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Opioid	
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Key	
  Objec-ves	
  

Background	
  
Opioid	
  Use	
  Disorder	
  (OUD)	
  
• Major	
  public	
  health	
  concern	
  worldwide	
  
• Increased	
  risk	
  of	
  morbidity	
  and	
  mortality	
  
• Harmful	
  eﬀects	
  on	
  the	
  individual,	
  society,	
  
health	
  and	
  social	
  systems	
  
Opioid	
  subs+tu+on	
  treatment	
  (OST)	
  
• Eﬀec+ve	
  pharmacological	
  treatment	
  
• Improve	
  overall	
  wellbeing	
  and	
  quality	
  of	
  life,	
  
reduc+on	
  of	
  criminal	
  ac+vity	
  and	
  reduced	
  risk	
  
of	
  blood	
  borne	
  infec+ons	
  
• Methadone	
  and	
  Buprenorphine	
  are	
  most	
  commonly	
  
used	
  in	
  North	
  America	
  
• Access	
  to	
  opioid	
  subs+tu+on	
  treatment	
  can	
  be	
  
challenging	
  for	
  many	
  Nova	
  Sco+ans	
  
• Historically	
  treatment	
  has	
  been	
  provided	
  in	
  
opioid	
  treatment	
  programs.	
  While	
  eﬀec+ve	
  
there	
  can	
  be	
  long	
  wait-‐lists,	
  and	
  the	
  loca+on	
  
of	
  clinics	
  can	
  pose	
  challenges	
  to	
  accessing	
  
these	
  treatment.	
  
• We	
  know	
  rela+vely	
  liQle	
  from	
  the	
  perspec+ve	
  of	
  
people	
  who	
  use	
  substances	
  about	
  their	
  thoughts	
  and	
  
experiences	
  on	
  accessing	
  opioid	
  subs+tu+on	
  
treatment	
  in	
  primary	
  care	
  and	
  research	
  from	
  their	
  
perspec+ve	
  is	
  needed	
  

Ra-onale	
  
Opioid	
  subs+tu+on	
  treatment	
  in	
  primary	
  care	
  has	
  the	
  
poten+al	
  to	
  increase	
  access	
  and	
  provide	
  integrated	
  
care	
  for	
  people	
  who	
  use	
  substances	
  
• LiQle	
  informa+on	
  is	
  known	
  on	
  the	
  barriers	
  and	
  
facilitators	
  to	
  accessing	
  and/or	
  providing	
  opioid	
  
subs+tu+on	
  treatment	
  in	
  primary	
  care	
  in	
  Nova	
  
Sco+a	
  and	
  this	
  research	
  will	
  help	
  to	
  ﬁll	
  this	
  gap	
  in	
  
our	
  knowledge	
  

Results	
  

To	
  explore	
  the	
  	
  barriers	
  and	
  facilitators	
  to:	
  
• Providing	
  opioid	
  subs+tu+on	
  treatment	
  in	
  primary	
  
care	
  from	
  the	
  perspec+ve	
  of	
  primary	
  care	
  
providers	
  in	
  Nova	
  Sco+a	
  
• Accessing	
  opioid	
  subs+tu+on	
  treatment	
  through	
  
primary	
  care	
  from	
  the	
  perspec+ve	
  of	
  people	
  who	
  
use	
  substances	
  in	
  Nova	
  Sco+a	
  

• Results	
  are	
  expected	
  to	
  be	
  available	
  Fall	
  2020	
  
• Results	
  will	
  be	
  disseminated	
  to	
  various	
  stakeholders	
  
and	
  may	
  help	
  to	
  inform	
  policy	
  and	
  programs	
  
• Results	
  will	
  address	
  gaps	
  within	
  the	
  current	
  body	
  of	
  
research	
  (e.g.	
  perspec+ve	
  of	
  people	
  who	
  use	
  
substances	
  and	
  other	
  primary	
  care	
  providers)	
  	
  

Barriers	
  

People	
  
Who	
  Use	
  
Substances	
  

Opioid	
  
Subs+tu+on	
  
Treatment	
  in	
  
Primary	
  Care	
  

Primary	
  
Care	
  
Providers	
  

Knowledge	
  Transla-on	
  

Facilitators	
  

• Master	
  of	
  Arts	
  in	
  Health	
  Promo+on	
  Thesis	
  
• Widely	
  disseminate	
  a	
  community	
  report	
  to	
  various	
  
stakeholders	
  (e.g.	
  Department	
  of	
  Health,	
  community	
  
based	
  organiza+ons)	
  
• Academic	
  publica+on	
  (e.g.	
  Interna+onal	
  Journal	
  of	
  
Drug	
  Policy)	
  

Methodology	
  

Methods	
  

Exploratory	
  
Qualita+ve	
  Design	
  

Modiﬁed	
  
Grounded	
  Theory	
  

Sample	
  

Purposeful	
  
sampling	
  

Primary	
  care	
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opioid	
  subs+tu+on	
  
treatment	
  in	
  primary	
  
care	
  

People	
  who	
  use	
  
substances	
  accessing	
  
opioid	
  subs+tu+on	
  
treatment	
  through	
  
primary	
  care	
  

Data	
  
Collec+on	
  

Semi-‐structured,	
  
one-‐on-‐one	
  or	
  
telephone	
  
interviews	
  

4-‐5	
  Primary	
  care	
  
providers	
  

4-‐5	
  people	
  who	
  
use	
  substances	
  

Analysis	
  

Thema+c	
  Analysis	
  

	
  

Activating Cancer Communities through an Exercise Strategy for
Survivors (ACCESS); A Patient Perspective
Caroline Straub, Melanie Keats, & Scott A. Grandy
Dalhousie University, School of Health and Human Performance

20
18

Results
Table 1: A demographic summary of all participants included in
the study.
Male (n=13)
Female (n=17)

It is estimated that 1 in 2 Canadians will be diagnosed with cancer
at some point during their lifetime. However, the number of
Canadians that survive at least five years past their cancer
diagnosis is also increasing. Unfortunately, increased survivability
comes at a cost as many cancer patients/survivors (CS)
experience short and long-term negative physiological and
psychological effects associated with their cancer and/or their
treatment. Thus, interventions are required to lessen the negative
effects of cancer and its treatment.

N

%

N

%

30-39 1

9.1

0

0

40-49 0

0

1

5.3

50-59 3

18.2

6

36.8

60-69 7

54.5

5

31.6

70-79 2

18.2

5

26.3

White 11

84.6

16

94.1

7.7

0

0

South Asian 0

0

1

5.9

Mixed Race 1

7.7

0

0

0

8

47.1

Prostate 3

23.0

0

0

Colon 2

15.4

3

17.6

Hematologic 2

15.4

1

5.9

0

2

11.8

46.2

3

17.6

Ethnicity
Chinese 1

Cancer Type
Breast 0

Rectal 0

Purpose

Other 6
16

Answer Frequency

To explore participant perceptions on program barriers,
facilitators, benefits and overall satisfaction with the ACCESS pilot
program.

Methods

14
12
10
8
6
4
2
0

Age, mean

Physical activity (PA) represents a potential intervention that could
be used to lessen the effects of cancer and its treatment as it has
been shown to have positive effects across the cancer continuum
on physiological and psychological well-being. However, despite
the established benefits of PA, very few CS meet PA guidelines to
achieve health benefits. The ACCESS study was launched in
Halifax (September 2018) and offers a free 12-week supervised
exercise program for CS.

Answer Freqency

Introduction

16

Joined a gym

Other

Continue with ACCESS

Future Exercise Plans

Figure 5: Participant future exercise plans.
Table 2: Participant interview quotes.

Participant Quotes
003 (Male, Renal Cancer). “There was a small poster on the
wall in the office where I met oncologist.”
008 (Male, Esophageal Cancer). “... this facility gets backed
up pretty quickly with parking. I try to do all my appointments
(chemo and exercise) early in the morning to get parking.
Otherwise it is very difficult to get parking down here.”
005 (Female, Breast Cancer). “I experienced increased
energy and decreased fatigue and overall, I think I gained
some strength as well. The program was positive, it really
helped me get through everything.”

14
12

001 (Male, Prostate Cancer). "I think I've improved my
abilities, so I'd like to see how that goes to see if I can
continue to add some strength and to keep that weight in
check.”

10
8
6
4
2
0

Doctor

ACCESS is an implementation study. This sub-study used semistructured post-intervention interviews to assess participant
perceptions` of the program in order to assess program efficacy
and sustainability. The focus of the present study was the post
program interview. In brief, interviews were conducted in person
and recorded. The interviews were transcribed, then the
responses were categorized and the frequency of the various
responses were calculated.

Self referral

Other HCP

Referral Type

Figure 2: Avenues by which participants learned of the program.
16

Answer Frequency

14

CS recruited through physician or self
referral.

12
10
8
6
4
2
0

Pre-intervention fitness and psychological
measures taken.

Conclusions
• Participants experienced various barriers and benefits during
the ACCESS program. However, the number of benefits that
participants experienced was greater than the number of
barriers experienced.
• The ACCESS program is effective as it was shown to
improve subjective physical, psychological and social
outcomes.
• The ACCESS program appears to have led to a lifestyle
change as all participants planned to continue being
physically active once they completed the program.
• These results will be used to improve the sustainability and
feasibility of the ACCESS program by reducing perceived
barriers.
• Data collection is ongoing and will continue to reveal further
participant perceptions regarding ACCESS.

Program Barriers

Completion of an individualized 12-week
exercise program.

Figure 3: Participant perceived barriers to ACCESS.
35

I would like to thank the participants and entire ACCESS team
for their continued work on the ACCESS program/study.

Participants completed post-program
interview.
Results used to assess overall perceptions
of barriers and benefits of ACCESS.

Answer Frequency

30

Post-intervention fitness and psychological
measures taken.
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Program Benefits

Figure 4: Participant perceived benefits of ACCESS.

Figure 1: Study Protocol.
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Primary Care Prescribing Patterns for Patients Prescribed
Chronic and High Dose Opioid Therapy: An Observational
Study Using Electronic Medical Record Data
Isaac Bai1, Mathew Grandy2, Heather Neville3, Sarah Sabri2, Beverley Lawson2, Jessica Nowlan2, Ingrid Sketris1
1College

of Pharmacy, Dalhousie University, 2Department of Family Medicine, Dalhousie University, 3Nova Scotia Health Authority

Background
• Chronic opioid therapy (COT) prescribing for non-cancer pain has
increased dramatically in Canada, despite limited evidence.

Results
Figure 1. Prevalence of eligible patients prescribed opioids in
family practices in 2017

Figure 4. Top six opioids prescribed in family
practices by defined daily doses (DDD)

• There are known risks associated with chronic and high dose opioid
therapy, such as misuse, abuse, tolerance, physical dependence, addiction,
overdose, and mortality.
• 2017 Canadian guidelines for opioids for chronic non-cancer pain
recommended restricting the dose to less than 90 morphine milligram
equivalents daily (MME) in patients who are beginning long term opioid
therapy.

Objectives
• To determine the feasibility of using electronic medical record (EMR)
data to describe opioid prescribing patterns among patients prescribed
COT in family practice clinics.

Figure 2. Prevalence of patients prescribed chronic opioid therapy
(COT) and number of prescription records for patients prescribed
opioid therapy in family practices in 2017

Other results
• Median MME for patients prescribed COT: 40 (range 0.66 - 1448)

Limitations
•

Methods
Design
•

A retrospective secondary analysis using primary care EMR data.

Setting and Participants
•

•

Adults (age 18 or over) with at least one opioid prescription in 2017 in
27 rural and urban family practices in Nova Scotia, which contributed to
the Maritime Family Practice Research Network (MaRNet-FP).
Exclusions were cancer patients and palliative patients, identified using
ICD-9-CM diagnostic codes.

Outcome Measures
•

Prevalence of patients prescribed COT (defined as ≥84 days).

•

Prevalence of patients prescribed high dose COT (>90 MME/day on
average).

•

Quantity of prescribed opioids in all patients in 2017, measured in
defined daily doses (DDD).

Assumptions
• Records with exact same components were identified as duplicate entries.
Only one of the entries was retained as the correct record.
• PRN (as needed) prescriptions were calculated at maximum dosing.

Some EMR records were incomplete. Other completed fields were
used to calculate the duration, if duration was not available in the
original record.

Conclusion and Future Research Aims
• Patients prescribed COT and high dose COT were identified in the
feasibility study. This information may help primary care prescribers
assess their opioid prescribing practice.
• Future research will examine patient and prescriber characteristics,
urine drug screening, and concurrent sedative/hypnotic therapy in
order to provide feedback to prescriber.

Figure 3. Prevalence of patients prescribed high dose chronic
opioid therapy (>90 morphine milligram equivalence (MME)/day on
Acknowledgments
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Accessing sexual violence services and supports: Exploring the perspectives
of women living in rural places
Clare Heggie, MA Health Promotion

Methods

Background

Data Collection:
• 10-12 women will be interviewed on their experiences via
semi-structured interviews.
• Interviews will be conducted in Antigonish County,
Guysborough County and rural Cape Breton.

• Women face many barriers accessing formal and informal
services and supports in response to sexual violence
• Women living in a rural area face additional barriers to
access that interact with and exacerbate marginalization.
• Services and supports are urgently needed to adequately
respond to, and support women who have experienced,
sexual violence.

“Sexual violence is any sexual act,
attempt to obtain a sexual act, or
other act directed against a
1
person’s sexuality using coercion, by
any person regardless of their
relationship to the victim, in any
setting.”

Analysis:
• Thematic analysis of all data will describe the decisionmaking process of women who want to seek services and
supports and identify barriers and facilitators to service
access and utilization.
• Analysis and discussion will be rooted in critical feminist
theory.

Formal general
services
Formal sexual
violence services

Purpose & Objectives
• This proposed study aims to explore and understand the
service and support access experiences of adult women
living in rural Nova Scotia who have experienced sexual
violence.
• Objectives are to understand :
• The services and supports that women want to access,
attempt to access, or access and why
• The barriers and facilitators to accessing services and
supports in a rural area
• What services and supports women think are needed in
their communities to respond to (and prevent) sexual
violence

An informal support is
anything that exists outside
of formal services and
could include friends,
family, informal women’s
groups and online
communities.

“A person’s identity and social location—
determined by their gender, socioeconomic status, ethnicity, age, race,
ability, sexual orientation, and
employment status or income— can leave
some people
more
vulnerable
to
2
experiencing sexual violence than others.”
Results/Implications
• Will help inform decisions about service and support
delivery and development in rural places
• Will fill a gap in literature by focusing on the perspectives of
women living in rural places and build a foundation for
future research.
• Collaboration with the Antigonish Women’s Resource
Centre will allow for results to inform ongoing development
of community response to violence networks.

Contact

1. World Health Organization (2006). Sexual violence. Violence and injury prevention. Retrieved from:
https://www.who.int/violence_injury_prevention/violence/global_campaign/en/chap6.pdf

Clare Heggie
School of Health and Human Performance, Dalhousie University
Clare.Heggie@dal.ca

2. Breaking the Silence (2017). Breaking the Silence: A coordinated response to sexual violence in Nova Scotia. Retrieved from:
http://www.easybib.com/guides/citation-guides/apa-format/how-to-cite-a-report-apa/

Types of collaboration and provider characteristics associated with
improved primary care access: Results from the Nova Scotia MAAP-Study
J. Bradley1, E.G. Marshall2, Rick Gibson3, B. Lawson2, R. Martin-Misener4, C. O'Connell2
1

Background
Accessible primary health care (PHC) provides better preventative care, reduces
hospitalizations, and improves patient satisfaction 1-3. Collaborative models of PHC
are being adopted as a strategy to improve PHC in Canada.
There are critical knowledge gaps on primary healthcare in Nova Scotia, including
evidence on the existing models of PHC, the current application of collaboration, or its
impact on healthcare outcomes in Nova Scotia.

Collaboration
Pronunciation: kō′lab′ōr-ā′shŭn
Definitions:
1. A coordinated effort by two or more people or functional entities.
2. Process of working together toward a common end by various participants (clinicians,
researchers).

“There is general agreement that collaboration is a way to establish a
sustainable and affordable health care system. But to date, the scientific
evidence for this is ambiguous.”
- Schepman et al 2015

Key Objectives
❖Elucidate access to primary healthcare providers
❖Explicate models of primary care
❖Examine how practice & provider characteristics & models of care are associated
with access
❖Link characteristics of providers and practices to healthcare system outcomes

Methods

Dalhousie School of Medicine, 2 Primary Care Research Unit, Dalhousie Department of Family Medicine, 3Nova Scotia Health Authority, 4 Dalhousie School of Nursing

Results

Key findings
❖ Only 10.5% of providers in NS are accepting new patients unconditionally
❖ Most providers have multiple collaborative elements; range & number vary
❖ Three factors: Formal Protocols, Shared, Resources, Shared Patients
❖ Providers who reported collaborative elements involving Formal
Protocols and Sharing Patients were more likely to be accepting new
patients unconditionally and had shorter wait times for routine
appointments
❖ Having Formal Protocols and Sharing Patients (i.e. collaborating in
patient care) is significantly more predictive of improved access than
simply sharing resources (i.e. business-related collaboration, co-location)

Conclusion
Collaboration that is deliberative and structured with shared patients and
formal protocols may lead to improved access and availability of providers.
There is an opportunity with the development of new collaborative care team
models to ensure meaningful patient-oriented collaboration to benefit teams
and the patients they serve.

Next Steps
❖ Practice Profile mailouts on: comprehensiveness, practice organizations,
models of care
❖ KT: event with providers and decision-makers to discuss findings &
solutions; publications
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Analysis
❖ The relationship between each predictor and outcome was examined using univariate
regressions.
❖ To determine if separate collaborative elements represented cohesive underlying
constructs, the 21 collaborative measures gleaned from the surveys were subjected
to a Principal Component Analysis.
❖ Participants scores on these components, or factors, then became predictors in
multivariate regressions examining the relationships among the factors, provider
demographics (age, sex, country of training) and outcomes that measured provider
accessibility.
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The State of the Science for Women-Centred
Perinatal Health Research in Carceral Contexts
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Theoretical Framework

Purpose
To synthesize research examining the
maternal health experiences of women
incarcerated during the perinatal period

Introduction
• Women’s imprisonment is rising internationally.
• From 2005-2014, the number of women in federal
prisons in Canada rose 66% [1].
• Two-thirds of women prisoners are mothers [2].
• Incarceration of women may present risks to
maternal physical and mental health in pregnancy,
birth, breastfeeding and postpartum [3,4,5,].

• Women-centred.
• Attend to women’s health and to how women would
define meaningful, healthful outcomes.
• Philosophy that incarcerated women have a right to
healthful pregnancies, safe births, information, choice,
breastfeeding and parenting experiences.
• Acknowledge women experiencing incarceration have
complex health histories, disproportionate exposure to
racism, violence and sexual abuse, poverty, mental
illness and substance use disorders [6,7,8].
• Apply intersectional feminist theory as a guiding
framework to examine identities and discrimination,
such as racism, ableism, homophobia, cissexism, and
class privilege that impact socio-economic experience.
• Intersectional feminism is an analytical tool for
conducting research and aims to create solutions for
advancing health equity [9].

Methods

Questions
• What are the maternal health outcomes and
experiences among incarcerated women that have
been determined?
• Where is research being conducted?
• What methods are being used?
• What is the quality of the research?
• What are the findings?
• What areas are under-investigated?
• What are the methodological challenges with
research in this area?
• What issues must future research address?’

Women-Centred

Julie Bilotta
and her son
Gionni
Garlow,
who was
born in jail
in Ottawa,
Canada in
2012 and
died a year
later. Photo
used with
permission.

PRISMA

Methodology:
• Joanna Briggs Institute (JBI) Systematic Review.
• Support of a medical research librarian.
Search Strategy:
• MeSH and key terms
• CINAHL, PubMed and PsycINFO databases;
ProQuest - Dissertation, first 100 hits Google Scholar
• hand searching key journals.
Inclusion/Exclusion Criteria:
• Empirical studies (qualitative, quantitative and mixedmethods) in English or French, no date limits.
• Populations included women or transgender
individuals incarcerated at any point during the
perinatal period, defined as pregnancy, labour, delivery
and first 6 months postpartum period [10].
• Settings included all types of carceral facilities.
• Excluded non-research, case studies and reviews,
studies of infant outcomes and non-health outcomes or
outcomes nonspecific to the perinatal period.
Screening
• Two step screening process, two reviewers working
independently
• Data extraction: title, author(s), year of publication,
country of publication, purpose, design, population,
sample size, relevant outcomes and relevant findings.
• McGill Mixed Methods Appraisal Tool for Quality [11]
Please see our publication:
• Paynter, M.J., Drake, E., Cassidy, C., & SnelgroveClarke, E. (2019). Maternal Health Outcomes for
Incarcerated Women: A Scoping Review. Journal of
Clinical Nursing. DOI: 10.1111/jocn.14837

Findings
• 13 studies published between 1989-2014 [12-24].
• 12 in United States and one in Australia.
• Designs: 3 qualitative, 4 cohort or survey studies, 4
case-control, 2 mixed qualitative and quantitative. Of
varying quality and with few significant conclusions.
• Sample sizes varied from 12 to over 40,000.
• 6 studies examined method of delivery, 6 gestational
complications; 2 stress; 4 peripartum depression,
3 maternal experiences, 1 sterilization.
• 1 study mentioned breastfeeding [12].

Conclusion
Future research must:
• Examine breastfeeding with this population.
• Examine impact of carceral force, such as shackling,
solitary confinement, strip-searching, and restraints.
Health care providers working with this population:
• Attend to trauma incarcerated women experience
• Advocacy, compassion, preserve dignity & autonomy.

Doctoral Research Funders

Primary Care Use & Health Characteristics of People Living with Dementia in
Nova Scotia: Literature Review & Future Steps with MaRNet-FP Data
N.E. Horne1, E.G. Marshall2, M.K. Andrew3, C. O’Connell2
1

Background
An Aging Population
❖Nova Scotia is tied for the highest proportion of older adults (ages 65+) in Canada with an
increase of 19.9% between 2011 and 20161
❖Prevalence of dementia rises with age2 affecting over 20% of adults 85 and older3

Dalhousie School of Medicine, 2 Primary Care Research Unit, Dalhousie Department of Family Medicine, 3Geriatric Medicine, Dalhousie University

Research Question

Analysis

What factors influence the number of family physician visits by community dwelling adults 65
years and older with and without dementia in Nova Scotia?

❖ Linear regression analysis will be performed to investigate whether dementia diagnosis is
associated with number of visits

Proposed Study

❖ A backward elimination linear regression will be used to determine the factors that are most
influential to the number of family physician visits

❖ A retrospective cohort study using data from the Maritime Family Practice Network
(MaRNet-FP) to determine frequency of family physician visits by patients 65 years and
older and characteristics influencing this frequency

❖ Linear regression analysis will be used to assess if people living with dementia are prescribed
different types and number of medications versus patients with no dementia

❖ MaRNet-FP is a contributory to Canadian Primary Care Sentinel Surveillance Network
(CPCSSN)

❖ Linear regression analysis will be used to assess if there are differences between men and
women in the types and number of medications prescribed

❖ CPCSSN collects data from electronic medical records (EMR) which contain patient
demographics, chronic diseases, medications and treatment to understand disease trends
across the country and improve patient care

Using What We Know
❖ The study will contribute to a national picture of factors
influencing health care use by older adults and identify
any unique characteristics pertaining to Nova Scotia.

Methods
Note: Adapted from “Population change from 2011 to 2016 for the age group 65 years and over, by census division (CD)” by Statistics Canada.
Census of Population. 2011 and 2016. statcan.gc.ca. Retrieved from https://www12.statcan.gc.ca/census-recensement/2016/geo/mapcarte/ref/thematic-thematiques/as/files-fichiers/map-carte-9/2016-92173-002-001-003-07-eng.pdff

Research Subjects & Variables
Older Adults 65 + as of Jan 1, 2017
and living as of Jan 1, 2019

Value of Primary Care for Older Adults
❖Greater continuity and comprehensiveness for complex
patient needs4

Older Adults with Family Physicians Visits between
Jan 1 , 2017 - Jan 1, 2019

❖Increased continuity of care decreases number of emergency
department (ED) visits5–8hospitalizations5,6 and morbidity5

Exclude those without a family physician visit in this time period

Health Care Use for Older Adults

❖Multimorbidity11–13, polypharmacy14,15 (multiple medication prescriptions), age11,16,17,
gender7,10,15,16,18 and rurality9,19 have all been suggested to impact use of various health
services

Dementia Care
❖Patients with dementia have more chronic conditions, more medications and more family
physician visits than patients without dementia 14

Dementia Diagnosis as of
Jan 1, 2017

No Dementia Diagnosis from
Jan 1, 2017 – Jan1, 2019

Age

Age

Male/Female

Male/Female

Rural/Urban

Rural/Urban

Type/Number of Chronic Conditions

Type/Number of Chronic Conditions

Class/Number of Prescription Medications

Class/Number of Prescription Medications

Key Objectives

❖Dementia exacerbates the impact of multimorbidity and age on risk of ED visits, hospitalizations,
movement into long term care and mortality11

❖Determine if the following characteristics impact visit rates: age, gender, rural versus urban
residence, number of chronic conditions, type of chronic conditions, number of medications,
type of medications

12,

impacts daily function. Dementia typically impacts memory; and may also affect other domains of
cognition such as orientation, attention and concentration, judgement, calculation, language and
capacity to learn. Motivation, emotional control and social behaviour may also be impaired.
Dementia has a number of causes, the most common of which include Alzheimer’s Disease and
vascular brain changes, though there are many other potential contributors and risk factors.

A better understanding of characteristics impacting
access to family physicians for adults 65 and older in
Nova Scotia, with and without dementia
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Reallocation Model for Rural Nova Scotian
Provider Panels: Impact on Access

BACKGROUND
Location : Northern Zone, Nova Scotia
Providing Service to : Westville, Pictou
Counties, New Glasgow

CURRENT STATE DATA

MODELING

• Available Sources – EMR appointments, Time Studies,
Shadowing, FTE

Model 1, Streamline

• Extractable Data - Working hours, Cycle Time
(appointment length), total number of patients in
clinic, frequency of patients accessing the clinic

The Team :
Core – 3 Physicians, 2 Nurse
Practitioners, 2 FPNs
Allied Health - Psychologist (specialized
in Geriatric), Psychiatrist, Dietitian
Administrative – Administrative Lead,
Clerical Staff

TRADE OFF OBJECTIVES
Objective: Reallocate patients among providers in the
clinic, such that,

• Identified strategies to redistribute patients to minimize
over time and/ or wait time
• Developed strategies to balance work load among
providers

Availability (based on EMR)
Provider
Slots/day
Slots/per
18 Months
Provider A 31
5239
Provider B 33.75
5704
Provider C 29.67
2878

• Overtime is Minimized

Provider A

Provider B

Provider C

7636

7399

4985

2155

1543

1430

Model 2, Holistic

𝑛𝛽

𝑛𝜖

= 𝑚𝑖𝑛  𝑓(𝑂𝐹𝛼 ) +  𝑓(𝑂𝐹𝛽 ) +  𝑓(𝑂𝐹𝜖 )
𝛼=1

𝛽=1

𝜀=1

• Wait time in Minimized

Historical Appts
over 18 months
Approx. Panel
(excluding out of
clinic)

Additionally seen 77
patients (cross

𝑛

244

• Discussion with Staff & Physicians to identify
potential patients
• Plan of action for incorporation of new provider
in Fall, 2019
• Adaptability and Spread-ability

75

• *Consideration of Group Medical Visits, and
Virtual Homes based on Disease Classification

coverage)

𝑂𝑏𝑗. 𝑀𝑖𝑛𝑖𝑚𝑖𝑧𝑒 𝑊𝑡 = 𝑚𝑖𝑛  𝑓(𝑊𝑞 )𝑥 × 𝑇𝑡
𝑥=1

*Out of Project Scope

TIMELINE

CONSIDERATIONS
𝐿𝑏 ≤ 𝑈𝐴 ≤ 0.9999
• Attachment (Each
patient in clinic must have
MRP)
𝑃𝑥,𝑗 ≥ 𝑃𝑐𝑢𝑟𝑟

• Patient Classification
Consistency
𝑃𝑗 ≥ 𝑃𝑐𝑢𝑟𝑟𝑗, 𝑓𝑜𝑟 𝑗 = 1,2, … . ∁
• Feasibility, (Least
Disruptive)
𝑃𝑐𝑢𝑟𝑟𝑥,𝑗 − 𝑚𝑃𝑐𝑢𝑟𝑟𝑗 ≤
𝑃𝑗 ≤ 𝑃𝑐𝑢𝑟𝑟𝑥,𝑗 + 𝑚𝑃𝑐𝑢𝑟𝑟𝑗

KEY REFERENCES
• Providing Timely Access to Care: What is the Right Patient Panel
Size?

Subject To:
• Utilization (Avg. & Max)

FUTURE WORK
• Verify and Validate model & results

𝑀𝑖𝑛𝑖𝑚𝑖𝑧𝑒 𝑂𝐹
𝑛𝛼

• Identification and communication of current state
operations to Collaborative Team
• Identified how to redistribute patients among
physicians, and to new providers as needed.

• Calculatable Data – Utilization, Overflow Frequency,
Appointments per Patient, Panel Size, Forecasted
Demand, Frequency Classification of patients

Staff Meetings : Weekly

RESULTS

Patient Classification
Class

Tasks

Appt Frequency in 18
Months

-

Nov

Dec

Jan

Feb

Mar

April

May

June

July

Aug

Green, Linda V. and Murray, Mark et al.
Joint Commission Journal on Quality and Patient Safety, 33, no. 4 (2007)

Understand

Min

June Aug Sept Oct

Max

• Reducing delays for medical appointments: A queueing approach.
Green, Linda, and Sergei Savin.

A

0

-

2

Data
Collection

B

3

-

5

Analyze

C

6

-

8

D

9

-

12

Optimization
Modeling
Feasibility

……
Suggested
Improvement

Operations Research, 56, no. 6 (2008)
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Ryley Urban, ryley.urban@dal.ca
Dr. Peter Vanberkel, peter.vanberkel@dal.ca
Dr. Aaron Smith, aaron.smith@nshealth.ca
Dr. Tara Sampalli, tara.sampalli@nshealth.ca
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Perinatal Experiences Among Recently Resettled Syrian Refugees:
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BAC KG RO U N D

P RO P O S E D M E T H O D S

•

Currently, an estimated 68.5 million people have been forcibly displaced from their
homes due to discrimination, war, and poverty (UNCHR, 2018)

•

Since 2016, Canada has resettled over 90,000 refugees, with over 140,000 new
refugees anticipated to arrive by 2020 (Government of Canada, 2017; 2018)

•

Accessing healthcare services is one of the biggest challenges facing resettled refugees
upon arrival (Ahmed et al., 2016)

•

Previous studies have highlighted barriers to care in a variety of healthcare settings,
including: differences in language and culture, a limited understanding of the
Canadian healthcare system, lack of transportation, and experiencing culturally
inappropriate care (Ahmed et al., 2016)

•

Perinatal health care services (prenatal care, labour and delivery, and postpartum
care) are particularly challenging to access for resettled refugees (Khanlou et al., 2017)

•

Pregnancy necessitates frequent and
ongoing interactions with the health
care system, often involving a variety of
health care providers (e.g., family
physicians, obstetricians) across
numerous settings (e.g., family health
clinics, obstetrical clinics, hospitals)

•

Spontaneous
Verbal Communication

Barriers and facilitators to perinatal
care for resettled refugees have not
been well studied in Canada or Nova
Scotia

O B J EC T I V E S
1.

Explore barriers and facilitators to perinatal care facing recently resettled Syrian
refugees who have had children in NS. Views will be offered from two perspectives:
A. Recently resettled refugees who had children in Nova Scotia
B. Healthcare providers and resettlement workers who have provided or
coordinated care for them

•

•

•

•

•

Participants:
• 8-12 recently resettled Syrian refugees
• 8 healthcare providers and private or government sector
refugee resettlement workers
Inclusion Criteria:
• Women must have had a baby in Nova Scotia within the past
four years and be at least 6-months post-partum
• They must speak either Arabic or English
• Healthcare providers and resettlement workers must have
significant experience delivering or coordinating care for
resettled Syrian refugees
Recruitment:
• Participants will be recruited with the assistance of community
gatekeepers
• Health care providers through the appropriate community
organizations
Procedure:
• 1-2 focus group interviews will be conducted with the Syrian
women
• An Arabic interpreter will be used during the focus group
• Individual, semi-structured interviews will be conducted with
healthcare providers and resettlement workers
This research project will be approved by the Dalhousie Research Ethics
Board

S I G N I F I C A N C E & I M P L I C AT I O N S
•

•

This study will highlight the lived experiences
of recently resettled refugee women and
their experiences accessing perinatal care
Findings will help to inform policy guidelines
and services aiming to improve access to
necessary perinatal services in NS

@EmmaStirlingCam
emmacameron@dal.ca

Access to Community Services, Barriers and Facilitators for Use of Public
Transportation by Older Adults: A Scoping Review
Neda Alizadeh, Shahriar Parvaneh, Hannah Goettl, Michelle Hau

Problem

Results

❑ Growing need for affordable and accessible transportation options for older adults,
❑ Few studies have explored factors that influence the use of public transport by older adults,
❑ Access to public transportation links with health and social outcomes for older adults.

Mobility

Health-care
Access

Institutional

Affective

Occupational Factors
Social

Environmental Factors

Cultural

Independence

Social
Participation

❑ Five themes (physical environment, institutional environment, social environment, geographical location, and
person-level factors) developed.
❑ Themes were informed largely by the Canadian Model of Occupational Performance and Engagement (CMOP-E)
❑ Themes categorised into two levels (Environmental and Personal Levels) to described factors influencing use of
public transportation by older adults.

Personal Factors
Leisure

Physical

Objective & Research Question
Methods

The Arksey and O’Malley (2005) methodological framework:
Stage 1: Identifying relevant studies,
❑ Study Criteria: (1) Senior Participants (60 and +); (2) Focused on barriers and/or facilitators to
public transportation, (3) Peer-reviewed article; (4) Published in English;
Stage 2: Developing and implementing a strategy for study selection,
Stage 3: Charting the data,
Stage 4: Collating, summarizing and reporting the results.
Three researchers screened and reviewed articles

•
•
•
•
•

In-transit / Vehicle
Stops/Stations
Information, signage, & technology
Route/Road Conditions
Weather
Noise

• Bus driver behavior
• Passenger Behaviors
• Societal perception of public
transport use
• Social support

• Timing and scheduling of services)
• Cost/funding
• Availability of services, routes, and
connections
• Ticketing procedures and payment
• Staffing
• Resources for education on public
transportation access and use
• Regulation and policies

Identifying barriers and facilitators to public transportation use in older adults (60 and +)
What is known from the existing literature about the barriers and facilitators for use of public transportation
by older adults?

• Distance to stop (Long distance)
• Location (Semi-rural/rural
areas )

•

Discussion

#1

• A greater number of factors for physical and institutional environment themes
• Women are more familiar with public transportation (more involved with child’s transportation, reduced
access to private vehicles)
• Overlapping themes in both environmental and personal-level factors

Direction for Future Research
1. Understanding which factors have the largest impact on the use of public transportation for older adults
2. Explore whether the proposed changes are effective in increasing the use of public transportation by older
adults, without private means of transport
3. Efforts to include a relatively equal proportion of males and females in future research samples

References
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Let’s Talk About Sex: A mixed-methods study of student awareness of and access to sexual health
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INTRODUCTION

METHODS

RESULTS
QUALITATIVE ARM:
• Structured interview consisting of 4 open-ended
questions.

Figure 1. Rates of sexually transmitted infections (STIs)
in Canada for different age groups. (adapted from 1).

PURPOSE
1. Assess
university
student
knowledge, perceived and actual,
of STIs and general sexual health.
2. Evaluate
university
student
awareness of, access to, and use of
sexual health primary healthcare
resources.

CONTACT
Michael Cardinal-Aucoin
Assistant Professor
St. Francis Xavier University
2320 Notre Dame Ave
Antigonish, NS, B2G 2W5
Email: mcardina@stfx.ca
Phone: (902) 867-2665

a

19 yrs., BASH, First year

“I was taught babies were made by God, STIs were never
addressed.”

18 yrs., BA, First year

“I don’t recall ever being informed about heath care resources
on or off campus by St.FX faculty.”

19 yrs., BS, First year

“St.FX health clinic needs to be made more visible, I don’t
think the university realizes how many people have STIs on
campus.”

20 yrs., BSN, Second year

“There is over 5000 students, most of which are sexually
active and there is only three nurses on campus to test all of
them.”

18 yrs., BSC KIN, First year

“In University I hear of more occurrences of STIs, but it has
not erased the stigma surrounding the topic.”

C

87
2
8
1
2
1

F(4, 75) = 1.29, p= 0.28

Number of sexual partners

Figure 2. Student knowledge of STIs and general sexual health.
Data analyzed for heterosexual females grouped by number of
sexual partners (mean = 3.4 ± 0.1).

2. Though most students prefer to use on-campus
resources, many are unaware of them, and of
those who are this information often came from
word of mouth/friends (Fig. 3).
A

Healthcare resources aware of

Hospital

B

Healthcare resources used

Orientation
package

Afterhours
clinic

Word of
mouth

Poster
Campus
health center

Women’s
M
en clinic
’s
cli
nic

Campus
Health
Center

Women’s
clinic

lty
cu
a
F
Nurse

Friends

Parents

D
57
16
17
12

Information sources –
aware of

E

Online

Information sources –
used

Friend

Friend

Online
Faculty

Physician

• Preliminary analyses suggest that knowledge about
STIs and sexual health varied with gender and degree
program, but more data are required to confirm these
results.

Physician

Faculty

IMPLICATIONS
• This deficit in knowledge about sexual health and
related primary care resources combined with certain
high-risk sexual practices prevalent today are likely
responsible for the increased rates of STIs in the
college/university student population3.
• Results from this research will be used to develop and
implement meaningful evidence-based strategies to
improve knowledge of sexual health and related
primary health care resources in the university campus
community.

Learned of
resources from

C

Hospital
Afterhours
clinic

• They rated their own knowledge of STIs and sexual health
prior to university as low to moderate and considered that
it had increased since then.
• However, based on the results of a quiz incorporated into
the survey and designed to test current knowledge of basic
sexual health, students consistently overestimated their
own knowledge, especially those with 10+ sexual partners.

Assessment of current knowledge of sexual
health (quiz)

Number of sexual partners

Table 2: Frequency distribution of survey respondents by
gender, sexual orientation, and year of study.
Year of study
1st
2nd
3rd
4th

D

Quality of sexual health education prior to
university (self rated)

Average = 56% ± 2%

QUANTITATIVE ARM:
• Survey which included semantic differential, Likert
scale, dichotomous, and open-ended questions (n = 102
respondents).

Sexual orientation
Heterosexual
Homosexual
Bisexual
Pansexual
Asexual
Other

Number of sexual partners

F(4, 75) = 0.15, p= 0.96

Students appear to be aware that STIs are an issue
and want more information about their sexual health
and related primary care resources.

87
13
1
0
1

Rating
Number of sexual partners

• Students were generally poorly informed about STIs
and basic sexual health.

• Many students were aware of a variety of available
sexual health primary care resources, though generally
not the services offered by each.

Data from structured interview
“The clinic on campus is accessible, but the wait times deter
people from going to get tested.”

Gender
Female
Male
Trans-male
Trans-female
Other

F(4, 75) = 4.63, p= 0.002
c
b

Residence
advisor

Year

b

Family

40-59 yrs.

b

22 yrs., BSN, Fourth year

30-39 yrs.

B

F(4, 75) = 1.61, p= 0.18

Table 1: Representative responses from structured interviews
with students from St. Francis Xavier University.

25-29 yrs.

Current general knowledge of sexual health
(self rated)

Percent correct

15-19 yrs.

General knowledge of sexual health prior to
university (self rated)

Family

Cases per 100 000

20-24 yrs.

A

• n = 10 participants (8 female, 2 male)
• Various programs (e.g. Nursing, Health, BS, BA)
• At least one representative from each year of study

Student Description
(age, program, year)

1. Students overestimate their knowledge of STIs
and general sexual health (Fig. 2).

Me
n’s
clin
ic

• This is likely the result of a variety of related
factors including students’ knowledge of STIs
and general sexual health and their awareness
of the sexual health primary healthcare
resources available to them.

• Participants: students (16 yrs. or older) enrolled in the 2018-2019 academic year at St. Francis Xavier University - a small,
primarily undergraduate institution in Antigonish, NS, at which over 90% of first year students live on campus.

Rating

• This trend is especially strong in the young
adult population (Fig. 1), in particular those
attending college/university1,2.

• A mixed-methods approach was employed, involving a structured interview (qualitative arm) and a survey (quantitative arm).

Rating

• In recent years rates of sexually transmitted
infections (STIs), including gonorrhea,
syphilis, and chlamydia, have increased across
Canada1,2.

DISCUSSION

Figure 3. Student
awareness of and
access to sexual
health primary
care resources.
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Health enSuite Insomnia: App-based treatments of chronic
insomnia designed for use in primary health care
Rekha Dhonde1, Ellen Stephenson1, Lori Wozney1,2, Jonathan Pierce1, David Gardner3, Cathy MacLean4, Patrick McGrath1,3
1Centre

for Research in Family Health, IWK Health Centre. 2Nova Scotia Health Authority. 3Dalhousie University. 4University of Saskatchewan.

What is Health enSuite?
A tool to help primary health providers recommend
self-management apps to their patients.

Novel De-prescribing Tool

Research Timeline

• Uses information about patient’s current dose, how long they
have been taking medications for insomnia, and available dose
strengths to automatically generate a gradual tapering schedule.

Fall
2017/
Spring
2018

• Health care providers can customize this schedule to meet their
patients needs (e.g., adjust the speed of the tapering).
Begin working with
app developers
Early prototypes
Feedback from
advisory groups &
potential users
(physicians,
patients,
pharmacists)

Health enSuite - Insomnia
An app that delivers cognitive behavioural therapy for
insomnia through a smartphone or web browser.

Rationale for Health enSuite-Insomnia
Increase availability of CBT for insomnia
• Cognitive behavioural therapy (CBT) is recommended as the first line of
treatment for persistent insomnia, but this type of treatment is not
always available or easy to access.1
• Health enSuite Insomnia makes CBT for insomnia available to anyone
with an internet connection.

Facilitate de-prescribing sleep medications
Features:
• Sleep diary including measures of sleep quality and
efficiency
• Sleep clock (used to implement sleep restriction)
• Weekly modules: psychoeducation, sleep restriction,
sleep hygiene, relaxation techniques, changing
thoughts around sleep, relapse prevention.
• Reports that share information about sleep quality and
efficiency with health care providers.

Beta version

Fall
2018

Begin randomized
controlled trials

Conceptual overview and
content development for
Health enSuite Insomnia
Design randomized controlled
trials & obtain research ethics
board approval.
Expected Outcomes:

Spring - Improvements in insomnia
2019
symptoms and sleep efficiency

Usability and pilot
testing
Fully developed
app

Consultation with College of
Family Physicians of Canada to
identify areas where e-health
apps would be most useful.

Fall
2019

will be greater among those
receiving Health enSuite
Insomnia compared to
psychoeducation alone.
- Successful de-prescribing will
be greater among those
receiving Health enSuite
Insomnia compared to
psychoeducation alone.

• Benzodiazepines and Z-drugs are useful for relieving insomnia symptoms
in the short-term, but their long-term use is associated with reduced
efficacy, persistent side effects, and increased risk of physical and
psychological dependence. 2
• Gradual tapering of medications for insomnia is recommended, 3 but
few tools exist to support this practice.
• Lack of available alternatives is frequently cited as a barrier to deprescribing sleep medications. 4
• Health enSuite Insomnia allows primary care providers to recommended
gradual medication tapering along with CBT for insomnia.
References: 1. Koffel E, Bramoweth AD, Ulmer CS. Increasing access to and utilization of cognitive behavioral therapy for insomnia (CBT-I): a narrative review. Journal of
general internal medicine 2018:1-8. 2. Holbrook AM, Crowther R, Lotter A, Cheng C, King D. Meta-analysis of benzodiazepine use in the treatment of insomnia. CMAJ
2000 Jan 25;162(2):225-233. 3. Pottie K, Thompson W, Davies S, Grenier J, Sadowski CA, Welch V, et al. Deprescribing benzodiazepine receptor agonists: Evidence-based
clinical practice guideline. Can Fam Physician 2018 May;64(5):339-351. 4. Everitt H, McDermott L, Leydon G, Yules H, Baldwin D, Little P. GPs’ management strategies
for patients with insomnia: a survey and qualitative interview study. Br J Gen Pract. 2014;64:e112–9.

Want to learn more?
Visit http://www.healthensuite.com/
Contact us if you are interested in participating in the
upcoming research trials.

Health enSuite Caregivers: App-based intervention for
distressed caregivers of people with dementia
Ellen Stephenson1 , Rekha Dhonde1, Lori Wozney1,2, Janice Keefe 3, Pamela Fancey3, Rowen McKenzie 3, MacIntyre Simon1, Cathy MacLean4, Patrick McGrath1,5
1Centre

for Research in Family Health, IWK Health Centre. 2Nova Scotia Health Authority. 3Mount Saint Vincent University. 4University of Saskatchewan, 5Dalhousie University.

What is Health enSuite?
A tool to help primary health providers recommend
self-management apps to their patients.

Identifying Key Priority Areas
• Recommended topics are ordered based on which areas are the
highest priority for each person based on their needs.
• CARE Tool1 used to drive content recommendations.
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• Difficulties rated as “extreme” (red) are given more weight.

Taking Care of
Yourself

1

Support for Yourself

2

Supporting the
PLWD

3

2

1

2

4

Consultation with
College of Family
Physicians of
Canada to identify
areas where ehealth apps would
be most useful.

Taking Care of Yourself

Underst. & Supp. the
Person's Needs
4

Fall
2017/ Concept development for
Spring Health enSuite Caregivers
2018
Literature review

Fall
2018

Support for You

3

Communication

Ranking of Conent user is
Navigated to (Top 3)

Research and Development Process

Communication
5

Time Management

Health enSuite - Caregivers
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Time Management

Taking Care of
Yourself

An app to improve the wellbeing of caregivers of
people living with dementia.

2

Support for You

1

Supporting the
PLWD

3

Communication

1

1

Support for You
Taking Care of Yourself

3
4

Time Management

2

Ranking of Conent user is
Navigated to (Top 3)

Supporting the PLWD
4

Communication
5

Begin working
with app
developers on
early prototypes Spring
and design specs

Queluz FN, Kervin E, Wozney L, Fancey P,
McGrath PJ, Keefe J. Understanding the
needs of caregivers of persons with
dementia: a scoping review. International
psychogeriatrics. 2019 Apr 10:1-8.

Appraisal of existing apps
Wozney L, de Souza LM, Kervin E, Queluz
F, McGrath PJ, Keefe J. Commercially
Available Mobile Apps for Caregivers of
People With Alzheimer Disease or Other
Related Dementias: Systematic Search.
JMIR Aging. 2018;1(2):e12274.

2019

Time Management

Who is this app design to help?

Features:
• Tailored recommendations based on caregivers’ needs
• Suggestions for what to try and what to avoid
• Ability to set personalized goals and reminders
• Ability to bookmark topics and revisit them easily as
needed

• 1 in 5 Canadians have experience caring for someone with
dementia.3
• Health enSuite Caregivers is designed for caregivers of people
with moderate dementia who are experiencing distress related
to caregiving.
• Some topics may also be applicable for caregivers of people with
advanced dementia.
• Intended audience is caregivers who are providing care at home
(i.e., person with dementia is not living in long term care).

Fully developed
app

Early prototypes
Feedback from advisory
groups & potential users

Beta version
Usability &
pilot testing

Focus groups

Fall
2019
2020

Clinical trial design and
approval
Expected Outcomes:
- Caregiver wellbeing2 will be
higher over time among users
of Health enSuite Caregivers.

Begin randomized
controlled trials

Want to learn more?

References:
•
•

•

1Keefe

J, Guberman N, Fancey P, Barylak L, Nahmiash D. Caregivers' aspirations, realities,
and expectations: The CARE tool. Journal of Applied Gerontology. 2008 Jun;27(3):286-308.
2Quirk,

Smith, Hamilton, Lamping, Lelliott, Stahl, Pinfold, and Andiappan. "Development of
the Carer Well-being and Support (CWS) Questionnaire." The Mental Health Review 17.3
(2012): 128-38. Web.
3Alzheimer’s

Society of Canada. 2017-2018 Impact Report. Retrieved from
https://alzheimer.ca/sites/default/files/files/national/impact/asc_2017-2018_impactreport.pdf

Visit http://www.healthensuite.com/
Contact us if you are interested in participating in the
upcoming research trials.

Screening for Poverty And Related social determinants and intervening to
improve Knowledge of and links to resources (SPARK) Study
Frederick Burge1,2, Lois Jackson1, Emily Gard Marshall1,2, Alannah Delahunty-Pike1,2, Rick Gibson3, Lynn Edwards3, Tara Sampalli3, Kathy Bell3, Eunice Abaga1, Kris Aubrey-Bassler4, Alan
Katz5, Nazeem Muhajarine6, Cordell Neudorf6, Andrew Pinto7,8
1Dalhousie

University, 2BRIC-NS, 3Nova Scotia Health Authority, 4Memorial University, 5University of Manitoba, 6University of Saskatchewan, 7University of Toronto, 8St. Michael’s Hospital

Context
• Definition: social determinants of health (SDOH) are the conditions in which people
are born, grow, work, live, and age, and the wider set of forces and systems
shaping the conditions of daily life…. 1

$

Design & Methods
•
•
•
•

Research team includes patient partners engaged since funding commenced.
Systematic review of existing SDOH tools to begin summer 2019.
Pilot study currently underway in 6 clinics in Ontario.
Cluster RCT evaluating a “modest” (control) vs “intensive” intervention.

• SDOH contribute greatly to health inequities in Canada. Although there is support to
address SDOH in primary care, evidence-based interventions focusing on social
needs, particularly poverty, are lacking. 2
• With routine sociodemographic data collected, the approach and intervention could be
used to modify care to a patient’s social context, improve a patient’s SDOH,
improve diagnostic accuracy using SDOH risk factors, and identify inequities in
health services and outcomes.

Objectives
•

•

•

Building on earlier work,3 develop and validate a standard tool for
sociodemographic data collection and social need identification, for use in a
randomized controlled trial (RCT) to routinize poverty screening and related SDOH;
Cluster RCT, comparing “modest” approach (tool identifying financial benefits and
community resources in clinic visit with brief follow-up) to “intensive” intervention
(tool use, dedicated and follow-up visits), on change in income and secondary
outcomes (community resources connection, psychological stress, quality of life);
Evaluate acceptability and feasibility of sociodemographic data collection and
use with healthcare providers and patient experience of intervention.

Setting
• 4 - 5 primary care clinics in Nova Scotia (to be identified).
• Part of a larger patient-centred study including Saskatchewan,
Manitoba, Ontario, and Newfoundland and Labrador.

Participants
• 28 clinics in Canada will participate, an estimated 1,540 participants to be enrolled.
• Clerical staff and healthcare providers will participate in semi-structured interviews
and focus groups across study provinces.

family.medicine.dal.ca

• Quantitative methods – data on patients’ accessing benefits and/or increased
income post-intervention.
• Qualitative methods – patient and healthcare provider intervention experience.

Expected Outcomes
•
•
•
•

Multi-lingual standard for sociodemographic data collection in primary care;
Implementation guidelines for data collection, extraction, analysis, and use
across electronic medical records;
Guidelines for engaging patients and communities;
Strong evidence from a national, cluster RCT on the most effective way to
address poverty in primary care.

1 WHO | Commission on Social Determinants of Health - final report. WHO. http://www.who.int/social_determinants/thecommission/finalreport/en/
2 Andermann A. Taking action on the social determinants of health in clinical practice: a framework for health professionals. CMAJ. 2016;188(17-18):E474-E483.

doi:10.1503/cmaj.160177.
3 Pinto AD et al. Building a Foundation to Reduce Health Inequities: Routine Collection of Sociodemographic Data in Primary Care. J Am Board Fam Med. 2016;29(3):348355. doi:10.3122/jabfm.2016.03.150280.

Contact:
fred.burge@dal.ca

CASE MANAGEMENT IMPLEMENTATION IN PRIMARY CARE CLINICS IN NOVA SCOTIA
Frederick Burge , Marilyn Macdonald , Alannah Delahunty-Pike , Mardi Burton , Melanie Mooney , Ciara Stevens , Kyra Taylor , Isabelle dʼEntremont , Tara
Sampalli3, Lynn Edwards3, Rick Gibson3, Kris Aubrey-Bassler6, Maud-Christine Chouinard7, Shelley Doucet8, Vivian Ramsden9, Catherine Hudon7
1,2

1

1

1,2

3

3

3,4

3,5

3

Dalhousie University, 2BRIC-NS, 3Nova Scotia Health Authority, 4Birchwood Professional Centre, 5Shelburne Family Practice,
6
Memorial University, 7Université de Sherbrooke, 8University of New Brunswick, 9University of Saskatchewan

Design & Methods

Context
Patients with multiple chronic conditions require an interprofessional team
of healthcare providers to meet complex health and social services needs
leading to integration of care difficulties.

Mixed methods multiple-case embedded study and Realist
Evaluation, implementing CM in primary care clinics.

Case management (CM) is a collaborative approach used to assess,
plan, facilitate, and coordinate care to meet individual/patient and
family healthcare needs. This is done through communication and
available resource use in all sectors of healthcare, as well as sectors outside of
the health system. The intent is to improve individual and health system
outcomes.1

MACRO LEVEL

Despite strong evidence supporting CM as an approach for patients who
frequently use health services, there is a lack of contextual evidence about
its implementation in primary care.2

MESO LEVEL

A Realist Evaluation (RE) is a theory-driven approach for studying
complex approaches to care to explain how and why they are
effective, under what conditions and for which groups of patients.4

Health System

RE is based on context (C), mechanism (M), outcome (O) and a
configuration of this trio is used for explaining and understanding complex
relationships in a given approach to care.4

CM in Clinics

Using RE, it is determined what mechanisms work, in what contexts and
why, to lead to specific outcomes.4

3 units of
analysis

In the clinics, CM is administered by a nurse case manager or social
worker.
MICRO LEVEL

Objectives

Quantitative methods include self-administered questionnaires, health
service use clinical data, fidelity (accuracy) evaluation.

Patient, Family, & Community

Qualitative methods include semi-structured interviews, focus groups,
non-participant observation of case management meetings.

Generate findings on implementation of CM in primary care for
individuals with chronic conditions and complex healthcare needs who
frequently use healthcare services.
Implement evidence-based CM that will not only improve care experiences
and outcomes, but will also reduce the use of healthcare services by
these individuals and related costs.

Expected Oucomes
Setting

Sydney

Eastern
Zone

2 primary care clinics in Western Zone, Nova Scotia

Study results will inform patients, families, healthcare professionals,
policy makers, and researchers about how and why CM is effective,
under what conditions and for which groups of patients.

Amherst

Birchwood Professional Centre – New Minas
Shelburne Family Practice

Northern Zone

Part of a larger study including 10 primary care clinics: 2 in SK, QC, NB, NL,
and NS

This study will provide a better understanding of barriers and facilitators
to CM implementation in different primary care contexts.

New
Glasgow

Antigonish

Truro

Kentville

Participants

Halifax

Central
Zone

References
Management Zones

Two 12 month cohorts of 30 participants per clinic with one or more
chronic condition who frequently use health services. A
recurring definition of frequent use is 4 or more Emergency
Department visits in 12 months.3

Bridgewater

Western
Zone

Family members, as defined by patients.
Healthcare professionals and office managers at primary care clinics in
study.

Yarmouth

family.medicine.dal.ca

Shelburne

Western
Central
Northern
Eastern
City/Town with
regional hospital

1. Case Management Society of America. What is a case manager? Available from:
http://www.cmsa.org/who-we-are/what-is-a-case-manager/
2. Hudon C, Chouinard MC, Lambert M, Diadiou F, Bouliane D, Beaudin J. Key factors of case
management interventions for frequent users of healthcare Services : a thematic analysis review. BMJ
Open. 2017;2(10):e017762.
3. Krieg C, Hudon C, Chouinard M-C, Dufour I. Individual predictors of frequent emergency department
use: a scoping review. BMC Health Serv Res. 2016;16(1):594. doi:10.1186/s12913-016-1852-1.
4. Pawson R, Tilley N. Realistic Evaluation. London: Sage; 1997

ECPC

Implemen�ng a Fully Integrated Mixed Methods
Design with a Cross-Na�onal, Mul�disciplinary Team

PRACTICE
PATTERNS

EARLY CAREER PRIMARY CARE

Laurie J. Goldsmith, M. Ruth Lavergne, Agnes Grudniewicz, David Rudoler, Emily Gard Marshall,
Megan Ahuja, Madeleine McKay, on behalf of the ECPC project team | Contact: laurie_goldsmith@sfu.ca

Background

Integrated mixed methods study design
for the Early Career Primary Care study

• Mixed methods scholars emphasize the
importance of integra�on (i.e., actual mixing
of methods, rather than simply using mul�ple methods).
• Key methodologists suggest studies without
integra�on of qualita�ve and quan�ta�ve
phases do not earn the mixed methods
label.

Objec�ve
Describe our a�en�on to integra�on throughout a mixed methods study of early career
primary care physicians’ prac�ce inten�ons,
choices, and pa�erns in BC, ON and NS.

Informs emergent analy�c ques�ons
Informs ﬁnal integra�ve inference

STUDY ARM
STUDY PHASE

• While mixed methods research designs are
now common in Canadian health services
research, few examples demonstrate qualita�ve and quan�ta�ve integra�on.

Informs measurement or data collec�on
Informs primary data analysis

TYPE OF
INTEGRATION

ADMINISTRATIVE
DATA

SEMI-STRUCTURED
IN-DEPTH INTERVIEWS
QUALITATIVE

QUANTITATIVE

Construc�ng measures
of prac�ce pa�erns using
administra�ve data

Developing and reﬁning
the interview guide and
recruitment strategy

Surveys were planned
by CFPC, not by our
research team

Descrip�ve
analysis and
model building

Simultaneous data
collec�on and thema�c
and framework analysis

Ongoing descrip�ve
analysis as data is
available

Emergent secondary
data analysis

Emergent secondary
data analysis

Observed prac�ce
pa�erns

Values and preferences
shaping prac�ce
inten�ons and choices

QUANTITATIVE

PLANNING

SURVEYS

Approach
• Fully integrated mixed methods design.
• Treats qualita�ve and quan�ta�ve methods
with equal status, opera�onalized through:

ANALYSIS

▪ Two dominant study arms (one qualita�ve,
one quan�ta�ve);
▪ A third, suppor�ng, arm (quan�ta�ve).

• Integra�on occurs in mul�ple ways.
• Integra�on further supported through commitment to transdisciplinarity:
▪ Paying explicit a�en�on to collabora�on
eﬀec�veness within and across study arms;
▪ Being open to crea�ng new concepts and
approaches for our study;

INTERPRETATION

▪ Having team members with exper�se in
both qualita�ve and quan�ta�ve methods
and experience serving as methods translators on mixed methods studies;

Reported
prac�ce inten�ons
and choices

Meta-inferences

▪ Providing some basic methods primers to
team members when needed;
▪ Regular communica�on across study
sub-teams; and
▪ Membership overlap across study
sub-teams.

Results

Factors that may shape prac�ce inten�ons, choices,
and pa�erns in the Early Career Primary Care study

• One year into our mixed methods study.
• Early a�en�on to integra�on at the study
prepara�on phase resulted in iden�ﬁca�on
of new concepts to use across study arms.
• Regular discussion of integra�on also
allowed for expansion of integra�on plans.
• Established a strong ini�al founda�on
for communica�on within and across
study arms.

Future Plans
• Conduc�ng end-of-study meta-inferences
about prac�ce inten�ons, choices, pa�erns:
▪ Linking the study arms through exploring
using:

Demographics &
personal
characteris�cs

Clinical
interests

Lifestyle &
ﬁnancial
considera�ons

PERSONAL CHARACTERISTICS

MED. SCHOOL
• Culture
• Role models
• Curriculum
• Experiences
in primary care

PRACTICE MODELS

RESIDENCY

• Organiza�on
• Remunera�on
• Opportuni�es for
specialized prac�ce
• Popula�on need

• Se�ng
• Specialized
training

TRAINING

POLICY ENVIRONMENT &
PRACTICE OPPORTUNITIES

FACTORS THAT MAY SHAPE PRACTICE INTENTIONS AND CHOICES

- Cross-cu�ng themes and concepts; and
- Joint displays.

▪ Summa�ve meta-inferences to combine our
analyses across the en�re study:

PRACTICE PATTERNS

- Will be emergent and reac�ve to earlier
inferen�al results with the study.

• Work towards ensuring mixed methods
interpre�ve rigor with a�en�on to indicators of inference quality.

Conclusions
• Employing integra�on in mixed methods
research requires sustained a�en�on to
mixing throughout the study and an openness to crea�ng new concepts and
approaches during the study.
• A�en�on to integra�on, transdisciplinarity,
and collabora�on eﬀec�veness is especially
key in cross-na�onal, mul�disciplinary
teams where diﬀerent team members have
exper�se in diﬀerent components.

SERVICE VOLUME
MEASURES OF SERVICE VOLUME
• Number of pa�ent contacts
• Number of unique pa�ents seen
• Panel size
• Total billings
• Part-�me/full-�me work

TYPE OF SERVICES PROVIDED
MEASURES OF SERVICE DELIVERY
(across all physicians)
• Con�nuity of care
• Comprehensiveness
- prac�ce domains
- prac�ce se�ngs
- popula�ons cared for

FOCUSED/SPECIALIZED PRACTICE
• Emergency medicine
• Hospitalist care
• Mental health/substance use
• Obstetrics
• Sports medicine
• Pallia�ve care
• Pain management
• Locum prac�ce

The ECPC project team also includes Doug Blackie, Fred Burge, Rick Gibson, Richard H. Glazier, Steve Hawrylyshyn, Lindsay Hedden,
Jacalynne Hernandez-Lee, Kathleen Horrey, Mike Joyce, Tara Kiran, Adrian MacKenzie, Maria Mathews, Kimberlyn McGrail, Charmaine McPherson, Rita McCracken, Goldis Mitra, Tara Sampalli, Ian Sco�, David Snadden, Gail Tomblin Murphy, and Sabrina Wong.

Policies affecting primary care practice patterns in British
Columbia, Ontario, and Nova Scotia from 1998-2018: An
environmental scan
Methods

Background & Purpose
• Despite high ratios of primary care providers (PCP) to
population, some Canadians face barriers when accessing
primary care (1). Changes in PCP practice patterns (i.e.
volume and mix of services provided) may explain some of
the gap between supply and demand (2).
• The Early-Career Primary Patterns (ECPC) study aims to
understand how PCP practice patterns change over time,
what factors contribute to these changes, and the
implications this has for the supply of primary care. One
potential factor that may contribute to changing practice
patterns is an evolving policy and regulatory context.
• To understand this evolving context, we are conducting an
environmental scan of relevant federal and provincial
(Nova Scotia, Ontario, and British Columbia) policies and
programs over a 20 year period (1998 to 2018).

Key concepts and terms
Research question
Inclusion criteria for screening
List of websites to search (Sites for organizations with legislative or formal
regulatory power over physician practice and education).

Focus and scope of
scan determined by
the research team.

Search strategy developed, tested
(1-2 websites in each jurisdiction),
and refined for Google Advanced
Search

A researcher from each province,
and one assigned to the federal
government, reviewed the results
of the searches for relevance.

Preliminary Results for Nova Scotia
Policy Name(s)

Date(s)

Key Actors

Strengthening Primary Care in Nova Scotia
Communities Initiative

2000 – 2004

DHW

Physician Alternative Funding Plans (AFP)
Alternative Payment Plans (APP)

Studied 2000,
developed 2006/7

DHW

Health Authorities

DHAs est. 2000, NSHA
est. 2014

Nova Scotia Legislature, DHW, DHA,
Nova Scotia Health Authority (NSHA)

Physician Resourcing & Recruitment Strategy
Development

2000 – ongoing

Federal Primary Health Care Transition Fund

2001 – 2007

Primary Care Renewal/ Your Health Matters

Report released June
2003

Physician Training Capacity (Medical schools
seats added)

2003 – 2005

Building a Better Tomorrow (Continuing
education for primary care providers)

2004 – 2011

Government of Nova Scotia
Department of Health and Wellness
(DHW)
Canadian Federal Government, DHW,
DHA
Advisory Committee on Primary
Health Care Renewal, DHW, District
Health Authorities (DHA)
DHW, Dalhousie University Medical
School
DHW

Collaborative Practice Teams (Maternity Care, 2004 – 2007 (CPT); 2004 DHW
NPs); Collaborative Primary Care Teams
– 2012 (CPCT)
Better Care Sooner Plan/ Collaborative
Emergency Centres

Introduced 2010

DHW

Strategy adapted as needed for sites where
Google Advanced Search could not be used;
key words remained the same.

Currently in progress

All results retrieved were
assessed for relevance using
inclusion criteria.
Relevant documents (n = 474)
retrieved through screening
saved for full document
review.

All relevant documents reviewed in full.
Data charted by policy, with multiple
documents contributing to the
description of each policy.

Will begin after full document review completed

Credibility of the scan’s
findings will be
validated with key
informant interviews.

Implications
• The results of this scan will inform the quantitative
(administrative health data analysis) and qualitative
(individual semi-structured interviews with PCPs) arms of
the ECPC study.
• Results will highlight the policy mix governments have
employed to influence the supply of primary care.
• In Nova Scotia, the scan will help to clarify how policies
may have impacted the supply of primary care since 1998.
.

Dr. David Rudoler, Madeleine McKay,
Amanda Pollicino, Michael Le,
Margaret Jamieson, Dr. Ruth Lavergne
@ecpc_project
madeleine.mckay@dal.ca

Search Strategy
physician | doctor “primary care” |
“primary health care” | “family
medicine” | “general practice” |
“general practitioner”

Inclusion Criteria for Screening
1. Published between 1998-2018
2. Published in English
3. Document describes provincial or
national strategies, visions, and/or
reforms to health human resources
policy, models of care, physician
payment, scope of practice,
physician training (medical school,
residency, or continuing education),
physician recruitment, or physician
retention
4. Policy/program could impact on
physician practice patterns and/or
career decisions
5. Document is relevant at the national
level and/or British Columbia/Nova
Scotia/Ontario
References
1. CIHI. (2016). Supply, distribution and migration
of Canadian physicians,. Ottawa, ON: CIHI.
2. Evans RG. (2011). The sorcerer’s apprentices.
Healthcare Policy, 7(2), 14–22.
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The Characteristics of Family Physicians within Nova Scotia
using Administrative Data

Northern
n=182
Western
n=223
Eastern
n=149

Purpose
• To compare provincially funded
health care services being provided
by Family Physicians (FPs) across
Nova Scotia’s health zones

Central
n=580
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800

45

Western

80

Figure 3. Of all Billings, Percent Shadow and Panel Size
50

Northern

100
90

700

40
600

% Shadow Bills

35
500

30
25

400

20

300

15

•
60
50

•

40
30

200
10
5
0

0
Province

Central

Eastern

% Shadow Bill

Northern
Panel Size

Western

Understanding the characteristics of
our providers is a crucial component
to planning the allocation of
services
As we begin to identify service gaps
in different zones, we will be better
equipped to meet demands on the
aging population
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20
100

Practice Characteristics (Figure 3):
• Percent Shadow Bills of all billings,
which acts as a proxy for alternate
payment methods, and Panel size
differed between zones (p<0.001)
• Number of unique patients did not
differ between zones (p=0.268)
Maternal Care Provided Figure 4):
• Those who provided only pre/postnatal care differed between zones
(p=0.047); as did those who
provided no maternal care
(p<0.001)
• Those who only delivered had no
significant difference between
health zones (p=0.506)

GP Age

Identifying FPs:
• Listed as a FP in the Licensed
Provider Registry
• Billed most frequently for items
under general practice
Measures
• FP Demographics (age, sex, and
years in practice)
• Practice Characteristics (Unique
patients seen, and proportion of all
billings that were shadow)
• Panel size constructed by assigning
patients with highest service
contacts
• Maternal Care provided

40

0

Panel Size

Data Sources:
• MSI Physician Claims for those 18
years and older in FY 2015
• Licensed Provider Registry

50

10

Methods

Contact: Mark.Bennett@dal.ca

FP Demographics (Figure 2):
• Age and Sex differed between zones
(p<0.001)
• Years since graduating medical
school also differed between zones
(p<0.001): Mean (SD)
• Province – 22.73 (19.98);
Central – 21.38 (12.67);
Eastern – 25.50 (13.58):
Northern – 25.57 (12.33);
Western – 22.08 (13.35)

60

% Providing Service

•

The TRANSFORMATION study seeks
to transform community-based
primary health care through
performance measurement
Study aims are to support
innovative delivery and
organization of the Canadian
primary health care system

S Johnston, S Wong

Results
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•

Figure 2. FP Age and Sex

Figure 1. Number of FPs by Zone
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Follow-up Care for Patients Hospitalized for Mental
Health Disorders: Where do Adult Patients Go?
Background
Follow-up care following hospital
discharge is an important factor in the
reduction of readmissions or recurrence
of health issues.

Purpose
As part of the multi-province
TRANFORMATION study, provider followup care and readmission rates for adult
patients hospitalized for mental health
disorders (MHD) were examined across
Nova Scotia (NS) and by health zone.

Methods
Design
• Retrospective, secondary data
analysis using provincial
administrative health data, spanning
01/04/13 to 31/04/16
Subjects
• All eligible NS adults (18+)
MHD definition
• Within 1 year, 2+ ICD9/10 diagnosis
codes in physician billings (ICD9 295319) or 1 within CIHI hospital records
(ICD10 F10-F99)
Measures
• Outcomes: MHD hospitalization,
provider follow-up (Family Physician
(FP) and/or Psychiatry) within 7 or 30
days of discharge, hospital
readmission within 30 days
• Covariates: Patient age, sex, NS
health zone of residence
Analysis
• Descriptive, chi-square

Figure 1. Proportion receiving provider follow-up care within
7 and 30 days of discharge: province and by health zone*
60

Figure 2a. Proportion of provider types seen
within 7 days of discharge
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7 days
30 days
* Follow-up care across zones differed significantly, 7 days:
p<0.05; 30 day: p<0.0001

Eastern Northern Western

% Psychiatry

93% of follow-up care provided by FPs; by
zone, Psychiatry care differed significantly
(p<0.05)
Figure 2b. Proportion of provider types seen
within 30 days of discharge

Figure 3. Proportion of patients readmitted to hospital within
30 days of discharge: Nova Scotia and by health zone*
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Contact: bev.lawson@dal.ca

Results
Diagnosed with a MHD
• Across NS, 22.3%
• 63.3% were female
• Those aged 65+ less likely
• Health zones differed (p<0.0001)
• Western (21.98%), Northern (22.18%), Central
(22.49%), Eastern (22.60%)
MHD hospitalization rate
• Provincially, 9%
• Health zones differed (p<0.0001)
• Central (8.1%), Western (8.34%), Northern
(8.62%), Eastern (11.35%)
Follow-up care after discharge (Figure 1)
• Provincially 22% 7 day & 51.8%, 30 day
• Health zones differed (7 & 30 day)
Providers type seen for follow-up care
7 and 30 day follow-up (Figures 2a & 2b)
• Primarily provided by FPs
• 1.6% saw a FPs & Psychiatry within 30 days
• Significant zone differences (p<0.0001)
• Range: 0.80% (Western) to 2.59% (Eastern)

Conclusions

% FP

0

S Johnston, S Wong

Hospital readmission within 30 days (Figure3)
• Readmissions averaged 11.8%
• Range 10.9% (Northern) to 12.1% (Western)

Province Eastern

2

B Lawson, M Bennett, F Burge,

Central Northern Western

% Psychiatry

Over 95% of follow-up care provided by
FPs; by zone, FP care differed significantly
(P<0.05)

*No significant differences by health zone

• A large proportion of adults with MHD do not
receive timely follow-up care by FPs or
Psychiatry after hospital discharge
• Of those who do, FPs provide the majority of
provincially funded medical care
• Non-medical care is not captured
• FPs require supports for this role & greater
collaboration with Psychiatry.
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FORMATION OF A COLLABORATIVE INTERPROFESSIONAL
PRIMARY HEALTHCARE DEPRESCRIBING RESEARCH TEAM IN NOVA SCOTIA
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RESULTS

BACKGROUND
▪”Deprescribing” is the planned and
supervised process of dose reduction or
stopping of medication that might be causing
harm, or no longer be of benefit.1
▪Deprescribing may result in benefits, such as
improved adherence, improved quality of life
and reduced drug costs.2

building the team hinged on:
WORKING well together,
SHARING common goals,
EFFECTIVE communication,
POSITIVITY toward research,
and
CELEBRATING success.

OBJECTIVE
▪ To develop a collaborative
interprofessional primary healthcare
deprescribing research team in Nova
Scotia.

• Interest and commitment to shared goals
• Communication and decision-making process
determined
• Team Assessment: The Eight “C”s of Team
Determine
Effectiveness”3 survey conducted in 2018, to be
Team
repeated end of 2019
Functioning • Overall results positive, with some suggestions for
improved communication, including the
continuance of the newsletter
• Social Network Analysis to track development of
the team ongoing

METHODS

Establish Goals and
Objectives
Determine Team
Functioning
Monitor Team Outputs

Establish
Goals and
Objectives

• Overall goals established and foundational projects
determined:
➢ Qualitative study
➢ Scoping review
➢ Linking data
• Dissemination and next projects planned

SUCCESSFULLY

▪Deprescribing teams have been formed in
various parts of Canada but none in Nova
Scotia that focused on primary healthcare.

Create the Team

Create the
Team

• First team meeting April 2017
• Team expanded to 9 core team members
• Co-led by 2 Faculty from the College of Pharmacy
• Process for adding new members

Team Assessment:
The Eight “C’s” of Team
Effectiveness
1.
2.
3.
4.
5.
6.
7.
8.

Cooperation
Coordination
Conditions
Communication
Clarity
Cognition
Coaching
Conflict

Team Survey
(2018)

Social Network Analysis Sociogram
(April 2019)

Student Poster Presentation by R. Cormier
(September 2018)

References: 1https://deprescribing.org/what-is-deprescribing/
2Reeve E, et al. Deprescribing: A narrative review of the evidence and practical recommendations for
recognizing opportunities and taking action. Eur J Intern Med 2017 Mar;38:3-11.
3 www.scontrino-powell.com.

Monitor
Team
Outputs

• Team successes celebrated by email
communications and newsletter
• First three projects completed
• Dissemination activities in progress
• Team has received 6 grants; presented 15
posters/oral presentations and have 2 manuscripts
in preparation
• Additional projects and dissemination ongoing

Acknowledgements: Funding was provided by the Faculty of Health Research
Development Grant and the Drug Evaluation Alliance of Nova Scotia (DEANS).

NSHA Fracture Liaison Services (FLS):
Improving osteoporosis care for patients with fragility fractures
Diane Thériault, Carla Purcell, Geraldine Griffin, Beverly Pimentel
Background
Fractures beget fractures. After a fragility hip fracture, 20% will
go on to break the contralateral hip1 and 33% will suffer a nonhip fracture within 5 years.2

Purpose

Care Gap: NS, 2010 (at “the

3
peak”)

Methods

Secondary osteoporotic fractures such as these can be reduced
by about 50-70% within 1 year with inexpensive osteoporosis
medications available from the Nova Scotia (NS) Seniors’
Pharmacare Program. Despite this, 2010 NS data revealed that
only 23% of patients with hip fracture were prescribed an
osteoporosis medication within 6 months of that fracture.3 This is
in line with the Canadian post-fracture care gap data recently
released by the Public Health Agency of Canada (PHAC).4 The
Canadian “peak” in osteoporosis treatment rate was in 2009.

NSHA FLSs participated in Osteoporosis Canada’s (OC) national FLS audit for the
6-month cohort of patients enrolled April 1-September 30, 2017. We present the
aggregate results for the 3 NSHA FLSs on OC’s Key Performance Indicators for the
3i’s (identification, investigation and initiation of treatment) and compare to national
results.

Implications for policy and/or practice

Care Gap:

FLS is the only model of care able to meaningfully reduce the
post-fracture care gap.5,6 FLS is proven to reduce secondary
fractures and mortality.6 Nova Scotia Health Authority (NSHA)
Primary Health Care (PHC) operates 3 FLSs (Dartmouth,
Kentville, Sydney) helping family physicians provide urgent
osteoporosis care for patients presenting with a major
osteoporotic fractures.

4
Canada

The

• systematically and proactively identifies patients aged 50
years and older presenting to a hospital with a new fragility
fracture and/or with a newly reported vertebral fracture

INVESTIGATION

• organizes appropriate investigations to determine the patient’s
fracture risk

INITIATION

• facilitates the initiation of appropriate osteoporosis medications

3i’s

GOAL: standardized post-fracture
osteoporosis care for all Nova Scotians

“Up to” 26.1% in Women and 16.9% in Men
Increase up to 2008–2009 (p for trend <0.0001)
Followed by a Decline to 2014–2015 (p for trend <0.0001)

NSHA

National

National range

1st i: Fragility fractures identification

43%

57%

36-87%

2nd

93%

89%

63-100%

52%

49%

24-86%

i: Fracture risk determination

3rd i: Treatment initiation

• NSHA’s FLS Medical Directive has been updated to include patients without FP.

We will be participating in OC’s upcoming national FLS audit and hoping for
improved results.

Results
In the 6-month cohort period, 347
patients with major osteoporotic
fracture (hip, wrist, shoulder, pelvis
and spine) were enrolled in Nova
Scotia’s 3 FLSs.

As a result of this audit:
• All Canadian FLSs face common barriers for the 3rd i (prevalent myths about
osteoporosis and osteoporosis medications). We are working with OC and other
Canadian FLSs to develop knowledge translation tools to help dispel these myths.

A Fracture Liaison Service (FLS) is a specific systems-based model of care for
secondary fracture prevention where a dedicated coordinator7:

IDENTIFICATION

To review strengths and weaknesses of NSHA PHC FLSs as part of our on-going
quality improvement process.

Of the 1089 Nova Scotians with hip fracture
last year, only half (562) had access to FLS.
The 527 hip fracture patients seen at the
Halifax Infirmary (HI) and Aberdeen Hospital
(AH, New Glasgow) remain trapped in the
post-fracture care gap. The addition of FLS
for HI and AH is greatly needed to
standardize osteoporosis care for Nova
Scotians with osteoporotic fractures and to
meet current clinical practice guidelines.

Relevance to Primary Health Care (PHC)
Fragility fractures are the manifestation of osteoporosis, a chronic disease of bones.
There is a huge care gap post-fracture, in large part because of a known systemic
disconnect between Acute Care and PHC within the healthcare system. This is often
referred to as the “Bermuda Triangle of Osteoporosis”: patients with fragility fractures
disappear within the healthcare system and never get the osteoporosis care they
need. FLS is the link that allows these patients to come to the attention of their
primary care providers. Two decades of research have proven that only FLS can
help family physicians provide patients with fragility fractures with the care they need
to help prevent their next fracture.

References
One NSHA FLS exclusion criterium, patients without family physician (FP), was identified as our main barrier:
fracture patients without FP were 15.1%, 11.4% and 6.8% respectively in Dartmouth, Kentville and Sydney.
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Gibson-Smith D et al, Osteoporos Int, 2014
NS Dept of Health and Wellness, Acute and Chronic Disease Target Setting Project Summary Report, April 2012
Morin SN et al. ASBMR 2018
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Building Healthier Communities in
Nova Scotia through MicroResearch
Kelly Hunter, Dr. Noni MacDonald, Dr. Bob Bortolussi
IWK Health Centre/Dalhousie University, Halifax, NS

Examples of Projects

The Situation
• NS has one of the highest rates of poor health
behaviours and poor health of any province
• Provincial finances are strained by devoting
almost half our budget to health care
• Improvements to the health of Nova Scotians
requires changes that go beyond the health care
system

The Solution
• Originating in Africa in 2008, MicroResearch
teaches community members how to find
solutions to local health problems that fit the
culture, context and resources and enhance local
capacity for research
• In 2016, MicroResearch was launched in NS to
address local community health problems that fit
the local context, culture, and resources
• MicroResearch encourages looking at issues not
previously explored that individuals identify
within their communities

How it Works
•

The program helps interdisciplinary teams of
health professionals and community members
tackle local health problems that they identify
through educational workshops, proposal
preparation, and conducting a research project
and knowledge translation

MicroResearch NS
•
•
•
•
•

• Why do First Nations members in the Paqtnkek
Community consume pop and concentrated
energy drinks?
• Adolescents identifying their barriers to access
mental health and addiction services in
Antigonish
• Evaluating patterns of use and estimating costs
of health care, social, police, and justice services
among chronically homeless, middle aged men
with alcohol use disorder in Halifax
• Voices of Resilience: What do young women in
the Halifax area identify as helping them to resist
recruitment into the sex trade?

8 workshops across the province
100 participants trained
5 projects funded and launched
48% participants still doing research
Strong local community hospital foundation support

Implications for Policy
• MR-NS emphasizes the importance of knowledge
translation, encouraging projects that address
determinants of health and that have a direct
impact on their communities, health systems, and
primary health care.
• By informing policy and implementing evidencebased change, participants are able to address
issues that they identify as being relevant to the
well-being of their communities

For more information, visit www.microresearch-international.ca or
contact MicroResearchNS@dal.ca or Kelly.hunter@iwk.nshealth.ca






Survey tool developed by, and implemented for, persons living with HIV (PLHIV)
Documents trends related to stigma and discrimination experienced by PLHIV
Has been implemented in over 90 countries in 45+ languages
Coming soon to Atlantic Canada!

1. Community
Mobilization
& Training

4. Community
Reengagement

PLHIV are central to all
phases, including:
* Helping to build connections
* Conducting interviews with PLHIV
* Sharing their own stigma stories e

2. Data
Collection &
Analysis

* Data analysis
* Presentation of findings
* Developing anti-stigma strategies

3. Knowledge
Translation &
Exchange

1. Community Mobilization & Training

 Build awareness, interest and support for the project with key allies and, most importantly PLHIV
 Hire and train PLHIV as Peer Research Associates (PRAs)

2. Data Collection & Analysis

 PRAs are out in the field collecting data from participants
 PRAs conduct in-depth qualitative interviews
 PRAs document the stories of HIV-related stigma and discrimination experienced by PLHIV

3. Knowledge Translation & Exchange

 Mobilize and act on the data to inform targeted interventions
 Transform findings into reports, workshops, webinars, and toolkits for healthcare workers

4. Community Re-engagement

 Teams bring the data back to the community through community forums and engagement sessions
 Speaks to the mantra “Nothing about us, without us”

Taking steps towards supporting Primary Health Care teams in enhancing
self-management skills that matter to patients: Western Zone Initiative
Jo-Anne Wentzell, Melanie Mooney, Michele, LeBlanc, Mardi Burton, Margo Walsh-Leaman, Natalie Connell, Lisa Marie deMolitor, Jacintha Harvey, Heather Burton, Kim d’Entremont, Rose Rousseau, Brenda
Townsend, Virginia MacIntyre, Georgann MacDonald, Isabelle d’Entremont, Shannon Ryan Carson, Crystal Todd, Tara Sampalli, Tanya Packer, America Cristina Keddy

Your Department

Patient Engagement

(Health Council of Canada, 2012)

• A mixed methods approach
• Accreditation Patient Experience Survey results, consultation with collaborative
teams, patient/family advisors (PFAs), researchers and decision makers were
used in the review process.
• A questionnaire, developed based on the TEDDS domains, was used to gather
collaborative team perspectives to understand and prioritize self-management
support strategies to improve patient outcomes.

2. WOULD YOU LIKE TO RECEIVE MORE INFORMATION ON SELF-MANAGEMENT
SUPPORT STRATEGIES? (N=47; 6 PFAS AND 41 HCPS)

PROCESS
STRATEGIES

NO
INFORMATION
NEEDED AT
THIS TIME

51%

Methods

49%

Is defined as the systematic
provision of education and
supportive interventions by
health care staff [and peers]
to increase patients’ skills
and confidence in managing
their health problems,
including regular assessment
of progress and problems,
goal setting and problem
solving support.

• An interdisciplinary collaborative approach to enhance self-management
supports for patients across teams and practices in Western Zone.

•This initiative will help us identify ways to enhance self-management supports and skills in
collaborative family practice teams
• Help us identify gaps and in co-designing solutions with teams and patients
•The WZ PHC IQIS: a) identified further investigation to develop specific approaches to selfmanagement strategy domains b) met with teams to discuss strategies c) reviewing next steps.

45%

Self- Management
Support

Conclusion and Next Steps

40%

Purpose

•The WZ PHC IQIS includes three PFAs who were involved in:
•priority setting exercises, data analyses and planning next steps
•Six PFAs have also completed the above-mentioned questionnaire.

36%

(Audulv, Ghahari, Kephart, Warner &
Packer, 2018)

• Self-management and self-management support was identified as a priority
area for improvement by the Interdisciplinary Primary Health Care/Chronic
Disease Quality Improvement and Safety Team (WZ PHC IQIS).
• This initiative applied the evidence-based TEDDS Framework and a quality
improvement approach

34%

Is commonly defined as
strategies individuals
perform to live well with
long-term conditions,
including medical, role and
emotional management.

32%

Introduction

32%

Self-Management

Results
• 41 health care professionals (HCPs) and six PFAs completed the survey.
• Most notably, 90.2% of HCPs and 83.3% of PFAs considered resources strategies as important;
51.2% of HCPs and 50% of the PFAs requested more information on this domain.
•In addition, 80.5% of HCPs and 100% of PFAs consider internal strategies as important; 48.8% of
HCPs and 50% of PFAs requested more information on this domain.

INTERNAL
STRATEGIES

RESOURCE
STRATEGIES

DISEASE
CONTROLLING
STRATEGIES

94%

89%

SOCIAL
INTERACTION
STRATEGIES

89%

72%

83%
72%

68%

PROCESS
STRATEGIES

ACTIVITES
STRATEGIES

DISEASE
CONTROLLING
STRATEGIES

HEALTH
BEHAVIOR
STRATEGIES

INTERNAL
STRATEGIES

RESOURCE
STRATEGIES

Strategy Domains

1. WHICH STRATEGIES DO YOU BELIEVE ARE IMPORTANT TO DISCUSS WITH
YOUR PATIENTS WHILE OFFERING SELF-MANAGEMENT SUPPORT IN YOUR DAY
TO DAY PRACTICE? (N=47; 6 PFAS AND 41 HCPS)

ACTIVITIES
STRATEGIES

SOCIAL
INTERACTION
STRATEGIES

HEALTH
BEHAVIOR
STRATEGIES

▪ Process Strategies: awareness and problem solving.
▪ Resource Strategies: self-advocacy, seeking and managing everyday support, seeking and managing health/social-care
needs and pain support.
▪ Activities Strategies: pacing, planning and prioritizing, organizing routines and systems, aids and physical adaptations,
engaging in valued activities.
▪ Internal Strategies: acceptance, staying positive, controlling stress and negative emotions, allowing time for sadness and
grief, seeking comfort in faith and spirituality.
▪ Social Interaction Strategies: disclosing condition, choosing social relationships and situations, staying in contact (with
friends and family), optimizing social interactions, using humor.
▪ Health Behavior Strategies: physical exercise, mental exercise, diet, sleep hygiene.
▪ Disease Controlling Strategies: managing medication and treatments, preventing symptoms and complications, using
complementary medicine (supplements, massage, etc.).

Pertinent Reference
Audulv, A., Ghahari, S., Kephart, G., Grace Warner, & Packer, T. (2019). The Taxonomy of Everyday Self-management Strategies (TEDSS):
A framework derived from the literature and refined using empirical data. Patient Education and Counseling, 102(2), 367–375.

A Neighbourhood Assessment of Opportunities for
Physical Activity in Saint John, New Brunswick
Sarah Bridges1, Mary McKenna1, Anil Adisesh2, Martin Sénéchal1
1

University of New Brunswick, 2Dalhousie Medicine New Brunswick

Introduction

Results

Physical inactivity levels are on the rise across Canada and in New
Brunswick. Physical activity has been shown to have many health
benefits, including reduced risks for non-communicable disease,
improved mental health, as well as a reduction in return to work
times through improved recovery from injury and illness.
Individuals often cite lack of time, excessive cost, fear of or existing
illness or injury, location and availability of programs, and lack of
required skill required as barriers to physical activity. This problem
can be magnified in a city such as Saint John, New Brunswick, which
has a large geographical footprint relative to its population.
Community physical activity programs have been associated with
positive outcomes in the uptake of physical activity, rehabilitation
from illness or injury, and the prevention and improvement of noncommunicable disease.
Prescriptions for physical activity are often administered to patients
during return to work processes, but these prescriptions have been
shown to be most effective when they are specific. Availability and
location of physical activity programs is not always known within
communities, posing challenges to writing and adhering to physical
activity prescriptions.

Objective
To compile a list of the existing physical activity opportunities
targeted to adults aged 19-65 in Saint John, New Brunswick,
including those that focus on rehabilitation, and assess these
opportunities regarding their availability, accessibility, and
geographical distribution.

Methods

Legend
Mean Center of Physical Activity Programs
Standard Distance
Physical Activity Programs

%

78
81
65

86.7
89.0
76.5

81
8
9

82.7
8.2
9.2

64
15
3

78.0
18.3
3.7

72
13
2

82.8
14.9
2.3

Table 1: The number of programs offered to population based on accessibility characteristics of the programs. * The
minimum required level to participate, does not indicate the number of programs with individuals at that skill level.

Programs most often required membership fees (67%), and 22.7% of programs were
free to access. Average membership cost was $46.50 (± $35), and average drop in fee
was $9.10 (± $7.25). Cost of programs was not found to be correlated with location
(Figure 2).
Programs were available to men, women, and all age groups (Table 1), and there were a
large number of programs open to beginners or individuals who were new to physical
activity.

Legend
Rehabilitation Focused Physical Activity Programs

Figure 3: Rehabilitation focused physical activity programs in relation to population of census tracts.

Implications
When creating new physical activity programs, specifically those focused on
rehabilitation, this distribution should be taken into account as it may have an effect on
activity levels and rehabilitation of residents.

Organizations that provided separate physical activity programs
focused on rehabilitation were given a second survey that was
administered to the developers and coordinators (by email or in
person) of those programs.

Policy should be developed to encourage creating new physical activity programs in
existing structures in these neglected areas, and to encourage the implementation of
more rehabilitation focused physical activity programs.

Spatial data analysis was conducted using ArcGIS to determine the
distribution and clustering of physical activity programs.

These programs were largely centralized, and census tracts with
lower populations had significantly higher numbers of physical
activity programs, compared to tracts with higher populations.

N

Physical activity programs were able to be accessed by public transportation (98%) and
89% were physically accessible. The most common setting for physical activity programs
was in sports facilities (28.6%), followed by fitness centres (23.5%).

All physical activity opportunities available to adults aged 19-65
were included. Characteristics of opportunities were then gathered
using a standardized template from program resources (i.e.
websites, Facebook, pamphlets/handouts, etc.), contact with
program coordinators by email or telephone, and visits to the
opportunities by the researcher.

98 physical activity programs were found across 65 unique
locations, and only 3 programs that targeted illness or injury.

Program Accessibility
Age Attending
Young Adult
Middle Adult
Older Adult
Gender Attending
Both
Only Male
Only Female
Entrance Fitness Level Needed to Participate*
New/Lightly Active
Moderately Active
Very Active
Entrance Skill Level Needed to Participate*
Beginner
Intermediate
Advanced

Figure 1: All physical activity programs within Saint John, New Brunswick city limits in relation to population of census
tracts.

An environmental scan of city and government websites, known
physical activity opportunities, and contact with stakeholders was
conducted for Saint John to identify all physical activity programs.

Results

Results

Figure 2: Physical activity programs in Saint John, by accessibility type.

Two organizations offered three rehabilitation specific programs to those who have
arthritis, survived cancer, or suffered cardiac events (Figure 3). These programs
focused on minimizing decline, improving health outcomes, and offering support. Two
programs were free and were accessible through referral from a physician. Programs
were led by physicians, nurses, and physiotherapists and used previous research in
development and evaluation. All three programs had participants aged 51-65.

Future physical activity prescriptions should take into account patients residence and
the location of programs being prescribed to encourage uptake of the physical activity
programs and adherence to the prescription.
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Can Community Factors be Accounted for in Hospital
Performance Measures based on Case-Mix
Adjusted Length of Stay?
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• Case-mix adjusted length of stay (LOS) is widely used as a measure of hospital efficiency.

Introduction & Methods

• Community of residence affects LOS, but is not often included in adjustment models.
• Using random intercept models of the following form:
Can community and hospital effects on adjusted LOS be differentiated so as to include
community in adjustment models?
Hospital Community
Indicator
Hospital
Indicator
Community
A

B

C

Key Finding #1:
Hospital effects were not
consistent across communities
& Community effects were not
consistent across hospitals.
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Indicator
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Nova Scotia

Key Finding #2:
Communities with longer
adjusted LOS were clustered
around the location
of the hospital.
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• We were unable to differentiate the effects of community and hospital on
adjusted LOS.
• This demonstrates the complexity in differentiating the effects of community
and hospital on case-mix adjusted LOS.

>16% difference

Optimizing Self-Management of Diabetes and the Role of the Physiotherapist on an
Interdisciplinary Chronic Disease Management Team
Bonnie Doyle PT, Lindsay Sutherland MN RN, Colin Van Zoost MD FRCPC, Tara Jones PDt. CDE, Laura Burchell RN CDE
Amy Sheppard RN CDE, Jennifer Moore Counsellor RCT-C/CCC, Cindy Keith MAHN PDt. CDE, Erica Reynolds MHSc PDt. CDE, Jennifer McDermott MN NP,
Amanda Crowell

Overview: The Wellness Facilitator (Physiotherapist) at the Hants Health and Wellness Team in Windsor, Nova Scotia developed a 6

week “Diabetes and Exercise Program" to compliment the Diabetes Education pathway. Improvements were noted in 6MWT, 30 sec sit
to stand and exercise vital sign at reassessment and 6 month follow up. Minimal to no change noted in systolic and diastolic blood
pressure as well as self efficacy score. This project demonstrated the feasibility of a low cost, sustainable introduction to exercise
opportunity for patients with low fitness levels living with Diabetes.
6 Minute Walk Test

30 Second Sit to Stand
14

420

Objective:
The purpose of this initiative was to evaluate the
outcomes and sustainability of a low cost, small scale
physical activity program in a rural setting.

400
10
390

Background:
• In 2017 a grant was awarded to the HHWT from the
Diabetes Care Program of Nova Scotia to explore
enriching the physical activity (PA) aspect of selfmanagement in Diabetes education.
• Access to free, monitored PA programs for people with
chronic conditions were not available in the community.
• Knowing the significant benefits of PA on chronic disease
management, in particular Diabetes, the Wellness
Facilitator (Physiotherapist) was inspired to develop, pilot
and evaluate a targeted physical activity program called
“The Diabetes and Exercise Program” (DEP).
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•

Results and Discussion:
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Methods:

•

Implications:

In all 13 patients from the HHWT participated in a 6 week
exercise program. Each patient had baseline outcome
measures assessed pre and post program and 9 patients
completed a 6 month follow up. Blood glucose levels
were measured before and after each exercise session.
Each exercise session consisted of a group discussion
focusing on behavior change, a warm up, 6-14 minutes
of aerobic activity, 6-12 strengthening exercises using
resistance bands/hand weights/ankle weights for 8-12
reps, 4-5 standing balance exercises, 6 stretching
exercises 20-30 second hold 2-3 repetitions, 5-10 minute
relaxation exercise including body scan and mindful
breathing.

•

Exercise Vital Sign

Recruitment:

•
•
•
•

All HHWT staff members were orientated to the program
and were used to support recruitment through 1:1
appointments, group visits as well as posters in clinic
space.
Only internal referrals were accepted with the following
inclusion criteria:
1. Participant living with Diabetes.
2. Currently/recently followed by Chronic Disease
Management service of HHWT
3. Not meeting Diabetes Canada physical activity
guidelines of 150 minutes/week of moderate to vigorous
physical activity and 2-3 days per week of strengthening
exercises.

• Diabetes Care Program of Nova Scotia in particular Peggy
Dunbar and Robin Read for their support and
encouragement
• Dr. Jonathon Fowles whose early research in this area
inspired this project
• Josilyn Hare RN Valley Cardiac Rehab program (Western
Zone)
• Caroline Carr PT Low Intensity Exercise Program Community Health Teams (Central Zone)

Self-Efficacy
30

120

25

100

Minutes per week of Exercise

•

Recruiting Physiotherapists to Chronic Disease
Management Teams can optimize physical activity
counseling and prescription to patients ready and willing
to adopt a more physically active lifestyle in the pursuit of
self -managing their chronic conditions, including
Diabetes.

Acknowledgements:

Total score out of 40

•

• Participants who completed "The Diabetes and Exercise
Program" demonstrated improvements with the following
outcome measures: 30 second sit to stand (mean change
of 4 sit to stands), 6 minute walk test (mean change of 60
meters) and exercise vital sign (mean change of 65
minutes/week). Minimal to no change noted in blood
pressure or self efficacy score. Blood glucose was
measured pre and post each exercise session with a
mean change of 2.2mmol/L.
• “It was a nice, safe place to learn, do, make mistakes and
do it again!” (DEP participant).
• Results have been positive and with the support of fellow
team members and hospital volunteers the Hants Health
and Wellness Team has been able to integrate the
program permanently into the role of the 0.6FTE Wellness
Facilitator (Physiotherapist).
• Future State 1. Improve accessibility of program to
participants with other chronic conditions, 2. Improve
accessibility to physical activity counselling and exercise
prescription.
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• Fowles, J. et. al (2014): “Implementation of Resources to Support
Patient Physical Activity through Diabetes Centers in Nova Scotia:
The Effectiveness of Enhanced Support for Exercise Participation”
Can J Diabetes 38 (2014) 423-431.
• Fowles, J. et.al (2012) “Building Competency in Diabetes Education:
Physical Activity and Exercise’
• Photo courtesy: http://www.cbc.ca/news/canada/nova-scotia/thesearch-doctors-health-care-hants-wellness-team-1.4537927
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PATIENTS’ DEN
INNOVATION IN EMPOWERING PATIENTS TO SET RESEARCH PRIORITIES
BINNS, Krystal ; DOUCET, Shelley
1

1

Background
On May 10, 2018, the New
Brunswick Primary and Integrated
Health Care Innovations (NB
PIHCI) Network partnered with
the Maritime Strategy for PatientOriented Research (SPOR) Support
Unit (MSSU) to host its first annual
Patients’ Den. Funded by the New
Brunswick Health Research Foundation
and a patient partner, this unique event
was styled after the popular television
show where a panel of patient
partners evaluated and
awarded grants to the winning
research teams.
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Purpose

Conclusion

Patient engagement at all stages of the
research process has emerged as the next
evolution in health research and
policy. In Canada, this is supported by the
Canadian Institutes of Health Researchʼs
(CIHR) SPOR strategy. However, patients
are seldom involved in research
funding decisions.

The Patientsʼ Den event provided patient
advisors with an opportunity to
prioritize health research funding;
exposed stakeholders to a model of
meaningful patient engagement;
and created a positive, collaborative
environment for patient partners,
researchers, and the public to engage in
open dialogue without any barriers.
Patients were also able to provide
funding to 3 research teams engaging in
patient-oriented research.

Methods

Results

1

Prior to the event, applicants
submitted proposals for
research projects.

Following the presentations, the top
three research teams were each
awarded $5000

2

A panel of methodology experts
reviewed the studies' scientific merit to
create a shortlist of ten proposals.

3

At a public evening event, each
team presented its project to a
panel of seven patients.

Approximately 80 stakeholders
from a variety of backgrounds
attended the event, including
members of the public, patients,
caregivers, clinicians, trainees,
researchers, and decision-makers

4

The patient panel could pose
questions to the presenters to assist
with their evaluation of how well
each idea would address the
network's priorities in primary health
care: prevention, access,
integration, and impact on the NB
health care system.

The event was the first of its kind
in Canada and was livestreamed
to over 160 viewers across the
country
The second Patients’ Den is
scheduled for October 3rd, 2019

By empowering patients to
set primary health care
research priorities and partner
in the research funding
decision making process,
research will become even
more aligned with
patients’ needs.

QUALITY OVER QUANTITY: THE ASSOCIATION BETWEEN QUALITY OF REFERRALS
RECEIVED BY IBD SPECIALISTS AND PATIENT OUTCOMES
Holly Mathias MA1, Courtney Heisler MSc1, Julia Morrison BSc1, Kelly Phalen-Kelly NP1, Barbara Currie NP1, Jennifer Jones MD, MSc1
1 QEII Health Sciences Centre, Halifax, NS

Background

Results

• Canada is reported to have the highest incidence and
prevalence rate of IBD in the world, particularly in the province
of Nova Scotia [1].
• In Canada, specialty IBD care can only be accessed through
referral. Referrals are usually sent by family doctors or another
physician (e.g. surgeon) [2].
• Physician surveys have indicated a lack of informative referral
communication in Canada, with many referrals being returned
[2,3].
• There can be variation between the information provided in
each referral, depending on referring provider.
• Previous GI studies have noted issues with referral
information, but no published work has addressed the
relationship between quality of referral and patient outcomes
[4].

Research Question
1. Do referrals to the Nova Scotia Collaborative Inflammatory
Bowel Disease (NSCIBD) program for patients with suspected or
confirmed IBD contain enough information to allow accurate
triage for timely access to subsequent outpatient care?

Figure 1. Referral Quality
Distribution

Figure 2. Mean Wait Time Based on Quality
of Referral
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Quality of Referral
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e, 32
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Of the 200 referrals collected, 159 referrals (79.5%) were
considered as low quality, 32 (16.0%) as moderate quality
and 9 (4.5%) as high quality.

On standard form

40 (97.6)

146 (91.8)

Requested semiurgent triage
Received semiurgent triage
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27 (65.9)

95 (59.7)

Appointment wait
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16

5

10

15

20

25

30

35

Patients with moderate-high quality referrals waited a mean of 16.7
weeks (sd=14.9, range=0-64) between referral and appointment.
Patients with low quality referrals waited a mean of 29.0 weeks
(sd=33.8, range=0-160) between referral and appointment. This
was significantly different (t(150.13)=3.47, p<0.001, CI=5.2919.32).

Figure 3. Patient Outcomes Based on
Referral Quality Among Semi-Urgent
Patients
Additional Refferals

0

Few semi-urgent patients with a moderate-high quality
referral experienced disease flares, hospitalizations or
additional referrals on their behalf compared to patients
with low quality referrals.

41

4

Hospitalizations

Multivariate regression analysis found that wait time was
a significant predictor of disease flares (x2(3)=8.03,
p=0.046), and IBD-related hospitalizations (x2(9)=14.93,
p=0.037). Health region and wait time were both
significant predictors of additional referrals (x2(9)=25.69,
p=0.002).
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• The majority of referrals sent to the NSCIBD program were
low quality.
• Increased wait time was associated with referring provider;
however, more work needs to be done to assess a potential
association with referral quality.
• The highest proportion of low quality referrals were sent in by
General Practitioners
• The highest proportion of high quality referrals were sent in
by Gastroenterologists
• Multivariate analyses showed a significant relationship
between wait time and disease flares, IBD-related
hospitalizations, and additional referrals.
• Prolonged wait times are of concern given their documented
impact on patient satisfaction, quality of life and wellbeing.
• The results of this study suggest that referral quality may
contribute to excessive wait times, and excessive wait times
are significantly associated with poor patient and system
outcomes.

Future Directions
Future research directions may include replicating this study at
a higher power across several sites.
Future health systems directions may include developing a new
standard referral form with the help of referring providers;
implementing a provincial standardized electronic referral
system; and evaluating the potential of a “referral-free” system.

Funding Sources

Patient Outcomes

Low Quality (%)

Triage wait time

A univariate analysis found a significant association between
referral quality and wait time (t(198)=2.27, p=0.01); however our
multivariate analysis did not. Only referring provider (e.g GP)
significantly predicted wait time (F(7)=3.4, p<0.002, R2 = 0.17)

• A total of 200 referrals collected through electronic medical
records (EMR) in Halifax, NS.
• Referral content was evaluated using a data abstraction form
developed with a luminal GI and two GI nurse practitioners.
• Referrals were classified as either low, moderate or high
quality. Moderate and high categories were collapsed.
• Quality classification was used to determine patient outcomes
(disease flare, hospitalization, wait time).
• Multivariate regression was used to assess relationship
between referral quality, wait time and patient outcomes for
semi—urgent patients.

Moderate-High
Quality (%)
2 (4.9)
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Table 1. Baseline Characteristics of
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2. How does the quality of initial referrals to the NSCIBD program
inform patient outcomes (e.g. disease flare, hospitalization) over
the following 1-year period?
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Personalized medicine is the use of a patient's specific information (about their genes, proteins, RNA, metabolites,
etc.) to create a treatment plan that best suits their needs. Personalized medicine draws on recent advances in the
omics sciences; including the study of genomics (genes in the human body), proteomics (proteins in the human
body), etc. Using a preliminary scan of the literature, we highlight key issues for the future use of personalized
medicine for the patient, the physician, and for policy. Privacy and genetic discrimination issues may arise for
patients. Both physicians and patients may have trouble understanding this new category of tests, in addition to
coping with incidental (i.e. unexpected) findings and false-positives. Crucial issues for policy makers wishing to guide
this process include: the need for standards for new diagnostic tests, anti-discrimination policies and legislation, and
analysis of cost-effectiveness for new tests, in addition to concerns about equity for their availability.

• Physicians can uncover incidental findings of health
risks during genetic screenings that they must decide if
they should disclose to their patient. (Bombard, Robson, & Offit, 2013)
• Physicians may need to take precautionary measures, such as
avoiding screening a low risk patient, to reduce the risk of
misdiagnosis, given increasing rates of false-alarms and overdiagnosis of genetic diseases. (Hoffman and Welch, 2017)
• Physicians may fall victim to diagnostic overshadowing. They
may misattribute patient symptoms to a pre-existing condition,
thus, missing a diagnosis. (Giddings, 2013)
• Physician bias and shortcuts may be caused by lack
of time and can cause diagnostic errors. (Zwaan, Thijs, Wagner, &

Food Allergy
(Dhondalay et al., 2018)

Oncology
(Roenblum & Peer, 2014)
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(Sancesario & Bernardini, 2018)
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Oral Cancer

Cardiomyopathies

Prenatal Heart Defect

(Rai, Mukherjee, Ghosh, Routray, &
Chakraborty, 2018)

(Raghow, 2016)

(Chen, Guan, Wei, Yuan, & Zhang, 2018)
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Lung cancer
(Yin Cheung & Hsueh-Fen Juan, 2017)

Proteomics
Breast Cancer
(Coleman, 2017; Rosenblum & Weisman,
2017)

• Both physicians and patients struggle to understand what actions
should follow predictive medical tests. (Garcia-Retamero & Hoffrage, 2013)
• Physicians' biases can shape how they use information from
diagnostic tests. This leads to an increase in patient harm
and an overwhelming number of diagnostic errors. (Zwaan et

(Rhee, 2018)
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Transcriptomics,
Proteomics,
Metabolomics

al., 2013)

Gut Microbiota

Foodborne Disease

(Chierico et al., 2014; Price et al., 2017;
Limborg et al., 2018)

(Ellis, Muhamadali, Chisanga, & Goodacre,
2018)
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Obesity

(Rodríguez-Cerdeira, Molares-Vila,
Carnero-Gregorio & Corbalán-Rivas, 2017)

(Piening et al., 2018)

Literature Search followed two strategies:
1. PubMed systematic search, combining ‘diagnostics’, ‘regulation’, and
‘Canada’ with: ‘genomics’ (72 results/16 relevant), ‘proteomics’ (23/1),
‘transcriptomics (14/2), precision medicine’ (13/12)
2. Major medical journal exploratory search for ‘omic’ and ‘diagnostic’:
•
CMAJ ‘omic’ (2), ‘diagnostic’ (466/13)
•
JAMA (‘omic’ & ‘diagnostic’) (7185 /15)
•
BMJ ‘omic’ (4/1), ‘diagnostic’ (1732/10)
•
Social Science & Medicine omic (2/0) diagnostic (532/5)
Methodological Issue: vocabulary for area still evolving

• Patients may face privacy issues. Genetic
databases are now considered public goods, giving
scientists easier access to patients’ genetic
information. (Knoppers, 2010; Najafzadeh, 2012)
• Availability of genetic tests, privacy protection regulations, and out
of pocket costs for patients were key factors affecting physicians’
decision to implement precision medicine in their practice. (Najafzadeh, 2012)
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• Insurance companies can find individuals’ genetic information
and use it to discriminate against them without legislation
preventing it. (Bombard, 2015)
• Lack of precision medicine regulations. There is a large variability
in research programs and how their information is collected. Variability
leads to diminished quality control in diagnostics. (Hey & Kesselheim, 2016)
• Policy makers typically do not consider the value of the information
provided when analyzing the cost effectiveness of personalized
medicine. (Bombard, 2015)
• Policy makers need to guide the integration of genome
sequencing into the clinic and how incidental or secondary
findings arising from genomics are handled (Wright et al., 2013)

Nicholls, S. G., PhD, Langan, S. M.,MSc PhD, & Benchimol, E. I.,MD PhD. (2017). Routinely collected data: The importance of high-quality
diagnostic coding to research. CMAJ, 189(33), E1055.
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Price, N. D., Magis, A. T., Earls, J. C., Glusman, G., Levy, R., Lausted, C., . . . Hood, L. (2017). A wellness study of 108 individuals using
personal, dense, dynamic data clouds. Nature Biotechnology, 35(8), 747-756.
Raghow, R. (2016). An ‘Omics’ perspective on cardiomyopathies and heart failure. Trends in Molecular Medicine, 22(9), 813-827.
Rai, V., Mukherjee, R., Ghosh, A. K., Routray, A., & Chakraborty, C. (2018). “Omics” in oral cancer: New approaches for biomarker
discovery. Archives of Oral Biology, 87, 15-34.
Rhee, E. P. (2018). How omics data can be used in nephrology. American Journal of Kidney Disease, 72(1), 129-135.
Rosenbaum, J. N., & Weisman, P. (2017). The evolving role of companion diagnostics for breast cancer in an era of next-generation
omics. The American Journal of Pathology, 187(10), 2185-2198.
Rosenblum, D., & Peer, D. (2014). Omics-based nanomedicine: The future of personalized oncology. Cancer Letters, 352(1), 126-36.
Sancesario, G. M., & Bernardini, S. (2018). Alzheimer's disease in the omics era. Clinical Biochemistry 59, 9-16.
Wafi, A., & Mirnezami, R. (2018). Translational –omics: Future potential and current challenges in precision medicine. Methods 151, 3-11.
Wright, C., Middleton, A., Burton, H., Cunningham, F., Humphies, S. E., Hurst, J., et. al. (2013). Policy challenges of clinical genome
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Our preliminary search indicates that there are multiple potential issues for the
patient and physician that need to be mediated by policy. We plan to continue the
research by interviewing hospital diagnosticians and policy makers on this issue.
We are particularly interested in how implementation plans for genomics precision
medicine will be compatible with precision medicine diagnostics from other fields.

Thanks to St Francis Xavier University for seed funding, Laurinda Matheson for input
on designing the literature search and to Dan Kane and Russell Wyeth for poster
logistics and technical assistance.

solutions for kids in pain
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The Problem

Canada is a world leader in children’s pain research...
but this knowledge isn't being put into practice.
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Only 2 Canadian health institutions
have made a certiﬁed commitment
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Children suffer undertreated and preventable pain that leads to many immediate and long-term problems.

Our Vision

Healthier Canadians through better pain management for children.

The Solution

SKIP's mission is to improve children's pain management by mobilizing
evidence-based solutions through coordination and collaboration.
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SPIDER – Structured Process Informed by Data, Evidence and Research,
Addressing Polypharmacy in Primary Care in Nova Scotia
Mathew Grandy1, Frederick Burge1,2, Anders Lenskjold1,2, Sarah Sabri1, Rick Gibson3, Tara Sampalli3, Juanna Ricketts2, Noah Michael Ivers4, Alexander Gerald Singer5, Simone
Dahrouge6, Marie-Thérèse Lussier7, Neil Drummond8, Donna Manca8, Michelle Greiver9,10
1Dalhousie

University, 2BRIC-NS, 3Nova Scotia Health Authority, 4University of Toronto, 5University of Manitoba, 6University of Ottawa, 7Université de Montréal, 8University of Alberta, 9North York General Hospital,10University of Toronto
Practice Based Research Network

Introduction Elderly patients are, in general, frailer and more prone to adverse events and side effects of
medication, especially in combination with polypharmacy (many prescriptions). The Canadian Choosing Wisely
and Canadian Deprescribing Network both focus on four groups of drugs that have higher risks of adverse events in
the elderly population: PPIs (proton pump inhibitors) for lowering stomach acid production, benzodiazepines for
anxiety, antipsychotics for agitation, and long-acting sulfonylureas in diabetes type 2 treatment. These four groups
of drugs are potentially inappropriate prescriptions (PIP) for elderly patients. Polypharmacy and PIP can
negatively affect patients’ health and quality of life while increasing medical expenses.

Purpose The aim of SPIDER (Structured Process Informed by Data, Evidence and Research) is to improve care
for elderly patients in family practice with polypharmacy and PIP. The SPIDER process will be thoroughly
evaluated, including satisfaction among primary healthcare providers and patients. Healthcare expenses and patient
engagement will also be part of the evaluation.

Methods This study is taking place in Ontario – Toronto and Ottawa; Alberta –
Edmonton and Calgary; Québec – Montréal; Manitoba – Winnipeg; and Nova
Scotia – Halifax. In Nova Scotia, the study is a cluster Randomized Controlled
Trial (RCT). Family practices are randomized into two arms, with patients aged
65 and older on ten or more medications being sampled. The intervention arm
has Quality Improvement (QI) with deprescription guidelines and workshops.
The control arm is given usual care. The data are being extracted from the
CPCSSN (Canadian Primary Care Sentinel Surveillance Network) dataset.

Results The local study is in the process of being accepted by the Research
Ethics Board at Nova Scotia Health Authority. Results are not available as of yet.

Implications for policy and/or practice Lowering the adverse events
and side effects of polypharmacy and potentially inappropriate prescriptions in
the primary care setting.

family.medicine.dal.ca
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Essential elements to implementing the
Paramedics Providing Palliative Care at Home
Program: An application of the Consolidated
Framework for Implementation Research (CFIR)
Alix JE Carter1, 2 MD MPH FRCPC , Michelle Harrison 2,3 B.Sc. AHN, MA , Jennifer Kryworuchko4,5 RN, PhD, Tjingaita
Kekwaletswe4 MSc, PhD, Sabrina Wong4,5 RN, PhD, Judah Goldstein1, 2 PCP, MSc, PhD, Grace Warner6PhD
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Department of Emergency Medicine, Division of EMS, Dalhousie University, Halifax Canada
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Background

New palliative
clinical practice
guideline, new
medications

Providing comfort care, and
support at home without
transport to hospital, have
not traditionally been part
of paramedic practice

Paramedic
palliative care
training

Database to
manage and
share goals of
care

Paramedics
Providing
Palliative Care
at Home
Program

Objective
Determine essential elements for spread of
this new model of care through the
application of the Consolidated Framework
for Implementation Research (CFIR)

The success of the
Program has now begun
to spread, with other
Canadian provinces
seeking to implement
similar models

Methods

Qualitative deliberative dialogue
sessions gathered expert
feedback in a province with
(Nova Scotia) and without
(British Columbia) the Program.

The CFIR framework guided the
discussion and coding of the
data (audio recordings
transcribed verbatim)

Four team members coded the
data independently; themes
were derived by consensus with
the broader research team

Methods: CFIR domains

Results: Participants
Stakeholder type

n

Nova

Palliative care health care provider (e.g., physician, nurse) - adults

4

Scotia

Palliative care health care provider - pediatrics

1

EMS management/ leadership/ policy

3

EMS medical communications

1

Administrative, project management

2

Primary care

1

Emergency medicine

1

Palliative care health care provider

1

British

Columbia Palliative care policy
EMS management/ leadership/ policy
EMS training/education

1
2
3

Results: Top Themes

Facilitator

CFIR:
Outer Setting

Early and meaningful
stakeholder engagement is
critical

CFIR Construct:
Cosmopolitism

Theme:
Breaking down silos

“One of the challenges is
the fact that we still, for
better or worse, function
in our silos. And
paradoxically, our
information age makes
those silos ever tighter
and taller.”
(Nova Scotia)

Lack of inter-sectoral
communication due to IT,
privacy, silos

Clarity and communication
of paramedic role
important to avoid turf
protection

Barrier

Results: Top Themes

Facilitator

CFIR:
Outer Setting

Clear need in the
community

CFIR Construct:
Patient needs

Theme:
Expectations

“I’d say some of the barriers
are…people need to know
about the Program. So it's
up to the family physicians or
the palliative teams or
whoever to know. Because
it’s generally not going to be
the patient themselves that
knows about the Program.”
(Nova Scotia)

Families need to be
aware of service
Clear expectations
on what paramedics
can/cannot provide

Barrier

Results: Top Themes

Facilitator

CFIR:
Characteristics of the
Intervention

Training is an
essential element

CFIR Construct:
Adaptability

Theme:
EMS Training

“The cultural shift, I think
clinical practice guidelines
are easy, if you’re breathless,
here’s what you do... But to
tell a paramedic to apply
oxygen at home, or a fan, or
positing them and then leave
them – that’s foreign for
most paramedics.”
(British Columbia)

Cost

Adapted to suit local
needs
Builds buy-in and
credibility

Barrier

Results: Top Themes

Facilitator

CFIR:
Inner Setting

Training, tools,
resources and
leadership
support in place
to support the
change

CFIR Construct:
Implementation
Climate

Theme:
Changing mindset

“How do we change the
culture of paramedicine,
that this is our job now?
That taking care of a
patient differently, in their
home and not transporting
them is actually doing our
job versus “you call we
haul” them to hospital.”
(British Columbia)

Shift in the
mindset away
from traditional
roles and
practices
Barrier

Results: Top Themes

Facilitator

CFIR:
Characteristics of the
Individual

Desired by
paramedics

Fear of increased
responsibility

Theme:
Desire to practice
differently

“In Nova Scotia 70% of
paramedics said ‘thank you we
hated dragging people to the
emergency department’, 20% are
slowly becoming converts to
palliative care and 10% will never
think its part of their job. I was a
paramedic and remember that
the patient died in the hallway
and that’s not right.”
(British Columbia)

Resistance to
change

Barrier

Wanting a new
way to support
these patients

CFIR Construct:
Knowledge & benefits

Results: Top Themes

Facilitator

CFIR:
Process

Champions help
change the mindset

CFIR Construct:
Engagement

Theme:
Champions

“When new people come in its
sometimes a group mentality, if
they come into a group that’s very
negative or resistant to change.
They sort of have to adapt it as
their own approach but if you can
get them in an atmosphere that
we’ve got this 30-year veteran or
mentor with a great attitude,
that’s what they will relate to and
it becomes part of that culture.”
(British Columbia)

Finding these
champions

Barrier

Limitations
• Other stakeholders might express different issues/weight differently
• Inherent in the deliberative dialogue method is the potential for
participants with stronger voices to be heard more clearly or more
often, and others to be under-represented

Conclusion
The CFIR constructs, used in deliberative dialogues with
key stakeholders in a province with the novel program
and a province who does not yet have the program,
have outlined key elements for consideration of
implementation of this program in other jurisdictions.

• This will be helpful for successful scale and spread of
the program.

Improved access and comprehensive care for individuals with
diabetes: Group medical visits initiative in Western Zone
Lisa deMolitor, MPH, P.Dt., CDE, Valley Regional Hospital Diabetes Centre
&
Isabelle d’Entremont, P.Dt., Primary Health Care Coordinator Yarmouth,
Digby, Shelburne Community Health Network

Defining a Group Medical Visit
Access
To medical visits

https://www.pspexchangebc.ca/
→ clinical practice management
content
→ practice management learning
modules

Education
For patients on their medical condition or disease

Enhancement of self management skills
Lifestyle/behavioral change- promote self-management
consistency in follow through on medical
recommendation

Eisenstat et al. 2012. Putting Group Medical
Visits into Practice. The John D. Stoeckle
Center for Primary Care Innovation

GMVs in the Western Zone
Themed visits based on health condition (diabetes)
Patients who are
unattached

Primary Care Practices

Specialty Teams

Improved access for
patients without a
PCP

Cohort of patients
attached to a PCP

Adults with type 1
diabetes

DC staff and NP

DC staff and
Physician/NP

DC staff and Internal
Medicine specialist

improved adherence to standards of care
↑ trust in providers

Lit
Review

sig improvement on clinical measures (↓A1C)
↑ self efficacy
↑ satisfaction with care
↓ hospitalization rates and decreased ER utilization

https://www.pspexchangebc.ca/

↑ quality of life
Eisenstat et al. 2012. Putting Group Medical Visits into Practice. The John D. Stoeckle Center for Primary Care Innovation

GMV’s provide a
meaningful and fulfilling
platform for clinicians to
deliver common diabetes
teachings efficiently
[…](DEC)

What do people think
about GMVs?

Summary of Current Data
Patient Feedback
❑ Most enjoyed group learning
❑ Most felt they received enough 1:1
time with HCPs
❑ Most would recommend GMVs to
others

Provider Feedback
❑ Comfortable with the rest of the team
❑ GMVs better support pts to take care
of their own health.
❑ Would recommend GMVs to others

Next steps
❑ Looking at the impact of GMVs on the participants’
clinical indicators (i.e. A1C).
❑ Evaluating the impact of GMVs on self-management
skills and diabetes distress.

Challenges and Key Learnings
Challenges:
❑ Patients and providers may need a little coaxing at first…
❑ ++ Planning and administrative time
❑ Space
❑ Planning follow up (call schedules make planning ahead difficult)

Key Learnings:
❑ Don’t wait too long, just start!
❑ Most people who will attend, will actually like it!
❑ Skilled facilitator is key
❑ Proper intro/set up (patient needs to know what they are getting into)
❑ Very rewarding for both provider/patient

Implication for Policies and Practice
❑ Cost-effective and efficient
collaborative approach to
diabetes management.
❑ Fosters collaboration between
healthcare professionals and
patients.
❑ Follows principles of adult
education by encouraging peer
support and education.

❑ Rich discussions and stimulates critical
thinking in patients and promote selfmanagement skills.

Opportunities for Spread
❑ Easily implemented and helps facilitate access.
❑ You might consider GMVs as a way to deliver care if:
❑ Many patients in your area do not have a PCP.
❑ You have difficulty scheduling patients attending
your clinic in a timely manner (high volume).
❑ You want to improve the interdisciplinary
relationships in your clinic/area.
❑ Your patients have difficulty with behavior
change and self-management skills.

Isabelle.dentremont@nshealth.ca
LisaMarie.deMolitor@nshealth.ca

A Realist Review of how Primary Healthcare can use
Case Management to Connect End-of-Life Patients
& Family Caregivers with Community-Based
Supports
PHC Research Day 2019
Halifax, Nova Scotia

Lisa Garland Baird, Juanna Ricketts, Grace Warner, Bev Lawson, Cheryl Tschupruk, Tara
Sampalli, Mary Akbari, Ruth Martin-Misener, Fred Burge, Robin Urquhart, Lori Weeks,
George Kephart, Tanya Packer, Barbara Pesut, Colleen Cash, Ronita McAdam, Mary
Sullivan, William Montelpare

Background
• Earlier initiation of Communitybased Palliative Care (CBPC) is
beneficial for patients & their
families
• PHC has an important role in EOL
identification, assessment &
planning
• Case management functions are
applicable to planning for EOL

Palliative approach to care

Self-management
Early Chronic
Disease
Management
Hope for cure

Disease
advancement
Complication
indicators

Decompensation
experiencing life limiting
illness

Dependency and
symptoms increase

Decline and
last days

Death and
bereavement

Home care

PPS

Seniors at risk

ESAS
BC Palliative benefits

Transition 1
Time of
Diagnosis

Transition 2

Transition 3

Transition 4

Transition 5

Time

McGregor and Porterfield 2009

Case Management
Identification

Assessment/

Transition

Planning
Communication

Evaluation

Implementation

Objectives of review
• Partner with family advisors & healthsystem knowledge users
• Identify critical community supports in
last year of life
• Synthesize & ‘unpack’ evidence on how
case management functions &
competencies can connect patients &
their caregivers to community-based
services, supports & resources

Realist review method: an iterative cycle
• Systematic & purposive/targeted
searches of the research literature

Consultation

Realist

methodology

• Consultations with knowledge users
& family advisors
• Articles screened & categorized by
relevancy & outcomes
• Constructed theories of how case
management functions might work in
the context of primary healthcare

Program
theories

Search

Consultation

Results
• Screened 2389 articles from initial search,
included other articles based on targeted
search, extracted data on 39
• Developed preliminary program theories
• Most literature on case-management
mechanisms &/or adopting palliative
approach to care
• Less literature on critical community
supports, needed qualitative input
• Created final program theories

Critical community supports identified by caregivers
1. End-of-life care training for Health Care Professionals & assistants

2. Family/friend caregiver centered programs/resources for support
3. Discharge/transition coordination reflective of palliative approach
4. Co-ordination between health/social services & supports

5. Additional physical & psychological support for patients living alone

What contexts affect EOL identification, assessment & planning in PHC?
CONTEXT

Case
Management
Functions
&
Competencies

OUTCOMES

Health, Social, Community

Primary
Healthcare

Critical community
resources

Patients and Families
involved in the plan of care

Better End of Life Experiences

Integrated care

MECHANISMS

Policies, Resources, Public Awareness

Literature synthesis & supporting evidence
Theories

Context:

Context:

Context: HCP

Policies, support,
funding

Practice settings

characteristics

Making the
uncomfortable
Comfortable

Policy/Lack of
resources barriers
to EOL planning

Lack of time for
EOL conversations

Creating space for
ACP & EOL
conversations

Creating plans
that reflect needs
and values

Patient population EOL care values vs. Discomfort with
perceptions
medical/fiscal
EOL conversations
model values

Use of tool in
practice setting
for EOL planning

Training &
education in EOL

Mechanisms

Outcomes

Use of tool or
structure to
initiate EOL
conversations

Better provider &
family caregiver
communication

Training &
education for EOL
conversation
starters

Improved care of
patients & family
caregivers

Use of tool to
improve multidisciplinary
communication

Early recognition
and prevention
planning for EOL

Theory: Making the uncomfortable comfortable
If PHC practitioners are uncomfortable discussing end of life
they could use tools to assess needs of patients/caregivers
nearing EOL, this provides an opportunity to discuss and
identify EOL issues without specifically discussing death.
Also….could be done by collaborative care team members who
are more comfortable with EOL or by self-report to reduce
time barriers

Theory: Creating plans that reflect needs & values

If PHC practitioners assess EOL needs of patients/caregivers it
provides an opportunity to create a plan for the future that
reflects what patients/caregivers value, this can improve EOL
experiences and bereavement.
Also….barriers to plan being communicated and updated

Implications
• Practice: PHC is the appropriate place to initiate EOL conversations
and planning with patients and their caregivers
• Policy: Policies need to create structures to facilitate a palliative
approach to care
• Research: How best to connect health with community resources
• In Nova Scotia we have an opportunity to improve the context for EOL
identification, assessment and planning with
• The initiation of collaborative care teams
• Integrated palliative care policies
• Strong leadership in our Health Authority

What does this mean to
families and patients?
Juanna Ricketts
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Literature Synthesis
• Demonstrated how case management functions facilitate:
• patient identification at EOL
• creation of patient & family centric plans
• implementation of planned care

• Supportive contexts included:
• reducing communication barriers within PHC
• enhancing PHC practice cultures to embrace palliative approach and use of
community resources
• PHC team members valuing patient & family centric care

Program theories
(Dalkin, 2015)

• Intervention resources (tools to
identify and assess needs) are
introduced in a context (PHC
settings), in a way that enhances a
change in reasoning (providers
more comfortable discussing EOL
needs) that alters the behaviour of
participants (making EOL plans),
which leads to outcomes (better
care).

Realist review steps
Step 1: identifying the review question (clarify scope)
Step 2: searching for relevant literature
Step 3: quality appraisal
Step 4: extracting and organizing the data (CMOs)
Step 5: synthesis

M (Resources) + C→M (Reasoning) = O
• M (Resources) PHC teams training to facilitate EOL conversations with
patients/families
• are added to a Context of a PHC team that is ready to make changes
necessary e.g. allocate time for EOL conversations, engage families
• M (Reasoning) PHC teams will be confident they can have EOL
conversations with patients and families,
• Leading to the Outcomes of improved patient and family engagement
in planning for EOL and decreased family stress

Realist Review

Systematic Review

Type of intervention

Complex

Simple, discrete

Aim / Focus

EXPLANATORY: how ‘x’ works, in what contexts,
for whom?

JUDGMENTAL: how much does x, y, z improve
health?

Rigor

Very rigorous

Very rigorous

Relevant types of
evidence

Includes a wide range of research and non
research (i.e., both qualitative, quantitative)

RCTs ideal. Mostly quantitative research on
effectiveness (e.g., controlled & uncontrolled
studies, interrupted time series, …)

Evidence source

Peer reviewed literature, policy reviews,
stakeholder analysis, focus groups, grey literature

Peer reviewed literature, grey literature (finite
set of data)

Method

Theory-driven synthesis: deconstructs
intervention into component theories. Context
data retained, basic theory is refined concerning
applicability in context

Statistical synthesis: meta-analysis, summary of
quantitative data

Usefulness

How to make an intervention most useful

Demonstrates which intervention has largest or
smallest effect
Pawson and Tilley, 2004

Program Theories: CMOs
Theory 1: Having EOL conversations
•
•
•
•

Practice environments need to support palliative approach to care
Practitioners can be uncomfortable having EOL conversations
Training in tools can facilitate discussions on needs
Using tools can increase comfort by indirectly discussing EOL and
addressing needs of patients/caregivers

Theory 2: Planning for EOL
• Needs should involve/acknowledge family/friend caregivers
• Once needs are identified a plan can be created
• Advance care plans should be tailored to needs

Review and Feasibility Assessment of the Camp Hill
Veterans Memorial Dental Services
Shauna Hachey, Heather White, Mary McNally, Steven Smith, Brent Powers, Ben Davis

Presentation Overview
Background Information
History of the Canadian Military and Dentistry
Dental Care Funding in Canada
Camp Hill Veterans Memorial Dental Services
Review and Feasibility Assessment of the VMB Dental Services
Purpose
Implications
Approach/ Methodology
Considerations for Recommendations

History of the
Canadian Military & Dentistry
• Dentistry was a recognized profession in Canada at
the time of confederation 1867 1,2
• The South African Boer War (1899-1902), World
War I (1915-1918) and II (1939-1945) are
significant to the advancement of the profession 1,2

• The dental requirements for recruits was that teeth
had to be in good working order. Those with 10
missing or decayed teeth were disqualified 1,2

Dental Care Funding in Canada
Most dental services were excluded from Medicare 3
• Dental diseases was thought to be eradicated by fluoride
• Dental professionals supply expected to exceed demand
• Oral health was seen as an individual responsibility
Public financing of private dental care varies among provinces 3
Federal financing of dental care is provided to: 3
1. Aboriginal groups
2. Canadian Armed Forces (including Veterans)

Camp Hill Veterans Memorial Dental Services
Onsite dental services have been provided to the Veterans for many years including:
• Dental examinations

• Hygiene services
• Dental restorative services
• Denture fabrication and repair
• Simple tooth extractions
• Referrals for more complicated treatments

Implications
• Older adults are keeping natural teeth longer and require prevention and maintenance
• Poor oral health is associated with:
• Negative impacts on social and general well-being
• Systemic diseases

• The on-site dental services is a highly valued service
• Potential to mitigate poor oral health and associated concerns
• Prevents the need for cumbersome and costly transportation for Veterans to seek dental care

Purpose
Dalhousie Faculty of Dentistry was asked to conduct the External Review due to feasibility
concerns with the current model.

The Review of dental services included the following:
• Assessment of needs, utilization, operations, clinic space, quality, safety, & human resources
• Exploration of strategic opportunities and future directions
• Recommendations for a financially sustainable program consistent with best practices

Disclosure Statement

Dalhousie Faculty of Dentistry and
the External Review Team does not
have actual or potential conflict of
interest in relation to this review

Approach
The External Review team worked with NSHA
Office of Medical Affairs to develop the TOR:
• General operations

• Physical space, equipment, supplies
• Demand and service delivery models
• Provider contractual relationship with NSHA
• Work load, productivity and accountability
• Quality, safety standards, policies, procedures
• Opportunities for collaboration
• Other areas of interest

Phase I:

Introduction
to the VMB
Dental
Program

Clarification of
Assessment Need,
Feasibility and TOR
Key
Informant
Interviews

• Facilities tour
• Communication with
co-sponsors
(e.g. feasibility, expectations)

• Responses recorded and
emerging themes identified
• Phase 1 clarified information
needs, strategies and
processes to guide Phase 2

Detailed Secondary Data Analysis

Phase II:
Dental Program
Utilization, Costs
and General
Operations

1. To determine dental service utilization and
patterns of dental needs
2. To examine the fiscal health and
sustainability of the Dental Program
3. To explore general operations related to
quality and patient safety standards,
policies, and procedures of dental care

Data (De-identified)
• Billing codes (2013-2018)
• Administration, dental provider and finance reports

Objective 1:
To determine dental
service utilization
and patterns of
dental needs

Results
•
•
•
•
•
•

Number of Veterans, dental patients & appointments
Clinic hours
Dental referrals
Wait times
Services rendered
Preventive services (Examinations & Hygiene)

Data (De-identified)
• Billing codes (2013-2018)
• Administration, dental provider and finance reports

Objective 2:
To examine the fiscal
health and
sustainability of the
Dental Program

Results (Productivity and Efficiency)
•
•
•
•
•
•

Costs
Revenue (Billings)
Unclaimed services
Uncollected billings
Sources of open chair time
Deficit of the dental clinic

Data

Objective 3:

• Review of current policies, procedures and
standards with facility experts

General operations
related to quality and
patient safety
standards, policies,
and procedures of
dental care

• Review of policies, procedures and standards
against governing Acts, best practice
standards and institutional policies

Results
•
•
•
•

Infection Control
Safety
Water Testing
Privacy and Record Keeping

1. Dental equipment and suite

Recommendations

2. Oral health strategic planning
3. Service delivery models for economic sustainability

Guiding lens for Recommendations

(4)

Effective

Efficient

Safe
Six
Dimensions
of Quality
Care
Equitable

Accessible

Acceptable/
Patientcentred
(5)

Considerations for Recommendations
• Veterans Services Philosophy of Care
• Nova Scotia’s Long Term Care Program Requirements (6)
• Oral care or cues for residents are provided minimally once daily
• Facilitated access to dental services

• Canadian Accreditation Standards for Long Term Care (7)
• Oral health assessment within two weeks of admission
• Daily mouth care plan including hygiene techniques and products

• Evidence of Best Practice, including:
• Oral health: nursing assessment and interventions best practice guidelines, Registered Nurses’
Association of Ontario, (8)
• Brushing Up on Mouth Care: Open access resources to support daily mouthcare (9)

Suggestions for Future Directions
Oral Health Strategic Planning involving key stakeholders (i.e. Veterans, dental
staff, frontline staff, administrators, management and finance)
Define future program objectives, success measures/indicators and methods of
data collection using findings from this Review as baseline data
Further data collection to guide and inform the Oral Health Strategic Plan and
future direction (e.g. resident oral health status & satisfaction)
Wholistic integration of the oral health team into existing VMB care teams

‘Oral health champions’ within care units to facilitate program success, staff
commitment CE and training

Conclusions
• Good oral health is imperative to overall health
and VMB Dental Services are highly valued
• The current program of dental services have
benefited for many years from a dedicated
Contract Dentist and supported by VMB staff

• A financially sustainable dental program,
offering high quality dental services is possible
for the Residents of the Camp Hill VMB
• The next step in the process is dissemination
with stakeholders
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Your Weight Your Way
Impact of a group-based weight management
program delivered by a multidisciplinary primary
health care team on health behaviours and
chronic disease risk factors over a 6-month period

• CHT Model
• Description of Your Weight Your
Way Program
• Outcomes
• Lessons Learned

COMMUNITY HEALTH TEAM MODEL OF CARE

Chronic
Disease
Prevention &
SelfManagement

Wellness
Navigation

Community
Health and
Wellness

PROGRAM COMPONENTS
Health and wellness programming

Wellness Navigation

Community Connection

Risk Factor Management,
Low Intensity Exercise Program, Nutrition and
Weight Management, Emotional Wellness,
Parenting

Assist citizens define and prioritize health and
wellness needs & develop plan to meet needs
using their internal personal resources and linking
them with health and/or community resources

Engagement, Relationship Building,
Community Partners, Linking Community Health
Providers and Services

CHT GUIDELINES
Guiding Frameworks
Wellness Navigation
Health and Wellness

Guiding Principles
Dynamic and flexible, avoid
duplication of services,
learning together, foster selfmanagement

Guiding Models of Care
Expanded Chronic Care
Model, Circle of Health,
Population Health, Promotion
Model

PROGRAM ENABLERS
Free programming, community client-based, whole person approach, interdisciplinary, accessible, behaviour change

Not
Eating
Healthy
Smoking
Not
Active
Enough
Too
Much
Alcohol
Feeling
Stressed

Health Behaviours

High Blood
Pressure

Heart
Disease

Diabetes
High Blood
Sugar
Overweight/
Obesity
High Blood
Cholesterol

Mental
Health
Pulmonary
Disease
Cancer

Risk Factors

Chronic Conditions

Program Includes:
• Intake assessment
• 12 week group-based sessions
• 3 month follow-up phone call
• 6 month group based follow-up

Program Layout:
1. Assessment and Introductions
(Dietitian)
2. New Mindset New Results
(Dietitian)
3. Physical Activity: Why does it Matter?
(Physio)
4. Laying the Foundation for Healthy Weight Loss (Dietitian)
5. Eating Foods that will fill you up (Dietitian)
6. Check in & The Magic Weight Loss Pill (Dietitian) & (Pharmacist)
7. Meal Planning and Preparation (Dietitian)
8. Keeping Active at any size
(Physio)
9. Supermarket Savvy
(Grocery Dietitian)
10. Mind Over Matter
(CHT Navigator)
11. Living While Losing Weight
(Dietitian)
12. Assessment, Wrap-Up and Goal Setting (Dietitian)

Methods
• Mixed methods approach
• Quantitative (administrative data, surveys)
and qualitative (post interviews)

• Implementation science –
documenting the implementation
journey

Outcome Measures
✓ Demographic Information
✓ Anthropometric Measurements
✓ Blood Work (Lipids and Fasting Blood Sugar)
✓ Rate My Lifestyle Questionnaire
✓ CSEP PAR-Q - Physical Activity
✓ Weekly and Exit Evaluations

Demographic Data
• Female - 90%
• BMI class I, II, III
• Married or living
with partner
• Retired
• Attrition
• 12 weeks - 17%
• 6 months - 48%

Clinical Measures

p- Value

Weight
(kg)
Body Fat Percentage

0.912

Baseline
12-Week
Mean ± SD
Mean ± SD
167.16 ± 59.81 170.08± 59.73

0.162

45.01±6.65

44.64±7.10

44.83±7.78

Waist Circumference
(inch)

0.005**

45.86±11.51

43.81±6.68

43.43±5.98

36.29±8.54

36.39±8.68

35.84±7.42

81.17± 17.99

75.54± 9.01

77.79± 8.47

123.88±15.24

122.76± 13.99

114.92± 25.95

0.670

4.56±1.09

4.56±1.14

4.48±1.26

0.136

1.36± 0.41

1.33±0.38

1.49±0.51

0.092

2.48± 0.95

2.52±0.97

2.41±1.10

0.141

1.87± 1.44

1.50±0.65

1.51±0.73

0.001**

6.69±2.24

6.01±1.45

6.11±2.12

0.003**
BMI
Diastolic Blood
0.60
Pressure
Systolic Blood Pressure 0.79
Total Cholesterol
HDL Level
LDL Level
Triglyceride Level
Glucose Level

6-Month Follow-Up
Mean ± SD
168.15± 55.62

Proportion of participants by percentage of weight loss from baseline,
2017-2018

100
86
80
63
60
40

22

20

15

11
3

0
0-4%
Weight Loss at 12-week,n=37

5-9%

10-14%

Weight Loss at 6-month,n=27

Total Nutrition Score
(out of 56)

Total Emotional Wellness Score
(out of 40)

Mean
37.17
SD
8.60
Minimum 17

41.07
6.73
21

6Month
Followup
41.02
5.65
23

Maximum 56

52

50

36

36

38

69

43

55

47

28

Baseline

n

81

12Week

Baseli
ne

12-Week

6-Month
Follow-up

23.13
5.88
13

26.55
5.31
11

25.00
5.57
13

Healthy Eating

P value

1. I eat within 1-2 hours after waking up

0.008**

2. I eat whole grain foods (whole oats, whole grain bread, 0.035*
barley, quinoa)
3. I drink more than 1 cup of sugar sweetened beverages daily

0.496

4. I eat at least every 4 to 6 hours during the day

0.184

5. I cook at home and make meals in my kitchen
6. My meals include at least 3 of the 4 food groups

Total Healthy Eating Scores

0.721
0.170

0.001**

Emotional Wellness (4 sites)

P value

1. I prioritize getting 7-9 hrs sleep per night.

0.438

2. I take steps to manage my stress.

0.001**

3. I skip regular meals because I have too much to do.

0.838

4. I am kind to myself when I stray away from my weight 0.176
management plan.
5. I make time to prepare meal and eat healthy snacks.

0.360

Total Emotional Wellness Scores

0.031*

Proportion of participants who met 150 min
of aerobic activity a week, 2017-2018
100
80
60
36

40
20

31

16

0
Baseline,n=83

At 12-Week,n=69

At 6-Month Followup,n=43

Lessons Learned

Virtual Primary Care in Digby : A technology-enabled solution to
enhance access to a primary care provider for Nova Scotians
living in rural and remote communities
Dr. David LaPierre, Family Physician, Kentville and Digby
&
Katie Heckman, Virtual Care Lead, Central Zone

About Us…
❑ The Digby and Area Health Services Centre (DAHSC) was funded by
the town, the Digby and Area Health Services Foundation, the NSHA,
and the Department of Health and Wellness
❑ Opened in 2015 and is owned by the Nova Scotia Health Authority.
❑ Serving population of the Municipality of Digby.
• Number of patients currently Rostered (as of 29/05):
~ 1065 (DAHSC/IHC)
• Team composition: 3 NPs, 2 part-time physicians, 1 part-time
long term locum, 1 LPN and 1 RN and 3 clerical staff.
• Members of the team involved in Virtual Care Clinics:
• Chantelle Hazelton, LPN
• Dr. David LaPierre, FP (Kentville and Digby)
• Dr. Chris King, FP (Kentville and Digby)
• Clerical Staff

Virtual Care Initiative
Problem and Opportunity

Implementation of Initiative

❑Recruitment and retention challenges

❑Fall 2018: Collaboration with IM/IT
to explore innovative Virtual Care
approach to improving access,
conducted needs assessment

❑Severely underserviced area
❑ The Digby, Clare, Weymouth cluster
with over 2,000 patients on the Need
a Family Practice Registry

QI initiative
❑To increase access to primary care for
people without a family doctor or
nurse practitioner living in the Digby
Area

❑ November 27th, 2018: 1st virtual
care clinic offered!
❑Evaluation process is ongoing

Virtual Care Visit

About Virtual Care
• Restructured and Rebrandedthe former Telehealth Network.
• Now Virtual Care is a service
under NSHA IM/IT that assists
clinical service areas with
implementing virtual
technologies into their workflow.

• Virtual Care uses audio and video
technology to connect patients
with health care providers in
other locations.
• Virtual Care leverages
technology, skills and knowledge
to support delivery of personcentered virtual health services
through innovation and
integration.

Partnership with IM/IT
❑ Defining Roles during the initial
intake:
❑Virtual Care- technologies,
training on equipment/scheduling
software, troubleshooting, project
oversight.
❑Primary Health- coordination,
identifying current workflow,
patient criteria, LPN/Physician
communication.

• Check-in meetings between PHC
and VC
• Leadership engaged
• Planning/process identification
• Working on a tight timeline

Quality Improvement
❑
❑
❑
❑
❑

Informal Plan-Do-Study-Act cycles
Patient surveys administered periodically to support QI and broader evaluation
Provider surveys completed at the beginning
DAHSC and IM/IT team meets regularly and rapid cycle changes made
Process changes being documented (spreadsheet below)

DEC: LPN part  10 mins
APR: Using iPad for RPD
and using digital
stethoscope

MAY: LPN no longer
choosing patients,
clerical booking
independently

MAY: Appointments with
2nd provider started!
MAY: Patient Survey
changed based on
feedback from IQIS team
+ IM/IT

Patient Engagement
❑ During this pilot project, patients
were surveyed in order to evaluate
their satisfaction level.
❑During the first VC clinic, the
patients not only completed a
survey but also participated in a
short interview where they were
asked more detailed questions
about their experience.
❑This information was shared with
the rest of the organizing team and
management.

Initial Results (as of 29/05)
A mixed methods approach is being used to understand the value of VC in enabling access to a primary care
provider. In addition to process measures, patient and provider satisfaction are being measured. The
number and type of VC appointments are captured in the EMR.

❑Number of appointments attended (as of 10/06):
• 138 (Dr. LaPierre and Dr. King)
❑Demographics (Dr. LaPierre):
• Average age: 61.2
• Age range: 11-96
• Males: 40; Females: 79

❑Patient satisfaction:
• Overall: all positive feedback.
• Technology: positive, one patient indicated
need for bigger screen
• Ongoing evaluation…

❑Provider satisfaction
• After initial session: positive feedback
• Need for repeat survey

❑Top-5 reasons for an appointment:
• Refills*
• Results*
• Specific condition/issue
• BP Check
• Requisitions

Challenges
❑Challenges:
•
•
•
•

Billing codes
Technology (hitches and glitches)
Approval of digital stethoscope and iPad set up
Cloning our LPN…

❑Considerations:
• Very important to have a good relationship between IM/IT and PHC
• Important to have a team that is willing to try something new
• Champions, organizers and providers from away
• Important to let the community know about the new initiative
• Educating the public leads to better acceptance

Key Learnings, Implications for Practice/Policy &
Opportunities for Spread
❑Key Learnings:
•
•
•
•
•

Having a strong partnership with IM/IT is key to success
Need to have good assessment skills
Good working/trusting relationship between provider and LPN
Engaged/supportive leadership and an engaged working group
Primary Health Care Coordinator onsite to coordinate
implementation

❑Opportunities for Spread:

• Areas with the following criteria could consider virtual care as
a feasible option:
• Recruitment and retention challenges
• Other enhanced strategies haven’t been successful
• Options for community members without a primary care
provider are limited to one alternate option

Implication for Practice and Policy
❑ Virtual Primary Health Care is a
sustainable, patient-centered and
cost-effective solution specifically
in rural areas of Nova Scotia where
recruitment and retention of
providers has been a challenge

Digby and Area Health Services Centre
1 (902)-245-1307
isabelle.dentremont@nshealth.ca
chantelle.Hazelton@nshealth.ca
katie.heckman@nshealth.ca
david.lapierre@nshealth.ca

FROM RESEARCH TO PRACTICE: THE IMPLEMENTATION
AND EVALUATION OF A PATIENT NAVIGATION CENTRE FOR
CHILDREN AND YOUTH WITH COMPLEX CARE NEEDS

Alison Luke, Shelley Doucet, Rima Azar, & Kerrie Luck

Background
 Children with complex care needs (CCNs) experience multidimensional health
and social care needs,
 Many families experience barriers to accessing needed supports and
resources they require to properly care for their child or youth with CCNs.
 To address these gaps, a research-based navigation centre for children and
youth 25 years of age or younger with CCNs and their families was launched in
New Brunswick in January of 2017.

 The aim of NaviCare/SoinsNavi is to help facilitate more convenient and
integrated care to support the physical, mental, emotional, social, cultural and
spiritual needs of children, youth, and their families.
 The purpose of this study was to explore the overall experiences of caregivers
of children and youth with CCNs who have received services from
NaviCare/SoinsNavi.

Development of NaviCare/SoinsNavi
Research that informed development of the centre:
 Needs assessment in NB
 Environmental scan of services in NB

 Environmental scan of pediatric patient navigation across Canada
Site visits:
 Canada
 United States

Implementation of NaviCare/SoinsNavi
 Launched January 2017
 Employ 2 patient navigators: 1 Registered Nurse; 1 Lay
Navigator
 Serve children and youth with complex care needs and their
families as well as care providers

 Personalized, family and patient-centred
 Free, bilingual
 Family Advisory Council (FAC)
 Initial funding through NB Children’s Foundation

Research questions

1. What are caregivers’ experiences caring for a child
or youth with CCNs?
2. What are caregivers’ experiences and satisfaction as
clients of a patient navigation centre for children and
youth with CCNs?

Methods
 Design: Qualitative descriptive study
 Sample: 20 caregivers of children or youth with CCNs who
received services from NaviCare/SoinsNavi
 Data Collection: Face-to-face of phone, semi-structured,
interviews
 Data Analysis: Thematic analysis was used to identify,
analyze, and report patterns across the data set. NVivo
Software was used to assist in data management

Findings
 20 interviews in total: 19 English, 1 French
 Participants were primarily parents: 17 mothers, 2 fathers, 1
grandmother
 Typical client profile: Autism Spectrum Disorder, male age 6-11
 Typical reasons for calling NaviCare/Soins/Navi: Respite care,
summer camps, service referral, funding support

Findings: Themes
Theme 1: Caring for a Child With CCNs
Theme 2: Navigating the System
Theme 3: Seeking Support
Theme 4: The Value of Patient Navigation

Theme 1: Caring for a Child With CCNs
4 subthemes:
1. “I want to be her father…I don’t want to be her nurse”
2. “I’m on this burnout train”
3. “…everything we do is based around [child], and
what’s best for her”
4. “…if it all goes sideways in this longer road”

Theme 2: Navigating the System
4 subthemes:
1. “…you’re not listening to me!”
2. “…nobody was talking to each other”
3. “…feeling alone”
4. “I’ve got frustration building”

Theme 3: Seeking Support
3 subthemes:
1. “…provided the information that I needed”
2. “I wasn’t aware”
3. “…followed up…on our behalf”

Theme 4: The Value of Patient Navigation
5 subthemes:
1.
2.
3.
4.

“…she’s got my back”,
“…made the entire process so much easier”
“…it was just like talking to…an old friend”
“…helped me come into contact and follow-up on
things”
5. “…it’s drastically improved my quality of life”

Conclusion
 Themes deepen our understanding of the ongoing challenges, fears,
priorities and concerns experienced and shared by caregivers.
 This study demonstrates that patient navigation can have a positive
impact on caregivers’ experiences when caring for a child or youth with
CCNs, including:
providing support and information
improving access to resources and services
enhancing coordination and integration of care

improving overall quality of life

Access to Health Care:
Emergency Department or Primary Care Office?
Dr. Daniel Marsh
Dr. Ken Buchholz

Introduction
Geographical Setting
•

Annapolis Collaborative Emergency Centre
(CEC) located in Annapolis Royal, NS

•

Catchment area population ~9,000

Demographics
•

25% over age 65

•

30% low income households (NS=21%)

•

33% with no certificate or degree (NS=24%)

•

12% type II Diabetes (= NS)

•

16% respiratory disease (NS=12%)

Introduction
Access for Primary Health Care
a) Primary health care via the CEC physician or after hours RN and
paramedic
b) Annapolis Collaborative Practice (ACP)
a) FPN
b) NP
c) 4 physicians
d) FM resident
c) Annapolis Family Practice Associates (AFP)
o 1 physician
o FM resident

Purpose
➢ To determine if patient access to primary health care changes dependent
on availability of physician: Emergency Department or private office.

Access for Primary Health Care
2016

ACP

2018
CEC

AFP

ACP

CEC
AFP

Methods
➢ Retrospective analysis comparing third quarter of 2016 to 2018
➢ Shared EMR among CEC, ACP and AFPA used to obtain data
➢ Variables compared:

•
•
•
•
•

Distribution of Physician activities
Number of patients rostered to AFPA
Number of visits to the CEC for urgent care
Number of visits to the CEC for primary health care
Available number and type of appointment at AFPA

Results
CEC
Office appointments
Nursing home inpatients
FM Resident teaching
EHS Medical Oversight
Home Visits
Community Outreach
CME/ Professional
Development

Distribution of Physician Activities
2016

2018

Results

2016

2018

% Change

1423

1768

+ 24%

Available appointments/month

375

550

+ 47%

# of patients seen/month

194

272

+ 40%

PHC

60

32

- 48%

ED

71

52

- 27%

Rostered Patients

# of patient visits to CEC/month

Patient Visits Profile
CEC

900
600
300

Patient Disease Profile
12

0
CTAS 2/3

Q3 2016
Q3 2018

CTAS 4/5

PHC

% of Visits Q3 2018

Patient Visits

1200

CEC ED
AFPA Office

9
6

3
0

Relevance
➢ Access of Nova Scotians to a primary care provider is a key issue
in provincial health care.

➢ Understanding the variety of demands on physician time and
conditions that best provide access to primary health care should
drive appropriate policy and decision making.

Summary
➢ Patients, when given the choice, prefer to be seen by their primary
care provider in the appropriate setting.

➢ Future policy should ensure primary care access by limiting the
variety of demands on rural physicians and concentrating time
toward office-based appointments.

The meaning of patientcentered care:
Perspectives of patients
with multimorbidity and
teams in primary health
care settings
Primary Health Care Research Day
June 17, 2019

Background and
Study Objectives

Background
• Multimorbidity (MM): Two or more co-occurring
chronic health conditions (Almirall & Fortin, 2013)
• Patient-centered care (PCC): Focuses on multiple
chronic conditions & involves the patient as a
member of the health care team

NSHA PHC

• Primary health care (PHC): Our focus on Chronic
Disease Management (CDM) and Primary Care
(PC) teams
Objectives
• Learn about patients’ perspectives of patientcentered care
• Learn what PHC providers need to do to meet
patients’ definitions of patient-centered care.

Methods: Data collection and analysis
Data source
Integrative
review
Process
mapping
Patient
interviews

Results
9 articles

Method for analysis
• Review and theming

6 PHC teams:
• 3 PC
• 3 CDM
20 participants
• 11 at PC sites
• 9 at CDM sites

• Review with teams
• Comparison with other
data
• Content analysis
• Team card-sorting
activity

Preliminary
findings:
Patients’
perspectives of
patient-centered
care

• Individualized care
• Continuity
• Strong patientcentered teams
• Patient centered
access

• Flexible and responsive
to patient needs and life
circumstances
• Patient involved in
and/or directs process
and decision-making

“That I have a say in what
my treatment is or even in
not so much the diagnosis
but in how we arrive at
the diagnosis…”
(CDM patient)

Well for me since I work
fluctuating hours […] It’s
not a normal nine to five
[…] if I’m calling in and
saying I need an
appointment, then I need
one. I don’t want to wait
two weeks.
(PC patient)

PCC at multiple levels
Interaction / personal experience
• Providers responsive to patients’
personal circumstances

Health system
• Health system should mirror
traits desired in care providers

• Patients can access the care they
need when they need it

• Access should be facilitated for
individuals and communities

“…it’s about very consciously creating models and practices that both
from an interactive perspective and a systems perspective place the
person receiving care at the centre of the model.”
(CDM patient)

Health system
To me patient-centred care I would think
care that’s centred around the patient and
not the establishment.
(PC patient)
R: I can see that the drawbacks of a system
that’s over-worked, overwhelmed, I can see
that that might be part of what’s made the
negatives. […] there's still some work to
think through of how we can be more
patient-centred, I guess.
I: For the whole system to be more patientcentred.
R: Yeah.
(CDM patient)

Interaction / personal
experience
I’m thinking that it would […]put me in the
centre of attention. So the team […]
would take care of my needs as a whole.
(PC patient)
I would like to see a process where they
not only work collaboratively with each
other […] but I think they need to learn to
work collaboratively with the patient. So I
think patient-centred care going forward
needs to really have an emphasis on the
patient being a part of that collaboration,
and a respect for the patient’s experience
and their observations…
(CDM patient)

Providing patientcentered care

• Interviews
• Trust and relationships
• Collaborate with patient
• Ensure access and supports that
help maintain care and treatment
• Process mapping
• Teams already using innovative
strategies
• Don’t always recognize these
innovations
• Opportunity to learn from and
scale up innovations

Putting the pieces together
Interaction /
personal experience

Health care system
• PCC pervasive
throughout system
• Community and
individuals
• Patient involved in
/ directs process

• Continuity

Individualized
care

• Strong patientcentered teams
• Patient-centered
access

Conclusions and next steps
A Cross Provincial Application of the PACE in MM Framework to Compare
Programs for Patients with Multimorbidity in Interprofessional Collaborative
Family Practice Teams in Primary Care
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Marshall, J. Curran, T. Packer, G. Kephart, S. Wuite, E. Michael, A. Ryer, G. Kohler,
L. Edwards, A. Fracini, K. Anderson, R. Urban, S. Ryan Carson, E. Christian, D.
Lapierre, A. MacKenzie, M. Mooney, K. Peacock, L. Baxter, B. Condran
• Newfoundland & Labrador: K. Aubrey-Bassler, C. Campbell, C. Chisholm, S.
Goold, C. Penney
• Quebec: M. Fortin, T. Bouhali, G. Landry
• Ontario: M. Stewart, F. Bahnacy, P. Huras, L. Meredith

Thank you!
Team members: Ruth Martin-Misener, Tara Sampalli, Larry Baxter,
Brian Condran Kylie Peacock, Frederick Burge, Elizabeth Michael,
Grace Warner, Lindsay Sutherland, Ryan Macneil, Elaine Moody,
M. Keddy, Joel Arsenault, Ryley Urban, A. Asim, Emily Marshal,
Adrian MacKenzie, Jaimie Carrier

For more information, please contact Brian Condran
Research Coordinator bcondran@dal.ca
References:
Almirall, J., & Fortin, M. (2013). The coexistence of terms to describe the presence
of multiple concurrent diseases. Journal of Comorbidity, 3(1), 4-9.
doi:10.15256/joc.2013.3.22

The Effect of Community of Discharge
on Length of Stay for Unplanned
Hospitalizations: An Indicator of
Community Care Integration?
Alysia Robinson
Dr. George Kephart, Dr. Leslie Anne Campbell,
Dr. Grace Warner, Dr. Pantelis Andreou, Dr. David Stock, Mike Reid

Introduction

X

1

What we know from Healthcare Professionals

X
Organizing
discharge to
some
communities is
more difficult
than others

2

Negative Outcomes of Long Length of Stay (LOS)

X
• Potentially harmful outcomes to patients include:
o Mortality
o Hospital acquired infections
o Decrease in function
o Feelings of guilt
o Minimal social interaction
o Perceived loss of autonomy
• Hospitals account for 30% of healthcare expenditures
• Unavailable beds
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Community-Level Factors

Formal Resources
• Healthcare Professionals
• Primary Care
• Home Care
• Transitional Care

Informal Supports
• Informal Caregivers
• Social/Community Supports

Health-Related Sectors
• Housing
• Income
• Transportation
• Education
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Community as a Complex System of Care

Community-Level Factors

Formal Resources
• Healthcare Professionals
• Primary Care
• Home Care
• Transitional Care

Informal Supports
• Informal Caregivers
• Social/Community Supports

Health-Related Sectors
• Housing
• Income
• Transportation
• Education
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Objectives
For Nova Scotian residents, aged 30 years and older, with at least one
unplanned inpatient hospitalization during fiscal years 2010-2014, our
objectives are to:
1. Estimate the extent of community variation in case-mix adjusted episode
LOS across Nova Scotia.
2. Estimate if community variation in case-mix adjusted episode LOS is
different for patients with higher medical complexity, as compared to
patients with lower medical complexity.

6

Study Design and Overview
• Cross-Sectional, Descriptive Study
• Unit of Analysis: Each patient’s most recent discharge to a community
setting from an unplanned inpatient hospitalization
• Dependent Variable: Case-mix adjusted episode LOS
• Community Geography: 77 Forward Sortation Areas (FSA)

B3H 4R2
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General Modeling Approach
Analyses for objectives 1 & 2 will employ a random intercept regression
model of the following form:
log 𝑦𝑖𝑗 = 𝑋𝛽𝑖𝑗 + 𝑍𝛾𝑖 + ℇ𝑖𝑗 , 𝛾𝑖 ~𝑁 0, Σ𝛾 𝑎𝑛𝑑 ℇ𝑖𝑗 ~𝑁 0, 𝜎 2
Case-Mix Adjustments
groups
• log 𝑦𝑖𝑗 = log transformed mean outcome (episode LOS) •• Age-sex
End-of-life
• Resource Intensity Weight (RIW)
• For person (j) in area (i)…
• Elixhauser
• Count of conditions
𝑋𝛽𝑖𝑗 = a vector of covariates and fixed effects
• Indicator variables for specific
conditions
• For area (i)…
𝑍𝛾𝑖 = a vector of covariates and community random effects
8

Results – Objective 1 → Key Finding #1
Overall, community is significantly associated with case-mix adjusted episode LOS
Statistical Significance

Real-World Impact

• LR test: p < 0.001
• Communities 1 SD away from the
• ICC (95%CI): 0.003 (0.002, 0.005) mean = 4.6% (3.6% - 5.6%) difference
in episode LOS
• Excess of 30 days/100 admissions

LR = Likelihood Ratio
ICC = Intraclass Correlation Coefficient
SD = Standard Deviation
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Results –
Objective 1 →
Key Finding #2
Being discharged to certain
communities is associated with a
significantly higher or lower casemix adjusted average episode LOS
than the provincial mean.

• 11 communities with significantly
longer
• 6 communities with significantly
shorter
10

Results – Objective 2 → Key Finding #3 → RIW
Community variation in episode LOS does differ between groups with low and
high medically complex needs. (LR test: p < 0.0001)

Low Medical Complexity (RIW < median)

High Medical Complexity (RIW ≥ median)
11

Discussion

12

Discussion – SARV

(b) High-Cost Healthcare Users

(a) Hospital Episode Length of Stay

(c) Unplanned Repeat Hospitalizations

13

Discussion – Benchmark

Shorter than Provincial Average
Case-Mix Adjusted Episode LOS

Provincial Average Case-Mix
Adjusted Episode LOS

Longer than Provincial Average
Case-Mix Adjusted Episode LOS

14

Limitations
• Hospital-Community Interaction
• Definition of community
• Unmeasured patient characteristics in case-mix adjustment

15

Buddy!

16

Health Data Nova Scotia
The data used in this report were made available by Health Data Nova
Scotia of Dalhousie University. Although this research analysis is based
on data obtained from the Nova Scotia Department of Health and
Wellness, the observations and opinions expressed are those of the
authors and do not represent those of either Health Data Nova Scotia
or the Department of Health and Wellness.
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Thank You!
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Move to Improve:
Partnering together to improve access to chronic disease
exercise programs in the community

Jill Robison, BSc. PT, MSc. RHBS
Carah MacIsaac, BKinH, MSc. PT

Move to Improve
• To increase accessibility to evidence based exercise
programs for community members with chronic
conditions.

• To provide self management skills grounded in
behaviour change theory to those living with chronic
conditions.
• To build the capacity of exercise leaders in the
community to work with clients with chronic
conditions.

Partner Roles
Community Health Team (CHT):

Canada Games Centre (CGC):

• Screened participants
• Heart Wise training
• Assisted with outcome measure
collection
• Led behavior change education
sessions
• Resource for fitness leaders
during program

• Provided space and fitness
leaders, free of charge
• Designed and delivered the 10week exercise program
• Complete initial and discharge
outcome measures

Heart Wise Exercise Training
• Training Program developed by Ottawa Heart Institute

• Used to train fitness leaders about common chronic
health conditions/how to manage in exercise setting.

Program Components
▪ Exercise class (10 weeks, 2x/wk, 1 hour duration)
• Endurance (Walking)
• Strength
• Balance

▪ Behavior Change Sessions
• Session 1: Get on the Move
• Session 2: Small Steps, Big Success
• Session 3: Why is Change so Hard?

Inclusion Criteria
•
•
•
•

Walk/exercise >20 minutes without stopping
Low Fitness level
Sedentary (<150 min of exercise per week)
Living with at least one chronic condition

Demographic info
• N=17
• 88% identified as female, 12% male
• Majority were retired, ages of 65-74
• Self-Identified limiting chronic health
condition:
–
–
–
–
–
–

53% Arthritis
24% Chronic pain
Depression,
Neurologic conditions,
COPD
diabetes

Outcome Measures
•
•
•
•

30 Second Sit-to-Stand
6 Minute Walk Test
PAVS (Physical Activity Vital Sign)
Anthropometrics
(weight, body mass index, and % body fat)

• Resting Blood Pressure
• SF-12 Quality of Life Scale

Non parametric analysis (p<0.05)

Outcome Measures
Average Pre/Post 30sec Sit to Stand Test Scores
15
13.24
11.06
10

5

0

Pre Test Sit to Stand

Post Test Sit to Stand

Outcome Measures
Percentage of Participant Changes in 6-min
Walk Test Scores Post-Program, n= 17
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40
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20

0

Small Meaningful
Change>=20m

Substantial Change>=50m

Outcome Measures
Percentage of Participants Meeting the Physical Activity
Guidelines (Aerobic and Strength)
Post-Program, n=17
100
100

80

60
47

40
24
20
6
0
Pre-Program

Post-Program

Aerobic ( meeting 150 minutes of aerobic exercise per week )
Strenght ( doing 2 or more strength session per week )

Participant Evaluations
Figure 12- Percentage of Participants by Level of Satisfaction, n=17
5
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65
6

Feeling ready to continue to exercise on my own

29
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Increased physical activity due to improving confidence
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Increased physical activity due to improving skills

63
6

Increased physical activity due to improving knowledge
6
Group education sessions with physiotherapist were useful
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6
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29
The strengthening exercise component was useful
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The aerobic exercise component was useful
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The exercise program was valuable
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Partnership Evaluation
– Identified individual, organizational, partnership
and community level outcomes
– Helped inform how the outcomes would be
measured
– Informed Future Direction and Built Trust between
CGC and CHT

Lessons Learned
• How to manage resources more efficiently
– Outcome measures
– Staff allocation

• Improve communication between trainers & PT’s
– Weekly check-in

• Provide CGC with Behavior Change education

Where are we now…
• Program has been offered at Canada Games
Centre 4 times
• Keep on Improving (low cost)
• CHT Physiotherapists continue to provide
mentorship, Heart Wise training, safety screening,
Behaviour Change sessions
• CHT’s are exploring new partnerships to replicate
the Move to Improve Model

Pathways for the Prevention and
Management of Falls and Fall Related
Injuries in Primary Health Care
Primary Health Care & Rehabilitative Services
Susan Savage, Suzanne Baker, Tara Sampalli, Dr. Catherine Kelly, Krista Knickle NP, Axel Saile NP,
Shelley Lohnes, Marlene Rafuse, Dr. Grace Warner, and Michelle Johnson

Falls Facts…Why Fall Prevention Is Important
•
•
•
•
•
•

1 in 3 seniors fall each year
50% who fall never fully regain previous mobility
25% who survive a hip fracture die within 1 year
50% of residential care admissions due to falls
84% of injury-related hospitalizations fall
related
90% of hip fractures caused by falls

Purpose
To focus on the pathway for fall and
injury prevention and management of
falls in individuals over the age of 65
years in PHC (primary health care).

Demographics
Target population: 65+ living in own
home/apartment
Recruitment phase: January-March 2018
Second visit: April-July 2018
Final visit: August-January
•
•
•
•

53 patient participants originally enrolled
2 placed in residential care facility
4 dropped out
2 missed 1 out of 3 visits; incomplete data

Proportion ( or percentage) of Participants
by “Age Group” and “Gender”, n= 53
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20
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87-91

11

0
67-71

Female

Male

Study Process/Patient Flow
Initial visit:
• Assess for fall in last 3 months, do TUG &
VPS, determine CFS
• If no fall; support & advise individual selfmanagement strategies
• If fall; using CFS & TUG individualize
interventions from frailty level specific care
planning sheets
Second & Third visits:
• Reassess q 3 months twice, for total of 3
visits.

Primary Health Care Algorithm

Universal Falls Precautions

What is frailty?

• Over our lifetimes, we encounter health issues
• When the accumulation of health issues starts to
impact day to day life in areas such as:
• Independence in the community
• Cognition (examples include dementia, delirium)
• Mobility

• We call this “frailty”

Primary Health Care

Proportion (percentage) of participants by
“Frailty Level” at the three time points
100
80
60 60

60

54

40
20

13

21

18 19

16

21
6 6 6

0
Well

1st Visit,n=53

Vulnerable

Mild

2nd Visit,n=51

Moderate

3rd Visit,n=48

Falls Within the Last 3-Month
8%

11%

4%

Initial Assessment, n=53
#falls:6

2nd Visit, n=51
#falls:2

3rd Visit, n=48
#fall:4

Time UP and Go Screen

There was a significant difference between Time UP and Go ( TUG)
Score at the initial visit and the 3rd visit TUG score (p=0.013).
100

Proportion of Participants by " Time UP and
Go" Categories

80
67
60
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40
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25

20
4

4

6

0
less than 14

14-24
1st Visit

25-29
3rd Visit

30 and more

Change in TUG categories for those who had history of fall
within last 3-month

14-24

14-24

Initial Assessment

<14

2nd Visit

<14

3rd Visit

Evaluation
• Comparative analysis of CFS, TUG, VPS results
• Mail out survey to 48 participants
• Telephone interviews with clinic staff involved
• Mail out survey results; N=15
82% frailty discussion helpful
91% education provided helpful
83% made changes recommended
• Telephone interviews; N=4/5 completed
All agreed that patients health positively affected
All agreed current paper format difficult to
incorporate into practice

Conclusions
• Inform NSHA Fall and Injury Prevention
Policy in PHC
• Standardized approach for PHC
• Assess
• Categorize; clinical frailty level
• Individual interventions
• Future research recommendations
include understanding multiple risk
factors and what matters to the person

Multiple Risk Factors
biological / intrinsic

behavioural

social / economic

environmental
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A Collaborative
Intervention for
Deprescribing: The Role
of Stakeholder and
Patient Engagement
Shanna Trenaman BScPharm, MAHSR, ACPR, PhD(student),
Marjorie Willison, Bryn Robinson PhD,
Melissa Andrew MD, FRCPC, PhD

Appropriate Drug Use
• Personspecific

• Dynamic

• Complicated

• And whose responsibility is it to maintain this
state of appropriate drug use?

Deprescribing
Deprescribing is the process of
withdrawal of an inappropriate
medication, supervised by a health care
professional with the goal of managing
polypharmacy and improving outcomes

2017 Catalyst Grant- Medication Optimization
• “… to fund innovative research proposals that addressed the ongoing
concern of polypharmacy and related medication issues in older
Canadians living with frailty…”

Patient Engagement
Initial Research Team
November 2017
20 Researchers
Academics
Clinicians
Researchers
1 Patient and Caregiver
Advocate

Stakeholder
Research Meeting
June 2018
16 Researchers
4 Patient Representatives
1 Patient and Caregiver
Advocate

• Facilitation provided by the MSSU (NB)
• Dr. Bryn Robinson and team

Day 1 Program:
A. Medications

Divided into
4 diverse
teams

Day 2 program
focused on refining
ideas of Day 1 and
drafting a research
protocol

B. Patients

C. Decision-Making Process
D. Evaluation and Communication

Eligibility

Toolbox

• Fewerpillslessrisk.ca
• https://www.dal.ca/sites/gmr/ourwork/streamlining-medicationappropriateness-and-deprescribing.html

Continued
Engagement

Timeline
• Research Protocol

• 3 rounds of email review

• REB approval in NS
• REB application in NB
• Patient enrollment beginning in
NS
• 6 months of patient follow-up
planned
• Patient enrollment in NB
• And then many lessons to
share…

Data collection
• Primary
• To implement and evaluate a
practical and feasible tool for
pharmacists in integrated
healthcare teams to use to initiate
and monitor deprescribing.
• To measure improvements in the
quality of patients’ prescription
regimens (i.e., pre- and postintervention).
• Secondary
• To improve medication
appropriateness
• Reduce medication costs
• Reduce health care utilization
• Tolerability of intervention
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