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May 13, 2024 

I am looking forward to celebrating your scholarship achievements at the end of the month. 
This will be our 34th Annual event.  

 
Asking and answering questions about practice is incredibly important for our patients 
and colleagues. I hope through the day, you will learn new things and be inspired to ask more 
questions about how we practice. The diversity of your questions re-enforces the breadth of 
our discipline. 

Skilled evaluation of information, knowledge of and participation in the research process, and 
implementation, evaluation and adaptation of new processes are critical components of our 
ability to provide the best possible care to patients and communities. 

 
To our graduating second-year and third-year residents, congratulations and all the best in your 
future practice. I also want to say thank-you to our team in the Research Division as well as the 
faculty who have served as supervisors for these projects. 

Sincerely, 

 

 
Kathy Lawrence 
Provincial Head 
Family Medicine 



Department of Academic
Family Medicine 

Congratulations on arriving at this stage of your Family Medicine Training!  

As a former participant in the Resident Scholarship Day in Saskatchewan, I am aware of the 
feelings and emotions associated with completing a resident scholarship project. This is the first 
Resident Scholarship Day that has been held in person since the pandemic, so I am grateful we 
are able to come together to celebrate your success. Please know that your contributions to 
Family Medicine scholarship are greatly appreciated and valued. 

The skills of research, scholarship and critical appraisal have never been more important than 
they are now. The rate of increase in medical information has ballooned in the past two years, 
with information seeming to evolve almost hourly during the COVID-19 pandemic. Considering 
this, your investment in your project has exposed you to skills that are crucial to your growth as a 
Family Physician.  

It is my hope that as you read this collection of abstracts you are inspired to ask questions and 
find the answers to them. Scholarship is not just a list of publications. It is lifelong learning, 
inquiry, and the critical appraisal of information.  

Please join me in thanking those people who have made this moment possible: the Research 
Division; Faculty Advisors; and Award Sponsors, which are only a partial list of the many 
important contributors. Thank you to all who make this day happen.  

I would like to take this opportunity to wish the graduating FMRs all the best in the future and in 
their chosen careers. 

Sincerely, 

Sheila Smith, MD, CCFP (EM), FCFP 
Postgraduate Program Director  
Department of Academic Family Medicine 
University of Saskatchewan 



 

 

 
 
 
 
 
 

May 31, 2024 
 
Colleagues 
 
On this occasion, the 34th Annual Resident Scholarship Day, I want to take this opportunity to 
recognize Residents, Faculty who have been Coaches/Supervisors, Faculty, Staff and members of 
the research teams for: 
 all the hard work that has gone into making this possible;  
 your commitment and perseverance given some of the challenges; and,  
 for the many contributions that you have brought to these learning endeavours.  

 
Since its inception in 1990, we have gathered together once a year to: celebrate our successes; learn 
about the scholarly questions that have been systematically answered over the past two years; ask 
and answer questions that will enhance our knowledge and understanding; and, provide feedback 
(peer-review). The Annual Scholarship Day in the Department of Academic Family Medicine has 
evolved and grown over the years providing us with the opportunity to celebrate our academic 
achievements and to plan for the future.  
 
Over the past 34 years, we have come a long way, but we must continue to transform to meet the 
needs of the people we serve, and the Accreditation Standards set by the College of Family 
Physicians of Canada.  
 
Mahatma Gandhi stated, “you must be the change you wish to see in the world.” Ian McWhinney 
(1926-2012) who was known as “the father of family medicine” transformed family medicine 
worldwide from a little-known subject or area of practice into an academic discipline with 
postgraduate training. Thus, improving practice provides opportunities for innovation each and 
every day.  
 
I would also like to recognize the support that we receive from: the Department of Academic 
Family Medicine; the College of Medicine; the University of Saskatchewan; the Saskatchewan 
College of Family Physicians; and the College of Family Physicians of Canada.   
 
I want to take this opportunity to wish each of you much success and the very best as you move 
forward in your chosen vocation.  

 
Yours sincerely, 
 

 
 
Vivian R Ramsden, RN, PhD, MCFP (Hon.), FCAHS 
Distinguished Professor & Director, Research Division  
Department of Academic Family Medicine 
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Friday, May 31, 2024 
Prairieland Park – Hall C 

Saskatoon, SK 

0850 - 0900 Opening Remarks & Introductions 
Dr. Vivian R Ramsden, Director, Research Division 
Dr. Kathy Lawrence, Provincial Department Head 

0900 – 0910 Scheduling Call Shifts for Family Medicine Residents in Saskatchewan 
Robert DE Henderson, Jason Hosain, Rhonda Bryce, Carolyn Augusta  

0910 – 0920 Family Medicine Resident-Led Clinics in Northern Saskatchewan: A Program Evaluation  
Daniel Ferguson, Jessica Froehlich, Kristi Galloway, Jeff Irvine, Udoka Okpalauwaekwe, 
Rhonda Bryce, Vivian R Ramsden  

0920 - 0930 Assessment of the appropriateness of the OSCE (Objective Structured Clinical 
Examination) for incoming First-Year Family Medicine (FM) Residents at the 
University of Saskatchewan (UofS) in Regina, SK 
Alana Goertzen, Grace Kwok, Kaitlyn Hughes, Olivia Reis, Nicole Shedden, Adam Clay 

0930 – 0940 Saskatchewan Family Medicine Resident Academic Half Day Quality Improvement Project 
Corey Ziegler, Samantha Hayes, Volker Rininsland, Kaitlyn Hughes, Adam Clay  

0940 – 0950 Moral Distress among Family Medicine Resident Physicians 
Elisabeth Fortier, Anne-Sophie Fortier, Solveig Nilson, Adam Clay 

0950 - 1000 Communication is Key: A Quality Improvement Project for Patient Case Presentations 
in an Urban Family Medicine Residency Training Program  
Kate Morrison, Nicole Shedden, Kaitlyn Hughes, Matt Wong, Andries Muller 

1000 - 1010 Do doctors know that it takes more than an apple a day? Impact of formal nutrition 
training on family medicine residents’ nutrition knowledge, confidence, attitudes, and 
counselling abilities. 
Katherine (Connor) Ostoich, Rejina Kamrul, Adam Clay 

1010 - 1020 Break 

1020 - 1030 Is a shortage of primary care physicians leading to increased Emergency 
Department visits and hospitalizations? A look at Emergency Department visits 
in Regina, Saskatchewan over the course of 2021-2023. 
Ashkan Ataellahi, Ryan Donnelly, Mykola Sackett, Payton Pederson, Adam Clay 

1030 - 1040 Visits to the Emergency Department at Battlefords Union Hospital for 
low-acuity health issues: A cross-sectional study 
Alaa Baiou, Kiranjot Bhangoo, Baber Iqbal, Brady Bouchard, Rhonda Bryce 
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1040 – 1050 Following your heart: Examining current use of the HEART Pathway for chest pain 
at the Cypress Regional Hospital’s Emergency Department for outpatient referral 
and discharge 
Alicia Mah, Emmett Harrison, Ravdip Dhaliwal, Alexandra Akinfiresoye, Lynsey Martin, 
Adam Clay 

1050 - 1100 Increasing Acetylsalicylic Acid Prescribing in Pregnancy Based on the New SOGC 
Guidelines: A Program Evaluation in Prince Albert, Saskatchewan 
Charleen Salmon, Kimberly-Ann Bordun-Slater, Breanna Davis, Vijayalakshmi Udayasankar, 
Vivian R Ramsden, Rhonda Bryce 

1100 – 1110 72h re-presentation rates at a rural Emergency Room in Weyburn, Saskatchewan: 

1110 – 1120 

1120 - 1130 

1130 - 1140 

1140 - 1150 

1150 - 1200 

1200 - 1300 

1300 - 1310 

The common characteristics of patients re-presenting 
Theron Ng, Aamna Sohail, Jessi Warren, Adam Clay 

 Effects of Interdisciplinary Bedside Rounds (IDBR) vs. Whiteboard Rounds at Battlefords 
Union Hospital on Patient Satisfaction, Physician Satisfaction and Duration of Rounds 
Daveena Sihota, Heena Kumar, Hari Hullur, Rhonda Bryce 

The Role of Educational Intervention and Implementation of a Standardized ACP EMR 
Template in Improving ACP Discussion and Documentation with Geriatric Patients at 
Regina Centre Crossing Family Medicine Unit 
Gagandeep Gill, Simran Saini, Jessica Pietrzyk, Barb Beaurivage, Adam Clay,  
Radhika Marwah 

Screening for AAA in Adult Males 65 years and older 
Anonymous 

POG: Physical Health in Gamers – A Systematic Review
Philip Lam, David El-Sabawy, Matthew Wong 

Anticipated rural retention among internationally trained family physicians in 
Saskatchewan: An early practice-intention comparison between those accessing 
Canadian practice through the SIPPA Program vs. a Family Medicine Residency 
Training Program 
Cara Fallis, Natasha Premji, Mahmood Beheshti, Rhonda Bryce, Jon Witt, Carla Fehr 

Volker Rininsland – Celebration Song followed by Lunch/Networking 

Clearing the Air: A quality improvement approach to changing metered dose 
inhaler prescription practices at West Winds Primary Health Centre 
Cuylar Conly, Bruna Murvay, Michael Moroz, Cathy MacLean, Meredith McKague, 
Rhonda Bryce 

1310 – 1320 An Evaluation of Mild Asthma Management at the Family Medicine Unit 
Danielle Earis, Candina Beaurivage, Adam Clay 

1320 – 1330 Evaluation of a Regional Centre's Outpatient Alcohol Detox Program 
Kade Robertson, Joy Sarofim, Emmett Harrison, Adam Clay 
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1330 – 1340 Assessing the initiation of Alcohol-Use Disorder medications for presentations 
related to alcohol-use disorder in the hospital setting: An analysis of the  
Dr. FH Wigmore Regional Hospital 
Benjamin McMillan, Julie Saby, Robert Haver, Adam Clay 

1340 – 1350 Attitudes and practices of family physicians in diagnosis and management 
of Childhood Attention Deficit Hyperactivity Disorder (ADHD) in North 
West Saskatchewan 
Fatima Waqar, Mohammed Mohammed, Rhonda Bryce 

1350 – 1400 Frequency of CDM appointments and reaching diabetes control in patients 
with type 2 diabetes in a northern Saskatchewan family medicine clinic  
Emilie Mesec, Natalia Liamprekht, Christo Lotz, Breanna Davis, Rhonda Bryce 

1400 – 1410 Improving Patient’s Type II Diabetes Glycemic Control at the Associate Family Physicians 
Clinic through Interdisciplinary Outpatient Diabetes Therapies             
Rosemond (Rose) Ennin, Sonya Mannala, Brenda Andreas, Adam Clay, Emmett Harrison 

1410 – 1420 Primary or secondary prevention? Assessing statin use in the elderly 
Fraser Woodside, Candina Beaurivage, Adam Clay 

1420 – 1430 Breastfeeding duration following frenotomy consultation in infants with suspected 
ankyloglossia and feeding difficulty at West Winds Primary Health Centre and Cornerstone 
Maternity Clinic 
Fei Ge, Denise Kim, Jill Farrukh 

1430 – 1440 Break 

1440 – 1450 Are the Volumes and Catchment Area of the Humboldt District Hospital Emergency 
Department expanding? Facts or Opinion 
Tanner Dusyk, Dominic Hauck, Adam Clay, Aileen Hamilton 

1450 – 1500 Understanding the use of delayed antibiotic prescriptions in a Regional Saskatchewan 
Centre 
Kurt Lukas, Joseph Paul, James Ting, Jamie Grunwald, Breanna Davis, Rhonda Bryce  

1500 - 1510 Investigating the uptake and patient satisfaction with virtual STI Screening Clinics in 
Student Athletes at the University of Saskatchewan 
Razaq Daud Shah, Sahil Rana, Peter Vastis, Danielle Frost, Adam Clay 

1510 - 1520 A review of current telemedicine applications for intraoperative surgical consultation 
Celine Akyurekli, Malcolm Tan, Andre Grobler, Rhonda Bryce 

1520 - 1540 Reflections – R Elwood Martin 
Research Awards – K Lawrence/A Muller/VR Ramsden 
Closing Remarks 
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Adjudicators 
 

Ruth Elwood Martin – MD, MPH, FCFP – University of British Columbia, Vancouver, BC 
Clinical Professor Emerita MD, FCFP, MPH 
School of Population and Public Health, Faculty of Medicine 
& Canadian Collaboration for Prison Health and Education, Past & Inaugural Director 
 
Dr. Ruth Elwood Martin was the lead faculty for UBC Family Medicine’s Post-Graduate 
Research Program from 2002-2015. She also worked as a family physician in British 
Columbia’s Provincial Correctional Centres from 1994 – 2011. She initiated a prison 
cervical cancer-screening pilot in 2000, and later became Co-Investigator on ‘HPV-
FOCAL’, an evaluation study of HPV primary screening in British Columbia. In 2005, she 
became the Inaugural Director of the UBC Canadian Collaboration for Prison Health and 
Education (CCPHE), a network of academic, community and prison persons interested in 
improving the health of individuals in custody, their families and communities. In 2005, 
she helped to initiate participatory health research with women in prison, correctional 
staff and academics, to address concerns raised by the women themselves, which is the 
focus of two books, Arresting Hope and Releasing Hope (Inanna, 2014 and 2019), and a 
number of peer-reviewed journal articles. 

 
Mark Milne, MSc, PhD – University of Saskatchewan, Saskatoon, SK 
Dr. Mark Milne is the Research Facilitator for six departments in the College of 
Medicine at the University of Saskatchewan including the Department of Academic 
Family Medicine. His role as a Research Facilitator ranges from meeting with students 
and faculty to discuss research ideas all the way to helping find and apply for grants.  
He has a MSc in Chemistry from the University of Saskatchewan, and a PhD in 
Chemistry and Medical Imaging from the University of Western Ontario. His PhD and 
research focused on the development and use of novel contrast agents for medical 
imaging along with the development of therapeutics for cancer treatment. Mark has 
been an adjudicator for the Department’s Scholarship Day for the past three years and 
is excited to continue in this role at the 34th Annual Resident Scholarship Day.   
 
Charlene Thompson, RN, BSN, MPH, PhD – University of Saskatchewan, Saskatoon, SK 
Dr. Charlene Thompson is an Assistant Professor in the College of Nursing. She has 
twenty years of public health nursing experience working in multiple programs that 
included building health equity, child health clinics, maternal-child health, and 
sexual/street health. Dr. Thompson’s research interests in Indigenous peoples’ health 
and health equity grew through her work in public health. In addition, Dr. Thompson is 
interested in the roles of frontline workers, i.e., nurses, community health workers, 
community program builders, and their contributions to public health programs. Her 
recent research involves a maternal-child focus in public health that includes the voices 
of families and frontline workers. For Charlene, the best part of nursing practice and 
research is the privilege to serve children and their families to foster positive health 
outcomes.  
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Scheduling call shifts for family medicine residents in Saskatchewan 

Robert DE Henderson, FMR II; Jason Hosain, MD, CCFP 
Rhonda Bryce, MD, MSc; Carolyn Augusta, PhD* 

Department of Academic Family Medicine, College of Medicine, University of Saskatchewan 
*Department of Finance and Management Science, Edwards School of Business, University of 

Saskatchewan 

ABSTRACT 

Background: In Saskatchewan, family medicine clinics are required to provide continuous call 
coverage; Family medicine residents (FMRs) participate in these services. The nature of the call 
experience and the scheduling process vary from site to site. 

Objective: This study aims to assess the current nature and distribution of call scheduling, and 
its impact on resident wellness. 

Methods/Methodology: We conducted an email survey of current FMRs in Saskatchewan 
(Saskatoon, Regina, and 6 rural/remote sites) in March 2024. Actual call schedule data for two 
academic years (2021-2023) was obtained for Saskatoon and Regina. This study was approved 
by the University of Saskatchewan’s Behavioural Research Ethics Board (Beh ID 4645).  

Results/Findings: Fifty-two FMRs completed the survey (52% response). Rural/remote 
residents were the most satisfied with the learning experience; Regina residents were markedly 
more dissatisfied. Residents in Saskatoon were more positive about the general experience (e.g., 
reported less stress/fatigue). Many Regina residents reported attending in person nearly every 
call shift, while Saskatoon residents rarely attend in person while on call. Call schedules were 
found to be unevenly distributed among residents in Saskatoon and Regina, with some working 
an average of one shift every two weeks, and others more than double that. There are mixed 
opinions regarding the benefits of call stacking. The most preferred call schedule notice period 
was 2-3 months. 

Discussion: More in-person attendance during call likely accounts for the Regina residents’ 
dissatisfaction compared to Saskatoon. Scheduling residents considering each month 
individually, rather than on a yearly basis, probably yields the uneven distribution of shifts. 

Conclusions: While rural/remote sites are more satisfied with the learning opportunities, they 
and Regina residents have more negative feelings toward call than the Saskatoon. Analysis of 
actual schedule data revealed that shifts are not evenly distributed among residents over program 
length.

Recommendations: We aim to pilot the option to stack call shifts for Saskatoon residents for 
2024-25. Expectation management should be enhanced among both patients and residents with 
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respect to the nature of the on-call service in Regina. Call scheduling should also take the entire 
program length into account to ensure equitable distribution of shifts. 
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Family Medicine Resident-Led 
Clinics in Northern Saskatchewan: A Program Evaluation 

Daniel Ferguson, FMR II; Jessica Froehlich, FMR II; Kristi Galloway, FMR II;  
Jeff Irvine, MD, MPH, CCFP; Udoka Okpalauwaekwe, MBBS, MPH, PhD (C);  

Rhonda Bryce, MD, MSc; Vivian R Ramsden, RN, PhD, MCFP (Hon.)  
  

Department of Academic Family Medicine, College of Medicine, University of Saskatchewan 

ABSTRACT 

Background: Since the establishment of the La Ronge Family Medicine Residency program in 
2012, family medicine residents have been providing medical care in network agencies, high 
schools, and First Nations communities through resident-led clinics. The initiative was born out 
of community-identified needs for bringing healthcare services to them directly. The resident-led 
clinics serve the intention of bringing care to patients who otherwise might experience 
significant barriers. Residents are challenged to advance their independent clinical decision 
making while gaining experience providing culturally informed and sensitive care. A formal 
evaluation of this program has not previously been undertaken. 
 
Question(s): Through understanding past resident experiences, how may we optimize the 
healthcare services and residency training opportunities provided by the La Ronge resident-led 
clinics?  
 
Methods/Methodology: This program review was deemed exempt from ethical review by the 
University of Saskatchewan’s Behavioural Research Ethics Board (ID E473). Data collection 
involved conducting semi-structured interviews with the past six years of La Ronge family 
medicine residents for a total of 15 interviews. Braun and Clarke’s (2006) framework was 
applied for reflective thematic analysis.  
 
Results/Findings: Six themes emerged: Building skills for practice with distant supervision; 
Overcoming barriers and resource limitations; Awareness of inequities; Building culturally 
respectful relationships; Optimizing clinic utilization; Ways of implementing change. 
       
Discussion: The level of independence in resident-led clinics comes with a trade-off in 
mentorship; there is a desire to balance these aspects. Experiences in resident-led clinics led to 
valuable professional and personal development and strengthening of relationships with patients 
and communities as a result of the unique settings of the resident-led clinics (eg. home visits, 
group home, long term care, high schools). The intended services are optimized when emphasis 
is placed on care for vulnerable populations (eg. prioritizing home visits, visits at network 
agencies with the homeless community). Areas for improvement include optimizing translation 
services, technology, booking and utilization. Collaboration with community and patient partners 
is desired in making decisions for future clinic changes. 
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Conclusions: Six key themes were elicited from interviews with previous residents of the La 
Ronge Family Medicine Program. Future steps include hearing from community and patient 
stakeholders. 
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Assessment of the appropriateness of the OSCE (Objective Structured 
Clinical Examination) for incoming first-year Family Medicine (FM) 

residents at the University of Saskatchewan (UofS) in Regina, SK 
 

Alana Goertzen, FMR II; Grace Kwok, FMR II; Kaitlyn Hughes, MD, CCFP, DRCPSC (CE)   
Olivia Reis, MD, CCFP; Nicole Shedden, MD, CCFP, DRCPSC (CE); Adam Clay, MSc 

 
Department of Academic Family Medicine, College of Medicine, University of Saskatchewan 

 

ABSTRACT 

 
Background: Canadian residencies typically consist of graduates from various Canadian and 
international medical schools, which may cause inconsistencies from prior education and 
clinical experiences. As OSCEs can have both high validity and reliability and are frequently 
used to evaluate learners’ clinical approach and judgement, we have developed an OSCE for 
incoming first-year FM residents in Saskatchewan. 

 
Question(s): Our objective is to evaluate appropriateness and level of difficulty of 
OSCE stations via surveys with residents and examiners. 

 
Methods/Methodology: Four OSCE stations across different FM-oriented clinical domains 
were designed, and faculty graded resident performance on each station. Narrative feedback 
was gathered from residents and examiners using evaluation forms adapted from the student 
version of the Simulation Design Scale, and are based off the Kirkpatrick level 1 model using 
5-point Likert scales. This project was granted an exemption by the University of 
Saskatchewan’s Behavioural Ethics Research Board (Beh E456). 

 
Results/Findings: While residents generally performed well on the stations, common themes 
(residents and faculty) include lack of preparedness for the OSCE itself, and lack of prior 
clinical experience in certain clinical areas. Over 90% of residents and faculty indicated that 
the OSCE resembled real-life scenarios, provided opportunity for independent problem- 
solving, and had appropriate difficulty for the residents’ stage of training. 

 
Discussion: While this study only evaluated four designed OSCE stations, the format 
developed can be used to evaluate future OSCE stations for continuous quality 
improvement. Though not initially intended, a secondary outcome includes the feedback 
provided by faculty during the stations to improve resident experience and provide extra 
learning opportunities. 

 
Conclusion: Resident performance on the OSCE and narrative feedback from residents and 
faculty are indicative that the OSCE stations used were of appropriate difficulty for incoming 
year-one family medicine residents. 

 
Recommendations: We recommend future OSCEs to also be evaluated using similar 
feedback scales and data analysis. Additionally, though provision of feedback and 
identification of individual resident areas of weakness was not an initial anticipated 
outcome, we recommend that this may be considered to provide learning resources and 
opportunities that may be tailored to the individual resident. 
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ABSTRACT  

Background: Academic half days (AHD) can be described as time set aside by medical 
education programs for learners to improve their understanding of medical content relevant to 
practise. These educational sessions often include a wide variety of teaching methods, however, 
little research has been done in seeking to understand Saskatchewan residents’ perspectives 
regarding the value/utility of various AHD educational approaches.  This quality improvement 
research project focused on current residents’ perceptions of AHD learning experiences in terms 
of their utility in increasing medical knowledge, improving clinical practise, and impacts on 
resilience/mental health. 
 
Question: What academic half day learning experiences do family medicine residents identify as 
most effective in enhancing medical content knowledge, clinical practise, and resilience/mental 
health? 

Methods/Methodology: With an exemption from the University of Saskatchewan’s Behavioural 
Research Ethics Board (Beh ID E442) data was collected via the University of Saskatchewan's 
SurveyMonkey platform as a one-time, cross-sectional survey, gathering demographics as well 
as closed and open-ended questions related to residents’ perceptions of academic half day 
experiences. Quantitative responses were analyzed using frequencies; Qualitative variables were 
analyzed using thematic analysis.  

Results/Findings: Among 51 respondents (49% response rate) there was over 90% agreement 
regarding AHD methods that residents resonate with regardless of gender, age, residency 
location and medical training background.  
 
Discussion: Residents perceive local/smaller groups as more effective than central/larger settings 
in terms of enhancing their medical content knowledge and clinical practise.   
 
Recommendations:   

1. Reduced time spent in centralized learning and increased time spent in smaller/local 
group settings.  

2. Improvements to both instructional content and instructor’s pedagogical methods are 
important, especially in centrally delivered sessions.  Additional training and mentorship 
for instructors in terms would be beneficial. 

3. Improvements are needed in terms of technological access and reliability for 
remotely/centrally delivered AHD curriculum.  
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4. Effort to include rural physicians in delivery of centralized curriculum.  
5. Restructuring mental health and resiliency modules with an eye towards maximizing 

local site autonomy and responsiveness. 
6. Increase opportunities for hands-on learning sessions.  

 
Additional research in AHD coordinator perspectives and new-to-practise physicians with 
retrospective AHD lenses would improve the power of this study. 
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ABSTRACT 

Background: Moral distress was first described as knowing the right thing to do but facing 
organizational barriers in making it possible. Experiencing moral distress in healthcare is a well-
known issue, however, there is limited evidence exploring it among resident physicians.  
 
Question(s): What items contribute to moral distress among family medicine residents and are 
there differences in the intensity of distress between R1s/ R2s, training sites, and CMGs/IMGs?  
  
Methods/Methodology: Family medicine residents at the University of Saskatchewan were 
invited by email to complete a survey via SurveyMonkey in January 2024. The survey included 
the Moral Distress Scale – Revised, which was modified to the Canadian context. Each item was 
scored, and an overall composite score was calculated by summing participants responses to 
assess moral distress intensity. Composite scores for different demographic characteristics were 
compared using Mann Whitney U or Kruskal-Wallis tests. This study was approved by the 
University of Saskatchewan’s Behavioural Research Ethics Board (Beh ID 4539). 
 
Results/Findings: Forty-seven family medicine residents completed the survey. All participants 
identified items causing moral distress. The most highly rated items were: 1) Moral distress in 
providing care that does not relieve the patient’s suffering due to limited healthcare services 
available. 2) Moral distress in witnessing care suffer because of physicians or nurses’ lack of 
time to provide quality patient care 3) Moral distress in watching patient care suffer because of a 
lack of provider continuity. There were no significant differences in composite scores between 
demographic groups. 

Discussion: Moral distress has been linked to burnout and intentions to leave the healthcare 
profession. Moral distress has been classified into three groups: 1) patient level factors, 2) team 
miscommunication or inadequate collaboration, and 3) system-level causes including lack of 
staffing/resources, and pressure from administrators. This study aligns with these findings and 
acknowledges moral distress also stems from lack of provider continuity. Further it reaffirms that 
working in an environment with short staffing and time constraints may cause moral distress.  
 
Conclusions: In summary, this research identifies systemic factors causing moral distress among 
residents.  
 
Recommendations: Future research may explore moral distress interventions including 
education, and debriefings. Additionally, collaborative care and improved communication among 
teams may diminish moral distress.  
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ABSTRACT 

Background: Verbal case presentations (VCP) are an oral summary of a clinical encounter with 
the purpose of demonstrating clinical reasoning skills [1]. Formal training on VCP is limited in 
residency training. Given the daily use of VCP during residency and the importance of residents 
demonstrating clinical reasoning, this research aims to assess VCP quality improvement 
measures. 

Question(s): What is the perceived effectiveness and satisfaction for Saskatoon Family 
Medicine residents of a one-hour formal didactic training session on VCP skills, utilizing the 
SNAPPS framework.   

Methods/Methodology: Ethical exemption (Beh E269) was obtained from the University of 
Saskatchewan’s Behavioural Research Ethics Board. Voluntary Saskatoon Family Medicine 
residents (N=19) received a one-hour didactic training session on the SNAPPS framework. A 
twenty-question post-session survey, using a 10-point Likert scale and comment boxes assessed 
participant satisfaction.  
 
Results/Findings: Results indicate that the majority of participants (>85% selecting Likert 5-10, 
10= “very useful”) found the session to be well organized and useful, with clearly stated 
objectives, material provided and videos shown helpful, provided sufficient opportunity to apply 
the skills taught, feedback helpful, and the stated objectives were met. A qualitative review of 
comments indicated that the supplied cases were “exhaustingly thorough,” and a suggestion to 
teach the one-minute preceptor VCP framework along with the SNAPPS framework was made.  

Discussion: Considering time constraints in residency teaching, combining teaching on VCP 
frameworks (i.e., SNAPPS and one-minute preceptor) will likely prove most realistic.  
 
Limitations include, a) no use of a pre-teaching session survey, b) omitting demographic data 
collection, and c) small sample size. Affinity bias may exist because the teaching session was 
delivered by a fellow co-resident of the participants.  
 
Conclusions: This pilot project demonstrated that a one-hour formal didactic teaching session on 
the SNAPPS VCP framework is perceived as effective and satisfactory.   
 
Recommendations: Future study should aim to reproduce this teaching session at different 
residency training sites, add a pre-teaching session survey, and demographic data collection. 
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Future VCP quality improvement research may benefit from assessing the optimal time in 
training to teach VCP frameworks and the optimal way to implement their use in training, 
including faculty development and engagement.  
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ABSTRACT  

Background: Malnutrition and poor dietary intake are major health challenges today.1,2,3,4,5 
There are well-established benefits of nutrition interventions, but a lack of formalized nutrition 
training in medical school and residency.3,6,7,8 There is also little published information regarding 
nutrition training impact on residents. Physicians lack knowledge, skills, confidence, and training 
to effectively counsel in daily practice. 1,3,9,10,11,12 Consequently, there is urgent need to improve 
nutrition training in medicine. 
 
Question(s): Does implementation of formal nutrition training during residency positively 
influence family medicine resident physicians’ nutrition knowledge, attitudes, personal dietary 
patterns, and rates of nutrition counselling with patients?  
 
Methods/Methodology: This pre-post study evaluated the impact of an online nutrition course 
provided to family medicine residents. Time was provided at Academic Half Day to complete 
the course as well as pre- and post-course surveys with knowledge tests through SurveyMonkey. 
Descriptive statistics were used to evaluate responses. The project was approved by the 
University of Saskatchewan Behavioural Research Board (Beh 4433). 
 
Results/Findings: Thirteen residents completed the pre-course questionnaire (response rate = 
76%). Of these, ten (77%) felt they received inadequate nutrition training and all thought patients 
would benefit from improved nutrition counselling. Six residents completed the post-course 
questionnaire (response rate = 24%). All post-course respondents thought the course was 
beneficial and that it should be offered to all Canadian family medicine residents, with majority 
believing it should be mandatory. Respondents’ nutrition knowledge, confidence, beliefs on 
importance of nutrition counselling, and nutrition counselling in practice appear to 
increase/improve after training. 
       
Discussion: Results support the literature demonstrating residents receive inadequate nutrition 
training and spend limited time discussing nutrition with patients.  
 
Conclusions: Implementation of formal nutrition training during residency positively influences 
family medicine residents’ nutrition knowledge, attitudes, and rates of nutrition counselling. It 
did not, however, have an impact on personal dietary patterns.  
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Recommendations: Future research with larger sample sizes is needed to support these 
conclusions and improve nutrition training during residency. Future studies should look at 
nutrition training in other specialties as well as examine the rate and quality of nutrition 
counselling after residency completion.  
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ABSTRACT 

Background: With poor access to primary care facilities, mostly from a lack of access to family 
physicians, patients are often forced to access care through the emergency department (ED). 
 
Question(s): What proportion of patients presenting to EDs in Regina, SK do not have a primary 
care provider or family physician? What are the patient demographics, triage acuity level and the 
proportion of patients hospitalized for ambulatory care sensitive condition (ACSC) for 
unattached compared to attached patients? 
 
Methods/Methodology: Data for Regina ED’s from April 1, 2021 to March 31, 2023 were 
extracted from National Ambulatory Care Reporting System. Intergroup comparisons were 
performed, and multivariable logistic regression was used to determine demographic predictors 
(gender, age, ACSC diagnosis) of having a family physician. Ethics approval was obtained from 
the University of Saskatchewan Biomedical Research Ethics Board (Bio-REB 4378) and 
operational approval was granted from the SHA (OA-UofS-4378). 
 
Results/Findings: Twenty-five percent of all visits were patients without a family physician, 
with a slight increase of 3.1 percent over the course of the study period.  Females, older adults, 
and patients with ACSCs were more likely to have a family physician and less likely to present 
with a lower acuity complaint. Patients with ACSC were less likely to be hospitalized when less 
than 75 years old if they had a family physician. 
 
Discussion: Patients without an attached family physician presented with a higher portion of 
lower acuity concerns compared to patients with a family provider, which is consistent with 
other studies showing high quality primary care reduces emergency department usage. As the 
primary care landscape in Regina became more difficult over the course of the pandemic, a 
higher percentage of patients presented to the emergency department, potentially as their only 
option.  
 
Conclusions: Twenty-five percent of patients who presented to the ED did not have a family 
physician. Patients without a family physician were more likely to be hospitalized for ambulatory 
care sensitive conditions under the age of 75, and were more likely to be male. 
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ABSTRACT  

Background: Millions of Canadians lack family physician (FP) access, particularly impacting 
rural communities where physician retention rates are low. The Battlefords Union Hospital 
(BUH) Emergency Department (ED) faces frequent low-acuity presentations, exacerbating 
physician burnout, patient wait-times, and dissatisfaction with family medicine in Saskatchewan. 

Question(s): Our quality improvement project investigates factors motivating low-acuity ED 
visits over primary care alternatives. We aim to identify patient-driven barriers and enhance 
access to patient-centered care. 

Methods/Methodology: Triage nurses invited all patients presenting to BUH ED between 
December 2023 and February 2024 with a Canadian Triage Acuity Scale level of 4 or 5 to 
complete a paper survey. Questions inquired about demographics, concerns, primary care access, 
and presentation reasons. The study received an exemption from the University of Saskatchewan 
Research Ethics Board (Beh ID 4461).   
 
Results/Findings: Participants (N=184) were typically 19-50 years old and white (35.1%) 
and/or First Nations (51.5%). Fifty-seven percent were female. Most presented within working 
hours and similarly across the week. Of the 113 with an FP, 84.1% indicated location within 
100km of BUH. One-quarter of concerns were ongoing, two-thirds had been present for more 
than 48h, one-third had been previously seen by a physician, and thirty percent reported a 
contributing condition. Perceived urgency was common, with 53.4% indicating immediate 
treatment need or inability to wait for an appointment. Thirteen percent came due to their lack of 
an FP, and another 13.6% felt they required services unavailable from an FP. Among those with 
an FP, 30.6% and 25.2% did not respectively know if same-day or after-hours care was 
available. 
  
Discussion: Patients require clear information and access to quality care options, pathways, and 
resources available when needs perceived as urgent arise. In keeping, FPs should ensure that 
patients are aware of same-day, after-hours, and procedural/investigative services offered. The 
need for more FPs was evident. Consideration should also be given to effectively supporting 
First Nations patients.  
 
Conclusions: Low-acuity BUH presentations are often driven by perceived urgency and limited 
availability/awareness of primary care access. 
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Recommendations Educate patients with alternative care education, facilitate physician practice 
transitions, raise after-hours care awareness, offer culturally sensitive care and ensure continuity 
of care. 
 

References: 
1. Hing E, Hall MJ, Ashman JJ, Xu J. National Hospital Ambulatory Medical Care Survey: 

2007 emergency department summary. Natl Health Stat Report. 2010 Sep;28(1):1-32. 
2. Young GP, Wagner MB, Kellermann AL, Ellis J, Bouley D. Ambulatory visits to hospital 

emergency departments: patterns and reasons for use. JAMA. 1996 Aug;276(6):460-5. 
3. -urgent adult patients in the 

emergency department: Causes and patient characteristics. Turk J Emerg Med. 2018 
Apr;18(2):71-4. 

4. Murray M, Bullard M, Grafstein E; CTAS National Working Group, CEDIS National 
Working Group. Revisions to the Canadian Emergency Department Triage and Acuity 
Scale implementation guidelines. CJEM. 2004 Nov;6(6):421-7. 

5. Durand A, Gentile S, Gerbeaux P, Alazia M, Kiegel P, Luigi S, Lindenmeyer E, Olivier P, 
Hidoux MA, Sambuc R. Be careful with triage in emergency departments: interobserver 
agreement on 1,578 patients in France. BMC Emerg Med [Internet]. 2011 Oct 31 [cited 
2024 May10];11(1):[10 p.]. Available from: https://doi.org/10.1186/1471-227x-11-19.  

6. Field S, Lantz A. Emergency department use by CTAS Levels IV and V patients. CJEM. 
2006 Sep;8(5):317-2. 

7. Ontario Hospital Association. Ontario Emergency Department Patient Experience of Care 
survey [Internet]. Toronto (ON): Ontario Hospital Association; [cited 2024 May 10]. 15 p. 
Available from: https://www.oha.com/Documents/Survey%20-%20EDPEC.pdf.    

 



Following your heart: Examining current use of the HEART pathway for 
chest pain at the Cypress Regional Hospital Emergency Department for 

outpatient referral and discharge 

Alicia Mah, FMR II; Emmett Harrison, MD, CCFP (EM); Ravdip Dhaliwal, BA; Nigel Hey, BSc 
Alexandra Akinfiresoye, MD, FRCPC; Lynsey Martin, MD, FRCPC; Adam Clay, MSc 

  
Department of Academic Family Medicine, College of Medicine, University of Saskatchewan 

ABSTRACT  

Background: Acute coronary syndromes result in high morbidity and mortality. The HEART 
pathway is a risk-stratification tool for Emergency Department (ED) chest pain patients which 
adds a 3-hour troponin to the HEART score. It recommends low-risk patients with a negative 3-
hour troponin be discharged, and all other patients be admitted. 
 
Implementation of a modified HEART pathway may help triage referrals in Swift Current, 
Saskatchewan where there are three Internal Medicine specialists. 
 
Question(s): For ED chest pain patients presenting to the Cypress Regional Hospital (CRH) ED:  

1. What is the current Internal Medicine referral rate and wait time for outpatient follow-up?  
2. What is the incidence of major adverse cardiac events (MACE) within 4 weeks? 

Methods/Methodology: A retrospective chart review was conducted on all patients with chest 
pain >21 years old presenting to the CRH ED from September 1, 2022 to February 28, 2023. 
Secondary chart reviews were performed in Regina and Saskatoon to capture MACE data. 
Approval was provided by the University of Saskatchewan Biomedical Research Ethics Board 
(Bio ID 4012) and the Saskatchewan Health Authority (OA-UofS-4012). 
 
Results/Findings: 261 patients were included in the study. Internal Medicine was consulted for 
5.4% (n=14) patients in the ED, and for 13.8% (n=36) of patients in the outpatient setting. The 
average time for consultation was 47 days. The incidence of MACE was 13.4% (n=35). 
       
Discussion: Another study showed intermediate-risk HEART score patients may be managed 
safely as outpatients with a low risk of MACE. This patient group may be similar to high-risk 
HEART pathway patients with a negative 3-hour troponin, a patient group for which admission 
for observation is currently recommended. This provides the basis for the implementation of a 
modified HEART pathway at our center. 
 
Conclusions: This study provided baseline data on referral patterns, wait times and MACE for 
ED chest pain patients at the CRH.  
 
Recommendations: A follow-up prospective study will implement a modified HEART pathway 
at the CRH ED to risk-stratify patients for discharge, outpatient referral and admission. It is 
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expected this will improve wait times and reduce low-risk referrals to Internal Medicine, with no 
change in MACE rate.  
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ABSTRACT 

Background: Hypertensive disorders in pregnancy are a leading cause of maternal and neonatal 
morbidity and mortality. The Society of Obstetricians and Gynecologists of Canada (SOGC) 
released updated guidelines in May 2022 and redefined pre-pregnancy BMI>30 kg/m2 as a high-
risk factor (previously moderate risk), warranting prevention with acetylsalicylic acid (ASA, 
Aspirin.) Statistics Canada estimates that 13.6% of women of childbearing age have a BMI of 30 
or more. 

Question(s): Our aim was to develop an educational program (EP) behavioural change project, 
providing physician education about appropriate prescribing of ASA in pregnancy at two 
primary care clinics in Prince Albert, Saskatchewan. We hoped to improve the adoption of this 
new change in guideline.  

Methods/Methodology: From January to March 2023, we evaluated the baseline frequency of 
ASA prescribing along with patient characteristics (age, parity, risk factors for pre-eclampsia) 
from the electronic medical record. We hosted a voluntary Lunch and Learn session at the two 
clinics to increase physician knowledge about the updated guidelines. We collected similar data 
from these clinics post-session. We received a Letter of Exemption from the UofS REB for 
application Bio 4421.  
 
Results/Findings: One-hundred nineteen (N=119) patients were evaluated. Of these, forty-six 
patients (n=46) were found to be at increased risk of pre-eclampsia, twenty-nine (n=29) from the 
pre-session time period and seventeen (n=17) from the post-session time period.  There was a 
substantial increase in ASA use among high-risk patients post-session, with 2 of 29 patients 
[6.9%] treated before and 6 of 17 [35.3%] treated after the educational lunch.  

Discussion: It was noted after the session in discussion with physicians that they were not aware 
of changes to the SOGC guidelines regarding hypertension in pregnancy. We found there was a 
low level of ASA prescribing in pregnancy for the prevention of hypertension pre-session, with 
improvement after the lunch educational session.  Many women at risk have elevated BMI as 
their only major risk factor, reinforcing the importance of awareness of the new guideline. 

Conclusions: In general, family physicians locally were not aware of the new SOGC guidelines 
on ASA prescribing. We found that an educational lunch effectively improved adherence in 
practice. 
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ABSTRACT 

Background: Patients sometimes re-present to the Emergency Room (ER) after their initial visit. 
This can be due to misdiagnosis, unclear discharge instructions, poor medical management, 
recurrence/progression of disease, or simply patient anxiety. The authors studied the reasons for 
re-presentation of a rural ER in Weyburn, Saskatchewan.  

Question(s): We investigated the rate of ER re-presentation within 72h at Weyburn General 
Hospital (WGH), percentage of re-presentations with the same clinical problem, common 
characteristics of re-presentations as well as if these were more suited for the clinic setting.  

Methods/Methodology: This was a retrospective review of WGH ER patients in June 2020 and 
June 2022. Paper charts were audited to assess re-presentations within 72h, presenting 
complaints, CTAS scores, diagnoses, reasons for re-presentation, and registration status with a 
family physician. This study was approved by the University of Saskatchewan Biomedical 
Research Ethics Board (Bio 4176) and received Operational Approval from the Saskatchewan 
Health Authority. 

Results/Findings: Nine hundred and forty-four patients in June 2020 and 1318 patients in June 
2022 were included. Comparing 2020 with 2022, the rates of re-presentation are similar (13.4% 
vs 13.2%, p<.001). However, there was an increase in re-presentations (n=65 to n=88). The 
characteristics of this population has changed too - re-presentations with the same clinical 
problem (66.1% vs 93.1%, p<0.001), problems more suited for clinic (36.9% vs 44.85%, 
p=0.75), misdiagnosis (3.1% vs 12.6%, p=0.02), unclear discharge instructions (1.5% vs 3.4%, 
p=0.55), and recurrence/progression of disease (27.7% vs 34.5%, p=.56). 

Discussion: These changes may be attributed to reduced ER presentations during COVID-19 
pandemic, longer GP wait times, and worsening ER patient load leading to reduced quality of 
care. 

Conclusions: Our study showed an increase in ER re-presentation numbers in June 2022 
compared to June 2020. It trends towards re-presentations with the same clinical complaint, and 



2 

complaints more suited to the clinic setting. Higher rates of mis-diagnosis and unclear discharge 
instructions may have contributed to these re-presentations. Further studies involving pre-
COVID years as well as including all months of the year may be performed to confirm these 
trends. 
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ABSTRACT 

Background: Currently at Battlefords Union Hospital (BUH), interdisciplinary rounds (IDR), or 
“whiteboard rounds”, involve health care providers from multiple disciplines assessing patients 
independently and then convening to discuss interdisciplinary patient management. Patients do 
not attend these discussions. The objective of our study was to introduce and assess the 
effectiveness of interdisciplinary bedside rounds (IDBR).  

Question(s): Are there differences in patient and staff satisfaction and rounding duration when 
comparing IDBR and IDR at BUH? 

Methods/Methodology: Resident researchers surveyed participants on wards 2nd East/West on 
random data collection days regarding satisfaction with IDBR versus usual IDR on ward 3rd 
North/South. Clinical team members participating, length of time required, and any unusual 
events affecting rounding were documented. Median time and satisfaction were compared using 
the Mann-Whitney-U test. All hospitalists involved were interviewed to discuss their 
preferences. Our study (Beh ID 4375) was exempted by the University of Saskatchewan’s 
behavioral ethics review board.  

Results/Findings: The median percent satisfaction for every outcome was higher in the IDBR 
group but was not statistically significantly different between groups. The median amounts of 
time spent per patient in each group were not statistically significantly different between groups 
either. A conclusion about physician satisfaction could not be drawn as only one hospitalist 
participated in IDBRs.  
       
Discussion: Although none of the results reached statistical significance, there was a tendency 
for IDBR patients to report higher satisfaction for all aspects studied. Any conclusions in our 
study are limited, as we only have the experience of four data collection days. Additionally, we 
only had two hospitalists involved in our study and only one participated in IDBRs, making it 
impossible to draw conclusions about physician satisfaction. There may have been confounders 
that influenced levels of satisfaction and the time required for rounding (i.e. age).   

Conclusions: Patients admitted to the wards at BUH may have some preference for IDBR. 
However, differences are minimal and not statistically significant in this sample. Staff members 
of all multidisciplinary backgrounds may be more likely to participate in IDR. 
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Recommendations: We would recommend that this study be repeated with a larger sample size 
and more hospitalists at BUH. 
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ABSTRACT 

Background: Advanced care planning (ACP) is informed discussions and recording of patient 
goals of care. ACP requires understanding physician and patient barriers including time 
constraints, inadequate ACP training, and lack of standardized documentation. Increasing ACP 
documentation serves to improve patient quality of life and autonomy. 
 
Question(s): To have standardized ACP discussions and a template in Electronic Medical 
Record (EMR) of patients aged 65 years or older at the Family Medicine Unit (FMU), to 
increase entries from 7.6% to 20-30% in one year. The project aims to improve effectiveness and 
patient-centeredness. 
 
Methods/Methodology: A quality improvement project was implemented. Percentage of 
patients with ACPs documented was the outcome measure. The project has implemented change 
ideas: 
 

1. Survey assessing provider confidence and barriers to initiating ACP. 
2. Self-directed education and a didactic lecture for providers. 
3. Developing a standardized ACP EMR template. 

Project was deemed exempt from ethical review by the University of Saskatchewan’s Behavioral 
Research Ethics Board (E404) and received Operational Approval from the Saskatchewan Health 
Authority (OA-UofS-E404 Exempt). 
 
Results/Findings: The initial survey identified time, lack of formal training and absence of a 
standardized ACP template as barriers. Following educational interventions, there was a 22% 
increase in the total number of ACP documents. With implementation of the template, there was 
a 54% increase in total number of ACP documents. Following all interventions, ACP documents 
in EMR for those older than 65 years increased from 7.6% to 14.51%. 
 
Discussion: This project analyzed provider barriers to ACP communication and documentation. 
Inclusion of provider education and development of standardized/accessible documentation (i.e. 
templates) has previously been identified as a component of effective ACP and is supported by 
our quality improvement project. Impact of education may be limited by insufficient time for 
provider self-review and access to educational interventions. Additional factors influencing 
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documentation may be insufficient patient follow-up to record completed documentation, patient 
refusal of ACP conversations, and incomplete transfer of ACP documents from paper to EMR. 
 
Conclusions: Our study has increased ACP documentation at the FMU. 
 
Recommendations: Patient barriers were not addressed and can be assessed in future cycles. 
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ABSTRACT 

Background: The occurrence of abdominal aortic aneurysms (AAAs) among individuals aged 
66 years or older varies from 1% to 5% in the general population, with lower rates in females. 
The Canadian Task Force on Preventive Health Care 2017 guidelines recommend one-time AAA 
ultrasound (US) screening for men aged 65 to 80. 

Question(s): 
1. How many male patients age 65-80 years have undergone AAA screening in select

community practices in Moncton, New Brunswick?
2. Do accessible patient information sheets increase screening in select community practices

in Moncton, New Brunswick?
3. What is Saskatchewan’s current climate of AAA screening based on a literature review

and anecdotal electronic medical record (EMR) experience in Saskatoon, SK?

Methods/Methodology: This is a two-phase chart review study in New Brunswick accompanied 
by a literature review and discussion of the finding’s Saskatchewan application. The chart review 
conducted within seven Family Medicine clinics in Moncton, New Brunswick included male 
patients aged 65-96. Patient information sheets and posters were then displayed promoting AAA 
screening in primary care offices. One month later, 350 randomly selected charts were reviewed 
from the same clinics. A literature review was conducted through PubMed. 

Results/Findings: Among 350 charts initially reviewed, there was an 8.6% intent to screen 
either by US or computed tomography. In those screened, AAA was identified in nine patients. 
After patient information was placed, intent to screen increased to 22%, with 20 identified 
AAAs. The literature review demonstrated an overall lack of research for AAA screening in 
Saskatchewan but a need for screening specifically in rural Saskatchewan. 

Discussion: Screening for AAA in adult males over 65 has been shown to decrease morbidity 
and mortality with minimal psychological harm. Our study showed that promoting screening 
may increase screening uptake by patients and physicians. One promotional mechanism to 
consider in Saskatchewan is leveraging EMRs.  

Conclusions: AAA screening is infrequent among high-risk patients, and in-office promotional 
materials may improve uptake. Although understudied, Saskatchewan may benefit from a similar 
approach. 

Recommendations: 
1. Advertise screening recommendations in family practices to both physicians and patients.
2. Increase Saskatchewan research about AAA screening and outcomes.



2 
 

References: 
1. Scott RAP, Ashton HA, Buxton MJ, Day NE, Kim LG, Marteau TM, Scott RAP, Thompson 

SG, Walker NM; Multicentre Aneurysm Screening Study Group. The Multicentre 
Aneurysm Screening Study (MASS) into the effect of abdominal aortic aneurysm screening 
on mortality in men: a randomised controlled trial. Lancet. 2002 Nov;360(9345):1531–9.  

2. Medical Advisory Secretariat. Ultrasound screening for abdominal aortic aneurysm: an 
evidence-based analysis [Internet]. Toronto (ON): Government of Ontario; 2005 [cited 
2024 May 17]. 67 p. Available from: https://www.hqontario.ca/Portals 
/0/Documents/evidence/reports/rev_usaaa_010106.pdf.  

3. Canadian Task Force on Preventative Healthcare. Recommendations on screening for 
abdominal aortic aneurysm in primary care. CMAJ. 2017 Sep;189(36):E1137–45.  

4. Owens DK, Davidson KW, Krist AH, Barry MJ, Cabana M, Caughey AB, Doubeni CA, 
Epling Jr JW, Kubik M, Landefeld CS, Mangione CM, Pbert L, Silverstein M, Simon MA, 
Tseng CW, Wong JB. Screening for abdominal aortic aneurysm: US Preventive Services 
Task Force recommendation statement. JAMA. 2019 Dec;322(22):2211-8. 

5. Kapila V, Jetty P, Wooster D, Vucemilo V, Dubois L. Screening for abdominal aortic 
aneurysms in Canada: 2020 review and position statement of the Canadian Society for 
Vascular Surgery. Can J Surg. 2021 Sep;64(5):E461-6. 

6. Misskey J, Osman M, Kopriva D. Geographic disparities in the burden of ruptured and 
unruptured abdominal aortic aneurysms. J Vasc Surg. 215 Dec;62(6):1421-8. 

7. Park EM, Yoneoka GM, Yoon HC. Harnessing the electronic medical record to improve the 
utilization of ultrasound screening for abdominal aortic aneurysms. J Am Coll Radiol. 2022 
Dec;19(12):1338–42.  

8. Olmstead C, Wakabayashi A, Freeman T, Cejic S. Abdominal aortic aneurysm screening in 
an academic family practice: short-term impact of guideline changes. Can Fam Physician. 
2022 Dec;68(12):899-904. 

9. Shaw C, Abrams K, Marteau TM. Psychological impact of predicting individuals’ risks of 
illness: a systematic review. Soc Sci Med. 1999 Dec;49(12):1571-98. 

 



POG: Physical Health in Gamers – A Systematic Review 
 

Philip Lam, FMR II; David El-Sabaway, FMR II; Matthew Wong, MD, CCFP 
 

Department of Academic Family Medicine, College of Medicine, University of Saskatchewan 
 

ABSTRACT 

 
Background: Electronic Sports (eSports), a form of competitive video gaming, was recognized 
by the Olympic Committee as an organized sport in 2021. The American Osteopathic Academy 
of Sports Medicine estimates that eSports has a global audience of over 300 million fans. Given 
the relative novelty of the sport, albeit its high prevalence, little is known about the Physical 
Health of Gamers.  
 
Question(s): Highlight what is known in the current body of knowledge regarding the physical 
pathology of athletes when exposed to video-games. 
 
Methods/Methodology: Studies from the PubMed databases were identified using the following 
search terms: “esports injury”, “video-game injury”, but excluding “rehabilitation”. Duplicates 
were removed. Only Free, Full-text, on humans, and in English studies were included. The 
remaining studies were appraised by two researchers, and the final studies were selected. Studies 
relating solely to Active Video-Gaming, Accidental Injury, or Mental Health were removed. 
 
Results/Findings: Final count of studies included was 55. 20 studies were case-reports, 11 cross-
sectional, 8 reviews, 4 systematic reviews and a small proportion of editorials and case series. 
56% of the physical pathology was musculoskeletal injuries with hand/finger at 14%, back/spine 
and wrist at 9%, neck and elbow at 7% and shoulder at 4%. Ophthalmological, dermatology and 
respiratory (mostly DVT/PE) made up 8% of the injuries, respectively.  Notably, there were 12 
studies that did not cite what type of video game was played. 
 
Discussion: There is a variety of physical pathology encountered by eSports athletes, with 
musculoskeletal pathology unsurprisingly being common. Notably, there was a significant 
proportion of dermatological, respiratory (DVT/PE) and ophthalmological. This review has 
highlighted the significant impact that professional or high-volume video gaming can have on 
physical health. The paucity of experimental design research and large cohort studies does leave 
more questions on the true burden of these ailments. 
 
Conclusions: eSport athletes have a burden of physical ailments that spans a wide variety of 
organ systems. This prompts the need for a multimodal and multidisciplinary approach to the 
screening and treatment of these athletes, in order to optimize their health outcomes. 
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ABSTRACT 

Background: The influx of international medical graduates (IMGs) into Saskatchewan 
healthcare prompts an examination of their entry pathways and the factors influencing their rural 
retention. This study aims to compare the long-term rural practice intentions of IMGs entering 
through the Saskatchewan International Physician Practice Assessment (SIPPA) program versus 
family medicine residency programs. 

Question(s): Is there a difference in long-term rural practice intentions between internationally 
trained physicians who enter Canadian practice through SIPPA versus family medicine residency 
and what factors influence this? 

Methods/Methodology: An email invitation to participate in an electronic survey was sent to all 
new and recently completed SIPPA participants and current University of Saskatchewan family 
medicine IMG residents in February 2024. Utilizing a 5-point Likert scale, we evaluated aspects 
of practice intention, preferences, influences, and self-perceived readiness, among others. The 
University of Saskatchewan’s Research Ethics Board approved the project (Beh ID 4595). 

Results/Findings: Thirty-one respondents (SIPPA=9, DAFM=22) represented 29% and 32% of 
the respective groups. Forty-four percent of SIPPA participants and 29% of family medicine 
residents intended to stay beyond return of service obligations. Spousal life/work satisfaction 
significantly influenced decision-making, with 85% and 100% indicating importance, although 
only 33% and 40% conveyed that their spouse was satisfied. Mentorship was also crucial for 
both groups, with approximately 80% stating its impact on their practice location decisions. 
Regarding remuneration, 86% and 71% indicated that higher remuneration could sway their 
decision to leave. 

Discussion: Although limited by low response rates, spousal life satisfaction, remuneration, and 
mentorship appear influential to retention regardless of pathway. A substantial proportion of 
partnered respondents makes spousal life satisfaction, which was concerningly low, an important 
consideration. Aligning with this, previous studies have demonstrated financial incentives to be 
less important to physicians relative to ongoing mentorship and spousal employment 
opportunities.  

Conclusions: Aspects important to both participant groups in the period prior to return of service 
include mentorship, spousal satisfaction, and financial incentives. Unfortunately, neither 
pathway appears to have very high Saskatchewan-practice intention rates.   
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Recommendations: Future studies should examine practicing physicians beyond their return of 
service period and consider alternative methodologies for data collection due to low survey 
uptake. 

References: 
1. Statistics Canada [Internet]. Ottawa (ON): Government of Canada; c2024. Health fact 

sheets: primary health care providers, 2019; 2020 Oct 22 [cited 2024 May 13];[about 4 
screens]. Available from: https://www150.statcan.gc.ca/n1/pub/82-625-
x/2020001/article/00004-eng.htm.  

2. Canadian Institute for Health Information [Internet]. Ottawa (ON): CIHI; c2024. 
Proportion of physicians in rural areas; 2023 Oct [cited 2024 May 13];[about 4 screens]. 
Available from: https://www.cihi.ca/en/indicators/proportion-of-physicians-in-rural-areas.  

3. Canadian Institute for Health Information [Internet]. Ottawa (ON): CIHI; c2024. Scott’s 
Medical Database metadata; 2022 [cited 2024 May 13];[about 2 screens]. Available from: 
https://www.cihi.ca/en/scotts-medical-database-metadata.  

4. Canadian Institute for Health Information [Internet]. Ottawa (ON): CIHI; c2024. A profile 
of physicians in Canada; 2022 [cited 2024 May 13];[about 2 screens]. Available from: 
https://www.cihi.ca/en/a-profile-of-physicians-in-canada.  

5. Thommasen H, Berkowitz J, Grzybowski S. Community factors associated with long-term 
physician retention. B C Med J. 2000 Nov;42(9):426-9.  

6. Mathews M, Kandar R, Slade S, Yi Y, Beardall S, Bourgeault I. Retention patterns of 
Canadians who studied medicine abroad and other international medical graduates. Healthc 
Policy. 2017 May;12(4):33-45.  

7. Mathews M, Ouédraogo AM, Lam M, Gozdyra P, Green M. A cross-sectional study of 
community-level physician retention and hospitalization in rural Ontario, Canada. J Rural 
Health. 2023 Jan;39(1):69-78.  

8. Mou H, Olfert MR. Inter-provincial migration intentions of family physicians in Canada: 
the roles of income and community characteristics. Healthc Policy. 2015 Nov;11(2):58-71.  

9. Mowat S, Reslerova M, Sisler J. Retention in a 10-year cohort of internationally trained 
family physicians licensed in Manitoba. Can J Rural Med. 2017 Winter;22(1):13-9.  

10. Rohatinsky N, Udod S, Anonson J, Rennie D, Jenkins M. Rural mentorships in health care: 
factors influencing their development and sustainability. J Contin Educ Nurs. 2018 
Jul;49(7):322-8. 

11. Wasko K, Jenkins J, Meili R. Medical practice in rural Saskatchewan: factors in physician 
recruitment and retention. Can J Rural Med. 2014 Summer;19(3):93-8. 

 

 



Clearing the Air: A quality improvement approach to changing metered dose 
inhaler prescription practices at West Winds Primary Health Centre 

Cuylar Conly, FMR II; Bruna Murvay, FMR II; Michael Moroz, FMR II      
Cathy MacLean, MBA, MD, FCFP, MCISc; Meredith McKague, MSc, MD, FCFP  

Rhonda Bryce, MD, MSc  

Department of Academic Family Medicine, College of Medicine, University of Saskatchewan 

ABSTRACT  

Background: Healthcare contributes significantly to greenhouse gas emissions. While a single 
metered dose inhaler (MDI) emits emissions equivalent to driving 290 kilometers, dry powder 
inhalers (DPIs) offer less emissions. This project aims to reduce MDI prescribing at West Winds 
Primary Health Centre (WWPHC). 

Question(s): The aim of this project is to assess the prevalence of MDI and DPI prescribing 
among asthmatic patients at WWPHC. We aim to describe patient characteristics, quantify MDI 
reductions, and identify associated characteristics. 
 
Methods/Methodology: This project reviewed the medical records of WWPHC asthma patients, 
excluding those with coexisting COPD, aged 12 to 60 who had a recent DPI or MDI prescription 
and a WWPHC appointment in the past two years. Data collected included demographics, care 
duration, pulmonary function testing results, visit history, medication details, and physician 
information. Analysis included sample description, MDI and DPI prevalence calculation, 
changes in use, and related characteristics. Ethical approval was granted by the University of 
Saskatchewan’s Biomedical REB (Bio ID 3940). 
 
Results/Findings: MDIs were the primary inhaler type, with 43.1% and 46.0% of patients 
respectively using MDIs alone or with DPIs during the prior three years. Salbutamol was the 
predominant MDI agent, followed by Fluticasone. Regarding inhaler changes, 10.7% 
transitioned from MDIs alone to using DPIs alone or alongside MDIs; however, 3.7% of patients 
used only DPIs initially but either had an MDI added or used only MDIs by last visit. 
Furthermore, 11.7% had a reduction in the number of MDIs prescribed, while 9.7% increased. 
Pulmonary function tests (PFTs) were not recorded for 35% of patients, and when documented, 
approximately two-thirds did not exhibit a 12% diagnostic threshold change. 
 
Discussion: The low MDI to DPI switch rate warrants targeted interventions to encourage DPI 
adoption, aiding in mitigating greenhouse gas emissions. Additionally, confirming asthma 
diagnoses before prescribing inhalers could reduce MDI usage. Salbutamol and Fluticasone are 
available in DPI versions, supporting the adoption of more environmentally friendly options. 

Conclusions: This project offers insights into asthma inhaler prescribing at WWPHC, 
emphasizing the potential to reduce environmental impact through DPI promotion. Future efforts 
should prioritize interventions to boost DPI uptake and optimize asthma management. 
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ABSTRACT 

Background: Asthma is one of the most common chronic diseases worldwide. The Global 
Initiative for Asthma no longer recommends treatment with short-acting beta2-agonists (SABA) 
alone due to adverse outcomes. To provide optimal care, appropriate inhaler therapy must be 
selected. Spirometry results and individualized asthma action plans (AAP) should be 
documented. Adherence to these evidence-based recommendations for mild asthma at the Family 
Medicine Unit (FMU) are unknown. 
 
Question(s): (1) Are patients with mild asthma at the FMU being treated with SABA 
monotherapy? (2) Are spirometry tests documented? (3) Are AAPs documented for asthma 
exacerbation visits? 

Methods/Methodology: A retrospective chart review of a subset of asthmatic patients ( 6 years 
of age) at FMU was performed. Descriptive analyses for patient demographics, inhaler therapy, 
and quantification of SABA monotherapy and documentation of spirometry and AAPs was 
completed. Ethics and operational approval were granted by the Biomedical Research Ethics 
Board at the University of Saskatchewan (ID 4168) and Saskatchewan Health Authority (OA-
UofS-4168). 
 
Results/Findings: In the asthmatic cohort (n = 100), the majority were adults (55%) and female 
(56%). The most common inhaler therapies included fluticasone with SABA (30%), 
budesonide/formoterol monotherapy (15%), and then SABA monotherapy (12%; 95% CI: 6.7-
19.4%). Less than half (46%) of patients had spirometry completed (95% CI: 36.5-55.8%). A 
minority (21%) of patients had AAP documentation (95% CI: 13.9-29.7%). 
 
Discussion: Many asthmatic patients at the FMU clinic have not had confirmation of their 
diagnosis, follow-up of lung function, or self-management guidance for exacerbations. These 
findings are consistent with existing literature of observed asthma management gaps in primary 
care settings. Most patients were prescribed inhaled corticosteroid (ICS) therapy which is in 
keeping with guideline recommendations. Further research is required to explore strategies to 
improve asthma guideline adherence and its impact on clinical outcomes. Suggestions to 
minimize management gaps include enhanced physician training, asthma chronic disease 
management templates, and EMR notifications which flag absent or overdue documentation. 
 
Conclusions: Adherence to current asthma guidelines was suboptimal. A large proportion of 
patients did not have spirometry results or documented AAPs. The majority of patients had ICS 
inhaler therapy with only 12% of patients receiving SABA monotherapy. 
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ABSTRACT 

Background: Alcohol detoxification can occur in the community for those who meet the criteria 
for low-risk abstinence symptoms. This enables the patient to remain in their own environment 
and is more efficient for the healthcare system. Anecdotally, the detoxification program in Swift 
Current is underutilized, resulting in inpatient detoxification becoming the mainstay treatment. 

Question(s): What percentage of patients at low-risk of withdrawal in the Emergency 
Department (ED) in Swift Current and are referred to outpatient detoxification? What are 
physicians’ opinions regarding the home detoxification program? 

Methods/Methodology: The ED’s electronic medical record at Cypress Regional Hospital was 
reviewed to assess if patients who were classified low-risk alcohol were referred to the program. 
Low-risk features include medical stability, mild withdrawal symptoms (PAWS < 4, CIWA < 
20), and home support. Charts from April 2020 - January 2023 were reviewed. Additionally, a 
cross-sectional survey was distributed to physicians and residents working in the ED to assess 
physician awareness and barriers to the program. This study was deemed exempt from ethical 
review by the University of Saskatchewan Behavioral Research Ethics Board (Beh ID 4302). 
  
Results/Findings: Thirty-nine patients presented to the ER with a diagnosis of alcohol 
withdrawal for a total of 111 visits. Sixteen (14%) visits were considered low-risk and not 
referred to outpatient treatment, accounting for 52 days in hospital. Thirteen physicians 
completed the survey (response rate = 59%). The physician surveys indicated that physicians 
believe home alcohol detoxification is practical, however, barriers exist including patient 
interest, weekend coverage, confusing referral form and lack of patient support. 
  
Discussion: It is evident that the outpatient alcohol program is underutilized despite evidence 
establishing its effectiveness and feasibility. At home treatment has been shown to have high 
patient uptake and treatment completion yet, patients are not being referred. Physicians reported 
affirmative responses regarding referring patients to the outpatient program, however, this was 
conditional on physician education, simplified referral process and additional coverage.  
  
Conclusions: Outpatient alcohol detoxification is underutilized due to limited resources, 
physician knowledge and patient support despite efficacy and cost-effectiveness.  
  
Recommendations: Physician education sessions should be introduced to increase utilization of 
the program. 
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ABSTRACT 

Background: Alcohol Use Disorder (AUD) and subsequent alcohol-related diseases are 
common presentations to the hospital, offering an opportunity to provide therapies to assist with 
alcohol cessation. Pharmacotherapeutic options for alcohol cessation exist, with the most 
common being naltrexone and acamprosate. 

Question(s): How often is alcohol cessation pharmacotherapy offered during emergency 
department and inpatient encounters for patients with AUD at Dr. F.H. Wigmore Regional 
Hospital? 

Methods/Methodology: A retrospective chart review was performed to assess the offer rate of 
counseling and initiation of either acamprosate or naltrexone, in-hospital or upon discharge, from 
either the emergency department or the inpatient ward for patients presenting with and/or having 
a comorbidity of AUD between January 2020 and December 2023. 

A Certificate of Approval was obtained from the University of Saskatchewan’s Biomedical 
Ethics Research Board (Bio 4370). Operational Approval was received from the Saskatchewan 
Health Authority. 
  
Results/Findings: Fifty patients presented for 171 visits. Naltrexone was initiated 15 times 
while admitted, and on 5 occasions at discharge. This was generally done on the ward, with only 
1 administration prior to emergency department discharge. Acamprosate was not initiated. One-
hundred visits (58.5%) resulted in a referral to addictions counseling. 
  
Discussion: Based on chart review results, it appears that using pharmacological agents for 
aiding in alcohol cessation in patients with alcohol use disorder at the Dr. F.H. Wigmore 
Regional Hospital was limited, concurrent with similar findings demonstrated in the literature.  
  
Conclusions: Naltrexone or acamprosate are not widely used in either the inpatient or 
emergency room at this regional hospital. 
  
Recommendations: While our study did not aim to assess ways to promote the utilization of 
AUD cessation pharmacology, we would encourage providers to consider providing this 
treatment when appropriate by the opportunity provided by these patient presentations to care. 
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This project could be built upon by subsequent residents through assessing ways to promote the 
utilization of these medications, such as informational resources for emergency physicians and 
hospitalists, and assess their impact. 
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ABSTRACT  

Background: ADHD is a neurodevelopmental disorder with symptoms of hyperactivity, 
impulsivity, and/or inattention. It is thought to be a lifelong disorder. The prevalence of ADHD 
is estimated to be 5-9% for children and adolescents and 3-5% for adults. According to the 
Canadian ADHD Practice Guidelines, it can be diagnosed and managed in primary care with 
involvement of specialists in complex cases. However, the role of family physicians in diagnosis 
and management of ADHD varies widely. This results in difference in quality of care and long 
waiting times to see specialists.  
 
Question(s): Our aim was to explore the attitudes and practices of family physicians towards the 
diagnosis and management of ADHD in north west Saskatchewan. We also wanted to identify 
potential barriers that affect the provision of childhood ADHD care. 
 
Methods/Methodology: The project (Beh ID 4407) was approved by the University of 
Saskatchewan’s Behavioural Research Ethics Board. We conducted a quantitative cross-sectional 
survey. An electronic survey link was sent out to 107 family physicians and 9 family medicine 
residents in north west Saskatchewan.  
 
Results/Findings: About 6% (n=6) of the practicing physicians and 67% (n=6) of the family 
medicine residents responded. Overall, 91.7% of the respondents see childhood ADHD in 
clinical practice and 100% were aware of diagnostic criteria. Approximately half (58.3%) were 
comfortable with making a diagnosis and starting medications. Immediate referral to specialist 
on first encounter would be made by 41%. All were familiar with CADDRA and unaware of 
other resources. The findings were comparable in resident and physician groups. There were 
some barriers to providing care identified by physician group only. There was an interest in 
receiving extra training. 
 
Discussion: Resident experience was over-represented in the data and overall response was low. 
Although all respondents knew the diagnostic criteria, not all of them were comfortable in 
making a diagnosis and managing childhood ADHD.

Conclusions: There exist variations in practices around childhood ADHD diagnosis and 
management in North West Saskatchewan. The survey suggests the importance of providing 
education and resources to support family physicians to manage this condition in primary care.  
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ABSTRACT 

Background: According to Diabetes Canada, diabetes is a chronic disease affecting 9% of the 
Saskatchewan population. The Saskatchewan Chronic Disease Management (CDM) program 
aims to improve care for patients with chronic conditions including diabetes through regular 
monitoring.  

Objective: Our project serves as a clinic audit to determine the provincial CDM Guideline’s 
effectiveness in controlling diabetes at a family medicine clinic in Prince Albert, SK, by 
evaluating if the frequency of CDM appointments was a contributing factor to reaching diabetic 
disease control, assessed via hemoglobin A1C (HbA1c) targets.  

Methods/Methodology: This retrospective correlational study collected anonymized data from 
the electronic medical record between October 2021 and October 2023. The study included 293 
adult patients with DM II, ages 18-
period. A linear mixed regression model was used to analyze the association between HbA1c 
levels and the number of CDM appointments. The study received an exemption from the 
University of Saskatchewan biomedical Research Ethics Board (Bio 4509).   

Results/Findings: Patients had a median HbA1c interval of 132 days among their individual 
average values and received between one and 12 CDM visits. When analyzing the fixed effects 
on HbA1c values obtained, the number of CDM appointments had an association with HbA1c 
values. For every appointment added to the interval between HbA1c assessments, HbA1c fell on 
average by 0.12 points (p = 0.01). The time between HbA1c results also had an effect, showing 
that for every 30 days between assessments, the HbA1c increased by 0.04 on average (p < 
0.001). 

Discussion: Evaluating the number of CDM visits showed that there may be value in shorter 
HbA1c intervals and more CDM visits. A similar trend in relationship between regularity of 
appointments and achieving better HbA1c control was seen in research conducted in other 
countries.  

Conclusions: The relationships between the HbA1c measurement interval, the frequency of 
CDM visits, and HbA1c values observed in our study confirmed that CDM appointments 
positively impact HbA1c control. However, more work is needed to better understand variations 
in patients’ diabetes control.    
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Recommendations: Encouraging regular HbA1c measurements and CDM appointments may 
improve diabetes control. 
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ABSTRACT 

 
Background: An interdisciplinary team approach, that includes nurse educators (NE) and registered 
dieticians (RD), has been shown to improve glycemic control (hemoglobin A1c) compared to usual 
diabetes care provided by a primary care physician. From October 2022 to September 2023, 58% 
(317/547) of patients with Type 2 diabetes mellitus (T2DM) who attended at least one Chronic Disease 
Management (CDM) appointment at Associate Family Physicians Clinic (AFPC) met their hemoglobin 
A1C target.   
 
Question(s): Using an interdisciplinary team approach incorporating NE and RD, we aimed to increase 
the percentage of patients at AFPC with T2DM meeting their hemoglobin A1c target (<7.0% or 7.0-
8.5%) to 68% by October 2023.   
 
Methods/Methodology: We utilized the Model for Improvement and implemented several change 
ideas targeting the number of referrals made to a NE and RD. Specifically, infographics were 
distributed to patients, a collaborative care lecture was given to AFPC physicians, and a summary of 
this lecture was emailed to AFPC physicians and residents. This project received was exempt of ethical 
review by the University of Saskatchewan Biomedical Research Ethics Board. 
 
Results/Findings: The number of referrals made to NEs and RDs for patients who attended a CDM 
visit increased from 6.2% (4/65) to 29.6% (21/71) from April to September 2023. Of those referred, 
attended appointment with NE and RDs were of marginal improvement at 0% (0/65) to 5.5% (4/71) 
over the same time frame. There was limited improvement in the population (n=365) average A1c 
glycemic control after integrating a Plan-Do-Study-Act approach to improving chronic disease 
management with interdisciplinary care. As of October 2023, 61% (232/365) of patients with T2DM 
met their glycemic target.  
 
Discussion: The project has continued past the targeted completion date. More recent data are 
beginning to show co-bookings visits with nurses and physicians under the Patient’s Medical Home 
Pilot offer potential increase in referral. Furthermore, new quality improvement interventions, such as 
CDM training for nurses may also increase the acceptance and follow-through of patient’s utilizing the 
interdisciplinary resources offered and overall help patient’s reach A1c targets effectively.   
 
Conclusions: The AFPC QI team did not meet their aim of increasing the percentage of patient 
meeting their A1c target to 68%. 
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ABSTRACT 

Background: Statins are one of the most prescribed medications in the elderly. Guidelines 
regarding their use in those aged 75 and older have been changing over the years, but have 
consistently demonstrated the benefit to those using statins for secondary prevention. 

Question(s): What are the proportionate rates of statin prescriptions used for primary vs. 
secondary prevention for patients attending the Family Medicine Unit in Regina? How effective 
is utilising coded electronic medical record (EMR) data at identifying patients using statins for 
primary or secondary prevention?  

Methods/Methodology: An observational study was conducted assessing all patients at the 

This group was separated into primary or secondary prevention using diagnostic codes on the 
EMR based on the CPCSSN definition of cardiovascular disease. A subsequent manual chart 

was determined using manual review as the reference standard.  
 
This study received approval from the University of Saskatchewan’s Biomedical Research Ethics 
Board (Bio  
 
Results/Findings: 

 patients 

-
- . 

       
Discussion:  While we manually determined the proportion of patients prescribed statin 
medications for primary vs. secondary prevention, the EMR data was less sensitive than 
observed in previous studies due to inaccurate or absent diagnostic code input in the EMR. 
 
Conclusions: 

sensitivity in identifying these patients.  
 
Recommendations: Future studies might assess EMR accuracy in a younger population without 
conditions predating the introduction of the EMR.  
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ABSTRACT 

Background: Exclusive breastfeeding for the first 6 months of life and continued breastfeeding 
to 2 years and beyond is widely recommended. Ankyloglossia may contribute to breastfeeding 
difficulty; however there is limited evidence in the effect of frenotomy on breastfeeding 
outcomes. 

Question(s):  
1. Does frenotomy improve breastfeeding duration during three months' follow-up among 

mother-infant dyads presenting with ankyloglossia and feeding difficulties? 
2. Does frenotomy decrease maternal nipple pain during three months' follow-up among 

mother-infant dyads presenting with ankyloglossia and feeding difficulties? 
3. What are rates of maternal satisfaction following frenotomy among mother-infant dyads 

presenting with ankyloglossia and feeding difficulties? 
4. What are the rates of adverse effects post-frenotomy in mother-infant dyads presenting 

with ankyloglossia and feeding difficulties? 
 
Methods/Methodology: This was a prospective observational quality improvement study 
evaluating breastfeeding outcomes following frenotomy. Participants were recruited by physician 
consultants and emailed surveys at 2 weeks, 1 month, and 3 months post consultation/procedure. 
We received ethics approval from the University of Saskatchewan’s Behavioural Research 
Ethics Board (Beh ID 3046). 
 
Results/Findings: Unfortunately, we were unable to collect a meaningful sample size so a 
literature review was performed to better understand challenges and strategies for recruitment 
and retention. 
       
Discussion: In longitudinal studies, recruitment and retention are major challenges, with more 
than 50% of studies failing to meet targets. Barriers to recruitment include lack of interest, fear 
of harm to the child, time constraints, and confidentiality concerns. Barriers to retention include 
health issues, time constraints, and return to work or relocation. 
 
Conclusions: Recruitment and retention are common challenges, and there are even more 
challenges when studying postpartum women. Our study likely would have benefited from a 
broader recruitment approach that included social media, print media, websites, and community 
groups. Retention may have been improved if we had utilized multiple methods of 
communication including phone calls, texting, or family contacts.   
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Recommendations: In future studies we recommend anticipating challenges in the planning 
process, employing a multimodal recruitment approach, and offering incentives for participation. 
There remains a gap in clinical research for postpartum women, and more research is needed to 
better understand the effect of frenotomy on breastfeeding. 
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ABSTRACT 

Background: It has been discussed by staff at Humboldt District Hospital (HDH) that the 
Emergency Department (ED) visits have been at an all-time high coming out of the Covid-19 
Pandemic. With surrounding center emergency departments closing, it is presumed that the 
Humboldt Emergency Department volumes and catchment area have increased significantly. 

Question(s): Has the volume and catchment area truly expanded at the Humboldt District 
Hospital ED? 

Methods/Methodology: The data obtained from the registration database includes ED volumes 
from April 1, 2017, to December 31, 2023. It includes catchment area data from the top ten 
surrounding communities with respect to annual volume from the start of 2017 to the end of 
2023. The study was deemed exempt by the University of Saskatchewan’s Biomedical Research 
Ethics Board (Bio 4540) and received Operational Approval from Saskatchewan Health 
Authority. 

Results/Findings: From the end of April 2017 to the end of March 2018 the Humboldt ED had 
8,030 emergency department visits. Volumes steadily increased reaching 10,751 for the same 
time in 2019-20. Apart from the expected decrease noted during pandemic lockdown, volumes 
have steadily increased to an all-time high in 2022-23 of 12,834. This constitutes an increase in 
volume of 59.8% from 2017-18 (8,030), to 2022-23 (12,834). Excluding Saskatoon, a 79% 
increase in volume over the same period has been witnessed from the top 8 surrounding 
communities.  

Discussion: Speculations from medical staff at HDH are backed by data. Volume has increased 
through the ED with the most rapid increases post-pandemic. Presently, it is not uncommon for 
ED volumes to reach 40-50 patients in a 24-hour-period. Often these volumes are falling on one 
physician doing a 24-hour call shift, with 2 nurses scheduled. 

Conclusions: The HDH-ED volumes are increasing substantially. To account for this influx, we 
suspect that additional staff and resources will be required to provide safe and adequate 
healthcare in the Humboldt area. 
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ABSTRACT 

Background: Delayed antibiotic prescribing (i.e., the provision of a prescription to a patient 
with instruction to delay filling it until specific criteria are present) is a safe and effective 
alternative to immediate antibiotics for a number of common family physician presentations and 
can help to reduce antibiotic overuse. The success of delayed antibiotic prescribing depends on a 
family physician’s ability to educate the patient about this management option. 

Question(s): This quality improvement project will provide better understanding as to how 
effective delayed prescribing is based on how many patients follow the advice of their family 
physician regarding antibiotic practice. We expect that the knowledge attained from this project 
will further contribute to safe, effective, patient-centred care. 

Methods/Methodology: We will prospectively determining how many individual patients are 
filling their delayed antibiotic prescriptions from their family physicians, whether the filled 
prescription was actually taken, and what type of condition the prescription was for. Participating 
family physicians will distribute enrolment/informational pamphlets to patients/guardians of all 
ages and genders who receive a delayed antibiotic prescription. The study was approved by the 
University of Saskatchewan’s Behavioural Research Ethics Board (Beh ID 4639). 

Results/Findings: We are in the recruitment phase and are awaiting data collection and analysis. 
The project will run onwards into the 2024-25 academic year. There is a minimum target 
enrolment of 50 participants with no fixed upper limit.  

Discussion: This prospective study will continue to recruit study participants until the minimum 
target enrolment is reached. One potential confounding variable is that the patients who choose 
to provide responses may self-select and the observed percentage of delayed antibiotic 
prescriptions that are filled may be lower than the actual percentage.  
 
Conclusions: The percentage of delayed antibiotic prescriptions that are filled is an understudied 
area of medicine and it may represent an area for further patient education. To our knowledge 
there are no studies of this kind that have been conducted in Canada to date and we aim to share 
our novel findings when available. 

Recommendations: Other physicians we would like to include in future iterations of this project 
include emergency room and walk-in clinic physicians. 
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ABSTRACT 

Background: University students, including athletes, often lack sexual health knowledge, which 
increases sexually transmitted infection (STI) risk due to high-risk behaviours. Sporting clubs 
could be effective STI screening recruitment sites. The Virtual Care Playbook supports STI 
screening through virtual clinics, such as those using videoconferencing or telemedicine, which 
can overcome testing barriers. Virtual screening, especially if free, may help test high-risk 
populations. Telephone screening for HIV risk has identified at-risk individuals.  

Question(s): Does the implementation of virtual STI clinics for University of Saskatchewan 
athletes lead to patient uptake, high patient satisfaction, and a reduction in barriers to STI 
testing?  

Methods/Methodology: A virtual STI clinic was offered via email recruitment to student 
athletes at the University of Saskatchewan. Led by a sports and exercise physician and three 
family medicine residents, the clinic offered screening via phone using standard protocols, with 
limited continuity of care. Clinic uptake, patient satisfaction, and barriers to STI screening were 
to be evaluated using surveys and electronic medical record data. This study was approved by the 
University of Saskatchewan’s Biomedical Research Ethics Board (Bio ID 4523) and received 
Operational Approval from the Saskatchewan Health Authority.  

Results/Findings: Seven clinic dates were offered to athletes between February 26 and March 6, 
2024. No student athletes attended the virtual STI clinic. 
   
Discussion: Results showed zero uptake by University of Saskatchewan athletes, potentially 
indicating a lack of appeal. Factors such as timing of clinic bookings and limited advertisement 
may have contributed. Athletes may have been reluctant to discuss personal health especially 
STIs with unfamiliar individuals. Further investigation and strategies are needed to enhance 
acceptability and accessibility of virtual STI clinics for this demographic. 
 
Conclusions: There was no uptake of virtual STI clinics among University of Saskatchewan 
athletes, suggesting a need for improved engagement strategies. Tailoring virtual healthcare 
services to meet specific needs is crucial, highlighting the need for further research and 
intervention. 
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ABSTRACT 

Background: Maintaining access to local maternity and surgical services is challenging in rural 
Canada; however, enhanced surgical and obstetrical skill programs exist to train rural 
practitioners in a broad range of surgical competencies. Within their communities these 
practitioners face challenges, including low procedural frequency and volume.  Having outside 
surgical specialist support is important for maintaining the sustainability of rural surgical 
programs. Telemedicine has been applied to support other areas of rural health care including 
rural critical care, emergency medicine and obstetrics. Using various platforms, specialists 
provide real-time virtual support to rural practitioners and their teams.   

Question(s): What are the current telemedicine applications for providing remote intraoperative 
surgical consultations?  

Methods/Methodology: A systematic search of the literature was conducted in early November 
2023 in PubMed. A total of 226 articles were identified, with abstracts screened by two reviewers 
independently.  Seven articles met the inclusion and exclusion criteria. Each reviewer then 
conducted a full-text review of eligible articles using a data extraction template to make a 
narrative account of the findings. An additional 10 articles, which did not meet the full inclusion 
criteria, were felt to be relevant to the study question and were included in the discussion.  

Results/Findings: Five full-text articles were included in the final review. These were mainly 
pilot studies and case reports. The surgical specialities included general surgery, urology, 
thoracic surgery, neurosurgery, and gynecology. Most utilized pre and post-op surveys of both 
surgeon and remote mentor to assess the efficacy of tele-mentoring.  

Discussion: The application of telemedicine for real time intraoperative specialist consultation 
appears to be safe and beneficial to rural practitioners.  Our search identified additional studies 
investigating the application of tele-mentoring in surgical training programs. These also 
demonstrated a benefit in shortening learning curves for trainees and could be applicable locally.   

Conclusions: There appears to be a benefit to the application of telemedicine for intraoperative 
consultation.  

Recommendations: Future high-quality studies are needed to demonstrate measurable benefit, 
address barriers to adoption, and to show the precise role telemedicine can play in continuing 
surgical education after training and as an adjunct to rural surgical programs.  
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