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Acronyms 
 

A&D: Anxiety and Depression 

AI: Artificial Intelligence 

CCH: Cornwall Community Hospital 

CDHE: Centre for Digital Health Evaluation 

CDS: Clinical Decision Support 

CDSS: Clinical Decision Support System(s) 

CEP: Centre for Effective Practice 

COPD: Chronic Obstructive Pulmonary Disease 

DM: Diabetes Mellitus 

HF: Heart Failure 

E2P: Evidence2Practice  

eCE: eHealth Centre of Excellence 

EMR: Electronic Medical Record 

GAD-7: General Anxiety Disorder-7 Scale 

HDGH: Hôtel Dieu Grace Hospital 

HIS: Health Information System 

MOH: Ministry of Health 

MBC: Measurement-Based Care 

NASSS: Non-adoption, Abandonment, Scale-up, Spread, and Sustainability 

NYGH: North York General Hospital  

OH: Ontario Health 

OSCMHS: Ontario Shores Centre for Mental Health Services 

PHQ-9: Patient Health Questionnaire-9 Scale 

PCP: Primary Care Provider  

SJHH: St. Joseph’s Hospital Hamilton 

TOH: The Ottawa Hospital 

WCH: Women's College Hospital 

WIHV Women’s College Hospital Institute for Health System Solutions and Virtual Care 

WRH: Windsor Regional Hospital 
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Operational Definitions 
 

Academic detailing session: One-on-one training, small group training, or consultation related to 

latest guidelines specific to a health condition, provided by a trained clinical pharmacist to primary 

care clinicians.  

E2P Consortium: The group of organizations (Centre for Effective Practice, eHealth Centre of 

Excellence, and North York General Hospital) responsible for E2P program delivery. 

Change management session: Coaching and support sessions for primary care clinicians, allied 

health professionals and clinic staff to help with E2P tool installation, set-up and training. Sessions 

can include review of clinic workflows to improve efficiencies using E2P tools.  

Clinical Decision Support: Any on-screen tool designed to improve adherence by clinicians to a 

recommended process of care (1). 

Discharge Summary: A comprehensive document with clear, plain-language appropriate 

instructions and education materials to summarize the diagnosis, medication list (reconciliation), 

follow-up appointments, and guidance to help discharged patients successfully transition from the 

hospital and manage their condition at home.  

Users: Clinicians who use the E2P tools in primary care or acute care. 
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Executive Summary  
 

Background 

This report summarizes our evaluation of the Evidence2Practice (E2P) program, with a focus on the 

anxiety and depression (A&D) use case.  The primary objectives are to: 

a) Examine the effect of engagement strategies on program uptake in primary care 

b) Describe user experience with the E2P A&D tools in primary care and acute care 

c) Evaluate impact on use of E2P recommended tools for A&D in acute care 

Methods 

We evaluated the E2P program using mixed methods including analysis of program analytics data, 

semi-structured interviews, surveys, and hospital health information systems (HIS) data.  

Key Findings 

• E2P program deployment has been successful with wide reach across sites. Since its 

launch in November 2022, 271 primary care sites and 19 hospital sites implemented E2P tools. 

• Perceived value and uptake of E2P vary with use case and setting.  In acute care, E2P HF 

order sets were seamlessly integrated and improved quality of care. But the A&D tool introduced 

measurement-based care, which involved a new workflow and approach that is not supported by 

all psychiatrists. In primary care, tool utilization for both conditions was low with some fluctuation, 

despite the higher prevalence of A&D. 

• In primary care, engagement sessions had modest and transient impact on uptake, 

affecting the number of tool uses more than the number of tool users. This is likely because 

most sessions were one-on-one, on request of a single user, rather than for groups of clinicians.  

• In primary care and acute care, E2P A&D tools enhance comprehensiveness and 

appropriateness of care but it is more work for clinicians. Clinicians reported that extra time 

and effort are needed to administer screening forms, and to review all available treatment 

options. However, this facilitates patient-centred and guideline-concordant care. 

• In the acute care inpatient setting, E2P increased the utilization of Patient Health 

Questionnaire-9 (PHQ-9) forms. PHQ-9 screening was significantly higher in the inpatient 

intervention hospitals than in the comparator sites. Most other measures showed a trend towards 

improvement.  
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• In the acute care inpatient setting, Clinicians questioned the value of PHQ-9 and General 

Anxiety Disorder-7 (GAD-7) screening forms. While there was perceived value of these forms 

in ambulatory settings, clinicians felt that they were not appropriate for inpatients who are 

admitted with very high scores that typically do not change over short lengths of stay. 

Recommendations 

• In acute care, guidance for A&D patients should be adapted for inpatient and outpatient 

settings. Tool implementations must consider differences in symptom severity and follow up 

periods, to optimize benefit in the context of different care settings.  

• In primary care, change management (CM) should involve site-level leadership for 

effective implementation. CM strategies have modest and transient impacts on tool uptake 

and utilization and can be improved through broader efforts to engage and sustain users. 

• In primary care and acute care, increase implementation support for sites for tool 

installation, customization, updates and administration of screening forms, given the limited 

resources at many sites.  

• In primary care, improve integration with primary care electronic medical records (EMRs) 

to enhance user experience. Future tool iterations should consider a search function within 

the tool (Oscar), and data visualization for all previous A&D assessments (including self-

reported scores).  

• In primary care and acute care, consider ways to improve patient engagement and 

education. Educate patients on the importance of serial assessments using symptom scores. 

Future tool iterations could facilitate self-screening and enable clinicians to share trends with 

patients.  

• In acute care, continue to balance tool interoperability vs customization. Users 

acknowledged the benefits of standardized forms and discharge templates to facilitate 

communication across settings, but also valued being able to customize the tools to meet their 

site-specific needs.  

• In primary care and acute care, leverage data to inform quality improvement (QI) and 

contribute to a learning health system.   A robust data system using aggregated data and 

integrated dashboards can measure program effectiveness, inform best practices within as well 

as across hospitals, and improve population health. Establishing pilot primary care sites for 

targeted QI would provide opportunities for effective evaluations of the tools as implementation 

and engagement mechanisms would be more efficient using pilot sites.
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1. Introduction 
1.1 Context 

The Evidence2Practice (E2P) program is a centralized provincial program that aims to digitize quality 

standards and embed them into frontline clinical platforms (electronic medical records (EMRs) and 

hospital information systems (HIS), ensuring clinicians have access to best practice tools to support 

improved health outcomes for patients. The E2P program has been designed and implemented by 

three delivery partners referred to as ‘the Consortium’: the Centre for Effective Practice (CEP), 

eHealth Centre for Excellence (eCE) and North York General Hospital (NYGH). The program focuses 

on five use cases: heart failure (HF), anxiety, depression, diabetes mellitus (DM), and chronic 

obstructive pulmonary disease (COPD) (with COPD specific to primary care alone).  

The prevalence of mood and anxiety disorders in Ontario was estimated to be approximately 10.9% 

in 2023 (2). Measurement-based care (MBC) in psychiatry care involves routine assessments using 

standardized clinical scales, process measures or screening forms such as the Patient Health 

Questionnaire-9 (PHQ-9) for depression and General Anxiety Disorder-7 (GAD-7), reviewed by both 

patients and clinicians, and leveraging them for decision-making (3,4). MBC can help to improve 

quality of care, the therapeutic relationship between clinician and patient, and improve overall patient 

outcomes (3,5). However based on recent literature, there is limited uptake by clinicians due to a 

number of reasons, including time constraints, perceived inadequacy or irrelevance of  assessment 

scales, complexity of patient conditions, and lack of access to decision support and protocols (3,5,6). 

The E2P A&D tools seek to address some of these barriers by facilitating easy access to PHQ-9 and 

GAD-7 screening forms, providing an A&D score dashboard for clinicians to observe patients’ 

progress and response to treatment, and providing enhanced discharge summaries (in acute care), 

to improve the continuity and quality of care and establish standardized care protocols for A&D 

patients. 

Recently, the Centre for Digital Health Evaluation (CDHE) conducted an early-stage evaluation of 

E2P’s HF use case. This report presents findings from the CDHE’s subsequent evaluation of the 

E2P program for the A&D use case with a focus on tool uptake and utilization in primary care and 

acute care, the influence of engagement mechanisms (change management and academic detailing) 

on tool uptake and utilization in primary care, and clinician experience with the tools in primary care 

and acute care. For the acute care setting, tool utilization data provides an indicator of the impact on 

clinician behaviour.  
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1.2 Purpose and Objectives  

The main objectives of this evaluation for the primary care setting are to:  

1. Examine the effect of the Consortium’s engagement mechanisms on the spread, uptake 

and utilization of the E2P tools (all use-cases) at current implementation sites1.  

2. Understand current utilization of the E2P A&D tools1 and implications for sustainability. 

3. Describe clinician experience with the E2P A&D tools in terms of satisfaction, perceived 

utility, acceptance, enablers and barriers to use. 

The main objectives of this evaluation for the acute care tool enhancements are to: 

1. Examine factors that affect E2P program engagement and spread of the E2P 

enhancements with prospective and current implementation sites.  

2. Evaluate utilization of the E2P A&D enhancements and implications for sustainability. 

3. Describe clinician experience with the E2P A&D enhancements in terms of satisfaction, 

perceived utility, acceptance, enablers and barriers to use. 

4. Evaluate change in clinician behaviors and examine whether the tool has facilitated 

increased adherence to MBC in line with OH quality standards. 

2. Methodology 
This evaluation used multiple data sources including program analytics data, semi-structured 

interviews, surveys, and health information systems (HIS) data to address its research objectives. 

2.1 Program Analytics Data 

The CDHE requested for data related to program access, engagement and utilization (see Appendix 

A) in primary care from the Consortium, to analyze utilization of the overall program as well as the 

A&D tools specifically. Data was provided for the time period of November 2022 to August 2024.  

Site-specific monthly data for this time period was provided for 94 sites and included additional 

information related to change management (CM) and academic detailing (AD) sessions, and the 

number of opt-ins and opt-outs at each of these sites over this time. 

 
1 Subject to availability of usage data from users who have opted-in to sharing usage analytics 



 11 

For the acute care setting, overall program access data was provided by the Consortium. Three E2P 

hospitals (Windsor Regional Hospital (WRH), St Joseph’s Healthcare Hamilton (SJHH), and Hôtel-

Dieu Grace Healthcare (HDGH) provided E2P utilization data for the first six months post-

implementation. Appendix B provides an overview of data collected from recruited hospitals.  

2.2 HIS Data 

Acute care metrics were identified from the Ontario Health Quality Standards for A&D patients (7,8) 

and shortlisted based on relevance to the E2P tools and feasibility of collecting this data (see 

Appendix C). 

HIS data for the A&D tool enhancements (screening forms, patient-facing discharge summaries and 

clinician-facing discharge summaries) were provided by three intervention (E2P) sites (WRH, SJHH 

and HDGH). Two comparator sites, (North York General Hospital (NYGH) and The Ottawa Hospital 

(TOH) provided control data. In both comparator sites, paper-based PHQ-9 and GAD-7 forms were 

used in the outpatient setting, but there was no documented utilization of these forms in the inpatient 

setting prior to E2P implementation. Appendix B (Table B2) provides an overview of the sites, and 

their specific implementation setting (e.g., outpatient vs inpatient).  

Data for the intervention sites was for the first six months post-implementation (i.e., April 2023 to 

September 2023) and for baseline (average over the year 2022), except for one site which had no 

available data for the sixth month post-implementation due to a cyber attack.  Comparator sites 

provided data for the time-period of April 2023 to September 2023.  

Data extraction from primary care practices was not feasible due to an insufficient number of A&D 

tool users at a single site as well as recruitment challenges. 

2.3 Surveys 

PRIMARY CARE SURVEY:  The CDHE and the Consortium collaboratively developed and distributed 

a survey to assess users’ acceptance, experience and satisfaction with the E2P tools in primary 

care. Survey questions were related to the credibility of the tool (user acceptance), tool utilization 

and clinical capabilities enabled (user experience), and change management and support and 

whether users were likely to continue to use the tool or recommend it to others (user satisfaction). 

The survey guide is provided in Appendix D. 

The survey was open for six weeks, and recruitment emails were sent by the Consortium to 389 

clinicians who had access to E2P tools (across all use-cases). The primary care survey received 52 

responses (13.4% response rate) from those to whom the survey was distributed, of which 88% (n= 
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46) were completed survey responses. 41% (n=19) of the completed survey responses indicated 

use of the A&D tool. 79% (n=15) of the respondents who completed the survey were physicians, and 

the majority (50%) used the Telus PS Suite (Telus) EMR platform (Appendix I, Figure I1).  

ACUTE CARE SURVEY: The CDHE developed a survey to assess users’ acceptance, experience and 

satisfaction with the E2P tool enhancements in the acute care setting and requested contacts at nine 

hospitals to distribute it to their clinicians. The survey questions were similar to those in the primary 

care survey but tailored to refer to the E2P enhancements in the hospital setting, i.e., screening 

forms and discharge summaries. The survey guide is provided in Appendix D. 

Seven hospitals (NYGH, SJHH, HDGH, WRH, TOH, Cornwall Community Hospital (CCH) and 

Ontario Shores Centre for Mental Health Sciences (OSCMHS) out of the nine distributed the survey 

with users at their site. The survey was open for two months. The survey received 46 responses (24 

% response rate) from a pool of approximately 191 users who received the survey invitation, of which 

78% (n=36) were completed survey responses. Responses were received from users across six 

hospitals. 54% of the respondents were registered nurses. Figure J1 (Appendix J) provides a 

distribution of survey respondents across different hospitals and professional roles.    

The statistical software “R” was used to analyze the results for both surveys.   We calculated the 

median [interquartile range (IQR)] score for each survey question, with possible scores ranging from 

1 (Strongly Disagree) to 5 (Strongly Agree) depending on the survey responses received using the 

Likert scale. 

2.4 Interviews 

The CDHE conducted 20 semi-structured interviews with acute care clinicians (n=11) and primary 

care clinicians (n=9). These included one non-user interview with a pharmacist.  

Primary care interviewees were recruited from a) a pre-existing list of contacts provided by the 

Consortium, and b) respondents from the joint primary care survey distributed by the CDHE and the 

Consortium. The majority of our interviewees used the Telus EMR platform (n=5), and the remainder 

used Oscar (n=3) and Accuro (n=1).  

Acute care interviewees were recruited from the CDHE’s acute care clinician experience survey and 

included users as well as implementers from 4 hospitals, namely NYGH (n=5), SJHH (n=3), WRH 

(n=1), TOH (n=2), OSCMHS (n=1). Administrators (see Table 1) included those who were 

implementers who were not also working in a clinical capacity. Interviews were conducted over 

Microsoft Teams, recorded and transcribed. The interview guides are provided in Appendix E. 
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Table 1. Interview participant roles. 

Role Primary care 
interviews 

Physician 7 

Dietitian 1 

Pharmacist 1* 

Other 0 

Total 9 

 *Non-user     

Role Acute care 
interviews 

Physician 2  

Nurse 5  

Psychologist 1 

Occupational therapist 1 

Administrative 2 

Total 11 
Note: One physician, one nurse and one psychologist 
were also serving in administrative capacities 

Data analysis was conducted using a deductive coding approach based on the Non-adoption, 

Abandonment, Spread Scale and Sustainability (NASSS) framework (9) which uses seven key 

domains to analyze the complexities and challenges of health technology adoption. Appendix E 

(Figure E1) provides details on the NASSS domains. Three researchers coded an initial subset of 

three interviews to formulate a codebook. The remaining 12 interviews were coded by two 

researchers to ensure consistent coding approaches. Appendix E (Figure E2) indicates how the 

coding approach informed the discussion of this report based on the E2P program roadmap.  

3. Results 
3.1 Uptake and adoption of the E2P program 

Program access, engagement and utilization metrics were used to analyze utilization of the overall 

program as well as the A&D tools. 

PROGRAM ACCESS AND UPTAKE  

 PRIMARY CARE 

Figure 1 shows the increase in sites with access to E2P tools (across all use cases) for Telus and 

Oscar platforms since November 2022.Spikes in access were observed at specific timepoints (e.g., 

June 2023 and February 2024) which aligned with the launch of different use case tools for Telus 

and Oscar. Appendix B (Table B1) provides the implementation timelines for these tools across the 

different use cases and platforms. The number of new tool installations was usually lower than 

expressions of interest received from sites (possibly due to reasons including unresponsive sites, or 

applicability of interested sites), except for the mentioned timepoints when spikes in access were 

observed (Appendix F, Figure F1).  
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Figure 1. Cumulative number of sites with access to any E2P tool.  

 
 

By August 2024, a total of 271 sites using Telus (n=162), Oscar (n=76) and Accuro (n=33) had 

access to E2P tools. Of these, approximately 76% (n=203) had access to the A&D tool specifically.  

Since the E2P program launched in Nov 2022, 357 unique users made opt-out/opt-in decisions for 

sharing their usage analytics on Telus or Oscar platforms (no analytics data is available for the 

Accuro platform). In the absence of usage data for opted-out users, this indicates that as of August 

2024, there was a maximum of 357 known clinician users for the Telus/Oscar tools across all use 

cases.  

ACUTE CARE 

As of August 2024, 11,053 clinicians at 19 hospital sites had access to E2P enhancements for HF, 

A&D and/or DM. The A&D tool enhancements have been implemented at nine sites to date, with 919 

clinicians having access to the A&D enhancements. The enhancements are accessible to a range 

of clinicians (psychiatrists, psychologists, registered nurses, social workers, and other allied health 

professionals). Workflows vary across settings and hospitals, but the main users of the screening 

forms at the point of care are usually registered nurses.  

EFFECT OF ENGAGEMENT MECHANISMS ON UTILIZATION IN PRIMARY CARE  

As of August 2024, the Consortium had held approximately 577 CM sessions and 204 AD sessions 

(either in-person or virtually), with overall positive feedback from participants indicated by 

Consortium-administered post-session surveys (10). All feedback survey respondents indicated that 

they planned to use E2P tools after the CM sessions, and 98% agreed that AD improved patient 

care and increased clinicians’ confidence in specific topics.  
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Site-specific data was provided for 94 sites for the time period from November 2022 to August 2024. 

This was narrowed down to 86 sites to eliminate sites that did not utilize the tools for at least six 

months, or which did not have utilization data for all months (e.g., if users opted out of sharing usage 

data), so that we could observe trends in CM/AD participation, tool uptake and tool utilization over a 

six-month time period at least. These were split into six cohorts based on the combination of 

engagement mechanisms they had participated in: a) 0 Change management (CM) sessions + 0 

Academic Detailing (AD) sessions, b) 0CM+ ≥1 AD sessions, c)1CM+ 0AD sessions, d) 1CM+ ≥1 

AD sessions, e) >1 CM + 0AD sessions, and f) >1 CM + ≥1 AD sessions. Appendix G, Table G1 

provides the number of sites in each cohort. 

Appendix G (Figure G1 and Figure G2) shows the EMR types (predominantly Telus) and installation 

methods (majority of sites self-installed the tool [53%, n=46] rather than having guided installations 

[47%, n=40]) across these cohorts. We compared cumulative number of users (Appendix G, Figure 

G3), and variations in opt-in and opt-out numbers (Appendix G, Figure G4) across each cohort. We 

wanted to understand the effect of CM/AD sessions on tool uptake (number of users) and utilization 

(number of uses) in sites for which usage data was available. To do this, we looked for changes in 

these indicators in the month of the CM/AD session (Month 1) as well as the following month (Month 

2), compared to the baseline, i.e., the month prior to the session (Month 0). Changes were colour-

coded and designated as an increase (or decrease) if there was a sustained increase (or decrease) 

in Month 1 and Month 2. Appendix G (Figure G5 and Figure G6) provides a snapshot of the approach 

used to categorize the immediate effects of CM/AD sessions. For each site we identified what 

proportion of the engagement sessions they participated in resulted in a decrease, increase, or mixed 

effect (combination of an increase and decrease).  

The results are highly varied, with most subgroups seeing a mixed effect (an increase and decrease) 

in the month after a CM or AD session. We were unable to find a dose-response relationship overall, 

as increasing exposure to CM and AD does not lead to consistently higher levels of use. These 

results are also limited by the lack of site-specific EMR data, as it is possible that clinicians may not 

have seen eligible patients on whom to administer the tools during the month of the CM/AD session 

or the following month.  Considering the prevalence of the use cases in Ontario (HF [3.09%], A&D 

[10.9%], diabetes [9.2%] and COPD [8.85%]) (2) we suggest that it is unlikely that clinicians with 

access to E2P currently use it for all eligible patients. Appendix G (Figure G7, Figure G8 and Figure 

G9) provides graphs from our analyses, but we have summarized the high-level findings below. We 

used the Fisher’s exact test to assess if the proportion of sites with a decrease, increase or mixed 

effect for these metrics (number of users or uses per month) was different across the five cohorts, 
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and the only statistically significant difference was found for the proportion of sites with an increase 

in the number of unique uses (p-value = 0.0230). Appendix G, Table G2 provides the results of this 

test for the other groups as well. 

KEY OBSERVATIONS 

a. Opt-in and opt-out across cohorts: The majority (65%) of users across these cohorts had 

opted in to usage analytics  (Appendix G, Figure G4) .  Thus, the level of tool utilization and 

the effects of the interventions we show here represents the majority of the clinicians in these 

86 sites. Assuming that these utilization trends hold true for most E2P sites, tool utilization is 

unlikely to be significantly more than what is recorded through usage analytics data from 

opted-in users.  

b. Change in cumulative users across cohorts:  Sites that received at least one CM or AD 

session were more likely to see an increase in the number of cumulative users, compared to 

those that had no sessions (Appendix G, Figure G3).  

c. CM/AD sessions resulted mainly in transient changes to tool uptake and utilization:  

Site-specific data (not shown) revealed that the number of users and uses often increased 

the month of a CM or AD session and returned back to baseline level or lower the month after 

(resulting in the mixed effect category).Therefore, although positive transient changes may 

be seen following a CM or AD session, many sites do not show sustained changes in use. In 

all cohorts, at least 30% of the sites demonstrated zero tool utilization for six or more months 

irrespective of whether they participated in a CM/AD session or not (Appendix G: Figure 

G6Error! Reference source not found.). In most cases, utilization was by a small subset of 

clinicians at each site, and CM/AD sessions were usually one on one on the request of 

individual clinicians.  

d. CM and AD sessions may have more of an impact on the number of uses compared to 

the number of users per month. There was a statistically significant difference only in the 

proportion of sites that showed an increase in the number of unique uses, across cohorts that 

participated in different engagement mechanisms. This is likely due to the sessions usually 

being in a one-on-one setting on request of a single user, with low likelihood of new users 

learning about the tool through these sessions   

 
 
 
 
 



 17 

 
TOOL UTILIZATION  

PRIMARY CARE  

The A&D tool was released first for the Oscar and Accuro platforms in March 2023, followed by the 

Telus platform in December 2023.  Data on number of A&D tool users, uses and number of patients 

assessed by the tool is visualized in Figure 2, with all three metrics following a similar trend.  

Figure 2 A&D tool utilization in primary care from April 2023 to August 2024. 

 
 

There was a significant spike in these trends in January 2024, likely due to the Telus rollout of the 

A&D tool the previous month. This was followed by a general downwards trend, with small spikes in 

March and July of 2024, indicating that new tool releases triggered interest in the tool with short term 

utilization by most users. A&D tool uptake and utilization (after Telus rollout) for both use cases was 

low, and fluctuated (Appendix F, Figure F2) despite higher prevalence of A&D compared to HF. 

ACUTE CARE   

Results related to acute care utilization of the enhancements are based on HIS data provided by 

three E2P sites, two of which were inpatient settings (SJHH and WRH) and the third being an 

outpatient setting (HDGH). The comparator sites provided data for inpatient (NYGH) as well as 

outpatient (NYGH and TOH) settings. Comparator sites did not have any documented utilization of 

PHQ-9 or GAD-7 screening forms in their inpatient setting prior to E2P implementation. WRH 

provided data only for the first five months post-implementation (in addition to baseline) while other 

E2P hospitals provided data for six months post-implementation. Table H1 provides the average 

number of A&D patients seen per month at each of these sites based on the HIS data which informs 

this analysis. 



 18 

SJHH’s utilization of the E2P patient-facing and clinician-facing discharge summaries fluctuated 

(Appendix H: Figure H1) from baseline to Month 6, and none of the clinician-facing discharge 

summaries issued for A&D patients were completed within 48 hours of discharge (Appendix H: 

Figure H2) during this time period. In comparison, WRH had overall higher utilization of the patient-

facing and clinician-facing discharge summaries. However, it should also be noted that the number 

of A&D patients seen at SJHH was much lower than WRH.  For example, in May 2023 and July 

2023, data indicated that 100% of A&D patients in SJHH were issued discharge summaries; 

however, the actual volumes were low (n=4 in May 2023, and n=5 in July 2023), compared to WRH 

which had over 35 patients for the same corresponding months.   

For the other metrics of interest, we ran a Mann-Kendall trend test on the average values for control 

and intervention sites separately. The goal was to test for any monotonic trends (i.e. a consistent 

increase or decrease) and identify any potential differences between the control and intervention 

groups. 

    Figure 3 Utilization of GAD-7s and PHQ-9s (inpatient setting).  

 

The average percentage of patients with anxiety and/or depression who received at least 2 PHQ-9’s 

during their hospital stay was consistently zero in the control group (no trend), and generally 

increased over time in the E2P group (Figure 3). The increasing trend in the E2P group was 

statistically significant (p-value=0.035). 
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The average percentage of patients with anxiety and/or depression who received at least 2 GAD-7’s 

during their hospital stay was consistently zero in the control group (no trend) (Figure 3). However, 

in the E2P group the trend showed an initial decrease from baseline, followed by a continuous 

increase over time. The E2P group did not have a statistically significant trend (p-value=0.072). 

Figure 4 Utilization of PHQ-9 (outpatient setting) 

 

The average percentage of patients who had a registered visit for the outpatient clinic that received 

a PHQ-9 at least once in the past 6 weeks was consistently low in the control group (Figure 4). The 

E2P group saw an increase over time followed by a sharp drop in August, before recovering in 

September. Neither the control (p-value=0.452) nor intervention (p-value=0.072) sites had a 

statistically significant trend. This intervention site had only a single user (a social worker) 

administering the forms, possibly accounting for the sudden decline in utilization in August, despite 

the otherwise generally increasing trend. 

The average percentage of patients who had a registered visit for the outpatient clinic that received 

a GAD-7 at least once in the past 6 weeks was consistently low in the control group. The E2P group 

saw an increase over time followed by a sharp drop in August, before recovering in September 

(Figure 5). Neither the control (p-value=0.260) nor intervention (p-value=0.072) sites had a 

statistically significant trend. 
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Figure 5 Utilization of GAD-7 forms (outpatient setting) 

 

The average percentage of patients with depression who received a minimum of two suicide risk 

assessments during the hospital visit was consistently high in the control group (almost 100% 

throughout) (Appendix H: Figure H3). Although the trend in the E2P group was also consistently high 

over time, values were generally lower than the control group. Neither the control (p-value=0.681) 

nor intervention (p-value=0.230) sites had a statistically significant trend. 

Data on the percentage of depression patients offered education about depression and information 

regarding community supports and crisis services was only available among E2P sites. This number 

increased from baseline and stayed relatively stable throughout (Appendix H: Figure H4). There was 

no statistically significant trend (p-value=0.133). 

In summary, values for the control group remained stable across all metrics. Values for the E2P 

group appeared to increase over time, but experienced fluctuations and were not always increasing 

consistently from baseline, as evidenced by the lack of statistical significance of the trend tests. 

However, this may be due to data anomalies for reasons outside of the intervention (for example, for 

two metrics the E2P group saw a large, isolated drop in August, which could simply have been a 

consequence of summer break and the small number of users going on holiday). In general, the 

graphs suggest that E2P sites appeared to have achieved more favourable outcomes than control 

sites across most metrics).   
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3.2 Value proposition of the E2P A&D tools   

PRIMARY CARE 

In the primary care setting, interviewees were accustomed to using PHQ-9 and GAD-7 screening 

forms for routine care. Therefore, the tools did not require significant changes to the way they 

approached care but facilitated standardized processes and templates for data entry and clinical 

notes. Interviewees felt that the tool made templates and information more organized, facilitated 

longitudinal follow-ups, and supported continuity of care (in sites with multiple clinicians).  

 
Given the challenges of keeping up to date with the most current best practices and guidelines, 

clinicians valued having credible resources that aided them in the assessment and treatment of 

A&D patients.  Multiple interviewees also highlighted the value of the tool in helping new learners 

and medical students familiarize themselves with the A&D quality standards and integrate them into 

work practices.  

However, there was some perceived ambiguity as to whether the tool should be applied for screening 

or monitoring purposes, particularly as it did not provide evidence-based guidelines for who and 

when to screen using the forms. This may be particularly challenging for the A&D use case as 

patients often present for other health concerns, and symptoms of anxiety or depression may only 

become apparent when assessing the impact of comorbid conditions on their mental health. Further, 

the PHQ-9 and GAD-7 forms were considered inadequate for some patients with more complex 

conditions. 

In terms of efficiencies gained through the tool, clinicians did not necessarily save time due to the 

effort needed to screen patients using these forms. However, it did help make visits more 

comprehensive. The easy access to resources via the tool also meant that some clinicians spent 

more time with patients discussing various treatment options, thereby enabling them to offer them 

more patient-centered and appropriate care.  

“We don't have to internalize anything into our head about quality standards. Statement 1-

2-3-4 or the segment of what you need to focus on. Instead, with the E2P toolbar [it gives] 

the workflow kind of reminder.” – PC03, Dietician, Telus user 



 22 

 

In contrast to other use cases such as heart failure and diabetes, clinicians do not have any billing 

incentives for A&D. Interviewees felt that if there were similar incentives, the tool would have been 

useful to ensure they were covering the needed requirements and remembering to bill eligible visits.  

ACUTE CARE 

Acute care clinicians valued the provincial approach to the E2P program, as it facilitated 

consistency in the type of data being shared across care settings and eliminated the need for 

organizations to design their own tools and systems. However, there were mixed responses 

regarding the usefulness of the PHQ-9 and GAD-7 screening forms in acute care.  

The screening forms encouraged a culture shift amongst acute care clinicians, since measurement-

based screening was not the standard practice in the selected sites prior to E2P implementation.  

Assessments for A&D patients rely heavily on their subjective narratives which are prone to biases. 

Interviewees felt that the utilization of standardized screening forms provides an objective means 

to quantify symptoms, and focused time with patients on areas that were most important for them.  

It also supported transition and continuity of care for patients, and improved communication 

between clinicians in different settings (inpatient, outpatient, and primary care).  Having records of 

assessment scores from earlier timepoints help reduce biases (e.g., patients’ moods influencing their 

narratives or recollection of previous episodes of A&D).  The score dashboard also enabled them to 

monitor patients’ responses to treatment and validate any changes to their care plan.  It therefore 

facilitated timely discharge of patients, thereby potentially reducing burden on the health system. 

 

“It makes the visits not necessarily more efficient, but at least more comprehensive. 

Depending on the patient it could save you time, because now everything's there and you 

don't have to think about everything anymore.  (…) But now I see that there are six 

[treatments] - I should talk about more of them. And then so then it takes more time - a 

more appropriate length of time for the patient. [It] might not be more appropriate for your 

schedule, but it's more appropriate for the patient.” – PC04, Physician, OSCAR user 

 

“Our average length of stay, especially for this population, is about 9 days, so you're not going 

to see a big gap of improvement. In those nine days we do it both at admission and discharge 

so we are able to trend it. It's very helpful when we pass along the care to [an outpatient 

hospital]  who also uses it. So then they can trend it.”  

– AC02, Nurse & Implementer, Cerner user  
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The screening forms were considered to be less useful in the inpatient setting due to the unstable 

condition that A&D patients may present during admission, the inadequacy of PHQ-9 and GAD-7 

forms in such cases, and the likelihood that there may be no significant improvement in scores during 

patients’ short length of stay. Patients were reported to be often refractory to treatment in the 

inpatient setting; changes in assessment scores may not be an accurate representation of 

functionality and cognitive abilities, as a score improvement does not necessarily imply an 

improvement in their symptoms or functionality (and vice versa). As expressed by one clinician, the 

priority for care in the inpatient setting is stabilization of the patient, whereas in outpatient settings 

and primary care clinics, patients are more receptive and responsive to care as they build rapports 

with their care providers, and this is more conducive to continued improvement of their condition. 

However, it was suggested that if there were to be internal reports demonstrating the value of the 

tool due to improved patient outcomes, it would motivate clinicians to use the screening forms more 

regularly in the inpatient setting. 

While there may not be significant improvement in patient outcomes that can be measured by the 

screening forms in the inpatient setting, and some patients may find the use of screening forms 

repetitive, they do improve the overall patient experience during their stay in hospital. 

 A WRH interviewee said that their biggest win was use of the updated discharge summaries as it 

improved the discharge process for patients by giving them and their family members simplified, 

concise and tailored information in language that was more understandable to them. 

 

Acute care clinicians also benefited from the enhanced discharge summaries as they indicated how 

many times the screening forms had been used on each patient and served as a reminder to 

normalize the routine and repeated use of these forms for patients. It was emphasized that sustained 

value of the program would be realized only if utilization went beyond recording assessment scores, 

but leveraged and interpreted data to inform care. 

“It really improved the discharge for patients, giving the family members a little bit more 

information. The level of education I'd say for our patients and understanding, it's minimal. Prior 

to this, [we were] using words that for our level of patients [that] just wasn't helpful. We made it 

look nicer. At one point we were giving people who are being discharged close to 7 pages of 

nonsense paperwork and we were able to get it down to about 3 pages. It was simplified.”        

– AC02, Nurse + Implementation Administrator, Cerner user 
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3.3 Clinician experience with E2P A&D tools   

PRIMARY CARE: INTERVIEW FINDINGS 

Most primary care clinicians felt that the E2P tool was intuitive to use, and that it was helpful to have 

all the information (patients’ scores, as well as details on the quality standards) in one place, without 

the need to consult other sources. 

However, there was ambiguity as to whether to tool was to be used for screening or monitoring 

patients as clinicians differed in how they decided to use the E2P A&D tool. Some felt that the 

screening templates were more useful for stabilized patients, rather than for all patients, while others 

said they would prefer to use it for new patients for initial assessments, rather than for patients they 

had been seeing for a long time (particularly since the tool did not pull from previous score results 

that had been entered prior to E2P implementation).  

One clinician reported using the E2P tool screening templates only for patients who were less 

technology savvy and preferred to email the PHQ-9 and GAD-7 forms separately via Ocean to 

patients who were more likely to complete it independently, thus resulting in his utilization of two 

separate systems for A&D screening.  

Clinicians flagged challenges with the level of integration between the E2P tools and their clinical 

systems. For those who did choose to use other systems (e.g., Ocean) to email questionnaires to 

patients prior to an appointment, patient scores were not reflected in the E2P tool as it only included 

scores that were entered directly into the E2P interface. While integration between the tool and 

clinical systems may be dependent on having the tool configured for specific platforms, users did not 

seem aware of this, nor did they leverage CM sessions to address the issue. Users also reported 

that the different use case tools were not integrated with each other – for patients with multiple 

conditions (e.g., HF and A&D), symptoms entered within the interface for one use case did not 

automatically reflect for other use cases, resulting in duplicate work for clinicians. One Oscar user 

“Not just the results being entered into the system but using it to drive care. It’s not just a 

piece of paper - you complete analysis within the team. So we were actually emphasizing 

that piece more than just completing the tool because if you are not using it to drive care, 

it's just become data for the sake of data.”   

– AC03, Implementation Administrator, Cerner user 
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also highlighted that the notes in the tool were not searchable, often resulting in redundant work 

entering information.  

Though interviewees appreciated the tool’s comprehensiveness, some found that it made them 

less focused on the patient as it was not always clear where to find or input information. Users 

flagged that this could be an issue for patients who are not receptive to digital health solutions and 

prefer maintaining eye contact with their clinicians. One clinician found it unhelpful that all the use 

case tools were visible to users, irrespective of whether they were diagnosed with the condition or 

not. They explained that they often shared screens with their patients, and it was preferable not to 

have all the different conditions visible at the top of the chart.  

 

Clinicians reported that they would value being able to see an updated medication reference table 

as the current version does not include complete information for side effects, dosage and cross-

tapering. It was also suggested that it would be helpful to be able to see costs and (Ontario Drug 

Benefit) coverage for each medication. 

PRIMARY CARE: SURVEY RESULTS 

Graphs for results detailed in this section are provided in Appendix I.  

Among questions related to Tool Usage, only 42% (n=8) felt the tool was convenient and efficient. 

While 57.9% (n=11) agreed that they had the capacity to use the tool at the point of care, 21% (n=4) 

strongly disagreed, and another 21% (n=4) were neutral on this point. Interview findings suggest that 

this could possibly be due to the different mechanisms that clinicians may prefer to use to distribute 

screening forms (e.g., email, tablets, etc.), with not all clinicians preferring to use the screening forms 

during the appointment at the point of care.   

Most of the respondents (94.7%, n=18) felt the tool was credible (Figure 6). 47% (n=9) were neutral 

as to whether their decision to use the tool was influenced by others’ recommendations, and only a 

minority felt that leadership recommendations (26.3%, n=5) or colleague recommendations (31.5%, 

n=6) motivated them to use the tool. This aligns with our findings from utilization data and interview 

data as tool installations at primary care sites were due to individual clinicians independently 

expressing interest in the tool, with utilization at these sites usually limited to those who had initially 

expressed interest, and low likelihood of tool diffusion. 

“That is just a first impression. To have these things in big letters in the middle of a 

patient's charter at the top of the chart, I don't think patients would like that too. And we are 

sharing our screens a lot now with patients.” – PC01, Physician, Telus user 
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Figure 6 Primary care user survey responses related to credibility of the tool and likelihood to 
use the tool based on recommendations 

 

Overall positive scores were reported for tool support and training, with 84% (n=16) reporting they 

had received training, and 78.9% (n=15) reporting that the received training was adequate and that 

they knew how to access additional help and support if needed. However, only a smaller percentage 

(68.4%, n=13) subsequently felt they were knowledgeable about the tool, with 21% (n=4) feeling 

they were not knowledgeable enough about the tool. 

Clinical capabilities of the tool also received overall positive ratings, with the most positive responses 

(89.4%, n=17) received for the tool’s capability to apply quality standards and guide treatment plan, 

followed by its capability to support patient assessment (84.2%, n=16). However, only 68% (n=13) 

of respondents agreed that the tool positively supported their decision making. 

We calculated the median [IQR] scores for each survey question, where possible responses ranged 

from 1 (Strongly Disagree) to 5 (Strongly Agree) (see Appendix I, Table I1).  IQR measures the 

variability (or spread) of values in the middle 50% of the data set. An IQR of ‘0’ shows that there is 

no variability within the interquartile range, i.e., all scores in the middle 50% of ranked survey 

responses are the same as the median score. The highest median scores with least variation (i.e., 

low IQR) were observed for questions related to the tool working with no malfunctions, being able to 

get help for E2P, and clinical capabilities to apply quality standards, assess patients and guide 

treatment plans using the tool, all of which had a median [IQR] score of 4 [0]. The lowest median 
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scores were observed for tool convenience and efficiency (both having a median [IQR] score of 3 

[2]) and the likelihood of clinicians using the tool due to recommendations by leadership or 

colleagues (median [[IQR] score of 3 [1]). 

ACUTE CARE (INTERVIEW FINDINGS) 

In acute care, given that MBC using PHQ-9 and GAD-7 forms introduced a new way of working in 

the inpatient setting, the A&D tool enhancements were not as seamlessly integrated into existing 

clinical workflows compared to tool enhancements for the HF use case (recently evaluated by the 

CDHE). In the case of HF, the E2P order sets were enhancements to already existing templates that 

clinicians used).   

Each acute care site had some differences in implementation of the tool enhancements and 

expectations for staff, especially in regard to using the screening forms. Only one acute care site 

(TOH) leveraged their patient portal for patients to self-screen (either at home, or immediately before 

their appointment using a tablet) and observed good compliance rates. Interviewees from other sites 

reported having to adjust their workflow to consistently accommodate utilization of the screening 

forms. For the outpatient settings, TOH and NYGH interviewees reported improved workflow and 

efficiency particularly since they had previously used only paper-based questionnaires that required 

manual input into the HIS in their outpatient clinics.  

SJHH experienced challenges implementing the E2P enhancements in the outpatient setting, 

despite smooth implementation in their inpatient setting. Due to integration issues, their outpatient 

team resorted to sending out the questionnaires to patients via a research database platform instead, 

resulting in issues with patient compliance, and additional challenges for clinicians as they had to re-

enter scores into their HIS, thereby also introducing risk of human error. Further, utilization of the 

enhanced discharge summaries was not mandatory at SJHH, nor were they seamlessly integrated 

into existing workflows - clinicians had to explicitly make a decision to select the updated version of 

the discharge template. Subsequently, only one clinician used the enhanced discharge summaries 

initially, and no enhanced clinician-facing discharge summaries were issued for A&D patients 

specifically within 48 hours of discharge during the early months post-implementation (Appendix H: 

Figure H2). 

There were differing opinions on the best way to administer the PHQ-9 and GAD-7 forms. Some 

clinicians thought it was beneficial to go over the screening forms together with their patients, as it 

provided opportunities to educate the patients on how to answer the questions appropriately and 

ensured no incomplete information. In contrast, one interviewee from TOH highlighted that if 

clinicians are to fill the form with the patient during a visit, this could take significant time away from 
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the appointment. Clinicians also reported that A&D patients often find it frustrating to repeatedly 

answer the screening questionnaires. 

Acute care clinicians appreciated the score dashboard that showed the trajectory of patients’ 

screening scores, as it effectively and consistently informed patient care.  Continuous 

reassessment of patients’ scores and their respective treatment plans helped clinicians to compare 

patients’ status at discharge to that at the time of admission, and to understand what measures 

helped patients most.  

Collection of a consistent set of metrics basis across acute care settings on a routine basis, and not 

just at admission, increased the quantity and quality of data available to clinicians, and improved 

clinical documentation and other aspects of patient care such as the patient-facing discharge 

summaries (also called the ‘after visit summaries’ [AVS] at one site).  These enhancements to the 

discharge summaries also served as a reminder for clinicians to use the screening forms more 

routinely. 

 

ACUTE CARE (SURVEY RESULTS) 

A higher percentage (77%, n=28) of acute care clinicians (compared to 42% of primary care 

responses) agreed that the tool was convenient to use, and 72% (n=26) said they had the capacity 

to use it at the point of care.  However, only 61.1% (n=22) considered the tool to be efficient. 

With regard to tool support and training, 61.1% agreed that they received adequate training on the 

tool, and 63.8% felt knowledgeable enough about the tool.   

Most acute care respondents agreed that it helped them apply quality standards (72.2%), assess 

patients (69.4%), plan treatments (61.1%), and improve quality of care (69.4%), and the median 

scores had a high IQR compared to primary care.   

Questions related to tool ease of learning, convenience, ability to apply quality standards, utilization 

due to leadership recommendation, and likelihood of continued usage all received high scores with 

“Those were metrics [previously] collected at admission, but not necessarily routinely, so that 

was one of the benefits. When I do a discharge summary, I can see how many times 

someone had their PHQ-9 or GAD-7 done… so they use this and it became more core 

memory. (…) the after visit summaries (AVS) we always had them, but we were not 

populating them with all the enhancements that E2P suggested. So, yes it was the same 

process… but where it was a little less seamless was making sure those metrics are 

collected.” – AC01, Psychiatrist, EPIC user 
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minimum dispersion, i.e.  a median [IQR] score of 4 [0] (Appendix J: Table J1).  Questions about 

Tool Support and Clinical Capabilities had consistently high median scores (median=4, and IQRs 

ranging from 0 to 1) for all questions within these categories.  

3.4 Spread and scale of the E2P program 

While the lower utilization of HF tools in primary care may have been partly due to lower incidence 

of HF patients in this setting, the A&D use case tools face challenges with clinician buy in and 

utilization in acute care due to the lower incidence of A&D patients (particularly anxiety patients) and 

a lack of measurement-based processes for A&D.  

Interviewees in both settings also highlighted the ambiguity as to whether the PHQ-9 and GAD-7 

screening forms are to be used for all mental health patients as a screening tool, or as a monitoring 

tool for those with a primary diagnosis of anxiety or depression. This points to a need for clearer 

implementation guidelines surrounding the application of the quality standards for A&D assessment, 

in the absence of which, clinical sites implementing E2P have to define their own criteria and 

guidelines for screening A&D patients. Indicators recommended by OH quality standards measure 

the percentage of people with suspected mild, moderate or severe major depression who receive a 

timely comprehensive assessment, or people suspected to have anxiety disorder who are identified 

early using validated screening tools or severity-rating scales. However, the E2P A&D tools aim to 

encourage the routine and repeated use of the screening tools for continued monitoring as well. 

While the tools may be used for both screening as well as monitoring purposes, clinicians should be 

informed about the primary focus of the tool implementation, to ensure consistent practice and to 

facilitate easier evaluation of utilization and impact. 

Program outreach and engagement: Primary care clinicians reported hearing about the E2P 

program through conferences and emails (as they were on the Consortium’s email distribution list). 

HF and A&D tool utilization data indicate overall low uptake among primary care clinicians (see 

Figure 6 and Appendix F: Figure F2) with minimal impact. Though implementations are at the clinic 

level, engagement sessions are usually focused only on individual clinicians who express interest in 

them, rather than on all clinicians at the site. While this minimizes disruption to clinic practices, it 

limits awareness and uptake of the E2P program. Our analysis showed that CM/AD sessions are 

more likely to have an (immediate but transient) impact on the number of tool uses rather than the 

number of tool users. 
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In the acute care setting, sites were usually reached out to and subsequently enrolled in the E2P 

program due their previous involvement in the roll out of other quality standards or as clinical 

champions at the site were involved in guideline development or dissemination. This site level 

leadership plays an important role in facilitating clinician buy-in, as indicated by our survey results 

as well. 

 Interviewees had differing perspectives on what would be the most effective way to promote 

awareness of the program. Clinicians who had roles in academia reported that they promoted the 

E2P tools among their medical students, with one academic listing E2P as one of their top required 

resources for the course they taught. Other suggested communication strategies included sharing 

integrated dashboards or reports from partner hospitals where E2P had been implemented, as well 

as providing internal reports informing clinicians about compliance rates and improvements in 

patients’ outcomes because of adopting MBC. Interviewees recommended using more interactive 

and engaging promotional material (e.g., videos and social media content) targeted for those who 

were visual learners which shorter attention spans. 

 

It was requested that information be promoted to nurses specifically, as they are often the users of 

these tool enhancements (e.g., screening forms). Given their fee-for-service model, workloads and 

time constraints, one interviewee highlighted that their team focused on being as efficient as possible 

and preferred not to spend time on emails or any lengthy material. Clinicians felt it would be beneficial 

to have an external person, possibly from the Consortium or a professional association involved in 

guideline development, reinforce messaging surrounding the E2P tools and their value. This would 

also provide an opportunity to ensure that they were applying the standards appropriately.   

“It’s a tough sell and I do have the odd doctor that uses these tools for certain patients and 

I think that's good... But the real value is when these are used by most people on most 

patients – then we’re really optimizing population care and able to get good data out of 

this”. – PC01, Physician, Telus user 

 

“If we could provide, for instance, regular reports to the team, having a good media strategy 

(…) Hospital partners’ results, we could also release internal results saying, ‘Hey, this is (the) 

compliance rate, this is the average change in scores that our patients have in anxiety or 

depression. I think that if we could be a little more wholesome than just a PHQ 9 and the GAD7 

that would be more exciting for the team members.” – AC01, Psychiatrist, EPIC user 
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In addition to promoting awareness about the availability of the tools, users recommended including 

refresher training on how to use the PHQ-9 and GAD-7 forms, as the way they administered the 

screening tests could influence patients’ responses to the questions. 

 

Implementation approach: The broad provincial approach to E2P program implementation helped 

ensure consistency in health data being shared across care settings, without each site having to 

design their own system.  While having standardized forms and discharge templates facilitate 

communication and information sharing across organizations, hospitals also valued the ability to be 

able to customize tool enhancements to their settings (as in the case of SJHH which included 

additional and more appropriate scales (e.g. the Young Mania scale) as they had more complex 

patients). 

Implementations in the acute setting required more time and effort as the tools were customized 

based on each hospital’s HIS and workflows, unlike primary care where tools were readily available 

to install across three EMR platforms. Some hospitals leveraged an external IT service network that 

supported hospitals with implementations. This facilitated rollout across multiple sites and shared 

instances, reducing implementation burden for these sites. Hospitals participated in working groups 

and planning sessions prior to E2P implementation, and this was a valuable collaborative learning 

experience for them to plan optimal implementation of the E2P tools.  

 

“I sound like a broken record when I'm at work. I'm the same face that they see all the time 

telling them ‘Hey, you need to do this now.’ ‘You need to try this.’ I think when it’s coming from a 

different face, especially somebody who represents those best practice standards, it's helpful to 

feel heard (and) feel like we are all a collaborative team.”– AC07, Nurse, Cerner user 

 

“It would be helpful to have some sort of demo or tutorial or even a quick e-learning just to 

review how to interpret the information in a more distant way because obviously there's a lot of 

subjective experience between clinicians and how they deliver the information obviously can 

affect how someone might score the information.” – AC05, Occupational Therapist, EPIC user 

“Being able to meet with these other centers that have implemented things and you know, just 

picking each other's brains has been really helpful.  I think those working groups need to be 

more.” – AC02 Nurse + Implementation Administrator, Cerner user 
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In the outpatient context, challenges were particularly noted in SJHH due to the comparatively 

fragmented nature of the outpatient clinics compared to the inpatient setting, and issues with 

integration of the E2P enhancements with the clinical system. Clinicians resorted to sending 

screening forms to patients via REDCap instead of using E2P enhancements. In NYGH, nurses still 

used paper-based screening forms where needed (e.g., if a patient preferred to do the screening 

independently at a later point) and would later enter the scores into their systems. Anecdotally, it 

appears that the routine use of measurement-based screening was more successful in the case of 

TOH, where patients were able to self-screen using tablets in the outpatient setting. 

Interviewees highlighted the need for increased organizational capacity to support tool maintenance, 

troubleshooting as well as implementation. Acute care clinicians suggested having E2P program 

support for dedicated staff to administer screening forms routinely, and technical support for tool 

customization for more challenging settings (e.g. SJHH outpatient clinics).   

With regard to the user interface, as the program continues to scale and add new use cases, a 

primary care clinician questioned the feasibility of having the tool display a separate tab for each on 

the EMR interface as is now the case. The same clinician pointed out that the tool was designed for 

the way things were, not the way things are going to be, as clinicians’ ways of interacting with their 

patients and their EMRs are very different today, with the increased utilization of artificial intelligence 

(AI) scribes. 

 

3.5 E2P Program sustainability  

 Significant investments have been made towards E2P program design, development and 

implementation across the province, these efforts may be futile if the program is not utilized 

effectively, and relatively simple to sustain.  

“I do think it's time to really take a big step back from this kind of toolbar and look at what's 

happening with how we're interacting with EMR's, how we're putting information in during a 

visit, like the AI scribes, how we're making referrals, where things are going to be in a year 

and three years and, how's this tool going to fit into that.”– PC01, Physician, Telus user 
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While overall reception for the program is positive especially for longitudinal follow-ups and continuity 

of care across settings, some clinicians did acknowledge that the E2P A&D tools could potentially 

increase workload or require clinicians to change existing workflows. This makes it important to 

educate clinicians on the relevance and value of the program, and, as one interviewee stated, 

“making sense of why the program is being done” (AC01) for sustained use.  To this end, the tool 

itself serves as a valuable resource for clinicians to learn more about each use case condition, 

keeping their clinical knowledge up to date, while encouraging them to embed best practices into 

their workflows.  

Primary care clinicians suggested using reminders or adherence indicators to show them to what 

extent they met the quality standards, as this would motivate them to use the tool more. This was 

observed in the acute care setting, where seeing their frequency of utilization of the screening forms 

documented in the discharge summaries reminded clinicians to use them more routinely. 

 

Sustained use of PHQ-9 and GAD-7 screening forms was seen as a challenge particularly in the 

inpatient setting where clinicians may not prioritize measurement-based screening due to their 

workload and the possibly inadequacy of these forms.  In sites where use of the E2P A&D 

enhancements was encouraged (but not mandatory) there were variations in how clinicians utilized 

them. For example, despite availability of the forms for all patients in their mental health unit, one 

hospital clinician reported deciding to use it only for depression patients, due to time constraints if 

they were to be administered for everyone. Interviewees also highlighted the need balance gathering 

“The challenge is making consistent use of the tools (..) it’s easy to die off and fade away. 

Also, to make meaning of the data (…)  it has to translate into something better. For 

physicians, because we started to look more into objective measurements and changes in 

symptoms other than the subjective narrative of patients, it gives the chance to really track 

percentage of symptoms change, which brings the practice closer to what the guidelines for 

prescribing medications… So by every two weeks collecting the data, not only at admission 

and discharge, having it work as a routine.”– AC01, Psychiatrist, EPIC user 

“If you can score us or grade us at some point, to show with this patient you're in the yellow/ 

orange because you're meeting some of the standards then that would be cool as a 

motivator.”  – PC04, Physician, OSCAR user 
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data and maintaining or improving patient care quality, as clinicians may spend more time engaging 

with the patient, “but not necessarily in a therapeutical way, more in symptoms of screening” (AC01).  

4. Discussion 
 

Having presented key findings from multiple data sources, this section discusses the relevance 

of these results with regard to enhancing clinician experience and reducing burden, enhancing 

tool adoption to improve patient experience and outcomes, continued provincial expansion of 

the E2P program, and adoption of a learning health system lens.  

4.1 Enhance clinician experience and reduce burden 

The constantly changing evidence-base for best practices in clinical care makes E2P a valuable 

resource for clinicians. However, clinicians’ experiences vary across the use cases due to differences 

in disease prevalence and perceived relevance of the tools for specific settings. The Consortium 

should consider the possible redesign of the tool to accommodate changes in the way that clinicians 

work and that have intuitive interfaces that extend clinical logic (e.g., leveraging AI, exploring how 

the tool may be integrated with tools such as AI Scribes, and improving the visual design of the 

interface as the program scales to include more use cases)  .  

In primary care, clinicians valued the ability to organize information and guide conversations with 

patients using the A&D tool’s resources. However there were inconsistencies between their 

(relatively high) perceived value of the tool and their observed preference (i.e., actual utilization) (11) 

as program analytics data indicated low uptake and utilization.  This could possibly be due to 

technical (integration) issues that were highlighted by our interviewees, making the tool less 

convenient and efficient, as indicated by survey respondents.  

In acute care, lower ratings were observed for tool usefulness (ability to apply quality standards, 

assess patients, plan treatments and improve quality of care) among acute care survey respondents, 

compared to those in primary care. In the inpatient setting, use of PHQ-9 or GAD-7 seemed to add 

to clinician burden, with questionable relevance for patients who had complex and unstable 

conditions. In contrast, they consistently did suicide risk assessments. In the outpatient setting 

however, where MBC was already being practiced previously, clinicians valued the efficiency offered 

by digitization of the screening process. Additional program level support (e.g. dedicated resources 

to administer screening forms) or a team-based approach to apply MBC (12) via the E2P tool would 

alleviate some of these burdens, enabling clinicians to focus on patient care, while also being able 
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to realize the value offered by these screening tools. The usability and convenience of the A&D tool 

received better feedback (survey results) than in primary care, despite the limited perceived value of 

the tool by (acute care) survey respondents as well as some interviewees.  Acute care clinicians’ 

utilization of the score dashboard helped them make informed decisions related to treatment plans 

and patient discharge. This supported optimal use of resources, improved the quality of care, and 

had the potential to reduce health system burden overall, by discharging patients in a timely manner. 

The updated discharge summaries also contributed to improved transitions of care.    

 Integration challenges mentioned by users in primary care as well as acute care highlighted 

duplicate work by clinicians and the risk of errors, due to occasional manual re-entry of screening 

scores. This points to the need for improved integration of the A&D tool with additional systems that 

clinicians may use (e.g., Ocean, REDCap, etc), with efforts by the Consortium to educate users on 

any customizable configurations, if required.  

4.2 Enhance adoption to optimize patient outcomes and 

experience 

Studies have shown the benefits of MBC for increased detection of A&D cases (nearly doubled), 

treatment adjustments (more than doubled), and subsequent improved patient responses to 

treatment (4,13,14). However, the E2P A&D tool uptake to date in primary care has been limited, 

and utilization varies among those who do use it, as some clinicians preferred to use it only for a 

subset of patients (e.g., for first time assessments).  Tool impact is therefore likely to be minimal at 

this stage as the tool is not being used for all eligible patients.  

In acute care, HIS data demonstrated that utilization of the screening forms seemed to increase over 

time, but most trends were not statistically significant due to unexplained sharp dips in utilization 

during one month at one intervention site, posing limitations to interpretation of this data. In the 

inpatient setting, the length of stay was typically too short to observe any significant improvement in 

patient scores, but clinicians acknowledged that routine screening supported patient-clinician 

rapport, and overall enhanced patients’ experience during their admission. 

As it was reported that some patients were not willing to complete the forms or found it frustrating to 

do them repeatedly, it is important that patients also be educated on the value of MBC and routine 

use of screening tools. Though these tools are designed to be used by clinicians at the point of care, 

there are opportunities for the Consortium to improve patient experience by empowering them to 
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take a more active role in their self-assessment and treatment plans, and including an educational 

component into future iterations of the tools.  

The Consortium can explore how to integrate the tool into clinical systems so that clinicians can 

email the forms to patients, or so that patients can self-screen on tablets while in the clinic. At sites 

where patient portals are directly integrated with the clinical system, the Consortium can leverage 

this functionality as a distribution mechanism for screening forms. This would improve patient 

involvement and enable clinicians to utilize the visit to focus on discussing care plans based on the 

completed assessment. This approach to screening is both efficient and “cost-effective” as it requires 

less time from clinicians, and reduces clinician bias (e.g., over-estimation of patients’ improvement)  

(15). However, this may be limited by patients’ literacy or resources (e.g., not having internet access).   

4.3 Achieve provincial expansion of E2P as an OH service 

Sustained spread and scale of the E2P program faces challenges such as lack of clinician awareness 

about the program in primary care, low utilization and uptake in primary care, low priority for MBC 

for A&D in the acute care setting, technical challenges faced by users in both settings (e.g., 

integration issues, etc.), and limited organizational capacity for some clinical sites (both settings). 

Program expansion strategies should consider a multifaceted approach to include program 

promotion (via infographics, visual media and organized events), change management and 

implementation support, and continued tool iterations for resolution of technical issues and possible 

tool redesign (especially more intuitive tools that could leverage AI).  Any engagement strategy 

should consider how well it scales and overall cost of implementation.  

Tool Design: While there may be economies of scale in implementing these tools across multiple 

use cases and different settings simultaneously, tools need to be designed and tailored 

appropriately. For example, there is a need to reconsider mandatory PHQ-9 or GAD-7 screening for 

the inpatient setting. In primary care, the tool format could become unwieldy as it expands from two 

to five to ten use cases, particularly in terms of visual impact.  In contrast, the HF tool enhancements 

in acute care indicated clear scalability as order sets are available for all major conditions that have 

treatment pathways. 

Program engagement: In primary care, a continued focus on program promotion and knowledge 

dissemination, and having increased engagement with site-level leadership, will facilitate wider 

uptake and utilization of the E2P tools as part of a standardized care process. Existing users should 

be leveraged as clinical champions since they often serve as informal leaders whose 

recommendations and practices model integration of quality standards in clinical workflows for their 
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colleagues (16).  While the Consortium provides AD sessions on a range of topics, analytics data 

suggest that AD sessions likely do not have as much of an effect on E2P tool utilization and uptake. 

CM and AD sessions are provided on demand to individual clinicians, rather than targeting entire 

sites that have access to the tools. Consequently, there is limited spread, with modest and transient 

effects on the number of users and/or users immediately following these sessions, despite the overall 

positive feedback received by the Consortium on these sessions. Further, the Consortium’s early-

stage goals for the program focused on program access rather than adoption and may partly account 

for the limited emphasis on CM efforts to promote tool utilization.   

In acute care, engagement with site-level leadership for tool customization and implementation has 

supported comparatively better tool uptake (as evidenced by survey responses indicating that acute 

care clinicians are more likely to use the tool due to leadership recommendations, unlike primary 

care clinicians).  However, despite the known benefits of MBC, clinicians’ perceptions that it has 

limited value in the inpatient setting can result in lower likelihood of acceptance of tools such as E2P 

that support this approach to care (4,12,17,18). Tool implementations could include an educational 

component for clinicians to learn the relevance of MBC-based quality standards, and identification 

of clinical champions to facilitate tool legitimization and improve tool utilization (11). 

Implementation support: Normalizing measurement-based screening as a routine part of patient 

care must be balanced with managing workloads as clinicians may not prioritize use of the screening 

forms. Implementation at new sites should require implementers to consider their organizational 

capacity and enable self-screening by patients whenever possible. Our findings indicate that some 

hospitals would benefit from additional IT support, given the reported complexity of tool builds in 

some settings like outpatient clinics. Primary care sites often do not have dedicated IT staff to support 

tool installation and maintenance. The Consortium, with the support of OH, can explore options on 

how they can best support organizations to make routine screening a norm, by providing resources 

to administer these forms in the acute care setting, and install (and if necessary, customize) the tool 

for sites that do not have the capacity to do so. Financial incentives may also be a potential driver 

for tool adoption and promoting sustained use of E2P tools (as in the case of HF which has a billing 

code for documented care of HF patients using a flowsheet in primary care).  

Learnings from other jurisdictions: Clinical decision support systems (CDSS) have been used in 

several settings at regional as well as national levels, to enable adherence to clinical guidelines and 

to generate aggregate data than can inform guideline refinement, prediction models and population 

health management. Examples include Finland’s national CDSS platform “EBMeDS”, Estonia’s 

integrated national CDSS architecture, and Denmark’s plans to centralize CDSS for primary care 
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and hospital prescribing. A large-scale effort by Veterans Health Administration (VHA) to standardize 

the use of MBC across its facilities specified MBC measures but gave clinicians flexibility in selecting 

those that were most suitable for their care setting and how they chose to administer MBC. The 

initiative was not focused on use of CDSS but highlighted the importance of buy-in from leadership 

as well as clinicians at all levels, identification of site champions to promote MBC, and ensuring 

availability of resources (e.g., dedicated staff) to administer MBC effectively (12). 

 There are lessons to be learnt from failed efforts, as in the case of the PRODIGY project (UK) and 

Scotland’s efforts to establish a national CDSS initiative. These faced challenges such as limited 

impact of the CDSS on patient outcomes, low utilization rates among clinicians, lack of system 

usability, perceived lack of helpfulness of alerts, lack of political drive, and integration issues (19). 

Some of these issues have been flagged in the E2P program as well and signal a need to re-evaluate 

the future direction of the program.   

4.4 A learning health system approach 

A regional CDSS program like E2P should have a robust evaluative infrastructure to understand 

baseline adherence to clinical standards, clinicians’ attitudes, uptake of the tools and impact on 

clinical practice. The experience in Ontario and other jurisdictions suggests that frequent iterations 

on tool design and engagement strategies are needed for the program to be effective.  A prerequisite 

to effective A&D tool utilization would be clinician education on the importance of MBC. This would 

include education on current guidelines and quality standards, who to use the screening forms for, 

as well as how to use the screening forms appropriately. This is particularly important given the 

subjective nature of these tests, as there is a risk of bias or inaccuracies even when the screening 

forms are clinician-administered (20).  

In order to leverage the A&D tools for improved quality of care, clinicians must be trained on moving 

beyond utilizing PHQ-9 and GAD-7 forms as mere data entry points for initial assessment but using 

them at routinely and repeatedly. This would contribute toward a learning health system where 

patients and clinicians coproduce data that can be used for continued quality improvement (QI) of 

patient outcomes, enhance evidence-based medicine, and promote a population health approach 

(4,21).  

Studies also highlight the usefulness of data visualization as a component of the knowledge co-

creation process (21), and A&D patients may benefit from being able to see their progress if a 

summarized form of the score dashboard that is available to clinicians via the E2P A&D tool is shared 

with them. Data visualization is also an important in building a relationship with patients, as MBC 
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encourages patient involvement in treatment, and enables them to better understand and 

communicate their symptoms with their clinicians (4). Aggregated data could potentially also be used 

to develop prediction tools and for shared learning across different implementation sites (21). This 

could involve partnering with organizations such as GEMINI and POPLAR to contribute to data 

repositories that can inform future research, evaluations, and continued QI initiatives across the 

system. While GEMINI has data systems for internal medicine (leveraged for the CDHE’s evaluation 

of the HF tool enhancements), there is a lack of such data most other disciplines (e.g., psychiatry). 

However, this could be built as part of a provincial quality strategy. 

5. Limitations  
1. Primary care usage analytics data was limited by the number of clinicians opted-in to 

sharing their data. Users are by default opted-out of providing usage analytics. As of August 

2024, 66.3% (n=237) of Telus/Oscar clinicians had opted-in to share their usage analytics.  No 

usage data was available for Accuro users. The Consortium will be updating the tools in 

December 2024 so that users are opted-in to usage analytics by default (with the option to opt-

out if they wish). This will be essential for future evaluations of the program, since uptake is one 

of the key challenges.  

2. Acute care HIS data was limited to three E2P hospitals. This evaluation presents data from 

only three of the nine hospitals that have access to the A&D tools currently and focuses on the 

first six months post-implementation only.  Utilization trends may have changed since then. 

These sites were selected in collaboration with the Consortium to include hospitals that were 

willing to participate and more likely to engage throughout the evaluation process. At the time of 

site recruitment, two hospitals (NYGH and TOH) had the tools for less than six months and were 

leveraged as control sites instead.  

3. Acute care HIS data collection was not consistent across the selected sites. Though the 

selected hospitals collected a set of metrics as requested by the Consortium, not all hospitals 

collected additional metrics requested by the CDHE. One hospital was subject to a cyber-attack 

in 2023 and hence did not have data for all six months post-implementation. There were also 

variations in how hospitals defined their patient cohorts for the HIS data. In one site, data related 

to all patients with A&D listed in their first three diagnoses were included, whereas another site 

included only those patients with a primary diagnosis of anxiety or depression. Further, one site 

which had both inpatient as well as outpatient care was unable to reliably extract HIS data from 

their outpatient clinics, and the HIS data was limited to what was available for inpatients alone. 
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4. Lack of EMR data from primary care was due to a combination of insufficient users at a single 

E2P site to make data extraction worthwhile, challenges with site recruitment, and unavailability 

of useful data (in the case of a single clinician who agreed to participate in an EMR data 

extraction).  

5. The lack of patient interviews was due to the tool being meant to be used by clinicians at the 

point of care. While patients would be aware that these screening forms are being administered, 

we did not include patient interviews due to anticipated challenges with recruitment and the focus 

on clinicians’ experience for this evaluation.  

6. E2P tools focus on a limited part of the OH Quality Standards for A&D. While the Quality 

Standards encompass comprehensive A&D care across the care continuum, this current iteration 

of the E2P A&D intervention focuses on a razor thin component: the usage of two suggested 

screening tools (each representing only one of several suggested in their respective diagnoses). 

Our analyses and recommendations are based on the design and execution of this current 

intervention and may not necessarily be applicable to improvement in guideline adherence for 

A&D care as a whole and/or the improvement of measurement-based care in mental health. 

Future tool iterations could include additional aspects of the A&D Quality Standards. 

6. Recommendations 
1. In acute care, guidance on the use of E2P tools for measurement-based care for A&D 

patients should be adapted to clarify recommendations for inpatient and outpatient 

settings: Primary care users and acute care sites differed in which patient population they 

applied the screening tools to, as it was unclear as to whether the tools were to be used for 

screening all patients or for monitoring responses to treatment among patients already diagnosed 

with A&D. This ambiguity may be inherent in the clinical standard, so they could be interpreted 

differently by those who develop E2P tools or the sites that implement them.  

2. In primary care, change management strategies should involve site-level leadership for 

effective implementation. Current CM strategies have modest and transient impacts on tool 

uptake and utilization and are not easily scalable. This can be improved through broader efforts 

to engage clinicians, for example, by encouraging more group CM sessions rather than one-on-

one sessions, thereby increasing the likelihood of tool uptake by more clinicians.  

3. In primary care and acute care, increase implementation support for implementation sites 

for tool installation, customization, updates and for administration of the screening forms. Sites 
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often do not have the needed IT resources for installations and customization. In the acute care 

setting, given clinicians’ variable enthusiasm for measurement-based care for all patients, 

consider how sites may be given support to facilitate routine administration of screening forms. 

Improved outcomes as a result of this increased application of MBC can be highlighted to 

clinicians via internal reports (such as through audit-and-feedback) (22) to motivate increased 

uptake of the enhancements. 

4. In primary care, improve integration of the tool with EMRs to enhance user experience. 

Users (Oscar platform) expressed an interest in having a search functionality within the tool, and 

better integration with other technology components (e.g., Ocean, AI scribes) that they used 

regularly. Previously entered screening scores recorded in the EMR (even if not completed via 

the tool) need to be pulled by the E2P tool. While there may be variations between features and 

functionalities possible across different EMRs, users may need to be educated on how to 

configure their systems to leverage the E2P tools to their full capability. The tools for different 

use cases must also be integrated better with each other so that clinician entries for one use 

case are reflected for the other use cases (in situations where clinicians use multiple E2P use 

case tools for the same patient), to avoid duplication of work by clinicians.  

5. In primary care and acute care, enhance the tool to enable self-screening where 

appropriate, prior to visits. The E2P tools should enable clinicians to send patients screening 

questionnaires prior to appointments to reduce clinician workload, give patients an active role in 

their care, and facilitate co-creation of knowledge by patients and clinicians. This is particularly 

relevant considering that this is routinely done in many clinics with the Ocean platform, and users 

should be made aware of if and how the E2P tools may be configured to integrate better with 

systems they already use. At sites where patient portals are directly integrated with the clinical 

system, the Consortium can leverage this functionality as a distribution mechanism for screening 

forms.When patients do the screening for the first time, it may be useful for them to complete it 

together with their clinician to ensure it is completed accurately and appropriately. The tools 

would need to integrate with the EMR to ensure that the patient-entered assessment scores are 

reflected in the record without clinicians having to tally them again and enter it into the system. 

Structures need to be in place for equitable access, such as availability in multiple languages 

and assistance for individuals with limited health and/or technology literacy. 

6. In primary care and acute care, motivate clinicians to use the tool by enabling them to 

view adherence rates and providing internal results on changes in patient outcomes using 

audit-and-feedback. Following user feedback from this evaluation, the Consortium should 
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explore how users can view their level of adherence to the quality standards (e.g., by seeing their 

frequency of utilization of the forms for their patients) or encouraging hospitals to share internal 

results with their clinicians on how E2P tool utilization has resulted in positive outcomes such as 

improved patient outcomes, reduced lengths of stay (by facilitating timely discharges due to 

closer monitoring of patients’ response to treatment), etc. Leveraging audit-and-feedback as a 

QI approach has been evidenced to result in an estimated 4.3% absolute improvement in desired 

(care) practices (22). 

7. In primary care and acute care, consider ways to improve patient engagement and 

education. Clinicians should be encouraged to educate patients on the value of MBC, and the 

importance of repeated assessments for A&D screening and monitoring. In addition to 

empowering patients by enabling them to self-screen, future tool iterations could enable clinicians 

to share score trends with patients for improved awareness and reflection.  

8. In acute care, continue to balance tool interoperability with options for customization. 

While there were acknowledged benefits to standardized forms and discharge templates to 

facilitate communication across settings, users also valued being able to customize the tools to 

meet their site-specific needs as well. For example, acute care users suggested using additional 

scales such as the Columbia Suicide Severity Rating scale, the Young Mania scale and the 

Behavioural Activation for Depression scale. Further investigation may be required to assess 

which validated MBC measures would be most suitable in different clinical contexts. 

9. In primary care and acute care, leverage data to inform improved quality of care.  Clinicians 

should be encouraged to leverage the tool for more than entry of initial assessment scores. 

Aggregated data has the potential to inform best practices across hospitals and improve 

population health. Integrated dashboards can be utilized to facilitate shared learnings within and 

across hospitals as well. Establishing pilot primary care sites for short cycle plan-do-study-act 

(PDSA) QI approaches would provide opportunities for effective evaluations of the tools and their 

impact, as implementation and engagement mechanisms would be easier in targeted smaller 

sites.  
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7. Conclusion   
The E2P A&D tools offer value to clinicians in primary care as well as acute care by facilitating MBC 

and easier review of patients’ progress and response to treatment over time. However, the perceived 

relevance and value of the PHQ-9 and GAD-7 screening forms varied between users, due to the 

complexity of conditions seen in inpatient settings, and a lack of clarity as to which patient 

populations to apply the A&D screening forms to, particularly in primary care. A&D tool uptake and 

utilization is low, as was observed in the E2P HF evaluation as well. The current engagement 

approach using CM and AD sessions has modest but transient effects on utilization. Sustained 

uptake and utilization require focused efforts on program promotion and outreach efforts, clinician 

as well as patient education, and a need to consider how to provide increased supports to sites that 

implement the tools. Future expansion of the program should consider how the tools can be 

redesigned for better integration into clinical systems as well as clinicians’ workflows, to support 

sustained use.  
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Appendix A: Program analytics 
metrics 

 

Appendix A provides an overview of the access, engagement and utilization data provided by the 

Consortium, and questions this evaluation sought to answer. 

Table A1 E2P program engagement metrics (all use cases) 

  Program level data (Monthly reporting)  Program level questions  

1  # Sites with access to any E2P tool  What types of engagement mechanisms 

are predominantly used?  

  

  

  

  

2  # Sites with at least one CM session  

3  Number of sites with E2P self-installations (no 
Consortium support) (from Consortium reports)  

4  Number of individuals who received at least one 
virtual CM session  

5  # Individuals who received at least one in-person 
CM session  

6  #Clinicians who receive at least one virtual AD 
session  

7  # Clinicians who receive at least one in-person AD 
session  

8   Number of CM sessions that specifically included a 
guided installation   

9  Number of CM sessions (virtual)  

10  Number of CM sessions (in-person)  

11  Number of academic detailing sessions (virtual)  

12  Number of academic detailing sessions (in-person)  

 

Table A2 below provides site-specific access and usage metrics for sites where one or more 

clinicians have participated in the engagement mechanisms listed above, i.e.:  

a) CM session (in-person or virtual) 

b) AD session (in-person or virtual) 

 For the below metrics, Uptake is the number of unique tool users, and Utilization is the number of 

tool uses (as defined by the Consortium).   

 

 

 



 47 

Table A2 Site-specific metrics 

  Site-specific Metrics  Site level questions  

  Site-specific details:  
a. EMR type  
b. Self-Installation? (Yes/No)  

- How does participation in each engagement 
mechanism affect opt-in numbers?  

 
- How does tool uptake and utilization vary 

with the different types of engagement 
mechanisms? i.e.,   

• How does uptake (number of unique 
users) at a site change following a 
CM/AD session?  

• How does tool utilization (number of tool 
uses) at a site change following a CM/AD 
session?  

• How does uptake vary between sites 
which have had different engagement 
mechanisms?  

• How does tool utilization vary between 
sites which have had different 
engagement mechanisms?  

1  #Unique patients/site each month with whom 

a tool was used (E2P does not have details 

about roster sizes)  

2  Number of clinicians with access  

3  Number of confirmed tool downloads  

4  Number of opted-in /opt- out (monthly 

reporting)  

5  # tool uses/site each month (any E2P use 

case)  

6  # unique users/site each month  

7  Cumulative # unique users/site each month  

8  # users who have used any E2P tool at least 

twice in 90 days  

9  # CM in-person sessions  

10  # CM virtual sessions  

11  #AD in-person sessions  

12  #AD virtual sessions  

  

Table A3 Consortium-developed survey to assess clinician satisfaction with CM/AD sessions 

  Survey Questions   

Change 
management 
(CM) 
Sessions  

Overall level of satisfaction with the Evidence2Practice Ontario EMR Tool Training 
session?   

Do you intend to use services and/or tools included in the EMR Tool Training session 
content?   

Did the program content enhance your knowledge?   

Does the knowledge gained have the potential to positively impact the quality of care I 
provide to my patients?   

I would recommend the EMR Tool Training session to my colleagues?   

Academic 
detailing 
(AD) 
sessions  

Overall, how satisfied were you with your academic detailing visit?   

Indicate your level of agreement with the following statements:   
a) The academic detailer was credible.   
b) The academic detailer provided information relevant to my practice.   
c) The academic detailer answered all my questions or promised to follow up.   
d) The academic detailing visit will help improve my patient care.   
e) The academic detailing visit increased my confidence in this topic.   
f) The academic detailing visit will help me navigate resources for me and my 

patients.   
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Access and Utilization Metrics:  

The below metrics were requested at the program level, not specific to a single use case, with 

numbers distinguished for the TELUS and Oscar platforms:  

Table A4 Access and utilization metrics (all use cases) 

Access and Utilization Metrics (across all use cases)  

1 1 Number of sites/individuals with expression of interest (all use cases)   

2 2 Number of E2P tool downloads (all use cases)  

3 3 Number of sites with access to E2P tools (all use case)  

4 4 Number of opt-ins to usage analytics (all use cases)  

5 5 Number of users who have used any E2P tool (at least) two times in 90 days  

6 6 Number of users who have used any E2P tool (at least) once in a given month  

  

Table A5 lists access and utilization metrics requested specifically for the A&D as well as HF E2P 

use-cases (separately) at the program level with numbers distinguished for the TELUS and Oscar 

platforms. (No utilization data is available for the tool on the Accuro platform).   

Table A5 Access and utilization metrics (for A&D and HF) 

Access metrics (for A&D and HF)  

1  Number of individuals who have downloaded the A&D/HF tool (to date, as well as in a given 

month)  

2  Number of sites with access to A&D/HF tool (to date, as well as newly added in a given month)  

3  Number of clinicians with access to the A&D/HF tool (to date, as well as newly added in a given 

month)  

Utilization metrics  

4  Number of unique A&D/HF tool users (at least one use) in a given month  

5  Number of A&D/HF tool uses in a given month  

6  Number of (unique) patients for whom the A&D/HF tool was used  

   



 49 

Appendix B: E2P 
Implementation Timelines and 
Site Profiles 

 

Table B1 provides an overview of implementation dates across all E2P use for the different EMR 
platforms in primary care. 

Table B1 E2P use case implementation dates (primary care) 

Use Case  Platform  Date rolled out  

HF  

   

Telus  November 2022  

Oscar  September 2023  

Accuro August 2023 

A&D   

   

Telus   December 2023  

Oscar  March 2023  

Accuro March 2023 

DM  

   

Telus   September 2023  

Oscar  June 2023  

Accuro  December 2023 

COPD  

   

Telus  February 2024  

Oscar  Not available  

Accuro July 2024 

 

 

Table B2 provides an overview of implementation dates of the acute care A&D enhancements for 

the hospital sites recruited for this evaluation. The table also summarizes the type of data collected 

from each recruited hospital. Table B3 summarizes the breakdown of clinicians and staff at the three 

E2P hospital sites that provided HIS data. 
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Table B2 Overview of E2P implementation timelines, settings and data collected from recruited 
acute care hospital sites (A&D) 

Hospital Site Setting Implementation 
Date  

Interviews Surveys Utilization/ 
HIS data 

Hôtel-Dieu Grace 
Healthcare (HDGH), 
Windsor 

Outpatient (Mood 
and Anxiety 
clinic) 

March 2023  ✓ ✓ 

Windsor Regional 
Hospital (WRH) 

Inpatient March 2023 ✓ ✓ ✓ 

St. Joseph’s Healthcare 
Hamilton (SJHH) 

Inpatient and 
outpatient 

March 2023 ✓ ✓ ✓ 

Ontario Shores Centre 
for Mental Health 
Sciences (OSCMHS) 

Inpatient March 2023 ✓   

Cornwall Community 
Hospital (CCH) 

Inpatient March 2023  ✓  

North York General 
Hospital (NYGH)* 

Inpatient and 
outpatient 

December 2023 ✓ ✓ ✓ 

The Ottawa Hospital 
(TOH)* 

Outpatient January 2024 ✓ ✓ ✓ 

* Comparator site for HIS data 

 

Table B3 Overview of clinicians/staff with access at HDGH, WRH, and SJHH. 

Hospital 
Site 

Occupation 

Psychiatrist Psychologist RN Social 
Worker 

Clerical Other * Total 

HDGH  

18 

 

3 

 
1 

 
1 

 
1 

 
0 

 
24 

WRH 11 0 100 9 6 0 126 

SJHH 19 8 41 11 0 45 124 

* ”Other “ includes: Residents, therapists, psychotherapists, counsellors, fellows.  
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Appendix C: HIS metrics 
 Setting Metrics NYGH SJHH* HDGH WRH TOH 

 
In

pa
tie

nt
/ O

ut
pa

tie
nt

 

# clinicians with access to the tool enhancements     
✓ 

  
✓ 

  
✓ 

  

# patients with anxiety and/or depression seen in a 
given month  

  
✓ 

  
✓ 

  
✓ 

  
✓ 

  

# times the enhanced patient discharge summary was 
completed in a month (total) 

   
✓ 

    
✓ 

 

# times the enhanced clinician discharge summary was 
completed in a month (total) 

   
✓ 

    
✓ 

 

# unique A&D patients who received an enhanced 
discharge summary 

 ✓  ✓  

# unique A&D patients for whom an enhanced clinician 
discharge summary was completed within 48 hours of 
discharge  

 ✓  ✓  

 
 
 
 
 

 Inpatient 

% patients with depression who receive at least 2 PHQ-
9s during their hospital stay 

  
✓ 

  
✓ 

    
✓ 

  

% patients with anxiety and/or depression who receive 
at least 2 PHQ-9s during their hospital stay 

 
✓  

  
✓ 

    
✓ 

  

% patients with depression who receive at least 2 GAD-
7s during their hospital stay 

  
✓ 

  
✓ 

    
✓ 

  

% patients with anxiety and/or depression who receive 
at least 2 GAD-7s during their hospital stay 

  
✓ 

  
✓ 

    
✓ 

  

% patients with depression who receive evidence-
based psychotherapy during their hospital visit 

      
✓ 

  

% patients with depression who receive a minimum of 
two suicide risk assessments during the hospital visit** 

  
✓ 

  
✓ 

    
✓ 

  
✓ 

% people with depression who are offered education 
about depression and information regarding 
community supports and crisis services** 

    
✓ 

    
✓ 

  

 
Outpatient 

% patients who had a registered visit [outpatient clinic] 
that received a PHQ-9 at least once in the past 6 weeks 

  
✓ 

    
✓ 

   
✓  

% patients who had a registered visit [outpatient clinic] 
that received a GAD-7 at least once in the past 6 weeks 

  
✓ 

    
✓ 

    
✓ 

◼ Data not being collected   ◼Metric not applicable to setting/timeframe  

*Due to challenges with E2P implementation in the outpatient setting, SJHH provided data only for the 
inpatient setting.  

** As intervention sites (SJHH, WRH) were not able to distinguish between anxiety patients and 
depression patients for the HIS data, these metrics used the number of A&D patients seen as the 
denominator for intervention sites. 

NYGH: North York General Hospital    HDGH: Hôtel-Dieu Grace Healthcare 
SJHH: St. Joseph’s Healthcare Hamilton  WRH: Windsor Regional Hospital 
TOH: The Ottawa Hospital 
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Appendix D: Survey guides 
 
E2P TOOL ACCEPTANCE/EXPERIENCE SURVEY (PRIMARY CARE)2 
Table D1. Primary Care Demographic survey questions 

Questions Options 

Which E2P tool(s) have you used?       

Select all that apply 

Heart Failure 

Anxiety Disorders and Major Depression 

Prediabetes and Diabetes 

None of the above 

What is the gender you most identify with? Male 

Female 

Non-binary 

Other – Write in (required) 

Prefer not to answer 

What is your primary occupation? Physician (specialist) 

Family physician 

Nurse practitioner 

Registered nurse 

Registered practical nurse 

Pharmacist 

Midwife 

Social worker 

Physiotherapist 

Dietitian 

Respiratory therapist 

Other (Please specify): 

Prefer not to answer 

How long have you worked in your current 
profession? 

1 year or less 

2-5 years 

6-10 years 

11-15 years 

16+ years 

Prefer not to answer 

With respect to your MAIN patient 
care/practice setting, describe the 
population PRIMARILY served by you in 
your practice?  

Urban/Suburban (population over 100,000) 

Small Town (population between 30,000 and 99,999) 

Rural (population between 1,000 and 29,999) 

 
2 Adapted From: Zha, H., Liu, K., Tang, T. et al. Acceptance of clinical decision support system to prevent venous 
thromboembolism among nurses: an extension of the UTAUT model. BMC Med Inform Decis Mak 22, 221 (2022). 
https://doi.org/10.1186/s12911-022-01958-8 

 

https://doi.org/10.1186/s12911-022-01958-8
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Geographically isolated/remote (population under 
1,000) 

Other (Please specify): _______________ 

How would you rate your technical 
proficiency? 

None 

Basic 

Average 

Advanced 

Expert 

Prefer not to answer 

What clinical information system do you 
use at your MAIN place of practice? 

Telus PS Suite 

Oscar Pro 

Accuro 

Other – Write in (Required) 

Prefer not to answer 

 
Table D2. Primary Care Main Survey 

Categories Corresponding Items: Please rate your degree of agreement with the following 
statements  

Credibility and 
recommendation 

Credibility: I find the E2P tool(s) credible. 

Colleague recommendation: Colleagues around me recommend that I use the 
E2P tool(s). 

Leadership recommendation: The clinical administration/leadership recommends 
that I use the E2P tool(s). 

Tool Usage Capacity to use: I have the capacity and time to use the E2P tool(s) during point-
of-care. 

Easy to learn: Learning to use the E2P tool(s) was easy for me. 

Convenient: It is convenient for me to use the E2P tool(s). 

Efficient: Using the E2P tool(s) makes me more efficient in my work. 

No malfunctions: During my work, the E2P tool(s) works well and does not 
malfunction. 

Clinical 
capabilities of 
the tool  

Apply quality standards: Using the E2P tool(s) helps me to apply the quality 
standards (for HF/A&D/Diabetes). 

Assess patients: Using the E2P tool(s) helps me assess patients with 
(HF/A&D/Diabetes). 

Treatment plan: Using the E2P tool(s) helps me create a treatment plan for my 
patients with (HF/A&D/Diabetes). 

Decision making: Using the E2P tool(s) supports shared decision-making with 
patients. 

Quality of care: Using the E2P tool(s) improves the quality of care I provide. 
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Satisfied with content: I am satisfied with the clinical information provided by the 
modules of the E2P tool(s). 

Change 
management 
and support 

Training: I have received training to use the E2P tool(s). 

Adequate Training: The training I have received is adequate to use the E2P 
tool(s). 

Help for E2P: I know where to get help when I have trouble using the E2P tool(s). 

Knowledgeable about tool: I have a comprehensive knowledge of how to use the 
E2P tool(s). 

Continued use 
over time 

Accustomed: I am accustomed to using the E2P tool(s). 

Continued use: I will continue to use the E2P tool(s). 

Interested in more tools: I would be interested in learning more about (or using) 
other E2P tools. 

Recommend to others: I would recommend the E2P tool(s) to others 

 
Scale: 
1: Strongly Disagree, 2: Disagree, 3: Neither Agree nor Disagree, 4: Agree, 5: Strongly Agree 

 
E2P TOOL ACCEPTANCE/EXPERIENCE SURVEY (ACUTE CARE) 
Table D3. Acute care Demographic survey questions 

Questions Options 

What is the gender you most identify with? Male 

Female 

Non-binary 

Self-describe – Write in (required) 

Prefer not to answer 

What is your primary occupation? Physician 

Nursing profession 

Allied Health Professional 

Support Personnel 

Operations and administrative 

Other (Please specify): 

How long have you worked in your current 
profession? 

1 year or less 

2-5 years 

6-10 years 

11-15 years 

16+ years 

Prefer not to answer 

How many days per week do you see 
patients? 

0-2 days  

3 days 

4 days 
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5+ days 

In your clinical practice, how many times 
would you estimate you have seen a patient 
with Anxiety and Depression in the last 
month? 

0 

1-10 

11-20 

21-30 

30+ 

What acute care site are you employed at? St. Joseph’s Healthcare Hamilton (SJHH) 

Windsor Regional Hospital (WRH) 

Hôtel Dieu Grace Hospital (HDGH) 

Waypoint Centre for Mental Health Care 

Ontario Shores Centre for Mental Health Sciences 

Cornwall Community Hospital 

North Bay Regional Health Centre  

The Ottawa Hospital (TOH) 

North York General Hospital (NYGH) 

Prefer not to answer 

With respect to your MAIN patient 
care/practice setting, describe the 
population PRIMARILY served by you in 
your practice?  

Urban/Suburban (population over 100,000) 

Small Town (population between 30,000 and 99,999) 

Rural (population between 1,000 and 29,999) 

Geographically isolated/remote (population under 
1,000) 

Other (Please specify): _______________ 

How would you rate your technical 
proficiency? 

None 

Basic 

Average 

Advanced 

Expert 

Prefer not to answer 

What hospital information system do you 
use?  

Cerner  

Epic 

Meditech 

Other – Write in (Required) 

 

Table D4. Acute Care Main Survey 

Categories Corresponding Items: Please rate your degree of agreement with the following 
statements  

Credibility and 
recommendation 

Credibility: I find the E2P tool(s) credible. 

Colleague recommendation: Colleagues around me recommend that I use the 
E2P tool(s). 

Leadership recommendation: The clinical administration/leadership recommends 
that I use the E2P tool(s). 
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Design Leader Recommendation: The surrounding leader or colleague who 
participated in the design of the A&D enhancements recommends that I use them. 

Tool Usage Capacity to use: I have the capacity and time to use the E2P tool(s) during point-
of-care. 

Easy to learn: Learning to use the E2P tool(s) was easy for me. 

Convenient: It is convenient for me to use the E2P tool(s). 

Efficient: Using the E2P tool(s) makes me more efficient in my work. 

No malfunctions: During my work, the E2P tool(s) works well and does not 
malfunction. 

Clinical 
capabilities of 
the tool  

Apply quality standards: Using the E2P tool(s) helps me to apply the quality 
standards (for HF/A&D/Diabetes). 

Assess patients: Using the E2P tool(s) helps me assess patients with 
(HF/A&D/Diabetes). 

Treatment plan: Using the E2P tool(s) helps me create a treatment plan for my 
patients with (HF/A&D/Diabetes). 

Decision making: Using the E2P tool(s) supports shared decision-making with 
patients. 

Quality of care: Using the E2P tool(s) improves the quality of care I provide. 

Satisfied with content: I am satisfied with the clinical information provided by the 
modules of the E2P tool(s). 

 Satisfied with ability: I am satisfied with how the updated A&D enhancements 
work 

Change 
Management 
and Support 

Adequate Training: The training I have received is adequate to use the E2P 
tool(s). 

Knowledgeable about tool: I have a comprehensive knowledge of how to use the 
E2P tool(s). 

Continued use 
over time 

Accustomed: I am accustomed to using the E2P tool(s). 

Continued use: I will continue to use the E2P tool(s). 

Interested in more tools: I would be interested in learning more about (or using) 
other E2P tools. 

Recommend to others: I would recommend the E2P tool(s) to others 

 
Scale: 

1: Strongly Disagree, 2: Disagree, 3: Neither Agree nor Disagree, 4: Agree, 5: Strongly Agree   
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Appendix E: Interview guides 
and analysis approach  

 
A.E1. E2P A&D PRIMARY CARE INTERVIEW GUIDE 
E2P Evaluation: Interview Guide for Primary Care Clinicians at E2P sites3  

 
Thank you for taking the time to speak with me. My name is [interviewer name] and today I’m 
interested in learning about your experiences with the E2P tool for [heart failure/anxiety and 
depression]. Your input will help us understand clinicians’ experiences with the E2P program 
and tools and will inform our evaluation of the program. 
Our discussion should take about 15-20 minutes. With your permission, I would like to record 
our conversation. Do you have any questions before we begin? 
Before going into specific questions about your usage of the E2P toolbar, I would like to know 
more about your awareness and use of the Ontario Health (OH) Quality Standards.  
(Note to interviewer: For participants who have not used the toolbar for 2+months, or for those 
who do not use it at all, (i.e., non-users or low-frequency users) please ask only questions 
marked with a red asterisk [*]) 
 

1. Could you tell me more about your role, and how long you have been working in this capacity? 
* 

1. Tell me more about the type of practice you are working in, and the patient population served 
(e.g., immigrant/ ESL/ lower income/ high co-morbidities, etc.) 

2. Also ask about which EMR they use 

2. How familiar are you with the current Ontario Health (OH) [Anxiety and Depression (A&D)] 
Quality Standards?* 

3. Before the implementation of the E2P tools: Before you started using the E2P tools, what do 
you think made it easy or difficult to follow the quality standards? (or, for non-users): What factors 
influence your ability to follow the quality standards? * 
Probe: 

a. Were there any barriers to following the quality standards?  If yes, could you please 
elaborate? 

b. To what extent, if at all, did you use measurement-based care (use of screening forms) 
for your A&D patients 

 
If a non-user/low-frequency user: How do you keep informed about changes/updates to these 
standards? * 

- To what extent, if at all, do you use measurement-based care (use of screening 
forms) for your A&D patients? 

After the implementation of the E2P program:  

 
3 Adapted From: Using the Theoretical Domains Framework (TDF) to understand adherence to multiple evidence-

based indicators in primary care: a qualitative study 
Lawton, R., Heyhoe, J., Louch, G. et al. Using the Theoretical Domains Framework (TDF) to understand adherence 
to multiple evidence-based indicators in primary care: a qualitative study. Implementation Sci 11, 113 (2015). 
https://doi.org/10.1186/s13012-016-0479-2 

 

https://implementationscience.biomedcentral.com/articles/10.1186/s13012-016-0479-2
https://implementationscience.biomedcentral.com/articles/10.1186/s13012-016-0479-2
https://doi.org/10.1186/s13012-016-0479-2
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4. How did you hear about the E2P program? * 
Probes: 

a. How do you suggest E2P program awareness and promotion efforts can be improved for 
increased awareness and uptake amongst clinicians? * 

b. What made you interested in implementing E2P at your practice? * 
 

5. How long have you had the E2P (A&D) tools at your practice? * What support did you receive for 
E2P tool implementation and change management? * 
Probe: 

a. Was this support sufficient? If not, how do you think it can be improved? *    
 

6. To what degree, if any, have E2P tools affected the extent to which you follow the (HF/A&D) 
Quality Standard? In what ways? * 
Probe: 

a. What impact did the E2P tools have on the ease of following quality standards? 
b. What aspect of the tool(s) do you think made it easier (or more difficult) to follow the quality 

standards?  
 

Nature of the behaviour 

6.  How did the E2P tool(s) impact your approach to the assessment and treatment of (HF/A&D) 
patients? 
Probe:  

a. To what extent did the tool impact your workflow, if at all? 
b. What have you found to be the most useful components or capabilities of the E2P toolbar 

(or, what do you use it most for: e.g., test-ordering, medication prescription; provision of 
patient hand-outs/education)? 

c. Did you ignore any part of the tool? Why? (compliance with alerts/recommendations) 
 
For non-users/low-frequency users: What is your current approach to assessing/treating A&D 
patients? (Current practices? Other tools?) * 
Probe: 

a. In the absence of a tool such as E2P (or another CDS tool), how do you align 
treatment with latest standards? (e.g. other tools?)   

7. What do you think could be done differently to make it easier to follow the quality standards?  * 
Probe: What barriers to following the quality standards are not addressed by the E2P toolbar? 
(note to interviewer: i.e., do they think the E2P program is a good approach to improving adherence 
to quality standards?)   

Capabilities and Skills 

8.  How confident do you feel in using the E2P tool(s)? (i.e., is it easy to use?) 
Follow up:  
a.  What skills if any, are required to use the E2P tool(s)?  
b. What support have you received to acquire/refine the skills or knowledge needed to use the E2P 
tool(s)? (change management/ training) 

Memory, attention and decision processes* 

9. How often do you use the E2P tool(s) for (HF/A&D) patient assessment? How often do you see 
A&D patients in a month? 
If the provider does not always use it: 
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a. Why don’t you always use it? 
b. What would help prompt you to use the tool(s) in the future? (e.g., would a reminder be 

beneficial to encourage/remind you to use it?) 

Beliefs about consequences 

10.  To what extent, if any, does using the E2P tool(s) influence the quality of care you provide?  

11. How does use of the E2P tool(s) impact the time you spend on each patient? (Do you think the 
E2P tool(s) save you time?) 
If time is saved/lost: Can you estimate how much more or less time is spent with each patient? 

Motivation and goals  

12. What are the incentives for you to use the E2P tool(s)?* 
        a.  What would motivate you to use the E2P tool(s) more? 

Environmental context and resources 

13.  What factors/resources support you to use the E2P tool(s)? (e.g., the systems in place, culture, 
organizational factors, etc.) 

14. What factors hinder you from using the E2P toolbar?* 

Social influences 

15.  To what extent, if any, is your usage of the E2P tool(s) influenced by others at your practice? 
(Follow-up/ probes if needed:  

a. Are you required to use it? (pressure) 
b. Are you more likely to use it if your peers use it? 
c. Do others support you in using it?   

16. Are you aware of others outside your practice using this tool(s)? If yes, how does that influence 
your decision to use the tool(s)? 

Behavioural regulation 

17.  Are there particular types of patients for whom using the E2P tool(s) is more difficult? If yes, 
could you elaborate?* 
a. Are there particular types of patients for whom using the E2P tool(s) is particularly useful? If yes, 
could you elaborate? 

Additional questions related to future use and tool improvement 

18. Would you be interested in using additional E2P tools for additional chronic conditions in the 
future? 
19.  What do you like about the E2P tool(s)? What do you not like about the E2P tool(s)? 

a. What suggestions, if any, do you have on how the tool(s) can be improved? 
20. Would you recommend the tool(s) you have been using to a colleague? 

Is there anything else you would like to add which we have not covered? 
Can you receive a giftcard? Amazon or indigo? 
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A.E2. E2P A&D TOOL ACUTE CARE INTERVIEW GUIDE 
 

 E2P Evaluation: Interview Guide for Acute Care (A&D) Users4 

Thank you for taking the time to speak with me. My name is [interviewer name] and today I’m 
interested in learning about your experiences using the E2P tool enhancements for the anxiety 
and depression use case. These tools include the PHQ-9 and GAD-7 forms, a summary page 
(dashboard) to view trends in assessment scores, and enhancements to patient and clinician 
facing discharge summaries. Your input will help us understand clinicians’ experiences with the 
E2P program and tools and will inform our evaluation of the program. 
Our discussion should take about 15-20 minutes. With your permission, I would like to record 
our conversation. Do you have any questions before we begin? 
Before going into specific questions about your usage of the E2P tools, I would like to know 
more about your awareness and use of the Ontario Health (OH) Quality Standards.  
 

1. Could you tell me more about your role, and how long you have been working in this 
capacity? 

2. How familiar are you with the current Ontario Health (OH) Anxiety and Depression (A&D) 
Quality Standard? 

3. Before the implementation of the E2P program and the updates done to [Health 
Information System (HIS) platform name): Before you started using the E2P 
enhancements, what do you think made it easy or difficult to follow the quality standards? 
(Or, What factors influence your ability to follow the quality standards?) 
a. Were there any barriers to following the quality standards (related to comprehensive 

assessment or transitions of care)? If yes, could you elaborate? 
b.  To what extent, if at all, did you use measurement-based care (use of screening 

forms) for your A&D patients previously? 

4. After the implementation of the E2P program and the updates done to [Health 
Information System (HIS) platform name):   

i. Which E2P A&D enhancements have you used? (PHQ-9/GAD-7 screening forms, the 
assessment score trending dashboard?  

ii. To what degree, if any, have these E2P enhancements affected the extent to which 
you follow the A&D Quality Standard? In what ways?  

Probe: 
a. What impact did the E2P enhancements have on the ease of following quality 

standards related to comprehensive assessment (using measurement-based care)? 
b. What impact did the E2P enhancements have on the ease of following quality 

standards related to transitions of care? 
c. What aspects of the enhancement(s) do you think made it easier (or more difficult) to 

follow these quality standards? 

Nature of the behaviour 

5.  How did the updated A&D enhancements impact your approach to the assessment and 
treatment of A&D patients in terms of your workflow? 

 
4 Adapted From: Using the Theoretical Domains Framework (TDF) to understand adherence to multiple evidence-

based indicators in primary care: a qualitative study 
Lawton, R., Heyhoe, J., Louch, G. et al. Using the Theoretical Domains Framework (TDF) to understand adherence 
to multiple evidence-based indicators in primary care: a qualitative study. Implementation Sci 11, 113 (2015). 
https://doi.org/10.1186/s13012-016-0479-2 

 

https://implementationscience.biomedcentral.com/articles/10.1186/s13012-016-0479-2
https://implementationscience.biomedcentral.com/articles/10.1186/s13012-016-0479-2
https://doi.org/10.1186/s13012-016-0479-2
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a. To what extent did each enhancement impact your workflow, if at all? 
b. Do you ignore any part of the enhancements? If yes, why? 

6.  What barriers to following the quality standards are not addressed by the updated A&D 
enhancements and discharge summaries? 
Probe: What do you think could be done differently to make it easier to follow the quality 
standards? (note to interviewer: i.e., do they think the E2P program is a good approach to 
improving adherence to quality standards?)  

Capabilities and Skills 

7. How confident do you feel in using the updated A&D enhancements? 
Follow up: 

a. What skills if any, are needed to use the updated A&D assessment forms, summary 
page (dashboard) and discharge summaries? 

b. What support have you received to acquire/refine the skills or knowledge needed to 
use the E2P enhancements? (change management/ training) 

Memory, attention and decision processes 

8. How often do you use the A&D enhancements for patient assessment? (Screening forms 
and dashboard) 

If the provider does not always use it: 
a. Why don’t you always use it? 
b. What would help prompt you to use the enhancements in the future? (e.g., would a 

reminder be beneficial to encourage/remind you?) 

Beliefs about consequences 

9. To what extent, if any, does using the A&D enhancements influence the quality of care you 
provide? 

10.  How does use of the A&D enhancements impact the time you spend on each patient? (i.e., 
Do you think using the updated A&D enhancements save you time?) 

If time is saved/lost:  Can you estimate how much more or less time is spent with each patient? 

Motivation and goals (customize items based on individual responses) 

11. What are the incentives for you to use the A&D enhancements? 
 a. What would motivate you to use the A&D enhancements more? 

Environmental context and resources 

12. What factors/resources support you to use the A&D enhancements? (e.g., the systems in 
place, culture, organizational factors, etc.) 

13.  What factors or resources help or hinder you from using the A&D enhancements? 

Social influences 

14.  To what extent, if any, is your usage of the E2P A&D enhancements influenced by others 
at your hospital? 

(Follow-up/ probes if needed:  
d. Are you required to use it? (pressure) 
e. Are you more likely to use it if your peers use it? 
f. Do others support you in using it?  
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15. Are you aware of others outside your hospital using these updated enhancements? If yes, 
how does that influence your decision to use the E2P A&D enhancements? 

Behavioural regulation 

16.  Are there particular types of patients for whom using the A&D enhancements is more 
difficult? If yes, can you elaborate? 
a. Are there particular types of patients for whom using the E2P A&D enhancements is 

particularly useful? If yes, could you elaborate? 

Additional Questions about Enhancements 

17. What do you like about the E2P A&D enhancements? What do you not like about the E2P 
A&D enhancements? 

18. a. What suggestions, if any, do you have on how the A&D enhancements can be 
improved? 

19. How do you suggest E2P program awareness and promotion efforts can be improved for 
increased awareness and uptake amongst hospital clinicians? 

20. Probes: 
21. a.  What suggestions would you give the E2P delivery partners (NYGH) for future E2P A&D 

tools updates or implementations? 

22. Is there anything else you would like to add which we have not covered? 
23. Can you receive a giftcard? Amazon or indigo? 

 

A.E3. E2P A&D TOOL ACUTE CARE IMPLEMENTERS INTERVIEW GUIDE 
 

E2P Interview Guide for local organization implementers (Acute Care) 

 
Thank you for taking the time to speak with me. My name is [insert interviewer name] and today 
I’m interested in learning about your perspectives of the Evidence2Practice (E2P) program, as 
the E2P anxiety and depression tool enhancements have been implemented at your site. We 
have reached out to you, because you have been involved in supporting the implementation of 
the program at your site.  
Our discussion should take about 30 minutes. With your permission, I would like to record our 
conversation. Do you have any questions before we begin? 
 

1. Could you tell me what your role is at the hospital? How were your involved in the decision 
making and implementation process for E2P A&D enhancements at your site? 
 

2. Which of the A&D tool enhancements have been implemented at your site, and in what 
settings (outpatient/inpatient etc)? 

 
3. What value do the E2P program’s A&D tool enhancements hold for your hospital? 

a. Do you think clinicians will see or have seen value in embedding the A&D tool 
enhancements into their HIS?  

b. How do you think the enhancements have influenced the uptake of measurement-
based screening for anxiety/depression at your site? 

c. What do you think will make the program’s A&D tools successful/unsuccessful? 

 
4. How do you think the design and implementation of clinical guidelines decision support 

tools at healthcare organizations should be approached?  
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a. How does having province-led support and direction influence such 
tools/programs? 
 

5. Could you tell us more about how the A&D tool enhancements were developed or 
customized for your site? 

a. What changes/customizations were made to the updates that were provided by the 
E2P program for your HIS system? 

b. Did you have the necessary resources to make those changes? 
c. What kind of staff capacity and infrastructure did your site need to be able to 

develop and implement these Enhancements? 
d. Could you tell me more about the support you received from the E2P delivery 

partner toward this? 
 

6. How easy was the program to implement?  

a. To what extent was measurement-based care using screening forms used prior to 
E2P implementation? 

b. What change management and training sessions were held to support utilization of 
these tool enhancements?  
 

7. What challenges if any were faced with program implementation at your site? 
 

8. Who are the main users of the various A&D enhancements at your hospital? (e.g. nurses/ 
specialists/ social workers etc.; and which users use which enhancements?) 

a. Do the A&D enhancements (e.g. screening forms, discharge summaries, 
dashboard) present a significant change in how the HIS system is currently used 
by these users? 

 
9. Do you use the A&D enhancements? If yes, which ones? If no, go to Q11 

a. What impact did these enhancements have on the ease of following quality 
standards related to comprehensive assessment (using measurement-based 
care)? 
 

10. To what extent, if any, does using the A&D enhancements influence the quality of care you 
provide? 

a. How does use of the A&D enhancements impact the time you spend on each 
patient? 
 

11. What do you like about the E2P A&D enhancements? What do you not like about the E2P 
A&D enhancements? 

a. What suggestions, if any, do you have, on how the A&D enhancements can be 
improved? 
 

12. What steps do you think an organization needs to take to address potential barriers 
clinicians may experience when engaging in this program? 
Probes: 

a. What kinds of supports will be needed to help clinicians learn and use the 
technology, for example? 

b. How could the program be improved to better meet the unique needs of clinicians? 
 

13. What structures, resources, or processes are needed to ensure long term continuity and 
integration of the E2P A&D tool enhancements into routine care? (Embedding and 
adaptation over time) 
Probes: 

a. What strategies on the back end of the technology are implemented to encourage 
sustained use (e.g., push notifications, text message reminders)? 
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b. How much effort has been committed to ensure enough resources are available to 
provide (1) training for staff, (2) technical support, and (3) frequent monitoring to 
ensure the program remains up to date?  

 
14. . How do you suggest E2P program awareness and promotion efforts can be improved for 

increased awareness and uptake amongst clinicians? 
a. What suggestions would you give the E2P delivery partners (NYGH) for future 
program implementations? 

15. Is there anything else you would like to add which we have not covered? 
16. Can you receive a gift card? Amazon or indigo? 

 
A.E4. Non-users (at non-E2P sites) Interview Guide 

E2P Evaluation: Interview Guide for Primary Care Non-Users (at non-E2P sites)5  

 
Thank you for taking the time to speak with me. The CDHE is conducting an evaluation of the 
E2P program. My name is [interviewer name] and today I’m interested in understanding your 
perspectives and needs as a non-user of the E2P tools.   
I understand that your practice does not have access to the E2P tool but may be interested in 
implementing it in the future. Your inputs would help us understand your existing practices in the 
absence of the E2P tool, what value the E2P tool holds for you, and how you think it can 
improve quality of care] 
Our discussion should take about 20-30 minutes. With your permission, I would like to record 
our conversation. Do you have any questions before we begin? 
 
Before going into specific questions about your usage of the E2P toolbar, I would like to know 
more about your awareness and use of the Ontario Health (OH) Quality Standards [for heart 
failure/A&D, depending on which phase of the evaluation 
  

1. Could you tell me more about your role, and how long you have been working in this capacity?  
3. Tell me more about the type of practice you are working in, and the patient population served 

(e.g., immigrant/ ESL/ lower income/ high co-morbidities, etc.) 

2. How familiar are you with the current Ontario Health (OH) [Heart Failure (HF)/Anxiety and 
Depression (A&D)] Quality Standards?  
 
Probes (If familiar with the quality standards; Else go to Q4): 

 
a. How do you keep informed about changes/updates to these standards? 
b. What is your current approach to assessing/treating HF patients? (Current practices? Other 

tools?) 

3. (If familiar with Quality Standards): How easy or difficult do you find it to follow the quality 
standards? (or, What factors influence your ability to follow the quality standards? 
Probe: 

 
5 Adapted From: Using the Theoretical Domains Framework (TDF) to understand adherence to multiple evidence-

based indicators in primary care: a qualitative study 
Lawton, R., Heyhoe, J., Louch, G. et al. Using the Theoretical Domains Framework (TDF) to understand adherence 
to multiple evidence-based indicators in primary care: a qualitative study. Implementation Sci 11, 113 (2015). 
https://doi.org/10.1186/s13012-016-0479-2 

 

https://implementationscience.biomedcentral.com/articles/10.1186/s13012-016-0479-2
https://implementationscience.biomedcentral.com/articles/10.1186/s13012-016-0479-2
https://doi.org/10.1186/s13012-016-0479-2
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c. Are there any barriers to following the quality standards?  If yes, could you please 
elaborate? 

d. In the absence of a tool such as E2P (or another CDS tool), how do you align 
treatment with latest standards? (e.g. other tools?)   

b. 4. If not familiar with the quality standards:  How do you approach assessment/treatment of 
A&D patients while ensuring quality of care?  

5. Value of the E2P program: How do you think the E2P program would influence how you follow 
the (A&D) Quality Standard? If so, in what ways? 
Probe: 

a. In your opinion, what would be the most useful components of a tool such as the E2P 
toolbar? (e.g., ask about each of these: assessment (ordering tests), diagnosis, medication 
management, providing patient education; knowledge repository for providers?) 

5. What approaches (other than E2P) do you think would help clinicians follow the Quality 
Standards? 

6. What would encourage/motivate you (or your site) to implement the E2P tools at your practice? 
Probe:  

a. Are you aware of others outside your practice using this tool(s)? If yes, how does that 
influence your decision to implement the tool(s) in the future? 

7. Is there anything else you would like to add which we have not covered? 
8. Can you receive a gift card? Amazon or indigo? 

 
A.E4 ANALYSIS APPROACH  

 
Figure E1 Domains of the NASSS framework used to code interview data 

NASSS Domains 

1. Condition • The nature of the condition or illness 

• Sociocultural factors and comorbidities 

2. Technology • Key features of the technology 

• Knowledge required to use the technology 

3. Value Proposition • The value or benefits of using the technology 

4. Adopter System • Changes in roles and work practices as a result of using 
the technology 

• Facilitators and barriers to use 

5. Healthcare 
Organization 

• Readiness for change 

• Implementation approaches 

6. Wider Context • Regulatory, professional, and sociocultural landscape for 
program rollout 

7. Embedding and 
adaptation over 
time  

• Scope for adapting the technology over time. 

• Technology spread, scale and sustainability 
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Figure E2 NASSS domains mapped to key discussion themes in the report 

Discussion themes based on E2P Program 
Roadmap 

Corresponding NASSS Domains 

1. Enhance clinician experience and reduce 

burden 

• Condition 

• Value Proposition 

• Adopter System 

2. Enhance adoption to optimize patient 

outcomes and experience 

• Condition 

• Value proposition 

• Technology 

• Adopter System 

3. Achieve provincial expansion of E2P 
 

• Healthcare organization 

• Wider Context 

• Embedding and adaptation over time 

4. Learning health system approach 
 

• Value proposition 

• Technology 

• Adopter system 

• Embedding and adaptation over time 
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Appendix F: Primary Care 
Access and Utilization  

Figure F1. Expression of Interest for all use cases vs. New sites with access to the tools, 
organized by EMR system.  

 
 

Figure F2. Primary care utilization of HF tool. 
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Appendix G: Change 
Management and Academic 
Detailing Sessions 

 
Table G 1 Number of sites within each cohort, based on number of change management (CM) 
sessions and academic detailing (AD) sessions. 

Cohort 

 

Number of sites (n) 

0 CM 0 AD 14 

0 CM ≥1 AD 10 

1 CM 0 AD 17 

1 CM ≥1 AD 4 

≥1 CM 0 AD 20 

≥1 CM ≥1 AD 21 

      CM: Change management sessions 

      AD:  Academic detailing sessions 

 

 

 

Figure G1 EMR Types across cohorts 

 

 

 

 

 



 69 

Figure G2 Tool installation method across cohorts 

 

 

 

 

 

Figure G3 Changes in number of cumulative users per site cohort. 

 
All cohorts saw an increase in cumulative users except for the cohort with 0 CM and 0 AD 
sessions. 
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Figure G4 Proportion of users opted-in to usage analytics collection compared to users opted-
out of usage analytics collection per site cohort. 
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Figure G5 Snapshot of sample site-specific data and colour-coding approach to reviewing changes in #unique users and # tool uses 
per month following CM/AD sessions 

 

 

 

 

 

 

 

 

 

 



 72 

 

Figure G6 Snapshot of colour-coded data within a cohort for impact of CM/AD sessions on #users/site each month 
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Figure G7Error! Reference source not found. shows the percentage of sites in each cohort which 

had at least 50% of their CM/AD sessions resulting in a change in number of users per month. Figure 

G9 shows the percentage of sites in each cohort which had at least 50% of their CM/AD sessions 

resulting in a change in number of uses per month.  

Figure G7 % sites in each cohort that had at least 50% of their CM/AD sessions result in an 

increase, decrease, or a mix of outcomes for Number of users/month. 

 
 

 

Figure G6  % sites that had at least 50% of their CM/AD sessions result in an increase, 

decrease, or a mix of outcomes for Number of uses/month. 
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Compared to AD, CM is more likely to have a positive impact on the unique number of 

users/uses. Figure G9 provides a high-level overview of the most likely effects on Number of users 

per month and Number of uses per month following CM/AD sessions (based on Figure G7 and 

Figure G8). 

 

Figure G7 Most likely effects on #users/month and #uses/month following CM/AD 

 

For example, for cohorts that had CM sessions but no AD sessions, it was most likely that these 

metrics increased or experienced a mixed effect.  A decrease in the number of unique users/uses 

following an engagement session seemed more likely to occur in the absence of a CM session 

Figure G7, Figure G8, Figure G9). Only cohorts that had at least 1 CM had sites that saw an 

immediate increase in #users after the majority of their engagement sessions. Among all cohorts 

that had CM sessions, a higher percentage of sites with zero AD sessions experienced an increase 

in #unique users in the majority of their engagement sessions compared to those with one or more 

AD sessions.  Therefore, while the effect of AD sessions is not as clear, it seems that they may not 

have as much of an immediate positive effect as CM.  
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Figure G8 Proportion of sites in each cohort that did not use the tool for 6 or more consecutive 
months (at any time point) after a CM/AD session. 

 

 
 

 

Table G2 P-values for Fisher’s exact test for the number of unique users and uses. 

Type of effect P-value for Number of 
unique users 

P-value for Number of 
unique uses 

Decrease 0.0979 0.0761 

Increase 0.0618 0.0230** 

Mixed effect 0.3460 0.3611 
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Appendix H: A&D HIS data 
 

Table H1 Average number of A&D patients at each site per month 

Site Setting Average number of 

A&D patients/month* 

Windsor Regional Hospital (WRH)  Outpatient 36 

St. Joseph’s Healthcare Hamilton (SJHH) Inpatient 5 

North York General Hospital (NYGH)  Inpatient 16 

The Ottawa Hospital (TOH)  Inpatient 6 

Hôtel-Dieu Grace Healthcare (HDGH  Outpatient 21 

North York General Hospital (NYGH)  Outpatient 35 

The Ottawa Hospital (TOH)  Outpatient 1880 

   *Based on HIS data provided for the first six months post-implementation of E2P 

Figure H1 Utilization of patient-facing and clinician-facing discharge summaries at E2P hospitals 

(SJHH and WRH). 
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Figure H2 Unique A&D patients who received enhanced patient-facing and clinician-facing 
discharge summaries at E2P using hospitals (SJHH and WRH). 

 
 

Figure H3 Utilization of suicide risk assessments (outpatient setting) 
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Figure H4 %patients offered education and information regarding community supports and crisis 
services 
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Appendix I: User experience 
(Primary Care Survey Results) 

 

Figure I1 Demographics for survey respondents (n=19), showing:  A) EMR Systems used B) 
Primary Occupations of survey respondents, C) Populations seen by survey respondents, D) 

Types of Primary Care Practice of survey respondents.
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Figure I2 Primary care user survey responses to statements categorized under “Tool Usage”. 
Answers options were based on the Likert Scale system. 

 

 

Figure I3 Primary care user survey responses to statements categorized under “Support”. 
Answers options were based on the Likert Scale system. 
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Figure I4 Primary Care user survey responses to statements categorized under “Clinical 
Capabilities”. Answers options were based on the Likert Scale system. 

 
 

Figure I5 Primary Care user survey responses to statements categorized under “Use over time”. 
Answers options were based on the Likert Scale system. 

 
 

 

 



 82 

 

Table I12 Median Scores and Interquartile Range for each survey question (Primary care). 

Survey Category Survey Question Median Score (IQR) 

Usage of tool Capacity to use 4.0 (1.0) 

Easy to learn 4.0 (1.5) 

Convenient  3.0 (2.0) 

Efficient  3.0 (2.0) 

No Malfunctions  4.0 (0.0) 

Support Training 4.0 (0.5) 

Adequate Training 4.0 (0.5) 

Help for E2P 4.0 (0.0) 

Knowledgeable about tool 4.0 (1.0) 

Clinical capabilities Apply quality standards 4.0 (0.0) 

Assess patients 4.0 (0.0) 

Treatment plan 4.0 (0.0) 

Decision Making 4.0 (1.0) 

Quality of care 4.0 (1.0) 

Satisfied with content 4.0 (0.5) 

Credibility and 

Recommendations 

Credibility 4.0 (1.0) 

Leadership recommendation 3.0 (1.0) 

Colleague recommendation 3.0 (1.0) 

Use over time Accustomed 4.0 (1.5) 

Continued use 4.0 (0.5) 

Interested in more tools 4.0 (0.0) 

Recommend to others 4.0 (1.0) 

* Scores ranged from 1 to 5 depending on the survey response: 

Strongly Disagree = 1, Disagree = 2, Neither agree nor disagree = 3, Agree = 4, Strongly Agree = 5   
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Appendix J: User experience 
(Acute Care Survey Results) 
Figure J1.  Demographics for survey respondents (n=36) showing: A) Hospitals where acute 
care survey respondents work, B) Primary occupations of acute survey respondents. 
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Figure J2. Acute care user survey responses to statements categorized under “Tool Usage”. 
Answers options were based on the Likert Scale system. 

 

Figure J3. Acute care user survey responses to statements categorized under “Support”. 
Answers options were based on the Likert Scale system. 
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Figure J4. Acute care user survey responses to statements categorized under “Clinical 
Capabilities”. Answers options were based on the Likert Scale system. 

 

Figure J5. Acute care user survey responses to statements categorized under “Use Over Time”. 
Answers options were based on the Likert Scale system. 
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Figure J6. Acute care user survey responses to statements categorized under “Credibility and 
Recommendations”. Answers options were based on the Likert Scale system. 
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Table J1. Median Scores and Interquartile Range for each survey question (Acute care). 

Survey Category  Survey Question  Median Score (IQR)  

Usage of tool  Capacity to use  4.0 (1.0)  

Easy to learn  4.0 (0.0)  

Convenient   4.0 (0.0)  

Efficient   4.0 (1.0)  

No Malfunctions   4.0 (1.0)  

 Support  Adequate Training  4.0 (1.25)  

Knowledgeable about tool  4.0 (1.0)  

Clinical capabilities  Apply quality standards  4.0 (0.0)  

Assess patients  4.0 (1.0)  

Treatment plan  4.0 (1.0)  

Quality of care  4.0 (1.0)  

Satisfied with content  4.0 (1.0)  

Satisfied with ability  4.0 (1.0)  

Credibility and 
Recommendations  

Credibility  4.0 (1.0)  

Leadership recommendation  4.0 (0.0)  

Colleague recommendation  3.5 (1.0)  

Designer leader recommendation  4.0 (1.25)  

 Use over time   Continued use  4.0 (0.0)  

Recommend to others  4.0 (1.0)  

Learn More  4.0 (1.0)  

Accustomed  4.0 (1.0)  

 

* Scores ranged from 1 to 5 depending on the survey response: 

Strongly Disagree = 1, Disagree = 2, Neither agree nor disagree = 3, Agree = 4, Strongly Agree = 5   
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Appendix K: Additional Quotes 
 

Theme Supporting Quotations 

Condition 
(Complexity 
and 
Comorbidity) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Primary Care 

“Everyone who comes in has some level of anxiety or depression and, we need to make sure we're aware of that 
because unfortunately a lot of it goes unknown... you know, at some point in his care, when everything else settles down 
and he's just there, maybe for anxiety, then I would get more benefit from this tool. But in practice a lot of people don't 
come in just for that right.”  – PC01, Physician, Telus user 
 
“It's good for just plain simple (straight)forward anxiety and depression, but let's say this yesterday I saw patient who last 
her younger sister couldn't go because of the war in Ukraine and she has not worked now for 6-8 weeks… can’t sleep 
and denies being suicidal or depressed. She's not functioning, so she doesn't fit into any of these much. So, she needs 
more counseling.” – PC02, Physician, Telus user 
 
“I think if you're still working through your diagnosis, I think it's probably not the tool… If, say you're like oh I have ADHD 
and it's not this or whatever. I think that's not the tool to use because it will probably throw you off a little bit.” – PC06, 
Physician, Telus user 

Acute Care 

“Patients tend to come with a mixed bag of symptoms, not necessarily the PHQ-9 and GAD-7 would be the most 
adequate for them.... I was concerned that there would be less enthusiasm and assessing for PHQ-9 for instance, 
patients that we have are mostly refractory to treatment, and if you see anything, it’s more in quality of life or just stress 
levels.” – AC01, Psychiatrist, EPIC user  
 
“It’s difficult right? In the mental health world, it’s all subjective data, and it’s hard to grade patients, it’s easier to do it on 
a patient with cardiovascular disease.” – AC02, Nurse + Implementation Administrator, Cerner user  
 
“Many of our patients are acutely ill when they arrive, so it’s not usually the best time to sit down and ask all those 
questions… or if they’re going through medical stabilization, they may not be able to answer some of those questions” – 
AC07, Nurse, Cerner user 
 
“Sometimes with patients with agitation or some diagnosis like manic like symptoms, it is really difficult to conduct on a 
regular basis, but I feel like it’s a good resource… most of the time patients are on a involuntary basis, so they won’t 
really cooperate with any assessments.” – AC08, Nurse, Cerner user 

 

 Primary Care 
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Technology “So it's intuitive that the screening tool comes up first and then I can click the diagnosis and that it adds the SNOMED 
code or the ICD 9 code… But it's a pretty big toolbar, so that's my first thing that's taking up a lot of screen space and 
you know, it's got these things on the patient’s chart even though the patient doesn't have those things.” – PC01, 
Physician, Telus user 
 
“Currently, I am doing everything manually, and one thing I would consider if it's integrated into the EMR is maybe 
having like an addendum part where you can kind of put in your own notes… you would have the screening tool and 
then you add your note underneath it, or you could have free text.” – PC06, Physician, Telus user 
 
“The good thing also about is it does integrate with the EMR. So when the note is done, technically once they submit, 
that goes into the encounter, so we don't have to do the job twice. That’s another benefit, that the tool helps to do some 
of the longitudinal follow up.” – PC07, Physician, OSCAR user 
 
“Having all the info in one place: So as long as you're aware from the beginning that this is all the information you're 
going to want to have in the chart to meet the quality standards then I think it's helpful.” – PC08, Physician, Accuro 
user 

Acute Care 

“So, it should be the default, but when we use the EMR (electronic medical record) system, we actually have to summon 
the tools on the typing interface on the EMR. And I think, especially in the beginning, people were not doing it 
consistently because you have to go through EMR.” – AC01, Psychiatrist, EPIC user 
 
“So if somebody was to come into a clinic, for say a one hour appointment, and this was displayed on the tablet, which 
ties in with the hospital’s information system (HIS), once you complete it, or if it's something that we could send to them 
by email, that would have been very useful because I'll tell you, in the mental health clinic where it's being done, the 
challenge we are having is you have to first send the form by email to clients. Some of them can open, they complete it, 
then they can’t send it back. Some of them don't have scanner on their phone or anything. That’s been a major 
problem… how should it be pushed out? Because that is the downside of it.  For virtual appointments, you are not able 
to collect. There's no easy pathway yet. If there's a way the patient can complete it on the platform. Maybe at some point 
it is developed on a computer, even if it's not on the tablet, (…) they complete it, then it's fed into the system. That on its 
own will actually help.” – AC03, Implementation Administrator, Cerner user 
 
“It’s affected my workflow, I'd say in a negative way to be honest… the way our scales are input and how we access 
them. Obviously, we have an electronic documentation system, which is separate from the research database where the 
information is stored and accessed. So how patients receive the information, how they completed and how we access 
that information, it's just a lot of steps…” – AC05, Occupational Therapist, EPIC user 
 
“I'm just wondering if we're going to have an integrated dashboard that we could also see how other hospitals are doing 
if that would be possible and also see how people improve and their symptoms and other hospitals compared to 
ours….and functionality assessment, I think that functionality assessment is something that we're missing here.” – AC05, 
Occupational Therapist, EPIC user 



 90 

 
“For me it’s been pretty intuitive, but it wasn’t a new change, it just made my practice easier…It would be nice if I didn’t 
have to go to the dashboard, if there was a way to pull up in the note and the easy way to show the tracker for the last 
six months, or a year or whatever to be automatic…When I’m seeing patients, there is not a lot of time, it tends to be 
back to back….” – AC06, Psychiatrist + Implementation Administrator, EPIC user 
 
“Our enhancements are on the RedCap side, where the frequency is different and the encouragement to complete them 
is increased. It’s a huge frustration and the gap that we have two different systems, this is not the most effective way to 
do measurement-based care. It makes it choppy and we're manually doing a lot of this work like creating charts to 
graphs to show patients and have these discussions, which are so important. But in a world of AI, let alone graph making 
software, the fact that we have our staff calculating totals and hand creating graphs is frustrating. So that could be 
enhanced, by getting it in EPIC.”  
– AC010, Psychologist + Implementation Administrator, EPIC user 

 

Value 
Proposition 

Primary Care 

“When I'm in an appointment with a patient, I'm listening to the patient, right? So, if they give me a piece of information, 
even if I know it's on this toolbar, it's hard to find where I need to put that in and still keep listening. So I find it a bit hard 
that way, unless you are like going through and asking each individual question or questionnaire, survey, whatever. But 
then the patient doesn't feel like they're being listened to, really. But I don’t know if that’s true for everybody.” – PC01, 
Physician, Telus user 
 
“If they don't know that clinical quality standards out there or if they don't see a benefit in how they can incorporate that 
[E2P] into clinical workflow and practice, they simply just won't use it. There needs to be some incentive there - Time 
saving or professional education? Sometimes we do learn from using a toolbar. Sometimes we do learn from reading a 
quality standard. It’s more about how easy it is for a quality standard to be implemented in a clinical world would be the 
key. – PC03, Dietician, Telus user 

Acute Care 

“From the physician side, it improved communication between inpatient doctors, outpatient and family doctors, with the 
integration of metrics based on outcomes… So, by every two weeks collecting the data, not only at admission and 
discharge, having it work like a routine, we can also track if the patient is responding or not to the medication that we're 
giving them. – AC01, Psychiatrist, EPIC user 
  
AC001: “Let's say someone is less productive because they cannot go to school for instance, but they score 20 on the 
PHQ9because, they are too sedated on medication, the anti-depressant [they were] taking before was causing 
sedation…. So now [the medication is changed] and [they’re] no longer sedated, but [their] depression remains the 
same, same level of motivation… what improved was the sedation or tiredness, and it was managed through removing 
the antidepressant medication that was causing it. So, [they] will have an improvement in functionality beyond what 
could be reported by the scale. [They] could just have more energy, be less sedated, improve those, let's say 4, three 
points on the scale. But yet unable to do work because cognitively [they’re] impacted by depression. So those are the 
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piece of functionality and productivity, and activation level are not necessarily contemplated by those tools.” – AC01, 
Psychiatrist, EPIC user 
 
“I think the difficulty is the value of the PHQ-9 and GAD-7 from an inpatient acute lens. So, is it helpful from an inpatient 
in lens? Yes. Is it more helpful in an outpatient lens? Absolutely. You know our average length of stay, especially for this 
population, is about 9 days, you know, so you're not going to see a big gap in improvement. In those nine days we do it 
both at admission and discharge. So, we are able to trend it. 
It's very helpful when we pass along the care to [Outpatient Site], who also uses it, then they can trend it. It's also nice 
when we have patients who haven't been here in a while. We can go back and look at those numbers. So, it's definitely 
helpful. I don't think it brings any value to the physician’s decision making…We're in acute care. You know, the patient's 
[score is] done on their first day, so it's going to be the highest. By day nine, is it really going to be that much lower? No, 
because there's only so much you can do in an acute Hospital as far as what's available for the patients. And again, it's 
not the best environment for a patient either, right? Whereas if you're in the community, that number is generally going to 
be lower, you're living at home, you're working with therapy.” – AC02, Nurse + Implementation Administrator, Cerner 
user 
 
“But again, that doesn't really matter to the nurse who's working their 12-hour shift for that day because they're not 
seeing the trend and they just want to make their priorities, their priority is talking to the family, like working through the 
fact that they just saw their daughter overdose, on medication because she was not suicidal. That's where the energy is, 
not the assessment itself.” – AC04, Implementation Administrator, Cerner user 
 
”I think people appreciate an objective measure to go along with their subjective experience of mood disorders.  So 
being able to quantify their symptoms in a measurable way can be helpful for them sort of taking stock of what 
treatments have been helpful… to monitor changes throughout treatment and you know, provide support if we have 
certain cut offs and flags that we look for sort of throughout their treatment to inform sort of any intervention, safety, 
otherwise.” – AC05, Occupational Therapist, EPIC user 
 
“You know, one of my patients I work with, talks about this too… when he's depressed, he feels like that. He's, you 
know, always been depressed or he's been depressed so much of last year, and when he's well… he doesn’t remember 
as many of those times. So, his memory is shaped by what his current mood is, and he’s biased towards that being in 
the current mood state.” – AC 06, Psychiatrist + Implementation Administrator 
 
 “These enhancements make them care about their patient a little bit more empathetically and understand their patient a 
bit better, which I think in the grand scheme of care overall is just an enhancement to their experience, sometimes not 
maybe to their outcomes but to their experience while being in hospital.” – AC 06, Psychiatrist + Implementation 
Administrator 
 
“To me it serves as a helpful tool to, you know, guide my conversations with patients, getting deeper into assessments 
when patients allow to do so. So yeah, it's more of a positive tool to get to know patients and help them further with their 
treatment plan.” – AC09, Nurse, Cerner user  
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 “It holds huge value from a patient care perspective, us consistently knowing what their symptom levels. how we treat 
them, impacts if they stay in their group treatment, impacts if they need to see their psychiatrist more frequently. So it 
has a big clinical value for patients”. – AC010, Psychologist + Implementation Administrator, EPIC user 

 

Adopters 

Primary Care 

“It’s nothing different really…It's just the mindset really. You've got used to clicking something and then it's like habit and 
habits die hard. It’s just a change in mindset…  If I get rid of that drop down menu and then just have this then I will have 
no choice.” – PC02, Physician, Telus user 
 
“It's just nature of it, because I do understand the package from a technical standpoint as you need custom form. You 
need reminders. You need toolbar to work to the full scope depending on the baseline of the clinic. If they already have a 
lot of toolbars, a lot of reminders in place, the onus is on them to clean up and making sure that the reminder system is 
still remaining as a meaningful one…” – PC03, Dietician, Telus user 
 
“It didn't really change my approach, and I think it just gave me more formalized way to put it rather than each time 
writing a different kind of note.” –PC05, Physician, OSCAR user 

Acute Care 

“It's another step for the patients too. And it's another step for us to remind them to check their email or check their junk 
mail…. for us to review, we have to go in and score them later because there's no total score. So, there's a risk for 
human error and tallying as opposed to when I do it in my own individual patients. When I do my own initial 
assessments, I can do it in A flow sheet in dovetail. It's more how they're delivered and how patients receive them. 
That's the problem and how we kind of access them from a clinical perspective. Again, we're having the research 
database versus the separation from the medical record. Umm, challenges for us as clinicians, yeah… the way the 
system is right now, it's not user friendly. So, it does take extra steps and extra time.” – AC05, Occupational Therapist, 
EPIC user 
 
“It’s hard for patients to differentiate some of the differences without a lot of teaching or coaching (…) what I might 
suggest or say maybe different from another clinician, so having some sort of standardized approach as to like what 
we're looking for, this symptom versus this symptoms, like restlessness versus difficulty controlling worry versus , again 
those subtle differences to make sure that the client knows and answers that appropriately could just make sure that 
they're more accurate and help us, like really differentiate the symptoms maybe a little bit better… I can coach them to 
an answer that might actually be more reflective of their symptoms as opposed to obviously when they just read it off the 
screen, there's more risk for like, inaccuracy or an incomplete information path.” – AC05, Occupational Therapist, 
EPIC user 
 
“It is an added layer, but I do think that it allows staff to understand their patient a bit better and pick up on different cues 
that lead us into like a more detailed suicide risk assessment or, you know, intensify observations depending on what 
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their assessment score was. Just little things like that. So, I think it keeps us better informed.” – AC 06, Psychiatrist + 
Implementation Administrator 
 
“This can help support a discharge, which is something that's often a big barrier. Especially the allied health, where it's a 
little trickier to make those decisions about discharge without a psychiatrist or psychologist directly involved.… [there’s] 
also huge value the hospital in terms of patient care as well as clinician comfort and reduced burnout in the sense that 
people often get burned out because they're carrying patient loads far longer than what we're supposed to in our 
hospital. I know it's different in other locations, but for us it's supposed to be consultation model, not followed for many 
years.” – AC010, Psychologist + Implementation Administrator, EPIC user 

 

Organization 

Primary Care 

“Once I saw how much easier that it made billing easier, and it helps me keep track of what I've done and what I haven't 
done, it made me want to use it.” – PC05, Physician, OSCAR user 
 
“I'm going to be really honest. It's not about the culture, certainly a culture that was open to it would be. 
It's not that they weren't open, it's just that it wasn't a priority. There’s the desire to always improve, right? 
The desire to not only improve your efficiency, but also improve and making sure you're being part of standard of care, 
but certainly I think today we're all about practice efficiency.” –PC06, Physician, Telus user 
 
“Our biggest problem now as a provider these days is not about providing care or our availability as much as the 
documentation. So now I always talk about the AI platforms. You know how these AI platforms kind of help to kind of 
save your time in documentation, focus more on the patient care, which I agree on that. 
So these tools [E2P] also can help in that way.” – PC07, Physician, OSCAR user 
 
“It seemed to go smoothly for me. I met with [CEP] to find out about the tools. We got the COPD tool first; we went 
through that [they] showed me the tool. We also went through the anxiety and depression one briefly and then I said I 
wanted everything, and so the clinic manager and we have someone who's in our IT role, met with CEP.”—PC08, 
Physician, Accuro user 

Acute Care 

“From a user aspect it was easy to implement because it was already done so that the staff didn't really have a choice on 
what discharge form we were going to use. It's a standardized form for mental patients. 
We use an outside IT service called transform shared services and that's a regional network that works with all the 
hospitals. So, if one site wants to change, you need all the sites to get a change.” – AC02, Nurse + Implementation 
Administrator, Cerner user 
 
“Programs that are in person are easier to administer, programs that are virtual they need to look at, how are we going to 
be pushing this out to clients, and how are we going to be collecting it before entering it into the system? So, you see 
that is a three-step process, so that's one. Secondly, they largely will need IT support. If you're starting it, you will need 
the facilities, and IT support because it will need to be built in as a platform, and once the platform is built, where does it 
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land in the system? So, IT needs to do all that with the stakeholders to see who will be completing this, because you 
complete it, you collect data. Who is going to be entering the data in? Those are the nuances that need to always be 
resolved before deployment. As long as we don't have any staff reduction, it’s built into the clinic, not to [specific] 
persons. So even if somebody leaves the organization, this is already a process on admission. This is a tool we 
administer.” – AC03, Implementation Administrator, Cerner user 
 
“What we changed was the fact that we weren’t doing the assessment in the inpatient. So, this is a whole new 
assessment that the nurses have to do. Which again, change is hard for anyone, especially nurses who are burnt out. 
And then for our day hospital, the only difference was, (they were actually already doing the tool), they just had to 
digitalize it.” – AC04, Implementation Administrator, Cerner user 

 

Wider Context 

Primary Care 

“The reality is, we're working really, really hard to unburden physicians and help them be more efficient, not give them 
more work to do and slow them down. And frankly, this doesn't fit with that. Somehow, we need to integrate this decision 
support with the AI scribes, and I've made that point at several levels of the system. I really do think doctors are excited 
about using the scribes. I try to get the docs to use these tools so that we optimize our care, but you know it's I've been 
doing that for a long time and it's always faced with resistance and I really do find that the single thing that engages the 
physicians is (if) it's going to get you home at a better time at the end of the day, you know it's going to help you be more 
efficient.” – PC01, Physician, Telus user 
 
“[The quality standards are] hard to follow if you don't know that they exist or what they are. Otherwise, I think it's just in 
general hard to necessarily keep up with all the new changes in guidelines and recommendations around, like 
everything, not just anxiety and depression… I think it's really just a little bit of information overload and then inability to 
retain all the standards about a variety of medical topics.” – PC04, Physician, OSCAR user 

Acute Care 

“I'm actually interested to see if we really are proving that people are coming to our hospital and leaving in better shape 
based on those tools or not. If we could provide, regular reports to the team, and having a good media strategy for those 
hospitals pertaining to the E2P…results that we could also release internally saying, hey, this is like compliance rate, this 
is the average change in scores that our patients have in anxiety or depression…But I think that if we could be more 
wholesome than just a PHQ 9 and the GAD7 that would be more exciting for the team members.” – AC01, Psychiatrist, 
EPIC user 
 
“So being able to meet with these other centers that have implemented, and just picking each other’s brains has been 
really helpful… I think those working groups need to [happen] more and I think we need to continue to improve the 
quality standards… everybody likes measurement-based care, but we also want meaningful measurement-based care, 
right? It depends on the physicians and the leadership… If it's not going to be any benefit to your decision making, I think 
it helps a lot in a transition lens to the community. It gives family doctors something to look at. It gives community 
agencies something to look at, so I don't think it's warranted to get rid of it.” – AC02, Nurse + Implementation 
Administrator, Cerner user 
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“What I might suggest or say may be different from another clinician, so having some sort of standardized approach as 
to what we're looking for, this symptom versus this symptoms, like restlessness versus difficulty controlling worry versus 
, again those subtle differences to make sure that the client knows and answers that appropriately could just make sure 
that they're more accurate and help us really differentiate the symptoms maybe a little bit better…. It helps us inform, but 
I don't necessarily rely solely on it…I do in my own practice where I think some of the you know again the CANMAT 
guidelines really recommend physical activity behaviors. As an occupational therapist I’m biased in terms of like (…) 
experience their day and how satisfied they are in their day, or you know what are the changes to their avoidance 
behavior.” – AC05, Occupational Therapist, EPIC user 

 

Spread, Scale, 
and 
Sustainability 

Primary Care 

“Number one is lunch and learn. It's basically in-house education sessions. I would say, if people are using it so the 
potential is there. It’s more about how to draw the uptake and how to support the ongoing learning and development of 
using that tool. So, it boils down to implementation effort.” – PC03, Dietician, Telus user  
 
“I'm on the mailing list, so I get an email every time something new is available, and then I try to share it with my 
colleagues. I don’t know how much is done through the CCFP… but we’re supposed to all be members of the CCFP, 
we’re all supposed to be paying dues. So, I think if those two things were connected, I think people [would be aware of 
E2P, but again, people have to read their email. I think it's really a familiarity thing. If they knew that it was there and it 
could make life easier and they would do it, I think it's just more of getting the word out that it's available.”  – PC05, 
Physician, OSCAR user 
 
“The good thing is it does integrate with the EMR. So, when the note is done, technically once they submit, that goes into 
the encounter, so that can help it. So, we don't have to do the job twice. The issue with that is, I use Ocean, and while 
using the Ocean I e-mail them that questionnaire. So, they answer on their phone… and then once when they submit it, 
it’s sent back to the EMR, gets plugged in as a document. So that makes it a little bit probably easier for the patient to 
answer the questions on their own.” – PC07, Physician, OSCAR user 
 
“I think maybe something associated, or with going through like the OMA (Ontario Medical Association) or the section on 
general family practice, things like that. If it was OMA and targeted for family physicians, I think it would cover a lot of 
people.” –PC08, Physician, Accuro user 

Acute Care 
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One, there was no opportunity for revisiting (scores), and two, we didn’t use it (measurement-based care) before then to 
drive client’s goal. So with the E2P project, what it  enabled us to do was to look at the areas that the client is actually 
struggling in, what they have identified as the key issue that brought them to the hospital and look at that and over the 
course of their stay in the day hospital, which is 4 weeks, then we keep reassessing those areas to see if the measures 
or what we're doing is helping… before they are discharged, we’ll be able to revisit to readminister the instrument to 
when they started. This was where we were, now this is where you’re at” – AC03, Implementation Administrator, 
Cerner user 
 
“Tools will not be different from one facility to the other. If there's universal healthcare information being passed around, 
if they were to receive records from my hospital, they will know, (…)  the analysis will be the same as to what they will 
have in their own without each organization trying to design it their own way. So that broad approach helps. This helps 
the system.” – AC03, Implementation Administrator, Cerner user 
 
“I think it helps more with continuity of care to ensure that people are following up and people are still unwell after 
treatment and can really see long term change potentially (…) and also for, you know, maybe a shared care transfer of 
care between clinics. If someone finishes the CBT group, for instance, and they want to do a social anxiety disorders 
group, they can. It can help ensure that continuity of care and make sure that their symptoms are addressed and 
continue to be monitored in a similar fashion so that it's not kind of confusing for the patient if they go between clinics.” – 
AC05, Occupational Therapist, EPIC user 
 
“Well, I think we fell short on our end of messaging the initial rollout and I think it might have been a combination of being 
busy and other things. But I think we could have done a better job of getting the messaging out internally… Maybe if we 
had more materials that were very brief to share, that might have helped it [E2P], but they ultimately would have to be 
developed internally too. I think my physicians aren't going to read anything lengthy and so it needs to be like an 
infographic or like a very brief paragraph with like an image or something like that.” – AC 06, Psychiatrist + 
Implementation Administrator 
 
“I think collaboratively, and I think with multi hospitals, with different sites working together, kind of as E2P has done, is 
quite helpful because then we can compare and contrast and make sure there is ideally some continuity between sites.” 
– AC010, Psychologist + Implementation Administrator, EPIC user 

 


