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Executive Summary

Background

The COVID-19 pandemic led to the rapid adoption of virtual modalities of care, particularly
phone and video, and secure messaging to a lesser extent. In March 2022, 30% of visits were
conducted virtually, suggesting that this is now part of routine care. The federal government
has made investments to support the continued use of virtual care and expand digital health
infrastructure. In parallel, there has been an increasing focus on transformation of primary
care to increase access and manage human resource constraints. Digital tools have the
potential to improve patient and provider experience, health outcomes, cost, and equity,
but we are just starting to learn how to use them. The variation in virtual care policies and
uptake across the country create an opportunity to better understand how virtual care can

drive equitable, quality, and integrated care.

Project Overview

The Canadian Network for Digital Health Evaluation (CNDHE) studied the integration of

digital solutions in clinical care, looking at access, uptake, and workload, through three

projects.

e Project 1 explored approaches to the equitable virtualization of primary care within
organizations that serve structurally marginalized communities.

e Project 2 compared asynchronous secure messaging (ASM) initiatives across five
provinces (BC, AB, ON, QC, NS) to understand policy-level facilitators and barriers to ASM

implementation and uptake.
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Project 3 evaluated the integration of ASM into provider workflows across four different

clinical departments at Women'’s College Hospital (WCH), Toronto, ON.

This report provides insights to improve the integration of virtual modalities in primary care

at both the regional and institutional level.

Summary of Key Findings

Phone visits have facilitated access to primary care and are more readily available.
Device donation and digital support programs for specific structurally marginalized
groups were an effective method to improve access to care, but did not reach all those
who needed them.

Community health workers improved access to virtual care through education, technical
support, and accompaniment during appointments.

Organizations can mitigate some inequities, but provincial policies are needed to address
broader inequities that have emerged from the use of virtual modalities.

ASM is the preferred modality for patients with auditory impairments, and those who
are unable to seek care during regular hours due to family or work commitments.
Provincial efforts to promote secure messaging in primary care differ in scale, duration,
remuneration, and levels of integration.

Provinces have used stipends, block fees, and fee-for-service billing codes with
restrictions to incentivize provider use of ASM, but systematic comparison is needed to
understand the optimal strategy going forward.

One-way ASM (i.e,, from provider to patient) can reduce workload and save time by

transmitting educational materials, automated reminders, and broadcast messages.
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Two-way ASM is convenient, empowering, and efficient (cost and time savings) for
patients and reduces workload for administrative staff.

Optimizing workflow integration is key to realizing the benefits of ASM. Only one of four
specialist clinical departments at WCH reported a positive experience with ASM. It used
nurses to triage patient messages and escalate to physicians when necessary.

Perceived inappropriate use of ASM by patients led to increased provider stress and
burnout among specialist due to urgent medical requests, increased workload, and lack
of boundaries.

The value of ASM is more evident in comprehensive care models that provide ongoing

care, but requires workflow redesign to be effectively incorporated in episodic care.

Recommendations

1.

Establish permanent billing codes for phone visits to ensure this modality continues
to bridge gaps in access to care, especially for those with low digital literacy.

Invest in device donation programs, prioritizing devices that do not require a high
degree of digital literacy and are easy to maintain.

Invest in digital health literacy programs and digital infrastructure that addresses
the needs of structurally marginalized communities. This includes staff in community
roles that can provide technical support to patients with low digital literacy.

Support the integration of ASM into existing systems and EMRs to avoid fragmenting
communication channels. Middleware that enables interoperability and seamless

integration into clinical workflows should be explored further (as in AB).
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Standardize privacy and security requirements for ASM to reduce
provider/organizational liability, and patient and provider concerns around sharing
patient health information.

Monitor the progress of provincial ASM initiatives, systematically comparing variation
in remuneration models, infrastructure, uptake, and impact.

Invest in guidelines for patients and providers on the use of ASM in clinical care to
manage expectations and support development of appropriate workflows.

Prioritize the integration of ASM in primary care over specialty care. The ongoing
relationship in primary care providers makes this type of communication easier to
integrate than in specialty care.

Develop indicators that can be tracked through provincial data sets to evaluate the

success of virtual care, including but not limited to equity indicators.
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About the Canadian Network for Digital Health

Evaluation

The CNDHE is a Health Canada sponsored initiative to build capacity to evaluate the
substantial federal and provincial investments in digital health tools and related policy
supports. The vision is to have a nation-wide strategy for digital health evaluation that
facilitates learning across regions and incorporates the quintuple aim by looking at the
patient and provider experience, equity, cost efficiency, and health benefits at the
population level.

Since January 2021, the CNDHE has leveraged the expertise of pan-Canadian Health
Organizations (PCHOs), the Centre for Wise Practices in Indigenous Health, leading scientific
expertise in the provinces, as well as perspectives of patients, caregivers, and other groups.
This approach builds off the existing capacity for digital health evaluation in Canada and will
create a collaborative network of leading clinicians, scientists, patients, and policymakers to

apply a learning health system approach to digital transformation.

Pan-Canadian Partner Health Organizations

The CNDHE comprises several collaborating organizations including three national partners-
the Canadian Institute for Health Information (CIHI), the Canadian Agency for Drugs and
Technologies in Health (CADTH), Canada Health Infoway (INFOWAY), as well as two local
groups— the Centre for Digital Health Evaluation (CDHE) and the Centre for Wise Practice in
Indigenous Health (CWP-IH).

The CDHE at Women'’s College Hospital’s Institute for Health System Solutions and Virtual

Care (WIHV) serves as the secretariat for the CNDHE and leads its strategic, research, and
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network activities. The PCHO partners have provided expertise and invaluable feedback on
the overall development of the CNDHE and the Optimizing the Use of Virtual Primary Care-

Equity, Policies, and Workflows report.

Centre for Wise Practice in Indigenous Health (CWP-IH):
Developing a First Nations, Inuit, and Métis led Engagement

Strategy for Digital Health Evaluation

First Nations, Inuit, and Métis (FNIM) leaders, community representatives, and peoples
continue to advocate for the right to play a more decisive role in developing evaluation tools
to assess programs and services tailored for and/or involving Indigenous peoples.

There has been significant movement toward authentic engagement and meaningful
partnership between non-Indigenous and Indigenous decision-makers, knowledge workers,
and service providers, as evidenced by an increase in the inclusion of strengths-based,
holistic indicators and culturally responsive performance dimensions. Despite the
widespread recognition of the importance of including FNIM peoples and organizations,
work remains to be done to ensure that evaluation processes and tools are grounded in and
reflect the sophistication of Indigenous ways of knowing and doing and are informed by
locally defined values, such as sovereignty, reciprocity, and place. When evaluation
processes and tools are designed and implemented without input, involvement, or
governance from FNIM communities, they can risk promoting false narratives about
Indigenous people, misrepresenting localized needs, and failing to account for priorities

established by FNIM organizations and communities.
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The Centre for Wise Practice in Indigenous Health (CWP-IH) is committed to advancing
Indigenous wellness. Working across areas of research, education, clinical care, innovation,
and system change, the CWP-IH is governed by three pathways of accountability (i) a
dynamic network of FNIM community partners, (ii) the Decision-Making Council comprised
of Elders and Knowledge Keepers whose traditional territory the CWP-IH is housed upon,
and (iii) other professional bodies and organizations involved in health research and clinical
care.

Within the scope of the CNDHE, CWP-IH is responsible for leading and promoting the
meaningful engagement of Indigenous experts to ensure Indigenous experiences and
perspectives are represented in a fulsome, respectful, authentic way. To achieve this goal,
the project leads from the CWP-IH convened an Indigenous Circle of Experts (ICE) comprised
of practitioners with expertise in Indigenous health program evaluations, community

engagement, digital health solutions, and virtual care.

External Collaborating Partner Organizations

Centre for WISE Practices in Indigenous Health, Women’s College Hospital

Canadian Institute for Health Information

Canada Health Infoway

Canadian Agency for Drugs and Technologies in Health

We would like to specially thank the Patient Advisors Network (PAN) for their continued

support of the CNDHE to ensure strategic alignment between digital health evaluation and
patient engagement. The project received continuous collaboration from patient partner

evaluators who were provided and supported by PAN - a community of patient partners
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committed to help improve Canadian healthcare for all. The authors would like to thank
Maggie Keresteci, Amy Ma, Jeanette Smith, Donna Rubenstein - the patient partner
evaluators who informed this report. As well as Alies Maybee and Kathy Borthwick for their
contributions as Master Collaborators for the CNDHE. The authors would also like to

acknowledge Denise Zarn and Dr. Ed Brown for their review of this report.
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Project 1: Equitable
Virtualization of

Primary Care
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Project 1 Operational Definitions

Virtual Care

We define virtual care as “any interaction between patients and/or members of their circle
of care, occurring remotely, using any forms of communication or information technologies,
with the aim of facilitating or maximizing the quality and effectiveness of patient care” (1,2).
This involves using information and communication technologies to exchange information
during the diagnosis, management, and prevention of disease and illness (3). Used in
complement with or in lieu of in-person encounters, virtual care encompasses a wide array
of modalities including phone calls, video conferencing, remote monitoring, asynchronous
messaging (e.g., email, texting), and the use of a patient portal. Virtual care also goes by a
variety of different terms such as eHealth, telemedicine, teleconsultation, telecare, and
telehealth.

Digital Health Literacy

Health literacy refers to the extent to which individuals can search for, understand, and apply

information to make health-related decisions (4,5). Digital /iteracy refers to the knowledge,

skills and confidence to access the internet using technology to find, review, evaluate,
create, use, and communicate information via digital platforms (5). Digital health literacy
relates to the intersection of these two terms (6). Specifically, it refers to the degree to which
individuals have the skills and knowledge necessary to use digital and communication
technologies effectively, and the extent to which they are able to convert this knowledge
to seek out, understand, and apply health information to access services and make informed

decisions about their health (7).
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Structurally Marginalized Communities (modified from Budhwani et al, 2022)

Access to and outcomes of health care are determined in important ways by the influence
of a series of intersecting social systems that create opportunities and challenges for
particular communities of people. These intersecting systems are associated with the
identity characteristics conferred upon particular groups and individuals, such as age,
gender, socioeconomic status (SES), race and ethnicity, education levels, and
neighbourhood characteristics. The compounding influence of systems that result in
communities being identified as racialized, lower income, or lesser educated (for example)
leads to greater challenges in obtaining meaningful health services and achieving improved
health outcomes as a result. These intersecting systems confer advantage and disadvantage
in multiple aspects of peoples’ lives, including those related to access to and outcomes of
health care. We refer to communities characterized by relative disadvantage caused by

these intersecting systems as structurally marginalized.

Project 1 Acronyms

CHW Community health worker

CNDHE Canadian Network for Digital Health Evaluation
EMPaCT Equity Mobilizing Partners in Community
OSSU Ontario SPOR Support Unit

PAN Patient Advisors Network

SES Socioeconomic status

WCH Women'’s College Hospital

WIHV Women'’s College Hospital Institute for Health System Solutions and Virtual Care
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Project 1 Executive Summary

Objectives

The purpose of this project is to explore the virtualization of primary care services in Canada

and understand the experiences of primary care organizations focused on serving

structurally marginalized communities. Our study was informed by the following research
questions:

1. How have primary care organizations with expertise in delivering care to structurally
marginalized communities in Canada considered health equity in the implementation
and delivery of virtual care?

2. How have the strategies implemented by primary care organizations addressed the
unique concerns of structurally marginalized communities during the virtualization of

primary care services?

Methods

We conducted 20 semi-structured qualitative interviews as part of descriptive case studies
across four primary care organizations in British Columbia (n=1), Ontario (n=2), and Quebec
(n=1). We chose primary care organizations experienced in delivering care to a variety of
structurally marginalized communities, such as low-income communities, racialized
communities, people experiencing homelessness, and patients with “complex” health and

social needs.
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Results

Impact on Structurally Marginalized Communities

e Virtual care was used for case conferencing (a single appointment with an
interprofessional team), virtual group sessions to combat social isolation, and overall
reduced travel time and enhanced convenience. Providers felt virtual modalities are more
beneficial for some groups than others and should be understood in the context of a
broader strategy for promoting access to needed care.

Funding and Policy Limitations

e The COVID-19 pandemic led to a patchwork of funding and rapid implementation of
virtual care (mostly phone and video visits). Sustainable virtual care policy will depend
on an appropriate balance between in-person and virtual care, and the provision of
necessary supports to primary care organizations to successfully implement and sustain
virtual care programs that may involve very different workflows.

e Making digital devices available to members of structurally marginalized communities
(i.e., through device donation programs) facilitated access to primary care. Sustaining
such programs requires flexibility for organizations to implement in ways that meet the
needs of their communities. Resources to support capacity-building for equity-focused
virtual care in primary care could improve access more broadly.

Inadvertently Exacerbating Inequities in Care

e New strategies to enable access to virtual care may lead to the worsening of existing
inequities in care. When digital devices are given to patients without providing the

necessary training and education on how to use them, new challenges arise. Additionally,
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choosing one priority population to receive digital devices meant that other structurally
marginalized communities continue to be left out.

Moving Beyond the Crisis Context of COVID-19

e The rapid implementation of virtual care strategies meant organizations did not have
time to establish the foundations of an equitable approach to access virtual care among
structurally marginalized communities. Moving forward, it will be important to
acknowledge the deep connections between the health system structure, access to care,

and digital technology.

Recommendations

1. Invest in infrastructure for access to virtual care. Continued investments are needed
to enable members of structurally marginalized communities to access virtual care.
Examples include sustainable, flexible programs that make digital devices available,
continued funding of phone visits in primary care, and continued investments in high-
speed internet across Canada. Alternative models include building and using community
spaces where digital technologies are available, such as a virtual care room that can be
used by patients on site at a primary care organization.

2. Invest in digital health literacy. Digital health literacy varies among health care
providers and patients. Starting with a needs assessment for digital health literacy would
help to identify the ideal starting point at the population level (for patients) and
organizational level (for providers). Supporting the capacity of staff in patient-facing

roles to provide technical support will further enhance the capacity of structurally
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marginalized patients to engage with virtual care. For example, community health
workers have supported patients to access primary care through digital devices.

3. Support the implementation of inclusive and accessible virtual care programs.
Engaging community members when building virtual care policies and organizational
strategies will enhance its relevance to structurally marginalized communities. Some
organizations engaged their patient advisory groups to inform ongoing work on their
virtual care strategies. Documenting patient preferences for virtual care in the electronic
health record can support an appropriate mix of virtual and in-person care.

4. Build capacity for health equity in the health system. Enhancing equity in health
systems will enhance equity in virtual care. Considering equity in health system planning,
such as effective and long-term community engagement, will help to build more
equitable health systems. Health care organizations can also invest in equity-focused
training and capacity-building through education and professional development
initiatives specifically focused on equitable virtual care. Participating in virtual learning
collaboratives on increasing equitable access to virtual care is one example.

5. Invest in research, evaluation, and best practices in virtual care. Primary care
organizations need to understand what is working well and for whom in virtual care.
Supporting efforts to evaluate programs and collaborate with others to develop best
practices in equity-focused virtual care is key to realizing the benefits. Some
organizations have assigned a manager to engage in these activities, which will

strengthen the foundation for equitable virtual care.
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1.0 Project 1 Background

1.1 Introduction

The first two years of the COVID-19 pandemic witnessed a dramatic surge in the use of virtual
care technologies in primary care across Canada (8,9). Although in-person care was
maintained or has returned across many services, the higher usage of virtual care has
persisted and is likely to become an important component of standard care into the future.
The surge in virtual care as a response to the pandemic was an unplanned event, and many
organizations were not well-equipped to handle the pace at which services were virtualized.
Governments and regulatory bodies were quick to introduce and continuously update
guidelines and reimbursement models that enabled virtual service delivery. However, due to
the urgency of the pandemic, there was no plan to ensure the optimal and equitable delivery
of care and the task of ensuring patients were able to interact virtually with providers fell to
individual organizations.

Given that the original goal of the widespread virtualization of services was to support
physical distancing measures, virtual care began as a temporary replacement for in-person
care and has now evolved into a lasting form of service delivery along with in-person care.
For many, virtual care was an appropriate solution to remain safe while maintaining access
to care, but for those who have been historically underserved by the health care system,
these virtual solutions may have posed unintentional and unanticipated barriers to accessing
care. Despite its many documented benefits, a growing body of research suggests virtual

care can exacerbate health inequities for those who are unable to afford or access essential
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technology and infrastructure as well as those who do not have the digital literacy required
to engage in virtual interactions (7,10).

This study sought to understand how a subset of primary care organizations worked to
support equitable access to virtual primary care. This report presents insights regarding
challenges encountered by primary care organizations across Canada and the strategies that
were implemented to address them. We conclude by outlining policy recommendations to

be used as a foundation to support equitable virtual care delivery in the long term.

1.2 Purpose and Objectives

The purpose of this project is to explore the virtualization of primary care services in Canada
and understand the experiences of primary care organizations focused on serving
structurally marginalized communities. We conducted case studies to provide case examples
of how organizations were considering health equity as they engaged in virtual service
delivery, with the aim of highlighting strategies and identifying best practices that promote
equitable access to virtual primary care.

Our study was informed by the following research questions:

1. How have primary care organizations with expertise in delivering care to structurally
marginalized communities in Canada considered health equity in the implementation
and delivery of virtual care?

2. How have the strategies implemented by primary care organizations addressed the
unique concerns of structurally marginalized communities during the virtualization of

primary care services?
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2.0 Project 1 Methods

2.1 Descriptive Case Studies

Our study followed a case study approach, drawing on the methodological guidance offered
by Yin (11). Case study research allows researchers to investigate a “phenomenon in depth
and within its real-life context” (11). While variations on case study approaches exist,
descriptive case studies seek to paint a picture of the specific details of a situation. A case
in this study is defined as: a primary care organization, employing one or more primary care
providers, located in Canada, and delivering primary care services to structurally
marginalized communities, that has historically been delivered via face-to-face visits and has

been rendered virtual in response to the COVID-19 pandemic.

2.2 Case Selection

We used purposeful sampling strategies to incorporate a variety of different perspectives to
help ensure that the study was as representative as possible while still satisfying our
definition of a case. We purposefully selected primary care organizations that were
experienced in delivering care to structurally marginalized communities as case sites. We
also chose organizations that have strong experience incorporating health equity
considerations into the design, implementation, and delivery of virtual primary care services.
Our intent was to learn from organizations that had the greatest likelihood of introducing
the most salient strategies to support equitable virtual care delivery. The selection of cases
was informed by preliminary discussions with organizational leaders at different primary care

organizations. We focused on primary care organizations that have expertise in providing
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care to a variety of different communities that could be considered structurally marginalized,
such as low-income communities, racialized communities, people experiencing
homelessness, and patients with “complex” health and social needs. Our sampling approach
allowed us to provide detailed descriptions of each case, documenting both the unique
features of each case (i.e, location, communities served), as well as shared patterns across
cases (i.e, common challenges experienced, strategies implemented) that were especially
significant, given the heterogeneity of the communities served (12). A list of the case studies

with case-specific characteristics is included in Appendix 1A.

2.3 Interviews

We conducted semi-structured interviews with participants from all four case studies (1in
British Columbia, 2 in Ontario, 1 in Quebec). A purposeful sampling approach allowed the
research team to collect “information-rich” data (12) by selecting participants who are
knowledgeable about and experienced in our chosen topic (13). We used this approach to
engage with a variety of different participants including health care providers, managers,
and administrative staff. We also employed a snowball sampling technique, enabling
participants to identify other potential participants whose experiences would provide
crucial insights to our project. We conducted 3-4 interviews in each case site, totaling 20

interviews across all cases.

2.4 Patient Advisors Network

The project included continuous collaboration from patient partner evaluators with the
Patient Advisors Network (PAN) - a community of patient partners committed to helping

improve Canadian health care for all. Patient partners were deeply involved in all stages of
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the research process, including providing initial input into the design and implementation of
the study, offering ongoing advice about the strategic direction of the project, and

contributing to the interpretation of the preliminary and final study findings.

2.5 Analysis

Allinterviews were conducted in French or English by video conference. Interview data were
collected through audio recordings and transcribed. Members of the research team worked
collaboratively and engaged in rapid analytic methods to analyze the interview data within
a short period of time. Rapid evaluation methods have been well documented in the
literature (14-19). Our rapid analytic method involved reviewing and summarizing the
interview data to produce insights about individual cases, identify similarities and
differences across cases, and generate themes and subthemes within and across cases.

We used a paper by Budhwani et al. (20) to anchor our analysis. The paper outlines the
findings of a scoping review of reviews that was conducted to explore the literature
regarding challenges experienced by structurally marginalized communities accessing virtual
care and strategies that can be used to improve access. We focused on how the study’s
findings compared against the literature and determined the extent to which the thematic
categories generated by Budhwani et al. were applicable to our own findings. Where
differences arose, we revised or developed new thematic categories.

Data collection in our study focused exclusively on providers and leaders within primary care
organizations. To complement our analysis from a patient perspective, we consulted with
the group “Equity Mobilizing Partners in Community” (EMPaCT). EMPaCT is a patient

partnership group co-designed to centre the voices of racially, economically, and
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experientially diverse community members and build capacity for equitable patient-
oriented partnerships. EMPaCT is supported by Women’s College Hospital (WCH) and funded
by the Ontario SPOR Support Unit (OSSU) as a scalable model of equitable patient and
community engagement. Members of EMPaCT consult, collaborate, and identify key priority
areas for action on health equity. We presented the emerging findings of our analysis to
EMPaCT and engaged them in discussion about the meaning and significance of what we
heard in our study. Input from EMPaCT helped to shape our analysis and informed the key

messages arising from our study.

3.0 Project 1 Results

3.1 Case Results

In this section we present a synthesis of findings from the case studies that represents our
collective analysis and informs the development of policy recommendations. Findings were
collated using interview data collected from 7 providers, 6 organizational leaders, 4
managers, 2 administrative staff, and 1 policymaker across case sites in British Columbia,
Ontario, and Quebec. Cross-case and case-specific challenges and strategies are available in
Appendix 1B.

Budhwani et al. (20) identified four high-level areas at the individual, technological, health
system, and social/structural determinants level. These areas further diverge into six
thematic categories where virtual care challenges and strategies can be grouped. Table 1

provides a visual of the thematic categories.
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Table 1. Thematic categories on common challenges and recommended strategies.

Area

Individual level Theme

Orientation towards Orientation towards Digital health literacy
health-related needs health-related technology

Technological level BLTELTE

Technology design

Health system level BILEGE

Health system structure and organization

Social/Structural Theme

determinants level | Social and structural determinants of access to technology-enabled care

We made modifications to the thematic categories developed by Budhwani et al. to better
reflect the findings of this study and indicate the nuances arising from the cases. A
description of these revisions can be found in Appendix 1C.

Table 2 represents a detailed synthesis of the challenges of promoting access to virtual care
for structurally marginalized communities, and the strategies that are being implemented by

organizations to address them.
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Table 2. Summary of case challenges to equitable virtual care and strategies implemented by organizations.

Thematic Category
Orientation toward

health-related needs

Select Challenges

¢ Perception of technology. Lack of relationship building
and connection with virtual modalities, difficulty building
new relationships.

e Competing needs. Other social priorities demand

attention.

Select Strategies

o Emphasize patient choice. Prioritize patient choice of
modality for virtual care. Maintain in-person care as an
option.

¢ Explore alternative virtual care arrangements. Group

virtual visits enabled greater socialization.

Orientation toward
health-related
technology

¢ Interest and trust in technology for health care. Patient

preference for in-person care, discomfort with video visits.

¢ Provide flexibility in service offerings. Offer multiple
modalities of care, provide outdoor programs, open
additional days for in-person walk-ins.

Digital literacy

¢ Low confidence or ability to use technology for health
care. Low patient digital health literacy, lack of external
technological support, lack of time and availability of
digital literacy training.

¢ Provide training and support. Provide one-on-one training
support with the help of staff and providers, technical
support to patients, connect to community programs.

¢ Encourage caregiver support. Where patients have

caregivers, encourage them to attend virtual visits.

Technology design

Poor technology design. Some digital platforms were too
complicated for patients to use, resulting in longer wait
times and shorter visits, privacy concerns with the
technology.

¢ Implement patient-friendly technology and features.
Implemented new patient-friendly platform, add-on
feature that enables asynchronous messaging.

Health care staff and
providers

e Low digital competency and poor perceptions of
technology. Low digital literacy, discomfort with
technology, privacy and ethics concerns.

e Lack of training and support. Training for staff low
priority, limited training resources available, no time for
training.

e Complex workflows. High administrative burden, unclear
decision-making processes, overloading requests in

asynchronous communication.

¢ Provide training and support to staff. Guidance for virtual
care delivery developed and updated, assign responsibility
for training to staff, seek out training resources.

o Develop new workflows. Modify existing workflows to
support virtual care, huddles to inform triage decisions,
assess patient preference and readiness for virtual care, flag
patient preference in records.

e Work as teams for virtual care. Share and assign

responsibility for administrative tasks, shared access to
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Challenges to patient-provider interactions. Difficulties
reading body language, unclear whether home

environment is safe.

records, work with peer support in community, team

conferencing.

Health system
structure and

organization

Lack of infrastructure and resources. Physician shortage
meant reduced access to physicians, outdated technology,
lack of enough technology (e.g., sharing phones, etc.), lack
of available high-speed internet.

Policy-related issues. System structures not set up to
support health equity, organizations primarily seek
legislative compliance, privacy and liability issues, funders
pushing for return to in-person care, strict eligibility for

programs making devices available.

Support inter-organizational collaboration. Collaboration
with other community organizations, health and social care
partners, and First Nations partners, working with other
organizations to determine best practices for providers to
engage with patients.

Provide infrastructural support. Staff provided with
proper infrastructure (e.g., laptops, etc.), online booking
systems, appointment reminders, build an organizational
digital health strategy.

Social and structural
determinants of
access to
technology-enabled
care

Limited access to infrastructure. Low access to high-
speed internet, digital devices, charging capability, etc.
Lack of social support. Increased caregiver burden, lack
of support at home.

Privacy concerns. No access to private space in the
home, concerns around data storage and sharing.
Language differences. Challenges communicating in
English, in-person interpreters (often family members)
unable to support virtual encounters.

Lack of access to virtual care. Unable to reach the most
marginalized communities who do not have access to
digital communication, lack of culturally appropriate care

prevents some communities from seeking out care.

Continue to support in-person care. Continued to provide
the option for in-person appointments, cover costs of
transportation.

Provide equipment and digital devices. Obtaining digital
devices through partnerships and grant proposals, open to
the prospect that some patients would not return their
devices, have central device patients can use.

External infrastructure to support patients. Use homeless
shelter resources to engage with patients, use peer worker
phone to speak to patients, identity sites with free internet
for patients.

Provide interpretation services. Provide interpretation
through virtual means, Zoom to support interpretation.
Engage communities in community planning. Build
relationships over the longer term, identify community

initiatives for digital literacy.
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Context-specific

challenges

e Crisis demands of the COVID-19 pandemic. Staff and
provider burnout, rapid change in health care, mixed
messaging and misinformation, fear of COVID-19,
difficulty enforcing masking.

e Barriers to in-person care. Lack of options for non-
status, non-insured communities, aging physical
infrastructure (e.g., broken elevator, etc.), transportation,

lack of sick leave.

¢ Coordinated and strong pandemic response. Resources

to learn more about the changes of COVID-19 and how that
information can be used to respond to patient needs and
shape resources, phone helpline for information on COVID-
19, social media presence to engage youth, making house
calls.

Engaging in community outreach. Deployment of mobile
health teams and outreach teams, providing services in
community spaces, leveraging community partners, sharing
resources through mail or email.
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The findings reported in Table 2 illustrate a set of new themes and subthemes emerging from
our analysis. These new themes exist at the health system and social/structural determinants
level. New subthemes exist at the level of (a) health care staff and providers, (b) health
system structure and organization, (c) social and structural determinants of access to
technology-enabled care, and (d) a set of other considerations linked to the urgent context
created by the COVID-19 pandemic. Table 3 provides a visual of the modified analysis

framework that includes the thematic categories emerging from our study.

Table 3. Thematic categories on case challenges and strategies.

Individual Theme

level Orientation towards health-

Orientation towards Digital health literacy
health-related technology

related needs
Technological LEHGE

level Technology design

Health system BLELE
level Health system structure and Health care staff and providers

organization

Subtheme Subtheme
Infrastructure | Policy & Competency | Training & | Workflows Patient-
& resources sponsors & perception | support provider

interactions

Social/
Structural Social and structural determinants of access to technology- Context-specific
determinants | enabled care challenges
level Subtheme Subtheme
Infrastructure | Social Privacy | Language | Accessto COVID-19 Barriers to
& resources support virtual care | pandemic | in-person
care
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Although these themes are all important for a detailed understanding of the experiences of
primary care organizations in our cases, we highlight four thematic findings in particular that

emerged as most significant.

3.1.1 Impact on Structurally Marginalized Communities

We found that different stakeholders had contrasting viewpoints about the impact of the
emerging reliance on virtual care for structurally marginalized communities. For example,
although a majority of providers had become skilled in virtual care and understood the value
of virtual modalities for structurally marginalized communities, some providers felt that
virtual care did not provide meaningful support for their populations. This was the minority
view but was found consistently across cases, especially in one that served patients living in
poverty with mental health, addictions, and other related “complex” health concerns. The

severe needs of the clientele were viewed as exceeding the capabilities of virtual care.

“[Virtual care] was new during the pandemic, [and] to have to deal [with
issues] over the phone and ask our questions... it wasn't much of a
success. If we talk about equity, not everybody owns a mobile phone, the
majority of our population does not own a mobile phone...Those who did
have a mobile phone, well, it is simply that the phone evaluation was not
meant for a population who is disorganized, confused, and presenting
with mental issues and drug addictions. | couldn’t talk or ask them many
questions, | [couldn’t see] the nonverbal [communication] by the patient,
so | can’t tell if the person is in withdrawal, is addicted, or is experiencing
delirium. [We're] missing so much information to evaluate the patient, so
there’s a greater risk for error. As a result, we said we'll try to avoid phone
Visits as much as possible, we're not going to do these anymore. It’s
preferable than not being in contact with a patient at all but in-person is
way better with this population.” — Provider, Case D
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However, providers at other participating primary care organizations served patients with
similarly “complex” needs. In these other settings, providers understood that virtual care

served a purpose even if it was not appropriate for all patients.

‘But most of our clients, even if we focus on vulnerable clients, do have
good access to the internet, cell phones, smart phones, and [they] have
email addresses. So, what we want is... [for] the clients who can afford
technology and who have the skills to use technology, they should be
redirected to virtual care. Then we can release capacity of face-to-face
appointments for those clients who struggle with mental health, that
cannot manage in any way, cannot have a cell phone because someone
will [steal it], or because they will trade [it] because they had [no] food
the other day.. That's the reality of someone who is living on the street.
And that's why we have a bigger vision for virtual health for this
population who can afford [it], in order to release capacity for those who

can't.”- Organizational Leader, Case A

Ultimately, we found that some providers remained skeptical of the value of virtual care for
their patient populations given the severity of patient needs and/or the extreme levels of
poverty they experience. Providers also recognized that for some communities, virtual care
has been a convenient form of service delivery that has reduced the need to take time off
work, limited travel time, and in some cases might free up organizational resources to invest
in other areas of care.

3.1.2 Funding and Policy Limitations

Organizations were limited in how comprehensively they could implement initiatives to

support health equity in the delivery of virtual care as a result of funding and policy
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structures linked to these efforts. Participants reported that there were limited resources to
support equity-focused virtual care initiatives, which meant such initiatives were often
partial and incomplete. This means the true value of virtual care for the most structurally
marginalized communities cannot be fully realized until policy-level changes are made to
ensure greater and more consistent access to virtual care services. For example, funding
programs established to make digital devices available for patients otherwise unable to
access virtual care sometimes included requirements that devices be returned to funders.
These requirements were largely due to concerns that patients would sell the device, rather
than keep them to use for virtual appointments. In such cases, patients were able to access
virtual care on a temporary basis, but upon returning the loaned devices, reverted to a state

where virtual services were once again inaccessible.

1t wasn't based on ‘we're doing you a favour.. and we actually expect you
to bring it back’ No, we knew that people needed this and that it wasn't -
there wasn't an expectation of reciprocating and giving it back. Because
we knew that this wasn't gonna change their life, wasn't gonna change in
terms of [patients] all of a sudden having access to, you know, data or Wi-
Fi or those type of things. So, | think it was just recognizing that this is
part of what people are going through and what they needed... We did
have some interesting conversations and dialogue around [patients who]
sold [the device] because they didn't have any food, and it was like... do
what you want, no judgment. They don't have any food. So, we made a
choice - it's their choice... It's the individual’s choice about what they
choose to do with that asset or that device, and if they choose to sell it
because they need to, then that's what they chose to do so.”
- Organizational Leader, Case A
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Some organizations prioritized “donation” programs over “loaning” programs and found it to
be a better and preferable strategy over providing devices on an interim basis. While the
temporary loan of devices is helpful in the short-term, it represents a band aid solution to
support those who persistently cannot afford digital devices.

In a separate example, resources provided to support digital readiness and literacy only
support limited training viewed as insufficient to properly prepare patients and providers for

virtual care.

“And then we did some [training] with individuals around how you use
data, how long it takes, and if you watch a Netflix video, then your data is
gonna be [used up quicker]. But | would say we didn't do enough of that
[training] because we had a lot of people who came back earlier, saying
[they've] used all [their] data. There's a lot of campaigning by a number of
community partners that we work with about trying to get individuals to
engage with health care providers through other means, because that
was the only way they were going to be accessing services.”

- Organizational Leader, Case A

Overall, the emphasis from funders and policy stakeholders on returning to in-person care
limited the investments that could be made at the organizational level in building strong
equity-focused virtual care programs. Participants in our cases expressed their desire to
maintain virtual options and move towards a system that balances different types of service

delivery, rather than give preference to one over the other.
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3.1.3 Inadvertently Exacerbating Inequities in Care

New strategies to enable access to virtual care risk exacerbating inequities in care. For
example, where digital devices are provided to patients without the education required to
use them, new barriers to care are created. One participant provided a hypothetical example
of an initiative used to target youth using a QR code. Although such an initiative would be
understood by many youth, it would require dedicated education among other staff,

providers, and patients to be effective.

“Yeah, there's no like one rule book, because every community is so
different in terms of their need... | try to make it adapt to... who's showing
up to the program the most. You do all the basic fundamental stuff like
make sure your zoom room’s private, make sure you're promoting it
clearly, and have, like a QR code, maybe, but not everyone really knows
how to use a QR code. That's like... | think we were, [the] youth programs
were a little bit lucky in that sense, we kind of already get it... and our
team’s pretty young and we grew up with internet, in this kind of world to
begin with.” — Provider, Case C

In another example, reliance on external agencies to supply digital devices often meant that
the decision to determine who was eligible to receive a device was left to them. While such
programs are vital to reach those who are unable to afford or access a device, choosing one
priority population (e.g., low-income seniors, etc.) meant that other structurally marginalized

communities continued to be left out.

“We were able to also access a number of cell phones with limited data.
So, we rolled those out, and then had a system in place where we

identified people in need. And so again that was, you know, and that was
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an interesting experience about how do you identify who's deserving and
undeserving? | mean, | hate that language, but like, how do you really
determine need? And it might be that people don't know that you're
offering the service, and [there are others who are] more in need.”
- Organizational Leader, Case A

Not all the case sites were able to acquire digital devices to distribute to patients. However,

within the sites that did, all providers had patients who would have benefited from receiving

a device but did not qualify as a recipient. In this way, activities intended to promote access

to virtual care for some communities might cause unintended barriers to care for others. This

observation illustrates the importance of dedicated attention to the health equity impacts

of new virtual care programs. Allowing for flexibility among staff and providers to distribute

devices to those they deem to be in need was considered a better strategy for equitable

programs that make such devices available.

3.1.4 Moving on from the Crisis Context of COVID-19

The context in which these strategies were implemented was a context of crisis, which

demanded rapid action without time to establish strong foundations.

“We had to be comfortable and at ease using these [technologies]. And
we didn't really have any experience. And there was no experienced
person, or skilled person who could train us on how to proceed with this...
| was swamped. | was swamped emotionally in adapting, adjusting. Even
my progress reports were delayed, and | had to hold meetings in times of
crises... We managed with what we had available.”- Provider, Case D
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Now that experience with virtual care has been gained by the primary care organizations
involved, there are opportunities to produce new policies and organizational programs.
These actions should more adequately address the foundations of equitable access to and
engagement with virtual care among structurally marginalized communities. Such policies
require a long-term view that acknowledges the deep connections between health system

structure, access to care, and digital technology.

3.2 Input from Diverse Patient Partners

Table 4 presents the recommendations from EMPaCT after engaging with them to discuss
our analysis. These recommendations resonate strongly with the recommendations
appearing in Budhwani et al., which formed the foundation for our analysis, and are targeted
at the individual, technological, health system, and social/structural determinants levels.
These recommendations from EMPaCT are incorporated into our own recommendations

arising from this study.

Table 4. Recommendations from EMPaCT.

Recommendations

The recommendations put forth by EMPaCT are to:

1. Prioritize the use of low tech and widely accessible tech options (i.e.,, older mobile
devices, low bandwidth, minimal phone memory and data storage) that work for many
individuals of different socioeconomic statuses.

2. Continuously ensure that any virtual care option co-exists with opportunities for in-
person and phone health care services.

3. Leverage the use of digital tools that members of community already use and trust
such as texting and WhatsApp.

4. When designing and implementing digital health interventions, conduct user design
and testing with as wide of a sample of people as possible with an emphasis on those

least likely to use the intervention.
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5. Advocate for the leveraging of existing community assets to create fit-for-purpose
community hubs that support virtual care in the community (i.e., repurpose community
centre computer labs to create private spaces for health care or create virtual
computer labs within health care settings).

6. Advocate to government and telecom companies for the provision of no or low-cost
cell phones with data plans to individuals and families who cannot afford them.

7. Funding for any new digital health intervention needs to be designed with an equity
lens so that low-tech options that meet community needs are prioritized over
interventions that use data-intensive applications.

8. Design digital health interventions for those who have the least access to health care,
this will in turn help make digital care accessible for all.

3.3 Bright Spots

3.3.1 Device Donation Program

Best practices in device donation programs involve devices being provided to patients free
of cost with no expectation of their return once given. The device belongs to the patient
upon distribution, and they have full autonomy to do what they like with the device. The
cases in our study had a variety of ways to establish or get connected to device donation
programs. Some submitted grant proposals to acquire devices (i.e.,, tablets) for particular
communities (i.e.,, low-income seniors). Others campaigned with partner organizations to
collect devices from third-party individuals or organizations to distribute to patients. Some
also amassed their own organizational devices which were refurbished before being given
away to patients. Many of these donation programs are paired with additional strategies to
support equitable access, such as the inclusion of data or text messaging plans. The cost of
these features was covered by the organization or patients were directed to low-cost plans

they were eligible to receive.
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3.3.2 Community Health Worker Support Program

Another important strategy that was heavily utilized by the cases in our study was their
reliance on community health workers (CHWSs) or staff in similar community-focused roles
to engage in outreach activities in the communities and act as a point of support to get
connected virtually. CHWs focus on health promotion and education and often act as a
liaison between patients and their providers and help patients connect with essential health
and social services. CHWs were instrumental in helping patients get connected virtually. This
included providing one-on-one training (on-site or at the patient residence), set up support
(e.g., creating email addresses, downloading programs, etc.), providing accompaniment
during virtual appointments (to answer questions and provide live, technical support), and
offering their own devices for use during virtual appointments. In instances where access to
virtual service delivery was not possible, CHWs were able to connect with patients through
other means (e.g., house calls, etc.) and even went out into local communities to inform
patients they were still able to use alternative methods to connect to their providers (i.e,

help patients understand that in-person services were still available for them to access).

3.3.3 Community Perspectives in Virtual Care Service Planning

The best way to ensure virtual care is equitable and accessible for members of structurally
marginalized communities is to include them in the early and ongoing stages of virtual
service delivery planning. This can be accomplished through a variety of different means
such as establishing a patient advisory committee, distributing surveys, making phone calls,
and having face-to-face conversations. A successful approach to this strategy will involve

collecting input from members of different structurally marginalized communities that
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represent the catchment served by the organization. Organizations can also include a variety
of different perspectives, including those who experience barriers in accessing virtual care
(and health care, in general) and those who do not wish to use digital health technologies
to best understand the barriers in accessing these services. As the planning stages transition
into the implementation of virtual initiatives, frequent contact and a mechanism of feedback
between the organization and members of structurally marginalized communities will help

to support the improvement of virtual service delivery.

4.0 Project 1 Discussion

In our case study of four primary care organizations with expertise in providing care for
structurally marginalized communities, we found variation in perspectives and experiences
of the value of virtual care. Our analysis has extended the evidence base on this topic by
specifically studying the work of organizations that already have a degree of expertise in
providing care to structurally marginalized communities. Furthermore, by asking about a
specific set of initiatives known to address inequities in virtual care, we were able to
document the strategies within a known set of evidence-based strategies that had been
employed by the participating organizations. We move beyond simply documenting
experiences and point toward the most salient domains for development in our discussion
and recommendations.

The overarching observation arising from our analysis is that when virtual care technologies
are embedded into health system structures that themselves arise from and lead to

inequities, then virtual care will also have inequitable effects. Although specific technologies
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have been shown to lead to inequities when first introduced into health systems, the
widespread reliance on virtual care and its shift to becoming a permanent fixture for primary
care delivery make this especially salient from a health system equity perspective. While an
ideal future state is for virtual care to free up resources for in-person care, our study suggests
that the relationship between virtual care and resources for in-person care is not
straightforward. Implementing and delivering virtual care to structurally marginalized
communities requires continuous adaptation and engagement, which demands time and
attention to accomplish. With further investment to enhance the quality and sustainability
of virtual care services, providers and patients will become more comfortable and the
appropriate balance of virtual and in-person care will become clearer to meet community

needs.

5.0 Project 1 Recommendations

5.1 Organizational Recommendations

5.1.1 Investing in Infrastructure for Access to Virtual Care

e Connect with or apply to funding programs to make digital devices (with necessary data
plans) and/or other essential equipment available to patients who would not otherwise
be able to afford them. Prioritize donation programs over loaning programs to offer the
option of making devices available without requiring their return.

e Establish dedicated rooms at clinics for patients to use devices (e.g., phones, tablets,

computers, etc.) and access Wi-Fi in order to engage in virtual appointments.
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5.1.2 Investing in Digital Health Literacy

e Conduct a needs assessment to understand the current state of digital health literacy
within local communities. Results can be used to establish baseline metrics and support
organizations in setting targets for enhancing the digital health literacy of their clientele.
Feedback can be used to adapt digital literacy programs to continue to support patient
needs on an ongoing basis.

e Support the capacity of staff in community health work-focused roles (e.g.,, community
health workers, health coaches, peer navigators, harm reduction workers, etc.) to provide

technical support to patients with low digital literacy.

5.1.3 Research and Evaluation
e Evaluate existing virtual care programs and services, by collecting metrics for patient and
provider satisfaction. Include patients and community members in the process of

establishing evaluation criteria for virtual initiatives.

5.1.4 Supporting Inclusive and Accessible Virtual Care Solutions

e Conduct community engagement when building a virtual care strategy to acquire input
into what meaningful support for local communities would entail. Include a variety of
different perspectives, including those who experience barriers in accessing virtual care

and those who do not wish to use digital health technologies.

5.1.5 Building Capacity for Health Equity in the Health System
e Ensure health care staff and providers have the time and resources required to access

professional development opportunities related to equitable service delivery.
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e Ensure that any educational content and programs aimed at building capacity in health
equity among staff and within organizations is co-designed and co-developed with

patients, caregivers, and their families.

5.2 Health System Recommendations

5.2.1 Investing in Infrastructure for Access to Virtual Care

e Continue work to make high-speed internet and cellular service available in all regions of
Canada.

e Develop low-cost options for high-speed internet and cellular phone service for
marginalized populations, including establishing sustainable funding programs to make
digital devices (with necessary data plans) available to targeted patient groups. Allow
flexibility among staff and providers, who best know their clientele, to allocate devices

and other resources to clients in need.

5.2.2 Investing in Digital Health Literacy

e Establish sustainable funding programs to support health care organizations or
community-based organizations in conducting a needs assessment to understand the
current state of digital health literacy within their local communities and to run digital
health literacy initiatives.

e Support the capacity of staff in community health work-focused roles to provide

technical support to patients with low digital literacy.
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5.2.3 Research and Evaluation

e Invest in funding for organizations to conduct evaluations of virtual care programs,
including developing standardized metrics for patient and provider satisfaction,
outcomes, and cost.

e Fund selected community organizations to evaluate and benchmark the impact of virtual
care on health outcomes, patient cost savings, and access to health services specifically

from a health equity perspective.

5.2.4 Supporting Inclusive and Accessible Virtual Care Solutions

e Provide sufficient funding for organizations to conduct community engagement to
acquire input into what meaningful support for their local community would entail.
e Support the design of digital health interventions for those who have the least access to

health care.

5.2.5 Addressing Structural Inequities in the Health System

e Build funding for virtual care infrastructure and resources into routine government
funding agreements for primary care organizations.
e Push forward investments for community infrastructure to improve multiple mechanisms

to access health care, including capabilities to access in-person services.

5.2.6 Building Capacity for Health Equity in the Health System

e Develop professional programs and/or continuing medical education targeted at primary
care providers that enable education and peer-to-peer sharing of experience and

practical approaches to apply virtual care within their marginalized patient populations.
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e Advocate for the systematic and comprehensive inclusion of equity, diversity, and anti-
racism education into the formative training of health care staff, providers, and
managers, and for the development of continued professional education programs that

are focused specifically on equity, diversity, and anti-racism education.

6.0 Project 1 Conclusion

The rapid shift to virtual care during a time of crisis, and in a system where it had yet to be
comprehensively integrated, left organizations without direction on how to adequately
promote equitable access to virtual care. Despite this reality, organizations quickly gained
the skills necessary to pivot to a new form of care delivery and made every effort to
introduce approaches to facilitate meaningful virtual interactions between patients and
providers. In this report, we outlined the extent to which primary care organizations with
expertise in delivering care to structurally marginalized communities implemented
strategies that have demonstrated effectiveness in promoting access to virtual care. We
furthered this knowledge by adding an additional layer of detail on how challenges and
strategies from the case examples can be categorized. Consequently, we arrived at the
conclusion that further policy action to improve access to virtual care should be directed at
the health system and social/structural determinants levels. Finally, we outlined some
recommendations to support an equitable and sustainable approach to virtual care delivery.
Some solutions will involve investing in infrastructure to expand connectivity and improve

access to digital devices, facilitating organizations to evaluate their virtual services and
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programs, investing in digital literacy programs, and engaging community members in the

design and evaluation of digital health solutions.
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Project 2 Operational Definitions

Asynchronous Secure Messaging
A written clinical encounter which may include image attachments, not requiring an instant
real-time response, and accessible by patients and providers via a web browser, mobile

application, or standalone application.

Project 2 Acronyms

AB Alberta

AH Alberta Health

AHS Alberta Health Services

Al Artificial intelligence

AMA Alberta Medical Association

ASM Asynchronous secure messaging

BC British Columbia

CDM Clinical Digital Messaging

CEPPP Centre of Excellence of Partnership with Patients and the Public
CFPCN Calgary Foothills Primary Care NEtwork

CLFPs Community longitudinal family practitioners

CPAG Clinical Practice Advisory Group

CPSA College of Physicians and Surgeons of Alberta

CSSNS le Centre de soutien des services numériques en santé

DHW Department of Health and Wellness
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DNS Doctors Nova Scotia

DoBC Doctors of BC

EAPC Enhanced Access to Primary Care

EHR Electronic health record

EMRs Electronic medical records

FFS Fee-for-service

IWK Izaak Walton Killam

LHINs Local Health Integration Networks

MHR MyHealth Record

MOA Medical office assistant

MoH Ministry of Health

MOHLTC Ministry of Health and Long-Term Care
MSSS Ministere de la Santé et des Services sociaux
NASSS non-adoption, abandonment, scalability, spread, and sustainability
NS Nova Scotia

OH Ontario Health

OMA Ontario Medical Association

OMD OntarioMD

ON Ontario

OPC Office of the Privacy Commissioner

OTN Ontario Telemedicine Network

OVH Office of Virtual Health
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PAN Patient Advisors Network

PCPs Primary care providers

PHI Personal health information

PHSA Provincial Health Services Authority
PSV Plateforme de soins virtuels

QC Quebec

RQT Réseau Québécois de la Télésanté
RUISSS Réseau Universitaire Intégré de Santé et Services Sociaux
SMS Short message service

TCC Telehealth coordination centre

VVV Virtual Visits Verification

WCH Women'’s College Hospital

WIHV Women'’s College Hospital Institute for Health System Solutions and Virtual Care
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Project 2 Executive Summary

Objectives

Accelerated demand for virtual care during the COVID-19 pandemic increased interest in
different modalities including asynchronous secure messaging (ASM), where patients,
caregivers, and providers can communicate through text via SMS, e-mail, web portals, and
other platforms. Acknowledged benefits of ASM for patients as well as providers include
cost savings, time efficiencies, convenience, improved access to care, and better utilization
of health care resources. Further, the affordability and accessibility of messaging, compared
to other virtual care modalities, makes it a tool that can enhance equitable access to care.
This study aims to inform emerging strategies around patient to provider messaging in
primary care by highlighting variations in remuneration, governance, and implementation

approaches across five Canadian provinces.

Methods

We identified five provinces (BC, AB, ON, QC, NS) that differed in their ASM implementation
approaches as well as remuneration policies, were at different stages of ASM rollout, and
provided a geographically distributed representation across Canada. We conducted semi-
structured interviews with policymakers, vendors, and virtual care experts across these five
provinces. Documentary data relevant to provincial ASM initiatives were reviewed. Data
analysis was guided using constructs from the non-adoption, abandonment, scalability,
spread, and sustainability (NASSS) framework. This study was conducted in collaboration

with patient partners from the Patient Advisors Network (PAN).
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Results

Provincial ASM efforts in primary care differ in scale, duration, remuneration, and levels of
integration. Three provinces in our sample currently offer no compensation for ASM. Of
these, two had earlier piloted ASM compensation models which are no longer available.
Remuneration policies that have been used include block fees and models similar to a fee-
for-service (FFS) structure using flat fees (with limits) and tiered fees (depending on case
complexity). Implementation approaches include provincially integrated ASM initiatives as
well as local pilots. Interoperability has been acknowledged as a challenge that may be
resolved in the long-term using a standardized interface that links multiple messaging
solutions. Only one province currently links compliance with provincial standards to

eligibility for ASM billing.

Recommendations

Virtual care programs including ASM are being implemented at varied speeds and using
distinct approaches. Not all provinces have embarked on provincial level rollouts, and their
various initiatives are at different stages of progress, providing opportunities for cross-

jurisdictional learning. Key recommendations for provincial initiatives are to:

1. Implement appropriate remuneration models for ASM. Providers require suitable
incentives or compensation to encourage uptake of ASM. Considerations include case
complexity, limits (if any) on the number of billable messages, and eligible use-cases.
Incentives such as support and funding for training and implementation may motivate

practices within a salaried or capitation payment model to prioritize ASM. One-way
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messaging from provider to patients may be taken up without billing codes and can
provide significant time and cost savings for providers. Provinces that have expanded
ASM billing eligibility to virtual episodic non-urgent care should assess the impact on
appropriateness and access for unattached patients. Conditions such as having already
visited the provider within a specific time frame or being able to switch to an in-person
visit if needed can mitigate potential risks.

2. Consider the long term vision to embed ASM into provincial systems. Multiple
small-scale ASM implementations and pilots can further fragment services. Embedding
ASM into provincial level platforms, possibly using middleware to provide a single
interface linking the different messaging solutions in operation, can help mitigate issues
related to multiple sign-ins and solutions to contact different providers.

3. Enhance regulatory mechanisms. A broad set of standardized security and privacy
requirements, linked to compensation eligibility, will encourage providers to adopt
solutions that meet basic requirements. Establishing standards and guidelines with
engagement from providers as well as patient partners will help balance the need for
trust, privacy and security, and access to patients’ personal health information (PHI).

4. Continue to invest in ASM initiatives. Clear and continued support at the provincial
level will help improve adoption and continued use of ASM by providers, with the
possibility of scaling local pilots to a regional or provincial level. Efforts should include
increased evaluations to operationalize and scale pilots to a higher level and adopting
co-design approaches for program design and delivery so that implementations are

useful, acceptable, and context specific. Provincially driven change management to
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include training and implementation support can help providers overcome concerns
surrounding workflow integration and appropriate use. This will facilitate an integrated
approach to ASM implementation, rather than having vendors solely responsible for
change management efforts.

5. Invest in change management and training initiatives. Learnings from previous
efforts can contribute toward embedded education and training materials on the
appropriate use of ASM systems. Identification of physician champions to promote the
value of ASM to their peers will contribute to increased uptake. Guidelines surrounding
the appropriate use of ASM should be co-designed with patients and providers to align
with a ‘patient centred system’ that considers equity and digital literacy. Providers must
be made aware of how ASM can be leveraged to optimize work practices and facilitate

time and cost efficiencies, even if not remunerated.
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1.0 Project 2 Background

1.1 What is Asynchronous Secure Messaging?

Virtual care has seen increased uptake since the onset of the COVID-19 pandemic to meet
challenges related to proximity to a provider, mandated physical distancing for infection
control, and insufficient capacity of the health care system (1). While phone and video visits
have been widely adopted (2), a lesser used modality which holds significant potential to
improve access and quality of care is asynchronous secure messaging (ASM) between
patients and providers.

ASM may be defined as a written clinical encounter which may include image attachments,
not requiring an instant real-time response, and accessible by patients and providers via a
web browser, mobile application, or standalone application (3). This could include Short
Message Service (SMS), e-mails, and secure messaging applications. They are typically used
for non-urgent cases such as appointment scheduling, pre-visit screening questionnaires,
post-visit notes or instructions, prescription related queries, information seeking queries,
monitoring chronic conditions, and the communication of test results (4-7).

ASM can be either one-way (i.e., provider to patient), or two-way (i.e.,, between patients and
providers), depending on the use-case and whether providers have enabled two-way
messaging within their systems. Some electronic medical records (EMRs) have ASM

capabilities integrated as an add-on or through a third-party.
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1.2 Why prioritize ASM?

A survey in 2021 indicated that Canadians want access to a variety of digitally enabled
services and virtual care modalities including ASM (8). Approximately 57% of surveyed
respondents were interested in being able to consult with their provider via messaging,
though only 12% had ever used ASM, indicating an unmet demand for this capability.

As messages do not require an instant reply, they offer patients as well as providers a
convenient mode of communication that provides them with time to offer accurate and well
thought out responses. Cost savings and efficiencies are made possible as providers can
manage patient queries without disruptions to their workflow and can resolve more cases
than was previously possible. Patients appreciate the convenience and improved access to
their providers as they can message them or refer to their message history at any time. ASM
also facilitates continuity of care and better utilization of resources by enabling patients to
access their providers easily for non-urgent care, rather than being forced to resort to
external services for episodic care (7,9-1). This potentially reduces walk-in clinic and
emergency department use, resulting in cost savings to the health system.

One-way messaging (i.e., provider to patient) is an efficient way for physicians to
communicate test results, patient education material, and other broadcast messages which
do not require a patient response (12). Even if ASM is not always eligible for remuneration,
the economies of scale possible by using broadcast messaging gives providers significant
time and cost savings that can be re-invested into other tasks.

By providing a record of messaging history (10), ASM holds value for appropriate billing

practices. An audit of virtual care technology use in Ontario in 2020 identified discrepancies
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and questionable billing patterns as there was an unusually high number of billed virtual
visits in some cases (13). With ASM, a message history is automatically maintained, making it
easier to audit billing practices when compared to other virtual care modalities.

Challenges associated with ASM include concerns regarding privacy (i.e.,, who is authorized
to view a message), liability, and inappropriate use by patients increasing provider workload
(9,10,14). Uncertainties surrounding diagnosis may arise due to the lack of verbal and visual
cues, adding to medico-legal complications. For this reason, it is imperative that ASM be
used only for non-urgent care, with an emphasis on appropriate use.

In 2020, the Government of Canada announced an investment of $240.5 million for the
accelerated provision of virtual care, with secure messaging identified as one of the areas of
priority (15). $150 million was directed toward provinces and territories through bilateral
agreements, triggering accelerated efforts to encourage ASM policymaking and adoption
across Canada.

Canada’s thirteen provincial and territorial jurisdictions have different health system
structures, remuneration policies, and support for virtual care, resulting in variations in the
implementation and adoption of health technology (16). The accelerated implementation of
virtual care modalities since the onset of the pandemic may have resulted in delivery models
that are not optimal. While this poses a challenge to digital health equity and coordinated
pan-Canadian efforts, it creates opportunities for shared learning. Exploring the current
landscape identifying variations across provinces can provide learnings for future efforts in

this area.
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1.3 Objectives

Our study was informed by the following objectives:

1. To highlight variations in ASM implementations between provinces by focusing on
themes including remuneration, governance, and implementation approaches.

2. To provide cross-jurisdictional learnings for future primary care ASM implementations.

We selected five provinces to include geographical representation across Canada, and to
enable comparisons between provincial ASM initiatives and policies that are at different
phases of implementation. All five identified provinces, Alberta (AB), British Columbia (BC),
Nova Scotia (NS), Ontario (ON), and Quebec (QC), have isolated and local instances of
physicians using ASM in primary care. This report focuses on efforts that have provincial or
regional support, rather than independent implementations within clinics. A detailed study
on workflows and clinical care models using ASM is provided in Project 3, in the context of

implementation within clinics at Women’s College Hospital (WCH), Toronto, ON.

2.0 Project 2 Methods

We reviewed data from a range of documentary sources including academic literature,
provincial reports, and virtual care websites. Our analysis was guided by the non-adoption,
abandonment, scale-up, spread, and sustainability (NASSS) framework (17), which provides
a range of constructs to be considered when evaluating technology implementations.
Collaboration with PAN patient partners helped refine our analysis as we incorporated
themes that reflected patient needs and perspectives. Relevant constructs of the NASSS

framework were used as sensitizing concepts to categorize the data and facilitate cross-
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provincial comparisons. In addition to these NASSS concepts, we included patient
engagement and digital health equity as important constructs that are necessary to serve
the diverse population needs in Canada.

We also conducted respondent validation (18) from November to December 2022 by
requesting our participants to verify the synthesized data for their respective provinces. This
helped ensure that our data was accurate and current, especially considering recent changes

surrounding ASM remuneration policies in certain provinces.

3.0 Project 2 Results

We conducted 13 interviews including 12 semi-structured interviews and one email interview

with policymakers, vendors, and virtual care experts from selected provinces (Table 1).

Table 1. Distribution of interview participants across the five provinces.

Province

Interviews 4 4 1 3 1 13

Provincial variations were evident across most of the identified constructs. Table 2 provides
a comparison of three important constructs that saw significant differences across the five
provinces. Appendix 2A provides a contextual background for all five provinces. A detailed

overview of our findings for each province is provided in Appendices 2B-2F.

3.1 Value Proposition

ASM was recognized as having a clear value proposition across the provinces. Benefits
mentioned in program evaluations include convenience, time savings, and cost savings for

patients as well as providers. When implemented effectively, ASM can increase volume of
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services and potentially revenue, subject to availability of remuneration through provincial
billing codes. Patient-identified value propositions included empowerment, improved
access, and convenience. Reducing disease transmission in health care facilities was a benefit
that had heightened importance during the COVID-19 pandemic (19). While two-way
messaging facilitates collaboration and communication between patients and their
providers, one-way messages (even if not billable) have clear value. They can save time
during visits by getting patients to submit information on symptoms or physiological
parameters like blood pressure, as well as send educational materials, automated reminders,
or broadcast messages.

An AB-based vendor (Brightsquid) highlighted that while all virtual care modalities offer
convenience to users, ASM provides leverage by offering “high contact engagement with
patients, with significant time savings”. The vendor provided an example of how one-way
broadcast messages were utilized in a local clinic to promote their HPV vaccination program.
The process utilized workflows and questionnaires allowing 1,300 patients to be
automatically taken through a ‘funnel of care’ to identify those who wished to receive the
vaccination. Response rates were much higher than what would have been possible if each
patient was contacted by phone call, and 13% of the targeted patients requested a consult.
In BC, one of the use-cases of the Clinical Digital Messaging (CDM) demonstration project
was a provincial COVID-19 immunization program which sent automated SMS messages and

reminders to registered patients in an effort to improve vaccine adherence.
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3.2 Professional and Provincial Bodies

All five provinces had provincial bodies (either government organizations or provider
regulatory colleges) to oversee virtual care and provide strategic direction. In those
provinces that have standardized remuneration for ASM, provincial professional associations

usually play a role in negotiating billing codes.

3.3 Governance

Of the five provinces, only ON has a verification mechanism to ensure basic interoperability
capabilities for virtual care solutions through the Virtual Visits Verification (VVV) Standard
(20). Though not a mandatory requirement, it will create an incentive for providers to use
solutions that meet certain standards once anticipated billing changes (limiting billing
eligibility to Ontario Health (OH)-verified solutions) are introduced. Other provinces have
basic standards which may be required by their provincial regulatory bodies or privacy
commissioners. In AB, for ASM communication to be eligible for billing, it must have taken
place via a secure platform that has met the requirements of the College of Physicians and

Surgeons of Alberta (CPSA) and the Office of the Privacy Commissioner (OPC) of AB.

3.4 Implementation Approaches

Two provinces, AB and QC, are in the process of incorporating ASM into their provincial
platforms. While messaging within QC’s provincial platform is free to providers, AB requires
providers to deploy the messaging software and pay for the solution.

AB has multiple provincial platforms for different users and functionalities. These include the

provincial electronic health record (EHR) (Netcare), the Alberta Health Services (AHS) clinical
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information system (Connect Care), and patient portals (MyHealth Record and AHS
Connect). MyHealth Record (MHR) has messaging capabilities partially integrated through a
third-party vendor, Brightsquid. Brightsquid uses AB’s Digital ID to verify patient identities
before the creation of a Brightsquid account. It allows the launch of its messaging solution
from within MHR, but with a separate sign-in, and does not integrate data exchange with
the patient’s record.

A notable regional implementation is the case of Calgary Foothills Primary Care Network’s
(CFPCN) implementation of Brightsquid’s Secure-Mail among member clinics in AB (21,22).
While this is currently being funded by Alberta Innovates, current discussions consider
options for sustained funding as their grant ends in 2024.

In QC, a telehealth coordination centre (TCC) using a telehealth platform by Akinox, was
recently given the mandate to scale their platform provincially and has prioritized ASM as
an important component. Their virtual care platform, Plateforme de soins virtuels (PSV), will
include two-way ASM, pre-visit questionnaires, and educational material for patients. A tele-
dermatology service was launched on this platform in June 2022 (23).

The NS MyHealthNS platform was piloted from 2012-2015, and was rolled out provincially in
2016, giving patients a portal through which they could conveniently communicate with
providers and access test results. Providers however reported difficulties integrating ASM
into their workflows as they had to alternate between their EMR interface and that of the
messaging portal. This has been a challenge expressed in other provinces (AB and ON) as

well. The MyHealthNS program was ended in 2020 and currently there are no provincial
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efforts toward patient-provider messaging (24). The current focus in NS is on EMR-integrated
tools to mitigate the workflow challenges that were faced with the MyHealthNS platform.
ON'’s Enhanced Access to Primary Care (EAPC) regional pilot which operated from 2017-2019
adopted a phased approach with two platforms (Think Research and Novari Health)
implemented across five Local Health Integration Networks (LHINs) (19). The pilot was co-
designed with partnering LHINs and primary care providers, and their iterative feedback
helped address some of the technical challenges faced in the early stages of the program.
The project received an overall positive response, and providers were compensated for
messaging within this pilot.

BC has not had a provincial ASM effort in primary care. However, its CDM project, led by the
Provincial Health Services Authority (PHSA), may provide learnings that are applicable to
ASM initiatives in primary care. The project explores the current ASM landscape by
identifying physicians’ needs and requirements within the health authorities, adopting a
technology-pull rather than a technology-push approach. The CDM project uses an artificial
intelligence (Al) based solution by Memora Health, with capabilities for both one-way as
well as two-way messaging via SMS text. It uses a chatbot to triage patient queries and
directs them to an appropriate provider if required. Messages containing personal health
information (PHI) are discouraged, and the prominent use-cases are appointment reminders
and a drug alert system through which patients can inform of a drug overdose or be
recipients of alerts sent about harmful drugs. As messages within the CDM pilot are not

clinical in nature, they are not billable.
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Respondents from AB and BC highlighted the potential usefulness of a “Virtual Front Desk’
or ‘Digital Front Door’ to triage incoming message queries so that they could be directed to
the appropriate provider while reducing potential workload without compromising patients’

access to care. This capability is included in Brightsquid’s Secure-Mail solution.

3.5 Remuneration

Remuneration models used included flat fees (with limits), tiered fees (dependent on the
complexity of the case), and block funding.

AB and BC are the only provinces to have standardized billing codes for ASM with detailed
limits and conditions for billing (25-28). Both had billing codes for ASM prior to the pandemic
but introduced new temporary virtual care codes to expand accessibility. For example, the
new code in BC no longer restricts remuneration to physicians providing longitudinal care.
AB has added a new code that allows messages to be patient-initiated and expands eligible
use-cases (like prescription renewals). In both cases, the older billing codes are still available
for use. Two-way communication is mandatory for billing eligibility in BC, whereas in AB, the
older fee code can be applicable for physician to patient one-way messages for medically
necessary advice or follow-up. One notable difference is that AB mandates that for ASM to
be eligible for billing, the message response should have been sent directly by the physician
(not a proxy).

NS’s provincial platform for ASM incentivized physicians using a Virtual Technology Stipend
(block fee), though this was not well received as it was regarded as insufficient
compensation (24). This stipend was associated with the MyHealthNS program and ended

when the platform was shut down.
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QC and ON currently lack standard ASM billing codes, though temporary billing codes were
utilized for ASM within the EAPC pilot in ON. The EAPC pilot was completed in 2019 after
which it entered an evaluation phase, with the temporary billing codes extended to 2022.
During this phase, a limit was introduced on the number of billable messages per month.

In ON, recent billing changes, which came into effect in December 2022, distinguish between
‘comprehensive’ (where an established patient-physician relationship exists) and ‘limited’ (no
established patient-physician relationship) virtual care services for phone and video.
Comprehensive virtual care services are billed at a much higher rate compared to limited
virtual care services. Providers in in-person walk-in clinics who have seen a patient in-person
within the last 24 months may bill for ASM communication with that patient as a
comprehensive virtual service. According to an Ontario Medical Association (OMA)
respondent, this helps shift the balance of episodic care toward in-person walk-in care,
rather than toward for-profit virtual-only episodic care, without eliminating access for
patients who rely on these for-profit virtual care providers for phone or video visits. Though
ON'’s fee codes do not include remuneration for ASM, these billing policies may provide a
foundation for ongoing discussions to incorporate ASM as a billable service for unattached
patients as well in the future, thereby maintaining their access to care.

A detailed overview of current ASM billing codes across the five provinces is provided in

Appendix 2G.
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Table 2. Cross-provincial comparative overview of governance, remuneration, and implementation approaches.

Capabilities

limits and conditions.

03.01S: $20 per patient
per physician per

week.

03.01AD: $20 per
patient per physician
per day.

limits and conditions.

PG14078: $7.04 per

exchange.

T13707: $7.04 per
patient per day.

codes.

Previous
MyHealthNS platform
block fee.

billing codes.

EAPC pilot: Tiered
billing per resolved visit
depending on payment
model and whether
major or minor
assessment.

Minor: FFS: $15
Capitation: $2.25
Intermediate:

FFS: $21.70

Capitation: $3.25

Governance CPSA and OPC of AB No ASM specific No ASM specific VVV standard (though | TCCs work with
requirements for provincial regulation of | provincial regulation of | not mandatory). regulatory bodies to
billable messaging. solutions, standards, or | solutions, standards, or provide guidelines.

interoperability interoperability
requirements. requirements.
Remuneration’ Flat fee ($20) with Flat fee (§7.04) with No current ASM billing | No standard ASM No ASM billing codes.

Ongoing negotiations
for ASM billing.

Implementation
approaches

Provincial approach
(Brightsquid Secure-
Mail integration into
MHR).

No provincial pilots in
primary care.

PHSA led CDM pilot
among health
authorities.

Provincial platform
MyHealthNS, shut
down in 2020. Current
emphasis on workflow

integration.

EAPC regional pilot:
Codesigned by OTN,
LHINs, and PCPs and
adopted a phased
approach.

Locally implemented
telehealth platform
being scaled to

provincial level.

Canadian Network for Digital Health Evaluation | Women’s College Hospital

72




"See Appendix 2G for a detailed comparison of ASM fee codes including limits and conditions.

Acronyms: College of Physicians and Surgeons of Alberta (CPSA), Office of the Privacy Commissioner (OPC), Asynchronous secure messaging (ASM), Virtual Visits Verification (VVV), Telehealth
coordination centre (TCC), Enhanced Access to Primary Care (EAPC), Fee-for-service (FFS), MyHealth Record (MHR), Provincial Health Services Authority (PHSA), Clinical Digital Messaging
(CDM), Ontario Telemedicine Network (OTN), Local Health Integration Networks (LHINs), Primary care providers (PCPs).
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3.6 Patient/Public Engagement

Engagement mechanisms were limited and included collaboration between the province
and a university-based patient engagement group in QC, and patient surveys (ON’s EAPC
pilot; BC's CDM Demonstration Project; Alberta Medical Association (AMA) led surveys in

AB; CFPCN's Secure-Mail implementation).

3.7 Digital Health Equity

This was not a priority in most provinces, as the focus seemed to be on establishing the
required infrastructure for ASM first. BC's CDM Demonstration Project within the health
authorities uses an SMS text solution, eliminating the need for broadband/smartphone
access, and alleviating possible socioeconomic barriers. Though there is no provincial ASM
program in NS currently, federal funds will be used to support an updated digital health
strategy that includes ASM, with a focus on targeted physician groups providing care to
priority populations. These priority patient groups include those who are unattached to a
provider, or who are not in close proximity to their provider (15), thereby facilitating

equitable access for patients.

3.8 Professional Roles and Practices

Concerns from physicians typically include lack of workflow integration due to the use of
multiple platforms and having to switch between EMRs and messaging platforms. Even with
a provincially integrated approach as in the case of AB, ‘portal fatigue’ was mentioned as a

challenge, with multiple portals with different functionalities for different user groups. In BC,
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despite the presence of billing codes prior to the pandemic, actual billing volumes are low,

indicating low adoption of ASM.

3.9 Technology Supply

Provincial initiatives have used different solutions based on the suitability of the product as
well as time constraints, given the sudden demand for virtual care in 2020. ON’s VVV
program verifies solutions as compliant with a set of provincial standards, trying to strike a
balance between providing a choice of systems, security, and cost (by making it possible for
providers to eventually recover expenses by billing for ASM conducted via an OH-verified

solution).

3.10 Change Management Resources

Most change management support was provided by vendors directly to providers. In AB, the
AMA provides advice and information regarding available solutions to physicians, increasing
awareness of the benefits of ASM and other virtual care modalities. QC has a support centre,
le Centre de soutien des services numériques en santé (CSSNS), established to provide
support to users of its new provincial care platform. Integration of virtual care in QC is
designed to be a value-add to existing workflow and processes, and not an additional
burden. Modernization of an asynchronous telehealth workflow within the provincial

platform is one of the priorities of the telehealth committees in QC.

3.11 Evaluations and Learnings

Most of the identified provincial and regional ASM initiatives have undergone some level of

formal evaluation, except for Brightsquid’s integration into AB’s provincial portal. QC’s
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recently launched provincial platform will have its tele-dermatology service evaluated in late
2022 and mid-2023.

Workflow integration was a recurring challenge encountered across the provinces.
Evaluation of ON’s EAPC pilot found that higher adoption was found among those providers
who had a level of workflow integration. NS, though currently lacking provincial efforts
toward ASM in primary care, is focusing on EMR-integrated tools to meet this challenge of
workflow integration.

In AB, the existence of multiple portals and solutions has highlighted the need for
middleware to facilitate interoperability and seamless integration. AB’s CFPCN is in the
process of developing a playbook outlining benefits, successes, challenges, and feedback
received from its implementation of Brightsquid Secure-Mail, which will serve as a useful
guide for future implementations in other jurisdictions.

BC’s CDM project had two evaluations done collaboratively between the Office of Virtual
Health (OVH) and clinical teams. One of the main concerns from providers has been the
increased workload due to possible inappropriate use of ASM. However, ASM utilization
reports within ON’s EAPC pilot as well as NS’s MyHealthNS platform demonstrated that
messaging capabilities did not result in overutilization or too many cases of inappropriate

use by patients.

3.12 Uptake

Differences in provincial capabilities based on concepts from the NASSS framework were
accompanied by variations in uptake as well. Table 3 details some of the numbers available

from our data.
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In AB, between May 2021 and January 2022, the average number of messages sent to
patients per month was 37,800 and the average number of messages sent by patients per
month was 9,500 (29). Nearly 28% of the messages sent since March 2020 using Brightsquid
within the provincial initiative were from providers to patients. However, a challenge to the
continued use of Brightsquid within AB’s MHR is that it is not available to providers for free.
Sustainability may be a challenge for CFPCN’s Secure-Mail implementation in AB once
funding for the project ends. Feedback from the AMA indicated that sustained uptake of
Secure-Mail within the provincial initiative faces this same roadblock of cost to the
providers. However, the vendor perspective is that the billing potential of patient-provider

messaging would cover the cost of the solution.
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Table 3. Available numbers on uptake (QC excluded).

ASM initiative | Registered patients Registered providers Messages sent

AB Brightsquid 300,000 7,5003 1,277,500
Secure-Mail (Since March 2020)
integration into
MHR?

CFPCN Secure- | Data not available. 240+ physicians Data not available.
Mail 60+ health team

members

400+ clinic staff

(as of September 2022)

BC CDM 8,686 n/a Texts from patients: 14,589
Demonstration Automated texts: 16,345
Project* Staff texts: 9,070

Appointment reminders: 5,479

NS MyHealthNS 38,000 320 Data not available.
platform?®
(ended in 2020)

ON EAPC pilot® 14,291 326 14,317 e-visits

2 Vendor provided data as of November 2022.

% Includes dentists, doctors, physiotherapists, chiropractors, and psychologists.

4 Vendor provided data.

5 News release by Government of Nova Scotia (30).

66,355 of the registered patients were active patients, 194 of the registered providers were active providers. (With active

users being those who had/provided at least one e-visit).
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4.0 Project 2 Discussion

4.1 Remuneration

ASM remuneration models differed, and ON, NS, and QC currently have no billing codes
available for messaging. Both AB and BC have adopted a flat fee approach to billing, with
multiple limits and conditions. However, a respondent also highlighted the lack of uptake
despite the availability of these remuneration mechanisms, suggesting that there also needs
to be targeted efforts to promote the value of this care modality amongst physicians. This is
particularly relevant for practices within a salaried or capitation-based payment model|,
where ASM may not be billable as a separate service but can provide significant savings in
terms of both time as well as cost. ON’s EAPC pilot identified the need for clinal champions
to ‘vouch’ for ASM. These champions can help raise awareness amongst providers and
patients about the several benefits of ASM including time savings, cost savings,
convenience, improved access, accuracy, and traceability (easing the liability risks that many
providers associate with ASM) (9-11,34-36).

ASM can promote continuity of care, but it has also been used for virtual episodic care which
has been identified as important for timely access to health care, particularly for patients
who are not attached to a primary care practice (37). In AB and BC, introduction of new
temporary virtual care codes in 2020 allow any physician to bill for virtual visits, rather than
limiting billing only to eligible physicians (those providing longitudinal care in BC) or where

there is an established patient-provider relationship.
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4.2 Governance

AB and ON were the only provinces with plans to mandate meeting certain privacy and
security requirements to be eligible for ASM billing. ON’s VVV standard encourages basic
interoperability capabilities, to facilitate optimal integration in the long term. ASM has been
identified as a priority in discussions surrounding interoperability in Canada (38). This was
evident in a physician survey conducted by Doctors of BC (DoBC) to guide advocacy on the
development of a provincial EMR strategy in BC (39). While 27% identified ASM as an
important feature to be offered within EMRs, 42% emphasized the need to integrate with
external tools and 20% prioritized access to virtual care platforms within their EMRs.
Standards for privacy and security in Canada support protection of PHI as well as access to
the same when necessary. Privacy has been identified as a 'trust enabler' for interoperability,
and efforts to support this include establishing trust through patient engagement, adopting

industry standards, and defining clear policies.

4.3 Implementation Approaches

Implementation approaches included smaller local pilots, larger regional projects, and
provincially scaled initiatives. A challenge identified by the AMA is ‘portal fatigue’ due to the
use of multiple solutions and portals despite the integration of Brightsquid into the
provincial patient portal. Provincially scaled platforms have the advantage of having a single
point of access for patients, as in the case of AB. However, as many PCPs have already

implemented different solutions within their local practices, having to pay for an additional
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solution (Brightsquid) is a roadblock to optimal uptake of the platform, unless providers are
provided with provincial support to implement the solution.

Several local and regional pilots and projects that include ASM have been conducted, but
uncertainty around funding makes it difficult to continue using the solution or scaling it to a
provincial level. Further, the lack of collaborative mechanisms between provinces and
territories results in siloed learnings from these isolated pilots which are not easily shared
between these jurisdictions (40). It also results in inequitable care being received by
Canadians depending on where they live. While there have been some formal evaluations of
these pilots (notably ON’s EAPC pilot, and on a smaller scale BC's CDM project), routine
evaluations alongside implementation could inform the spread and scale of these initiatives.
Most providers within ON’s EAPC pilot were satisfied with the interface as the co-design
approach helped inform later iterations of the platform. It was suggested that increased
consultation with providers in the co-design phase would improve compatibility with their
work routines. Studies indicate that involvement of patient partners as well in the co-design
of ASM program delivery and guidelines may result in solutions that are more sustainable
and help combat the issue of multiple pilot projects that do not progress to wider scale

implementations (41).

4.4 Digital Health Equity

Digital health equity was not explicitly considered in most provinces. Lower-income
Canadians and those living in rural areas are less likely to have the needed access to email
their providers (32). The use of SMS, as in BC's CDM project, is one way to improve equitable

access to ASM, as users can avail of the service without smartphones or broadband. This
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reduces the “first level of the digital divide” which refers to challenges surrounding access to
the required technology (42). Web portals, though convenient for many patients, have been
known to exacerbate disparities in ASM use, due to socioeconomic differences which place
certain populations (e.g., higher income, education, computer literacy levels, etc) at an
advantage (43). More efforts need to be focused on digital health equity, and this could
involve inclusion of multiple languages within platforms and expanding access to a wider

population.

4.5 Linking Remuneration to Equitable Access

Increased and equitable access to patients requires increased uptake by providers as well,
emphasizing the importance of appropriate incentives and remuneration (42) which has
already been discussed. In the case of practices within a salaried or capitated payment
model, the time efficiencies and cost savings that are possible through ASM utilization
should provide sufficient incentive for providers to utilize messaging systems. The
comparatively low adoption rates of ASM despite this suggests a need to increase physician
awareness about the capabilities of ASM through training, education, and involvement of
physician champions. Payment mechanisms should ideally consider how to best compensate
physician time and efforts toward ASM for patients who do not have access to a PCP.
Temporary virtual care fee codes in AB and BC permit ASM remuneration (subject to limits
and conditions) even in the absence of an established patient-provider relationship. NS’s
anticipated digital health strategy acknowledges the importance of ASM for priority
populations that include unattached patients. ON’s recent billing changes for phone and

video visits applies different fee codes depending on whether there is an established
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patient-provider relationship. This allows virtual-only clinics to bill visits though at a lower
fee, while in-person walk-in clinics can be compensated at a higher rate for virtual visits
subject to having seen the patient in the last 24 months. These shifts in billing policies and
priorities acknowledge that previous limits that were imposed on virtual care compensation

may need to be reconsidered so that equitable access for the wider population is a priority.

4.6 Appropriate Use of ASM

As expressed by an interview respondent, appropriate use of ASM is essential for it to be
truly effective. Project 3 of this report includes instances of inappropriate use by patients
resulting in increased workload for providers in different clinics. The EAPC pilot and the
MyHealthNS program evaluations did not indicate overutilization or inappropriate use of
ASM by patients, but these were conducted prior to the COVID-19 pandemic and may not
represent current patterns of care seeking. According to a respondent from the OMA, the
lack of clarity around clinical appropriateness of different virtual care modalities makes it
challenging to formulate clinical practice guidelines on which modality is most suitable for a
specific clinical condition. The use of ASM to provide information on test results, post-visit
summaries, educational materials, or monitoring ongoing conditions between visits is likely
to improve quality of care but constitutes net new work (that is not remunerated under
existing policies). The replacement of synchronous visits (in-person, phone, or video) by ASM
exchanges could be time saving, but will likely require templated queries and responses that

are adapted for individual patient circumstances.
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4.7 Engagement and Change Management

Patient engagement in most provinces was limited and conducted via feedback surveys
within the various implementations. QC’s collaboration between the Ministry and a patient
and public engagement group acknowledges the importance of early and continued
involvement with patients to receive inputs on the development of virtual care platforms.
We have discussed the importance of patient engagement and co-design approaches
involving patients as well as providers in the context of governance and implementation
approaches. Project 3 of this report highlights patient engagement efforts, organization-
wide strategies, and training on appropriate use of ASM as essential to leverage the full
potential of ASM. Providers too need to be trained on how to leverage ASM for optimal
results, and guidelines should define how ASM may be used in a clinically appropriate
manner. In addition to guidelines surrounding appropriate use, patient and provider training
should define expected ASM response times so that patient expectations align with provider
capacities.

Change management support was left to vendors involved in the various implementations.
There are efforts by professional associations such as the AMA and DoBC, to provide basic
guidance on ASM and virtual care strategies, accessible through their websites. Physicians
still have concerns regarding challenges such as increased workload and the need for
workflow integration, despite the efficiencies offered by ASM. A more provincially driven
approach to support ASM change management efforts would be helpful to educate both

patients as well as providers on the benefits of ASM and its appropriate use.
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5.0 Project 2 Recommendations

Based on the findings from this study, we provide the following recommendations:

1.

Implement appropriate remuneration models for ASM. ASM has the capability to
reduce physician workload and improve efficiencies. However, it requires some effort
and planning on the part of providers. Unless physicians are suitably compensated,
uptake may be a challenge. The best approach to billing policy is subject to debate, but
it should provide sufficient incentive for providers to use this modality which has
significant value in terms of time savings, cost savings, access to care, and quality of care.
Compensation may take into consideration whether the messages are patient or
physician initiated, and the complexity of the condition being addressed. Practices within
a salaried or capitation payment model are likely to find returns on their investment in
ASM through the efficiencies made possible by messaging. Such practices may be
motivated to prioritize ASM if provided support and funding for implementation and
change management. Assessing the limits and conditions of ASM billing policies and
considering options to expand ASM billing eligibility to non-urgent episodic care could
enhance access, especially for unattached patients. Provinces that have expanded ASM
billing eligibility to virtual episodic non-urgent care should assess the impact on
appropriateness and access for unattached patients. Conditions such as having already
visited the provider within a specific time frame or being able to switch to an in-person

visit if needed can mitigate potential risks.

2. Consider the long term vision to embed ASM into provincial systems. While local

pilots and implementations may offer providers greater choice of systems, possibly
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increasing uptake, this would pose a challenge to interoperability. A long-term goal in
line with AB’s vision having middleware providing a ‘single sign-in” interface, will help
mitigate the challenge of multiple portals with different sign-ins for patients as well as
providers. This will allow patients to access multiple messaging options depending on
which provider they wish to contact, enabling messaging from one single platform
without compromising choice of systems for providers. A priority for providers is
incorporating and embedding ASM within their existing workflows without having to
switch between platforms (EMR and messaging systems). EMR-integrated ASM tools
would enable providers to use ASM without excessive disruption to their routines.

3. Enhance regulatory mechanisms. While all provinces have regulatory bodies or virtual
care guidance teams, the degree to which standards and requirements were enforced
varied. To avoid an overly requlated environment which stifles innovation and choice of
systems, we recommend formulating a broad set of consistently applied requirements
relating to security and privacy. Defining standards alongside ongoing patient
engagement efforts helps establish trust while balancing privacy needs and access to
PHI. Linking compliance to compensation eligibility will encourage providers to adopt
solutions that meet basic requirements.

4. Continue to invest in ASM initiatives. While some provinces adopted a provincial
approach to ASM by integrating it into their provincial platforms, there are still multiple
local or regional pilots with uncertainty around continued funding. Clear and continued
support at the provincial level can help improve adoption and continued use of ASM,

with the possibility of scaling local pilots to a regional or provincial level. Adoption of co-
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design approaches to ASM product and program design and delivery, involving providers
as well as patient partners, is important for relevant and context-specific solutions.
Provincial support for change management, training, and implementations would
encourage more providers to enable ASM within their practices. Increased evaluations
will also help operationalize and scale local pilots to a regional or provincial level, so that
efforts invested into such pilots are not wasted.

5. Invest in change management and training initiatives. Learnings from previous
initiatives and their evaluations should inform education and training materials on the
appropriate use of ASM. Efforts in this direction may include the identification of clinical
champions to promote the value of ASM to their peers, and co-designing guidelines with
patients and providers to define appropriate use of ASM. A provincially led approach to
change management and providing support for training and implementation can
encourage ASM adoption. Providers must be trained on how ASM (especially one-way
messages) can be leveraged to optimize work practices, and enable time and cost
efficiencies, even in the absence of compensation. Providers may be more receptive to
enable two-way messaging once the ease and benefits of one-way messaging are
realized. Patients need to be educated on the appropriate use of ASM, what level of
detail needs to be included in their communication, and what expectations they may
have about providers’ response times. The key uses of ASM are only beginning to be
discovered and will require ongoing iteration to balance provider workload and patient

benefit.
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6.0 Project 2 Conclusion

This report generates shared learnings across siloed health systems in Canada by comparing
the ASM landscape using a defined framework and providing recommendations based on
ongoing provincial initiatives. The COVID-19 pandemic increased uptake of virtual care, with
ASM having potential for increasing convenience and saving time. However, providers’ time
and effort spent on ASM, though minimal if managed appropriately, must be compensated
to facilitate adoption and to support the cost of implementation. One exception is one-way
messaging from providers to patients, which may be viewed as time saving for providers
and taken up without remuneration. Overall, providers may be more inclined to enrol in ASM
implementations if they have some certainty surrounding the continued funding and
support that may be available to them once a pilot ends, or if they are guaranteed
remuneration through established ASM billing codes or capitated funding models. Provincial
patient and provider platforms would greatly benefit from having messaging capabilities
incorporated into their systems, for better utilization of resources and to improve access of
care. Embedding messaging capabilities into providers’ portals or EMRs would mitigate
challenges faced with workflow integration. Efforts and investments that have been made
into local implementations and pilots need to be leveraged by conducting evaluations that
provide cross-jurisdictional learnings for future ASM implementations that can be spread
and scaled. Change management efforts should be informed by these evaluations and
learnings to provide guidelines and training to providers as well as patients surrounding

appropriate use of ASM.
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Digital health equity and patient engagement are capabilities that should be integrated into
ASM efforts from an early stage. Currently, the focus on establishing the required
infrastructure to enable ASM seems to largely ignore digital health equity in most provinces.
Prioritizing equitable access would be instrumental to promote uptake among both
providers as well as patients.

ASM is likely to see continued and sustained uptake, as both providers and patients have
recognized the benefits as well as convenience offered by such virtual care modalities.
Provincially driven change management efforts, suitable remuneration and incentives, and
formulation of guidelines with inputs from patients as well as providers are some of the key
recommendations that may help realize the value of ASM for all users. The analytic
framework used in this study provides a useful tool for cross-jurisdictional comparison of
other virtual care initiatives as well. It can be leveraged to track how ASM programs evolve
over time, as many provinces are still thinking through how best to deploy this new modality

in their systems.
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Project 3 Operational Definitions

Asynchronous Secure Messaging

A written clinical encounter which may include image attachments, not requiring an instant
real-time response, and accessible by patients and providers via a web browser, mobile
application, or standalone application. For the purposes of this project, asynchronous secure
messaging refers to messaging within the EPIC electronic medical record and does not

include email.

Project 3 Acronyms

ASM Asynchronous secure messaging
EMR Electronic medical record

PAN Patient Advisors Network

PCP Primary care provider

WCH Women'’s College Hospital
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Project 3 Executive Summary

Objectives

This stream of work aimed to describe the current asynchronous secure messaging (ASM)
models of care used in specialist care clinics with varying in-person and virtual care models
according to the type of patient and type of care. The study was conducted at an ambulatory
hospital, Women’s College Hospital (WCH), in Toronto, ON. In this study, barriers and
facilitators of ASM adoption were explored among health care providers, administrators, and
patients along with key lessons learned. This evaluation was conducted with the goal of
generating recommendations for specialist ASM models of care that have a better chance

of being adopted by health care providers.

Methods

In partnership with patient partners, we conducted a concurrent mixed-methods study that
included quantitative and qualitative data from specialist hospital-based ambulatory clinics.
The quantitative data included aggregated utilization data from the EPIC electronic medical
record (EMR) to explore user characteristics and patterns. The qualitative data included semi-
structured interviews with 11 health care providers (all physicians), five administrative staff
personnel (i.e., clinical flow supervisors, coordinators, and secretaries who triage messages),
and three patients to learn about current models and explore barriers and enablers to
adoption and meaningful use. Quantitative and qualitative findings were interpreted
together to provide a comprehensive assessment of how ASM can be used to support

successful models of care moving forward.
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Results

There has been an increase in patient-initiated messages sent to health care providers
through the patient portal since the pandemic began. Physicians became increasingly
overwhelmed with the number and type of messages they received, and the work required
to respond to messages. The way messages were handled and who was responsible for
handling them varied widely across specialties. Out of four departments (rheumatology,
dermatology, surgery, and mental health) three reported largely negative experiences using
ASM (the exception being surgery). Departments that had nurses screen messages seemed
to have more successful models. Physicians in departments with a high patient-per-physician

ratio and those without nursing staff were particularly disadvantaged.

Table 1. Barriers and facilitators of ASM adoption.

Barriers Facilitators

Inappropriate use by patients Value proposition

e Physicians felt that patients use ASM o Clearly distinct value propositions across users,

inappropriately.

Poor modality fit.

Increased access to providers in a system
incapable of handling it.

Messages considered inappropriate included
messages about new medical concerns,
consultations on behalf of individuals not under
the physicians’ care, urgent clinical or non-clinical
requests, complicated situations that required
synchronous discussion, complaints, requests for
appointment changes that were not medically

necessary.

with very low value for physicians in the context
of high value for patients.

Patients valued the convenience and the ability
to contact physicians outside regular working
hours.

Administrative staff valued the lower workload of
using messaging over phone and voicemail.
Physicians used messaging only for simple
clarifications or result updates after
appointments, but some avoided using it for
anything in fear of increasing further patient use
of ASM.

Poor physician experience User education

e The volume of work and the inappropriate e Physicians expressed a need to educate patients
requests created a largely negative experience on how ASM is to be used.

for most physicians.

Canadian Network for Digital Health Evaluation | Women’s College Hospital 99



e Physicians who were especially affected by large
numbers of messages reported being anxious.

¢ Physicians felt they were being taken advantage
of.

¢ Physicians felt that patients do not understand
how the health care system works (notably
physicians' non-compensation and the concept of
discharge from specialist care).

¢ Physicians expressed concerns around lack of
knowledge around what their responsibilities
were when it comes to the use of ASM in medical

care and liability.

Poor engagement of all users

e Administrative staff were not consulted in the
decision to shut off the messaging system.

e Administrative staff reported that patients
complained about the system being shut off.

Equitable access to care

e Patients and administrative staff reported that
ASM provides access for structurally marginalized
patient populations and removing it creates an

environment of inequitable care.

Increase in physician workload

e ASM added a significant workload to many
physicians.

e Clinics with higher patient volumes, higher
patient-to-provider ratios, and those without any

nursing support were impacted the most.

Lack of compensation and increased liability

e Physicians were forced to handle messages
outside regular business hours as it was
uncompensated work.

e There were clear uncertainties around physician
liability when it comes to messages containing
medical emergencies or new medical concerns

being brought by patients discharged from care.

Recommendations

Organizational-Level

1. Develop specialty-specific models of care that consider triage of patients, processes
to handle messages (i.e.,, nursing or clinical staff handling some messages ahead of

physicians), and opportunities for additional visits when a visit outside ASM is needed.
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2. Adopt an organization-wide strategy for patient engagement and training around
ASM.
3. Engage all users (i.e., patients, caregivers, clinicians, staff) in the design of models

of care and in decisions around changes to the models of care.

Policy-Level

1. Implement physician remuneration for care provided through messaging.
2. Reduce variation in access to ASM services across the health care system.
3. Develop strong provincial clinical ASM guidelines and recommendations and

develop methods to communicate those to physicians.
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1.0 Project 3 Background

1.1 Summary of Evidence

The onset of the COVID-19 pandemic led to a rapid, widespread rollout of virtual care tools
designed to enable access to remote care. One of these tools was the increased use of
patient portals which includes secure messaging capabilities where patients can schedule
appointments or directly contact a clinic or their health care providers with questions. Since
patients and providers are not online at the same time, messages within the patient portal
are referred to as ‘asynchronous secure messaging (ASM)’, as each user responds when they
login to the system (email is another form of asynchronous messaging, but email is not
secure). In contrast, 'synchronous' patient-provider communication, such as video and
phone, involves both parties being present simultaneously (1).

Patient-provider ASM and email communication adoption in Canada was very low before
the pandemic. According to a Commonwealth Fund International Health Policy Survey from
2019 (1), only 22% of primary care practices used ASM or emails with their patients, placing
Canada 11" out of 11 countries in the survey. However, a report by Canada Health Infoway in
2021 showed a general increase in the use of ASM, with 36% of physicians using ASM and
email (up from 18% in March 2020) (3). Despite this increase, the use of ASM remains low
compared to other virtual care modalities such as phone (93%) and video (51%) (2).
Considering past studies have noted significant provider concerns and few benefits
associated with ASM, the lack of adoption is not surprising (3,4). Reported barriers include
increased physician workload, lack of compensation, and patients’ misuse of messaging. The

misuse included examples of patients sending messages that were not clinical, patients
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incorrectly using messaging (i.e.,, messaging instead of using the scheduling feature), and
patients sending unfocused or insufficiently detailed messages that lacked sufficient

information to make a clinical decision (3-5).

1.2 Women’s College Hospital Use-Case

Women'’s College Hospital (WCH) is an ambulatory hospital located in Toronto, ON, with 1,165
staff, 350 nurses and allied health professionals, and 586 physicians, providing 330,000 in-
person visits and 192,000 virtual care visits in a year (based on 2022 Annual report data).
Among its many specialties are cardiology, dermatology, endocrinology, gastroenterology,
internal medicine, gynecology, psychiatry, respirology, rheumatology, surgery, and
oncology. In all departments, except family practice, the hospital has used EPIC electronic
medical records (EMR) since 2015. Currently, about 180,000 patients are active users of the
EPIC-based patient portal, while about 20,000 patients login every month.

The onset of the pandemic led to a rapid increase in the number of patients signing up for
the portal. In many clinics at WCH, this resulted in a very large volume of messages being
received by physicians and other hospital staff (clinical and administrative), adding
significant work to already overburdened health care providers. As a result of the increased
workload, in December 2021, physicians in many departments within the Department of
Medicine requested that the hospital disable direct patient-to-physician messages. Patients
in many departments could still send messages through the scheduling pathway of the
patient portal system, but they could not directly message their physicians. Administrative

staff, who were still able to receive messages through the scheduling pathway in some
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departments, continued to forward messages to physicians if clinical questions were
included in the scheduling requests.

Messaging through the patient portal is still being used at WCH, but not to the same extent
as before since some features were disabled. Several factors remained unclear: the number
of messages patients were still sending, how messages were being used within specialty
care clinics (before and after disabling the direct patient-to-physician messaging feature in
some departments), whether clinics had developed models of care that successfully
integrated messaging into patient care, and how users’ perceived messaging use. These

findings can help inform the implementation of the ASM modality in other settings.

1.3 Objectives

The overall goal of this study was to identify potential models of care that can successfully
integrate ASM into routine practice. With this purpose in mind, we had the following

objectives:

1. Describe models of care currently in use at WCH across various clinics.

2. Identify and describe barriers and facilitators of ASM adoption and summarize the key
lessons learned concerning the use of ASM.

3. Generate recommendations for models of care that have a higher future chance of

successful adoption.

2.0 Project 3 Methods

With these goals in mind, we conducted a concurrent mixed-methods study, in partnership

with patient partners from the Patient Advisors Network (PAN), that included:
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1. A longitudinal cohort study using aggregated EPIC utilization data to explore user
(patients, physicians, and other clinical staff) characteristics and patterns.

2. Semi-structured interviews with health care providers, administrative staff, and patients
to learn about the models that are currently in use and explore barriers and enablers to

adoption and meaningful use.

Quantitative and qualitative approaches were conducted concurrently, and findings were
triangulated to provide a comprehensive assessment of how ASM can support successful

care models moving forward.

2.1 Setting

The study was conducted in four specialty clinics at WCH (Table 2) that had high ASM use
and different pre-existing models of care. In some clinics, patients are seen episodically with
a few appointments; in others, patients have ongoing relationships with their providers and

regular follow-ups.

Table 2. Specialty clinics included in the evaluation and their characteristics.

Average Average Average Average Type of patients
number of number of number of number of

unique physicians nursing staff  allied health

patients staff

per

month
Mental Health | 1,142 28 1-2 13 Chronic, rotations from about 10
weeks to 13 months.

Rheumatology | 706 8-9 0-1 0 Long-term, chronic patients, with
repeat visits over months.

Dermatology 1,834 26 10 0 Mostly episodic with repeat visits
over a month.
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Surgery 1,986 1 5 3 Acute, episodic care with repeat

visits over weeks post-surgery.

Note: Patients and providers were included in each monthly count if they had at least one appointment per
month within their respective clinic.

2.2 Quantitative Methods

We conducted a longitudinal time-series study using EMR data from EPIC. We examined the
use of messages by patients, physicians, and other health care providers and how the use of
messages relates to the type of clinic visit (i.e.,, phone, video, in-person). Data was pulled
over 25 months, starting six months before the onset of the COVID-19 pandemic (October
2019) until October 2022 on a monthly basis. The types of messages included were user
messages, patient medical advice requests, patient appointment schedule requests, and
patient appointment cancellation requests; system messages were excluded. All data was
aggregated and processed by decision support staff at WCH. Descriptive statistics were used

to describe all quantitative data stratified across the four clinics.

2.3 Qualitative Methods

To learn about the current messaging models of care and explore barriers and enablers to
the adoption and meaningful use of ASM, we conducted semi-structured interviews with
health care providers (physicians), clinic staff, and patients (see Appendix 3A for interview
guides). Questions were tailored to each clinic and participant type. An inductive thematic
approach was used to analyse the data from the interviews, with themes grouped around
identifying barriers and facilitators of adoption. The qualitative methods are described in

more detail in Appendix 3B.
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3.0 Project 3 Results

3.1 Findings from Clinical Specialties

3.1.1 Dermatology

Program Overview

A range of Dermatology Appintments by Modality
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genital skin disease, Figure 1. Total dermatology appointments by modality type.

HIV dermatology, autoimmune skin diseases, and pediatric dermatology. There are multiple
clinics within the department, including general dermatology, hair loss clinic, Mohs
micrographic surgery, multicultural dermatology clinic, transplant clinic, transitional clinic,
wound care centre and Ontario’s first clinic for people with non-Caucasian skin. According
to one physician, about 30 to 40% of patients have multiple appointments while the
remaining have a single consultation. Physicians reported that dermatology is a high-volume
specialty, seeing about 40 to 50 patients daily, which can result in a high volume of

paperwork and a large number of patient messages.

Canadian Network for Digital Health Evaluation | Women’s College Hospital 107



Message Characteristics and Level of Use

Patients initiated
6,240 messages (rate
of 3.4 messages per
patient) and sent 5,283
response messages to
the dermatology
department (Figure 2).
Nurses  were the

highest  users  of
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Figure 2. Total number of initiated and response messages sent.

messages in the department, and they initiated a total of 1,349 messages and received 4,946

over the study period (13 months) as shown in Figure 3. There was a clear increase in the use

of messages by patients early in the pandemic. A drop in message use is seen after the direct

patient-to-physician messages were turned off. The use of ASM by physicians seemed quite
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Figure 3. Total number of initiated and response messages sent by health care providers.
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low, despite reports from physicians that there was an overwhelming number of messages.
Messages addressed to nurses and then forwarded to physicians would not have been
included in the physician count.

Workflow

Based on our interview data, nurses were responsible for triaging patient messages. A nurse
would forward messages to the patient’s physician when a clinical decision required their
involvement, and the physician would decide how to address the patient’s request (Figure

4). Physicians indicated that they felt many messages were forwarded directly to them

without much attempt

—
resolve the clinical
Physican

question. Note that if
messages were

addressed directly to

from the nurses to

_Admin I gl Patient
gl Patient |

the nurse, these Figure 4. ASM workflow in dermatology.

messages were not recorded in EPIC as messages sent to physicians.

Health care providers tended to send messages during business hours. Most messages had
either zero or one reply, and few had over five replies. When asked, physicians felt that all
patient messages were responded to, so it is likely that some messages without replies may
not have required a reply or may have been handled over the phone. The average time since
the patient’s last appointment and the time the message was sent was 92 days for patient-

initiated messages (see Appendix 3C).

Canadian Network for Digital Health Evaluation | Women’s College Hospital 109



3.1.2 Rheumatology

Program Overview

The rheumatology program offers specialized care to patients with musculoskeletal and
autoimmune diseases, including active autoimmune disease, inflammatory arthritis, and
acute rheumatism. A multidisciplinary team, including an advanced practice physiotherapist
provides specialized assessment and educational services. During the pandemic, there was
an equal split between phone and video visits (Figure 5). In August 2021, there was a shift to

more in-person care with a steady return to in-person visits and a decline in virtual care visits.

Rheumatology Appointments by Modality

1000
800
600
400
200
0

o (o] N < e} [e0} o (o] N < O (o] o (o] [a] < O (o] o

RRE§SSRRRIRESRREREERR

= N-person Phone e Video

Figure 5. Total rheumatology appointments by modality type.
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Message Characteristics and Level of Use
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department (Figure 6).

Physicians were the Figure 6. Total number of initiated and response messages sent.
highest users of messages in the department (Figure 7). While they initiated few messages
(384 messages over the study period of 13 months), the total number of responses sent was

3,469. Given that seven to nine physicians worked in the department each month, this is a
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Figure 7. Total number of initiated and response messages sent by health care providers.
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high number. There was a steady increase in the use of messages since the start of the

pandemic, with a clear drop in message use after messaging was turned off.

Workflow

Most messages in the rheumatology department were responded to by physicians (Figure
8). There is no nursing staff to support physicians in message response. Based on our
interview data, the rheumatology department does not have nurses, so physicians are
completely responsible for handling clinical questions with some support from
administrative staff for non-clinical questions. All messages sent to the general
rheumatology account are reviewed and screened by administrative staff before being
forwarded to physicians. A more equal split was seen in this department between messages
with no response and those with either one or two to five threads. For patient-initiated
messages, the average time since the patient’s last appointment and the time the messages

were sent was 61 days (see Appendix 3C).
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Figure 8. ASM workflow in rheumatology and mental health.
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3.1.3 Mental Health

Program Overview

WCH's mental health program is unique in Canada because it focuses on women's mental
health but provides high-quality care to all people, with particular attention to issues of sex
and gender. As part of the program, sex and gender-specific mental health issues are
addressed for reproductive life cycles (i.e., depression or anxiety associated with
menstruation, pregnancy, childbirth or menopause), early childhood trauma (i.e., abuse or
neglect), and various medical conditions (such as diabetes or heart disease). The
interdisciplinary department offers a range of specialized care in the reproductive life stages
program, general psychiatry program, and trauma therapy program. Early in the pandemic,
phone replaced in-person visits, but video took over phone in the summer of 2020 and has
maintained its dominance as the modality of choice (Figure 9). Very few visits occur in-

person or over the phone.
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Figure 9. Total mental health appointments by modality type.
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Message Characteristics and Level of Use

Patients initiated 12,943 (rate of 11.3 messages per patient) and sent 12,980 response
messages in the mental health department (Figure 10). Physicians and allied health
professionals in the department were the most frequent users of messages, initiating and

responding almost equally to messages (Figure 11). Nurses, therapists, and trainees engaged
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continued use of

messages.

Workflow

Based on our interview data, the mental health department’s messages are first screened by
administrative staff. Administrative requests are handled by the staff and any clinical
questions were forwarded to physicians, similar to the workflow model in the rheumatology
department (see Figure 8). Most messages in the mental health department were responded
to by physicians and allied health professionals. There were fewer patient messages with no

replies from hospital personnel in the mental health department and the majority of
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messages had a single response, followed by messages with two to five threads. On average,
patient-initiated messages were sent 36 days after the patient’s last appointment (see
Appendix 3C), which was the shortest timeframe among all departments. The shorter
timeframe may have been due to the higher frequency at which patients are seen in mental

health (often on a weekly basis).
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Figure 11. Total number of initiated and response messages sent by health care providers.

3.1.4 Surgery

Program Overview

WCH's department of surgery treats patients on a day-surgery basis for various medical
conditions. There are five specialties within the department: general surgery (such as
gallbladder, hernia, anorectal and breast surgery), orthopedic surgery (specializing in sports
medicine), urologic surgery (with a focus on male fertility procedures, male/female sexual
medicine and vaginoplasty), endocrine surgery, and plastic surgery (specializing in breast

reconstruction and other breast operations). The relative use of in-person, video, and phone
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has been relatively stable since the Fall of 2020 (Figure 12). Most virtual visits are by phone

and adoption of video is quite low.
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Figure 12. Total surgery appointments by modality type.
Message Characteristics and Level of Use
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messaging, so uptake continued to grow. Most messages sent to the department were

handled by nurses, with physicians handling them on occasion (Figure 14).
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Figure 14. Total number of initiated and response messages sent by health care providers.

Workflow

Based on our interview data, the surgery department’s messages are screened by a nurse

who handles most messages, contacting physicians only when necessary (Figure 15). Many

patient messages had no replies. The majority of patient messages that did receive a

response had one to five replies. The average time since the patient’s last appointment and
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Figure 15. ASM workflow in surgery.
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3.2 Factors Affecting ASM Use

The following description of ASM barriers and facilitators of use is based on the qualitative
interviews and is further informed by the quantitative data described above. We interviewed
11 physicians, five administrative staff personnel (i.e., clinical flow supervisors, coordinators

and secretaries who triage messages), and three patients.

3.2.1 Barriers to Adoption

Appropriateness

The feeling among many physicians was that many patients did not use messages
appropriately. Their concern was that patients were using messages to ask questions
without considering whether the question(s) would be appropriate in that modality or
whether they even needed to consult their physician. Physicians felt uncomfortable with the
fact that patients were able to communicate with them more easily through ASM rather
than phone calls, and this was due to the feeling that physicians had an obligation to respond

to patients once they contacted them about a medical issue.

“This is so inappropriate. I'm not gonna diagnose you through these
messages, but that's what they expected. They thought that I'm an
internet doctor and you know, they could send me their whole problem
and expect me to give them medical advice without seeing them and
there was a fair amount of that. And |, you know, | would send a message
back saying you need to make an appointment to discuss this." —
Physician 1, Rheumatology

Canadian Network for Digital Health Evaluation | Women’s College Hospital 18



It was common for patients to message about new medical concerns months or even years
after being discharged from a specialist’s care or to discuss concerns they may not have
discussed with their physician at a regular appointment. Some physicians even gave
examples of patients contacting them for advice on family members” medical conditions or
new medications prescribed by other physicians. Physicians said that patients sometimes
would use ASM to send urgent requests, including both urgent medical and non-medical
requests (i.e., letter requests and prescription renewals). Most physicians complained that
patient messages were often very long (several pages), and it took them a long time to
review and respond. Sometimes patients would ask for their appointments to be
rescheduled for an earlier date due to emerging medical concerns. Physicians typically felt
pressure to reschedule appointments even when they thought it was not clinically
necessary. Physicians said that patients would use messaging as a medium to complain
about the care they received or physicians’ inability or unwillingness to change an
appointment or provide medical advice over messaging. Physicians often felt that ASM could
not offer the same quality of care as a synchronous visit (virtual or in-person), resulting in
tension between some physicians and patients. From the physician’s perspective, patients
should be restricted on what kinds of questions they can ask through messaging. On the
other hand, administrative staff believed patients should not have any restrictions since

there were no restrictions on what they could call about.

Poor Physician Experience

In general, physicians had a negative experience with messaging, especially in departments

where they had to respond to a lot of messages. Many physicians spoke about the anxiety
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they experienced when opening their inboxes and not knowing how many messages they
must respond to. Many spoke about having to stay extra hours after clinic to respond to
messages. Physicians disliked ASM because they felt they were being taken advantage of. In
their opinion, patients did not use ASM properly and had unrealistic expectations about its
use. They acknowledge that not all patients are misusing it, but those who do create a lot of

additional work for them, which ultimately has a negative impact.

Increase in Physician Workload

One of the biggest challenges was the level of work ASM added to physicians’ days, which

varied widely across specialties and occasionally between clinics within a specialty.

“The amount of anxiety it gave physicians, like multiple people had said,
wow, like when we go to click on that folder, we get like a little like, like
nervous cause wer're like, OK, how many, how bad, how extensive? People
write a lot. And it was really, really impacting, | think people’s wellness." —
Physician 4, Rheumatology

Clinics with higher patient volumes, higher patient-to-physicians ratios, and those without
any nursing support were impacted the most, as the responsibility fell on the physicians to
screen and respond to all messages. In the surgery department, for instance, a nurse was
assigned to physicians with whom they had a long-term working relationship, allowing them
to learn how to work with each other and what the physician preferences and approaches
are. Most messages were then resolved by nurses and most often, whatever remained to be
done by the physician was resolved through a phone or in-person appointment. The surgery

department usually had the capacity to see patients quickly if the need was there. However,
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this model with nursing staff triaging messages did not always work well, as some
dermatology physicians said they felt that nurses still forwarded many messages. In the
other departments (i.e, mental health, rheumatology), messages were screened by
administrative staff, and most messages were then forwarded to physicians anyways unless

it was a straightforward appointment booking change request.

Lack of Compensation and Increased Liability

The problem with the use of ASM for physicians is further exacerbated by the fact that ASM
in Ontario is not compensated. Some physicians said they were limited in the amount of

uncompensated work they could add to their workload.

“(We are) not compensated in any way shape or form. So, dealing with a
problem looking at pictures, doing whatever and receiving no
compensation for that? And it's just a giant uncompensated increase in
workload, and | don't think it helps.” — Physician 7], Dermatology

The physicians were particularly concerned about being expected to use ASM to complete
tasks that would normally be compensated. Some physicians said they refused to respond
to clinical questions through ASM and always instructed patients to make appointments.
Unfortunately, physicians’ ability to schedule patients varies across specialties and has been
further exacerbated by backlogs due to the pandemic. While some physicians (i.e., surgeons)
reported that they usually had the means to consult the patient quickly, other specialties
(.e, dermatology) indicated they were booked months in advance. The fact that physicians

can now be notified of medical issues through ASM poses them with a challenging ethical
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situation, since they feel a responsibility to manage the situation but may not be able to get
the patient an appointment. Referring the patient back to their PCP was not an option in
many cases as, in their opinion, the PCP could not deal with the medical issue. Messages also
make physicians uncertain of their liability, as they are unsure if it becomes their
responsibility to handle the medical concern. As a result, some physicians had to either stay
after hours at the clinic or see patients on days when they were not supposed to be seeing
patients just to accommodate these additional requests. Liability was also questioned
regarding patients sending messages about urgent medical conditions like chest pain or
suicidal ideation. Many physicians said that, while there were local departmental rules where
physicians were allowed seven days to respond (this varied across departments), they felt
that they needed to check messages more often as there was always a risk that patients
would send urgent medical requests and they assumed responsibility. Physicians were also
concerned about making medical decisions with incomplete information, which they were

sometimes forced to make as they had no capacity to see patients in person.

Poor Engagement of All Users

General tension existed in some departments in relation to administrative staff not being
consulted in the hospital’s decision to shut off the direct patient-to-physician messaging
feature. As will be described in the next section, there were quite a few benefits and
generally reduced workload in using messages over voicemail for administrative staff.
According to administrative staff, some patients complained that messages were turned off.

As far as we know, patients were not consulted in that decision either.
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3.2.2 Facilitators to Adoption

Value Proposition

The most clearly defined value proposition for using messages was that it was convenient
for patients, and it met their needs. This sentiment was expressed by almost everybody we
spoke to in our interviews, including physicians, patients, and administrative staff. Patients
liked the ability to send messages any time of the day; it improved their access to care and

was often a preferred method over phone.

‘From a patient perspective you could be [in a situation where you want
to say:] | can't take an incoming call because I'm at work. | don't have
privacy (when) I'm on zoom meeting or I'm not awake because I'm

nocturnal.” — Patient 28

The messaging system was also more private and efficient allowing appointment changes
and physician responses to be made more rapidly than by phone. Some patients also
expressed that it is easier to keep track of written communication by having the ability to
go back and check what was said, as opposed to trying to remember what was said during
a visit.

There were also quite a few benefits of using the messaging system for administrative staff.
Administrative staff reported that ASM is faster to manage than voicemail (as voice
messages must be transcribed and entered into the chart). ASM also saved time as it did not
require matching a voice message to a specific patient as it was already done through the

system and voice messages had a risk of not always being able to be linked to a patient
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identifier. Administrative staff indicated that the shut-off of direct patient-to-physician
messaging significantly impacted their workload, as checking voicemail was a very time-
consuming activity.

Physicians expressed few value propositions. Only a few examples were provided, including
the ability to reduce clinic phone calls and the reduced security risks of messaging over
email. Most physicians rarely initiated messages, and when they did, they used messaging
mostly for quick follow-ups of a recent visit or to communicate lab or diagnostic imaging
results. One physician said they purposefully avoid ASM, so that the patients are not

introduced to it.

User Education (Patients, Health Care Providers, and Administrative Staff)

Many physicians said they spend time with patients explaining how messaging is used and
that it is not intended for emergency or clinical care. Instead, it was meant to supplement
the care they receive through other modalities. In general, physicians advised patients to
refrain from messaging about issues that can wait until their next therapy session or follow-
up appointment.

Two patient-related factors also emerged regarding patients’ understanding of how the
health care system works. Physicians felt that patients had a poor understanding of how
physicians are remunerated, and patients were likely mostly unaware that physicians were
not being compensated for responding to messages. The other lack of patient clarity was
regarding the understanding of being discharged from the care of a specialist physician. At
WCH, patients could message physicians for up to two years after their visit. However,

patients could be discharged from care after a single visit. Physicians observed that many
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patients felt they had continued access to specialists despite being discharged. The patients
we spoke with had some understanding of these barriers, but they may not have been
representative of all patients. Further, no interview participants reported that patients are
being informed about being discharged from care and it is unrealistic to expect that patients
would know that they have been discharged.

Physicians expressed a concern about liability and lack of clarity on what their
responsibilities were around the use of messaging. They also had varying perceptions on
what the guidelines are with respect to when they need to respond to patients. None of the
users involved (staff, providers, or patients) had received any training around the way ASM

is to be used in medical care.

Equitable Access to Care

The messaging system was viewed by administrative staff and patients as providing better
access to patient care, especially for structurally marginalized patient populations. Examples
given were improving access for patients who have to work during the day and have limited
access to work breaks to be able to accommodate synchronous virtual or in-person
appointments, better access for patients with hearing impairments, who may find it difficult
to communicate over the phone, and improving accessibility for out-of-town patients who

have to pay long-distance phone charges to call the clinic.
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4.0 Project 3 Discussion

4.1 Summary

The overall goal of this stream of work was to describe the models of care currently in use
at specialist clinics at WCH, describe barriers and facilitators of ASM adoption, and
summarize key lessons learned concerning the use of ASM. In doing so, we hoped to
generate potential ideas and recommendations for models of care that have a higher chance
of successful adoption.

For the evaluation, we included specialties with distinct models of care to explore whether
messaging fits better in certain models than others. Our analysis found that messages had
steadily increased since the beginning of the COVID-19 pandemic. Physicians were
increasingly overwhelmed with the types of requests they were receiving, and the work
required to respond to messages. Many physicians reported that they had to work outside
regular business hours to respond to messages. Across clinics, there was wide variation in
the number of messages sent and the ways messages were handled. Departments that had
nurses screen the messages seemed to have more success. Physicians in departments with
high patient-per-physician ratios and those without nursing staff were especially
disadvantaged. The surgical department fared the best, with few physicians expressing
concerns likely due to the successful triage system they had, which resulted in few messages
reaching them. Many physicians talked about the high levels of anxiety they felt before
opening their inboxes. Overall, physicians’ experience was very poor and that is why many
felt happy when the use of direct patient-to-physician messages was turned off in their

department.
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The following factors were identified as being more predictive of better ASM integration:
nursing/clinical staff who triage and handle most messages, an easy way to book patients
who require an appointment, and a more straightforward discharge pathway for patients,
especially in more episodic care. The study also showed that there was little training or
guidance provided to all users (patients, providers, and administrative staff) on how to use
ASM and especially on how to embed it into a proper clinical workflow and model of care.

Our findings from this project are in contrast to an evaluation we completed in primary care
a couple of years before the pandemic (6) on virtual care use, where PCPs were given access
to phone, video, and ASM to communicate with patients. The previous evaluation indicated
that patients mostly used ASM to communicate with their providers over other modalities.
In this pre-pandemic primary care evaluation, we showed that physicians largely felt that
patients were using messaging appropriately. One main difference was that physicians chose
which patients should have access, while messaging at the hospital was just turned on in
the context of deploying the patient portal. Choosing which patients could have access may
have limited the number of inappropriate messages. Project 2’s findings further indicated
that ASM use in primary care across various provinces has substantial potential, but these
findings were not based in interviews with physicians, but rather system planners and
vendors. Studies should further explore the barriers of use among physicians, especially in
settings where providers cannot control which patients receive access. Other potential
factors to be explored include the length of relationship between provider and patient, the
availability to see patients when new medical issues require it, and the patient-to-provider

ratios across specialties.
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4.2 Limitations

There are several limitations associated with this evaluation. First, the findings are limited to
only four ambulatory-care hospital specialties. With the considerable variation in how ASM
were used across clinics, future evaluations should examine other specialties and settings.
The findings are limited to clinical models within specialty care. This study excluded primary
care practices since they use a different EMR system. Patient-physician dynamics in primary
care are quite different, as providers have an ongoing responsibility for their patients and
ASM may work better in those settings. Therefore, the findings from specialty care are
unlikely to be directly transferable to primary care settings. Nursing staff were not included
in the evaluation, although we attempted to do so. As our evaluation shows, nurses are
instrumental in providing clinical care through ASM in successful models of care. Finally, we
used only EMR-based quantitative data and it has its own limitations. Some examples of
EMR-based limitations are that messages were grouped based on who they were sent to,
not who responded to the messages. Some messages that may have been forwarded may
not have been categorized properly. The surgical clinics’ data likely includes patients that
may not have had a surgery. Administrative users were not well defined as users in the EMR
system and so it was not possible to examine how many messages they were handling. Many
administrative staff were opening messages sent to providers, so there may be some

misclassification around the roles of users who handled messages.
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5.0 Project 3 Recommendations

5.1 Organizational-Level

1.

Develop specialty-specific Input-Throughout-Output messaging models of care. The
findings indicate that there is quite a bit of variation across specialties in terms of how
messages are being used. Future ASM models of care should include the specialty type,
the type of populations seen in a clinic, the duration of a patient's active status in a clinic,
and the type of staff available to support providers with triaging. Creating clinical roles
to support physicians in handling messages could significantly improve its adoption.

Currently, there are challenges with the full care pathway of ASM.

Input: The current system, while often incorporating triage staff, rarely works. Most
messages were automatically forwarded to physicians, and they were overwhelmed by
the number of requests they received. The task of screening messages should be
assigned to clinical staff. A method also needs to be in place for messages to be checked
when providers are away or not on site. To avoid having to work after hours, providers
should be given protected and paid time to respond to messages. Only patients who are
under active care should be able to send messages, not those who have been discharged.
Upon discharge, the system should notify the patient that they need to seek care from
their PCP and request a new referral for any new emerging conditions or the same
condition if a substantial time has passed since their initial consultation (usually new

referrals are needed if it has been a year since the last appointment, but this may vary
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across specialties and clinics). Patients should be advised to seek urgent or emergency

care for critical and emergency medical conditions.

“..a lot of things that you know in other models you would have some
support, you don't have that support here. And, so unless we have
additional nursing support or physician assistant support or something
along those lines, the messages... | don't think are going to work. We need
additional help to deal with some of the stuff.”

— Physician 4, Rheumatology

Throughput: If the triage is handled by clinical staff, they will be able to coordinate many
clinical requests. This will significantly reduce the number of messages being forwarded
to physicians. For example, in surgery, many post-operative questions are similar and can
be addressed by nurses instead of physicians.

Output: Proper pathways should exist to handle patient requests requiring in-person or
synchronous virtual visits. Referral to urgent care clinics may be a solution for those
messages that clearly show that patients need to be seen sooner than the next available

appointment.

2. Adopt an organization-wide strategy for patient engagement and training around
the use of ASM. In making decisions about how new ASM models of care are to be
developed, patients should be engaged every step of the way to provide feedback and
perspectives in a co-design model of ASM care. Additionally, active patient engagement

and communication should be leveraged to inform patients how the ASM function in the
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hospital is to be used. While some standardization across the entire sector is critical and
will support patients as they use health care services at different organizations, any
clinic-specific variations from that standard should be clearly communicated to patients.
Engage all users in the design of models of care and in decisions around changes to
the models of care. The hospital made the decision to shut off patient-to-physician ASM
in response to physicians' concerns in December 2021. The feedback received from the
administrative staff was that neither patients nor administrative staff were engaged in
these decisions and there were adverse effects to both patients and administrative staff.
Future decisions about changing access to ASM and creating new models of care for the
use of ASM should engage all users (clinicians, patients, caregivers, and administrative
staff), so that the new model has a higher chance for success. As the use of ASM holds
greater value for some users over others, new models need to better align the balance

between effort and benefit across all users.

5.2 Policy-Level

1.

Provide physicians with remuneration for care provided through messaging.
Provinces should offer remuneration for care delivered through ASM that involves more
complex interactions. The current model requires physicians to provide ASM services
without compensation which is not sustainable. Many physicians said that
reimbursement is a necessary first step for them to consider using ASM in their practice,
though uptake of one-way ASM may not require remuneration. Physicians will not
sacrifice paid time to provide unpaid services. The current model for those willing to

respond to messages is to get that work done after hours. This exacerbates the level of
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health care provider burnout experienced in the health care system. Remuneration
models should take into consideration the variations across specialties. Remuneration
models should include criteria around volumes, timing, and response content.

2. Reduce variation in access to messaging services across the system. Patients’ ability
to connect with their health care provider through messaging varies widely across the
health care system. We examined only four specialties in one hospital and found
variations in patient access to messages within the same hospital. Physicians blame
patients for not using the system properly, but the reality is that there is no well-
accepted system in place. Neither patients, health care providers, nor administrative staff
have received any training on how to incorporate messaging into care or how messaging
is to be used in a proper ASM model of care. While some virtual care, provincial guidance
documents exist in Ontario (7), which includes the use of secure messaging, physicians
felt that no provincial policy guidance existed on what is appropriate to be handled
through messaging. This means physicians are not using the guidance, or the guidance is
not sufficiently focused on ASM, resulting in the ASM model failing before it has a chance
to get started. Policy decisions should be made about whether ASM should be another
widely available modality of care and how it can be used to support other visit
modalities, and physicians should be encouraged to use it. Physician training, change
management, clinical care standards, and consistent access must be available across the
system.

3. Develop strong provincial clinical ASM guidelines and recommendations and

develop methods to communicate those to physicians. Many physicians expressed
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liability concerns regarding the use of ASM communication with patients and felt unclear
about their responsibilities. In the development of clinical guidelines, clinical
organizations should specify what responsibilities physicians have regarding ASM use,

and physicians should be educated about their legal responsibilities.

6.0 Project 3 Conclusion

This mixed-methods evaluation of ASM usage in hospital-based specialty care in Ontario
provides a comprehensive overview of how messaging is being used in specialty care more
than two years into the COVID-19 pandemic and some of the challenges physicians face with
an ever-growing number of message requests sent by patients. Results from this study will
inform future policy decisions and provide valuable insights into the factors influencing ASM

use. This might also serve as a starting point for testing new care models incorporating ASM.
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Project 1 Appendices

Appendix 1A: Case Study Context

Characteristic
Case A

Location

Case
Case B Case C Case D
Northwestern Ontario Southwestern British Southern Ontario Quebec

Columbia

Community sized

served

Large population centre
(100,000 to 999,999 people)

Large population centre
(100,000 to 999,999 people)

Large population centre
(100,000 to 999,999 people)

Information not available.

Types of

communities

Immigrants, low-income

communities, people

Immigrants, refugees, low-

income communities,

Immigrants, newcomers, and

refugees make up the

Marginalized and

underprivileged individuals,

experience with

virtual care

platform had been used for
at least 15 years. Phone visits
were implemented during
the COVID-19 pandemic.

pandemic, approximately 2
years. Some phone visits may
have been done before.

offered for more than 5
years. Infrastructure to
support videoconferencing
was made available just prior
to the COVID-19 pandemic.

served experiencing homelessness seniors, urban Indigenous substantial portion of the people experiencing
Francophone communities, community members, communities served. Some homelessness, people with
Indigenous communities. LGBTQ+ individuals. of these individuals are mental health and addiction
uninsured or have precarious | issues, Indigenous peoples,
status. individuals without health
insurance, low-income
individuals.
Years of A videoconferencing Since the start of the Phone services have been Did not use phone or video

visits, for the most part,
before the pandemic.
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Virtual modalities

e Phone visits

e  Phone visits

e Phone visits

e Phone visits

used e Video visits e Video visits e Video visits e Video visits
e Asynchronous e Asynchronous e Remote Monitoring e Asynchronous
messaging (some messaging (emails and e Some degree of patient messaging (text
chat/text features) texts) portals will be available messaging using cell
e Patient portals in the future, which will phones)
include an asynchronous
messaging component
Estimated An estimated 41-50% of all An estimated 30-40% of all An estimated 51-60% of all Information not available.

percentage of
phone visits in the
last 12 month

health care visits were
conducted over the phone.

health care visits related to
programming were
conducted over the phone.

health care visits were
conducted over the phone.

Estimated
percentage of
video visits in the

last 12 month

An estimated 0-10% of all
health care visits were
conducted by video.

An estimated 70-80% of all
health care visits related to
programming were

conducted by video.

An estimated 10-20% of all
health care visits were
conducted by video.

Information not available.

Additional
information

25% of non-rostered
patients do not have access
to phones.

Individuals without phones
are often those who are
experiencing homelessness,
have a low SES, and/or use a

pay as you go service.

Approximately 20% of
patients have poor access to

virtual services.

Approximately 20% of
patients have poor access to
high-speed internet.

The organization supports
the non-affiliated population
and works in partnership
with other community
organizations.
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Appendix 1B: Cross-Case and Case-Specific Results

Table 1B-1. Cross-case summary of challenges and strategies.

Thematic Category

Orientation toward

health-related needs

Challenges concerning
patient’s perceived
effectiveness of
technology and
competing health and

social needs

Challenges

e Patients feel a lack of social connection with virtual care.

e Competing health and social needs.

e Difficult for patients with auditory concerns to
communicate by phone.

e Cannot create new, trusting relationships over the phone.

¢ Newcomers have "complex" health issues which require in-

person appointments.

Strategies

Group virtual visits enabled greater socialization.
Maintained in-person visits and on-site presence of
staff/providers.

Respected individual choice and autonomy.

Asked patients about their modality preference.
Used asynchronous messaging with patients who

experienced auditory issues.

Orientation toward
health-related
technology

Challenges concerning
patient’s trust,
interest, and
preference for
technologies

¢ Patient preference for in-person care.
¢ Discomfort with video visits; patients uncomfortable with
displaying themselves or their homes on screen.

Offered multiple modalities of care; mix of in-person and
virtual.

Provided outdoor programs as an alternative to virtual
programs.

Opened additional days for in-person walk-ins.
Encouraged patients to participate at a level they are
comfortable with (i.e,, option to keep video off during
group sessions).

Digital literacy

Challenges concerning
patient confidence

and ability to use

e Low patient digital health literacy.
e Lack of external technological support.
e Patients could not access essential digital literacy training

services (i.e, libraries were closed).

¢ Not enough time devoted to digital health literacy training.

Provided one-on-one training support with the help of
staff and providers.

Delivered training on site and at patient's residence.
Importance of accompaniment during virtual

appointments.
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technology for health-

related reasons

e Providing technical support for patients through
community programs.

o Referring patients to free digital literacy training programs
at other organizations.

e Switching to phone when video visits are not feasible.

Technology design

Related to the design
of the technology

e Some digital platforms were too complicated for patients
to use, resulting in longer wait times and shorter visits.
e Privacy concerns with the technology.

e Time limit on video conferencing platform.

¢ Implemented new patient-friendly platform.
¢ Implemented add-on feature that enables asynchronous

messaging.

Health care staff and
providers

Challenges related to
health care staft,
providers, and
workflows

Competency & perception
Low digital literacy.

e Discomfort with using technology.

Assumptions and beliefs about the best way to provide
care.
Avoiding asynchronous messaging due to privacy and

ethics concerns.

Training & support

e Low effort from upper management to prioritize

technology use.

e Limited to no training, guidelines, and resources available.

¢ No time to engage in virtual care training.

Workflows

e Increased administrative burden for staff and providers.

¢ Unclear decision-making and triaging processes around

which modality to provide patients (i.e.,, phone vs. video vs.

in-person).

Provision of training & support to staff

e Guidance for virtual care delivery was developed and
continuously updated.

o Dedicated staff to offer training to providers.

e Providers sought out inexpensive training services from
external organizations.

e Personal learning undertaken by providers on how to
conduct virtual appointments and sessions.

e Availability of a program that manages the health of the
caregivers or workers and provides support to those in

distress.

Developing new workflows

e Developed and adjusted workflows to support virtual
engagement.

e Held regular huddles to inform triaging decisions around
which modality to provide patients (i.e., phone vs. video vs
in-person).

e Patient “readiness” determined by infrastructure

availability and modality preference.
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e Worry that asynchronous communications with patients
may lead to an overload of patient requests.

e Busy phone lines meant patients could not reach staff to
make appointments.

¢ Patients will not pick up if staff or providers call from a

private number.

Patient-provider interactions

¢ Uncertainty whether phone visits support adequate
patient-provider engagement.

e Providers are unable to read body language and discern
visual cues over phone and video visits.

e Providers do not know whether patient understood
instructions.

e Flagging patient preferences in patient charts.

e Two-way asynchronous communication controlled by staff
and providers.

e Ensuring adaptability is an ongoing process when piloting
virtual programs; learning from mistakes and making

alterations as needed.

Teamwork

o Dedicated team to support administrative tasks.

e Live access to digital medical records facilitated continuity
of care and communication between providers.

e Conference calling enabled ability to include multiple
providers, the patient, and interpreters during a virtual
engagement.

e Engaged in a "triad" situation; provider would perform

physical exam remotely with the help of a peer caregiver.

Health system
structure and

organization

Challenges at health
care system and/or

organization level

Infrastructure & resources

e Physician shortage meant reduced access to physicians.

Technological issues with in-office devices.

Staffing and funding challenges to support virtual care
platform.

Unsustainable resource sharing among providers (i.e,, three
providers sharing one phone).

Funding limitation to provide additional technology

support to patients (e.g., Wi-Fi, data, etc.).

Policy & sponsors
¢ Health equity not taken into consideration at a health

system level.

Inter-organizational collaboration

e Collaboration with other community organizations, health
and social care partners, and First Nations partners to
investigate how to embed digital platforms and be
conscious of equity within different patient populations.

e Working with other organizations to determine best
practices for providers to engage with patients.

Infrastructural support for staff

o Staff provided with proper infrastructure (e.g., laptops,
etc).

e Introduced an online booking system and appointment

reminders.
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Legislative compliance takes priority.

Lack of advocacy with provincial government.

Two-way asynchronous communication opens doors for
liability issues.

Uncertainty whether privacy and confidentiality

procedures for asynchronous communication were

followed correctly.

e Demands from funders to prioritize in-person care restricts
outreach to some patients.

e Funders determine the eligibility criteria for getting a

device and how long patients can keep a device.

o Development of organizational digital health strategy.

Social and structural
determinants of
access to
technology-enabled

care

Challenges related to
access to technology,
the internet, and
other systemic and

structural barriers

Access to infrastructure

e Limited access to and affordability constraints of the
internet, Wi-Fi, and data.

e Limited to no access to digital devices and equipment.

e Patients with no devices temporarily did not receive care
during the COVID-19 pandemic.

e Resource sharing among household members.

e Patients unable to charge digital devices (i.e., no access to
electricity).

e Some patients do not have a phone number or an email
address.

Social support
o Lack of social supports at home to help connect virtually.

e Increased caregiver burden.

Privacy
e No access to a private space to conduct appointments.

Supporting in-person care

e Continued to provide the option for in-person
appointments.

o Offered phone appointments in place of video
appointments.

e Covered cost of public transportation fare.

e Ensured physical spaces were available to provide in-
person services.

e Collaboration between different community organizations
to keep in touch with patients.

Provision of equipment and digital devices

e Obtaining digital devices through partnerships and grant
proposals.

e Open to the prospect that some patients would not return
their devices.

e Distributed tablets with data plans or refurbished laptops
to patients.
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¢ Background noise during phone and video visits.

e Too many people in the room interfered with patient's
privacy and made conversations less fluid.

e Lack of anonymity over video visits (patients do not want

providers to see their house).

Language

e Many patients experience language barriers.

e In-person interpreters are not a viable solution when
operating a walk-in model since it is unknown who is going
to show up.

Access to virtual care

¢ Health equity not taken into consideration at a health
system level; does not consider the needs of the "invisible"
population.

e Virtual care is inequitable for the most structurally
marginalized individuals, due to health care in general
being inequitable.

¢ Virtual care is not a viable option for certain patients.

e Patient distrust of the health care system and health care
providers due to prior negative experiences.

e Contemporary experiences of racism in the health care

system have led to reluctance to seek help.

e Had a program to help patients access a computer (low

cost or free).

Infrastructural support for patients

o Dedicated room at clinics for patients to use devices (e.g.,
phones, tablets, computers, etc.), Wi-Fi, and engage in
virtual appointments.

o Patients would use shelter resources to engage with
providers.

e Patients would use a community health worker's phone to
engage with other providers.

e Providers encouraged patients to access other sites with

free Wi-Fi (e.g., libraries, family member’s house, etc.).

Interpretation services

o Interpretation services provided virtually for patients
experiencing language barriers.

e Patients in group sessions often interpret for one another.

e Used Zoom feature that enabled the use of multiple
interpreters at once.

Community engagement

e Engaging patients and holding discussions to determine
their wants and needs.

o Deep focus on establishing trust and creating a bond to
reaffiliate patients with the health care system.

Context-specific

challenges

COVID-19 pandemic
o Staff and provider burnout.
o Difficult to keep up with rate and pace of change.

Responding to the pandemic
e Providers sought external and internal resources to learn
more about the changes of COVID-19 and how that
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Challenges not
directly associated or
attributed to virtual

care delivery

e Initial decrease in access and utilization of services.

e Patients received mixed messaging about available
services.

e Patients did not want to come in-person due to fear of
COVID-19.

¢ Physical distancing measures restricted the possibility of
greater in-person attendance.

¢ No physical location was available for patients to receive
in-person care (due to lock downs).

¢ Patients did not like doing appointments with a mask on;

difficult to communicate with providers.

Barriers to in-person care

e Lost time at work as barrier for in person appointments;
especially a concern for non-insured, non-status, and low-
income patients.

e Poor design infrastructure (e.g., broken elevator, etc.) may
prevent people from coming in person.

e Transportation is a barrier for in-person care.

e Absence of sick leave is a barrier for in-person care.

information can be used to respond to patient needs and
shape resources.

e Created a phone helpline for people who required
psychosocial support during the COVID-19 pandemic.

e Having an initial preliminary phone call may convince
patients to come in person to address further concerns.

e Created social media presence to reach youth; did Zoom-
workshops and live streams to remain engaged with youth
during the COVID-19 pandemic.

e Made house calls to help patients remain connected to

services.

Community outreach

o Deployment of mobile health teams and outreach teams to
provide communications about service access and
availability, provide services, and help patients make
appointments.

e Taking services to people, groups, and community spaces.

e Engaged in outreach (via phone calls) to let patients know
services were still available.

e Campaigning by community partners to improve patient
access to providers and services.

e Providers were able to send additional resources to

patients through email or mail for counselling sessions.
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Table 1B-2. Case A challenges and strategies.

Thematic Category
Person’s orientation toward

health-related needs

Challenges

e Competing health and social needs.

Strategies
e Respected individual choice and autonomy (i.e,, selling

device to have money for food).

Person’s orientation toward
health-related technology

No challenges identified.

No strategies identified.

Person’s digital literacy

e Low patient digital health literacy.

¢ Not enough time devoted to digital health literacy
training.

e Inability to access digital literacy training services due

to lockdowns.

e Held education sessions with patients.
¢ Community health workers, health care providers, and
therapists provided one-on-one training support to

patients.

Technology design

No challenges identified.

No strategies identified.

Health care staff and provider

Competency & perception
e Low staff and provider digital literacy.

¢ Staff assumptions about the best way to provide care.

Workflows
e Uncertainty about triaging processes.
e Increased administrative burden for staff.

Patient-provider interactions

e Uncertainty about how virtual care affects patient-
provider engagement.

¢ Providers cannot read body language and facial cues
over phone appointments.

Developing new workflows

¢ Holding regular huddles to inform triaging decisions.

¢ Developing clinical workflows around privacy and
accommodations.

¢ Developing triaging processes to determine suitability
for in-person vs. virtual appointments.

¢ Flagging patient preferences in patient charts.

Health system structure and

organization

Infrastructure and resources
¢ Staffing and funding challenges with original virtual
care platform.

Inter-organizational collaboration

e Collaboration with other health and social care

organizations.

Canadian Network for Digital Health Evaluation | Women’s College Hospital

145



Policy & sponsors

e Lack of advocacy with provincial government.

e Priority given to legislative compliance.

e Funders determine the eligibility criteria for getting a

device.

¢ Development of organizational digital health strategy.

Social and structural
determinants of access to

technology-enabled care

Access to infrastructure

e Limited access to and affordability constraints of the
internet, Wi-Fi, and data.

e Limited to no access to digital devices and equipment.

e Patients do not have access to their health records.

Social support

e Lack of social supports at home to help connect
virtually.

e Increased caregiver burden.

Privacy

o No access to a private space to conduct appointments.

Supporting in-person care
e Offered in-person appointment or phone

appointments in place of video appointments.

Provision of equipment and digital devices
¢ Obtained digital devices through partnerships and
grant proposals.

Context-specific challenges

COVID-19 pandemic

o Difficult to keep up with rate and pace of change.
o Decrease in access and utilization of services.

o Patients received mixed messaging about service

availability.

Community outreach

¢ Deployed mobile health teams and outreach teams to
provide communications about service access and
availability.

e Took services to people, groups, and community
spaces.

e Campaigning by community partners to improve

patient access to providers and services.
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Table 1B-3. Case B challenges and strategies.

Thematic Category
Person’s orientation toward

health-related needs

Challenges
e Many patients experienced a lack of social connection

with virtual care.

Strategies

No strategies identified.

Person’s orientation toward

health-related technology

o Preference for in-person care.

e Offered multiple modalities of care; mix of in-person
and virtual.

Person’s digital literacy

e Low patient digital health literacy.

No strategies identified.

Technology design

No challenges identified.

No strategies identified.

Health care staff and provider

Workflows

e Busy phone lines meant patients could not reach staff
to make appointments.

e Increased administrative workload resulted in longer

time to care for patients.

Provision of training & support to staff
¢ Developed and continuously updated organizational
guidelines.

Developing new workflows

¢ Developed and adjusted workflows to support virtual
engagement.

e Modality preference (or choice) indicated in patient
chart.

Teamwork

e Dedicated team to support administrative tasks.

Health system structure and

organization

No challenges identified.

No strategies identified.

Social and structural
determinants of access to

technology-enabled care

Access to infrastructure

e Access to and affordability constraints of the internet,
Wi-Fi, and data.

o Access to digital devices and equipment.

Infrastructural support for patients
¢ Distributed tablets with data plans.
¢ Sought and obtained funding to acquire tablets.
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Language
e Many patients experienced language barriers; could

not understand their providers.

Access to virtual care

o Virtual care is increasing the gap for vulnerable
populations to access health services.

e Patients have experienced racism in the health care

system and are reluctant to seek help.

Privacy
e Lack of anonymity over video visits (patients do not
want providers to see their house).

¢ Had a dedicated room at clinics for patients to use
tablets.
o Accepted that some devices would not be returned.

Interpretation services
¢ Interpretation services provided virtually for patients
experiencing language barriers.

Community engagement
¢ Engaged patients and holding discussions to

determine their wants and needs.

Context-specific challenges

No challenges identified.

No strategies identified.
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Table 1B-4. Case C challenges and strategies.

Thematic Category
Person’s orientation toward

health-related needs

Challenges

e Providers are unable to read body language and visual
cues.

o Newcomers have "complex" health issues which

require in-person appointments.

Strategies

e Patients given in-person appointments when virtual
visits cannot sufficiently address patient needs.

e Group virtual visits enabled more socialization for
patients who had little opportunity for social

networking.

Person’s orientation toward
health-related technology

o Preference for in-person care, especially for those who
are socially isolated.
e Patients uncomfortable with displaying themselves or

their homes during video visits.

¢ Maintained option for in-person appointments.

¢ Provided options for patient to choose their modality
of choice for care delivery.

e Provided outdoor programs as an alternative option to
virtual programs.

e Clinics opened additional days for in person walk-ins,

providing more options of treatment.

Person’s digital literacy

e Low patient digital health literacy.

e Admin team helped with set up support.

¢ One-on-one training provided by secretaries, health
coaches, and providers.

e Training provided on site and at patient’s residence.

e Education provided to quell concerns related to
privacy and security.

e Technical support for patients was provided through
community programs.

e Referred patients to free digital literacy programs at
other organizations.

¢ Allowed patients to engage with the technology at
their own comfort level (i.e,, turn off video/voice).

e Switched to phone visits when video visits weren't
feasible.
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e Had additional staff members function as 'moderators'
to read out and answer questions during Zoom

sessions.

Technology design

¢ Original digital platform was too complicated for
patients, resulting in longer wait times and shorter
visits.

e Privacy concerns with the technology.

¢ Implemented new platform that was patient friendly,
and less time consuming to set up.

¢ Implemented an add-on feature that enables
asynchronous messaging.

Health care staff and provider

Competency & perception
e Low digital health literacy.

Training & support

e Lack of prioritization of technology from upper
Management.

¢ Limited to no information, guidelines, or training
given to providers on how to do virtual meetings.

o Work from home strategy resulted in more tasks and
greater workload for admin team.

e Asynchronous communications with patients may
lead to an overload of patient requests.

Workflows

e Huge adjustment to switch from in-person care to
virtual care.

e Duplicative services (i.e.,, appointment was initially
done virtually, but providers had to see patients in-
person anyway, resulting in time management issue
for providers).

e Patients will not pick up if staff or providers call from

a private number.

Provision of training & support to staff

e Guidelines for virtual meetings were eventually
provided by the organization.

¢ Had a dedicated training person offer one-on-one
training to providers.

e Developed tutorials for staff and providers.

e Personal learning undertaken by some providers on
how to do virtual meetings.

¢ Providers sought out and took professional
development courses about virtual teaching.

Developing new workflows

e Introducing an online booking system and
appointment reminders.

e Secretaries took on additional role to verify patient
contact information (e.g., different patients may be
using same device, phone number, etc.).

e Two-way asynchronous communication controlled by
staff and providers.

¢ Ensuring adaptability is an ongoing process when
piloting virtual programs; learning from mistakes and

making alterations as needed.
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e Lack of flexibility (if patients miss a call, they must

reschedule).

Teamwork

o Staff took a proactive approach to make upper
management focus on and prioritize technology.

o All staff are now back on site, resulting in more
cohesive teamwork.

e Conference calling enabled ability to include multiple
providers, the patients, and interpreters during a
virtual engagement; sometime done in-person,

virtually, or via a hybrid model.

Health system structure and

organization

Infrastructure & resources

e Technological issues with in-office devices, which
delays care (e.g., sending lab requisitions, etc.).

¢ No funding plan to sustain new technology.

e Funding limitation to provide additional technology
support (e.g., Wi-Fi, data, etc.).

Policy & sponsors

e Two-way asynchronous communication opens doors
for liability issues.

e Demands from funders to prioritize in-person care
restricts outreach to some patients and use of virtual

care (i.e,, must focus on fundable patients within city).

e Funders get to determine how long a patient gets to

keep a loaned device.

Infrastructural support for staff
o Staff provided with proper infrastructure (i.e., laptops).

Social and structural
determinants of access to

technology-enabled care

Access to infrastructure

e Access to and affordability constraints of high-speed
internet, Wi-Fi, and data.

e Access to digital devices and equipment.

Supporting in-person care
¢ Maintained the option for in-person appointments,

covered cost of public transportation fare.
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e Phone appointments may not be the best or
preferred virtual modality for patients but is often the
only choice due to affordability issues.

e Patients are sharing devices with other household
members.

e Some patients provided a third-party person's phone
number; could not be easily reached by providers.

Privacy

e No access to a private space to conduct
appointments.

e Background noise during phone and video visits is
disruptive.

e Providers cannot ensure total privacy or a safe

environment during virtual meetings.

Language
¢ Patients experience language barriers to care.

¢ Clinic remained open for patients to access; at least
one primary care provider remained on site, as well as
nurse practitioners and nurses.

Provision of equipment and digital devices

o Distributed refurbished laptops (their own equipment)
to patients.

e Connected patients to programs to access a computer

(low cost or free) to enable them to access services.

Infrastructural support for patients
e Encouraged patients to access other sites with free

Wi-Fi (e.g., libraries, family member’s house, etc.).

Interpretation services

e Patients in group sessions often interpreted for one
another.

e Used in-house interpretation services.

e Used a feature allowing multiple interpreters at once;
patients can choose their language of choice without
disruption and overlapping voices.

Context-specific challenges

COVID-19 pandemic

e COVID-19 restricted in-person attendance (due to
physical distancing measures).

e Patients did not like doing appointments with a mask
on; made communication difficult.

e There are limited options for providers to work from

home.

Responding to the pandemic

e Providers sought out external and internal resources
to learn more about the changes of COVID-19 and how
that information can be used to respond to patient
needs and shape resources.

e Having an initial preliminary phone call may convince
patients to come in person to address further

concerns.
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Barriers to in-person care ¢ Created social media presence to reach youth; did

e Transportation is a barrier for in-person care. Zoom-workshops and live streams to remain engaged
e Absence of sick leave is a barrier for in-person care. with youth during the COVID-19 pandemic.
e Lost time at work as barrier for in person
appointments; especially a concern for non-insured, Community outreach
non-status, and low-income patients. e Providers were able to send additional resources to
e Poor design infrastructure (e.g., broken elevator, etc.) patients through email or mail for online sessions.

may prevent people from coming in person.
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Table 1B-5. Case D challenges and strategies.

Thematic Category
Person’s orientation toward

health-related needs

Challenges

e Competing health and social needs (i.e,, patients
prioritizing food and shelter over health care).

e Phone visits are inappropriate to meet the needs of
patients who are detached, disorganized, confused, or
experiencing mental health and addiction issues.

¢ Difficult to communicate by phone with patients with
auditory issues (i.e.,, must yell out information), lack of
understanding leads to anxiety for both patient and
provider.

e Cannot create new, trusting relationships over the
phone.

Strategies

o Staff and providers maintained in-person visits and
adapted to the patient's schedule.

e Reassured patients by maintaining on site presence of
staff/providers.

o Staff and providers asked patients about their
preferred method to receive care.

e Used asynchronous messaging with patients who

experience auditory issues.

Person'’s orientation toward

health-related technology

No challenges identified.

No strategies identified.

Person’s digital literacy

e Low patient digital health literacy.
e Lack of external technological support.

o Staff and/or providers were available on site to
support virtual connections and answer questions
about virtual care.

e Importance of accompaniment during virtual
appointments.

Technology design

e Time limit on videoconferencing platform (i.e., 40-
minute limit on free version of Zoom).

No strategies identified.

Health care staff and provider

Competency & perception

e Some staff and providers were not comfortable using
technology.

e Providers cannot discern verbal cues from patients,
resulting in incomplete assessments and a greater risk

for error.

Provision of training & support to staff

e Some providers sought out inexpensive training
services from other organizations.

e Availability of a program that manages the health of

caregivers or workers and provides support to those in

distress.
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e Providers do not know whether patients understood
their instructions over virtual appointments.
e Some providers did not engage in asynchronous

messaging to due privacy and ethics concerns.

Training & support

¢ No additional training or resources were made
available to provide virtual care.

¢ No time to engage in virtual care training.

e Suboptimal use of electronic medical records; nurses
and staff were not knowledgeable about all the
features available to them.

e Caregivers are also in distress; not many supports
available for them.

Workflows

e Patients could only make appointments online.

e Patients will not pick up if staff or providers call from a
private number.

e Decision-making is reactive and spontaneous in
emergency and urgent situations; no time to reflect
and take time to determine the best solution.

e Live access to digital medical records facilitated

Teamwork

o Staff and providers had spaces where they could
discuss and share their level of comfort and ease with
different virtual approaches; facilitated ability to think
things through and adapt together.

continuity of care and communication between
providers.

e Engaged in a "triad" situation where providers would a
perform physical exam remotely with the help of a
peer caregiver (who would support and accompany
the patient to the work site, clarify instructions, and
ask questions).

Health system structure and

organization

Infrastructure & resources

¢ Unsustainable resource sharing among providers (i.e.,
three providers sharing one phone among themselves).

e Lack of available resources to support virtual care on a
larger scale (e.g., office space, people, devices, etc.)

e A physician shortage means there is reduced access to

physicians.

No strategies identified.

Canadian Network for Digital Health Evaluation | Women’s College Hospital

155



Policy & sponsors
¢ Uncertainty whether privacy and confidentiality
procedures for asynchronous communication were

followed correctly.

Evaluation
¢ Data collected on patient satisfaction remains

unanalyzed due to high staff turnover.

Social and structural
determinants of access to
technology-enabled care

Access to infrastructure

e Access to and affordability constraints of the internet,
Wi-Fi, and data.

e Access to digital devices and equipment.

e Some patients did not have an email address.

e Some patients did not have a phone number.

e Some patients were provided a third-party person's
phone number; could not be easily reached by
providers.

e Inability to charge digital devices (i.e., lack of housing =
lack of access to electricity).

e Patients with no devices were unable to receive care
during at the beginning of the COVID-19 pandemic
which led to huge increase of patients being unwell
and in distress.

Privacy

e No access to a private space to conduct appointments.

Supporting in-person care

e Ensured physical spaces were available to provide in-
person services.

e Collaboration between different community
organizations to keep in touch with patients.

Infrastructural support for patients

e Patients would use shelter resources to engage with
providers.

e Dedicated room at clinics for patients to use devices
(e.g., phones, tablets, computers, etc.), Wi-Fi, and
engage in virtual appointments.

e Patients would use a community health worker’s
phone to engage with other providers.

Interpretation
e Preference for text messaging when communicating in
a second or third language; used Google translate to

fill in missing information.
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e Too many people in one room interferes with patient's | Community engagement
privacy and makes conversations less fluid. o Deep focus on establishing trust and creating a bond
to reaffiliate patients with the health care system.
Language
e In-person interpreters are not a viable solution when
operating a walk-in model since it is unknown who is
going to show up.

Access to virtual care

e Patient distrust of the health care system and health
care providers due to prior negative experiences.

o Virtual care is inequitable for the most structurally
marginalized individuals; part of a larger theme of
health care being inherently inequitable.

e Health equity not taken into consideration at a health
system level; does not consider the needs of the
"invisible" population.

Context-specific challenges COVID-19 pandemic Responding to the pandemic
¢ No physical location was available for patients to e Created a phone helpline for people who required
receive in-person care (due to lockdowns). psychosocial support during the COVID-19 pandemic.

Community outreach
e Engaged in outreach (via phone calls) to let patients
know services were still available.
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Appendix 1C: Revisions to Thematic Categories

Since organizational experiences were the focal point of this study, the findings in this report
are reflective of the staff experiences at those organizations. For this reason, although the
literature points to various challenges that exist at the individual and technological levels,
these were not frequently mentioned or explored in-depth. Furthermore, challenges at the
individual level are reflective of staff and provider perceptions of individual level challenges,
as patients were not interviewed as a part of this study. By contrast, there were more
challenges at the health system and the social/structural determinants levels, prompting the
research team to develop new themes and generate subthemes in these areas which we
describe in detail here.

First, we generated a new theme, “context”, signifying the particular importance that
context-level challenges had on the virtualization of primary care services. Second, it
became clear that health care staff and provider experiences required its own theme, as the
findings pointed to the importance of presenting these experiences as a separate entity
from organizational and system structures. Third, we developed subthemes under the
existing themes of 1) health system structure and organization, and 2) social and structural
determinants of access to technology-enabled care. Subthemes were also developed to
reflect the wide variety of separate, but interdependent challenges reflected within the

findings.
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Project 2 Appendices
Appendix 2A: Contextual Background

This document provides a brief narrative on the ASM landscape for each of the five provinces

explored for the cross-provincial comparison of provincial secure messaging initiatives.

Alberta

In 2015, the Alberta Medical Association (AMA), recognizing the need for secure messaging
not only between patients and providers, but between community physicians and Alberta
Health Services (AHS) physicians, collaborated with Dr2Dr (Microquest) to facilitate
provider-provider messaging (44). Their intention was to expand it to patient-provider
messaging once physicians were on board. The vendor’s perspective was that being backed
by the AMA would help boost credibility and improve uptake. However, AHS physicians
already had their own systems for communication amongst themselves, though not with
community physicians. Lack of support from Alberta Health (AH) and AHS led to the end of
the AMA-Dr2Dr partnership (45). Dr2Dr continues to operate independently, alongside a
patient-provider messaging solution developed by the same vendor. A key learning by the
AMA as a result of the terminated AMA-Dr2Dr collaboration was the importance of support
not just from physicians and professional bodies, but from provincial and regional bodies as
well (AH and AHS).

Currently, Alberta (AB) has multiple provincial portals with messaging capabilities. Netcare
serves as the provincial electronic health record (EHR), and Connect Care is the AHS clinical

information system. MyHealth Records (MHR) is the provincial patient portal within which
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Brightsquid’s  Secure-Mail solution has been integrated for patient-provider
communications. Though this tool is available to patients for free, physicians must have and

pay for Secure-Mail to message their patients.

Connect Care
AHS Clinical
Information System

MNetcare

Provincial provider EHR portal

available to community and
AHS physicians

MyAHS

MyHealth Record
Provincial patient portal with Brightsquid Secure-Mail integrated Connect

Figure 1. Overview of patient and provider provincial health platforms in Alberta.

MHR also provides access to AHS Connect (the patient portal for Connect Care), for patients
to message AHS specialists. Both MHR and AHS Connect draw data from the provincial EHR
system ‘Netcare’. Figure 1 provides an illustration of how AB’s provincial health platforms are
linked.

At aregional level, a notable large-scale implementation of secure messaging is the Calgary
Foothills Primary Care Network’s (CFPCN) introduction of Brightsquid Secure-Mail as a

messaging solution option in its member clinics.
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British Columbia

In British Columbia (BC), the Provincial Health Services Authority (PHSA) works with the BC
Ministry of Health (MoH), five regional health authorities, and the First Nations Health
Authority to enable a coordinated provincial network of quality and specialized health
services. The Office of Virtual Health (OVH) leads and provides guidance for virtual health
initiatives at the PHSA. Each Health Authority has its own team of virtual health experts and
have their own approach to defining their needs. BC had billing codes for virtual care prior
to the COVID-19 pandemic. Despite this, actual use of ASM was on the lower side, as actual
billing was “like a flat line” according to an interview respondent. Due to poor cellphone
reception and broadband in rural areas, SMS use has been prevalent for a long time, with
providers embedded in Indigenous communities often using SMS to text their patients
(interview data).

There are no provincially led initiatives toward ASM in primary care in BC. The Clinical Digital
Messaging (CDM) demonstration project, led by the PHSA, is a provincially supported project
for health authority funded organizations, and not for primary care in the community setting.
The CDM project has identified several use-cases and is assessing the needs and
requirements of each. Memora Health, a US based vendor, has been employed to understand
the needs of the landscape, and understand workflows and other requirements.

Patients are discouraged from sending any personal health information (PHI) due to security
reasons. The most prominent use-case in this pilot has been appointment reminders. Another
popular use-case is a drug alert system, where patients can send a message in case of an

overdose or be recipients of alerts sent out about harmful drugs. Messages are sent via SMS,
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eliminating the need for broadband or a smartphone. Uptake is relatively good, possibly
because this is a relatively new platform which has not been used yet elsewhere in Canada.
However, the PHSA is conscious that it may be more suitable to have different platforms to
address different use-cases, rather than subscribing to a single solution to meet all
messaging needs. Their aim is to work toward a toolbox of solutions, funding some of them,
and increasing standards and expectations so that there is less variability across solutions.

A Doctors of BC (DoBC) respondent suggested that given the bureaucracies and limitations
within the health authority setting, uptake of ASM is more successful in the primary care
setting, as physicians can do whatever is needed, within their means, to make things work.
The longitudinal nature of primary care is another factor that makes ASM a suitable care

modality, given the established patient-provider relationship, unlike secondary care.

Nova Scotia

A pilot using MyHealthNS, a consumer health portal supported by McKesson Canada’s
RelayHealth technology, was rolled out in NS’s Capital Health district from 2012 to 2015. This
was followed by a provincial rollout which coincided with a Physician Master Agreement
which did not provide funding for asynchronous virtual care. The implementation shifted
focus from eMessaging to eResults, which required minimal effort from providers.

In April 2018 NS’s Department of Health and Wellness (DHW) introduced a Virtual Technology
Incentive stipend for doctors using the MyHealthNS platform. Their intention was to see if
virtual care has an impact on patient/provider satisfaction, and to explore the hypotheses
that ASM is an appropriate substitute to some in-person visits and that physician time to

complete a message is less than that required for a message.

Canadian Network for Digital Health Evaluation | Women’s College Hospital 162



The stipend allowed payment up to $12,000 a year, with $3,000 given on enrollment, and
$3,000 for each subsequent three-month period subject to meeting certain expectations
(relating to utilization and number of patients registered). Patient and provider feedback
was obtained via online surveys and indicated a high level of patient interest. The majority
of providers received less than ten patient-initiated messages a month, demonstrating that
increased workload due to messages was not an issue as voiced by providers initially.

The launch of the stipend coincided with a province wide migration to new electronic
medical record (EMR) platforms, resulting in many physicians not enrolling. However, there
was a direct correlation between the introduction of the stipend and expanded use by
physicians who had already registered for the platform.

The provincial program was shut down in March 2020 due to lack of renewal of McKesson’s
contract in NS. Though there have been subsequent eConsult pilots, there have been no
subsequent provincially supported patient-provider ASM initiatives in NS.

One of the challenges voiced by providers during the MyHealthNS implementation was a
lack of integration of the messaging platform with their workflow, as they had to constantly
switch between their EMRs and the messaging interface. The current approach is a
recommendation of EMR-integrated tools to mitigate the workflow challenges faced with
the MyHealthNS platform.

Though there are no standard fee codes for ASM in NS, there are ongoing discussions to

adapt funding approaches to better support the broader use of ASM.
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Ontario

ON'’s Enhanced Access to Primary Care (EAPC) pilot ran from 2017 to 2019 and was the largest
implementation of virtual primary care visits in Canada. It was funded by the ON MoH and
adopted a phased approach using two platforms (Novari Health and ThinkResearch) across
five Local Health Integration Networks (LHINSs). An evaluation of the EAPC found that it was
an overall success, and that ASM constituted majority of the visits.

Temporary billing codes were introduced for ASM remuneration within the EAPC pilot. A
tiered flat fee approach was adopted, with fees depending on whether messaging was used
for a minor or intermediate level assessment, and what type of compensation model (fee-
for-service (FFS) or capitation) the provider was eligible for.

Though the pilot ended in 2019, registered patients could continue to connect with their
providers. The EAPC pilot billing framework was ended in 2022 and currently there is no
remuneration available for ASM.

In 2020, Ontario Health (OH) in collaboration with the ON MoH, OntarioMD, and other
stakeholders, introduced the Virtual Visit Verification (VVV) program to ensure a provincial
standard for privacy, security, technology, and functionality. Vendors who wish to have their
solutions on OH’s “Verified’ list, must self-attest to meeting the mandatory requirements
detailed in the VVV standard. Once OH has tested and verified that the solution has met the
requirements, the solution is listed as ‘Validated’. Currently there are 20 “Verified’ and 7
‘Validated” ASM solutions listed by OH. Participation in the VVV program is not mandatory.
However, it is anticipated that subsequent billing changes may be introduced that permit

providers to claim payments for ASM subject to using an OH-verified platform.
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Quebec

QC's Ministere de la Santé et des Services sociaux (MSSS) created the Réseau Universitaire
Intégré de Santé et Services Sociaux (RUISSS) by assigning a portion of QC’s territory to each
of the province’s four Faculties of Medicine (McGill University, Université de
Montréal, Université de Sherbrooke and Université Laval), to facilitate specialized care,
medical education, and research. Each territory is linked to a Telehealth Coordination Centre
(TCC) which supports the deployment of telehealth.

QC's Telehealth Network, Réseau Québécois de la Télésanté (RQT), coordinates telehealth
efforts between the provincial level (MSSS), the territorial level (the four RUISSS) and the
regional/local level (34 health institutions).

A telehealth platform by Akinox, used by one of the four TCCs since 2005, is now being
scaled provincially to provide the Virtual Care Platform, Plateforme de soins virtuels (PSV). It
will include asynchronous communication with patient-provider messaging, pre-visit
questionnaires and educational material for patients.

The Centre of Excellence of Partnership with Patients and the Public (CEPPP) at the

University of Montreal supports patient engagement and works closely with the MSSS.
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Appendix 2B: ASM Capabilities — Alberta

Overview: Early efforts to introduce messaging for community physicians in AB included a partnership between the AMA and Dr2Dr (Microquest) to
facilitate provider-provider messaging with the intention to expand it to patient-provider messaging at a later point. Lack of support from provincial
and regional health authorities led to the end of this partnership. Dr2Dr continues to operate independently, alongside a patient-provider messaging
solution developed by the same vendor. Currently, AB has multiple provincial portals with messaging capabilities. Netcare serves as the provincial EHR,
and Connect Care is the AHS clinical information system. MHR is the provincial patient portal. Brightsquid’s Secure-Mail solution has been integrated
into MHR for patient-provider communications but does not integrate for data exchange with MHR. MHR also provides access to AHS Connect (the
patient portal for Connect Care), for patients to message AHS specialists. Both MHR and AHS Connect draw data from the provincial EHR system
‘Netcare’. At a regional level, a notable large-scale implementation of secure messaging is the CFPCN'’s introduction of Brightsquid Secure-Mail as a

messaging solution option in its member clinics.

Constructs Key features Process
Value proposition Value ¢ Patients connected to the health care delivery | Integration of Brightsquid messaging into MHR
process. allows patients to message providers, and to be
e Ease of communication. copied in referral-related communication to
e Continuity of care. specialists.

e Improved coordination between care team
members. Brightsquid’s use of a ‘shared inbox’ allows care

e Improved patient engagement and experience. | team members to have improved coordination to

e Increased access to education and resources. respond to patients.
Wider system Professional/ e AH AMA advocates for and represents patients as well
Provincial bodies e AHS as physicians. It is also involved in some
o AMA negotiations for fee codes.

AMA, AH, and AHS all participate in provincial IT
strategy meetings. There is a formal governance

structure in place, but no specific working group on

Canadian Network for Digital Health Evaluation | Women’s College Hospital 166



secure messaging at this time. A formal working
group will be put in place if/when a new secure

messaging project gets underway.

AHS also engages with allied health providers
through their regulatory colleges for IT strategy
development. They are also included in the IT

governance structure.

Governance

There were formal Vendor Conformance
Usability Requirements for EMRs until 2015,
setting the stage for current major vendors.

Currently no formal regulatory/verification
process/body but solutions need to comply with
privacy and security requirements of the College
of Physicians and Surgeons of Alberta (CPSA)
and the Office of the Privacy Commissioner
(OPC) of AB for messaging to be billable.

AB is preparing a new vendor strategy in 2023.

A formal verification process is cost prohibitive for
both the government as well as vendors (especially
smaller vendors who are new to the market) for
new vendors, and artificially keeps the market
where it is, without too many new players (vendor
perspective).

Provincial privacy commissioner evaluates solutions
on a case-by-case basis to ensure patient data is
secure relative to industry standards and best
practices.

Primary care physicians are currently free to choose
their systems, but AH may plan to link virtual fee
codes to authorized solutions.

Remuneration

Flat fee ($20) subject to limits.

Temporary virtual care fee code 03.01AD: 520
for patient-initiated health inquiries (email/text
as well as phone/video visits that last less than

10 minutes) with a physician response. Cannot

The AMA was part of negotiations for older virtual
care fee codes including 03.01S. They were a first
step in availability of payment for non-face-to-face
care. The temporary virtual care code (03.01AD)
introduced in 2020 somewhat replicated the older
fee code, but since it does not allow for physician-

Canadian Network for Digital Health Evaluation | Women’s College Hospital

167




be claimed more than once per patient per

physician per day.

Older fee code 03.01S: $20 with two limits: a)
can be claimed up to 14 times per week per
physician, b) can be claimed once per patient
per physician per week.

For both codes, the communication must occur
with the physician directly (not a
proxy/nurse/staff), and the solution must meet
requirements of the CPSA and OPC of AB.

Neither code may be used for
booking/rescheduling appointments.

initiated messages, the older fee code (03.01S)

remains.

Patient/Public
engagement model

AMA advocates for and represents physicians as
well as patients.

Recent AMA surveys to engage patients in the
rollout of ASM indicated positive responses.
Previously there was no patient engagement as
ASM was primarily between physicians and not
between patients and providers.

Digital health equity

Digital health equity not identified as a priority.

Introduction of temporary virtual care codes.

Current focus on putting systems and infrastructure
in place before active consideration of digital health
equity.

A temporary virtual care code (03.01AD) expanded
accessibility by eliminating the requirement of an
established patient-provider relationship for ASM

remuneration.
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Organizational Implementation

approaches

Provincial initiative: Provincial approach, with
multiple patient/provider portals having

messaging capability.

The goal is to have a single interface linking all
portals together to enable patient
communication with multiple providers using a

single log-in.

Vision of a Virtual Front Door with capability to

monitor/triage access to providers.

Brightsquid (integrated into MHR) enables provider-
provider as well as patient-provider communication.
AHS Connect (within MHR) enables communication

between patients and AHS providers.

Brightsquid is very lightly integrated with MHR and
does not work as a single sign in. Brightsquid uses
AB’s Digital ID to verify patient identities, allowing
the launch of the Brightsquid from within MHR but
with a separate sign-in. Though a positive step, due
to time constraints, it was not AH’s initial vision
which was to have a true secure messaging
capability built for the province, within MHR.
Providers need to have and pay for Brightsquid’s
solution in order to communicate with their

patients who access it via MHR.

AHS vision is to have middleware allowing end-
users to have a single log-in with the appearance of
a single interface, despite possibly multiple
(messaging) systems behind it. A need to tackle
‘portal fatigue’.

CFPCN'’s SecureMail implementation: A
regional project adopting a phased approach to
introduce Brightsquid Secure-Mail to member

clinics.

In 2020, after an initial pilot with Brightsquid’s
Secure-Mail, CFPCN with support from Alberta
Innovates' ImplementAB.digH’ program, added the
solution to the options available to its physicians,
and began implementing it in a phased approach

among its member clinics. This project is in progress
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and has support from Alberta Innovates until early
2024.

Professional
roles/practices

Physician awareness of ASM could be improved.

Reluctance to leave EMRs to log on to separate

messaging platform.

Concern from physicians regarding auditing by

health authorities.

Providers perceive ASM as a ‘good to have’
feature, even if they do not actually use it

(vendor perspective).

Physicians have been the main proponents of ASM
with the wish to communicate with patients as well
as with other providers.

However, actual adoption is low and there seems to
be an apparent lack of physician awareness of ASM
capabilities, possibly due to lack of promotion by

province or a compelling value proposition.

Lack of adoption is evident by a vendor
(Microquest) highlighting that only 10% of the
clinics using their EMR have patient-provider
messaging enabled.

Data going through provincial systems and
communications makes doctors concerned about
government use of patient data.

Technology

Technology
supply/procurement

Provincial initiative: The need to quickly
include ASM within MHR prompted Telus to
partner with Brightsquid.

The accelerated need for messaging within MHR
with the onset of the pandemic resulted in Telus’
partnership with Brightsquid. Both systems had
already been approved by the privacy
vommissioner.

AH did not have the resources (time, finances) to
have an agreement in place with the vendor;
instead, this agreement was solely between Telus
and Brightsquid.
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CFPCN's Secure-Mail project: Brightsquid was
chosen as it was compliant with privacy and

security requirements.

In addition to Brightsquid’s compliance with
privacy/security requirements, it was also being
integrated into MHR at the time, providing a single
location for CFPCN patients to both access their
information as well as message their providers.
CFPCN did encounter challenges with some clinic
members accepting messaging solutions from other

vendors, adding to confusion and silos.

Change management

resources

Provincial initiative: Change management
support is provided by EMR vendors and
vendors of the software products (such as
Brightsquid).

The AB MoH does not provide change management
support for multiple reasons including financial
constraints.

The AMA provides advice and has information on
their website for physicians regarding available and
usable systems, but do not have the financial
resources to conduct change management support.
The main support comes from the vendors of EMRs
and software platforms being purchased.

CFPCN's Secure-Mail project: adopted a
Continuous Improvement Cycle approach.

Vendor used a ‘train the trainer approach to
educate users.

Weekly meetings to explore early implementation
hurdles and successes, leading to product
improvement for implementation at scale.
Vendor trained a small group of primary care
network (PCN) team members who in turn helped

support other team members.

Embedding and
adaptation

Evaluations and

learnings

Provincial level integration of Secure-Mail into

MHR: No known formal evaluations.

CFPCN Secure-Mail project: Patient experience
surveys; development of a playbook in progress.

CFPCN'’s patient experience surveys for their
Secure-Mail implementation indicated positive
patient feedback.
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AMA and Dr2Dr partnership: Termination of
the AMA’s earlier pilot in 2018 (despite support
from primary care providers) highlighted the
importance of collaboration with health

authorities and the provincial government.

A playbook is being developed by CFPCN outlining
the implementation of Secure-Mail, highlighting the
benefits, successes, challenges, and feedback
received. The aim is to offer other organizations and
PCNs a guide on best practices for secure message
implementation.
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Appendix 2C: ASM Capabilities — British Columbia

Overview: There are no provincial initiatives for ASM in primary care in BC. Primary care physicians use multiple secure messaging solutions within their
abilities, to meet their own specific needs. There is currently no provincial initiative toward ASM in primary care. The PHSA and the OVH are supporting
the CDM pilot to explore the ASM landscape within the health authorities.

Constructs Key Features Process

Value Proposition Value Proposed value propositions of the CDM The PHSA’s CDM pilot focuses on understanding the
project include cost savings and reduced needs and requirements of ASM using a range of
workload for providers. use-cases.

The full potential of ASM would be realized by | The PHSA suggests the need to understand the
redesign of the system to incorporate a actual value to clinicians in different contexts,
‘Digital Front Door". which may be different from vendor identified
value propositions. Needs vary based on the type of
clinic/specialty. The CDM project is being piloted in
different clinics to identify the actual need, rather
than allowing a technology-push approach with
solutions not informed by clinicians’ requirements.

The use of a Digital Front Door approach would
enable triage to appropriate clinicians and help
handle workflow and clinician workloads.

Wider system Professional and e BC MoH OVH leads and provides strategic direction for
provincial bodies e OVH virtual health initiatives within PHSA. OVH initiated
e DOBC provides some funding for ASM the CDM pilot within the health authorities.

(though only for provider-provider consults)
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DoBC advocates for all doctors including primary
care providers’ interests and collaborates with the
BC MoH for billing codes.

Governance

No provincial level regulation of solutions,
standards, and interoperability requirements.
The BC MoH is in the early stages of
establishing a sector wide governance model
to support the delivery of its digital health
strategy.

Recognized need to enforce standards to
promote interoperability (lessons to learn from
ON and QQ).

A need for harmonized legislation and tighter
controls to tackle the legislative challenges
and bureaucratic barriers (DoBC feedback).

Tiered siloed environment, with competing
legislations: different interpretations of legislations
and risk assessments. Primary care can quickly
advance solutions, but it typically stays within the
community due to bureaucratic hoops imposed by
health authorities.

OVH began coordinating and setting standards of
definitions and coordinating activities around

virtual visits (though not specific to messaging).

Remuneration

Flat fee (5§7.04) per exchange.

Fee code PG14078: Existed prior to 2020 and
limited to physicians who have met specific
eligibility requirements. Not payable for
prescription renewals or appointment
notifications, and has a limit of 200 services

per year per physician.

Temporary virtual care fee code T13707: Was
introduced in 2020 and can be used by any
physician’s office for services provided to

DoBC and BC MoH work together to set fee codes.

Lack of actual billing practices despite existence of
ASM billing codes prior to pandemic.
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eligible patients. It can be used to submit
claims for prescription renewals without
patient interaction. Only one service is payable
per patient per day.

For both codes the task of relaying physician
advice may be delegated to an allied health
professional or medical office assistant (MOA).

Patient/Public
engagement model

Patients are involved in CDM project
evaluations, but the PHSA acknowledges
scope for more patient involvement.

Two evaluations within CDM project had detailed
patient engaged evaluation of models of care.

Digital health equity

CDM project: Uses SMS for messaging,
eliminating the need for broadband or

smartphones.

The solution used by Memora Health does not
leverage a smartphone application. Socioeconomic
barriers are alleviated since any patient with a cell
phone enabled with text messaging can engage

through Memora’s application.

Policymakers acknowledge the need to navigate
digital divide (age, language, rural areas with
limited broadband). Some basic incorporation of
accessible technologies for ASM as evident by SMS

use in rural communities.

Organizational

Implementation

approaches

No provincial initiative for ASM in primary

care.

PHSA-led CDM project (health authorities):
Currently in the demonstration phase. Aims to
understand the current ASM landscape (needs,
requirements) in BC.

PHSA adopts a coordinated approach to work with
multiple health authorities to implement one digital
ASM solution. Closest effort to a provincial
coordinated approach is the CDM project. PHSA
supports from an implementation design
perspective and helps other health authorities
procure and implement those solutions.
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Looking to ON and AB as examples promoting
interoperability.

The CDM pilot adopts a learning approach to assess
actual needs (vs. ‘creating a need’), using a
technology pull rather than a technology push
approach.

The CDM pilot discourages the inclusion of PHI in
messages. As message responses are mostly
automated and use artificial intelligence (Al), they
are not billable.

Professional

roles/practices

Primary care’s longitudinal nature might make
it more conducive to ASM uptake.

Physician concern regarding duplicate

workload and records.

Some unanticipated challenges related to
physician workload despite using an Al-based
messaging platform.

Some primary care providers fear
commercialization of patients' information,
especially by larger 'branded' vendors who try
to get integrated into multiple parts of the
health system.

The longitudinal nature of primary care and the
absence of restrictions on what messaging
platforms can be used (unlike the case of providers
within health authorities), there may be more
widespread use of messaging among primary care
physicians, though not through a provincial
initiative. Primary care providers have tendency to
choose quick and easy ASM solutions that meet
their needs, even if not necessarily the ‘best’
solution.

CDM pilot uses an Al chatbot that proved to be
resource intensive as the computer must be trained
to learn; it required someone from the clinical side
to review and assess it. This added to clinicians’
tasks and was not calculated for.

There is a current policy shift from promoting the

use of virtual care to emphasizing appropriate use.
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Technology

Technology supply

CDM pilot employs a US based vendor,
Memora Health, which uses SMS and Al for
messaging.

PHSA recognizes need to gauge technology
vendors based on their maturity, practices, and
ability to meet the complex needs of the health

system.

Constant competition from larger private vendors
(e.g., Maple, Telus, etc.).

Change management

resources

PHSA supports and funds some service

providers in health authorities.

CDM project: Memora Health provides
support to OVH team.

Primary care: DoBC provides some support
though mainly for eConsults (provider-
provider messaging).

Memora Health works with the OVH team to
prepare training materials for the providers,
including video recordings. Memora Health is
available to provide live training as well via Zoom.
Patients are not provided direct training since they
will interact with Memora Health directly through
text messaging on their own phone (no app
required for the patient).

Embedding and
adaptation

Evaluations and
learnings

Two evaluations done within CDM pilot, with
patient engaged evaluation of model of care
in one clinic where ASM was a small

component.

Unexpected resource-intensiveness of the
CDM pilot’s Al messaging capability provided
learnings in terms of allocation of clinician

time and effort to ‘train’ the chatbot.

A common evaluation framework for digital
health and virtual care is being implemented
by MoH.

Evaluations are done collaboratively between OVH
and the clinical teams.

The MoH is moving ahead with implementing a
common evaluation framework for digital health
and virtual care. This was socialized across the
province and subject to extensive engagement.
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Appendix 2D: ASM Capabilities — Nova Scotia

Overview: The MyHealthNS pilot (2012-2015) was provincially rolled out in 2016 and ended in 2020. A Virtual Technology Incentive stipend similar to a
block fee model was introduced for MyHealthNS in August 2018. MyHealthNS included patient-provider messaging (e-messages) but was adapted to
focus on one-way automated messages for communication of test results (e-Results).

Constructs Key Features Process
Value proposition Value e Improved care quality. Evaluation identified clear value propositions for
e Patient involvement in care. providers and patients.

Time and cost savings.

Improved access. ASM could potentially substitute for some in-

Improved quality of appointments. person visits.

Easier for patients to refer back to notes.

Wider system Professional and e DHW DHW oversees health care delivery in the province

provincial bodies Doctors Nova Scotia (DNS) and supported the implementation of the

MyHealthNS platform.

MyHealthNS team collaborated with DNS to
communicate the availability of block funding for
ASM from August 2018.

DNS and DHW commissioned a Deloitte report
(March 2022) which will be considered by DHW in
its decision-making surrounding compensation for

virtual care including ASM.

Governance MyHealthNS Clinical Practice Advisory Group Working group of primary care physicians in NS
(CPAG) determined eligibility terms for funding. | reported to CPAG to inform best practices and use
of MyHealthNS as a tool for clinical care.
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Privacy and security assessments by provincial
authorities in collaboration with professional

bodies.

Virtual care EMR add-ons undergo privacy and
security assessments by DHW in consultation with
NS Health Authority, NS Digital Services, Izaak
Walton Killam (IWK) Health Centre, and DNS.

Remuneration

Block funding (from DHW) introduced in 2018 for
MyHealthNS.

No standard billing codes for ASM currently.

Virtual Technology Incentive stipend (with aim to
evaluate suitability and impact of ASM) allowed
payment up to $12,000 per year.

Policy teams are exploring options to adapt
provider funding approaches to better support the
broader use of secure messaging. This is expected
to be addressed in the coming year as a pre-
requisite to more formal expansion efforts.

Patient/Public
engagement model

Working group of primary care physicians
consulted on best practices and use of
MyHealthNS as a clinical care tool.

Provider and patient surveys during evaluation
of block fee model for MyHealthNS.

Provider and patient survey links to evaluate
satisfaction (patient and provider), quality of care
(patients), and workflow impact (providers).

Digital health equity

n/a

n/a

Organizational

Implementation
approaches

MyHealthNS pilot (2012-2015) followed by

province-wide implementation.

Subsequent eConsult pilots in isolated locations.

After a 3-year pilot involving 35 primary care
physicians and over 6,000 patients, MyHealthNS
was rolled out provincially in 2016. It was the first
virtual care service of its kind available province-
wide in Canada and was made possible by federal

and provincial collaboration and support. The
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initiative was terminated in 2020 when the vendor

did not renew the contract.

Professional
roles/practices

Initial lack of patient onboarding improved after
introduction of block funding.

More use of automated e-Results than e-
Messages.

Reluctance to introduce ASM during EMR
transitions.

Provider concerns regarding inappropriate use

by patients.

Onboarding targets improved as more providers
met the funding terms and conditions (as of Feb
2020), as opposed to 2018 when there was no
funding available.

Insufficient funding and lack of integration of ASM

into workflow led to a focus on e-Results instead.

Many providers did not embrace MyHealthNS due
to ongoing changes in their work platforms as they
transitioned to new EMRs.

Increased workload due to message volume was a
major barrier. An evaluation suggested patient
uptake requires active promotion by the provider,
and benefits outweigh these concerns.

Technology

Technology supply

MyHealthNS - McKesson Canada's RelayHealth
technology.

Substantial change in EMR landscape between
2018-2020.

Subsequent eConsult pilots used MyHealthNS,
MedDialog and Ocean.

McKesson pulled out of the MyHealthNS initiative
in March 2020, leading to the termination of this
provincial platform.

Many providers did not embrace MyHealthNS due
to ongoing changes in their work platforms as they
transitioned to new EMRs. By 2020 the predominant
EMRs were MedAccess (Telus), Accuro (QHR).

Currently some providers use messaging within
EMRs (Pomelo Health and Ocean integrated with
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MedAccess; Medeo and Ocean integrated with
Accuro).
Change management | MyHealthNS: Block funding to support initial $3,000 available on enrollment for training,
resources setup costs. workflow changes and promotional material.
Embedding and Evaluations and MyHealthNS: Patient and provider surveys Surveys to evaluate satisfaction, quality of care,
adaptation learnings pointed to the need for adequate funding and workflow impact.
increased integration of ASM into clinical Providers required to engage in surveys to be
workflow. eligible for funding, though no penalty enforced for
failure to do so.
NS Health, IWK, and DHW now encourage EMR-
integrated messaging tools.
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Appendix 2E: ASM Capabilities — Ontario
om0

Overview: The EAPC pilot (2017-2019) was undertaken by the ON MoH to explore uptake of virtual care modalities; the majority of the eVisits used
ASM. Currently though there is no standard remuneration for ASM. It is anticipated that there may be changes in billing policies within a subsequent
pilot. EAPC related information within this document has been taken from the evaluation report by Women’s College Hospital Institute for Health
System Solutions and Virtual Care (WIHV).

Constructs Key Features Process
Value proposition Value Value for providers: In the EAPC pilot, ASM freed resources to attend to
o Efficiency and revenue. more critical care in-person.
e Quality of care. It helped eliminate time inefficiencies from
¢ Improved access. missed/repeated phone calls, and increased
e Security and confidentiality. revenue by providing compensation for tasks done
using ASM.
Value for patients:
e Patient empowerment. Time to provide well thought-out responses to
e Convenience. patients improved quality of care.
e Improved access. Reduced wait times, faster response times, reduced

Avoidance of germ exposure in waiting rooms. use of external resources, and the ability to send a
message at any time improved access especially for
rural/remote patients.

Security and confidentiality were enhanced as the
EAPC pilot enabled communication via a secure

platform compared to email or other less secure

platforms.
Wider system Professional and o Ministry of Health and Long-Term Care OH develops standards and operates programs to
provincial bodies (MOHLTC) - now OH enable billing policy advancement and to deliver
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e Ontario Medical Association (OMA)

e Ontario Telemedicine Network (OTN) - now
part of OH

e OntarioMD (OMD)

value to the health sector by reducing barriers to

the adoption of virtual care solutions.

OMA advocates for physicians’ rights and needs,
and OntarioMD works with provincial organizations
to deliver digital health solutions integrated within
providers’ EMRs.

For the OTN-led EAPC pilot, the ON MoH set the
billing codes without involvement of the OMA. The
OMA hopes to negotiate funding to include ASM as
a key component of the 2024 Physician Services
Agreement.

Governance

Solutions are verified and validated as compliant
with a set of Virtual Visits Solution requirements
that constitute a provincial standard for virtual

visits.

OH performs submission package verification to
check for the completeness, accuracy, and
consistency of submission materials to VVV
program requirements and the provincial standard.
OMD performs validation testing through scenario-
based testing and review of substantiation
materials to ensure that attestations of compliance
with the standard made by solution providers
(vendors and in certain instances health service
provider innovators) are accurate.

Currently 28 out of the 51 verified virtual visit

solutions have ASM.

Remuneration

No standard billing codes for ASM apart from
within the EAPC pilot which used tiered flat fee
billing codes.

EAPC provided the first step toward payment
changes for virtual care. Introduction of new

temporary K-codes (not limited to OTN verified
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Anticipated billing changes may incentivize

providers to use an OH-verified solution.

technologies) permitted ASM billing within the
EAPC pilot, using a tiered billing structure.

A condition of future remuneration is that health

service providers use OH-verified solutions.

Patient/Public
engagement model

Surveys through the EAPC evaluation.

Patient empowerment, convenience (time and
money) were value propositions facilitated by ASM

as per patient perspectives.

An emphasis on easy setup, compatibility with
different devices, and establishment of a
reasonable response time were listed as

expectations.

Digital health equity

Minimal focused efforts toward digital health
equity.

Within the EAPC pilot, patient uptake was skewed
toward higher income and education with relatively
good health status. Physicians determined how to
engage with the patients in their practice. Some
provided access to all patients at once, where
others were more comfortable with either a subset,
or more gradual approach.

Organizational

Implementation
approaches

MOHLTC funded OTN to lead 3 Proofs of Concept
(PoCs) in 5 LHINs using a phased approach.

A new ASM pilot negotiated between OH and
OMA is expected to begin by early 2023.

To lay foundations for a possible provincial
program, OTN was contracted to understand the
value of ASM and build a pilot program (EAPC). OTN
collaborated with LHINs and primary care providers

to co-design the delivery model.

Four LHINs using one platform (Novari Health) had
only patient initiated messages until January 2019.
The fifth LHIN using the Think Research platform
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had patient as well as provider initiated messaging

capabilities.

Super users had access to an external

implementation team.

Professional
roles/practices

ASM was well received, but challenges were
faced with workflow integration.

75% providers reported that effort for messaging
was less than in-person visits.

A need for integration with EMRs and workflow.

A need for administrative oversight to steer best

practices for optimal implementation.

Technology

Technology supply

EAPC used a Vendor of Record arrangement for

two vendors.

EAPC used a Vendor of Record arrangement for two
vendors: Novari Health for 4 LHINs and Think
Research for the 5th LHIN.

Outside the pilot, a market-oriented approach with
many vendors available.

Change
management

resources

Organizational readiness, implementation
strategies and support varied across the sites, and
members of the EAPC team provided some
support to LHINSs.

EAPC: managed differently in each region. Different
local groups with varying primary care expertise
were responsible for change management for the
project.

Selected an organization in each region to do
change management during EAPC. Organizational
readiness, implementation strategies, and support
varied across the sites.
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Members of OTN EAPC team provided varying
levels of support and training to LHINs, other
stakeholders as well as direct support to physicians
and their offices where required. Clinical leads

supported physician recruitment.

Providers identified a need for more
patient/provider education (best practices for
integration into practice; establish expectations to
avoid inappropriate use) on ASM, and ongoing
technology and change management support.

Embedding and
adaptation

Evaluations and

learnings

EAPC evaluation with 194 primary care providers
and 6,355 patients, had positive feedback from
patients and providers. ASM was the dominant

virtual care modality used within the pilot.

Evaluation showed over 90% of visits used ASM
with positive feedback.

Higher adoption was observed among providers
with administrative and technical support,
workflow integration and effective implementation
strategies.

A need to identify clinical champions - to vouch for
the value of ASM, and to provide guidance in future
implementation strategies to suit clinics’ needs.

Provision of implementation support to clinics
lacking resources, to ensure equitable spread and
scale.
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Recommended provision of solution choice to
providers. The VVV process is a step in this
direction.
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Appendix 2F: ASM Capabilities — Quebec

Overview: In 2005 a local telehealth coordination center in QC implemented a telehealth platform which now includes ASM as well. The platform was

given the mandate to be scaled provincially, and this initiative is in progress.

Constructs Key Features Process
Value proposition Value e Accessibility to care. Use of structured questionnaires for pre-
e Continuity of services in isolated regions. appointment screening.

Tele-consultations for certain specialties.

Wider system Professional and e MSSS The MSSS has mandated four TCCs to provide
provincial bodies e College des médecins du Québec support for telehealth deployment for the four
territories within QC’s RUISSS. Within the MSSS, the
Ministerial Telehealth Clinical and technology

coordinators are responsible for telehealth at the

provincial level.

Clinical expert groups provide advice on the service
implementation and integration of clinical flow in

the provincial virtual platform.

Governance MSSS works with two coordinators (clinical and TCCs work with regulatory bodies to decide
technological) for telehealth governance. documentation and traceability.
TCCs support and guide deployment in the four Standards in place for security, confidentiality,
RUISSS territories. integrity, and other technical specifications.
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A well-developed clinical model is in place to
ensure all aspects are addressed before

implementing a service.

Remuneration

Telehealth fee codes do not cover ASM.

Ongoing negotiations to regulate payment for ASM.

Patient/Public
engagement model

Engagement through the CEPPP at the University
of Montreal to construct a patient portal with a

secure messaging system.

CEPPP works closely with the MSSS, considering
patient inputs and perspectives, with the intention
to provide patients with controlled access to their
care information and ability to trace their care

trajectory in different specialties.

Digital health equity

n/a

n/a

Organizational

Implementation
approaches

Implementation at a local telehealth coordination

center is being scaled to provide a provincial
platform, (PSV).

Infrastructure for the provincial roll out is being
planned. Efforts are being made to modernize the
clinical workflow in the platform with the first focus
being asynchronous consultations. Experience from
tele-dermatology is being leveraged to create a

generic workflow.

The tele-dermatology component of the provincial
platform was deployed in June 2022.

Professional roles/
practices

Professionals would like more control of how

patients are given access to them.

A body within the University of Montreal works
closely with the MSSS, considering patient inputs
and perspectives. It is planned to have a more
controlled implementation of the virtual platform,

giving controlled access to the patient.

Technology

Technology supply

Telehealth platform (including ASM) by Akinox is
to go provincial (10-year contract).

Bilateral agreement provided QC with over $28
million for virtual health expansion. Funds are being
used for two initiatives, one of which is a Virtual
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https://ceppp.ca/en/patient-and-public-partnership-platform/).
https://telesantequebec.ca/professionnel/technologies/psv/

Care and Services platform to manage and

integrate all types of telehealth visits.

QC Health Booklet allows access to health
information online (medication, imaging/test
results).

Change
management

resources

Telehealth coordination centers provide best
practices and guidelines to physicians on how to

best use the platform.

A support centre for digital health services, /e

Centre de soutien des services numériques en
santé (CSSNS) has been established to provide
virtual care support.

CSSNS brings together resources from all the TCCs
and will provide support to users of the new

provincial virtual care platform.

The telehealth committee meet regularly to
modernize asynchronous telehealth workflow
within provincial platform. Integration of virtual
care is mobilized within the care trajectory so that it
is a value-add to the workflow and process, and not

an additional burden.

Specific roles and responsibilities defined in terms
of who is responsible for the request of the
patient's follow-up for the continuity of services.

Training material as well as webinars are provided
to all new users on the virtual platform. Information
and materials related to the platform is accessible
to all users online. A Teams channel with regular
meetings with respondents is available during the

implementation phase.

Canadian Network for Digital Health Evaluation | Women’s College Hospital

190




Embedding and

adaptation

Evaluations and

learnings

Evaluation of asynchronous teleconsultation in
tele-dermatology, which is one of the first
implementations within the provincial platform, is
expected to be take place in late 2022 and mid-
2023.

The objective is to evaluate users’ satisfaction and

experience using the new virtual platform.

Results will help to consolidate the service and

ensure sustainability.

Canadian Network for Digital Health Evaluation | Women’s College Hospital

191




Appendix 2G: Remuneration

Table 2G-1. A comparison of remuneration models for ASM across the five provinces.

Province

Fee Code Details

Conditions/Limits

AB

Fee Structure

Flat fee

Payment Value

$20 per

exchange

03.01S: This code was functional before
2020 and is intended for medically necessary
advice/follow-up via secure electronic

communication.

e Payable up to 14 messages per week per
physician.

o Payable not more than once per week per
patient per physician (i.e., regardless of the
number of problems dealt with).

e Only if an established physician-patient
relationship exists.

e Cannot be billed in the same week as a
telephone/video consult for the same patient.

o Until November 2022, 03.01S contributed to a
daily patient volume cap of 50 visits for 100%
reimbursement. This cap is now temporarily
removed until March 2023.

e Should be via a secure messaging system that
meets requirements of CPSA and OPC of AB.

e Communication must be with the physician, not
a proxy or other member of the care team.

03.01AD: Not exclusively for asynchronous
secure messaging (ASM). This was
introduced in 2020 for patient-initiated
health inquiries. It covers physician advice

provided via telephone/video visits that last

e Not more than once per patient, per physician,
per day.

o Must be patient-initiated.

e Should be via a secure messaging system that
meets requirements of CPSA and OPC of AB.

Canadian Network for Digital Health Evaluation | Women’s College Hospital

192



less than 10 minutes, as well as ASM. It also

allows for new/refill prescriptions if required.

e Communication must be with the physician, not

a proxy or other member of the care team.

BC Flat fee $7.04 per PG14078: Existed prior to 2020 and meant e For CLFPs who provide longitudinal care to a
exchange for community longitudinal family known panel of patients.

practitioners (CLFPs) who were the “Main e Two-way communication between patient and

Responsible Provider” for a known set of provider.

patients. o Not payable for prescription renewals or
appointment notifications.

The task of relaying physician advice may be | e Payable up to a limit of 200 messages per

delegated to an allied health professional or physician per year.

MOA.

T13707: This was introduced in 2020 for use o Not for appointment/referral notifications.

by any physician’s office for ASM servicesto | e Two-way communication between patient and

eligible patients. It can also be used to provider.

submit claims for prescription renewals ® Only one service payable per patient per day (a

without patient interaction. message exchange which takes place over more
than one day can be billed once for each

The task of relaying physician advice may be subsequent day).

delegated to an allied health professional or | e Not usually payable on same calendar day as a

MOA. visit/service by the same physician for the same
patient.

NS No current n/a Policy teams are exploring options to adapt | n/a

ASM fee codes

provider funding approaches to better
support the broader use of secure

messaging.

Block fee
payment
model for

MyHealthNS up
to $12,000 a

year

MyHealthNS used a Virtual Technology
Incentive stipend, introduced by the DHW

for family doctors using the platform.

MyHealthNS stipend model:
¢ $3,000 provided on enrollment, to support

training and change management efforts.
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MyHealthNS

platform

 $3,000 for each subsequent 3-month period
subject to meeting expectations (determined

from monthly utilization reports).

ON No standard n/a n/a n/a
ASM fee codes
EAPC tiered Minor EAPC employed temporary fee codes for ¢ Anticipated billing changes in a subsequent pilot
flat fee assessment: ASM within the pilot. Fees were tiered and may incentivize providers to use an OH-verified
$15 (FFS); $2.25 paid for each completed visit depending on solution, as this may be a condition for future
(capitation) whether ASM was used for a minor or an billing eligibility.
intermediate assessment, and on what type
Intermediate of compensation model (FFS or capitation)
Assessment: the provider was eligible for.
$21.70 (FFS);
$3.23
(capitation)
QC No current fee n/a Negotiations are underway to regulate n/a

codes for ASM

billing for ASM.
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Project 3 Appendices

Appendix 3A: Interview Guides

Patient Interview Guide

1.

2.

© N o v A

Participant Description
a. How long have you been a patient of the clinic?
b. What is your age?
What gender do you identify with?

o

Overall, how would you describe your level of comfort using technology? Do you
use messaging (text or email) in communicating with other people in your life?
Do you use secure messages through the portal?
a. For admin or clinical questions or both?
b. How long have you been using the messaging system?
c. How often do you use it?
d. Do you have reliable access to internet and/or a device to be able to use the
portal?
What are some common reasons for which you send messages? (i.e, treatment
questions, new issues)
a. Do providers respond to messages relatively quickly? How long does it usually
take for them to respond?
b. Are your expectations met when you send messages? If not, what is missing?
c. Doyou feel like many messages are not responded to?
d. Are you comfortable sending messages to the clinic?
Do you often receive messages? If yes, what types and from whom?
What are some of the instances that you prefer to use messages vs. the phone?
Do you think the ability to use messages improves your ability to receive proper care?
If you did not have access to messages, what would you do?
Do you have caregivers? If so, do they use your patient portal for secure messaging, or is

it mainly you, who uses them?
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9. Has your provider ever spoken to you about the use of messages and how to use them
in your care?

10. Did you know that messages were turned off? How did you feel when they turned off
the messaging system?

1. What are some of the challenges in using messages?

12. What are some of the benefits?

13. In what ways could the portal messaging be improved?

14. If the messages are turned back on, will you use the feature going forward?

Administrative Interview Guide

1. Participant Description
a. Can you tell me your position and describe your role on the team?
b. Can you describe what your role is when it comes to the management of
secure messages?
¢. Do you hold any administrative roles that require you to manage workflows
related to secure messaging at your clinic?
2. Is there some kind of approved workflow or standardized process at your clinic with
respect to how your clinic handles secure messages?
i. Workflow with regards to processing incoming messages
ii. Workflow with respect to next steps/pathways for handling various types
of messages.

b. Do all messages go directly to providers, all to admin staff or are some
administrative types of messages (e.g., appointment bookings, etc.) directed to
administrative staff and medical messages sent directly to providers?

¢. What do you do in situations where the admin messages contain medical
information and vice versa? How are these situations handled?

d. What do you do in a situation where a message requires an in-person/or virtual
visit? (Who makes that decision?)

3. What are some common reasons for which patients send messages?
4. Do you find the messaging system useful? Why?

5. Do you feel like many messages are not responded to?
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10.

M.

Are there any guidelines of how quickly staff members need to respond to messages?

Do messages often lead to phone calls?

Do all providers use messages in their practice? Do they accept them?

Did you receive any training in using secure messages?

Has the use of secure messages caused inefficiencies and confusion about various staff

members roles?

What are your perceptions of patients’ views with regards to the use of messages?

Provider Interview Guide

1.

2.

Participant Description

a. Can you tell me your position and describe your role on the team?
b. Do you use secure messages in your practice?
¢. Outside your practice, do you hold any administrative roles that require you

to manage workflows related to secure messaging at your clinic?

| have now some questions about how messages are being handled at the clinic?

a.

Is there some kind of approved workflow or standardized process at your clinic
with respect to how your clinic handles secure messages?

i. Workflow with regards to processing incoming messages

ii. Workflow with respect to next steps/pathways for handling various types

of messages.

Do all messages go directly to providers, all to admin staff or are some
administrative types of messages (e.g., appointment bookings, etc.) directed to
administrative staff and medical messages sent directly to providers?
What do you do in situations where the admin messages contain medical
information and vice versa? How are these situations handled?
What do you do in a situation where a message requires an in-person/or virtual

visit?

3. What are some common reasons for which patients send messages?

a.

What do you consider appropriate for secure messages and what inappropriate?

b. Do you feel like many messages are not responded to?

C.

Are there any guidelines of how quickly providers are to respond to messages?
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4. When and in what situations do you initiate messages?
5. What is your perception of providers’ views with regards to messages?
a. Have they reported any concerns or are they indifferent? Are messages useful?
b. Do they feel it impacts their workflows?
Did providers receive any training in using secure messages in EPIC?
d. Do all providers respond to clinical messages sent by their patients?
e. Hasthe use of secure messages caused inefficiencies and confusion about various
staff members’ roles?

6. What are your perceptions of patients’ views with regards to the use of messages?
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Appendix 3B: Qualitative Methods

Semi-structured interviews with health care providers, clinic staff, and patients were
conducted to learn about the models of care that are currently in use with regards to ASM

and explore barriers and enablers to adoption and meaningful use of ASM.

Recruitment

Health care providers and staff working at participating clinics were eligible for participation
in the study. The focus was on recruiting physicians and staff that triage messages (either
administrative staff or clinical staff). Patients who had a visit at the hospital (irrespective of
department, modality, or messaging use) within the data collection period (October 2019 to

October 2022) were eligible for participation.

Data Collection
Semi-structured interviews were conducted over Microsoft Teams or the phone.

Health care provider interviews focused on:

Learning about the current ASM models of care.

Experience and utilization of ASM.

Barriers and enablers to adoption of the use of ASM in their clinic.

Considerations for scalability.

Patient interviews focused on:

e Experience using ASM.
e Barriers and facilitators of adoption.

e Considerations for scalability.
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Questions were tailored by clinic, and participant type (health care provider, staff, patient)
(see Appendix 3A for interview guides). The interviews were audio recorded and transcribed.
All interview participants provided verbal or written consent to participate in the study. The
initial goal was to recruit 10-15 health care providers/staff and 10 patients/caregivers across

clinics.

Qualitative Analysis

Audio files were transcribed by either an automatic transcription service through the video
conference platform or by a research assistant and were de-identified prior to analysis.
Interviews were analyzed iteratively using thematic analysis to identify common themes and
patterns of meaning across interviews (8).

Three coders independently coded the first three interviews, after which the coders met to
discuss coding and establish a codebook. The three coders then applied the codebook to
the remaining interviews using NVivo (a qualitative software program). Themes were

discussed among team members at the end.
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Appendix 3C: Additional Quantitative Data Results

Dermatology
Average Days Since Last
Appointment

Rheumatology
Average Days Since Last
Appointment
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Figure 3C-1. Average number of days since last patient appointment.
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Dermatology Rheumatology

Number of replies across messages Number of replies across messages
initiated from patients vs. clinical initiated from patients vs. clinical
staff staff
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Figure 3C-2. Number of replies across messages from patients vs. clinical staff.
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Dermatology
Time of Day of Messages

Rheumatology
Time of Day of Messages

@ From Patient g To Patient

Figure 3C-3. Time of day messages were sent.
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Appendix 3D: Additional Quotes

Theme/Subthemes

Barriers to adoption

Supporting Quotation(s)

Appropriateness

“What seems ... mostly inappropriate [to] meis ... a
long request for additional information because
patients have access ... in a way that [they] didn't
in the past like all [patients] have to do is send [a
message]. It's an open-ended, you know electronic
interface. So, it has the appearance that there is
back-end infrastructure to address people's
questions whenever they have ... them. So, | think
that may lead to some of these requests that we ...
wouldn't have had in the past. You know, patient[s]
wouldn't have called and said like you know they
would have understood they have more questions;
they really need to set up another appointment.”
Physician 11, Surgery

“Some of them were medication questions. Some
of them were reporting side effects of their
medications. They're giving me medical updates,
things that they should have done in their follow
up appointments, but they would give me
updates, you know, as they would go along,
they've noticed something. They sent me a
message about it, and it would clog up my inbox.
And I'm like, you know, you could have told me
this, that you're follow up appointment next week.
Like you didn't need to send me a message, you
know, giving me this detailed update of your
condition. That's what follow up appointments are
for. Like, | don't need to this through the
messaging. But there was a fair amount of that.”

Physician 1, Rheumatology

“[Patients] will occasionally message thinking it's

relevant, or they can't get a hold of another

provider. If ... it sounded completely unrelated like
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chest pain, [that’s outside of my scope, as] I'm [a]
rheumatologlist]. [Patients have said] | have worse
shortness of breath after COVID | can't get a hold
of my family doctor. We ... were the only accessible
portal to health care that [patients] had because
we were just always available [in] this portal. But ...
it's not within my expertise ... But now this is
something urgent, chest pain that you ... kind of
can'tignore it.”

Physician 2, Rheumatology

“The truth is, is that convenience to the patient
must be balanced out with the fact that people
trying to get these things managed through this
pathway can result in inferior care. So, they might
be happy because they can get an answer, but it's
not clear whether or not they're receiving better
care through it.”

Physician 19, Dermatology

Poor physician experience

“If there is a degree of control, | would participate
in using the messages, but it is all or nothing.”
Physician 12, Mental Health

“I have to sort of adjust my clinics, extend my
clinics, add clinics, et cetera, to try and
accommodate some of these patients.”

Physician 1, Rheumatology

Increase in physician workload

“I' had to devote 30 to 45 minutes at the end of
every day to deal with those messages and | was
getting increasingly angry about it because it's
like I've already had a full day. I'm already tired
and the last thing | wanna do is spend another 45
minutes answering these patients.”

Physician 1, Rheumatology

“Uh, now they just send me a message directly
with whatever it is that you know. And then |

have to assess this like, I'd have to look up their

record, | have to read their last follow up note, |
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have to go on to Connecting Ontario to look at
their blood work. And so basically, it's like I'm
doing a medical assessment at the end of the day
when they don't have an appointment, but | still
have to assess this because they sent me a
message..... It increases my workload.”

Physician 1, Rheumatology

Policy and regulation unclarities

“I think if it were totally automated, | think people
would have no problem with it, but if it did require
time and effort. It is compensated so | think the
opportunity cost of making it an unreimbursed
service ... | don't think you'd have physicians who
could participate.”

Physician 11, Surgery

“A patient might be like yeah, you know, | saw you
for this. But | also have this spot now. So, what do
| do about that? And you're like, well, this is not
appropriate for messaging you have to come in.
Then you get stressed out because it's like, well,
[the picture is] totally blurry. | can't see if it's skin
cancer or not. But is it my fault if | miss it and tell
them to come in in three months and it's grown or
changed? ...... It's a huge liability risk to address
incomplete information that way, and these were
all things that came up before we shut it off.”
Physician 19, Dermatology

Poor engagement of all users

“And so for me, | felt it was an equity issue that we
turned it off and | felt like we could have or should
have proposed other solutions before just blanket
turning it on or off. Maybe we should have done a
needs assessment. Maybe we should have looked
at who this is affecting. Maybe we could have
found better ways to make the messages more
succinct or more pointed or more directed. So that
the physicians didn't feel the weight of what they
thought was an inordinate amount of work.
Administrative staff 3, Rheumatology

Facilitators to adoption
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Value proposition “I just want to add to that, the majority of my
messages who are after hours, so | think the
patients like that option. So, when | come in first
thing in the morning, boom, the first thing | check
is my EPIC messages. And then | go to my voice
conference stuff. So, | think it's a good system.”
Physician 6, Surgery

“I think it makes it easier [for patients]. Like instead
of phoning and maybe being put on hold to, you
know, leave a message ... [patients] can just send a
quick message. It gets to us quicker. So before
when [patients] would have to call the cancellation
line, there was always a gap it seemed between
when we would get that note because [staff] used
to often just put that in our mailbox like you know
patient cancelled.”

Physician 13, Mental Health

“They have a hard time getting through to the
secretaries, right, whereas when they send a
message directly through the patient scheduling,
it gets through. But calling is harder because they
don't always pick up there on the other line or
they're on lunch or on break or whatever. ...... o)
it's a harder.”

Physician 1, Rheumatology

“...you have to transcribe the voicemail and you
have to do that by hand copying. So, then it's an
hour or two in the morning, just transcribing
voicemail. Then you're looking up in epic all the
information; then you're making a phone call back
to the patient; whether they're there or their
voicemail; if it's voicemail, or they don't have
voicemail, then you're calling the patient back; or
the patient didn't understand, so the patient is
calling back. So, it turns into much longer process
than just looking it up and typing it back.”
Administrative staff 3, Rheumatology
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“[when there are] 200 messages sitting, it's hard for
the secretaries to go through that, but sometimes
the messaging is easier to filter through and see
what's more urgent.”

Physician 2, Rheumatology

Patient education

“[I have to] create an expectation, right, that it's
not an additional pathway of care and that's why
too, if someone sends me something that requires
a complicated response, you know, my response is:
I've asked admin to book you for an appointment.
So, trying to, you know, socialize them that; that if
it's anything beyond like a simple response, that
they need to come see me.”

Physician 13, Mental Health

Equitable access to care

“If we're an accessible ambulatory care centre, then
we should be an accessible ambulatory care centre.
Not every patient is available eight to four when
the phone is answered.”

Administrative staff 03, Rheumatology

“Patients who are already at a disadvantage,
patients who are working in an industry where
they can't sit in an office and take a private phone
call anytime they like, disabled patients, low
income patients, patients out of town, all of the
most  vulnerable patients  were more
disproportionately affected than a patient who has
an office oris retired or has free time and can sit on
the phone and wait for half an hour for somebody
to pick up, or can call 10 times in an hour to finally
get through to a live person or who can leave a
voicemail and wait, possibly two days for

something they felt was urgent.”

Administrative staff 3, Rheumatology
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