 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/Place• 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 communities7. 

Results 
Facilitators and Barriers for Recruitment and Retention 
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impacts work culture a nd morale 

Roe Career 

Career inequities of Northern p aramedics + lack of access 
to professiona l development. low-acuity calls• Loss of 

confidence for certain rocedures 

''I am able to live in a northern city where I 

" 

can enjoy northern outdoor activities 
(downhill skiing in winter, �iling 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 ... ,, 

" 
It's a lot more diversity, which I think is 
a big reason paramedics in general like 

their jobs . And probably something 
that medics coming to 0rnge would 

look for is that ability to not be doing 
the same thing day in and day out

Jf 

I reallyenjoyed land ambulancebut l 
saw that pretty much immediately 

that l wouldwant to progressfurther 
at some point in my career.And 

given that 0rnge provided education 
for us, that was a big draw. ff 

'' You h,ve to be a minim1,1m adv,nced care 
1,nd paramedic tobe able to do it,which 

me,ns we're,again,recruitingfromtheSol.lth 
andbringingtheHpeople upwhowantto 

work for Ornge, which is"° cool. They'll 
comedo their timein northernOnterio ,nd 

webecorne thisfactoryoftrainin9n­
medics andhavingthemleaveand trainin9 

new media and havin riiem leave. ff 

II So it's burnout from doing lower 
acuity issues, especially when you 
come from southern Ontario and 
that's what all you did for 60% or 
70%ofyourcaHs ... That's its own 

burnout. Its own mental fatigue .. ,, 

'' There have been a few who have sta�d 
and had familyhere andeverythingbut 

uhimatelyfelt thattheyhadtomove 
becausetheywereburning outwiththe 

type ofwork that we do. So that's another 
touchstone.l don'tfeel that the draw ofthe 
Job ls strong enough to hold people In the 

nonh com�red to the draw of family. ff 

Conclusions 
This study explored paramedics' insights into recruitment and retention at Ornge, 

specifically in Northern Ontario. Our team identified themes to enhance workforce policies at 
regional and provincial levels. Northern 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. 

Recommendations for Recruitment and Retention 

Community / Place 

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

-.-.., 

Community/ Place 

Engage locol communities&heolth system partners to develop 
recruitment strotegies. Exomine strategies to oddress spousol&fomily 

impacts for staff in Northern/rurol settings. 

Plan f• 

·Recruit'
--. ... 

Community / Place 

Workplace/ Organizational 
Invest in supports for relocotion ond communily integration 

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

Recruit stoff with roots in Northern, rurol ond remote communities• 
i likelihood of retention, promote o cuhural/contextual relevance of 

service de
-'

liv
�
•
•
'Y
•

· ------• 

Workplace/ Organizationa 
Recognize/incentivize contributions of Northern paramedic workforce: 
compensotion pockoges, vocotion lime&seniorily for lime worked ot a 

Northern base. 
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Post-Natal Care for N ewboms in the Post-COVID-Pandemic Era : A Descriptive Longitudinal 
Analysis Exploring Access to Primary Care for Infants Born at the Montfort Hospital 1n Ottawa, ON 

• 

Montfort 

Cerine Benomar; Nina Kucheran: Heather Dunlap,'·' Sharon Johnston;·'·'Kamila Premii'.''·' Miryam Duquet,'Joseph Abdulnour,"' Jason Brophy,"' Michael Saginur"·' 
1Faculty of Medicine, University of Ottawa; 2 lnstitut du Savoir Montfort, H6pital Montfort; 3 Department of Pediatrics, H6pital Montfort; 4 Department of Family Medicine, University of Ottawa; 5 Centre for Public Health and Family Medicine, 

University of Western Ontario; 
6 

Performance and Decision Support, H6pital Montfort; 
7 

Department of Infectious Diseases, Children's Hospital of Eastern Ontario 

01. Context
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. 

02. Objectives
Ouantiative 

• To survey parents of babies born at l'HOpital 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. 

Qualitative 

• To assess the value of sharing digital health information messages with families at regular 
intervals to offer anticipatory guidance. 

03. Methodology
• Study Design: Longitudinal mixed-methods prospective cohort study. The preliminary data on 

this poster is from a pilot study, and also part of an overarching project in which recruitment will 
continue until April 2026. 

• Setting: HOpital Montfort Family Birthing Centre, Ottawa, Ontario 
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04. Preliminary Results
• 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) 

• Majority of those with access to a PCP sought medical consultations and routine vaccinations at medical-based services 
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), thematic analysis of 56 open-ended comments 
revealed both positive feedback and potential areas for improvement 

Characteristics 
Mother's ae:e, mean (SDI 32.714.24) 
Region of residence, n (%) 
Ontario 83185.6%) 
Quebec 14 (14.4%) 
Race, n (%) 
Non-racialized 60(61.9%) 
Racialized 17117.5%) 
Missing 20 (20.6%) 
Immigration Status, n {%) 
Canadian Citizen 70 (72.2%) 
Non-Canadian Citizen 10110.3% 
Missing 17 (17.5%) 

Tabl.•LBaseUnecharacteristics ofthe sample (n=97) 

Proportiono!medical coosultatioossoogt,tt,ylocaliont,yPCPattactrneot 

. ' 

T'moperlO(liornoolh> 

■ 

Trendinpo stnatalacess toprimarycareat2,4,and6mon ths 

Tomel)l!r.:.linmonths 

F[ture1. Line plot displaying the trend In postnatal access In the first 6 
monthspost-binh 

Propo,tOOoflocatioosfo,RoutlneVacdnelJplakebyPCPAl!aCM"lent 

l "" 

Fl&ure 2. Bar plot showing the proportion of medical consultations by location among 
participants withand without attachment to a primarycareprovider(PCP) 

Fl&ure 3. Bar plot showing the proponlon of locations where routine vaccinations were 
received among panicipants with and without attachment to a primary care provider (PCP) 

Dlstributlon of partlclpants'percelved utllltyof theheahh 
information sheets 

..... •- eo11o .... 

Flture◄.Distribution of familie:;' perceived utility of the health 
lnformatlon sheets based on the followingprompt:"l foundthls 
information sheet to be valuable-

Overall themes on the utility of the 
health 1nformation sheets 

Appreciation of Health 
lnformatton Sheets 

'"PostpwttJm,..mJnde,sa,a 
beneflclel. Th• sheet wu easy to 

read.• 

Vague/Common Knowledge 

'"Not twlpful for myself bwcaUH I 
wuawan,ofthlslnl'otma!lon 

alrn.dy.· 

Seeking Comprehensive 
Sources 

"If you havaanytfp, for toys that 
Mlpwlthdwelopment, thOH 
would be helpful to know for 

pannts." 

H6pital universitaire 
Academic Hospital 

05. 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 

• 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 
newborns1 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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BACKGROUND 

• As youth with complex healthcare needs transition from pediatric

to adult care, primary care providers (PCPs) play a vital role in

ensuring continuity of care.

• The Transition to Adult Care (TAC) Program at Sick Kids is a

hospital-wide program aimed to enhance health outcomes of

youth with complex healthcare needs through supporting safe and

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

community resources to promote continuity into adult care.

APPROACH 

• TAC program development was informed by provincial quality

standards, an environmental scan and knowledge user engagement

(people with lived experience, PCPs and adult subspecialists).

• The program offers transition specific support to youth, caregivers

and providers for approximately 2-3 years, including 1 year post­

transfer.

• Evaluation is based on measures of feasibility and usability, health

service utilization, costs and patient reported outcomes.

RESULTS 

• Preliminary findings indicate the value the TAC team adds to the

transition continuum and successful transition to adult services.

• The TAC team helps to enhance PCP's access to information,

support transition related tasks and facilitate communication and

connection with PCPs (Figure 1).

• Further opportunities to partner with adult care continue to be

explored.

CONCLUSIONS 

• 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, community

partners, adult subspecialists and PCPs.

Collaborative, team-supported transitions which partner 

with primary care providers, youth and families are 

associated with improved satisfaction and stronger 

attachment to adult services 

STRENGTHENING 

COLLABORATION 

TO SUPPORT 

ATTACHMENT 

ENHANCING 

ACCESS TO 

CLINICAL INFO 

FOSTERING 

TRUST& 

CONNECTION 

REDUCING 

BARRIERS TO 

IMPROVE ACCESS 

&ENGAGEMENT 

PCPs are essential partners in 

ensuring continuity and 

attachment for medically complex 

youth transitioning to adult care. 

For PCPs to feel comfortable and 

confident to provide quality care, 

access to relevant health 

information is integral. 

Positive communication pathways 

between PCPs, youth and families 

foster trust and sustained 

engagement. 

Reducing barriers for youth and 

families strengthens the 

foundation for sustained PCP 

access and attachment. 
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• Formal handover from pediatric services to PCPs

• Facilitating appointments and connection to adult 

resources 

• Proactive planning with PCPs, including emergency care

strategies

• Bridging pediatric and adult care by supporting PCPs with

access to historical information

• Sharing insights into effective past care strategies

• Continued involvement post-transfer

• Individualized transition planning to reduce fragmentation

• Coaching youth and families in healthcare communication,

self-management and building relationships with the PCP

• Setting expectations of shifting responsibilities, time and 

resource constraints in adult care

• Collaboration with community services to expand support 

networks

• Addressing caregiver burden and using a trauma informed

care approach

• Assisting with complex transition related administrative

tasks

Figure 1. Description of TAC activites that support transition outcomes thtough patnership with PCPs, youth, and families. 
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Results
Quantitative data showed mostly positive 
experiences, with EVC improving access and 
largely addressing health concerns.
EVC was most favourable among people 
with existing access to a regular FP or NP and 
routine health needs. 
Free-text responses highlighted mixed 
experiences, with some users frustrated by 
technological barriers (e.g., describing 
symptoms via text, uploading images) and 
preferring in-person care.

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.

Conclusions
We identified mixed experiences among EVC 
users.
EVC improves primary care access, but lacks 
the continuity needed for long-term chronic 
care management. 
EVC may complement in-person services but 
is insufficient on its own to resolve primary 
care access challenges.

Study protocol
Lavergne MR, Easley J, McDonald T, Grudniewicz
A, Welton S, Austin N, Correia RH, Doucet S, 
Gallant F, Hasan E, Hedden L. Examining 
experiences and system impacts of publicly 
funded episodic virtual care: protocol for a 
cross-provincial mixed methods study. BMJ 
Open. 2025 Mar 1;15(3):e099098.
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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.

Method
We used a mixed methods design:

Participants:
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.

Episodic 
Virtual Care:
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Patient experiences by 
medical complexity and 

provider attachment
Table 1. Summary of EVC visits

Currently have FP or NP Do not have FP or NP Total

(n=2,976)

Fairly routine 
needs

(n=1,344)

Complex needs

(n=279)

Fairly routine 
needs

(n=1,116)

Complex needs

(n=237)
Purpose of EVC visit, n (%)

For your own health needs
For someone you care for

1,082 (83.6)
206 (15.9)

236 (89.4)
27 (10.2)

1,032 (93.8)
64 (5.8)

213 (91.8)
18 (7.8)

2,563 (88.7)
315 (10.9)

Method to communicate, n (%)
Video call
Audio/phone call
Chat or text messages
Multiple ways

63 (4.7)
147 (10.9)

873 (65.0)
202 (15.0)

18 (6.5)
42 (15.1)

154 (55.2)
48 (17.2)

115 (10.3)
113 (10.1)

583 (52.2)
275 (24.6)

33 (13.9)
31 (13.1)

117 (49.4)
49 (20.7)

229 (7.7)
333 (11.2)

1,727 (58.0)
574 (19.3)

Type of clinician, n (%)
FP
NP
Unsure

356 (26.5)
716 (53.3)
215 (16.0)

79 (28.3)
118 (42.3)
66 (23.7)

277 (24.8)
665 (59.6)
147 (13.2)

60 (25.3)
125 (52.7)
47 (19.8)

772 (25.9)
1,624 (54.6)
475 (16.0)

Purpose(s) of visit, n (%)
Minor short-term health concerns
Ongoing health condition
Mental health concerns
Prescription renewal
New prescription
Referral for lab or diagnostic test
Referral to specialist physician

877 (67.7)
83 (6.4)
35 (2.7)

169 (13.1)
186 (14.4)

96 (7.4)
45 (3.5)

140 (53.0)
56 (21.2)
13 (4.9)

51 (19.3)
47 (17.8)
24 (9.1)
17 (6.4)

324 (29.5)
213 (19.4)

54 (4.9)
440 (40.1)
129 (11.8)
249 (22.7)
110 (10.0)

49 (21.1)
77 (33.2)
29 (12.5)
92 (39.7)
48 (20.7)
65 (28.0)
51 (22.0)

1,390 (48.1)
429 (14.9)
131 (4.5)

752 (26.0)
410 (14.2)
434 (15.0)
223 (7.7)

Table 2. Experiences during EVC visits

Currently have FP or NP Do not have FP or NP Total Fairly routine 
needs

Complex
needs

Fairly routine 
needs

Complex
needs

M SD M SD M SD M SD M SD
Accessing the appointment

It was easy to request a visit 4.33 0.98 4.04 1.14 4.07 1.11 3.65 1.20 4.14 1.09
The wait time was reasonable for me 4.29 0.97 4.05 1.06 3.91 1.13 3.52 1.29 4.06 1.10
The physical location was convenient 4.50 0.85 4.27 1.00 4.28 0.95 3.87 1.24 4.34 0.96

Experience of care
The clinician understood and responded to 
my needs and concerns 4.37 1.01 4.03 1.23 4.16 1.04 3.61 1.30 4.19 1.09

The clinician communicated in a way I could 
understand 4.43 0.92 4.20 1.08 4.25 0.97 3.83 1.18 4.29 0.99

I was involved as much as I wanted to be in 
decisions about health/treatment 4.31 0.99 4.12 1.15 4.11 1.06 3.63 1.33 4.16 1.08

4.31 1.02 4.04 1.20 4.12 1.06 3.63 1.35 4.16 1.09
Experience of technology

The technology was easy to use 4.22 0.96 3.94 1.14 3.98 1.07 3.79 1.11 4.07 1.05
The technology met my accessibility 
requirements 4.47 0.83 4.23 1.03 4.32 0.86 4.06 1.05 4.36 0.89

Follow-up information
I was satisfied with the information provided 
during the visit 4.21 1.14 3.82 1.36 3.95 1.19 3.33 1.43 4.00 1.23

I was satisfied with any referrals I received 4.04 1.26 3.59 1.46 3.72 1.34 3.15 1.49 3.78 1.36
Overall experiences

The visit met my needs 4.21 1.22 3.78 1.45 3.95 1.29 3.25 1.56 3.99 1.32

The visit was very short. It did what was needed for my 
-term 

connection needed to get continuous, preventive care 
that I would get from a family doctor.

- P4018, not attached, routine needs



Bridging the care gap between diagnosis of hypertensive disorders of 
pregnancy and prevention of future cardiovascular disease

Leigh Caplan1,3, Marsha Feldt1, Lani Copeland1, Karen Fung1, Tania Johannsen2,3, Ingrid Wirsig2, Kim Truong1, Melissa Demirjian1, Debbie Elman1,3, Karen Fleming1,3

1Sunnybrook Academic Family Health Team, 2Sunnybrook Research Institute, 3University of Toronto 

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).

INTRODUCTION

METHODS 

OBJECTIVE

DISCUSSION

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.

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

ITERATIVE PPHH WORKSHOP  REFINEMENT 

Team meets to 
discuss participant 

and provider 
feedback and 

impact of outreach 
strategy

Refinement of workshop 
content and outreach 

strategy

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

RESULTS: DEMOGRAPHICS

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)
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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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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
Iterative 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 ½ 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

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

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

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

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

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.

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

RESULTS: PARTICIPANT FEEDBACK

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

Demographic
Information

Age Race/Ethnicity 
(open-ended)

Sexual 
Orientation

Gender 
(open-
ended)

Marital 
Status

Household Income Education

Workshop
Attendees 
(7)

Range: 
(27-39)

Median:
34

Mean: 33

1 American
1 Canadian, British
1 Bi-racial White and 
Jamaican
1 Eastern European
1 Jamaican
1 Preferred not to 
answer
1 Unable to determine

3 Heterosexual
1 Preferred not to 
answer
1 Unable to 
determine
2 No answer due 
to technical issue

1 Cis Female
5 Female 
1 Preferred 
not to 
answer

6 Married
1 Unable to 
determine

1 <19,000 supporting 2
1 60,000-70,000 
supporting 5
1 120,000-150,000 
supporting 4
1 >150,000 supporting 4
1 >150,000 supporting 3
1 >150,000 supporting 2 
1 Unable to determine

3 Undergraduate 
3 Postgraduate
1 Unable to 
determine

Most important aspect of 
the workshop 

Opportunity to ask questions 
to the team
Examples of things that 
participants could do to be 
healthier
How diet affects blood 
pressure
Stress management
Concrete diet 
recommendations
Understanding CVD risk 
factors

about

Mental health
Intersection of race with 
postpartum health and targeted 
information for prevention
How to get more sleep
Hormonal changes and nutrition 
surrounding breastfeeding
Return to physical activity
How to explain health changes 
to partner
Warning signs
Preparing for future pregnancies

Suggestions for 
improvement

More time to ask questions
More time for presentations
More of the science behind 
how preeclampsia affects the 
heart in the long term and 
short term
How to advocate for testing 
and preventative care
Evening and weekend 
workshops



Let's start a movement rethinking the 

representational/ design space of clinical 

discrete and non-discrete concepts. 

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 results, 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. 

Over-dependence on static spatial allocation of widgets to delineate 
discrete data types causes display fragmentation and sacrificing 
portraying key relationships between them. Many healthcare providers 
report spending more time with pull-down menus than with patients'. 

Disjointed medical data forces healthcare 
providers to retain information in working 
memory. This is known as cognitive 
load'. Performing such cognitively­
straining processes in highly stressful 
and time-sensitive situations can lead to 
dissatisfaction, frustration, and burnout'. 

Healthcare providers are architects of the patient's treatment plan. 
Their job is to draft. propose, adapt, and revise medical plans. 

Where other industries have streamlined the joint drafting 
capabilities of a multidisciplinary team, healthcare is lagging 
sorely behind. 

Introducing Vurora Constellations 

The Vurora research prototype presents an 

alternative framework that is congruent with the 

clinical workflow and actively assists clinicians 

with live feedback. 

Aurora uses a domain specific language {DSL) to unify the different 
components of traditional EH Rs into one continuous workspace. The DSL 
is capable of capturing medical orders while simultaneously providing 
the expressiveness that would otherwise only be feasible in clinical 
documentation. We constructed a language specific to healthcare that 
not only captures what doctors do but is also machine understandable. 

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 /east and 5 being the most: 

We want to leverage existing 
aspects of modem design tools and 
apply them to EHRs. Here are some 
examples from other industries: 

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

Ima e B: SQL as a DSL that models 
entity relationships with visualization. 
This is an example of concept modeling. 

Image C: Software languages model 
data representations and algorithms, and 
balance expression of discrete and non­
discrete. {Note the comments.) 

ma e D: Although CAD {computer 
aided design) began with engineering 
and other technical fields, today they 
pervade the arts. 3D software provides 
artists and technicians the ability to 
visually simulate all the complexities 
of our physical reality. The success of 
these programs lies in how they handle 
the advanced computations in the 
backend, allowing the user to focus on 
bringing their creative visions to life. 

Core principles we are introducing to EHRs: 

� 

Expressiveness 
Formal discrete elements and their relationships are 
interleaved with supporting narrative. 

Synthesis of Information 
Information is displayed in a way that makes it easier 
to identify relationships between information. This is 
facilitated by an algebraic approach to composability 
of prebuilt protocols. 

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. 

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. 

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. 



Patient and Family Engagement in Population-Based Primary Care Research
Lucie Langford1, Rebecca Theal1, Gerhard Wendt1

1. Background

2. Approach

3. Results

4. Conclusions

Patient and family engagement in research is a robust and growing framework 
in Canada. Traditionally, this engagement involves including people with 
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. 

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. 

We rely on clinicians, researchers and people/families with lived experience to understand the problems patients in the region are facing and 
collaboratively design research questions to address these problems. Having a dedicated group of patients and family members who
understand the data EON collects, and the types of questions we can answer with this data will be invaluable for timely and relevant 
population-based primary care research. With the success of collaboratively embedding partners into our work, we will use lessons learned 
to expand the inclusion of patient and family partners in population-based primary care research throughout Eastern Ontario. 

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

Regular in-person and electronic communication helped to build strong and sustainable relationships between EON core staff and patient and 
family partners. To date, three partners are actively working with the EON team to support and direct key activities.

Figure 1: words describe the impact 
he has on population-based primary care research



PHASE I PHASE II PHASE III

Compassion
and Support

Offering 
Community 
Resources

Mandatory 
Reporting 

Obligations

Ensuring 
Patient 
Safety

How residents currently manage IPV:

Categories No. (%)
Not at all 
confident

Somewhat 
confident

Fairly 
confident

Very confident

Trauma informed Care Approach 3 (9.4) 14 (43.8) 12 (37.5) 1 (3.1)
Screening 3 (9.4) 19 (59.4) 8 (25.0) 0 (0.0)
Management 8 (25.0) 18 (56.3) 5 (15.6) 0 (0.0)
Reporting 12 (37.5) 12 (37.5) 4 (12.5) 1 (3.1)
Documentation 10 (31.3) 7 (21.9) 13 (40.6) 1 (3.1)
Referrals/Community Resources 8 (25.0) 19 (59.4) 1 (3.1) 2 (6.3)
Resources for self-directed learning 11 (34.4) 16 (50.0) 3 (9.4) 0 (0.0)

Categories Before Presentation - No. (%) After Presentation
Not at all 
confident

Somewhat

confident
Fairly 

confident
Very 

confident
Not at all 
confident

Somewhat

confident
Fairly 

confident
Very 

confident
Trauma Informed 
Care Approach

0 (0.0) 6 (54.5) 4 (36.4) 1 (9.1) 0 (0.0) 3 (27.3) 4 (36.4) 4 (36.4)

Screening 2 (18.2) 4 (36.4) 5 (45.5) 0 (0.0) 1 (9.1) 1 (9.1) 5 (45.5) 4 (36.4)
Responding to 
disclosure

1 (9.1) 4 (36.4) 4 (36.4) 2 (18.2) 0 (0.0) 1 (9.1) 6 (54.5) 3 (27.3)

Management 2 (18.2) 6 (54.5) 2 (18.2) 1 (9.1) 0 (0.0) 2 (18.2) 6 (54.5) 2 (18.2)
Reporting 1 (9.1) 4 (36.4) 5 (45.5) 0 (0.0) 0 (0.0) 0 (0.0) 6 (54.5) 4 (36.4)
Documentation 0 (0.0) 4 (36.4) 5 (45.5) 1 (9.1) 0 (0.0) 1 (9.1) 5 (45.5) 4 (36.4)
Referrals/Communi
ty Resources

3 (27.3) 2 (18.2) 3 (27.3) 2 (18.2) 0 (0.0) 1 (9.1) 5 (45.5) 4 (36.4)

Resources for self-
directed learning

3 (27.3) 3 (27.3) 4 (36.4) 0 (0.0) 0 (0.0) 2 (18.2) 5 (45.5) 3 (27.3)

$7.4 billion/year)4



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

Background
• 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

Objective
• 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 

Approach
• 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)

Preliminary Results
• 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 

Female Male

Place of birth 

Born in Canada
Born outside Canada

Race

Black White Asian Mixed Other

Housing 

Rents home or room in home
Lives in Shelter

Self reported physical health 

Poor Fair Good Excellent

Self reported mental health 

Poor Fair Good

Substance use

Does not use substances Infrequent substance use
Moderate substance use Frequent substance use
Very frequent substance use

Conclusions 
• 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)
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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
The Organisation for Economic Co-operation 

-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

Conclusion
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. 

Findings

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.

Discussion
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.

Facilitators

Facilitators and Challenges in Engagement and Data Interpretation/Use

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.

Created spaces for trust, 
transparency and interest to 
participate
Individualized data presentation 
tools as well incorporated 
feedback from multiple sessions
Clarity of language, use of 
summary narratives and creation 
of feedback loops

Complex visuals, 
especially on mobile.
Time constraints for team 
data review.
Limited accessibility for 
older or digitally 
underserved patients.
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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.

Introduction

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,

Costa, A.P. PhD, Correia, R.H. PhD
*Corresponding Author:: pasatz@mcmaster.ca

Findings

Methods

Objectives

1

Describe trends in the 
rostering of AL residents to 

FPs in Ontario, Canada, over 
the last decade.

2

Examine home-level factors 
associated with AL residents 

rostering and FP visits.

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

Fig 2: Forest plots depicting odds ratios of the association between the proportion of attached 
residents and exposures.

Fig 3: Forest plots depicting incidence rate ratios of the association between the number of primary care 
visits and exposures.  

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.

Interpretation

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 

Moshe Shegal BA', LinTao Hu BSc, MPH2, Erik Friesen, MD PhD2, Nadia Minian PhD',3,4, Marta Maslej PhD5,6, Terri Rodak 

MA, MISt', Carly Whitmore PhD8,9, Diana Sherifali PhD7,8, Peter Selby MBBS, MHSc1,3A,9, Osnat C. Melamed MD, MSc1,3A 

•Centre for Addiction and Mental Health (CAMH), 'Temerty Faculty of Medicine, University of Toronto, 3Department of Family and Community Medicine,
University of Toronto, •Campbell Family Mental Health Research Institute, CAMH, 5Krembil Centre for Neuroinformatics, CAMH, 6Department of Pgychiatry, 
University of Toronto, 7McMaster Evidence Review and Synthesis Team, McMaster University, 'School of Nursing, McMaster University, •Dalla Lana School 

of Public Health, University of Toronto 

camh 
Centre for Addk:tion and �ntal Health 

Introduction 

• In 2021, approximately 529 million

people had diabetes, projected to reach 

10% of the world by 2050. 

• Diabetes requires proper self-

management to prevent complications. 

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. 

Methodology 

• 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. 

I 
I 

I 

Studies identified through 
database searching(n =3107) 

Studies Identified through 
other sources (n = 7) 

Full-text articles assessed for 
eligibility(n=59) 

Studies Included In review 
(n= 16) 

Duplicates removed (n"' 1134) 

Studies irrelevant(n = 1921) 

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

Nochal!x>lint_,lion(n•22) 

P•��llclldoothavecll-..ln•1�1 

No!•�-<e.-..Ostudy(n•I) 
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Figure 1. PRISMA diagram of included studies 
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Figure 2. Proportion of studies assessing each outcome 
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Figure 3. Proportion of studies reporting positive outcomes 

among those that assessed each outcome 

Results 

• 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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Background 

• Persons with lived or living experience of dementia
(PWLLED) face complex health needs1 •2 

• PCPs (primary care providers) experience a burden
in caring for PWLLED and can benefit from timely
specialist advice2 

• eConsult offers PCPs with rapid advice from
specialists3 for improved patient care

Patient PCP Specialist 
• Co-design of research tools with clinicians enables

effective design, implementation, and dissemination
of research4 

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
feedback from
co-design
meetings

Results 

INTERVIEW GUIDE 

Sociodemographic 
questions 

PCP guide 

Integration of 
eConsult into 

clinical practice 
and understanding 

motivations for its use 

CO-DESIGN FEEDBACK 

Inclusive terminology: 

"patients" ➔ "persons"

Asking about needs 

for support 

Ensure up-to-date 

clinical guidelines 

Importance of including 

goals of care 

Space for open-ended 

reflections 

Specialist guide 

Identifying appropriate 
questions and clinical 

scenarios or 
applications for 

eConsult 

Conclusions 

• Engaging clinicians in the co-design of study
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 

Follow-up co-design 
session 

Interview 10-12 PCPs 
and specialists 

Environmental scan 
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"I think it's become reco nized that we [ACT] need to tak 
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Quote from individual interviews with a team lead (team 4) 
showcasing viewing health holistically 
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team, that would be the ultimate dream" 

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

integration 

Background 
People with serious mental illness (SMI) face barriers to quality primary care. Assertive 
Community Treatment (ACT) teams provide intensive mental and social health services 
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 

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. 

Results 
ACT team members view health holistically but see ACT as specifically responsible for 
mental health, while community primary care clinicians support physical health. 
However, clients often cannot access quality community primary care, so ACT teams 
sometimes provide basic physical care services (although strategies vary across 
interdisciplinary roles). Participants had diverse opinions about whether primary care 

should be formally integrated into ACT. ACT's primary care responsibilities increased 
during the pandemic, illustrating potential consequences and benefits. 

Conclusions 

"Each team handles the 

!111,I4im:nl,i·l·ld!!0®
different! ... In our team, we 

l,I·('l4·1'l4•Wi44i·ti1·i't§M 
we don't silo duties.' 

Quotes from individual interviews with a 
mental health worker (team 1) then social 

worker (team 4) illustrating variety of 

teamwork strategies 

"For me and for team 
members, when there's 
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e often will ask nurses to be 
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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. 

Contact: rthelen@uottawa.ca 



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 care1 

• 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,
affirming RNs as capable providers of well-child care2 

• Current healthcare system challenges, including the
workload of primary care providers, incentivize the
need for RNs to engage in well-child care delivery3 4 

• 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 identify 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 context in
high-income countries

What is the current state of the knowledge of the 
{n°) organizational attributes that influence RN

{('contributions to well-child care within the context 
O of primary care in high-income countries? 

Guiding Framework 
Nursing Care Organization Framework 

Adapted from Dubois et al.5 

Organizational Context 

Methods 
• Joanna Briggs Institute (JBI)

nine-stage scoping review
methodology

• Based on a previously
published a priori protocol6 

• Updated search of three
databases in June/July 2025

• 1536 titles/abstracts screened
by two independent reviewers

• Full-text articles screened
based on established criteria

• Data Extraction Tool to extract
and organize findings after
successful piloting of tool

Data Extraction Tool 

Study Citation 

Country 

Document Type 

Design 

Participants and Context 

(population; context) 

Delivery of well�hild care r,g,
(scope of practice} 

� (concept) 

Practice environment 

(concept) 

Capacity for innovation 

(concept) 

Staffing (concept) 

IR_! @ 
◄► 
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Preliminary Results 
• 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)

Staffing 

n= 10 

Organizational

Attributes 

Described or 

Reported in 

Studies (N=13) 
Capacity for Innovation 

Scope of practice is the 

most commonly described 

organizational attribute 

influencing RN 

contributions to wee 

(n= 13) (reported or 

described in all studies) 

Conclusions 

n = 12 

• 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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