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Background: Simulation training in medical education is increasing. It improves reported self-
confidence levels and physicians® knowledge. It encourages skill acquisition through experience
and has a role in assessment and acquisition of competencies.

Research Questions: Residents receiving simulation teaching would report higher levels of

confidence and demonstrate more competence in office management of anaphylaxis and they
would exhibit a higher level of sustainability in learning compared to residents who received

didactic teaching.

Methods/Methodology: Family Medicine Residents (n=25) were randomly assigned to a
simulation (n=12) or didactic (n=13) teaching session. All were examined using an OSCE
following the session and at seven or eight months. Participants completed pre- and post-
questionnaires that measured their management experience, confidence and comfort levels.

Results/Findings: There was a significant improvement in confidence and comfort level in both
groups following initial teaching (p<0.05). There was no significant difference between groups
in confidence or comfort level at follow up. There was no significant difference in OSCE
performance initially or at follow-up between the groups. Participants rated simulation teaching
as a more effective teaching method than didactic teaching (p<0.05).

Discussion: Residents in the didactic group may have had previous experience with management
of anaphylaxis and their OSCE performance may have been influenced by this factor. The
interval between baseline and follow-up may have been too long. Also, the combination of
didactic and simulation teaching may be superior to either method alone.

Conclusions: All Residents reported improvement in their levels of confidence and comfort with
anaphylaxis management after baseline teaching sessions. Participants who received simulation
teaching were not more competent in anaphylaxis management nor were their performances
more sustainable.



Recommendations: Future studies with a larger number of participants and a longer duration of
simulation teaching would be valuable in assessing its role in Family Medicine Residency
training.
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Background: In Canada, many patients with non-urgent (CTAS IV/V) medical problems
account for a large proportion of Emergency Department (ED) visits. Commonly cited reasons
for non-life threatening ED attendance include: the lack of a primary care provider (PCP); the
inaccessibility of an existing PCP; the perceived urgency of the patient’s problem; the need for
specific services; and, timely access to specialists.

Research Question: To identify patient’s reasons for attending Regina Qu’ Appelle Health
Region (RQHR) EDs for non-life threatening problems? Do patients have access to PCPs and
PCP after-hours care in the RQHR?

Methods/Methodology: A self-completed 9-item questionnaire was distributed to all consenting
CTAS IV and V patients presenting to RQHR EDs between June and September, 2013.

Results/Findings: A total of 239 eligible patients completed the questionnaire. Most (82%;
n=191/233) had a PCP; of these patients, 59.4% could not get an appointment within 24 hours
with their PCP and 82.2% stated that their PCP did not offer after-hours care. More than half
(52.9%, n=234/239) of patients felt that their problem was serious and 51.5% (n=123/239) of
patients attended the ED in anticipation of specific services. Thirty-nine percent (n=215/239) of
patients felt that their presenting problem could have been treated elsewhere. Most (86.9%,
n=222/239) of patients would attend an urgent care centre (UCC).

Discussion: These results may reflect the lack of access to timely services by PCPs in the
RQHR. PCPs may no longer offer these services (e.g: suturing) or patients perceive the ED
superior in terms of access to diagnostic investigations and specialist care.

Conclusions: It is not the lack of PCPs that result in the presentation of non-life threatening
medical problems to RQHR EDs. It is untimely access (within 24 hours) and unavailability of
after-hours access to PCPs, in addition to patient’s perceived need for specific services that
account for the presentation of non-urgent patients to RQHR EDs.

Recommendations: Increased availability of PCP after-hours care and the use of UCCs should
be considered in this Health Region.
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Background: Research to assess the utility of patient communication interventions that are
culturally and linguistically appropriate is limited, particularly in the Emergency Department
setting.

Research Question: Is the creation of a culturally- and linguistically-appropriate patient

communication tool perceived as acceptable and useful by community members who represent
the Indigenous community?

Methods/Methodology: A written pamphlet was designed to enhance communication between a
patient and the emergency room physician by inviting the patient to ask four key questions. The
pamphlet was to be validated through a focus group of indigenous community members.
Feedback was collected and concepts were subjected to qualitative data analysis, with
assignment to codes, categories, and themes.

Findings/Discussion: Four major themes were identified. Health care professionals tend to
work and think in terms that can be incongruous with the priorities and illness experience of the
patient. Barriers to reciprocal communication are influenced by culture, language, education,
and situational circumstance — these features need to be recognized in patient interactions. Oral
communication is the most important and effective form of communication to promote patient
understanding and satisfaction. The health care system has a responsibility to work directly with

Indigenous patients to develop sustainable resources and adapt current resources that facilitate
patient engagement.

Conclusions: When the tool was evaluated by the focus group from the target audience, it was
evident that, although appreciated, the tool was culturally, linguistically, and contextually
inappropriate, and could not be validated for use. The key messages gathered from the
participants were that the health care system is fraught with barriers to optimal patient-physician
communication, and that culturally and contextually appropriate solutions should include access
to language interpreters, in the spirit of valuing oral communication.

Recommendation: Further investment is needed in promoting the value and use of oral
communication in the medical encounter.
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Methadone Bridging: From Community Prescriber
to In-Patient Drug Administration
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Background: Patients on methadone maintenance treatment require timely dosing of their once
daily methadone to ensure stable drug levels and to avoid withdrawal effects. Patients on
methadone in the community often have co-existing chronic diseases and acute conditions that
require admission to the hospital. Sparse research has been conducted to examine the quality of
care surrounding the hospital admission of patients who are on community methadone
maintenance treatment programs.

Research Questions:

1) What are the demographic characteristics of community prescribed methadone patients who
have been admitted to the hospital?

2) How much time elapses between admission, the hospital doctor ordering methadone, and the
patient receiving methadone?

Methods: One hundred and thirty-one (131) randomly selected patient visits from the year 2012
were included in the analysis based on inclusion criteria. Patient demographics, timeline
surrounding hospital admission and the timeline surrounding methadone dosing were recorded.
The data collected was entered into SPSS v.21 for analysis, including descriptive statistics, Chi-
square and ANOV A where appropriate.

Results: Of the 131 patient visits, 61% were female, the mean age was 38 (SD=11.8) years
Maternity patients comprised 19% of patient visits. Respiratory conditions were the most
common admitting diagnosis (25%), followed by pregnancy related conditions (18%), infectious
conditions (14%), drug & alcohol related conditions (13%), gastrointestinal conditions (12%),
pain (8%), cardiac (4%), psychiatric (2%) and trauma (2%). The mean time between methadone
doses was 48 (SD=33) hours, from admission to dosage was 29 (SD=30) hours, from admission
to order was 21 (SD=25) hours, and the mean time from order to dosage was 11(SD=21) hours.

Discussion/Conclusions: Despite medical knowledge and hospital policy around methadone
maintenance therapy, over 90% of the patients had more than 24 hours between methadone
doses. The largest delay is in time from admission to dosage, suggesting physicians are not
capable and/or present to order methadone in a timely manner.



Recommendation: All admitting physicians in the hospital should be encouraged to obtain a

methadone prescribing license. This will likely decrease the delay in dosage and improve patient
care in the RQHR.
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Background: Family physicians are obliged to be stewards of healthcare resources primarily due
to costs to the system and patient well-being. Laboratory tests represent a substantial portion of
the health care budget, and ordering of same is practiced by most physicians.

Research Questions: What laboratory investigations would be selected in common, ambiguous
patient presentations by Family Medicine practitioners and residents in the Saskatoon Health
Region? How accurate are they in estimating costs of a few common laboratory tests?

Methods/Methodology: Participants were recruited through the College of Physicians and
Surgeons of Saskatchewan and the Saskatoon Family Medicine Residency unit. The survey
consisted of two common clinical scenarios with laboratory requisition forms, and questions
regarding practice setting; years in practice/residency; and knowledge of costs. Data were
analyzed using SPSS v.21. This study was approved by the Behavioural Research Ethics Board
of the University of Saskatchewan.

Results/Findings: There was a 26.7% response rate. Respondents estimated the costs of five
common laboratory costs accurately 16-37% of the time, with a wide range of incorrect
estimates. Lower estimates tended to be provided by urban physicians, and those with greater
than 20 years of practice experience. However, 64% of physicians felt their knowledge regarding
costs was at least average, and only 36% believed knowledge would change their ordering
practices. In the two clinical scenarios, only 7% of respondents would order only the indicated

tests in the first case and 79% in the second. 380 extra tests were ordered between the two
scenarios.

Discussion: Lack of knowledge about laboratory costs may be because costs are not part of the
medical curriculum and/or this information is not readily accessible. Additional tests may have
been ordered based upon respondents’ clinical experiences, convenience, and insufficient
information provided in the scenarios.

Conclusions: Family physicians have the responsibility to be sagacious in ordering tests, in the
context of increasing healthcare costs, evidence of wasted healthcare resources, and potential for
patient harm. Physicians should have proficient knowledge of the costs of tests they order, and



be cognizant of the guidelines in choosing necessary tests. Although our study is limited in size
and scope, it substantiates this fundamental responsibility.
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Are Saskatoon Family Physicians Referring Patients who Smoke for Bone
Densitometry based on the Osteoporosis Canada 2010 Clinical Guidelines:
A Retrospective Study of West Winds Primary Health Centre

Julie Baxter, FMR II; Andrea Ramsay, FMR 1I; Sandra Welihinda, FMR II;
Meredith McKague MD, MSc, CCFP; Shari McKay, MA

Department of Academic Family Medicine, University of Saskatchewan
Site (Saskatoon)

Background: Clinical practice guidelines were developed by Osteoporosis Canada in 2010 to
screen for 10-year fragility fracture risk. Studies demonstrate that smokers are at an increased
risk for the development of a hip fracture versus non-smokers. Assessing fragility fracture risk,
by using the clinical risk factor of smoking to refer for Bone Mineral Density (BMD) testing,
may lead to earlier treatment and possible decrease in morbidity and mortality.

Research Question: Are patients at West Winds Primary Health Centre, aged 50 to 64 years,
with the specific risk factor of current smoking being referred for BMD by family physicians
according to the 2010 Osteoporosis Canada Guidelines?

Methods/Methodology: A retrospective chart review was performed which collected
information including age (50 to 64 years), current smoking, other risk factors, referrals and
results for BMD, from January 1, 2011 to December 31, 2012. Data was entered into SPSS v. 20
for analysis, including descriptive statistics, t-tests, Chi-square and regression.

Results/Findings: Of the 225 subjects (77 males, 148 females; mean age of 54.9 years,
SD=3.47) analyzed, 50 patients had a positive smoking status. Ten percent of these were referred
for BMD testing. It was also noted that 24% of non-smoking patients (n= 175) had risk factors
but were not referred for BMD testing.

Discussion: The results of this retrospective chart review confirmed our research question that
there was a deficiency in physician BMD referrals for current smokers. Not only did it show a
lack of BMD referrals for these patients, it also occurred for non-smokers with risk factors.

Conclusion: Patients aged 50 to 64 years are not being adequately screened for 10-year fragility
fracture risk based on the new guidelines.

Recommendation: Future research could explore whether there is a reduction in morbidity or
mortality observed in the screened, diagnosed and treated smokers aged 50-64 years.
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Strategies to Improve Infant Sleep: Reflecting upon Practice and Experience

Kelly Mieske, FMR II; Jaclyn Wessel, FMR II;
Sally Mahood, MD, CCFP; Vivian R Ramsden, RN, PhD

Department of Academic Family Medicine, University of Saskatchewan
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Background: Many parents have questions for their physicians, family & friends regarding how
to get their babies “sleep trained” yet we receive little to no formal training on this topic in
medical school and residency. As residents in family medicine, we feel inadequate in counseling
our patients on this issue. As recent new Moms, we experienced firsthand the stress and
frustration of sleep deprivation and the desperate lengths parents go to in order to improve their
infants’ sleep habits.

There is an abundance of different approaches to encouraging infant sleep and many different
books on the subject. Much of the information in the popular press seems to be strongly worded
but largely unfounded, experiential or based on pseudo-science. Furthermore, there are major
social influences and pressures that influence parent responses to their infants’ sleep habits. Our
hope is to reflect upon and analyze our own physician practices, parenting experiences and
interpret them within the context of available medical literature which will enhance our patient
counselling strategies on this very important issue.

Research Question: How can our own experiences as new Moms inform our counselling of new
parents as a physician?

Methods/Methodology: Narrative inquiry.

Results/Findings: Our understanding and professional knowledge was challenged by our lived
experiences as parents. On reflection, the professional advice that we had given in the past made
us aware of the gap between theory and practice as there are many contextual and cultural factors
that influence whether the expert advice is appropriate for the patient or in this case the parent
and whether or not it was successfully applied. Our feelings of inadequacy, frustration as parents
trying to implement the "expert advice" and replicate the successes of others created an
awareness that an individual's reality can be in stark contrast to that anticipated by the physician.

Discussion: There is a paucity of evidence on infant sleep strategies. Most evidence is limited to
opinion or small sample sizes and the majority of studies were not randomized.

Conclusions/Recommendations: In light of the wide array of information parents may find and
the limited evidence, we, as physicians should listen to parents and attempt to understand



culturally appropriate parenting styles and personal preferences. Parents should be supported in
their choices regarding infant sleep and educated on implementing these practices safely.
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Background: In North American emergency departments (EDs), intravenous (IV)
catheterization for administration of fluids and medications is typically performed separately
from the venipuncture used for the collection of blood for laboratory tests. There are potential
benefits from the collection of blood for laboratory tests at the time of IV catheterization. These
benefits may include one needle poke instead of two. There may also be benefits in terms of
improved patient flow in the ED.

Research Question: Is there a difference in the time interval between IV catheter insertion and

venipuncture in the ED such that it would be important to consider combining the two
procedures?

Methods/Methodology: A retrospective chart review of a randomized sample of 190 charts was
performed on patients, who had registered at the St. Paul’s Hospital ED in the month of
November, 2013. Ethics approval was obtained. Adults aged 18 years and older were included in
the sample.

Resultlemdmgs. Twenty-eight percent of patients had both IV catheterization and
venipuncture. The mean time interval between IV catheterization and venipuncture was 45.40
minutes. This time difference was similar between CTAS groups. There was a difference in this
time interval between sexes, with mean time intervals of 18.88 mmutes for males and 58.43
minutes for females (p=0.05).

Discussion: The time interval between IV catheterization and venipuncture is likely a result of

multiple factors. It is difficult to explain the pattern of females having a longer time interval
between procedures than males.

Conclusions: It is important to consider combining IV catheterization and phlebotomy. Any
such discussion would have to consider the limitations of performing phlebotomy from an IV
catheter, such as increased rates of hemolysis.

Recommendations: Further studies are needed to examine if this interval between procedures is
present in other EDs. For patients who had a larger time interval between procedures, a more
detailed analysis of the circumstances would help determine if decreasing this interval would be
clinically significant.
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Background: Usage of electronic medical records (EMR’s) continues to grow and while there is
a plethora of research into the benefits of EMR usage there is limited research examining how
EMR usage affects the quality of the relationship and interaction between physician and patient.

Research Question: Which factors affect a patient’s satisfaction with the care that they receive
including the use of the EMR?

Methods/Methodology: Patients at the Regina FMU anonymously completed a questionnaire
designed to examine patient feelings regarding EMR usage and its effect on their overall
satisfaction with the care they received. The responses to these questionnaires were then
analyzed using correlation matrices to determine which elements of the interaction were related
to increased or decreased satisfaction.

Results/Findings: The study found that 57.6% (n = 92) felt that EMR had improved their
medical care and that this feeling was positively correlated to feelings that medical care received
was nearly perfect (0.210, p = 0.045, n = 91) and the feeling that the physician was being
complete (0.208, p = 0.048, n = 91). Conversely, the study also showed that feelings that the
doctor spent too much time looking at the computer screen were correlated with dissatisfaction
with the medical care received (0.364, p=0.00, n = o1).

Discussion: The study showed that EMR’s can be successfully employed in the clinical setting.
However, it potentially could be detrimental to the relationship between patient and physician if
the physician becomes overly involved with the computer.

Conclusions: EMR’s can be used effectively without damage to the relationship between
physician and patient, provided there remains a strong emphasis on the overall quality of
communication.

Recommendations: Based on the results of this study, we recommend that usage of EMR’s
continues to increase and grow into additional areas of medical practice. Perhaps more conscious
attention paid to communication skills is required.
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Background: Childhood obesity is related to several co-morbid conditions and recent studies
have shown that its prevalence is increasing. Due to a lack of robust data concerning the
prevalence of overweight and obesity in rural pediatric populations there is poor understanding if
these children are at increased risk of childhood overweight and obesity and related co-
morbidities.

Research Question: What is the prevalence of unhealthy weight in the pediatric population of
the Cypress Health Region and are there any related co-morbid conditions?

Methods/Methodology: A quantitative cross-sectional study employing anthropometric
measurements and a questionnaire was performed over 3 months from 2013 to 2014. Frequencies
and Chi-square analysis were conducted to determine the extent of age adjusted nutritional status

outside the normal range and the relationship to co-morbid illness for children in these
categories.

Results: The analysis resulted in a final sample of 200 patient encounters, with a response rate of
98.1%. The rate of underweight, overweight, and obesity varied by age. The rate of overweight
and obese children was similar to previously published rates. There was no relationship found
between overweight and obese children and related co-morbidities.

Discussion: The data did not support a relationship between overweight and obese children and
co-morbid conditions, but did for children in the underweight group. There was a statistically
significant difference in waist circumference between weight categories, though our study lacked
the power to determine age-appropriate weight category ranges for this measure. There was a
phenomenon of interest: There were no overweight or obese children up to 1 year of age; at the
same time the combined rate of overweight and obese 2 year olds was 30.8%

Conclusions: The rates of overweight and obesity for several ages was greater than the
previously published rates for children in Saskatchewan. For the rate of underweight in children
less than 2 years, there was no locatable comparative data.



Recommendation: The rate of under-weight children less than 2 years of age and rates of
overweight and obesity in children age 2-12 years suggests that the implementation of a
multidisciplinary clinic is warranted for the rural pediatric population studied.

References:

1. Wang Y. Child obesity and health [Internet]. Int Encyclopaedia of Public Health. 2008
[Cited 2014 Mar 15]; 590-604. Available from:
http://www.sciencedirect.com/science/article/pii/B9780123739605006286.

2. Childhood Obesity Foundation. Statistics [Internet]. Vancouver, BC: Childhood Obesity
Foundation; [Cited 2012 Dec 12] [about 3 screens). Available from:
http://www.childhoodobesityfoundation.ca/statistics.

3. Tremblay M. Major initiatives related to childhood obesity and physical inactivity in
Canada: the year in review. Can J Public Health. 2012;103(3):164-9.

4.  Serdula MK, Ivery D, Coates RJ, Freedman DS, Williamson DF, Byers T. Do obese
children become obese adults? A review of the literature. Prev Med. 1993;22(2):167-77.

5. HanJC, Lawlor DA, Kimm SYS. Childhood obesity. Lancet. 2010;375(9727):1737-48.

6.  Daniels SR, Amett DK, Eckel RH, Gidding SS, Hayman LL, Kumanyika S, Robinson TN,
Scott BJ, St. Jeor S. Overweight in children and adolescents pathophysiology,
consequences, prevention and treatment. Circulation. 2005;111(15):1999-2012.

7. Weintraub Y, Singer S, Alexander D, Hacham S, Menuchin G, Lubetzky R, Steinberg DM,

Pinhas-Hamiel O. Enuresis - an unattended comorbidity of childhood obesity. Int J Obes

(Lond). 2012;37(1):75-8.

Barness LA. Obesity in children. Fetal Pediatr Pathol. 2007;26(2):75-85.

Harriger JA, Thompson JK. Psychological consequences of obesity: weight bias and body

image in overweight and obese youth. Int Rev Psychiatry. 2012;24(3):247-53.

10.  Alberta Health Services. Alberta: Childhood overweight and obesity: summary of evidence
from the Cost of Obesity in Alberta report [Internet]. Calgary, AB: Alberta Health
Services; 2010 Mar [cited 2014 Apr 6]. 26 p. Available from:
http://www.albertahealth . i i
obesity-2010.pdf.

11.  Seeley JM. The characteristics of obesity and being overweight in children living in two
Saskatchewan communities. Master’s Thesis. Saskatoon, SK: University of Saskatchewan;
2005.

12.  Russell-Mayhew S, McVey G, Bardick A, Ireland A. Mental health, wellness, and
childhood overweight/obesity. J Obes. 2012;2012:281801: 9p.

13.  Veloso S, Matos M, Carvalho M, Diniz J. Psychosocial factors of different health
behaviour patterns in adolescents: Association with overweight and weight control
behaviours. J Obes. 2012;2012:852672: 11p.

14.  Braet C, Mervielde I. Psychological aspects of childhood obesity: a controlled study in a
clinical and nonclinical sample. J Pediatr Psychol. 1997;22(1):59-71.

15.  Gibson L, Byme S, Blair E, Davis E, Jacoby P, Zubrick S. Clustering of psychosocial
symptoms in overweight children. Aust N Z J Psychiatry. 2008;42(2):118-25.

16. Gray W, Crawford M, Follansbee-Junger K, Dumont-Driscoll M, Janicke D. Associations
between actual and perceived weight and psychosocial functioning in children: the
importance of child perceptions. Child Obes. 2012;8(2):147-54.

\0 0o




17.

18.
19.
20.

21.

22.

23.

24.

25.

26.

Boddy L, Knowles Z, Davies 1, Warburton G, Mackintosh K, Houghton L, Fairclough S.
Using formative research to develop the healthy eating component of the change! school-
based curriculum intervention. BMC Public Health. 2012;12(1):710.

Dehghan M, Akhtar-Danesh N, Merchant A. Childhood obesity, prevalence and
prevention. Nutr J. 2005;4(1):24.

Swinburn B, Caterson I, Seidell J, James W. Diet, nutrition and the prevention of excess
weight gain and obesity. Public Health Nutr. 2004;7(1A):123-6.

Brauchla M, Juan W, Story J, Kranz S. Sources of dietary fiber and the association of fiber
intake with childhood obesity risk (in 2~18 year olds) and diabetes risk of adolescents 12—
18 year olds: NHANES 2003-2006. J Nutr Metab. 2012;2012:736258: 7p.

Jaime PC, Lock K. Do school based food and nutrition policies improve diet and reduce
obesity? J Prev Med. 2009;48(1):45-53.

Story M, Nanney MS, Schwartz MB. Schools and obesity prevention: creating school
environments and policies to promote healthy eating and physical activity. Milbank Q.
2009;87(1):71-100.

Negelev E. Pediatric weight clinic [Internet]. Calgary, AB: Pediatric Weight Clinic. 2012
[cited 2012 Dec 13]. Available from: http://www.pediatricobesityclinic.com/m.php?p=faq.
Anand S. Multidisciplinary, clinic-based teams support obese children in changing
behaviors, leading to increased physical activity, improved diet, and weight loss [Internet).
Rockville, MD: Agency for Healthcare Research and Quality; 2012 May 9 [cited 2012 Dec
13]. Available from: http://www.innovations.ahrq.gov/content.aspx2id=3141.

Cypress Health Region. Home [Internet]. Swift Current, SK: Cypress Health Region. 2012
[cited 2012 Dec 14). Available from: http://www.cypresshealth.ca.

Statistics Canada. Census Profile [Internet]. Ottawa, ON: Statistics Canada. 2012 Nov
2[cited 2012 Dec 12. Available from: http://www12.statcan.gc.ca/census-
recensement/2011/dp-pd/prof/index.cfm?Lang=E English.



Pain Anxiety and Pain Acceptance as Correlates to
Physical Activity in Patients with Arthritis

Odell Pui, FMR II; Carlyn Denton, FMR II; Nancy Gyurcsik, PhD
Jason Hosain, MD, CCFP; Shari McKay, MA

Department of Academic Family Medicine, University of Saskatchewan
Site (Saskatoon)

Background: Levels of physical activity are uniformly lower for those with arthritis. This is a
major public health problem, as they are at a higher risk of morbidity and mortality due to
inactivity alone. This results in an increase in obesity rates and a decrease in functional
independence. Barriers include arthritis-specific factors such as fear of pain and lack of tailored
exercise programs.

Research Question: Do pain anxiety and pain acceptance correlate to levels of physical activity
in patients with arthritis?

Methods: Participants were recruited from patients attending the West Winds Primary Health
Centre. This included all patients with self-reported arthritis that has been diagnosed by a
physician. Ethics approval was obtained from the Behavioural Research Ethics Board at the
University of Saskatchewan. Participants were invited to complete a written questionnaire, which
included subscales measuring exercise behavior, pain intensity, pain acceptance, and pain
anxiety.

Results: A total of 25 participants completed the survey. Pain acceptance scores had moderate
positive correlation to levels of physical activity (r(23) = 0.370, p = 0.158), and pain anxiety had
moderate negative correlation to levels of physical activity (r(15) = -0.250, p = 0.333in a primary
care population with self-reported arthritis.

Discussion: Those who are more accepting of pain are more likely to continue with usual
activities in spite of their pain, including physical activity. Conversely, pain anxiety can interfere
with an individual’s overall function. This suggested that in spite of generally low pain anxiety
and high pain acceptance, physical activity was still rare. This suggests that there must be other
important factors that influence exercise frequency for individuals with arthritis.

Conclusion: For patients with arthritis, those with low pain anxiety and increased pain
acceptance were most likely to be physically active.

Recommendations: Future studies should examine the factors influencing pain acceptance and
pain anxiety. It would be worthwhile to investigate if pain acceptance and anxiety related to pain
could be modified. If so, interventions to improve pain acceptance and pain anxiety could be
undertaken in order to increase physical activity levels in those with arthritis pain.
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Background: Physical restraints have been used to manage confused or combative patients in an
attempt to prevent falls in the elderly. An alternative to physical restraints is needed, as restraints
have not been shown to prevent falls. Risks associated with use of physical restraints include loss
of dignity, accidental strangulation, impact on psychological well-being and decreased mobility.
Psychotropic medications have been used to manage behaviours secondary to dementia, with
considerable side effects. In addition, the efficacy of this class of medication for management of
problem behaviours is not well established.

Research Question: Can a cost effective alternative to physical restraints be developed for
elderly in long-term care facilities?

Methods/Methodology: A transmitter unit consisting of two motion sensors fastened to the
patient's abdomen and thigh and a bed sensor transmitted wireless signals about the patient's
position to the nursing station wireless receiver. A software program interpreted the information
into visible diagrams displaying patient position. The device was tested using a randomized
script of one hundred positions at fifteen-second intervals over twenty-five minutes and
monitored through video recording. Temperature of the transmitter unit, battery life and the
range of data transmission between sensors were also assessed.

Results/Findings: The device recorded the position of the patient with 100% accuracy. The
maximum temperature of the transmitter unit over a four-hour period was 35.2°C. The
maximum detectable distance from the base station was 41.5 meters. The battery life exceeded
24 hours after full charge.

Discussion: A motion detection device to prevent falls has the potential to avoid adverse affects
of restraints including psychological distress and accidental injury while allowing the patient to

maintain mobility. By avoiding medications used for behaviour management fall risk can be
decreased.

Conclusions: A cost effective alternative to physical and chemical restraints in the elderly using
motion sensors was created. The device was found to be 100% accurate in recording the position
of a simulated patient.



Recommendations: Further testing is needed to assess the real time accuracy and usability of
the device in a clinical setting. Modifications can be made to increase durability, assess more
than one transmitter unit and monitor other patient factors such as vital signs and location.
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ABSTRACT
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Background: The College of Family Physicians of Canada states that “the patient-physician
relationship is central to the role of the family physician.” Physician features such as gender,
dress and obesity can influence interpersonal interactions with patients. We are interested in
exploring how these factors, in addition to physician age, affect a patient’s confidence in their
care.

Research Question: Do the characteristics of a physician including: age, sex, dress and level of
fitness affect the patient’s confidence in the care they receive?

Methods/Methodology: Ethics was approved by the University of Saskatchewan Behavioural
Research Ethics Board. A qualitative cross-sectional study was conducted with participants
completing a short interview exploring the influence of physician features on their confidence in
their care. A purposive sample was obtained from a local clinic. Participants were all over the
age of 18 and were classified according to sex and age. Coding of responses and analysis of
emergent themes was undertaken.

Findings/Discussion: Three themes emerged from the data. Physician physical characteristics do not
affect confidence in the care they receive: A frequent comment was “a doctor is a doctor” and that
competence in the position was more valued. Physician physical characteristics do affect confidence in
the care they receive: In terms of age, older physicians were felt to be more experienced yet less up-to-
date with knowledge and technology while the opposite was perceived for younger physicians. While
confidence did not seem to be affected by physician sex, preference and comfort for a same-sex physician
was a common theme. Other non-physical factors were important in patient care: These factors included
physician personality traits and elements of the physician-patient relationship. In addition to being
knowledgeable, it was important to patients that physicians were compassionate, caring, honest and
friendly and had a good bedside manner. Subthemes around the physician-patient relationship placed
value on a relationship based on understanding, communication and mutual decision-making.

Conclusions: While physical characteristics were deemed important to some, others felt that age,
sex, weight and manner of dress did not affect confidence. Physician personality traits, good
communication and a solid physician-patient relationship were of more importance to the
patients. These findings reinforce the value of the behavioural medicine aspects of our Family
Medicine training and support the traditional Family Medicine model of continuity of care and
longitudinal physician-patient partnerships.
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Participation in a Saskatoon Community-Based Program for People at Risk for
Developing Diabetes: Who is Attending and Having Success?

Jennifer Kohlenberg, FMR II; Marketa Chaloupka, FMR 1I;
Tessa Laubscher, MBChB, CCFP; Shari McKay, MA

Department of Academic Family Medicine, University of Saskatchewan
Site (Saskatoon)

Background: The community-based Building Resistance (BR) to Diabetes program, offered by
the Saskatoon Health Region for people at high risk for type 2 diabetes, educates participants
about diet, exercise, and helps participants set goals towards lifestyle change.

Hypotheses: (1) There is both a lower referral rate and under-participation rate to the BR
program for people living in Saskatoon’s deprived neighbourhoods versus the affluent ones.

(2) There is an age difference between BR program participants and non-participants. (3) There
are differences between BR program participants who made positive lifestyle changes following
participation in the BR course and those who did not.

Methodology: Review of 512 BR patient charts over the period January 2011 to January 2013
was undertaken. Demographic and participation data were analyzed using SPSS v.20 software.

Results: For 440 urban referrals, the more deprived Saskatoon neighborhoods had fewer (33.9%)
and the more affluent had more (46.3%) referrals than expected based on the Saskatoon
population distribution (40.6% and 41.4%). Neighborhood deprivation was not associated with
program attendance. Attendees had a mean age of 56.6 years (SD=11.8); non-attendees: 52.5
years (SD=12.5) p = 0.001. Between 58% and 69% of program participants self-reported positive
change; no study variables were significantly different between those who made change and
those who did not. Objective measures indicated that participants did make positive change
overall: around 40% had favourable Physical Activity scores and 60% maintained or lost weight.

Discussion: Only 48.1% of Saskatoon family physicians made referrals, which may play a role
in the deprivation index-based referral patterns that were observed. Factors contributing to
program participant success were not identified, which may have been in part due to low follow-
up numbers; lack of standardized documentation of follow-up contacts likely contributed.

(;‘onclusions: There was a lower referral rate but not an under-participation rate for those people
living in the deprived neighbourhoods of Saskatoon. Program attendees were older than non-
attendees. No study variables were associated with participants making positive change



Recommendations: (1) Standardized EMR templates should be used to capture data more
consistently. (2) Marketing strategies should target physicians and at-risk individuals in deprived
neighbourhoods. (3) Invest in increasing engagement of younger individuals in the BR program.
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Background: Intimate partner violence (IPV) is defined as physical, sexual, or emotional abuse
between intimate partners. In Canada, 7% of women and 6% of men reported IPV in the last 5
years. IPV can lead to negative health outcomes and increased economic burden. Risk factors
include age less than 36, low SES, mental illness, pregnancy, and substance abuse. Various IPV

screening tools, including the Woman Abuse Screening Tool (WAST), are available for
healthcare professionals.

Re§earch Question: Are academic family medicine training centres adequately identifying
patients at risk for intimate partner violence?

Methods/Methodology: Women and men attending an academic family medicine primary care
centre for a health related visit self-completed a WAST to assess for intimate partner violence.
All participants with a positive screen were counselled and a referral was left to the discretion of
the treating physician and patient. A follow up chart audit was completed on all positive screened
participants to assess for a previously documented history of IPV.

Results/Findings: A total of 86 WAST questionnaires were completed over a six week period,
23 were completed by men and 63 by women. Two participants screened positive for IPV and
they were both women. Follow up chart audits revealed that neither of the participants had a
documented history of IPV in their EMR’s or paper charts.

Conclusion/Recommendations: This study was unable to adequately comment on I[PV
screening practices in an academic family practice due to low sample size secondary to time
constraints. Recommendations for future research include further evaluating screening frequency
in academic family medicine centres, and examining IPV screening in heterosexual men.
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An Investigation of Post-Call Fatigue in University of Saskatchewan
Third and Fourth Year Medical Students
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Background: Most of the research as to the adverse effects of fatigue on the practice of
medicine has been with resident physicians. Such research has failed to identify the
consequences of fatigue due to excessive work hours on undergraduate medical students such as
Junior Undergraduate Rotating Student Interns (JURSIs), who often work consecutive hours in
excess of resident physicians.

Research Question: What are the effects of 24 hour in-house call shifts on University of
Saskatchewan JURSI medical students?

Methods/Methodology: University of Saskatchewan College of Medicine undergraduate
students in their 3" and 4™ years of training were invited to participate anonymously and
voluntarily in the study by e-mail sent out via the College of Medicine office. Surveys were to be
filled out pertaining to how the learner felt post-call regarding 24 hour in-house call shifts that
they had completed within the past month, demographics, responses to the effects of call on
decision making, ability to fall asleep post call, sleep pattern, patient safety, education, as well as
questions relevant to assessment on the Epworth Sleepiness Scale.

Results/Findings: A total of 27 participants (17 female, 10 male) responded to the survey, with
a mean age of 25.22 years. Learners, averaged 3.2 hours of sleep per night on call; the average
maximum number of hours awake on call during a 24 hour in-house call shift was 22.4 hours.
Opinions were split pertaining to any difficulty in falling asleep the day after a call shift,
perceived patient danger, and whether or not the learner’s education was negatively affected.

Discussion: The results of this study suggest that, much like resident learners, undergraduate
learners are often not getting sufficient sleep on call and are often greatly fatigued post call.
Consistent with previous research involving medical residents, opinions pertaining to the benefits
and risks of 24 hour in-house call varied widely, but the results show that as a group,
undergraduate learners in this study are extremely fatigued post call.

Conclusion: Reducing the number of sequential working hours or potentially implementing a system that
would allow the learner to choose between 24 hour in-house call and shorter more frequent call shifts
could provide numerous benefits, including a decrease in medical errors, an increase in patient safety, and
potentially lead to an increase in quality of medical education.
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